
world, limited resource, high-disparity primary care
practice settings” called for in the article.

CBPR and cooperative grants through the National
Cancer Institute (NCI) combine principle and practice to
yield significant improvements in access to care and stan-
dard of care protocols for cancer patients. NCI’s Cancer
Disparities Research Partnership (CDRP) (www3.cancer.
gov/rrp/CDRP/index.html) links community cancer cen-
ters with comprehensive cancer centers to create the
triangulation-based care by providers, patient, and com-
munity that Rust and Cooper emphasize. The CDRP
program was initiated in response to an Institute of Med-
icine Report in 1999 outlining significant discrepancies
between the level of care received in community hospi-
tals versus large academic medical centers.

Current CDRP sites include Rapid City, SD; Wil-
mington, NC; Inglewood, CA; McKeepsport, PA; and
Pascagoula, MS. The program in Rapid City, SD (Walk-
ing Forward), addresses cancer disparities for nearly
60,000 American Indians (AIs) who suffer from some of
the highest cancer death rates in the nation.2–4 We are
researching methods to improve cancer treatment and
outcomes for AIs in western South Dakota. This pro-
gram consists of patient navigation, clinical trials, surveys
to evaluate barriers to access, and a molecular study
(ATM [ataxia telangiectasia mutated] gene) to assess a
potential molecular reason for increased treatment in-
duced toxicities. To date, more than 1400 AIs have been
enrolled in these studies over a period of 3 years. The
phase II clinical trials use tomotherapy and brachyther-
apy to shorten the overall treatment time.5,6 In addition,
more than 70 clinical trials are open through the coop-
erative group mechanism.

The Walking Forward program works with AIs on 3
reservations and in the Rapid City community. All 4 sites
employ Community Research Representatives (CRRs)
who serve as a bridge between the cancer center and the
communities being served. CBPR is more than a princi-
ple to be followed for the CRRs; it is where they live and
work. Multiple barriers have been identified, leading to
interventions promoting cancer education and screening
in hopes of diagnosing patients with earlier stages of
cancer.

Because of the overwhelming success of the Walking
Forward program in navigating patients, our cancer cen-
ter has implemented a similar program for all patients.
One navigator assists breast cancer patients through the
continuum of cancer care. A second navigator works with
the general population of cancer patients. It is a signifi-
cant step for responsive patient services to an under-
served rural population that reflects disparate access and
outcomes to cancer care.

Rust and Cooper challenge us to meet the need of
disparities in research in the community setting by pro-
viding 12 strategies to move forward. The CDRP model
paired with community-based participatory research pro-
motes an investment in health care that is responsive to

community needs and provides significant improvement
in access and standard of care.

Mary Reiner, BA
John T. Vucurevich Cancer Care Institute,

Rapid City, SD
mreiner@rcrh.org

Daniel G. Petereit, MD
John T. Vucurevich Cancer Care Institute,

Rapid City, SD
Department of Human Oncology,

University of Wisconsin Paul P. Carbone
Comprehensive Cancer Center, Madison, WI
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The above letter was referred to the authors of the article in
question, who offer the following reply.

Building a Bridge Between Community-based
Participatory Research (CBPR) and Primary Care
Practice-based Research (PBR)

To the Editor: We are pleased to hear of these specific
examples of community-based participatory research
(CBPR) focused on cancer care and outcomes for Amer-
ican Indian communities in South Dakota. CBPR and
primary care practice-based research (PBR) too often
operate in separate silos, one focused on community-
based, health-promoting interventions outside of clinical
health care settings, and the other inherently conducted
within the clinical practice. Reiner and Petereit describe
a perfect example of how to build a bridge between these
2 important arenas of disparities research toward a com-
mon goal of improved health outcomes. The use of
community health workers, navigators, promotoras, or in
this case “Community Research Representatives,” are
essential to bridging the culture gap between clinical
practitioners and individuals in the communities they
serve. As presented here, they also can play a key role in
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bridging the gap between research investigators and re-
search subjects.

Much more work needs to be done in this area to further
refine the methodology for implementing research that has
community oversight and to better capture the insights and
the discovery that are generated by the community, rather
then merely fostering one-way diffusion of medical inno-
vation from university to community.

We applaud the efforts of Reiner and Petereit, and
look forward to seeing the outcomes of their innovative
work and to see their methods adapted in many more
diverse settings across our nation.

George Rust, MD, MPH
Morehouse School of Medicine, National Center for

Primary Care, Atlanta, GA
grust@msm.edu

Lisa Cooper, MD, MPH
Johns Hopkins University School of Medicine,

Baltimore, MD
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Tar Wars and Smoking Prevention: Premature Claim of
Effectiveness

To the Editor: Tar Wars, as evaluated by Cain et al,1 is
part of a large movement of knowledge-based, early-
education programs designed to inform elementary
school students about the dangers of tobacco use. The
authors have attempted to lend support to the claim that
“school-based tobacco education is one part of a com-
prehensive approach to youth tobacco prevention activ-
ities that has been shown to decrease youth tobacco
initiation.” They cite several articles that describe exist-
ing programs. Their intervention seems to be quite sim-
ilar to programs shown to be effective, which raises
questions about the authors’ claim that Tar Wars con-
tributes anything uniquely effective. We respectfully
question the methods presented by the authors and
would like to make several suggestions in the hope that
future assessments of the Tar Wars program might yield
substantive evidence of effectiveness.

One of our concerns is that students in the Cain
evaluation study were pre- and posttested after only 1
presentation; moreover, the full Tar Wars program with
its various components was not included for testing.
Considering that authors of previous studies of tobacco
education programs waited 1 to 2 years to test whether
information persisted to determine effectiveness, the sig-
nificance of this short-tem test is questionable. The test
tapped into whether information would be remembered
by students after only 9 to 11 days, and students were
aware of the information on the pretest when they heard
the presentation. This does not seem to represent an
enduring test of knowledge or attitude change. We
would suggest that the Tar Wars posttest be conducted
after 1 year.

A second concern is that the quantitative measure
used in the evaluation included only 14 items, and among
them were 3 potentially confusing or irrelevant items
about tobacco advertisements in the mass media. If we

eliminated these 3 as too ambiguous, the entire program
effectiveness would be based on 11 questions, most of the
answers to which were already known by the students. Of
14 questions, students on average answered 8 or 9 cor-
rectly on the pretest. Therefore, of the 11 unambiguous
questions, there are only 2 previously unknown questions
on which to gauge the effectiveness of the entire pro-
gram. The authors should consider reformatting the
questionnaire by adding questions and ensuring that the
questions are clear and relevant.

The authors conclude that the students participating
in the program indeed learned new information. Results
showed an increase in correct responses for all questions.
However, because of the methodology, the increase may
potentially be explained by a practice effect. If children
saw the questionnaire before the presentation and recog-
nized the questions a few days later after the presenta-
tion, we fear that the increase in correct answers doesn’t
say much about the actual effectiveness of the interven-
tion or about attitude change, only that they remembered
test items they might have missed. Perhaps this could be
remedied if the measures occurred further apart in time.

The authors acknowledge the lack of a control group
in this effectiveness study. Students’ knowledge after
participating in the program was not compared with
other students who did not receive the program inter-
vention. However, the authors claim that other agents of
change to explain the children’s acquisition of knowledge
are “unlikely” and insist that “major changes [to the
program] are not needed.” It would seem that the authors
have no research foundation on which to make this claim.
The lack of a control group with which to confirm the
gain of knowledge combined with the questionable
methods used substantially weaken the authors’ claim
that no improvements are necessary to the program.

Effectiveness cannot be attributed to Tar Wars if
much of the program is repetition of previously known
information. Although Tar Wars may eventually prove
to be a valuable addition to school curricula, at this time
it is unlikely that it has added anything unique or novel
beyond similar programs.

Tonya Johnson, MA
Department of Psychology, University of Alabama,

Tuscaloosa, AL
Alan Blum, MD

Department of Family Medicine, University of
Alabama School of Medicine, Tuscaloosa, AL

ablum@cchs.ua.edu
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The above letter was referred to the authors of the article in
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