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Abstract

Lung health, the development of lung disease, and how well a person
with lung disease is able to live all depend on a wide range of societal
factors. These systemic factors that adversely affect people and cause
injustice can be thought of as “structural violence.” To make the
causal processes relating to chronic obstructive pulmonary disease
(COPD) more apparent, and the responsibility to interrupt or alleviate
them clearer, we have developed a taxonomy to describe this. It
contains five domains: 1) avoidable lung harms (processes impacting
lung development, processes that disadvantage lung health in
particular groups across the life course), 2) diagnostic delay (healthcare
factors; norms and attitudes that mean COPD is not diagnosed in a
timely way, denying people with COPD effective treatment), 3)
inadequate COPD care (ways in which the provision of care for

people with COPD falls short of what is needed to ensure they are
able to enjoy the best possible health, considered as healthcare
resource allocation and norms and attitudes influencing clinical
practice), 4) low status of COPD (ways COPD as a condition and
people with COPD are held in less regard and considered less of a
priority than other comparable health problems), and 5) lack of
support (factors that make living with COPD more difficult than it
should be, i.e., socioenvironmental factors and factors that promote
social isolation). This model has relevance for policymakers,
healthcare professionals, and the public as an educational resource to
change clinical practices and priorities and stimulate advocacy and
activism with the goal of the elimination of COPD.

Keywords: epidemiology; advocacy; stigma; healthcare provision;
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Chronic obstructive pulmonary disease
(COPD) is one of the leading causes of
disability and premature death (1). The link
between socioeconomic deprivation and
health status is undeniable, and, like all long-
term health conditions, COPD is not
distributed equally within and between
populations (2, 3). Healthcare systems and
healthcare professionals tend to view health
conditions as something that people “have.”
In this paper, we argue that lung disease, as
exemplified by COPD, can also usefully be
represented as something that has been
“done to” people. By framing it in this way,
the causal processes driving social injustice
become more apparent, and, with that, the

need for means by which clinicians and
others can interrupt or alleviate these
mechanisms becomes clearer.

To understand the processes that
underpin systemic injustice, Johan Galtung
introduced the term “structural violence” in
1969. This can help us to understand that, in
addition to the more obvious consequences
of direct violence whereby individuals are
directly harmed by physical means, violence
is also “built into the structure and shows up
in unequal power and consequently as
unequal life chances” (4). This is analogous to
Stokely Carmichael’s distinction between two
types of racism: individual racism and
institutional racism (5). The absence of

direct violence is peace, and the absence of
structural violence would be social justice (4).
A key consideration is to focus on factors that
limit life experiences that are actually possible
to achieve. For example, aging is inevitable,
but the circumstances and manner in which
we age vary enormously, impacting
individual well-being and indeed the
possibility of living a life of adequate length.
The use of the term “structural
violence,” which is more direct than usual
discourse while also unfamiliar but easily
understood, is intended to focus attention
on the way in which structural factors in
societies cause people to develop COPD who
need not have done so and disadvantage

(Received in original form September 20, 2023; accepted in final form February 1, 2024)

8This article is open access and distributed under the terms of the Creative Commons Attribution Non-Commercial No Derivatives License 4.0.
For commercial usage and reprints, please e-mail Diane Gern (dgern@thoracic.org).

Author Contributions: The initial model was developed by P.J.W., S.C.B., A.A.L., and N.S.H. The collection and collation of stakeholder input
was conducted by P.J.W. and N.S.H. wrote the first draft, to which all authors contributed and approved the final version.

Correspondence and requests for reprints should be addressed to Nicholas S. Hopkinson, M.D., Ph.D., National Heart and Lung Institute,
Imperial College, Royal Brompton Hospital Campus, Fulham Road, London SW3 6HP, United Kingdom. E-mail: n.hopkinson@ic.ac.uk.

This article has an online supplement, which is accessible from this issue’s table of contents at www.atsjournals.org.

CME will be available for this article at https://shop.thoracic.org/collections/cme-moc/ethos-format-type-journal.
Am J Respir Crit Care Med Vol 209, Iss 8, pp 938-946, Apr 15, 2024

Copyright © 2024 by the American Thoracic Society

Originally Published in Press as DOI: 10.1164/rccm.202309-1650CI on February 1, 2024

Internet address: www.atsjournals.org

938

American Journal of Respiratory and Critical Care Medicine Volume 209 Number 8 | April 15 2024


http://orcid.org/0000-0003-3235-0454
http://crossmark.crossref.org/dialog/?doi=10.1164/rccm.202309-1650CI&domain=pdf&date_stamp=2024-03-29
http://crossmark.crossref.org/dialog/?doi=10.1164/rccm.202309-1650CI&domain=pdf&date_stamp=2024-03-29
https://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:dgern@thoracic.org
mailto:n.hopkinson@ic.ac.uk
http://www.atsjournals.org
https://shop.thoracic.org/collections/cme-moc/ethos-format-type-journal
https://doi.org/10.1164/rccm.202309-1650CI
http://www.atsjournals.org

At a Glance Commentary

Scientific Knowledge on the
Subject: Healthcare systems and
healthcare professionals tend to
view health conditions as something
that people “have.” However, lung
disease, as exemplified by chronic
obstructive pulmonary disease
(COPD), can also usefully be
represented as something that has
been “done to” people. By framing
it in this way, the causal processes
driving social injustice become
more apparent, and, with that, the
need for means by which clinicians
and others can interrupt or alleviate
these mechanisms becomes clearer.

What This Study Adds to the
Field: The model we have
codeveloped defines five domains
whereby structural processes cause
or aggravate COPD: avoidable lung
harms, diagnostic delay, inadequate
COPD care, low status of COPD, and
lack of support for people living with
COPD. This model has relevance

for policymakers, healthcare
professionals, and the public as an
education resource to change clinical
practices and priorities and stimulate
advocacy and activism for social
justice and reparations.

people who have COPD so that their lives are
more limited than they could be. Focus on
these is needed to develop strategies and
solutions to reduce or eliminate the burden
of COPD. The approach relates closely to the
social conditions as fundamental causes of
health inequalities theory (6), which posits
that inequalities persist because
socioeconomic status continues to embody
an array of resources, such as money,
knowledge, prestige, power, and beneficial
social connections that protect health.

We therefore aimed to develop a
taxonomy of structural violence, using an
iterative process to refine the structural social
factors that bear on COPD, on which people
working in this field can build to guide
research, advocacy, and reform. It should
also help to identify and encourage areas for
interdisciplinary work between the medical
and social sciences. Some of the results of
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these studies have been previously reported
in the form of a preprint (7).

Model Development

The model development followed a
partnership-based approach, with
collaboration among the research team, experts
in various aspects of adult and pediatric lung
health, and people affected by COPD. It was
informed by the first three components of the
Six Steps in Quality Development framework:
1) defining and understanding the problem
and its causes; 2) identifying which causal or
contextual factors are modifiable, ie., which
have the greatest scope for change and who
would benefit most; and 3) deciding on the
mechanisms of change (8).

Following informal discussions with
respiratory experts and considering
responses to Asthma + Lung UK surveys of
people with respiratory disease (9, 10), the
authors proposed an initial model containing
five domains of concern: avoidable risks that
cause COPD, diagnostic delay, inadequate
COPD care, low status of COPD, and the
lack of support that people living with COPD
experience (11). These categories were then
circulated online to an expert panel using
SurveyMonkey (Momentive Inc) to canvas
opinions about the validity of this structure,
as well as to rate the importance of key
elements that should be contained in each
domain and suggest additional ones. Expert
input through this process led to an
increased emphasis on early life and
transgenerational factors as well as the
impact of racism.

The survey was also sent to members of
an Asthma + Lung UK patient group who
ranked elements to confirm their importance
and were able to offer additional possible
items. This led to an increased emphasis on
the impact of stigma from the public and
healthcare system as well as demands for
legislation to tackle avoidable lung harms
such as poverty and air pollution. Further
stakeholder meetings were held to review
and refine the model and evidence base,
allowing a deeper discussion about key
concepts. See online supplement for details of
the development process.

Where mechanisms are described in the
model, they are, in general, cited only once,
in what was deemed to be the most relevant
domain based on an assessment of impact or
causal priority. For example, poor housing is
arisk factor for the development of lung

disease but also makes living with lung
disease more difficult.

A Conceptual Model of COPD
as a Manifestation of
Structural Violence

The final model included the following five
domains, each consisting of two subdomains
(Figure 1).

Avoidable lung harms: 1) processes
that impact on lung development and 2)
processes that disadvantage lung health in
particular groups across the life course.

Diagnostic delay: 1) healthcare factors
and 2) norms and attitudes that mean that
COPD is not diagnosed in a timely way,
denying people with COPD effective
treatment to improve or maintain their
quality of life and improve prognoses.

Inadequate COPD care: ways in which
the provision of care for people with COPD
falls short of what is needed to ensure they
are able to enjoy the best possible health,
considered as 1) healthcare resource
allocation and 2) norms and attitudes
influencing clinical practice.

Low status of COPD: ways in which
COPD as a condition and people with
COPD are held in less regard and considered
less of a priority than other health problems
of similar scale, considered as 1) institutional
factors and 2) norms and attitudes.

Lack of support: factors that make
living with COPD more difficult than it
should be. These are categorized as I)
socioenvironmental factors and 2) factors
that promote social isolation.

Avoidable Lung Harms

The lung pathology that underpins
COPD—airway inflammation and remodeling,
bronchiolitis, alveolar destruction, and
pulmonary vascular damage—occurs first,
because of factors that interfere with lung
growth before and after birth and across
generations (3, 12, 13). An adverse fetal
environment produces lung structural
changes, altered immunology, low birth
weight and prematurity, sensitization to later
insults, and premature aging (telomere
shortening) (14), as well as increasing
cardiovascular risk driving multimorbidity
(15). The second main factor is exposures and
processes that accelerate lung function
decline across the life course, including
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Figure 1. Chronic obstructive pulmonary disease as a locus for structural violence. AECOPD = acute exacerbation of chronic obstructive
pulmonary disease; COPD = chronic obstructive pulmonary disease.

second-hand smoke exposure, diet, smoking,
air pollution, and occupation (1, 12, 16-23).

COPD is closely tied to inequality and
deprivation (2, 14) and, in particular, failure
to ensure the health and well-being of
mothers and children (24). As Michael
Marmot has observed, “child poverty is a
political choice” (25). Absolute and relative
poverty reduction (26, 27), tackling corporate
determinants of health like the relative
expense of healthy diets versus poor ones (28)
and the promotion of alcohol (29), addressing
neighborhood and partner violence (30),
structured early-years support such as the
U.S. Head Start (31) or U.K. SureStart
schemes (32), policies that reduce workplace
stress and occupational exposures (33, 34), as
well as reducing indoor and outdoor air
pollution (15, 35) and implementing
comprehensive tobacco control measures (36)
would all decrease the avoidable harm done
to children’s lungs and thus reduce their risk
of developing COPD in later life.

U.S. data show that the Neighborhood
Environmental Vulnerability Index, which
captures domains pertaining to demographic
characteristics, economic indicators,
residential characteristics, and health status
characteristics, is associated with respiratory
hospitalization in children (37), as is the
neighborhood Child Opportunity Index (38),
with evidence linking the Child Opportunity
Index to a range of respiratory outcomes
including asthma risk, the fitness of children
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with asthma, and exposure to triggers for
developing or worsening lung disease
(39-41), and the Area Deprivation Index is
associated with an increased risk of
hospitalization in children with
bronchopulmonary dysplasia (42).

Most of the structural factors that drive
lung health disadvantage in early life
continue to operate across the life course.
Failure to address smoking at the time of
delivery increases children’s exposure to
environmental tobacco smoke, and smoking
behavior is passed on to children by carers
and peer groups (43), sustaining health
inequality. Smoking is the leading
preventable cause of premature death and
disability, responsible for half the difference
in life expectancy between rich and poor (44),
and two thirds of people who continue to
smoke will die from a smoking-related
disease (45, 46). Childhood smoking uptake
substantially increases the risk of lung disease
(47). There has been a failure to take action
proportionate to this knowledge. In the
United Kingdom, for example, there was a
36-year gap between the 1962 publication
of Smoking Kills by the Royal College of
Physicians and the first comprehensive
government tobacco control plan in 1998.
Smoking rates in U.K. 15-year-olds decreased
from 20% to 3% in the following 20 years
after having been unchanged at that level for
the previous 20 years. A similar lag in policy
implementation followed the U.S. Surgeon

General’s 1964 report on the same subject
(48). There is no technical reason why
effective measures to reduce the affordability,
availability, and appeal of smoking could not
have been taken earlier, and the responsibility
for millions of children taking up smoking
rests with adult policymakers. Globally,
although there has been progress since the
World Health Organization Framework
Convention on Tobacco Control treaty was
instituted, virtually no country has chosen to
implement the full range of measures
needed to achieve its objectives (36, 49).

As with smoking, efforts to prevent
youth uptake of vaping by reducing its
affordability, availability, and appeal to
nonsmokers continue to be inadequate to
the task (50).

The use of illicit drugs, both inhaled and
intravenous, is another cause of COPD that
is determined by modifiable social factors
and amenable to poverty reduction and
other social interventions (51).

Respiratory infections in early
childhood are associated with an increased
risk of death from respiratory causes such as
COPD in adult life (52), and tuberculosis is
also an important and socially determined
cause of COPD (15). Modifiable factors that
increase the risk of childhood respiratory
infections and their severity include poor
housing and nutrition, reduced access to
health care, smoking, and exposure to indoor
and outdoor air pollution.
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Occupations in which workers are
exposed to dust, fumes, and chemicals
increase the risk of developing obstructive
lung disease, and the population-attributable
fractions due to occupation are estimated to
be 14% for COPD and 16% for asthma
(15, 32). Structural issues here include the
lower socioeconomic status of people
performing factory and cleaning work and
decisions about whether to provide workers
with appropriate protection.

Global heating, climate disruption, and
air pollution cause COPD through a range of
synergistic mechanisms, including increased
lung toxicity from particulates and nitrogen
oxide, as well as increased allergen exposure
driving asthma incidence (53, 54). Exposure
to pollution is itself tightly linked to poverty
(55) and an issue of environmental justice
(56). Active transport and clean public
transportation reduce air pollution, and
physical inactivity is associated with
accelerated lung function decline, so a failure
to facilitate and promote physical activity is
also a systemic risk (57).

Diagnostic Delay

The diagnostic criteria for COPD are
straightforward, but the condition is typically
diagnosed when there is already substantial
lung damage and often when there have
been suggestive symptoms for several years,
meaning that patients miss out on
interventions that could improve their
quality of life, delay disease progression, and
improve survival (58-61). Healthcare factors
include a lack of a systematic approach to
breathlessness in midlife, with symptoms
normalized as an expected consequence

of aging or a “smoker’s cough” (59, 62).
Allowing slowly progressive breathlessness
to restrict daily physical activity levels may
also promote multimorbidity because
sedentarism increases the risk of other long-
term conditions such as diabetes,
hypertension, and osteoporosis (57, 63).
There is typically a lack of system incentives
to identify COPD, lung function testing
provision is poor, and bias in measurement
may systematically underdiagnose lung
disease in some ethnic groups (22, 64). High-
risk groups such as those with a history of
childhood chest disease, those with
occupations associated with inhaled
exposures or high smoking rates, those with
mental health problems, and unhoused
people are likely to be groups that also have
less access to health care and lower
expectations of health care (65, 66).

Concise Clinical Review

There is generally poor awareness of
COPD and lung disease, and there has been a
lack of strategies to communicate this and
change health behavior (67). People with
symptoms may consider them self-inflicted,
worry about stigma, or worry that the
symptoms represent cancer. Therapeutic
nihilism and stigma around COPD produce
a self-fulfilling failure to make the diagnosis
(68, 69).

Inadequate Care

COPD management aims to improve
shortness of breath and other symptoms,
reduce disease progression, and improve the
prognosis (24, 70). The United Kingdom’s
National Institute for Health and Care
Excellence has defined “five fundamentals of
COPD care”: smoking cessation, vaccination,
pulmonary rehabilitation, personalized self-
management plans, and optimizing
treatment for multimorbidity (70). However,
most people with COPD are currently denied
effective treatment, in both low and high-
income countries (8, 71-73). Limited time
and resources mean that basics like guidance
on inhaler technique are not delivered. An
insufficient respiratory workforce (60) and
the move away from specialist respiratory
care can also mean that treatable phenotypes
such as bronchiectasis, sleep-disordered
breathing, and pulmonary hypertension
may go unidentified and untreated. The
acceptance of symptoms as normal or
untreatable also means that multimorbidity
including cardiac disease, lung cancer, and
mental health problems go underdiagnosed
and undertreated (10). Referral for specialist
intervention like lung volume reduction
procedures often occurs too late, if it is
considered at all (74). Despite a high
symptom burden, COPD patient access to
palliative care is limited (75, 76), as is access
to treatment for psychological comorbidities
(77). Care pathways do not systematize
universal engagement with charities that
could support patients (60).

Globally, the majority of people with
COPD are among the lowest-income people
in low-income countries and do not have
access to affordable medication (78). This
contributes to patients missing out on
effective treatment in low-resource settings
(79, 80). Access to smoking-cessation
pharmacotherapy is also limited (81), and
research and development focus on high-
income countries.

The explanations for poor care can be
found in an interplay between healthcare

system choices about prioritization and
norms and attitudes of healthcare workers
and patients (82, 83), which drive a mutually
reinforcing therapeutic nihilism (24).
Training of healthcare providers and
professionals in implicit bias and cultural
competency may help to address issues that
arise related to minoritized groups.

Low Status of COPD

In 2019, there were estimated to be 212
million people diagnosed with COPD
globally, and COPD accounted for 3.3
million deaths (1). Given its impacts on
healthcare systems and the lives of individual
citizens, COPD receives proportionately less
attention and investment in clinical care and
research than would be expected (60, 84).
This is matched by a lack of public awareness
of COPD as a health condition (85, 86).
Respiratory disease is often omitted from
healthcare policy discussion, even when it is
highly relevant (87). Choices about which
conditions to link to performance targets
have impacted COPD care. In the United
Kingdom, for example, National Service
Frameworks—10-year plans to achieve
performance targets for conditions such as
cancer, coronary heart disease and stroke,
accidents, and mental health—were
introduced around the turn of the 21st
century. The omission of respiratory disease
from these has inevitably led to a diversion
of resources and attention toward the
conditions that were prioritized.

In addition, meager allocation of
research funds has translated into a lack of
progress in understanding COPD and
developing new treatments, and this lack
of progress has deterred further investment
(88). The low status of COPD clinical care
also makes COPD research more difficult, as
the starting point of a well-phenotyped
patient receiving established standard care
is less accessible than, for example, a person
with coronary artery disease, for which
treatment is typically highly protocolized and
relatively well resourced.

The socioeconomic distribution of
COPD means that people with the condition
lack social and cultural capital, which
impacts how they are perceived by healthcare
professionals. Stigma is an important aspect
of living with COPD that feeds into the low
priority that the condition and people with
it are given (68, 69, 83).

Care pathways for acute exacerbations
of COPD have changed little in recent
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decades, in stark contrast to the treatment of
myocardial infarction and stroke. Although
mortality and readmission rates after
hospitalization for acute exacerbations of
COPD are high, acceptance of this as a
normal aspect of COPD means
postdischarge support and investigation are
typically limited (89).

Lack of Support for Living with COPD
The experience of having COPD is
influenced for the worse by factors that make
living with the condition more difficult.
COPD is more common in poorer people
and increases the likelihood that people will
have to give up work prematurely, reducing
their income and savings (90). Lack of
money, poor housing, and absence of
transportation deny people with COPD the
chance to mitigate some of the limitations
caused by the disease, and living in a cold,
damp home increases the risk of acute
exacerbations (91). Choices about welfare
such as disability benefits, and public
provision of resources such as public
transportation, libraries, and recreation
centers will influence the constraints under
which poorer individuals with COPD live
(25). Older people with COPD may lack
digital access or literacy, so digital-by-default
services become inaccessible (92).

Stigma and a lack of public
understanding make living with COPD more
difficult. Related to but distinct from the

more quantitative domain of social welfare
are factors that determine the experience of
social isolation and loneliness, including
limited peer support networks and an
inability to fulfill social roles such as
grandparenting and participation in social
activities and recreation (93).

Mitigating Structural Violence: Scope
and Scale

Having set out the mechanisms through
which structural processes manifest in
COPD, the question arises: what should be
done about them? For healthcare
professionals, these can be considered in
terms of what can be addressed by making
systematic improvements to clinical practice,
by advocacy, and by healthcare professionals
collectively through representative bodies
such as thoracic societies (Table 1).

COPD and Legal Considerations

A person with lung disease may have been
the victim of one of three broad types of
injustice with possible legal remedies

(Figure 2). First, an individual or entity may
have harmed them directly by exposing them
to noxious materials. The tobacco industry is
the obvious example, but other polluters or
occupational exposures are also relevant. The
second broad possibility is that an individual
or entity with a duty to protect them from
harm has failed to do so. In the case of
government, this could represent a failure to

Table 1. Responsibility to Address Structural Processes Related to COPD

legislate, to comply with legislation, or to
enforce legislation. Examples include
inaction on air quality and failure to restrain
the harm caused by the tobacco industry
(36). The third potential injustice is the
failure to provide effective treatments or the
means to access them. Inadequate provision
of the five fundamentals of COPD care,
including pulmonary rehabilitation and
smoking-cessation services, is an example of
this (70).

The practical implications of this will
vary from country to country depending on
legal systems, but potential approaches
depend on the entity considered to be at
fault. There may also be specific issues in
which the group affected comes from a
designated group or minority. For
government or quasi-governmental bodies,
judicial review and human rights-based
approaches might be considered. Private
actions for negligence or personal injury may
be appropriate in some situations, and
possible claims might be from individuals or
class actions. Exemplary cases may prompt
action. In 2020, Ella Kissi-Debra, a 9-year-old
girl who died in 2013, became the first
person in the world to have air pollution
given as a cause of death. Her case has been a
spur to expand London’s Ultra Low
Emission Zone, which is intended to restrict
the most polluting vehicles from driving in
the city. Table E5 in the online supplement
comprehensively details the evidence for

Responsible Group

Policymakers

The public

People with COPD

Healthcare professionals as individuals

Measures to Address Structural Violence Around COPD

Prioritize child and maternal well-being
Adopt health in all policies
Legislate to protect citizens

Enforce protections for people

Self-advocacy

Engage with charities and NGOs
Clinical care

Address stigma

Clinical guidelines

Advocacy

Address commercial determinants of health

Justice as fairness: policies that achieve redistribution and reparation
Address intersectional injustices around ethnicity, gender, disability, sexual orientation

Provide adequate resources to address respiratory conditions
Acknowledge long-term health conditions as structurally determined
Become more aware of respiratory disease

Demand that policymakers address structural issues

Demand that policymakers address structural issues

Promote awareness of lung disease among colleagues and the public

Ensure fair commissioning of care for respiratory conditions
Demand that policymakers address structural issues

Definition of abbreviations: COPD = chronic obstructive pulmonary disease; NGO = nongovernmental organization.
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Industry/employers

Individual officials

Legal routes to lung health

Government People in General
- Not legislating )
- Not enforcing Failure Equality groups
legislation to - Children
- Not complying with protect - Older people Harm
legislation - The poor e
- Ethnicity

- Gender/sexuality

Patients

- COPD

- Asthma

- Occupational
conditions

Types of action
Judicial review

Human rights (damages)
Misfeasance in public office
Private cases

- Negligence

- Personal injury

Government/Local
authorities e.g. cold damp
homes

Tobacco industry and other
corporate actors

Pollution

- Occupational
- Indoor

- Outdoor

Climate disruption

Failure to provide
adequate treatment

Individual claims
Organizations claiming
Class action

- Clinical commissioners
- Pulmonary rehab
- Palliative care
- Self-management support
- Information

Figure 2. Legal routes to lung health. COPD = chronic obstructive pulmonary disease.

harms related to each domain and potential
mitigation.

Discussion

The model described in this work was
developed through an iterative process
involving a range of experts and people with
COPD. Its five domains provide a systematic
approach to considering the factors that
cause people to develop COPD and to live
lives that are limited in terms of well-being
and agency: the extent to which they are able
to pursue goals and objectives they have
reason to value. The model should help guide
advocacy, modify clinical priorities and
practice, and be a stimulus to activism for
people with COPD and those who care about
them.

Within each domain, we set out the key
processes in play, presenting salient examples

Concise Clinical Review

and potential strategies for mitigation. The
model is intended to serve as a starting point;
achieving social justice through the
elimination of structural violence requires
action at a range of scales.

In three of the five domains, we
identified a subset of structural factors that
could be defined as representing “norms and
attitudes.” Although these are, to a great
extent, culturally and institutionally
determined, they nevertheless are likely to be
the most amenable to individual, smaller-
scale, and local action by healthcare
professionals.

Potential action ranges from steps taken
to ensure that health literacy is addressed and
systematic encouragement given to engage
with health charities and patient-advocacy
organizations, as well as nonprofit groups
and community stakeholders in individual
patient consultations, through decisions to
provide an appropriate proportion of

healthcare resources to the needs of people
with COPD, up to societal choices to reduce
or eliminate poverty and inequality.

Much of the literature in this field
comes from high-income countries, which
itself is a manifestation of structural injustice
(94), even though most of the items
discussed are likely to apply across different
countries, and we have used examples from
a range of regions. The persistence of
structural factors that cause and worsen
COPD in wealthy countries with well-
developed healthcare systems is striking,
even though the very existence of low-
income countries can be considered to
represent injustice and structural violence
on a much greater scale.

A key underpinning element of
structural violence is the impact of
anthropogenic global heating. This will
increase the occurrence of lung disease, make
living with lung disease more difficult, and
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reduce the resilience of societies in general
and healthcare systems specifically. The

fact that the countries and people most
vulnerable to the effects of climate disruption
are precisely those least responsible for it
should be a readily accessible analogy for the
processes addressed in this paper: people
with COPD and their families are typically
from the social groups that are least likely to
dictate laws or determine the behavior of
corporations.

Like any model, the five domains of
structural violence and the elements they
contain may be subject to revision. We
believe the categories identified by our
consensus process will prove useful, and they
are also intended to be as unobtrusive as
possible so that the content rather than the
classification is the focus.

A criticism of this model is that it
displaces concepts of personal responsibility
and agency. Do people who make bad
choices deserve to experience bad outcomes?
There are a number of arguments against
this. First, the approaches are not mutually
exclusive (95). People can be taken to be free
to choose within the situation in which they
find themselves, but the point of structural
violence as a concept is precisely that the
range of choices available to an individual is
limited by the structural processes we
describe here. Second, individual choice is of
no relevance to processes acting in early life
and before birth: welfare policies that have
the intent of chastening the “undeserving”
poor have the consequence of blighting the
lives of the innocent unborn. In particular,

choice is of limited relevance to smoking,
which is driven for most people by an
addiction starting in childhood, and, as such,
is better thought of as a failure—since the
1950s, when the harms became
incontrovertible—of adults to protect
children (96).

There are other economic arguments
that addressing structural violence is a
general good: investment in public health is
likely to improve economic performance, a
general benefit that goes beyond just those
who are prevented from developing COPD
or where the impact of the condition is
reduced (97). Many of the interventions that
would reduce the incidence of COPD would
also reduce other long-term conditions
and improve the general population’s
experience of fairness and other aspects of
quality of life.

In addition to the examples in the main
text, a more comprehensive selection from
the literature is provided in the online
supplement. We hope people in different
countries will take the model presented as a
stimulus to consider how these issues
manifest in their own contexts and
internationally.

Conclusions

As Virchow famously asserted, “Medicine is
a social science and politics is nothing else
but medicine on a large scale. Medicine as a
social science, as the science of human
beings, has the obligation to point out
problems and to attempt their theoretical
solution.” The model developed and

presented in this paper highlights how
COPD is a manifestation of structural
processes in society and argues that, rather
than observing COPD as something people
have done to themselves, we should view it as
something that has been and continues to be
done to them. This model has relevance for
policymakers, healthcare professionals, and
the public as an education resource to change
clinical practices and priorities and to
stimulate advocacy and activism for social
justice and reparations.
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