
Toward Reducing COPD Hospitalization

COPD is a chronic inflammatory process in the air-
ways (and often in the adjacent alveolar spaces) that
afflicts millions of patients in the United States alone.
Pathologic changes are generally irreversible, and the dis-
ease is characterized by progressive respiratory deteriora-
tion punctuated by exacerbations. These exacerbations can
be triggered by any of a large number of factors, although
the most common triggers are infections. Patients present
with signs and symptoms ranging from simple increases in
cough, sputum, or dyspnea to full-blown respiratory fail-
ure necessitating hospitalization and respiratory support.

COPD exacerbations are associated with an accelerated
decline in respiratory function, and exacerbation frequency
or intensity is a powerful predictor of future episodes and
ultimate mortality. Indeed, exacerbation frequency is the
strongest single factor related to future exacerbations, and
mortality rates increase 3-fold as exacerbation frequency
increases from 0 to 3 or more per year.1 Exacerbations
result in � 700,000 hospitalizations per year in the United
States alone. Importantly, roughly 1 in 5 COPD hospital-
izations is followed by a readmission within 30 d, resulting
in cost estimates of more than $15 billion per year.2

Because of these health consequences and costs, it should
not be surprising that in the last decade the medical com-
munity (along with payers) have launched numerous ini-
tiatives to reduce exacerbations, with a particular focus on
reducing readmissions due to exacerbation. These initia-
tives involve improving medication regimens and adher-
ence, smoking cessation, pulmonary rehabilitation, close
follow-up by clinicians following discharge, assessments
for oxygen supplementation and noninvasive ventilation,
and psychosocial support structures.3 There is increased
focus on patient involvement and self-management, which
can be augmented with in-patient COPD “navigators”4 and
out-patient telehealth programs.5 Payers, led by the U.S.
Center for Medicare and Medicaid Services (CMS) have
supported these efforts in addition to imposing a 3% pen-

alty on all Medicare payments to hospitals who have ex-
cessive COPD readmission rates.5,6

SEE THE ORIGINAL STUDY ON PAGE 1

Efforts to reduce COPD exacerbation readmissions have had
only limited success.2 Part of the reason is the complexity of
COPD management, that is, assuring that the components
COPD management are indeed occurring. Another factor lim-
iting success can be difficulty obtaining patient and family
buy-in. COPD disease management is a partnership, and pa-
tient engagement is critical. Finally, COPD readmissions of-
ten involve the numerous comorbidities seen in patients with
COPD. In one study, the principal diagnosis associated with
the 30-d readmission of a COPD patient was related to COPD
(ie, “COPD and bronchiectasis,” “respiratory failure” or
“pneumonia”) less than half the time.2 Better COPD man-
agement may have little effect on these non-COPD issues;
indeed, the link between reduced readmissions in patients
with COPD and better overall outcomes is not well estab-
lished.5

Non-patient-related factors can also hamper the success
of efforts to reduce COPD readmission rates. For example,
payer efforts to reward readmission reductions may back-
fire if a needed hospitalization is blocked and a worsening
episode of respiratory failure develops. This may affect
underserved populations disproportionately. Payer policies
can also produce perverse incentives—eg, an admission
may generate more hospital income than the reward for
preventing it. These policies might also foster deliberate
miscoding efforts and encourage hospital policies to trans-
fer patients to other facilities.5

In this issue of RESPIRATORY CARE, Zafar et al7 address
a unique, understudied population of patients experienc-
ing an exacerbation of COPD: patients admitted to an
emergency department observation unit. These are pa-
tients with clear acute respiratory compromise but for
whom a 24 –36-h period of therapy and close monitor-
ing is deemed appropriate before a decision is made to
hospitalize or discharge. The research question builds
on the studies noted above, which generally support the
concept that carefully designed and executed care bun-
dles can potentially reduce 30-d rehospitalization rates.
This study goes a step further: Can a well-designed,
short-course “bundle” reduce emergency department re-
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visits in the next 30 d? The question is an important one
as the authors note a 48% all-cause emergency depart-
ment revisit rate in their baseline population.

The results are important. First, the authors note that a
bundle designed for � 36 h of application can be imple-
mented successfully � 90% of the time. Second, after bundle
initiation, the 30-d all-cause emergency department revisit
rate was noted to drop significantly to 30%. Third, the bundle
succeeded even without components that others have shown
to be important such as pulmonary rehab, O2 assessment,
psychosocial assessment, and home noninvasive ventilation
assessment. This highlights the importance of some of the
key components of this bundle, such as medication manage-
ment and scheduled follow-up.

There are limitations to this study. First, it is a single-center
study utilizing only a pre- and postimplementation study de-
sign. There was no concurrent control group. Second, by
necessity, a short-course bundle does not allow for inclusion
of other interventions that take longer to implement. Finally,
data are reported only on subjects admitted to an emergency
department observation unit. Patients with direct admission (ie,
bypassing the emergency department observation unit) and pa-
tient mortality (both hospitalized or at home) are not reported.

Despite these limitations, this study adds further support to
the concept that the best management strategies for COPD
are multidisciplinary and patient-focused, and they must in-
volve multiple team members. Moreover, this work reinforces
the notion that COPD care must be integrated across the
spectrum from chronic home management to out-patient clin-
ics to acute care facilities.
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