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[bookmark: _z58s8lph0bna]1. Introduction
Chronic obstructive pulmonary disease (COPD) is one of the most prevalent long-term conditions treated in UK primary and secondary care, and is an exemplar of many of the issues around developing coordinated, person-centred care for those with long-term conditions (LTCs) (Oh et al., 2026). This booklet is designed for health and social care staff from all NHS and community settings to give an easily accessible, evidence based overview of COPD. It provides a definition of the condition and its burden, explores risk factors, reviews the physical, psychological and social consequences for individuals and families, considers evidence for NHS treatments and interventions, considers UK and international theoretical approaches to long term condition management and critically reviews policy agendas and themes, and suggests implications for person-centred and self-management approaches and end-of-life care.
[bookmark: _dfvk47npan4g]2. Definition, Burden and Prevalence of COPD
[bookmark: _mbz5j6qg8rew]2.1 Definition and Pathophysiology
COPD is a common, preventable and treatable, long-term lung disease that is characterised by persistent respiratory symptoms and airflow limitation that is not fully reversible, and most often related to significant exposure to noxious particles or gases (World Health Organization, 2026). It refers to chronic bronchitis (in which chronic inflammation of the bronchi and excess production of mucus causes narrowing of the air passages) and emphysema (in which the walls of the alveoli are damaged, resulting in decreased elastic recoil of the lung and gas-exchange surface). In primary care in the UK, diagnosis is verified by performing post-bronchodilator spirometry with an FEV1/FVC ratio of less than 0.7 (NICE, 2018).
2.2 Global and UK Burden
COPD is now known to be the third most common cause of death in the world with an estimated 3.4 million deaths reported in 2023, accounting for around 6% of all deaths worldwide (World Health Organization, 2026). Modelling using the Global Burden of Disease framework estimated that there were approximately 10.6% adult prevalence around the age of 40 years in 2020, which translated to approximately 480 million cases in the world, and with projected increases as populations get older and tobacco use continues to be prevalent in low and middle-income countries (Adeloye et al., 2022; Boers et al., 2023). Within the UK, harmonised analyses of cohorts in England, Wales, Scotland and Northern Ireland suggest a prevalence of 3–6%, while prevalence estimates based on primary care record-linkage studies with validated diagnostic criteria suggest 5.3% of adults (over 45) in England have COPD (Stone et al., 2023; Whittaker et al., 2025). Fortunately, there was a reduction in incidence of COPD in England of approximately 17% and in Wales of approximately 33% between 2004 and 2023, which may be related to the decreasing smoking prevalence, but the incidence during the pandemic period was about one third of the expected level, indicating that a significant proportion of COPD may not be being detected in primary care (Whittaker et al., 2025).
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Figure 1: Estimated COPD prevalence – global and UK comparators. Adopted from Adeloye et al., 2022; Stone et al., 2023
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Figure 2: Global burden and inequality indicators for COPD. Source: World Health Organization (2026) COPD Fact Sheet
These figures represent a disease that is widespread and associated with high risk of socioeconomic disadvantage and an unequal distribution of the disease. Across England there has been a significant decline in the provision of basic COPD care between 2024 and 2025 and material deprivation and poor symptom control were found to be strongly linked to emergency hospital attendance (Asthma + Lung UK, 2025). COPD is also a significant provider of NHS activity: the frequent need for admission to hospital due to an exacerbation puts pressure on acute and community services and there is a significant risk of readmission within 90 days. This is complicated by regional differences: prevalence and hospitalisation rates are consistently higher in more socially deprived areas, in former industrial regions with historical occupational exposure, and in older age groups, with a significant increase in proportion with diagnosed COPD beyond the age of 65 (GPnotebook, 2025). The scale, distribution and trend of this burden form the basis for the justification of ongoing investments in prevention, early diagnosis and coordinated long-term condition management and for prioritizing resources where the need is greatest and a uniform response is not appropriate for very different communities.
[bookmark: _j9movyjjauuc]3. Risk Factors and Aetiology
The major risk factor for COPD in high-income countries like the UK is cigarette smoking ( > 70% of cases), while household air pollution from biomass fuel is a proportionately greater risk in low and middle-income countries (30–40%) (World Health Organization, 2026). There are other occupational and environmental exposures that play a part in disease development, such as dust, fumes and chemical irritants, and outside air pollution, which respondents to public surveys are increasingly stating as being a worry for them on a daily basis (Asthma + Lung UK, 2025). A smaller proportion of cases can be explained by genetic susceptibility, particularly alpha-1 antitrypsin deficiency, and early life factors, such as low birth weight, childhood respiratory infection and impaired lung development, can lead to reduced peak lung function and later vulnerability. 
Age and socioeconomic deprivation and multimorbidity compound risk: people with COPD are often older and have other long-term conditions too cardiovascular disease, diabetes or mental ill health a wider pattern is that long-term conditions cluster most heavily in deprived populations, and are more difficult to manage (Barnett et al., 2012). Smoking is the most important single long-term public health intervention available and as the great majority of cases of COPD in the UK are preventable, modifiable risk factors. Furthermore, risk is cumulative and interactive, not just the sum of the individual risk elements: the smoking person who works in a dusty occupation, and who grew up in a home with poor air quality, has a very high risk, significant for targeting in primary care prevention messages and case finding.
[bookmark: _82drmd59ijz]4. Impact of COPD on Individuals and Families
[bookmark: _lx487tbcq3t6]4.1 Physical Impact
The symptoms include breathlessness, chronic cough and sputum production, that gradually reduce exercise capacity and daily activities. As the disease progresses, deconditioning of the skeletal muscles, loss of weight and predisposition to respiratory infections may occur, and episodes of acute exacerbation may lead to hospital admission. The fact that comorbid cardiovascular disease and osteoporosis are prevalent is indicative of the systemic inflammatory nature of the disease and not a disease only of the lungs. Simple, ordinary activities such as walking to the bus stop, shopping, dressing and undressing, or climbing stairs can now become very physically demanding and over time, avoided which all help create a deconditioning cycle that further limits functional abilities. Long term O2 or non-invasive ventilation may also impact on mobility and independence in advanced disease, and repeated exacerbations are linked to more rapid loss of lung function and risk of death, emphasising the need for early and proactive management, rather than reactive response during exacerbations.
4.2 Psychological Impact
Unpredictable breathlessness causes a lot of psychological distress. People with COPD have significantly higher rates of anxiety and depression than the general population and these conditions can create a vicious circle: breathlessness increases feelings of anxiety, which can then increase feelings of breathlessness, which can then decrease activity, fitness and confidence. In addition, the physical disease itself, fear of exacerbation, social isolation and loss of independence are common themes that patients report in surveys (Asthma + Lung UK, 2025).
4.3 Social and Family Impact
COPD doesn't just impact the person who's diagnosed. Family carers often do many of the practical, emotional and sometimes clinical tasks and evidence reveals that this role is significantly psychologically demanding. Of the family carers who were admitted with the patient to intensive care unit with severe COPD, 72% showed symptoms of anxiety and 26% showed symptoms of depression at discharge and about one third of them still needed medication for anxiety or depression three months after discharge (Nakken et al., 2015). The experience of caring can also affect the carer's own work, social life and physical health, and financial pressures and hardship resulting from lost earnings and caring costs can be problematic. These results highlight the importance of focusing on the needs of families and informal carers as part of any credible management model for COPD, and not just on the diagnosed person.
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Figure 3: Psychological impact on family carers of people with severe COPD following ICU admission. Adapted from: Nakken et al., 2015
[bookmark: _ib8wfy62vvn3]5. Evidence-Based NHS Treatments
NICE guideline NG115 sets out a stepped approach to COPD management in over-16s, combining pharmacological and non-pharmacological interventions tailored to individual presentation and response (National Institute for Health and Care Excellence, 2018). Table 1 summarises the principal elements of this pathway as applied within NHS primary and secondary care.
Table 1: NICE NG115 stepped treatment pathway for stable COPD in the UK.
	NICE NG115 Step
	Intervention
	Evidence base

	Fundamentals
	Smoking cessation advice, annual flu/pneumococcal/COVID-19 vaccination, inhaler technique check, and referral to pulmonary rehabilitation if MRC dyspnoea grade ≥3
	NICE (2019); NHS England (2024)

	Step 1
	Short-acting bronchodilator (SABA/SAMA) for immediate symptom relief
	NICE NG115 (2019)

	Step 2
	LABA + LAMA dual therapy (no asthmatic features); LABA + ICS if asthmatic features/eosinophilia present
	GOLD (2025); NICE NG115

	Step 3
	Triple therapy (LAMA + LABA + ICS) if breathless or exacerbating despite Step 2; reviewed at 3 months
	NICE NG115; GOLD (2025)

	Non-pharmacological
	Pulmonary rehabilitation, nutritional support, self-management education, telehealth monitoring, and palliative/end-of-life planning where appropriate
	Puhan et al. (2016); NICE NG115


Pulmonary rehabilitation is among the most evidence-based non-pharmacological interventions available, combining supervised exercise training with education and self-management support. A Cochrane review found that rehabilitation initiated shortly after a hospital admission for exacerbation is safe and improves quality of life and exercise capacity, although effects on readmission and mortality vary between studies depending on programme intensity (Puhan et al., 2016). NICE recommends offering pulmonary rehabilitation to all patients who consider themselves functionally limited by breathlessness, usually MRC dyspnoea grade 3 or above (National Institute for Health and Care Excellence, 2018), and NHS England has established a national network of pulmonary rehabilitation services, though geographical variation in provision persists and remains an ongoing service improvement priority (NHS England, 2024).
[bookmark: _61fziutkxamv]6. Theoretical Models and Frameworks for Improved Outcomes
[bookmark: _3jojt7v7wvuk]6.1 UK Model: The House of Care
The House of Care, developed by The King's Fund, is a widely adopted UK framework for delivering person-centred, coordinated care to people with long-term conditions, including COPD (Coulter, Roland and da Silva, 2013). The model uses the metaphor of a house: engaged, informed patients and carers form one wall; committed, partnership-oriented professionals form the other; organisational and supporting processes such as shared IT systems and multidisciplinary working form the floor; and responsive commissioning forms the roof holding the structure together (NHS England, 2017). At the centre sits a collaborative care and support planning conversation, in which patient goals, rather than single-disease targets, shape the agreed plan of care.
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Figure 4: The House of Care model applied to COPD management (adapted from Coulter, Roland and da Silva, 2013).
[bookmark: _5i0poo7qcr88]6.2 International Model: Wagner's Chronic Care Model
Globally, a complementary systems-level approach is Wagner's Chronic Care Model (CCM), which was developed in the United States and has been adapted to other countries. It includes six interdependent components, which are community resources and policies, healthcare organisation, self-management support, delivery system design, decision support and clinical information systems (Wagner, Austin and Von Korff, 1996). The model posits that these six elements lead to better functional and clinical outcomes when there are productive exchanges between an informed and activated patient and a prepared and proactive care team. The evidence-base for COPD self-management education (SME) is built on Bandura's idea of self-efficacy; that is, a person's confidence in their ability to perform actions necessary to manage a condition (Bandura, 1977). The principle shared by both models is directly applicable to the principles of COPD - it is not about what medicines to prescribe, it is about reorganisation of the way care is organised and delivered, so that outcomes can be improved sustainably..
[bookmark: _b39zaw353zf8]7. Local and National Political Agendas Informing COPD Management
Respiratory disease is a national clinical priority identified in the NHS Long Term Plan, which has seen hospital admissions for lung disease rise at approximately three times the rate of admissions for all conditions and which commits to increase in pulmonary rehabilitation (a first contact, self management package for newly diagnosed COPD) and joint cardiac-respiratory rehabilitation models to tackle shared pathways of breathlessness (NHS England, 2019, 2024). It is important that smoking cessation forms a key part of this agenda: the government's Smokefree 2030 ambition, supported by the Khan Review, is to bring down the proportion of smokers in the country to less than 5% (ASH, 2022); and the Long Term Plan promises that all patients admitted to hospital overnight will be offered NHS-funded tobacco dependency treatment. The way in which this support is delivered is outlined in NICE guideline NG209, whose evidence-based model would be used to inform the delivery of this support (National Institute for Health and Care Excellence, 2019).
Smoking cessation is a clear example of one of the five priority areas for addressing inequalities in the most deprived 20% of the population as identified by NHS England's Core20PLUS5 programme, and chronic respiratory disease is one of the five clinical areas highlighted as a priority (NHS England, 2021). This is backed up by Marmot's 10-year review of health equity in England, which identifies chronic respiratory disease as one of the clearest signs of the social gradient in health (Marmot, 2020). More widely, respiratory disease is included in the government's Major Conditions Strategy, which prioritises six disease groups that are placing strain on NHS and social care services in the next decade (Department of Health and Social Care, 2023).
These all indicate a relatively uniform trajectory for national policy: emphasis on prevention and early intervention over late-stage crisis management and on a focus on inequality reduction as a goal in itself rather than a by-product of improved outcomes for children. But turning national ambition into localised and consistent delivery is a constant challenge. Integrated care boards have different resources and infrastructure to implement respiratory strategies, there are workforce shortages in specialist respiratory nursing and physiotherapy and there has been funding pressures in recent years on stop-smoking services commissioned by local authorities. Controversy about gaps in the implementation of this type of policy, as well as the expressed aspirations, is necessary for practitioners who want to see how policy can translate into improvements in local COPD services.
[bookmark: _7kjpzea6fxwi]8. Recommendations for Person-Centred Care, Self-Management and End-of-Life Care
Based on the models and evidence outlined above, the following recommendations are suggested for services that work with people with COPD:
· Make collaborative care planning and support planning an integral part of each annual review, including an honest dialogue with the patient about their goals, not just health checks – consistent with the House of Care approach (Coulter, Roland and da Silva, 2013).
· Focus on the '5 fundamentals' of COPD care (Asthma + Lung UK, 2025), which have been evidence of declining delivery: support to quit smoking, annual vaccinations, review inhaler technique, refer for pulmonary rehabilitation, and provide a personalised COPD self-management plan (Oh et al., 2026).
· Increase access to pulmonary rehabilitation (PR), including in the least well-resourced areas, and actively promote post-hospital PR where there is most evidence for benefit (Puhan et al., 2016; NHS England, 2024).
· Expand access of structured psychological interventions and carer assessment in COPD pathways as anxiety and depression can occur in high numbers among both patients and family carers (Nakken et al., 2015).
· Earlier, straightforward discussions about prognosis and preferences for end-of-life care should become part of day-to-day care, for example, advance care planning discussions as recommended by NICE (National Institute for Health and Care Excellence, 2019), and not just be carried out at a time of imminent exacerbation.
· Ensure that work between local authority stop smoking services and community/voluntary organisations is strengthened to fully incorporate the community resources part of the Chronic Care Model (Wagner, Austin and Von Korff, 1996), including social prescribing for isolation and low mood.
· Implement digital self-management tools and telehealth monitoring as trialled under the NHS Long Term Plan and support patients between appointments, and provide earlier identification of deterioration. (NHS England, 2019).
[bookmark: _hmvf1rydnvpo]9. Conclusion
COPD is a major cause of preventable death and disability in the UK and its impact is not just on the person with COPD but on those around them who are their families and carers. Sustained improvement in outcomes is as much about how care is organised as it is about the pharmacological and rehabilitative underpinning of evidence-based NHS treatment pathways that is provided by NICE guidance. Models from the UK and internationally converge to the same solution: coordinated, person-centred systems that engage patients and families with a clear national policy commitment to addressing the prevention challenges, self-management and equitable provision of services are most likely to improve the quality of life for people living with COPD.
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Figure 4: The House of Care model applied to COPD management
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Figure 1: Estimated COPD prevalence - global and UK comparators
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Figure 2: Global burden and inequality indicators for COPD

COPD cases
attributable to
smoking in
high-income
countries (%)

COPD deaths
under age 70
occurring in
LMICs (%)

90%

COPD deaths
as % of all
global deaths
(2023)

T T T T

1
0 20 40 60 80 100

Percentage (%)

Source: World Health Organization (2026) COPD Fact Sheet




