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Taskforce Pulmonary Rehabilitation Working Group  

Position paper on the future of pulmonary rehabilitation 

 

This briefing sets out the Taskforce for Lung Health’s view of the future of pulmonary 

rehabilitation (PR) services and makes recommendations for improving the delivery of 

services in the context of COVID-19.  

 

The Taskforce support NHS England’s ambition to expand access to PR services. The 

delivery of PR has dramatically changed because of COVID-19. All face-to-face programmes 

were paused in March 2020, and, at the time of writing, there is significant variety in how PR 

is being delivered, with patchy access to remote and face-to-face options and a large 

backlog of care. This is in addition to poor access and referrals before the pandemic. We 

need to avoid the worst-case scenario of PR programmes being paused due to COVID as 

far as is possible, and ensure that there is the resource, funding and ability for services to 

provide PR now and in future. 

 

This briefing from the Taskforce’s PR Working Group sets out recommendations for areas of 

focus for NHSE and the NHS PR Working Group. They are new ideas and principles for how 

the PR activity in the NHS Long Term Plan (LTP) can be delivered in light of COVID-19, but 

they align with the broad ambitions of the Plan to increase access to PR and provide new 

models of rehab. 

 

The paper provides proposals for how PR can be delivered in current restricted 

circumstances, as well as a look ahead to more significant changes and a potential future 

model. Summary of the paper’s recommendations: 

• NHSE to support services to provide a flexible “menu of options” for the delivery of 

PR (which should include a combination of digital and face-to-face) 

• NHSE and services to adopt a principle of equity of access to PR for all people with 

respiratory conditions who would benefit (e.g. people with ILDs), and those with 

respiratory complications caused by COVID 

• Current digital PR services to be assessed and monitored to ensure high-quality 

services, and NHSE to commission a standardised digital PR offering 

• NHSE to collect data and evidence for remote/alternative models of PR to inform the 

effective design of future PR services, and share evidence base and best practice 

with services 

• NHSE to promote BTS guidance on restarting face-to-face programmes, in order to 

support the prompt restarting of face to face classes where safe to do so 

• NHSE and providers should ensure that services have appropriate access to space 

and IT resources as a priority to better manage rehab capacity  

• Services to provide effective communication and information to patients, family and 

carers about changes to PR programmes 

https://www.blf.org.uk/taskforce
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• Health care professionals to ensure every person who completes PR has a self-

management and exercise maintenance plan, which provides options for different 

COVID restrictions 

• Continued expansion of the PR workforce in order to deliver the NHS Long Term 

Plan commitments and meet additional demand due to COVID-19 

The Taskforce made a recommendation in its Five Year Plan to improve access to PR so 

that every person with an MRC breathlessness grade of 2 and above is identified, referred 

to, and has the opportunity to complete, a programme. We also recommend a continued 

increase in the number of physiotherapy training places. 

 

Scene setting  

Face-to-face PR services were paused during the first national lockdown.i Some 

programmes were cancelled completely, whilst others moved online. 36.2% of people 

responding to an AUK-BLF survey in October 2020 had their classes cancelled, and 14.7% 

had accessed digital PR.ii There has been a great deal of innovation from PR services trying 

to continue supporting their patients remotely. Anecdotally, we have also heard that there 

has been variation in the quality of digital provision, and that the move to remote services 

has, in some cases, reduced the quality of PR. 

 

Some services started to resume face-to-face classes over the summer, making adaptations 

for infection control and meeting outdoors or in a socially distanced indoor setting. Others 

have launched and are improving their remote offering. However, the second COVID wave 

has disrupted patient access to PR again. 

 

There is currently an increased need and demand for PR due to several factors: 

• There is a backlog of care from cancelled programmes. 

• People with long-term respiratory conditions have deconditioned during lockdown 

because of reduced levels of physical activity (see below). People have also delayed 

seeking medical care due to worries about putting pressure on the NHS, and fears 

about the spread of COVID.iii 

• There are significant rehabilitation needs from people recovering from COVID. 

• The addition of a QOF indicator on PR referral for COPD patients. This resulted in an 

uplift in COPD referrals to services prior to the pandemic (42.7% of people with MRC 

grade 3+ in 2019-20, compared to around 15% in 2015).iv v 

People with lung conditions have reported a deterioration in their health since the pandemic 

began, likely in part due to a lack of access to rehab and physical activity. For example, 53% 

of respondents to a recent survey said they felt less fit in October 2020 than at the start of 

lockdown, and 26.7% said their self-management had gotten worse.vi  

 

It is also important to recognise pressures on the rehabilitation workforce. Some PR staff 

have been redeployed to the COVID frontline, and some are now staffing long covid clinics. 

High levels of stress and burnout among NHS staff are widely reported. 

 

It should be noted that there were significant issues and barriers in access to and uptake of 

PR before the pandemic, and that these additional pressures fall upon services which were 

already under-resourced. This briefing explores issues which existed before the pandemic 
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and those that have arisen or been exacerbated by COVID, but it is worth noting that some 

barriers may have been reduced as a result of the pandemic and the changes in service 

delivery. Whilst the virus has brought challenges to PR, it may also provide an opportunity to 

review the traditional delivery model and increase patient access and engagement. For 

example, poor awareness of PR has often been considered a barrier to referral. However, 

many more people are likely to benefit from PR as part of their recovery from COVID, 

therefore increasing the profile of rehab as an effective and vital treatment.  

 

Menu-based approach 

Given the ever-changing nature of COVID restrictions and pressure on the NHS, we 

recommend that PR services adopt a flexible menu-based approach to service delivery. 

Patients should be given blended options for digital, face-to-face and potentially hybrid 

solutions, and be able to switch between options during their programme.  

 

Some services are already using this approach, and we believe it provides the best chance 

of boosting uptake and completion rates in current circumstances, and in future. People with 

lung conditions may wish to change the way they access PR during a programme, for 

example to help reduce their social contact to avoid flu and other viruses in winter months, or 

because of a change in personal circumstance. This approach aligns with the move towards 

personalised care set out in the Long Term Plan. An AUK-BLF survey of people with lung 

conditions revealed a variety of different preferences for delivery of PR, supporting the 

menu-based approach. When asked how they would like PR classes to be done in future:vii 

• 44.2% chose a combination of at home (e.g. digitally) and face-to-face options 

• 44.2% said they would feel concerned about going to a class because of COVID  

• 30.2% would prefer to go to classes  

• 23.3% would prefer to do classes at home e.g. digitally 

Equity of access to rehab for all respiratory patients, including those with lung conditions 

such as IPF, and those recovering from COVID, should underpin all NHS activity on PR, and 

help inform service design. Currently, not all PR services accept people with respiratory 

conditions other than COPD, and patients also report inadequate tailoring of programmes for 

ILD. Access to translated materials should also be provided for those who require them, and 

carers encouraged to take part in the PR journey. PR must be available to all those who 

would benefit.  

 

There is also concern that whilst long covid patients across the country are to receive access 

to a digital rehab platform (Your Covid Recovery), respiratory patients do not have the same 

opportunity. Any learnings from new services for long covid patients, such as Your Covid 

Recovery, should be examined for application to wider respiratory care.  

 

However, NHSE funding to expand and improve PR services in 2020/21 was paused and 

some diverted to support the management of long covid. Whilst we recognise the urgency of 

meeting this unmet need, this risks placing respiratory patients at a disadvantage. 

 

Recommendation: NHSE to support services to provide a flexible “menu of options” 

for the delivery of PR (which should include a combination of digital and face-to-face) 
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Recommendation: NHSE and services to adopt a principle of equity of access to PR 

for all people with respiratory conditions who would benefit (e.g. ILDs), and those with 

respiratory complications caused by COVID 

 

Digital and remote rehab 

By necessity, PR delivered digitally has been the only way many people have had access to 

PR during the pandemic. We view digital as a potential opportunity to expand access and 

overcome pre-existing barriers, such as transport for those too ill to travel to classes, as part 

of a blended offer. 

 

The Association of Chartered Physiotherapists in Respiratory Care are developing guidance 

for the remote delivery of PR, and we welcome this. We have concerns about the current 

variation in availability and quality of digital PR, and the lack of evidence for current practice. 

There are currently only two digital PR programmes (SPACE for COPD, myCOPD) which 

have been compared to face-to-face pulmonary rehab in studies and which have proven 

effectiveness, and these are not available to everyone across the country.viii Other patients 

have been accessing PR via videoconferencing or online exercise classes, which may not 

fulfil the comprehensive PR offer. We have also heard that the ability of services to deliver 

high-quality digital PR often relies on trust resources and IT infrastructure. 

 

It is important to understand the effectiveness of different digital models, as well as patient 

preference and how barriers to participation can be overcome. Evidence must be gathered 

on the outcomes associated with digital solutions utilised during the pandemic and used to 

improve digital resources and inform design of future services. This evidence base for 

remote pulmonary rehab should also be shared with services, along with best practice, to 

ensure that non-traditional PR is being delivered to a high standard. Ultimately, NHS 

England should commission a standardised digital PR service.  

 

PR services currently delivering digital services must also be monitored and assessed in 

some way for quality assurance reasons, just as traditional services are encouraged to take 

part in the RCP accreditation scheme. We believe this will help address the current variation 

in availability and quality of digital PR. This should align with the RCP audit and accreditation 

programmes so as not to burden services. 

 

Digital will not be suitable for everyone, and should be offered as part of a ‘menu of options.’ 

Use of remote PR should account for access, digital literacy,ix needs and patient preference. 

These factors should be considered at a holistic assessment, as well as other conditions 

such as housing, employment and family. All services should be conscious of health 

inequalities when adapting service delivery. 

 

We agree that initial assessments for PR ought to be face-to-face where possible, due to 

safety reasons, the lack of suitable evidence-based remote assessments and because of the 

importance of ensuring an individually tailored exercise programme is provided. Patients 

must be reassured that the assessment is COVID-safe. At-home assessments could also be 

considered. We would welcome further research into alternative options for remote 

assessments. 

 

https://www.acprc.org.uk/resources/covid-19-information/rehabilitation/
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Recommendation: Current digital PR services to be assessed and monitored to 

ensure high-quality services, and NHSE to commission a standardised digital PR 

offering 

 

Recommendation: NHSE to collect data and evidence for remote/alternative models of 

PR to inform the effective design of future PR services, and share evidence base and 

best practice with services 

 

Face-to-face and hybrid models 

Where possible, face-to-face programmes should be offered as part of a flexible menu-

based approach. Sites should be risk assessed and infection control measures brought in, 

as set out in BTS guidance.x We would welcome NHSE taking a role in promoting BTS 

guidance on restarting face-to-face programmes, in order to support the prompt restarting of 

face to face classes where safe to do so. 

 

Delivery of face-to-face PR is highly variable across the country and is often dependent on 

the space available to services. Some have lost use of their venues, due to COVID service 

changes, and do not have the resources to rent others. Others will have cut class sizes as 

part of meeting COVID-secure guidelines. The Chartered Society of Physiotherapy reports 

that rehab gym spaces from all service types are being lost due to COVID service changes, 

with some spaces being used for storage or meeting rooms.xi NHSE and providers should 

ensure that services have appropriate access to facilities such as space and IT resources as 

a priority to better manage rehab capacity in future waves.xii To support access and 

completion rates, consideration should be given to locating services outside of hospitals and 

co-locating with community assets such as community and leisure centres. 

 

There is also the potential for hybrid solutions, depending on patient preference. This could 

involve running the educational aspect of the programme virtually and the exercise 

component face-to-face. Respondents to the AUK-BLF survey mentioned previously chose a 

combination of at home and digital options as their preferred option for PR delivery.xiii Patient 

representatives of the Taskforce Working Group have also suggested classes could take 

place outside, weather dependent.  

 

Anecdotally, we have heard that non-completion rates are higher because of the anxiety 

associated with attending and travelling to face-to-face classes. Information on infection 

control measures and reassurances that classes are COVID-secure should be provided to 

patients by all services offering face-to-face rehab. Specific information on face coverings 

and exemptions should also be included.  

 

Transport provision should also be considered, particularly for patients reliant on public 

transport. The Working Group submitted our position on transport and PR to the NHS Non-

Emergency Patient Transport Review in early March 2020.xiv This work appears to be on 

hold currently, but as face-to-face classes resume, we hope this work will again be prioritised 

by NHSE. Before the pandemic, we frequently heard from people with lung conditions that 

transport was a significant barrier to PR, and this is a particular issue for people from more 

socio-economically deprived backgrounds.  
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Recommendation: NHSE to promote BTS guidance on restarting face-to-face 

programmes, in order to support the prompt restarting of face to face classes where 

safe to do so 

 

Recommendation: NHSE and providers should ensure that services have appropriate 

access to space and IT resources as a priority to better manage rehab capacity  

 

Communication and information from services, including support for family and 

carers 

Service delivery has changed significantly since March 2020 and may continue to do so 

depending on the trajectory of the virus. It therefore remains important for services to ensure 

communications with patients about their PR programme and any changes are timely and 

accessible.  

 

Families and carers should be involved in communications, discussions, and decision-

making as far as possible, in line with the patient’s wishes. This might be particularly relevant 

for accessing digital services, where patients may require assistance from carers or family 

members to get online. 

 

Recommendation: Services to provide effective communication and information to 

patients, family and carers about changes to PR programmes 

 

Self-management and exercise maintenance after PR 

For the benefits of PR to be sustained in the longer term, people must be supported to 

maintain their improved levels of physical activity and self-management.xv A recent NACAP 

PR audit found that 79.3% of patients received an individualised discharge plan upon 

completing PR, meaning one in five do not receive a personalised plan.xvi Written discharge 

plans should be discussed and provided to all patients completing PR to allow them to 

continue with what they’ve learnt during the programme, and should follow on from earlier 

conversations about what the patient enjoys, their goals and personal situation.  

 

The importance of exercise maintenance after PR should also be incorporated in existing 

self-management plans. This is especially important for clinically extremely vulnerable 

people who are shielding or who may need to shield again in future.  

 

The discharge plan should ideally include referral to local exercise schemes or home 

exercise plans, and appropriate signposting to local psychological therapies (IAPT) services 

for psychological support if needed (many of which have cognitive behaviour therapy-based 

online programmes).  

 

The exercise maintenance aspect should be in line with current COVID guidelines and 

provide alternative options for potential changes to guidance, such as local authorities 

moving tiers, to ensure patients are equipped for any changes.  

 

Recommendation: Health care professionals to ensure every person who completes 

PR has a self-management and exercise maintenance plan, which provides options 

for different COVID restrictions 
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Workforce 

The Taskforce recommended in our Five Year Plan that to meet demand for PR at the time 

(December 2018) that around 1,000 additional staff were needed including 600 

physiotherapists and other registered staff, and 400 support staff. We also advocated a 

continued increase in physiotherapy training places over five years to meet this gap. 

However, we also acknowledged that as more people are referred and awareness of PR is 

raised, more staff would be needed.  

 

The delivery of PR relies on a multidisciplinary team and an expansion of the workforce will 

be required to meet the Long Term Plan’s commitments on rehab. We support BTS’s work to 

estimate current workforce estimations based on the ambitions outlined in the Long Term 

Plan for NHSE and Health Education England. 

 

As noted previously, there is now an additional demand on the PR workforce due to the 

impact of COVID-19 on backlogs of care and meeting the needs of covid patients. The 

CSP’s recent Physiotherapy after Covid Evaluation audit and workforce modelling estimated 

that COVID-19 patients who were in hospital in the first wave will require almost 2 million 

hours of rehab and that approximately 2,300 FTE physiotherapy posts would be required to 

address the community rehab needs of COVID recovery within one year. This gives an 

indication of the increased rehab needs, which will include PR, following COVID-19.xvii We 

have also heard that a number of the new long covid clinics, announced by NHSE in October 

2020,xviii are being staffed by PR staff and that worryingly their roles within PR services are 

not currently being backfilled. Regardless of the increased use of digital PR, it therefore 

appears vital to increase capacity in the PR workforce. 

 

The development of Advanced Clinical Practice roles could be of great benefit to PR 

services, if deployed appropriately. ACPs can help lead service development and 

collaboration between services and systems. A greater expansion in support workers 

numbers should also considered. 

 

Given pressures on NHS staffing, it may be appropriate to make use of exercise 

professionals and other potentially underutilised workforces to meet immediate needs, within 

a clear accountability and delegation framework. We have heard about innovative 

approaches such as the use of digital health advisers in Leeds, and physiotherapy students 

providing post-PR classes in Eastbourne.xiv xv Consideration should also be given to the role 

of carers and people who have completed PR, who can act as champions and mentors. For 

example, by speaking to newly referred patients, to help overcome apprehensions on 

physical activity and breathlessness.  

 

Taskforce members have also suggested there may be workforce training requirements to 

ensure digital tools for remote PR can be fully utilised.  

 

Recommendation: Continued expansion of the PR workforce in order to deliver the 

NHS Long Term Plan commitments and meet additional demand due to COVID-19 

 

Looking further ahead at a future model  

There is an opportunity to further build on the positive service changes from COVID-19 and 

reimagine the rehabilitation model. Such a model should address pre-existing issues in the 
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system, as highlighted in the Taskforce’s plan. It should also be patient-centred. The 

prevalence of multi-morbidities is growing with one in four people in England now having two 

or more long-term health conditions.xvi Many services do not currently account for this and 

remain siloed, meaning people with multiple conditions can be treated by several rehab 

teams at one time. The Long Term Plan committed to exploring new models of rehab 

including integrated services which would support patients with both heart and lung 

disease.xvii There may be learnings on these new models from rehab for COVID and long 

covid, as this has required a multi-system approach because the virus affects people in 

different ways and across different body systems. The Taskforce supports joint community 

rehab services where appropriate, as a way to provide more integrated care and make the 

best use of workforce. We would welcome the piloting and testing of such integrated 

services.  

 

 

For more information please contact: 

taskforce@blf.org.uk  

 

June 2021 
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Further reading: 
Retention of cardiac rehabilitation services during the COVID-19 pandemic: A joint position statement from the 
British Association for Cardiovascular Prevention and Rehabilitation (BACPR), British Cardiovascular Society 
(BCS), British Heart Foundation (BHF). 
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