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Purpose: Medication non-adherence is a global public health issue influenced by various factors, including the quality and 
comprehensiveness of medication information provided to patients. Migrants, particularly women, face unique healthcare and societal 
challenges in their new home countries. This study aims to explore Arabic-speaking migrant women’s experiences and perspectives on 
medication information and use.
Methods: This study was part of the Equal Health program, a health promotion initiative established in socially vulnerable areas to 
address health inequities. Arabic-speaking women aged 40–80 years with chronic illnesses participated in multistage focus group 
sessions exploring their experiences with medication information from healthcare, medication use, and perspectives on necessary 
improvements in medication information at hospital discharge. The sessions were conducted in Arabic, audio-recorded, transcribed 
verbatim, and translated into Swedish for analysis. Data were analyzed using Braun and Clark’s six-phase reflexive thematic analysis.
Results: Four multistage focus group sessions with 15 participants were conducted. The analysis generated three themes: receiving or 
not receiving professional medication information, medication adherence patterns, and needs and suggestions for improved medication 
information—a call for action. Participants reported inadequate medication information from physicians, particularly at the time of 
discharge from the hospital, and described instances of intentional and unintentional non-adherence. Suggestions for improvement 
included providing written medication information at discharge in their native language, using interpreters, and including a current 
medication list detailing overall medication information and potential drug interactions.
Conclusion: This study highlights inadequate medication information provision to Arabic-speaking migrant women, which may 
impact medication use and pose patient safety risks. Although the adherence patterns of the study subjects resembled those of the 
general population, unique barriers require additional healthcare support. This study can inform healthcare practices and establish 
a foundation for further research on medication information and use in this group, including comparisons with native-born individuals.
Keywords: medication adherence, migrant health, health equity, vulnerable population, health perception

Introduction
Medication adherence, defined as the process by which patients take their medications as prescribed, including initiation, 
implementation, and discontinuation, is a global public health concern.1 Non-adherence is associated with increased morbidity, 
mortality, and healthcare costs.2,3 Despite efforts to address this issue, fewer than 50% of patients with chronic illnesses in 
developed nations adhere to their prescribed medication regimens, with even lower adherence rates observed among migrants.4,5

Adherence among migrants is influenced by a complex interplay of factors, such as patient-related beliefs, language 
proficiency, socioeconomic status, and cultural beliefs.5 The unprecedented scale of global migration6 might further 
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complicate medication adherence. Developed countries, including those in Europe, are common destinations for 
migrants, a considerable proportion of whom are Arabic-speaking.6 In Sweden, for example, with a population of 
10.5 million and around two million migrants, a significant proportion are native Arabic speakers.7

Medication adherence is influenced by various dimensions, including socioeconomic factors, healthcare system-related 
issues, therapy-related factors, medical conditions, and patient-specific factors.8 Despite this complexity, research addressing 
adherence among migrants remains limited.5 Compared with native-born individuals, migrants tend to have lower adherence 
rates, including disparities in treatment duration and discontinuation rates. For instance, migrants have shown significantly 
lower adherence to antihypertensive medications, with similar lower adherence to antidepressants and psychotropic 
medications.9–11 A qualitative study conducted in Sweden with one-third of the participants being migrants identified quality 
of care, beliefs about medicines, and knowledge gaps as common barriers to medication adherence in asthma.12 Another 
Australian study on medication-taking behavior among migrant individuals with diabetes highlighted factors such as lack of 
understanding of medication importance, fear of side effects, and concerns about medication dependency, which impeded their 
medication adherence.13

From a healthcare perspective, migrants face numerous challenges that affect their healthcare experiences.14 

Language and cultural barriers are commonly cited as major obstacles, hindering effective communication and leading 
to misunderstandings that undermine the delivery of adequate care. Healthcare professionals report that migrants often 
struggle with limited understanding of the host country’s healthcare system, leading to underutilization of specific 
services. Additionally, differences in perception of the patient-provider relationship among migrants may contribute to 
uncertainty and mistrust.15

Arabic-speaking migrants in Western countries encounter unique challenges in accessing comprehensive medication 
information, resulting in lower adherence rates than the general population.16,17 Factors such as beliefs about medicines, 
mistrust of Western medicine, and inadequate access to medication information contribute to this disparity.16,18 For example, 
a study among older Arabic-Australians found that they relied heavily on Arabic-speaking general practitioners and 
pharmacists for medication information, with dissatisfaction stemming from limited access to comprehensive information.19 

Migrant women, in particular, are vulnerable to social exclusion and marginalization in their new home countries,20,21 which 
can negatively impact their health.22,23 Medication adherence behaviour is also profoundly influenced by the quality and 
comprehensiveness of medication information provided to patients, including the intended purpose, rationale for selection, 
administration guidelines, potential adverse effects, and overall treatment plan.8,24 Insufficient medication information can 
significantly affect patients’ perceptions and beliefs about their prescribed medications, leading to low adherence.25

Despite the critical role of medication information in shaping adherence behaviour, research focusing on Arabic- 
speaking migrants’ experiences with medication information and use remains limited, necessitating qualitative studies 
exploring their experiences and perspectives on medication information and use.

Aim
To explore Arabic-speaking migrant women’s experiences and perspectives on medication information and use.

Ethics Approval
Ethical approval was obtained from the Swedish Ethical Review Authority (2018–591). The study was conducted in 
accordance with the Declaration of Helsinki. All participants received verbal and written information about the study and 
provided written informed consent, which included permission for the publication of anonymized quotes. They were 
assured that participation was voluntary and that they could discontinue participation without explanation. The data were 
handled confidentially.

Methods
Context
This study was conducted in an area in southern Sweden inhabited by a migrant population with low socioeconomic 
status and identified by the Swedish Police Authority as particularly socially vulnerable.26 The study was part of the 
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Equal Health program, a health promotion program established in 2016 in socially vulnerable areas to address health 
inequities and promote health.27–29 The program was led by researchers from Malmö University in collaboration with 
local community and stakeholders.30,31 During workshops, participants from this community proposed suggestions on 
important health-related topics, which led to the creation of six health promotion labs (HPLs) focused on oral health and 
diet, physical activity, mental health, women’s health, social health, and neighbourhood safety.29,32,33 These labs were 
facilitated by lay health promoters (LHPs) employed by the program. Participants in the HPLs actively planned, 
implemented, and evaluated activities with researchers through participatory and multistage focus groups. This study 
was conducted in the Women’s HPLs, based on the participants’ previously expressed interest in discussing medications 
and enhancing their health literacy.

Study Design
This qualitative study employed a multistage focus group approach involving several focus group sessions over time.34 In our 
adaptation of this approach, participants engaged in reflective dialogues facilitated by a researcher using a guide comprising 
open-ended questions to foster discussions and elicit detailed responses. These questions focused primarily on participants’ 
experiences with medication information provided by healthcare professionals, their understanding of the information, and 
their suggestions for improvement, Table 1. Additionally, participants’ medication use and the relevance of the medication 
information to their medication-taking habits were explored. The multistage approach allowed participants to reflect 
individually and collectively on previous sessions and incorporate new experiences and perspectives into subsequent sessions. 
This study adhered to the Consolidated Criteria for Reporting Qualitative Research (COREQ) guidelines.35

Participants and Recruitment
Women from the Middle East who spoke Arabic as their native language, with continuous contact with healthcare due to 
chronic illnesses, medications, and personal healthcare experiences were invited to participate. Most experienced 
difficulties speaking Swedish. As participants in the Equal Health program, the majority were from Iraq, Syria, and 
Palestine, had resided in Sweden for over ten years, and were educated at the primary school level. Participants in this 
study were aged between 40 and 80 years.

The participants were familiar with each other from their involvement in other activities within the HPLs. 
Recruitment was facilitated by a LHP who acted as a gatekeeper between the research team and participants.32 

Initially, the research team provided the LHP with verbal and written information about the study in Arabic. The LHP 
then informed potential participants verbally during their attendance at other program activities. Interested participants 
were subsequently gathered and provided additional verbal and written information by the first author (AAM) in Arabic. 
They had the opportunity to ask questions before providing written informed consent. Participants were included after 

Table 1 Examples of Questions Used in the Multistage Focus Group Sessions

Medication information Can you describe how you experienced medication information?

- Understanding of the information
- Format of the information – verbal/written

- Medication information at discharge

- What would you like to see included in discharge medication information?
Medication use/ 

adherence

How do you manage taking medications?

What was your experience with taking medications after discharge?

Can you share experiences with medication adherence?
What support do you think is needed to help you use prescribed medications?

Probing questions Tell us more about…

What do you think led to that…
Can you give an example?
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giving written informed consent. The date and time for the focus group session were arranged in consultation with the 
participants, LHP, and research team.

Data Collection
Data collection took place between October 2021 and February 2022 at a social meeting place commonly used for 
activities within the health promotion program. To create a welcoming atmosphere conducive to open communication, 
we assured participants that there were no right or wrong answers and that their diverse perspectives were highly valued. 
AAM was the facilitator, clearly explaining the study’s aim and providing participants detailed instructions regarding 
conversation rules. The last author attended two sessions to support AAM in facilitating the discussions.

Four multistage focus group sessions were conducted, each lasting 70–90 minutes and comprising 7–11 participants.36 The 
first, second, and fourth sessions included 11, 8, and 7 participants, respectively, and involved the same women. The third 
session, with 7 participants, comprised both returning (3) and new participants (4). In total, 15 participants were included in the 
study. Figure 1 illustrates the distribution of participants across sessions as well as the content of each session.

In the initial session, participants shared their experiences with medication information from physicians in primary and 
secondary care settings, focusing on information provided at discharge. Discussions also explored participants’ understanding 
of the information and their satisfaction with its delivery. The conversation then shifted to participants’ experiences with 
medication information from their home countries and their current medication usage practices. At the conclusion of 
the second session, participants were assigned homework to reflect on desired improvements in medication information 
provision at discharge. This assignment was developed in agreement with the participants and based on discussions held 
during the sessions. Participants were instructed to prepare for a discussion of the homework in the following session.

In the third session, participants discussed their experiences and perspectives on medication information and use, as 
well as their reflections on the assigned homework. This session included new participants whose involvement was 
prompted by increased interest in the study among other women participating in the Equal Health program activities. 
This inclusion aimed to enrich discussions with additional data and perspectives. Both returning and new participants had 
the opportunity to present and discuss their needs and suggestions, revisiting prior discussions while incorporating new 
perspectives on medication information at discharge. The fourth session focused on the participants’ needs and sugges-
tions regarding medication information at discharge, as outlined in their homework reflections.

Because the participants were native Arabic speakers with limited proficiency in Swedish, all sessions were 
conducted in Arabic. A health promoter attended sessions to assist with logistics, provide refreshments, and welcome 
participants. All sessions were audio-recorded with participants’ consent. Transcripts were initially created in Arabic and 
then translated into Swedish for discussion within the research team. Quotations used to complement each theme in the 
results section underwent a three-step translation process: from Arabic to Swedish, Swedish to English, and Arabic to 
English. This approach aimed to ensure accuracy and identify potential discrepancies between translations.

Figure 1 Flowchart of the multistage focus group sessions. The data were fully analyzed thematically after all sessions concluded.
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Data Analysis
Data extracted from the audio recordings of the focus group sessions were analyzed using Braun and Clark’s six-phase 
reflexive thematic analysis.37 The data were fully analyzed after all sessions concluded, with ongoing research team 
discussions to review progress, overview the focus group discussions, and plan subsequent sessions. The results, in the 
form of themes, were generated after all sessions, during this analysis. The thematic analysis commenced with the 
familiarization phase, where the data were read repeatedly to develop a profound understanding of its content. In the 
coding phase, initial codes were systematically generated to capture fundamental features relevant to the study’s aim. 
These initial codes were then aggregated to formulate initial themes. The reviewing phase involved refining these initial 
themes to ensure they closely aligned with the study’s aim. In the defining and naming phase, the themes were further 
refined and given appropriate and informative names. Finally, the writing-up phase involved finalizing the results. 
Table 2 illustrates the analysis process, from excerpts of raw data to the development of final themes. The analysis 
followed an inductive approach, allowing the generation of codes and themes directly from the raw material without 
predetermined labels. Our preunderstanding was acknowledged and discussed within the research group. Relevant 
quotations from the data material were selected to exemplify the identified themes. The analysis process was iterative, 
requiring ongoing navigation between codes and themes to identify commonalities and their relevance to the study’s aim. 
AAM proposed the initial codes and themes and further developed them through multiple meetings with the research 
group. Constructive discussions led to a consensus on the codes, themes, and final draft.

Rigor
We applied four criteria—credibility, transferability, dependability, and confirmability—to ensure the rigor of the study.38 

The research team was actively involved in the analysis process to enhance credibility, and findings were presented to 
participants. Supporting quotations were also included throughout the result section. Transferability was addressed by 
describing the participants and the study’s context. For dependability, the research process was transparently documented 
and clearly traceable. To ensure confirmability, the findings were grounded in the data, and the research team remained 
aware of how our background, assumptions, and pre-understanding might influence analysis. These considerations were 
discussed openly and reflectively throughout the analysis process.

Results
The results are derived from a thematic analysis conducted at the conclusion of four multistage focus group sessions 
involving 15 participants. The analysis generated three themes (Table 2); receiving or not receiving professional 
medication information, medication adherence patterns, and needs and suggestions for improved medication informa-
tion: a call for action. Each theme is described and illustrated below with anonymized quotations from the focus group 
sessions, which reflect dialogues in different focus group sessions.

Table 2 The Thematic Analysis Process. Data Extracts are Excerpts From the Raw Data, Leading to the Development of Codes 
(Examples of Many), Initial Themes, and Final Themes, Which Represent the Results of the Analysis

Data Extract Codes Initial Themes Final Themes

The physician did not explain clearly how I should use 

the medications.

Receives unclear (ambiguous) 

information about the 

medicines from the physician

Unclear medication 

information from the 

physician

Receiving or not receiving 

professional medication 

information

Sometimes I think; what is the purpose/why should 
I have to do with them (medications)? So I stop taking 

them/let them be. I do it by myself.

The participant consciously 
stops taking medicines.

Stop taking 
medications

Medication adherence 
patterns

The report (discharge information) must be written in 

the native language that the patient understands.

Discharge information to be 

written in the patient’s native 

language

Suggesting medication 

information in the 

native language

Needs and suggestions for 

improved medication 

information—a call for action
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Receiving or Not Receiving Professional Medication Information
Participants shared varying experiences of receiving medication information from healthcare professionals and pharma-
cies in Sweden and their home countries. Some participants described instances where physicians in Sweden did not 
provide medication information. Even when information was offered, it was often perceived as insufficient. This was 
particularly problematic when participants were prescribed new medications, leaving gaps in knowledge about the 
purpose, possible interactions, and side effects, as reflected on in session one.

He (the physician) did not tell me the times to take the medication, be aware of the time you take your medication, this 
medication with this and that; he would tell explain that to me. 

The physician did not explain clearly how I should use the medications. 

It is the same issue for me. I have Levothyroxine for the thyroid; I swear to God I did not know anything. I just took it, and then 
it turned out that it does not work on my body; why? Because no one told me any information. 

In session two, some participants reflected on this issue further, stating that their physicians did provide medication 
information.

The physician explains to me how to use it (the medication) 

Yes, it is possible; as the other one said, the physician explains sometimes… 

In terms of experiences with pharmacies, in session one, some participants reported receiving adequate instructions on 
medication use during their visits. Others, however, identified a lack of information from pharmacies as a significant 
issue.

The physician did never explain (how to use the medication), but the pharmacist, sometimes I find her understanding, and I do 
what she says/recommends …Yes she (the pharmacist) explains, plus-minus the knowledge of our friends who take 
medications… 

It was the pharmacy that explained to me how to use it/take it (the medication) 

But the pharmacy also does not explain; they just give you the medication 

No, I swear to God, she explained, she told me that it is like this. No indeed she explained 

Experiences receiving medication information from pharmacies were also described in session three.

They (the pharmacies/the pharmacists) give us the medication, but they do not tell us how to use it… maybe some medications 
should be taken before or after a meal, but some medications are forbidden to take with food, but they do not say it, this is a big 
problem 

In session one, participants reflected on their need to seek medication information outside healthcare settings because 
of perceived gaps. They relied on alternative sources such as family members, acquaintances, the internet, and other 
users.

I have diabetes and did not know when to take the medication; the pharmacist said that it is not mentioned (in the prescription), 
so my friend told me that I have to use the medication with food, not after. 

…I realized that the medication does not give me effect so I asked people who take the same medication. They said I must take 
the medication at dawn because it awakens. (making one more alert) 

I learned from others, not from the physician. 

In session two, social media was mentioned as a source of medication information.

We relied on ourselves…I got into the research of specialist doctors (on YouTube) 
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…yes they (YouTube) have become the doctors 

In session three, similar aspects were reflected on.

Go to Google and check it out 

Well, you know how to use Google, but others might not 

Not everyone knows how to use Google, and not everyone can read 

Participants noted significant differences when comparing their experiences between Sweden and their home countries. 
In their home countries, they often received clear and accessible medication information from physicians during 
appointments and pharmacists when collecting prescriptions. Participants found it easier to communicate with physicians 
and pharmacists in their home countries, where they could ask questions about medication interactions and the next steps 
if the current treatment was ineffective.

Yes, of course, it is understandable (medication information), what I want from him, for example, and ask him (the physician) 
about it, I ask him, and he would answer… 

…so they (the pharmacy) will also inform you on many things. They will tell you, if you need injections, try the medication, if it 
does not work, come back and I can give you injections 

In Iraq, the first thing is that we do not have a barrier between us, so we have the same language. So when we ask directly 
question and answer, so a conversation takes place. The physician has taken money from me, which means he has to give me 
time 

Here (the new home country), there is the thing of testing; they give you the medication and tell you to try, and then they decide 
(after the test period). We (in the home country) will give you the medication, and you have to take it, so it is a good thing to try 
it first and then use it. (continue to use it) 

In session two, participants described several barriers to receiving adequate medication information in Sweden. These 
included physicians’ limited time during appointments, language barriers, and the use of complex medical terminology. 
Such challenges often resulted in important medication information being overlooked, making it difficult for participants 
to understand their treatments comprehensively.

First, they do not have time, and second, it is the language as well; when I speak with them, they speak quickly quickly, I do not 
understand them, and medical terms, I do not understand them, but when I use (something/web page) I can translate quickly 
with the language I want, it is easier for me (it will be easy for me) 

This issue was also echoed in session three.

There are physicians who help and those who do not; they do not have time. Some patients do not know the language, so if the 
physician, for instance, has half an hour, he would waste his time and speak if the patient does not have the language to 
understand. 

Medication Adherence Patterns
This theme explores participants’ experiences with at-home medication use. Some participants reported issues with 
forgetfulness, leading to discussions about its potential health risks. During these discussions, participants proposed 
solutions such as using a pill organizer to aid memory recall, as in session two.

My problem with the medication is that I forget. Sometimes, I take the medication twice. Yes, I swear. How can I solve this? 
I do not know. 

Pill organizer, which is already divided into days. 
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In addition, participants described instances of deliberate non-adherence to prescribed medication regimens. This 
behaviour was influenced by their perceptions of the medication’s value. Some participants discontinued their medication 
after experiencing health improvements, deeming it unnecessary. Conversely, others stopped taking their medication 
when they perceived no improvement in their health. Some informed their physicians about their decision to stop 
medication, while others did not. The use of alternative products as replacements was also mentioned. Notably, some 
participants emphasized the importance of consistent medication use, viewing interruptions initiated by patients as 
inappropriate. Despite experiencing side effects, some participants continued their medication regimen as discussed in 
session three.

No, it is fine/no, it is ok for me; if the medication does not work with me, I stop taking it and inform the physician. 

No, I do not stop (do not stop taking the medications) 

Participants in session four also reflected on this issue.

I have not told him (the physician) yet, but I continue to take the morning dose 

…and then I quit taking all the medications, including the medication for high blood pressure. 

It is wrong 

I bought manuka honey instead of the cholesterol medicine 

The role of family support in managing medication adherence at home was also highlighted. Family members often 
assisted with medication management, which was particularly beneficial for participants who frequently forgot to take 
their medications or faced difficulties adhering to their medication regimen.

Needs and Suggestions for Improved Medication Information: A Call for Action
This theme captures participants’ reflections on the improvements needed to enhance the provision of medication 
information. Participants expressed a need for clear, comprehensive, and easily understandable medication information 
from physicians at the time of discharge. They suggested several ways to meet this need, including providing written 
discharge information—referred to as a report below—in the participant’s native language. This was seen as especially 
beneficial for those facing language barriers. However, not all participants agreed, with some raising concerns about the 
potential financial burden on the healthcare system, as reflected on in session three.

The report must be written in the native language that the patient understands 

This is expensive for the state 

Why expensive? They just print it 

Yes, but they have to translate it 

The need for interpreters when interacting with healthcare professionals was emphasized in session three.

You tell them you need an interpreter, and they will provide you with one. 

There are terms that we do not know in Swedish, so we need an interpreter. 

In session four, participants reflected on the need for interpreters where written medication information in the native 
language was unavailable. They suggested that healthcare providers should have readily available interpreters, and that 
family members could assist with translation when interpreters are unavailable. However, they acknowledged that this 
solution had limitations.

‥if there is an emergency, he (the interpreter) will not make it; if there is an emergency, one can bring someone from the family 
(to follow with the patient) 
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But it is not the family’s responsibility to come, because you know everyone has their job, their home, one might not have 
a family 

But the interpreter might not be available at 7 a.m. or midnight, right 

Yes, but the law guarantees it 

I saw (noticed) this thing in a health center (primary care center); there are interpreters in Arabic and Somali. 

Yes, this is a good thing, and the interpreter already works eight hours, so having he (the interpreter) available at the hospital 
makes sense 

In the same session, participants further highlighted the importance of receiving medication information in both written 
and verbal formats. Written information was considered necessary for reviewing at home to help patients retain accurate 
information. This written discharge information, referred to as a written report below, should include a current medica-
tion list and brief description of each medication, its purpose, and any potential interactions.

If they give me a written report, it will be better so that I can see it and keep it in my memory because there is a possibility that 
I will forget some words and so on 

If there is a new medication, in my opinion, they can write a sentence that if you are using the other medication, if it contains 
this and that substance, then you should not take it at the same time (to avoid interactions), so the patient can be careful and can 
see his medications 

In the same session, participants emphasized the importance of physicians dedicating more time to discussing medica-
tions thoroughly during consultations.

So the physician can sit (with the patient) for, for example, 15 minutes and explain to the patient, especially that this is 
a developed country so that they can bring an interpreter, they can everything, and in the case that there is no interpreter, the 
interpreter can be present via telephone… 

Discussion
This study aimed to explore the experiences and perspectives of Arabic-speaking migrant women in Sweden on medication 
information and use. Our findings, organized into three themes, revealed that participants often received insufficient 
medication information, particularly at the time of discharge from the hospital. They also described instances of medication 
non-adherence, such as skipping doses or discontinuing treatment without consulting physicians. To address the issue of 
inadequate medication information, participants proposed several improvements, including providing written discharge 
information in their native language and a current medication list detailing each drug and its potential interactions.

Participants also reported experiencing inadequate information from physicians. This is consistent with an Australian 
study among chronically ill Arabic-speaking patients where patients perceived the quality of medication information as 
low, despite interactions with Arabic-speaking physicians.19 However, our participants referred to physicians in general, 
not exclusively Arabic-speaking ones. A study in Sweden focusing on individuals with asthma, one-third of whom were 
migrants, also reported inadequate medication information.12 This suggests that the issue of receiving inadequate 
medication information may be systemic and not limited to migrant populations. Our findings partly align with 
a recent Swedish study, where participants described a lack of knowledge about prescribed medications due to language 
difficulties and, therefore, not understanding medication information and feeling distrusted by healthcare staff.39 While 
participants in our study mentioned language difficulties and their impact on communicating and understanding 
medication information, they did not explicitly report a sense of distrust, suggesting variability in migrants’ experiences. 
These findings indicate that medication information may involve an interplay of factors.

According to the Swedish Patient Act, patients are entitled to individualized medication information, including details 
about their treatment and written discharge information. However, participants in our study reported not receiving this 
information adequately, which could influence the sources of information patients choose to rely on. When information 
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from healthcare professionals is insufficient, patients may turn to alternative sources, as our participants reported. They 
mentioned using sources such as the internet and social networks, consistent with trends observed in studies on migrants’ 
health-seeking behaviour.18,40 This reliance on non-traditional sources is common, even among non-migrant 
populations.41,42 A systematic review found that patients generally perceived online health information as positively 
influencing their decision-making regarding medication adherence.41 Additionally, patients who sought health informa-
tion online were more likely to seek healthcare and were better prepared for consultations. However, another study 
indicated that patients who used the Internet for health information before consultations with physicians tended to have 
increased concerns about their medications and lower adherence than those who did not.43 While using the Internet can 
supplement healthcare-provided information and enhance patient knowledge, relying on these sources as primary means 
of medication information can pose risks to patient safety because of potentially poor quality and credibility of the 
information. Furthermore, an incomplete understanding by the specific patient may negatively impact medication 
adherence, which, as noted earlier, is linked to a higher risk of adverse health outcomes.2,25

To address the challenges of inadequate medication information and its potential consequences, healthcare providers must 
recognize the specific needs of migrant populations, ensuring that the information provided is understood effectively. 
Systematic reviews indicate that culturally competent healthcare improves patient satisfaction, healthcare outcomes, access 
to care, and patient-related outcomes.44,45 Based on these previous reports and our present findings, we recommend improving 
cultural awareness among healthcare professionals, employing culturally diverse staff, and establishing well-defined routines 
to address these issues. Additionally, integrating cultural competence training into healthcare education at the university level 
is strongly recommended to better prepare future practitioners for working with diverse patient populations.

Migrants are, in turn, responsible for learning about the healthcare system in their new home countries. Previous 
research indicates that migrants often struggle with limited understanding of the healthcare system.14 Participating in 
initiatives such as the Equal Health program, which involves healthcare representatives, can help bridge the gap between 
migrants and healthcare providers. Such engagement can foster better understanding of the healthcare system and 
enhance the patient-provider relationship. Research shows that a strong patient-physician relationship is crucial for 
effective communication and patient satisfaction and significantly affects healthcare outcomes.46,47

Participants in our study had varying experiences with medication information at pharmacies, with only some 
receiving adequate information. A previous study found that language support, including speaking with a pharmacist 
who speaks the same native language, was a key factor in participants feeling satisfied with pharmacy services, including 
receiving medication information.39 However, participants in our study did not explicitly mention this factor or attribute 
the lack of adequate medication information to the absence of a pharmacist who spoke their native language. This 
suggests that language support may not be the only factor affecting the receipt of medication information. It also 
indicates that some pharmacies may fail to provide adequate medication information. To avoid misunderstandings that 
could negatively impact medication adherence, pharmacies must ensure that all patients leave with a clear understanding 
of their medications.

Participants reported various behaviors regarding medication use. Forgetfulness, a common cause of unintentional 
non-adherence observed in various populations,48 was mentioned. Intentional non-adherence, such as adjusting doses or 
discontinuing medication after perceiving health improvement or lack thereof, was also noted. Although research on 
adherence in this population is limited, intentional non-adherence has been documented among Arabic-speaking migrants 
and is known to occur in non-migrant populations.18,49 This behavior may stem from a complex interplay of factors, 
including limited health and medication literacy. Research indicates that improving health literacy enhances under-
standing and adherence.50 Additionally, beliefs about medicines influence adherence behaviors51 and may have con-
tributed to participants’ medication-taking practices. The use of non-traditional sources for medication information, as 
mentioned by participants, may further affect adherence. Conversely, some participants reported adhering to their 
prescribed medication and consulting their physician before making any changes, indicating an awareness of their 
medications’ importance. While these findings reflect participants’ experiences, adherence was not measured. Moreover, 
in addition to these patient-related factors, healthcare-related factors may also contribute to non-adherence, particularly 
given this population faces additional barriers and may require extra support from healthcare providers.
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Regarding their needs and suggestions, participants proposed ways to improve medication information provision, 
particularly at discharge. Receiving both verbal and written, comprehensive, and understandable medication information 
at discharge was considered essential. Additionally, some participants suggested receiving a medication list in their native 
language. This aligns with previous findings where participants emphasized the necessity of this service to facilitate 
medication adherence.39 However, the suggestions in that study emerged from individual interviews rather than 
a reflective dialogue session specifically focused on suggestions. Despite contextual differences, both studies highlight 
the need for tailored medication information for patients with language difficulties.

Participants also emphasized that the discharge medication list include general information, the purpose of the 
medication, and potential interactions. This reflects a willingness to learn more about their medications to support 
adherence and demonstrates a positive attitude toward the healthcare system, given participants expressed a desire for 
information directly from healthcare professionals. Providing both verbal and written medication information can 
enhance understanding, increase patient involvement in their treatment, and help bridge the gap between healthcare 
providers and patients. This is especially important because knowledge and understanding of medications are associated 
with better adherence.25,52

Participants also discussed using interpreters, consistent with a previous study in which participants identified 
interpreters as the most important factor for facilitation.39 However, our participants did not emphasize the role of 
interpreters in the same way. This discrepancy may be attributed to differences in participants’ language proficiency 
levels and the fact that other factors were also important to the participants in our study. The use of interpreters is 
common in healthcare settings and is regulated by the Swedish Patient Act. Given that care transitions are known to put 
patients at high risk of medication errors,53 utilizing interpreters at discharge could help mitigate the risk of misunder-
standings, particularly for those with language difficulties and prescribed multiple medications.

Our study provided a platform for participants to discuss issues important to them, facilitating participant interaction 
and reflection and allowing them to identify barriers and propose solutions. Including a homework assignment encour-
aged individual reflection and group discussion, providing diverse insights into participants’ needs and suggestions. 
Further, introducing new participants brought additional perspectives, while extended sessions over several months 
helped build trust between participants and the research team. Trust—crucial for co-creating knowledge and addressing 
community issues, as noted previously28,54,55—was essential for conducting this research. The already established Equal 
Health program was also vital in enabling the current study. The familiarity with co-author MAR and the shared language 
and culture with the first author, AAM, were critical for establishing trust, enhancing data interpretation, and creating an 
inclusive environment for sharing experiences, as suggested previously.56–58

One limitation of our study is the potential for inaccuracies or loss of nuance because of translation. However, care 
was taken to ensure high-quality and accurate translations. Another limitation is the study’s focus solely on women, 
which may affect the transferability of the findings. Nevertheless, this focus aligned with the Equal Health program’s 
objectives and addressed women’s specific interests in discussing medication-related topics, providing valuable insights 
for healthcare providers. Additionally, it was possible that the dialogues in the sessions may have been influenced by 
more dominant participants. However, the facilitator worked to create an inclusive environment and ensured that all 
participants had the opportunity to express their perspectives.

This study is unique in addressing the gap in knowledge regarding Arabic-speaking migrant women’s experiences and 
perspectives in the context of medication information and use, providing valuable insights for healthcare providers. It 
highlights challenges related to receiving medication information and using medications within this population, under-
scoring the need for further research. Additionally, it offers insights that can inform future research on medication 
adherence. A feasibility study preparing for such research has been published elsewhere.59

Conclusions
This study highlights the inadequate provision of medication information to Arabic-speaking migrant women, which may 
impact medication adherence and pose patient safety risks. While the adherence patterns of the study participants 
resembled those of the general population, unique barriers necessitate additional healthcare support. This study can 
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inform healthcare practices and provide a foundation for further research on medication information and adherence in 
this group, including comparisons with native-born individuals.

Acknowledgments
The authors would like to thank all the participants for their involvement in the study.

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design, 
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically 
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article 
has been submitted; and agree to be accountable for all aspects of the work.

Funding
Open access funding provided by Malmö University. Further, this study was funded by the Swedish Knowledge 
Foundation (Grant number 20190063) and the Faculty of Health and Society at Malmö University.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Vrijens B, De Geest S, Hughes DA. et al. A new taxonomy for describing and defining adherence to medications. Br J Clin Pharmacol. 2012;73 

(5):691–705. doi:10.1111/j.1365-2125.2012.04167.x
2. Walsh CA, Cahir C, Tecklenborg S, Byrne C, Culbertson MA, Bennett KE. The association between medication non-adherence and adverse health 

outcomes in ageing populations: a systematic review and meta-analysis. Br J Clin Pharmacol. 2019;85(11):2464–2478. doi:10.1111/bcp.14075
3. Cutler RL, Fernandez-Llimos F, Frommer M, Benrimoj C, Garcia-Cardenas V. Economic impact of medication non-adherence by disease groups: 

a systematic review. BMJ Open. 2018;8(1):e016982. doi:10.1136/bmjopen-2017-016982
4. Foley L, Larkin J, Lombard-Vance R, et al. Prevalence and predictors of medication non-adherence among people living with multimorbidity: 

a systematic review and meta-analysis. BMJ Open. 2021;11(9):e044987. doi:10.1136/bmjopen-2020-044987
5. Patel D, Jalal Z, Guo P. Medicine Adherence and Associated Factors in Immigrants and Refugees: a Systematic Review. Int J Clin Pract. 

2022;2022:1993066. doi:10.1155/2022/1993066
6. International Organization for Migration. World Migration Report 2022. Available from: https://publications.iom.int/books/world-migration-report 

-2022. Accessed January 31, 2025.
7. SCB. Statistics Sweden. Available from: https://www.scb.se/en/. Accessed January 31, 2025.
8. World Health Organization. Adherence to Long-Term Therapies: Evidence for Action. Geneva: World Health Organization; 2003. Available from: 

https://iris.who.int/handle/10665/42682. Accessed January 31, 2025.
9. Cho H, Jeong S, Kang C, Kang HJ, Jang S, Jang S. Risk Factors and the Usual Source of Care on Non-Adherence to Antihypertensive Drugs in 

Immigrants with Hypertension. Patient Prefer Adherence. 2020;14:2123–2133. doi:10.2147/ppa.S269008
10. Cruz I, Serna C, Rué M, Real J, Soler-Gonzalez J, Galván L. Duration and compliance with antidepressant treatment in immigrant and native-born 

populations in Spain: a four year follow-up descriptive study. BMC Public Health. 2012;12(1):256. doi:10.1186/1471-2458-12-256
11. Sacha M, Sandahl H, Harck L, Carlsson J. Treatment adherence to psychotropic drugs among non-Western migrants: a systematic review. Nord 

J Psychiatry. 2022;76(4):250–262. doi:10.1080/08039488.2021.1954689
12. Hedenrud T, Jakobsson A, El Malla H, Håkonsen H. “I did not know it was so important to take it the whole time” - self-reported barriers to 

medical treatment among individuals with asthma. BMC Pulm Med. 2019;19(1):175. doi:10.1186/s12890-019-0934-3
13. Ahmad A, Khan MU, Aslani P. A Qualitative Study on Medication Taking Behaviour Among People With Diabetes in Australia. Front Pharmacol. 

2021;12:693748. doi:10.3389/fphar.2021.693748
14. Suphanchaimat R, Kantamaturapoj K, Putthasri W, Prakongsai P. Challenges in the provision of healthcare services for migrants: a systematic 

review through providers’ lens. BMC Health Serv Res. 2015;15(1):390. doi:10.1186/s12913-015-1065-z
15. Priebe S, Sandhu S, Dias S, et al. Good practice in health care for migrants: views and experiences of care professionals in 16 European countries. 

BMC Public Health. 2011;11(1):187. doi:10.1186/1471-2458-11-187
16. Alzubaidi H, Mc Mamara K, Chapman C, Stevenson V, Marriott J. Medicine-taking experiences and associated factors: comparison between 

Arabic-speaking and Caucasian English-speaking patients with Type 2 diabetes. Diabet Med. 2015;32(12):1625–1633. doi:10.1111/dme.12751
17. Tailakh AK, Evangelista LS, Morisky DE, Mentes JC, Pike NA, Phillips LR. Acculturation, Medication Adherence, Lifestyle Behaviors, and Blood 

Pressure Control Among Arab Americans. J Transcult Nurs. 2016;27(1):57–64. doi:10.1177/1043659614526456
18. Sawalha R, Hosseinzadeh H, Bajorek B. Medicines use issues perceived by Arabic-speaking patients living in English-speaking countries: 

a systematic review. Int J Pharm Pract. 2023;31(4):369–379. doi:10.1093/ijpp/riad036
19. El Samman F, Chaar BB, McLachlan AJ, Aslani P. Medicines and disease information needs of older Arabic-speaking Australians. Australas 

J Ageing. 2013;32(1):28–33. doi:10.1111/j.1741-6612.2012.00587.x

https://doi.org/10.2147/PPA.S498953                                                                                                                                                                                                                                                                                                                                                                                                                                                      Patient Preference and Adherence 2025:19 316

Al Musawi et al                                                                                                                                                                     

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1111/j.1365-2125.2012.04167.x
https://doi.org/10.1111/bcp.14075
https://doi.org/10.1136/bmjopen-2017-016982
https://doi.org/10.1136/bmjopen-2020-044987
https://doi.org/10.1155/2022/1993066
https://publications.iom.int/books/world-migration-report-2022
https://publications.iom.int/books/world-migration-report-2022
https://www.scb.se/en/
https://iris.who.int/handle/10665/42682
https://doi.org/10.2147/ppa.S269008
https://doi.org/10.1186/1471-2458-12-256
https://doi.org/10.1080/08039488.2021.1954689
https://doi.org/10.1186/s12890-019-0934-3
https://doi.org/10.3389/fphar.2021.693748
https://doi.org/10.1186/s12913-015-1065-z
https://doi.org/10.1186/1471-2458-11-187
https://doi.org/10.1111/dme.12751
https://doi.org/10.1177/1043659614526456
https://doi.org/10.1093/ijpp/riad036
https://doi.org/10.1111/j.1741-6612.2012.00587.x


20. Bonmatí-Tomas A, Malagón-Aguilera MC, Gelabert-Vilella S, et al. Salutogenic health promotion program for migrant women at risk of social 
exclusion. Int J Equity Health. 2019;18(1):139. doi:10.1186/s12939-019-1032-0

21. Lattof SR, Coast E, Leone T. Priorities and Challenges Accessing Health Care Among Female Migrants. Health Serv Insights. 
2018;11:1178632918804825. doi:10.1177/1178632918804825

22. Baah FO, Teitelman AM, Riegel B. Marginalization, Conceptualizing patient vulnerabilities in the framework of social determinants of health-An 
integrative review. Nurs Inq. 2019;26(1):e12268. doi:10.1111/nin.12268

23. Choy B, Arunachalam K, G S, Taylor M, Lee A. Systematic review: acculturation strategies and their impact on the mental health of migrant 
populations. Public Health Pract. 2021;2:100069. doi:10.1016/j.puhip.2020.100069

24. Brown MT, Bussell JK. Medication adherence: WHO cares? Mayo Clin Proc Apr. 2011;86(4):304–314. doi:10.4065/mcp.2010.0575
25. Kvarnström K, Westerholm A, Airaksinen M, Liira H. Factors Contributing to Medication Adherence in Patients with a Chronic Condition: 

a Scoping Review of Qualitative Research. Pharmaceutics. 2021;13(7):1100. doi:10.3390/pharmaceutics13071100
26. National Operations Department, the intelligence unit. Vulnerable areas-social order, criminal structure, and challenges for the police. 2017. Available 

from: https://polisen.se/siteassets/dokument/ovriga_rapporter/utsatta-omraden-social-ordning-kriminell-struktur-och-utmaningar-for-polisen-2017.pdf. 
Accessed January 31, 2025.

27. Ramji R, Carlson E, Kottorp A, Rämgård M. Impact of a CBPR-informed physical activity intervention before and during COVID-19 among 
women from a disadvantaged neighborhood in Sweden. Front Public Health. 2022;10:997329. doi:10.3389/fpubh.2022.997329

28. Rämgård M, Ramji R, Kottorp A, Forss KS. ‘No one size fits all’ - community trust-building as a strategy to reduce COVID-19-related health 
disparities. BMC Public Health. 2023;23(1):18. doi:10.1186/s12889-022-14936-6

29. Sjögren Forss K, Kottorp A, Rämgård M. Collaborating in a penta-helix structure within a community based participatory research programme: 
‘Wrestling with hierarchies and getting caught in isolated downpipes’. Arch Public Health. 2021;79(1):27. doi:10.1186/s13690-021-00544-0

30. Mejia A, Bhattacharya M, Miraglia J. Community Gardening as a Way to Build Cross-Cultural Community Resilience in Intersectionally Diverse 
Gardeners: community-Based Participatory Research and Campus-Community-Partnered Proposal. JMIR Res Protoc. 2020;9(10):e21218. 
doi:10.2196/21218

31. Nguyen AL, Christensen C, Taylor J, Brown B. Leaning on Community-Based Participatory Research to Respond During COVID-19. AIDS Behav. 
2020;24(10):2773–2775. doi:10.1007/s10461-020-02922-1

32. Rämgård M, Avery H. Lay Health Promoters Empower Neighbourhoods-Results From a Community-Based Research Programme in Southern 
Sweden. Front Public Health. 2022;10:703423. doi:10.3389/fpubh.2022.703423

33. Lindsjö C, Sjögren Forss K, Kumlien C, Rämgård M. Health promotion focusing on migrant women through a community based participatory 
research approach. BMC Women's Health. 2021;21(1):365. doi:10.1186/s12905-021-01506-y

34. Hummelvoll JK. The multistage focus group interview: a relevant and fruitful method in action research based on a co-operative inquiry 
perspective. Norsk Tidsskrift for Sykepleieforskning. 2008;1:3–15.

35. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus 
groups. Int J Qual Health Care. 2007;19(6):349–357. doi:10.1093/intqhc/mzm042

36. Krueger RA. Focus Groups: A Practical Guide for Applied Research. Sage publications; 2014.
37. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77–101. doi:10.1191/1478088706qp063oa
38. Lincoln YS, Guba EG. Naturalistic Inquiry. Sage; 1985.
39. Hultin L, Pöder U, Hedström M, Ekman A, Hjelm K. A qualitative study on diverse experiences of medication safety among foreign-born persons 

living in Sweden. BMC Public Health. 2024;24(1):1257. doi:10.1186/s12889-024-18711-7
40. Mason A, Salami B, Salma J, et al. Health Information Seeking Among Immigrant Families in Western Canada. J Pediatr Nurs. 2021;58:9–14. 

doi:10.1016/j.pedn.2020.11.009
41. Thapa DK, Visentin DC, Kornhaber R, West S, Cleary M. The influence of online health information on health decisions: a systematic review. 

Patient Educ Couns Apr. 2021;104(4):770–784. doi:10.1016/j.pec.2020.11.016
42. Clarke MA, Moore JL, Steege LM, et al. Health information needs, sources, and barriers of primary care patients to achieve patient-centered care: 

a literature review. Health Informatics J. 2016;22(4):992–1016. doi:10.1177/1460458215602939
43. Linn AJ, van Weert JCM, Gebeyehu BG, et al. Patients’ Online Information-Seeking Behavior Throughout Treatment: the Impact on Medication 

Beliefs and Medication Adherence. Health Commun. 2019;34(12):1461–1468. doi:10.1080/10410236.2018.1500430
44. Truong M, Paradies Y, Priest N. Interventions to improve cultural competency in healthcare: a systematic review of reviews. BMC Health Serv Res. 

2014;14(1):99. doi:10.1186/1472-6963-14-99
45. Govere L, Govere EM. How Effective is Cultural Competence Training of Healthcare Providers on Improving Patient Satisfaction of Minority 

Groups? A Systematic Review of Literature. Worldviews Evid Based Nurs. 2016;13(6):402–410. doi:10.1111/wvn.12176
46. Chipidza FE, Wallwork RS, Stern TA. Impact of the Doctor-Patient Relationship. Prim Care Companion CNS Disord. 2015;17(5). doi:10.4088/ 

PCC.15f01840
47. Kelley JM, Kraft-Todd G, Schapira L, Kossowsky J, Riess H. The influence of the patient-clinician relationship on healthcare outcomes: 

a systematic review and meta-analysis of randomized controlled trials. PLoS One. 2014;9(4):e94207. doi:10.1371/journal.pone.0094207
48. Gadkari AS, McHorney CA. Unintentional non-adherence to chronic prescription medications: how unintentional is it really? BMC Health Serv 

Res. 2012;12(1):98. doi:10.1186/1472-6963-12-98
49. van der Laan DM, Elders PJM, Boons C, Nijpels G, Hugtenburg JG. Factors Associated With Nonadherence to Cardiovascular Medications: a 

Cross-sectional Study. J Cardiovasc Nurs. 2019;34(4):344–352. doi:10.1097/jcn.0000000000000582
50. Zhang NJ, Terry A, McHorney CA. Impact of health literacy on medication adherence: a systematic review and meta-analysis. Ann Pharmacother. 

2014;48(6):741–751. doi:10.1177/1060028014526562
51. Horne R, Chapman SC, Parham R, Freemantle N, Forbes A, Cooper V. Understanding patients’ adherence-related beliefs about medicines 

prescribed for long-term conditions: a meta-analytic review of the Necessity-Concerns Framework. PLoS One. 2013;8(12):e80633. doi:10.1371/ 
journal.pone.0080633

52. Osterberg L, Blaschke T. Adherence to medication. N Engl J Med. 2005;353(5):487–497. doi:10.1056/NEJMra050100
53. Parekh N, Ali K, Page A, Roper T, Rajkumar C. Incidence of Medication-Related Harm in Older Adults After Hospital Discharge: a Systematic 

Review. J Am Geriatr Soc. 2018;66(9):1812–1822. doi:10.1111/jgs.15419

Patient Preference and Adherence 2025:19                                                                                       https://doi.org/10.2147/PPA.S498953                                                                                                                                                                                                                                                                                                                                                                                                    317

Al Musawi et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1186/s12939-019-1032-0
https://doi.org/10.1177/1178632918804825
https://doi.org/10.1111/nin.12268
https://doi.org/10.1016/j.puhip.2020.100069
https://doi.org/10.4065/mcp.2010.0575
https://doi.org/10.3390/pharmaceutics13071100
https://polisen.se/siteassets/dokument/ovriga_rapporter/utsatta-omraden-social-ordning-kriminell-struktur-och-utmaningar-for-polisen-2017.pdf
https://doi.org/10.3389/fpubh.2022.997329
https://doi.org/10.1186/s12889-022-14936-6
https://doi.org/10.1186/s13690-021-00544-0
https://doi.org/10.2196/21218
https://doi.org/10.1007/s10461-020-02922-1
https://doi.org/10.3389/fpubh.2022.703423
https://doi.org/10.1186/s12905-021-01506-y
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1186/s12889-024-18711-7
https://doi.org/10.1016/j.pedn.2020.11.009
https://doi.org/10.1016/j.pec.2020.11.016
https://doi.org/10.1177/1460458215602939
https://doi.org/10.1080/10410236.2018.1500430
https://doi.org/10.1186/1472-6963-14-99
https://doi.org/10.1111/wvn.12176
https://doi.org/10.4088/PCC.15f01840
https://doi.org/10.4088/PCC.15f01840
https://doi.org/10.1371/journal.pone.0094207
https://doi.org/10.1186/1472-6963-12-98
https://doi.org/10.1097/jcn.0000000000000582
https://doi.org/10.1177/1060028014526562
https://doi.org/10.1371/journal.pone.0080633
https://doi.org/10.1371/journal.pone.0080633
https://doi.org/10.1056/NEJMra050100
https://doi.org/10.1111/jgs.15419


54. Jagosh J, Macaulay AC, Pluye P, et al. Uncovering the benefits of participatory research: implications of a realist review for health research and 
practice. Milbank Q. 2012;90(2):311–346. doi:10.1111/j.1468-0009.2012.00665.x

55. Jordana S, Deena G. Engaging Immigrant and Racialized Communities in Community-Based Participatory Research During the COVID-19 
Pandemic: challenges and Opportunities. article. Int J Qual Methods. 2021;20:16094069211036293. doi:10.1177/16094069211036293

56. Glover M, Wong SF, Fa’alili-Fidow J, et al. Ranked Importance of Childhood Obesity Determinants: parents’ Views across Ethnicities in New 
Zealand. Nutrients. 2019;11(9):2145. doi:10.3390/nu11092145

57. Halcomb EJ, Gholizadeh L, DiGiacomo M, Phillips J, Davidson PM. Literature review: considerations in undertaking focus group research with 
culturally and linguistically diverse groups. J Clin Nurs. 2007;16(6):1000–1011. doi:10.1111/j.1365-2702.2006.01760.x

58. Rodriguez KL, Schwartz JL, Lahman MK, Geist MR. Culturally responsive focus groups: reframing the research experience to focus on 
participants. Int J Qual Methods. 2011;10(4):400–417. doi:10.1177/160940691101000407

59. Al Musawi A, Hellström L, Axelsson M, et al. Intervention for a correct medication list and medication use in older adults: a non-randomised 
feasibility study among inpatients and residents during care transitions. Int J Clin Pharm. 2024;46(3):639–647. doi:10.1007/s11096-024-01702-4

Patient Preference and Adherence                                                                                              

Publish your work in this journal 
Patient Preference and Adherence is an international, peer-reviewed, open access journal that focusing on the growing importance of patient 
preference and adherence throughout the therapeutic continuum. Patient satisfaction, acceptability, quality of life, compliance, persistence and 
their role in developing new therapeutic modalities and compounds to optimize clinical outcomes for existing disease states are major areas of 
interest for the journal. This journal has been accepted for indexing on PubMed Central. The manuscript management system is completely 
online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read 
real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/patient-preference-and-adherence-journal

Patient Preference and Adherence 2025:19 318

Al Musawi et al                                                                                                                                                                     

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1111/j.1468-0009.2012.00665.x
https://doi.org/10.1177/16094069211036293
https://doi.org/10.3390/nu11092145
https://doi.org/10.1111/j.1365-2702.2006.01760.x
https://doi.org/10.1177/160940691101000407
https://doi.org/10.1007/s11096-024-01702-4
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress

	Introduction
	Aim
	Ethics Approval

	Methods
	Context
	Study Design
	Participants and Recruitment
	Data Collection
	Data Analysis
	Rigor

	Results
	Receiving or Not Receiving Professional Medication Information
	Medication Adherence Patterns
	Needs and Suggestions for Improved Medication Information: ACall for Action

	Discussion
	Conclusions
	Acknowledgments
	Author Contributions
	Funding
	Disclosure

