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 MeTree, a family health history tool, has been tested as a clinical implementation 

tool in primary care settings. The study includes 3 healthcare facilities affiliated with the 

UNTHSC Department of Family Medicine. The current study investigated patient 

recruitment strategies to encourage participant use of MeTree prior to a physician well 

visit.  

 The project had two specific aims: 1) Measure differences in recruitment rates 

between the initial recruitment letter and a recruitment letter crafted for increased 

readability and 2) Measure changes in recruitment rates with no follow up phone call 

compared with a follow up phone call.  

 Data indicate that readability has little effect on recruitment rates. However, 

follow up phone calls increased recruitment rates. The project showed that the most 

effective way to increase recruitment rates was to include more personal methods of 

communication.
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CHAPTER I 

INTRODUCTION 

 

 I worked as a Clinical Research Management Intern on the UNT Health Science Center 

campus in both the Molecular and Medical Genetics Department and the Texas Prevention 

Institute.  I worked with both Dr. Deanna Cross and Dr. Kimberly Fulda throughout my 

internship. This change in mentorship allowed me to learn from two different perspectives and 

gave me insight into IRB submissions dealing with changes in principal investigators. The 

internship began on June 1, 2015 and ended December 7, 2015, allowing me to immerse myself 

into all different aspects of clinical research. The internship project focused on increasing patient 

recruitment rates in relation to a family health history tool called MeTree. Dr. Cross and I 

decided to focus on “Increasing Patient Recruitment Rates For Family Health History Support 

Tools”.  

 After researching articles about MeTree, patient recruitment, underserved populations, 

and readability, two main study aims were generated: 

1) Measure differences in recruitment rates between the initial recruitment letter and a 

recruitment letter crafted for increased readability  

2) Measure changes in recruitment rates with no follow up phone call compared with a 

follow up phone call  
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As a clinical research management intern, I developed the study aims, worked on a 

research proposal, sent out batches of recruitment letters to patients, and followed up with 

qualified participants through personalized phone calls. I also took part in additional studies 

conducted by the Texas Prevention Institute, allowing me to learn about conducting data entry, 

taking body measurements, pricking fingers to obtain glucose and HbA1C levels, and handing 

out surveys. This provided a well-rounded knowledge base into clinical research.  
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CHAPTER II 

INTERNSHIP SUBJECT 

BACKGROUND AND LITERATURE  

Section 1: Implementing Family Health History Risk Stratification in Primary Care  

This practicum project utilized the “Implementing Family Health History Risk 

Stratification in Primary Care” study for our research because it was an ideal fit. This study, 

served as an ideal model because of minimal risk to patients, it encouraged patient involvement 

in their own healthcare, facilitated patient-provider communication, and as an implementation 

study it allowed for enrollment and protocol changes.  

This study, “Implementing Family Health History Risk Stratification in Primary Care”, 

provided minimal risk to participants because patients completed a family health history using a 

clinical decision support tool (MeTree) online, prior to a physician visit. MeTree is an online tool 

that collects data from the patient and only requires the patient to have a working email address. 

Because family health history collection is routine practice, risks incurred to the participant were 

minimized. In fact, in some ways MeTree may be more private than providing family health 

histories in a clinical setting.  

This study encouraged patient involvement in their healthcare through use of the MeTree 

program. MeTree is web-based family health history collection software that collects data 

directly from the patient. MeTree allows patients to take a more active role in their own 

healthcare treatment, acting more as partners instead of patients [1]. The program collects three 
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generations of relatives’ relevant health histories and generates a pedigree for the patient (Figure 

1). Input requires patients to know age of onset of disease, current age/age at death, and cause of 

death for each relative. Patients receive a risk assessment and are advised to discuss treatment 

options with physicians, particularly if they are at higher risk for forty-eight conditions including 

breast, colon, ovarian, hereditary cancers, thrombophilia, and coronary heart disease. This 

assessment informs participants about their health risks by providing explanations as well as 

suggestions to decrease the risk of obtaining the disease.  

 

Figure 1: MeTree Patient Pedigree 

MeTree facilitates patient-provider communication, which may improve healthcare 

outcomes. Physicians also receive a personalized copy of the patient’s history, alerting them of 

potential risk factors for developing the diseases listed above (Figure 2). With both the patient 

and physician receiving personalized handouts with family health history information, this could 

increase communication between both parties. Beadles et al [5] demonstrated the usefulness of 
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MeTree, with 49% of patients changing their family pedigree after receiving patient education 

from their physicians. Based on these results, MeTree can serve as a valuable asset in patient 

education for prevention of high-risk diseases based on family health history. Compared to 

standard clinical practice, family health history recording tools showed a 46-78% improvement 

in obtaining information. Using such a tool increases patient care quality, by taking the burden of 

obtaining family health histories off the physicians. A study conducted by Wu et al. [2] showed 

increased identification of individuals at risk for breast cancer (compared to national averages) 

when using MeTree. Not only can this tool provide better quality family health histories, but it 

also allows providers to focus on their patient instead of entering time-consuming health history 

data. When patients arrive prepared, with their health histories to appointments, they can focus 

more on treatment instead of logistics. Patients may feel more comfortable asking their providers 

questions, because they will have a better understanding of their own health risk after using 

MeTree.  
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Figure 2: MeTree Risk Assessment Report 

Previous studies in patient recruitment by Walson [10 stated minimal risk studies and 

studies that have a perceived improvement in patient health are more likely to have higher 

recruitment rates. Based on this, the family health history implementation study is predicted to 

result in high recruitment rates due to the minimal risk and improved family health history 

collection involved in the study.  

 

Section 2: Patient Recruitment 

Patient recruitment plays a large role in successful clinical trials. Increased recruitment in 

underrepresented populations increases the likelihood that findings would be generalizable to the 

entire population. However, low recruitment rates make studies difficult to conduct, because 

with so few subjects the information cannot be applied to a larger population.  
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In clinical trials, low patient recruitment rates are attributed to the following reasons. 

Patients felt mistrust in the medical community, especially from researchers and sponsors, and 

did not want to feel like guinea pigs [11]. This feeling of mistrust towards healthcare related 

research and the medical field is more pronounced in multicultural populations [12]. Studies by 

McHenry [16] have demonstrated solutions to patients’ feelings of mistrust, by increasing 

personalization of communication with patients. Barriers with the underserved population can be 

overcome when research personnel take time to develop effective recruitment and retention 

methods involving repeated communication with patients [12]. Continued personalized 

communication with patients throughout treatment can keep patient recruitment rates high.  

Walson [10] has suggested seven steps to help overcome patient recruitment difficulties: 1) 

Identify the population that is eligible; 2) Explain the study; 3) Obtain informed consent from 

patients; 4) Stick to ethical standards; 5) Obtain a representative sample of the population of 

interest; 6) Retain subjects until the study has ended; and 7) Optimize benefit while minimizing 

risk.  

 

SPECIFIC AIMS  

Finding the most successful method of communication with potential study participants 

may increase patient recruitment rates for clinical trials. Here, we use a family health history 

study that has low recruitment rates to determine whether different communication methods 

improve recruitment. The family health history study is ideal for this type of clinical research 

because it is low risk, facilitates communication between provider and patient, and potentially 

has patient care implications.  
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 The proposed project will compare patient enrollment rates within the UNT Health 

Family Medicine Clinics (Patient Care Center, Seminary Clinic, and the Eagle Ranch Clinic) 

with two distinct communication strategies: 

Specific aim 1: Measure differences in recruitment rates between the initial recruitment 

letter and a recruitment letter crafted for increased readability.  

Rationale: Readability of materials plays an important role in healthcare treatment. A 

study conducted by Plimpton [17] found that in general, health care clients (regardless of 

literacy level) prefer materials that are shorter and more concise. Designing an easier to 

read flyer for recruiting may increase patient recruitment rates, because patients will take 

more time to look through the materials instead of immediately discarding them.  

Specific aim 2: Measure changes in recruitment rates with no follow up phone call 

compared with a follow up phone call. 

Rationale: A more personalized communication method can improve patient recruitment 

rates, as demonstrated by McHenry [16]. Repeated communication with patients 

throughout the study made participants feel appreciated as individuals, instead of test 

subjects. This reinforced the study coordinator’s gratitude for participants choosing to 

partake in the study and led to higher retention rates later on.  

 

SIGNIFICANCE 

In clinical trials, a major barrier to overcome is low patient recruitment rates. Walson [10] 

stated one factor to increase patient recruitment is to perform low risk studies and provide benefit 

to the participant [11]. Therefore, one would expect high patient recruitment rates when 

investigating use of MeTree, a low risk and high benefit study. However, recruitment rates have 



 

9  

been between one percent and four percent at other sites.  Investigating ways to increase patient 

recruitment rates by examining different communication methods can increase patient care 

through use of MeTree. 

As stated before, more personalized communication methods are a way to improve 

patient recruitment rates. Poor recruitment rates are characteristic of many clinical trials. 

Nicholson et al [12] discussed the importance of having retention and recruitment strategies in 

mind before conducting studies, because increased communication/repeated contact with patients 

increases retention rates [12]. Increased communication can build trust, when researchers 

personally communicate with patients throughout the entire study. Researchers can also express 

their gratitude towards the patients for taking part in the study [16]. This way, each patient feels 

appreciated as an individual, and they will feel more comfortable partaking in the study. 

Therefore, studying how to improve clinical recruitment rates is an important aspect of all 

clinical trials.  

One of the imperatives for the family health history study was to obtain a large enough 

sample size to represent the population of interest, because it is an implementation study. 

Investigating difficulties implementing chosen interventions in underrepresented populations is 

one important outcome for the study. Learning more about the underrepresented populations can 

also decrease health disparities, providing insight into different pathologies. By studying the 

underrepresented populations in clinical research, we can generalize to these populations as a 

whole and learn more about patient recruitment differences among specific minority groups.  

By testing different methods of communication materials, this study examined methods 

of increasing patient recruitment. These results will be used later in other studies to ensure that 
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patient materials are readable and communicate effectively. This may also translate into better 

patient care.  

 

MATERIALS AND METHODS  

Patients of family medicine physicians affiliated with the UNT healthcare system were 

contacted. Family medicine physicians were previously recruited and consented for the study by 

a previous clinical research management intern.  However, two providers were consented during 

this project. Qualified participants included English/Spanish speakers 18 years or older, who had 

an upcoming well visit with a pre-consented physician at one of three clinics: the Patient Care 

Center, Seminary Clinic, or Eagle Ranch Clinic.  

Recruitment letters were sent out to qualified participants in multiple batches. This 

involved using NextGen (EPM) to locate the patient lists for each pre-consented physician. Each 

list was exported to Microsoft Excel, then sorted into well visits, and reformatted for a mail 

merge. Each set of letters and labels was created through a mail merge for convenience and 

accuracy. The clinical research intern filled and sealed each envelope, double-checking names 

and addresses to make sure no HIPAA violations occurred. After each batch of letters was sent 

out, a spreadsheet was created to keep track of letters mailed, returned letters (due to incorrect 

addresses), and phone calls from interested participants. The first two batches (N=63 and 71) 

used the original participant recruitment letter (Appendix B: IRB APPROVED DOCUMENTS) 

in English only. The next two batches (N=50 and 145) used the revised participant recruitment 

letter, developed by social scientists (Appendix B: IRB APPROVED DOCUMENTS), also 

English only.  
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Interested participants that called in were assigned a unique identification number (UIN) 

of “TX###” after complete enrollment information was obtained. (Appendix B: IRB 

APPROVED DOCUMENTS) Site coordinators at UNTHSC obtained pertinent information 

from each participant, then sent the information and their UIN through a secured server to Duke 

University. Using this information, Duke University enrolled participants, who received an 

introductory email containing information about MeTree and a link to the secure database. 

Participants signed up by creating a MeTree account, consented to the study online, then filled 

out a baseline survey along with demographic information. After completing this step, 

participants received another email from Duke University with a link to complete their family 

health history tool (MeTree) prior to the physician appointment. The site coordinator and clinical 

research management intern downloaded the completed participant MeTree reports and delivered 

a hard copy to the provider a day prior to the participant’s scheduled well visit appointment.  

Follow up phone calls were made with research staff using a participant phone script 

(Appendix B: IRB APPROVED DOCUMENTS). When relevant, bilingual staff used the 

Spanish version of the participant phone script (Appendix B: IRB APPROVED DOCUMENTS). 

The first batch of 134 older recruitment letters had a one-month follow-up phone call to 

participants that did not respond to the initial letter. The second batch of 195 letters of the revised 

recruitment letters also received a one-month follow-up phone call to participants that did not 

respond to the initial letter. Responses were tracked, and participants who did not answer 

received a second follow up phone call. Patient enrollment rates for each step of the project were 

tracked. 

 



 

12  

Statistical analysis using descriptive statistics, comparing number of people who enrolled 

in a given population with each different communication strategy was performed. Descriptive 

statistical tests were used to describe the participants that enrolled versus the participants that did 

not enroll.  

 

RESULTS  

RECRUITMENT LETTER MAILINGS 

Table 1: Older Recruitment Letter Mailings 

Mail Date # Letters Calls By 
Participant 

Emails Enrolled Returned 

8/1/2015 63 2 0 1 3 

8/11/2015 71 1 0 1 4 

TOTAL 134 3 0 2 7 

 

For the older recruitment letters, two batches (N=63 and 71) were sent out to the first 

physician’s patients on 8/1/2015 and 8/11/2015. This resulted in 3 interested calls, 0 interested 

emails and 7 letters returned. Out of a total of 134 letters, 2 participants enrolled resulting in a 

1.5% recruitment rate. The 3rd participant was not enrolled because multiple attempts were made 

to contact her, with no response.  

Table 2: Revised Recruitment Letter Mailings 

Mail Date # Letters Calls By 
Coordinator 

Emails Enrolled Returned 

8/27/2015 50 2 0 0 0 

8/27/2015 145 4 0 3 0 

TOTAL 195 6 0 3 0 
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For the revised recruitment letters, two batches (N=50 and 145) were sent out to the first 

and second physicians’ patients on 8/27/2015. This resulted in 5 interested calls, 0 interested 

emails and 0 returned letters. Out of a total of 195 letters, 3 participants enrolled resulting in a 

1.5% recruitment rate. One interested caller said she would enroll with Duke after setting up an 

email, but never enrolled in the study. Another interested participant arranged to meet with the 

clinical research intern and project coordinator to set up an email and enroll, but did not show up 

for the visit. The last interested participant called later in the study, saying she would call back at 

a later date since her appointment was not until the following year.  

 

FOLLOW UP PHONE CALLS 

Table 3: Follow Up Call Results for Original Letter 

Total Letters Calls Eligible Interested Enrolled Decline 

134 123 123 13 12 22 

 

 For the original/first batch of letters, 134 were sent out to participants. For the follow up 

calls, 11 ineligible participants were excluded from receiving a call. One participant contacted 

the principal investigator, but multiple attempts were made to contact the participant and she 

never answered. Seven letters had invalid addresses; therefore, these participants did not receive 

the letter and would not know about the study. Two participants enrolled before the follow up 

calls were made. The last ineligible participant was sent two letters, so they only received one 

call. The calls made included 86 females and 37 males. Follow up calls in response to the older 
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recruitment letter resulted in a 9.8% enrollment rate, as compared to 1.5% with no follow up call. 

This led to a 6-fold increase in recruitment rates.  

 

Table 4: Follow Up Call Results for Revised Recruitment Letter 

Total Letters Calls Eligible Interested Enrolled Decline 

195 179 179 18 13 54 

 

For the revised recruitment letters, 195 were sent out to participants. For follow up calls, 

16 ineligible participants were excluded from receiving a follow up call. Two participants 

previously contacted the project coordinator. Three participants enrolled in the study before 

follow up calls were made. Eleven participants were under the age of 18 and taken off the phone 

log. The calls made included 121 females and 58 males. Follow up calls in response to the 

revised recruitment letter resulted in a 7.3% enrollment rate, as compared to 1.5% with no follow 

up call. This led to a 371% increase in recruitment rates.  

In total, 32 participants expressed interest in the study after receiving either an older or 

revised recruitment letter, in addition to a follow up call. Thirty of these participants enrolled in 

the study, with 2 participants having incomplete enrollment information. Out of these 30 

participants, 27 females and 3 males enrolled in the study (13% of females contacted enrolled 

and 3.2% of males contacted enrolled). Out of the enrolled participants, 90% were female with 

10% male. The ages of enrolled participants ranged from 26 to 81. For each decade, the number 

of participants included: 1 in their 20s, 3 in their 30s, 8 in their 40s, 15 in their 50s, 2 in their 70s, 

and 1 in their 80s.  
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COMPLETED METREE REPORTS 

 Out of 30 participants enrolled in the study, only 2 participants completed their MeTree 

reports prior to their primary care appointment. This resulted in a completion rate of 6.7%. 

Neither participant had an email address or a computer, so they arrived at the patient care center 

to fill out their information and enroll in the study. Therefore, completion of the report only 

occurred while the clinical research intern walked through it with the participants.  

 

DISCUSSION 

 The two specific aims tested: 1) Measure differences in recruitment rates between the 

initial recruitment letter and a recruitment letter crafted for increased readability and 2) Measure 

changes in recruitment rates with no follow up phone call compared with a follow up phone call 

showed that only follow up phone calls increased recruitment rates.  

Based on the data, a letter crafted for increased readability does not change patient 

recruitment rates. Both the older recruitment letter and revised recruitment letter had an 

enrollment rate of about 1%. Very few participants contacted the project coordinator to enroll in 

the study. However, data show that making follow up phone calls to eligible participants increase 

enrollment rates regardless of which type of letter received. When examining patient recruitment 

rates for letters with no follow up call, rates stay in the predicted range of 1-4%. When making 

follow up phone calls (a more personalized touch), recruitment rates increase up to 9%. This 

reinforces McHenry’s [16] study results stating that repeated communication with patients 

throughout the study makes participants feel appreciated as individuals, instead of test subjects.  

Thoma et al. [6] discussed monetary incentives as the main motivation for patients to take 

part in research studies. Although effective, monetary payment brings up ethical issues by 
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interfering with patients’ decision-making. This could lead to them taking part in a high-risk trial 

or acting against their own “best interests” for a short-term monetary gain. To prevent loss of 

retention, an ethically approved payment amount should be given at the end of the trial [6]. 

However, this study does not offer participants monetary incentives. When contacted during 

follow up phone calls, a few participants asked if they would be compensated for the study. After 

being informed there was no compensation, participants declined participation. This study deals 

with underrepresented populations, some with low socioeconomic status. Therefore, many 

participants do not have access to a computer, relying on their work finances to support a family 

or themselves. These participants may not spend their finances on unnecessary items such as 

Internet or laptops and do not spend their time online. A future study could offer monetary 

compensation to participants of underrepresented populations, to see if it could increase 

recruitment rates to higher levels.   

 Studies have shown that mobile use has increased 400% since 2011. Eighty-four percent 

of consumers read online reviews, an average of four to six before trusting a business. According 

to Pew Research Center Surveys, the most common media site used is Facebook, with LinkedIn, 

Pinterest, Instagram, and Twitter at much lower rates. These social media platforms serve as a 

new marketing/inbound approach, providing a two-way interactive method for potential patients 

to interact with the company [8]. Our study focused on the old marketing/outbound approach, 

with one-way interaction where patients are sought out. This may be a limitation for tech savvy 

patients, who want to find out more information on the study using social media. With no formal 

webpage or study information profile, patients may doubt the validity of the study and feel 

hesitant about filling out their information online.  
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LIMITATIONS 

Not all patients that are part of the UNT healthcare system were able to partake in the 

study. Patients who see their primary care physician at one of the UNT Health Clinics of interest 

(Patient Care Center, Seminary Clinic, Eagle Ranch Clinic) are of different races, genders, 

socioeconomic status, and education levels. MeTree uses electronic recruitment, requiring 

patients to have their own email address and fill out information online. Therefore, those patients 

without email or access to the Internet required additional assistance. This limitation required a 

representative from the study to go into the clinics of interest and help participants set up an 

email address, enroll the participant with Duke, and also complete the consent, baseline survey, 

and MeTree in one sitting. An additional barrier may have been online. Patients of different 

cultures may feel distrustful of research personnel and not want to share personal information on 

the Internet. They may feel concerned about loss of confidentiality when entering personal 

information online, even though MeTree is located on a secure site through Duke University.  

 This specific study on patient recruitment only focused on a single site, the UNTHSC 

healthcare system clinics. Due to obtaining data from so few locations, the sample population 

was limited to the distribution of patients at each clinic. Therefore, these data may not be 

representative of the entire population.  

The study was also in its beginning stages. Therefore, there may be limitations in patient 

lists or study materials. IRB approval was required for each step of the process, including the 

recruitment flyers. For early stages, there were barriers to overcome before actually beginning 
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the study itself, such as learning how to obtain patient lists and enroll patients. Another barrier 

encountered in the study was the change in principal investigator, due to the faculty member 

leaving the UNTHSC campus. This required resubmission of all IRB documents with a change 

in PI information, requiring the re-approval of all study documents with a new investigator name 

and phone number.  

 

SUMMARY AND CONCLUSIONS  

 The study successfully examined its two aims: 1) Measure differences in recruitment 

rates between the initial recruitment letter and a recruitment letter crafted for increased 

readability and 2) Measure changes in recruitment rates with no follow up phone call compared 

with a follow up phone call. The study tested and demonstrated that change in readability does 

not affect patient recruitment rates when applied to letters, by sending out two versions of the 

participant recruitment letter. The second aim was tested through making follow up phone calls 

to participants one month after sending out a recruitment letter. Enrollment rates were compared 

for no follow up call versus receiving a follow up call. Those who received a follow up call 

responded in greater numbers, showing a large increase in enrollment rates. This indicated that 

adding a more personal touch in recruitment, such as phone calls with participants, greatly 

increases recruitment rates.  
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CHAPTER III 

INTERNSHIP EXPERIENCE 

DESCRIPTION OF INTERNSHIP SITE AND INTERNSHIP EXPERIENCE 

 This project took place at the UNT Health Science Center campus in Fort Worth, Texas. 

The intern spent time between the principal investigators’ and site coordinator’s offices, pulling 

patient lists, speaking with physicians at the Family Medicine clinics, mailing out recruitment 

materials, and making follow up phone calls to patients.  

 The first month of the internship, the patient lists were unable to be pulled from the 

NextGen database, so I focused on completing the research proposal. I read through scholarly 

articles about patient recruitment, readability, MeTree, and family health history tools. I worked 

closely with Dr. Cross to make sure the research proposal contained study relevant materials, 

languages, and methods.  

 Once I obtained training in navigating the NextGen software, I began to pull patient lists 

for the pre-consented physicians from the previous clinical research management intern’s 

project. This allowed the study staff to have access to the patient names, addresses, phone 

numbers, and other relevant information needed to send out recruitment letters for the study. I 

familiarized myself with the NextGen software to effectively pull patient lists, and reformatted 

excel documents to mail merge them for recruitment letters and labels. This allowed staff to 

export the information to excel, to save for making follow up phone calls.  
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 During the internship, there was a change in Principal Investigator. Dr. Deanna Cross left 

the UNTHSC facilities to serve as adjunct faculty, handing over the duties of Principal 

Investigator to Dr. Kimberly Fulda. This allowed me to learn about IRB submissions dealing 

with principal investigators, and I edited some of the documents needed to change the principal 

investigator from Dr. Cross to Dr. Fulda. I also helped with submitting Spanish documents, a 

new recruitment letter, and a voicemail script, so it provided more insight into the IRB 

submission and approval processes.  

 Dr. Fulda also gave me the opportunity to take part in projects conducted by the 

department, allowing me to obtain additional hands on experience in other aspects of clinical 

research. For one study, I was able to learn more about biostatistics, creating a codebook, and 

entering data. For another, I learned how to recruit participants in a clinic setting, after I handed 

out surveys to participants in the office. In the third study, I learned how to take measurements, 

work with blood serum and plasma, and consent child and parent participants.  

 Overall, this internship experience allowed me to experience and learn more about each 

aspect of clinical research. This gave me a new appreciation for this side of healthcare, allowing 

me to see how principal investigators balance all of their tasks in addition to research.  
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JOURNAL SUMMARY   

 The first month of the internship mainly focused on working on the research proposal, 

filling out paperwork to take part in the study, and signing forms to complete the necessary 

training.  The second and third months of the internship focused on learning how to obtain 

patient lists and submit IRB documents for approval. The intern learned how to pull patient lists 

for qualified participants from pre-consented physicians and how to prepare these for mailings. 

This time also focused on the upcoming change in principal investigator, editing documents to 

prepare for the IRB submission. The last few months of the internship focused on learning 

valuable clinical research skills in addition to preparing the thesis. These skills involved blood 

collection, participant measurements, obtaining consent, data analysis, distributing surveys, 

observing IRB board meetings, and submitting additional IRB documents for approval.  
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APPENDIX A: DAILY JOURNAL 

 

 





































































































































 

Monday, November 9, 2015 
UNTHSC: Family Health History Project 
Mentor: Dr. Kimberly Fulda 
 
8:00 AM-12:35 PM 

• Checked FHH database and email—59 enrolled (+2 withdrawn) 
• Made 17 follow up calls with student, entered information into phone logs 

o 1 interestedà sister in law of a participant who received a letter in a 
previous mailing 

o 3 declines 
 
1:35 PM-5:00 PM 

• Practiced thesis practicum defense with project coordinators and Dr. Fulda 
o Given feedback on a few things to add and elaborate on 

• Updated powerpoint with feedback from presentation 
 
Tuesday, November 10, 2015 
UNTHSC: Family Health History Project 
Mentor: Dr. Kimberly Fulda 
 
8:00 AM-1:00 PM 

• Checked FHH database and email—59 enrolled (+2 withdrawn) 
• 2 returned FHH letters, entered into spreadsheet 
• Made base database for resident survey 

 
2:00 PM-5:00 PM 

• Updated phone logs with information from student’s follow up calls 
• Entered in data for resident surveys 

	



 

 

 

 

 

 

 

 

 

 

APPENDIX B: IRB APPROVED DOCUMENTS 

 

 

 

 

 

 

 

 

 

  



 

PARTICIPANT REGISTRATION WORKSHEET 

 

 



 

ORIGINAL UNTHSC PARTICIPANT RECRUITMENT LETTER 

 



 



 

REVISED UNTHSC PARTICIPANT RECRUITMENT LETTER 



 

ENGLISH PARTICIPANT TELEPHONE SCRIPT 

 



 

 

 



 

 

SPANISH PARTICIPANT TELEPHONE SCRIPT 
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