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EDITORIAL

The Hospital Readmissions Reduction Program and COPD:  
More Answers, More Questions
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Many provisions of the Affordable Care Act (ACA) 
have served to support the hospitalized patient. 
The expansion of Medicaid and the creation of 
state and federal insurance exchanges for the in-

dividual insurance market both significantly lessened the finan-
cial burden of hospital care for millions of Americans. Other 
aspects have proven more controversial, as many of the ACA’s 
health policy interventions linked to cost and quality in new 
ways, implementing untested concepts derived from health-
care services research on a national scale.

The Hospital Readmissions Reduction Program (HRRP) 
was no exception. Based on early research examining read-
missions,1 the ACA included a mandate for the Centers for 
Medicare and Medicaid Services (CMS) to establish the HRRP. 
Beginning in Fiscal Year 2013, the HRRP reduced payments 
for excessive, 30-day, risk-standardized readmissions covering 
six conditions and procedures. As the third leading cause of 
30-day readmissions, chronic obstructive pulmonary disease 
(COPD) was included in the list of designated HRRP conditions.

This inclusion of COPD in HRRP was not without controver-
sy; analysis of Medicare data from before the ACA’s implemen-
tation demonstrated that only half of all readmissions for acute 
exacerbations of COPD were respiratory-related and only a 
third were directly related to COPD.2 Unsurprisingly, the high 
proportion of readmissions due to non-COPD-related causes 
is considered to be one of the leading factors for the failure 
of COPD readmission reduction programs to find significant 
reductions in readmissions.3 In this month’s issue of the Journal 
of Hospital Medicine, Buhr and colleagues explore differen-
tial readmission diagnoses following acute exacerbations of 
COPD using a validated, national, all-payer database.4

Like many analyses of payer datasets, this study has several 
limitations. First, although a large area of the US was included, 
the data did not include all US states. Further, as the study used 
multiple cross-sectional data using pooling techniques, it was not 
truly a longitudinal study. It was additionally limited to 10 months 
out of the calendar year, missing December and January, which 
have a high seasonal prevalence of viral respiratory illness. Finally, 

due to the nature of the data, COPD diagnoses were identified 
through administrative data known to be highly unreliable for fully 
capturing admissions for acute exacerbation of COPD. 

Despite these limitations, the analysis by Buhr and col-
leagues provides additional value. They found an overall re-
admission rate of 17%, with just under half (7.69%) due to re-
current COPD. Patients with COPD-related readmissions were 
younger, had a higher proportion with Medicaid as the payer, 
were more frequently discharged home without services, had a 
shorter length of stay, and had fewer comorbidities. 

Most critically, Buhr and colleagues—with a multipayer da-
tabase—confirmed what researchers found in uni-payer5 and 
site-specific6 datasets: over half of readmissions are due to 
diagnoses other than COPD or respiratory-related causes. 
Patients readmitted due to other, unrelated diagnoses had a 
higher mean Elixhauser Comorbidity Index score along with 
higher rates of congestive heart failure and renal failure. To the 
practicing hospitalist, this finding supports what our internal 
clinical voice tells us: sicker patients are readmitted more often 
and more frequently with conditions unrelated to their index 
admission diagnosis.

The reaffirmation of the finding that the majority of read-
missions are due to  nonrespiratory-related causes suggests 
that perhaps we have a different problem than physicians and 
policymakers originally thought when adding COPD to the 
HRRP. Many COPD patients suffer from a polychronic disease, 
requiring a more holistic approach rather than a traditional, 
disease-driven, siloed approach focused solely on improving 
COPD-related care. It may also be true that for other subpop-
ulations of patients with COPD, additional in-hospital and tran-
sition of care interventions are required to address patients’ 
multimorbidity and social determinants of health.

As physicians on the front lines of the readmitted patient, 
hospitalists are uniquely situated to see the challenges of pop-
ulations with increasing disease complexity and disease com-
binations.7 The HRRP policy remains controversial. This is due 
in large part to recent work suggesting that while the HRRP 
may have helped reduce readmissions, its implementation 
may have driven the unintended consequence of increased 
mortality.8 Thus, our profession faces an existential challenge 
to traditional care delivery models targeting diseases. What 
has not been well parsed by the hospital industry or policy-
makers is what to do about it.

Readmission of the multimorbid patient, coupled with the 
challenges of the HRRP, focuses our attention on the need to 
transition care delivery to a model that is better suited to our 
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patients’ needs: mass-customized, mass-produced service de-
livery. As physicians, we know that care delivery must be ori-
ented around patients who have many diseases and unique 
life circumstances. It is our profession’s greatest challenge to 
collaborate with researchers and administrators to help do this 
with scale.
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