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Summary
We hope this suite of resources will be useful to help you make the case for investment in 

pulmonary rehabilitation (PR) services now and in future, to commissioners, senior 

management and to NHS England & Improvement, if you decide to apply for the initial waves 

of Long Term Plan funding.

Please feel free to use these resources however you wish, for example in your application for 

funding to NHS England & Improvement, STP/ICS management or to commissioners.

Summary of contents:

• The evidence base for PR

• Current issues in PR

• Baseline data

• How will the funding be used to address challenges?

• How to ensure sustainability (your workforce development plans)

• How to address health inequalities (including improving awareness among patients, 

carers and health care professionals)

• NACAP and working towards PR Services Accreditation Scheme standards

• About the Taskforce for Lung Health, our ambitions for PR and support offer to health 

systems
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https://www.england.nhs.uk/publication/pulmonary-rehabilitation-and-spirometry-expressions-of-interest-for-years-2020-21/


Long Term Plan ambitions for PR
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The Long Term Plan commits to expanding PR services over the next 10 years. 

Fair shares funding will be available to all STPs/ICSs to support wider roll out in 

2022/23. There will be targeted funding for a number of sites in 2020/21 and 

2021/22 to:

• expand services

• improve access

• test new models of care for breathlessness management

Expressions of interest for targeted funding have opened and new service 

guidance has been published.

Systems (STPs/ICSs) have been asked to set out how they will increase referrals 

to PR, particularly for the most socio-economically disadvantaged people. The 

Plan also commits to using a population-management approach in primary care to 

find eligible people who have not previously been referred and using the discharge 

bundle. NHS England & Improvement has also commissioned the Royal College of 

Physicians to expand the PR accreditation programme.

https://www.england.nhs.uk/publication/pulmonary-rehabilitation-and-spirometry-expressions-of-interest-for-years-2020-21/
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Evidence base
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How do we define PR?

Pulmonary rehabilitation is a treatment programme, tailored for each person. It 
includes a physical activity programme and information on looking after the body 
and lungs, advice on managing symptoms, including feeling short of breath, 
nutrition and psychological support. 

“From a patient point of view pulmonary rehabilitation goes beyond just being a 
structured programme of exercises together with providing advice on the specific 
respiratory disease and how to manage it, it also provides a psychology boost, 
increases self confidence, which greatly contributes to a much improved quality of 
life” - John Conway, Patient Representative Taskforce for Lung Health

Watch Agnes speaking about her perspective of PR and why PR services are so 
important

https://www.youtube.com/watch?v=O5Bj0dl77uU&feature=youtu.be
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What is the evidence?

The wealth of evidence on the unequivocal effectiveness of pulmonary 
rehabilitation has resulted in Cochrane taking the unusual step of ceasing further 
systematic reviews comparing PR to usual care.1

PR is ‘a fundamental treatment for COPD rather than an optional extra.’2 

It is one of the ‘most effective and high value interventions for people with COPD.’
PR is recognised in various guidelines and national frameworks including the NICE 
COPD and IPF guidelines, the British Thoracic Society guidelines (COPD, 
bronchiectasis, ILD) and the Quality and Outcomes Framework.3

A recent survey for the British Lung Foundation showed that 74% of people believe 
people with lung disease should have access to rehab services to help them stay 
health and active.4

https://www.cochrane.org/CD003793/AIRWAYS_pulmonary-rehabilitation-for-chronic-obstructive-pulmonary-disease
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What is the evidence on clinical outcomes? (Part 1 of 2)

PR has proven effectiveness in increasing exercise capacity, reducing 
breathlessness, reducing levels of anxiety and depression, and improving quality 
of life. 

Overall, PR should be considered a treatment package which allows people to 
take care of themselves and ensure a good quality of life.

• The National COPD Audit Programme found that 90% of those who attended 
PR found it easier to walk around afterward. 70% performed better than the 
minimal clinically important difference for the 6-minute walk test, and the 
benefits of increased exercise tolerance can last around a year after 
completion.5

• The supported self-management aspect of PR is well evidenced as an 
intervention. It facilitates the building of skills, knowledge and confidence for 
sustainable behaviour change, enabling people to better manage their 
condition.

• PR reduces COPD exacerbations by 36.4%. This results in fewer hospital 
admissions, re-admissions and GP appointments.6
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What is the evidence on clinical outcomes? (Part 2 of 2)

• Just one in four people need to take part in a PR course to prevent one re-
admission to hospital.7

• Whilst the exercise and functional benefits are significant, PR is also a holistic 
treatment. It provides the opportunity for people with respiratory conditions to 
receive emotional support from peers, tackle isolation and reduce symptoms of 
anxiety and depression.8
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What is the evidence on cost-effectiveness?

The associated health outcomes of improved self-management make PR one of 
the most cost-effective interventions for respiratory disease.

• For COPD, a course of PR costs £2,000-£8,000/QALY and is the third most 
cost-friendly intervention after flu vaccination and stop smoking support with 
pharmacotherapy.9

• Making pulmonary rehabilitation more widely available than it is currently would 
bring significant financial savings for the NHS and social care. If everyone in 
England eligible under current NICE COPD guidelines was referred to PR, over 
26,600 hospital admissions and 100,000 bed days would be avoided.10

• Although smoking rates continue to fall, predictions suggest that COPD 
incidence will not decline in the short to medium term and may in fact increase.11

It is important therefore that referral pathways are of a sufficient standard to 
manage expected pressures.

Tools to assess the financial benefits of increased PR uptake in your area

RightCare PR CCG Baseline Assessment Modelling Tool and CSP Prime Tool

https://britishlfuk.sharepoint.com/:x:/g/Comms/ET09iL78E1RFqOe4KCEVLgYBHygkZ2n2zhg47BZ_hjZd9Q?e=oFH5Qm
https://www.csp.org.uk/professional-clinical/professional-guidance/pulmonary-rehabilitation-copd
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Current issues in PR 
Despite the strength of the evidence behind PR, services are inconsistently 
commissioned with significant gaps across the country and disinvestment in 
established services. The transformative effects of PR are not available to 
everyone who would benefit, resulting in inequality of access and increased 
pressure on the health service.

• Only 15% of people with COPD at MRC grade 3 and above are referred to PR12

• Whilst evidence shows people with milder lung disease benefit from PR, 
services often focus on those with more severe COPD.13 28% of services do not 
accept people with less severe dyspnoea and just 15% of cases enrolled were 
assessed as MRC grade 2.14

• People with lung diseases other than COPD can find that PR is not available to 
them or the programme is not sufficiently tailored to their condition. A number of 
programmes do not accept non-COPD patients.15 This is despite evidence and 
guidelines which recommend PR for ILD, bronchiectasis, mesothelioma, lung 
cancer and asthma.16
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Current issues in PR

• For those who are referred to a programme, 59% start their programme. Only 
42% of those referred complete it17

• Waiting times to begin a programme show considerable variation and commonly 
exceed the recommended '90 days from receipt of referral to start of PR' for 
people with stable COPD - 37% of people are not enrolled within this time18

• Some people can find it difficult to access services due to transport issues or 
because their health means making the journey can be too difficult

• If someone can navigate these issues successfully and complete a programme, 
they may then find that onward referral for supported physical activity and 
support to sustain behaviour change is not provided19

• Socioeconomic factors and ethnicity can impact on a person’s access to and 
adherence to PR20
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How to address these challenges?
The challenge of addressing these issues is large, but the benefits of widening 
access to PR to both people with lung disease and to health services is clear. The 
next few slides contain resources and tips to consider in your application for the 
NHS targeted funding, but can also be used for future purposes.

We hope that this suite of resources can not only empower you to meet the 
commitments of the Long Term Plan, but also help you deliver more ambitious 
plans in line with the Taskforce’s ambitions.

For example, while the new NHS service guidance focuses on PR for people with 
COPD and an MRC score of three or more, it also recognises the benefit of PR for 
other respiratory conditions. Rather than limiting criteria as per the NHS service 
guidance, the Taskforce encourages you to ensure that every person with an MRC 
score of grade two and above who would benefit is referred to and has the 
opportunity to complete a programme. We are confident this will have significant 
benefits in empowering people to self-manage at an earlier stage and potentially 
slow disease progression.
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https://www.england.nhs.uk/wp-content/uploads/2020/03/pulmonary-rehabilitation-service-guidance.pdf
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Baseline data
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This data should be available in your CCG RightCare Respiratory Intelligence 
Focus Pack. You may also find it useful to use:

• CSP PRIME tool or the RightCare PR CCG Baseline Assessment Modelling 
Tool to model cost benefits for investing in PR, through cost of delivery against 
reductions in exacerbations.

• RightCare health inequalities data packs for evidence on local health 
inequalities

• Respiratory Futures health and population data collection

• NHS Respiratory Atlas of Variation

https://www.csp.org.uk/professional-clinical/professional-guidance/pulmonary-rehabilitation-copd
https://britishlfuk.sharepoint.com/:x:/g/Comms/ET09iL78E1RFqOe4KCEVLgYBHygkZ2n2zhg47BZ_hjZd9Q?e=oFH5Qm
https://www.england.nhs.uk/rightcare/products/ccg-data-packs/equality-and-health-inequality-nhs-rightcare-packs/
https://www.respiratoryfutures.org.uk/data-collections/health-and-population-data/
http://tools.england.nhs.uk/images/RespiratoryAtlas/atlas.html
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How will the funding be used?
To help you consider how funding might be put to use in your local area, we have 
listed suggestions, resources and case studies known to the Taskforce that could 
help overcome or improve issues:

• BLF PR toolkit for CCGs and commissioners

• Increasing referrals: Promotion of the benefits of PR to healthcare professionals 
and patients, investing in upskilling primary care staff to confidently discuss 
exercise and PR (Moving Medicine), providing foreign language translations of 
promotional material and allowing self-referrals.

• Increasing completion rates: Inviting psychologists to attend classes and 
holding introductory sessions before patients attend assessment, introducing 
volunteer buddies, offering alternative delivery methods and dedicating time to 
calling people who miss classes.

• Reducing waiting times: Designing patient information leaflets to accompany 
referral, raising the profile of waiting times among PR staff and offering separate 
gym classes for ‘fitter’ cohorts to reduce main programme waiting times.
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https://www.blf.org.uk/health-care-professionals/pr-toolkit/pr-best-practice
https://www.blf.org.uk/health-care-professionals/pr-toolkit/pr-case-studies
https://movingmedicine.ac.uk/
https://www.blf.org.uk/health-care-professionals/pr-toolkit/pr-case-studies
https://www.blf.org.uk/taskforce/plan/living/treatments-that-dont-use-drugs
https://www.blf.org.uk/health-care-professionals/pr-toolkit/pr-case-studies
https://www.rcplondon.ac.uk/projects/outputs/national-asthma-and-copd-audit-programme-nacap-pulmonary-rehabilitation-workstream
https://www.rcplondon.ac.uk/projects/outputs/national-asthma-and-copd-audit-programme-nacap-pulmonary-rehabilitation-workstream
https://www.nacap.org.uk/nacap/welcome.nsf/vwFiles/COPD-PR-2017-Clinical-and-organisational/$File/Pulmonary%20Rehabilitation%20-%20An%20exercise%20in%20improvement%20-%20National%20report%20(Web).pdf?openelement
https://www.rcplondon.ac.uk/projects/outputs/national-asthma-and-copd-audit-programme-nacap-pulmonary-rehabilitation-workstream


How will the funding be used?
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To help you consider how funding might be put to use in your local area, we have 
listed suggestions, resources and case studies known to the Taskforce that could 
help overcome or improve issues:

• Expanding eligibility criteria: Update your service specification and ensure that 
tailored information is provided for each person. Develop disease-specific 
education workshops. Consider additional support/staff requirements to support 
criteria expansion.

• Transport issues: Review the setting of your programmes, consider whether 
they should be based in secondary or community care and how accessible they 
are by public transport. Communicate clearly to people that transport can be 
arranged if needed. Consider the impact of uptake and completion rates by 
providing transport.21

• Onward referral post-PR: Developing links with local leisure centres and 
community organisations, tailoring exercise to patient preferences, searching for 
exercise classes, signposting to BLF exercise videos and Active Steps. 
Consider working with BLF support groups to develop a follow-on programme 
after PR, and consider telephone follow-up as well as face-to-face.22

https://err.ersjournals.com/content/22/130/577
https://www.blf.org.uk/health-care-professionals/pr-toolkit/pr-case-studies
https://www.rcplondon.ac.uk/projects/outputs/national-asthma-and-copd-audit-programme-nacap-pulmonary-rehabilitation-workstream
https://weareundefeatable.co.uk/
https://www.blf.org.uk/support-in-your-area-details/exercise-class
https://www.blf.org.uk/exercise-video
https://www.blf.org.uk/health-care-professionals/blf-active/active-steps
https://www.blf.org.uk/support-for-you/breathe-easy
https://improve.bmj.com/sites/default/files/resources/sms_case_study_sd_telephone_follow_up_ayrshire_arran.pdf


How will the funding be used?
You may be considering exploring alternative models of delivering PR to meet local 

needs. NHS England will be reviewing alternative models of PR over the next few 

years, including digital, home based, and combining resources with cardiac (or 

other relevant) services to develop a breathlessness rehab programme.

Several Taskforce members have expertise in these areas and can provide 

guidance.

Evidence case for alternative models:

• Interactive web-based PR may deliver positive outcomes for some people 24 25

• Providing exercise videos leads to significant improvements in the ISWT, 

emotional and fatigue26

• Joint cardiac and respiratory breathlessness rehab services are effective and 

are routinely commissioned in parts of the country27
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https://www.csp.org.uk/news/2018-03-07-cardiac-pulmonary-rehab-teams-join-forces-breathlessness-rehab
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How to ensure sustainability?
Ensuring there is sufficient support and infrastructure in place to deliver an 

expansion of services, and continuity and sustainability once the pilot has ended, 

is vital. Your workforce development plan can help achieve this.

Systems should establish processes to systematically look across their different 

rehabilitation pathways to identify synergies between services. This could involve 

incorporating holistic rehabilitation services for people with co-morbidities, building 

on shared decision-making and individually-developed goals.

You may want to consider in your workforce development plan:

• The national PR organisational audit provides a snapshot of the typical skills 

mix of a PR service and should be integrated into service and workforce 

planning.

• PR rehabilitation teams should be supported by administration and clerical 

input, to avoid inefficiencies in staff work schedules.28
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How to ensure sustainability?
You may want to consider in your workforce development plan:

• Physiotherapists need to be integral to the PR team. Physiotherapists are 

uniquely qualified to individually prescribe and progress the training regimen, 

and to teach breathing techniques to enable exercise in those with altered lung 

pathology and/or respiratory mechanics. This is particularly important in the 

complex breathless population and those with co-morbidities requiring modified 

exercise. There is also an important leadership role to be played by 

physiotherapists and other AHPs to develop services and support integration.

• Because of the fragmented nature of provision, models of integration so far 

have not focused sufficiently on sharing teams and skills operationally across 

traditional services - and geographic boundaries - in a ‘place-based’ approach 

to rehabilitation. This is one of the areas that Integrated Care Systems could 

play a role in redressing.

• For changes to the profile of the workforce to happen there needs to be a major 

rebalancing of investment in the training and development of the existing 

workforce.
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How to ensure sustainability?
You may want to consider in your workforce development plan:

• A greater proportion of non-medical clinical staff need to be working at an 

advanced practice level. This requires the development of capabilities to 

manage higher levels of complexity and risk.

• Clinical support worker staff are increasingly taking on greater degrees of 

responsibility for hands on care and exercise classes. This trend will need to 

continue to increase capacity to meet population need. This will require a 

growth in support worker numbers, and a larger proportion of these need to be 

higher-level support worker roles. It is also important that plans do not conflate 

the roles of non-regulated staff providing care and those providing 

rehabilitation.

• Depression and anxiety are common co-morbidities for respiratory conditions. 

Training for cognitive behavioural therapy (CBT) and other talking therapies 

should become a common element of the CPD offer available to respiratory 

teams.

• Short courses for staff are available through the BTS
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https://www.brit-thoracic.org.uk/quality-improvement/clinical-resources/pulmonary-rehabilitation/
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How to address health inequalities?
Systems should address inequalities of access to PR services among different 

population groups. Factors such as geography, race ethnicity, sexual orientation or 

socioeconomic status should be considered.29

There are notable inequalities in access to respiratory treatments and services, 

and lung diseases such as COPD, asthma and lung cancer are associated with 

health inequalities. Someone from the most socially deprived 20% of the 

population is 2.5 times more likely to be diagnosed with COPD.30 

The health inequalities gap for people with lung disease is significant and growing. 
The Marmot Review 10 Years On report highlighted that avoidable mortality rates 
from respiratory diseases have risen in the most deprived areas since 2010.31
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How to address health inequalities?
Increasing patient, carer and health care professional awareness of the benefits of 

PR is paramount to increasing referrals, particularly among socioeconomically 

deprived groups. Good-quality promotional material should be provided, regularly 

reviewed and updated. 

During referral, health care professionals must be able to address and 

acknowledge barriers to people taking up offers. For health care professional 

material, this should meet the following criteria:

• Empower staff to discuss barriers and fears around exercise and 

breathlessness with people e.g. suggesting that carers attend PR

• Provide a quick reference point or crib sheet on the benefits of PR

• Emphasise that PR is an essential treatment, not an optional extra

• e.g. BMJ Learning and Physical Activity and Management of Long Term 

Conditions, Moving Medicine
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https://learning.bmj.com/learning/course-intro/physical-activity.html?courseId=10051913
https://movingmedicine.ac.uk/


How to address health inequalities?
For patient-facing material, this should meet the following criteria:

• Refers to PR as a ‘treatment.’ Use of terminology such as ‘exercise programme’ 

can deter patients because they do not view PR as a prescribed treatment.32 33

• Describes the functional and psychological benefits of PR from a patient 

perspective. Consider featuring a person throughout their PR journey and 

allowing them to explain PR, rather than a health care professional explaining 

PR.

• Addresses common fears and barriers to participation e.g. suggesting carers 

attend PR with them. In particular, people will understandably feel that exercise 

will harm them by making them more breathless. 

• Provided in foreign language translations

Consideration of information for carers should also be given.
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https://www.youtube.com/watch?v=icW3d24XTg4
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NACAP and PR Services Accreditation Scheme
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Areas applying for NHS targeted funding must be compliant with the National 
Asthma and COPD Audit Programme (NACAP) as led by the Royal College of 
Physicians (RCP) and be accredited or signed up to being accredited by the RCP 
Pulmonary Rehabilitation Services Accreditation Scheme (PRSAS).

Accreditation is a supportive process and provides various benefits to services, 
commissioners and patients including:

• Independent recognition of a service’s high quality and dedication to 
improvement and patient safety – people feel confident in their service

• Improves value for money and helps teams highlight good practice

• Raises the profile of the service

• To register, go to www.prsas.org/

https://www.nacap.org.uk/nacap/welcome.nsf/index.html
https://www.prsas.org/
http://www.prsas.org/
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What is the Taskforce for Lung Health?
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• The Taskforce is a national coalition of representatives from across the 
respiratory community, including:

• 34 members representing patients, voluntary sector, primary and secondary 
care and professional associations

• An Industries Forum with 19 pharmaceutical, diagnostics, devices and digital 
companies

• We came together to develop the first national plan to improve lung health in 
England, published in December 2018

• We fed into the development of the respiratory element of the Long Term Plan

• After the publication of the Long Term Plan implementation framework, we 
contacted all STPs and ICSs to offer support in developing local respiratory plans 
and considering how to meet the ambitions of the Long Term Plan. 

https://www.blf.org.uk/taskforce/plan
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34 Taskforce members
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19 Industries Forum members



The Taskforce five year plan

34

To develop the plan, we requested examples of 

policy or practice that would improve outcomes 

for patients within the next five years.* 

The evidence was reviewed by an economics 

agency according to reach, impact, feasibility and 

value for money. Members then discussed and 

agreed 43 recommendations covering:

• Keeping lungs healthy

• Identifying lung diseases early

• Better care for all

• Living with a lung condition

• The right care in the last year of life 

• Workforce

Taskforce for Lung Health

*We received 79 professional responses and 120 patient responses

https://www.blf.org.uk/taskforce/plan/recommendations


Taskforce recommendations on PR
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The Taskforce welcomes the ambitions of the Long Term Plan, although we would 

like to see more being done sooner. There are a broader range of patients who 

would benefit from PR Taskforce; those with lung diseases other than COPD and 

those with less advanced lung disease.

Taskforce recommends:

• Improving access to pulmonary rehabilitation so that every person with an MRC 

breathlessness score of grade 2 and above is identified, referred to and has the 

opportunity to complete, a programme

• Where appropriate, commissioning joint community rehabilitation services (for 

instance linking with cardiac rehabilitation) to support patients with co-

morbidities while making best use of the workforce

• Continuing to increase physiotherapy training places to meet target of at least 

600 additional physiotherapists over five years



Our support offer (1 of 2)
We hope that the Taskforce’s offer of support can not only empower you to deliver 

on the work set out in the Long Term Plan, but also help you deliver more 

ambitious plans in line with the Taskforce plan. Through collaboration, we can go 

further and faster to best support people with lung disease.

The Taskforce can help you plan and implement bold and ambitious strategies on 

PR. As well as providing this resource pack, we can also:

• Provide advice and feedback on local implementation and workforce plans

• Signpost to tools which provide local data and demonstrate the economic 

impact of PR (CSP Prime Tool, PhysioWorks for COPD for clinical staff)

• Access to peer-reviewed case studies of service design

• Contact the CSP's professional advice team to access advice and support 

about PR services and other aspects of physiotherapy practice (CSP 

Professional Advice Team)
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https://www.csp.org.uk/professional-clinical/professional-guidance/pulmonary-rehabilitation-copd
https://www.csp.org.uk/publications/physiotherapy-works-chronic-obstructive-pulmonary-disease-copd
https://innovations.csp.org.uk/
https://www.csp.org.uk/professional-clinical/professional-guidance/professional-advice-team


Our support offer (2 of 2)
The Taskforce can help you plan and implement bold and ambitious strategies on 

PR. As well as providing this resource pack, we can also:

• Help with patient engagement (BLF support groups, Taskforce patient reps)

• Give examples of excellent services already delivering in line with the Long 

Term Plan (Innovations Database)

• Flag issues and concerns with NHS England & Improvement

Taskforce for Lung Health 37

https://innovations.csp.org.uk/
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Contact details

jeagelton@blf.org.uk

hinksr@csp.org.uk

mailto:jeagelton@blf.org.uk
mailto:hinksr@csp.org.uk
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