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Treating acute exacerbations of chronic obstructive
pulmonary disease (AECOPD) represents the major
cost associated with this condition, primarily because
of overuse of hospital and emergency department (ED)
resources.1-3 Although hospitalization and ED-based
care is needed in urgent situations that fail optimal
therapy, many hospitalizations and re-hospitalizations
stem from failure to receive optimal outpatient care.
A number of pharmacologic interventions including
bronchodilators, corticosteroids, phosphodiesterase-4
inhibitors, and macrolide antibiotics have been shown
to reduce the frequency of COPD exacerbations but
none has been consistently shown to substantially
reduce the rates of hospitalization.4 Similarly, the

effects of pulmonary rehabilitation and disease
management programs have shown inconsistent
impact on hospital utilization rates.5-7 However, new
drugs or treatments may not be the answer. No matter
how good a COPD therapy is, if patients cannot or do
not receive it, hospital and ED admission rates will
remain unchanged. Understanding who the patients
are that require hospital or ED admission will hopefully
facilitate creative multimodality approaches to solve
this problem.
In this issue of Chronic Obstructive Pulmonary
Diseases: Journal of the COPD Foundation Kumbhare
and colleagues report on their analysis of data from
the 2012 Behavioral Risk Factor Surveillance System
survey where respondents completed the optional
COPD module questions. Their findings mostly
support the conclusions of other investigators who
have shown increased risk for exacerbations that
require hospitalization for those COPD patients who
have multiple comorbidities, low physical activity,
and lower socioeconomic status. They were surprised
to find that there were no differences in tobacco use
between those admitted for COPD exacerbation and
those who were not and that those who were admitted
to the hospital were younger than those not admitted.
While no one can argue the general negative effects
of smoking, it is quite possible that those not admitted
to the hospital continued to smoke simply because
their disease, while present, was not severe enough to
result in hospitalization. Also, while increasing age
does generally correlate with increased rates of COPD
hospitalization, older age has also been shown to have
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either no effect or a protective effect in studies that
have looked at risk factors for repeated hospitalization
after discharge.8,9 The Centers for Disease Control
and Prevention has reported that the number of visits
to physician offices by Americans 65 years and older
now averages 6 visits per year.10 This has been offset
by the declining trend of visits by younger generations.
Getting preventive care at the physicians’ offices helps
offset some of the unnecessary ED visits for the older
population.
One of the major factors associated with patients
who had a hospital or ED admission was not being
able to obtain an outpatient visit because of financial
difficulties. It is not clear whether the financial hardship
was the result of lack of insurance coverage, high copays, lack of transportation, or the work loss associated
with obtaining outpatient medical care. As others have
demonstrated, ready access to outpatient care is of
pivotal importance to preventative care management
and the reconciliation of medications and therapies post
discharge.9,11 Removing financial barriers that prohibit
ready access to optimal outpatient COPD care seems
a logical approach. However, solving this problem will
not be easy. Changes in the current medical coverage
payment scheme to address this issue will require the
efforts of the health policy infrastructure (i.e., the public,
politicians and payers) to make effective policy changes.
In addition to having easy access to outpatient care,
the COPD medication regimens prescribed to patients
at the hospital or during ED discharge need to be
started in a timely manner. This is a critical factor in the
avoidance of readmission. This too is impacted by high
co-pays that limit patient access to their medications.
As a solution to this issue some hospitals are providing
meds at beds prior to discharge or working with
pharmaceutical manufacturers to assist patients in
obtaining their initial 30-day supply of medications.
Other underpinning findings from their study are that

individuals more likely to receive hospital or ED-based
care were more obese, most likely unemployed, single
and younger. Chronic comorbid medical problems that
were commonly found in these COPD patients either as
the result of obesity, inactivity or shared risk of smoking
again demand a multidisciplinary solution that includes
healthy life style changes as well as providing economic
opportunities for employment as well as health care.
Perhaps recasting COPD as a multimodality disorder
laden with socioeconomic barriers will allow clinicians
and health policy makers to take a more inclusive
approach to their diagnostic and treatment plans to
enact more effective treatment regimes.
The authors mentioned that socioeconomic status
plays an important role in ED and hospital utilization,
and that education, income, and employment were
inversely associated with ED visits or hospitalization.
This may be because patients who are more educated
and employed have greater access to online resources
that can help them better manage their disease. With
advancements in technology where smart devices are
becoming more affordable, as well as expanded internet
accessibility, we may be able to provide electronic
disease management solutions to many of our currently
underserved patients.
The authors have identified several weaknesses in
their study including the lack of access to lung function
tests, uncertainty of a COPD diagnosis, and reliance
on patient self-reporting of the disease and reason for
hospitalization. While we agree with these limitations,
it is noteworthy that many of the conclusions reached
by others were achieved in this study using an entirely
different methodology. This paper, as well as prior
reports, suggests that if we are to move the mark forward
to improve the care of COPD patients, transformations
in health care access as well as delivery will be key
components to that solution.
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