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[bookmark: _Toc235143116]DEFINITION OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD)
Chronic obstructive pulmonary disease (COPD) is a common disease of the lungs that causes restricted airflow and problems in breathing.  Just like many other long-term conditions (LTCs), the disease cannot be currently cured but can be managed in an effective manner through coordinated multidisciplinary care, pulmonary rehabilitation, modification of lifestyle and pharmacological treatment (Cazzola et al., 2026). LCTs require that they are continually managed over many years and place considerable demands on families, healthcare systems and individuals (Department of Health, 2012). 
Health goes beyond the body not having a disease and includes wellbeing physically, socially and psychologically (WHO, 1948). Again, WHO (2026) states that health involves the ability of families, communities and individuals to promote and maintain their own health, prevent disease and cope with illness with or without the support of a coworker. These are relevant perspectives to the people living with COPD because their quality of life is not shaped by how sever the disease is but by family support, psychological resilience and wider social determinants of health. 
[bookmark: _Toc235143117]SYMPTOMS OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD) 
Th most common symptoms of COPD are difficulty in breathing, chronic cough and feeling tired (WHO, 2026a). They can get severe quickly and cause other diseases like lung cancer, heart problems, anxiety and depression (WHO, 2026a). Symptoms are seen in Figure 1 below. 
[image: Chronic Obstructive Pulmonary Disease, Chest Radiograph]
Figure 1: Chronic Obstructive Pulmonary Disease, Chest Radiograph (Kanchustambham & Brown, 2026)
Currently, there is no cure to COPD and that is why it is recognised as a long-term condition that requires to be continually managed through smoking cessation, coordinated multidisciplinary care, pulmonary rehabilitation, modification of lifestyle and pharmacological treatment (Kanchustambham & Brown, 2026). 
[bookmark: _Toc235143118]BURDEN OF COPD
As of 2012, the diagnosis rates of COPD in UK varied with regions where the region with the highest prevalence was North East with 2,600 diagnosed cases per 100,000 people. This was followed by the North West (2,452), Scotland (2,369), Wales (2,173), and the East Midlands (2,055). The South East had the lowest rate at 1,612 per 100,000 population (Figure 2). 
[image: ]
Figure 2: Number of Diagnosed COPD Cases per 100,000 population in UK in 2012 (Statista Research Department, 2016)
In 2012, 15 million lived with at least one chronic condition and this represented about 70% of hospital bed days, 64% of all outpatient appointments and 50% of all GP appointments (Department of Health, 2012). In 2017, COPD was ranked number 7 in terms of LCTs that accounted for 69% of all LCTS in UK (Figure 3). 
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Figure 3: Burden of LCTs by Specific diseases (Shapo, 2018)
Globally, in 2021 the countries that had the highest prevalence of COPD were the US, UK and Turkey which had 3445.29, 3270.26 and 3146.68 respectively as seen in Figure 4. Japan and Kuwait had the lowest. 
[image: ]
Figure 4: Prevalence of COPD per 100,000 population in UK in 2021 (Wang et al., 2025)
In 2021, COPD was the fourth cause of death in the globe as it accounted for 3.52 million deaths (Mendoza, 2025). In that year, only COVID-19, ischemic heart disease and stroke caused more deaths in the globe than COPD (Mendoza, 2025). In 2022, the disease had affected around 392 million people in the globe as seen in Figure 5 where four in every case of COPD were found in the low-income and middle-income countries (LMCIs) (The Lancet Respiratory Medicine, 2022). 
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Figure 5:Global stats of Chronic obstructive pulmonary disease (The Lancet Respiratory Medicine, 2022).
Th disease was more prevalent in men compared to women at all ages as of 2022. In men, it was more prevalent in men between 75 to 79 years with 38% while in women of ages 75 to 79 years it was 19.8% with more prevalence (The Lancet Respiratory Medicine, 2022). The risk factors identified were smoking, exposure to biomass, history of tuberculosis, male sex, advanced age, having a BMI of less than 18.5kg/m2 and many others as seen in Figure 5. On top of this, the top three countries with high number of deaths caused by OCPD per million of population are Kyrgyzstan, Colombia and South Africa as seen in Figure 6 below. 
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Figure 6: OCPD Deaths per million of population (Hurst et al., 2021)
[bookmark: _Toc235143119]CAUSES OF COPD
There are different causes of COPD globally and the main cause is smoking. In all continents smoking is the major cause where in East Asia Pacific it is at 43% (Montes de Oca et al., 2025). The second cause of COPD globally is second-hand smoke exposure and the least is household air pollution as seen in Figure 5. 
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Figure 7: Major causes of COPD globally (Montes de Oca et al., 2025)
The increasing prevalence of COPD is a reflection of multimorbidity issue where many people are living with two or more chronic conditions like depression, diabetes, anxiety and cardiovascular disease and this increases the treatment costs and also leads to fragmented care (Barnett et al., 2012). 
[bookmark: _Toc235143120]RISK FACTORS OF COPD
The risk factors of COPD can be categorised as modifiable and non-modifiable where smoking is the most risk factor for COPD. The modifiable factors are second-hand smoke, smoking, air pollution and unhealthy lifestyles with the non-modifiable being inherited conditions like alpha-1 antitrypsin deficiency, increase in age and genetics (CDC, 2022). Despite this, the outcomes of the disease are influence by more than biological factors alone. As stated by the Engel's biopsychosocial model, the biological processes interact with social support, adherence to treatment, socioeconomic issues and psychological wellbeing to shape the experiences of the patients and progression of the disease (Lunn, Restrick & Stern, 2017; Figure 6). As stated by Berger, Kapella and Larson (2011), many people with COPD live with fear and stigma and this makes holistic self-management crucial for improving quality of life. This reflects what NHS states that people with LCTs should be helped to live well with them through integrated care and personalised support (Roddis et al., 2016). This will ensure patients have incorporated COPD into their daily lives and maintain wellbeing wherever possible. 
[image: A biopsychosocial model, as in the study of Engel 49 : adapted for COPD...  | Download Scientific Diagram]
Figure 6: Biopsychosocial model adapted for COPD (Lunn, Restrick & Stern, 2017)
[bookmark: _Toc234362780][bookmark: _Toc235143121]IMPACT OF THE LONG-TERM CONDITION
[bookmark: _Toc235143122]PHYSICAL IMPACT
Chronic obstructive pulmonary disease (COPD) physically impacts individuals where a person is not able to perform daily activities and be independent. As stated by WHO (2022), the limitation of airflow that happens persistently leads to fatigue, breathlessness and chronic cough and this affects the ability of the patient to participate in work and leisure activities and also be exercise tolerant. With the disease continuing, it leads to exacerbations which affects the function of the lungs, exercise performance and quality of life hence hospital admissions (Anzueto, 2010). Again, as stated by Barnett et al. (2012), COPD is also associated with multimorbidity which include depression, diabetes, anxiety and cardiovascular disease and this increases the treatment costs and also leads to fragmented care. The people that live with LCTs often experience greater treatment burden that come from multiple treatments and appointments that focus on individual conditions and fragmented healthcare (Witham et al., 2026). 
[bookmark: _Toc235143123]PSYCHOLOGICAL IMPACT
COPD also has psychological impacts that can be impactful just like its physical symptoms. Depression and anxiety are common comorbidities in the patients that have COPD because of repeated exacerbations and being uncertain about the future health (Pumar et al., 2014). Again, as stated by Clancy et al. (2009), many of the individuals experience fear, blame and stigma because COPD is associated with smoking. Because of the emotional challenges, many patients might be unwilling to participate in pulmonary rehabilitation or maintain healthy behaviours and this might lead to poor health outcomes. Despite this, Roddis et al. (2016) state that the individuals who have understood and accepted their condition as long-term in nature participate in its management and can maintain their wellbeing despite ongoing illness. This aligns with the biopsychosocial model which state that the interaction of biological, psychological and social factors influences health outcomes (Lunn, Restrick & Stern, 2017). It is therefore the duty of healthcare professionals to offer education, emotional support and shared decision-making to patients. 
[bookmark: _Toc235143124]SOCIAL IMPACT
Again, COPD also has social impact which goes beyond the individual to now affect families and those who take care of the patients. As stated by Clark et al. (2022), worsening persisting breathlessness contributes to lower workforce participation with direct financial consequences greatest for older males. Philip et al. (2026) adds on this by stating that breathlessness can lead to social isolation and loneliness which leads to increased morbidity and mortality as loneliness is a risk factor of poor health. Therefore, COPD has wider implications on families and those who take care of them as explained below. 
[bookmark: _Toc235143125]WIDER IMPLICATIONS FOR FAMILIES
COPD has implications that have extended beyond the individual family to affect family members and informal caregivers. As stated by Liu et al. (2025), the provision of unpaid care to COPD patients’ cam be physically and emotionally demanding and might cause burnout to caregivers or be a burden to them. This is supported by Miravitlles et al. (2015) who state that caregiving is physically, emotionally and financially demanding work specially for patients with COPD and it induces high caregiver burden where it might also be associated with a decrease in their quality of life and have a significant impact on their health. The caregivers might also experience anxiety related to the progression of the disease, exacerbations and end-of-life decision-making (Liu et al., 2025). The impacts shows that These effects show how it is important to consider COPD as a family disease when a family member has it instead of leaving it to an individual alone. To ensure that both the carers and the patients with COPD have received coordinated support, NHS has come up with multidisciplinary collaboration and Integrated Care Systems (ICSs) (NHS England, 2022). As stated by Smith et al. (2015) it is important to ensure that carers have been considered in care planning because this will ensure an improvement in adherence to treatment and communication. Therefore, to ensure that there is a long-term person-centered care that is effective, the physical, social and psychological impacts of COPD have to be addressed.
[bookmark: _Toc234362781][bookmark: _Toc235143126]EVIDENCE-BASED MANAGEMENT AND TREATMENT
The diagnosis of COPD is based on characteristic symptoms that the patients at risk should be asked about like cough, dyspnea, diminished physical reserve, and frequent airway infections and this happens together with abnormal pulmonary function tests (Burkhardt & Pankow, 2014). As stated by Bailey (2012), spirometry is the gold standard for making the diagnosis of COPD and it is conducted in case of suspected COPD (Figure 7). The diagnosis of COPD goes beyond diagnosing airflow limitation and involves supplemental tests like pulse oximetry and laboratory assessments like CRP, chest X-ray, electrocardiograph, and arterial blood gases (Celli et al., 2023). After the diagnosis has been conducted, it is recommended by NHS to have personalised care based on the severity of COPD and what the patient prefers (NICE, 2020). The treatment of the disease includes antibiotics, corticosteroids, and bronchodilators. The nonpharmacologic treatments not only can help relieve the symptoms of the patients but may also prevent future exacerbations (Papke & Loo, 2024). COPD cannot be cured by medication alone that is why NHS puts emphasis on cessation of smoking, vaccinations, educating the patients, exercising regularly and pulmonary rehabilitation as important components of long-term management (NHS England, 2022). The components are very important because they enhance exercise tolerance and ensure patients can manage the disease in an effective way while ensuring quality of life. 
[image: ]
Figure 7: Spirometry (Cleveland Clinic, 2024)
Again, there is a need of multidisciplinary care that involves addressing physical, psychological and social needs of the COPD patients.  A multidisciplinary care ensures that care has been delivered across primary, secondary and community settings by teams which includes specialist nurses, social workers, dietitians, physiotherapists, general practitioners and specialists in respiration issues (Glasby & Dickinson, 2014). Coordination is further strengthened by Integrated Care Systems (ICSs) because they improve communication between the social and health care services and also reduce fragmented car for the people who are living with LCTs (Health and Care Act, 2022). Therefore, the treatment of COPD is a combination of many components which include multidisciplinary care, self-management support, rehabilitation and evidence-based treatment and all these reflect how NHS is committed to provide holistic care that is patient-centered for those with the disease. 
[bookmark: _Toc234362782][bookmark: _Toc235143127]THEORETICAL PERSPECTIVES USED IN UK
[bookmark: _Toc235143128]THE HOUSE OF CARE MODEL
One of the major frameworks that are used in UK to support the management of long-term conditions like COPD is the House of Care model. This model was developed by the NHS and it promotes care that is person-centered as it allows the patients with LCTs and clinicians to work together in determining and shaping the support needed to enable them live well with the condition (Coulter et al., 2016). The model does not perceive patients as passive recipients of care but instead as experts of living with the condition and encourages them to ensure they have taken care of their health (NHS England, 2022). The model is built around four components that are interconnected and they are commissioning, engaged, informed individuals and carers, organisational and clinical processes and health and car professionals working in partnership (Reidy et al., 2016; Figure 8). The model is relevant for COPD because to effectively manage the condition involves more than just medication as it involves smoking cessation, modification of lifestyles and pulmonary rehabilitation. One major strength of the model is its emphasis on integration of primary, secondary and community services (Reidy et al., 2016). Despite this, for the model to be effective, resources have to be sufficient, access specialist and also community support services (NHS England, 2022). These might not be similar in different NHS organisations. 
[image: The House of Care Model (NHS England).]
Figure 8: The House of Care Model (NHS England) (Reidy et al., 2016)
[bookmark: _Toc235143129]INTERNATIONAL MODEL
[bookmark: _Toc235143130]CHRONIC CARE MODEL (CCM)
A framework that is recognised across the globe is Chronic Care Model (CCM) that was developed in the Unites States by Wagner and colleagues. Th aim of this model is to enhance healthcare services for individuals with chronic diseases using a preventive approach (Grudniewicz et al., 2023). This is supported by Wagner (1998) who states that the model enhances healthcare services for chronic patients through creation of productive interactions between informed patients and proactive healthcare teams. The model consists of six elements which are community resources and policies, healthcare organisation, delivery system design, self-management support, decision support and clinical information systems (Figure 9).
[image: The Chronic Care Model. Developed by the MacColl Institute, © ACP-JSIM... |  Download Scientific Diagram]
Figure 8: The Chronic care model (Gee t al., 2015)
Instead of just focusing on treatment of acute episodes alone, the model focuses on coordinated, multidisciplinary and preventive care (Gee t al., 2015). Both the Chronic Care Model and House of Car Model put emphasis on patient education, patients managing themselves and health professionals collaborating. Despite this, the House of Care Model puts greater emphasis on shared decision-making and personalised care in NHS while CCM provides a framework that can be used by any healthcare system in the globe. Although both support multidisciplinary care, the House of Care Model is mostly applied in the UK because of aligning with the policies of NHS and national guidelines for dealing with LCTs (NHS England, 2022). On the other hand, CCM is global and puts emphasis on important of community resources and redesigning of healthcare systems. 
[bookmark: _Toc234362783][bookmark: _Toc235143131]POLITICAL AND HEALTH AND SOCIAL CARE AGENDAS
Managing COPD in UK is guided by national policies that promote patient-centered care for the people who are living with LCTs. Integrated Care Systems (ICSs) were formally established under the Health and Care Act 2022 as area-based agencies responsible for planning local services to improve health and reduce health inequalities (Arnold-Forster et al., 2026). For the people living with COPD this meant they are able to access community support services, smoking cessation programmes and pulmonary rehabilitation. The NICE guidelines also establish the gold standard for clinical respiratory care across the NHS. They ensure quality by highlighting pathways which are evidence-based for pulmonary rehabilitation, diagnosing and pharmacological treatments (NICE, 2023). Frameworks like House of Care national strategies encourage personalised care and also recognise that patients are not just passive recipients of care but should also be involved in taking care of their health. 
Although there are still policy developments, implementation continues to be affected by challenges. Ther is more pressure that is placed on the NHS resources and specialists because many people are ageing and this has increased multimorbidity and demand for long-term services (The King's Fund, 2022). Again, the access to programmes that support smoking cessation and pulmonary rehabilitation are different in in different regions and has contributed to inequalities in health outcomes (NHS England, 2022). There is also a shortage in healthcare professionals and staffing which affecting the delivery of care (Shemtob et al., 2023). To address these challenges, there is a need of investment in collaborating between health and social care organisations and personalised care. 
[bookmark: _Toc234362784][bookmark: _Toc235143132]RECOMMENDATIONS FOR FUTURE PRACTICE
[bookmark: _Toc234362785][bookmark: _Toc235143133]STRENGTHEN PERSON-CENTRED CARE AND SELF-MANAGEMENT
[bookmark: _Toc235143134]PERSON-CENTRED CARE
This is a fundamental principal in managing long-term conditions like COPD because it recognises that healthcare has to be tailored to individual needs, values and preferences of each patient instead of focusing just on disease. As per NHS England (2022), person-centred care ensures that patients have participated in making of decsions about their treatment through shared decision-making. This is very important because the symptoms, and treatment of COPD patients vary with individuals. As per NICE (2025), it is important for care plans to consider the severity of the symptoms and the goals of the patients so that they can improve the quality of life. Still. The person-centred care recognises the emotional, psychological and social challenges associated with COPD and this ensures that support has extended beyond only medical interventions hence future practice should consider that. 
[bookmark: _Toc235143135]SELF-MANAGEMENT
This is an essential component of COPD care as patients live with it daily and they should be able to know symptoms, prevent progressions and adhere to treatment plans. As stated by Roddis et al. (2016), effective self-management ensures that patients with LTCs have integrated them into their daily lives while maintaining well-being and independence. Again, NHS England (2022) puts emphasis of education patients in smoking cessation, participating in pulmonary rehabilitation programmes and maintain physical activity. This ensures that patients are confident in dealing with their conditions. It is further argued by Hale et al. (2024) that accepting COPD as chronic disease ensures that people have participated in disease management leading to improved quality of life. 
[bookmark: _Toc235143136]END-OF-LIFE CARE
[bookmark: _Toc234362787]This is an important component of advanced of advanced COPD management because of the disease being progressive and might lead to severe breathlessness and a decline in the quality of life. As stated by Iyer et al. (2022), for the patients who are living with advanced COPD there is the need of palliative care and end-of-life care to manage alleviating anxiety and take care of the dignity of the patient. This approach is important because it ensures that patients have maintained dignity while offering support to families and caregivers during the final stages of the illness. 
CONCLUSION
Chronic obstructive pulmonary disease (COPD) is a common long-term disease that has no cure but it can be prevented or managed through care that person-centred and coordinated. As seen in the booklet, to effectively manage COPD is not just about treatment but also includes measures like smoking cessation, change of lifestyle, pulmonary rehabilitation, multidisciplinary care and accurate diagnosis. The disease affects individuals socially, psychologically and physically and its effects extend to families and caregivers by reducing independence, anxiety and stigma. For healthcare systems in UK and globally to fully integrate person-centred care, shared decision-making and self-management, guidance is given by the House of Care framework and the Chronic Care Model. 
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