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Editorial

Pulmonary rehabilitation. . . yes but no夽
Rehabilitación pulmonar. . . sí pero no
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The benefits of pulmonary rehabilitation (PR) in patients
with chronic obstructive pulmonary disease (COPD) are widely
described in the literature, and familiar to all. The importance
assigned to PR has risen dramatically, and rehabilitation has
become the lynchpin of non-pharmacological treatment of COPD,
as reflected in the 2017 GesEPOC guidelines.1
Patients who participate in PR programs usually present severe
or very severe airflow obstruction and a high rate of primarily cardiovascular comorbidities,2 and, as such, are considered high-risk.
PR programs are safe, as demonstrated in a recent study which
found an incidence of major complications of 2.7/10,000 hours of
PR, and 6.5/10,000 hours of PR for minor complications.3
Cost-effectiveness or cost-utility is a factor that is gaining importance in the evaluation of health strategies. PR compares very
favorably with other strategies such as pharmacological treatment
or telemedicine. In a study conducted in the United Kingdom, PR
was second only to vaccination and smoking cessation in terms
of cost-utility. The cost of PR was estimated at £2,000-£8,000 per
quality-adjusted life year, whereas the cost of drug treatments
ranged from £7,000 in the case of tiotropium to £7,000-£183,000
for triple therapy.4
However, despite the apparent interest in the effectiveness, efficiency and safety of PR, uptake in Spain has been low. Miranda et al.
estimated that 0.3%-0.6% of patients with severe-very severe COPD
participated in a PR program.5 In the U.S., the rate of participation
in PR rose from 2.6% in 2003 to 3.7% in 2012.6
In 2015, the American Thoracic Society (ATS) and the European
Respiratory Society (ERS) issued a joint statement on improving
the implementation, use, and administration of PR, underscoring
the need for increasing awareness among patients and healthcare
providers.7 However, this call for action from both societies failed
to translate to an increase in the implementation of these programs.
It is important to highlight the gap between the exponential
growth in interest in PR reflected in the literature and among the
scientific community and the lack of progress in implementing
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PR programs in the clinical setting: in other word, yes but no. . .
It is difficult to evaluate the possible causes of this “yes but no”
attitude, but it may be due to lack of resources, lack of support
from institutions, lack of knowledge and information provided to
patients, the tendency among both patients and professionals to
associate physical medicine with rehabilitation and the musculoskeletal apparatus, and lack of knowledge and interest on the
part of pulmonologists and rehabilitation specialists, among other
factors. In a recent survey of 1,685 patients, 46% of respondents
had never participated in a PR program, 20% of patients had never
heard of PR, and 18% had not undertaken a PR program due to lack
of information.8
A quick read of this editorial might suggest that our approach to
PR needs to be changed in many respects, but the changes required
are small and apparently simple and should not be difficult to
introduce; yet years of clinical experience have shown that these
modifications are difficult to achieve. We should start by changing
our working environment, that is to say, at a local level, by increasing communication between the different professionals who share
COPD patients.
There is no single solution for improving the uptake of PR, but
all strategies begin by promoting collaboration among professionals and among the different scientific societies. Professionals must
put the guideline recommendations into practice,1,7 and scientific
societies must work together to create a common project, leaving
aside any desire for protagonism, since the only protagonist is the
patient. The aim of the common project should be to broadcast the
benefits of PR in COPD patients and support the creation of PR units
in primary, hospital, and home care.
We leave our readers with 2 questions for reflection: Are we
doing everything we can to implement PR in our setting? And can
we agree that failing to offer our patients a PR program might be
considered malpractice?
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