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Pulmonary rehabilitation: a mandatory intervention 
in diffuse interstitial lung diseases
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There is an urgent need to improve preventive, diagnostic 
and therapeutic measures in respiratory patients, 
including those suffering from diffuse interstitial lung 
diseases (DILD), perhaps even more. The health personnel 
who intervene every day in the complex approach to 
these pathologies and patients must efficiently offer 
interventions that expand the therapeutic options that 
could result in the reduction of disability and premature 
mortality; with this, it will be possible to meet the United 
Nations’ Sustainable Development Goal, which is a 
one-third reduction in premature mortality from non-
communicable diseases, including chronic respiratory 
diseases (CRD), by 2030. Based on estimates made 
globally from 1990 to 2019, CRD were the third leading 
cause of death responsible for 4.0 million deaths with a 
prevalence of 454.6 million cases worldwide. While total 
deaths and prevalence of CRD have increased 28.5 and 
39.8%, age-standardized rates have decreased for chronic 
obstructive pulmonary disease (COPD) and asthma, but 
not for interstitial diseases.1

Pulmonary rehabilitation (PR) is recognized as a central 
component of this process. The change of health behavior 
is vital for the optimization and maintenance of the benefits 
of any intervention in chronic care, PR has taken the lead in 
the implementation of strategies to achieve this objective2 
and are a fundamental part of the treatment of pulmonary 
diseases, especially chronic, such as DILD, contributing 
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comprehensively in the improvement of symptoms, effort 
tolerance, quality of life and reintegration into work, social 
and family activities that allow an improvement in the 
general and psychological health status of patients, in 
addition to reducing costs and the use of health services, 
which is a beacon of hope for the respiratory and exercise 
limitations they present,2 as demonstrated in their 
Colombian study Betancurt PJ et al.

The pulmonary rehabilitation departments consolidated 
in hospitals that have research areas and ethics committees 
have the opportunity to enrich the scientific evidence 
through their studies and research protocols in the different 
respiratory pathologies. There is little scientific evidence 
published globally for the benefits of long-term pulmonary 
rehabilitation programes (PRP) for patients with DILD, as 
demonstrated in two Cochrane reviews.

2013 ATS/ERS statement on pulmonary rehabilitation 
defines it as «a comprehensive intervention based on a 
thorough patient assessment followed by patient-adapted 
therapies including, but not limited to, exercise training, 
education, and behavior change, designed to improve the 
physical and psychological condition of people with chronic 
respiratory diseases and promote long-term adherence to 
health-enhancing behaviors.»2 It is a conceptual definition 
and therefore does not identify the specific structure, 
environment, and supports that are required for PRPs to 
be successful.3
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New models of PR, such as telerehabilitation, and web-
based PR have demonstrated in some trials, driven by non-
inferiority and using robust methods, results similar to those 
of traditional PR in a hospital setting, which expand access 
to and increase participation in PR. The expected outcomes 
are improvements in breathlessness, quality of life and 
exercise tolerance and a reduction in hospital admissions.3

The future of PR is geared towards engaging more 
patients in personalized programs. To that end, programs 
should be widely publicized and health professionals should 
be trained to deal with the individual needs and preferences 
of the cases. The exercise program should be viewed as an 
individualized program at the limit of the patient’s abilities 
to provide as powerful a training stimulus as possible. 
Towards the end of the program, subjects need to develop 
self-management skills that allow them to live with their 
disease, maintain the benefits of the program, and translate 
them into better quality and quantity of physical activity.4,5

Successful implementation will be judged only if the 
essential components of the pulmonary rehabilitation 
program (PRP) are delivered, changes are measured, and if the 
expected results are achieved, a rigorous approach to quality.3

There remains a real challenge in investigating the long-
term benefits of PR and its maintenance programs. It is 
naive to believe that the effects of a few weeks program 
would last forever, when followed by a maintenance 
program they are likely to translate into significant long-
term health benefits through improved cardiovascular 
fitness, metabolic, or muscular.4 In several diseases such 
as interstitial6 diseases, asthma,2 in pretransplant patients7 
with pulmonary hypertension,8 in patients with COVID-19,9 
among other CRD.

We must remember that you should not enter a PRP 
or any of its components (e.g. pulmonary physiotherapy) 
without having a specialist doctor who is treating and 
monitoring a patient with CRD or acute. Ideally, the 
specialist doctor should give indications of the scope of 
each component of the PRP.2,10,11

Patients who suffer from DILD and go through the 
complex journey of diagnosis, treatment and clinical 
evolution from the moment they detect that the cough and 
dyspnea they perceive is not normal, to the moment they 
experience the adverse effects of the different treatments 
proposed to them, deserve to have the benefit of a PRP. It 
is up to the health system to form multidisciplinary groups 
in PR to provide personalized care to these patients and 

that they have the opportunity to access the benefits that 
PR can offer them.
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