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Groitment will'be more difficult, cost
imere and take longer than planned

WEients recruited will be healthier than
=plannediin the sample size calculations —
event rates lower — ‘underpowered’

= 'reening on ‘walk-in’ patients.
Eirect mailings or telephoning (paper, computer, GP
B generated databases)
SSRdivect Patient Contact

— Indirect appeals via media/advertisements

© Only for large multi-centred GP trials / where no direct GP
contact

* Which you choose depends on what you are
studying and how you are studying it
— E.g. secondary prevention, smoking cessation

T

ESFO sl

Iy estimates ofi patient availability are
a2 tnrealistically high
aiE likelihood of achieving the stated
recruitment target within the time

~dllecated is small and takes a major effort

® Patients presumed eligible for study during
planning mysteriously disappear as soon
as the study starts

—

ARATORY STERPSF

POUtline steps in recruitment process

= Establish network for recruitment

® Pilot data essential to assure granting
bodies of feasibility before funding

REWETINNG goal during the trial

[IFEdEGUEate monitoring of recruitment & failure
BONGERTify barriers and address them

Jnrealistic timetable

Competing with private physicians or other trials
with same target population

Competitive recruitment in multi-centred trials
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ECOlleaguies, institutions & other stakeholders
= fraking access to records for granted

® Unenthusiastic staff

® |nadequate publicity

—

R CONSIDERATIGNS

BAEUINIC balance of study population

£ =Aidsin recruitment such as incentive
payments

® Policy on payments for usual care

* Need for confidentiality

GP Involvement in ANBP2

2681 - GPs
1594 - Practices

RIEUant or lactating women

AV Entally incompetent

Culturally/economically deprived

5 Drug addicted

Priseners
Indigenous populations

National Blood Pressure Study
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ANBP2 Subject Recruitment_

s

Screened - 54288
S ¥ Randomised - 6083
Rate - 11%
7530
849
11%
14669
1310 7607
9% | —— 62

' 9%
17145
ANBP?




5501 did not meet inclusion criteria

ITT* analysis Observation Time

Median 4.1yrs
0« NoVital Status ——* 2 Patientyrs 24702

* Intention to treat

ting| size of ‘raw’ database from each practice, number

ppass|exclusions, response rates to letters, number who
uended screening, second pass exclusions and enrolments
“onra regular basis

= Comparison to and communication with other states to
enhance recruitment

® Reporting to the Steering Committee on rates
* Monitoring effectiveness of recruitment methods
* Continual feedback into recruitment strategy

BRESGUCes were shifted to the most
Sliceessiull recruiters. Recruitment extended
26/42 in VRC (last 600 subjects)

=eiState differences evident Vic & NSW. expected
30%, reality Vic 2489 (41%), NSW 672
(11%)
e Critical GP recruitment,
screening:randomisation and GP:subject

i 0 SRreUghBER:
ASES (+ others where unavailable) to get access to
cis withiappropriate demographic profile. Letters or
rl/ 5, /= dinner, with follow-up visits pamphlets and
|nvest|gat0| kits.

BSeanch of medical records by age.

eview of database by GP co-investigator for inclusion /
exclusion criteria or whether ‘suitable’.

['etters of invitation to patients (direct approach
Inappropriate because needed to recruit GP).

Screening by study nurse at practice.

Review face-to-face by GP co-investigator for inclusion /
exclusion criteria or whether ‘suitable’.

Randomisation by study nurse.

WIPEIICIISION. IS a comimon conaition
waaged. i general practice”

Iportarnce of doing research where it is
1o be applied”

* No direct marketing to patients — some
study: publicity
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