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long-term adherence to health-enhancing behaviors.
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Pulmonary rehabilitation is a comprehensive intervention
based on a thorough patient assessment followed by
patient-tailored therapies which include, but are not limited
to, exercise training, education and behavior change,
designed to improve the physical and emotional condition of
people with chronic respiratory disease and to promote the

Process

Decision-making
Symptom monitoring - Symptom monitoring
Medical management Medical management

Management

Content

Enhanced self efficacy
Problem solving
Ressource utilization
Collaboration
Emotional management
Role management

Goal Setting

Ongoing support
External motivation
Social interaction
Enhanced self efficacy
Problem solving

Enhanced self efficacy
Problem solving
Ressource utilization Ressource utilization
Collaboration Collaboration
Emotional management | Emotional management
Role management Role management

Goal Setting Goal Setting

Symptom monitoring.
Medical management

Exacerbation  Exacerbetion Manegement  Exacerbalion Management

Knowedge
il

Symptom monitoring.
Medical management

Symptom monitoring
Medical management

onary Integrated
Care

Rehabilitation

Excoerbation Managemen!  Exacerbalion Maragement
nowedge Knowedge
Kl Acquisit

Interdisciplinary interciscpliary
Supervised exercise  Long term supervised exercise:
OR maintenance programme

ATS

We help the world breathe

PR teams are interdisciplinary
rather than mul

PEAN

ERS

)
N R
s Y

|

En milieu hospitalier

 Interdisciplinaire

* Vision globale (éducation,
exercice, parole...)

* Progression ou maintien

Pulmonary rehabilitationf

N

En exacerbation

* Interdisciplinaire

« Vision globale (éducation,
exercice, parole...)

* Récupération




19/7/16

Limitations a I'effort

* Ventilatoire

* Dysfonction musculaire

* Echanges gazeux

POURQUOI?

* Cardiaque
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Table | Quadriceps and diaphragm structure and function in
patients with COPD compared with controls
Quadriceps Diaphragm
« Dysfonction musculaire = swengn Reduced Unchanged * Dysfonction musculaire
Endurance Reduced Increased
Overall CSA Reduced Unchanged
Single-fiber CSA. Reduced in type IIX Reduced in type |
Fiber type shift Typeltoll Typelitol
Capillary and Reduced Increased p— e
mitochondrial density athy.
Metabolism — oxidative:  Reduced Increased sulace em2)
glycolytic ratio
Abbreviation: CSA, cross-sectional area.
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Muscles, fonction pulmonaire et survie Limitations a I'effort
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Sélection optimale des patients

« Tout BPCO avec un traitement optimal et présentant
des symptémes ou une limitation fonctionnelle »
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% OAT2|-0
(NRG of AT score
Global Strategy for Diagnosis, Global Strategy for Diagnosis,
Management and Prevention of COPD Management and Prevention of COPD
Manage Stable COPD: Non-pharmacologic Manage Exacerbations: Key Points

Batiens Becomenced Reeencineioniocal An exacerbation of COPD is “An acute event
Group guidelines ) ) i
characterized by a worsening of the patient’s

respiratory symptoms that is beyond normal day-to-

SmELIiT B2 o N fllacc ol day variations and leads to a change in medication.”
A include pharmacologic Physical activity Pneumococcal
treatment) vaccination

“The goal of treatment is to minimize the impact of
R the current exacerbation and to prevent the

Physical activity Pneumococcal development of subsequent exacerbations.”
vaccination

Smoking cessation (can
include pharmacologic
treatment)
Pulmonary rehabilitation

B,C,D




Conséquences des exacerbations

Impact négatif
sur la qualité de
vie

Accélération du
déclin de la
fonction
pulmonaire

EXACERBATIONS

Aggravation des
symptémes et
déclin de la
fonction
pulmonaire
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Augmentation
des codts relatifs
aux soins de
santé
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COMMENT?

Augmentation du
taux de mortalité

© 2015 Global Initiative for Chronic Obstructive Lung Disease
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TABLE 2 for the. and interval endurance

Continuous endurance training Interval endurance training

Frequency 3-4 caysweek! 3-4 cays week!
Mode Contruous. Intenal modos:

s of exarcise, 30 s of est or

20 of exercise, 40 5 of rest
nitally 80-100% of PWR for the fist e 1o four sessions
Increase work load by 5-10% as tokrated
Progressivly ¥y 10 reach ~150% of baseline PWR
nitaly 15-20 minfor the fst three 10 four sessions
Progressively increase exercse duration 1o 45-60 min

Intensity Initaly 60-70% of PWR
Increase work load by 5-10% as tokerated
y ¥y 10 reach ~80-90% of bassiine PWR
Duration Initaly 10-15 min for the fest #ee 10 four sessions
Progressvely increase exerGse duaton to 3040 min
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TABLE 4 TABLE 5
of strength training of inspiratory muscle training (IMT)
Froquency 23 cayswesc Frequency 57 days-woek!
Objective. Objective
of repattons for major muscle Groups of upper and lower nspratory muscie weakness (Prmax <60 CiH;0)
tromitos Mode Most commonly freshold koading
Mode Two 10 four ses of 310 12 repetiions Intensity Ity 0% of Prax
Intensty 50-85% of one repetive maximu as a feference port Increase load as toeated
Icrease work oad by 2-10% f ane 10 Wwo repettions over Duration  For example, usig an ntenal approach wih 7x 2 mi of IMT
the desred number are possbis on o Consecue and 1 min ofrest between each inenval
aining sessons
Spoed Moderal (1-2 s concertic and 1-2 s eccentrc) Penex: masimal ispeatory prossure. Data from [60, 62
Data rom (53]
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Programme

* Durée

— Pas de consensus

— Influencée par
* Remboursement

* Ressources
* Progrés

Programme

* Durée
— Effet proportionnel a la
durée
— 2/3x/sem minimum
— 1-4h par séance
— Minimum 8 semaines

It takes 3 months to train the muscles and
6 months to train the brain!
Polkey ERJ 2009

* Home vs hospital
— Equivalent mais...

— Fonction des besoins
(supervision, transport)
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Troosters T et l. Am  Respi CitCare Med 2005;172:15-38

ATS/ERS statement: “...pulmonary rehabilitation as ‘an effective and safe intervention

after an acute exacerbation for COPD” ... “initiation of a program during or early after (3

weeks) the hospitalization period”

British Thoracic Society guideline: “patients hospitalized for acute exacerbation of COPD
should be offered pulmonary rehabilitation at hospital discharge to commence within 1

month of discharge”
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Bénéfices
Tolérance a I'effort
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Rationnel : fonte musculaire
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Pour conclure...

Are Patients With COPD More Active After Pulmonary Rehabilitation?”

Pitta F, Troosters T, Probst VS, Langer D, Decramer M, Gosselink R.
CHEST. 2008;134(2):273-280. doi:10.1378/chest.07-2655
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