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Abstract

Objectives: This study aimed to evaluate the acceptability of the ‘l manage my meds’ toolkit in supporting adults aged 65 years
and above to manage multiple medications at home. A secondary objective was to assess the extent to which ‘l manage my
meds’ acceptability differs between different demographic groups, in this study, those from a South Asian background.

Methods: A community researcher facilitated study was conducted in Bradford, UK. Sixty participants aged 65-94 years, each
managing at least five medications, were recruited. As a focus of this study was to explore whether the culturally adapted
toolkit was acceptable, half of the sample recruited were from a South Asian background. Participants engaged with the
toolkit, available in English and Urdu, before completing a structured questionnaire based on the theoretical framework of
acceptability. Quantitative data were analysed using factor analysis, descriptive statistics, and comparative tests between
ethnic groups.

Key findings: The toolkit demonstrated high overall acceptability, with a mean score of 2.93 out of 4. Acceptability did not
significantly differ by age but varied across domains of the framework. Intervention Coherence received the highest ratings,
indicating that participants found the toolkit easy to understand, while self-efficacy scored lowest, suggesting some limita-
tions in confidence for medicine self-management. South Asian participants reported significantly higher overall acceptability
(mean 3.33) compared with non-South Asian participants (mean 2.61). Significant differences were found across multiple
domains, with South Asian participants reporting greater perceived usefulness and fewer barriers to use.

Conclusions: The findings indicate that the ‘l manage my meds’ toolkit is a clear, practical, and well-received resource for older
adults managing polypharmacy at home. The culturally adapted version demonstrated high acceptability among South Asian
participants, highlighting the importance of tailoring health interventions to diverse populations.
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to an increased risk of hospitalization resulting in greater health-
care expenditure [5].

Introduction

Polypharmacy, defined as the use of five or more medicines [1],
is a significant public health challenge in terms of management,
healthcare provision, and associated costs [2]. The number of
people experiencing polypharmacy in the UK has quadrupled over
a 20-year period [3]. The increased prevalence of polypharmacy
is known to cause higher risk of adverse drug events, drug-drug
interactions, non-adherence, as well as increased risk of geriatric
syndromes (e.g. cognitive impairment and/or falls) [4]. This leads

Advancements in healthcare have contributed to individuals
living longer, resulting in a growing population of older adults,
particularly in the UK where those aged 65 and above are increas-
ingly prevalent [6]. This demographic is more susceptible to
chronic health conditions and geriatric syndromes, necessitating
multiple medicines [7]. Medicines management refers to the
processes through which patients obtain, understand, organize,
administer, and monitor their medicines safely and effectively [8].
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The challenges associated with managing multiple medications
for older people are substantial, including increased financial bur-
den, difficulties organizing and monitoring medication schedules,
and the overall complexity of coordinating treatment regimens
within the home setting [6]. Given these complexities, there is a
clear absence of comprehensive interventions addressing support
for medicines self-management [8, 9].

Due to the-lack of complex interventions supporting older
adults to manage polypharmacy, a medicines management
toolkit, ‘1 manage my meds’ was developed using experience
based co-design with patients and healthcare staff [10]. This
toolkit aims to support adults aged 65 and above who are on
multiple medicines in safely managing their medicines within
their home environments [8].

The acceptability of health interventions to patients, family
members, healthcare providers, and policy makers is a funda-
mental consideration in health research and practice [11]. When
an intervention is not perceived as acceptable by those who
deliver or receive it, effective evaluation becomes challenging
[12]. Intervention acceptability has been linked to implementation
outcomes including uptake, adherence, and overall effectiveness
[13]. The theoretical framework of acceptability (TFA) was
developed to help assess the acceptability of health care
interventions [14]. Acceptability can be defined as a ‘multi-faceted
construct that reflects the extent to which people delivering or
receiving a health care intervention consider it to be appropriate,
based on anticipated or experienced cognitive and emotional
responses to the intervention’ (pg. 1) [14]. The TFA identifies seven
constructs of acceptability: affective attitude, burden, perceived
effectiveness, ethicality, intervention coherence, opportunity
costs, and self-efficacy. Understanding and measuring these
components is significant, as low acceptability may compromise
intervention fidelity and reduce effectiveness [14].

It is important to recognize that the acceptability of a health
intervention is not static but can vary significantly across
populations, contexts, and over time. An important consideration
for this study is that some health issues, such as multi-morbidity
and associated polypharmacy disproportionately affects partic-
ular populations, including ethnic minority communities and
older adults, and are often intertwined with broader health
inequalities [15]. Although direct associations between ethnicity
and polypharmacy remain under-explored [16], there is evidence
suggesting that medication adherence is particularly challenging
for individuals from ethnic minority groups [17]. Furthermore,
certain populations, such as South Asian communities in the UK,
have been shown to face barriers to engaging with medication
review services [17].

One approach to conducting engaged research and exploring
barriers faced by certain populations is to involve community
researchers within the research team. Community researchers, or
peer researchers, are ‘members of the target population who are
directly involved in the research process’ [18]. These researchers
can shape the research design, provide support in data collec-
tion and data analysis, and contribute to knowledge translation
[19]. Due to trusted relationships with community members, more
meaningful and authentic data being collected, informal feed-
back is more readily collected and disseminated, thus enhancing
credibility of findings [18]. To our knowledge, this is the first use
of community researchers in measuring acceptability of a health
intervention.

Aims:

1. The primary aim of this study is to evaluate the acceptabil-
ity of the ‘I manage my meds’ toolkit in supporting adults
aged 65 years and above to manage multiple medications
at home.

2. The secondary aim is to assess the extent to which ‘I man-
age my meds’ acceptability differs between different demo-
graphic groups, in this study, those from a South Asian back-
ground.

Materials and methods

Ethical approval was obtained from the University of Bradford
Research Ethics committee (ref number here). Health Research
Authority ethical approval was also obtained (date).

Setting

The study was undertaken within Bradford, West Yorkshire, UK.
Bradford is the fifth largest metropolitan borough council with
a population of 560200 [20]. The most recent census reports a
White British population of 56.7% and an Asian or British Asian
population of 32.1%. Bradford has the second highest percentage
of people nationally who identify as Pakistani (25.5%). The census
showed that 87.6% had English as their main language, 7.2%
speak a South Asian language as their main language.

Participant recruitment and data
collection

The study team recruited two community researchers (one from
a South Asian background) from within the local community
to facilitate community consultation and engagement in the
research [18]. They worked in collaboration with the research
team to facilitate community engagement, guided on the suit-
ability of research methods, undertook the data collection, and
supported with interpretation of the study findings [19]. Potential
participants were approached by the community researchers at
community organizations and meetings which formed parts of the
community researcher’s community networks. Participants who
expressed an interest in the study had an option of contacting the
lead researcher by email or phone, arranging a follow up visit with
the community researcher, or to take part on the day of approach.
On confirmation of eligibility, participants were provided with a
study pack, which contained the participant information sheet,
participant consent form, and either a link to the ‘I manage my
meds’ online toolkit or a hard copy of the intervention if preferred
(see Supplementary Material). Due to the high percentage of the
population of Bradford identifying as Pakistani, all participants
from a South Asian background were able to select an Urdu
version of the toolkit (either online or hard copy) to reflect the
2.9% of the population that reported Urdu as a main language
[20]. After consenting, participants were provided with access to
the ‘I manage my meds’ toolkit either through a printed copy or
via an online link. Participants were asked to review the toolkit
in their own time and in some cases, participants reviewed the
toolkit independently, while others reviewed it during a meeting
or workshop facilitated by the community researchers. After
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Figure 1 Participant recruitment flow diagram for the acceptability study.

reviewing the toolkit, participants completed the acceptability
questionnaire (see Supplementary Material). Some participants
completed the questionnaire immediately following their review,
while others returned the completed questionnaire at a later
time after reviewing the materials at home. The acceptability
questionnaire was administered in paper format only. Participants
either received the questionnaire by post to their home address
or completed it in person during a meeting with the community
researchers.

Two comparison groups were purposively recruited with thirty
participantsin each group. The choice of thirty participantsin each
group was based on existing recommendations which suggest
sample sizes between 24 and 50 are reasonable for acceptability
studies [21]. Each group of thirty was within this range of rec-
ommendation and a total sample of 60 seemed appropriate for
assessment of acceptability according to the sample size recom-
mendations. A participant recruitment flow diagram illustrating
the recruitment process and final sample included in the analysis
is presented in Fig. 1. Eligibility for participation was open to all

adults over 65 years of age who had experience of managing at
least five medications at home.

Questionnaire development

The questionnaire was developed by the research team, informed
by the TFA [14] and existing literature on the assessment of
intervention acceptability [22]. Questionnaire items can be viewed
in Table 1. These were reviewed by a lay member of our research
team for clarity. Questions were designed to reflect each of the
seven dimensions of Sekhon’s acceptability framework [14]. The
questionnaire comprised 12 items using a 5-point Likert response
scale, where responses ranged from 0 (Not at All) to 4 (Very much).
Each question was supplemented with open ended questions
for participants to discuss why they scored the Likert question
as they did. In addition to the acceptability items, demographic
information was collected, including age, gender, ethnicity, and
number of medications managed. The content validity of the
scale was evaluated by four members of the research team, our
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Table 1 Questionnaire items related to the seven domains in Sekhon’s TFA.

TFA domain

Questionnaire items

1. Affective Attitude (How an individual feels about the
intervention)

- On a scale of 0-4 how much did you enjoy taking part in the ‘l manage my meds’
program?

- On ascale of 0-4, how important do you think it is to learn the skills to manage
medicines safely?

2. Burden (The perceived amount of effort that is
required to participate in the intervention)

- On a scale of 0-4, how easy was it to use the ‘l manage my meds’ program?
On a scale of 0-4, how easy was it to use all the content within the ‘I manage my

meds’ program?

3. Perceived effectiveness (The extent to which the
intervention is perceived as likely to achieve its purpose)

- On a scale of 0-4, how confident are you that the ‘l manage my meds’ program
supported you to manage your medications safely at home?

- On a scale of 0-4, how confident are you that the ‘l manage my meds’ program
increased or will increase your adherence and persistence with your medications at

home?
4. Ethicality (The extent to which the intervention has
good fit with an individual’s value)
5. Intervention coherence (The extent to which the
participant understands the intervention, how it
addresses their condition and how it works)
6. Opportunity (The extent to which benefits, profits or
values that must be given up to engage in the
intervention)
7. Self-efficacy (The participant’s confidence that they
can perform the behaviour(s) required to participate in
the intervention)

- On a scale of 0-4, how much do you agree that programmes like ‘Il manage my
meds’ are needed to help people with the medication at home?

- On a scale of 0-4, how well did you understand the content (including the videos
and handouts) in the ‘l manage my meds’ program?

- On a scale of 0-4, to what extent was the ‘l manage my meds’ program a good use of
your time?

- On a scale of 0-4, how confident were you about taking part in the different
elements (including the videos and handouts) of the ‘| manage my meds’ program?’
On a scale of 0-4, how confident are you that the ‘l manage my meds’ program

increased your knowledge of managing your medications safely at home?
On a scale of 0-4, how confident are you that the information within the ‘l manage my
meds’ program may help you to reduce self-administration

two community researchers, the patient and public involvement
and engagement (PPIE) group for the study and two lay leaders
associated with our research centre. Community researchers were
available to provide support with completion where required,
for example reading questions aloud, clarifying wording, or
recording participant responses.

Toolkit adaptation

To enhance cultural and linguistic appropriateness for partici-
pants from South Asian backgrounds, the ‘Il manage my meds’
toolkit was culturally adapted and translated into Urdu prior to the
acceptability study. The adaptation followed an eight-step process
used for cultural adaptation of healthcare interventions [23]. The
translation process involved forward translation of the materials
from English into Urdu by a translation company. The translated
materials were then reviewed by community researchers and
bilingual members of the PPIE group. This iterative process
enabled refinement of wording to ensure clarity and conceptual
equivalence between the English and Urdu versions. In addition
to surface level translation, specific cultural adaptations were
made to enhance the relevance of the toolkit for participants from
a South Asian background. These included adapting examples
within the toolkit to better reflect cultural contexts, modifying
terminology, and ensuring that visual and written materials
were meaningful and accessible. Consideration was also given
to culturally influenced beliefs and practices around medicines
use and self-management. These adaptations were informed by
input from community researchers and local stakeholders familiar
with the community.

Data analysis

Descriptive statistical analysis, including means, standard
deviations, ranges, frequencies, and percentages, were used to
summarize participant characteristics and acceptability scores
prior to inferential analyses. Exploratory factor analysis (EFA) was
undertaken to assess the construct validity of the acceptability
domains from the Sekhon [14] acceptability framework. The
Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was
done to confirm the appropriateness of the data (KMO=0.679).
The data was suitable for factor analysis, as indicated by an
acceptable KMO value of 0.679 and a significant Bartlett’s test
of sphericity (P <.001). EFA was conducted on responses from
60 participants. Items with maximum factor loadings below
0.40 were excluded as they did not demonstrate sufficient
association with any underlying factor. A loading threshold of 0.40
is commonly recommended as the minimum value for meaningful
interpretation of factors in EFA [24]. Although recommendations
suggest participant to item ratios of between 5:1 and 10:1 for EFA,
the ratio in this study was ~5:1 (60 participants for 12 items),
which falls within the lower range of commonly cited guidelines
[24]. In addition to sample size considerations, the KMO value
and statistically significant Bartlett’s test of sphericity indicated
that the correlation matrix was suitable for factor analysis.
Given the exploratory nature of this acceptability study, factor
analysis was therefore considered appropriate for examining
the underlying structure of the questionnaire. Only one item
was not included with all other items demonstrated adequate
sampling adequacy (Measure of Sampling Adequacy > 0.5), and
communalities were generally strong, indicating that the items
share sufficient common variance. Principal component analysis
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Acceptability Score Distribution by Individual Ethnicity
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Figure 2 Mean acceptability score by individual ethnicity.

revealed a three-factor solution, explaining 68.86% of the total
variance, suggesting a meaningful underlying structure in the
responses to the ‘1 manage my meds’ questionnaire. The internal
consistency of the tool was also assessed using Cronbach’s alpha.
With a Cronbach’s alpha score of ~0.78 for the different aspects
of the tool this fell within the range of 0.7 and 0.9 generally
considered as appropriate for multi-item scales [25]. Wilcoxon
rank-sum test was conducted to explore differences between
the mean-scores for each acceptability domain and between
the South Asian population and the sample group reflective
of the remaining ethnic backgrounds living with the Bradford
area. Analyses were conducted using available-case analysis.
Missing data occurred where participants chose not to answer
specific questionnaire items or did not complete all questions. No
imputation was performed due to the exploratory nature of the
study and the small proportion of missing responses.

Results

Sixty participants were recruited to participate in the acceptabil-
ity study. The participants were predominantly female (n=45)
and aged between 65 and 86 years old. The average number of
medications managed per participant was 5.9 (SD=2.63). A full
breakdown of participant characteristics can be seen below in
Table 2.

Tool reliability

From the questionnaire, a total of 11 items were included in
the factor analysis. One question ‘On a scale of 0-4, how easy
was it to use all the content within the “I manage my meds”
program?’ was excluded due to a maximum factor loading of less
than 0.40.

Acceptability of the ‘l manage my meds’
toolkit

The overall acceptability of the ‘Il manage my meds’ toolkit was
assessed using a composite score derived from eleven Likert-scale

250 275 3.00 325 350 375 4.00
Acceptability Score (0-5)

Table 2 Participant characteristics.

Gender n (%)
Female 45 (75.0)
Male 15(25.0)

Age group (years)

65-74 49 (81.7)
75-84 6 (10.0)
85-94 2(3.3)
Not reported 3(5.0)

Ethnicity
Pakistani 27 (45.0)
Any other Black, Black British, or Caribbean 21(35.0)
background
White British 8(13.3)
Indian 1(1.7)
Any other Asian background 1(1.7)
East African Asian 1(1.7)
Not reported 1(1.7)

Number of medications managed
Mean (SD) 5.9(2.63)

Table 3 Descriptive statistics for the overall acceptability score by age
range.

Age range code Mean score N (sample size) SD

65-74 2.9427 49 0.55237
75-84 3.0537 0.63838
85-94 2.8500 2 1.34350
Total 2.9512 57 0.57593

items, each rated from 0 (lowest) to 4 (highest). A total of 60
participants provided the data. The overall rating of the toolkit
across all participants was 2.93 on the scale 0-4 (SD=0.57) with
scores ranging from a minimum 1.89 to a maximum 4. Acceptabil-
ity by age range can be viewed in Table 3. Acceptability score by
individual ethnicity can be view in Figure 2.
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Table 4 Descriptive analysis of the seven constructs of Sekhon’s accept-
ability framework.

Variable N Min Max Mean SD

Affective attitude 59 1.0 4.0 3.30 0.45
Burden 58 2.0 4.0 3.31 0.54
Perceived effectiveness 59 0.0 4.0 2.89 0.92
Ethicality 59 2.0 4.0 3.31 0.56
Intervention coherence 58 2.0 4.0 3.43 0.57
Opportunity 58 1.0 4.0 2,79  0.79
Self-efficacy 60 0.0 4.0 239 1.10

The analysis also examined whether the overall acceptability for
the toolkit was different between age groups. Acceptability across
the age ranges of 65-74, 75-84, and 85-94 was calculated (See
Table 2). A one-way analysis of variance (ANOVA) test performed
on the variable demonstrated no significant differences between
the age groups in terms of acceptability (P=.881).

Each of the seven constructs of Sekhon’s acceptability frame-
work were also analysed. Intervention coherence had the highest
mean score (M=3.43, SD = 0.57) whilst self-efficacy had the lowest
(M=2.39, SD=1.10) and also the greatest variability. Full descrip-
tive data of the seven constructs of the framework are presented
in Table 4.

Acceptability of ‘l manage my meds’ for
users from a South Asian background

A notable difference in acceptability was observed between
South Asian and non-South Asian participants. Participants
recorded as from a South Asian background (n=30) reported
a higher average overall acceptability of 3.33 compared to an
average score of 2.61 for non-South Asian participants (n=30).
The Mann-Whitney U test revealed a statistically significant
difference in the overall acceptability score between the two
ethnic groups (P <.001) suggesting participants from a South
Asian background for ‘I manage my meds’ significantly more
acceptable. Figure 1 highlights the acceptability score distribution
by individual ethnicity. A further breakdown by specific ethnicity
can be found in the Supplementary Material. When assessing
the different constructs of the acceptability frameworks, the
South Asian population had consistently higher scores on these
measures compared to the general population. For the constructs
Opportunity (P <.001) and Self-efficacy (P <.001) the P values
were significantly higher for the South Asian population. For
Burden (P=.010), Perceived Effectiveness (P=.004), and Ethicality
(P=.002) they were also significantly more accepted. The two
constructs Affective Attitude (P=.138) and Intervention Coherence
showed no significant differences.

Discussion

This study evaluated the acceptability of the ‘l manage my meds’
toolkitamongadults aged 65 years and above who were managing
polypharmacy within their homes. Overall, the toolkit demon-
strated high acceptability across participants, with an average
score of 2.93 on a four-point scale. Acceptability did not signifi-
cantly differ across age groups, suggesting the intervention was

broadly appropriate for older adults within the age range stud-
ied. Among the domains of the TFA [14], intervention coherence
received the highest scores, indicating that participants found the
toolkit easy to understand and the purpose of the intervention
clear. In contrast, self-efficacy received the lowest score, suggest-
ing that although participants viewed the toolkit positively, it may
have had a more limited impact on their confidence in managing
their medications. A key finding of this study was that participants
from a South Asian background reported significantly higher lev-
els of acceptability compared with non-South Asian participants
across several TFA domains.

A strength of this study was the use of community researchers
to support recruitment, data collection, and interpretation of
findings. Involving community researchers can facilitate stronger
engagement with participants and improve trust between
research teams and community members [18]. This approach
is particularly valuable when working with populations who
may face barriers to participating in health research, including
language differences or historical mistrust of institutions [15].
The study also incorporated cultural and linguistic adaptation
of the toolkit, including translation into Urdu and consultation
with community stakeholders. Such adaptations are important
for ensuring that health interventions are accessible and relevant
to diverse populations [23].

Several limitations should also be acknowledged. The sample
size was relatively small, with 30 participants in each compari-
son group. Although this sample size is consistent with recom-
mendations for acceptability studies and early stage intervention
research, it limits the generalizability of the findings to wider pop-
ulations of older adults managing polypharmacy. The study only
sought to measure perceived acceptability of participants rather
than behavioural or clinical outcomes. While acceptability is an
important precursor to intervention uptake and effectiveness, the
findings do not indicate whether the toolkit improves medica-
tion adherence, medication safety, or health outcomes. Addition-
ally, although EFA suggested a meaningful underlying structure
for the questionnaire, the relatively small sample size means the
factor structure should be interpreted cautiously and confirmed in
additional studies with larger samples. Finally, the study did not
collect detailed information about participants’ previous experi-
ences with medicines management or health literacy, which may
influence perceptions of confidence and usefulness when using
the toolkit.

The findings contribute to the literature on interventions
designed to support medicines management among older adults
experiencing polypharmacy. Managing multiple medications can
be complex and burdensome, particularly for older individuals
who may experience cognitive, physical, or organizational
challenges when coordinating medicine regimens at home [6].
Interventions that provide structured support, education, and
practical tools for medicines management have therefore been
identified as a key strategy for improving medication safety and
adherence among older populations [9]. The high scores observed
for intervention coherence and burden in this study suggest that
participants found the toolkit understandable and easy to use,
which highlights the importance of accessibility and clarity in
medication related resources for older adults [8].

An important contribution of this study relates to the observed
differences in acceptability between South Asian and non-
South Asian participants. Participants from a South Asian
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background reported significantly higher acceptability across
several domains of the TFA, including opportunity, self-efficacy,
perceived effectiveness, and ethicality. These findings highlight
the potential value of culturally adapted health interventions in
improving engagement among ethnically diverse populations.
Research has shown that individuals from ethnic minority
groups may experience barriers to medication adherence
and engagement with healthcare services, including lan-
guage barriers, cultural beliefs about medicines, and limited
access to culturally appropriate information [26]. The cultural
adaptations made to the ‘I manage my meds’ toolkit may
therefore have contributed to the higher perceived relevance
and usefulness reported by South Asian participants in this
study.

Additionally, the lower self-efficacy scores observed across the
overall sample suggest that improving confidence in medication
self-management may require additional strategies beyond
providing informational resources alone. Confidence in managing
medications can be influenced by multiple factors, including
health literacy [27], previous experiences with healthcare systems
[28], and the complexity of medication regimens [8]. It is therefore
possible that combining toolkits with additional forms of support,
such as pharmacist conversations, medication reviews, or digital
reminders, may further strengthen individuals’ ability to manage
polypharmacy safely at home.

The findings of this study have several implications for
policy and clinical practice. As populations continue to age
and the prevalence of polypharmacy increases, supporting safe
medicines management within community settings is becoming
an increasingly important public health priority [2]. Practical and
accessible resources such as the ‘I manage my meds’ toolkit may
provide value in complementing existing healthcare services by
empowering patients to take a more active role in managing
their medications. The results also highlight the importance of
culturally responsive healthcare interventions, accentuated by
the fact that research around polypharmacy has tended to focus
on ethnicity or age-related differences and failed to account for the
intersectionality of the two [16]. Tailoring interventions to reflect
language needs, cultural contexts, and community perspectives
may improve engagement and acceptability among ethnically
diverse populations, thereby helping to address existing health
inequities in medication related outcomes [15].

Future research should build on these findings by evaluating
the effectiveness of the ‘1 manage my meds’ toolkit in larger
and differing sociodemographic populations. Studies could
examine whether the intervention improves outcomes such as
medication adherence, medication safety, or patient confidence
in medicines management. Qualitative research may also provide
deeper insight into the cultural, social, and contextual factors that
influence how older adults from different backgrounds perceive
and use medicines management resources.

Conclusion

This study evaluated the acceptability of the ‘I manage my meds’
toolkit among older adults managing polypharmacy within their
homes. The findings demonstrate that the toolkit was generally
well received by participants, with high levels of acceptability
across most domains of the TFA. Participants reported that the
toolkit was easy to understand and use, highlighting its potential

as a practical resource for supporting medicines management
among older adults.

A key contribution of this study is the demonstration that
culturally adapted health interventions may improve engagement
among ethnically diverse populations. Participants from a South
Asian background reported significantly higher acceptability
across several domains, suggesting that the cultural and linguistic
adaptation of the toolkit enhanced its perceived relevance and
usefulness. These findings reinforce the importance of designing
healthcare interventions that reflect the needs and contexts of
diverse communities.

The study also highlights the value of involving community
researchers in health research, as this approach may strengthen
engagement with participants and support the development of
more inclusive interventions. Further research is needed to evalu-
ate the effectiveness of the toolkit in improving medication adher-
ence, safety, and confidence in medicines management across
broader populations of older adults.
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