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Abstract
Introduction Despite a higher prevalence of mental disorders
and poorer outcomes, ethnic minorities have low participation
in mental health research in the UK. This restricts the
generalisability of results and leads to health inequalities. It
is important to identify barriers to recruitment and develop
strategies to overcome them.
Methods Field researchers recruiting on the Northwest site of
the CRIMSON trial kept research diaries on the recruitment
process of the SouthAsians. Challenges in recruiting themwere
reflected on by researchers, and effective strategies employed
were documented. Diary entries were kept for all participants
and those who refused. Thematic analysis was carried out on
the diary accounts and common themes documented.
Results There were 46 South Asian servicer users eligible to
trial participation. Field researchers were able to approach 32
(70%) service users and out of these 23 (50%)were recruited.

From these 23 recruited participants, 13 were deemed to have
cultural issues requiring researchers to devise strategies be-
yond the standard recruitment procedures, remaining 10 did
not present with any cultural issues. Diary entries for the 13
participants with cultural issues and 9 that refused to partici-
pate were available. Thematic analysis resulted in 12 themes
with provision of translated materials, availability of inter-
preters and family involvement emerging as the main themes.
Conclusions The identified barriers and solutions can be used
in designing future research. Staff training and strategies can
be planned in advance thus pre-empting recruitment shortfalls.
This will enhance ethnic participation and help bring down
ethnic health disparities.
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Introduction

It is well established that despite a higher prevalence of mental
disorders [1–7], ethnic minorities tend to have low participa-
tion rates in mental health research in the UK [8]. Some have
suggested that this is “due to perceived cultural and commu-
nication difficulties” [9], citing the difficulties with language
and literacy problems throughout the recruitment stage; par-
ticularly when gaining informed consent. Others have referred
to the increased costs of recruiting from ethnic minorities [10],
which are often not considered in research proposals.

Cultural and communication barriers are cited throughout the
literature as impediments to recruitment. A systematic review of
barriers to the recruitment of ethnic minorities into mental health
trials [11] described cultural barriers as lack of recognition and
insight into illness, poor help-seeking, stigma and participants’
lack of understanding with regard to the benefits of research.
Communication barriers included non-availability of translated
materials and linguistically matched recruiters. Both categories
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to an extent are closely linked, but we need to fully understand
them as both require different solutions. Such barriers are not
only problematic when recruiting ethnic minority groups into
mental health research, but are also relevant within research of
non-mental health conditions [12–18].

There are two key reasons why researchers should make
particular efforts to recruit participants from ethnic minorities.
First, under-representation of sub-groups from the general
population compromises the generalisability of the study find-
ings. Second, reduced participation in research denies people
from ethnic minorities access to new treatments, and promul-
gates health inequalities [12, 19, 20]. There are few UK-based
mental health trials that have made particular efforts to recruit
people from ethnic minorities [21, 22] and the situation is
similar in the USA. Non-mental health trials have revealed
effective recruitment of ethnic minorities [15, 16, 18].

Recruiters’ experiences, both internationally and at a local
level, add to the knowledge base within this area, providing
valuable lessons for future research involving ethnic minori-
ties. Critical consideration of the recruitment of diverse mi-
nority groups in the US [23] was undertaken in order to
understand cultural distinctions within research into ageing,
which supports the need to consider cultural barriers, such as
those categorised above. Other research exploring the diverse
ethnic minority recruitment in the USA placed importance on
recruitment rates, considering how women can be more suc-
cessfully recruited into non-mental health studies [24]. Such
research provides descriptive analysis of recruitment rather
than in depth accounts from front line researchers.

Within the UK, some attempts have been made to describe
researchers’ experiences of recruiting South Asian partici-
pants into non-mental health research. A review of the litera-
ture regarding recruitment into clinical trials and qualitative
interviews (from both professionals and participants) has sug-
gested some effective strategies for recruiting South Asians
into clinical trials [25]. Recruitment strategies within diabetes
and obesity research [16] have added to the knowledge base of
recruiting South Asians, with authors documenting their find-
ings from questionnaires completed by recruiters [15]. Whilst
these studies introduce the recruiters’ perspectives, they draw
on quantitative data, rather than elaborating on the qualitative
findings from front line researchers’ recruitment experiences.
Evidence of more qualitative experiences are reported within
the recruitment of British South Asians during a cancer clin-
ical trial [18], which uses insights from literature and local
experiences of front line staff to review the factors that may
influence the participation of this group. Whilst this literature
details the importance of considering the recruitment of ethnic
minorities into research, the authors did not find any literature
pertaining to the experiences of recruitment within mental
health research in the UK. Instead the learning comes from
physical health trials. Therefore, this paper seeks to build on
what is already known in order to explore researchers’

experiences of the recruitment of South Asian participants
into mental health research.

The UK has an ethnic minority population of 8 % of whom
50 % [26] are South Asian (defined as family origin in India,
Sri Lanka, Pakistan, Bangladesh, Bhutan, Nepal, and the
Maldives). In the UK, South Asians have a disproportionately
high prevalence of mental disorders [4, 21]. Successful studies
focusing on mental health in South Asians have put consider-
able targeted effort into developing productive relationships
with participant communities [27, 28].

The whole process of research participation needs to be
examined in relation to South Asian communities to identify
barriers to recruitment in order to develop facilitated information
for potential subjects and training for staff. Recruitment is gen-
erally undertaken by field researchers, who are therefore well-
placed to characterise the difficulties in accessing hard-to-reach
groups. It is essential to train staff to equip themwith the skills to
sensitively approach participants and develop effective working
relationships with them. New recruitment strategies like this will
facilitate the recruitment of South Asian participants into re-
search, with potential benefit to themselves and others.

We describe here a thematic analysis of diaries on the
recruitment of South Asians kept by field staff on the CRIM-
SON [29] trial, a multi-centre RCT of Joint Crisis Plans. The
CRIMSON trial aimed to recruit participants from ethnic
minorities as they have been shown to have disproportionately
higher admission rates under theMental Health Act thanwhite
service users [30–34]. The trial was designed to be inclusive
for ethnic minorities and arrangements were made to facilitate
their recruitment with particular reference to South Asians and
Afro-Caribbeans. The study’s aim is to describe the experi-
ences of research staff in recruiting South Asians into the trial
as they have historically been under represented in clinical
research, often due to problems in recruitment.

CRIMSON had three recruitment sites—London, Birming-
ham and Manchester/East Lancashire. In this paper, we report
findings from the Manchester/East Lancashire site, which has
a significant South Asian population, mainly from India and
Pakistan (Greater Manchester, 3.8 %; Burnley, 7.15 %; Black-
burn, 20.6 %) [26]. The challenges and culturally sensitive
strategies used to recruit these participants within the
Manchester/East Lancashire site were explored by the field
researchers. In addition, contact made with those people who
refused to participate has been documented, with accounts as
to the reasons for refusal provided.

Methodology

The CRIMSON [29] trial was an RCT investigating the effec-
tiveness of Joint Crisis Plans in reducing compulsory psychi-
atric hospital admissions and received ethical approval from
King’s College Hospital Research Ethics Committee. A Joint
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Crisis Plan is a document that contains service users’ prefer-
ences about treatment and practical provisions that they would
wish to have in the event of a future crisis. This collaborative
planning approach includes the views of both the service user
and their clinical treatment team. The plan was developed
through a facilitation process by an independent clinician
who ensured that the service users’ views were heard whilst
also confirming that the care teamwere in agreement. The aim
was that the process of devising a Joint Crisis Plan would
empower service users, facilitate early detection and treatment
of relapse and mental illness and decrease the use of the
Mental Health Act. Participants were recruited from commu-
nity mental health teams, assertive outreach teams and early
intervention teams, and they required a diagnosis of a psy-
chotic illness; this included schizophrenia, bipolar affective
disorder and psychotic depression.

The methods of recruitment into CRIMSON followed three
stages. The eligibility criteria were checked. Eligible service
users were aged 16–65, had a diagnosis of psychosis, were on
enhanced-level care programme approach and had a hospital
admission in the previous 2 years. Once it was determined that
the criteria were met, the field researchers approached these
service users’ care coordinators for their approval and to discuss
the best method of approaching the service user. Service users
were then contacted by the method considered most appropri-
ate, including post, telephone or home visits, which could be
joint visits with care coordinators or other support staff.

As one of the primary aims of the trial was to have an
ethnically representative sample, the trial used information
sheets, consent forms and questionnaires translated into Urdu
and Gujarati, and interpretation was available in both lan-
guages. In addition, the Urdu-speaking local investigator
(WW) was also available to speak to families. All interviews
were conducted in the home of either the participant or a
relative.

Based on previous experience in community-based data
collection, the team anticipated some barriers to recruitment
of South Asians and decided to keep diaries detailing accounts
of the recruitment process for all South Asians approached
(excluding those with very fluent English, e.g. as first/only
language) noting the dynamics of the recruitment process
where possible. This allowed researchers to record the

subtleties in difference between the recruitment processes for
South Asian participants, compared with the recruitment of
white British participants. Therefore, whilst it was the inten-
tion of researchers to complete diaries for all South Asians at
the outset, entries on a number of participants were not
deemed necessary, as no such differences in the recruitment
process were observed. To clarify, diary entries were made for
only those South Asian service users where there was a need
to consider cultural issues in the recruitment process. In this
case, cultural issues were defined as issues that required
researchers to go above and beyond the standard recruitment
procedures for the trial. Ethnic minority participants who did
not have any language barriers to recruitment or need any
additional strategies to be employed to assist their recruitment
were classified as having ‘no cultural issues’.

The diaries were maintained by field researchers (AWh and
GB) and interpreters (AW, Urdu and DM, Gujarati). No spe-
cific boundaries were imposed on what researchers could
include within their diaries, beyond their own assessment of
which strategies were necessary above the standard recruit-
ment procedures. In addition to these strategies, the principal
investigator (WW) was able to offer support to the field
researchers and converse with participants over the telephone
and in person to assist the recruitment process. The details of
the research team are provided in Table 1. These diaries were
completed with an aim to use them for furthering the team’s
knowledge and developing future training. Diaries were kept
within the recruitment process for both consenting and non-
consenting participants. Ethical approval was received for
reporting data from service users who did not participate
(where this information was available to the research team).

The purpose was to provide qualitative data for subsequent
thematic analysis. In the analysis of the diaries, a thematic
analysis method was used to analyse the transcribed data
following a systematic, iterative process, whereby codes were
applied to the transcripts, and further refined and organised
into categories that represented the main themes arising from
the data [35]. Initially, themes contained in the diaries were
identified by AW/WW, who devised codes which were
grouped and refined for analysis, in order to identify the
‘story’ behind each theme and how it fitted into the broader
‘overall’ story—i.e. how researchers overcame the barriers to

Table 1 Specifications of research staff

Initials Role Age Sex Ethnicity Birth Background

AW (Urdu, Punjabi) Interpreter 40 F Pakistani Pakistan Psychology graduate with previous field research experience

WW (Urdu, Punjabi) Principal
investigator

47 M Pakistani Pakistan Consultant psychiatrist

DM (Gujarati) Interpreter 27 F Indian UK Clinical studies officer

AWh (English) Researcher 51 F Mixed—white/
Indian

UK Experienced field researcher

GB (English) Researcher 28 F White British UK Chartered Psychologist and experienced field researcher
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recruitment of South Asians into the CRIMSON study. Sub-
sequently, new codes were added where the initial
categorisation proved inadequate to reflect participants’ expe-
riences. Findings were discussed periodically within the re-
search team to refine, challenge and clarify the emerging
conceptual understanding of the participants’ recruitment ex-
periences. Once the analysis was completed, the themes were
read by all contributors and additional comments incorporated.

Results

These diaries reflect on the recruitment process of South
Asian participants into the CRIMSON trial at the
Manchester/Lancashire site. In total, 46 South Asian
service users were screened to be eligible and all were
approached, either by the researcher or care coordinator.
From these participants, 50 % (n=23) were successfully
recruited (as illustrated below). In comparison, 276
White British patients were screened to be eligible, with
51 % (n=142) being successfully recruited into the
study. Ninety-nine of these people refused to participate,
either directly with the researchers or through their care
coordinator and 35 were not approached, due to their
mental health at the time. Figure 1 shows the number of
South Asian participants who were recruited from the
Lancashire/Manchester site and the number that were
included in the diary accounts by field researchers (as
described earlier within the ‘Methodology’ section).

A breakdown of the ethnicity of the participants is tabulat-
ed below in Table 2, showing a comparison between those that
presented cultural issues for consideration against those that
did not.

The 13 South Asian participants that did not require addi-
tional cultural considerations during the process were recruit-
ed smoothly, meaning that diary entries for their recruitment
did not warrant inclusion. The remaining 10 participants that
were recruited, along with the 9 people that were approached
but refused, are referred to in the following diary extracts,
taken from field researchers’ experiences of the recruitment
process.

Thematic Analysis

The themes were initially organised in the sequence that
they were encountered during the process of recruit-
ment, hence in chronological order as to when the
barriers were met. The analysis then developed to con-
sider grouping the individual themes into the type of
barrier documented. Three broader themes emerged from
discussions within the research team and the individual
barriers are presented within the three umbrella catego-
ries—barriers that can be overcome without any extra
effort, resource-based barriers and training needs bar-
riers. To clarify further, those barriers that can be over-
come without any extra effort should be resolved
through routine good practice. Resource-based barriers
refer to material resources and often require additional
financial consideration in order to implement effectively.

46 South Asians were eligible for 

the trial

32 South Asians were approached 

by field researchers

14 approached by care 

coordinators and refused contact 

with the researcher

23 were 

recruited 

2: delayed 

refusal

1: declined to 

have records 

accessed

5: did not find 

research 

beneficial

10: cultural issues13: No cultural issues

1: avoided 

contact with 

new people

Fig. 1 Flowchart to show the
recruitment of South Asian
participants from the Lancashire/
Manchester site
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The third category of training needs barriers, groups
those barriers which can be overcome through providing
effective training to research staff and those clinical
staff who will be actively involved in research process-
es. Within each of the three broader themes, the indi-
vidual barriers remain presented in chronological order
of the research process.

The analysis from the diary entries produced 12 themes
which are explored below, within the three broader categories
as previously explained. The quotes provided are taken direct-
ly from the field researcher diary entries and details are given
after each quote of the participants to which the communica-
tion refers to.

1. Barriers Which Can Be Overcome Without Any Extra
Efforts

Number of Visits
The recruitment of South Asian participants into

the CRIMSON trial often required numerous visits;
one participant (NA, 31 years old, UK-born Pakistani
female) was visited three times and it took six sepa-
rate visits to recruit another participant (NM, 29 years
old, Pakistani-born male). The range of visits to
successfully recruit the 23 South Asian participants
into the study was one to six with the mean being
1.74. The recruitment of White British participants
took less visits with the number of visits needed not
exceeding two. The range for the recruitment of this
group was one to two, with the mean being 1.10.
Care Coordinator Involvement

Because of the structure of mental health
services and the way the trial was designed,
care coordinator involvement was crucial for
recruitment as they act as gatekeepers to the
researchers opening communication with the
service users. Their role served various func-
tions, from conducting a joint visit with them
or providing their support in discussing and

encouraging recruitment. On occasions, the care
coordinator was instrumental in actually arrang-
ing the appointment where the trial would be
discussed.

It was agreed that the participant would discuss this in
the near future with their care coordinator who would
consequently contact me with the information. (MI,
55 years old, Pakistani-born male)

The role of the care coordinator varied de-
pending on whether they could speak the po-
tential participant’s first language. In some
cases, an English-only-speaking care coordina-
tor would be limited to providing an introduc-
tion to the researchers. On other occasions,
multi-lingual care coordinators were able to
actively promote the research in the partici-
pant’s first language.

My first contact with her was a joint visit with her
English-only-speaking care-co-ordinator. (GB, 36 years
old, Bangladeshi-born female)
At my first visit to this woman I was accompanied by
the Urdu-speaking care-co-ordinator. (RK, 29 years old,
Pakistani-born female)
I visited the service user with their care coordinator and
an interpreter who could assist with asking the questions
in Gujarati. (AB, 42 years old, UK-born Indian female)

Timing of Appointments
The time that the recruitment appointments took

place impacted on the consenting process. It was
important to select the most convenient time with
the participant, whilst also showing flexibility
amongst pre-arranged appointments with their care
coordinator.

Unfortunately this was at a rather stressful time for the
family (school holidays) and care coordinator (the ap-
pointment had been delayed over an hour due to a crisis

Table 2 Sociodemographics of
South Asian participants Cultural issues (n=10) No cultural issues (n=13)

Male 3 9

Female 7 4

Mean age (years) 39.2 32.7

Pakistani UK born 2 2

Non-UK born 4 6

Indian UK born 2 3

Non-UK born 1 2

Bangladeshi UK born – –

Non-UK born 1 –
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with another service user). The care coordinator had not
informed the service user of the delay, but was nonethe-
less welcomed. (NM, 29 years old, Pakistani-born male)

At this appointment the service user was visibly very
tired indeed and it was clearly an inappropriate time to
seek informed consent for research. His wife said that
they had relatives visiting and had all been up very late
the night before. She told me that this happens quite a
lot, and I had the impression that they found it overbear-
ing, but had to go along with it for fear of offending
family. School holidays were again due, so we agreed to
leave it for the present. (NM, 29 years old, Pakistani-
born male)

An interpreter describes how the timing of the
appointment needed to be changed during their
initial visit.

When she eventually came for the interview she
could not get on with the interview as there was a
lot of interference from her father in law. She was
asked to leave the interview and make breakfast
for him. Additionally she seemed ill at ease and a
bit flustered hence we decided to re arrange the
interview for another day. (RK, 29 years old,
Pakistani-born female)

Throughout the recruitment process, it was not
unusual for appointments to be cancelled at short
notice or for participants not to be at home at the
arranged time. This required persistence and flexi-
bility from the researchers.

I was able to make an appointment to visit them on
my own. However, they weren’t in and his wife later
telephoned to apologise and re-set the appointment.
As she has good English, she had had to accompany
a non-English-speaking relative to a hospital ap-
pointment, which she has to do for a number of
people. (NM, 29 years old, Pakistani-born male)
The interpreter’s child was ill, so she had to cancel the
appointment. I explained this to the service user’s wife
and arranged another date. (NM, 29 years old, Pakistani-
born male)

Rapport with Participants
The rapport that both the researchers and inter-

preters built up with the participants over the initial
meetings with them was a key factor in whether they
were successfully recruited into the study or not.

The interpreter asked the majority of the questions and
this really helped engage the service user, as they also
spoke a lot about more general things that appeared to

build up trust from them. (AB, 42 years old, UK-born
Indian female)
It was clear that the service user’s wife and the inter-
preter had immediate rapport on the topic of concern
over young children’s health, which made the atmo-
sphere very pleasant. (NM, 29 years old, Pakistani-
born male)

Opportunity to Communicate with Senior Research
Staff

During the recruitment process, the researchers
received assistance from an Urdu-speaking male
psychiatrist (WW) who was a senior member of the
research team. On two separate occasions, he was
able to telephone the participant (or participant’s
family) and make the initial contact. Making this
initial contact in Urdu helped build rapport and made
it easier to assess the willingness of the participant to
become further involved in the recruitment process.

I never received an answer from the uncle, but the new
care coordinator had no objection to him being
approached directly in Urdu. A male Urdu-speaking
doctor telephoned him and he quickly gave his permis-
sion for the service user to participate, and passed the
phone to her and an appointment was made for myself
and the interpreter to visit the following week, which we
did, successfully. (RK, 29 years old, Pakistani-born
female)

There was one occasion where the doctor accom-
panied a researcher on the consent visit. The pres-
ence of a doctor was appreciated by the participant
and the other function this visit served was having a
professional explaining the study to them in Urdu.

I asked if I might visit with an Urdu-speaking doctor
(male). This visit was extremely successful. The con-
versation was mostly, but not wholly in Urdu and the
tone very cordial. The outcome was that the service user
agreed to be assessed for the study and we arranged an
appointment with the interpreter. (NM, 29 years old,
Pakistani-born male)

2. Resource-Based Barriers

Availability of Bilingual Information
The research team ensured that all study materials

were translated into Urdu and Gujarati so as to avoid
exclusion on the basis of limited English-language
skills. This included information sheets, consent
forms, baseline assessments and intervention mate-
rials. Such information sheets were offered to all
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potential participants for whomUrdu or Gujarati was
their first language. Depending on the individual
concerned and advice from their care coordinator,
information sheets were either posted out first or
delivered in person and information sheets were also
sent out to their families or key workers where
appropriate.

As the service user's first language is Gujarati, an informa-
tion sheet was posted out to her in Gujarati with an accom-
panying note saying that someone would be in contact
soon. (AW, 53 years old, African-born Indian female)
The participant information sheet was left in both the
English and the Urdu version. (MI, 55 years old,
Pakistani-born male)

Need for Multilingual Staff/Interpreters

Urdu
Five participants that were recruited required the

presence of an interpreter so that consent and base-
line information could be obtained in Urdu. On oc-
casions, the allocated care coordinator was involved
in assisting the consent process by interpreting the
study information and facilitating a meeting with the
participant and researchers.

This participant’s first language is Urdu so on the first
visit I went along with their care coordinator who was
able to translate the study information for them to help
them make a decision about whether they would like to
hear more about it. (MI, 55 years old, Pakistani-born
male)

On one instance, the care coordinator always
planned their regular visits alongside an interpreter
and they were instrumental in setting up an appoint-
ment with the researcher.

The care co-ordinator arranged her appointments by
visiting with an interpreter and setting a date for the
next visit before leaving the house. We arranged to offer
the service user a provisional date for myself and our
interpreter to visit in the same way, which was success-
ful. (AB, 51 years old, Pakistani-born female)

The recruitment process highlighted the ne-
cessity of researchers to check the language
skills of participants. One participant’s first
language was Bengali and whilst it was
thought that a Bengali interpreter would be
necessary, initial contact with an Urdu-
speaking senior researcher showed that the
participant’s Urdu skills were adequate to com-
plete the assessment. This particular assessment

required flexibility from the researcher as they
explain:

The discussion included her husband, who did not have
Urdu fluency, was in all three languages, with the
service-user interpreting her husband’s Bengali into Ur-
du for the interpreter to convey tome. (GB, 36 years old,
Bangladeshi-born female)

On occasion, family members assisted the trans-
lation process:

His wife knew how to speak English. All the same it was
important that he understood what was going on so I
translated for him in Urdu. My problem with this inter-
view was that mostly his wife answered for him and on
some questions she would answer even before I had a
chance to translate it for him, however I am confident
that we got accurate answers. (NM, 29 years old,
Pakistani-born male)

Gujarati
Two participants required a Gujarati interpreter

throughout the recruitment process. One of these
was a member of the Community Mental Health
Team, who was not directly involved in the service
user’s care. The second was a clinical studies officer
who worked as part of the Mental Health Research
Network (MHRN), a government funded network to
support and coordinate research. The input from
these professionals was invaluable in recruiting these
participants.

During the consenting visit it was really useful to have
the CSO [Clinical Studies Officer] there as their care
coordinator reports that they don’t usually take an inter-
preter on their standard visits which can lead to limited
communication. (AW, 53 years old, African-born Indian
female)

The presence of an interpreter when this has
previously been lacking in the service user’s
treatment was found to be a beneficial effect
on the participants clinical care as accounted
for by the observations below. In this instance,
the care coordinator had previously told the
researcher that they did not know what lan-
guage the service user spoke

The participant also said that they really felt listened to
by having someone converse with them in their first
language; so much so that they shed tears as they felt
someone understood them. The CSO called the service
user in a few days time and they said that they would
like to take part, so the baseline assessment date was set
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up. The service user once again commented on how
good it was to speak openly with the CSO as they felt
understood and that someone was really listening to
them. (AW, 53 years old, African-born Indian female)

The interpreter reports their experiences of the
aforementioned visit highlighting the value of them
being present from their perspective:

The husband sat in majority of the visit, conversing at
times about his wife’s illness. They were both very
respectful and seemed very pleased to have someone
that spoke their language. She was very happy to speak
to someone that was listening to what she had to say and
at one point she did start to cry and reassurance was
given. She seemed very confused and unclear about her
treatment and in general about her mental health illness.
The impression I got from the two visits with this person
was that she lacked knowledge about the mental health
service, what they provided her and whom she should
contact. For example, one of the questions she repeat-
edly asked me was ‘why do they keep giving me the
injection? It makes me very ill and I want to stop it’.
Hence it appeared she had no understanding/education
around the depot injection.
Also she kept referring me to as ‘bhati’ which
means daughter in English, rather than my name,
in Gujarati this is used in the community for the
elderly to name the younger females. In addition
to this she kept saying in Gujarati, directing at me
that us Indians know what it is like in the ethnic
community and being around a big nuclear family,
having a busy household. (AW, 53 years old,
African-born Indian female)

On one occasion, an interpreter assisted the re-
searcher in explaining the trial to the potential par-
ticipant over the phone prior to the visit. The pres-
ence of an interpreter and a conversation with a
male Urdu-speaking doctor did not affect the ser-
vice user’s decision to refuse participation. They
were clear that they did not want to attend meetings
with people that were not already involved in their
care. The researcher’s account describes the recruit-
ment attempts.

This man’s care co-ordinator told me that his first lan-
guage is Pashtu, but that he also has some Urdu and
English. In order to test whether the Urdu was sufficient
for assessment, an Urdu-speaking male doctor arranged
an appointment by telephone in Urdu for myself and the
interpreter to visit to explain the study further. At the
house, we met him and his married sister whose family
he lives with. We spoke in English throughout as both

were fluent and explained the study. Neither the service
user nor his sister wanted to become involved in re-
search. (HK, 31 years old, Pakistani-born male)

3. Training Needs Barriers

Awareness of Religious Obligations and Festivities
The timing of appointments, as explored above

needs to be considered not only in terms of timings of
the day or fitting around other appointments, but in
terms of religious obligations. This cultural sensitiv-
ity was shown in the recruitment of one participant as
explained below.

Upon arriving at the participant’s house the care coordi-
nator noticed that the participant looked extremely tired
and his behaviour indicated limited concentration. The
participant explained that he was currently fasting for
Ramadan and had been up very late the previous night
worshipping. I made a joint decision with the care
coordinator that I would provide a very brief amount
of information about the research and then if they were
interested in hearing more about it then I would arrange
to come and visit again after Eid. The participant was
able to concentrate enough to take in the research sum-
mary information and was very eager for me to visit
again and so suggested a date the following week. (EP,
36 years old, UK-born Indian male)

Family Involvement
The most frequent issue that arose from recruit-

ment of South Asian participants was the necessity to
include family members in visits and in the decision
as to whether participation was right for them.Within
South Asian culture, the family has a greater influ-
ence on decision making than it does within white
British households. Regardless of researchers’ own
culture, it is important that all staff is aware of the
extent of this influence and therefore this obstacle
has been situated within the umbrella theme of a
training needs barrier. During the recruitment pro-
cess, family involvement often resulted in partici-
pants requiring numerous visits, as highlighted later
in the diary extracts and the flexibility of researchers
in providing sufficient time to allow that decision to
be made.

On the first visit the participant was very interested in
the study and asked if I could also talk through the
information with their sister, stating that they would like
to discuss it as a family after I had gone. I arranged to
contact the participant again by phone and another ap-
pointment was arranged, where this time I met their
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father and brother. (NA, 31 years old, UK-born Paki-
stani female)

In addition to the requirement of general family
involvement in recruiting participants, it was ob-
served that with female participants it was neces-
sary to involve male family members; usually their
husband, father, father in law, or uncle. This in-
volvement could develop trust between the family
and the researcher and was often crucial in the
participants obtaining permission from this person
to take part.

On the first visit the female was in the house alone
and was concerned that their husband was not in, so
after a discussion it was decided that it may be
helpful if she called her sister that lived across the
street from her. On the second visit the participant
had previously discussed the study with their family
and they ensured that their husband was in the
house. I was formally introduced to their husband
and the participant said they felt it important for me
to sit with him and get to know him before we began
the interview. For this participant an important factor
in her decision to participate was whether her hus-
band trusted me and agreed to her participating or
not. Therefore additional time was needed to build
up this relationship prior to commencing the base-
line interview. (NA, 30 years old, UK-born Pakistani
female)
Service user’s husband and son advised them to take
part and whilst they fully understood the study and gave
informed consent, without the approval from their fam-
ily, it would have been far more difficult to engage her.
(AB, 42 years old, UK-born Indian female)
She said that she would need to ask her uncle for
permission. (RK, 29 years old, Pakistani-born female)

Family involvement in recruitment was also
shown to be useful in terms of the family having
insight into the service user’s illness. This was
helpful in relation to the research as they could
highlight the specific benefits that involvement in
the research could have for the individual.

The service user was rather preoccupied with other
problems and was not really interested in the study, but
his wife was extremely interested because she saw the
potential value of the intervention in helping her manage
her husband’s crises. We agreed that I would contact
them again in several months time. (NM, 29 years old,
Pakistani-born male)

Understandable Explanations of Study
The explanation of the study and the researchers’

ability to describe processes in culturally sensitive
terms was important in obtaining informed consent
from the participants.

A long time was spent with the family exploring what
the potential benefits of being involved in the trial may
be and I frequently reiterated the importance of anonym-
ity and confidentiality within the study. (AB, 42 years
old, UK-born Indian female)

It was found to not only be general study terms
that require clarity in their explanations, but the
awareness of specific word meanings and how they
could be misinterpreted, as explained below.

The service user remembered my visit with her previous
care coordinator and said that she had misunderstood
what was involved for her. She thought that because the
project was described as a study, that she would have to
go to college, which she didn’t want to do. (RK, 29 years
old, Pakistani-born female)

The clinical and research terminologies used by
researchers and their explanations of confidentiality
could alleviate most participants’ concerns. How-
ever, at times, particularly in case of accessing
medical case notes participants’ suspicions could
not overcome.

I spoke with the service user on the phone. They
wouldn’t allow their medical documents to be accessed
under any circumstances and did not want any involve-
ment in 18 months time for the follow up period. (DB,
44 years old, UK-born Pakistani male).

Service Users Did Not Think that the Research
Could Benefit Them

Following communication between the re-
searchers and service users with regards to the trial,
five South Asian service users refused their partici-
pation in the trial on the grounds that they did not feel
that it could benefit them.

I spoke with the service user several times on the phone
and posted out information. They recognised it sounded
interesting but said ‘it's not for me’. They said they want
to look forward and forget the past; they do not want to
talk about their illness and wants to move on with their
life, (IA, 31 years old, UK-born Pakistani male)

Other reasons for service users not valuing the
potential benefits that the research may offer them
relate to insight into their illness or to the service
user putting greater priority on addressing their
current treatment.
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She doesn’t want to take part because she states that she
doesn’t have mental health problems anymore. (HP,
37 years old, UK-born Indian female)
I visited the service user, who refused and didn’t see the
benefits. He is more concerned with changing his med-
ication. (HA, 34 years old, UK-born Pakistani male)

An interpreter described one of their experiences
where family were involved in relaying the poten-
tial participant’s views:

We never really had the chance to interview him because
when we sat down for the interview his sister who could
speak fluent English came and said that he doesn’t want
to be involved in any interviews as he already has a lot to
do and does not want to take on anymore involvement in
any kind of interviews. (HK, 31 years old, Pakistani-
born male)

Participant Did Not Attend Appointments Because
They Did Not Feel They Could Say No

On two separate occasions, initial contact was
made by the researchers to the service users and they
engaged well in conversation and presented as being
very interested in hearing more about the trial and
becoming involved in it. It would seem that rapport
had been built up during the telephone calls and these
service users responded well to the researcher. De-
spite this apparent interest, the service users both
withdrew their expressions of interest. It would ap-
pear that they had not felt that they could express
their true views when conversing with the researcher,
as they were keen to please and not disappoint.

I arranged an appointment with the service user
who sounded keen. I arrived at their house and
they were not there. I rang the service user and
they said they had forgotten and so I arranged
another appointment. I rang them prior to the
new appointment to check that they were still
available; they said they are not interested and
do not want to meet up despite having arranged
meeting previously. (MS, 40 years old, UK-born
Pakistani male)
I spoke to the service user on the phone, they sounded
eager to set up appointment, so a provisional date was
set. Prior to the appointment date, the service user texted
me to cancel the appointment and said they would text
back in a day or two to set a new appointment. I had not
heard back from them so I texted them a week later to
see if wanted to rearrange, to which they replied ‘no but
thanks!’ In this case they obviously didn’t feel that they
could say no to the researcher when speaking over the
phone. (FD, 25 years old, UK-born Indian female)

Needing Time to Decide
Providing sufficient time to reflect on study infor-

mation was crucial to recruiting South Asian partic-
ipants. This provided extra time and opportunity for
the participants to discuss this within the family
which helped them arrive at a decision about their
participation.

The participant expressed initial interest in participating
and requested that they have some time to think about it
and discuss it with their son. (MI, 53 years old,
Pakistani-born male)
It was decided that the participant should be given time
to digest the information about the study and so infor-
mation sheets were left with her and her husband. (AW,
53 years old, African-born Indian female)

Discussion

To the best of the authors’ knowledge, this is the first attempt
to describe experiences of field researchers in recruiting any
specific ethnic group into mental health research within the
UK. Therefore, this work gives us an opportunity to study the
barriers and facilitators of recruiting this group for the first
time. The diary accounts have provided a detailed insight into
field staff experiences in the recruitment process and can aid
learning in the future with regards to overcoming barriers.
Being aware of potential barriers can assist with the design of
future trials as issues to be aware of can be highlighted and
solutions to overcome barriers can be planned in advance.
This is helpful to know at the time of trial design stage as it can
assist with the writing of the protocol and the trial financial
costing.

The barriers that have emerged from the diary entries to
successfully recruiting South Asian participants into research
were categorised into three groups. In order for the potential
barriers to recruitment to be overcome, a priori mechanisms
should be in place in advance of the recruitment period.

Those barriers that can be overcome without any extra
effort are largely independent of ethnicity per se, although
there is an ethnic variation in the way these barriers present
and therefore cultural consideration is needed to resolve them.
For example, when considering the timing of appointments,
child care issues would be important to consider regardless of
the ethnicity of the participants; however, the options avail-
able to overcome this obstacle show wide variation. White
households commonly practice employing a paid child mind-
er, whereas this concept is unfamiliar within South Asian
families, who are more dependent upon their family network.
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A cultural understanding of the target sample will help in
tailoring the initial approach made to the participants. This is
evident within our recruitment process as it has been reported
that 13 out of the 23 ethnic minority participants did not need
any additional resources beyond the standard recruitment
procedures. It is therefore essential to provide training for field
staff to ensure that researchers follow best practice guidelines
in their interactions with participants.

Within the category of resource-based barriers, bilingual
information and interpreters are the most important resources
to incorporate into trial design and recruitment processes. It is
important in the costing of a study to consider the need for
translation work to be undertaken and to cater for the provi-
sion of interpreters. It is also important in terms of the time
allocated for the recruitment of participants and additional
work that may need to be completed.

Training needs barriers may not be addressed through
standard practice and it is important that they are addressed
through training at every stage of trial design and implemen-
tation. It is beneficial to have expertise on board in the area of
ethnic minority recruitment. Cultural sensitivity training
should be provided to all people on the research team.

In particular, this paper highlights the need to include more
training to clinical staff who may be actively involved within
the research process. Within this trial, there were two tiers of
recruitment, with the care coordinator having a key role as the
‘gatekeeper’ to the participants. On occasions, care coordina-
tors would inform researchers that participants had refused
their involvement in the trial, without elaborating on any
reasons and blocking researchers from making further en-
quiries. Their failure to divulge additional information has
therefore left a gap in knowledge on these occasions, relating
to participants’ reasons for refusal; hence any barriers which
may have been overcome were left unaddressed.

Within this two-tiered approach to recruitment, it is the
researchers who have the enhanced knowledge of the trial
and research process, so are aware of both the research topic
and the importance of cultural sensitivity. Therefore, the sec-
ond tiers (care coordinators) also need to have this enhanced
knowledge and appreciation of cultural sensitivity through
more focussed training. It is important that they have the skills
to appropriately introduce their service users to the broader
concept of research and to the specific trial. Within the field
researchers’ experiences, it is noted that one care coordinator
did not know the service user’s first language and had not
recognised the importance of this and options available to
assist communication with their client.

There are two main comparisons which are important to
make following the findings of this study and these are firstly
an assessment between the experiences of recruiting South
Asians compared to white British participants within the
CRIMSON trial. Secondly, the contrast between the findings
from the recruitment of ethnic minority participants into a

mental health trial compared with research focussing on other
disease categories is important.

The first issue has been earlier alluded to, introducing the
relevance of themes for ethnic minority groups per se, com-
pared to the recruitment of white British participants. Whilst
the themes emerging are not exclusive to the recruitment of
ethnic minority participants, the subtleties in their manifesta-
tion require particular care during recruitment. For example, it
is not uncommon to include families within the recruitment
process for all participants, but the particular nuances of
familial involvement take on greater significance when in-
volving South Asian participants. The role of the family (as
discussed within the results transcripts) takes a more central
role, giving particular consideration to issues of; permission
giving, gender dynamics and other family responsibilities held
by the participant, which is not common when recruiting
white British participants. This also makes direct comparisons
with international literature more difficult, considering the
diverse ethnic populations of the USA, for example. Termi-
nology also plays an important role as, whilst the term Asian
usually refers to people of South Asian origin when used in
the UK, in the US Asian is commonly understood to mean
people from far Eastern Asian populations. Therefore, when
comparing the findings for different ethnic groups across
international sources, such issues should be considered. Dif-
ferent solutions are necessary for different ethnic groups de-
spite similarities in overarching barriers.

This paper builds on what was known previously
regarding the recruitment of ethnic minority participants
within research of different disease categories [12–20]
and adds to it through the specific nature of recruiting
ethnic minority participants with severe mental illness in
the UK. Many of the barriers encountered within the
recruitment for this study were comparable with those
identified within existing literature. For example, the
need for trust between participants and recruiters was
identified as a key theme, as was the need for additional
resources prior to the recruitment period [23]. Aware-
ness of clinical trials and language barriers were also
highlighted within literature [19], which are consistent
with current findings. Whilst the barriers encountered by
researchers working in other disease areas are often
directly applicable in this case, the way in which they
manifest themselves for minority groups with mental
illness is once again different. For example, whilst con-
sent is a barrier that can be encountered regardless of
the disease category, issues with consent in some clin-
ical cancer trials [18] place emphasis on the doctor/
client relationship and participant concerns over health
deterioration. Consent-related barriers within the CRIM-
SON trial related to participant insight into their own
illness, stigma of mental health and a limited under-
standing of potential benefits to them. Within clinical
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trials research [19] limited trust and participants’ con-
cern was often cited as a barrier, although this concern
generally centred on the side effects of drugs. This was
not noted within the CRIMSON trial, due to the nature
of the intervention offered.

One of the most closely aligned studies to the current
paper focused on the recruitment of South Asians in UK
into a cancer trial [18]. This work considered published
international experiences alongside the authors’ own
local experiences. Whilst similar observations were
made in both, such as stigma, this took a different form
when applied to mental health compared to physical
health. Within the clinical trial, the authors noted a
hierarchy of recruiter, which was not replicated within
the CRIMSON trial; whilst a senior medical doctor did
have involvement in communication with field re-
searchers (and on occasion directly with the participant),
the recruitment was successful throughout where the
research assistants were the main recruiters. A common
theme across the papers reporting on physical health
conditions is that of participants’ fear of detriment to
their health through participation; this was not consis-
tent with the findings in CRIMSON, further highlighting
some of the specific nuances between recruitment issues
in physical health and mental health trials.

Other research into recruitment of ethnic minorities
into an obesity trial [15] highlighted the success of
recruitment strategies involving community groups and
partnerships with relevant organisations; this contrasts to
the issues encountered within this paper, where a key
role in recruitment was held by their mental health
clinician. The stigma of mental health as an issue en-
countered by ethnic minority participants in the CRIM-
SON trial spread wider than the effects of participation
for themselves, to consider the impact on their family
and wider community.

Conclusion

We conclude that by incorporating additional efforts to re-
cruitment ethnic minority participants into the trial, the re-
cruitment rates (percentage of those who were eligible who
were recruited into the trial) were almost identical for South
Asian participants (50 %) compared with white British partic-
ipants (51 %).

Through reviewing the barriers raised, this can aid the
training and supervision process, allowing researchers to be
prepared in advance when conducting trials. For example,
barriers that have been highlighted can be discussed and
rectified immediately through finding appropriate solutions.
This ensures an on-going learning process and can promote

ongoing training for the research team and across research
trials.

Limitations of the Study

Whilst the findings may be generalised to other ethnic minor-
ity participants as a whole, it is clear that the focus of this
paper and the barriers reported are specific to South Asian
participants. Furthermore, the barriers are specific to those
people suffering from severe mental illness. The number of
participants recruited from ethnic minorities that are reported
on in the diary accounts appears to be small. This said there
was repetition of the issues that were encountered across
interactions with participants and in majority of cases multiple
barriers needed to be overcome.
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