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ABSTRACT :

Equitable participation in oncology trials is essential for generating evidence that reflects population diversity and supports fair access to emerging cancer
therapies. In the United States, African American participation remains constrained by structural exclusion, unequal referral opportunities, financial burdens,
geographic barriers, and mistrust associated with historical and ongoing discrimination. This proposed narrative review examines how community partnerships,
trusted messengers, and decentralized recruitment strategies can address these interconnected challenges. The review will synthesize literature on partnerships
with community organizations, churches, patient advocates, and local healthcare providers; communication delivered by trusted clinicians and community leaders;
and recruitment models incorporating remote consent, telehealth, satellite clinics, and navigation support. Particular attention will be given to institutional
accountability, culturally responsive communication, transparent eligibility criteria, and practical assistance with transportation, childcare, and digital access. A
multilevel framework will connect community engagement with clinical referral practices and trial design, emphasizing shared governance and sustained
relationships. Evaluation priorities will include recruitment, enrollment, retention, participant experience, and representativeness. The review aims to inform
strategies that expand participation while safeguarding informed consent, reducing participation burdens, and strengthening equitable research access.
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1. INTRODUCTION

1.1 Oncology trials, representative evidence, and equitable access

Oncology clinical trials provide evidence for evaluating treatment efficacy, identifying adverse events, and establishing standards of cancer care [1].
Their clinical usefulness depends partly on whether enrolled participants reflect the populations who will receive the interventions [3]. Inclusive
eligibility and enrollment practices therefore strengthen the relevance of evidence across differences in age, comorbidity, geography, and social
circumstances [1]. Representative participation also concerns equitable opportunities to consider investigational treatments, although participation does
not guarantee therapeutic benefit.
For African American patients, exclusion from research can restrict both participation opportunities and the evidence available to guide care [3].
Addressing this problem requires separating racial classification from biological explanation [2]. Race is a social construct, not a reliable substitute for
genetic ancestry, individual tumor characteristics, or environmental exposures [2]. Accordingly, recruitment disparities should be examined through
healthcare access, institutional practices, and lived conditions rather than attributed to presumed inherent racial differences in treatment response or
willingness to participate [4].

1.2 African American participation and the recruitment challenge

Evidence from registration trials illustrates the scale and context of underrepresentation [3]. Loree and colleagues examined trials supporting U.S. Food
and Drug Administration oncology approvals between July 2008 and June 2018, spanning solid tumors and hematological malignancies [3]. Among
trials reporting Black participation, Black patients constituted 3.1% of participants, equivalent to 22% of their expected representation based on U.S.
cancer incidence [3]. These findings describe an approval cohort, including internationally recruited trials, rather than current enrollment across all
American oncology research [3].
Understanding this disparity requires following the pathway preceding enrollment [4]. Patients must access oncology care, encounter an available trial,
satisfy eligibility requirements, receive referral, and be offered participation [4]. A systematic review identified trial unavailability and ineligibility as
major barriers [4]. Importantly, another meta-analysis found similar agreement rates among Black and White patients when participation was offered
[5]. Low enrollment therefore cannot establish unwillingness [5]. It may instead reflect missed opportunities, restrictive processes, and practical
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burdens that remain invisible when institutions measure recruitment success solely through final enrollment totals rather than the preceding pathway [4].

1.3 Review objective, scope, and central argument

This narrative review examines community partnerships, trusted messengers, and decentralized recruitment as complementary approaches to improving
African American participation in adult U.S. oncology trials. Navigation research supports addressing practical barriers alongside recruitment [6], while
a culturally tailored breast cancer video intervention provides preliminary evidence for communication approaches [7]. Broader clinical research
guidance will inform transferable implementation principles, with contextual differences identified explicitly [8].
The central proposition is that credible relationships must be matched by institutional arrangements that make participation feasible. Decentralized
elements, including remote visits and local healthcare activities, offer potential flexibility but require appropriate oversight [9]. The review therefore
connects community engagement, informed decision support, and accessible trial delivery within a multilevel framework. The following section
explains how relevant evidence is identified, selected, and interpreted to develop this framework.

2. NARRATIVE REVIEW APPROACH

2.1 Review questions and conceptual boundaries

Three questions guide this review: which barriers restrict African American patients’ opportunities to enter oncology trials; how community
partnerships, trusted messengers, and decentralized strategies address those barriers; and which implementation conditions and outcomes should guide
evaluation. Recruitment encompasses identifying, informing, and inviting potential participants; enrollment denotes entering a trial; retention concerns
continued participation, as illustrated by navigation research [6]. Communication interventions are examined separately from enrollment outcomes [7].
Decentralization means selected activities conducted remotely or nearer participants, not necessarily replacing specialist centers [9]. These boundaries
support a narrative synthesis with explicit objectives and appropriately qualified interpretations of available evidence [10].

2.2 Literature identification and selection

Evidence identification used targeted web searches on 11 October 2026 to locate PubMed records, accessible full texts in PubMed Central, publisher
articles, and FDA guidance. PubMed and PubMed Central functioned as retrieval sources; direct database searches were not conducted. Searches
combined phrases concerning Black or African American participation, cancer clinical trials, patient navigation, community partnerships, culturally
tailored communication, and decentralized clinical trials. Additional searches located narrative review and implementation evaluation guidance.
Selection prioritized peer-reviewed U.S. oncology studies addressing participation barriers or recruitment interventions, including navigation research
[6] and a breast cancer communication intervention [7]. Relevant FDA guidance informed institutional planning [8] and decentralized delivery [9].
Evidence from other research settings was considered for transferable methodological concepts, with contextual differences acknowledged. No
exhaustive retrieval, duplicate independent screening, or systematic review designation is claimed [11]. This targeted approach supports transparent
narrative interpretation while leaving database coverage and reproducibility limited within the present manuscript draft.

2.3 Evidence interpretation and limitations

Findings will be organized by barrier, intervention mechanism, implementation setting, and reported outcome. Empirical evaluations will be
distinguished from conceptual recommendations, and enrollment outcomes separated from acceptability, feasibility, adoption, and sustainability [12].
Interpretation will consider study design, comparison groups, population characteristics, intervention definitions, and follow-up duration [10]. Reach
and implementation context will inform judgments about transferability [13]. Framework use alone will not establish intervention effectiveness [14].
Heterogeneous measures and selected evidence preclude pooled causal conclusions. Documented effects and plausible mechanisms will therefore be
reported separately, with uncertainty explicit. This framework guides the examination of exclusion across the oncology participation pathway.

3. MULTILEVEL BARRIERS TO PARTICIPATION

3.1 Institutional and clinical opportunity barriers

Institutional barriers arise before patients can express a preference about research participation. A suitable trial may be unavailable within the treating
practice, while access to specialist centers may require referral beyond established care networks. Recruitment systems should therefore be evaluated
for reach and organizational adoption, rather than judged exclusively by enrolled numbers [13].
Even when trials are available, referral can depend on clinician awareness, consultation time, research staffing, and discretionary judgments. Assuming
that a patient cannot travel, understand consent, or adhere to visits may remove the opportunity to decide. A response is consistent screening of
potentially eligible patients, documented referral decisions, and assistance offered before feasibility is presumed [21].
Eligibility requires similar scrutiny. Criteria protecting against foreseeable treatment toxicity or ensuring interpretable outcomes remain essential.
However, exclusions involving stable comorbidities, previous malignancies, or treated brain metastases may warrant reconsideration when scientific
justification is weak [15]. Broader eligibility should follow protocol-specific clinical assessment, not indiscriminate relaxation of safeguards [15].
Implementation must also distinguish adoption of screening procedures from their effectiveness in reducing exclusion [14]. Together, these measures
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locate responsibility within research systems while preserving necessary clinical judgment and informed patient choice throughout recruitment.

3.2 Financial, geographic, and practical barriers

Financial and practical burdens can make an available trial inaccessible. Additional visits may generate transport expenses, parking charges, lodging
costs, lost earnings, and demands on family members providing care. Treatment schedules can compound these pressures when research assessments
require separate appointments. Recommendations for reducing financial barriers emphasize transparent costs and appropriate participant assistance [16].
Insurance coverage does not necessarily eliminate out-of-pocket expenses or indirect losses [16]. Patients need clear explanations of which services are
research-funded, which involve routine care billing, and where uncertainty remains [16]. Household resources, paid leave, caregiving arrangements,
and distance from trial sites determine how manageable these obligations become. Evidence from a financial assistance intervention suggests that travel
and lodging support can reduce related concerns, without resolving overall financial hardship [17].
African American patients should not be treated as economically or geographically uniform. Assessment must identify individual needs rather than
substitute racial assumptions for practical inquiry. Flexible scheduling, coordinated visits, and navigation should respond to documented circumstances.
Their acceptability and feasibility also require evaluation alongside enrollment outcomes [12].

3.3 Institutional trustworthiness and communication barriers

Trust concerns must be understood within institutional relationships rather than framed as patient deficiencies. Historical research abuses can inform
perceptions, while contemporary discrimination, unequal treatment, and inaccessible communication can reinforce doubt. Qualitative research with
Black communities and cancer patients identifies communication, access, and institutional responsiveness as areas requiring improvement [18].
Institutions must therefore demonstrate trustworthiness through transparent explanations, reliable follow-up, respectful care, and accountability when
concerns are raised [18].
Consent conversations introduce challenges. Unfamiliar terms may obscure the distinction between research and individualized treatment. Therapeutic
misconception occurs when participants misunderstand the knowledge-generating purpose of research, even when personal benefit remains possible
[19]. Randomization should be explained as assignment according to the protocol, not selection of the treatment presumed best for an individual [19].
Patients also need information about alternatives, potential harms, costs, and withdrawal.
Providing information alone does not establish comprehension. Questions, teach-back, and opportunities for deliberation should support voluntary
decisions. Communication should invite concerns without assuming that all African American patients share identical experiences, preferences, or
reasons for declining participation [18].

3.4 Interacting barriers across the recruitment pathway

These barriers interact across the participation pathway. A patient may understand a trial and wish to enroll yet lack transport for repeated visits.
Another may live near a specialist center but never receive an eligibility assessment or referral. Consequently, communication, navigation, and
institutional process changes must be considered together [18].
An isolated intervention can improve one stage while leaving subsequent exclusions intact. Remote invitations cannot overcome unjustified eligibility
restrictions, and travel reimbursement cannot correct missing referrals. Evaluation should examine reach across stages [13] and distinguish
implementation success from participant outcomes [12]. Sustained community partnerships offer a mechanism for identifying overlooked barriers and
shaping coordinated, evidence-informed responses. The next section examines how such relationships can improve recruitment conditions before
individual enrollment decisions.

Figure 1. Multilevel barriers along the oncology trial participation pathway
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4. COMMUNITY PARTNERSHIPS

4.1 Partnership development and shared governance

Community partnerships should connect research institutions with community health organizations, patient advocates, faith organizations, local
clinicians, and cancer survivor groups. Their value lies in combining knowledge of local priorities with clinical and research expertise, rather than
treating community networks as convenient recruitment channels [20]. Partner selection should consider relationships, experience, community reach,
and perspectives absent from advisory structures [24].
Shared governance requires early involvement in defining recruitment priorities, reviewing participation burdens, and choosing acceptable engagement
methods. PCORI's partnership expectations emphasize engagement, dedicated resources, compensation, and meaningful inclusion in decision-making
[21]. Although developed for comparative effectiveness research, these principles offer transferable guidance for oncology recruitment.
Written agreements should specify responsibilities, decision-making authority, compensation arrangements, and procedures for resolving disagreements.
Payment should recognize partners' time and expertise rather than depend on the number of participants recruited. Community representatives should
help determine which decisions require consultation and which permit shared authority [21]. Sustained collaboration also requires contact between
studies, discussion of findings, and responsiveness to criticism. Approaching organizations only when enrollment targets become difficult risks
instrumental relationships that weaken credibility and limit opportunities for improvement.

4.2 Co-designing recruitment materials and pathways

Co-design translates partnership commitments into recruitment procedures. Partners can examine invitation language, consent explanations, outreach
locations, appointment arrangements, and support services for relevance and accessibility. A community-academic study involving African American
women illustrates how partnership can identify informational needs and appropriate outreach considerations [22]. Such evidence informs design
without establishing that consultation improves enrollment.
Materials should explain research purpose, alternatives, uncertainty, and withdrawal without implying guaranteed therapeutic benefit [19]. Partners can
identify confusing wording, culturally inappropriate assumptions, or communication channels that exclude residents. Suggested changes should
undergo clinical and ethics review where required.
Feedback should include people who decline participation, using interviews, anonymous forms, or community discussions that preserve privacy.
Declining feedback must remain acceptable and separate from clinical care. Teams should maintain a change log connecting recommendations to
decisions: revised appointment times, clearer cost explanations, navigation access, or alternative contact methods. Reporting accepted and rejected
suggestions, with reasons, demonstrates whether engagement influences practice rather than serving a role [21].

4.3 Connecting community engagement with clinical referral

Community engagement becomes actionable when outreach links to clinical teams. Local clinicians, navigators, and research coordinators should
establish referral routes, responsibilities, and timelines for responding to inquiries. The NCI Community Oncology Research Program demonstrates an
infrastructure for bringing cancer trials and care delivery research into community settings [23].
A referral pathway would record contact, permission to share information, clinical assessment, invitation, and enrollment decisions. Navigation can
help patients coordinate appointments, identify transport needs, and communicate unresolved questions [25]. Tracking should identify where referrals
stall while collecting only necessary information and protecting confidentiality.
Outreach staff should describe trials accurately and facilitate access, without promising eligibility, acceptance, or treatment benefit. Clinical teams
retain responsibility for protocol-specific assessment; informed consent requires understanding that research differs from individualized care [19].
Community oncology practices need clear communication with specialist centers so that referral does not fragment treatment or leave patients uncertain
about who manages clinical concerns.

4.4 Sustainability, accountability, and partnership risks

Sustainable partnerships require funding for coordination, partner compensation, training, and reporting beyond individual recruitment campaigns [21].
Teams should share accessible updates on decisions, participation experiences, and findings, while protecting confidentiality. Accountability includes
explaining unmet commitments and identifying corrective actions [20].
Tokenistic engagement arises when organizations endorse recruitment but cannot influence its design. Representative involvement requires
acknowledging differences within communities rather than appointing one organization to speak for all African American patients [24]. Table 1
connects partnership responses with communication and decentralized approaches. Partnerships establish channels for engagement; trusted messengers
must then provide credible explanations and responsive answers. The next section examines that communication role and safeguards supporting
voluntary, informed participation.



International Journal of Research Publication and Reviews, Vol (7), Issue (10), October (2026), Page – 2604-2614 2608

Table 1. Barrier-to-strategy mapping across the three recruitment approaches

Barrier
Community partnership
response

Trusted messenger response Decentralized response
Remaining implementation
requirement

Limited awareness of
trial opportunities

Co-design outreach with local
organizations and survivor
groups

Explain available opportunities
and direct questions to research
teams

Offer remote information
sessions and preliminary
contact

Maintain accurate trial information
and accessible contact routes

Missing or
inconsistent referrals

Connect community clinicians
with trial teams

Encourage patients to ask about
trial assessment

Facilitate remote
consultations with specialist
teams

Standardize screening, document
decisions, and track referrals

Institutional mistrust
Share authority and
demonstrate responsiveness to
concerns

Discuss uncertainty, safeguards,
and institutional responsibilities
openly

Offer convenient contact
options that preserve
continuity

Establish accountability,
confidentiality protections, and
complaint procedures

Unclear research
information

Review materials for
relevance and clarity

Explain research purpose,
randomization, alternatives, and
withdrawal

Provide remote discussions
with opportunities for
questions

Assess comprehension and preserve
voluntary decision-making

Travel and
scheduling burdens

Identify locally relevant
support needs

Explain available assistance
without promising access

Use appropriate local
assessments and remote
follow-up

Ensure clinical suitability,
coordination, funding, and
participant choice

Digital exclusion
Identify preferred
communication methods and
access needs

Provide guidance and direct
patients to technical support

Offer telephone and in-
person alternatives

Supply accessible systems and
support without requiring digital
participation

5. TRUSTEDMESSENGERS AND INFORMED DECISION-MAKING

5.1 Identifying credible messengers

Trusted messengers may include treating clinicians, community health workers, patient navigators, cancer survivors, and community leaders. Their
roles should reflect patients' preferences and the questions being addressed. Community oncology networks provide clinical connections [23], while
representative engagement requires acknowledging diverse experiences rather than assuming one messenger suits every patient [24].
Credibility depends on established relationships, relevant knowledge, transparent affiliations, and dependable responses. Navigators can connect
communication with practical support [25], but clinical questions require qualified professionals. Survivors can describe personal experiences without
implying that others will experience comparable outcomes.
Racial concordance may influence interactions, yet evidence does not justify treating shared racial identity as a guarantee of trust or communication
quality [26]. Messenger selection should therefore combine participant choice with competence and accountability. Respectful listening and
acknowledgment of uncertainty remain necessary regardless of whether patients and messengers share racial backgrounds.

5.2 Communicating trial participation clearly

Communication should explain the trial's scientific purpose, distinguish experimental treatment from established care, and describe foreseeable harms,
potential benefits, and alternatives [27]. For randomized studies, patients need an explanation of assignment procedures and why researchers remain
uncertain about comparative outcomes. Confidentiality protections, their limits, expected costs, and withdrawal rights should be addressed explicitly
[27].
Plain language should replace unexplained terminology without removing clinically important distinctions. Teach-back asks patients to explain
information in their own words, helping staff assess the clarity of their explanation rather than test patients' intelligence [28]. Misunderstandings should
prompt rephrasing and further discussion [28].
Patients may need repeated conversations, written summaries, or opportunities to involve a chosen supporter. Staff should explain what is known, what
remains uncertain, and who can answer unresolved questions. Expressions of hope must not become promises of therapeutic benefit [27].
Communication should also clarify which participation expenses are covered and whether withdrawal affects already collected data [27].
Understanding requires dialogue; a signed form alone cannot demonstrate an informed, voluntary decision free from inappropriate pressure [29].

5.3 Supporting decisions without undue influence

Decision support helps patients compare participation with available alternatives according to their values; it should not pursue enrollment regardless of
preference. Consent must allow sufficient opportunity for consideration and minimize coercion or undue influence [29]. Messengers should disclose
employment, research affiliations, and relevant incentives so patients can interpret their role.
Social standing, religious authority, or personal relationships must not be used to create obligations to participate. The Belmont Report identifies
manipulation through controlling relationships as a threat to voluntary choice [30]. Patients should hear that refusal will not remove care or benefits to
which they are entitled [29].
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Support should continue when patients decline. Teams may invite optional feedback, but repeated requests must not become pressure. Respecting
refusal demonstrates that the relationship serves the patient's decision rather than recruitment targets.

5.4 Training and communication evaluation

Training should cover research purpose, randomization, uncertainty, confidentiality, role boundaries, and recognition of misunderstanding [27].
Messengers need clear escalation procedures for clinical, financial, or ethical questions beyond their competence. Role-play can rehearse teach-back,
respectful responses to refusal, and correction of misleading statements [28].
Evaluation should assess comprehension, perceived respect, decision confidence, and freedom to decline alongside enrollment outcomes [29].
Documented questions and unresolved concerns can identify weaknesses requiring further training. Higher enrollment alone cannot establish
communication quality when voluntariness is uncertain [30]. Figure 2 illustrates the supported decision pathway. Clear, credible communication
enables informed choice, but the next section examines arrangements that make participation realistically manageable for patients and caregivers.

Figure 2. Trusted communication within a supported decision pathway

6. DECENTRALIZED RECRUITMENT AND PARTICIPATION SUPPORT

6.1 Remote identification, screening, and consent

Remote recruitment can begin with telephone contact, video consultations, and preliminary screening conducted with permission to discuss health
information. These options may reduce unnecessary travel, but an initial conversation establishes possible relevance rather than final eligibility.
Protocol-specific assessment remains the responsibility of qualified clinical personnel.
Electronic consent can support access when participants can review materials, ask questions, and receive copies of consent documentation [31]. Identity
verification and electronic signatures require appropriate procedures; completing an online form does not establish comprehension or voluntariness [31].
Patients must have sufficient time to consider participation without pressure [29].
Accessibility assessment should cover language, hearing, vision, cognitive needs, and preferred communication methods. Staff should offer
clarification and alternatives when technology creates difficulties. Preliminary screening results need secure transfer to the clinical team, with clear
explanations of outstanding examinations or records. Remote contact should therefore complement clinical judgment, protect voluntary choice [30],
and avoid implying that suitability guarantees enrollment or benefit from investigational treatment under consideration.

6.2 Bringing appropriate activities closer to participants

Community oncology partnerships, satellite clinics, and local laboratory services can bring selected activities closer to participants. Potential
arrangements include routine blood sampling, symptom discussions, medication review, and appropriate follow-up assessments. Evidence from a trial
integrating telehealth and local chemotherapy highlights opportunities to reduce travel and associated burdens, although findings remain dependent on
treatment and study context [33].
Decisions about location should reflect protocol requirements, intervention complexity, staff competence, and participant safety. Investigational
infusions, specialized imaging, biopsies, or assessments requiring immediate specialist support may need designated facilities. Local delivery is
appropriate only when necessary expertise, equipment, oversight, and emergency arrangements are available.
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Central and local teams need responsibilities for scheduling, laboratory interpretation, adverse event reporting, medication reconciliation, and
communication with participants. Remote technologies require suitability assessment and reliable data processes [32]. Written plans should specify how
abnormal findings trigger escalation and who remains accountable for clinical decisions. Participants should receive contact details and understand
where urgent concerns belong. Bringing activities closer to home must reduce burden without weakening monitoring or creating uncertainty about
responsibility across participating care settings and research teams.

6.3 Digital inclusion and practical assistance

Digital inclusion requires more than making a platform available. Internet reliability, device access, digital confidence, disability accommodations, and
opportunities for private communication can shape participation. Recommendations for equitable decentralized research emphasize designing around
participants' circumstances rather than assuming universal digital access [34]. Technology selection should consider usability, training, and ongoing
support [32].
Programs should offer telephone or in-person alternatives wherever clinically and operationally appropriate. Loaned devices, connectivity assistance,
accessible interfaces, and technical help may support participation, but patients should not bear responsibility for resolving system failures [34].
Preferences should be reassessed when illness or treatment changes practical capabilities.
Digital access also does not eliminate lost earnings, transport needs, caregiving demands, or costs associated with remaining clinic visits.
Decentralization should therefore complement flexible scheduling, navigation, transportation assistance, and reimbursement. Research using telehealth
and local treatment illustrates possible reductions in travel burdens [33], while broader equity recommendations support assessing remaining access
barriers [34]. Assistance should respond to documented needs without implying that acceptance creates an obligation to enroll or remain in research
[29].

6.4 Operational limitations and safeguards

Operational challenges include data privacy, fragmented records, staffing requirements, coordination costs, and technical failures. Digital data
collection requires clear access controls, appropriate systems, and explanations of how information is collected and used [32]. Teams must also identify
whether remote procedures shift unpaid tasks onto participants or caregivers [34].
Hybrid options should reflect clinical requirements and individual preferences, allowing appropriate movement between remote and in-person contact.
Convenience should not be equated with equitable enrollment. A survey examining decentralization tools measured reported likelihood of participation
rather than demonstrating increased enrollment among African American patients [35]. Evaluation therefore needs pathway outcomes, participant
burden, and subgroup comparisons.
These limitations reinforce the need for coordinated implementation. Community partnerships, trusted communication, and flexible delivery should
operate within one program with defined responsibilities, resources, and measurable outcomes. The next section develops that integrated
implementation and evaluation framework.

7. INTEGRATED IMPLEMENTATION AND EVALUATION FRAMEWORK

7.1 Combining the approaches into a recruitment model

An integrated recruitment model should assign functions rather than require every partner to perform every task. Community partners identify priorities,
review outreach, and highlight burdens. Trusted messengers support understanding and questions. Clinical teams apply consistent eligibility assessment
and referral procedures, while decentralized arrangements reduce avoidable travel and scheduling demands [34].
Institutions remain responsible for funding coordination, compensating partners, maintaining referral systems, and providing navigation and technical
support. A named program lead should oversee communication between teams, document responses to community feedback, and ensure that
unresolved clinical concerns reach qualified staff. Implementation planning should examine organizational capacity, external conditions, participant
needs, and the fit between proposed procedures and existing workflows [36].
Figure 3 represents a framework, not a validated causal model. Its feedback loop connects participant experience with program revision. Reported
willingness to use decentralized tools should inform design without being substituted for observed enrollment [35]. Institutions should review where
opportunities are lost and adapt procedures accordingly. The model therefore combines relationship building with accountability, making equitable
access a responsibility distributed across the research organization rather than assigned to community representatives.
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Figure 3. Integrated multilevel recruitment and participation framework
The framework proposes coordinated responsibilities and feedback. Arrows indicate operational relationships rather than established causal effects;

informed decisions may also lead to declining participation.

7.2 Measuring equitable opportunities and outcomes

Evaluation should follow defined cohorts through assessment, preliminary eligibility, confirmed eligibility, invitation, consent, enrollment, and
retention. Each proportion requires an explicit denominator and observation period. For example, invitation should be measured among confirmed
eligible patients, while enrollment should be reported among those invited and those consenting. Documented exceptions and missing records require
separate reporting.
Race and ethnicity data should use collection procedures, with categories and missingness explained [37]. Comparisons should also consider age, sex,
cancer type, geography, and socioeconomic measures where sample sizes permit. Equity reporting requires describing relevant population
characteristics and the circumstances influencing access [38]. Race alone should not be treated as an explanation for differences.
Assessment should include comprehension, perceived respect, participation burden, and optional reasons for declining or withdrawing. Small subgroup
estimates need uncertainty intervals and privacy safeguards. Table 2 specifies indicators and responsibilities. Enrollment totals cannot establish equity
when institutions do not know who was assessed, excluded, or never invited. Interpretation should therefore connect outcomes to pathway opportunities
and context, while avoiding unsupported conclusions from incomplete demographic data or uncontrolled comparisons across differing patient
populations.

Table 2. Implementation and evaluation indicators

Pathway
stage

Indicator
Denominator or measurement
method

Data source Interpretation Responsible team

Assessment Screening coverage
Patients assessed ÷ patients in the
predefined screening population

Clinic roster and
screening log

Identifies patients overlooked
before eligibility assessment

Clinical team and
data staff

Preliminary
eligibility

Potential eligibility
Potentially eligible patients ÷ patients
assessed

Preliminary screening
records

Describes screening yield; does
not establish final suitability

Research
coordinator

Confirmed
eligibility

Eligibility
confirmation

Confirmed eligible patients ÷
potentially eligible patients completing
assessment; report incomplete
assessments separately

Protocol assessment
and clinical records

Identifies clinical exclusions
and assessment losses

Investigator and
clinical team
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Pathway
stage

Indicator
Denominator or measurement
method

Data source Interpretation Responsible team

Invitation Invitation coverage
Eligible patients invited ÷ confirmed
eligible patients

Invitation and referral
logs

Detects missed opportunities to
offer participation

Clinical team and
recruitment lead

Consent
Agreement to
participate

Patients consenting ÷ patients invited
Consent records and
optional decline
feedback

Reflects decisions after
invitation; requires
comprehension and
voluntariness assessment

Consent team

Enrollment
Enrollment
conversion

Enrolled patients ÷ invited patients;
also enrolled ÷ consenting patients

Trial enrollment
database

Distinguishes recruitment
outcomes from losses after
consent

Trial coordinator

Retention
Continued
participation

Participants meeting a predefined
retention criterion at a specified time ÷
the corresponding enrollment cohort

Follow-up and
discontinuation
records

Separate withdrawal, loss to
follow-up, progression, death,
and planned completion

Follow-up team

Participant
experience

Understanding,
respect, confidence,
and burden

Defined questionnaires, teach-back
assessments, and optional interviews;
report response rates

Participant feedback
Assesses decision quality and
participation experience
beyond enrollment

Evaluation team
and community
partners

Program
delivery

Costs and
responsiveness

Staff time, expenditure, support
delivered, and feedback actions
completed

Budgets, service logs,
and decision records

Assesses feasibility, resource
needs, and accountability

Program lead and
institutional
management

7.3 Implementation priorities and research gaps

Implementation should proceed in stages: assess local barriers, establish compensated partnerships, redesign referral and communication procedures,
introduce clinically suitable participation options, and evaluate outcomes. Early pilots should test workflow feasibility and participant experience before
wider adoption. Complex intervention guidance emphasizes context, program theory, stakeholder involvement, and iterative refinement [39].
Research gaps include comparative effectiveness, sustained retention, implementation costs, rural access, and variation across cancer populations.
Studies should assess whether combined approaches improve opportunities for African American patients rather than merely increase overall
enrollment. Transparent reporting of equity considerations remains important because trial reports can inadequately describe disadvantaged populations
and relevant hypotheses [40].
Attribution presents difficulties. Changes in trial availability, staffing, eligibility, disease mix, or concurrent support programs may confound observed
enrollment trends. Combined interventions also make individual component effects difficult to isolate [39]. Comparative designs, process evaluation,
and economic assessment can clarify mechanisms and resource requirements.
This narrative review relies on targeted retrieval rather than exhaustive searching. Accordingly, guidance-supported practices and promising empirical
findings must be distinguished from untested framework assumptions. Its practical implication is coordinated, accountable implementation, which the
conclusion consolidates without treating the proposed model as established evidence.

8. CONCLUSION

8.1 Synthesis of the central argument

Improving African American participation in U.S. oncology trials requires attention to opportunity, informed choice, and practical feasibility.
Community partnerships help identify local priorities and shape recruitment procedures. Trusted messengers support understanding through credible
explanations, respectful dialogue, and acknowledgment of uncertainty. Decentralized arrangements can reduce selected travel and scheduling burdens
when clinically appropriate. These approaches address interconnected conditions; none can independently resolve every source of exclusion.
Institutional accountability connects their contributions through adequate funding, consistent referral practices, coordinated support, and responsiveness
to participant feedback. Research organizations must earn trust through their conduct rather than expect community relationships to compensate for
inaccessible systems. Patients must remain free to decline or withdraw without pressure, while retaining care and benefits to which they are entitled.

8.2 Implications for oncology research practice

Research organizations should establish sustained community relationships, standardize opportunities for eligibility assessment and referral, provide
credible decision support, and reduce avoidable participation burdens. Implementation should reflect local conditions, clinical requirements, and
individual preferences, with responsibilities assigned across research and care teams.
Evaluation should track opportunities throughout the participation pathway and assess comprehension, respect, burden, and retention. Success means
more equitable access to research consideration and better participant experiences, demonstrated through transparent evaluation rather than recruitment
totals alone or presumed intervention effectiveness.
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