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SUMMARY. Myocardial infarction was and remains a disease that leads to death and disability of the population.
Previously, patients with myocardial infarction should observe strict bed rest for at least a month, with absolutely no
active motions, for maximum unloading of the heart. Such a regime had unfavorable psychological effects, contributed
to stagnation in the lungs and hypostatic pneumonia, atony of the intestine, impaired urination. In 1952, Americans
Levine S. A. and Lown B. proposed to use in the treatment of patients with heart attack from the first days sitting in the
chair. According to A. Myasnikov, the only Soviet professor who recognized the idea of early rehabilitation was
Oleynyk S. F. The success of the application of early physical rehabilitation in patients with myocardial infarction prof.
S.Oleynyk made a report at the Ukrainian congress of therapistsin 1965, andin 1972 in the All-Union Journal «Cardiology»
it was officially acknowledged that early physical rehabilitation during myocardial infarction for the first time in the USSR
began to be used in Lviv. Now, no doctor has doubts about the need for arbitrary movements, massages and therapeutic
exercises, an earlier recovery from the bed, walking from the first days of the illness. Monograph «Modern diagnostics
and treatment of acute myocardial infarction», the result of the work of the author’s team consisting of Antonenko L. M.,
Zharinova O. 1., lvaniv Yu. A., Pavlyuk V. I., Chubuchikh V. M., Yutanova V. I., devoted to «the memory of Professor Stepan
Oleynyk, who for the first time in Ukraine organized the treatment of patients with acute myocardial infarction in blocks
of intensive care and introduced an early rehab, bravely defeating outdated stereotypes.»

The main goal of rehabilitation of patients is to restore the fullest possible life of the patient, including the return
to work. Physical, psychological and socioeconomic factors need to be taken into account during rehabilitation. The
process should begin as early as possible after admission to the hospital and continue for the next weeks and months.

Conclusions. 1. In Ukraine, the incidence of illnesses in the circulatory system increases annually, and indicators of
temporary and permanent loss of disability increase, which leads to significant economic costs.

2. There is a need to introduce clear programs for the rehabilitation of cardiac patients.

3. Insufficient implementation of modern cardio-rehabilitation programs is a pan-European problem, which leads to
a significant spread of risk factors associated with coronary complications, low level of physical activity of patients.

4. Physical rehabilitation is a composite conservative and surgical treatment of cardiac patients. It needs to be done
early in order to reduce the risk of complications and to improve the recovery processes of impaired functions. Physical
rehabilitation should be comprehensive, including physical, psychological, labor and social components.

The International Practical Conference (22-23 March 2018) on cardio-rehabilitation, organized by the Ukrainian
Catholic University's School of Rehabilitation Medicine, led by Dr. Bohdan Prach, with the support of experts from the
European Association of Prophylactic Cardiology, professors Hugo Saner and Joppa Perca, will stimulate the further
implementation of rehabilitation events in Ukraine, not only for specialized departments, but also for the primary link -
family doctors.

KEY WORDS: myocardial infarction; rehabilitation of cardiac patients.

Myocardial infarction was and remains a disease
that leads to death and disability of the population.
For a long time the smallest movements and any
transportation of patients with myocardial infarction
were forbidden. In 1956, Professor S. F. Oliynyk criti-
cized these regulations at the All-Union Congress of
Therapists of the USSR and in one of the central
scientific journals. However, this idea was not
recognized. Afterwards Prof. S. F. Oliynyk appeared
with this idea in the newspapers "Lvovskaya Pravda"
and "lzvestiya" (1963). In Lviv region the method of
early transportation and early hospitalization of
patients with myocardial infarction was approved and
recognized officially. This led to a reduction in the

death rate of patients with myocardial infarction,
especially in rural areas. With implementation of early
hospitalization and rapid transportation of patients
for 10years, mortalityin the Lvivregion was decreased
by 14-15 %. The decrease in mortality in Lviv region
was first achieved in the USSR, because, according to
Prof. S. F. Oliynyk, by that time there were no such
publications. Later, this experience of Lviv medicine
began to be implemented abroad. In the 1960s, in Lviv,
thanks to the persistence andideas of Prof. S. F. Oliynyk,
a great contribution was made to reducing mortality
from myocardial infarction twice less.

In the past, patients with a myocardial infarction
for no less than a month had to adhere to a strict bed
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regime with absolutely no active motions for maximal
heart discharge. However, such a bed regime had
unfavorable psychological effects, contributed to
stagnation in the lungs and hypostatic pneumonia,
intestinal atony, and urinary excitation. In 1952 Ame-
ricans Levine S. A. and Lown B. proposed to use in the
treatment of patients with heart attack from the first
days sitting in the chair. In 1964, Professor Myasni-
kov A. L. names the only one Soviet professor who
recognized the idea of early rehabilitation — Prof.
Oliynyk S. F. On the achieved successes of the appli-
cation of early physical rehabilitation in patients with
myocardial infarction Prof. S. F. Oliynyk made a report
at the Ukrainian Congress of Physicians in 1965, and in
1972 in the Union magazine "Cardiology" it was
officially recognized that early physical rehabilitation
during myocardial infarction in the USSR was first
introduced in Lviv. Now, no doctor has doubts about
the need for arbitrary movements, massages and
therapeutic exercises, an earlier lift from the bed,
walking from the first days of the illness. Monograph
"Modern diagnostics and treatment of acute myo-
cardial infarction" of the author's collective of Anto-
nenko L. M., Zharinova Q. Y., Ivaniv Yu. A., Pavlyuk V. I.,
Chubuchnyy V. M., Yuatanov V. I. — dedicated to "the
memory of Professor Stepan Oliynyk, who for the
first time in Ukraine organized treatment for patients
with acute myocardial infarction in intensive care
units and introduced early rehabilitation, bravely
breaking old stereotypes."

Chronic non-infectious diseases, overwhelming
majority of which are circulatory system diseases
(CSD), are the cause of death in 75 % of the cases,
with 42.9 % of deaths before the age of 70. Ukraine
in comparison with European countries takes one of
the first places in the level of mortality from CSD,
80 % of which are due to risk factors. CSD are one of
the main reasons for increasing the overall mortality
and reducing the life expectancy. Therefore, there is
a need to develop a comprehensive approach to
tackling this problem.

Cardiovascular diseases (CVD), despite the
advances in medical science in the 21st century,
continue to cover the broad strata of the general
population of all ages. There is a tendency to
defeating more young, working population, what
causes an increase in economic costs, which is due to
a temporary loss of ability and an increase in popu-
lation disability. Among elderly people, despite the
advent of modern treatments, no noticeable progress
has been made in increasing life expectancy.

In the mortality rate for CSD, CHD ranks first and
accounts for 68.9 %. Among the CVD, the most
negative socioeconomic significance have a coronary
heart disease, stroke, arterial hypertension (AH) and
heart failure, which accounts for 82 % of deaths.

Over the past 15 years, the mortality from CSD has
increased by 10 % — from 52.1 % to 62.5 %. More
than half of the causes of death of working-age
people with heart failure occur on coronary artery
disease, which is why in the early 60's it was called
the epidemic of the twentieth century and the
greatest medical and social burden in the developed
countries of the world. The disability rate from
hypertension in the structure of CSD for the period
2014-2016 increased from 3.1 % to 4.1 % among the
adult population and from 4.0 % to 4.1 % among the
working-age people. In Ukraine, the prevalence of
hypertension among adults is 27.104 per 100.000 of
population, CHD - 20076, and the incidence rate -
respectively 2660 and 1766, which is 35 and 51 %
more than before. Therefore, it is important to
develop measures to overcome these negative
tendencies, since reducing mortality from CVD is a
problem not only of a health care, but also social.

In the cardiologic patient, there are no obvious
pathological changes that limit the motor function,
but the state of his cardiovascular system
significantly limits the ability to work. Therefore,
patients with CVD are in particular in need of rehab.
Despite the significant progress achieved in the
conservative and surgical treatment of CVD,
rehabilitation of these patients is still at a low level.

Even in manuscripts written in China and India
3000-2000 years BC, the questions of use of
breathing exercises, passive movements, massage
during diseases of the internal organs and muscu-
loskeletal system were outlined. In ancient Greece,
they were considered as a compulsory components
of preventive and curative medicine. As originator of
medical gymnastics was considered Herodikus (484-
425 BC), who treated patients with metered walking,
jogging, gymnastics, massage. The prominent
physician Hippocrates (459-377 BC), who is called
the father of medicine, described in detail the action
of physical exercises, the method of their use during
lung, heart metabolism diseases, surgery and started
using massage as a therapeutic remedy. Doctor
Tselie prescribed physical exercises and massage for
paralysis. Famous doctor of the school of gladiators
Galen (131-210 AC) described the technique of
therapeutic gymnasticsin combination with massage
in diseases and injuries of the muscular system, laid
the foundations of dynamic anatomy.

In the following centuries, there is no informa-
tion about the use of physical exercises in practice,
and only in the XI century Avicenna (980-1037 AC)
again began to study the effect of physical exercises
on human health. He categorized them from a
medical point of view, insisted on applying them to
people of all ages and proved that the person doing
physical exercise meets hygiene requirements for
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nutrition and sleep and does not require any
treatment.

At the end of the XIX and the beginning of the
XX century therapeutic exercises were used to treat
various diseases. In 1864, Swede Brand offered a
system of therapeutic exercises and massages for
the treatment of gynecological diseases. Munich
Professor Ertel (1881) developed a technique for
treating CVD by climbing in mountainous terrain,
and Swiss Frenkelin 1889 —-compensatory gymnastics
for the treatment of diseases of the nervous system.
Russian surgeon P. I. Dyakonov in 1896 for the first
time in the world introduced a technique for early
movements and early recovery after surgery. Singer
and Hofbauer (1910) applied therapeutic exercises
during respiratory system diseases, and Klapp (1927)
developed a technique for corrective exercises
during distortions of the spine. In the postwar years,
the use of therapeutic physical exercises in such
diseases as myocardial infarction, surgical interven-
tions on the heart, lungs, vessels, brain, and burn
disease was expanded. In 1950, medical and sports
clinics were established.

Today, the programs of medical rehabilitation of
the CVD are successfully used in developed econo-
mics, where over the past two or three decades
mortality from this pathology has been decreasing by
2.5-3 % per year, and overall mortality by 50-60 %. In
the UK, a program for the rehabilitation of patients
with CVD, which includes 4 stages, has been
established. After stabilizing the general condition,
the patient is offered a complex individual program,
which is selected by cardio-rehabilitation specialists
and includes: physical exercises, psychological coun-
seling, training in support groups, independent clas-
ses at home, if necessary. This is constantly monito-
red by medical personnel on the phone and during
the visits, an individual plan of occupations, a goal and
ataskseparately foreach patientare being conducted.
Rehabilitation measures in Russia have their own
peculiarities: from the ward patients are immediately
transferred to the sanatorium, thus, passing the stage
of rehabilitation in the cardiology department. In the
Republic of Belarus, the steady reduction in mortality
from CVD has been recorded since 1986. The decline
of this indicator by 47.4 % over the past 18 years is
largely due to the fact that since the 1980s new
technologies for the rehabilitation of patients with
CVD have been introduced. Starting from an early
period of the disease, the program began to include
physical training on bicycle and differentiated
medication therapy. According to the meta-analysis
performed by R. S. Teylor and co-authors (2005), the
introduction of rehabilitation programs contributed
to a possible reduction in mortality from all causes by
20 % and from cardiovascular disease - by 26 %.

The leading cardiology associations (American
Cardiac Association, American Collage of Cardiology
Foundation) identified the main components of
modern cardiac rehabilitation, which should include
patient assessment, physical training, physical acti-
vity counseling, nutrition, weight control, smoking
cessation, aggressive management of coronary
complications risk factors, psychosocial counseling,
and, if necessary, counseling on alcohol and stress
management.

In a study by Hammil V. et al. (2010), which
included more than 600.000 patients hospitalized
with acute coronary intervention or coronary artery
bypass surgery, 73045 patients (12.2 %) participated
in cardiac rehabilitation programs. A year later, the
death rate in this group of patients was 2.2 %,
compared with 5.3 % in patients who did not undergo
rehabilitation. Further observations confirmed the
benefits of rehabilitation measures: the 5-year mor-
tality rate was 16.3 and 24.6 % in groups with and
without cardio-rehabilitation, respectively. Meta-
analysis of Clark A. et al. (2005), which included
results from 63 randomized trials (n = 21295),
revealed a 17 % reduction in the annual risk of
recurrent myocardialinfarction and a 47 % reduction
in mortality within 2 years after the course of cardiac
rehabilitation.

According to the results of the COSPEL study,
the number of rehabilitation exercises (including
duration, intensity of interventions and motivation
of participants) correlate with better prediction,
what means that long-term strategies were more
effective than short-term ones.

According to EUROASPIRE IV, the tobacco smok-
ing problem is relevant both in Ukraine and in all Euro-
pean countries that participated in the study. In
Ukraine, the problem of smoking is more pronounced,
as a significant proportion of patients with CHD are
regular smokers who are not going to give up smok-
ing after severe heart disease (24 %) and do not have
the opportunity to visit specialized clinics or purpose-
fully use pharmacological support for smoking aban-
donment. The prevalence of overweight in patients
with coronary heart disease in Ukraine, as in Europe,
was equally high (81 %), but Ukrainian patients were
significantly less informed by medical staff about
their excess weight and less motivated to lower it. At
the same time, patients in Ukraine changed their diet
more significantly than in Europe. The awareness of
Ukrainian patients about their levels of total choles-
terol (60 %) and blood glucose (57 %) was higher than
in European patients (49 and 50 % respectively), but
insufficient, as indicators of total cholesterol, low
density lipoprotein cholesterol, blood glucose, glyco-
sylated hemoglobin in Ukrainian patients exceeded
the European ones, and target values in most cases
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were not achieved. Arterial hypertension in Ukraine
has been better diagnosed, but worse controlled in
comparison with European countries. Ukrainian pa-
tients with coronary heart disease received cardiopro-
tective therapy (beta-blockers, renin-angiotensin-al-
dosterone system blockers, acetylsalicylic acid, statins)
slightly less frequently than in Europe, but therapy
was not sufficient to achieve the target values of the
main cardiovascular risk factors. This indicates a lower
compliance between the patients and the physicians
in Ukraine than in Europe, ineffective selection of
drugs doses and an inadequate use of combined car-
dioprotective therapy in patients with coronary heart
disease. In Ukraine, the problem of the absence of
special effective programs of physical rehabilitation
after cardiovascular complications was more pro-
nounced than in Europe. To the existing programs,
the commitment of Ukrainian patients with coronary
heart disease was extremely low, since only 28.5 % of
people visited half of the rehabilitation sessions.

Rehabilitation measures are an integral part of
the standards of treatment for cardiac patients. Like
other methods of treatment, programs for cardio-
rehabilitation are changing and evolving, what in-
creases its effectiveness. Over the past decade, the
meaning of the concept of "cardio-rehabilitation"
has changed substantially, passing from the medical
control of the safe return of the patient to the usual
way of life and physical activity to multidisciplinary,
comprehensive programs that include, in addition to
physical training, patient training, detection and
correction of risk factors, psychological and dieto-
logycal counseling, measures aimed at improving
the general and psychological state. WHO has
proposed a definition that cardio-rehabilitation is a
complex of interventions that affect the etiology of
the disease, increase the effectiveness of treatment
and provide the creation of physical, psychological
and social conditions for the preservation and
restoration of the patient's social status.

The main purpose of rehabilitation of patients is
to restore the patient's full-fledged life, including
returning to work. Physical, psychological and socio-
economic factors need to be taken into account
during rehabilitation. The process should begin as
soon as possible after admission to the hospital and
continue for the next weeks and months.

Effective physical rehabilitation is carried out in
specialized rehabilitation centers (orthopedic, neuro-
logical, cardiological and others), in which doctors of
the corresponding specialties such as instructors of
medical physical training, physiotherapists, psycho-
logists, speech therapists, teachers, neurologists,
prosthetists and lawyers be involved. In such centers,
patients are transferred from the hospital in order
to continue treatment.

Scientists emphasize that each patient with
CVD undergoes rehabilitation. It is of particular
importance for patients after myocardial infarction,
chronic heart failure, essential hypertension, conge-
nital and acquired heart defects.

Taking into account the tasks and methods of
physical and labor rehabilitation M. M. Amosov and
Bandet conditionally divided all cardiological
patients into two groups:

» Therapeutic group — patients with myocardial
infarction, chronic CHD, HD, compensated valvular
heart defects;

* Surgical group - patients operated on
congenital and acquired heart defects, coronary
atherosclerosis.

Basic principles of cardio-rehabilitation:

- early onset of rehabilitation measures, which
promotes faster restoration of the body's functions,
prevention of complications;

* continuous and alternate rehabilitation
measures that decrease the time of treatment,
reduce disability and rehabilitation costs, long-term
material retention of the disabled;

» complex rehabilitation measures conducted
under the guidance of a doctor with the involvement
of other specialists — sociologists, psychologists,
educators, lawyers, etc.;

 individuality of rehabilitation measures -
rehabilitation programs are developed individually
for each patient and depend on the general condition,
characteristics of the course of the disease, the initial
level of physical and functional state, personality of
the patient, age, sex, occupation, etc.;

- the need for physical rehabilitation in the team -
the physical rehabilitation together with other
patients forms the patient's sense of a member of the
team, supports morally, reduces the discomfort
associated with the consequences of the disease;

* returning a sick person to active work is the
main goal of rehabilitation, which makes a person
materially independent, morally satisfied, mentally
stable and an active participant of public life.

In medical rehabilitation, according to the
recommendations of WHO experts, there are two
periods, each of which has certain stages:

* hospital:

- stage | of rehabilitation — hospital (stationary);

- after the hospital:

estagell-polyclinicorrehabilitation sanatorium;

« stage Il - dispensary.

Back in 1974, the WHO Working Group
recognized that the purpose of rehabilitation was to
restrict or overcome physical or economic depen-
dence in order to return to everyday life, and an
important function of medical rehabilitation was the
prevention of disability, but under existing disability —
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the return of a person to a state with the slightest
disturbances of health.

The following types of rehabilitation were
allocated:

* physical rehabilitation;

« psychological rehabilitation;

* social rehabilitation.

Modern rehab programs are safe, well tolerated
by patients and characterized by low frequency of
serious complications such as heart failure, myocardial
infarction or trauma. Analysis of data from the French
record of complications of cardiac rehabilitation has
shown that the frequency of complications is one
cardiac complication on 8484 load tests. Patients with
residual myocardial ischemia, complicated ventricular
arrhythmias and severe left ventricular dysfunction
(less than 35 % ejection fraction, heart failure Il or IV
grades according to NYHA) are among the high-risk
group of complications of cardio-rehabilitation. Thus,
stratification of risk along with a clear definition of
indications and contraindications is the basis of the
safety of cardio-rehabilitation.

Rehabilitation of patients has the following
objectives:

* regeneration and maintenance of a regular
physical activity, which reduces the amount of visceral
fat, increases the level of high density lipoprotein
cholesterol, reduces the level of glycemia, blood
pressure and significantly reduces the risk of death;

* identification of risk Ffactors and their
correction, which will slow down, stabilize and even
cause reverse development of atherosclerosis and
reduce the risk of cardiovascular complications.
Achieving this goal involves not only refusing to
smoke and optimizing the treatment of arterial
hypertension, diabetes or dyslipidemia, but also
reaching a certain level of medical literacy, which
becomes the basis for lifestyle changes;

- improvement of social functioning and quality
of life that helps the patient in solving psychological
problems (stress control, solving self-control prob-
lems), mental disorders (depression, neurosis, anxi-
ety) and professional problems, makes it possible fur-
ther to individualize cardio-rehabilitation programs;

- reduction of hospitalization frequency;

e reduction of the frequency of repeated
cardiovascular complications;

» mortality reduction.

Today, cardio-rehabilitation is really limited,
there are no standards for medical rehabilitation; its

quality is largely dependent on the qualifications of
the doctor, the level of the hospital and the awareness
by the patients themselves of the need for rehabili-
tation. For many decades, rehabilitation of cardio-
logical patients in Ukraine has been carried out
consistently on the basis of the established principles
and stages which were developed and implemented
inthe Soviet Union. Each of the stages of rehabilitation
has its own specific purpose and objectives, varies
only by methods depending on the specificity of the
disease, the nature and degree of disturbed functions,
limitation of life and social insufficiency.

Cardio-rehabilitation — proven economically ex-
pedient interventions after acute coronary syndro-
me — improves the outlook by reducing re-hospita-
lization and, thus, spendings on health care as well
as leads to increased longevity. Cardio-rehabilitation
after cardiovascular complications belongs to Evi-
dence Class 1 according to the ESC, AHA, and ACC
recommendations.

Conclusions 1. In Ukraine with each coming year
the incidence level on the illnesses of the blood
circulatory system increases, temporary and steady
loss of efficiency increases, which leads to significant
economic costs.

2. Clear programs for the rehabilitation of
cardiological patients need to be implemented.

3. Insufficient implementation of modern car-
dio-rehabilitation programs is a pan-European prob-
lem, leading to a high prevalence of risk factors asso-
ciated with coronary complications, low level of
physical activity of patients.

4. Physical rehabilitation is a component of con-
servative and surgical treatment of cardiac patients.
It should be held early in order to reduce the risk of
complications and improve the recovery process of
the affected functions. Physical rehabilitation should
be comprehensive: include physical, psychological,
labor and social components.

The International Practical Conference (22-23
of March, 2018) on cardio-rehabilitation, organized
by the Ukrainian Catholic University's School of
Rehabilitation Medicine headed by the Doctor of the
Humanities, Father Bohdan Prach, and supported by
experts from the European Association of Preventive
Cardiology Professors Hugo Saner and Joep Perk,
will be an incentive for further implementation of
rehabilitation measures in Ukraine, not only for
specialized departments but also for the primary
level — family doctors.
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OPTAHI3ALIA PEABINITALII KAPLIOJIOTIYHMX XBOPUX

©E€. X. 3apemMba, KO. I". Kusk, O. B. 3apeMba-PepgunwumH, O. B. 3apemba,
M. M. BipHa, I. 0. Kusk, J1. 0. OgHopir

JIbBiBcbKUll HayioHanbHUl MeduyHul yHisepcumem imeri JJaHuna Fanuybkoz2o

PE3FOME. |HbapKT Miokapaa 6yB i 3a1MLLAETLCS XBOpo6oto, AKa MPU3BOANTbL A0 CMePTi Ta iHBaNigM3aLjii HaceeHHs.
PaHille xBopi Ha iHpapKT MiokapAa He MeHLUe MiCALS NMOBUHHI 6y/1M AOTPMMYBATUCA CYBOPOTO JIDKKOBOIo pexumy, abco-
JIIOTHO 6€3 aKTUBHMX PyXiB, 418 MAaKCMMaIbHOTr0 PO3BaHTaXeHHS cepua. TaKnin peXXnMM MaB HeCNPUATIMBMIA CUXONOTIYHUIA
BMJINB, CNPUAB 3aCTOK B JIEreHAX Ta MMNOCTAaTUYHMM MHEBMOHISIM, aTOHII KMLLIOK, MOPYLLUEHHIO cevyoBumaiiieHHA. Y 1952 p.
amepwmKaHuj Levine S. A. i Lown B. 3anponoHyBasiv BUKOPMCTOBYBATH Y NiKyBaHHiI XBOPWX Ha iHdapKT 3 NepLumx AHIB cnasye
NMOJIOXKEHHA Y Kpicni. 3a cnoBaMu MsacHikoBa A. J1., EAMHNM paasHCbKUM NpodecopoM, AKMIN BM3HABAB et paHHbOT
peabiniTauii, 6ys OniriHnk C. ®. Mpo ycnixn 3acTocyBaHHA paHHbOT $i3nyHOi peabiniTauii y xBopux Ha iHbapKT Miokapaa
npod. C. ®. OninHmK 3pobmB A0NOBIAb Ha YKpaiHCbKOMY 3'134i TepaneBTiB 'y 1965 p., a B 1972 p. y BCECOKO3HOMY XYpHani
«Kapamonorua» 6yno odiliiHo BU3HAHO, WO paHHA di3nyHa peabinitauis npu iHdapkTi Miokapaa Bneplue B CPCP novana
3acTocyBaTUcA y J1bBOBI. Tenep B XXOAHOrO /ikapA He BMHMKAE CYMHIBIB 040 HEO6XiAHOCTI BUKOPUCTAHHA AOBIIbHNX
pyXiB, Macaxky Ta JiKyBaJIbHOI MMHACTMKK, Bislbll PaHHLOrO MiAMOMY 3 JIiXKKa, X0A4bOM BXe 3 neplmnx AHIB XBOpobw.
MoHorpadis «Cy4acHa AiarHoCT1Ka Ta JIiKkyBaHHS FOCTPOro iHbapKTy MiokapAaa», pe3ybTaT po60Th aBTOPCbKOT0 KOJIEKTUBY
y cknagi AHToHeHko J1. M., XapiHosa O. 1., Isanisa 0. A., Masntoka B. I., YybyuHoro B. M., FOTaHoBa B. |., npuceayeHa
«nam'ati npodecopa CrenaHa OnifHMKA, AKNIA Bneplue B YKPaiHi OpraHisyBaB ikyBaHHA XBOPWUX Ha rocTpui iHbapKT
Miokap/a B 6/10Kax iHTEHCMBHOT Tepanii Ta BNpoBaaMB paHHIO peabinitaLito, CMiNMBO 1aMatoun 3aCTapisli CTepeoTmnmny».

OCHOBHO MeTO peabiniTalii XBOpMX € BiAHOBJ/IEHHA MAaKCMMaJlbHO MOBHOLIHHOMO XWUTTA MaLiEHTa, BKJ/IHOY3OUYM
noBepHeHHS Ao npaui. Mig yac peabinitauii noTpibHo 6paT Ao yBarM $i3nyHi, NCUXOJIOTIYHI i CoLiaIbHO-€KOHOMIYHI
dakTopun. Mpouec cifg NOYNMHATN SIKOMOTA PaHiLle Nicis NOCTYMN/IEHHS B CTALiOHAP i NPOA0BXYBATN MPOTATOM HaCTYMHUX
TUXHIB i Micau,iB.

BucHOBKM. 1. B YKpaiHi LLLOPOKY 3pOCTaE piBeHb 3aXBOPHOBAHOCTI Ha XBOPO6M cMcTeMM KpoBOOBiIry, 36inblLuyoTbCa
NMOKAa3HMKN TMMYACOBOI i CTINKOI BTPATW NPaLLe3AaTHOCTI, L0 NPU3BOANTb A0 3HAYHUX EKOHOMIYHUX BUTPAT.

2. HeobxiaHO BNpOBaAXXYBaTH YiTKi nporpamm peabiniTauii KapaiosIoriYHNX XBOPUX.

3. HepocCTaTHE BNPOBaAXKEeHHS Cy4acHUX Nporpam KapaiopeabiniTauii € 3arasibHoeBponencbkoto npobsieMoto, Wwo
NpU3BOANTb A0 3HAYHOIO NOLIMPEHHN GaKTOPIB PM3MKY, MOB'A3aHMX i3 KOPOHAPHMMM YCKIAAHEHHAMM, HU3bKOTO PiBHSA
$i3MYHOT aKTMBHOCTI NaLLiEHTIB.

4, di3nyHa peabinitalia € CKNafOBOI0 KOHCEPBATUBHOIO i XipypriyHOro NikyBaHHA KapAiONAOriYHMX XBOPWX. ii
noTpibHO NPOBOANTM Ha PaHHIX eTanax, o6 3MeHLNTM PU3MK PO3BMTKY YCKIAAHEHb i MOKPALLMTM MPOLECH BiAHOBIEHHSA
nopyuweHux eyHkuin. ®isnyHa peabinitauis mae 6yTv KOMNAEKCHO, BKJIOYaTH B cebe di3nyHy, MCUXON0TiYHY, TPYA0BY
i couianbHy CKNaAoBI.

MixHapoAHa npakTMyHa KoHdepeHUisa (22-23 6epesHa 2018 poky) 3 KapaiopeabiniTauii, opraHizoBaHa LIKOJIOK
peabiniTauinHoi MeanUMHM YKPAiHCbKOro KaTOJIMLbKOrO YHIBEPCUTETY, OYOJIHOBAHOK AOKTOPOM TYMAaHIiTapHUX Hayk
oTueM boraaHom lMpaxoM, 33 NiATPUMKN eKcnepTiB EBponencbKol acouiaLii npoginakTnyHoi Kapaionorii npodecopis
Xyro CaHepa i Jyxona MNepka, CTaHe CTMMYJIOM 419 NOAa/IbLIOro BNpoBaAXeHHA peabiniTauiiHnx 3axoais B YKpaiHi, He
TiNIbKM ANA cnewjiani3oBaHnX BiaaifieHb, @ M 418 NEPBUHHOI JTAHKU — CIMEMHUX NiKAPiB.

KJ1FOYOBI CJIOBA: iHpapKT Miokapaa; peabiniTalis KapAio/IoriYHNX XBOPUX.

OPrAHMU3AUNA PEABUJINTALNN KAPANOJIOTMYECKUNX BOJIbHbIX

©E. X. 3apemba, 0. T. Kusik, O. B. 3apemba-PegunwumH, O. B. 3apemba,
M. M. BupHa, I. FO. Kusk, J1. A. OgHopur

JIbBOBCKUL HAYUOHA/bHbIU MeOUUUHCKUl yHUBepcumem umeHu Jarunaa laauykozo

PE3IOME. ViHdapKT M1okapaa 6bi1 1 octaeTca 60/1e3Hbio, KOTOPAas NPUBOANT K CMEPTU U MHBANAW3aLUMN Hacese-
HUSA. PaHee 60/1bHble MHDAPKTOM MMOKAPAA HE MEHbLLE MeCsALLA A0/IKHbI Ob1n co61t04aTh CTPOMMNN MOCTE/IbHBIV PEXUM,
a6conoTHO 6e3 aKTUBHbIX ABUXEHWUN, 419 MaKCMMaIbHOW pa3rpy3ku cepaua. Takon pexnm nmesn HebnaronpusaTHoe ncu-
XOJI0rMyecKoe BAnSAHUeE, Cnocob6CTBOBAJT 3aCTOK B IEMKMX U FTMMNOCTAaTUYECKOWM MHEBMOHMM, aTOHMM KMLLEYHMKA, Hapylue-
HUIO MoYencnyckaHuma. B 1952 r. amepukaHubl Levine S. A. n Lown B. npeaioXXman NCnosib30BaTh B Ie4eHnn 60J1bHbIX WH-
$apKTOM C NepBbIX AHEN cnaayee nonoxeHve B kpecse. Mo cioBaM MAcHMKoBa A. J1., e AMHCTBEHHbIM COBETCKUM npodec-
COPOM, KOTOPbIV MPpM3HaBaa naeto paHHen peabunntaumm, 611 OnenHmk C. @. 06 ycnexax NpuMeHeHMa paHHen dpusnyec-
KoM peabunntaummn y 60bHbIX MHbApKTOM MoKapaa npod. C. d. OnerHUK caenan Aokaas Ha YyKpanHCKOM Cbe3je Tepa-
neBToB B 1965T.,a B 1972 I. BO BCECOIO3HOM XYypHase «Kapanonorua» 66110 odrLManbHO MPU3HAHO, YTO PaHHAA dusndec-
Kas peabununtauma npu nHodapkTe Mmokapaa Brnepsblie B CCCP Hayana npMMeHsATbcsA Bo JIbBOBe. Tenepb HW Y OAHOMO
Bpaya He BO3HMKAET COMHEHMIN B HEOBXOAMMOCTHM NCMOJIb30BaHMA NPOM3BOJIbHbIX ABMXXEHWI, MaccaXa v eyebHol rum-

12 ISSN 1811-2471. 3006ymku KkniHiYHOI | ekcnepumeHmasibHoi MeduyuHu. 2018. N2 1



O2n190u imepamypu, opuziHasibHi 00C/OHeHHs, N02/180 Ha npobiemy

HacTnku, 6osiee paHHero NoALEMA C NOCTeNN, XoAbbbl € NepBbix AHeW 60s1e3HN. MoHorpadunsa «CoBpeMeHHasa ANarHoCTyH-
Ka v leyeHmne oCcTporo MHbapKTa MMOKapAa», pe3ysibTaT paboTbl aBTOPCKOro KOJIJIeKTUBA B COCTaBe AHTOHeHKo J1. M., Xa-
puHoBa O. M., MBaHuBa HO. A., Maentoka B. W., YybyyHoro B. M., FOTaHoBa B. U., noceALLeHHas «namsatn npodeccopa Crena-
Ha OnenHMKa, KOTOPbIV BrepBble B YKpanHe opraHn3oBas JieyeHre 60/1bHbIX 0CTPbIM MHPAPKTOM MUOKapaa B 6J10Kax
WHTEHCMBHOW Tepanuu 1 BHeAPWI PaHHIOK peabunanTaumio, CMeso 10Mas yCTapeBLUMe CTEPEOTHMbIY.

OcCHOBHOW Uesibto peabuantaumm 60JbHbIX ABNAETCA BOCCTAHOBJIEHWE MAKCMMAJIbHO MOJIHOLEHHON >XU3HM
naumeHTa, BKOYaA BO3BPAT K paboTe. Bo BpeMs peabunntaumm Hy>KHO NPUHMMATb BO BHMMaHue dusnyeckue,
MCUXONIOTMYECKME U COLMAJIbHO-3KOHOMMYeckre ¢akTopbl. MNpouecc ciefyeT HaYMHATh Kak MOXHO paHblue nocse
NOCTYNJIEHNSA B CTALLMOHAP M NPOAOJIXKATb B TeYEHME C/1eAYHLNX HeAeslb U MeCALEB.

BbiBogbl. 1. B YKpavHe exerogHo pacTeT ypoBeHb 3abosieBaeMocTv 60/e3HAMN cnMcTeMbl KpoBoobpalleHus,
YBE/INYMBAIOTCA MOKA33TENIM BPEMEHHOW W CTOMKOW YTPaTbl TPYAOCMOCOOHOCTW, YTO MPMBOAMUT K 3HAYMTESIbHbIM
3KOHOMMYECKMM 3aTpaTam.

2. Heobxoanmo BHeApATb YETKME MPOrpaMmbl peabunanTaumm Kapanmoaorniyecknx 601bHbIX.

3. HepoctaTtouyHoe BHeApeHWE COBPEMEHHbIX NMPOrpamMm kKapanopeabunutaunm sasnsetcs obuieeBponenckomn
npo67emMoMn, YTo NPUBOANT K 3HAUNTESIBHOMY PACNPOCTPAHEHMIO PaKTOPOB PMUCKA, CBA3AHHbIX C KOPOHAPHBIMU OCNIOXKHE-
HUAMM, HU3KOMY YPOBHIO GU3MYECKON aKTUBHOCTM NALMEHTOB.

4. dnsmyeckan peabunntauns ABASETCA COCTaBHOM KOHCEPBATUBHOIO M XMPYPrMyeckoro IeYeHUa Kapanmoaoru-
yeckmnx 60/1bHbIX. E€ HY>XKHO MPOBOAWTL Ha PAHHWUX 3Tanax, YTo6bl YMEHbLUNTb PUCK PA3BUTUS OCJIOXKHEHWI U YIYULLNTD
npoLeccbl BOCCTAHOB/IEHUA HapyLLeHHbIX yHKUMIA. Pusnyeckas peabnnntauma AoskHa 6biTb KOMNAEKCHON, BKJItO-
YyaTb B cebs dM3MYeCKyH, MCMXONOTrMYECKYHo, TPYAOBYHO M COLMAJIbHYO COCTaBNAIOLLME.

MexayHapoaHas npakTuyeckas koHdepeHuma (22-23 mapTta 2018 roaa) nokapavopeabuantaumnm, opraHM3oBaHHas
LIKOSION peabunnTauMoHHON MeAMLUMHbl YKPAaMHCKOro KaTOJIMYECKOro YHMBEPCUTETa, BO3IM/1aBJIAEMOW [OKTOPOM
rYyMaHWTapHbIXHayKoTLOM BoraaHom MpaxoM, npunoaaepxke skcneptos EBponerickonaccoumaumnnpodpunakTmyeckon
Kapavonorum npodeccopos Xyro CaHepa u [>kona Mepka, CTaHET CTUMY/IOM AJ1A AajibHENLWEro BHeapeHns peabuau-
TALUMOHHbIX MEPOMPUATAN B YKPanHe, He TOJIbKO AJ1A CNeunanm3mpoBaHHbIX OTAE/IEHUI, HO U A1 MEPBUYHOIO 3BEHA —
CeMeWNHbIX Bpayven.

KJTFOYEBbBIE CJTIOBA: nHbapKT MMokKapaa; peabmnantaumnsa Kapanonorniecknx 60bHbIX.

Receieved 12.02.2018
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