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Abstract

Chronic Obstructive Pulmonary Disease (COPD) is a leading cause of global morbidity and mortality, with acute
exacerbations (AECOPD) representing the primary driver of healthcare utilization, economic burden, and negative patient
outcomes. The conventional management of AECOPD is frequently fragmented, characterized by professional silos that
lead to critical communication gaps, medication errors, high hospital readmission rates, and a suboptimal patient
experience. This review synthesizes the evidence for a structured, interprofessional collaborative care model as the superior
standard of care for patients with AECOPD. The objective is to explore the distinct and synergistic roles of key healthcare
professionals across the entire acute care continuum, from pre-hospital response to inpatient management and the critical
transition back to the community. This report details the evidence-based contributions of Emergency Medical Services,
Nursing Technicians, Radiology Technicians, Respiratory Therapists, the integrated Pharmacy Team (Clinical Pharmacists
and Pharmacy Technicians), Social Workers, and Medical Records Technicians, highlighting their crucial
interdependencies. The synthesis of current evidence demonstrates that formalized collaborative care models, when
supported by robust system-level frameworks such as structured communication protocols and integrated electronic health
records, significantly improve clinical outcomes, enhance system efficiency, and elevate patient-reported quality of life.
Such integrated models are no longer an ideal but an essential framework for delivering effective, efficient, and patient-
centered care for this complex and vulnerable population.
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1.0 INTRODUCTION: THE MOUNTING respiratory diseases, primarily COPD, rank as the sixth
CHALLENGE OF AECOPD leading cause of mortality [1]. The disease affects over
1.1 The Global Burden of COPD 30 million Americans, yet a staggering half of these

individuals remain undiagnosed, often presenting for the
first time during a severe exacerbation. Projections
indicate that the global prevalence of COPD is on a
concerning trajectory, expected to approach 600 million

Chronic  Obstructive Pulmonary Disease
(COPD) represents a formidable and escalating public
health crisis. Globally, it is the fourth leading cause of
death, and within the United States, chronic lower
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cases by the year 2050, with a disproportionate increase
anticipated among women and within low- and middle-
income regions [2].

This profound clinical burden is matched by an
immense economic impact. In the European Union,
COPD accounts for 56% of the total cost of all
respiratory diseases, amounting to an estimated €38.6
billion annually. In the United States, the projected costs
associated with COPD reached $49 billion in 2020, with
acute exacerbations serving as the single greatest driver
of this expenditure, primarily through costly
hospitalizations [3]. Furthermore, the disecase does not
affect all populations equally; data consistently show a
higher prevalence among individuals with family
incomes below the federal poverty level and in specific
geographic regions, highlighting significant
socioeconomic and health equity disparities [4]. This
combination of high prevalence, substantial mortality,
and crippling economic cost underscores the urgent need
for optimized care delivery systems [5].

1.2 Pathophysiology of an Acute Exacerbation

An acute exacerbation of COPD (AECOPD) is
clinically defined as an event characterized by a
worsening of the patient's respiratory symptoms—
primarily dyspnea, cough, and/or sputum production—
that is acute in onset and necessitates a change in regular
medication. While approximately one-third of
exacerbations have an unidentifiable cause, the majority
are triggered by external insults that overwhelm the
lung's compromised defenses [6]. The most common
precipitants are respiratory tract infections, with viral
pathogens (e.g., rhinovirus, influenza) and bacterial
pathogens (e.g., Haemophilus influenzae, Streptococcus
pneumoniae) being implicated in up to 80% of events.
Environmental factors, including air pollution and
tobacco smoke, also serve as significant triggers [7].

Pathophysiologically, these triggers incite an
intense amplification of the chronic inflammation
present in the COPD airway. This leads to increased
airway edema, bronchoconstriction, and excessive
mucus production [8]. The resultant narrowing of the
airways worsens expiratory flow limitation, leading to a
critical phenomenon known as dynamic hyperinflation,
where air becomes trapped in the lungs [7]. This gas
trapping increases the work of breathing, flattens the
diaphragm, and is the primary mechanism behind the
intense sensation of dyspnea that defines a severe
AECOPD. This cascade of events provides the
physiological rationale for the multifaceted interventions
required, targeting inflammation, bronchoconstriction,
and respiratory support [9]

1.3 The Consequences of Fragmented Care

While AECOPD is a complex medical
condition, poor outcomes are often a product of systemic
failures in care delivery. A fragmented, or siloed,
approach—where healthcare professionals work in

parallel rather than in concert—is a significant
contributor to morbidity, mortality, and cost. Evidence
strongly indicates that care fragmentation is directly
associated with worse outcomes for COPD patients. One
study in a U.S. urban care setting found that patients
experiencing fragmented care had 4.9-fold greater odds
of any COPD exacerbation and 6.9-fold greater odds of
being a "frequent exacerbator" compared to those with
integrated care [10].

This fragmentation manifests in numerous
ways across the care continuum. Poor communication
between different providers and health systems leads to
inconsistent medication reconciliation, therapeutic
errors, and unnecessary, duplicative testing. Without a
coordinated team, patients often receive inadequate
education on their disease, medications, and proper
inhaler technique, which are major drivers of non-
adherence and treatment failure [11]. This lack of
coordination is particularly damaging during the
transition from hospital to home, a vulnerable period
where failures in follow-up and support are a primary
cause of avoidable 30-day hospital readmissions.
Ultimately, this disjointed system not only produces
inferior clinical results but also leads to a frustrating and
disempowering experience for patients and their families
[12].

1.4 The Thesis for Collaboration

The evidence overwhelmingly supports the
thesis that a structured, interprofessional collaborative
care model is essential for optimizing outcomes in
AECOPD. Such a model moves beyond simple
multidisciplinary consultation to a state of true
interprofessional collaboration, defined as a process
where  healthcare professionals from different
backgrounds work together with patients, families, and
communities to deliver the highest quality of care. The
key tenets of an effective collaborative model for
AECOPD are built upon a foundation of shared goals,
clear roles, mutual trust, and effective communication
[13].

For the AECOPD patient, this model must be

designed to achieve four critical objectives [14]:

1. Rapid and Accurate Diagnosis: Leveraging the
combined expertise of the team to quickly identify
the AECOPD and rule out mimicking conditions.

2.  Guideline-Directed, = Timely Interventions:
Ensuring the swift and appropriate application of
evidence-based therapies across all care settings.

3. Seamless Transitions of Care: Meticulously
planning and coordinating the patient's journey from
the community, through the hospital, and back home
to prevent gaps in care.

4. Patient-Centered Education and Engagement:
Empowering patients and their families with the
knowledge and tools to become active participants
in managing their chronic disease.
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A crucial aspect that reshapes the function of
this model is the high prevalence of undiagnosed COPD.
An AECOPD is often the first clinical presentation of the
underlying disease, meaning the acute care episode is not
merely about treating an isolated event [13]. It represents
the primary opportunity for initial diagnosis and entry
into the chronic care system. Therefore, the collaborative
model cannot be confined to the hospital walls; its
success is fundamentally determined by its ability to
establish a durable bridge to long-term ambulatory care,
transforming a crisis into the starting point for effective
chronic disease management and preventing the cycle of
future exacerbations [15].

2.0 The AECOPD Patient Journey: Critical
Touchpoints for Collaboration

To understand how a collaborative model
functions in practice, it is useful to frame the discussion
around the typical journey a patient undergoes during an
AECOPD. This narrative pathway, from symptom onset
to recovery, highlights the critical junctures where
interprofessional collaboration is paramount for success.
Each phase presents distinct challenges and
opportunities for the integrated care team to intervene
effectively [16].

2.1 Phase 1: Pre-Hospital and Emergency Response

The journey begins in the community, often
with a gradual or sudden worsening of baseline
symptoms like shortness of breath and cough. The
decision to seek help culminates in a call to emergency
services. This first phase is managed by Emergency
Medical Service (EMS) providers, whose initial
assessment and field interventions can significantly
influence the patient's trajectory. This is the first critical
touchpoint, where early recognition and stabilization
begin [17].

2.2 Phase 2: Emergency Department Stabilization

Upon arrival at the hospital, the patient enters
the fast-paced environment of the Emergency
Department (ED). This phase is characterized by a rapid,
parallel process of diagnosis and treatment. It begins
with a structured handoff from EMS to the ED nursing
and physician team. A flurry of activity ensues, including
triage, vital sign acquisition, placement on monitoring,
initiation of oxygen therapy, drawing of blood for
laboratory analysis, acquisition of chest imaging, and
administration of emergent medications such as
bronchodilators and systemic corticosteroids. This is a
period of high-intensity collaboration under significant
time pressure [18].

2.3 Phase 3: Inpatient Management
Once the decision is made to admit the patient,
they transition to an inpatient medical floor or, in severe

cases, an Intensive Care Unit (ICU). This phase shifts
from emergent stabilization to ongoing management and
monitoring. The interprofessional team, now expanded
to include specialists, pharmacists, and therapists, works
to titrate therapies, manage the patient's comorbidities,
address nutritional needs, and prevent hospital-acquired
complications. Critically, this is also the phase where
effective discharge planning must begin, well before the
day of departure [19].

2.4 Phase 4: Discharge Planning and Transition of
Care

This final phase of the acute care episode is
arguably the most complex and the most common point
of failure in fragmented systems. It is an intensely
collaborative process that involves synthesizing the
patient's medical needs with their psychosocial and
environmental realities. The team works together on
comprehensive medication reconciliation, patient and
family education on medications and self-management
strategies, arranging for necessary durable medical
equipment like home oxygen, and securing follow-up
appointments with primary care providers and
pulmonary specialists. A successful transition is the
hallmark of an effective collaborative care model [20].

This journey is often not a linear path but a
debilitating cycle. High readmission rates demonstrate
that many patients loop back to Phase 1 shortly after
completing Phase 4. Each phase, therefore, represents a
critical control point where the system can either fail,
perpetuating the cycle, or succeed, building patient
resilience. A poor handoff in Phase 2 can delay life-
saving treatment. Incomplete education in Phase 3 can
lead to medication non-adherence at home. An
unsupported discharge in Phase 4 almost guarantees a
return to the ED. Conversely, strong collaborative links
between these phases—a clear EMS report, early
involvement of pharmacy and social work, and a robust,
patient-centered discharge plan—are the primary
mechanisms by which an integrated model breaks this
cycle and alters the patient's long-term disease trajectory
[21].

3.0 The Interprofessional Team in Action: Defining
Roles and Synergies

The success of a collaborative care model
hinges on the specialized expertise and seamless
integration of a diverse team of healthcare professionals.
Each member brings a unique skill set to the patient's
bedside, and their effectiveness is magnified through
synergistic interaction with other team members. This
section details the evidence-based roles and critical
interdependencies of the core professionals involved in
managing an AECOPD [22].
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Table 1: The Interprofessional AECOPD Care Team: Roles, Responsibilities, and Key Collaborative Actions

Medical Service

Professional Core Responsibilities in AECOPD Key Collaborative Interfaces
Role
Emergency Early recognition and field stabilization; Provides structured SBAR handoff to ED

controlled oxygen delivery; administration of
(EMS) nebulized bronchodilators and CPAP.

nurse/physician, conveying pre-hospital
treatments and patient response.

Nursing

Rapid triage; acquisition of vital signs, EKGs, and | Provides real-time data to RN and physician

psychosocial counseling.

Technician point-of-care tests; continuous patient monitoring; | for decision-making; acts as an early
assistance with activities of daily living. warning system for clinical deterioration.

Radiology Timely and safe acquisition of chest radiographs, | Provides critical imaging to the clinical

Technician often with portable equipment, following team to aid in differential diagnosis (e.g.,
standardized protocols. rule out pneumonia, pneumothorax).

Respiratory Expert management of oxygen therapy and non- Adjusts NIPPV settings based on ABGs

Therapist invasive positive pressure ventilation (NIPPV); ordered by physician and drawn by nurse;
optimization of aerosolized medication delivery; collaborates with pharmacy on timing of
discharge education on inhaler technique. nebulized treatments.

Clinical Guideline-directed medication management; Consults with physician on antibiotic

Pharmacist comprehensive medication reconciliation at selection based on local resistance patterns;
admission and discharge; patient counseling on identifies and resolves drug therapy
medications and smoking cessation. problems for the team.

Pharmacy Timely preparation and delivery of STAT Ensures nurses and RTs have necessary

Technician medications (e.g., [V steroids, nebulizers); medications at the bedside without delay,
medication inventory management; assistance enabling the clinical pharmacist to focus on
with medication access issues. clinical duties.

Social Worker Screens for social determinants of health; Communicates patient's financial or social

facilitates complex discharge planning (home
oxygen, rehab, community services); provides

barriers to the team to ensure the discharge
plan is feasible and sustainable.

Technician

Medical Records | Ensures accurate and complete documentation and | Maintains the shared data infrastructure
coding (ICD-10) in the EHR; manages data
integrity and accessibility for the entire team.

(EHR) that enables communication,
standardized care pathways, and outcomes
tracking.

3.1 Emergency Medical Service (EMS): The First
Responders

The care of an AECOPD patient begins in the
field. EMS providers are tasked with the difficult
challenge of early recognition, as respiratory distress can
have a wide range of etiologies, and studies have shown
that paramedics may have difficulty differentiating
AECOPD from conditions like asthma or cardiac failure
[23]. Once AECOPD is suspected, their interventions are
critical. A cornerstone of pre-hospital management is the
judicious use of supplemental oxygen. Research has
demonstrated a significant increase in mortality when
patients with a confirmed diagnosis of COPD are given
high-flow oxygen compared to titrated oxygen therapy
[24]. Therefore, EMS personnel must carefully
administer controlled oxygen, typically via nasal cannula
or a Venturi mask, to achieve a target oxygen saturation
() of 88-92% while avoiding hypercapnia [25].

In addition to oxygen, pre-hospital protocols
often include the administration of nebulized short-
acting bronchodilators, such as albuterol and
ipratropium, to relieve bronchospasm. For patients with
moderate to severe respiratory distress, increased work
of breathing, or evidence of hypercapnia, the early
initiation of non-invasive positive pressure ventilation
(NIPPV) in the form of Continuous Positive Airway

Pressure (CPAP) can be life-saving [26]. CPAP helps to
open collapsed alveoli, reduce the work of breathing, and
can deliver nebulized medications more effectively into
the lower airways. The synergy of this role is most
evident at the point of transition. The quality of the
handoff communication from the EMS team to the ED
staff directly influences the speed and accuracy of
subsequent care. A structured, concise report conveying
the patient's history, pre-hospital treatments
administered, and their response to those treatments is
vital for ensuring continuity and preventing delays in the
ED [27].

3.2 Nursing Technician: Frontline Monitoring and
Patient Support

Upon arrival in the ED and later on the inpatient
floor, the nursing technician, also known as an
emergency department technician or patient care
technician, serves as a vital frontline member of the care
team. Their responsibilities are focused on rapid data
acquisition, continuous monitoring, and essential patient
support. In the ED, the technician is often responsible for
the initial triage tasks, including obtaining a full set of
vital signs (temperature, pulse, respiratory rate, blood
pressure, and oxygen saturation), performing a 12-lead
electrocardiogram (EKG) to rule out cardiac causes of
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dyspnea, and conducting point-of-care tests such as
blood glucose measurement [28].

Throughout the patient's stay, the technician is
tasked with ongoing monitoring, frequently reassessing
vital signs and observing for any changes in the patient's
respiratory status, such as increased work of breathing or
altered mental status, and promptly reporting these
concerns to the registered nurse (RN). They also provide
crucial support with activities of daily living (ADLs),
such as assisting with personal hygiene and elimination
needs. This is not merely a task-oriented role; by
assisting with ADLs, the technician helps the patient
conserve precious energy, which reduces oxygen
demand and can alleviate dyspnea. The technician's
synergy with the rest of the team is clear: their timely and
accurate data collection provides the RN and physician
with the immediate information required for rapid
clinical decision-making, and their close, continuous
patient observation functions as an indispensable early
warning system for clinical deterioration [29].

3.3 Radiology Technician: Visualizing the Thorax

Diagnostic imaging is a cornerstone in the
initial evaluation of a patient with suspected AECOPD,
and the radiology technician is the professional
responsible for obtaining these critical images. The most
common initial test is a chest radiograph (X-ray), which
is essential for the differential diagnosis. While an X-ray
can show signs of chronic COPD, such as hyperinflated
lungs and a flattened diaphragm, its primary role in the
acute setting is to help the clinical team rule out other
conditions that can mimic or complicate an AECOPD,
such as pneumonia, pneumothorax, pleural effusion, or
acute heart failure [30].

The radiology technician's role requires both
technical skill and adaptability. Many AECOPD patients
are too ill or immobile to be transported to the radiology
department, necessitating the use of compact, portable
X-ray machines at the bedside in the ED or ICU. The
technician must be adept at positioning the patient to
obtain the highest quality images possible under
challenging circumstances. Adherence to standardized
protocols, such as obtaining both a posteroanterior (PA)
and a lateral view with the patient at full inspiration, is
crucial for diagnostic accuracy [31]. The synergy of this
role lies in its direct impact on the speed of diagnosis.
The efficiency and skill of the radiology technician in
acquiring and making available a high-quality chest X-
ray directly influences how quickly the medical team can
confirm the diagnosis, exclude other pathologies, and
initiate the most appropriate and targeted treatment plan
[32].

3.4 Respiratory Therapy Technician: The Airway
and Breathing Specialist

Registered Respiratory Therapists (RRTs) are
specialized healthcare professionals who play a central
and indispensable role in the management of AECOPD.

As experts in airway management and respiratory
support, their interventions are critical from the moment
the patient arrives in the ED through to discharge. One
of their primary responsibilities is the expert
management of oxygen delivery systems. They are
skilled at titrating oxygen flow rates using various
devices to achieve the target of 88-92%, a narrow
window essential for treating hypoxemia without
inducing dangerous hypercapnia and subsequent
respiratory acidosis [33].

Perhaps the most significant contribution of the
RRT in severe AECOPD is the initiation and
management of NIPPV, most commonly Bi-level
Positive Airway Pressure (BiPAP). The use of NIPPV in
AECOPD is supported by robust evidence and is
considered a standard of care for patients with
respiratory acidosis; it has been shown to reduce the need
for endotracheal intubation, decrease mortality, and
shorten hospital stays. The RRT is responsible for
selecting the appropriate interface (mask), setting the
initial ventilator parameters, and continuously adjusting
those settings based on the patient's clinical response,
comfort, and arterial blood gas (ABG) results [34].

Beyond ventilatory support, RRTs are experts
in optimizing the delivery of aerosolized medications,
such as bronchodilators, ensuring maximum deposition
in the lungs. They also perform airway clearance
techniques when indicated to help patients mobilize
excess secretions. This role extends throughout the
hospital stay and into discharge planning. RRTs provide
essential patient education on the correct use of various
inhaler devices—a common point of failure in self-
management—and are often key leaders in pulmonary
rehabilitation programs. The RRT functions within a
tight, synergistic feedback loop with physicians and
nurses, constantly communicating about the patient's
respiratory status and collaborating to adjust the care
plan in real-time [34].

3.5 The Integrated Pharmacy Team: Optimizing
Pharmacotherapy

Effective pharmacotherapy is a cornerstone of
AECOPD management, and the integrated pharmacy
team, comprising both clinical pharmacists and
pharmacy technicians, is essential for ensuring safe,
timely, and effective medication use [35].

3.5.1 The Clinical Pharmacist

The clinical pharmacist functions as the
medication expert on the interprofessional team. Their
involvement has been shown to significantly reduce
hospital length of stay, total hospitalization costs, and the
use of antibiotics. A primary responsibility is ensuring
adherence to guideline-directed medical therapy. This
includes collaborating with the physician on the
appropriate selection, dosing, and duration of systemic
corticosteroids and antibiotics, taking into account
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patient-specific factors and local antimicrobial resistance
patterns [36].

One of the most critical safety functions
performed by the pharmacist is comprehensive
medication reconciliation. This process, conducted at
both admission and discharge, involves creating the most
accurate list possible of all medications a patient is taking
to identify and resolve discrepancies. This intervention
is proven to prevent medication errors and is a key
strategy ~ for  reducing  hospital  readmissions.
Furthermore, pharmacists provide invaluable patient
counseling. They educate patients on their new
medications, demonstrate proper inhaler technique to
improve adherence and efficacy, and offer evidence-
based smoking cessation counseling and
pharmacotherapy [37]. The pharmacist acts as a crucial
safety net and resource for the entire team, identifying
potential drug-drug interactions (especially important for
COPD patients who often have multiple comorbidities
like cardiovascular disease) and working to ensure cost-
effective therapy choices [38].

3.5.2 The Pharmacy Technician

While the clinical pharmacist focuses on
clinical decision-making, the pharmacy technician
provides the essential operational and logistical support
that allows the system to function. Their role is critical
in ensuring the timely preparation and delivery of STAT
(immediate) medications in the acute phase of an
AECOPD, such as intravenous corticosteroids and
solutions for nebulization. Delays in the administration
of these first-line therapies can worsen patient outcomes,
making the technician's efficiency paramount [39].

Beyond the acute phase, pharmacy technicians
manage medication inventory to prevent shortages of
essential drugs like albuterol or methylprednisolone. In
many health systems, their role is expanding to include
tasks that directly support the clinical team and patient,
such as assisting with medication access issues by
navigating  insurance  formularies and  prior
authorizations—a role that is vital for ensuring patients
can obtain their prescribed inhalers upon discharge. The
pharmacy technician is the logistical backbone of the
pharmacy team. Their efficiency allows the clinical
pharmacist to focus on patient-facing clinical duties and
ensures that nurses and respiratory therapists have the
right medications at the bedside when they are needed
most [40].

The effectiveness of each professional role is
not merely additive; it is multiplicative. The absence or
dysfunction of one key role can effectively negate the
expert contributions of others, leading to system failure.
For example, a physician may prescribe a complex,
evidence-based "triple therapy" inhaler regimen, and a
clinical pharmacist may provide expert education on
how to use the devices correctly. However, if the social
worker's assessment is missed or not integrated, the team

may fail to recognize that the patient cannot afford the
high co-pay for the new inhalers [39]. The patient is then
discharged, never fills the crucial prescription, their
condition deteriorates, and they are readmitted within 30
days. In this common scenario, the value created by the
physician and pharmacist is reduced to zero by the failure
to integrate the social worker's role in addressing
financial and social barriers. This demonstrates that the
collaborative model functions like a chain, where its
overall strength is determined by its weakest link [41].

3.6 Social Worker: Addressing the Psychosocial
Dimensions

An AECOPD is not just a physiological event;
it is a crisis that occurs within the complex psychosocial
context of a patient's life. The social worker is the team
member uniquely skilled to assess and address these non-
medical factors, which are often the root cause of poor
outcomes and recurrent exacerbations. Their role is
crucial for creating a holistic and sustainable care plan.
Social workers screen for and address the social
determinants of health that profoundly impact recovery,
such as housing instability, food insecurity, lack of
transportation, and financial strain [42].

The social worker is a central figure in
orchestrating complex discharge planning. While the
medical team determines what the patient needs, the
social worker determines #ow those needs can be met in
the patient's home environment. This includes arranging
for essential services such as home oxygen delivery,
visiting nurse services for follow-up care, and referrals
to outpatient pulmonary rehabilitation programs [42].
They also provide vital psychosocial support. COPD is
associated with extremely high rates of anxiety and
depression, which worsen symptoms, reduce quality of
life, and increase healthcare utilization. Social workers
can provide counseling to help patients and their families
cope with the emotional burden of chronic illness and
can connect them to long-term mental health resources.
The synergy of the social worker's role is profound. Their
comprehensive assessment provides the team with a
complete picture of the patient, moving beyond the
biomedical data. Their expertise ensures that the
medically sound discharge plan is also practically
feasible, affordable, and supported, thereby preventing
the predictable readmission of a patient discharged to an
untenable home situation [43].

4.0 System-Level Frameworks for Success

While the expertise of individual professionals
is essential, high-functioning collaborative teams do not
emerge spontaneously. They must be supported by
robust, system-level frameworks that facilitate
communication, standardize care, and embed
collaboration into the daily workflow. These
organizational structures are the scaffolding upon which
effective teamwork is built [44].
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4.1 Health Information and the Medical Records
Technician: The Data Backbone

In modern healthcare, the Electronic Health
Record (EHR) is the central nervous system of patient
care, and the Medical Records Technician (MRT), or
Health Information Technician, is its essential steward.
The MRT's role is to ensure the integrity, accuracy, and
accessibility of patient data, which forms the foundation
of all coordinated care. Their responsibilities include
reviewing patient records for completeness, organizing
data, and ensuring strict compliance with privacy and
confidentiality regulations like the Health Insurance
Portability and Accountability Act (HIPAA) [45].

A critical function of the MRT is ensuring the
correct application of medical codes, such as the
International Classification of Diseases, 10th Revision
(ICD-10), for the patient's diagnosis of AECOPD.
Accurate coding is not merely an administrative task; it
is vital for appropriate hospital reimbursement, for
tracking population health data, and for identifying
cohorts of patients for quality improvement initiatives.
By maintaining a reliable and accessible EHR, the MRT
ensures that every member of the interprofessional team
is working from a single, up-to-date source of truth [46].

The EHR itself, when properly designed and
maintained, is not a passive repository of information but
an active agent in shaping collaborative practice. Its
architecture can either enforce professional silos or
mandate interprofessional collaboration. For example,
the development and implementation of standardized
AECOPD order sets and integrated clinical care
pathways within the EHR ensure that every patient
receives consistent, evidence-based care from the
moment they enter the hospital [47]. A well-designed
discharge planning module within the EHR can be
configured to require input from nursing, pharmacy, and
social work before the process can be completed, thereby
using technology to hardwire a collaborative workflow.
In this context, the MRT and the health information
technology team are not just support staff; they are
architects of the collaborative environment, and
investment in EHR optimization is a direct and powerful
investment in improving interprofessional care [47].

4.2 Communication and Handoff Protocols

Effective communication is the lifeblood of
collaboration. © To  overcome the risks of
miscommunication in a high-stakes environment,
collaborative care models rely on structured
communication protocols [48].

5.0 Measuring the Impact of Collaborative Care
5.1 Clinical Outcomes

The ultimate test of any care model is its ability
to improve the health and well-being of patients. In
AECOPD, the most critical clinical outcomes are those
related to preventing subsequent hospitalizations and
reducing the severity of the illness. Collaborative care

models have demonstrated success in these areas. For
instance, studies evaluating the impact of pharmacist-led
transitions of care services—which involve core
collaborative elements like medication reconciliation,
patient education, and follow-up—have been associated
with a significant reduction in 30-day all-cause
readmission rates. Similarly, a comprehensive
systematic review of self-management interventions that
included a collaborative action plan found a statistically
significant reduction in the risk of respiratory-related
hospital admissions. Furthermore, the effective
deployment of respiratory therapists to manage NIPPV
is a collaborative intervention that directly reduces the
need for mechanical ventilation and ICU admission, one
of the most severe clinical outcomes of AECOPD [49].

5.2 Economic Outcomes

The economic argument for collaborative care
is compelling. AECOPD is one of the most expensive
conditions to treat, with the vast majority of costs
attributable to inpatient hospitalizations. ~While
implementing a collaborative model may require upfront
investment in personnel, such as clinical pharmacists,
social workers, or care coordinators, the return on this
investment is realized through the avoidance of high-cost
adverse events, particularly readmissions. Studies have
shown that pharmacist involvement in the AECOPD
clinical pathway can significantly lower the total cost of
hospitalization [50]. More broadly, economic analyses of
collaborative care models for complex chronic
conditions have found that they are often cost-effective
or even cost-neutral. The additional spending on
integrated care services is offset by savings from reduced
emergency department visits and hospitalizations,
leading to no net increase—and potentially a decrease—
in total medical spending. This makes a powerful
business case for health systems to invest in the
infrastructure and personnel required for integrated care
[50].

5.3 Patient-Reported Outcomes

Beyond survival and hospital days, the success
of AECOPD management must be measured from the
patient's  perspective.  Patient-Reported Outcomes
(PROs) are standardized, validated questionnaires that
capture the patient's experience of their symptoms,
functional status, and overall quality of life. It is well-
established that traditional physiological measures like
forced expiratory volume in 1 second () correlate poorly
with how a patient actually feels and functions, making
PROs essential for a holistic assessment of treatment
benefit [51].

Commonly used PRO instruments in COPD
include the COPD Assessment Test (CAT), an 8-item
questionnaire on symptom burden, and the St. George's
Respiratory  Questionnaire  (SGRQ), a  more
comprehensive measure of health-related quality of life.
Collaborative interventions have been shown to produce
clinically meaningful improvements in these scores.
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Self-management support programs, a key collaborative
strategy, are associated with significant improvements in
SGRQ scores. Similarly, integrated palliative care
models for severe COPD have demonstrated a
significant reduction in physical symptom burden as well
as anxiety and depression scores [51].

6.0 Challenges, Barriers, and Future Directions

Despite the compelling evidence in its favor,
the widespread implementation of collaborative care
models for AECOPD faces significant real-world
challenges. However, emerging technologies and a
continued focus on value-based care offer a promising
path forward [52].

6.1 Overcoming Implementation Barriers

The transition from a traditional, siloed model
to an integrated one is a complex organizational change
that requires overcoming several key barriers. Deeply
ingrained professional silos, where each discipline
operates independently, can create resistance to shared
responsibilities and new workflows. Healthcare
professionals often cite a lack of time, high workloads,
and insufficient staffing as major impediments to
effective collaboration. Unclear roles, responsibilities,
and communication routines can lead to confusion and
inefficiency. Successfully overcoming these barriers
requires strong, visible administrative and clinical
leadership that champions the collaborative model,
provides dedicated resources and training, and fosters a
culture of mutual respect and shared accountability
among all team members [53].

6.2 The Future of AECOPD Care

The future of AECOPD management lies in
leveraging technology to enhance and extend the reach
of the collaborative care team, shifting the focus of care
from reactive and episodic to proactive and continuous.
Telehealth platforms, including video consultations and
secure messaging, allow for remote follow-up after
discharge, improving access to care and enabling timely
interventions [54].

Remote Patient Monitoring (RPM) involves the
use of home-based devices (e.g., pulse oximeters,
spirometers, wearable sensors) to collect and transmit
physiological data to the clinical team in real-time. This
allows for the early detection of clinical deterioration,
often before the patient is aware of a significant change,
enabling the team to intervene early and prevent a full-
blown exacerbation [55].

The next frontier is the application of predictive
analytics. By applying machine learning algorithms to
large datasets from EHRs and RPM devices, it is possible
to develop models that can predict which patients are at
the highest risk of an impending exacerbation. This
technology is not a replacement for the collaborative
team but rather a powerful extender of its capabilities. It
allows the team to move the point of intervention

upstream—ifrom reacting to a crisis in the ED to
proactively engaging a high-risk patient in their home.
This represents a fundamental paradigm shift,
transforming AECOPD management from a series of
acute Interventions into a continuous, data-driven
process of chronic disease management [56].

7.0 CONCLUSION

Acute exacerbation of Chronic Obstructive
Pulmonary Disease is a complex and devastating clinical
syndrome that cannot be managed effectively by any
single healthcare professional working in isolation. The
traditional, fragmented model of care has proven to be
inefficient, costly, and incapable of breaking the cycle of
recurrent hospitalizations that defines the natural history
of severe COPD. The evidence synthesized in this review
makes a clear and compelling case that a formalized,
interprofessional collaborative care model is not merely
a "best practice" but is the essential, evidence-based
standard of care.

By integrating the unique skills of a diverse
team—from the first responder in the field to the social
worker planning a safe discharge—and supporting them
with robust systems for communication and data sharing,
healthcare organizations can achieve a tripartite victory:
improved clinical outcomes, reduced economic burden,
and a more humane, dignified, and empowering
experience for patients. Adopting and investing in such
models is a critical imperative for improving the lives of
the millions of individuals affected by COPD and for
ensuring the long-term sustainability of the healthcare
systems that serve them.
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