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Expectations
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Recruitment



Expectations Reality
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Recruitment is often harder than we anticipate



Recruitment: why worry?

Good news: there are strategies that can help
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Research to 
improve 
trial 
recruitment 
and 
retention



Goals of talk

• Introduce you to the QuinteT Recruitment Intervention 

• QRI techniques for rapidly identifying recruitment issues

• Examples of trials with barriers identified
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Please chip in 
throughout!
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QRI Origin: the ProtecT study

➢ Started with a very challenging prostate cancer trial: ProtecT

➢ Surgery vs radiotherapy  vs ‘watchful waiting’ 



➢ Recruitment rates improved 

following feedback – 30% to 60-

70% for remainder of trial.

QRI Origin: the ProtecT study
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Lessons from 
application to new 
wave of RCTs:
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➢ Audio-recordings are key – but 
not easily collected.
➢ Need CI support
➢ Integration into protocol 

from outset.

➢ Need sufficient time to 
implement ‘actions’… and time 
for actions to take effect.

➢ Generated new knowledge 
about recruitment…



The QuinteT 
Recruitment 
Intervention
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Donovan et al. Trials. 2016; 17: 283.
https://tinyurl.com/yy5lnqdc

Aims to optimise recruitment:
All eligible patients have a fair opportunity to make an informed 

decision about trial participation

Understand recruitment issues as 
the RCT is underway

Actions to optimise recruitment

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4898358/


Phase I: Evidence-based understanding recruitment obstacles

• Mapping recruitment pathways and eligibility procedures 

• Interviews with trial staff (sometimes patients)

• Audio-recordings of recruitment appointments

• Documentary analysis (protocol, patient information)

The QuinteT Recruitment Intervention

‘Plan of actions’ agreed with trial teams

Phase II: Tailored actions to optimize recruitment

• Feedback and training (videos, webinars, in person)

• Written guidance: ‘tips’ and ‘cue cards’

• Workshops/focused investigator meetings

• Adjustments to trial pathways and processes
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Understand recruitment 
issues as the RCT is underway

Actions to optimize 
recruitment
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Lots of collaborations!
Jointly building the evidence base 

for optimizing recruitment



2. Rapidly diagnosing 
recruitment issues 
Core QRI methods for rapidly understanding recruitment 



MAPPING RECRUITMENT 
PATHWAYS; 

SCRUTINISING 
SCREENING LOGS

INTERVIEWS WITH 
TRIAL STAFF (AND 

POSSIBLY PATIENTS)

AUDIO-RECORDINGS 
OF ‘RECRUITMENT 
CONSULTATIONS’

TRIAL DOCUMENT 
ANALYSIS E.G 

PROTOCOL, PATIENT 
INFORMATION 

MATERIAL

OBSERVATIONS OF 
INVESTIGATORS’ 

MEETINGS

QRI Phase 1: Understanding recruitment obstacles

➢ Set of core elements

➢ Each element employs particular research strategies

➢ Opportunity to examine recruitment from multiple vantage points

➢ Flexible, driven by emerging findings

➢ Rapid understanding



Recruitment screening 
logs
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CONSORT Flow chart (data missing) 



CONSORT Flow chart (data missing) 

How many were 
approached 
(why not)?

Which criteria? 
What reasons? 

How many were 
not assessed?

Why?
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The SEAR FRAMEWORK
   

Screened 

Eligible         Not eligible

Approached   Not approached

Randomised      Not randomised

Why?

Why?

Why?

% eligible 

% approached

 

%   enrolled

 

Potential to assess where 
biggest leaks are in 
recruitment pathway 

Employ other methods 
to explore why



Collect data 
to monitor 
how 
inclusive 
recruitment 
is



Monitor recruitment progress

Monitoring screening / recruitment data

Regular centre-by-centre recruitment reports and recruitment 
‘league tables’ (NB Missing ‘approached’ data in this eg)
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Centre Patients 
consented 
(N)

Eligible 
patients who 
consented

Average 
consents/ 
mth

Southern Trust 22 66% 8.9

Local rival 31 47% 7.6

Your centre 10 41% 4.0

Small DGH 7 44% 0.3

Etc…



Interviews with trial staff 
(and possibly patients))



Interviews with trial staff

Research and clinical 
staff responsible for 

overseeing or 
undertaking elements 

of the trial and/or 
recruitment process

(a) Explore views about 
trial’s importance, 
relevance and its 

interventions from 
practitioner’s/ 

researcher’s view; 

(b) Understand how 
recruitment operates ‘in 
practice’ in each clinical 

centre, and how 
recruitment processes 
are overseen and co-

ordinated

a) Perception of 
equipoise & views about 

RCT rationale can 
impact who to approach 

and how 
study/treatments are 

explained; 

(b) Can reveal 
unanticipated 

organisation/ logistical 
issues at site level

Semi-structured using 
flexible topic guide 

covering clinical 
context/trial specific 

issues and generic trial 
areas 

WHO? AIM? WHY? HOW?

When? Early (or pre) recruitment (pragmatic) and possibly later to explore specific findings



Interviews with patients
Enables 

understanding of 
study and 

recruitment 
process from 

different 
perspective

NB Views on the 
study, treatments 
and participation 
are likely to have 
been influenced 
by what they’ve 

been told

Useful supplement 
if difficult to get 
data from other 
sources such as 

consultation 
recordings

Useful to do paired 
analysis with 
consultation 
recordings to 

understand how info is 
communicated by 

recruiters and 
understood by 

patients



Interviews provide broad overview of perspectives on 
the trial and how recruitment is operationalised from 
recruiter’s perspective BUT…..

The extent to which these views affect their behaviour 
or influence recruitment during appointments cannot 
be understood from these accounts alone SO…..

There is a need to gather data from other sources…..



Audio-recording 
recruitment 

consultations



Enables direct observation of how the trial is 
actually presented by recruiters and received 

by patients

Provides insights into more subtle and often 
unanticipated practices that can facilitate or 

undermine recruitment 

Opportunity to identify issues that are 
interpreted differently by patients than 
intended by recruiters, i.e likely remain 

“hidden” were it not for these data

Value of recording consultations



Conveying uncertainty and equipoise

Chemotherapy + Radiotherapy

Upcoming speakers:
R= Recruiter (surgeon); Pt= Patient; Pt R= Patient’s relative

Chemotherapy + Surgery
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R: Essentially, what we all agreed was that there are two types of treatment that we could 
give you. The first is what we’ve always described as the standard treatment, which would 
be chemotherapy first to shrink this down and then an operation to remove it and give us 
the chance of cure.
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R: Essentially, what we all agreed was that there are two types of treatment that we could 
give you. The first is what we’ve always described as the standard treatment, which would 
be chemotherapy first to shrink this down and then an operation to remove it and give us 
the chance of cure.

R: The other type of treatment that we have used over the years is treatment which doesn’t 
involve an operation, which is, chemotherapy first to shrink this down, followed by 
radiotherapy to the area that is involved. We don’t know which is best. 
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This Photo by Unknown Author is 

https://commons.wikimedia.org/wiki/File:Icon-round-Question_mark.jpg


Pt R: The thing that’s worrying me is, if she has the chemo and the radiotherapy…if that 
doesn’t take it away, she might not be able to have the operation… but if she has the 
operation, then it’s gone.

R: Essentially, what we all agreed was that there are two types of treatment that we could 
give you. The first is what we’ve always described as the standard treatment, which would 
be chemotherapy first to shrink this down and then an operation to remove it and give us 
the chance of cure. 

R: The other type of treatment that we have used over the years is treatment which doesn’t 
involve an operation, which is, chemotherapy first to shrink this down, followed by 
radiotherapy to the area that is involved. We don’t know which is best. 
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PR: The thing that’s worrying me is, if she has the chemo and the radiotherapy…if that 
doesn’t take it away, she might not be able to have the operation… but if she has the 
operation, and then it’s gone.

R: Essentially, what we all agreed was that there are two types of treatment that we could 
give you. The first is what we’ve always described as the standard treatment, which would 
be chemotherapy first to shrink this down and then an operation to remove it and give us 
the chance of cure. 

R: The other type of treatment that we have used over the years is treatment which doesn’t 
involve an operation, which is, chemotherapy first to shrink this down, followed by 
radiotherapy to the area that is involved. We don’t know which is best. 
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Loaded terminology: What we put out there about treatments can 
undermine equipoise



Consultation 
recordings

Interviews

Understanding 
recruitment 
challenges

Screening 
logs

Data collection and analysis occur 
in tandem

Triangulation provides confidence 
in findings and proposed actions 
required to optimise recruitment in 
Phase 2

Findings are triangulated:
➢ Confirm or contradict findings
➢ Identify areas for further 

exploration
➢ Enable comprehensive 

understanding of the obstacles



Our understanding of recruitment, and 
ways to optimise it, are still 
developing…

An active area of research

Interested in collaborating? Get in 
touch…
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Julia.Wade@bristol.ac.uk
Carmel.Conefrey@bristol.ac.uk
Ava.Lorenc@bristol.ac.uk
QuinteT team
@QuinteTBristol

mailto:Julia.Wade@bristol.ac.uk
https://www.bristol.ac.uk/population-health-sciences/research/groups/social-sciences-health/quintet/#:~:text=The%20QuinteT%20team%20of%20researchers%20pioneer
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Pat: Right.  Well my first response to that is, if this study wasn’t here and the cost to the NHS was irrelevant, which would you as my doctor 
advise me to have?

Surg: I would give you the choice as it is now but the needle probably will work much…  in your case you’ve got nice cords so you could do any of 
the two and it’s involving mainly this joint, so the prognosis or improvement following this for any of the two procedures is very good. 
When it comes to this, the needle… the PIP joint is involved and if you’ve got nodules then the needle doesn’t work very well-

Pat: Probably deliberate here but you haven’t… you’ve ducked my question in fact.  I think it’s a fair question as your patient.  I know this is… 
surgery’s a lot more expensive to the NHS and the NHS is rightly therefore assessing how effective needles are, I’m just saying as my-

Surg: Needles have been done for years-

Pat: And I’m told… my reading of all this, the gold-plated procedure is the surgery and I think-

Surg: Yes.

Pat: and I assume that’s because its more likely to be effective for a longer period.

Surg: So surgery, when you say surgery it involves both.

Pat: Well I mean the cutting, whatever, option two.  

Surg: Personally, if you ask me, I would go with needle.  

Pat:   [Further discussion] I will follow your advice then.  If your advice is that I should have the needle, that’s fine, yes, you know more about                                                                       
this than I do.      
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      [S07 - Patient declined study participation and chose NF]
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