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Chronic obstructive pulmonary disease is the most common cause of 
pulmonary impairment.  It is a slowly progressive disease process, 
which results in an obstruction of airflow in and out of the lungs.  
Conditions that result in obstructive disease include chronic 
bronchitis, pulmonary emphysema and asthma.  
 
The term chronic obstructive pulmonary disease (COPD) actually is a 
generic term which represents a much broader classification of 
physical conditions which result in an obstruction (chronic) of airflow 
as it moves in or out of the lungs. 
 
Conditions classified as chronic obstructive pulmonary disease are 
typically very slowly progressive in nature. They often begin early in 
life and may span a period of 15 to 35 years. Many individuals in the 
early stages will exhibit no symptoms of a clinical nature. Coughing 
and expectoration are the first manifestations of the disease process. 
The disease process is often associated with and exacerbated by 
cigarette smoking and exposure to air pollution. In the more severe 
stages of chronic obstructive pulmonary disease it is not uncommon 
to find patients being permanently and totally disabled. In fact this 
group represents one of the largest patient populations receiving 
permanent and total disability benefits under the Social Security 
Disability Insurance program. 
 
Conditions Resulting in Chronic Obstructive Pulmonary Disease 
 
Included within the classification of COPD are chronic bronchitis, 
emphysema, and asthma. In many patients there will be an overlap 
among these conditions depending upon the symptoms and specific 
physiological changes which have occurred. 
 
Chronic Bronchitis 
 
The major characteristic of chronic bronchitis is the secretion of 
excessive amounts of mucus resulting in coughing and labored 
breathing. These symptoms are associated with recurring infections 
of a lower respiratory tract and may result in a loss of ability to 
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ventilate the lungs. Acute flare-ups of chronic bronchitis are usually 
characterized by an inflammation of the bronchial tubes resulting in 
obstruction of airflow into and out of the lungs. The characteristic 
cough and expectoration of the chronic obstructive pulmonary 
disease process is present in this situation. The treatment of choice in 
chronic bronchitis is preventative medicine as opposed to medical 
intervention only when acute symptoms appear. Preventative medical 
techniques include avoidance of respiratory irritants such as dust, 
fumes, odors, air pollution and tobacco smoke. Immunization against 
the more common viral agents which may exacerbate the chronic 
bronchitis condition should also be accomplished on a regular basis. 
Antibiotics should be administered whenever acute upper respiratory 
infections develop. 
 
Pulmonary Emphysema 
 
This disease process is one of the more destructive chronic 
obstructive pulmonary diseases. It is characterized by a destruction of 
the sac-like structures at the ends of the conducting airways which 
are involved with the exchange of oxygen and carbon dioxide 
(alveoli). There is a loss of airway support and an enlargement of air 
spaces. This disease typically progresses over many years with 
symptoms not appearing until the later stages. In most instances the 
disease is irreversible by the time symptomatology becomes exhib-
ited. One of the major causes of emphysema is considered to be 
cigarette smoking. In the disease process the lung loses elasticity 
limiting expectoration, obstructing airways, and trapping air in the 
alveoli. 
 
The term bullous emphysema simply refers to condition in which the 
disease process has resulted in the breakdown of lung structure with 
a concomitant creation of large air sacs in the lungs. On x-rays these 
air sacs will appear as large cysts. 
 
In addition to emphysema being brought on by cigarette smoking, it 
may also be a direct result of a prolonged history of chronic 
bronchitis. 
 
There are two basic classifications of emphysema. They include 
panlobular and centrilobuIar emphysema. In the case of the 
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panlobular form, there is a destruction of the respiratory bronchiole, 
alveolar duct and alveoli. Air spaces within the lobule generally 
remain enlarged. The patient with this type of emphysema usually 
does not produce excessive mucus secretions but instead will show 
significant symptoms of dyspnea. Blood pressure may increase 
secondary to the breakdown of surrounding capillaries and the 
shifting of blood flow to the more normal lung areas. This is referred 
to as pulmonary hypertension. 
 
In the patient with centrilobular emphysema, the anatomical changes 
which occur in the lung are restrictive to the center or the secondary 
lobule. Ventilation/perfusion ratios are negatively affected, producing 
chronic hypoxia, hypercapnia, and polycythemia. Hypoxia, of course, 
refers to a reduction of oxygen in the body tissues while hypercapnia 
refers to an excess of carbon dioxide in the blood. The term 
polycythemia refers to a significant increase in the red cell mass of 
the blood. Individuals with this type of emphysema will produce 
excessive mucus secretions, demonstrate a chronic and conspicuous 
cough along with weezing. The mucus secretion restricts airflow 
which also reduces oxygenation of the blood. This reduced 
oxygenation results in an increase in the red blood cell concentration 
(polycythemia). The patient may show signs of cyanosis (a bluish 
discoloration of the skin and mucus membranes) along with 
peripheral edema and respiratory failure. 
 
The most characteristic symptom in both forms of emphysema is 
dyspnea or labored breathing. The condition is severely exacerbated 
by cigarette smoking and is characterized by a prolonged history of 
weezing, shortness of breath and chronic cough. There may also be 
a significant history of respiratory infection. In the latter stages the 
severe limitations which result (vocational handicaps) are consistent 
with those described under a Class 4 respiratory impairment (Table 
3-provided in a previous reading assignment). 
 
The primary focus of medical management in pulmonary emphysema 
in the early stages is a reduction in the progressive nature of the 
disease and a maintenance of maximum functioning levels. In the 
latter stages the primary treatment goals remain the improvement of 
quality of life and a relief of symptoms with an emphasis on treating 
obstructed airways to relieve hypoxia. In the case of acute infections, 
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direct medical intervention is necessary to prevent more severe 
exacerbations of the chronic disease process. As with all chronic 
obstructive pulmonary classifications, the treatment team must also 
take into consideration the psychosocial and vocational factors which 
will play a significant role in patient attitude and ability to deal with the 
disease process. 
 
Asthma  
 
Asthma is a form of chronic obstructive pulmonary disease, although 
its acute attacks are considered a reversible form of bronchial 
obstruction. Asthmatic attacks are characterized by weezing, labored 
breathing, coughing and expectoration. Although exact etiology may 
remain undetermined, it is felt that a hereditary trait may precipitate 
asthma and allergies may play a significant part in the disease 
process as well. Although emotional stress may bring on an asthma 
attack, it is a mistake to suggest that asthma is strictly a function of 
psychological problems in the patient. In fact it is equally likely that 
the psychological factors including stress and anxiety, may be a 
result of the symptoms of an asthma attack as much as a 
precipitating factor in the attack itself. 
 
Medical management in the acute asthmatic condition involves relief 
of any airway obstruction and the supply of supplementary oxygen to 
relieve hypoxia. Treatment in the chronic rather than acute phase 
should include not only appropriate medical intervention but also 
appropriate psychological support services and patient as well as 
family education services. 
 
Vocational rehabilitation intervention should begin early in the 
formation of the health care team as possible. The type of 
intervention will be dictated primarily by the severity of the disease 
process and should be consistent with the considerations already 
discussed in the evaluation or chronic obstructive pulmonary disease 
and the resulting vocational handicaps and limitations. 
 
Significant complications can result from severe asthmatic attacks 
including pneumothorax, mediastinal or subcutaneous bronchiectasis, 
pulmonary hypertension and hypertrophy of the right side of the heart 
with right heart failure. Also in more severe conditions, chronic 
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hypoxia can result, not only in significant physical symptoms but also 
severe psychological disturbances and personality changes. Such 
changes include low self-esteem and a sense of limited self-worth, 
feeling of guilt, grief, and quite often feelings of loneliness. The 
asthmatic client may be affected by changes in work environment, 
changes in the weather, and a variety of inhalants to which the 
patient may be allergic. Careful consideration must be given to the 
work environment during the vocational rehabilitation process. 
 
Rehabilitation Intervention  
 
The medical management of chronic pulmonary impairments centers 
around the use of medications and other interventions used in the 
rehabilitation of these individuals. Bronchodilator drugs are used to 
enhance breathing capacity and emotional levels. Techniques in 
physical therapy include chest percussion and gravitational bronchial 
postural drainage to improve ventilation and cough effectiveness. 
Regular exercise is also recommended for increasing bronchial 
evacuation combined with the use of high-density aerosols. Types of 
exercise include walking on a treadmill or use of a stationary bicycle. 
It has been demonstrated that exercise conditioning significantly 
reduces such parameters as breathing frequency, oxygen 
consumption, exertion required for breathing, and heart rate. More 
importantly, work capacity improves and the individual demonstrates 
more efficient work performance through better oxygen utilization 
(Pan, Backer, and Vash, 1980). 
 
In chronic pulmonary impairments, training in relaxation and 
breathing is important to control dyspnea and assist the individual to 
develop a better coping pattern for the disease. The diaphragm in the 
chest is a muscle separating the chest and abdomen. When the 
diaphragm is voluntarily or automatically relaxed, the lungs are 
depleted of air. When anxiety or some other psychosocial reaction 
associated with pulmonary impairments interferes with the relaxation 
of the diaphragm, dyspnea is increased. Because these individuals 
are tense concerning the ability to breath, chest muscles become 
chronically tense. Progressive relaxation is a learning process 
through which the individual can learn to distinguish between tension 
in chest and stomach muscles and relaxation. Davis, McKay, and 
Eshelman (1982) describe these techniques for the rehabilitation 
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professional. 
 
Biofeedback is also a technique appropriate for individuals with 
pulmonary impairments who need relaxation and breathing training. 
Biofeedback uses various types of instruments to provide the 
individual with information about muscle tension and other body 
systems. In the case of COPD patients, feedback on breathing rate 
and back pressure that develops in the upper airway is important 
information (Pan, Backer, and Vash, 1980). To determine who are 
certified biofeedback practitioners, the rehabilitation professional can 
contact the Biofeedback Society of America, 4301 Owen Street, 
Wheat Ridge, Colorado 80030. 
 
Rehabilitation intervention techniques may significantly alter the 
employability of the individual. This is especially the case in job 
situations that have occasional stress related factors or occupations 
that require some level of physical capacity. 
 
Duration of Disability 
 
The average medical treatment time to the point of maximum medical 
improvement for the individual suffering from chronic obstructive 
pulmonary disease varies broadly with the level or classification 
within which the patient falls. In most instances it is important to 
maintain medical treatment and management throughout the life span 
of this disease which tends to be essentially chronic and permanent. 
The goal of such medical management is, of course, a restriction of 
the progressive nature of the disorder. 
 
In the case of acute flare-ups involving a Class 1 COPD patient a two 
to 10-week period of total disability may follow. One to four weeks of 
partial disability may exist during which the client gradually increases 
activity levels and approximates normal functioning. Average 
treatment time to maximum medical improvement is one to four 
months.  
 
In a Class 2 COPD patient, four to 12 weeks of total disability may 
follow acute flare-ups with two to six weeks of partial disability and a 
total of two to five months of treatment to maximum medical 
improvement. 
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In the Class 3 patient, two to four months of total disability followed by 
one to two months of partial disability is not uncommon with total 
treatment time to maximum medical improvement ranging from three 
to six months. 
 
The Class 4 chronic obstructive pulmonary disease patient often 
remains permanently and totally disabled and under very close 
medical supervision. It is difficult to assess maximum medical 
improvement time for acute flare-ups because of the severe nature of 
the disease on a day-to-day basis. (See Chart 3 – provided in a later 
reading assignment – The Assessment of Damages.) 
 
Vocational Handicaps and Rehabilitation  
 
The degree to which an individual is suffering from chronic 
obstructive pulmonary disease may be amenable to or show potential 
for vocational rehabilitation is directly related to the severity of the 
disease process. 
 
As indicated under Class 1 respiratory impairment (Table 3 – 
provided in an earlier reading assignment and Chart 2 – provided in a 
later reading assignment), few significant symptoms representing 
vocational handicaps are exhibited at this level. Nevertheless, the 
condition may be exacerbated by certain environmental exposures 
and employers may be reluctant to hire such individuals because of 
the symptoms being exhibited (cough and expectoration). The result 
is that even at this level some vocational implications may result. As 
the disease progresses, the functional limitations which result 
(particularly from labored or difficult breathing) will result in 
significantly more severe vocational impairments. 
 
Most individuals with a Class 1, 2 or 3 respiratory impairment level 
are candidates for rehabilitation intervention. The actual final 
determination must also take into consideration all of the usual and 
customary factors discussed in reading assignments including age, 
education, work history, transferable skills, interests, aptitudes, work, 
values and work attitude. The existence of another impairment 
resulting in vocational limitations must also be taken into 
consideration. This is true whether the chronic obstructive pulmonary 
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disease represents a primary or secondary disability in the individual. 
 
In evaluating the severity of a patient's chronic obstructive pulmonary 
disease from the medical records, the rehabilitation professional 
should have at hand the American Medical Association's Guides to 
the Evaluation of Permanent Impairments (1971 or 1977 editions) 
with specific attention being paid to the value charts for tests of 
ventilatory function on pages 69 through 74. These value charts will 
aid in the understanding of the medical reports from the pulmonary 
specialist and provide the attorney with more insight into the types of 
questions, which must be asked of the treating physician. Where 
possible, it is important that the rehabilitation professional facilitate 
this understanding by having the treating physician either present a 
specific classification with the AMA guide or define his diagnosis in 
terms of specific levels of function in activities of daily living, 
vocational tasks, and avocational tasks. 
 
The duration of rehabilitation and the cost of rehabilitation for each of 
the classifications of chronic respiratory impairment is provided in 
Chart 4 (provided in a later reading assignment – The Assessment of 
Damages). Those individuals with minimal impairments generally 
require rehabilitation services which are limited to counseling and 
guidance with an emphasis on career development counseling. This 
should include exploration of career options and alternatives which do 
not expose the individual to environmental irritants which could 
exacerbate the disease process.  
 
For the Class 1 patient whose disability does not require a complete 
change of career direction three to six weeks of such counseling 
services is typically all that is necessary. For those who cannot return 
to similar work but are able to consider related occupations (related 
worker trait groups) six to 10 weeks of counseling and guidance 
services through to placement on the job is usually necessary. In 
those individuals who require a full change in career including formal 
retraining up to 12 months of assistance is usually needed. 
 
In the Class 2 patient, these periods range from six to 12 weeks for 
those returning to similar work, 12 to 26 weeks for those returning to 
related fields, and 12 to 18 months for those requiring formal 
retraining and job placement. 
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In the case of the Class 3 chronic obstructive pulmonary disease  
patient, 12 to 26 weeks of counseling and guidance as well as 
placement services will usually be necessary for those returning to 
similar work and 26 to 52 weeks including time involved in placement 
for those returning to related worker trait group activities. Twelve to 
24 months is usually required for those requiring formal training and 
placement. 
 
For the Class 4 chronic obstructive pulmonary disease patient, 
permanent and total disability is often found. Each case must be 
individually evaluated for rehabilitation potential. If that potential 
exists, placement will often involve sheltered work settings. This does 
not necessarily mean a sheltered workshop, but it does mean 
placement within jobs where the client can work within his/her own 
pace without fear of losing the job if competitive quality and quantity 
standards cannot be met. 
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