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ABSTRACT

Introduction: Equitable recruitment strategies, designed to ensure improved opportunities to participate in the research, are
needed to include First Nations (FN) communities. The purpose of this article is to report on a set of successful strategies trialed
with rural and FN communities in Canada. The strategies discussed were designed as part of a larger mixed-method study examining
the effectiveness of Group Medical Visits (GMVs) on the quality of primary healthcare (PHC) in both FN reserve and northern
communities in British Columbia (BC).

Methods: Community partners and the study’s decision-maker partners helped to identify and recruit primary care practices and
reserve communities who were offering GMVs. Eleven communities (6 rural and 5 FN reserve) within the Northern Health
Authority, BC participated in the study. Participants completed a survey either in person or via telephone. Content analysis was
conducted on team meeting and field notes, focusing on issues related to the data collection process. Financial analysis was
conducted on monetary resources spent on recruitment efforts in the various communities. Data were recorded regarding the
number of times potential participants were contacted and mode of interview. Descriptive statistics were used to examine whether
there were differences by mode of data collection, gender, and FN status. Logistic regression was used to examine whether FN
status remained statistically significant after controlling for sex, education, employment status, age and health status.

Results: Once people were contacted, participation rate was 68% with 269 (n=90 men, n=179 women) people. Of those who
participated in the survey, 42% were from FN communities. Content analysis revealed two overarching categories:
(1) communication and coordination of the geographically dispersed research team and participating communities was maintained

using synchronous and asynchronous methods; and (2) flexibility was needed to tailor recruitment strategies. Financial resources
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required to achieve equitable recruitment across these communities can cost up to 17 times more than travel to sites accessible by a

direct flight or car. The farther away from Prince George (BC’s capital in the north), the more resources were needed to ensure

equitable recruitment from a community. Community partners played a critical role in recruiting potential participants. Team

members, particularly those from urban areas, require support to successfully navigate working in small northern communities.

Conclusions: Achieving equity in recruitment requires flexibility, trusting partnerships within each community and regular

communication among the research team. A significant portion of time and resources needs to be allocated towards travel to these

communities. While achieving equity in recruiting research participants poses a number of challenges, including greater costs,

research that ensures participation opportunities for rural and FN communities is likely to better inform effective strategies to meet

the needs of these communities.

Key words: Canada, mixed mode recruitment, practice facilitator role, primary health care, rural.

Introduction

Over two-thirds of the northern British Columbia (BC)
population lives in rural communities” and almost one in five
people living in northern BC (17.5%) identify as Aboriginall,
which includes First Nations (FN), Inuit, and Meétis.
Northern BC covers approximately 600 000 km’ or two-
thirds of the provincez. People living in these areas face
unique challenges in accessing and using the health system.
There are typically fewer primary healthcare (PHC)
providers per capita’, large geographic distances between
these providers and needed medical technology (eg diagnostic
imaging, stress testing), less availability of public
transportation, and harsh winter driving conditions'. The
lower socioeconomic status of rural residents compounded by
services dispersed across large geographic areas can create

financial barriers that affect access to health care'*.

Despite Canada’s universally accessible healthcare system and
millions spent in renewing its PHC systems’(’, rural residents,
especially those who are Aboriginal, are hospitalized more
often for conditions that are treatable in a PHC
sctting7. Moreover, inequities between Aboriginal and other
Canadians persist on virtually every measure of health and
social status. For example, Aboriginal people have lower life

expectancy, decreased access to health services, and

disproportionately high rates of preventable, chronic and

acute health conditions®"’.

More work is needed to inform healthcare renewal in ways
that are relevant to rural and Aboriginal communities. The
‘right to health’ (ie the right to enjoy the highest attainable
standard of physical and mental health'") is different from 'the
right to be healthy' due to there being many factors beyond
healthcare systems’ control that influence healt "2 Rather,
the right to health is better understood as the right to a
healthcare system that provides equal opportunity to enjoy
the highest attainable level of health"?, regardless of
geography or economic means. This includes access to
medical care and other factors crucial to health and wellbeing
such as child care, education, housing, environmental

.13
protection .

Engaging residents of rural and FN communities in research is
the key to informing the next wave of innovations designed to
more effectively address health and healthcare inequities. This
is particularly important in FN reserve communities because
provincial ~and  federal jurisdictional responsibilities
concerning the delivery of services create additional

16 Too often, solutions to health and

complexities
healthcare inequities are based on work completed in urban
areas. Those living in rural and Aboriginal communities
remain markedly under-represented in research, raising

important ethical and legal concerns and limiting the
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generalizability of study findings outside urban centres' "%,

This lack of engagement of rural communities where almost
20% of the population is Aboriginal, and the paucity of
research including rural residents, is likely to be linked to the
complexities of conducting research in these contexts,
particularly regarding recruiting study participants. Without
such engagement, however, urban-centric research will
continue to inform PHC service delivery for rural, remote
and Aboriginal people, which could result in ill-tailored

strategies and poor outcomes.

Understanding and using effective strategies in recruitment in
these settings is one way in which researchers can strive for
inclusive samples. In the USA and other countries, much
attention has been paid to determining which strategies are
optimal for recruiting minorities into research since the
National Institutes of Health's Revitalization Act 1993
(enforced in 1994, revised in 2001), which mandates the
inclusion of minorities in federally-sponsored research
studies. However, no one strategy has been found effective
for all situations, particularly in the context of collecting data
from rural participants who may be American Indians.
Indeed, different articles propose a variety of 'best practices'
based on specific situations rather than promoting a single

. 19-25
solution

. Researchers are faced with a broad range of
strategies from which to choose, and must rely on their
experience, goals, and training to guide them in determining
which practice/s to select for a particular study. Few
resources are available to guide successful recruitment
strategies in Canada’s rural, remote and Aboriginal

communities.

The purpose of this article is to report on a set of successful
strategies that were trialed with rural and Aboriginal
communities in northern BC. The majority of Aboriginal
communities in northern BC are FN reserve communities.
These strategies could assist researchers in achieving equitable
recruitment, that is, recruitment where residents have the
same opportunity to participate in a study despite the wide
geographic dispersion between communities. These strategies
are in line with the required conscientious approach for

working with Aboriginal people, including those who are FN,

given their experiences of 1ong—standing inequities and
marginalizationza, as defined by the main funders of research

. 27
in Canada™.

Methods

Context of the study

The Northern Health (NH) Authority of BC (one of six
Health Authorities) approached the present research team
with a request to examine the effectiveness of a new format
for the delivery of PHC: Group Medical Visits (GMVs)
occurring in their health authority. Northern Health,
together with its healthcare providers, has and continues to
develop innovative ways to deliver health services and ensure
better access to care for its residents'. One such innovation is
the use of GMVs delivered in a physician’s practice, a space
provided by NH, or a community clinic located on a FN
reserve. In many rural communities across Canada, the
majority of Aboriginal residents live on a FN reserve. A
reserve is a small portion of what might have some time been
part of a nation’s traditional territory, which is protected by

legislation for the use and benefit of a FN%,

Primary healthcare services provided in GMVs are offered in
a group format rather than in the traditional individual
patient—healthcare provider format. The GMVs generally
consist of 12-15 patients who often have a medical condition
in common (eg diabetes), facilitated by a healthcare provider,
typically a family physician or nurse practitioner. The GMVs
include health education provided in a group setting and
individualized medical care, which may include physical
examinations, the diagnoses of illnesses, writing
prescriptions, referrals to specialists and orders for laboratory
testing. The GMVss allow healthcare providers to see multiple
patients at once, thus increasing patients’ access to care and
their own productivityzg‘m. This increased productivity can
greatly benefit both healthcare providers and patients, who
may have to travel long distances to provide and receive care,
respectively. The GMVs provide patients with the added

benefit of attending all their medical appointments in one
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setting, with other members of their community, in a

. . 31,32
supportive environment .

The data informing this article were collected within the
context of a larger mixed-methods study where the purpose
was to examine the impact of GMVs on the quality of PHC
from patients” and providers’ perspectives. This larger study
consisted of a distributed research team who worked as
faculty at the University of BC ([UBC] Vancouver) and
University of Northern BC ([UNBC] Prince George) and
decision-makers in NH Authority. A qualitative component
involved conducting in-depth interviews with patients (n=29)
who had attended GMVs and healthcare providers and other
allied health professionals (n=34), such as nutritionists, social
workers, medical office assistants and community health
workers, who had been involved in delivery of GMVs in the
past 12 months. This was followed by a patient-experience
survey to patients in practices or reserve communities where
GMYVs were being delivered. Patients who had and those who
had not attended a GMV in the past 12 months were eligible
to participate. The results reported here are focused on

recruitment for the survey.

The patient experiences survey was developed based on previous
work by Wong et al®* and past research®. The survey reflected
important dimensions of PHC such as accessibility, continuity
(informational, relationship, and management continuity), patient
activation, sociodemographic characteristics and self-reported
health status. Publicly available items and scales were used to
develop an item pool. Final items and scales based on their
previously  known  psychometric  characteristics  (adequate
reliability and validity) and their ability to adequately measure each
PHC dimension. Pilot testing (n=20) was previously conducted to
clarify meanings of the items and work out survey
administration®. The final survey instrument consisted of
approximately 200 questions and took 45-60 min to complete.

Participants
In order to administer the patient experience survey, the

researchers worked with FN reserve communities (n=5) and

primary care practices (n=6) located in NH Authority of BC.

The communities ranged in size from 200 to 76 000 people.
The regional hospital is in Prince George, a community
known as BC’s northern capital“’. Participating communities
in the study were from 100 to 1000 km from Prince George.
The research team had contact with one member from each
community who was identified as the community partner.
Differing positions held by community partners included:
PHC coordinators (n=3), medical office assistants (n=2),
practice managers (n=3), community health nurses (n=4), a
nurse practitioner (n=1), a community health representative
(n=1), and a community administrator (n=1). The
community partners and Health Authority decision-maker
partners helped to identify and recruit primary care practices
offering GMVs. Eligibility criteria of patients included: (i) age
19-90 years; (i) English  speaking;  (ili) no  cognitive
impairments; and (iv) had visited a family doctor or nurse
practitioner in one of the participating practices within the
past 12 months. The GMV participants included patients who
were receiving care for chronic conditions, weight loss,

prenatal care, or general wellness (eg women’s health).
Procedures

Once FN communities and rural practices had consented to
participating in the study, recruitment of participants was
tailored according to direction from the community partners.
The research team worked closely with its community
partners to recruit a convenience sample of potential
participants. In some places the research team presented
information on the study and provided ‘sign-up forms’ for
patients interested in participating. In other places,
recruitment of potential participants included attending
health fairs where all practices had agreed to participate,
having the community health worker recruit potential
participants, traveling to communities to administer the
survey face-to-face and administering the survey at the end of
a GMV appointment. Information about the study and survey
was provided to all practices and community partners.
Consent (signed or verbal) was obtained prior to
administering the survey. For any practice able to collect 50
Or more surveys, an aggregated report of patient experiences

with their care was provided. For FN reserve communities,
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an aggregated report of patient experiences with their care
was provided. Obligations to the study’s community partners
were defined in community-specific memoranda  of
understanding that required the research team to report on
community-specific and overall findings before these could be
released  publicly. In  addition, engagement ~ with ~ FN
communities was guided by ‘the 4 Rs’ (Respect, Relevance,
Reciprocity, Responsibility) framework adopted by the
Network Environments for Aboriginal Research BC. Ethics
Boards of the University of BC, University of Northern BC,
and NH Authority Behavioral approved all procedures. These
procedures are also consistent with Tri-Council guidelines for

. . .. 27
conductlng research in Aborlglnal communities” .

Participants were given the option of completing the survey
in-person or via telephone. Contact information for patients
who preferred to participate in the study via telephone was
obtained from the sign-up form or by having the patient give
pcrmission to the community partner contact person to share
their contact information with the research team. Once
telephone contact information for a participant was received,
a research assistant (RA) attempted to contact the patient via
telephone a maximum of 9 times. Each community partner
was given CAS$50 in appreciation of their assistance with
recruitment. Participants were givcn CAS$15 in appreciation

of their time.
Analysis

Regular team meetings occurred throughout the recruitment
period. Notes were recorded about the management of the
recruitment process. In addition, field notes were recorded
by all RAs involved in the data collection process. Content
analysis was conducted on these team meeting and field
notes, focusing on issues related to the data collection
process. Financial analysis was conducted on monetary
resources spent on recruitment efforts in the various
communities. Data were recorded regarding the number of
times potential participants were contacted and the mode of
interview. Descriptive statistics were conducted to examine
whether there were differences according to mode of data

collection, gender, and FN status. In order to examine the

association between FN status and mode of data collection,
Mantel-Haenszel common odds ratio estimates were
conducted  using  SPSS  (www-01.ibm.com/software/
analytics/spss). Also conducted was a logistic regression to
examine whether FN status remained statistically significant
even after controlling for sex, education, employment status,

age and health status.

Results

A total of 398 people expressed initial interest in participating
in the study. Once they were contacted, there was a 68%
participation ~ rate  with 269  people  (n=90 men,
n=179 women) completing the survey. Of those who
participated in the survey, 42% were from FN communities.
Reasons for not participating included: not providing contact
information or providing inaccurate contact information;
declining prior to starting or mid-way through the survey; or
inability to participate as a result of illness or death. In
addition, a number of patients who did not participate
continuously expressed interest in the study but were unable

to participate due to being ‘too busy’.
Content analysis: communication and coordination

The research team consisted of a large group of RAs as well as
the investigators and decision-makers. The research team, its
community  partners, and the communities were
geographically dispersed. Not surprisingly, the project
required multiple modes of communication to assist
coordination of the research team and community partners
and for administering the surveys to patients. Content
analysis showed that email was used extensively among
researchers. Asynchronous communication through email
allowed the team to carry out the tasks needed to complete
the multiple ethics applications while working across
dispersed geography. Synchronous communication, using
teleconference and Skype™ (voice over internet) for weekly
team meetings, helped ensure that everyone was kept up-to-

date of any changes in the project (eg transitions in
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community partners or upcoming events such as health fairs

to recruit participants).

Telephone communication with community partners was crucial
because not all clinics or community partners had regular access to
or regularly used email. Moreover, although patients provided
email addresses as a means of contact, the majority did not return
email sent by the RAs. Over half of the survey data (54%) were
collected by telephone. Skype was utilized in lieu of the telephone
when possible because it was a cost-free alternative. Honoraria
were sent in the form of money orders through registered mail to
community partners who distributed them to participants who
completed a survey. The signed receipts were faxed back to the

research team.
Flexibility: tailoring recruitment strategies

Considerable time was required for building and maintaining
relationships with community partners and also for traveling
to recruit participants and administer surveys on-site. The
research team used different strategies based on community
partners’ input for each study site. Strategies included:
attending health fairs, attending GMVs to present the study
and offering lunches to community residents to help gather
all interested patients in a central location. Research team
members were flexible in their recruitment approaches,
following the direction of their community partners who

understood their communities’ contexts.

In FN communities, a history of colonization, continued inequities
in health care, and a perception of being over-researched with
little apparent benefit, resulted in some distrust in the value of the
study”’gg. For these reasons, attaining equity in recruitment
required researchers and RAs to have competency with regard to
EN cultures, sensitivity to distinct community circumstances, as
well as confidence and tact in order to resolve unexpected

misunderstandings as they arose.

First Nations community clinics often employ one or more
staff members from the community to liaise between clinic
and community, and outside visitors, such as researchers. The

boundary between clinic and community is more permeable

than in an urban centre: the clinic setting is a part of the
community, and so visits to the clinic should be as respectful
as when visiting a community member’s home. Trust and
relationship-building ~ was  reinforced by gestures of
reciprocity, such as bringing food for clinic staff and
community members when researchers expected to garner
survey data. Assisting with set-up and break-down of the area
used for research activities, such as stacking chairs and
washing dishes, fostered engagement between researchers,
staff, and community members, and reinforced the likelihood

of return visits by researchers being welcomed.

At times, flexibility was required to accommodate the needs
of individual community members, such as interviewing an
Elder in their home. Conversely, it was also important for
researchers to treat with sensitivity circumstances that may be
indicative that a return visit should be postponed or avoided,
for example a funeral in the community, or the perception
that the community or clinic staff may feel over-researched or

over-extended.

In trying to ensure all those interested in the study were able
to participate, an RA was available to administer a telephone
interview at varying times of the day, early evening hours,
and also on weeckends. While the telephone offered a flexible
way to administer the survey, some participants, particularly
those in smaller communities, did not own a phone. Some
participants provided a phone number at a community
centre, a local supermarket, or a neighbor’s house, where it

was difficult or impossible to reach them.

Factors that the RA needed to consider when traveling to the
communities included: being prepared for challenges such as
running out of fuel and having no cell phone coverage; the
amount of time required for transit; the safety issues
associated with driving on icy roads where animals crossing
the road is a frequent occurrence; and last minute changes in
plans for reasons given above. Moreover, problem-solving
skills were required to successfully navigate field work in
rural communities where running out of blank surveys with
no place to make additional copies left community members

discontented because they had traveled to participate.
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Descriptive analysis

If initial contact was made in a telephone call, the RA mainly
arranged a time, mode of interview, and date that would be most
convenient for the participant to complete the survey. Over half of
the participants completed the survey by telephone on the first
phone call, with a number of follow-up calls made in an attempt to
contact all who expressed initial interest (Table 1). Over two-
thirds of participating men completed the survey after initial
contact. Participation rates by both men and women substantially

decreased after four contact attempts.

Approximately two-thirds of FN participants were women
(63%) and over two-thirds of non-FN participants were
women (68%). Significantly more participants (54%) opted
to complete the survey by telephone (p<0.01; Table 2). In
the whole sample, more men (59%) and fewer women (27%)
completed the survey in person (p<<0.05). More FN men and
women completed surveys in person rather than completing
the survey by telephone. Even after controlling for sex,
education, employment status, age and health status, FN
respondents were less likely to complete the survey by
telephone compared with non-FN  respondents (odds
ratio=3.45, 95% confidence interval: 1.79-6.67), perhaps

reflecting limited local access to phones.
Distribution of financial resources

Attention was paid to equity in recruitment in relation to the time
and resources expended for recruitment in the different
communities. In part, the recruitment strategies were tailored
according to input from community partners. However, some
rural communities required more travel time compared with
recruiting participants from communities where there was direct
geographic access by road or air. For some communities, research
team members flew to a central location and then drove for 2 to
4hours. To access other communities two flights or ferry trips
were required. Many of these rural areas had limited cell-phone
coverage, making travel to and from more challenging logistically.
Costs also varied depending on whether an RA lived closer to
participating communities. Research team members from UBC

and UNBC had to travel longer distances to reach remote

communities, which cost up to 17 times more than traveling to
areas located closer to Prince George. In the study, a total of
CA$14,000 was spent on travel to the various communities,
where most of the costs were associated with transportation
(44%) followed by meals (13%) and accommodation (13%). Not
surprisingly, more resources were spent traveling to the places

farthest from Prince George.

Discussion

Ensuring equity in recruiting research participants from rural and
FN communities, particularly across geographically dispersed
settings, poses challenges to researchers. The results of this study
are unique because it closely examined possible bias in FN and
rural community recruitment, and proposed pragmatic strategies
for improving equity in recruiting. The results suggest that
increased investment of time and financial resources are required
to ensure that participants from the most rural and from FN
communities can participate in research. Evidence from this study
suggests that nurturing relationships with community partners,
using a blend of face-to-face interaction with them and reliance on
multiple forms of technology were required. Undertaking
multiple strategies, particularly with a geographically distributed
research team, can enable researchers to strive towards including
diverse perspectives. Tailoring recruitment methods can be
supported by the research team being flexible and conscientious to

the context-specific needs of each community.

Establishing and developing relationships with community
partners, especially in rural and FN communities, is critical to
successful ~ primary data collection. The successful
engagement of community partners and key contact people
within these communities requires trusting relationships,
respect, and  honest, open, and  constructive
communication’”. Where the research team had ongoing
communication with the community partner, information
exchange and data collection flowed more rapidly.
Community partners were a bridge between the research
team and the community residents. Having 42% of the
sample include FN perspectives can be attributed to the

engagement of community partners.
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Table 1: Contact attempts

No. times Participants’r -% Non-
contacted Men *Women Total (n=269) participants
(n=90) (n=179) (n=129)
%
1 68 53 58 24
2-4 29 38 35 43
5-9 3 9 7 33

tValues are %; 6% cases missing (6 men; 12 women).

Table 2: Mode of Interview

Method Overall First Nation - % Non-First Nation - %
(n=269)* (n=113) (n=156)
Y *Men *Women Men Women
(n=41) (n=72) (n=49) (n=107)
In-person 46 73 63 47 23
Telephone 54 27 37 53 77
#p<0.01

A high-functioning research team is needed when working
across multiple communities. Importantly, while problem-
solving skills may not be part of staff orientation, these skills
are necessary in order to work within community
contexts. Moreover, in order to carry out this kind of
research, staff must also have strong technological skills*®.
Similar to Valaitis et al’s" experience in working with a
geographically distributed team, an essential aspect of this
dispersed research team was establishing a central place to
overseeing communication processes and organizing the
distribution of research materials and honorariums. Finally,
having RAs cognizant with rural and FN community dynamics
as the point of contact for each community enhanced

communication and promoted continuity.
Limitation
This work is limited in that not all communities in NH who

were offering GMVs were able to participate. Those who

participated made up a convenience sample and therefore

may not be representative of the more general rural and
reserve population. Caution should be used in interpreting
analysis of the survey results since the mode of recruitment
by EN status needs to be taken into account. The recruitment
strategies, however, were based on input from community
partners. Future work needs to ensure equitable recruitment
strategies and ability to more widely generalize to similar

rural and Aboriginal populations.

Conclusion

Striving toward equity in recruitment of research participants
in rural and FN communities is important. Their input into
health research can be used to transform the delivery of
health services in these areas. Yet research with these
communities, particularly across geographically dispersed
settings, poses challenges. Traveling across large geographic
distances is time-consuming and costly; coordinating

communication with a large virtual research team requires

patience and cooperation; and the long length of this project
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required adapting to changing RAs and their schedules. Such
issues require a commitment of substantial financial
resources. However, it is important to continue to conduct
such research to examine inequities in health services delivery
by including the people that are most affected by the
inequities, such as those living in rural communities, FN
populations, and those living with multiple chronic illnesses,
because evidence shows that current PHC services are not
meeting their needs”", leading to worse health outcomes.
While perhaps more costly, research that ensures
participation opportunities for rural and FN communities is
likely to better inform effective strategies to meet the needs
of these communities, and to deliver more cost-effective

care.
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