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Abstract
Objective—To describe and evaluate participant recruitment for a research study conducted in
primary care offices.

Study Design and Setting—Nine recruiters administered a written survey to 1,485 primary care
patients (from 25 practices) during baseline and one year follow-up of a quality improvement study
aimed at increasing colorectal cancer (CRC) screening. Prior to recruitment, recruiters attended
training sessions during which they received tools and information designed to facilitate successful
recruitment. Quantitative and qualitative recruitment data were analyzed to assess and describe
recruitment efforts.

Results—The overall practice level recruitment rate was 72.7% (range: 56.3% – 91.4%). Practice
characteristics did not affect the recruitment rate. Recruitment rate differed significantly between
recruiters (p=0.0007), as did non-participants’ reason for refusal (p<0.0001). Anticipated barriers to
recruitment (older age of sampled population, lack of incentives, and discomfort discussing CRC)
did not occur. Two key strategies facilitated recruitment: 1) recruiter flexibility and 2) building
rapport with participants.

Conclusion—Recruiters may be more effective if they are able to adapt to participants’ needs and
successfully build rapport with potential participants. The likelihood of recruitment success may be
increased by anticipating potential recruitment barriers and providing training that minimizes the
inherent variation that exists among recruiters.

Introduction
Adequate and timely participant recruitment can determine a research study’s success.
Enrolling a targeted sample size in a specified time period helps ensure sufficient statistical
power(1,2) and keeps study operations within budget, time, and personnel constraints(3,4). In-
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person recruitment of participants is one technique that has been shown to be both successful
(5–8) and cost-effective(9–11) in multiple study types; however, researchers rarely report the
strategies used to facilitate successful in-person recruitment.

Several attributes of successful recruiters have been identified including flexibility in
recruitment techniques(5,7,11) and dedication to the research(11,12). In addition, study
participants identify competent, personable and experienced recruiters as positively
influencing their decision to participate in research(8,13). While these findings point to the
importance of adequately training recruiters, very little documentation exists on the actual
training methods researchers use to do this(14,15).

This paper describes participant recruitment for Project SCOPE (Supporting Colorectal Cancer
Outcomes through Participatory Enhancements). Barriers to recruitment success were
anticipated based on the older age of the sampled population, the sensitive nature of colorectal
cancer (CRC), and the lack of incentives. In this article, we report on recruitment outcomes
and offer strategies to aid other researchers conducting in-person recruitment. Qualitative
examples of recruiters’ experiences are used to provide concrete and practical information that
is often left out of scholarly work pertaining to participant recruitment.

Methods
Description of SCOPE Study

Project SCOPE was a five-year quality improvement intervention study funded by the National
Cancer Institute. SCOPE used a multimethod assessment process(16) to inform a facilitated
team-building intervention(17) that aimed to increase CRC screening rates in primary care
practices. A convenience sample of 25 family and internal medicine practices were recruited
from the New Jersey Family Medicine Research Network. Each participating practice provided
written, informed consent, as did all participants. The University of Medicine and Dentistry of
New Jersey-Robert Wood Johnson Medical School Institutional Review Board approved this
study.

Data Collection
Baseline and one year follow-up data were collected during January 2006 through May 2008.
Data were collected in 25 practices at baseline and in 23 at one year follow-up (due to closure
of 2 practices). Recruiters approached consecutive patients in the waiting rooms of each
practice in an effort to recruit 30 participants who consented to completing a survey and having
their medical record reviewed. Occasionally, 1–2 additional participants were recruited to
account for drop outs or missing records. Eligible patients were 50 or older, had at least one
prior visit in the practice, and could read/write in English or Spanish. Participants completed
a written survey that included demographics, risk factors, cancer screening dates, health care
seeking behaviors, self-rated health, and satisfaction with care. Incentives were not provided
to participants.

Participant Recruitment
Nine recruiters enrolled participants over the course of the study; 3 during baseline and 6 during
one year follow-up. All but one of these recruiters was female and most fell into the 20–40 age
range. The educational backgrounds of the recruiters varied and included high school
graduates, MPH students and graduates, a registered nurse, and a PhD in sociology. The racial
backgrounds of recruiters also varied and included white, Hispanic, Asian Indian, and African
American. Only one recruiter had previous experience enrolling research study participants,
but others had related experience including working in a primary care setting and approaching
individuals for market research purposes. Two of the recruiters were bilingual and were
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responsible for recruitment at practices with large Spanish-speaking patient populations. Non-
bilingual recruiters recruited only English-speaking participants.

Recruiters followed a standard recruitment protocol designed by the research team (Figure 1).
The length of time recruiters spent at each practice ranged from 3 to 18 days and varied based
on the practice’s schedule and patient volume.

The following details a typical interaction between a recruiter and a patient:

Context: Hilltop practice has a small waiting room, with approximately 15 chairs. An elderly
woman enters the practice and approaches the front desk window. The receptionist speaks with
the patient and then asks her to have a seat. The recruiter gathers her clipboard, survey, and
pen and approaches the patient, whose age is unknown.

Recruiter: Good morning, may I interrupt you?

Patient: Sure.

Recruiter: My name is Emma and I'm from the University of Medicine and Dentistry of New
Jersey (pointing to her identification badge). We are currently working with your practice to
help improve cancer screening rates. To do this, we are asking patients who have been seen at
this office before and who are at least 50 years old if they'd be willing to fill out a brief survey.
Are you at least 50 years old?

Patient: Yes.

Recruiter: Have you been seen by Dr. Roberts before?

Patient: Yes, I’ve been coming here for years.

Recruiter: That means you would be eligible to complete the survey if you’re interested. It
takes about 15 minutes so you can complete it while you wait. We keep all information
confidential and won’t contact you in the future. After you complete the survey, a nurse that I
work with will come in and review parts of your medical record that pertain to cancer screening.
Would you be willing to fill out the survey today?

If the patient consented, the recruiter would then review the consent form and assist with the
survey if needed. If the patient refused, recruiters would respond positively (e.g.,): "Thank you
anyways – have a wonderful day" and would then ask for and record the patient’s reason for
refusal. Recruiters sometimes failed to approach potentially eligible participants because the
patient was called into the exam room immediately or because the recruiter was busy assisting
another participant.

Analysis of Recruitment Data
Recruitment rates represent the percentage of patients approached that consented to participate.
Analyses of variance were used to evaluate the effect of recruiter and practice characteristics
on recruitment rates. A chi-square test was conducted to evaluate the difference in non-
participants’ refusal reasons between recruiters. Qualitative data on recruiters’ experiences
were collected during an exploratory debriefing session that included four recruiters who were
working full-time on the project at the time of the session. During the session, recruiters
discussed the challenges they faced during recruitment and techniques used to facilitate
recruitment and notes were taken by one of the authors.
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Data Quality
Recruiter Training—Prior to beginning recruitment, recruiters attended a day-long, in-
house training session and also shadowed more experienced recruiters. Descriptions of the
training modules are provided below:

1. Project overview: A history of SCOPE’s development and an overview of the project’s
structure, timeline, and primary goals were given. This presentation provided context for the
recruiters and prepared them to knowledgeably answer patient and practice member questions.
National and local CRC mortality and screening statistics were presented to provide
background on the study’s significance.

2. Data collection: Experienced recruiters reviewed the participant survey with the new
recruiters and explained how to answer questions commonly raised by participants. Articles
that defined the CRC screening tests and other medical terms used in the survey(18,19) were
discussed, as were strategies for tactfully explaining these tests to participants. A document
covering frequently asked questions about recruitment and appropriate responses (developed
based on earlier experiences) was also discussed (Appendix 1). Finally, tips for being an
effective recruiter were presented including the importance of a professional appearance and
friendly demeanor.

3. Subject consent: Experienced recruiters reviewed methods for obtaining informed consent
and the key points of the consent form including: 1) participation is voluntary, 2) there are no
foreseen risks to participation, 3) participants have the right to withdraw at any time, and 4)
all participant information is kept confidential. New recruiters were instructed that family
members or caretakers could not provide proxy consent for participants. Making sure each
participant understood that providing consent included agreeing to both the survey and a one-
time medical record audit was also emphasized.

4. Confidentiality: This module covered the importance of participant confidentiality and
prepared recruiters to evaluate and respond to situations in which confidentiality might be
compromised. New recruiters were instructed to keep completed surveys secure and maintain
possession of completed materials at all times (e.g., when taking a break or leaving the practice
for lunch). Situations requiring recruiters to judge whether privacy could be maintained were
discussed including introducing the study to a hearing impaired patient or reading the survey
to a visually impaired patient in a crowded waiting room. New recruiters were given examples
of the appropriate way to respond in these situations and were instructed to always maintain
participant privacy, even if that meant refusing an individual that was otherwise willing to
participate.

5. Simulated recruitment exercises: New recruiters participated in role-playing exercises to
become more comfortable with approaching patients. Experienced recruiters provided a
demonstration of a typical patient interaction that focused on assessing eligibility, giving a
brief introduction of the study, and obtaining written consent. Although a standardized script
was used in this demonstration, recruiters were encouraged to adapt the script to different
situations if necessary. To do this, recruiters participated in role-playing scenarios that involved
unexpected situations, such as encountering individuals who were very emotional due to a
recent cancer diagnosis or were offended that the recruiter assumed they were over 50.
Recruiters were challenged to quickly think of ways to respond appropriately and
professionally, and were given on-the-spot, constructive feedback.

6. Shadowing: In addition to the in-house training, new recruiters also spent 2–3 days
observing an experienced recruiter in real-life interactions with patients. During this time, the
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new recruiters approached patients on their own while under the supervision of the experienced
recruiter. This proved to be an especially important part of the training as it helped new
recruiters gain confidence approaching patients and provided learning opportunities to improve
their recruitment techniques.

Continuous Quality Control—Although recruiters worked independently in the practices,
project management took several steps to monitor recruitment and help recruiters problem
solve while in the field. Recruiters were instructed to call if there was a question they couldn’t
answer or if they faced a situation in which they were uncertain how to proceed. This helped
ensure that recruiters followed the standardized recruitment protocol, even when faced with
unique challenges. Project management also met regularly with recruiters to give them
opportunities to discuss issues arising from their work in the field and to share their experiences.
These meetings helped minimize recruiter isolation and ensured that situations were being
handled similarly by all recruiters.

Results
Practice Characteristics and Overall Recruitment Outcomes

Most practices were physician owned, family medicine practices located in suburban areas.
Over half of the patients at 49% of the practices were privately insured and only one practice
served a patient population that was greater than 75% uninsured. The recruitment rate ranged
from 56.3% to 91.4% among practices (median=75.6, Q1=70.0, Q3=79.5). There was no
association between practice characteristics and recruitment rates (Table 1).

Participant Characteristics
A total of 2498 patients were approached during baseline and one year follow-up. Two
thousand and forty-two patients were eligible to participate and of these, 72.7% (N=1485)
consented to participate (Figure 2). Participant characteristics are described in Table 2. Most
participants were white, female, married, with at least a high school education (Table 2).

Recruitment Outcomes between Recruiters
Average recruitment rates differed significantly among recruiters (F=4.44, p=0.0007). Overall,
the main reasons patients refused to participate were lack of interest in the survey/study (28.1%)
or objecting to the medical record review, signing the consent form, or completing the survey
(21.0%). Other common refusal reasons included being too busy/not having enough time
(15.6%) and being sick/disabled (17.2%). None of the non-participants stated that they were
uncomfortable discussing CRC or that they refused because an incentive was not offered. Non-
participants’ refusal reasons differed significantly among recruiters (χ2=133.5, p<0.0001), with
certain recruiters being more likely to encounter patients that objected to the survey, chart audit,
or consent form or were not interested in the study (Table 3).

Strategies for Recruitment Success
During the debriefing session, recruiters identified several challenges common to their
individual recruitment experiences. These included interacting with ill patients and finding
alternate ways to explain the study to those who had trouble understanding. From these
challenges, recruiters identified two key strategies that facilitated recruitment success: 1)
flexibility and 2) building rapport.

Recruiter Flexibility—Recruiters often found it necessary to adapt the protocol to
accommodate individual participants’ needs. For example, some patients were eager to
participate but needed recruiters to read the questions to them because they had trouble seeing.
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In such cases, recruiters would attempt to take the individual to a previously-identified private
area (e.g., an empty exam room). If this area was not available, recruiters would determine
whether it was feasible to assist the patient without compromising confidentiality. If privacy
couldn’t be guaranteed, then the recruiter explained to the patient that they wouldn't be able to
participate and thanked them for their time.

Recruiters also adapted their approach to patients based on the patient’s body language and/or
temperament. For example, if a patient expressed anger or that they were in a hurry while
interacting with the office staff, the recruiter’s introduction would remain friendly but be
quicker and more to the point. If a patient complained of not feeling well or was visibly sick,
a recruiter might adopt a sympathetic tone of voice when speaking to the patient and
acknowledge their illness by saying “I can see you’re not feeling well, but do you mind if I
have a few moments of your time.” These small adaptations in the way recruiters approached
patients helped put patients at ease and seemed to encourage them to consider participation.

Recruiters also had to adapt the recruitment script when they sensed that a potential participant
did not understand the presented information. Many participants were quick to agree to the
survey, but became confused about what participation entailed once they had read the consent
form. Recruiters often had to explain the complicated consent form, provide a more detailed
explanation of the study’s purpose, and assure the participant that their participation was limited
to a one-time survey and medical record review only. Recruiters found that spending extra time
with hesitant participants helped to alleviate concerns and increase their acceptance of the
study.

Building Rapport—Recruiters recognized that patients may have viewed being asked to
participate as a nuisance, especially if they were sick, in a hurry, or didn’t fully understand the
study’s purpose. Acknowledging these circumstances with an understanding statement, a
concerned look, or the provision of more information often helped to build rapport with
potential participants. Small talk proved to be an effective way to engage some individuals
who initiated conversations about non-study related topics such as their family, job, or current
events. Participating in these conversations helped recruiters gain participants’ trust and
confidence.

Participants sometimes needed reassurance that recruiters were nearby in the event that they
had questions, and recruiters found that sitting near these participants and emphasizing that
they were available to assist helped put them at ease. Other participants asked recruiters for
additional assistance, such as entertaining their grandchildren in the waiting room so they were
free to participate. Being able to accommodate a wide range of circumstances was therefore
an essential skill for recruiters to possess.

Discussion
This analysis shows that comprehensive training of recruiters and effective project
management (e.g., ongoing skill building opportunities with recruiters, consistent monitoring
of recruitment efforts) are key to achieving a high in-person recruitment rate in research studies.
Diverse training methods including didactic presentations, role-playing exercises, and
shadowing of experienced personnel should be used to interest and invest recruiters in the study
and prepare them to knowledgably address participant questions and unexpected situations.
Through the SCOPE recruiter training, as well as the regular meetings with project
management, recruiters became motivated, confident, and proficient at identifying strategies
to facilitate recruitment and executing strategies to overcome potential barriers to recruitment.
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Two strategies in particular were important to our recruitment success: flexibility and building
rapport with participants. While flexibility has previously been identified as an attribute of
successful recruitment(5,7,11), this article contains one of the few published accounts of in-
person recruiter training methods that helped recruiters develop adaptive techniques without
violating study protocol. We also present examples of the human factors associated with in-
person recruitment, such as ill or emotional participants, that challenge recruiters to find
creative ways to build rapport in a wide range of participant interactions. We found that having
regular opportunities for recruiters to discuss their experiences led to the development of shared
strategies for being flexible and building rapport.

Several barriers to recruitment were anticipated based on the older age of the participant
population(5,12), participants’ potential embarrassment discussing CRC screening tests(20,
21), and the lack of incentives(11). Our high recruitment rate suggests that the older age of the
sampled population did not adversely affect recruitment. Recruiters actually found elderly
patients (i.e., participants in their 70’s and 80’s) to be more receptive and talkative than other
participants. Surprisingly, none of the non-participants stated they were uncomfortable
discussing CRC and recruiters found that most participants did not express embarrassment
even when recruiters explicitly defined the invasive screening tests. And although some
patients occasionally asked “what’s in it for me?”, the lack of incentives was never given as a
reason for refusal. Anticipating barriers in advance and taking steps such as training and
ongoing recruitment meetings can help recruiters identify ways to overcome recruitment
challenges and may help eliminate some of the common pitfalls of participant recruitment.

No matter how skilled or experienced recruiters are, variability is to be expected when a single
recruiter enrolls participants at multiple sites(3,7). We anticipated that individual recruiter rates
would vary slightly across practices as the recruiter gained expertise and confidence in
recruiting. However, we did not expect the large degree of variability that existed in some
recruiter’s rates. For example, Recruiter 1 conducted recruitment at 22 of the 25 practices at
baseline, producing recruitment rates that ranged from 61.5% to 97.0%. This large range
suggests that practice factors not available for this analysis affected recruitment outcomes.

Despite our efforts to standardize the recruitment process, variability between recruiters also
had an impact on recruitment outcomes. For example, recruiters 1 and 5 encountered a greater
number of patients who refused because they were uncomfortable with the survey, chart audit,
or consent. Possible explanations for this include a lack of clarity in these recruiters’
explanations of participation or a difference in the way the recruiters recorded the non-
participants’ refusals. Variability between recruiters may also be explained by patient
characteristics such as an objection to the recruiters’ appearance or mannerisms, negative views
of the university(8,22) or distrust of the medical/research community(4,23,24). Recruiter
training exercises including role-playing and shadowing of experienced recruiters can help to
minimize this variation, but it’s likely that some will still exist between recruiters. Awareness
of this inherent variability can prompt researchers to devise methods to monitor and evaluate
the differences among recruiters and make adjustments to recruitment methods as necessary.

Our analysis has both methodological strengths and weaknesses. Strengths include the richness
of the qualitative data and the detailed explanation of recruiter training methods. Limitations
include the fairly low percentage of minority participants and the relative lack of diversity
among the participating practices, both of which limit our ability to generalize our results.
Additionally, it is impossible to evaluate the representativeness of the participant group due to
the lack of non-participant data.

Although participant recruitment remains challenging, our experience in SCOPE supports the
importance of developing a standardized recruitment protocol, comprehensively training
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recruiters, and initiating regular recruitment meetings. Researchers are urged to publish their
recruiter training methods and strategies for success so that others can learn from their
experiences in a variety of recruitment scenarios.
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Appendix 1

Frequently Asked Questions Document for Supporting Colorectal Outcomes
through Participatory Enhancements (SCOPE) Recruiter Training

Frequently Asked Questions (from patients)

1. Patient: Is there any test involved?

Response(s): No, we only ask that you fill out this survey while you wait for
your appointment.

2. Patient: Are you going to call my home or send me emails?

Response(s): No, we will not contact you at all. This is simply a one-time
request for you to fill out a survey.

3. Patient: Can I do the survey without signing the consent form?

Response(s): No, because we are with the University, we need to have your
signature on the consent form. If someone at the University needed to check
to see that you agreed to fill out the survey, we would have to show them
the signed consent form. Otherwise, your information from the survey is kept
completely confidential and no one will be able to identify you from your
information.

4. Patient: Can I change my mind at any time?

Response(s): Yes, there is information in the consent form (which I’ll give
you a copy of) that explains what to do if you change your mind about
participating.

5. Patient: I can't read or write so well, can you do the questionnaire for me?

Response(s): <Your response will depend on whether or not you can help
them complete the survey privately.>

<If privacy can be assured>: I can read the consent form and questions to
you. Then you can tell me your answers and I’ll mark them down.

<If you cannot assure privacy>: I’m sorry but there’s not enough privacy for
me to read the survey out loud to you. Thank you very much for offering to
participate.
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6. Patient: If my husband participates, can I write the answers for him because I
know everything about him?

Response(s): That’s fine but he will need to be the one who signs the consent
form and he needs to be able to confirm that what you’re writing down is
accurate. <So if the husband is called back into the exam room, it would
NOT be acceptable for the wife to complete the form on her own. >

7. Patient: I didn’t have my colonoscopy (or other test) at this practice. Should I
still fill this out?

Response(s): Yes, it is important for us to know if you’ve had this test even
if it was done elsewhere.

8. Patient: I can’t remember the date of my colonoscopy (or other) test. What
should I do?

Response(s): That’s understandable. Please write down your best guess for
this date.

9. Patient: Can I take the survey into the exam room with me?

Response(s): Yes, of course. You can use this clipboard to write on. I’ll be
here in the waiting room so when you’re finished, please return the survey
to me before you leave.

10. Patient: Can I take the survey home to finish it and then mail it back to you?

Response(s): No, we do require that you complete the survey here in the
office and return it to me.

11. Patient: Did the doctor say it was okay to fill this out?/Does the doctor know
you’re doing this?

Response(s): Yes, the physician(s) have given us permission to do this so
that we can help the practice improve their cancer screening rates.

12. Patient: I took this last time. Can I do it again?

Response(s): If you took it last year, then, yes you can fill it out again for us
this year. (If the patient completed the survey this year, then they would not
be able to do it again).

13. Patient: How will filling out this survey benefit me?

Response(s): Unfortunately, we don’t give anything directly to you, but your
contribution (and the other patients who are also filling out surveys here)
will help your doctors know how well they are doing in making sure patients
are receiving appropriate cancer screening tests. So we really hope that our
work with your practice will improve the patient care around cancer
screening for all patients here.

14. Patient: Who will have access to my chart/medical record?

Response(s): One of our research team members will review your chart on
a onetime basis. No identifying information (e.g., name, address, SSN, etc)
will be taken. We assign you a number and so all of your information is kept
completely confidential. The information we do take from your chart (e.g.,
height, weight, date of any cancer screenings) is then entered in a computer
file. This allows members of our research team to analyze the information
from all of the patients in this practice to see how well your physicians are
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doing in making sure patients are receiving appropriate cancer screening
tests. (You may refer the patient to page 2 of the consent form to note who
else may see their information – Institutional Review Board, National Cancer
Institute, etc).

15. Patient: I don’t have cancer, so will I be a good candidate?

Response(s): Yes, we would still like for you to participate because we want
to know if patients who are eligible to receive certain cancer screening tests
have received them. These tests are important tools for preventing cancer so
it’s important for us to know how well they are being used for any patient.

16. Patient: What if I don’t know if I’ve had a test or not?/What if I don’t know all
the answers?

Response(s): That’s ok. You can always ask me for help if something on the
survey is unclear. If you don’t know if you’ve had a test, you can indicate
that on the survey. If you can’t remember when you had a particular test,
you can write your best guess.

17. Patient: Why do I have to sign the consent form if this is confidential?

Response(s): Keeping your health information private is very important to
us and we have to follow University rules in order to do this study. One of
the rules is that we must have proof that you agreed to fill out this survey for
us – that’s why we need your signature on the consent form. This form is
kept separate in a locked cabinet from your survey information so we don’t
use your name at all.
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Figure 1.
Participant Recruitment Protocol for Supporting Colorectal Outcomes through Participatory
Enhancements (SCOPE)
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Figure 2.
Summary of Participant Recruitment Results in Supporting Colorectal Outcomes through
Participatory Enhancements (SCOPE), New Jersey, 2006 – 2008
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Table 1

Characteristics of Practices in Supporting Colorectal Outcomes through Participatory Enhancements (SCOPE),
New Jersey, 2006 – 2008

Practice Characteristics Total N % Average
recruitment

rate (%)*

P-value

Total sample 25 100

Type of practice

Family medicine 20 72.0 75.5

Internal medicine 3 20.0 79.2

Family and internal medicine 2 8.0 73.7 0.7641

Number of physicians per practice

1 6 24.0 79.8

2–5 12 48.0 74.6

≥ 6 7 28.0 75.2 0.5275

Mid-level providers

None 13 52.0 75.0

Nurse practitioners 5 20.0 80.4

Physician assistants 4 16.0 79.9

Both nurse practitioner and physician assistant 3 12.0 67.0 0.3483

Ownership type

Physician 19 76.0 75.4

Hospital health system 3 12.0 69.0

University 2 8.0 90.5

Other 1 4.0 76.7 0.0980

Insurance type of patients seen at practice
Private

  < 50% 7 28.0 75.1

  50–75% 14 48.0 76.5

  > 75% 6 24.0 75.8 0.9549

Medicare

  < 50% 23 92.0 75.9

  50–75% 2 8.0 77.0 0.8951

Medicaid

  < 50% 23 92.0 76.7

  50–75% 2 8.0 67.0 0.1653

None

  < 50% 23 92.0 75.4

  50–75% 1 4.0 87.6

  > 75% 1 4.0 76.7 0.4672

Location
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Practice Characteristics Total N % Average
recruitment

rate (%)*

P-value

Urban 1 4.0 78.9

Suburban 20 80.0 74.9

Rural 4 16.0 81.9 0.3674

*
Average of baseline and one year follow-up recruitment rates
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Table 2

Characteristics of Participants in Supporting Colorectal Outcomes through Participatory Enhancements
(SCOPE), New Jersey, 2006 – 2008

Participant Characteristics Total N %

Total sample 1485 100

Age

50–59 592 39.9

60–69 481 32.4

70 and over 412 27.7

Gender

Female 882 59.4

Male 603 40.6

Race*

White 1074 72.8

Black 232 15.7

Hispanic 102 6.9

Other 68 4.6

Marital status*

Married 932 63.0

Not married 546 37.0

Education level*

Less than high school 166 11.3

HS diploma or some college 723 49.0

College or graduate school degree 586 39.7

Insurance*

Private 718 49.0

Medicare 553 37.7

Medicaid 62 4.2

Other 77 5.3

None 56 3.8

*
Numbers do not add to total due to missing data
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