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Purpose: Ethnic minorities, women, and those of low socioeconomic status are widely underrepresented in clinical trials. Few studies have explored factors associated with successful follow-up in these
historically difficult-to-reach patients. This study’s objective was to identify patient characteristics and
methods of contact that predict successful contact for follow-up in an urban, predominantly ethnic minority, majority-women, poor population to help devise strategies to improve retention.
Methods: We retrospectively reviewed records from a prospective randomized control trial of 400
hospitalized chest pain patients to determine which characteristics were associated with successful telephone follow-up at 1 year after enrollment. We assessed demographic variables, medical history, and
social factors by using bivariate analyses. A multivariate analysis was performed using variables from
the bivariate analysis with P ≤ .2.
Results: The overall successful 1-year follow-up rate was 95% (381/400). Study participants who
completed follow-up were significantly more likely to have a primary care physician (PCP) (88% [337/
381] versus 68% [13/19]), speak English natively (52% [199/381] versus 26% [5/19]), have a higher
Charlson comorbidity index score, and identify as women (64.0% [244/381] versus 42.1% [8/19]).
Having a PCP and native English language remained significant at multivariate analysis. Socioeconomic
status score, quantity of contact information recorded at recruitment, and insurance status were not
significantly associated with successful follow-up.
Conclusions: Patients engaged with the health care system by having a PCP are significantly more
likely to achieve follow-up. Successful follow-up is also associated with native English speaking. The
potential of improving follow-up by facilitating connections with health care providers requires further
study. ( J Am Board Fam Med 2020;33:431–439.)
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Introduction
Clinical research informs decision making and provides the foundation for evidence-based medicine
and best practices.1 Comparative effectiveness
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research with randomized clinical trials is a preferred method for testing an intervention for a particular population or setting.2 This helps clinicians
to maximize outcomes, knowing that the evidence
they are using is speciﬁc for the task at hand and
tested under comparable conditions.
The length of follow-up and retention are particularly important, as truncated follow-up can
erroneously indicate that an intervention is more or

Acknowledgements/Funding: Funding of primary trial
(PROSPECT): American Heart Association Clinical
Research Program Grant 0885024D.
Conﬂicting and Competing Interests: None declared.
Corresponding author: Samuel H. Friedman, MD, 183
Route 206, Suite 1, Flanders, NJ 07836 (E-mail: samuel.
friedman@med.einstein.yu.edu).

Successful Follow-up of Participants in a Clinical Trial

431

J Am Board Fam Med: first published as 10.3122/jabfm.2020.03.190018 on 19 May 2020. Downloaded from http://www.jabfm.org/ on 11 May 2021 by guest. Protected by copyright.

ORIGINAL RESEARCH

Methods
The Clinical Trial is registered at https://clinicaltrials.
gov/ct2/show/NCT00705458 under ClinicalTrials.
gov Identiﬁer NCT00705458.
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Study Design
This study is a secondary analysis of the PROSPECT
trial, which was conducted between July 2008 and
December 2013.19,20 PROSPECT was a randomized controlled trial of 400 intermediate-risk chest
pain patients admitted to telemetry at Monteﬁore
Medical Center in the Norwood section of Bronx,
NY. There were no recruitment restrictions regarding gender, race/ethnicity, native language, or
health insurance. Participants were randomized to
receive coronary computed tomography or radionuclide stress myocardial perfusion imaging, with the
primary outcome variable being cardiac catheterization not leading to revascularization within 1 year.
There was no statistically signiﬁcant difference
between the 2 imaging modalities with regard to the
primary outcome. The trial design and primary outcome variable required 1 year of follow-up after
recruitment.
Enrollment and Follow-up
Enrollment occurred between July 2008 and March
2012. At the time of enrollment, patients were
asked for multiple phone numbers and the name
and phone number of a relative or other close contact. Patients were called for telephone questionnaires at 6 and 12 months after enrollment to
discover subsequent cardiac events and hospitalizations. If a patient could not be reached by telephone
after at least 4 attempts either directly or via a close
contact, further attempts were made through a primary care physician (PCP) or cardiologist identiﬁed
from electronic medical records. Providers and
facilities outside of Monteﬁore were contacted by
telephone for records when patients provided this
information and their permission. Additionally,
continuous telephone and electronic (ie, e-mail and
texting) follow-up after 1 year was conducted in a
chronological fashion based on enrollment date. At
the end of the study period, patients were contacted
again to determine whether they experienced major
adverse cardiovascular events.
Follow-up Outcome and Variables of Interest
The current study’s primary outcome variable was
deﬁned as successful contact with the patient at or
beyond 12 months after enrollment. This exploratory analysis assessed potential predictor variables,
including sociodemographic data (age; race/ethnicity; gender; native or nonnative English speaker;
socioeconomic status (SES) score based on
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less efﬁcacious than it would be with long-term,
more realistic use.3,4 A signiﬁcant challenge in clinical research is keeping participants within a study
for an extended period. Loss of research subjects in
follow-up occurs for numerous reasons.3,5 It is useful to understand why this happens so that efforts
can be made to mitigate that potential loss.6
It is well documented that racial/ethnic minorities are underrepresented in clinical trials7,8 and, in
particular, cardiovascular studies. Some of the oftencited reasons include a distrust of medical research,
economic burdens, and poor access to care.8,9 With
regard to cardiovascular health in general, racial/
ethnic minorities have both a higher prevalence of
disease and worse outcomes.10 These inequalities
are particularly problematic because the existing literature provides suboptimal guidance for the treatment of some patients. Women are widely
underrepresented within clinical trials.11–13 The
dominance of white males in cardiovascular clinical
trials has resulted in data that, in many cases, apply
to less than half of the population. As a result, funding organizations have placed renewed emphasis on
the explicit study of minority populations and
women.14
Some of the challenges involved in performing
the multicultural and gender-balanced clinical
research needed to inform practice are already
apparent. Patient characteristics, including male
gender,15 black race,16 and young children in the
household17 are associated with reduced retention
rates in clinical trials. Patient involvement in the
medical system and language preferences are potential determinants of success in follow-up. Different
methods of patient recruitment, community involvement, and cultural tailoring have been studied to
improve trial retention.18 Identifying correlates of
poor follow-up allows a speciﬁc direction of efforts
to retain at-risk patients and appropriate allocation of
study resources.
The purpose of the present study is to assess the
factors associated with successful 1-year follow-up
from a multiethnic, majority-women, urban, cardiovascular randomized controlled trial to inform
strategies to improve patient retention.

Table 1. Continued

Characteristic

Values*

Characteristic

Age (y)

57 6 11

Insurance

BMI (kg/m2)†
SES‡

31 6 6.4
3.95 ( 6.58, 1.55)

Gender
Men
Women

148 (37.0%)
252 (63.0%)

Ever smoked
Yes
No

169 (42.3%)
231 (57.8%)

Current smoker
Yes
No

59 (14.8%)
341 (85.3%)

Diabetes
Yes
No

127 (31.8%)
273 (68.3%)

Hypertension
Yes
No

288 (72.0%)
112 (28.0%)

Dyslipidemia
Yes
No

206 (51.5%)
194 (48.5%)

PCP§
Yes

350 (87.5%)

No

50 (12.5%)

Close Contact
Yes
No
Number of phone numbers
Charlson score

359 (89.8%)
41 (10.3%)
2 (2, 3)
0 (0, 1)

Interpreter used
Yes
No

103 (25.85)
297 (74.3%)

Native Language
English
Non-English

204 (51.0%)
196 (49.0%)

Race
Asian
Black

18 (4.5%)
143 (35.8%)

Hispanic

215 (53.8%)

Multiracial
White

6 (1.5%)
18 (4.5%)
Continued

employment, housing, and education in their ZIP
code, normalized to the state average), medical
comorbidities (diabetes; obesity; hypertension; dyslipidemia; current or prior smoking; Charlson
comorbidity score), health insurance status, having a
PCP (deﬁned by current provider listed in the electronic medical record or stated by the participant),
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Values*

Commercial

118 (29.5%)

Medicaid
Medicare

177 (44.3%)
98 (24.5%)

Self pay

7 (1.8%)

*Categorical variables are presented as frequencies and percentages. Continuous variables are presented as either means and
standard deviations or medians and interquartile ranges,
depending on distribution.
†
BMI, body mass index.
‡
SES, socioeconomic score. Displayed as a Z score calculated
based on the person’s address and 6 socioeconomic variables for
the neighborhood by zip code (log of median household
income; log of median value of housing units; the percentage of
households receiving interest, dividend, or net rental income;
education; the percentage of adults who completed college; and
the percentage of employed individuals in executive, managerial
or professional positions) and normalized to the New York
State average.
§
PCP, primary care physician.

number of phone numbers provided for follow-up,
having a close contact, and whether an interpreter
was used during enrollment. All modiﬁable variables
(eg, insurance status) were captured at time of
enrollment and were not updated over the course of
follow-up.
The secondary outcome was deﬁned as the percentage of potential follow-up that was actually
achieved. The potential follow-up period was calculated by determining the number of days from each
patient’s enrollment date to the end date of the
study (December 26, 2013). The actual follow-up
period was calculated by determining the number
of days from the enrollment date until the date the
patient was most recently followed-up by electronic
medical records or telephone.

Analysis
To assess association with follow-up, bivariate analyses using c2 or Fisher’s exact test for categorical
variables, and 2-tailed t test or Wilcoxon-MannWhitney U test for continuous variables was
performed.
Logistic regression analysis using a stepwise
model selection strategy was performed, with a signiﬁcance of 0.2 required for variable inclusion into
the model and a signiﬁcance of 0.05 to stay in the
model. The odds ratio of having successful follow-
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Table 1. Patient Baseline Characteristics (n = 400)

Factor
Age (y)
BMI (kg/m2)†
SES‡

No One-Year Follow-up (n = 19)

Successful One-Year Follow-up (n = 381)

P Value

56 6 10
29 6 6.7

57 6 11
31 6 6.4

.7512
.1862

3.1371 ( 6.56945,

Gender
Men

1.675089)

3.9734 ( 6.6542,

11 (57.9%)

137 (36.0%)

8 (42.1%)

244 (64.0%)

Ever smoked
Yes

9 (47.4%)

160 (42.0%)

10 (52.6%)

221 (58.0%)

4 (21.1%)

55 (14.4%)

No

.6435

.5025

No

15 (78.9%)

326 (85.6%)

Diabetes
Yes

4 (21.1%)

123 (32.3%)

No

15 (78.9%)

258 (67.7%)

13 (68.4%)

275 (72.2%)

6 (31.6%)

106 (27.8%)

7 (36.8%)

199 (52.2%)

Hypertension
Yes
No
Dyslipidemia
Yes

.5627
.0532

Women

Current smoker
Yes

1.647682)

.4493

.7218

.1902

No

12 (63.2%)

182 (47.8%)

PCP§
Yes

13 (68.4%)

337 (88.5%)

No

6 (31.6%)

44 (11.5%)

18 (94.7%)

341 (89.5%)

1 (5.3%)

40 (10.5%)

.0010

Close contact
Yes
No
Number of phone numbers
Charlson score

.7071

2 (2, 2)
0 (0, 1)

2 (2, 3)
1 (0, 1)

Interpreter used
Yes
No

.2572
7 (36.8%)
12 (63.2%)

96 (25.2%)
285 (74.8%)

5 (26.3%)
14 (73.7%)

199 (52.2%)
182 (47.8%)

0 (0.0%)
4 (21.1%)

18 (4.7%)
139 (36.5%)

14 (73.7%)

201 (52.8%)

0 (0.0%)
1 (5.3%)

6 (1.6%)
17 (4.5%)

5 (26.3%)
10 (52.6%)

113 (29.7%)
167 (43.8%)

Medicare

4 (21.1%)

94 (24.7%)

Self pay

0 (0.0%)

7 (1.8%)

Native Language
English
Non-English

.4856
.0480

.0274

Race

.4468

Asian
Black
Hispanic
Multiracial
White
Insurance
Commercial
Medicaid

.9068

*Categorical variables are presented as frequencies and percentages. Continuous variables are presented as either means and standard
deviations or medians and interquartile ranges, depending on distribution.
†
BMI, body mass index.
‡
SES, socioeconomic score. Displayed as a Z score as in the previous table.
§
PCP, primary care physician.
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Table 2. Bivariate Analysis of Independent Risk Factors for Loss of Follow-up*

resulted in 3.5 times the odds of completing the
year of follow-up (odds ratio = 3.5; 95% CI, 1.25–
9.75). Alternatively, with PCP held constant, having a native language of English was associated with
3.0 times the odds of completing the year of followup (odds ratio = 3.0; 95% CI, 1.06–8.62).
Patients who had a PCP were more likely to be
in the higher follow-up tertiles (P = .0046) (Table
4). Women had an increased representation in the
higher follow-up tertiles than men (P = .019).
Although the secondary analysis produced multiple
signiﬁcant variables at the bivariate stage, no variables remained signiﬁcant for the secondary outcome after logistic regression analysis.

Results

Discussion

Follow-up
At the midpoint of recruitment (n = 200), 64% (63/
99) of patients eligible for 6-month follow-up were
reached. By the completion of the study, 95.3%
(381/400) had successful 1-year follow-up. No
patients died within 12 months of recruitment.

Successful follow-up and clinical trial retention of
patients from an urban, predominantly minority,
majority-women, poor population is challenging. In
the present study, we found that having a PCP
made a patient more than 3 times as likely to complete a year of follow-up, with almost nine-tenths
of patients with PCPs having successful follow-up
compared with just more than two-thirds of
patients without a PCP. Having a PCP was also
associated with achieving follow-up over a greater
proportion of the potential follow-up period (86%
versus 76%). Having a PCP may keep a patient
more connected with the health care system, thus
serving as an important liaison between clinical trial
staff and research participants. An implication for
research practice is that a patient’s PCP status could
allow trial designers to focus more resources on
maintaining follow-up with participants who have
fewer connections to their health care system. An
upstream effect of this could be an increased emphasis on connecting patients to PCPs. With regard
to current clinical practice, increasing the role of
primary care in medicine is an important topic that
has ramiﬁcations for cost and health outcomes
more generally.21
It is likely that having a PCP is a proxy for a multitude of factors, including SES, social demands, and
personal interest in physical health. Having a PCP
may signify higher levels of commitment and ﬂexibility, as well as satisfaction with the health care
system. Some studies suggest that health care satisfaction and commitment play a positive role in trial
enrollment and retention of minorities.22,23 External
factors, such as transit options, the local health care

Group Characteristics
The average age for cohort was 57 years; 63% were
women, 53.8% were Hispanic, 35.8% were black,
and 49.0% had a non-English native language (see
Table 1).
Participants who had successful follow-up were
signiﬁcantly more likely to have a PCP (88.5% vs
68.4%, P < .009) and report a native language of
English (52.2% vs 26.3%, P < .027) than those lost
to follow-up (Table 2). Although speciﬁc medical
diagnoses were not associated with follow-up, those
who had successful follow-up had a higher
Charlson comorbidity score (median, 1 vs 0;
P < .0480). Gender was close to being a statistically
signiﬁcant variable, as women were more likely to
achieve follow up (P = .532).
Both PCP and native English language remained
signiﬁcant at logistic regression analysis (Table 3).
With native language held constant, having a PCP
Table 3. Logistic Regression Analysis of Factors
Associated with Successful Follow-up
Factor

Odds Ratio (95% CI)

PCP,* Yes
Native Language, English

3.487 (1.247–9.753)
3.030 (1.063–8.621)

*PCP, primary care physician; CI, conﬁdence interval.
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P Value
.0173
.0381
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up, given 1 unit increase/category change of the
patient factors, was estimated.
With regard to the secondary outcome, the percentage of follow-up completed, separated into tertiles, was the dependent variable. Bivariate analysis
for 2 category variables used a 2-tailed t test, and
analysis of variance was used for variables with
more than 2 categories. Linear regression was used
for continuous variables. The degree of follow-up
was separated into tertiles for the purpose of an ordered logistic regression analysis, which was applied
to variables that were signiﬁcant or near-signiﬁcant
on bivariate analysis. A P value of <.05 was considered signiﬁcant.

Variable
Possible Follow-up (days)
Age (y)
BMI (kg/m2)†
SES‡

% Follow up 1st Tertile

% Follow up 2nd Tertile

% Follow up 3rd Tertile

1,359 6 378

1,391 6 377

1,446 6 376

55 6 11.2
31 6 7.2
4.211

60 6 10.9
31 6 6.3

55 6 10.9
30 6 5.8

4.0430

4.0625

Gender
Women
Men

71 (53.4%)
62 (46.6%)

100 (74.1%)
35 (25.9%)

81 (61.4%)
51 (38.6%)

Ever smoked
No
Yes

83 (62.4%)
50 (37.6%)

73 (54.1%)
62 (45.9%)

75 (56.8%)
57 (43.2%)

115 (86.5%)
18 (13.5%)

112 (83.0%)
23 (17.0%)

114 (86.4%)
18 (13.6%)

Diabetes
No
Yes

99 (74.4%)
34 (25.6%)

80 (59.3%)
55 (40.7%)

94 (71.2%)
38 (28.8%)

Hypertension
No
Yes

42 (31.6%)
91 (68.4%)

31 (23.0%)
104 (77.0%)

39 (29.5%)
93 (70.5%)

69 (51.9%)
64 (48.1%)

32 (30.5%)
73 (69.5%)

63 (47.7%)
69 (52.3%)

24 (18.0%)
109 (82.0%)

7 (5.2%)
128 (94.8%)

19 (14.4%)
113 (85.6%)

9 (6.8%)
124 (93.2%)
2 (2, 3)

15 (11.1%)
120 (88.9%)
2 (2, 3)

17 (12.9%)
115 (87.1%)
2 (2, 3)

0 (0, 1)

1 (0, 2)

1 (0, 1)

Current smoker
No
Yes

Dyslipidemia
No
Yes
PCP§
No
Yes
Close contact
No
Yes
Number of phone numbers
Charlson score

P Value
.1289
.0016
.9513
.8651
.0019

.2245

.6544

.0191

.2592

.0027

.0046

.2400

Interpreter used
No
Yes

97 (72.9%)
36 (27.1%)

101 (74.8%)
34 (25.2%)

99 (75.0%)
33 (25.0%)

Native language
English
Non-English

67 (50.4%)
66 (49.6%)

62 (45.9%)
73 (54.1%)

75 (56.8%)
57 (43.2%)

Race
Asian
Black
Hispanic
Multiracial
White

4 (3.0%)
49 (36.8%)
72 (54.1%)
2 (1.5%)
6 (4.5%)

6 (4.4%)
44 (32.6%)
77 (57.0%)
4 (29.6%)
4 (29.6%)

8 (6.1%)
50 (37.9%)
66 (50.0%)
0 (0.0%)
8 (6.1%)

Insurance
Commercial
Medicaid
Medicare
Self pay

49 (36.8%)
51 (38.3%)
29 (21.8%)
4 (3.0%)

29 (21.5%)
58 (43.0%)
48 (35.6%)
0 (0.0%)

40 (30.3%)
68 (51.5%)
21 (15.9%)
3 (2.3%)

.3205
.5851
.9130

.2019

.4560

.0619

*For each bivariate analysis, % follow-up complete was divided into tertiles. Categorical variables are presented as frequencies and
percentages. Continuous variables are presented as either means and standard deviations or medians and interquartile ranges,
depending on distribution.
†
BMI, body mass index.
‡
SES, socioeconomic score. Displayed as a Z score as in the previous table.
§
PCP, primary care physician.
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Table 4. Bivariate Analysis of Independent Variables for Achieving Complete Follow-up*

doi: 10.3122/jabfm.2020.03.190018

follow-up: SES score, contact information (both
number of phone numbers and having a close contact), and insurance status. Surprisingly, none of
these variables were signiﬁcant. The SES score represents how a patient’s ZIP code’s income, education, and employment relate to the New York State
average. The trial population as a whole was 3
standard deviations below the NY average,20 and it
may be difﬁcult to detect differences in our uniformly low SES score population. Our observation
is consistent with prior research in low-income minority populations.17,25
We surmised that contact information would
play a role—if a participant provides 1 phone number versus another who gives out 4, there ought to
be a difference in ease of follow-up 12 months later.
However, the electronic medical record served as a
fallback in our study, providing physician contact
information and care updates. Hence, patients who
provided fewer phone numbers could achieve follow-up via electronic records. We do not have data
to show which particular resources were used to
contact each participant for their 12-month followup. The widespread use of cell phones likely mitigates the historic need for multiple phone numbers,
as cell phone numbers typically remain constant.
Similar to our need for various methods of contact,
having multiple methods to contact participants
and collect data has been discussed as a potential avenue of increasing retention in trials.25 A recent
assessment of retention strategies in the United
Kingdom revealed a similar line of thinking, with
various methods used, including contacting PCPs
and SMS text messaging.26 The effectiveness of
phone calls to participants is uncertain, as 1 recent
study showed that regular phone calls from a coordinating center did not improve retention.27 Our
study did not use phone calls as a variable; yet, this
offers an interesting contrast.
We anticipated that patients who did not have
insurance would be less likely to receive follow-up.
These participants have fewer resources, so a lack
of time and money could result in difﬁculty communicating. However, we did not ﬁnd insurance
status to be signiﬁcant. Patients with Medicaid
comprised a nonsigniﬁcantly greater percentage of
the group that did not achieve follow-up.
We expected that patients with a 1-year potential follow-up duration would more readily achieve
complete follow-up than those with a potential follow-up duration of 5 years. This was not the case,
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infrastructure, and social policies, also play a role. At
the individual level, establishing care takes time and,
often, money; yet, it is notable that SES score was
not a signiﬁcant predictor of follow-up. It is also notable that having a PCP remained a strong factor
when included in a multivariate logistic regression
with native language, another signiﬁcant predictor
of follow-up. This suggests that it is not just the ease
of communication but rather the process of establishing and maintaining care that is associated with
follow-up. When a patient is enrolled in a study, the
lack of a PCP indicates that they may be less able to
meet the trial’s requirements and could require
additional support.
Native English speaking was also a signiﬁcant
predictor of successful follow-up. Numerous languages, including Arabic, Bengali, Creole (Haiti),
Greek, Khmer (Cambodia), Mende (Sierra Leone),
Serbian, Spanish, Tagalog (Philippines), Twi
(Ghana), Vietnamese, and Wolof (The Gambia),
were preferred by our study patients. Native language may be a proxy for culture, and cultural
nuances also play roles in the emphasis on social
support, deference to physicians/researchers, and
preferential modes of communication. In addition, some of these patients may have been visitors and noncitizens who returned to their
country of origin and are, hence, difﬁcult to
locate. Some were without regular access to a telephone. In a notable example, 1 trial participant
was deaf and preferred follow-up by physical mail
correspondence.
Although being a woman did not reach signiﬁcance as a predictor of follow-up in the primary
analysis, women completed a signiﬁcantly larger
percentage of their potential follow-up period in
the secondary analysis. Previous studies of retention
in communities of racial/ethnic minorities show
that men are more likely to be lost.15 Gender stereotypes suggest that women are more often caretakers in the home and men may work outside of
the home more frequently or for longer hours. In
addition, women more commonly present to their
PCP for routine care and during illness.24 In fact,
women represent the majority of people receiving
care at our medical center. The relative ease of contacting women research participants is a somewhat
unexpected boon for efforts favoring improved trial
design to adequately represent women.
We anticipated that 3 variables in particular
would be signiﬁcantly associated with 1-year

Limitations
The moderate-sized cohort (n = 400) is a limitation
of this study. In particular, the group that did not
receive follow-up totaled only 19 patients. Several
variables had small subgroups. Despite the limitation in size, the relationship between having a PCP
and being a native English speaker were statistically
signiﬁcantly related to successful follow-up and are
likely to be clinically meaningful. A larger study
would be beneﬁcial in terms of adding multiple
centers with different encatchments, as this trial
was performed at a single site with a single, albeit
diverse, patient mix. The population that was studied (minority, low SES, majority-women) varies
considerably from the demographics of many areas.
Potential interventions to improve follow up were
not employed in this study, nor did we look at
whether patients with PCPs might respond differently to said interventions than patients without
PCPs. We were reliant on participants informing
us of their use of outside doctors and hospitals; not
having consistent access to participants’ entire medical networks was another constraint. In addition,
there was no third-party veriﬁcation of whether
participants had a PCP; the reliance on electronic
medical records and self-reporting of PCP status is
an important limitation. Although the variable of
having a PCP was statistically signiﬁcant, PCPs
were also themselves contacted to assist with follow-up, resulting in possible confounding variables.
However, the various phone numbers and close
contacts were used for follow-up and neither was
statistically signiﬁcant. Therefore, we suggest that
methods of contacting patients did not impact follow-up as much as inherent patient characteristics.
Future Directions
In conclusion, we found that successful follow-up
was associated with patients having a PCP and
being native English speakers. When designing
clinical trials, especially in an urban, culturally
diverse, underserved environment, it is vital to
assess whether patients are connected to the health
care system and that their barriers to care, both internal and external, are addressed. Most importantly, exploring whether participants have a PCP
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should allow researchers to customize follow-up
protocols. Other work has recently asked whether
routine clinical care could improve retention,27 and
indeed, this question warrants additional study.
Successful follow-up depends on an awareness of a
patient’s individual needs and communication preferences. It is also important that language and cultural differences are considered. This can be
difﬁcult in the fast-paced environment of medical
data gathering, but the rigor and generalizability of
outcomes research is at stake.
To see this article online, please go to: http://jabfm.org/content/
33/3/431.full.
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