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Abstract

Background: Chronic obstructive pulmonary disease (COPD) is a progressive respiratory condition that
substantially impairs patients’ health-related quality of life (HRQoL). Beyond lung function deficits, a variety of clinical,
psychological, and social factors influence how COPD patients experience their daily lives. Over the past decade,
research has increasingly focused on identifying key determinants of QoL in COPD, recognizing that improving QoL is
a primary goal of COPD management. This narrative review summarizes evidence (2015-2025) on major factors
affecting QoL in COPD patients, including disease severity, comorbid conditions, psychological status, physical
activity, exacerbation frequency, social support, access to care, and treatment adherence. Consistent themes and
gaps in the literature are highlighted, and we conclude by discussing how these factors interact to shape patient
outcomes and where future research is needed.

Objective. The primary objective of this review was to summarize and analyze modern approaches aimed at
improving the quality of life in patients with chronic obstructive pulmonary disease (COPD). Specific focus was placed
on pharmacological therapies, pulmonary rehabilitation, psychosocial interventions, telehealth, self-management
education, lifestyle modifications, and integrated care models.

Search strategy. A narrative literature review was conducted using electronic databases including PubMed,
Scopus, and Cochrane Library. The search included studies published from 2015 to 2025 using keywords such as:
“COPD’, “quality of life”, “pulmonary rehabilitation”, “self-management”, “psychological interventions”, “digital health”,
“triple therapy”, and “integrated care”. Preference was given to systematic reviews, randomized controlled trials, and
high-quality cohort studies published in peer-reviewed journals in English.

Results and conclusions. Recent studies confirm that various modern interventions can significantly improve the
quality of life in COPD patients. Optimized pharmacological treatments, particularly triple inhaler therapy, help reduce
symptoms and exacerbations. Pulmonary rehabilitation consistently enhances physical function and well-being.
Psychological support, including cognitive-behavioral therapy, reduces anxiety and depression, positively affecting
emotional health. Telehealth and mobile tools improve patient engagement and self-management, while structured
education programs lead to better disease control and reduced hospital visits. Nutritional support and regular physical
activity improve strength, endurance, and daily functioning. Integrated, multidisciplinary care models have shown the
strongest overall impact, improving both quality of life and healthcare outcomes when delivered in a coordinated and
patient-centered manner.

Keywords: COPD, quality of life, pulmonary rehabilitation, self-management, psychological interventions, digital
health, triple therapy, integrated care.
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Beepenue: XpoHudeckas obcTpyktmBHas 6GonesHb nerkux (XOBJ1) - 3T0 nporpeccupyloliee pecnupaTtopHoe
3abonesaHne, KOTOPOE CyLIECTBEHHO YXyOWaeT KayeCTBO XM3HW MAUMEHTOB, CBSI3aHHOE CO 340poBbeM. [Momumo
HapylleHWs (YHKUMW Nerkux, Ha MOBCEOHEBHYI XM3Hb naumeHToB ¢ XOBIT BAnSIOT pasnuuHble KIMMHUYECKKe,
MCUXONOTMYECKNE W coumanbHble akTopbl. B TeyeHue nocnegHero [JecATUneTMss wccnegoBaHus Bce Oornblue
(hOKyCMpOBanUCb Ha BbISIBMIEHUM KMKOYEBLIX (PAKTOPOB, OMpeensiowmx ka4yectso wusHu npu XOBJ, npusHasas, uTo
YNYYLLIEHWE Ka4yeCTBa XM3HW SBNSETCS OCHOBHOW Lienbto neveHns XOBJT. B aTom 063ope 0600LieHbl hakTnyeckne gaHHble
(2015-2025 rr.) 06 OCHOBHbIX (pakTOpax, BAMSIOWMX Ha KayecTBO xM3HW naumeHtoB ¢ XOBJI, Bkmoyas TsxecTb
3abonesaHus, COMyTCTBYIOLNE COCTOSIHUS, MCUXOMOTUYECKUIA CTaTyC, (DU3MYECKY aKTMBHOCTb, 4acToTy 0BOCTpeHun,
coupanbHyto MOAAEPXKKY, BOCTYN K MEOWULMHCKON MOMOLM U MPUBEPXEHHOCTb neveHuto. Boigenswtcs obwpe Tembl
npoBenbl B UTepaType, W B 3akntodeHne Mbl 00CYyXaaeM, kak 3T (hakTopbl BIUAKOT HA pe3ynbTaThbl IEYEHUS NaLNEHTOB
roe Heobxoaumbl ByayLume nccnenoBaHus.

Llenb. OcHoBHOW Lienblo faHHOro 063opa Obino 0606LeHre 1 aHanmu3 COBPEMEHHBIX MOAXOLOB, HaMpaBMEHHbIX Ha
YNyYLLIEHWE Ka4eCTBA KWU3HU NALMEHTOB C XPOHNYECKoM 06CTpyKTMBHOI BonesHbto nerkux (XOBI). Ocoboe BHUMaHKWe 6bino
yaeneHo hapMakonornyeckon Tepanum, NerovHoin peabunuraumm, NCMXocounanbHbIM BMeLLATENBCTBAM, TeNeMeauLmHe,
0by4eHN0 CamoynpaBeHmIo, U3MEHEHNK0 00pa3a XU3HW U MOAENSM KOMMIIEKCHOTO yXozaa.

Crpaterusi noucka. Ob63op HayyHoW nuTepaTypbl Obln NMPOBEAEH C WUCMOMb30BAHWEM SNEKTPOHHbIX 6a3 AaHHbIX,
Bkntovas PubMed, Scopus u KokpaHoBckyto bubnnoteky. Mouck Bktoyan uccnegosanus, onybnukoeanHble ¢ 2015 no 2025
rogel, C MCMOMb30BaHMEM TakuX KueBblx cnos, kak “XOBJT’, “kayectBO Xu3HW', “merovyHas peabunuraums’,
‘camoynpaBneHue”’, “ncuxonoruyeckne BMelLaTenbCTBa”’,  “UMPPOBOE  3ApaBOOXpaHeHMe’, “TpoidHas Tepanus® U
“komnnekcHas nomolyy”. MpegnoyTeHne 0TAaBanoCh cucTeMaTMyeckum 063opam, paH4OMU3MPOBaHHBIM KOHTPONMPYEMBIM
MccnefoBaHUAM U BbICOKOKA4YECTBEHHBIM KOrOPTHBIM WUCCIIed0BaHMsM, OMyOnMKOBaHHBIM B PELIEH3MPYEMbIX XypHanax Ha
QHIMIMNCKOM $A3bIKe.

Pe3ynbTathbl 1 BbiBOAbI. HegaBHWe uccnenoBaHWs MOATBEPKOAT, YTO pasnuyHble COBPEMEHHbIE BMELLATeNbCTBa
MOTYT 3HAYUTENbHO YNYYWWTb Ka4eCTBO XM3HW naumeHToB ¢ XOBJ1. OnTummuanpoBaHHble hapMakonoruyeckme MeTobl
NeYeHnsl, B 4aCTHOCTU Tepanusi TPOWHBIMM WHransTopamu, NMOMOralT YMEHbLUMTL CUMMTOMbI W 0BOCTpeHNs. JleroyHas
peabunutaumst HeM3MEHHO ynyywaeT uandeckne yHKLWAM M CaMOYyBCTBME. [1CMXOMOrMYeckas Noagepkka, BKIodast
KOTHUTWUBHO-NOBEAEHYECKYI0 TEPanuI0, CHWKAET TPEBOXHOCTb M LENpeccuio, NOMOXUTENbHO BAWSAS Ha SMOLMOHAmNbHOE
30O0pOBbE.

TenemeguumHa 1 MOBUMBHbBIE MHCTPYMEHTBI YAYYLWAKOT B3aUMOAENCTBME C MALMEHTaMU M X CaMOyNpaBrieHue, B TO
BPEMSI KaK CTPYKTYpUpOBaHHble 0Opas3oBaTeNbHble NporpamMmbl  YyyllaloT KOHTpOnb 3aboneBaHuii W COKpaLlatoT
KOnM4ecTBO MocelyeHuit GonbHuY. Mopaepkka B NMUTaHWM U perynspHas uanyeckas akTMBHOCTb MOBBILAKT CUMY,
BbIHOCIIMBOCTb U YNyyLIaOT NOBCEOHEBHYIO XM3HEOEATENbHOCTb. VHTErpupoBaHHble, MynbTUAUCLMNNAWHAPHBIE MOodenu
OKa3aHWsl MeAULIMHCKON MOMOLLW NoKa3an HanbonbLumii 06LLmin adhdhekT, yyJluas Kak Ka4ecTBO XKU3HM, Tak U pesynbTaThl
MEAMLIMHCKOro 06CNYXMBaHWUS, €CAIM OHYU MPEAOCTABASIOTCA CKOOPAMHUPOBAHHO M C YYETOM MHTEPECOB NaLMeHTa.

Knroyeenie cnosa: XOBJI, kayecmeo XusHU, fe2o4yHas peabunumayusi, camoynpasneHue, ncuxonoauyeckue
gMewamenscmea, Ylgpogoe 30pagooxpaHeHue, mpoliHas mepanusi, KOMNIEKCHasi NOMOWb.
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Kipicne: Cosbinmansl o6ctpyktueTi ekne aypybl (COBA) — HaykacTblH, AeHcaynbikka OainaHbICTbl emip canachiH
aiTapnblKTalh TOMEHOETETIH yaAeMeni pecnmpaToprblk aypy. Okne KbiaMeTiHiH, Oy3binybiMeH katap, COBA-MeH aybipaTbiH
HayKacTapablH, KyHAENIKTi eMipiHe Typni KIMHUKANbIK, NCUXONOrUANbIK XaHe aneyMeTTik daktopnap acep etefi. CoHsbl
oHXbInabiKTa 3epTTeynep COBA xarfailbiHIa eMip canacbiHa acep eTETIH Heriari hakTopnapabl aHbikTayra kebipek KeHin
Benypne, eiTKeHi emip canacblH xakcapTy OCbl aypyabl emaeyaiH, 6acTbl MakcaTtbl peTiHae kapacTbipbinadbl. byn wonyna
2015-2025 xbingap apanbirbiHgasbl ganengi gepektep Herisinge COOA-MeH aybipaTbiH HaykacTapablH, eMip canacbiHa
aCep eTeTiH Heriari pakTopnap KapacTbipblinagbl: aypyablH, ayblpblfbl, KaTap XKyPETiH aypynap, NCUXOMOTUANbIK, XKaFaan,
cuankanbik BenceHminik, eplwynepaiH xuiniri, aneymeTTik Kongay, MeQuUMHANbIK KeMekKke KOIKETIMAINIK XaHe emaeyre
Oeiinginik. 9aebuetteri opTak TakbIpbINTap MEH ONKbIIBIKTAP alKbiHAANbIN, COHbIHAA OCbl (DaKTOpnapablH, em
HaTWXENepiHe Kanan acep eTeTiHi xaHe Gonallak 3epTTeynepaiH 6afbiTTapbl TankbinaHags!.

Makcatbl: Byn wonyabiH, Herisri Makcatbl — CO3bliManbl o6CTpykTuBTI ekne aypybiMeH (CO®SA) aybipaTbiH
HaykacTapblH, eMip canacblH akcapTyFa OarblTTanFaH 3amaHayw Tacingepdi XuHakTtan, Tangay. Epekwe Hasap
(hapmakonorusarnelk TepanusFa, eknenik OHanTyFa, NCUXOLNeYMeTTiK apanacynapa, TenemeauuuHanbik LeliMaepre,
e3iH-03i HacKkapydbl OKpITYFa, BMIP CanTblH e3repTyre XaHe KeLeHAi KyTiM yhrinepiHe aygapbingsi.

I3pey ctpaterusicbl: foinbimu agebuettepre wony PubMed, Scopus xaHe KokpelH kitanxaHachl CeKingi anekTpoHabl
ManimeTTep 6asackl apkpinbl xyprisingi. [3gey 2015-2025 xbingap apanbifbiHa XapusnaHsaH 3epTTeynepai KamTbigbl
KaHe Keneci Herisri cesgep nanganaHeingbl: "COGA", "emip canackl", "eknenik owanty", "e3iH-e3i 6ackapy",
"neuxonorusAnelk, apanacynap”, "UMgpnbik AeHcaynblk caktay", "ylTik Tepanus” xaHe "kelweHAai kemek". ApTbIKLUbIMbIK,
Xyieni wonynapra, paHgoMusaumsanansaH 6akbinaHaTbiH 3epTTEYNEpre XaHe XOofFapbl canasnbl KOropTTblK 3epTTeynepre
Bepingi, onap arbinLbIH TiNIHAET peLeH3nanaHFaH XypHangapaa xapusnaHraH.

Hatnxenep meH KopbiTbiHAbInap: COHfbl 3epTTeynep kepceTkeHgen, Typni 3amaHayu apanacynap COOA-meH
ayblpaTbiH HaykacTapablH, eMip canacbiH efsyip xakcapTta anagbl. dapMakonorusanbik emaey aficTepiH OHTannaHabIpy,
acipece yWTIK UHranauuManslk, Tepanus, CUMATOMAAp MeH epluynepAi asanTagbl. OKNenik OHaNnTy uaMKanbik yHKUNS
MeH aM-ayKaTTbl TypakTbl XakcapTagbl. KorHuTueTi-buxeBnopanbablK TepanusiHbl KamMTUTbIH MCUXOMOTUANbIK Komnaay
Ma3acbI3blK NEH AenpeccusiHbl TOMEHAETIN, 3MOLMOHaNAbIK AeHCaYNbIKTbI XakcapTabl.

TenemeguumHa MeH MOOWNbAi Kypangap NMaUMEHTTEPMiH, ©3-03iH 6AcKapyblH XoHe MeduLMHa Kbl3MeTKeprepiMeH
e3apa ic-apekeTiH XakcapTagdbl, an KypbifbiMaansaH 6inim Gepy bargapnamanapbl aypygbl Gakbinaydbl kakcapTbin,
aypyxaHara XaTKbl3y XUiniriH TeMeHaeTeni. TamakTaHyabl Kongay XaHe TypaxTbl duaukanbik, 6enceHginik Oynwbiket
KyLLiH, Te3iMAinikTi apTTbipbin, KyHAENKTi eMip canacblH XakcapTagbl. VHTerpauusnaqsad, MynbTUAUMCUANNNHAPIBIK,
MeauUmMHanblK KeMeK ynrinepi xannbl TMIMAINIKKe KON XKETKI3iN, emip canacsl MeH MeauuMHanbIK KbI3MET HaTUXKeNnepiH
XakcapTagbl, erep onap yinecTipinin xasHe NauneHTTiH, My4AeCiH eckepe OTbIpbIN yChIHbINCA.

Kinm ce3dep: COOA, emip canacbi, eknenik oHanmy, e3iH-e3i backapy, ncuxonoeusisibiK apanacynap, Yupsbix
OeHcaynblk cakmay, ylwmik mepanus, KeleHoi Kemex.
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Introduction

The quality of life (QoL) in patients with Chronic
Obstructive Pulmonary Disease (COPD) is significantly
impacted by various factors, including disease severity,
comorbidities, and lifestyle habits. COPD is known to cause
both physical and mental health challenges, leading to a
compromised health-related quality of life (HRQOL) for
patients. The presence of comorbid conditions such as
hypertension, diabetes, and cardiovascular diseases further
exacerbates the decline in QoL. This overview will delve
into the specific factors affecting QoL in COPD patients.

Comorbidities  like hypertension, diabetes, and
hyperlipidemia are associated with a lower QoL in COPD
patients. For instance, hypertension affects the "Activity"
and "Impact on life" domains, while hyperlipidemia impacts
the "Symptoms" and "Impact on life" subscales.

Comorbid conditions such as cardiovascular diseases
and diabetes mellitus are significant contributors to the
reduced QoL in COPD patients.

The severity of COPD, as classified by the Global
Initiative for Obstructive Lung Disease (GOLD) staging,
correlates with a decline in HRQOL. More severe stages of
COPD result in higher symptom, activity, and impact
scores, indicating a poorer QoL[21].

Age is another factor, with older patients experiencing a
more significant decline in QoL, particularly in the functional
and psychological domains.

Smoking, obesity, and exposure to air pollutants are
lifestyle factors that negatively affect the QoL in COPD
patients. These factors contribute to both physical and
mental health deterioration.

Poor quality of sleep and the presence of comorbidities
increase the risk of a poor QoL, with comorbidities posing a
2.716 times higher risk.

While the primary focus is on the negative impacts of
COPD on QoL, it is essential to consider the potential for
improvement through early diagnosis, lifestyle changes, and
comprehensive management plans. Integrating pulmonary
rehabilitation and addressing comorbid conditions can help
mitigate the decline in QoL for COPD patients.

Objective. The primary objective of this review was to
summarize and analyze modern approaches aimed at
improving the quality of life in patients with chronic
obstructive pulmonary disease (COPD). Specific focus was
placed on pharmacological therapies, pulmonary
rehabilitation, psychosocial interventions, telehealth, self-
management education, lifestyle modifications, and
integrated care models.

Search strategy. A narrative literature review was
conducted using electronic databases including PubMed,
Scopus, and Cochrane Library. The search included studies
published from 2015 to 2025 using keywords such as:
“COPD”, “quality of life”, “pulmonary rehabilitation”, “self-
management”, “psychological interventions”, “digital health”,
“triple therapy”, and “integrated care”. Preference was given
to systematic reviews, randomized controlled trials, and
high-quality cohort studies published in peer-reviewed
journals in English.

Search results and their discussion.

Factors Affecting Quality of Life in COPD Patients

Objective markers of disease severity correlate with
COPD patients’ quality of life. Patients with more severe

airflow obstruction (lower FEV, % predicted) generally report
worse HRQoL [9]. Similarly, severe dyspnea is a key driver
of poor QoL. Rosifczuk J. et al. (2018) found that greater
dyspnea intensity was associated with significant
deterioration in QoL scores [37]. In a cohort of severe
COPD patients, dyspnea level (e.g. higher mMRC grade)
emerged as an independent predictor of worse St. George’s
Respiratory Questionnaire (SGRQ) scores [36]. These
findings confirm that difficulty in breathing—central to
COPD—strongly compromises daily functioning and well-
being. Measures of functional exercise tolerance also relate
closely to QoL. A reduced six-minute walk distance (6MWD)
or other exercise capacity indices correspond to lower
HRQoL [11]. For instance, Esteban C. et al. (2020) reported
about a 5% QoL improvement per 25-meter increase in
6MWD over time [9], underscoring that patients who
maintain better exercise capacity tend to have higher quality
of life. Conversely, severe fatigue and exercise intolerance
limit patients’ activities and social engagement, contributing
to worse mental and physical health status. Longer duration
of COPD has been linked to gradually declining QoL [38].
Patients in advanced stages who require long-term oxygen
therapy experience particularly poor QoL. Dependence on
supplemental oxygen is associated with markedly lower
scores across QoL domains [38] reflecting the burden of
advanced disease and mobility limitations.

Acute exacerbations of COPD (periods of worsened
respiratory symptoms often requiring additional treatment or
hospitalization) have a profound negative impact on quality
of life. Frequent exacerbations accelerate lung function
decline and introduce physical and emotional stressors that
degrade patients’ health status. Fazekas-Pongor V. et al.
(2021) identified frequent exacerbations as one of the most
important factors adversely affecting HRQoL in COPD [11].
Patients with a history of repeated exacerbations report
significantly worse QoL than those with infrequent or no
exacerbations. Each hospitalization for a COPD
exacerbation can lead to enduring declines in physical
functioning and independence. In a 5-year longitudinal
study, Esteban et al. (2020) found that the cumulative
number of hospitalizations was among the strongest
predictors of poorer HRQoL over time [9]. Exacerbations
not only cause acute deterioration but also often have
lasting effects — patients may develop heightened anxiety
about breathing or activity, reduced confidence, and social
withdrawal —after a severe episode. Preventing
exacerbations (through optimal therapy and self-
management) is therefore critical not just for survival but for
maintaining better QoL. Consistently, studies demonstrate
that exacerbation frequency has a dose-dependent
relationship with QoL impairment: fewer exacerbations
equate to better preserved quality of life [9].

Most COPD patients, especially older adults, have one
or more comorbid conditions — such as cardiovascular
disease, metabolic syndrome, osteoporosis, diabetes, or
others — which can compound the disease burden and
impair quality of life. Multimorbidity in COPD is common and
is linked to worse health status. Rosiriczuk J. et al. (2018)
observed that the presence of additional chronic illnesses
was associated with significant QoL deterioration in COPD
patients [38]. Similarly, a large cross-sectional study found
that the number of comorbidities correlated negatively with
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QoL: patients with several comorbid conditions had much
poorer HRQoL than those with none or few [9]. Comorbid
illnesses impose extra symptoms, disability, and treatment
complexity that can aggravate the limitations imposed by
COPD itself. Certain comorbidities appear especially
impactful. Cardiovascular disease (e.g. chronic heart failure
or ischemic heart disease) in a COPD patient is associated
with more severe dyspnea and worse overall QoL [28]. For
example, concurrent heart disease can worsen exercise
capacity and fatigue, directly lowering physical health
scores, and can also heighten anxiety about health.
Musculoskeletal conditions like arthritis or osteoporosis may
further limit mobility and physical activity, compounding
COPD-related activity limitations. Depression and anxiety —
discussed in the next secton - are also frequent
comorbidities that markedly worsen QoL. In some cases,
clusters of comorbidities (for example, the coexistence of
cardiovascular, metabolic, and musculoskeletal disorders)
have an additive detrimental effect on quality of life beyond
the impact of each condition alone. Notably, recent
research emphasizes assessing and managing the overall
comorbidity burden. Comprehensive indices (e.g. Charlson
Comorbidity Index) or simple counts of comorbid diseases
predict QoL and prognosis in COPD better than any single
diagnosis [11].

Psychological comorbidities are highly prevalent in
COPD and have a well-documented negative influence on
patients’ quality of life. In particular, depression and anxiety
affect a substantial subset of COPD patients (with
prevalence estimates ranging from about 20% up to 50% in
many studies) [45]. The presence of a depressive or anxiety
disorder significantly amplifies the subjective burden of
COPD - patients experience worse symptom distress,
lower motivation, and poorer social well-being, all of which
are reflected in lower HRQoL scores [44]. A recent meta-
analysis confirmed that comorbid depression in COPD is
associated with markedly worse quality of life (pooled
correlation coefficient ~0.48 between depression scores
and poorer HRQoL) [35]. Comorbid anxiety also shows a
significant association with worse HRQoL (pooled r ~0.36),
although the impact of depression tends to be even
stronger [35]. In fact, depression can be one of the single
strongest predictors of poor QoL in COPD. Jang et al.
(2019) conducted a multicenter study of patients with
severe COPD and found that, among various factors
evaluated, the presence of clinical depression was the
major determinant of both disease-specific and generic QoL
measures [17]. In that study, depression status explained
more variance in SGRQ scores than airflow limitation,
dyspnea level, or even exacerbation frequency. This
suggests that the emotional and psychological toll of COPD
(helplessness, hopelessness, loss of interest, etc.) can
overshadow even some physical aspects of the disease in
terms of impact on daily life. Anxiety, likewise, contributes to
worse patient-reported outcomes — for example, anxiety
about breathing or fear of breathlessness may limit activity
and social engagement, leading to a downward spiral in
QoL.These psychological factors and COPD severity can
also interact bidirectionally. Depression and anxiety not only
worsen QoL directly, but they are linked to worse disease
outcomes (higher exacerbation risk, hospitalizations, and
even mortality), which in turn further impairs QoL. Patients

with untreated depression may be less motivated to adhere
to treatments or stay physically active, fueling clinical
deterioration [4].

Physical activity level is a potent modulator of quality of
life in COPD. Patients who maintain regular physical activity
and avoid a sedentary lifestyle experience better functional
status, fewer symptoms, and higher QoL, while physical
inactivity has the opposite effect [15]. In a longitudinal
study, Esteban C. et al. (2020) found that physical activity
(PA) was among the variables with the strongest influence
on HRQoL over a 5-year period, with higher activity levels
associated with significantly better QoL scores [9].
Conversely, physical inactivity and prolonged sedentary
time are well-known to worsen health outcomes in COPD,
including HRQoL [15]. Patients who are chair-bound or
rarely active tend to report more dyspnea and fatigue during
daily tasks, lower mood, and a sense of social isolation, all
contributing to poorer quality of life. Cross-sectional studies
reinforce this link. For example, a recent analysis of a
COPD cohort in Austria (the CLARA Il study) reported that
low self-reported physical activity was associated with
worse respiratory symptoms, more depressive symptoms,
and poorer QoL scores. The authors noted that physical
activity could be a relevant predictor of exacerbation risk,
QolL, and even depressive symptom burden in COPD
patients. This aligns with earlier findings that patients with
very limited activity have higher risk of hospitalizations and
mortality. On the positive side, interventions that increase
physical activity capacity — notably pulmonary rehabilitation
programs involving exercise training — consistently improve
QoL in COPD [16]. Even low-intensity daily activities like
walking or gardening, if done regularly, can vyield
improvements in exercise tolerance and self-efficacy,
translating into better HRQoL. It is important to note that
physical inactivity may be both a cause and consequence of
worse COPD. Patients with severe disease often reduce
activity due to breathlessness, leading to deconditioning
that further worsens symptoms. This vicious cycle
underscores why breaking the sedentary pattern (through
rehabilitation, support for home exercise, etc.) is crucial
[50].

Psychosocial factors, particularly the presence or
absence of social support, significantly affect how COPD
patients cope with their illness and thus influence QoL.
Support can come from family members, friends,
caregivers, or patient support groups. A recent scoping
review by Aravantinou-Karlatou A. et al. (2023) concluded
that social support has a strong positive influence on
patient-reported outcomes in COPD, including quality of life
and emotional well-being [2]. Patients who report having
adequate emotional and practical support tend to
experience less stress and better mental health, buffering
some of the negative impacts of COPD. In contrast, those
with inadequate social/emotional support are at higher risk
of depression and also show a decline in HRQoL over time.
Simply put, patients who feel isolated or unsupported in
dealing with their disease often have worse health status
and lower life satisfaction. Specific aspects of social support
have been studied. For instance, living with a
spouse/partner or with family is generally associated with
higher QoL than living alone for COPD patients. Caregivers
can assist with daily activities, treatment management, and
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provide encouragement to stay active. One study found that
COPD patients who had a dedicated caregiver (often a
spouse) were far more likely to participate in pulmonary
rehabilitation and other beneficial activities than those
without a caregiver. This implies that the presence of
someone to help and motivate the patient can directly
translate into better engagement with care and thus better
outcomes. Social support also extends to peer support
groups and pulmonary rehabilitation programs where
patients support each other - these have shown
psychosocial benefits like reduced loneliness and anxiety
[34]. Notably, a 2020 mixed-methods study in Thailand
highlighted social support as the strongest predictor of
HRQoL among COPD patients in that region. In their
analysis, social support exceeded even clinical factors in
explaining variance in QoL scores, underscoring how critical
support networks are in chronic disease management.
Adequate social support can help patients adhere to
treatments, maintain physical activity, and manage stress.
On the other hand, social isolation can create a vicious
cycle of worsening mood, inactivity, and poor self-care. It is
also linked with increased healthcare utilization; patients
lacking support may delay seeking care or have difficulty
navigating health services, leading to worse health
episodes. In summary, consistent evidence indicates that
strong social support correlates with better quality of life in
COPD, whereas social isolation or low support correlates
with worse outcomes [24].

Broader social determinants — such as socioeconomic
status (SES), education level, and access to healthcare —
also play a role in COPD patients’ quality of life. Lower SES
often correlates with worse COPD outcomes and by
extension poorer HRQoL. Patients of lower socioeconomic
means may have more exposure to risk factors (e.g.
continued occupational smoke exposure), higher stress,
and less access to optimal care, contributing to a heavier
symptom burden and limitations. For example, Fazekas-
Pongor V. et al. (2021) reported that current smoking and
physical inactivity were significant negative predictors of
HRQoL in COPD [11]; these lifestyle factors are often
intertwined  with  socioeconomic  context  (smoking
prevalence is higher in lower SES groups, and opportunities
for exercise may be fewer). Educational attainment is
another important factor: higher education was associated
with better QoL in a Polish COPD cohort, whereas patients
with less education had worse QoL. Education likely
improves health literacy and self-management skills,
enabling patients to better understand and adhere to
treatments and maintain healthier behaviors. Limited
access to healthcare resources can substantially impact
quality of life. COPD patients who face barriers to care —
such as long distances to clinics, lack of transportation, or
financial constraints — may have uncontrolled symptoms
and more frequent exacerbations. A rapid review by Shatto
et al. (2024) found significant geographic and
socioeconomic disparities in COPD outcomes: for instance,
patients from more deprived areas had higher
hospitalization rates and worse mortality [42].

Lower education level was associated with a higher risk
of acute exacerbations in some studies [42], which, as
noted, leads to QoL decline. These findings suggest that
inequities in care access (like availability of primary care,

pulmonary rehabilitation programs, or specialists) can
translate into differences in patient quality of life. Indeed,
roughly half of the studies in that review reported significant
geographical variation in access to COPD care and related
health outcomes. While direct research on “access to care
vs. QoL” is somewhat limited, it stands to reason that
patients  who  receive  guideline-concordant  care
(pharmacotherapy, immunizations, rehab, follow-up)
experience better symptom control and QoL than those who
do not. Socioeconomic challenges can also influence
treatment adherence and psychosocial stress. Financial
difficulties may lead patients to skip medications or
appointments, worsening disease control. Additionally,
those in lower SES brackets might have poor housing
(exacerbating respiratory symptoms) or lack social support
[3].

Adherence to prescribed treatments (such as inhaled
bronchodilators, inhaled corticosteroids, oxygen therapy,
and other medications) is a crucial determinant of symptom
control and quality of life in COPD. Poor medication
adherence is unfortunately common in COPD and has been
consistently linked to worse outcomes and lower QoL.
Studies in the last decade show that roughly 40-50% of
COPD patients do not take their medications as directed,
due to factors ranging from forgetfulness and incorrect
inhaler technique to side-effect concerns and cost [31].
Mohsen et al. (2019) reported that about 45% of patients in
their sample were nonadherent to treatment, and these
patients had significantly worse HRQoL than those who
were adherent [31]. In that study, nonadherence was
associated with higher symptom burden and more frequent
hospital visits, which translated into poorer QoL scores. The
relationship between adherence and QoL can be cyclical:
patients who feel better and have higher QoL may be more
motivated to adhere, whereas those who are depressed or
experiencing side effects may be less adherent, leading to
uncontrolled symptoms that further erode QoL [40]. Several
patient-, disease-, and therapy-related factors affect both
adherence and QoL. For example, complex regimens or
inhalers that are difficult to use can lower adherence and
thus worsen symptom control. Conversely, simplifying
therapy and educating patients on proper inhaler technique
can improve adherence and often yields improved HRQoL
as a result of better disease management. There is
evidence that interventions like adherence counseling,
reminders, or personalized education can modestly improve
medication adherence in COPD. When adherence
improves, studies note reductions in exacerbation rates and
hospitalizations, likely leading to better perceived health
and QoL. Beyond medications, adherence extends to other
aspects of self-management — such as following exercise
recommendations, using supplemental oxygen as
prescribed, avoiding risk factors, and attending pulmonary
rehabilitation. Adherence to these non-pharmacologic
therapies also influences QoL. For instance, patients who
adhere to an at-home exercise regimen after rehab are
more likely to sustain the fitness and QoL gains from
rehabilitation, whereas those who do not may lose those
benefits over time. Treatment adherence is thus an area of
high importance: while strong evidence exists that
nonadherence is linked to worse clinical outcomes and
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QoL, achieving high adherence in real-world patients
remains a challenge [54].

Quality of life in COPD is a multifactorial outcome
shaped by the complex interaction of the factors described
above. Importantly, these factors do not act in isolation;
they often influence one another in positive or negative
feedback loops. For example, a patient with severe airflow
limitation and frequent exacerbations may develop
depression due to loss of function, and that depression can
in turn reduce the patient's motivation to stay active or
adhere to therapy — leading to further clinical deterioration
and even worse QoL. Similarly, low social support might
worsen a patient’s anxiety and self-management, resulting
in more hospitalizations that then further diminish QoL [51].
By contrast, improving one domain can have spillover
benefits: successful pulmonary rehabilitation can increase
physical activity and exercise capacity, improve mood, and
enhance self-efficacy in disease management, jointly lifting
QoL. The evidence base over the last decade is strong for
certain factors. Disease severity (lung function, dyspnea)
and exacerbation frequency are consistently shown to be
major determinants of HRQoL, supported by numerous
longitudinal and cross-sectional studies. The impact of
psychological comorbidities, particularly depression, is also
well-established as a critical factor reducing QoL in COPD
[25]. Physical inactivity and poor exercise tolerance are
universally recognized as contributors to worse outcomes
and QoL, lending support to interventions that target fitness.
These areas represent strong evidence where clinicians
can be confident that addressing the issue (e.g. treating
depression or encouraging activity) is likely to improve
patient quality of life. On the other hand, some domains
have comparatively limited evidence or mixed findings. For
instance, the role of socioeconomic status and health care
access in QoL, while intuitively important, has been less
directly studied — existing data suggest an influence, but
more research is needed to quantify how improving access
to care translates into QoL gains [8]. Social support, too, is
clearly important, but interventions to enhance support
(such as peer support programs or caregiver training) have
not been extensively evaluated for QoL outcomes in COPD.
Additionally, factors like cognitive impairment or frailty are
emerging considerations that may affect QoL but remain
under-researched in COPD populations. Inconsistent
findings exist for demographic factors such as age and sex
— some studies indicate older age is associated with worse
QoL, while others find that older patients may report stable
or even better mental QoL (perhaps due to adjusted
expectations or better acceptance of illness). These
variations highlight the need for more nuanced research
into subgroup differences and the longitudinal trajectories of
QoL as patients age with COPD [53].

Modern Approaches to Improving Quality of Life in
COPD Patients

Optimized pharmacotherapy remains a cornerstone of
improving COPD symptoms and quality of life. In the past
ten years, combination inhalers have become standard for
moderate-to-severe disease. Dual long-acting
bronchodilator therapy (LABA/LAMA) provides greater
bronchodilation, symptom relief, and modestly better health
status compared to single bronchodilators. For patients with
frequent exacerbations or severe symptoms, single-inhaler

triple therapy (inhaled corticosteroid + LABA + LAMA) has
emerged as an important advance. Clinical trials such as
the IMPACT study showed that triple therapy significantly
reduced exacerbation rates and led to small but significant
improvements in St. George’s Respiratory Questionnaire
(SGRQ) scores [26]. A systematic review in 2021 confirmed
that adding an ICS to LABA/LAMA (triple therapy) yields a
greater improvement in SGRQ (mean ~1.7-point
improvement versus dual therapy) along with improved lung
function [22]. Although the average QoL gain from triple
therapy is below the 4-point threshold for a clinically
important difference, many patients experience better
symptom control and fewer exacerbations, which
cumulatively enhance daily well-being [22]. It is notable that
triple therapy’s benefits must be balanced against risks (e.g.
pneumonia in ICS users), so current guidelines recommend
it for patients with persistent symptoms or exacerbations
despite dual therapy. Beyond inhalers, other pharmacologic
approaches contribute to quality of life improvements in
select cases. Phosphodiesterase-4 inhibitors (e.g.
roflumilast) and long-term macrolide antibiotics have been
used in patients with chronic bronchitic phenotypes or
frequent exacerbations; these interventions primarily reduce
exacerbation frequency, which can secondarily improve
HRQoL by preventing illness episodes [12]. While their
direct impact on QoL scores is modest, they address factors
(exacerbations, bronchitis symptoms) that otherwise
degrade quality of life. More recently, there is exploration of
biologic therapies (e.g. anti-IL5 or anti-IL33 antibodies) in
COPD, but to date ftrials have not shown clear
improvements in exacerbation rates or QoL for most
patients. Overall, the optimization of inhaled therapy (with
newer devices and combinations) has been the most
impactful pharmacologic development in the past decade
for QoL - improving daily symptom burden, exercise
tolerance, and reducing flare-ups that disrupt patients’ lives
[26].

Pulmonary rehabilitation (PR) is a comprehensive
intervention (typically exercise training plus education and
counseling) that has longstanding evidence for improving
COPD outcomes. In the last ten years, further evidence has
solidified PR’s role in enhancing quality of life. A 2015
Cochrane review of 65 trials found that rehabilitation leads
to clinically significant gains in disease-specific QoL
measures and exercise capacity compared to usual care
[29]. Patients in PR achieved greater improvements than
the minimum clinically important difference on instruments
like the Chronic Respiratory Questionnaire, across domains
of dyspnea, fatigue, emotional function and mastery [29].
These benefits translate into patients feeling less breathless
in daily activities, more energetic, and more confident in
managing their disease — all key components of improved
life quality. Notably, the Cochrane analysis concluded that
further trials versus true usual care were unnecessary,
given the unequivocal benefit of PR on HRQoL and
functional exercise tolerance [29]. Recent work has focused
on expanding access and sustaining PR benefits over time.
Home-based and community-based pulmonary
rehabilitation programs have been developed as
alternatives to traditional center-based classes. Studies
suggest that properly structured home-based PR can yield
comparable  short-term  improvements in  exercise
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endurance and QoL as outpatient programs, which is
promising for patients facing travel or mobility barriers [30].
However, maintaining the gains of PR long-term remains
challenging. Follow-up studies show that without ongoing
maintenance, improvements in 6-minute walk distance and
symptom scores can diminish after 6-12 months. Efforts
such as low-frequency maintenance exercise sessions or
tele-rehabilitation are being tested to prolong PR’s positive
impact. Nonetheless, pulmonary rehabilitation is established
as one of the most effective non-pharmacologic therapies to
improve quality of life in COPD, yielding better exercise
capacity, reduced dyspnea, and enhanced daily functioning
[29].

Addressing the psychological burden of COPD has
become increasingly recognized as essential for quality of
life improvement. Many COPD patients suffer from
depression, anxiety, panic related to breathlessness, and
social isolation, which can all worsen perceived health
status. In the past decade, studies of psychosocial and
behavioral interventions have shown meaningful benefits. A
comprehensive meta-analysis by Farver-Vestergaard |. et
al. (2015) found that psychologically-based interventions
(such as cognitive-behavioral therapy, anxiety management
training, or supportive counseling) significantly reduced
symptoms of anxiety and depression and led to
improvements in COPD patients’ quality of life [10]. The
interventions in these studies ranged from brief education
plus relaxation training to multi-session CBT programs,
delivered individually or in groups. Overall, patients
receiving structured psychological support had better
HRQoL and emotional well-being than control groups, with
effects beyond those achieved by standard pulmonary
rehab alone [10]. This underscores that treating the mind-
body interaction in COPD - alleviating fear, stress, and
mood disturbance — translates into better daily functioning
and coping. Specific behavioral strategies have been tested
with positive results. Cognitive-behavioral therapy (CBT)
tailored for COPD-related anxiety can reduce catastrophic
thinking about breathing and improve self-management of
panic symptoms. For instance, a randomized trial reported
that a brief CBT program delivered by respiratory therapists
not only lessened anxiety levels but also reduced urgent
healthcare use, suggesting patients felt more in control.
Patients who learn coping skills for breathlessness and
anxiety tend to regain confidence in exerting themselves,
thereby becoming more active and improving their life
quality. Additionally, novel approaches such as group
singing therapy have shown psychological and QoL
benefits. In a community trial, COPD patients who
participated in weekly group singing for 3-6 months had
significantly reduced depression scores and better disease-
specific quality of life (measured by the COPD Clinical
Questionnaire) compared to controls [27]. Participating in
singing (a form of musical therapy) likely provided both
respiratory exercise and social interaction, highlighting the
value of creative, enjoyable activities to improve mood and
social well-being in COPD. Behavioral interventions like
smoking cessation support, breathing techniques (e.g.
pursed-lip breathing training), and energy conservation
strategies also play a role. Smoking cessation is
fundamental to slowing disease progression; quitting
smoking can lead to improved cough and sputum

symptoms over time and prevents further decline in
exercise capacity, thereby contributing to better HRQoL
long-term [7]. Meanwhile, training in breathing and pacing
techniques helps patients manage dyspnea during
activities, reducing fear of breathlessness and fostering
independence. In summary, interventions targeting the
psychological and behavioral dimensions of COPD — from
formal therapy to support groups and relaxation techniques
- have proven to enhance quality of life by improving
mental health, self-efficacy, and coping. Incorporating
psychological care into routine COPD management is a
modern paradigm for holistic improvement of patient well-
being [10].

Digital health innovations and telemedicine have
expanded rapidly, especially in recent years, offering new
ways to support COPD patients and potentially improve
their quality of life. Telehealth interventions range from
remote monitoring of symptoms and telecoaching, to
videoconference pulmonary rehabilitation and smartphone
applications for self-management. Evidence from the past
decade indicates that these technologies can yield
meaningful benefits [20]. For example, a 2024 network
meta-analysis by Chang et al. compared various eHealth
interventions and found that web-based programs and
mobile apps significantly improved health-related quality of
life in COPD patients (measured by validated
questionnaires), relative to usual care [5]. Among different
modalities, web-based interventions were identified as the
most effective in enhancing QoL, while telemonitoring was
most effective for improving exercise endurance. These
findings suggest that giving patients interactive online tools
- such as web portals with educational content, symptom
tracking, and feedback — empowers them to better manage
their condition, leading to improved daily health status.
Several studies have shown specific outcomes from
telehealth programs. Remote patient monitoring systems,
where patients regularly upload spirometry readings or
report symptoms via phone/app, can enable early
intervention for exacerbations and personalized coaching
[1]. Meta-analyses of telemonitoring report modest
improvements in QoL scores and reductions in hospital
admissions. Telehealth interventions often incorporate tele-
consultations or telecoaching: nurses or respiratory
therapists providing scheduled phone or video support. This
ongoing support improves patients’ confidence in self-care
and adherence to treatments, translating into better HRQo.
During the COVID-19 pandemic, telehealth pulmonary
rehabilitation (home exercise training supervised by video
call) became more common; studies found that tele-rehab
can produce similar improvements in exercise capacity and
QoL as center-based PR, broadening access to this vital
service. Digital tools also include smartphone applications
that guide inhaler use, remind patients to exercise or take
medications, and educate patients with interactive content
[19]. Many COPD apps now incorporate symptom diaries
and action plan prompts. A common observation is that
patients using such digital self-management tools report
feeling more in control and less anxious about their disease,
which in turn improves their perceived quality of life. Of
course, the success of telehealth depends on patient
engagement and the usability of technology, but when
implemented well, telehealth programs can reduce isolation,
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improve disease monitoring, and enhance access to care —
all contributing to improved QoL [5].

Encouraging effective  self-management  through
education and coaching has been a major focus of modern
COPD care. Structured self-management programs aim to
teach patients skills to manage symptoms, adhere to
therapy, recognize early signs of exacerbation, and adopt
healthy behaviors. In the last decade, strong evidence has
accumulated  that  well-designed  self-management
interventions can improve health status and reduce
hospitalizations [48]. A 2022 Cochrane review (updating
prior analyses) included over 6000 COPD patients and
found that self-management interventions likely improve
health-related quality of life as measured by the SGRQ, with
an average improvement of about 2.9 points versus usual
care. Although this mean improvement did not quite reach
the 4-point MCID, some trials did achieve clinically
meaningful benefits, and importantly, the interventions
significantly reduced the risk of respiratory-related hospital
admissions (by about 25%) [41]. Fewer exacerbation
hospitalizations directly correlates with better QoL, as
patients avoid the physical and psychological stress of
acute illness episodes. Key components of successful self-
management programs include: individualized action plans
for exacerbations (with instructions on medication
adjustment and when to seek care), inhaler technique
training, education about the disease and treatments,
coping strategies for dyspnea, and regular follow-up to
reinforce skills. Programs often involve multi-disciplinary
input (nurses, respiratory therapists, pharmacists) and
behavioral techniques to enhance adherence. Patients who
are actively engaged in self-management gain a sense of
autonomy and mastery over their condition, which improves
their confidence and mental well-being. They also tend to
have better medication adherence and make appropriate
use of health resources, preventing crises [47]. The
evidence supports that COPD self-management education
improves multiple domains of quality of life — from physical
aspects (exercise tolerance, symptom control) to emotional
aspects (reducing anxiety about exacerbations). For
example, patients frequently report that knowing how to
respond early to symptom worsening reduces their fear and
improves their day-to-day security. One notable finding is
that self-management interventions are generally safe and
not associated with increased mortality or adverse
outcomes [41].

Given the systemic effects of COPD, attention to
nutrition and lifestyle factors has become an important part
of improving patient well-being. Many COPD patients,
especially those with advanced disease, experience weight
loss and skeletal muscle dysfunction (cachexia) which
worsen exercise tolerance and HRQoL. Conversely, others
may be overweight or have poor dietary quality, contributing
to cardiovascular risk and dyspnea. Nutritional interventions
in COPD focus on correcting malnutrition, optimizing body
composition, and ensuring adequate energy for daily activity
[32]. Recent studies have demonstrated that targeted
nutritional support can yield benefits in functional status and
quality of life. For example, a 2025 clinical study by Zhang
et al. evaluated individualized nutrition management in
COPD patients and found significant improvements in
nutritional status, exercise capacity (6-minute walk test

distance), and quality of life scores (CAT questionnaire)
compared to standard diet advice. The group receiving
personalized nutrition plans (with dietitian counseling and
oral nutritional supplements when needed) had greater
gains in weight and muscle strength, which translated into
higher QoL scores and better pulmonary function than
controls [52]. This aligns with earlier evidence that oral
nutritional supplementation in underweight COPD patients
can improve body weight, respiratory muscle strength,
exercise tolerance, and HRQoL [6]. Gaining even a few
kilograms of lean mass can help patients breathe and move
more easily, directly enhancing daily life. Beyond
addressing undernutrition, dietary quality and specific
nutrients have been investigated for COPD benefits. Trials
of high-protein diets, omega-3 fatty acid supplements, and
vitamin D repletion have suggested improvements in
muscle function and reductions in inflammation, which may
positively affect QoL, though results are mixed [39]. One
consistent finding is that malnutrition is associated with
worse quality of life and higher mortality in COPD, so
proactive nutritional support is recommended for patients
with low BMI or unintentional weight loss. Equally, obese
COPD patients may benefit from weight reduction combined
with exercise, as excessive weight can worsen dyspnea
and activity tolerance. Nutritional counseling therefore must
be individualized. Lifestyle modifications also encompass
exercise and physical activity outside of formal rehab.
Regular physical activity is strongly correlated with better
health status in COPD [14]. Patients who remain active
(e.g. walking daily) tend to have less dyspnea and higher
QoL, whereas a sedentary lifestyle leads to deconditioning
and poorer outcomes. Programs that encourage daily
walking or provide activity coaching (sometimes with step
counters or fitness trackers) have shown increases in
exercise endurance and modest QoL improvements. Even
low-intensity activities, if done consistently, can interrupt the
cycle of inactivity and breathlessness. Smoking cessation is
another critical lifestyle change — while quitting smoking
may not immediately improve lung function, it slows further
decline and often improves coughing and sputum
production within months, which patients perceive as a
better quality of life [49]. Additionally, avoiding airborne
irritants, using energy conservation techniques at home,
and practicing breathing exercises are lifestyle adjustments
that help patients carry out daily tasks more comfortably. In
sum, paying attention to nutriion and lifestyle factors
addresses the extrapulmonary contributors to poor QoL in
COPD. By optimizing body composition, encouraging
physical activity, and eliminating harmful habits, patients
can achieve improvements in strength, endurance, and
overall vitality [52].

Modern COPD management recognizes that a
multidisciplinary, integrated care approach is necessary to
tackle the diverse needs of patients and improve their quality of
life. Integrated care models typically involve coordinated input
from pulmonologists, primary care providers, nurses,
respiratory therapists, physiotherapists, pharmacists, and
sometimes palliative care or social services, all working
together to implement a comprehensive care plan. Over the
last decade, clinical trials and meta-analyses have shown that
integrated disease management (IDM) programs can lead to
better outcomes than fragmented care [18]. A Cochrane review
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updated in 2021 (52 trials,>20,000 patients) concluded that
integrated care programs probably improve health-related QoL
(measured by SGRQ) in COPD, with a medium-term
improvement of about 3.9 points versus usual care. Although
this average improvement was just shy of the MCID, some
programs achieved >4-point gains, and importantly IDM also
produced significant reductions in hospital admissions and
days in hospital [33]. These findings reinforce that when care is
structured and proactive — rather than reactive — patients stay
more stable and feel better in their daily lives [23]. Key
elements of effective integrated care include: regular follow-up
(often with case-manager nurses), personalized care plans,
patient education and self-management support (as discussed
earlier), optimization of pharmacotherapy, routine monitoring of
symptoms and complications, and facilitation of access to
pulmonary rehab, smoking cessation, or specialist referrals as
needed [46]. For example, one primary care-based IDM
program providled COPD patients with ongoing self-
management coaching and scheduled telephonic check-ins;
over 12 months it resulted in substantially improved COPD
knowledge, fewer severe exacerbations, and better CAT
quality-ofife scores compared to usual care. Patients in the
integrated program were more likely to receive guideline-based
interventions (vaccinations, rehab, efc.), which translated into
improved QoL and functional status [13]. Another study
targeting high-risk COPD patients in primary care found that
an IDM intervention with case management led to a ~1.3
point improvement in CAT score and nearly 50% fewer
severe exacerbations than controls — indicating a large
impact on patients’ well-being and stability. Crucially,
integrated care often extends beyond medical management
to address social and emotional needs - for instance,
coordinating pulmonary rehabilitation, depression screening
and treatment, nutritional advice, and even home care
services. This holistic approach can reduce stress on
patients and caregivers, thereby improving quality of life.
Many severe COPD patients also benefit from early
palliative care integration, focusing on symptom relief
(breathlessness, anxiety, insomnia) and advance care
planning, which has been shown to enhance QoL and
satisfaction in advanced disease [43]. While more research
continues on the optimal design of integrated care (e.g.
which combination of components yields the greatest
benefit), current evidence supports that multidisciplinary
management improves patient-centered outcomes [33].

Conclusion

In the past decade, a multitude of strategies have
evolved to improve the quality of life of patients living with
COPD. Modern pharmacological treatments — especially
the use of dual and triple inhaled therapy — have
enhanced symptom control and reduced exacerbations,
contributing to better daily functioning. Non-pharmacologic
interventions are equally vital: pulmonary rehabilitation
remains a gold-standard therapy for boosting exercise
capacity and HRQoL, and it is now complemented by
home-based and tele-rehab options. Addressing
psychological and behavioral health needs has moved to
the forefront, with evidence-based interventions like
cognitive-behavioral therapy, support groups, and
relaxation techniques mitigating the anxiety and
depression that often accompany COPD and thereby
improving overall well-being.
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