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ASSESSMENT AND 
GOAL SETTING
The initial assessment provides an
opportunity to explain the nature of the
programme, reassure the patient and
address any outstanding questions 
and concerns. 

Education is a vital component of any
rehabilitation programme. It is important
to emphasise the benefits of keeping
active and maintaining a healthy
lifestyle. Comorbidity, cigarette
smoking, and anxiety and depression
can be addressed where appropriate.
Pulmonary rehabilitation is more
effective when inhaler therapy is
optimised; both inhaler technique and
the prescription. The visit provides the
opportunity to determine if an individual
needs to exercise using oxygen, and
whether additional staff support is
required.

A standard assessment visit will
include two walking tests (a practice test
and the formal assessment), completion
of health status questionnaires, often an
assessment of anxiety and depression
and an assessment of lower limb muscle
strength if resistance training is to be
used. These assessments are then used
to prescribe an individual exercise
programme.

There is evidence that goal setting
can help contextualise training and
provide a focus for those starting 
a pulmonary rehabilitation programme.  

BENEFITS
COPD
Pulmonary rehabilitation has a robust
evidence base and the majority of
individuals completing a programme
should expect to improve their exercise
capacity and quality of life beyond the
minimal clinically important difference
(MCID) of the assessment measures. 

Figure 2, p18, shows the outcomes
demonstrated in the 2015 national audit
which represents ‘real world’ practice
rather than a research trial. The audit

included 7,413 patients with COPD, 53%
of whom were men and the mean age
was 69 years. In patients completing the
6-minute walk test or incremental
shuttle walk test, nearly two-thirds
(63%) of patients improved by more
than the MCID, 20% showed some
improvement but less than the MCID,
and 17% showed no change or a
reduction in walking distance.

Overall, 78% of patients completing
rehabilitation achieved an MCID in
exercise capacity, health status or both;
12% improved by less than the MCID 
and 10% showed no improvement. 
The results of the 2017 audit will be
published later this year. 

Meta-analyses of clinical trials have
shown that pulmonary rehabilitation
reduces breathlessness and fatigue and
improves exercise capacity, activity,
quality of life and autonomy. The
benefits are large and highly clinically
significant. The Cochrane pulmonary
rehabilitation outcomes meta-analysis
included 65 trials and 3,822 participants.
Mean change in health status using the 
St George’s Respiratory Questionnaire
was 6.9 points (95% CI: 4.5-9.3) where
the MCID for the test is a reduction of 
4 points. Mean improvement in walking
distance on the 6-minute walking test
was 44 metres (95% CI: 33-55) where
the MCID is 30 metres.7

There is strong evidence that patients
with COPD who complete pulmonary
rehabilitation have an overall reduction
in subsequent exacerbation and
hospitalisation rates. The Cochrane
meta-analysis included eight trials and
880 participants. The pooled odds ratio
for reduction of subsequent admissions
was OR 0.44 (95% CI: 0.21-0.91).8

Early pulmonary rehabilitation
delivered a short time after an
exacerbation of COPD is also effective9

and is one of the ten pulmonary
rehabilitation quality standards
recommended by the BTS.10 Patients
hospitalised with acute exacerbations 
of COPD should be referred for
pulmonary rehabilitation at discharge
and enrolled within one month of
leaving hospital. Assessment for
pulmonary rehabilitation is a core
component of the BTS Discharge Care
Bundle11 with the latter one of the two

key points
SELECTED BY

Dr Peter Saul
GP Wrexham and Associate GP Dean for North Wales, UK

Pulmonary rehabilitation is a multifaceted programme 
of exercise and education that aims to improve
breathlessness, exercise capacity, and quality of life, 
and aid self-management. Standard training involves
aerobic endurance training primarily focusing on the
lower limbs but also incorporating some upper limb
muscle exercise. Many programmes also incorporate
resistance (strength) training to improve lower limb,
especially quadriceps, muscle strength. Supervised
exercise is an ideal setting to assess the efficiency of an
individual’s breathing pattern and explain how this may
be improved.

Pulmonary rehabilitation has broad applicability to
individuals with a wide range of cardiorespiratory
conditions, exclusions are modest and primarily focus on
patients with severe locomotor deficits. Patients with
chronic respiratory failure, those on long-term or
ambulatory oxygen and patients with anxiety and
depression can all benefit from rehabilitation. It is one of
the most beneficial and cost-effective treatments for
COPD and should be considered a fundamental component
of disease management rather than an option.  

A standard assessment visit will include two walking
tests, completion of health status questionnaires, often 
an assessment of anxiety and depression and of lower
limb muscle strength if resistance training is to be used.
Most rehabilitation programmes deliver twice weekly
supervised sessions over a period of at least six weeks. 
The initial assessment provides an opportunity to explain
the nature of the programme, reassure the patient and
address any outstanding questions and concerns.
Education is a vital component of any rehabilitation
programme. It is important to emphasise the benefits of
keeping active and maintaining a healthy lifestyle.
Comorbidity, smoking, and anxiety and depression can be
addressed where appropriate. Pulmonary rehabilitation is
more effective when inhaler therapy is optimised; both
inhaler technique and the prescription.

Meta-analyses of clinical trials show that pulmonary  
rehabilitation reduces breathlessness and fatigue,
improves exercise capacity, activity, quality of life, 
and autonomy. The benefits are large and highly
clinically significant. There is strong evidence that
patients with COPD who complete pulmonary
rehabilitation have an overall reduction in subsequent
exacerbation and hospitalisation rates. Patients
hospitalised with acute exacerbations of COPD should
be referred for pulmonary rehabilitation at discharge
and enrolled within one month of leaving hospital.

The biggest challenge to improve pulmonary
rehabilitation outcomes is to improve uptake and
completion. The 2015 national audit in England and
Wales found that 69% of patients attended the initial
assessment, 59% enrolled but only 42% of those
referred completed the programme. 

‘Meta-analyses 
of clinical trials
have shown 
that pulmonary
rehabilitation
reduces
breathlessness 
and fatigue ...

... and improves
exercise capacity,
activity, quality of
life and autonomy’


