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Peculiarities of pulmonary rehabilitation
in patients with chronic respiratory diseases
in palliative and hospice care (review)

Pulmonary rehabilitation is an interdisciplinary program of care for patients with chronic respiratory
disorders, created individually and aimed at physical and social indicators and autonomy optimizing. Physical
therapists in an interdisciplinary palliative care team are key to the success of pulmonary rehabilitation for
palliative patients, focusing on the physical functioning.

Objective — to review the data from literature references regarding the characteristics and usage frequency
of pulmonary rehabilitation for patients with respiratory diseases who require palliative and hospice care, and
to specify respiratory diseases in palliative care patients for which pulmonary rehabilitation is currently used.

As aresult of the literature review, it was established that pulmonary rehabilitation in patients with chronic
respiratory diseases who require palliative and hospice care is aimed at improving pulmonary symptoms
(shortness of breaths) and functional status, reducing the intensity of accompanying symptoms, even in the
late stages of the disease, which ultimately contributes improving the quality of life and survival of patients,
reducing the burden on those who care for them. But access to physical (pulmonary) rehabilitation for
patients with chronic respiratory diseases who need palliative and hospice care, is currently not routine in
practice and not used enough around the world, unfortunately. It was found that today pulmonary
rehabilitation in palliative patients is used only for chronic obstructive pulmonary diseases, interstitial lung
diseases, cystic fibrosis, sarcoidosis, idiopathic pulmonary fibrosis and bronchiectasis. At the same time, the
literature does not describe the use of physical therapy methods, including pulmonary rehabilitation, in
patients with bronchial asthma who require palliative treatment.

Pulmonary rehabilitation in patients with chronic respiratory diseases who require palliative and hospice
care is a relevant and effective method of treatment, but needs wider implementation in the modern health
care system.
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Palliative care is a team approach of comprehen-
sive care to meet the needs (physical, psycho-
logical, social and existential) of patients and their
families. Palliative care patients suffer from chronic
functional impairments that require rehabilitation
techniques and physical therapy [30]. Rehabilita-
tion, even in the late stages of a disease, allows pal-
liative patients to maintain mobility and autonomy,
reduce the intensity of associated symptoms, con-

tributing to both an improvement of patient’s qual-
ity of life and a reduction of caregiver burdens.
Physical therapy methods improve physical auton-
omy and help manage symptoms to prevent subse-
quent complications of diseases [3].

Rehabilitation at home is a rehabilitation model
aimed at helping people with disabilities integrate
into society and become as autonomous as possible
[16]. But there are some challenges hampering devel-
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opment of the rehabilitation at home direction that
could affect the quality of services — these are prob-
lems of availability, lack of state support (programs
and resources), low awareness and misconceptions
about such services for patients and their families.

The main methods of rehabilitation are physical
therapy and ergotherapy (occupational therapy).
Physical therapists in an interdisciplinary palliative
care team are key to the success of rehabilitation for
palliative patients [10], focusing on the physical
functioning (providing comfort and support).

The problems most commonly experienced by
palliative care and hospice patients, requiring reha-
bilitation interventions, are low quality of life,
depression, respiratory and cardiovascular disorders,
greater needs for care, and utilization of health care
services. Rehabilitation measures for comprehensive
end-of-life care for patients improve their func-
tional state and quality of life, reducing the mani-
festations of numerous symptoms [17].

Pulmonary rehabilitation is an interdisciplinary
program of care for patients with chronic respira-
tory disorders, which is individually tailored and
designed to optimize physical and social indicators
and autonomy. Basic components of pulmonary
rehabilitation: exercise (upper limb endurance training,
lower limb endurance training, strength and respira-
tory muscle training), learning (breathing strategies,
energy saving and work simplification, end-of-life
instruction), psychosocial and behavioral interven-
tion (survival strategies, stress coping), evaluation
of results [20].

Therefore, the relevance of this work lies in the
analysis of data from literature sources regarding
the characteristics of pulmonary rehabilitation for
patients with chronic respiratory diseases at the
stage of palliative and hospice care.

The objective of the work is to review the data
from literature references regarding the character-
istics and usage frequency of pulmonary rehabilita-
tion for patients with respiratory diseases who
require palliative and hospice care, and to specify
respiratory diseases in palliative care patients for
which pulmonary rehabilitation is currently used.

One of the principal components in managing
patients with chronic respiratory diseases is pulmo-
nary rehabilitation [32, 33], which is highly effective
in most individuals. Pulmonary rehabilitation is
aimed at improving the patient’s pulmonary symp-
toms and functional state, which as a result contri-
butes to improving the quality of life [11]. A pri-
mary role in pulmonary rehabilitation is played by
a physical therapist, whose responsibilities include
identifying patients who need pulmonary rehabilita-
tion; evaluation of each patient before engagement
in the program; active involvement in exercise and

training programs [9]. A.L. Reticker et al. [28] note
that important components in the complex treat-
ment of patients with chronic respiratory diseases,
including chronic obstructive pulmonary disease
(COPD), are pulmonary rehabilitation and pallia-
tive care, which should be implemented as a part of
high-quality medical care. At the same time, hospice
care (the last stage of palliative care), which also
includes pulmonary rehabilitation, may be provided
to patients with COPD when a treatment goal for
them is changed from life-sustaining therapy to
comfortable therapy [14].

Studying the effects of pulmonary rehabilitation
on patients with chronic respiratory diseases receiv-
ing palliative care, J.R. McCormick [21] has found
its effect on symptom relief among this contingent
of patients, increased home activity in some patients,
and improvements in the quality of life.

H.Y. Neo et al. [23] examined the impact of
6-month palliative rehabilitation (functional reha-
bilitation with early palliative care) on medical care
and functioning of frail older adults with chronic
lung diseases, among which COPD (89 %), inter-
stitial lung disease (54 %) and bronchiectasis (28 %)
were most commonly identified. The authors esti-
mated the number of hospital readmissions, length
of hospital stay, number of emergency department
visits, 6-minute walking distance and Modified
Barthel Index (MBI). Based on the obtained data,
it has been revealed that functional rehabilitation
with early palliative care allowed to reduce the
length of hospital stay and improve functional capa-
bilities in frail older people with chronic lung
diseases (indicators of 6-minute walking distance
and MBI).

L.J. Brighton et al. [5] studied the role of sup-
portive and palliative care for people with chronic
respiratory diseases and frailty, which was associated
with an increased risk of unfavorable outcomes. The
authors have found that rehabilitation interventions
to reinforce reserves, advance care planning and early
palliative care (integrated models of care including
respiratory one) were very useful for frail people
living with chronic respiratory diseases. Also,
researchers pointed out that frail patients with
COPD had a high potential to get the benefits of
physical exercise, were highly motivated to complete
pulmonary rehabilitation, but faced difficulties in
performing it and often needed additional support
and flexibility due to a variable and unpredictable
health condition [6—8]. For optimizing the exercise
benefits, it is essential to maintain trusting relation-
ships between physical therapists, patients, and
caregivers, create shared understanding of needs,
and personalize approaches to demands and priori-
ties. Therefore, first of all, the authors recommend
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considering person-centered approaches to minimize
anegative impact on health and support involvement
and completion of pulmonary rehabilitation.

R.G. Duenk et al. [ 12] emphasize that identifying
individuals in need of palliative care remains chal-
lenging, despite sufficient availability of effective
palliative care interventions in the management of
respiratory symptoms for patients with COPD. The
initiation of palliative respiratory care should be
based on the severity of patient’s symptoms and
unmet needs [31]. In the late stage of COPD, respi-
ratory symptoms (shortness of breath, cough,
fatigue) heavily influence the physical and psycho-
logical functioning of a person, accelerate the pro-
gression of chronic respiratory failure and reduce
the quality of life, that results in disability [27].

In K. Vonbank et al. guidelines for outpatient
pulmonary rehabilitation [33], the latter has been
demonstrated to improve exercise tolerance and
quality of life in patients with chronic lung diseases
and reduce the number of hospital days as well as
other indicators of health care utilization in patients
with COPD.

The effect of pulmonary rehabilitation on dyspnea
and the ability to perform functional loads in
patients with COPD was also studied by S. Pan-
cera et al. [25]. Patients undergoing a standard
pulmonary rehabilitation program (5 sessions per
week for 4 weeks) received 2 daily 30-minute ses-
sions of aerobic exercise with additional continuous
chest wall vibration during cycling and training with
a load or breathing techniques. The authors have
found that in COPD patients, continuous chest wall
vibration with simultaneous aerobic training supple-
mentary to the standard pulmonary rehabilitation
program improved functional exercise tolerance, but
did not affect dyspnea, respiratory muscle function,
or quality of life.

Evaluating an interdisciplinary approach to the
management of patients with progressive COPD at
the palliative stage, A. Pyszora et al. [27] have shown
positive effects of such methods of physical therapy
as pulmonary rehabilitation, physical activity, neu-
romuscular electrical stimulation and methods for
cleaning the respiratory tract.

A. Modlinska et al. [22] also point out that both
quality of life and life expectancy are low in patients
with COPD. The authors also focus on the fact that
patients do not receive adequate palliative care even
though COPD is a progressive disease with high
mortality. Among the main symptoms of COPD
progression, the authors distinguish shortness of
breath, cough, fatigue, depression, emotional and
psychosocial problems. But the first priority, accor-
ding to the authors, should be given to the quality
of life of COPD patients at the palliative stage.

Reviewing the most successful developments in
pulmonary rehabilitation used in palliative care set-
tings for dyspnea, S. Sachs and R.L. Weinberg [29]
concluded that adequately tailored pulmonary
rehabilitation could provide additional options to
optimize functional capabilities and alleviate the
symptom severity in patients with COPD. In this
case, the authors highlighted the following most
effective methods of pulmonary rehabilitation for
dyspnea: aerobic exercises (reduce dyspnea and
improve functional capacity), neuromuscular elect-
rical stimulation (improves muscle strength, reduces
dyspnea during physical exertion). It has also been
identified that home self-monitored programs sig-
nificantly differed from outpatient programs and
had greater effectiveness.

Today, there is accumulating evidence in the
literature for the experience of using pulmonary
rehabilitation in patients with interstitial lung dis-
ease (ILD), which are characterized by a decrease
in functional capacity, a progression of chronic
respiratory failure, which is the cause of dyspnea
and hypoxia, that finally results in disability, a
decrease in the quality of life and survival [11, 13,
18, 19]. Meanwhile, M. Kreuter et al. [19] mention
that palliative care experience is not available for
both numerous ILD patients and their caregivers.

L. Dowman et al. [11] carried out a meta-analysis
of the pulmonary rehabilitation impact on patients
with ILD of various etiology, sarcoidosis, and idio-
pathic pulmonary fibrosis (IPF). Pulmonary reha-
bilitation was mainly performed in outpatient set-
tings, and only a small number of patients received
it at home, in hospitals or telerehabilitation settings.
The length of pulmonary rehabilitation ranged from
3 to 48 weeks. Pulmonary rehabilitation has been
found to improve the 6-minute walking distance,
peak workload and peak oxygen uptake and decrease
shortness of breath. When examining long-term
outcomes, the authors noted that even 6—12 months
after using pulmonary rehabilitation, patients had
better exercise tolerance, less dyspnea, and a better
quality of life compared to those who did not
undergo pulmonary rehabilitation. At that, better
results of pulmonary rehabilitation were observed
in patients with IPE Based on the study, the authors
concluded that pulmonary rehabilitation was safe
for ILD patients and had positive effects on exercise
tolerance, symptoms, quality of life, and survival
compared to no pulmonary rehabilitation in ILD
individuals.

Studying the needs for specialized palliative care
in end-stage progressive fibrotic ILD for both
patients and caregivers, S. Bajwah et al. [1] have
determined the following. Both patients and care-
givers reported uncontrolled symptoms of dyspnea,
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coughing, and insomnia that severely affected every
sphere of life, limiting their ability to perform every-
day activities. Based on this, the authors indicated
the need to educate specialists about appropriate
palliative care interventions to improve control over
the symptoms.

P. Faverio et al. [13] reported necessarily assess-
ment of the need for application of such 3 measures
in the management of chronic respiratory failure in
patients with ILD as pulmonary rehabilitation, refer-
ral to lung transplantation centers, and palliative care.

S. Bajwah et al. [2] indicate that patients with
progressive ILD should receive the best palliative
supportive therapy (opioids, oxygen, and neuro-
modulators) to improve control over the symptoms
and quality of life. A lot of emphasis is put on the
examination of dyspnea. But at the same time, the
work does not take into account the use of such
physical therapy methods as pulmonary rehabilita-
tion for patients.

J. Boland et al. [4] have assessed the need for
palliative care in patients with «life-limiting, incur-
able, and nonmalignant lung disease» such as
COPD, ILD, and cystic fibrosis. The authors have
reported that patients with these moderate-to-
severe diseases experienced pain, fatigue and dys-
pnea, indicating the particular importance of dys-
pnea as a cause of social isolation and difficulties
performing daily activities, worsening quality of life
and, in most cases, being incurable towards the end
of life. Therefore, it was concluded that since an
access to palliative care was limited for these
patients, barriers to referral to specialists should be
understood and reduced, that alongside effective
work between palliative care teams and backup
respiratory services would optimize the delivery of
care to patients with COPD, ILD and cystic fibrosis.

According to G. Peryer et al. [26], supportive and
palliative care is sorely needed to alleviate the burden
of symptoms and reduce the risk of premature morta-
lity in people with respiratory disease and a history
of serious mental illness. The authors have suggested
that for such a contingent, as part of palliative care,
there should be an objective monitoring of con-
comitant chronic lung diseases and special attention
to reducing the rate of respiratory infections.

C.R. Osadnik et al. [24] evaluated the effective-
ness of pulmonary rehabilitation in patients with
bronchial asthma in terms of physical capacity,
asthma control, quality of life, frequency of severe
exacerbations/hospitalization, mental health, mus-
cle strength, and level of physical activity. Pulmona-
ry rehabilitation included 3 to 4 weeks (inpatient)
or 8 to 12 weeks (outpatient) of aerobic training

and learning or self-control. The training or self-
management components included breathing
retraining and relaxation, dietary recommendations,
and psychological consultation. One of the pro-
grams was specially developed for people with
severe bronchial asthma, and a separate group
included patients with overlap syndrome (combined
course of bronchial asthma and COPD). At the end
of the study, the authors noted that pulmonary
rehabilitation in patients with both bronchial
asthma and overlap syndrome was associated with
a clinically significant improvement in functional
load capacity and quality of life.

An effectiveness of 6-month complex palliative
and respiratory care in patients with progressive
diseases (COPD, ILD, cancer) with refractory dys-
pnea was evaluated by I.J. Higginson et al. [15]
according to the following indicators: relief of dysp-
nea, improvement of quality of life, survival. The
breathlessness support service combined palliative
care, respiratory medicine, physical therapy, and
occupational therapy. Thus, relief of dyspnea and
improvement of quality of life was noted in all
patients with such care, but the survival rate was
significantly higher in patients with COPD and ILD
than that in cancer patients.

Conclusions

Pulmonary rehabilitation for patients with chro-
nic respiratory diseases who require palliative and
hospice care, even in the late stages of the disease,
is aimed at alleviating pulmonary symptoms (dysp-
nea) and improving functional status, reducing the
intensity of associated symptoms and as a result, the
quality of life and survival of patients are improved
and caregiver burden is reduced. But, unfortunately,
in practice, access to physical (pulmonary) reha-
bilitation for patients with chronic respiratory
diseases who require palliative and hospice care is
currently underused and not routine around the
world. It has been demonstrated that contemporary
pulmonary rehabilitation for palliative patients was
used only for chronic obstructive pulmonary disease,
interstitial lung disease, cystic fibrosis, sarcoidosis,
idiopathic pulmonary fibrosis and bronchiectasis.
The literature, however, has not covered the use of
physical therapy methods, including pulmonary
rehabilitation, for patients with bronchial asthma
who require palliative treatment.

Thus, pulmonary rehabilitation for patients with
chronic respiratory diseases who require palliative
and hospice care is a relevant and effective method
of treatment but needs wider implementation in the
current health care system.

84 ISSN 2220-5071 (Print), ISSN 2522-1094 (Online) ® TyGepkynbo3, nereHesi xsopo6u, BIN-indekuin ® Ne 1 (52) ® 2023



OryIAaN

There are no conflicts of interest.
Participation of authors: concept and design of the study — O.M. Raznatovska, V.I. Petrenko; collection of material — O.M. Raznatovska;
processing of the material — O.M. Raznatovska, V.I. Petrenko; writing the text and statistical data processing — O.M. Raznatovska;
editing of the text — V.I. Petrenko.

References

10.

11.

12.

13.

14.

15.

16.

Bajwah S, Higginson IJ, Ross JR, et al. The palliative care needs
for fibrotic interstitial lung disease: a qualitative study of
patients, informal caregivers and health professionals. Palliat
Med. 2013;27(9):869-76. doi: 10.1177,/0269216313497226.

Bajwah S, Yorke J. Palliative care and interstitial lung disease.
Curr Opin Support Palliat Care. 2017;11(3):141-6. doi: 10.1097/
SPC.0000000000000285.

Barawid E, Covarrubias N, Tribuzio B, et al. The benefits of
rehabilitation for palliative care patients. Am J Hosp Palliat
Care. 2015;32(1):34-43. doi: 10.1177/1049909113514474.

Boland J, Martin J, Wells AU, et al. Palliative care for people
with non-malignant lung disease: summary of current evidence
and future direction. Palliat Med. 2013;27(9):811-6.
doi: 10.1177/0269216313493467.

Brighton LJ, Bone AE, Maddocks M. Supportive and palliative
care for people with chronic respiratory disease and frailty. Curr
Opin Support Palliat Care. 2020;14(3):206-12. doi: 10.1097/
SPC.0000000000000523.

Brighton L], Bristowe K, Bayly J, et al. Experiences of pulmonary
rehabilitation in people living with chronic obstructive
pulmonary disease and frailty. A qualitative interview study.
Ann Am Thorac Soc. 2020;17(10):1213-21. doi: 10.1513/
AnnalsATS.201910-8000C.

Brighton LJ, Evans CJ, Farquhar M, et al. Integrating
Comprehensive Geriatric Assessment for people with COPD
and frailty starting pulmonary rehabilitation: the Breathe Plus
feasibility trial protocol. ER] Open Res. 2021;7(1):00717-2020.
doi: 10.1183/23120541.00717-2020.

Brighton LJ, Evans CJ, Man WDC, et al. Improving exercise-
based interventions for people living with both COPD and
frailty: a realist review. Int J Chron Obstruct Pulmon Dis.
2020;15:841-55. doi: 10.2147/COPD.S238680.

Carlin BW. Pulmonary rehabilitation and chronic lung disease:
opportunities for the respiratory therapist. Respir Care.
2009;54(8):1091-9.

Carson K, Mcllfatrick S. More than physical function? Exploring
physiotherapists’ experiences in delivering rehabilitation to
patients requiring palliative care in the community setting. J
Palliat Care. 2013;29(1):36-44. PMID: 23614169.

Dowman L, Hill CJ, May A, et al. Pulmonary rehabilitation for
interstitial lung disease. Cochrane Database Syst Rev.
2021;2(2):CD006322. doi: 10.1002/14651858.CD006322.pub4.

Duenk RG, Verhagen C, Dekhuijzen P, et al. The view of
pulmonologists on palliative care for patients with COPD: a
survey study. Int J] Chron Obstruct Pulmon Dis. 2017;12:299-
311. doi: 10.2147/COPD.S121294.

Faverio P, De Giacomi F, Bonaiti G, et al. Management of
chronic respiratory failure in interstitial lung diseases: overview
and clinical insights. Int J Med Sci. 2019;16(7):967-80.
doi: 10.7150/ijms.32752.

Hardin KA, Meyers F, Louie S. Integrating palliative care in
severe chronic obstructive lung disease. COPD. 2008;5(4):207-
20. doi: 10.1080,/15412550802237366.

Higginson IJ, Bausewein C, Reilly CC, et al. An integrated
palliative and respiratory care service for patients with advanced
disease and refractory breathlessness: a randomised controlled
trial. Lancet Respir Med. 2014;2(12):979-87. doi: 10.1016/
S2213-2600(14)70226-7.

Jahan AM, Rwaiha AE. Physiotherapists’ perceptions and
experiences of home-based rehabilitation in Libya: a qualitative
study. Pan Afr Med J. 2021;40:256. doi: 10.11604/
pamj.2021.40.256.28841.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

Javier NS, Montagnini ML. Rehabilitation of the hospice and
palliative care patient. J Palliat Med. 2011;14(5):638-48.
doi: 10.1089/jpm.2010.0125.

Johnson MJ, Yorke J, Hansen-Flaschen J, et al. Towards an
expert consensus to delineate a clinical syndrome of chronic
breathlessness. Eur Respir J. 2017;49(5):1602277. doi: 10.1183/
13993003.02277-2016.

Kreuter M, Bendstrup E, Russell AM, et al. Palliative care in
interstitial lung disease: living well. Lancet Respir Med.
2017;5(12):968-80. doi: 10.1016,/S2213-2600(17)30383-1.

Kumar SP, Jim A. Physical therapy in palliative care: from
symptom control to quality of life: a critical review. Indian J
Palliat Care. 2010;16(3):138-46. PMID: 21218003. PMCID:
PMC3012236.

McCormick JR. Pulmonary rehabilitation and palliative care.
Semin Respir Crit Care Med. 2009;30(6):684-99. doi: 10.1055/
s-0029-1242638.

Modlifiska A, Buss T, Lichodziejewska-Niemierko M. Opieka
paliatywna w przewleklej chorobie obturacyjnej ptuc (POChP)
[Palliative care in chronic obstructive pulmonary disease].
Pneumonol Alergol Pol. 2007;75(4):383-8. In Polish.

Neo HY, Yap CW, Teo LM, et al. Palliative rehabilitation
improves health care utilization and function in frail older adults
with chronic lung diseases. J Am Med Dir Assoc.
2021;22(12):2478-85.¢1. doi: 10.1016/j.,jamda.2021.05.031.

Osadnik CR, Gleeson C, McDonald VM, et al. Pulmonary
rehabilitation versus usual care for adults with asthma. Cochrane
Database Syst Rev. 2022;8(8):CD013485. doi:  10.1002/
14651858.CD013485.pub2.

Pancera S, Buraschi R, Bianchi LNC, et al. Effectiveness of
continuous chest wall vibration with concurrent aerobic training
on dyspnea and functional exercise capacity in patients with
chronic obstructive pulmonary disease: a randomized controlled
trial.  Arch Phys Med Rehabil. 2021;102(8):1457-64.
doi: 10.1016/j.apmr.2021.03.006.

Peryer G, Barnes S, Farquhar M. Supportive and palliative care
for people with respiratory problems and preexisting serious
mental illness. Curr Opin Support Palliat Care. 2020;14(3):190-
6. doi: 10.1097 /SPC.0000000000000510.

Pyszora A, Lewko A. Non-pharmacological Management in
palliative care for patients with advanced COPD. Front Cardio-
vasc Med. 2022;9:907664. doi: 10.3389/fcvm.2022.907664.

Reticker AL, Nici L, ZuWallack R. Pulmonary rehabilitation
and palliative care in COPD: Two sides of the same coin? Chron
Respir Dis. 2012;9(2):107-16. doi: 10.1177/1479972312441379.

Sachs S, Weinberg RL. Pulmonary rehabilitation for dyspnea in
the palliative-care setting. Curr Opin Support Palliat Care.
2009;3(2):112-9. doi: 10.1097 /SPC.0b013e32832b7248.

Saher T, Kalra S, Yadav J, et al. Role and importance of
physiotherapy during palliative care in India: A Review. WJRR.
2018;7(4):1-8.

Spruit MA, Rochester CL, Pitta F, et al. Pulmonary
rehabilitation, physical activity, respiratory failure and palliative
respiratory care. Thorax. 2019;74(7):693-9. doi: 10.1136/
thoraxjnl-2018-212044.

Spruit MA, Singh SJ, Garvey C, et al. An official American
Thoracic Society/European Respiratory Society statement: key
concepts and advances in pulmonary rehabilitation. Am J Respir
Crit Care Med. 2013;188(8):¢13-64. doi: 10.1164 /rccm.201309-
1634ST.

Vonbank K, Zwick RH, Strauss M, et al. Richtlinien fiir die
ambulante pneumologische Rehabilitation in Osterreich [ Guide-

lines for outpatient pulmonary rehabilitation in Austria]. Wien
Klin Wochenschr. 2015;127(13-14):503-13. In German.

ISSN 2220-5071 (Print), ISSN 2522-1094 (Online) ® TyGepkynbo3, nereHesi xsopobu, BI/-iHdekuin ® N2 1 (52) ® 2023

85



oA

0.M. Pa3HatoBcbka?, B.I. MeTpeHKo?

13anopi3bKuil AepaBHUN MELUYHUIA YHIBEPCUTET, 3anopixoKs
?HauioHanbHuit meguyuHmii yHisepcuteT imeHi 0.0. boromonbugs, Kuis

OcobnuBocTi nerexesoi peabinitauii y manieHTis
13 XPOHIYHUMU PECITIPATOPHUMM 3aXBOPIOBAHHAMU
Y MeXax IaniaTMBHOI Ta XOCIICHOI JOTIOMOTW (OTNAZ NiTEPaTypu)

Jlerenesa peabisitaitist — 1ie MKIMCIUTUIIHAPHA TPOTPaMa JIOT/ISILY 32 TAIIEHTAMHU 3 XPOHIYHUMU OPY -
MIEHHSAMY JUXaHH, 1[0 PO3POOJISEThCA IHANBIAYAIbHO Ta MPU3HAYEHA It ONTUMIzalii (pisHdHUX Ta CoIli-
AbHUX TIOKA3HUKIB i aBToHOMil. Di3W4Hi TepaneBTH y MisKAUCIUTLIIHAPHIN KOMaH/Ii MaTiaTUBHOI JI0TIO-
MOTH BiZIirpaioTh KJIIOYOBY POJIb B YCIINIHIN JiereHeBiil peabiiTaliii maaiaTUBHUX AI[IEHTIB, KA 30CePe/-
JKeHa Ha QizndHOMY (DYHKITIOHYBaHHI.

Merta po6OTH — TIPOBECTH OTJISI IAHUX JITEPATYPHUX JIZKEPEJT 00 OCOOIUBOCTEH Ta YaCTOTH 3aCTOCY -
BAHHsI JIeTeHeBOI pealbiTiTallii y MarienTiB 3 PeCipaTOPHUMI 3aXBOPIOBAHHSIMH, SIKi TOTPEOYIOTH TTaiaTHB-
HOI Ta XOCITICHOI IOTIOMOTH, 8 TAaKOK BU3HAYNTH, TIPU SKUX CaMe PECIipaTOPHUX 3aXBOPIOBAHHSX Y TiaJlia-
THBHUX XBOPUX HA ChOTOIHI BUKOPUCTOBYETHCSI JIeTeHeBa peabiiTarris.

AHaji3 JiTepaTypHUX [KePes BUABUB, IO JiereHeBa peabiliTallis y mallieHTiB 3 XPOHIYHIMU pecIipa-
TOPHUMM 3aXBOPIOBAHHSIMHU, sIKi TIOTPEGYIOTH Ma/iaTHBHOI Ta XOCIICHOT IOTIOMOTH, HABITh Ha M3HIX CTaIisIX
XBOPOOH CIIPSIMOBAaHA Ha IOJIIIIEHHS JIereHEeBUX CUMIITOMIB (3amyXxu) i OYHKI[IOHAJBHOTO CTaHy, 3MEH-
MIEHHS IHTEHCUBHOCTI CYIYTHIX CHMIITOMIB, IO CITPHSIE TABUNIEHHIO SKOCTI JKUTTS Ta BUXKUBAHHS TTAIli€H-
TiB, a TaKOJK 3HUKEHHIO HaBaHTaKEHHS Ha ocib, ski spificHionTs 3a HumMu gorisan. OpHak Ha MpaKTHIN
poctyt 10 Gisudnoi (JereneBoi) peabimiTariii y mamienTiB i3 XpOHIYHUMHU PECITIPATOPHIMH 3aXBOPIOBAHHSI-
MU, SIKi TIOTPeOYIOTh MajiaTUBHOI Ta XOCIIICHOI JOMOMOIH, B YChOMY CBITi HE € PYTUHHUM i BUKOPUCTOBY-
€THCST HEIOCTATHHO. YCTAHOBJIEHO, 1110 HUHI JIeTeHeBa PeabiTiTallis y mayiaTHBHIX MAIIEHTIB 3aCTOCOBYETh-
Cs1 JIMIIE TIPU XPOHIYHUX OOCTPYKTUBHMX Ta iHTEPCTUINAIbHUX 3aXBOPIOBAHHSX JIETEHb, MYyKOBICIINI031,
CapKoizIo3i, iionaTmaHomy JierereBoMy (hibpo3i Ta GPOHXOEKTATHYHIN XBOPOGi. Y JiTepaTypi He OIMIcano
BUKOPUCTAHHS MeTO/IiB (hisnuHOI Teparrii, 30kpema jiereHeBoi peabimiTaliii, y XBopux 3 6pOHXiaIbHOIO acT-
MOIO, SIKi TIOTPeOYIOTh TAiaTHBHOTO JIIKYBaHHSI.

Jlerenesa peaGiiTailis y HamieHTiB i3 XpOHIYHUMU PeCIipaTOPHUMU 3aXBOPIOBAHHAMMU, AKi TOTPEOYIOThH
HaiaTUBHOI Ta XOCICHOI JIOMOMOTH, € aKTyaJbHUM Ta eeKTUBHIM METOIOM JIKyBaHHs, aje moTpedye
HIVPIIIOTO BITPOBA/IKEHHS B CyYacHY CUCTEMY OXOPOHU 3/I0POB’SI.

Kniouoei caoea: nerenesa peabistiTaliisi, pecriipaTopHi 3aXBOPIOBaHHsI, MajiaTHBHA J0TIOMOTra, XOCITiCHa
JIOTIOMOTa.
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