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INTRODUCTION

Respiratory diseases pose significant challenges to
healthcare providers due to their complex nature and
potential for rapid deterioration. Effective management
often requires a multidisciplinary approach, emphasizing
collaboration among healthcare professionals. This poster
presents a case study highlighting the transformative
impact of interprofessional teaming and decentralized
pharmacist involvement on improving the respiratory
status of a patient.

The purpose of this study was to evaluate the effectiveness
of an interdisciplinary team model of care in
assisting patients to achieve improved outcomes of chronic
conditions in a primary care rural setting.

TREATMENTS/INTERVENTIONS

A family medicine clinic at a rural medical center developed an
interdisciplinary team clinic composed of case managers, a
decentralized pharmacist, nursing staff, a family medicine
resident, and a board-certified family medicine attending
physician. Patients are seen by our decentralized pharmacist to
optimize outcomes in chronic, complicated patients. They

are seen for an initial consultation and for additional visits as
needed.

To evaluate the impact of the decentralized pharmacist, we
recorded the following measures for each patient at the time of
initial visit with pharmacist, at follow up visits within 1 and 2
month, and at the most recent clinic visit: compliance with
daily inhaler, use of rescue inhaler, hospitalizations or ER

visits secondary to asthma exacerbation.

This case study was followed from Sept 2021 to current in the
outpatient residency clinic of the Choctaw Nation Health Care
Facility in Talihina, a town of approximately 1000 residents
located in rural SE Oklahoma within the Choctaw Nation.

The department is patient-centered and is staffed

by 7 physicians, 12 residents, 4 nurses, 1 decentralized
pharmacist and 3 case managers.

CASE REPORT INFORMATION

A 77-year-old female with past medical history of hypertension,
hyperlipidemia, gastroesophageal reflux, osteoarthritis, and
asthma was established with our clinic in September 2021.
Prior to and since establishing, patient was noted to have
multiple ER visits, hospitalizations, and decreased quality of life
secondary to asthma exacerbations. Her therapy was escalated
to appropriate medical management by GINA criteria without
consistent control. On incorporation of multidisciplinary care
including a decentralized pharmacist, it was recognized that the
patient was not using her medications appropriately. On our
timeline, you can see an improvement in control after
integrating the component of pharmacy assessment and
education noted in Table 2.
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RESULTS

Over the course of four months after initiation of multidisciplinary care incorporating a decentralized pharmacist,
the patient's respiratory status showed significant improvement. The frequency and severity of exacerbations
decreased, resulting in fewer asthma-related hospital admissions and improved quality of life. The collaborative
efforts of the interprofessional team led to better symptom control, enhanced patient understanding of their
condition, and improved adherence to therapeutic interventions.
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DISCUSSION

Asthma is a chronic respiratory condition characterized by
airway inflammation and hyperresponsiveness, often
necessitating a multifaceted approach to management.

Interprofessional  collaboration @ among  healthcare
providers is crucial for optimizing treatment outcomes and
improving patient quality of life. This poster presents a
case study highlighting the transformative impact of
interprofessional teaming and decentralized pharmacist
involvement in managing moderate persistent asthma.

The inclusion of a decentralized pharmacist proved
instrumental in optimizing medication therapy. Through
medication reconciliation and comprehensive medication
reviews, the pharmacist identified potential adherence
issues, medication gaps, and opportunities for therapy
optimization. Patient education on proper inhaler
technique and medication adherence further improved
treatment outcomes.

Over a six-month period, the patient's asthma control
significantly improved. The frequency and severity of
exacerbations decreased, allowing the patient to
experience fewer symptoms and resume normal activities.
The collaborative efforts of the interprofessional team led
to Dbetter medication adherence, improved self-
management sKkills, and enhanced patient satisfaction with
asthma care.

CONCLUSION

This case underscores the importance of interprofessional
collaboration in managing complex respiratory conditions.
By leveraging the expertise of primary care physicians,
respiratory therapists, nurses, and pharmacists, healthcare
teams can achieve better outcomes for patients with
respiratory diseases. Future initiatives should prioritize
interdisciplinary communication and teamwork to optimize
patient care and enhance clinical outcomes.
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