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Chronic Obstructive Pulmonary Disorder (COPD) is known to be an inflammation of the airways that can be caused by prolonged
Background exposure of harmful toxins that enter the airway such as smoke, air pollutants, or extreme chemicals. Symptoms of the disease include but
are not limited to shortness of breath, mild cough, acute production of phlegm, and exhaustion.
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Figure 1. Lung function is compromised in a diseased state. Most commonly, breathing >100 K L. _
capabilities are diminished, and patients have an inability to complete regular > 50K test, and diminished breathing
activities. Lung damage is not directly fixed through pulmonary rehabilitation, but
symptoms are often targeted for alleviation. Figure created with BioRender. > 0 ¢ Physical exercise programs include
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» COPD is one of the most common lung diseases.

Figure 2. Incidences of COPD around the US as reported in 2020. Image provided by Vemaps ©; data

* With a wide variety of symptoms and causes, patients with adapted from American Lung Association.

COPD have different outcomes with rehabilitation programs.

» Doctor-patient relationships are critical in achieving
beneficial care and adjusting treatment when necessary.
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¢ Issues with healthcare conveyed that, for
some cases, clinicians have not been able
to adequately accommodate for patients
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changing current approaches to the exercise programs as patients provide feedback
about their experience.
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» Social barriers were reported to stem

Figure 3. On the left, this is a table to reference for the point system for the BODE index. The BODE from poor past experiences with

index is tailored to be a more accurate predictor of mortality in COPD. On the right, this is a graph

to represent the relationship of BODE index scores and the patient’s quality of life as told by the St. exercise or anxiety with large groups . -

George’s Respiratory Questionnaire (SGRQ) total scores. of people. ** Further research should be conducted to show the significance of access to proper
healthcare,
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