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Abstract: Emotional symptoms, particularly anxiety and depression, are common in COPD patients but are often under-managed.
This study aimed to synthesize evidence on non-pharmacological interventions for these symptoms in COPD. An umbrella review of
guidelines, systematic reviews, and expert consensus was conducted. Literature searches were performed in databases including
PubMed, Embase, Cochrane Library, CINAHL, Web of Science, CNKI, Wan Fang Data, and VIP, as well as guideline repositories (eg,
GIN, NICE, GOLD) from January 1, 2000, to August 3, 2025. Inclusion criteria focused on moderate-to-severe COPD patients with
anxiety/depression, non-pharmacological interventions, and evidence-based literature types (guidelines, systematic reviews, expert
consensus). Literature quality was assessed using AGREE 11 for guidelines, AMSTAR 2 for systematic reviews, and JBI tools for
expert consensus. Evidence was summarized and graded using the JBI evidence pre-grading system (2014). From 1812 identified
records, 13 articles (4 guidelines, 2 expert consensuses, 7 systematic reviews) were included. Physical exercise training was the most
strongly recommended intervention (Level la evidence, strong recommendation). Pulmonary rehabilitation, cognitive-behavioral
therapy (including group, individual, and telephone-based formats), and psycho-educational interventions also showed consistent
benefits (Level 1a-5b, strong recommendations). Evidence for mindfulness and relaxation techniques was less consistent. A total of 26
evidence statements were synthesized across six domains: psychological assessment, psychological interventions, exercise/nutrition,
management models, special interventions, and other methods. A range of non-pharmacological interventions, particularly exercise
and structured psychological therapies, can be effective for anxiety and depression in COPD and should be considered for integration
into comprehensive care. Future research should address long-term effectiveness and cost-effectiveness.

Keywords: COPD, emotional symptom clusters, non-pharmacological interventions, cognitive behavioral therapy, pulmonary
rehabilitation

Introduction

Chronic obstructive pulmonary disease (COPD) is a significant global health issue. Its progressive nature and character-
istic symptoms, such as dyspnea, significantly impair patients’ quality of life and often lead to emotional symptoms,
particularly anxiety and depression.'”” Affective symptom clusters include lack of motivation, fatigue, feelings of
loneliness, depressive mood, and anhedonia, referencing source.” These emotional symptoms are prevalent in COPD
patients, with studies indicating that approximately 13.93% to 23.37% of stable patients experience clinically significant
anxiety or depressive symptoms.* Compared to COPD patients without such symptoms, those with affective symptom
clusters experience worse clinical outcomes, including increased risk of exacerbations, longer hospital stays, reduced
treatment adherence, and greater healthcare burden.”’ Current management of COPD primarily involves pharmacolo-
gical and non-pharmacological interventions; however, the efficacy of pharmacological treatments varies significantly

among individuals and may be associated with adverse reactions.®’
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Currently, clinical guidance specifically addressing the non-pharmacological management of emotional symptoms,
especially anxiety and depression, in COPD remains insufficient. While major guidelines like GOLD acknowledge the
issue, they offer limited specific recommendations.'® More importantly, a significant gap exists in the literature:
a comprehensive synthesis that systematically identifies, critically appraises, and consolidates high-quality evidence on
various non-pharmacological interventions (eg, psychological therapies, exercise training, integrated management mod-
els) is lacking. This gap hinders the translation of fragmented research findings into clear, actionable guidance for clinical
practice. To address this, the present study, based on evidence-based principles, aims to systematically retrieve, evaluate,
and summarize the best available evidence. The objective is to generate a structured summary of non-pharmacological
interventions, complete with quality assessments and recommendation grades, to provide direct, evidence-based support
for clinical decision-making in managing emotional symptoms in patients with COPD.

Materials and Methods

Problem Identification

According to the PIPOST model of the Evidence-Based Nursing Center at Fudan University, an evidence-based nursing
question is formulated as follows:'' Population (P): Patients with moderate to severe COPD who experience complex
emotions such as anxiety, depression, anger, or fear, and have difficulties in individual perception, emotional expression,
and regulation. Intervention (I): Non-pharmacological intervention methods. Professional (P): Clinical practitioners such
as doctors, psychologists, nurses, and rehabilitation therapists. Outcome O: Scales that can assess the emotional and
psychological states of COPD patients, such as the Center for Epidemiologic Studies Depression Scale (CES-D), the
Kessler Psychological Distress Scale (10-item or 6-item version), the Beck Depression Inventory-II (BDI-II), and the
Emotion Regulation Questionnaire (ERQ); Setting: The location or scenario where the intervention is implemented, such
as hospitals, communities, homes, etc. Type of evidence (Type of evidence T): Used to support the level of evidence,
including guidelines, evidence summaries, clinical decision-making, best practices, systematic reviews, expert consensus.

Search Strategy

Literature Search: According to the “6S” evidence pyramid model,'? a computer-based search of domestic and interna-
tional literature databases related to non-pharmacological interventions for emotional symptom clusters in COPD was
conducted from the top to the bottom of the pyramid. Clinical decision support system websites included: UpToDate,
BMJ Best Practice, etc.; guideline sources mainly included the Guidelines International Network (GIN), the Agency for
Healthcare Research and Quality (AHRQ), the National Institute for Health and Clinical Excellence (NICE), the Scottish
Intercollegiate Guidelines Network (SIGN), and Medlive Clinical Guidelines, etc. Global Initiative for Chronic
Obstructive Lung Disease (GOLD), Chinese Medical Association (CMA), etc. PubMed, JBI Evidence-Based
Healthcare Center (Joanna Briggs Institute, JBI), Embase, CINAHL, Web of Science, Cochrane Library, OVID,
CNKI, VIP, Wan Fang Data, SinoMed. The search terms for literature mainly consist of four parts: the first part is
COPD management/chronic obstructive pulmonary disease management, the second part is emotional symptoms/
psychology/anxiety/mood disorders, the third part is non-pharmacological interventions/cognitive behavioral therapy/
exercise therapy and other non-pharmacological interventions, and the fourth part is the type of literature retrieved such
as systematic reviews/guidelines/expert consensus/meta-analysis. For example, the search formula: (COPD management
or chronic obstructive pulmonary disease) and (psychology/anxiety/depression) and (non-pharmacological interventions),
with the search time limit from January 1, 2000 to August 3, 2025. The specific search process is shown in Figure 1.

Inclusion and Exclusion Criteria for Literature

Inclusion criteria: (O The study subjects are patients with moderate to severe COPD who have complex emotions such as
anxiety/depression/anger/fear, and difficulties in individual perception, emotional expression, and regulation; 2 The
study involves various non-pharmacological interventions for COPD patients; 3 The types of literature include guide-
lines, evidence summaries, clinical decision-making, best practices, systematic reviews, and expert consensus; @ The
languages of the literature are English and Chinese.
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Figure | Flowchart of literature screening.

Exclusion criteria: @ Literature with missing content; 2 Literature published multiple times; @) Literature with low
quality evaluation.

Literature Quality Evaluation Criteria

The evaluation criteria for guidelines: The updated 2017 AGREE I system from the United Kingdom was employed,'® which
is an internationally widely used clinical guideline evaluation tool. It includes six dimensions: scope and purpose, stakeholder
involvement, rigor of development, clarity of presentation, applicability, and editorial independence, comprising a total of 23
items. Each item is scored from 1 to 7, where 1 indicates that the guideline completely fails to meet the criteria of the item,
and 7 indicates that the guideline fully complies with the criteria of the item. The evaluators score each item, and the score for
each dimension is the sum of the scores of all items within that dimension. The total score is then standardized using the
following formula: ((Actual total score for each dimension - Minimum possible score) / (Maximum possible score for each
dimension - Minimum possible score)) X 100%. A higher standardized score percentage indicates a higher level of evidence.

Systematic review criteria: The AMSTAR 2 assessment tool was employed.'* This evaluation criteria scale primarily
includes 11 items, with each item indicated by “Yes,” “No,” “Unclear,” or “Not applicable.” The more items marked as
“Yes” in the comprehensive assessment results, the higher the quality of the systematic review.

Evaluation criteria for expert consensus literature: The evaluation criteria developed by JBI for this type of literature
were adopted.'® This evaluation tool includes 6 items, with each item represented by “Yes,” “No,” “Unclear,” or
“Uncertain.” In the comprehensive assessment results, the higher the number of items marked as “Yes,” the higher the
quality of the expert consensus.

Evidence Quality Assessment Process
Four researchers with expertise in evidence-based nursing evaluated the quality of the selected literature according to the
literature quality assessment criteria. In cases where there was inconsistency in the evaluation results, an expert in the
field of evidence-based nursing was invited to participate in the assessment, forming a quality evaluation panel to
collectively discuss whether to include the literature.
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Evidence Summary and Grading

Four researchers summarized and graded the evidence from the literature, with specific extraction and summarization require-
ments detailed in Table 1. After the evidence was extracted and summarized, the JBI Evidence Pre-grading and Evidence
Recommendation Level System (2014 Edition) was used,'® which classifies evidence levels from 1 to 5, with each level further
divided into sub-levels a-e, to stratify the evidence accordingly. Based on the JBI FAME structure, the applicability, adaptability,
clinical significance, and effectiveness of the evidence were evaluated, and the recommendation strength of the evidence was
categorized, with Grade A indicating strong recommendation and Grade B indicating weak recommendation. The detailed
principles of evidence summarization are presented in Table 1.

Results

General Characteristics of Included Literature

A total of 1812 articles were included through searches of domestic and international medical official websites and
databases. Duplicates were removed using the Zetero reference manager, and 1794 articles were excluded after reviewing
their titles, tables of contents, abstracts, and keywords. An additional 5 articles were excluded after full-text review,
resulting in a final inclusion of 13 articles, comprising 4 guidelines, 2 expert consensus documents, and 7 systematic
reviews. The literature screening process is illustrated in Figure 1, and the basic characteristics of the included articles are
presented in Table 2.

Quality Assessment Results of Included Literature

Results of Guideline Quality Assessment

This study included a total of 4 guideline documents, which were evaluated using the AGREE II system. The specific quality
assessment results are presented in Table 3. All four guideline documents had at least 4 domains with standardized
percentages >60%. Consequently, 3 guidelines were classified as Grade A recommendations, and 1 guideline was classified
as Grade B recommendation. All documents were considered high-quality guidelines and were eligible for inclusion.

Quality Assessment Results of Systematic Reviews

A total of 7 systematic review articles were included. The quality assessment was conducted according to the JBI
systematic review criteria, with specific results presented in Table 4. Among these, 6 systematic review articles received
“Yes” ratings for all 11 items. In the study by Xue et al,”” the assessment result for the item was the search strategy
appropriate? was “No”. The quality of the results from all 7 systematic reviews was considered high, and they were

approved for inclusion.

Table | Principles for Evidence Extraction and Synthesis

Requirements Methods
Extraction 1) Record original data/conclusions verbatim, noting the exact reference, source, date, etc., and extract both supporting and
requirements opposing evidence.

2) Record full bibliographic information for the source, including author(s), study background, methods, and other key

details.
Synthesis 1) When evidence on the same topic is consistent or complementary, summarize or combine it according to logical
requirements relationships.

2) When evidence conflicts, give precedence to evidence-based sources, higher-quality evidence, and the most recently

published authoritative evidence.
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Table 2 Basic Characteristics of Included Literature

anxiety in patients with chronic obstructive pulmonary

disease

Authors Source Document Type Topic Year
Global Initiative for Chronic GOLD website Guideline COPD diagnosis, management, and prevention 2025
Obstructive Lung Disease
(GOLD)'®
Chinese Thoracic Society, Chinese Medical | Guideline Guideline for primary care diagnosis and management of 2024
Chinese Medical Association Association chronic obstructive pulmonary disease in China
etal'’ website
National Institute for Health Medlive Guideline Treatment and management of adult depression 2024
and Care Excellence (NICE)'®
China Association of Medlive Guideline Guideline for the management of chronic obstructive 2023
Gerontology and Geriatrics'” pulmonary disease in the elderly
He Quanying et al* Medlive Expert consensus Integrated Chinese and Western medicine management of | 2023
chronic obstructive pulmonary disease
Chen Xin et al*' PubMed Expert consensus Whole-course rehabilitation assessment and treatment for | 2024
elderly patients with chronic obstructive pulmonary disease
Schrijver | et al® Cochrane Systematic review Self-management interventions for chronic obstructive 2023
Library pulmonary disease
Li Qianru et al® Chinese Medical | Systematic review Impact of continuity of care on quality of life in patients 2016
Association with chronic obstructive pulmonary disease
website
Pollok | et al** Cochrane Systematic review Psychological therapies for depression comorbid with 2019
Library chronic obstructive pulmonary disease
Usmani ZA et al*® Cochrane Systematic review Psychological therapies for anxiety in chronic obstructive 2017
Library pulmonary disease
Zhang et al* PubMed Systematic review Effects of cognitive behavioral therapy on anxiety and 2020
depression in patients with chronic obstructive pulmonary
disease
Xue et al*’ PubMed Systematic review Efficacy of non-pharmacological interventions on mental 2025
health in stable chronic obstructive pulmonary disease
Qiu et al® PubMed Systematic review Telemedicine approaches to improve depression and 2024

Quality Assessment Results of Expert Consensus
This study included a total of 2 expert consensus documents. The quality assessment was conducted using the

corresponding JBI criteria, which comprised 6 items. After evaluation, both expert consensus documents received

a “Yes” for each item, indicating high-quality literature that can be included.

Summary of Evidence
Based on the principles of evidence extraction and synthesis, the best recommended evidence was obtained from the 13

included articles. A total of 26 pieces of evidence were summarized and consolidated, primarily reflecting six aspects:

emotional and psychological assessment and diagnosis, psychological intervention, exercise and nutritional intervention,

management intervention models, special interventions, and other intervention methods. In terms of empirical support,
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Table 3 Quality Assessment Results for the Included Guidelines

Guideline

Gerontology and Geriatrics'”

The Percentage of Standardization in Various Fields (%). Domains Domains Recommendation Overall Included
260% (n) 230% (n) Grade Assessment

Scope Stakeholder Rigor of Clarity of Applicability Editorial

and Involvement Development Presentation (%) Independence

Purpose (%) (%) (%) (%)

(%)
Global Initiative for Chronic'® | 91.66 6l.11 77.08 91.66 79.16 83.33 6 6 Grade A Recommended | Yes
Chinese Thoracic Society, 94.72 70.83 60.41 81.6 58.33 75.00 5 6 Grade A Recommended | Yes
Chinese Medical Association
etal'’
National Institute for Health 97.22 7222 45.83 83.33 66.66 75.00 5 6 Grade A Recommended | Yes
and Care Excellence et al'®
Chinese Association of 88.88 6l.11 3437 77.77 60.41 45.83 4 6 Grade B Recommended | Yes
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Table 4 Quality Assessment Results for the Included Systematic Reviews

Item Schrijver | Li Pollok Usmani Zhang | Xue Qiu
J et al?? Qianru Jetal® | ZA et al®® | et al®® etal” | etal®
et al®

1. Is the evidence-based question clearly and explicitly Yes Yes Yes Yes Yes Yes Yes
stated?

2. Are the inclusion criteria for the literature appropriate? | Yes Yes Yes Yes Yes Yes Yes
3. Is the search strategy appropriate! Yes Yes Yes Yes Yes No Yes
4. Are the sources of the research papers appropriate? Yes Yes Yes Yes Yes Yes Yes
5. Are the criteria used for appraising study quality Yes Yes Yes Yes Yes Yes Yes
appropriate?

6. Was the quality appraisal performed independently by | Yes Yes Yes Yes Yes Yes Yes

at least two reviewers?

7. Were measures used during data extraction to minimize | Yes Yes Yes Yes Yes Yes Yes
error!

8. Are the methods used to synthesize/combine studies Yes Yes Yes Yes Yes Yes Yes
appropriate?

9. Was potential publication bias assessed? Yes Yes Yes Yes Yes Yes Yes
10. Were recommendations for policy and/or practice Yes Yes Yes Yes Yes Yes Yes

made, supported by the reported data?

I'l. Were appropriate recommendations made for specific | Yes Yes Yes Yes Yes Yes Yes
directions for future research?

physical exercise (particularly structured exercise training) and cognitive-behavioral therapy (CBT) received the most
consistent high-level evidence support (Level 1a) and should be regarded as first-line core interventions. Pulmonary
rehabilitation and psycho-educational interventions also demonstrated clear benefits (Levels 1a-5b). For clinical integra-
tion, these effective interventions can be combined according to an “assessment-psychological-exercise-management”
framework to form individualized comprehensive management plans. Methods such as traditional exercises (eg, Tai Chi,
Baduanjin) and relaxation training, whose evidence often originates from specific studies or cultural contexts, are
recommended as supplements to the first two categories or as individualized choices based on patient preferences.

Therefore, it is advised to prioritize the recommendation and implementation of interventions with the highest
strength of evidence, while also considering the feasibility of the interventions and patient preferences. This approach
ensures that clinical practice is guided by the most robust evidence available, tailored to individual patient needs and
circumstances, thereby optimizing the management of emotional symptoms in COPD patients.

The findings indicate that a hierarchical approach to intervention, starting with the most strongly evidence-supported
strategies, provides a clear pathway for clinicians. Future research should continue to explore the long-term effectiveness
and optimal combinations of these interventions within diverse patient populations and healthcare settings. Detailed
evidence is presented in Table 5.

Discussion

The Importance of Diagnostic Assessment of Emotional Symptoms in COPD Patients
The emotional symptoms in COPD patients are prone to be overlooked, and there is relatively less authoritative literature
on the management of related emotional symptoms compared to the health management of COPD disease. However, the
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Table 5 Best Evidence Summary of Non-Pharmacological Interventions for the Affective Symptom Cluster in COPD

Evidence Category | Evidence Statement Level | Strength of

Recommendation

Psychological Stepped screening process: In primary care, use self-rating scales for anxiety (eg, 5b Strong
assessment and generalized anxiety disorder (GAD), panic disorder (PD), agoraphobia, neurasthenia,
diagnosis obsessive—compulsive disorder (OCD), phobias) and depression for screening. Refer to

a specialist when the anxiety score is 270 or the depression score is 273. Specialist

diagnosis should combine validated psychological scales and diagnostic criteria.'”?®

Ongoing assessment: Each month ask, “Over the past month, have you often felt 5b Strong

down?” and “Have you lost interest in doing things?” If either answer is *“yes,” conduct

. . . . . . .. 18
a comprehensive assessment, including duration, severity, and impact on functioning.

Psychological Group cognitive behavioral therapy: Seven weekly 2-hour group sessions, la Strong

interventions supported by a 90-page self-help manual; after 8 weeks, depression remission rates

. - 18,2426
increased significantly.

Individualized cognitive behavioral therapy: Eight weekly 45-minute one-on-one la Strong

sessions, with 2—10 home visits as needed; depression scores were significantly reduced

at 3 months.2*2¢

Telephone-based CBT: Eight weekly telephone sessions plus one face-to-face visit; at | la Strong

L - 24,26
6 months, anxiety improved significantly versus usual care.

Mindfulness-based cognitive therapy: 105-minute sessions over 8 weeks can la Strong
significantly reduce the risk of depression relapse.****

CBT for insomnia: By restricting time in bed and establishing regular sleep habits, 2b Strong
sleep quality can be significantly improved.'”

Patient-tailored psychological intervention: Implement individualized measures 5b Strong

based on disease severity, economic status, family background, education level, and
family/social support.'’

Relaxation training: Have patients sit quietly with eyes closed and breathe slowly and | 5b Strong

regularly; |5 minutes per session, 3 times/day; can reduce anxiety and depression.|7

Guided imagery relaxation: With eyes closed and under verbal guidance from 5b Strong
healthcare staff, patients imagine a most comfortable and pleasant scenario; 5 minutes
per session, 3 times/day.'”

Music therapy: Play soothing music the patient likes; 15-30 minutes per session, 3 5b Strong
times/day.'”
Peer education: Encourage patients with successful COPD psychological rehabilitation | 5b Strong

experience to serve as volunteer advocates; once weekly, use demonstration and
personal experience to educate and support patients, enhance understanding of
psychological treatment, and improve engagement.'”

Exercise and nutrition | Aerobic exercise programs (eg, treadmill training, brisk walking, walking, dancing) la Strong
interventions significantly improve anxiety and depression in stable COPD.'®%
Resistance training: Progressive strength training using resistance bands; after 3 la Strong

months, depression scores decreased significantly.”’

Traditional exercises (eg, Baduanjin, Tai Chi, Liuzijue) and breathing exercises that la Strong
regulate posture, breathing, and mind—aligned with modern physical and breathing

training—can modulate mood and improve the psychological status of the COPD

affective symptom cluster.2’

(Continued)
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Table 5 (Continued).

Evidence Category

Evidence Statement

Level

Strength of

Recommendation

Adjust diet, avoid excessive alcohol, and use oral nutritional supplements to improve

body weight, quality of life, respiratory muscle strength, and 6-minute walk distance.'®

5a

Strong

Management
intervention models

Continuity of care (eg, health handbook education, telephone monitoring, home visits,
SMS reminders, COPD training classes) can lower COPD Assessment Test (CAT) and
St. George’s Respiratory Questionnaire (SGRQ) scores and improve health-related

quality of life.??

Strong

Five-dimensional health management—education: environmental modification,

assessment, motivation, and support—improves satisfaction with quality of life."

3c

Strong

Case management model: Improves self-management, reduces anxiety and
depression, improves lung function and quality of life, and decreases acute exacerbations
of COPD."

Strong

Full-cycle integrated medical-rehabilitation management: Involves respiratory
physicians, primary care physicians, rehabilitation physicians/therapists, nurses, dietitians,
mental health professionals, and social workers. Improves quality of life (including
psychological status), exercise capacity, and reduces hospital days. Content includes
airway management, comorbidity management, physical therapy, psychological
treatment, symptomatic treatment, plus vocational assessment, travel/driving advice,

education, remote management, and self-management.'®2"22

Strong

Special interventions

Electroconvulsive therapy or transcranial magnetic stimulation (with
awareness of risks such as general anesthesia, complications, and cognitive adverse

effects) can be used to treat depression.'®

5b

Weak

Palliative care: Family physician teams should alleviate dyspnea, fatigue, pain, and provide
emotional and spiritual support to patients and families. Methods include self-

; P g 17
management education, oxygen therapy, noninvasive ventilation, and analgesia.

5b

Strong

End-of-life care: Counsel families, communicate about potential emergencies, help
patients and families face death calmly, relieve physical and psychological suffering,

. . . 17
improve negatlve emotions, and reduce unexpected events.

5b

Strong

Other interventions

Telemedicine: Enables broader services and more comprehensive, multifaceted
interventions; allows more personalized and continuous patient—provider interaction,

enhancing adherence and engagement and helping improve mental health.?®

5b

Strong

Respiratory rehabilitation: Diaphragmatic breathing training twice daily for

I5 minutes plus supplemental oxygen therapy; after 3 months, dyspnea improved

significantly, helping reduce psychological stress.'®?°

Strong

Standardized pulmonary rehabilitation: Reduces anxiety and depression; when

combined with exercise training, improvements in psychological symptoms are

greater. 10,24,26

Strong

occurrence of emotional symptoms in COPD is gradually becoming a common phenomenon.?’ Therefore, it is essential

to pay attention to the emotional and psychological assessment and diagnosis of COPD patients and incorporate it into

the diagnostic assessment of COPD. Currently, various assessment tools for psychological evaluation criteria, such as the

Center for Epidemiologic Studies Depression Scale (CES-D) and the Self-Rating Anxiety Scale (SAS), are widely used.

However, there is no psychological assessment diagnostic tool specifically developed for COPD, and the commonly used

emotional and psychological assessment tools present certain issues in clinical practice. For instance, there is an overlap
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in symptoms, where clinical symptoms of COPD (eg, dyspnea, sleep disturbances) can be easily confused with emotional
symptoms (eg, lack of energy, pessimistic insomnia). Furthermore, the screening of psychological symptoms is difficult
to implement in primary healthcare settings as part of COPD diagnostic evaluation.*® It is recommended to integrate
emotional and psychological assessment into the routine follow-up diagnosis of COPD. For example, the Canadian
Thoracic Society’s “Recommendations for the Management of Chronic Obstructive Pulmonary Disease” (2022) suggests
including psychological status screening in the comprehensive assessment of COPD.'

Psychotherapy is a Fundamental Measure to Improve the Emotional Symptoms of
COPD Patients

A meta-analysis targeting COPD patients with comorbid anxiety and depression showed that the results support the potential
of psychological interventions to improve the physical and mental health of COPD patients.** Reaves, C et al applied
a relaxation meditation technique (RRMT) that can elicit a relaxation response to the treatment of COPD patients and found
that RRMT significantly improved the patients’ anxiety levels, recommending its incorporation into the rehabilitation care of
COPD patients.>* Cognitive Behavioral Therapy (CBT) aims to break the vicious cycle of “negative cognition-negative
emotions-problematic behaviors” by identifying and modifying automatic negative thoughts (eg, “I am definitely going to
fail”) and maladaptive behavioral patterns (eg, avoiding social activities) that individuals generate in specific situations. It
helps patients establish a more adaptive cognitive framework and coping strategies, ultimately alleviating emotional distress
(such as anxiety and depression), improving social functioning, and enhancing quality of life. Therefore, CBT has significant
advantages in ameliorating emotional symptoms in COPD.?® Combining group and individual cognitive intervention
methods is a cost-effective non-pharmacological intervention for depression. Group cognitive interventions can stimulate
the initiation of the treatment process in individuals with depression, while additional individual cognitive therapy can
effectively sustain the treatment process. The two approaches complement each other to collectively improve patients’
depressive symptoms.** The respiratory dysfunction present in COPD patients leads to certain sleep disturbances, which are
often overlooked by the patients themselves. Therefore, cognitive behavioral interventions targeting sleep are of significant
importance. A study involving 14 COPD patients with insomnia who underwent sleep cognitive behavioral therapy showed
that this therapy significantly improved patients’ positive attitudes and beliefs towards sleep.®

Exercise and Nutritional Interventions Have Significant Auxiliary Value

Aerobic exercise and resistance training can improve patients’ mood by releasing endorphins and regulating
inflammation.*® Traditional Chinese exercises (such as Tai Chi and Baduanjin) emphasize breath regulation and mental
focus, achieving deep physical and psychological relaxation through intense concentration, mindful meditation, and
breath control, which effectively alleviates stress and stabilizes emotions, offering distinct advantages in improving
psychological well-being.>” However, the dyspnea symptoms of COPD often become the primary reason for patients’
reluctance to engage in exercise, necessitating the encouragement of self-motivated behavior.

Comprehensive Application of Other Specialized Non-Pharmacological Interventions
Other interventions play a synergistic role in the management of emotional symptoms. Pulmonary rehabilitation not only
improves lung function in COPD patients but also has a positive impact on psychological symptoms. Through enhancing
exercise endurance and reducing dyspnea symptoms in COPD patients, pulmonary rehabilitation leads to improved
physical fitness, thereby increasing self-efficacy and enhancing psychological well-being.*® A randomized controlled trial
conducted by Sohanpal, R. et al found that their tailored cognitive behavioral therapy for COPD patients with comorbid
anxiety and depression may optimize the synergistic effects between psychological interventions and pulmonary
rehabilitation interventions.>® However, many patients lack relevant knowledge, resulting in low overall participation
compliance, frequent dropouts, and thus, pulmonary rehabilitation is not fully utilized, with accessibility and persona-
lization urgently needing improvement.*® It is recommended to integrate pulmonary rehabilitation interventions into the
comprehensive medical rehabilitation management throughout the entire cycle, enhancing the accessibility and continuity
of rehabilitation. The applicability of electroconvulsive therapy and transcranial magnetic stimulation interventions

10 https: International Journal of Chronic Obstructive Pulmonary Disease 2026:21



Yu et al

should be noted. These therapies are generally applied to patients with severe depression, with risks including general
anesthesia and complications such as cognitive impairment. Therefore, a risk assessment must be conducted, and
treatment criteria must be met before proceeding with these therapies.'® The team led by Charlotte Scheerens success-
fully developed a palliative home care intervention approach and simulated clinical practice interventions, concluding
that the early integration of palliative care (PC) into routine care could potentially improve the daily activity capacity,

emotional state, and social functioning of patients with end-stage COPD.*'

The Non-Pharmacological Intervention Management Model Improves Patients’
Emotional and Psychological States Through a Multidimensional, Interdisciplinary
Collaborative Approach

Comprehensive full-cycle management and case management address the complex “physiological-psychological-social”
needs of COPD patients by integrating multidisciplinary resources, including respiratory specialists, rehabilitation teams,
and psychologists. For instance, the involvement of psychiatric departments directly targets the emotional symptoms of
COPD patients,** while the social support provided by social workers alleviates patients’ sense of isolation.*> Through
health education and remote monitoring, patients transition from passive treatment recipients to active participants in
their management, thereby enhancing compliance. Studies indicate that such interventions significantly reduce SGRQ
scores (improving quality of life), supporting the research conclusion that continuous follow-up has a positive effect on
emotional regulation.** The “Education” and “Motivation” modules in the Five-Dimensional Health Management, along
with personalized guidance in case management, all aim to enhance patients’ disease awareness and self-management
skills, thereby reducing anxiety and depression caused by a sense of “loss of control.”.

In synthesizing the available evidence, a degree of variability in the effect estimates of certain interventions across
different systematic reviews was observed. Regarding psychological interventions, while most studies support the
beneficial effect of cognitive-behavioral therapy (CBT) on anxiety and depression, significant heterogeneity was noted
in intervention parameters such as duration, frequency, and mode of delivery (group vs individual, face-to-face vs
remote). This variability may influence the consistency of the reported effects. For exercise interventions, the evidence
for aerobic and resistance training is relatively consistent. However, evidence for traditional exercises, such as Tai Chi
and Baduanjin, predominantly originates from studies within specific cultural contexts, and their generalizability requires
further validation. Furthermore, the recommended strength for mindfulness and relaxation techniques varied across
studies, with some showing no significant difference compared to usual care. These inconsistencies may stem from
methodological differences, variations in population characteristics, or the choice of outcome measures.

Future research needs to further clarify the optimal implementation protocols for each intervention and explore key
moderating factors through subgroup analyses to provide more targeted recommendations. It is also important to note that
the methodological quality of some included systematic reviews was only moderate.'®***> And primary studies often
had limitations such as small sample sizes, difficulties in blinding implementation, and heterogeneity in control group
settings. Additionally, although psychological interventions show positive effects, evidence regarding their long-term
efficacy and effectiveness across different patient subgroups remains insufficient. Therefore, clinical application of these
recommendations requires careful consideration of the specific context, and more high-quality studies with long-term
follow-up are warranted to strengthen the evidence base.

The synthesis underscores that while promising interventions exist, their real-world application must be nuanced.
Clinicians are advised to prioritize interventions with the strongest evidence, such as CBT and structured exercise, while
remaining aware of the limitations and contextual factors affecting other modalities like mindfulness. Future work should
aim not only to confirm efficacy but also to identify the specific circumstances under which each intervention is most
beneficial, ultimately leading to more personalized and effective management strategies for emotional symptoms in
COPD patients. This approach will bridge the gap between research evidence and clinical practice, improving patient

outcomes.
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Conclusions

In summary, this study screened the literature and extracted and summarized 26 pieces of best evidence to provide
theoretical reference for healthcare professionals in the non-pharmacological intervention of emotional symptom clusters
in COPD, covering six aspects: emotional and psychological assessment and diagnosis, psychological intervention,
exercise and nutrition intervention, special intervention, management intervention models, and other interventions. The
non-pharmacological interventions for emotional symptom clusters in COPD are diverse in form and rich in content. It is
recommended that medical personnel provide personalized treatment and care plans based on the actual needs of patients
and clinical scenarios to improve patients’ emotional and psychological conditions. This study also has certain limita-
tions: the follow-up periods of most systematic reviews are relatively short (<6 months), and there is a lack of cost-
effectiveness analysis of non-pharmacological interventions, making it difficult to guide health resource allocation. The
included guideline literature was predominantly from China. While this reflects the research activity in this field locally,
it may introduce a certain degree of geographic bias. In the future, we will select literature such as systematic reviews
with longer research cycles, and conduct economic evaluations of non-pharmacological interventions for emotional
symptom clusters in COPD based on health economic evaluation criteria, in order to improve the cost-effectiveness of
non-pharmacological interventions. And further expand the scope of international guideline retrieval to enhance the
global representativeness of the evidence.
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