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Abstract 

Objective  As populations age globally, there is increasing prevalence of multiple long-term conditions, 
such as dementia, leading to many challenges. The burden on health and care services, economic pressures, 
and the necessity for innovative policies to better support older people and people with dementia becomes para-
mount. This review explores how clinical pharmacists working in UK primary care support older people and people 
with dementia.

Design  Scoping review.

Method  This review was conducted following the framework for scoping reviews in accordance with the Joanna 
Briggs Institute (JBI) methodology. The search of Scopus, EMBASE, CINAHL, Web of Science, PsycINFO, and Cochrane 
was initially conducted in September 2022, and updated in August 2024. Searches included literature exploring 
the landscape of clinical pharmacy services for older people in the UK, focusing on roles and services delivered, per-
ceptions, and experiences.

Results  A total of 30 articles were included. These detail the multifaceted responsibilities of clinical pharmacists 
in primary care for older people. Stakeholder perspectives, including healthcare professionals and patients, empha-
sised the positive outcomes of clinical pharmacist involvement, from reducing other practitioners’ workloads 
to improving patient safety. However, communication gaps, concerns about competence from other healthcare 
professionals, and the need for clear role definitions emerged as challenges. Research focused on the experiences 
of underserved groups, such as people with dementia or from minority ethnic backgrounds, is lacking.

Conclusions and implications  The review enhances our understanding of the primary care clinical pharmacist ser-
vice in the UK and identifies gaps in evidence, emphasising the need for empirical studies on the experiences of older 
people with cognitive impairment and those from minority ethnic backgrounds. It provides insights into what makes 
an effective clinical pharmacist service, such as training and communication, which may help to inform international 
policy and practice and improve service provision globally.
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Introduction
Globally the population is ageing, and more people 
are living with multiple long-term conditions (LTCs) 
[1]. This demographic shift and rise in LTCs, such as 
dementia, brings many challenges for a country’s soci-
etal, economic, and health and care systems. There 
remains increased demand for health and care services, 
economic pressures, and the need for innovative poli-
cies to better support the well-being of older people [2]. 
In the UK, LTCs account for 70% of the National Health 
Service (NHS) healthcare budget [3] and the number of 
patients being diagnosed with multiple LTCs, is increas-
ing, as highlighted in the UK Chief Medical Officer’s 2023 
Annual Report [4]. The population of people over 65 in 
the UK is projected to make up nearly 25% of the popula-
tion by 2043, up from 19% in 2019 [5]. This is also caus-
ing an upward trajectory in the prevalence of dementia, 
as it typically affects older people. The economic impact 
of dementia is vast, is projected to be the costliest health 
condition by 2030 and is expected to cost £47 billion by 
2050 [6, 7].

Primary care services form the bedrock of the UK’s 
NHS however they are facing growing challenges to sup-
port the needs of patients by providing care and treat-
ment and remain an effective gatekeeper system. Primary 
care teams in the UK generally consist of various health-
care professionals including specialist nurses, physi-
otherapists, social prescribers, and pharmacists, who 
work collaboratively to ensure that patients receive per-
son-centred, holistic, and coordinated healthcare. Team 
compositions vary dependent on the needs of the patient 
population and the specific services offered.

Pharmacists have an integral role in many primary care 
teams, and in recent years their work has increasingly 
become more clinically oriented, such as duties in pre-
scribing and deprescribing medication [8]. Deprescribing 
includes the planned and supervised dose reduction, or 
complete stop, of medication that may cause harm or no 
longer be of benefit [9]. The introduction in England of 
clinical pharmacists working in general practices began 
as a pilot study in 2015, initiated by NHS England [10]. 
Independent evaluations concluded the addition of clini-
cal pharmacists made a substantial contribution to the 
primary care skill mix, as well as enhanced patient safety 
and increased healthier lifestyles [11]. It was argued that 
they should form an “integral part of general practice” 
[12]. In 2019 NHS England agreed a five-year general 
practitioner (GP) framework providing funding to sup-
port the recruitment of clinical pharmacists in primary 
care networks [13], as well as further investment with an 
additional 1,500 clinical pharmacists in 2020/21 [14] and 
7,500 clinical pharmacists in 2024 [13, 15].

Numerous studies have highlighted the association 
between polypharmacy, defined as the regular use of 
five or more medications at one time [16], and inap-
propriate medication use among older people [17–19]. 
This may lead to various detrimental outcomes such as 
reduced quality of life, adverse reactions to medications, 
unexpected healthcare utilisation and earlier care home 
admission, morbidity, and mortality [20]. Overprescrib-
ing, where patients are prescribed medications that are 
inappropriate and harm outweighs benefits, may dispro-
portionately affect Black, Asian and minority ethnic com-
munities in the UK, and polypharmacy increases with 
relative deprivation [21]. Excessive polypharmacy is also 
common in care home residents [22] who are often older, 
frail people with complex care needs due to multiple 
LTCs and cognitive impairment [23]. In the UK there are 
two types of care homes, residential which have no onsite 
physician or nursing staff, but are supported by external 
health care services or nursing homes with onsite nurs-
ing staff. Clinical pharmacists in primary care play a large 
role in supporting care homes. By actively addressing 
polypharmacy and optimising medication management 
primary care, clinical pharmacists have valuable poten-
tial for improving the wellbeing of older people, those 
living with dementia, and those from minority ethnic 
backgrounds.

Older people and people with dementia often experi-
ence complex medication regimes and polypharmacy, 
increasing their risk of adverse drug events. Clinical 
pharmacists have expertise in medication management, 
but their role in supporting these populations in the 
community is underexplored. This scoping review sought 
to identify existing evidence and identify knowledge gaps 
in this field. This review has the potential to enhance our 
understanding of the role of clinical pharmacists in pri-
mary care, what are the needs of these groups in clinical 
practice, and how research can support this. In turn this 
can improve outcomes for older people and people with 
dementia.

Primary review question
What research has been conducted on clinical pharmacy 
services used in primary care for older people (over the 
age of 65 years) in the UK?

Secondary review questions

•	 What is the role of clinical pharmacists, and what 
models of clinical pharmacy are used in primary care 
for older people in the UK?

•	 What is the role of clinical pharmacists, and what 
models of clinical pharmacy are used in primary care 
for people living with dementia in the UK?



Page 3 of 27Burnand et al. BMC Primary Care           (2025) 26:10 	

•	 What are the perceptions of health and profession-
als of the role (including benefits, challenges and pur-
pose) of clinical pharmacists who are involved in the 
care of older people in primary care in the UK?

•	 What are the experiences of older people and their 
carers (family and friends) who have encountered 
clinical pharmacists in primary care in the UK?

•	 What are the experiences of older people from 
minority ethnic groups and those from backgrounds 
of social deprivation in the UK?

Method
Design
This review was conducted following the framework for 
scoping reviews in accordance with the Joanna Briggs 
Institute (JBI) methodology [24] and reported according 
to the Preferred Reporting Items for Systematic Reviews 
and Meta-Analysis extension for scoping reviews 
(PRSMA-ScR) [25]. A study protocol has been published 
[26].

Data sources
Preliminary searches of PROSPERO and Medline were 
conducted on the 04/08/2022 and no current or ongo-
ing reviews were identified. A full search strategy was 
developed from existing literature and discussions with 
an information specialist from the University library 
for Medline, CINAHL Scopus, EMBASE, Web of Sci-
ence, PsycINFO, and Cochrane (Appendix  1). Catego-
ries included primary care, clinical pharmacist, older 
people, and medication management with search terms 
such as primary care, primary healthcare, general prac-
tice and pharmacists (Appendix  2). This scoping review 
considered all primary research studies (qualitative and 
quantitative), systematic reviews, meta-analyses, letters 
to editors, commentaries, blogs and grey literature. The 
latter includes theses, dissertations, trade publications, 
national policy and guidelines, reports, websites, con-
ference abstracts and posters, preprints, and others. We 
excluded any articles before 2015, as we acknowledge 
that some parts of the UK may have other service deliv-
ery models prior to this date. We did not include system-
atic reviews in this scoping review but checked references 
for all reviews that were relevant to the inclusion criteria.

The electronic databases were searched from 1 Janu-
ary 2015 to 30 August 2022and updated in August 2024 
for peer-reviewed literature based in the UK only, as our 
review has a focus on the delivery, provision, and model 
specificity of clinical pharmacist services in the UK con-
text. Grey literature was searched using Google in Sep-
tember 2023, and updated in August 2024, and using the 
key word searches identified for the electronic databases, 
we searched through all 9 pages for eligible articles to be 

included. Articles were also identified via hand search-
ing the recent lists of included articles, and authors were 
contacted for further information and missing data. Cita-
tion tracking was conducted through Google Scholar.

Searches vary slightly from the published protocol [26] 
as we made small refinements as our thinking developed 
and we became more familiar with the literature, as rec-
ommended to be good practice for scoping reviews in the 
JBI guidance [24].

Data screening
 All identified references were collated and uploaded 
into Endnote, duplicates were removed, and the remain-
ing articles imported into Rayyn for screening. One 
researcher (VK) screened all the title and abstracts 
utilising the inclusion criteria (Table  1) and a second 
researcher (AB) screened a random 10%. Any discrepan-
cies were discussed (VK and AB), with a third researcher 
involved if needed (ND). The full texts were retrieved 
and screened independently by two researchers (VK, AB 
or AW). Discrepancies were discussed and the eligibility 
criteria was revised as needed. Authors of papers were 
contacted to request missing or additional data, as for 
example with some papers, the role of the pharmacist or 
the setting was unclear. If a response was not received, 
they were excluded. The reasons for exclusion during the 
full-text screening are reported in Fig. 1.

Data extraction
The data from the included sources were extracted by 
two independent reviewers (VK and AB) using a data 
extraction tool developed by the research team using 
Microsoft Excel. On completion, any differences in the 
data extracted by VK and AB were highlighted, discussed, 
and reviewed again. The data from the extraction tool 
was then narratively summarised and tabulated accord-
ing to the study it was identified from and the research 
methods.

Synthesis and critical appraisal
Aligning with the guidance of scoping reviews, quality 
assessments were not conducted [27]. Results were syn-
thesised using a descriptive narrative synthesis structured 
using the research objectives and using the principles of 
codebook thematic analysis [28]. Papers were read and 
re-read several times to familiarise ourselves with the 
content of the paper. Two papers were initially coded by 
AB, applying codes to the results sections of the papers. 
Codes were developed deductively informed by the 
research objectives. These initial codes were discussed 
and refined among three authors (AB, ND, AW). Codes 
were then applied to the remaining papers results sec-
tions by AB. All codes were discussed, and overarching 
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themes were developed to group the codes and present 
the main findings in relation to the objectives. Theme 
title and descriptions were discussed regularly by three 
members of the team (AB, ND and AW) and agreed upon 
by all authors discussed in two meetings.

Results
Study inclusion
The initial search strategy identified 8405 records from 
the database search, after de-duplication, title, abstract 
and the full text screens, 30 articles were included (Fig. 1).

Characteristics of included studies
The general characteristics of the included articles are 
provided in Table  2. The papers included quantitative 
(n = 10), qualitative (n = 8), mixed (n = 7) designs. A small 
number were identified from the grey literature search, 
which include a blog post and website articles (n = 5).

A summary of the clinical roles delivered by pharma-
cists is noted in Table 3.

The role of clinical pharmacists and services delivered 
for older people and people with dementia
The literature suggested the foremost activity of clini-
cal pharmacists in supporting older people is completing 
medication reviews and addressing risks of polypharmacy 
[29, 30, 32, 34–37, 39–44, 48–52, 54, 58, 59]. They opti-
mised processes such as reconciliation, ordering, storage, 
prescribing, deprescribing, monitoring, and medication 

administration [29, 30, 32, 33, 37, 39–45, 48, 50, 56, 58, 
59]. Clinical pharmacists are also tasked with developing 
pharmaceutical care plans (PCPs) which identify individ-
ual needs and risks and have clearly defined therapeutic 
goals [32, 35, 47, 51].

At the organisational level, clinical pharmacists par-
ticipated in multi-disciplinary team meetings [49, 50, 
57] and supported training for staff and patient educa-
tion [32, 38, 50, 52, 53]. They may conduct home visits, 
provide services within GP practices and care homes 
[33, 35, 39, 56, 58], and offer emergency out-of-hours 
care [43, 57].

Increased clinical pharmacist involvement improved 
patient safety and care through evidence-based prescrib-
ing [31, 36, 39, 44, 51]. They educated staff and care home 
managers on medications and optimised administration 
for enhanced patient safety [30, 31, 39, 40, 56]. Clini-
cal pharmacists led audits, identifying frail, high-risk 
patients for disease management and reduced polyphar-
macy risk [30, 35, 37, 39, 51, 53, 55, 56, 58]. The aim for 
many pharmacist-led interventions is to enhance overall 
well-being and safety by ensuring that patients are receiv-
ing the appropriate medications for their specific health 
conditions [32, 35, 37–39, 43, 47, 50, 52, 55, 58]. Clini-
cal pharmacists also contributed to NHS cost effective-
ness through assisting with reductions of hospitalisations 
and contributed to financial savings from deprescribing 
medications [30, 32–34, 36, 48, 49, 52, 54, 57].

Table 1  Inclusion/exclusion criteria for screening

Included Excluded

Population Older people (65 years and above) or if paper describes them 
as older people.

Mixed population with no separate analysis on older people.

Any health and care professionals caring for older people. Those under 65 years.

Family carers of older people.

Concept Clinical pharmacist role. Community pharmacy.

Clinical pharmacy in primary care. Unclear role, when a definition is not provided, or when a paper 
refers to a pharmacist, non-medical health professional, supple-
mentary prescriber but role and pharmacy type are unclear.

Focus on what clinical pharmacy services are delivered and how.

Experiences of services from any professionals, family carers 
and older people’s perspectives

Context Primary care. Studies outside the UK.

The UK. Studies prior to 2015.

Published since 2015 and the introduction of the clinical pharma-
cist in general practice.

Studies of the community pharmacy role.

Care homes. Dentistry and optometry services.

Non-English language.

Design method Any primary research study. All reviews that met the inclusion criteria were excluded but had 
references checked.

Grey literature.
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The literature offered limited insights into how clinical 
pharmacists specifically support people with dementia. 
While research indicates that care home-based clinical 
pharmacists provided support to residents with cognitive 
impairment [31, 53], their services appeared to be simi-
lar to those offered to older people without dementia, 
particularly deprescribing and medication optimisation 
duties [29, 30, 32, 34–36, 39–44, 48–52, 54, 58, 59].

Perceptions of stakeholders
Several articles discussed stakeholders’ views on clinical 
pharmacists supporting older people, emphasising their 
impact on medication management, LTC oversight, and 
other staff’s workload. Stakeholders include GPs, care 
home staff, NHS nurses, and pharmacists [30, 31, 35, 40, 
42, 44, 45, 47–56].

Medication and long‑term condition management
Stakeholders expressed enthusiasm for clinical pharma-
cists conducting medication reviews [35, 40, 42, 48, 49, 
52, 54]. GPs recognised clinical pharmacists as valuable 
and previously underutilised sources of information on 
medication interactions and pharmaceutical guidelines 
[42, 44, 49], however despite this positive outlook, barri-
ers existed. Patients and stakeholders still perceived GPs 
as having overall responsibility for medication, especially 
if clinical pharmacists were not part of the GP practice 
[31, 42]. When not employed by the GP practice, clinical 
pharmacists showed reduced willingness to take on cer-
tain responsibilities, such as ordering repeat prescriptions 
[42]. Concerns were also raised by GPs about potential 
detachment from patients if clinical pharmacists assumed 
a larger role in medication management [51].

Fig. 1  PRISMA study selection flowchart
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Some GPs expressed doubts about clinical pharma-
cists managing medication, citing concerns about their 
knowledge and clinical competence in prescribing and 
deprescribing for older people [31, 44]. Authors also 
noted variations in the level of detail during reviews with 
patients when completing PCPs, as reported by GPs [31, 
51, 55]. While there was recognition of clinical pharma-
cists’ specialist knowledge in medication interactions and 
guidelines [40, 44], GPs questioned their experience and 
understanding of care homes and the clinical needs of 
older people [31, 44, 50].

Transparency and a clearly defined role for clini-
cal pharmacists, along with mutual understanding of 
responsibilities and boundaries, were deemed vital to 
carry out efficient clinical duties [31, 44]. This reduced 
the risk of duplicate orders and omissions in medication 
responsibilities among healthcare professionals support-
ing the same patients [44]. Stakeholders emphasised the 
importance of autonomy and independence for clinical 
pharmacists, coupled with cooperative skills, to enhance 
patient services [44, 49, 51].

Staff workload
Reports indicated that clinical pharmacists effectively 
reduced GP workload and staff time, a positive outcome 
acknowledged by stakeholders [31, 46, 51, 54]. GPs were 
particularly supportive of clinical pharmacists taking on 
responsibilities such as medication reviews and repeat 
prescription orders, as it allowed them more time for 
patient appointments and other patient-facing duties [44, 
49, 51, 54], addressing the substantial time GPs typically 
spend resolving medication issues [56].

In care homes, clinical pharmacists managed medi-
cation tasks and deprescribing, resulting in a reduced 
workload for nursing staff with fewer medications to 

administer [30]. Care home managers appreciated the 
time-saving impact, as clinical pharmacists reduced 
the need for dose approval and verification [51]. The 
on-site presence of clinical pharmacists facilitated 
prompt responses to queries, benefiting both staff and 
GPs [31, 44].

Some concerns were raised by GPs regarding clini-
cal pharmacists initiating or deprescribing medications 
and potential implications for their workload, includ-
ing the perceived need for authorisation [42]. Reassur-
ance was sought to ensure that their workload would 
not increase [44]. Suggestions were made to leverage IT 
systems to support deprescribing tasks, with one study 
proposing that a clinical pharmacist intervention using 
digital technology could be easily adopted [38]. Barriers 
to implementation were noted in the absence of robust 
IT systems and inaccessible electronic GP records [31, 
44, 49, 52].

Patient safety and knowledge of older people
Skills, knowledge, and confidence were required for clini-
cal pharmacists to respond to issues in reviews of high-
risk patients, providing expert advice and support [35, 
40, 44, 55]. Professional competence in deprescribing, 
emphasising team decision-making, was considered vital 
[50]. Specific knowledge of older people and mandatory 
guidelines in care homes were also deemed fundamental 
[43–45, 47]. Input from geriatricians and discussions on 
case studies improved clinical pharmacists’ understand-
ing of ‘geriatric medication’ [31].

Team dynamics
At the interpersonal level, clinical pharmacists promoted 
collaboration between care homes, GP practices, com-
munity pharmacists, patients, and residents, leading to 

Table 3  Identified clinical pharmacist roles and key tasks in the service they deliver

Role Services delivered

Medication management Creation of pharmaceutical care plans (PCPs) [32, 35, 47, 51]
Medication reviews for optimisation and full medication management 
services [29, 30, 32, 34–37, 39–44, 48–52, 54, 58]
Medication reconciliation [32, 37, 42]
Organising repeat prescriptions [44]
Prescribing and authorisation of prescriptions [31–33, 42, 51, 52, 56]
Reviewing polypharmacy [34, 36, 40, 48, 52–56, 58, 59]
Deprescribing [29–31, 42, 43, 45, 48, 50, 51, 53, 58, 59]

Education Providing patient education [52, 53]
Providing support to patients with long-term conditions [33, 35–37, 42]
Assisting in training of clinical staff and care home managers/staff [32, 56]
Signposting of patients to other services [53]

Organisational Contributing to multi-disciplinary teams [49, 50, 57]
Working in out of hours emergency services [57]
Making referrals to other health care professionals [33, 51, 58]
Undertaking home visits [33, 35, 39, 56, 58]
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reports of strengthening the primary care team and facil-
itating multidisciplinary care coordination [33, 40, 44, 
49, 51]. The role of the clinical pharmacist was welcomed 
on the basis that equal collaboration across stakeholders 
was demonstrated [44]. They were seen as beneficial in 
overcoming communication gaps between stakeholders 
particularly when managing patients with LTCs and com-
plex medication-related needs, such as interactions and 
side effects [35, 44]. Recognition of the need to establish 
effective relationships was an important element for clin-
ical pharmacists’ acceptance within a team and successful 
collaboration among care home staff, GPs, and commu-
nity pharmacists [44, 47, 49, 56]. Consideration was sug-
gested for training that equips clinical pharmacists with 
higher-level management skills, to facilitate trusting rela-
tionships within multidisciplinary teams [56].

Building and maintaining stakeholder-clinical phar-
macist relationships required trust and clear communi-
cation [40, 42–44, 49, 51]. Clinical pharmacists needed 
to understand their colleagues, local cultures, commu-
nication preferences, and boundaries to facilitate col-
laboration [47]. Those embedded in the GP practice or 
care home encountered fewer communication barri-
ers and engaged in more deprescribing activities than 
clinical pharmacists who were not embedded [29, 31]. 
Established working practices were beneficial for effec-
tive communication, emphasising the importance of 
workplace relationships for improved patient outcomes. 
Strong communication skills were prioritised, particu-
larly when supporting care home residents with cognitive 
impairment [44].

Perceptions of older people and people with dementia
Older people appreciated the personal approach, guid-
ance, and detailed explanations from clinical pharmacists 
[33, 38, 51, 53] and it was valued when care home resi-
dents and/or families were fully involved in reviews and 
medication decisions [49]. Patients felt more confident 
and informed about medications, valuing the oppor-
tunity for questions and in-depth discussions [52, 53]. 
Some preferred the general practice setting with a clinical 
pharmacist over community pharmacies due to concerns 
about privacy and commercialisation [46].

However, confusion among patients persisted regard-
ing clinical pharmacists’ services and if they could pre-
scribe, suggesting a preference for medication changes to 
remain with GPs [31, 42]. Care home managers proposed 
staff training to clarify the clinical pharmacist service for 
better acceptance by residents and their relatives [44].

The availability of sufficient time to engage with 
patients during medication reviews is highly valued [31]. 
Time constraints posed a significant barrier especially for 
undertaking clinical duties like prescribing [42, 50] and 

can result in poor communication and overlooking indi-
vidual patient needs [43]. Sufficient time in appointments 
enabled clinical pharmacists to address concerns, ques-
tions, and misconceptions [31, 42] which were crucial to 
facilitate patient engagement, acceptance of changes, and 
addressing patient needs [43]. Moreover, clear commu-
nication about medication changes was crucial, as some 
patients felt their medication was stopped as a cost-sav-
ing measure rather than for their benefit [42].

Articles reported positive feedback from patients who 
had the ability to ask questions during a review [31, 50] 
and having sufficient time in appointments developed 
relationships between the patient and clinical pharmacist 
[42], particularly when reviews were conducted in-per-
son [51]. It was suggested that a 20–30-minute appoint-
ment provides opportunity to develop a comprehensive 
understanding of a patient’s needs and support depre-
scribing [55].

While positive feedback was received from care home 
residents with communication difficulties, patients with 
impaired cognition viewed the clinical pharmacy service 
as less useful [31, 53]. Additionally, non-English speakers 
highlighted communication challenges [53]. The explora-
tion of these aspects faced by those from minority ethnic 
backgrounds lacked depth in the articles however, with 
only one briefly addressing these challenges at hand [53].

Discussion
Summary
This scoping review maps the various roles, activities, and 
settings of clinical pharmacists providing support for older 
people and people with dementia in primary care. The find-
ings enhance our understanding of clinical pharmacist roles 
and services in the UK, as well as highlight the gaps in our 
understanding. This can inform policy development and 
future research within the context of NHS provision and 
commissioning for older people and people with dementia.

The review suggests that clinical pharmacists, particu-
larly when embedded in GP practices or care homes, 
hold promise in supporting the growing ageing popula-
tion. Their services have the potential to enhance pri-
mary care collaboration, increase knowledge among staff 
and patients, improve patient safety, reduce staff work-
load, and cut NHS expenditures due to their prominent 
role in deprescribing. For a collegiate service, clinical 
pharmacists require clearly defined roles understood by 
colleagues and patients, facilitated by clear and consist-
ent communication, and the development of trusting 
relationships among stakeholders. While there is insuf-
ficient evidence on the impact of clinical pharmacists 
in supporting older people with cognitive impairment, 
there is reason to believe they could also benefit from 
such services.
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Strengths and limitations
There are strengths in our review, which include the 
comprehensive database searches for peer-reviewed and 
grey literature, along with a broad inclusion criterion. 
Limitations include potential incorporation of low-qual-
ity, biased evidence, due to the lack of quality assess-
ments, and the lack of full double screening of all papers, 
as only 10% of papers underwent this process. However, 
these approaches follow guidance for conducting scoping 
reviews [59]. Moreover, the concept polypharmacy/med-
ication management were utilised in our search strategy 
to enhance specificity to services provided by clinical 
pharmacists, but this may have excluded potential ser-
vices outside of medication management.

Implications for policy and practice in the UK
Clarity and communication about clinical pharmacists’ 
roles and training may be able to reassure patients and 
other stakeholders. Studies in health communication 
have established an association between clinical-patient 
communication and improved patient outcomes, such 
as mutual understanding and adherence [60]. Hence, 
healthcare systems should enhance awareness among 
stakeholders, patients, and the public that prescribing 
and deprescribing are professional roles carried out by 
clinical pharmacists. To address varying levels of detail 
in PCPs, enhanced training with standardised templates 
to ensure consistency may be needed. Given that knowl-
edge of older people’s medicines and conditions is crucial 
for a successful clinical pharmacist service, incorporating 
training in clinical care of older people, including demen-
tia, is recommended. This is particularly important as 
concerns were raised about clinical pharmacists’ under-
standing of older people and medications in care homes. 
Limited knowledge of dementia is reported as a barrier 
to optimal care by health professionals [61], and thus for-
mal education and professional development is needed 
to better prepare clinical pharmacists to provide quality 
care to older people and people with dementia. Moreo-
ver, when carrying out medication management duties, 
clinical pharmacists’ access to electronic patient records 
in real time appears to be crucial. This would help ensure 
they are equipped with the necessary tools to carry out 
their clinical duties effectively.

Implications for future research
Future research should explore the views and experi-
ences of people with dementia and their family members 
or carers to shape policies that support inclusive clini-
cal pharmacist services for all older adult populations. 
This research can identify challenges and propose policy 
solutions to facilitate the expansion of clinical pharma-
cist-led services. Additionally, empirical research among 

minoritised ethnic groups is necessary to address cultural 
and linguistic influences, as evidence has demonstrated 
patients from ethnic minority groups are less likely to 
engage in medicine reviews and report poorer adherence 
to medication than their white counterparts [62]. Our 
research identified significant gaps in this area of research. 
Thus, further efforts are needed to understand the barri-
ers faced by individuals with communication impairments 
or those where English is not their first language, to facili-
tate effective relationships between clinical pharmacists, 
and patients and carers. Investigating the policy implica-
tions of integrating clinical pharmacists into community 
care for all populations is vital, along with understanding 
barriers to receiving clinical pharmacist support.

Further research is needed to quantify the impact of 
pharmacist-led interventions on outcomes such as medi-
cation adherence, hospitalisations, cost-effectiveness, and 
health-related quality of life for older people and their car-
ers. Clarification on the cost-effectiveness and health eco-
nomics related to deprescribing, reduced hospitalisations, 
and the burden on secondary care services is necessary. 
Cost-benefit analyses can provide insights to inform NHS 
healthcare policy decisions on resource allocation.

Conclusions
There is evidence that clinical pharmacists play an impor-
tant role in primary care teams that extends beyond 
direct patient care and influences the broader health-
care landscape. We have outlined key components for 
the implementation of an effective service to take place, 
which provides valuable insights for policy development 
within the context of NHS provision and may be transfer-
able to international policy and practice.
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