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Firstly, let’s consider what is meant by diversity: 
understanding that every individual is unique, and 
recognising individual differences and the positive value 
this brings. These differences include demographics such 
as gender, ethnicity, age, nationality, sexual orientation 
and socioeconomic background. It’s important to 
note that increasingly, other characteristics are being 
considered beyond these traditional demographics; 
diversity now also encompasses personality types, 
educational background and knowledge bases. 

Diversity is now being discussed more and more in all industries. It is a topic that has gained increased 
attention in the media through the film and TV industry, sparked debate and encouraged campaigns 
for change. However, although people have been talking about the issue for some time, it is not 
consistently being addressed, and many people are accused of simply paying lip service to the issue. 

All organisations have a responsibility to actively encourage diversity and should have strategies 
and processes in place that allow for this. Diversity also directly links with inclusion and equality. 
These state that that people shouldn’t be treated differently or discriminated against because 
of their characteristics, that everyone should be involved and empowered, and that the inherent 
worth and dignity of all people must be recognised. With this in mind, diversity ought not to simply 
be a box-ticking exercise and a way of a company portraying itself positively to the outside world. 
Diversity needs to ensure representation, and the workforce and leadership teams of a company 
should reflect the location in which it is based and the people it serves.

In the pharmaceutical industry, diversity needs to exist both inside and out. For pharmaceutical 
companies to be representative of the people they are providing for and targeting, their workforces 
and cultures need to be diverse. Once diversity is present inside the organisation, it should be easier 
to put strategies in place to ensure that clinical trials and healthcare reach diverse populations.  
This in turn can lead to enhanced commercial success and a healthier population. Because of the 
length of time that the pharmaceutical industry has been operating without diversity, proactivity is 
an absolute requirement to bring about change. 

Here, we discuss current diversity issues within the pharmaceutical industry, and how 
overcoming these internally and externally can lead to maximised patient engagement,  
and ultimately, greater success. 
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THE CURRENT POSITION OF THE 
PHARMACEUTICAL INDUSTRY

Across all industries, people often recruit employees who resemble their own profile1,2.  
Where the people recruiting are not diverse, this can lead to a lack of diversity in the workforce.  
The consequences of this can be problematic both internally and externally. A lack of diversity can 
lead to company cultures that are toxic and non-inclusive, and result in development of products 
and services that do not meet the need of consumers. 

Women are generally well represented at entry level in the pharmaceutical sector, but there is a 
growing gender gap as roles become more senior. There is also a significant gender pay gap3-7.  
Further to this, since women occupy fewer senior leadership positions, the difference between 
women’s and men’s bonuses can range from 20% to almost 50%8. Although gender pay gap 
reporting is mandatory and now commonly discussed in the United Kingdom (UK), this is not the 
case for other factors that represent diversity. A recent review of the UK Corporate Governance 
Code by the Financial Reporting Council showed there is still limited reporting on diversity and 
minimal discussion about assessing or monitoring diversity throughout large UK firms9. In most 
companies, action to tackle diversity was purely about gender. While reporting ethnic diversity and 
pay gaps has been under consultation by the UK government, it has not yet been made mandatory. 
Companies are beginning to report data voluntarily, and this could not only bring more issues to 
light, but also be a catalyst for proactivity and positive change. Even with those companies that 
rank well versus their competitors, there is likely still room for improvement. 

Throughout healthcare, inequalities and a lack of diversity mean that people with certain 
characteristics are underrepresented, and their voices remain unheard. Further, there is a major 
need to increase diversity in clinical research, as studies fail to recruit sufficient numbers of 
people from certain ethnic groups, for example. This is an issue where certain diseases are more 
common in specific ethnic groups, or where differences in metabolism of drugs mean changes in 
effectiveness or side effects. 

OVERALL VIEWS TOWARDS THE 
PHARMACEUTICAL INDUSTRY

There are many strong opinions – both positive and negative – voiced online towards the 
pharmaceutical industry10. Negativity is often associated with mistrust and a lack of awareness 
around what the pharmaceutical industry does. Conspiracy theories are also a common point of 
discussion. For example, while there is no evidence to support this theory, some people believe 
that a cure for cancer is deliberately not being found or revealed11,12. Some members of the public 
also believe that pharmaceutical companies are deliberately causing harm through medicines and 
vaccines10. Further supporting this apparent mistrust, a 2019 poll conducted in the United States 
(US) found that the pharmaceutical industry is the most poorly regarded industry, out of the  
25 industries included in the survey13. 

The sense of mistrust against ‘the system’ can be very deep, but is only one of many barriers that can 
influence a patient’s overall perception towards the pharmaceutical industry, including those relating 
to their general healthcare and clinical research. There are barriers to healthcare and clinical research 
that exist across all demographics14-17. These include fear about the side effects of treatments, costs 
(depending on their country and circumstances), location or lack of nearby services, low trust in healthcare 
providers, denial or fear of diagnosis, and previous negative experiences. In clinical trials specifically, 
common barriers to being involved are practical issues such as time and travel, work commitments, care 
commitments such as childcare, benefit/risk ratio, concerns about receiving the placebo and not the 
treatment, lack of awareness that trials exist, and limited understanding of how trials work.
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BARRIERS TO HEALTHCARE AND  
CLINICAL RESEARCH

Barriers to diversity in healthcare and/or clinical research 
may stem from the individual’s values and perspectives, 
or those of healthcare professionals and researchers. 
For the purpose of this review, a summary of barriers is 
presented, relating to ethnicity and culture, age, gender, 
socioeconomic status and health literacy. 

ETHNICITY AND CULTURE

Patients’ expectations, preferences, attitudes and behaviours towards healthcare and clinical 
research are shaped by their cultural and religious values, beliefs, practices and traditions18,19. 
Religious values can create specific barriers to healthcare and clinical trials, including not 
consuming certain ingredients (such as gelatine), the inability to receive blood transfusions 
or products, not being able to take oral medication during fasting, and the belief that God will 
determine health outcomes rather than medicine20,21. Gender-based caregiving also interferes 
with religious ideologies20, for example some men may refuse to be treated by women, and some 
women may be barred from seeing male caregivers. Culture can also play a role in the healthcare 
people wish to receive. People from certain areas or cultures may be more likely to view modern 
medicine as secondary to traditional remedies, which reduces the relevance and value of medical 
advancement. According to studies, these include people of South Asian, Indian, Arabic, black 
Caribbean, black African and Chinese origin, and indigenous Australians21-23. 

Among people with religious and cultural beliefs, those with more traditional values are likely to 
be the hardest to engage with21. This may be because their perspectives are rooted more deeply in 
faith and tradition than in modern medicine. The failure of healthcare providers to recognise and 
understand the importance of these beliefs and values can lead to damaged relationships with 
patients and caregivers. Many patients do indeed feel that their religious and spiritual beliefs are 
dismissed as well as their beliefs concerning alternative medicine24.

Mistrust of healthcare and research is more pronounced in certain ethnic groups than white people, 
particularly black African and Caribbean communities21. The way certain ethnic groups have been 
treated throughout history has left a lasting effect on people’s perceptions of clinical research 
throughout the world, and these views have repeatedly been demonstrated in the UK and the US25-27. 
Exploitation, degradation and dehumanization have emerged as common themes in certain ethnic 
groups versus white people21; this is highlighted by people’s suspicions about ingredients and fear of 
attempts to kill or stunt the development of a group21. Some research suggests that ethnic minority 
patients feel they are labelled according to their differences and treated according to stereotypes24,28. 

One study exploring views of African American and white adults regarding influenza vaccinations 
found that trust in institutions emerged as a significant theme; white people trusted federal 
institutions but questioned their competency, whereas African Americans were less trusting of the 
government and more likely to doubt its motives29. Interestingly, most respondents (white and 
African American, young and old, vaccinated and not), were aligned in distrusting pharmaceutical 
company motives, suspecting that the companies are motivated by profit rather than people’s 
wellbeing29. Another study looked at interpersonal distrust in clinical research (distrust based  
on personal experiences of individuals in healthcare or clinical research) and societal distrust  
(global negative outlook based on society’s perception of healthcare and clinical research).  
African American people were more likely to have high societal distrust than white people.  
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There were no differences of interpersonal distrust between the two groups. However, African 
Americans were significantly more likely than whites to think that they could potentially be used 
as guinea pigs without giving their permission, and to think that healthcare providers prescribe 
treatments as a way of experimenting on people without permission30. This was replicated in 
a study among African American and white parents surrounding their children participating in 
research. This study demonstrated that the extent of parental distrust toward medical research  
was significantly greater among African American versus white parents31.

AGE

Evidence suggests that in clinical research, healthcare professionals may (inadvertently) put up 
barriers to enrolment of older people in clinical trials, such as perception about their treatment 
tolerance and drug metabolism, a lack of evidence for efficacy, and age bias32,33. Older people may also 
put up barriers of their own to joining clinical trials, such as lack of autonomy, concerns about quality 
of life and toxicities, accessibility to clinical trials, and logistical and financial difficulties32. Furthermore, 
older patients are more likely to have pre-existing comorbidities, which could conflict with inclusion 
and exclusion criteria32. Such comorbidities can also result in increased disease burden and symptoms 
that would make people less motivated to join a study. Factors such as mobility and/or ability to travel 
are more relevant in elderly populations, and could prevent or discourage access to healthcare or 
participation in clinical trials34. Elderly people are also more likely to be socially isolated, which could 
mean that they are less likely to find out about clinical trials that are relevant to them.

Younger age can also be a barrier to healthcare and clinical research. A study found that young  
people, including Generation Z (born between mid-1990s and early 2000s; aged between 16 and 23 at 
the time of the study) are less trusting of the pharmaceutical industry compared with baby boomers  
(born between mid-1940s and mid-1960s; aged between 54 and 72 at the time of the study)35. 

GENDER 

Gender inequality in healthcare still exists today across the globe. In the UK, there have been dramatic 
increases in life expectancy, but these are stalling, and in some cases life expectancy is falling for 
women in some areas of England36. Although life expectancies in the US and the UK are greater for 
women than men, data suggest that women live more years of poor health compared with men37,38.

While some studies have proportionately represented both males and females39, most evidence 
suggests that since medical research began, women have been underrepresented40. Because of 
physiological differences between men and women, for example hormonal status, the prevalence, 
diagnosis, severity, and outcomes of conditions may also differ41. For example, women and men 
may present with distinct symptoms for the same condition. Additionally, pharmacokinetic and 
pharmacodynamic differences between men and women can affect treatment outcomes.  
Whether or not such differences are clinically relevant must be investigated to determine optimal 
dosing and ensure safety in women as well as men42. 

Transgender individuals should also not be overlooked within healthcare and clinical trials. Evidence 
shows that transgender individuals experience inequality that often stems from stigma and limited 
understanding, leading to significant barriers in terms of accessing healthcare services43. Other 
issues for transgender people seeking healthcare include financial barriers, discrimination, lack of 
cultural competence by providers, health systems barriers, and socioeconomic barriers44. 

SOCIOECONOMIC STATUS 

In the UK, there are clear inequalities in both length of life and in length of healthy life, which closely 
relate to socioeconomic status and neighbourhood deprivation36. Research has found individuals with a 
lower socioeconomic status are more likely to have poorer health outcomes and lower life expectancy45, 
and that those with lower wealth suffer from greater disease burden than those with greater wealth46. 
In 2014 to 2016, the gap in life expectancy between the most and least deprived areas of England was 
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9.3 years for males and 7.3 years for females37. The elevated mortality rates observed in more deprived 
areas are mostly due to heart disease, lung cancer, and chronic lower respiratory diseases. Smoking and 
obesity are the main risk factors for these diseases, and although smoking prevalence in England has 
declined, people who live in more deprived areas are more likely to smoke than people in areas that are 
wealthier37. Additionally, people living in the most deprived areas spend nearly a third of their lives in 
poor health, compared with only about a sixth for those in the least deprived areas37.

Much research suggests that having a lower socioeconomic status can be a barrier to taking part in 
clinical trials, and that people from more deprived areas are underrepresented in clinical research47-49. 
One study also found that most subjects believed their socioeconomic status influenced the 
treatment they receive, access to care, and patient-provider interaction50. This could affect their trust 
in healthcare and healthcare professionals, erecting another barrier to participating in clinical trials. 

GEOGRAPHICAL LOCATION

An individual’s location in relation to a healthcare setting can be a barrier to healthcare and clinical 
trials, especially if participants are expected to travel to a test site on a regular basis. People living in 
rural areas, particularly, may find it difficult to access sites if they have to rely on public transport, and 
people who work or study full time could find that it’s too far to travel with limited time available. 

The UK has a ‘north/south’ divide, with areas in the south generally being wealthier. While many 
rural areas are more affluent, there are distinct variations between levels of wealth within the 
countryside. Even within the wealthiest areas, both rural and urban, there can be extreme poverty 
and associated ill health and inequalities51. Older age can increase the impact of living in rural or 
coastal areas on income and health inequalities52.

Previous research has found that participation in clinical trials is low among rural communities, 
and investigators report difficulty in recruiting rural individuals. In one study that explored barriers 
among underrepresented people living in rural and urban locations, universal barriers included fear, 
side effects, limited understanding, limited time, and mistrust54. Notably, individuals living in rural 
areas were more conscious of the time commitment involved53.In another study, both providers and 
patients said transportation was a barrier to participation in clinical trials, and this was particularly 
true for low-income urban patients and for those living in rural areas54.

HEALTH LITERACY 

We are now in a digital era where technology is continuously advancing. Despite this, the 
pharmaceutical industry mostly still engages using written word and printed materials, spanning 
information leaflets for vaccines or public health programmes, drug labels, medical device 
instructions, and clinical trial information. This poses an issue when those producing the materials 
do not consider or consult with the intended reader, given that health literacy (the skills, knowledge, 
understanding and confidence to understand and access healthcare) levels are universally low.  
For example, evidence demonstrates that up to 61% of the working age population in England finds 
it difficult to understand health and wellbeing information55. Because health literacy affects how 
people access healthcare, low levels of health literacy can have a huge impact on how likely people 
are to suffer from preventable conditions such as cardiovascular disease, what the outcomes are 
of conditions such as diabetes56,57. Further, literature consistently demonstrates the association 
between lower levels of health literacy and obesity, unhealthy dietary choices, and less exercise58.

Limited health literacy is strongly associated with lower participation rates in clinical research59. 
The use of complex language in study materials (e.g. informed consent forms) can create a barrier 
to participation, particularly for people with lower reading levels, cognitive impairment or English 
as a second language. If people don’t fully understand a study, including the benefits and risks, 
they will be unable to make an informed decision about whether to take part. Bias could also exist 
among healthcare professionals and study recruiters, who may falsely assume that people will not 
understand the study and not attempt to explain it to them.
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THE RATIONALE FOR CHANGE, 
DIVERSITY AND INCLUSION

Inequalities in healthcare and limited diversity in clinical 
research both create potential barriers to clinical trial 
participation. This reduces the diversity in trial populations, 
making the results less relevant to the population who 
will eventually be taking the drugs. The first step in 
overcoming these issues is awareness. The next step is 
to  factor in the perspectives and challenges of different 
stakeholders when considering how to improve diversity 
within healthcare and clinical research. 

CORPORATE RESPONSIBILITY

All companies, particularly large, global organisations, have a corporate responsibility to ensure diversity. 
This spans the employees at all levels including leadership teams, who should ideally represent and 
reflect the people the organisation serves. This is particularly relevant for pharmaceutical companies, 
which affect the global population and ultimately have a huge impact on people’s healthcare and lives. 
Diversity also comes under the umbrella of social justice, which organisations should also be committed 
to. It is important that leaders in the pharmaceutical industry proactively work to overcome barriers 
that people face because of factors such as gender, age and ethnicity.

Some companies are already moving away from the traditional approach of simply measuring 
demographics toward more sophisticated metrics, particularly those that determine the inclusiveness of 
the corporate culture. To truly be diverse and inclusive, all organisations will have to follow this in their 
own long-term strategies. Those creating diversity strategies need to be aware that while diversity itself 
is important, so is a culture that encourages diversity. Including ‘diverse’ people is the first step, but 
strategies must embrace inclusive leadership styles, perspectives and ways of sharing ideas.

MAXIMISED UNDERSTANDING OF CONSUMERS & PATIENTS

In the pharmaceutical industry, diversity plays an increasingly crucial role in preparing to meet the 
needs of a diverse consumer and patient population. Indeed, it seems obvious that a diverse workplace 
would lead to a better understanding of the positioning of a diverse consumer base. If pharmaceutical 
companies maximise how much they understand and connect with a diverse audience, the more likely 
they are to achieve success. But it is important to tackle this in the right way. A diversity and inclusion 
strategy should avoid a one-size-fits-all approach to cultural attitudes, and employees should be 
educated to understand and respect differences across all factors in diversity. 

INCREASED TRUST AMONG THE GENERAL PUBLIC

Even if pharmaceutical companies have a greater understanding of consumers’ and patients’ wants 
and needs, without trust, the industry will achieve limited success. It is clear that there is a lack of 
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trust in the pharmaceutical industry among people with a wide range of characteristics, but this is 
more pronounced in certain groups of people and clearly relates to ethnicity and culture. Since the 
sense of mistrust can be extremely deep, with many people holding strong views, a huge amount 
of work needs to be done to win the trust of the general public. Damage needs to be repaired from 
previous scandals that have led to pharmaceutical companies having a negative reputation.  
A well-considered, sensitive approach is needed to try and overcome mistrust that stems from the 
historical treatment of specific ethnic groups. Those working within the pharmaceutical industry 
need to be made aware of the reasons behind mistrust in order to try and rebuild relationships, 
which will require an education process. Building trust will likely make engaging with the public and 
patients a much easier and successful process.

IMPROVED REPRESENTATION IN CLINICAL RESEARCH

Clinical study populations are not currently representative of intended disease populations, as 
people of certain ethnicities, females and the elderly are typically underrepresented. At the same 
time, the prevalence and ways people respond to treatments can directly correspond to gender,  
age and ethnicity. 

Currently, there is not a full understanding of what treatments work best for these individuals,  
and even after medical research is conducted, the optimal dosing and safety cannot be guaranteed. 
Improving the diversity of clinical trial populations will make the research more robust, safe and 
valid for those concerned. 

Since the lack of diversity in clinical trial populations is clearly evident, there is increasing  
pressure from global regulatory bodies on drug manufacturers to provide evidence of drug safety 
and effectiveness in diverse populations. In July 2019, the FDA published draft guidance on 
enhancing the diversity of clinical trial populations60. The draft guidance includes considerations 
such as broadening eligibility criteria and adopting recruitment strategies that enhance diversity 
and inclusion. 

Broaden eligibility criteria  
to include:

Create recruitment strategies  
that enhance diversity:

The elderly Reduce the burden of trial participation

Children Fewer visits to site

Over- and underweight people Study visits outside school and work time

Individuals with: Virtual site visits

organ dysfunction Cover costs

malignancies Improve enrolment/retention practice

certain infections such as HIV Work with communities

Recruit from more diversion regions

Increase public outreach and education

Make recruitment events accessible

Facilitate the transfer of records between sites

Source: FDA60

In time, regulatory bodies may place greater emphasis on diversity, and it could become an 
essential requirement for product approval and market access. 
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A POSITIVE FINANCIAL IMPACT

Diversity can bring a competitive advantage to business. This is partly due to being able to gather 
a range of perspectives and backgrounds. For those offering solutions and services, a diverse 
workforce is more representative of the target population, and thus employees are more likely to 
have a balanced understanding of consumers’ viewpoints, wants and needs. Supporting this theory, 
evidence shows that the companies with more diverse senior leadership groups are a third more 
likely to outperform their competitors61. Other research suggests that increasing the diversity of 
leadership teams leads to more and better innovation and improved financial performance62, and 
that companies in the top quartile for ethnic and gender diversity are 35% and 15% more likely to 
have financial returns above their respective national industry medians, respectively63. Interestingly, 
there is a general distinction in how different generations view diversity and the impact it can have. 
Research shows that when defining diversity, millennials think beyond demographic differences and 
cite the blending of unique perspectives within a team. In addition, millennial definitions of diversity 
encompass differences in background, experiences and style, and believe that a team that is diverse 
in this sense is more likely to be innovative64. Diversity can be a key element of growth by providing 
access to a variety of different voices, experiences, opinions. Overall, it is evident that diversity has 
a positive effect on corporate success and mixed teams are more successful because they consider 
different experiences and perspectives.

In terms of clinical research, successful patient engagement encompasses engaging with a diverse 
group of people – this being the entire intended treatment population, not just those with certain 
characteristics. Several studies have demonstrated that effective patient engagement can reduce 
or remove the need for protocol amendments, and lead to increased enrolment, adherence and 
retention65-68. In turn, this can result in substantial cost savings, thus making patient engagement 
a method of improving the cost-effectiveness of research and development65-68. Alongside this, 
research suggests that patient engagement improves study sponsors’ reputations and results in 
greater regulatory success65,69. In order to maximise these predicted benefits, diversity must be 
considered within a patient engagement strategy. 
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CONCLUSIONS AND FUTURE 
RECOMMENDATIONS

This review has just touched on some of the evidence 
surrounding diversity in the pharmaceutical industry, 
healthcare and clinical research, and still suggests that 
diversity needs to improve across the board. An inside out 
strategy, guided by the inner strengths, capabilities and 
diversity of the organisation, should be considered. 

This strategy could firstly help improve and educate on diversity within pharmaceutical 
organisations, and secondly, increase diversity within healthcare and clinical trials. Patient 
engagement needs to consider diversity so that the pharmaceutical industry is truly engaging with 
everyone who is relevant. The benefits of this will be broad and deep across commercial aspects 
of the pharmaceutical industry and in terms of improving representation. Organisations may need 
support from external partners to drive diversity initiatives forward, and collaborations and sharing 
best practices will be vital. As we can expect to see a formal shift in the regulation of diversity 
within clinical research, it is imperative that pharmaceutical companies begin their quests to 
improve diversity as early as possible, to ensure they are prepared.
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