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Abstract
Introduction: Regular reviews of medications, including prescription reviews and
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adherence reviews, are vital to support pharmacological effectiveness and optimize
health outcomes for patients. Despite being more likely to report a long‐term illness
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that requires medication when compared to their white counterparts, individuals
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reviews, with inequalities negatively affecting their access. It is important to
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from ethnic minority communities are less likely to engage with regular medication
understand what barriers may exist that impact the access of those from ethnic
minority communities and to identify measures that may act to facilitate improved
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service accessibility for these groups.
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Methods: Semi‐structured interviews were conducted between June and August 2021
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using the following formats as permitted by governmental COVID‐19 restrictions: in

8

West End Family Health Primary Care
Network, Newcastle upon Tyne, UK

person, over the telephone or via video call. Perspectives on service accessibility and any
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medication reviews and identified approaches to improve the accessibility of such
services for ethnic minority patients. These centred on (1) building knowledge and
understanding about medication reviews; (2) delivering medication review services;
and (3) appreciating the lived experience of patients.
Conclusion: The results of this study have important implications for addressing
inequalities that affect ethnic minority communities. Involving patients and
practitioners to work collaboratively in coproduction approaches could enable
better design, implementation and delivery of accessible medication review services
that are culturally competent.
Patient or Public Contribution: The National Institute for Health Research Applied
Research Collaboration and Patient and Public Involvement and Engagement group
at Newcastle University supported the study design and conceptualization. Seven
patient champions inputted to ensure that the research was conducted, and the
findings were reported, with cultural sensitivity.
KEYWORDS

ethnic minority, ethnicity, health inequalities, medicine services, medicines review, qualitative
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| INTRODUCTION

literacy levels, lower socioeconomic status and a greater incidence of
ill‐health.19–23 The COVID‐19 pandemic further highlighted these

Regular reviews of medication are vital to support medicine effective-

inequalities, particularly service accessibility.24–26 Despite reporting

ness and prescribing safety.1–3 Previously, medication reviews have

poorer general health when compared to their white counterparts,27

been defined as ‘a structured, critical examination of a patient's

and despite being more likely to report a long‐term illness that requires

medicines with the objective of reaching an agreement with the patient

medication,28 individuals from ethnic minority backgrounds are less

about treatment, optimizing the impact of medicines, minimizing the

likely to engage in regular medication reviews.29,30 Despite the

number of medication‐related problems, and reducing waste’.4,5 The

associations between accessibility inequalities and ethnicity, people

Royal Pharmaceutical Society of the United Kingdom (UK) deems that

from ethnic minority communities continue to remain underrepresented

conducting medication reviews is a key role for pharmacists and other

participants in health and social care research.30,31 These findings can be

appropriately trained members of the multidisciplinary team, including

demonstrated in high‐income countries27,32 including the United States

doctors and allied health professionals.4 In doing so, medication review

of America, where financial burdens of health insurance and remotely

services address medicine optimization and adherence issues, as well as

delivered consultations during the COVID‐19 pandemic have been

potentially improve the clinical effectiveness of medicines being

reported barriers.33–35 Evidence suggests that these inequalities also

4,6–9

taken.

This study focuses on medication review services offered

exist for medication reviews; this study sets out to extend the evidence

by healthcare professionals in the UK working in a primary care setting

on ethnic inequalities and accessibility in the context of medication

(e.g., a general practice surgery or community pharmacy), including

reviews. When considering the value that medication reviews can offer

prescription reviews and adherence and compliance reviews, rather than

in optimizing a person's medication, it is important to (i) understand

clinical medication reviews (which require access to clinical information

what barriers may exist that impact the access of those from ethnic

and thus occur more readily in secondary care settings) or medicine use

minority communities and to (ii) identify measures that may facilitate

10

reviews (which have been discontinued).

Medication reviews may take

improved service accessibility for these groups.

the form of ad‐hoc interventions, with a medication eligible for a New
Medicines Service, or aligned with annual long‐term condition
reviews.11,12 These medication review services may differ from those

2 |

METHODS

in other countries or healthcare settings, for example, Australian Home
Medication Reviews13 or Swiss Polymedication Checks.14,15 Optimiza-

2.1 |

Recruitment and sampling

tion of patient outcomes is an underpinning goal of all medication
review services; however, inequalities affecting accessibility have been

The consolidated criteria for reporting qualitative research (COREQ)

identified, particularly relating to ethnic minority communities.16–18

checklist was followed (File S1).36 This study was conducted during

A multitude of factors have been identified as contributors of health

the COVID‐19 pandemic, and social‐distancing restrictions were

inequalities amongst ethnic minority populations, including lower health

followed. A blended strategy was used for participant recruitment
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and data collection, given the capabilities for digital technologies to

review services will include those delivered by pharmacists, as well

support qualitative research. Recruitment was conducted using social

as other healthcare professional groups.

media (on the professional Twitter accounts of the researchers,
Newcastle University School of Pharmacy and Connected Voice),
advertising in one general practice surgery (posters in two waiting

2.3 |

Data analysis

rooms and a clinician [G. P.] acting as a gatekeeper to introduce the
project with eligible participants) and through dissemination to

All interviews were audio‐recorded to enable data analysis. The audio

community leaders by charities based in the North East of England

files were encrypted and transferred electronically (via an electronic,

(including Connected Voice). All interested participants who con-

password‐protected drop box) to an external company to be

tacted the research team were emailed an information sheet and

transcribed verbatim. Interpreters were used in some interviews to

consent form detailing the purpose and aim of the research. Those

facilitate three‐way communication between the researcher, the

who wished to participate gave their written consent and were

participant and the interpreter; in these instances, the transcripts

enroled. Study materials including the social media advert, poster,

included the questions asked in English by the researcher and the

participant information sheet and consent form were translated into

answers provided by the patient, which were translated into English

different languages to support inclusivity in the research process

by the interpreter. All interview data were anonymized during

(these reflected the languages spoken by the ethnic minority groups

transcription, and all transcripts were checked for accuracy by one

residing in the research area, including Bengali, Polish, Punjabi,

researcher (A. R.). For those interviews that required an interpreter,

Mandarin, Romanian and Urdu); all documents were reviewed and

audio accuracy checks were performed by members of the research

approved in the ethical approval process. No relationship was

team (H. K. G., L. S. and T. G.) to ensure that translations were

established between the researcher and participants before study

reflective of the spoken content. Participants did not provide

commencement or recruitment. Inclusion criteria were as follows:

comment on the transcripts or feedback on the results.

participants over 18 years of age who self‐identified as being from an

Following reflexive thematic analysis processes, the principle of

ethnic minority background and living in the North East of England;

constant comparison guided an iterative process of data collection

who took one (or more) regular prescription medication(s); and who

and analysis.39,40 Reflexive thematic analysis was performed by two

had the capacity to consent to taking part in the study. There was no

researchers (A. R. and A. H.). Close and detailed reading of the

requirement to communicate in the English language; interpreters

transcripts enabled data familiarization. Initial descriptive codes were

were involved if required. Purposive sampling was used to recruit

identified across the data sets; these were then sorted into coding

participants from different ethnic minority groups reflective of the

patterns, which enabled the development of analytic themes. The

communities living in the area; participants were of mixed age ranges

themes were reviewed, refined and named once coherent and

and had varying sociodemographic and immigration backgrounds

distinctive. Two authors (A. R. and A. H.) performed the data analysis

(including UK citizens, those with visas and those who were seeking

through discussion and, if agreement was not reached, by consensus

asylum).

with the wider research team (N. O., A. T. and V. H.). Interview field
notes enhanced this reflective process. NVivo (version 12) software
was used to facilitate data management. Given the research timeline

2.2

| Semi‐structured interviews

and the implications of the COVID‐19 pandemic (further discussed in
study limitations), data sufficiency was reached after 18 interviews

Semi‐structured interviews were conducted by one researcher

and thus, study recruitment stopped following interview number

(A. R., a female doctoral researcher with qualitative research

20.41 Nonidentifiable pseudonyms (Participant 1, Participant 2) are

experience) between June and August 2021. Interviews were

used throughout to ensure confidentiality.

conducted via video‐call (Zoom®), telephone call or in person; all
participants were offered the choice of their preferred format.
Interpreters were available as required, to support translation
needs. The interview topic guide (File S1) was developed based on

2.4 | Considerations when reporting participant
demographics

three pilot interviews and covered issues identified in previous
research,29,37 including participants' experiences of taking medi-

Collection of data on a person's ethnic group is complex, as ethnicity

cines; their understanding of medication reviews; their experi-

is a multifaceted phenomenon.42 There is a lack of consensus on

ences of engaging with these reviews (either in the UK or in their

what constitutes an ethnic group when, often, it is something that is

home country); their perspectives of accessing medication re-

self‐defined and subjective to the individual.43–45 Efforts were made

views; potential barriers or facilitators that affect access; and

to report a multitude of factors (including a person's first language,

38

religion and citizenship status) to demonstrate the layers that

The topic guide was also informed by the lived experiences of

accompany discussions about ethnicity. The UK Office of National

patient champions involved in this study (L. S., T. G. and H. K. G.).

Statistics ‘Ethnic group, national identity and religion’,44 the UK

For the purposes of this study, the exploration of medication

Census Reporting Classification46 and the National Institutes of

recommendations for ways to address or improve on challenges.
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Lack of familiarity with medication review

Diversity Programmes and Other Reporting Purposes’45 guides
informed the reporting of participant ethnicity for this study (see

Participants spoke of unfamiliarity with medication review processes,

Table 1). Data reported also include a column for self‐identified

with one participant stating ‘I got this feeling a lot of people doesn't

ethnicity and is recorded verbatim from participant interviews.

really know what service the GP practice and the pharmacy do offer
for medicines… He or she maybe doesn't know there is such a thing
as a medicine review’ (Participant 4). Another discussed never having

2.5

| Ethical approval

a medication review in their home country and, as a result, did not
understand why it was required when living in the UK.

Ethical approval was obtained from the NHS Health Research
Authority (HRA) and Care Research Wales (ref: 21/HRA/1426), and

When you come from India, you don't know that you

research governance was granted by the participating NHS

need the (medicine) review. I just get medicines in India…

organizations.

no questions if they working… then the lady pharmacist
here, she tells me I need one and I think, why?… But in
England, it is different with having the review, then you

3

| RESULTS

learn to know much more and learn how such‐and‐such
medicine works… you can check these things every year

3.1

| Participant demographics

time, which I like better and I understand much more of
the medicines now. (Participant 3)

In total, 20 participants were recruited, including 16 UK citizens,
2 asylum seekers and 2 people in receipt of residency visas.

Healthcare professionals involved in the delivery of medication

Participant characteristics are described in Table 1, and there were

reviews were recognized as integral in supporting patient understanding.

no refusals to partake, participant dropouts or repeat interviews. The

Participants discussed the need to educate professionals of ways to help

average age of the participants was 52 years (SD: 15.3), and five

overcome the possible patient‐knowledge barriers to improve access.

different ethnic groups were represented within the sample. Seven
interviews were conducted in person, seven over the telephone and
®

(Healthcare professionals) maybe not know that we don't

six were conducted using the video call‐based software, Zoom .

have this in our own country before… they maybe explain

Interview durations ranged between 37 and 65 min (average: 52 min

it better for us… then we can know to understand (the

[SD: 7.8]). Fourteen of the participants reported their first language

medicines review) is existing and why it is good for us

as one other than English and four participants required an

patients to have it. (Participant 3)

interpreter to aid discussions, covering Punjabi, Arabic and Mandarin
languages; in all instances, family members acted as interpreters.

Participants viewed better advertising of medication reviews as a

Three overarching themes were developed from the data to highlight

vital first step in supporting asylum seeker and refugee groups upon

factors that affected access to medication review services for ethnic

their arrival to a new country. Medicine‐focused materials could be

minority patients. The themes centred on (1) building knowledge and

provided at this critical timepoint ‘when someone is at their most

understanding about medication reviews; (2) the delivery of medication

vulnerable, they need to know where to go for these things… making

review services; and (3) appreciating the lived experience of patients

sure (the medications) are prescribed, making sure they are safe –

(Figure 1). Each theme and subtheme is discussed in turn, using

that's all important’ (Participant 19).

anonymized verbatim interview quotes to reflect patient perspectives.

3.2 | Theme 1: Building knowledge and
understanding about medication reviews

3.2.2 | Raising awareness through community‐
centred support
Participants identified facilitators that could build awareness of

In all interviews, participants discussed challenges relating to

medication review services within communities; by involving leaders

awareness of medication reviews within ethnic minority communi-

from their community or religious groups, access to medication review

ties; many reported being unaware of medication review services,

services could be improved. Two participants discussed how their

which, understandably, impacted on their access. Reasons for this

Rabbi (a qualified pharmacist) could ‘indicate to the Jewish community,

included a lack of knowledge and familiarity with the medication

(medication reviews) is something we could be having to look after

review process in the UK compared to that of their home country, as

ourselves in a specific medicines‐way… (whilst) adhering to the

well as not understanding the benefits of the process. The use of

principles of our religion’ (Participant 11). Similarities were discussed

peer‐support networks and community signposting were discussed

by Muslim and Sikh participants, believing that religious leaders could

as potential strategies to overcome this.

raise awareness of medication reviews. Signposting was also viewed as
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F
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F

F

F

F

M

F
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No.

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

55

34

39

65

38

34

33

47

50

65

68

60

26

67

70

75

31

52

72

55

Age
(years)

Mixed or multiple ethnic
groups

Mixed or multiple ethnic
groups

Mixed or multiple ethnic
groups

Other ethnic group

Other ethnic group

Other ethnic group

Other ethnic group

White

White

White

Black, African Caribbean
or Black British

Black, African Caribbean
or Black British

Black, African Caribbean
or Black British

Asian or Asian British

Asian or Asian British

Asian or Asian British

Asian or Asian British

Asian or Asian British

Asian or Asian British

Asian or Asian British

Ethnicity (as per
guidance for ethnicity
reporting)44

Participant demographics

N

In person
In person
In person
Video call
Video call
In person
In person
Video call

Telephone

Telephone

In person
Telephone
Telephone
Video call
Telephone
Telephone
In person
Telephone

Video call

Video call

‘Punjabi Indian’
‘British Indian’
‘Indian’
‘Malaysian Chinese’
‘British Asian Pakistani’
‘Chinese’
‘Chinese’
‘Black British’
‘Black British’
‘British Nigerian’
‘British’
‘White other’
‘White other’
‘Arab ethnicity’
‘Arab’
‘Arab’
‘Israeli’
‘Mixed—Arab and Turkish’
‘White Indo‐Caribbean’
‘Mixed British and Arab’

N

N

N

N

Y

N

N

N

N

N

N

N

N

Y

Y

N

N

Y

N

Interpreter
required (Y/N)

Ethnicity (self‐identified by
participant, reported
Interview
verbatim)
format

Abbreviations: F, female; M, male; min, minutes; N, no; s, seconds; UK, United Kingdom; Y, yes.

Sex
(M/F)

TABLE 1

49 min 30 s

37 min 41 s

55 min 30 s

62 min 21 s

61 min 7 s

50 min 53 s

52 min 21 s

53 min 45 s

43 min 20 s

62 min 21 s

45 min 11 s

62 min 16 s

42 min 25 s

51 min 11 s

49 min 35 s

60 min 3 s

43 min 47 s

45 min 10 s

48 min 52 s

65 min 23 s

Interview
duration

English

English

Arabic

Hebrew

Arabic

Arabic

Arabic

Hungarian

Hungarian

English

English

English

English

Mandarin

Mandarin

Urdu

Mandarin

Punjabi

Punjabi

Punjabi

41 years

24 years

8 years

45 years

3 years

3 years

3 years

13 years

14 years

65 years

21 years

21 years

26 years

12 years

20 years

35 years

9 years

21 years

54 years

29 years

UK citizen

UK citizen

UK citizen

Citizenship status at
time of the interview

UK citizen

UK citizen

UK citizen

UK citizen

UK citizen

UK citizen

Atheist

Atheist

Muslim

Jewish

Muslim

Muslim

Muslim

UK citizen

UK citizen

Asylum seeker

UK citizen

Asylum seeker

Residency visa

Residency visa

Christian UK citizen

Atheist

Jewish

Muslim

Muslim

Atheist

Christian UK citizen

Christian UK citizen

Atheist

Buddhist UK citizen

Sikh

Sikh

Sikh

Time living in
First language England
Religion
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through face‐to‐face services was perceived as a facilitator supporting
access to medication reviews.

3.3.1 |
barriers

Addressing language and communication

Language and communication were raised as major barriers affecting
people's access to obtaining medicine‐specific advice. Fourteen
participants reported that English was not their first language, and
four participants contributed by using interpreters. Interviewees
discussed the barriers and safety implications ‘if someone is not a
native English speaker and suddenly being expected to take all of this
medication and all this jargon of names… as well as being expected to
know what (the healthcare professional) mean when they give out
advice’ (Participant 10). If medication review services were delivered
F I G U R E 1 Factors affecting the accessibility of medicine review
services for ethnic minority patients

in a way that ‘took the language barrier into consideration’,
participants believed that people may be ‘more inclined to attend
and ask information… to start learning the ins and outs of what our
medications are for and why we are on them’ (Participant 4). These

a strategy to build community engagement, including the placement of

perceptions linked to creating positive medicine‐encounters, helping

flyers in ‘the mosques and temples’ to advertise ways to access

‘(ethnic minority patients) to get comfortable with the idea of taking

medication reviews and to list ‘all of the local pharmacies where they

(their medicines) and asking advice to keep them safe’ (Participant 4).

could actually go’ (Participant 8). Alternatively, ‘community gatherings,

Reducing feelings of vulnerability ‘if you don't speak the

not necessarily in a place of worship’ were recognized as valuable in

language’ was essential to continue creating positive medicine‐

engaging members of the community who may not follow a religion

encounters during medication consultations (Participant 8). Interpret-

(Participant 8). Another participant recognized that diverse geographi-

ers were discussed as facilitators of improved access by ‘translating

cal areas may hold diversity events that ‘could be useful because you'd

all of the discussion back to the patient's first language so they're

have people from different groups there… it's about all‐community

involved… so they feel involved and listened to’ (Participant 19). One

information for minorities’ (Participant 19).

participant, who was a refugee at the time of the interview, reflected

Digital peer support was also discussed, such as community

on the lack of availability of interpreters in pharmacy settings, which

WhatsApp® messaging groups where peers could message about

limited their ability to have medication discussions with a pharmacist

queries, including how to access pharmacies for prescriptions or

(Participant 16). Another reflected on their experience of translating

purchasing medicines and ‘where the nearest chemist (pharmacy)

for a ‘new arrival’ refugee family, who may not have attended for

was’ (Participant 5). Participants also described using WhatsApp® to

medication advice if they had not had an interpreter (Participant 15).

support with translation needs.
I know they would not have gone (to seek medication advice)
®

groups (where)…

if they did not have me for the translating… I know that the

people who need the help, they explaining the problem in

people in the Arabic community will leave to suffer in silence

Arabic and me and my friends translate to the right

rather than speaking up… it is why translating the language

words so they can explain to pharmacist. (Participant 15)

gap is so important. (Participant 15)

I am member of several WhatsApp

Non‐verbal communication strategies, including the translation

3.3 | Theme 2: Delivering medication review
services

of written text into other languages, were acknowledged as
facilitators to engagement with medication review services. One
participant remarked ‘“why can't they put things on the labels in Urdu

The way in which medication review services are delivered was

for me?” so it can be easier for reading it’ (Participant 15). Another

recognized as a priority when overcoming accessibility‐related barriers.

discussed how the translation of medication safety messages could

Participants placed emphasis on addressing language and communica-

promote and facilitate ‘starting to have the conversations with the

tion barriers between the healthcare professional and the patient.

vulnerable people who don't speak English well… (in order to)make

Many discussed the ongoing impact on communication resulting from

them aware of the safety of the medicines… that they take the safe

the COVID‐19 global pandemic. Building patient–provider relationships

medicines at the safe doses’ (Participant 14). Alongside this, verbal

ROBINSON
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translations were recognized as a way of meeting the needs of

The doctor focus only on the symptoms and the suitable

‘people who speak languages that are spoken only, where they

medicine for helping me, but no one focuses on the

cannot be written down’ (Participant 17).

medicine, if it is related to certain foods, then this can be

7

a big problem for Muslim culture and Muslim religion…
we might not take it, we might not want to discuss

3.3.2

| Face‐to‐face connections and reassurance

further with them… that is our beliefs. (Participant 16,
via an interpreter)

Forming a relationship between participants and healthcare professionals, through face‐to‐face appointments, was deemed to be an

Participants discussed the importance of cultural sensitivity

important facilitator to accessing services. One participant described

shown by the healthcare professional as religious beliefs and

a lack of connection when reviewing their medicines remotely,

practices may influence medicine use and engagement with medica-

reporting ‘it's not the same when you talk on the phone… (the

tion review services. One participant explained that information is

pharmacist) want to discuss with you what is the medicine, why you

‘not translated on the labels on the medicine or mentioning by the

are on the medicine, is it helpful? But sometimes I need to point to

doctor or pharmacist that medicines like this have the alcohol

the box, want to describe my answer like that, or want to point to the

content… I am not allowed to take any alcohol at all as a Muslim and

things, but I cannot if it is talking on the phone… like my legs when I

this is very, very important to me’ (Participant 16, via an interpreter).

have the swelling in my ankles’ (Participant 1).

Another described feelings of generalization when healthcare

Experiences of consultations during the COVID‐19 pandemic were
discussed. One participant described the benefits of in‐person consulta-

professionals failed to recognize their religious behaviours as a Sikh,
in comparison to those of Muslim faith.

tions to help with nonverbal communication and body language, as
‘sometimes people not say anything, their face tells you. It is harder to

Sometimes (healthcare professionals) don't understand –

read someone when you not in the place with them… I think it's the facial

I told them I'm a Sikh and I'm an Indian background, so

expressions, maybe the reactions, maybe the body language’ (Participant

he knew I could have the certain medicine that maybe

3, via an interpreter). Two participants discussed challenges that arose

the Muslims can't have with it being not Halal ingredi-

with mask‐wearing, describing ‘these masks, they are making a problem

ents, but he didn't understand it… to me that is a big, big

for people too, as wearing a mask is very difficult to communicate’

difference… this is why it is important for us to feel that

(Participant 3, via an interpreter) and ‘I need to watch people's mouths

they (healthcare professionals) respect and know our

move… it's easier to understand that way if English is not your first

cultures and our backgrounds. (Participant 1).

language like me’ (Participant 12).
One participant, who reported their ethnicity as Malaysian Chinese,
discussed their personal beliefs about use of traditional medicines, in

3.4 | Theme 3: Appreciating the lived experience
of patients

comparison with prescribed medications. They explained ‘it is the
ancestor's beliefs; this is very important in the culture of my family… the
peoples probably prefer to take something herbal or of the Chinese

Many participants felt it important for healthcare professionals to

traditional medicines because they are familiar with it’ (Participant 4).

appreciate the lived experience of ethnic minority people within their

Two other participants reported that they preferred to ‘first try the

patient population. Participants recognized how cultural or religious

traditional remedies… only take the medicine if think traditional won't

traditions may affect a person's relationship and behaviour with

work’ (Participant 7, via an interpreter). Cultural awareness of patient

medicines, including dietary practices. Participants also reflected on

preferences from these communities was viewed as significant.

the potential for cultural stigma to impact access and, in turn, viewed
cultural awareness and cultural competency training for healthcare

The way I feel about asking their opinion with the

professionals as a facilitator to overcome barriers to medication reviews.

medicines… if I know they have an idea of my culture
then it's a better thing for me… no judgement if I take the
herbals. (Participant 4)

3.4.1 | Traditional, religious or cultural influences
that affect medicine use
Participants discussed the importance of healthcare professionals

3.4.2 | Acknowledging cultural beliefs and
recognizing potential stigma

appreciating a patient's culture or religion; one participant, seeking
asylum at the time of interview, explained that if the clinical focus of

Challenges relating to cultural beliefs and stigma appeared to

the healthcare professional does not align with the religious or

influence a person's readiness to access the diagnosis and treatment

cultural focus of the person taking the medicine, it could become a

of certain medical conditions, most often mental health conditions.

barrier to a person's engagement.

One participant, a member of the Orthodox Jewish community,
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discussed barriers to access for patients with ‘any sort of mental

led to the development of three themes, each regarded as significant

health issues’ as ‘Jewish people are very, very closed about (mental

in enabling access to medication review services.

health conditions)… when they come to marry, some people will be

The barriers of communication and language are well known in

concerned’ (Participant 11). They described how this may impact a

the wider literature associated with inequalities in access to

person accessing medication reviews in fear of ‘embarrassment’

healthcare services amongst ethnic minority groups.47–49 While

amongst the community (Participant 11).

interpreters were viewed as facilitators for accessibility, there is
evidence to discourage the use of family members or friends in this

People will not discuss it (mental health conditions)…

role; however, availability limitations across care settings like

especially if the pharmacist was a member of

community pharmacy make this a challenge.50–54 Multilingual

the community himself… that way it might become

medication labels have also been a documented strategy of improving

common knowledge and affect the family's reputation.

access to medicines for ethnically diverse populations.55–57 This

(Participant 11)

study recognized the value of face‐to‐face communication for
building trust and relationships, and acknowledged that the COVID‐

While similar feelings are likely to also occur in wider communi-

19 pandemic further exacerbated communication issues.58–60 Mask‐

ties, one participant contextualized the significance of embarrass-

wearing was perceived as a communication barrier for nonnative

ment amongst their own cultural group, when taking medication for

English speakers.61

depression.

Participants from this study placed emphasis on the value of
peer‐support networks to overcome accessibility barriers to medica-

I went to the GP for my medications and discovered that

tion review services, similar to work in empowering ethnic minority

the doctor is Egyptian man. It was not easy … I didn't

groups through community outreach and signposting.62 Religious‐

want him to have access to the list of depression

and community‐based settings were discussed as places where

medications I take… it is not something I wish my

medicine services could be advertised, recognizing the value of

community (members) to know. (Participant 15)

partnership‐working when promoting health campaigns63 to address
inequalities in accessibility.64 Cooperation between the public,

Cultural competency training was perceived to facilitate access

healthcare professionals and community and religious leaders has

to medication review services. Participants called for services to

been associated with empowering disadvantaged groups to access

‘have more culturally sensitive’ (Participant 5) underpinnings and

healthcare services.62 This approach could cultivate culturally

acknowledged how ‘some kind of training needs to be given around

congruent healthcare environments and support the formation of

this’ to act as a potential enabler of culturally appreciative

culturally competent relationships between healthcare professionals

improvement (Participant 18). One participant discussed recommen-

and communities.62,65,66 Success with peer‐led support has been

dations including ‘listening, empathy… learn about the person, be

demonstrated pre‐ and postoperatively,67,68 when managing long‐

mindful of (their past)… accepting more that there could be

term conditions69 and in smoking cessation and weight management

something in their religion why they do something… like Ramadan

campaigns.70–72 However, peer support has previously been associ-

and fasting and not taking tablets sometime’ (Participant 18). As part

ated with the dissemination of medical misinformation.73,74 Findings

of cultural competency training, and in association with in‐person

from this review placed emphasis on digital peer support in the form

preferences for consultations, body language and active listening

of community WhatsApp® groups and supported their use and

training was recognized as imperative.

acceptability.75 Research should seek to gain further insight into
digital interventions that may facilitate access to medication reviews

(appreciating) the possible past‐experiences that some-

for ethnic minority patient groups.

one might have, because that isn't something they'll get

Participants identified the value in codesign alongside policy‐

over quickly. It's something that will be internalised and

makers and healthcare providers when shaping future service design

potentially affect them actually coming to (review their

to improve the delivery of culturally competent medication review

medications) if they know you'll be judgemental or not

services.76 Previous work identified the potential of pharmacy‐based

listen to them… show empathy… (take) time to listen.

codesign approaches when engaging with marginalized groups.77,78

(Participant 5)

Enhanced cultural competency of healthcare professionals supports
the confrontation of inequalities in marginalized populations.79–81
Understanding medication‐related needs of ethnic minority commu-
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nities, and the possible associated religious or cultural practices, may
support greater appreciation of factors that influence medicine

This study builds on the limited evidence base that considers the

use.79,82 Cultural competence training should be implemented in

accessibility of medication review services for ethnic minority

pharmacy curricula to widen knowledge of cultures within the

populations living within the UK. This study sheds light on the

populations they treat.83 While this study offers insight into

existing barriers, facilitators and lived experiences of patients and has

improving access to medication services, there remains a knowledge
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gap evaluating the extent to which addressing these factors results in

barriers that currently affect access. Delivering medication review

improved health outcomes for ethnic minority groups in the long

services with cultural competency is vital; steps should be taken to

term. Collaborative work could support the development and

address potential language barriers and build patient–provider

refinement of a targeted medicine review intervention to support

relationships through in‐person medication reviews. Collaborative

better access to medication reviews.29,30,77 To further investigate the

coproduction approaches could enable better design, implementation

barriers and facilitators that would enable improved access to

and delivery of medication services that are accessible and culturally

medication review services, future studies should seek to adopt

competent to best meet the needs of ethnic minority communities.

codesign approaches to develop inclusive services that meet the
needs of the communities. Consideration of this is also required for
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