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Abstract
Background: Public involvement in clinical translational research is increasingly recognized as essential
for relevant and robust research. Public involvement must be diverse and inclusive to enable research
that has the potential to reach those that stand to bene�t from it the most, and thus address issues of
health equity. Several recent reports, however, indicate that public involvement is exclusive, including in its
interactions with ethnic groups. This paper outlines a novel community-led methodology – a community
sandpit – to address the inclusion of ethnic groups in public involvement in research, reports on its
evaluation, �ndings, legacy and impact.

Methods: Through careful planning, relationship-building, co-design and co-delivery between the Public
Programmes team based at Manchester University NHS Foundation Trust and the Greater Manchester
Black and Minority Ethnic Network, the community sandpit was held in July 2018.

Results: 15 community organisations took part in the participatory 2-day event, as well as 6 researchers,
and 6 creative practitioners. 6 community-based partnership projects were seed-funded; 4 of these carried
on to receive additional funding.

Conclusions: Evaluation of the sandpit showed the format to be well-received by all: it levelled power
relationships between community organisations, health researchers and research infrastructure; it
developed capacity amongst researchers about the accessibility, role and potential of community
organisations. Described as “not another community seed fund” by community partners, the sandpit
offered equitable avenues for collaboration within Greater Manchester translational research and led to
the formation of the Black, Asian and Minority Ethnic Research Advisory Group. The method has the
potential to be replicated elsewhere to support inclusive public involvement in research and inclusive
research. 

Plain English Summary
Public involvement in “bench to bedside” research is increasingly recognized as essential for relevant and
robust research. To enable research to reach those that stand to bene�t from it the most, and thus
address issues of health equity, public involvement must be diverse and inclusive. Several recent reports,
however, indicate that public involvement is exclusive, including in its interactions with ethnic groups.
This paper outlines a novel community-led methodology – a community sandpit – to address the
inclusion of ethnic groups in public involvement in research, reports on its evaluation, �ndings, legacy
and impact.

Through careful planning, relationship-building, co-design and co-delivery between the Public
Programmes team (now Vocal) based at Manchester University NHS Foundation Trust and the Greater
Manchester Black and Minority Ethnic Network, the community sandpit was held in July 2018. 15
community organisations took part in the participatory 2-day event, as well as 6 researchers, and 6
creative practitioners. 6 community-based partnership projects were seed-funded; 4 of these carried on to
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receive additional funding. Evaluation of the sandpit showed the format to be well-received by all: it
levelled power relationships between community organisations, health researchers and research
infrastructure; it developed capacity amongst researchers about the accessibility, role and potential of
community organisations. Described as “not another community seed fund” by community partners, the
sandpit offered equitable avenues for collaboration within Greater Manchester translational research and
led to the formation of the Black, Asian and Minority Ethnic Research Advisory Group. The method has
the potential to be replicated elsewhere to support inclusive public involvement in research and inclusive
research.

Background

Diversity in public involvement in health research in the UK
Public involvement in health research is an increasingly accepted component of ethical and relevant
health research in England, including through its main funder of health research: the National Institute of
Health Research (NIHR) [1]. A strategic review of public involvement in England, however, highlights the
need for public involvement to become more diverse and inclusive:

“A diverse and inclusive public involvement community is essential if research is relevant to population
needs and provides better health outcomes for all. We have been struck by the degree to which
researchers and public contributors have encountered barriers when trying to work with different
communities and populations.” [2]

More recently a survey of public contributors to NIHR research highlights that the majority of public
contributors to NIHR research are older (62% are between 50 and 79 years old), female (58%) and White
British (77%) [3]. Young people and minority ethnic communities are under-represented in NIHR public
involvement. Only 2% of public contributors surveyed by NIHR in 2018–2019 are under 25 2%; 14% are
aged 26–49. Asian ethnic groups represent only 3%, Black ethnic groups only 2% of NIHR public
contributors. Research carried out by the Health Research Authority shows that people from ethnic and
lower socioeconomic groups feel far less con�dent about being treated with dignity and respect in
research compared to their White and higher socioeconomic counterparts (35% of ethnic minority
respondents feel con�dent compared to 50% of White respondents) [4]. Likewise, in the neighbouring �eld
of science communication, informal science education has been ‘exclusive’, and many audiences are
‘underserved’ by science communication (cf. British Science Association audience map) [5, 6].

Barriers to inclusion of ethnic communities in research
A growing evidence base explores reasons for the low levels of public involvement of ethnic groups,
including Black, Asian and Minority Ethnic (so-called “BAME”) groups in clinical and translational health
research [7]. Analyses of research participation in clinical cancer trials, mainly from the US [8, 9, 10] with
some from the UK [11, 12] and trials related to other conditions such as asthma [13] and mental health
[14] in South Asian and African-Caribbean communities in the UK and abroad, provide complementary
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evidence for barriers to involvement. Strategies to reduce inequalities in healthcare have identi�ed the
representation of diverse groups in clinical research as an important component of research studies [15,
16].

We acknowledge the differences and complementarities between participation, engagement and
involvement in health research [17]. Based on some of the existing literature (above) and our collective
experience of engaging and involving diverse audiences with scienti�c research since 2003, barriers to
inclusion of diverse communities in health research can cut across participation, engagement and
involvement and are summarized in Table 1.
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Table 1
Barriers related to participation, engagement and involvement of ethnic groups in health research

Barriers related to research culture

Increased cost
of studies

The perception that the addition of extra variables such as ethnic diversity of
participants would increase the cost and duration of research studies, through the
requirement of more sub-group analyses and increased recruitment costs

Attitudinal
barriers

Researchers (along with the rest of society) may have unconscious bias or
preconceptions about whether patients from certain groups are interested in
participating in a study or not due to stereotypes or cultural myths.

Language,
communication
and cultural
barriers

Often there is no guidance or resources for researchers to address the inclusion in
research studies of patients where English is not a �rst language, so such patients
are automatically excluded from a study. Ethics committee requirements to
translate all written material in different languages can have little positive impact
when many community languages are not generally used in a written form, or low
levels of health literacy are not accounted for in the material.

Lack of
awareness

The historical and conceptual understanding of race, ethnicity and culture can
make the recruitment of people from ethnic minority backgrounds appear more
problematic to researchers

Study design Case selection biases that tend to structurally exclude BAME patients and
individuals with lower socioeconomic status, as they tend to have poorer health in
general. Overly complex information containing jargon and consent forms can
exclude potential participants from different backgrounds even when command of
English is good.

Barriers related to healthcare

Structural
health
inequalities
and racism

So-called ‘underserved’ populations can expect higher incidence rates of
conditions (eg. Cancer) because of structural exclusion and unmet need (eg.
Inadequate access to prevention and screening, later diagnosis, exclusion
criteria/recruitment bias in research studies) or and/or unmet need through
exclusive research priorities and design.

Power
dynamics

Power dynamics inherent in social and health inequalities acknowledge that the
structure and models for involvement (e.g. use of meeting rooms, rigid agendas,
chairing of meetings) can be exclusive or culturally imperialist. Is this conducive to
the development of trust, valued involvement and creation of equal knowledge
spaces? [18, 19, 20]

Barriers related to society and heritage

Mistrust of
anchor
institutions
and/or
healthcare
providers

Often cited as the most common barrier to the participation of ethnic groups in
clinical trials. Poor previous experiences and low satisfaction in a healthcare or
other institutional (eg. Higher Education, justice) setting can often lead to patients
not wanting to participate in a study. Distrust around sharing or misuse of
personal information and data protection issues is also higher in ethnic groups [cf.
4]

Barriers within communities

Lack of
understanding
of the research
process

In disadvantaged and marginalised communities, this can lead to a rejection to an
invitation to participate. Roles for patient advocates and navigators could support
the recruitment and retention in the early stages of a trial to ensure retention of
patients from ‘underserved’ communities.
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Barriers related to research culture

Socioeconomic
status

Decisions by patients to participate may be driven in part by socio-economic
status. Loss of income (actual or perceived) or costs incurred by participation,
engagement and/or involvement in research (due to increased hospital visits, for
example) may deter participation.

Flexibility Lack of �exibility around timing can prevent many patients and carers or
participation, engagement and/or involvement. Common reasons include
childcare, carer responsibilities and employment in sectors that wouldn’t approve
extra time off to attend participation or involvement activities.

Stigma Different cultural/faith of patients can impact their perceptions of health, research
and participation in a clinical trial.

 

Working with seldom listened to communities in a social
innovation approach
Some helpful guides to working with ethnic individuals, groups and communities in research already exist
[21, 22, 23, 24] and have been published during the preparation of this paper [eg. 25]. To address greater
inclusion, and explore some of the deeper barriers to engagement and involvement in health research,
beyond tokenism or a temporary solution, we piloted a new approach – a community sandpit – based on
principles and practices of social innovation and co-production [26].

Sandpits are intensively facilitated workshops which aim to uncover innovative solutions. They bring
together a mix of people, give them time to talk and exchange ideas, and then fund the projects that they
are able to come up with. We chose this model to encourage community-led innovation in public
involvement because it allows different sectors to recognise the knowledge and expertise that they can
bring and provides a safe space to experiment and to �nd new collective solutions. The model also aims
to be fun and engaging, and use creative activities and tools which enable new dialogue and ideas to
emerge.

We have previously reported on our strategic approach to working across public engagement and
involvement, [17, 27] which includes a focus on diversifying the audiences and producers of public
involvement and effecting a shift from ‘research led’ engagement, involvement and research to
‘community-led’ engagement, involvement and research. Here we report on the methodology and impact
of the sandpit, and suggest it as a replicable way to work with communities in public engagement and
involvement to ultimately foster inclusive research. We also report on the legacy of the sandpit: the
establishment of a Black, Asian, Minority Ethnic Research Advisory Group (BRAG).

Methods
In July 2018, a two day community sandpit event brought together over 30 Voluntary and Community
Sector (VCS) organisation representatives, creative practitioners, community leaders, researchers and
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public involvement practitioners from across Greater Manchester (GM, Fig. 1, event �yer).

Aims and principles
The aims for the sandpit were to:

Build meaningful relationships with diverse community organisations and health research

Administer a community seed fund to explore community led innovation in the sector

Level the playing �eld between community organisations and researcher anchor institutions

To bring researchers, community organisations and artists together to collaborate and explore
solutions for the lack of diversity of people involved/participating in health research

At the outset, we elaborated some key principles to apply to the sandpit. We:

Emphasised a co-design approach when working with community partners

Valued community organisations as experts rather than gate keepers or community leaders

Put health research in contexts that have a practical interest to community groups and their users

Used creative approaches to trigger discussion and debate and create a learning together
environment

Valued the time and expertise of community organisations

Used methods to level the playing �eld between different types of community organisations

What we did

Sandpit partner
Through existing voluntary and community sector (VCS) contacts, the Public Programmes Team (now
Vocal) [28] initially mooted the idea of a sandpit, and then sought active and equitable partnership with
the GM Black and Minority Ethnic Network (GMBME) [29] to develop the idea further, then co-design and
promote the Community Sandpit event. The GMBME has extensive knowledge of the VCS sector, wide
reach amongst grassroots community organisations, as well as having supported different health
promotion and infrastructure development initiatives across Greater Manchester.

Relationship development, co-design, promotion and
recruitment
Active involvement in health research was a new area of focus for many of the community organisations
who would eventually take part in the sandpit. Working with ethnic and community groups was also a
new area for many of the researchers taking part. A signi�cant amount of time was spent developing
relationships both with researchers and with GMBME members and community organisations, to give
background to the initiative, answer questions and secure buy-in. As an established community organizer
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and leader, the �rst author of this paper was already a trusted individual within community and ethnic
groups in GM. The Public Programmes team is a trusted partner for researchers in GM.

Working in partnership between the Public Programmes Team and the GMBME Network, the event was
designed to ensure that organisations that put forward staff or volunteers to participate did not have to
resource staff time to attend. Staff/volunteer time was valued at the rate NIHR INVOLVE recommends for
patient contributors and payment was made to organisations or individuals as appropriate.

Both days were designed with time built in to focus on community organisations/artists learning about
public involvement and health research. The GMBME network used its existing communication channels
that included the web presence of its parent organization, GMCVO, one of the largest VCS infrastructure
support organisations in the GM conurbation, its own email newsletter mailing list and network events
and meetings leading up to the registration deadline for the event to promote and recruit staff. A
promotional �yer was also produced (Box 1)

Sandpit event
The community sandpit events were delivered over 2 days with a one day break in between to allow
participants time to process what they had learnt and think about the second day.

Day 1 consisted of facilitated activities to enable representatives from community organisations/artists
to familiarise themselves with public involvement and health research in the GM context, including the
activities of the Public Programmes Team, the NIHR Manchester Biomedical Research Centre (MBRC), the
NIHR Manchester Clinical Research Facility (MCRF) and the NIHR GM Patient Safety Translational
Research Centre (GM PSTRC). The �rst day was highly interactive day with lots of opportunity for
discussion and debate, including activities designed to address different power dynamics in the room.
The activities included “the unseen” (a creative activity that enabled the participants to really consider the
process of discovery and their own re�exivity in developing research questions) and some role play where
the participants experienced a mini-patient research panel with some actual research examples.

On day 2, researchers joined the discussions, there were presentations relating to health conditions and
prevalence in diverse communities, following some speed networking where researchers and artists
presented what speci�c skills they could add to any projects that were going to be pitched. The
participants then, worked in small groups to devise a new project/event that would and engage their
communities in health research, with a view to developing a research question and/or project of relevance
to communities. Each project was pitched to the whole audience and after an interactive audience voting
process and the winning projects were awarded funding (of between £500-£750) at the end of the day.

Evaluation

Evaluation against Sandpit aims
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At the end of the Sandpit, a simple questionnaire with 10 questions captured of a mixture of quantitative
and qualitative indicators against the Sandpit aims. This included a Likert scale indicating how well the
participants felt the activities went, whether they able to contribute and whether they felt listened to, and
space for some free text responses.

Following the sandpit, one to one interviews with a sample of 5 participants within 4 weeks of the event
and a focus group of 12 of the participants within 16 weeks of the events as well as re�ections and
observations recorded by the facilitators and practitioners supporting the event. All the data was collated
and a simple matrix thematic analysis conducted to elucidate common themes.

Follow up
Where required, staff from the GMBME Network and/or the Public Programmes Team supported the
community organisations that won pitches to deliver their projects and record/observe their community
reach. This happened through project delivery, supporting or re�ning the scope of the project, and its
evaluation. An informal feedback and sharing event was held in Feb 2019 where community
organisations that were funded were invited to share the outputs and any learning from their projects with
the whole group.

Results

Summary of the Sandpit
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Table 2
Community Sandpit at a glance

Expressions of
interest from
community
organizations

30

Number of
community
organisations
selected to
participate

15, selected by the Public Programmes team and GMBME, to ensure a broad
representation of different communities of interest, geographical spread
across GM and experience of working on health issues

Number of creative
practitioners taking
part

6, including digital, visual, audio and spoken word media.

Number of
researchers taking
part

6, from the MBRC, MCRF, GM PSTRC, University of Manchester

Ideas for projects 14

Pitches funded 6 (totaling £3100)

Projects
subsequently
receiving additional
funding

4 (including through Health and Primary Care commissioning and public
engagement funding)

Funded projects
The following projects won pitch funding and were delivered between September 2018 and January 2019
(Table 3)
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Table 3
Community-led research and engagement projects funded through the Community Sandpit

Skin deep Focused on skin problems and treatments in the African community
in South Manchester, the project aims to engage up to 50 parents
and children, and to help researchers identify key research priority
for African skin health.

AfroTots and
researchers in
the
Manchester
BRC
Dermatology
theme

Shisha or
no shisha

An action research project capturing responses from people who
frequently visit Wilmslow Road area where most of the City’s Shisha
Cafes operate. A 5–10 minute �lm of the project will indirectly
raising awareness about the effects of shisha smoking and
stimulate insights into people’s attitudes towards Shisha smoking.

A partnership
between the
Ethnic Health
Forum,
C4Change,
GMBME
Network,
University of
Manchester
and the
Public Health
Team at
Manchester
City Council

Amplifying
Voices

A training toolkit to enable authentic ethnic voices to be ampli�ed
within health research, across GM, to support research to become
more culturally appropriate and in�uence health outcomes.

A partnership
with Afro
Tots,
Dynamic
Support, CS-
UK, the New
Testament
Church,
Alchemy Arts,
Ethnic Health
Forum,
Wonderfully
Made
Woman, and
Big People’s
Music.

Speak out
your voice is
your power

A community leaders engagement workshop for Black Nigerian
women during Black History Month in Central and East Manchester
focused on domestic violence. The project aims to support
researchers to understand how some isolated and vulnerable
women can be reached and engaged in research on domestic
violence.

Wonderfully
Made Woman



Page 13/25

Skin deep Focused on skin problems and treatments in the African community
in South Manchester, the project aims to engage up to 50 parents
and children, and to help researchers identify key research priority
for African skin health.

AfroTots and
researchers in
the
Manchester
BRC
Dermatology
theme

Menopause
monologues

the project will be a platform and provide opportunities for up to 20
South Asian women to talk about their experiences and tell stories
about menopause – a taboo and sensitive subject in some South
Asian cultures. Stories will be recorded to engage further audiences
in a peer-to-peer approach. The project aims to empower women to
take an active role in health and research related to the menopause;
to stimulate research into South Asian women’s experiences of
menopause; help shape health care services for women regarding
menopause; to break down barriers to engagement; promote access
to services for South Asian women around menopause; breakdown
menopause myths, stigma and taboo

Community
artist

Leading
through
lived
experience
for positive
change

The project will investigate and document up to 6 lived experience
leaders who have set up projects for positive change and health
outcomes. The project aims to share good practice of how lived
experience leaders have set up initiatives and projects to improve
health and well-being outcomes for people who access their project
or initiatives and to learn how the lived experience leaders expertise
can be utilised to support community engagement with research

Shining Stars
community
group

 

Sandpit format
The format of the sandpit was felt to be engaging and relevant:

“Very clear and transparent event” (Participant 8)

“I hope we will get to do another session. It was an eye opener.” (Participant 9)

“It was fun and relaxed but with a really focused and important message” (Participant 14)

Of the 16 people who responded, 75% felt they were adequately prepared for the event, answering ‘No’ to
the question: Was there anything else you would have liked to have known before coming to the Sandpit?
A few expressed suggestions for improvement – they would want to have:

“a better/clear understanding of the project overall, i.e. purpose of pitch on day 2” (Participant 3)

“a programme of the day’s activities, or some case studies of projects that have come out of previous
sandpits so I knew a bit more about the process before attending” (Participant 11)

The activities were felt to be ‘interesting’ by between 81.25% and 93.75% of those responding, depending
on the activity. 80% found the speed meeting a good way of networking.
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95% of respondents (n = 20) found the pitch process ‘fun and engaging’. The voting process was found to
be a good way of choosing winning projects quickly, by 80% of respondents (n = 20) and 90% felt able to
contribute to choosing winners. Two community groups decided not to pitch and some reservations were
expressed: some participants felt that the funding pots were not enough to scope or pilot a meaningful
project and some felt they needed additional time to develop a pitch. Four of the community participants
felt strongly that only community partners should have a vote.

“It did feel that those who knew each other voted for each other” (Participant 3)

Was the Sandpit inclusive? Did it ‘level the playing �eld’?
Attendees found the event inclusive:

100% felt that their ‘views were valued (after Day 1)’

100% felt that ‘the sandpit a good way of getting people to work together (after day 2)’

95% felt able to contribute

Participants – community organisations, artists, researchers and facilitators – felt that the event had
addressed power dynamics between researchers and communities, enabling a ‘safe space’ and more level
‘playing �eld’:

“First-time in a long time a piece of real collaborative work was done, where we felt really valued”
(Facilitator 1)

“We talk about collaboration and partnership working but it doesn’t actually happen. This event put
community organisations on an equal footing and values their time and input, even between community
organisations” (Facilitator 2)

“It worked really well and allowed people with a safe space to work together” (Participant 4)

Everything worked really well. The researchers were amazing and willing to be challenged
(Participant 13)

People learned about each other and about the work of their organisations

“I learnt so much about the many diverse activities and the work of the organisations that support them”
(Participant 14)

“It was a day for me to learn something that I didn’t know before. It has increased my knowledge about
health research.” (Participant 6)

Addressing inclusion in health research and involvement
Much of the discussion and dialogue throughout the two days focused on the lack of diverse voices
being involved in health research. There were different levels of understanding as to the impact of this at



Page 15/25

the beginning. By the end of the two days increased awareness of this issue evolved, and a call to action
for health research and involvement to work more in partnership with community organisations, including
with community artists emerged.

“Yes - a really brilliant �rst step in getting researchers, NHS, Academics talking to artists for the betterment
of our community and to have these community voices heard.” (Participant 5)

“I thought it was an excellent opportunity for us to get together to �nd out more about each other and to
network and plan projects together.” (Participant 3)

“It was a brilliant way of getting to know and working with others that I do not usually get to work with or
did not know prior to this event.” (Participant 13)

Some participants talked about the rhetoric and language around so-called ‘hard to reach groups’ in
health research and involvement:

We are not that hard to reach, but we might �nd it hard to trust you…
(Facilitator 1)

As a researcher, really opened my eyes to the fact that engaging communities wasn’t that hard. We are
told almost from the start as students that they are hard to reach.
(Participant 17)

Re�ections from researchers
Overall, researchers found the day valuable and it challenged some of their conceptions of community
engagement and public involvement in research:

“Maybe there should be 'how to involve researchers in communities’ rather than involving communities in
research?” (Participant 2)

The majority of researchers were happy to work with community participants as part of the Sandpit, to
develop their ideas and design projects around health research and involvement. A minority (one
researcher) would have preferred the Sandpit participants to focus on speci�c ways to engage
communities in their existing research projects and that researchers should have attended both days.

“Not much link to research. Few/no pitches mentioned involving researchers - mostly about health
promotion. Attendance and contribution from more researchers and more senior researchers” (Participant
2)

Unexpected outcomes
As well as following through the funded projects, the legacy of the Sandpit includes:
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The GMBME network as an established ‘go-to’ partner of the Public Programmes Team. We continue
to partner up on projects as appropriate and to mutually signpost to issues of common interest.

The establishment of a BAME Research Advisory Group (BRAG) as part of the Public Programmes
Team and the MBRC and MCRF.

Three community organisations are now directly involved with BRC led-health research
projects/project scoping by providing expertise and community knowledge

One community participant from the Sandpit has now joined an internal BRC and CRF strategic
group addressing health inequalities in its work, as a public contributor.

Discussion: What Did We Learn?

How did we do against our aims?
Overall, we feel that we successfully addressed our aims of:

Building meaningful relationships with diverse community organisations and health research

Levelling the playing �eld between community organisations and researcher anchor institutions

Administering a community seed fund to explore community led innovation in the sector

Bringing researchers, community organisations and artists together to collaborate and explore
solutions for the lack of diversity of people involved/participating in health research

Format of the Sandpit
The results of our evaluation show that the Sandpit format was accessible, engaging and inclusive for all
involved. Getting ‘hands-on’ including through creative activities and, for example, mock ‘patient panel’
exercises really helped to bring to life both the Sandpit environment and the reality of what public
involvement can ‘look like’. In line with our published approach [17] creative approaches triggered
discussion and debate which led to rich and meaningful dialogue. Having presentations about health and
research contexts related to GM and to the community organizations present, also helped to make the
context of the Sandpit relevant. Making content relevant to the audience supported more long term
thinking about what needs to happen in the sector and how participants could have a role in its
transformation.

It was important for us to create a ‘safe space’ at the beginning of the Sandpit. The event was
purposefully located (in a netural space in central library), designed and promoted without much
information about the format and content, in order to enable everyone to start the same ‘place’. Whilst this
approach was welcomed by the majority of the participants, some participants were uncomfortable about
not knowing what was expected of them and would have liked much more time to prepare. Overall,
however, our evaluation shows that the Sandpit format enabled a safe, respectful and equal exchange of
ideas and skills.
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To subvert some of the usual power relationships [18, 19, 20] in public involvement in health research,
Day 1 of the Sandpit did not include researchers, in order to provide background, context and help create
the ‘safe space’. A minority of researchers questioned this approach; however, in the preparation of the
Sandpit, when researchers were canvassed about attending an event, many would have been unable to
come away from the demands of their research schedule for two full days. This is relevant to a wider
discussion about how much time and value research culture accords to public involvement (see also
below).

Overall, the ‘pitching’ process was successful. Two community groups decided not to pitch, some
participants felt that the funding pots were not enough to scope or pilot a meaningful project and some
felt they needed additional time to develop a pitch. Whilst we had co-designed what we thought was a
fair voting process, at least four of the community participants felt strongly that researchers and/or
members of the Public Programmes Team should not have a vote and that, potentially, different projects
would have been funded if only community participants had a vote and this would give an indication of
what matters more to communities regarding health research. This is something to bear in mind for
future Sandpit design.

We learned to be prepared for unexpected interpretations of the pitch ‘brief’. Although time was allowed in
the Sandpit design for participants to think about the pitch brief (in this case – designing a project that
would encourage their service users/communities to get involved in health research) a few pitched
projects focused more on more traditional health promotion. Whilst this could be considered a ‘failure’ of
the process, it enabled further group exploration of the health issues at hand, and their relation to
research. Taking the time to engage with these ‘health promotion’ pitches also allowed further trust and
dialogue to be established with community partners.

Co-design/Partnership process
We invested time to try and ensure all partners felt that they were equal in the development of the project
whilst working with a clear understanding of our roles and responsibilities around delivery. The time
needed to develop trust and build relationships with community partners needs to be factored in to the
development phase of a co-designed project of this nature [22]. A positive partnership was created
between the main partners (the Public Programmes Team and the GMBME Network) which was then
extended to the community groups that make up the network and the researchers associated with the
Public Programmes Team. This resulted in a much higher than expected response from groups wanting
to participate in the sandpit event.

Additional bene�ts of working with a network as a community partner included being able to use existing
communications channels, having access to local intelligence about what health topics were already an
issue in different communities and what other initiatives were currently happening in different
geographical areas that would prevent (or incentivize) certain groups from engaging with this project.

Conscious, asset-based community engagement
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Our starting point was to focus on building relationships with community organisations as experts in
reaching their communities, having existing trust and relationships with individuals who attend their
centres and groups. Using this asset-based approach was valuable. Rather than seeing community
organisations as ‘gatekeepers’ or conduits to reach individuals or service users in their communities, trust
was established by valuing the assets of community organisations in their own right. Creative
practitioners were similarly valued in the context of the increasing evidence that arts-based approaches
can positively address social and health issues [30, 31].

We tried not to use a traditional ‘seed funding’ processes where community organisations are required to
invest energy and resources to compete for a small amount of funding (that they might not get). Even
when successful, traditional seed funding does not always cover the costs of upfront investment let
alone project delivery. Therefore our approach was designed to value their time and expertise. Community
participants was valued through payment to their organisations in line with NIHR INVOLVE guidance and
in the time spent by the project team before the event and after the event liaising with project partners
and funded projects. Participants from smaller grassroots organisations reported that they felt they were
better placed to interact with the larger voluntary sector organisations (who were normally better placed
to access small pots of funding because they have often have access to additional resources, such as a
fundraising o�cer) as all the pitching and voting was done within the 2 days of the community sandpit.

Addressing inclusion in public involvement in health
research
The funded projects all addressed issues of diversity and inclusion in health research. They have reached
deeper into communities to engage and involve diverse audience with health research. At least one of the
funded projects has also led to a grant application for research, with the community partner as a co-
applicant. Several of the other projects have gone on to receive further funding. All have increased the
capacity and capabilities of community organisations to take an active role as partners in both health
research and public engagement with health research.

Projects that were funded were also on the whole quite ambitious and this required some support to get
them on track and feasible within the time and resources. If the Sandpit is repeated, adequate resources
need to be built in to support project delivery and evaluation.

Participants valued the time getting to know each other’s ‘worlds’. Researchers appreciated understanding
more about community organisations (including community artists), how they work, and who they work
with; community organizations felt able to understand more about research and research culture. Of
particular interest, the comments made about the language of ‘hard to reach’ revealed con�icting
perspectives, but ones which might have become closer through the Sandpit activities:

We are not that hard to reach, but we might �nd it hard to trust you…
As a researcher, really opened my eyes to the fact that engaging communities wasn’t that hard. We are
told almost from the start as students that they are hard to reach.
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The sandpit was felt to ‘open researchers’ eyes’ about working with ethnic communities partnering and
valuing community organsations. It highlighted the diversity of community organisations to researchers,
how grassroots organisations work and the intricacies of their relationships both within communities and
with health and research providers. In addition, some of the comments from researchers reveal the
prevailing research culture as viewing public involvement as an intervention rather than a relationship.
For example, the expressed desire for the Sandpit to focus on engagement with existing research projects
focuses on a transactional, instrumental view of public involvement rather than a research culture that
values the time taken to establish trust between partners.

The unexpected outcomes of the Sandpit, notably the establishment of the BRAG and the membership of
the Manchester BRC and CRF Health Inequalities Steering Group [32], have the potential to strategically
in�uence research culture to ensure more inclusive practices.

From the evaluation of the community sandpit, there was enthusiasm and energy to continue to foster an
engaged relationship between community organisations and health research. Eight community
connectors expressed an interest and two meetings were held to discuss the purpose, scope and logistics
of the group. The Black Asian and Minority Ethnic Research Advisory Group (BRAG) was established in
January 2019 in partnership with the Public Programmes Team.

The group is community led with an emphasis on generating solutions and not being hamstrung into
traditional formats of involvement. Funded through an award made from the Wellcome Trust to the
Public Programmes team, BRAG’s remit is to provide expertise and advice on inclusive practices; to
involve diverse audiences in the development, delivery and dissemination of health research. This
responds to the strategic priorities of the Public Programmes Team, operating across GM health research
infrastructure (including the MBRC and the MCRF) of developing ‘community-led’ priorities, projects and
approaches. To date (winter 2020), BRAG have

Advised on 5 research projects in 2019–2020

Advised on public engagement and communications projects, including the rebrand of the Public
Programmes team (to Vocal) to support greater reach within communities

Developed Top Tips for Researchers who wish to work with BRAG

Co-authored blogs, with academics and members of the Public Programmes team [eg. 33]

Co-presented at national events eg. Equality and Diversity in Science Symposium 2019

Co-designed and co-delivered (with Public Programmes) training on Inclusive Research for GM-based
health researchers.

Engaged audiences through creative means

Received leadership training, with a focus on involvement in health research

Received training on health research processes and structure within GM

Acted as co-applicants on several funding bids to NIHR and others
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Begun to form strategic research partnerships with GM research infrastructure (eg. Manchester
Cancer Research Centre)

Conclusion
Overall the community sandpit event was a good starting point to engage grass roots community
organisations with public involvement and health research. It raised awareness of the different ways in
which communities can be engaged and provided practical learning on how to ‘level the playing �eld’
between community and research organisations, while at the same timeenabling community
representatives to network and also speak face to face with researchers. The event enabled relationships
to be formed and trust to be built so that more long term engagement and involvement can then take
place. Recognising community assets, expertise and innovation (often with minimal resource) can
provide a change for academic institutions to learn how to access wider audiences and provide further
opportunities for partnerships across different sectors.

The sandpit addressed many of the concerns and challenged outlined in the introduction to this paper, in
particular demonstrating how dignity and respect can be addressed through a community-led, asset-
based and partnership approach. The sandpit has further demonstrated impact through its legacy in
BRAG and chimes with recent research culture initiatives emphasizing the need for greater race equality
and inclusion in research (eg. The INCLUDE project, and the establishment of an NIHR Race Equality
Panel).
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Figure 1

In July 2018, a two day community sandpit event brought together over 30 Voluntary and Community
Sector (VCS) organisation representatives, creative practitioners, community leaders, researchers and
public involvement practitioners from across Greater Manchester (GM, Figure 1, event �yer).
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