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[bookmark: _Toc241787263]1. Introduction and Purpose
Chronic obstructive pulmonary disease (COPD) is a long-term, progressive respiratory condition, with persistent respiratory symptoms and airflow obstruction. The impact is not just on lung function; it also affects mobility, psychological wellbeing, social participation and family life, and long-term multidisciplinary management is key, not just episodic treatment when exacerbations occur (NICE, 2018; NICE, 2023).
In 2019, 391.9 million people from 30-79 years of age living with COPD globally, which equates to an age-standardized prevalence of ~10.3%. This heavy burden further underscores the need for prevention, early detection, and continual management (Adeloye et al., 2022). (Fujino, Naoya, et al2026). NHS England recognized COPD as a major service priority, estimating that it costs the NHS around £2 billion each year (NHS England 2026).
This booklet intended for the community, primary-care nurses and other health and social-care workers in the UK. Their role is to assess, educate, check treatment and progress, refer to pulmonary (lung) rehabilitation, support self-management, coordinate and communicate care across the various stages of the disease (NMC, 2018; NHS England, 2018).
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Figure 1: Scope of COPD Long-Term Management
[bookmark: _Toc241787264]2. Understanding COPD as a Long-Term Condition
[bookmark: _Toc241787265]2.1 Definition and Clinical Characteristics
COPD is defined by chronic, permanent reduction of the flow of air out of the lungs and is often associated with shortness of breath, cough, sputum production, wheeze, and recurrent lower respiratory symptoms. Exacerbations are periods of rapid worsening of acute symptoms and can accelerate functional decline, increase health care use, and have a detrimental impact on quality of life (NICE, 2018; NHS, 2023).
NICE recommends that COPD regards individuals aged over 35 years with relevant exposure (typically current or past smoking), in conjunction with the following symptoms: cough, breathlessness on exertion, chronic cough and regular sputum production; or winter bronchitis and repeated winter bronchitis. Post-bronchodilator spirometry should be addition to symptoms to make a diagnosis (NICE, 2018).
[bookmark: _Toc241787266]2.2 Aetiology and Pathophysiology
COPD is a result of susceptibility and chronic exposure to respiratory hazards. Chronic inflammation leads to a narrowing of the airways, increased mucous production and structural changes, and emphysematous destruction decreases the area available for gas exchange. This causes a limitation of airflow, making it difficult to expire and can lead to breathlessness during exercise and a decrease in exercise capacity (NICE 2018; Adeloye et al., 2022).
This is clinically significant as COPD is not just a spirometry abnormality. As the breathlessness worsens, patients may make lifestyle changes to avoid becoming breathless during physical activity, which results in deconditioning and further decreases in functional capacity. If activity and rehabilitation interventions are not treatment for airway obstruction, the crucial factors that contribute to disability may not change (NICE, 2018; British Thoracic Society, 2023).
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Figure 2: Simplified COPD Pathophysiology
[bookmark: _Toc241787267][image: ]2.3 Risk Factors and Wider Determinants
Although cigarette smoking is still a large preventable risk, it is an incomplete explanation. Other factors that may affect the risk of COPD include occupational dust and fumes, exposure to air pollution, and biological factors and exposures from early life. (Adeloye et al. 2022) showed that geographical variations in prevalence and the distribution of risk factors highlighted that COPD is developed through the interaction of biological, environmental, and behavioral factors.
Social circumstances also have an impact. Respiratory disease is not equal in a population, and deprivation, employment conditions and environmental exposure can influence the development of the disease as well as access to effective management (GOV.UK, 2024). Thus, there is a need for population-level strategies in addition to individual smoking-cessation interventions to prevent COPD.

[bookmark: _Toc241787268]2.4 UK and Global Burden
(Adeloye et al. 2022) estimated that there are 392 million people with COPD in the world in 2019 among the adult population aged 30-79 years. Even though it is partly preventable, the scale is proof that COPD is an important public health problem internationally.
In England, COPD manages early death, hospital activity, and inequities in respiratory outcomes. Current NHS commissioning guidance focuses on ensuring prompt diagnosis, preventing exacerbation, pulmonary rehabilitation, and providing support for underserved populations (GOV.UK, 2024; NHS England, 2026). This estimated annual NHS cost of £2 billion also illustrates the cost to the NHS of poor COPD control in terms of health system sustainability, as well as individuals' wellbeing (NHS England, 2026).
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Figure 3: Global and UK COPD Burden


[bookmark: _Toc241787269]3. Physical, Psychological and Social Impact
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[bookmark: _Toc241787270]3.1 Physical Impact
Breathlessness, fatigue, decreased exercise tolerance and frequent exacerbations can gradually limit day-to-day activities like walking, dressing, shopping, and housework. Less activity can lead to muscle deconditioning, increasing exertional breathlessness, and creating a vicious cycle of decreasing physical fitness (NICE, 2018; Souto-Miranda et al., 2022).
Multimorbidity further complicates the management of COPD. Of the above, cardiovascular disease is especially significant due to shared risk factors and possible clinical interactions between COPD and cardiovascular disease, which lead to more complex treatment and poorer outcomes (André et al., 2019; Balbirsingh et al., 2022). There is also the issue of broader comorbidity, which also needs to treat, rather than treating respiratory symptoms alone (Cordeiro Dos Santos et al., 2022).
[bookmark: _Toc241787271][image: ]3.2 Psychological Impact
COPD can cause anxiety, depression, and fear, especially if the person feels short of breath at unpredictable times. Patients may experience an uncomfortable sensation in their breathing due to physical activity, which can lead to anxiety. Avoidance can then create a vicious cycle of physical deconditioning and social isolation, and there is a close linkage between the psychological and physical consequences (Gordon et al., 2019).
Pulmonary rehabilitation can help improve exercise function, and there is evidence that it can help with reducing anxiety and depressive symptoms. Mind-body interventions may provide extra psychological support but are not a substitute for the current COPD treatment and rehabilitation (Gordon et al., 2019; Li et al., 2019).
[bookmark: _Toc241787272]3.3 Social and Socioeconomic Impact
The decrease in mobility can affect work, family, travel, and social activity. Raised dependency might also challenge an individual's identity and a sense of autonomy. This can have significant impacts when combined with existing deprivation or where adequate housing or access to community services (GOV.UK, 2024; NHS England, 2026).
Consequently, COPD therapy should not be limited to inhaled therapy. Needs that conventional clinical interventions are not necessarily able to deal with on their own can addressed through social prescribing, welfare advice, psychological support, and community services (NHS England, 2026).
[bookmark: _Toc241787273]3.4 Families and Informal Carers
Support for medication, transport, aid with daily activities, aid during exacerbations can provided by families. Informal carers may also experience uncertainty about deterioration and end-of-life decisions as the disease progresses, as well as emotional and practical burden (Meehan et al., 2020; Fusi-Schmidhauser et al., 2018).
When patients and their families can talk about their preferences before a crisis, it can be the beginning of advance-care planning. But due to the uncertain course of COPD, the timing of such discussions can be challenging, supporting repeated discussions over time instead of waiting till the end of life (Meehan et al., 2020; Ora et al., 2019).


[bookmark: _Toc241787274]4. Evidence-Based Treatment and Management in the UK
[bookmark: _Toc241787275][image: ]4.1 Diagnosis and Assessment
The first step in COPD management is to make a correct diagnosis, as the respiratory signs and symptoms of breathlessness and chronic cough are not specific to COPD. Therefore, UK practice involves both clinical history and risk-factor assessment and objective lung-function testing. NICE (2018) recommends using post-bronchodilator spirometry to confirm persistent airflow obstruction and the FEV1/FVC ratio of less than 0.7 helps to support the diagnosis in combination with symptoms and clinical context.
History of smoking, occupational or environmental exposures, exacerbation frequency, exercise tolerance, oxygen saturation, and weight should assess, also functional capacity and the presence of comorbidities. This broader review matters as spirometry are not a reliable measure of the burden of disease or the patient's ability to perform normal activities (NICE, 2018; NICE, 2023).
There is still a need for quality assured spirometry as documentation of deficient performance can result in both overdiagnosis and underdiagnosis. Overdiagnosis can lead to unnecessary treatment, while underdiagnosis can lead to a delay in smoking cessation support, pulmonary rehabilitation, and proper drug therapy. NHS England therefore highlights the need to enhance diagnostic quality and access to suitable respiratory assessment as a principal part of current COPD service planning (NHS England, 2026).


[bookmark: _Toc241787276]4.2 Pharmacological Treatment
[image: ]The primary goals of pharmacological management are to decrease exacerbations, improve exercise tolerance and to reduce symptoms. Inhaled short-acting bronchodilators may use for symptom relief as first therapy, and long-acting beta₂ agonists (LABA), long-acting muscarinic antagonists (LAMA) or combination therapy may needed in patients with persistent symptoms. Inhaled Corticosteroids may be considered in certain patients when clinically shown, usually where the risk of exacerbation stays (NICE, 2018; NHS, 2023).
Treatment should not increase routinely. For instance, if a patient says they are still breathless, it does not necessarily mean they need to increase the dose of the medication; rather, it could be that their inhaler technique is poor, medication adherence is low or another comorbidity has not been treated. It is therefore necessary to review the use of the medication before any change in the medication review to ensure the correct use of the medication prescribed (Bhattarai et al., 2020; Świątoniowska et al., 2020).
Compliance is a significant practical hurdle. However, it is possible that effectiveness in real-world settings by complex regimens, lack of understanding of treatment, fear of side effects and/or difficulties in using inhaler devices. This results in a discrepancy between prescribing and actual outcomes in clinical practice and nurses and pharmacists have a significant role to consider technique, discuss barriers, and reinforce the purpose of treatment (Bhattarai et al., 2020; Świątoniowska et al., 2020).
[bookmark: _Toc241787277]4.3 Non-Pharmacological Management
Non-pharmacological interventions are crucial as COPD affects physical capacity, behavior, and quality of life, in addition to lung function. Pulmonary rehabilitation is one of the most important interventions, and it forms supervised exercise, education, and behavioral support. It can help to increase exercise capacity and functional wellbeing, as well as psychological health in those with COPD (British Thoracic Society, 2023; Souto-Miranda et al., 2022).
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There is evidence that pulmonary rehabilitation can decrease anxiety and depressive symptoms, and this is important as fear of breathlessness may be a deterrent to exercise and contribute to physical deconditioning (Gordon et al., 2019). Effectiveness, however, relies on access and completion. Consider participation as well as availability as there may be barriers to uptake including referral barriers, transport difficulties, low awareness, and capacity of services (Early et al., 2018).
Continued tobacco use can speed up the progress of disease, so smoking cessation is still important. This should also include vaccination, physical activity, nutritional support, and proper oxygen therapy (where proper) as per individual clinical needs (NICE, 2018). Key is that these treatments are most effective when used together; for instance, treatment with medication can make the patient feel better, but intervention with rehabilitation and education to “translate” that symptom reduction into increased functioning in everyday life.
Table 1: Evidence-Based COPD Management in UK Practice
	Intervention
	Main purpose
	Key evidence
	Critical consideration

	Bronchodilator/inhaled therapy
	Reduce respiratory symptoms and optimise airflow
	NICE (2018); NHS (2023)
	Technique and adherence require regular review

	Smoking cessation
	Reduce continuing harmful exposure
	NICE (2018)
	Requires sustained behavioural and clinical support

	Pulmonary rehabilitation
	Improve exercise capacity, function, and wellbeing
	British Thoracic Society (2023); Souto-Miranda et al. (2022)
	Referral and uptake remain important barriers

	Supported self-management
	Improve confidence and response to deterioration
	Jolly et al. (2018); NHS England (2023a)
	Must remain professionally supported

	Palliative care
	Reduce symptom burden and support preferences
	Ora et al. (2019); Meehan et al. (2020)
	May be introduced later than clinically desirable



[bookmark: _Toc241787278]4.4 Exacerbation Management
Exacerbations are clinically relevant, as they can lead to worsening of functional decline, higher hospital use, and decreased quality of life. Patients should be aware of signs of deterioration, such as increased breathlessness, increased sputum production and changes in sputum and be aware when professional assessment (NICE, 2018; NHS, 2023).
Although personalized action plans might make patients more responsive to early responses, self-management should not be a complete abdication of responsibility. A good plan needs education, clear escalation plans, and ongoing professional review (Jolly et al., 2018; NHS England, 2023a). Inhaler technique and treatment adherence/rehabilitation needs should be reassessed after an exacerbation as an acute episode may mean that the current management plan is no longer sufficient (NICE, 2018; NHS England, 2026).
[bookmark: _Toc241787279][image: ]4.5 Multidisciplinary Care
COPD is a condition that needs to be care by a multidisciplinary approach as patients can have needs: respiratory symptoms, psychological distress, reduced mobility, nutritional problems, cardiovascular disease, and social-care needs. Effective care can, therefore, include GP, respiratory doctors, nurses, pharmacists, physiotherapists, dietitians, psychological services, social-care providers, and palliative-care teams (NICE, 2018; NHS England, 2026).

Community nurses are especially well-positioned to coordinate care as they can see deterioration, reinforce self-management, check adherence, and make referrals. This position aligns with NMC expectations for nurses to keep people first, work effectively and safely (NMC, 2018). But, if multidisciplinary care is to be effective, communication must be look at; otherwise, services can lead to duplication, delays, and conflicting information. For this reason, it is more valuable to have integrated care pathways than to have more professionals involved (NHS England, 2018; Ora et al., 2019).
[bookmark: _Toc241787280]5. Models and Frameworks for Long-Term Condition Management
[bookmark: _Toc241787281]5.1 Importance of Coordinated Models
The model includes shared decision making and personalized care and support planning, supported self-management and a link to community resources. This could include agreeing realistic activity targets, discussing preferences for inhaler use, encouraging smoking cessation, and creating individual exacerbation plans in the case of COPD (NHS England, 2018; NHS England, 2019).
[bookmark: _Toc241787282]5.2 NHS Comprehensive Model of Personalised Care
The model includes shared decision making and personalized care and support planning, supported self-management and a link to community resources. This could include agreeing realistic activity targets, discussing preferences for inhaler use, encouraging smoking cessation, and creating individual exacerbation plans in the case of COPD (NHS England, 2018; NHS England, 2019). The application of knowledge may take time if people do not have confidence. However, health coaching can explore goals and barriers, and structured self-management education can help build practical capability (NHS England, 2023a, NHS England, 2023b). However, as noted by (Jolly et al. 2018), self-management interventions must be critically assessed and not assumed that giving out information will have a beneficial impact on outcomes.
[bookmark: _Toc241787283]5.3 International Long-Term Care Perspective
More widely used chronic care models also focus on initiative-taking follow-up, multidisciplinary input, informed patients, and effective healthcare-community support. The principles are consistent with COPD, as treatment can occur in a variety of settings and relies on patient engagement between health care visits (Jolly et al., 2018; NHS England, 2026).
A problem with the original set of evidence is that the original international source of the Chronic Care Model is not one of the approved sources. Therefore, there should be no detailed claims made about that model based on the present references. However, there is evidence that coordinated care, multidisciplinary work and self-management are important principles of good long-term COPD care (NHS England, 2018; NHS England, 2026). (Fausto De Michele et al.2014).
[bookmark: _Toc241787284]6. UK Health and Social-Care Policy Context
NICE guidance and NHS personalized-care policy and quality standards influence national COPD management. These all encourage correct diagnosis, smoking cessation, correct inhaler use, pulmonary rehabilitation, and ongoing review and involvement in decisions (NICE, 2018; NICE, 2023; NHS England, 2019). (Miravitlles, Marc, et al,2016)  
The current NHS commissioning guidance is putting a greater focus on prevention, care closer to home, population-health intelligence and fair access. It is important to note that it recommends examining variation between localities, deprivation, and ethnicity, and not to assume uniform service performance (NHS England, 2026).
But there are implementation issues. Pulmonary rehab evidence suggests that despite good clinical recommendations, barriers to referral and uptake remain (Early et al., 2018). There is also a disconnection between the recommendations and what patients can keep in real-life (Bhattarai et al., 2020, Świątoniowska et al., 2020).
[bookmark: _Toc241787285]7. Person-Centred Care, Self-Management and End-of-Life Care
[bookmark: _Toc241787286]7.1 Person-Centred Care
The management of COPD should be person-centered, considering clinical need and patient priorities, health literacy, social circumstances, and treatment preferences. Shared decision-making is especially relevant when there are multiple clinically reasonable choices, but the practical burden is different for different people (NHS England, 2018; NHS England, 2019) (Coulter, Angela, et al.2015, Dijkman, Bea, et al,2016). Person-centered practice for nurses also involves respectful communication and involving patients in decisions, instead of telling them what has been decided for them (NMC, 2018).
[bookmark: _Toc241787287][image: ]7.2 Supported Self-Management
It can involve symptom identification, individual action plans, inhaler knowledge and technique, strategies for adherence and seeking help. (Jolly et al. 2018, Miles, Clare, et al.2017). shows why self-management should not be taken for granted as it is equally effective for all patients and should be assessed empirically. Education provides knowledge and health coaching can help in motivation and goal setting. These will only be effective if accessible, health literate, and with continuity of professional support (NHS England, 2023a; NHS England, 2023b).


[bookmark: _Toc241787288]7.3 Advance Care Planning and Palliative Care
In later stages of COPD, it may be associated with unbelievably bad breathing, frequent flare-ups, and an uncertain prognosis. Advance-care planning allows individuals to consider priorities and involvement of their families and preferences for future treatments before an acute situation arises that constrains meaningful decision-making (Meehan et al., 2020). Despite the significant symptom burden, evidence shows that palliative care in COPD may not be well-integrated. Nurse-led integration could help to better connect the respiratory and palliative approaches, managing symptoms without giving up disease-oriented management (Fusi-Schmidhauser et al., 2018; Ora et al., 2019).
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Figure 5: Person-Centered COPD Care Pathway


[bookmark: _Toc241787289]8. Recommendations
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First, access to quality assured spirometry should be improved, to ensure that access to treatment is based on reliable diagnosis, rather than symptoms alone (NICE, 2018; NHS England, 2026).
Second, referral pathways and practical barriers for pulmonary rehabilitation should be tackled as the value of good evidence can be limited if eligible individuals are unable to access or complete pulmonary rehabilitation programmed (Early et al., 2018; Souto-Miranda et al., 2022).
Third, all proper patients should be offered individualized self-management education and action planning, with ongoing professional review, instead of the provision of information once only (Jolly et al., 2018; NHS England, 2023a).
Fourth, review of medication should include assessment of inhaler technique and understanding and barriers to adherence and not just the pharmacological escalation (Bhattarai et al., 2020; Świątoniowska et al., 2020).
Lastly, patients with progressive disease should have advance-care conversations earlier, so that preferences and family concerns are explored before patients deteriorate (Meehan et al., 2020; Ora et al., 2019).


[bookmark: _Toc241787290]9. Conclusion
COPD is a multi-faceted chronic condition in which lung disease and psychological, social, and socioeconomic factors interact. Thus, effective management in the UK involves correct diagnosis, proper drug therapy, pulmonary rehabilitation, multidisciplinary work, and ongoing support for self-management of this condition, rather than ‘episodic’ treatment alone (NICE 2018, NHS England 2026).
Nevertheless, person centered care is particularly significant since there are big differences in the burden of symptoms and the combination of comorbidities and the individual's priorities. Personalized plans, rehabilitation, and palliative care can all help to improve quality of life and more coordinated long-term care, if these are introduced earlier (NHS England, 2018; Meehan et al., 2020).
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Figure 3: Global and UK COPD Burden
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