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[bookmark: _pztixsd5iqnj][bookmark: _Toc224763104]1. Introduction
COPD is a debilitating lung condition that is chronic and has significant health and social consequences. The current discussion focuses on etiological factors, morbidity rate, treatment interventions, and suggests prevention measures to improve patient-focused outcomes.
[bookmark: _Toc224763105]2. Definition, Aetiology 
[bookmark: _azxhf782zxj4][bookmark: _Toc224763106]2.1 Definition of COPD
“Chronic Obstructive Pulmonary Disease (COPD)” is a preventable, progressive and treatable respiratory condition, which is mainly characterised by limited airflow that is not fully reversible (Lim et al. 2024). COPD primarily includes emphysema and chronic bronchitis; however, many patients are most likely to have both of these features. COPD develops gradually and results in chronic cough along with breathlessness, chest tightness, and excessive sputum production (Jindal et al. 2024). Reports underline that this disease weakens the capability of lungs to clear air effectively, which makes daily activities challenging over time (Prasad, 2019). It can be noted as one of the major causes of mortality and morbidity all around world. COPD commonly affects adults with long-term exposure to cigarette smoke or harmful particles and gases. 
[bookmark: _2j7desrrpvb5][bookmark: _Toc224763107]2.2 Pathophysiology 
COPD’s pathophysiology includes chronic inflammation of lung tissue, along with airways and pulmonary blood vessels in response to repeated exposure to irritants. This kind of inflammation makes airways smaller, disrupts alveolar walls, and leads to loss of elastic recoil (Akwe, 2016). Thus, as a result, air gets trapped in lungs, causing impaired gas exchange and hyperinflation. Moreover, oxygen delivery is reduced, and carbon dioxide removal becomes less efficient, which creates more pressure in usual breathing procedures. Over time, this significantly contributes to cardiovascular complications and results in respiratory failure. 

[bookmark: _gjek1ttd53h4][bookmark: _mny80s1xlpag][bookmark: _Toc224763108]3. Burden and Prevalence
[bookmark: _e1yf9rlszm5h][bookmark: _Toc224763109]3.1 Global Burden
COPD has been considered one of major global health challenges, affecting more than 213.4 million people all across world, causing approximately 3.7 million deaths (Cao et al. 2026). Moreover, COPD is third most common cause of death in the world, and represents 5% of all global deaths (WHO, 2024). Reports further underlined that “90% of COPD deaths” can be seen among people under “70 years of age” and its prevalence rate is quite higher among low- and middle-income countries (WHO, 2024). In addition, tobacco smoking further accounts for more than “70% of COPD cases”, particularly in high-income countries (WHO, 2024). Overall, this growing prevalence and significant mortality rate highlight severity and indicate an urgent need for prevention strategies. 
[bookmark: _i6ouab8v23cq][bookmark: _Toc224763110]3.2 UK Prevalence and Mortality
According to reports of “UK primary care electronic healthcare record (EHR) database”, more than 20% of UK population were affected by COPD, and many cases remain undiagnosed (Stone et al. 2023). In the UK, COPD can be noted as a leading and prominent cause of death, contributing to more than 30,000 deaths per year (Rayner et al. 2017). Moreover, in 2015-16, as per “P4P register in England”, COPD prevalence was 1.9% (Rayner et al. 2017). 
[bookmark: _xx8z7i7g43nk][bookmark: _Toc224763111]3.3 Economic Burden (NHS impact)
In UK, COPD causes both morbidity and higher mortality, resulting in “24 million lost working days” and a cost to NHS of more than “£800 million per year” (Rayner et al. 2017). In UK hospitals, COPD accounts for “more than 1 million bed-days each year”, causing a significant amount (Wright et al. 2022). Furthermore, COPD represents a significant economic burden to NHS in both the amount of money spent per year on admission, general practitioner visits, and drugs, around “3.8+ billion pounds”, making it one of the most common emergency hospitalisation reasons (Blanchette et al. 2024). Also, the indirect costs related to COPD that come about due to loss in productivity are enormous, in the billions of pounds.
[bookmark: _20r3bdltnt1d][bookmark: _Toc224763112]3.4 Health Inequalities
COPD is a severe health problem that affects disadvantaged groups of people disproportionately, highlighting strong health disparities. Death rates of socioeconomically disadvantaged areas are four times higher compared to the affluent ones (Serafim et al. 2026). Geographical disparities are quite evident, as higher COPD rates can be seen in “Northern England and rural areas” as compared to “London and South” (NHS Confederation, 2025). Especially in Wales and England, COPD is significantly affected by socioeconomic disparities, along with a death rate of 25,000 per year (Department of Health, 2023).
[bookmark: _4w0eho12sf70][bookmark: _Toc224763113]3.5 Causes and Risk Factors
One of the major causes of COPD is tobacco smoking, which activates chronic inflammation through proteases and oxidants (Kotlyarov, 2023). Moreover, Gangopadhyay et al. (2024) have further mentioned that long-term exposure to air pollution along with chemical fumes, occupational dust or second-hand smoke may also cause COPD. Apart from that, poor lung growth during childhood and genetic factors like alpha-1 antitrypsin deficiency may heighten susceptibility. Limited access to healthcare, growing age, unhealthy lifestyle and excessive smoking further complicate this disease and make things more severe. Overall, COPD is not only a result of one factor alone, but it is a combination of biological and environmental influences. 
[bookmark: _jxhjvalyg7uz][bookmark: _Toc224763114]3.6 Disease Progression 
According to reports of “Global Initiative for Chronic Obstructive Lung Disease (GOLD)”, COPD is a “heterogeneous lung condition characterised by chronic respiratory symptoms due to abnormalities of airways and/or alveoli that cause persistent, often progressive, airflow obstruction” (Agustí et al. 2022). Moreover, GOLD further rated COPD severity through post-bronchodilator spirometry, demonstrating “FEV1/FVC ratio below 0.7” (Agustí et al. 2022). 
Following GOLD grades are drawn according to the predicted value of FEV1: 
Grade 1 is mild disease, (FEV1≥ 80% predicted)
Grade 2 is moderate disease (FEV1 50% and 79% predicted)
Grade 3 indicates severe disease (FEV1 30% and 49% predicted)
Grade 4 implies very severe disease (FEV1 less than 30% predicted). 
[bookmark: _fo0y3q483dv5]As stages progress, airflow limitation progressively worsens and symptoms like dyspnoea, along with exacerbation risk and decreased exercise capacity, tend to increase (Agustí et al. 2022). These prominent symptoms help clinicians to assess severity of disease and optimise treatment options.
[bookmark: _Toc224763115]4. Impact of COPD on Individuals and Families
[bookmark: _ui27x86ev9ix][bookmark: _Toc224763116]4.1 Physical Impact
COPD significantly influences physical health and is characterised by persistent dyspnea, leading to gradual weakening of pulmonary activity (O’Donnell et al. 2019). As per reports, COPD patients are most likely to lose 50% of normal lung capacity, which leads to fatigue, along with chronic cough, and recurrent exacerbations (Sin, 2023). One in 30% and 50% percent of COPD patients have at least one exacerbation annually, and even a single moderate exacerbation poses a risk of further exacerbations (Whittaker et al. 2022). Moreover, lower oxygen levels or hypoxemia add to the weakness and limited mobility of skeletal muscle; as a result, patients report severe difficulty in performing even daily or normal tasks (Nguyen et al. 2021). Once the condition progresses, patients might get dependent on supplemental oxygen or oxygen therapy, decreasing autonomy and maximising chances of comorbid conditions, like cardiovascular disease.
[bookmark: _3bbz5w10snm3][bookmark: _Toc224763117]4.2 Psychological Impact
Both prevalence and incidence of depression and anxiety are quite high among COPD patients. Reports underlined that 1 in 3 COPD patients are diagnosed with depression related to symptomatic manifestation (Buican et al. 2025). Prevalence rates of anxiety among COPD patients range from “7% to 50%”, whereas depression prevalence varies between “10% and 57%” (Buican et al. 2025). Co-occurring COPD and depression have been associated with worse clinical outcomes, which increases the mortality rate and further worsens prognosis. Such negative outcomes can also be directed to caregiver, especially at the time of hospitalisation. Studies have also revealed that mental health disorders are twice as likely to occur in individuals with severe COPD in comparison with those who do not have COPD (Yohannes et al. 2022). Overall, these psychological strains significantly hinder quality of life and create a vicious circle of mental and physical health interacting and worsening each other.
[bookmark: _u7v50lfu7v95][bookmark: _Toc224763118]4.3 Social and Family Impact
COPD has a far-reaching impact on social performance and family relations. The majority of COPD patients report social isolation due to fatigue and mobility. Many people are most likely to withdraw from work, with over half of which retire early or reducing their hours (Siraj, 2025). Care giving is often taken up by family members and hence causes emotional and financial burden. When a recurrent hospital visit and long-term care involve informal carers, it is a common occurrence that these carers exhibit increased stress, burnout, and diminished quality of life. This fact highlights the issue of extending COPD beyond the individual to the rest of the household and support.
[bookmark: _lzvwnf9ekhxr][bookmark: _Toc224763119]4.4 Critical Evaluation
Applying biopsychosocial model is quite relevant to COPD as the disease has triadic effects on physical and mental well-being, alongside social performance (Bolton, 2023). However, inequalities make matters worse, and deprivation, exposure to smoking, poor housing, and lack of access to healthcare increase disease burden. Overall, it can be analysed that COPD presents a multidimensional burden that is not only limited to physical symptoms, but it has a notable impact on both psychological and social domains. Although core focus of clinical management mainly revolves around respiratory management, it has been shown that the intervention of mental health and social support is equivalent. Despite interventions being available, integrated care has gaps, particularly in the assistance given to families and the reduction of inequities. As a result, the comprehensive, patient-centred approach is a requirement of the successful treatment of the wider effects of COPD.
[bookmark: _bfibbhlldfdc][bookmark: _Toc224763120]5. Evidence-Based Treatment and Management
[bookmark: _grcrto9gl9zc][bookmark: _Toc224763121]5.1 Pharmacological Management
Pharmacological treatment of COPD aimed to decrease its symptoms along with enhancement of pulmonary functioning, and exacerbation prevention. First-line therapies include bronchodilators, like “long-acting (LABA/LAMA) and short-acting (SABA/SAMA) agents” (Suissa et al. 2025). These agents can loosen the airway smooth muscle and increase the airflow. Inhaled corticosteroids (ICS) are added for moderate to severe and mostly when the patient experiences exacerbations frequently. Combination inhalers, such as LABA+ LAMA or LABA+ICS, are also prescribed regularly to make the treatment more efficient (Suissa et al. 2025). The available empirical data show that the rational use of inhaled modalities may reduce the rate of exacerbations by 25% to 30%, and both the quality of life and hospitalisation should also improve.
[bookmark: _833qzrniops9][bookmark: _Toc224763122]5.2 Non-Pharmacological Management
Non-pharmacological interventions are a central point of COPD management. Most effective intervention is smoking cessation, which reduces risk of disease progression by approximately 50% (Rehman et al. 2019). Abstinence rates one year after the NHS smoking cessation programme, which includes one-to-one counselling and pharmacotherapy with varenicline or bupropion, are 25 per cent, and the FEV1 reduction is stopped (Joyce et al. 2020). Pulmonary rehabilitation programmes can also improve exercise capacity and help to promote well-being (Huang et al. 2024). Other interventions are influenza and pneumococcal vaccination, along with nutrition, and long-term oxygen treatment in cases of severe cases can mitigate exacerbation risks by 50 to 70% (Joyce et al. 2020). Self-management plans and education of patients are imperative, and they will be able to notice the initial symptoms and avoid complications (Krzykawski et al. 2024). All these interventions collectively help in the long-term control of the disease and reduce the use of healthcare.
[bookmark: _efphby5mbggl][bookmark: _Toc224763123]5.3 Acute/Exacerbation Management
Acute exacerbations are distinguished by aggravation of dyspnoea, cough, and sputum, which is often triggered by infectious mechanisms. Management includes intensified use of bronchodilators, along with systemic corticosteroids and antibiotics in cases when bacterial infection is suspected. Oxygen therapy is given with accuracy and precision to maintain usually 88 to 92% target saturation levels and prevent respiratory compromise (Patil and Narwade, 2026). Extreme manifestations can require hospitalisation or a ventilator. Early treatment can also reduce the duration of recovery by 1 to 2 days and reduce the risk of death, which is why timely treatment is of utmost importance (Khan et al. 2023). 
[bookmark: _lkk06355ses0][bookmark: _Toc224763124]5.4 Critical Analysis
Despite the fact that evidence-based therapies have significant positive impacts on patients, there are still gaps in implementation and accessibility. Pharmacological treatments are effective but require proper inhaler use and compliance with the treatment, which is often non-optimal. Non-pharmacological interventions, although considerably beneficial, are not used, as their accessibility is restricted, and the patients are not aware of them. These aspects underscore the need to have integrated patient-centred care, combined medical, behavioural and educational modalities to attain the best COPD management.
[bookmark: _wc49jxcsk99q][bookmark: _Toc224763125]6. Theoretical Models and Frameworks
[bookmark: _153b0sgrl4px][bookmark: _Toc224763126]6.1 UK Model
COPD care within the UK is also structured based on the long-term conditions policy in the NHS, facilitated by the “National Institute for Health and Care Excellence (NICE)” guidelines and supported by community-based respiratory care (NICE, 2018). Early diagnosis, smoking cessation, vaccination, pulmonary rehabilitation, systematic review and self-management facilitation are some of the foregrounds of the model (Fu et al. 2022). Doctors, nurses, respiratory and physiotherapists work in teams to improve continuity of care. The overall objective is to reduce unnecessary hospitalisations and enhance quality of life by means of integrative and patient-centred care (Stone et al. 2023). It is mainly strong in the synthesis of prevention, treatment and monitoring of primary, secondary and community sectors to maximise the long-term COPD outcomes.
[bookmark: _u97ii5as1fzk][bookmark: _Toc224763127]6.2 International Model: “Chronic Care Model”
“Chronic Care Model (CCM)” is a globally embraced system model that is aimed at improving the outcomes of chronic conditions like COPD (Apuzzo et al. 2024). It outlines the six essential elements, which include healthcare organisation, community resources, self-management support, delivery-system design, decision support and clinical information systems (Sazak and Olgun, 2025). The CCM, in the COPD context, fosters knowledgeable patients and active medical staff that functions in a well-organised pattern. The structure enhances the control of symptoms, adherence to treatment and exacerbation prevention by planned care as opposed to reactive care. The CCM has become well known in terms of assisting in holistic and continuous evidence-based management, which makes it very effective in enhancing COPD outcomes in a variety of settings.
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[bookmark: _pr516joo1vp9][bookmark: _Toc224763129]7. Implementation of local and national political health and social care agendas
The adoption of local and national health and social care agendas is one of the most important factors that contribute to the management and outcomes of COPD in the UK. At the national level, policy strategies like the “NHS Long Term Plan and NICE guidelines” predict early diagnosis, prevention, and combined care, thus supporting smoking cessation programmes, early screening, and community-based management to reduce hospital admissions by up to 20 to 30% (NHS.UK, 2025). However, even with effective policy guidance, there are gaps in implementation, especially in the socioeconomically disadvantaged areas where prevalence and mortality rates of COPD are significantly high.
Considering local level, “Integrated Care Systems (ICSs)” are designed to provide coordinated place-based services through coordination of healthcare, social care and community support (Van Der Feltz-Cornelis et al. 2023). Such initiatives enable multidisciplinary pulmonary rehabilitation and individual care plans. Reports indicate that the reduction of emergency admissions may be about 15 to 20 per cent with the help of successful local integration (Peckens et al. 2020). However, inconsistency in funding, workforce capacity, and access to services limits their overall effectiveness, as in some regions, there is a long queue of rehabilitation and limited access to specialist services, which softens the effectiveness of the national strategies. 
Despite the strong focus on prevention and integrated care in political agendas, these efforts are still limited by the lack of attention to health inequalities. High rates of smoking, poor living conditions, and increased air pollution persist in afflicting the disadvantaged populations, with the most deplorable outcome of COPD (Duan et al. 2020). This finding highlights the fact that the implementation of the policy often does not adequately focus on broader social determinants of health. In general, though several effective frameworks of COPD management are provided on the national and local levels, the efficacy of such agendas depends on the fair distribution of resources, regular execution, and specific interventions aimed at reducing inequalities.
[bookmark: _c5xovdmeb5sw][bookmark: _Toc224763130]8. Recommendations for Improvement
· Recommendation 1: Strengthen Person-Centred Self-Management Support
Healthcare services should focus on well-organised self-management programmes as per needs, preferences, and health literacy of the specific patient with COPD (Schrijver et al. 2022). Inclusion of individualised action plans, alongside inhaler-case training, and digital devices is quite effective to track symptoms (Himes et al. 2019). Moreover, effective self-management can notably decrease hospital admissions, and healthcare professionals should embrace the shared decision-making models (Lewis-Barned, 2016; Toukhsati et al. 2019). Besides, introducing culture-sensitive educational resources can help reduce the gap, thus, allowing patients of various backgrounds to gain a better knowledge about and ability to control their disease, which will eventually lead to better long-term results.
· Recommendation 2: Enhance Integrated Multidisciplinary and Community-Based Care
Increasing coordination between primary care, secondary care, and social services appears to be quite effective for person-centred COPD management. Multidisciplinary teams including GPs, respiratory specialists, physiotherapists, and social workers offer holistic care to patients which includes meeting the medical as well as the social needs of patients (Taberna et al. 2020). Local services should ensure access to care on time especially in those socioeconomically deprived regions where COPD is most prevalent. Social prescribing, including community support groups, and home-based interventions should also be incorporated, which can further decrease isolation and improve general well-being (Paquet et al. 2023). This combined approach aids in ensuring continuity of care and is linked to a decrease in unnecessary hospital admissions.
· Recommendation 3: Improve End-of-Life Care Planning and Support
Patients with COPD who are in their end-of-life stage should receive proactive, compassionate, and patient-centred care. Premature implementation of advance care planning helps in expression of personal preferences in relation to modalities of treatment, hospitalisation, and place of care (Zwakman et al. 2018). Integration of palliative care has been demonstrated to have a direct effect of symptom control- especially breathlessness and anxiety (Broese et al. 2020). Moreover, family members and caregiver support should also be given priority to cope with both emotional and practical aspects of the advanced COPD burden. Thus, this is a highly dignified approach to patients, improves quality of life and also makes the transition to end-of-life care more coordinated.
[bookmark: _wyb6waaf9zgh][bookmark: _Toc224763131]9. Conclusion
To conclude, COPD needs a holistic, person-centred management that considers both clinical, psychological, and social issues. Although existing strategies enhance the results, it is necessary to introduce a stronger implementation, fewer inequalities, and improved self-management and end-of-life care as the means of maximising the quality of life and long-term management of the disease among clinicians.
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