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The recruitment of African Americans into cancer prevention and control studies has pre-
sented a major challenge to scientific investigators. Scientific findings, whether biomedical or
behaviorial, may not be appropriate and applicable to ethnic minority populations unless
they are adequately represented as study participants. Moreover, the need to involve greater
numbers of ethnic minorities is quite urgent due to the poor morbidity and mortality outcomes
associated with ethnic minority group membership. Such is the case with breast cancer sur-
vivorship. The purpose of the study was to test a personalized recruitment strategy on
response rate in African-American women. The response rate of 45% (n=1 17) African
Americans and 64% (n=1 61 ) white subjects indicated only limited success in the recruitment
of the African-American breast cancer survivors. The recruitment result suggests that cultur-
ally relevant recruitment strategies (eg, inclusion of African-American investigators, cultural-
ly consistent letter of recruitment) may be insufficient in adequately increasing research par-
ticipation. Therefore, further studies on investigating factors that influence research partici-
pation (eg, type of incentives, and schedule of payment as well as type of stationery and
stamps used) are needed. (J Natl Med Assoc. 1999;91 :255-260.)
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The recruitment and retention of African Americans
in research studies have been of major concern to scien-
tific investigators. Scientific findings, whether biomed-
ical or behavioral, may not be appropriate and applica-
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ble to ethnic minority populations unless members of
these populations are included in the subjects selected to
participate. Moreover, the need to involve greater num-
bers of ethnic minorities is urgent as a result of the poor
morbidity and mortality outcomes associated with ethnic
minority group membership. The National Cancer
Advisory Board and the National Cancer Institute con-
ducted a conference in 1996 discussing the problem of
ethnic minority recruitment and retention in cancer stud-
ies. The conference concluded that participation of eth-
nic minorities in clinical trials is fairly reflective of the
proportion in the population. However, there exists a
greater challenge to involve ethnic minority participants
in cancer prevention and control studies.'

The lack of ethnic minority participation in breast can-
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cer research is no exception. Accordingly, there are sig-
nificant gaps in the literature regarding ethnic minorities,
particularly in the area of health-related quality of life.
Breast cancer is the most common cancer in African-
American and white women; the lifetime risks for each
group are 1 in 11 and 1 in 9, respectively.2'3 Although the
illness can be fatal, it is considered curable if detected
and treated in the early stages. While breast cancer sur-
vivorship concerns have generated many studies, the
research has typically included samples with inadequate
representation of ethnic minorities.4 Furthermore, most
studies included too few ethnic minorities to report on
ethnic-specific results.5 Consequently, little is known
about what factors influence well-being in African-
American breast cancer survivors.

RECRUITMENT OF AFRICAN AMERICANS IN
CANCER CONTROL RESEARCH

Cancer control that reports on psychosocial oncolo-
gy with ethnic minority populations has been particu-
larly lacking in research. In the past, research has
focused primarily on middle- and upper-class white
women, and efforts to recruit diverse ethnic groups have
yielded unfavorable results.6 Many barriers have been
noted including: 1) research barriers, such as failure to
accept the restrictive nature of research protocols, 2)
economic barriers, such as the lack of health insurance
and poor health-care quality, and 3) individual barriers,
such as perceptions of low or no risk.7 Additionally,
African Americans, particularly those with low socioe-
conomic status, are more likely to have comorbid con-
ditions that exclude them from the studies.' Moreover,
scientists conducting studies may have a protocol that
represents a Eurocentric model that can be alienating or
inappropriate to members of ethnic minority groups.'

Furthermore, systemic barriers exist. Individuals
who are less educated, hold lower socioeconomic sta-
tus, and are from ethnic minority groups have been
excluded from appropriate scientific investigations.8
Moreover, these groups are often cautious about partic-
ipating in research studies and are not responsive to tra-
ditional recruitment strategies.9 The history of discrim-
ination in the health-care system toward ethnic minori-
ty communities and the experience of medical injustices
such as the Tuskegee syphilis experiments still loom
large in the African-American community.9

More importantly, the underrepresentation of ethnic
minority individuals in the leadership of the research
enterprise contributes to the lack of trust by minority par-
ticipants.1 These conditions create powerful responses
that may impede open and willing participation in

research studies. Therefore, successful recruitment
strategies are urgently needed to better understand cancer
prevention and control with diverse ethnic communities.

Recently, ethnic minority patients have been suc-
cessfully recruited from tumor registries.'0'12 The
recruitment strategy used by Bastani et al'0 involved an
oversampling of ethnic minority women to increase the
number of potential subjects.

In addition, the Witness Project" and Smith et al'2
used culturally consistent methods such as normative
health beliefs, church or community-based sites, appro-
priate learning and linguistic styles including ebonics,
"witnessing" (the cultural-religious style of teaching
and educating), and interconnectedness (the cultural
value that defines individual identity via relationships
and group context). The Erwin et all" and Smith et al'2
studies also included African-American researchers.
These studies concluded that cancer registries contain
demographic and clinical information, including the
treating physician, that can be used as avenues for
recruiting ethnic minority participants.

Additionally, researchers have found success in
recruiting community-based populations from tradi-
tional gathering places, eg, church, beauty parlors, and
barber shops. Penn'3 reported two successful studies
with African-American women who were recruited
from church membership. One study recruited 500
women to complete a one-time survey, and the other
study retained 159 women for a nine-month, long-term
follow-up study. Other investigators have recruited suc-
cessfully from places with large numbers of low-
income, ethnic minority populations, eg, Head Start
programs'4 and Public Health clinics.'0 The role of the
investigator was further emphasized in understanding
the sociocultural context of the ethnic minority commu-
nity.'3"15 Further underscored was the importance of a
multidimensional approach: 1) community assessment,
2) preparation of the target community (where possi-
ble), and 3) reciprocity (giving back to the communi-
ty). 14,15

The research described in this article attempted to
address increasing the recruitment of African-American
women for an investigation on the impact of breast can-
cer on quality of life. We report on the outcome of our
recruitment strategy in a mailed survey research with
long-term African-American and white breast cancer sur-
vivors. The recruitment process and response rates across
the two groups of women is described. The purpose of
this component of the larger study was to test a personal-
ized recruitment strategy on response bias by ethnicity.
The quality of life results are discussed elsewhere.5
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MATERIALS AND METHODS
Subjects

The participants were recruited from a sample of
African-American and white breast cancer survivors who
participated in a larger study. 10 These patients were orig-
inally identified from the California Tumor Registry and
were diagnosed between 1989 and 1990. Their participa-
tion in the study by Bastani et al10 required the survivors
to provide the names of first- degree female relatives who
were cancer-free. Only subjects who responded to the
previous study were selected. These breast cancer
patients were contacted in 1996 for participation in the
current study; therefore a four-year period had passed
between their involvement in the two studies.

Equal numbers of African-American and white
women were sampled to have adequate numbers for sta-
tistical comparisons. Three hundred eighteen African-
American women were selected (these were the total
sample of responders in Bastani's study) and 303 white
women were randomly selected (from a total available
sample of 583) for inclusion in this study.

Procedure
Potential subjects were contacted by mail and invited

to participate in the study. Two letters were included in
this mailing; the first letter of invitation was from Dr
Bastani, and the second letter was from the investigator.
The investigator's letter was personal, sharing the inves-
tigator's concern about issues affecting breast cancer sur-
vivorship and emphasizing the pervasive impact of breast
cancer. Two versions of this investigator's letter were cre-
ated: one version presented the researcher as a health
psychologist, and the second version was tailored specif-
ically for the African-American woman and presented
the researcher as a woman of color, as well. The tailored
letter also emphasized the lack of research addressing
issues relevant to African-American breast cancer sur-
vivors and appealed to the African-American value of
interconnectedness by noting that their participation
would generate knowledge that may benefit other
African-American breast cancer survivors. Additionally,
the details outlining the study were described with spe-
cial attention given to confidentiality and the voluntary
nature of participation. The survey instrument also was
included in this mailing. Expected survey completion
time was approximately 40-50 minutes, and subjects
received a $5 gift certificate for their participation.

Instrumentation
The survey instrument assessed selected treatment

issues related to breast cancer. The content areas

included: type of surgical and adjuvant breast cancer
treatment, quality of health care, health beliefs, quality
of social support, stress, and health perception. Subjects
were required to report retrospective and current infor-
mation about their medical treatment and the quality of
their relationship with their doctors. The questionnaire
included several standard measures of quality of life
(CARES-SF, SF-36 General Health Perceptions Scale)
as well as some new items developed specifically for
the study. New items (social support, interconnected-
ness, and spirituality) that possessed face validity also
were included in the survey instrument. The instrument
primarily contained closed-ended items; open-ended
items were used to elaborate on specific topics.

RESULTS
Subject ages ranged from 32-90 years. The mean age

for African Americans was 61.8 years, and the mean
age for whites was 64.8 years (P=.000). The education-
al background ranged from high school graduates to
doctorates, 75% ofAfrican-American and white women
had some college education. More than 42% were cur-
rently working outside the home; 28% of the African-
American women and 32% of the white women had
professional careers. Sixty percent were married, 21%
were widowed, and 19% were single. There were sig-
nificant differences by ethnicity; African-American
women were more likely to be unpartnered with less
household income than their white counterparts. Forty-
eight percent (n=56) of African Americans and 67%
(n=108) of whites were partnered; 52% of African
Americans and 33% of whites were unpartnered
(P=.000). The annual household income ranged from
<$15,000 to >$100,000; 56% of African-American
and 79% of white households earned >$25,000
(P=.000). The demographic and medical results are pre-
sented in Table 1.

The overall response rate was 278 (54%). One hun-
dred seventeen (44%) of the African-American women
who were originally recruited and 161 (65%) white
women who were originally recruited participated
(P=.000). The recruitment results are presented in
Figure 1.

DISCUSSION
This article describes the recruitment process and

participation outcome in two ethnic groups. This study
was designed to involve equivalent numbers of African-
American women so meaningful conclusions could be
drawn separately for each ethnic group. More impor-
tantly, the study attempted to address the challenge of
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Table 1. Demographic and Medical Information
No. (%/) No. (%) No. (%)

Total Sample African American White
Variable (n=278) (n=1 17) (n=161) P Value*

Age .038
Mean (yr) 63.6 61.8 64.8
<50 yr 36(13) 20(17) 16 (10)
50-64 yr 112 (40) 46 (39) 66 (41)
365 yr 130 (48) 51( 44) 79 (49)

Relationship status .001
Partnered 164 (59) 56 (48) 108 (67)
Unpartnered 114 (41) 61 (52) 53 (33)

Education .105
<High school 70 (25) 31 (26) 39 (24)
Some college 133 (48) 63 (54) 70 (44)
College graduate 75 (27) 23 (20) 52 (32)

Income .000
<$25,000 80 (30.5) 47 (44) 33 (21)
$25,000-$45,000 80 (30.5) 33 (31) 47 (30)
3$45,000 102 (39) 27(25) 75(49)

Occupation .001
Professional/Manager 83 (30) 32 (28) 51 (32)
Technical/Admin/Sales 60 (22) 30 (26) 30 (19)
Service or other 51 (19) 30 (26) 22 (14)
Homemaker 80 (29) 23 (20) 57 (35)

Type of surgery .173
Mastectomy 144 (52) 62 (53) 82 (51)
Mastectomy with reconstruction 54 (1 9) 17 (15) 37 (23)
Breast conservation 80 (29) 38 (32) 42 (26)

Mean years since diagnosis 7 6.49t 7.36+ .000

*To calculate the P values, chi-square tests were used for the percentage comparisons and t-tests were used for the mean
comparisons.
tn=1 15.
tn=1 60.

recruiting adequate numbers of African-American
women into cancer control research.

The results of this study and previous research sug-
gest that sample selection is a critical component to suc-
cessful recruitment. We used documented strategies that
were successful in other studies (eg, the tumor registry
database provides a good selection of ethnic, age, and
economic diversity, and previous study responders are
probably more likely to participate). Additionally, a per-
sonalized recruitment letter was specifically designed
for the African-American patients (the content as well
as the tone of the invitation letter to participate was per-
sonal and culturally consistent). This letter informed the
perspective African-American participant that the prin-
cipal investigator was also a woman of color.

This study achieved only limited success in recruiting
ethnic minority participants into a cancer control study.
Although the study implemented culturally consistent
methods of recruitment and highlighted the involvement
of an African-American investigator, significantly more
whites participated than African Americans. Additional
factors may influence research participation (eg, type of
incentives, incentive schedule, type of stationery, and
stamps). Therefore, further research must investigate spe-
cific factors that influence African-American participa-
tion into cancer control research.

CONCLUSION
The importance of targeted and personalized recruit-

ment strategies that reflect the cultural competency of
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Surveys mailed (621 )
African American 131 8)

l | ~~~Whit e33

Not accessible Accessible
(dead, return to sender) 510

Survey not returned Survey returned
232 278

African American White
117 161

Figure 1.
I Recruitment results.

the investigators cannot be overemphasized. The con-
tent of the solicitation letter should demonstrate the
researcher's commitment to the target population and
acknowledge the dearth of information regarding this
population with the specific illness. This letter must
demonstrate the potential benefits of the individual's
participation to the African-American community as a
whole and the inclusion of ethnic minority involvement
in the actual research process. These content areas
reflect the cultural value of many African Americans.
These areas appeal to the cultural value of intercon-
nectedness in the African-American community.5'16'17
Additionally, the invitation letter and the actual ques-
tionnaire should be easy to read and in clear, simple lan-
guage.

These recommendations are further supported by the
Conference on the Recruitment and Retention of
Minority Participants in Clinical Cancer Research.1 The
conference summary highlighted the need to tailor
recruitment approaches to the culture and needs of the
community, and engaging ethnic minority health pro-
fessionals in the research process.
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Coming this summer. . .
A Preliminary Study of African-American
Physician Involvement in the Care of Human
Immunodeficiency Virus-infected Patients
M. Keith Rawlings, Richard M. Grimes, and Irene Easling
This article examines the patterns of care for human immuno-
deficiency virus (HIV)-infected African Americans. Question-
naires were mailed in 1995 to National Medical Association
members. Of the 709 respondents, 63% were primary care
physicians, pediatricians, or obstetricians-gynecologists; 72%
had 0-10 HIV-infected patients, while 9% had >90 patients HIV
patients; and 12% had been treating HIV patients for >10
years. The majority of these patients were African American;
male-to-male sex and injecting drugs were the two major risk
factors. Complexity of HIV care and lack of reimbursement
were the principal barriers to providing HIV care. African-
American physicians are actively involved in the care of HIV
patients. The burden of providing this care is borne by a rela-
tively small number of physicians. Programs are needed to
increase the number of African-American providers of HIV care
and to provide appropriate reimbursement.

A Survey of the Ethnic and Racial Distribution in
Orthopedic Residency Programs in the United
States
Richard E. Grant

This study examined the racial and ethnic composition of
orthopedic training programs in the United States. A ques-
tionnaire was mailed in 1995 to the chairperson at each of
the 159 orthopedic programs in the United States. Eighty-nine
(56%) responses were received. The distribution of orthopedic
residents and fellows was as follows: white non-Hispanic,
84.2%; Asian, 6.6%; African American 3.6%; Native
American, 2.2%, Puerto Rican, 1.2%; Mexican American,
0.8%, and other Hispanic, 1%. African Americans and
Hispanics were underrepresented among orthopedic training
programs compared with their numbers in the general popu-
lation. The percent ages of residents in these two minority
groups were also below goals established by the Council on
Graduate Medical Education and the US Government's
Healthy People 2000 report. Native Americans and Asian, by
contrast, were overrepresented. If racial balance is to be
achieved in orthopedics, new incentives must be created to
encourage more African Americans and Hispanics to enter
orthopedic residency training programs.
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