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Context: Insufficient recruitment is a barrier to research and limits statistical power. We describe an initiative
aimed to streamline recruitment and consent processes for inpatients with spinal cord injury or disease
(SCI/D) via implementation of a Central Recruitment (CR) process. The CR process adhered to ethical
standards, reduced participant burden, and maximized research participation.
Methods: In this CR process, the inpatient’s nurse affirmed suitability for research approach based on fluency,
cognition and health stability. A patient research liaison (PRL) was the sole contact for information regarding the
research process, and introduced ongoing studies, screened for eligibility, and completed the consent
process(es).
Results:Over five and a half years, 1,561 inpatients with SCI/D were screened for eligibility upon admission, of
whom 80% (1256/1561) were deemed suitable for the PRL approach. Of those suitable for the CR process,
80% (1001/1256) agreed to discuss current research opportunities, 46% (235/516) consented to
participate in one or more studies, and 86% (856/1001) agreed to future research contact.
Conclusion: This process adhered to ethical procedures and reduced the burden of having multiple
researchers approach each individual inpatient regarding research participation, with high consent rates for
low-risk studies. Future evaluation of the process scalability is underway.
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Introduction
Spinal cord injury or disease (SCI/D) results in diverse
short- and long-term motor, sensory and autonomic
impairments and subsequent comorbidities and sec-
ondary health conditions. The incidence of traumatic
SCI in Canada has remained stable over the past two
decades at approximately 53 injuries per million

people,1 while the incidence of non-traumatic SCI has
been on the rise, currently residing at 26.3-33.2 injuries
per million people.2–4 The frequency and severity of
health conditions in the subacute and chronic periods
post-injury are significant and often involve persistent
secondary health conditions such as musculoskeletal
and neuropathic pain, pressure ulcers, depression and
anxiety,5–9 impacting physical and mental health, inde-
pendence, and ultimately willingness and ability to par-
ticipate in research.10 Like other patient populations
with multiple morbidities, those with SCI/D have
higher healthcare and polypharmacy utilization,7 and
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a rehabilitation length of stay, averaging between 78 and
99 days.10–14 Recruitment of individuals with SCI into
clinical trials is notoriously difficult due to the sporadic
or unpredictable nature of SCI onset and the heterogen-
eity of impairment and comorbid health conditions.15

Clinical research plays an important role in enabling
our understanding of life following SCI/D, the quality
of care, health system trajectories, resource require-
ments and it informs health policy and standards of
care.15–20 Anderson et al. have identified the following
barriers to participation in clinical trials including: con-
cerns about changes in insurance or disability income
eligibility; out of pocket expenses; and, the risk of
side-effects or decline in function.21 From a patient’s
perspective, Annemie Heselmans, who is both a
researcher and person with lived experience, recently
discussed her reasons to participate in SCI research in
a Lancet Correspondence piece.16 She highlighted
meaningful reasons such as to stave-off secondary com-
plications, experiment with aids that encourage move-
ment, prepare for future treatments that might
eventually restore spinal cord functionality, and to
help guide research priorities. Despite these important
aims, clinical research in SCI/D continues to exhibit
high screening to recruitment ratios, poor consent
rates,15,16 and lacks coordination. These challenges
served as the impetus for developing an organizational
improvement approach to enhance recruitment – a
Central Recruitment (CR) process.
The SCI/D population is particularly vulnerable to

both repeated recruitment and over-sampling in
research studies, inferring a higher burden of research
participation.15,17,18 One reason is due to their life-
long engagement with the health care system; patients
with SCI may be approached for research studies in
the emergency department, at the acute care hospital,
multiple times during inpatient rehabilitation and then
again each time they attend tertiary clinics, once they
have resumed community living. To minimize this risk
and ensure best practices, it is important to understand
the ways a recruitment process should uphold ethical
standards.18,19 The individual obtaining informed
consent is required to outline the risks and benefits of
a study in a neutral manner to ensure that consent is
given voluntarily. The process should also be attentive
to justice-related considerations because this process
aims to foster access to research for all who desire to
participate (not merely those who have a healthcare
provider who is attentive to what is happening on the
research front). Alternatively, by tracking patient pre-
ferences, it is important to be respectful and record
the responses of those who express a desire not to

participate. Thus, a non-coercive and robust procedure
that streamlines the recruitment process for individuals
following SCI/D should benefit the patient, research
enterprise, and the health care system.
Low recruitment rates associated with clinical trials

constitute one of the biggest and most global challenges
in SCI research.15,20,22 Published work identifies exist-
ing infrastructure, research study design, recruiter and
participant characteristics as the main factors influen-
cing successful recruitment. Effective remedial strat-
egies are cited as reducing participant burden,
supporting individuals who do not speak English, and
forming collaborations with the patients’ circle of care
teams.23–27 Studies have shown that screening to
recruitment ratios for subacute SCI patients can be
high even with favorable study design (e.g. short travel
time, non-invasive protocols) and minimal inclusion/
exclusion criteria.15,17,28 The idea of recruiting for mul-
tiple studies simultaneously has been suggested as a
means to reduce participant burden and increase the
efficiencies of patient recruitment in other hard-to-
recruit patient populations, such as stroke survivors,
cancer patients, and those undergoing unscheduled
hospital admissions.27,29–31 Recruitment efficiency for
organizations can be realized by incorporating rec-
ommendations cited in research such as using fewer
staff to recruit and avoiding building redundant infra-
structure for each new study.15,31 Our study protocol
was developed with these efficiencies in mind. To-
date, no such standardized inpatient rehabilitation
research recruitment process has been reported in the
literature.
The purpose of this pilot study was to develop a novel

CR process based on ethical principles, which maxi-
mized participation by reducing recruitment barriers,
eliminated redundancy in research infrastructure, and
increased organizational efficiency.

Objectives
(1) To develop a process to streamline SCI inpatient

recruiting, consistent with the ethical framework of
the Tri-Council Policy Statement (TCPS2),32 and
the International Council for Harmonization of
Technical Requirements of Pharmaceuticals for
Human Use Good Clinical Practice (GCP)
Guidelines.33

(2) To pilot the process with inpatients at a tertiary SCI
rehabilitation center and recruit participants into
clinical research studies of varied designs.

(3) To evaluate the effectiveness of the process based on
outcome measures such as rates of inpatient willing-
ness to learn about research opportunities, consent
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to participate, screening to recruitment ratios, and
rates of agreement to future research contact.

We predicted that the CR process would be an effective
means to encourage participation in rehabilitation
research studies in the SCI population.

Methods
The CR pilot process was designed using a patient-cen-
tered model (Fig. 1). The model was predicated upon
the TCPS2 and GCP guidelines, and firmly rooted in
the principles of ethical research conduct to minimize
patient harm or risk. Principles of autonomy, benefi-
cence, non-maleficence, and justice were incorporated
to ensure equal opportunities for inpatients to learn
about research and for researchers to have access to
potential participants.32 Canadian ethical guidelines
concerning research with humans suggest that the
initial approach regarding research participation
should be made by someone from a patient’s Circle of
Care (CoC). This practice ensures that the initial screen-
ing is done by someone familiar to the patient and with
insight into the patient’s health history and capacity to
meaningfully consider research participation. Our
process utilized the primary registered nurse (RN) as
the inpatient’s CoC representative as the RN was
most familiar with the inpatient’s suitability and was
routinely accessible to the CR staff. The RNs were pro-
vided with training regarding the constructs of research
suitability, and their role in the CR process.
Previous studies regarding the ethics of conducting

research during rehabilitation have suggested that the
extended time inpatients interact with their health

care providers’ influences their desire to participate in
research, as a way to please or repay them for the
hours of care provided.18 An important ethical
concern is that inpatients may consent out of a sense
of obligation, or by falsely conflating the aims of
research with those of clinical care.48 The potential
for therapeutic misconception is significant in this
population due to the highly disabling nature of the
condition, absence of a cure, and raised hope that the
experimental intervention offered in the same setting
as their clinical treatment will be beneficial.18–49 To
mitigate these risks, the CR process used a single,
non-clinical point of contact between research and the
inpatient. The Patient Research Liaison (PRL) was a
research staff member who was a neutral third party,
not biased towards any one study, and did not report
directly to the Principal Investigators (PIs) responsible
for the studies. The PRL was able to clearly delineate
the difference between clinical care and research partici-
pation to address therapeutic misconception, making
sure that the inpatient understands the distinctions
between the two. The PRL’s training was comprised
of 1:1 training with a clinician and senior scientists on
the consent process which included role playing, suc-
cessful completion of research quality integration train-
ing (roles and responsibilities of PI, delegation of
research procedures, informed consent, documentation,
Standard Operating Procedures, institutional annual
certification, and training for research personnel).

Procedures
The CR process began with a screening tool called the
Research Interest Form (RIF). The first section of this
form was designed for the CoC representative to deter-
mine if the inpatient was ‘suitable’ for research approach.
This concept of suitability was based on multiple aspects
including the individual inpatient’s English proficiency,
cognitive capacity, and medical stability. If suitable, the
CoC representative proceeded to have the inpatient com-
plete the form, obtaining yes or no answers to three (3)
questions about research (see Fig. 2).
The completed forms were returned to the PRL for

processing. If the CoC representative found the inpati-
ent to be suitable and they answered ‘Yes’ to questions
#1 and #2, the PRL followed up appropriately by intro-
ducing research to the inpatient and auditing their
medical record to screen for study eligibility. If the inpa-
tient answered ‘No’ they did not want to meet with the
PRL or want to have their medical record reviewed,
then the CR screening process was not initiated by the
PRL. The answer to question #3 was considered inde-
pendently of the first two; if the inpatient answeredFigure 1 Patient centered model.
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‘Yes’, then the PRL met with them to confirm that their
contact information will be stored for future research
consideration. No action was taken by the PRL if the
answer was ‘No’. Interactions with the inpatient were
recorded in the medical chart, and where appropriate,
it was noted if the inpatient declined research approach
or screening.
The CR pilot study received Research Ethics Board

(REB) approval in July 2011 and began with three
REB approved studies at Toronto Rehabilitation
Institute (TRI) – Lyndhurst Center. Lyndhurst Centre
is the largest free-standing SCI rehabilitation facility
in Canada, and is a tertiary academic rehabilitation
hospital within the University Health Network
(UHN), a member of the Toronto Academic Health

Science Network. Clinical research is ongoing in the
acute, subacute and chronic phases of SCI. Clinical
research is a multi-faceted process, which requires a
commitment on the part of the organization for infra-
structure, a research team for funding and staffing, as
well as a sufficient population of potential research
participants.
The recruitment foci for the initial three studies active

between 2011 and 2013 were individuals with SCI/D
enrolled in the inpatient rehabilitation program at
Lyndhurst Center.34–39 From 2013 to 2016, three
additional studies began using the CR process for
recruitment.35,40–42 Each study had its own unique set
of inclusion and exclusion criteria which were used by
the PRL to screen for during audit of the medical

Figure 2 Research Interest Form (RIF) used for new inpatient screening.
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record. The screening criteria are listed in Table 1. If the
inpatient met the screening criteria for one or more of the
studies, the PRL met with them to review the informed
consent form (ICF), and answer any questions pertain-
ing to study participation. The consent documents
were given to the inpatient, to review and share with
family members, as appropriate, prior to making a
decision about research participation. The inpatient
could take as long as desired to make a decision regard-
ing research consent within the time period before eligi-
bility expiration. For low-risk studies with simple
inclusion criteria, the PRL obtained consent and then
notified the appropriate study coordinator to commence
the study. For high-risk studies with complex inclusion
criteria, the PRL introduced the inpatient to the study-
specific research coordinator for secondary screening,
followed by consent and enrollment.

Outcomes
The metrics of evaluation of the CR process included:
length of time from CoC representative approach to

RIF completion, number of inpatients eligible or not
eligible for each study, number of eligible inpatients
who consented to or declined a study, and number of
inpatients willing to be contacted for future research
opportunities after discharge. Data was recorded
daily, and descriptive statistics were maintained for
the six studies carried out between July 2011 and
December 2016.

Results
During the 66-month period, a total of 1561 new inpa-
tients were admitted to the Lyndhurst Center SCI/D
rehabilitation program. On average, inpatients took 4
days (SD = 4.5) to complete the RIF after being
approached by the CoC representative. A total of 80%
(1256/1561) of all inpatients were deemed suitable for
research approach. The predominant reason for lack
of suitability was poor English fluency (more than
80% of all those unsuitable). Other reasons included
early discharge, cognitive impairment, and having a

Table 1 TRI – Lyndhurst Center: screening criteria by study.

Study title
Simple or
complex* Inclusion criteria Exclusion criteria

The Rick Hansen SCI Registry34 Simple Trauma SCI; Age ≥ 16 SCI Non trauma; Age < 16
The Link Between Postural
Control and Mobility Activities35,
43

Simple Age ≥ 16; SCI (Trauma or Nontrauma) Age < 16; In acute care > 6 months;
Significant MSK or neurological condition
secondary to SCI

The Physical Activity and
Cardiovascular Outcomes
during SCI Rehabilitation36–39

Simple Ages 18–75; SCI (Trauma or Nontrauma);
LOI C5-L1

Age < 17 or >76; Cauda equina; LOI
below C5, above L1; In acute care > 3
months; Significant MSK or neurological
condition secondary to SCI

The Personalized Adaptive
Locomotor Training44

Complex Trauma or Nontrauma SCI/D (AIS C or D;
incident-caused motor incomplete); Level
T10 or above; Level T11 and T12
considered only in the absence of lower
motor neuron signs

Traumatic/Nontraumatic motor complete
SCI (AIS A or B); Cauda Equina Conus
Medularis; Degenerative/chronic Spinal
Cord Disease; MRSA or other infection
diseases requiring contact or droplet
precautions; Pacemaker; Active
oncology diagnosis; Pressure ulcers in
the pelvic/ hip area; Multiple sclerosis;
Painful MSK dysfunction or unhealed
fractures; Inability to follow/understand
verbal commands; Illegal drug use;
Tendon lengthening surgery <6 months
ago (surgeon’s approval if >6 months)

The Ischial Tissue Health in
Spinal Cord Injury40

Complex Age ≥ 18; Trauma or Nontrauma SCI/D
(AIS A-D); Medically stable; Wheelchair
use ≥ 2 hours/day

Significant MSK or neurological condition
secondary to SCI; Brain injury that
negatively impacts ability to follow
instruction

The Australia-Canada
international pressure ulcer
tracking41, 42

Complex Age ≥18; SCI (Trauma or Nontrauma);
Wheelchair use for primary mobility;
English fluency; SCI of ≥10 years or SCI
≤6 months post-diagnosis of SCI; Able to
sit for 1 hour

SCI due to cancer, spina bifida; Pressure
ulcer; History of surgical closure of a
pressure ulcer on the tail bone, sitting
bones or side of hips; History of stage 3
or 4 pressure ulcer <3 years; Inability to
provide informed consent

Abbreviations: AIS, American Spinal Injury Association Impairment Scale; LOI, Level of Injury; MRSA, Methicillin-resistant
Staphylococcus aureus; MSK, Musculoskeletal; SCI, Spinal Cord Injury; SCI/D, Spinal Cord Injury or Disease. *Categorization indicates
simple studies with few basic screening criteria or complex studies with numerous criteria that require a more comprehensive patient
chart screening.
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palliative status. Of all suitable inpatients, 86% (1074/
1256) consented to medical record review and 80%
(1001/1256) agreed to discuss research studies with
the PRL. After meeting the PRL, 86% agreed to
future research contact after discharge, a percentage
which remained relatively consistent over time. Across
all studies, 46% (235/516) of inpatients consented to
participate in research. Of those eligible, 51% (178/
346) consented to participate in one study, 34% (57/
170) in two studies and 15.4% (8/52) in three studies,
where concurrent enrollment was feasible and did not
undermine the scientific integrity of one study vs
another (see Table 2).
Participants in this study were representative of the

typical demographic of SCI/D inpatients in Canada
during this time period (see Table 3 for overview).
The majority of participants were males in their 50s
with traumatic SCI. The mean age of inpatients
increased over time from an average of 50 years at year
one to 58 years of age by year six. In addition, we
noticed a trend towards more nontraumatic SCI/D
admissions over time, with a 7% increase in nontraumatic
cases over the 5.5 year period, reflecting the changing
demographics of SCI rehabilitation patients in Canada.1

The six studies that utilized the CR process covered a
variety of designs, as detailed in Table 4. Simpler
designs requiring minimal time commitment (e.g. regis-
try, observational) had higher screening to consent
rates, ranging between 55-85%. More involved designs
associated with greater time-commitment and more
complex, multimodal assessments had lower consent

rates ranging between 10-44%. The use of the stream-
lined CR process with a single PRL approaching inpa-
tients for all studies instead of six individual study
coordinators approaching them was a significant
reduction in burden to our inpatients.

Discussion
The aim of the Central Recruitment pilot process was to
design an ethically robust process that streamlined inpa-
tient participant recruitment for rehabilitation-focused
clinical research studies, increased organizational effi-
ciency by eliminating the need to create new research
infrastructure for each study, and, perhaps most impor-
tantly, reduced inpatient burden of meeting multiple
research personnel during recruitment. The results indi-
cate that CR is an effective and feasible recruitment
strategy for rehabilitation studies in the SCI/D popu-
lation. By standardizing the process on the front end,
with the RN as the CoC representative, and with the
addition of the PRL as an unbiased single point of
contact, this process maximized research participation
among inpatients, reduced research resource redun-
dancy and inpatient burden.
The basic architecture of the model used in this inves-

tigation focused on inpatients and their priorities. By
keeping the needs of patients at the center of the
process, it was successful in reducing the number of
research personnel that met with inpatients for the
purpose of recruitment, as historically at least one
research coordinator per study has been assigned to
recruit. SCI/D inpatients have many interactions with

Table 2 Time of Research Interest Forms (RIF) completion relative to admission and response statistics July 2011 to December
2016.

Year 1 2 3 4 5 6* Total, n (%)

Study Period Jul 2011 to
Jun 2012

Jul 2012 to
Jun 2013

Jul 2013 to
Jun 2014

Jul 2014 to
Jun 2015

Jul 2015 to
Jun 2016

Jun 2016 to
Dec 2016

Jul 2011 to
Dec 2016

Admissions, n 249 315 330 360 319 175 1748 (100%)
Adjusted
admissions,a n

224 292 300 324 278 143 1561 (89%)

Patients suitable, n 203 225 222 243 230 133 1256 (72%)
RIF, completion,b mean
days (SD)

2 (2.6) 2 (2.9) 3 (5.0) 4 (5.1) 4 (4.5) 5 (6.3) 4 (4.5)

RIF responses, n
Question 1c 154 171 175 203 188 110 1001 (80%)
Question 2d 160 177 188 221 206 122 1074 (86%)
Question 3e 133 140 150 171 164 98 856 (86%)

aAdmissions adjusted by subtracting readmissions from total admissions; percentage calculated of total admissions.
bAverage number of whole days taken to complete RIF, Research Interest Form and SD, standard deviation.
cNumber of patients that answered “Yes” to Question 1, interested to learn about research; percentage was calculated of those
suitable for research.
dNumber of patients that answered “Yes” to Question 2, giving access to chart screening; percentage was calculated of those suitable
for research.
eNumber of patients that answered “Yes” to Question 3, interested in being contacted about research in the future; percentage was
calculated of those approached.
*Year 6 included only a 6-month period
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numerous members of the interprofessional rehabilita-
tion team, hence reducing the number of research per-
sonnel, which presumably contributes to role clarity
and limits inpatient confusion.
Further, the CR model addressed an opportunity to

increase organizational efficiency during research
recruitment. In the literature, Nasser et al. have com-
mented on the need to professionalize and automate
the process of recruitment and provide an infrastructure
of experienced professional recruiters in academic
medicine.45 They found that most academic health
centers still rely on traditional study staff with little
training or experience in recruitment and concluded
that a centralized process would benefit both the par-
ticipants and research organization. This is consistent
with our findings, which extend the benefits of the
CR model to the research enterprise by demonstrating
feasibility in being able to support a large quantity of
diverse studies. During the implementation of the CR
process, our efforts were bootstrapped by the academic
mandate of the University Health Network. The
Corporate UHN Balanced Scorecard of 2012 set an
organizational objective to “Become the Research

Hospital of the Future” and identified areas for
improvement, such as maximizing patient engagement
in research and timely study recruitment.46 Between
2011 and 2012, the scorecard reported that 18.1% of
research studies within the organization recruited zero
participants within the first year. The CR process was
well-received and supported by administrative leaders,
as it was an important initiative aimed to mitigate
recruitment barriers, establish centralized admission-
to-enrollment infrastructure, ultimately lowering the
percentage of studies with zero accrual in the first year.
From a clinical point of view, the CR process did not

disrupt clinical care and medical appointments took
priority over research participation. Clinicians gained
a heightened awareness of inpatient research enrollment
based on routine documentation in the medical record.
The PIs benefitted from the systematic approach to
inpatient screening through access to a centralized
dataset and timely recruitment of desired sample sizes,
powering the studies that advance the SCI/D field.
Given the success of this pilot, the logical next step is

to test the scalability of the CR process by increasing
the complexity and number of studies and extending

Table 3 Demographic information of inpatients with Spinal Cord Injury (SCI) who agreed to medical record review.

Year 1 2 3 4 5 6* Total, n (%)

Mean age, years 50 52 53 56 54 58 54
Sex

Male, n 111 113 122 139 134 85 704 (66%)
Female, n 45 63 66 81 71 36 362 (34%)

SCI etiology
Trauma, n 68 55 69 70 71 44 377 (36%)
Nontrauma, n 89 121 128 130 135 80 683 (64%)

Mean days from injury to
admissiona

44
(SD = 48.9)

33
(SD = 47.4)

47
(SD = 66.4)

36
(SD = 52.7)

42
(SD = 63.9)

42
(SD = 62.5)

41
(SD = 56.9)

aAverage number of days between injury onset and admission to TRI – Lyndhurst Center.
*Year 6 included only a 6-month period.

Table 4 Study details: design, recruitment duration, consent rate.

Study title
Recruitment duration

(Dates) Study design
% recruited

(#consented/#eligible)

The Rick Hansen SCI Registry34 07-2011–12-2016 Prospective Registry 85% (231/272)
The Link Between Postural Control and Mobility
Activities35, 43

07-2011–02-2013 Multicentre, observational 61% (58/95)

The Physical Activity and Cardiovascular
Outcomes during SCI Rehabilitation36–39

07-2011–10-2012 Multicentre, longitudinal,
observational

55% (80/146)

The Personalized Adaptive Locomotor Training44 09-2014–06-2015 Prospective, descriptive,
intervention study

38% (13/34)

The Ischial Tissue Health in Spinal Cord Injury40 07-2014–03-2016 Cross-sectional imaging,
case series

44% (21/48)

The Australia-Canada (AUSCAN) international
pressure ulcer tracking41, 42

04-2014–08-2016 Multicentre, observational 10% (10/93)

Abbreviations: SCI, Spinal Cord Injury.
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the scope to include a broader range of clinical popu-
lations in both inpatient and outpatient groups.
Future research can additionally explore whether
there is an optimal number of studies a single PRL
can manage and how the number may be influenced
by complexity of study design and screening criteria,
both quantitatively and qualitatively (e.g. interviews
with stakeholders such as the PIs, CoC representatives,
study coordinators, inpatients).
There is an opportunity to apply learnings from the

SCI/D population to other inpatient and outpatient
tertiary rehabilitation populations (e.g. brain injury,
stroke, dementia), recognizing there may be additional
nuances to the process depending on the impairment
group. This scale of implementation should be built
into the infrastructure of the research institute, requir-
ing support from the Director of the Research
Institute and the hospital Executive and Medical
Directors. Resources in the form of staff and funding
to support the training and retention of the PRLs are
required to ensure the successful implementation of
this system at similar Institutes or Centres.
Implementing the CR process in the outpatient setting
would provide an exceptional opportunity to study
the influence of managed care on the complex multi-
morbidity of SCI/D. In order to scale this process to
support all local studies, a database that automates
the process is needed given the large number of patients
and studies.

Issues and limitations
A major limitation of the CR process is its exclusion of
inpatients who did not speak English. While many
health care facilities offer translation services for inpa-
tients during research consent, access to such services
is typically lost upon study enrollment due to the
limited availability of translators, lack of a budget to
pay for ongoing research translation services, and meth-
odological shortcomings associated with data analysis
and interpretation.47 Studies in this project did not
have funding to cover such costs. From an equity and
diversity perspective, having a centralized process
allows us to track those that may be systematically
excluded from research based on English proficiency,
allowing for an opportunity to address this limitation
in the future.
Another issue was a potential selection bias against

two groups of inpatients: (1) those who were re-
admitted and changed their minds in favor of research
participation; and (2) those who were not suitable for
research upon assessment, but became suitable later in
their stay. Regarding the former, it was decided not to

re-screen inpatients re-admitted within one year based
on the assumption that they were asked about research
interest upon first admission. This could have affected a
number of individuals who may have changed their
minds as we observed the number of re-admissions
rise from 2% of all admissions in the first 6 months of
the project, to 6% by 24 months. Regarding the latter,
inpatient suitability assessments took place within the
first three days following admission, a timeframe
based on research study needs (e.g. the need to collect
data early in the rehabilitation stay, or at a specific
time post-injury). There were some instances where
three days was too soon to assess suitability as some
inpatients may have needed time to process their trau-
matic SCI experience and/or manage major health
complications such as dealing with high levels of pain
which require narcotic analgesia that affect alertness,
coping with anxiety and depression, or complex
family or social situations. This pilot demonstrated
that the three-day target deadline was not always feas-
ible and that starting the CR process seven days post
admission might be more appropriate for inpatients
with SCI/D.

Conclusion
The Central Recruitment process reduced the burden of
consent for subacute inpatients as: (1) study eligibility
was rigorously delineated prior to meeting with inpati-
ents; (2) a single patient research liaison interacted with
the individual inpatient; (3) the CR process provided
more efficient research screening with stable recruit-
ment rates in a center where multiple research studies
were occurring simultaneously; and, (4) provided
stable research infrastructure which avoided the cre-
ation of unique infrastructure for each new study.
Scalability of the CR process needs to be evaluated
further and customized for a range of spinal cord inju-
ries and pathologies in order to accommodate the sec-
ondary sequelae and comorbidities. The ultimate goal
of expansion is to support multi-center trials to
address the important research questions which
impede the delivery of exemplary health care across
the life course.
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