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ORIGINAL ARTICLE

Patient Perspectives in Cardiovascular Research: 
A Qualitative Study of Barriers, Trust, and 
Strategies for Inclusive Clinical Trials
Stephanie Niño de Rivera , BA; Niurka Suero-Tejeda , MS, MA, CHES; Rhonda Monroe , MBA; Matthew Tang ;  
Sarah Eslami , MA; Aminah Sallam , MD; Patrick O. Gee, PhD; Bjorn Redfors , MD, PhD; Clyde Yancy , MD, MSc;  
Mario Gaudino , MD; Gregg W. Stone , MD; John Spertus , MD, MPH; Ruth Masterson Creber , PhD, MSc, RN

BACKGROUND: Women, Black, and Hispanic patients bear a disproportionate burden of cardiovascular disease yet remain 
underrepresented in clinical trials. Understanding patient perspectives is essential to developing inclusive recruitment 
strategies in cardiovascular research.

METHODS: The RECHARGE trial (Revascularization Choices Among Underrepresented Groups Evaluation) is an ongoing 
comparative effectiveness study comparing percutaneous coronary intervention and coronary artery bypass grafting among 
women, Black, and Hispanic patients. To inform recruitment strategies, we conducted a qualitative study using in-person 
and virtual focus groups and semistructured interviews. Participants were US adults who identified as Black or Hispanic 
and had a history of percutaneous coronary intervention, coronary artery bypass grafting, or advanced cardiovascular 
disease. Interviews were guided by the Social-Ecological Model and analyzed using directed content analysis with a constant 
comparative approach.

RESULTS: The sample included 42 participants (35 women, 7 men); 29 identified as Hispanic and 13 as Black. Barriers and 
facilitators to trial participation spanned multiple levels of the Social-Ecological Model. At the individual and interpersonal 
levels, barriers included complex study materials, excessive medical jargon, and mistrust of randomization, with concerns 
about being assigned a less effective treatment. At community and societal levels, participants cited limited recruitment 
outreach, lack of culturally and linguistically appropriate materials, and mistrust stemming from historical research injustices. 
Facilitators included trust in healthcare providers, reassurance regarding treatment appropriateness, and involvement of 
family or support systems. At the community and societal levels, accessible, visual, and multilingual materials were highlighted 
to support understanding. Participants emphasized the value of plain language, visual, and multilingual materials, adequate 
time for shared decision-making, and transparent communication about study goals.

CONCLUSIONS: Increasing representation of underrepresented populations in cardiovascular trials requires transparent, 
accessible communication and trust-centered recruitment strategies. Leveraging trusted healthcare providers and community-
based outreach is critical to advancing equity in cardiovascular research.
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Coronary revascularization trials have historically 
enrolled predominantly non-Hispanic White men, 
creating a critical gap in understanding the out-

comes of percutaneous coronary intervention (PCI) and 
coronary artery bypass grafting (CABG) among women, 
racial, and ethnic minority groups.1–3 Women, Black, and 
Hispanic patients are disproportionately affected by car-
diovascular disease (CVD) and often experience worse 
outcomes after revascularization with both procedures.4,5 
Despite representing the largest racial and ethnic minor-
ity groups in the United States, Black and Hispanic 
individuals remain underrepresented in cardiovascular 

research, limiting the evidence available to guide their 
prognosis and treatment decisions for PCI and CABG.6,7

The lack of representation reflects a longstanding 
and systemic problem in cardiovascular research.8,9 In a 
review of 178 cardiovascular randomized controlled tri-
als (RCTs) conducted from 1998 to 2017, only 42.7% 
reported race data, and the enrollment of Hispanic 
(11.2%), Black (4%), and female (28.3%) participants 
was much lower than the proportions of these groups 
with CVD.10,11 Even recent landmark PCI versus CABG 
trials, including the EXCEL (Effectiveness of Left Main 
Revascularization) and SYNTAX (Synergy Between PCI 
With Taxus and Cardiac Surgery) trials, enrolled only 
22% to 28% women.12–14 These persistent disparities 
raise concerns about the generalizability of trial findings 
and underscore the need for studies that more accu-
rately reflect real-world patient populations.

Understanding the factors driving underrepresenta-
tion is essential to improving recruitment in clinical tri-
als. Research across multiple disciplines has identified 
individual, interpersonal, and structural barriers that 
contribute to low participation in research among under-
represented populations.15,16 One major barrier is trust, 
shaped by longstanding medical injustices and ongoing 
systemic inequities.17 Trust, in the context of research, is 
a multifaceted construct encompassing perceptions of 
ethical conduct, transparency, cultural respect, and pro-
tection from harm.18,19

The RECHARGE (Revascularization Choices Among 
Underrepresented Groups Evaluation) RCT aims to address 
this critical gap by evaluating the comparative effective-
ness of PCI and CABG by enrolling only women, Black, 
and Hispanic patients for whom clinical equipoise exists.20 
To inform recruitment strategies before trial initiation, we 
conducted focus groups with Black and Hispanic individu-
als with a history of PCI, CABG, or advanced CVD. The 
objective of this qualitative study was to identify patient-
reported facilitators and barriers to cardiovascular research 
participation to improve the inclusivity and accessibility of 
the RECHARGE trial and inform future related trials.

METHODS
Ethics Statement
This study was reviewed and approved by the institutional 
review board at Columbia University. Participants provided ver-
bal informed consent and received an information sheet outlin-
ing the study.

Conceptual Framework
We used the Social-Ecological Model (SEM) as a guiding 
framework to examine the multilayered barriers and facilitators 
to clinical research participation.16 The SEM conceptualizes 
behaviors as shaped by interactions across individual, inter-
personal, community or organizational, and societal and has 
been widely applied to study social and structural influences 

What Is Known
•	 Major cardiovascular randomized clinical trials, 

including percutaneous coronary intervention versus 
coronary artery bypass grafting studies, have pre-
dominantly enrolled non-Hispanic White men.

•	 Black and Hispanic patients experience a high bur-
den of cardiovascular disease, yet remain under-
represented in cardiovascular research, limiting the 
generalizability of trial findings.

What The Study Adds
•	 This study presents patient-informed insights from 

Black and Hispanic adults regarding barriers to and 
facilitators of participation in cardiovascular random-
ized clinical trials, including trials comparing percu-
taneous coronary intervention and coronary artery 
bypass grafting.

•	 Participants identified physician endorsement, clear 
explanations of randomization and its clinical ratio-
nale, and inclusion of family or support systems as 
central to informed trial participation.

•	 Findings highlight the value of using visual and easy-
to-understand communication approaches to build 
trust, improve understanding, and support engage-
ment in cardiovascular research.

Nonstandard Abbreviations and Acronyms

CABG	 coronary artery bypass grafting
CVD	 cardiovascular disease
EXCEL	� Effectiveness of Left Main 

Revascularization)
PCI	 percutaneous coronary intervention
RCT	 randomized controlled trial
RECHARGE	� Revascularization Choices Among 

Underrepresented Groups 
Evaluation Randomized Controlled 
Trial

SEM	 Social-Ecological Model
SYNTAX	� Synergy Between PCI With Taxus 

and Cardiac Surgery
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on research participation.16,21,22 In this study, the SEM informed 
theme identification and organization across these levels.

Study Design
This was a prospective, exploratory qualitative study that sought 
to identify barriers and facilitators to cardiovascular clinical trials 
among racial and ethnic minority populations to inform inclusive 
enrollment strategies in the RECHARGE trial. Participants were 
not enrolled in RECHARGE. Individual interviews and focus 
groups were conducted with adults with a history of coronary 
revascularization or advanced CVD. Data were analyzed using a 
thematic approach, and the final codebook may be made avail-
able from the corresponding author on reasonable request.

Study Participants
Eligible participants were individuals aged 45 years to 75 
years with prior PCI, CABG or a history of advanced CVD 
who self-identified as Black or Hispanic, spoke English 
or Spanish, and were able to provide informed consent. 
Participants were recruited through the Washington Heights/
Inwood Infrastructure for Community-Centered Comparative 
Effectiveness Research Project,23,24 Columbia University 
Medical Center’s RecruitMe network,25 and the RECHARGE 
Patient and Stakeholder Advisory Board to facilitate recruit-
ment beyond New York City.26 Recruitment concluded when 
thematic saturation was reached.27

Interview Guide
The interview guide (Supplemental File 1) was developed with 
input from the RECHARGE Patient and Stakeholder Advisory 
Board, which was chaired by a patient with lived experience of 
PCI and CABG and included community leaders, health edu-
cators, cardiac surgeons, cardiologists, nurses, hospital admin-
istrators, and researchers. The guide explored participants’ 
experiences with PCI and CABG, perceived barriers and facili-
tators to clinical trial participation, perspectives on enrollment 
in a randomized trial comparing PCI and CABG, and the types 
of information that would support informed decision-making for 
participation. The study adhered to the Consolidated Criteria for 
Reporting Qualitative Research guidelines (Supplemental File 2).

Data Collection
Interviews were conducted via Zoom between February 2024 
and June 2024, consisting of 13 focus groups and 11 indi-
vidual interviews. Focus groups ranged from 2 to 4 participants. 
Interviews were conducted in English or Spanish by a trained, 
bilingual Certified Health Education Specialist with qualitative 
research experience and lasted 40 to 60 minutes. All sessions 
were audio-recorded and transcribed verbatim using a HIPAA-
compliant transcription service. Field notes were taken during 
interviews to enhance dependability. Participants received a 
$75 gift card as compensation.

Data Analysis
Four members of the research team (a Hispanic female, 
Master’s degree researcher; a Hispanic female research assis-
tant with a Bachelor’s degree, a Hispanic male research assis-
tant with a Bachelor’s degree, and an Asian male undergraduate 

public health student) analyzed transcripts using NVivo 12 
software. Spanish-language interviews were translated into 
English using a HIPAA-compliant service and independently 
reviewed for accuracy by 2 bilingual team members before 
analysis. Inductive content analysis was used to identify com-
mon themes.28

All transcripts were independently coded by at least 2 of 
4 coders, and coding discrepancies were resolved through 
weekly iterative discussions, and consensus on themes and 
subthemes was reached collaboratively.29 A codebook was 
developed based on the interview guide and refined through the 
double-coding process (Supplemental File 3). Methodological 
triangulation was achieved by incorporating data from both 
focus groups and individual interviews, and investigator trian-
gulation was supported by a multidisciplinary analytic team.

Themes were subsequently organized as barriers or facilita-
tors and mapped to the SEM across 4 levels. Individual-level 
themes reflected participants’ knowledge, beliefs, and atti-
tudes toward research, including understanding of random-
ization. Interpersonal themes captured the influence of family 
members, friends, and healthcare providers. Community and 
organizational themes reflected experiences with healthcare 
institutions and research practices, whereas societal-level 
themes addressed broader cultural norms, values, and policies 
shaping attitudes toward clinical trial participation.

RESULTS
The study sample included 42 participants (35 females, 
7 males) with a mean age of 62.8±8.1 years. Of these, 
29 self-identified as Hispanic, and 13 as Black. Partici-
pants had a history of PCI (n=13), CABG (n=6), both 
procedures (n=6), or advanced CVD (n=22). Most were 
from New York State (n=33, 76%); 2 participants were 
from California, and 1 participant each was from North 
Carolina, Florida, Texas, New Jersey, Tennessee, and Vir-
ginia. Table 1 summarizes the participants’ demographic 
characteristics.

Qualitative Results
Across interviews and focus groups, we identified 7 bar-
riers and 9 facilitators to cardiovascular trial participation 
spanning the 4 levels of the SEM (Figure 1).

Patient-Identified Barriers to Engaging 
Cardiology-Related Clinical Trials
Barriers across the SEM reflected an interplay of mis-
trust in research practices, complex communication, and 
limited accessibility of research within underrepresented 
communities (Table 2).

Individual Level: Unclear Explanation of 
Randomization Contributes to Hesitancy
Skepticism about randomization and generalization was 
prevalent, as participants expressed wanting personalized 
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approaches that address their treatment needs. Some 
participants believed that treatment assignment in RCTs 
was influenced by socioeconomic status or insurance 
coverage, raising concerns about receiving a “worse” 
treatment.

“It does depend on your insurance. It depends on what 
you can pay for what they will give you…If you can 
afford open heart surgery, and they can give you a 

stent, you are about to get your chest cracked open. 
That’s just the bottom line.”—73-year-old Hispanic 
female

Interpersonal Level: Inaccessible 
Communication Hinders Engagement and 
Understanding
Participants described prior clinical encounters in which 
procedures were explained using dense medical jargon 
that did not account for varying levels of health literacy. 
Often, participants mentioned that medical jargon creates 
a perception that providers prioritize technical expertise 
over the “human side of the equation,” leaving them feel-
ing undervalued. They also raised concerns about trans-
parency and wanted reassurance from their providers that 
both procedures were appropriate options within an RCT.

Community Level: Limited Outreach and 
Supportive Research Efforts
Participants highlighted challenges related to accessibil-
ity and representation, noting that research often feels 
inaccessible to their communities, that racial minorities 
are excluded, and that there is little follow-up or support 
after data collection.

“But one problem with a clinical trial that I am aware of 
is a lot of times, when the trial is over, there is no follow-
up or there is no coverage for the people that were in 
it.”— 62-year-old Hispanic male

Societal Level: Historical Mistrust and Systemic 
Inequities
Many participants voiced concerns about historical 
mistreatment and systemic inequities, highlighting that 

Table 1.  Self-Identified Demographic Characteristics of the 
Interview Sample

Demographic characteristic Overall (N=42)

Age, y (mean, SD) 62.8 (8.1)

Sex, n (%)

 � Female 35 (83.3)

 � Male 7 (16.7)

Self-identified race, n (%)

 � Black 13 (31.0)

 � White 29 (69.0)

Self-identified ethnicity, n (%)

 � Hispanic or Latino origin 29 (69.0)

Primary language, n (%)

 � English 16 (38.1)

 � Spanish 26 (61.9)

CVD history or surgery

 � PCI 13 (31.0)

 � CABG 6 (14.3)

 � CABG and PCI 3 (7.1)

 � No surgery, but has advanced CVD 20 (47.6)

History of stroke, n (%)

 � No 37 (88.1)

 � Yes 5 (11.9)

CABG indicates coronary artery bypass grafting; CVD, cardiovascular disease; 
and PCI, percutaneous coronary intervention.

Figure 1. Multilevel barriers and 
facilitators to trial participation.
Barriers and facilitators to participation 
in a randomized trial comparing coronary 
artery bypass grafting and percutaneous 
coronary intervention, organized across 
individual, interpersonal, community/
organizational, and societal levels of the 
Social-Ecological Model.
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past unethical practices contribute to ongoing mistrust 
of research institutions and fears of being treated as 
“guinea pigs.” Explicit mentions of mistrust in research 
were most frequently cited by Black participants, with 
some describing historical mistreatment as a major bar-
rier to trusting their providers’ guidance on revascular-
ization options. Many expressed a strong desire for 
providers to acknowledge this history and adopt compre-
hensive communication practices.

“[Researchers] giving them things that they should 
not have been giving to them because that’s not what 
they were told they were given and just being deceitful. 
That’s created such a big area of mistrust, and that’s 
not in the back of a person’s mind if they are African 
American—that’s in the front of your mind. So, when 
people are talking about doing research, no, you are 
not going to use my body for research.”—57-year-old 
Black female

Patient-Identified Facilitators to Engaging 
Cardiology-Related Clinical Trials
Facilitators of research emphasized promoting 
engagement and trust within minoritized communi-
ties through provider advocacy for trial participation, 
involvement of support systems in decision-making, 
providing transparent and accessible research mate-
rials, and acknowledgment of historical injustices in 
research (Table 3).

Individual Level: Practical Incentives Encourage 
Participation
Participants identified financial compensation as a 
practical facilitator that helped offset time and logisti-
cal burdens. Some also viewed randomization positively, 
describing it as a fair process that reduced provider bias 
in treatment assignment.

Table 2.  Participant-Identified Barriers to Engaging in Cardiology-Related Research

SEM level Barriers Illustrative quotes

Individual Skepticism of 
randomization in 
research

“No. Randomization doesn’t work because we are different, we are unique and that takes that part out of 
it completely. There are different treatments our body reacts certain ways differently, and to do everything 
randomized in a sense, if everybody is on an equal playing field, but we are not. It’s not equal.”—45-year-old 
Black female

“It does depend on your insurance. It depends on what you can pay for what they will give you…If you can 
afford open heart surgery, and they can give you a stent, you are about to get your chest cracked open. That’s 
just the bottom line.”—73-year-old Hispanic female

Interpersonal Inaccessible 
communication

“They are still thinking of it from their end and that’s probably hard, because you are asking somebody with 
this high medical degree…they’ve got to understand how you would think… they are so hammered with data 
that they are ignoring the human side of the equation, so to speak, and I think that’s why a lot of people say 
no.”—62-year-old Hispanic male

“Because different people have different dialects, different words mean different things to different people… 
Okay, just because we speak Spanish doesn’t mean that all of us speak the same Spanish, and English is a 
very difficult language.”—73-year-old Hispanic female

Lack of transparency Some clinics, they are not transparent in what they are doing. This causes a mistrust between the clinic and 
the participants.”—45-year-old Black male

Community/ 
Organizational Level

Community-level 
mistrust

“The randomization and open-heart surgery, it’s just… we are fearful of the outcomes that have happened 
based off the past and I think before you can do those types of studies and trials you will have to build trust in 
the community. You have to go in the community to be part of the community before you can do that, because 
I’ve lost a lot of trust. I think that has to be done first.”—52-year-old Black female

“I would think about it. Because science has advanced a lot and scientists are very intelligent, they choose the 
weakest person to be part of the study.”—65-year-old Hispanic female

Belief in exclusionary 
practices

“I think their upbringing has a lot to do with it. So, unless those kids grow up in an environment where they 
can network with people who are more knowledgeable than they are, then those who are less educated are 
overlooked. Nobody reaches out to them because they don’t have the credentials that some people feel they 
need to have.”—73-year-old Hispanic female

“ They prefer to provide study opportunities to Americans… and people of color and Hispanics are treated as 
minorities.”—68-year-old Hispanic female

Limited ongoing 
support

“But one problem with a clinical trial that I am aware of is a lot of times, when the trial is over, there is no 
follow-up or there is no coverage for the people that were in it.”—62-year-old Hispanic male

Societal Historical mistrust and 
systemic inequities

“We’ve been guinea pigs and we are guinea pigs because everything that they give us is not something that 
they know”—65-year-old Hispanic female

“It just goes back to using humans as guinea pigs and giving them things that they should not have been 
giving to them because that’s not what they were told they were given, and just being deceitful. That’s created 
such a big area of mistrust and that’s not in the back of a person’s mind if they are African-American, that’s 
in the front of your mind. So, when people are talking about doing research, no, you are not going to use my 
body for research.”—57-year-old Black female

SEM indicates Social-Ecological Model
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“I strongly believe that a clinical trial that’s done this 
way leaves less of an opportunity for the doctors to 
have control of who goes into the study, who receives 
for instance a placebo or an actual drug, or an actual 
procedure. I think if it’s left to chance, the opportunity 
for a positive outcome is greater.”—61-year-old Black 
male

Interpersonal Level: Trust in Providers and 
Family Support
Trust in healthcare providers was described to strongly 
influence their willingness to participate, particularly when 
clinicians took time to explain procedures, answer ques-
tions, and engage patients with respect and patience. 
Some participants expressed greater willingness to par-
ticipate when research participation was recommended 
by a trusted provider.

“With the knowledge that either option would be in my 
best interest, and with the help of my doctor, I wouldn’t 
have a problem making a choice.”–75-year-old Black 
female

This perspective was also commonly noted among 
Hispanic participants, who underscored the importance 
of personal connections with healthcare providers and 
the involvement of family or support systems before 
deciding to enroll in a study.

“I would talk to my family first before making a 
decision.”—65-year-old Hispanic female

Community Level: Accessible Materials and 
Transparent Communication
Participants emphasized the need for community-
centered outreach efforts and transparent communica-
tion about research validity, purpose, and risks.

“I would want some data, if you are going to present to 
me… Some track record, …of both procedures. Why 
the research is being done. Why is it being looked at. 
What are the potential shortfalls, what are the poten-
tial benefits, that kind of stuff.”—62-year-old Hispanic 
male

Simplified, visual materials, such as videos and inter-
active models, were highlighted as effective tools for 
enhancing understanding.

“I think a clear visualization [would be helpful] ….Infor-
mation more than just on a piece of paper. Something 
that’s concrete that I can understand.”—62-year-old 
Hispanic male

Societal Level: Acknowledgment of Historical 
Injustices is Crucial for Trust
Participants emphasized that acknowledging systemic 
inequities and historical medical injustices is essential 
for rebuilding trust in research, particularly through 
healthcare institutions taking ownership of past 
injustices.

“It’s about trust, but I am going to take it a level higher….
So, on some level, at a national level, it’s acknowledg-
ing and owning the past, repenting for the past and 
really working with community leaders.”—56-year-old 
Black female

Implementation of Participant-Centered 
Strategies in the RECHARGE Trial
Findings from the focus groups were directly integrated 
into the RECHARGE trial’s recruitment strategies. These 
strategies were organized around 4 patient-identified 
priorities: randomization, communication and transpar-
ency, recruitment and support, and trust-building. As 
shown in Figure 2, each priority informed specific, action-
able strategies to enhance participant engagement. The 
RECHARGE Stakeholder Advisory Board played a cen-
tral role in ensuring that these efforts reflected the real-
world patient perspectives and priorities identified in this 
study.

To improve understanding of randomization, study 
materials were developed using plain language to 
explain the process, emphasize physician oversight and 
clinical equipoise, and clarify that treatment assign-
ment is not based on demographic characteristics. To 
enhance communication and transparency, we clari-
fied the criteria for participant outreach, emphasized 
the routine use of CABG and PCI in clinical practice, 
and reinforced the role of participants’ own health-
care providers in the study recommendation process. 
Insights regarding the importance of physician-led rec-
ommendations for participation and family involvement 
also informed site trainings, with the goal of creating 
more opportunities for shared decision-making during 
recruitment.

Recruitment materials explicitly addressed the histori-
cal underrepresentation of diverse populations in cardio-
vascular trials and highlighted the value of participant 
contributions. Trust-building efforts included multilingual, 
visually accessible materials shaped by patient input and 
explicit acknowledgment of past underrepresentation 
to foster confidence in the research process. Examples 
of our institutional review board–approved recruitment 
materials, including, infographics, brochures, and patient 
videos designed to accommodate different learning 
styles, are provided in Supplemental File 4.
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DISCUSSION
In this prospective qualitative study, we identified patient-
reported barriers and facilitators to participation in a car-
diovascular RCT. Our findings provide actionable insights 
for improving engagement in future cardiovascular trials, 
including the RECHARGE trial, which is uniquely posi-
tioned to address a critical evidence gap by enrolling 
underrepresented racial and ethnic minorities for whom 
clinical equipoise exists between PCI and CABG.

Barriers to Engagement in Cardiovascular 
Clinical Research
Participants described multiple barriers to trial partici-
pation, particularly related to recruitment materials, ran-
domization, and structural access. Many found traditional 
informed consent documents overly complex, lengthy, 

and filled with medical jargon, contributing to confusion 
and disengagement, especially among individuals with 
lower health literacy.30,31 Several participants reported 
feeling overwhelmed by unclear explanations from pro-
viders, underscoring the need for intentionally accessible 
and patient-centered communication. Without intentional 
modifications to enhance accessibility, traditional meth-
ods risk alienating individuals who might otherwise be 
open to participation.

Participants expressed both positive and nega-
tive views of randomization. Some questioned whether 
assignments to PCI or CABG were truly random, sus-
pecting external influences such as insurance coverage. 
Hesitancy toward randomization has also been reported 
in previous studies,17,32,33 and often related to concerns 
about historical injustices and unethical research prac-
tices.34–36 Conversely, some participants viewed random-
ization as a way to reduce provider bias in treatment 

Table 3.  Participant-Identified Facilitators to Engaging in Cardiology-Related Research

SEM level Facilitators Illustrative quotes

Individual Belief in fairness in 
randomization process

“I strongly believe that a clinical trial that’s done this way leaves less of an opportunity for the doctors to 
have control of who goes into the study, who receives for instance a placebo or an actual drug, or an actual 
procedure. I think if it’s left to chance, the opportunity for a positive outcome is greater.”—61-year-old Black male

Practical incentives “The socio-economics about it. The fact that we are busy and some of us are single parents. There are a lot of 
barriers when it comes to time…If there is an incentive to make sure that we are there, that could be an option. 
So, it has to be incentivized.”—45-year-old Black female

Interpersonal Trust in providers 
recommending research 
participation

“With that knowledge of the fact that either one of them would be to my best interest, with the help of my 
doctor, and because of that and because of my relationship… Then I wouldn’t have a problem making a 
choice.”—75-year-old Black female

“I want to see [my doctor] and I know that she can talk me down, bring me down, have that attention to say, 
yes, even though you are being firm, I allow you to be firm with me because I believe you, what you’re saying”—
70-year-old Black female

Clear, accessible 
communication

“What I noticed about her [the physician] is that when I go into her office and I have questions, she does not 
mind answering my questions…if she uses technical terms she will break it down for me and explain to me 
what’s going on. She doesn’t try to rush me out of her office. I felt like in the hospital, when I was trying to talk 
to this guy, he would try to rush out of my room and I got no answers.”—57-year-old Black female

Family/support system 
involvement in decision-
making process

“I would meet with my family and see what they think. If they say the surgery is better, although my life might be 
in danger, I’ll do it.”—68-year-old Hispanic female

“I have gathered my family and looked for different doctors that conduct that procedure [PCI] for my heart to 
avoid having to do surgery”—65-year-old Hispanic female

Community/
organizational

Community health 
outreach

“A lot of times, people don’t participate in things because they don’t know it exists. So, finding different 
channels, community-driven channels that allow people to have that access to those things, because I think 
a lot of times, there may not be people like me who have those reservations. There may be people who are 
interested in it, but they just don’t know that it’s available to them.”—52-year-old Black female

“Go to community centers or churches where many of us gather, and, for instance, announce at Church that 
there will be a talk to provide information about what will be done with us. It’s very important to inform people.”—
65-year-old Hispanic female

Transparency “I would want some data, if you are going to present to me, about scientific data… Some track record, and I 
don’t know if I’m saying it right, of both procedures maybe. Why the research is being done. Why is it being 
looked at. What are the potential shortfalls, what are the potential benefits, that kind of stuff.”—62-year-old 
Hispanic male

Simple, visual research 
material

“I think a clear visualization… If you have the model, you can open it and take it, and show over here. Information 
more than just on a piece of paper. Something that’s concrete that I can understand.”– 63-year-old Hispanic 
male

Societal Acknowledgment of 
systemic inequities

“It’s about trust, but I am going to take it a level higher. America did a disservice to our community on a number 
of fronts. Where I see the tide turning is ownership of the past; acknowledging and admitting that there is a 
history of mistrust. I mean, it’s rightfully so, a founded history of mistrust, but at some point, and I don’t know 
what the correct organization or the agency is but public health agency…So, on some level, at a national level, 
it’s acknowledging and owning the past, and really working with community leaders.”—56-year-old Black female

PCI indicates percutaneous coronary intervention; and SEM, Social-Ecological Model.
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decisions. These findings suggest that explanations of 
randomization should explicitly address how the pro-
cess minimizes selection bias and clarify that demo-
graphic or insurance factors do not determine treatment 
assignment.

Structural barriers to recruitment were another key 
theme, with many participants noting that underrepre-
sented groups are often excluded from clinical research 
invitations. This further highlights the need for research 
teams to prioritize outreach strategies that build trust and 
demonstrate commitment to inclusion, ensuring equitable 

opportunities for historically overlooked populations.29–37 
Additionally, sharing study results with participants after 
the trial is complete is an opportunity to build trust.

Facilitators for Increasing Representation
Clear, transparent communication was consistently 
identified as a key facilitator to enhance comprehen-
sion. Participants recommend incorporating visual aids 
to explain certain concepts, such as randomization. For 
example, a coin flip has frequently been used to illustrate 

Figure 2. Participant-informed recruitment strategies in the RECHARGE trial (Revascularization Choices Among 
Underrepresented Groups Evaluation)
. Participant-informed strategies to improve engagement in the RECHARGE trial, mapped across socioecological levels and focused on 
randomization education, transparent communication, community engagement, and trust-building. CABG indicates coronary artery bypass 
grafting; PCI, percutaneous coronary intervention; and RCT, randomized controlled trial.
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randomization,38 but some participants found this anal-
ogy uncomfortable in the context of invasive cardiovas-
cular procedures. They suggested pairing such visuals 
with a clear explanation emphasizing that both PCI and 
CABG are appropriate, evidence-based options. Multi-
lingual materials and describing the societal benefits of 
participation and its potential to advance equity in cardio-
vascular care were also viewed as motivating.38,39

Support Systems in Decision-Making
Many participants emphasized the importance of having 
support systems when making medical decisions, noting 
that family members would influence their willingness 
to enroll in a trial. Allowing adequate time for discussion 
with support systems before asking potential participants 
to decide may improve recruitment, consistent with prior 
research demonstrating the benefits of family engage-
ment in research participation.40,41

Proactively Working Toward Building Trust in 
Research
Most participants recommended that acknowledg-
ing historical injustices and explaining how trials like 
RECHARGE address these inequities is essential for 
building trust. Consistent with prior studies, our partici-
pants expressed skepticism about the intentions and 
ethical safeguards of clinical trials.35,42–44 Several partici-
pants noted that learning about the lack of representa-
tion in previous RCTs comparing PCI and CABG would 
help them understand why a study like RECHARGE is 
needed. Therefore, clearly describing efforts to address 
these gaps may encourage participation and emphasize 
that diverse populations are essential contributors to rep-
resentative medical evidence.

Although historical injustices have shaped mistrust, 
ongoing disparities in healthcare access, communica-
tion, and treatment can continue to reinforce these 
concerns.45 Addressing trust must involve not only 
acknowledging past harms but also actively confront-
ing present-day inequities in research. Evidence-based 
strategies such as partnering with trusted community 
organizations, employing culturally concordant staff, and 
prioritizing transparent, patient-centered communication 
are critical to rebuilding trust in clinical research.46

Trust building also requires proactive engagement 
beyond initial recruitment. Participants highlighted the 
importance of ongoing communication and sharing study 
results, approaches shown to improve recruitment, reten-
tion, and trust.19,47 Investing in long-term engagement 
may lower recruitment costs and enhance inclusivity.48–50 
Practical considerations, including compensation, trans-
portation, and flexible scheduling, were also identified as 
essential for improving trial accessibility among histori-
cally excluded populations.

In response to these findings, the RECHARGE trial 
incorporated participant-informed strategies to improve 
inclusivity and accessibility, including simplified, visually 
oriented, and multilingual recruitment materials. These 
adaptations were designed to address concerns related 
to communication, randomization, and trust, and reflect a 
commitment to integrating patient perspectives into trial 
design.

Limitations
This study’s findings may have limited generalizability as 
participants were primarily from one US region. Although 
the interview guide was developed with broad advisory 
input, some relevant concerns may have been missed. 
The focus on women and Black and Hispanic patients 
may not capture barriers faced by other underrepre-
sented groups or settings. Although bilingual reviewers 
checked translations, some cultural nuances might have 
been lost, introducing potential bias. Lastly, the impact of 
the tailored recruitment materials developed from these 
findings has not yet been assessed.

Conclusions
Reducing disparities in cardiovascular research requires 
a comprehensive, equity-focused approach that 
acknowledges historical inequities, improves accessibil-
ity, and builds trust with underrepresented communities. 
Our findings highlight the importance of recruitment 
strategies that extend beyond traditional outreach by 
prioritizing clear communication, transparency, and cul-
tural responsiveness. Incorporating these participant-
identified strategies into the RECHARGE trial and future 
studies is essential to achieving equitable representation 
in cardiology clinical studies.

ARTICLE INFORMATION
Received March 28, 2025; accepted March 11, 2026.

Affiliations
Weill Cornell Medicine, New York, NY (S.N.d.R., B.R.). Columbia University School 
of Nursing, New York, NY (N.S.-T., M.T., S.E., R.M.C.). Better Outcomes Opti-
mal Scientific Therapies (BOOST), Charlotte, NC (R.M.). Smidt Heart Institute,  
Cedars-Sinai Medical Center, Los Angeles, CA (A.S.). iAdvocate, North Chester-
field, VA (P.O.G.). Northwestern University Feinberg School of Medicine, Chicago, 
IL (C.Y.). NewYork Presbyterian Hospital, Weill Cornell Medicine (M.G.). Icahn 
School of Medicine at Mount Sinai, New York, NY (G.W.S.). University of Missouri 
Kansas City’s Healthcare Institute for Innovations in Quality (J.S.).

Sources of Funding
Supported by PCORI PLACER Award No. 30048; National Institute of Neu-
rological Disorders and Stroke (R01NS123639-03S2); National Heart, Lung, 
and Blood Institute Division of Intramural Research (R01HL161458 and 
R01HL152021); National Institute of Neurological Disorders and Stroke 
(R01NS123639); The funders had no role in the study design, data collection, 
analysis, decision to publish, or preparation of the manuscript.

Disclosures
None.

D
ow

nloaded from
 http://ahajournals.org by on June 22, 2026



Circ Popul Health Outcomes. 2026;19:e012189. DOI: 10.1161/CIRCOUTCOMES.125.012189� May 2026 10

Niño de Rivera et al Patient Perspectives on Cardiac Clinical Trials

Supplemental Material
Supplemental Files 1–4

REFERENCES
	 1.	 Alkhouli M, Alqahtani F, Kalra A, Gafoor S, Alhajji M, Alreshidan M, Holmes DR, 

Lerman A. Trends in characteristics and outcomes of patients undergoing 
coronary revascularization in the United States, 2003–2016. JAMA Netw 
Open. 2020;3:e1921326. doi: 10.1001/jamanetworkopen.2019.21326

	 2.	 Benedetto U, Kamel MK, Khan FM, Angelini GD, Caputo M, Girardi LN, 
Gaudino M. Are racial differences in hospital mortality after coronary artery 
bypass graft surgery real? A risk-adjusted meta-analysis. J Thorac Cardio-
vasc Surg. 2019;157:2216–2225.e4. doi: 10.1016/j.jtcvs.2018.12.002

	 3.	 Thandra A, Jhand A, Guddeti R, Pajjuru V, DelCore M, Lavie CJ, Alla VM. 
Sex differences in clinical outcomes following percutaneous coronary 
intervention of unprotected left main coronary artery: a systematic 
review and meta-analysis. Cardiovasc Revasc Med. 2021;28:25–31. doi: 
10.1016/j.carrev.2020.07.038

	 4.	 Olanisa OO, Parab P, Chaudhary P, Mukhtar S, Moradi A, Kodali A, Okoye C, 
Klein D, Mohamoud I, Mohammed L. Racial disparities and outcomes of per-
cutaneous coronary interventions in patients above 65 years in America: a 
systematic review. Cureus. 2023;15:e42457. doi: 10.7759/cureus.42457

	 5.	 Hravnak M, Ibrahim S, Kaufer A, Sonel A, Conigliaro J. Racial disparities 
in outcomes following coronary artery bypass grafting. J Cardiovasc Nurs. 
2006;21:367–378. doi: 10.1097/00005082-200609000-00007

	 6.	 Vilcant V, Ceron C, Verma G, Zeltser R, Makaryus AN. Inclusion of under-
represented racial and ethnic groups in cardiovascular clinical trials. Heart 
Lung Circ. 2022;31:1263–1268. doi: 10.1016/j.hlc.2022.06.668

	 7.	 Sarraju A, Maron DJ, Rodriguez F. Under-reporting and under-representation 
of racial and ethnic minorities in major atrial fibrillation clinical trials. JACC 
Clin Electrophysiol. 2020;6:739–741. doi: 10.1016/j.jacep.2020.03.001

	 8.	 Khedr S, Hong J, Forter-Chee-A-Tow N, Cygiel G, Heffernan DS, 
Lee BE, Chao SY. Reporting minority race and ethnicity in cardio-
vascular and thoracic journals. J Surg Res. 2024;301:352–358. doi: 
10.1016/j.jss.2024.06.027

	 9.	 Braunstein JB, Sherber NS, Schulman SP, Ding EL, Powe NR. Race, medi-
cal researcher distrust, perceived harm, and willingness to participate in 
cardiovascular prevention trials. Medicine (Baltim). 2008;87:1–9. doi: 
10.1097/MD.0b013e3181625d78

	 10.	 Preventza O, Critsinelis A, Simpson K, Olive JK, LeMaire SA, 
Cornwell LD, Jimenez E, Byrne J, Chatterjee S, Rosengart TK, et al. 
Sex, racial, and ethnic disparities in U.S. cardiovascular trials in more 
than 230,000 patients. Ann Thorac Surg. 2021;112:726–735. doi: 
10.1016/j.athoracsur.2020.08.075

	 11.	 Gaudino M, Di Mauro M, Fremes SE, Di Franco A. Representation of 
women in randomized trials in cardiac surgery: a meta-analysis. J Am Heart 
Assoc. 2021;10:e020513. doi: 10.1161/JAHA.120.020513

	 12.	 Mohr FW, Morice M-C, Kappetein AP, Feldman TE, Ståhle E, Colombo A, 
Mack MJ, Holmes DR Jr, Morel M-A, Van Dyck N, et al. Coronary artery 
bypass graft surgery versus percutaneous coronary intervention in patients 
with three-vessel disease and left main coronary disease: 5-year follow-up 
of the randomised, clinical SYNTAX trial. Lancet. 2013;381:629–638. doi: 
10.1016/S0140-6736(13)60141-5

	 13.	 Serruys PW, Morice M-C, Kappetein AP, Colombo A, Holmes DR, Mack MJ, 
Ståhle E, Feldman TE, van den Brand M, Bass EJ, et al; SYNTAX Investi-
gators. Percutaneous coronary intervention versus coronary-artery bypass 
grafting for severe coronary artery disease. N Engl J Med. 2009;360:961–
972. doi: 10.1056/NEJMoa0804626

	 14.	 Stone GW, Kappetein AP, Sabik JF, Pocock SJ, Morice MC, 
Puskas J, Kandzari DE, Karmpaliotis D, Brown WM, Lembo NJ, et al; 
EXCEL Trial Investigators. Five-year outcomes after PCI or CABG for 
left main coronary disease. N Engl J Med. 2019;381:1820–1830. doi: 
10.1056/NEJMoa1909406

	 15.	 Sanchez AV, Ison JM, Hemley H, Jackson JD. Diversifying the research 
landscape: Assessing barriers to research for underrepresented popu-
lations in an online study of Parkinson’s disease. J Clin Transl Sci. 
2024;8:e34. doi: 10.1017/cts.2024.20

	 16.	 John AP, O’Reilly M. One size does not fit all: overcoming barriers to par-
ticipant recruitment in qualitative research. Nurse Res. 2022;30:1–7.

	 17.	 George S, Duran N, Norris K. A systematic review of barriers and facilitators 
to minority research participation among African Americans, Latinos, Asian 
Americans, and Pacific Islanders. Am J Public Health. 2014;104:e16–e31. 
doi: 10.2105/AJPH.2013.301706

	 18.	 Kerasidou A. Trust me, I’m a researcher! The role of trust in bio-
medical research. Med Health Care Philos. 2017;20:43–50. doi: 
10.1007/s11019-016-9721-6

	 19.	 Wilkins CH. Effective engagement requires trust and being trustworthy. 
Med Care. 2018;56:S6–S8. doi: 10.1097/MLR.0000000000000953

	 20.	 Redfors B, Spertus JA, Yancy C, Masterson-Creber R, Stone GW, 
Gaudino MFL. Expanding revascularization trials to women and under-
served minorities and shifting to patient-centered outcomes: RECHARGE 
trials program. Curr Opin Cardiol. 2024;39:478–484. doi: 
10.1097/HCO.0000000000001177

	 21.	 Salihu HM, Wilson RE, King LM, Marty PJ, Whiteman VE. Socio-ecological 
model as a framework for overcoming barriers and challenges in random-
ized control trials in minority and underserved communities. Int J MCH 
AIDS. 2015;3:85–95.

	 22.	 Mangal S, Park L, Reading Turchioe M, Choi J, Niño de Rivera S, Myers A, 
Goyal P, Dugdale L, Masterson Creber R. Building trust in research through 
information and intent transparency with health information: representa-
tive cross-sectional survey of 502 US adults. J Am Med Inform Assoc. 
2022;29:1535–1545. doi: 10.1093/jamia/ocac084

	 23.	 Yoon S, Wilcox AB, Bakken S. Comparisons among health behavior sur-
veys: implications for the design of informatics infrastructures that support 
comparative effectiveness research. EGEMS (Wash DC). 2013;1:1021. 
doi: 10.13063/2327-9214.1021

	 24.	 Rowell-Cunsolo TL, Cortes YI, Long Y, Castro-Rivas E, Liu J. Accept-
ability of rapid HIV testing among Latinos in Washington Heights, New 
York City, New York, USA. J Immigr Minor Health. 2017;19:861–867. doi: 
10.1007/s10903-016-0525-9

	 25.	 Columbia University Irving Medical Center. Research recruitment website. 
https://recruit.cumc.columbia.edu/home

	 26.	 Sallam A, Suero-Tejeda N, Niño de Rivera S, Monroe R, Gee PO, Spertus JA, 
Masterson Creber R. Integrating community-based participatory research 
into cardiac clinical trials: lessons from REVASCHOICE. JACC Adv. 
2025;4:101799. doi: 10.1016/j.jacadv.2025.101799

	 27.	 Hennink MM, Kaiser BN, Marconi VC. Code saturation versus meaning sat-
uration: how many interviews are enough? Qual Health Res. 2017;27:591–
608. doi: 10.1177/1049732316665344

	 28.	 Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. 
2008;62:107–115. doi: 10.1111/j.1365-2648.2007.04569.x

	 29.	 O’Connor C, Joffe H. Intercoder reliability in qualitative research: 
debates and practical guidelines. Int J Qual Methods. 2020;19:1–14. doi: 
10.1177/1609406919899220

	 30.	 Manta CJ, Ortiz J, Moulton BW, Sonnad SS. From the patient per-
spective, consent forms fall short of providing information to 
guide decision making. J Patient Saf. 2021;17:e149–e154. doi: 
10.1097/PTS.0000000000000310

	 31.	 Simonds VW, Garroutte EM, Buchwald D. Health literacy and informed 
consent materials: designed for documentation, not comprehen-
sion of health research. J Health Commun. 2017;22:682–691. doi: 
10.1080/10810730.2017.1341565

	 32.	 Allison K, Patel D, Kaur R. Assessing multiple factors affecting minority 
participation in clinical trials: development of the clinical trials participation 
barriers survey. Cureus. 2022;14:e24424. doi: 10.7759/cureus.24424

	 33.	 Ding EL, Powe NR, Manson JE, Sherber NS, Braunstein JB. Sex differ-
ences in perceived risks, distrust, and willingness to participate in clinical 
trials: a randomized study of cardiovascular prevention trials. Arch Intern 
Med. 2007;167:905–912. doi: 10.1001/archinte.167.9.905

	 34.	 Jaiswal J, Halkitis PN. Towards a more inclusive and dynamic understand-
ing of medical mistrust informed by science. Behav Med. 2019;45:79–85. 
doi: 10.1080/08964289.2019.1619511

	 35.	 Smirnoff M, Wilets I, Ragin DF, Adams R, Holohan J, Rhodes R, Winkel G, 
Ricci EM, Clesca C, Richardson LD. A paradigm for understanding trust 
and mistrust in medical research: The Community VOICES study. AJOB 
Empir Bioeth. 2018;9:39–47. doi: 10.1080/23294515.2018.1432718

	 36.	 Occa A, Morgan SE, Potter JE. Underrepresentation of Hispanics and 
other minorities in clinical trials: recruiters’ perspectives. J Racial Ethn 
Health Disparities. 2017;5:322–332. doi: 10.1007/s40615-017-0373-x

	 37.	 Erves JC, Mayo-Gamble TL, Malin-Fair A, Boyer A, Joosten Y, Vaughn YC, 
Sherden L, Luther P, Miller S, Wilkins CH. Needs, priorities, and recommen-
dations for engaging underrepresented populations in clinical research. J 
Community Health. 2016;42:472–480. doi: 10.1007/s10900-016-0279-2

	 38.	 Schinkel S, Schouten BC, Kerpiclik F, Van Den Putte B, 
Van Weert JCM. Perceptions of barriers to patient participation: language, 
culture, or discrimination? Health Commun. 2019;34:1469–1481. doi: 
10.1080/10410236.2018.1500431

D
ow

nloaded from
 http://ahajournals.org by on June 22, 2026



Circ Popul Health Outcomes. 2026;19:e012189. DOI: 10.1161/CIRCOUTCOMES.125.012189� May 2026 11

Niño de Rivera et al Patient Perspectives on Cardiac Clinical Trials

	 39.	 Bakken S, Arcia A, Woollen J. Promoting Latino self-management through 
use of information visualizations: a case study in New York City. Stud Health 
Technol Inform. 2020;269:153–160. doi: 10.3233/SHTI200029

	 40.	 Hoerger M, Epstein RM, Winters PC, Fiscella K, Duberstein PR, Gramling R, 
Butow PN, Mohile SG, Kaesberg PR, Tang W, et al. Values and options in 
cancer care (VOICE): study design and rationale for a patient-centered 
communication and decision-making intervention for physicians, patients 
with advanced cancer, and their caregivers. BMC Cancer. 2013;13:1–14. 
doi: 10.1186/1471-2407-13-188

	 41.	 Goldfarb MJ, Bechtel C, de Velasco A, Dodson JA, Jackson JL, 
Kitko L, Piña IL, Rayner-Hartley E, Wenger NK, Gulati M, et al. Engag-
ing families in adult cardiovascular care: a scientific statement from the 
American Heart Association. J Am Heart Assoc. 2022;11:e025859. doi: 
10.1161/JAHA.122.025859

	 42.	 Bowen FR, Epps F, Lowe J, Guilamo-Ramos V. Restoring trust in research 
among historically underrepresented communities: a call to action for 
antiracism research in nursing. Nurs Outlook. 2022;70:700–709. doi: 
10.1016/j.outlook.2022.06.006

	 43.	 Scharff DP, Mathews KJ, Jackson P, Hoffsuemmer J, Martin E, 
Edwards D. More than Tuskegee: understanding mistrust about research 
participation. J Health Care Poor Underserved. 2010;21:879–897. doi: 
10.1353/hpu.0.0323

	 44.	 Geller SE, Koch AR, Roesch P, Filut A, Hallgren E, Carnes M. The 
more things change, the more they stay the same: a study to evalu-
ate compliance with inclusion and assessment of women and minori-
ties in randomized controlled trials. Acad Med. 2018;93:630–635. doi: 
10.1097/ACM.0000000000002027

	 45.	 Caraballo C, Ndumele CD, Roy B, Lu Y, Riley C, Herrin J, 
Krumholz HM. Trends in racial and ethnic disparities in barriers to timely 
medical care among adults in the US, 1999 to 2018. JAMA Health Forum. 
2022;3:e223856–e223856. doi: 10.1001/jamahealthforum.2022.3856

	 46.	 Steinman LE, Parrish AT, Kohn MJ, Wu S, Hara-Hubbard KK, Brown L, 
Imam S, Baquero B, Hannon PA, Snowden MB. Partnering with community-
based organizations to improve equitable access to depression care for 
underserved older adults in the U.S.: Qualitative formative research. Front 
Public Health. 2023;10:1079082. doi: 10.3389/fpubh.2022.1079082

	 47.	 Mangal S, Niño de Rivera S, Choi J, Reading Turchioe M, Benda N, 
Sharko M, Myers A, Goyal P, Dugdale L, Masterson Creber R. Return-
ing study results to research participants: data access, format, and 
sharing preferences. Int J Med Inform. 2023;170:104955. doi: 
10.1016/j.ijmedinf.2022.104955

	 48.	 McCullagh MC, Sanon MA, Cohen MA. Strategies to enhance participant 
recruitment and retention in community-based research. Appl Nurs Res. 
2014;27:249–253. doi: 10.1016/j.apnr.2014.02.007

	 49.	 Kakumanu S, Manns BJ, Tran S, Saunders-Smith T, Hemmelgarn BR, 
Tonelli M, Tsuyuki R, Ivers N, Southern D, Bakal J, et al. Cost analysis and 
efficacy of recruitment strategies used in a large pragmatic community-
based clinical trial targeting low-income seniors: a comparative descriptive 
analysis. Trials. 2019;20:1–12. doi: 10.1186/s13063-019-3652-5

	 50.	 Warner ET, Glasgow RE, Emmons KM, Bennett GG, Askew S, 
Rosner B, Colditz GA. Recruitment and retention of participants in a prag-
matic randomized intervention trial at three community health clinics: 
results and lessons learned. BMC Public Health. 2013;13:1–12. doi: 
10.1186/1471-2458-13-192

D
ow

nloaded from
 http://ahajournals.org by on June 22, 2026


	Patient Perspectives in Cardiovascular Research: A Qualitative Study of Barriers, Trust, and Strategies for Inclusive Clinical Trials
	Methods
	Ethics Statement
	Conceptual Framework
	Study Design
	Study Participants
	Interview Guide
	Data Collection
	Data Analysis

	Results
	Qualitative Results
	Patient-Identified Barriers to Engaging Cardiology-Related Clinical Trials
	Individual Level: Unclear Explanation of Randomization Contributes to Hesitancy
	Interpersonal Level: Inaccessible Communication Hinders Engagement and Understanding
	Community Level: Limited Outreach and Supportive Research Efforts
	Societal Level: Historical Mistrust and Systemic Inequities
	Patient-Identified Facilitators to Engaging Cardiology-Related Clinical Trials
	Individual Level: Practical Incentives Encourage Participation
	Interpersonal Level: Trust in Providers and Family Support
	Community Level: Accessible Materials and Transparent Communication
	Societal Level: Acknowledgment of Historical Injustices is Crucial for Trust
	Implementation of Participant-Centered Strategies in the RECHARGE Trial

	Discussion
	Barriers to Engagement in Cardiovascular Clinical Research
	Facilitators for Increasing Representation
	Support Systems in Decision-Making
	Proactively Working Toward Building Trust in Research
	Limitations
	Conclusions

	ARTICLE INFORMATION
	Affiliations
	Sources of Funding
	Disclosures
	Supplemental Material

	References


