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Abstract
Purpose—To describe community-based strategies that were effective in recruiting older,
African-Americans into a behavioral intervention study designed to increase eye examination
behavior.

Methods—Sites were identified that targeted older African-Americans, including senior centers,
senior housing, and church groups. We conducted presentations at these sites, networked with
community organizations, placed ads on the radio and in newspapers, and attended health fairs.
Potential participants also called us in response to flyers and through word of mouth.

Results—We conducted 147 activities at 118 sites. A total of 688 potential participants were
screened, with 330 (48%) enrolling, 33% ineligible, and 19% not interested. Highest enrollment
rates were for word of mouth (69%), flyers (67%), and senior centers (66%). Barriers to
participation included hesitancy of seniors to leave their apartments to attend presentations and
competing health issues taking precedence over eye concerns.

Conclusions—A multi-faceted recruitment approach, incorporating both direct and indirect
activities at a variety of sites, should be used to recruit older African Americans into a behavioral
intervention study. Establishing relationships in the community, both prior to initiating recruitment
activities and as an ongoing process, was important to the study’s success.
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Background
With the 1984 NIH directive requiring the inclusion of women and minorities in clinical
trials,1 research related to increasing participation by these groups has increased. In
particular, studies have discussed barriers to recruiting African-Americans into clinical
research studies, and strategies to address these barriers. Some of these studies have focused
on recruitment for prevention or health promotion studies,2–4 where recruitment can be more
difficult compared to treatment trials5 or observational studies.6 Studies have also addressed
strategies for recruiting older participants,7, 8 as well as older, African-American
participants.9–12

For African-Americans, a history of racial discrimination and exploitation, including the use
of slaves for medical experimentation, continues to be an impediment to participation in
clinical research.6, 13–17 In particular, the Tuskegee syphilis experiment has come to
exemplify exploitation and misconduct in medical research.16 Mistrust of the medical
community, including mistrust of doctors, researchers, and medical and academic
institutions, as well as negative personal experience with the health care system, are also
barriers to participation.2, 13, 15, 17–21 Lack of information about the disease being
studied,19, 22 lack of support from family members or their church,18 and an ongoing need to
prioritize other social requirements, such as paying for housing and food versus health
needs,20 also serve as barriers to recruitment.

To address distrust issues, many studies recommend establishing relationships with the
community, especially with both formal and informal community leaders.6, 14, 19, 23, 24

Direct contact with potential participants improves recruitment of African-Americans8 and
older people.25 Other strategies to increase participation include matching the gender and
race of the research staff to the target population,4, 10, 26 and being flexible to the needs of
potential participants.27

Information is still limited, however, in applying and evaluating recruitment strategies in
disease prevention and health promotion studies for African-Americans, 65 years and older.
Therefore, the purpose of this paper is to describe our recruitment process, focusing on the
strategies we successfully used in conducting a behavioral intervention study to increase eye
examination behavior in a community-dwelling urban population of older African-
Americans. This study addressed two Healthy People 2010 objectives: 1. To increase the
proportion of persons who have a dilated eye examination (DEE) at appropriate intervals,
and 2. To increase the proportion of adults with diabetes who have an annual DEE.28

Materials and Methods
The E.Y.E. (Examine Your Eyes) Project, a NIH-funded randomized clinical trial, was
designed to test the efficacy of tailored versus targeted messages in a behavioral intervention
to encourage African Americans 65 and older to have DEEs. We focused on this population
because African-Americans are at increased risk of developing glaucoma, experience more
serious consequences of glaucoma, and tend to have fewer eye examinations than their
Caucasian counterparts. In addition, those 65 and older have Medicare coverage for annual
eye exams for glaucoma, which is currently underutilized.

The study consisted of four components: (1) an interviewer-administered questionnaire to
collect baseline demographic information and information about behavioral intention,
knowledge about eye exams, glaucoma, diabetes, and diabetic retinopathy, barriers and
benefits to getting DEEs, and doctor-patient communication; (2) the intervention mailed in
the form of a newsletter with either tailored or targeted messages; (3) telephone follow-up of
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study participants at one-, three, and six-months to ascertain their eye-examination status;
and (4) confirmation of self-reported DEEs with their doctors.

Recruitment
After developing a study logo to create an identity for the project, we then identified sites
throughout Baltimore City that targeted African-American seniors. This was based on
contacts already established by our community outreach worker, internet searches for senior
centers and senior housing in Baltimore city, contacting city organizations, and networking.
For most of the sites, we first called or visited in person. After this initial contact we usually
met with the managers of senior housing complexes, coordinators at senior centers, officers
of senior organizations, and lay leaders or health ministers at churches.

Some sites requested that we send flyers and information about the project before agreeing
to a meeting. After these contacts, we scheduled presentations for potential participants at
the sites. Some presentations were held during already scheduled activities, such as
residents’ meetings, “Eating Together” programs, and senior group meetings. Other
presentations were scheduled specifically for our project. At a few sites, we recruited
participants by approaching older African-Americans directly to tell them about the project
and ask if they were interested in participating.

We also attended meetings of various community organizations, such as tenant councils
representing numerous senior housing complexes and neighborhood community
associations, and met with representatives from several Baltimore City agencies. We
attended small health fairs sponsored by churches and senior centers, as well as large, city-
wide festivals. For the health fairs, we were contacted and asked to participate by
community sources as well as through University of Maryland contacts. Ads were run on
two radio stations which were selected because of their large African-American and older
audience, and we had a story about the project reported on a local television station during
National Glaucoma month. We also placed ads in a local African-American newspaper, and
had two papers for seniors pick up the story and run ads and stories for free. In addition, we
conducted a letter writing campaign with area churches, and then followed up by phone with
some of the churches. People also heard about the E.Y.E. project through word-of-mouth,
mostly from study participants. Our recruitment process was approved by the University of
Maryland Institutional Review Board.

As part of our data collection, we recorded the number of people who attended our
recruitment events, the number of people we screened for eligibility, if ineligible the reason
for ineligibility, and the number of refusals. For some of the larger events, particularly the
health fairs, the number of people who attended was estimated. In addition, when we
recruited people by approaching them directly, the number of people who we approached
was often not recorded. Therefore, the number of people we screened is not accurate for this
activity.

Enrollment
During our presentations in community settings, or at the health fairs, potential participants
could sign up if they were interested in participating in the project. Some sites used our
flyers or made up their own posters to advertise the date and time of our presentation. If the
presentations were small enough, we tried to enroll potential participants at that time. If not,
potential participants were called to schedule appointments for enrollment. Potential
participants also called us in response to our advertisements, flyers, and word of mouth
referrals. People who called about the study were asked how they heard about the project.
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All interested individuals were screened for eligibility, based on self-reports. To be eligible
to participate in the E.Y.E. project an individual had to be 65 years of age or older, African
American, not having a DEE for two years prior to enrollment, and not having an
appointment for a DEE scheduled within a month of enrollment.

Research staff enrolled participants and conducted interviews primarily at the recruitment
sites, although some interviews were conducted at private residences or at our office. Once
deemed eligible, consenting of the participant was completed along with supplemental
paperwork to collect personal and alternative contact information. This was followed by the
administration of the questionnaire by a trained interviewer. The enrollment process took
about 45 minutes, and participants were paid $25 for their time. In addition, several give-
aways pertinent to the overall objectives of the study were distributed to the participants at
the completion of their enrollment process.

Statistical analysis
We categorized recruitment sites by region and type of venue. Baltimore City zip codes
were combined into nine geographic regions based on Baltimore City planning and police
districts. We then estimated the distribution of African Americans 65 and older in these nine
regions, using data from the 2000 census.29 After grouping the 55 community statistical
areas of Baltimore City to correspond to the nine geographic regions, we multiplied the
number of people 65 and older in the region by the percent of African-Americans in that
region.

Venues were classified as churches, community organizations, health fairs, newspaper and
other print media, radio or TV ads, senior centers, senior housing, and senior organizations.
Included in the “other” category were government organizations, sororities, and adult day
care centers. Activities were grouped into direct and indirect recruitment methods. Direct
activities, where we interacted face-to-face with potential participants, included
presentations, health fairs, and directly approaching people. Indirect activities, which
required potential participants to contact us, included newspaper, radio, and television ads,
flyers, and word of mouth.

To evaluate our recruitment effectiveness, we calculated two different enrollment
proportions. The enrollment yield among those screened was calculated by dividing the
number of people who enrolled by the total number of people screened, while the enrollment
yield among those eligible used the same numerator but used the number of people eligible
as the denominator.

Frequency distributions were used to summarize the data. We compared enrollment yields
by type of activity and type of venue, using chi-squared analysis. We also compared
enrollment yields for health fairs and presentations by type of venue, using either the chi-
square test or Fisher’s exact test if expected cell frequencies were less than five. All
statistical analysis was performed using SAS 9.1.

Results
Our recruitment phase occurred between January, 2006 and September, 2007. During the
first six months of recruitment, our efforts primarily consisted of establishing community
partnerships by providing information to possible sites, staffing tables at health fairs, and
meeting with the staff of various groups. We started enrolling participants in June, 2006.

An overview of our recruitment strategies is shown in Figure 1. In addition to the letters
mailed to churches and the media campaign, we contacted sites by phone or in person. Of
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the 176 sites contacted by phone or in person, 20 did not have any recruitment activities
because they were either not interested or did not have an African-American clientele. For
38 sites we only provided information and for seven sites we just met with staff. We
conducted presentations, recruited directly, or worked at health fairs at the remaining 111
sites. The major focus of our recruitment activities was presentations, which represented
65.3% of our activities. Additional activities included staffing tables at health fairs (23.8%),
meeting with staff (6.1%) and directly approaching people without having a presentation
(4.8%). Overall, 37% of our activities were held at senior housing locations, and an
additional 22% were held at churches. The majority of the presentations took place at senior
housing sites (53%), with churches accounting for an additional 21% of the presentations.
Thirty-four percent of the health fairs were held at churches and another 34% occurred at
other sites. Two thirds of our meetings with staff occurred at either community
organizations or other sites. Because some sites had multiple activities, we held these 147
activities at 118 sites, as presented in Table 1.

We screened a total of 688 potential participants from our various recruitment venues. As
shown in Table 1, 330 people (48.0%) enrolled, representing 71.7% of those eligible, 228
(33.1%) were deemed ineligible, and 130 (18.9%) either refused to participate or could not
be contacted to schedule an enrollment appointment. Senior housing accounted for 40% of
the people screened, while churches, senior centers, and ‘other sites’ each accounted for
approximately 10% of the people screened.

In terms of enrollment, senior housing facilities accounted for 42% of the people who
enrolled, with presentations at senior housing the predominant activity. We did not enroll
any people from community organizations because those sites were primarily for presenting
information about the project rather than for recruitment. We found low rates of uninterested
people for our media campaign (5%), flyers (6%), and word of mouth (4%).

Approximately 80% of the people screened in response to our radio and television ads were
ineligible, and more than half the people screened in response to our newspaper ads were
ineligible. Almost half of those deemed ineligible had a DEE within two years (49.6%), and
an additional 32.9% were younger than 65 years. Other reasons for ineligibility included not
being African-American (4.8%), having an appointment for a DEE already scheduled
(6.6%), and miscellaneous reasons (6.1%).

We then examined enrollment yields among those screened and among those eligible, for
activity and venue separately, as shown in Table 2. The highest enrollment rates for
activities were for word of mouth and flyers, with rates among those screened of 69% and
67%, respectively. Although the enrollment rate for directly approaching people was high,
because the number of people we approached was not always recorded, this rate may not be
accurate. Lowest enrollment rates were for health fairs (27%) and print and radio ads (22%).
For venues, the highest enrollment rate among those screened was 66% for senior centers,
and the lowest rate was for ‘other sites’ (28%). There was a statistically significant
association between activity and enrollment among those screened (χ2=51.18, P<.0001) and
among those eligible (χ2=24.68, P=.0002). We also found statistically significant
associations between venue and enrollment among those screened (χ2=26.09, P<.0001) and
among those eligible (χ2=17.82, P=.0013).

Enrollment yields were also examined for direct and indirect recruitment activities. Among
those screened, 48% of participants recruited by direct activities enrolled compared to 50%
recruited by indirect activities (χ2=0.26, P=.61). However, among those eligible, 68% were
recruited by direct activities compared to 91% recruited by indirect activities, a difference
that was statistically significant (χ2=16.3, P<.0001).

Ellish et al. Page 5

J Natl Med Assoc. Author manuscript; available in PMC 2013 January 02.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



We then compared enrollment rates for health fairs and presentations, controlling for venue.
We did not include directly approaching people because the numbers were too small to
stratify by venue. Enrollment yields were higher for presentations than for health fairs for all
venues, although this difference was only statistically significant for churches.

Efforts were made to recruit a geographic representation of senior African Americans from
all regions of Baltimore City by holding events at sites throughout the city, as shown in
Table 3. The distribution of sites we contacted was similar to the distribution of African
Americans 65 and older living in Baltimore City. We also compared the demographics of
the 330 people who enrolled with Baltimore City data. Our enrolled population was
somewhat younger and more educated than Baltimore City residents. Among the 65 and
older population in Baltimore City, 26% were 65–69, 48% were 70–79, and 26% were 80
years and older, whereas for our enrolled population 41% were 65–69, 45% were 70–79, and
14% were 80 years or older. Our study population was 70% female compared to 62% of the
65 and older residents of Baltimore City. Although the proportion of people with at least
some college was similar between the two groups, 43% of our enrolled population had less
than a high school education and 32% were high school graduates compared to 57% and
20%, respectively, of Baltimore City residents 65 and older.

Discussion
We utilized a multi-faceted recruitment strategy, primarily conducting direct activities at
numerous venues, but supplemented by indirect activities, to successfully recruit our sample
of older, African-Americans. A multi-faceted approach has been reported to generate better
results than using a single recruitment strategy.4, 11 The majority of our recruitment efforts
were through face-to face presentations, where we were able to interact directly with
potential participants. This activity allowed us to answer questions about the project and
explain the inclusion criteria. Presentations were also an efficient use of staff time. Health
fairs required staffing for several hours, or for the entire day for large fairs, with no
enrollment taking place on that day. When we directly approached people we also spent
several hours at a site, but were often able to enroll people the same day. Putting up flyers
and word of mouth required little staff time and were not costly, whereas the media
campaign was the most expensive recruitment method. Direct interaction has been reported
as better at reaching minorities,8 and the preferred approach of older people.25 Although one
health promotion study of minority women reported higher recruitment rates for “passive”
methods compared to “active” methods3, their definition included direct mailing as active
and speaking at groups as passive.

The association we found between activity type and enrollment was due to a number of
factors. People recruited through indirect activities, which included word of mouth and
seeing our flyers, as well as through media activities, had low refusal rates since they had to
call us if they were interested. However, this was offset by the large rate of ineligibles who
responded to our media campaign, even though we specified the inclusion criteria in our
radio, television and newspaper ads. Therefore, our enrollment yield from the radio,
television, and newspapers was relatively low, while enrollment yield from word of mouth
and flyers was high. Presentations yielded consistently higher enrollment rates than health
fairs for all venues because ineligibility rates for health fairs were always higher than for
presentations. Two health promotion studies reported higher rates of ineligibility among
potential participants recruited through the media, and a higher proportion of eligible
participants from face-to-face interactions. 5, 12 A clinical trial of older women found that
senior centers and mass mailings yielded higher enrollment rates than churches.30
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Some barriers to participation are specific to the elderly. Through our meetings with site
managers and coordinators, we learned that seniors living in their housing complexes might
be hesitant to attend on-site presentations regardless of the topic because they were selective
about which causes drew them from their apartments. Seniors can feel socially isolated,31

and are concerned about being victims of crime or identity theft. 10, 31 Memory issues were
occasionally a problem during recruitment, especially related to eligibility criteria. In several
instances, a potential participant was deemed eligible after our meeting at a presentation,
only to find at a subsequent phone call to schedule the interview that the information they
had given us regarding their age or date of last eye examination had changed. Although
some researchers report transportation as a barrier to recruitment,19, 25 this was less of an
issue in our study because we only required one face-to-face encounter, which usually took
place at the original recruitment site. Focus groups with this same urban population did not
find transportation to be an issue.32

In some instances we encountered resistance on the part of relatives, particularly related to
time constraints and uncertainty about how we would use the personal information we
collected. Sometimes competing health issues took precedence over eye concerns. Although
we used colorful, easy to read posters, we found that many potential participants thought
they would be receiving a free eye examination. This misunderstanding was reported in
another behavioral intervention study of African-American adults.24

We encountered barriers in gaining access to some of our venues. Although some churches
have health ministries to address the health concerns of their senior parishioners, for some
church officials the E.Y.E. Project was a low priority. One study suggests that church-based
recruitment may not be cost-effective because of differing agendas and the low priority
placed on research by some pastors.10 We also found that the hierarchy of leadership in
many churches created a maze of approval levels that had to be charted before engaging in
any degree of collaboration. With the senior housing facilities, some of the on-site managers
were not responsive to our requests for access to their sites. However, we were able to seek
the approval of a Tenant’s Council, an organization whose members represented most of the
larger senior housing complexes in Baltimore City, to gain access to the sites. Although it
has been suggested to work from the bottom up, starting with the service providers who
know their clientele well rather than high level administrators,10, 26 which is what we tried
to do, sometimes it was necessary to go over the heads of the service providers.

With the senior centers, the issue was not access, but rather that their event calendars filled
quickly. Therefore, it was sometimes necessary to schedule presentations several months in
advance. We found that scheduling our presentations to coincide with specific programs
worked well. For example, the “Eating Together” programs and Golden Age clubs
sponsored by Baltimore City served as great opportunities to have a significant number of
interested seniors gathered together for the dual purposes of networking and hearing about
the E.Y.E. Project. Health fairs, while not suitable for offering privacy during the informed
consent and interview process, are useful venues for disbursing study literature and building
community goodwill.

We employed several strategies suggested in the literature to increase recruitment among
African-Americans. Establishing relationships with the community is frequently cited as a
way to overcome distrust, especially prior to recruitment.3, 9, 14, 23, 24 We spent the first six
months of our recruitment phase working with previously established contacts, and meeting
with managers, coordinators, and church leaders to establish relationships in the community.
This provided us with names of specific venues that targeted older African Americans, and
facilitated the scheduling of presentations at specific sites by making the E.Y.E Project
known in the community. These meetings with informal and formal community leaders, and
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providing information to sites, continued throughout the study. In addition, although health
fairs may be less effective for enrolling participants than other activities, we found them to
be important in building relationships within the community.

The importance of the research staff should also be considered. Three of the four staff
members of the E.Y.E Project who interacted in the community were African-American
women, as suggested by several researchers.4, 10, 26 Sometimes what may be considered
minor points can impact recruitment, such as the personal attributes of the staff,27 showing
respect by addressing this older population by their formal name,9, 23, 33 or allowing for
social interaction and conversation before starting the research protocol.9 Our staff was
respectful to the potential participants, and was flexible both with the timing and location of
our presentations and enrollment interviews. We attended evening and weekend events, and
went to the target population to conduct interviews instead of having them come to us.

Although we were successful in enrolling 330 senior African Americans, this study had
several limitations. Because we focused our efforts on presentations, some potential
recruitment opportunities were not fully developed. Although we obtained a list of beauty
and barber shops in the region, we only provided information to a few of these sites.
Likewise, we did not recruit in food stores or pharmacies, although these strategies were
discussed. While we recruited from a variety of settings and geographic areas, the enrolled
sample was younger and more educated than the elderly population of Baltimore city. Low
literacy and poor health status in this population may lead to selection bias.12 Also
contributing to selection bias may be that people who chose to attend our presentations may
already have an interest in the project and possess a level of understanding regarding eye
disease that differs from those who chose not to attend.30 Although part of our procedures
manual, at some of the larger recruitment activities we did not keep an accurate count of the
number of people who attended the event, which can affect the calculation of the proportion
of people screened.

Conclusion
We successfully recruited 330 older African Americans into a behavioral intervention study
using a multi-faceted approach. Direct recruitment activities, such as presentations, should
be the focus of efforts to recruit African Americans and seniors. However, these efforts
should be supplemented with indirect methods, like posting flyers at venues frequented by
seniors and having current participants tell their friends and relatives about the study, which
do not involve much time or effort, yet have high enrollment yields. We found it important
to establish relationships in the community, both prior to initiating recruitment activities and
as an ongoing process, by working with both formal and informal community leaders. This
can include networking with both old and new contacts and attending community
organizational meetings. Health fairs are another good way to build community rapport.
Also keep in mind some of the smaller issues which can impact successful recruitment, such
as scheduling presentations during already scheduled activities, which provides you with a
ready-made audience, or spending a few minutes talking with potential participants prior to
the research activities.
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Figure 1.
Flow diagram of recruitment activities
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Table 2

Enrollment yields among screened and eligible by activity and venue

Enrollment yield

Among those screened Among those eligible

Activities

 Health fair 26.9 52.1

 Presentation 50.5 68.4

 Directly approach 62.8 88.9

 Print/radio 21.8 80.0

 Word of mouth 69.2 94.7

 Flyer 66.7 91.7

χ2=51.18, P<.0001 χ2=31.35, P<.0001

Venues

 Church 44.2 73.1

 Senior center 65.7 80.7

 Senior housing 51.5 70.0

 Senior organization 34.3 41.4

 Other sites 27.8 55.0

χ2=26.09, P<.0001 χ2=17.82, P=.0013
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Table 3

Frequency distribution of sites contacted, activities conducted, participants recruited, and population of
African Americans 65 and older, by region of Baltimore City

Region Sites contacted Activities conducted Participants recruited AA population 65 and older

C 10.2 12.9 9.6 4.4

E 6.8 4.8 13.7 10.2

N 9.1 8.2 12.1 7.4

NE 14.2 10.2 9.2 19.0

NW 22.7 24.5 30.9 22.0

S 5.7 4.8 1.6 3.7

SE 2.8 2.0 0.6 2.8

SW 12.5 11.6 6.7 13.9

W 15.9 21.1 15.6 17.5
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