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Abstracts

Topicality. Currently, pulmonary rehabilitation is an intervention recommended to all chronic obstructive
pulmonary disease patients, regardless of the disease severity, and physical therapy is an integral part of effective
pulmonary rehabilitation programs. Although there is a sheer number of studies on the impact of pulmonary
rehabilitation programs (both in its general context and individual components), as well as on the physical, functional
and psycho-emotional state of patients, the number of the detailed clinical guidelines on PR inthe case of chronic
obstructive pulmonary disease is limited. The purpose of the study is to analyse clinical guidelines for management and
pulmonary rehabilitation and to evaluate the role of physical therapy in the system of pulmonary rehabilitation in the
case of chronic obstructive pulmonary disease. Clinical guidelines selected on the basis of the research conducted on
databases of PubMed (data over the past 5 years), PEDro, Cochrane (January, 2018), dedicated to clinical guidelines on
treatment, management, pulmonary rehabilitation and physical therapy of chronic obstructive pulmonary disease
patients, were chosen as the subject of the analysis. It has been established that physical therapy is an integral part of
pulmonary rehabilitation programs for COPD patients. The main means of physical therapy recommended by the
clinical guidelines for COPD patients are the following: physical training, respiratory exercises, training of respiratory
muscles, chest physical therapy and electrostimulation of peripheral muscles. Methods of the use of physical training
for chronic obstructive pulmonary disease patients are the most extensively described. Recommendations regarding
special features of physical therapy in the case of exacerbation and under conditions of inpatient treatment are either
absent or insufficient; the amount of information on the role and specifics of the use of respiratory exercises and chest
physical therapy for COPD patients at different stages of treatment is inadequate.

Key words: physical therapy, pulmonary rehabilitation, chronic obstructive pulmonary disease, clinical
guidelines.

Karepuna Tumpyk-Croponajn, Ceitiiana Ctynaunska, IOgia [IaBiaoBa. Micue ¢izuuHoi Tepanii B cuctemi
JereHeBoi peaditiTauii mpu XpoHiyHOMY 00CTPYKTHBHOMY 3aXBOPIOBaHHI JiereHb (aHATI3 KIiHIYHUX HACTAHOB).
Axmyansnicms. Ha cporomni yereHeBa peaOimiTamis — I BTPYYaHHS, SKE PEKOMEHIOBaHE BCIM MAaIlieHTaM i3
XPOHIYHUMHU OOCTPYKTHBHAMH 3aXBOPIOBAHHSIMH JIETEHIB, HE3aJIKHO BiJl BAXKKOCTI Mepediry 3aXBOPIOBaHHS, a 3aCO0H
¢i3muHOI Tepamii € HEBiI €MHOIO CKJIAIOBOI0 YAaCTHHOI eQEeKTHBHHX Mporpam JiereHeBoi peaOimitamii. [lopsa i3
BEJIMKOI0 KUIBKICTIO JIOCHTI/DKEHb TpO BIUIMB mporpam JIP 3aramom Ta okpemMux il KOMIOHEHTIB Ha (i3WYHHI,
(YHKIIOHATTPHUN Ta TICHXOEMOLIWHII CTaH MAMi€HTIB, NeTaJbHUX KIIHIYHAX HACTAHOB i3 JIETEHEBOi peadimiTamii mpu
XPOHIYHUX OOCTPYKTHBHUX 3aXBOPIOBAHHSX JIETE€HIB € OOMEXEHa KiTbKiCTh. Mema 00cnioxceHHa — TIpOaHAi3yBaTh
KIIiHIYHI HACTAHOBH MIOAO MEHEDKMEHTY W JiereHeBoi peabimitarii Ta omiHUTH Miclie (i3WdHOI Tepamii B cucTeMi
JIETeHeBOI peadimiTalii mpu XpOHIYHIX OOCTPYKTUBHHX 3aXBOPIOBAHHSX JiereHiB. [IpoaHanizoBaHo KIIiHIYHI HACTAHOBH,
BimiOpaHi Ha OCHOBI MOIIYKY, 3/ilicHeHOro B 6a3ax manux PubMed (3a ocranui m’ste pokis), PEDro, Cochrane B ciuni
2018 p., sKi CTOCYIOTBCS KIIHIYHAX HACTAHOB IIOJO JIIKYBaHHS, MCHEIKMEHTY, JIETeHeBOi pealdimitarii Ta ¢izunaHOl
Teparii MaIieHTiB i3 XPOHIYHUME OOCTPYKTHBHHMH 3aXBOPIOBAHHAMH JIETE€HIB. Y CTAHOBJICHO, IO (i3W9YHA Teparis €
HEBiJ €MHOIO0 CKJIAJJOBOI0 YAaCTHHOKO IPOrpaM JIEreHEeBOi peadimiTarlii Mamie€HTiB i3 XPOHIYHAMH OOCTPYKTHBHUMHU
3aXBOPIOBAHHSAMM JieTeHiB. | '0oBHIMH 3acobamul (i3uyaHOl Tepartii, SIKi peKOMEHJ0BaHI KJIIHIYHIMHU HACTAHOBAMH JUTS
TAII€HTIB 13 XPOHIYHUMH OOCTPYKTHBHMMHM 3aXBOPIOBAHHSIMHM JIETEHIB, € (Di3WYHE TPEHYBAaHHS, AMXalbHI BIIPaBH,
TpEeHYBaHHS TUXAJIBHUX M’A31B, (Qi3MUHA Tepamis TPyIHOI KIITKH, €IEKTPOCTUMYIALIS nepudepnannx M s3iB. Haii-
OiJIBII TTOBHO OMMCAHO METOJUMKH 3aCTOCYBAaHHS ()i3MYHOrO TPEHYBAHHS B IAII€HTIB 13 XPOHIYHUMH OOCTPYKTHBHUMH
3aXBOpPIOBAHHSAMH JereHiB. BincyrHi abo HemocTaTHi pekoMeHpamii mono ocobmuBocTell (iswdHOi Teparii mpH
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3aroCTpEeHHI Ta B yMOBaxX CTalliOHAPHOTO JIKYBaHHS; HEIOCTAaTHHO iHQoOpMalii cTocoBHO Micus # ocoOnmuBocTer
3aCTOCYBaHHS JMXANbHUX BOpaB 1 (i3uyHOi Tepamii TpyIHOI KIITKM B MAILi€HTIB i3 XPOHIYHUMH OOCTPYKTUBHUMH
3aXBOPIOBAHHSMHU JIETEHIB Ha PI3HUX €Tarax JiKyBaHHS.

Karouosi cnoBa: Qizmyna Teparisi, JereHeBa peaOiiTalis, XpOHIYHI OOCTPYKTHBHI 3aXBOPIOBAaHHS JICTEHIB,
KJIiHIYHA HACTaHOBA.

KaTtepuna Tumpyk-Croponaa, Ceriana Crynnunkasi, FOaus IaBaoBa. Mecto ¢gusnyeckoil Tepanuu B
cUcTeMe JIETOYHOH peadWJINTANMH NALMEHTOB C XPOHHYECKOH OOCTPYKTHBHON 00/1e3HBIO JerKHX (aHaam3
KJIMHUYEeCKUX PYKOBOIACTB). Akmyansnocms. Ha ceronns erounasi peabminTaius — 3T0 BMEIIATEIbCTBO, KOTOPOe
PEKOMEH/IYeTCsl BCEM MallMeHTaM C XPOHHYECKHMMH OOCTPYKTHBHBIMH 3a00JIeBaHMSIMH JIETKUX, HE3aBHCHMO OT
TSHDKECTH TeueHHs 3a0oneBaHMs, a cpeacTBa (U3WUECKOW Tepanuu SBISIOTCS HEOTHEMIIEMOW COCTaBIISIONIECH
3¢ QEKTUBHBIX MPOrpaMM JIero4HON peaOwinTtanmu. Hapsiny ¢ OONbIIMM KOJIMYECTBOM HCCIENOBAHUN O BIIMSHUH
MPOrpaMM JIETOYHOH peadWIUTaluK ¥ OTAEIbHBIX €€ KOMIIOHEHTOB, Ha (u3ndeckoe, (YHKIMOHAIBLHOE H
NICUX0’MOLIMOHAJIEHOE COCTOSHUE MAI[IEHTOB €CTh OTPAaHUYEHHOE KOJIMYECTBO JETAJBHBIX KIMHUUYECKUX PYKOBOJICTB
10 JIETOYHOM peaOWINTaluu NpH XPOHWYECKUX OOCTPYKTHBHBIX 3abonieBaHusx Jerkux. Ilens uccnedosanus —
MPOaHaIM3UPOBATh KIMHUYECKHUE PYKOBOJCTBA 10 MEHEKMEHTY M JIETOYHOH pea0WIuTalud W OLUEHHUTh MECTO
(u3MUecKoil TepaniK B CUCTEME JIETOYHON PeadMIUTALMK TPU XPOHUYECKUX OOCTPYKTUBHBIX 3a00/IeBaHHUSAX JIETKHX.
AHanu3MpyTCS KIMHAYECKHE PYKOBOJCTBA, KOTOpbIE OTOOpaHBl Ha OCHOBE IOHMCKa, COBEPLICHHOro Mo 0azam
nanueix PubMed (3a mocnennue msith Jiet), PEDro, Cochrane B stHBape 2018 T., KOTOpbIe KacalOTCsl KIMHUYECKUX
PYKOBOJCTB TIO JICUEHHIO, MEHEIKMEHTY, JIErOYHOW peaOwnurtaimu u (QuU3MYEeCKOW Tepanuy MalUeHTOB C
XPpOHUYECCKUMU 06CprKTI/IBHI)IMI/I 3a00JI€BaHUSAMU JIETKUX. YCTaHOBJ'IeHO, qTo (1)14314‘{60](3,5[ TE€panusa ABJIACTCA
HEOTHEMJIEMOH COCTABIISIIOIICH MPOrpaMM JIETOYHON peabWIINTalMy MAalMeHTOB ¢ XPOHUYECKUMH OOCTPYKTHBHBIMHU
3a0oseBaHusIMH JierKuX. OCHOBHBIMH CpEICTBAMH (U3UUECKOW Tepanud, PEKOMEHIYEMBbIMH KIMHHYECKHUMHU
PEKOMECHAAMAMU  [OJId TMAIUCHTOB C XPOHUYECKUMU O6CprKTI/IBHbIMI/I 38.60J'[eBaHI/I${MI/I JICTKUX, SBJIAKOTCA
¢u3nyeckas TPEHUPOBKA, ABIXAaTENbHBIE YNPAXHEHHS, TPECHUPOBKH IbIXaTENbHBIX MBINIL, (u3nueckas Tepamus
TPYAHOU KIIETKH, NEKTPOCTUMYIISLUS nepupepudeckux Mulml. Hanbosee moaHo omucaHbl METOMUKH IPUMEHEHHS
($U3MYEeCcKO TPEHUPOBKM Y MALIMEHTOB ¢ XPOHMYECKUMH OOCTPYKTHBHBIMH 3a007eBaHMAMH JieTKUX. OTCYyTCTBYIOT
WIN HENOCTATOYHbl PEKOMEHIAIlMH II0 OCOOCHHOCTSIM (HM3MYECKOW Tepanuud NpH OOOCTPEHHH M B YCIOBHUAX
CTAlMOHAPHOI'O JICYCHHUS; HENOCTaTOYHO HMHGOPMAIMM O MECTe M NPUMEHEHHU [IbIXaTeNbHBIX YIPaKHEHUH U
¢dusnueckoii Tepanuu rpyqHOH KieTku y nanreHToB ¢ XOBJI Ha pa3HbIX dTanax jJedeHHs.

KnrodeBbie cioBa: ¢u3uueckas Tepanus, JITO4Has peaOUINTalMsA, XPOHHUECKUEe 00CTPYKTHBHBIE 3a00IeBaHUA
JIETKUX, KIMHUYECKOEe PYKOBOACTBO.

Introduction. Statistics on the incidence of chronic obstructive pulmonary disease (COPD) are
disappointing, and forecasts are extremely threatening. WHO predicts that by 2020 COPD will be ranked the
3rd place among the causes of mortality of the planet population [1].

The practice of effective use of various medical, educational and rehabilitation measures to improve the
functional state of people with respiratory disorders (including chronic ones) has long existed. However,
given the prevalence of COPD, typical systemic disturbances going far beyond the respiratory system, and a
significant number of comorbid diseases, the development of a well-designed rehabilitation system for
COPD with scientifically proven efficacy was necessary.

And respectively, pulmonary rehabilitation has become such practice of the COPD patients’
management. The official statement of the American Thoracic Society and the European Respiratory Society
(ATS/ERS, 2013) claims that pulmonary rehabilitation (PR) is a complex intervention based on a careful
patient assessment, according to which therapy should be applied including (but not limited to) physical
training, education, and behavioural changes designed to improve both physical and psychological state of
people with chronic respiratory diseases as well as to contribute to their long-term adherence to healthy
behaviours [15].

Currently, pulmonary rehabilitation is an intervention recommended to all COPD patients, regardless
of the disease severity, and physical therapy (PT) is an integral part of effective PR programs.

Along with a large number of studies on the impact of PR programs (both in general and of its
individual components) on the physical, functional and psycho-emotional state of patients, the detailed
clinical guidelines for PR in the case of COPD are limited.
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The purpose of the study is to analyse clinical guidelines for management and pulmonary
rehabilitation and to evaluate the role of physical therapy in the system of pulmonary rehabilitation in the
case of COPD.

Materials and methods. This review covered the clinical guidelines selected on the basis of the search
conducted in PubMed, PEDro, and Cochrane databases in January 2018.

Publications selected by the keywords «Chronic obstructive pulmonary disease» (ukr. xpowuiune
obecmpykmusHe 3axeoprosanns nezenv) Served as the search criteria. PubMed's search was restricted to
publications over the past 5 years focused on clinical guidelines for treatment and management, pulmonary
rehabilitation and physical therapy for COPD patients.

Inclusion criteria. The studies included in the review met the following criteria: 1) Chronic Obstructive
Pulmonary Disease, 2) Review, recommendations or practical guidelines for general principles of treatment,
management, rehabilitation or physical therapy in the case of COPD.

Exclusion criteria: 1) Systematic reviews; 2) Conferences reports without full-text review; 3) In-
complete text articles; 4) Books; 5) Registered protocols of clinical researchers; 6) National adaptations of
WHO GOLD recommendations [7].

In addition, the review did not include publications lacking general guidelines for treatment,
management, rehabilitation and physical therapy for COPD patients. In particular, the review did not take
into account the publications dedicated to surgical intervention; researches on the effects of medicines and
medical interventions (in particular, artificial respiration); researches of other pathologies connected with
COPD; study of structural and functional changes in the case of COPD. Among the publications excluded
from the analysis were those unavailable in electronic format.

The selected clinical guidelines analysed: the components of pulmonary rehabilitation, program
duration, the criteria for selection for the PR program and the criteria of the program effectiveness, the main
and optional means of physical rehabilitation.

Results of the research. The review was based on 15 clinical guidelines selected out of 16 clinical
guidelines that met the selection criteria. One clinical guideline was not included since it did not contain
information analysed in the study [7].

8 guidelines (53.3%) do not provide recommendations on the PR components (Chart 1); one guidance
sets the list of the recommended PR components while it does not contain components from the PT category
[17]. 6 clinical guidelines (40%) provide a list of components including means of PT.

Chart 1

Basic recommendations for filling the pulmonary rehabilitation program in the case of chronic
obstructive pulmonary disease (based on the analysis of clinical guidelines, n = 16)

Author, year PR components Duration of the Criteria for selection for the PR program
PR program
Individuals/Patients:
1) patient assessment, 1) with dyspnoea under physical activity,
2) education, on average, 2) with prolonged respiratory distress,
lan Yang, 2017 [17] | 3) behaviour change, 8 weeks characterized by dyspnoea,
4) nutrition, 3) with dyspnoea of all levels according to
5) psychosocial support mMRC;
4) who experienced exacerbation.
Kankaanranta H., i i i
2015 [9]
Hyoung Kyu Yoon, i i All patients with dyspnoea while walking at
2014 [18] their own pace on flat areas.
Stable patients with reduced physical
endurance, regardless of pharmacological
2014 p. [10] treatment, and patients who have recently
been hospitalized after exacerbation.
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End of the Chart 1

Compulsory components:
1) muscle training,
2) education,

Patients with dyspnoea at/above 2 points on

Maria Rosa Giiell 3) chest physiotherapy. 8 Wee_ks/20 the MMRC scale.
Rous, 2014 [8] Optional components: sessions . . s
All patients without contraindications.
1) ergotherapy,
2) psychosocial support,
3) correction of nutrition.
Patients who:
Blair Anderson, i i 1) have limited ability to exercise due to
2013 [2] dyspnoea, despite medication,
2) were hospitalized after exacerbation.
Patients who:
1) experience dyspnoea at/above 2 points on
Bolton CE, 2013 [4] - 6-12 weeks the mMRC scale and are functionally limited
by dyspnoea.
2) were hospitalized after exacerbation.
1) education,
Russi E.W., g rsﬁjl:r ii;);ntrol, i )
2013 [13] 4) training,
5) psychological support.
Patients:
1) with present symptoms
Qaseem A., 2011 ) with p ymp
[11] - - of the disease,
2) with disabilities and FEV,<50% of the
eligible level.
1) training of upper and
lower limbs, -
2) psychosacial support minimum 6
Rudolf M. . ' weeks,
3) behaviour change, . -
2010 [6] . maximum 12
4) education,
weeks.

5) training of respiratory
muscles.

Davoren A Chick,
2010 [5]

1) patient assessment,
2) aerobic training,

3) strength training,

4) education,

5) psychosocial support.

1) patients with functional limitations,

2) PR is considered for all COPD patients
with dyspnoea or limited physical activity,
regardless of the air flow limitation.

1) patient assessment,

. 2) training, . . .
i | 9 suotn otz | A COPD P i
4) nutrition,
5) psychosocial support.
Jadwiga A. It is suggested to initiate the PR program

Wedzicha, 2017 [16]

within 3 weeks after the hospital discharge.
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End of the Chart 1

optimal duration
_ -12 weeks ;
Barreiro E., 2015 [3] - mini:nvﬁfns- 8 -

weeks

1) physical rehabilitation,
2) physical training
(endurance

and strength)

3) respiratory muscles

Sliwinski P., 2014 .
training,

minimum 6 All COPD patients, regardless of the disease

[14] 4) breathing exercises, weeks severity.
5) nutrition,
6) psychotherapy,
7) education,
8) psychosocial support.
Remarks:

mMRC - Modified British Medical Research Council Questionnaire.
FEV, - capacity of the air expired in the first second of forced expiration.

The following PR components are recommended in the majority of clinical guidelines as the main ones:

1) physical therapy;

2) education;

3) behaviour change - smoking;

4) patient assessment (survey).

In some guidelines, it is recommended to consider the possibility of changing dietary behaviour [8; 12;
13; 14; 17] and psychosocial support [5; 6; 12; 13; 14; 17]. There are recommendations for applying
ergotherapy [8; 12; 17]. Consultations of the speech therapist are recommended for evaluation and
management of repeated aspiration, swallowing and nutrition disorders arising as a result of dyspnoea of
COPD patients [17].

The educational component involves discussing certain topics with patients in order to provide people
with the understanding of the disease features, the functioning principles of the respiratory system under
normal and pathological conditions, their behaviour in everyday life and during exacerbation period. In
addition, practical study sessions on the use of inhalation devices and development of self-control skills
(medication, assessment, and response to exacerbation) are provided [17].

It has been established that in accordance with the clinical guidelines, the duration of the PR
programs, on average, constitutes 8 weeks with a recommended minimum 6 weeks’ duration and
maximum —12 weeks.

The selecting criteria for the PR program are similar:

1) individuals who suffer from dyspnoea during physical activity.

2) individuals with prolonged respiratory distress characterized by dyspnoea.

3) patients with dyspnoea at all levels of the mMMRC scale.

4) patients experiencing exacerbation.

The criterion for the PR appointment for patients who experienced exacerbation was specified in the
protocol of Bolton Ts. E. (2013) [4], which recommends starting PR during the first month after the hospital
discharge. Jadwiga A. Wiedzicha (2017) [16] suggests initiating medical rehabilitation within 3 weeks after
the discharge (conditional recommendation due to very poor quality of evidence).

Only Maria Rosa Giiell Rous (2014) [8] provides a list of conditions and diseases being contraindicative
to the patient inclusion in the PR program:
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1) mental or behavioural disorders impairing collaboration with a therapist;

2) acute or unstable cardiovascular diseases limiting the patient's ability to exercise;

3) disorders of the musculoskeletal system, incompatible with physical activity.

In 11 clinical guidelines (73.3%) among the analysed, recommendations for the use of PT in the PR
programs are made (Chart 2).

In the analysed clinical guidelines, the following means of PT are recommended as the principal:

1) physical training (physical exercises), in particular, aerobic (including interval training), strength
training or their combination.

2) breathing exercises.

3) training of the respiratory muscles.

4) chest physical therapy.

5) electromyostimulation and electromagnetic stimulation of peripheral muscles.

In some of the protocols, such means as training respiratory muscles [8; 13; 17] and electro-
myostimulation of peripheral muscles [4; 8] are classified as optional and are not recommended as the usual
PR component. In addition, Blare Anderson (2013) [2] included respiratory cleansing techniques with the
use of positive expiratory pressure (PEP) as an optional means of PT.

The use of physical training is recommended to train endurance, to increase physical activity and
strength. In its turn, strength training can increase the strength of peripheral muscles, as well as help maintain
or increase the bone mineral density [8]. According to lan Yang (2017), physical training involves the
accumulation of medium intensity exercises for large muscle groups >150 minutes per week for 5 days.
Mostly it is walking outdoors or on a treadmill, and riding a bicycle. In addition, it is necessary to include
strength training 2 times a week. [17].

Recommendations of Maria Rosa Giiell Rous (2014) concerning aerobic or strength training include at
least three 20-30 minutes’ sessions per week. These sessions should be carried out continuously or at
intervals in the case of more severe symptoms. The intensity of work constitutes 60-80% of the possible
maximum. It includes walking on a treadmill or outdoors, swimming, dancing, and Nordic walking. Strength
training for upper and lower limbs is recommended to be carried out at 70-85 % intensity of the possible
maximum. 1-3 sets with 8-12 repetitions in each, 2-3 times a week are recommended; using external
encumbrance in the form of trainers or dumbbells, and rubber loop bands [8].

According to Russi E.W. (2013), physical training includes such components as climbing, walking,
treadmill training, and cycling, which can be used at intervals [13].

Slivinski P. (Sliwinski P., 2014) indicates that physical exercises should be carried out with intensity
exceeding 50% of maximal oxygen consumption or at 70% of the maximum heart rate according to the
patient's age. Exercises on a stationary bicycle, a treadmill or a 20-minute walk are recommended. Interval
training can be used as well [14].

Chart 2

Means of physical therapy in the system of pulmonary rehabilitation in the case of chronic obstructive
pulmonary disease (based on the analysis of clinical guidelines, n = 13)

Author, year, reference Means of PT Additional means of PT
L) physical training, 1) training of inspiratory
lan Yang, 2017 [17] 2) breathing exercises,
. muscles.
3) chest physiotherapy.
Kankaanranta H., 2015 [9] 1) exercises -
Hyoung Kyu Yoon, 2014 [18] - -
2014 p. [10] 1) breathing exercises. -
1) muscle training, 1) electromagnetic
Maria Rosa Giiell Rous, 2014 | 2) aerobic or strength training, stimulation,
[8] 3) interval training, 2) training of the respiratory
4) chest physiotherapy. muscles.
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End of the Chart 2

Blair Anderson,
2013 [2]

1) breathing exercises.

1) respiratory tract cleansing
techniques using positive
expiratory pressure (PEP).

Bolton C.E, 2013 [4]

1) aerobic training.

1) neuromuscular electrical
stimulation.

ZL:)Sls é I[El\é\]/ 1) physical training. rlrzlgillzgng of respiratory
Qaseem A., 2011 [11] - -
Rudolf M. 1) strength training, endurance training or their
2010 [6] combination. i

Davoren A Chick, 2010 [5]

Andrew L. Ries
2007 [12]

1) physical training,
2) components of strength training,
3) endurance training of the upper limbs.

Jadwiga A. Wedzicha, 2017

[16]

1) aerobic training,
2) interval training,
. 3) strength training,
Barreiro E., 201 . . . -

arreiro ., 2015 (3] 4) electromyostimulation and electromagnetic
stimulation of peripheral muscles,

5) training of respiratory muscles.

1) physical exercise,
2) endurance training, -
3) training of the respiratory muscles.

Sliwinski P., 2014 [14]

Breathing exercises are recommended to reduce dyspnoea due to decreased hyperinflation of the
lungs, to normalize respiratory muscles functioning and to optimize thoracoabdominal movements. The
focus is on breathing through the uplifted lips and diaphragmatic breathing [2; 10; 17], as well as on yoga
elements [2; 10].

The training of the respiratory muscles involves the use of small, accessible additional equipment for
the training of respiratory inspiratory muscles whilst the inspiration reduction [8].

The purpose of chest physical therapy and respiratory tract cleansing is to improve sputum drainage, to
increase tolerance to physical activity, and to reduce the need for a long-term antibiotics administration.
Respiratory tract cleansing techniques are used in the case of sputum present in the respiratory tract [17].
Chest physiotherapy can include such elements as bronchial drainage methods, training of proper breathing,
relaxation methods [8; 17].

The focus of the analysed clinical guidelines is on recommendations for physical training of COPD
patients. Along with the fact that they provided detailed information on the methodology of aerobic and
strength training, recommendations for the use of other physical therapy (respiratory exercises, chest
physical therapy) are absent or insufficient. The role of breathing exercises and chest physical therapy in the
PR program framework and the use of out-of-hospital physical training remains unclear. Unfortunately, there
are no selection criteria and recommendations for the use of physical therapy in the case of exacerbation as
well as under conditions of inpatient treatment.

Conclusions. Physical therapy is an integral part of pulmonary rehabilitation programs for COPD
patients. The main means of physical therapy recommended in clinical guidelines for COPD patients are
physical training, respiratory exercises, training of respiratory muscles, chest physical therapy,
electrostimulation of peripheral muscles. In the analysed clinical guidelines, methods of the physical training
used for COPD patients are the most extensively described. Recommendations regarding the features of
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physical therapy in the case of exacerbation and under conditions of inpatient treatment are absent or
insufficient; information on the role and specifics of the use of respiratory exercises and chest physical
therapy for COPD patients at different stages of treatment is also insufficient.

Prospects for further research. It is necessary to study the peculiarities of the physical therapy effects
(in particular, respiratory exercises and chest physical therapy) on the physical and functional state of COPD
patients during the exacerbation period and inpatient treatment. It is important to improve the methods of
physical therapy used at all stages of COPD patients’ treatment.
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