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Getting the rehabilitation message across: emerging

barriers and positive health benefits
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T
he world’s press frequently contains stories of failed
rehabilitation attempts [1] by media personalities, and
popular songs on this topic can galvanize strong views

[2]. Such events highlight the popularisation of a faulty view
that rehabilitation offers only a marginal opportunity for
benefit and as such should be avoided at all costs. It is unclear
if such scepticism, reinforced by the media, impacts upon
those with long-term illness and whether it limits, for example,
what pulmonary and cardiac rehabilitation programmes have
to offer. In a recent local Primary Care Trust chronic
obstructive pulmonary disease (COPD) service evaluation
report, patients voiced their concern over the term ‘‘rehab’’
[3] as they believe that there is stigma attached to the term.
This previously unrecognised concern may form a new barrier
to pulmonary rehabilitation programmes. Clearly, any such
concern needs to be addressed as these are interventions of
great benefit to our patients [4, 5]. However as recruitment and
retention of patients into rehabilitation programmes is not
easy, as a specialty we need to reflect upon the terminologies
we use and how best we ‘‘sell’’ or market these interventions to
our patients.

COPD AND REHABILITATION
COPD represents a global health burden [6] and will move
from being the 12th cause to the 5th cause of disability
adjusted-life years lost by the year 2020 [7]. In the UK, .5%
of all deaths have been attributed to COPD and up to one in
eight emergency hospital admissions may be due to the
condition [8]. Patients who experience acute exacerbations of
COPD have: 1) more frequent visits to the emergency
department and hospitalisation [9, 10]; 2) a more rapid
decline in lung function [11]; and 3) a reduced quality of life
[12]. Pulmonary rehabilitation, which contains elements of
group support, education and exercise therapy, has been
shown to improve some outcomes [13–15] and is strongly
promoted by health charities and recommended in national
and international guidelines. However, even when patients
are appropriately selected for pulmonary rehabilitation,
nonadherence to COPD rehabilitation programmes is not
uncommon. In one study [16], 55 patients were regarded as
‘‘adherent’’ in that they completed the whole programme
whilst 36 either declined the programme or started the

programme but did not complete the course. Those in the
latter group were more likely to be current smokers and less
likely to use regular maintenance therapy. They were also
more likely to be divorced and live alone or in rented
accommodation but there was no significant difference
between disease severity, exercise capacity or quality of life.
Another study [17] investigated why patients declined to take
part in a research project that involved pulmonary rehabilita-
tion, and showed that the pulmonary rehabilitation was more
likely to be the barrier as opposed to the fact that it was a
research project. Reported barriers included travel problems,
location of the rehabilitation course, previous negative
experience of the hospital or healthcare and a variable
perception of the possible benefits to the patient. A US study
[18] has similarly shown that those who live .36 miles away
compared with ,6 miles away were less likely to be
adherent.

Such nonparticipation is not of course unique to pulmonary
rehabilitation and many patients similarly fail to attend
cardiac rehabilitation. The factors influencing attendance in
that condition relate to being older, less aware of factors such
as their cholesterol values, unemployment and again percep-
tions of possible benefit [19]. In addition to these factors,
another study suggested that being physically inactive at
admission might also be predictive of drop out by females
[20]. Preceding activity levels and perception of what
rehabilitation may involve may also act as factors, especially
in patients with COPD who may perceive the disease as
being self induced and where exercise may be an alien
experience and one which is thought to be impossible. A
perception that pulmonary rehabilitation would be vigorous,
floor based and strenuous might be a barrier especially to
patients who had a poor self image or self confidence related
to exercise. The perception that pulmonary rehabilitation is
associated with gyms and sport may appear particularly
threatening [17]. Psychosocial assessment prior to referral to
rehabilitation may play an important role in enhancing
attendance and ongoing participation. Other studies investi-
gating the predictors of rehabilitation programme attendance
have found that depression and anxiety play a role in
nonparticipation [18, 21, 22]. Psychological comorbidity has
been found to be more common amongst those with COPD,
especially amongst those experiencing more frequent exacer-
bations [23]. However, if we can find a way to encourage
these individuals to attend, several studies confirm that one
of the benefits of exercise is a reduction in depression and
symptoms of anxiety [24–26].
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REBRANDING AND MARKETING
If we are to help our patients appreciate the benefits of
interventions such as pulmonary rehabilitation, we need to
think carefully as to how we market the concept to them,
including to the sceptics [27]. Many of these patients are
elderly and may be patients affected by socioeconomic
deprivation and factors such as health literacy need to be
taken into consideration. We need to think carefully about the
terminology we use and ensure that it is understood by the
patients and conveys the correct meaning. The term ‘‘COPD’’
is problematical enough but as respiratory physicians we also
refer to ‘‘exacerbations’’ of COPD and yet the word exacerba-
tion means nothing to the majority of patients [28]. The word
‘‘rehabilitation’’ is similarly likely to be misinterpreted and its
meaning, even if understood, is likely to reinforce negative
connotations, for rehabilitation is surely something that one
has to undergo after ‘‘illicit or bad’’ behaviour.

Whilst most of the guidelines relating to pulmonary rehabilita-
tion refer to nonattendance and drop out, few propose
strategies to encourage attendance and maintenance of
attendance. What we now need to see are good qualitative
and quantitative studies looking at how best to engage patients
in pulmonary rehabilitation. This is likely to involve patients
being provided with sufficient information about a course that
enables them to make an informed decision about its
advantages. Such information can, of course, be given by a
health professional but may be more meaningfully reinforced
by appropriately written leaflets (bearing in mind problems of
health literacy), by making DVDs or video recordings available
to patients or, perhaps better still, by recruitment being
undertaken by a patient who has previously been through
such a course. After such a process, further attention can then
be given to addressing issues of location, frequency of
attendance and transport. It should not need to be stressed
that such approaches clearly have to be supportive and not in
anyway pejorative or judgmental; this especially applies to
those who continue to smoke. Furthermore, screening for
anxiety and depression may be useful for identifying patients
who may need additional support and encouragement to
participate in rehabilitation programmes.

We know of GOLD as the Global Initiative for Obstructive
Lung Disease [29] but another GOLD, the Growing Old and
Living Dangerously council programme [30], has cleverly
inspired seniors to participate in health-related and physical
activities. Due to its title, this GOLD programme encourages
and challenges people to be active and, more importantly,
reinforces the belief that a better state of health can be attained
at any age when people step out of their comfort zone. In view
of the poly-morbidity, which affects so many of these patients
[20], a further study is also need to see how we may best
incorporate optimal aspects of both types of rehabilitation
(cardiac and pulmonary) for the benefit of those with comorbid
cardiac and pulmonary conditions. Such an evaluation would
also need to include assessment of any reduced gain by
patients if not all the patients are perceived to have the same
condition. For pulmonary and cardiac patients it is time to
rethink the rehabilitation label and to reflect on a more
positive, motivating aspect of this health activity rather than
conveying it as a punishment undertaken in a gym. Such a
shift might necessitate both a new descriptor (such as a

Healthier Lung Course, for example) and new ways of
promoting it to patients. In that way we might ensure that
an intervention of proven benefit is not only available but
utilised by all suitable patients.

CONCLUSION
COPD is an ongoing condition and pulmonary rehabilitation
has been proven to be effective in reducing some of the effects
of it. However, recruitment and retention can be problematic
and we may be seeing an emerging barrier to this important
patient resource as the stigma of being ‘‘in rehab’’ is becoming
an issue for some patients. This may reinforce the feeling of
hopelessness and the feeling that this is a self inflicted
condition, which has been reported by some patients [31].
Rebranding of pulmonary rehabilitation and improved pro-
motion of the concept may facilitate participation in these
worthwhile programmes.
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