
Prevention of COPD Readmissions: A Work in Progress

Patients discharged following in-patient stays for exac-
erbations of COPD often require unplanned return visits to
the emergency department and/or readmission to the hos-
pital. Twenty percent of Medicare-eligible patients
(�65 y old) admitted for COPD exacerbations have been
reported to require readmission within 30 d.1 Half of these
readmissions were for respiratory-related disease, with 27%
identified as having another exacerbation as the reason for
readmission.

The Hospital Readmissions Reduction Program was en-
acted to reduce rising costs of health care for Medicare
beneficiaries due to readmissions for pneumonia, conges-
tive heart failure, and acute myocardial infarction, with
COPD added in 2014. Under the Hospital Readmissions
Reduction Program, hospitals exceeding expected read-
mission rates for these diagnoses are penalized with a 3%
reduction in all Medicare reimbursements. Identification
of uninsured patients and patients who are dual-eligible for
Medicaid and Medicare as a higher risk for readmission
following COPD exacerbations has put safety net hospitals
caring for these patients at risk for financial penalties.

Fiscal concerns and recognition that specific interven-
tions may reduce COPD exacerbations have accelerated
progress in developing and validating comprehensive dis-
ease management programs to improve care and reduce
readmissions. Additional patient risk factors for readmis-
sion following hospitalization for COPD exacerbations in-
clude patients with more severe baseline disease (eg, home
oxygen use, hypercapnia, comorbidities such as conges-
tive heart failure, systemic corticosteroid use, continued
smoking, substance abuse) and/or poor access to health
care (eg, no identifiable primary care provider, transpor-
tation and language barriers). The recognition of COPD as
a chronic, inflammatory, systemic disease with multiple
clinical phenotypes and comorbidities (eg, malnutrition,
osteoporosis, congestive heart failure, sleep-disordered

breathing, depression) invites comparison with other
chronic lung diseases, such as asthma and cystic fibrosis,
and with non-pulmonary diseases, such as diabetes or con-
gestive heart failure, in which comprehensive disease man-
agement approaches are utilized. A common denominator
in these diseases is the generally incurable nature and
chronic relapsing courses.

SEE THE ORIGINAL STUDY ON PAGE 1

The goals of chronic COPD management include opti-
mizing quality of life, preserving or improving functional
status, addressing associated comorbidities, and minimiz-
ing exacerbations.2 This is achieved in COPD with a range
of evidence-based pharmacologic and non-pharmacologic
approaches as recently summarized in practice guidelines
by international organizations.3,4 Key non-pharmacologic
approaches include case management, patient education
with written action plans, pulmonary rehabilitation (ide-
ally started within 30 d of discharge), and smoking cessa-
tion programs. Development of an effective disease man-
agement team requires integration of multiple elements
and may benefit from emerging communication and mon-
itoring technology. Technological advances linking out-
patients with health-care professionals (eg, respiratory ther-
apists, nurses, dietitians, pharmacists, physicians) have
progressed faster then validation studies demonstrating im-
proved outcomes. Examples include direct observation of
inhaler technique by video-audio links (eg, Facetime,
Skype), tablet- and/or smart phone-based applications (eg,
COPD Navigator), digital diaries for symptom tracking,
home pulse oximetry, peak expiratory flow, and inspira-
tory capacity monitoring.

The ability to extend the reach of the hospital or clinic-
based respiratory therapist to the patient’s home after hos-
pital discharge may have the potential to improve out-
comes and quality of life. In this context, the study by
Silver et al5 in this issue of RESPIRATORY CARE is especially
relevant to the essential role of respiratory therapists in
preventing readmissions following COPD exacerbation.
These investigators randomized 428 subjects at high risk
for readmission to usual pre-discharge care versus a com-
prehensive respiratory therapy disease management pro-
gram conducted by specially trained respiratory therapist
case managers.6 Study enrollment was restricted to sub-
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jects �65 y old, since an existing Medicare readmission
prevention program was already in place at the authors’
institution. Study eligibility required prespecified risk fac-
tors for COPD exacerbation readmissions (eg, previous
emergency department visits, hospitalizations, use of sys-
temic corticosteroids within the previous year, or require-
ment for home oxygen). The respiratory therapy disease
management protocol incorporated pre-discharge subject
education (including proper inhaler and guideline-appro-
priate medication use), coordination of out-patient clinic
appointments, pulmonary rehabilitation, and smoking ces-
sation interventions and included 5 structured follow-up
telephone calls by the respiratory therapist case manager.

Key findings of Kollef et al5 were that subjects receiv-
ing respiratory therapy disease management experienced
significantly fewer readmissions for COPD exacerbations
(20% vs 28%), shorter duration of hospitalization if read-
mission was required (5 d vs 8 d), and fewer total in-
patient and ICU days over 6 months of follow-up. Mor-
tality was similar (and low) between both groups (1.4% vs
0.9%). Interestingly, the reduction in readmissions for
COPD exacerbations in the respiratory therapy disease man-
agement study group occurred despite significantly more
subjects in this group being dual Medicare-Medicaid eli-
gible and probably having COPD-asthma overlap, both
factors associated with a higher risk of readmissions in
Medicare beneficiaries.2 All cause readmissions and non-
COPD-related emergency department visits did not differ
between study groups. Strengths of this respiratory therapy
disease management discharge program included the rel-
atively low cost (eg, respiratory therapist case-manage-
ment, subject teaching, written action plan, telephone fol-
low-up), minimal technology required (telephone), and
applicability to a diverse population of subjects with COPD
exacerbation.

In contrast, technology-based approaches described
above, although promising, have not yet consistently dem-
onstrated reduction in COPD exacerbation readmission
rates.8,9 The study by Silver et al5 adds to the growing
evidence base supporting use of a structured, pre-discharge
comprehensive disease-management approach for high-risk
patients admitted for COPD exacerbations. Respiratory
therapy departments may use this study as an example of
how to develop a hospital-specific program to prevent
COPD readmissions, improve patient care, and potentially
reduce costs. Whether incorporating emerging technolo-
gies (eg, video-patient conferencing, web-based symptom

diaries, tablet applications, digital transmission of home
pulse oximetry, peak expiratory flow, inspiratory capacity,
portable spirometry) into respiratory therapist-directed
COPD disease management programs will provide added
benefit in reducing COPD readmissions will require future
research. As with many efforts to improve patient care for
chronic diseases, respiratory therapist-directed disease
management programs for COPD might be viewed as a
work in progress, subject to revision as new preventive
therapies, patient education techniques, and monitoring
technologies are validated.
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