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Using Clinical Pathways to Assess
Interventions to Prevent COPD
Readmissions

To the Editor:

Two recent articles and the accompanying editorial in
CHEST (May 2015)" correctly point out that 30-day
readmissions after COPD are usually not for COPD
exacerbations and that the effect of currently identified
interventions may not vary from control groups. Risk
predictors for 30-day readmissions after COPD may
depend on the principal discharge diagnosis of the
readmission, since the majority of readmissions are not
for COPD exacerbations.

We reviewed the fiscal year 2015 Hospital Readmissions
Reduction Program worksheet for our 714-bed teaching
hospital. Risk variables were compared using the Fisher
two-tailed exact test. Patients with 30-day readmissions
after COPD for sepsis (International Classification of
Diseases, 9th revision codes 0380, 03811, 03812, and 0389)
had higher rates of age > 90 years (six of 38 [15.8%]

vs eight of 200 [4.0%], P = .0128) and hypertensive heart
and renal disease or encephalopathy (16 of 38 [42.1%]

vs 42 of 200 [21.0%], P =.0120) at the time of index
admission for COPD. Patients with 30-day readmissions
after COPD for COPD exacerbation (International
Classification of Diseases, 9th revision codes 49121 and
49122) had higher rates of lung fibrosis (29 of 75 [38.7%]
vs 36 of 163 [22.1%], P =.0118) but lower rates of
hypertensive heart and renal disease or encephalopathy
(nine of 75 [12.0%] vs 49 of 163 [30.1%], P =.009), renal
failure (18 of 75 [24.0%] vs 68 of 163 [41.7%], P =.009)
and peptic ulcer disease (six of 75 [8.0%] vs 35 of

163 [21.5%], P =.0098) at the time of index admission
for COPD. Age did not predict readmissions for COPD
exacerbation. Effective interventions to prevent 30-day
readmissions after COPD may vary and be dependent
on the clinical pathway leading to the specific type

(ie, diagnosis) of the readmission. This should be consid-
ered when designing trials that evaluate interventions

to prevent 30-day readmissions after COPD.
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Response

To the Editor:

We thank Drs Glaser and Castellano for their comments
on our recent article! in CHEST concerning predicting
30-day readmissions after acute exacerbation of COPD
(AECOPD). Building on our finding that only 27.6%

of readmissions were due to AECOPD and that
respiratory-related reasons for readmission accounted
for 51% of all readmissions, Drs Glaser and Castellano
describe results from an analysis of risk factors specific
to various reasons for readmission, using data from
their teaching hospital, which presumably include all
ages and payers, not only Medicare admissions for those
age 65 years and older, as in our study.! Specifically, they
looked separately at predictors of readmission for sepsis
and AECOPD and found that the risk factors differed.

Patients with COPD are a challenging population in
whom to improve health because of diagnostic difficulties
and varying presentations of AECOPD. Although the
reason for readmission cannot be known in advance,
given that most readmissions are not for AECOPD,
identifying key risk factors for common reasons for
readmission could contribute to strategies that improve
trajectories for patients with COPD.

As disease-guideline development is now trending toward
consideration of multiple diseases together, we believe
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successful interventions to curb AECOPD readmission
require a holistic approach that spans beyond the focus on
respiratory disease. Our findings and those of Drs Glaser
and Castellano give further testimony to the need for
research to better define AECOPD; to better understand
the life cycle of patients hospitalized for AECOPD,
starting from a period prior to hospitalization and
extending beyond hospital discharge; and to engage
more stakeholders in innovative approaches to dissemi-
nate information to improve health in patients with
AECOPD.
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