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OBJECTIVES: Clinical research in Canada is conducted primarily in “academic” 
hospitals, whereas most clinical care is provided in “community” hospitals. The 
objective of this nested observational study was to compare patient characteris-
tics, outcomes, process-of-care variables, and trial metrics for patients enrolled in 
a large randomized controlled trial who were admitted to academic and commu-
nity hospitals in Canada.

DESIGN: We conducted a preplanned observational study nested within the 
Probiotics: Prevention of Severe Pneumonia and Endotracheal Colonization Trial 
(PROSPECT, a randomized controlled trial comparing probiotics to placebo in 
mechanically ventilated patients) Research Program.

SETTING: ICUs.

PATIENTS: Mechanically ventilated patients.

MEASUREMENTS: We compared patient characteristics, interventions, out-
comes, and trial metrics between patients enrolled in PROSPECT from academic 
and community hospitals.

MAIN RESULTS: Participating centers included 34 (82.9%) academic and seven 
(17.1%) community hospitals, which enrolled 2,203 (86.2%) and 352 (13.8%) 
patients, respectively. Compared with academic hospitals, patients enrolled in 
community hospitals were older (mean [sd] 62.7 yr [14.9 yr] vs 59.5 yr [16.4 
yr]; p = 0.044), had longer ICU stays (median [interquartile range {IQR}], 13 d 
[8–23 d] vs 11 d [7–8 d]; p = 0.012) and higher mortality (percentage, [95% CI] 
in the ICU, 30.4% [25.8–35.4%]vs 20.5% [18.9–11.3%]; p = 0.002) and hos-
pital (40.6% [35.6–45.8%] vs 26.1% [24.3–27.9%]; p < 0.001). Trial metrics, 
including informed consent rate (85.9% vs 76.3%; p = 0.149), mean (sd) monthly 
enrolment rate (2.1 [1.4] vs 1.1 [0.7]; p = 0.119), and protocol adherence (90.6% 
vs 91.6%; p = 0.207), were similar between community and academic ICUs.

CONCLUSIONS: Community hospitals can conduct high-quality research, with 
similar trial metrics to academic hospitals. Patient characteristics differed be-
tween community and academic hospitals, highlighting the need for broader en-
gagement of community hospitals in clinical research to ensure generalizability of 
study results.

KEY WORDS: academic hospitals; community hospitals; critical care; intensive 
care; randomized controlled trials

Clinical research, including research in ICUs, has traditionally been conducted 
in university-affiliated or “academic” hospitals. However, the majority of 
Canadian patients receive their care in “community” hospitals, which histor-

ically have not participated in clinical research (1, 2). A lack of community hospital 
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participation limits the pool of potential patients that can 
be recruited into clinical research studies. Furthermore, 
demographic variables and outcomes may differ between 
patients cared for in academic and community hospitals, 
thereby limiting the generalizability of research that is 
conducted exclusively in academic hospitals.

In Canada, there are 57 teaching or “academic” hos-
pitals, which are affiliated with the 17 medical schools. 
These hospitals are typically located in major urban 
centers. All other hospitals are considered nonteach-
ing or “community hospitals,” and are typically located 
in suburban areas or smaller communities. The geo-
graphic differences between academic and community 
hospitals translate into important socioeconomic and 
cultural differences in patient populations that may im-
pact social determinants of health. For instance, visible 
minorities and recent immigrants live disproportion-
ately in suburban areas, which are served by commu-
nity hospitals (3, 4). Although Canada has universal 
medical coverage, studies have shown that patients liv-
ing in suburban and rural areas have less access to cer-
tain types of specialized care, such as cancer resection 
and stroke care, which may also impact health out-
comes (5, 6). Finally, academic hospitals are teaching 
institutions staffed by medical trainees and educators. 
This may impact patterns of care, including adherence 
to guidelines and resource utilization.

Recently, the Canadian Critical Care Trials Group 
and its affiliated investigators have encouraged greater 
community ICU participation in clinical research stud-
ies. One such study was the Probiotics: Prevention of 
Severe Pneumonia and Endotracheal Colonization Trial 
(PROSPECT), a randomized controlled trial that com-
pared probiotics to placebo, showing no effect on pre-
venting ventilator-associated pneumonia (VAP) (7). 
PROSPECT enrolled patients at 41 Canadian hospitals, 
of which 34 were academic and seven were community 
hospitals. The objective of this nested observational study 
was to compare the patients enrolled in PROSPECT 
from community and academic hospitals with respect to 
patient demographics, interventions, and outcomes, and 
to compare trial metrics, including consent rate, enrol-
ment rate, coenrolment rate, protocol adherence, and 
adverse events, between community and academic sites.

MATERIALS AND METHODS

This is a preplanned observational study nested within 
the PROSPECT Research Program (7). In PROSPECT, 
mechanically ventilated patients 18 years old and older 
were randomized to receive either 1 × 1010 colony 
forming units of Lactobacillus rhamnosus GG or an 
identical placebo, twice daily. The primary outcome 
was VAP. Secondary outcomes were ICU-acquired 
infections (including Clostridioides difficile), diarrhea 
(including antibiotic-associated diarrhea), antimicro-
bial use, ICU and hospital length of stay, and mortality. 
Trial participation was open to all interested centers.

All Canadian PROSPECT sites were included in this 
substudy. Community and academic hospital status was 
determined according to the Canadian Institute for Health 
Information classification, which differentiates Canadian 
hospitals by “teaching status” (8). In Canada, there are 17 
medical schools, which are affiliated with 57 “teaching” or 
academic hospitals. For the purposes of this study, “teach-
ing” hospitals were considered “academic,” while “non-
teaching” hospitals were considered “community.”

Study outcomes included patient demographics, inter-
ventions, and outcomes as well as trial metrics, including 
consent rate, enrolment rate, coenrolment rate, protocol 
adherence, and adverse events. Protocol adherence was 
defined by the percentage of patients who either: 1) re-
ceived study product or 2) had a legitimate reason not 
to receive study product on greater than or equal to 
90% of ICU days. A protocol deviation was defined as: 

 KEY POINTS

Question: Did patient characteristics, interven-
tions, clinical outcomes, and trial metrics differ 
between academic and community hospitals par-
ticipating in a multicenter, randomized controlled 
trial of probiotics?

Findings: Patient characteristics, interventions, 
and clinical outcomes differed between academic 
and community hospitals. However, trial metrics, 
including consent rates, enrolment rates, and pro-
tocol adherence, were similar.

Meaning: Research conducted exclusively in ac-
ademic hospitals may not reflect the clinical re-
ality of community hospitals. There is a need for 
broader engagement of community hospitals in 
clinical research to ensure the generalizability of 
study results.
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1) a patient received at least one dose of wrong study 
product, 2) at least one dose was not staggered by 4 hours 
for Lactobacillus-sensitive oral antibiotic, and 3) at least 
one dose of open-label probiotic was administered.

Statistical Analysis

Data are reported as mean (sd) or median (interquar-
tile range [IQR]) for continuous variables or number 
of patients (percentage) for categorical variables. 
Community and academic hospitals were compared 
using mixed models, which included hospital as a 
random effect. Continuous variables were analyzed 
using linear mixed models. Continuous variables that 
were not normally distributed were log-transformed. 
Binary variables were analyzed using logistic mixed 
models. All statistical tests were two-tailed, and sta-
tistical significance was defined as p < 0.05. Statistical 
sample size calculation was not performed a priori, 
and sample size was equal to the total number of 
patients enrolled at Canadian sites in PROSPECT. Post 
hoc subgroup analysis comparing community and ac-
ademic hospital patients with respect to the effect of 
probiotics on the primary outcome of VAP was per-
formed using time-to-event analysis. Cox regression 
was performed adjusting for medical/surgical/trauma 

diagnosis and with hospital entered as a random effect. 
Data analysis was performed using the SAS software, 
Version 9.4 (SAS Institute, Cary, NC).

Ethical Considerations

PROSPECT trial was approved by the Hamilton 
Integrated Research Ethics Board (15-322). Initial ap-
proval date was on July 13, 2015. Informed consent 
was obtained from all participants. All procedures 
were in accordance with the ethical standards of the re-
sponsible committee on human experimentation and 
with the Helsinki Declaration of 1975, as most recently 
amended.

RESULTS

Site Characteristics

The PROSPECT trial enrolled patients at 41 sites across 
Canada, including 34 academic hospitals (82.9%) 
and seven community hospitals (17.1%). Canadian 
patient enrollment totaled 2,555 patients, of whom 
2,203 (86.2%) were enrolled in academic ICUs and 
352 (13.8%) in community ICUs (9). Site characteris-
tics are found in Table 1 and Appendix 1 (http://links.
lww.com/CCX/B86). Mean enrollment at academic 

TABLE 1. 
Summary of Site Characteristics of Participating Academic and Community Hospitals by 
Provinces

Province 
Type of  
Center N 

Census  
Subdivision  

Population < 400,000, 
n (%) 

Located in  
Distant Suburb 

Zone, n (%) 

Antibiotic Stewardship Program

Mean ICU 
Beds,  
 n (sd) 

Mean Total 
Enrolment per 

Sites (sd) 

ASP  
Program 

(n) 

British  
Columbia

Community 0 -- -- -- -- --

Academic 4 2 (50.0) 2 (50.0) 22.3 (8.0) 35.5 (21.7) 3

Alberta Community 0 -- -- -- -- --

Academic 4 0 (0.0) 0 (0.0) 27.3 (4.1) 16.8 (8.2) 3

Manitoba Community 0 -- -- -- -- --

Academic 2 0 (0.0) 0 (0.0) 20.0 (9.9) 7.0 (5.7) 2

Ontario Community 6 4 (66.7) 2 (33.3) 18.8 (3.7) 52.6 (44.4) 6

Academic 13 1 (7.7) 1 (7.7) 25.6 (5.3) 103.0 (63.3) 11

Quebec Community 1 1 (100.0) 1 (100.0) 18 (N/A) 37 (N/A 1

Academic 10 1 (10.0) 1 (10.0) 34.6 (16.2) 60.7 (45.5) 5

Nova Scotia Community 0 -- -- -- -- --

Academic 1 0 (0.0) 0 (0.0) 21 (N/A) 36 (N/A) 1

http://links.lww.com/CCX/B86
http://links.lww.com/CCX/B86
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sites was 57 (sd = 65) and at community sites was 50 
(sd = 41).

Patient Characteristics

Patients enrolled in community ICUs were older than 
those in academic ICUs (mean [sd], 62.7 yr [14.9 yr] 
vs 59.5 yr [16.4 yr]; p = 0.044), but the proportion of 
females was similar (40.6% vs 40.2%, respectively;  
p = 0.925) (Table 2). Admitting diagnostic catego-
ries are found in Appendix 2 (http://links.lww.com/
CCX/B86). Illness severity at enrollment was sim-
ilar between community and academic ICUs (Acute 
Physiology and Chronic Health Evaluation II score, 
22.1 [8.6] vs 21.9 [7.7]; p = 0.957); however, patients in 
community hospitals were more likely to have a med-
ical admission diagnosis (92.3% vs 74.0%; p = 0.007) 
rather than a surgical or trauma diagnosis (Table 2).

Interventions: Life Supports and Medical 
Therapies

The proportion of patients receiving inotropes or 
vasopressors (59.1% vs 60.8%; p = 0.402) and renal re-
placement therapy (7.4% vs 8.3%; p = 0.712) at study en-
rollment was similar between community and academic 
ICUs (Table 3). However, the duration of mechanical 

ventilation was longer in community ICUs (median 
[IQR], 8 d [4–16 d] vs 7 d [3–12 d]); p = 0.037) (Table 3).

Antimicrobial use data were collected for 2,283 
patients, totaling 31,059 patient days. Days of therapy 
per 1,000 patient-days, defined as daily dose per 1,000 
patient-days and antimicrobial-free days per 1,000 
patient-days, were similar between community and ac-
ademic ICUs (Table 4). During the trial, antimicrobial 
stewardship programs were in place in seven of seven 
(100%) community ICUs and in 25 of 34 (73.5%) aca-
demic ICUs (Table 1).

Clinical Outcomes

The median duration of ICU stay was longer for patients 
enrolled in community ICUs (13 d [8–23 d]) com-
pared with academic ICUs (11 d [7–18 d]); p = 0.012, 
whereas the median duration of hospital stay was similar. 
However, mortality was significantly higher in commu-
nity hospitals, both in the ICU (30.4% [25.8–35.4%] vs 
20.5% [18.9–11.3%]; p = 0.002) and in hospital (40.6% 
[35.6–45.8%] vs 26.1% [24.3–27.9%]; p < 0.001) (Table 5). 
The incidence of VAP and C. difficile infection was similar 
between community and academic ICUs (Table 5).

With respect to the primary outcome of the 
PROSPECT trial, a post hoc subgroup analysis by 
hospital status showed no difference in the treatment 

TABLE 2. 
Comparison of Baseline Patient Characteristics Between Community and Academic ICUs

Baseline Patient Characteristics 
Community,  

n = 352 
Academic,  
n = 2,203 

Total,  
n = 2,555 

p Adjusted 
for Center 

Age, yr, mean (sd) 62.7 (14.9) 59.5 (16.4) 59.9 (16.2) 0.044

Acute Physiology and Chronic Health Evaluation II, mean (sd) 22.1 (8.6) 21.9 (7.7) 22.0 (7.8) 0.957

Clinical Frailty Scorea

 Mean (sd) 3.7 (1.6) 3.3 (1.6) 3.4 (1.6) 0.230

 ≥5, n (%) 96(27.6) 350(19.9) 446 (21.2)  

Females, n (%) 143 (40.6) 886 (40.2) 1029 (40.3) 0.925

Type of patient, number (%)b

 Medical 325 (92.3) 1,631 (74.0) 1,956 (76.6) 0.007

 Surgical 26 (7.4) 242 (11.0) 268 (10.5) 0.223

 Trauma 1 (0.3) 330 (15.0) 331 (13.0) 0.017

Days from hospital admission to ICU admission, median  
(interquartile range)

0 (0–1) 0 (0–1) 0 (0–1) 0.425c

aTotal n = 2,103, community sites n = 348 and academic sites n = 1,755.
bp values correspond to medical vs not medical, surgical vs not surgical, and trauma vs not trauma.
cUsing Poisson regression.

http://links.lww.com/CCX/B86
http://links.lww.com/CCX/B86
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effect of probiotics on VAP between academic and 
community ICUs (test for interaction p value 0.0.575; 
Appendix 3, http://links.lww.com/CCX/B86).

Adverse Events and Serious Adverse Events

Adverse events were uncommon in PROSPECT, and 
no difference was noted between community and ac-
ademic ICUs (Table 5). Serious adverse events related 
to isolation of L. rhamnosus GG from a sterile site (or 
as the predominant organism in a nonsterile site) were 
found in 0 instances in community ICUs and in two 
instances (0.1% patients) in academic ICUs (Table 5).

Trial Metrics

The informed consent rate was similar between com-
munity ICUs (85.9%) and academic ICUs (76.3%)  

(p = 0.149) (Table 6). The mean [sd] monthly enrol-
ment rate for this trial (enrolments per month indexed 
to a 15-bed ICU) was similar in community ICUs (2.1 
[1.4]) and academic ICUs (1.1 [0.7]) (p = 0.119). The 
percentage of patients coenrolled in other studies was 
similar between (8.0% in community ICUs vs 23.1% in 
academic ICUs; p = 0.061) (Table 6).

Protocol adherence was similar between commu-
nity and academic ICUs (90.6% vs 91.6%; p = 0.207), 
and there was no difference in the percentage of 
patients without protocol violations (318 [90.3%] vs 
2,052 [93.1%]; p = 0.232) (Table 6).

Interpretation

In this large, multicenter, randomized controlled trial 
of probiotics versus placebo for mechanically venti-
lated patients, we identified key differences between 

TABLE 3. 
Comparison of Interventions Between Community and Academic ICUs

Interventions 
Community,  

n = 352 
Academic,  
n = 2,203 

Total,  
n = 2,555 

p Adjusted 
for Center 

On study day 1

 Invasive mechanical ventilation, n (%)# 352 (100.0) 2,203 (100.0) 2,555 (100.0) -

 Inotropes or vasopressors, n (%) 208 (59.1) 1340 (60.8) 1548 (60.6) 0.402

 Dialysis/renal replacement, n (%) 26 (7.4) 183 (8.3) 209 (8.2) 0.712

At any time during study enrollment

 Dialysis/renal replacement, n (%) 60 (17.0) 306 (13.9) 366 (14.3) 0.178

Duration of mechanical ventilation in days

 Median (Q1–Q3) 8 (4–16) 7 (3–12) 7 (4–13) 0.037†

 Total range 1–60 1–60 1–60  

#Invasive mechanical ventilation is an inclusion criteria.
†Using the log-transformed variable.

TABLE 4. 
Comparison of Antimicrobial Metrics Between Community and Academic ICUs

Antimicrobial Metrics 
Community, 

n = 352 
Academic, 
n = 1,931 

Total,  
n = 2,283 

p Adjusted 
for Center 

Antibiotics, antifungals, and antivirals

 Days of therapy per 1,000 
patient-days in ICU

1,280.6 1,287.1 1,285.9 0.326a

 Antimicrobial-free days per 
1,000 patient-days in ICU

290.4 288.2 288.6 0.994a

 Defined daily dose per 1,000 
patient-days in ICU

1,668.4 1,806.3 1,780.5 0.333a

aUsing the square root transformed variable.

http://links.lww.com/CCX/B86
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TABLE 5. 
Comparison of Clinical Outcomes of Community and Academic ICUs

Clinical Outcomes 
Community, 

n = 352 
Academic,  
n = 2,203 

Total,  
n = 2,555 

p Adjusted 
for Center 

Incident of ventilator-associated pneumonia, n (%) 83 (23.6) 474 (21.5) 557 (21.8) 0.882

Incident of Clostridioides difficile infection, number of 
patients (%)

4 (1.1) 51 (2.3) 55 (2.2) 0.231

Duration of ICU stay in days

 Median (Q1–Q3) 13 (8–23) 11 (7–18) 12 (7–19) 0.012a

 Total range 2–447 1–346 1–447  

Duration of hospital stay in days

 Median (Q1–Q3) 22 (12–42.5) 22 (13–40) 22 (13–40) 0.726a

 Total range 3–630 1–493 1–630  

Death in ICU, n (%), 95% CI 107 (30.4), 
25.8–35.4

452 (20.5), 
18.9–22.3

559 (21.9) 0.002

Death in hospital, n (%), 95% CI 143 (40.6), 
35.6–45.8

574 (26.1), 
24.3–27.9

717 (28.1) <0.001

AEs, n (%) 2 (0.6) 12 (0.5) 14 (0.5) 0.835

SAEs, n (%) 0 (0.0) 2 (0.1) 2 (0.1) -

AE/SAE, n (%) 2 (0.6) 14 (0.6) 16 (0.6) 0.957

AE = adverse event, SAE = serious adverse events.
aUsing the log-transformed variable.

TABLE 6. 
Comparisons of Trial Metrics Between Community and Academic ICUs

Trial Metrics 
Community, 

n = 352 
Academic,  
n = 2203 

Total,  
n = 2555 

p Adjusted 
for Center 

Total approached for consent, n 410 2,888 3,298  

Informed consent obtained, n 352 2203 2,555  

Consent rate (%) 85.9 76.3 77.5 0.149

Monthly enrollment per 15-bed ICU, mean (sd) 2.1 (1.4) 1.1 (0.7) 1.3 (0.9) 0.119a

Coenrolled, n (%) 28 (8.0) 508 (23.1) 536 (21.0) 0.061

Protocol adherence
Either a) received study product or b) had a legitimate reason 

not to receive study product on ≥90% of ICU days, n (%)
319 (90.6) 2,019 (91.6) 2,338 

(91.5)
0.207

Received at least one dose of study product, n (%) 348 (98.9) 2,187 (99.3) 2,535 
(99.2)

0.422

No protocol violationb, n (%) 318 (90.3) 2,052 (93.1) 2,370 
(92.8)

0.232

aCenter is the unit of analysis for month enrollment; therefore, a t test was performed without adjustment for center.
bNo protocol violation refers to patients who experienced none of the following: 1) received dose(s) of wrong study product, 2) received 
dose(s) not staggered by 4 hr when concurrently receiving a Lactobacillus-sensitive oral antibiotic, and 3) received dose(s) of open label 
probiotic.
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patients enrolled in academic and community ICUs 
that may affect the generalizability of results when tri-
als were enrolled exclusively in academic hospitals. 
Patients recruited from community ICUs were, on av-
erage, older and more likely to have a medical admis-
sion diagnosis. Severity of illness and frequency of life 
support interventions (vasopressor and renal replace-
ment therapy) were similar; however, the duration of 
mechanical ventilation, duration of ICU stay, and ICU 
and hospital mortality were higher among patients 
enrolled in community ICUs.

These findings have important implications for clin-
ical trials as differences in patient characteristics, and 
outcomes may affect the efficacy of trial interventions. 
To ensure that trial results are generalizable, it is es-
sential that enrolled populations resemble as closely as 
possible the eventual treatment population, by involv-
ing as broad a range of practice settings as possible. 
Depending on the characteristics of the patients and 
interventions being evaluated, investigators may want 
to consider subgroup analyses to explore the risk-ben-
efit ratio of tested interventions in academic and com-
munity ICU populations.

The mortality difference observed between aca-
demic and community hospital patients in the present 
study is likely multifactorial. All of the community 
hospital ICUs that participated in PROSPECT were 
designated level 3 ICUs, caring for mechanically 
ventilated patients and run by specialist intensivists. 
Adjudicated rates of VAP and C. difficile infection were 
similar between academic and community ICUs, two 
important quality of care markers. However, there 
may have been differences in care processes between 
community and academic hospitals that were not ade-
quately captured in this dataset. In addition, there may 
have been demographic differences between patients 
in academic and community hospitals that impact 
health outcomes but that were not captured in this 
study, including race, ethnicity, and socioeconomic 
status. For example, visible minority and recent immi-
grant populations are concentrated in suburban areas 
in Canada, which are primarily served by community 
hospitals (3, 4). This is not the first study to report a 
mortality difference between patients in community 
and academic hospitals in Canada. A recent study of 
out-of-hospital cardiac arrest patients reported higher 
mortality among patients admitted to non-teaching 
(community) hospitals relative to teaching (academic) 

hospitals (10). Mortality differences between teaching, 
minor-teaching and non-teaching hospitals have also 
been reported in the United States (11) as have mor-
tality differences between hospitals that participate in 
research and those that do not, even when adjusted 
for teaching status (12, 13). Further studies will be 
required to elucidate the reasons for these important 
outcome differences, which may be complex.

Another key finding of this study was that trial met-
rics, including informed consent rate and enrollment 
rate, were similar between community ICUs and ac-
ademic ICUs. Successful completion of randomized 
controlled trials depends upon efficiently screening 
patients and obtaining informed consent. Although 
community ICUs typically have less research experi-
ence than academic ICUs, their research teams were 
able to achieve similar recruitment rates. The high 
consent rate also indicates that patients in community 
ICUs were open to participating in clinical research. 
Recruitment in community ICUs may also be facili-
tated by the presence of fewer competing studies, lead-
ing to a more focused approach to a consent encounter.

Protocol adherence in PROSPECT was similar be-
tween community and academic centers. Protocol 
nonadherence can increase the risk of bias as well 
as diminish the feasibility of clinical trials (14, 15). 
The high level of protocol adherence confirms that 
community ICU participation is feasible and can 
augment recruitment without compromising trial 
quality. Furthermore, we found no difference in the 
rate of adverse events and serious adverse events be-
tween community and academic ICUs, which were 
very low overall.

The strengths of this study include its preplanned 
design and large sample size. Data on patient dem-
ographics, life supports, and treatments were col-
lected prospectively, as were trial metrics and adverse 
events. Our analysis is limited by the nested obser-
vational design and the potential for ecological fal-
lacy—that is, although differences between patients 
enrolled in community versus academic ICUs may 
reflect differences in populations, they could also re-
flect differences in patient selection for study enroll-
ment in these centers. Moreover, since the number of 
community ICUs in PROSPECT was relatively small 
and there was a lack of rural hospital involvement, 
the results may not be generalizable to all Canadian 
community ICUs.
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Engaging community ICUs in clinical research 
has the potential to increase study recruitment and 
improve the generalizability of study results. The 
Randomized Evaluation of COVID-19 Therapy 
(RECOVERY) trial in the United Kingdom is an ex-
ample of what can be achieved with broad engagement 
of community hospitals in research. RECOVERY har-
nessed the infrastructure of the National Institute of 
Health Research Clinical Research Network to re-
cruit 11,000 patients from 176 hospital trusts in just 
3 months, resulting in immediate worldwide practice-
change for COVID-19 (16). The engagement of so 
many community hospitals accelerated recruitment 
and ensured that the study findings were applicable 
to a broad range of clinical settings. Our results show 
that community ICUs can conduct high-quality clin-
ical research with excellent recruitment rates and pro-
tocol adherence. The differences observed in patient 
characteristics and outcomes between community 
and academic ICUs highlight the need for broader 
engagement of Canadian community ICUs in clinical 
research to ensure efficient study completion and gen-
eralizability of study results.
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