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Reducing Health Inequalities in Wales: A Policy Proposal to Tackle COPD in Deprived Communities

1. Executive Summary 
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The respiratory disorder known as chronic obstructive pulmonary disease (COPD) is characterised by airflow restriction that is not entirely reversible (Zhou et al., 2015). In the United Kingdom (UK), Wales has one of the highest rates of chronic obstructive pulmonary disease (COPD), with a COPD incidence rate of 0.67 (95% CI: 0.65–0.69) according to harmonised data from 2019, which is comparable to rates in South-East Scotland (1.06) but slightly lower than England (0.83) (Scully et al., 2024). According to Steiner et al., (2017), individuals with COPD who live in poorer locations are less likely to finish pulmonary rehabilitation (PR); nevertheless, clinical results among those who finished therapy were unrelated to deprivation. PR refers to a structured programme of supervised exercise, education, and breathing or self-management support that helps people improve their physical fitness and daily control of their COPD (MacIntyre, 2024). The difference in completion rates is likely due to socioeconomic barriers, such as transport difficulties, work or caring responsibilities, or limited access to local services, which make attending regular sessions harder for people in deprived areas. This implies that healthcare participation is influenced by socioeconomic factors, but it makes no mention of specific areas such as the Valleys in Wales. Morton et al., (2019) suggest that frequent hospital admissions are linked to COPD, which significantly increases the utilisation of healthcare resources and expenses, also accounts for around 10% of emergency hospital admissions in the UK, and approximately one-third of patients are readmitted within 28 days of release, indicating a significant load on hospital resources.
To reduce health inequalities in Wales, a Welsh Integrated COPD Prevention & Care Policy should be introduced, prioritising deprived and post-industrial communities. By combining predictive risk screening, community respiratory teams, housing improvements, and digital self-management tools, the policy would deliver timely, accessible support to those at greatest risk. Strengthening prevention and early intervention would help lower avoidable hospital admissions and narrow COPD outcome disparities across Wales.

2. Problem Definition 
2.1 What is COPD?
COPD is a long-term respiratory condition marked by persistent airflow obstruction and gradual loss of lung function (Marsh et al., 2008). It traditionally includes emphysema and chronic bronchitis; it is not the same as asthma, even though some symptoms may overlap. COPD is mainly caused by external environmental factors, especially long-term exposure to cigarette smoke, air pollution, and occupational dust or chemicals, which gradually damage the airways and lung tissue. Mannino (2022) explains that newer frameworks, such as the COPDGene classification, group people into possible, probable, or definite COPD based on their exposures, symptoms, spirometry, and imaging. This means clinicians can identify COPD earlier, before severe lung damage occurs, and begin preventive treatment sooner. However, many people only receive therapy after the disease has progressed due to late diagnosis, which increases hospital admissions and results in worse outcomes (Larsson et al., 2019).
2.2 Extent of the problem in Wales
England, Wales, Scotland, and Northern Ireland are among the UK countries where the prevalence of COPD differs. The point prevalence of COPD in Wales was found to be 5.1% in 2019, higher than the prevalence in England (4.5%), Scotland (4.4%), and Northern Ireland (3%) according to harmonised analyses of longitudinal cohorts from 2004 to 2023 (Whittaker et al., 2025).  Research indicates that COPD prevalence is higher in former mining areas (Coggon and Taylor, 1998), such as the South Wales Valleys, where occupational dust exposure contributes substantially to impaired lung function. Nevertheless, the degree of lung function decline is complex and affected by factors such as smoking and length of exposure (Murgia and Gambelunghe, 2022).

2.3 Human and economic burden
Because they are linked to higher mortality, a loss in lung function, and a financial burden on healthcare systems, frequent exacerbations of COPD that need hospitalisation provide a serious healthcare problem (Halpin et al., 2017).  
COPD places a considerable burden on NHS resources due to the frequency and severity of exacerbations. Patients experiencing two or more moderate-to-severe exacerbations annually incur average management costs of £3,396, compared with £1,523 for those without exacerbations. Punekar, Shukla, and Mullerova, (2014) explain that general practitioner (GP) consultations make up the largest share of these costs, ranging from around half to over two-thirds, depending on exacerbation frequency.
COPD is also linked to poverty, which can create a cycle of diminished work capacity and financial strain. People living below the relative poverty line have higher rates of COPD, and older adults are especially vulnerable, indicating that socioeconomic disadvantage can worsen disease burden and functional decline (Lee et al., 2019).

3 Analysis of Health Inequalities                   
3.1 Impact of Welsh industrial history
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Wales has a long-standing history of coal mining, especially in South Wales, which was the world’s top coal producer in the early 20th century (Price and Rhodes, 2020). The country’s industrial history, including both coal and slate mining, has been associated with COPD. Among slate miners in Wales, exposure to respirable crystalline silica (RCS) in slate dust was linked to decreased lung function and a higher prevalence of COPD (Reynolds et al., 2017). This association remained significant even after accounting for smoking and pneumoconiosis, suggesting that slate mining independently elevates COPD risk. Slate miners exhibited higher odds of developing COPD and significantly lower projected forced expiratory volume in one second (FEV₁) and forced vital capacity (FVC) compared to non-miners. Similarly, coal mining exposed workers to dust and other respiratory hazards, contributing to higher COPD rates in mining communities (Miller and MacCalman, 2009).
3.2 Smoking as a determinant
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In areas like Wales, smoking is a major risk factor for COPD. According to historical data from England and Wales, men's fatalities from chronic bronchitis, a condition strongly associated with COPD, increased dramatically between 1935 and the mid-1960s, reflecting changes in smoking patterns during that time. This trend suggests a robust correlation between local smoking rates and death from COPD (Widdicombe, 2020).







3.3 Poor housing and fuel poverty
[image: ]
[bookmark: _Hlk215412482]Lung function and COPD are two respiratory health outcomes that have been linked to dampness, mould, and chilly living conditions. Research shows that mould and moisture in buildings cause asthma, infections, and respiratory symptoms that can worsen respiratory diseases like COPD (Sauni et al., 2015).. It has been demonstrated that repairing buildings affected by mould and moisture will lessen adult respiratory infections and asthma symptoms, indicating that restoration may have positive impacts on respiratory health.
 Fuel poverty in Wales contributes to poorer respiratory health, including worse outcomes for people with COPD (Solomons et al., 2019), largely due to cold and damp living conditions. Government energy-efficiency programmes such as Warm Homes Nest and Arbed aim to address this by improving home warmth and reducing fuel costs. Linked data research shows that these interventions can lead to measurable improvements in respiratory health, suggesting that targeted energy-efficiency measures are an effective way to lessen the health burden associated with fuel poverty (Morrison-Rees and Lowe, 2020).




3.4 Deprivation patterns
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Patients with COPD in more deprived areas are less likely to complete pulmonary rehabilitation (PR), with completion falling from about 70% in the least deprived areas to 50% in the most deprived. Yet among those who do finish PR, deprivation does not affect the extent of improvement in their exercise capacity or health status. The main issue is boosting referral, uptake, and completion of PR in deprived groups to reduce morbidity and healthcare costs (Steiner et al., 2017b). Tackling barriers to PR in deprived areas means acknowledging common external challenges like transport issues and illness, as well as socioeconomic differences in health behaviours, including diet, activity levels, and smoking cessation. Establishing clearer referral routes from hospital care and offering financial incentives to embed PR in primary care could help improve access and uptake in these communities (Johnston and Williams, 2017).

4. Potential future initiative
A possible initiative for the future could be a Targeted Community Respiratory Health Programme (CRHP)

focused on early diagnosis, smoking cessation, housing improvement, and community-based ongoing support in the most deprived Welsh communities. Provide culturally and linguistically appropriate health services in Welsh-speaking areas, ensuring staff are trained in Welsh language skills to improve patient experience, increase access to care, and enhance health outcomes for high-risk populations (Huw et al., 2025).
4.1 Key elements of the policy
1. Community Respiratory Outreach Teams
According to Rapport et al., (2014), nurses and community health professionals have a role in managing chronic obstructive pulmonary disease (COPD) in Wales, notably through initiatives targeted at improving patient outcomes and minimising hospital admissions. By teaching patients about self-management strategies, including COPD action plans, which increase patient understanding and involvement in their treatment, these nurses help lower hospital admissions, A&E visits, and length of hospital stays (Chimbwanda, 2013). 
Frequent home visits have been linked to a number of positive outcomes in the treatment of COPD. The COPD–Home model is one integrated care approach that prioritises hospital treatment followed by home-based follow-up, which includes education, joint visits, phone checks, and a customised self-management programme. The home-care nurse's function, which attempts to enhance patient coping, adherence to recommendations, and quality of life (QOL), is an important component (Sunde et al., 2013).
Effective management of COPD is known to depend on early diagnosis of exacerbations. Patients are greatly impacted by exacerbations since they lower the quality of life, raise hospitalisation rates, hasten the course of disease, and may even result in death (Chen, Zhang and Curtis, 2022).

2. Expanded Smoking Cessation Services
Smoking cessation programmes have been expanded using outreach clinics in underprivileged neighbourhoods, with a focus on underserved and socioeconomically disadvantaged groups. To provide smoking cessation therapy to low-income populations, one piece of research used a mobile clinic approach in conjunction with community locations, including churches and community centres, as well as an interactive mobile messaging system, according to Vidrine et al., (2012). By offering treatments in local communities, this strategy sought to lower obstacles to treatment access and improve participant involvement and retention 
Ensure timely and equitable access to nicotine replacement therapy (NRT) across all healthcare settings in Wales, including psychiatric and community care, accompanied by robust clinical protocols and documentation to monitor contraindications and drug interactions. This would improve safe NRT use, support smoking cessation in high-risk populations, and contribute to reducing COPD-related health inequalities (Shankar et al., 2025).

3. Improved Access to Spirometry and Diagnosis
Introduce mobile and portable spirometry services in underserved and high-risk communities to enhance early COPD diagnosis. By providing accessible, community-based screening, these services can reach populations with limited access to general practitioners or traditional healthcare facilities. Focused screening using portable spirometry has identified COPD in approximately 20.27% of high-risk individuals, demonstrating its value for early detection. Early diagnosis allows timely intervention, improves patient outcomes, and helps reduce health inequalities associated with COPD, particularly in deprived or rural areas where standard diagnostic services may be difficult to access (Jankowski et al., 2024).
Implement structured training programmes for primary care teams to strengthen COPD knowledge and self-management support skills. Training should include web-based modules, assessments, and practical sessions on goal-setting and behavioural change, enabling healthcare professionals to support COPD patients, particularly in areas where such expertise is limited. Enhancing clinician knowledge and skills in this way can improve patient outcomes and the effectiveness of community-based COPD interventions (Blackmore et al., 2017).
4 Expanded Pulmonary Rehabilitation
Expand pulmonary rehabilitation (PR) services for people with COPD in Wales, emphasizing early referral, adherence to best practice protocols, and cohort-based programme delivery.  According to Stone et al., (2020), evidence shows that completion rates are higher when these factors are followed, while socioeconomic deprivation, higher disease severity, and rolling programmes are linked to lower completion. Scaling up PR with these considerations can improve patient engagement, enhance health outcomes, and reduce regional and socioeconomic inequalities in COPD care. 
4.2 In what ways could the Targeted Community Respiratory Health Programme (CRHP) be beneficial?
This initiative could address both medical and social determinants: Combining early diagnosis, smoking cessation, pulmonary rehabilitation, housing improvements, and culturally appropriate care to tackle the full spectrum of factors contributing to COPD.
Targets communities with the highest burden: Focuses on deprived and high-risk Welsh communities, including rural areas and Welsh-speaking populations, where COPD prevalence and health inequalities are greatest.
Reduces hospital admissions and cost pressures: By improving self-management, timely diagnosis, and adherence to best-practice interventions, the programme aims to lower exacerbations, prevent avoidable hospitalisations, and reduce long-term NHS costs.




5 Recommendation
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It is recommended that the Welsh Government formally adopt and implement the Targeted Community Respiratory Health Programme (CRHP) across high-risk and deprived communities. This programme should:
· Integrate community respiratory outreach teams, mobile spirometry services, and structured primary care training to enhance early diagnosis and management of COPD.
· Expand smoking cessation services and ensure timely access to nicotine replacement therapy (NRT), with culturally and linguistically appropriate support for Welsh-speaking populations.
· Scale up pulmonary rehabilitation, prioritizing cohort-based programmes, transport support, and local community venues to improve participation and completion.
· Address housing and environmental determinants, including cold and damp homes, by linking with energy-efficiency schemes and local authorities to improve living conditions and reduce fuel poverty.
· Implement ongoing monitoring and evaluation to track outcomes, including hospital admissions, COPD prevalence, and reduction in health inequalities.
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