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Abstract

The specificity of multiple sclerosis (MS) is a young age patients with a variety of symptoms, the unpredictability
of the disease. All these factors are the reason that the rehabilitation of patients with MS is one of the most difficult
tasks of neurological rehabilitation. A wide range of symptoms in MS, the obvious way of complexity associated with
his patient, and it is a disease with which we must contend daily. MS is a chronic disease of the CNS, diseases which
frequency is 30—100 per 100 000 persons. However, knowledge about MS and its treatment may reduce symptoms
intensity and improve the lot of their options. In recent years it is seen the increase in the number of scientific
publications on effective rehabilitation of patients with MS. Rehabilitation in MS is symptomatic in nature and includes
all motor dysfunction — of autonomic disorders to motor deficits. Well-conducted rehabilitation significantly reduces
the effects of disease, thus increases the effects of pharmacotherapy. Regardless of the form of the disease, the result of
PC is disability and reduced quality of life, making it difficult to self-service and independent functioning.

Doctor’s detection of functional deficit targets and determining the therapeutic process, allows to reduce the
intensity of symptoms of the disease. The work represents the chosen form of exercise methods of physiotherapy and
some principles of rehabilitation strategies in the rehabilitation of patients with MS.
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IOpiii Jlucenko. Po3cisinmii ckiepo3: meroam JikyBaHHs Ta peadimitanii. CneundiuHicTs po3CisiHOrO
CKJIEpO3y — IIe MOJIOJIMH BiK XBOPHX, PI3HOMAHITHICTh CHMIITOMIB, HellepeadadyBaHicTh Iepebiry xBopobu. Yci mmi
(hakTOpH € MPHYUHOIO TOro, IO peadiTiTallis XBOPHUX HA PO3CIAHUI CKIEpO3 — OJHE 3 HAMCKIAMHINIMX 3aBAaHb
HeBpoJoriyHoi peabumitanii. IIIupokuii criekTp CUMITOMIB NP PO3CISTHOMY CKIJIEPO3i, IMOBIpHO, MOB’s3aHHUHN i3 HOTO
OOTSDKITMBICTIO [T TAIli€HTa, OCKUIBKU 3 I[IEF0 XBOPOOOK MOTPIOHO 3Maratucs IOJAEHHO. Po3cisHuMil ckiepo3 —
XPpOHIYHE 3aXBOPIOBaHHS LIEHTPAJIbHOI HEPBOBOI CHUCTEMH, yacToTa sikoro ckiamae 30-100 BumaakiB Ha 100 THC.
HaceneHHs. OIHAK 3HAHHS MPO PO3CISTHHUNA CKIEPO3, a TAaKOXK PO HOTo JIKyBaHHS MOXE 3MEHIIYBAaTH IHTEHCHBHICTH
CHUMITOMIB 1 NOKpAaIIUTH 0arato napameTpiB SKOCTI JKUTTS JoJed. B OCTaHHI pOKHM NHPOCTEKYEMO 30UIBbIIEHHS
KUIBKOCTI HAYKOBHX MyOITiKaiiii mpo eeKTUBHITH peabuliTallii XBOpUX Ha pO3CissHU cKiiepo3. PeabiniTawis npu qbomy
3aXBOPIOBaHHI Ma€ CHMIITOMATHYHHMH XapakTep 1 BKIIOYa€ BCi MOTOpPHI AMCOYHKIII: BiJi BET€TaTHBHUX JIO PYXOBHX
nopymeHnb. llpaBunbHO TpoBeAeHAa peabiuTiTamis 3HAYHO 3MEHIIYE HACHIAKA XBOPOOW, TPHU IHOMY IIiABHIILYE
edexTuBHICTH (hapmakoTeparii. Hezanexno Bix ¢opmu XBOpoOuM, HACHIIKOM PO3CISIHOTO CKJIEPO3y € IHBaJiAHICTB, a
TaKOX 3HWKEHHS SKOCTI )KUTT, 10 YCKIIaJHIOE CaMOOOCTyrOBYBaHHS 1 HaJle)KHE (QyHKIIOHYBaHHS XBOPHX.

BusiBnenns JyikapeM piBHS (DyHKIIOHAJIBHOTO AE(IIUTYy Ta BU3HAYEHHS METH TEPaNeBTHYHOTO IIPOIECy, Ja€
MOJKJIMBICTh 3MEHIIUTH IHTEHCHUBHICTh CHMIITOMIB IMPH PO3BUTKY XBOPOOH. Y poOOTI 3HIMCHEHO OIJIA] HAayKOBOI
JiTepaTypd 3 NHTaHHS OCHOBHUX (opM (i3MUHMX BIpaB, MeTOAiB (izuKoTepamii, a TaKoX AESKUX NPHHIMIIIB
peabiniTamiitHoi cTpaTerii ISt XBOPHX HA PO3CISHUM CKIIEpO3.

KrouoBgi ciioBa: poscistHuii ckiepos, JIiKyBaHHs, peadiiTaris.

FOpuii JIpicenko. PaccessHHBIN CKJIepo3: MeTOABI JiedeHHsI 1 peaduanutanuu. CrenuguIHOCTh pacCesHHOTO
CKJIEPO3a — 3TO MOJIOJIOH BO3pacT OOJIBHBIX, pa3HOOOpa3He CUMITOMOB, HETIPECKAa3yeMOCTh TeueHHs Oone3Hu. Bee atu
(hakTOpHI ABJISIOTCS MPUYMHON TOTO, YTO peabminTaiyst OOJBHBIX PACCESTHHBIM CKIEPO30M SIBIISIETCSI OJJHOM M3 CaMbIX
CIOXKHBIX 3aJa4 HEBpoJOoTrHueckod peabwmuranuu. LMpokuid CIEKTp CHMITOMOB HPH PACCEsIHHOM CKIIEepo3e,
BEPOSITHO, CBS3aH C €ro 0OpPEMEHUTEIBHOCTBIO ISl MAlMeHTa, OCKOJIBbKY C 3TOH 0OJe3HbI0 HEOOXOAMMO OOpOThCS
eXeTHEeBHO. PacCcestHHBIA CKIEpPO3 SBISETCS XPOHHUYECKHM 3a00jIeBaHMEM IICHTPAJIbHON HEPBHOI CHCTEMBI, 4acTOTa
koToporo coctasisier 30—-100 3a0oneBanuii Ha 100 ThICc. HaceneHus. OHAKO 3HAHHE O PACCESTHHOM CKJIEPO3e, a TakxkKe
O €ro JICYEHHH MOXET YMEHbBIIATh MHTCHCHBHOCTH CHMITOMOB M YIyYIINTh MHOTHE IapaMeTpbl KAauecTBa XH3HU
mozeil. B mocnenHue roipl MPOCIIEKUBACTCS YBEIUUSHHWE KOJIMYECTBA HAYYHBIX ITyOnukaiuid o e(peKTHBHOCTH
peabunuTanuy OOJMBHBIX PACCESHHBIM CKIEpo30oM. Peabunuranys mpu 3TOM 3a00JIEBaHUM MMEET CHMIITOMAaTHYECKHN
XapaKkTep M BKJIIOYAeT BCE MOTOPHbBIC NUCHYHKIUH: OT BEreTAaTUBHBIX K JBUraTelbHBIM HapylieHusM. [IpaBuibHO
TIPOBEICHHAs peaOMINTaIs 3HAYUTEIFHO yMEHbBIIAET MOCIEACTBHS OOJE3HU, IPH 3TOM IOBBIMAET 3((HEKTUBHOCTH
(apmaxotepanuu. HezaBrucumo oT GopMbl 00JI€3HH, CIEICTBHEM PACCESHHOTO CKJIEpO3a SIBIISETCS WHBAJIMIHOCTH, a
TaKKe CHIDKEHHE KauecTBa JKM3HM, YTO 3aTPyIHIECT CaMOOOCTyKHBaHHUE U Ha/yuIexariee (JyHKIIMOHUPOBAaHHE OOJIbHBIX.

BeisiBnieHne BpaduoM ypoBHSI (DYHKIMOHAIBHOTO Ae(UINTA W ONPEIENCHUE LENU TEPaneBTHYECKOTo IPOIlecca
MO3BOJISIET YMEHBIIUTh WHTEHCHBHOCTh CHMIITOMOB IPH pa3BuTHU Oosie3HH. B pabote mpexactasieH 0030p HaydHOH
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JUTEPaTyphl IO BOIPOCY OCHOBHBIX (popM (pr3nUecKnx ynmpakHEHHH, METOOB (PM3UKOTEpANnH, a TAKKE HEKOTOPBIX
MIPUHINIIOB peaOMINTAIIMOHHON CTPATETHH AJIsl OOJIBHBIX PACCESTHHBIM CKIIEPO30M.
KnroueBble c10Ba: paccestHHBIN CKIEpO3, JICUCHUE, PEaOMIINTALHSL.

Introduction. Multiple sclerosis (lat. Sclerosis multipex, SM), a chronic inflammatory,
neurodegeneration disease of central nervous system where is the focal damage (demyelination) in many
places and the collapse of myelin membranes of nerve tissue. This is the cause of abnormal transfer of
impulses along nerve pathways in the brain and spinal brain [1; 2]. This disease usually has a multiphase
flow with periods of exacerbation and remission [3]. Multiple sclerosis (MS) is one of the most common
causes of disability of young people.It is generally more common for women than for men between 20 and
40 years old [1]. The incidence rate ranges from 30 to 100 per 100 thousand people [4].

Among many focal symptoms, it should be noted: symptoms of motility, sensitivity (paresthesia),
cerebellum (imbalance), visual disorders, autonomic nervous system, pain syndromes and psychiatric
dysfunction: violation of cognitive functions [2; 5]. Usually, at the beginning of illness the patient begins to
experience a weakening of isolated muscle groups (especially in the upper limbs or themnot). Later, there is
an increased muscle tone (spasticity), which makes it difficult to perform certain movements, and even
makes them completely impossible [6; 7]. Quite often there are violations of the autonomic nervous system
(dysfunction of the bladder, bowel dysfunction, dysphagia [7; 8]. Multiple sclerosis may take one of the
following forms: relapsing-remitting; secondary progressive; primary progressive; progressive-relapsing [5; 9].

One of the most common ailments for which patients complain is sustained fatigue, exhaustion, which
greatly reduces their quality of life. More than half (50-60 %) of patients describes the fatigue as the most
irksome in their life, and also have occasion to disability and social exclusion.

The syndrome is characterized by uncontrolled depletion of apathy, rapid fatigue, lack of energy. To
assess exhaustion syndrome, most commonly used scales fatigue (Fatigue Severity Scale, FSS), Scale and
Impact fatigue (Fatigue Impact Scale, FIS) [10; 11].

In the past believed that physical activity is a factor which stimulates exhaustion (increases temperature,
which causes a violation of neurotransmission). Most MS patient’s exercises help to reduce the depletion
syndrome, in some it does not change, but rarely diagnosed gain. Since in MS pathogenesis depletion has
many causes, the result of the impact of physical activity on fatigue may depend on the mechanisms that
cause the underlying disease.

Currently, there are many approaches to treatment and rehabilitation of patients with multiple sclerosis.
However, to further improve effects of this pathology is a need of systematic analysis experience with
various methods of treatment and rehabilitation.

The aim is to characterize the modern methods of treatment and rehabilitation of patients with multiple
sclerosis.

Research Methods. The paper used data analysis literature.

Research Results. From over 40 years the value of rehabilitation of MS patients has increased
significantly, and use of it in the combination with pharmacological treatment significantly improved
treatment outcomes, as indicated by a survey of patients subjective and objective research data.
Immunomodulation treatment smooths pathological symptoms, reduce the risk of exacerbations and slow the
disease. Rehab makes it possible to improve the functional status of the patient, and most importantly,
improve the quality of life. The rehabilitation program can not be the same for different groups of patients
with MS, with a focus on clinical features and the degree of disease progression.

The quality of life of patients with MS in addition to pharmacological treatment affects complex
rehabilitation at every stage of the disease, which must be constantly, not only in clinical settings [13; 14].

The specificity of MS (young patient age, diversity of symptoms, unpredictability of the disease) is the
fact that the rehabilitation of patients with MS is one of the most difficult tasks of neurological rehabilitation
[7]. In the rehabilitation of these patients are carried two therapeutic strategies: therapy, which is based on
treating the symptoms (facilitation — impairment — based approach) as well as therapy, which is based on
performance objectives (taskoriented — disability — focused approach [2; 7].

The principal element of the rehabilitation of patients with MS is an individual approach that depends
on the stage of disease and patient empowerment [15]. In other words, it is a therapeutic process where the
patient who is disabled or disability he faces, acquires and then sells knowledge, experience and skills
needed for the most comfortable physical, mental and social functioning [15].

Patients suffering from MS demonstrate a wide range of symptoms, depending on the location of the
disease in the CNS. Regardless, before you start treatment, should assess the functional status of the patient
in performing the basic tasks of daily life (Activities of Daily Living) [16; 17].
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Clinical Metric Study. Often there is a need to evaluate symptoms in a patient diagnosed with the help
of scales. The most frequently used scales are Kurtske-EDSS (Expanded Disability Status Scale), the scale of
Scripps (The Scripps Neurologic Rating Scale, SNRS), Barthel Index (BI), the index of serviceability Al
(Ambulation Index) and measure functional independence (Functional Independence Measure, FIM) [ 9; 18; 19].

Kinesitherapy. There is no unified system of rehabilitation and kinesitherapy for patients with MS. It is
believed that kineziterapiya should be comprehensive and multifaceted [20]. Movement disorders are the
results of paresis, easing muscle strength, spastic phenomena omplitudy restriction of movement in the
joints, ataxia, impaired balance and coordination and a sense of pain [21]. All this leads to social and
psychological problems, manifested in low self-esteem, depression, phobias and cognitive disorders [22]. A
permanent standby to full recovery of self-cares, frequent need for changes in the professional activity and
the need for assistance leads to chronic emotional stress.

The goal of physical rehabilitation of patients with MS is to increase the muscle strength, improve the
general physical condition, compensation for violations of coordination, maintaining optimal range of
motion in joints, standardization of muscle tone, prevent muscle atrophy, fatigue resistance [23].

Physical rehabilitation should be carried out continuously. Keeping the patient's motor activity depends
largely complete understanding of the model of therapy for this disease. Contraindications are excessive
physical exhaustion, overwhelmed. Active exercise should be performed without complication or in isolated
positions that avoid complication. Thus the patient can perform these exercises with many repetitions
without bringing the body to a state of exhaustion.

Daily rehabilitation exercises should also include coordination in recognition of his own body position,
proprioretseptsiz, because abuse muscular sense, often diagnosed with MS and creates difficulties at every
stage of rehabilitation. It should be remembered daily breathing exercises, and patients with urinary
disfunctions should also do exercises for the pelvic zone. During the exercises belong guard against
overheating of the body. Fever can cause an increase in spasticity and fatigue strengthen. Dynamic exercises
should be done in the change with breathing and relaxation exercises (in rhythm 10/15/15 minutes). The
patient should perform exercises according to their own circadian biorhythms, recommended the same hours
every day (during highest physical performance, never immediately after taking food, more hour or half
before taking food. There should be no pain and exhausting of body. Not belonging follow the same
apartment complex exercise program and change depending on the patient.

Exercise in the RS: stretching exercises that improve flexibility and range of movements in the joints
and reduce the spastka; active dynamic exercises that increase muscle strength, muscle trophic through
improved vascular function muscle—pump that improve endurance and physical layer; breathing exercises
that improve respiratory function and oxygenation of muscle tissue; exercises to improve the static and
dynamic balance.

Despite the lack of objective data on the topic of efficiency of rehabilitation treatment of patients with
MS, there is a rule: do not treat the disease, but the patient. [24] There are no guidelines selection exercise
without debate. Each patient must adjust itself loading, moving gradually from a minimum to a larger,
bearing in mind that not allow to perform exercises «through the power», as opposed to the healthy
individuals. Evaluation of physical deficits largely depends on the subjective feelings of the patient. For this
planning of the rehabilitation should focus on issues of concern to the patient. It is appropriate to assess the
functional deficits and target rehabilitation. The disease is improvident, but optimistic approach to therapy
will help patients conquer difficulties in treatment [8]. Rehabilitation patients should be painless, consistent
motor needs of the patient and based on natural movement patterns.

Author's Rehabilitation Techniques of Paresis and Paralysis in Patients with MS. Methodology of
Karel and Berta Bobath is based on neurophysiological, hierarchical approach based on the stimulation of
normal, proper movement and inhibition of pathological spastic movement patterns using detonization. The
method aims to translational inhibition of pathological reactions and abnormal movement patterns. There are
special provisions for changing the posture of the body that are opposite to those caused abnormal synergies.
This approach is common in Europe [25].

Methods of Sahh and Shepherd. The approach is working on muscle strength antagonists. By increasing
muscle strength is a struggle with spasticity. And also performed specific tasks that contribute to the
inhibition of spasticity. This approach is common in the US and Canada [26].

Methods of Fetters. The cognitive approach, based on the explanation and report patient problems
elasticity, the goal is to learn by using the brain to control spasticity, as much as possible.
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Methods of PNF or method of proprioceptive facilitation of N. Kabat developed in the early 50’s. Kabat
— therapy — physiotherapy based on a selection of movements that strengthen impulses from proprioceptors
and cause tonic reflexes. Using certain types of schemes and exercises close to natural movements that
enhance signals from proprioceptors, which in turn improves the functional state of the motor centers [27].

Methods of Chedok — McMaster Stroke Assessment. Methodology of the survey, which provides a clear
picture of the condition of patients with hemiparesis. The methodology is neurophysiological approach to
Sihen Brunstrom. To determine the stage of recovery using progressive control stage recovery of upper limb,
lower limb, foot, hand [28].

Methods of Ekzarta. This technique involves neuromuscular activation of sensorimotor training and co-
activation of superficial and deep muscles. Selects the optimum load, a person learns to move right without
pain. Suspension systems of Ekzarta help to determine which muscles are weak and broken, and gently tap
them into operation.

Methods of physiotherapy of JI. Potekhin. Kinesitherapy can restore lost motor function and forms the
daily routine of patient in which his physical activity will help to restore movement disorders. Physiotherapy
includes exercises, massage, electrical stimulation, exercises in the water [29].

The method described by Carrera Lorenzo. The conventional method of specialists who successfully
applied in many countries. Provides functional recovery stages verticalization, practice balance, walking,
limb muscle strength increasing with special provisions, movement, exercise and other means of
rehabilitation. [30]

The method of forced training of paretic limb E.Taub (Cl-therapy). Concludes that the training of the
paretic limb is carried out at the fixation of the healthy limb. A healthy arm is fixed using a special device to
the body for 5-6 hours a day for two weeks. This forces patients to use the paretic limb, causing a condition
in which the patient all the attention pays to the implementation of paretic limb movements [31].

Methods «neuromotor re-education» described by Robenesku N. Spifanov V. Based on modern
methods of correction and dynamic proprioreceptive artificial movement correction.

Methods of recovery by Bubnovsky. To affect the body the Bubnovsky method uses specially designed
complex of exercises on multi-gym of Bubnovsky with the functions of decompression and antigravity.

Methods of MGC by V. M. Motkov designed for patients with hemiparesis. Used in exacerbations
(attacks) MS. Includes use of facilities, which use passive, active and passive, active exercises treatment
provision. Active exercises in the affected limbs perform in the same plane and the same direction — to the
study of quality movement in certain joints, and then — in different planes and directions [32].

Feldenkrais method or technique of physical training. Based on the meaningful impact on the brain
stem, cerebellum and its connections. The technique is based on tracking the eyes on a bright object on a
trajectory «maximum right — at the center — maximum left», «maximum up — in the center — maximum
downy, diagonally, learning proper mechanism for turning heads, tracking eyes on a bright object with a turn
of the head and fixing at the point of maximum amplitude turns heads with fixing view on the center line of
eyes tracking the position of maximum allotment of view and turning heads with bringing sight to the center
line VPR tongue movements ABO — right — up — down, homo lateral rotation of the eyes, tongue, head for
fixed gaze, directed oppositely turning heads, eyes and tongue, turning the shoulder girdle, chest, pelvis and
legs bent.

In foreign literature [4; 5; 7; 9] there are described three main approaches in the rehabilitation of
neurological patients used today. These are biomechanical, neurophysiological and cognitive approaches.

Biomechanical Carr and Shepherd. The underlying work on muscle strength antagonists by increasing
muscle strength is a struggle with spasticity. The approach is common in the USA and Canada.

Neurophysiological Bobach, PNF. The underlying normal stimulation. proper motion suppressing
abnormal movement patterns and stimulate the development of a proper movements. This approach is
common in Europe.

Cognitive Fetters. The underlying explanation and informing the patient of his motor problems,
including spasticity; the aim is to study the conscious control of movement.

All methods include working with relatives and instructions for the care of patients, active assistance
and participation of relatives in rehabilitation is possible. However, a common feature of the technique is that
they are designed to increase the independence and autonomy of the patient, reduce the appearance of
disability and achieve full autonomy in active daily activities without assistance in the future.

160



JlikyBajibHa (isuyHa Ky1bTypa, CHOPTHBHA MeJULMHA i GisuuHa peadiairania

The methodology is the use of medical provisions, various exercise movements and difficult
coordinations of different assumptions close to the natural movements of achieving full independence in
order to perform everyday functions of varying complexity.

Based on common features of methods, in search of increasing the efficiency of rehabilitation, given the
known methods, tools, principles and features, our technique was perfected.

At this point need to be reminded the use of relaxation techniques (autohene training). At each stage of
the disease need to find time for rest, relaxation and regeneration powers. Relaxation techniques are also a
positive effect on the psychics of the patient, who can think about his illness with greater realism, assess its
condition and leaks. Such a procedure appears, for example, in relaxation massage, performed three times a
week for 45 minutes (promotes relaxation, reduces contracture and enhances blood circulation [33; 34].

Another form of rehabilitation is work therapy, which largely improves physical skills while fulfilling
the tasks of daily life, which is an extension and complement to exercise physiotherapist. This gives the
patient the awareness of its possibilities, thanks to the fact the patient recovers mental balance. Planning
occupational therapy, the patient should be placed the task according to its capabilities [35].

MS patients are also recommended in studies of musical therapy. Properly chosen physical exercises
performed in an appropriate rhythm is one of the important factors that facilitate the execution of complex
movements. These exercises are also stimulating and calming simultaneously. Rhythm stimulate the patient
to exercise and simultaneously divert his attention from the pain, encourage the implementation of relevant
stride length, etc [36].

During the implementation of the rehabilitation program, the patient must learn to maintain balance in
all major body position. You can use these devices as Balance Trainer. This device enables the patient
acceptance of the passive vertical position (standing training), and perform various exercises (balance
training).

Conclusions. Comprehensive and systematic rehabilitation positively affect the quality of life and
prolong life and professional activity of the patient. In combination with pharmacological treatment,
rehabilitation enables the creation of positive attitudes, strengthens the sense of cost and sociability.

Rehabilitation of patients with MS is a complex process and complexed. Thanks to medical advances,
the use of new methods of rehabilitation, the life expectancy of patients with MS equal to the life expectancy
majorities. It is essential understanding of the pathogenesis of the disease, which allows using treatment to
increase the independence of the functioning of MS patients and improve their quality of life. A
comprehensive approach, the use of different methods of kinesitherapy, including unconventional makes it
possible to achieve a certain progress in the rehabilitation of patients with MS.
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