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Abstract: The adherence of type 2 diabetes mellitus (DM2) patients with an individual care plan
(ICP) is often not satisfactory, nor does it allow for a significant improvement in outcome, because of
poor accessibility to services, poor integration of pathway articulations, poor reconciliation with the
patient’s life, or the lack of a constant reference person. The purpose of this study was to evaluate
the contribution of community pharmacists and pharmacy services in improving adherence with
periodic controls in DM2. The study was conducted at a rural pharmacy. A sample of 40 patients
was calculated with respect to a historical cohort and subsequently enrolled. Clinical and personal
data were collected in an electronic case report form. Pharmacists acting as a case manager followed
patients carrying out their ICP developed by an attending physician. Some of the activities foreseen
by the ICP, such as electrocardiogram, fundus examination, and self-analysis of blood and urine,
were carried out directly in the pharmacy by the pharmacist through the use of telemedicine services
and point of care units. Activities that could not be performed in the pharmacy were booked by the
pharmacist at the accredited units. Examination results were electronically reported by the pharmacist
to the attending physician. The primary endpoint was the variation in patient adherence with the
ICP compared to a historical cohort. Secondary endpoints were variation in waiting time for the
examinations, mean percentage change in glycated hemoglobin (HbA1c) and low-density lipoprotein
(LDL) cholesterol levels and blood pressure, impact on healthcare-related costs, and perceived quality
of care. Adherence to the ICP significantly increased. Waiting times were reduced and clinical
outcomes improved with conceivable effects on costs. Patients appreciated the easier access to services.
Community pharmacists and pharmacy services represent ideal actors and context that, integrated
in the care network, can really favor ICP adherence and obtain daily morbidity reduction and cost
savings through proper disease control and an early diagnosis of complications.
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1. Introduction

Type 2 diabetes (DM2) is the most common form of diabetes, representing almost 90% of
all cases of the disease. According to the International Diabetes Federation [1], today, there are
globally about 463 million people suffering from diabetes mellitus, and this number will reach
700 million by 2045. Globally, diabetes mellitus is one of the main determinants of morbidity, mortality,
and healthcare-related costs due to its numerous and serious complications.

Recent pharmacoeconomic studies published by Sole24ore [2] showed that half of the direct
diabetes-related costs are due to hospitalizations, and about one-half are due to drugs, especially those
used for the treatment of complications. Thus, better disease control and the tight prevention of any
complications through careful and close monitoring could represent an effective tool to reduce any
negative clinical and economic impact at the individual and system level. For this reason, in many
countries, clinical care pathways (CCPs) and subsequent individual care plans (ICPs) have been
developed. However, patient adherence with an ICP is often not satisfactory, nor does it allow for a
significant improvement in outcome.

In Italy, an interesting research project coordinated by the Health and Social Agency of the Emilia
Romagna region [3] explored facilitating factors and barriers to the adherence of diabetic patients to
CCPs. Among the obstacles, they listed:

• Poor accessibility to controls,
• Poor integration of the different pathway articulations,
• Poor reconciliation with the patient’s life and work rhythms.

Among the facilitating factors, they highlighted: the presence of a constant reference person with
relational and listening skills who is able to motivate patients and give answers on several fronts.

Indeed, most management models present in Italy involve services provided on an outpatient
basis at the hospital and/or health-district level; thus, they are accessible only in the daytime and not
on weekends, and they are subject to shift rotations.

On such a basis, studying new management models could be a way of overcoming the critical
organizational issues highlighted above and of guaranteeing the ability to meet needs expressed by
patients who are also seeking new figures, such as community pharmacists and new structures, such as
innovative telemedicine technologies, to support traditional ones. Indeed, there is evidence of how case
management, combined with telemedicine services, can significantly improve clinical outcomes [4–6].

In Italy, since 2009, community pharmacists have been given the opportunity to take part in
the management of patients with chronic diseases, and to provide telemedicine services, urinalysis,
and blood self-analysis, creating expanded pharmacy services. However, to date, no projects have been
carried out demonstrating the real potential of this model. Community pharmacies, in fact, could be
the perfect partner for the management of chronic patients thanks to their convenience, daily hourly
availability, and provided services.

The main objective of this pilot study was to explore the unexpressed potential of pharmacy services
and, above all, of community pharmacists in the management of chronic diseases, i.e., type 2 diabetes,
alongside general and specialist medical practitioners in order to sustainably improve the current
quality of diabetes care.

2. Materials and Methods

2.1. Design

This is an observational, prospective, monocentric, non-controlled, nonprofit (without any
economic financing) pilot study, lasting 12 months (November 2018–October 2019).

The primary endpoint of the study was variation in patient adherence with the ICP.
Enrolled patients were followed by community pharmacists acting as case managers in the setting
of pharmacy services; they were compared to a historical cohort that was traditionally managed.
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The historical cohort was that from the previously mentioned study conducted by the Health and
Social Agency of the Emilia Romagna region, in which the degree of adherence to the ICP was 0.6%.

The variation in patient adherence to the ICP was calculated using the following equation:
patients who performed the scheduled checks at 3, 6, and 12 months/total patients enrolled × 100.

Secondary endpoints of the study were as follows:

• Variation in waiting time for obtaining an appointment for the examinations included in the ICP;
• Mean percentage change in glycated hemoglobin (HbA1c) and low-density lipoprotein (LDL)

cholesterol levels, and blood pressure;
• Reduction in healthcare-related costs;
• Improvement in perceived quality of care.

2.2. Sample and Setting

Sample size was calculated as a function of adherence to all CCP controls measured in a historical
cohort of the Emilia Romagna region (0.6%) with the aim of raising the percentage of adherence to
18%, with an error of α = 0.05 and a statistical power (error 1-β) of 95%. The calculated sample of
20 patients was doubled to 40 to remedy any abandonment or withdrawal of consent during the
study. All participants gave their informed consent for inclusion before they participated in the study.
The inclusion criteria were as follows: (1) age > 18 years old; (2) diagnosis of type 2 diabetes mellitus;
and (3) ability to express informed consent.

This study was conducted at a rural community pharmacy operating under an agreement with
the Italian National Health System. Eight general practitioners and two specialists in diabetes care
from the local health unit were also involved.

2.3. Intervention

The study design included the following phases:
Phase 1—patients screening: Patients with inclusion characteristics were identified and enrolled.
Phase 2—enrollment confirmation and definition of ICP: Enrollment was reported to one’s

attending physician and a request was made to fill in the ICP. Each attending physician provided for
the insertion of personal data and clinical history of their patients in an electronic case report form
(CRF), as reported in the next paragraph.

Phase 3—pharmacist case management activities and data collection: a community pharmacist
acting as case manager followed any patient carrying out the examinations required by the ICP, drawn up
by their attending physician according to the regional CCP. Electrocardiogram, fundus examination
and self-analysis of blood and urine (glycated hemoglobin, lipids, and microalbuminuria) were carried
out directly in the pharmacy by the pharmacist through the use of telemedicine services and point of
care units. Activities that could not be performed in the pharmacy were booked by the pharmacist
at the accredited units. Examination results were electronically reported by the pharmacist to the
attending physician as soon as they were available.

Phase 4—measurement of perceived quality and analysis of results: An anonymous questionnaire
was administered to patients to measure the perceived quality. Subsequently, after 12 months, the collected
data was analyzed.

2.4. Data Collection

For any patient, the following clinical and personal data were collected in an electronic case report
form (CRF), shared with attending physicians:

• General information (gender, age, etc.);
• Clinical history;
• Vital signs and blood analysis on entry;
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• List of exams and procedures required by ICP;
• Results of examinations performed according to ICP;
• Answers to the perceived quality-assessment questionnaire.

2.5. Data Analysis

Biohumoral and clinical parameters, and the adherence to prescribed examinations were assessed
every 3–6 months depending on the ICP. Variation in waiting time for due examinations was calculated
by constantly monitoring the waiting times released by the booking centers of the local healthcare unit
during the study period. Economic evaluation was performed by comparing the costs of the study
model (pharmacy-based) with those of the traditional one (hospital-based), including savings derived
from the estimated reduction in complications and the increase in drug expenses to achieve better
disease control. Perceived quality was evaluated using a short anonymous questionnaire administered
to all enlisted subjects at the end of the study, aimed at verifying if the model overcame the critical
issues that emerged from the research carried out by the Health and Social Agency of the Emilia
Romagna region.

All categorical variables measured in this study are reported as absolute numbers and percentages.
Continuous variables are reported as mean and standard deviation or median and interquartile range
(IQR), depending on the normal or non-normal distribution of the data. Differences were analyzed
using chi-squared tests, t-tests for unpaired data, or Mann–Whitney U tests, depending on the nature
of the variable. Any difference with p < 0.05 was considered statistically significant.

2.6. Ethical Considerations

The study was conducted in accordance with the Declaration of Helsinki, and the protocol was
approved by the Ethics Committee Campania Sud (authorization no. 169; 31 October 2018) and
registered on clinicaltrials.gov (NCT03752567).

3. Results

3.1. Patient Characteristics

Forty patients (50% female; mean age, 64.5 ± 9.53 years) were enrolled. The study population’s
descriptive data are summarized in Table 1.

Table 1. Patient characteristics at baseline (n = 40).

Characteristics n (%)

Demographic data
Sex, female 20 (50)

Age, mean (SD) 64.5 (9.53)
Health status

Comorbidities, median (SD)
(HIV infection, Dementia, Neoplasm, Liver disease,

Kidney disease, Peripheral vascular disease,
Respiratory disease, Cardiovascular disease, Disease of the

nervous system, Non-neoplastic hematological diseases,
Rheumatic diseases, Gastro-entero-pancreatic diseases,

other disease)

2.0 (1.8)

Stage of diabetic disease
Reduced glucose tolerance 6 (15)
Altered fasting blood sugar 2 (5)

Type 2 diabetes without organ complications 15 (38)
Type 2 diabetes with chronic complications 17 (43)

clinicaltrials.gov


Pharmacy 2020, 8, 193 5 of 9

3.2. Primary Endpoint

Adherence of the enrolled patients to the ICP (primary study endpoint) was 98% in the first quarter
and 100% in the remaining three quarters (p < 0.00001) compared to the historical reference cohort.

3.3. Secondary Endpoints

The use of technologies based on specialist teleconsultation and remote reporting allowed
for performing diagnostic tests approximately 120 days in advance (ECG, 117.2 days (SD 57.63);
fundus oculi, 120 days (SD 50.2)) in comparison with the local health unit.

The mean percentage change in biological and clinical parameters between the start and the end
of the study (0–12 months) was −4% for HbA1c (SD ± 5), −10% for LDL cholesterol (SD ± 7), −13% for
systolic blood pressure (BPSys) (SD ± 4), and −9% for diastolic blood pressure (BP Dia) ((SD ± 2),
with maximal reductions of −7% for HbA1c between the first and second quarters (3–6 months),
and −17% for LDL cholesterol in the first semester (0–6 months). Further details are shown in Figure 1.
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Assuming that these percentage changes would result in a 10% reduction in complications and an
increase in drug expenses, as estimated by Marcellusi et al. [7], they would result in savings of EUR
10,000/year on average for every 40 patients (see details in Table 2).

Table 2. Economic impact of pharmacist-based model. Change in costs as a function of continuous
monitoring of glycated hemoglobin (Hba1c), microalbuminuria (M-ALB), low-density lipoprotein
(LDL) cholesterol (COL.), and blood pressure (BP).

Base Case Hba1c Hba1c + M-ALB Hba1c + M-ALB + COL. Hba1c + M-ALB + COL. + BP

EUR 92,770.80 EUR 88,867.08 EUR 84,159.65 EUR 81,404.08 EUR 83,011.5

The multiple-choice questionnaire investigating perceived quality revealed that better patient
information and easier accessibility to services, as reported by 80% of the participants (see details in
Table 3), were the strengths of our model.
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Table 3. Results of perceived quality assessment.

Questions Answers

% N Choice

Are you aware of the investigations that need to be
carried out every year to control disease and

chronic complications?

93 37 Yes

7 3 No

Who informed you about the therapeutic diagnostic
path to follow?

30 12 General practitioner
90 36 Community pharmacist
10 4 Medical specialist

In the past two years, did you carry out all the
planned checks?

78 31 Yes
22 9 No

From your experience with this study, do you believe that
pharmacists can be the most suitable figure to follow you

during your treatment and control of the disease?

100 40 Yes

0 0 No

What did you like most about the pharmacists’ activities
during the study?

23 9 Self-analysis
28 11 Telemedicine services
13 5 Reminder services
15 6 Counseling services
28 11 Constant availability

28 11 Clarity of provided
information

80 32 Ease of access to services

4. Discussion

Patients with type 2 diabetes mellitus represent a particular kind of chronic patient who has little
awareness of the potential evolution of the disease due to poor symptomatology, scarce information
(mainly in the initial stages), and the unavailability of an easily accessible and motivational
reference person.

According to data on adherence available in Italy, to successfully manage such patients, it is
necessary to completely rearrange the care model to ensure a case manager who can constantly follow
the patient, resolve any doubt, and guide them with respect to their ICP. Easy access to diagnostic
activities to better control the disease and prevent complications is also mandatory. Patients need easy,
streamlined models of care, able to satisfy disease-related needs at any time of the day and under any
circumstances. In fact, current management models do not fit well with the hectic lifestyles of our time.

The management model, i.e., the object of our study, showed strong impact on adherence to the
ICP; 98% of enrolled patients performed all examinations included in the ICP within the first quarter,
while 100% performed all examinations in the remaining three quarters.

Improvements in clinical and biological parameters, as shown in Figure 1, were highest when the
interaction between general practitioner and pharmacist was stronger, as, in Italy, pharmacists are not
allowed to prescribe drugs or refer patients directly to medical specialists; this role applies only to
general practitioners (GPs). Patients assigned to more collaborative GPs showed improved disease
control within the second quarter, which was maintained until the end of the study, while the trend of
decline in others who continued to worsen was determined after the second quarter. Furthermore,
the vacancy of the position of director at the local diabetes center negatively impacted clinical endpoints
after the second quarter.

As highlighted by the United Kingdom Prospective Diabetes Study Group [8], a reduction in
glycated hemoglobin values of 1%, resulting from the intensive control of blood glucose values,
is directly connected to a reduction in the relative risk of microvascular complications (−37%),
death from diabetes (−21%), and myocardial infarction (−14%). Thus, any management model, such as
this one, which is able to significantly reduce the incidence of complications, can have strong impact
on patient morbidity, mortality, quality of life, and healthcare-related costs.

Pharmacist activity, historically associated with final control over medical prescriptions,
has evolved over time. They have developed new skills, aimed at creating so-called pharmacy
services, representing a reality where pharmacists become actors in a new version of medicine.
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Community pharmacists and pharmacy services represent yet unexploited potential in the
management of chronic patients, particularly diabetics. Taking on the role of case manager for
patients suffering from type 2 diabetes mellitus, pharmacists could achieve tangible improvements in
terms of adherence to controls and therapies, as well as in terms of clinical and economic outcomes,
thanks to the convenient diffusion of pharmacies, their hourly availability, the skills possessed by
pharmacists, and the innovative services they can offer, such as telemedicine services. In this scenario,
pharmacists do not replace any other actors of the current multidisciplinary chronic care team; instead,
they integrate into it without generating excessive additional costs, i.e., new hires, since, in countries
like Italy, community pharmacists already act in agreement with the national health service. Thus,
the integration of community pharmacists in the case management of type 2 diabetes could represent
the sustainable key for the long-awaited dehospitalization of chronic patients, which has been talked
about for a long time without finding concrete and relatively inexpensive solutions.

Evidence regarding the involvement of pharmacists in the chronic management of type 2 diabetic
patients is limited and heterogeneous, albeit positive. In general, in studies where pharmacists were
involved in the diabetes care team, a significant improvement in therapeutic outcomes, and a reduction
in hospitalizations and consumption of resources were observed [9–16]. These effects are more evident
when prescription abilities are ascribed to the pharmacist (an activity not allowed by Italian law).
With regard to telemedicine in pharmacy, most experiences reported in the literature refer to the
telemonitoring of blood glucose levels [17] in rural and isolated areas [18–20]. However, point-of-care
(PoC) equipment and remote-reporting systems (electrocardiogram, ocular fundus, etc.) have reached
a maturity that allows for them to be used without reserve in the clinical management of patients.

The present study investigated a completely new scenario in which community pharmacists
worked as case managers of type 2 diabetes patients, with the pharmacy becoming a sort of smart
clinic. The study was carried out in a rural setting; however, given the ubiquitous presence of chronic
patients and the congestion of healthcare units, its potential can also be appreciated in urban areas.
A workload reduction in healthcare units, achieved through the integration of pharmacy services in
the CCP, would allow for more time for the care of patients who require further investigation rather
than screening for complications, as well as a reduction in costs related to personnel and infrastructure.
Furthermore, the opportunity to have examinations done at any time of day certainly allows for an
improvement in the adherence of patients to their ICP, the rapid identification of complications, and the
early start of appropriate treatment, as clearly shown in our assessment of perceived quality.

Finally, this study can be a model for other countries for several reasons:
1. The services of telemedicine and self-analysis of blood and urine through the use of point

of care units are now spread fairly evenly in the various countries of the world within the network
of pharmacies.

2. The management of type 2 diabetes mellitus appears to be almost similar in different countries
in relation to the clinical and instrumental tests that the patient must carry out for the control of the
disease and the prevention of complications.

The monometric nature of our study and the small number of enrolled patients, even if statistically
adequate, represent the biggest limitation of our study, the results of which need to be confirmed on a
larger scale. Furthermore, the high prevalence of type 2 diabetes and the limited healthcare offered in
Campania (study area) do not allow for the immediate generalizability of the study results. A further
limitation is represented by the country-specific role of pharmacists in the national health system
(employee or agreement), as, in Italy, pharmacists neither have the ability to administer prescriptions
nor refer patients directly to medical specialists.

Some model limitations are:
The high cost of equipment for the provision of telemedicine and self-analysis services,

which smaller pharmacies with fewer users may find difficult to sustain.
The lack, at present, of an adequate training course for the management of patients with type

2 diabetes.
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The lack of integration of community pharmacies into chronic disease management programs.

5. Conclusions

To the best of our knowledge, this is the first study conducted in Italy testing the putative role
of pharmacists as case managers in the setting of diabetes. Community pharmacists and pharmacy
services represent ideal actors and context that, integrated in the clinical pathway, can really favor ICP
adherence, and obtain a daily morbidity reduction and cost savings through proper disease control
and an early diagnosis of complications. As demonstrated by this pilot study, having a constant
reference figure in one’s daily life, and being able to easily access diagnostic activities are key factors
for adherence to the ICP of type 2 diabetic patients.

The adoption of a model such as the one under study could have the following implications in:
Education: a reorganization of the university courses of study of the faculty of pharmacy in order

to provide pharmacists with the appropriate skills to become the case manager of the patient suffering
from type 2 diabetes mellitus.

Research: the possibility of having an increasing number of clinical cases available as a consequence
of the greater adherence to check-ups, and consequently being able to use the data collected for the
improvement of clinical paths, technologies, and drug therapies.

Policy Making: the possibility of creating more streamlined care paths thanks to increased
accessibility to services which, in the long term, would allow the generation of economic savings useful
for the continuous improvement of the National Health Service.

Author Contributions: Conceptualization, methodology, investigation, and data curation, R.L.R.; formal analysis,
M.L.R.; resources, D.P., N.S., F.G., L.B., and P.G.; writing—original draft preparation and supervision, G.L.R.
All authors have read and agreed to the published version of the manuscript.

Funding: This research did not receive any specific grant from funding agencies in the public, commercial,
or not-for-profit sectors.

Acknowledgments: The authors thank all the patients, general practitioners, and diabetes doctors involved in
the study.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. International Diabetes Federation. IDF Diabetes Atlas. 2017. Available online: https://diabetesatlas.org/

upload/resources/material/20200106_152211_IDFATLAS9e-final-web.pdf (accessed on 10 January 2020).
2. Sole24Ore, Il Costo Della Malattia Diabetica. 2018. Available online: https://www.sanita24.ilsole24ore.

com/art/focus-diabete/2018-06-27/il-costo-malattia-diabetica-105318.php?uuid=AE02hEDF (accessed on 10
February 2020).

3. Regione Emilia Romagna. Cause di non aderenza al Percorso Diagnostico-terapeutico Assistenziale
del Diabete Mellito: Uno Studio Quali-Quantitativo per il Miglioramento Report Finale Giugno. 2018.
Available online: http://assr.regione.emilia-romagna.it/pubblicazioni/rapporti-documenti/report-pdta-diabete-
2018/@@download/publicationFile/report%20diabete%20finale.pdf (accessed on 10 February 2020).

4. Capoccia, K.; Odegard, P.S.; Letassy, N. Medication Adherence With Diabetes Medication: A Systematic
Review of the Literature. Diabetes Educ. 2016, 42, 34–71. [CrossRef] [PubMed]

5. Omboni, S. Connected Health in Hypertension Management. Front. Cardiovasc. Med. 2019, 6, 76. [CrossRef]
[PubMed]

6. McAlister, F.A.; Majumdar, S.R.; Padwal, R.S.; Fradette, M.; Thompson, A.; Buck, B.; Dean, N.; Bakal, J.A.;
Tsuyuki, R.; Grover, S.; et al. Case management for blood pressure and lipid level control after minor stroke:
Prevention randomized controlled trial. Can. Med. Assoc. J. 2014, 186, 577–584. [CrossRef] [PubMed]

7. Marcellusi, A.; Viti, R.; Sciattella, P.; Aimaretti, G.; De Cosmo, S.; Provenzano, V.; Tonolo, G.; Mennini, F.S.
Economic aspects in the management of diabetes in Italy. BMJ Open Diabetes Res. Care 2016, 4, e000197.
[CrossRef] [PubMed]

https://diabetesatlas.org/upload/resources/material/20200106_152211_IDFATLAS9e-final-web.pdf
https://diabetesatlas.org/upload/resources/material/20200106_152211_IDFATLAS9e-final-web.pdf
https://www.sanita24.ilsole24ore.com/art/focus-diabete/2018-06-27/il-costo-malattia-diabetica-105318.php?uuid=AE02hEDF
https://www.sanita24.ilsole24ore.com/art/focus-diabete/2018-06-27/il-costo-malattia-diabetica-105318.php?uuid=AE02hEDF
http://assr.regione.emilia-romagna.it/pubblicazioni/rapporti-documenti/report-pdta-diabete-2018/@@download/publicationFile/report%20diabete%20finale.pdf
http://assr.regione.emilia-romagna.it/pubblicazioni/rapporti-documenti/report-pdta-diabete-2018/@@download/publicationFile/report%20diabete%20finale.pdf
http://dx.doi.org/10.1177/0145721715619038
http://www.ncbi.nlm.nih.gov/pubmed/26637240
http://dx.doi.org/10.3389/fcvm.2019.00076
http://www.ncbi.nlm.nih.gov/pubmed/31263703
http://dx.doi.org/10.1503/cmaj.140053
http://www.ncbi.nlm.nih.gov/pubmed/24733770
http://dx.doi.org/10.1136/bmjdrc-2016-000197
http://www.ncbi.nlm.nih.gov/pubmed/27843551


Pharmacy 2020, 8, 193 9 of 9

8. King, P.; Peacock, I.; Donnelly, R. The UK Prospective Diabetes Study (UKPDS): Clinical and therapeutic
implications for type 2 diabetes. Br. J. Clin. Pharmacol. 2001, 48, 643–648. [CrossRef] [PubMed]

9. Gerber, B.S.; Rapacki, L.; Castillo, A.; Tilton, J.; Touchette, D.R.; Mihailescu, D.; Berbaum, M.; Sharp, L.K.
Design of a trial to evaluate the impact of clinical pharmacists and community health promoters working
with African-Americans and Latinos with Diabetes. BMC Public Health 2012, 12, 891. [CrossRef] [PubMed]

10. Brophy, L.; Williams, A.; Berman, E.J.; Keleti, D.; Michael, K.E.; Shepherd, M.; Fox, S.A.; Jacobs, C.;
Tan-Torres, S.; Gelzer, A.D.; et al. Collaborative DTM reduces hospitalization and healthcare costs in patients
with diabetes treated with polypharmacy. Am. J. Manag. Care 2014, 20, e72–e81. [PubMed]

11. Davidson, M.B. The effectiveness of nurse- and pharmacist-directed care in diabetes disease management:
A narrative review. Curr. Diabetes Rev. 2007, 3, 280–286. [CrossRef] [PubMed]

12. Wubben, D.P.; Vivian, E.M. Effects of Pharmacist Outpatient Interventions on Adults with Diabetes Mellitus:
A Systematic Review. Pharmacother. J. Hum. Pharmacol. Drug Ther. 2008, 28, 421–436. [CrossRef] [PubMed]

13. Wheat, L.; Roane, T.E.; Connelly, A.; Zeigler, M.L.; Wallace, J.L.; Kim, J.-H.; Segal, R. Using a
pharmacist–community health worker collaboration to address medication adherence barriers. J. Am.
Pharm. Assoc. 2020. [CrossRef] [PubMed]

14. Pousinho, S.; Morgado, M.; Plácido, A.I.; Roque, F.; Falcão, A.; Alves, G. Clinical pharmacists’ interventions
in the management of type 2 diabetes mellitus: A systematic review. Pharm. Pract. 2020, 18, 2000. [CrossRef]
[PubMed]

15. Schindler, E.; Hohmann, C.; Culmsee, C. Medication Review by Community Pharmacists for Type 2 Diabetes
Patients in Routine Care: Results of the DIATHEM-Study. Front. Pharmacol. 2020, 11, 1176. [CrossRef]
[PubMed]

16. Frederick, A.; Juan, J.; Ivy, D.; Maldonado, Y.M. Effect of Visit Frequency of Pharmacist-Led Diabetes
Medication Management Program. J. Pharm. Pract. 2020. [CrossRef] [PubMed]

17. Littauer, S.L.; Dixon, D.L.; Mishra, V.; Sisson, E.M.; Salgado, T.M. Pharmacists providing care in the outpatient
setting through telemedicine models: A narrative review. Pharm. Pract. 2017, 15, 1134. [CrossRef]

18. Barr, P.J.; McElnay, J.C.; Hughes, C.M. Connected health care: The future of health care and the role of the
pharmacist. J. Eval. Clin. Pract. 2010, 18, 56–62. [CrossRef] [PubMed]

19. Drab, S.R. Translating clinical guidelines into clinical practice: Role of the pharmacist in type 2 diabetes
management. J. Am. Pharm. Assoc. 2009, 49, e152–e162. [CrossRef]

20. Nye, A.M. A Clinical Pharmacist in Telehealth Team Care for Rural Patients with Diabetes. N. C. Med. J.
2017, 78, 183–184. [CrossRef] [PubMed]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1046/j.1365-2125.1999.00092.x
http://www.ncbi.nlm.nih.gov/pubmed/10594464
http://dx.doi.org/10.1186/1471-2458-12-891
http://www.ncbi.nlm.nih.gov/pubmed/23088168
http://www.ncbi.nlm.nih.gov/pubmed/24773329
http://dx.doi.org/10.2174/157339907782330058
http://www.ncbi.nlm.nih.gov/pubmed/18220688
http://dx.doi.org/10.1592/phco.28.4.421
http://www.ncbi.nlm.nih.gov/pubmed/18363526
http://dx.doi.org/10.1016/j.japh.2020.08.021
http://www.ncbi.nlm.nih.gov/pubmed/32943338
http://dx.doi.org/10.18549/PharmPract.2020.3.2000
http://www.ncbi.nlm.nih.gov/pubmed/32922572
http://dx.doi.org/10.3389/fphar.2020.01176
http://www.ncbi.nlm.nih.gov/pubmed/32903568
http://dx.doi.org/10.1177/0897190020948685
http://www.ncbi.nlm.nih.gov/pubmed/32830604
http://dx.doi.org/10.18549/PharmPract.2017.04.1134
http://dx.doi.org/10.1111/j.1365-2753.2010.01522.x
http://www.ncbi.nlm.nih.gov/pubmed/20698917
http://dx.doi.org/10.1331/JAPhA.2009.08181
http://dx.doi.org/10.18043/ncm.78.3.183
http://www.ncbi.nlm.nih.gov/pubmed/28576957
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Design 
	Sample and Setting 
	Intervention 
	Data Collection 
	Data Analysis 
	Ethical Considerations 

	Results 
	Patient Characteristics 
	Primary Endpoint 
	Secondary Endpoints 

	Discussion 
	Conclusions 
	References

