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[bookmark: _Toc213684234]1. Introduction and Scope
The Global Initiative for Chronic Obstructive Pulmonary Disease (COPD) views COPD as a persistent respiratory syndrome that limits airflow, mainly due to alveolar abnormalities that may be caused by exposure to air pollutants or abnormal lung development (Celli et al., 2022). Globally, the prevalence of Type 2 diabetes varies considerably, with North America (16.8%) and Sub-Saharan Africa (15.5%) showing the highest rates, compared to South Asia (9.3%) and East Asia and the Pacific (8.6%). These differences reflect how regional lifestyle factors, diet, urbanisation, and socioeconomic status contribute to the global burden of diabetes (Elflein, 2025a). Based on this understanding of COPD, this report focuses on enhancing existing clinical management, improving continuity of care, and integrating care coordination. Therefore, the suitable audience of this report includes the health professionals, especially those engaged in primary care, and working in community respiratory teams.
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Figure 1: Prevalence of COPD Diseases Worldwide by Region
(Source: Elflein, 2025a)
The biopsychosocial model, first proposed by George Engel in 1977, is a pioneering framework that for the first time integrated social and psychological factors, going beyond the conventional biomedical model, to highlight a disease as an interaction among the biological, psychological, and social factors (Roberts, 2023). The analysis of this information helps to synthesise the fact that COPD, as a disease, is not only a biological burden on a patient, but also becomes a psychological burden on their families, besides being regarded as a social burden. The following sections illustrate these in a detailed manner.
[bookmark: _122289x4ffro][bookmark: _Toc213684235]2. Epidemiology and Burden
According to the World Health Organisation (WHO), COPD is among the leading causes of death globally, which caused 3.5 million deaths, equivalent to 5% of the total global deaths, in 2021 (WHO, 2024). This indicates the high rate of mortality globally that is caused by the disease. Additionally, Ruan et al. (2023) found that 18% of patients suffering from COPD require readmission to hospitals within 30 days, while 31% patients seek hospital readmission within 90 days. Between 2014 and 2020, mortality rates from COPD remained consistently higher in Scotland and Wales compared to England, peaking at 40.2 deaths per 100,000 in Wales in 2018. This regional variation suggests differences in smoking prevalence, healthcare access, and socioeconomic deprivation across the UK (Stewart, 2025).
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Figure 2: Mortality Rate Due to COPD Diseases in the UK
(Source: Stewart, 2025)
Beyond the psychological and social burden of COPD, the disease also exerts a strong economic burden on the National Health Service (NHS) of the United Kingdom (UK). Going by the estimation presented by Alwafi et al. (2023), lung diseases in the UK cost 11 billion GBP per annum, and COPD alone costs 1.9 billion GBP annually, which is expected to rise to 2.32 billion GBP by 2030. The authors underscored that the majority of the cost stems from inpatient care at hospitals (Alwafi et al., 2023). The NHS data indicated that FeNO tests cost 25.13 GBP, Spirometry costs are around 17 GBP, and a primary care network (PCN) consumes 9,345.16 GBP in a year (NHS, 2025a).
[image: ]
Figure 3: Burden of COPD on the UK's Public Healthcare
(Source: University of Edinburgh, 2016)
Social inequalities are one of the major causes for the growing burden of COPD in the UK. It is found that patients residing in rural or remote areas find it difficult to access healthcare, while disproportionate propagation of industrial belts in ethnic minority areas causes air pollution, contributing to the growing number of COPD patients (Rea et al., 2024). Besides these, income disparities and education inequalities are the other leading causes as well (Rea et al., 2024). The analysis of this information helps to understand the typical determinants of health inequalities in the UK society.
In addition to what has been discussed here up to this point, the population health model can also be integrated into this discussion. According to the findings presented by Hennessy et al. (2015), the population health model considers the aspects of risk factors, disease states, and health determinants to project life expectancy, health outcomes, healthcare costs, and the quality of life. Therefore, basing the discussion on this framework can facilitate taking up a holistic approach to COPD as well.
[bookmark: _blipjwxo9qy1][bookmark: _Toc213684236]3. Aetiology and Risk Factors
[image: ]While explaining the pathological side of COPD, the risk factor that is widely admitted to be one of the leading causes for COPD development is smoking (Prasad, 2020). The latest estimation on the smoking attributable mortality across the globe highlights that out of the total 7.4 million deaths in 2019, 1.7 million deaths were because of COPD, attributed to smoking (Elflein, 2025b). Smoking remains the dominant risk factor for COPD, accounting for 85% of UK cases, which underscores the role of behavioural and social determinants in disease development (OVA, 2024). Therefore, the analysis of this information helps to understand one of the top risk factors for COPD development, which is smoking.Figure 4: Smoking Remains as the Key Cause of COPD in the UK
(Source: OVA, 2024)

As for the physiological explanation of COPD development, the insights derived from the findings presented through the study by David et al. (2021) suggest that inflammations typically mediated by neutrophils or eosinophils are the biomarkers and the underlying mechanisms of COPD as well. Thus, a chronic inflammatory condition of the lungs of an individual gives way to the development of COPD. On the other hand, the research by Ralalage and Hurst (2023) indicates that, because of airway inflammation accompanied by alveolar loss, caused by emphysema, airflow obstruction is another typical biomarker, revealing the development of COPD in an individual as well.
The pathophysiology discussion on COPD above helps to perceive the symptoms and the causes for the development of the disease. Developing on this, it can be synthesised that if individuals want to avoid the negative physiological impacts of COPD, it is necessary for them to first consider avoiding the pathological aspects. In connection with this discussion, the health belief model can be referred to here. As per Green, Murphy and Gryboski (2020), the four main pillars of this model are based on an individual's perceptions of their vulnerability to contract the disease, its severity, the benefits of changing their behaviour, and what can prevent them from changing their behaviour. The analysis of this model helps to understand the fact that if individuals can perceive the severity of COPD and their vulnerability to contracting the disease, they tend to get motivated to change their behaviour, which can be further driven by their perception of being able to overcome the challenges that can prevent such positive behavioural change (Zeng et al., 2025).
[bookmark: _zdwxtk52ff31][bookmark: _Toc213684237]4. Impact on Individuals and Families
The impacts of COPD on individuals and their families can be better understood through the application of the biopsychosocial model.
Physical - The physical impacts of COPD are only experienced by individuals. In this context, the study carried out by Sandberg et al. (2020) highlighted that because of vagal influences and the neural drive associated with central respiratory sensations, combined with inward respiratory muscle movement, pulmonary diseases cause breathlessness among patients. On the other hand, through their research, Ebadi et al. (2021) found that limited airflow, caused by the COPD condition in patients, leads them to feel fatigued, besides their depression, which is another major contributor to the development of fatigue in COPD patients. Therefore, through breathlessness and fatigue, COPD impacts a patient's health.
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Figure 5: Physical Impact of COPD
(Source: Bennington-Castro, 2024)
Psychological - The psychological impacts of COPD can be equally perceived by individuals, as well as their families. A study in this context, conducted by Yao et al. (2020), revealed that prolonged suffering from the respiratory ailment, repeated hospital readmission, physical impairment, and a high rate of mortality contribute to the formation of depression among 42% of COPD patients. In addition to the psychological suffering of the patient, their families also go through psychological trauma. Sigurgeirsdottir et al. (2020) observed that COPD patients' struggle with breathlessness, and not knowing how to help them in such conditions, makes their families suffer from anxiety as well. Therefore, it can be inferred that COPD affects the psychological aspects of both patients and their families, as they suffer from depression and anxiety.
Social - COPD also impacts patients and their families socially. In support of this claim, the findings derived from the literature by Suen et al. (2023) can be referred to here. As per the authors, COPD patients with supplemental oxygen experience limited or no social interactions with either their friends or with other community members, leading them to feel socially isolated or lonely. The analysis of this information helps to perceive the limited mobility of patients suffering from COPD, who require supplemental oxygen. As a consequence, such patients and their families equally suffer from financial distress. Elaborating on this aspect further, Stellefson et al. (2025) showed that physical impairment of COPD patients can lead to either total unemployment, limited employment opportunities, or premature retirement, all of which can contribute to the overall financial distress of a COPD patient and their families.
In relation to the discussion above, the transactional model of stress, proposed by Lazarus and Folkman, can be integrated here. According to the explanation given by Yazdani, Parsa and Hajihosseinlou (2025), individuals first assess their stress to understand if or not they are harmful, and then analyse if or not they have the right resources to deal with such stressors. Subsequent to these, individuals start to consider coping strategies, either by altering the source of their stress or by seeking emotional support to cope with their stressors (Yazdani, Parsa and Hajihosseinlou, 2025). For the COPD cases, patients usually find their conditions threatening, and then rely on medications to cope with their physical stressors, such as breathlessness. Likewise, they tend to seek emotional support to deal with their psychological or social stressors, also.
[bookmark: _dss7i219gfqh][bookmark: _Toc213684238]5. Evidence-based Treatment and NHS Services
Prior to delving further into this discussion, it is necessary to form a robust understanding of the chronic care model to manage long-term diseases. In the context of this discussion, the model developed, refined, and introduced by Wagner in 1998 can be referred to here. As per Wagner (1998), chronic disease management needs begin by offering incentives to care delivery systems, followed by working towards improving the confidence and skills of patients to ensure better self-management of their own health, which will then be followed by establishing evidence-based guidelines and the development of a feedback information mechanism to understand the effectiveness of such interventions for chronic disease management.
Based on the understanding of chronic disease management through evidence-based guidelines, the NHS manages long-term illness in the following ways.
Decision Support - The guidelines presented by the National Institute for Health and Care Excellence help caregivers to decide on their actions for the management of patients' COPD conditions. For example, the guidelines specifically inform caregivers when to consider performing spirometry, or reversibility testing, and what grades reveal the severity of airflow obstruction in patients (NICE, 2019a). The analysis of this information helps to understand the effectiveness of the NICE guidelines in terms of assisting caregivers to decide what to do with patients suffering from COPD. With clear and specific information and quantitative data, it becomes possible for the caregivers to make evidence-based decisions in managing COPD patients. This aligns with the evidence-based guidelines, as elaborated in Wagner's chronic care model.
Delivery System Design - The NHS designs integrated care systems (ICS) to manage chronic conditions of patients. The ICS comprises the NHS, local partners, members from the voluntary sectors, and local councils, who work together to deliver better care services to meet local needs (NHS, 2025b). It is important to note here that the local authorities in the upper-tier of the ICS oversee the planning of health and well-being services. While the social care providers for adults help in enhancing the skills of patients so that they can manage their own health from their home, the voluntary and other social enterprises deliver community-level support, and the NHS trusts extend mental health and ambulatory supports (NHS, 2025c). For example, the Weymouth and Portland primary care network extended their support through GPs, nurses, social prescribers, and local authorities to 3,000 residents in Dorset, who were suffering from COPD (NHS, 2025d). These align with the skill development and developing care delivery systems, as noted in the chronic care model by Wagner.
Self-management Support - Due to the identification of smoking as one of the major factors for developing COPD, the NHS takes a number of measures to assist COPD patients to empower them to regulate their smoking habits by themselves. For example, in the first session of the Stop Smoking Service, patients are provided with nicotine substitute products, such as lozenges, patches, and medications, such as Bupropion or Varenicline (NHS, 2025e). Once the smoking habit goes away, another follow-up session is conducted by the NHS to prevent the relapse of this habit by providing periodic stop smoking treatment for 12 weeks continuously (NHS, 2025e). Pulmonary rehabilitation (PR) is another self-management support, extended by the NHS. With the help of PR initiatives, conducted in local community halls or hospitals, the NHS empowers better self-management of the health of patients suffering from different lung diseases, such as COPD or pulmonary fibrosis (NHS, 2025f). Tailored exercises are prescribed for such patients, and PR sessions typically last between 6 and 8 weeks, and 90% of patients who complete the entire PR session report better quality of life as well (NHS, 2025f).
In the context of the discussion up to this point, it becomes clear that the NHS delivers treatment to COPD patients by integrating primary, secondary, and community-level interventions.
[bookmark: _awrcciisa7tz][bookmark: _Toc213684239]6. Models and Frameworks for Improved Outcomes
In order to achieve improved outcomes, the NHS in the UK followed the coordinated COPD pathways. The UK model includes two distinct bodies, the integrated care boards (ICB) and the integrated care partnerships (ICP). While the ICB works as an interface between local governments and public health, the ICP has a broader reach because it comprises practitioners and other local organisations that can deliver effectively to ensure better public health outcomes (UK Gov, 2025). The concept has further been clarified by Thomson and Chatterjee (2024) when the authors upheld the statutory roles of ICPs that bring together the NHS, social care organisations, and local authorities as equal partners to focus on public health conditions and devise ways to meet the needs of the local populations, in terms of getting quality care. Therefore, the discussion here helps to understand the present model and framework of the UK healthcare system, focused on improving public health outcomes.
In contrast, the WHO has its own internationally accepted healthcare delivery model, aimed at improving the existing health outcomes for patients with chronic conditions. Further developing on this, the findings that were derived from reviewing the literature authored by Te et al. (2024) suggest that the framework developed by WHO is known as the innovative care for chronic conditions (ICCC), which follows the chronic care model by Wagner. The authors further highlighted that ICCC facilitates the collaboration among patients who are suffering from chronic ailments and their families, community partners, and healthcare teams (Te et al., 2024). This arrangement is known as integrated care according to the WHO. However, compared to the centrally controlled UK model with ICPs and ICBs, the formulation of policies for the ICCC model is more difficult. Additionally, funding may be a problem in the ICCC model, as the UK model ensures the involvement of the government entity, the NHS, to mitigate any funding issues. However, in terms of the availability of workforce, the ICCC model is ahead of the UK model, because of its global reach.
[bookmark: _t771bxik4854][bookmark: _Toc213684240]7. Local and National Policy Implications
The Comprehensive Model of Personalised Care is known for being outlined in the NHS Long-term plan. Six different components are included in the model, which help in empowering patients with long-term conditions such as COPD (NHS England, 2022). This helps in promoting integrated respiratory care, along with reduced hospital admissions and also improving quality of life.

Figure 6: Comprehensive Model of Personalised Care Model by the NHS
(Created by Author)
Shared Decision Making is known for involving various clinicians alongside patients for co-creating several COPD Action Plans. These are aimed at medication, flare-up response, along with rescue packs, that are aligned with NICE NG115, which is also implemented in local primary care networks (NICE, 2019b). Personalised Care and Support Planning is implemented through ICB’s Right Care Respiratory Pathways (NHS England, 2017a). These are known for helping in aligning primary, community, along with secondary teams with various tailored rehabilitation goals. It is essential to note that such goals remain under a regional framework with local customisation.  Enabling Choice is known for offering patients with community pulmonary rehab, along with online classes and also hospital sessions, which are primarily based on mobility and access. This results in providing local flexibility (NHS England, 2017b). 
Social Prescribing and Community Support is known for using link workers for referring to smoking cessation, along with various “Breath Easy” groups and air-quality support, which is provided via local and voluntary sector collaboration (NHS England, 2024). Supported Self-Management, on the other hand, is known for leveraging various Digital Toolkits of the NHS along with “Asthma + Lung UK resources” (Asthma and Lung UK, 2024). This helps in symptom tracking along with providing self-monitoring guidance, resulting in combining local use with various national tools. Personal Health Budgets are known for funding portable oxygen, along with home spirometry and various exercise equipment, through local pilot schemes. for cases that are severe in nature (NHS England, 2017c). Together, these components represent a comprehensive, whole-system response that integrates prevention, treatment, and empowerment to enhance COPD outcomes nationwide.
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· It is recommended that to improve the clinical management of COPD, healthcare professionals find ways to enhance patient referrals for PR. The reason for this recommendation is that the PR is one of the most effective non-pharmacological interventions for COPD. To achieve this, the NHS may consider embedding PR referrals into standard care practices. This suggestion is in alignment with the chronic care model by Wagner, where promoting self-management of one's own health is prioritised.
· It is also suggested that the NHS consider integrating mental health screening into standard care practices for COPD. The justification for this recommendation is that by taking care of the mental health issues of patients and their families, it would be possible to deliver holistic care. Routine mental health screening integrated into standard care practices aligns perfectly with the feedback mechanisms highlighted in the chronic care model by Wagner.
· It is advised that healthcare professionals consider forming and deploying local rapid-response teams to manage exacerbated cases of COPD. The rationale is that it can reduce the burden on healthcare facilities by minimising hospital admission scenarios. Integrated coordination among such teams, community healthcare providers, and remote health monitoring teams can help in achieving this objective, while being in alignment with the evidence-based practices suggested by the chronic care model by Wagner.
[bookmark: _ezutf8nvlqv7][bookmark: _Toc213684242]9. Conclusion
Based on the discussion up to this point, it can be concluded that sustainable improvement in COPD management by the NHS depends on integrated, person-centred care that can address all of the biological, social, and psychological aspects of the disease. Coordinated efforts through integrated care systems, robust referral pathways, and mental health screening activities ensure offering holistic support for patients with COPD conditions and their families. It is also important to note here that the alignment of service delivery with Wagner's chronic care model makes the system proactive, evidence-based, and collaborative in the community as well as in clinical settings. Contextually, it can also be inferred that PR, self-management, and rapid response teams can enhance the continuity of care as well.
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Projecting the Chronic Obstructive Pulmonary
Disease (COPD) population and costs in England and Scotland

(2011 to 2030)
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What's Behind the Rise in
COPD Cases?
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How COPD Affects the Body
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