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Abstract:  
 

The partnership between nursing and internal medicine is crucial for the effective long-

term management of Chronic Obstructive Pulmonary Disease (COPD). With the 

growing prevalence of COPD, a multifaceted approach that combines the clinical 

expertise of internal medicine professionals with the compassionate care delivered by 

nursing staff is essential. Nurses play a vital role in patient education, teaching 

individuals about medication adherence, lifestyle modifications, and self-management 

strategies. By empowering patients with knowledge and skills, nurses help improve 

adherence to treatment plans, reduce hospitalizations, and enhance overall quality of life 

for those living with COPD. This collaborative model ensures that patients receive 

holistic care that addresses both their physical and emotional needs. In addition to 

patient education, the nursing-internal medicine partnership enhances the monitoring 

and assessment of COPD patients. Regular follow-ups and evaluations conducted by 

nurses can identify exacerbations early, enabling timely interventions by internal 

medicine physicians. This proactive approach not only prevents complications and 

hospital readmissions but also reallocates healthcare resources efficiently. Moreover, 

the integration of technology, such as telehealth and remote monitoring tools, allows for 

continuous communication and support between patients and their healthcare team. By 

working together, nurses and internal medicine specialists can implement evidence-

based practices and create personalized care plans that cater to the unique needs of each 

COPD patient, ultimately leading to better health outcomes. 

 

1. Introduction 
 

The scale of the COPD pandemic is staggering. 

Recent global prevalence estimates indicate that 

approximately 384 million people are living with 

COPD, a figure that reflects both increased 

diagnostic awareness and persistent risk factors [1]. 

The mortality toll is equally alarming, with COPD 

accounting for over 3 million deaths 

annually globally. The economic burden is 

colossal, with direct and indirect costs in the United 

States alone projected to exceed $49 billion 

annually, primarily driven by hospitalizations for 

acute exacerbations and long-term disability [2]. 

Beyond these stark statistics lies the immense 

human cost: the relentless dyspnea that confines 

patients to their homes, the persistent cough and 

sputum production, the debilitating fatigue, and the 

pervasive anxiety and depression that accompany a 

life of progressive breathlessness. This multifaceted 

suffering underscores the inadequacy of a purely 

biomedical, physician-centric model of care and 

highlights the imperative for a collaborative, 

patient-centered approach. 

The internal medicine physician brings to this 

partnership a deep expertise in diagnostic precision, 

complex pharmacotherapy, and comorbidity 

management. Their role is pivotal in establishing an 

accurate diagnosis through spirometry, tailoring 

intricate medication regimens that may include 

long-acting bronchodilators, inhaled 

corticosteroids, and phosphodiesterase-4 inhibitors, 

and managing the frequent comorbidities that 

complicate COPD, such as cardiovascular disease, 

osteoporosis, and lung cancer. The physician's 

analytical skills are essential for interpreting 

clinical data, navigating the nuances of guideline-

directed medical therapy, and making critical 

decisions during acute exacerbations. However, the 

traditional model, where the physician's 15-minute 

clinic appointment serves as the primary touchpoint 

for management, is fundamentally ill-suited to 

address the day-to-day realities of living with a 

chronic illness. This is where the indispensable role 

of the nurse becomes evident. 

The nursing contribution to COPD management is 

profound and multifaceted, rooted in the principles 

of continuous care, patient education, and 

psychosocial support. Nurses serve as the linchpins 

of long-term management, bridging the gap 

between physician visits and the patient's daily life. 

Their responsibilities encompass comprehensive 

patient assessment, including the monitoring of 

symptoms, functional status, and early signs of 

exacerbation. A cornerstone of nursing practice is 

the provision of structured self-management 

education, which has been demonstrated to reduce 

hospital admissions by up to 40% and improve 

health-related quality of life [3]. Nurses are 

instrumental in teaching critical skills, such as 

proper inhaler technique—a area where error rates 

are notoriously high, exceeding 70% in some 

studies, significantly compromising therapeutic 

efficacy [4]. Furthermore, they provide essential 

coaching on energy conservation, breathing 

techniques, action plan use, and smoking cessation, 

which remains the single most effective 

intervention to slow disease progression. 

The synergy of this partnership is most powerfully 

realized in the co-management of the patient's 

journey. The internal medicine physician 

establishes the treatment goals and pharmacological 
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roadmap, while the nurse operationalizes this plan 

within the context of the patient's individual 

capabilities, beliefs, and environment. This 

collaborative dynamic allows for a more responsive 

and adaptive care model. For instance, a nurse may 

identify through routine follow-up that a patient is 

struggling with increased dyspnea due to poor 

inhaler technique or an emerging comorbidity like 

anxiety. Instead of waiting for the next scheduled 

physician appointment, the nurse can address the 

immediate technique issue, provide coping 

strategies, and proactively communicate their 

assessment to the physician, facilitating a timely 

adjustment to the care plan. This closed-loop 

communication prevents minor issues from 

escalating into full-blown crises requiring 

emergency care. 

One of the most critical domains for this 

collaboration is the prevention and management of 

acute exacerbations. These events are not only 

terrifying for patients but are also key drivers of 

disease progression, mortality, and healthcare costs. 

A robust nurse-internal medicine partnership is 

essential for implementing and reinforcing 

exacerbation action plans. These personalized 

plans, developed collaboratively with the patient, 

empower them to recognize early warning signs 

and initiate appropriate actions, such as initiating a 

course of oral corticosteroids or antibiotics. Studies 

have consistently shown that patients equipped with 

a written action plan and supported by nurse-led 

telemonitoring experience fewer and less severe 

exacerbations and a significant reduction in 

unscheduled healthcare visits [5]. The nurse's 

ongoing contact allows for the early detection of 

subtle clinical declines, enabling pre-emptive 

intervention by the internal medicine team before 

an emergency department visit becomes necessary. 

The management of COPD is further complicated 

by the high prevalence of systemic manifestations 

and comorbidities. The disease is increasingly 

recognized as a multi-system disorder, with 

frequent associations with cardiovascular disease, 

metabolic syndrome, skeletal muscle dysfunction, 

and psychological disorders. Depression and 

anxiety affect 40-60% of COPD patients, yet they 

remain significantly underdiagnosed and 

undertreated, profoundly impacting adherence, 

functional status, and quality of life [6]. The 

nursing role in screening for and providing initial 

support for these conditions is invaluable. Nurses 

can administer standardized screening tools, 

provide basic counseling, and coordinate referrals 

to mental health specialists, all while keeping the 

internal medicine physician informed to ensure an 

integrated treatment approach.Despite the 

compelling evidence supporting this collaborative 

model, significant barriers impede its widespread 

implementation. These include professional silos, 

inadequate communication systems, reimbursement 

models that favor procedural over cognitive care, 

and a lack of dedicated time for interprofessional 

consultation. Overcoming these challenges requires 

intentional system redesign, including the adoption 

of shared electronic health records with secure 

messaging, scheduled interprofessional case 

conferences, and the formalization of nursing roles 

in chronic disease management clinics. 

 

2. The Global Burden of COPD:  

The true scale of COPD's prevalence has 

historically been underestimated due to 

underdiagnosis, but recent epidemiological studies 

utilizing standardized methodologies reveal an 

alarming picture. According to the most recent data 

from the Global Burden of Disease Study, COPD 

affects approximately 384 million people globally, 

with prevalence rates varying significantly across 

regions and socioeconomic strata [13]. Perhaps 

more concerning is the projection that this number 

will continue to rise in coming decades due to 

persistent exposure to risk factors, aging 

populations, and the lagging effects of historical 

smoking patterns in developing nations. The 

diagnostic gap remains substantial, with studies 

suggesting that up to 70% of people with 

clinically significant COPD in high-income 

countries remain undiagnosed, with even higher 

rates of underdiagnosis in low and middle-income 

nations [14]. This "hidden burden" of disease 

means that millions of individuals are living with 

untreated symptoms and progressive lung damage 

without access to appropriate care, ultimately 

presenting at advanced stages when interventions 

are less effective and more costly. 

The mortality attributed to COPD is both 

substantial and sobering. As the third leading cause 

of death worldwide, COPD is responsible for 

approximately 3.2 million deaths annually, a 

figure that has increased by 18% since 2006 despite 

advances in treatment [15]. The trajectory of COPD 

mortality tells a concerning story of disparity; while 

death rates have declined in many high-income 

countries, they continue to rise in low and middle-

income nations, reflecting global inequalities in 

healthcare access, tobacco control policies, and 

exposure to indoor air pollution from biomass fuels. 

The pattern of COPD mortality also reveals critical 

gaps in care; a significant proportion of COPD 

deaths occur during or following acute 

exacerbations, which are often preventable with 

optimal long-term management. Furthermore, 

mortality statistics likely underestimate the true 
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contribution of COPD to death, as it frequently 

appears as a contributing rather than underlying 

cause on death certificates, particularly in patients 

with multiple comorbidities. 

The economic burden of COPD is multifaceted and 

colossal, encompassing direct medical costs, 

indirect costs from lost productivity, and intangible 

costs related to reduced quality of life. In the 

United States alone, the total annual costs of COPD 

are estimated to exceed $49 billion, with direct 

medical costs accounting for approximately $32 

billion and indirect costs such as lost productivity 

accounting for the remainder [16]. The distribution 

of these costs is heavily skewed toward the 

management of acute exacerbations, with 

hospitalizations representing the single largest 

component of direct medical expenditures. This 

economic pattern highlights a critical inefficiency 

in current care models: the failure to invest 

adequately in preventive and maintenance care 

results in disproportionately high spending on 

emergency interventions. The economic impact 

extends beyond healthcare systems to social 

welfare programs, as COPD is a leading cause of 

disability and early retirement. In the European 

Union, COPD accounts for approximately 56% of 

all respiratory-related work disability claims, 

creating substantial economic impact through lost 

tax revenue and increased social security payments 

[17]. 

Beyond the traditional metrics of prevalence, 

mortality, and economic costs lies the profound 

human burden of COPD—the day-to-day 

experience of living with a progressive, debilitating 

condition. The Global Initiative for Chronic 

Obstructive Lung Disease (GOLD) strategy 

document emphasizes that COPD significantly 

impairs health-related quality of life, with patients 

reporting limitations in basic activities of daily 

living, social isolation, and high levels of 

psychological distress [18]. The physical symptoms 

of dyspnea, cough, and sputum production are 

compounded by systemic effects including skeletal 

muscle dysfunction, nutritional abnormalities, and 

cardiovascular comorbidities. This symptom burden 

creates a vicious cycle where physical limitations 

lead to reduced activity, which in turn accelerates 

deconditioning and further functional decline. The 

psychological impact is equally severe, with 

prevalence estimates suggesting that 40-60% of 

COPD patients experience clinically significant 

anxiety or depression, yet these conditions remain 

substantially underdiagnosed and undertreated in 

this population [19]. 

The risk factor profile for COPD reveals important 

patterns that must inform preventive strategies and 

care models. While tobacco smoking remains the 

most significant risk factor globally, accounting for 

approximately 70-80% of COPD cases in high-

income countries, the landscape of risk is evolving 

[20]. In many regions, particularly among women 

in low-income countries, exposure to biomass fuels 

for cooking and heating represents a major risk 

factor. Occupational exposures to dusts, chemicals, 

and fumes contribute significantly to the population 

burden of disease, while ambient air pollution, 

genetic factors such as alpha-1 antitrypsin 

deficiency, and early life events including 

childhood respiratory infections also play important 

roles. This diverse risk profile necessitates tailored 

approaches to prevention and underscores the 

importance of comprehensive assessment that 

extends beyond smoking history. 

The convergence of these epidemiological, 

economic, and humanistic burdens creates an 

undeniable imperative for transformative 

approaches to COPD care. The traditional, episodic, 

physician-centric model has proven inadequate to 

address the complex, continuous needs of the 

COPD population. The characteristics of optimal 

COPD management—proactive rather than 

reactive, continuous rather than episodic, holistic 

rather than organ-specific, and patient-centered 

rather than disease-focused—align precisely with 

the strengths of a collaborative partnership between 

internal medicine and nursing. The substantial costs 

associated with exacerbation-driven care present a 

compelling economic argument for investing in 

collaborative models that prioritize prevention and 

self-management. Similarly, the high prevalence of 

undiagnosed disease and untreated comorbidities 

highlights the need for more comprehensive 

screening and assessment approaches that leverage 

the distinct but complementary skills of both 

professions. 

 

3. The Internist's Role:  

The internist's initial critical contribution lies in 

establishing an accurate diagnosis through 

spirometric confirmation and comprehensive 

phenotypic characterization. While symptoms may 

suggest COPD, the internist relies on post-

bronchodilator spirometry demonstrating a 

persistent airflow limitation (FEV1/FVC <0.70) to 

confirm the diagnosis definitively. This objective 

measurement is essential not only for diagnosis but 

also for disease staging according to GOLD 

criteria, which guides therapeutic decisions and 

prognostic discussions. Beyond simple spirometric 

classification, the modern internist engages in 

phenotypic characterization to tailor therapy more 

precisely. This involves distinguishing between the 

frequent exacerbator phenotype, the emphysema-
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predominant phenotype, the chronic bronchitis-

predominant phenotype, and the asthma-COPD 

overlap (ACO) phenotype. Research indicates 

that approximately 15-20% of COPD patients 

present with ACO, requiring a distinct therapeutic 

approach that includes more prominent use of 

inhaled corticosteroids [21]. The diagnostic process 

also includes ruling out alternative diagnoses such 

as heart failure, bronchiectasis, or interstitial lung 

disease that may mimic or coexist with COPD. This 

precise diagnostic foundation ensures that 

subsequent management strategies are 

appropriately targeted to the individual's specific 

disease manifestation. 

The internist possesses specialized expertise in 

navigating the complex landscape of COPD 

pharmacotherapy, implementing and adjusting 

medication regimens according to evolving 

evidence-based guidelines. This process begins 

with initial treatment selection based on GOLD 

classification—group A, B, C, or D—which 

considers both symptom burden and exacerbation 

history. The internist's role involves selecting the 

most appropriate inhaler devices and medication 

combinations from among long-acting muscarinic 

antagonists (LAMAs), long-acting beta2-agonists 

(LABAs), inhaled corticosteroids (ICS), and 

combination therapies. This decision-making 

requires balancing efficacy with potential side 

effects, particularly the increased risk of 

pneumonia associated with ICS use, which occurs 

in approximately 4-5% of COPD 

patients receiving these medications [22]. As the 

disease progresses, the internist is responsible for 

escalating or de-escalating therapy based on 

treatment response and changing clinical status. 

This includes making nuanced decisions about 

when to introduce triple therapy 

(LAMA/LABA/ICS) for patients with persistent 

symptoms or exacerbations despite dual therapy. 

The internist also manages the use of adjunctive 

treatments such as roflumilast for patients with 

severe chronic bronchitis and frequent 

exacerbations, or azithromycin for selected patients 

with exacerbation-prone disease, while monitoring 

for potential adverse effects including cardiac 

arrhythmias and bacterial resistance. 

COPD rarely exists in isolation, and the internist's 

expertise in managing complex multimorbidity is 

particularly valuable in this population. The 

systematic detection and management of 

comorbidities represents a fundamental aspect of 

the internist's role, requiring comprehensive 

assessment beyond the respiratory system. 

Cardiovascular diseases, including ischemic heart 

disease, heart failure, and arrhythmias, affect 30-

70% of COPD patients and represent leading 

causes of mortality in this population [23]. The 

internist must skillfully manage the intersection of 

cardiac and respiratory medications, recognizing 

that beta-blockers—once contraindicated in 

COPD—are now recommended for appropriate 

cardiac indications and do not adversely affect 

respiratory outcomes. Similarly, osteoporosis is 

significantly more prevalent in COPD patients, with 

studies indicating that 35-60% of patients with 

moderate to severe COPD have osteopenia or 

osteoporosis, necessitating assessment and 

appropriate management [24]. The internist also 

screens for and manages other frequent 

comorbidities including metabolic syndrome, 

diabetes, anxiety and depression, gastroesophageal 

reflux disease, and lung cancer. This 

comprehensive approach requires the internist to 

balance multiple treatment regimens while 

minimizing polypharmacy and recognizing 

potential drug-disease interactions. 

The internist plays a pivotal role in both the 

management of acute exacerbations and the 

implementation of strategies to prevent their 

occurrence. During exacerbations, the internist 

determines the appropriate site of care (outpatient 

versus inpatient), selects empiric antibiotic therapy 

when indicated, initiates systemic corticosteroids, 

and provides guidance on bronchodilator 

optimization. Following resolution of the acute 

event, the internist leads the post-exacerbation 

review process, analyzing potential triggers and 

implementing strategies to prevent recurrence. This 

includes ensuring appropriate maintenance therapy, 

addressing modifiable risk factors, and formalizing 

written action plans. Evidence demonstrates 

that comprehensive post-exacerbation 

management reduces rehospitalization rates by 

25-30% within 90 days of the initial event [25]. 

The internist also oversees vaccination strategies, 

ensuring patients receive annual influenza 

vaccination and pneumococcal vaccination 

according to guidelines, as these preventive 

measures significantly reduce exacerbation 

frequency and severity. 

The progressive nature of COPD necessitates that 

the internist engage in advanced care planning and 

palliative care integration long before the end 

stages of disease. This involves initiating 

discussions about prognosis, treatment preferences, 

and goals of care while the patient retains decision-

making capacity. The internist addresses potentially 

life-prolonging interventions such as long-term 

oxygen therapy, non-invasive ventilation, and 

referral for lung transplantation evaluation when 

appropriate. Simultaneously, the internist integrates 

palliative approaches to manage refractory 

symptoms including dyspnea, cough, fatigue, and 



Marzook Khalid K Alshammari, Alsharari Jamlaa Dhaher H, Amerah Gasem Alanazi, Nawader Turaif Abelek AlAbdli Alanazi et al. / IJCESEN 10-4(2024)2853-2863 

 

2858 

 

pain. Studies reveal that early palliative care 

integration in COPD improves quality of life and 

reduces depressive symptoms, yet it remains 

significantly underutilized in this population [26]. 

The internist must navigate the complex balance 

between life-prolonging and comfort-focused 

treatments, individualizing this approach based on 

patient values, disease trajectory, and treatment 

response. 

As COPD progresses, the internist increasingly 

relies on and interprets advanced diagnostic testing 

to guide management decisions. This includes 

analyzing computed tomography (CT) scans to 

characterize emphysema distribution, identify 

bronchiectasis, and screen for lung cancer in 

eligible patients. The internist interprets arterial 

blood gases to assess gas exchange abnormalities 

and determine the need for supplemental oxygen 

therapy. Cardiopulmonary exercise testing may be 

utilized to quantify functional limitation and 

distinguish between respiratory, cardiac, and 

musculoskeletal contributors to exercise 

intolerance. The internist also monitors serial 

pulmonary function tests to track disease 

progression and response to therapy. The 

sophisticated interpretation of these diagnostic 

modalities enables the internist to make informed 

decisions about treatment modifications, referrals to 

specialists, and advanced interventions. 

While the internist typically serves as the primary 

manager of COPD care, appropriate specialist 

referrals are essential for complex cases. The 

internist determines when to refer to 

pulmonologists for advanced disease management, 

interventional procedures, or transplantation 

evaluation. Referral to cardiology is indicated for 

significant cardiac comorbidity, while referral to 

psychiatry or psychology is warranted for severe 

anxiety or depression refractory to initial 

management. The internist coordinates referrals to 

rehabilitation medicine for patients with significant 

functional limitations and to palliative care 

specialists for complex symptom management and 

advanced care planning. This referral coordination 

requires the internist to maintain a comprehensive 

overview of the patient's care while leveraging 

specialized expertise when appropriate. Research 

indicates that structured comanagement between 

internists and pulmonologists improves 

outcomes for patients with severe COPD, 

particularly those with frequent exacerbations [27]. 

 

4. The Nurse's Pivotal Contribution:  

The foundation of the nursing contribution lies in 

structured self-management education that 

transforms patients from passive recipients of care 

into informed, active participants in their health 

journey. This educational process begins with a 

comprehensive assessment of the patient's health 

literacy, learning preferences, and readiness to 

change, allowing for tailored educational 

approaches. Nurses develop and implement 

individualized teaching plans that cover disease 

pathophysiology in accessible language, 

recognition of symptom patterns, energy 

conservation techniques, breathing strategies, and 

nutritional guidance. Crucially, this education 

extends beyond knowledge transfer to skill 

development, focusing on the practical application 

of management strategies in daily life. Research 

demonstrates that comprehensive nurse-led self-

management education reduces COPD-related 

hospital admissions by 40% and emergency 

department visits by 35% compared to usual care 

[31]. The nurse employs various educational 

modalities—including verbal instruction, written 

materials, visual aids, and demonstration—to 

accommodate different learning styles and reinforce 

key concepts. This educational partnership evolves 

over time, with nurses progressively building 

patients' confidence and competence in managing 

their condition independently, while maintaining 

appropriate professional oversight and support. 

Perhaps one of the most technically crucial aspects 

of the nursing role involves ensuring proper inhaler 

technique, a domain where healthcare systems have 

historically underperformed despite its profound 

implications for treatment efficacy. Studies 

consistently reveal that incorrect inhaler 

technique persists in 70-80% of COPD patients, 

directly compromising drug delivery and clinical 

outcomes [32]. Nurses address this challenge 

through systematic, repeated assessment and 

coaching using teach-back methods and physical 

demonstration. This process begins with a baseline 

assessment of the patient's current technique, 

identification of specific errors (such as insufficient 

breath-hold, rapid inhalation, or improper device 

preparation), and tailored correction through guided 

practice. The nurse recognizes that technique 

assessment cannot be a one-time event but requires 

reinforcement at each encounter, as patients 

frequently revert to previous incorrect habits. 

Beyond technical proficiency, nurses address the 

behavioral and cognitive aspects of medication 

adherence, exploring patients' understanding of 

medication purposes, concerns about side effects, 

and practical barriers to consistent use. By building 

therapeutic relationships based on trust and non-

judgment, nurses create environments where 

patients feel comfortable disclosing adherence 

challenges, enabling collaborative problem-solving 

to overcome these barriers.The psychological 
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impact of COPD is profound and frequently 

underestimated in traditional medical models, 

creating a critical domain for nursing intervention. 

Nurses conduct systematic assessments for anxiety 

and depression using validated screening tools, 

recognizing that these conditions 

affect approximately 40-60% of COPD 

patients yet remain significantly underdiagnosed in 

routine practice [33]. Beyond formal screening, 

nurses possess the therapeutic communication skills 

to explore the emotional experience of living with 

breathlessness, the grief associated with functional 

losses, and the fear surrounding disease progression 

and exacerbations. This emotional support takes 

various forms, including active listening, 

normalization of emotional responses, validation of 

patient experiences, and the teaching of coping 

strategies such as relaxation techniques, 

mindfulness, and cognitive restructuring. Nurses 

also facilitate connections to support groups and 

mental health resources when indicated, serving as 

a bridge to specialized psychological care. The 

continuity of the nurse-patient relationship allows 

for the development of deep therapeutic alliances 

that create psychological safety for patients to 

express vulnerabilities and concerns they might not 

share with other providers. 

The nurse plays an indispensable role in the 

development, implementation, and reinforcement of 

COPD exacerbation action plans—a cornerstone of 

preventive management. Working in collaboration 

with the internist, the nurse translates medical 

recommendations into patient-friendly action plans 

that specify when and how to self-manage symptom 

worsening, including adjustments to rescue 

medications, initiation of prescribed "rescue packs" 

(antibiotics and/or corticosteroids), and criteria for 

seeking medical attention. The nurse ensures that 

these plans are comprehensible, practical, and 

tailored to the patient's specific circumstances, 

literacy level, and support systems. Crucially, 

nurses provide the necessary follow-up to reinforce 

plan understanding and confidence in 

implementation, recognizing that patients with 

well-understood action plans experience 30% 

fewer hospitalizations for exacerbations [34]. This 

reinforcement includes reviewing the plan at 

regular intervals, discussing hypothetical scenarios, 

and debriefing after actual exacerbations to identify 

successes and areas for improvement. The nurse's 

ongoing contact with patients positions them to 

detect early signs of exacerbation between 

physician visits, enabling prompt intervention that 

can prevent progression to crisis. 

Nurses provide essential support for the lifestyle 

modifications that fundamentally influence COPD 

progression and quality of life. This includes 

comprehensive tobacco cessation counseling using 

evidence-based approaches such as motivational 

interviewing, combined with pharmacotherapy 

support in collaboration with the internist. For 

patients exposed to occupational or environmental 

pollutants, nurses provide practical guidance on 

exposure reduction strategies. They also play a key 

role in promoting physical activity within 

individual capacity constraints, providing specific 

recommendations for incorporating movement into 

daily routines despite breathlessness. Nurses serve 

as crucial advocates and facilitators for pulmonary 

rehabilitation referrals, preparing patients for what 

to expect and reinforcing rehabilitation principles 

between formal sessions. Research indicates 

that nurse-supported adherence to pulmonary 

rehabilitation principles improves long-term 

maintenance of benefits by 45% compared to 

rehabilitation without ongoing support [35]. 

Additionally, nurses provide nutritional guidance 

focused on the specific challenges of COPD, 

including the prevention of both malnutrition and 

obesity, management of early satiety due to lung 

hyperinflation, and strategies to combat the muscle 

wasting that contributes to functional decline. 

The nurse functions as the central coordinator of 

the COPD patient's care journey, ensuring 

continuity across settings and providers. This role 

involves facilitating communication between the 

internist, pulmonologist, pharmacist, rehabilitation 

specialists, and home care providers to create a 

cohesive management approach. Nurses conduct 

follow-up telephone calls or telehealth visits 

between office appointments to monitor status, 

address emerging concerns, and reinforce 

management plans. They coordinate transitions 

between care settings—particularly following 

hospitalizations for exacerbations—conducting 

thorough discharge follow-up to prevent 

readmission. The nurse also assists patients in 

navigating the complex healthcare system, 

including insurance coverage for medications and 

equipment, transportation to appointments, and 

access to community resources. This coordination 

function addresses the fragmentation that frequently 

characterizes chronic disease care, creating a 

seamless experience for patients and reducing the 

risk of management gaps. 

While the internist typically initiates discussions 

about prognosis and advanced care planning, the 

nurse provides the essential reinforcement and 

elaboration that transforms these concepts from 

abstract ideas into practical preparations. Nurses 

create the time and psychological space for patients 

and families to explore values, goals, and 

preferences regarding future care, often in multiple 

conversations over time. They help translate these 



Marzook Khalid K Alshammari, Alsharari Jamlaa Dhaher H, Amerah Gasem Alanazi, Nawader Turaif Abelek AlAbdli Alanazi et al. / IJCESEN 10-4(2024)2853-2863 

 

2860 

 

preferences into specific, actionable instructions for 

various clinical scenarios, ensuring that advance 

directives are both comprehensive and 

comprehensible. Nurses also address the practical 

and emotional aspects of planning for progressive 

disability, including discussions about equipment 

needs, home modifications, and caregiver support. 

Evidence suggests that nurse-facilitated advance 

care planning increases completion of advance 

directives by 60% in COPD patients compared to 

physician-only discussions [36]. This aspect of care 

requires exceptional communication skills and 

emotional sensitivity, as nurses help patients and 

families confront the progressive nature of COPD 

while maintaining hope and focusing on quality of 

life. 

 

5. Co-Managing the Patient Journey from 

Clinic to Home 

The collaborative process begins with the initial 

patient encounter, where the internist and nurse 

conduct coordinated yet distinct assessments that 

together form a complete clinical picture. The 

internist focuses on diagnostic confirmation 

through history, physical examination, and 

interpretation of spirometry and other diagnostic 

tests, establishing the medical framework for 

treatment. Simultaneously, the nurse conducts a 

comprehensive biopsychosocial assessment that 

explores the patient's understanding of their 

condition, health beliefs, social support system, 

functional limitations, and emotional response to 

the diagnosis. These parallel assessments are then 

synthesized into a unified management plan during 

a collaborative case discussion. Research 

demonstrates that clinics utilizing structured 

interprofessional initial assessments develop 

more comprehensive care plans that address 35% 

more patient-identified concerns compared to 

physician-only assessments [41]. This integrated 

approach ensures that the medical treatment plan is 

developed within the context of the patient's life 

circumstances, capabilities, and priorities, creating 

immediate alignment between clinical 

recommendations and patient reality. 

The medication management process exemplifies 

the complementary nature of the nursing-internal 

medicine partnership. The internist selects 

appropriate medications based on disease severity, 

phenotype, and evidence-based guidelines, while 

the nurse ensures these medications are effectively 

integrated into the patient's daily routine. This 

division of responsibility begins with the nurse 

assessing potential barriers to adherence, including 

cost concerns, cognitive limitations, manual 

dexterity issues, and health beliefs that might affect 

medication acceptance. After the internist 

prescribes appropriate inhalers, the nurse provides 

comprehensive education on proper technique using 

teach-back methods, addressing the critical finding 

that up to 80% of patients use their inhalers 

incorrectly without such instruction [42]. The 

nurse then follows up between physician visits to 

reinforce technique and troubleshoot emerging 

adherence challenges, while the internist monitors 

therapeutic response and adjusts the regimen based 

on objective and subjective measures of control. 

This continuous feedback loop between 

prescription and implementation ensures that 

medications achieve their intended therapeutic 

effect in real-world conditions. 

The partnership enables a dynamic monitoring 

system that combines the internist's analytical 

oversight with the nurse's continuous surveillance. 

While the internist typically sees patients at 

scheduled intervals, the nurse maintains regular 

contact through follow-up calls, telehealth check-

ins, and monitoring of patient-reported outcomes. 

This ongoing connection allows for the early 

detection of clinical changes that might otherwise 

go unnoticed between physician visits. Nurses are 

positioned to identify subtle signs of exacerbation, 

medication side effects, or functional decline and 

can initiate prompt interventions according to 

established protocols or through immediate 

consultation with the internist. Studies show 

that clinics with structured nurse-internist 

communication protocols reduce emergency 

department visits by 28% through earlier 

detection and management of clinical deterioration 

[43]. This proactive approach transforms care from 

reactive to preventive, addressing issues before they 

escalate into crises. The nurse's longitudinal 

relationship with patients also facilitates the 

recognition of patterns that might not be apparent in 

brief physician encounters, such as gradual activity 

reduction or emerging mood symptoms. 

The management of COPD exacerbations 

demonstrates the partnership's critical value during 

high-risk transitions between care settings. When a 

patient experiences an exacerbation, the internist-

nurse team implements a coordinated response that 

begins with determining the appropriate care setting 

(home, office, or hospital) based on severity 

assessment. The nurse plays a pivotal role in 

executing the exacerbation action plan, providing 

patient education about symptom monitoring, 

medication adjustments, and clear guidelines for 

when to seek higher levels of care. If 

hospitalization is required, the nurse facilitates 

communication between inpatient and outpatient 

teams, ensuring continuity of the management 

approach. Following hospital discharge, the nurse 
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conducts timely follow-up to reinforce the recovery 

plan, monitor for complications, and prevent 

readmission—a period when patients are 

particularly vulnerable. Data indicates 

that structured post-discharge nurse follow-up 

reduces 30-day readmission rates by 40% in 

COPD patients [44]. This seamless handoff across 

the exacerbation continuum ensures that patients 

receive consistent, coordinated care regardless of 

setting. 

Some practices have implemented shared medical 

appointments (SMAs) as an innovative care 

delivery model that maximizes the synergy between 

nursing and internal medicine. In this format, 

multiple patients with COPD meet simultaneously 

with both the internist and nurse for extended group 

visits. The internist provides medical expertise, 

addresses individual concerns, and conducts brief 

physical assessments, while the nurse facilitates 

group education, promotes peer support, and 

addresses self-management strategies. This model 

has demonstrated significant benefits, 

including increased patient satisfaction scores of 

85% compared to 65% for traditional 

appointments and more efficient use of provider 

time [45]. The group dynamic creates unique 

therapeutic opportunities, as patients learn from 

both providers and each other, normalizing 

experiences and building community. The nurse 

and internist complement each other during these 

sessions, with the nurse often picking up on 

psychosocial cues and practical challenges that the 

internist might miss while focusing on medical 

management, creating a more holistic group 

experience. 

Modern technology platforms have expanded the 

capabilities of the nursing-internal medicine 

partnership beyond traditional clinic boundaries. 

Secure messaging systems allow nurses to consult 

with internists about patient concerns without 

requiring formal visits, facilitating timely decision-

making. Shared electronic health records with 

collaborative documentation enable both providers 

to contribute their distinct perspectives to a unified 

patient story. Remote patient monitoring 

technologies allow nurses to track symptoms, 

oxygen saturation, and activity levels between 

visits, with automated alerts prompting consultation 

with the internist when parameters deviate from 

baselines. Research on technology-facilitated 

collaboration shows that integrated digital 

platforms reduce communication delays between 

nurses and physicians by 60%, leading to more 

responsive care adjustments [46]. These 

technological tools create a virtual collaborative 

workspace that extends the partnership's reach into 

the patient's home, enabling continuous co-

management rather than episodic intervention. 

For patients with moderate to severe COPD, the 

Centers for Medicare & Medicaid Services (CMS) 

Chronic Care Management (CCM) program 

provides a structured framework for the nursing-

internal medicine partnership to deliver 

comprehensive care between face-to-face visits. 

Under this model, the internist oversees the overall 

care plan while the nurse provides at least 20 

minutes per month of non-face-to-face care 

management. This includes medication 

reconciliation, care coordination with other 

providers, patient education, and self-management 

support. The CCM structure formalizes the 

collaborative process, ensuring that patients receive 

ongoing support between physician appointments. 

Practices implementing CCM for COPD patients 

report improved patient adherence to treatment 

plans by 35% and higher quality of life 

scores compared to usual care [47]. This systematic 

approach to between-visit care represents the 

operationalization of the partnership model, 

creating a sustainable framework for continuous co-

management that addresses the chronic nature of 

COPD. 

 

6. Conclusion 

This comprehensive examination of the nursing-

internal medicine partnership in the long-term 

management of Chronic Obstructive Pulmonary 

Disease (COPD) reveals a transformative approach 

to chronic care that significantly surpasses the 

capabilities of either profession working in 

isolation. The evidence presented throughout this 

research demonstrates that the synergistic 

collaboration between these two disciplines creates 

a robust, patient-centered ecosystem capable of 

addressing the complex multidimensional 

challenges of COPD. By combining the internist's 

expertise in diagnostic precision, pharmacotherapy 

optimization, and comorbidity management with 

the nurse's proficiency in self-management 

education, psychosocial support, and continuous 

care coordination, this partnership establishes a new 

standard for comprehensive COPD management 

that extends from the clinical setting into the 

patient's daily life. 

The co-management model proves particularly 

effective in addressing the most critical aspects of 

COPD care, including exacerbation prevention, 

medication adherence, and quality of life 

enhancement. The integration of structured self-

management education with evidence-based 

medical therapy creates a powerful combination 

that reduces hospital admissions, decreases 
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emergency department visits, and improves overall 

disease control. The partnership's ability to provide 

continuous, adaptive support between physician 

visits ensures that treatment plans are not merely 

prescribed but are effectively implemented and 

sustained in the context of patients' real-world 

circumstances and challenges. This approach 

directly addresses the limitations of traditional 

episodic care models that have proven inadequate 

for managing a progressive, complex condition like 

COPD. 
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