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	THE NIHR INCLUDE SOCIOECONOMIC DISADVANTAGE FRAMEWORK

NIHR INCLUDE Socioeconomic Disadvantage Framework:
Making clinical research more accessible to individuals experiencing socioeconomic disadvantage

Scope of framework

This framework has been designed to aid researchers, who are designing clinical trials, to consider barriers to including patients from socioeconomically disadvantaged backgrounds in their trial. The framework can also help researchers to develop strategies to attempt to address such barriers in order to improve the design and conduct of clinical research. Although this framework was developed with UK-based clinical trials in mind, aspects may also be relevant to different types of research and research conducted in populations outside of the UK. Whilst this framework focuses on socioeconomic disadvantage, the list of underserved groups in clinical research is extensive (1) and researchers need to be aware of this when identifying barriers to research and developing to strategies to address barriers.

What is socioeconomic disadvantage?

There is no consensus on a definition of socioeconomic status, nor does a widely accepted measure of socioeconomic status exist (2). There are many different domains of socioeconomic status, but it is typically measured as a combination of income, employment and education (3). In general terms, being socioeconomically disadvantaged includes living in less favourable social and economic circumstances than the majority of others in the same society (4).

Socioeconomic disadvantage is complex, multidimensional and can be dynamic; one’s socioeconomic status is not necessarily the same throughout the life course, and events can change socioeconomic status over time. We are aware that the language and terminology used to describe socioeconomic disadvantage can be sensitive. We would welcome any feedback and suggestions for improvement that you may have at: info@trialforge.org

Applying ‘The 3 Ps’

It is important to note that socioeconomic disadvantage is not something that you can always see, and we therefore can’t make assumptions about people’s backgrounds or experiences. Rather than attempting to identify people, we encourage researchers to identify the potential barriers to clinical trial participation for those from socioeconomically disadvantaged backgrounds and develop and implement solutions.

Simplifying clinical trial processes, building trusting relationships, working with patients and public contributors from socioeconomically disadvantaged backgrounds, and reducing logistical barriers (e.g. through compensation, Internet access, trial information in alternative formats etc.) will contribute to making clinical trials more accessible and is likely to increase representation of people experiencing socioeconomic disadvantage in trials. 

Indexes of socioeconomic disadvantage, which link disadvantage domains to postcodes (e.g. English Indices of Deprivation 2019 (5)), have become increasingly sophisticated. However, such indexes remain contentious due to conceptual and practical issues, with particular concerns about their applicability to rural areas (6). With this in mind we have chosen to develop the NIHR INCLUDE Socioeconomic Disadvantage Framework using categories adapted from the UK Government’s Child Poverty Strategy 2014-2017 (7), in addition to drawing on associated consultation work linked to the strategy (8).

‘The 3 Ps’ are a practical way of understanding socioeconomic disadvantage, providing us with a way of questioning our own activities in terms of trial design, so that we can effectively highlight the specific areas that make a trial inaccessible or unacceptable to people experiencing socioeconomic disadvantage. The 3Ps are not intended to be used as a definitive list of the experiences that socioeconomic disadvantage brings, rather, they are a nudge to ensure that trial teams think broadly when completing the worksheets that follow. We adapted ‘The 3 Ps’ from the Child Poverty Strategy work, which entailed three overarching target outcomes to address poverty, and developed the present framework with input from public contributors who described themselves as being from low-income backgrounds or in receipt of government benefits. 

Indicator examples (not exhaustive) of socioeconomic disadvantage are grouped under one of three headings as below (see also Table 1):

1. Pockets – Indicators closely linked with income and economic resource availability
2. Prospects – Indicators closely linked with wellbeing and life chances
3. Place – Indicators closely linked with housing and local environment

Table 1. The 3Ps and associated example indicators of socioeconomic disadvantage

	Pockets (Income and economic resource availability)
	Prospects (Expectations and life chances)
	Place (Housing and the local environment)

	Benefits (e.g. uptake, adequacy, sanctions)
Unemployment
Low income
Childcare
Food poverty / use of food banks
Limited/no access to technological resources
Feeling powerless/ vulnerable due to financial circumstances
Covert situations within relationships (e.g. financial abuse)
	Mental health
Household type (e.g. lone parent)
Educational attainment
Literacy
Health literacy
Co-morbidities
Low self-confidence or motivation, which plays into perceived power disparities and mistrust
No/limited access to sources of reliable health/trial information
Acceptance of ‘how it is’
Intersectionality with other underserved and/or vulnerable groups
	Housing
Being homeless
Being part of a traveller community
Being in prison
Being an immigrant or refugee
No/limited access to transport systems
No/limited access to community services
Local labour market
Local services (e.g. access to childcare) 
Healthcare access and engagement




We encourage researchers to consider the 3Ps as a minimum when designing a study. Research has shown that other aspects of identity linked to social inequalities intersect with socioeconomic status, which results in people from minority ethnic groups, people experiencing physical and/or learning disabilities, people living with mental ill-health, people from the LGBTQIA+ community, and women, being at a higher risk of experiencing socioeconomic disadvantage. Furthermore, where someone lives can influence inequalities and how they are experienced. We encourage trial teams to think carefully about whether and how socioeconomic status intersects with these experiences, and work to implement facilitators and alleviate barriers across groups.

INCLUDE Key Questions

This NIHR INCLUDE Socioeconomic Disadvantage Framework is designed to encourage trial teams to do everything possible to make their trials relevant to the people that the results are likely to impact (often patients) and those expected to apply them (often healthcare professionals). The four questions below are intended to prompt trial teams to think about who should be involved as participants, and how to facilitate their involvement as much as possible. To identify the barriers and potential solutions to participation, we recommend that trial teams work through the questions below in partnership with patient and public contributors with experience of socioeconomic disadvantage. This is an exercise that should be completed as a team, with representation across all of the stakeholders that will ultimately be tasked with designing, delivering, and reporting on the trial.

Note that:  

· ‘Intervention’ means the treatment, initiative or service being evaluated.  
· ‘Comparator’ means what the intervention is being compared to.
· ‘Effective’ means the intervention provides important benefits for people with the disease or condition that is the focus of the trial. 



We recommend that trial teams think through the answers to the four Key Questions (below), with the aid of the provided worksheets:


	Q1. Who should my trial results apply to?

	Which people could benefit from the intervention if it is found to be effective, or benefit from not having it if it is found to be ineffective and/or harmful? Are people from socioeconomically disadvantaged backgrounds routinely omitted from trials in your population or disproportionately affected by the condition or disease?


	Q2. Are people from different socioeconomic backgrounds likely to respond to the intervention in different ways?

	Could socioeconomic factors influence the way the people identified in Question 1 might respond to, or engage with, the intervention(s) being tested? How might the 3 Ps (see Table 1) affect how people will respond to, or engage with the intervention or the way that their health may change as a result of the intervention?


	Q3. Will my trial intervention and/or comparator make it harder for people from different socioeconomic backgrounds to take part in the trial?

	How might the intervention and/or comparator, including how they are delivered, make it harder for some people in the community to take part in the trial? How might the 3 Ps (see Table 1) make it harder for some people to access or accept the intervention or comparator?


	Q4. Will the way I have planned and designed my trial make it harder for people from different socioeconomic backgrounds to take part?

	How might elements of trial design, such as patient and public involvement (i.e. whether it is representative of the patient population), eligibility criteria, or the recruitment and consent process, make it harder for some people in the community to take part?





WORKSHEETS

The four worksheets are intended to be used by trial teams, including relevant stakeholders such as patient and public contributors, to ensure that people experiencing socioeconomic disadvantage are considered at the trial design stage. 

The worksheets may cover issues that some trial teams already think about. The intention is that the worksheets will help to highlight issues consistently across trials for all trial teams, as well as raising some questions that may not be routinely considered at present.

Identifying people that may be experiencing socioeconomic disadvantage can be harmful, as the presence of implicit biases among health professionals can influence the quality of clinical care patients receive (9). Instead of trying to make judgements about people’s social and economic circumstances, we encourage trials teams to focus on improving the overall accessibility of their trial in general. This will improve how people access trials across the spectrum of socioeconomic status, whilst minimising the risk of arbitrarily and harmfully labelling people.

We encourage trial teams to consider using the 3Ps; Pockets – income and resource availability, Prospects – expectations and life chances, and Places – housing and the local environment, as a starting point when completing the worksheets. See Table 1 for more information on our definition of socioeconomic disadvantage, and where the 3Ps have been used elsewhere.

Before completing the worksheets, you should have answered Question 1 of the INCLUDE Key Questions…

	Q1. Who should my trial results apply to?
The results of the Colo-Cap study should apply to those who suffer most from colorectal cancer in the UK, making it essential to include individuals from the demographic groups most affected by the disease. This will ensure that the study can accurately assess the diagnostic effectiveness of the colo-capsule intervention compared to colonoscopies, especially in populations that stand to benefit most. Various factors contribute to a person’s likelihood of developing colorectal cancer, including diet, lifestyle, genetic predisposition, and access to healthcare [1]. Understanding how these factors interact within different groups is key to tackling health inequalities and designing a trial that reflects the needs of the population.

Colorectal cancer is the fourth most common cancer in the UK, accounting for 11% of all new cancer cases between 2017 and 2019, with 44% of cases occurring in females and 56% in males [1]. Incidence rates are significantly higher than the UK average in Scotland, Wales, and Northern Ireland, while England sees lower rates overall. Additionally, more than 43% of new cases are diagnosed in individuals aged 75 and over [1]. Ethnicity also plays a role, with non-White minority groups in England and Wales generally experiencing lower mortality rates, and Asian, Black, and mixed ethnicities showing lower incidence rates compared to the White population [1]. Socioeconomic disparities are a crucial factor in general cancer prevalence, with more deprived groups having higher cancer rates when compared to the least [2], especially among men. While rates are similar for women across socioeconomic backgrounds, men in the most deprived quintile have a 9% higher incidence rate than those in the least deprived, resulting in approximately 630 additional cases annually [1].
Timely diagnosis and treatment are essential, with delays associated with worse outcomes [3]. While most studies on cancer survival inequalities have relied on area-level deprivation measures, some have focused on individual-level socio-economic factors [4]. Pickwell-Smith et al (2023) found a significant association between area-level deprivation and a longer time from initial presentation in primary care to diagnosis [5]. Sloggett et al. (2007) found that individual factors, such as household access to a car and housing tenure, were also strongly linked to poorer survival outcomes, particularly for those with lower socio-economic status [6].
Patients diagnosed with colorectal cancer in more deprived areas have worse survival outcomes compared to those in more affluent areas. Barriers to accessing timely and quality healthcare in deprived areas likely contribute to these socioeconomic disparities in survival. Further research is needed to explore a broader range of individual-level socio-economic indicators and area deprivation to determine whether disparities are driven by factors like health literacy, occupational risks, and healthcare access, or by broader area-level influences like resource allocation and transport infrastructure. Regardless, the evidence indicates that people from deprived backgrounds are more likely to develop colorectal cancer and experience worse outcomes.
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Worksheet A: Are people from different socioeconomic backgrounds likely to respond to the intervention in different ways? (i.e. Q2 of the INCLUDE Key Questions)

This worksheet includes questions to guide your thinking about the participation of people experiencing socioeconomic disadvantage when answering Question 2 of the INCLUDE Key Questions. 

Could socioeconomic factors influence the way the people identified in question one might respond to, or engage with, the intervention(s) being tested? How might the 3 Ps (i.e. ‘Pockets’ [income and resource availability], ‘Prospects’ [expectations and life chances], and ‘Place’ [housing and the local environment]) affect how people will respond to, or engage with their condition or intervention?

	
	Socioeconomic factors that might influence the effectiveness of the intervention for some groups

	
	Pockets
	Prospects
	Places
	Other(s)

	Health condition
	
	
	
	

	How might the prevalence of the health condition vary between people experiencing socioeconomic disadvantage and those who are not?
	· Limited access to screenings: Lower income means less access to regular health checks, increasing the risk of late-stage colorectal cancer.
· Unhealthy diet: Cheaper, processed foods are more common in low-income households, raising cancer risk. 
· Time off work: Not being able to take time off work for screening appointments or check-ups.
· Costs to attend appointments: Unable to afford childcare to attend appointments or transport to/from.

	· Limited education: means less awareness of colorectal cancer risks and screening importance.
· Delayed care: People with poor life prospects often delay seeking care, leading to higher prevalence and later diagnoses. 
· Lifestyle: Poorer lifestyle habits e.g, smoking, drinking, stress, increasing cancer risk.

	· Poorer housing conditions and environmental risks: Disadvantaged areas tend to have more insecure housing and pollution,  increasing cancer risks.
· Limited healthcare access: Fewer local healthcare facilities make it harder to get screenings, leading to higher cancer rates.

	

	How might the severity of the health condition vary between people experiencing socioeconomic disadvantage and those who are not?
	· Same points as above.
· Chronic stress: Constant financial and life pressures can weaken overall health, worsening the severity of colorectal cancer.

	· Same points as above.
· Low health prioritisation: Those with fewer life prospects may deprioritise their health, delaying treatment and allowing the disease to progress.
	· Same points as above.
· Poor living conditions: Disadvantaged housing may mean unsanitary or uncomfortable environments, exacerbating the condition’s severity.
	

	How might the presentation of the health condition vary between people experiencing socioeconomic disadvantage and those who are not? (this may include symptoms, type or pattern or rate of disease progression)?
	· Symptoms: weakness and tiredness may be mistaken for general tiredness if the person is used to being tired from work/responsibilities.
	· Ignored early symptoms: People with lower expectations for health may be more likely to ignore or normalise early symptoms like changes in bowel habits, leading to later presentation.
· Co-occurring health conditions: Disadvantaged individuals may have multiple health issues, making it harder to recognise specific symptoms of colorectal cancer, potentially delaying diagnosis.
	· Exposure to environmental factors: Living in polluted or unhealthy environments may contribute to a different pattern of disease, potentially leading to more aggressive forms of colorectal cancer.
· Fewer early-stage diagnoses: Limited access to healthcare in disadvantaged areas often means that symptoms are only recognised and treated when the disease is at a more advanced stage.

	

	Perspectives
	
	
	
	

	How might perceptions of the health condition and social stigma around it vary between people experiencing socioeconomic disadvantage and those who are not?
	· Financial stigma: Those with limited income or relying on benefits may fear being judged for their perceived inability to manage health, leading to greater reluctance to discuss symptoms or seek care for colorectal cancer.
· Access limitations: Financial constraints can create feelings of helplessness and vulnerability, which might heighten the stigma associated with seeking medical help, particularly for conditions like cancer that are seen as complex to treat.
	· Feeling scared: The weight of a cancer diagnosis comes with a lot of fear for most people, especially if coupled with disadvantage in other areas of life, which may make a dire situation even worse.
· Additional stressors: such as financial hardship or caregiving responsibilities, may make attending non-urgent medical appointments a lower priority.
· Health literacy and misconceptions: Lower levels of education or health literacy may result in greater misunderstandings about colorectal cancer, contributing to heightened fear and stigma around the condition. 
· Mental health and vulnerability: Individuals with poor mental health or low self-confidence may feel more vulnerable to societal judgment, intensifying the perceived stigma of a cancer diagnosis and making them less likely to seek help.
	· Cultural norms and taboos: In certain disadvantaged communities, discussing bowel-related conditions may be taboo, which can significantly amplify the stigma surrounding colorectal cancer and discourage people from seeking treatment or even acknowledging symptoms.
· Healthcare isolation: Individuals in underserved areas, such as those with limited transport, may feel disconnected from the healthcare system, increasing the fear of judgment and reinforcing the stigma of being diagnosed with a serious illness like colorectal cancer.
	

	How might ways of describing the disease vary between people experiencing socioeconomic disadvantage and those who are not?
	· Minimising symptoms: Financial concerns may lead disadvantaged individuals to downplay symptoms, describing them as minor or temporary issues to avoid the perceived financial burden of seeking treatment.
	· Simplified or vague language: People with less education may use less specific or more informal terms to describe colorectal cancer, such as “stomach problems”, due to less exposure to medical terminology.
· Resignation or fatalism: People with low expectations for health outcomes may describe the disease with a sense of inevitability, reflecting a sense of powerlessness.

	· Cannot think of anything at present.
	

	How might participants’ acceptability of, and adherence to, the intervention(s) vary between people experiencing socioeconomic disadvantage and those who are not?
	· Responsibilities: Inability to attend routine appointments due to work or childcare responsibilities.
· Perceived financial burden: Even if direct costs are covered, participants with limited income may view participating as a financial strain, potentially reducing their willingness to adhere to the trial protocol.
	· Lower health prioritisation: People with lower health literacy or chronic stress may deprioritise participation, viewing it as less urgent or important. As a result, adherence to study protocols, such as attending follow-up appointments or completing pre-procedure preparations, may be lower.
· Motivational barriers: Low self-confidence, mental health challenges, or a sense of powerlessness can affect motivation to engage in or complete interventions.
· Embarrassment or discomfort: The invasive nature of a colonoscopy, involving the examination of the rectum and colon, can lead to embarrassment or discomfort, particularly for some men.
	· Distance: Limited access to hospitals or clinics providing care, and journey time may be too far.
· Living conditions affecting preparation: Poor housing conditions, such as lack of privacy or reliable water, may make adhering to bowel preparation or post-procedure care more difficult.
	

	How or when might healthcare access vary between people experiencing socioeconomic disadvantage and those who are not?
	· Same as reasons above.
	· Same as reasons above.

	· Same as reasons above.
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Worksheet B: Will my trial intervention and/or comparator make it harder for people from different socioeconomic backgrounds to take part in the trial? (i.e. Q3 of the INCLUDE Key Questions)

How might the intervention and/or comparator, including how they are delivered, make it harder for some people in the community to take part in the trial? How might the 3 Ps (i.e. ‘Pockets’ [income and resource availability], ‘Prospects’ [expectations and life chances], and ‘Place’ [housing and the local environment]) make it harder for some people to access or accept the intervention or comparator?

This worksheet provides some questions to guide your thinking about participation of people experiencing socioeconomic disadvantage when answering Question 3 of the INCLUDE Key Questions. 

	
	Intervention and comparator factors that might affect how participants from some socioeconomic groups engage with the intervention and/or comparator*

	
	Pockets
	Prospects
	Places
	Other(s)

	Who
	
	
	
	

	How might the person delivering the intervention/comparator limit participation of people experiencing socioeconomic disadvantage compared to those who are not?
	· Perceived authority and power dynamics: Healthcare providers delivering the intervention may be seen as authority figures, which can create discomfort or mistrust among disadvantaged participants, particularly if they feel judged due to their financial situation or reliance on benefits. 
· Lack of empathy for financial barriers: If the person delivering the intervention does not recognise or accommodate financial barriers, such as difficulties with transportation or scheduling, participants with limited resources may feel alienated.
	· Communication mismatch: Individuals with lower health literacy or educational attainment may struggle to understand medical jargon or complex instructions if the person delivering the intervention doesn’t tailor their communication style. 
	· Lack of flexibility in delivery: Participants living in remote or poorly serviced areas may need flexible appointment times or alternative delivery methods. If the person delivering the intervention is inflexible in accommodating these logistical challenges, it can create barriers to participation for those living in disadvantaged locations.
· Cultural insensitivity: If the person delivering the intervention is not culturally competent or fails to understand the participant’s background (e.g., being part of a traveller community or an immigrant), this lack of cultural awareness can create feelings of alienation and mistrust.
	

	What
	
	
	
	

	How might the design/delivery of the intervention/comparator limit participation of people experiencing socioeconomic disadvantage compared to those who are not?
	· Transportation and time off work: Participants with limited financial resources may struggle to afford transportation to and from the hospital twice in one day, particularly if public transport options are poor. Additionally, taking a full day off work can be a significant financial burden.
· Childcare challenges: Individuals with limited income may not be able to afford childcare, making it difficult to attend early-morning and late-afternoon appointments.

	· Low health literacy and confusion: For participants with lower health literacy, the instructions around arriving before 8am for the CCE, going home, and returning by 4pm for the colonoscopy may be overwhelming or confusing. 
	· Transport and access limitations: The early start and late return can pose challenges, especially for those reliant on public transport or living far from the clinic.
	

	How, and in what ways, were people experiencing socioeconomic disadvantage involved in selecting or designing the trial intervention/comparator compared with those who are not?
	· A Patient Advisory Group (PAG) was consulted during the study design, and their key recommendation, which is outlined in the protocol, was to ensure participants receive compensation for out-of-pocket expenses, particularly for any time taken off work.
· No details of whether people with more socioeconomic disadvantage were part of the PAG.
	· No details of whether people with more socioeconomic disadvantage were part of the PAG.

	· No details of whether people with more socioeconomic disadvantage were part of the PAG.

	

	When
	
	
	
	

	How might when the intervention/comparator is delivered (e.g. during working hours) and/or the frequency/intensity it is delivered (e.g. number of times it is delivered, over what period, time commitment for each session and overall) limit participation of people experiencing socioeconomic disadvantage compared with those who are not?
	· Work-related conflicts: Many people experiencing socioeconomic disadvantage may be in low-wage, hourly jobs with little flexibility for time off. The £100 compensation may not offset the potential loss of wages, particularly for those with irregular or insecure employment.
· Additional expenses: Even with compensation, the cumulative costs of transport, childcare, and other out-of-pocket expenses for multiple appointments or long durations could deter participation.
	· Lower health literacy: People with lower health literacy or educational attainment may feel overwhelmed by the frequency and intensity of the intervention, viewing it as a significant disruption to their daily lives.
· Perceived lower benefit: Individuals with lower expectations for long-term health outcomes may not see the value in committing to an intervention that demands multiple procedures, especially if they struggle with motivation or feel that the time investment won’t yield immediate, tangible benefits.
	· Transport and access issues: For individuals in disadvantaged areas with limited public transport or long travel distances to the site, the time and effort required to attend frequent appointments can be a significant barrier.
· Environmental stressors: Participants living in overcrowded or unstable housing environments may find it difficult to adhere to the study requirements.
	

	Where
	
	
	
	

	How might where the intervention/comparator is delivered (e.g. hospital, general practice, local community venues) limit the participation of people experiencing socioeconomic disadvantage compared with those who are not?
	· Parking charges at hospitals: If the intervention takes place in a hospital setting, parking fees can add a significant cost, particularly for those attending multiple appointments. This may not be fully covered by the £25 per visit allocation.
· Insufficient travel reimbursement: While £25 is allocated for travel expenses, this may be inadequate for participants living far from the trial site, particularly if they need to use costly or multiple modes of transport to attend.

	· Same as above
	· Poor transport links: Participants from areas with limited or unreliable public transport may struggle to attend appointments, as they may face longer, more complicated, and costly journeys that aren't fully covered by the reimbursement.
	

	How
	
	
	
	

	How might the mode of delivery (e.g. telephone, video-call, face-to-face, in groups) limit the participation of people experiencing socioeconomic disadvantage compared with those who are not?
	· Transport, parking, and accommodation costs: For participants living far from the study centre, the cumulative cost of transport, parking, or even accommodation can be a substantial financial burden, especially if reimbursement is delayed or insufficient to cover actual expenses. 
· Job insecurity and inflexible work schedules: Those in low-wage or hourly jobs often face strict work schedules with little flexibility. Taking time off for study appointments may result in lost income or even job insecurity, further discouraging participation, as the £100 compensation may not adequately offset these risks.
	· Same as above
	· Unreliable public transportation: Participants living in areas with limited or unreliable public transport may face significant challenges in attending appointments, increasing the likelihood of missed or delayed visits. 
· Safety concerns: Personal safety fears, particularly in areas with higher crime rates, can deter individuals from traveling early in the morning or late in the day for appointments.
	



*These factors are taken from TIDieR (http://www.equator-network.org/reporting-guidelines/tidier/).

	


Worksheet C: Will the way I have planned and designed my trial make it harder for people from different socioeconomic backgrounds to take part in the trial? (i.e. Q4 of the INCLUDE Key Questions)

How might elements of trial design, such as patient and public involvement, eligibility criteria, or the recruitment and consent process, make it harder for some people in the community to take part? Factors that are known to contribute to socioeconomic disadvantage can be categorised as the ‘3Ps’; Pockets (income and resource availability), Prospects (expectations and life chances), and Places (housing and local environment). Please see Table 1 for examples.

This four-part worksheet provides some questions to guide your thinking about participation of people experiencing socioeconomic disadvantage when answering Question 4 of the INCLUDE Key Questions. Worksheet C is divided into four sub-worksheets:

C.1: Trial eligibility and information
C.2: Data collection
C.3: Data analysis
C.4: Reporting and dissemination

Worksheet C.1: Trial eligibility and accessibility factors that might affect how some groups engage with the trial

	
	Pockets
	Prospects
	Places
	Other(s)

	Eligibility
	
	
	
	

	How might eligibility criteria exclude people experiencing socioeconomic disadvantage for reasons other than their clinical eligibility for the trial (e.g. availability of medical history, language requirements, location, gender, age, discussing pregnancy, internet/mobile telephone access) compared with those who are not?
	· Responsibilities: The requirement for patients to tolerate both a CCE and a colonoscopy on the same day may exclude those with job inflexibility or caregiving responsibilities, as they may not have the time or resources to attend multiple procedures in close proximity.
	· Availability of medical history: People from disadvantaged backgrounds may not have consistent or recent healthcare access, resulting in missing or incomplete medical records. 
· Age and household responsibilities: Older individuals or those who are single parents may face difficulties managing multiple procedures in one day or may not have the support needed to balance trial participation with family responsibilities.
	· Poor housing conditions: Anyone living in overcrowded spaces, limited access to clean water, or unreliable electricity, may find it harder to properly store or take bowel preparation medication.
· Homes with limited privacy (e.g., shared bathrooms in crowded households): individuals may find it difficult or uncomfortable to comply with the bowel preparation or recovery from the procedures.
· Language requirements: Individuals from immigrant or refugee communities may not speak English fluently, and if study materials, consent forms, or instructions are not provided in multiple languages, they may be unintentionally excluded due to language barriers.
	

	Trial information
	
	
	
	

	How might the way(s) (and by whom) potential participants are made aware of the trial (e.g. posters in a clinic, letterheaded paper in brown envelope that has negative associations for participant [e.g. debt agency], documents written in plain English, who approaches the participant about the trial) limit the participation of people experiencing socioeconomic disadvantage compared to those who are not?
	· Lower engagement with healthcare services: Individuals facing financial constraints may struggle to attend regular healthcare, leading to infrequent interactions with primary care services.  Combined with mistrust of medical institutions, this can result in fewer referrals through clinical pathways, where potential participants are typically identified.
	· Lower access to preventive services: Individuals with limited health literacy or low motivation may be less likely to access preventive or screening services, such as colonoscopies. 
· Inconsistent communication access: The trial may depend on standard clinical communication methods (letters, emails, phone calls), which may not effectively reach individuals from disadvantaged backgrounds. These participants may have irregular access to mail, email, or phones, meaning important information about the trial could be missed or not prioritised.
	· Unconscious bias in referrals: Healthcare providers may unintentionally prioritise patients who are more engaged, proactive, or easier to communicate with in clinical settings. This can lead to skewed trial recruitment that favours individuals from more affluent or well-connected backgrounds, while those from disadvantaged areas, who may face greater barriers to engagement or communication, are overlooked or under-referred.

	

	How might the mode and format of the information that tells potential participants about the trial (e.g. participant information leaflet, online, video) limit the participation of people experiencing socioeconomic disadvantage compared with those who are not?
	· Same as above
	· Same as above

	· Same as above

	

	How might potential participants’ cultural practices, beliefs and traditions change the way that people experiencing socioeconomic disadvantage perceive the information they are given compared with those who are not?
	· Mistrust due to past experiences: In some cultures, particularly those facing historical or ongoing discrimination, financial vulnerability can amplify mistrust of institutions, including medical research. This mistrust can make individuals skeptical of the trial’s intentions.
	· Prioritisation of immediate needs: Individuals from disadvantaged backgrounds may focus on immediate survival concerns, such as work, housing, or family obligations, often at the expense of their health. This is particularly true if their cultural or traditional beliefs place less emphasis on preventive healthcare, making participation in a trial seem like a lower priority or a luxury they cannot afford.
	
	· Individuals who do not speak English as their first language may have difficulty fully understanding medical or trial-related information, especially if it is presented in complex or technical language. Moreover, cultural differences in communication styles can lead to written or standard verbal information being misunderstood or poorly received, limiting engagement with the trial.




Worksheet C.2: Trial data collection factors that might affect how some groups engage with the trial
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	Pockets
	Prospects
	Places
	Other(s)

	Who
	
	
	
	

	How might the people who collect data limit the participation of people experiencing socioeconomic disadvantage (e.g. role, power dynamics, relationship) compared with those who are not?
	· Judgment fears: Participants with financial challenges may worry about being judged when disclosing personal details like income or living conditions.
	· Prioritisation of affluent participants: Data collectors may unconsciously engage more with participants who are perceived as more articulate or easier to connect with, sidelining disadvantaged individuals.
· Power imbalances: Those with lower education or health literacy may feel intimidated or less confident when interacting with data collectors, reducing their engagement.
	· Unstable housing: People living in unstable housing situations, such as temporary accommodations or frequent moves, may not have a reliable address or contact details. This can make it difficult for data collectors to maintain contact with them over the course of the trial, potentially leading to dropout or underrepresentation of this group.
	

	What
	
	
	
	

	How, and in what way, were people experiencing socioeconomic disadvantage involved in selecting the trial outcomes compared with those who are not?
	· Not enough detail provided in the protocol.
	· Not enough detail provided in the protocol.

	· Not enough detail provided in the protocol.

	

	How might the trial outcomes themselves, or other data being collected (e.g. participant’s background information) limit the participation of people experiencing socioeconomic disadvantage compared with those who are not?
	· Sensitive data disclosure: Collecting background information like income, employment status, or living conditions may make disadvantaged participants uncomfortable or fearful of judgment.
	· Fear of judgement: Individuals from disadvantaged backgrounds may fear being judged or stigmatised for conditions such as obesity, smoking, or a lack of regular healthcare, which could be more common among these populations.
	· Access to future healthcare: Those in disadvantaged areas may have limited access to the healthcare services needed to manage conditions like polyps or colitis. As a result, they may avoid participation if they fear uncovering issues that they know will be hard to manage, or if they perceive limited follow-up care.
	

	When
	
	
	
	

	How might when the data is collected (e.g. appointments conflicting with work or childcare responsibilities) and/or the frequency/duration it is collected (e.g. number of follow up appointments, length of questionnaires) limit participation of people experiencing socioeconomic disadvantage compared with those who are not?
	· Similar to answers included in previous questions.
	· Similar to answers included in previous questions.


	· Similar to answers included in previous questions.


	

	Where
	
	
	
	

	How might the location where trial data are collected limit participation of people experiencing socioeconomic disadvantage compared with those who are not? (e.g. no/limited disposable income for additional public transport, don’t drive, poor transport links, feeling uncomfortable in setting)
	· Similar to answers included in previous questions.


	· Similar to answers included in previous questions.


	· Similar to answers included in previous questions.


	

	How?
	
	
	
	

	How might data collection methods limit the participation of people experiencing socioeconomic disadvantage compared with those who are not? (e.g. questionnaire format and length, additional clinical tests, mode of collection [e.g. option for various modes such as app, via telephone, paper questionnaire], type of remuneration and impact on government benefits i.e. voucher/cash)
	· Mode of remuneration: Certain payment methods could affect participants receiving government benefits, potentially reducing their willingness to participate if they fear it may impact their entitlements.
	· Similar to answers included in previous questions.

	· Similar to answers included in previous questions.

	






Worksheet C.3: Factors that might affect the analysis of trial results

	
	Pockets
	Prospects
	Places
	Other(s)

	Representativeness
	
	
	
	

	When considering your approach to recruitment, how well represented might participants experiencing socioeconomic disadvantage be compared with the target population?
	· Limited healthcare access: People with lower incomes may be less likely to have regular contact with healthcare providers, leading to missed opportunities for early detection and referral to cancer care pathways.
	· Limited healthcare engagement: People experiencing socioeconomic disadvantage may be underrepresented because they are less likely to engage regularly with healthcare services, such as screening programs or routine check-ups.
	· Stigma and cultural factors: Cultural norms in certain communities may discourage seeking medical help for cancer-related symptoms, especially in conditions perceived as private, such as colorectal cancer.
	

	Retention
	
	
	
	

	How might the accuracy and completeness of trial data collected differ between participants experiencing socioeconomic disadvantage compared with those who are not?
	· Inconsistent adherence to trial protocols: Participants with limited resources may struggle with bowel preparation or dietary guidelines before procedures due to food insecurity or lack of access to proper facilities, leading to incomplete or inaccurate diagnostic results.
	· Lower health literacy affecting data accuracy: Participants with lower health literacy may misunderstand instructions, leading to inaccurate or incomplete responses on questionnaires or improper adherence to trial protocols.
	· Logistical barriers to completing follow-up: Participants in remote or underserved areas may face challenges attending follow-up visits, leading to gaps in long-term data collection.
· Environmental impacts on data reliability: Those living in unstable or overcrowded housing conditions may find it difficult to adhere to bowel preparation protocols, affecting the quality of the colonoscopy or CCE results.
	

	Intervention benefits
	
	
	
	

	How might the benefits of the trial intervention(s) differ between participants experiencing socioeconomic disadvantage compared with those who are not?
	· Financial relief: Swallowing the CCE instead of undergoing a colonoscopy may be more appealing to participants from disadvantaged backgrounds, as it could reduce costs associated with transportation and time off work. The shorter, less invasive nature of the CCE may also reduce the need for costly childcare arrangements.
	· Improved adherence: Participants with lower health literacy or greater mistrust of medical procedures may be more willing to accept the CCE, as it is less invasive and perceived as less daunting compared to colonoscopy.
	· Reduced logistical barriers: For participants in remote or underserved areas, the CCE might reduce the need for travel, as it requires less aftercare and recovery than a colonoscopy
	

	Intervention harms
	
	
	
	

	How might the possible harms of the trial intervention(s) differ between participants experiencing socioeconomic disadvantage compared with those who are not?
	· Financial strain from complications: If any adverse effects occur during the trial, participants from disadvantaged backgrounds may struggle with additional medical care, such as further transportation, or missed work. Even minor complications may result in significant financial burden, making participation riskier for them.
	· Fear of healthcare due to prior negative experiences: Individuals from disadvantaged backgrounds may be more vulnerable to stress or anxiety related to medical interventions, particularly if they've had negative experiences with healthcare in the past.
	· Similar to answers included in previous questions.

	

	Subgroup analyses
	
	
	
	

	How should variation between socioeconomic groups in the target population be explored? Should there be planned subgroup analyses?
	· Impact of financial strain on outcomes: The analysis could explore how the financial burden (e.g., travel costs, missed work) affects participants' engagement and trial outcomes, as financial stress may impact their ability to complete the study.
	· Subgroup analysis by education and health literacy: Education level and health literacy are key factors that can affect understanding of trial protocols and adherence. Planned subgroup analyses could examine how these variables influence outcomes such as diagnostic accuracy, adherence to bowel preparation, and completion rates.
· Mental health and motivation: Variations in mental health and motivation across socioeconomic groups could impact trial participation. Subgroup analysis could explore whether lower mental health, often linked to socioeconomic disadvantage, affects adherence and outcomes.
	· Geographic location and access to care: Planned subgroup analyses could explore how living in underserved or rural areas impacts trial participation, intervention completion, and post-procedure care.
	

	Interim analyses
	
	
	
	

	How should any interim analysis handle variation between socioeconomic groups in the target population?
	· Monitor participation rates and adherence: Interim analysis could track how participation and adherence differ between socioeconomic groups. If disadvantaged groups are underrepresented or showing lower adherence (e.g., missed appointments or incomplete bowel preparation), adjustments may be needed to ensure these populations remain engaged.
	· Evaluate understanding: Interim analysis could assess participants from different educational or health literacy backgrounds understand trial instructions and procedures (e.g., bowel preparation for CCE and colonoscopy).
	· Examine geographic disparities: Interim analysis could assess whether participants from rural or underserved areas are facing additional barriers.
	

	Stopping Triggers
	
	
	
	

	How should any rules to stop the trial early on intervention safety or intervention benefit grounds handle variation between socioeconomic groups in the target population?
	· Safety considerations for disadvantaged groups: If early safety concerns arise, the trial should ensure that participants from lower socioeconomic backgrounds are not disproportionately affected.
· Impact of financial strain on safety outcomes: Financial strain may lead to delayed reporting of adverse events or complications by participants from disadvantaged backgrounds.
	· Mental health and engagement: Mental health challenges, more prevalent among disadvantaged groups, could affect adherence and perceived benefit from the intervention. Stopping the trial early for benefit reasons must consider whether all groups are experiencing the same positive outcomes.
	· Geographic disparities in intervention outcomes: If safety or benefit outcomes vary based on where participants live (e.g., urban vs. rural areas), the trial should assess whether differences in access to follow-up care or healthcare facilities are contributing to this variation.
	






Worksheet C.4: Factors that might affect the reporting and dissemination of trial results

	
	Pockets
	Prospects
	Places
	Other(s)

	Planning reporting
	
	
	
	

	[bookmark: _Hlk115803867]How, and in what way, are people experiencing socioeconomic disadvantage involved in planning the reporting and dissemination of the trial results, compared with those who are not?
	· Not enough detail provided in the protocol.

	· Not enough detail provided in the protocol.

	· Not enough detail provided in the protocol.

	

	[bookmark: _Hlk115804182]Dissemination engagement
	
	
	
	

	How, and in what way, might your reporting and dissemination of trial results limit engagement of people experiencing socioeconomic disadvantage compared with those who are not? Think about both the mode (i.e., how) and content (i.e., what) by which you are disseminating your results.
	· Limited access to digital platforms: People experiencing socioeconomic disadvantage may have limited access to the internet or digital tools where trial results are often disseminated (e.g., websites, emails, webinars).
	· Relevance to daily life: If the results are presented in a way that does not directly relate to participants' everyday experiences or challenges, people from disadvantaged backgrounds may not see the relevance of the findings.
	· Geographic barriers to in-person events: Disseminating results through in-person events or conferences may exclude individuals from remote or underserved areas with limited transport options, who cannot easily attend.
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Worksheet D: What measures can I put in place to address the identified factors that might prevent optimal participation of people experiencing socioeconomic disadvantage?

Use this worksheet to summarise the key factors you have identified that could prevent people experiencing socioeconomic disadvantage from fully participating in the trial, along with measures to mitigate the effect of those factors and their cost. Add extra rows as needed.

Innovation will be needed to generate strategies to address any identified barriers. We recommend seeking guidance from public contributors with relevant lived experiences to generate measures that will help to strengthen the approach. We also encourage researchers to document, publish, and review the strategies they develop whilst using this framework, in order to assist other researchers in developing their own strategies.


	Factors that may prevent full community participation
	Proposed measures (several options may be needed)
	Cost of measures

	Financial barriers for participants
	Provide comprehensive reimbursement, possibly above the £100 + £25. Offer flexible appointment times to reduce the need for time off work. Also, ensure immediate reimbursement or offer advance payments to ease the financial burden on participants.

	Cost will depend on the level of reimbursement provided (e.g., transportation vouchers, wage compensation) and how quickly reimbursements are processed. Immediate reimbursement or advance payments may also increase administrative costs.

	Health literacy and understanding

	Provide trial information in simple, plain language and multiple formats (videos, infographics, pamphlets) to cater to different literacy levels. Offer translations in multiple languages.

	Will need to consider cost for producing materials in various formats and languages.

	Geographic barriers or poor access to healthcare facilities 
	Offer transportation services, such as shuttle buses or taxis, to facilitate travel to trial sites.

	Will need to consider cost of transportation services and distance from site.

	Distrust in medical research

	Engage trusted community leaders to promote the study and build rapport. Host community meetings or information sessions where participants can ask questions in a comfortable, non-clinical environment. Also, provide culturally sensitive care by training staff to be aware of the specific needs and concerns of disadvantaged populations.

	Cost will depend on the engagement methods (community outreach events, workshops, collaboration with local leaders). Investing in culturally sensitive staff training is an initiative that could have long-term benefits in community engagement.

	Underrepresentation in cancer care pathways
	Collaborate with primary care providers (GPs, urgent care centres) in underserved areas to identify people at risk for colorectal cancer who may not be engaged in typical cancer pathways. Set up mobile health clinics in disadvantaged communities to offer initial screenings, promote the study, and help participants understand more about the study procedures (e.g., CCE and colonoscopy).

	Costs will likely be high as will depend on establishing mobile health clinics or incentivising GPs for recruitment. However, partnering with existing primary care networks can help reduce costs.

	
	
	

	
	
	

	
	
	

	
	
	




Appendix 1

Framework background and next steps

The National Institute for Health and Care Research (NIHR) initiated the INCLUDE initiative in 2017. The Medical Research Council (MRC) Hubs for Trials Methodology Research Recruitment and Retention Working Group were concurrently starting efforts to improve representation within trials, particularly minority ethnic individuals.

The two groups came together in late 2018 to develop a research grant proposal for work on inclusion in trials. Work on the INCLUDE Ethnicity Framework began in earnest in July 2019, and the complete Framework was launched in October 2020. 

In June 2019 the Medical Research Council (MRC) Hubs for Trials Methodology Research became part of the MRC-NIHR Trials Methodology Research Partnership (TMRP). The Trial Conduct TMRP working group established the Inclusivity sub-group, which had its first meeting in July 2020, and based on discussions at this meeting, work began on the INCLUDE Socioeconomic Framework in November 2020. In January 2021, a grant application co-led by Frances Sherratt, Heidi Gardner, and Katie Biggs was awarded from The University of Liverpool Early Career and Returners’ Fund to fund public contributors’ time on the project. A public contributors’ group with six members was assembled in February 2021.

In the future, we would like to evaluate this framework to consider how useful and effective it is at supporting researchers to identify and work to address barriers to making clinical trials inclusive for patients from socioeconomically disadvantaged backgrounds. We are aware of work evaluating the INCLUDE Ethnicity Framework (e.g. [10]), which we expect to build on with our evaluation. Findings from the evaluation will be used to inform the development of current and future frameworks designed to improve inclusivity in research. Furthermore, members of MRC-NIHR Trials Methodology Research Partnership Inclusivity working group are currently in the process of appointing a PhD student who will work on a project exploring the possibility of combining several recently developed frameworks for different under-served groups; their primary focus will be on combining Frameworks covering ethnicity, socioeconomic disadvantage, and people without capacity to give consent. This may grow to include additional under-served groups as new frameworks are developed over the coming years. Doing so will help to address the intersectionality of many under-served characteristics, as well as ensuring trial teams are able to efficiently use their time to design inclusive trials in advance of submitting funding applications.










Phases of developing the NIHR INCLUDE Socioeconomic Disadvantage Framework and team involvement

Phase 1: Defining socio-economic disadvantage and considering what is needed

	Name
	Background/Perspective

	Katie Biggs
	Research Fellow, University of Sheffield

	Heidi Gardner
	Research Fellow, University of Aberdeen.

	Fran Sherratt
	Research Fellow, University of Liverpool.

	Firoza
	Public Contributor


	John Roberts
	Public Contributor

	Carolyn Graham,
	Public Contributor

	Philip Bell,
	Public Contributor

	Clara Martins de Barros
	Public Contributor

	Bola Aina
	Public Contributor




Phase 2: Developing an initial draft of the Framework

	[bookmark: _Hlk115805863]Name
	Background/Perspective

	Katie Biggs
	Research Fellow, University of Sheffield

	Heidi Gardner
	Research Fellow, University of Aberdeen.

	Fran Sherratt
	Research Fellow, University of Liverpool.

	Firoza
	Public Contributor


	John Roberts
	Public Contributor

	Carolyn Graham,
	Public Contributor

	Philip Bell,
	Public Contributor

	Clara Martins de Barros
	Public Contributor

	Bola Aina
	Public Contributor




Phase 3: Discussing that draft with a wider stakeholder group

	Name
	Background/Perspective

	Katie Biggs
	Research Fellow, University of Sheffield

	Heidi Gardner
	Research Fellow, University of Aberdeen.

	Fran Sherratt
	Research Fellow, University of Liverpool.

	Firoza
	Public Contributor

	Clara Martins de Barros
	Public Contributor

	Philip Bell
	Public Contributor

	Carolyn Graham
	Public Contributor

	John Roberts
	Public Contributor

	Clare Bambra
	Professor, Newcastle University

	Teresa Crew
	Senior Lecturer, Bangor University

	Hanne Bruhn
	Research Fellow, University of Aberdeen

	Talia Isaacs
	Associate Professor, University College London

	Oonagh Ward,
	Head of Research and Innovations Infrastructures, Health Research Board

	Andrew Farmer,
	Director of Health Technology Assessment Programme, National Institute for Health and Care Research (NIHR)

	Jeremy Taylor
	Director for Public Voice, NIHR

	Michelle O’Shaughnessy
	Consultant Nephrologist, University Hospital Galway

	Frances Shiely
	Senior Lecturer, University College Cork

	Kate Fryer
	Research Associate, University of Sheffield

	Jon Dickson
	Senior Clinical Lecturer, University of Sheffield

	Dan Beever
	Study Manager, University of Sheffield

	Judith Cohen
	Director of Hull Health Trials Unit, Hull York Medical School

	Helen Hancock
	Professor, Newcastle University

	María José Pavez
	Project coordinator, Grampian Health & Diversity Network

	Rebecca Maier
	Deputy Lead for Clinical Trials and Engagement, Newcastle University

	Gosala Gopalakrishnan
	Clinical Trials Manager, Imperial College London






Phase 4: Modifying the draft based on feedback from stakeholders

	Name
	Background/Perspective

	Katie Biggs
	Research Fellow, University of Sheffield

	Heidi Gardner
	Research Fellow, University of Aberdeen.

	Fran Sherratt
	Research Fellow, University of Liverpool.




Phase 5: Stakeholder feedback on the modified draft

	Name
	Background/Perspective

	Katie Biggs
	Research Fellow, University of Sheffield

	Heidi Gardner
	Research Fellow, University of Aberdeen.

	Fran Sherratt
	Research Fellow, University of Liverpool.

	Firoza
	Public Contributor

	Clara Martins de Barros
	Public Contributor

	Philip Bell
	Public Contributor

	Carolyn Graham
	Public Contributor

	John Roberts
	Public Contributor

	Clare Bambra
	Professor, Newcastle University

	Teresa Crew
	Senior Lecturer, Bangor University

	Hanne Bruhn
	Research Fellow, University of Aberdeen

	Talia Isaacs
	Associate Professor, University College London

	Oonagh Ward,
	Head of Research and Innovations Infrastructures, Health Research Board

	Andrew Farmer,
	Director of Health Technology Assessment Programme, National Institute for Health and Care Research (NIHR)

	Jeremy Taylor
	Director for Public Voice, NIHR

	Michelle O’Shaughnessy
	Consultant Nephrologist, University Hospital Galway

	Frances Shiely
	Senior Lecturer, University College Cork

	Kate Fryer
	Research Associate, University of Sheffield

	Jon Dickson
	Senior Clinical Lecturer, University of Sheffield

	Dan Beever
	Study Manager, University of Sheffield

	Judith Cohen
	Director of Hull Health Trials Unit, Hull York Medical School

	Helen Hancock
	Professor, Newcastle University

	María José Pavez
	Project coordinator, Grampian Health & Diversity Network

	Rebecca Maier
	Deputy Lead for Clinical Trials and Engagement, Newcastle University

	Gosala Gopalakrishnan
	Clinical Trials Manager, Imperial College London

	Shaun Treweek
	Professor of Health Services Research, University of Aberdeen. White British researcher, working class background (though now firmly middle-class), first person in family to go to university.




Phase 6: Applying the Framework 

	Name
	Background/Perspective

	Ongoing work
	Ongoing work





Phase 7: Packaging the Framework, examples, and other materials

	Name
	Background/Perspective

	Katie Biggs
	Research Fellow, University of Sheffield

	Heidi Gardner
	Research Fellow, University of Aberdeen.

	Fran Sherratt
	Research Fellow, University of Liverpool.

	Shaun Treweek
	Professor of Health Services Research, University of Aberdeen. 

	Karen Beveridge
	Administrative Assistant, University of Aberdeen.





References

1. NIHR. Improving inclusion of under-served groups in clinical research: Guidance from INCLUDE project. 2022 v2.0. https://www.nihr.ac.uk/documents/improving-inclusion-of-under-served-groups-in-clinical-research-guidance-from-include-project/25435
2. Oakes JM, Rossi PH. The measurement of SES in health research: current practice and steps toward a new approach. Soc Sci Med. 2003;56(4):769-84.
3. Raina SK. Use of socioeconomic status scales in medicine and public health. J Family Med Prim Care. 2015;4(1):156-.
4. Scottish Government. Consultation on the socio-economic duty: Analysis of responses. 2017.
5. Ministry of Housing CLG. English Indices of Deprivation 2019 2019 [Available from: https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019.
6. Clelland D, Hill C. Deprivation, policy and rurality: The limitations and applications of area-based deprivation indices in Scotland. Local Economy. 2019;34(1):33-50.
7. Government S. Child Poverty Strategy for Scotland - Our Approach - 2014-2017 2014 [Available from: https://www.gov.scot/publications/child-poverty-strategy-scotland-approach-2014-2017/.
8. Scottish Government. Consultation on a Child Poverty Bill for Scotland: Analysis of Responses. 2016.
9. FitzGerald C, Hurst S. Implicit bias in healthcare professionals: a systematic review. BMC medical ethics. 2017;18(1):19-.
10. Morris, L, Dumville, J, Miah N, Treweek, S, Curtis F, Bower P. Evaluating a tool to improve engagement and recruitment of under-served groups in trials. Trials 2022, 23: 867. https://doi.org/10.1186/s13063-022-06747-2



Acknowledgements
This work has involved and been supported by the following:


[image: ]
	University of Liverpool Early Career 
	Researchers and Returners Fund


[image: ]
	National Institute of Health and Care Research
	Pre-doctoral Fellowship Programme

				
















[image: ]
[image: A picture containing food, drawing

Description automatically generated][image: TF-Footer-2]        [image: ]
image3.png




image4.png




image8.png
C&d UNIVERSITY OF

& LIVERPOOL





image9.svg
                                                                                                                                                        


image10.jpeg
NIHR | 1 and ore Research




image1.jpeg
N I H National Institute for
Health and Care Research




image2.png
Trials Methodology

@@ Research Parmershlp




image5.png
Trials Methodology

@%@, TMRP

Research Partnership




image6.png
s
“ TRIAL FORGE NIHR | National Institute

for Health Research




image7.jpeg
N I H National Institute for
Health and Care Research




