






Exercise and pulmonary rehabilitation for people with chronic lung disease in LMICs: challenges and opportunities.
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The World Health Organization (WHO) Rehabilitation 2030: Call to Action makes the case for accessible and affordable rehabilitation as an essential component of health services and crucial to achieving Sustainable Development Goal 3: ‘good health and well-being’ (1). Unfortunately, the need for rehabilitation greatly exceed capacity, especially in low- and middle-income countries (LMICs).  The recently published WHO Guide for Action (2) aims to strengthen rehabilitation globally by supporting and encouraging governments to increase the accessibility, quality and outcomes of rehabilitation. There is a particular focus on developing rehabilitation in LMICs as part of strategies to achieve Universal Health Coverage. 

Rehabilitation, of course, has a very broad scope, but the potential benefits for people with respiratory diseases are considerable. Historically the key respiratory diseases in LMICs has been infections – particularly pneumonia and tuberculosis (TB). The increasing burden of non-communicable respiratory disease – particularly chronic obstructive pulmonary disease (COPD) and post-TB lung disease - has been recognised, however efforts in LMICs are largely directed towards prevention and diagnosis, rather than management. Treatment pathways are dominated by pharmacological management, which although important, doesn’t address the consequences of these long-term conditions or the associated disability. 

COPD is the third leading cause of death globally with the major burden falling on LMICs (3). COPD is ranked eighth of global disability adjusted life years (DALYs) in 2015 and in LMICs COPD DALYs increased by 55.7 % between 1990 and 2015 (4).  In LMICs the age of disability associated with COPD is typically lower than in high-income countries (HIC) and this compromises individuals’ ability to be economically productive from a younger age, than in HIC (5) resulting in significant economic impact on individuals and societies. Post TB lung disease also carries a significant morbidity and symptom burden for the individual, often associated with a prolonged hospital stay where deconditioning can be profound, with social isolation and stigmatisation in their community frequently observed.  The loss of productivity from chronic lung disease has profound implications for individuals and their families.

The clinical and health economic benefits of pulmonary rehabilitation (PR) in chronic lung disease have been unequivocally established in HIC.  In these settings, PR comprises guided exercise and education to support effective disease management, over a minimum of 6 weeks.  Participation leads to meaningful improvements in symptom burden, exercise capacity and overall health related quality of life as well as psychological benefits in those with anxiety or depression (6).  PR is fully integrated in European, American and Australian COPD Guidelines (6) and is recommended by GOLD (7), but clinical PR services are not widely available in most LMICs despite the high prevalence of non-communicable respiratory diseases and an evidence base albeit limited (8).  The WHO Rehabilitation 2030 agenda acknowledges there is a profound unmet need for rehabilitation in LMICs, and proposes an up-scaling, with investment in workforce and infrastructure (1). 

PR provides a low-cost solution to the increasing burden of chronic lung disease and has potential to restore people’s functional ability allowing them to be economically productive and fulfil meaningful roles. This is particularly important in LMIC where there is little or no social care or benefits. In HICs the population participating in PR is largely retired and so the potential benefit of PR keeping people working has not been explored.  Whether or not PR as provided in HIC is the best model for LMIC is an important research question.  For example, dances could form the basis for such programmes in countries where there is a tradition of dance and could improve uptake and acceptability.  In countries where yoga or tai chi are part of the cultural heritage these activities can be included (9).  Accessibility is likely to be a challenge, If people have to travel long distances to attend programmes, they are unlikely to be able to participate and innovate forms of local PR may need to be developed.  Technology based solutions might be used to deliver alternatives to conventional PR across wide geographical areas (10).  There is a pressing need for locally-relevant research to explore these possibilities further. 

There is clear potential for PR to improve health, well-being and economic productivity. Research is necessary to develop culturally appropriate PR in LMIC, programmes are likely to be very different across culture and countries. These efforts should run alongside campaigns to raise awareness and knowledge of PR within and beyond the health care system.  The WHO ‘Guide for Action’ proposes that the ‘planning for rehabilitation can move forward without precise data on rehabilitation needs’ (2). The priority is to develop contextually appropriate, acceptable, accessible and affordable PR interventions to reduce the burden of chronic lung disease and achieve Universal Health Coverage in these countries. The fundamentals of rehabilitation must remain with exercise training at the centre of the intervention, however the format of the delivery is not ‘set in stone’.  PR has the potential to providing a low-cost solution to the increasing burden of chronic lung disease, however the delivery and sustainability of programmes requires an increase awareness and knowledge within and beyond the health care system.
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