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Abstract: Introduction: Type 2 diabetes mellitus (T2DM) is a major public health challenge, particularly in set-
tings where pharmacists remain primarily dispensing-oriented. This study evaluated the impact of a pharmacist-led 
multidimensional advisory intervention on cardiometabolic outcomes in patients with T2DM. Methodology: A 
quasi-experimental study with control and intervention groups was conducted in a community pharmacy in Bosnia 
and Herzegovina. Forty adult patients were allocated to usual care (n=20) or a four-month pharmacist-led programme 
including nutrition education, lifestyle counselling, physical activity, and continuous support (n=20). Body mass in-
dex (BMI), fasting blood glucose (FBG), and blood pressure were measured at baseline and follow-up, while HbA1c 
was assessed in the intervention group, limiting between-group comparisons. Results: Significant reductions in BMI 
(p=0.002), FBG (p=0.026), and HbA1c (p=0.001) were observed in the intervention group, whereas no significant 
improvements were detected in the control group. Conclusion: These findings provide preliminary evidence that 
pharmacist-led advisory interventions may improve metabolic control in patients with T2DM.

Keywords: Type 2 diabetes mellitus; community pharmacy; pharmacist-led intervention; lifestyle counselling; body 
mass index; fasting blood glucose; HbA1c; blood pressure; cardiometabolic risk; chronic disease management

INTRODUCTION
Diabetes mellitus (DM) is one of the most significant chronic non-communicable diseases of the mod-

ern era, characterised by a continuously increasing prevalence and substantial public health, economic, and 
social consequences. According to estimates by the International Diabetes Federation, more than 415 million 
people worldwide are currently living with diabetes, with projections indicating an increase to approximately 
642 million by 2040. Type 2 diabetes accounts for over 90% of all diagnosed cases (Farooqi et al., 2022).

The greatest burden of the disease affects the working-age population, while more than 80% of 
individuals with diabetes reside in low- and middle-income countries, where access to preventive and 
therapeutic interventions is often limited (Galicia-Garcia et al., 2020). These epidemiological trends clearly 
underscore diabetes mellitus as a major and growing challenge for contemporary health systems.

Diabetes mellitus is a chronic condition that requires lifelong treatment, regular monitoring, and 
sustained patient engagement. Effective management relies on an integrated approach combining pharma-
cotherapy, continuous medical care, and structured lifestyle modification interventions. Patient education 
plays a pivotal role in diabetes management by enhancing disease-related knowledge, self-management 
skills, and responsible health behaviours. Substantial evidence demonstrates that adequate patient educa-
tion contributes to improved glycemic control, reduced risk of microvascular and macrovascular compli-
cations, and overall improvement in quality of life among individuals with diabetes (Ahmed et al., 2021; 
Khan et al., 2021). The burden of diabetes also extends to psychological and social domains of quality of 
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life, where emotional distress and social functioning are frequently impaired among patients with diabetes 
mellitus (Grujić-Vujmilović & Gavrić, 2014).

Modern diabetes management is founded on a multidisciplinary, patient-centred approach in which 
individuals with diabetes are actively involved in therapeutic decision-making and treatment implementation. 
Within this framework, pharmacists play an increasingly important role owing to their high accessibility, fre-
quent patient contact, and expertise in pharmacotherapy. Globally, pharmacists rank as the third-largest group 
of health care professionals, following physicians and nurses (Ahmed et al., 2021; Khan et al., 2021).

In well-developed health care systems, pharmacists deliver comprehensive pharmaceutical care, encom-
passing patient counselling and education, support for medication adherence, and the identification and preven-
tion of drug-related problems. Conversely, in many developing and transitional health systems, pharmacists’ 
roles remain largely confined to medication dispensing, with limited involvement in chronic disease manage-
ment, despite the growing prevalence and burden of diabetes mellitus (Ahmed et al., 2021; Khan et al., 2021).

As readily accessible health care providers, community pharmacists represent integral members of 
the multidisciplinary health care team involved in the management of type 2 diabetes mellitus (T2DM). 
Their accessibility within the community enables early identification of patients requiring additional medi-
cal evaluation and facilitates timely referral to appropriate healthcare providers (Hassan et al., 2023; Lang-
hinrichsen-Rohling et al., 2023). Evidence suggests that pharmacist-led interventions and community phar-
macy–based models are associated with improved glycaemic control and optimisation of pharmacotherapy, 
contributing to more individualised management of patients with type 2 diabetes (Jahangard-Rafsanjani et 
al., 2014; Sharp et al., 2017). Moreover, pharmacist-led medication therapy management and adherence-
enhancing interventions have been associated with significant improvements in glycaemic control and 
broader clinical outcomes among individuals with type 2 diabetes (Taveira et al., 2010). 

Pharmaceutical interventions in diabetes management encompass a broad spectrum of activities, 
including patient counselling on appropriate medication use, identification and prevention of adverse drug 
reactions and clinically relevant drug–drug interactions, and support for self-monitoring of blood glucose. 
In addition, pharmacists provide structured education on lifestyle modifications, such as healthy dietary 
practices, regular physical activity, weight management, and smoking cessation. Effective collaboration 
between pharmacists and other health care professionals is therefore essential, as a coordinated, multidisci-
plinary approach increases the likelihood of achieving and maintaining optimal glycemic control and con-
tributes to a reduction in overall cardiometabolic risk (American Association of Diabetes Educators, 2019; 
Brewster et al., 2020; Cooney et al., 2022; Kent et al., 2013).

In Bosnia and Herzegovina, including the cantons of the Federation of Bosnia and Herzegovina, pharma-
cists currently have a limited role in the management of diabetes mellitus. The majority of pharmacists are em-
ployed in community pharmacies, health care institutions, or pharmaceutical companies, where their professional 
activities are predominantly focused on medication dispensing and the provision of basic therapeutic information. 
This practice indicates a substantial underutilization of pharmacists’ potential in chronic disease management.

Given the growing body of evidence demonstrating the positive effects of pharmacist-led interven-
tions on glycaemic control, treatment adherence, and health-related quality of life, further development and 
rigorous evaluation of care models in which pharmacists assume an expanded advisory and educational role 
within primary care settings appear warranted (Ali et al., 2012; Antoine et al., 2014; Dwiputri et al., 2020; 
Krass & Hoti, 2019). Such models may be particularly relevant in health systems facing an increasing burden 
of type 2 diabetes mellitus (T2DM).

The present study aims to assess the impact of pharmacist-led advisory interventions on health out-
comes in patients with T2DM, with a specific focus on lifestyle-related counselling targeting dietary habits 



104 www.qol-au.com

Amra Nuhanović, et al.
Impact of a Pharmacist-Led Multidimensional Advisory Intervention on Cardiometabolic Outcomes in Patients With Type 2 Diabetes Mellitus: A Quasi-Experimental Study Quality of Life (2026) 17(3-4):102-113

and physical activity.
Accordingly, the study objectives and hypotheses are defi ned as follows:
Does the pharmacist-led advisory interventions infl uence body mass index (BMI) in patients with T2DM?
Hypothesis 1: Pharmacist-led advisory interventions are associated with a statistically signifi cant 

change in BMI among patients with T2DM.
Does the pharmacist’s advisory intervention impact blood pressure regulation in patients with T2DM?
Hypothesis 2: Pharmacist-led advisory interventions result in statistically signifi cant changes in 

systolic and diastolic blood pressure values among patients with T2DM.
Does the pharmacist’s advisory intervention impact glycemic regulation in patients with T2DM?
Hypothesis 3: Pharmacist-led advisory interventions are associated with statistically signifi cant 

changes in glycemic values among patients with T2DM.

METHODOLOGY
Research Design
This study employed a quasi-experimental, prospective cohort design with control and intervention groups. 

It was conducted between November 2022 and April 2023 at the Public Health Institution City Pharmacy Cazin. 
Baseline anthropometric, clinical, lifestyle, and treatment-related characteristics were collected for 

both groups prior to the intervention to assess comparability between groups. Continuous variables were 
expressed as mean ± standard deviation or median with interquartile range, as appropriate, while categori-
cal variables were presented as number and percentage. Between-group comparisons at baseline were per-
formed using the independent-samples t-test or Mann–Whitney U test for continuous variables and the 
chi-square test or Fisher’s exact test for categorical variables. These variables were included for descriptive 
purposes only and were not considered outcome measures.

Study Participants
Adults of both sexes aged 18 years or older with a confi rmed diagnosis of type 2 diabetes mellitus 

were included in the study. The diagnosis was established by a specialist in internal medicine or a subspe-
cialist in endocrinology. 

Figure 1. Flow diagram of participant recruitment, allocation, and analysis
Source: Authors
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At baseline, the study sample consisted of 40 participants, who were allocated to two groups: 
-- control group (n = 20), comprising patients who received usual health care without additional 

pharmaceutical intervention, and 
-- intervention group (n = 20), comprising patients who, in addition to usual health care, partici-

pated in a four-month pharmacist-led education and counselling programme. 
Participants were allocated to the control and intervention groups using a non-random, conveni-

ence-based sequential assignment, reflecting the real-world setting of community pharmacy practice.
During the study period, three participants from the intervention group withdrew; therefore, the 

final analysis included 17 participants in the intervention group and 20 participants in the control group 
(Figure 1).

Inclusion and exclusion criteria
Inclusion criteria were: adults aged ≥18 years with a confirmed diagnosis of type 2 diabetes mel-

litus, receiving pharmacological treatment, and able to participate in counselling sessions. Exclusion crite-
ria included pregnancy, severe comorbid conditions, inability to participate in follow-up, and patients not 
receiving diabetes therapy.

Pharmaceutical Intervention Program
The pharmaceutical intervention program was implemented over a four-month period and consisted 

of structured educational and counselling activities. The intervention included:
-- educational lectures on appropriate nutrition for diabetes management,
-- workshops focused on healthy lifestyle modification,
-- organised physical activity, comprising a total of 6 kilometres of walking during the intervention 

period,
-- continuous online communication via a Viber group,
-- individual face-to-face consultations with a pharmacist at the pharmacy.

Data collection and measurement 

Figure 2. Process of data collection in the control and intervention groups
Source: Authors

Data were collected at two time points: at the beginning of the study (baseline measurement) and 
after four months. The following variables were measured in both groups (Figure 2): 
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-- body mass index (BMI), 
-- systolic and diastolic blood pressure
-- fasting blood glucose.

Due to logistical and financial constraints, HbA1c was measured only in the intervention group, 
which limits direct comparison of long-term glycaemic control between groups.

Measurement of anthropometric and clinical parameters
Anthropometric and clinical parameters were assessed at baseline and at the end of the study. Body 

mass index (BMI) was determined for all participants and calculated using the following formula:

Body height and mass were measured using standardised anthropometric procedures. 
Arterial blood pressure (systolic and diastolic) was measured on the left arm using the standard Ko-

rotkov auscultatory method after at least 5 minutes of rest in a seated position. Blood pressure values were 
expressed in millimetres of mercury (mmHg).

Biochemical Analyses
Blood samples were collected in the early morning after an overnight fast. Fasting blood glucose 

levels were measured from capillary blood using an Accu-Chek Active glucometer (Roche Diagnostics, 
Mannheim, Germany) and expressed in millimoles per litre (mmol/L). 

Glycosylated haemoglobin (HbA1c) levels were measured exclusively in the intervention group 
using the Quo-Lab HbA1c analyser (EKF Diagnostics, Cardiff, UK). HbA1c values were expressed as 
percentages (%) and in millimoles per mole (mmol/mol), in accordance with International Federation of 
Clinical Chemistry (IFCC) recommendations. 

Statistical Data Processing
Statistical analyses were performed using IBM SPSS Statistics for Windows, Version 21.0 (IBM 

Corp., Armonk, NY, USA). Continuous variables are presented as mean ± standard deviation for normally 
distributed data or as median with interquartile range (IQR; 25th–75th percentile) for non-normally distrib-
uted data. Categorical variables are presented as absolute and relative frequencies.

The normality of data distribution was assessed using the Shapiro–Wilk test. Comparisons of con-
tinuous variables before and after the intervention were performed using the paired Student’s t-test or the 
Wilcoxon signed-rank test, as appropriate. Differences between groups were analysed using the independ-
ent-samples Student’s t-test or the Mann–Whitney U test, depending on data distribution. Categorical vari-
ables were compared using the chi-square test or Fisher’s exact test, when applicable.

All statistical tests were two-tailed, and statistical significance was set at p < .05.
Due to the nature of the intervention, blinding of participants and providers was not feasible; how-

ever, outcome measurements followed standardised procedures to minimise bias.

RESULTS
Table 1 presents the sociodemographic and clinical characteristics of the participants. No statisti-

cally significant differences were observed between the control and intervention groups regarding gender 
(p = .549), educational level (p = .128), employment status (p = .250), or place of residence (p = 1.000). 
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Table 1. Baseline sociodemographic characteristics of participants in the control and intervention groups

Variable
Group

p-valueControl (n=20) Intervention (n=17)
N (%) N (%)

Gender 
Male 9 (45.0) 6 (35.3)

.549
Female 11 (55.0) 11 (64.7)

Educational at-
tainment

Lower education 10 (50.0) 5 (29.4)
.128Secondary education 10 (50.0) 8 (47.1)

Higher education (college/university) 0 (0.0) 4 (23.6)

Employment 
status

Employed 7 (35.0) 2 (11.8)
.250Unemployed 5 (25.0) 5 (29.4)

Retired 8 (40.0) 10 (58.8)
Place of resi-
dence

Urban 11 (55.0) 9 (52.9)
1.000

Rural 9 (45.0) 8 (47.1)

Source: Authors
Note: Values are presented as n (%) unless otherwise indicated Between-group categorical variables were compared using the 
chi-square test or Fisher’s exact test, and between-group continuous variables using the independent-samples t test or Mann–
Whitney U test. M = mean; SD = standard deviation; p-value refers to the comparison before and after the intervention (paired 
analysis).

Table 2. Baseline clinical characteristics of participants in the control and intervention groups

Variable Group p-value
Control  (n=20) Intervention (n=17)

N (%) N (%)
Body weight (kg), M ± SD 88.2 ± 10.26 86.76 ± 4.52 .765
Body height (cm), M ± SD 167.30 ± 7.32 170.76 ± 8.62 .195
Fasting Blood Glucose at Diagnosis (mmol/L), me-
dian (IQR)

10.0 
(8.0–19.0)

15,0 
(7.9–19.75) .869

Physically active (more than 30 minutes daily) 17 (85.0) 14 (82.4) .587
Meals per day, median (IQR) 3 (3.0-4.0) 4 (4.0-4.75) .060
Special diet adherence 8 (40.0) 9 (52.9) .430

Treatment modality

Oral antidiabetic drugs 11 (55.0) 4 (23.5)

.071Oral antidiabetic drugs + in-
sulin 6 (30.0) 10 (58.5)

Insulin therapy 3 (15.0) 3 (17.6)

Source: Authors
Note: Values are presented as n (%) unless otherwise indicated. Between-group categorical variables were compared using the 
chi-square test or Fisher’s exact test, and between-group continuous variables using the independent-samples t test or Mann–
Whitney U test. M = mean; SD = standard deviation; IQR = interquartile range; p-value refers to the comparison before and 
after the intervention (paired analysis).

The mean body mass index (BMI) in the control group was 31.54 ± 3.75 at baseline and did not 
change significantly after four months (31.45 ± 3.70; p = .724). In the intervention group, the mean BMI 
decreased from 29.22 ± 5.05 at baseline to 28.53 ± 4.80 four months after the intervention, and this change 
was statistically significant (p = .002) (Figure 3).
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Figure 3. Mean fasting body mass index (BMI) in the control and intervention groups before and after the intervention (n = 20 
(control), n = 17 (intervention))

Source: Authors
Note: Results are presented as mean ± standard deviation (M ± SD); p-value refers to the comparison before and after the 
intervention (paired t-test / Wilcoxon signed-rank test)

The control group’s median fasting blood glucose at baseline was 10.70 (7.85–13.30) and did not 
change signifi cantly after four months, when it was 10.60 (9.15–12.02) (p = .970). In contrast, the inter-
vention group’s median fasting blood glucose decreased signifi cantly from 9.20 (7.20–10.95) before the 
intervention to 7.60 (6.50–9.50) after the intervention (p = .026) (Figure 4). 

The median HbA1c value in the intervention group was 7.85 (6.45–9.37) before the intervention 
and decreased to 6.85 (6.02–8.00) after the intervention (p = .001) (Table 2).

Figure 4. Median fasting blood glucose values in the control and intervention groups before and after the intervention
Source: Authors
Note: Data are presented as median with interquartile range (25th–75th percentiles); p-value refers to the comparison before 
and after the intervention (paired t-test / Wilcoxon signed-rank test)

In the control group, median systolic blood pressure increased from 138.35 (125.50–155.75) at 
baseline to 150.0 (140.0–160.0) after four months (p = .005), whereas no change was observed in the inter-
vention group [140.0 (122.5–160.0) vs. 140.0 (136.0–162.5); p = .523] (Figure 5, Panel A). 
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Table 3. Median (interquartile range) HbA1c values in the intervention group before and after the intervention

Time point HbA1c
Medina (%)

Interquartile 
range 

(25th–75th)
p-value

Before intervention 7.85 6.45–9.37
.001

After intervention 6.85 6.02–8.00

Source: Authors
Note: Data are presented as median with interquartile range (25th–75th percentiles); p-value refers to the comparison before 
and after the intervention (paired analysis).

Median diastolic blood pressure showed no significant changes in either group over time. In the 
control group, values increased from 79.50 (70.0–90.0) to 85.50 (75.0–97.50) (p = .191), while in the inter-
vention group values decreased from 85.0 (78.50–97.50) to 81.0 (77.0–93.5) (p = .571) (Figure 5, Panel B). 

Figure 5. Changes in systolic and diastolic blood pressure in the control and intervention groups over time

Source: Authors
Note: Panel A shows systolic blood pressure, and Panel B shows diastolic blood pressure in the control and intervention groups 
before and after the intervention. Data are presented as median and interquartile range (25th–75th percentiles). p-values refer to 
within-group comparisons over time.

DISCUSSION
Diabetes mellitus is a chronic metabolic disease that presents a growing global burden and has sig-

nificant consequences for morbidity, mortality, and quality of life. Effective diabetes management requires 
a combination of pharmacological and non-pharmacological strategies, with education and self-care sup-
port serving as essential components of long-term disease control. Pharmacists, given their accessibility, 
frequent patient interactions, and expertise in pharmacotherapy, are well-positioned to deliver advisory 
and educational interventions. Pharmaceutical interventions have been shown to improve multiple clinical 
outcomes in individuals with diabetes, including glycaemic control, body mass index, lipid profile, and 
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blood pressure, and to enhance medication adherence and health-related quality of life (Ali et al., 2012; 
Antoine et al., 2014; Pousinho et al., 2016). Evidence suggests that pharmacist-led interventions are asso-
ciated with measurable improvements in body mass index and glycaemic control, including reductions in 
HbA1c, alongside improvements in other cardiometabolic parameters (Ali et al., 2012; Antoine et al., 2014; 
Pousinho et al., 2016). Previous regional research has shown that diabetes mellitus significantly affects both 
psychological and social aspects of quality of life, further emphasising the importance of comprehensive 
patient support models (Grujić-Vujmilović & Gavrić, 2014).

The pharmacists’ advisory roles in real-world settings may represent an effective model of patient 
support, particularly in health systems where pharmacists’ involvement in chronic disease management 
remains underutilised.

In our study, the pharmacist-led intervention consists of nutrition counselling, education and recom-
mending appropriate physical activity. 

Our interventions are associated with statistically significant changes in body mass index (BMI) 
among patients with type 2 diabetes mellitus (T2DM) (H1 accepted). Systematic reviews and meta-analyses 
have demonstrated that pharmacist-led interventions are associated with significant reductions in HbA1c 
and improvements in other cardiometabolic parameters, including body mass index (Aguiar et al., 2016; 
Pousinho et al., 2016). In addition, pharmacists frequently collaborate with other healthcare profession-
als within multidisciplinary teams. Evidence suggests that coordinated, team-based care models involving 
pharmacists are associated with improved metabolic and cardiovascular outcomes, indicating that inte-
grated care approaches may enhance intervention effectiveness (Carter et al., 2015; Pousinho et al., 2016). 
Furthermore, studies have shown that ongoing monitoring and regular touchpoints with pharmacists have 
been associated with significant improvements in BMI and diabetes-related outcomes (Pousinho et al., 
2016; Aguiar et al., 2016).

Hypothesis 2 is partially supported in our findings: the mean systolic blood pressure in the interven-
tion group remains at 140 mmHg, while the mean diastolic blood pressure decreases from 85 to 81 mmHg. 
These findings indicate that, following the intervention, most patients in the intervention group exhibited 
systolic and diastolic blood pressure values approaching recommended targets; the observed reduction in 
diastolic blood pressure is consistent with evidence demonstrating that pharmacist-led interventions con-
tribute to improved blood pressure control within team-based care models (Carter et al., 2009; Santschi 
et al., 2014). According to contemporary international guidelines, blood pressure targets for patients with 
diabetes mellitus should be individualised. For most adults, a target of <130/80 mmHg is recommended 
when it can be safely achieved, whereas less stringent targets (<140/90 mmHg) may be appropriate for 
older individuals or those with multiple comorbidities (American Diabetes Association, 2024; McEvoy et 
al., 2024; Williams et al., 2018; World Health Organization, 2021). In evaluating the efficacy of pharmacist-
led programs, systematic reviews and randomised controlled trials have reported significant reductions 
in systolic and diastolic blood pressure, alongside improvements in patient-reported outcomes, including 
satisfaction and health-related quality of life (Ali et al., 2012; Antoine et al., 2014; Pousinho et al., 2016).

Fasting blood glucose (FBG) is used to assess glycaemic control, and HbA1c levels reflect the aver-
age blood glucose concentrations over the past two to three months in patients with T2DM. The interven-
tion was associated with statistically significant changes in fasting blood glucose (FBG) among patients 
with type 2 diabetes mellitus (T2DM) in the intervention group (H3 accepted). 

The literature indicates that diverse interventions, including structured lifestyle modification pro-
grammes and pharmacist-led coordinated care models, are associated with statistically significant reduc-
tions in fasting blood glucose among patients with type 2 diabetes mellitus (Gong et al., 2021; Langhinrich-
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sen-Rohling et al., 2023; Azmiardi et al., 2021). Additionally, a significant change in HbA1c, an indicator of 
average glycemia, is observed in the intervention group in the early weeks and months (before intervention 
7,85 [6,45–9,37] vs after intervention 6,85 [6,02–8,00]; p=0.001). These findings are clinically relevant 
because a moderate, as even moderate reduction in HbA1c is associated with a lower risk of diabetic com-
plications and a better health-related quality of life. Multiple studies corroborate that even modest decreases 
in HbA1c can lead to significant improvements in health outcomes. A 1% reduction in HbA1c has been as-
sociated with a 37% decrease in the risk of microvascular complications and a 14% reduction in myocardial 
infarction risk, underscoring the critical importance of glycaemic control in diabetes management (Stratton 
et al., 2000). Furthermore, achieving target HbA1c levels can positively influence health-related quality of 
life (HRQoL), as evidenced by studies linking better glycaemic control with improved patient outcomes 
and psychosocial well-being (Azmiardi et al., 2021; Sindhu & Jayakumar, 2023). From a public health 
perspective, integrating pharmacist-led advisory services into chronic disease management may be a cost-
effective, scalable strategy to enhance patient-centred diabetes care. Evidence from structured prevention 
programmes has demonstrated favourable clinical and economic outcomes, particularly among high-risk 
populations (Grujić-Vujmilović et al., 2025; World Health Organization, 2021).

Strengths and Limitations
This study has several important strengths. Conducting the research in a real-world community 

pharmacy setting enhances ecological validity and practical relevance, as the findings reflect routine clini-
cal practice rather than controlled experimental conditions. This is consistent with evidence supporting 
community pharmacy–based models in chronic disease management, particularly diabetes, through ex-
panded pharmacist roles within structured service frameworks (Hassan et al., 2023; Teoh et al., 2024). The 
multidimensional intervention—integrating structured education, individual counselling, organised physi-
cal activity, and digital communication—reflects comprehensive chronic care principles. Similar integrated 
approaches have been associated with improvements in BMI, glycaemic control, and self-management 
capacity among patients with type 2 diabetes mellitus (Aguiar et al., 2016; Azmiardi et al., 2021; Pousinho 
et al., 2016).

The inclusion of a control group strengthened comparative analysis, and clinically meaningful out-
comes—including BMI, fasting blood glucose, blood pressure, and HbA1c—were assessed in line with 
internationally recognised diabetes and cardiovascular risk control targets (American Diabetes Association, 
2024; McEvoy et al., 2024; Stratton et al., 2000). Importantly, the study provides context-specific evidence 
from Bosnia and Herzegovina, where pharmacist-led chronic disease management services remain under-
developed within primary care structures.

However, several limitations should be acknowledged. The quasi-experimental design without ran-
domisation restricts causal inference and does not exclude residual confounding. The relatively small sam-
ple size reduces statistical power and limits generalisability. A four-month follow-up may not adequately 
capture the long-term sustainability of behavioural and metabolic improvements. Furthermore, HbA1c was 
assessed only in the intervention group, limiting between-group comparison of long-term glycaemic con-
trol. This limitation should be considered when interpreting the magnitude of the intervention effect on 
long-term glycaemic control.

The potential influence of the Hawthorne effect and the single-site design may further affect exter-
nal validity. Accordingly, the findings should be interpreted as preliminary evidence from a pilot explora-
tory study rather than a definitive efficacy trial.

From a health system perspective, these findings support the integration of pharmacist-led advisory ser-
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vices into primary healthcare in Bosnia and Herzegovina. Expanding the role of community pharmacists through 
structured chronic disease management programmes may contribute to improved access to care, reduced burden 
on physicians, and more efficient utilisation of healthcare resources. Such task-shifting approaches align with 
ongoing health system strengthening and primary care reform initiatives in transitional settings.

CONCLUSION
Pharmacist-led advisory interventions delivered in a community pharmacy setting were associated 

with improvements in key cardiometabolic parameters among patients with type 2 diabetes mellitus. Re-
ductions in BMI, fasting blood glucose, and HbA1c, alongside stabilised blood pressure values, suggest that 
structured lifestyle-oriented counselling and ongoing support may enhance metabolic control.

Although larger randomised studies with extended follow-up are required to confirm long-term sus-
tainability and broader applicability, these findings provide preliminary support for expanding the role of 
community pharmacists in chronic disease management. Integrating pharmacist-led services into primary 
care may represent a feasible and scalable strategy for strengthening patient-centred diabetes management 
and optimising health system resource utilisation.

REFERENCES
Aguiar, P. M., Brito, G. C., Lima, T. M., Santos, A. P., Lyra, D. P. (2016). Investigating sources of heterogeneity in randomized controlled trials of the 

effects of pharmacist interventions on glycemic control in type 2 diabetic patients: A systematic review and meta-analysis. PLoS ONE, 11(3), 
e0150999. https://doi.org/10.1371/journal.pone.0150999

Ahmed, A., Saqlain, M., Tanveer, M., Blebil, A. Q., Dujaili, J. A., & Hasan, S. S. (2021). The impact of clinical pharmacist services on patient health 
outcomes in Pakistan: A systematic review. BMC Health Services Research, 21(1), 859. https://doi.org/10.1186/s12913-021-06897-0 

Ali, M., Schifano, F., Robinson, P., Phillips, G., Doherty, L., Melnick, P., Laming, L., Sinclair, A., & Dhillon, S. (2012). Impact of community phar-
macy diabetes monitoring and education programme on diabetes management: A randomized controlled study. Diabetic Medicine, 29(9), 
e326–e333. https://doi.org/10.1111/j.1464-5491.2012.03725.x

American Association of Diabetes Educators. (2019). Role of the diabetes educator in inpatient diabetes management. The Diabetes Educator, 45(1), 
60–65.https://doi.org/10.1177/0145721718820944 

American Diabetes Association. (2024). Cardiovascular disease and risk management: Standards of care in diabetes—2024. Diabetes Care, 47(Suppl. 
1), S179–S218. https://doi.org/10.2337/dc24-S010

Antoine, S. L., Pieper, D., Mathes, T., & Eikermann, M. (2014). Improving the adherence of type 2 diabetes mellitus patients with pharmacy care: A 
systematic review of randomized controlled trials. BMC Endocrine Disorders, 14, 53. https://doi.org/10.1186/1472-6823-14-53

Azmiardi, A., Murti, B., Febrinasari, R., & Tamtomo, D. (2021). The effect of peer support in diabetes self-management education on glycemic control 
in patients with type 2 diabetes: a systematic review and meta-analysis. Epidemiology and Health, 43, e2021090. https://doi.org/10.4178/epih.
e2021090

Brewster, S., Holt, R., Portlock, J., & Price, H. (2020). The role of community pharmacists and their position in the delivery of diabetes care: An update 
for medical professionals. Postgraduate Medical Journal, 96(1138), 473–479.https://doi.org/10.1136/postgradmedj-2020-137511 

Carter, B. L., Rogers, M., Daly, J., Zheng, S., & James, P. A. (2009). The potency of team-based care interventions for hypertension: A meta-analysis. 
Archives of Internal Medicine, 169(19), 1748–1755.https://doi.org/10.1001/archinternmed.2009.316

Cooney, E., O’Riordan, D., & McSharry, J. (2022). Pharmacists’ perceived role in supporting diabetes education and self-management in Ireland: A 
qualitative study. HRB Open Research, 4, 20.https://doi.org/10.12688/hrbopenres.13192.2 

Dwiputri, A. W., Pristianty, L., & Hermansyah, A. (2020). Pharmacist contributions in the treatment of diabetes mellitus in Southeast Asia: A narrative 
review. Journal of Basic and Clinical Physiology and Pharmacology, 30(6).* https://doi.org/10.1515/jbcpp-2019-0322

Farooqi, A., Gillies, C., Sathanapally, H., Abner, S., Seidu, S., Davies, M. J., Polonsky, W. H., & Khunti, K. (2022). A systematic review and meta-
analysis to compare the prevalence of depression between people with and without type 1 and type 2 diabetes. Primary Care Diabetes, 16(1), 
1–10. https://doi.org/10.1016/j.pcd.2021.11.001

Galicia-Garcia, U., Benito-Vicente, A., Jebari, S., Larrea-Sebal, A., Siddiqi, H., Uribe, K. B., Ostolaza, H., & Martín, C. (2020). Pathophysiology of 
type 2 diabetes mellitus. International Journal of Molecular Sciences, 21(17), 6275. https://doi.org/10.3390/ijms21176275

Gong, Q., Zhang, P., Wang, J., Gregg, E., Cheng, Y., Li, G., & Bennett, P. (2021). Efficacy of lifestyle intervention in adults with impaired glucose 
tolerance with and without impaired fasting plasma glucose: A post hoc analysis ofDa Qing Diabetes Prevention Outcome Study. Diabetes 
Obesity and Metabolism, 23(10), 2385-2394. https://doi.org/10.1111/dom.14481

Grujić-Vujmilović, D., & Gavrić, Ž. (2014). Kvalitet života pacijenata sa diabetes mellitusom – socijalni domen zdravlja. Sanamed, 9(2), 151–159. 
https://doi.org/10.5937/sanamed1402151G

Grujić-Vujmilović, D., Veljković, K., Gavrić, Ž., & Popović-Pejičić, S. (2025). Cost-effectiveness of prevention program for type 2 diabetes mellitus 



113

Amra Nuhanović, et al. 
Impact of a Pharmacist-Led Multidimensional Advisory Intervention on Cardiometabolic Outcomes in Patients With Type 2 Diabetes Mellitus: A Quasi-Experimental Study	 Quality of Life (2026) 17(3-4):102-113

in high risk patients in the Republic of Srpska, Bosnia and Herzegovina. The Libyan journal of medicine, 20(1), 2437226. https://doi.org/10.
1080/19932820.2024.2437226 

Hassan, F., Hatah, E., Ali, A., & Wen, C. (2023). The intervention strategies and service model for pharmacist-led diabetes management: a scoping 
review. BMC Health Services Research, 23(1). https://doi.org/10.1186/s12913-022-08977-1

Jahangard-Rafsanjani Z, Sarayani A, Nosrati M, Saadat, N., & Javadi, M. (2014). Effect of a Community Pharmacist–Delivered Diabetes Support Pro-
gram for Patients Receiving Specialty Medical Care: A Randomized Controlled Trial: A Randomized Controlled Trial. The Diabetes Educator, 
41(1): 127-135. https://doi:10.1177/0145721714559132

Kent, D., D’Eramo Melkus, G., Stuart, P. M., McKoy, J. M., Urbanski, P., Boren, S. A., Coke, L., Winters, J. E., Horsley, N. L., Sherr, D., & Lipman, 
R. (2013). Reducing the risks of diabetes complications through diabetes self-management education and support. Population health manage-
ment, 16(2), 74–81. https://doi.org/10.1089/pop.2012.0020

Khan, A. H., Iqbal, M. Z., Syed Sulaiman, S. A., Ibrahim, A., Azmi, N. S. B. Y., Iqbal, M. S., & Albassam, A. A. (2021). Impact of Pharmacist-led 
Educational Intervention on Predictors of Diabetic Foot at Two Different Hospitals of Malaysia. Journal of pharmacy & bioallied sciences, 
13(1), 108–115. https://doi.org/10.4103/jpbs.JPBS_475_20

Krass, I., & Hoti, K. (2019). Pharmaceutical care in type 2 diabetes. In F. Alves da Costa, J. van Mil, & A. Alvarez-Risco (Eds.), The pharmacist’s guide 
to implementing pharmaceutical care. Springer. https://doi.org/10.1007/978-3-319-92576-9_8

Langhinrichsen‐Rohling, J., Richie, F., Kelley, M., Selwyn, C., Archer, S., & Blejwas, E. (2023). Charitable Pharmacies as Catalysts for Coordinated 
Care: Pharmacist Management of Blood Glucose Among Under-Resourced Patients With Type 2 Diabetes. Health Promotion Practice, 25(2), 
254-262. https://doi.org/10.1177/15248399221115082

McEvoy, J. W., McCarthy, C. P., Bruno, R. M., Brouwers, S., Canavan, M. D., Ceconi, C., Christodorescu, R. M., Daskalopoulou, S. S., Ferro, C. J., 
Gerdts, E., Hanssen, H., Harris, J., Lauder, L., McManus, R. J., Molloy, G. J., Rahimi, K., Regitz-Zagrosek, V., Rossi, G. P., Sandset, E. C., 
Scheenaerts, B., Staessen, J. A., Uchmanowicz, I., Volterrani, M., Touyz, R. M., & ESC Scientific Document Group. (2024). 2024 ESC guide-
lines for the management of elevated blood pressure and hypertension: Developed by the task force on the management of elevated blood 
pressure and hypertension of the European Society of Cardiology (ESC) and endorsed by the European Society of Endocrinology (ESE) and 
the European Stroke Organisation (ESO). European Heart Journal, 45(38), 3912–4018. https://doi.org/10.1093/eurheartj/ehae178

Pousinho, S., Morgado, M., Falcão, A., & Alves, G. (2016). Pharmacist interventions in the management of type 2 diabetes mellitus: A system-
atic review of randomized controlled trials. Journal of Managed Care & Speciality Pharmacy, 22(5), 493–515.https://doi.org/10.18553/
jmcp.2016.22.5.493

Santschi, V., Chiolero, A., Burnier, M., & Colosimo, A. L. (2014). Impact of pharmacist care in the management of cardiovascular disease risk fac-
tors: A systematic review and meta-analysis of randomized trials. Archives of Internal Medicine, 171(16), 1441–1453.https://doi.org/10.1001/
archinternmed.2011.399

Sharp, L. K., Tilton, J. J., Touchette, D. R., Xia, Y., Mihailescu, D., & Ragucci, K. R. (2017). Community pharmacy interventions to improve diabetes 
outcomes: A systematic review. Annals of Pharmacotherapy, 51(10), 847–861. https://doi.org/10.1002/phar.2058 

Sindhu, L. and Jayakumar, B. (2023). Association Between Glycemic Control and Quality of Life Among Patients with Type 2 Diabetes Mellitus 
Attending a Tertiary Care Center in South India. International Journal of Research and Review, 10(3), 279-282. https://doi.org/10.52403/
ijrr.20230331

Stratton, I. M., Adler, A. I., Neil, H. A. W., Matthews, D. R., Manley, S. E., Cull, C. A., Hadden, D., Turner, R. C., & Holman, R. R. (2000). Association 
of glycaemia with macrovascular and microvascular complications of type 2 diabetes (UKPDS 35): Prospective observational study. BMJ, 
321(7258), 405–412. https://doi.org/10.1136/bmj.321.7258.405

Taveira, T. H., Friedmann, P. D., Cohen, L. B., Dooley, A. G., Khatana, S. A., Pirraglia, P. A., & Wu, W. C. (2010). Pharmacist-led group medical ap-
pointment model in type 2 diabetes. The Diabetes educator, 36(1), 109–117. https://doi.org/10.1177/0145721709352383

Teoh, K., Ng, C., Chong, C., Cheong, W., Ng, Y., Bell, J., & Lee, S. (2024). A digital health-supported and community pharmacy-based lifestyle inter-
vention program for adults with pre-diabetes: a study protocol for a cluster randomised controlled trial. BMJ Open, 14(10), e083921. https://
doi.org/10.1136/bmjopen-2024-083921

Williams, B., Mancia, G., Spiering, W., Agabiti Rosei, E., Azizi, M., Burnier, M., Clement, D. L., Coca, A., de Simone, G., Dominiczak, A., Kahan, 
T., Mahfoud, F., Redon, J., Ruilope, L., Zanchetti, A., Kerins, M., Kjeldsen, S. E., Kreutz, R., Laurent, S., Lip, G. Y. H., McManus, R., 
Narkiewicz, K., Ruschitzka, F., Schmieder, R. E., Shlyakhto, E., Tsioufis, C., Aboyans, V., Desormais, I., & ESC Scientific Document Group. 
(2018). 2018 ESC/ESH guidelines for the management of arterial hypertension: The task force for the management of arterial hypertension of 
the European Society of Cardiology (ESC) and the European Society of Hypertension (ESH). European Heart Journal, 39(33), 3021–3104. 
https://doi.org/10.1093/eurheartj/ehy339

World Health Organization. (2021). Guideline for the pharmacological treatment of hypertension in adults. https://www.who.int/publications/i/
item/9789240033986

Recived: April 20, 2026
Revised: June 3, 2026

Accepted: June 5, 2026

This work is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.


