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Abstract. In Ukraine, about 1.2—1.5 million people suffer from coronary heart disease, about 100,000 people suffer
from myocardial infarction. Medical and interventional treatments play an important role in the treatment of this chronic
disease. Many researchers have found that physical exercise is safe and brings benefits, especially in terms of functional
capacity, quality of life and survival.

The rehabilitation program for patients with myocardial infarction is a set of sequential stages of rehabilitation in a
cardiac hospital, in the rehabilitation department of a local cardiac sanatorium and in polyclinics at the patient’s place of
residence. Cardiac rehabilitation is a complex process that involves improvement through endurance training, medical
education on proper nutrition and lifestyle changes.

Analyzing the existing literature, in our country there was a system of cardiac rehabilitation, which included 3 stages
- inpatient, outpatient and sanatorium.

The following stages of rehabilitation of patients who have suffered a myocardial infarction are distinguished. The
inpatient stage, the main purpose of which is to restore the patient’s ability to self-service, prevent deterioration of the
cardiovascular system, skeletal muscles and other organs and systems due to hypodynamia. This stage includes the psy-
chological preparation of the patient for further expansion of physical activity.

The sanatorium stage of rehabilitation is carried out by the patient on the basis of sanatorium-resort institutions
(specialized cardiological sanatoriums). Here, patients perform the recovery phase program. The sanatorium stage, like
the inpatient stage, has several levels, starting from the moment of admission to the sanatorium and ending with the end
of the period of temporary disability.

The stage of maintenance rehabilitation is carried out under the supervision of a district therapist with periodic
consultations of a cardiologist, this stage can be carried out both before and after the sanatorium stage of rehabilitation.
In different countries, their own systems of rehabilitation of patients have been created. For some of them, accelerated,
for others - slowed down rates of restoration of motor activity of patients are characteristic. However, the first direction
prevails.

Thus, different variants of three indicators (degree of myocardial damage, nature of complications and severity of
coronary insufficiency) form the class of severity of the patient’s condition, which determines the tactics of physical re-
habilitation.

Conclusions. 1. Existing cardiac rehabilitation programs and physical therapy methods in the recovery of individu-
als after myocardial infarction require generalization, improvement, approval and inclusion in protocols.

2. The development of rehabilitation programs for patients after acute coronary syndrome should include a phased
approach, comprehensiveness, multidisciplinary approach and an individual approach.

3. Cardiac rehabilitation programs at different rehabilitation stages can be proposed when conducting physical ther-
apy in patients with myocardial infarction.

4. The rehabilitation process should be assessed using the method of current and staged control, which ensures ade-
quate expansion of the regimen and intensification of the load of each specific patient.

Keywords: physical therapy, cardiac rehabilitation, myocardial infarction, ischemic heart disease, therapeutic exer-
cises, 6-minute walk test, treadmill test, cardioprotective effect, cardiovascular diseases.
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Introduction. In Ukraine, about 1.2—1.5 million peo-
ple suffer from coronary heart disease, about 100,000 peo-
ple suffer from myocardial infarction [1]. Despite progress
in diagnosis and treatment, the annual mortality after MI
exceeds 40%, pre-hospital mortality is 23—35%, and hos-
pital mortality is 7-15%. Patients who have survived the
acute phase of MI have a much higher risk of a repeat car-
diac event compared to the rest of the population.

Thus, medical and interventional treatments play an
important role in the treatment of this chronic disease.
Many researchers have found that physical exercise is safe
and [2, 3 ].

Cardiac rehabilitation (CR) is a complex process that
involves improvement through endurance training, med-
ical education on proper nutrition and lifestyle changes.
Regular physical exercise is very important in SR [4] . Nu-
merous studies have provided data confirming the cardio-
protective effect of regular physical exercise. It has been
reported that there is a decrease in heart rate at rest and
during submaximal exercise, a decrease in blood pres-
sure during submaximal exercise, an increase in electrical
stability of the heart, a decrease in blood lipid levels, an
increase in tissue sensitivity to insulin and, finally, a de-
crease in body weight [ 5, 6, 7, 8 ]. The basis of a healthy
lifestyle and the main element of primary and secondary
prevention of cardiovascular diseases has become physical
activity, which causes favorable physiological changes in
cardiovascular function, reduces risk factors for cardiovas-
cular diseases, and improves the psychophysical state of
patients [ 9 ].

In patients after MI, it is important to assess phys-
ical performance and functional status using a standard,
noninvasive, relatively safe, and inexpensive exercise test,
i.e., exercise electrocardiography (treadmill test). Exercise
testing is aimed at identifying patients at highest risk of
sudden death and recurrent infarction. It is also used to
assess the effectiveness of treatment and qualification for
therapy and helps to choose the right model of CR (in-
cluding planning endurance and resistance exercises [ 10,
11, 12 ]. Another test for measuring physical motor func-
tion and endurance capacity is the six-minute walk test
(6MWT). It is a reliable, affordable, safe and easily acces-
sible method [ 13 ].

The importance of physical rehabilitation of patients
with myocardial infarction cannot be overestimated. The
rehabilitation program for patients with myocardial infarc-
tion is a complex of successive stages of rehabilitation in a
cardiac hospital, in the rehabilitation department of a local
cardiac sanatorium and in polyclinics at the patient’s place
of residence.

The principles of physical rehabilitation are early
onset, comprehensiveness, continuity and sequence of all
stages of rehabilitation.

The assessment of the rehabilitation process is car-
ried out by the method of current and stage control, which
provides adequate expansion of the regimen and intensifi-
cation of the load of each specific patient. Constant mon-
itoring of the functional state of the patient also allows to
assess the coronary reserve and physical performance of
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patients, reflects the dynamics of the clinical symptoms
of the disease. The first level of control over the process
of rehabilitation treatment is the most accessible and at
the same time quite informative clinical studies (survey,
examination, palpation, percussion, auscultation, etc.),
which allow to analyze both the dynamics of individual
symptoms, syndromes of the disease, and the course of the
disease as a whole. First of all, the patient’s well-being is
assessed, his appearance and behavior are observed, the
pulse rate and AT levels are determined before and after
the load [14].

Acceleration of the pulse at the height of the load
(domestic - washing, squatting, walking, etc. or training
- dosed walking, treadmill, exercise bike) and during the
first 3 minutes after it by no more than 10-20 beats per 1
min, breathing - no more than 6-9 per 1 min; increase in
systolic AT by 20-40 mm Hg. Art., diastolic - by 10-12
mm Hg. Art. from the initial or decrease in pulse rate by
10 beats per min, decrease in DBP by no more than 10 mm
Hg. Art. are indicators of an adequate reaction. The occur-
rence of an attack of angina, arrhythmia, sharp shortness
of breath, pronounced weakness and a feeling of discom-
fort, pallor of the skin, acrocyanosis, as well as inadequate
dynamics of the pulse and BP indicate an adverse reaction
to the load. In this case, further exercise should be tempo-
rarily stopped.

The second level of control consists of instrumental
methods, in particular electrocardiography, blood pressure
monitoring and ECG. ECG criteria for stopping exercise
are depression or elevation of the ST segment by 1 mm or
more, the appearance of frequent and complex rhythm dis-
turbances or significant worsening of the patient’s existing
arrhythmias.

Of particular importance in the conduct of rehabil-
itation treatment is the assessment of tolerance to physi-
cal exertion, which is carried out using stress tests (dosed
walking, bicycle ergometry or treadmill).

A dosed walking test involves walking along the cor-
ridor for 3-5 minutes at a pace of 70 steps per minute. If
there are no changes on the ECG and the patient’s well-be-
ing remains satisfactory, then after a 3-5-minute rest, the
walking pace is gradually increased by 10 steps per minute
to 120 (less often to 130 steps per minute) provided that
there are no criteria for stopping the test. When conduct-
ing a bicycle ergometric stress test, the load is gradual-
ly increased, starting from 25 W. The increase in load is
stopped when clinical signs of inadequate response to load
or ECG signs of coronary insufficiency appear (ST seg-
ment shift, inadequate increase or decrease in heart rate,
appearance of arrhythmias or blockades on the ECG). If
signs of ischemia do not appear, then the load is increased
to the submaximal value of heart rate, but not more than
120 beats per minute for patients with myocardial infarc-
tion with early bicycle ergometry.

Another important indicator of the adequacy of the
load is the “double product”, which is determined by mul-
tiplying the maximum systolic arterial pressure by the
pulse rate.

Rehabilitation of patients with myocardial infarction
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(MI) begins from the first days of hospitalization. A feature
of the rehabilitation of patients with MI is its multifacet-
ed nature. Based on this, several aspects of rehabilitation
can be distinguished. Physical rehabilitation is designed to
restore the physical performance of patients who have suf-
fered MI, which is achieved by adequate activation in the
carly stages of recovery, the appointment of therapeutic
gymnastics already 2—-3 days after the onset of the disease,
provided that the acute pain syndrome is eliminated and
there are no complications or their rapid relief.

Physical rehabilitation of patients with Ml is designed
to solve a number of important tasks:

- creating conditions that reduce the hemodynamic
load on the heart;

- correction of the patient’s psychoemotional state;

- prevention of thrombosis of small branches of the
pulmonary artery;

- normalization of the functions of the autonomic ner-
vous system;

- teaching the patient the correct type of breathing; -
increasing the oxygen capacity of the blood;

- normalization of protein and nitrogen metabolism,
prevention of muscle hypotrophy;

- improvement of central hemodynamics;

- moderate stimulation of blood circulation.

Absolute contraindications for the appointment of
physical exercises are: unstable angina and angina at rest,
arterial hypertension with diastolic blood pressure of 110
mm Hg. and above, rhythm disturbances (paroxysmal
tachycardia, atrial fibrillation, ventricular extrasystoles,
etc.), atrioventricular blocks of more than II-III degree,
heart failure of more than II A degree, complicated MI,
pericarditis, thrombophlebitis of the lower extremities.
When prescribing exercise therapy, it is necessary to re-
member that from the moment of providing first aid, the
process of adaptation of the affected heart muscle to phys-
ical exertion begins, since healthy cardiomyocytes have to
take on the work that the area affected by necrosis can no
longer perform. As a result, the vascular system supplying
the heart muscle also undergoes changes (the emergence
of new collaterals for better blood supply and oxygen de-
livery). The respiratory system, which supplies oxygen to
all organs and tissues of the body, will also adapt to the
new conditions. Therefore, the recovery process is accom-
panied by the adaptation of systems that ensure the surviv-
al of the organism [15 ].

The physiological aspect of adaptation is associated
with the sparing, adequate and effective adaptation of the
body to the influence of external environmental factors. In
the 14 adaptation process, homeostasis is formed, which
requires systematic support. In cardiology, this is a system
of physical activity that can maintain the achieved level of
activity for a long time.

The main principles of phased systemic rehabilitation
of patients who have suffered MI are:

- early onset;

- comprehensive use of all types;

- continuity and continuity between phases;

- introduction of a system of physical activity for each
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patient, capable of maintaining a sufficient level of activity
for a long time [16 ].

Views on medical rehabilitation of patients with MI
have changed significantly in recent years. If twenty years
ago patients were in a mode of prolonged hypodynamia
from the first day of the disease, today rapid activation
with uncomplicated course or quickly stopped complica-
tions is a more acceptable method during the treatment of
MI. However, it should be noted that the optimal timing of
the expansion of the regimen should be individual for each
patient. There are several types of rehabilitation programs,
depending on the patient’s belonging to one of the four
severity classes or to FC. Stages of rehabilitation.

There are 4 stages of rehabilitation of patients who
have suffered MI. The inpatient stage, the main purpose
of which is to restore the patient’s ability to self-care,
prevent deterioration of the cardiovascular system, skel-
etal muscles and other organs and systems due to hypo-
dynamia. This stage includes the patient’s psychological
preparation for further expansion of physical activity.
Modern socio-economic conditions force us to take into
account the high cost of the patient’s stay in a specialized
cardiology department or in an intensive care unit. In such
conditions, the goal of the inpatient stage is to restore the
patient’s physical and psychological condition as soon as
possible, and prepare him for the next stage of rehabilita-
tion. The outpatient stage. After discharge from the hos-
pital, the patient is under the supervision of a cardiologist
in a polyclinic, where there is an office or rehabilitation
department. At this stage, the cardiologist systematically
monitors the patient’s condition, evaluating ECG data,
biochemical blood parameters, and adjusts drug treatment.

The sanatorium stage of rehabilitation is carried out
by the patient on the basis of sanatorium-resort institutions
(specialized cardiological sanatoriums). Here, patients fol-
low the recovery phase program. The sanatorium stage,
like the inpatient stage, has several levels, starting from the
moment of admission to the sanatorium and ending with
the end of the period of temporary disability. The stage
of maintenance rehabilitation is carried out under the su-
pervision of a district therapist with periodic consultations
and control of a cardiologist; this stage can be carried out
both before and after the sanatorium stage of rehabilita-
tion. Different countries have created their own systems of
patient rehabilitation. Some of them are characterized by
accelerated, while others are characterized by slowed rates
of restoration of motor activity of patients. However, the
first direction prevails [17].

The terms of activation of patients with MI are influ-
enced by their belonging to the FC, which is determined
by assessing, first of all, the degree of reduction in the
body’s capabilities and the nature of accompanying com-
plications.

Given the great influence of complications on the
course of MI and on the acceptability and safety of certain
physical rehabilitation measures, complications of MI are
conditionally divided into 3 groups.

Complications of the first group:

a) rare extrasystole (no more than one extrasystole per

Vol.I Number 2 (2) 2025 39



International Medical Herald

minute), frequent extrasystole, but transient, as an episode;

b) atrioventricular block of the first degree, which ex-
isted before the development of this MI;

¢) atrioventricular block of the first degree only in
posterior MI;

d) sinus bradycardia; e) circulatory failure without
congestive phenomena in the lungs, liver, lower extrem-
ities;

e) epistenocardial pericarditis;

g) blockade of the bundle of His bundle (in the ab-
sence of atrioventricular blockade).

The more severe complications of the second group
include:

a) reflex shock (hypotension);

b) atrioventricular block above I degree (any) in pos-
terior MI,;

¢) atrioventricular block of I degree in anterior MI or
on the background of bundle branch block;

d) paroxysmal rhythm disturbances, except for ven-
tricular paroxysmal tachycardia;

¢) pacemaker migration;

f) frequent extrasystole (more than one extrasystole
per minute) or polytopic, or group, or type R on T, long
(during the entire period of the disease) or frequently re-
curring episodes;

g) circulatory failure of stage 11-A;

h) Dressler’s syndrome;

1) hypertensive crisis (except for the crisis in the most
acute period of the disease);

j) stable arterial hypertension (systolic pressure 200
mm Hg, diastolic - 110 mm Hg).

The most severe complications are of the third group.
These include:

a) recurrent, prolonged course of MI;

b) state of clinical death;

¢) complete atrioventricular block;

d) atrioventricular block above I degree in anterior
MI;

e) acute cardiac aneurysm;

f) thromboembolism of various organs;

g) true cardiogenic shock;

h) pulmonary edema;

1) circulatory failure;

k) thromboendocarditis;

1) gastrointestinal bleeding;

m) ventricular paroxysmal tachycardia;

n) a combination of two or more complications of the
second group.

The third group of complications includes a combi-
nation of two or more complications of the second group.
For example, paroxysmal tachycardia is a complication of
the second group, but if it develops against the background
of circulatory failure, even only stage II-A, the patient’s
condition becomes more complicated, and its activation
should be carried out according to a more careful program,
therefore, the combination of these two complications of
the second group is regarded as a complication of the third
group [18, 19, 20].

The severity of coronary insufficiency has a signifi-
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cant impact on the severity of the patient’s condition and,
accordingly, on the nature of physical rehabilitation mea-
sures. Since the conditions for identifying the reserve ca-
pabilities of the coronary circulation are limited due to the
impossibility of carrying out stress tests in the early period
of the disease, one should focus on the frequency of an-
gina attacks as a characteristic of the severity of coronary
insufficiency .

The absence of angina attacks or the development
of an anginal attack of exertion no more than once a day
without ECG changes indicates the degree of coronary in-
sufficiency, which does not significantly affect the pace of
physical rehabilitation. The occurrence of angina attacks
of exertion up to 2-5 times a day indicates coronary in-
sufficiency, which requires a more careful approach to ac-
tivating the patient, but at the same time does not exclude
its gradual increase.

With more frequent angina of exertion (more than
6 times a day) and angina at rest, the patient’s condition
should be classified as a more severe class, the physical re-
habilitation program for such a patient should be cautious.

Thus, different options for three indicators (degree of
myocardial damage, nature of complications and severity
of coronary insufficiency) form the severity class of the
patient’s condition, which determines the tactics of physi-
cal rehabilitation.

Analyzing the existing literature, in our country there
was a system of cardiac rehabilitation, which included 3
stages - inpatient, outpatient and sanatorium.

The main tasks of the previous model were as fol-
lows.

Inpatient stage.

The tasks of the inpatient rehabilitation stage:

- to achieve such a level of physical activity that the
patient could serve himself;

--climb one floor up the stairs;

- to walk up to 2-3 km in 2-3 approaches during the
day.

The main tasks of the sanatorium stage were:

- further increase in the physical performance of pa-
tients;

- elimination or reduction of psychopathological syn-
dromes;

- preparation of patients for professional activity;

- secondary prevention of progression of ischemic
heart disease;

- psychological readaptation of the patient;

- to prepare the patient for independent life and pro-
duction activity [21, 22, 23].

This stage provided for a significant increase in the
intensity of physical exertion during physical rehabilita-
tion, primarily due to physical rehabilitation.

Outpatient. After completion of treatment in a cardi-
ological sanatorium or rehabilitation department of a hos-
pital

The main tasks of this stage:

- restoration of cardiovascular system function;

- increase of tolerance to physical exertion;

- secondary prevention of coronary heart disease;




Inter

- restoration of working capacity, return to profes-
sional activity;

- preservation of restored working capacity;

- partial or complete refusal of supportive drug ther-
apy;

- improvement of the patient’s quality of life.

In modern conditions, such a model needs to be im-
proved with the development of protocols and programs
for providing assistance to patients after acute coronary
syndrome - at the acute, post-acute and long-term stages
of rehabilitation [24, 25, 26].

The provision of rehabilitation care for patients with
cardiovascular pathology is provided for in medical guar-
antee programs. In particular, the direction of cardiorespi-
ratory rehabilitation includes the following conditions:

1. Condition after acute myocardial infarction

2. Conditions after coronary revascularization oper-
ations

3. Conditions after heart valve operations

4. Conditions after invasive interventions to restore
sinus rhythm (catheter radiofrequency destruction (ab-
lation), defibrillation and cardioversion, implantation or
replacement of an artificial pacemaker, implantation of a
cardioverter-defibrillator)

5. Conditions after heart and lung transplantation

Rehabilitation is implemented by a multidisciplinary
team, in particular, rehabilitation specialists begin to pro-
vide assistance at the acute stage (in patients with acute
coronary syndrome) and continue at the following stages

Conclusions. 1. Existing cardiac rehabilitation pro-
grams and physical therapy methods in the recovery of
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individuals after myocardial infarction require generaliza-
tion, improvement, approval and inclusion in protocols.

2. The development of rehabilitation programs for
patients after acute coronary syndrome should include a
phased approach, comprehensiveness, multidisciplinary
approach and an individual approach.

3. Cardiac rehabilitation programs at different reha-
bilitation stages can be proposed when conducting physi-
cal therapy in patients with myocardial infarction.

4. The rehabilitation process should be assessed using
the method of current and staged control, which ensures
adequate expansion of the regimen and intensification of
the load of each specific patient.

Prospects for further research. Our research is
aimed at finding new and improving existing rehabilitation
programs after myocardial infarction.
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Pe3ome. B Vkpaini 6muspko 1,2—1,5 MinbifoHa Tonmeil cTpakaaroTh Ha imeMidHy XBopoOy cepirst, omussko 100
000 ocib mepeHocsTH iH(MApKT MioKapaa. MeawdHi Ta iHTEPBEHIIIIHI METOAX JIKYBaHHS BiNITPalOTh BaXKIHUBY POJIb Y
JIKyBaHHI IIHOTO XPOHIYHOTO 3aXBOPIOBaHHA. barato mociiAHNKiB BUSBWIIH, IO (Hi3WUHI BIIpaBHU OE3MEUHI Ta IPHHOCSTH
TiepeBart, 0COOIMBO 1010 (PYHKIIOHATBHOI 37[ATHOCTI, SIKOCTI SKUTTS TA BHKHBAHHS.

[Iporpama peabimiTarii XBopux Ha iH(papKT Miokapaa — I1e KOMIUICKC MOCIIIOBHIUX eTamiB peadimiTamii B Kapio-
JIOTIYHOMY CTaIlioHapi, y BiIUICHH] peadimiTarlii MiCIIeBOro KapIioJOoTigHOTO CaHATOPI0 Ta B TOMIKIIIHIKAX 32 MiCI[eM
npoXXuBaHHA XBoporo. Cepuesa peabiniTawis — e CKIaJHUH polec, KU repeadadae BIOCKOHAICHHS 3a TOIOMOIO0
TpeHyBaHb Ha BUTPUBATICTh, MEIMYHOI OCBITH LIOJ0 MPaBHIBHOTO XapuyBaHH: Ta 3MiHHU CIIOCOOY JKHTTSI.

AHaNi3yI0un iCHYIOUY JIiTEepaTypy, Y HaIlll IepKaBi iCHyBajIa CcTeMa KapIioJoriuHoi peadimiTalii, ika BKiIoJana 3
eTarny — CTaliOHAPHHHA, TONIKIIHIYHAHN Ta CAaHATOPHU.

Po3pi3HIOI0OTE HACTYITHI eTany peadimiTariii XBOpHuX, o nepeHecnu indapkr miokapaa. CraiioHapHHI eTall, TOJIOB-
HE NMPU3HAYCHHS SIKOTO — BiJIHOBJICHHS 3/IaTHOCTI XBOPOTO IO CaMOOOCIYTOBYBaHHs, 3aIl00iraHHs MOTiPIICHHIO CTaHy
CEepLICBO-CYJMHHOI CHCTEMH, CKeNIETHOT MyCKYJIAaTYpH i IHIIMX OpraHiB i CHCTEM BHACIIIOK rimoanHamii. Llei eran Bkitro-
Ya€ MCUXOJIOTTYHY MiITOTOBKY XBOPOTO JI0 MOJAJIBLIOTO PO3IUPEHHS (hi3HIHOTO HABAaHTaKCHHS.

CanaropHuil eran pealimiTarlii XBOpUil MPOXOAUTH Ha 0a3i CAaHATOPHO KYPOPTHHUX 3aKjaliB (CIierianizoBaHi Kap-
mionorigHi canatopii). TyT XBopi BHKOHYIOTH mporpamy (asu omyxanHs. CaHATOPHUIA eTam, SK 1 CTalliOHapHHH, Mae
KiJTbKa PiBHIB, IOYWHAIOYH 3 MOMCHTY HAQJXOIDKCHHS JI0 CAHATOPIIO 1 3aKiHIYIOUM 3aBEPIICHHSAM TEPMiHY THMYaCOBOI
HEeIpane3aaTHOCTI.

Etam migrpumyBanbHOi peabimiTamii 3MiHICHIOETBCS i HAMSAOM TUTBHUYHOTO TEPareBTa 3 MEPIONUIHUMHI KOH-
CYNBTALISIMU Kapioiora, el eTam MoXKe 3IIMCHIOBATHCS SIK 10, TaK 1 MICIIA CAHATOPHOTO eTarry peabimiTamii. Y pisHHX
KpaiHax CTBOPEHI BIAacHI CUCTEMH peadiniTarii XxBopux. s OTHUX 13 HUX XapaKTepHi MPUCKOPEHI, IS iHIIUX — YIIO-
BUTBHEHI TEMIIH BiTHOBIICHHS PYyXOBOi aKTHBHOCTI XBOpHX. [IpoTe nmepunii HanmpsiMOK MepeBaxac.

Taxwum 9UHOM, pi3Hi BapiaHTH TPHOX IMOKA3HUKIB (CTYIHE ypakeHHs MiOKap/a, XapakTep YCKIa HEHb 1 BUPAKEHICTh
KOPOHAPHOI HEAOCTAaTHOCTI) OPMYIOTH KJIac TSHKKOCTI CTaHy XBOPOTO, IO BU3HAYAE TAKTHKY (i3U9IHOI peadimiTarii.

BucnoBku. 1. HasBHi mporpamu kapIionorigyHoi peadimitarii Ta MeToan (Gi3mgHOi Teparrii y BiIHOBICHHI 0ci0 micis
MIEPEHECEHOT0 iHPAPKTy MioKap/a, IOTPeOYIOTh y3aralbHEeHHs, YIOCKOHAICHHS Ta 3aTBEPIUKCHHS 1| BHECEHHS B IIPOTO-
KOJTH.

2. Po3po0Oxka mporpaM peabisiTarii mamieHTIB MiCIs TOCTPOro KOPOHAPHOTO CHHAPOMY Ma€ BKJITIOYAE ITOCTAITHICTD,
KOMIUTIEKCHICTh, MYIBTAIMCIUILTIHAPHICTD Ta IHAWBITYaTbHUH ITiIXiT.

3. IIporpamu kapaionoriqHoi peabimiTarlii Ha pi3sHUX peabiuTiTallifHIX eTanax MoKe OyTH 3alipOTIOHOBaHA IIPH TPO-
BeZICHHI (hi3WYHOT Teparrii y mamieHTiB 3 iH(papKkTOM MioKkap/a.

4. OuiHky peabiniTaniifHOro MpoIecy MPOBOAUTH METONOM IIOTOYHOIO Ta €TAITHOTO KOHTPOIIIO, IO 3abe3redye
aJIeKBaTHE PO3IIMPEHHS PSXKUMY Ta IHTCHCU(IKALIF0O HABAaHTaXKCHHS KO)KHOTO KOHKPETHOTO Malli€HTa.

KarouoBi ciioBa: ¢iznyHe HaBaHTaKCHHA, cepiieBa pealimitamis, iHhapKT Miokapia, imeMiuHa XBopoba ceprid,
TepaneBTHYHI BIIPABH, TECT 3 O-XBUIIMHHOIO XOJb000, TPEIMII-TECT, KapAiONPOTEKTOPHHN e(eKT, CepleBO-CyIHHHI 3a-
XBOPIOBaHHSI.
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