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1.  Introduction

to

Recruitment & Retention

Introduction to Recruitment and Retention

This document provides an overview of the Strengthening Communities for Youth (SCY) cooperative agreement with SAMHSA CSAT and serves as a manual in addressing recruitment and retention of participants in longitudinal studies.  
Overview of SCY

The purpose of SCY is to strengthen the community’s system for identification, screening and assessment, referral and treatment of youth who abuse substances.  To strengthen this system, SCY implemented a coordinated and comprehensive drug and alcohol treatment system for youth in Johnson and Iowa counties.  Provisions of the SCY project include an Adolescent Health and Resource Center (AHRC), Strengths-Oriented Family Therapy (SOFT), mobile units for on-site screening and referral, an outreach and education program, a web-based information system for youth, parents and agencies, an active provider’s network, and linkages with all youth-serving agencies and organizations in the immediate and surrounding area.  Key community stakeholders for preventing adolescent substance abuse collaborating in this effort include the Juvenile Court Services, the Iowa City Community School District, MECCA (Mid-Eastern Council on Chemical Addictions), and the Department of Pediatrics at the University of Iowa.  Ultimately, SCY will improve treatment and service delivery to all levels of substance using youth and their families.  

 Retention in substance abuse research:  A review of the literature
Obtaining good inclusion and follow up rates are familiar challenges to researchers studying efficacy and effectiveness in substance abuse treatment research (Claus, Kindleberger, & Dugan, 2002, Desmond, et al., 1994; Robles, Flaherty, & Day, 1994; Spotts et al., 1996).  Due to the unique nature of substance abuse, optimal recruitment and retention rates are often more difficult to attain than in other longitudinal studies.  Complicating factors that hinder the research process include stigma attached to substance use, client involvement in illegal activities necessitated by substance procurement, and severe sanctions related to admission of use.  A review of the professional literature offers suggestions and recommended practices for improving recruitment and retention.
A review of eleven studies in the substance abuse literature had a mean retention rate of 73%, with a range of 31% to 97%. Table 1 presents the most frequently cited suggestions by specific population and by frequency of recommendation. Please note that only meta-analyses or studies with a reported retention rate of 70% or better were included.  Methods frequently used to increase retention included offering tangible 
Table 1. Methods used to increase retention by study

	
	Adolescent only subjects
	All subjects (adult and adolescent)

	Tangible incentives: money or gift
	2
	2, 3, 4, 5, 6, 8, 9

	Frequent telephone contact
	
	3, 5, 6, 7, 8, 9

	Form letters
	
	3, 5, 6, 7, 8

	Home visits
	
	3, 5, 6, 8

	Interviewer incentives
	
	3, 5, 8

	Toll-free telephone number
	1
	1, 5, 9

	Make-up times for missed contacts
	
	5, 8

	Social security number
	
	3, 5

	Drivers license number
	
	3, 5

	Hand written letters
	
	5, 6, 8

	Alternative meeting sites
	
	5, 6, 8

	Flexible meeting times
	1 
	1, 5, 6, 8

	Public records checked
	1
	1, 3, 5, 8

	Continuous effort to contact
	1, 2
	1, 2, 5, 7

	Use of trackers
	
	3, 5, 8

	3 contact persons information with releases
	
	8


1. (Simkin et al., 2000); 2. (Mason & Windle, 2001); 3. (Cottler, Compton, Ben-Abdallah, Horne, & Claverie, 1996); 4. (Dolezal et al., 1999), 5. (Spotts et al., 1996), 6. (Robles et al., 1994); 7. (Agosti, Nunes, & Ocepeck-Welikson, 1996); 8. (Walton et al., 1998); 9. (Booth, Kirchner, Fortney, Ross, & Rost, 2000).

incentives, frequent telephone contacts, frequent mail contact, the use of form letters, tenacious tracking efforts, flexible meeting times, and checking public records. 
The professional literature also identified recommended practices for retention (Table 2). Recommended practices included updating the locator at each follow-up, 

Table 2. Frequently recommended practices to improve retention

	
	Meta-analysis
	Adult IDU 
	Adult other substances

	Update locator form at each follow-up
	5
	1
	2

	More than one method of contact
	
	1
	2, 3                 

	Intensive tracking during initial follow-up
	
	1
	2, 4

	Send workers into community to find subjects
	
	1
	2

	Reduce length of follow-up assessment
	5
	1
	

	Provide adequate incentive
	5
	
	2

	Use institutional information sources
	5
	
	2

	Follow-up location convenient to subject
	5
	
	2

	Periodic interviewer brainstorming and             morale meetings
	
	1
	4


1. (Cottler et al., 1996); . (Spotts et al., 1996), 3. (Robles et al., 1994); 4.(Walton et al., 1998); 5. (Desmond, Maddux, Johnson, & Confer, 1995).  

multiple methods of contact, and intensive tracking during initial follow-up, among others.

  
Additional studies examined particular subject characteristics associated with retention and attrition (Bell, Williams, Nelson, & Spence, 1994; Claus, Kindleberger, & Dugan, 2002), as well as methodological and treatment level differences (Bell et al., 1994; Gossop, Marsden, & Stewart, 2000; Gossop, Marsden, Stewart, & Treacy, 2001).  These studies were conducted with adult populations and thus may not be applicable to our project at this time; however, they may be useful at a later date should patterns of attrition begin to appear in the follow-up process.  
An adolescent follow-up study conducted by Stinchfield et al. (1994) suggests that adolescents most difficult to contact exhibit consistently poorer outcomes and report more severe use patterns.  Because our study will only involve clients appropriate for outpatient treatment, the initial screening process may refer more heavily using adolescents to residential treatment.  However, awareness of this potential trend would be helpful to caseworkers as they conduct intake assessments and recommendations.
Suggestions by other studies included providing transportation and childcare (Robles, Flaherty, & Day, 1994),  certificates of completion, feedback and appeals to altruism (Simkin et al., 2000), and provision of refreshments during interviews (Walton, Ramanathan, & Reischl, 1998).  Additional strategies included higher intensity treatment, psychosocial interventions and family involvement (Agosti et al., 1996), and documentation of follow-up activities as well suitable follow-up staff (Desmond et al., 1995).

Technical assistance with Dr. Chris Scott

The importance of recruitment and retention in longitudinal studies cannot be overstated.  High recruitment rates increase a study’s value by increasing external validity.  Likewise, lower recruitment rates threaten external validity, particularly if patterns emerge among eligible candidates refusing to participate (Prinz et al., 2001).  Retention rates of those recruited into the study are equally important.  High retention at all follow-up points increase the probability of obtaining complete and accurate data, thereby increasing the validity of findings.  Similarly, lower retention rates increase chances for reporting distorted findings (Robles, Flaherty, & Day, 1994). 

Recognizing the importance of maintaining high recruitment and retention rates, SCY hired recruitment and retention expert, Dr. Christy Scott from Chestnut Health Systems, as a consultant on the project.  Dr. Scott has recorded recruitment and retention rates ranging from 92% to 99% in longitudinal research.  In March of 2003, Dr. Scott presided over a two-day seminar on recruitment and retention for SCY staff and other interested parties.  

Dr. Scott offered numerous suggestions for improving retention.  One suggestion included creating a Memorandum of Understanding for participants, which the SCY team has fundamentally incorporated into the Informed Consent document.  The purpose of the memorandum is to ensure that participants understand not only what the study is about, but also their role in the study.  Dr. Scott emphasized that educating participants about the study and the importance of follow-up, especially during recruitment and the early follow-up points, was key to high retention rates.  The SCY team has incorporated the essence of the memorandum within the informed consent document.  Dr. Scott also underscored the importance of rapport and reciprocity during recruitment and follow-up. 

Other suggestions by Dr. Scott involved using postcards (signed by the participant) to notify contacts of the participant’s involvement with the study; contacting institutions to obtain permission to interview within the facility if necessary; obtaining signed releases of these various institutions that the participant might be involved with in the future; mailing Thank-you cards to participants within one week of recruitment (stamped return address requested); employing an outreach worker to track difficult-to-contact participants; maintaining a Master Schedule Book; posting daily reports regarding number of total unverified cases, number of unverified cases per caseworker, and the names/client ID of the unverified cases; assigning weekly tasks to caseworkers such as calling juvenile facilities and other institutions to locate lost participants; continuous recycling of contact procedures; providing participants with appointment cards; mailing interesting flyers, etc.; sending Birthday cards; and providing an “800” phone line for participants and contacts to ask questions or leave messages.  
This study will follow nearly all of Dr. Scott’s recruitment and retention suggestions including the procedural phases of Engagement, Verification, Maintenance, and Confirmation.  Briefly, the Engagement Phase includes recruiting participants into the study as well as collecting complete data at all follow-up points; the Verification Phase involves verifying the participant and collateral locator information; the Maintenance Phase entails maintaining contact between follow-up points; and the Confirmation Phase consist of a series of contact reminders of an upcoming follow-up interview.  These phases are discussed in detail in following chapters.  See Figure 1 for a flowchart of these activities and phases.
Note:  All caseworkers should thoroughly review “Staying in touch: A fieldwork manual of tracking procedures for locating substance abusers for follow-ups studies” (Anglin et al., 1996).  A hardcopy of the manual can be found in the RA offices; an electronic copy of the manual can be found on the shared drive. Please direct any questions to the supervisor.
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Recruitment into the Treatment Evaluation Study

Youth are seen for initial assessment following referral to the AHRC. Initial assessment scoring from the Global Assessment of Individual Need (GAIN-I; Dennis et al, 1998) is used by therapists in preparation for the SORT session. Results of the initial assessment and clinical expertise are used to determine whether youth qualify for participation in the Health Monitoring Study (HMS). 
Recruitment procedure
The SORT therapist and the caseworkers’ initial responsibility is to recruit eligible youth into the HMS. When it is determined that a youth qualifies for the HMS, the SORT therapist notifies the study team so that a caseworker will be available for recruitment from the SORT session.  

During the SORT session, the SORT therapist will explain the opportunity for eligible youth to participate in the HMS. If there is interest, the SORT therapist will introduce the youth and the family to the caseworker, who will introduce the study, review and explain the University Institutional Review Board (IRB) approved informed consent documents for the Treatment Evaluation Study contained in the recruitment packet.  Those who decline participation are referred to the MECCA outpatient program.

The caseworker may say:

Hi. My name is __________ and I am a research assistant with the University of Iowa.  I want to invite you to participate in a study that is being conducted by Professor James Hall, professor in pediatric medicine and the school of social work. Dr Hall has been conducting research on substance abuse for many years, and the main goal of this study is to ultimately provide better substance abuse treatment for people who need it.  Since you will be the experts on how effective your treatment is, we need your input to make this evaluation.  I will take the next few minutes to describe what the study entails and hope you and your parents will decide to participate.  Your decision will have no bearing on your access to treatment, so if at anytime you decide you are not interested, please feel free to tell me. 
The caseworker distributes the Informed Consent to the youth and parent/caregiver and carefully reviews the document with them.  (If audio- or video-recording the recruitment process, the caseworker first turns to page 8 of the informed consent document to obtain initials from the youth and parent consenting to the audio recording.)  After reviewing the informed consent, and if the family agrees to participate, the youth and caregiver sign and date the signature page, and the caseworker signs and dates the same signature page as a witness. The signed consent form is copied and given to the participants for their records, and the original consent document is filed in a designated locked cabinet at the Oakdale offices.  
Following the signing of the informed consent document, the youth and parent/caregiver must fill out and sign the participant locator (youth) and collateral locator (parent) as completely as possible.  The youth and parent/caregiver should provide at least three to four contact names (e.g., two relatives not living with the youth and two professional contacts; friends and significant others can be included after information on the four main contacts have been collected as long as they are age 18 years or older) on the locator. The youth and parent/caregiver will then complete and sign the locator postcards, which will be mailed (by us) to individuals identified as a contact person on the locator.  Caseworkers collect contact postcards for each new contact on the locator at every follow-up point; however, at the 6 month follow-up point, these postcards will be sent to every contact name on the locator form to remind contacts of the participant’s involvement in the study. All contact postcards must be stamped “address service requested” before mailing.  The caseworkers might also have participants perform verification of the locator (i.e. participants contacting locator contacts by telephone), if time permits. 
Releases of information should also be signed at this time.  Releases of information are needed for each contact person on the locator and any agencies the participant is involved (i.e., Juvenile Court Services, United Action for Youth, MECCA, etc.).  Releases of information signed by youth also require the parent/caregiver signature.  Do not communicate with contact persons without a signed Release of Information.  Questions should be directed to the principal investigator, Jim Hall.
 The caseworker then distributes the assessment instruments (See Appendix C: Instruments). The Issues Checklist (youth and parent version) must be given before the Problem Solving Dilemma (PDS; youth and parent videotape; evaluation form). Urine samples or saliva tests are collected at the 3 and 9 month follow-ups.  See Table 3 for the instrument administration schedule.
Follow-up appointment dates are set and entered into the MIS scheduler, and appointment cards and the caseworker’s business card, are distributed to each the youth and the parent/caregiver. The caseworker holds the Lego bag, from which the youth draws, thereby assigning the family to group-based treatment (blue Lego) or SOFT (yellow Lego). The caseworker then takes the family to the receptionist who makes their treatment appointment.   The caseworker will give a $20 compensation payment to the youth and $20 to the parent at completion of the intake session and each follow-up session (sessions only partially completed will be prorated by the caseworker).  For the follow-up sessions, if the youth and/or caregiver attend their confirmed appointment within 5 business days (before or after) of the scheduled date, a $10 bonus will be paid to each participant. In addition, participants attending all follow-up sessions will be compensated an additional $20 for perfect participation. Caseworkers are responsible for obtaining a signed receipt from the youth and parent for the amount compensated.

See Appendix D for instructions on obtaining compensation monies from the SCY operations manager entitled Cash Accounts.
Table 3. Instrument Administration Schedule
	Instrument (Respondent)
	Initial Assessment
	0

(Y&P)
	3 Mo

(Y)
	6 Mo

(Y&P)
	9 Mo

(Y)
	12 Mo

(Y&P)

	Saliva Test
	X
	
	
	
	
	

	Urine sample
	
	
	X
	
	X
	

	GAIN-Core (Y)
	X
	
	
	
	
	

	GAIN M90 (Y)
	
	
	X
	X
	X
	X

	GCI (CAF; P)
	X
	
	
	X
	
	X

	HSSQ (Y & P)
	
	X 
	X
	X
	X
	X

	      FACES (Y & P)
	
	X
	X
	X
	X
	X

	Issues

Checklist (Y & P)
	
	X
	
	X
	
	X

	GCM
	
	
	
	X
	
	X

	P.S.D. (Y & P)
	
	X
	
	X
	
	X

	WAI (Y/T)
	
	X


	
	
	
	


Y = Youth Client; P = Parent/Guardian/Caregiver; T = Therapist
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Retention in the Treatment Evaluation Study


CSAT requires a minimum of 80% retention, and our goal is 100% retention. We have chosen to adopt the four procedural phases suggested by Dr. Scott. These phases include Engagement, Verification, Maintenance, and Confirmation. All phases are repeated at each follow-up point.

Engagement Phase
The Engagement Phase involves initially enrolling participants into the study and obtaining signatures on informed consents, and collecting complete and accurate data during all follow-up sessions.  At all sessions, this phase involves educating participants about their participation in the study.  The Engagement Phase is nearly identical to the recruitment process excluding the signing of the informed consent.  Additional elements of engagement include obtaining complete and accurate information on the participant and collateral locator forms (locator forms are reviewed and updated at each follow-up), obtaining appropriate releases of information, completing contact postcards, completing the assessment instruments, scheduling subsequent follow-up appointments, and distributing appointment cards. Compensation is paid at the end of the session, with the caseworker responsible for obtaining a signed receipt from each participant for the amount compensated (see recruitment chapter for details).  
At the Oakdale offices, the signed Informed Consent are given to the SCY secretary who files them into a designated locked cabinet.   Contact postcards and thank you cards should be copied (with copies stored in the participant locator file), stamped “address service requested,” and given to the SCY secretary for mailing.  Contact postcards are to be mailed within 24 hours of engagement.  Client number, intake date, and caseworker initials are written on the client master list clipboard located in the caseworker office – when locator verification is complete, indicate with a checkmark in the appropriate column.  All scheduled contacts (including confirmation contacts) are recorded in the MIS Master Schedule Book within 48 hours.  The Follow-up Log (FUL) is updated after treatment engagement is verified, and the GPRA and GRL is entered.  Thank you cards must be mailed within a week of recruitment.  The Engagement Phase is repeated at each follow-up point.  

Verification Phase

The purpose of the Verification Phase is to verify information on the participant and collateral locator forms.  Caseworkers are to verify the locator information within 48 hours of intake.  If the locator cannot be verified within 48 hours, the caseworker contacts the participant for better information, a new contact person, or both.  Daily activity is required until the locator is verified.  
Maintenance Phase


The purpose of the Maintenance Phase is to maintain contact with the participant and collateral between follow-up interviews. The Maintenance Phase entails mailing monthly newsletters and birthday cards to the youth and caregiver throughout their participation in the study, recording of dates of mailings and “address correction notification” dates from the postal service.  In the event of an “address correction notification”, the caseworker repeats the Verification Phase to locate the participant or locator contact.

Confirmation Phase


The purpose of the Confirmation Phase is to locate the participant and remind them of the upcoming interview.  Six weeks prior to the scheduled follow-up interview, the caseworker locates the participant (and collateral, when appropriate) and a confirmation letter is sent (stamped “address correction requested”). If the participant is not located by four weeks before the interview, the caseworker reviews the case with colleagues to devise a strategy for locating the participant(s). A special flyer is mailed (stamped “address correction requested”) and the caseworker continues working the phone and conducting fieldwork in order to locate the participant(s).  
Twenty-eight days before the scheduled follow-up interview, the caseworker gives the participant a reminder telephone call.  If the phone is disconnected or the participant has no phone, a reminder letter is sent (with all disconnected numbers checked daily until the phone is re-connected or the number is reassigned to another party).  If there is still no contact within three weeks of the interview, outreach efforts are conducted and attempts to locate continue.  
Following the 28-day reminder call, the caseworker gives the participant a 7-day reminder call, followed by a 24-hour reminder call before the interview. The process returns to the Engagement Phase during the follow-up interview and procedural phases begin again. See the Figure 1 for a visual layout of the process.
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Figure 1. Flowchart: Recruitment and Retention
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