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 Affordable Care Act (ACA) signed into law March, 
2010

 To make healthcare more affordable and accessible 
for more Americans

 ACA later added Hospital Readmissions Reduction 
Program (HRRP). Administered by CMS (The Centers 
for Medicare & Medicaid Services) 

The Patient Protection and Affordable Care Act, HR 3590 111th Song (2010)
www.congress.gov/bill/111thcongress/house-bill/3590

 HRRP initially created to reduce readmissions of CHF, 
pneumonia and AMI

 2014: COPD added to list of selected conditions

 CMS penalizes hospitals for all-cause readmissions 
after initial hospitalization for AE-COPD (acute 
exacerbation) within 30 days
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 Hospitalizations for AE-COPD have 
negative impact on lung function1

 25% of patients do not recover lung 
function by day 35 after AE-COPD2

 Patients have increased dyspnea3

 Frequency of exacerbations 
contributes to long-term decline in 
quality of life2

1Cote CG, et al. Impact of COPD exacerbations on patient-centered outcomes. Chest. 2007;131(3):696-704
2Seemungal TA, et al. Effect of exacerbation on quality of life in patients with COPD. AM J Respir Crit Care Med. 1998; 157 ( 5 Pt1): 1418-
1422
3Dondaldson GC, et al. Relationship between exacerbation frequency and lung function decline in COPD. Thorax 2002; 57 (10):847-852

 COPD the 3rd leading cause of death 
in U.S. 

 Direct costs of COPD: $50 billion in 
U.S.

 Hospitalization costs: $13.3 billion

 1 in 5 patients re-hospitalized 
within 30 days of discharge of AE-
COPD (19.6%)

https://www.cdc.gov/pcd/issues/2012/12_0092.htm/
https://www.cdc.gov/brfss/brfssprevalence/

•Average prevalence in U.S. is 6.5% - COPD affects over 12 Million1

•1.5 Million ED visits2

•700,000 hospitalizations annually2

1Data Source: CDC, Risk Factor Surveillance System (BRFSS)
2 Ford ES, Croft JB, Mannino DM, Wheaton AG, Zhang X, Giles WH. Chronic obstructive pulmonary disease surveillance-United States, 1999–2011. Chest. 2013;144:284–305. doi: 
10.1378/chest.13-0809. 

• Death rates show 
similar pattern to 
prevalence

 2014: 4.4% Minnesotans reported 
being told they had COPD versus 6.5% 
nationally

 12% of adults over age 75 have COPD

 COPD is 5th-leading cause of death

 COPD costs top $1.9 billion annually

www.health.state.mn.us/index.html
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 Created in March 2016 - Initially 
modeled after MN VA program

 Met with 2 RNs who shared much of the 
framework we are using today 

 Created evidence based interventions, 
policies, and protocols tailored to our  
hospital

Start of Program
 Pre-program: 

(Jan. ‘14 - June ’16) 
ave. 25.4%

 Program:
(July ‘16 - Dec. ’17) 
ave. 17.9% 

Nearly 30% Reduction

 Provided Education to Providers-Stay Visible

 Created own hospital based protocol 

 Worked with IT
o Created paging system for Hospital and ED
o Implemented appropriate documentation flowsheets
o Created EMR Documentation

 Established relationships with Pharmacy Reps

 Established relationships with DMEs (Durable Medical 
Equipment companies)

 Collaborated with TCUs, Rehab Facilities, LTACHs, and  
Pulmonary Rehab Programs

 Bachelors degree, minimum 4 years ICU experience

 American Lung Association COPD Educator Institute

 AARC Pulmonary Disease Educator Course

 Tobacco Treatment Specialist training and 
certification

 In-depth understanding of evidence-based COPD 
specific recommendations (i.e., GOLD guidelines)

 Passionate, Persistent, and Adaptable
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 Conduct in - depth 
patient interview

 Assessment of 
symptoms

 Screen for Alpha-1 
Antitrypsin 
Deficiency

 Screen for 
Bronchiectasis

 Tobacco cessation 
counseling with 
intervention

 Patient Education

1. Disease understanding and medications

2. Assessment of inspiratory strength and adequate 
inhaler technique

3. Self-Management strategies

 Individualized treatment plan/COPD Action Plan

 Discharge Checklist and recommendations

Patient
 Active Smoking

 Co-morbidities 

Disease severity

 Poor or absent patient 
education

 Lack of family/social 
support

 Financial issues

Challenges: Common Readmission 
Areas

Providers

 Ineffective communication between providers

 Poor discharge planning

 Discharged too soon - unresolved illness

 Majority of patients are followed by PCPs –Lack of 

appropriate referrals 

Challenges: Common Readmission 
Areas

Outpatient care

 Lack of home care services/family  support

 Absence or lack of Respiratory Therapists

 Rehab facilities lacking capability to provide necessary 

post-hospital services

Challenges: Common Readmission 
Areas

 ‘Silo Effect’ in Healthcare: Not sharing 
information within or between groups or 
parts of organizations

 Underutilization of resources and 
inefficient care

 Healthcare teams working independently 
and not communicating with each other

 Silos of care do not support or encourage 
involvement of other specialties 

https://www.iadvanceseniorcare.com/print/article/how-eliminate-silo-effect-ltc-
organizations

Challenges: Gaps in Care Continuum
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 Break down ‘Silos’, establish working 
relationships

 Patient care services need coordination 
across care continuum

 Involve all stakeholders in outpatient 
setting

 Use IT to create efficient communication 
tools

 Develop relationships w/outpatient DMEs, 
etc.

 Crucial to partner with patient-centered DMEs

 Important: Expect DMEs to employ RTs, provide ongoing education, and 

clinical support

 DMEs with employed RTs: Eyes and ears for COPD management team

 Telehealth and outpatient services

 Evidence shows clinician-driven DMEs can help reduce COPD 

readmissions

Messenger, R. (2012). Reducing Chronic Obstructive Pulmonary Disease Readmissions: 
The Role of the Durable Medical Equipment Provider. 
Professional Case Management. Vol. 17, No3, 109-114 

Patient Profile

 50 year old male, very severe end stage COPD, FEV1 22% with 
chronic pain and thoracic compression fractures

 Previous hospitalizations >15 at other hospitals prior to 
MHealth admission

 Not a transplant candidate due high opioid use, de-
conditioning, and life stressors

 Initiated COPD Action Plan and NIV

Case Study 1
Despite best intentions readmissions happen

Case Study 1
Despite best intentions readmissions happen

 Daily Roflumilast, Azithromycin, and chronic low dose 
steroid

 Pulmonary Rehab referral

 Palliative Care Consult

 Psychology Consult

 30 admissions at the time of his death last December

 Tenacious Care Helped Jeri Live 
A Dream

 “It gives me great satisfaction to 
know that I provided Jeri with 
the tools to be empowered,” 
says Haweya. “I gave her 
personalized support and an 
individualized treatment plan, 
but she was able to fulfill her 
life-long dream herself.”

 Continued reduction in 
readmissions

 COPD Clinic- Staffed with RTs 

 Inpatient Tobacco Cessation 
Protocol

 Twin Cities Summit for COPD 
Readmission Reduction 
Programs
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 The COPD patient is a chronic 
patient that needs ongoing 
adaptive care

 RTs are compassionate, 
persistent advocates

 Respecting patient dignity 
and honoring their wishes

 Continuing collaboration with 
other disciplines


