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[bookmark: copd_section_0][bookmark: toc100]1 | What is COPD?
COPD is often described as a long-term condition because treatment aims to control symptoms and reduce flare-ups rather than restore the lungs completely. Some people mainly experience persistent cough and mucus; others notice breathlessness when climbing stairs or shopping. Symptoms can change over time, and an abrupt deterioration needs assessment because infection, heart disease and other conditions may produce similar symptoms. A diagnosis should never be made from symptoms alone: a qualified clinician interprets spirometry alongside history and examination (NICE, 2018; GOLD, 2026). 
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Figure 1. Simplified healthy versus narrowed airway. Original illustration created for this booklet; concept based on WHO (2026) and GOLD (2026).

COPD is a long-term, usually progressive lung condition involving persistent airflow obstruction. It includes damage to the small airways and/or air sacs (emphysema), and may involve chronic bronchitis. Common symptoms are breathlessness, a long-lasting cough, mucus, wheeze and fatigue. COPD can be treated and its symptoms improved, although established lung damage is not usually reversible (WHO, 2026; GOLD, 2026).
A clinician considers symptoms and exposure history and confirms persistent airflow obstruction using post-bronchodilator spirometry. Other causes of breathlessness should also be assessed (NICE, 2018, updated 2025).
[bookmark: copd_section_1][bookmark: toc105]2 | Burden and prevalence
The impact extends beyond a count of diagnoses. COPD can lead to emergency admissions, missed work, informal caring responsibilities and long-term treatment costs. Registered prevalence underestimates the total number of people affected because some people remain undiagnosed. Differences in age, smoking exposure, occupation and access to diagnostic testing also affect comparisons between communities. NHS England estimated the annual cost to the NHS at approximately £2 billion in its 2026 commissioning guidance. Public-health action therefore needs to combine prevention, early diagnosis and support for people already living with COPD (NHS England, 2026a; WHO, 2024).
In England, 1,207,974 people were recorded on GP COPD registers in 2024/25, equivalent to 1.9% QOF prevalence. This measures diagnosed, recorded cases rather than everyone living with the condition. There were 118,975 emergency COPD admissions across all ages in 2024/25 (DHSC, 2026).
Globally, COPD caused an estimated 3.4 million deaths in 2023, around 6% of all deaths. It was the third leading cause of death worldwide (WHO, 2026). These figures demonstrate the substantial burden on families, health services and society.
COPD is not distributed equally: older people and those living in deprived areas often experience higher recorded prevalence, reflecting cumulative exposures and social determinants of health (DHSC, 2025).
[bookmark: copd_section_2][bookmark: toc110]3 | Causes and risk factors
Risk factors may accumulate over a lifetime. Exposure to tobacco smoke, polluted air and occupational dust can trigger persistent inflammation and structural changes in small airways and alveoli. Not everyone who smokes develops COPD, and people who have never smoked can develop it. A non-judgemental assessment should therefore explore work history, home exposures and possible inherited susceptibility as well as smoking. Preventive action includes smoke-free environments, safer workplaces, clean-air measures and access to cessation services (WHO, 2024; NICE, 2021).
Modifiable risk factors 
Tobacco smoking and second-hand smoke: avoiding smoke and accessing cessation support can reduce preventable exposure (NHS, n.d., Causes).
Occupational dusts and chemical fumes: reducing workplace exposure through ventilation and respiratory protection helps prevent harm (Health and Safety Executive, n.d.).
Household and outdoor air pollution: cleaner fuels and reduced exposure to polluted air can lower respiratory risks (World Health Organization, 2024).
Non-modifiable risk factors 
Older age: accumulated lung damage and age-related changes increase COPD risk (GOLD, 2026).
Inherited alpha-1 antitrypsin deficiency: this genetic condition increases susceptibility to emphysema (MedlinePlus Genetics, n.d.).
Impaired lung growth in childhood: low maximally attained lung function can predispose people to COPD later in life (Lange et al., 2015).

This booklet aims to explain COPD, its causes and effects on individuals and families, and to critically consider NHS treatment, long-term care models and policies. It also aims to encourage informed, person-centred self-management and identify opportunities to improve quality of life and access to care (NICE, 2018a; NHS England, 2026a).
[bookmark: copd_section_3][bookmark: toc121]4 | How COPD affects everyday life
These effects interact. For example, a person who becomes breathless while walking may avoid activity, lose muscle strength and become even less confident about leaving home. Worry about future attacks can disturb sleep and increase reliance on family members. Asking about daily routines, employment, mood, housing and social connections provides a fuller picture than lung-function results alone. Rehabilitation, psychological support, occupational therapy and practical adjustments can help maintain independence and participation (NICE, 2018; NHS England, 2026a).


[bookmark: copd_section_4][bookmark: toc123]Physiological (physical) impact

Impact on individuals
Breathlessness: Persistent breathlessness can make everyday activities such as walking, climbing stairs, bathing and dressing difficult, reducing independence. (NICE, 2018a; GOLD, 2026).
Fatigue and muscle weakness: Reduced exercise tolerance and physical inactivity can contribute to muscle weakness, tiredness and difficulties performing daily tasks. (GOLD, 2026; NICE, 2018a).
Frequent exacerbations: COPD flare-ups can cause worsening cough, mucus production and breathing difficulties, sometimes requiring hospitalisation and affecting long-term health. (NHS England, 2026a; NICE, 2018a).
Impact on families
Family members may need to assist with personal care, household responsibilities and medical appointments. During severe exacerbations, relatives may experience disrupted routines and increased caring responsibilities. This can result in physical exhaustion, particularly among older carers. (NHS England, 2026a; NICE, 2018a).
Critical evaluation: Although inhalers, pulmonary rehabilitation and appropriate physical activity can improve symptom management, these interventions cannot fully reverse established lung damage. Therefore, individuals may continue to require family assistance, highlighting the importance of coordinated NHS services and support for carers (NHS, n.d.; NICE, 2018).
[bookmark: copd_section_5][bookmark: toc131]Psychological impact
Impact on individuals
Anxiety: Episodes of breathlessness may create fear of suffocation or future exacerbations, increasing emotional distress. (NICE, 2018a; NICE, 2009).
Depression: Reduced independence, persistent symptoms and limitations in daily activities can contribute to sadness, frustration and depression. (NICE, 2009; GOLD, 2026).
Loss of confidence: Individuals may avoid physical activities or leaving home because they fear becoming breathless in public. (NICE, 2018a; NICE, 2009).
Impact on families
Family members may experience stress, anxiety and uncertainty about the patient's future health. They may worry about sudden breathing difficulties, hospital admissions and disease progression. Long-term caring responsibilities can also contribute to emotional exhaustion. (NICE, 2009; NHS England, 2026a).
Critical evaluation: Psychological difficulties may worsen physical symptoms by encouraging inactivity and social withdrawal. Although NHS services can provide psychological support and pulmonary rehabilitation, access and individual needs may vary. Integrating mental health assessment into routine COPD care is therefore essential for both patients and their carers (NICE, 2018; NICE, 2009).
[bookmark: copd_section_6][bookmark: toc137]Social impact
Impact on individuals
Social isolation: Breathlessness and fatigue may prevent individuals from attending social events, travelling or participating in hobbies. (NHS England, 2026a; NICE, 2018a).
Employment difficulties: Reduced physical capacity and frequent illness may affect employment opportunities and financial independence. (GOLD, 2026; NHS England, 2026a).
Reduced quality of life: Dependence on others for everyday activities may limit social participation and personal autonomy. (NICE, 2018a; NHS England, 2026a).
Impact on families
Families may experience financial difficulties if the individual with COPD reduces working hours or becomes unable to work. Relatives may also need to change their employment schedules to provide care. Reduced opportunities for leisure and social activities can affect family relationships and wellbeing. (NHS England, 2026a; NHS England, n.d.-a).

[bookmark: toc142]Implications for families and carers
COPD can shift everyday responsibilities to unpaid carers, including helping with washing, shopping, medication, appointments and responding to exacerbations. This may affect carers’ physical health, sleep, employment, finances and relationships. Emotional strain can be particularly significant when breathlessness is unpredictable or the person requires repeated hospital care (NICE, 2018a; NHS England, 2026a).
Carer involvement should be agreed with the patient, not assumed. NHS teams should ask about carer wellbeing, provide clear written information, signpost carers to a local authority carer’s assessment and offer support during advanced illness. Although family involvement can strengthen continuity of care, relying on unpaid support without assessing capacity may increase inequalities and caregiver burden (NICE, 2021a; NHS England, n.d.-a; NICE, 2019b).
[bookmark: toc145]Evidence-based treatment and management through the NHS
The NHS manages COPD through an individualised combination of non-pharmacological treatment, medicines and ongoing review. Smoking cessation is a priority: behavioural support and suitable stop-smoking medicines can slow further lung-function decline, although existing damage is not reversed. Annual review should include symptoms, exacerbations, inhaler technique, adherence, comorbidities and vaccination needs (NHS, n.d.-d; NICE, 2018a; GOLD, 2026).
Inhaled short-acting bronchodilators may relieve intermittent symptoms; longer-acting bronchodilators (LAMA and/or LABA) are used when breathlessness persists. Inhaled corticosteroids are appropriate for selected patients, particularly when exacerbation history and clinical characteristics support their use, rather than for everyone. Prescribers should weigh potential benefit against adverse effects, including pneumonia risk, and review response regularly (NICE, 2018a; GOLD, 2026).
Pulmonary rehabilitation combines supervised exercise, education and self-management support and should be offered to eligible people with functional limitation. The NHS also supports smoking cessation, recommended vaccinations, nutrition advice, physical activity and written exacerbation action plans. During acute flare-ups, clinicians assess the need for bronchodilators, short courses of oral corticosteroids, antibiotics where indicated, controlled oxygen or hospital treatment. Long-term oxygen is reserved for people meeting formal assessment criteria; it is not routinely prescribed for breathlessness alone (NICE, 2018a; NHS, n.d.-d; GOLD, 2026).
Critically, effective treatments do not guarantee equal outcomes: rehabilitation availability, travel, language, health literacy and timely follow-up can influence uptake. Integrated GP, community respiratory, pharmacy and specialist services should therefore monitor referral completion and tailor support to individual barriers, rather than measuring success only by prescriptions issued (NHS England, 2026a; NHS England, 2026b).
[bookmark: copd_section_7][bookmark: toc150]5 | Models of COPD care
How the models work together: a person who frequently misses appointments because transport is difficult might agree clinical goals with their respiratory nurse, receive a written action plan and be referred to a link worker for travel support or an accessible local group. The link worker should feed relevant progress back to the care team with the person’s agreement. Success is judged by meaningful goals such as being able to attend rehabilitation or return to social activities, not simply the number of referrals made. Service availability and evidence for specific community activities vary, so plans need review (NHS England, 2026b; NHS England, n.d.-a; NHS England, n.d.-b).
[bookmark: copd_section_8][bookmark: toc152]UK model: House Of Care Model
The House of Care Model is a person-centred framework used in the UK to improve the management of long-term conditions such as COPD. It encourages collaboration between patients and healthcare professionals through personalised care planning, shared decision-making and self-management support. The model includes four interconnected elements: engaged and informed individuals, healthcare professionals committed to partnership working, organisational systems that support coordinated care, and commissioning arrangements that provide appropriate resources. (NHS England, n.d.-a; NICE, 2021a).
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(NHS, 2026)
 The model allows patients to work with GPs, respiratory nurses and other healthcare professionals to develop personalised treatment plans. These may include inhaler management, smoking cessation, pulmonary rehabilitation, vaccination and written exacerbation action plans. Family members can also participate in care planning with the patient's consent. (NICE, 2018a; NHS England, n.d.-a).
A major strength of the House of Care Model is its emphasis on patient empowerment and individual preferences rather than focusing solely on clinical symptoms. This may improve treatment adherence, independence and quality of life. However, implementation can be challenging because effective care planning requires sufficient consultation time, trained professionals and coordination between NHS services. Patients with limited health literacy or complex health needs may require additional support to participate effectively. (NHS England, n.d.-a; NICE, 2021a).

[bookmark: copd_section_9][bookmark: toc157]Chronic Care Model
The Chronic Care Model was developed by Edward Wagner and colleagues in the United States and is internationally recognised as a framework for improving long-term condition management. It promotes proactive, coordinated and evidence-based healthcare rather than responding only when patients become seriously unwell. The model includes six components: healthcare organisation, community resources, self-management support, delivery system design, decision support and clinical information systems (Wagner et al., 2001). 
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(Google, n.d)
The model supports regular respiratory assessments, evidence-based inhaler treatment, pulmonary rehabilitation and early identification of exacerbations. Multidisciplinary teams, including GPs, respiratory nurses, pharmacists and physiotherapists, work together to provide continuous care. Patients and families are encouraged to participate in self-management through symptom monitoring, medication adherence and personalised action plans. (Wagner et al., 2001; NICE, 2018a).
A major strength of the Chronic Care Model is its focus on prevention, early intervention and continuity of care, potentially reducing avoidable hospital admissions and improving patient outcomes. However, implementing all six components requires adequate funding, trained professionals, effective information systems and strong communication between services. Differences in healthcare resources across countries may limit consistent implementation.  (Wagner et al., 2001; NHS England, 2026a).
[bookmark: copd_section_10][bookmark: toc161]6 | National and local policy in England
An implementation cycle begins with identifying local need: practices can examine COPD registers, deprivation patterns, smoking prevalence and emergency attendance. Commissioners then agree a pathway with GP teams, respiratory specialists, pharmacists, rehabilitation providers and voluntary organisations. Staff require training in spirometry, inhaler technique, personalised conversations and referral criteria. Public information should explain how to access services, including telephone and face-to-face routes for people who cannot use digital systems. Finally, teams should audit outcomes, investigate gaps and make improvements with patient representatives (NHS England, 2026a; NHS England, 2026b).
[bookmark: copd_section_11][bookmark: toc163]National guidance and policy
National implementation: NICE NG115 sets standards for confirmed diagnosis, smoking cessation, inhaled therapy, rehabilitation, vaccination, exacerbation plans and regular review. NHS England’s 2026 commissioning guidance encourages equitable, integrated COPD pathways, prevention, timely identification and improved access to effective treatment. Core20PLUS5 focuses attention on respiratory inequalities, while the 2025/26 Primary Care Network contract specifies the role of social prescribing link workers. These policies can be implemented through funded respiratory services, staff training, audit, data-led case finding and referral arrangements that connect clinical and community services (NICE, 2018; NHS England, 2025; NHS England, 2026a; NHS England, n.d.-c).
National implementation should also include shared decision making and accessible information: clinicians explain options, benefits and harms in understandable language, document agreed goals and check whether the person can use their inhaler and follow a written action plan. Services should measure referral uptake, pulmonary rehabilitation completion, smoking cessation support and unequal access across deprivation groups rather than relying only on hospital activity (NICE, 2021; NHS England, 2026a).
[bookmark: copd_section_12][bookmark: toc166]Local policy and delivery: your Integrated Care Board (ICB)
Local implementation: an Integrated Care Board (ICB), Primary Care Network (PCN), GP practice and community respiratory service can translate national guidance into a local COPD pathway. A practical pathway includes targeted identification of at-risk people, quality-assured spirometry, structured annual reviews, rapid advice during flare-ups, pulmonary rehabilitation referral and discharge follow-up. The PCN can refer patients facing isolation, debt or housing problems to a social prescribing link worker, who works with voluntary and community organisations. Local teams should map available services, agree referral criteria and information-sharing arrangements, provide interpreters where needed, and monitor outcomes and waiting times. The precise services and eligibility vary by area; therefore, this is an implementation example, not a claim about one named ICB (NHS England, 2025; NHS England, 2026a; NHS England, 2026b).
Evaluating implementation matters: local commissioners can review COPD admissions and readmissions, exacerbation rates, patient-reported breathlessness and wellbeing, rehabilitation attendance, smoking cessation outcomes and patient experience. Co-design with patients and carers helps identify transport, digital exclusion and cultural barriers. Any programme should maintain clinical oversight: community activities and link workers supplement, not substitute for, evidence-based medical care (NHS England, 2026a; NHS England, n.d.-b; NICE, 2018).
[bookmark: copd_section_13][bookmark: toc169]7 | Person-centred care and self-management
At each review, the patient and clinician can discuss what has changed, which activities matter most and what treatment burden is acceptable. Teach-back—asking the person to explain or demonstrate their plan—can uncover misunderstandings without blaming the patient. Carers may join discussions when invited. A personalised written action plan should identify usual symptoms, warning signs, who to contact and when urgent help is needed. Medicines, including any rescue treatment, should be used only as agreed with the prescribing clinician (NICE, 2018; NICE, 2021).
Person-centred care means choosing treatments together, based on what matters to the person: their breathlessness, daily goals, work, beliefs, language, home circumstances and preferences. Agree a written action plan, check understanding, and include carers with consent (NICE, 2018, updated 2025; NHS England, 2026a).
• Stop smoking with behavioural and medication support where appropriate. (NICE, 2018, updated 2025; GOLD, 2026).
• Check inhaler technique and adherence at reviews; inhalers are selected by the clinical team. (NICE, 2018, updated 2025; GOLD, 2026).
• Ask about pulmonary rehabilitation, adapted exercise, nutrition and energy conservation. (NICE, 2018, updated 2025; GOLD, 2026).
• Keep recommended vaccines up to date and discuss other long-term conditions. (NICE, 2018, updated 2025; GOLD, 2026).
• Know your personal flare-up plan: worsening breathlessness, cough, mucus amount or colour should prompt advice according to your plan. (NICE, 2018, updated 2025; GOLD, 2026).
[bookmark: copd_section_14][bookmark: toc177]When to get help
Seek urgent clinical advice for a marked worsening of usual symptoms. Call 999 for severe difficulty breathing, blue or grey lips, sudden confusion, collapse or severe chest pain. Do not delay emergency care to use a booklet (NHS, 2023; NICE, 2018, updated 2025).
Palliative and end-of-life services should coordinate symptom management, communication, and support for families according to personal wishes (NICE, 2019; NICE, 2015).
[bookmark: copd_section_15][bookmark: toc180]8 | Advanced disease and end-of-life care
Palliative care is not limited to the final days of life: it may be introduced alongside active COPD treatment when distressing breathlessness, anxiety or complex care needs arise. Discussions can cover the benefits and burdens of hospital admission, non-invasive ventilation, emergency treatment and preferred place of care, without assuming that preferences will remain fixed. Decisions should be documented, revisited and shared with relevant professionals with consent. Good care includes relief of symptoms, honest communication, spiritual or cultural needs where relevant and support for carers before and after death (NICE, 2019; NICE, 2015).
COPD can have an unpredictable course, so conversations about future care should begin early and be revisited rather than left until the final days. Palliative care can be offered alongside active COPD treatment to relieve distressing symptoms and improve quality of life (NICE, 2018, updated 2025; NHS England, 2026a).
Patients should be offered sensitive conversations about priorities, preferred place of care, who should be involved, and advance care planning. Care teams may assess refractory breathlessness, anxiety, nutrition, mobility, oxygen needs and appropriate specialist palliative input. Decisions about ventilation, resuscitation or hospital transfer require individual clinical discussion and documentation (NICE, 2018, updated 2025; NHS England, 2026a).
Families and carers may need emotional, practical and bereavement support. A person may change their mind; preferences should be reviewed and respected whenever possible (NHS England, 2026a).
[bookmark: toc185]Recommendations
NHS services should prioritise early, quality-assured spirometry for symptomatic at-risk adults, provide accessible smoking cessation support, and routinely check inhaler technique and written exacerbation plans. Every eligible patient should have a timely opportunity to attend pulmonary rehabilitation, with transport, language and digital barriers assessed before referral (NICE, 2018a; NHS England, 2026a).
Care teams should integrate screening for anxiety, depression and social needs into COPD reviews, involve carers with consent, and signpost both patients and carers to practical and psychological support. Local services should audit exacerbations, admissions, rehabilitation completion and inequalities in access, while offering early advance-care-planning discussions for people with complex or progressive needs (NICE, 2009; NICE, 2019b; NHS England, 2026b).
[bookmark: toc188]Conclusion
COPD is a long-term condition with interconnected physical, psychological, social and family consequences. NHS evidence-based treatment can reduce symptoms and exacerbations, but equitable access, shared decisions and ongoing self-management support are essential. Combining the UK House of Care approach with the international Chronic Care Model can strengthen coordinated, proactive services; continued evaluation is needed to ensure that improvements are meaningful to patients and carers (NICE, 2018a; Wagner et al., 2001; NHS England, 2026a).
[bookmark: copd_section_16][bookmark: toc190]Useful UK support
NHS: www.nhs.uk/conditions/chronic-obstructive-pulmonary-disease-copd/ | Asthma + Lung UK: www.asthmaandlung.org.uk | NICE: www.nice.org.uk/guidance/ng115 | For individual advice, contact your GP or respiratory team.
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