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Abstract: Chronic obstructive pulmonary disease (COPD) is a preventable yet widespread and profoundly debilitating respiratory 
condition, exerting substantial personal and global health ramifications alongside significant economic implications. The first objective 
of this literature review was to identify reviews the barriers to optimal COPD care, categorizing them into personal patient factors, 
professional awareness and knowledge, patient-professional relationships, and healthcare service models, including access to care that 
significantly impacts the quality of COPD management. The second objective was to introduce three approaches for enhancing COPD 
care outcomes: Self-Management Educational Programs, Health Qigong, and Telehealth service provision, each demonstrating positive 
effects on COPD patients’ health status. These evidence-based interventions offer promising avenues for enhancing COPD care and 
patient outcomes. Integrating these approaches into comprehensive COPD management strategies holds potential for improving the 
well-being and quality of life of individuals living with this chronic condition. 
Keywords: pulmonary disease, chronic obstructive, health qigong, telehealth, self-management education

Introduction
Chronic obstructive pulmonary disease (COPD) is a common, preventable, and treatable respiratory disease that is 
the third leading global cause of death, accounting for 3.2 million people annually.1 It is a chronic condition 
characterized by airflow limitation with a progressive decline in lung function over time, especially in smokers, that 
requires careful ongoing management.2 The Global Initiative for Chronic Obstructive Lung Disease (GOLD) 
guidelines assess patients according to their level of symptoms and previous history of exacerbations. The severity 
of COPD is based on the classification of airflow limitation by pulmonary function testing, with a post- 
bronchodilator ratio of the forced expiratory volume in the first second to the forced vital capacity of the lungs 
(FEV1/FVC) ratio of <0.7.3 Treating COPD has significant financial impacts on health care systems; it accounts for 
approximately 4% of all public hospital annual admissions in Hong Kong4 and is a leading cause of hospital 
readmissions.5–8 As a common diagnosis associated with hospital readmission within 30 days, COPD greatly 
impacts hospital stays and healthcare expenses worldwide.4,5,9 People with COPD deal with reduced lung function, 
limited energy expenditure, and functional capacity to meet exertional demands. Increased shortness of breath and 
dyspnea often induce fear of participating in daily activities. People may become progressively sedentary as their 
activity tolerance deteriorates over time. Common comorbidities include cardiovascular disease, osteoporosis, 
muscle wasting, underweight and obesity, metabolic disorders, and anxiety and depression. In addition, the signs 
and symptoms of COPD are highly associated with the person’s adherence to a health regimen, respiratory hygiene, 
cough etiquette, and environment and weather conditions.10–12

Suboptimal management of COPD reduces patients’ quality of life and increases their risk of acute exacerbation of COPD, 
leading to hospital admission and readmission – and increased risk of mortality. An increasing number of severity of 
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exacerbations were associated with increasing risk of subsequent exacerbation, all-cause mortality and COPD-related 
mortality.13 Increased prevalence of bronchiectasis was reported, which is associated with more frequent and severe 
exacerbations, impaired quality of life and possibly reduced survival.14 High morbidity and mortality rates resulting from 
poor COPD care, high crude fatality rate of COVID-19 (7.4%), 1.45 times more likely with severe complications with current 
smokers.15 Bourbeau and Bartlett highlighted patients with comorbid COPD and heart failure are at a 1.61 times higher risk of 
all-cause mortality and 2.01 times for COPD-related hospitalization that COPD patients without heart failure. The adjusted 
risk ratio was 1.01 for 30 days and 1.11 for 1 year of COPD rehospitalization.16 Hansel, McCormack and Kim conducted 
a critical review and suggested the prevalence of COPD-related readmission varied from 2.6 to 82.2% at 30 days and 25.0– 
87.0% at 12 months post-discharge.17 Furthermore, non-adherence to COPD medication, incorrect inhaler technique, and/or 
selection of appropriate inhaler device worsens clinical and economic outcomes.17,18 Peak Inspiration Flow (PIF) was one of 
the functional parameters to evaluate the adherence to treatment or errors in inhalation technique.19

Best practices in COPD care call for a multidisciplinary team that includes collaboration among occupational 
therapists, physical therapists, and nurses with pulmonary rehabilitation experts. A 2016 Lancet review2 explains that 
optimal COPD care includes appropriate drug treatment, nutrition counseling and modulation, physical activity coaching, 
energy conservation, exercise training, self-management, and psychological counseling. The presence of co-occurring, 
chronic, noncommunicable diseases and other physical and psychological manifestations must be addressed to char
acterize and manage the needs of individual patients with COPD.2 The Global Initiative for Chronic Obstructive Lung 
Disease strategy document recommended guidelines for managing comorbidities, suggesting it should be personalized 
for the individual.3 Multiple components of interventions would enhance COPD management.20

This article aimed to first examine and understand barriers to optimal and effective COPD care, and second, to review 
three emerging innovative approaches that are effective in augmenting the health of those with COPD.

Method
This review was conducted as part of a doctoral project to develop effective COPD interventions.21 We used a modified 
umbrella review approach22 to summarize and evaluate published systematic reviews related to barriers to COPD care 
and outcomes and the FEV1 means to remediate this gap. Reviews were identified through an exhaustive search of 
electronic databases, including PubMed, MEDLINE, EMBASE, CINAHL Plus with Full Text Comprehensive, and 
Cochrane Database of Systematic Reviews. Limitations were set to January 2012- December 2022 to obtain the latest 
evidence from reviews, systematic reviews, or meta-analyses. Key terms were entered in various combinations with 
multiple Boolean operators. They included COPD, chronic obstructive pulmonary disease, with keywords for the best 
COPD care and barriers and evidence-based solutions. Following the database search, the investigators conducted hand 
searches (ie, manual searching and scanning print journals for review articles) of reference lists within each article. The 
inclusion criteria included a peer-reviewed publication, English language, clinical diagnosis of COPD, eg post- 
bronchodilation FEV1/FVC<0.7, and age above 40. Interventions targeted at patients with multiple comorbidities outside 
of COPD were excluded.

Results
The literature search yielded a total of 56 resources for this paper: 44 were systematic reviews and meta-analyses, and 13 
were literature reviews. The evidence regarding barriers to optimal COPD care covered various aspects: personal patient 
factors (mentioned in one systematic review23 and five literature reviews);24–28 the impact of professionals’ knowledge 
and behaviors on care quality (discussed in one literature review);26 Patient-Professional Relationship (addressed in one 
systematic review and five literature reviews); Health Care Service Models (covered in five meta-analyses/systematic 
reviews20,29–32 and one literature review);33 and Access to COPD Care (explored in four meta-analyses/systematic 
reviews34–37 and one literature review).26

Regarding innovative evidence-based approaches to COPD care, the evidence encompassed Self-Management 
Educational Programs (featured in nine meta-analyses/systematic reviews38–46 and four literature reviews),47–50 Health 
Qigong (included in ten meta-analyses/systematic reviews),51–60 and Telehealth (highlighted in seven meta-analyses 
/systematic reviews29–31,61–64 and one literature review).65
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Barriers to COPD Care
The literature search revealed multiple barriers that were organized into three categories: personal patient factors, 
professionals’ knowledge and awareness of COPD management, patient-professional relationships and psychological 
factors, healthcare service model and access to care.

Personal Patient Factors
Evidence demonstrated that despite a common notion that adherence is related to personal patient factors, it is 
a multifactorial phenomenon influenced by the patient, clinician, and society.10,27 A meta-analysis of 50 years of 
adherence research in chronic diseases demonstrated that non-adherence behaviors are not associated with age, gender, 
educational level and socioeconomic status.66,67 However, the six dimensions of medication nonadherence were 
identified and outlined by the World Health Organization.25,28 These are: Social/economic (eg, illiteracy, transportation); 
Health system (eg, insurance coverage), dissatisfaction with the treating physician, and limited interaction between 
clinicians and patients; Therapy-related (eg, polypharmacy); Condition-related (eg, fragility), the severity of the disease, 
and concern about the medicine’s harmful effects; Patient-related (eg, self-efficacy, knowledge); and Informal caregiver 
(eg, overprotect Clinical inertia is broadly defined as “recognizing the problem but failing to act”.68 It includes patients’ 
nonadherence to the prescribed treatment, therapeutic inertia (providers fail to initiate medications or intensify treat
ment), and inappropriate therapy.69 Reasons for clinical inertia in managing nonadherence can be classified into provider, 
patient, and system factors. According to systematic reviews of medication nonadherence conducted among COPD 
patients, the rates of nonadherence ranged from 22% to 93%. Most of the studies came from high-income countries.23,26

Low social and economic status and inadequate family and social support negatively affect most health conditions, 
including COPD.70,71 People with COPD who live in remote places far from a health care centre and do not have access 
to transportation may have limited ability to receive services.70,71

On the other hand, people’s attitude, including perceptions of COPD severity, influences their willingness to 
participate in the demanding health regimens required to manage COPD.27 The severity of COPD cannot be merely 
documented by subjective measures such as self-reported dyspnea at rest or with exertion, chronic cough with or without 
sputum production, or a history of wheezing: COPD severity must be regularly assessed for airflow obstruction by 
spirometry (eg FEV1 and FVC) and combined with results from various subjective and objective evaluations such as 
a Modified Medical Research Council Dyspnea Scale (mMRC) and the COPD Assessment Test (CAT).72 In addition, 
psychological issues, such as anxiety, social isolation, inadequate social support and depression, are important factors 
contributing to nonadherence.23–25

Finally, the presence of an informal caregiver is an essential factor influencing COPD care.28,73 The company of an 
informal caregiver provides practical help and emotional support in COPD management. However, informal caregiving 
may lead to anxiety, depression, social isolation, and a changed relationship with the patient. Nevertheless, the research 
suggested that overprotective caregivers can make patients more dependent.

Five literature reviews provided qualitative evidence about the effect of an informal caregiver’s presence, dimensions, 
and factors associated with nonadherence.24–28 It used informal or subjective methods to collect and interpret studies, so 
the findings may be biased.

Based on the evidence, it was proposed solutions to medication nonadherence, including addressing the patient’s 
belief in the medication, better understanding of their disease and drug therapy, confidence in the health care profes
sionals’ expertise, reducing the number of inhaler devices and the dosing regimen, repeating instructions, and reinforcing 
the potential for better quality of life and satisfaction with their inhaler devices and less frequent exacerbation.23 

A coordinated, multifaceted approach was suggested in improving COPD care and adherence, including the use of 
health informatics, changes in provider workflow, application of objective and performance measures, stimulating patient 
empowerment, and education and training.26,27 It also suggested mobile telephone technology and electronic monitoring 
and devices as alternative solutions.24,27 Informal caregivers should be involved because the solutions could improve the 
quality of life for patients and their informal caregivers and save health care costs.
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Professional Awareness and Knowledge of COPD Management
Research findings support the proposition that professionals’ awareness, knowledge, and resulting behaviors are key to 
improving best-practice care and management of COPD.26,74 The positive doctor–patient relationship, including listening 
and understanding, can also help patients adhere more to treatment, improve their lifestyle, resume activities interrupted 
because of failing health, and improve their quality of life.

It was suggested that provider factors may affect the appropriate management of COPD, including understanding and 
attitudes toward the disease and awareness of guidelines.26

The evidence presented here supports the connection between professionals’ knowledge and behaviors and COPD 
care as it appears in the explanatory model. Although the quality of the literature review was lower, the evidence 
highlighted a multifaceted approach to enhancing clinical inertia in managing COPD was recommended.26 The review 
evidence supports the influence of professionals’ knowledge and behavior factors underpinned in the explanatory model. 
Smoking cessation can effectively reduce the risk of death, alleviate respiratory symptoms, and decrease the frequency of 
acute exacerbations among patients with COPD.75 Theory-based smoking cessation intervention has a productive impact 
on motivating patients to quit smoking, improving their lung function and quality of life. Common education approach 
for patients with COPD and smoking history including 5A approach (Ask, Advise, Assess, Assist, and Arrange), 5R 
approach (Relevance, Risks, Rewards, Roadblocks, and Repetition), and the motivational interviews.3

Based on the evidence, solutions should address a multifaceted approach,26 a positive doctor-patient relationship, 
local health system and delivery, direct costs to patients, the causal role of smoking in COPD,76 and adoption of 
guidelines in COPD treatment choice.74

Patient–Professional Relationship and Psychological Factors
A positive relationship, including listening and understanding, was key to improving clinical care and management of 
COPD. The relationship quality impacted the adherence and effectiveness of therapies and resumption of activities. It is 
also strictly linked to successful smoking cessation, achieving a “therapeutic alliance”, and commitment to pharmaco
logical or rehabilitation treatments. A productive relationship helps patients adhere more to treatment, improve their 
lifestyle, resume activities interrupted because of failing health, and improve their quality of life. Furthermore, 
psychological issues such as anxiety, social isolation, inadequate social support and depression were leading causes of 
medication nonadherence and poor COPD management.23–25

Health Care Service Model and Access to COPD Care
The service model of health care management and administration can act as a barrier to facilitating COPD care. Current 
infection control measures guide the setup of service provision locations. Places that are not up to infection control 
standards cannot provide care, which inhibits access to care. Inconsistent COPD care and referral pathways; fragmented 
COPD services, interventions, and resources; multidisciplinary teams not working; and miscommunication were the 
identified barriers under the catchment of current service provision.77

Multiple studies confirmed that integrated disease management (IDM) programs contributed to efficient quality 
care.6,26,33–35,39,78 These programs included different health care professionals, such as family and respiratory physicians, 
nurses, physiotherapists, and occupational therapists.

A meta-analysis summarized 52 worldwide randomized controlled trials on IDM.20 Those authors indicated various 
components of care that enhanced COPD management, including organizational, professional, patient-directed, and 
financial interventions. Meanwhile, services promoted regular meetings with family physicians and health professionals 
and referred all COPD patients to attend the self-management program as mandatory. These types of services facilitate 
effective care and reduce the risk of acute exacerbation.78 In addition, introducing telehealth services and normalizing 
COPD self-management into routine practice would enhance coordinated COPD primary and secondary management 
worldwide.

Findings of several systematic reviews29,34,35,37 confirmed the influence of access to care on COPD care and 
identified sources that influence access to care. There are three factors affecting access to care for COPD patients— 
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provider, system, and patients—and gave examples, such as appropriate management of COPD service, insurance 
coverage, and access to proper puff medications.26 Results of the systematic reviews provided evidence of a myriad of 
factors that influence access to care, including the location of service provision, lack of transport service, wait time, 
burden of illness, health system resources, fragmented care with lack of communication, modalities of access to the 
services, and sanitary facilities with physical and architectural barriers.29,34,35

Innovative Evidence-Based Approaches to COPD Care
Effective evidence-based solutions should address a multifaceted, innovative delivery format supporting patients attend
ing training in primary care,26,34 addressing personal and health care system environment barriers in access to care29,35 

and patient and caregiver values.37 The evidence is organized according to three key evidence ingredients: self- 
management education programs, health qigong and telehealth for effective COPD care.

Self-Management Educational Programs Influence the Health Status of Patients with 
COPD
Self-Management Education program have been shown to have positive health outcomes, especially in primary care 
settings.35,43–52,79,80 Furthermore, COPD self-management interventions were deemed safe and unlikely to cause harm.38

Three Self-Management Intervention models of care across the continuum of exacerbations were summarized: (a) 
chronic care and Self-Management Interventions with an action plan, (b) domiciliary care for severe exacerbation and its 
impact on readmission prevention, and (c) a discharge care bundle for management beyond the acute exacerbation.48 All 
three interventions aim to improve quality outcomes, enhance patient well-being, and reduce exacerbation complications 
such as hospital admissions/readmissions. Interventions should focus on controlling costs by avoiding hospitalizations. 
The authors recommended that future models of care should be personalized—providing patient education aimed at 
behavioral changes, identifying and treating comorbidities, and including outcomes that measure the quality of care. 
A COPD written action plan for adherence can be further used and enhanced with telehealth technologies in a specialized 
clinic experienced in COPD self-management. A complete feedback loop process should be implemented to constantly 
assess whether the desired outcomes are being achieved for a patient with personalized self-management in COPD.47,79 

The program durations typically ranged from 1 month to at least 2 years.40

Telemedicine can be an adjunct to self-management approaches, assisting proper health care coaching.48 It was 
recommended the following keys to success in COPD self-management plans:49

● better education for healthcare professionals on disease management and consultation skills;
● new targets and priorities for patient-focused outcomes;
● skills-gap audits to identify barriers to self-management;
● best-practice sharing within primary care networks and ongoing professional development;
● enhanced initial consultations to establish optimal self-management from the outset; and
● negotiate and share self-management plans at the point of diagnosis.

The content of the self-management program was suggested, including intervention strategies and common assess
ment and training tools.39 The self-management program’s content mostly included anatomical structures of respiratory 
ways and lungs, pathophysiology, common symptoms, progress and disease stages, conventional medications, exacer
bation management, daily exercises, and breathing retraining. It also focused on energy conservation techniques, lifestyle 
changes, smoking cessation, coping with anxiety and stress, training family caregivers, and nutritional issues. It was 
recommended that the self-management program identify support that helps people self-manage and adapt to life with 
mild/moderate COPD,40 reducing the impact of this slowly progressive condition in primary or community settings. Self- 
management support preferences were identified as helping people engage with self-management support and facilitating 
better self-management, including types of support, support relationships, and accessibility.43
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Substantial evidence concluded that Self-Management Interventions with a COPD exacerbation action plan were 
associated with improved health-related quality of life and reduced emergency department visits over 12 
months.38,41,42,44,45 It suggested that effective interventions include iterative interactions between participants and health 
care professionals using behavioral change techniques. Applying self-management interventions elicits participants’ 
motivation, confidence, and competence to adapt their health behaviors positively and cultivate better coping skills to 
manage their disease.38 Another systematic review and meta-analysis were conducted, and intervention descriptions for 
behavioral change techniques were coded, addressing (a) symptoms, (b) physical activity, and (c) mental health.42 Self- 
management interventions should target not only symptom management but also mental health issues, including social 
support and reducing negative emotions.

Health literacy should be emphasized in training.46 It drives the self-management program and significantly improves 
patients’ disease knowledge and physical activity levels. A scoping review was conducted and identified four main 
components in COPD patients’ self-management programs: the initiation stage of the intervention, educational sessions, 
support, and monitoring methods. The common characteristics of the intervention included:50

● Initiation intervention sessions could have a positive impact because they test the patients’ motivation for the 
intervention; they could contribute to better outcomes in self-management programs.

● Action plans engage patients in managing their disease.
● Educational materials helped patients in the self-management process.
● Phone calls are intended to motivate, engage, and accompany patients throughout the intervention.

It was recommended that self-management interventions with e-health blended with face-to-face interventions reduce 
the disease burden with significant positive effects on various health-related outcomes.44 The rate of 30-day hospital 
readmission and the number of hospital admissions in the past 12 months should be compared due to acute exacerbation 
for high-risk patients with COPD to monitor the quality of care for COPD.48

Health Qigong for Patients with COPD
Health Qigong is a “mind-body exercise”80 that enforces a state of relaxed mind rhythmic, deep, and slow breathing, 
sometimes with the use of the diaphragm; and motion coordinated with breathing. Health qigong is an integration for 
a state of balance/homeostasis by regulating the body, breathing, and mind. It is an innovative way to promote self- 
management and positive health outcomes for COPD patients.51–55 The findings confirmed the positive influence of HQG 
on the health status of patients with COPD care.

Regularly practicing HQG was found to promote the health status of patients with COPD.53 Results of several meta- 
analyses provided evidence of the contributions of HQG to reducing anxiety and depression.53,57 Substantial evidence 
showed that HQG practice enhanced lung function,53–55,58–60 minimized the perceived severity of dyspnea,58,59 and 
promoted physical fitness.51,53–55,58–60 The improved physical and psychosocial health further uplifted the patient’s 
immunity81,82 and quality of life (QOL).51,53–55,58,59

Telehealth for Effective COPD Care
Telehealth is a broad term referring to the delivery of healthcare services where patients and healthcare providers are separated 
by distance. It relies on technology to exchange information with healthcare providers and can be asynchronous or 
synchronous.83 A systematic review concluded that common telehealth interventions for patients with COPD included self- 
management programs via telemonitoring or self-management programs combined with other interventions (eg exercise, 
mobile apps for pulmonary rehabilitation, or home care).84 In delivering the telehealth interventions, it should be aware of 
sociodemographic and intervention-related factors in promoting acceptance and minimizing dropout rate. Evidence suggests 
that telerehabilitation can deliver self-management programs effectively, increasing accessibility and adherence.30,62,64,65

Evidence from the intervention programs showed that primary pulmonary rehabilitation, or maintenance rehabilita
tion, delivered via telerehabilitation or home-based exercise therapy provided using advanced telehealth technology for 
people with COPD, achieved outcomes similar to traditional center-based pulmonary rehabilitation. No safety issues 
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were identified.29,30,61 Home-based telehealth pulmonary rehabilitation had similar effects to outpatient pulmonary 
rehabilitation programs and more significant results than usual care for people with COPD.63 Telerehabilitation promoted 
the program completion rate29,30 and was beneficial as an additional health resource, depending on individual needs 
based on professional assessment.31

Multicomponent telerehabilitation interventions with asynchronous remote monitoring were not better than usual care 
but provided short-term benefits for quality of life and resulted in fewer hospital readmissions for any cause.31 The 
introduction of smart technology added a significant positive effect on activity level, self-management, and subsequent 
health-related quality of life in terms of symptoms and health status compared to participants who received face-to-face, 
digital, and/or written support for self-management of COPD.62 However, the improvement may not be sustained over 
a long duration without continued intervention.

A standardized outcome-reporting framework for digital health interventions in COPD self-management was 
recommended.64 Monitoring devices such as pulse oximeters and pedometers linked to mobile apps can facilitate activity 
monitoring and compliance with the action plan.

A meta-analysis31 suggested that most telehealth interventions for patients with COPD range from 13 to 52 weeks. 
Significant heterogeneity of health qigong types was included in the trials of pulmonary rehabilitation programs. To 
produce a substantial health effect after regular practice of health qigong, most interventions ranged from 6 to 12 weeks, 
with each session lasting at least 30 min.51,54,56,58,60

Discussion
The aim of this literature review was twofold: first, to assess the main obstacles to providing optimal care for COPD, 
and second, to explore three approaches for improving COPD care. The evidence collected was organized into an 
explanatory model, shown in Figure 1. The complexities involved in managing COPD include patient personal factors, 
professionals’ knowledge and behavior, and healthcare service models, as well as the mediating role of access to care. All 

Figure 1 Explanatory model of causal factors influencing COPD management and outcomes, and potential approaches to enhance outcomes.
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these significantly contribute to poorer health outcomes for individuals. Inadequate COPD management heightens their 
risk of acute exacerbations. Nevertheless, the evidence points to the potential contribution of three approaches: telehealth 
can reduce challenges related to accessing care, while interventions involving self-management education and/or health 
qigong have the potential to improve COPD care and outcomes.

While COPD is largely preventable, this literature underscores its persistently high prevalence and severe repercus
sions for individuals, healthcare systems, and economies. The lessons gleaned from the pandemic, which imposed 
limitations on patient access to care, resulted in suboptimal COPD management, manifesting in a decline in quality of life 
(QOL), heightened incidence of acute exacerbations, hospital readmissions, and elevated mortality rates.

Accumulated evidence underscores the intricacy of managing COPD and its associated comorbidities in a chronic 
care context. The literature review pinpointed various obstacles, spanning from individual-level factors to healthcare 
professionals’ knowledge, skills, and patient relationships, as well as encompassing healthcare models and their 
accessibility.

Based on the evidence, interventions of COPD care should address a multifaceted, innovative delivery format, 
supporting rural patients attending training,26,34 addressing personal and health care system environment barriers in 
access to care29,35 and patient and caregiver values.37

Three principal strategies emerged as efficacious means to alleviate these barriers. The first approach involves self- 
management education programs. Self-management education programs are safe and unlikely to cause harm.38 Several 
meta-analyses and systematic reviews recommended a training intensity and duration for telehealth self-management 
programs and supervised health qigong training to achieve significant health-improvement effects. Effective interventions 
are expected to improve patient’s quality of life and reduce the frequency of hospital readmission and risk of 
mortality.31,40,53,54,56,58,60

The telehealth delivery format can enhance access to COPD care and address the limitations of the existing health 
service model. The format mitigates access to care issues and enables a broader outreach for the delivery of self- 
management programs in patients’ homes.62 In addition, ongoing support, communication, and feedback between health 
professionals and participants using productive information technology via social media can enhance the professionals’ 
knowledge and awareness and activate patients in managing their health and wellness. It provides clinical effectiveness 
similar to traditional face-to-face intervention.63

Regular practice of health qigong was found to promote the health status of patients with COPD.53 It enhanced lung 
function,53–55,58–60 minimized the perceived severity of dyspnea,58,59 and promoted physical fitness.51,53–55,58–60 The 
improved physical and psychosocial health further uplifted immunity81,82 and quality of life.51,53–55,58,59

Conclusions
In conclusion, addressing the multifaceted challenges posed by COPD is imperative for optimizing patient outcomes and 
reducing the burden on healthcare systems worldwide. This comprehensive review underscores the critical role of personalized 
care in mitigating barriers related to patient factors, professional awareness, relationships, and healthcare service models. 
Introducing innovative approaches, such as Self-Management Educational Programs, Health Qigong, and Telehealth, presents 
a transformative shift towards more effective COPD management. These interventions can empower patients and enhance 
their physical and psychosocial well-being. By integrating these evidence-based strategies into holistic COPD management 
plans, healthcare providers can significantly enhance the overall quality of life for individuals grappling with this chronic 
condition. This collaborative effort towards comprehensive care marks a significant step forward in the global battle against 
COPD. Occupational therapists can effectively lead these interventions for better health and functional outcomes.
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