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Abstract
Aim: Culturally-appropriate, educational programs are recommended to improve cancer clinical trial participation among
African Americans and Latinos. This study investigated the effect of a culturally-appropriate, educational program on
knowledge, trust in medical researchers, and intent for clinical trial participation among African Americans and Latinos in
Middle Tennessee.

Method: Trained community health educators delivered a 30-minute presentation with video testimonials to 198
participants in 13 town halls. A pre-post survey design was used to evaluate the intervention among 102 participants who
completed both pre- and post-surveys one to two weeks after the session.

Results: Paired-sample t-test showed signi�cant increases in unadjusted mean scores for knowledge (p < .001), trust in
medical researchers (p < .001), and willingness to participate in clinical trials (p = .003) after the town halls in the overall
sample. After adjusting for gender and education, all three outcomes remained signi�cant for the overall sample
(knowledge: p < .001; trust in medical researchers: p < .001; willingness: p = .001) and for African Americans (knowledge:
p < .001; trust in medical researchers: p = .007; willingness: p = .005). However, willingness to participate was no longer
signi�cant for Latinos (knowledge: p < .001; trust in medical researchers: p = .034; willingness: p = .084).

Conclusions: The culturally-appropriate, educational program showed promising results for short-term, clinical trial
outcomes. Further studies should examine e�cacy to improve research participation outcomes.

Introduction
African American and Latino communities continue to suffer disproportionately from cancer health disparities. African
Americans have the highest death rates and lowest survival rates for many cancers [1]. Trends indicate a growing cancer
burden and existing disparities for certain cancer sites among Latinos [2]. Clinical trials and biospecimen-based research
play a critical role in the efforts to reduce cancer rates and disparities. Clinical trials discover new detection methods,
diagnostic tools, and life-sustaining treatments [3-4]. Biospecimen donations are the foundation for molecular and genetic
studies of cancer prevention, diagnosis, and treatment [5-6]. Donations can be provided as a component of a clinical trial
or as a donation to a biobank. However, less than 2% of minorities participate in clinical trials [7] and about 10% have
donated biospecimens [8]. This warrants great concern as the favorable effects of new early detection methods and
treatments may not be generalizable across all groups if racial and ethnic minority groups are not adequately represented
in the studies [9-10]. This fuels existing cancer disparities through promulgating unequal bene�ts of scienti�c advances –
i.e., potentially promoting advances that favor socially advantaged groups and hindering advances that could improve
outcomes for groups with the greatest needs [9-10]. Therefore, identifying barriers in recruitment is essential and a priority.

Many barriers exist on multiple levels that in�uence the recruitment of underrepresented minorities into clinical trials,
including healthcare system-, physician-, and patient-level factors [10]. On the healthcare system level, examples of
barriers are �nancial costs to the hospitals and their lack of resources to support clinical trials, limiting access to these
trials. On the physician level, many lack knowledge on cancer clinical trial opportunities and time to present clinical trial
information, decreasing chances of minorities being exposed to clinical opportunities [11]. Physicians may also have
negative attitudes towards these trials or negative perceptions towards minority views or ability to participate in trials,
which in�uences patient-provider communication [10]. On the patient level, some barriers the patient cannot control (i.e.,
lack of insurance, not meeting eligibility criteria) [10]. However, there are some barriers that can be addressed immediately.
Low awareness and knowledge about research and opportunities for participation are the most commonly cited barriers
among African Americans and Latinos [12]. Additional barriers are patient attitudes (e.g., mistrust in medical researchers,
fear) and lack of culturally-targeted education [12-15]. Particularly, minorities have cited lower levels of knowledge and
trust in medical researchers with higher levels of distrust among African Americans compared to Latinos [12, 15-16].
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Few educational interventions on cancer clinical trials have been speci�cally designed to target racial/ethnic minorities,
including African Americans and Latinos [17-28]. Only a handful can be used across both populations [17, 26]. Majority of
these interventions are primarily for cancer patients in clinical settings to promote informed decision-making [18-21, 24-
25, 29]. Results of these interventions have been inconsistent. Community-based interventions have been developed with
similar purpose in creating change at the individual level with greater reach to a larger audience. The interconnected
relationships within the community and their in�uence on decision-making allows participants of these interventions to
promote familiarization with clinical trials through community advocacy [30]. These interventions have multi-components
(e.g., computer-based-slide presentations, videos, brochures) [17, 22-23, 26-28, 31-33], and most have trained community
health educators (CHEs) recruit and deliver these interventions. However, to the best of our knowledge, no culturally-
appropriate interventions have assessed the impact of an intervention on trust in medical researchers and the research
process.

Past research studies identi�ed targeted, health communication as a strategy to promote participation in cancer clinical
trials among African Americans and Latinos [6, 34-36]. Targeting can be used to develop a culturally-appropriate,
educational program, and involves maximizing “�t” of information to a subgroup’s unique characteristics [37].
Furthermore, researchers increasingly collaborate with CHEs to deliver health educational programs to the community
[38]. Because they are well-trusted and respected within the community [39], CHEs can be leveraged to increase
awareness on both cancer clinical trials participation and biospecimen donation.

Educational Program

Developed between 2014 to 2017, the educational program, “Clinical Trials: What’s In It For Us?” is a 30-minute
educational program. A multi-layered community-engagement process was used to develop the program while intricately
interweaving community engagement to ensure the needs of the community were met. See Cunningham et al. for a full
description of program development [40]. It consists of two culturally-appropriate slide presentations designed for African
Americans and Latinos and video testimonials on cancer clinical trials followed by questions and answers. The video
testimonials on cancer clinical trials were from community members and researchers who were African American and
Latino. An additional Spanish version was available for the presentation and testimonial videos for the Latino community.
Content covered in the slide presentation includes cancer etiology, risk factors, statistics, clinical trials, biospecimen
donation, protections in research, and places to sign up for clinical trials. The program is limited to 20 participants to give
the participants the opportunity to share their ideas and gain feedback on their questions.

In this pilot study, we examined the impact of a culturally-appropriate, educational program on short-term, clinical trial
outcomes among African Americans and Latinos. The development of this educational program has been described
previously [40]. We hypothesized that the program would lead to an increase in knowledge, trust in medical researchers,
and willingness to participate in clinical trials within the overall sample and by race/ethnicity. Study �ndings will
contribute to understanding of how culturally-appropriate programs can be used to improve short-term outcomes and
inform future studies focused on clinical trials participation outcomes.

Methods
For this study, Meharry Vanderbilt Alliance (MVA) and Meharry-Vanderbilt-TSU Cancer Partnership (MVTCP) entered into a
partnership with two community organizations, Matthew Walker Comprehensive Health Center (MWCHC) and Progreso
Community Center (PCC) to conduct this community-engaged pilot study. MWCHC is the lead organization of the
Nashville Health Disparities Coalition, serving primarily African Americans. PCC is the lead organization of the Nashville
Latino Health Coalition, primarily serving Latinos. Collectively we worked to identify the best study design, recruitment and
implementation strategies, and analyses for this work.
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Study Design and Setting

We conducted thirteen town halls in Nashville, Tennessee and surrounding counties to examine the effectiveness of the
educational program entitled, “Clinical Trials: What’s In It For Us?” A town hall is a group session that is conversational in
nature and aimed to gain the community’s input on health research priorities [41]. These townhalls took place in a variety
of community-based organizations (i.e., churches, community centers, non-pro�t agencies, community health clinics).
Community health educators led these townhalls. We used a pre-post quasi-experimental design to assess changes in
short-term outcomes, which were knowledge about clinical trials, trust in medical researchers, and willingness to
participate in clinical trials. This study was approved by Vanderbilt University Institutional Review Boards.

Sampling and Recruitment

A convenience sampling method was used to recruit participants. Partnership representatives and CHEs identi�ed
community members directly or they identi�ed community-based organizations (CBOs) to recruit participants for each
town hall. We intentionally strati�ed the sessions to identify organizations that would recruit primarily African American
and Latino participants. Thirteen town halls represented African Americans (n=7) and Latinos (n=6). Recruitment
methods were �yers and word-of-mouth. CBOs also made announcements on the study to the individuals they serve
through email listservs, newsletters, and in-person meetings. The goal was to recruit on average 20 participants per town
hall.

Eligibility Criteria

For this study, inclusion criteria were: 1) female or male; 2) aged 18 and older; 3) self-identi�ed African American or
Latino; and 4) English-speaking if African American and Spanish/English speaking if Latino.

Program Description

The clinical trial educational program “Clinical Trials: What’s In It For Us?” is a 25-slide presentation designed to be
culturally appropriate for African Americans and Latinos. The program consists of 2 presentations which include video
testimonials from African American and Latino community members and researchers. A Spanish version was also
available for the Latino community. The content of the presentation included basic cancer information including a
de�nition of cancer, risk factors for cancer, statistics on how cancer affects the community, top three cancers by gender
and race, and why clinical trials are important in cancer prevention and control. Content related to cancer clinical trials
involved de�nition of clinical trials and their importance. Additional content included successes, risks, bene�ts, process,
and patient protections in research. To ensure the content was culturally-appropriate (e.g., use of dominant language or
images re�ective of the target audience), we had a diverse team (1 MD, 4 PhD) with extensive knowledge and experience
in community engagement, communication, and/or cancer. Two community leaders and two community health educators
were also engaged throughout the process to ensure cultural sensitivity. Post-development, scienti�c experts and
community members reviewed the presentation to ensure relevance, accuracy, and comprehensiveness. See Cunningham
et al. [41] for a full description of the development process and Figures 1 and 2 for sample content.

Training Community Health Educators (CHEs)

To implement the program in the pilot study, we trained or re-trained six CHEs [40] in a half day training. CHEs were
selected based on the following criteria: (1) located throughout Middle Tennessee; (2) embedded community members
with trusted relationships throughout the community; and (3) key players in fostering healthy behaviors in their
communities. Training involved an overview of cancer, types of cancer, and prevention including clinical trials, as well as
learning presentation styles and use of the evaluation survey. The training was facilitated by members of the research
team with extensive years of experience in implementing health education programs for minority populations. The
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training evaluation included trainee practice sessions. The trainee had to demonstrate mastery in the following four areas:
1) understanding of cancer disease and how to prevent it; 2) de�ning clinical trials and their process; 3) describing the
bene�ts and risks of clinical trial participation; and 4) discussing the process of clinical trial enrollment and participant
protections. CHEs were provided feedback to improve presentation delivery, as needed. In addition to the half-day training
speci�c to this program,the CHEs attended additional trainings and workshops as part of their overall CHE training and
job responsibilities to learn more about different types of cancer, preventive behaviors, and strategies to engage the
community. They also regularly developed and implemented cancer education programs in the community on different
cancer types and preventive behaviors. Collectively, these trainings also prepared the CHEs to be able to lead these town
halls meetings.

Survey Measures

We developed a survey to measure clinical trial knowledge, trust in medical research, and willingness to participate in
clinical trials that was administered pre- and post-town halls. These measures are described below.

Knowledge. The clinical trial knowledge scale, a validated scale by Ma et al., has 22-items with questions on knowledge
and beliefs related to clinical trials [42]. These statements were presented with response options as yes, no, or not sure.
For this study, we used the thirteen questions which directly related to knowledge. Example statements included, “I
understand what clinical trials are.” and “I know that a percentage of patients may get a placebo.” A sum of correct
answers was produced with scale score ranges from 0 to 13. Cronbach’s alpha in this sample was 0.78.

Trust. The 12-item trust in medical researchand researchers scale, a validated scale, measures the level of trust the public
has towards biomedical research in general [43]. Questions were assessed using a 5-point Likert scale based on
agreement. A �nal score was produced by summing all individual item scores, with �nal scores ranging from 12 to 60 and
higher scores indicating a greater degree of trust towards medical research. Cronbach’s alpha in this sample was 0.72.
Example statements include, “Doctors who do medical research are only about what is best for each patient.” and
“Medical researchers treat people like guinea pigs”.

Willingness. The willingness to participate in clinical trials was assessed using a single item created by the research team,
“What is the likelihood of you taking part in a clinical trial in the future?”. The response options were yes, no, and not sure.
Answer choices “no” and “not sure” were collapsed into one category for analysis.

Socio-demographics. Participants self-identi�ed their race/ethnicity as African American or Latino. Gender was
represented with the categories of male and female. Education levels included no high school diploma, GED or high
school diploma, some college, associates’ degree, bachelors’ degree, masters’ degree, and doctoral degree. For analysis,
education was collapsed into two categories: some college or lower, versus bachelor’s degree of higher.

Procedures

The educational program was led by a trained CHE, who was matched to the targeted group for each town hall (i.e.,
African American or Latino). The same CHE facilitated the town halls among each group. The town halls lasted
approximately 90 minutes, dependent on the amount of discussion. Prior to the presentation, the CHE provided an
explanation of the program and provided a copy of the slide presentation obtained informed consent, and asked
participants to complete the pre-survey on paper. After the presentation and videos, there was a question and answer
session. Participants were then provided culturally-appropriate printed educational brochures on cancer and preventive
behaviors. When available, Announcements or �yers were provided on other educational programs or research
opportunities. Last, CHEs provided contact information to serve as an educational resource and ultimately build and
sustain trust. One to two weeks post-town halls, the CHE’s conducted the post-survey by phone based on participants’
availability.
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Analysis

For descriptive purposes, demographic characteristics were summarized by race/ethnicity for the overall sample, among
participants who completed the pre-survey only, and among participants who completed both the pre- and post-surveys.
Data analyses were conducted on those who completed the pre- and post-tests. Paired samples t-tests for continuous
variables and McNemar’s test for categorical/binary variables determined univariate differences between pre- and post-
surveys of trust, knowledge and willingness for: 1) the whole sample; 2) African Americans only; and 3) Latinos only.
Multivariate regression models were used to estimate the associations between pre- and post-assessments of each
outcome variable while adjusting for sociodemographic variables (i.e., race, gender, education). Linear regression was
used for knowledge and trust as continuous variables, and logistic regression was used for willingness as a binary
variable. The models were estimated for the total sample then separately for African Americans and Latinos, excluding
the race/ethnicity variable as a covariate. A signi�cance level of alpha = .05 was selected. A portion of analysis were done
with SPSS version 25 and SAS 9.4 was used for additional analyses in more detail.

Results
A total of 198 participants completed the program; 116 were African American and 82 were Latino. Of these, 104
participants completed the pre-test and post-test surveys, yielding 51.5% overall response rate. When comparing those
who completed the pre-test only versus those who completed both pre- and post-test surveys, there was a difference by
race (p=.001), with African Americans being less likely to complete the post-test than Latinos (42.2% versus 67.1%).
However, there were no signi�cant differences by education, gender, marital status, and employment (Results not shown).

Table 1 provides demographic characteristics of the study sample that completed pre- and post-test surveys. Among
African Americans, the majority were female (59.6%), married (50.0%), employed full-time or retired (70.2%), and had a
college degree or higher (55.1%). Among Latinos, the majority were female (85.7%), married (81.4%), were employed full-
time or part-time (50.0%), and had some college or less (68.0%). There were signi�cant differences in gender (χ= 7.361; p
= .009), marital status (χ= 26.099; p < .001), employment status (χ= 50.781; p < .001), and education (χ= 11.795; p = .001)
by race.

Univariate Pre-Post Analysis

Table 2 summarizes the outcome variables (i.e., knowledge on clinical trials, trust in medical researchers, and willingness
to participate in medical research) and tests for pre- and post- intervention changes. In the overall sample, signi�cant
increases were observed for knowledge on cancer clinical trials (t = -8.38; p < .001), trust in medical researchers (t = -3.88;
p < .001), and willingness to participate in clinical trials (X2= 8.76; p = .003) one to two weeks after the town halls. In the
subsample of African Americans, all three outcomes also increased signi�cantly at post-intervention follow-up –
knowledge on cancer clinical trials (t = -4.89; p < .001), trust in medical researchers (t = -4.19; p < .001), and their
willingness to participate in cancer clinical trials (X2= 5.40; p = .02). Latinos demonstrated signi�cant increase in
knowledge on cancer clinical trials (t = -6.98; p < .001), but the increases in trust in medical researchers (t =-1.48; p = .145)
and willingness to participate in cancer clinical trials were not statistically signi�cant (X2 = 3.55; p = .059) (See Table 2).

Multivariate Regression Analysis

In the multivariate analysis, we assessed whether the pre-post differences in knowledge, trust, and willingness to
participate as they relate to clinical trials would remain after we adjusted for gender, race/ethnicity, and education (Table
3). In the overall sample, knowledge scores on average increased by 1.91 for all participants (p < .001). As it relates to
education, knowledge scores of participants with a college degree or higher increased 1.63 on average compared to
individuals with less than a college degree (p <.001). For race, Latinos level of knowledge on average was 1.21 lower than
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African Americans. Scores for trust in medical researchers on average increased by 2.26 points for all participants (p <
.001), in which trust levels of Latinos on average was 1.65 higher than African Americans. Last, participants were 2.45
times more likely to indicate willingness to participate in clinical trials post-intervention than pre-intervention (p = .001).
Participants with college level or more education were 2.31 times more likely to indicate willingness to participate in
clinical trials post-intervention than pre-intervention (p = .007). For race, Latinos were 2.38 times more likely to indicate
willingness to participate in clinical trials compared to African Americans post intervention compared to pre-intervention
(p = .003).

Among African Americans, the signi�cant differences in pre and post knowledge, trust, and willingness remained when
controlling for gender and education. For all participants, knowledge levels increased 1.77 on average (p < .001). As it
relates to education, participants with a college degree or higher increased 1.73 on average compared to individuals with
less than a college degree (p < .001). Trust levels on average increased 2.79 points for all participants (p = .007). No
demographic variables were associated with trust. Participants who stated they were unwilling to participate in a clinical
trial pre-intervention were 2.99 times more likely to be willing to participate post-intervention (p = .005). In comparing
willingness scores pre-post intervention, females were 0.39 times more likely to be willing to participate compared to men
(p = .012). Last, those with college or more education were 2.34 times more likely to be willing to participate post-
intervention compared to pre-intervention (p = .018).

 Among Latinos, knowledge (p < .001) remained signi�cant after controlling for sociodemographic variables. However,
trust (p = .034) became signi�cant after controlling for sociodemographic variables. There was no signi�cant increase in
willingness to participate in clinical trials among Latinos, even after adjusting for gender and education (p = 0.84). Gender
and education were not signi�cantly associated with any of the outcome variables for Latinos.

Discussion
We assessed the impact of a culturally-appropriate, educational intervention on knowledge, trust, and willingness to
participate in clinical trials among African Americans and Latinos. No other studies have reported evaluation of an
educational program that targets both groups. Furthermore, no other studies have assessed the effect of cancer clinical
trial educational programs, such as ours, on trust in medical researchers and the research process among African
Americans and Latinos. Hence, this study makes an important contribution to the literature.

Culturally-targeted programs are important as there is a long-standing history of mistrust in researchers and the research
process among these racial minority groups [44], which contributes to low participation rates in clinical trials [45]. In our
overall sample, we observed a signi�cant increase in levels of trust post intervention. However, when studying the effect
of the program on trust by race, there was only a signi�cant increase in trust for African Americans. Past research
suggests and demonstrates use of community engaged research (CEnR) principles as an effective strategy for increasing
trust among underrepresented research groups [46, 47]. While our results con�rm these �ndings among the African
American study participants, we were surprised to �nd that trust levels were not in�uenced among the Latino study
participants. It is important to note that the mean trust score indicated Latinos had higher levels of trust compared with
African Americans pre- and post-intervention. Because there was a signi�cant difference at baseline in trust between
African American and Latinos, there may have been a ceiling effect of having limited room for increase among Latinos
whereas African Americans started with lower scores, allowing more room to increase. Regardless, these results suggest
that either there are additional factors in�uencing trust or additional strategies should be considered when addressing the
Latino population on clinical trials. While we adjusted for gender and education, future research could explore a potential
moderating effect for these variables on intervention outcomes, since neither had signi�cant direct effects in adjusted
models.
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Results demonstrated that participants increased their levels of knowledge and were more willing to participate in cancer
clinical trials post-intervention. These results con�rmed our hypothesis and are in line with past research that has
demonstrated cancer clinical trial educational programs increased awareness, knowledge, and attitudes towards research
[17, 22-23, 32]. For example, Green et al. found that a culturally-tailored, educational module using three formats (i.e., Call
and Response, Role-Play, and Workshop) signi�cantly increased awareness on cancer clinical trials, access to clinical trial
opportunities, and improved intentions to engage in decision-making regarding cancer clinical trials [23]. Therefore, these
results con�rm that cancer clinical trial educational programs on the community level are important for addressing one of
the most prominent barriers to cancer clinical trial participation – low knowledge and awareness of clinical trials and
opportunities.

The sociodemographic factors assessed in this study were race, gender, and education. For trust, we did not �nd any
sociodemographic variables associated with post-intervention trust levels in the overall sample or by race. This suggests
that the increase in levels of trust could be a direct result of our intervention, although the potential intervention effect
needs to be con�rmed in a randomized controlled trial. Education remained signi�cant as a covariate for knowledge only
among African Americans, not Latinos. It is not surprising that higher education is associated with higher knowledge, but
it is interesting that it did not have a signi�cant association for Latinos. Possibly, those with higher educational levels
were able to understand the intervention at greater levels compared to those with lower education attainment, re�ecting
the change in knowledge. A second alternative is the information may have been presented at levels in which those with
lower education levels could understand. Therefore, future research should be conducted to gain insight on the
moderating effect of education.

Last, unsurprisingly, post-intervention willingness was associated with education and race in the overall sample with
participants. Speci�cally, those with higher education and were Latino had greater willingness post-intervention compared
to those with lower education and were African American. In the subgroup analyses, education remained signi�cant and
gender became signi�cant among African Americans. Speci�cally, those who were female and higher education had
greater willingness compared to men and those with lower education. However, education was not signi�cantly
associated with willingness among Latinos. Therefore, educational attainment alone may not explain variation in the
willingness of Latinos to participate in clinical trials. Future studies should explore if there are additional factors
in�uencing willingness to participate in clinical trials that should be controlled for as covariates.

This study has several strengths. First, we demonstrate the success in applying CEnR principles to implement a culturally-
appropriate intervention to improve knowledge, attitudes, and willingness to participate in clinical trials among a high-risk
group. Second, we determined that a culturally-appropriate, educational intervention had a signi�cant impact on trust
among African Americans, which is an underrepresented research group with a history of distrust in medical researchers
and the research process [44]. However, this study is not without limitations. First, participants were recruited using a
convenience sample. Therefore, �ndings may not be generalizable to a speci�c population and selection bias could have
been introduced in the study. Next, there is a possible risk of bias due to social desirability in self-reported responses.
Additionally, the study design did not include a control group. Instead, the pre-post design allowed participants to serve as
their own controls. Furthermore, we did not assess cancer knowledge or experiences with cancer, the healthcare system, or
researchers, which are also factors that could have an in�uence on outcomes. We will explore these components in future
studies with larger samples that will enable the inclusion of more variables in multivariate models. Finally, our study had a
low follow-up response rate and a short timeframe for follow-up, ranging from one week to two weeks. The low response
rate could be attributed to the timing of post-survey data two weeks post-intervention. Furthermore, we did not incentivize
participants to take the post-survey. To overcome some of these limitations, future studies should test this intervention
using a randomized controlled design, conduct immediate post-session assessments and longer-term follow-up
assessments to examine maintenance of intervention effects, and offer incentives or different modes of delivery for
follow-up survey to potentially boost response rates.
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Despite these limitations, this is one of the �rst pilot studies exclusively focused on increasing clinical trial enrollment
among African Americans and Latinos. These results demonstrate promise in the use of this culturally-appropriate
educational program to improve cancer clinical trial participation among these groups. Findings from this study will serve
as preliminary data for a larger, well-powered randomized controlled trial to assess e�cacy in the short-term outcomes
examined here, as well as longer-term behaviors related to actual research participation.
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Tables
Table I. Baseline characteristics for Participants Completing Pre-Post Tests by Race (N=104)

  Pre- and Post- Survey 
Characteristic African American

(n=49)
Latino
(n=55)

p-value

Gender
     Male
     Female

 
19 (40.4)
28 (59.6)

 
7 (14.3)
42 (85.7)

 
.009**

Marital Status
     Common Law/Domestic Partner
     Married
     Divorced/Separated
     Widowed

 
4 (14.3)
14 (50.0)
5 (17.9)
5 (17.9)

 
4 (9.3)

35 (81.4)
4 (9.3)
0 (0.0)

 
< .001***

Employment Status
     Employed Full Time (32+ hours/week)
     Employed Part Time (<32 hours/week)
     Retired
     Disability
     Stay at Home
     Other (i.e., unemployed, other)

 
19 (40.4)
3 (6.4)

14 (29.8)
4 (8.5)
1 (2.1)
6 (12.8)

 
17 (35.4)
7 (14.6)
1 (2.1)
0 (0.0)

19 (39.6)
4 (8.4)

 
< .001***

Education
      Some college or less
      College degree or higher

 
22 (44.9)

      27 (55.1)

 
48 (68.0)
6 (32.0)

.001**

Note:        *p < .05; **p < .01; ***p < .01; Numbers per category may not equal total n due to missing values.

 



Page 14/17

Table II. Pre-post changes in knowledge, trust in medical researchers, and willingness to participate in clinical trials
(unadjusted), overall and by race

Paired Samples T-Test

 

 

Pre Post t-test P-value

  Mean SD Mean SD

Overall

Trust in Medical Researchers 39.48 5.97 41.57 5.06 -3.88 <.001***

Knowledge 6.27 2.94 8.49 2.65 -8.38 <.001***

African Americans

Trust in Medical Researchers 37.25 6.09 40.43 5.54 -4.19 <.001***

Knowledge 7.53 2.94 9.49 2.71 -4.89 <.001***

Latinos

Trust in Medical Researchers 41.51 5.12 42.61 4.38 -1.48 .145

Knowledge 5.15 2.46 7.60 2.28 -6.98 <.001***

 

McNemar Test: Percent of People Willing to Participate in Research, Pre Test and Post Test

  Pre Post X2 P-value

  N % N %

Overall

Willing to Participate 47 46.53 64 63.37 8.76 .003**

African Americans

Willing to Participate 20 42.55 29 61.70 5.40 .020*

Latinos (n=54)

Willing to Participate 27 50.00 35 64.81 3.555 .059

Note:     *p < .05; **p < .01; ***p < .001



Page 15/17

Table III. Multivariate regression estimates of pre-post changes in clinical trial outcomes, adjusting for demographic
variables, overall and by race

  Total Sample African American Latino

  b S.E. t-
ratio

p-value b S.E. t-
ratio

p-value b S.E. t-
ratio

p-value

Knowledge  

Pre-Test 1.91 0.33 5.79 <.001*** 1.77 0.48 3.70 <.001*** 2.06 0.45 4.57 <.001***

Gender

    Female
(Ref:  
Male)

 

-0.69

 

0.37

 

-1.87

 

0.062

 

-0.70

 

0.47

 

-1.48

 

0.142

 

-0.64

 

0.62

 

-1.04

 

0.300

Education

    College
(Ref: <
College)

 

1.63

 

0.37

 

4.39

 

<.001***

 

1.73

 

0.45

 

3.83

 

<.001***

 

1.30

 

0.71

 

1.84

 

0.069

Race

    Latino
(Ref:
African
American)

 

-1.21

 

0.35

 

-3.48

 

<.001***

 

-

 

-

 

-

 

-

 

-

 

-

 

-

 

-

Trust in Medical Researchers  

Pre-Test 2.26 0.68 3.34 <.001*** 2.79 1.01 2.76 0.007** 1.81 0.84 2.14  0.034**

Gender

    Female
(Ref:  
Male)

 

1.42

 

0.75

 

1.88

 

0.060

 

1.91

 

1.00

 

1.92

 

0.056

 

-0.08

 

1.15

 

-0.07

 

0.946

Education

    College
(Ref: <
College)

 

-0.41

 

0.76

 

-0.54

 

0.590

 

-1.23

 

0.95

 

-1.29

 

0.198

 

2.58

 

1.33

 

1.95

 

0.054

Race

    Latino
(Ref:
African
American)

 

1.65

 

0.72

 

2.30

 

0.022*

- - -   - - -  

  Total Sample African American Latino

  OR S.E. X2 p-value OR S.E. X2 p-value OR S.E. X2 p-value

Willingness to Participate in Clinical Trials  

Pre-Test 2.45 0.27 10.74 0.001** 2.99 0.39 8.06 0.005** 1.97 0.39 2.99 0.084

Gender

   Female
(Ref:  
Male)

 

0.55

 

0.31

 

3.68

 

0.055

 

0.39

 

0.37

 

6.39

 

0.012*

 

1.24

 

0.54

 

1.63

 

0.686
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Education

   College
(Ref: <
College)

 

2.31

 

0.31

 

7.32

 

0.007**

 

2.34

 

0.36

 

5.59

 

0.018*

 

1.85

 

0.64

 

0.92

 

0.337

Race

   Latino
(Ref:
African
American)

 

2.38

 

0.29

 

8.71

 

0.003**

 

-

 

-

 

-

 

-

 

-

 

-

 

-

 

-

Note:     *p < .05; **p < .01; ***p < .001     

Figures

Figure 1

Sample content on cancer



Page 17/17

Figure 2

Sample content on clinical trials


