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1. Introduction
Long-term conditions (LTCs) is one of the most extreme challenges in the current healthcare scenarios. These conditions are incurable and seem to require continuous care with lifestyle control. COPD is also an appropriate illustration of a chronic illness. COPD is an insidious respiratory disease characterized by intractable airflow obstruction and dyspepsia. Chronic bronchitis and emphysema are included in the disease spectrum principally. The most common clinical characteristics are dyspnoea, chronic cough, wheeze, fatigue, and excessive mucus secretion. These symptoms continue to worsen significantly limiting the everyday functioning. World Health Organization (2024) argues that COPD is revealed when the tissues of the lungs are inflamed and structurally damaged, often due to being exposed to harmful particulates, including tobacco smoke or air pollution.
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Figure 1:  The prevalence of COPD and its associated risk factors on a national, regional, and worldwide scale from 1990 to 2021
(Source: Wang et al., 2025)
COPD is a major international health problem. Approximately 3.5 million deaths due to COPD were estimated in 2021, which is about 5 percentage of all global mortalities, and COPD is the fourth most frequent cause of mortality (World Health Organization, 2024). The estimates of COPD cases in the world show that over 213 million individuals are living with the disorder, hence a significant disease burden (Wang et al., 2025).
The effect of COPD is also intense in the United Kingdom. In the UK, COPD has been diagnosed in about 1.2 million populations out of the total population of about 2 per cent and 4.5 per cent of the adult population above 40 years (Primary Care Notebook, 2025). In turn, COPD results in significant burden on medical systems because of the frequent hospitalization, prolonged pharmacological care, and long-term care requirements.
This booklet is a comprehensive discussion of COPD and its etiological issues, prevalence, health effects, and evidence-based management practices utilized in the National Health Service. It also reviews care models and policy frameworks to enhance the outcome of people living with this condition of chronic respiratory conditions.
[bookmark: _Toc224323608]2. Understanding Chronic Obstructive Pulmonary Disease
Definition of COPD
COPD is a long-term respiratory disease which blocks breathing and airflow. It is the disorder that is mainly distinguished into chronic bronchitis and emphysema (Agarwal et al., 2023). Both phenotypes impair airway patency and alveolar integrity, impairing the capacity of the pulmonary oxygen exchange plus carbon dioxide. COPD is progressive in nature and clinical manifestations get worse with time.
The disease is usually insidious and often does not manifest itself in the early stages, but only at a later time, when a significant amount of lung damage has already occurred. The onset of the symptoms is mostly seen in the individuals who are at the age of 40 years and above. Empirical evidence suggests that the global population of adults aged over 40 years has a prevalence rate of COPD of about 910 percent; this makes the disease a huge burden to the general population (Vijayan, 2013).
[image: ]
Figure 2: The number of common cases worldwide and the prevalence of COPD per 100,000 people in 2021, broken down by age and sex
(Source: Wang et al., 2025)
The most common clinical manifestations which have been reported include dyspnoea, chronic cough, purulent sputum, wheeze, and fatigue. Physical activity, e.g. walking or climbing stairs, will usually worsen dyspnoea. Patients also note a recurrence of pulmonary infections and acute exacerbations as a subset (World Health Organization, 2024).  
The development of chronic obstructive pulmonary disease is mainly occasioned by extended exposure to harmful particulates or gases. Tobacco smoking is the main etiological agent, which causes more than 70 per cent of COPD cases in high-income environments. The other contributory factors include air pollutants in the environment, dust at work, and risky chemicals (American Lung Association, 2025).  
Even though there is no cure of COPD, most of the diseases can be slowed down when identified at an early stage and managed properly. Interventions, such as the use of inhaled bronchodilators, pulmonary rehabilitation, and lifestyle changes, are linked to the symptom suppression and quality of life improvement in the impacted patients.
[bookmark: _Toc224323609]3. Burden and Prevalence of COPD
COPD is an impressive worldwide community health issue.  Millions of people are afflicted with the disease, and there are many deaths every year.  According to the World Health Organization, COPD is now the fourth major cause of death in the world (Xu et al., 2026).  About 3.5 million COPD-related deaths were documented in 2021, which corresponds to about 5 percent of annual deaths worldwide (Naeem et al., 2025).  
The COPD prevalence in the world is on an increasing trend.  Epidemiological estimates have shown that in 2021 there were about 213 million people with COPD.  The disease also caused almost 80 million disability-adjusted life years (DALYs), which is used as a measure of losses of years of healthy life through either morbidity or early mortality (Cao et al., 2026).  
The COPD burden is unevenly distributed across certain areas of the world.  Approximately 90% of mortalities in people under the age of 70 years are concentrated in low and middle-income countries, which is mainly caused by an increased exposure to risk factors, including tobacco smoking, household air quality, work-related dust, and inaccessibility of healthcare services (Yang et al., 2021).  
COPD is a significant public health problem in the United Kingdom.  In the UK, there are an estimated 1.2-1.4 million cases of the disease, but there are likely other cases that remain undiagnosed.  In the UK, approximately 30,000 people die annually because of COPD, which makes the condition one of the largest causes of respiratory death (Kostikas et al., 2020).  COPD is also one of the factors that lead to many hospital admissions and emergency department visits.
[bookmark: _Toc224323610]4. Risk Factors and Aetiology of COPD
COPD occurs because of prolonged exposure to polluted particles, gases, and other environmental aspects. These exposures together with personal factors of vulnerability, like genetics or ageing, usually result in the disease.
The most significant risk factor is smoking. In high-income countries, COPD is caused by tobacco smoking in over 70% of the cases (World Health Organization, 2023). Smoking harms airways and tissues of the lungs. The long-term smoking induces inflammation, airway constriction and destruction of air sacs. Smoking is the cause of approximately 34.8 percent of the disability-adjusted life years (DALYs) attributed to COPD all around the world. The risk is also increased by passive smoking and being exposed to second hand smoke.
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Figure 3: Percentage of DALY due to COPD in 2021 (DALY: disability adjusted life year)
(Source: Wang et al., 2025)
The other significant cause of COPD is air pollution. The disease burden of COPD in the world is approximately 22 percent due to ambient particulate pollution (Wang et al., 2025). Indoor pollution because of solid fuel burning (wood, coal, and biomass) to cook food is one of the most important risk factors in many low- and middle-income countries. Globally, household air pollution is the major cause of COPD DALYs of almost 19.5% (Martin et al., 2013). 
There is also increased risk when there is occupational exposure. Lung damage can be brought about in the course of time by workers in industries that deal with dust, chemicals, gases, and fumes including mining, construction, and manufacturing industries. The occupational exposures contribute to around 15.8 percent of COPD disease burden in the world (Murgia and Gambelunghe, 2022). 
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Figure 4: Alpha-1 Antitrypsin Deficiency in Emphysema and COPD X-ray (Transmission Electron Microscopy)
(Source: Meeshea et al., 2023)
Genetic causes may also play a role. Alpha-1 antitrypsin deficiency is a rare inherited disease that compromises the safety of lung tissue and may cause COPD to onset at an early age (Meseeha et al., 2023). Another significant factor is ageing. The normal aging of the lung function reduces the COPD, and it is diagnosed most frequently in adults of 40 years and above (Devulder, 2024). In general, COPD typically occurs following decades of exposure to harmful substances, in addition to personal risk factors, including genetics and ageing.
[bookmark: _Toc224323611]5. Impact of COPD on Individuals and Families
COPD has significant implications on physical health, mental wellbeing and social life. The condition slowly impairs the functioning of the lungs and constrains normal daily routine.
Physical Impact
The most widespread COPD symptom is breathlessness. Some of the patients find it difficult to perform simple tasks like walking, going up and down the stairs, or carrying groceries (MGM Healthcare, 2025). A decrease in exercise capacity and fatigue is also prevalent. Chest infections and sleeps are common in the patients. In the extreme, the level of oxygen in the bloodstream decreases and oxygen therapy can be taken in the long-term (Matthews, 2011). With the further development of the disease, severe complications can arise. These are respiratory collapse, heart diseases, muscle weakness, and weight loss. All these health issues create a serious decline in independence and the quality of life (Corneanu et al., 2025).
Psychological Impact
COPD has impacts on the mental health as well. People who have COPD are very susceptible to anxiety and depression. Research indicates that 1057 percent of COPD patients are depressed and 750 percent are anxious (Buican et al., 2025). COPD patients are also at increased risks of developing depression, 2–3 times higher than those of the general population (Qiu and Wu, 2024). Persistent breathlessness, loss of mobility, and anxiety about aggravation of the symptoms tend to augment psychological distress. Depression may occur in over half of the patients with severe COPD, particularly among the ones in need of oxygenation (Günaydin et al., 2026).
Social Impact
COPD in most cases constrains social activity. Travel, working, and social activities may become painful due to breathlessness and fatigue (Johansson et al., 2019). There are those who quit work because of the frequent sickness and hospitalization. This may cause economic problems and loneliness.
Impact on Families and Caregivers
The family members often become the unpaid caregivers of those who live with chronic obstructive pulmonary disease (COPD). These caregivers ease the daily living tasks such as bathing, dressing, preparing meals, and managing domestic duties in addition to supporting medication compliance, proper inhaler use, and even taking patients to hospitals and regular check-ups (Look and Stone, 2018). Furthermore, the caregivers usually keep a check on the clinical symptoms and help to cope with the sudden exacerbations or attacks of respiratory distress.
Caregiving is full of responsibilities that place a great burden on family members. Caregivers can also develop emotional distress, increased anxiety and a sense of helplessness over time especially when their patients are in a declining health condition. Chronic physical fatigue is also a common occurrence, which is explained by constant need of care. In addition, the job of caregivers may cause severe financial burden particularly when they lower their work hours or quit a job to fully support caregiving (Mayo Clinic, 2022).
Social isolation is another serious issue; the caregivers can have insufficient time to maintain personal relations and recreations, thus affecting the general well-being and quality of life. In this regard, it is important that patients and caregivers are provided with the necessary support. Counseling services can be used, caregiver support groups can be provided, they can be given financial help and provided with respite care, this will reduce this burden and improve the outcome of patients and their families.
[bookmark: _Toc224323612]6. Evidence-Based Treatment and Management in the UK
Even though COPD does not have a treatment, there are a number of evidence-based therapies, which can be provided by the National Health Service (NHS) in order to manage the symptoms and enhance quality of life. The treatment is typically a combination of medication, rehabilitation and lifestyle modifications according to the national guidelines of the National Institute of Health and Care Excellence (NICE) (Dr. Oracle, 2025).
Pharmacological Treatment
The primary therapy of COPD is medicines. Inhalers are usually applied in order to open the airways and decrease inflammation. Short acting bronchodilators are usually given initially to ease the breathlessness. LABA or LAMA inhalers are recommended in case the symptoms persist. In addition to the breathing of patients with more severe symptoms, combination inhalers containing long-acting bronchodilators and inhaled corticosteroids can be used to achieve better breathing and decrease flare-ups (EGuidelines.co.uk, 2025).
Pulmonary Rehabilitation
Pulmonary rehabilitation plays a crucial role in treating COPD. It is a combination of physical training, education and lifestyle counseling to ensure that patients cope with their symptoms. The length of the NHS rehabilitation programmes is typically 68 weeks, with two sessions a week, consisting of physical training and education (NHS England, 2017). Studies indicate that pulmonary rehabilitation may be very beneficial in terms of symptoms and physical capability. Research established an increase in the walking distance by approximately 40 metres and an increase in the overall quality-of-life scores (Zerbo Šporin et al., 2022).
Oxygen Therapy
Other patients with severe COPD have a low oxygen level in the blood. Home-based oxygen therapy can be administered in these situations to keep the patient alive by administering oxygen over a long period (Ergan and Nava, 2017). This therapy is usually advised to individuals with obscure illnesses and continuous low oxygen saturation.
Smoking Cessation
The best method of reducing COPD progression is cessation of smoking. Programmes supporting smoking cessation at NHS offer behavioural therapy and drugs like nicotine replacement therapy to assist individuals to stop smoking and mitigate additional lung harm.
[bookmark: _Toc224323613]7. Theoretical Models for Managing Long-Term Conditions
Effective management of long-term conditions such as COPD requires structured care models and supportive health policies. These frameworks help healthcare systems deliver coordinated, person-centred care.
UK Model: The House of Care Model
The House of Care Model is a popular approach in the United Kingdom to help people with long-term conditions. The model encourages person centred and integrated care. It puts the patient at the centre of health care system and emphasizes on collaborative care planning between the patients and the healthcare providers. The model includes four key components that work together like parts of a house. These components are:
· Engaged and informed patients and carers
· Healthcare professionals working in partnership with patients
· Organisational systems and clinical processes
· Effective commissioning and planning of services
The core of the model is a care and support planning conversation where the patients and the healthcare professionals collaboratively produce personalised care plans. This strategy promotes self-management and joint decision-making (Alliance, 2023).
International Model: The Chronic Care Model
Chronic Care Model (CCM) is a model that is actively used in the management of chronic diseases (Wagner et al., 1996). The model, which was created by Wagner and his co-workers, aims to change the care provision to a more proactive, systematic, and patient needs-centred approach. 
The CCM has six related components (1) health-care organisational structure; (2) community resources; (3) self-management support; (4) delivery system design; (5) decision support; and (6) clinical information systems). Health-care organisations must adopt policies that can enable long-term care of high quality that is sustained and incorporate the support groups and social services provided by the community as ancillary support. 
Self-management support enables the patient to understand the conditions and learn to live with them in the circumstances of daily lives, which raises the self-efficacy (Keller et al., 2010). The design of the system of delivery guarantees the systematic organisation and coordination of care, decreasing its fragmentation and enhancing interprofessional collaboration. Evidence-based guidelines are used to inform therapeutic interventions by decision support mechanisms, and to assist clinicians in monitoring patient data by clinical information systems, thus informing continuous quality improvement and outcome optimisation.
As empirical studies indicate, CCM is especially effective as a means of chronic obstructive pulmonary disease (COPD) management, as a way of encouraging regular check-ups, early therapy and prevention of complications. Additionally, the model promotes interdisciplinary collaboration and increasing patient engagement, which altogether lead to better clinical outcomes. 
However, the CCM cannot be universal because resources are not always available, the workforce may not be adequate, and the infrastructure of the system is systemic. Regardless of these limitations, the model proves to improve health condition and reduce the frequency of hospitalisation, which highlights its usefulness in a variety of health-care environments.
Health Policy and Political Agendas
The role of health policies in COPD management is also significant. The NHS Long Term Plan, which was launched in the UK in 2019, reveals the priorities of enhancing care provided to chronic diseases and empowering community healthcare services. The plan focuses on earlier diagnosis, integrated care systems and improved community-based care. Moreover, the evidence-based guidelines provided by National Institute of Health and Care Excellence (NICE) offer recommendations on how to diagnose and treat COPD.
[bookmark: _Toc224323614]8. Recommendations for Improving COPD Management
	Recommendation Area
	Description
	Expected Benefits

	Strengthening Person-Centred Care
	Healthcare professionals should involve patients in care planning and treatment decisions to support shared decision-making.
	Improves treatment adherence, patient satisfaction, and overall health outcomes.

	Supporting Self-Management
	Patients should be encouraged to leave smoking and do regular physical exercises. 
	Reduces symptom severity, improves daily functioning, and lowers hospital admissions.

	Improving Community-Based Care
	Community respiratory services and multidisciplinary teams should provide ongoing support through coordinated care between primary care and hospitals.
	Improves continuity of care and allows patients to receive treatment closer to home.

	Enhancing End-of-Life Care
	Palliative care should focus on symptom relief, emotional support, and advance care planning for patients with advanced COPD.
	Improves quality of life and ensures dignity and comfort for patients and families.



[bookmark: _Toc224323615]9. Conclusion
Chronic Obstructive Pulmonary Disease is a significant issue of health concern in the world, and it has significant impacts to individuals, families and the health care system. Persistent airflow limitation and progressive respiratory symptoms characterise the disease and diminish the quality of life.
COPD is one of the most fatal causes of death in the world as well as it is still exerting significant burden to the health care systems especially in the UK. Smoking, air pollution, occupational exposure, and ageing are some of the risk factors that lead to the occurrence of the disease.
The physical, psychological and social effects of COPD underscore the need to consider holistic care methods which would consider both medical and psychosocial aspects. Pharmacological therapy, pulmonary rehabilitation, oxygen therapy and smoking cessation are some of the evidence-based therapies that are important in symptoms management and delaying the disease process. The theoretical models that have been used in this study, the House of Care Model and the Chronic Care Model, underscore the roles of integrated healthcare systems and patient empowerment in the management of long-term conditions.
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