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Racial /Ethnic Differences in Clinical Trial Enrollment, Refusal
Rates, Ineligibility, and Reasons for Decline Among Patients at
Sites in the National Cancer Institute’s Community Cancer
Centers Program

Aisha T. Langford, PhD, MPH": Ken Resnicow, PhD'; Eileen P. Dimond, RN, MS?; Andrea M. Denicoff, MS, RN?;
Diane St. Germain, RN, MS2; Worta McCaskill-Stevens, MD, MS?; Rebecca A. Enos, RN, MPH?;
Angela Carrigan, MPH®; Kathy Wilkinson, RN, BSN, OCN®; and Ronald S. Go, MD”’

BACKGROUND: This study examined racial/ethnic differences among patients in clinical trial (CT) enroliment, refusal rates, ineligibility,
and desire to participate in research within the National Cancer Institute’s Community Cancer Centers Program (NCCCP) Clinical Trial
Screening and Accrual Log. METHODS: Data from 4509 log entries were evaluated in this study. Four logistic regression models were
run using physical/medical conditions, enrollment into a CT, patient eligible but declined a CT, and no desire to participate in research
as dependent variables. RESULTS: Age >65 years (OR=151, 95% Cl=1.28-1.79), males (OR=2.28, 95% Cl=1.92-2.71), and non-
Hispanic black race (OR =1.53, 95% Cl =1.2-1.96) were significantly associated with more physical/medical conditions. Age > 65 years
was significantly associated with lower CT enrollment (OR = 0.83, 95% Cl =0.7-0.98). Males (OR=0.78, 95% Cl=0.65-0.94) and a
higher grade level score for consent form readability (OR=0.9, 95% Cl = 0.83-0.97) were significantly associated with lower refusal
rates. Consent page length >20 was significantly associated with lower odds of “no desire to participate in research” among CT
decliners (OR =0.75, 95% Cl = 0.58-0.98). CONCLUSIONS: There were no racial/ethnic differences in CT enrollment, refusal rates, or
“no desire to participate in research” as the reason given for CT refusal. Higher odds of physical/medical conditions were associated
with older age, males, and non-Hispanic blacks. Better management of physical/medical conditions before and during treatment may
increase the pool of eligible patients for CTs. Future work should examine the role of comorbidities, sex, age, and consent form char-
acteristics on CT participation. Cancer 2014;120:877-84. © 2013 American Cancer Society.
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INTRODUCTION

Cancer is the second leading cause of death in the United States, with approximately $201 billion spent each year in direct
medical and indirect mortality costs.! In 2012, it was estimated that 1,638,910 people would be diagnosed with cancer
and that 577,190 people would die from the disease (all types combined).? As of January 1, 2009, there were approxi-
mately 12,553,337 people in the United States who had a history of cancer (all types combined),” yet only 3%-5% of
adults with cancer participate in cancer clinical trials.” Of those who do participate, enrollment rates are lower for minority
groups compared to non-Hispanic whites.* This is a growing area of concern because racial/ethnic minorities bear the
greatest cancer burden in the United States.” Clinical trials (CTs) are the mechanism by which new methods of screening,
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prevention, diagnosis, and treatment of disease are devel-
oped. A better understanding of what makes minority
recruitment and involvement in CTs successful is critical,
as it will help maximize research investments, investigator
time, patient commitment, trial generalizability, and
allow resecarch questions that are germane to minority
populations to be more relevantly addressed.

Commonly cited reasons for lower CT participation
among minorities include: lack of awareness, mistrust,
cultural barriers, comorbidities, low literacy, language dif-
ferences, practical obstacles (eg, child care, transporta-
tion), lack of invitation, CT design, and lack of health
insurance.® Given these barriers, it is often assumed that
minorities have less interest in medical research or are
more likely to refuse an offer to participate in a CT than
nonminority groups. These assumptions may not be valid,
and warrant empirical study, as there is growing evidence
that minorities may be just as willing to participate in
health research as their nonminority counterparts when
provided an invitation and opportunity.”” Other, poten-
tially more important, factors may play a role in the CT
participation disparity such as: 1) Access/proximity of
CTs to minority communities, 2) Readability and length
of consent forms, 3) Provider bias in offering CTs, 4) Eli-
gibility criteria, and 5) Regional impact on CT attitudes.

To explore these issues, the NCCCP implemented
a Clinical Trials Screening and Accrual Log designed to
track cancer patients at NCCCP sites who were screened
and enrolled into selected NCI Cooperative Group treat-
ment and cancer control CTs. The NCCCP sites selected
trials for the log based on the majority of sites having
access to the trial and the cancer type being studied. A
primary goal of the log was to identify challenges to trial
accrual and to provide information about successful prac-
tices to address them, including those for recruiting
under-represented populations into CTs.'>'" Addition-
ally, implementation of the log has allowed NCCCP sites
to: 1) Monitor enrollment rates over time, 2) Identify
gaps in available CTs, 3) Enhance awareness of patient
and physician reasons for declining trial participation in
order to address them, and 4) Raise the visibility and im-
portance of CTs within community cancer centers.'?
Another article describes the general details and trends of
the log."?

The objective of this article was to specifically exam-
ine racial/ethnic differences among patients in the follow-
ing areas: CT enrollment, refusal rates, ineligibility, and
desire to participate in research. A better understanding of
these issues may inform future CT recruitment, retention,
and communication strategies.
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MATERIALS AND METHODS

NCCCP Clinical Trial Screening and Accrual Log
Data Set

In 2008, the Clinical Trial Screening and Accrual Log was
developed and piloted at 15 of the original 16 NCCCP
sites. It officially launched in 2009 and later opened to the
additional 14 sites that joined the program in 2010, for a
total of 29 sites entering data. For the purposes of this arti-
cle, data from 2009 to 2012 were used in the analyses.
Full details about the development and implementation
of the log are reported elsewhere.'” Ttems in the log
include demographic information such as age, race, eth-
nicity, and sex; methods for identifying patients for CT's
(eg, chart review or cancer registry); whether the patient
enrolled into the CT; reasons for ineligibility; patient-
related reasons for declining a CT; and physician-related
reasons for not offering a CT to an eligible patient.

Procedures

Log entries were completed by members of the research
team (eg, a study coordinator or research nurse). Data
from the log was reported to the NCI via an online report-
ing system on an ongoing basis. To determine how race/
ethnicity would be categorized on the logs, guidelines
from the Office of Management and Budget were fol-
lowed.' For this article, race/ ethnicity was collapsed into
one variable with 5 categories: non-Hispanic white, non-
Hispanic black, Hispanic, Asian, and other. The other
category included American Indian or Alaska Native, and
Native Hawaiian or Other Pacific Islander. To avoid
potential overlap of categories, logs that had “more than
one race” selected were excluded from the analyses. In
addition, if a patient was Hispanic and a racial category,
we treated them as Hispanic. Only logs with complete
race/ethnicity data were included in our analyses, thus
logs with unknown ethnicity or race, or logs with race not
reported were excluded from the analyses.

Logs

A total of 4509 log entries were collected on cancer
patients screened from March 2009 through May 2012.
Sample sizes for analyses ranged from 4184 to 4509
depending on which covariates were used. Log entries
comprised patients screened for at least 1 of 27 trials open
at various times during the data collection period, with
most being treatment trials (81.5%). By cancer type, the
most common trials were of breast (25.9%), colorectal
(22.2%), and genitourinary (18.5%) cancers. The most
common methods for identifying patients for screening

Cancer  March 15, 2014



Racial/Ethnic Differences in Cancer CTs/Langford et al

were chart reviews (59.8% of log records), provider refer-
ral (30.8%), and clinic schedule review (29.2%).

Measures

Dependent variables

Four dependent variables were evaluated and included
physicallmedical conditions, enrollment into a protocol,
patient was eligible but declined participation, and no desire
to participate in research. A priori, we were interested in
examining reasons why patients were ineligible for a CT,
with an assumption that comorbidities would be the driv-
ing force behind ineligibility. The full question was
worded as, “If the patient did not meet trial eligibility cri-
teria, indicate the reason why (select all that apply): 1)
Abnormal labs; 2) Abnormal organ function; 3) Comor-
bidities; 4) Does not meet biomarker testing criteria; 5)
Insufficient or unavailable pathologic samples for study;
6) Patient had progressive disease; 7) Performance status;
8) Prior therapy; 9) Second cancer; and 10) Time require-
ment. A binary variable for physical/medical conditions
was computed by summing responses to the items: abnor-
mal labs, abnormal organ function, comorbidities, pro-
gressive disease, and performance status. A patient with
one or more of these conditions would constitute a “yes”
for physical/medical conditions and were therefore not
considered eligible for a CT. Patients with no conditions
would receive a “no” for physical/medical conditions. The
enrollment question was worded as, “Did the patient
enroll in the protocol (yes/no)?” The patient was eligible
but declined participation item was a part of a larger ques-
tion written as, “If the patient did not enroll in the proto-
col, indicate the reason why (select only one): 1) Patient
did not meet trial eligibility criteria, 2) Patient was eligible
but declined participation, 3) Patient was eligible but the
MD declined to offered participation, and 4) Patient was
eligible but started treatment prior to completion of
screening. Lastly, the item no desire to participate in
research was one of 22 social, attitudinal, and/or logistical
response options to the question, “If the patient was eligi-
ble, but the patient declined participation, indicate the
patient-related reason why (select all that apply).” Given
our specific interest in racial and ethnic differences in 70
desire to participate in research as the reason given for CT
refusal, this was the only response of the 22 choices
selected to be a dependent variable and included in
analyses.

Independent variables
Demographic. Age, sex, race, and ethnicity were treated

as potential confounders. Age was recoded into a binary

Cancer  March 15, 2014

variable of < 65 and > 65, with the reference group being
those under 65 years. Sex was coded as male and female,
with females serving as the reference group. Finally, race
and ethnicity were coded as non-Hispanic white, non-
Hispanic black, Hispanic, Asian, and other, with non-
Hispanic whites as the reference group. The “other” cate-
gory included American Indian, Alaska Native, Native
Hawaiian, and Pacific Islander. For all demographic and
other independent variables, the category with the highest
frequency was selected as the reference group.'”

Region of country. A regional variable was computed to
specify the area of the country for which the NCCCP sites
were located. Following US Census guidelines, regions
were categorized as West, Midwest, South, and Northeast,
with the West serving as the reference group.

Informed consent characteristics. We were interested
in the role of page length and grade level readability on
CT participation. It should be noted that page length and
readability were not asked on the log, but rather, calcu-
lated independently by evaluating the NCI Cooperative
Group version of the consent form. Continuous and cate-
gorical variables for page length were created by counting
the number of pages of the consent forms for each of the
27 CTs included in the log. We selected a cutoff point of
20 pages to create a binary variable for page length coded
as < 20 pages and > 20 pages. To assess readability of the
consent forms, a Simple Measure of Gobbledygook
(SMOG) score was generated using Readability Software
by MicroPower & Light Co."®

Data Analysis

Frequencies and means were generated to assess how de-
mographic, consent form, and regional variables were dis-
tributed. Chi square tests were used to compare patient
racial/ethnic group differences by CT enrollment, refusal
rates, ineligibility, and the medical reasons for ineligibility
(eg, abnormal laboratory results or comorbidities). Logis-
tic regression was used to assess the effect of race/ethnicity,
age, sex, region, consent form length, and consent form
readability on 4 dichotomized dependent variables
including physical/medical conditions, enrollment into a
CT, patient eligible but declined participation, and no desire
to participate in research as the reason given for CT refusal.
All analyses were done with the full sample of log data.
Correlation analyses were conducted for all covariates in
the logistic regression models and none were highly corre-
lated (ie, a Pearson’s r > 0.7). Considering that patients
are nested within hospitals, and hospitals are nested
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within regions, we treated the hospital as a random effect
and region as fixed effect to adjust for potential similarity
of patients within hospital, as well as potential similarities
of hospitals within a region. All logistic regression models
with random effects were run using the GLIMMIX Proce-
dure within SAS, version 9.3.

RESULTS

Demographic, Log, and Consent Form
Characteristics

The mean age was 62 years, with approximately 57% of
patients being under the age of 65 and women comprising
68% of the sample (Table 1). With regard to race/ethnic-
ity, 78% were non-Hispanic white, 13% were non-
Hispanic black, 4% were Hispanic, 4% were Asian, and
1% was classified as other (eg, American Indian, Alaska
Native, Native Hawaiian or Pacific Islander). The average
consent form page length was 17 pages (range, 3-50
pages), with 60% of consent forms being < 20 pages. The
average SMOG reading score for the consent forms was
10th grade (range, 8th to 12¢h grade). With regard to geo-
graphic region of the country, 31% of patients were

TABLE 1. Demographic, Log, and Consent Form
Characteristics for the Full Sample (N =4509)

Characteristic % n
Age 62 (mean) 4467
<65 57 2546
>65 43 1921
Sex 4509
Female 68 3060
Male 32 1449
Race and ethnicity 4225
Non-Hispanic white 78 3303
Non-Hispanic black 13 532
Hispanic 4 163
Asian 4 175
Other 1 52
Logs by region of the country
West 31 1378
Midwest 19 854
South 30 1345
Northeast 21 932
SMOG readability of consent forms 10 (mean grade) 4509
Page length of consent forms 17 (mean) 4509
<20 pages 60 2716
>20 pages 40 1793
Clinical trial by type
Treatment
Symptom management 11
Prevention
Other 3
Trials by most common cancer type
Breast 26
Colorectal 22
Genitourinary 19
880

located in the West, 30% in the South, 21% in the North-
east, and 19% in the Midwest.

Chi Square Analyses

Chi square tests indicated a significant association
between the patient’s race/ethnicity and enrollment into a
CT (Table 2). Asians had a significantly lower proportion
of CT enrollment. The chi square test also indicated a sig-
nificant association between race/ethnicity, CT ineligibil-
ity, and comorbidities. Non-Hispanic blacks had a higher
proportion of not meeting eligibility criteria for a CT and
having comorbidities. There were no significant associa-
tions between patient racial/ethnicity and CT refusal
rates, “no desire to participate in research” as the reason
for given for declining a CT, or other medical reasons for
ineligibility (eg, abnormal laboratory results).

Logistic Regression Models

Using physicallmedical conditions, enrollment into a CT,
patient was eligible but declined CT, and no desire to partici-
pate in research as dependent variables, we ran 4 logistic
regression models with multiple independent variables. The
odds ratios and confidence intervals are reported in Tables 3
and 4. In Model 1, variables significantly associated with
physical/medical conditions (ie, health conditions that would
make a patient ineligible) included age > 65 (OR = 1.51,
95% CI = 1.28-1.79), males (OR = 2.28, 95% CI = 1.92-
2.71), and non-Hispanic black race (OR=1.53, 95%
CI = 1.2-1.96). In Model 2, the only variable significantly
associated with lower enrollment into a CT was age > 65
(OR =0.83, 95% CI=0.7-0.98). In Model 3 (Table 5),
variables significantly associated with eligible patients less
likely 1o decline a CT included males (OR = 0.78, 95%
CI = 0.65-0.94) and a higher SMOG score (ie, written at a
higher grade level) on the consent form (OR = 0.9, 95%
CI = 0.83-0.97). Finally, in Model 4 (table not shown), the
only variable significantly associated with fewer instances of
“no desire to participate in research” as the reason for
decline was consent page length > 20 pages (OR = 0.75,
95% CI = 0.58-0.98).

DISCUSSION

The primary aim of this article was to examine, via the
NCCCP Clinical Trial Screening and Accrual Log data,
racial/ethnic differences in patient enrollment into a CT,
rates of CT refusal, CT ineligibility, and desire to partici-
pate in research. Model 1 evaluated the association of age,
sex, and race/ethnicity with physical/medical conditions.
Being over the age of 65 years, being male, and being non-
Hispanic black were all significantly associated with
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TABLE 2. Breakdown of Enroliment, Refusal, Physi-
cal/Medical Conditions and Reasons for MD Not

TABLE 2. Continued

Offering a Trial by Demographics (N = 4509) % n P
% n P Age .374
>65 16 253

Patient enrolled into a CT® .007 S <65 18 317 001
Overall enroliment rate for full sample 18 816 el\);l | 12 135 <
Non-Hispanic white 20 663 . a esl . he 239
Non-Hispanic black 18 94 emales
::{z::lc fg ?? Abbreviations: CT, clinical trial; MD, physician.

A o
Other 14 7 Statistically significant, P <.05.

Patient eligible but declined CT 114
Non-Hispanic white 22 713 . . . .. .
Non_Hnganic black o1 112 higher odds of physical/medical conditions, with comor-
Hispanic 21 32 bidities comprising the majority of responses within the
gf:‘?r 13 fg physical/medical conditions item. Future work should

Patient did not meet eligibility criteria® .004 examine how to design CTs that are more tolerable for
Non-Hispanic white 50 1328 patients with comorbidities, which may include loosening
Non-Hispanic black® 56 248 R L. . : .

Hispanic 49 70 the eligibility criteria to widen and diversify the pool of
gSia” 58 91 candidates. Another point of consideration is fow patients
ther 54 21 . . . .

“No desire to participate in research” 785 are cared for prior to getting a cancer diagnosis and how
as reason for decline their comorbidities are managed in general. Better man-
Non-Hispanic white 7 250 . . . . ..
Non-Hispanic black 9 16 agement and earlier identification of comorbid conditions
Hispanic 9 13 prior to and during cancer treatment may improve CT
Asian 6 10 .. . . ..

Other 6 P participation for .men, Fhose 1nd1.v1duals'older ?han 65

Comorbidities ineligibility® <.001 years, and blacks in particular, while also improving can-
Non-Hispanic white " 837 cer survival rates over time.' '8
Non-Hispanic black?® 16 85 . X
Hispanic 6 12 With regard to patient CT enrollment, there were
Asian 6 " no racial/ethnic differences in the second logistic regres-
Other 10 2 . . ..

Abnormal labs ineligibility 215 sion model. Although the chi square analysis inidally
Non-Hispanic white 2 76 showed a significantly lower proportion of Asians enroll-
Non-Hispanic black 4 19 . . . ..

Hispanic 3 4 ing into a CT, this effect was no longer significant once
Asian 3 3 race was evaluated in a logistic regression model that con-
Other o 4 3 trolled for region and site. In particular, there was no

Abnormal organ function ineligibility 241 . ¢ . .
Non-Hispanic white 1 35 black/white difference in CT enrollment after controlling
Non-Hispanic black 2 9 for region, site, age, sex, consent form length, and SMOG
Hispanic 2 3
Asian 2 3
Other 3 2 . . Lo .

Performance status ineligibility 272 TABLE 3. Multivariate Logistic Regression Model 1:
Non-Hispanic white 2 69 Physical/Medical Conditions as the “Reason for
Non-Hispanic black 3 15 Ineligibility” by Demographic Characteristics
Hispanic 1 1 =
Asian 1 1 (N =4184)

Other 2 1 .
0,

Disease progression ineligibility 498 Odds Ratio 95% Cl P
Non-Hispanic white 3 89
Non-Hispanic black 4 19 Age > 65 (ref, <65)? 1.51 1.28-1.79 <.001
Hispanic 2 3 Males (ref, females)® 2.28 1.92-2.71 <.001
Asian 3 5 Race and ethnicity® .005
Other 0 0 Non-Hispanic white (ref) 1.0

Patient was eligible but MD declined .024 Non-Hispanic black® 1.53 1.20-1.96
to offer participation Hispanic 0.66 0.4-1.11
Non-Hispanic white 16 409 Asian 0.85 0.51-1.53
Non-Hispanic black 13 57 Other 1.1 0.45-2.71
Hispanic 12 15
Asian 21 33 Abbreviations: Cl, confidence interval; ref, reference value.

Other® 27 12 2 Statistically significant, P <.05.
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TABLE 4. Multivariate Logistic Regression Model 2:
Enrollment Into a Clinical Trial by Demographic,
Region, and Consent Form Characteristics

(N =4184)

Odds Ratio 95% Cl P

Age > 65 (ref, < 65)? 0.83 0.7-0.98 .03
Males (ref, females) 1.12 0.93-1.35 24
Race and ethnicity .18

Non-Hispanic white (ref)

Non-Hispanic black 0.83 0.64-1.08

Hispanic 1.33 0.86-2.04

Asian 0.62 0.34-1.14

Other 0.92 0.38-2.23
Consent form length .78

>20 pages (ref, <20 pages) 0.98 0.81-1.16
Consent readability 4
SMOG score 0.97 0.89-1.05
Region of country .45

West (ref)

Midwest 1.06 0.38-2.99

South 0.45 0.13-1.54

Northeast 1.04 0.34-3.23

Abbreviations: ClI, confidence interval; SMOG, Simple Measure of Gobble-
dygook; ref, reference value.
2 Statistically significant, P <.05.

readability. Our finding is consistent with other studies
that have demonstrated that disparities in willingness to
participate in research and actual participation are often
reduced or eliminated when participants have equal access
to participate and when they are explicitly offered a
CT.”"? Also notable is that consent page length was not

TABLE 5. Multivariate Logistic Regression Model 3:
“Patient Eligible but Declined a Clinical Trial” by
Demographic, Region, and Consent Form Corre-
lates (N =4184)

Odds Ratio 95% ClI P
Age > 65 (ref, < 65) 0.86 0.73-1.01 .07
Males (ref, females)® 0.78 0.65-0.94 .001
Race and ethnicity .78
Non-Hispanic white (ref)
Non-Hispanic black 1.05 0.82-1.35
Hispanic 0.97 0.63-1.49
Asian 0.85 0.51-1.44
Other 1.44 0.68-3.04
Consent form page length .28
>20 pages (ref, <20 pages) 0.91 0.77-1.08
Consent readability® .005
SMOG score 0.9 0.83-0.97
Region of country .45
West (ref)
Midwest 0.83 0.36-1.91
South 0.7 0.27-1.81
Northeast 1.42 0.59-3.42

Abbreviations: ClI, confidence interval; SMOG, Simple Measure of Gobble-
dygook; ref, reference value.
2 Statistically significant, P <.05.
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associated with enrollment into a CT, which is consistent
with other studies.?°

Older age (> 65 years) was associated with lower
enrollment into a CT. This finding is not surprising, as
several studies have shown that older cancer patients are
under-represented in CTs, even though many cancers are
diagnosed in patients over the age of 65 and that age alone

is not a valid reason to exclude patients from CTs.222 Ie

is notable that in the NCCCP Clinical Trial Screening and
Accrual Log data set, approximately 43% of CT enrollees
were older than age 65. Future research should explore
potential age bias among providers when offering CTs,
use of geriatric assessment tools that may help determine
if a patient can tolerate a CT, and ways to educate older
patients about the option of CTs.*?

Among patients who were eligible, but declined a CT,
there were no racial/ethnic differences in refusal rates,
although males were less likely than females to decline par-
ticipation. Although it not clear why this may be the case,
some potential explanations include differences in the char-
acteristics of the specific CT's offered to men versus women,
male comfort with research in general, or how, if at all, pro-
viders communicate differently to men about their treat-
ment options, which may include a CT. Surprisingly, as
SMOG readability score for consent form increased (ie, as
the grade level at which the form was written increased), CT
refusal among eligible patients decreased. Because there is
limited information on the role of consent form readability
and CT participation, more research is needed to better
understand this relationship.*** It should be noted that the
most common reasons that MDs declined offering a CT to
an eligible patient were preference for standard of care
(49%) and concerns about the patient’s ability to tolerate a
CT due comorbidities/frailty (27%).

Finally, there were no racial/ethnic differences in “no
desire to participate in research” as the reason given for
declining a CT. However, consent page length > 20 was
associated with lower odds of “no desire to participate in
research” among CT decliners. This finding is somewhat
counter intuitive. More research is needed to better under-
stand the relationship between consent form page length and
CT participation. It should be noted that NCI has launched
a transformed informed consent document template in an
effort to address patient burden and to enhance participant
understanding. This template includes decreases in page
length and is required for use in NCI trials as of May 2013.%°

Strengths and Limitations
This study evaluated a large data set of Clinical Trial
Screening and Accrual Log entries from geographically,
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racially, and ethnically diverse patients from 29 cancer
centers in the NCCCP, with race and ethnicity percen-
tages of the logs mimicking the 2010 Census data.”” Con-
tinual assessment and monitoring of sites’ CT accrual via
the logs provided a rich data set to evaluate the impact of
race/ethnicity on different aspects of CT participation. It
is possible that this consistent tracking of CT trends was
an important factor in equivalent participation among
whites and blacks in particular. More work is needed to
intervene early with patients having comorbid conditions
and other under-represented groups in cancer CTs to
maximize participation.

Limitations of this study include differences in how
the log was implemented at each site. For example, some
sites were more consistent than others with regard to fill-
ing out the log and entering data to the NCI online
reporting tool. In addition, the log was revised over time
to improve usability and to reduce the time burden for
staff, thus earlier versions may have had more incomplete,
inconsistent, or written in log entries that were later reclas-
sified for analysis by log administrators. Even though each
trial had specific screening criteria to help guide providers
in identifying eligible patients, it is possible that some eli-
gible patients were never identified and captured on the
log; thus, the true number of potentially eligible patients
is not known and may have biased the results. Moreover,
there was some missing data for race/ethnicity (~13% of
all logs) and a limited number of Hispanic patients, which
may have biased the results and limited our ability to gen-
eralize the findings.

Although we did not fully explore physician charac-
teristics and patient CT participation, the primary reasons
that MDs declined offering a CT to an eligible patient
were preference for standard of care and concerns about
the patient’s ability to tolerate a CT due comorbidities/
frailty. It should be noted that we did not have objective
measutes to confirm if such concerns were valid (eg, if a
patient was actually too ill to participate in a trial), as all
log data were self-report and completed by a member of
the study team. Future work should explore how, if at all,
physician preference impacts a patient’s decision to enroll
into a CT, the physician’s reasons for not offering CT's to
eligible patients (eg, preference for standard treatment),
and whether a patient’s race/ethnicity influences patient-
provider communications about CT's and other treatment
options.

Conclusions
In summary, there were no racial/ethnic differences
among eligible patients in CT enrollment, refusal rates, or
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“no desire to participate in research” as the reason given
for CT refusal within NCCCP’s Clinical Trial Screening
and Accrual Log data set. However, higher odds of physi-
cal/medical conditions were associated with older age,
males, and non-Hispanic blacks. Future work should
examine the role of demographics and consent form char-
acteristics on CT participation. In particular, the role of
comorbidities warrants more attention, especially with
regard to minorities. Future work should explore how bet-
ter management of a patient’s health before a cancer diag-
nosis (through primary care), as well as improved
management of these conditions during cancer treatment
will impact the future pool of eligible patients. Also, it is
possible that more phase 4 trials are needed to evaluate
how FDA-approved cancer therapies are tolerated over
time in patients with cancer and comorbidities. A better
understanding of these issues may inform future CT
recruitment, retention, and communication strategies.
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