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Abstract: The objective of this project was to collect and analyze information about work systems
and processes that community pharmacy-medical clinic partnerships used for implementing the
Patient-Centered HIV Care Model (PCHCM). Paired collaborations of 10 Walgreens community
pharmacies and 10 medical clinics were formed in 10 cities located throughout the United States that
had relatively high HIV prevalence rates and existing Walgreens HIV Centers of Excellence. Patient
service provision data and most significant change stories were collected from key informants at
each of the clinic and pharmacy sites over an 8 week period in 2016 and through in-depth phone
interviews. Written notes were reviewed by two authors (J.C.S. and O.W.G.) and analyzed using
the most significant change technique. The findings showed that half of the partnerships (n = 5)
were unable to fully engage in service implementation due to external factors or severe staff turnover
during the project period. The other half of the partnerships (n = 5) were able to engage in service
implementation, with the most impactful changes being related to strong patient care systems,
having a point person at the clinic who served as a connector between sites, and having pharmacists
integrated fully into the health care team.

Keywords: HIV; pharmacist; implementation; Patient-Centered HIV Care Model; pharmacy;
viral suppression; retention in care; adherence; antiretroviral

1. Introduction

In August 2014, the Centers for Disease Control and Prevention (CDC), Walgreens Corporation,
and the University of North Texas Health Science Center implemented the Patient-Centered Human
Immunodeficiency Virus (HIV) Care Model (PCHCM). A full description of the model has been
published [1] and only elements pertinent to this analysis are included herein. The model provided
pharmacist-led medication therapy management (MTM) [2] services combined with collaborative
communication between clinic providers and community pharmacists. Paired collaborations of
10 Walgreens community pharmacies and 10 medical clinics (comprised primarily of HIV care

Pharmacy 2020, 8, 125; doi:10.3390/pharmacy8030125 www.mdpi.com/journal/pharmacy

http://www.mdpi.com/journal/pharmacy
http://www.mdpi.com
https://orcid.org/0000-0002-3582-4451
https://orcid.org/0000-0003-1869-9908
http://www.mdpi.com/2226-4787/8/3/125?type=check_update&version=1
http://dx.doi.org/10.3390/pharmacy8030125
http://www.mdpi.com/journal/pharmacy


Pharmacy 2020, 8, 125 2 of 9

providers) were formed in 10 cities located throughout the United States that had relatively high HIV
prevalence rates and existing Walgreens HIV Centers of Excellence.

During implementation of the PCHCM, clinics shared information with pharmacies including
(1) complete medication lists, (2) medical problems lists, (3) lab test results (e.g., VL and CD4),
(4) social history (e.g., tobacco use), and (5) immunization history. Pharmacies used this information to
develop and implement patient services including (1) medication therapy management (MTM), (2) lab
monitoring, (3) refill monitoring/retention of care, (4) medication adherence support, and (5) ancillary
services (e.g., specialized packaging, delivery, and insurance consults).

For the PCHCM, medication therapy management (MTM) was operationalized as “medical care
provided by pharmacists whose aim is to optimize drug therapy and improve therapeutic outcomes
for patients” [2]. For this project, MTM included performing patient assessment, targeted and/or
comprehensive medication review, formulating a medication treatment plan, monitoring efficacy and
safety of medication therapy, enhancing medication adherence through patient empowerment and
education, and documenting and communicating MTM services to clinic providers (e.g., prescribers)
in order to maintain comprehensive patient care.

Part of the evaluation for the PCHCM since 2016 has focused on clinical and economic outcomes
including retention in care [1], medication adherence [3], viral suppression [3], cost of service [4], and
cost effectiveness [4]. With these evaluations completed, another important question to ask relates to
the implementation of this program at each respective site. Each of the 10 pharmacy–clinic partnerships
was allowed to develop and customize the communication and collaboration strategies that best
applied existing strengths at their locations. Thus, the 10 pharmacy–clinic partnerships varied in
terms of these characteristics and created an opportunity for further evaluation into implementation
strategies at the dyadic level. Such information would be helpful for development of this patient care
model in other settings. Thus, the objective of this specific analysis of the PCHCM was to describe
the various work systems and processes that pharmacy–clinic partnerships used for implementation
of a program that had the goals of improving retention in care, antiretroviral adherence, and viral
suppression in persons with HIV.

2. Materials and Methods

2.1. Program Evaluation Framework

The Program Evaluation Framework [5] was used for guiding the description and interpretation
of implementation strategies. This framework affords the opportunity to understand how a program
works—how it produces the results that it does. This perspective can provide recommendations for:

• Increasing the impact of the care model.
• Improving delivery mechanisms to be more efficient and reduce waste.
• Providing information for promoting the care model to communities and sponsors.
• Deciding which models should be retained or expanded.
• Replicating effective models elsewhere.

Within the Program Evaluation Framework [5] context, the Systems Engineering Initiative
for Patient Safety (SEIPS) Model [6] was used for categorizing key characteristics of each clinic
and each pharmacy that help describe the work systems, processes of care, and outcomes of
interest for each site. This model was developed by the UW-Madison, Center for Quality and
Productivity Improvement (http://cqpi.engr.wisc.edu/seips_model) and was successfully applied in
similar evaluations of community pharmacy partnerships in the areas of hospice care [7] and cognitive
pharmaceutical services [8].

Within that model, the individual (provider and/or patient) is at the center of “work systems”
which should be designed to enhance and facilitate performance by the individual and to reduce
and minimize the negative consequences on the individual (such as reduced stress) and therefore the
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organization (for example, improved organizational performance) [6]. Work systems relate to people,
organizational coordination, technologies and tools, tasks, and overall work environment. “Processes
of care” focus on how care is provided, delivered and managed. Thus, it is not just the patient care
processes, but also includes things like information flow, purchasing and/or billing, reporting and
monitoring [6]. Finally, “outcomes of interest” emphasize linkages between patient outcomes and
employee/organizational outcomes [6]. For example, this may include job satisfaction, job stress
and burnout, employee turnover, organizational health (profitability, meeting goals, changes in cost
of care, waste reduction, decrease in need for re-work), patient safety, and quality of patient care
(such as retention of HIV care, adherence, HIV viral load suppression, opportunistic infection, access
to medications, access to information, changes in patient or caregiver knowledge, or clinical effect of
medication recommendations).

2.2. Most Significant Change (MSC) Technique

With the Program Evaluation Framework in place and characteristics of the SEIPS Model
defined, data were collected using the most significant change (MSC) technique [9]. The MSC
technique is a form of participatory monitoring and evaluation that occurs during the program
implementation cycle and provides information for describing work systems and processes that
community pharmacy–medical clinic partnerships used for implementation and for describing key
outcomes of interest. The most significant change (MSC) technique [9] asked about ‘significant change’
stories from those directly involved in the intervention, including the most significant change of all
during the project period. The Appendix A contains the interview form and describes topics that were
covered during structured interviews.

2.3. Sample and Data Collection

The analysis sample included a key-informant employee from each of the 10 clinic and pharmacy
locations. Key informants were selected by each site as the best representative for reporting information
about the implementation of the PCHCM. Thus, a total of 20 key informants comprised the sample.
Per-week reporting about the work systems, processes, and outcomes of interest was conducted over
two, four week periods in 2016 (11 January–5 February and 1 August–26 August). In addition, each
key informant participated in an in-depth interview that was conducted between 25 April and 13 May
2016 (the time period between the two, four week reporting periods) using the interview form in the
Appendix A. Typically, interviews lasted approximately one hour. It should be noted that one interview
(Clinic, Site 10) needed to be rescheduled due to time conflicts for the key informant. This interview
was completed on 30 September 2016, which was after all other data reporting was completed.

2.4. Data Analysis

Written notes from weekly reporting and the in-depth interviews were reviewed by two authors
(J.C.S. and O.W.G.). They reviewed the notes as a series of stories from the key informants and
categorized the stories into work system, process, or outcome characteristics for each site. They focused
on significant change stories and the most significant change overall that was reported by each key
informant (refer to Appendix A). Selected stories were verified by continued communication with
each key informant by the study team. As a final step, two authors (J.C.S. and O.W.G.) reviewed the
findings from the 10 sites and came to a consensus about grouping the sites into descriptive themes
using the Program Evaluation Framework [5].

3. Results

Key informants from each of the 10 partnerships provided weekly data and participated in phone
interviews (n = 20). Table 1 summarizes key characteristics and the most significant change reported
by each dyadic site. Based on key informants’ descriptions during interviews, the sites were grouped
into four categories. First, three partnerships (01, 03, and 06) were described as “creation of work
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systems.” These partnerships developed explicit work systems based on existing strengths and created
unique care models. For example, Site 01 used a triage approach coordinated by a nurse who then
recruited, tailored and referred patients to suitable care services. Site 03 took advantage of the locational
convenience between the clinic and pharmacy and developed a clinic-based appointment system
that included pharmacist visits. Site 06 adjusted its communication technique so that physicians and
pharmacists could collaborate using a virtual care model that included strong communication channels
and full access to electronic medical records for all care providers.

Second, two other partnerships (04 and 10) were described as “Team-Based Collaborative Care
Processes” since they developed a collaborative process of care that incorporated pharmacist expertise
into the overall team. The focus was upon processes that included the pharmacist as part of the care
team. This was accomplished by having a liaison between the clinic and the pharmacy to develop links.

Third, two sites (07 and 08) were described as “Pharmacy Only-Driven Model Due to Staff

Turnover at Clinic”. For these two sites, the most significant change related to staff turnover at the
clinic. This resulted in the pharmacy site driving patient care during this time period.

Finally, three sites (02, 05, and 09) were described as “Inaction” in that they were not able to
make changes at the clinic or the pharmacy due to external factors. Unforeseen external factors that
occurred in 2016 (evaluation period) were not able to be anticipated at the time of study enrollment
(2013). An example of an unforeseen external factor relates to an individual who served as a champion
for the project in 2013 but then accepted a position with another organization by the time the project
started in 2016. Another example of an unforeseen external factor relates to a statewide policy that
required medication services to be obtained through a contracted provider (negotiated for a statewide
program). This policy change blocked patients from obtaining medication services from the pharmacies
in this project.

Overall, the most significant changes for three sites related to creation of new work systems.
For two sites, the most significant change related to creation of team-based collaborative care processes.
Another two sites needed to rely on the pharmacies to drive the model due to staff turnover at the
respective clinics. Finally, three out of the 10 sites were unable to make significant changes due to
unforeseen external circumstances such as significant personnel changes or state policy changes.

4. Discussion

4.1. Application of Findings

The objective of this specific analysis of the Patient-Centered HIV Care Model (PCHCM) was to
describe the various work systems and processes that community pharmacy–medical clinic partnerships
used for implementation and to use these descriptions to make recommendations for future application.
The findings showed that half of the partnerships (n = 5) were not able to fully engage in service
implementation due to external factors (for example, statewide policy changes regarding preferred
providers of medication services) or severe staff turnover (in particular, losing a project champion)
during the project period. This supports the notion that, in addition to paying attention to work
systems and processes (what to change) for implementing new models of patient care, it is important to
consider organizational entrepreneurial orientation (readiness for change) and organizational flexibility
(responsiveness for change) as new models are implemented [10]. Regarding work system design (what
to change) [6,8] considerations related to personnel, task definitions, work space, tools/technology, and
organizational culture, coordination, and communication are important. Entrepreneurial orientation
(readiness for change) can entail an organization’s proactiveness, risk-taking, autonomy provided
to employees, and style of work ethic [11]. Finally, an organization’s flexibility (responsiveness
for change) can be viewed as being inflexible (steady state is desired), operationally flexible (short
term orientation), structurally flexible (medium term orientation), or strategically flexible (long term
orientation to address uncertainty) [10]. We recommend that these characteristics of organizations
should be described and considered before implementing new programs.
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Table 1. Changes Reported by Each Site Categorized by Work System, Process of Care, or Outcome of Interest; and the Most Significant Change Overall.

Site Number Work System Process of Care Outcome of Interest Most Significant Change

Creation of Work Systems

01 Clinic: Triage by RN plus electronic messaging; RPh part of the
team. Triage/Recruit/Refer/Tailor.

Pharmacy: Better
pharmacist–patient

relationships.

Triage by nurse plus electronic messaging with
pharmacist who was added as part of the team.

03

Clinic: Pharmacist in the clinic area and a clinic-based
appointment practice was developed that can be sustained.

Pharmacy: Champion at clinic (an individual) helped create the
needed connectivity.

Pharmacy: Champion at clinic (an individual)
helped create the needed connectivity.

06
Clinic: New communication technique created too much paper
work and inefficiencies. Went back to old way—MD and RPh

communicate directly one on one through a virtual care model.

Pharmacy: We raised patient
expectations. Sometimes could

not meet those higher
expectations and patients were

dissatisfied.

Evaluation of new communication technique
revealed inefficiencies. Went back to old way

with physician and pharmacist communicated
directly one on one, but now through remote

communication.

Team-Based Collaborative Care Process

04

Clinic: Clinic staff person served as a
liaison and developed collaborative

care team so that pharmacist
expertise was part of the care process.

Clinic staff person served as a liaison and
developed collaborative care team.

10

Clinic: Collaboration—everyone
working together.

Pharmacy: Optimization of the
patient care process. However, still

need to make sustainable and develop
documentation that is actionable.

Collaboration—everyone working together and
optimizing it in the process of patient care.

Pharmacy Only-Driven Model Due to Staff Turnover at Clinic

07

Clinic: Severe staff turnover and change in software vendor
caused a halt in project activity.

Pharmacy: Clinic halted project activity. Pharmacy cared for
patients on its own.

Severe staff turnover and change in software
vendor caused a halt in project activity

08
Clinic: RN coordinator came in mid-stream. Tough transition.

Pharmacy: Pharmacy is developing “complete care” models on
its own.

RN coordinator came in mid-stream. Tough
transition.

Inaction

02 Clinic: No significant changes.
Pharmacy: No significant changes.

05 Clinic: No significant changes.
Pharmacy: No significant changes.

09 Clinic: No significant changes.
Pharmacy: No significant changes.
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The other half of the partnerships (n = 5) were able to engage in service implementation, with the
most significant changes being related to the intentional creation of work systems and processes for
care (see Table 1). Characteristics of the most impactful and efficient medical clinic and community
pharmacy partnerships included having strong patient care systems in place, having a point person
at the clinic who served as a connector between sites, and had pharmacists integrated fully into the
health care team. It appears that successful pharmacy sites were intentional about transitioning from a
performance-based approach to a relationship-based approach (with providers and patients alike).
Developing well-planned work systems and processes of care that used existing strengths of the clinic
and pharmacy were important as well. This required planning and investment in change, but achieved
successful implementation.

Regarding recommendations for the promotion, expansion and replication of the PCHCM,
we suggest that careful assessment of aforementioned externalities that might interfere with an
organization’s responsiveness for change, readiness for change, and stability of staff for championing
change would be an important first step [6,8,10,11]. If those conditions are met, we then recommend
the intentional investment in changing work systems and processes of care that build on existing and
unique organizational strengths for implementation of the new patient care model.

These shifts will transform community pharmacies to being organized by their capacity to operate
as health care access points that provide, and are compensated for, patient care and public health
services [12]. There is emerging evidence that comprehensive integrated care models are being created
by pharmacies through integration with clinics, medical centers, and places of employment so that
medication and medical costs can be combined in risk portfolios and meet pay-for-performance
goals [13–20].

4.2. Limitations

The results, and our interpretation of them, should be tempered within the limitations of this project.
First, the project objective focused on the various work systems and processes that pharmacy–clinic
partnerships used for implementing the Patient-Centered HIV Care Model (PCHCM). It should be
noted that these partnerships provided services to broader populations that were not included in our
analysis. Second, other evaluations that showed improved retention in care, medication adherence, and
viral suppression [1,3] were conducted for all of the 10 sites combined due to sample size considerations
and were not site specific. Thus, those outcomes are not included for dyadic-level analyses presented
in this article. Third, data were collected over an 8 week period and during one scheduled interview at
each site during 2016. This approach does not account for seasonal or other time-related variation.
Fourth, key informants for in-depth interviews were employees of each clinic or pharmacy site.
There were no interviews completed with patients who received patient care services. Thus, we have no
information about patient-reported outcomes or patient-reported experiences. Such information would
provide an even more in-depth understanding of the provision of these services. Finally, only 10 sites
were included for this demonstration project and only one community pharmacy organization was
represented. It is likely that geographic and corporate ownership variation would affect the findings.

5. Conclusions

The objective of this analysis was to collect and analyze information the various work systems
and processes that pharmacy–clinic partnerships used for implementing the Patient-Centered HIV
Care Model (PCHCM). The findings showed that the most impactful and efficient medical clinic and
community pharmacy partnerships had strong patient care systems in place, had a point person at the
clinic who served as a connector between sites, and had pharmacists integrated fully into the health
care team.



Pharmacy 2020, 8, 125 7 of 9

Author Contributions: All authors researched the literature, conceived the study, developed the protocol, gained
ethics approval, and reviewed, edited the final version of the manuscript. P.G.C. and S.S. conducted patient
recruitment. J.C.S. conducted key informant recruitment. J.C.S. and O.W.G. conducted data analysis. J.C.S. wrote
the first draft of the manuscript. All authors have read and agreed to the published version of the manuscript.

Funding: This work was supported by the DHHS Secretary’s Minority AIDS Initiative fund and the Centers
for Disease Control and Prevention through a co-operative agreement [grant number CDC PS13-1315] with the
University of North Texas Health Science Center System College of Pharmacy. Walgreens Boots Alliance personnel
provided all services in-kind.

Acknowledgments: The authors thank all of the members of the Patient-Centered HIV Care Model team who,
in addition to the authors, included Michael Aguirre, David M. Bamberger, Ben Bluml, Katura Bullock, Diane C.
Burrell, Tim Bush, Clifton Bush, Kathy K. Byrd, Chad Cadwell, Nasima M. Camp, Roberto Cardarelli, Terri Clark,
Andrew Crim, Angela Cure, Kristin Darin, Traci Dean, Ambrose Delpino, Michael DeMayo, Shara Elrod, Ashley L.
Eschmann, David Farmer, Rose Farnan, Heather Free, Andrew Gudzelak Jr., Andrew Halbur, Felicia Hardnett,
Ronald Hazen, Heidi Hilker, John Hou, Brian Hujdich, Lisa Johnson, Heather Kirkham, James Lecounte, Sayuri
Lio, Guanzhong Lo, Mazzoni Center HIV Care Team of Clinicians, Sondra Middleton, Brittany Mills, Christopher
M. Nguyen, Linda Ortiz, Glen Pietrandoni, Kimberly K. Scarsi, Michael D. Shankle, Ram Shrestha, Daron Smith,
Gebeyehu N. Teferi, Vikas Tomer, Louis Torres, Paul J. Weidle, Carmelita Whitfield, and Jason E. Willman.

Conflicts of Interest: No authors have any conflict to declare.

Appendix A. Interview Form

Opening Question

(1) Just to get us started, I’d like you to think about all of the work that is being accomplished at
your practice site. What is the first thing that comes to mind?

Transition Question

(2) Now, I’d like you to think about the Model of Patient-Centered HIV Care program that is being
implemented at your practice site. What is the first thing that comes to mind?

Key Questions

(3) Over the past six months, what changes related to work systems have been made at your practice
site in order to implement the Model of Patient-Centered HIV Care program? This can include
such things as: (a) personnel education, skills, knowledge, motivation, needs, (b) organizational
coordination, collaboration and communication, (c) work schedule adjustments, (d) technologies
and tools, (e) job workloads and protocols, (f) work area adjustments, or other related things.
What worked well and what are areas for improvement?

(4) Regarding work systems, what was the most significant change that occurred over the past
six months?

(5) Over the past six months, what changes related to work processes have been made at your
practice site in order to implement the Model of Patient-Centered HIV Care program? This can
include such things as: (a) Patient care process adjustments, (b) information flow adjustments,
(c) purchasing and/or billing adjustments, (d) process improvement activities, (e) reporting
and monitoring adjustments, or other related things? What worked well and what are areas
for improvement?

(6) Regarding processes, what was the most significant change that occurred over the past
six months?

(7) Over the past six months, what changes related to outcomes have been made at your
practice site in order to implement the Model of Patient-Centered HIV Care program This
can include such things as: (a) personnel job satisfaction, (b) job stress and burnout, (c)
employee turnover, (d) organizational health such as profitability, meeting goals, changes in
cost of care, waste reduction, decrease in need for re-work, (e) Patient safety such as drug
therapy problem identification, complexity, or outcome, (f) quality of Patient care such as
retention of HIV care, adherence, HIV viral load suppression, opportunistic infection, access to
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medications, access to information, changes in Patient or caregiver knowledge, clinical effect of
medication recommendations, or other related things? What worked well and what are areas
for improvement?

(8) Regarding outcomes, what was the most significant change that occurred over the past
six months?

(9) From all of the significant changes you described, what do you think was the most significant
change of all?

Ending Question

(10) Thank you for helping us learn more about (1) changes that have been made at your site,
(2) what worked well, and (3) areas for improvement relating to the implementation of your
Model of Patient-Centered HIV Care. Finally, is there anything else that you would like to say?

References

1. Byrd, K.K.; Hardnett, M.S.; Clay, P.G.; Delpino, A.; Hazen, R.; Shankle, M.D.; Camp, N.M.; Suzuki, S.;
Weidle, P.J. for the Patient-centered HIV Care Model Team. Retention in HIV care among patients in the
Patient-centered HIV Care Model—A collaboration between community-based pharmacists and primary
medical providers. AIDS Patient Care STDS 2019, 332, 58–66. [CrossRef] [PubMed]

2. Bluml, B.M. Definition of Medication Therapy Management: Development of professionwide consensus.
J. Am. Pharm. Assoc. 2005, 455, 566–572. [CrossRef] [PubMed]

3. Byrd, K.K.; Hou, J.G.; Bush, T.; Hazen, R.; Kirkham, H.; Delpino, A.; Weidle, P.J.; Shankle, M.D.; Camp, N.M.;
Suzuki, S.; et al. for the Patient-centered HIV Care Model Team. Adherence and viral suppression among
participants of the Patient-centered HIV Care Model project—A collaboration between community-based
pharmacists and HIV clinical providers. Clin. Infect. Dis. 2019. [CrossRef] [PubMed]

4. Shrestha, R.K.; Schommer, J.C.; Taitel, M.S.; Garza, O.W.; Camp, N.M.; Akinbosoye, O.E.; Clay, P.G.; Byrd, K.K.
for the Patient-centered HIV Care Model Team. Costs and cost-effectiveness of the Patient-centered HIV Care
Model: A collaboration between community-based pharmacists and primary medical providers. J. Acquir.
Immune Defic. Syndr. (JAIDS) 2020, in press.

5. McNamara, C. Field Guide to Nonprofit Program Design, Marketing and Evaluation, 4th ed.; Authenticity
Consulting: Minneapolis, MN, USA, 2006.

6. Carayon, P.; Hundt, A.S.; Karsh, B.-T.; Gurses, A.P.; Alvarado, C.J.; Smith, M.; Brennan, P.F. Work System
Design for Patient Safety: The SEIPS Model. Qual. Saf. Health Care 2006. Available online: http:
//qshc.bmj.com/content/15/suppl_1/i50.abstract (accessed on 31 March 2020). [CrossRef] [PubMed]

7. Eischens, K.P.; Gilling, S.W.C.; Okerlund, R.E.; Grund, T.R.; Iverson, P.S.; Schommer, J.C. Collaborative
hospice care in rural Minnesota: A tool for improving medication therapy management. J. Am. Pharm. Assoc.
2010, 503, 379–383. [CrossRef] [PubMed]

8. Chui, M.A.; Mott, D.A.; Maxwell, L. A qualitative assessment of a community pharmacy cognitive
pharmaceutical services program using a work system approach. Res. Soc. Adm. Pharm. 2012, 83,
206–216. [CrossRef] [PubMed]

9. Davies, R.; Dart, J. The ‘Most Significant Change’ (MSC) Technique: A Guide to Its Use; CARE International:
Cambridge, UK, 2005; Available online: www.mande.co.uk/docs/MSCGuide.pdf (accessed on 31 March 2020).

10. Schommer, J.C.; Goncharuk, K.; Kjos, A.L.; Worley, M.M.; Owen, J.A. Building community pharmacy work
system capacity for medication therapy management. INNOVATIONS Pharm. 2012, 33, 9. [CrossRef]

11. Doucette, W.R.; Nevins, J.C.; Gaither, C.A.; Kreling, D.H.; Mott, D.A.; Pedersen, C.A.; Schommer, J.C.
Organizational factors influencing pharmacy practice change. Res. Soc. Adm. Pharm. 2012, 84, 274–297.
[CrossRef] [PubMed]

12. Olson, A.W.; Schommer, J.C.; Hadsall, R.S. A 15-year ecological comparison for the market dynamics of
Minnesota community pharmacies from 2002 to 2017. Pharmacy 2018, 6, 22. [CrossRef] [PubMed]

13. Baines, D.; Bates, I.; Bader, L.; Schneider, P. Conceptualising production, productivity and technology in
pharmacy practice: A novel framework for policy, education and research. Hum. Resour. Health 2018, 16, 9.
[CrossRef] [PubMed]

http://dx.doi.org/10.1089/apc.2018.0216
http://www.ncbi.nlm.nih.gov/pubmed/30648888
http://dx.doi.org/10.1331/1544345055001274
http://www.ncbi.nlm.nih.gov/pubmed/16295641
http://dx.doi.org/10.1093/cid/ciz276
http://www.ncbi.nlm.nih.gov/pubmed/30953062
http://qshc.bmj.com/content/15/suppl_1/i50.abstract
http://qshc.bmj.com/content/15/suppl_1/i50.abstract
http://dx.doi.org/10.1136/qshc.2005.015842
http://www.ncbi.nlm.nih.gov/pubmed/17142610
http://dx.doi.org/10.1331/JAPhA.2010.09043
http://www.ncbi.nlm.nih.gov/pubmed/20452912
http://dx.doi.org/10.1016/j.sapharm.2011.06.001
http://www.ncbi.nlm.nih.gov/pubmed/21824822
www.mande.co.uk/docs/MSCGuide.pdf
http://dx.doi.org/10.24926/iip.v3i3.267
http://dx.doi.org/10.1016/j.sapharm.2011.07.002
http://www.ncbi.nlm.nih.gov/pubmed/21958467
http://dx.doi.org/10.3390/pharmacy6020050
http://www.ncbi.nlm.nih.gov/pubmed/29865252
http://dx.doi.org/10.1186/s12960-018-0317-5
http://www.ncbi.nlm.nih.gov/pubmed/30285766


Pharmacy 2020, 8, 125 9 of 9

14. Schommer, J.C.; Olson, A.W.; Isetts, B.J. Transforming community-based pharmacy practice through
financially sustainable centers for health and personal care. J. Am. Pharm. Assoc. 2019, 59, 306–309.
[CrossRef] [PubMed]

15. Schommer, J.C.; Doucette, W.R.; Johnson, K.A.; Planas, L.G. Positioning and integrating medication therapy
management. J. Am. Pharm. Assoc. 2012, 52, 12–24. [CrossRef] [PubMed]

16. Schommer, J.C.; Doucette, W.R.; Planas, L.G. Establishing pathways for access to pharmacist-provided
patient care. J. Am. Pharm. Assoc. 2015, 55, 664–668. [CrossRef] [PubMed]

17. Urick, B.Y.; Meggs, E.V. Towards a greater professional standing: Evolution of pharmacy practice and
education, 1920–2020. Pharmacy 2019, 7, 11. [CrossRef]

18. Ascione, F.J. Preparing pharmacists for collaborative/integrated health settings. Pharmacy 2019, 7, 8. [CrossRef]
19. Goode, J.V.; Owen, J.; Page, A.; Gatewood, S. Community-based pharmacy practice innovation and the

role of the community-based pharmacist practitioner in the United States. Pharmacy 2019, 7, 17. [CrossRef]
[PubMed]

20. Andreski, M.; Meyers, M.; Gainer, K.; Pudlo, A. The Iowa new practice model: Advancing technician roles to
increase pharmacists’ time to provide patient care services. J. Am. Pharm. Assoc. 2018, 58, 268–274. [CrossRef]
[PubMed]

© 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/10.1016/j.japh.2018.10.009
http://www.ncbi.nlm.nih.gov/pubmed/30573373
http://dx.doi.org/10.1331/JAPhA.2012.10118
http://www.ncbi.nlm.nih.gov/pubmed/22133553
http://dx.doi.org/10.1331/JAPhA.2015.15029
http://www.ncbi.nlm.nih.gov/pubmed/26547600
http://dx.doi.org/10.3390/pharmacy7030098
http://dx.doi.org/10.3390/pharmacy7020047
http://dx.doi.org/10.3390/pharmacy7030106
http://www.ncbi.nlm.nih.gov/pubmed/31382690
http://dx.doi.org/10.1016/j.japh.2018.02.005
http://www.ncbi.nlm.nih.gov/pubmed/29606624
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Program Evaluation Framework 
	Most Significant Change (MSC) Technique 
	Sample and Data Collection 
	Data Analysis 

	Results 
	Discussion 
	Application of Findings 
	Limitations 

	Conclusions 
	Interview Form 
	References

