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H
ealth disparities, commonly de-

fined as differences in the burden of 

disease, injury, violence, or opportu-

nities to obtain optimal health, are 

preventable but have been obstinate 

(Centers for Disease Control and Prevention [CDC], 

2020). Evidence suggests that there are disparities in 

cancer clinical trial participation (American Cancer 

Society Cancer Action Network, 2018; Colon-Otero et 

al., 2008; Loree et al., 2019; Murthy et al., 2004; Nipp 

et al., 2019; Unger et al., 2016, 2020; Winkfield et al., 

2018; Wong et al., 2016). Multiple factors contribute to 

the disparities in clinical trial participation. Lower so-

cioeconomic status creates financial burden on people 

with cancer (Nipp et al., 2019; Winkfield et al., 2018; 

Wong et al., 2016), which has been linked to low med-

ication adherence, poor quality of life, and increased 

mortality rates (Chino et al., 2017; Nipp et al., 2019; 

Ramsey et al., 2013, 2016). There is a large disparity 

in cancer clinical trials based on age. Less than 3% of 

adults aged 20 years or older and less than 1% of those 

aged 70 years or older participate in cancer clinical tri-

als; however, 50% of all children with cancer take part 

in clinical trials (Colon-Otero et al., 2008; Sedrak et al., 

2021). Evidence indicates an association between can-

cer clinical trial participation and population mortality 

or survival (Unger et al., 2016). Consistent reduction in 

mortality rates has been recorded among children aged 

younger than 15 years with an increase in clinical trial 

participation (Bond & Pritchard, 2006; Hunger et al., 

2012). Of note, clinical trial participation by children 

aged younger than 15 years has always been higher than 

that of their adult counterparts (Bond & Pritchard, 

2006; Markham et al., 2020; Unger et al., 2016). 

Structural and clinical barriers to cancer clinical 

trial participation have also been reported. Clinical 

trials are not available to all people with cancer (Go et 

al., 2006; Unger et al., 2021). This is the case for more 

than half of individuals with cancer (Green et al., 2012). 

In addition, structural factors, such as transportation, 

OBJECTIVES: To examine factors that account for 

disparities in cancer clinical trial participation. 
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in cancer clinical trials compared to those aged 65 

years or older. However, respondents who self-rated 

their health as excellent or very good were less likely to 

participate in cancer clinical trials.
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regardless of socioeconomic and demographic 

characteristics. 
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travel costs, access to insurance, and availability of child 

care, have all been noted as challenges for people with 

cancer to readily participate in clinical trials (Asare et 

al., 2017; Nazha et al., 2019; Rivers et al., 2013). A propor-

tion of people with cancer (17%) who qualify for clinical 

trials are later disqualified because of narrow inclusion 

criteria (Hunter et al., 1987; Klabunde et al., 1999; Rivers 

et al., 2013; Unger et al., 2016). The inherent uncertainty 

and inability of clinicians to appropriately gauge the 

risk–benefit ratio of these trials for people with cancer 

also contributes to disparity in participation (Green et 

al., 2012; Nipp et al., 2019). It is estimated that clinical 

and structural barriers hamper the chances of participa-

tion in about two-thirds of people with cancer at larger 

academic cancer centers, and in about three-fourths of 

individuals with cancer in smaller community treat-

ment centers (American Cancer Society Cancer Action 

Network, 2018). 

Other barriers, such as those related to care pro-

viders or institutions, are also contributing factors. 

A physician’s decision or preference for a specific 

treatment is a barrier for people with cancer who are 

eligible for clinical trials (Begg et al., 1983; Benson 

et al., 1991; Hunter et al., 1987; Stewart & Stewart, 

2022; Unger et al., 2021). Although some physicians 

consider clinical trials time-consuming and find it 

burdensome to obtain informed consent (Benson et 

al., 1991; Melisko et al., 2005), others are concerned 

about the interference of clinical trial participation 

in the physician–patient relationship (Javid et al., 

2012; Ross et al., 1999; Taylor et al., 1984). In addi-

tion, providers may not have the appropriate support, 

resources, and incentives to recruit participants for 

cancer clinical trials (Minasian & Unger, 2020; Ross et 

al., 1999; Somkin et al., 2005). 

Patient-related factors are also reported as bar-

riers. For example, people with cancer may be 

apprehensive about the research procedure or feel 

that clinical trials are invasive (Clark et al., 2019; Cox 

& Avis, 1996; Coyne et al., 2004; Ellis et al., 2002; 

Kemeny et al., 2003). Concerns about side effects 

from clinical trials deter people with cancer from par-

ticipating in trials (Meropol et al., 2007; Unger et al., 

2021). They may lack family support or experience an 

increased level of anxiety (Cox & Avis, 1996; Fleissig 

et al., 2001; Granda-Cameron et al., 2022; Meropol et 

al., 2007). Several studies have reported feelings of 

uncertainty among people with cancer (Coyne et al., 

2004; Javid et al., 2012; Kemeny et al., 2003; Slevin et 

al., 1995; Solomon et al., 2003) and fear of a reduced 

quality of life (Brown et al., 2000; Jenkins et al., 1999; 

Solomon et al., 2003). 

Although the burden of cancer is greater among 

racially and ethnically underrepresented groups, 

particularly for Black patients, cancer clinical trial 

participation rates are lower among people of 

color (Colon-Otero et al., 2008; Hamel et al., 2016; 

Murthy et al., 2004). Several factors may explain 

the racial and ethnic disparities in cancer clinical 

trials. Physicians with implicit or unconscious bias 

are less likely to recommend cancer clinical trials to 

underrepresented participants because they believe 

that these patients will be nonadherent (Colon-

Otero et al., 2008; Sabin et al., 2008) or are not good 

study candidates (Joseph & Dohan, 2009a; Unger 

et al., 2021). Some physicians may be apprehensive 

of recruiting people in underrepresented groups 

because they believe that these patients mistrust 

healthcare systems and clinical trials (Pinto et al., 

2000; Stewart & Stewart, 2022). In addition, some 

researchers reported that the racially and ethnically 

segregated American healthcare system—wherein 

one class of facilities, care providers, and financing 

mostly meets the needs of a specific group—makes it 

difficult for underrepresented groups to participate 

in clinical trials (Joseph & Dohan, 2009b; Wendler 

et al., 2005; Witte et al., 2004). Consequently, White 

individuals are more likely to be recruited for clin-

ical trials compared to people of color (Hamel et 

al., 2016; Howerton et al., 2007; Joseph & Dohan, 

2009b). 

All these factors show that disparities in 

cancer clinical trial participation are complex and 

challenging (Smith et al., 2021). For increased rep-

resentation in clinical trial participants, the federal 

government, through the National Institutes of 

Health Revitalization Act of 1993, mandated that 

women and underrepresented groups must be 

included in any National Institutes of Health–

funded clinical research. Studies have reported that 

although there has been an increase in the total 

number of participants in cancer clinical trials, par-

ticipation rates among underrepresented racial and 

ethnic groups remain significantly low relative to the 

respective proportions in those populations (Chen 

et al., 2014; Ibraheem & Polite, 2017). The present 

study used data from the Behavioral Risk Factor 

Surveillance System (BRFSS), pooled from 2010 to 

2017, to determine the following: (a) factors asso-

ciated with cancer clinical trial participation and 

(b) whether underrepresented groups, particularly 

Black respondents, are less likely to participate in 

cancer clinical trials. Univariate and binary logistic 

analyses were used.
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Data and Methods

First administered in 1984, BRFSS is a coordinated 

system of telephone surveys sponsored by the CDC 

(2018) aimed at producing state-level estimates of the 

noninstitutionalized U.S. population aged 18 years or 

older regarding health risk behaviors, chronic dis-

eases and conditions, and healthcare access and use. 

Local health departments in each state, the District 

of Columbia, Guam, and Puerto Rico oversee their 

own field operations following protocols and tech-

nical guidance provided by the CDC, then transmit 

data to the CDC for streamlined editing, processing, 

weighting, and public release. In addition to a univer-

sally administered core questionnaire component, 

states are given the option to include standardized 

special-topic modules or customized questions to 

capture information on other public health topics of 

interest.

Data were collected from the BRFSS core compo-

nent and from the cancer survivorship special-topic 

module, which asked individuals to indicate a prior 

cancer diagnosis and whether they participated in 

a clinical trial as part of their cancer treatment. To 

increase the scope and statistical power of the data-

set for analysis, the authors pooled data from the 

following five independent BRFSS administrations: 

2010, 2012, 2014, 2016, and 2017. Data from 2011, 

2013, and 2015 were excluded because the cancer 

survivorship module was not used during those 

administrations. In total, the final dataset consisted 

of 31,978 respondents indicating a prior cancer 

diagnosis. 

Health Disparities Framework

This study used an adapted version of the three 

phases of the health disparities framework by 

Kilbourne et al. (2006) to examine factors that 

account for disparities in cancer clinical trial partic-

ipation. This framework allows for a basic detection 

of disparities to understand factors that explain the 

disparities to develop policy interventions that may 

reduce or eliminate these disparities (Kilbourne et 

al., 2006). There are three phases to the health dis-

parities framework. Phase 1 (detecting) explores the 

following: (a) Disparities in cancer clinical trial par-

ticipation is the defined health disparities problem; 

(b) individuals with cancer represent the vulnera-

ble population of interest; (c) demographic factors 

were used to measure disparities in this vulnerable 

population; (d) to reduce confounding effects of 

the demographic variables on participation in clin-

ical trials among people with cancer, participants’ 

self-reported health statuses were added. For phase 

2 (understanding), this study identified the deter-

minants of disparities in cancer clinical trials at 

individual levels by focusing on demographic vari-

ables that have been reported in the literature. Phase 

3 (reducing) led this study to make recommendations 

TABLE 1. Unweighted Demographic Distributions  

of Cancer Clinical Trial Participants in Pooled BRFSS 

Dataset (N = 31,978)

Variable n %

Sex

Female 19,750 62

Male 12,226 38

Race/ethnicity

Black, Non-Hispanic 1,117 4

Hispanic 1,476 5

White, Non-Hispanic 28,889 91

Other 389 1

Highest education level

Completed high school 2,129 7

Some college or technical school 18,438 58

College or more 11,357 36

Age (years)

Younger than 50 2,725 9

50–64 9,018 28

65 or older 20,016 63

Income ($)

Less than 50,000 15,951 58

50,000–75,000 4,369 16

More than 75,000 6,999 26

Marital status

Married 17,398 55

Not married 14,467 45

Number of children in household

None 28,672 90

1 or more 3,262 10

Self-rated general health

Excellent 3,431 11

Very good 9,515 30

Good 10,845 34

Fair 5,644 18

Poor 2,452 8

BRFSS—Behavioral Risk Factor Surveillance System 
Note. Because of rounding, percentages may not total 100. 
Note. Data missing from BRFSS were excluded.
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for possible interventions and policy changes based 

on findings to reduce disparities in cancer clinical 

trial participation.

Data Analyses

As detailed by the CDC (2018), the BRFSS involves 

three complex sample features as follows: (a) 

Telephone numbers of participants are stratified by 

state (variable _STSTR); (b) respondents are clus-

tered at the household level (variable _PSU); and 

(c) respondents are assigned weights to compensate 

for unequal selection probabilities and nonresponse 

(variable _LLCPWT). Ianchan et al. (2016) includes 

more details on current BRFSS weighting procedures. 

TABLE 2. Estimated Participation Rates of Patients in Cancer Clinical Trials in Pooled BRFSS Dataset

Variable n
—

X SE 95% CI

Overall

General 31,978 5.5 0.2 [5, 5.9]

Sex

Female 19,750 5.6 0.3 [5, 6.2]

Male 12,226 5.2 0.3 [4.6, 5.9]

Race/ethnicity

Black, Non-Hispanic 1,117 9.7 1.5 [6.8, 12.5]

Hispanic 1,476 6.2 1 [4.2, 8.2]

White, Non-Hispanic 28,889 5.1 0.2 [4.7, 5.6]

Other 495 8 1.9 [4.2, 11.8]

Highest education level

Completed high school 2,129 6.1 1.1 [3.9, 8.2]

Some college or technical school 18,438 5.5 0.3 [4.9, 6.1]

College or more 11,357 5.2 0.4 [4.5, 5.9]

Age (years)

Younger than 50 2,725 7 0.9 [5.3, 8.7]

50–64 9,018 5.9 0.4 [5.1, 6.8]

65 or older 20,016 4.7 0.2 [4.2, 5.2]

Income ($)

Less than 50,000 15,951 6.3 0.4 [5.5, 7]

50,000–75,000 4,369 4.9 0.6 [3.8, 6]

More than 75,000 6,999 4.9 0.4 [4.1, 5.7]

Marital status

Married 17,398 5.1 0.3 [4.6, 5.7]

Not married 14,467 6 0.4 [5.2, 6.8]

Number of children in household

None 28,672 5.2 0.2 [4.7, 5.6]

1 or more 3,262 6.9 0.8 [5.3, 8.4]

Self-rated general health

Excellent 3,431 4.4 0.5 [3.4, 5.4]

Very good 9,515 4.7 0.4 [4, 5.5]

Good 10,845 5.5 0.4 [4.7, 6.4]

Fair 5,644 6.2 0.6 [5.1, 7.3]

Poor 2,452 7.7 1.2 [5.4, 9.9]

BRFSS—Behavioral Risk Factor Surveillance System; CI—confidence interval; SE—standard error
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All subsequent analyses and inferences reported 

here account for these features via the family of SAS/

STAT® survey procedures (Lewis, 2016). Researchers 

were interested in the likelihood of clinical trial par-

ticipation among people with cancer. The dependent 

variable asked whether survey respondents partici-

pated in a clinical trial as part of cancer treatment. The 

answer choices were 1 (yes) and 2 (no). A set of inde-

pendent variables related to clinical trial participation 

derived from the literature included the following: age, 

income, sex, education, race, marital status, number 

of children in household, and self-rating of health. 

Distributions of these variables are shown in Table 1. 

Item nonresponse rates were trivial on these indepen-

dent variables, so missing values were removed from 

the analysis. 

Two sets of analyses were undertaken. The first 

was to examine clinical trial participation rates among 

the various levels of the independent variables pre-

sented in Table 2. Table 3 presents adjusted odds 

ratios accounting for these independent variables 

simultaneously via a binary logistic regression model. 

When fitting the model, certain independent variable 

categories needed to be collapsed because they were 

leading to sparse cross-tabulations with the depen-

dent variable and unstable logistic regression model 

parameter estimates. 

Results

A few states included the cancer survivorship module 

in the administrations of the BRFSS (see Table 4). 

Although 10 states included the cancer survivorship 

module in 2010 and 2016, only 7 states included this 

module in 2014 and 2017. In addition, there is a varia-

tion in the frequency of inclusion of the module. For 

example, Connecticut included the cancer survivor-

ship module only once (2010), Michigan included 

the module twice (2016 and 2017), Indiana included 

it three times (2010, 2016, and 2017), and Wisconsin 

included it four times (2010, 2012, 2014, and 2016). 

Respondents were more likely to be a non-Hispanic 

White woman, aged 65 years or older, with an annual 

income of less than $50,000. They were also more likely 

to have at least some college or technical education, be 

married, have no children in the household at the time 

of survey, and self-rate their health status as good, very 

good, or excellent.

Overall, 5.5% of respondents participated in a 

clinical trial. Only modest differences in clinical trial 

participation were observed between men (5.2%) 

and women (5.6%) and between respondents who 

were currently married (6%) and those who were not 

married (5.1%). With respect to race and ethnicity, 

White respondents were less likely to have participated 

TABLE 3. Logistic Regression Parameter Estimates  

and Corresponding ORs for Patients With Cancer  

in Clinical Trial Participation in Pooled BRFSS Dataset

Parameter SE p OR

Overall

Intercept 0.29 < 0.0001 –

Sex

Female – – –

Male 0.11 0.85 0.98

Race/ethnicity

Black, Non-Hispanic 0.19 < 0.01 1.82

Hispanic 0.29  0.28 1.36

White, Non-Hispanic – – –

Other 0.21  0.71 0.92

Highest education level

Completed high school 0.24  0.84 0.95

Some college or technical 

school

0.11  0.45 0.92

College or more – – –

Age (years)

Younger than 50 0.2  0.07 1.44

50–64 0.11  0.01 1.32

65 or older – – –

Income ($)

Less than 50,000 0.13  0.19 1.19

50,000–75,000 0.15  0.89 1.02

More than 75,000 – – –

Marital status

Married – – –

Not married 0.11  0.32 1.12

Number of children  

in household

None 0.17  0.57 0.91

1 or more – – –

Self-rated general health

Excellent 0.22  0.01 0.56

Very good 0.2  0.02 0.63

Good 0.2  0.08 0.71

Fair 0.2  0.23 0.78

Poor – – –

BRFSS—Behavioral Risk Factor Surveillance System; OR—odds ratio; 
SE—standard error 
Note. Missing data represent reference categories.
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in clinical trials than all other racial and ethnic groups, 

with the largest difference being between White (5.1%) 

and Black (9.7%) respondents. In addition, clinical trial 

participation rates were higher for younger people, 

those with a high school education at most, and those 

with an annual income of less than $50,000. Rates 

were also higher for those reporting lower self-rated 

general health. For example, people with a self-rating 

of poor health were more likely to have participated in 

a clinical trial than those with a self-rating of excellent 

health (7.7% versus 4.4%, respectively).

A binary logistic regression model was fitted to the 

pooled dataset to obtain estimates of the likelihood 

of clinical trial participation, controlling for all the 

independent variables to answer the second research 

question: namely, whether underrepresented groups, 

in particular Black individuals, are less likely to partici-

pate in clinical trials. The three significant effects in the 

model were race and ethnicity, age, and general health 

self-rating. In particular, Black respondents ever diag-

nosed with cancer had 82% higher odds of participating 

in cancer clinical trials relative to White counterparts, 

controlling for sociodemographic and health factors. 

Respondents aged 50–64 years had 32% higher odds of 

having participated in cancer clinical trials compared 

to those aged older than 65 years. However, compared 

to those who considered themselves to be in poor 

health, respondents who self-rated their health as 

excellent and very good had 44% and 37% lower odds 

of participating in cancer clinical trials, respectively. All 

the other variables, such as income and marital status, 

that were significant in the univariate analysis were no 

longer significant when controlling for all the demo-

graphic and health status variables. 

Discussion

This study examined factors that determine participa-

tion in clinical trials as part of cancer treatment among 

Americans diagnosed with cancer. Similar to other 

studies that have reported low rates (2%–8%) of clin-

ical trial participation among adults with cancer over 

many years (Institute of Medicine, 2010; Murthy et al., 

2004; Unger et al., 2019), the participation rate was 

only 5.5% among this study population. This study also 

found that unmarried people with cancer participated 

more in clinical trials relative to their married coun-

terparts, but the association becomes insignificant 

when controlled for the other demographic and health 

variables. In their study of barriers and facilitators 

that influence people’s decisions whether to enroll 

in early-phase clinical trials, Zonderman et al. (2014) 

reported that married people would not participate in 

clinical trials as much as their unmarried counterparts. 

This study also found a modest sex advantage 

in favor of women, but this difference disappeared 

when other variables were controlled in the analysis. 

However, it is important to note that the U.S. Food 

and Drug Administration’s (2020) reports on drug 

trials show that although the sex difference between 

men and women who took part in clinical trials is 

negligible, the participation rates of women of color 

were substantially low. Participation ranges from 10% 

for Asian women, to 8% for Black women, to 1% for 

American Indian or Alaska Native women, compared 

to 76% for White women. In addition, this study found 

higher clinical trial participation among younger 

people, participants with a high school education at 

most, and those with an annual income of less than 

$50,000. Although all these associations were nonsig-

nificant once other demographic and health variables 

were introduced, Clark et al. (2019) reported that 

higher levels of education (beyond high school) and 

an understanding of clinical trials are correlates of a 

greater willingness to participate in clinical trials.

The binary logistic regression analysis showed that 

cancer clinical trial participation was higher among 

underrepresented populations, in particular among 

Black respondents compared to White counterparts. 

This is surprising because numerous studies have indi-

cated racial and ethnic disparities in cancer clinical trial 

TABLE 4. State and Respondent Counts  

of Pooled BRFSS Dataset (N = 31,978)

Year States and Territories n

2010 Alaska, Connecticut, Guam, Indiana, 

Massachusetts, Missouri, New 

Mexico, Ohio, South Dakota, and 

Wisconsin

7,588

2012 Alabama, Alaska, Georgia, Hawaii, 

New Jersey, Oklahoma, Vermont, 

and Wisconsin

3,852

2014 Alaska, Iowa, Mississippi, Missouri, 

Nebraska, Ohio, and Wisconsin

6,731

2016 Idaho, Indiana, Kansas, Louisiana, 

Michigan, Missouri, Nebraska, South 

Dakota, Virginia, and Wisconsin

7,534

2017 Georgia, Indiana, Kansas, Maryland, 

Michigan, Nebraska, and South 

Dakota

6,273

BRFSS—Behavioral Risk Factor Surveillance System
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participation (Colon-Otero et al., 2008; Eskander et al., 

2022; Hamel et al., 2016; Murthy et al., 2004; Nazha et 

al., 2019). Several factors could explain these findings. 

First, because cancer-related mortality is higher among 

underrepresented groups, in particular Black groups 

(Smith et al., 2021), it could be that Black respondents 

who took part in the survey were mostly cancer sur-

vivors who had participated in cancer clinical trials as 

part of their cancer treatment. Second, because the 

cancer survivorship module was not used by all 50 

states as standardized special-topic modules or cus-

tomized questions to capture information on other 

public health topics of interest, the states that used this 

module may be proactive in their endeavor to increase 

cancer clinical trial participation among underrepre-

sented groups. Third, the question neither specified 

the type or stage of the cancers that respondents had 

nor the phase of the clinical trials. Nevertheless, few 

studies have also reported that Black and Hispanic 

patients are as equally likely to willingly participate in 

cancer clinical trials as their White counterparts, and 

factors such as mistrust and lack of knowledge of clini-

cal trials are barriers to participation (Byrne et al., 2014; 

Wendler et al., 2005). Unger et al. (2021) also reported 

that Black, Hispanic, and Asian patients are as likely to 

participate in cancer clinical trials as White patients 

when asked to participate.

Although the findings in this article may point to 

a positive direction with cancer clinical trial partici-

pation from underrepresented groups, it is important 

to recognize that government-funded clinical trials 

tend to have better representation. In fact, a study 

by Unger et al. (2020) reported poor representation 

of Black participants in pharmaceutical company–

sponsored clinical trials in which participation of 

Black individuals was only 2.9%. Although signifi-

cant barriers prevent participation in cancer clinical 

trials, efforts to reduce participation barriers have 

shown improved participation rates. Some emerg-

ing studies have demonstrated that strategic efforts, 

such as embedding cancer prevention programs and 

research in the community, can lead to increases in 

the rates of underrepresented groups who participate 

in cancer clinical trials (Kim et al., 2020; Wallington 

et al., 2016). In addition, increasing knowledge about 

clinical trials in underrepresented communities could 

increase willingness to participate (Echeverri et al., 

2018; Simon et al., 2019, 2021).

This study also found that age was a significant 

factor in participating in cancer clinical trials. People 

aged 50–64 years were more likely to have partic-

ipated in clinical trials compared to those aged 65 

years or older. This finding confirms the fact that few 

cancer clinical trials target people aged 65 years or 

older (Markham et al., 2020; Sedrak et al., 2021). In 

addition, people with cancer who rated their health as 

excellent or very good were less likely to have partic-

ipated in clinical trials compared to those who rated 

their health as poor. Because disparities in cancer 

clinical trial participation are complex and multifac-

torial, efforts to combat these disparities must be 

intentional and targeted to combat barriers for spe-

cific population groups.

Limitations

The study used secondary data, and some perti-

nent questions that could have clarified some of the 

findings were missing in the dataset. For example, par-

ticipants’ types and stages of cancer were unknown. 

Information was also missing about the phases of the 

clinical trials, as one of the challenges of recruiting 

individuals with cancer for clinical trials is to select 

people with cancer who will survive throughout the 

trials (Mahipal & Nguyen, 2014). Underrepresented 

people are less likely to enroll in phase 1 of a cancer 

clinical trial relative to phases 2 and 3 (Perni et al., 

2021). In addition, some states participated more in 

the BRFSS cancer survivorship module and others 

participated less. Another limitation is that the BRFSS 

does not have data on rates of cancer clinical trial par-

ticipation by each state over the years to assess general 

trends. Although some states, such as Connecticut, 

included the cancer survivorship module only once 

in 2010, other states, such as Wisconsin, included the 

module four times, but others did not participate at 

all. Although the general procedure for assimilating 

module-specific data outlined by the CDC (2018) was 

adhered to, a nonrandom subset of states was rep-

resented in the cancer survivorship module. Future 

studies should examine clinical trial participation 

focusing on specific cancers, specific phases of the 

trial, states, and modes of recruitment of individuals 

with cancer.

KNOWLEDGE TRANSLATION

 ɐ Black respondents diagnosed with cancer had higher odds of par-

ticipating in cancer clinical trials compared to White respondents.

 ɐ People aged 50–64 years were more likely to have participated 

in cancer clinical trials compared to those aged 65 years or older.

 ɐ People who self-rated their health as excellent or very good were 

less likely to have participated in cancer clinical trials.
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Implications for Practice

Healthcare providers are at the forefront of recruiting 

individuals with cancer for participation in clini-

cal trials. A study by Granda-Cameron et al. (2022) 

found that, in terms of perception of clinical trial 

participation, Black cancer survivors and caregivers 

felt more comfortable with nonphysician healthcare 

providers, such as nurses and nurse practitioners. 

Therefore, nurses from diverse racial and ethnic 

backgrounds should be trained and included in clini-

cal trials. This will enable recruitment of people from 

diverse population groups. Nurses are usually not 

only the first-line healthcare providers who interact 

with people with cancer, but they also provide physi-

cal, emotional, and social support to individuals with 

cancer and their families. Disparities in cancer clini-

cal trials are complex and challenging (Smith et al., 

2021). Involving nurses to devise sound and strategic 

methods to recruit individuals with cancer for clini-

cal trials may reduce some of these disparities.

Conclusion

Although the results of this study show that cancer 

clinical trial participation was higher among under-

represented populations, in particular among Black 

populations compared to White populations, contin-

ued efforts are needed to recruit people for cancer 

clinical trials representative of the population as a 

whole. Healthcare providers, including nurses, must 

continue to use novel strategies to recruit underrep-

resented individuals for cancer clinical trials. Some 

emerging studies show that strategic efforts, such as 

embedding cancer prevention programs and research 

in the community, can increase the participation rates 

of underrepresented groups in cancer clinical trials 

(Kim et al., 2020; Wallington et al., 2016).
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