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Inequality in Pulmonary Rehabilitation –The
challenges magnified by the COVID-19
pandemic
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Abstract
The COVID-19 pandemic has served to expose and amplify existing inequalities in chronic respiratory disease and the
social determinants of health. In this article, we summarise evidence of existing disparities associated with chronic ob-
structive pulmonary disease and pulmonary rehabilitation; highlighting limitations of existing data. To reduce health in-
equalities in pulmonary rehabilitation, there is a need to identify and target factors influencing fair access and personal
agency to engage.With consideration of the influence of culture on beliefs, expectations and health behaviours, we propose
a renewed approach toward progressively achieving health equity in pulmonary rehabilitation based on principles of
cultural safety and adaptation. This is a key priority in improving the quality of life of people living with chronic respiratory
disease. Building comprehensive pulmonary rehabilitation service delivery models based on an understanding of the holistic
needs of the local population should be a priority for service providers and researchers.
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Evidence consistently highlights lasting socio-economic
inequalities in the prevalence and impact of chronic ob-
structive pulmonary disease (COPD); with increased risk of
morbidity and mortality.1,2 Ethnic and indigenous health
disparities have been observed in high-income countries in
prevalence, severity, hospital admissions and mortality as-
sociated with COPD.3–5 These observed health inequalities
may be attributable to: shared behavioural risk factors (e.g.,
smoking, unhealthy diet, physical inactivity), environmental
factors (e.g., exposure to air pollution and biomass smoke),
cultural differences in perceptions of health and healthcare,
differences in education level and health literacy, motivation
to engage in self-care interventions and self-efficacy.1–5

Pulmonary rehabilitation (PR) data demonstrate that
people living with COPD in more socioeconomically de-
prived areas are less likely to complete PR than their
counterparts living in the least deprived areas6–8; although
clinical outcomes of those who do complete are comparable

to those from less deprived areas.6 The ethnicity of PR
attendees in the UK remains predominantly White-British7

and significantly lower completion rates have been reported
in M�aori and Pacific Islanders in comparison to Europeans
in a New Zealand cohort.9 A large retrospective evaluation
of participation in PR following COPD-related hospital-
isation in the US demonstrated significant racial disparities
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that were not fully accounted for by geographical variation
in service provision.10 However reporting of ethnicity and
other characteristics that may be associated with health-
related disparities (e.g. sexual orientation, gender identity
and intersex status) is limited.11 Comprehensive data is
needed to understand more about supporting PR access in
diverse communities; with recognition of the multiple,
interacting spheres of influence on health equity.12

The COVID-19 pandemic has served to expose and
amplify existing inequalities in chronic respiratory diseases
(CRD) and the social determinants of health.13,14 Bambra
and colleagues14 characterise COVID-19 as a concurrent,
synergistic pandemic for disadvantaged communities; with
interaction and exacerbation of existing chronic disease and
social conditions. People living with chronic disease in the
most deprived areas, from ethnic minority backgrounds and/
or of older age are at increased risk COVID-19 related
morbidity and mortality.14

The rapid transition to remotely delivered models of PR
(often reliant on digital access and literacy), has magnified
existing digital inequalities which must be considered as the
longer-term role of telerehabilitation in meeting the global
demand for PR continues to evolve.15–17 Though digital
interventions have the potential to improve accessibility for
some, those who are least likely to be online are indeed those
who experience the greatest burden of ill health.15,16 Further,
it has been observed in a UK-based cohort of PR service-
users that improved digital literacy does not necessarily
translate to acceptability of web-based interventions.18

Uptake, attendance, and completion of PR are greatly
influenced by individuals’ beliefs and expectations.19 There
is an inherent association with defining components of

culture (knowledge, values, beliefs, and practices) which are
influenced by multi-faceted and intersecting factors asso-
ciated with identity, including socio-economic status and
ethnicity. Culture can helpfully be conceptualised as a lens
through which people define health and illness, and further
how they perceive and respond behaviourally.20 There is a
need to target factors that influence both fair access and
personal agency to engage in PR to order to reduce health
inequalities.12

The work of the National Institute for Health Research
Global Health Research Group on Respiratory Rehabili-
tation (RECHARGE)21,22 seeks to determine how a
western PR service should be adapted to local cultures in
low- and middle-income countries. But given the vast
multi-faceted diversity in high-income countries such as
the US, Australia and UK, shouldn’t we all be considering
the cultural needs of our populations in the pursuit of
health equity? Figure 1 summarises principles of cultural
safety and adaptation required in the pursuit of health
equity in PR.

Where do we go from here?

The Rehabilitation 2030 Initiative25 highlights the growing
global rehabilitation needs and calls for action to pro-
gressively achieve equitable access to quality services for all
the population. The COVID-19 pandemic has served to
magnify health inequalities and unmet needs.

Whilst the issue of uptake and adherence in PR is cer-
tainly not new, a renewed approach is required to both meet
demand and effectively tackle health inequalities in PR.

Figure 1. Toward health equity in PR (developed using the ‘Health Equity Framework’12 and principles of ‘cultural safety’23 and
cultural adaptation 24
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Knowing our population

It is essential for us to understand the needs of our CRD
population in order to effectively address them, including un-
derstanding culture as part of an intersectionality-informed
approach. With consideration of cultural safety; how and
where can we involve local people living with CRD in our PR
service planning and delivery? How can we work collabora-
tively to co-produce service initiatives, ensuring that minority
voices are engaged and heard? Though the efficacy of the lay
health worker (LHW) in promoting uptake and adherence to PR
is yet to be robustly explored, the positive influence of the
LHW-patient relationship has great potential.26 Alongside un-
derstanding and tailoring PR to our local population’s needs, we
must ensure to maintain our focus on individual patient needs
and person-centred experience of care.

Comprehensive, good-quality data

This is key in enabling and empowering policy-makers and
healthcare professionals to identify the specific needs of
different communities, respond with tailored strategies for
addressing inequalities, and track the impact of these strat-
egies. We must ensure that data reflects diversity in our PR
populations with consideration of cultural factors. Robust
quality assurance processes must be implemented locally and
nationally to ensure delivery of optimal outcomes for our
population and continue to evaluate cost-effectiveness.27

Individual and organisational reflexivity

‘Critical consciousness’ can facilitate cultural humility and
identification of structural blind spots; leading to transfor-
mative learning and enabling positive innovation.23 To achieve
the ambition of optimising rehabilitation for all, workforce
training needs to consider cultural competence as well as skills
necessary for the delivery of emerging models of PR.27

Building comprehensive PR service delivery models to
progressively achieve equitable access to quality multi-
disciplinary services fit for all is a key priority in improving
the quality of life of people living with CRD.25 Under-
standing our population’s holistic needs inclusive of mul-
tifaceted cultural factors is essential in the pursuit of
accomplishing this and should be a priority for service
providers and researchers.
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