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Abstract
Psychological distress is prevalent in people with COPD and relates to a worse course of disease. It often
remains unrecognised and untreated, intensifying the burden on patients, carers and healthcare systems.
Nonpharmacological management strategies have been suggested as important elements to manage
psychological distress in COPD. Therefore, this review presents instruments for detecting psychological
distress in COPD and provides an overview of available nonpharmacological management strategies
together with available scientific evidence for their presumed benefits in COPD. Several instruments are
available for detecting psychological distress in COPD, including simple questions, questionnaires and
clinical diagnostic interviews, but their implementation in clinical practice is limited and heterogeneous.
Moreover, various nonpharmacological management options are available for COPD, ranging from specific
cognitive behavioural therapy (CBT) to multi-component pulmonary rehabilitation (PR) programmes.
These interventions vary substantially in their specific content, intensity and duration across studies.
Similarly, available evidence regarding their efficacy varies significantly, with the strongest evidence
currently for CBT or PR. Further randomised controlled trials are needed with larger, culturally diverse
samples and long-term follow-ups. Moreover, effective nonpharmacological interventions should be
implemented more in the clinical routine. Respective barriers for patients, caregivers, clinicians, healthcare
systems and research need to be overcome.

Introduction
COPD is a prevalent, preventable and treatable disease. It is characterised by persistent respiratory
symptoms and airflow limitation, which result from airway and/or alveolar abnormalities that are typically
provoked by exposure to noxious particles and gases [1]. COPD is a leading cause of morbidity and
mortality worldwide, and is associated with a significant individual, social and economic burden and
reductions in health-related quality of life (HRQoL) [2]. COPD was ranked third among the leading causes
of death globally in 2019 [3] and its total direct annual costs in the European Union were estimated to be
as high as €38.6 billion [4]. Alongside prominent pulmonary symptoms such as breathlessness, cough
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and/or sputum production, people with COPD often live with several additional comorbid symptoms and
conditions [5].

Depression and anxiety are among the most frequently observed psychological comorbidities in COPD and
are associated with negative health outcomes, worse treatment adherence and greater healthcare utilisation
[6, 7]. However, depression and anxiety are often overlooked in people with COPD. Only a minority
receive specific treatment [8], although it is one of the most important aspects of COPD for patients [9].
Moreover, many patients do not fulfil all diagnostic criteria for a mental disorder, but still experience
elevated levels of depression and anxiety symptoms (e.g. panic, worrying, lowered mood, loss of interest)
as well as other emotional reactions to their illness (e.g. shame/guilt, loneliness, reduced self-esteem) [10].
In the following, “psychological distress” will be applied as a more general umbrella term for such
pathological as well as nonpathological states of emotional suffering, even if they may differ in terms of
phenomenology and physiological expressions (e.g. arousal levels, neuroendocrine/immunological/neural
responses) [11]. Our broader view of psychological distress reflects a more inclusive model of
psychological suffering in COPD (figure 1). Accordingly, it should be considered normal to experience
passing periods with increased psychological distress when living with a disabling physical illness such as
COPD (e.g. panic during an exacerbation; lowered mood when not being able to attend an important social
event). However, if not attended to, psychological distress, including but not limited to clinical diagnoses
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FIGURE 1 Psychological distress as an umbrella term for different levels of psychological suffering in COPD.
This broader view of psychological distress reflects a more inclusive model of psychological suffering in COPD.
It includes “normal”, passing psychological reactions to living with COPD (e.g. experiencing anxiety when there
is an acute worsening of COPD; experiencing lowered mood when not being able to attend important family
events; experiencing guilt when discussing smoking with the physician, etc.). Moreover, it includes more
persistent, but still subclinical psychological symptoms, where anxiety, depression, self-blame, etc. do not meet
the criteria for a mental disorder as well as pathological forms such as anxiety and depressive disorders. All of
these levels of psychological distress can impact mental well-being, behaviour and quality of life negatively and
result in nonoptimal self-management and course of COPD. The model does not attempt to make all
psychological reactions pathological, but serves to make the clinician aware of the spectrum of reactions that
should be assessed with the purpose of targeting management accordingly. If “normal” psychological reactions
are noticed and met with appropriate support from healthcare professionals and psycho-educated family
caregivers at an early stage, the spiralling effects of psychological suffering and maladaptive behaviour over
time may be prevented. Thereby, psychological distress in the form of “normal” psychological reactions to
COPD will be less likely to develop into anxiety and/or depressive disorders.
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of depression and anxiety, can become persistent and lead to considerable reductions in functioning and
quality of life [6, 7]. Moreover, it has a detrimental effect on self-management.

While there are effective pharmacological interventions available for treating depression and anxiety, trials
in people with COPD have so far failed to convincingly demonstrate sustainable antidepressant and/or
anxiolytic effects of selective serotonin reuptake inhibitors, benzodiazepines, tricyclic antidepressants
(nortriptyline) and azapirones [12–15]. This is partly related to a lack of high-quality trials [13, 16].
Moreover, given prevalent polypharmacy and the related potential of drug interactions in people with
COPD [17], plus potentially variable individual treatment preferences, nonpharmacological approaches are
an important alternative or additional strategy [18].

The present narrative review aims to give a timely overview of nonpharmacological management strategies
for psychological distress in COPD. Specifically, after an introduction to the prevalence and impact of
psychological distress in COPD, strategies for the detection of psychological symptoms will be reviewed.
Moreover, currently available treatment and supportive interventions will be presented together with
available scientific evidence for their presumed benefits. Finally, current clinical challenges and future
research directions will be discussed.

Prevalence and impact of psychological distress in COPD
Depression and anxiety
A large number of previous studies have focused on prevalence of depression and anxiety in people with
COPD [7, 8, 19]. A meta-analysis by YOHANNES et al. [20] that included 13 studies demonstrated pooled
prevalence rates for symptoms of anxiety and depression in people with COPD of 36% and 40%,
respectively, when assessed using questionnaire instruments. However, reported prevalence rates show
substantial variation: between 8% and 80% for depression and between 2% and 96% for anxiety [21, 22].
These discrepancies partly relate to differences in the measurement instruments (e.g. self-reported
questionnaires versus clinical/diagnostic interviews), populations (e.g. moderate versus severe disease
severity) and/or assessment context (e.g. outpatient versus inpatient versus emergency treatment setting)
[7, 23]. Moreover, the terms “psychological distress”, “anxiety” and “depression” as well as their subclinical
and clinical forms are often used interchangeably, which reduces the precision of prevalence estimates. When
Diagnostic and Statistical Manual of Mental Disorders (DSM) [24] or International Statistical Classification
of Diseases and Related Health Problems [25] criteria-based clinical interviews are used as the gold standard
of psychological diagnostics, pooled prevalence rates are typically lower [26, 27]. For example, a systematic
review demonstrated prevalence rates of 26% for anxiety disorders and 19% for depression disorders across
studies using clinical psychological interviews. However, these rates were still about three times higher than
in non-COPD control groups [26–28].

Symptoms of depression and anxiety can have substantial negative impacts on disease management and
outcomes in COPD [7, 14, 23]. Feelings of depression and anxiety in COPD have been linked to a higher
symptom burden [29], higher smoking rates [30], higher exacerbation frequency [31, 32], (re)hospitalisations
[33, 34] and mortality [35, 36], as well as reductions in treatment adherence [37], HRQoL [38], physical
activity levels [30], functional exercise capacity [39] and less favourable outcomes of pulmonary
rehabilitation (PR) [39]. Similarly, disease-specific fears (e.g. fear of breathlessness or physical activity,
COPD-related anxiety) are associated with worse functional exercise capacity, HRQoL, health status,
dyspnoea and physical activity as well as with reduced treatment success in people with COPD, even when
controlling for levels of nonspecific psychological distress [40–45]. For example, higher disease-specific
fears were associated with worse HRQoL and health status at the start, end and 6 months after an inpatient
PR programme, stressing the need to target management for disease-specific fears to further improve the
effects of PR [41].

Other aspects of psychological distress
While symptoms of anxiety and depression play a predominant role in the burden of psychological distress
for people with COPD, other psychosocial aspects are also relevant. Due to the central role of tobacco
smoking in the development of COPD, many patients who are current or former smokers feel responsible
for their disease, leading to intense feelings of guilt, shame and self-blame [46, 47]. Such feelings are
often mirrored in stigma and blame from others and/or society [48, 49] and can contribute to reduced
treatment adherence and help-seeking, increased emotional distress, and social isolation. In turn, social
isolation [50], which can also be caused by reduced functional capacity or fear-based avoidance of
physical activity, can be associated with loneliness in people with COPD [51–54], which is associated with
worse functional capacity, HRQoL and psychological distress [47]. However, respective prevalence
estimates are often not reported, requiring further research efforts [49, 55].
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COPD-related loss of functional capacity is also associated with changes in practical roles and relationships
with partners, friends and/or family, which can lead to increasingly negative self-image and loss of
self-esteem for many patients [56–59]. A review of patient and carer experience of breathlessness [60], one
of the key symptoms of COPD, highlighted the interlinked nature of the physical, psychological, social and
existential effects of breathlessness [61] on those living with it. Altogether, if the patients and/or caregivers
are not supported to manage these often-interrelated psychosocial aspects of living with COPD, they can
easily increase the burden of psychological distress and further decrease physical health.

Bidirectional development of COPD and psychological distress
The precise mechanisms underlying the strong associations between psychological distress and COPD are
still unclear and may vary across subgroups of individuals [5, 62, 63]. These associations are likely
bidirectional, with high disease burden due to COPD increasing the risk of developing high psychological
distress over time, while also high psychological distress subsequently increasing the risk of developing
COPD or worsening COPD symptoms by contributing to unhealthy behaviours (e.g. smoking, activity
avoidance) [64–67]. A meta-analysis of respective longitudinal studies found that pre-existing COPD
increased the risk of subsequently developing depression [65]. Conversely, pre-existing symptoms of
depression and anxiety also increased the risk of subsequently worsening COPD outcomes, including first
diagnosis and greater risk of exacerbations and mortality. According to the biopsychosocial model,
depression and anxiety may affect disease severity via mechanisms associated with poor treatment
adherence and self-care. In addition, several factors such as smoking behaviour [68–70], physical activity
levels [71, 72], brain processes [62, 73, 74], sleeping patterns [75, 76], inflammatory processes [15, 77]
and activation of cell-mediated immunity [78], fatigue [79] and genetic risk factors [80, 81], are most
likely involved as contributors or moderators, requiring future systematic studies. Moreover, biological
stress systems in the brain (e.g. sympathetic nervous system) are often dysregulated in individuals
experiencing depression and anxiety, which might lead to increases in physical symptoms [82].

Detection and assessment of psychological symptoms in COPD
Many people with COPD experience psychological distress, though not fulfilling the diagnostic criteria for
a depression and/or anxiety disorder. Routine screening and assessment of psychological distress in COPD
are important to differentiate supportive psychological interventions (for nonpathological cases of
psychological distress) from the specialised treatment of comorbid mental illness [83]. Such screening can
be performed in the context of PR, primary care consultations, outpatient visits and/or hospital discharge.

Screening
As has been recommended for people with other chronic diseases (e.g. cystic fibrosis) [84], several
different approaches to screening can be applied. Single items such as the distress thermometer [85] or the
three-question anxiety and two-question depression screen from the Primary Care Evaluation of Mental
Disorders (PRIME-MD) [86] can be quickly and easily administered. Nonetheless, their high sensitivity
and false-positive rate can result in a higher long-term assessment burden. The Center for Epidemiological
Studies Depression Scale [87] and the Brief Assessment Schedule Depression Cards [88] screening test are
also often used to detect depression. Many alternative multi-item screening questionnaires have been
validated and commonly applied in the COPD population, especially when time is limited, such as the
Hospital Anxiety and Depression Scale (HADS) [89], the Generalized Anxiety Disorder Scale [90], the
Patient Health Questionnaire [91] and the Depression, Anxiety, Stress Scale [92]. Since many symptoms of
depression and anxiety overlap with somatic symptoms of COPD, such as breathlessness, loss of appetite,
sleep disturbances and fatigue, screening questionnaires accounting for this overlap should be preferred,
e.g. HADS [93] and the Beck Depression Inventory Fast Screen [94]. Psychological screening
questionnaires specifically developed for respiratory diseases could also be applied, e.g. the Anxiety
Inventory Respiratory [95] scale or the Breathlessness Beliefs Questionnaire [96]. However, considering
the prevalence of multiple long-term conditions in COPD, measures that are valid and reliable across
diagnoses may be particularly helpful.

Diagnostic interviewing
Potential clinical cases detected by screening should be monitored and assessed further using clinical
diagnostic interviews as the gold standard. Diagnostic interviews can be performed using the
Mini-International Neuropsychiatric Interview (MINI), designed for application in primary and psychiatric
care, in both clinical practice and research. The MINI is organised into 19 modules exploring 17 DSM IV
axis I disorders, antisocial personality disorder and suicide risk [97]. Other interviews include the
Structured Clinical Interview for DSM [98] and the Anxiety Disorders Interview Schedule for DSM [99].
However, in case of limited resources and time, shorter semi-structured screening interviews such as the
PRIME-MD [100] are available. The latter was developed to detect the most common DSM disorders, in
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both primary and tertiary care settings, and it has been extensively adopted to assess psychiatric disorders
in populations with chronic illness. When the symptoms are significant, and especially in cases where
depression includes self-harm, a multidisciplinary approach is essential, involving both
psychopharmacology and psychotherapy, with a view to continuity of care between the hospital and the
local area. If the physician is not specialised in the field of mental health and/or does not have respective
diagnostic expertise, it is advisable to refer the patient to a mental health professional, who can assess
which individualised path is most suitable.

To conclude from the above, the clinician is recommended to perform psychological distress screening of
all patients as part of routine care (e.g. annual visits to the general practitioner or outpatient clinic, at the
beginning of pulmonary rehabilitation, upon discharge from the hospital after an exacerbation). Preferably,
instruments should be used that are sensitive to multiple psychological states of suffering, e.g. anxiety,
depression, physical as well as social manifestations. If this initial screening reveals the need for intensified
investigation, the administration of further assessment and/or diagnostic interviewing is recommended with
the purpose of identifying potential cases of anxiety and/or depressive disorders.

Management of psychological distress in COPD
Over the past few decades, the management of psychological distress in COPD has improved, although
there is still an urgent need for the intensified application of therapeutic approaches in clinical practice to
reduce symptom progression [8, 101]. Table 1 summarises the main types of nonpharmacological
management and/or supportive interventions presented in this review [102–120].

Cognitive behavioural therapy (CBT)
CBT is the most studied psychological intervention in COPD [121]. Its principles were originally
developed to treat depression and anxiety disorders [122, 123] and have, over the decades, been adapted
and adjusted for applications in several somatic and psychiatric symptoms and settings [124, 125]. In CBT,
patients learn how to cope with psychological distress by becoming aware of and targeting the closely
interrelated cognitive (thinking), emotional (feeling), physical (sensing) and behavioural (doing) factors
that contribute to the maintenance of psychological symptoms. For example, symptoms of anxiety are
often maintained and/or increased by the patients’ catastrophic thinking and avoidance of feared situations
(e.g. “I cannot handle my breathlessness, so I avoid activities that make me breathless”) [126]. Therefore, a
core element in CBT for anxiety is exposure, where the patient is confronted with fear-inducing stimuli

TABLE 1 Nonpharmacological management options and their effects on symptoms of depression and anxiety in people with COPD

Treatment options Anxiety Depression

Category of treatment Specific kind of
treatment

Effect References of reviews/systematic
reviews/meta-analysis

Effect References of reviews/systematic
reviews/meta-analysis

Psychotherapy Cognitive behavioural
therapy

+ [102] + [102]

Mindfulness-based
intervention

− [103] − [103]

Self-management
interventions

++ [104] ++ [104]

Relaxation therapy Relaxation therapy + [105] + [105]
Progressive muscle

relaxation
+ [106] + [106]

Mind–body exercise Qigong + [107, 108] + [107, 108]
Tai chi − [109] − [109]
Yoga − [110, 111] − [110, 111]

Music therapy Music therapy + [112] − [112]
Singing − [113, 114] − [113, 114]

Integrated disease
management

− [115, 116] − [115, 116]

Collaborative care model − [117] − [117]
Pulmonary rehabilitation ++ [118] +++ [118]
Telemonitoring − [119, 120] − [119, 120]

+++: Strong evidence for beneficial effect; ++: moderate evidence for beneficial effect; +: small/promising evidence for beneficial effect; −: no
consistent evidence for beneficial effect.
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systematically and actively [127]. Likewise, symptoms of depression, such as low mood and negative
automatic thinking, are often worsened by the patients’ accompanying inactivity and isolation (e.g. “I am
useless, so I might as well stay here all by myself”), which is why behavioural activation is a core element
in CBT for depression [128–130]. These elements are accompanied by a restructuring of dysfunctional
thinking patterns by which the patient learns to modify depression and/or anxiety-induced thoughts into
more realistic and less emotionally distressing thinking.

Recent meta-analyses indicate that CBT is efficacious for depression, anxiety and HRQoL in COPD, albeit
yielding small effect sizes [102, 131–133] and insignificant effects when compared to other high-intensity
comparators (i.e. additional activities provided on a background of usual care) [102]. Moreover, the
existing randomised controlled trials are vastly heterogeneous in terms of CBT elements included treatment
duration (on average weekly sessions of 60 min for at least eight meetings), intervention format (individual
versus group; tele-based versus face-to-face) and healthcare professionals delivering the intervention.
Additional research is therefore needed to understand optimal ways of delivering CBT to people with
COPD and how to implement CBT in clinical practice.

Mindfulness/meditation and meta-cognitive therapies
Branches of CBT have also evolved to promote a more accepting mode of response to difficult thoughts
and feelings, as an alternative to the restructuring elements of traditional CBT that seek to change or
modify thought contents [47, 103, 134]. An example of this so-called meta-cognitive approach [135] can
be seen in mindfulness-based cognitive therapy (MBCT), where CBT elements have been merged with
mindfulness meditation, i.e. practising the ability to bring nonjudgemental, present-moment awareness to
thoughts, feelings and bodily sensations. MBCT was originally developed for the prevention of depression
relapse, but a recent trial shows MBCT to be also effective in reducing depression (but not anxiety)
symptoms in COPD [136]. In a qualitative study, participants described that MBCT helped to reduce their
disease-related stigma and give them a greater sense of control [137]. Other types of mindfulness/
meditation-based interventions have also been tested, but a recent systematic review of five studies of
mindfulness-based intervention in COPD reported nonsignificant findings for the outcomes of anxiety,
stress, respiratory symptoms or other physiological outcomes [103]. These findings, however, are based on
a few, relatively small studies with heterogeneous outcomes and intervention elements, and larger studies
are therefore needed.

Relaxation techniques
Relaxation techniques refer to the various methods and manipulations used to reduce stress, muscle tension
and anxiety in the body, increasing the patient’s perception of self-control or modulating their emotions.
Types of relaxation techniques include autogenic relaxation [138, 139], where both visual imagery and
body awareness are used to reduce stress and improve fatigue and sleep quality, progressive muscle
relaxation, involving slowly tensing and then relaxing each muscle group, reducing depression and anxiety
symptoms [140], and visualisation, in which a visual journey to a peaceful, calming place or situation is
taken through mental images [141]. Other relaxation techniques may include deep breathing [142],
massage [143], distraction therapy [144], meditation [145], biofeedback [146], music and art therapy [112,
147], aromatherapy [148], and hydrotherapy [149]. There is some evidence for the effectiveness of
relaxation techniques in COPD, although results are inconsistent due to heterogeneous methodologies, time
frames, instruments and samples [150]. A meta-analysis showed slight positive effects of relaxation
techniques in COPD, with small effect sizes for improving depression and anxiety, but highlighted the
need for future higher-quality research, paying attention to confounders, sampling, control strategies and
measurement instruments [105].

Qigong, tai chi and yoga
Recently, there has been an increase in studies evaluating the effects of ancient, Eastern, mind-body
oriented movement therapies, i.e. qigong, tai chi and yoga, in COPD.

Qigong is a traditional Eastern practice involving systematic movements of the whole body in combination
with specific breathing patterns that involve abdominal and pursed-lip breathing. Recent meta-analyses
including mostly randomised controlled trials (RCTs) suggested that qigong in people with COPD might
be effective for improving symptoms of depression and anxiety, as well as exercise capacity,
breathlessness, health status, quality of life and even pulmonary function [108, 151]. However, across
studies, methodological and statistical heterogeneity was high and quality was often limited. As most
studies to date took place in Asian countries, cross-cultural applicability of findings is unknown.
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Tai chi is a noncompetitive, self-paced system of gentle physical exercise and stretching. Tai chi has many
different styles, that may focus on health maintenance or the martial arts. Recent systematic reviews and
meta-analyses suggested that tai chi has some beneficial effects on functional capacity and pulmonary
function [152, 153] as well as on dyspnoea, fatigue and quality of life [154]. However, potential benefits
for depression and anxiety remain unclear with contrasting findings between analyses, showing no
significant improvement in depressive symptoms and unstable results for anxiety symptoms [109]. This
was partly related to the very low number of respective studies and high heterogeneity in methods.

Yoga aims to create a union between body, mind and spirit, as well as between the individual self and
universal consciousness. Hatha yoga, which is the most widely practised and studied form of yoga in the
modern world [155], stresses two main aspects, “asana” (physical postures) and “pranayama” (breathing
exercises). Although systematic reviews and meta-analyses report positive effects of yoga on exercise
capacity and pulmonary function in people with COPD [110, 111, 156–158], respective benefits on
psychological distress and HRQoL remained unclear, and so far suggest no benefits compared to usual
care for anxiety and depressive symptoms [110, 111].

Music therapy and singing
Music therapy can be passive (e.g. listening to music) or active (e.g. singing). It is an interpersonal process
in which the therapist uses music to help patients improve or maintain, health, and has the potential to be
both an enjoyable and low-cost intervention. Music therapy might exert beneficial effects on people with
respiratory disease by improving breathing coordination and breathlessness, inducing relaxation, elevating
mood and even neurotransmitter activity [147, 159, 160]. Music therapy, specifically playing wind
instruments and singing, can boost lung function and promote the practice of pursed-lip breathing. In turn,
breathlessness, characterised by distress and unpleasantness, may be reduced and exercise capacity
improved [112]. In particular, singing can enhance mood and provide opportunities for social support and
friendship [161].

A meta-analysis of randomised controlled trials that compared passive music therapy (listening to music)
and mixed music therapy (combination of listening and singing) with usual care or other nonmusical types
of intervention in people with COPD suggested that mixed music therapy is effective in reducing anxiety,
alongside improvements in breathlessness, sleep quality and blood pressure [112]. However, although
singing in people with COPD has been shown to be safe, enjoyable and lead to promising effects on
physical components of quality of life and anxiety in smaller and/or qualitative studies [114, 162], a recent
Cochrane review was not able to demonstrate consistent beneficial effects on depression and anxiety levels
[113]. However, these results on singing and music therapy were mostly based on low-quality evidence
due to the low number of studies, small sample sizes and absence of data on long-term effects, requiring
future studies.

Pulmonary rehabilitation
PR is an interdisciplinary intervention based on a thorough patient assessment. Although delivery is highly
varied [163], PR typically comprises exercise training, patient education and behaviour change
interventions. PR aims to improve the physical and psychological condition of people with chronic
respiratory disease [163] and has a substantial evidence base supporting its positive effects on quality of
life, exercise capacity, symptoms (e.g. breathlessness) and hospitalisations in people with COPD [164–
166]. More recently, a meta-analysis of 11 studies also demonstrated significant benefits of PR of moderate
magnitude for anxiety symptoms and large magnitude for depression symptoms [118]. These benefits were
not related to programme duration, age, gender or disease severity. Alongside these improvements in more
general forms of depression and anxiety, recent studies further demonstrated that short, intensive 3-week
inpatient PR can also improve disease-specific fears such as fear of breathlessness and fear of physical
activity, with effects maintained at 6 months post-PR [40, 41].

It is currently not well understood how exactly PR impacts psychological distress, especially if no direct
psychosocial support is included in some programmes. However, it is likely that most PR programmes
already incorporate (hidden) aspects of CBT, e.g. goal setting, activity pacing or exposure to feared
(physical) activities [102], potentially contributing to observed anxiolytic and/or antidepressant effects of
PR [125, 131, 132]. In light of the current emphasis on more individualised models of patient care [167,
168], it remains to be tested which approaches and individual PR elements, in which dose, can maximise
the potential benefits of PR for (which) individuals with COPD and comorbid psychological distress.
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Principles of care
It can be challenging for people with COPD to actively engage in the care process, especially when
treatment is characterised by multiple interventions and/or is continuous and of long duration, leading to
high drop-out rates and poor adherence. This may result in worse clinical outcomes including increased
exacerbation and rehospitalisation rates [169, 170]. Among the many variables that can contribute to
increased or decreased levels of patient engagement are therapeutic alliance, accessibility of care and
confidence that treatment will address their specific goals. For this reason, person-centred care, which
focuses on patient engagement, empowerment and respect, becomes a fundamental framework for
considering tools and techniques to improve engagement in treatment [171, 172]. Supported
self-management in partnership with clinicians alert to the many difficulties of living with COPD, which
enables patients to cope engagingly and seek help appropriately to manage their symptoms, should be
encouraged [60]. Interventions for managing psychological distress described in the previous paragraphs
can be integrated into the patient’s care pathways in many ways, including through supported
self-management and integrated models of care.

Supported self-management
Supported self-management approaches are directed towards behavioural change and comprise various
components, often in heterogeneous combinations. Examples include smoking cessation, an increase in
physical activity and exercise, appropriate medication use (e.g. inhaler technique), managing symptoms
(e.g. breathlessness), use of energy conservation techniques (e.g. pacing), avoidance of aggravating factors
(e.g. air pollution) and use of stress management techniques [173]. A recent Cochrane review demonstrated
moderate evidence for beneficial effects of self-management interventions in people with COPD for
reducing depression and anxiety, while also improving quality of life and respiratory-related hospital
admissions [104]. Notably, another systematic review showed that self-management interventions
specifically targeting mental health concerns alongside symptom management were significantly more
effective in improving quality of life and other health outcomes in people with COPD than those targeting
symptom management alone [174]. Similarly, evidence suggests education and action plans alone show
little benefit for reducing depression or anxiety, indicating the need for more comprehensive approaches to
address psychological distress [116, 175, 176].

Integrated models of care
Integrated disease management (IDM) programmes aim to combine different components of care, with
healthcare providers co-operating to provide greater efficiency and quality. While a recent Cochrane review
demonstrated beneficial effects across a variety of IDM programmes on quality of life, exercise capacity
and number and duration of hospital admissions in people with COPD, no consistent beneficial effects
were found on levels of depression and anxiety [115].

The Collaborative Care Model, instead, adopts team care, an interdisciplinary approach to deliver
evidence-based diagnoses, treatment and follow-up care and is useful in supporting the management of
depression in chronic conditions; although data on its efficacy, considering both depression and anxiety in
general, are inconsistent. However, there are still very few studies exploring the implementation of this
model. Given initial promising results, these may encourage future studies, especially involving and
treating older and vulnerable patients such as those with COPD [117].

Breathlessness support services that prompt early integration of palliative care and utilise holistic
(pharmacological and nonpharmacological) techniques are also a good example of integrated multi-
disciplinary team care. Their consideration of physical, psychological, social and spiritual needs of individual
patients, their families or carers has been shown to improve distress due to breathlessness and depression
symptoms [177–179]. While this evidence is predominantly in people with thoracic cancer, analysis of
pooled data from three contributing trials suggests diagnosis may not be predictive of intervention response
[180]. Continued calls for earlier and greater integration between respiratory and palliative care may therefore
have important implications for addressing psychological distress [177, 181, 182].

Current challenges and future directions
Although psychological distress is prevalent in COPD and associated with a substantial individual [38] and
socio-economic burden [183, 184], it often remains undetected and untreated [185, 186]. Studies reported
that in less than 44% of people with COPD, clinically relevant increased levels of depression and/or
anxiety were adequately diagnosed and that only 31% of them had received any treatment for these
comorbid psychological conditions [187]. These data have been subsequently confirmed [7], stressing that
less than one-third of people with COPD and mental health problems receive adequate management,
despite the recommendations of the Global Initiative for Chronic Obstructive Lung Disease guidelines to

https://doi.org/10.1183/16000617.0170-2022 8

EUROPEAN RESPIRATORY REVIEW COPD | E. VOLPATO ET AL.



actively screen for and manage psychological comorbidities [188]. Hence, some important clinical and
research-related challenges should be addressed in the future to optimise the management of psychological
distress in COPD, which will be discussed below (figure 2).

Development and implementation of valid screening instruments
As mentioned previously, prevalence estimates for psychological distress in COPD are currently
compromised by confusion in terminology (i.e. “psychological distress”, “anxiety”, “depression”;
“symptoms” versus “disorder”) and lack of widely accepted cut-offs for clinically significant cases.
Therefore, a comprehensive evaluation of the psychometric properties of instruments measuring (specific
aspects of) psychological distress in COPD is needed. Moreover, studies exploring distinctive features of
psychological distress across respiratory illnesses could support more effective identification and
management.

However, the fact that valid questionnaires exist does not necessarily mean that they are being used in
clinical settings. A recent study explored respiratory clinicians’ perspectives of mental health in COPD [56]
and identified many barriers. Firstly, despite using validated screening instruments (i.e. the HADS) it can
be difficult for respiratory clinicians to differentiate mental health issues from normal psychological
reactions to physical symptoms (e.g. breathlessness-related anxiety). Secondly, limited training in
communication skills can hold respiratory clinicians back from initiating discussions about mental health.
Thirdly, time constraints are perceived as barriers to discussing mental health, especially in primary care,
and, fourthly, navigating (referral to) mental health services and fragmented care are challenging for
healthcare professionals as well as patients. Nonetheless, the existing evidence also includes examples of
successful implementation of psychological screening [189] and further systematic clinical implementation
studies are needed in the future [190].

Refinement of interventions
While the evidence base for nonpharmacological interventions for psychological distress in COPD has
grown considerably over the last decades, several issues remain. Firstly, the majority of existing RCTs
yield small effect sizes, compared to treatment as usual. When comparing specific nonpharmacological
interventions of comparable intensity, there tend to be no apparent differences in their effects on
psychological distress. This may be explained by the common nonspecific factors of nonpharmacological
interventions, such as social support in group programmes, attention from healthcare professionals and
increasing physical activity by regularly attending intervention sessions [191]. Therefore, comparing the
specific mechanisms of various nonpharmacological interventions, i.e. through dismantling designs [192],
is needed to design more efficient intervention programmes in the future. Secondly, it is well known from
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studies of behavioural interventions that treatment effects tend to wane over time [132]. Many existing
studies do not include follow-up measurements beyond 6 months post-treatment [132, 133, 193] and
longer-term follow-ups are needed with the purpose of, firstly, identifying the most cost-efficient length
and intensity of intervention programmes and, secondly, introducing booster sessions at optimal
post-treatment time points. Thirdly, several nonpharmacological intervention types have not been
empirically evaluated with psychological distress as the primary outcome. For example, although singing
in people with COPD has been shown to be safe, enjoyable and leading to promising effects on physical
components of quality of life and anxiety in smaller and/or qualitative studies [114, 162], a recent
Cochrane review was not able to demonstrate consistent beneficial effects on the secondary outcomes
depression and anxiety levels [113]. Moreover, low baseline levels of depression and anxiety in these
samples might create floor effects, preventing further improvements in psychological distress during the
intervention [162, 194], Fourthly, there is a tendency for studies of nonpharmacological interventions to
cluster around culture-specific intervention types. For example, most studies of mind–body interventions,
such as tai chi, qigong and yoga, have been conducted in Eastern contexts, whereas studies of CBT have
predominantly been conducted in Western settings. Hence, future multi-centre studies of culturally diverse
samples are needed. Finally, several psychological intervention programmes have shown promising effects
on psychological distress in other somatic disease populations and may also be evaluated in people with
COPD, e.g. acceptance and commitment therapy aiming to increase goal-directed and value-based
behaviour [195, 196], compassion-focused therapy targeting self-criticism [197] or meta-cognitive therapy
targeting rumination and worry [198], and dignity therapy targeting peoples’ sense of meaning and purpose.

Inclusion of and referral to mental health specialists
While several types of nonpharmacological interventions have been empirically validated, the availability
of such interventions is limited in clinical practice, which is reported as a barrier to initiating discussions
of mental health by respiratory clinicians [188]. An international survey among members of respiratory
societies indicates that mental health specialists, e.g. psychologists and/or physicians or nurses with mental
health training, are seldom represented in PR teams [199] and the provision of psychological services for
people with COPD is commonly observed in primary care settings, often in the form of long waiting lists
for mental health management [200].

As outlined above, there is an urgent need for psychological care in COPD and its potential value has been
previously noted but rarely integrated and tested in order to optimise models of care [201, 202]. In
contrast, psychological care is already embedded in cystic fibrosis (CF) care at many CF centres, in which
a psychologist and/or a social worker are part of the multidisciplinary team. This model might work as
well in COPD. In the CF mental health guidelines, annual mental health screening and treatment is
recommended [84]. National implementation of these guidelines has been highly successful [203–205],
partly due to the development of a mental health “toolbox” and additional mental health training sessions
at national conferences. The International Committee on Mental Health in Cystic Fibrosis guidelines could
be implemented in clinical COPD care as well if the appropriate mental health experts are integrated into
the care team. Evaluating the possibilities of implementing these screening recommendations in clinical
practice should be a focus of future research. Moreover, additional studies are needed to identify and
address biopsychosocial factors that might influence mental health, disease severity and HRQoL in
individuals with COPD.

The availability of nonpharmacological interventions to reduce psychological distress among people with
COPD in the future will most likely require a substantial restructuring at the organisational level of
healthcare systems, including, but not limited to 1) on-boarding of mental healthcare specialists in
multidisciplinary integrated respiratory and rehabilitation teams, 2) improved referral options, and 3)
increased reimbursement of management costs.

Involvement of patients and caregivers
Finally, there is a need for more careful attention to the preferences, experiences and capabilities of the
individual patients and their caregivers. The often relatively low levels of health literacy in the COPD
population [206] call for increased focus on dedicating time and resources to the provision of health-related
information. This is especially relevant when it comes to the impact of psychological distress, as this
subject can be surrounded by considerable stigma, reluctance to express it and epistemic injustice [60].
Information can be provided based on existing, evidence-based materials, e.g. the guidelines provided by
HUTCHINSON et al. [207]. Considering challenges of experiencing “two layers of stigma” around both lung
disease and mental health [188], working together with people affected by COPD to codesign acceptable
therapeutic pathways and approaches will be important.
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It should also be noted that social isolation and passivity are natural consequences of psychological distress
in COPD – especially during epidemic periods [37, 208] – which may result in further difficulties in
reaching this specific population for supportive purposes [50]. The development of tele-based treatment
modalities could be a promising element in solving this problem and studies of tele-based
nonpharmacological interventions do exist but are limited in sample sizes [209–211]. Nonetheless, studies
directly comparing the efficiency of such interventions, compared to in-person delivery, are lacking and
tele-based interventions could pose challenges for patients who 1) are less familiar with and/or have less
access to technologies, 2) do not have the support of a caregiver, and 3) are beginning to experience some
cognitive difficulties [129].

Additionally, there is a need to develop and evaluate screening instruments and treatment strategies for
partners/caregivers of people with COPD who often suffer from psychological distress and poor quality of
life as well, but are usually neglected in clinical routine [212–214].

Conclusions
Psychological distress is widespread among people with COPD and is related to worse health outcomes. It
often remains underdiagnosed and untreated, intensifying the burden for patients, caregivers and family.
Psychological distress encompasses many forms, including both nonpathological responses to a chronic
and progressive condition, and pathological mental health conditions such as depression and anxiety,
which are the most studied in COPD. Several instruments are available for detecting psychological distress
in clinical practice, although implementation is currently suboptimal. Various nonpharmacological
treatment options have been suggested to reduce psychological distress in COPD and, to date, PR and
cognitive behavioural approaches have the strongest evidence base for improving depression and anxiety
symptoms. However, optimal models of care for people with COPD experiencing high levels of distress
and approaches to achieve long-term impacts across culturally diverse samples are still unknown.
Strengthening the evidence for nonpharmacological interventions and routinely implementing successful
approaches into clinical practice will be essential to address the unmet psychological needs of people with
COPD and their families.

Points for clinical practice

• Provide information (material) about psychological distress in lung diseases.
• Perform routine screening for psychological distress in people with COPD.
• Use validated screening questionnaires.
• If significant psychological distress is detected, discuss this with the patients and their carers and perform

further assessment and/or diagnostic interviewing with a mental health professional, if needed.
• Consider referring people with persistent subclinical symptoms to multidisciplinary pulmonary

rehabilitation or cognitive behavioral therapy.
• In complex cases, consider referring to mental health care specialists for clinical diagnostic interview

and/or treatment.
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