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Starting in October 2014, hospitals across the country 
are being judged on their ability to reduce 30-day, all-
cause unplanned readmissions for COPD after an initial 
admission for a COPD exacerbation.  The U.S. Centers 
for Medicare and Medicaid Services (CMS) will penalize 
hospitals for what they consider excessive admissions.  
CMS will calculate the penalties using 3 years of hospital 
discharge data for COPD readmissions and compare 
it to the national average after adjustment for patient 
case-mix.1 Aggregate payments for excessive COPD 
readmissions as a percentage of diagnostic-related 
groups (DRG) payments for all discharges will be used 
for the calculation.  In 2015, the maximum reduction 
possible of a hospital’s aggregate Medicare payments is 
3%. The objectives of this initiative are laudable: reduce 
costs, eliminate waste, and encourage standardization 
of inpatient care with evidence-based protocols.  By 
holding doctors and hospitals responsible for cost 
efficiency as well as high quality care, it is anticipated 
that patient-centered, value-driven care can be achieved. 

Hospitals were given ample lead time to gear up for 

the penalties for COPD readmissions. In 2010, the 
U.S Patient Protection and Affordable Care Act (ACA) 
identified preventable hospital admissions as a target 
for improved care and cost savings. CMS launched the 
Hospital Readmissions Reduction Program (HRRP) 
in 2012, initially targeting heart failure, pneumonia 
and acute myocardial infarction.  COPD was added 
to this list of conditions in 2013, a time when 1 in 5 
patients were readmitted within 30 days following an 
index admission for a COPD exacerbation.2 Despite 
the potential benefits that are anticipated from this 
program, a number of concerns were raised before 
the start date of the penalty period.3 The CMS ruling 
assumes that high quality care that includes evidence-
based treatment protocols, patient and family education 
programs, and a coordinated transition from hospital to 
community can reduce readmission rates.  Yet for COPD 
patients, there is no clear link between quality of care 
and 30-day hospital readmission rates and no widely 
studied interventions for COPD exacerbations that have 
significantly reduced readmission rates.4 In addition, 
there is no assurance that reducing readmission rates 
will benefit and not harm overall patient heath status 
and outcomes. As a result, doubt has been expressed 
concerning the validity of a 30-day readmission rate as 
a measure of hospital quality of care and whether, given 
the absence of proven evidenced-based interventions, 
readmission rates can be reduced.3-6

Furthermore, it has been determined that COPD 
exacerbations disproportionately affect minorities and 
individuals of lower socioeconomic status.7 Hospitals 
that care for these patient demographic groups have 
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higher readmission rates and are more likely to be 
penalized by CMS.8 This includes inner-city hospitals 
and major teaching hospitals that share a larger burden 
of care for underserved populations. Factors associated 
with low socioeconomic status such as Medicaid 
insurance, low income, unstable home environment, a 
rural address, lack of social support, being unmarried, 
risk behaviors including smoking and cocaine use, poor 
health literacy, poor nutrition, and non-adherence to 
medications and follow-up visits have all been identified 
to predict high readmission rates.9,10 This might lead to 
large financial losses and unexpectedly limit resources 
that would otherwise be supporting indigent care. To 
date CMS has not included socioeconomic factors in 
the risk adjustment of hospital performance measures 
and there is no indication that this will ever occur.

Despite the limitations that challenge hospitals 
and physicians to meet CMS standards on COPD 
readmissions, and the reservations expressed by the 
medical community, the penalty period has started. 
In response to this challenge, the COPD Foundation, 
whose mission is “to speed innovations that will make 
treatments more effective and affordable and undertake 
initiatives that result in expanded services for COPD 
patients,” convened a multi-stakeholder National 
COPD Readmissions Summit in October 2013.  
Recommendations from this Summit are reported 
in this issue of the Journal. The Foundation is to be 
applauded, not only for initiating this effort, but also for 
the inclusive list of stakeholders.  The group not only 
included clinicians and health service researchers but 
also patients, representatives of industry, and payers. 
The Readmissions Summit group acknowledged the 
paucity of published evidence to guide clinicians 
and hospital staff in avoiding hospital readmissions 
following COPD exacerbations.

Despite the lack of evidence-based measures 
that ensure improvement in patient outcomes and 
prevention of a 30-day COPD readmission, the 2013 
National COPD Readmissions Summit participants 
provided a group of practical suggestions for best 
hospital practices.  This included a recommendation 
for a coordinated transitional care, and for patient-
centered efforts that include self-management skills 
specific to COPD. They stressed that efforts need to 
be made to promote patient safety and avoid adverse 
events.  Their recommendations also remind clinicians 
that comorbidities are common in COPD patients and 
may contribute to a readmission within the 30-day 

period.  In fact, the majority of COPD readmissions 
have been caused by conditions other than a re-
exacerbation of COPD.2 Conditions such as pneumonia, 
congestive heart failure, acute myocardial infarction, 
acute pulmonary edema, arrhythmia, gastrointestinal 
bleed, and metabolic problems are some of the causes 
of readmission and preemptive attention to these 
conditions during the index admission is important.

Unfortunately, many of the suggestions offered by 
the Summit committee have been tried and have not 
been shown to improve COPD readmission rates.  For 
example, a single center, randomized trial conducted 
at Henry Ford Hospital was published after the COPD 
Readmissions Summit.11 Patients were randomized 
either to the control (standard care) or a bundle group 
in which patients received several measures: smoking 
cessation counseling, screening for gastroesophageal 
reflux disease and depression or anxiety, standardized 
inhaler teaching, and a 48-hour post-discharge phone 
call. The risk of Emergency Department visits or 
hospitalizations within 30 days was not different 
between the groups.

The COPD Foundation is developing a learning 
collaboratory to share best practices and to develop 
multicenter studies to determine what measures can 
prevent COPD readmissions. What can hospitals 
and practitioners do in the meantime?  A number 
of institutions around the country have successfully 
reduced COPD readmissions.  Unpublished experiences 
from 2 groups can be reviewed in the COPD 
Readmissions Summit report in this issue of the Journal. 
Until further research offers a standard protocol that 
we can use with confidence of success, attention to 4 
crucial elements of transitional care can be useful: (1)
Use of COPD guideline-directed treatment protocols 
for Emergency Department visits and hospitalized 
patients,12-14 (2) patient/caregiver education on 
smoking cessation, inhaler use and action plans for an 
exacerbation, (3) patient assessment of oxygen needs, 
comorbidities, goals of care and spirometry testing, 
and (4) a Follow-up Plan that includes a provider visit 
within 7-10 days, a post discharge phone call at 48-
72 hours, pulmonary rehabilitation when available, 
and appropriate use of community home care services. 
Clinicians may want to consider outpatient testing 
for many of the comorbidities associated with COPD 
such as sleep apnea, osteoporosis and coronary artery 
disease. Should a patient see a pulmonologist in this 
post-hospital period? In a study from Israel, the impact 
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of a pulmonologist follow-up visit during the month after 
discharge from the hospital due to COPD exacerbation 
has recently been reported.  Patients who did not see 
a pulmonologist had a significant increased risk for 
rehospitalization within 90 days from discharge.15 
Whether this practice would have impact in the United 
States is not known at this time.

A central goal of the Obama Administration’s ACA 
is to establish a clear timeline for moving from volume 

to value in the Medicare system. This has been a 
major transformation for hospitals, health facilities 
and physicians. The Hospital Readmissions Reduction 
Program is just one example of how the practice of 
Medicine must change to meet these goals.  While 
we do not have a proven formula to reduce COPD 
readmissions, many of the elements, individually and 
collectively, have solid clinical backing that allows us to 
meet the challenge.
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