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Preface

Regular physical activity has well-documented preventative and treatment effects on a number of
different diseases, such as cardiovascular disease, type 2 diabetes, certain types of cancer and
depression but also on function and well-being. An increase in physical activity could have positive
impact on people’s health.

The healthcare system is in a strong position to work on increasing physical activity in the
population. Most people come in contact with the healthcare system on a regular basis and they
often trust their healthcare providers in matters regarding their health. Healthcare providers have
the possibility to reach groups in society that are the most sedentary, such as the elderly and
individuals with chronic disease. One advantage of using physical activity as treatment compared to
medication is that physical activity has the possibility to make individuals feel actively involved in
their own treatment. This can encourage them to take responsibility for their own health.
Therefore, prescribing physical activity should be just as routinely as prescribing other established
medical treatments.

To enable this, FYSS-short is a concise, newly updated, evidence-based version of the handbook
FYSS (Physical Activity in the Prevention and Treatment of Disease). FYSS is tailored to be a tool for
licensed healthcare personnel, in order to facilitate the prescription of physical activity. FYSS is a
central component in the Swedish physical activity on prescription method (PAP-S), which has
been chosen as best practice by the European Commission to be implemented in other EU Member
States. Transfer of the PAP-S model is supported through the EUPAP project.

FYSS-short includes 32 diagnoses and has been systematically compiled with uniform terminology
and evidence-based recommendations presented in so-called recommendation boxes. GRADE
(Grading of Recommendations, Assessment, Development and Evaluations) has been used to rate
the quality of evidence and for making the clinical practice recommendations.

The Swedish Professional Associations for Physical Activity (YFA) initiated the FYSS handbook,
FYSS in 2003, and in 2017 the third edition was released (1). In the Swedish healthcare system,
FYSS is now perceived as an established concept. FYSS is also useful for physical activity organisers
working with physical activity on prescription and for educational institutions, such as colleges and
universities that focus on health sciences and public health.

Reference

1. Professional Associations for Physical Activity, Physical Activity in the Prevention and Treatment of
Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och sjukdomsbehandling, FYSS
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Introduction

To facilitate the prescription of physical activity, the current recommendations for various
diseases have been systematically compiled in a two-page chapter for each diagnosis with
uniform structure and terminology. The recommendations on physical activity in FYSS-
short apply to adults, i.e. individuals from 18 years and up. The recommendations in
asthma, however, also apply to younger individuals. In FYSS-short “physical activity” is
used as an overall term including all types and intensities of physical activity. Sometimes
the term "exercise” is used instead of physical activity, for instance when specific studies
and certain rehabilitation programmes are described.

FYSS-short chapter structure

All of the diagnosis chapters in FYSS-short have identical structure with five sections;
Prevention, Indication, Effects of physical activity, Recommended physical activity and
Diagnosis-specific advice.

Prevention

This section states whether regular physical activity is associated with a reduced risk of
developing a particular disease. It is indicated when the general global recommendation on
physical activity for health can be applied to reduce the risk (1,2). According to these
general recommendations adults should do at least 150 minutes of moderate-intensity
aerobic physical activity throughout the week or at least 75 minutes of vigorous-intensity
aerobic physical activity throughout the week or an equivalent combination of moderate-
and vigorous-intensity activity (3,4). Also muscle-strengthening activities on 2 or more
days per week is recommended (3,4).

Indication of physical activity

This section states, whether physical activity is indicated for a particular diagnosis i.e. the
area of use where physical activity has an effect. This is done together with aspects on how
a physical activity intervention is related to other lifestyle modifications and potential
pharmacological and non-pharmacological treatments. It also states whether the indication
applies to a specific degree or sub type of the actual diagnosis.

Effects of physical activity

This section comprises two subtitles: “Acute effects” and “Effects of regular physical
activity”. Acute effects are defined both as effects that appear during the exercise session
and as effects of a single session of physical activity that may last up to 48 hours post
exercise. Effects of regular physical activity is defined as effects of repeated sessions of
physical activity. In “Effects of regular physical activity” the result of the systematic
literature review is described. All relevant statistically significant outcomes with at least
low certainty evidence (++) are reported. In a few cases, non-significant outcomes are
reported if the level of evidence was high. An outcome with very low certainty evidence (+)
was also reported in a few cases, if the outcome was highly relevant for the particular
diagnosis. In table 1 in each diagnosis chapter, outcomes are listed together with the
associated level of evidence, the relevant study references and also the outcome-related
type of physical activity. All outcomes in table 1 are statistically significant and form the
basis of the recommendation.



Recommended physical activity

This section provides evidence-based recommendations for physical activity treatment in
specific diagnoses. Physical activity as treatment includes curing, preventing relapses,
slowing down disease progress, alleviating symptoms and/or reducing functional
limitations by increasing aerobic fitness and strength. The recommendations are primarily
based on studies on the effects of specific physical activity programmes at a particular
diagnosis. The scientific evidence for various outcomes is presented in this section, in
addition to in table 1 in the earlier section “Effects of physical activity”. Individuals with a
specific diagnosis also need recommendation on physical activity to prevent other diseases
and to maintain function and well-being. Therefore, uniform recommendations have been
created to cover both treatment and prevention. This simplifies prescription and possibly
increases the compliance. To create uniform recommendations, various doses and types of
physical activity for each specific diagnosis, as derived from the literature review, were
compared with the global general recommendations on physical activity for health. Where
the recommendations were broadly consistent, the general recommendation or a slightly
modified version, was chosen as the recommendation for the specific diagnosis.

At the end of this section, it is stated, whether the recommended physical activity for a
specific diagnosis, is compatible with (fulfils) the general global recommendations on
physical activity to prevent diseases. Where the diagnosis-specific recommendation is not
consistent with the general global recommendations, ‘additional physical activity’ is
recommended in order to fulfil the general recommendations, provided that the health
condition permits. For example, in anxiety the diagnosis-specific, evidenced-based
recommendation is aerobic physical activity, but there is no available evidence that muscle-
strengthening activity can reduce anxiety. Therefore, muscle-strengthening activity is not
included in the diagnosis-specific recommendation. Thus, it is recommended to add
muscle-strengthening activity to maintain muscular function in the case of anxiety.

On the other hand, in osteoporosis the diagnosis-specific, evidence-based recommendation
is muscle-strengthening and weight-bearing activities, but there is no available evidence
that aerobic physical activity can reduce osteoporosis. Therefore, aerobic physical activity
is not included in the diagnose-specific recommendation. Thus, it is recommended to add
aerobic physical activity to maintain aerobic fitness and possibly prevent other chronic
diseases such as cardiovascular disease and diabetes in the case of osteoporosis. However,
it should be pointed out that prescription of physical activity, to prevent other diseases in
the presence of a particular diagnosis, is mainly based on clinical experience and
reasonable assumptions as there are few published studies.

The creation of uniform recommendations for various diagnoses, as described above,
enables and also simplifies the prescription of physical activity in the case of more than one
diagnosis. It is recommended to read “Diagnosis-specific advice” to get more information
on specific considerations for a particular diagnosis.

NOTE for recommended physical activity:

a) Warm up and cool down
The time for warming up/cool down is not included in the recommended physical
activity for the various diagnoses. This means that the time for warm up/cool down
must be added to each individual activity session and that this addition can vary
depending on, for example, the choice of intensity, current state of disease and
individual factors.




b) Progression of physical activity, during or between sessions
During a session: For some persons/diagnoses, it might be of special importance to
begin with low/moderate intensity before the intensity is increased to
moderate/vigorous. Between sessions: The initially prescribed dose of physical activity
may have to be lower than the diagnosis-specific recommended dose.

c) The recommended aerobic physical activity intensity is moderate, vigorous or a
combination of moderate and vigorous intensity such as “e.g. 90 min/week or more (30
min 3 days/week)”. The 90 min/week is based on the RCT-studies forming the basis
for the diagnosis-specific recommendations and fulfils the general recommendation
when 2/3 of the time is on vigorous intensity (Borg 14-17) and 1/3 on moderate
intensity (Borg 12-13).

Diagnosis-specific advice

This section provides advice that is particularly important to follow (see appendix 1). The
advice is based on international clinical expertise. The advice is about the need for medical
examination before the physical activity training period begins and about dose, type of
activity, regulation of intensity, warm up/cool down, progression, medication, pain,
motivational and dietary issues, and equipment. The advice is also about the need for
medical supervision (e.g. ECG - monitoring), instructor-led exercise, exercise management
by medically trained staff such as physiotherapist or exercise scientist. The choice depends
on local regulations, legislation and traditions and is in the following text exemplified by
physiotherapist.

When to use FYSS-short?

The recommended physical activity in FYSS-short can guide an individualised prescription
of physical activity performed outside the healthcare system, such as in PAP-S, when

no medical supervision or management by physiotherapist or exercise scientist is needed.
The prescription can be issued as prevention, as first treatment or as a complement to
other pharmaceutical or rehabilitation treatments. FYSS-short can also guide an
individualised physical activity prescription used in rehabilitation programmes within the
healthcare system, for example, when it is important that an exercise session is managed
by a physiotherapist. A prescription of physical activity performed outside the healthcare
system can then be issued after the completion of a rehabilitation programme.

Risk assessment

Generally, the benefits of physical activity are greater than the risks. Nevertheless, there
may be an increased risk of cardiovascular complications when taking exercise, even if the
absolute risk is low. It is therefore important to identify factors that may affect this risk (5).
Such factors are:

o The presence of cardiovascular disease or signs of such disease and also the
presence of other diseases, such as diabetes, chronic kidney disease, depression and
chronic inflammatory diseases, all with an increased risk of cardiovascular disease.

e Performing physical activity at vigorous intensity without successive adaptation to
the intensity level within or between sessions.
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e Markedly increased blood pressure or blood lipids and/or the presence of multiple
cardiovascular risk factors.

Always assess the risk for cardiovascular complications in the physical activity prescription
process. Prescribers carry the responsibility of deciding whether a medical exam should be
performed before the physical activity training period begins. If untreated or not optimally
treated cardiovascular disease is suspected, a physician with appropriate skills should be
consulted.

Absolute contraindications for physical activity at a moderate or vigorous intensity

1) recent significant change in ECG

2) unstable angina

3) uncontrolled cardiac dysrhythmias

4) severe aortic stenosis

5) uncontrolled heart failure

6) acute pulmonary embolus

7) acute myocarditis

8) suspected/known dissecting aneurysm
9) acute systemic infection

Assessment and evaluation

Assessment, follow-up and evaluation should be carried out in order to ensure the effect
and thereby the quality of the treatment. The following examples of frequently used clinical
evaluation instruments are recommended for use before and after a physical activity
training period and should be repeated during long-term follow-up.

Physical activity
e Self-reported by questionnaire
o Movement sensors

Function/capacity
e 6- minute walk test
e Submaximal aerobic fitness test (cycle ergometer or treadmill)
o Hand grip strength
e Other relevant function or capacity tests

Diagnosis- specific markers
e Blood/urine analyses
o Waist circumference
e Waist to hip ratio
o Body weight
e Body mass index

Health related quality of life
e Short-form (36) health survey (SF-36)
e The EuroQol health survey (EQ5D)



Potential mechanisms

The mechanisms related to physical activity are, unlike drugs, pronounced multifactorial,
i.e. there are a large number of mechanisms at different levels - from the molecular level to
the system level. Many of these are common to various types of physical activity and affect
a large number of different diseases, whilst some are more specific to a certain type of
physical activity and for a particular diagnosis. The body’s adaptation to physical activity
begins through the influence of several molecular processes related to, for example, the
energy system, mechanical load, low-grade chronic inflammation, oxidative stress and
nitrogen oxide metabolism. These processes, in turn, affect the formation of, for example,
transport proteins, mitochondria, nerve synapses, nerve cells, blood vessels and bone
tissue as well as so-called stem cells, cells with the potential for regeneration in various
tissues. Finally, the effects of physical activity are seen at the organ and system levels, such
as increased stroke volume and tissue perfusion plus improved oxygen transport and body
composition. Overall, adaptation may result in improved regulation of blood glucose, blood
pressure and blood coagulation, a stronger skeleton and improved aerobic fitness, muscle
strength and cognitive function. A lack of regulation of these described processes is
considered to be a general mechanism for disease development and progression.

Systematic literature review

The literature search covers published literature until May - November 2019. Firstly,
systematic reviews with meta-analysis were searched for and thereafter a search of
randomized controlled trials (RCT) was performed. A quality assessment of each article
was performed followed by grading of evidence for each outcome measure according to
GRADE (Grading of Recommendations, Assessment, Development and Evaluations) (6).
Search strings are available upon request. Four levels of evidence were used: High certainty
evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+). High certainty evidence means that the risk is low that new studies
may invalidate the conclusions. Low certainty evidence means that there is a high risk that
new studies may invalidate the conclusion. Very low certainty evidence means that more
research is needed before the method can be applied.
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Diagnosis chapters

A summary of evidence and
diagnosis-specific recommendations on physical
activity for 32 diagnoses
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1. Alcohol dependence

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing alcohol dependence. On the other hand, sport participation can be related to
un-safe alcohol use (1-3).

Indication of physical activity in alcohol dependence

In alcohol dependency, physical activity is indicated together with other lifestyle
modifications and psychosocial, psychological or pharmacological treatment.

Effects of physical activity in alcohol dependence

Acute effects
There is very low certainty evidence (+) for reduced craving when exercising at a moderate
intensity (4-6).

Effects of regular physical activity

Individuals with alcohol dependency can decrease alcohol consumption and improve
mental health and self-concept and fitness (Table 1). The majority of studies were based on
aerobic physical activity of moderate to vigorous intensity, mainly performed as group
exercises 2-3 times per week. One study found a positive effect on depressive symptoms in
alcohol dependent persons who performed strength training (7). Yoga exercises can reduce
anxiety levels in people treated for alcohol dependence (8).

Table 1. Effects and evidence of regular physical activity in alcohol dependence.

Outcome Evidence* References Type of physical activity
Alcohol consumption + (9-13) Aerobic physical activity
Mental health and ++ (7, 14-23) Aerobic physical activity and
self-concept muscle-strengthening activity
Aerobic fitness ++ (6,11-13,18-20, Aerobic physical activity
23-31)

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+).
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Recommended physical activity in alcohol dependence

Individuals with alcohol dependence should be recommended aerobic physical activity to:
- decrease alcohol consumption (+)

- improve mental health (++)

- increase aerobic fitness (++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of . Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7
Or
Vigorous Atleast 75 3-5 No evidence available
or moderate and vigorous intensity combined
for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VOzR, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VO2max -VO2 at rest.

The recommended physical activity in alcohol dependence does not fulfil the general global
recommendation on physical activity for health. Add muscle-strengthening activity
according to the general global recommendations, if the health condition permits.

Diagnosis-specific advice

e The physical activity should be designed and individually tailored in a dialogue with
the individual.

e Physical activity can start as soon as the individual is sufficiently motivated.
Motivational strategies can include motivational interviewing. If the individual is
motivated and there are no medical contradictions, then vigorous intensity physical
activity is ideal for optimal effect.
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2. Anxiety disorders

Prevention

Regular physical activity is associated with a reduced risk of developing anxiety symptoms
(1-9). The general global recommendation on physical activity for health can be applied.

Indication of physical activity in anxiety disorders

In anxiety disorders, physical activity is indicated together with other lifestyle
modifications, cognitive behavioural therapy (CBT) or pharmacological treatment.

Effect of physical activity in anxiety disorders

Acute effects

There is moderately strong evidence that a single vigorous intensity aerobic exercise
session of 15-30 minutes can reduce the risk of a panic attack for individuals with panic
disorders (10, 11), and improve state anxiety and feelings of energy in generalised anxiety
disorder in young adults (12).

Effects of regular physical activity

Individuals with panic disorder with or without agoraphobia can reduce anxiety symptoms
as a result of regular physical activity (Table 1), by performing aerobic physical activity or
a combination of aerobic- and muscle-strengthening activity for 3-4 times per week for 10
to 12 weeks (16,17). Significantly greater effects on main anxiety symptoms have been
found for CBT (16) or antidepressant medications (17), compared to physical activity.

For young women with generalised anxiety disorder, 2 sessions per week of either muscle-
strengthening activity or aerobic physical activity for 6 weeks yielded remission rates of
60% and 40%, respectively, compared to waitlist 30%, (18). Both training regimes resulted
in moderate to large improvements in signs and symptoms that characterize generalised
anxiety disorder (19). For individuals with social anxiety disorders, aerobic physical activity
3 times per week for 8 weeks was equally effective at reducing symptoms as Mindfulness
Based Stress Reduction, with no significant difference in proportion of remissions, with
rates of 29% and 22% respectively (20).

Several studies have investigated the efficacy of combining physical activity with
recommended treatments for anxiety, such as CBT or pharmacological treatment and found
positive effects (21-28). There are too few long-term follow-up studies of physical activity
on anxiety symptoms for individuals with anxiety disorders, but single studies have
indicated that the effects of physical activity can be maintained at both 3 and 12 months
follow-up for individuals with social anxiety disorder and those with panic disorder
(20,16). Due to the few and diverse clinical studies on the effects of physical activity on
anxiety, meta-analyses investigating these effects across samples comprising the different
anxiety disorders, have produced inconsistent results (13-15).

Table 1. Effects and evidence of regular physical activity in panic disorder.

Outcome Evidence* References Type of physical activity
Anxiety symptoms +++ (16,17) Aerobic physical activity or aerobic and
muscle-strengthening activity combined

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in anxiety disorders

Individuals with panic disorders should be recommended aerobic physical activity to:

reduce anxiety (+++)

Physical activity can be used as supplementary treatment for all types of anxiety, as this
acutely reduces symptoms of anxiety.

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of s Frequency

Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 90

and 3.5
Vigorous (eg at least 20 )
combined min/session) No consistent evidence available.

Or

Vigorous Atleast 75 3-5

Moderate intensity: 40-59 % VO2zR, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VO2max -VO2 at rest.

The recommended physical activity in anxiety disorders does not fulfil the general global
recommendation on physical activity for health. Add muscle-strengthening activity
according to the general global recommendations, if the health condition permits.

Diagnosis-specific advice

Acute anxiety reduction can be achieved with at least 15 minutes of vigorous intensity
aerobic physical activity. For persistent anxiety reduction (up to at least 12 months),
at least 10 - 12 weeks of physical activity is preferred.

A practical and key phenomenon is that many people paradoxically experience
anxiety when they begin exercise. The explanation for this is that the activation of the
sympathetic nervous system during physical activity causes an increased heart rate,
sweating and faster breathing, which is the same physical reaction as in severe
anxiety. Many individuals with anxiety disorder therefore avoid physical activity, as
they experience that it leads to increased anxiety. This is particularly important for
those suffering from panic attacks. If the individual is informed of this phenomenon in
advance, the physical anxiety symptoms are not so alarming, and many will be able to
do some physical activity with good results (29).

Individuals with anxiety and concomitant cardiovascular disease or signs of it should
be optimal treated for their cardiovascular disease before starting a physical activity
programme.
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3. Asthma

Prevention

Central obesity predicts an increased risk for asthma in children (1). It is well known that
obesity is associated with low physical activity but a direct relationship between low
physical activity and risk for asthma has not been shown. On the other hand, aerobic
training at elite level, in cold temperatures (cross country skiing, long distance running) or
in polluted environments (swimmers) increases the risk of developing asthma.

Indication of physical activity in asthma

In asthma, physical activity together with other lifestyle modifications, pharmacological
therapy and attention to harmful exposure are the cornerstones of treatment.

Effects of physical activity in asthma

Acute effects

Physical activity in children and adults with asthma often results in increased symptoms
such as cough, dyspnoea and wheezing (exercise-induced bronchoconstriction, EIB) during
or directly after the activity. These symptoms often resolve within 30-60 minutes after
exercise.

Effects of regular physical activity
After a period of physical activity asthma symptoms, quality of life and aerobic fitness
improve in children and adults with asthma (Table 1).

The studies quoted in table 1 included aerobic physical activity and a few used aerobic- and
muscle-strengthening physical activity. The aerobic part included walking, cycling, running,
swimming, basketball or water exercises, continuously or in intervals. The physical activity
was performed at a moderate to high intensity (>60% of maximal capacity), 2-5 times per
week, for 30-90 minutes per session for 6 to 12 weeks.

Table 1. Effects and evidence of regular physical activity in children and adults with asthma.

Outcome Evidence* | References Type of physical activity

Aerobic physical activity or aerobic
and muscle-strengthening activity
Aerobic physical activity or aerobic
and muscle-strengthening activity
Aerobic physical activity or aerobic
+++ (2,5,6) and muscle-strengthening activity

Asthma symptoms +++ (2)

Quality of life +++ (2-4)

Aerobic fitness (VO2max
and endurance, W)

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+).
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Recommended physical activity in asthma

Children and adults with mild, moderate or severe asthma should be recommended
aerobic physical activity or aerobic- and muscle-strengthening physical activity to:

reduce asthma symptoms, improve quality of life and increase aerobic fitness (+++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of . Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7 8-10 8-12 1-3 2-3
Or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity combined

for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO:R, RPE 14-17. VO2R = VO2max -VO: at rest
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in asthma may not fulfil the general global
recommendation on physical activity for health. If only aerobic physical activity is chosen
to treat depression, add muscle-strengthening activity, if the health condition permits.

Diagnosis-specific advice

Individuals who have exercise-induced breathing problems often have un-controlled
asthma, which makes it hard to engage in physical activity. Therefore, they need to
get both non-pharmacological and pharmacological advice to facilitate participation
in physical activity.

Non-pharmacological advice includes; a warm-up phase at the start of a physical
activity session (10-20 min), training in intervals, and the use of a face-mask in cold
weather.

Pharmacological advice includes; regular use of inhaled corticosteroids, and for some
individuals also long acting bronchodilator and or anticholinergic medication (45 min
before exercise).

Individuals with an acute exacerbation should not participate in moderate to vigorous
intensity aerobic physical activity before they are symptom free.

Sedentary children and teenagers with asthma should be encouraged to increase
their physical activity level as physical activity has a protective effect against
development of more severe asthma and obesity (7).

Individuals with severe asthma are often sedentary and should therefore be
recommended physical activity to increase physical fitness and asthma control, and
decrease systemic inflammation (8).

Sedentary adults with asthma should be recommended regular physical activity to
improve their asthma control (9).

Children and adults with asthma and nocturnal asthma symptoms can reduce
nocturnal symptoms after a period of regular physical activity (10).
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4. Atrialfibrillation

Prevention

Regular physical activity at a moderate level is associated with a reduced risk of developing
atrial fibrillation, while both insufficient aerobic physical activity and many years of elite
aerobic training are associated with an increased risk (1).

Indication of physical activity in atrial fibrillation

In permanent atrial fibrillation, physical activity is indicated together with other lifestyle
modifications and pharmacological treatment.

Effect of physical activity in atrial fibrillation

Acute effects

Physical activity at high intensity is not recommended during attacks of paroxysmal atrial
fibrillation since heart rates may be very high. Individuals with persistent and especially
permanent atrial fibrillation generally have better heart rate control, and the increase in
heart rate is usually tolerated. They may be physically active as long as they do not
experience symptoms from high heart rates.

Effects of regular physical activity

Individuals with permanent atrial fibrillation can improve heart rate/frequency control,
quality of life and aerobic fitness after a period of aerobic physical activity (Table 1). Data
on the duration of the effects are scarce, but suggest that the effects are short-lasting.
Individuals with non-permanent atrial fibrillation can increase their aerobic fitness and the
physical component of quality of life by participating in an aerobic physical activity
program for a few weeks (++). The effect-size estimates, however, are uncertain. In non-
permanent atrial fibrillation, the time in atrial fibrillation and the frequency and severity of
atrial fibrillation symptoms are reduced (+). In general, the studies on effects of physical
activity are few and vulnerable to severe bias, and therefore firm conclusions cannot be
drawn. The main limitations are that studies are small, the participants are often healthier
and younger than the average individual with atrial fibrillation, and the design is single
blind, at best. The larger studies often have heterogeneous inclusion criteria. Duration and
intensity of training vary, and often training is one of several components of a
comprehensive rehabilitation program.

Table 1. Effects and evidence of regular physical activity in permanent atrial fibrillation.

Outcome Evidence* References Type of physical activity
Heart rate/frequency + (3,4) Aerobic physical activity
control
Quality of life + (2-5) Aerobic physical activity
Aerobic fitness ++ (2-5) Aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in atrial fibrillation

Individuals with permanent atrial fibrillation could be recommended aerobic physical
activity to:
- improve frequency control (+), health-related quality of life (+) and aerobic fitness (++)

For paroxysmal and persistent atrial fibrillation, there is very low certainty evidence (+) to
give specific recommendations for physical activity.

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of s Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7
Or
Vigorous Atleast 75 3-5 No evidence available
or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO: at rest

The recommended physical activity in atrial fibrillation does not fulfil the general global
recommendation on physical activity for health. Add muscle-strengthening activity
according to the general global recommendations, if the health condition permits.

Diagnosis-specific advice

e People with atrial fibrillation constitute a very heterogeneous group; some are well
trained and otherwise healthy, while others have serious cardiovascular disease
where physical activity, especially at higher intensities, might increase the risk of
adverse events. It is therefore not possible to give general advice that is valid for all
people with atrial fibrillation.

e All individuals with atrial fibrillation are therefore advised to consult their primary
care physician for an individualised assessment before starting an exercise
programme.

e Individuals with other cardiovascular diseases or sign of it should be treated for such
disease before starting a physical activity programme.

¢ Individuals without other underlying conditions may exercise at light to moderate
intensities without precautions. In individuals with symptomatic arrhythmia, a
symptom-limited exercise stress test, including ECG should be considered before
starting exercise training at vigorous intensities.

e In order to assess the intensity of aerobic physical activity in permanent atrial
fibrillation, the Borg RPE-scale® is probably better than heart rate measurement to
estimate the relative intensity.

e Ifventricular arrhythmias increase during exercise, training should be stopped and
the individual assessed by a cardiologist.

e Avoid exercising or competing during ongoing arrhythmia (does not apply to people
with well-treated permanent atrial fibrillation).
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5. Chronic back and neck pain

Prevention

Regular physical activity at a moderate level may be associated with a reduced risk of
developing chronic back and neck pain. However, both low and high levels of physical
activity may be associated with an increased risk (1,2).

Indication of physical activity in chronic back and neck pain

In back/neck pain, specially-adapted physical activity is indicated together with other
lifestyle modifications in both specific and non-specific pain.

Effects of physical activity in chronic back and neck pain

Acute effects

Hypoalgesia, hyperalgesia or no change in pain can occur as an acute effect of physical
activity (3).

Effects of regular physical activity

Besides positive effects on pain and function (Table 1), effects on fear of movement, self-
efficacy, quality of life and global impression of recovery were also shown. Most of the
reviews included studies in which individuals were instructed to perform muscle-
strengthening physical activity of moderate intensity; 8-15 RM, 1-3 sets, 2-3 times per
week. For aerobic physical activity, individuals had exercised at moderate intensity; RPE
Borg 12-13, for 45-60 minutes per session, several times per week. For other types of
physical activity, such as, motor control exercises (MCE), Pilates training, aquatic training
and yoga, the intensity levels were individually set and progressively adjusted (4). In all
studies and for all types of physical activity, the training periods lasted for 6 weeks or
more. There was not enough high-quality evidence to exclude or prioritise one specific type
(aerobic physical activity, muscle-strengthening activity or MCE), or mode (land/water
based). There were few adverse events with the physical activity interventions and most of
the adverse effects were related to increased soreness or muscle pain, which subsides after
some days or weeks (5).

Table 1. Effects and evidence of regular physical activity in chronic back and neck pain.

Outcome Evidence* | References Type of physical activity
Back Pain ++++ (5-17) Muscle-strengthening activity
+++ (7-8,17) Aerobic physical activity
+++ (18-29) Motor control exercises (MCE), Pilates
++ (30-36) Aquatic exercises, yoga, daily walks
Function +++ (6-17) Muscle-strengthening activity
+++ (7-8,17) Aerobic physical activity
+++ (18-29) MCE
++ (30-36) Pilates, aquatic exercises, yoga, daily walks
Neck Pain +++ (37-42) Muscle-strengthening activity
++ (37-40) Aerobic physical activity, MCE, yoga, Aquatic
++ (43-46) exercises
Function +++ (40-41) Muscle-strengthening activity
++ (40) Aerobic physical activity
++ (43-46) MCE, yoga

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in chronic back and neck pain

Individuals with chronic back and neck pain should be recommended muscle-
strengthening activity and/or specific exercise programmes for motor control to:

- reduce pain (+++ and ++++)

- increase functional capacity (+++)
Individuals with chronic back pain should be recommended aerobic physical activity to:

- reduce pain (++ to +++)

- increase functional capacity (+++)
Individuals with chronic neck pain should be recommended aerobic physical activity to:

- reduce pain (++)
increase functional capacity (++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of o Frequency
Intensity minutes/week | days/week | exercises Repetitions | - Sets days/week
Moderate Atleast 150 3-7 8-10 8-15 1-3 2-3
Specific exercise programmes: MCE*, Pilates, yoga
. Duration Frequency
Intensity minutes/week days/week
Individual adapted with gradual _ _ 2-3 tlmes/we_ek for at leas_t 6 weeks
. / Sessions of 45-60 minutes| Home exercises several times per
increased complexity week

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2zR, RPE 14-17. VO2R = VOz2max -VO: at

rest
*MC

8-15 repetitions = the heaviest weight that can be lifted through the full range of motion 8-15 times (8-15 RM).
E: motor control exercises.

The recommended physical activity in chronic back and neck pain may not fulfil the general
global recommendation on physical activity for health. Add further aerobic and muscle-
strengthening physical activity, if the health condition permits.

Diagnosis-specific advice

[t is important to assess for comorbidity and signs and symptoms such as fractures,
tumours or other serious conditions. Individual adaptation (type of physical activity,
dose and load) should be based on the individual’s and therapist’s preferences and
the therapist’s training, and should be supervised by a medically educated therapist.
The therapist’s role is to monitor levels of physical function and pain in order to adapt
the training program to reach optimal progression and thus recovery. It is important
to keep good movement quality.

Fear of pain recurring or worsening through physical activity can be enough to make
the person physically inactive. In chronic neck and back pain, it is therefore
specifically important to stay active, to continue with every day activities and to avoid
bed rest as fear of movement may delay recovery. The therapist should take this
aspect into consideration when designing the training program.
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6. Cdancer

Prevention

Regular physical activity is associated with a reduced risk of developing several types of
cancer, e.g. breast, colon and endometrial cancers (1). The general global recommendation
on physical activity for health can be applied.

Indication of physical activity in cancer

In cancer, both during and after oncological treatment, physical activity is indicated
together with other lifestyle modifications. In chronic cancer or in a palliative phase,
physical activity is also indicated.

Effects of physical activity in cancer

Acute effects
Physical activity in individuals with cancer can decrease cancer-related fatigue and anxiety.

Effects of regular physical activity

Physical activity during and after oncological treatment is beneficial and improves survival,
cancer-related fatigue, quality of life, aerobic fitness and muscle strength (Table 1). Both
cancer specific and overall survival was higher in individuals with high self-reported
recreational physical activity (breast, colorectal and prostate cancer).

Regular physical activity of varied intensity and duration, reduced cancer-related fatigue.
Health related quality of life increased as a result of aerobic and/or muscle-strengthening
activity, for at least 15 minutes per session, 2 sessions per week. Physical activity with an
aerobic component (walking, cycling, and running) at moderate to high intensity,
performed for at least 30 minutes per session, 2-5 times per week, and for a 5-week
duration, increased aerobic fitness. However, longer durations and larger volumes have
been shown to have additional effect. Muscle-strengthening activity > 2 times per week
increased muscle strength. Supervised training was more effective to improve health
related quality of life and muscle strength than home based interventions.

Table 1. Effects and evidence of regular physical activity in cancer.

Outcome Evidence* References Type of physical activity
Survival ++ (1) Recreational physical activity

Cancer-related fatigue +++ (2-5) Aerobic and/or muscle-
strengthening activity

Quality of life +++ (2,6) Aerobic and/or muscle-
strengthening activity

Aerobic fitness +4++ (7,8) Aerobic and/or muscle-
(VO2max/peak) strengthening activity

Muscle strength ++ (9,10) Aerobic and/or muscle-
strengthening activity

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in cancer

Individuals with cancer should be recommended aerobic and muscle-strengthening activity

to:

- increase survival in breast, colorectal and prostate cancer (++)

- decrease cancer-related fatigue (+++)

- improve quality of life (+++)

- increase aerobic fitness (+++)

increase muscle strength (++)

Aerobic physical activity

Muscle-strengthening activity

Intensity

Duration
min/week

Frequency
days/week

Number of
exercises

Repetitions

Sets

Frequency
days/week

Moderate

Atleast 150

3-7

8-10

8-12

1-3

2-3

Or

Vigorous

Atleast 75

3-5

or moderate and vigorous intensity combined
for at least 90 min/week

(30 min 3 days/week)
Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VOz at rest
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in cancer fulfils the general global recommendation on
physical activity for health and no additional recommendation is needed.

Diagnosis-specific advice

e The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist.

e Treatment side-effects including fatigue, nausea, and joint pain can be reduced by
regular physical activity.

e To optimise the effect of physical activity on aerobic fitness, the intensity should be
vigorous or moderate combined with vigorous, if the health condition permits.

e Ifthere are severe side-effects of on-going oncological treatment, the type and dose of
physical activity should be adjusted.

e There should be no vigorous intensity physical activity less than 24 hours after a
chemotherapy infusion.

¢ When at high risk for infections, vigorous intensity physical activity should be
postponed until the risk for infections is reduced.

¢ On-going infection is an absolute contraindication for physical activity.

e In established osteoporosis and when recovery is extremely poor after treatment, the
type and dose of physical activity has to be adjusted to the actual condition.

e Physical activity before tumor surgery is an emerging field, and can optimise physical
function and reduce postoperative recovery time (11).
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7. Chronic obstructive pulmonary disease
(copD)

Prevention

Regular physical activity may be associated with a reduced risk of developing COPD (1).
Smoking is a strong risk factor.

Indication of physical activity in COPD

In COPD, physical activity is indicated together with cessation of smoking, dietary
modifications, education and pharmacological treatment. This is valid independent of age,
sex, degree of dyspnoea or severity of disease. Inter-professional team work is
recommended.

Effects of physical activity in COPD

Acute effects

Physical activity leads to a fast increase in breathing frequency and dyspnoea. Blood lactate
increases rapidly leading to decreased function in skeletal muscles.

Effects of regular physical activity

Individuals with a stable state of COPD can reduce dyspnoea, quality of life, maximal
capacity, and muscle strength after a period of physical activity (Table 1). Most studies
evaluated the effects of aerobic and muscle-strengthening activity combined and a few
looked at muscle-strengthening activities only.

Aerobic and muscle-strengthening activity: the aerobic part included walking, cycle
ergometer exercises, aerobic workout or water-based training, continuously or in intervals.
The muscle-strengthening part was based on gym machines, elastic resistance bands, or
circuit training. It was performed at moderate to vigorous intensity (260% of maximal
capacity and 40-80% of 1 RM), for 30-120 min per session, 1-5 times per week, for 4 to 52
weeks (most programs lasted for 12 weeks).

Muscle-strengthening activity was for lower and upper limb muscles and was performed
using gym machines or other equipment. It was performed at moderate to high intensity
(50-90% of 1 RM), with 8-12 reps and 1-3 sets, 2-3 times per week, for 8 to 16 weeks.

Individuals with an acute exacerbation can improve quality of life and 6MWD (++++), and
decrease hospital readmissions (+++) if they start physical activity directly after the
exacerbation (4). The physical activity started between 2 to 21 days after the exacerbation.
It consisted initially of activities in daily life (ADL), and thereafter muscle-strengthening
activity and aerobic physical activity according to the state of the individual.

Table 1. Effects and evidence of regular physical activity in a stable state of COPD.

Outcome Evidence* References Type of physical activity
Dyspnoea ++ (2) Muscle-strengthening activity
Quality of life +++ (3) Aerobic and muscle-strengthening activity
Aerobic fitness ++ (3) Aerobic and muscle-strengthening activity
Muscle strength ++ (2) Muscle-strengthening activity

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in COPD
Individuals with stable COPD should be recommended aerobic and muscle-strengthening

activity to:

- improve quality of life (+++), increase aerobic fitness (++)

Individuals with stable COPD should be recommended muscle-strengthening activity to:
- improve dyspnoea, increase muscle strength (++)

Individuals with an acute exacerbation should be recommended ADL activities followed by
muscle-strengthening activities and thereafter aerobic physical activity in the early

recovery phase to:
- improve quality of life, increase 6MWD (++++), decrease hospital readmission (+++)

Aerobic physical activity

Muscle-strengthening activity

Intensity | yinutesjweck | daye/week | exercioes | Repetitions | Sets | gty
Moderate Atleast 150 3-7 8-10 8-12 1-3 2-3

Or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in COPD is consistent with the general global recommendation
on physical activity for health and no additional recommendation is needed.

Diagnosis-specific advice

e The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist.

e During hospitalisation due to exacerbation, physical activity should be initiated at the
hospital by light activities such as walks in the corridor.

e The aerobic physical activity at moderate or vigorous intensity can be performed
continuously or intermittently (1-3 min intervals).

¢ Inindividuals with severe dyspnoea, the training period can be started with
peripheral muscle training, single limb exercises and flexibility exercises, which do
not significantly impact the central circulatory system.

o I[fthe oxygen saturation is < 88 % during aerobic physical activity, the intensity can
be decreased and interval exercise applied. Also muscle-strengthening activity and
single limb exercises may be used.

e Dyspnoea and leg fatigue should be rated between 3 to 6 on the Borg CR10-scale®.

e Pursed lip breathing is recommended to decrease breathing frequency during
exercise.

e AtBMI <22 kg/m2, a dietician should be consulted, and energy balance achieved

e Walking-aids such as a rollator can help the individual to walk a longer distance and
thereby increase leg muscle function.

¢ Individuals with severe disease are able to perform aerobic physical activity at
vigorous intensity (5).
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8. Coronary artery disease

Prevention

Regular physical activity is associated with a reduced risk of developing coronary artery
disease (1,2). The general global recommendation on physical activity for health can be
applied.

Indication of physical activity in coronary artery disease

In stable coronary artery disease, physical activity is indicated, including other lifestyle
interventions regardless of pharmacological or invasive treatment.

Effects of physical activity in coronary artery disease

Effects of regular physical activity

Individuals with coronary artery disease can reduce mortality and hospital admissions, and
increase aerobic fitness and muscle strength after exercise-based cardiac rehabilitation
(exCR) (Table 1). EXCR consisted of aerobic and/or muscle-strengthening activity. The
aerobic physical activity was typically performed on a cycle ergometer, as
aerobics/calisthenics, on a treadmill or as circuit training, continuously or in intervals. The
dose of aerobic physical activity varied across trials; in general, aerobic activity was
performed at an intensity of 60% to 85% of VO2 max or 70% to 95 % of maximal HR, 30-60
minutes, 3-5 times per week, and for a duration of 3 to 6 months. Muscle-strengthening
activity was performed as 8-10 upper and/or lower limb exercises at 40-80% of 1 RM, in
10-15 repetitions, 1-3 sets, 2-3 times per week, for 3 to 6 months. High-intensity interval
training may improve VO2 max more than moderate-intensity continuous training. This
superiority diminished, however, when isocaloric protocol was compared (3).

Combined aerobic and muscle-strengthening activity gives a larger gain in VO2 max
compared to aerobic or muscle-strengthening activity alone (4,5). The risk ratio for
reduced cardiovascular mortality compared with no exercise was RR 0.74 (95%CI 0.54 to
0.86). In individuals with stable angina, effects of exCR on total and cardiovascular
mortality and hospital admissions are uncertain due to the small number of trials and their
small effect sizes (6). Strength of evidence was not reported for health-related quality of
life given the heterogeneity in outcome measures and reporting methods (6,7).

Table 1. Effects and evidence of regular physical activity in coronary artery disease.

Outcome Evidence* | References Type of physical activity

Cardiovascular . 7) Aerobic physical activity or aerobic and
mortality >12 months muscle-strengthening physical activity

Aerobic physical activity or aerobic and
muscle-strengthening physical activity

Aerobic fitness 4 (8) Aerobic physical activity or aerobic and
(MET) muscle-strengthening physical activity

Hospital admission ++ (7)

Muscle strength ++ (5) Muscle-strengthening physical activity

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+).
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Recommended physical activity in coronary artery disease

Individuals with stable coronary artery disease should be recommended aerobic and
muscle strengthening physical activity to:

- reduce cardiovascular mortality (+++) and hospital admissions (++)

- increase aerobic fitness (++++) and muscle strength (++)

Aerobic physical activity Muscle-strengthening activity

. Duration Frequency | Number of o Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate

and Atleast 90

Vigorous (e.g. 30-60 3-5 8-10 10-15 1-3 2-3
intensity min/session)
combined

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VO2max -VO: at rest,
10-15 repetitions = the heaviest weight that can be lifted through the full range of motion 10-15 times (10-15 RM).

The recommended physical activity in coronary artery disease fulfils the general global
recommendation on physical activity for health and no additional recommendation is
needed.

Diagnosis-specific advice

¢ Individuals with established coronary artery disease should undergo an assessment
with a symptom-limited exercise stress test including ECG and test of muscle function
by a physiotherapist or other health professional with sufficient knowledge to get
adequate prescribed physical activity, following examination by a physician.

e [tisimportant to initiate the exercise as soon as possible after an acute coronary
event, based on the result of the exercise ECG.

e The physical activity should be medically supervised until the individual has a stable
coronary artery disease.

e The physical activity can be performed continuously or in intervals, according to
individual preferences.

¢ During the exercise, it is important to pay attention to any arrhythmia or abnormal
blood pressure reaction, as well as symptoms such as dyspnoea, dizziness or central
chest pain, which will lead to a termination of the exercise (see contraindications in
the introduction).

e Individuals with coronary artery disease often need support and encouragement to
begin and stay physically active at a certain level to maintain physical fitness.

e The aerobic and muscle-strengthening exercise programme is recommended to be
performed as part of a cardiac rehabilitation programme, either as an exercise
intervention only or in combination with other lifestyle interventions. The exercise
intervention is performed in either a supervised hospital-based setting, or in
combination with some home-based sessions. After the completion of an exCR
programme, individuals should be recommended to continue lifelong physical activity
to maintain the improved physical fitness.
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9. Dementia

Prevention

Regular physical activity is associated with a reduced risk of developing dementia (1,2).
The general global recommendation on physical activity for health can be applied.

Indication of physical activity in dementia

In dementia, physical activity is indicated as a central part of treatment and care, applying
multimodal and person-centred interventions that include physical activity. For vulnerable
persons, physical activity should be considered as part of a more comprehensive approach.

Effects of physical activity in dementia

Effects of regular physical activity

Individuals with dementia can improve cognitive function and activities of daily living
(ADL) after a period of physical activity (Table 1). The evidence for improved cognitive
function is limited and results vary across studies (3-6). In a recent well-conducted and
large RCT, authors presented a small, but negative, treatment effect for cognitive function
in a sample of home-dwelling older people (7).

There is no clear evidence that physical activity may reduce neuropsychiatric symptoms
(4), although single studies have shown positive effects (4, 7). A study including nursing
home residents with dementia showed, for example, that physical activity can reduce
apathy in this group (8).

Overall, most studies on effects of physical activity in persons with dementia, consisted of
small samples with low methodological quality, limited follow-up time, or high
heterogeneity in findings. Content of the physical activity interventions also varied to a
great extent. Comparisons across studies were a challenge, due to variation in types,
frequencies, intensities, duration, and settings of the physical activity programmes.

Table 1. Effects and evidence of regular physical activity in dementia.

Outcome Evidence* References Type of physical activity
Cognitive function ++ (3,4) Aerobic and muscle-strengthening
(MMSE score) activity or aerobic physical activity
Activities of daily + (5) Aerobic and muscle-strengthening
living (ADL) activity or aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+).
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Recommended physical activity in dementia

Individuals with dementia should be recommended aerobic and muscle-strengthening
physical activity to:

- reduce decline in cognitive functions (++)

- improve ability to carry out activities of daily living (+)

[t is recommended that individuals with dementia are supported so they are able to follow
this recommendation.

Aerobic physical activity

Muscle-strengthening activity

Intensity | pinite/week | daye/weelk | exereies | Repetitions | Sets | g bRy
Moderate Atleast 150 3-7 8-10 8-12 1-3 2-3
Or
Vigorous Atleast 75 3-5
or moderate and vigorous intensity

combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in dementia fulfils the general global recommendation
on physical activity for health and no additional recommendation is needed.

Diagnosis-specific advice

e Individuals with dementia might need help with organising exercise and/or support
to be able to take part. Relatives are important but they might need assistance due to
high caregiver burden, so that persons with dementia can continue being active in
their daily life without help from relatives.

¢ Pain conditions are common in the elderly and therefore also in those with dementia.
Pain can be difficult to diagnose, as the symptoms can be atypical. For example,
passiveness and a lack of initiative can be signs of pain.

e Physical activity is especially important for individuals with limited mobility and
increased risk of falling.
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10. Depression

Prevention

Regular physical activity is associated with a reduced risk of developing depression (1).
The general global recommendation on physical activity for health can be applied.

Indication of physical activity in depression

In mild to moderate depression, physical activity combined with other lifestyle
modifications is indicated independent of pharmacological treatment or psychotherapy
(talk therapy). In severe depression, physical activity is indicated together with other
treatments such as pharmacological treatment and/or psychotherapy (talk therapy).

Effects of physical activity in depression

Acute effects

Directly after a 30-minute bout of cycle ergometer exercise, reduction in depressed mood
was found to be significantly larger, compared to quite rest, in people with clinically
diagnosed major depressive disorder. This effect has been found to be independent of
training intensity (2).

Effects of regular physical activity

Individuals with depression can decrease depressive symptoms, improve quality of life and
aerobic fitness, after a period of physical activity (Table 1). Such effects have generally
been found for physical activity performed 3 times per week for 8 to 12 weeks. Effect sizes
range between 0.39-1.24, reported separately for aerobic physical activity, muscle-
strengthening activity or a combination of both. Large antidepressant benefits have been
found after 3 weekly sessions performed for at least 5 to 8 weeks, and even larger effects
for durations of 9 to 12 weeks (3,11). Whereas some studies have found no differences in
antidepressant effects for neither varying intensities nor between aerobic physical activity
or muscle-strengthening activity (3), others have found larger effects for aerobic physical
activity performed at moderate to vigorous intensities (6,11,12). The number of studies
assessing the effects of aerobic physical activity for depression are larger than studies on
muscle-strengthening activity, which means that the evidence for aerobic physical activity
is stronger (3,4,5). The antidepressant effects of physical activity are similar compared to
psychological or pharmacological treatments in mild to moderate depression (3,4,12).
Physical activity as an adjunct to medication was found to yield a moderate, additional
effect that trended significance (4). There are too few long-term follow-up studies to
conclude on the long-term anti-depressive effects of physical activity (12).

Table 1. Effects and evidence of regular physical activity in depression.

Outcome Evidence* | References Type of physical activity
Depressive symptoms +++ (3-6) Aerobic and muscle-strenthening activity
Depressive symptoms +4++ (3,6,7) Aerobic physical activity
Depressive symptoms +++ (3,6) Muscle-strenghtening activity

Quality of life +4++ (3,10) Aerobic and/or muscle-strenthening activity
Aerobic fitness +++ (9) Aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in depression

Individuals with depression should be recommended aerobic physical activity and/or
muscle-strengthening activity to:

- decrease depressive symptoms (+++)

- improve quality of life (+++)

- increase aerobic fitness (+++)

Aerobic physical activity

Muscle-strengthening activity

Intensity | i jweek | daye/week. | exercises. | RePetitions | Sets | il o
Moderate Atleast 150 3-7 8-10 8-12 1-3 2-3

Or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in depression may not fulfil the general global
recommendation on physical activity for health. If only muscle-strengthening activity is
chosen to treat depression, add aerobic physical activity. If only aerobic physical activity is
chosen to treat depression, add muscle-strengthening activity, if the health condition
permits.

Diagnosis-specific advice

e The physical activity should preferable be instructor-led.

e In the event of mild or moderate depression, physical activity can relieve symptoms
as effectively as pharmacological antidepressants or cognitive behavioural therapy
(CBT).

¢ In severe depression, the physical activity should be in parallel with other treatments
such as pharmacological treatment or psychotherapy (talk therapy).

e One should take into consideration that individuals with depression, as for some
other mental diagnoses, could need more support to change their physical activity
behaviour.

¢ Individuals with depression and concomitant cardiovascular disease or signs of it
should be optimal treated for their cardiovascular disease before starting a physical
activity programme.
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1. Typeldiabetes

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing type 1 diabetes.

Indication of physical activity in type 1diabetes

In type 1 diabetes, physical activity is indicated together with other lifestyle modifications
and insulin treatment.

Effects of physical activity in type 1diabetes

Acute effects

Physical activity leads to an increased risk of hypoglycemia due to an increased insulin
sensitivity, but could also lead to increased blood glucose levels depending on the type of
physical activity (1,2). This increased glucose variability often hinders the individual from
continuing the physical activity (3).

Effects of regular physical activity

There is very low certainty evidence (+) that regular physical activity in individuals with
type 1 diabetes of all ages improves glucose control (decreased HbA1c) or reduces
microvascular complications (Table 1). In addition, there is an increased risk of harm,
through hypoglycaemia (1,2,4-6). However, physical activity is associated with well-
established health benefits, including improved quality of life and aerobic fitness (4,7,8)
(Table 1). Aerobic and muscle-strengthening activity showed no effects on HbAlc but small
effects on self-monitored blood glucose levels, however, a reduction in waist circumference
was reported (9). The physical activity has included both aerobic and muscle-
strengthening activity. The aerobic physical activity was predominantly performed in
intervals at vigorous intensity (10x[60 s 90%Wmax, 60 s 50 W]) or continuously on cycle
ergometers (30 min, 70% V0O2max). The amount of physical activity was moderate to
vigorous, lasted for at least 30 min and was performed 3 times per week. The muscle-
strengthening activity included, in most studies, 3 sets of 8 RM of several different
exercises with 90-s rest between sets (duration ~45 min), and 1 session per week.

Table 1. Effects and evidence of regular physical activity in type 1 diabetes.

Outcome Evidence* References Type of physical activity
HbAlc + (2-6,9) Aerobic and muscle-strengthening activity or
aerobic physical activity
Microvascular + (3-6) Aerobic and muscle-strengthening activity or
complications aerobic physical activity
Quality of life ++ (10,11) Aerobic and muscle-strengthening activity or
aerobic physical activity
Aerobic fitness ++ (5,6,10,11) | Aerobic and muscle-strengthening activity or
aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in type 1diabetes

Individuals with type 1 diabetes should be recommended aerobic and muscle-

strengthening activity to:
- achieve health benefits, including improved quality of life and aerobic fitness (++)

- improve glucose control measured as HbA1lc and reduce the risk of microvascular
complications (+)

Aerobic physical activity

Muscle-strengthening activity

Intensity .Duration Frequency Numbgr of | Repetition Sets Frequency
minutes/week | days/week | exercises S days/week
Moderate Atleast 150 3-7 8-10 8-12 2-4 2-3
Or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in type 1 diabetes fulfils the general global
recommendation on physical activity for health and no additional recommendation is
needed.

Diagnosis-specific advice

The physical activity should, in a dialogue with the person, be individually tailored by
medically trained staff, such as a physiotherapist.

Blood glucose should be measured before and after exercise. To reduce the risk of
exercise-induced hypoglycaemia the insulin dose needs to be reduced and
carbohydrates provided before, during and after exercise. Through continuous
monitoring, the blood glucose levels can be checked in real time during exercise.

For optimal glucose control, there should be a maximum of two days between
exercise sessions.

Individuals with high risk of cardiovascular disease should start the aerobic physical
activity at a light to moderate level. Both intensity and duration can, after some
weeKks, be increased.

Individuals with type 1 diabetes and concomitant cardiovascular disease or signs of it
should be optimal treated for their cardiovascular disease before starting a physical
activity programme.

Shoes with shock-absorbing ability are recommended, and the feet should be
regularly controlled regarding wounds, especially in individuals with peripheral
neuropathy.
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12. Type 2diabetes

Prevention

Regular physical activity is associated with a reduced risk of developing type 2 diabetes
(1,2). The general global recommendation on physical activity for health can be applied.

Indication of physical activity in type 2 diabetes

In type 2 diabetes, physical activity is indicated with high priority together with other
lifestyle modifications and in combination with pharmacological treatment.

Effects of physical activity in type 2 diabetes

Acute effects

A single session of physical activity increases insulin independent uptake of blood glucose in
the skeletal muscle in a linear dose-response manner. The effect wears off after 48 hours.
Even short bouts of activity to break up sitting time, can decrease blood glucose levels.
Effects of regular physical activity

There is high certainty evidence that physical activity can improve glucose control
(decreased HbA1c) over time (Table 1). Regular physical activity also affects risk factors
such as blood lipids, blood pressure, vascular function, and aerobic fitness positively (Table
1). The greatest risk reduction from complications was found when a sedentary individual
became physically active (3). In subjects with a short duration of diabetes, the probability
of achieving a good glucose control with only physical activity was more likely compared to
those who had had the disease for a longer time (4,5). A decrease in blood glucose
measured as HbA1lc by 6-9 mmol/mol is clinically relevant.

A high dose and intensity of physical activity resulted in a greater effect on glucose control
compared to a lower dose and intensity. A combination of aerobic and muscle-
strengthening activity was the most effective exercise modality, and thereafter aerobic
physical activity at vigorous intensity. Aerobic and muscle-strengthening activity at a
moderate to light intensity was also beneficial, but not to the same extent as vigorous
intensity activity.

Table 1. Effects and evidence of regular physical activity in type 2 diabetes.

Outcome Evidence* References Type of physical activity
HbAlc ++++ (3,6-14) Aerobic and muscle-strengthening
activity
Blood lipids +++ (8,9) Aerobic physical activity
Blood pressure +4++ (8,9) Aerobic physical activity
Vascular function +++ (15-17) Aerobic physical activity
Aerobic fitness +44 (8,9,15,18) Aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in type 2 diabetes

Individuals with type 2 diabetes should be recommended aerobic and muscle-
strengthening physical activity to:

improve glucose control measured as by HbAlc (++++)
improve blood lipids (+++)

reduce blood pressure (+++)

increase aerobic fitness (+++)

improve vascular function (+++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of s Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7 8-10 8-12 1-3 2-3
Or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in type 2 diabetes fulfils the general global
recommendation on physical activity for health and no additional recommendation is
needed.

Diagnosis-specific advice

Individuals with high risk of cardiovascular disease should start the aerobic physical
activity at a light to moderate level. Both intensity and duration can thereafter be
increased.

The effect of physical activity is likely greater at a higher intensity and dose of aerobic
physical activity.

The effect of physical activity on HbA1lc is comparable to the effect of many oral
antidiabetic drugs.

A combination of aerobic and muscle-strengthening activity has the greatest effect.
For optimal blood glucose control, there should be a maximum of two days between
exercise sessions.

Blood glucose should be measured before and after exercise. To reduce the risk of
exercise-induced hypoglycaemia, the insulin dose should be reduced and
carbohydrates provided before, during and after exercise.

Individuals with type 2 diabetes and concomitant cardiovascular disease or signs of it
should be treated for their cardiovascular disease before starting a physical activity
programme.
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13. Fibromyalgia

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing fibromyalgia.

Indication of physical activity in fiboromyalgia

In fibromyalgia, physical activity is indicated together with other lifestyle modifications,
education and pharmacological treatment. A multi-modal approach is recommended.

Effects of physical activity in fiboromyalgia

Acute effects

Physical activity can lead to increased or decreased pain. In order to prevent disabling
increases in pain, physical activity has to be modified for individual resources, goals and
preferences.

Effects of regular physical activity

Individuals with fibromyalgia can decrease pain and fatigue, and improve quality of life,
muscle strength and physical function (Table 1). Aerobic and muscle-strengthening activity
combined has been shown to be most effective, but aerobic physical activity or muscle-
strengthening activity are also beneficial. Aerobic and muscle-strengthening activity: the
aerobic part consisted of walking, jogging, cycling or water exercises. The muscle-
strengthening part was resistance training with free weights or equipment. It had been
performed at light to vigorous intensity (40-85% of HR max and 40-80% of 1 RM), for 45-
90 min per session, 2-3 times per week, for 5 to 26 weeks. Aerobic physical activity
consisted of running, brisk walking, Nordic walking, aerobics, dance, or water exercises. It
was been performed at light to vigorous intensity (60% of VO2 max with progression up to
80% of VO2 max), for 40-65 min per session, 2 -3 times per week, for 6 to 24 weeks. Muscle-
strengthening activity was based on low to high-intensity resistance training using free
weights, body weight exercises, elastic tubing or gym machines. It involved 4-20
repetitions with an initial load at 40% of 1 RM with progression to 85% of 1 RM, 2-3 times
per week, for 3 to 21 weeks.

Table 1. Effects and evidence of regular physical activity in fibromyalgia.

Outcome Evidence* References Type of physical activity
Aerobic and muscle-strengthening activity or
Pain +++ (1,2) aerobic physical activity or muscle-
strengthening activity
Fatigue +++ (1,2) Aerobic and muscle-strengthening activity
++ (3) Aerobic physical activity
Aerobic and muscle-strengthening activity or
Quality of life +++ (1-3) aerobic physical activity or muscle-
strengthening activity
Muscle strength +++ (4,5) Muscle-strengthening activity
Physical function +++ (1,6) Aerobic and muscle-strengthening activity
++ (3,5) Muscle-strengthening activity

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in fiboromyalgia

Individuals with fibromyalgia should be recommended aerobic and muscle-
strengthening activity to:

reduce pain and fatigue (+++), improve quality of life (+++), increase muscle strength
(+++), and improve physical function (+++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency Number of " Frequency
Intensity minutes/week days/week exercises Repetitions | Sets days/week
Moderate 2045 2-3 5-10 1520 | 23 2-3
min/session

If the pain allows, the individual can increase
the intensity over weeks to up to Borg RPE 16

If the pain allows, the individual can increase
the resistance over 3-4-week intervals in order
to reach:

Vigorous

20-45

: . 2-3 5-10 5-10 2-3 2-3
min/session

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO: at rest,
10-15 repetitions = the heaviest weight that can be lifted through the full range of motion 10-15 times (10-15 RM).

The recommended physical activity in fibromyalgia may not fulfil the general global
recommendations on physical activity for health. Discuss with the individual on
possibilities to add further aerobic and muscle-strengthening activity.

Diagnosis-specific advice

The physical activity should, in a dialogue with the person be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist.
Individuals with fibromyalgia need longer recovery time after physical activity than
healthy individuals, and therefore moderate-vigorous aerobic physical activity is not
recommended more than 2-3 days per week.

Arm exercises above the head and any eccentric exercise should be performed with
caution.

Education in pain management should be added for improved symptom relief.
Individuals with more severe pain, fatigue and/or disability are recommended to
introduce physical activity at a light and comfortable level that is adjusted to their
specific health issues. The aim is to increase exercise tolerance by progressively
increasing the dose of physical activity. The recommended duration is 30 minutes,
which can be divided into 15-minute sessions, 3-5 times per week. At this stage,
ensuring regularity is more important than the intensity of the physical activity.
Suitable types of physical activity include water-based exercises at low to moderate
intensity, walking and Nordic walking.

Aerobic physical activity at a moderate or vigorous intensity is introduced when the
individual manages that level.

An individually tailored programme with muscle-strengthening activity is
recommended to improve muscular strength and endurance. Once the symptom
severity has decreased, the individual can follow the physical activity
recommendations.
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14. Chronic heart failure

Prevention

Chronic heart failure is a syndrome secondary to other diseases, where a sufficient level of
physical activity can reduce the risk of developing heart failure for some individuals (1,2).
The general global recommendation on physical activity for health can be applied.

Indication of physical activity in chronic heart failure

In chronic heart failure, physical activity is indicated together with other lifestyle
interventions, education and pharmacological treatment (3).

Effect of physical activity in chronic heart failure

Effects of regular physical activity

Individuals with chronic heart failure can reduce hospital admissions and improve
myocardial function, health related quality of life, aerobic fitness and muscle strength after
exercise-based cardiac rehabilitation (exCR, Table 1). ExCR consisted of aerobic and/or
muscle-strengthening activity. The aerobic physical activity was typically performed
continuously or in intervals on a cycle ergometer or treadmill, but also as
aerobics/calisthenics or circuit training at an intensity of 60% to 85% of maximal oxygen
uptake (VO2max), for 30-60 minutes, 3 to 5 times per week for 3 to 6 months (4). The
muscle-strenghtening activity included 8-10 different exercises, at 40-80% of 1 RM, 10-15
repetitions, 1-3 sets, and 2-3 times per week (3,4). Combined aerobic and muscle-
strengthening activity improved VO2 max to a larger extent compared to aerobic physical
activity alone (5, 6). VO2max could be further improved with high-intensity interval
training compared to moderate-intensity continuous training (6). However, iso-caloric
protocols diminished this effect (7). Inspiratory muscle strength increased by inspiratory
muscle training (8). Exercise training made no or little impact on all-cause mortality (RR
0.89,95% CI 0.66 to 1.21, ++) with 12 months follow up or less, but may reduce all-cause
mortality (RR 0.88, CI 0.75 to 1.02, ++++) with more than 12 months follow up (9). A recent
meta-analysis on individual data showed that exercise training did not have a significant
effect on the risk of mortality and hospitalisation (10). However, uncertainty around effect-
size estimates in this meta-analysis precludes drawing definitive conclusions.

Table 1. Effects and evidence of physical activity in chronic heart failure.

Outcome Evidence* | References Type of physical activity
Myocardial function ++ (11 Aerobic physical activity or aerobic and
muscle-strengthening activity
Hospital admissions +++ 9) Aerobic physical activity or aerobic and
muscle-strengthening activity
Quality of life ++ 9) Aerobic physical activity or aerobic and
(HRQoL) muscle-strengthening activity
Aerobic fitness ++++ (12) Aerobic physical activity or aerobic and
(6MWT and VO; max) muscle-strengthening activity
Muscle strength +++ (5,6) Aerobic physical activity or aerobic and
muscle-strengthening activity
Inspiratory +++ (8) Inspiratory muscle training
muscular strength

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+). HRQoL=Health related quality of life.
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Recommended physical activity in chronic heart failure
Individuals with chronic heart failure should be recommended aerobic and muscle-
strengthening physical activity to:

- improve myocardial function (++) and decrease hospital admission (+++)

- improve health-related quality of life (++)
- increase aerobic fitness (++++), walking distance (++++) and muscle strength (+++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of . Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/ week
Mov(ie(r)?geuind Atleast 90
in%ensit (e.g 30-60 3-5 8-10 10-15 1-3 2-3
Sy min/session)
combined

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VO2max -VO: at rest,
10-15 repetitions = the heaviest weight that can be lifted through the full range of motion 10-15 times (10-15 RM).

The recommended physical activity in chronic heart failure fulfils the general global
recommendation on physical activity for health and no additional recommendation is needed.

Diagnosis-specific advice

The dosage of physical activity in chronic heart failure should always be preceded by
a pre-exercise screening test by a physiotherapist, physician or other health
professional with sufficient knowledge in individual assessment of aerobic fitness
level and muscle strength (13).

In order to prescribe the individual intensity of aerobic physical activity in individuals
taking beta blockers, either the Borg RPE-scale® 6-20 or the heart-rate reserve
assessed from the symptom-limited cycle ergometer test should be used. In addition,
it is important to know that those treated with medication that affects the renin-
angiotensin-aldosterone system may have a resting systolic blood pressure below
100 mmHg.

With physical exercise, particular attention should be paid to heart rate response,
abnormal blood pressure reactions, any arrhythmia, and symptoms such as dizziness
or severe shortness of breath (see contraindications in the introduction).

If the individual has a low aerobic fitness, the exercise training period can start with
peripheral muscle training, which includes a high relative load but does not
significantly impact the central circulatory system. After a few months of peripheral
muscle training, more aerobic fitness training involving major muscle groups can be
introduced.

An individual with chronic heart failure often requires support and encouragement to
begin, increase and maintain their exercise levels and thereby their aerobic fitness.
The aerobic and muscle-strengthening exercise programme may advantageously be
performed as part of a cardiac rehabilitation programme, either as an exercise
intervention only or in combination with other lifestyle interventions. The exercise
intervention can be performed in a supervised hospital based setting, as a home-
based exercise program or through a combination of both. After the completion of an
exCR programme, individuals with chronic heart failure should continue lifelong
physical activity to maintain the improved physical fitness.
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15. Hypertension

Prevention
Regular physical activity is associated with a reduced risk of developing hypertension (1,2).
The general global recommendation on physical activity for health can be applied.

Indication of physical activity in hypertension

In Grade 1, blood pressure of 140 - 159/90 - 99 mmHg, with low to moderate risk of
cardiovascular disease, physical activity is indicated together with other lifestyle
modifications as first-line treatment. In Grade 2, blood pressure of 160-179/100-109
mmHg and 1 - 2 risk factors for cardiovascular disease, physical activity is indicated
together with other lifestyle modifications alone, or most often in combination with
pharmacological treatment, to reach normotension. In Grade 3, blood pressure of > 180/>
110 mmHg, individualised physical activity is indicated, together with other lifestyle
modifications, as an addition to pharmacological treatment, with some possible exceptions
for competitive sports (3).

Effects of physical activity in hypertension
Acute effects

During acute aerobic physical activity of sufficient intensity, the systolic pressure increases
while the diastolic pressure is relatively unchanged. In a hypertensive patient, the blood
pressure response may be exaggerated. After aerobic physical activity, the blood pressure
will decrease below resting pressure, for several hours, i.e. ‘post-exercise hypotension’.
During dynamic muscle-strengthening activity the blood pressure typically increases more
as compared to aerobic physical activity, sometimes reaching very high levels,
accompanied by an increase in peripheral resistance.

Effects of regular physical activity

In individuals with hypertension (BP >140 mmHg), the systolic blood pressure decreases
as an effect of physical activity (Table 1). The largest reduction in blood pressure was
found when the training consisted of aerobic and dynamic muscle-strengthening activity in
combination (mean effect: -13.5 mmHg) and aerobic physical activity of moderate intensity
(mean effect: -9.5 mmHg) for at least 4 weeks (4). The effect of physical activity was at the
same level as the effect of medical treatment. Compared to an earlier meta-analysis (5), the
inclusion of more RCTs contributed to a stronger effect of muscle-strengthening activity
and the conclusion that aerobic and dynamic muscle-strengthening activity in combination
was more effective than each type of activity alone. The lack of blinding, small samples,
heterogeneous control arms and various methods were limitations.

Table 1. Effects and evidence of regular physical activity in hypertension.

Outcome Evidence* | References Type of physical activity
Systolic blood pressure 44+ (4) Aerobic physical activity
Systolic blood pressure +++ (4) Muscle-strengthening activity
Systolic blood pressure 4+ (4) Aerobic and muscle-strengthening activity
Systolic blood pressure ++ (4) Isometric muscle-strengthening activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in hypertension

Individuals with hypertension should be recommended aerobic or muscle-strengthening
physical activity, or a combination of these, to:

- decrease blood pressure (+++)

Individuals with hypertension can additionally be recommended isometric training to:
- decrease blood pressure (++)

Aerobic physical activity Muscle-strengthening activity
: Duration Frequency | Number of L Frequency
Intensity minutes/week | days/week exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7 8-10 8-12 2-4 2-3
Or
Vigorous Atleast 75 3-5
or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended dose of physical activity in hypertension fulfils the general global
recommendation on physical activity for health and no additional recommendation is
needed.

Diagnosis-specific advice

e In order to assess the intensity of aerobic physical activity in simultaneous beta-
blocker treatment, the Borg RPE-scale® should be used instead of heart rate
measurement, due to a deviating relationship between heart rate and exertion.

e Contact with a physiotherapist or other health professional with relevant knowledge
is recommended for individuals with concomitant coronary artery disease, following
examination by a physician.

e I[fisometric training is chosen: 4 x 2 minutes contraction at 20-50% of maximal
isometric contraction, 3 times per week.

e Restrictions in physical activity may apply in some cases, for example for competitive
sports, depending on the total risk profile, the presence of target organ damage and
level of blood pressure-control (3).

¢ Individuals with hypertension and concomitant cardiovascular disease or signs of it
such as dyspnoea, chest pain or arrhythmia, should be optimal treated for their
cardiovascular disease before starting a physical activity programme.
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16. Lipid disorders

Prevention

Regular physical activity is associated with a reduced risk of developing lipid disorders
(1,2). The general global recommendation on physical activity for health can be applied.

Indication of physical activity in lipid disorders

In lipid disorders without any other risk factors for cardiovascular disease, physical activity
is indicated as a first step together with other lifestyle modifications (e.g. diet).

In lipid disorders, in combination with other risk factors for cardiovascular disease,
physical activity is indicated together with other lifestyle modifications and
pharmacological treatment.

Individuals with markedly raised lipid values, such as in familial hypercholesterolemia,
should always be treated with statins as the basic treatment, together with diet and
physical activity.

Effects of physical activity in lipid disorders

Effects of regular physical activity

In individuals with lipid disorders, a period of physical activity can improve cholesterol and
triglycerides (Table 1). All types of aerobic physical activity were beneficial, if a sufficient
dose was achieved and the intensity was at least moderate.

A minimum exercise threshold was necessary to improve the lipid profile. The quantitative
effect of physical activity on serum lipids was small. To improve the level of LDL-
cholesterol, the effective dose of physical activity was higher as compared to other lipids.
In addition, there was low certainty evidence (++) that yoga or similar activities have
positive effects on blood lipid levels (7). However, it is not yet established which

intensity, duration and frequency is optimal. The evidence of any effect of muscle-
strengthening activity had very low certainty evidence (+).

Table 1. Effects and evidence of regular physical activity in lipid disorders.

Outcome Evidence* References Type of physical activity
Total Cholesterol ++ (3-5) Aerobic physical activity
HDL-cholesterol +++ (3,5,6) Aerobic physical activity
LDL-cholesterol ++ (3-5) Aerobic physical activity

Triglycerides +4++ (3,5,6) Aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+).
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Recommended physical activity in lipid disorders

Individuals with lipid disorders should be recommended aerobic physical activity to:
- normalise blood lipids (+++)

Aerobic physical activity

Muscle-strengthening activity

. Duration Frequency | Number of s Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7

0
- g No evidence available.
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week

(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2zR, RPE 14-17. VOzR = VO2max -VO2 at rest.

The recommended aerobic physical activity in lipid disorders does not fulfil the general
global recommendation on physical activity for health. Add muscle strengthening activity
according to the general global recommendations, if the health condition permits.

Diagnosis-specific advice

¢ In familial forms of lipid disorders and in established atherosclerotic disease, lifestyle

changes must always be accompanied by pharmacological treatment with statins as
the first choice.
¢ In the event of muscular pain or soreness, persisting more than 72 hours post
exercise, exercise treatment should be halted, statin treatment withdrawn and the
individual’s plasma creatine kinase value checked.
e Ahigher dose of physical activity gives greater effect on the lipid balance as a dose-
response relationship exists.

¢ Individuals with lipid disorders and concomitant cardiovascular disease or signs of it

should be optimal treated for their cardiovascular disease before starting a physical
activity programme.
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17. Metabolic syndrome

Prevention

Regular physical activity is associated with a reduced risk of developing the metabolic
syndrome (1,2). The general global recommendation on physical activity for health can be
applied.

Indication of physical activity in metabolic syndrome

In metabolic syndrome, physical activity is indicated with high priority, together with other
lifestyle modifications.

Effect of physical activity in the metabolic syndrome

Acute effects

Physical activity leads to an immediate response, with decreased plasma glucose and
increased lipid metabolism. The systolic blood pressure is decreased after physical activity.

Effects of regular physical activity

All components of the metabolic syndrome are positively affected by physical activity
(Table 1). The majority of the aerobic physical activity studies included an intervention of
45-60 minutes of moderate to vigorous intensity, 3-5 times per week, for 8 to 52 weeks.
Aerobic physical activity was most effective to improve all the risk conditions, while
muscle-strengthening activity was least efficient. Blood-pressure was susceptible to
physical activity independent of type of activity.

There is a linear dose-response association between the risk of developing the metabolic
syndrome and the amount of physical activity performed. The risk of developing the
metabolic syndrome is reduced by 10% for every 10 MET h per week of physical activity
increment compared with inactivity (RR=0.90, 95% CI 0.86 to 0.94) (3).

Table 1. Effects and evidence of regular physical activity in metabolic syndrome.

Outcome Evidence* | References Type of physical activity
+H++ (5-7) Aerobic physical activity
Metabolic syndrome +++ (5) Aerobic and muscle-strengthening activity
++ (3,7) Muscle-strengthening activity
Systolic blood pressure s (5-7) Aerobic and/or mlllslcle-strengthemng
activity
Waist-circumference s (5-7) Aerobic physical act1v1t¥ or ael"o.blc and
muscle-strengthening activity
Triglycerides +4++ (5-7) Aerobic physical activity
. oo . Aerobic physical activity or aerobic and
High density lipoprotein e (5-7) muscle-strengthening activity
Fasting plasma glucose +4++ (5-7) Aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in metabolic syndrome

Individuals with metabolic syndrome should be recommended aerobic physical activity
or aerobic and muscle-strengthening activity to:

- normalise the factors that comprise the metabolic syndrome (++++)

Aerobic physical activity

Muscle-strengthening activity

Intensity mir?li{cgzist}S\Zek g;;g}lvizg( l\iir;lzgegf Repetitions | Sets g;;g}lvig(?};
Moderate Atleast 150 3-7 8-10 8-12 1-3 2-3

Or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in metabolic syndrome may not fulfil the general
global recommendation on physical activity for health. If only aerobic physical activity is
chosen to treat depression, add muscle-strengthening activity, if the health condition
permits.

Diagnosis-specific advice

A higher dose is ideal, as there is a strong dose-response relationship. In cases of
being overweight/obese, a double dose of aerobic physical activity is applicable,
together with diet modifications.

The training period should last for at least 8 weeks to improve the components of the
metabolic syndrome and the syndrome as a whole, but should preferably last for the
rest of life.

Individuals with metabolic syndrome with concomitant cardiovascular disease or
signs of it should be optimally treated for their cardiovascular disease before starting
a physical activity programme.

Individuals with the metabolic syndrome should be recommended to decrease
sedentary time.

Shoes with shock-absorbing ability are recommended for obese individuals.

For further specific advice see also chapters on hypertension, lipid disorders,
overweight/obesity and type 2 diabetes.
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18. Migraine

Prevention
Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing migraine.

Indication of physical activity in migraine

In migraine, physical activity is indicated as a prophylactic treatment together with other
lifestyle modifications, pharmacological and/or non-pharmacological treatment, or as an
alternative for individuals who cannot tolerate, do not want to, or do not respond to
pharmacological treatment.

Effects of physical activity in migraine

Most studies on physical activity and migraine have been performed in episodic migraine.
Regarding chronic migraine, only one RCT (1) evaluated the effects of physical activity in
addition to prophylactic medication as migraine treatment, and the level of evidence was
very low (+). However, physical activity can be recommended in chronic migraine
according to the general recommendations, preferably at a moderate intensity level.
Effects of regular physical activity

Individuals with episodic migraine can decrease number of days with migraine (Table 1).
The aerobic physical activity was performed as cycling, jogging, brisk walking or cross
training, at vigorous intensity (Borg RPE-scale® 14-16), commonly for 20-30 minutes per
session, 3 times per week, for 10 to 16 weeks (2). The effect size for reduction of days with
migraine was -0.6 (95% CI -1.14 to -0.09) days per month (2). While the majority of studies
used continuous aerobic physical activity, one small study compared continuous to high
intensity interval training, and found a reduction in migraine days favoring the high
intensity interval group (3).

Additionally, aerobic physical activity may affect intensity and duration of migraine attacks
as well as reduce acute medication used and increase quality of life. Pain intensity was
reported to decrease by between 20-54 % in different studies (2), but non-significantly in a
meta-analysis (4). The duration of attacks was reported to decrease by 20-27 %, but needs
to be studied further (2). Regarding acute medication used and quality of life, significant
positive effects were shown after 12 weeks of physical activity compared with baseline (5,
6). The results on decreased pain intensity, reduction in acute medication used, and
increased quality of life have shown similar results compared to well established
pharmacological treatment (5). This indicates that physical activity may be an option for
patients who prefer non-pharmacological prophylaxis.

Table 1. Effect and evidence of regular physical activity in episodic migraine.

Outcome Evidence* Reference Type of physical activity

Days with migraine +++ (2) Aerobic physical activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+).
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Recommended physical activity in migraine

Individuals with episodic migraine should be recommended aerobic physical activity to:

- reduce the number of days with migraine (+++)

Aerobic physical activity

Muscle-strengthening activity

e.g. 25 min 3 days/week

No evidence available

. Duration Frequency | Number of s Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Vigorous Atleast 75 3-5

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.

The recommended physical activity in migraine does not fulfil the general global
recommendation on physical activity for health. Add muscle-strengthening activity
according to the general global recommendations, if the health condition permits.

Diagnosis-specific advice

e Warm-up and cool-down at moderate intensity (Borg RPE-scale® 12-13) should be
added to the recommended exercise sessions at vigorous intensity (Borg RPE-scale®
14-16). Especially for individuals with vigorous exercise as a migraine trigger, a long
warm-up period (at least 15 minutes) may be important to reduce the risk of a
migraine attack.

e If physical activity is a trigger for migraine attacks, the intensity and duration of the
physical activity should be slowly increased until the recommended dose is achieved.

¢ Forindividuals who state that physical activity may cause a migraine attack, factors
such as dehydration, drop in blood sugar and high level of perceived stress in
connection with the exercise session, should be avoided.
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19. Multiple sclerosis

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing multiple sclerosis.

Indication of physical activity in multiple sclerosis

In mild-to-moderate multiple sclerosis, physical activity is indicated together with other
lifestyle modifications and pharmacological treatment. Individuals with severe multiple
sclerosis should be encouraged to undertake physical activity even if the evidence is weak.

Effect of physical activity in multiple sclerosis

Effects of regular physical activity

Individuals with mild-to-moderate multiple sclerosis can improve symptoms such as
fatigue, balance and gait impairments and depressive symptoms, and improve quality of
life, aerobic fitness and muscle strength after a period of structured physical activity (Table
1). The effects of structured physical activity were studied directly after a training period,
which in most studies comprised at least moderate intensity activity, 2-3 times per week,
for 8 to 12 weeks. The muscle-strengthening activity was supervised and progressive,
involving 8-15 RM, 2-3 times per week, for 8 to 24 weeks. For individuals with severe
multiple sclerosis, there is very low certainty evidence (+) for physical activity to have
effects on functioning and health (10).

Table 1. Effects and evidence of regular physical activity in mild-to-moderate multiple sclerosis.

Outcome Evidence* References Type of physical activity

Fatigue ++ (2,7) Aerobic and muscle-strengthening activity or

aerobic physical activity or muscle-
strengthening activity

Balance ++ (6) Balance training, aerobic and muscle-

strengthening activity or aerobic physical

activity or muscle-strengthening activity

Gait (distance, ++++ (2,5) Aerobic and muscle-strengthening activity or
6MWT or speed) aerobic physical activity or muscle-
strengthening activity
Depressive ++ (2,8) Aerobic and muscle-strengthening activity or
symptoms aerobic physical activity or muscle-
strengthening activity
Quality of life ++ (2,9) Aerobic and muscle-strengthening activity or

aerobic physical activity or muscle-
strengthening activity

Aerobic fitness +++ (1) Aerobic and muscle-strengthening activity or
aerobic physical activity
Muscle strength +++ (2-4) Muscle-strengthening activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low
certainty evidence (+). 6MWT = Six minute walk test.
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Recommended physical activity in multiple sclerosis

Individuals with mild-to-moderate multiple sclerosis should be recommended aerobic and
muscle-strengthening activity to:

- reduce fatigue (illness-related tiredness) (++)

- improve balance function (++)

- improve gait function (++++)

- reduce depressive symptoms (++)

- improve health-related quality of life (++)

- increase aerobic fitness and muscle strength (+++)

Aerobic physical activity

Muscle-strengthening activity

NSty | s jweek | daysyweel | exercses | RePeUiOns | sets | i BB
Moderate Atleast 150 3-7 8-10 8-15 1-3 2-3

or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO:R, RPE 14-17. VOzR = VO2max -VO: at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in individuals with mild-to-moderate multiple sclerosis
fulfils the general global recommendation on physical activity for health and no additional
recommendation is needed.

Diagnosis-specific advice

e The physical activity should be designed and individually tailored by medically-
trained staff, such as a physiotherapist, in a dialogue with the individual.

¢ In case of heat intolerance, it is recommended to perform the exercise in intervals
and/or in a cool environment. Physical activity does not increase the risk of relapses,
but in the case of a relapse, vigorous intensity, long duration and high frequency of
physical activity should be avoided.
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20. Myositis

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing myositis.

Indication of physical activity in myositis

In established low-active myositis, physical activity is indicated together with other
lifestyle modifications and pharmacological treatment.

Effect of physical activity in myositis

Effects of regular physical activity

Individuals with established polymyositis and dermatomyositis decrease disease activity
and improve quality of life, muscle function, aerobic fitness and activity limitations after a
period of physical activity (Table 1). The aerobic physical activity was performed
continuously on a cycle ergometer or at a step-up class and the muscle-strengthening
activity as upper- lower limb or core training. The physical activity was performed at an
intensity of 260-70% of VO2max / 30-40 RM (1-4), 3 times per week, for 4 weeks to 6
months.

In individuals with recent onset, active polymyositis and dermatomyositis, there was very
low certainty evidence (+) that land-based aerobic physical activity and unspecific muscle-
strengthening activity improved aerobic fitness and muscle function. The aerobic physical
activity was performed as 20 minutes of outdoor walking at 60-70% of predicted maximal
heart rate, and the muscle-strengthening activity was performed at a low-moderate
intensity, 5 times per week for 12 weeks (5).

In individuals with inclusion body myositis there was low certainty evidence (++) that
blood flow-restricted muscle-strengthening activity could sustain muscle strength
compared to a non-exercising control. Muscle strength deteriorated by 9% over 12 weeks.
The muscle-strengthening activity was performed with 70% restricted blood flow on 30-
40% of 1 RM, twice a week for 12 weeks (6).

Table 1. Effects and evidence of regular physical activity in stable polymyositis and
dermatomyositis

Outcome Evidence* | References Type of physical activity
Disease activity ++ (2) Aerobic and muscle-strengthening activity
Quality of life ++ (1-3) Aerobic and muscle-strengthening activity
Activity limitation ++ (1,2,4) Aerobic and muscle-strengthening activity
Muscle function ++ (1-3) Aerobic and muscle-strengthening activity
Aerobic fitness ++ (1,2) Aerobic and muscle-strengthening activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in myositis

Individuals with established low active myositis, dermatomyositis and polymyositis,
should be recommended aerobic physical activity and muscular strength /endurance

training to:

- reduce disease activity (++) and activity limitation (++)

- improve quality of life (++)
- increase aerobic fitness (++) and muscle strength/endurance (++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of . Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate or Atleast 90
vigorous ) ) i
intensity (e.g. 30 3 5-8 30-40 1-3 3
combined min/session)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
30-40 repetitions = the heaviest weight that can be lifted through the full range of motion 30-40 times (30-40 RM).

The recommended physical activity in myositis does not fulfil the general global
recommendation on physical activity for health. However, no further muscle-strengthening
activity using higher loads and fewer repetitions is generally recommended in myositis.
There is no contraindication, for muscle-strengthening activity using higher loads
according to the general recommendation in low active myositis. However, caution should
be taken in the case of very high cortisone doses and in comorbidity such as osteoporosis.

Diagnosis-specific advice

The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medical trained staff, such as a physiotherapist.

Warm-up and cool down are important and should be added to the recommendation
above. The aerobic physical activity and the muscular endurance training should
ideally be carried out in the same session. The loads should initially be lower than
recommended, to be gradually increased over periods of at least 2 to 3 weeks.

The physical activity must also be adapted to the individual’s muscle weakness, lung
capacity, tiredness, pain and disease activity, and to fluctuations in disease activity.

It is important to swap exercise between the upper and lower extremities, and neck
and core, to avoid muscle exhaustion. In pronounced muscle weakness, it is important
to ensure flexibility in the shoulder joints primarily.

Physical activity does not increase risk of flares, but in the case of a flare, vigorous
intensity, long duration and high frequency should be avoided.

Individuals with myositis and concomitant cardiovascular disease or signs of it
should be optimally treated for their cardiovascular disease before starting a physical
activity programme.

For people with myositis and concomitant osteoporosis, pulmonary fibrosis and
possibly cardiac involvement, the degree of organ involvement should be assessed
before physical activity treatment.
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21. Osteoarthritis

Prevention

Regular physical activity at a moderate level may be associated with a reduced risk of
developing osteoarthritis. However, both low and high levels of physical activity may be
associated with an increased risk. Joint injury and overweight are important modifiable
osteoarthritis risk factors often associated with lower levels of physical activity.

Indication of physical activity in osteoarthritis

In osteoarthritis, physical activity is indicated together with other lifestyle modifications,
weight management and education as a first step, with physical activity having the greatest
effect. In addition, pain and anti-inflammatory medications may be (temporarily) needed.

Effects of physical activity in osteoarthritis

Acute effects

People with painful hip or knee joints from osteoarthritis who start to exercise may
experience a temporary increase in joint pain. This sensation may hinder the individual
from continuing the activity.

Effects of regular physical activity

In individuals with symptomatic hip or knee osteoarthritis, physical activity (land-based
aerobic physical activity, muscle-strengthening activity or joint-specific functional
exercise) regardless of duration, frequency or intensity, is associated with pain relief
immediately following treatment; with a small effect in hip osteoarthritis and a moderate
effect in knee osteoarthritis (Table 1). Similar effects can be expected regardless of level of
baseline pain and radiographic knee osteoarthritis grade (1). In both hip and knee
osteoarthritis there was a small immediate improvement in physical function (Table 1). In
hip osteoarthritis, there was no improvement in quality of life immediately after the
treatment period whereas there was a small improvement in knee osteoarthritis (Table 1).
Small persistent treatment effects were seen at 3 to 6 months after the treatment period in
both hip and knee osteoarthritis (2,3). There was low certainty evidence (++) for moderate
greater effects from high-intensity exercise programs (4, 5). There is a comparable
likelihood of withdrawals in studies due to increased joint pain from exercise and control
interventions (2,3).

Table 1. Effects and evidence of physical activity in hip and knee osteoarthritis.

Outcome Evidence* | References Type of physical activity
Hip
Pain FH+4 (2) Aerobic and muscle-strengthening activity
and/or joint specific functional exercise
Physical F+ (2) Aerobic and muscle-strengthening activity
function and/or joint specific functional exercise
Knee
Pain e+ (3) Aerobic and muscle-strengthening activity
and/or joint specific functional exercise
Physical e+ (3) Aerobic and muscle-strengthening activity
function and/or joint specific functional exercise
Quality of life FH++ (3) Aerobic and muscle-strengthening activity

and/or joint specific functional exercise
*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in hip and knee osteoarthritis
Individuals with osteoarthritis should be recommended aerobic and muscle-strengthening
physical activity and/or joint specific functional exercises to:

reduce pain (++++)
improve quality of life (++++)
improve physical function (+++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of . Frequency
Intensity minutes/week | days/week exercises Repetitions | Sets days/week
Weak
muscle
Moderate . 20-30. 2-3 groups in 8-12 1-3 2-3
min/session
core and
legs
Joint specific functional exercises
Duration Number of exercises Sessions per week
. . 5-7
45-60 min/session Core and both legs 2-3

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in osteoarthritis does not fulfil the general global
recommendations on physical activity for health. Add muscle-strengthening activity and
additional aerobic physical activity to fulfil the general global recommendations, if the
health condition permits.

Diagnosis-specific advice

The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist.

At least two sessions per week, with gradually increased loads, for 6 to 8 weeks, is
recommended. The individual may then exercise on their own with booster sessions
and follow-up by a physiotherapist.

Both general and joint specific functional exercises have similar effects on functional
limitation and pain.

Add flexibility exercises to maintain or increase range of motion of the affected joints.

To avoid injuries, warm-up exercises at low intensity should precede the exercise
session.

Shoes with shock-absorbing ability are recommended to improve walking ability.
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22, Osteoporosis

Prevention

Regular physical activity is associated with a reduced risk of developing osteoporosis (1,2).
In particular, muscle-strengthening physical activity combined with other weight-bearing
physical activity such as jogging/running and jumping reduce the risk.

Indication of physical activity in osteoporosis
In osteoporosis, weight-bearing physical activity is indicated together with other lifestyle
modifications.

Effect of physical activity on bone health

Effects of regular physical activity

Individuals with risk of osteoporosis (osteopenia) or with osteoporosis can improve bone
health after a period of physical activity (Table 1). The influence of gravitation and muscle
contractions are both prerequisites for bone health. The normal remodelling process takes
about 4 months. At least 6 months of muscle-strengthening physical activity in both
premenopausal women and men was required until increased bone mass was detected.
Dynamic training was more effective than static training. Jogging, jumping and muscle-
strength physical activity performed at a moderate to vigorous intensity, for 30-60 minutes
per day, 3-5 times per week had positive effects on bone health regardless of age.

Table 1. Effects and evidence of regular physical activity in osteopenia and osteoporosis.

Outcome Evidence* | References Type of physical activity
Reduced bone loss at the ++ (3,4) Progressive resistance strength training for
femoral neck and at the the lower limbs.
lumbar spine in Combined exercise types.
postmenopausal women
Reduced fall rates in older ++++ (5) Balance and functional exercises.
persons
Reduced number of older ++ (5) Balance and functional exercises,
persons with a fall-related strength /resistance, Tai Chi, dance,
fracture flexibility, gait and endurance training.
Reduced bone loss in older ++ (6) Progressive resistance training for all
persons with osteoporosis major muscle groups combined with other
loading physical activities.
Reduced fall rates (6) Balance exercises or multi-component
- in older persons with ++++ exercise programmes that include
osteoporosis, resistance training.
- in those with vertebral +++
fracture
Improved mobility, ++4+ (7N Multi-component exercise program that
balance, and +++ includes strength resistance training, Tai
self-reported physical ++ Chi, gait, balance and functional tasks.
function in persons with
osteopenia/osteoporosis

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in osteoporosis

Individuals with osteoporosis should primarily be recommended muscle strengthening
physical activity in combination with other weight-bearing physical activity to:

- slow down bone loss or increase bone density (++)

- improve health-related quality of life (++)

Individuals with osteoporosis and risk of falling should also be recommended balance and
functional exercises to:

- reduce the risk of falls (++++)

- reduce fall-related fractures (++) and increase mobility (+++)

Muscle-strengthening activity
together with other weight-bearing physical activities*

‘ — Frequency
Number of exercises Repetitions Sets days/week
8-10 8-12 2 2-3

*Other weight-bearing physical activity could be aerobic physical activity such as brisk walking or
jogging. There is no evidence available to recommend a specific dose of such activity concerning bone
health. 8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12
times (8-12 RM).

The recommended physical activity in osteoporosis may not fulfil the general global
recommendations on physical activity for health. If the given dose of aerobic physical
activity does not fulfil the general recommendations, add further aerobic physical activity if
the health condition permits.

Diagnosis-specific advice

e Specific advice should be given on how to avoid falls. In the case of established
osteoporosis, primarily in the elderly, it is recommended to perform individually
adapted muscle-strengthening activity in combination with balance exercises and
walking carefully, especially when footpaths are uneven.

e The skeleton's response to load increases with the magnitude and velocity of the
force and increases if the force has an unusual or alternating direction.

e Sit-ups and yoga exercises that involve strenuous flexion of the spine may increase
the risk of vertebral compression and should be avoided.
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23. Overweight and obesity

Prevention

Regular physical activity is associated with a reduced risk of developing overweight and
obesity (1-3). The general global recommendation on physical activity for health can be
applied and the more the better due to a dose-response relationship (3).

Indication of physical activity in overweight and obesity
In overweight or obesity, physical activity is recommended together with other lifestyle
modifications, especially diet.

Effects of physical activity in overweight and obesity

Acute effects

Physical activity stimulates fat decomposition, promotes fat oxidation, decreases post
exercise appetite and increases insulin sensitivity. Both aerobic and muscle-strengthening
activity commonly lead to increased energy expenditure lasting 14-48 hours post exercise.
Effects of regular physical activity

Individuals with overweight and obesity can reduce body weight, body mass index (BMI,
kg/m?), body fat percent and waist circumference with regular physical activity (Table 1).
Such activity could be brisk walking performed at moderate intensity (73% of HRmax,
close to vigorous intensity), lasting 45 minutes, 4 times per week for 12 to 16 weeks (4)
Also, continues training on treadmill or cycle at a moderate to vigorous intensity for 30-60
minutes, 3-5 times per week for 6-16 weeks improved body weight and body composition
measures (5,6). In addition, high intensity interval training can improve weight, body
composition measures (5,6) and aerobic fitness (5,7). In a meta-analysis no effect of low
volume high intensity interval training on body weight and body composition measures
was found (7). A yoga session of 60 minutes, every second day, for 12 weeks resulted in
lower BMI (8). Muscle-strengthening activity may increase lean body mass and decrease
body fat percent (9-10).

Physical activity gives health benefits such as decreased blood pressure and increased
insulin sensitivity in obese or overweight individuals irrespective of reduction in body
weight (3) and reduces risk factors for cardiovascular disease (chapter “Metabolic
syndrome”). Interventions targeting a combination of physical activity and diet, have
shown consistent modest improvements over time over time for both weight loss and
cardiovascular disease risk factors (11, 12).

Table 1. Effects and evidence of regular physical activity in overweight and obesity.

Outcome Evidence* References Type of physical activity

Body weight ++ (4,5) Aerobic physical activity

BMI and body fat percent ++ (4,5) Aerobic physical activity
Waist circumference ++ (4,6) Aerobic physical activity
Aerobic fitness ++ (5,7) Aerobic physical activity

High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in overweight and obesity

Individuals with overweight or obesity should be recommended aerobic physical activity
together with dietary modifications to:

- reduce body weight by 5 %, which is a clinically relevant weight reduction (++)

- reduce BMI, body fat percent and waist circumference (++)

- increase aerobic fitness (++)

Aerobic physical activity

Muscle-strengthening activity

Intensity mil?lireit/i:?e ok g;;g}lviz‘éi Number of | Repetitions | Sets g;sg}lvire‘g{
Moderate Atleast 300 3-7 8-10 8-12 1-3 2

or
Vigorous Atleast 150 3-5 There is some evidence - see references (9-10),

especially when combined with aerobic physical

or moderate and vigorous intensity e
activity

combined for at least 180 min/week
(60 min 3 days/week)

Moderate intensity: 40-59 % VOzmax, RPE 12-13. Vigorous intensity: 60-89 % VO2max, RPE 14-17.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in overweight and obesity does not fulfil the general
global recommendations on physical activity for health. Add muscle-strengthening activity
according to the general global recommendations, if the health condition permits.

Diagnosis-specific advice

To reduce body weight, dietary modifications in combination with physical activity
are recommended. A dose-response relationship exists, which favours a high dose of
physical activity. It is primarily aerobic activities that have been shown to affect body
weight. Muscle-strengthening activity alone, has only a marginal effect on body
weight. However, a combination of aerobic and muscle-strengthening activity may be
beneficial.

To maintain a new and lower body weight after a substantial weight reduction,
healthy eating habits in combination with a high dose of physical activity are
recommended. Moderate to vigorous aerobic physical activity show greater effect
than muscle-strengthening activities to maintain body weight. At least 300 minutes
per week is recommended (13-15). This could translate to, for instance, a total of 60
minutes of daily walking at least 5 days per week.

Individuals with overweight or obesity may have physical limitations and other
constraints to taking part in physical activity programmes. Thus, it is important to
find activities that are realistic for the individual. Starting at a low level and gradually
increasing duration and intensity is recommended to avoid injuries, pain in muscles
and joints and decreased motivation. A referral to a physiotherapist, an exercise
scientist, or other health professional with relevant knowledge for a consultation
could be of great value.

Individuals with overweight or obesity with concomitant cardiovascular disease or
signs of it should be optimally treated for their cardiovascular disease before starting
a physical activity programme.

57



24. Parkinson’s disedse

Prevention
Regular physical activity may be associated with a reduced risk of developing Parkinson’s
disease or parkinsonism (1).

Indication of physical activity in Parkinson’s disease

In Parkinson’s disease, physical activity is often indicated together with other non-
pharmacological and/or pharmacological treatments.

Effect of physical activity in Parkinson’s disease

Effects of regular physical activity

Physical activity can reduce parkinsonian motor symptoms (UPDRS motor scores), walking
speed, balance, aerobic fitness and muscle strength, and decrease fall rates in individuals
with Parkinson’s disease (Table 1). Studies that defined the intensity (65-89% HRmax)
showed that aerobic physical activity increased aerobic fitness. Muscle-strengthening
activity increased lower extremity strength. Treadmill training, and gait training with
cueing, increased comfortable gait speed. To improve walking speed the treadmill training
was performed 3 times per week for an average of 6 weeks. When targeting balance
problems, exercises that challenged balance were effective in improving balance. Physical
activities that addressed gait and balance components decreased fall rates, but not the
number of fallers. Training supervised by a physiotherapist often included gait and balance
training, but could also include muscle strengthening activity and/or flexibility. The
training improved walking speed, balance and motor symptoms. It was performed for 45
minutes, a minimum of 3 times per week, for 8 weeks (2).

There was low certainty evidence (++) that Tai Chi or Qigong improved functional balance
performance and motor symptoms, due to imprecise data and bias. There was very low certainty
evidence (+) that a mix of exercises affected health-related quality of life (3). Most studies
included individuals with mild to moderate Parkinson’s disease.

Table 1. Effects and evidence of regular physical activity in Parkinson’s disease.

Outcome Evidence* References Type of physical activity
Motor symptoms (UPDRS +++ (2) Gait and balance training**
part I11) ++ (4) Tai Chi or Qigong
Walking speed +++ (2) Gait and balance training**
(5) Treadmill training
Balance +++ (2) Gait and balance training**
(Berg balance scale) + (6) Tai Chi
Fall rate +4++ (7) Gait and balance training**
Gait capacity (6MWT) ++ (8) Progressive resistance training
Aerobic fitness (VO max) +++ (9-11) Aerobic physical activity
Muscle strength (1RM) ++++ (9,12) Muscle-strengthening activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
**The training could also include muscle-strengthening activity and/or flexibility. Abbreviations: UPDRS, Unified Parkinson’s Disease
Rating scale, part III = motors scores; 6MWT, 6-minute walk test in meter; RM, repetition maximum.
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Recommended physical activity in Parkinson’s disease

Individuals with Parkinson’s disease should be recommended gait and balance training to:
- improve motor symptoms, walking speed, balance and decrease fall rate (+++)

Individuals with Parkinson’s disease could be recommended Tai Chi to:
- improve motor symptoms and balance (++)

Individuals with Parkinson’s disease should be recommended aerobic and muscle-
strengthening physical activity to:
- increase aerobic fitness (+++) and muscle strength (++++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of o Frequency
Intensity minutes/week | days/week exercises Repetitions Sets days/week
Moderate Atleast 150 3-7 8-15 1-3 2-3
or Adjust
according
Vigorous Atleast 75 3-5 ~ tothe
or moderate and vigorous intensity individual
combined for at least 90 min/week capability
(30 min 3 days/week)
Gait and balance training*
: Duration Frequency
Intensity minutes/week days/week
Individual adapted with Sessi £50-60 minut 3 times/week
gradual increased complexity | °€SS1ONS 06 >U-6U mInutes for at least 8-12 weeks

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
8-15 repetitions = the heaviest weight that can be lifted through the full range of motion 8-15 times (8-15RM).

*The training can also include muscle-strengthening activity and/or flexibility.

The recommended physical activity in Parkinson’s disease fulfils the general global
recommendation on physical activity for health and no additional recommendation is
needed.

Diagnosis-specific advice

e The physical activity should be designed and individually tailored by medically-
trained staff, such as a physiotherapist, in a dialogue with the individual. The physical
activity should be supervised.

e Exercise should be performed in an ‘on’ phase, i.e. when the individual is benefiting
from their medication. Warm-up and cool down should be added to the
recommendation above.

¢ The intensity of the aerobic physical activity and progression of muscle-strengthening
activity should be increased gradually within and between sessions.

e Ideally, the physical activity should include functional exercises.

e Reduced balance is characteristic of Parkinson’s disease and challenging balance
training should be added.

e Personal factors (i.e. low self-efficacy), motor and non-motor symptoms (e.g. apathy,
fatigue) can act as barriers to perform physical activity.
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25. Peripheral artery disease

Prevention

Regular physical activity may be associated with a reduced risk of developing peripheral
artery disease, even though smoking is a major risk factor (1).

Indication of physical activity in peripheral artery disease

In peripheral artery disease (intermittent claudication) physical activity (walking exercise)
is indicated together with smoking cessation and relevant pharmacological treatment as a
first line treatment (2-4).

Effect of physical activity in peripheral artery disease

Effects of regular physical activity

Individuals with peripheral artery disease can improve walking distance and quality of life
after a period of physical activity (Table 1). Intermittent treadmill walking was the most
studied form of exercise (4). In addition, alternative forms such as arm ergometer cycling,
Nordic walking and resistance exercise (arm, leg and trunk exercises) were also studied (4-
8). Supervised exercise was more effective than home-based exercise, but effectively
structured home-based programmes might be alternatives to supervised exercise (4, 9-11).
In most treadmill programmes individuals were instructed to walk to moderate or
moderately severe claudication pain (should be reached within 3 to 5 minutes) and walk
for 5 to 10 minutes in total, followed by a rest period of about 2 to 5 minutes for pain relief
(2, 4). Treadmill walking was performed 3 times per week, for 30-60 minutes per session
for at least 3 months (12). However, no difference in walking performance was found
between individuals instructed to walk to only mild as compared to severe pain (4), but
this needs to be further studied.

No effect of exercise was shown on ankle brachial index, a measure of the leg blood flow
disturbances (13). Limited data on the effects of exercise on mortality or amputation
showed no effect (13).

Supervised exercise and revascularisation may have comparable effects on functional
outcome and the combined treatment may have additive effect (3, 13-15). Supervised
exercise can reduce systolic blood pressure in peripheral artery disease (16-18).

Table 1. Effects and evidence of regular physical activity in peripheral artery disease.

Outcome Evidence* References Type of physical activity

Walking distance +H++ 13 Various types of physical activity,

(pain -free and maximal) but intermittent walking most
common

Quality of life +++ 13 Various types of physical activity,

(physical and mental but intermittent walking most

summary score) common

* High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in peripheral artery disease

Individuals with peripheral artery disease (intermittent claudication) should be
recommended aerobic physical activity (walking exercise) to:
- increase walking distance (++++)

- improve quality of life (+++)

Aerobic physical activity

Muscle-strengthening activity

Intensity Duration Frequency | Number of | Repetitions | Sets Frequency
days/week | exercises days/ week
Intermittent 30-60 3 There is some evidence in older people with
walking min/session peripheral artery disease (8)

exercise to
moderate or
moderately
severe pain

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.

The recommended aerobic physical activity in peripheral artery disease does not fulfill the
general global recommendation on physical activity for health. Add muscle strengthening
activity according to the general global recommendations if the health condition permits.

Diagnosis-specific advice

The physical activity should, in dialogue with the person, be individually tailored and
include educational counselling e.g. about symptom characteristics, expected time
course of improvement, risk factors such as hypertension, diabetes and smoking, foot
care and social support (12).

A supervised exercise program in a hospital-based setting is recommended (class I
recommendation; ref 2,3). A structured home- or community-based exercise program
is recommended when supervised exercise is not feasible or available (2, 3, 9, 10).

In the transition from supervised to home/community-based exercise there is a need
for behavioural change support e.g. from a coach (4).

After completion of a structured exercise programme, individuals with peripheral
artery disease should be recommended to continue lifelong exercise to maintain the
improved walking ability (4).

Remember that "low - pain” exercise alternatives, such as ergometer cycling with legs
or arms, Nordic walking and resistance exercise involving arm, legs and trunk (4-8)
may increase recruitment and adherence (20, 21).

Other reasons for low gait speed such as neurological diseases, Parkinson’s disease or
orthopaedic conditions should be evaluated.

Individuals with peripheral artery disease and concomitant cardiovascular disease or
signs of it should be optimally treated for their cardiovascular disease before starting
a physical activity programme. Consider that coronary artery disease, a common
comorbidity, may appear with clinical manifestations after a period of exercise
training, when a higher degree of cardiovascular exertion is possible to reach.

Cold weather may worsen the symptoms.
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26. Polycystic ovary syndrome (PCOS)

Prevention

There is no evidence to conclude whether regular physical activity can reduce the risk of
developing PCOS.

Indication of physical activity in polycystic ovarian syndrome

In PCOS, physical activity is indicated together with other lifestyle modifications. Lifestyle
intervention including physical activity is the recommended first line treatment for all
women with PCOS to achieve and/or maintain healthy weight and to optimise metabolic
and reproductive health.

Effect of physical activity in polycystic ovary syndrome

Acute effects
Insulin resistance genes are differently upregulated by a single bout of aerobic physical
activity in obese women with PCOS compared with BMI-matched controls (1-3).

Effects of regular physical activity

Women with PCOS can reduce androgen levels, body weight and BMI and possibly increase
ovulatory function and glucose tolerance after a period of physical activity (Table 1). One
review (5) compared physical activity alone, or in combination with diet, to minimal or no
treatment and another review (4) evaluated physical activity alone against a comparison
group. The dose and type of physical activity varied between the studies. Aerobic physical
activity alone or in combination with muscle-strengthening activity was most common and
the dose was in most cases consistent with the global general recommendations on
physical activity for health.

The endocrine outcome (free androgen index) improved by a mean of -1.11 (95% CI -1.96
to -0.26), and in terms of anthropometric outcomes, weight decreased by a mean of 1.68 kg
(95% CI -2.66 to -0.70) and BMI decreased by a mean of 0.34 kg/m?2 (95% CI -0.68 to -0.01)
after a period of physical activity. There was very low certainty evidence (+) for improved
ovulation (reproductive outcome) and glucose tolerance.

Table 1. Effects and evidence of regular physical activity in polycystic ovary syndrome (PCOS).

Outcome Evidence* References Type of physical activity
Endocrine ++ (4) Aerobic physical activity or aerobic and
outcomes muscle-strengthening activity
Reproductive + (5) Aerobic physical activity or aerobic and
outcomes muscle-strengthening activity
Anthropometric ++ (4,5) Aerobic physical activity or aerobic and
outcomes muscle-strengthening activity
Metabolic + (4,5) Aerobic physical activity or aerobic and
outcomes muscle-strengthening activity

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in polycystic ovary syndrome

Women with polycystic ovary syndrome (PCOS) should be recommended aerobic and

muscle-strengthening physical activity to:

- reduce androgen levels, body weight and BMI (++)

- improve ovulatory function and glucose tolerance (+)

Aerobic physical activity

Muscle-strengthening activity

mensty | puton | Bedeney | Momber o nepertions | st | Feincy
Moderate Atleast 150 3-7 8-10 8-12 1-3 2

or
Vigorous Atleast 75 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in PCOS fulfils the general global recommendation
on physical activity for health and no additional recommendation is needed.

Diagnosis-specific advice

e Ifthe individual is also overweight/obese, the dose of aerobic physical activity should
be doubled to at least 300 min/week of moderate intensity or 150 min/week of
vigorous intensity (6).

e Women with PCOS can benefit from their body constitution when it comes to physical
performance. These benefits should be emphasized to encourage women with PCOS
to be physically active and take part in sports.

e PCOS is associated with overweight/obesity and metabolic syndrome which in the
long-term increases the risk of type 2 diabetes and cardiovascular disease, further
emphasising the need for physical activity in the prevention and treatment of PCOS.

e Individuals with PCOS with concomitant cardiovascular disease or signs of it should
be optimal treated for their cardiovascular disease before starting a physical activity
programme.
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27. Psoriasis

Prevention

Regular physical activity may be associated with a reduced risk of developing psoriasis (1).

Indication of physical activity in psoriasis

In psoriasis, physical activity is indicated together with other lifestyle modifications and
pharmacological treatment.

Effect of physical activity in psoriasis

Effects of regular physical activity

Overweight or obese individuals with psoriasis can reduce the Psoriasis Area and Severity
Index by 48 % (95% CI 33 to 58) after a period of physical activity combined with a dietary
intervention (Table 1). The randomized controlled intervention included aerobic physical
activity for 40 minutes, 3 times per week for 20 weeks, in addition to counselling about
weight loss, and was compared to counselling about weight loss alone (2).

The Dermatology Life Quality Index decreased significantly (p = 0.02) in individuals with
psoriasis who had attended a multidisciplinary educational program with 14 different
components, including physical activity, 1 h per week for 12 weeks, where individuals with
psoriasis were acquainted with a variety of group- and individual sports (Table 1).

Several cross-sectional case-control studies based on questionnaires showed that patients
with psoriasis were physically less active and had higher BMI as compared to controls; the
latter has even been shown in psoriasis registers on the Swedish national level. The
research is limited and mainly based on cross-sectional retrospective questionnaire
studies.

Table 1. Effects and evidence of regular physical activity in psoriasis.

Outcome Evidence* Reference Type of physical activity
Psoriasis Area and ++ (2) Aerobic physical activity
Severity Index
Quality of life + (3) Physical activity as part of a
multimodal intervention

*High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in psoriasis

Overweight or obese individuals with psoriasis should be recommended aerobic physical
activity together with dietary modifications in order to:

- reduce the severity of their psoriasis (++)

- improve quality of life (+)

Individuals with normal body weight can be recommended aerobic physical activity in
order to reduce the severity of their psoriasis (studies only performed in overweight or
obese individuals) and improve quality of life (+)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency Number of L Frequency
Intensity min/week days/week exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7
or
Vigorous Atleast 75 3-5 No evidence available
or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.

The recommended physical activity in psoriasis does not fulfil the general global
recommendation on physical activity for health. Add muscle strengthening activity
according to the general global recommendation on physical activity for health, if the
health condition permits.

Diagnosis-specific advice

e In order to reduce skin irritation, individuals with psoriasis are recommended to
wear comfortable loose-fitting sports clothing without harsh seams, to shower
carefully straight after finishing exercising and use emollient cream whilst the skin is
still damp.

e Individuals with psoriasis should be coached on how to overcome eventual obstacles
to physical activity, such as exposing the skin in public.

e Individuals with psoriasis with concomitant cardiovascular disease or signs of it
should be optimal treated for their cardiovascular disease before starting a physical
activity programme.
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28. Rheumatoid arthritis

Prevention

Regular physical activity may be associated with a reduced risk of developing rheumatoid
arthritis (1).

Indication of physical activity in rheumatoid arthritis

In rheumatoid arthritis, physical activity is indicated together with other lifestyle
modifications and pharmacological treatment.

Effects of physical activity in rheumatoid arthritis

Acute effects

Individuals with rheumatoid arthritis can experience a temporary increase in pain as a
result of physical activity, which is seen as soreness from muscles and joints from an
increased load.

Effects of regular physical activity

Individuals with rheumatoid arthritis and low to moderate disease activity without major
joint destructions, can decrease pain, and improve activity limitation, cardiorespiratory
fitness and muscle strength through physical activity (Table 1).

Aerobic and muscle-strengthening activity: the aerobic part consisted of bicycle, treadmill or
rowing ergometer exercises, sports and games, swimming, or running, continuously or in
intervals. The muscle-strengthening activity was based on functional exercises, gym
machines, rubber expanders, or circuit training. It had been performed at moderate to high
intensity (= 40% of VO2max with progression up to 70-90% of VO2max and with
progression up to 80% of 1 RM), for 30-90 minutes per session, 2-3 times per week for 3 to
24 months. Aerobic physical activity consisted of bicycle ergometer exercises, walking on an
uneven course, aerobic physical activity, home exercises using a videotape program, or in
water, continuously or in intervals. It had been performed at moderate to vigorous
intensity (240% of VO2max with progression up to 80% of VO2 max), for 30-75 min per
session, 3 times per week for 8 to 12 weeks. Muscle strengthening activity consisted of
functional exercises, gym machines, rubber expanders, or in water. It had been performed
at moderate to vigorous intensity (progressive increase up to 70-85% of 1 RM), 2-3 times
per week for 12 to 24 weeks.

Table 1. Effects and evidence of regular physical activity in rheumatoid arthritis.

Outcome Evidence* References Type of physical activity
Pain ++ (2,7-8,13,15, 24) Aerobic and muscle-strengthening activity
(3-6,10-11)
(17-19) Aerobic physical activity
Muscle-strengthening activity
Activity limitation ++ (1-2,7-9,12-15, Aerobic and muscle-strengthening activity
24-26)
(3,10, 16) Aerobic physical activity
(17-23) Muscle-strengthening activity
Aerobic fitness +++ (1-2,7-9,12-15) Aerobic and muscle-strengthening activity
(3-6,10-11) Aerobic physical activity
Muscle strength +++ (2,7-8,12-16) Aerobic and muscle-strengthening activity
++ (18-23) Muscle strengthening physical activity

* High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in rheumatoid arthritis

Individuals with mild to moderate symptoms of rheumatoid arthritis should be

recommended aerobic and muscle-strengthening physical activity to:
- reduce pain and activity limitation (++),

- increase aerobic fitness and muscle strength (+++)

Alternatively, only aerobic physical activity can be recommended to:

- reduce pain and activity limitation (++), increase aerobic fitness (+++)

Aerobic physical activity

Muscle-strengthening activity

Intensity | i ek | daye/wock | exerciacs | Repetitions | Sets | grediohey
Moderate

and 60-180

vigorous (e.g. 30-60 2-3 8-10 8-12 1-3 2-3
intensity min/session)

combined

If only aerobic physical activity is
recommended, the dosage should be 30-60
min/session 3 days/week

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

The recommended physical activity in rheumatoid arthritis does not fulfil the general
global recommendation on physical activity for health if only aerobic physical activity is
chosen. In that case, add muscle-strengthening activity according to the general global
recommendations.

Diagnosis-specific advice

e The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist.

e The loads should initially be lower than recommended, to be gradually increased over
periods of at least 2-3 weeks, so that vigorous intensity is reached.

e Aerobic physical activity can be performed either on land or in water.

e The physical activity must be adapted to accommodate fluctuations in the disease
activity. If pain lasts for at least a day after physical activity, the load should

temporarily be reduced.

e Pain and incorrect positioning may require individual adaptation of wrist orthoses,
specially-adapted shoes and insoles, and alternative exercises.

e Itisimportant to exercise all joints several times per week.

e There is no evidence to suggest that physical activity for up to 75-90 minutes per
session would be harmful for the majority of individuals with rheumatoid arthritis.

e If comorbidity is present, a physiotherapist should be consulted before engaging in
recommended aerobic or muscle-strengthening activity.

e Individuals with rheumatoid arthritis and concomitant cardiovascular disease or
signs of it should be optimal treated for their cardiovascular disease before starting a
physical activity programme.
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29. Schizophrenia

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing schizophrenia.

Indication of physical activity in schizophrenia

In schizophrenia, physical activity is indicated, together with other lifestyle modifications
(primarily switching to a healthy diet), and other treatments such as psychosocial
treatment, psychotherapy or pharmacological treatment.

Effect of physical activity in schizophrenia

Effects of regular physical activity

In individuals with schizophrenia, negative and depressive symptoms, global functioning
and cognition, quality of life and aerobic fitness can improve after a period of physical
activity (Table 1). Aerobic physical activity included cycling, treadmill exercise or exercise
with the body as resistance, performed at a moderate to vigorous intensity, for 90-120
minutes per week for around 12 weeks (1).

Global cognition was improved by moderate to vigorous aerobic physical activity such as
cycling, treadmill exercise or exercise with the body as resistance for 20-60 minutes per
session, 3 times per week for 12 weeks (2).

Aerobic fitness was improved by moderate to vigorous aerobic physical activity such as
cycling, running, exercise with the body as resistance or activating videoplay for 30-60
minutes per session, 2-3 times per week for 6 weeks to 6 months (3). Alternatively, high
intensity interval training of approximately 15 min per session could be applied (2).

Table 1. Effects and evidence of regular physical activity in schizophrenia.

Outcome Evidence* References Type of physical activity
Negative clinical symptoms ++ (1) Aerobic physical activity
Depressive symptoms ++ (1) Aerobic physical activity
Global functioning +++ (D) Aerobic physical activity
Global cognition ++ (2) Aerobic physical activity
Quality of life +++ (D Aerobic physical activity
Aerobic fitness +4+ (3) Aerobic physical activity

* High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in schizophrenia

Individuals with schizophrenia should be recommended aerobic physical activity to:

reduce negative symptoms, symptoms of depression and increase global cognition (++)
improve quality of life and global functioning (+++)

increase aerobic fitness (+++)

Aerobic physical activity Muscle-strengthening activity
: Duration Frequency | Number of L Frequency
Intensity minutes/week | days/week exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7
or
Vigorous Atleast 75 3-5 No evidence available
or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.

The recommended physical activity in schizophrenia does not fulfil the general global
recommendation on physical activity for health. Add muscle-strengthening activity
according to the general global recommendations on physical activity if the health
condition permits.

Diagnosis-specific advice

The high prevalence of various movement difficulties and body image disorders
means that physical activity should be designed and individually tailored by
medically trained staff, such as a physiotherapist. The best effect is obtained if the
exercise is also instructor led.

The biggest challenge with schizophrenia is motivation. It is of extraordinary
importance to offer physical activity in line with the individual’s abilities and wishes,
which may increase motivation to actually perform the activity. In most cases,
continuous support is needed in order to maintain the physical activity.

The effect may increase by the dose of the physical activity (2).

Individuals with schizophrenia and concomitant cardiovascular disease or signs of it
should be optimally treated for their cardiovascular disease before starting a physical
activity programme.
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30. Spinal cord injury

Prevention

Not relevant.

Indication of physical activity in spinal cord injury

After a spinal cord injury, physical activity is indicated as a key part of rehabilitation, and
enabling independent living and reducing the risk of complications. Individuals with spinal
cord injuries require life-long follow-up by a multi-professional medical rehabilitation
team that can guide and advise persons regarding physical activity.

Effects of physical activity in spinal cord injury

Acute effects

Physical activity after a spinal cord injury focuses on upper body exercise, which engages a
smaller part of the total body muscle mass. The direct response to physical activity is
therefore different. In addition, persons with higher-level spinal cord injuries have a direct
poorer response than those with lower-level injuries. Persons with a high-level injury
(cervical) cannot reach a heart rate over 125 beats per minute during maximal intensity
exercise.

Effects of regular physical activity

There is a lack of high-quality studies of the effects of physical activity for persons with
spinal cord injury during the first-year post injury. Therefore, there is very low certainty
evidence (+) that physical activity can improve any of the reviewed outcomes among
persons with acute spinal cord injury. For adults with a chronic spinal cord injury (more
than 1-year post injury), there is moderate certainty evidence that 2 sessions per week of
moderate to vigorous intensity upper body aerobic exercise for 20 minutes and 3 sets of
muscle-strengthening activity twice a week for each major functioning muscle group can
improve aerobic fitness and muscle strength. There is also moderate certainty evidence
that 30 minutes of moderate to vigorous intensity upper body aerobic exercise 3 times per
week can improve body composition and cardiometabolic health (1, 2). There is low
certainty evidence that aerobic and muscle-strengthening activity can reduce pain and
depression and improve quality of life (3) (Table 1).

Table 1. Evidence for the effect of physical activity in spinal cord injury.

Outcome Evidence* References Type of physical activity
Aerobic fitness +++ (1) Aerobic physical activity
Muscle strength +++ (1) Muscle-strengthening activity

Body composition +++ (D) Aerobic physical activity
Cardiometabolic health +++ (1) Aerobic physical activity
Pain, depression and ++ (3) Aerobic and muscle-strengthening
quality of life activity

* High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty evidence (+).
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Recommended physical activity in spinal cord injury

Individuals with chronic spinal cord injury (at least 1-year post injury, neurological level of
injury C3 and below) should be recommended aerobic and muscle-strengthening physical
activity to:

- increase aerobic fitness and muscle strength (+++)

- improve body composition (+++)

- reduce pain and depression and improve quality of life (++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequenc Number of s Frequenc
Intensity minutes/week dayg/wee}l; exercises Repetitions | Sets dayg/wee}l;
Adjust to the
level of spinal
Moderate At least 40 cord injury
to . _ Atleast 2 with one 8-12 3 2
vigorous | (20 min/session) exercise for
each muscle
group

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOz2max -VO2 at rest.
8-12 repetitions = the heaviest weight that can be lifted through the full range of motion 8-12 times (8-12 RM).

To improve cardiometabolic health (+++), add more upper-body aerobic physical activity
at moderate to vigorous intensity, to reach at least 30 minutes per session, 3 times per
week.

Diagnosis-specific advice

e Physical activity should be designed and individually tailored by trained staff in
dialogue with the individual, and gradually introduced under supervision for optimal
effect.

e Suitable aerobic physical activity is wheeling, arm cycling, and the sitting stepper
machine. In order to assess the intensity of aerobic physical activity, the Borg RPE-
scale® should be used instead of heart rate measurement.

e [tis important that the dose is not initially set too high so the individual can minimise
the risk over loading.

¢ Individuals with spinal cord injury and concomitant cardiovascular disease or signs of
it should be optimally treated for their cardiovascular disease before starting a
physical activity programme.
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31. Stroke

Prevention

Regular physical activity is associated with a reduced risk of developing stroke (1,2). The
general global recommendation on physical activity for health can be applied.

Indication of physical activity in stroke

Following a stroke, individually adapted physical activity is indicated, together with other
lifestyle modifications and pharmacological treatment.

Effect of physical activity in stroke

Effects of regular physical activity

Individuals with stroke can reduce disability, increase gait speed, walking distance, aerobic
fitness (VOzpeak), and muscle strength through physical activity (Table 1). The aerobic
physical activities have been diverse; ergometer cycling, different types of walking or
circuit training. The intensity was gradually increased from a light to a moderate level, and
the activities were performed 2-3 times per week. The muscle-strengthening activities
were performed by making repeated muscle contractions resisted by body weight, elastic
devices, free weights or specialised machine weights. Also, a combination of aerobic and
muscle-strengthening activities had been performed.

In a small controlled study on the effect of skeletal muscle endurance after stroke,
individuals trained each leg individually to muscle failure on each of three pneumatic
resistance machines (leg press, leg extension, and leg curl). The training program showed a
positive effect on muscle endurance, which has greater clinical significance for individuals
with stroke than the often reported muscle strength (3).

Table 1. Effects and evidence of regular physical activity in stroke.

Outcome Evidence* | Reference Type of physical activity
Disability +H+++ (3) Aerobic physical activity
++ (3) Muscle-strengthening activity
Maximal gait speed +H++ 3) Aerobic physical activity
++ (3) Muscle-strengthening activity
Gait endurance ++++ 3 Aerobic and muscle-strengthening
(6MWT) activity or aerobic physical activity
++ (3) Muscle-strengthening activity
Ae(r\(/) 8:;2;355 ++++ 3 Aerobic physical activity
Muscle strength ++ (3) Muscle-strengthening activity

* High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in stroke

Individuals who have had a stroke should be recommended aerobic and muscle-
strengthening activity to:

reduce disability (++++)

increase gait speed and endurance (++++)
increase aerobic fitness (++++)

increase muscle strength (++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequenc Number of s Frequenc
Intensity minutes/week dayg /Weei,( exercises Repetitions | Sets day;1 /weei
All trainable
Moderate Atleast 150 3-7 muscle 10-15 1-3 2-3
groups
or
Vigorous | Atleast 75 ‘ 3-5

or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2R, RPE 12-13. Vigorous intensity: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 at rest.
10-15 repetitions = the heaviest weight that can be lifted through the full range of motion 10-15 times (10-15 RM).

The recommended physical activity in stroke fulfils the general global recommendation on
physical activity for health and no additional recommendation is needed.

Diagnosis-specific advice

The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist.

It is recommended that the exercise is supervised/monitored for the first 4 to6
weeks.

The initial aerobic physical activity is recommended to be at a moderate intensity. If
the health condition permits, the intensity can be increased to vigorous.

It is important to start at a low dose and gradually increase.

Individuals who have had a stroke and have concomitant cardiovascular disease or
signs of it should be treated for their cardiovascular disease before starting a physical
activity programme.

Training can begin as soon as the general health condition permits. General advice
cannot be provided.
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32. Systemic lupus erythematosus (SLE)

Prevention

Regular physical activity is, to the best of our knowledge, not associated with a reduced risk
of developing systemic lupus erythematosus (SLE) (1).

Indication of physical activity in SLE

In mild/inactive or moderate SLE, physical activity is indicated together with other lifestyle
modifications (eg smoking cessation) in addition to pharmacological treatment (1, 2).

Effects of regular physical activity in SLE

Acute effects

Physical activity does not trigger inflammation and seems safe for individuals with SLE,
even though the evidence is limited (3-5).

Effects of regular physical activity

Aerobic physical activity at a moderate to vigorous intensity for 30-60 minutes, on 2-3
times per week for 12 weeks can reduce fatigue and symptoms of depression (Table 1).
Furthermore, aerobic physical activity at a moderate to vigorous intensity, 30-75 minutes,
2-3 times per week, for 8 to 16 weeks can improve aerobic fitness (Table 1).

There is low certainty evidence (++) that disease activity is affected by physical activity (5,
6). This conclusion is based on three studies including: a) aerobic physical activity at
moderate to vigorous intensity for 50-60 minutes, 3 times per week for 12 to 16 weeks

(9, 10); b) aerobic physical activity at moderate to vigorous intensity, for 30 minutes, and
muscle-strengthening activity in upper and lower extremity (4 sets, 8-12 RM for each
exercise), for 40 minutes, 2 times per week for 12 weeks (11); c) and muscle-strengthening
physical activity in upper and lower extremities at 65-75% of 1 RM, 3 sets of 15 repetitions
for 50 minutes, 3 times per week, for 12 weeks (10). In addition, no changes in disease
activity and organ damage were reported after 1 year of physical activity (12).

Other studies demonstrated that muscle-strengthening activity and aerobic physical
activity, 2-3 hours per week, for 12 to 16 weeks was well tolerated (13, 14). Also, muscle-
strengthening activity with 2-3 sets of 10 exercises, 3 times per week, for 40 minutes, up to
7 months was well tolerated (15).

Table 1. Effects and evidence of regular physical activity in systemic lupus erythematosus
(SLE).

Outcome Evidence* References Type of physical activity
Fatigue ++ (6,7) Aerobic physical activity
Depressive symptoms ++ (6) Aerobic physical activity
Aerobic fitness +++ (6,8) Aerobic physical activity

* High certainty evidence (++++), moderate certainty evidence (+++), low certainty evidence (++), very low certainty
evidence (+).
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Recommended physical activity in SLE

Individuals with mild/inactive or moderate SLE and no or little organ damage are
recommended aerobic physical activity to:

decrease symptoms of fatigue and symptoms of depression (++)
increase aerobic fitness (+++)

Aerobic physical activity Muscle-strengthening activity
. Duration Frequency | Number of o Frequency
Intensity minutes/week | days/week | exercises Repetitions | Sets days/week
Moderate Atleast 150 3-7
or
Vigorous Atleast 75 3-5 No evidence available
or moderate and vigorous intensity
combined for at least 90 min/week
(30 min 3 days/week)

Moderate intensity: 40-59 % VO2zR, RPE 12-13. Vigorous intensity: 60-89 % VO2zR, RPE 14-17. VO2R = VOz2max -VO: at rest.

The recommended physical activity in SLE does not fulfil the general global
recommendation on physical activity for health. Add muscle-strengthening physical
activity according to the general global recommendations. There is no evidence that
muscle-strengthening activity has negative effects on disease activity in SLE.

Diagnosis-specific advice

The physical activity should, in a dialogue with the person, be individually tailored
and initially supervised by medically trained staff, such as a physiotherapist. This is
particularly important in recent onset SLE, during active flares and if cardiovascular
co-morbidities, severe joint manifestations and manifest osteoporosis are present.
Intensity and duration should be increased gradually and adapted to the individual’s
health condition. Warm-up and cool down should be added to the above
recommendation. Also, add flexibility (16) and balance exercises. If pain occurs due to
physical activity and lasts for at least 24 hours, the type and dose of physical activity
should be changed. Wrist and knee support, good shoes and insoles can in some cases
increase the ability to more easily manage physical activity.

Individuals with SLE and concomitant cardiovascular disease or signs of it, should be
optimally treated for their cardiovascular disease before starting a physical activity
programme. Heart- and lung involvement such as pericarditis, heart failure, pleuritis
occur in SLE as well as vasculitis and renal involvement.
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Appendix 1. Questions forming the basis for diagnosis-

specific advice

Intensity

Moderate and/or vigorous intensity is usually recommended. Should
vigorous intensity be avoided, or be the first option? See also
Progression.

Frequency

Should the frequency be limited? For example, do not exceed 5 days
per week in order to ensure sufficient recovery time. A maximum
number of days between sessions? For example, no more than 2 days
between sessions, as in type 2 diabetes?

Duration

Should each individual exercise session not exceed a certain
length /duration, or on the contrary - be of a minimum
length/duration?

Type of activity

Which types should be recommended? For example, aerobic or
muscle strengthening activity, flexibility, balance, bone
strengthening, weight bearing, continuous, intervals.

Warm-up/cool down

I[s a warm-up and/or a cool down extra important for the current
disease?

Progression

Should progression be particularly slow? Is it particularly important
to begin at a moderate intensity (does this apply to the individual
session or the progression over a number of weeks)?

Control of intensity

Should heart rate measurement be replaced by the Borg scale due to
deviating relationship between heart rate and perceived exertion,
such as in beta blockade or chronotropic insufficiency?

Medical supervision

Supervised/
monitored exercise

Should exercise be supervised/monitored due to some type of
increased risk such as abnormal ECG or blood pressure reaction?

Instructor-led

Does instructor - led group exercise, for example, inspire better

exercise compliance? See also Motivational issues below.

[s it particularly important that an exercise session is designed and

initiated by a physiotherapist, such as with osteoarthritis, and that
Managed by the physiotherapist supervises during the treatment phase? Cardiac
physiotherapist rehabilitation is an example where exercise may be

supervised/monitored, instructor-led and managed by a

physiotherapist.

[s it dangerous to perform physical activity whilst experiencing pain,
Pain such as in the case of angina pectoris, osteoarthritis or intermittent

claudication? See also Pharmacological treatment below.

. Should physical activity be combined with pharmacological

Pharmacological has i fasth X h {d arthritis?
treatment treatment such as in cases of asthma, angina or rheumatoid arthritis?

Can such medication have an impact on physical performance?

Blood pressure
reaction

[s an abnormal blood pressure reaction (hypo/hypertension) seen
during physical activity? Is this related to body position? Is it
indicated to monitor blood pressure or use surgical compression
stockings or suits during physical activity?

Motivational issues

Are there any diagnosis-related issues with motivation, such as in
the case of depression and dementia?

[s there any increased heat generation, such as in multiple sclerosis?

Other things to keep | Should clothing be specially adapted such as in the case of psoriasis,

in mind where tight clothing should be avoided? Should compressing
stockings or shock absorbing shoes and insoles be given?

Comorbidity Are there any comorbidities for a given diagnosis, which can be

prevented or treated with physical activity?

Dietary advice

[s it important to combine physical activity and dietary advice?




Appendix 2. Translated versions of FYSS-short

FYSS-short was developed for the EUPAP project to support implementation of the Swedish
physical on prescription method (PAP-S) in project partner countries or regions. FYSS-
short has been translated into seven different languages. Each version consist of a selection
of diagnoses from the 32 included in the English FYSS-short.

The English FYSS-short is a revised version of the Swedish handbook FYSS 2017©. Scientific
editors from the Swedish Professional Associations for Physical Activity (YFA) have been
Margareta Emtner, Maria Hagstromer & Eva Jansson.

The translated versions can be found on the following pages. Contact information to the
organizations responsible for translations and the implementation of physical activity on
prescription are included in the beginning of each version.
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Solna: Public Health Agency of Sweden; 2022.
Official web site: www.eupap.org www.folkhalsomyndigheten.se
Contact: info@eupap.org eupap@folkhalsomyndigheten.se

This deliverable is part of the project "847174 / EUPAP" which has received funding from the
European Union’s Third Health Programme (2014-2020). The content of this document
represents the views of the authors only and is their sole responsibility; it cannot be
considered to reflect the views of the European Commission and/or the Health and Digital
Executive Agency (HADEA) or any other body of the European Union.


http://www.eupap.org/
mailto:info@eupap.org
mailto:eupap@folkhalsomyndigheten.se

Catalan

Institut Nacional d’Educacid Fisica de Catalunya (INEFC),
campus de Lleida, Spain

Sebastia Mas-Alos, smasalos@gencat.cat
Maria Cadens-Roca, mcadens@gencat.cat

Sergi Matas, smatasg@gencat.cat

Xavier Peirau-Terés, xpeirau@gencat.cat

Nota a la traduccié en catala

La terminologia emprada en aquest document ha procurat ser la més precisa possible

atenent a elements sociolingiiistics propis (tradici6, documents de consens en catala (1),

normatives que afecten al territori) en combinacié amb documents de referéncia tant en

catala com en altres idiomes. Per aquest motiu no s’opta per la traduccio literal d’alguns

mots clau, com aixi suggereix la propia Organitzacié6 Mundial de la Salut (2) (document

disponible només en angles).

1. Departament de Salut. Generalitat de Guia de prescripcié de I'exercici fisic per a la salut (Guia PEFS). 2007
Eds. Vallbona Calb6 C, Roure Cuspinera E, Violan Fors M., Gonzalez Peris M, Peirau-Terés X. Barcelona:
Direccié General de Salut Publica, Secretaria General de 'Esport.

2. WHO. Management of substance abuse. Process of translation and adaptation of instruments.
https://www.who.int/substance_abuse/research_tools/translation/en/

Pagines web oficials:
WWW.eupap.org

www.inefc.cat
www.folkhalsomyndigheten.se

Contacte:
info@eupap.org
eupap.inefc@gencat.cat

eupap@folkhalsomyndigheten.se

Aquest document forma part del projecte “847174 / EUPAP” el qual ha rebut finangcament del
Programa de Salut de la Unié Europea (2014-2020). El contingut d’aquest ducument representa la
visio sols dels autors/es esta tinicament sota la seva responsabilitat, no es pot considerar que
reflecteixi les visions de la Comissié Europea i/o de I'Agéncia Executiva de Consumidors, Salut,
Agricultura i Alimentacié (CHAFEA, en les seves sigles en anglés) o de cap altre organisme de la Unié
Europea. La Comissié Europea i I'Agéncia no assumeixen cap responsabilitat de I'is que se’n pugui fer
de la informacio aqui continguda.

Note: From 1 April 2021 the Health Programme was delegated to the newly created European Health and Digital
Executive Agency (HaDEA).
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Presentacio de I’Associacio de Professionals de I'Activitat Fisica Sueca

Els efectes que tenen la practica habitual d’activitat fisica i d’exercici fisic per a la prevencio6 o
tractament de nombroses patologies estan més que documentats, com per exemple per a la diabetis
tipus 2, patologies cardiovasculars, alguns tipus de cancer i la depressid, perd també en la capacitat
funcional i el benestar. Augmentar els nivells d’activitat fisica també té un impacte positiu en la
salut de la poblacié. Cal fomentar I'activitat fisica des de I’ambit sanitari. La majoria de persones
visiten centres de salut habitualment i, majoritariament, fan confianca als professionals de la salut.
Aquests professionals, treballant en centres de salut, tenen la possibilitat d’arribar als grups de la
societat més sedentaris, com la gent gran o persones amb patologies croniques. Una avantatge que
té I'exercici fisic com a tractament, en comparacié amb els farmacs, és que pot fer que els pacients
se sentin particips del seu propi tractament. Per aix9, la prescripcié d’exercici fisic hauria de formar
part de la rutina habitual de la mateixa manera que es prescriuen tractaments farmacologics.

Aquesta FYSS-short pretén facilitar aquest procés. Es un document concis, actualitzat amb
I'evidencia disponible i basada en el Manual FYSS (Exercici fisic per a la Prevencid i Tractament de
Patologies, Physical Activity in the Prevention and Treatment of Disease, en angles). El Manual FYSS
és una eina per a professionals de la salut! per facilitar la prescripcid i planificacio d’exercici fisic. El
Manual FYSS és un element essencial en el metode suec de prescripcié d’exercici fisic suec (PAP-S),
el qual ha estat seleccionat com a exemple de bones practiques per a la Comissié Europea i per a
que sigui implementat en altres estats membres de la Unié Europea. L’adaptaci6 del model suec
(PAP-S) es realitza a través del Projecte EUPAP.

FYSS-short inclou 32 patologies i la informaci6 recopilada s’ha incorporat de manera sistematica
utilitzant una terminologia comuna i amb recomanacions basades en evidéncia mostrades de
manera senzilla en taules. El sistema GRADE (Grading of Recommendations, Assessment,
Development and Evaluations) s’ha utilitzat per determinar la qualitat de 'evidencia i per definir
les recomanacions per a la practica clinica. L’Associacid de Professionals de I'Activitat Fisica Sueca
va crear el primer Manual FYSS I'any 2003, editant la seva tercera edici6 'any 2017 (1). Avui dia el
Manual FYSS ja esta integrat dins del sistema sanitari suec. El Manual FYSS també és d’utilitat per
entitats i professionals que treballen en planificacié d’exercici fisic per a la salut i per a la formaci6
d’aquests professionalsz amb un focus aplicat de ciéncies de la salut i salut publica.

Bibliografia

1. Professional Associations for Physical Activity, Physical Activity in the Prevention and
Treatment of Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och
sjukdomsbehandling, FYSS 2017). Eds: Stahle A, Hagstromer M, Jansson E. Likartidningens
forlag AB. ISBN:978-91-981711-2-9

Desembre 2019 (en la versid en angles)

En representaci6 de la junta de I’Associacié de Professionals de I'Activitat Fisica Sueca.
Comite editorial de la FYSS-short

Margareta Emtner, Professor Emerita, PhD, RPT, Department of Neuroscience, Physiotherapy,
Uppsala University, Uppsala, Sweden

Maria Hagstromer, Professor, PhD, RPT, Department of Neurobiology, Care Sciences and Society,
Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden

Eva Jansson, Professor Emerita, PhD, MD, Department of Laboratory Medicine, Clinical Physiology,
Karolinska Institutet, Stockholm, Sweden

1Professionals sanitaris, educadors fisic esportius, entre d’altres.
2A nivell universitari o de formacié continuada.
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Introduccio

Aquesta guia esta dissenyada per facilitar la prescripcio6 i planificacié d’exercici fisic. Les
recomanacions actuals concretades per patologies s’han recollit en capitols de dues pagines
amb estructura i terminologia uniforme. Les recomanacions d’exercici fisic de la Guia
EUPAP FYSS s’adrecen a persones adultes, és a dir, majors de 18 anys.

Estructura de cada capitol de la Guia EUPAP FYSS

Cada capitol de patologies inclou els seglients apartats: Prevencio, Indicacions, Efectes de
I'exercici fisic, Exercici recomanat i Consells especifics per a la patologia

Prevencio

Aquest apartat indica si determinats nivells d'una activitat fisica regular s’associen amb un
risc reduit de desenvolupar patologia. Es basen en les recomanacions generals d’activitat
fisica per a la salut (1,2). Atenent a aquestes recomanacions generals, les persones adultes
haurien d’acumular 150 minuts d’activitat fisica aerobica a intensitat moderada al llarg de
la setmana, o bé 75 minuts d’activitat aerobica a intensitat vigorosa, o bé una combinacié
equivalent entre intensitat moderada i vigorosa (3,4). També es recomanen activitats de
forca muscular dos o més dies a la setmana (3,4).

Exercici fisic indicat

Aquest apartat indica si un exercici concret és adient per a una patologia en particular, és a
dir, la resposta que es pot esperar quan I'exercici fisic és efectiu. Aixo es dona de manera
conjunta amb altres intervencions vinculades amb canvis en I'estil de vida o tractaments
farmacologics o no farmacologics. També es fa referéncia a diferents graus o subtipus de la
patologia.

Efectes de I'exercici fisic

Aquest apartat es divideix en dos: “Efectes aguts (modificacions)” i “Efectes cronics de
'exercici fisic (adaptacions)”. Els efectes aguts es limiten als que apareixen bé durant la
sessid bé fins a 48h en acabar la sessid. Els efectes cronics de I'exercici fisic fan referéncia
als efectes que es produeixen després de sessions repetides d’entrenament. Al subapartat
“Efectes cronics de 'exercici fisic (adaptacions)” es descriuen els resultats obtinguts d'una
revisio exhaustiva de la bibliografia. S'inclouen tots els resultats amb una significanca
estadistica que mostri, almenys, una evidencia baixa (++). En alguns casos es mostren
resultats sense significanca pero amb un nivell d’evidéncia elevat. En pocs casos, pero que
el resultat fos altament rellevant per una patologia concreta, es mostren resultats amb una
evidencia molt baixa (+). En la Taula 1 de cada patologia es mostren els resultats amb el seu
nivell d’evidencia, les referencies als estudis i també el tipus d’exercici fisic a que es fa
referencia. Tots els resultats de la Taula 1 sén estadisticament significatius i sén la base de
les recomanacions especifiques.

Exercici fisic recomanat

Aquest apartat proporciona recomanacions basades en |'evidéncia per prescriure i
planificar un Programa d’Exercici Fisic Individualitzat (PEFI) segons una patologia
especifica. L'exercici com a tractament pot curar, prevenir recaigudes, alentir el progrés de
la malaltia, alleujar els simptomes i/o reduir limitacions funcionals tot augmentant la
resistencia aerobica i la forga. Les recomanacions es basen principalment en estudis sobre
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els efectes de programes especifics d’exercici fisic en una patologia concreta. En aquest
capitol es presenta l'evidencia cientifica per a diverses variables, com a complement de la
Taula 1 del capitol anterior "Efectes de 'exercici fisic". Les persones amb una patologia
especifica també necessiten una recomanacio sobre activitat fisica o exercici fisic per
prevenir altres malalties i per mantenir la funcid i el benestar. Per tant, s’han creat
recomanacions uniformes per cobrir tant el tractament com la prevencio. Aixo simplifica el
fet de prescriure i, possiblement, augmenti la seva realitzaci6. Per crear recomanacions
uniformes, s’han comparat diverses dosis i tipus d’exercicis per a cada patologia especifica,
derivats d'una revisid de la literatura cientifica i s’han comparat amb les recomanacions
generals sobre activitat fisica per a la salut. Quan les recomanacions s6n ampliament
consistents, s’ha triat la recomanacié general o una versié lleugerament modificada com a
recomanacio per a la patologia especifica.

En acabar aquest apartat es menciona si I'exercici recomanat especificament per a la
patologia compleix amb les recomanacions generals d’activitat fisica per a la salut. En cas
que les recomanacions especifiques no arribin als minims recomanats, aleshores es
suggereix “exercici fisic addicional” per arribar als minims recomanats, sempre i quan no hi
hagi contraindicacions. Per exemple, en el cas que no hi hagi evidencia dels beneficis d’'un
treball de forca per a una patologia, aquesta no constara en les recomanacions especifiques,
pero es recomanara afegir exercicis de for¢a per mantenir la funcié muscular malgrat es
tingui aquella patologia. Tot i aix0, cal remarcar que la prescripcié d’exercici fisic per
prevenir altres patologies concomitants recaigui en el criteri clinic atenent a qué hi ha pocs
estudis publicats per a tots els casos.

El fet de crear recomanacions per a diferents patologies seguint un model uniforme, com
s’ha descrit anteriorment, facilita i simplifica la prescripci6 i planificacio d’exercici fisic en
el cas de trobar-se més d’un diagnostic. Es recomana llegir detingudament I'apartat
“Consells especifics per a la patologia” per atendre a consideracions especifiques per a la
patologia.

Consideracions en relacio a I'exercici fisic recomanat:

a) Escalfamentitornada ala calma. Ni la durada de I'escalfament ni de la tornada a la
calma compten en definir 'exercici fisic especific per a la patologia. Es a dir, cal afegir
al temps de la sessi6é aquell necessari per realitzar un escalfament i una tornada a la
calma que pot variar, per exemple, segons la intensitat d’execucio de les tasques, I'estat
de la patologia o condicionants individuals.

b) Progressio de l'exercici fisic, durant les sessions o entre elles. Durant la sessio: Per a
algunes persones/patologies, és important iniciar la practica a una intensitat baixa o
moderada i incrementar-la fins a moderada o vigorosa. Entre sessions: La planificacio6
inicial de la dosi d’exercici podria ser inferior a la recomanada especificament per al
patologia.

c) Laintensitat recomanada de |'exercici fisic de caire aerobic és moderat, vigoros o bé
una combinacio6 d’intensitat moderada a vigorosa com per exemple “de minim 90
min/setmana o més (30 min 3 dies/setmana)”. Els 90 minuts setmanals es basen en els
estudis controlats aleatoritzats (ECA) en que es basen les recomanacions especifiques
per cada patologia i assoleixen les recomanacions generals quan durant dos terceres
parts del temps es realitzen a intensitat vigorosa (Escala de RPE de Borg® 14 a 17) i
una tercera part a intensitat moderada (Escala de RPE de Borg® 12 a 13).
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Consells especifics per a la patologia

Aquest apartat proporciona indicacions que s6n de rellevant importancia (veure Annex 2).
Les indicacions es basen en experiéncies cliniques internacionals i inclouen la necessitat
d’una valoracié funcional meédicoesportiva previa a iniciar un PEFI i també poden incloure
elements de la dosi, tipus d’activitat, regulacié de la intensitat, escalfament i tornada a la
calma, progressid, medicacid, dolor, aspectes motivacionals o nutricionals i material. Les
indicacions també fan referéncia a la necessitat de tenir supervisié medica (p.ex, registre
ECG), que les sessions estiguin dirigides o supervisades per un o una educador fisic
esportiu o un altre professional amb formacié sanitaria i en exercici fisic. Aquesta opcié
depen de legislacid, normatives i altres caracteristiques propies del context i en el segiient
text s’exemplifica amb un/a educador fisic esportiu3.

Quan utilitzar la Guia EUPAP FYSS?

L’exercici fisic recomanat en aquesta Guia EUPAP FYSS pot servir de base per a una
prescripcié i/o planificacié d’exercici fisic que es faci fora del sistema sanitari, com succeeix
amb el FaR® (Fysisk aktivitet pa recept, programa suec) quan no es requereix una
supervisié de la sessié d’exercici a carrec de personal sanitari o d’educadors fisic-esportius
(professionals de I'exercici fisic). La prescripcio es pot establir com a prevencié, com a
tractament principal o com a complement a altres tractaments farmacologics o de
rehabilitaci6. La Guia EUPAP FYSS també pot servir per fer prescripcio6 individualitzada en
el marc de programes de rehabilitacié dins del sistema sanitari, per exemple, quan és
rellevant que la sessi6 d’exercici fisic sigui supervisada per un professional de la salut amb
les competencies adequades. A continuacio, es pot fer una nova prescripci6 d’exercici fisic
per realitzar fora de I'ambit sanitari després de completar el programa de rehabilitacié.

Valoracio del risc

De manera general es pot dir que els beneficis de 'activitat fisica sén superiors als seus
riscs. Malgrat tot, hi pot haver un augment del risc per complicacions cardiovasculars
durant la practica d’exercici, fins i tot quan el risc absolut sigui baix. Per aquest motiu, és
important identificar factors que podrien afectar aquest risc (5). Alguns d’aquests factors
son:
e Presencia o signes de patologia cardiovascular. Preséncia d’altres patologies com:
diabetis, malaltia renal cronica, depressid o patologies croniques inflamatories, que
augmenten el risc de patologia cardiovascular.

e Realitzar exercici fisic a intensitat vigorosa sense una progressié apropiada quant a
la intensitat, durant la mateixa sessié o entre sessions.

e Un augment notable de la pressié arterial, del perfil lipidic i/o la preséncia de
multiples factors de risc cardiovasculars.

Sempre cal valorar el risc de complicacions cardiovasculars en el procés de prescripcio i
planificacié d’exercici fisic. Qui prescriu té la responsabilitat de decidir si caldria fer una
valoracié medica abans de comengar amb I'entrenament. Si se sospita de la preséncia d'una
patologia cardiovascular no tractada, o no tractada de manera Optima, caldria consultar
un/a metge especialista.

3 NdT. Fisioterapeutes en el text original en referencia a la figura més comuna en la
implementacio a Suecia.
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Mecanismes potencials

Els mecanismes vinculats a 'exercici fisic, a diferéncia dels farmacs, sén multifactorials. Es
a dir, per una banda hi ha nombrosos mecanismes a diferents nivells i molts d’ells sén
comuns a varis tipus d’activitat fisica i afecten a un nombre variat de patologies; mentre
que d’altres son més especifics a un tipus d’activitat i per a una patologia concreta.

Les respostes adaptatives a I'exercici que ocorren a I'organisme s’inicien a partir de la
influencia de varis processos moleculars relacionats amb, per exemple, la via energeética, les
carregues mecaniques, la inflamacio cronica de baixa intensitat, I'estres oxidatiu i el
metabolisme d’0xid de nitrogen. Aquests processos afecten a la formaci6, per exemple, del
transport de proteines, mitocondries, sinapsis neuronals, neurones, vasos sanguinis i teixit
0ssi, pero també a les anomenades cel-lules mare, que sén cel-lules amb el potencial de
regenerar varis teixits. Per ultim, els efectes de l'exercici fisic es poden observar a nivell
organic i sistémic, com un augment del volum sistolic i de perfusio tissular sumada a un
millor transport d’oxigen i de la composici6 corporal.

Amb tot, les respostes adaptatives poden acabar amb una millor regulacié de la glicemia, de
la tensid arterial, de la coagulacié sanguinia, de un esquelet més resistent, d'una millor
capacitat aerobica, for¢ca muscular o funcid cognitiva. Una regulaci6 deficient d’aquests
processos es pot considerar un mecanisme general pel desenvolupament de patologies.

Revisio de la literatura

La recerca bibliografica s’estén fins a documents publicats fins maig-novembre de 2019. En
primer lloc es buscaren metaanalisis i posteriorment estudis controlats aleatoritzats
(ECA). Es va procedir amb una avaluaci6 qualitativa de cada article segons els graus
d’evidéncia de cada resultat usant el GRADE (Grading of Recommendations, Assessment,
Development and Evaluations) (6). El procés de seleccié és disponible sota peticio. S'usaren
quatre nivells d’evidencia: Elevat (++++), Moderat (+++), Baix (++) o Molt baix (+). El nivell
d’evidéncia elevat significa que hi ha un risc baix que nous estudis invalidin les conclusions.
Evideéncia baixa significa que hi ha un risc elevat que nous estudis invalidin les conclusions.
Un nivell molt baix significa que cal fer més recerca abans d’aplicar la metodologia.
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Patologies

Resum de lI'evidéncia i de recomanacions d’exercici fisic
especifiques per a 10 patologies

1. Alcoholisme

Prevencio

L’activitat fisica habitual no esta associada, segons el nostre coneixement, amb una
reduccio del risc de desenvolupar alcoholisme. D’altra banda, pero, alguns habits vinculats
amb determinades practiques esportives es poden associar a un consum d’alcohol
considerat de risc (1-3).

Exercici fisic indicat en 'alcoholisme

L’exercici esta indicat conjuntament amb canvis d’estil de vida i amb tractament
psicosocial, psicologic o farmacologic.

Efectes de I'exercici fisic en 'alcoholisme

Efectes aguts (modificacions)
Hi ha uns nivells molt baixos d’evidencia (+) en la practica d’exercici a intensitat moderada
en relacid al desig de consum (4-6)

Efectes cronics de I'exercici fisic (adaptacions)

Les persones amb alcoholisme poden disminuir el seu consum i millorar la salut mental,
I'autopercepcid i la condicid fisica (Taula 1). La majoria d’estudis es basaren en exercici
aerobic a intensitat moderada a vigorosa, de forma grupal i 2-3 dies a la setmana. Un estudi
mostra un efecte positiu en relacié a simptomes depressius en persones addictes a I’alcohol
que realitzaven entrenament de forca (7). Exercicis de ioga poden reduir nivells d’ansietat
en persones que reben tractament per 'alcoholisme (8).

Taula 1. Efectes i evidencia de I'exercici fisic en 'alcoholisme.

Variable Evidéncia* Referéncies Tipus d’exercici fisic
Consum d’alcohol + (9-13) Exercici aerobic
Salut mental.{ o (7,14-23) Eer'CIIC.l aerdbic
autopercepcio Exercici de forca
Capacitat aerdbica ++ (6,11-13, 18-20, 23-31) Exercici aerobic

* Alta evidencia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+).

Exercici recomanat en alcoholisme
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Persones amb addicci6 a I’alcohol haurien de realitzar exercici aerobic per:
- Disminuir el consum d’alcohol (+).
- Millorar la salut mental (++).
- Millorar la capacitat aerobica (++).

Exercici aerobic Exercici de for¢a
. Durada Freqiiéncia Numero - . Freqiiéncia
Intensitat . . 9 , .. Repeticions Series . 9
minuts/setmana | dies/setmana | d’exercicis dies/setmana
Moderada Minim 150 3-7
obé
Vigorosa Minim 75 3-5 Sense evidéncia disponible
0 bé una combinacié d’'intensitat moderada a
vigorosa de minim 90 min/setmana
(30 min 3 dies/setmana)

Intensitat moderada: 40-59% VOzR, RPE 12-13. Intensitat vigorosa: 60-89% VO2zR. RPE 14-17. VO2R = VO2max - VOz en repos.

L’exercici recomanat per ’alcoholisme no assoleix els minims de les recomanacions sobre
activitat fisica saludable. Cal afegir exercicis de for¢a per complementar el programa
especific, sempre i quan no hi hagi contraindicacions individuals.

Consells especifics per a la patologia

« El programa d’exercici fisic ha de ser individualitzat i acordat amb I'individu.

» L’exercici pot iniciar-se tan aviat com 'individu en tingui suficient motivacié. Les
estrategies de motivacio poden incloure fer entrevista motivacional. Si I'individu té
motivacio i no hi ha contraindicacions mediques I'exercici fisic a intensitat vigorosa,
aquesta seria la més idonia per obtenir un efecte optim.
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4. Fibril-lacié auricular

Prevencio

L’exercici fisic regular a una intensitat moderada s’associa amb un risc reduit de
desenvolupar fibril-laci6 auricular. Nivells insuficients d’activitat fisica aerobica, com molts
anys d’entrenament aerobic a alt nivell (elit) s’associen a un augment del risc (1).

Exercici fisic indicat en la fibril-lacié auricular

En la fibril-laci6 auricular permanent, I'exercici esta indicat juntament amb modificacions
d’estil de vida i tractament farmacologic.

Efectes de I'exercici fisic en la fibril-lacié auricular

Efectes aguts (modificacions)

No es recomana l'activitat fisica a alta intensitat durant els atacs de fibril-lacié auricular
paroxistica, ja que la freqiiéncia cardiaca pot ser molt elevada. Les persones amb fibril-laci6
auricular persistent i especialment permanent tenen, en general, un millor control de la
freqliéncia cardiaca i acostumen a tolerar 'augment de la freqiiéncia cardiaca. Poden
realitzar exercici sempre que no presentin simptomes derivats d’'una freqtiéncia cardiaca
elevada.

Efectes cronics de I'exercici fisic (aduptucions)

Les persones amb fibril-lacié auricular permanent poden millorar el control del ritme i
freqiiencia cardiaca, la qualitat de vida i la resisténcia aerobica després d’un periode
d’exercici aerobic (Taula 1). Les dades sobre la permanencia d’aquests efectes s6n escasses,
pero suggereixen que els efectes son de curta durada.

Les persones amb fibril-lacié auricular no permanent poden augmentar la seva resisténcia
aerobica i el component fisic de la qualitat de vida tot participant en un programa d’exercici
aerobic de poques setmanes (++). Les estimacions de la mida de I'efecte sén incertes. En la
fibril-laci6 auricular no permanent, es redueix el temps de la fibril-laci6 auricular i de la
freqiiencia i gravetat dels simptomes de la fibril-lacié auricular (+).

En general, els estudis sobre els efectes de I'exercici fisic son pocs i exposats a biaixos
marcats, per tant, no es poden treure conclusions consistents. Les limitacions principals
son que els estudis sdn petits, els participants sovint sén més sans i més joves que els perfil
majoritari de persones amb fibril-laci6 auricular i, en el millor dels casos, el disseny
d’estudi és un assaig cec senzill. Els estudis més grans solen tenir criteris d’'inclusio
heterogenis. La durada i la intensitat de 'entrenament varien, i sovint I'entrenament forma
part de varis components que integren un programa de rehabilitacid.

Taula 1. Efectes i evidencia de I'exercici fisic en la fibril-lacié auricular permanent.

Variable Evidéncia* | Referéncies Tipus d’exercici fisic
Control del ritme/freqiiéncia L. .
. /freq + (3,4) Exercici aerobic
cardiaca
Qualitat de vida + (2-5) Exercici aerobic
Capacitat aerobica ++ (2-5) Exercici aerobic

* Alta evidencia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+).
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Exercici recomanat per a la fibril-lacié auricular

Persones amb fibril-lacié auricular permanent haurien de realitzar exercici aerobic per:
- Millorar el control de la freqtiéncia cardiaca (+), la qualitat de vida relacionada amb la
salut (+) i la resistencia aerobica (++)
- Per alafibril-lacié auricular paroxistica i persistent, hi ha una evidencia molt baixa (+)
per donar recomanacions d’exercici especific.

Exercici aerobic Exercici de forca
. Durada Freqiiéncia Ndamero .. L Freqliéncia
Intensitat . . s . . Repeticions Series .
minuts/setmana | dies/setmana | d’exercicis dies/setmana
Moderada Minim 150 3-7
o bé
Vigorosa Minim 75 3-5 Sense evidéncia disponible
0 bé una combinacié d’intensitat moderada a
vigorosa de minim 90 min/setmana
(30 min 3 dies/setmana)

Intensitat moderada: 40-59% VOzR, RPE 12-13. Intensitat vigorosa: 60-89% VO2zR. RPE 14-17. VO2R = VO2max - VO: en repos.

L’exercici recomanat per a la fibril-lacié auricular no arriba a les recomanacions minimes
sobre activitat fisica saludable. Cal afegir exercicis de for¢a segons les recomanacions
generals, si no hi ha contraindicacions.

Consells especifics per a la patologia

e Les persones amb fibril-laci6 auricular constitueixen un grup molt heterogeni: n’hi ha
que estan ben entrenats i es mantenen saludables, mentre que d’altres, en canvi, tenen
malalties cardiovasculars greus on I'exercici fisic, sobretot a intensitats més elevades,
pot augmentar el risc d’efectes secundaris. Per tant, no és possible donar consells
generals valids per a totes les persones amb fibril-laci6 auricular.

e Esrecomana que totes les persones amb fibril-laci6 auricular consultin el/la seu metge
d’atenci6 primaria per fer una valoraci6 individualitzada abans d’iniciar un Programa
d’Exercici Fisic Individualitzat (PEFI).

e Les persones amb preséncia o signes d’altres patologies cardiovasculars, han de ser
tractades per aquestes malalties abans d’iniciar un PEFI.

e Les persones sense altres condicions subjacents poden realitzar exercici d'intensitat
lleugera a moderada sense precaucions. En persones amb aritmia simptomatica,
s’hauria de considerar una prova d’esforg limitada, incloent un ECG abans de comencar
I'entrenament a intensitats vigoroses.

e Per avaluar la intensitat de I'exercici aerobic en fibril-lacié auricular permanent, es
recomana estimar la intensitat relativa amb I’Escala de RPE de Borg®, millor que
mitjancant la freqiiéncia cardiaca.

e Siaugmenten les aritmies ventriculars durant I’exercici, s’hauria d’interrompre
I'entrenament i que el participant sigui visitat per un cardioleg.

e (al evitar fer exercici o competir durant I'aritmia continuada (excepte amb persones
amb fibril-laci6 auricular permanent ben tractades).
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8. Malaltia corondaria

Prevencio

L’activitat fisica s’associa amb un risc reduit de desenvolupar malaltia coronaria (1,2).
S’apliquen les recomanacions generals d’activitat fisica saludable.

Exercici fisic indicat en la malaltia corondria

En la malaltia coronaria I’exercici esta indicat juntament amb modificacions d’estil de vida
independentment del tractament farmacologic o invasiu.

Efectes de I'exercici fisic en la malaltia coronaria

Persones amb malaltia coronaria poden reduir la mortalitat i I'ingrés hospitalari, com
també augment la resistencia aerobica i la forga muscular després d’'un programa de
rehabilitaci6 cardiaca (RHBC) (Taula 1). RHBC inclou exercici de caire aerobic i de for¢a
muscular. L’exercici aerobic es realitza en cicloergometre, fent tasques aerobiques amb
suport musical o cal-listenia, en un tapis rodant o bé en un circuit d’estacions de manera
continuada o intervalica. La dosi d’exercici aerobic variava segons els assajos, pero de
manera general I'exercici és feia a una intensitat de 60% a 85% de VOz2max o 70% a 95% de
FCmax, 30-60 minuts, 3-5 dies a la setmana durant 3 a 6 mesos. L’exercici de forca incloia
de 8-10 tasques per extremitats superiors i/o inferiors al 40-80% d’ 1 RM, 10 a 15
repeticions, 1-3 series, 2-3 dies a la setmana durant 3 a 6 mesos. L’entrenament intervalic
d’alta intensitat podria millorar el VO2max més que un entrenament continuat a intensitat
moderada. Aquesta millora, pero, desapareix quan es compara amb un protocol isocaloric
(3).

La combinacié d’exercici de caire aerobic amb el de forga muscular comporta un major
augment en VO2max en comparacié amb un entrenament bé aerobic bé de forca de manera
aillada (4,5). El risc relatiu de reduir la mortalitat cardiovascular en comparacio a no fer
exercici fou de RR 0,74 (IC de 95% 0,54 a 0,86). Per a persones amb una angina estable els
efectes de RHBC sobre la mortalitat global i cardiovascular, i també en ingressos
hospitalaris son poc concloents degut al nombre baix d’assajos i la petita grandaria dels
efectes (6). L’evidencia quant a qualitat de vida no s’ha mostrat degut a la heterogeneitat en
la mesura dels resultats i les metodologies aplicades (6,7).

Taula 1. Efectes i evidéncia de I'exercici fisic en la malaltia coronaria.

Variable Evidéncia* | Referéncies Tipus d’exercici fisic
Mortalitat cardiovascular > 12 Exercici aerobic, o bé
+4++ (7 A .. N
mesos Combinaci6 d’exercici aerobic i de forca
) : Exercici aerobic, o bé
Ingressos hospitalaris ++ (7

Combinacié d’exercici aerobic i de forca

Exercici aerobic, o bé

Capacitat aerobica (MET) e (8) Combinaci6 d’exercici aerobic i de forca

For¢a muscular ++ 5 Exercici de for¢a

* Alta evidéncia (++++), evidencia moderada (+++), evidéncia baixa (++), evidencia molt baixa (+).
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Exercici recomanat per a la malaltia coronaria

Persones amb malaltia coronaria haurien de realitzar exercici aerobic i exercici de forga

per:

- Reduir mortalitat cardiovascular (+++) i ingressos hospitalaris (++)
Augmentar la capacitat aerobica (++++) i la forca muscular (++)

Exercici aerobic

Exercici de forca

. Durada Freqiiéncia Numero - \ Freqiiéncia
Intensitat . . R . . Repeticions Séries .
minuts/setmana | dies/setmana | d’exercicis dies/setmana
Combinacid .
d’intensitat Minim 90
(p-ex. 30-60 3-5 8-10 10-15 1-3 2-3
moderada a . .
. min/sessio)
vigorosa

Intensitat moderada: 40-59% VO:zR, RPE 12-13. Intensitat vigorosa: 60-89% VOzR. RPE 14-17. VOzR = VO2max - VO2z en repos,
10-15 repeticions = el pes més gran que es pot desplagar al llarg de tot el rang de moviment de 10 a 15 cops (10-15 RM).

L’exercici recomanat per a la malaltia coronaria arriba a les recomanacions minimes sobre
activitat fisica saludable. No calen recomanacions complementaries.

Consells especifics per a la patologia

e Les persones amb malaltia coronaria establerta haurien de realitzar una valoracio
medica que inclogui una prova d’esfor¢ limitada a la simptomatologia que inclogui un
ECG i un test de funcié muscular.

e Es important iniciar 'exercici tan aviat com sigui possible després d’un esdeveniment
agut, basat en els resultats de 'ECG en esforg.

e L’exercici hauria de ser supervisat fins que la malaltia s’estabilitza.

e [’exercici s’ha de realitzar de manera continuada o intervalica, d’acord a les
preferencies individuals.
e Durant I'esforg, cal tenir atencié a possible aritmies, canvis anormals de tensié arterial,
simptomes de dispnea, mareig o dolor al pit. Cal interrompre la sessio.
¢ Les persones amb malaltia coronaria sovint necessiten de recolzament i suport per ser

fisicament actius i arribar a tenir un bon nivell de condici6 fisica.

e Un PEFI de tipus aerobic i de forca es recomana que sigui part d'un programa de
rehabilitacio cardiaca, bé de manera Uinica, bé en combinacié amb intervencions de
canvi d’habits. Les sessions d’exercici poden ser supervisades en ambit hospitalari o bé
assessorades on el participant s’exercita fora de I'hospital. En acabar el programa de
RHBC, els individus haurien de rebre recomanacions per mantenir-se fisicament actius
al llarg de la vida per mantenir o millorar la seva condici6 fisica.
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13. Fibromialgia

Prevencio

L’activitat fisica habitual no esta associada, segons el nostre coneixement, amb una
reduccio del risc de desenvolupar fibromialgia.

Exercici fisic indicat en la fibromialgia

En la fibromialgia, I'exercici esta indicat juntament amb modificacions d’estil de vida,
educacio i tractament farmacologic. Es recomana un enfocament multifactorial.

Efectes de I'exercici fisic en la fibromialgia

Efectes aguts (modificacions)

L’exercici fisic pot augmentar o disminuir del dolor. Per evitar que augmenti el dolor
discapacitant, s’ha de modificar 'exercici fisic segons els recursos, objectius i preferencies
individuals.

Efectes cronics de I'exercici fisic (aduptucions)

Les persones amb fibromialgia poden disminuir el dolor, la fatiga i millorar la qualitat de
vida, la forga i la funci6 fisica (Taula 1). S’ha vist que la combinaci6é d’'un Programa
d’Exercici Fisic Individualitzat (PEFI) de resisténcia aerobica i de for¢ca muscular és la més
eficag, pero també és beneficios I'exercici enfocat en la resistencia aerobica o en la for¢a
muscular per separat.

Exercici combinat de component aerobic i de forca muscular. La part aerdbica pot ser
caminar, carrera continua suau, anar amb bicicleta o gimnastica aquatica. La part de forca
muscular pot ser amb pesos lliures o amb aparells. Els estudis han mostrat que I'exercici
pot anar d’intensitat lleugera a vigorosa (40-85% de FCmax i 40-80% de 1 RM), durant 45-
90 min per sessio, 2-3 cops per setmana, de 5 a 26 setmanes.

Exercici aerobic. Pot ser correr, caminar rapid, Marxa Nordica, activitats grupals amb
suport musical, ball o gimnastica aquatica. Els estudis s’han fet a intensitats lleugera a
vigorosa (60% de VO2max amb progressio fins al 80% de VOz2max), durant 40-65 min per
sessid, de 2 a 3 cops per setmana, de 6 a 24 setmanes.

Exercici de forca muscular. Pot ser de baixa a alta intensitat amb pesos lliures, cal-listénia,
gomes elastiques o maquines de gimnas. Els estudis es van realitzar entre 4 i 20 repeticions
amb una carrega inicial al 40% d'1 RM progressant fins al 85% d'1 RM, de 2-3 cops per
setmana, de 3 a 21 setmanes.

Taula 1. Efectes i evidencia de I'exercici fisic en la fibromialgia.

Variable Evidéncia* | Referéncia Tipus d’exercici fisic
Exercici aerobic, o bé
Dolor +++ (1,2) Exercici de forga, o bé
Combinacié d’exercici aerobic i de forca
Fatioa +++ (1,2) Exercici aerobic, o bé
5 ++ 3) Combinacié d’exercici aerdbic i de forca
Exercici aerobic, o bé
Qualitat de vida +4++ (1-3) Exercici de for¢a, o bé
Combinacié d’exercici aerdbic i de forca
Forga muscular +4++ (4,5) Exercici de forga
Funcié fisica +4+ (1,6) Exercici de for¢a, o bé
++ (3,5) Combinacié d’exercici aerobici de forca

* Alta evidencia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+).
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Exercici recomanat per a la fibromialgia

Persones amb fibromialgia haurien de realitzar exercici aerobic i de forca muscular per:
- reduir el dolor i la fatiga (+++), millorar la qualitat de vida (+++), augmentar la forga
muscular (+++) i millorar la funcid fisica (+++).

Exercici aerobic Exercici de forca
. Durad . Nu s C . Freqiiénci
Intensitat . uraca Intensitat s umel.‘o. Repeticions Series .requenc1a
minuts/setmana d’exercicis dies/setmana
Moderada 20-45 min/sessié 2-3 5-10 15-20 2-3 2-3

Si el dolor ho permet, I'individu pot augmentar
la intensitat de I'activitat gradualment fins a

Si el dolor ho permet, I'individu pot augmentar la
intensitat (kg o duresa de banda elastica) en intervals de

un Borg RPE 16 3-4 setmanes fins a assolir:

Vigorosa

20-45 min/sessio6 2-3 5-10 5-10 2-3 2-3

Intensitat moderada: 40-59% VO:zR, RPE 12-13. Intensitat vigorosa: 60-89% VOzR. RPE 14-17. VOzR = VO2max - VO2z en rep0s,
10-15 repeticions = el pes més gran que es pot desplagar al llarg de tot el rang de moviment de 10 a 15 cops (10-15 RM).

L’exercici recomanat per a la fibromialgia podria no arribar a les recomanacions minimes
sobre activitat fisica saludable. Cal acordar amb la persona maneres d’augmentar I'exercici
aerobic i de forga.

Consells especifics per a la patologia

L’exercici s’hauria d’individualitzar, d’acord amb la persona, i ser supervisada
inicialment per un educador fisic-esportiu (professional de I'exercici fisic).

Les persones amb fibromialgia necessiten més temps de recuperacié després de
I'activitat fisica que les persones sanes i, per tant, no es recomana fer exercici
aerobic moderat o vigorés més de 2-3 dies a la setmana.

Cal tenir precaucié amb la realitzacié de tasques on el brag se situi per sobre del cap
i amb qualsevol exercici excentric.

Cal afegir educacio pel control del dolor per millorar I'alleujament dels simptomes.
Es recomana a les persones amb dolor sever, fatiga i/o discapacitats que
introdueixin exercici fisic lleuger i que sigui comode, adaptat als problemes
especifics de salut. L'objectiu és augmentar la tolerancia a I’exercici augmentant
progressivament la dosi d’exercici fisic. La durada recomanada és de 30 minuts, que
es poden dividir en sessions de 15 minuts, 3-5 cops per setmana. En aquesta fase,
assegurar la regularitat (adheréencia) és més important que la intensitat de I'exercici.
Tasques adequades inclouen exercicis de gimnastica aquatica d’'intensitat baixa a
moderada, caminar i Marxa Nordica.

L’exercici aerobic a intensitat moderada o vigorosa s’introdueix quan la persona pot
fer front a aquesta intensitat.

Es recomana un PEFI de for¢a muscular per millorar la forga i la forga-
resisténcia. Un cop la severitat dels simptomes disminueixen, la persona pot
seguir les recomanacions generals d’activitat fisica per a la salut.
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18. Migranya

Prevencio

L’activitat fisica habitual no esta associada, segons el nostre coneixement, amb una
reduccio del risc de desenvolupar migranya.

Exercici fisic indicat en la migranya

Per a la migranya, 'exercici fisic esta indicat com a un tractament profilactic juntament
amb altres canvis d’estil de vida, amb o sense tractament farmacologic, o com alternativa
per a persones que no poden tolerar, no volen o no responen al tractament farmacologic.

Efectes de I'exercici fisic en la migranya

La majoria d’estudis sobre exercici fisic i migranya s’han realitzat en migranya episodica.
Pel que fa a la migranya cronica, només un ECA (1) ha avaluat els efectes de l'exercici fisic
sumat a la medicaci6 profilactica com a tractament amb migranya i el nivell d’evidéncia fou
molt baix (+). No obstant aix0, es pot recomanar exercici fisic en migranya cronica d’acord
amb les recomanacions generals, preferiblement a una intensitat moderada.

Efectes cronics de I'exercici fisic (adaptacions)

Les persones amb migranya episodica poden disminuir el nombre de dies amb preséncia
de migranya (Taula 1). L’exercici aerobic estudiat fou anar en bicicleta, carrera continua a
velocitat lenta caminar rapid o cdrrer per I'exterior, a intensitat vigorosa (Escala de Borg
RPE® 14-16), normalment durant 20-30 minuts per sessi6, 3 cops per setmana, amb una
durada de 10 a 16 setmanes (2). La mida de I’efecte per a la reduccié de dies amb migranya
va ser de -0,6 (IC del 95% -1.14 a -0.09) dies per mes (2). Mentre que la majoria d’estudis
van utilitzar I'exercici aerobic continu, un petit estudi va comparar I'’entrenament continu
amb el d’intervals d’alta intensitat, i es va trobar una reduccid dels dies de migranya
superior pel grup d’intervals d’alta intensitat (3).

A més, 'exercici aerobic pot afectar la intensitat i la durada dels atacs de migranya, aixi
com reduir la medicaci6 aguda que s’utilitza i millorar la qualitat de vida. La intensitat del
dolor manifestada va disminuir entre un 20-54% en diferents estudis (2), pero de manera
no significativa en una metaanalisi (4). La durada manifestada dels atacs va disminuir entre
un 20-27%, pero convé estudiar-ho amb més profunditat (2). Pel que fa a la medicacié
aguda i la qualitat de vida, s’han mostrat efectes positius significatius després de 12
setmanes d’exercici en comparacié amb els valors de referencia (5, 6). Els resultats sobre
disminuci6 de la intensitat del dolor, reducci6 de la medicaci6 aguda i de 'augment de la
qualitat de vida han mostrat resultats similars en comparacié amb un tractament
farmacologic ben establert (5). Aix0 indica que I'exercici fisic podria ser una opcié per a
persones que prefereixen la profilaxi no farmacologica.

Taula 1. Efectes i evidéncia de 'exercici fisic en la migranya episodica.

. . Referénci . . g s
Variable Evidencia* Tipus d’exercici fisic
a
Dies amb migranya ++4+ (2) Exercici aerobic

* Alta evidencia (++++), evidéncia moderada (+++), evidencia baixa (++), evidéncia molt baixa (+)..
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Exercici recomanat per a la migranya

Persones amb migranya episodica haurien de realitzar exercici aerobic per:
- Reduir el nombre de dies amb migranya (+++)

Exercici aerobic Exercici de for¢a
. Durada . Numero o L. Freqiiéncia
Intensitat . Intensitat s . . Repeticions Series . q
minuts/setmana d’exercicis dies/setmana
Vigorosa Minim 75 3-5
Sense evidéncia disponible
p.ex. 25min 3 dies/setmana

Intensitat moderada: 40-59% VO:R, RPE 12-13. Intensitat vigorosa: 60-89% VO:R. RPE 14-17. VOzR = VO2max - VOz en repos.

L’exercici recomanat per a la migranya no arriba a les recomanacions minimes sobre
activitat fisica saludable. Cal afegir exercicis de forga segons les recomanacions generals, si
no hi ha contraindicacions.

Consells especifics per a la patologia

e Enles sessions d'exercici a intensitat vigorosa (Escala de Borg RPE ® 14-16) s'ha
d'incloure un escalfament i tornada a la calma a intensitat moderada (Escala de Borg
RPE ® 12-13). Podria ser important fer un escalfament llarg, de minim 15 min,
sobretot per a persones que l'exercici a intensitat vigorosa sigui un desencadenant de
la migranya, per reduir el risc d'un atac.

e Sil'exercici és un desencadenant d’atacs de migranya, la intensitat i la durada s’haurien
d’incrementar lentament fins a assolir la dosi recomanada.

e Perapersones que afirmen que I’exercici pot provocar un atac de migranya, s’ha
d’evitar la deshidratacid, disminuci6 de sucre en sang i la percepci6 alta d’estres
vinculada amb la sessié d’exercici
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20. Miositis

Prevencio

L’activitat fisica habitual no esta associada, segons el nostre coneixement, amb una
reduccio del risc de desenvolupar miositis.

Exercici fisic indicat en la miositis

Per a la miositis establerta d’ activitat baixa, s’indica I'exercici fisic juntament amb
modificacions de 'estil de vida i el tractament farmacologic.

Efectes de I'exercici fisic en la miositis

Efectes cronics de I'exercici fisic (qdaptqcions)

Les persones amb polimiositis establerta, com també amb dermatomiositis disminueixen
'activitat de la malaltia i milloren la qualitat de vida, la funcié muscular, la resistencia
aerobica i les limitacions per fer activitats fisica després d’un periode d’exercici fisic (Taula
1). En els estudis sobre resistencia aerobica, aquesta es realitzava de forma continua en
bicicleta estatica o en una classe de steps i I'entrenament de for¢ca d’extremitat superiors,
inferiors o entrenament de core. L’exercici es realitza a una intensitat 260-70% de VO2max
/ 30-40% de 1RM (1-4), 3 cops per setmana, amb una durada de 4 setmanes a 6 mesos.

En persones amb una aparicié recent, polimiositis activa i dermatomiositis, hi ha una
evidencia molt baixa (+) que tant I'exercici aerobic realitzat fora del medi aquatic com
I'entrenament de forca no especific millori la resistencia aerobica i la funcié muscular.
L’exercici aerobic consistia en caminar 20 minuts a l'aire lliure al 60-70% de la FCmax
estimada, i I'exercici de for¢a muscular es va realitzar a una intensitat baixa-moderada, 5
cops per setmana durant 12 setmanes (5).

En persones amb inclusi6 de miositis corporal hi ha una evidencia baixa (++) que I'exercici
de forga de caire isometric pugui mantenir la forca muscular en comparacié amb un grup
control que no realitza exercici. La for¢a muscular va disminuir un 9% en 12 setmanes.
L’exercici de for¢a muscular es va realitzar amb un flux de sang restringit al 70% a una
intensitat del 30-40% de 1 RM, dos cops per setmana durant 12 setmanes (6).

Taula 1. Efectes i evidéncia de I'exercici fisic en polimiositis estable i dermatomiositis.

Evidéncia | Referéncie

Variable . s Tipus d’exercici fisic

Activitat de la N C sy

. ++ (2) Combinacié d’exercici aerobic i de for¢a
malaltia

Qualitat de vida ++ (1-3) Combinaci6 d’exercici aerobic i de for¢a

Limitacié a l'activitat P, - s
oy ++ (1,2,4) Combinacié d’exercici aerobic i de for¢a

diaria

Funcié muscular ++ (1-3) Combinaci6 d’exercici aerobic i de forca
Capacitat aerobica ++ (1,2) Combinaci6 d’exercici aerobic i de for¢a

* Alta evidencia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+)..
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Exercici recomanat per a la miositis

Persones amb miosis activa establerta, dermatomiositis i polimiositis, haurien de realitzar
exercici aerobic i entrenament de for¢a/resisténcia muscular per:
- Reduir 'activitat de la malaltia (++) i la limitacio per fer activitat fisica (++).

- Millorar la qualitat de vida (++) augmentar la resistencia aerobica (++) ila
forgca/resistencia muscular (++).

Exercici aerobic Exercici de forca
. Durada Freqiiéncia Numero . . Freqiiéncia
Intensitat . . s . . Repeticions Series .
minuts/setmana | dies/setmana | d’exercicis dies/setmana
Gt | o
(p.ex. 30 3 5-8 30-40 1-3 3
moderada a : s
: min/sessio)
vigorosa

Intensitat moderada: 40-59% VOzR, RPE 12-13. Intensitat vigorosa: 60-89% VO2zR. RPE 14-17. VO2R = VO2max - VOz en repos,
30-40 repeticions = el pes més gran que es pot desplagar al llarg de tot el rang de moviment de 30 a 40 cops (30-40 RM).

L’exercici recomanat per a la miositis no arriba a les recomanacions minimes sobre
activitat fisica saludable. Malgrat aix0, i de manera general, no es recomana una fer exercici
addicional de forca muscular amb carregues més elevades i menys repeticions. No hi ha cap
contraindicacié per a I'exercici de forca muscular amb carregues més altes que les
recomanacions generals en miositis activa baixa. Tot i aix0, cal tenir precauci6 en el cas de
dosis molt altes de cortisona i amb comorbiditats com I'osteoporosi.

Consells especifics per a la patologia

e L’exercici s’hauria d’individualitzar, d’acord amb la persona, i ser supervisada
inicialment per un educador fisic-esportiu (professional de I'exercici fisic).

e L’escalfamentila tornada a la calma sén importants i s’han d’afegir a la recomanacié
anterior. L’exercici aerobic i I’entrenament de for¢a-resistencia s’haurien de realitzar
idealment en la mateixa sessio. Inicialment, les carregues haurien de ser inferiors a les
recomanades, augmentant-les progressivament en periodes de 2-3 setmanes.

e L'exercici també s'ha d'adaptar a la debilitat muscular, la capacitat pulmonar, el
cansament, el dolor, a I'activitat de la malaltia i a les fluctuacions en aquesta activitat.

e Es important intercalar tasques entre extremitats superiors i inferiors, la zona cervical
i el core per evitar I'esgotament muscular. Davant una debilitat muscular pronunciada,
és important garantir principalment la mobilitat de les articulacions de I'espatlla.

e L’exercici fisic no augmenta el risc d’erupcions, pero en cas d’apareixer s’ha d’evitar
exercici a intensitat vigorosa, de llarga durada i freqiiencia elevada.

e Les persones amb miositis i preséncia o signes de patologia cardiovascular
concomitants han de ser tractades de manera optima per a la seva malaltia
cardiovascular abans d’iniciar un PEFI.

e Perapersones amb miositis i osteoporosi concomitant, fibrosi pulmonar i
possiblement afectacié cardiaca, s’ha de valorar el grau d’afectacié de I’organ abans del
tractament amb exercici fisic.

130



26. Sindrome d'ovari poliquistic (SOPQ)

Prevencio

No hi ha evidencies que concloguin si I'activitat fisica habitual pot reduir el risc de
desenvolupar SOPQ.

Exercici fisic indicat en la sindrome d’ovari poliquistic

L’exercici fisic esta indicat conjuntament amb canvis d’estil de vida. La intervencié en I'estil
de vida que inclogui exercici fisic és el tractament de primera linia recomanat per a totes
les dones amb SOPQ, per aconseguir i/o mantenir un pes saludable i optimitzar la salut
metabolica i reproductiva.

Efectes de I'exercici fisic en la sindrome d’ovari poliquistic

Efectes aguts (modificacions)

Els gens de resisténcia a la insulina es regulen de manera diferent després d’una tasca de
caire aerobic en dones obeses amb SOPQ en comparacié amb un grup control equivalent
segons IMC (1-3).

Efectes cronics de I'exercici fisic (adaptacions)

Les dones amb SOPQ poden reduir nivells d’androgens, el pes corporal i I'IMC i
possiblement augmenten la funcié ovulatoria i la tolerancia a la glucosa després d'un
programa d’exercici fisic (Taula 1). Una revisi6 (5) va comparar la realitzacié només
d’exercici fisic, o en combinacié amb dieta, amb un tractament minim o nul. Un altre estudi
(4) va valorar 'exercici fisic en comparacié amb un grup control. La dosi i el tipus d’exercici
fisic variava entre estudis. L’exercici aerobic o combinat amb exercici de forca muscular fou
la més habitual, i la dosi fou, en la majoria dels casos, semblant a les recomanacions
generals d’activitat fisica saludable.

El resultat endocri (index d’androgens lliures) va millorar una mitjana de -1,11 (IC del 95%
-1,96 a -0,26). En termes de resultats antropometrics, el pes va disminuir una mitjana
d’'1,68 kg (IC del 95% -2,66 a -0,70 ) i 'MC va disminuir una mitjana de 0,34 kg/m?2 (IC del
95% -0,68 a -0,01) després d’'un periode d’entrenament. L’evidéncia fou molt baixa (+) per
millorar 'ovulacié (resultat reproductiu) i tolerancia a la glucosa.

Taula 1. Efectes i evidencia de I'exercici fisic en la Sindrome d’ovari poliquistic.

Variable Evidéncia | Referéncies Tipus d’exercici fisic

Exercici aerobic, o bé

Variables endocrines ++ 4 o T
(4) Combinacié d’exercici aerobic i de forca

Variables d’aparell Exercici aerobic, o bé

reproductor * (5) Combinacié d’exercici aerobic i de forca
Variables o (4,5) Exercici aerobic, o bé

antropometriques ’ Combinacié d’exercici aerobic i de forca
Variables . (4,5) Exercici aerobic, o bé

metaboliques ’ Combinacié d’exercici aerobic i de forca

* Alta evidéncia (++++), evidéncia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+)..

131



Exercici recomanat per a la sindrome d’ovari poliquistic

Dones amb sindrome d’ovari poliquistic (SOPQ) haurien de realitzar exercici aerobic i de
for¢a muscular per:

- Reduir nivells d’androgens, pes corporal i IMC (++).

- Millorar la funcié ovulatoria i la tolerancia a la glucosa (+).

Exercici aerobic Exercici de forca
Intensitat . Durada Frequenaa ¥\Iume1.’o. Repeticions | Series Frequenaa
minuts/setmana | dies/setmana d’exercicis dies/setmana
Moderada Minim 150 3-7 8-10 8-12 1-3 2
obé
Vigorosa Atleast 75 3-5
0 bé una combinacié d’'intensitat moderada a
vigorosa de minim 90 min/setmana
(30 min 3 dies/setmana)

Intensitat moderada: 40-59% VOzR, RPE 12-13. Intensitat vigorosa: 60-89% VOzR. RPE 14-17. VOzR = VO2max - VOz en repos, 8-
12 repeticions = el pes més gran que es pot desplagar al llarg de tot el rang de moviment de 8 a 12 cops (8-12 RM)

L’exercici recomanat per la SOPQ compleix amb les recomanacions minimes sobre activitat
fisica saludable i no cal cap recomanaci6 addicional.

Consells especifics per a la patologia

¢ Sila persona també té sobrepes/obesitat, la dosi d’exercici aerobic s’ha de duplicar
fins a 300 min/setmana a una intensitat moderada o bé 150 min/setmana a una
intensitat vigorosa (6).

¢ Les dones amb SOPQ poden aprofitar-se’n de la seva constituci6 per fer practica
esportiva. Cal destacar aquesta situacio per animar les dones amb SOPQ a que siguin
fisicament actives i que participin en activitats esportives.

e La SOPQ esta associada a sobrepes/obesitat i a la sindrome metabolica. A llarg termini
augmenta el risc de diabetis tipus 2 i de malalties cardiovasculars. Cal emfasitzar la
necessitat de fer exercici fisic per a la prevencid i el tractament de la SOPQ.

e Les persones amb SOPQ i presencia o signes de patologia cardiovascular concomitant
han de rebre un tractament optim per a la seva malaltia cardiovascular abans d’iniciar
un PEFI.
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27. Psoriasi

Prevencio

L’activitat fisica habitual pot estar associada amb un risc reduit de desenvolupar psoriasi
(1).
Exercici fisic indicat en la psoriasi

L’exercici fisic esta indicat juntament amb modificacions de I'estil de vida i el tractament
farmacologic.

Efectes de I'exercici fisic en la psoriasi

Efectes cronics de I'exercici fisic (qdaptqcions)

Les persones amb sobrepeés o obesitat i psoriasi poden reduir I’Area de Psoriasi i I'Index de
Severitat en un 48% (IC del 95% entre 33 i 58) després d’'un periode d’exercici fisic
combinat amb una intervencié dietetica (Taula 1). Els resultats provenen d’'un ECA que
incloia exercici aerobic durant 40 minuts, 3 cops per setmana durant 20 setmanes, amb
combinacié amb assessorament per perdre pes, en comparacié amb només I'assessorament
de la perdua de pes (2).

L’'fndex de Qualitat de Vida Dermatoldgic va disminuir significativament (p = 0,02) en
persones amb psoriasi que havien assistit a un programa educatiu multidisciplinari amb 14
elements diferents, incloent I’exercici fisic, d’1 h setmanal durant 12 setmanes, on les
persones amb psoriasi participaren en varies modalitats d’esports col-lectius i individuals
(Taula 1).

Diversos estudis de disseny transversal de casos-control, que recolliren dades mitjancant
questionaris, van demostrar que persones amb psoriasi eren fisicament menys actives i
tenien un IMC més alt que el grup control. Es tenen registres d’IMC elevat en persones amb
psoriasi a Suécia. Els resultats de recerca sén limitats i principalment basats en estudis
transversals retrospectius usant quiestionaris.

Taula 1. Efectes i evidéncia de 'exercici fisic en la psoriasi.

Variable Evidéncia* | Referéncies Tipus d’exercici fisic
Regié amb psoriasi i index . y
& psorl ++ (2) Exercici aerobic
de Severitat
. . Exercici com a part d’'una intervencio
Qualitat de vida + 3) p

multimodal.
* Alta evidencia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+)..
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Exercici recomanat per a la psoriasi

Persones amb sobrepés o obesitat i psoriasi, haurien de realitzar exercici aerobic
juntament amb modificacions dietetiques per:

- Reduir la severitat de la psoriasi (++).

- Millorar la qualitat de vida (+).

Es pot recomanar a les persones amb normopes fer exercici aerobic per reduir la gravetat
de la seva psoriasi (estudis realitzats només en persones amb sobrepes o obesitat) i
millorar la qualitat de vida (+).

Exercici aerobic Exercici de forca

. Durada Freqiiéncia Namero . L Freqiiéncia

Intensitat . . , . Repeticions | Series .
minuts/setmana dies/setmana d’exercicis dies/setmana
Moderada Minim 150 3-7
obé
Vigorous Minim 75 3-5 Sense evidencia disponible
0 bé una combinacié d’'intensitat moderada a
vigorosa de minim 90 min/setmana
(30 min 3 dies/setmana)

Intensitat moderada: 40-59% VO2zR, RPE 12-13. Intensitat vigorosa: 60-89% VO2zR. RPE 14-17. VO2R = VO2max - VOz en repos.

L’exercici recomanat per a la psoriasi no arriba a les recomanacions minimes sobre activitat
fisica saludable. Cal afegir exercicis de for¢a segons les recomanacions generals, si no hi ha
contraindicacions.

Consells especifics per a la patologia

e Perreduir lairritaci6 de la pell, es recomana a les persones amb psoriasi de portar
roba esportiva comoda, ample sense costures dures, dutxar-se acuradament de seguida
en acabar l'exercici i utilitzar crema suavitzant mentre la pell encara estigui humida.

e Les persones amb psoriasi s’han d’assessorar per superar possibles inconvenients
vinculats a l’exercici fisic, com ara exposar la pell en public.

e Les persones amb psoriasi i preséncia o signes de patologia cardiovascular
concomitant han de rebre un tractament optim per a la seva malaltia cardiovascular
abans d’iniciar un PEFL.

134



29. Esquizofrénia

Prevencio

L’activitat fisica habitual no esta associada, segons el nostre coneixement, amb una
reduccio del risc de desenvolupar esquizofrenia.

Exercici fisic indicat en I'esquizofrénia

En I’esquizofrenia 'exercici esta indicat juntament amb modificacions d’estil de vida
(principalment adquirint una dieta saludable) i d’altres tractaments com el psicosocial, la
psicoterapia o el farmacologic.

Efectes de I'exercici fisic en I'esquizofrénia

Efectes cronics de I'exercici fisic (aduptucions)

En persones amb esquizofrenia, els simptomes negatius i depressius, la funcid i cognicio6
global, la qualitat de vida i la resistencia aerobica poden millorar després d’'un programa
d’exercici fisic (Taula 1). Les tasques d’exercici aerdbic incloses als estudis incloien el
ciclisme, el tapis rodant o cal-listenia, a una intensitat de moderada a vigorosa, amb una
durada entre 90-120 minuts per setmana durant aproximadament 12 setmanes (1).

La cognici6 global es va millorar mitjangcant un exercici aerobic d’'intensitat moderada a
vigorosa, fent ciclisme, tapis rodant o cal:-listénia amb una durada de 20 a 60 minuts per
sessio, 3 cops per setmana durant 12 setmanes (2).

La resisténcia aerobica es va millorar mitjancant un exercici aerobic d’intensitat moderada
a vigorosa, fent ciclisme, cérrer, cal-listénia o activant demostracions en video amb una
durada entre 30-60 minuts per sessio, 2-3 cops per setmana amb un periode de 6 setmanes
a 6 mesos (3). Alternativament, es podria realitzar un entrenament d’intervals a alta
intensitat d’aproximadament 15 minuts per sessio (2).

Taula 1. Efectes i evidencia de I'exercici fisic en I'esquizofreénia.

Variable Evidéncia* | Referéncies Tipus d’exercici fisic
Simptomes clinics negatius ++ 9] Exercici aerdbic
Simptomes depressius ++ (D Exercici aerobic
Funcié global +++ (D Exercici aerobic
Cognici6 global ++ (2) Exercici aerdbic
Qualitat de vida +++ 9] Exercici aerdbic
Capacitat aerobica +++ 3 Exercici aerobic

* Alta evidencia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+).
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Exercici recomanat per a I'esquizofrénia

Persones amb esquizofrénia haurien de realitzar exercici aerobic per:
- Reduir simptomes negatius, simptomes de depressi6 i millorar la cognici6 general (++).
- Millorar la qualitat de vida i la funcié general (+++).
Augmentar la resistencia aerobica (+++).

Exercici aerobic Exercici de forca
. Durada Freqliéncia Namero .. L Freqliéncia
Intensitat . . s . . Repeticions Series .
minuts/setmana | dies/setmana d’exercicis dies/setmana
Moderada Minim 150 3-7
obé
Vigorosa Minim 75 3-5 Sense evidencia disponible

o bé una combinacié d’'intensitat moderada a
vigorosa de minim 90 min/setmana

(30 min 3 dies/setmana)

Intensitat moderada: 40-59% VOzR, RPE 12-13. Intensitat vigorosa: 60-89% VOzR. RPE 14-17. VO2R = VOzmax - VOz en repos.

L’exercici recomanat per a I'esquizofrénia no arriba a les recomanacions minimes sobre
activitat fisica saludable. Cal afegir exercicis de for¢a segons les recomanacions generals, si
no hi ha contraindicacions.

Consells especifics per a la patologia

e L’alta prevalenca de dificultats de moviment diverses i de trastorns de la imatge
corporal fan que l'exercici s’hagi d’'individualitzar per un educador fisic-esportiu
(professional de I'exercici fisic). El millor efecte s’obté si les sessions son supervisades.

« El major repte en 'esquizofrénia és la motivacié. Es molt important oferir tasques
d’acord amb les capacitats individuals i els desitjos de la persona, la qual podria
augmentar la motivaci6 per realitzar realment 'exercici. En la majoria dels casos, es
necessita un suport continu per mantenir la practica d’exercici fisic.

e L’efecte podria augmentar de manera directament proporcional a la dosi de |'exercici
fisic (2).

e Les persones amb esquizofrenia i presencia de patologia cardiovascular concomitant
han de rebre un tractament optim per a la seva malaltia cardiovascular abans d’iniciar
un PEFL
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32. Lupus eritematos sistemic (LES)

Prevencio

L’activitat fisica habitual no esta associada, segons el nostre coneixement, amb una
reduccio del risc de desenvolupar lupus eritematos sistemic (LES) (1).

Exercici fisic indicat enrelacié al LES
Per al LES lleu/inactiu o moderat, I'exercici fisic esta indicat juntament amb modificacions
de I'estil de vida (per exemple, deixar de fumar) a més del tractament farmacologic (1, 2).

Efectes de I'exercici fisic pel LES

Efectes aguts (modificacions)

L’exercici fisic no desencadena inflamaci6 i sembla segur per a persones amb LES, toti que
I'evidéncia és limitada (3-5).

Efectes cronics de I'exercici fisic (udaptucions)

L’exercici aerobic a una intensitat de moderada a vigorosa durant 30-60 minuts, entre 2-3
cops per setmana durant 12 setmanes pot reduir la fatiga i els simptomes de la depressio
(Taula 1). A més, I'exercici aerobic a una intensitat de moderada a vigorosa, amb una
durada entre 30-75 minuts, 2-3 cops per setmana, amb un periode de 8 a 16 setmanes, pot
millorar la resistencia aerobica (Taula 1).

Hi ha una baixa evidencia (++) de que I'activitat de la malaltia es vegi afectada per I'exercici
fisic (5, 6). Aquesta conclusié es basa en tres estudis que inclouen: a) exercici aerobic
d’intensitat moderada a vigorosa durant 50-60 minuts, 3 cops per setmana durant 12 a 16
setmanes (9, 10); b) exercici aerobic a una intensitat de moderada a vigorosa durant 30
minuts, i de forca muscular a les extremitats superiors i inferiors (4 sessions, 8-12 RM per
cada exercici), durant 40 minuts, 2 cops per setmana amb un periode de 12 setmanes (11);
c) exercici de forga a extremitats superiors i inferiors al 65-75% de 1 RM, amb 3 series de
15 repeticions durant 50 minuts, 3 cops per setmana, amb un periode de 12 setmanes (10).
A més, no es van reportar canvis en l'activitat de la malaltia ni danys en els organs després
d’un any d’exercici fisic (12).

Altres estudis demostren que I'’entrenament de forga i I'exercici aerobic, entre 2-3 hores
setmanals, de 12 a 16 setmanes, eren ben tolerats (13, 14). També es va tolerar bé
I'entrenament de for¢a amb 2-3 series de 10 exercicis, 3 cops per setmana, durant 40
minuts, fins a 7 mesos (15).

Taula 1. Efectes i evidencia de 'exercici fisic en el lupus eritematds sistémic.

Variable Evidéncia* | Referéncies Tipus d’exercici fisic
Fatiga ++ (6,7) Exercici aerobic
Simptomes depressius ++ (6) Exercici aerdbic
Capacitat aerdbica +++ (6,8) Exercici aerobic

* Alta evidéncia (++++), evidencia moderada (+++), evidéncia baixa (++), evidéncia molt baixa (+)..
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Exercici recomanat per al LES

Ales persones amb un LES lleu/inactiu o moderat i amb pocs o cap danys a organs es
recomana l'exercici aerobic per:

Disminuir els simptomes de fatiga i de depressid (++).
Augmentar la resistencia aerobica (+++).

Exercici aerobic Exercici de forca

. Durada Freqiiéncia Ndamero .. L Freqiiéncia

Intensitat . . s . . Repeticions Seéries .
minuts/setmana | dies/setmana d’exercicis dies/setmana
Moderada Minim 150 3-7
obé
Vigorosa Minim 75 3.5 Sense evidencia disponible
0 bé una combinacié d’intensitat moderada a
vigorosa de minim 90 min/setmana
(30 min 3 dies/setmana)

Intensitat moderada: 40-59% VOzR, RPE 12-13. Intensitat vigorosa: 60-89% VOzR. RPE 14-17. VOz2R = VOzmax - VOz en repos.

L’exercici recomanat per al LES no arriba a les recomanacions minimes sobre activitat
fisica saludable. Cal afegir exercicis de forc¢a per assolir les recomanacions minimes. No hi
ha evidencia de que I'exercici de forca muscular tingui efectes negatius sobre I'activitat de
la malaltia en LES.

Consells especifics per a la patologia

L’exercici s’hauria d’individualitzar, d’acord amb la persona, i ser supervisada
inicialment per un educador fisic-esportiu (professional de I'exercici fisic). Es
particularment rellevant en el LES d’aparicié recent, durant els brots actius, si hi ha
comorbiditats cardiovasculars, si hi ha manifestacions articulars severes o presencia
d’osteoporosi.

La intensitat i la durada haurien d’augmentar progressivament i adaptar-se a la salut
de la persona. Es recomana afegir 'escalfament i la tornada a la calma a les
recomanacions anteriors. Cal afegir exercici de flexibilitat (16) i d’equilibri. Si apareix
dolor a causa de 'exercici i dura almenys 24 hores, s’hauria de modificar el tipusila
dosi d’exercici. Un embenat al canell i al genoll, un calgat adequat i I'is de plantilles
poden augmentar, en alguns casos, la capacitat de gestionar la practica d’exercici.
Les persones amb LSE i preséncia o signes de patologia cardiovascular concomitants
han de ser tractades de manera optima per a la seva malaltia cardiovascular abans
d’iniciar un PEFI. Afectacions cardiaques o pulmonars com pericarditis, insuficiencia
cardiaca o pleuritis, vasculitis o afectacié renal sén comuns en LES.

138




Flemish

Vlaams Instituut Gezond Leven VZW, Belgium

Contextuele vertaling door Dempsey Demeyer & Luc Lipkens
Luc Lipkens, Luc.Lipkens@gezondleven.be

Dempsey Demeyer, Dempsey.Demeyer@gezondleven.be
Vertaler-tolk Machteld Sohier, machteld.sohier@gmail.com
Marc Van Riel, tekstriel@telenet.be

Dit document is gebaseerd op ‘FYSS-short’, een boek ontwikkeld voor het European
Physical Activity on Prescription-project (EUPAP) om de implementatie van de Zweedse
‘Physical Activity on Prescription Method’ (PAP-S) in de lidstaten van de EU te faciliteren.
In Vlaanderen en Brussel komt de Zweedse methode overeen met Bewegen Op Verwijzing.
Derhalve zal in het volledige boek de term ‘PAP-S’ vervangen worden door Bewegen Op
Verwijzing. Meer informatie over Bewegen Op Verwijzing via

www.bewegenopverwijzing.be

Dit document is onderdeel van het project "847174 / EUPAP" dat financiering heeft
ontvangen van het Gezondheidsprogramma van de Europese Unie (2014-2020). De inhoud
van deze document geeft alleen de standpunten van de auteurs weer en valt onder hun eigen
verantwoordelijkheid; ze kan niet worden beschouwd als een afspiegeling van de standpunten
van de Europese Commissie en/of het Uitvoerend Agentschap voor consumenten, gezondheid,
landbouw en voeding (CHAFEA) of enig ander orgaan van de Europese Unie. De Europese
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Note: From 1 April 2021 the Health Programme was delegated to the newly created European
Health and Digital Executive Agency (HaDEA).
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Voorwoord de Zweedse beroepsvereniging voor lichaamsbeweging

Regelmatige lichaamsbeweging heeft goed gedocumenteerde preventieve en/of curatieve
effecten op verschillende ziektes, zoals diabetes, hart- en vaatziekten, darmkanker en
depressie, maar ook op het functioneren en het welzijn. Meer lichaamsbeweging kan een
positief effect hebben op de gezondheid.

De gezondheidszorg is uitstekend geplaatst om te werken aan het stimuleren van
lichaamsbeweging bij de bevolking. De meeste mensen komen regelmatig in contact met de
gezondheidszorg en stellen vaak vertrouwen in hun zorgverleners voor zaken die hun
gezondheid betreffen. Zorgverleners kunnen de groepen bereiken in de maatschappij die het
meest sedentair zijn, zoals bejaarden en personen met een chronische ziekte. Eén voordeel van
lichaamsbeweging als behandeling, in vergelijking met medicatie, is dat mensen zich door
lichaamsbeweging actief betrokken kunnen voelen bij hun behandeling, wat hen aanmoedigt
om hun verantwoordelijkheid op te nemen voor de eigen gezondheid. Het voorschrijven van
lichaamsbeweging zou net zo routinematig moeten zijn als het voorschrijven van andere
gevestigde medische behandelingen.

Om dit mogelijk te maken is er FYSS-short, een beknopte, onlangs bijgewerkte, op bewijs
gebaseerde versie van het handboek FYSS (Lichaamsbeweging bij het voorkomen en de
behandeling van ziekte). FYSS is een op maat gemaakt hulpmiddel voor gezondheidswerkers
dat het voorschrijven van lichaamsbeweging moet vergemakkelijken. FYSS is een centraal
onderdeel van de Zweedse Bewegen Op Verwijzing-methode (PAP-S), die door de Europese
Commissie werd gekozen als de beste praktijk om te implementeren in andere lidstaten van de
EU. De overdracht van het Zweedse Bewegen Op Verwijzing-model wordt ondersteund door
het EUPAP-project.

FYSS-short bevat 32 diagnoses en is systematisch samengesteld met uniforme terminologie en
op bewijs gebaseerde aanbevelingen die in zogenoemde aanbevelingsboxen gepresenteerd
worden. Om de kwaliteit van het bewijs te beoordelen en om de aanbevelingen voor de
klinische praktijk te doen, werd gebruik gemaakt van GRADE (Grading of Recommendation,
Assessment, Development and Evaluation).

De Zweedse Beroepsverenigingen voor Lichaamsbeweging bracht het FYSS-handboek uit in
2003 en in 2017 verscheen de derde versie (1). FYSS wordt nu beschouwd als een gevestigd
concept in de Zweedse gezondheidszorg. FYSS is ook nuttig voor organisatoren van
lichaamsbeweging die werken met Bewegen Op Verwijzing en voor onderwijsinstellingen,
zoals hogescholen en universiteiten die zich richten op gezondheidswetenschappen en
volksgezondheid.

Referenties
1. Professional Associations for Physical Activity, Physical Activity in the Prevention and Treatment of
Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och sjukdomsbehandling,
FYSS 2017). Redactie: Stahle A, Hagstromer M, Jansson E. Likartidningens forlag AB. ISBN:978-91-
981711-2-9

December 2019 (englische version)

In naam van het bestuur van de Zweedse Beroepsverenigingen voor lichaamsbeweging
Redactiecommissie voor FYSS-short

Margareta Emtner, Professor Emerita, PhD, RPT, Department of Neuroscience, Physiotherapy,
Uppsala University, Uppsala, Sweden

Maria Hagstromer, Professor, PhD, RPT, Department of Neurobiology, Care Sciences and
Society, Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden

Eva Jansson, Professor Emerita, PhD, MD, Department of Laboratory Medicine, Clinical
Physiology, Karolinska Institutet, Stockholm, Sweden
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Inleiding

Om het voorschrijven van lichaamsbeweging te vergemakkelijken, werden de huidige
aanbevelingen voor verschillende ziektes systematisch samengevoegd in een hoofdstuk
van 2 a 3 bladzijden voor elke diagnose, met een uniforme structuur en terminologie. De
aanbevelingen voor lichaamsbeweging in FYSS-short gelden voor volwassenen, d.w.z.
personen vanaf 18 jaar . De aanbevelingen bij astma gelden echter ook voor jongere
personen. In FYSS-short wordt “lichaamsbeweging” gebruikt als een algemene term voor
alle types en voor elke intensiteit van beweging. Soms wordt de term ‘training’ gebruikt in
plaats van lichaamsbeweging, bijvoorbeeld wanneer specifieke onderzoeken en bepaalde
revalidatieprogramma’s beschreven worden. Zie bijlage 1 (Terminologielijst).

FYSS-short, structuur van de hoofdstukken

Alle diagnosehoofdstukken in FYSS-short hebben een identieke structuur met vijf
rubrieken - Preventie, Indicatie, Effecten van lichaamsbeweging, Aanbevelingen voor
lichaamsbeweging en Diagnosespecifiek advies.

Preventie - In deze rubriek wordt uiteengezet of regelmatige lichaamsbeweging al dan niet
geassocieerd wordt met een verminderd risico op het ontwikkelen van een bepaalde ziekte.
Er wordt aangegeven wanneer de algemene gezondheidsaanbevelingen voor
lichaamsbeweging kunnen toegepast worden om het risico te beperken (1, 2). Volgens deze
algemene gezondheidsaanbevelingen moeten volwassenen per week ten minste 150
minuten aan aerobe lichaamsbeweging met matige intensiteit doen, of ten minste 75
minuten aan aerobe lichaamsbeweging met hoge intensiteit, of een combinatie van matig
intensieve en hoog-intensieve lichaamsbeweging. (3, 4). Ook spierverversterkende
activiteiten op 2 of meer dagen per week is aanbevolen (3, 4).

Deze combinatie dient een ‘equivalente’ combinatie te zijn. Bij de berekening
hiervoor telt elke minuut bewegen aan hoge intensiteit voor 2 minuten.

Bovenstaande aanbevelingen zijn conform met de Vlaamse aanbevelingen voor
lichaamsbeweging. In Vlaanderen hanteert men, naast de aanbevelingen voor lichaamsbeweging,
ook aanbevelingen voor sedentair gedrag (7). De Vlaamse aanbevelingen voor lichaamsbeweging
en sedentair gedrag kunnen via onderstaande link geraadpleegd worden:
https://www.gezondleven.be/files/beweging/Vlaamse-gezondheidsaanbevelingen-beweging.pdf

In de Vlaamse aanbevelingen zit ook een overkoepelende aanbeveling van het Vlaams Instituut
Gezond Leven (Gezond Leven) voor beide gezondheidsthema’s vervat:
= Voor een gezond leven is een gezonde mix van zitten, staan en bewegen belangrijk, elke
dag. De bewegingsdriehoek en de specifieke aanbevelingen voor beweging en lang
stilzitten zijn een basis voor deze gezonde afwisseling.
= Elke vooruitgang telt voor de gezondheid wanneer men 1 of meerdere aanbevelingen
(nog) niet behaalt. Klein beginnen en stap per stap opbouwen geeft meer kans op
blijvend succes.

Deze overkoepelende aanbeveling is de basis van de eerste drie Gezond Leven tips van de
bewegingsdriehoek (zie figuur 1):
1. Zit minder lang stil én beweeg meer.
2. Pak het stap voor stap aan. Geef niet op bij een terugval. Zo is élk beetje beweging beter
dan niks.
3. Gavoor een gezonde gewoonte en wissel elke dag zitten, staan en bewegen af.
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Indicatie van lichaamsbeweging - In deze rubriek wordt aangegeven of lichaamsbeweging
al dan niet aangewezen is voor een bepaalde diagnose d.w.z. het toepassingsgebied waar
lichaamsbeweging een effect heeft. Dit wordt gedaan samen met aspecten die aangeven
hoe een interventie in de lichaamsbeweging samenhangt met andere veranderingen in de
levensstijl en mogelijke farmacologische en niet-farmacologische behandelingen. Ook
wordt aangegeven of de indicatie van toepassing is op een bepaalde graad of een bepaald
subtype van de werkelijke diagnose.

Effecten van lichaamsbeweging - Deze rubriek bevat twee subtitels: “Acute effecten” en
“Effecten van regelmatige lichaamsbeweging”. Acute effecten worden zowel gedefinieerd
als effecten die tijdens de trainingssessie optreden, als effecten van één enkele sessie van
lichaamsbeweging, die tot 48 uur na de training kunnen aanhouden. Effecten van
regelmatige lichaamsbeweging worden gedefinieerd als effecten van herhaalde sessies van
lichaamsbeweging. In “Effecten van regelmatige lichaamsbeweging” worden de resultaten
van het systematische literatuurreview beschreven. Alle relevante statistisch significante
resultaten met ten minste een lage kwaliteit van bewijs (++) worden gerapporteerd. In
enkele gevallen worden niet-significante resultaten gerapporteerd als het niveau van
bewijs hoog was. In een aantal gevallen wordt ook een resultaat met zeer lage kwaliteit van
bewijs (+) gerapporteerd, als het resultaat zeer relevant is voor de specifieke diagnose. In
tabel 1 van elk diagnosehoofdstuk worden de resultaten opgesomd samen met het
bijhorende niveau van bewijs, de relevante referenties van de studies en ook het
resultaatgerelateerde type van lichaamsbeweging. Alle resultaten in tabel 1 zijn statistisch
significant en vormen de basis van de aanbeveling.

Aanbevolen lichaamsbeweging - In deze rubriek worden op bewijs gebaseerde
aanbevelingen gegeven voor de behandeling met lichaamsbeweging van specifieke
diagnoses. Lichaamsbeweging als behandeling omvat het genezen, het voorkomen van
terugval, het vertragen van de ziekteprogressie, het verlichten van symptomen en/of het
verminderen van functionele beperkingen door het verhogen van de aerobe fitheid en
kracht. De aanbevelingen zijn voornamelijk gebaseerd op studies naar de effecten van
specifieke programma's voor lichaamsbeweging bij een bepaalde diagnose. Het
wetenschappelijk bewijs voor verschillende resultaten wordt in deze rubriek
gepresenteerd in aanvulling op tabel 1 uit de eerdere rubriek "Effecten van
lichaamsbeweging". Personen met een specifieke diagnose hebben ook een aanbeveling
voor lichaamsbeweging nodig om ziekte te voorkomen en om het functioneren en het
welzijn te behouden. Daarom werden er uniforme aanbevelingen opgesteld voor zowel
behandeling als preventie. Dit maakt het voorschrijven eenvoudiger en verhoogt mogelijks
de naleving van de voorschriften. Om uniforme aanbevelingen op te stellen werden
verschillende dosissen en types van lichaamsbeweging voor iedere specifieke diagnose,
zoals afgeleid uit het literatuuronderzoek, vergeleken met de algemene
gezondheidsaanbevelingen. Waar de aanbevelingen in grote lijnen consistent waren, werd
de algemene aanbeveling of een licht gewijzigde versie gekozen als aanbeveling voor de
specifieke diagnose.

Aan het einde van deze rubriek wordt vermeld of de aanbevolen lichaamsbeweging voor
een specifieke diagnose verenigbaar is met (of voldoet aan) de algemene
gezondheidsaanbevelingen voor lichaamsbeweging om ziekten te voorkomen. Wanneer de
diagnosespecifieke aanbeveling niet overeenkomt met de algemene
gezondheidsaanbevelingen, wordt ‘bijkomende lichaamsbeweging’ aanbevolen om aan de
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algemene gezondheidsaanbevelingen te voldoen, indien de gezondheidstoestand dat
toelaat. Bij angst bijvoorbeeld, is de diagnosespecifieke, op bewijs gebaseerde aanbeveling
aerobe lichaamsbeweging, maar er is geen bewijs dat spierversterkende activiteiten angst
kunnen verminderen. Dus spierversterkende activiteiten zijn niet opgenomen in de
diagnosespecifieke aanbevelingen. Het is daarom aanbevolen om spierversterkende
activiteiten toe te voegen om de spierfunctie in geval van angst te behouden.

Aan de andere kant is bij osteoporose de diagnosespecifieke, op bewijs gebaseerde
aanbeveling spierversterkende en gewichtsdragende activiteiten, maar er is geen bewijs
dat aerobe lichaamsbeweging osteoporose kan verminderen. Dus aerobe
lichaamsbeweging is niet opgenomen in de diagnosespecifieke aanbeveling. Het is daar om
aanbevolen om aerobe lichaamsbeweging toe te voegen om de aerobe fitheid te behouden
en mogelijks andere chronische ziekten zoals hart- en vaatziekten en diabetes te
voorkomen in het geval van osteoporose. Er moet echter op gewezen worden dat het
voorschrijven van lichaamsbeweging om andere ziektes te voorkomen, in geval van een
bepaalde diagnose, hoofdzakelijk gebaseerd is op klinische ervaring en redelijke
veronderstellingen, aangezien er daar weinig gepubliceerde studies over zijn.

Het opstellen van uniforme aanbevelingen voor verschillende diagnoses, zoals hierboven
beschreven, maakt het voorschrijven van lichaamsbeweging in geval van meer dan één
diagnose mogelijk en vereenvoudigt het. Het is aanbevolen om “Diagnosespecifiek advies”
te lezen voor meer informatie over specifieke overwegingen bij een bepaalde diagnose.

Opmerking bij de aanbevolen lichaamsbeweging:

a) Opwarming en cool-down
Tijd voor opwarming/cool-down is niet inbegrepen in de aanbevolen
lichaamsbeweging voor de verschillende diagnoses. Dit betekent dat tijd voor
opwarming/cool-down toegevoegd moet worden aan elke individuele
bewegingssessie en dat deze toevoeging kan verschillen afthankelijk van
bijvoorbeeld de keuze van intensiteit, de huidige ziektetoestand en individuele
factoren.

b) Progressie van lichaamsbeweging, tijdens of tussen sessies
Tijdens een sessie: voor sommige personen/diagnoses kan het erg belangrijk zijn om
te beginnen met lage/middelmatige intensiteit alvorens de intensiteit verhoogd
wordt naar middelmatig/hoog.

Tussen sessies: De initieel voorgeschreven dosis van lichaamsbeweging zal mogelijks
lager moeten zijn dan de diagnose-specifieke aanbevolen dosis.

c) De aanbevolen intensiteit van aerobe lichaamsbeweging is matig of hoog, of een
combinatie van matige en hoge intensiteit. Zoals “bijvoorbeeld 90 minuten/week of
meer (30 minuten/3 dagen per week)”. De 90 minuten / week is gebaseerd op RCT-
studies, die de basis vormen voor de diagnosespecifieke aanbevelingen, en voldoet
aan de algemene aanbeveling indien 2/3 van de tijd aan hoge intensiteit is (Borg 14-
17) en 1/3 aan matige intensiteit (Borg 12-13).

Deze combinatie dient een ‘equivalente’ combinatie te zijn. Bij de berekening
hiervoor telt elke minuut bewegen aan hoge intensiteit voor 2 minuten.
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Diagnosespecifiek advies - In deze subrubriek wordt ziektespecifiek advies gegeven dat
erg belangrijk is om te volgen. De adviezen kunnen betrekking hebben op de dosis, het type
lichaamsbeweging, de regeling van de intensiteit, het medisch toezicht (bv. ECG-
monitoring), oefeningen onder leiding van een kinesitherapeut of bewegingsdeskundige,
de opwarming/cool-down, de progressie, de medicatie, de pijn, motivatieproblemen, de
apparatuur en dieetkwesties (zie bijlage 2). Er wordt ook informatie gegeven over de nood
aan een diagnosespecifiek medisch onderzoek, v66r de aanvang van meer
lichaamsbeweging.

Wanneer gebruikt u FYSS-short?

De aanbevolen lichaamsbeweging in FYSS-short kan een leidraad zijn voor een
geindividualiseerd voorschrift van lichaamsbeweging die buiten het gezondheidssysteem
wordt uitgevoerd zoals bij Bewegen Op Verwijzing, wanneer er geen medisch toezicht of
beheer door een kinesitherapeut of bewegingsdeskundige nodig is. Het voorschrift kan
verstrekt worden ter preventie, als eerste behandeling of als aanvulling op andere
farmaceutische of revalidatiebehandelingen. FYSS-short kan ook dienen als een gids bij het
geindividualiseerd voorschrijven van lichaamsbeweging dat gebruikt wordt in
revalidatieprogramma’s binnen de gezondheidszorg, bijvoorbeeld wanneer het belangrijk
is dat een trainingssessie geleid wordt door een gezondheidsprofessional met voldoende
kennis, zoals een kinesitherapeut of bewegingsdeskundige. Een voorschrift voor
lichaamsbeweging, verricht buiten de gezondheidszorg, kan dan verstrekt worden na de
afronding van een revalidatieprogramma.

Risicobeoordeling

Over het algemeen zijn de voordelen van lichaamsbeweging groter dan de risico’s. Toch
kan er een verhoogd risico bestaan op cardiovasculaire complicaties tijdens het bewegen,
ook al is het absolute risico laag. Daarom is het belangrijk om factoren te identificeren die
dit risico kunnen beinvloeden (5). Dergelijke factoren zijn:

e Deaanwezigheid van hart- en vaatziekten of tekenen van een dergelijke ziekte en
ook de aanwezigheid van andere ziekten zoals diabetes, chronische nierziekte,
depressie en chronische ontstekingsziekten, allen met een verhoogd risico op hart-
en vaatziekten.

e Het uitvoeren van lichaamsbeweging met hoge intensiteit zonder opeenvolgende
aanpassingen aan het intensiteitsniveau tijdens een sessie of tussen sessies.

e Aanzienlijk verhoogde broeddruk of bloedlipiden en/of de aanwezigheid van
meerdere cardiovasculaire risicofactoren.

Beoordeel altijd het risico op cardiovasculaire complicaties bij het voorschrijven van
lichaamsbeweging. De voorschrijvers dragen de verantwoordelijkheid om te beslissen of er
al dan niet een medisch onderzoek moet worden uitgevoerd voordat er gestart wordt met
verhoogde lichaamsbeweging. Als er een niet-behandelde of niet optimaal behandelde
hart- en vaatziekte wordt vermoed, moet een arts met de gepaste vaardigheden
geraadpleegd worden.
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Absolute contra-indicaties voor het voorschrijven van lichaamsbeweging met een matige
of hoge intensiteit

1. Recente, belangrijke verandering in het ECG
Instabiele angina
Ongecontroleerde hartritmestoornissen
Ernstige aortavernauwing
Ongecontroleerd hartfalen
Acute longembolie
Acute myocarditis
Vermoeden van/gekend aneurysma dissecans
Acute systemische infectie

WO AW

Beoordeling en evaluatie

Een beoordeling, follow-up en evaluatie dienen uitgevoerd te worden om het effect en
daarmee de kwaliteit van de behandeling te waarborgen. De volgende voorbeelden van
veelgebruikte klinische evaluatie-instrumenten worden aanbevolen ter gebruik, voor en na
een periode van verhoogde lichaamsbeweging en dienen herhaald te worden tijdens een
follow-up op lange termijn.
Lichaamsbeweging

e Zelf gerapporteerd door middel van een vragenlijst

e Bewegingssensoren
Functie/capaciteit

e 6-minuten-wandeltest (6MWD)

e Submaximale aerobe fitheidstest (fietsergometer of loopband)

e Handgreepsterkte

e Andere relevante functie-of capaciteitstests
Diagnosespecifieke markers

e Bloed-/urineanalyses

e Tailleomtrek

e Taille-heupverhouding

e Lichaamsgewicht

¢ Body mass index
Gezondheidsgerelateerde levenskwaliteit

e Short-form (36) health survey (SF-36)

e The EuroQol health survey (EQ5D)

Mogelijke mechanismes

De mechanismes die verband houden met lichaamsbeweging zijn, in tegenstelling tot
geneesmiddelen, uitgesproken multifactorieel, d.w.z. dat er een groot aantal mechanismes
op verschillende niveaus zijn - van het moleculaire niveau tot het systeemniveau. Veel van
deze mechanismes komen voor bij verschillende types lichaamsbeweging en hebben een
invloed op een groot aantal ziektes, terwijl andere meer specifiek zijn voor een bepaald
type van lichaamsbeweging en voor een bepaalde diagnose.

De aanpassing van het lichaam aan lichaamsbeweging begint met de invloed van
verschillende moleculaire processen, die verband houden met bijvoorbeeld het
energiesysteem, de mechanische belasting, chronische laaggradige ontstekingen,
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oxidatieve stress en het stikstofoxidemetabolisme. Deze processen hebben op hun beurt
een invloed op de vorming van bijvoorbeeld, transportproteines, mitochondrién,
zenuwsynapsen, zenuwcellen, bloedvaten en beenderweefsel, evenals op de zogenaamde
stamcellen, cellen met het potentieel voor regeneratie in verschillende weefsels. Tot slot
worden de effecten van lichaamsbeweging zichtbaar op het orgaan- en systeemniveau,
zoals een verhoging van het slagvolume en de weefseldoorbloeding, plus een verbetering
van het zuurstoftransport en de lichaamssamenstelling.

In het algemeen kan aanpassing leiden tot een verbeterde regeling van de bloedglucose,
bloeddruk en bloedstolling, een sterker skelet en een verbeterde aerobe fitheid,
spierkracht en cognitieve functie. Een gebrek aan regulering van deze beschreven
processen wordt beschouwd als een algemeen mechanisme voor de ontwikkeling en
progressie van ziekten.

Systematisch literatuuronderzoek

Het literatuuronderzoek omvat de gepubliceerde literatuur tot mei - november 2019. Eerst
werd gezocht naar systematische reviews met meta-analyse en vervolgens werd gezocht
naar gerandomiseerde gecontroleerde studies (RCT). Voor elk artikel werd een
kwaliteitsbeoordeling uitgevoerd, gevolgd door een beoordeling van het bewijsmateriaal
voor elke uitkomstmeting volgens GRADE (Grading of Recommendations, Assessment,
Development and Evaluations) (6). Zoekstrings zijn op verzoek beschikbaar. Er werden
vier niveaus van bewijs gebruikt: hoge kwaliteit van bewijs (++++), matige kwaliteit van
bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van bewijs (+). Hoge
kwaliteit van bewijs betekent dat het risico laag is dat nieuwe onderzoeken de conclusies
ongeldig kunnen maken. Lage kwaliteit van bewijs betekent dat het risico hoog is dat
nieuwe onderzoeken de conclusies ongeldig kunnen maken. Zeer lage kwaliteit van bewijs
betekent dat meer onderzoek nodig is voordat de methode toegepast kan worden.
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Hoofdstukken van de diagnoses

Een samenvatting van het bewijsmateriaal en diagnose-
specifieke aanbevelingen voor lichaamsbeweging bij 10
diagnoses

5. Chronische rug- en nekpijn

Preventie

Regelmatige lichaamsbeweging op een matig niveau kan geassocieerd worden met een
verminderd risico op het ontwikkelen van chronische rug-en nekpijn. Zowel lage als hoge
niveaus van lichaamsbeweging kunnen echter geassocieerd worden met een verhoogd
risico (1,2).

Indicatie van lichaamsbeweging bij chronische rug- en nekpijn

Bij rug-/nekpijn is specifiek aangepaste lichaamsbeweging aangewezen, samen met andere
wijzigingen in de levensstijl bij zowel specifieke als niet-specifieke pijn.

Effecten van lichaamsbeweging op chronische rug- en nekpijn

Acute effecten

Hypoalgesie, hyperalgesie of geen verandering in pijn kan optreden als een acuut effect van
lichaamsbeweging (3).

Effecten van regelmatige lichaamsbeweging

Naast positieve effecten op pijn en functie (Tabel 1), werden ook effecten op
bewegingsangst, zelfredzaamheid, levenskwaliteit en algemene indruk van herstel getoond.
De meeste van de beoordelingen omvatten onderzoeken waarin personen werden
opgedragen spierversterkende activiteiten uit te voeren met een matige intensiteit: 8-15
herhalingen, 1-3 sets, 2-3 keer per week. Voor aerobe lichaamsbeweging hadden personen
getraind met een matige intensiteit: Borg-RPE 12-13, gedurende 45-60 minuten per sessie,
verschillende keren per week. Voor andere vormen van lichaamsbeweging, zoals
motorische-controle-oefeningen (MCO), pilatestraining, aquatische training en yoga,
werden de intensiteitsniveaus individueel ingesteld en geleidelijk aangepast (4). In alle
onderzoeken en voor alle types van lichaamsbeweging duurde de trainingsperiode 6
weken of meer. Er was niet genoeg bewijs van hoge kwaliteit om een specifiek type (aerobe
lichaamsbeweging, spierversterkende activiteiten of MCO) of een modus (land-/water-
gebaseerd) uit te sluiten of te prioriteren. Er waren weinig bijwerkingen bij de
bewegingsinterventies en de meeste bijwerkingen hielden verband met verhoogde pijn of
spierpijn, die na enkele dagen of weken afneemt (5).
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Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij chronische rug- en nekpijn.

Resultaat Bewijs* | Referenties Type lichaamsbeweging
RUG Pijn 4+ (5-17) Spierversterkende activiteiten
+++ (7-8,17) Aerobe lichaamsbeweging
+++ (18-29) Motorische-controle-oefeningen (MCO), pilates
++ (30-36) Aquatische training, yoga, dagelijkse wandelingen
Functie +++ (6-17) Spierversterkende activiteiten
+++ (7-8,17) Aerobe lichaamsbeweging
+++ (18-29) MCO
++ (30-36) Pilates, aquatische training, yoga, dagelijkse wandelingen
NEK Pijn +++ (37-42) Spierversterkende activiteiten
++ (37-40) Aerobe lichaamsbeweging, MCO, yoga, aquatische training
++ (43-46)
Functie +++ (40-41) Spierversterkende activiteiten
++ (40) Aerobe lichaamsbeweging
++ (43-46) MCO, yoga

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit
van bewijs (+).

Aanbevolen lichaamsbeweging bij chronische rug- en nekpijn
Aan personen met chronische rug- en nekpijn moeten spierversterkende activiteiten en/of
specifieke trainingsprogramma’s voor motorische controle aanbevolen worden om:

- de pijn te verminderen (+++ en ++++)

- de functionele capaciteit te verhogen (+++)
Aan personen met chronische rugpijn moet aerobe lichaamsbeweging aanbevolen worden
om: - de pijnteverzachten (++en +++)

- de functionele capaciteit te vergroten (+++)
Aan personen met chronische nekpijn moet aerobe lichaamsbeweging aanbevolen worden
om: - de pijn te verzachten (++)

- de functionele capaciteit te vergroten (++)

Aerobe lichaamsbeweging Spierversterkende activiteiten

Duur Frequentie per Aantal Sessies

Intensiteit . . Herhalingen Sets
minuten/week week oefeningen § per week

Matig Ten minste 150 3-7 8-10 8-15 1-3 2-3

Andere vormen van lichaamsbeweging: MCO*, pilates, yoga, dagelijkse wandelingen

o Duur .
Intensiteit . Frequentie per week
minuten/week

Aangepast aan de persoon met Sessies van 45-60 minuten 2-3 maal/week gedurende ten minste 6 weken
geleidelijk verhoogde complexiteit Thuistraining verschillende keer per week

Matige intensiteit: 40-59 % VO2zR, RPE 12-13. Hoge intensiteit: 60-89 % VO2zR, RPE 14-17. VOzR = VOzmax -VO; in rust. 8-15
herhalingen = 8-15 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-15 RM). * MCO:
motorische-controle-oefeningen

De aanbevolen lichaamsbeweging bij chronische rug- en nekpijn voldoet mogelijks niet
aan de algemene gezondheidsaanbevelingen voor lichaamsbeweging. Voeg verdere aerobe
lichaamsbeweging en spierversterkende activiteiten toe, als de gezondheidstoestand dat
toelaat.
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Diagnosespecifiek advies

In eerste instantie moet behandeling voorzien worden door een kinesitherapeut.
Nadat deze behandeling erop zit, is het aangewezen dat de patiént zelfstandig
voldoende in beweging blijft, zowel volgens de algemene gezondheidsaanbevelingen als
volgens de diagnosespecifieke aanbevelingen. Indien de patiént na deze behandeling
extra begeleiding wenst of indien dit is aangewezen, kan Bewegen Op Verwijzing nuttig
zijn. Een Bewegen Op Verwijzing-coach zal dan via consultaties een beweegplan op
maat, extra motivatie, inplanning in het dagelijkse leven en verdere opvolging voorzien.

Het is belangrijk om te beoordelen op comorbiditeit en tekenen en symptomen zoals
breuken, tumoren of andere ernstige aandoeningen. Individuele aanpassing (type
van lichaamsbeweging, dosis en belasting) moet begeleid zijn door een medisch
geschoolde therapeut en zou gebaseerd moeten zijn op de voorkeuren van de
persoon en de therapeut, en op de training van de therapeut.

Het is de rol van de therapeut is om de niveaus van de fysieke functie en pijn te
bewaken zodat het trainingsprogramma aangepast kan worden om optimale
progressie en dus herstel te bereiken. Het is belangrijk om een goede
bewegingskwaliteit te behouden.

Angst voor terugkerende of verergerende pijn door lichaamsbeweging volstaat om
de persoon inactief te maken. Voor chronische nek- en rugpijn is het dan ook
specifiek belangrijk om actief te blijven, om door te gaan met de dagelijkse
activiteiten en om bedrust te vermijden, omdat de angst om te bewegen het herstel
kan vertragen. De therapeut moet dit aspect dan ook in overweging nemen bij het
ontwerp van het trainingsprogramma.
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6. Kanker

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van verschillende types kanker, bv. borst-, darm- en endometriumkanker (1).
De algemene gezondheidsaanbeveling voor lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij kanker

Bij kanker is, zowel tijdens als na de oncologische behandeling, lichaamsbeweging
aangewezen, samen met andere wijzigingen in de levensstijl. Bij chronische kanker of in
een palliatieve fase is lichaamsbeweging ook aangewezen.

Effecten van lichaamsbeweging op kanker

Acute effecten

Lichaamsbeweging bij personen met kanker kan de kankergerelateerde vermoeidheid en
angst verminderen.

Effecten van regelmatige lichaamsbeweging

Lichaamsbeweging tijdens en na oncologische behandeling is voordelig en verbetert de
overlevingskansen, kanker-gerelateerde vermoeidheid, levenskwaliteit, aerobe fitheid en
spierkracht (Tabel 1). Zowel kankerspecifieke als algemene overlevingskansen
verbeterden bij individuen met hoge zelf-gerapporteerde recreationele lichaamsbeweging
(borst-, colorectale en prostaatkanker).

Regelmatige lichaamsbeweging van gevarieerde intensiteit en duur, verminderde
kankergerelateerde vermoeidheid. Gezondheidsgerelateerde levenskwaliteit verbeterde
als resultaat van aerobe en/of spierversterkende activiteit, bij minstens 15 minuten per
sessie, 2 sessies per week. Lichaamsbeweging met een aerobe component (wandelen,
fietsen en lopen) aan middelmatige tot hoge intensiteit, uitgevoerd minstens 30 minuten
per sessie, 2-5 sessies per week en gedurende 5 weken, verbeterde de aerobe fitheid.
Echter, langere duur en grotere volumes hebben gebleken een bijkomend effect te hebben.
Spierversterkende activiteit = 2 dagen per week verhoogde de spierkracht. Training onder
toezicht was meer effectief om gezondheidsgerelateerde levenskwaliteit en spierkracht te
verbeteren dan thuis gebaseerde interventies.

Tabel 1. Effecten en bewijs van lichaamsbeweging bij kanker

Resultaat Bewijs* Referenties Type lichaamsbeweging
Overleving ++ (D Hoge zelf-gerapporteerde beweging
Kankergerelateerde +4++ (2-5) Aerobe lichaamsbeweging en/of
vermoeidheid spierversterkende activiteiten
Levenskwaliteit +++ (2,6) Aerobe lichaamsbeweging en/of

spierversterkende activiteiten

Aerobe fitheid +++ (7,8) Aerobe lichaamsbeweging en/of
(VO2max/piek) spierversterkende activiteiten
Spierkracht ++ (9, 10) Aerobe lichaamsbeweging en/of

spierversterkende activiteiten

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van bewijs (+).
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Aanbevolen lichaamsbeweging bij kanker
Aan personen met kanker moeten aerobe lichaamsbeweging en spierversterkende
activiteiten aanbevolen worden om:
- de overleving te verhogen bij borst-, darm- en prostaatkanker (++)
kankergerelateerde vermoeidheid te verminderen (+++)
de levenskwaliteit te verbeteren (+++)
de aerobe fitheid te verhogen (+++)
de spierkracht te verhogen (++)

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit 'Duur Frequentie Aar?tal Herhalingen Sets Sessies per
min/week per week oefeningen week
Matig Ten minste 150 3-7 8-10 8-12 1-3 2-3
of
Hoog Ten minste 75 3-5
Of een equivalente combinatie van matige en hoge
intensiteit*

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in rust. 8-12
herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM). *bv. gedurende
ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen lichaamsbeweging bij kanker voldoet aan de algemene
gezondheidsaanbeveling voor lichaamsbeweging en er is geen bijkomende aanbeveling
nodig.

Diagnosespecifiek advies

In eerste instantie moet behandeling voorzien worden door een Kinesitherapeut. Nadat
deze behandeling erop zit, is het aangewezen dat de patiént zelfstandig voldoende in
beweging blijft, zowel volgens de algemene gezondheidsaanbevelingen als volgens de
diagnosespecifieke aanbevelingen. Indien de patiént na deze behandeling extra begeleiding
wenst of indien dit is aangewezen, kan Bewegen Op Verwijzing nuttig zijn. Een Bewegen Op
Verwijzing-coach zal dan via consultaties een beweegplan op maat, extra motivatie,
inplanning in het dagelijkse leven en verdere opvolging voorzien.

e De lichaamsbeweging moet, in dialoog met de persoon, op maat gemaakt worden en
aanvankelijk begeleid worden door medisch geschoold personeel, zoals een
kinesitherapeut.

e Nevenwerkingen van de behandeling, waaronder vermoeidheid, misselijkheid en
gewrichtspijn, kunnen verminderd worden door regelmatige lichaamsbeweging.

¢ Om het effect van lichaamsbeweging op de aerobe fitheid te optimaliseren, moet de
intensiteit hoog of matig in combinatie met hoog zijn, indien de
gezondheidstoestand dat toelaat.

e Als er ernstige nevenwerkingen zijn van de lopende oncologische behandeling,
moeten het type en de dosis van de lichaamsbeweging aangepast worden.

e Binnen de 24 uur na een chemotherapie-infusie mag er geen lichaamsbeweging aan
hoge intensiteit plaatsvinden.

e Wanneer er een hoog risico is op infecties, moet lichaamsbeweging aan hoge

intensiteit uitgesteld worden totdat het risico op infecties verminderd is.
Een aanhoudende infectie is een absolute contra-indicatie voor lichaamsbeweging.
Bij vastgestelde osteoporose en wanneer het herstel na de behandeling zeer slecht
is, moeten het type en de dosis van de lichaamsbeweging aangepast worden aan de
huidige toestand.

e Lichaamsbeweging vo6r de tumoroperatie is een opkomend veld en kan de fysieke
functie optimaliseren en de postoperatieve hersteltijd verbeteren (11).
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8. Coronaire hartziekte

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van coronaire hartziekte (1,2). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij coronaire hartziekte

Bij een stabiele coronaire hartziekte is lichaamsbeweging aangewezen, met inbegrip van
andere wijzigingen in de levensstijl, ongeacht de farmacologische of invasieve behandeling.

Effecten van lichaamsbeweging bij coronaire hartziekte

Effecten van regelmatige lichaamsbeweging

Personen met coronaire hartziekte kunnen de mortaliteit en de ziekenhuisopnames
verminderen en hun aerobe fitheid en spierkracht vergroten na trainingsgebaseerde
cardiale revalidatie (Tabel 1). Trainingsgebaseerde cardiale revalidatie bestond uit aerobe
lichaamsbeweging en/of spierversterkende activiteiten. De aerobe lichaamsbeweging werd
meestal uitgevoerd op een fietsergometer, als aerobics/calisthenics, op een loopband of als
circuittraining, continu of met intervallen. De dosis aerobe lichaamsbeweging varieerde
van onderzoek tot onderzoek; over het algemeen werd de aerobe lichaamsbeweging
uitgevoerd met een intensiteit van 60% tot 85% van de VO2 max of 70% tot 95% van de
maximale HR, gedurende 30-60 minuten, met een frequentie van 3-5 sessies per week en
voor een duur van 3 tot 6 maanden. De spierversterkende activiteiten werden uitgevoerd
met 8-10 oefeningen voor de bovenste en/of onderste ledematen bij 40-80% van 1 RM, in
10-15 herhalingen, 1-3 sets, 2-3 keer per week, gedurende 3 tot 6 maanden.
Intervaltraining met een hoge intensiteit (HIIT) kan de VO2 max meer verbeteren dan
continue training met een matige intensiteit. Deze superioriteit verminderde echter
wanneer het isocalorische protocol werd vergeleken (3).

Gecombineerde aerobe lichaamsbeweging en spierversterkende activiteiten vertonen een
grotere winst in VO2 max vergeleken met aerobe lichaamsbeweging of spierversterkende
activiteiten alleen (4,5). De risicoverhouding voor verminderde cardiovasculaire
mortaliteit vergeleken met geen lichaamsbeweging was RR 0.74 (95%CI 0,54 tot 0,86). Bij
personen met een stabiele angina zijn de effecten van een trainingsgebaseerde cardiale
revalidatie op de totale en cardiovasculaire mortaliteit en ziekenhuisopnames onzeker
vanwege het kleine aantal onderzoeken en hun kleine effectomvang (6). De sterkte van het
bewijs werd niet gerapporteerd voor de gezondheidsgerelateerde levenskwaliteit gezien
de heterogeniteit in uitkomstmetingen en rapportagemethodes (6,7).

Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij coronaire hartziekte.

Resultaat Bewijs* | Referenties Type lichaamsbeweging
Cardiovasculaire mortaliteit ot ) Aerobe lichaamsbeweging en/of gecombineerd met
>12 maanden spierversterkende activiteiten
Ziekenhuisopname . % Aerobe llchagmsbewegmg en/of.gt?co.mblneerd met
spierversterkende activiteiten
Aerobe fitheid (MET) it ) Aerobe 11chaa}msbeweglng en/of.ge.co.mbmeerd met
spierversterkende activiteiten
Spierkracht ++ 5 Spierversterkende activiteiten

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit
van bewijs (+).
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Aanbevolen lichaamsbeweging bij coronaire hartziekte

Aan personen met stabiele coronaire hartziekte moeten aerobe lichaamsbeweging en
spierversterkende activiteiten aanbevolen worden om:
- de cardiovasculaire mortaliteit (+++) en ziekenhuisopnames (++) te
verminderen
de aerobe fitheid (++++) en spierkracht (++) te vergroten.

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit .Duur Frequentie Aaptal Herhalingen Sets Sessies
min/week per week oefeningen per week

_ Ten minste 90
Gecombineerde (bv. 30-60

matige en hoge
intensiteit

min/sessie) 3-5 8-10 10-15 1-3 2-3

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = V02max -VO2 in rust, 10-15
herhalingen = 10-15 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (10-15 RM).

De aanbevolen lichaamsbeweging bij coronaire hartziekte voldoet aan de algemene

gezondheidsaanbevelingen voor lichaamsbeweging en er is geen bijkomende aanbeveling
nodig.

Diagnosespecifiek advies

In eerste instantie moet behandeling voorzien worden door een Kinesitherapeut.
Nadat deze behandeling erop zit, is het aangewezen dat de patiént zelfstandig voldoende
in beweging blijft, zowel volgens de algemene gezondheidsaanbevelingen als volgens de
diagnosespecifieke aanbevelingen. Indien de patiént na deze behandeling extra
begeleiding wenst of indien dit is aangewezen, kan Bewegen Op Verwijzing nuttig zijn.
Een Bewegen Op Verwijzing-coach zal dan via consultaties een beweegplan op maat,
extra motivatie, inplanning in het dagelijkse leven en verdere opvolging voorzien.

e Personen met vastgestelde coronaire hartziekte dienen beoordeeld te worden
a.d.h.v. een symptoombeperkte stresstest, waaronder een ECG en een test van de
spierfunctie door een kinesitherapeut of een andere professional in de
gezondheidszorg met voldoende kennis van zaken om, na onderzoek door een arts,
adequaat voorgeschreven lichaamsbeweging te krijgen.

e Het is belangrijk dat de training zo vlug mogelijk wordt gestart na een acute
coronaire aandoening, gebaseerd op het resultaat van het trainings-ECG.

¢ De lichaamsbeweging moet medisch begeleid worden totdat de patiént een stabiele
coronaire hartziekte heeft.

e De lichaamsbeweging kan continu of met intervallen uitgevoerd worden, afthankelijk
van de individuele voorkeur.

e Tijdens de training is het belangrijk om aandacht te besteden aan aritmie of een
abnormale bloeddrukreactie, evenals aan symptomen zoals dyspneu, duizeligheid of
pijn in de borstkas, die leiden tot een beéindiging van de training (zie contra-
indicaties in de inleiding).

e Personen met coronaire hartziekte hebben vaak ondersteuning en aanmoediging
nodig om met beweging te beginnen en op een bepaald niveau fysiek actief te blijven
om hun fysieke fitheid te behouden.
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Het aerobe en spierversterkende trainingsprogramma wordt aanbevolen als
onderdeel van een hartrevalidatieprogramma, hetzij alleen als een
trainingsinterventie, hetzij in combinatie met andere wijzigingen in de levensstijl.
De trainingsinterventie wordt uitgevoerd in een gecontroleerde
ziekenhuisomgeving, of in combinatie met enkele sessies thuis. Na de voltooiing van
een trainingsgebaseerd cardiaal revalidatieprogramma moet aan personen met
coronaire hartziekte aanbevolen worden om hun levenslange lichaamsbeweging
voort te zetten om de verbeterde fysieke fitheid te behouden.
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0. Dementie

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van dementie (1,2). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij dementie

Bij dementie is lichaamsbeweging aangewezen als een centraal deel van de behandeling en
zorg, waarbij multimodale en persoonsgerichte interventies, waaronder
lichaamsbeweging, worden toegepast. Voor kwetsbare personen moet lichaamsbeweging
beschouwd worden als onderdeel van een meer omvattende aanpak.

Effecten van lichaamsbeweging bij dementie

Effecten van regelmatige lichaamsbeweging

Personen met dementie kunnen hun cognitieve functie en activiteiten van het dagelijks
leven (ADL) verbeteren na een periode van lichaamsbeweging (Tabel 1). Het bewijs voor
een verbeterde cognitieve functie is beperkt en de resultaten variéren per onderzoek (3-6).
In een recente goed geleide en grote RCT presenteerden de auteurs een klein maar negatief
behandelingseffect voor de cognitieve functie bij een steekproef van thuiswonende
ouderen (7).

Er is geen duidelijk bewijs dat lichaamsbeweging neuropsychiatrische symptomen (4) kan
verminderen, hoewel afzonderlijke onderzoeken positieve effecten hebben aangetoond (4-
7). Een onderzoek onder bewoners van een verzorgingstehuis met dementie toonde
bijvoorbeeld aan dat lichaamsbeweging de apathie in deze groep kan verminderen (8).

De meeste onderzoeken naar de effecten van lichaamsbeweging bij personen met
dementie, bestonden over het algemeen uit kleine steekproeven met een lage
methodologische kwaliteit, beperkte follow-uptijd, of een grote heterogeniteit in de
bevindingen. De inhoud van de bewegingsinterventies verschilde ook sterk. Vergelijkingen
tussen onderzoeken waren een uitdaging, vanwege de variatie in types, frequenties,
intensiteiten, duur en instellingen van de bewegingsprogramma’s.

Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij dementie.

Resultaat Bewijs* Referenties Type lichaamsbeweging
Cognitieve functie ++ (3,4) Aerobe lichaamsbeweging en
(MMSE-score) spierversterkende activiteiten en/of aerobe
lichaamsbeweging
Activiteiten van het + (5) Aerobe lichaamsbeweging en
dagelijks leven (ADL) spierversterkende activiteiten en/of aerobe

lichaamsbeweging

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van bewijs

)
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Aanbevolen lichaamsbeweging bij dementie

Aan personen met dementie moeten aerobe lichaamsbeweging en spierversterkende
activiteiten aanbevolen worden om:
- de achteruitgang van de cognitieve functies te verminderen (++)
- het vermogen om de activiteiten van het dagelijks leven uit te voeren te
verbeteren (+)
Aanbevolen wordt om personen met dementie te ondersteunen zodat zij deze aanbeveling
kunnen volgen.

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit .Duur Frequentie Aaptal Herhalingen Sets Sessies
min/week per week oefeningen per week
Matig Ten minste 3-7 8-10 8-12 1-3 2-3
150
of
Hoog Ten minste 75 3-5
Of een equivalente combinatie van matige en hoge
intensiteit*

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in rust. 8-12
herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM). *bv.
gedurende ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen lichaamsbeweging bij dementie voldoet aan de algemene
gezondheidsaanbeveling voor lichaamsbeweging en er is geen bijkomende aanbeveling
nodig.

Diagnosespecifiek advies

Indien patiénten meer willen bewegen en extra begeleiding gewenst of aangewezen is,
kan Bewegen Op Verwijzing nuttig zijn. Een Bewegen Op Verwijzing-coach zal dan via
consultaties een beweegplan op maat, extra motivatie, inplanning in het dagelijkse leven
en verdere opvolging voorzien.

e Personen met dementie kunnen hulp nodig hebben bij het organiseren van
lichaamsbeweging en/of ondersteuning om er deel aan te nemen. Familieleden zijn
belangrijk, maar ze kunnen hulp nodig hebben vanwege de hoge verzorgende last,
zodat personen met dementie actief kunnen blijven in hun dagelijks leven zonder
hulp van familieleden.

¢ Pijncondities zijn gebruikelijk bij ouderen en dus ook bij ouderen met dementie. Pijn
kan moeilijk te diagnosticeren zijn, omdat de symptomen atypisch kunnen zijn.
Passiviteit en een gebrek aan initiatief, bijvoorbeeld, kunnen tekenen zijn van pijn.

e Lichaamsbeweging is zeker belangrijk voor personen met een beperkte mobiliteit
en een verhoogd risico op vallen.
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10. Depressie

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van depressie (1). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij depressie

Bij milde tot matige depressie is lichaamsbeweging gecombineerd met andere wijzigingen
in de levensstijl aangewezen, onafthankelijk van farmacologische behandeling of
psychotherapie (gesprekstherapie). Bij zware depressie is lichaamsbeweging aangewezen
samen met andere behandelingen zoals farmacologische behandeling en/of psychotherapie
(gesprekstherapie).

Effecten van lichaamsbeweging bij depressie

Acute effecten

Direct na een 30 minuten durende fietsergometeroefening bleek de vermindering van de
depressieve stemming aanzienlijk groter te zijn dan de vermindering in rust bij mensen
met een klinisch gediagnosticeerde ernstige depressieve stoornis. Dit effect is
onafhankelijk gebleken van de intensiteit van de training (2).

Effecten van regelmatige lichaamsbeweging

Personen met een depressie kunnen de symptomen van depressie verminderen, de
levenskwaliteit en aerobe fitheid verbeteren na een periode van lichaamsbeweging (Tabel
1). Dergelijke effecten zijn over het algemeen gevonden voor lichaamsbeweging die 3 keer
per week gedurende 8 tot 12 weken wordt uitgevoerd. De effectgrootte varieert tussen
0.39 en 1.24, afzonderlijk gerapporteerd voor aerobe lichaamsbeweging,
spierversterkende activiteiten of een combinatie van beide. Grote antidepressieve
voordelen zijn gevonden na 3 wekelijkse sessies uitgevoerd gedurende ten minste 5 tot 8
weken, en nog grotere effecten werden vastgesteld voor een duur van 9 tot 12 weken
(3,11). Terwijl in sommige onderzoeken geen verschil werd gevonden in antidepressieve
effecten, noch voor verschillende intensiteiten, noch tussen aerobe lichaamsbeweging of
spierversterkende activiteiten (3), werden in andere onderzoeken grotere effecten
vastgesteld voor aerobe lichaamsbeweging uitgevoerd met matige tot hoge intensiteiten
(6,11,12). Het aantal studies waarin de effecten van aerobe lichaamsbeweging op depressie
worden beoordeeld, is aanzienlijk groter dan het aantal studies waarbij gebruik gemaakt
wordt van spierversterkende activiteiten, wat betekent dat de bewijsbasis voor aerobe
lichaamsbeweging sterker is (3,4,5). De antidepressieve effecten van lichaamsbeweging
zijn vergelijkbaar met psychologische of farmacologische behandelingen bij milde tot
matige depressie (3,4,12). Lichaamsbeweging als aanvulling op medicatie bleek een matig,
bijkomend effect te hebben dat wees op het belang ervan (4). Er zijn te weinig follow-
uponderzoeken op langere termijn om de langdurige antidepressieve effecten van
lichaamsbeweging te kunnen beoordelen (12).

Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij depressie.

Resultaat Bewijs* Referenties Type lichaamsbeweging
Symptomen van depressie ot (3-6) Aerobe llchaamsbewe?gllng. en spierversterkende
activiteiten
Symptomen van depressie +4++ (3,6,7) Aerobe lichaamsbeweging
Symptomen van depressie +4++ (3,6) Spierversterkende activiteiten
Levenskwaliteit ot (3,10) Aerobe llchaamsbeweg.m.g e,tn/of spierversterkende
activiteiten
Aerobe fitheid +++ 9) Aerobe lichaamsbeweging

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van bewijs (+).
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Aanbevolen lichaamsbeweging bij depressie

Aan personen met depressie moeten aerobe lichaamsbeweging en/of spierversterkende
activiteiten aanbevolen worden om:
- de symptomen van depressie te verminderen (+++)
- de levenskwaliteit te verbeteren (+++)
- de aerobe capaciteit te verhogen (+++)

Aerobe lichaamsbeweging

Spierversterkende activiteiten

hoge intensiteit*

Of een equivalente combinatie van matige en

Intensiteit .Duur Frequentie AarlltaI Herhalingen Sets Sessies
min/week per week oefeningen per week
Matig Ten minste 3-7 8-10 8-12 1-3 2-3
150
Of
Hoog Ten minste 75 3-5

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in rust. 8-12
herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM). *bv.
gedurende ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen lichaamsbeweging bij depressie voldoet niet aan de algemene
gezondheidsaanbeveling. Indien alleen spierversterkende activiteiten werden gekozen om
depressie te behandelen, voeg er dan aerobe lichaamsbeweging aan toe. Indien alleen

aerobe lichaamsbeweging gekozen werd om depressie te behandelen, voeg er dan

spierversterkende activiteiten aan toe, als de gezondheidstoestand dat toelaat.

Diagnosespecifiek advies

Indien patiénten meer willen bewegen en extra begeleiding gewenst of aangewezen is,

kan Bewegen Op Verwijzing nuttig zijn. Een Bewegen Op Verwijzing-coach zal dan via
consultaties een beweegplan op maat, extra motivatie, inplanning in het dagelijkse leven
en verdere opvolging voorzien.

e De lichaamsbeweging wordt bij voorkeur geleid door een instructeur.
¢ Bij milde of matige depressie kan lichaamsbeweging de symptomen even effectief
verlichten als farmacologische antidepressiva of cognitieve gedragstherapie (CGT).

e Bij zware depressie is lichaamsbeweging aangewezen samen met andere

behandelingen zoals farmacologische behandeling of psychotherapie
(gesprekstherapie).
¢ Er moet rekening mee gehouden worden dat personen met een depressie, net zoals
bij sommige andere mentale diagnoses, meer ondersteuning nodig kunnen hebben
om hun bewegingsgedrag te wijzigen.
e Personen met een depressie en gelijktijdige hart- en vaatziekten of tekenen daarvan
moeten optimaal behandeld worden voor hun hart- en vaatziekten voordat ze met
een bewegingsprogramma beginnen.
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12. Type 2 diabetes

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van type 2 diabetes (1,2). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij type 2 diabetes

Bij type 2 diabetes is lichaamsbeweging met hoge prioriteit aangewezen samen met andere
wijzigingen in de levensstijl, en in combinatie met farmacologische behandeling.

Effecten van beweging bij type 2 diabetes

Acute effecten

Een enkele sessie van lichaamsbeweging verhoogt de insuline-onafhankelijke opname van
bloedglucose in de skeletspier op een lineaire dosis-respons-manier. Het effect verdwijnt
na 48 uur. Zelfs korte periodes van lichaamsbeweging om de zittijd te onderbreken,
kunnen de bloedglucosespiegels verlagen.

Effecten van regelmatige lichaamsbeweging

Er is een hoge kwaliteit van bewijs dat lichaamsbeweging de glucosecontrole (verminderde
HbA1c) in de loop der tijd kan verbeteren (Tabel 1). Regelmatige lichaamsbeweging heeft
ook een positieve invloed op risicofactoren zoals bloedlipiden, bloeddruk, vasculaire
infectie en aerobe fitheid (Tabel 1). De grootste risicobeperking van complicaties werd
gevonden wanneer een sedentair persoon meer ging bewegen (3). Bij proefpersonen met
een korte duur van diabetes was de kans op een goede glucosecontrole met alleen
lichaamsbeweging groter dan bij proefpersonen die de ziekte al langer hadden (4,5). Een
glucosedaling gemeten als HbA1lc met 6-9 mmol/mol is klinisch relevant.

Een hoge dosis en intensiteit van lichaamsbeweging resulteerden in een groter effect op de
glucosecontrole in vergelijking met een lagere dosis en intensiteit. Een combinatie van
aerobe lichaamsbeweging en spierversterkende activiteiten was de meest effectieve vorm
van training, en daarna aerobe lichaamsbeweging met een hoge intensiteit. Aerobe
lichaamsbeweging en spierversterkende activiteiten met een matige tot lage intensiteit
waren ook gunstig, maar niet in dezelfde mate als lichaamsbeweging met hoge intensiteit.

Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij type 2 diabetes.

Resultaat Bewijs* Referenties Type lichaamsbeweging
HbAlc ++++ (3,6-14) Aerobe lichaamsbeweging en spierversterkende
activiteiten
Bloedlipiden +++ (8,9) Aerobe lichaamsbeweging
Bloeddruk +++ (8,9) Aerobe lichaamsbeweging
Vasculaire functie +++ (15-17) Aerobe lichaamsbeweging
Aerobe fitheid +++ (8,9,15,18) Aerobe lichaamsbeweging

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van bewijs

(+)-
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Aanbevolen lichaamsbeweging bij type 2 diabetes
Aan personen met type 2 diabetes moeten aerobe lichaamsbeweging en spierversterkende
activiteiten aanbevolen worden om:
- de glucosecontrole gemeten als HbAlc te verbeteren (++++)
de bloedlipiden te verbeteren (+++)
de bloeddruk te verminderen (+++)
de aerobe fitheid te verhogen (+++)
de vasculaire functie te verbeteren (+++)

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit 'Duur Frequentie Aar?tal Herhalingen Sets Sessies per
min/week per week oefeningen week
Matig Ten minste 150 3-7 8-10 8-12 1-3 2-3
of
Hoog Ten minste 75 3-5
Of een equivalente combinatie van matige en hoge
intensiteit*

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in rust. 8-12
herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM). *bv. gedurende
ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen lichaamsbeweging bij type 2 diabetes voldoet aan de algemene

gezondheidsaanbeveling voor lichaamsbeweging en er is geen bijkomende aanbeveling
nodig.

Diagnosespecifiek advies

In eerste instantie moet behandeling voorzien worden door een Kinesitherapeut. Nadat
deze behandeling erop zit, is het aangewezen dat de patiént zelfstandig voldoende in
beweging blijft, zowel volgens de algemene gezondheidsaanbevelingen als volgens de
diagnosespecifieke aanbevelingen. Indien de patiént na deze behandeling extra
begeleiding wenst of indien dit is aangewezen, kan Bewegen Op Verwijzing nuttig zijn.
Een Bewegen Op Verwijzing-coach zal dan via consultaties een beweegplan op maat,
extra motivatie, inplanning in het dagelijkse leven en verdere opvolging voorzien.

e Personen met een hoog risico op hart- en vaatziektes moeten de aerobe
lichaamsbeweging starten op een laag tot matig niveau. Zowel de intensiteit van de
training als de duur kunnen daarna verhoogd worden.

e Het effect van lichaamsbeweging is waarschijnlijk groter bij een hogere intensiteit
en dosis van aerobe lichaamsbeweging.

e Het effect van lichaamsbeweging op HbA1c is vergelijkbaar met het effect van veel
orale antidiabetica.

¢ Een combinatie van aerobe lichaamsbeweging en spierversterkende activiteiten
heeft het grootste effect.

e Voor een optimale bloedglucosecontrole mogen er maximum twee dagen zitten
tussen de trainingssessies.

e Bloedglucose moet gemeten worden voor en na de lichaamsbeweging. Om het risico
op hypoglycemie als gevolg van inspanning te verminderen, moet de insulinedosis
verminderd worden en moeten voor, tijdens en na de lichaamsbeweging
koolhydraten worden toegediend.

e Personen met type 2 diabetes en gelijktijdige hart- en vaatziekten of tekenen
daarvan moeten behandeld worden voor hun hart- en vaatziekten voordat ze met
een bewegingsprogramma beginnen.
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15. Hypertensie

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van hypertensie (1,2). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij hypertensie

Bij hypertensie Graad 1, een bloeddruk van 140-159/90 - 99 mmHg, met een laag tot matig
risico op hart- en vaatziekten, is lichaamsbeweging samen met andere wijzigingen in de
levensstijl als eerstelijnsbehandeling aangewezen. Bij hypertensie Graad 2, een bloeddruk
van 160-179/100 mmHg en 1-2 risicofactoren voor hart- en vaatziekten, is
lichaamsbeweging aangewezen samen met andere wijzigingen in de levensstijl alleen, of
meestal in combinatie met een farmacologische behandeling, om tot normotensie te
komen. Bij hypertensie Graad 3, een bloeddruk van > 180/> 110 mmHg, is
geindividualiseerde lichaamsbeweging aangewezen, samen met andere wijzigingen in de
levensstijl, als een aanvulling op een farmacologische behandeling, met enkele mogelijke
uitzonderingen voor competitiesporten (3).

Effecten van lichaamsbeweging bij hypertensie

Acute effecten

Tijdens acute aerobe lichaamsbeweging van voldoende intensiteit stijgt de systolische druk
terwijl de diastolische druk relatief ongewijzigd blijft. Bij een patiént met hypertensie kan
de bloeddrukrespons overdreven zijn. Na aerobe lichaamsbeweging zal de bloeddruk
gedurende enkele uren dalen tot onder de rustdruk, d.w.z. ‘hypotensie na de training’.
Tijdens dynamische spierversterkende activiteiten stijgt de bloeddruk meestal meer dan
bij aerobe lichaamsbeweging, en bereikt die soms erg hoge niveaus, die samen gaan met
een stijging in de perifere weerstand.

Effecten van regelmatige lichaamsbeweging

Bij personen met hypertensie (BP 2140 mmHg), neemt de systolische bloeddruk af als
gevolg van lichaamsbeweging (Tabel 1). De grootste bloeddrukverlaging werd gevonden
wanneer de training bestond uit een combinatie van aerobe lichaamsbeweging en
dynamische spierversterkende activiteiten (gemiddeld effect: -13,5 mmHg) en uit aerobe
beweging met matige intensiteit (gemiddeld effect: -9,5 mmHg) gedurende ten minste 4
weken (4). Het effect van lichaamsbeweging stond op hetzelfde niveau als het effect van
een medische behandeling. Vergeleken met een eerdere meta-analyse (5), droeg het
opnemen van meer RCT's bij tot een sterker effect van spierversterkende activiteiten en de
conclusie dat aerobe lichaamsbeweging en dynamische spierversterkende activiteiten in
combinatie effectiever waren dan elk type van activiteit afzonderlijk. Het gebrek aan
blindering, kleine stalen, heterogene controlearmen en uiteenlopende methodes vormden
beperkingen.

Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij hypertensie.

Resultaat Bewijs* Referenties Type lichaamsbeweging
Systolische bloeddruk +++ (4) Aerobe lichaamsbeweging
Systolische bloeddruk +++ (4) Spierversterkende activiteiten
Systolische bloeddruk +4++ 4) Aerobe lichaamsbeweging en spierversterkende

activiteiten
Systolische bloeddruk ++ 4) Isometrische spierversterkende activiteiten

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit
van bewijs (+).
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Aanbevolen lichaamsbeweging bij hypertensie

Aan personen met hypertensie moeten aerobe lichaamsbeweging of spierversterkende
activiteiten, of een combinatie van beiden aanbevolen worden om:

- de bloeddruk te verlagen (+++)
Aan personen met hypertensie kan bijkomend isometrische training aanbevolen worden
om: - de bloeddruk te verlagen (++)

Aerobe lichaamsbeweging Spierversterkende activiteiten
Sessi
o Duur Frequentie Aantal . essies
Intensiteit ) , Herhalingen Sets per
min/week per week oefeningen
week
T inst
Matig en minste 37 8-10 8-12 2-4 2-3
150
of
Hoog Ten minste 75 3-5
Of een equivalente combinatie van matige en hoge
intensiteit*

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in rust. 8-12
herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM).
*bv. gedurende ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen dosis lichaamsbeweging bij hypertensie voldoet aan de algemene
gezondheidsaanbeveling voor lichaamsbeweging en er is geen bijkomende aanbeveling
nodig.

Diagnosespecifiek advies

Indien patiénten meer willen bewegen en extra begeleiding gewenst of aangewezen is,
kan Bewegen Op Verwijzing nuttig zijn. Een Bewegen Op Verwijzing-coach zal dan via
consultaties een beweegplan op maat, extra motivatie, inplanning in het dagelijkse leven
en verdere opvolging voorzien.

¢ Om de intensiteit van aerobe lichaamsbeweging bij een gelijktijdige behandeling
met betablokkers in te schatten moet de Borg-RPE schaal® gebruikt worden in
plaats van de hartslagmeting, omdat er een afwijkende relatie is tussen hartslag en
inspanning.

¢ Contact met een kinesitherapeut wordt aanbevolen voor personen met gelijktijdige
coronaire hartziekte, na een onderzoek door een arts.

e Als voor isometrische training gekozen wordt: 4 x 2 minuten contractie bij 20-50%
van de maximale isometrische contractie, 3x per week.

¢ In sommige gevallen kunnen beperkingen in lichaamsbeweging van toepassing zijn,
bijvoorbeeld voor competitiesporten, athankelijk van het volledige risicoprofiel, de
aanwezigheid van schade aan het doelorgaan en het niveau van bloeddrukcontrole
(3).

e Personen met hypertensie en gelijktijdige hart- en vaatziekten of tekenen daarvan
zoals dyspneu, borstpijn of aritmie, moeten optimaal behandeld worden voor hun
hart- en vaatziekten voordat ze met een bewegingsprogramma beginnen.

162



16. Lipidenstoornissen

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van lipidenstoornissen (1,2). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden.

Indicatie van lichaamsbeweging bij lipidenstoornissen

Bij lipidenstoornissen zonder andere risicofactoren voor hart- en vaatziekten, is
lichaamsbeweging aangewezen als een eerste stap samen met andere wijzigingen in de
levensstijl (bv. dieet).

Bij lipidenstoornissen in combinatie met andere risicofactoren voor hart- en vaatziekten, is
lichaamsbeweging aangewezen samen met andere wijzigingen in de levensstijl en een
farmacologische behandeling.

Personen met duidelijk verhoogde lipidenwaarden, zoals bij familiaire
hypercholesterolemie, moeten altijd worden behandeld met statines als basisbehandeling,
samen met een dieet en lichaamsbeweging.

Effecten van lichaamsbeweging bij lipidenstoornissen

Effecten van regelmatige lichaamsbeweging

Bij personen met lipidenstoornissen kan een periode van beweging de cholesterol en
triglyceriden verbeteren (Tabel 1). Alle types aerobe lichaamsbeweging zijn gunstig, als
een voldoende dosis wordt bereikt en de intensiteit ten minste matig is.

Een minimale trainingsdrempel is noodzakelijk om het lipidenprofiel te verbeteren. Het
kwantitatieve effect van lichaamsbeweging op de serumlipiden is klein. Om het niveau van
de LDL-cholesterol te verbeteren, is de effectieve dosis lichaamsbeweging hoger in
vergelijking met andere lipiden.

Daarnaast is er lage kwaliteit van bewijs (++) dat yoga of gelijkaardige activiteiten
positieve effecten hebben op bloedlipidenniveaus (7). Het is echter nog niet vastgesteld
welke intensiteit, duur en frequentie optimaal zijn. Het bewijs van enig effect van
spierversterkende activiteiten is van zeer lage kwaliteit (+).

Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij lipidenstoornissen.

Resultaat Bewijs* Referenties Type lichaamsbeweging
Totale cholesterol ++ (3-5) Aerobe lichaamsbeweging
HDL-cholesterol +++ (3,5,6) Aerobe lichaamsbeweging
LDL-cholesterol ++ (3-5) Aerobe lichaamsbeweging
Triglyceriden +++ (3,5,6) Aerobe lichaamsbeweging

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van
bewijs (+).
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Aanbevolen lichaamsbeweging bij lipidenstoornissen

Aan personen met lipidenstoornissen moet aerobe lichaamsbeweging aanbevolen worden
om:
- de bloedlipiden te normaliseren (+++)

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit .Duur Frequentie Aaptal Herhalingen Sets Sessies per
min/week per week oefeningen week
Matig Ten minste 150 3-7
of y .
Geen bewijs beschikbaar.
Hoog Ten minste 75 3-5

Of een equivalente combinatie van matige en
hoge intensiteit*

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VOZ2 in rust.
*bv. gedurende ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen lichaamsbeweging bij lipidenstoornissen voldoet niet aan de algemene
gezondheidsaanbeveling voor lichaamsbeweging. Voeg spierversterkende activiteiten toe
overeenkomstig de algemene gezondheidsaanbevelingen, als de gezondheidstoestand dat
toelaat.

Diagnosespecifiek advies

Indien patiénten meer willen bewegen en extra begeleiding gewenst of aangewezen is,
kan Bewegen Op Verwijzing nuttig zijn. Een Bewegen Op Verwijzing-coach zal dan via
consultaties een beweegplan op maat, extra motivatie, inplanning in het dagelijkse leven
en verdere opvolging voorzien.

¢ Bij familiale vormen van lipidenstoornissen en bij vastgestelde atherosclerotische
ziekte moeten wijzigingen in de levensstijl altijd gepaard gaan met een
farmacologische behandeling met statines als eerste keuze.

e In geval van spierklachten moet de bewegingsbehandeling stopgezet, de
behandeling met statines ingetrokken en de waarde van de creatinekinase in het
plasma van de persoon gecontroleerd worden.

e Een grotere dosis lichaamsbeweging heeft een groter effect op de lipidenbalans
omdat er een dosis-responsrelatie bestaat.

e Personen met lipidenstoornissen en gelijktijdige hart- en vaatziekten of tekenen
daarvan moeten optimaal worden behandeld voor hun hart- en vaatziekten voordat
ze met een bewegingsprogramma beginnen.
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21. Artrose

Preventie

Regelmatige lichaamsbeweging op een matig niveau kan geassocieerd worden met een
verminderd risico op het ontwikkelen van artrose. Zowel lage als hoge niveaus van
lichaamsbeweging kunnen echter gepaard gaan met een verhoogd risico. Gewrichtsletsels
en overgewicht zijn belangrijke beinvloedbare risicofactoren voor artrose, die vaak
geassocieerd worden met minder lichaamsbeweging.

Indicatie van lichaamsbeweging bij artrose

Bij artrose is lichaamsbeweging aangewezen samen met andere wijzigingen in de
levensstijl, gewichtscontrole en voorlichting als eerste stap, waarbij lichaamsbeweging het
grootste effect heeft. Daarnaast kunnen pijn- en ontstekingswerende medicatie (tijdelijk)
nodig zijn.

Effecten van lichaamsbeweging bij artrose

Acute effecten

Personen met pijnlijke heup- of kniegewrichten door artrose die beginnen te trainen
kunnen tijdelijk een toename van gewrichtspijn ervaren. Dit gevoel verhindert de persoon
vaak ervan om de activiteit voort te zetten.

Effecten van regelmatige lichaamsbeweging

Bij personen met symptomatische heup- of knie-artrose, is lichaamsbeweging (aerobe
lichaamsbeweging op het land, spierversterkende activiteiten of gewrichtsspecifieke
functionele training) ongeacht de duur, frequentie of intensiteit, geassocieerd met
pijnverlichting onmiddellijk na de behandeling; met een klein effect bij heupartrose en een
matig effect bij knieartrose (Tabel 1). Gelijkaardige effecten kunnen verwacht worden
ongeacht de mate van startpijn en de radiografische graad van artrose in de knie (3). Zowel
bij de heup- als de knieartrose was er een kleine onmiddellijke verbetering in de fysieke
functie (Tabel 1). Bij de heupartrose was er geen verbetering van de levenskwaliteit
onmiddellijk na de behandelingsperiode, terwijl er een kleine verbetering was bij de
knieartrose (Tabel 1). Kleine aanhoudende behandelingseffecten werden waargenomen bij
3 tot 6 maanden na de behandelingsperiode bij zowel heup- als knieartrose (1, 2). Er was
lage kwaliteit van bewijs (++) voor matig grotere effecten van trainingsprogramma's met
een hoge intensiteit (4, 5). Er is een vergelijkbare kans op terugtrekkingen in onderzoeken
als gevolg van verhoogde gewrichtspijn bij inspannings- en controle-interventies (1, 2)

Tabel 1. Effecten en bewijs van lichaamsbeweging bij heup- en knie-artrose.

Resultaat Bewijs* | Referenties Type lichaamsbeweging
Heup
Pijn +H++ 2) Aerobe lichaamsbeweging en spierversterkende activiteiten
en/of gewrichtsspecifieke functionele training
Fysieke functie +++ 2) Aerobe lichaamsbeweging en spierversterkende activiteiten
en/of gewrichtsspecifieke functionele training
Knie
Pijn ++++ 3 Aerobe lichaamsbeweging en spierversterkende activiteiten
en/of gewrichtsspecifieke functionele training
Fysieke functie +++ 3 Aerobe lichaamsbeweging en spierversterkende activiteiten
en/of gewrichtsspecifieke functionele training
Levenskwaliteit +H++ 3) Aerobe lichaamsbeweging en spierversterkende activiteiten

en/of gewrichtsspecifieke functionele training

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit van
bewijs (+).
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Aanbevolen lichaamsbeweging bij heup- en knieartrose

Aan personen met artrose moeten aerobe lichaamsbeweging of spierversterkende
activiteiten, of een combinatie ervan, aanbevolen worden om:

de pijn te verminderen (++++)
de levenskwaliteit te verbeteren (++++)
de fysieke functie te verbeteren (+++)

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit .Duur Frequentie Aar}tal Herhalingen Sets Sessies
min/week per week oefeningen per week
. 20-30 Lwakke
Matig . : 2-3 spiergroepen in 8-12 1-3 2-3
min/sessie
romp en benen
Gewrichtsspecifieke functionele oefeningen
Duur Aantal oefeningen Sessies per week
: . 5-7
45-60 min/sessie Romp en beide benen 2-3

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in rust. 8-12
herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM).

De aanbevolen lichaamsbeweging bij artrose voldoet niet aan de algemene
gezondheidsaanbevelingen voor lichaamsbeweging. Voeg spierversterkende activiteiten en
extra aerobe lichaamsbeweging toe om te voldoen aan de algemene
gezondheidsaanbevelingen, als de gezondheidstoestand dat toelaat.

Diagnosespecifiek advies

In eerste instantie moet behandeling voorzien worden door een Kinesitherapeut. Nadat
deze behandeling erop zit, is het aangewezen dat de patiént zelfstandig voldoende in
beweging blijft, zowel volgens de algemene gezondheidsaanbevelingen als volgens de
diagnosespecifieke aanbevelingen. Indien de patiént na deze behandeling extra
begeleiding wenst of indien dit is aangewezen, kan Bewegen Op Verwijzing nuttig zijn.
Een Bewegen Op Verwijzing-coach zal dan via consultaties een beweegplan op maat,
extra motivatie, inplanning in het dagelijkse leven en verdere opvolging voorzien.

De lichaamsbeweging moet, in dialoog met de persoon, gemaakt zijn op maat en
aanvankelijk begeleid worden door medisch geschoold personeel, zoals een
kinesitherapeut.

Minstens twee sessies per week, met een geleidelijk toenemende belasting,
gedurende 6-8 weken, worden aanbevolen. De persoon kan dan zelfstandig oefenen,
met opvolgsessies en follow-up door een kinesitherapeut.

Zowel algemene als gewrichtsspecifieke functionele oefeningen hebben een
vergelijkbaar effect op de functiebeperking en de pijn.

Voeg er flexibiliteitsoefeningen aan toe om het bewegingsbereik van de aangetaste
gewrichten te behouden of te vergroten.

Om blessures te vermijden moeten opwarmingsoefeningen met een lage intensiteit
voorafgaan aan de trainingssessie.

Schokabsorberende schoenen worden aanbevolen om het wandelvermogen te
verbeteren.
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23. Overgewicht en obesitas

Preventie

Regelmatige lichaamsbeweging wordt geassocieerd met een verminderd risico op het
ontwikkelen van overgewicht en obesitas (1-3). De algemene gezondheidsaanbeveling voor
lichaamsbeweging kan toegepast worden en hoe meer hoe beter dankzij een dosis-
responsrelatie.

Indicatie van lichaamsbeweging bij overgewicht en obesitas

Bij overgewicht of obesitas is lichaamsbeweging aangewezen samen met andere
wijzigingen in de levensstijl, vooral op het vlak van voeding.

Effecten van lichaamsbeweging bij overgewicht en obesitas

Acute effecten

Lichaamsbeweging stimuleert vetafbraak, bevordert vetoxidatie, vermindert eetlust na de
training en verhoogt insuline gevoeligheid. Zowel aerobe lichaamsbeweging als
spierversterkende activiteiten leiden vaak tot een verhoogd energiegebruik gedurende 14-
48 uur na de training.

Effecten van regelmatige lichaamsbeweging

Personen met overgewicht en obesitas kunnen hun lichaamsgewicht, Body Mass Index
(BMI, kg/m?), vetpercentage en tailleomtrek verminderen met regelmatige
lichaamsbeweging (Tabel 1). Dergelijke lichaamsbeweging kan stevig wandelen zijn
uitgevoerd aan een gemiddelde intensiteit (73% van de HFmax, dichtbij hoge intensiteit),
gedurende 45 minuten, 4 keer per week gedurende 12 tot 16 weken (4). Ook continue
lichaamsbeweging op de loopband of fiets aan een gemiddelde tot hoge intensiteit
gedurende 30-60 minuten, 3-5 keer per week gedurende 6-16 weken, verbetert het
lichaamsgewicht en de lichaamssamenstelling (5,6). Daarnaast kan intervaltraining met
hoge intensiteit het gewicht, de lichaamssamenstelling (5,6) en de aerobe fitheid (5,7)
verbeteren. In een meta-analyse werd geen effect gevonden van intervaltraining aan hoge
intensiteit en met een klein volume op lichaamsgewicht en lichaamssamenstelling (7). Een
yogasessie van 60 minuten, om de twee dagen, gedurende 12 weken resulteerde in een
lagere BMI (8). Spierversterkende activiteit kan de vetvrije massa vergroten en het
lichaamsvetpercentage verlagen (9-10).

Lichaamsbeweging levert gezondheidsvoordelen op zoals een verlaagde bloeddruk en
verhoogde insulinegevoeligheid bij personen met obesitas of overgewicht, ongeacht de
afname van het lichaamsgewicht (3), en vermindert risicofactoren voor hart- en
vaatziekten (hoofdstuk "Metabool syndroom").

Interventies gericht op een combinatie van lichaamsbeweging en dieet, hebben in de loop
van de tijd consistente bescheiden verbeteringen aangetoond voor zowel gewichtsverlies
als voor risicofactoren van hart- en vaatziekten (11, 12).
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Tabel 1. Effecten en bewijs van regelmatige lichaamsbeweging bij overgewicht en obesitas.

Resultaat Bewijs* Referenties Type lichaamsbeweging
Lichaamsgewicht ++ (4,5) Aerobe lichaamsbeweging
BMI en vetpercentage ++ (4,5) Aerobe lichaamsbeweging
Tailleomtrek ++ (4,6) Aerobe lichaamsbeweging
Aerobe fitheid ++ (57) Aerobe lichaamsbeweging

*hoge kwaliteit van bewijs (++++), matige kwaliteit van bewijs (+++), lage kwaliteit van bewijs (++), zeer lage kwaliteit
van bewijs (+).

Aanbevolen lichaamsbeweging bij overgewicht en obesitas

Aan personen met overgewicht of obesitas moet aerobe lichaamsbeweging samen met
wijzigingen in de voeding aanbevolen worden om:
- het gewicht te verminderen met 5%, wat beschouwd wordt als een klinisch relevant
gewichtsverlies (++)
- de BM]I, het vetpercentage en de tailleomtrek te verminderen (++)
de aerobe fitheid te verhogen (++)

Aerobe lichaamsbeweging Spierversterkende activiteiten
Intensiteit .Duur Frequentie Aan'tal Herhalingen Sets Sessies
min/week per week oefeningen per week
Matig Tenlnsnonste 3.7
8-10 8-12 1-3 2
of
Hoog Ten minste 75 3-5 Er is enig bewijs - zie referenties (9, 10), vooral
wanneer gecombineerd met aerobe
Of een equivalente combinatie van matige en hoge lichaamsbeweging
intensiteit*

Matige intensiteit: 40-59 % VO2R, RPE 12-13. Hoge intensiteit: 60-89 % VO2R, RPE 14-17.
8-12 herhalingen = 8-12 keer het zwaarste gewicht dat over het volledige bewegingsbereik heen getild kan worden (8-12 RM).
*bv. gedurende ten minste 90 min/week (30 min 3 dagen/week, waarbij 1/3 aan matige intensiteit en 2/3 aan hoge intensiteit)

De aanbevolen lichaamsbeweging bij overgewicht en obesitas voldoet niet aan de algemene
gezondheidsaanbevelingen voor lichaamsbeweging. Voeg spierversterkende activiteiten
toe overeenkomstig de algemene gezondheidsaanbevelingen, als de gezondheidstoestand
dat toelaat.

Diagnosespecifiek advies

Indien patiénten meer willen bewegen en extra begeleiding gewenst of aangewezen is,
kan Bewegen Op Verwijzing nuttig zijn. Een Bewegen Op Verwijzing-coach zal dan via
consultaties een beweegplan op maat, extra motivatie, inplanning in het dagelijkse leven
en verdere opvolging voorzien.

e Om het lichaamsgewicht te verminderen worden aanpassingen in de voeding in
combinatie met lichaamsbeweging aanbevolen. Er bestaat een dosis-responsrelatie,
waardoor een hoge dosis lichaamsbeweging gunstig is. . Vooral van aerobe
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lichaamsbeweging werd aangetoond dat die een invloed heeft op het
lichaamsgewicht. Spierversterkende activiteiten alleen hebben slechts een gering
effect op het lichaamsgewicht. Maar de combinatie van aerobe lichaamsbeweging en
spierversterkende activiteiten kan voordelig zijn.

Om een nieuw en lager lichaamsgewicht te behouden na een wezenlijk
gewichtsverlies, worden gezonde eetgewoonten in combinatie met een hoge dosis
lichaamsbeweging aanbevolen. Matige tot hoge aerobe lichaamsbeweging heeft over
het algemeen een groter effect dan spierversterkende activiteiten om het
lichaamsgewicht op peil te houden. Ten minste 300 minuten per week (13-15)
wordt aanbevolen. Dat kan bijvoorbeeld vertaald worden als een totaal van 60
minuten wandelen per dag, gedurende ten minste 5 dagen per week.

Personen met overgewicht of obesitas kunnen fysieke beperkingen en andere
belemmeringen hebben bij het deelnemen aan programma’s voor
lichaamsbeweging. Het is daarom belangrijk dat de activiteiten realistisch zijn voor
de persoon. Om blessures, spier- en gewrichtspijn en een verminderde motivatie te
voorkomen, wordt aanbevolen om te starten op een laag niveau en geleidelijk de
duur en de intensiteit op te voeren. Een verwijzing naar een kinesitherapeut voor
een raadpleging kan zeer waardevol zijn.

Personen met overgewicht en obesitas en gelijktijdige hart- en vaatziekten of
tekenen daarvan moeten optimaal worden behandeld voor hun hart- en vaatziekten
voordat ze met een bewegingsprogramma beginnen.
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Winfried Banzer, banzer@med.uni-frankfurt.de
Theresa Weber, tweber@med.uni-frankfurt.de
Angelika Schneider, schneider@sport.uni-frankfurt.de

Der urspriingliche FYSS-short umfasst 32 Krankheitsbilder und wurde systematisch mit
einheitlicher Terminologie und evidenzbasierten Empfehlungen in sogenannten
Empfehlungsboxen zusammengestellt. In der vorliegenden deutschen Version werden die
Empfehlungen fir 15 Krankheitsbilder dargestellt.

Dieses Dokument ist Teil des Projekts "847174 / EUPAP", das vom Gesundheitsprogramm
der Europaischen Union (2014-2020) finanziert wurde. Der Inhalt dieses Dokuments
spiegelt nur die Ansichten der Autoren wider und liegt in ihrer alleinigen Verantwortung;
er kann nicht als Ausdruck der Ansichten der Europdischen Kommission und/oder der
Exekutivagentur fiir Verbraucher, Gesundheit, Landwirtschaft und Lebensmittel (CHAFEA)
oder einer anderen Einrichtung der Europaischen Union angesehen werden. Die
Europaische Kommission und die Agentur libernehmen keine Verantwortung fiir die
Verwendung der darin enthaltenen Informationen.

Note: From 1 April 2021 the Health Programme was delegated to the newly created European
Health and Digital Executive Agency (HaDEA).
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Vorwort der schwedischen Berufsverbdande fiir Kérperliche Bewegung

Regelmaflige korperliche Aktivitat hat gut dokumentierte praventive und/oder kurative
Auswirkungen auf eine Reihe von chronischen Erkrankungen wie Diabetes typ 2, Herz-
Kreislauf-Erkrankungen, bestimmte Tumorerkrankungen und Depression, aber auch auf das
muskuloskelettale System, Funktion und Wohlbefinden. Eine Zunahme der kérperlichen
Aktivitat kann sich positiv auf die Gesundheit der Menschen auswirken.

Arzte* haben die Méglichkeit, die am wenigsten aktiven Gruppen der Gesellschaft zu erreichen,
wie z.B. dltere Menschen und Menschen mit chronischen Erkrankungen. Ein Vorteil von
korperlicher Aktivitat als Behandlung gegeniiber Medikamenten ist, dass sich Patienten durch
korperliche Aktivitat aktiv an der eigenen Behandlung beteiligen konnen. Dies fordert
Verantwortung fiir die eigene Gesundheit zu tibernehmen. Die Verschreibung von kérperlicher
Aktivitat sollte genauso routinemafig sein, wie die Verschreibung anderer etablierter
medizinischer Behandlungen. Um dies zu ermdglichen, ist der FYSS-short eine kurze,
aktualisierte, evidenzbasierte Version des Handbuchs FYSS (Physical Activity in the Prevention
and Treatment of Disease). FYSS hilft Arzten kérperliche Aktivitit zu verschreiben. FYSS ist
eine zentrale Komponente der schwedischen Methode der Bewegung auf Rezept (PAP-S), die
von der Europaischen Kommission als Best Practice ausgewahlt wurde, um in andere EU-
Mitgliedstaaten transferiert zu werden. Die Ubertragung des PAP-S-Modells wird durch das
EUPAP-Projekt unterstiitzt.

FYSS-short umfasst 32 Krankheitsbilder und wurde systematisch mit einheitlicher
Terminologie und evidenzbasierten Empfehlungen in sogenannten Empfehlungsboxen
zusammengestellt. Das GRADE-System (Grading of Recommendations, Assessment,
Development and Evaluations) wurde verwendet, um die Qualitdt der Evidenz zu bewerten
und Empfehlungen fiir die klinische Praxis abzugeben. Die schwedischen Berufsverbande fiir
korperliche Aktivitat haben 2003 das FYSS-Handbuch FYSS initiiert, und 2017 wurde die dritte
Ausgabe veroffentlicht (1). Im schwedischen Gesundheitswesen wird FYSS heute als ein
etabliertes Konzept wahrgenommen. FYSS kann auch fir Sport-, Reha- und
Fitnesseinrichtungen, und fiir Bildungseinrichtungen wie Hochschulen und Universitadten, die
sich auf Gesundheitswissenschaften und 6ffentliche Gesundheit konzentrieren, niitzlich sein.

Referenz

1. Professional Associations for Physical Activity, Physical Activity in the Prevention and
Treatment of Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och
sjukdomsbehandling, FYSS 2017). Eds: Stahle A, Hagstromer M, Jansson E. Lakartidningens
forlag AB. ISBN:978-91-981711-2-9

December 2019 (englische version)

Im Namen des Vorstands der Schwedischen Berufsverbande fiir korperliche Bewegung (YFA)
Redaktionskomitee fiir den FYSS-Short

Margareta Emtner, Professor Emerita, PhD, RPT, Department of Neuroscience, Physiotherapy,
Uppsala University, Uppsala, Sweden

Maria Hagstromer, Professor, PhD, RPT, Department of Neurobiology, Care Sciences and
Society, Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden

Eva Jansson, Professor Emerita, PhD, MD, Department of Laboratory Medicine, Clinical
Physiology, Karolinska Institutet, Stockholm, Sweden

4 Es sind stets Personen mannlichen und weiblichen Geschlechts gleichermaRen gemeint; aus Griinden der einfacheren
Lesbarkeit wird im Folgenden nur die mannliche Form verwendet.
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Einleitung

Um die Verschreibung von korperlicher Aktivitat zu erleichtern, wurden die aktuellen
Empfehlungen in einem kurzen Kapitel fiir jede Erkrankung systematisch und in
einheitlicher Struktur und Terminologie zusammengestellt. Die Empfehlungen zur
korperlichen Aktivitat im FYSS-Kurzleitfaden gelten fiir Erwachsene, d.h. fiir Personen ab
18 Jahren und alter. Im FYSS-Kurzleitfaden wird ,korperliche Aktivitat“, synonym mit
,Bewegung"“ als ein Uberbegriff verwendet, der alle Arten und Intensititen koérperlicher
Aktivitat umfasst. Manchmal wird der Begriff , Training“ anstelle von koérperlicher Aktivitat
verwendet, z.B. wenn spezifische Studien und bestimmte Rehabilitationsprogramme
beschrieben werden, s. auch Anhang 1, Terminologie.

Kapitelaufbau des FYSS-Kurzleitfadens

Die Kapitel zu den einzelnen Erkrankungen sind im FYSS-Kurzleitfaden gleich aufgebaut
und bestehen aus fiinf Abschnitten: Pravention, Indikation, Effekte korperlicher Aktivitat,
Empfehlungen zur korperlichen Aktivitat und krankheitsspezifische Empfehlungen.

Pravention: In diesem Abschnitt finden Sie Informationen dartiber, ob regelmafdige
korperliche Aktivitdt mit einem verringerten Risiko fiir die Entwicklung einer bestimmten
Erkrankung verbunden ist, und ob die allgemeinen Bewegungsempfehlungen fiir
korperliche Aktivitat zur Verringerung des Risikos angewendet werden konnen (1,2).
Gemaf3 diesen allgemeinen Empfehlungen sollten Erwachsene pro Woche mindestens 150
Minuten moderate oder mindestens 75 Minuten intensive aerobe kérperliche Aktivitat
oder eine entsprechende Kombination aus moderater und intensiver Aktivitdt sowie
muskelkraftigender Aktivitdten an zwei oder mehr Tagen durchfiihren (3,4).

Indikation korperlicher Aktivitat: Dieser Abschnitt erldautert, ob korperliche Aktivitat fiir
eine bestimmte Erkrankung angezeigt ist, d.h. das Anwendungsgebiet, in dem korperliche
Aktivitat wirkt. Weiterhin werden Zusammenhange einer Bewegungsintervention mit
weiteren Aspekten wie einer Lebensstilmodifikation und einer moglichen
pharmakologischen und nicht-pharmakologischen Therapie behandelt. AufRerdem wird
dargestellt, ob die Indikation fiir einen bestimmten Grad oder ein Subtyp der eigentlichen
Erkrankungen gilt.

Effekte korperlicher Aktivitit: Dieser Abschnitt umfasst zwei Untertitel: ,Akute Effekte”
und ,Effekte regelmafiiger korperlicher Aktivitat“. Akute Effekte werden als Auswirkungen
definiert, die wahrend einer Trainingseinheit auftreten und Auswirkungen einer einzigen
Einheit, die bis zu 48 Stunden nach dem Training andauern. Die Auswirkungen
regelmafdiger korperlicher Aktivitat sind definiert als Auswirkungen wiederholter
Trainingseinheiten. In , Effekte regelmafiiger korperlicher Aktivitat“ werden das Ergebnis
der systematischen Literaturrecherche und die Erkenntnisse aus dem GRADE-Prozess
beschrieben. Es werden alle relevanten statistisch signifikanten Ergebnisse mit zumindest
geringer Evidenz (++) dargestellt. In einigen wenigen Fallen werden nicht-signifikante
Ergebnisse berichtet, wenn die Evidenz hoch war. Vereinzelt wurde auch ein Outcome mit
sehr geringer Evidenz (+) angegeben, wenn das Outcome fiir die jeweilige Erkrankung
hochrelevant war. In Tabelle 1 sind in jedem Kapitel die Outcomes mit dem zugehorigen
Evidenzgrad, den relevanten Studienreferenzen und auch der outcomebezogenen Art der
korperlichen Aktivitat aufgefiihrt. Alle Outcomes in Tabelle 1 sind statistisch signifikant
und bilden die Grundlage fiir die Empfehlungen.
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Empfohlene kérperliche Aktivitat:

Dieser Abschnitt enthalt evidenzbasierte Empfehlungen fiir die Bewegungstherapie bei den
spezifischen Erkrankungen. Die kérperliche Aktivitat als Therapiemafinahme umfasst die
Heilung, die Verhinderung von Riickfallen, die Verlangsamung des Krankheitsfortschritts,
die Linderung von Symptomen und/oder die Verringerung von Funktionseinschrankungen
durch Steigerung der korperlichen Fitness. Die Empfehlungen basieren in erster Linie auf
Studien liber die Auswirkungen spezifischer Bewegungsprogramme bei einer bestimmten
Erkrankung. Die wissenschaftliche Evidenz fiir verschiedene Outcomes wird in diesem
Abschnitt sowie in Tabelle 1 im vorherigen Abschnitt ,Effekte korperlicher Aktivitat”
dargestellt. Patienten mit schon bestehenden chronischen Erkrankungen benétigen auch
Bewegungsempfehlungen, um Komorbiditdten vorzubeugen und um Funktion und
Wohlbefinden zu erhalten. Daher wurden einheitliche Empfehlungen erstellt, die sowohl
die Therapie, als auch die Pravention abdecken. Dies vereinfacht die Verschreibung und
erhoht moglicherweise die Compliance. Um einheitliche Empfehlungen zu erstellen,
wurden die Umfange und Arten von korperlicher Aktivitat fiir jede Erkrankung, wie sie aus
der Literaturiibersicht abgeleitet wurden, mit den allgemeinen Bewegungsempfehlungen
verglichen. Wenn die Empfehlungen weitgehend iibereinstimmten, wurde die allgemeine
Empfehlung oder eine leicht modifizierte Version als Empfehlung bei der einzelnen
Erkrankung gewahlt.

Am Ende dieses Abschnitts wird angegeben, ob die empfohlene korperliche Aktivitat bei
einer Erkrankung mit den allgemeinen Bewegungsempfehlungen iibereinstimmt (diese
erfiillt). Wenn die krankheitsspezifische Empfehlung nicht mit den allgemeinen
Empfehlungen libereinstimmt, wird , zusatzliche korperliche Aktivitat® empfohlen, sofern
der Gesundheitszustand des Patienten dies zulasst. Bei Angstzustanden, beispielsweise,
lautet die krankheitsspezifische, evidenzbasierte Empfehlung aerobe korperliche Aktivitat,
aber es gibt keine Belege dafiir, dass muskelkraftigende Aktivitit Angstzustiande
reduzieren kann. Dementsprechend ist die muskelkraftigende Aktivitat nicht in der
krankheitsspezifischen Empfehlung enthalten. Es wird daher empfohlen, bei
Angstzustanden eine muskelstarkende Aktivitat hinzuzufiigen, um die muskuldre Funktion
zu erhalten. Bei Osteoporose hingegen lautet die krankheitsspezifische, evidenzbasierte
Empfehlung muskelkraftigende und kérpergewichtstragende Aktivitaten, es gibt jedoch
keine Hinweise darfiir, dass aerobe korperliche Aktivitat Osteoporose reduzieren kann.
Entsprechend wird die aerobe korperliche Aktivitat nicht in die krankheitsspezifische
Empfehlung einbezogen. Empfohlen wird daher, aerobe korperliche Aktivitat
hinzuzufiigen, um die aerobe Fitness zu erhalten und moglicherweise anderen chronischen
Erkrankungen wie Herz-Kreislauf-Erkrankungen und Diabetes bei Osteoporose
vorzubeugen. Es liegen relativ wenige Studien bei Patienten mit unterschiedlichen
Komorbiditaten. Die Verschreibung von Bewegung in solchen Fallen beruht hauptsachlich
auf klinischen Erfahrungen und begriindeten Annahmen.

Die Erstellung einheitlicher Empfehlungen fiir verschiedene Erkrankungen, wie oben
beschrieben, ermoglicht und vereinfacht auch die Verschreibung von korperlicher Aktivitat
bei mehreren Diagnosen. Es wird empfohlen, den Abschnitt , krankheitsspezifische
Empfehlungen” zu lesen, um mehr Informationen iiber spezifische Uberlegungen zu einer
bestimmten Erkrankung zu erhalten.
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HINWEIS:

a) Die Zeit fiir das Aufwarmen/Abkiihlen ist nicht in den empfohlenen kérperlichen
Aktivitaten enthalten. Dies bedeutet, dass die Zeit fiir das Aufwarmen/Abkiihlen zu jeder
einzelnen Aktivitdtseinheit addiert werden muss. Die zusatzliche Zeit kann z.B. abhdngig
von der Wahl der Intensitit, dem aktuellen Krankheitszustand des Patienten und
individuellen Faktoren variieren.

b) Progression wahrend des Trainingsprozesses

Bei vorher inaktiven oder ungeniigend aktiven Patienten sollten die
Belastungskomponenten immer schrittweise gesteigert werden. Dies betrifft die Dauer und
die Intensitit des Trainings und die Komplexitit der Ubungen. Dies impliziert, dass
Patienten das Training moglicherweise mit einer niedrigeren Dosis aufnehmen und erst
allmahlich die krankheitsspezifischen Bewegungsempfehlungen erreichen.

c) Die empfohlene Intensitdt der aeroben korperlichen Aktivitat ist moderat oder hoch
oder eine Kombination aus moderater und hoher Intensitat, wie z.B. ,z.B. 90 Min/Woche
oder mehr (30 min 3 Tage/Woche)“. Die 90 Min/Woche basiert auf den RCT-Studien, die
die Grundlage fiir die diagnosespezifischen Empfehlungen bilden, und erfiillt die
allgemeine Empfehlung, wenn 2/3 der Zeit auf hohe Intensitit (Borg 14-17) und 1/3 auf
moderate Intensitat (Borg 12-13) entfallen.

Krankheitsspezifische Empfehlungen: Dieser Abschnitt enthdlt Empfehlungen, die
besonders zu beachten sind (siehe Anhang 2). Die Empfehlungen beruhen auf
internationaler klinischer Erfahrung. Die Empfehlungen betreffen die Notwendigkeit einer
arztlichen Untersuchung vor Beginn des korperlichen Trainings, die Dosis, die Art der
Aktivitat, die Steuerung der Intensitadt, das Warm-up und Cool-down, die Progression, die
Medikation, Schmerzen, Motivations- und Erndhrungsfragen sowie die Ausstattung. Die
Beratung erstreckt sich auch auf die Notwendigkeit einer medizinischen Uberwachung (z.
B. EKG-Uberwachung), eines von einem Trainer geleiteten Trainings oder eines
Trainingsmanagements durch medizinisch geschultes Personal wie Physiotherapeuten
oder Sportwissenschaftler. Die Wahl hdangt von den ortlichen Vorschriften, Gesetzen und
Traditionen ab und wird im folgenden Text am Beispiel des Physiotherapeuten erldutert.

Wann sollte der FYSS-Kurzleitfaden verwendet werden?

Die im FYSS-Kurzleitfaden empfohlene korperliche Aktivitat kann als Richtschnur fiir eine
individuelle Verordnung korperlicher Aktivitat dienen, die aufderhalb des
Gesundheitssystems durchgefiihrt wird, wenn keine medizinische Uberwachung oder
Betreuung durch einen Physiotherapeuten oder Sportwissenschaftler erforderlich ist. Die
Verordnung kann zur Vorbeugung, als Erstbehandlung oder als Ergdnzung zu anderen
Arzneimittel- oder Rehabilitationsbehandlungen ausgestellt werden. Der FYSS-
Kurzleitfaden kann auch als Leitfaden fiir ein individuelles Rezept fiir korperliche Aktivitat
dienen, das in Rehabilitationsprogrammen innerhalb des Gesundheitswesens eingesetzt
wird, beispielsweise wenn es wichtig ist, dass eine Trainingseinheit von einem
Physiotherapeuten geleitet wird. Nach Abschluss eines Rehabilitationsprogramms kann
dann ein Rezept fiir korperliche Aktivitiat auf3erhalb des Gesundheitssystems ausgestellt
werden.
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Risikoassessment

Grundsatzlich tiberwiegen die Vorteile korperlicher Aktivitat die vereinzelt auftretenden
Risiken bei weitem. Dennoch kann bei kérperlicher Betatigung ein erhéhtes Risiko fiir
kardiovaskuldre Komplikationen bestehen, auch wenn das absolute Risiko gering ist. Es ist
daher wichtig, Faktoren zu identifizieren, die dieses Risiko beeinflussen kénnen (5). Solche
Faktoren sind:

e Das Vorhandensein von Herz-Kreislauf-Erkrankungen oder Anzeichen einer solchen
Erkrankung und dartiber hinaus das Vorhandensein anderer Krankheiten wie
Diabetes, chronische Nierenerkrankungen, Depressionen und chronische
Entzlindungskrankheiten, die alle ein erh6htes Risiko fiir Herz-Kreislauf-
Erkrankungen aufweisen.

e Durchfiihrung von korperlicher Aktivitat mit hoher Intensitat ohne sukzessive
Anpassung an das Intensitatsniveau innerhalb oder zwischen den Einheiten.

e Deutlich erhohter Blutdruck oder erh6hte Blutfette und/oder das Vorhandensein
mehrerer kardiovaskularer Risikofaktoren.

Das Risiko fiir kardiovaskuldare Komplikationen muss bei der Verschreibung von
korperlicher Aktivitat immer gepriift werden. Es liegt in der Verantwortung des Arztes zu
entscheiden, ob vor Beginn des Trainings eine arztliche Untersuchung durchgefiihrt
werden soll. Wenn der Verdacht auf eine unbehandelte oder nicht optimal behandelte
kardiovaskuldre Erkrankung besteht, sollte ein Arzt mit entsprechender Expertise
konsultiert werden.

Bei vorliegenden Vorerkrankungen empfehlen das American College of Sports Medicine
vor Aufnahme oder beim Wiedereinstieg in kdrperliche Aktivitat eine arztliche
Untersuchung (7). Die Deutsche Gesellschaft fiir Sportmedizin und Pravention (DGSP) rat
Einsteigern und Wiedereinsteigern generell zur arztlichen Untersuchung, um maégliche
Vorerkrankungen und Risiken zu identifizieren.

Unerwlinschte Ereignisse

Unerwiinschte Ereignisse von korperlicher Aktivitat sind Verletzungen des
Bewegungsapparats, kardiale Ereignisse und Infektionen der oberen Atemwege (8).
Verletzungen des Bewegungsapparats sind bei Kollisions- und Kontaktsportarten hoher als
bei nicht Nicht-Kontaktsportarten. Es ist moglich, wenn auch insgesamt sehr selten, dass
kardiale Ereignisse wahrend korperlicher Aktivitat mit hoher Intensitat auftreten. Aktive
und fitte Personen weisen ein niedrigeres Risiko fiir ein kardiales Ereignis aus, als inaktive
und unfitte Personen, sowohl in Ruhe, wie auch unter Belastung. Durch die langsame
Steigerung des Umfanges und der Intensitat der Aktivitat, die Einhaltung der
Regenerations- und Erholungsphasen, die korrekte Ausfiihrung der Bewegung, sowie
angemessene Ausriistung konnen die Risiken der korperlichen Aktivitat niedrig gehalten
werden.
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Absolute Kontraindikationen fiir die Verschreibung von kérperlicher Aktivitct mit
moderater oder hoher Intensitét (5)

1)  Aktuelle signifikante Veranderung im EKG
2) instabile Angina pectoris

3) unkontrollierte Herzrhythmusstorungen
4)  schwere Aortenstenose

5) unkontrollierte Herzinsuffizienz

6) akute Lungenembolie

7)  akute Myokarditis

8) vermutetes/bekanntes Aortenaneurysma
9) akute systemische Infektion

Assessment und Evaluation

Nach der Verschreibung von Bewegung sollte eine Verlaufskontrolle (Follow up)
stattfinden. Die Wirksamkeit der Bewegungstherapie kann auch durch ein Pra-
Postassessment tiberpriift werden. Hierbei konnen eines oder mehrere der der folgenden
haufig verwendeten klinischen Bewertungsinstrumente vor und nach einer Trainingsphase
zum Einsatz kommen.

Korperliche Aktivitat

o Selbstauskunft per Fragebogen
o Bewegungssensoren
Funktion/Kapazitat
o 6-Minuten-Gehtest
o Submaximaler aerober Fitnesstest (Fahrradergometer oder Laufband)
o Hangriffkraft
. Andere relevante Funktions- oder Kapazitatstests
Diagnose- spezifische Marker
o Blut-/Harnanalysen
o Taillenumfang
o Taille-Hift-Verhaltnis
o Korpergewicht
o Body-Mass-Index
Gesundheitsbezogene Lebensqualitat
o Fragebogen zum Gesundheitszustand (SF-36)
o EQ-5D Fragebogen

Potentielle Mechanismen

Die Wirkmechanismen koérperlicher Aktivitit sind im Gegensatz zu denen der
Medikamenten ausgesprochen multifaktoriell, d.h. es gibt eine Vielzahl von Mechanismen
auf verschiedenen Ebenen - von der molekularen Ebene bis zur Systemebene. Wahrend
viele Mechanismen bei unterschiedlichen Arten korperlicher Aktivitat gleich sind und eine
Grof3zahl verschiedener Erkrankungen beeinflussen, sind andere spezifischer und legen
nur einer bestimmten Art von korperlicher Aktivitat zur Grunde und wirken nur fiir
bestimmte Diagnosen. Die Anpassung des Organismus an die korperliche Aktivitat wird
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durch den Einfluss verschiedener molekularer Prozesse, die z.B. mit dem Energiesystem,
der mechanischen Belastung, den niedriggradigen chronischen Entziindungen, oxidativem
Stress und dem Stickoxid-Stoffwechsel zusammenhédngen, in Gang gesetzt. Diese Prozesse
wiederum beeinflussen die Bildung von z.B. Transportproteinen, Mitochondrien,
Nervensynapsen, Nervenzellen, Blutgefafsen und Knochengewebe, sowie von sog.
Stammzellen, Zellen mit Regenerationspotential in verschiedenen Geweben. Schliefdlich
werden die Auswirkungen von korperlicher Aktivitat auf Organ- und Systemebene
gesehen, wie z.B. erhohtes Schlagvolumen und Gewebedurchblutung, sowie verbesserter
Sauerstofftransport und Kérperzusammensetzung. Insgesamt kann die Anpassung zu einer
verbesserten Regulierung des Blutzuckerspiegels, des Blutdrucks und der Blutgerinnung,
zu einer Starkung des Skeletts und zu einer Verbesserung der aeroben Fitness, der
Muskelkraft und der kognitiven Funktion fithren. Eine mangelnde Regulierung dieser
beschriebenen Prozesse wird als allgemeiner Mechanismus fiir die Entstehung und den
Verlauf von chronischen Erkrankungen angesehen

Systematische Literaturiibersicht

Die Literaturrecherche umfasst veroffentlichte Literatur bis Mai - August 2019. Zunachst
wurden systematische Ubersichtsarbeiten mit einer Metaanalyse gesucht, anschlieRend
wurde eine Suche nach randomisierten kontrollierten Studien durchgefiihrt. Es wurde eine
methodische Qualitatsbewertung jedes Artikels durchgefiihrt, gefolgt von einer
Evidenzbewertung nach GRADE (Grading of Recommendations, Assessment, Development
and Evaluations) fiir jeden Outcome (6). Suchbegriffe sind auf Anfrage erhaltlich. Es
wurden vier Evidenzstufen verwendet: Hohe Evidenz (++++), mafdige Evidenz (+++),
niedrige Evidenz (++), sehr niedrige Evidenz (+). Eine hohe Evidenz bedeutet, dass das
Risiko gering ist, dass neue Studien die Schlussfolgerungen entkraften konnten. Niedrige
Evidenz bedeutet, dass ein hohes Risiko besteht, dass neue Studien die Schlussfolgerung
entkraften konnen. Sehr geringe Sicherheit bedeutet, dass mehr Forschung erforderlich ist,
bevor die Methode angewendet werden kann.
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Diagnosekapitel

Eine Zusammenfassung der wissenschaftlichen Evidenz
und krankheitsspezifische Empfehlungen fur kérperliche
Aktivitdt in 13 Diagnosen

5. Chronische Rucken- und Nackenschmerzen

Prévention

Regelmaflige korperliche Aktivitdat von einem moderaten Umfang mit moderater Belastung
kann mit einem verringerten Risiko der Entwicklung von chronischen Riicken- und
Nackenschmerzen verbunden sein. Allerdings kdnnen sowohl ein niedriges als auch ein
hohes Niveau an korperlicher Aktivitat mit einem erhohten Risiko assoziiert sein (1,2).

Indikation kérperlicher Aktivitét bei chronischen Riicken- und

Nackenschmerzen

Bei Riicken-/Nackenschmerzen ist eine speziell angepasste korperliche Aktivitat
zusammen mit anderen Lebensstilmodifikationen bei spezifischen und unspezifischen
Schmerzen indiziert.

Effekte kérperlicher Aktivitét bei chronischen Riicken- und

Nackenschmerzen

Akute Effekte

Hypoalgesie, Hyperalgesie oder keine Veranderung des Schmerzes kdnnen als akute Folge
von korperlicher Aktivitat auftreten (3).

Effekte regelmdBiger korperlicher Aktivitat

Neben positiven Auswirkungen auf Schmerzen und Funktion (Tabelle 1) wurden auch
Effekte auf Bewegungsangst, Selbstwirksamkeit, Lebensqualitat gezeigt. Die meisten
Ubersichtsarbeiten schlieRen Studien ein, in denen Personen angewiesen wurden,
muskelkraftigende korperliche Aktivitat mittlerer Intensitdt durchzufiihren; 8-15 RM, 1-3
Satze, 2-3 mal pro Woche. Aerobe korperliche Aktivititen wurden mit moderater Intensitat
durchgefiihrt; RPE Borg 12-13, fiir 45-60 Minuten pro Einheit, mehrmals pro Woche. Bei
anderen Arten von korperlicher Aktivitat, wie z.B. Training der Rumpfmuskulatur, Pilates-
Training, Wassergymnastik und Yoga, wurden die Intensitdtsstufen individuell festgelegt
und schrittweise angepasst (4). In allen Studien und bei allen Arten von kérperlicher
Aktivitat dauerten die Interventionen 6 Wochen oder langer. Es gab keine qualitativ
hochwertige Evidenz, um einen bestimmten Modus (aerobe korperliche Aktivitat,
muskelkraftigende Aktivitat oder MCE) oder Typ (land-/wasserbasiert) auszuschliefden
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oder zu priorisieren. Es gab nur wenige unerwiinschte Ereignisse, die meisten dieser
waren Muskelkater oder muskuldrer Schmerz, der nach einigen Tagen abklingt (5).

Tabelle 1. Effekte und Hinweise auf regelmafiige korperliche Aktivitat bei chronischen Riicken- und
Nackenschmerzen.

Outcome Evidenz* | Referenzen Artder korperlichen Aktivitat
Riicken Schmerz ++++ (5-17) Muskelkraftigende Aktivitat
+++ (7-8,17) Aerobe korperliche Aktivitat
e+ (18-29) Training der Rumpfmuskulatur, Pilates
++ (30-36) Wassergymnastik, Yoga, tagliches Spazieren
Funktion +++ (6-17) Muskelkraftigende Aktivitat
+++ (7-8,17) Aerobe korperliche Aktivitét
+++ (18-29) Training der Rumpfmuskulatur
++ (30-36) Pilates, Wassergymnastik, Yoga, tigliches
Spazieren
Nacken | Schmerz +++ (37-42) Muskelkraftigende Aktivitat
++ (37-40) Aerobe korperliche Aktivitét, Training der
Rumpfmuskulatur, Yoga,
++ (43-46) Wassergymnastik,
Funktion +++ (40-41) Muskelkraftigende Aktivitat
++ (40) Aerobe korperliche Aktivitat
++ (43-46) Training der Rumpfmuskulatur, Yoga

*hohe Evidenz (++++), miRige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).

Empfohlene kérperliche Aktivitat bei chronischen Riicken- und
Nackenschmerzen

Patienten mit chronischen Riicken- und Nackenschmerzen sollte empfohlen werden, unter
Aufsicht muskelstiarkende korperliche Aktivitit und/oder spezielle Ubungsprogramme zur
motorischen Kontrolle durchzufiihren um:

- Schmerzen zu reduzieren (+++ bis ++++)

- Die Funktion zu verbessern (+++)
Patienten mit chronischen Riickenschmerzen sollte aerobe kérperliche Aktivitat empfohlen
werden um:

- Schmerzen zu reduzieren (++ bis +++)

- Die Funktion zu verbessern (+++).
Patienten mit chronischen Nackenschmerzen sollte aerobe korperliche Aktivitat empfohlen
werden um:

- Schmerzen zu reduzieren (++)

- Die Funktion zu verbessern (++).
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Aerobe korperliche Aktivitcit

Muskelkréftigende kérperliche Aktivitét

Intensitat Dauer Haufigkeit Anzahl an Wiederholungen | Sets Haufigkeit
Minuten/Woche | Tag/Woche Ubungen Tag/Woche
Moderat Min. 150 3-7 8-10 8-15 1-3 2-3

Spezielle Formen korperlicher Aktivitat: Training der Rumpfmuskulatur, Pilates, Yoga,
tagliches Spazieren

Dauer
Minuten/Woche

Intensitat Haufigkeit

Tag/Woche

Individuell, angepasst mit
graduell steigender
Komplexitat

2-3 Mal/Woche fiir mindestens 6 Wochen,

Einheiten von 45-60 Minuten | Ubungen zu Hause mehrmals pro Woche

Moderate Intensitat: 40-59 % VO2R, RPE 12-13. Hohe Intensitét: 60-89 % VO2R, RPE 14-17. VO2R =V02max-V02 in Ruhe. 8-15
Wiederholungen = das schwerste Gewicht, das 8-15 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (8-15 RM).

Die Bewegungsempfehlungen bei chronischen Riicken- und Nackenschmerzen stimmen
mit den allgemeinen Bewegungsempfehlungen nicht iiberein. Weitere aerobe und

muskelkraftigende Aktivitaten sollten durchgefiihrt werden, soweit es der
Gesundheitszustand des Patienten erlaubt.

Krankheitsspezifische Empfehlungen

e Der behandelnde Arzt muss Komorbiditdten, Anzeichen sowie Symptome wie
Frakturen, Tumore oder andere schwere Erkrankungen und Ausschlussindikationen
erfassen. Die individuelle Anpassung (Art der Ubung, Dosis und Belastung) sollte auf
den Praferenzen des Patienten, sowie auf der Qualifikation des Therapeuten beruhen
und von einem medizinisch ausgebildeten Therapeuten iiberwacht werden. Die Rolle
des Therapeuten besteht darin, das Niveau der korperlichen Funktion und der
Schmerzen zu iiberwachen, um das Trainingsprogramm so zu steuern, dass ein

optimaler Verlauf und damit eine optimale Erholung erreicht wird. Es ist wichtig, eine

gute Bewegungsqualitdt zu erhalten.

e Die Angst vor wiederkehrenden oder sich durch kérperliche Aktivitat
verschlimmernden Schmerzen kann ausreichen, um eine Person von Bewegung
abzuhalten. Fiir diese Diagnosen ist es daher besonders wichtig, aktiv zu bleiben, mit
den taglichen Aktivititen fortzufahren und Bettruhe zu vermeiden, da die Angst vor
Bewegung die Genesung verzogern kann. Der Therapeut sollte daher diesen Aspekt
bei der Gestaltung des Trainingsprogramms berticksichtigen.

e Entscheidend fiir die Auswahl einer Therapieform sind die Praferenzen der
Betroffenen, ihre Alltagsumstinde, ihre Fitness sowie die Anleitung durch einen
qualifizierten Therapeuten.
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6. Krebs

Prévention

Regelmaflige korperliche Aktivitat ist mit einem verringerten Risiko verbunden, mehrere
Krebsarten zu entwickeln, z.B. Brust-, Darm- und Endometriumkrebs (1). Die allgemeinen
Bewegungsempfehlungen fiir korperliche Aktivitat konnen angewendet werden.

Indikation flir kérperliche Aktivitéat bei Krebs

Bei Krebs, sowohl wahrend, als auch nach der onkologischen Behandlung, ist korperliche
Aktivitit zusammen mit anderen Anderungen des Lebensstils indiziert. Bei chronischen
Krebserkrankungen oder in einer palliativen Phase ist ebenfalls korperliche Aktivitat
indiziert.

Effekte korperlicher Aktivitét bei Krebs

Akute Effekte

Korperliche Aktivitat bei onkologischen Patient_Innen kann die krebsbezogene Fatigue und
Angstgefiihle verringern und zu einer Verbesserung der Lebensqualitat fithren.

Effekte regelmdBiger korperlicher Aktivitat

Korperliche Aktivitat wahrend und nach der onkologischen Behandlung ist vorteilhaft und
verbessert die Uberlebensrate, die krebsbedingte Fatigue, die Lebensqualitit, die aerobe
Fitness und die Muskelkraft (Tabelle 1). Sowohl die krebsspezifische, als auch die
Gesamtiiberlebenszeit verbesserte sich bei Personen mit hoher selbstberichteter
korperlicher Aktivitat in der Freizeit (Brust-, Darm- und Prostatakrebs). Verschiedene
Arten von korperlicher Aktivitdt unterschiedlicher Intensitat und Dauer, einschliefdlich
Yoga und Tai Chi, verringerten die krebsbedingte Fatigue. Die Lebensqualitat verbesserte
sich durch aerobe und/oder muskelkraftigende Aktivitat, die mindestens 15 Minuten pro
Einheit, zweimal pro Woche stattfand. Koérperliche Aktivitat mit einer aeroben
Komponente (Gehen, Radfahren und Laufen) bei niedriger bis hoher Intensitat, die
mindestens 30 Minuten pro Einheit, 2-5 Tage pro Woche und 5 Wochen lang durchgefiihrt
wurde, verbesserte die aerobe Fitness. Die Effekte waren bei langerer Dauer und hoherem
Umfang grof3er. Muskelkraftigende Aktivitat = an 2 Tagen pro Woche erhohte die
Muskelkraft. Training unter Anleitung war wirksamer, um die gesundheitsbezogene
Lebensqualitat und Muskelkraft zu verbessern als Interventionen zu Hause.

Tabelle 1. Effekte und Evidenz korperlicher Aktivitit bei Krebs.

Outcome Evidenz* Referenzen Art Korperlicher Aktivitat
Uberlebensrate ++ (9] Freizeitaktivitat
Krebsbezogene Fatigue +++ (2-5) Aerobe und/oder muskelkraftigende Aktivitat
Lebensqualitat +++ (2,6) Aerobe und/oder muskelkraftigende
Aktivitat
Aerobe Fitness (VO2 +++ (7,8) Aerobe und/oder muskelkraftigende
max/peak) Aktivitat
Muskelkraft ++ (9,10) Aerobe und/oder muskelkraftigende
Aktivitat

*hohe Evidenz (++++), miRige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitét bei Krebs

An Krebs erkrankte Person sollten aerobe und muskelkraftigende Aktivititen empfohlen
werden um:

Die Uberlebensrate bei Brust-, Kolorektal- und Prostatakrebs zu erhéhen (++)
Die krebsbezogene Fatigue zu verbessern (+++)

Die Lebensqualitat zu verbessern (+++)

Die aerobe Kapazitit zu erhohen (+++)
Die Muskelkraft zu erhohen (++)

Aerobe korperliche Aktivitat

Muskelkrdaftigende kérperliche Aktivitéit

Oder eine Kombination von moderater
und hoher Intensitit fiir mindestens 90

Intensitat Dauer Haufigkeit Anzahl an Wiederholungen | Sets Haufigkeit
Min/Woche Tag/Woche Ubungen Tag/Woche
Moderat Min 150 3-7 8-10 8-12 1-3 2-3
oder
Hoch min 75 3-5

Min/W (30 Min 3 Mal/W)

Moderate Intensitit: 40-59 % VO2R, RPE 12-13. Hohe Intensitit: 60-89 % VO2R, RPE 14-17. VO2R =V02max-V02 in Ruhe. 8-12
Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (8-12 RM).

Die Bewegungsempfehlung bei Krebs stimmt mit den allgemeinen
Bewegungsempfehlungen tiberein, daher ist keine zusatzliche Empfehlung erforderlich.

Krankheitsspezifische Empfehlungen

Die korperliche Aktivitat sollte im Dialog mit dem Patienten individuell zugeschnitten
und zunachst von medizinisch geschultem Personal, z.B. einem Sport- oder
Physiotherapeuten, betreut werden.

Die therapiebedingten Nebenwirkungen wie Fatigue, Ubelkeit und Gelenkschmerzen
konnen durch regelmafiige korperliche Aktivitat reduziert werden.

Um die Wirkung von korperlicher Aktivitat auf die aerobe Fitness zu optimieren,
sollte die Intensitit moderat oder kombiniert mit hoher Intensitit sein, wenn der
Gesundheitszustand des Patienten dies zuldsst.

Bei schweren Nebenwirkungen einer akuten onkologischen Behandlung sollte die Art
und Dosis der korperlichen Aktivitdt angepasst werden.

Weniger als 24 Stunden nach einer Chemotherapie sollte keine hochintensive
korperliche Aktivitat stattfinden.

Bei hohem Infektionsrisiko sollte eine hochintensive korperliche Aktivitit so lange
aufgeschoben werden, bis das Infektionsrisiko reduziert ist.

Eine anhaltende Infektion ist eine absolute Kontraindikation fiir kérperliche Aktivitat.
Bei diagnostizierter Osteoporose und bei extrem schlechter Erholung nach der
Behandlung miissen Art und Dosis der kérperlichen Aktivitat an den tatsachlichen
Zustand des Patienten angepasst werden.

Korperliche Aktivitat vor der Tumorchirurgie (Prahabilitation) ist ein neues
Einsatzfeld und kann die korperliche Funktion optimieren und die postoperative
Genesungszeit verbessern (11).
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8. Koronare Herzerkrankung

Prévention

Regelmaflige korperliche Aktivitat ist mit einem verringerten Risiko fiir die Entwicklung
einer koronaren Herzkrankheit verbunden (1, 2). Die allgemeinen
Bewegungsempfehlungen konnen angewendet werden.

Indikation kérperlicher Aktivitét bei koronarer Herzkrankheit

Bei stabiler koronarer Herzkrankheit ist korperliche Aktivitat indiziert, einschlief3lich
anderer Lebensstilinterventionen, unabhangig von pharmakologischer oder invasiver
Behandlung.

Effekte korperlicher Aktivitat bei koronarer Herzkrankheit

Effekte regelmdBiger kérperlicher Aktivitat

Eine bewegungstherapeutische kardiologische Rehabilitation (exCR) kann bei Patienten
mit koronarer Herzkrankheit die Sterblichkeit und die Anzahl der
Krankenhauseinweisungen verringern und die aerobe Fitness und Muskelkraft verbessern
(Tabelle 1). Die ExCR bestand aus aerober und/oder muskelstiarkender Aktivitat. Die
aerobe korperliche Aktivitat wurde typischerweise auf einem Fahrradergometer, als
Aerobic/Calisthenic, auf einem Laufband oder als Zirkeltraining, kontinuierlich oder in
Intervallen durchgefiihrt. Die Dosis der aeroben korperlichen Aktivitit variierte zwischen
den einzelnen Studien; im Allgemeinen wurde die aerobe Aktivitat mit einer Intensitit von
60% bis 85% der maximalen VO2 oder 70% bis 95% der maximalen Herzfrequenz, fiir 30-
60 Minuten, mit einer Haufigkeit von 3-5 Sitzungen pro Woche und fiir eine Dauer von 3 bis
6 Monaten durchgefiihrt. Die muskelkriftigende Aktivitit bestand aus 8-10 Ubungen fiir
die oberen und/oder unteren Extremititen bei 40-80% von 1 RM, mit 10-15
Wiederholungen, 1-3 Satzen, 2-3 Mal pro Woche, fiir 3 bis 6 Monate. Hochintensives
Intervalltraining (HIIT) kann die VO2 max. mehr verbessern als ein kontinuierliches
Training mittlerer Intensitit. Diese Uberlegenheit nahm jedoch ab, wenn isokalorische
Protokolle verglichen wurden (3). Kombinierte aerobe und muskelkraftigende Aktivitaten
fiihren zu einem grofderen Anstieg an VO2 max im Vergleich zu aerober oder
muskelkraftigender Aktivitit allein (4,5). Das Risikoverhaltnis fiir eine reduzierte
kardiovaskuldre Mortalitat im Vergleich zu keinem Training betrug RR 0,74 (95%CI 0,54
bis 0,86). Bei Patienten mit stabiler Angina sind die Auswirkungen der ExCR auf die
Gesamt- und kardiovaskulare Mortalitat und die Krankenhauseinweisungen aufgrund der
geringen Anzahl von Studien und ihrer geringen Effektgrofie ungewiss (6). Es wurde keine
ausreichende Evidenz berichtet fiir gesundheitsbezogene Lebensqualitit angesichts der
Heterogenitat der Operationalisierung der Outcomes und des Reportings (6,7).

Tabelle 1. Effekte und Evidenz korperlicher Aktivitit bei koronarer Herzkrankheit.

Outcome Evidenz* | Referenzen Art korperlicher Aktivitét
Kardiovaskuldre Mortalitét Aerobe korperliche Aktivitat und/oder kombiniert
>12 Monate +++ (7 mit muskelkraftigender koérperlicher Aktivitat

Aerobe korperliche Aktivitat und/oder kombiniert

Krankenhauseinweisungen ++ (7 mit muskelkréftigender korperlicher Aktivitat

Aerobe korperliche Aktivitdt und/oder kombiniert
Aerobe Fitness (MET) ++++ (8) mit muskelkraftigender korperlicher Aktivitat

Muskelkraft ++ (5) Muskelkriftigende kérperliche Aktivitat

*hohe Evidenz (++++), maflige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitéat bei koronarer Herzkrankheit

Patient_Innen mit stabiler koronarer Herzkrankheit sollten aerobe und muskelkraftigende
korperliche Aktivititen empfohlen werden um:

- Die kardiovaskuldare Mortalitat (+++) und Krankenhauseinweisungen (++) zu
reduzieren
- die aerobe Fitness (++++) und Muskelkraft (++) zu verbessern

Aerobe kérperliche Aktivitdt Muskelkréftigende Aktivitét
Intensitat Dauer Haufigkeit | Anzahlan | Wiederholungen | Sets Haufigkeit
Min/Woche | Tag/Woche | Ubungen Tag/Woche
Moderate Mind. 90
und hohe (z.B.30-60
Intensitat Min/Einheit) 3-5 8-10 10-15 1-3 2-3
kombiniert

Moderate Intensitit: 40-59 % VO2R, RPE 12-13. Hohe Intensitat: 60-89 % VO2R, RPE 14-17. VO2R=V02max-V02 in Ruhe, 10-15
Wiederholungen = = das schwerste Gewicht, das 10-15 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (10-15 RM)

Die Bewegungsempfehlung bei koronarer Herzkrankheit stimmt mit den allgemeinen
Bewegungsempfehlung liberein, und es ist keine zusatzliche Empfehlung erforderlich.

Krankheitsspezifische Empfehlung

Patienten mit nachgewiesener koronarer Herzkrankheit sollten sich nach einer
arztlichen Untersuchung und einer Beurteilung mit einem symptombegrenzten
Belastungstest, einschlief3lich EKG und Test der Muskelfunktion unter Anleitung
eines ausgebildeten Sporttherapeuten trainieren

Es ist wichtig, die korperliche Aktivitdt so bald wie moglich nach einem akuten
Koronarereignis zu beginnen, basierend auf dem Ergebnis des Belastungs-EKG.
Die korperliche Aktivitat sollte medizinisch liberwacht werden, bis der Zustand des
Patient sich stabilisiert hat.

Die korperliche Aktivitat kann kontinuierlich oder in Intervallen durchgefiihrt
werden, je nach individueller Praferenz.

Wahrend der korperlichen Aktivitat ist es wichtig, auf eine eventuelle Arrhythmie
oder anormale Blutdruckreaktion zu achten, sowie auf Symptome wie Dyspnoe,
Schwindel oder Brustschmerzen, die zu einem Trainingsabbruch fiihren (siehe
Kontraindikationen in der Einleitung).

Patienten mit einer koronaren Herzkrankheit benotigen oft Unterstiitzung und
Ermutigung, um korperlich aktiv zu werden und auf einem bestimmten Niveau zu
bleiben, um die kérperliche Fitness zu erhalten.

Es wird empfohlen, das aerobe und muskelkriftigende Ubungsprogramm als Teil
eines kardialen Rehabilitationsprogramms durchzufiihren, entweder als reine
Trainingsintervention oder in Kombination mit anderen Lebensstilinterventionen.
Die Trainingsintervention wird entweder in einer tiberwachten
Krankenhausumgebung oder in Kombination mit einigen Sitzungen zu Hause
durchgefiihrt. Nach Abschluss eines ExCR-Programms sollte Patienten mit koronarer
Herzkrankheit empfohlen werden, lebenslang zu trainieren, um die verbesserte
korperliche Fitness zu erhalten.
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9. Demenz

Prévention

Regelmaflige korperliche Aktivitat ist mit einem verringerten Risiko fiir die Entwicklung
von Demenz verbunden (1,2). Die allgemeinen Bewegungsempfehlung kénnen angewendet
werden.

Indikation kérperlicher Aktivitét bei Demenz

Bei Demenz ist korperliche Aktivitat als zentraler Bestandteil der Behandlung und Pflege
indiziert, wobei multimodale und personenzentrierte Interventionen angewendet werden,
die korperliche Aktivitat einschlief3en. Bei gefdhrdeten Personen sollte korperliche
Aktivitat als Teil eines umfassenderen Therapieansatzes betrachtet werden.

Effekte korperlicher Aktivitdat bei Demenz

Effekte kérperlicher Aktivitct

Personen mit Demenz kénnen die kognitive Funktion und die Aktivitiaten des taglichen
Lebens (ADL) nach einer Periode korperlicher Aktivitat verbessern (Tabelle 1). Die
Evidenz fiir eine verbesserte kognitive Funktion ist begrenzt und die Ergebnisse variieren
von Studie zu Studie (3-6). In einem aktuellen, methodisch hochwertigen grofden RCT
stellten die Autoren einen kleinen, aber negativen Behandlungseffekt fiir die kognitive
Funktion bei einer Stichprobe von zu Hause wohnenden dlteren Menschen dar (7).

Es gibt keine eindeutigen Beweise dafiir, dass korperliche Aktivitat die
neuropsychiatrischen Symptome verbessern kann (4), obwohl einzelne Studien positive
Effekte gezeigt haben (4, 7). Eine Studie, die Pflegeheimbewohner mit Demenz einschloss,
zeigte beispielsweise, dass korperliche Aktivitat die Apathie in dieser Gruppe verringern
kann (8). Insgesamt zeigen die meisten Studien zu den Auswirkungen von korperlicher
Aktivitat bei Demenzpatienten methodische Schwachen: die Stichproben waren klein, die
Nachbeobachtungszeit kurz und die Befunde zeigten eine hohe Heterogenitat. Auch die
Inhalte der Bewegungsinterventionen waren sehr unterschiedlich. Vergleiche zwischen
den Studien waren eine Herausforderung, da die Arten, Haufigkeiten, Intensitaten, Dauer
und Settings der Bewegungsprogramme variierten.

Tabelle 1. Effekte und Evidenz regelmaf3iger korperliche Aktivitat bei Demenz

Outcome Evidenz* | Referenzen Arten kérperlicher Aktivitéit
Kognitive Funktion ++ (3,4) Aerobe und muskelkraftigende Aktivitat
(MMSE score) und/oder aerobe korperliche Aktivitat
Aktivitdten des taglichen + (5) Aerobe und muskelkraftigende Aktivitat
Lebens (ADL) und/oder aerobe korperliche Aktivitat

*hohe Evidenz (++++), madfige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitét bei Demenz

Demenzpatienten sollten aerobe und muskelkraftigende korperliche Aktivitaiten empfohlen
werden um:

- die Abnahme kognitiver Funktion zu verlangsamen (++)

- um die Fahigkeit Aktivitdten des tiglichen Lebens auszufiihren zu verbessern (+)

Es wird empfohlen Demenzpatienten zu unterstiitzen, sodass sie in der Lage sind diesen
Bewegungsempfehlungen zu folgen.

Aerobe kérperliche Aktivitct Muskelkréaftigende Aktivitat

Intensitat Dauer Haufigkeit | Anzahlan | Wiederholungen | Sets Haufigkeit
Min/Woche Tag/Woche | Ubungen Tag/Woche

Moderat Mind. 150 3-7 8-10 8-12 1-3 2-3

oder
Hoch Mind. 75 3-5
Oder moderat und anstrengend kombiniert
fiir mindestens 90 Min/W (30 Min 3 Mal/W)

Moderate Intensitét: 40-59 % VO2R, RPE 12-13. Hoche Intensitét: 60-89 % VO2R, RPE 14-17.VO2R =V02max-VO02 in Ruhe. 8-12
Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (8-12 RM).

Die Bewegungsempfehlung bei Demenz stimmt mit den allgemeinen
Bewegungsempfehlungen iiberein, und es ist keine zusatzliche Empfehlung erforderlich.

Krankheitsspezifische Empfehlungen

e Demenzpatienten benotigen moglicherweise Hilfe bei der Organisation von Training
und korperliche Aktivitat. Angehorige spielen hierbei eine wichtige Rolle, konnen
aber aufgrund der hohen Belastung durch die Pflege auf Unterstiitzung angewiesen
sein, damit Demenzpatienten weiterhin in ihrem taglichen Leben ohne Hilfe von
Angehorigen aktiv sein kdnnen.

e Schmerzzustdnde treten haufig bei dlteren Menschen und daher auch bei Menschen
mit Demenz auf. Schmerzen kénnen schwer zu diagnostizieren sein, da die Symptome
atypisch sein konnen. Zum Beispiel konnen Passivitat und mangelnde Initiative
Zeichen von Schmerzen sein.

e Korperliche Aktivitat ist besonders wichtig fiir Personen mit eingeschrankter
Mobilitdat und erhohtem Sturzrisiko.
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10. Depression

Prévention

Regelmaflige korperliche Aktivitit ist mit einem reduzierten Risiko eine Depression zu
entwickeln assoziiert (1). Die allgemeinen Bewegungsempfehlungen kénnen angewendet
werden.

Indikation kérperlicher Aktivitét bei Depression

Bei leichten bis mittelschweren Depressionen ist unabhdngig von einer pharmakologischen
Behandlung oder Psychotherapie (Gesprachstherapie) korperliche Aktivitdt in Kombination
mit anderen Lebensstilmodifikationen angezeigt. Bei schweren Depressionen ist korperliche
Aktivitat zusammen mit anderen Behandlungen wie pharmakologischer Behandlung und/oder
Psychotherapie (Gesprachstherapie) indiziert.

Effekte korperlicher Aktivitdt bei Depression

Akute Effekte

Unmittelbar nach einer 30-miniitigen Fahrradergometer-Einheit war die Reduktion der
depressiven Stimmung bei Menschen mit klinisch diagnostizierter schwerer depressiver
Storung signifikant grofier als bei Ruhe. Dieser Effekt war unabhangig von der
Trainingsintensitat (niedrig, moderat oder hoch) (2).

Effekte regelmaBiger korperliche Aktivitcit

Korperliche Aktivitat kann bei Patienten mit Depression die Symptome verringern und die
Lebensqualitdt und aerobe Kapazitat verbessern (Tabelle 1). Solche Effekte wurden im
Allgemeinen bei korperlicher Aktivitat gefunden, die 3 Mal pro Woche tiber 8 bis 12 Wochen
ausgetiibt wurde. Die Effektstarken fiir aerobe korperliche Aktivitat, muskelkraftigende
Aktivitat oder eine Kombination aus beidem liegen zwischen 0,39 und 1,24. Starke
antidepressive Wirkungen wurden bei 5-8 wochigen Interventionen mit 3 Einheiten pro
Woche dokumentiert, und sogar noch grofdere Effekte fiir die Dauer von 9 bis 12 Wochen
festgestellt (3,11). Wahrend einige Studien keine Unterschiede in der antidepressiven Wirkung
weder fiir unterschiedliche Intensitdaten noch zwischen aerober korperlicher Aktivitat oder
muskelkraftigender Aktivitat (3) gefunden haben, haben andere grofiere Effekte fiir aerobe
korperliche Aktivitat bei moderater bis hoher Intensitiat dokumentiert (6,11,12). Die Anzahl
der Studien, die die Auswirkungen von aerober korperlicher Aktivitat auf Depressionen
bewerten, ist grofder als die Anzahl der Studien, die muskelkraftigende Aktivitat einsetzen, was
bedeutet, dass die Evidenzbasis flir diese Effekte starker ist (3,4,5). Bei leichter bis
mittelschwerer Depression sind die antidepressiven Wirkungen von korperlicher Aktivitat
dhnlich wie bei psychologischen oder pharmakologischen Behandlungen (3,4,12). Kérperliche
Aktivitat als Erganzung zur Medikation ergab einen moderaten, zusatzlichen Effekt, mit Trend
in Richtung Signifikanz (4). Es gibt zu wenige Langzeit-Follow-up-Studien, um zu einer
Schlussfolgerung tiber die langfristigen antidepressiven Wirkungen von koérperlicher Aktivitat
zu kommen (12).

Tabelle 1. Effekte und Evidenz regelmafiiger korperlicher Aktivitit bei Depression

Outcome Evidenz* | Referenzen Art korperlicher Aktivitat
Depressive Symptome +H+ (3-6) Aerobe und muskelkraftigende Aktivitat
Depressive Symptome +H+ (3,6,7) Aerobe korperliche Aktivitat
Depressive Symptome +++ (3,6) muskelkréftigende Aktivitat

Lebensqualitat +++ (3,10) Aerobe und/oder muskelkraftigende Aktivitat

Aerobe Fitness +++ 9 Aerobe korperliche Aktivitat

*hohe Evidenz (++++), mafige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitét bei Depression
Patienten mit Depression sollten aerobe oder muskelkraftigende korperliche Aktivitaten
empfohlen werden, um:

- Depressive Symptome zu verringern (+++)
- Die Lebensqualitat zu verbessern (+++)
Die aerobe Fitness zu verbessern (+++)

Aerobe korperliche Aktivitcit Muskelkréftigende Aktivitat

Oder moderat und hoch kombiniert fiir
mindestens 90 min/w (30 min 3 Mal/w)

Intensitat Dauer Haufigkeit Anzahl an Wiederhol Set Haufigkeit
T iederholungen ets
Min/Woche Tag/Woche Ubungen g Tag/Woche
Moderat Mind. 150 3-7 8-10 8-12 1-3 2-3
oder
Hoch Mind. 75 3-5

Moderate Intensitét: 40-59 % VO2R, RPE 12-13. Hohe Intensitat: 60-89 % VO2R, RPE 14-17.VO2R =V02max -V02 in Ruhe. 8-12

Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (8-12 RM).

Die Bewegungsempfehlungen bei Depressionen stimmen nicht mit den allgemeinen
Bewegungsempfehlungen tiberein. Wenn nur muskelkraftigende Aktivitdten zur
Behandlung von Depressionen gewahlt werden, sollten aerobe korperliche Aktivititen
hinzugefligt werden. Wenn nur aerobe korperliche Aktivitat zur Behandlung von
Depressionen gewahlt wird, sollte muskelkraftigende Aktivitat hinzugefiigt werden, wenn

der Gesundheitszustand des Patienten dies zulasst.

Krankheitsspezifische Empfehlungen

e Die korperliche Aktivitat sollte vorzugsweise von angeleitet werden.

e Beileichter oder mittelschwerer Depression kann korperliche Bewegung die
Symptome ebenso wirksam lindern wie pharmakologische Antidepressiva oder die
kognitive Verhaltenstherapie (KVT).

e Beischweren Depressionen sollte die korperliche Aktivitat parallel zu anderen

Behandlungen wie pharmakologischer Behandlung oder Psychotherapie

(Gesprachstherapie) erfolgen.
e Man sollte bedenken, dass Patienten mit Depressionen, wie bei einigen anderen

psychischen Diagnosen, mehr Unterstiitzung benotigen konnten, um ihr
Bewegungsverhalten zu dndern.

Personen mit Depressionen und begleitenden Herz-Kreislauf-Erkrankungen oder
Anzeichen einer solchen sollten vor Beginn eines Bewegungsprogramms
kardiologisch betreut und optimal eingestellt sein.
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12. Diabetes mellitus Typ 2

Prévention

Regelmaflige korperliche Aktivitat ist mit einem verringerten Risiko fiir die Entwicklung
von Typ-2-Diabetes verbunden (1,2). Die allgemeinen Bewegungsempfehlungen kénnen
angewendet werden.

Indikation kérperlicher Aktivitét bei Diabetes mellitus Typ 2

Bei Typ-2-Diabetes ist unabhdngig von der pharmakologischen Behandlung korperliche
Aktivitat zusammen mit anderen Lebensstilanderungen mit hoher Prioritat angezeigt.

Effekte korperlicher Aktivitat bei Diabetes mellitus Typ 2

Akute Effekte

Eine einzige Einheit korperlicher Aktivitiat erhoht die insulinunabhdngige Aufnahme von
Blutglukose im Skelettmuskel in einer linearen Dosis-Wirkungsbeziehung. Die Wirkung
lasst nach 48 Stunden nach. Selbst kurze Aktivitatsphasen zur Unterbrechung der Sitzzeit
konnen den Blutzuckerspiegel senken.

Effekte regelmaiger korperlicher Aktivitct

Es gibt starke Hinweise darauf, dass regelmafdige korperliche Aktivitat die
Glukosekontrolle (verminderter HbA1c) Zeit verbessern kann (Tabelle 1). Regelmaf3ige
korperliche Aktivitat wirkt sich auch positiv auf Risikofaktoren wie Blutfette, Blutdruck,
Gefafdfunktion und aerobe Fitness aus (Tabelle 1). Die grofdte Risikoreduktion durch
Komplikationen wurde festgestellt, wenn eine inaktive Person kérperlich aktiv wurde (3).
Bei Patienten mit einer kurzen Diabetesdauer war die Wahrscheinlichkeit, eine gute
Glukosekontrolle nur mit kérperlicher Aktivitdt zu erreichen, hoher als bei Patienten, die
schon langer erkrankt waren (4,5). Eine als HbA1lc gemessene Glukosesenkung um 6-9
mmol/mol ist klinisch relevant. Ein hoher Bewegungsumfang und Bewegung mit hoher
Intensitat fithrten zu einem grofderen Effekt auf die Glukosekontrolle im Vergleich zu einer
niedrigeren Dosis und Intensitdt. Eine Kombination aus aerober und muskelstiarkender
Aktivitat war die effektivste Trainingsmethode, gefolgt von aerober korperlicher Aktivitat
bei hoher Intensitit. Aerobe und muskelstarkende Aktivitat bei moderater bis niedriger
Intensitat war ebenfalls vorteilhaft, jedoch nicht im gleichen Ausmaf wie hochintensive
Aktivitat.

Tabelle 1. Effekte und Evidenz regelmafdiger korperlicher Aktivitit bei Diabetes Typ 2.

Outcome Evidenz* Referenzen Art korperlicher Aktivitat
HbAlc ++++ (3,6-14) Aerobe und/oder muskelkriftigende
Aktivitat
Blutfette +++ (8,9) Aerobe korperliche Aktivitat
Blutdruck +++ (8,9) Aerobe korperliche Aktivitat
Vaskulare Funktion +++ (15-17) Aerobe korperliche Aktivitat
Aerobe Fitness +++ (8,9,15,18) Aerobe korperliche Aktivitat

*hohe Evidenz (++++), maRige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitat bei Diabetes mellitus Typ 2

Diabetes Typ 2 Patient_Innen sollten aerobe und muskelkraftigende kérperliche
Aktivitaten empfohlen werden, um:

- Die Blutglukose gemessen an HbA1lc zu verbessern (++++)
- Die Blutfettwerte zu verbessern (+++)
- Den Blutdruck zu senken (+++)

- Die aerobe Fitness zu verbessern (+++)
Die vaskuldre Funktion zu verbessern (+++)

Aerobe korperliche Aktivitcit Muskelkréftigende Aktivitat
Intensitat Dauer Haufigkeit A"nzahl an Wiederholungen | Sets Haufigkeit
Min/Woche Tag/Woche Ubungen Tag/Woche
Moderat Mind. 150 3-7 8-10 8-12 1-3 2-3
oder
Hoch Mind. 75 3-5
Oder moderate und hohe kombiniert fiir
mindestens 90 Min/W (30 Min 3 Mal/W)

Moderate Intensitét: 40-59 % VO2R, RPE 12-13. Hohe Intensitét: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in Ruhe. 8-12
Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf} (ROM) bewegt werden kann (8-12

RM).

Die Bewegungsempfehlungen bei Diabetes Typ 2 stimmen mit den allgemeinen
Bewegungsempfehlungen tiberein, und es ist keine zusatzliche Empfehlung erforderlich.

Kranheitsspezifische Empfehlung

Patient_Innen mit einem hohen Risiko fiir Herz-Kreislauf-Erkrankungen sollten mit
aerober korperlicher Aktivitat von niedriger bis mittlerer Intensitat beginnen. Sowohl
die Trainingsintensitit als auch die Trainingsdauer kdnnen danach erhoht werden.
Die Wirkung der korperlichen Aktivitat ist wahrscheinlich bei einer hoheren
Intensitat und Dosis der aeroben kérperlichen Aktivitat grofier.

Die Wirkung von korperlicher Aktivitat auf HbAlc ist vergleichbar mit der Wirkung
vieler oraler Antidiabetika.

Eine Kombination aus aerober und muskelkraftigender kérperlicher Aktivitat hat die
grofdte Wirkung.

Fiir eine optimale Glukosekontrolle sollten maximal zwei Tage zwischen den
Trainingseinheiten liegen.

Die Plasmaglukose sollte vor und nach dem Training gemessen werden. Um das
Risiko einer trainingsinduzierten Unterzuckerung zu verringern, sollte die
Insulindosis reduziert und Kohlenhydrate vor, wahrend und nach dem Training
zugefiihrt werden.

Typ-2-Diabetes Patienten mit begleitenden Herz-Kreislauf-Erkrankungen oder
Anzeichen einer solchen Erkrankung sollten vor Beginn eines Bewegungsprogramms
kardiologisch betreut und behandelt werden.
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14. Chronische Herzinsuffizienz

Prévention

Die chronische Herzinsuffizienz ist eine Leistungsschwache des Herzens, die auf der Basis
verschiedener Ursachen beruhen kann. Ein ausreichendes Maf3 an kérperlicher Aktivitat
kann das Risiko, eine Herzinsuffizienz zu entwickeln, fiir einige Personen verringern (1,2).
Die allgemeinen Bewegungsempfehlungen konnen angewendet werden.

Indikation kérperlicher Aktivitét bei chronischer Herzinsuffizienz

Bei chronischer Herzinsuffizienz ist korperliche Aktivitit zusammen mit anderen
Lebensstil-Interventionen, Patientenedukation und pharmakologischer Behandlung
indiziert (3).

Effekte korperlicher Aktivitdt bei chronischer Herzinsuffizienz

Effekte regelmaRiger korperlicher Aktivitat

Eine bewegungstherapeutische kardiologische Rehabilitation (exCR) kann bei Patienten
mit chronischer Herzinsuffizienz die Anzahl der Krankenhauseinweisungen reduzieren, die
Herzmuskelfunktion, die gesundheitsbezogene Lebensqualitat, die aerobe Fitness und die
Muskelkraft verbessern (Tabelle 1). Die ExCR bestand aus aerober und/oder
muskelkraftigender Aktivitat. Die aerobe korperliche Aktivitat wurde typischerweise
kontinuierlich oder in Intervallen auf einem Fahrradergometer oder Laufband, aber auch
als Aerobic/Calisthenic oder Zirkeltraining mit einer Intensitdt von 60% bis 85% der
maximalen Sauerstoffaufnahme (VO2 max), fiir 30-60 Minuten, 3-5 Mal pro Woche fiir 3-6
Monate durchgefiihrt (4). Die muskelkraftigende Aktivitat umfasste 8-10 verschiedene
Ubungen, bei 40-80% von 1 RM, 10-15 Wiederholungen, 1-3 Sitze und 2-3 Mal pro Woche
(3,4). Die kombinierte aerobe und muskelkraftigende Aktivitit verbesserte maximale
Sauerstoffaufnahmefahigkeit VO2 max in grofderem Ausmaf? als die aerobe korperliche
Aktivitat allein (5, 6). VO2 max konnte mit hochintensivem Intervalltraining im Vergleich
zu einem kontinuierlichen Training mittlerer Intensitat weiter verbessert werden (6).
Diese Uberlegenheit nahm jedoch ab, wenn isokalorische Protokolle verglichen wurden (7).
Die Starke der Inspirationsmuskulatur wurde durch inspiratorisches Muskeltraining
erhoht (8).

In einer Nachbeobachtungszeit von 12 Monaten oder weniger hatte das Training keine
oder nur geringe Auswirkungen auf die Gesamtmortalitat (RR 0,89, 95% CI 0,66 bis 1,21,
++), in einer Nachbeobachtungszeit von mehr als 12 Monaten aber konnte die
Gesamtmortalitat reduziert werden (RR 0,88, CI 0,75 bis 1,02, ++++) (9). Eine kiirzlich
durchgefiihrte Metaanalyse der individuellen Daten zeigte, dass das Training keine
signifikante Auswirkung auf das Sterblichkeits- und Krankenhauseinweisungsrisiko hatte
(10). Die Ungewissheit beziiglich der Effektschatzungen in dieser Metaanalyse schlief3t
jedoch endgiiltige Schlussfolgerungen aus.
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Tabelle 1. Effekte und Evidenz korperliche Aktivitat bei chronischer Herzinsuffizienz

Outcome Evidenz* | Referenzen Art korperlicher Aktivitat
Myokardiale Funktion ++ (11 Aerobe korperliche Aktivitat und/oder
kombiniert mit muskel-kréftigender Aktivitat
Krankenhauseinweisung +++ 9) Aerobe korperliche Aktivitat und/oder
kombiniert mit muskel-kréftigender Aktivitat
Lebensqualitat ++ 9 Aerobe korperliche Aktivitat und/oder
(HRQoL) kombiniert mit muskel-kréftigender Aktivitat
Aerobe Fitness ++++ (1D Aerobe korperliche Aktivitdat und/oder
(6MWT und VO2 max) kombiniert mit muskel-kréftigender Aktivitat
Muskelkraft +++ (5,6) Aerobe korperliche Aktivitdat und/oder
kombiniert mit muskel-kraftigender Aktivitat
Kraft der +++ (8) Inspiratorisches Muskeltraining
Inspirationsmuskulatur

*hohe Evidenz (++++), mafige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).

Empfohlene kérperliche Aktivitét bei chronischer Herzinsuffizienz

Patienten mit chronischer Herzinsuffizienz sollten aerobe und muskelkraftigende
korperliche Aktivititen empfohlen werden, um:
- Die myokardiale Funktion zu verbessern (++) und die Krankenhauseinweisung zu
verringern (+++)

- Die gesundheitsbezogene Lebensqualitat zu verbessern (++)
Die aerobe Fitness (++++), Laufstrecke (++++) und Muskelkraft (+++) zu
verbessern

Aerobe korperliche Aktivitdt

Muskelkraftigende Aktivitét

Intensitat Dauer Haufigkeit Anzahl an | Wiederholungen | Sets | Héaufigkeit
Min/Woche Tag/Woche Ubungen Tag/Woche
Moderate und Mind. 90 3-5 8-10 10-15 1-3 2-3
hohe Intensitét (z.B.30-60
kombiniert min/Einheit)

Moderate Intensitat: 40-59 % VO2R, RPE 12-13. hohe Intensitat: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in Ruhe. 10-
15 Wiederholungen = das schwerste Gewicht, das 10-15 Mal durch das volle Bewegungsausmaf} (ROM) bewegt werden kann

(10-15 RM).

Die Bewegungsempfehlungen bei chronischer Herzinsuffizienz stimmen mit den

allgemeinen Bewegungsempfehlungen iiberein, und es sind keine weiteren Empfehlungen

erforderlich.
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Kranheitsspezifische Empfehlungen

Der Dosierung von kérperlicher Bewegung bei chronischer Herzinsuffizienz sollte
immer ein Vorab-Screening-Test durch einen kardiologisch oder sportmedizinisch
qualifizierten Arzt mit ausreichenden Kenntnissen in der individuellen Beurteilung
des aeroben Fitnessniveaus und der Muskelkraft vorausgehen (13).

Um die individuelle Intensitat der aeroben Bewegung bei Personen, die Betablocker
einnehmen, zu verordnen, sollte entweder die Borg-RPE 6-20-Skala® oder die aus
dem symptombegrenzten Fahrradergometertest ermittelte Herzfrequenzreserve
verwendet werden. Dariiber hinaus ist es wichtig zu wissen, dass Patienten, die mit
Medikamenten behandelt werden, die das Renin-Angiotensin-Aldosteron-System
beeinflussen, einen systolischen Ruheblutdruck unter 100 mmHg haben kénnen.
Bei korperlicher Aktivitat sollte besonders auf die Reaktion der Herzfrequenz,
abnormale Blutdruckreaktionen, eventuelle Arrhythmie und Symptome wie
Schwindel oder schwere Atemnot geachtet werden (siehe Kontraindikationen in der
Einleitung).

Patient_Innen mit einer niedrigen aeroben Fitness konnen die Trainingsintervention
mit einem peripheren Muskeltraining beginnen, das eine hohe relative Belastung
beinhaltet, aber das zentrale Kreislaufsystem nicht signifikant beeinflusst. Nach
einigen Monaten des peripheren Muskeltrainings kann ein weiteres aerobes
Fitnesstraining unter Einbeziehung der grof3en Muskelgruppen eingefiihrt werden.
Patient_Innen mit chronischer Herzinsuffizienz benétigen oft Unterstiitzung und
Ermutigung, um das Training aufzunehmen, es zu steigern und aufrechtzuerhalten
und damit ihre aerobe Fitness zu verbessern.

Das aerobe und muskelstirkende Trainingsprogramm kann als Teil einer
kardiologischen Rehabilitation durchgefiihrt werden, entweder nur als
Ubungsintervention oder in Kombination mit anderen Lebensstilinterventionen. Die
Tainingsintervention kann in einer tiberwachten, krankenhausbasierten Umgebung,
als hausliches Ubungsprogramm oder durch eine Kombination aus beidem
durchgefiihrt werden. Nach Abschluss eines ExCR-Programms sollten Patient_Innen
mit chronischer Herzinsuffizienz lebenslang weiter trainieren, um die verbesserte
korperliche Fitness zu erhalten.
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15. Arterielle Hypertonie

Prévention

Regelmaflige korperliche Aktivitat ist mit einem reduzierten Risiko fiir die Entwicklung
von Bluthochdruck verbunden (1,2). Die allgemeinen Bewegungsempfehlungen kénnen
angewendet werden.

Indikation kérperlicher Aktivitét bei arteriellen Hypertonie

In Bei Grad 1, einem Blutdruck von 140 - 159/90 - 99 mmHg, mit niedrigem bis mittlerem
Risiko fiir Herz-Kreislauf-Erkrankungen, ist korperliche Aktivitdt zusammen mit anderen
Lebensstilmodifikationen als Erstlinienbehandlung indiziert.

Bei Grad 2, einem Blutdruck von 160-179/100-109 mmHg und 1 - 2 Risikofaktoren fiir
Herz-Kreislauf-Erkrankungen, ist korperliche Aktivitdt zusammen mit anderen
Lebensstilmodifikationen allein oder meist in Kombination mit einer pharmakologischen
Behandlung indiziert, um eine Normotonie zu erreichen.

In Grad 3, Blutdruck > 180/> 110 mmHg, ist eine individualisierte korperliche Aktivitat
zusammen mit anderen Lebensstilmodifikationen als Erganzung zur pharmakologischen
Behandlung angezeigt, mit einigen moglichen Ausnahmen fiir den Wettkampfsport (3).

Effekte korperlicher Aktivitdt bei arteriellen Hypertonie

Akute Effekte

Bei akuter aerober korperlicher Aktivitit von ausreichender Intensitat steigt der
systolische Druck an, wahrend der diastolische Druck relativ unverdndert bleibt. Bei einem
Hochdruckpatienten kann die Blutdruckreaktion tiberh6ht sein. Nach aerober kérperlicher
Aktivitat sinkt der Blutdruck mehrere Stunden lang unter den Ruhedruck, dies ist die sog.
,post-exercise hypotension®“. Bei dynamischer muskelkraftigenden Aktivitat steigt der
Blutdruck im Vergleich zu aerober korperlicher Aktivitat typischerweise starker an und
erreicht manchmal sehr hohe Werte, begleitet von einem Anstieg des peripheren
Widerstands.

Effekte regelmdBiger korperlicher Aktivitat

Bei Hypertoniepatienten (2140 mmHg) sinkt der systolische Blutdruck als Folge der
korperlichen Aktivitat (Tabelle 1). Die grofdte Senkung des Blutdrucks wurde festgestellt,
wenn das Training aus einer Kombination aus aerober und dynamischer
muskelkraftigender Aktivitat (mittlerer Effekt: -13,5 mmHg) und aerober korperlicher
Aktivitat mittlerer Intensitat (mittlerer Effekt: -9,5 mmHg) iber mindestens 4 Wochen
bestand (4). Der Effekt der korperlichen Aktivitit war auf dem gleichen Niveau wie der
Effekt der medizinischen Behandlung. Im Vergleich zu einer fritheren Metaanalyse (5) trug
die Einbeziehung von mehr RCTs zu einem starkeren Effekt der muskelkraftigenden
Aktivitat und zu der Schlussfolgerung bei, dass aerobe und dynamische muskelkriftigende
Aktivitat in Kombination wirksamer waren als jede Art von Aktivitat allein. Methodische
Mangel der Studien waren u.a. das Fehlen einer Verblindung, kleine Srichproben,
heterogene Kontrollarme und verschiedene Methoden.
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Tabelle 1. Effekte und Evidenz kérperlicher Aktivitiat bei Hypertonie

Outcome Evidenz* Referenzen Art kérperlicher Aktivitat
Systolischer Blutdruck +++ (4) Aerobe korperliche Aktivitat
Systolischer Blutdruck +++ (4) Muskelkraftigende Aktivitat
Systolischer Blutdruck +H+ (4) Aerobe und muskelkraftigende Aktivitat
Systolischer Blutdruck ++ (4) Isometrische muskelkréftigende Aktivitat

*hohe Evidenz (++++), mdfiige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).

Empfohlene kérperliche Aktivitat bei arteriellen Hypertonie

Hypertoniepatienten sollte aerobe oder muskelkraftigende korperliche Aktivitdt, oder eine
Kombination daraus, empfohlen werden, um: Den Blutdruck zu senken (+++)

Hypertoniepatienten kann zusatzlich isometrisches Krafttraining empfohlen werden, um:
Den Blutdruck zu senken (++)

Aerobe kérperliche Aktivitét Muskelkréftigende Aktivitéit
Intensitat Dauer Haufigkeit Anzahl an Wiederholungen | Sets Haufigkeit
Min/Woche Tag/Woche Ubungen Tag/Woche
Moderat Mind. 150 3-7 8-10 8-12 2-4 2-3
oder
Hoch Mind. 75 3-5
oder moderate und hohe Intensitét
kombiniert fiir mind. 90 Min/W
(30 Min 3 Mal/W)

Moderate Intensitat: 40-59 % VO2R, RPE 12-13. Hohe Intensitat: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in Ruhe. 8-12
Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmafs (ROM) bewegt werden kann (8-12 RM).

Die Bewegungsempfehlungen bei Hypertension stimmen mit den allgemeinen
Bewegungsempfehlungen tiberein, und es sind keine weiteren Empfehlungen erforderlich

Krankheitsspezifische Empfehlungen

e Fir die Steuerung der Intensitit der aeroben korperlichen Aktivitat bei Betablocker-
Behandlung sollte aufgrund eines abweichenden Verhaltnisses zwischen
Herzfrequenz und Anstrengung statt der Herzfrequenzmessung die Borg-RPE-Skala®
verwendet werden.

e Wenn isometrisches Training gewahlt wird: 4 x 2 Minuten Kontraktion bei 20-50%
der maximalen isometrischen Kontraktion, 3 Mal pro Woche.

e Ineinigen Fallen kdnnen Einschrankungen der korperlichen Aktivitat gelten, z.B.
beim Wettkampfsport, abhdangig vom Gesamtrisikoprofil, dem Vorliegen einer
Zielorganschadigung und dem Grad der Blutdruckkontrolle (3).

e Hypertoniepatienten mit und begleitenden Herz-Kreislauf-Erkrankungen oder
Anzeichen davon wie Dyspnoe, Brustschmerzen oder Herzrhythmusstérungen sollten
vor Beginn eines Bewegungsprogramms optimal auf ihre Herz-Kreislauf-Erkrankung
behandelt werden.
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16. Fettstoffwechselstorungen

Prévention

Regelmaflige korperliche Aktivitat ist mit einem verringerten Risiko fiir die Entwicklung
von Fettstoffwechselstorungen verbunden (1,2). Die allgemeinen Bewegungsempfehlungen
kénnen angewendet werden.

Indikation kérperlicher Aktivitat bei Fettstoffwechselstérungen

Bei Fettstoffwechselstorungen ohne andere Risikofaktoren fiir Herz-Kreislauf-
Erkrankungen ist in einem ersten Schritt kérperliche Aktivitat zusammen mit anderen
Lebensstilmodifikationen (z.B. Erndhrung) angezeigt.

Bei Fettstoffwechselstorungen in Kombination mit anderen Risikofaktoren fiir Herz-
Kreislauf-Erkrankungen ist korperliche Aktivitat zusammen mit anderen
Lebensstilmodifikationen und pharmakologischer Behandlung indiziert.

Personen mit deutlich erh6hten Lipidwerten, wie z.B. bei familidrer Hypercholesterinamie,

sollten immer mit Statinen als Basisbehandlung zusammen mit Didt und korperlicher
Aktivitat behandelt werden.

Effekte korperlicher Aktivitéit bei Fettstoffwechselstérungen

Effekte regelmaniger korperlicher Aktivitat

Korperliche Aktivitat kann bei Personen mit Fettstoffwechselstorungen den Cholesterin-
und Triglyzeridspiegel verbessern (Tabelle 1). Alle Arten von aerober korperlicher
Aktivitat waren vorteilhaft, wenn eine ausreichende Dosis erreicht wurde und die
Intensitat zumindest moderat war. Zur Verbesserung des Lipidprofils bestand eine
Mindestbelastungsschwelle. Der quantitative Effekt von korperlicher Aktivitit auf die
Serumlipide war gering. Um den LDL-Cholesterinspiegel zu verbessern, musste eine hohere
Dosis der korperlichen Aktivitat erreicht werden als bei anderen Lipiden.

Dartiber hinaus gibt es niedrige Evidenz (++) dafiir, dass Yoga oder dhnliche Aktivitdten
positive Auswirkungen auf den Blutfettspiegel haben (7). Die optimale Intensitat, Dauer
und Haufigkeit der korperlichen Aktivitat ist aktuell unklar. Die Evidenz fiir einen Effekt
einer muskelkraftigenden Aktivitit ist sehr niedrig (+).

Tabelle 1. Effekte und Evidenz regelmafdiger korperlicher Aktivitit bei Fettstoffwechselstorungen

Outcome Evidenz* Referenzen Art korperlicher Aktivitat
Gesamtcholesterin ++ (3-5) Aerobe korperliche Aktivitat
HDL-Cholesterin +++ (3,5,6) Aerobe korperliche Aktivitat
LDL-Cholestein ++ (3-5) Aerobe korperliche Aktivitat
Triglyceride +++ (3,5,6) Aerobe korperliche Aktivitat

*hohe Evidenz (++++), maRige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitat bei Fettstoffwechselstérungen

Personen mit Fettstoffwechselstorungen sollte aerobe korperliche Aktivitat empfohlen
werden, um:
- Den Blutlipidspiegel zu normalisieren (+++)

Aerobe kérperliche Aktivitat Muskelkréftigende Aktivitéit
Intensitit Dauer Haufigkeit A__nzahl an | Wiederholungen | Sets Haufigkeit
Min/Woche Tag/Woche Ubungen Tag/Woche
Moderat Mind. 150 3-7
oder Keine Evidenz verfiigbar.
Hoch Mind. 75 3-5

oder moderate und hohe Intensitit
kombiniert fiir mind. 90 Min/W
(30 Min 3 Mal/W)

Moderate Intensitit: 40-59 % VO2R, RPE 12-13. Hohe Intensitit: 60-89 % VO2R, RPE 14-17.VO2R =V02max-V02 in Ruhe.

Die Bewegungsempfehlungen bei Fettstoffwechselstorungen stimmen mit den allgemeinen
Bewegungsempfehlungen nicht iiberein. Muskelkraftigende Aktivitdten entsprechend den
allgemeinen Bewegungsempfehlungen sollten zusatzlich durchgefiihrt werden, wenn der
Gesundheitszustand des Patienten es erlaubt.

Krankheitsspezifische Empfehlungen

e Beispeziellen Formen von Fettstoffwechselstorungen, z.B. bei genetisch bedingten
Storungen konnen die gesundheitswirksamen Effekte der Bewegung in Hinblick auf
das Lipidprofil verandert sein.

e Bei familidren Formen von Fettstoffwechselstorungen und bei etablierten
atherosklerotischen Erkrankungen miissen Anderungen des Lebensstils immer mit
einer pharmakologischen Behandlung mit Statinen als erste Wahl einhergehen.

e Bei Muskelschmerzen oder Muskelkater, die mehr als 72 Stunden nach dem Training
anhalten, sollte die Trainingstherapie unterbrochen, die Fortfithrung der arztlich
abgeklart werden und der Kreatinkinase-Plasmawert der Patienten mehrfach
hintereinander, wenn méglich tiberpriift werden.

e Eine hohere Dosis an korperlicher Aktivitat wirkt sich starker auf den Lipidspiegel
aus, da eine Dosis-Wirkungs-Beziehung besteht.

e Patienten mit Fettstoffwechselstorungen und begleitenden Herz-Kreislauf-
Erkrankungen oder Anzeichen dafiir sollten vor Beginn eines Bewegungsprogramms
kardiologisch behandelt werden.
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17. Metabolisches Syndrom

Prévention

Regelmaflige korperliche Aktivitat ist mit einem verringerten Risiko fiir die Entwicklung
des metabolischen Syndroms verbunden (1,2). Die allgemeinen Bewegungsempfehlungen
kénnen angewendet werden.

Indikation kérperlicher Aktivitat bei metabolischem Syndrom

Beim metabolischen Syndrom ist korperliche Aktivitat zusammen mit anderen
Lebensstilmodifikationen mit hoher Prioritat angezeigt.

Effekte korperlicher Aktivitét bei metabolischem Syndrom

Akute Effekte

Korperliche Aktivitat fiihrt zu einer sofortigen Reaktion mit verminderter Plasmaglukose
und erhohtem Lipidstoffwechsel. Der systolische Blutdruck sinkt nach kérperlicher
Aktivitat.

Effekte regelmaRiger korperlicher Aktivitat

Alle Komponenten des metabolischen Syndroms werden durch korperliche Aktivitat
positiv beeinflusst (Tabelle 1). Die Mehrzahl der Studien zur aeroben korperlichen
Aktivitat umfasste eine Intervention von 45-60 Minuten moderater bis hoher Intensitat, 3-
5 Mal pro Woche, tiber 8 bis 52 Wochen. Aerobe korperliche Aktivitat war am wirksamsten,
um alle Risikofaktoren zu verbessern, wahrend muskelkraftigende Aktivitaten am
wenigsten effizient waren. Der Blutdruck war unabhdngig von der Art der Aktivitat anfallig
fur kérperliche Aktivitat. Es besteht ein linearer Dosis-Wirkungs-Zusammenhang zwischen
dem Risiko, das metabolische Syndrom zu entwickeln, und dem Ausmaf der ausgeiibten
korperlichen Aktivitdt. Das Risiko, das metabolische Syndrom zu entwickeln, ist im
Vergleich zur Inaktivitat alle 10 MET-Stunden pro Woche bei korperlicher Aktivitat um
10% reduziert (RR=0,90, 95% CI 0,86 bis 0,94) (3).

Tabelle 1. Effekte und Evidenz regelmafdiger kdrperlicher Aktivitit bei metabolischem Syndrom.

Outcome Evidenz* | Referenzen Art kérperlicher Aktivitéat
Metabolisches Syndrom ++++ (5-7) Aerobe korperliche Aktivitat
+++ (5) Aerobe und muskelkréftigende Aktivitat
++ (3,7) Muskelkraftigende Aktivitét
Systolischer Blutdruck +4++ (5-7) Aerobe und/oder muskelkraftigende
Aktivitat
Taillenumfang +4++ (5-7) Aerobe korperliche Aktivitat oder aerobe

und muskelkraftigende Aktivitat

Triglyceride +4++ (5-7) Aerobe korperliche Aktivitat

High density lipoprotein (HDL) +4++ (5-7) Aerobe korperliche Aktivitat oder aerobe
und muskelkraftigende Aktivitat

Niichtern-Plasmaglukose +4++ (5-7) Aerobe korperliche Aktivitat

*hohe Evidenz (++++), mafige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).

198




Empfohlene kérperliche Aktivitat bei metabolischem Syndrom

Personen mit metabolischem Syndrom sollte aerobe korperliche Aktivitat oder eine
Kombination aus aerober und muskelkraftigender Aktivitat empfohlen werden, um:

Symptome des metabolischen Syndroms zu normalisieren (++++).

Aerobe korperliche Aktivitat Muskelkraftigende Aktivitat
Intensitat Dauer Haufigkeit Anzahlan | Wiederholungen Sets Haufigkeit
Min/Woche Tag/Woch Ubungen Tag/Woche
e
Moderat Mind. 150 3-7 8-10 8-12 2-4 2-3
oder
Hoch Mind. 75 3-5
oder moderate und hohe Intensitat
kombiniert fiir mind. 90 Min/W
(30 Min 3 Mal/W)

Moderate Intensitét: 40-59 % VO2R, RPE 12-13. Hohe Intensitat: 60-89 % VO2R, RPE 14-17.VO2R =V02max -VO02 in Ruhe. 8-12
Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (8-12 RM).

Die Bewegungsempfehlungen bei metabolischem Syndrom stimmen mit den allgemeinen
Bewegungsempfehlungen moglicherweise nicht tiberein. Wenn nur aerobe Aktivitat
gewahlt wird um das metabolische Symptom zu behandeln, sollte das Training durch
muskelkraftigende Aktivitat erganzt werden, wenn der Gesundheitszustand der Person
dies erlaubt.

Krankheitsspezifische Empfehlungen

Eine hohere Dosis ist ideal, da es eine starke Dosis-Wirkungs-Beziehung besteht. Bei
Ubergewicht/Fettleibigkeit ist eine doppelte Dosis an aerober kérperlicher Aktivitit
zusammen mit einer Ernahrungsumstellung sinnvoll.

Die Trainingszeit sollte mindestens 8 Wochen dauern, um die Komponenten des
metabolischen Syndroms und des Syndroms insgesamt zu verbessern, vorzugsweise
aber ein Leben lang anhalten.

Personen mit metabolischem Syndrom mit begleitender Herz-Kreislauf-Erkrankung
oder Anzeichen einer solchen sollten vor Beginn eines Bewegungsprogramms
optimal auf ihre Herz-Kreislauf-Erkrankung behandelt werden.

Personen mit dem metabolischen Syndrom sollte empfohlen werden, die Sitzzeit zu
reduzieren.

Flir adipose Personen werden Schuhe mit stofddampfender Wirkung empfohlen.

Flr weitere spezifische Empfehlungen siehe auch die Kapitel tiber Bluthochdruck,
Fettstoffwechselstorungen, Ubergewicht/Fettleibigkeit und Typ-2-Diabetes.

199




21. Arthrose

Prévention

Regelmaflige korperliche Aktivitat auf einem moderaten Niveau kann mit einem
verringerten Risiko fiir die Entwicklung von Arthrose verbunden sein. Sowohl geringe als
auch hohe korperliche Aktivitiat kann jedoch mit einem erhéhten Risiko verbunden sein.
Gelenksverletzungen und Ubergewicht sind wichtige modifizierbare Risikofaktoren fiir
Arthrose, die oft mit einem geringeren Maf3 an kérperlicher Aktivitat verbunden sind.

Indikation kérperlicher Aktivitat bei Arthrose

Bei Arthrose ist korperliche Aktivitdt zusammen mit anderen Veranderungen der
Lebensweise, Gewichtsmanagement und Aufklarung als erster Schritt indiziert, wobei
korperliche Aktivitdt die grofdte Wirkung hat. Dartiber hinaus kdnnen (voriibergehend)
Schmerzen- und entziindungshemmende Medikamente erforderlich sein.

Effekte korperlicher Aktivitat bei Arthrose

Akute Effekte Personen mit arthrosebedingten schmerzhaften Hiift- oder Kniegelenken,
die mit dem Training beginnen, konnen eine voriibergehende Zunahme der
Gelenkschmerzen verspiiren. Diese Empfindung kann die Person daran hindern, die
Aktivitat fortzusetzen.

Effekte regelmaiger korperlicher Aktivitct

Bei Personen mit symptomatischer Hiift- oder Kniearthrose ist korperliche Aktivitat ( land-
und wasserbasierte aerobe korperliche Aktivitat, muskelstarkende Aktivitat oder
gelenkspezifische funktionelle Ubungen) unabhingig von Dauer, Hiufigkeit oder Intensitit
unmittelbar nach der Behandlung mit einer Schmerzlinderung verbunden; mit einem
geringen Effekt bei Hiiftarthrose und einem mafiigen Effekt bei Kniearthrose (Tabelle 1).
Ahnliche Effekte sind unabhéngig vom Grad der Ausgangsschmerzen und vom Grad der
radiologischen Kniearthrose zu erwarten (3, 6). Sowohl bei Huft- als auch bei Kniearthrose
gab es eine kleine sofortige Verbesserung der korperlichen Funktion (Tabelle 1). Bei der
Hiiftarthrose gab es keine Verbesserung der Lebensqualitdat unmittelbar nach der
Behandlungsphase, wahrend bei der Kniearthrose eine kleine Verbesserung zu
verzeichnen war (Tabelle 1). Sowohl bei Hiift- als auch bei Kniearthrose wurden 3 bis 6
Monate nach der Behandlungszeit kleine, anhaltende Behandlungseffekte beobachtet (1, 2).
Es gab nur begrenzte Hinweise auf mafiig grof3ere Effekte durch hochintensive
Ubungsprogramme (4, 5). Es besteht eine vergleichbare Wahrscheinlichkeit fiir ein
Ausscheiden aufgrund von erhohten Gelenkschmerzen bei Bewegungs- und
Kontrollinterventionen (2, 3).

Tabelle 1. Effekte und Evidenz korperlicher Aktivitit bei Hiift- und Kniearthrose.

Outcome Evidenz* | Referenzen Art kérperlicher Aktivitat

Hiifte Schmerz +H+4+ (1,6) Wasser- oder landbasierte aerobe und muskelkraftigende
Aktivitat und/oder Gelenkspezifische Funktionsiibungen

Hiifte Funktion +++ (1,6) Wasser- oder landbasierte aerobe und muskelkraftigende
Aktivitat und/oder Gelenkspezifische Funktionsiibungen

Knie Schmerz ++++ (2,6) Wasser- oder landbasierte aerobe und muskelkraftigende
Aktivitat und/oder Gelenkspezifische Funktionsiibungen

Knie Funktion +++ (2,6) Wasser- oder landbasierte aerobe und muskelkraftigende
Aktivitat und/oder Gelenkspezifische Funktionsiibungen

Knie ++++ (2,6) Wasser- oder landbasierte aerobe und muskelkraftigende
Lebensqualitat Aktivitat und/oder Gelenkspezifische Funktionsiibungen

*hohe Evidenz (++++), mafige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitéat bei Hiift- und Kniearthrose

Personen mit Arthrose sollte wasser- oder landbasierte aerobe und muskelkraftigende
Aktivitat und/oder gelenkspezifische Funktionsiibungen empfohlen werden, um:

- Schmerzen zu reduzieren (++++)
- Die Lebensqualitat zu verbessern (++++)
- Die Funktion zu verbessern (+++)

Aerobe kérperliche Aktivitéat Muskelkraftigende Aktivitét
Intensitat Dauer Haufigkeit Anzahl an Wiederholungen | Sets Haufigkeit
Min/Woche | Tag/Woche Ubungen Tag/Woche
Moderat 20-30 2-3 Schwache 8-12 1-3 2-3
min/Einheit Muskelgruppe
n in Rumpf
und Beinen

Gelenkspezifische Funktionsiibungen

Dauer Anzahl an Ubungen Einheiten pro Woche

45-60 min/Einheit 5-7 2-3
Rumpf und beide Beine

Moderate Intensitat: 40-59 % VO2R, RPE 12-13. hohe Intensitit: 60-89 % VO2R, RPE 14-17.VO2R =V02max -V02 in Ruhe. 8-12
Wiederholungen = das schwerste Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (8-12 RM).

Die Bewegungsempfehlungen bei Arthrose stimmen mit den allgemeinen
Bewegungsempfehlungen tiberein. Zusatzlich sollten muskelkraftigende bzw. aerobe
koérperliche Aktivitaten durchgefiihrt werden, um die allgemeinen Empfehlungen zu
erfiillen, wenn es der Gesundheitszustand des Patienten erlaubt.

Krankheitsspezifische Empfehlungen

Die korperliche Aktivitat sollte im Dialog mit dem Patienten individuell zugeschnitten
und zunadchst von medizinisch geschultem Personal, z.B. einem Physiotherapeuten
oder Sportwissenschaftler, betreut werden.

Empfohlen werden mindestens zwei Sitzungen pro Woche, mit allméahlich erhohter
Belastung, iiber 6-8 Wochen. Danach kann die Person allein mit unterstiitzenden
Sitzungen und Nachsorge durch einen Physiotherapeuten oder Sportwissenschaftler
trainieren.

Sowohl allgemeine als auch gelenkspezifische Funktionsiibungen haben dhnliche
Auswirkungen auf Funktionseinschrankungen und Schmerzen.

Fligen Sie Dehniibungen hinzu, um den Bewegungsumfang der betroffenen Gelenke
zu erhalten oder zu erhdhen.

Um Verletzungen zu vermeiden, sollten der Ubungseinheit Aufwiarmiibungen mit
niedriger Intensitat vorausgehen.

Zur Verbesserung der Gehfahigkeit werden Schuhe mit stofddampfenden
Eigenschaften empfohlen.
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22. Osteoporose

Prévention

Regelmafdige korperliche Aktivitat ist mit einem verringerten Risiko fiir die Entwicklung
von Osteoporose verbunden (1,2). Insbesondere muskelkraftigende korperliche Aktivitat
in Kombination mit anderen gewichtstragenden korperlichen Aktivitaten wie
Joggen/Laufen und Springen reduzieren das Risiko.

Indikation kérperlicher Aktivitét bei Osteoporose

Bei Osteoporose ist eine gewichtstragende korperliche Aktivitdt zusammen mit anderen
Lebensstilmodifikationen angezeigt.

Effekte korperlicher Aktivitét auf die Knochengesundheit

Effekte regelmdiBiger korperlicher Aktivitat
Training kann bei Personen mit einem Osteoporoserisiko (Osteopenie) oder mit
Osteoporose die Knochengesundheit verbessern (Tabelle 1). Voraussetzung fiir die
Verbesserung der Knochengesundheit ist der Einfluss der Schwerkraft und der
Muskelkontraktionen. Der normale Umbauprozess dauert etwa 4 Monate. Sowohl bei
pramenopausalen Frauen als auch bei Mannern waren mindestens 6 Monate
muskelkraftigende kérperliche Aktivitat erforderlich, bis eine erhohte Knochenmasse
festgestellt wurde. Dynamisches Training war wirksamer als statisches Training. Joggen,
Springen und muskelkraftige korperliche Aktivitat mit moderater bis hoher Intensitét, 30-
60 Minuten pro Tag, 3-5 Tage pro Woche, hatten unabhdngig vom Alter positive

Auswirkungen auf die Knochengesundheit.

Tabelle 1. Effekte und Evidenz korperlicher Aktivitit bei Osteopenie und Osteoporose

und selbstangegebene korperliche
Funktion bei Personen mit
Osteopenie/Osteoporose

+++
++

Outcome Evidenz* | Referenzen Art kérperlicher Aktivitat
Reduzierter Knochenabbau am ++ (3,.4) Progressives Widerstandskrafttraining
Oberschenkelhals und an der fiir die unteren Gliedmaf3en, Kombinierte
Lendenwirbelsaule bei Ubungstypen.
postmenopausalen Frauen
Reduzierte Sturzrate bei dlteren +H++ (5 Gleichgewicht und funktionale Ubungen.
Personen
Reduzierte Anzahl dlterer Personen ++ (5 Gleichgewicht und funktionale Ubungen.,
mit sturz-assoziierten Frakturen Krafttraining, Tai Chi, Tanz, Flexibilitat,
Gang- und Ausdauertraining
Reduzierter Knochenabbau bei ++ (6) Progressives Widerstandstraining fiir alle
alteren Personen mit Osteoporose grofde Muskelgruppen in Kombination
mit anderen belastenden kdrperlichen
Aktivitaten.
Reduzierte Sturzraten (6) Gleichgewichtsiibungen oder ein
- bei dlteren Personen mit ++++ Mehrkomponenten-Ubungsprogramm,
Osteoporose, das auch Widerstandstraining beinhaltet.
- bei Personen mit Wirbelbruch +++
Verbesserte Mobilitit, Gleichgewicht +4++ (7 Mehrkomponenten-Ubungsprogramm,

das Kraft-Widerstandstraining umfasst,
Tai Chi, Gang, Gleichgewicht und
funktionelle Aufgaben.

*hohe Evidenz (++++), mdfige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene korperliche Aktivitét bei Osteoporose

Osteoporosepatienten sollte vor allem muskelkraftigende Aktivitdt empfohlen werden in
Kombination mit anderen gewichtstragenden korperlichen Aktivitaten, um:

- Den Knochenabbau zu verlangsamen oder die Knochendichte zu erhéhen (++)

- Die gesundheitsbezogene Lebensqualitit zu verbessern (++)

- Personen mit Osteoporose und Sturzrisiko sollte auch ein Gleichgewichts- und
Funktionstraining empfohlen werden, um:

- Das Sturzrisiko zu senken (++++)

. Sturz-assoziierte Frakturen zu verringern (++) und die Mobilitdt zu erhohen (+++)

Muskelkréaftigende Aktivitat zusammen mit anderer gewichtstragender
korperlicher Aktivitat*

Anzahl an Ubungen Wiederholungen Sets Haufigkeit Tag/Woche

8-10 8-12 2 2-3

*andere gewichtstragende korperliche Aktivitat konnte ziigiges Gehen oder Joggen sein. Es gibt keine verfiigbare Evidenz fiir
eine spezifische Dosis solcher Aktivitdten im Zusammenhang mit Knochengesundheit. 8 - 12 Wiederholungen = das schwerste
Gewicht, das 8-12 Mal durch das volle Bewegungsausmaf$ (ROM) bewegt werden kann (8-12 RM).

Die empfohlene korperliche Aktivitat bei Osteoporose entspricht moglicherweise nicht den
allgemeinen Empfehlungen, wenn die aerobe Aktivitat nicht ausreicht, sollte zusatzlich
aerobe korperliche Aktivitat durchgefiihrt werden, wenn es der Gesundheitszustand des
Patienten zuldsst.

Krankheitsspezifische Empfehlungen

e Essollte eine gezielte Beratung zur Vermeidung von Stiirzen erfolgen. Bei etablierter
Osteoporose, vor allem bei dlteren Menschen, empfiehlt sich eine individuell
angepasste muskelkraftigende korperliche Aktivitat in Kombination mit
Gleichgewichtsiibungen und vorsichtigem Gehen, insbesondere bei unebenen
Gehwegen.

e Die Reaktion des Skeletts auf Belastung nimmt mit der Gréfse und Geschwindigkeit
der Kraft zu und steigt, wenn die Kraft eine ungewohnliche oder wechselnde Richtung
hat.

e Sit-ups und Yoga-Ubungen, die eine anstrengende Flexion der Wirbelsiule beinhalten,
konnen das Risiko einer Wirbelkompression erh6hen und sollten vermieden werden.
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31. Schlaganfall

Prévention

Regelmaflige korperliche Aktivitat ist mit einem reduzierten Risiko fiir die Entwicklung
eines Schlaganfalls verbunden (1,2). Die allgemeinen Bewegungsempfehlungen kénnen
angewendet werden.

Indikation kérperlicher Aktivitéat bei Schlaganfall
Nach einem Schlaganfall ist eine individuell angepasste korperliche Aktivitat zusammen
mit anderen Lebensstilmodifikationen und einer pharmakologischen Behandlung indiziert.

Effekte korperlicher Aktivitét bei Schlaganfall

Effekte regelmciBiger korperlicher Aktivitat

Training kann bei Schlaganfallpatienten Einschrankungen reduzieren und die aerobe
Fitness (VO2), die Gehgeschwindigkeit, die Gehstrecke und die Muskelkraft verbessern
(Tabelle 1). Die in den Studien eingesetzten aeroben korperlichen Aktivitaten waren
vielfdltig: Fahrradergometertraining, verschiedene Arten von Gehen oder Zirkeltraining.
Die Intensitdat wurde allmahlich von niedrig bis moderat gesteigert, und die Aktivitdten
wurden 2-3 Mal pro Woche durchgefiihrt. Die muskelkraftigenden Aktivitaten wurden
durch wiederholte Muskelkontraktionen durchgefiihrt, gegen den Widerstand des
Korpergewichts, elastischer Widerstiande, freier Gewichte oder als Training an Geraten. Es
wurde auch eine Kombination aus aeroben und muskelkraftigenden Aktivitaten
durchgefiihrt. In einer kleinen kontrollierten Studie, die die Effekte nach einem Schlaganfall
auf die Kraftausdauer untersuchte, wurden beide Beine individuell bis zum
Muskelversagen an drei pneumatischen Widerstandsmaschinen (Beinpresse, Beinstrecker
und Beinbeuger) trainiert. Das Trainingsprogramm zeigte eine positive Wirkung auf die
Kraftausdauer, die fiir den Schlaganfall eine gréfiere klinische Bedeutung hat als die oft
berichtete Muskelkraft (3).

Tabelle 1. Effekte und Evidenz regelmafdiger korperlicher Aktivitat bei Schlaganfall.

Outcome Evidenz | Referenzen Art korperlicher Aktivitat
Einschrankungen ++++ 3 Aerobe korperliche Aktivitat
++ 3 Muskelkraftigende Aktivitat
Maximale Ganggeschwindigkeit ++++ 3 Aerobe korperliche Aktivitat
++ 3) Muskelkraftigende Aktivitat

6-Minuten-Gehtest (6MWT) +H++ (3) Aerobe und muskelkraftigende

Aktivitdt / aerobe korperliche
Aktivitat, Muskelkraftigende Aktivitat

++ 3)
Aerobe Fitness (peak ++++ 3) Aerobe korperliche Aktivitat
V02)
Muskelkraft ++ (3) Muskelkraftigende Aktivitat

*hohe Evidenz (++++), maflige Evidenz (+++), niedrige Evidenz (++), sehr niedrige Evidenz (+).
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Empfohlene kérperliche Aktivitéat bei Schlaganfall

Schlaganfallpatient_Innen sollten aerobe und muskelkraftigende Aktivititen empfohlen
werden, um:

- Einschrankungen zu reduzieren (++++)

- Die Ganggeschwindigkeit und -ausdauer zu erhohen (++++)
- Die aerobe Fitness zu verbessern (++++)

- Die Muskelkraft zu erhohen(++)

Aerobe korperliche Aktivitét Muskelkréftigende Aktivitat

Intensitat Dauer Haufigkeit Anzahl an Wiederholungen | Sets Haufigkeit

Min/Woche Tag/Woche Ubungen Tag/Woche
Moderate | Mind. 150 3-7 Alle trainier- 10-15 1-3 2-3

baren Muskel-
gruppen
oder
Hohe Mind. 75 3-5

oder moderate und hohe Intensitit
kombiniert fiir mind. 90 Min/W
(30 Min 3 Mal/W)

Moderate Intensitat: 40-59 % VO2R, RPE 12-13. hohe Intensitat: 60-89 % VO2R, RPE 14-17.VO2R =V02max -V02 in Ruhe. 10-15
Wiederholungen = das schwerste Gewicht, das 10-15 Mal durch das volle Bewegungsausmaf3 (ROM) bewegt werden kann (10-15 RM).

Die Bewegungsempfehlungen bei Schlaganfall stimmen mit den allgemeinen
Bewegungsempfehlungen tiberein, und es sind keine weiteren Empfehlungen erforderlich.

Krankheitsspezifische Empfehlungen

Die korperliche Aktivitat sollte im Dialog mit dem Patienten individuell zugeschnitten
und zunachst von medizinisch geschultem Personal, z.B. einem Sportwissenschaftler,
betreut werden.

Es wird empfohlen, die Ubung in den ersten 4-6 Wochen zu
beaufsichtigen/liberwachen.

Es wird empfohlen, die aerobe koérperliche Aktivitat zundchst mit moderater
Intensitat durchzufiihren. Wenn der Gesundheitszustand des Patienten es zulasst,
kann die Intensitat gesteigert werden.

Es ist wichtig, mit einer niedrigen Dosis zu beginnen und sie allméahlich zu erhéhen.
Schlaganfallpatient_Innen, die gleichzeitig an einer Herz-Kreislauf-Erkrankung oder
an Anzeichen einer solchen leiden, sollten vor Beginn eines Bewegungsprogramms
kardiologisch behandelt werden.

Das Training kann beginnen, sobald es der allgemeine Gesundheitszustand der
Person erlaubt. Allgemeine Empfehlungen kénnen nicht gegeben werden.
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Prefazione delle associazioni professionali svedesi per I'attivita fisica

L'attivita fisica regolare ha effetti preventivi e terapeutici ben documentati su diverse
malattie come diabete di tipo 2, malattie cardiovascolari, alcuni tipi di neoplasie e depressione,
ma anche sulla capacita funzionale e sul benessere. L’aumento dell'attivita fisica puo avere un
impatto positivo sulla salute delle persone.

Il sistema sanitario e in una condizione privilegiata per favorire I'aumento dell’attivita fisica
nella popolazione. La maggior parte delle persone vengono in contatto con il sistema sanitario
in maniera regolare e spesso si fidano dei propri operatori sanitari in questioni riguardanti la
propria salute. Gli operatori sanitari hanno la possibilita di raggiungere i gruppi piu sedentari
nella societa, come gli anziani e le persone con malattie croniche. Un vantaggio nell'utilizzo
dell'attivita fisica come terapia rispetto ai farmaci € la possibilita di far sentire gli individui
coinvolti attivamente nel proprio trattamento e questo puo incoraggiarli ad assumersi la
responsabilita della propria salute. Pertanto, la prescrizione dell'attivita fisica dovrebbe essere
fatta altrettanto regolarmente rispetto ad altre terapie mediche consolidate.

Per consentire cio, il FYSS-short € una versione concisa del manuale FYSS (Attivita fisica nella
prevenzione e cura delle malattie), recentemente aggiornata, basata sull'evidenza. Il FYSS é
stato ideato per essere uno strumento per il personale sanitario autorizzato, al fine di facilitare
la prescrizione dell'attivita fisica. Il FYSS € un componente centrale del metodo svedese di
prescrizione dell'attivita fisica (PAP-S), che e stato scelto dalla Commissione Europea come
buona prassi per essere implementata in altri Stati Membri dell'UE. Il trasferimento del
modello PAP-S é supportato attraverso il progetto EUPAP.

Il FYSS-short comprende 32 patologie ed e stato sistematicamente compilato con una
terminologia uniforme e raccomandazioni basate sull'evidenza presentate nelle cosiddette
caselle di raccomandazione. Il metodo GRADE (Grading of Recommendations, Assessment,
Development and Evaluations) € stato utilizzato per valutare la qualita dell’evidenza scientifica
e per formulare raccomandazioni sulla pratica clinica.

Le associazioni professionali svedesi per l'attivita fisica hanno avviato il manuale FYSS, FYSS
nel 2003, e nel 2017 é stata rilasciata la terza edizione (1). Nel sistema sanitario svedese, FYSS
€ ora percepito come un concetto consolidato. FYSS é utile anche per gli organizzatori di
attivita fisica che lavorano con attivita fisica su prescrizione medica e per istituzioni educative,
come college e universita che si concentrano su scienze della salute e salute pubblica.

Reference
1. Professional Associations for Physical Activity, Physical Activity in the Prevention and Treatment of
Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och sjukdomsbehandling, FYSS
2017). Eds: Stahle A, Hagstromer M, Jansson E. Likartidningens forlag AB. ISBN:978-91-981711-2-9

Dicembre 2019 (versione inglese)
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Society, Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden
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Introduzione

Per facilitare la prescrizione dell'attivita fisica, le attuali raccomandazioni per alcune
malattie sono state sistematicamente redatte in un capitolo di due pagine per ogni diagnosi
con struttura e terminologia uniformi. Le raccomandazioni sull'attivita fisica nel FYSS-short
si applicano agli adulti, cioé gli individui con almeno 18 anni. Le raccomandazioni
sull'asma, tuttavia, si applicano anche alle persone piu giovani. Nel FYSS-short, "attivita
fisica" viene impiegato come termine generale che comprende tutti i tipi e le intensita di
attivita fisica. A volte viene utilizzato il termine "esercizio" anziché attivita fisica, ad
esempio quando vengono descritti studi specifici e determinati programmi di
riabilitazione. Vedi Appendice 1 (Terminologia).

Struttura dei capitoli nel FYSS-short

Tutti i capitoli di diagnosi nel FYSS-short hanno una struttura identica con cinque sezioni;
prevenzione, indicazioni, effetti dell'attivita fisica, attivita fisica raccomandata e consigli
specifici per patologia.

Prevenzione

Questa sezione specifica se I'attivita fisica regolare € associata a un rischio ridotto di
sviluppare una particolare malattia. E indicato quando & possibile applicare le
raccomandazioni generali mondiali sull'attivita fisica per la salute per ridurre il rischio
(1,2). Secondo queste raccomandazioni generali, gli adulti dovrebbero svolgere almeno 150
minuti di attivita fisica aerobica ad intensita moderata durante la settimana o almeno 75
minuti di attivita fisica aerobica ad intensita vigorosa durante la settimana o una
combinazione equivalente di attivita ad intensita moderata e vigorosa (3,4). Sono inoltre
raccomandate attivita di rinforzo muscolare per 2 o piu giorni alla settimana (3,4).

Indicazioni dell’attivita fisica

Questa sezione stabilisce se l'attivita fisica e indicata per una diagnosi particolare, ovvero
l'area di utilizzo in cui I'attivita fisica ha un effetto. Inoltre viene valutato come un
intervento mediante attivita fisica sia correlato ad altre modifiche dello stile di vita e a
potenziali trattamenti farmacologici e non farmacologici. Indica infine se l'indicazione si
applica a stadi o sottotipi specifici di patologia.

Effetti dell'attivita fisica

Questa sezione include due paragrafi: "Effetti acuti” e "Effetti dell’attivita fisica regolare".
Gli effetti acuti sono definiti sia come effetti che compaiono durante la sessione di
allenamento sia come gli effetti di una singola sessione di attivita fisica che possono
protrarsi fino a 48 ore dopo I'esercizio. Gli effetti dell'attivita fisica regolare sono definiti
come i risultati di sedute ripetute di attivita fisica. In "Effetti dell’attivita fisica regolare”
viene descritto il risultato della revisione sistematica della letteratura. Sono riportati tutti i
risultati rilevanti statisticamente significativi con un'evidenza di certezza almeno bassa
(++). In alcuni casi, sono stati riportati risultati non significativi se il livello di evidenza era
elevato. In pochi casi sono stati riportati risultati con un’evidenza di certezza molto bassa
(+), se il risultato era altamente rilevante per la diagnosi specifica. Nella tabella 1 di ciascun
capitolo diagnostico, i risultati sono elencati insieme al livello di evidenza associato, ai
riferimenti dello studio corrispondente e anche al tipo di attivita fisica correlata ai risultati.
Tutti i risultati nella tabella 1 sono statisticamente significativi e costituiscono la base della
raccomandazione.

208



Attivita fisica raccomandata

Questa sezione fornisce raccomandazioni basate sulle evidenze per il trattamento di
patologie specifiche mediante I'attivita fisica. L’attivita fisica e un trattamento che
comprende la cura, la prevenzione delle recidive, il rallentamento della progressione di
malattia, 'alleviamento dei sintomi e/o la riduzione delle limitazioni funzionali mediante
I'aumento della capacita aerobica e della forza. Le raccomandazioni si basano
primariamente sugli studi degli effetti di specifici programmi di attivita fisica in
determinate patologie. L’evidenza scientifica dei diversi risultati & presentata in questo
paragrafo e nella tabella 1 “Effetti dell’attivita fisica” della sezione precedente. Gli individui
con una specifica diagnosi necessitano inoltre di raccomandazioni sull’attivita fisica per la
prevenzione di altre patologie e per il mantenimento della funzione e del benessere.
Conseguentemente sono state create raccomandazioni uniformi che includono sia il
trattamento che la prevenzione. Questo semplifica la prescrizione e potrebbe aumentare la
compliance. Al fine di delineare delle indicazioni uniformi, i tipi e le dosi di attivita fisica
per specifiche patologie derivati dalla revisione della letteratura sono stati confrontati con
le raccomandazioni generali mondiali sull’attivita fisica per la salute. Nel caso le indicazioni
fossero coerenti, le raccomandazioni generali o una loro versione lievemente modificata
venivano selezionate come raccomandazione per la diagnosi specifica.

Alla fine di questa sezione, € riportato, se I'attivita fisica raccomandata per una diagnosi
specifica, & compatibile con (soddisfa) le raccomandazioni generali mondiali sull'attivita
fisica per la prevenzione delle malattie. Qualora le raccomandazioni specifiche per la
patologia non fossero coerenti con le raccomandazioni generali globali, € raccomandata
"ulteriore attivita fisica" per soddisfare le raccomandazioni generali, a patto che lo stato di
salute lo consenta. Ad esempio, nell'ansia la raccomandazione specifica per questa
diagnosi, basata sulle evidenze, & lo svolgimento di attivita fisica aerobica, pero non sono
disponibili prove che I'attivita di rafforzamento muscolare possa ridurre l'ansia. Dunque,
l'attivita di rinforzo muscolare non e inclusa nelle raccomandazioni specifiche per la
diagnosi. Pertanto, si raccomanda di aggiungere I'attivita di rinforzo muscolare per il
mantenimento della funzione muscolare nel caso di ansia.

D'altra parte, nell'osteoporosi la raccomandazione specifica per questa diagnosi, basata
sulle evidenze, & il potenziamento muscolare e le attivita coinvolgenti il carico del peso
corporeo, ma non sono disponibili prove che l'attivita fisica aerobica possa ridurre
|'osteoporosi. Dunque, I'attivita fisica aerobica non € inclusa nelle raccomandazioni
specifiche per la diagnosi. Pertanto, si raccomanda di aggiungere I'attivita fisica aerobica
per mantenere la capacita aerobica e possibilmente prevenire altre patologie croniche
come le malattie cardiovascolari e il diabete in caso di osteoporosi. Tuttavia, va sottolineato
che la prescrizione dell'attivita fisica, per prevenire altre malattie in presenza di una
particolare diagnosi, si basa principalmente sull'esperienza clinica e su ipotesi ragionevoli
in quanto vi sono pochi studi pubblicati.

La creazione di raccomandazioni uniformi per varie diagnosi, come descritto sopra,
consente e semplifica anche la prescrizione dell'attivita fisica nel caso di diagnosi multiple.
Si consiglia di leggere i “Consigli specifici per patologia” per ottenere ulteriori informazioni
e considerazioni specifiche per una particolare diagnosi.

209



NOTA per l'attivita fisica raccomandata:
a. Riscaldamento e defaticamento

Il tempo di riscaldamento/defaticamento non e compreso nell'attivita fisica
raccomandata per le varie diagnosi. Cio significa che il tempo per il
riscaldamento/defaticamento deve essere aggiunto a ogni singola sessione di
attivita e che questa aggiunta puo variare a seconda, ad esempio, della scelta
dell'intensita, dello stato attuale della malattia e da fattori individuali.

b. Progressione dell'attivita fisica, durante la seduta o tra le sessioni

Durante una seduta: per alcune persone/patologie, potrebbe essere di particolare
importanza iniziare con un'intensita bassa/moderata prima di aumentare l'intensita
a moderata/vigorosa. Tra le sedute: la dose di attivita fisica inizialmente prescritta
potrebbe dover essere inferiore alla dose raccomandata per la specifica patologia.

c. L'intensita dell'attivita fisica aerobica raccomandata & moderata, vigorosa o una
combinazione di intensita moderata e vigorosa come "ad es. 90 minuti/settimana o
pit (30 minuti 3 giorni/settimana)”. I 90 minuti/settimana si basano sugli studi
randomizzati controllati che costituiscono il fondamento per le raccomandazioni
specifiche per patologia e soddisfano le raccomandazioni generali qualorai2/3 del
tempo siano ad intensita vigorosa (Borg 14-17) e 1/3 ad intensita moderata (Borg
12-13).

Consigli specifici per patologia

Questo paragrafo fornisce consigli particolarmente importanti da seguire (vedi appendice
2). Le indicazioni si basano su esperienze cliniche internazionali. I consigli riguardano la
necessita di una visita medica prima che il periodo di allenamento abbia inizio, la dose, il
tipo di attivita, la regolazione dell'intensita, il riscaldamento/defaticamento, la
progressione, i farmaci, il dolore, gli aspetti motivazionali e dietetici, e I'attrezzatura. |
consigli riguardano anche la necessita di una supervisione medica (ad es. monitoraggio
ECG), la guida di un istruttore, la gestione dell’esercizio da parte di una professionista
sanitario come un fisioterapista o di un laureato in scienze motorie. La scelta dipende dalla
regolamentazione locale, dalle leggi e dalle tradizioni, e nel testo che segue prende ad
esempio il fisioterapista.

Quando utilizzare il FYSS-short?

L'attivita fisica raccomandata nel FYSS-short puo guidare una prescrizione individualizzata
di attivita fisica da svolgere al di fuori del sistema sanitario, come nel PAP-S, quando non e
richiesta alcuna supervisione o gestione sanitaria da parte del fisioterapista. La
prescrizione puo essere formulata come strumento di prevenzione, come trattamento di
prima linea o come terapia complementare ad altri trattamenti farmacologici o riabilitativi.
[l FYSS-short puo anche guidare una prescrizione individualizzata dell’attivita fisica
inserita nei programmi di riabilitazione all'interno del sistema sanitario, ad esempio,
quando e importante che una sessione di esercizio sia gestita da un fisioterepista. Alla
conclusione del programma riabilitativo puo essere elaborata una prescrizione di attivita
fisica da svolgere esternamente al sistema sanitario.
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Stratificazione del rischio

Generalmente i benefici dell’attivita fisica sono maggiori dei rischi. Tuttavia e possibile che
il rischio di complicanze cardiovascolari aumenti durante I'esercizio fisico, nonostante il
rischio assoluto sia basso. Per tale ragione e importante identificare i fattori che possono
influenzare questo rischio (5). Tali fattori sono:

o Lapresenza di patologia cardiovascolare o segni corrispettivi. La presenza di altre
malattie croniche come il diabete, I'insufficienza renale cronica, la depressione e le
malattie infiammatorie croniche, tutte condizioni che si associano ad aumentato
rischio di malattia cardiovascolare.

e Lo svolgimento di attivita fisica ad intensita vigorosa senza un progressivo
adattamento del livello di intensita nel corso della seduta o tra sessioni diverse.

o Pressione arteriosa o profilo lipidico marcatamente aumentati e/o concomitanza di
multipli fattori di rischio cardiovascolari.

La stratificazione del rischio di complicanze cardiovascolari va sempre effettuata nel
processo di prescrizione. I prescrittori hanno la responsabilita di decidere se deve essere
effettuata una visita medica prima dell’inizio del periodo di allenamento. Qualora sia
sospettata una patologia cardiovascolare non trattata o con un trattamento non
ottimizzato, dovrebbe essere consultato un medico con adeguate competenze.

Controindicazioni assolute per I'attivitd fisica ad intensitd moderata o vigorosa:

=

Recenti variazioni significative dell’ECG
Angina instabile

Aritmie cardiache non controllate
Stenosi aortica severa

Scompenso cardiaco non controllato
Embolia polmonare acuta

Miocardite acuta

Dissecazione aortica nota o sospettata
Infezione sistemica acuta

OO W

Analisi e valutazione

Analisi, follow-up e valutazione dovrebbero essere effettuati al fine di garantire I'efficacia e
quindi la qualita del trattamento. Di seguito sono elencati alcuni esempi degli strumenti
comunemente impiegati per la valutazione clinica, il cui utilizzo € raccomandato prima e
dopo un periodo di allenamento e dovrebbe essere ripetuto durante il follow-up a lungo
termine.

Attivita fisica
e Questionario di autovalutazione
e Sensori di movimento

Funzione/Capacita
e Test del cammino in 6 minuti
e Test sotto-massimale per la capacita aerobica (cicloergometro o tappeto rotante)
e Testdiforza con Hand grip
e Altre prove di funzionalita o capacita pertinenti

211



Marker specifici per la diagnosi
e Analisi del sangue o delle urine
o Circonferenza vita
e Rapporto vita-fianchi
e Peso corporeo
e Indice di massa corporea

Qualita di vita correlata alla salute
e Questionario breve sullo stato di salute (SF-36)
e Questionario sullo stato di salute (EQ5D)

Meccanismi potenziali

I meccanismi associati all'attivita fisica sono, a differenza dei farmaci, fortemente
multifattoriali, ovvero esistono molteplici meccanismi su piani diversi, dal livello
molecolare a quello del sistema. Molti di questi sono comuni a diversi tipi di attivita fisica e
agiscono su un gran numero di malattie diverse, mentre alcuni sono piu specifici per un
determinato tipo di attivita fisica e per una diagnosi particolare.

L'adattamento dell’organismo all'attivita fisica inizia con l'influenza su numerosi processi
molecolari correlati, ad esempio, al sistema energetico, al carico meccanico, allo stato
infiammatorio cronico di lieve intensita, allo stress ossidativo e al metabolismo dell'ossido
nitrico. Questi processi, a loro volta, agiscono sulla formazione di, ad esempio, proteine di
trasporto, mitocondri, sinapsi nervose, neuroni, vasi sanguigni e tessuto osseo, nonché
delle cellule staminali, cellule con la capacita di rigenerare vari tessuti. Infine, si osservano
gli effetti dell'attivita fisica a livello di organo e sistema, come un aumento del volume
sistolico e della perfusione tissutale nonché il miglioramento del trasporto dell’ossigeno e
della composizione corporea.

Nel complesso, il processo di adattamento puo portare a un maggiore controllo della
glicemia, della pressione arteriosa e della coagulazione del sangue, un rinforzo osseo e un
miglioramento della capacita aerobica, della forza muscolare e della funzione cognitiva.
Una regolazione inadeguata di questi processi € considerata un meccanismo generale per lo
sviluppo e la progressione delle patologie.

Revisione sistematica della letteratura

La ricerca bibliografica riguarda la letteratura pubblicata fino a maggio - novembre 2019.
In primo luogo, sono state cercate le revisioni sistematiche con meta-analisi e
successivamente e stata eseguita una ricerca degli studi randomizzati controllati (RCT).
Sono state effettuate una valutazione della qualita di ciascun articolo e una successiva
classificazione delle evidenze per ciascuna misura di esito secondo il metodo GRADE
(Grading of Recommendations, Assessment, Development and Evaluations) (6). Le stringhe
di ricerca sono disponibili su richiesta. Sono stati usati quattro livelli di evidenza: evidenza
con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza
bassa (++), evidenza con certezza molto bassa (+). Un’evidenza con certezza elevata indica
un basso rischio che nuovi studi possano invalidare la conclusione. Un’evidenza con
certezza bassa indica un alto rischio che nuovi studi possano invalidare la conclusione.
Un’evidenza di certezza molto bassa implica che sono necessarie ulteriori ricerche prima
che il metodo possa essere applicato.
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Patologie

Raccolta delle evidenze e delle raccomandazioni
specifiche sull'attivita fisica per 8 diagnosi

8. Malattia coronarica

Prevenzione

L’attivita fisica regolare si associa a un rischio ridotto di sviluppare coronaropatia (1,2).
Possono essere applicate le raccomandazioni generali mondiali sull’attivita fisica per la
salute.

Indicazioni sull’attivita fisica nella malattia coronarica
Nella malattia coronarica stabile 'attivita fisica € indicata, insieme ad altri interventi sullo
stile di vita, indipendentemente dalla terapia farmacologica o dal trattamento invasivo.

Effetti dell’attivita fisica nella malattia coronarica

-----

[ soggetti con malattia coronarica possono ridurre la mortalita e i ricoveri e aumentare la
capacita aerobica e la forza muscolare dopo una riabilitazione cardiologica basata
sull’esercizio fisico (exCR) (Tabella 1). La ExCR consisteva di attivita aerobica e/o attivita
di rinforzo muscolare. L’attivita fisica aerobica era generalmente eseguita su un
cicloergometro, come aerobica/callistenica, su un tappeto rotante o come allenamento in
circuito, in maniera continua o intervallata. La dose di attivita fisica aerobica variava tra i
trials; in genere I'attivita aerobica era eseguita ad un’intensita del 60-85% del VO2 max 0 del
70-95 % della frequenza cardiaca massima, 30-60 minuti, 3-5 volte la settimana per una
durata dai 3 ai 6 mesi. L'attivita di rinforzo muscolare veniva eseguita come 8 esercizi per
arti superiori e/o inferiori al 40-80% di 1 RM in 10-15 ripetizioni per 1-3 serie, 2-3 volte la
settimana per 3- 6 mesi. L’allenamento intervallato ad elevata intensita pud migliorare il
VO2 max piu dell’allenamento continuo ad intensita moderata. Questa superiorita si
attenuava, tuttavia, quando venivano paragonati protocolli isocalorici (3).

La combinazione di attivita aerobica e di rinforzo muscolare produce un maggior aumento
del VO2 maxrispetto alla sola attivita aerobica o alla sola attivita di rinforzo muscolare (4,5).
Il rischio relativo per la riduzione della mortalita rispetto al non eseguire esercizio era RR
0.74 (95%CI da 0.54 a 0.86). In soggetti con angina stabile, gli effetti della exCR sulla
mortalita totale e cardiovascolare e sui ricoveri ospedalieri sono incerti a causa del numero
modesto di studi e della piccola dimensione dell’effetto (6). La forza dell’evidenza non e
stata riportata per la qualita di vita correlata alla salute data I’eterogeneita delle misure di
outcome e dei metodi di reporting (6,7).
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Tabella 1. Effetti e evidenze dell’attivita fisica regolare sulla malattia coronarica.

Risultato Evidenze* | Riferimenti Tipo di attivita fisica
Mortalita cardiovascolare e % Attivita fisica aerobica o attivita aerobica e di
>12 mesi rinforzo muscolare

Attivita fisica aerobica o attivita aerobica e di

Ricoveri ospedalieri ++ (7) :
rinforzo muscolare
s . Attivita fisica aerobica o attivita aerobica e di
Capacita aerobica (MET) ++++ (8) .
rinforzo muscolare
Forza muscolare ++ (5) Attivita di rinforzo muscolare

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++), evidenza
con certezza molto bassa (+).

Attivita fisica raccomandata nella malattia coronarica
Agli individui con malattia coronarica stabile dovrebbero essere raccomandate attivita
fisica aerobica e di rinforzo muscolare per:

- Ridurre la mortalita cardiovascolare (+++) e i ricoveri ospedalieri (++)

- Aumentare la capacita aerobica (++++) e la forza muscolare (++)

Attivita fisica aerobica Attivita di rinforzo muscolare
s Durata Frequenza Numero di e e . . Frequenza
Intensita N . L . .. Ripetizioni | Serie S .
minuti/settimana | giorni/settimana esercizi giorni/settimana
Combina
zione di
intensita Almeno 90
Modera (es.30-60 3-5 8-10 10-15 1-3 2-3
tae minuti/seduta)
Vigorosa

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 a riposo. 8-15
ripetizioni = il carico pill pesante che puo essere sollevato con una completa escursione del movimento per 10-15 volte (10-15 RM)

L'attivita fisica raccomandata nella malattia coronarica soddisfa le raccomandazioni generali
mondiali sull'attivita fisica per la salute e non e necessaria alcuna raccomandazione
aggiuntiva.

Consigli specifici per patologia

e Gli individui con malattia coronarica accertata per ottenere un'adeguata
prescrizione dell’attivita fisica, dopo la valutazione di un medico, dovrebbero
sottoporsi a una valutazione con un test da sforzo limitato dai sintomi che includa
I'ECG e a test di valutazione funzionale della funzione muscolare da parte di un
fisioterapista o di altri professionisti della salute con competenze appropriate.

e Eimportante iniziare l'esercizio il prima possibile dopo un evento coronarico acuto,
basandosi sull’esito dell’elettrocardiogramma da sforzo.

e L’attivita fisica dovrebbe essere condotta sotto supervisione medica fino a quando
I'individuo non presenta una malattia coronarica stabile.

e L’attivita fisica puo essere effettuata in modo continuo o intervallato, a seconda delle
preferenze individuali.

e Durante I'esercizio € importante prestare attenzione a qualunque aritmia o risposta
pressoria anomala cosi come a sintomi quali dispnea, capogiri e dolore al centro del
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torace che pongono indicazione a interrompere l'esercizio (vedi le controindicazioni
nell'introduzione).

[ soggetti con malattia coronarica spesso hanno bisogno di sostegno e
incoraggiamento per iniziare e per rimanere fisicamente attivi ad un livello tale da
mantenere la capacita fisica.

Si raccomanda di eseguire il programma di esercizi aerobici e di potenziamento
muscolare come parte di un programma di riabilitazione cardiologica, sia come
intervento basato solo sull’esercizio fisico che in combinazione con altri interventi
sullo stile di vita. L'intervento basato sull’esercizio viene eseguito in un ambiente
ospedaliero supervisionato o in combinazione con alcune sessioni domiciliari. Dopo
il completamento di un programma di exCR, alle persone dovrebbe essere
raccomandato di continuare l'attivita fisica per tutta la vita per mantenere il
miglioramento della capacita fisica.
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12. Diabete di tipo 2

Prevenzione

L’attivita fisica regolare € associata a un rischio ridotto di sviluppare diabete di tipo 2 (1,2).
Possono essere applicate le raccomandazioni generali mondiali sull’attivita fisica per la
salute.

Indicazioni dell’attivita fisica nel diabete di tipo 2

Nel diabete di tipo 2, I’attivita fisica & fortemente indicata insieme ad altre modifiche dello
stile di vita e in combinazione con il trattamento farmacologico.

Effetti dell'attivita fisica nel diabete di tipo 2

Effetti acuti

Una singola seduta di attivita fisica aumenta la captazione insulino-indipendente del
glucosio ematico nel muscolo scheletrico con una relazione dose-risposta lineare. L’effetto
svanisce dopo 48 ore. Anche l'interruzione dei comportamenti sedentari con attivita di
breve durata puo abbassare i livelli glicemici.

Effetti dell’attivita fisica regolare

Ci sono evidenze certe che 'attivita fisica possa migliorare il controllo glicemico (ridurre
HbA1c) nel tempo (Tabella 1). L’attivita fisica regolare e efficace anche su altri fattori di
rischio come il profilo lipidico, la pressione arteriosa, la funzione vascolare e la capacita
aerobica (Tabella 1). La maggiore riduzione del rischio di complicanze si € riscontrata
quando un individuo sedentario diventa fisicamente attivo (3).

La probabilita di raggiungere un controllo glicemico adeguato solo attraverso l'attivita
fisica e maggiore nei soggetti con diabete di breve durata rispetto agli individui con
malattia di maggiore durata (4,5). Una riduzione del glucosio ematico misurata come
variazione dell’HbA1c pari a 6-9 mmol/mol e clinicamente rilevante.

L’attivita fisica con dose ed intensita elevate ha mostrato effetti maggiori sul controllo
glicemico in confronto a dosi ed intensita minori. La modalita di esercizio che e risultata piu
efficace e stata una combinazione di attivita aerobica e di rinforzo muscolare, seguita
dall’attivita fisica aerobica ad intensita vigorosa. Anche |’attivita aerobica e di rinforzo
muscolare ad intensita da lieve a moderata ha mostrato dei benefici, ma non nella stessa
entita rispetto all’intensita vigorosa.

Tabella 1. Effetti ed evidenze della regolare attivita fisica nel diabete di tipo 2

Risultato Evidenze* Riferimenti Tipo di attivita fisica
HbAlc ++++ (3,6-14) Attivita aerobica e di rinforzo muscolare
Lipidi nel sangue +++ (8,9) Attivita fisica aerobica
Pressione arteriosa +++ (8,9) Attivita fisica aerobica
Funzione vascolare +++ (15-17) Attivita fisica aerobica
Capacita aerobica +++ (8,9,15,18) Attivita fisica aerobica

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++),
evidenza con certezza molto bassa (+).
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Attivita fisica raccomandata nel diabete di tipo 2

Agli individui con diabete di tipo 2 dovrebbero essere raccomandate attivita fisica aerobica
e di rinforzo muscolare per:

- Migliorare il controllo glicemico valutato con HbAlc (++++)

- Migliorare il profilo lipidico (+++)

- Ridurre la pressione arteriosa (+++)

- Aumentare la capacita aerobica (+++)
- Migliorare la funzione vascolare (+++)

Attivita fisica aerobica

Attivita di rinforzo muscolare

o una combinazione di moderata e vigorosa per

almeno 90 min/settimana
(30 minuti 3 giorni/settimana)

- Durata Frequenza Numero di e . Frequenza
Intensita _— . L . .. Ripetizioni | Serie N .
minuti/settimana | giorni/settimana esercizi giorni/settimana
Moderata Almeno 150 3-7 8-10 8-12 1-3 2-3
oppure
Vigorosa | Almeno 75 | 3-5

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 a riposo. 8-
12 ripetizioni = il carico pil pesante che puo essere sollevato con una completa escursione del movimento per 8-12 volte (8-12

RM)

L’attivita fisica raccomandata nel diabete di tipo 2 soddisfa le raccomandazioni generali
mondiali sull’attivita fisica per la salute e non sono necessarie raccomandazioni aggiuntive.

Consigli specifici per patologia

¢ Gli individui con alto rischio di patologia cardiovascolare dovrebbero iniziare la
pratica di attivita aerobica con un’intensita da lieve a moderata. Sia I'intensita che la
durata possono essere aumentate successivamente.
o L'’effetto dell’attivita fisica € probabilmente maggiore per elevate dosi e intensita di
attivita fisica aerobica.
o L’effetto dell’attivita fisica sul’HbA1lc e paragonabile a quello di molti farmaci
ipoglicemizzanti orali
¢ Una combinazione di attivita fisica aerobica e di rinforzo muscolare ha un effetto
maggiore
e Per un controllo glicemico ottimale dovrebbero intercorrere al massimo due giorni
tra una sessione di esercizio e la successiva
e Laglicemia dovrebbe essere misurata prima e dopo l'esercizio. Per ridurre il rischio
di ipoglicemia indotta dall’esercizio, dovrebbe essere ridotta la dose di insulina e
andrebbero somministrati carboidrati prima, durante e dopo 'esercizio.
¢ Gli individui con diabete di tipo 2 e concomitante patologia cardiovascolare o segni
relativi, dovrebbero essere trattamenti per la malattia cardiovascolare prima di
intraprendere un programma di attivita fisica.
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15. Ipertensione

Prevenzione

L’attivita fisica regolare € associata a un rischio ridotto di sviluppare ipertensione (1,2).
Possono essere applicate le raccomandazioni generali mondiali sull’attivita fisica per la
salute.

Indicazioni dell’attivita fisica nell’ipertensione

Nel Grado 1, una pressione di 140 - 159/90 - 99 mmHg, con un rischio cardiovascolare da
lieve a moderato, I’attivita fisica ¢ indicata insieme ad altre modifiche dello stile di vita
come trattamento di primo linea. Nel Grado 2, una pressione di 160-179/100-109 mmHg e
1 - 2 fattori di rischio per malattia cardiovascolare, I'attivita fisica € indicata insieme ad
altre modifiche dello stile di vita o piu comunemente insieme al trattamento farmacologico,
per il raggiungimento della normotensione. Nel Grado 3, una pressione arteriosa > 180/>
110 mmHg, I'attivita fisica individualizzata € indicata, insieme ad altre modifiche dello stile
di vita, come trattamento aggiuntivo alla terapia farmacologica, con alcune possibili
eccezioni per gli sport agonistici (3).

Effetti dell'attivita fisica nell’ipertensione

Effetti acuti

Durante I’attivita fisica aerobica di sufficiente intensita, la pressione sistolica aumenta
mentre la pressione diastolica rimane pressoché invariata. In un paziente iperteso, la
risposta pressoria puo risultare eccessiva. Al termine dell’attivita fisica aerobica, la
pressione arteriosa scende al di sotto della pressione a riposo per alcune ore, i.e.
“ipotensione post-esercizio”. Durante l'attivita di rinforzo muscolare dinamica, tipicamente
I'aumento di pressione arteriosa & maggiore se confrontato all’attivita fisica aerobica, a
volte raggiungendo valori molto elevati, accompagnati da un aumento delle resistenze
periferiche.

Effetti dell’attivita fisica regolare

Negli individui con ipertensione (BP 2140 mmHg), la pressione sistolica diminuisce come
effetto dell'attivita fisica (Tabella 1). La maggiore riduzione della pressione sanguigna e
stata riscontrata quando I'allenamento consisteva di attivita aerobica e di rinforzo
muscolare dinamico in combinazione (effetto medio: -13,5 mmHg) e attivita fisica aerobica
di intensita moderata (effetto medio: -9,5 mmHg) per almeno 4 settimane (4). L'effetto
dell'attivita fisica era dello stesso livello dell'effetto del trattamento farmacologico. Rispetto
a una precedente meta-analisi (5), I'inclusione di piu RCT ha contribuito a un maggiore
effetto dell'attivita di rinforzo muscolare e alla conclusione che una combinazione di
attivita aerobica e di rinforzo muscolare dinamico era piu efficace di ogni tipo di attivita
presa singolarmente. Le limitazioni sono state la mancanza di cieco, il campione limitato,
|'eterogeneita dei bracci di controllo e la varieta dei metodi.

Tabella 1. Effetti ed evidenze della regolare attivita fisica nell'ipertensione.

Risultato Evidenze* Riferimenti Tipo di attivita fisica
Pressione sistolica +++ (4) Attivita fisica aerobica
Pressione sistolica +++ (4) Attivita di rinforzo muscolare
Pressione sistolica +++ 4) Attivita aerobica e di rinforzo muscolare
Pressione sistolica ++ 4) Attivita di rinforzo muscolare isometrica

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++), evidenza con
certezza molto bassa (+).
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Attivita fisica raccomandata nell'ipertensione

Agli individui con ipertensione dovrebbe essere raccomandata attivita fisica aerobica o di
rinforzo muscolare o una loro combinazione per:

Ridurre la pressione arteriosa (+++)

Agli individui con ipertensione puo essere inoltre raccomandato un allenamento isometrico

per: - Ridurre la pressione arteriosa (++)
Attivita fisica aerobica Attivita di rinforzo muscolare
. Durata Frequenza Numero di T . Frequenza
Intensita N . N . .. Ripetizioni | Serie N .
minuti/settimana | giorni/settimana esercizi giorni/settimana
Moderata Almeno 150 3-7 8-10 8-12 2-4 2-3
oppure
Vigorosa Almeno 75 3-5
0 una combinazione di intensita moderata e
vigorosa per almeno 90 minuti/settimana
(30 minuti 3 giorni/settimana)

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 a riposo. 8-12
ripetizioni = il carico pill pesante che puo essere sollevato con una completa escursione del movimento per 8-12 volte (8-12 RM)

L’attivita fisica raccomandata nell'ipertensione soddisfa le raccomandazioni generali
mondiali sull’attivita fisica per la salute e non sono necessarie raccomandazioni aggiuntive.

Consigli specifici per patologia

e Al fine di valutare l'intensita dell'attivita fisica aerobica in presenza di un
trattamento con beta-bloccanti, dovrebbe essere impiegata la scala RPE Borg®
anziché la misurazione della frequenza cardiaca, a causa della deviazione nella
relazione tra la frequenza cardiaca e lo sforzo.

e Il contatto con un fisioterapista o un altro professionista sanitario con conoscenze
adeguate e raccomandato per i soggetti con concomitante malattia coronarica,
previa valutazione medica.

e Seviene scelto l'allenamento isometrico: 4 contrazioni di 2 minuti al 20-50% della
contrazione isometrica massima, 3 volte la settimana.

o Inalcuni casi possono essere applicate restrizioni all'attivita fisica, ad esempio per
gli sport agonistici, a seconda del profilo di rischio totale, della presenza di danni
agli organi bersaglio e del livello di controllo della pressione arteriosa (3).

e Gliindividui con ipertensione e concomitante malattia cardiovascolare o segni di
essa come dispnea, dolore toracico o aritmia, dovrebbero ricevere un trattamento
ottimizzato per la patologia cardiovascolare prima di intraprendere un programma
di attivita fisica.
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16. Dislipidemia

Prevenzione

L’attivita fisica regolare € associata a un rischio ridotto di sviluppare dislipidemia (1,2).
Possono essere applicate le raccomandazioni generali mondiali sull’attivita fisica per la
salute.

Indicazioni dell’'attivita fisica nella dislipidemia

Nella dislipidemia senza nessun altro fattore di rischio cardiovascolare, I'attivita fisica &
indicata come primo approccio insieme ad altre modifiche dello stile di vita (es. dieta).
Nella dislipidemia in combinazione con altri fattori di rischio per patologia cardiovascolare,
l'attivita fisica é indicata insieme ad altre modifiche dello stile di vita e al trattamento
farmacologico.

Gli individui con valori lipidici notevolmente elevati, come nell'ipercolesterolemia
familiare, dovrebbero essere sempre trattati con le statine come trattamento di base,
insieme alla dieta e all'attivita fisica.

Effetti dell'attivita fisica nella dislipidemia

Effetti dell’'attivita fisica regolare

In soggetti con dislipidemia, un periodo di attivita fisica puo migliorare il colesterolo e i
trigliceridi (Tabella 1). Tutti i tipi di attivita fisica aerobica sono risultati favorevoli, se
veniva raggiunta una dose sufficiente e l'intensita era almeno moderata.

Una soglia minima di esercizio era necessaria per migliorare il profilo lipidico. L'effetto
quantitativo dell'attivita fisica sui lipidi sierici era modesto. Per migliorare il livello di
colesterolo LDL, la dose efficace di attivita fisica era piu elevata rispetto ad altri lipidi.

In aggiunta, ci sono evidenze di bassa certezza (++) che lo yoga o attivita simili abbiano
effetti positivi sui livelli lipidici ematici (7). Tuttavia, non € ancora stato stabilito quale
intensita, durata e frequenza siano ottimali. Le evidenze su un qualsiasi effetto dell'attivita
di rinforzo muscolare hanno un livello di certezza molto basso (+).

Tabella 1. Effetti ed evidenze della regolare attivita fisica nella dislipidemia

Risultato Evidenze* Riferimenti Tipo di attivita fisica
Colesterolo totale ++ (3-5) Attivita fisica aerobica
Colesterolo HDL +++ (3,5,6) Attivita fisica aerobica
Colesterolo LDL ++ (3-5) Attivita fisica aerobica
Trigliceridi +++ (3,5,6) Attivita fisica aerobica

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++), evidenza con
certezza molto bassa (+).
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Attivita fisica raccomandata nella dislipidemia
Agli individui con dislipidemia dovrebbe essere raccomandata attivita fisica aerobica per:
- Normalizzare il profilo lipidico nel sangue (+++)

.....

Attivita di rinforzo muscolare

o una combinazione di intensita moderata e
vigorosa per almeno 90 minuti/settimana

(30 minuti 3 giorni/settimana)

s Durata Frequenza Numero T . Frequenza
Intensita o . L . . ._. | Ripetizioni | Serie S .
minuti/settimana | giorni/settimana | di esercizi giorni/settimana
Moderata Almeno 150 3-7
oppure
Vigorosa Almeno 75 3.5 Nessuna evidenza disponibile.

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 a riposo

L'attivita fisica aerobica raccomandata nella dislipidemia non soddisfa le raccomandazioni

generali mondiali sull'attivita fisica per la salute. Aggiungere 1'attivita di rinforzo muscolare

in accordo alle raccomandazioni globali generali, se le condizioni di salute lo permettono.

Consigli specifici per patologia

o Nelle forme familiari di dislipidemia e nella malattia aterosclerotica documentata, i
cambiamenti dello stile di vita devono sempre essere accompagnati da un
trattamento farmacologico con statine come prima scelta.

e Nel caso di dolore o indolenzimento muscolare, persistente per oltre 72 ore dopo
'allenamento, dovrebbe essere interrotto il trattamento con I'esercizio, sospesa la
terapia con statine e verificato il valore plasmatico di creatina chinasi dell'individuo.

o Una dose maggiore di attivita fisica determina un effetto piut marcato sul controllo
lipidico in quanto esiste una relazione dose-risposta.

e Gli individui con dislipidemia e concomitante malattia cardiovascolare o segni relativi

dovrebbero ricevere un trattamento ottimizzato per la patologia cardiovascolare
prima di intraprendere un programma di attivita fisica.
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17. Sindrome metabolica

Prevenzione

L’attivita fisica regolare € associata a un rischio ridotto di sviluppare la sindrome
metabolica (1,2). Possono essere applicate le raccomandazioni generali mondiali
sull’attivita fisica per la salute.

Indicazioni dell’attivita fisica nella sindrome metabolica

Nella sindrome metabolica, I'attivita fisica e indicata con un’elevata priorita, insieme ad
altre modifiche dello stile di vita.

Effetti dell’attivita fisica nella sindrome metabolica

Effetti acuti

L’attivita fisica determina una risposta immediata, con riduzione della glicemia e aumento
del metabolismo lipidico. La pressione sistolica si riduce dopo I'attivita fisica.

Effetti dell’attivita fisica regolare

Tutte le componenti della sindrome metabolica sono influenzate positivamente dall’attivita
fisica (Tabella 1). La maggior parte degli studi sull’attivita fisica aerobica comprendeva un
intervento di 45-60 minuti ad intensita da moderata a vigorosa, 3-5 volte la settimana, dalle
8 alle 52 settimane. L’attivita fisica aerobica e risultata piu efficace per migliorare tutte le
condizioni di rischio, mentre I'attivita di rinforzo muscolare era meno efficiente. La
pressione arteriosa e influenzata dall'attivita fisica indipendentemente dal tipo di attivita.

Esiste un’associazione dose-risposta lineare tra il rischio di sviluppare la sindrome
metabolica e la dose di attivita fisica praticata. Il rischio di sviluppare la sindrome
metabolica é ridotto del 10% per ogni incremento di 10 MET h settimanali di attivita fisica
se confrontato all'inattivita (RR=0.90, 95% CI 0.86 to 0.94) (3).

Tabella 1. Effetti ed evidenze della regolare attivita fisica nella sindrome metabolica

Risultato Evidenze* | Riferimenti Tipo di attivita fisica
+H++ (5-7) Attivita fisica aerobica
Sindrome metabolica +++ (5 Attivita aerobica e di rinforzo muscolare
++ (3,7) Attivita di rinforzo muscolare
Pressione arteriosa s . .
o +++ (5-7) Attivita aerobica e/o di rinforzo muscolare
sistolica
) . Attivita fisica aerobica o attivita aerobica e di
Circonferenza addominale +++ (5-7) .
rinforzo muscolare
Trigliceridi +++ (5-7) Attivita fisica aerobica
Lipoproteine ad elevata s (5-7) Attivita fisica aerobica o attivita aerobica e di
densita rinforzo muscolare
Glicemia a digiuno +++ (5-7) Attivita fisica aerobica

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++), evidenza
con certezza molto bassa (+).
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Attivita fisica raccomandata nella sindrome metabolica

Agli individui con sindrome metabolica dovrebbero essere raccomandate attivita fisica
aerobica e di rinforzo muscolare per:

Normalizzare i fattori che contribuiscono alla sindrome metabolica (++++)

Attivita fisica aerobica Attivita di rinforzo muscolare
. Durata Frequenza Numero di e . Frequenza

Intensita N . L . i Ripetizioni | Serie L .

minuti/settimana | giorni/settimana esercizi giorni/settimana
Moderata Almeno 150 3-7 8-10 8-12 1-3 2-3

oppure
Vigorosa I Almeno 75 | 3-5
o una combinazione di intensita moderata e
vigorosa per almeno 90 minuti/settimana
(30 minuti 3 giorni/settimana)

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 a riposo. 8-
12 ripetizioni = il carico pil pesante che puo essere sollevato con una completa escursione del movimento per 8-12 volte (8-12

RM).

L’attivita fisica raccomandata per la sindrome metabolica potrebbe non soddisfare le
raccomandazioni generali mondiali sull’attivita fisica per la salute. Se viene scelta solo
I'attivita fisica aerobica per trattare i sintomi della depressione, aggiungere il rinforzo
muscolare qualora le condizioni di salute lo permettano.

Consigli specifici per patologia

Una dose maggiore e ideale, poiché esiste una forte relazione dose-risposta. Nel caso
di sovrappeso/obesita, & possibile raddoppiare la dose di attivita fisica aerobica in
aggiunta alle modifiche della dieta.

Il periodo di allenamento dovrebbe durare almeno 8 settimane per migliorare la
sindrome metabolica complessivamente e le sue componenti, ma dovrebbe
preferibilmente protrarsi per il resto della vita.

Gli individui con la sindrome metabolica e una concomitante patologia
cardiovascolare o segni relativi, dovrebbero ricevere un trattamento ottimizzato per
la malattia cardiovascolare prima di intraprendere un programma di attivita fisica.
Agli individui con la sindrome metabolica dovrebbe essere raccomandato di ridurre
i comportamenti sedentari.

Per i soggetti con obesita sono consigliate calzature in grado di assorbire gli urti.
Per ulteriori consigli specifici si rimanda ai capitoli su ipertensione, dislipidemia,
sovrappeso/obesita e diabete di tipo 2.
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21. Osteoartrosi

Prevenzione

Un livello moderato di attivita fisica regolare puo essere associato a un rischio ridotto di
sviluppare artrosi. Tuttavia, sia livelli bassi e che elevati di attivita fisica possono essere
associati ad un aumentato rischio. I traumi articolari ed il sovrappeso sono importanti fattori
di rischio modificabili per I'artrosi spesso associati a ridotti livelli di attivita fisica.

Indicazioni dell’'attivita fisica nell’osteoartrosi

Nell'osteoartrosi, l'attivita fisica € indicata insieme ad altre modifiche dello stile di vita, in
primo luogo il controllo del peso corporeo e l'intervento educativo, che raggiungono il
massimo effetto in combinazione con l'attivita fisica. In aggiunta, possono essere necessari
(per un tempo limitato) farmaci analgesici e antinfiammatori.

Effetti dell'attivita fisica nell'osteoartrosi

Effetti acuti

[ soggetti con sintomatologia dolorosa dell’anca e del ginocchio conseguente a osteoartrosi
che iniziano a praticare esercizio possono sperimentare un aumento temporaneo del
dolore articolare. Questa sensazione puo impedire all'individuo di proseguire 'attivita.
Effetti dell’attivita fisica regolare

Nei soggetti con osteoartrosi sintomatica dell'anca o del ginocchio, I'attivita fisica (attivita
aerobica a terra, attivita di rinforzo muscolare o esercizi funzionali specifici per
I'articolazione) e associata a un immediato sollievo dal dolore dopo il trattamento,
indipendentemente dalla durata, dalla frequenza o dall'intensita; I’effetto € lieve nell’artrosi
dell'anca e moderato nell'osteoartrosi del ginocchio (Tabella 1). Si possono attendere
effetti simili indipendentemente dall’intensita iniziale del dolore e dal grado radiologico di
osteoartrosi del ginocchio (1). Sia nell'artrosi dell'anca che del ginocchio vi é stato un lieve
miglioramento immediato della funzione fisica (Tabella 1). Nell'osteoartrosi dell'anca,
immediatamente dopo il periodo di trattamento non vi e stato alcun miglioramento della
qualita della vita, mentre si € osservato un lieve miglioramento nel caso dell’artrosi del
ginocchio (Tabella 1). Effetti persistenti di lieve entita sono stati osservati tra 3 e 6 mesi
dopo il periodo di trattamento sia per l'osteoartrosi dell'anca che per quella del ginocchio
(2,3). Ci sono evidenze con un basso livello di certezza (++) di effetti moderatamente
maggiori per programmi di esercizio ad alta intensita (4,5). Le probabilita di abbandonare
lo studio per un aumento del dolore articolare sono analoghe nel gruppo di esercizio e
nell’intervento di controllo (2,3).

Tabella 1. Effetti ed evidenze della regolare attivita fisica nell'osteoartrosi di anca e ginocchio.

Risultato Evidenze* | Riferimenti Tipo di attivita fisica
Anca
Dolore +4+++ 2) Attivita aerobica e di rinforzo muscolare e/o esercizi funzionali
coinvolgenti I'articolazione
Funzione fisica +++ 2) Attivita aerobica e di rinforzo muscolare e/o esercizi funzionali
coinvolgenti I'articolazione
Ginocchio
Dolore +++ 3) Attivita aerobica e di rinforzo muscolare e/o esercizi funzionali
coinvolgenti I'articolazione
Funzione fisica +++ 3) Attivita aerobica e di rinforzo muscolare e/o esercizi funzionali
coinvolgenti l'articolazione
Qualita della +++ 3) Attivita aerobica e di rinforzo muscolare e/o esercizi funzionali
vita coinvolgenti l'articolazione

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++),
evidenza con certezza molto bassa (+).
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Attivita fisica raccomandata nell’'osteoartrosi di anca e ginocchio

Agli individui che presentano osteoartrosi dovrebbe essere raccomandata attivita fisica
aerobica e di rinforzo muscolare e/o esercizi funzionali coinvolgenti I'articolazione per:

- Ridurre il dolore (++++)
- Migliorare la qualita di vita (++++)
Migliorare la funzione fisica (+++)

Attivita fisica aerobica Attivita di rinforzo muscolare
. Durata Frequenza Numero di e . Frequenza
Intensita o . L . .. Ripetizioni | Serie S .
minuti/settimana | giorni/settimana esercizi giorni/settimana
Gruppi
muscolari
20-30 deboli del
Moderata N 2-3 8-12 1-3 2-3
minuti/seduta tronco e
degli arti
inferiori
Esercizi funzionali specifici per I'articolazione
Durata Numero di esercizi Sedute settimanali
5-7
45-60 minuti/seduta Coinvolgenti il tronco 2-3
ed entrambi gli arti inferiori

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 a riposo. 8-
12 ripetizioni = il carico pilu pesante che puo essere sollevato con una completa escursione del movimento per 8-12 volte (8-12

RM)

L'attivita fisica raccomandata nell’osteoartrosi non soddisfa le raccomandazioni generali
mondiali sull'attivita fisica per la salute. E opportuno aggiungere attivita di rinforzo
muscolare ed ulteriore attivita fisica aerobica in accordo alle raccomandazioni globali
generali, se le condizioni di salute lo permettono.

Consigli specifici per patologia

L’attivita fisica dovrebbe essere individualizzata dopo discussione con il soggetto e,
inizialmente, supervisionata da personale sanitario adeguatamente formato, come ad
esempio un fisioterapista.

Si raccomandano almeno due sedute settimanali, con un aumento graduale dei
carichi, per 6-8 settimane. Successivamente l'individuo puo svolgere autonomamente
gli esercizi con sessioni di richiamo e follow-up da parte di un fisioterapista.

Sia gli esercizi generali che quelli funzionali specifici per I'articolazione presentano
effetti simili sulla limitazione funzionale e sul dolore.

Aggiungere esercizi di flessibilita per mantenere o aumentare I'escursione di
movimento delle articolazioni interessate.

Per evitare infortuni, esercizi di riscaldamento a bassa intensita dovrebbero
precedere la sessione di allenamento.

Sono consigliate calzature in grado di assorbire gli urti per migliorare la capacita di
camminare.
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22. Osteoporosi

Prevenzione

L’attivita fisica regolare € associata a un rischio ridotto di sviluppare osteoporosi (1,2). In
particolare, ne riducono il rischio le attivita di rinforzo muscolare in associazione con le
attivita che coinvolgono il carico del peso corporeo come la corsa/jogging e i salti.

Indicazioni dell’attivita fisica nell'osteoporosi
Nell'osteoporosi, I'attivita fisica coinvolgente il carico del peso corporeo é indicata insieme

ad altre modifiche dello stile di vita.

Effetti dell’attivita fisica sulla salute dell’osso

Effetti dell'attivita fisica regolare

Gli individui a rischio di osteoporosi (osteopenia) o con osteoporosi possono migliorare la
salute dell’osso in seguito a un periodo di attivita fisica (Tabella 1). Le sollecitazioni legate
alla gravita e alle contrazioni muscolari sono entrambe indispensabili per la salute delle
ossa. Il normale processo di rimodellamento impiega circa 4 mesi. Sono stati necessari
almeno 6 mesi di attivita fisica di rinforzo muscolare prima di rilevare un aumento della
massa ossea sia nelle donne in premenopausa che negli uomini. L'allenamento dinamico e
risultato piu efficace dell'allenamento statico. Il jogging, il salto e 'attivita di rinforzo
muscolare eseguiti a intensita da moderata a vigorosa, per 30-60 minuti al giorno, 3-5 volte
a settimana hanno mostrato effetti positivi sulla salute dell’osso indipendentemente

dall'eta.

Tabella 1. Effetti ed evidenze della regolare attivita fisica nel osteopenia e nell'osteoporosi.

Risultato Evidenze* | Riferimenti Tipo di attivita fisica
Riduzione della perdita ossea a livello ++ (3,4) Allenamento progressivo per la
del collo del femore e della colonna forza resistente degli arti inferiori.
lombare nelle donne in post-menopausa Varie tipologie di esercizio.
Riduzione del rischio di caduta nei ++++ (5) Esercizi funzionali e per
soggetti anziani 'equilibrio.
Riduzione del numero di soggetti anziani ++ (5) Esercizi funzionali e per
con fratture correlate alle cadute 'equilibrio, Tai Chi, danza,
allenamento di forza, flessibilita,
marcia e resistenza.
Riduzione della perdita ossea nei ++ (6) Allenamento progressivo per la
soggetti anziani con osteoporosi forza di tutti i maggiori gruppi
muscolari associato ad altre forme
di attivita fisica con carico.
Riduzione del rischio di caduta (6) Esercizi di equilibrio o programmi
- negli individui anziani con osteoporosi ++++ di esercizio diversificati che
- nei soggetti con frattura vertebrale includono I'allenamento della forza.
+++
Miglioramento di mobilita, equilibrio e +++ (7) Programma di esercizio
funzione fisica auto-riferita nelle +++ diversificato che include
persone con osteopenia/osteoporosi ++ 'allenamento della forza resistente,

Tai Chi, marcia, equilibrio e attivita
funzionali.

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++),

evidenza con certezza molto bassa (+).
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Attivita fisica raccomandata nell’'osteoporosi
Agli individui con osteoporosi dovrebbe essere innanzitutto raccomandata l'attivita fisica
di rinforzo muscolare in combinazione con altre attivita coinvolgenti il carico del peso
COrporeo per:

- Rallentare la perdita ossea o aumentare la densita ossea (++)

- Migliorare la qualita di vita correlata alla salute (++)
Agli individui con osteoporosi e rischio di caduta dovrebbero inoltre essere raccomandati
esercizi funzionali e per I'equilibrio al fine di:

- Ridurre il rischio di cadute (++++)
- Ridurre le fratture correlate alle cadute (++) e aumentare la mobilita (+++)

Attivita di rinforzo muscolare
in combinazione con altre attivitd coinvolgenti il carico del peso corporeo*

Numero di esercizi Ripetizioni Serie Frequenza giorni/settimana

8-10 8-12 2 2-3

*L’attivita coinvolgente il carico del peso corporeo potrebbe essere la camminata veloce o la corsa. Non sono disponibili evidenze
per raccomandare una dose specifica di tale attivita per la salute dell’osso. 8-12 ripetizioni = il carico piu pesante che puo essere
sollevato con una completa escursione del movimento per 8-12 volte (8-12 RM)

L'attivita fisica raccomandata nell’osteoporosi potrebbe non soddisfare le raccomandazioni
generali mondiali sull'attivita fisica per la salute. Se la dose di attivita fisica aerobica
consigliata non rispetta le raccomandazioni, aggiungere ulteriore attivita aerobica, se le
condizioni di salute lo permettono.

Consigli specifici per patologia

e Dovrebbero essere forniti consigli specifici su come evitare le cadute. Nel caso
dell'osteoporosi accertata, soprattutto negli anziani, si raccomanda lo svolgimento di
attivita di rinforzo muscolare adattate individualmente in combinazione ad esercizi di
equilibrio e di camminare con attenzione, specialmente quando il terreno e dissestato.

o Larisposta scheletrica al carico cresce in funzione dell'entita e della velocita della forza
applicata e aumenta se la forza ha una direzione insolita o alternante.

o [Isit-up e gli esercizi di yoga che comportano una flessione vigorosa della colonna
vertebrale possono aumentare il rischio di compressione vertebrale e dovrebbero
essere evitati.
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23. Sovrappeso e obesitd

Prevenzione

L’attivita fisica regolare € associata a un rischio ridotto di sviluppare sovrappeso e obesita
(1-3). Le raccomandazioni generali globali sull’attivita fisica per la salute possono essere
applicate, dosi superiori hanno effetti maggiori considerata la relazione dose-risposta (3).

Indicazioni dell’attivita fisica nel sovrappeso e nell’obesita
Nel sovrappeso o nell’obesita, I’attivita fisica € raccomandata insieme ad altre modifiche
dello stile di vita, soprattutto la dieta.

Effetti dell'attivita fisica nel sovrappeso e nell'obesita

Effetti acuti

L’attivita fisica stimola la scomposizione del tessuto adiposo, promuove I'ossidazione dei
grassi, riduce I'appetito dopo I'esercizio e aumenta I'insulino-sensibilita. Sia I'attivita
aerobica che di rinforzo muscolare portano comunemente all’aumento della spesa
energetica che si protrae nelle 12-48 ore dopo l'esercizio.

Effetti dell'attivita fisica regolare

Negli individui con sovrappeso e obesita 'attivita fisica regolare puo ridurre il peso
corporeo, I'indice di massa corporea (BMI, kg/m:), la percentuale di massa grassa e la
circonferenza addominale (Tabella 1). Tale attivita potrebbe essere la camminata veloce
svolta ad intensita moderata (73% della FC massima, prossima all'intensita vigorosa), della
durata di 45 minuti, 4 volte la settimana per 12-16 settimane (4). Inoltre, allenamenti
continui sul tappeto rotante o sulla bicicletta ad intensita da moderata a vigorosa per 30-60
minuti, 3-5 volte la settimana per 6-16 settimane hanno migliorato il peso corporeo e la
composizione corporea (5,6). In aggiunta, allenamenti intermittenti ad alta intensita
possono migliorare il perso, i parametri di composizione corporea (5,6) e la capacita
aerobica (5,7). In una meta-analisi non e stato riscontrato nessun effetto di un basso
volume di allenamento intermittente ad alta intensita sul peso corporeo e la composizione
corporea (7). Una sessione di yoga di 60 minuti, ogni due giorni, per 12 settimane ha
prodotto una riduzione del BMI (8). L’attivita di rinforzo muscolare puo aumentare la
massa magra e ridurre la percentuale di massa grassa (9-10).

L’attivita fisica negli individui con obesita o sovrappeso offre benefici per la salute come la
riduzione della pressione arteriosa e I'aumento della sensibilita insulinica
indipendentemente dalla riduzione del peso corporeo (3) e riduce i fattori di rischio per
malattia cardiovascolare (capitolo “Sindrome Metabolica”).

Gli interventi combinati su dieta e attivita fisica hanno mostrato nel tempo dei
miglioramenti modesti significativi sia per il calo ponderale che per i fattori di rischio
cardiovascolare (11, 12).

Tabella 1. Effetti ed evidenze della regolare attivita fisica nel sovrappeso e nell’obesita

Risultato Evidenze* | Riferimenti Tipo di attivita fisica

Peso corporeo ++ (4,5) Attivita fisica aerobica

BMI e percentuale di grasso corporeo ++ (4,5) Attivita fisica aerobica
Circonferenza vita ++ (4,6) Attivita fisica aerobica

Capacita aerobica ++ (57) Attivita fisica aerobica

*Evidenza con certezza elevata (++++), evidenza con certezza moderata (+++), evidenza con certezza bassa (++), evidenza
con certezza molto bassa (+).
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Attivita fisica raccomandata nel sovrappeso e nell’'obesita
Agli individui con sovrappeso o obesita dovrebbero essere raccomandate attivita fisica
aerobica e modifiche della dieta per:
- Ridurre il peso corporeo del 5%, che corrisponde a una variazione di peso
clinicamente rilevante (++)
- Ridurre l'indice di massa corporea (BMI), la percentuale di grasso corporeo
e la circonferenza vita (++)
- Aumentare la capacita aerobica (++)

Attivita fisica aerobica Attivita di rinforzo muscolare
. Durata Frequenza Numero e . Frequenza
Intensita N . N . . .. | Ripetizioni | Serie N .
minuti/settimana | giorni/settimana | di esercizi giorni/settimana
Moderata Almeno 300 3-7 8-10 8-12 1-3 2
oppure
Vigorosa I Almeno 150 ‘ 3-5 Ci sono alcune evidenze - si rimanda alla bibliografia
o una combinazione di intensita moderata e (9-10), specialmente qualora in combinazione con
vigorosa per almeno 180 minuti/settimana I’attivita fisica aerobica
(60 minuti 3 giorni/settimana)

Intensita moderata: 40-59 % VO2R, RPE 12-13. Intensita vigorosa: 60-89 % VO2R, RPE 14-17. VO2R = VOZmax -VO2 a riposo. 8-12
ripetizioni = il carico piu pesante che puo essere sollevato con una completa escursione del movimento per 8-12 volte (8-12 RM)

L’attivita fisica raccomandata nel sovrappeso e nell’obesita non soddisfa le
raccomandazioni generali mondiali sull'attivita fisica per la salute. Aggiungere I'attivita di
rinforzo muscolare in accordo con le raccomandazioni generali mondiali, se le condizioni di
salute lo permettono.

Consigli specifici

e Perridurre il peso corporeo sono raccomandate in combinazione I'attivita fisica e la
modifica della dieta. Esiste una relazione dose-risposta. Sono principalmente le
attivita aerobiche ad aver mostrato un effetto sul peso corporeo. L’attivita di rinforzo
muscolare da sola ha solo un effetto marginale sul peso corporeo. Tuttavia, una
combinazione di attivita aerobica e di rafforzamento muscolare puo essere benefica.

e Dopo un calo ponderale considerevole, € raccomandato il mantenimento di abitudini
alimentari salutari in combinazione con un'elevata dose di attivita fisica al fine di
mantenere il nuovo (e inferiore) peso corporeo. L’attivita fisica aerobica con intensita
da moderata a vigorosa mostra risultati maggiori sul mantenimento del peso
corporeo rispetto alle attivita di rinforzo muscolare. Sono raccomandati almeno 300
minuti alla settimana (13-15), che possono essere svolti, ad esempio, con una
passeggiata quotidiana di 60 minuti per almeno 5 giorni alla settimana.

e Individui con sovrappeso o obesita possono presentare limitazioni fisiche e altre
problematiche che limitano la loro partecipazione ai programmi di attivita fisica.
Pertanto, € importante individuare delle attivita che siano realistiche per I'individuo.
Iniziare con bassi livelli di attivita ed aumentare gradualmente la durata e I'intensita
raccomandato per evitare gli infortuni, il dolore ai muscoli e alle articolazioni e una
riduzione della motivazione. Puo avere un notevole valore 'invio in consulenza a un
chinesiologo, un fisioterapista o un altro professionista sanitario con rilevanti
conoscenze.

e Gli individui con sovrappeso o obesita e la concomitanza di una patologia
cardiovascolare o segni relativi, dovrebbero ricevere un trattamento ottimizzato per
la patologia cardiovascolare prima di intraprendere un programma di attivita fisica.
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Lithuanian

Viesoji jstaiga Centro Poliklinika, Vilnius, Lithuania

Kasparas Aleknavicius, kasparas.aleknavicius@pylimas.lt
Erika Mazeikaite, erika.mazeikaite@pylimas.lt

Martynas Bartkevicius, martynas@vertimuguru.lt

Giedré Macéniené, Giedre.maceniene@pylimas.lt

Sis dokumentas yra projekto ,,847174 / EUPAP dalis, projektq finansuoja Europos Sgjungos
Sveikatos programa (2014-2020). Sio dokumento turinys pristato tik autoriy nuomone ir yra
visiska autoriy atsakomybé; jis neatspindi Europos Komisijos ir (arba) Vartotojy, sveikatos,
Zemeés ukio ir maisto programy vykdomosios jstaigos (CHAFEA) ar kurio nors

kito Europos Sgjungos kiino nuomoneés. Europos Komisija ir Agenttira neprisiima jokios
atsakomybés uz siame leidinyje pateikiamos informacijos panaudojimgq.

Note: From 1 April 2021 the Health Programme was delegated to the newly created European
Health and Digital Executive Agency (HaDEA).
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Pratarmeé Svedijos fizinio aktyvumo specialisty asociacijoms

Reguliari fiziné veikla pasiZymi gerai dokumentuotu prevenciniu ir gydymo poveikiu sergant
jvairiomis ligomis, pavyzdZiui, diabetu, Sirdies ir kraujagysliy ligomis, II tipa diabetu, tam tikros
rusies véziu ir depresija, be to, ji prisideda prie geros savijautos. Fizinés veiklos padidéjimas
gali turéti teigiamos jtakos Zmogaus sveikatai.

Sveikatos apsaugos sistema labai skatina didinti populiacijos fizinj aktyvuma. Dauguma Zmoniy
reguliariai kreipiasi j sveikatos apsaugos institucijas ir daznai pasitiki gydytojy patarimais dél
ju sveikatos. Sveikatos apsaugos darbuotojai turi pasiekti sésliausias visuomenés grupes,
pavyzdZiui, vyresnio amZiaus asmenis ar létinémis ligomis sergancius asmenis. Lyginant su
medikamentiniu gydymu, fizinio aktyvumo pasitelkimo gydymui nauda yra galimybé leisti
pacientams pasijausti aktyviai dalyvaujanciais savo paciy gydyme. Tai juos gali paskatinti
prisiimti atsakomybe uZ savo paciy sveikata. Todél fizinés veiklos rekomendavimas turi buti
tokia iprasta praktika, kaip ir medikamentinio gydymo rekomendavimas.

Siekiant tai jgyvendinti, sudaryta FYSS-short glausta, atnaujinta, jrodymais pagrista FYSS
(Fizinis aktyvumas ligy prevencijoje ir gydyme) vadovo versija. FYSS sukurtas kaip priemoné
licencijuotam sveikatos apsaugos personalui, siekiant palengvinti fizinio aktyvumo
rekomendavima. FYSS yra pagrindinis Svedijos fizinio aktyvumo rekomendavimo (PAP-S)
metodas, kurj kaip geriausiag praktika, kurig reikia igyvendinti kitose ES valstybése narése,
pasirinko Europos Komisija. PAP-S modelio perdavimas remiamas EUPAP projektu.

FYSS-short pateikiamos 32 diagnozés, sistemingai nurodyta vienoda terminologija ir taip
vadinamose rekomendacijy lentelése pateikiamos jrodymais pagristos rekomendacijos. GRADE
(Rekomendacijy, jvertinimo, plétros ir analizés vertinimo) sistema buvo naudojama vertinant
jrodymy kokybe ir sudarant klinikinés praktikos rekomendacijas.

Svedijos fizinio aktyvumo profesionaly asociacijos iniciatyva FYSS vadovas i$leistas 2003 m., o
2017 m. pasirodé treéiasis leidimas (1). Siuo metu Svedijos sveikatos apsaugos sistemoje FYSS
laikoma jgyvendinta koncepcija. FYSS naudingas ir fizinés veiklos organizatoriams, kurie dirba
pagal rekomenduojama fizine veiklg, bei Svietimo institucijoms, pavyzdZziui, kolegijoms ir
universitetams, kurie telkiasi j sveikatos mokslus ir visuomenés sveikata.

Nuoroda
1. Fizinio aktyvumo specialisty asociacijos, Fizinis aktyvumas ligy prevencijoje ir gydyme,
FYSS 2017 (Svedy kalba: Fysisk aktivitet i sjukdomsprevention och sjukdomsbehandling, FYSS
2017). Leidimas: Stahle A, Hagstromer M, Jansson E. Likartidningens forlag AB. ISBN:978 -91 -
981711-2-9

2019 m. gruodis (versija angly kalba)

Margareta Emtner, Professor Emerita, PhD, RPT, Department of Neuroscience, Physiotherapy,
Uppsala University, Uppsala, Sweden

Maria Hagstromer, Professor, PhD, RPT, Department of Neurobiology, Care Sciences and
Society, Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden

Eva Jansson, Professor Emerita, PhD, MD, Department of Laboratory Medicine, Clinical
Physiology, Karolinska Institutet, Stockholm, Sweden
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lvadas

Siekiant palengvinti fizinés veiklos rekomendavimg, Siuo metu teikiamos rekomendacijos
sergant jvairiomis ligomis buvo sistemingai surinktos dviejuose kiekvienai diagnozei
skirtuose puslapiuose, pasitelkiant vienodg struktiirg ir terminologija. FYSS santraukoje
fizinio aktyvumo rekomendacijos taikomos suaugusiems, t. y. asmenims nuo 18 mety
amziaus. Tac¢iau rekomendacijos sergant astma taikomos ir jaunesniems pacientams. FYSS
santraukoje ,fiziné veikla“ naudojama kaip bendras terminas, jskaitant visus fizinés veiklos
tipus ir intensyvuma. Kartais vietoj fizinés veiklos naudojamas terminas ,pratimai“, kai
aprasomos tam tikros studijos ir tam tikros reabilitacijos programos. Zr. 1 prieda
(Terminologijos sarasas).

FYSS santraukos skyriy struktira

FYSS santraukoje visi diagnoziy skyriai pasiZymi identiska struktiira su penkiais skirsniais:
Prevencija, Indikacijos, Fizinés veiklos poveikis, Rekomenduojama fiziné veikla ir Patarimai
pagal diagnoze.

Prevencija

Siame skirsnyje nurodoma, ar fiziné veikla siejama su sumazinta tam tikros ligos
atsiradimo rizika. Nurodoma, kada rizikos maZinimui galima taikyti bendrg pasauline
fizinio aktyvumo sveikatingumui skatinti rekomendacija (1, 2). Pagal Sias bendrasias
rekomendacijas, suaugusieji turi per savaite atlikti bent 150 minuciy vidutinio
intensyvumo arba bent 75 minuciy didelio intensyvumo aerobikos fizine veiklg arba
atitinkama vidutinio ir didelio intensyvumo fizinés veiklos kombinacijg (3, 4). Be to, 2 ar
daugiau dieny per savaite rekomenduojama atlikti raumeny stiprinimo pratimus (3, 4).

Fizinés veiklos indikacijos

Siame skirsnyje nurodoma, ar fiziné veikla taikoma tam tikrai diagnozei, t. y. sriciai, kai
fiziné veikla yra efektyvi. Be to, nurodoma, kaip fizinés veiklos intervencijos yra susijusios
su kitais gyvenimo budo pakeitimais, potencialiu farmakologiniu ir ne farmakologiniu
gydymu. Nurodoma, ar indikacija taikoma tam tikram diagnozés laipsniui ar potipiui.

Fizinés veiklos poveikis

Sj skirsnj sudaro du poskirsniai: ,Greitas poveikis“ ir ,Reguliarios fizinés veiklos poveikis*.
Greitas poveikis apibréziamas kaip poveikis, kuris pasireiskia treniruociy sesijos metu, ir
kaip vienos treniruotés sesijos poveikis, kuris gali testis iki 48 valandy po pratimy.
Reguliarios fizinés veiklos poveikis apibréZiamas kaip pakartotiniy fizinés veiklos sesijuy
poveikis. Poskirsnyje ,,Reguliarios fizinés veiklos poveikis“ apraSomi sisteminés literatiiros
apzvalgos rezultatas. Nurodomi visi statistiSkai reikSmingi rezultatai, kai yra bent maZzo
patikimumo jrodymy (++). Kai kuriais atvejais nurodomi nereikSmingi rezultatai, jei gauti
jrodymai buvo svaris. Taip pat kai kuriais atvejais nurodomi labai maZo patikimumo
rezultatai (++), jei jie buvo labai reikSmingi tam tikroms diagnozéms. Kiekvieno diagnozei
skirto skirsnio 1 lenteléje rezultatai iSvardyti patiekiant jrodymuy lygij, nuorodas i
reikSmingas studijas ir su rezultatais susijusius fizinio aktyvumo tipus. Visi 1 lenteléje
nurodyti rezultatai yra reikSmingi ir sudaro rekomendacijos pagrinda.
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Rekomenduojama fiziné veikla

Siame skirsnyje pateikiamos jrodymais pagrjsto gydymo fizine veikla rekomendacijos esant
tam tikrai diagnozei. Fiziné veikla kaip gydymas apima sveikatos saugojimga, atkryciy
prevencija, ligos progreso sumazinimg, simptomy palengvinimg ir (arba) funkciniy
apribojimy sumazinimg didinant kuno iStverme ir stiprumg. Rekomendacijos visy pirma
grindZiamos tam tikry fizinés veiklos programy, esant tam tikroms diagnozéms, studijomis.
Jvairiy rezultaty moksliniai jrodymai pristatomi ne tik Siame skirsnyje, bet ir ankstesnio
skirsnio ,Fizinés veiklos poveikis“ 1 lenteléje. Pacientams su tam tikromis diagnozémis
fiziné veikla rekomenduojama ir siekiant iSvengti kity ligy bei islaikyti funkcionalumg ir
gerg savijauta. Todél vienodos rekomendacijos buvo sukurtos ir gydymui, ir prevencijai.
Tai supaprastina rekomendavimg ir galimai padidina rekomendacijy laikymosi tikimybe.
Siekiant sukurti vienodas rekomendacijas, jvairios fizinés veiklos apimtys ir tipai
kiekvienai diagnozei, kaip nurodoma literatiiros apzvalgoje, buvo palyginti su pasaulinémis
fizinio aktyvumo sveikatai gerinti rekomendacijomis. Tais atvejais, kai rekomendacijos
daugiausia atitiko, bendra rekomendacija ar kiek pakeista jos versija buvo pasirinkta kaip
rekomendacija esant tam tikrai diagnozei.

Sio skirsnio pabaigoje nurodoma, ar esant tam tikrai diagnozei rekomenduojama fiziné
veikla atitinka bendras pasaulines fizinio aktyvumo rekomendacijas ligy prevencijai. Jeigu
tam tikrai diagnozei esant rekomenduojama fiziné veikla nesutampa su bendromis
pasaulinémis rekomendacijomis, ,papildoma fiziné veikla“ rekomenduojama tam, kad bty
laikomasi bendry rekomendacijy, jei paciento buklé tai leidZia. PavyzdZiui, pacientams,
kenciantiems nuo nerimo sutrikimy, remiantis pagrjstais jrodymais, rekomenduojama
aerobika, bet néra jrodymy, patvirtinanciy, kad raumeny stiprinimo veikla galéty sumazinti
nerimg. Todél raumeny stiprinimo veikla nejtraukiama j pagal diagnoze teikiamus
patarimus. Taigi pacientams, kurie kencia nuo nerimo sutrikimy, raumeny stiprinimo
veikla rekomenduojama raumeny funkcijai iSlaikyti.

IS kitos pusés, pacientams, kurie serga osteoporoze, rekomenduojama jrodymais pagrista
raumeny stiprinimo fiziné veikla ir sunkumy kilnojimas, bet néra jrodymy, kad aerobika
galéty sumazinti osteoporozés simptomus. Todél aerobika nejtraukiama j pagal diagnoze
teikiamus patarimus. Taigi nuo osteporozés kenciantiems pacientams aerobika
rekomenduojama siekiant isSlaikyti fizine bukle ir galimai iSvengti kity létiniy ligy,
pavyzdZiui, Sirdies ir kraujagysliy ligy ar diabeto. Taciau reikéty pabréZti, kad fizinés
veiklos rekomendavimas siekiant iSvengti kity, nuo esamos diagnozés nepriklausomy ligy,
daugiausia grindziamas klinikine patirtimi ir pagristomis prielaidomis, nes yra kelios
paskelbtos studijos.

Vienody rekomendacijy kiirimas esant jvairioms ligoms, kaip jau buvo nurodyta, leidzia ir
supaprastina fizinés veiklos rekomendavima esant daugiau nei vienai diagnozei. Siekiant
gauti daugiau informacijos apie rekomendacijas, kurios teikiamos esant tam tikrai
diagnozei, patariama perskaityti skirsnj ,,Patarimai pagal diagnoze“.

JSIDEMEKITE, kad pradedant rekomenduojama fizine veikla, reikia:

a) Apéilti ir atvésti;
ApSilimo ir atvésimo laikas nejtraukiamas j rekomenduojama fizine veiklg esant tam
tikroms ligoms. Tai reiskia, kad prie kiekvienos individualios pratimy sesijos reikia
pridéti apSilimo (atvésimo) laika, ir toks laiko pridéjimas kiekvienu atveju gali skirtis
nuo, pavyzdziui, pasirinkto intensyvumo, esamos paciento biiklés ir individualiy
veiksniy.
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b) Fizinés veiklos progresavimas sesijy metu ir tarp jy:

Sesijos metu: Kai kuriems asmenims / diagnozéms gali biiti labai svarbu pradéti mazu /
vidutiniu intensyvumu pries$ didinant jj iki vidutinio / didelio. Tarp sesijy: Pirminé
rekomenduojama fizinés veiklos apimtis turi blti maZesné nei rekomenduojama esant
tam tikrai diagnozei.

c) Rekomenduojamas aerobinio fizinio aktyvumo intensyvumas yra vidutinis, didelis arba
vidutinio ir didelio intensyvumo derinys, pvz., "pvz., 90 min. per savaite ar daugiau (30
min. 3 dienas per savaite)". 90 min. per savaite yra pagrista atsitiktiniy im¢iy (RCT)
tyrimais, kuriais remiantis parengtos konkrec¢ioms diagnozéms skirtos
rekomendacijos, ir atitinka bendrgjga rekomendacijg skirti 2/3 laiko energingam
intensyvumui (Borg 14-17) ir 1/3 laiko- vidutiniam intensyvumui (Borg 12-13).

Patarimai pagal diagnoze

Siame skirsnyje pateikiami patarimai pagal diagnoze, kuriy itin svarbu laikytis (Zr. 2-3
prieda). Patarimai pagristi tarptautine klinikine ekspertize. Patarimuose nurodyta
bitinybé atlikti medicinine apziiirg pries pradedant fiziniy treniruociy laikotarpj, veiklos
apimtis, rusis, intensyvumo reguliavimas, apSilimas / atvésimas, progresavimas, vaistai,
skausmas, motyvacijos ir mitybos klausimai bei jranga. Taip pat patariama dél medicininés
prieziiros (pvz., EKG - stebésenos), instruktoriaus vedamy treniruociy, fiziniy uzsiémimy
organizavimo, kurj atlieka medicininj iSsilavinimg turintys darbuotojai, pvz.
kineziterapeuto ar fizinio kriivio specialistas. Pasirinkimas priklauso nuo vietiniy taisykliy,
teisés akty ir tradicijy, o toliau tekste kaip pavyzdys minimas kineziterapeutas.

Kada naudotis FYSS santrauka?

FYSS santraukoje rekomenduojama fiziné veikla gali buiti naudojama kaip gairés fizinés
veiklos rekomendacijoms pacientams, nesikliaunant sveikatos apsaugos sistema,
pavyzdZziui, kaip PAP-S, kai nereikia medicininés, Kineziterapeuto ar trenerio prieZzitros.
Tokios rekomendacijos gali biiti naudojamos prevencijos tikslais, kaip pirmasis gydymo
budas ar kito medikamentinio gydymo arba reabilitacijos papildas. Taip pat FYSS
santrauka gali buti naudojama kaip individualios fizinés veiklos rekomendavimas
reabilitacijos programose sveikatos apsaugos sistemoje, pavyzdziui, kai svarbu, kad
treniruotes vesty kineziterapeutas. Be sveikatos apsaugos sistemoje teikiamy
rekomendacijy, fiziné veikla gali buti rekomenduojama pabaigus reabilitacijos programa.

Rizikos jvertinimas

Bendrai fizinés veiklos nauda yra didesné uZ rizika. Tac¢iau treniruojantis gali kilti
padidéjusi Sirdies ir kraujagysliy ligy komplikacijy rizika, net jei absoliuti rizika yra maza.
Todél labai svarbu nustatyti rizika keliancius veiksnius (5). Tokie veiksniai yra:

e Sirdies ir kraujagysliy ligos bei jy poZymiai, taip pat kitos ligos, pavyzdziui, diabetas,
letiné inksty liga, depresija ir 1étinés uzdegiminés ligos, susijusios su padidéjusia
Sirdies ir kraujagysliy ligos rizika.

¢ Intensyvi fiziné veikla, jei sékmingai nesiadaptuojama prie intensyvumo tarp sesijy
ar jy metu.

e ReikSmingai padidéjes kraujo spaudimas ar kraujo lipidy koncentracija ir (arba)
keliy Sirdies ir kraujagysliy ligy rizikos veiksniy buvimas.

Rekomenduodami fizine veiklg, visada jvertinkite Sirdies ir kraujagysliy ligy komplikacijy
galimybe. Fizine veiklg rekomenduojantys asmenys nusprendZia, ar prie$ imantis fizinés
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veiklos, reikia atlikti sveikatos tyrimus. Jei jtariama negydoma ar netinkamai gydoma
Sirdies ir kraujagysliy liga, tuomet reikia pasikonsultuoti su atitinkamg kvalifikacija
turinciu gydytoju.

Absoliucios vidutinio ar didelio intensyvumo fizinés veiklos kontraindikacijos

1) Neseniai pasireiSkes reikSmingas pokytis elektrokardiogramoje:
2) Neefektyviai gydoma kriitinés angina;

3) Nekontroliuojami Sirdies ritmo sutrikimai;

4) Sunki aortos stenozé;

5) Neefektyviai gydomas Sirdies nepakankamumas;

6) Uminé plautiy embolija;

7) Uminis miokarditas;

8) Itariamas / Zinomas aneurizmos plySimas;

9) Uminé sisteminé infekcija.

Vertinimas ir analizé

Vertinimas, stebéjimas ir analizé reikalingi siekiant uZtikrinti gydymo poveikj ir kokybe.
Rekomenduojami Sie daznai naudojami klinikinio vertinimo instrumentai, kuriuos reikéty
pasitelkti pries ir po fizinio aktyvumo laikotarpio ir pakartoti ilgalaikio stebéjimo metu.

Fizinis aktyvumas
¢ Klausimyne nurodo pats pacientas;
e Judesio jutikliai.
Funkcionalumas / pajégumas
e 6 minuciy vaiksciojimo testas;
e Submaksimalaus fizinio krivio tyrimas (treniruoklis-dviratis, bégimo takelis);
¢ Rankos suspaudimo jéga;
e Kiti reikSmingi funkcionalumo ar pajégumo tyrimai.
Diagnozei reik§mingi Zymenys
e Kraujo (Slapimo) tyrimai;
e Liemens apimtis;
e Liemens ir kluby apimties santyKkis;
e Kiuno svoris;
e Kino masés indeksas.
Su sveikata susijusi gyvenimo kokybé
e Trumpa (36) su sveikata susijusi apklausa (SF-36);
e EuroQol su sveikata susijusi apklausa (EQ5D).

Potencialiis mechanizmai

PrieSingai nei vaistai, su fiziniu aktyvumu susije mechanizmai laikomi daugiafunkciniais, t.
y. daugybé skirtingy lygiy mechanizmuy: nuo molekulinio iki sisteminio lygmens. Dauguma
ju yra budingi jvairiems fizinés veiklos tipams ir daro jtaka jvairioms ligoms, nors yra tokiy,
kurie budingi tik vienai fizinei veiklai ir tik tam tikrai diagnozei.

Kiino adaptavimasis prie fizinés veiklos prasideda veikiant keliems molekuliniams
procesams, susijusiems su, pavyzdZiui, energijos sistema, mechaniniu kriiviu, nedideliu
létiniu uzdegimu, oksidaciniu stresu ir azoto oksido apykaita. Savo ruoZztu Sie procesai
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paveikia, pavyzdZiui, baltymy perdavimg, mitochondrijas, nervy sinapses, nervy Iasteles,
kraujagysles ir kauly audinius bei taip vadinamgsias kamienines Igsteles, 1gsteles, kurios
regeneruojasi jvairiuose audiniuose. Galiausiai fizinés veiklos poveikis matomas organy ir
ju sistemy lygmenyse, pavyzdziui, padidéjes sistolinis tiris ir audiniy perfuzija, pageréjes
deguonies perneSimas ir kiino sudéjimas.

Apibendrinant dél adaptacijos pageréja gliukozés kraujyje reguliavimas, kraujo spaudimas
ir kraujo kreSumas, sustipréja skeletas, pageréja fiziné buklé, sustipréja raumenys ir
kognityviné funkcija. Siy aprasyty procesy reguliavimo stoka laikoma bendru ligos
vystymosi ir progresavimo mechanizmu.

Sisteminé literatiiros apzvalga

Buvo ieSkoma iki 2019 m. geguZés-lapkricio skelbtos literatiiros. Visy pirma ieSkota
sisteminiy apZvalgy su metaanalizémis ir véliau atlikti atsitiktiniy imciy tyrimai. Buvo
atliktas kiekvieno straipsnio kokybés jvertinimas, kiekvieng gautg jrodyma vertinant pagal
GRADE sistemga (Grading of Recommendations, Assessment, Development and Evaluations)
(6). Tokie duomenys prieinami pateikus praSyma. [rodymy vertinimui, pasitelkti keturi
lygmenys: *Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++),
mazo patikimumo jrodymai (++), labai maZo patikimumo jrodymai (+). Didelio patikimumo
jrodymai reiskia, kad rizika, jog nauji tyrimai paneigs iSvadas, yra maza. Mazo patikimumo
jrodymai reiskia, kad rizika, jog nauji tyrimai paneigs iSvadas, yra didelé. Labai maZo
patikimumo jrodymai reiskia, kad metodo taikymui reikia atlikti daugiau tyrimy.
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Diagnoziy skyriai

Irodymy ir pagal diagnoze teikiomy fizinés veiklos
rekomendacijy santrauka 14 diagnozéms

5. Létinis nugaros ir kaklo skausmas

Prevencija

Vidutinio sunkumo reguliari fiziné veikla siejama su létinio nugaros ir kaklo skausmo
atsiradimo rizikos sumazinimu. Taciau ir mazas, ir didelis fizinis aktyvumas gali biti
siejamas su padidéjusia rizika (1, 2).

Fizinés veiklos indikacijos kenéiantiems nuo létinio hugaros ir kaklo

skausmo

Kenciantiems nuo nugaros / kaklo skausmo rekomenduojama specialiai pritaikyta fiziné
veikla kartu su kitais gyvenimo budo pakeitimais, kai skausmas yra specifinis ir
nespecifinis. Fizinio aktyvumo poveikiai kenciantiems nuo létinio nugaros ir kaklo skausmo

Greitas poveikis
Kaip greitas fizinio aktyvumo poveikis apraSoma hipoalgezija, hiperalgezija arba iSliekantis
toks pat skausmas (3).

Reguliarios fizinés veiklos poveikis

Be pozityvaus poveikio mazinant skausmg ir didinant veiklumg (1 lentelé), Zinomi judéjimo
baimés, veiklumo, gyvenimo kokybés ir bendro atsigavimo jausmo poveikiai. Daugumoje
apzvalgy jtraukiamos studijos, kuriy metu pacientams buvo nurodyta uzsiimti vidutinio
intensyvumo raumeny stiprinimo fizine veikla; 8-15 RM, 1-3 grupés, 2-3 kartai per savaite.
Aerobika uzsiéme pacientai treniravosi vidutiniu intensyvumu; RPE Borg 10-12, 45-60
minuciy, kelis kartus per savaite. UZsiimant kitokiy tipy fizine veikla, pavyzdZiui, motorinés
kontrolés pratimais, pilateso treniruotémis, vandens treniruotémis ir joga, intensyvumas
buvo nustatytas individualiai ir palaipsniui didinamas (4). Visose studijose, kuriose tirta
visy tipy fiziné veikla, treniruociy laikotarpis tesési 6 savaites ir ilgiau. Nebuvo pakankamai
aukstos kokybés jrodymuy, kuriais remiantis, kuris nors tipas (aerobika, raumeny
stiprinimo veikla ar motorinés kontrolés pratimai) ar ant Zemés ar vandenyje buty
iSskirtas ar atmestas. Buvo keli neigiami fizinés veiklos rezultatai, iS kuriy dauguma buvo
susije su padidéjusiu tinimu ar raumeny skausmu, bet jis nusliigdavo po keliy dieny ar
savaiciy (5).
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1 lentelé Fizinés veiklos poveikis ir

rodymai kenciantiems nuo létinio nugaros ir kaklo skausmo.

Rezultatai Irodymai* | Bibliografija Fizinés veiklos tipas
Nugara | Skausmas ++++ (5-17) Raumeny stiprinimo veikla
+++ (7-8,17) Aerobika
e+ (18-29) Motorinés kontrolés pratimai, pilatesas
++ (30-36) Vandens pratimai, joga, kasdieniai
pasivaikSc¢iojimai
Funkcija +++ (6-17) Raumeny stiprinimo veikla
+++ (7-8,17) Aerobika
+++ (18-29) Motorinés kontrolés pratimai
++ (30-36) Vandens pratimai, joga, kasdieniai pasivaiksciojimai
Kaklas | Skausmas +++ (37-42) Raumeny stiprinimo veikla
++ (37-40) Aerobika, motorinés kontrolés pratimai, joga,
++ (43-46) vandens pratimai
Funkcija +++ (40-41) Raumeny stiprinimo veikla
++ (40) Aerobika
++ (43-46) Motorinés kontrolés pratimai, joga

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), maZo patikimumo jrodymai (++), labai

mazo patikimumo jrodymai (+).

Rekomenduojama fiziné veikla kenéiantiems nuo létinio nugaros ir kaklo

skausmo

Asmenims, kurie kencia nuo létinio nugaros ir kaklo skausmo, rekomenduojama
raumeny stiprinimo veikla ir (arba) specifinés pratimy programos motorinei kontrolei,

siekiant:

- sumazinti skausmg (+++ ir ++++)
- padidinti funkcinj pajégumag (+++)

Asmenims, kurie kencia nuo létinio nugaros skausmo, rekomenduojama uzsiimti aerobine

fizine veikla, siekiant:

- sumazinti skausmg (++ iki +++)
- padidinti funkcinj pajéguma (+++)

Asmenims, kurie kencia nu létinio nugaros ir kaklo skausmo, rekomenduojama uZsiimti

aerobikos fizine veikla, siekiant:
- sumazinti skausmag (++)

- padidinti funkcinj pajéguma (++)

Aerobika Raumeny stiprinimo veikla
[ntensvvumas Trukmé Daznumas Pratimy Pakartoiimai | Grupes | .. DaZnumas N
yv Minutes/savaité | Dienos/savaité | skaicius J P€S IDienos / savaite
Vidutinis Bent 150 3-7 8-10 8-15 1-3 2-3

Specifinés pratimy programos: Motorinés kontrolés pratimai*, pilatesas, joga

Intensyvumas

Trukmé
Minuteés / savaité

Daznumas
Dienos / savaité

Individualus, sudétingumas
palaipsniui didéja

45-60 minuciy sesijos

2-3 kartai / savaité bent 6 savaites
Pratimai namuose kelis kartus per
savaite

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 ilsintis.
8-15 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-15 karty (8-15 RM). *Motorinés

kontrolés pratimai - MKP.
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Rekomenduojama fiziné veikla asmenims, kurie kencia nuo létinio nugaros ir kaklo
skausmo, nejgyvendina pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy.
Pridékite aerobika ir raumenis stiprinancia fizine veiklg, jei leidZia sveikatos buklé.

Patarimai pagal diagnoze

e Svarbu jvertinti gretutines ligas ir tokius poZymius ir simptomus kaip luZziai, augliai ir
kitos rimtos buklés. Individuali rekomendacija (fizinés veiklos tipas, kiekis ir kriivis)
turi buti teikiamos pagal paciento ir terapeuto norus ir terapeuto pasiruosima, tokia
veiklg turi stebéti medicininj iSsilavinimg turintis terapeutas. Terapeutas turi stebéti
fiziniy funkcijy ir skausmo lygj, kad galéty pritaikyti treniruoc¢iy programa, pasiekti
optimaly progresa ir galiausiai padéti pasveikti. Svarbu islaikyti tinkama judéjimo
kokybe.

e Baimé, kad fizinés veiklos metu atsiras ar sustiprés skausmas, yra pakankama
priezastis pacientui atsisakyti fizinés veiklos. Jei kenciama nuo létinio kaklo ir
nugaros skausmo, itin svarbu islikti aktyviam, dalyvauti kasdienéje veikloje ir vengti
lovos, nes judéjimo baimé gali neleisti pasveikti. Sudarydamas treniruociy programa,
terapeutas turi j $j aspektq atsizvelgti.

240



8. Vainikiniy arterijy liga

Prevencija

Reguliari fiziné veikla siejama su mazéjancia vainikiniy arterijy ligos atsiradimo rizika
(1,2). Galima taikyti bendrg pasauline fizinio aktyvumo sveikatingumui skatinti
rekomendacija.

Fizinés veiklos indikacijos kenc¢iant nuo vainikiniy arterijy ligos
Jei vainikiniy arterijy liga yra stabili, fiziné veikla rekomenduojama, jskaitant kitus
gyvenimo buido pakeitimus, nepriklausomai nuo farmakologinio ar invazinio gydymo.

Fizinés veiklos poveikis kenc¢iant nuo vainikiniy arterijy ligos

Reguliarios fizinés veiklos poveikis

Pacientai, kurie kencia nuo vainikiniy arterijy ligos, gali sumaZinti mirtinguma ir laika
ligoninéje bei pagerinti fizine kiuno bukle ir raumeny stipruma, jei dalyvauja pratimais
pagristoje kardiologinéje reabilitacijoje (exCR) (1 lentelé). ExCR (,kardiologiné
reabilitacija“) sudaro aerobika ir (arba) raumeny stiprinimo veikla. Aerobikos fiziné veikla
bidavo paprastai atliekama ant apvalaus ergometro (aerobika / ritminé gimnastika), ant
bégimo takelio arba kaip pratimy grandis, tesiant arba intervalais. Aerobikos fizinés veiklos
trukmeé skyreési kiekvieno bandymo metu; bendrais bruozais aerobika buvo uzsiiminéjama
60-85 proc. VO2 max intensyvumu arba 70-95 proc. didZiausio pulso, 30-60 minuciy, 3-5
kartus per savaite, nuo 3 iki 6 ménesiy. Raumeny stiprinimo veikloje pasitelkti 8-10
apatiniy ir (arba) virSutiniy galiiniy pratimy 40-80 proc. 1 didZiausio pakartojimo, 10-15
karty, 1-3 grupés, 2-3 kartai per savaite, nuo 3 iki 6 ménesiy. Didelio intensyvumo
treniruotés su intervalais gali VO2 max pagerinti labiau nei vidutinio intensyvumo
nuolatinés treniruotés. Taciau Sis jsitikinimas paneigtas palyginus izokalorinj protokolg
(3).

Dél derinamos aerobikos ir raumeny stiprinimo veiklos VO2 max pageréja, lyginant su
aerobikos ar raumeny stiprinimo veiklos rezultatais, kai Siomis veiklomis uZsiimama
atskirai (4, 5). Palyginus su nesitreniruojanciais pacientais, mirtingumo nuo vainikiniy
arterijy ligos rizika buvo RR 0.74 (95%CI 0.54 iki 0.86). Asmenims, kurie kenc¢ia nuo
anginos, exCR padidinta bendra ar Sirdies ir kraujagysliy ligy mirtingumo statistika bei
laikas ligoninéje nezinomas dél nedidelio tyrimy skaic¢iaus ir maZos jy apimties (6).
Atsizvelgiant j rezultaty matavimy ir ataskaity teikimo metody nevienalytiSkuma, nebuvo
pranesta apie su sveikata susijusios gyvenimo kokybés jrodymy tvirtuma (6,7).

1 lentelé Reguliarios fizinés veiklos, kenc¢iant nuo vainikinés arterijy ligos, poveikis ir jrodymai.

Rezultatai Jrodymai* Bibliogrdfija Fizinés veiklos tipas
Mirtingumas nuo vainikiniy et 7 Aerobika ar aerobika suderinta su
arterijy ligos > 12 ménesiy raumeny stiprinimo veikla

Laikas ligoninéje -+ 7) Aerobika ar aer.ob.ikfol suder.inta su
raumeny stiprinimo veikla

Gera fizine biikle et (8) Aerobika ar aer_ob@kg suder.inta su
raumeny stiprinimo veikla

Raumeny stiprumas ++ (5) Raumeny stiprinimo fiziné veikla

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), maZzo patikimumo jrodymai (++), labai mazo
patikimumo jrodymai (+).
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Rekomenduojamafiziné veikla kenéiant nuo vainikiniy arterijy ligos

Asmenims, kurie kencia nuo stabilios vainikiniy arterijy ligos, rekomenduojama aerobika ir
raumeny stiprinimo veikla dél:

- SumaZéjusio mirtingumo nuo vainikiniy arterijy ligos (+++) ir ligoninéje praleisto
laiko (++)
- Pageréjusios kiino buklés (++++) ir raumeny stiprumo (++)

Aerobika Raumeny stiprinimo veikla
. Y . Daznumas
Intensyvumas . Trukme . .Daznumas. . Pra_tlvr_nq Pakartojimai | Grupés Dienos /
Minutes/savaité | Dienos/savaité | skaiCius savaite
s | pentoo
vidu .
aktyvi (fiziné (Pvz_ 30-.6-0 min 3-5 8-10 10-15 1-3 2-3
veikla) / sesija)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO02 ilsintis,
10-15 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 10-15 karty (10-15 RM).
Rekomenduojama fiziné veikla kenc¢iant nuo vainikiniy arterijy ligos atitinka bendras
pasaulines fizinés veiklos sveikatingumui rekomendacijas, todél papildomos
rekomendacijos nereikalingos.

Patarimai pagal diagnoze

e Asmenims, kuriems nustatyta vainikiniy arterijy liga, atliekami tyrimai, kuriy metu
daromas pagal simptomus sudarytas jautrumo pratimams testas, jskaitant
elektrokardiogamag ir raumeny funkcijy tyrima, kurj privalo atlikti kineziterapeutas
ar kitas pakankamai Ziniy turintis sveikatos specialistas, taip siekiant rekomenduoti
tinkama fizine veikla.

e Po uminio koronarinio atvejo svarbu kuo jmanoma greiciau pradéti treniruotis pagal
elektrokardiogramos rezultatus.

¢ Fizine veikla medikai privalo stebéti tol, kol asmens vainikiniy arterijy liga nebus
stabilizuota.

e Fiziné veikla gali buti vyvkdoma nuolat ar intervalais, priklausomai nuo paciento nory.

e Pratimy metu svarbu atkreipti démes;j j aritmijg ar nenormaly kraujo spaudimag, taip
pat j tokius simptomus kaip dusulys, galvos svaigimas ar skausmas kritinés viduryje,
kuriuos pajutus, pratimus reikia nutraukti (Zr. Jvade iSvardytas kontraindikacijas).

e Asmenims, kurie kencia nuo vainikiniy arterijy ligos, paprastai reikia pagalbos ir
paskatinimo pradéti bei testi fizine veiklg bei iSlaikyti gerg kiino bukle.

e Aerobikos ir raumeny stiprinimo pratimy programa rekomenduojama atlikti kaip
kardiologinés reabilitacijos programos dalj, tik treniruojantis arba kartu keiciant ir
kitus gyvenimo biido bruoZus. Pratimai atliekami arba ligoninéje, kurioje pacientas
gydosi, arba derinant juos su pratimais namuose. UZbaigusiems exCR programa
pacientams rekomenduojama fizine veikla uZsiimti visa gyvenima, kad iSlaikyty
geresne fizine bukle.

242



10. Depresija

Prevencija

Reguliari fiziné veikla mazina depresijos simptomuy atsiradimo rizika (1). Galima taikyti
bendra pasauline fizinio aktyvumo sveikatingumui skatinti rekomendacija.

Fizinio aktyvumo indikacijos sergant depresija

Sergant lengva ar vidutine depresijos forma, fizinis aktyvumas su kitais gyvenimo budo
pakeitimais laikomas nepriklausomu nuo farmakologinio gydymo ar psichoterapijos
(kalbéjimo terapijos). Sergant sunkia depresijos forma, fizinis aktyvumas derinamas kartu
su kitais gydymo buidais, pavyzdziui, farmakologiniu gydymu ir (arba) psichoterapija
(kalbéjimo terapija).

Fizinio aktyvumo indikacijos sergant depresija

Greitas poveikis

IS karto po 30 minuciy trukmeés treniruotés treniruokliu-dviraciu pastebéta, kad depresyvi
nuotaika reikSmingai pageréjo, lyginant su kitais pacientais, kuriems kliniSkai diagnozuota
depresija. Sis poveikis nustatytas nepriklausomai nuo treniruo¢iy intensyvumo (2).

Reguliarios fizinés veiklos poveikis

Depresija sergantys pacientai gali sumazinti depresijos simptomus, pagerinti gyvenimo
kokybe ir fizine bukle po fizinés veiklos periodo (1 lentelé). Tokie poveikiai bendrai
nustatyti, kai fizine veikla uzsiimama 3 Kkartus per savaite 8-12 savaiciy is eilés. Atskirai
aerobikos, raumeny stiprinimo veiklos ir jy kombinacijos poveikis aprasomas atskirai ir
siekia tarp 0,39-1,24. Didelis poveikis depresijos gydyme pastebétas po 3 savaitiniy sesijy,
vykstanciy bent 5-8 savaites iS eilés, ir netgi dar geresnis poveikis nustatomas po 9-12
savaiciy iS eilés vykdomos fizinés veiklos (3, 11). Kai kurios studijos nerado skirtumy
depresijos simptomy palengvéjimui nei keic¢iant treniruociy intensyvuma, nei tarp
aerobikos ir raumeny stiprinimo veiklos (3), kitos nustaté, kad didesnis poveikis jauciamas
uzsiimant aerobika vidutiniu - dideliu intensyvumu (6, 11, 12). Studijy, kuriuose
vertinamas aerobikos poveikis sergant depresija, skai¢ius yra didesnis nei studijy, kuriuose
tirilama raumeny stiprinimo veikla, o tai reiSkia, kad jrodymai apie aerobikos fizine veiklg
yra tvirtesni (3, 4, 5). Gydant lengva bei vidutine depresija, fizinés veiklos daromas
depresijos maZinimo poveikis yra panasus | psichologinio ar farmakologinio gydymo (3, 4,
12). Nustatyta, kad fiziné veikla, kaip medikamentinio gydymo priedas, turi vidutinj
papildoma poveiki, kuris atrodé reikSmingas (4). Yra kelios ilgalaikio stebéjimo studijos,
kurios parodo, kad fiziné veikla turi ilgalaikj antidepresinj poveikj (12).

1 lentelé Reguliarios fizinés veiklos, sergant depresija, poveikis ir jrodymai.

Rezultatai Jrodymai* | Bibliogradfija Fizinés veiklos tipas
Depresijos simptomai +++ (3-6) Aerobika ir raumeny stiprinimo veikla
Depresijos simptomai +++ (3,6,7) Aerobika
Depresijos simptomai +++ (3,6) Raumeny stiprinimo veikla

Gyvenimo kokybé +++ (3,10) Aerobika ir (arba) raumeny stiprinimo veikla
Gera fiziné savijauta +++ 9) Aerobika

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai mazo
patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla sergant depresija

Depresija sergantiems pacientams rekomenduotina aerobika ir (arba) raumeny
stiprinimo veikla, siekiant:

- Palengvinti depresijos simptomus (+++)

- Pagerinti gyvenimo kokybe (+++)

- Pagerinti fizine bikle (+++)

Aerobika Raumeny stiprinimo veikla
Trukmé Da Pratim Daznumas
Intensyvumas _ fuxkme Jaznumas oy Pakartojimai | Grupés Dienos /
Minutes/savaité | Dienos/savaité | skaiCius savaite
Vidutinis Bent 150 3-7 8-10 8-12 1-3 2-3
ar
Aktyvi Bent 75 3-5
Arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite (30 min 3 kartus per savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 ilsintis.
8-12 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visa judesiy diapazong 8-12 karty (8-12 RM).
Rekomenduojama fiziné veikla asmenims, kurie kencia nuo depresijos, nejgyvendina
pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy. Jei depresijos gydyme
pasirenkama tik raumeny stiprinimo veikla, pridékite aerobika. Jei depresijos gydyme
pasirenkama tik aerobika, pridékite raumeny stiprinimo veiklg, jei sveikatos buklé leidZia.

Patarimai pagal diagnoze

e Pageidautina, kad fiziné veikla buity vykdoma su instruktoriumi.

e Jeisergama lengva ar vidutine depresija, fiziné veikla simptomus sumazinti gali taip
pat efektyviai kaip farmakologiniai antirepresantai ar kognityviné elgesio terapija
(KET).

e Sergant sunkia depresijos forma, fizinis aktyvumas taikomas lygiagreciai su kitais
gydymo biuidais, pavyzdZiui, farmakologiniu gydymu ar psichoterapija (kalbéjimo
terapija).

e Reikia atsizvelgti j tai, kad depresija sergantiems pacientams, kaip ir kitiems
psichinés sveikatos sutrikimy turintiems pacientams, gali reikéti daugiau paramos
keiciant fizinés veiklos jprocius.

e Asmenys, kurie kencia nuo depresijos ir gretutiniy Sirdies ir kraujagysliy ligy arba jy
poZymiy, prie$ pradédami fizinio aktyvumo programa, turéty gydytis Sirdies ir
kraujagysliy ligas.
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1. 1tipo diabetas

Prevencija

Geriausiomis miisy Ziniomis, reguliari fiziné veikla néra susijusi su sumaZinta 1 tipo
diabeto atsiradimo rizika.

Fizinio aktyvumo indikacijos sergant 1tipo diabetu
Sergant 1 tipo diabetu, fiziné veikla rekomenduojama kartu su kitais gyvenimo budo
poky¢iais ir gydymu insulinu.

Fizinio aktyvumo indikacijos sergant 1tipo diabetu

Greitas poveikis

Dél fizinio aktyvumo padidéja hipoglikemijos rizika, nes yra padidéjes jautrumas insulinui,
bet priklausomai nuo fizinés veiklos tipo, gali pakilti gliukozeés lygis kraujyje. Toks
padidéjes gliukozés kintamumas daznai pacientus stabdo testi fizine veiklg (3).

Reguliarios fizinés veiklos poveikis

Yra labai maZo patikimumo jrodymuy (+), kad reguliari fiziné veikla jvairaus amzZiaus
asmenims, kurie serga 1 tipo diabetu, pagerina gliukozés kontrole (sumaZzéjes HbAlc) ar
sumazina mikrovaskuliniy komplikacijy (1 lentelé). Be to, dél hipoglikemijos yra padidéjusi
zalos rizika (1, 2, 4-6). Taciau fiziné veikla yra susijusi su patvirtinta nauda sveikatai,
jskaitant geresne gyvenimo kokybe ir fizine bukle (4, 7, 8) (1 lentelé). Aerobika ir raumeny
stiprinimo veikla neturi poveikio HbA1lc ir mazg poveikj gliukozés lygiui kraujyje, kai stebi
pats pacientas, bet pranesta apie juosmens apimties sumazéjimus (9).

Fiziné veikla apémeé ir aerobikg, ir raumeny stiprinimo veiklg. Paprastai aerobika buvo
uzsiimama intervalais dideliu intensyvumu (10x[60 s 90%Wmax, 60 s 50 W]) arba tesiant
treniravimasi treniruokliu-dviraciu (30 min, 70% VO2max). Fiziné veikla buvo vidutinio-
didelio intensyvumo, tesési bent 30 minuciy ir buvo uZsiimama 3 kartus per savaite.
Daugumoje studijy raumeny stiprinimo veikla apémé keliy skirtingy pratimy 3 grupes 8
maksimalaus pakartojimy svorio su 90 s poilsiu (trukmé apie 45 min) ir 1 sesijg per
savaite.

1 lentelé Reguliarios fizinés veiklos, sergant 1 tipo diabetu, poveikis ir jrodymai.

Rezultatai Jrodymai* Bibliogradfija Fizinés veiklos tipas
HbA1c mazéjimas + (2-6,9) Aerobika ir raumeny stiprinimo veikla
arba aerobika
Mikrovaskuliniy + (3-6) Aerobika ir raumeny stiprinimo veikla
komplikacijy arba aerobika
mazinimas
Gyvenimo kokybés ++ (10,11) Aerobika ir raumeny stiprinimo veikla
pageréjimas arba aerobika
Gera fiziné savijauta ++ (5,6,10,11) Aerobika ir raumeny stiprinimo veikla
arba aerobika

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojamas fizinis aktyvumas sergant 1 tipo diabetu

Asmenims, kurie serga 1 tipo diabetu, rekomenduojama aerobika ir raumeny stiprinimo
veikla dél:

Sveikatos pagerinimo, jskaitant pageréjusia gyvenimo kokybe ir fizine bukle (++)
Pagerinti gliukozés kontrole matuojant HbA1lc ir sumaZinti mikrovaskuliniy
komplikacijy rizika (+)

Aerobika Raumeny stiprinimo veikla
. Y . DaZnumas
Intensyvumas . Trukme . 'Daznumas. . Pra.tlvr.nq Pakartojimai | Grupés Dienos /
Minutes/savaité | Dienos/savaité | skaiCius savaite
Vidutinis Bent 150 3-7 8-10 8-12 2-4 2-3
ar
Aktyvi Bent 75 3-5
Arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite
(30 min 3 kartus per savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO?2 ilsintis.
8-12 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-12 karty (8-12 RM).

Rekomenduojama fiziné veikla sergant 1 tipo diabetu atitinka bendras pasaulines fizinés
veiklos sveikatingumui rekomendacijas, todél papildomos rekomendacijos nereikalingos.

Patarimai pagal diagnoze

Pasitares su pacientu, fizine veiklg rekomenduoti turi medicininj i§silavinima turintis
personalas, pavyzdziui, kineziterapeutai.

Gliukoze kraujyje matuoti reikia ir prie§ pratimus, ir po jy. Siekiant sumazinti pratimy
sukeltg hipoglikemijg, reikia sumazinti insulino doze ir uztikrinti, kad pacientas gauty
angliavandeniy pries treniruote, jos metu ir po jos. Nuolat stebint, gliukozés lygi
kraujyje galima patikrinti realiu laiku treniruotés metu.

Optimaliai gliukozés kontrolei pratimy sesijas daugiausia turi skirti dvi dienos.
Pacientai, kurie patenka j Sirdies ir kraujagysliy ligy rizikos grupe, turéty pradéti
aerobikg mazu ar vidutiniu intensyvumu. Po keliy savaiciy ir intensyvuma, ir trukmé
galima padidinti.

Asmenys, kurie kencia nuo 1 tipo diabeto ir gretutiniy Sirdies ir kraujagysliy ligy arba
ju poZymiy, prie$ pradédami fizinio aktyvumo programg, turéty gydytis Sirdies ir
kraujagysliy ligas.

Rekomenduojama avéti smuigius sugeriancius batus ir pédas reikia nuolat tikrinti dél
atsirandanciy Zaizdy, ypac, jei pacientas kencia nuo periferinés neuropatijos.
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12. 2 tipo diabetas

Prevencija

Reguliari fiziné veikla mazina 2 tipo CD iSsivystymo rizika (1,2). Galima taikyti bendrg
pasauline fizinio aktyvumo sveikatingumui skatinti rekomendacija.

Fizinio aktyvumo indikacijos sergant 2 tipo diabetu

Sergant 2 tipo diabetu, fiziné veikla rekomenduojama bitinai, kartu su kitais gyvenimo
budo pokyd¢iais ir derinant su farmakologiniu gydymu.

Fizinio aktyvumo indikacijos sergant 2 tipo diabetu

Greitas poveikis

Viena fizinio aktyvumo sesija padidina nuo insulino nepriklausoma gliukozés jsisavinimg
skeleto raumenyse linijiniu atsako j doze biidu. Efektas iSnyksta po 48 valandy. Net trumpa
fiziné veikla gali sumazinti gliukozés kiekj kraujyje.

Reguliarios fizinés veiklos poveikis

Yra pagristy jrodymuy, kad laikui bégant fizinis aktyvumas gali pagerinti gliukozés kontrole
(sumaZéjes HbA1c). Reguliari fiziné veikla daro teigiamg jtaka rizikos veiksniams,
pavyzdziui, kraujo lipidams, kraujo spaudimui, kraujagysliy funkcijai ir fizinei buklei (1
lentelé). Nustatyta, kad pacientams, kurie sédimg gyvenimo biida iSkeité j aktyvia fizine
veikla, sumazéjo komplikacijy rizika (3). Pacientai, kurie diabetu serga neilgai, turi geresne
galimybe sékmingai kontroliuoti gliukoze tik uZsiimant fizine veikla, lyginant su tais, kurie
serga ilgiau (4, 5). HbAlc matuojamas gliukozés kraujyje sumazéjimas 6-9 mmol/l yra
kliniSkai reikSmingas.

Gliukozés kontrolé buvo geresné po didesniy apimciy ir intensyvumo fizinés veiklos, nei po
mazesniy apimciy ir intensyvumo fizinés veiklos. Efektyviausias treniravimosi buidas buvo
aerobikos ir raumeny stiprinimo veiklos derinys, o aerobika reikéjo uzsiimti intensyviai.
Mazo ir vidutinio intensyvumo aerobika ir raumeny stiprinimo veikla irgi buvo naudinga,
bet ne taip, kaip didelio intensyvumo veikla.

1 lentelé Reguliarios fizinés veiklos, sergant 2 tipo diabetu, poveikis ir jrodymai.

Rezultatai Jrodymai* Bibliogradfija Fizinés veiklos tipas
HbA1lc sumazéjimas 4+ (3,6-14) Aerobika ir raumeny stiprinimo veikla
Kraujo lipidy profilio +++ (8,9) Aerobika
pageréjimas
AKS sumaZzéjimas +++ (8,9) Aerobika
Kraujagysliy funkcijos ++4+ (15-17) Aerobika
pagereéjimas
Gera fiziné savijauta +++ (8,9,15,18) Aerobika

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojamas fizinis aktyvumas sergant 2 tipo diabetu
Asmenims, kurie serga 2 tipo diabetu, rekomenduojama aerobika ir raumeny stiprinimo
veikla dél:

- HbAlc (++++) matuojamos gliukozés kontrolés gerinimo

- Kraujo lipidy profilio gerinimo (+++)

- Kraujo spaudimo sumaZzinimo (+++)

- Fizinés buklés pagerinimo (+++)

- Kraujagysliy funkcijos pagerinimo (+++)

Aerobika Raumeny stiprinimo veikla
) Y . Daznumas
Intensyvumas . Trukme . .Daznumas_ . Pra_tlvr_nq Pakartojimai | Grupés Dienos /
Minutes/savaité | Dienos/savaité skaicius savaite
Vidutinis Bent 150 3-7 8-10 8-12 1-3 2-3
Ar
Aktyvi Bent 75 3-5
arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite (30 min 3 kartus per
savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO?2 ilsintis.
8-12 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-12 karty (8-12 RM).
Rekomenduojama fiziné veikla sergant 2 tipo diabetu atitinka bendras pasaulines fizinés
veiklos sveikatingumui rekomendacijas, todél papildomos rekomendacijos nereikalingos.

Patarimai pagal diagnoze

e Pacientai, kurie patenka i Sirdies ir kraujagysliy ligy rizikos grupe, turéty pradéti
aerobika mazu ar vidutiniu intensyvumu. Po to ir intensyvumag, ir trukmeé galima
padidinti.

e Fizinés veiklos poveikis yra didesnis po didenio intensyvumo ir apimties aerobikos.

e Fizinio aktyvumo poveikis HbA1lc lyginamas su daugelio per burng vartojamy
prieSdiabetiniy vaisty poveikiu.

e Didziausig poveikij turi aerobikos ir raumeny stiprinimo veiklos kombinacija.

e Optimaliai gliukozés kontrolei pratimy sesijas daugiausia turi skirti dvi dienos.

e Gliukoze kraujyje matuoti reikia ir prie$ pratimus, ir po juy. Siekiant sumaZzinti pratimy
sukeltg hipoglikemijg, reikia sumazinti insulino doze ir uztikrinti, kad pacientas gauty
angliavandeniy pries treniruote, jos metu ir po jos.

e Asmenys, kurie kencia nuo 2 tipo diabeto ir gretutiniy Sirdies ir kraujagysliy ligy arba
ju poZymiy, prieS pradédami fizinio aktyvumo programga, turéty gydytis Sirdies ir
kraujagysliy ligas.
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14. Létinis Sirdies nepakankamumas

Prevencija

Létinis Sirdies nepakankamumas yra antrinis kity ligy sindromas, kai pakankamas fizinio
aktyvumo lygis kai kuriems asmenims gali sumazinti Sirdies nepakankamumo atsiradimo
rizikg. Galima taikyti bendrg pasauline fizinio aktyvumo sveikatingumui skatinti
rekomendacija.

Fizinio aktyvumo indikacijos kenéiant nuo létinio Sirdies nepakankamumo

Kenciant nuo létinio Sirdies nepakankamumo, fiziné veikla rekomenduojama kartu su kitais
gyvenimo budo pokyc¢iais ir farmakologiniu gydymu (3).

Fizinio aktyvumo poveikis kenéiant nuo Iétinio Sirdies nepakankamumo
Reguliarios fizinés veiklos poveikis

Asmenys, kurie kencia nuo létinio Sirdies nepakankamumo, gali maziau laiko praleisti
ligoninése ir pagerinti miokardo funkcijg bei su sveikata susijusig gyvenimo kokybe, fizine
bukle ir raumeny stiprumag po pratimais grijstos kardiologinés reabilitacijos (exCR, 1
lentelé). ExCR sudaro aerobika ir (arba) raumeny stiprinimo veikla. Aerobika paprastai
buvo uZsiimama nuolat arba intervalais naudojantis treniruokliu-dviraciu ar bégimo
takeliu, bet nevengta ir tiesiog aerobikos / ritminés gimnastikos 60-85 proc. maksimalaus
deguonies pasisavinimo (Vo2max)2max) intensyvumu 30-60 minuciy, 3-5 kartus per
savaite nuo 3 iki 6 ménesiy (4). Raumeny stiprinimo veikloje pasitelkti 8-10 jvairiy
pratimy 40-80 proc. 1 didZiausio pakartojimo, 10-15 karty, 1-3 grupés, 2-3 kartai per
savaite (3, 4). Derinama aerobika ir raumeny stiprinimo veikla labiau pagerino VO2 max,
lyginant su vien tik aerobika (5, 6). VOz2max galima dar gerinti didenio intensyvumo
treniruotémis su intervalais, lyginant su vidutinio intensyvumo nuolatinémis treniruotémis
(6). Taciau izokalorijy protokolai $j efekta sumazina (7). Kvépavimo raumeny stiprumas
didinamas treniruojant kvépavimo raumenis (8). Treniruotés neturéjo jokio arba turéjo
maza poveikj mirtingumui dél visy prieZasciy (RR 0.89,95% CI 0.66 to 1.21, ++) per 12 ar
maziau meénesiy, bet gali sumaZzinti mirtinguma dél visy priezasciy (RR 0.88, C1 0.75 to
1.02, ++++) per daugiau nei 12 ménesiy (9). Naujausia individualiy duomeny metaanalizé
parodé, kad treniruotés neturéjo reikSmingo poveikio mirtingumui ar hospitalizacijai (10).
Taciau dél Sios metaanalizés poveikio dydzio jvertinimo neaisSkumo, galutiniy iSvady
priimti negalima.

1 lentelé Fizinio aktyvumo poveikis ir jrodymai kenciant nuo létinio Sirdies nepakankamumo.

Rezultatai Irodymai* Bibliogradfija Fizinés veiklos tipas
Miokardo funkcijos ++ (11) Aerobika ar aerobika suderinta su
gerinimas raumeny stiprinimo veikla
Hospitalizacijos laiko +++ 9 Aerobika ar aerobika suderinta su
sutrumpinimas raumeny stiprinimo veikla
Gyvenimo kokybés ++ 9 Aerobika ar aerobika suderinta su
pageréjimas raumeny stiprinimo veikla
Fizinés buklés pageréjimas ++++ (12) Aerobika ar aerobika suderinta su
(6MWT ir VO2 max) raumeny stiprinimo veikla
Raumeny sustipréjimas +++ (5,6) Aerobika ar aerobika suderinta su
raumeny stiprinimo veikla
Kvépavimo raumeny +++ (8) Kvépavimo raumeny treniravimas
sustipréjimas

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), maZo patikimumo jrodymai (++), labai mazo
patikimumo jrodymai (+). HRQoL= su sveikata susijusi gyvenimo kokybé
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Rekomenduojama fiziné veikla kenciant nuo létinio Sirdies

hepakankamumo
Asmenims, kurie kencia nuo létinio Sirdies nepakankamumo, rekomenduojama
aerobika ir raumeny stiprinimo veikla dél:
- Pagerinty miokardo funkcija pagerinimo (++) ir sumazinty ligoninéje praleista laika
(+++)
- Pagerinty su sveikata susijusia gyvenimo kokybe (+++)
- Padidinty aerobinj fizinj pajéguma (++++), padidinty éjimo atstumg (++++)ir
sustiprinty raumenis (+++)

Aerobika Raumeny stiprinimo veikla
. Y . Daznumas
Intensyvumas . Trukmé . .Daznumas. . Pra.tlvr.nq Pakartojimai | Grupés Dienos /
Minutes/savaité | Dienos/savaité skaicius ‘s
savaité
vidutine | Bentoo
didelis (pvz. 30-60 min 3-5 8-10 10-15 1-3 2-3
intensyvumas sesija)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO02 ilsintis,
10-15 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 10-15 karty (10-15 RM).

Rekomenduojama fiziné veikla sergant létiniu Sirdies nepakankamumu atitinka bendras
pasaulines fizinés veiklos sveikatingumui rekomendacijas, todél papildomos rekomendacijos
nereikalingos.

Patarimai pagal diagnoze

¢ Fizinio aktyvumo apimtis sergant létiniu Sirdies nepakankamumu turi buti nustatyta
kineziterapeuto, gydytojo ar kito sveikatos apsaugos specialisto, turinc¢io pakankamai
Ziniy apie fizinés biiklés ir raumeny stiprumo individualy jvertinima (13).

e Siekiant rekomenduoti individualy aerobikos intensyvumg asmenims, kurie vartoja
beta blokatorius, reikéty pasitelkti Borg-RPE 6-20 scale® arba Sirdies ritmo rezervo,
jvertinant pagal simptomus pritaikytg treniruote treniruokliu-dviraciu, tyrimus. Be
to, svarbu Zinoti, kad pacienty, kurie buvo gydomi vaistais, paveikianciais renino,
angiotenzino ir aldosterono sistemg, sistolinis kraujo spaudimas gali nesiekti 100
mmHg.

e Darant jprastus pratimus, ypac reikéty atkreipti démesj j ju metu esantj Sirdies ritma,
nejprastg kraujo spaudima, bet kokig aritmijg ir tokius simptomus kaip galvos
svaigimas ar stiprus dusulys (Zr. kontraindikacijas jvade).

e Jeiasmens fiziné buklé silpna, treniruotés gali prasidéti nuo periferiniy raumeny
stiprinimo - tokios treniruotés gali pasizyméti didele santykine apkrova, bet jos
reikSmingai nepaveikia centrinés kraujotakos sistemos. Po keliy periferiniy raumeny
stiprinimo ménesiy galima pridéti daugiau treniruociy, kuriy metu stiprinamos
didesnés raumeny grupés.

¢ Asmenims, kurie kencia nuo létinio Sirdies nepakankamumo, paprastai reikia daugiau
pagalbos ir paramos, taip pat reikia skatinti juos didinti ir iSlaikyti mankstos
intensyvuma bei fizine bukle.

e Aerobikos ir raumeny stiprinimo pratimy programa gali buti sékmingai atliekama
kaip kardiologinés reabilitacijos programos dalis, tik treniruojantis arba kartu
keiciant ir kitus gyvenimo buido bruoZus. Treniruotis galima ligoninéje esanciose
patalpose stebint specialistui, namuose, arba ir ligoninéje, ir namuose. UZbaigusiems
exCR programa pacientams, kurie kencia nuo létinio Sirdies nepakankamumo,
rekomenduojama fizine veikla uZsiimti visg gyvenima, kad iSlaikyty geresne fizine
biukle.
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15. Hipertenzija

Prevencija

Reguliari fiziné veikla mazina hipertenzijos simptomy atsiradimo rizika (1,2). Galima
taikyti bendra pasauline fizinio aktyvumo sveikatingumui skatinti rekomendacija.

Fizinio aktyvumo indikacijos sergant hipertenzija

Esant 1 stadijos hipertenzijai, kai kraujo spaudimas siekia 140 - 159/90 - 99 mmHg, ir yra
maza-vidutiné Sirdies ir kraujagysliy ligy rizika, fiziné veikla su kitais gyvenimo biido
pakeitimais rekomenduojama kaip pirmaeilis gydymas.

Esant 2 stadijos hipertenzijai, kai kraujo spaudimas siekia 160-179/100-109 mmHg, ir yra
1-2 Sirdies ir kraujagysliy ligy rizikos veiksniai, fiziné veikla rekomenduojama kartu su
kitais gyvenimo budo pakeitimais arba derinant su farmakologiniu gydymu.

Esant 3 stadijos hipertenzijai, kai kraujo spaudimas siekia > 180/> 110 mmHg, individuali
fiziné veikla rekomenduojama su kitais gyvenimo budo pakeitimais ir farmakologiniu
gydymu, galbiit iSskyrus kelias profesionalaus sporto Sakas (3).

Fizinio aktyvumo poveikis sergant hipertenzija

Greitas poveikis

Pakankamo intensyvumo aerobikos veiklos metu sistolinis spaudimas padidéja, o
diastolinis spaudimas islieka reliatyviai nepakites. Hipertenzija sergantiems pacientams
kraujo spaudimo atsakas gali biiti nenormalus. UZbaigus aerobikos treniruote, kelioms
valandoms sumazés kraujo spaudimas, t. y. pasireiks ,hipotenzija po treniruotés®.
Dinaminés raumeny stiprinimo veiklos metu kraujo spaudimas paprastai padidés daugiau,
lyginant su aerobika, kartais gali net labai Sokteléti ir pasireiksti periferinio pasiprieSinimo
padidéjimas kraujagyslése.

Reguliarios fizinés veiklos poveikis

Hipertenzija sergantiems pacientams (kraujo spaudimas @ 140 mmHg) sistolinis kraujo
spaudimas dél fizinés veiklos sumazéja (1 lentelé). DidZiausias kraujo spaudimo
sumazéjimas nustatytas tada, kai treniruociy metu aerobika buvo derinama su dinamine
raumeny stiprinimo veikla (pagrindinis poveikis: -13.5 mmHg) ir uzsiimant vidutinio
intensyvumo aerobika (pagrindinis poveikis: -9.5 mmHg) bent 4 savaites (4). Fizinés
veiklos poveikis buvo toks pat kaip gydymo medikamentais. Lyginant su ankstesne
metaanalize (5), dél daugiau atsitiktiniy imciy tyrimy nustatyta, kad didesnj poveikj turéjo
raumeny stiprinimo veikla, ir padaryta iSvada, kad kartu derinama aerobika ir raumeny
stiprinimo veikla buvo efektyvesné uz bet kurig i$ Siy veikly atskirai. Dél nedideliy
pavyzdZiy, heterogeninés kontrolés ir jvairiy metody trikumo, nustatyta iSimciy.

1 lentelé Reguliarios fizinés veiklos, sergant hipertenzija, poveikis ir jrodymai.

Rezultatai Irodymai* | Bibliografija Fizinés veiklos tipas

Sistolinis kraujo +++ (4) Aerobika
spaudimas

Sistolinis kraujo +++ (4) Raumeny stiprinimo veikla
spaudimas

Sistolinis kraujo 4+ (4) Aerobika ir raumeny stiprinimo veikla
spaudimas

Sistolinis kraujo ++ (4) [zometriné raumeny stiprinimo veikla
spaudimas

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla sergant hipertenzija

Asmenims, kurie kencia nuo hipertenzijos, rekomenduojama aerobika ar raumeny
stiprinimo veikla arba jy abiejy kombinacija dél:

- Kraujo spaudimo sumaZzinimo (+++)
Asmenims, kurie kencia nuo hipertenzijos, papildomai reikomenduojama izometriné
manksta dél:

- Kraujo spaudimo sumazinimo (++)

Aerobika Raumeny stiprinimo veikla
. N : Daznumas
Trukmé Daznumas Pratimy o . !
Intensyvumas Minutes/savaité | Dienos/savaité skaiCius Pakartojimai | Grupes 2f3a%§é/
Vidutinis Bent 150 3-7 8-10 8-12 2-4 2-3
Ar
Aktyvi Bent 75 3-5

Arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite (30 min 3 kartus per
savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 ilsintis,
8-12 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visa judesiy diapazona 8-12 karty (10-15 RM).

Rekomenduojama fizinés veiklos apimtis sergant hipertenzija atitinka bendras pasaulines
fizinés veiklos sveikatingumui rekomendacijas, todél papildomos rekomendacijos
nereikalingos.

Patarimai pagal diagnoze

e Siekiant jvertinti aerobikos intensyvuma, kai gydoma beta blokatoriais, vietoj Sirdies
ritmo matavimo reikéty pasitelkti Borg RPE-Scale® dél nukrypstancio santykio tarp
Sirdies ritmo ir kravio.

e Pacientams, kurie serga gretutine vainikiniy arterijy liga, po gydytojo apZitiros
rekomenduojama susisiekti su kineziterapeutu ar kitu tinkamg kompetencija turinc¢iu
sveikatos prieZzituros specialistu.

e Jei pasirinkta izometriné manksta: 4 x 2 minuciy 20-50% maksimalaus izometrinio
jtempimo 3 kartus per savaite.

o Kai kuriais atvejais, priklausomai nuo bendro rizikos profilio, tiksliniy organy
pazeidimy ar kraujo spaudimo kontroleés, fiziné veikla gali biti ribojama, pavyzdziui,
gali buti ribojamos kai kurios profesionalaus sporto Sakos (3).

e Asmenys, kurie kenc¢ia nuo hipertenzijos ir gretutiniy Sirdies ir kraujagysliy ligy arba
ju pozymiy, pavyzdziui, dusulio, kriitinés skausmo ar aritmijos, prieS pradédami
fizinio aktyvumo programa, turéty gydytis Sirdies ir kraujagysliy ligas.

252



16. Lipidy sutrikimai

Prevencija

Reguliari fiziné veikla mazina lipidy sutrikimy simptomy atsiradimo rizika (1,2). Galima
taikyti bendra pasauline fizinio aktyvumo sveikatingumui skatinti rekomendacija.

Fizinio aktyvumo indikacijos turint lipidy sutrikimy

Turint lipidy sutrikimy be jokiy kity Sirdies ir kraujagysliy ligy rizikos veiksniy, fiziné
veikla rekomenduojama kaip pirmasis Zingsnis kartu su kitais gyvenimo buido pakeitimais
(pvz. dieta).

Turint lipidy sutrikimy ir esant kity Sirdies ir kraujagysliy ligy rizikos veiksniy, fiziné
veikla rekomenduojama kartu su kitais gyvenimo budo pakeitimais ir farmakologiniu
gydymu.

Asmenys, kuriy lipidy kiekis padidéjes reikSmingai, pavyzdZiui, sergantys Seimine
hipercholesterolemija, visy pirma turéty gauti gydyma statinais, laikytis dietos ir uzsiimti
fizine veikla.

Fizinio aktyvumo poveikis turint lipidy sutrikimy

Reguliarios fizinés veiklos poveikis

Lipidy sutrikimy turintiems asmenims fiziné veikla gali pagerinti cholesterolio ir
trigliceridy rodiklius (1 lentelé). Visy tipy aerobikos fiziné veikla buvo naudinga, jei buvo
pasiekta pakankama apimtis ir pasirinktas bent jau vidutinis intensyvumas.

Siekiant pagerinti lipidy rodiklius, biitina bent minimali manksta. Kiekybinis fizinés veiklos
poveikis gerinant serumo lipidy rodiklius buvo maZzas. Siekiant pagerinti MTL cholesterolio
rodiklius, fizinés veiklos apimtis turéjo biiti didesné, lyginant su kitais lipidais.

Be to, buvo maZo patikimumo jrodymy (++), kad joga ar panasios veiklos turi teigiama
jtaka gerinant kraujo lipidy rodiklius (7). Ta¢iau optimalus intensyvumas, trukmé ir
daznumas dar nenustatyti. Irodymai apie bet kokj raumeny stiprinimo veiklos poveikj buvo
labai mazo patikimumo (+).

1 lentelé Reguliarios fizinés veiklos, turint lipidy sutrikimu, poveikis ir jrodymai.

Rezultatai Irodymai* Bibliogradfija Fizinés veiklos tipas
Bendras cholesterolis ++ (3-5) Aerobika
DTL cholesterolis +++ (3,5,6) Aerobika
MTL cholesterolis ++ (3-5) Aerobika
Trigliceridai +++ (3,5,6) Aerobika

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), maZo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla turint lipidy sutrikimy

Asmenims, kurie turi lipidy sutrikimy, rekomenduojama aerobika dél:
- Kraujo lipidy koncentracijos gerinimo (+++)

Aerobika Raumeny stiprinimo veikla
Trukmeé Daz Pratimy Daznumas
rukmé aznumas N . :
D
Intensyvumas Minutes/savaité | Dienos/savaité skaicius Pakartojimai | Grupés 1enqs./
savaité
Vidutinis Bent 150 3-7
ar . . .
Néra prieinamy jrodymuy.
Aktyvi Bent 75 3-5
Arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite (30 min 3 kartus per
savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO?2 ilsintis.

Rekomenduojama fiziné veikla asmenims, kurie kencia nuo lipidy apykaitos sutrikimuy,
nejgyvendina pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy. Jei sveikatos
buklé leidZia, pridékite raumeny stiprinimo veiklg pagal bendras pasaulines
rekomendacijas.

Patarimai pagal diagnoze

e Jeilipidy sutrikimai yra Seiminés formos ir yra nustatyta aterosklerozé, gyvenimo
budo pakeitimus visada privaloma derinti su farmakologiniu gydymu statinais.

e Jeiraumeny skausmas trunka 72 valandas po fizinés veiklos, gydymaga fizine veikla
reikia nutraukti, gydymo statinais atsisakyti ir patikrinti asmens plazmos
kreatinkinazés rodmenis.

e Didesné fizinés veiklos apimtis turi didesnj poveikj lipidy apykaitos balansui, nes yra
apimties - atsako rysys.

e Asmenys, kurie kencia nuo lipidy apykaitos sutrikimy ir gretutiniy Sirdies ir
kraujagysliy ligy arba jy poZymiy, prieS pradédami fizinio aktyvumo programga, turéty
gydytis Sirdies ir kraujagysliy ligas.
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17. Metabolinis sindromas

Prevencija

Reguliari fiziné veikla mazina metabolinio sindromo simptomuy atsiradimo rizika (1,2).
Galima taikyti bendra pasauline fizinio aktyvumo sveikatingumui skatinti rekomendacija.

Fizinio aktyvumo indikacijos turint metabolinj sindromq

Turint metabolinj sindromg, fiziné veikla laikoma aukstu prioritetu kartu su kitais
gyvenimo budo pakeitimais.

Fizinis poveikis turint metabolinj sindromq

Greitas poveikis

| fizine veiklg reaguojama i$ karto, reakcija pasiZzymi sumazéjusia gliukoze plazmoje ir
pageréjusiu lipidy metabolizmu. Po fizinés veiklos sumaZzéja sistolinis kraujo spaudimas.

Reguliarios fizinés veiklos poveikis

Fiziné veikla teigiamai veikia visus metabolinio sindromo poZymius (1 lentelé). Dauguma
aerobikos fizine veiklg nagrinéjanciy studijy apémeé 45-60 minuciy vidutinio-didelio
intensyvumo intervencijas 3-5 kartus per savaite, 8-52 savaites iS eilés. Aerobika buvo
efektyviausia mazinant visas rizika keliancias sglygas, tuo tarpu raumeny stiprinimo veikla
buvo ne tokia efektyvi. Kraujo spaudimas reagavo j fizine veiklg nepriklausomai nuo
aktyvumo tipo.

Tarp metabolinio sindromo atsiradimo rizikos ir fizinés veiklos kiekio egzistuoja linijinis
kiekio-atsako rySys. Metabolinio sindromo atsiradimo rizika sumazinama 10 proc. MET
(skaic¢iuojant valandomis per fizinés veiklos savaite), lyginant su neaktyvumu (RR=0.90,
95% CI 0.86 iki 0.94) (3).

1 lentelé Reguliarios fizinés veiklos, turint metabolinj sutrikima, poveikis ir jrodymai.

Rezultatai Irodymai* | Bibliografija Fizinés veiklos tipas
44+ (5-7) Aerobika
Metabolinis sindromas +++ (5) Aerobika ir raumeny stiprinimo veikla
++ (3,7) Raumeny stiprinimo veikla
Sistolinis kraujo Aerobika ir (arba) raumeny stiprinimo
. +++ (5-7) .
spaudimas veikla
Liemens apimtis s (5-7) Aerobika ar aer.obl-ka-l, sude.rlnta suraumeny
stiprinimo veikla
Trigliceridai +++ (5-7) Aerobika
Didelio tankio Aerobika ar aerobika, suderinta su raumeny
: . +++ (5-7) o .
lipoproteinai stiprinimo veikla
Plazma gliukozéje s (5-7) Aerobika

nevalgius

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla turint metabolinj sindromq

Metabolinj sutrikimg turintiems pacientams rekomenduotina aerobika arba aerobika ir
raumeny stiprinimo veikla, siekiant:
- Normalizuoti veiksnius, kurie sudaro metabolinj sindromg (++++).

Arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite
(30 min 3 kartus per savaite)

Aerobika Raumeny stiprinimo veikla
ntensyeumas | e | Dt | Erny | pogaroima | Grpes | Dinos
Vidutinis Bent 150 3-7 8-10 8-12 1-3 2-3
ar
Aktyvi Bent 75 3-5

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO?2 ilsintis,
8-12 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visa judesiy diapazong 8-12 karty (8-12 RM).

Rekomenduojama fiziné veikla asmenims, kurie kencia nuo metabolinio sindromo, gali
nejgyvendinti pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy. Jei depresijos
gydyme pasirenkama tik aerobika, pridékite raumeny stiprinimo veiklg, jei sveikatos buklé

leidZia.

Patarimai pagal diagnoze

e Idealu treniruotis daugiau, nes yra glaudus treniruociy apimties-atsako rysys. Jei
pacientas turi antsvorio / yra nutukes, galimas dvigubas aerobikos treniruociy kiekis
kartu su mitybos pakeitimais.

e Treniruociy laikotarpis turi testis bent 8 savaites, siekiant sumazinti metabolinio
sindromo simptomus ir pagerinti pacig bukle, taciau siektina treniruotis visg
gyvenima.

e Asmenys, kurie kencia nuo metabolinio sindromo ir gretutiniy Sirdies ir kraujagysliy
ligy arba jy poZymiy, prie$ pradédami fizinio aktyvumo programg, turéty gydytis
Sirdies ir kraujagysliy ligas.

e Asmenims, kurie kenc¢ia nuo metabolinio sindromo, rekomenduojama kuo maziau
laiko praleisti sédinti.

e Tokiems asmenims rekomenduojama dévéti smiigius sugeriancius batus.

e Norédami suzinoti daugiau patarimuy, Zr. skyrius apie hipertenzijg, lipidy sutrikimus,
antsvorj / nutukima ir 2 tipo diabeta.
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18. Migrena

Prevencija

Geriausiomis misy Ziniomis, reguliari fiziné veikla néra susijusi su sumaZinta migrenos
atsiradimo rizika.

Fizinio aktyvumo indikacijos kenéiant nuo migrenos

Pacientams, kurie kencia nuo migrenos, fizinis aktyvumas rekomenduojamas kaip
profilaktinis gydymas kartu su kitais gyvenimo budo pakeitimais, farmakologiniu ir (arba)
nefarmakologiniu gydymu, arba kaip alternatyva asmenims, kurie negali toleruoti, nenori
ar nereaguoja j farmakologinj gydyma.

Fizinio aktyvumo poveikis kenéiant nuo migrenos

Dauguma studijy, kuriose tiriamas fizinis aktyvumas ir migrena, telkiasi j epizodine
migreng. Tik vienas tyrimas (1) jvertino fizinés veiklos poveikj kartu su profilaktiniais
medikamentais esant létinei migrenai, ir jrodymai yra labai maZo patikimumo (+). Taciau
pagal bendras rekomendacijas fiziné veikla gali buti rekomenduojama ir tiems, kurie kencia
nuo létinés migrenos, pageidautina, kad tokia veikla buty vidutinio intensyvumo.

Reguliarios fizinés veiklos poveikis

Pacientai, kurie kencia nuo epizodinés migrenos, gali sumazinti dieny, kuriomis pasireiskia
migrena, skaiCiy (1 lentelé). Aerobika buvo uZsiimama vazinéjant dviraciu, bégiojant,
greitai vaikStant ar derinant kelias veiklas dideliu intensyvumu (Borg RPE-Scale® 14-16),
paprastai 20-30 minuciy per sezong, 3 Kartus per savaite, 10-16 savaiciy (2). Dieny,
kuriomis pasireiSkia migrena, sumazéjimas buvo -0.6 (95% CI -1.14 iki -0.09) dieny per
menesj (2). Nors daugumoje studijy nagrinéta testiné aerobikos fiziné veikla, vienoje
mazoje studijoje lygintos nuolatinés ir didelio intensyvumo intervalinés treniruotés bei
nustatyta, kad dieny, kuriomis pasireiskia migrena, skaicius labiau sumazéja uZsiimant
didelio intensyvumo intervalinémis treniruotémis (3).

Be to, aerobika gali paveikti migrenos ataky intensyvuma ir trukme bei sumazinti
vartojamy vaisty skaicCiy ir pagerinti gyvenimo kokybe. Pranesta, kad jvairiose studijose
skausmo intensyvumas sumazeéjo 20-54 proc. (2), bet metaanalizé atskleidé, kad
nereikSmingai (4). Pranesta, kad priepuoliy trukmé sumazéjo 20-27 proc., bet §j reiskinj
dar reikia iSstudijuoti (2). Nagrinéjant naudojamus medikamentus ir gyvenimo kokybe,
reikSmingi pokyciai uzfiksuoti po 12 fizinio aktyvumo savaiciy (5, 6). SumaZzéjusio skausmo
intensyvumo, vaisty vartojimo poreikio ir padidéjusios gyvenimo kokybés rezultatai buvo
prilyginami jsitvirtinusiam farmakologiniam gydymui (5). Tai parodo, kad fiziné veikla gali
tapti pasirinkimu tiems pacientams, kurie siekia nefarmakologinés profilaktikos.

1 lentelé Reguliarios fizinés veiklos, kenciant nuo epizodinés migrenos, poveikis ir jrodymai.

Rezultatai Jrodymai* | Nuoroda Fizinés veiklos tipas

Dienos, kai pasireiskia migrena ++4+ (2) Aerobika

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazZo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla kenéiant nuo migrenos

Asmenims, kurie kencia nuo epizodinés migrenos, rekomenduojama aerobika dél:
- Dieny, kai pasireiski migrena, skai¢iaus sumazinimo (+++).

Aerobika Raumeny stiprinimo veikla
) Y . DaZnumas
Intensyvumas . Trukme . _Daznumas. . Pra_tlvr_nq Pakartojimai | Grupés Dienos /
Minutes/savaité | Dienos/savaité | skaiCius savaite
Aktyvi Bent 75 3-5
Néra prieinamy jrodymu.
Pvz. 25 min 3 kartus per savaite

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO02 ilsintis.

Rekomenduojama fiziné veikla asmenims, kurie kencia nuo migrenos, nejgyvendina
pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy. Jei sveikatos buklé leidzia,
pridékite raumeny stiprinimo veiklg pagal bendras pasaulines rekomendacijas.

Patarimai pagal diagnoze

e Apsilimas ir atvésimas vidutiniu intensyvumu (Borg RPE-Scale® 12-13) turéty biti
pridétas prie rekomenduojamy didelio intensyvumo pratimy sesijos (Borg RPE-
Scale® 14-16). Ypac tiems asmenims, kuriems didelio intensyvumo pratimai
paskatina migreng, rekomenduojamas ilgas apSsilimo laikotarpis (bent 15 minuciy),
nes tai gali buti svarbu maZinant migrenos priepuolio rizika.

e Jei fiziné veikla paskatina migrenos priepuolius, fizinés veiklos intensyvumas ir
trukme turety buti didinami létai iki tol, kol bus pasiekta rekomenduojama apimtis.

e Asmenims, kurie nurodo, kad fiziné veikla gali sukelti migrenos ataka, reikia vengti
tokiy veiksniy kaip dehidratacija, cukraus kraujyje kritimas ir didelis stresas dél
pratimy sesijos.
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21. Osteoartritas

Prevencija

Vidutinio sunkumo reguliari fiziné veikla siejama su osteoartrito atsiradimo rizikos
sumazinimu. Taciau ir mazas, ir didelis fizinis aktyvumas gali buti siejamas su padidéjusia
rizika. Sgnariy pazeidimas ir antsvoris yra svarbis, taciau osteoartrito rizikos faktoriy
pasikeitimai daznai yra susije su mazesne fizine veikla.

Fizinio aktyvumo indikacijos kenéiant nuo osteoartrito (— sergant

osteoartritu)

Kenciant nuo osteoartrito, (— sergant osteoartritu) fiziné veikla rekomenduojama kartu su
kitais gyvenimo biido pakeitimais, visy pirma su svorio maZinimu ir saves Svietimu, nes
tuomet fiziné veikla turi didesnj poveikj. Po to (laikinai) gali prireikti skausmg ir uzdegima
mazinanciy medikamenty.

Fizinio aktyvumo poveikis kenéiant nuo osteoartrito

Greitas poveikis

Asmenims, kuriems nuo osteoartrito skauda klubus ar kelius, pradéjus treniruotis laikinai
gali padidéti sanariy skausmas. Sis skausmas gali paskatinti pacienta atsisakyti testi fizine
veikla.

Reguliarios fizinés veiklos poveikis

Asmenims, kurie kencia nuo simptominio klubo ar Kkelio osteoartrito, fiziné veikla
(aerobika, raumeny stiprinimo veikla ar j sgnarius sutelkta funkciné treniruoté), nepaisant
jos trukmeés, daznumo ar intensyvumo, siejasi su skausmo sumazéjimu i$ karto po
treniruotés, be to, Siek tiek sumazéja klubo osteoartritas ir pasireiSkia kelio osteoartrito
simptomy sumazéjimas (1 lentelé). Panasy poveikj galima pajusti nepaisant skausmo
intensyvumo ir radiografinio kelio osteoartrito laipsnio (1). Kenciant tiek nuo klubo, tiek
nuo kelio osteoartrito, i$ karto pasireiSkia nedidelis fizinés funkcijos pageréjimas (1
lentelé). Kenciant nuo klubo osteoartrito, i$ karto po treniruociy laikotarpio gyvenimo
kokybés pageréjimas neuZzfiksuotas, taciau pastebétas nedidelis kelio osteoartrito
pageréjimas (1 lentelé). Nedidelis nuolatinis treniruociy poveikis buvo uzfiksuotas po
treniruociy praéjus 3-6 ménesiams esant tiek klubo, tiek kelio osteoartritui (2, 3). Buvo
nedidelio patikimumo jrodymy (++), patvirtinanciy, kad dél didelio intensyvumo programy
pasireiskeé didesnis poveikis (4, 5). Yra gana didelé tikimybé, kad pacientai treniruociy
netes dél padidéjusio sgnario skausmo ir kontroliniy intervencijy (2, 3).

1 lentelé Fizinio aktyvumo poveikis ir jrodymai kenciant nuo klubo ir kelio osteoartrito.

Rezultatai Jrodymai* | Bibliogrdfija Fizinés veiklos tipas
Klubo sanarys
Skausmas +H++ (2) Aerobika ir sgnariy stiprinimo veikla ir (arba)
specifiniai sanariy funkciniai pratimai
Fiziné funkcija +++ (2) Aerobika ir sanariy stiprinimo veikla ir (arba)

specifiniai sanariy funkciniai pratimai

Kelio sanarys

Skausmas ++++ (3) Aerobika ir sgnariy stiprinimo veikla ir (arba)
specifiniai sgnariy funkciniai pratimai

Fiziné funkcija +++ (3) Aerobika ir sgnariy stiprinimo veikla ir (arba)
specifiniai sanariy funkciniai pratimai
Gyvenimo kokybé ++++ (3) Aerobika ir sgnariy stiprinimo veikla ir (arba)

specifiniai sanariy funkciniai pratimai

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai mazo
patikimumo jrodymai (+).
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Rekomenduojamafiziné veikla sergant klubo ir kelio sqnariy osteoartritu

Asmenims, kurie kencia nuo osteoartrito, rekomenduojama aerobika ir raumeny
stiprinimo veikla ir (arba) specifiniai sgnariy funkciniai pratimai dél:

- Skausmo sumazinimo (++++)

- Gyvenimo kokybés pagerinimo (++++)

- Fizinés funkcijos pagerinimo (+++)

Aerobika Raumeny stiprinimo veikla
Intensyvumas Trukme Daznumas Pratimy Pakartojimai | Grupés DDaiZeI;uor;ljs
v Minutes/savaité | Dienos/savaité skaicius ) p .
savaité
Silpny
. liemens ir
Vidutinis 20-53805;_11:1 / 2-3 kojy 8-12 1-3 2-3
J raumeny
grupes
Specifiniai sgnariy funkciniai pratimai
Trukmé Pratimy skaicius Sesijos per savaite
. . 5-7
45-60 min / sesija Liemuo ir abi kojos 2-3

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO02 ilsintis,
8-12 pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-12 karty (8-12 RM).

Rekomenduojama fiziné veikla asmenims, kurie kencia nuo osteoartrito, nejgyvendina
pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy. Jei sveikatos biiklé leidZia,
pridékite raumeny stiprinimo ir papildomg aerobikos fizine veiklg pagal bendras
pasaulines rekomendacijas.

Patarimai pagal diagnoze

o Pasitares su pacientuy, fizine veikla rekomenduoti ir jos pradzioje stebéti turi
medicininj iSsilavinimg turintis personalas, pavyzdZiui, kineziterapeutai.

e Rekomenduojamos bent dvi sesijos per savaite palaipsniui didinant kriivij, 6-8
savaites i$ eilés. Tuomet sunkindamas treniruotes pacientas gali treniruotis pats, o
kineziretapeutas stebés rezultata.

e Ir bendri, ir sgnariy funkciniai pratimai turi panasy poveikj funkciniams
apribojimams ir skausmui.

e Tam, kad iSlaikytuméte ar padidintumeéte sanariy, kuriuos paveiké osteoartritas,
judesiy amplitude, pridékite lankstumo pratimy.

e Siekiant iSvengti suzalojimy, pratimy sesijg reikia pradéti nedidelio intensyvumo
apSilimo pratimais.

e Siekiant pagerinti vaikSciojimo funkcija, pacientams rekomenduojama déveéti smugius
sugeriancius batus.
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22. Osteoporoze

Prevencija

Reguliari fiziné veikla mazina osteoporozés simptomuy atsiradimo rizika (1,2). Ypac rizikg
sumazina raumeny stiprinimo veikla, derinama su kita kiino svorio perkélimo fizine veikla,
pavyzdZiui, bégiojimu ir Sokinéjimu.

Fizinio aktyvumo indikacijos kenéiant nuo osteoporozés

Pacientams, kurie kencia nuo osteoporozés, kiino svorio perkélimo fiziné veikla
rekomenduojama kartu su kitais gyvenimo budo pakeitimais.

Fizinio aktyvumo poveikis kauly tankiui

Reguliarios fizinés veiklos poveikis

Asmenys, kuriems kyla osteoporozés (osteopenijos) rizika, arba osteoporoze sergantys
asmenys, gali pagerinti kauly tankj fizine veikla (1 lentelé). Gravitacijos poveikis ir
raumeny koncentracija yra butini kauly tankiui. Jprastas kauly permodeliavimo laikotarpis
uztrunka apie 4 ménesius. Ir moterims, ir vyrams, kurie artéjo prie menopauzes, reikéjo
bent 6 ménesiy raumeny stiprinimo veiklos, kol buvo pastebéta padidéjusi kaulo mase.
Dinaminiai pratimai buvo efektyvesni uz statinius pratimus. Vidutinio-didelio intensyvumo
bégiojimas, Sokinéjimas ir raumeny stiprinimo fiziné veikla 30-60 minuciy per dieng, 3-5
kartus per savaite turéjo pozityvy poveikj kauly tankiui nepaisant amZiaus.

1 lentelé Reguliarios fizinés veiklos, sergant osteopenija ir osteoporoze, poveikis ir jrodymai.

Rezultatai Irodymai* Bibliogrdfija Fizinés veiklos tipas
Sumazéjes Sonkauliy ir ++ (3,4) Progresiné treniruoté apatiniy
juosmeninés stuburo dalies galliniy stiprinimui.
kauly nykimas moterims po Derinami pratimy tipai.
menopauzes
Sumazéjes senyvo amziaus +H++ (5 Balansiniai ir funkciniai pratimai
Zzmoniy kritimy skaicius
Sumazéjes senyvo amziaus ++ (5 Balansiniai ir funkciniai pratimai,
zmoniy, kurie patyreé luzius stiprumas / atsparumas, Tai Chi,
krisdami, skaicius Sokiai, lankstumas, éjimas ir
iStvermés treniruotés.
Sumazéjes senyvo amzZiaus ++ (6) Progresyviis pasiprieSinimo
osteoporoze serganciy Zmoniy pratimai visoms raumeny
kauly nykimas grupéms, derinami kartu su kita
svarmeny fizine veikla.
Sumazéjes kritimy skaicius (6) Balansiniai pratimai arba jvairiy
Siose grupése: +H++ pratimy programos, apimancios
- Senyvo amZiaus osteoporoze pasiprieSinimo pratimus.
sergantys Zmones; +++
- - Zmonés, Kurie patyré
slankstelio lizj.
Pageréjes judéjimas, +++ (7N [vairiy pratimy programos,
balansas ir +++ apimancios pasiprieSinimo
fiziné funkcija zmonéms, kurie ++ pratimus, Tai Chi, vaiksciojimas,
kencia nuo osteopenijos / balansiniai ir funkciniai pratimai.
osteoporozés.

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla kencéiant nuo osteoporozés

Asmenims, kurie kencia nuo osteoporozés, visy pirma turi biiti rekomenduojama
raumeny stiprinimo fiziné veikla, derinama su kita kiino svorio perkélimo fizine veikla,
siekiant:

- SumaZinti kaulo irimg ar padidinti kaulo tankj (++)

- Pagerinti su sveikata susijusig gyvenimo kokybe (+++)

Asmenims, kurie kencia nuo osteoporozés ir rizikuoja nukristi, rekomenduojami balansiniai
ir funkciniai pratimai, siekiant:

- SumaZzinti kritimy rizikg (++++)

- Sumatzinti su kritimais susijusiy laZiy skaic¢iy (++) ir pagerinti mobilumg (+++)

Raumeny stiprinimo veikla
kartu su kita ktino svorio perkélimo fizine veikla*

Pratimy skaicius Pakartojimai Grupés Di e?lécl)zsn/usrg?/;té
8-10 8-12 2 2-3

*Kita kiino svorio perkélimo fiziné veikla gali biiti aerobikos fiziné veikla, pavyzdZiui, greitas vaik$c¢iojimas ar bégiojimas.
Néra jrodymuy, kuriais remiantis biity galima rekomenduoti tam tikrg tokios veiklos apimtj kauly tankiui pagerinti. 8-12
pakartojimy = didZiausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-12 karty (8-12 RM).

Rekomenduojama fiziné veikla asmenims, kurie kencia nuo osteoporozés, nejigyvendina
pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijy. Jei nurodyta aerobikos
fizinés veiklos apimtis neatitinka bendry rekomendacijy, pridékite kitokios aerobikos
fizinés veiklos, jei sveikatos buklé tai leidZia.

Patarimai pagal diagnoze

e Reikia pateikti specialius patarimus dél to, kaip iSvengti kritimy. Jei yra nustatyta
osteoporozé, visy pirma senyvo amziaus Zmonéms rekomenduojama uzsiimti
individualiai priderinta raumeny stiprinimo veikla kartu su balansiniais pratimais bei
atsargiai vaikscioti, ypac jei takas nelygus.

o Skeleto atsakas j svorj didéja dél jégos dydZio ir greicio bei mazéja, jei jéga pasiZymi
nejprasta ar kintama kryptimi.

e Sédéjimo-stovéjimo ir jogos pratimai, kuriy metu stipriai lenkiama nugara, gali
padidinti slanksteliy suspaudimo rizika, todél jy reikéty vengti.
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23. Antsvoris ir nutukimas

Prevencija

Reguliari fiziné veikla mazina antsvorio ir nutukimo atsiradimo rizika (1-3). Gali buti
taikomos bendros pasaulinés fizinés veiklos rekomendacijos ir treniruotis reikia kuo
daugiau dél kruvio-atsako santykio (3).

Fizinio aktyvumo indikacijos kenéiant nuo antsvorio ir nutukimo

Pacientams, kurie kenc¢ia nuo antsvorio ar nutukimo, fiziné veikla rekomenduojama kartu
su kitais gyvenimo biido poky¢iais, ypac dieta.

Fizinio aktyvumo poveikis kenéiant nuo antsvorio ir nutukimo

Greitas poveikis

Fiziné veikla stimuliuoja riebaly skaidymasi, riebaly oksidacijg, mazina apetita po
treniruotés ir padidina jautruma insulinui. Ir aerobika, ir raumeny stiprinimo veikla
paprastai lemia padidéjusias energijos sanaudas, ir tai trunka 14-48 valandas po mankstos.

Reguliarios fizinés veiklos poveikis

Asmenys, kurie kencia nuo antsvorio ir nutukimo, gali sumazinti kiino svorj, kiino masés
indeksa (KMI, kg/m?), kuino riebaly procentg ir liemens apimtj reguliaria fizine veikla (1
lentelé). Tokia veikla galéty buti vidutinio intensyvumo greitas vaiks¢iojimas, trunkantis 45
minutes, 4 kartus per savaite, 12-16 savaiciy (4). Taip pat treniruotes reikéty testi ant
bégimo takelio ar minti dviratj vidutiniu-dideliu intensyvumu 30-60 minuciy 3-5 kartus
per savaite 6-16 savaiciy i$ eilés - taip sumaZzés kiino svoris ir pagerés kiino iSmatavimai
(5, 6). Be to, didelio intensyvumo intervalinés treniruotés gali pagerinti svorj, kiino
iSmatavimus (5, 6) ir fizine bukle (5, 7). Metaanalizéje nenustatyta nedidelés apimties
didelio intensyvumo intervaliniy treniruociy poveikis kiino svoriui ir apimtims (7). Dél 60
minuciy jogos sesijy kas antrg dieng 12 savaiciy i$ eilés sumazéjo KMI (8). Raumeny
stiprinimo veikla gali padidinti maZa kiino mase ir sumazinti kiuno riebaly procentg (9-10).
Fiziné veikla, nepaisant kiino svorio sumazéjimo budo, naudinga nutukusiy ar antsvorj
turin¢iy asmeny sveikatai, pavyzdziui, sumaZzéja kraujo spaudimas ir padidéja jautrumas
insulinui (3), taip pat sumazéja Sirdies ir kraujagysliy ligy rizikos veiksniai (skyrius
»Metabolinis sindromas“).

Fizinés veiklos ir dietos derinys laikui bégant nuolat po truputj gerino kiino svorij ir maZino
Sirdies ir kraujagysliy ligy atsiradimo rizika (11, 12).

1 lentelé Reguliarios fizinés veiklos, kenciant nuo antsvorio ir nutukimo, poveikis ir jrodymai.

Rezultatai Jrodymai* Bibliogrdfija Fizinés veiklos tipas
Kino svoris; ++ (4,5) Aerobika
KMI ir kiino riebaly ++ (4,5) Aerobika
procentas
Liemens apimtis; ++ (4,6) Aerobika
Gera fiziné savijauta ++ (5,7) Aerobika

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla kenéiant nuo antsvorio ir nutukimo

Nuo antsvorio ir nutukimo kenciantiems asmenims rekomenduojama aerobikos fiziné
veikla kartu su dietos pakeitimais, siekiant:

Sumazinti kiino svorj 5 proc., o tai yra kliniSkai reikSmingas svorio sumazinimas
(++)

Sumazinti KMI, kiino riebaly procenta ir liemens apimtj (++)

Pagerinti fizine bukle (++) <

Aerobika Raumeny stiprinimo veikla
Intensyvumas Trukmé Daznumas Pratimy Pakartojimai | Grupés D];izer;:i)r:js
yv Minutes/savaité | Dienos/savaité skaicius ) P .
savaité
Vidutinis Bent 300 3-7 8-10 8-12 1-3 2
ar
Aktyvi Bent 300 3-5 Yra jrodymy - Zr. nuorodas (9-10), ypa¢ derinant su
Arba vidutinis ir didelis intensyvumas derinamas aerobikos fizine veikla
bent 180 min per savaite
(60 min 3 kartus per savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2R, RPE 14-17. VO2R = VO2max -V02
ilsintis, 8-12 pakartojimy = didziausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-12 karty (8-12 RM).

Rekomenduojama fiziné veikla asmenims, kurie kencia nuo nutukimo ir antsvorio,
nejgyvendina pasaulinés fizinio aktyvumo sveikatos tikslais rekomendacijuy. Jei sveikatos
biuklé leidZia, pridékite raumeny stiprinimo veiklg pagal bendras pasaulines
rekomendacijas.

Patarimai pagal diagnoze

Siekiant sumaZinti kiino svorj, rekomenduojami dietos pakeitimai ir fiziné veikla. Yra
fizinés veiklos apimties-atsako santykis, todél rekomenduojama didelés apimties
fiziné veikla. PaaiSkéjo, kad labiausiai kiino svorj veikia aerobikos fiziné veikla. Tik
raumeny stiprinimo veikla turéjo nedidele jtaka kiino svoriui. Ta¢iau aerobikos ir
raumeny stiprinimo veiklos kombinacija gali buti naudinga.

Siekiant iSlaikyti naujajj maZesnj kiino svorj po reikSmingo svorio netekimo,
rekomenduojami sveikos mitybos jprociai su didelés apimties fizine veikla. Vidutinio-
didelio intensyvumo aerobikos fiziné veikla kiino svorio iSlaikymui turi didesnj
poveikj nei raumeny stiprinimo veikla. Rekomenduojama bent 300 minuciy per
savaite (13-15). Tai galima jvardyti kaip 60 minuciy kasdienio vaiksc¢iojimo bent 5
dienas per savaite.

Nuo antsvorio ar nutukimo kenciantys asmenys gali turéti fiziniy apribojimy ir
kitokiy suvarzymy dalyvauti fizinés veiklos programoje. Todél svarbu rasti tokia
veiklg, kuria asmuo galéty uZsiimti realiai. Siekiant iSvengti suzalojimy, raumeny ir
sgnariy skausmo bei sumazéjusios motyvacijos, rekomenduojama pradéti mazu
intensyvumu ir palaipsniui didinti trukme bei intensyvuma. Biity labai naudinga
nukreipti asmenj pasikonsultuoti su kineziterapeutu, fizinio aktyvumo specialistu ar
kitu reikalingas Zinias turinciu sveikatos prieZituros specialistu.

Asmenys, kurie kencia nuo antsvorio ar nutukimo ir gretutiniy Sirdies ir kraujagysliy
ligy arba jy poZymiy, prie$ pradédami fizinio aktyvumo programa, turéty gydytis
Sirdies ir kraujagysliy ligas.
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26. Policistiniy kiausidZiy sindromas (PKS)

Prevencija

Néra jrodymuy, kuriais remiantis biity galima tvirtinti, kad reguliari fiziné veikla sumazina
PKS atsiradimo sindroma.

Fizinio aktyvumo indikacijos turint policistiniy kiausidziy sindromq

Pacientams, kurie kencia nuo PKS, fiziné veikla rekomenduojama kartu su kitais gyvenimo
budo pakeitimais. Gyvenimo budo pakeitimali, jskaitant fizine veiklg, visy pirma
rekomenduojami visoms nuo PKS kenc¢ian¢ioms moterims, siekiant ir (arba) iSlaikant
sveikg svorj ir optimizuojant metaboline ir reprodukcine sveikatg.

Fizinio aktyvumo poveikis turint policistiniy kiausidziy sindromq

Greitas poveikis
Nuo PKS kencianc¢iy nutukusiy motery atsparumo insulinui genai gali buti reguliuojami
aerobikos fizine veikla, lyginat su KMI suderinta kontrole (1-3).

Reguliarios fizinés veiklos poveikis

Nuo PKS kenciancios moterys gali sumazinti androgeno lygj, kiino mase ir KMI bei galimai
pagerinti kiausidZiy funkcijg ir gliukozés tolerancijg po fizinés veiklos periodo (1 lentelé).
Vienoje studijoje (5) tik fiziné veikla arba fiziné veikla kartu su dieta buvo lyginama su
minimalia ar jokia fizine veikla, o kitoje studijoje (4) fiziné veikla buvo jvertinta pagal
lyginama grupe. [vairiose studijose fizinés veiklos apimtis ir tipas skyrési. Tik aerobika
arba aerobika derinama su raumeny stiprinimo veikla buvo dazniausi uZsiémimai, o
apimtis daugeliu atvejy sutapo su bendromis pasaulinémis fizinés veiklos
rekomendacijomis sveikatos gerinimui.

Po fizinés veiklos laikotarpio endokrinas (laisvas androgeno rodiklis) pageréjo -1.11 (95%
CI-1.96 iki -0.26), o pagal antropometrinius rezultatus, svoris sumazéjo 1.68 kg (95% CI -
2.66 iki -0.70), KMI sumazéjo 0.34 kg/m? (95% CI -0.68 iki -0.01). Buvo labai mazo
patikimumo jrodymy (+), kad pageréjo ovuliacija (reprodukcinis rezultatas) ir gliukozés
tolerancija.

1 lentelé Reguliarios fizinés veiklos, kenciant nuo policistiniy kiausidZiy sindromo, poveikis ir
jrodymai.

Rezultatai Irodymai* Bibliogradfija Fizinés veiklos tipas
Endokrino koncentracijos ++ 4 Aerobika ar aerobika, suderinta su
poky¢iai raumeny stiprinimo veikla
Reprodukciniai rezultatai + (5) Aerobika ar aerobika, suderinta su
raumeny stiprinimo veikla
Antropometriniai ++ (4,5) Aerobika ar aerobika, suderinta su
rezultatai raumeny stiprinimo veikla
Metaboliniai rezultatai + (4,5) Aerobika ar aerobika, suderinta su
raumeny stiprinimo veikla

*Didelio patikimumo jrodymai (++++), vidutinio patikimumo jrodymai (+++), mazo patikimumo jrodymai (++), labai
mazo patikimumo jrodymai (+).
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Rekomenduojama fiziné veikla turint policistiniy kiausidziy sindromq

Moterims, kurios kencia nuo policistiniy kiausidziy sindromo (PKS), rekomenduojama
aerobika ir raumeny stiprinimo veikla siekiant:

Sumazinti androgeno lygi, kiino svorj ir KMI (++)
Pagerinti kiausidZiy funkcijg ir gliukozés tolerancijg (+)

Aerobika Raumeny stiprinimo veikla
Intensyvumas Trukme Daznumas Pratimy Pakartojimai | Grupés D];iizf;li)r:js
v Minutes/savaité | Dienos/savaité | skaiCius ) p ..
savaité
Vidutinis Bent 150 3-7 8-10 8-12 1-3 2
ar
Aktyvi Bent 75 3-5
Arba vidutinis ir didelis intensyvumas derinamas
bent 90 min per savaite
(30 min 3 kartus per savaite)

Vidutinis intensyvumas 40-59 % VO2R, RPE 12-13. Didelis aktyvumas 60-89 % VO2zR, RPE 14-17. VO2R = VO2max -VO2
ilsintis, 8-12 pakartojimy = didziausias svoris, kurj gali pakelti panaudojus visg judesiy diapazong 8-12 karty (8-12 RM).

Rekomenduojama fizinés veikla kenciant nuo PKS atitinka bendras pasaulines fizinés
veiklos sveikatingumui rekomendacijas, todél papildomos rekomendacijos nereikalingos.

Patarimai pagal diagnoze

Jei pacienté turi antsvorio / yra nutukusi, aerobikos fizinés veiklos apimtis turéty buti
padidinta du kartus bent iki 300 min per savaite vidutinio-didelio intensyvumo
pratimais arba iki 150 min per savaite didelio intensyvumo pratimais (6).

Nuo PKS kencian¢ioms moterims fiziné veikla turéty pagerinti kiino sudétj. Reikéty
pabréZti tokig fizinés veiklos naudg, kad nuo PKS kenciancios moterys bty fiziskai
aktyvios ir uzsiimty sportu.

PKS siejasi su antsvoriu / nutukimu ir metaboliniu sindromu, kuris laikui bégant
padidina 2 tipo diabeto bei Sirdies ir kraujagysliy ligy atsiradima, todél PKS
prevencijai ir gydymui fiziné veikla yra biitina.

Asmenys, kurie kencia nuo PKS ir gretutiniy Sirdies ir kraujagysliy ligy arba jy
poZymiy, prie§ pradédami fizinio aktyvumo programa, turéty gydytis Sirdies ir
kraujagysliy ligas.
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Este documento faz parte do projeto "847174 / EUPAP" que recebeu financiamento do
Programa de Satide da Unido Europeia (2014-2020). O contetido desta documento representa
apenas as opiniées dos autores e é da sua exclusiva responsabilidade; ndo pode ser
considerado como opinido da Comissdo Europeia e/ou da Agéncia de Execugdo para os
Consumidores, Satide, Agricultura e Alimentagdo (CHAFEA) ou de qualquer outro organismo
da Unido Europeia. A Comissdo Europeia e a Agéncia ndo aceitam qualquer responsabilidade
pela utilizagdo que possa ser feita da informagdo que contém.

Note: From 1 April 2021 the Health Programme was delegated to the newly created European
Health and Digital Executive Agency (HaDEA).
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Preféacio da Associagdo Sueca de Profissionais da Atividade Fisica

A atividade fisica regular tem efeitos preventivos e terapéuticos bem documentados em
diversas doencas, tais como doencas cardiovasculares, diabetes tipo 2, certos tipos de cancro e
depressdo, mas também na funcionalidade e bem-estar. Um aumento dos niveis de atividade
fisica pode ter um impacto positivo na saude das pessoas.

O sistema de saide esta numa posicado privilegiada para trabalhar no aumento dos niveis de
atividade fisica da populagdo. A maioria das pessoas entra regularmente em contacto com o
sistema de satde e confia nos profissionais de saide em questdes relacionadas com a sua
saude. Os profissionais de satide estdo numa posicao privilegiada para alcancgar grupos de
pessoas com comportamentos sedentarios elevados, tais como os idosos e os individuos com
doencas crénicas. Uma vantagem de usar a atividade fisica como tratamento em comparacgao a
utilizacdo de medicagdo, é que a atividade fisica tem a possibilidade de fazer com que os
individuos se sintam ativamente envolvidos no seu tratamento. Isto pode encoraja-los a
assumir a responsabilidade pela sua propria saide. Portanto, prescrever atividade fisica deve
ser tdo rotineiro quanto prescrever outros tratamentos médicos.

O FYSS-short é uma versao concisa, recentemente atualizada e baseada em evidéncias
cientificas, do manual FYSS (Physical Activity in the Prevention and Treatment of Disease). O
FYSS esta adaptado para ser uma ferramenta para profissionais de saude, a fim de facilitar a
prescricao de atividade fisica. O FYSS é uma componente central do método sueco de
prescricao de atividade fisica (PAP-S), que foi escolhido como boa pratica pela Comissao
Europeia, para ser implementado noutros estados membros da UE. A transferéncia do modelo
PAP-S é apoiada através do projeto EUPAP.

O FYSS-short inclui 32 diagnésticos e recomendagdes baseadas em evidéncias cientificas,
apresentadas nas tabelas com recomendagdes que podem ser encontrados em cada um dos
diagndsticos considerados. O GRADE (Grading of Recommendations, Assessment, Development
and Evaluations) tem sido utilizado para avaliar a qualidade da evidéncia cientifica e para
desenvolver as recomendacgdes da pratica clinica.

As Associagoes Profissionais Suecas de Atividade Fisica iniciaram o manual FYSS em 2003, e em
2017 foi langada a terceira edicdo (1). No sistema de satide sueco, o FYSS é agora reconhecido
como um conceito estabelecido. O FYSS também é ttil para os promotores de atividade fisica
que prescrevem a atividade fisica e para instituicdes de ensino e formacao, tais como
faculdades e universidades que se concentram nas ciéncias da saude, do desporto e saude
publica.

Referéncias
2. Professional Associations for Physical Activity, Physical Activity in the Prevention and Treatment of
Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och sjukdomsbehandling, FYSS
2017). Eds: Stahle A, Hagstromer M, Jansson E. Likartidningens foérlag AB. ISBN:978-91-981711-2-9

Dezembro de 2019 (versdo em inglés)

Em nome da Associacdo Sueca de Profissionais da Atividade Fisica
Comité editorial do FYSS-short

Margareta Emtner, Professor Emerita, PhD, RPT, Department of Neuroscience, Physiotherapy,
Uppsala University, Uppsala, Sweden

Maria Hagstromer, Professor, PhD, RPT, Department of Neurobiology, Care Sciences and
Society, Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden

Eva Jansson, Professor Emerita, PhD, MD, Department of Laboratory Medicine, Clinical
Physiology, Karolinska Institutet, Stockholm, Sweden
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Introducdo

Para facilitar a prescri¢do da atividade fisica, as recomendag¢des atuais para as varias
doencas, foram compiladas sistematicamente num capitulo de duas paginas para cada
diagnéstico, com uma estrutura e terminologia uniforme. As recomendagoes de atividade
fisica do FYSS-short aplicam-se a adultos, ou seja, a individuos a partir de 18 anos de idade.
As recomendacgdes para os asmaticos, no entanto, também se aplicam a individuos mais
jovens. No FYSS-short o termo "atividade fisica", € usado como um termo geral que inclui
todos os tipos de atividades, independentemente no nivel de intensidade. Por vezes, o

termo "exercicio" é usado em vez de atividade fisica, por exemplo, quando sdo descritos
estudos especificos e certos programas de reabilitacao. Ver Apéndice 1 (glossario).

Estrutura dos capitulos

Todos os capitulos de diagndstico no FYSS-short tém uma estrutura idéntica com cinco
secgdes: prevencado, indicacao, efeitos da atividade fisica, atividade fisica recomendada e
aconselhamento especifico consoante o diagndstico.

Prevencgdo

Esta sec¢do mostra se a atividade fisica regular esta associada a um menor risco de
desenvolvimento de determinada doenga, o que s6 acontece quando a recomendacao geral
de atividade fisica para a satide pode ser aplicada para reduzir o risco (1,2). De acordo com
estas recomendacdes gerais, os adultos devem realizar pelo menos 150 minutos de
atividade fisica aer6bia de intensidade moderada durante toda a semana, ou pelo menos 75
minutos de atividade fisica aer6bia de intensidade vigorosa, ou uma combinagdo
equivalente de atividade fisica de intensidade moderada e vigorosa (3,4). Também sao
recomendadas atividades de fortalecimento muscular, em 2 ou mais dias por semana (3,4).

Indicagdo de atividade fisica

Esta sec¢do mostra se a atividade fisica é indicada para um diagnéstico especifico, ou seja,
em que parametro a atividade fisica incide, desenvolvendo também outros aspetos sobre
como uma intervenc¢ao de atividade fisica esta relacionada com outras mudancas no estilo
de vida e potenciais tratamentos farmacologicos e nao farmacoldgicos. Também mostra se
a indicacao se aplica a um grau ou subtipo especifico do diagndstico real.

Efeitos da atividade fisica

Esta seccdo é composta por dois subcapitulos: "Efeitos agudos" e "Efeitos da atividade fisica
regular”. Os efeitos agudos sao definidos como efeitos que ocorrem durante a sessao de
exercicio e como efeitos de uma tnica sessao de atividade fisica que pode durar até 48
horas ap0s a atividade. Os efeitos da atividade fisica regular sdao definidos como efeitos de
sessoes repetidas de atividade fisica. Em "Efeitos da atividade fisica regular” é descrito o
resultado da revisao sistematica da literatura. Todos os resultados relevantes e
estatisticamente significativos, com pelo menos um nivel baixo de evidéncia (++), sdao
reportados. Em alguns casos, resultados nao significativos sao reportados, se o nivel de
evidéncia for alto. Os resultados com um nivel de evidéncia muito baixo (+), mas
considerados altamente relevantes para um diagnoéstico em particular, também foram
reportados. Na tabela 1 de cada capitulo de diagnoéstico, os resultados sdo listados
juntamente com o nivel de evidéncia associado, as referéncias relevantes do estudo e
também o tipo de atividade fisica relacionada com os resultados.

Todos os resultados da tabela 1 sdo estatisticamente significativos e constituem a base da
recomendacao.
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Atividade fisica recomendada

Esta sec¢do fornece recomendagdes baseadas em evidéncias cientificas para o tratamento
de diagndsticos especificos através da atividade fisica. A atividade fisica enquanto
tratamento inclui a cura, a prevencao de recaidas, o atraso na progressao da doenga, o
alivio dos sintomas e/ou a redugdo das limita¢des funcionais através do aumento da
aptidao aerobia e da for¢a. As recomendag¢des baseiam-se principalmente em estudos sobre
os efeitos de programas de atividade fisica num diagnéstico especifico. Nesta seccao é
apresentada a evidéncia cientifica sobre diferentes variaveis, como se pode observar na
tabela 1 presente na seccdo anterior "Efeitos da atividade fisica". Os individuos com um
diagnostico especifico também precisam de recomendacao sobre atividade fisica para
prevenir outras doencas e para manter a funcionalidade e o bem-estar. Neste sentido,
foram criadas recomendagdes para o tratamento e para a prevencao. Isto simplifica a
prescricdo e, possivelmente, aumenta a adesao as recomendagdes. Para criar
recomendacdes uniformes, foram comparadas varias doses e tipos de atividade fisica para
cada diagndstico especifico, em consonancia com a revisdo da literatura, com as
recomendacdes gerais de atividade fisica para a satide. Nos casos em que as
recomendacgdes eram amplamente consistentes, a recomendagao geral, ou uma versao
ligeiramente modificada, foi escolhida para o diagndstico especifico.

No final desta secgdo, é indicado se a atividade fisica recomendada para um diagnoéstico
especifico é compativel com (cumpre) as recomendagdes gerais de atividade fisica para a
prevencao de doencgas. Quando a recomendacdo especifica para determinado diagndstico
nao for consistente com as recomendacdes gerais, recomenda-se "atividade fisica
adicional" para cumprir as recomendagdes gerais, desde que a condi¢do de satde o
permita. Por exemplo, na ansiedade a recomendacao especifica, baseada na evidéncia
cientifica, é a atividade fisica aerébia, mas nao existe evidéncia que comprove que a
atividade de fortalecimento muscular possa reduzir a ansiedade. Portanto, a atividade de
fortalecimento muscular ndo esta incluida na recomendacao especifica do diagnoéstico.
Assim, é recomendado adicionar atividade de fortalecimento muscular para manter a
funcao muscular.

Por outro lado, na osteoporose, a recomendacao especifica, baseada na evidéncia cientifica,
o fortalecimento muscular e as atividades com o peso do corpo sdo as mais adequadas. Por
outro lado, ndo existe evidéncia em como a atividade fisica aerdbia possa reduzir a
osteoporose. Portanto, a atividade fisica aerébia nao esta incluida na recomendacao
especifica para o diagnéstico da osteoporose. Assim, recomenda-se adicionar atividade
fisica aerdbia para manter a aptidao aerdbia e possivelmente prevenir outras doencgas
crénicas como doengas cardiovasculares e diabetes no caso da osteoporose. No entanto, é
de salientar que a prescricao de atividade fisica, para prevenir outras doengas na presenca
de um determinado diagnoéstico, baseia-se principalmente na experiéncia clinica e em
pressupostos razoaveis, uma vez que existem poucos estudos publicados.

A criacdo de recomendacgdes uniformes para varios diagnésticos, como descrito acima,
permite e também simplifica a prescrigdo de atividade fisica no caso de mais do que um
diagnostico. Para obter mais informacdes sobre consideracoes especificas para um
diagndstico em particular, recomenda-se a leitura de "Conselhos especificos por
diagnostico”.

NOTA para a atividade fisica recomendada:

d) Aquecimento e retorno a calma
0 tempo de aquecimento/retorno a calma nao esta incluido na atividade fisica
recomendada para os varios diagnésticos. Isto significa que o tempo de
aquecimento/retorno a calma deve ser adicionado a cada sessdo de atividade fisica..
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e) Progressdo da atividade fisica, durante ou entre sessdes
Durante a sessdo: Para algumas pessoas/diagnosticos, pode ser importante comegar
com intensidade baixa a moderada antes que a intensidade seja aumentada para
moderada a vigorosa. Entre as sessoes: A dose inicialmente prescrita de atividade fisica
pode ter de ser menor do que a dose especifica recomendada para o diagnéstico em
causa.

f) Ao nivel da atividade fisica aerébia é recomendada uma intensidade moderada,
vigorosa ou uma combinag¢do de ambas, como por exemplo "90 minutos/semana ou
mais (30 minutos, 3 dias/semana)". Os 90 min/semana sao baseados nas RCT que
constituem a base para as recomendacdes especificas por diagnéstico e cumprem a
recomendacdo geral quando 2/3 do tempo é em intensidade vigorosa (Borg 14-17) e
1/3 em intensidade moderada (Borg 12-13)

Conselhos especificos por diagnéstico

Esta subseccao fornece conselhos especificos, que sao particularmente importantes (ver
appendix 2). Os conselhos sdo baseados em expertise clinica internacional. Os conselhos
sdo sobre a necessidade de realizar um exame médico antes do inicio da pratica de
atividade fisica e sobre dose, tipo de atividade, regulacdo da intensidade,
aquecimento/arrefecimento, progressdo, medicacdo, dor, questdes motivacionais e
dietéticas, e equipamento. Os conselhos sdo também sobre a necessidade de supervisao
meédica (por exemplo, ECG - monitorizagao), exercicio orientado por fisiologista do
exercicio, gestdo do exercicio por pessoal com formag¢do médica, tal como um fisioterapeuta
ou fisiologista do exercicio especialista. A escolha depende dos regulamentos, legislacao e
tradi¢des locais e esta no seguinte texto exemplificado por um fisioterapeuta.

Quando usar o FYSS-short?

As recomendacgdes para a atividade fisica incluidas no FYSS-short podem orientar uma
prescricdo individualizada de atividade fisica realizada fora do sistema de satide, como no
PAP-S, quando nao € necessaria supervisao médica ou monitorizagao por fisioterapeuta ou
fisiologista do exercicio. A prescricdo pode ser realizada como prevengdo, ou como
complemento a outros tratamentos farmacoldgicos ou de reabilitacdo. O FYSS-short
também pode orientar uma prescri¢do individualizada de atividade fisica em programas de
reabilitacdo dentro do sistema de satude, por exemplo, quando é importante que uma
sessdo de exercicio seja monitorizada por um profissional qualificado, como o fisiologista
do exercicio. Uma prescri¢do de atividade fisica realizada fora do sistema de saide pode
entdo ser realizada ap6s a conclusdo de um programa de reabilitacao.

Avaliagdo dorisco

Geralmente, os beneficios da atividade fisica sdo maiores do que os seus riscos. No entanto,
pode existir um aumento do risco de complicagdes cardiovasculares quando se pratica
exercicio, mesmo que o risco absoluto seja baixo. Portanto, é importante identificar os
fatores que podem afetar esse risco (5). Tais fatores sao:

e Apresenca de doengas ou sinais cardiovasculares e também a presenca de outras
doengas, como diabetes, doengas renais cronicas, depressao e doengas inflamatorias
crénicas, todas com um maior risco de doengas cardiovasculares.

o Realizar atividade fisica com intensidade vigorosa sem adapta¢des constantes ao
nivel da intensidade durante ou entre sessoes.

e Aumento acentuado da pressdo arterial ou dos lipidos no sangue e/ou presenca de
multiplos fatores de risco cardiovascular.
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Deve-se avaliar sempre o risco de complica¢des cardiovasculares no processo de
prescricao de atividade fisica. Os prescritores tém a responsabilidade de decidir se um
exame médico deve ser realizado antes do inicio do periodo de treino. Se houver suspeita
de doenca cardiovascular ndo tratada ou ndo tratada de forma ideal, deve ser consultado
um médico com as competéncias adequadas.

Contraindicagdes absolutas para atividade fisica de intensidade moderada ou vigorosa

10) Mudanga significativa recente no ECG

11) Angina instavel

12) Disritmias cardiacas descontroladas

13) Estenoses aodrticas severas

14) Insuficiéncia cardiaca descontrolada

15) Embolia pulmonar aguda

16) Miocardite aguda

17) Suspeita/conhecimento de aneurisma dissecante
18) Infecao sistémica aguda

Avaliagdo e reavaliacdo

A avaliagao, o seguimento e a reavaliacao devem ser realizados de forma a garantir o efeito
e, consequentemente, a qualidade do tratamento. Os seguintes exemplos de instrumentos
de avaliacdo clinica frequentemente utilizados sdo recomendados para o uso antes e depois
do periodo de treino e devem ser repetidos durante o seguimento a longo prazo.

Atividade fisica

e Questionario de auto-reporte

e Sensores de movimento (e.g. acelerémetros)
Funcionalidade/Capacidade

e 6- minute walk test

o Teste aerdbio submaximo (ciclo ergémetro ou passadeira)
Forga de preensdo manual

e Outros testes de funcionalidade ou capacidade relevantes
Marcadores especificos de diagndstico

e Analises ao sangue e a urina

e Circunferéncia da cintura

e Ricio cintura/anca

e Peso corporal

« Indice de massa corporal
Qualidade de vida relacionada com a saude

e Questionario do estado de saude (SF-36)

e Questionario EuroQol Health (EQ5D)

Potenciais mecanismos

Os mecanismos relacionados com a atividade fisica sao, ao contrario dos medicamentos,
pronunciadamente multifatoriais, ou seja, existe um grande nimero de mecanismos a
diferentes niveis - desde o nivel molecular até ao nivel do sistema. Muitos destes
mecanismos sao comuns a varios tipos de atividade fisica e afetam um grande nimero de
doencas, enquanto alguns sdo mais especificos para um determinado tipo de atividade
fisica e para um diagnostico em particular.
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A adaptacdo do organismo a atividade fisica comeca através de varios processos
moleculares relacionados, por exemplo, ao sistema energético, carga mecanica, inflamagao
cronica de baixo grau, stresse oxidativo e metabolismo do 6xido de nitrogénio. Estes
processos, por sua vez, afetam a formacao de, por exemplo, proteinas de transporte,
mitocondrias, sinapses nervosas, células nervosas, vasos sanguineos e tecido 6sseo, bem
como as células estaminais, células com potencial de regeneragdo em varios tecidos.
Finalmente, os efeitos da atividade fisica sdo observados ao nivel dos 6rgaos e dos sistemas,
tais como o aumento do volume sanguineo e da perfusao dos tecidos e a melhoria do
transporte de oxigénio e da composi¢do corporal.

No geral, a adaptacdo pode resultar numa melhor regulagao da glicémia, pressao arterial e
coagulacdo sanguinea, um esqueleto mais forte e uma melhor aptidao aerébia, forga
muscular e fungao cognitiva. A falta de regulacdo destes processos descritos é considerada
como um mecanismo geral para o desenvolvimento e progressao da doenca.

Revisédio sistematica da literatura

A pesquisa bibliografica abrange a literatura publicada até novembro de 2019. Em
primeiro lugar, foram pesquisadas revisdes sistematicas com meta-analises e,
posteriormente, foi realizada uma pesquisa de ensaios controlados randomizados (RCT).
Foi realizada uma avaliacdo da qualidade de cada artigo, seguida de uma classificacao das
evidéncias para cada resultado de acordo com o GRADE (Grading of Recommendations,
Assessment, Development and Evaluations) (6). Se solicitado, a estratégia de pesquisa esta
disponivel. Foram utilizados quatro niveis de evidéncia: Evidéncia com grau de certeza
elevado (++++), evidéncia com grau de certeza moderado (++++), evidéncia com grau de
certeza baixo (+++), evidéncia com grau de certeza muito baixo (+). Evidéncia com grau de
certeza elevado significa que o risco de que novos estudos possam invalidar as conclusdes,
é baixo. Evidéncia com grau de certeza baixo significa que ha um alto risco de que novos
estudos possam invalidar a conclusao. Evidéncia com grau de certeza muito baixo significa
que é necessaria mais investigacdo antes da aplicacao de determinado método.
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Capitulos por diagnoéstico

Um resumo da evidéncia e recomendacdes especificas
de atividade fisica para 8 diagnodsticos

6. Cancro

Prevencgdo

A atividade fisica regular esta associada a um risco reduzido de desenvolvimento de varios
tipos de cancro, por exemplo, cancro da mama, do célon e do endométrio (1). A
recomendacdo geral de atividade fisica para a satide pode ser aplicada.

Indicacédo de atividade fisica

No cancro, tanto durante como ap6s o tratamento oncoldgico, a atividade fisica é indicada
em conjunto com outras alteragdes no estilo de vida. No cancro crénico ou numa fase
paliativa, a atividade fisica também é recomendada.

Efeitos da atividade fisica

Efeitos agudos

Em individuos com cancro, a atividade fisica pode diminuir a fadiga e a ansiedade
relacionadas com o cancro.

Efeitos da atividade fisica regular

A atividade fisica é benéfica durante e apds o tratamento oncolégico, melhorando a
sobrevivéncia, a fadiga relacionada com o cancro, a qualidade de vida, a aptidao aerdbia e
forca muscular (Tabela 1). Tanto a sobrevivéncia especifica do cancro quanto a geral foi
maior em individuos com niveis elevados de atividade fisica recreativa auto-reportada
(cancro da mama, colorretal e da prostata).

A atividade fisica regular com intensidade e duragao variadas, reduziu a fadiga relacionada
com o cancro. A qualidade de vida relacionada com a saide aumentou devido a atividade
aerdbia e/ou de fortalecimento muscular, durante pelo menos 15 minutos por sessao, 2
sessOes por semana. A atividade fisica com componente aerébia (caminhada, ciclismo e
corrida) de intensidade moderada a vigorosa, realizada por pelo menos 30 minutos por
sessdo, 2-5 vezes por semana, durante 5 semanas, aumentou a aptidao aerébia. No entanto,
durag¢oes mais longas e volumes maiores tém demonstrado ter um efeito adicional. A
atividade de fortalecimento muscular = 2 vezes por semana aumentou a for¢ca muscular. O
treino supervisionado foi mais eficaz na melhoria da qualidade de vida relacionada com a
saude e da for¢ca muscular do que as intervencdes realizadas em casa.
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Tabela 1. Efeitos e evidéncia cientifica da atividade fisica regular em pessoas com cancro.

Variavel Evidéncia* | Referéncias Tipo de atividade fisica

Sobrevivéncia ++ (D Atividade fisica de recreacio
Fadiga relacionada com o +++ (2-5) Atividade aerodbia e/ou de
cancro fortalecimento muscular
Qualidade de vida +++ (2,6) Atividade aero6bia e/ou de
fortalecimento muscular
Aptidao aerébia +++ (7,8) Atividade aero6bia e/ou de
(VO2max/pico) fortalecimento muscular
For¢a muscular ++ (9,10) Atividade aero6bia e/ou de
fortalecimento muscular

Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de
certeza baixo (++), Evidéncia com grau de certeza muito baixo (+).

Atividade fisica recomendada

Individuos com cancro devem ser recomendados a realizar atividade aerébia e de
fortalecimento muscular para:
- Aumentar a sobrevivéncia no cancro da mama, colorretal e da prostata (++)
- Diminuir a fadiga relacionada com o cancro (+++)
- Aumentar a qualidade de vida (+++)
- Aumentar a aptidao aerébia (+++)
Aumentar a for¢ca muscular (++)

Atividade fisica aerobia Atividade de fortalecimento muscular

(30 min 3 dias/sem)

Ou uma combinagio de intensidade moderada e
vigorosa, pelo menos em 90 min/sem

. Duracgio Frequéncia Numero de - - Frequéncia
Intensidade . . P Repeticdes Séries .
min/semana dias/semana exercicios dias/semana
Moderada Pel‘)l‘;lgnos 3-7 8-10 8-12 1-3 2-3
ou
Vigorosa Pelo menos 75 3-5

Intensidade moderada: 40-59 % VO:zR, PSE 12-13. Intensidade vigorosa: 60-89 % VO:zR, PSE 14-17. VO2R = VO2max -VO2 de
repouso. 8-12 repeti¢des = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

As recomendacgoes de atividade fisica para pessoas com cancro, cumprem as
recomendacdes de atividade fisica gerais, ndo sendo necessaria nenhuma recomendacao

adicional.

Conselhos especificos para o diagnéstico

e A atividade fisica deve ser adaptada individualmente através do didlogo e

inicialmente supervisionada por profissionais com formacao especializada, como por
exemplo um profissional do exercicio fisico.
e Os efeitos secundarios do tratamento, incluindo fadiga, nauseas e dores articulares,
podem ser reduzidos através da pratica regular de atividade fisica.
e Para otimizar o efeito da atividade fisica na aptidao aerdébia, a intensidade deve ser
vigorosa ou combinar intensidade moderada com vigorosa, se a condi¢ao de saide o
permitir.
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Se houver efeitos secundarios graves do tratamento oncolégico, o tipo e a dose da
atividade fisica devem ser ajustados.

Nao deve haver atividade fisica de intensidade vigorosa menos de 24 horas ap6s uma
sessao de quimioterapia.

Quando o risco de infecdo é elevado, a atividade fisica de intensidade vigorosa deve
ser adiada até que o risco de infecao seja reduzido.

Uma infecdo é uma contraindicacdo absoluta para a atividade fisica.

Na osteoporose estabelecida e quando a recuperacao é extremamente dificil apds o
tratamento, o tipo e a dose de atividade fisica tem de ser ajustada a condigao atual.

A atividade fisica antes da cirurgia oncoldgica é uma area emergente, e pode otimizar
a funcao fisica e reduzir o tempo de recuperacao pés-operatério (11).
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7. Doenca pulmonar obstrutiva crénica (DPOC)

Prevengdo

A atividade fisica regular parece estar associada a um risco reduzido de desenvolvimento
de DPOC (1). O tabagismo é um grande fator de risco.

Indicacédo de atividade fisica

Na DPOC, a atividade fisica é indicada em conjunto com a cessacao tabagica, alteracoes
nutricionais, educacdo e tratamento farmacoldégico. Isto é valido independentemente da
idade, sexo, grau de dispneia ou gravidade da doenga. O trabalho de uma equipa
interdisciplinar é recomendado.

Efeitos da atividade fisica

Efeitos agudos

A atividade fisica leva a um aumento rapido da frequéncia respiratéria e da dispneia. O
lactato sanguineo aumenta rapidamente levando a uma diminuicdo da fun¢ao dos musculos
esqueléticos.

Efeitos da atividade fisica regular

Os individuos num estado estavel de DPOC podem reduzir a dispneia, melhorar a qualidade
de vida, a aptidao cardiorrespiratéria e forca muscular ap6s um periodo de atividade fisica
(Tabela 1). A maioria dos estudos avaliou os efeitos da combinacdo da atividade aerébia e
do fortalecimento muscular e alguns analisaram apenas as atividades de fortalecimento
muscular. Atividade aerébia e de fortalecimento muscular: a parte aerdbia incluia
caminhadas, exercicios com o ciclo ergémetro, exercicios aerébios ou de treino aquatico, de
forma continua ou intervalada. A parte de fortalecimento muscular incluia treino em
maquinas guiadas, com bandas elasticas ou treino em circuito. Foi realizada intensidade
moderada a vigorosa (260% da capacidade maxima e 40-80% de 1 RM), durante 30-120
minutos por sessao, 1-5 vezes por semana, durante 4 a 52 semanas (a maioria dos
programas durou 12 semanas). 4 atividade de fortalecimento muscular foi realizada para os
musculos dos membros inferiores e superiores, utilizando maquinas guiadas ou outro tipo
de equipamento. Foi realizada numa intensidade moderada a vigorosa (50-90% de 1 RM),
com 8-12 repeticoes e 1-3 séries, 2-3 vezes por semana, durante 8 a 16 semanas.
Individuos com uma exacerbacdao aguda podem melhorar a qualidade de vida e a distancia
percorrida em 6 minutos (+++++), e diminuir as readmissdes hospitalares (++++) se
iniciarem atividade fisica logo apds a exacerbacdo (4). A atividade fisica comecgou entre 2 a
21 dias apo6s a exacerbacao. Consistiu inicialmente em atividades da vida diaria (AVD), e
posteriormente em atividades de fortalecimento muscular e aerébia de acordo com o
estado do individuo.

Tabela 1. Efeitos e evidéncia cientifica da atividade fisica regular em pessoas com DPOC estavel.

Varidavel Evidéncia* | Referéncias Tipo de atividade fisica
Dispneia ++ 2) Fortalecimento muscular
Qualidade de vida +++ 3) Atividade aerobia e de fortalecimento muscular
Aptiddo aer6bia ++ 3) Atividade aerobia e de fortalecimento muscular
Forga muscular ++ (2) Fortalecimento muscular

Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de
certeza baixo (++), Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com DPOC estavel devem ser recomendados a realizar atividade aerédbia e de
fortalecimento muscular para:

- Melhorar a qualidade de vida (+++), aumentar a aptidao aerdbia (++)

Individuos com DPOC estavel devem ser recomendados a realizar atividade de
fortalecimento muscular para:

- Melhorara a dispneia (++) e aumentar a for¢a muscular (++)

Individuos com uma exacerbacdo aguda devem ser recomendados a realizar atividades da
vida diaria, seguidas de atividades de fortalecimento muscular e depois de atividades
aerdbias, na fase inicial de tratamento para:

- Melhorar a qualidade de vida, aumentar a distancia percorrida em 6 minutos (++++),
diminuir as readmissodes hospitalares (+++)

Atividade fisica aerébia Atividade de fortalecimento muscular
Intensidade _Duragao P"requencia Nume,ro_ de Repeticdes Séries Erequencia
min/semana dias/semana exercicios dias/semana
Moderada Pelo menos 150 3-7 8-10 8-12 1-3 2-3
ou

Vigorosa Pelo menos 75 3-5

Ou uma combinagdo de intensidade moderada e
vigorosa, pelo menos em 90 min/sem
(30 min 3 dias/sem)

Intensidade moderada: 40-59 % VOzR, PSE 12-13. Intensidade vigorosa: 60-89 % VO:zR, PSE 14-17. VO2R = VO2max -VO2 de
repouso. 8-12 repeti¢des = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

As recomendacdes de atividade fisica para pessoas com DPOC, cumprem as recomendacoes
de atividade fisica gerais, ndo sendo necessaria nenhuma recomendacgao adicional.

Conselhos especificos para o diagnéstico

e Aatividade fisica deve ser adaptada individualmente, ap6s conversa com o paciente, e
inicialmente supervisionada por profissionais com formac¢ao especializada, como por
exemplo um profissional do exercicio fisico.

e Durante a hospitalizacdo devido a exacerbacdo, a atividade fisica deve ser iniciada no
hospital através de atividades leves, como caminhadas no corredor.

e A atividade fisica aer6bia com intensidade moderada ou vigorosa pode ser realizada
de forma continua ou intervalada (intervalos de 1 a 3 minutos).

e Em individuos com dispneia grave, o periodo de treino pode ser iniciado com treino
muscular periférico, exercicios localizados e de flexibilidade, que nao tém impacto
significativo no sistema circulatdrio central.

e Seasaturacdo de oxigénio for < 88 % durante a atividade fisica aerdbia, a intensidade
deve ser diminuida e o exercicio intervalado pode ser aplicado. Também podem ser
realizados exercicios de fortalecimento muscular e de um s6 membro.

e Adispneia e a fadiga das pernas devem ser classificadas entre 3 a 6 na escala de Borg
CR10.

e Recomenda-se a respiracdo labial para diminuir a frequéncia respiratoria durante o
exercicio.

e EmIMC <22 kg/m2, deve ser consultado um nutricionista, e um bom balanco
energético deve ser alcancado.

e Os apoios para caminhar, como um andarilho, podem ajudar o individuo a caminhar
uma distancia maior e assim aumentar a fung¢do muscular da perna.

e Osindividuos com doengas graves sdo capazes de realizar atividade fisica aerébia
com intensidade vigorosa (5).
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8. Doenca das artérias corondrias

Prevencgdo

A atividade fisica regular estd associada a um risco reduzido de desenvolvimento de doenca
das artérias coronarias (1,2). A recomendacao geral de atividade fisica para a satide pode
ser aplicada.

Indicac¢do de atividade fisica

Em individuos com doenca das artérias coronarias estavel, a atividade fisica é indicada,
incluindo outras intervencdes no estilo de vida, independentemente do tratamento
farmacolégico ou invasivo.

Efeitos da atividade fisica

Efeitos da atividade fisica regular

Individuos com doenca das artérias coronarias podem reduzir o risco de mortalidade e os
internamentos hospitalares e aumentar a aptidao aerébia e a for¢a muscular ap6s a
reabilitacdo cardiaca, baseada em exercicio (RCex) (Tabela 1). RCex consista em atividade
aerdbia e/ou de fortalecimento muscular. A atividade fisica aerébia era normalmente
realizada num ciclo ergémetro, ou era realizada aer6bica/calistenia, numa passadeira ou
em circuito, de forma continua ou intervalada. A dose de atividade fisica aerébia variou
entre estudos; em geral, a atividade aerodbia foi realizada com uma intensidade de 60% a
85% do VO2 maximo ou 70% a 95% da FC maxima, 30-60 minutos, 3-5 vezes por semana, e
com uma duracao de 3 a 6 meses. A atividade de fortalecimento muscular foi realizada com
8-10 exercicios de membros superiores e/ou inferiores a 40-80% de 1 RM, com 10-15
repeticoes, 1-3 séries, 2-3 vezes por semana, durante 3 a 6 meses. O treino intervalado de
alta intensidade pode melhorar o VO2 max de forma mais significativa quando comparado
com o treino continuo de intensidade moderada. Esta superioridade diminuiu, contudo,
quando se comparou com o protocolo isocalérico (3).

A combinacgao da atividade aerdbia com a atividade de fortalecimento muscular promoveu
melhores resultados ao nivel do VO2 maximo, em comparagao com a atividade aerébia ou
de fortalecimento muscular isoladas (4,5). O racio de risco para redu¢do da mortalidade
cardiovascular comparada com a auséncia de exercicio foi RR 0,74 (1C95% 0,54 a 0,86). Em
individuos com angina estavel, os efeitos da RCex na mortalidade em geral e por doenca
cardiovascular e nas admissodes hospitalares sao incertos devido ao pequeno nimero de
estudos e ao seu pequeno tamanho de efeito (6). O nivel da evidéncia ndo foi relatada para
a qualidade de vida relacionada com a satide, dada a heterogeneidade nos instrumentos e
métodos de reporte utilizados (6,7).

Tabela 1. Efeitos e evidéncia da atividade fisica regular na doencga das artérias corondrias.

Variavel Evidéncia* | Referéncias Tipo de atividade fisica
Morte por doenga . , . 1 .. ..
cardiovascular >12 it ) Athldf:ld_e fisica aerobla} ou atividade fisica
aerobia e de fortalecimento muscular
meses
Admissio hospitalar s+ 7) At1v1d’ad.e fisica aeroblg ou atividade fisica
aerobia e de fortalecimento muscular
Aptidio aerébia (MET) . (8) At1v1d’ad.e fisica aeroblg ou atividade fisica
aerobia e de fortalecimento muscular
For¢ca muscular ++ (5) Atividade fisica de fortalecimento muscular

Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de
certeza baixo (++), Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com doenca das artérias coronarias devem ser recomendados a realizar
atividade aerobia e de fortalecimento muscular para:

Reduzir a mortalidade por doenga cardiovascular (+++) e as admissdes hospitalares

(++)

Aumentar a aptiddo aerdbia (++++) e a forca muscular (++)

Atividade fisica aerébia Atividade de fortalecimento muscular

Duracdo Frequéncia Nimero de Frequéncia

Intensidade | minutos/sema | dias/seman iy Repeticoes | Séries | dias/seman
exercicios
na a a
Combinacao
de Pelo menos 90
intensidade (e.g. 30-60 3-5 8-10 10-15 1-3 2-3
moderada e min/sessio)
vigorosa

Intensidade moderada: 40-59 % VO2R, PSE 12-13. Intensidade vigorosa: 60-89 % VO2R, PSE 14-17. VO2R = VO2max -VO2 de repouso.
10-15 repeti¢cdes = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 10-15 vezes (10-15 RM).

As recomendacdes de atividade fisica para pessoas com doenga das artérias coronarias,
cumprem as recomendacgdes de atividade fisica gerais, ndo sendo necessaria nenhuma
recomendacdo adicional.

Conselhos especificos para o diagnéstico

Individuos com doenga das artérias coronarias devem ser submetidos a uma
avaliacao com uma prova de esfor¢o adaptada ao sintoma, incluindo um ECG e um
teste de funcao muscular realizado por um profissional com conhecimento suficiente
para prescrever atividade fisica de forma adequada, apds exame clinico realizado por
um médico.

E importante iniciar o exercicio fisico o mais rapido possivel apds um evento
coronario agudo, com base no resultado do ECG em exercicio.

A atividade fisica deve ser clinicamente supervisionada até que o individuo tenha a
doenga estavel.

A atividade fisica pode ser realizada de forma continua ou intervalada, de acordo com
as preferéncias individuais.

Durante o exercicio, é importante prestar atencao a qualquer arritmia ou reagdo
anormal da pressao arterial, assim como a sintomas como dispneia, tonturas ou dor
no peito, que levardo ao término do exercicio (ver contraindica¢des na introdugao).
Os individuos com doenca das artérias coronarias muitas vezes precisam de apoio e
encorajamento para ser fisicamente ativos ao ponto de manterem a sua forma fisica.
E recomendado que seja realizado um programa de exercicio aerébio e de
fortalecimento muscular, seja como parte de um programa de reabilitacdo cardiaca,
seja como uma intervengdo de exercicio isolada ou em combinagao com outras
intervengoes no estilo de vida. A intervencao de exercicio deve ser realizada em
ambiente hospitalar supervisionado, ou em combina¢do com algumas sessdes em
realizadas em casa. Apoés a conclusao de um programa de RCex, os individuos devem
ser recomendados a continuar a atividade fisica ao longo da vida, para manter as
melhorias na aptidao fisica.
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10. Depressdo

Prevengdo

A atividade fisica regular esta associada a um risco reduzido de desenvolvimento de
depressdo (1). A recomendacado geral de atividade fisica para a satide pode ser aplicada.

Indicacgdo de atividade fisica

Na depressao leve a moderada, a atividade fisica, combinada com outras alteracdes no
estilo de vida, é indicada independentemente do tratamento farmacoldgico ou
psicoterapéutico. Na depressdo grave, a atividade fisica é indicada em conjunto com outros
tratamentos como o tratamento farmacolégico e/ou psicoterapéutico.

Efeitos da atividade fisica

Efeitos agudos

Logo apds 30 minutos de exercicio no ciclo ergémetro, a reducdo do humor deprimido foi
significativamente maior, em comparacao com o repouso, em pessoas com disttrbio
depressivo grave diagnosticado clinicamente. Este efeito foi considerado independente da
intensidade do treino (2).

Efeitos da atividade fisica regular

Os individuos com depressao podem diminuir os sintomas depressivos, melhorar a
qualidade de vida e a aptidao aerdbia, apds um periodo de atividade fisica (Tabela 1). Tais
efeitos tém sido geralmente encontrados na atividade fisica realizada 3 vezes por semana,
durante 8 a 12 semanas. Os tamanhos dos efeitos variam entre 0,39-1,24, reportados
separadamente em atividade fisica aerodbia, atividade de fortalecimento muscular ou numa
combinag¢do de ambos. Foram encontrados grandes beneficios antidepressivos apds 3
sessOes semanais realizadas pelo menos durante 5 a 8 semanas, tendo sido encontrados
efeitos ainda maiores para duragdes de 9 a 12 semanas (3,11). Por outro lado, alguns
estudos ndo encontraram diferencas nos efeitos antidepressivos de intensidades variaveis
ou entre atividade fisica aerdbia ou atividade de fortalecimento muscular (3). Outros
encontraram efeitos maiores na atividade fisica aerdbia realizada em intensidades
moderadas a vigorosas (6,11,12). Existem mais estudos que avaliam os efeitos da atividade
fisica aerébia na depressao, do que os estudos sobre a atividade de fortalecimento
muscular, o que significa que a evidéncia para atividade fisica aerdbia é mais robusta
(3,4,5). Os efeitos antidepressivos da atividade fisica sdo semelhantes aos tratamentos
psicolégicos ou farmacolégicos em depressao leve a moderada (3,4,12). A atividade fisica
como coadjuvante da medicacdo parece produzir um efeito moderado e adicional préximo
da significancia (4). Existem poucos estudos de follow-up a longo prazo para conhecer os
efeitos antidepressivos da atividade fisica a longo prazo (12).

Tabela 1. Efeitos e evidéncia da atividade fisica regular na depressao.

Variavel Evidéncia* | Referéncias Tipo de atividade fisica
Sintomas depressivos s (3-6) Atividade aerdbia e de fortalecimento
muscular
Sintomas depressivos +++ (3,6,7) Atividade fisica aerdbia
Sintomas depressivos ++4+ (3,6) Atividade de fortalecimento muscular
Qualidade de vida ot (3,10) Atividade aerdbia e/ou de fortalecimento
muscular
Aptidao aerébia +++ 9 Atividade fisica aerébia

* Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de certeza baixo
(++), Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com depressao devem ser recomendados a realizar atividade aerébia e/ou de
fortalecimento muscular para:

~ Diminuir sintomas depressivos (+++)

—Melhorar a qualidade de vida (+++)

- Aumento da atividade aerédbia (+++)

Atividade fisica aerdbia Atividade de fortalecimento muscular
Intensidade _Duragao Erequencia Nume,ro_ de Repeticdes Séries Erequencia
min/semana dias/semana exercicios dias/semana
Moderada Pelolr;gnos 3-7 8-10 8-12 1-3 2-3
ou

Vigorosa Pelo menos 75 3-5
Ou uma combinagdo de intensidade moderada e
vigorosa, pelo menos em 90 min/sem (30 min 3

dias/sem)

Intensidade moderada: 40-59 % VO2R, PSE 12-13. Intensidade vigorosa: 60-89 % VO2R, PSE 14-17. VO2R = VO2max -VO2 de
repouso. 8-12 repeticdes = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

A atividade fisica recomendada na depressao pode ndo estar de acordo com a
recomendacdo geral de atividade fisica para a sauide. Se apenas se realizar atividade de
fortalecimento muscular para tratar a depressao, deve-se adicionar atividade fisica aerébia
e vice-versa.

Conselhos especificos para o diagnéstico

e A atividade fisica deve ser orientada por um profissional do exercicio.

e Em caso de depressao leve ou moderada, a atividade fisica pode aliviar os sintomas
tao eficazmente quanto os antidepressivos farmacologicos ou a terapia cognitiva
comportamental (TCC).

e Na depressdo grave, a atividade fisica deve ser paralela a outros tratamentos, como o
tratamento farmacol6gico ou psicoterapéutico.

e Deve-se ter em consideracdo que individuos com depressao, ou outros diagndsticos
mentais, podem precisar de mais apoio para mudar seu comportamento de atividade
fisica.

¢ Individuos com depressao e com a presenca de sinais ou doenca cardiovascular
devem tratar a sua doenca cardiovascular de forma étima antes de iniciar um
programa de atividade fisica.
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12. Diabetes tipo 2

Prevengdo

A atividade fisica regular estd associada a um risco reduzido de desenvolvimento de
diabetes tipo 2 (1,2). A recomendacao geral de atividade fisica para a saide pode ser
aplicada.

Indicagdo de atividade fisica

No caso de diabetes tipo 2, a atividade fisica é indicada com elevada prioridade, em
conjunto com outras alteragdes no estilo de vida e em combinagdo o tratamento
farmacologico.

Efeitos da atividade fisica

Efeitos agudos

Uma Unica sessdo de atividade fisica aumenta a absorgao de glicose no musculo
esquelético, independentemente da insulina, de uma forma de dose-resposta linear. O
efeito desaparece ap6s 48 horas. Mesmo pequenas sessoes de atividade fisica para
interromper o tempo sentado, podem diminuir os niveis de glicose no sangue.

Efeitos da atividade fisica regular

Existem evidéncias de grau elevado de certeza em como a atividade fisica pode melhorar o
controlo da glicose (diminuicao do HbA1c) ao longo do tempo (Tabela 1). A atividade fisica
regular também afeta positivamente fatores de risco como lipidos no sangue, pressao
arterial, func¢do vascular e aptidao aerébia (Tabela 1). A maior reducao do risco de
complicagdes foi encontrada quando um individuo sedentario se tornou fisicamente ativo
(3). Em individuos com diabetes ha pouco tempo, a probabilidade de alcancar um bom
controlo da glicose apenas com atividade fisica foi maior em comparac¢ao com aqueles que
tinham tido a doenc¢a ha mais tempo (4,5). Uma diminuicdo na glicemia, medida através da
HbA1c, de 6-9 mmol/mol é clinicamente relevante.

A atividade fisica com uma dose e intensidade elevadas resultou num maior efeito no
controlo da glicose, em comparag¢ao com uma dose e intensidade mais baixas. Uma
combinacao de atividade aerobia e de fortalecimento muscular foi o modo de exercicio
mais eficaz, e posteriormente atividade fisica aerébia com intensidade vigorosa. A
atividade aerobia e de fortalecimento muscular com intensidade leve a moderada também
foi benéfica, mas nao na mesma medida que a atividade de intensidade vigorosa.

Tabela 1. Efeitos e evidéncia da atividade fisica regular em pessoas com diabetes tipo 2.

Variavel Evidéncia | Referéncias Tipo de atividade fisica
*
HbA1lc +++ (3, 6-14) Atividade aerdbia e de fortalecimento muscular
Lipidos no sangue +++ (8,9) Atividade fisica aerdbia
Pressdo arterial +++ (8,9) Atividade fisica aerdbia
Funcdo vascular +++ (15-17) Atividade fisica aerdbia
Aptiddo aer6bia +4++ (8,9,15,18) Atividade fisica aer6bia

Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de
certeza baixo (++), Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com diabetes tipo 2 devem ser recomendados a realizar atividade fisica aerébia
e de fortalecimento muscular, para:

Melhorar o controlo da glicose, medida através da HbAlc (++++)
Melhorar os lipidos no sangue (+++)
Reduzir a pressao arterial (+++)

Aumentar a aptiddo aerobia (+++)

Melhorar a fungdo vascular (+++)

Atividade fisica aerébia Atividade de fortalecimento muscular
Intensidade _Dura(;ao Erequenc1a N“mefo. de Repeticdes Séries Erequenc1a
min/semana dias/semana exercicios dias/semana
Moderada P elolr;gnos 3-7 8-10 8-12 1-3 2-3
ou

Vigorosa Pelo menos 75 3-5

Ou uma combinagio de intensidade moderada e
vigorosa, pelo menos em 90 min/sem
(30 min 3 dias/sem)

Intensidade moderada: 40-59 % VO2R, PSE 12-13. Intensidade vigorosa: 60-89 % VO2R, PSE 14-17. VO2R =V02max -VO2 de
repouso. 8-12 repeti¢des = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

As recomendacdes de atividade fisica para pessoas com diabetes tipo 2 cumprem as
recomendacoes de atividade fisica gerais, ndo sendo necessaria nenhuma recomendagao
adicional.

Conselhos especificos para o diagnéstico

Os individuos com elevado risco de doenca cardiovascular, devem iniciar a atividade
fisica aerdbia de intensidade leve a moderada. Tanto a intensidade como a duragao
podem ser posteriormente aumentadas.

O efeito da atividade fisica é provavelmente maior com intensidades e doses de
atividade fisica aerdbia mais elevadas.

O efeito da atividade fisica na HbA1lc é comparavel com o efeito de muitos
medicamentos antidiabéticos orais.

A combinacao de atividade aerdbia e de fortalecimento muscular tem um efeito
maior.

Para um controlo 6timo da glicemia, deve haver um maximo de dois dias de descanso
entre as sessoes de exercicio.

A glicemia deve ser medida antes e depois do exercicio. Para reduzir o risco de
hipoglicemia induzida por exercicio, a dose de insulina deve ser reduzida e os
hidratos de carbono devem ser fornecidos antes, durante e ap6s o exercicio.
Individuos com diabetes tipo 2 e com a presenca de sinais ou doenca cardiovascular
devem tratar a doenca cardiovascular antes de iniciar um programa de atividade
fisica.
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15. Hipertensd@o

Prevengdo

A atividade fisica regular estd associada a um risco reduzido de desenvolvimento de
hipertensao (1,2). A recomendacao geral de atividade fisica para a satide pode ser aplicada.
Indicacédo de atividade fisica

Na existéncia de uma pressao arterial de 140 - 159/90 - 99 mmHg, com risco baixo a
moderado de doenga cardiovascular, a atividade fisica é indicada em conjunto com outras
alteracdes no estilo de vida, enquanto tratamento primario. Quando a pressao arterial
apresenta valores de 160-179/100-109 mmHg e 1 a 2 fatores de risco cardiovascular, a
atividade fisica é indicada em conjunto com outras alteracdes no estilo de vida, ou na
maioria das vezes em combinag¢ao com o tratamento farmacologico, para alcangar a
normotensdo. Quando a pressao arterial é > 180/> 110 mmHg, é indicada atividade fisica
individualizada, em conjunto com outras alteracdes no estilo de vida, como complemento
ao tratamento farmacolégico, com possiveis excecdes como os desportos de competicao (3)

Efeitos da atividade fisica

Efeitos agudos

Durante a atividade fisica aerébia de intensidade moderada, a pressao sistélica aumenta
enquanto a pressao diastolica permanece relativamente inalterada. Num paciente
hipertenso, a resposta da pressao arterial pode ser exagerada. Apds a atividade fisica
aerdbia e durante varias horas, a pressao arterial é menor que a pressao arterial de
repouso, ou seja, ocorre uma hipotensao pos-exercicio. Durante a atividade de
fortalecimento muscular, a pressao arterial tende a aumentar mais, em comparagao a
atividade aerébia. Por vezes atinge niveis muito elevados e sio acompanhados por um
aumento na resisténcia periférica.

Efeitos da atividade fisica regular

Em individuos com hipertensao arterial (PA >140 mmHg), a atividade fisica promove uma
diminuicao da pressao arterial sistdlica (Tabela 1). A maior redugdo na pressao arterial foi
encontrada quando o treino consistiu numa combinacdo de atividade aerébia e de
fortalecimento muscular (efeito médio: -13,5 mmHg) e em atividade fisica aerdbia de
intensidade moderada (efeito médio: -9,5 mmHg) por pelo menos 4 semanas (4). O efeito
da atividade fisica esteve ao mesmo nivel que o efeito do tratamento médico. Em
comparacgdao com uma meta-andlise anterior (5), a inclusdao de mais RCT contribuiu para a
detecao de um efeito mais forte da atividade de fortalecimento muscular e para a conclusao
de que a combinacao de atividade aerébia e de fortalecimento muscular foi mais eficaz do
que quando isoladas. A falta de existéncia de amostras cegas, amostras pequenas, e
métodos heterogéneos, foram limitacdes apresentadas.

Tabela 1. Efeitos e evidéncia da atividade fisica regular na hipertensaol.

Variavel Evidéncia | Referéncia Tipo de atividade fisica
* s
Pressdo arterial sistdlica +++ 4) Atividade fisica aerdbia
Pressio arterial sistdlica 44 (4) Atividade de fortalecimento muscular
Pressdo arterial sistélica +++ 4) Atividade aerdbia e de fortalecimento muscular
Pressdo arterial sistolica ++ (4) Fortalecimento muscular com exercicios
isométricos

Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de certeza baixo (++),
Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com devem ser recomendados a realizar atividade aerdbia ou de fortalecimento
muscular, ou uma combinag¢do de ambos, para:

~ Diminuir a pressao arterial (+++)
Individuos com hipertensao arterial podem também ser recomendados a realizar treino
isométrico para:

- Diminuir a pressao arterial (++)

Atividade fisica aerébia Atividade de fortalecimento muscular
Intensidade _Dura(;ao Erequenc1a N“mefo. de Repeticdes Séries Erequenc1a
min/semana dias/semana exercicios dias/semana
Moderada P elolr;gnos 3-7 8-10 8-12 1-3 2-3
ou
Vigorosa Pelo menos 75 3-5
Ou uma combinagdo de intensidade moderada e
vigorosa, pelo menos em 90 min/sem
(30 min 3 dias/sem)

Intensidade moderada: 40-59 % VO2R, PSE 12-13. Intensidade vigorosa: 60-89 % VO2R, PSE 14-17. VO2R = VO2max -VO2 de
repouso. 8-12 repeti¢des = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

As recomendacdes de atividade fisica para pessoas com hipertensdo cumprem as
recomendacoes de atividade fisica gerais, ndo sendo necessaria nenhuma recomendagao
adicional.

Conselhos especificos para o diagnéstico

e Paraavaliar a intensidade da atividade fisica aerébia no tratamento com
betabloqueadores, a escala de Borg® deve ser usada ao invés da medigao da
frequéncia cardiaca, devido a uma relagdo desviante entre frequéncia cardiaca e o
esforco.

e O contacto com um fisiologista do exercicio com conhecimento relevante, é
recomendado para individuos com doenca das artérias coronarias concomitante,
ap6s exame médico.

e Seotreino isométrico for escolhido: 4 x 2 minutos de contracao a 20-50% da
contracao isométrica maxima, 3 vezes por semana.

e Asrestricoes a atividade fisica podem aplicar-se em alguns casos, como por exemplo,
nos desportos competitivos, no perfil de risco elevado, na presenca de danos nos
orgaos-alvo e na pressao arterial instavel (3).

e Individuos com hipertensao e com a presenca de sinais ou doenga cardiovascular
concomitante, como dispneia, dor toracica ou arritmia, devem ser tratados de forma
6tima antes de iniciar um programa de atividade fisica.
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22. Osteoporose

Prevengdo

A atividade fisica regular esta associada a um risco reduzido de desenvolver osteoporose
(1,2). Em particular, a atividade fisica de fortalecimento muscular combinada com outras
atividades fisicas com o peso do corpo, como corrida e saltos, reduz o risco.

Indicagdo de atividade fisica
Na osteoporose, a atividade fisica com o peso do corpo, é indicada em conjunto com outras
alteracgoes no estilo de vida.

Efeitos da atividade fisica na satdde éssea

Efeitos da atividade fisica regular

Os individuos com risco de osteoporose (osteopenia) ou com osteoporose podem melhorar
a saude Ossea ao realizar atividade fisica (Tabela 1). A influéncia da gravitacdo e das
contracdes musculares sdo ambos pré-requisitos para a saude éssea. O processo normal de
remodelacdo demora cerca de 4 meses. Foram necessarios pelo menos 6 meses de
atividade fisica de reforco muscular, tanto em mulheres na pré-menopausa como em
homens, até ser detetado um aumento da massa dssea. O treino dinamico foi mais eficaz do
que o treino estatico. Jogging, saltos e atividade fisica de fortalecimento muscular
realizados com intensidade moderada a vigorosa, durante 30-60 minutos por dia, 3-5 vezes
por semana, tiveram efeitos positivos na satide 6ssea, independentemente da idade.

Tabela 1. Efeitos e evidéncia sobre a atividade fisica regular em pessoas com osteopénia e
ostreoporose.

Variavel Evidéncia | Referéncia Tipo de atividade fisica
* S
Reduc¢ido da perda dssea no ++ (3,4) Treino progressivo com resisténcias para
colo do fémur e na coluna os membros inferiores de
lombar em mulheres na p6s- Tipos de exercicios combinados.
menopausa
Redugdo das taxas de queda ++++ (5) Exercicios funcionais e de equilibrio.
em pessoas idosas
Redugdo do nimero de ++ (5) Exercicios funcionais e de equilibrio,
pessoas idosas com uma fortalecimento muscular, Tai Chi, danga,
fratura relacionada com a flexibilidade, marcha e treino de
queda resisténcias cardiorrespiratdria.
Redugio da perda dssea em ++ (6) Treino progressivo com resisténcias para
pessoas idosas com todos os grandes grupos musculares,
osteoporose combinado com outras atividades fisicas de
carga.
Redugdo das taxas de queda (6) Exercicios de equilibrio e programas multi-
- em pessoas idosas com ++++ modais que incluam treino com
osteoporose, resisténcias
- em pessoas com fratura +++
vertebral
Melhoria da mobilidade, +++ (7 Programas de exercicio multi-modais que
equilibrio, e +++ incluam treino de forca, Tai Chi, marcha,
funcio fisica auto-reportada, ++ equilibrio e tarefas funcionais.
em pessoas com
osteopenia/osteoporose

* Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de certeza baixo (++),
Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com osteoporose devem primeiramente ser recomendados a praticar
atividade fisica de fortalecimento muscular em combinagdo com outras atividades
fisicas com o peso do corpo, para:

- diminuir a perda 6ssea ou aumentar a densidade (++)

- aumentar a qualidade de vida relacionada com a satude (++)I

Individuos com osteoporose e risco de queda também devem ser recomendados a realizar
exercicios de equilibrio e exercicios funcionais, para:

- reduzir o risco de queda (++++)
- reduzir a fraturas relacionadas com quedas (++) e aumentar a mobilidade (+++)

Atividade de fortalecimento muscular
em conjunto com atividades fisicas com o peso do corpo*

Numero de exercicios Repeticdes Séries dﬁ:g%ﬁg;ﬁa
8-10 8-12 2 2-3

*Outras atividades fisicas com o peso do corpo podem ser atividade fisica aerébia, como caminhada rapida ou jogging. Ndo ha
evidéncias disponiveis para recomendar uma dose especifica para este tipo de atividade em relagio a satde 6ssea. 8-12
repeticdes = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

A atividade fisica recomendada para pessoas com osteoporose pode ndo cumprir a
recomendacdo geral de atividade fisica para a satude. Se a dose de atividade fisica aerdbia
realizada ndo cumprir as recomendacgdes gerais, deve-se adicionar mais atividade fisica
aerdbia, se a condicdo de saide o permitir.

Conselhos especificos para o diagnéstico

e Devem ser dados conselhos especificos sobre como evitar quedas. No caso de
osteoporose diagnosticada, principalmente em idosos, é recomendado realizar
atividades de fortalecimento muscular personalizadas, em combinag¢ao com exercicios
de equilibrio e marcha de forma cuidadosa, especialmente quando os caminhos sao
irregulares.

e Aresposta do esqueleto a carga aumenta com a magnitude e velocidade da forga e
aumenta se a forga tiver uma dire¢ao pouco comum ou alternada.

e Sit-ups e exercicios de yoga que envolvam flexdao da coluna vertebral podem aumentar
o risco de compressao vertebral e devem ser evitados.
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23. Excesso de peso e obesidade

Prevengdo

A atividade fisica regular estd associada a um risco reduzido de desenvolver excesso de
peso e obesidade (1-3). A recomendacao geral de atividade fisica para a saude pode ser
aplicada e quanto mais melhor devido a uma relagao dose-resposta (3).

Indicacédo de atividade fisica

Em pessoas com excesso de peso ou obesidade, a atividade fisica é recomendada em
conjunto com outras alteracdes no estilo de vida, especialmente na dieta.

Efeitos da atividade fisica

Efeitos agudos

A atividade fisica estimula a diminuicao da gordura, promove a sua oxida¢do, diminui o
apetite pos-exercicio e aumenta a sensibilidade a insulina. Tanto a atividade aerébia como
o fortalecimento muscular conduzem normalmente a um aumento do dispéndio energético
que dura 14-48 horas apds o exercicio.

Efeitos da atividade fisica regular

Os individuos com excesso de peso e obesidade podem reduzir o peso corporal, o indice de
massa corporal (IMC), a percentagem de gordura corporal e a circunferéncia da cintura
com atividade fisica regular (Tabela 1). Tal atividade pode ser uma caminhada rapida com
intensidade moderada (73% da FCmax, proxima da intensidade vigorosa), durante 45
minutos, 4 vezes por semana durante 12 a 16 semanas (4). Além disso, o treino continuo na
passadeira ou no ciclo ergémetro a uma intensidade moderada a vigorosa durante 30-60
minutos, 3-5 vezes por semana durante 6-16 semanas melhora o peso corporal e as
medidas de composi¢ao corporal (5,6). Além disso, o treino intervalado de alta intensidade
pode melhorar o peso, as medidas de composicao corporal (5,6) e a aptiddo aerdbia (5,7).
Numa meta-analise ndo foi encontrado qualquer efeito do treino intervalado de alta
intensidade de baixo volume com o peso do corpo nas medidas de composicao corporal (7).
Uma sessao de yoga de 60 minutos, de dois em dois dias, durante 12 semanas, resultou
num IMC mais baixo (8). A atividade de fortalecimento muscular pode aumentar a massa
magra e diminuir o percentual de gordura corporal (9-10). A atividade fisica proporciona
beneficios para a saude, tais como a diminuicdo da pressao arterial e 0 aumento da
sensibilidade a insulina em individuos obesos ou com excesso de peso, independentemente
da reducdo do peso corporal (3), e reduz os fatores de risco de doenga cardiovascular
(capitulo "Sindrome Metabdlica"). As interven¢des que visam uma combinacao de atividade
fisica e dieta, tém demonstrado melhorias modestas consistentes ao longo do tempo, tanto
para a perda de peso como para os fatores de risco de doengas cardiovasculares (11, 12).

Tabela 1. Efeitos e evidéncia de atividade fisica regular em pessoas com excesso de peso e
obesidade.

Variavel Evidéncia* Referéncias Tipode atividade fisica
Peso corporal ++ (4,5) Atividade fisica aerébia
IMC e percentual de gordura ++ (4,5) Atividade fisica aerébia
corporal
Circunferéncia da cintura ++ (4,6) Atividade fisica aerébia
Aptidao aerdbia ++ (57) Atividade fisica aerébia

* Evidéncia com grau de certeza elevado (++++), evidéncia com grau de certeza moderado (+++), Evidéncia com grau de
certeza baixo (++), Evidéncia com grau de certeza muito baixo (+).
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Atividade fisica recomendada

Individuos com excesso de peso ou obesidade devem ser recomendados a realizar
atividade fisica aer6bia, em conjunto com alterag¢des na dieta, para:

reduzir o peso corporal em 5 %, considerado uma redugao de peso clinicamente
relevante (++)

reduzir o IMC, percentual de gordura corporal e circunferéncia da cintura (++)
aumento da aptiddo aerodbia (++)

Atividade fisica aerébia Atividade de fortalecimento muscular
Intensidade _Dura(;ao E‘requenc1a N“mefo. de Repeticdes Séries Erequenc1a
min/semana dias/semana exercicios dias/semana
Moderada Pelo menos 300 3-7 8-10 8-12 1-3 2-3
ou
Vigorosa Pelo menos 150 3-5
Ou uma combinagdo de intensidade moderada e
vigorosa, pelo menos em 180 min/sem
(60 min 3 dias/sem)

Intensidade moderada: 40-59 % VO2R, PSE 12-13. Intensidade vigorosa: 60-89 % VO2R, PSE 14-17. VO2R = VO2max -VO2 de
repouso. 8-12 repeti¢cdes = Levantar o maior peso possivel envolvendo toda a amplitude de movimento 8-12 vezes (8-12 RM).

A atividade fisica recomendada para pessoas com excesso de peso ou obesidade nao
cumpre a recomendacado geral de atividade fisica para a satide. Deve-se adicionar
atividades de fortalecimento muscular de acordo com as recomendacdes gerais, se a
condicdo de saude o permitir.

Conselhos especificos para o diagnéstico

Para reduzir o peso corporal, é recomendada a combinagao de altera¢des na dieta
com a pratica de atividade fisica. Existe uma relacdo dose-resposta, o que favorece
uma dose elevada de atividade fisica. Sdo principalmente as atividades aerébias que
comprovadamente afetam o peso corporal. A atividade de fortalecimento muscular,
por si s6, tem apenas um efeito marginal sobre o peso corporal. No entanto, uma
combinacao de atividade aerobia e de fortalecimento muscular pode ser benéfica.
Para manter o peso corporal apés uma reduc¢ao substancial do mesmo, é
recomendada uma combinac¢do de habitos alimentares saudaveis com uma dose
elevada de atividade fisica. A atividade fisica aerobia moderada a vigorosa tem um
efeito maior do que as atividades de fortalecimento muscular para manter o peso
corporal. Recomenda-se um minimo de 300 minutos de atividade fisica por semana
(13-15). Isto pode traduzir-se, por exemplo, num total de 60 minutos de caminhada
diaria, pelo menos 5 dias por semana.

Os individuos com excesso de peso ou obesidade podem ter limitacdes fisicas e outros
constrangimentos relativamente a participacao em programas de atividade fisica. Por
isso, é importante encontrar atividades que sejam realistas para o individuo. Para
evitar lesdes, dores nos musculos e articulagdes e uma diminui¢do da motivacao é
recomendado comecar um nivel baixo e aumentar gradualmente a duragéo e a
intensidade. O encaminhamento para um fisiologista do exercicio com conhecimento
relevante, pode ser de valor acrescentado.

Individuos com excesso peso ou obesidade e com a presenca de sinais ou doenca
cardiovascular, devem tratar a sua doenga cardiovascular de forma 6tima antes de
iniciar um programa de atividade fisica.
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Prefatd Asociatiile profesionale suedeze pentru activitate fizica

Activitatea fizica regulatd are efecte bine documentate de prevenire si tratament al mai multor
boli, precum bolile cardiovasculare, diabetul zaharat tip 2, anumite tipuri de cancer si depresia,
dar si asupra functionarii si starii de bine a organismului. O crestere a activitatii fizice ar putea
avea un impact pozitiv asupra starii de sandtate a oamenilor.

Sistemul sanitar detine o pozitie puternica in determinarea cresterii activitatii fizice in randul
populatiei. Majoritatea oamenilor intra in contact cu sistemul sanitar In mod regulat si de multe
ori au incredere in furnizorii de asistenta medicala In ceea ce priveste problemele lor de
sandtate. Furnizorii de servicii medicale au posibilitatea sa intre in contact cu cele mai
sedentare grupuri la nivel de societate, cum ar fi persoanele in varsta si persoanele cu boli
cronice. Un avantaj al utilizarii activitatii fizice ca tratament comparativ cu medicatia este
faptul ca activitatea fizica are posibilitatea de a face persoanele sa se simta implicate activ in
propriul tratament. Acest lucru 1i poate Incuraja sa isi asume responsabilitatea pentru propria
sandtate. Prin urmare, prescrierea de activitate fizica ar trebui sa fie la fel de obisnuita ca
prescrierea altor tratamente medicale consacrate.

Pentru ca acest lucru sa devina posibil, FYSS-versiunea scurta reprezinta o varianta concisa,
recent actualizatd, bazata pe dovezi a manualului FYSS (Activitate fizica in prevenirea si
tratarea bolilor). FYSS este conceput pentru a fi un instrument pentru personalul medical
autorizat, in vederea facilitarii prescriptiei de activitate fizica. FYSS este o componenta centrala
a metodei suedeze de activitate fizica dupa prescriptie (PAP-S), care a fost considerata ca buna
practica de catre Comisia Europeana pentru a fi pusa in aplicare in alte state membre ale UE.
Transferul modelului PAP-S este sustinut prin proiectul EUPAP.

FYSS-versiunea scurta include 32 de diagnostice si a fost compilat sistematic cu terminologie
uniforma si recomandari bazate pe dovezi prezentate in asa-numitele casute de recomandare.
Sistemul GRADE (Clasificarea Recomandarilor, Estimare, Dezvoltare si Evaluari) a fost utilizat
pentru a evalua calitatea dovezilor si pentru a face recomandari de practica clinica.

Asociatiile profesionale suedeze pentru activitate fizica au elaborat manualul FYSS, in 2003, iar
in 2017, a fost lansat4 a treia editie (1). In sistemul medical suedez, FYSS reprezinti un concept
consacrat. FYSS este util si pentru organizatorii de activitati fizice care folosesc metoda
activitatii fizice pe baza de prescriptie, dar si pentru institutiile de Tnvatamant, cum ar fi
colegiile si universitatile cu profil medical.

Referinta
1. Professional Associations for Physical Activity, Physical Activity in the Prevention and Treatment of
Disease, FYSS 2017, (in Swedish: Fysisk aktivitet i sjukdomsprevention och sjukdomsbehandling,
FYSS 2017). Eds: Stahle A, Hagstromer M, Jansson E. Likartidningens forlag AB. ISBN:978-91-
981711-2-9

Decembrie 2019 (versiune in limba engleza)

In numele consiliului de administratie al Asociatiilor Profesionale Suedeze pentru Activitate
Fizica

Comitetul editorial pentru FYSS-versiunea scurta

Margareta Emtner, Professor Emerita, PhD, RPT, Department of Neuroscience, Physiotherapy,
Uppsala University, Uppsala, Sweden

Maria Hagstromer, Professor, PhD, RPT, Department of Neurobiology, Care Sciences and
Society, Division of Physiotherapy, Karolinska Institutet, Stockholm, Sweden

Eva Jansson, Professor Emerita, PhD, MD, Department of Laboratory Medicine, Clinical
Physiology, Karolinska Institutet, Stockholm, Sweden
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Introducere

Pentru a facilita prescriptia de activitate fizica, recomandarile actuale pentru diverse boli
au fost compilate sistematic Intr-un capitol de doua pagini pentru fiecare diagnostic cu
structura si terminologie uniforme. Recomandarile privind activitatea fizica din prezentul
manual se aplica adultilor, adica persoanelor cu varsta de 18 ani sau mai mult. Cu toate
acestea, recomandarile pentru diagnosticul de astm se aplici si persoanelor mai tinere. In
manualul FYSS-versiunea scurta termenul de ,activitate fizica” este utilizata ca termen
general si se refera la activitatea fizica de orice tip sau intensitate. Uneori, termenul
sexercitii” este utilizat In loc de activitate fizica, de exemplu, atunci cand sunt descrise
studii specifice si anumite programe de reabilitare. Vezi anexa 1 (lista cu termeni).

FYSS-versiunea scurtd. Structura capitolelor

Toate capitolele de diagnostic din FYSS-versiunea scurta au o structura identica care
contine cinci sectiuni; Prevenire, Indicatie, Efectele activitatii fizice, Activitate fizica
recomandata si Recomandari specifice diagnosticului.

Preventie Aceastd sectiune arata daca activitatea fizica regulata este asociata cu un risc
redus de a dezvolta o anumita boala. Este indicata cand recomandarea generala globala
privind activitatea fizici pentru sinitate poate fi aplicatd pentru a reduce riscul (1,2). In
conformitate cu aceste recomandari generale, adultii ar trebui sa faca cel putin 150 de
minute de activitate fizica aeroba de intensitate moderata pe parcursul saptamanii sau cel
putin 75 de minute de activitate fizica aeroba de intensitate viguroasa pe parcursul
saptamanii sau o combinatie echivalenta de activitate fizica de intensitate moderata si
viguroasa (3,4). De asemenea, sunt recomandate activitati de intarire musculara, 2 sau mai
multe zile pe saptamana (3,4).

-------

pentru un anumit diagnostic, adica zona de utilizare In care activitatea fizica are efect.
Aceasta se realizeaza impreuna cu aspecte legate de modul in care interventia activitatii
fizice este legata de alte modificari ale stilului de viata si de potentialele tratamente
farmacologice si non-farmacologice. De asemenea, se precizeaza daca indicatia se aplica
unui anumit grad sau subtip al diagnosticului propriu-zis.

-------

Efectele activitdtii fizice Aceasta sectiune cuprinde doua subtitluri: ,Efecte imediate” si
»Efecte ale activitatii fizice regulate”. Efectele imediate sunt definite atat ca efecte care apar
in timpul sesiunii de exercitii fizice, cat si ca efecte ale unei singure sesiuni de activitate
fizica care pot persista pana la 48 de ore dupa Incheierea acesteia. Efectele activitatii fizice
regulate sunt definite ca efecte ale sedintelor repetate de activitate fizicd. In sectiunea
»Efectele activitatii fizice regulate” sunt descrise rezultatele revizuirii sistematice a
literaturii de specialitate. Sunt raportate toate rezultatele relevante din punct de vedere
statistic, cu dovezi de certitudine cel putin redusa (++). In cateva cazuri, rezultatele
nesemnificative sunt raportate daca nivelul dovezilor a fost ridicat. Un rezultat cu dovezi de
certitudine foarte scazuta (+) a fost, de asemenea, raportat in cateva cazuri, daca rezultatul
a fost foarte relevant pentru respectivul diagnostic. In tabelul 1 din fiecare capitol de
diagnostic, rezultatele sunt enumerate impreuna cu nivelul asociat dovezilor, referintele
relevante ale studiului si, de asemenea, tipul de activitate fizica in functie de rezultat. Toate
rezultatele din tabelul 1 sunt semnificative statistic si stau la baza recomandarilor.
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Activitatea fizicd recomandata

Aceasta sectiune ofera recomandari bazate pe dovezi pentru tratamentul prin activitati
fizice In cazul unor diagnostice specifice. Activitatea fizica ca tratament include vindecarea,
prevenirea recidivelor, Incetinirea progresului bolii, ameliorarea simptomelor si/sau
reducerea limitarilor functionale prin cresterea fitnessului aerob si a fortei. Recomandarile
se bazeaza In primul rand pe studii asupra efectelor programelor specifice de activitate
fizica In cazul unui anumit diagnostic. Dovada stiintifica pentru diferite rezultate este
prezentata in aceasta sectiune, pe langa tabelul 1 din sectiunea anterioara ,Efecte ale
activitatii fizice”. Persoanele cu un diagnostic specific au, de asemenea, nevoie de
recomandari privind activitatea fizica pentru a preveni alte afectiuni si pentru a mentine
functia organelor si starea de bine a organismului. Prin urmare, au fost create recomandari
uniforme pentru a acoperi atat tratamentul, cat si prevenirea. Acest lucru simplifica
prescriptia si, eventual, creste complianta. Pentru a crea recomandari uniforme au fost
comparate diferite doze si tipuri de activitate fizica pentru fiecare diagnostic specific, asa
cum rezulta din analiza literaturii de specialitate, cu recomandarile generale globale
privind activitatea fizicd pentru sanitate. In cazul in care recomandarile au fost ficute in
linii mari, recomandarea generala sau o versiune usor modificata, a fost aleasa drept
recomandare pentru diagnosticul specific.

La sfarsitul acestei sectiuni, se precizeaza daca activitatea fizica recomandata pentru un
diagnostic specific este compatibila cu (indeplineste) recomandarile globale generale de
activitate fizicd pentru prevenirea bolilor. In cazul in care recomandarea specifica
diagnosticului nu este In concordanta cu recomandarile globale generale, se recomanda
,activitate fizica suplimentara” pentru a indeplini recomandarile generale, cu conditia ca
starea de sanatate sa permita acest lucru. De exemplu, in anxietate, recomandarea bazata
pe dovezi, specifica diagnosticului, este activitatea fizica aeroba, dar nu exista dovezi ca
activitatea de intarire musculara poate reduce anxietatea. Prin urmare, activitatea de
intdrire musculara nu este inclusa in recomandarea specifica diagnosticului. Astfel, se
recomanda addugarea activitatii de intarire musculara pentru a mentine functia musculara
in caz de anxietate.

Pe de alta parte, in osteoporoza, recomandarea specifica diagnosticului, bazata pe dovezi,
se refera la activitati de intarire musculara si care folosesc propria greutate dar nu exista
dovezi disponibile ca activitatea fizica aeroba poate reduce osteoporoza. Prin urmare,
activitatea fizica aeroba nu este inclusa in recomandarea specifica diagnosticului. Astfel, se
recomanda adaugarea de activitate fizica aeroba pentru a mentine fitnessul aerob si,
eventual, pentru a preveni alte boli cronice, cum ar fi bolile cardiovasculare si diabetul in
cazul osteoporozei. Cu toate acestea, trebuie subliniat faptul ca prescriptia de activitate
fizica, pentru a preveni aparitia altor boli in prezenta unui anumit diagnostic, se bazeaza in
principal pe experienta clinica si presupuneri rezonabile, deoarece exista putine studii
publicate.

Crearea de recomandari uniforme pentru diverse diagnostice, asa cum este descris mai sus,
permite si, de asemenea, simplifica prescriptia activitatii fizice in cazul mai multor
diagnostice. Se recomanda consultarea sectiunii ,,Recomandari specifice diagnosticului”
pentru a obtine mai multe informatii privind considerentele specifice unui anumit
diagnostic.

NOTA privind activitatea fizica recomandata:
a) Incalzirea si relaxarea
Timpul de incalzire/relaxare nu este inclus in activitatea fizica recomandata pentru
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diferitele diagnostice. Aceasta inseamna ca timpul pentru Incalzire/relaxare trebuie
adadugat la fiecare sesiune individuala de activitate fizica si ca aceasta poate varia in
functie de alegerea intensitatii, de exemplu, de starea actuala a bolii si de factorii
individuali.

b) Progresul activitatii fizice in timpul si intre sesiuni
In timpul sesiunii: Pentru unele persoane/diagnostice, poate fi deosebit de important s3
se inceapa cu o intensitate scazuta/moderata Inainte ca intensitatea sa creasca pana la
moderata/viguroasa
Intre sesiuni: Doza de activitate fizica prescrisa initial poate fi mai micd decat doza
recomandata specifica diagnosticului.

c) c) Intensitatea activitatii aerobe recomandate este moderata, viguroasa sau o
combinatie de intensitate moderata si viguroasa, cum ar fi ,de ex. 90 min / sdptamana
sau mai mult (30 minute 3 zile/saptamana)”. Recomandarea de 90 de minute /
saptamana se bazeaza pe studiile clinice controlate randomizate, care stau la baza
recomandarilor specifice diagnosticului si indeplinesc recomandarea generala potrivit
careia 2/3 din timp reprezinta intensitate viguroasa (Borg 14-17) si 1/3 intensitate
moderata (Borg 12-13).

Recomandadri specifice diagnosticului

Aceasta sectiune ofera recomandari care sunt deosebit de important de urmat (vezi anexa
2). Recomandarile se bazeaza pe expertiza clinica internationala. Recomandarile se refera
la necesitatea examindrii medicale inainte de Inceperea perioadei de pregatire a activitatii
fizice si la doza, tip de activitate, reglarea intensitatii, incalzire/relaxare, progres,
medicatie, durere, probleme motivationale si dietetice si echipament. Recomandarile se
referd, de asemenea, la necesitatea supravegherii medicale (de exemplu, monitorizare
EKG), exercitii sub Indrumarea unui instructor, managementul exercitiilorde catre personal
medical instruit, precum fizioterapeut sau alti specialisti. Alegerea depinde de reglementari
la nivel local, legislatie si traditii si este exemplificatd In textul urmator de catre
fizioterapeut.

Cand sa folosim FYSS-versiunea scurta?

Activitatea fizica recomandata in FYSS-varianta scurta poate ghida prescriptia de activitate
fizica individualizata desfasurata in afara sistemului medical, cum ar fi in PAP-S, cand nu
este necesara supravegherea medicala, a fizioterapeutului sau a altei persoane calificate.
Prescriptia poate avea rol preventiv sau poate reprezenta un prim tratament sau o
completare a altor tratamente farmaceutice sau de reabilitare. FYSS-versiunea scurta
poate, de asemenea, ghida prescriptia de activitate fizica individualizata folosita in
programele de reabilitare din cadrul sistemului de sanatate, de exemplu, atunci cand este
important ca o sesiune de exercitii fizice sa fie condusa de profesionistii din domeniul
sanatatii, cu cunostinte suficiente, cum ar fizioterapeutul. Prescriptia de activitate fizica
desfasurata in afara sistemului de asistenta medicala poate fi iniiata dupa finalizarea unui
program de reabilitare.

Evaluarea riscului

in general, beneficiile activitatii fizice sunt mai mari decat riscurile. Cu toate acestea, poate
exista un risc crescut de complicatii cardiovasculare la efectuarea exercitiilor fizice, chiar
daca riscul absolut este scazut. Prin urmare, este important sa se identifice factorii care pot
afecta acest risc (5). Acesti factori sunt:
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e Prezenta bolilor cardiovasculare sau semne ale unei astfel de boli si, de asemenea,
prezenta altor boli, precum diabetul, bolile renale cronice, depresia si bolile
inflamatorii cronice, toate cu un risc crescut de boli cardiovasculare.

e Efectuarea activitatii fizice de intensitate viguroasa, fara adaptare succesiva la
nivelul de intensitate in cadrul sau intre sesiuni.

e C(resterea marcata a tensiunii arteriale sau a lipidelor din sange si/sau a prezentei
mai multor factori de risc cardiovascular.

Evaluati intotdeauna riscul privind complicatiile cardiovasculare in procesul de prescriptie
a activitatii fizice. Cei care prescriu activitate fizica au responsabilitatea de a decide daca
trebuie efectuat un examen medical inainte de inceperea perioadei de pregatire pentru
activitatea fizica. Daca se suspecteaza o boala cardiovasculara netratata sau netratata
optim, trebuie consultat un medic de specialitate.

Contraindicatii absolute pentru activitatea fizicd moderatda sau intensa

1) schimbari recente semnificative la ECG
2) angina instabila

3) disritmii cardiace necontrolate

4) stenoza aortica severa

5) insuficienta cardiaca necontrolata

6) embolie pulmonara acuta

7) miocardita acuta

8) anevrism disecant suspectat/cunoscut
9) infectie sistemica acuta

Estimare si evaluare

Estimarea, urmarirea si evaluarea trebuie efectuate pentru a asigura efectul si, prin
urmare, calitatea tratamentului. Urmatoarele exemple de instrumente de evaluare clinica
utilizate frecvent sunt recomandate pentru a fi utilizate Tnainte si dupa o perioada de
pregatire de activitate fizica si ar trebui repetate in timpul monitorizarii pe termen lung.

Activitate fizicd
e Autoraportare prin intermediul chestionarelor
e Senzori de miscare
Functionare/capacitate
e Testul de 6 minute de mers
o Test de fitness aerob submaximal (bicicleta ergometrica sau banda de alergare)
e Forta de prindere a mainii
o Alte teste relevante
Markeri specifici diagnosticului
e Analize de sange/urina
e (Circumferinta taliei
e Raport intre talie si sold
e (reutate corporala
e Indice de masa corporala
Calitatea vietii in functie de starea de sdndtate
e Chestionarul starii de sanatate (SF-36) varianta scurta
e The EuroQol health survey (EQ5D)
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Mecanisme posibile

Spre deosebire de medicamente, mecanismele legate de activitatea fizica sunt puternic
multifactoriale, adica exista un numar mare de mecanisme de diferite niveluri - de la nivel
molecular la nivel de sistem. Multe dintre acestea sunt comune mai multor tipuri de
activitati fizice si afecteaza un numar mare de boli diferite, in timp ce unele sunt mai
specifice pentru un anumit tip de activitate fizica si pentru un anumit diagnostic.

Adaptarea organismului la activitatea fizica incepe prin influenta mai multor procese
moleculare legate, de exemplu, de sistemul energetic, sarcina mecanica, inflamatia cronica
de grad scazut, stresul oxidativ si metabolismul oxidului de azot. La randul lor, aceste
procese afecteaza formarea, de exemplu, a proteinelor de transport, a mitocondriilor, a
sinapselor nervoase, a celulelor nervoase, a vaselor de sange si a tesutului osos, precum si a
asa-numitelor celule stem, celule cu potential de regenerare in diferite tesuturi. In cele din
urma, efectele activitatii fizice sunt observate la nivel de organ si sistem, cum ar fi debitul
sistolic crescut si perfuzia tisulara, plus imbunatatirea transportului de oxigen si
compozitiei corporale.

in general, adaptarea poate duce la imbunatatirea reglarii glicemiei, tensiunii arteriale,
coagularii sangelui, unui sistem osos mai puternic, dar si la imbunatatirea fitnessului aerob,
fortei musculare si functiei cognitive. Lipsa reglementdrii acestor procese descrise este
considerata a fi un mecanism general pentru dezvoltarea si evolutia bolii.

Revizuirea sistematica a literaturii de specialitate

Metodele de cautare a literaturii de specialitate acopera literatura publicata pana in lunile
mai - noiembrie 2019. In primul rand, au fost ciutate recenzii sistematice si meta-analize si,
ulterior, s-a efectuat o cautare a studiilor controlate randomizate (RCT). O evaluare a
calitatii fiecarui articol a fost efectuata, urmata de clasificarea dovezilor pentru fiecare
rezultat, conform sistemului GRADE (6). Sirurile de cautare sunt disponibile la cerere. Au
fost utilizate patru niveluri de dovezi: dovezi de Tnalta certitudine (++++), dovezi de
certitudine moderata (+++), dovezi de certitudine scazuta (++), dovezi de certitudine foarte
mica (+). Dovezile de inalta certitudine inseamna ca riscul este scazut pentru ca noile studii
sa invalideze concluziile. Dovada de certitudine scazuta inseamna ca exista un risc ridicat
ca noile studii sa invalideze concluzia. Dovada de certitudine foarte mica inseamna ca este
nevoie de mai multe cercetari inainte de aplicarea metodei.
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Capitole de diagnostic

Rezumatul dovezilor si recomandari specifice
diagnosticului privind activitatea fizicd pentru 15 de
diagnostice

1. Dependenta de alcool

Preventie

Din cate se stie pand acum, activitatea fizica regulata nu este asociata cu un risc redus de
dezvoltare a dependentei de alcool. Pe de alta parte, practicarea sportului poate fi legata
de consumul de alcool in limite de siguranta (1-3).

Indicarea activitatii fizice

In dependenta de alcool, activitatea fizici este indicatid impreuna cu alte modificiri ale
stilului de viatd, tratament psihosocial, psihologic sau farmacologic.

Efectele activitatii fizice

Efecte imediate

Exista dovezi de certitudine foarte scazute (+) privind dorinta imperioasa de a consuma
alcool atunci cand se practica activitate fizica de intensitate moderata (4-6).

-------

Persoanele cu dependenta de alcool pot scadea consumul de alcool si isi pot imbunatati
sanatatea mintald, conceptul de sine si fitnessul (tabelul 1). Majoritatea studiilor s-au
bazat pe efectele activitatii fizice aerobe de intensitate moderata si viguroasa, efectuata
in principal ca exercitii de grup de 2-3 ori pe sdaptamana. Un studiu a gasit un efect
pozitiv asupra simptomelor depresive la persoanele dependente de alcool, care au
efectuat antrenament de forta (7). Exercitiile de yoga pot reduce nivelul de anxietate la
persoanele tratate pentru dependenta de alcool (8).

Tabelul 1. Efecte si dovezi ale practicarii activitatii fizice regulate in cazul diagnosticului dependentei de
alcool

Rezultat Dovezi* Referinte Tipul de activitate fizica
Consum de alcool + (9-13) Activitate fizicd aeroba
Sanatate mintala si ++ (7, 14-23) Activitate fizica aeroba si de intarire
concept de sine musculara
Fitness aerob ++ (6,11-13,18-20, 23-31) Activitate fizica aeroba

Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).



Activitatea fizica recomandata

Persoanelor cu dependenta de alcool ar trebui sa li se recomande activitate fizica aeroba
in vederea:

- diminuarii consumului de alcool(+)
- Imbunatatirii sanatatii mintale (++)
- cresterii fitnessului aerob (++)

Activitate fizica aerobd Activitate fizica de intdrire musculara
Durata Frecventa < <
. . . . N Numar de < . Frecventa
Intensitate minute/sapta- zile/sapta- Co Repetari Seturi . « s A s
A x A s exercitii zile/saptamana
mana mana
Moderata Cel putin 150 3-7
or
Viguroasi Cel putin 75 3-5 Nu exista dovezi disponibile
sau de intensitate moderata si viguroasa
combinata timp de cel putin 90min/saptamana
(30 min 3 zile/saptamana)

Intensitate moderata: 40-59 % VO:zR, RPE 12-13. Intensitate viguroasa 60-89 % VO:zR, RPE 14-17. VO2R = VO2max -VO2 in repaus.

Activitatea fizica recomandata in diagnosticul dependentei de alcool nu indeplineste
recomandarea generala globala privind activitatea fizica pentru sanatate. Adaugati

activitati de intarire musculara in conformitate cu recomandarile globale generale, daca
starea de sanatate permite acest lucru.

Recomandari specifice diagnosticului

e Activitatea fizica trebuie sa fie proiectata si adaptata individual in dialog cu pacientul.
e Activitatea fizica poate incepe imediat ce pacientul este suficient de motivat.
Strategiile motivationale pot include interviuri motivationale. Daca pacientul este

motivat si nu exista contraindicatii medicale, atunci activitatea fizica de intensitate
viguroasa este ideala pentru un efect optim.
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2. Tulburdrile de anxietate

Preventie

Activitatea fizica regulata este asociata cu un risc redus de aparitie a simptomelor de
anxietate (1-9). Se aplica recomandarea generala globala privind activitatea fizica pentru
sanatate.

Indicarea activitatii fizice

In tulburirile de anxietate, activitatea fizici este indicati impreuna cu alte modificari ale
stilului de viata, terapie cognitiva comportamentald (CBT) sau tratament farmacologic.
Efectele activitatii fizice

Efecte imediate

Exista dovezi destul de puternice conform carora o singura sesiune de exercitii aerobe
de intensitate mare timp de 15-30 minute poate reduce riscul unui atac de panica pentru
persoanele cu tulburari de panica (10,11) si poate imbunatati anxietatea ca stare si
vitalitatea in tulburarea de anxietate generalizata la adultii tineri (12).

Persoanele cu tulburari de panica cu sau fara agorafobie 1si pot reduce simptomele de
anxietate ca urmare practicarii activitatii fizice In mod regulat (tabelul 1), prin
efectuarea de activitati fizice aerobe sau o combinatie de activitati fizice aerobe si de
intarire musculara de 3-4 ori pe saptamana timp de 10 - 12 saptamani (16,17). Au fost
gasite efecte semnificativ mai mari in ceea ce priveste simptomele principale de
anxietate pentru terapia cognitiv-comportamentala (16) sau medicamentele
antidepresive (17), comparativ cu practicarea activitatii fizice. Pentru femeile tinere cu
tulburare de anxietate generalizatd, 2 sesiuni pe saptamana, fie de activitate fizica de
intarire muscularg, fie de activitate fizica aeroba, timp de 6 saptamani, au dus la rate de
remisie de 60% si, respectiv, 40%, comparativ cu grupul de control, unde s-au
inregistrat rate de 30%, (18). Ambele tipuri de antrenament au dus la imbunatatiri de
nivel mediu pana la ridicat in ceea ce priveste semnele si simptomele care caracterizeaza
tulburarea de anxietate generalizata (19). Pentru persoanele cu tulburari de anxietate
sociald, activitatea fizica aeroba practicata de 3 ori pe saptamana timp de 8 saptamani a
fost la fel de eficienta in ceea ce priveste reducerea simptomelor ca si reducerea
stresului prin tehnici de mindfulness, fara o diferenta semnificativa privind rata de
remisie, in proportie de 29% si, respectiv, 22% (20) . Mai multe studii au investigat
eficacitatea combinarii activitatii fizice cu tratamentele recomandate pentru anxietate,
cum ar fi terapia cognitiv-comportamentala sau tratamentul farmacologic, obtinandu-se
efecte pozitive (21-28). Exista prea putine studii de urmarire pe termen lung a efectelor
activitatii fizice asupra simptomelor de anxietate la persoanele cu tulburari de anxietate,
dar studii individuale au indicat faptul ca efectele activitatii fizice se mentin la 3 si 12
luni de urmarire la persoanele cu tulburare de anxietate sociala si cu tulburare de panica
(20,16). Ca urmare a numarului redus si diversificat de studii clinice privind efectele
activitatii fizice asupra anxietatii, meta-analizele care investigheaza aceste efecte in
diferite tulburari de anxietate au condus la rezultate inconsistente (13-15).

Tabel 1. Efecte si dovezi ale practicarii activitatii fizice regulate in cazul diagnosticului de tulburare de
anxietate

Rezultat Dovezi* Referinte Tipul de activitate fizica
Simptome de +++ (16,17) Activitate fizicd aeroba sau combinatie de
anxietate activitate fizica aeroba si activitate fizica de
intdrire a musculaturii

* Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitatea fizica recomandata

Persoanelor cu tulburari de panica ar trebui sa li se recomande practicarea activitatii
fizice aerobe in vederea:
- reducerii anxietatii (+++)

Activitatea fizica poate fi utilizata ca tratament suplimentar pentru toate tipurile de
anxietate, deoarece aceasta reduce semnificativ simptomele anxietatii.

Activitate fizica aerobad Activitate fizicda de intarire musculara
Durata Durata rr]?il:;?t? /
Intensitate minute/sapta- Intensitate minute/ Intensitate SADts- Intensitate
mana saptamana bta
mana
Intensitzite. Cel putin 90
moderata si _ 3.5
Viguroasé (de ex. cel putin
i 20 min/sesiune s . . . s
combinate / ) Nu exista dovezi consistente disponibile
sau
Mare Cel putin 75 3-5

Intensitate moderata: 40-59 % VO:zR, RPE 12-13. Intensitate viguroasa 60-89 % VO:zR, RPE 14-17. VOz2R = VO2max -VO2 in
repaus.

Activitatea fizicd recomandata in tulburdrile de anxietate nu Indeplineste recomandarea
generala globala privind activitatea fizica pentru sanatate. Adaugati activitati de Intarire
a musculaturii in conformitate cu recomandarile globale generale, daca starea de
sanatate permite acest lucru.

Recomandari specifice diagnosticului

e Reducerea anxietatii acute poate fi obtinuta prin practicarea a cel putin 15 minute
de activitate fizica aeroba de intensitate viguroasa. Pentru reducerea anxietatii
persistente (pana la cel putin 12 luni), se prefera cel putin 10-12 saptamani de
activitate fizica.

e Un fenomen esential este acela ca, In mod paradoxal, multe persoane
experimenteaza anxietate atunci cand incep exercitiile fizice. Explicatia este aceea ca
activarea sistemului nervos simpatic in timpul activitatii fizice determina o
frecventa cardiaca crescuta, transpiratie si respiratie mai rapida, reactii fizice
similare ca si In anxietatea severa. Prin urmare, multe persoane cu tulburari de
anxietate evita activitatea fizica, deoarece simt ca aceasta duce la cresterea
anxietatii. Acest lucru este deosebit de important pentru cei care sufera de atacuri
de panica. Daca persoana este informata in prealabil despre acest fenomen,
simptomele de anxietate fizica nu vor fi atat de alarmante, multe persoane fiind
capabile sa desfasoare exercitii fizice cu rezultate bune (29).

e Persoanele cu anxietate, care sufera concomitent si de boli cardiovasculare sau
prezintda semne ale acestora trebuie sa fie tratate optim pentru afectiunile
cardiovasculare inainte de inceperea unui program de activitate fizica.
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3. Astmul

Preventie

Obezitatea centrala presupune un risc crescut de astm la copii (1). Este cunoscut faptul
ca obezitatea este asociata cu o activitate fizica scazutd, dar nu a fost evidentiata o relatie
directa intre activitatea fizica scazuta si riscul de aparitie a astmului. Pe de alta parte,
antrenamentul aerobic la nivel de performanta la temperaturi scazute (schi fond,
alergare pe distante lungi) sau in medii poluate (fnotatori) creste riscul de a dezvolta

astm.

Indicatia activitatii fizice

In diagnosticul de astm, activitatea fizica impreuna cu alte modificari ale stilului de viata,
terapia farmacologica si atentia privind expunerea la agenti nocivi reprezinta piatra de

temelie a tratamentului.

Efectele activitatii fizice
Efecte imediate

Activitatea fizica la copiii si adultii cu astm determina adesea simptome accentuate, cum
ar fi tuse, dispnee si respiratie suieratoare (bronhoconstrictie indusa de efort) in timpul
activitatii fizice sau imediat dupa. Aceste simptome dispar adesea in 30-60 de minute

dupa incheierea activitatii fizice.

Efectele activitatii fizice regulate
Dupa o perioada de practicare a activitatii fizice, simptomele de astm, calitatea vietii si
fitnessul aerob se imbunatatesc la copiii si adultii cu astm (Tabelul 1)

Studiile mentionate in tabelul 1 au inclus activitati fizice aerobe si cateva exercitii aerobe
si de Intarire musculara folosite. Partea aeroba a inclus plimbarea, ciclismul, alergarea,
inotul, baschetul sau exercitiile in apd, in mod continuu sau la intervale de timp.
Activitatea fizica a fost de intensitate moderata si ridicata (> 60% din capacitatea
maxima), de 2-5 ori pe saptamana, timp de 30-90 minute pe sesiune, pe o perioada de 6

pana la 12 saptamani.

Tabelul 1. Efecte si dovezi ale practicarii activitatii fizice regulate In cazul diagnosticului de astm la copii

si adulti
Rezultat Dovezi* | Referinte Tipul de activitate fizica
) . Activitate fizicd aeroba sau exercitii aerobe si
Simptome ale astmului +++ (2) .~ vt ’
de intarire musculara
. o Activitate fizicd aeroba sau exercitii aerobe si
Calitatea vietii +++ (2-4) .~ v; 3
de intarire musculara
Fitness aerob (VOzmax si it (2,5,6) Activitate fizicd aeroba sau exercitii aerobe si

rezistentda, W)

de Intarire musculara

*Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de certitudine (++),
dovezi cu nivel foarte scazut de certitudine (+).
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Activitatea fizica recomandata

Copiilor si adultilor cu astm usor, moderat sau sever ar trebui sa li se recomande
activitate fizica aeroba sau activitate fizica aeroba si activitate de Intarire musculara in
vederea:
- Imbunatatirii simptomelor de astm, a calitatii vietii si cresterii fitnessului aerob (+++)

Activitate fizica aeroba

Activitdti de intdrire musculara

Durata Frecventd Numar de Frecventa
Intensitate minute/sapta- zile/sapta- s Repetari Setu-ri . PR
Ao P exercitii zile/saptamana
manad mana
Moderata Cel putin 150 3-7 8-10 8-12 1-3 2-3
sau
Viguroasa Cel putin 75 3-5

viguroasa pentru cel putin 90 min/saptamana

sau combinat, de intensitate moderata si

(30 min 3 zile/saptamana)

Intensitate moderata: 40-59 % VO2R, RPE 12-13. Intensitate viguroasa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in
repaus. 8-12 repetari = cea mai mare greutate care poate fi ridicata prin intreaga gama de miscare de 8-12 ori (8-12 RM).

Activitatea fizica recomandata in diagnosticul de astm poate sa nu indeplineasca
recomandarea generala globala privind activitatea fizica pentru sanatate. Daca se alege
doar activitate fizica aeroba pentru a trata depresia, adaugati activitate de intarire
musculard, daca starea de sanatate permite acest lucru.

Recomandari specifice diagnosticului

Persoanele care au probleme de respiratie ca urmare a efectuarii exercitiilor fizice
au adesea astm necontrolat, ceea ce face dificila implicarea in activitatea fizica. Prin
urmare, ei trebuie sa obtina recomandari non-farmacologice si farmacologice pentru
a facilita participarea la activitatea fizica.
Recomandarile non-farmacologice includ; o etapa de incalzire la inceputul sesiunii
de activitate fizica (10-20 min), antrenament cu intervale si purtarea unei masti pe
vreme rece.
Recomandarile farmacologice includ; utilizarea regulata a corticosteroizilor
inhalatori, iar pentru unele persoane si folosirea bronhodilatatoarelor si a
medicamentelor anticolinergice cu actiune indelungata (45 min inainte de exercitii).
Persoanele cu exacerbari acute nu ar trebui sa participe la activitati fizice aerobice
de intensitate moderata si viguroasa inainte de inlaturarea simptomelor.
Copiii si adolescentii sedentari cu astm ar trebui incurajati sa-si mareasca nivelul de
activitate fizica, deoarece activitatea fizica are un efect protector impotriva
dezvoltarii astmului si a obezitatii severe (7).
Persoanele cu astm sever sunt adesea sedentare si, prin urmare, ar trebui sa li se
recomande activitate fizica pentru a-si imbunatati conditia fizica, controlul astmului
si pentru a reduce inflamatia sistemica (8)
Adultilor sedentari cu astm ar trebui sa li se recomande o activitate fizica regulata in
vederea Imbunatatirii controlului astmului (9).
Copiii si adultii cu astm care prezinta simptome nocturne isi pot reduce aceste
simptome dupa o perioada de activitate fizica regulata (10).
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4. Fibrilatia atriala

Preventie

Activitatea fizicd regulata de intensitate moderata este asociata cu un risc redus de
dezvoltare a fibrilatiei atriale, in timp ce atat activitatea fizica aeroba insuficientd, cat si
multi ani de antrenament aerobic de performan{ad sunt asociati cu un risc crescut (1).

Indicarea activitatii fizice
In fibrilatia atriald permanent3, activitatea fizici este indicatd alituri de alte modificari
ale stilului de viata si tratament farmacologic.

Efectele activitatii fizice

Efecte imediate

Activitatea fizica de intensitate ridicata nu este recomandata in timpul episoadelor de
fibrilatie atriala paroxisticd, deoarece frecventa cardiaca poate fi foarte mare. Persoanele
cu fibrilatie atriala persistenta si In special permanenta au, in general, un control bun al
ritmului cardiac, iar cresterea ritmului cardiac este de obicei tolerata. Acestea pot fi
active din punct de vedere fizic, atat timp cat nu prezinta simptome de ritm cardiac
ridicat.

Efectele activitatii fizice regulate

Persoanele cu fibrilatie atriald permanentd 1si pot imbunatati ritmul cardiac/controlul
frecventei cardiace, calitatea vietii si fitnessul aerob dupa o perioada de activitate fizica
aeroba (tabelul 1). Datele privind durata efectelor sunt putine, dar sugereaza ca efectele
ar fi totusi de scurta durata.

Persoanele cu fibrilatie atriald nepermanentd isi pot mari fitnessul aerob si componenta
fizica a calitatii vietii prin participarea la un program de activitate fizica aeroba timp de
cateva saptamani (++). Totusi, estimirile privind marimea efectului sunt incerte. In
fibrilatia atriala nepermanenta, perioada de fibrilatie atriala, frecventa si severitatea
simptomelor de fibrilatie atriala sunt reduse (+).

In general, studiile asupra efectelor activititii fizice sunt putine si supuse unor erori
sistematice majore, prin urmare, nu pot fi trase concluzii ferme. Principalele limitari
sunt reprezentate de numarul mic de participanti la studiu, de faptul ca acestia sunt de
cele mai multe ori mai sanatosi si mai tineri decat media persoanelor cu fibrilatie atriala,
iar designul studiului este In cel mai bun caz, simplu orb. Studiile mai mari au adesea
criterii de includere eterogene. Durata si intensitatea antrenamentului variaza, iar
adesea antrenamentul reprezinta una din componentele unui program complex de
reabilitare.

Tabelul 1. Efectele si dovezile practicarii activitatii fizice regulate in diagnosticul de fibrilatie
atriala

Rezultat Dovezi* Referinte Tipul de activitate fizica
Controlul ritmului/frecventei + (3,4) Activitate fizica aeroba
cardiace
Calitatea vietii + (2-5) Activitate fizica aeroba
Fitness aerob ++ (2-5) Activitate fizicd aeroba

*Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de certitudine (++),
dovezi cu nivel foarte scazut de certitudine (+).
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Activitatea fizicd recomandata

Persoanelor cu fibrilatie atriala permanenta li se poate recomanda activitati fizice
aerobe in vederea:

imbunatatirii controlului frecventei cardiace (+), calitatea vietii In raport cu starea
de sanatate (+) si fitnessul aerob (++)

Pentru fibrilatia atriala paroxistica si persistenta, exista dovezi de siguranta foarte
redusa (+) pentru a da recomandari specifice privind activitatea fizica.

Activitate fizica aerobd Activitate de intarire musculara
Durata Frecventa Numar de Frecventa
Intensitate | minute/saptama zile/sapta- exercitii Repetari Seturi zile/sapta-
na mana i mana
Moderata Cel putin 150 3-7
sau
Viguroasa Cel putin 75 3-5 Nu exista dovezi disponibile
Sau combinat, de intensitate moderata sau
viguroasa cel putin 90 min/saptamana
(30 min de 3 zile /sdaptdmana)

Intensitate moderata: 40-59 % VO2R, RPE 12-13. Intensitate viguroasa: 60-89 % VO2R, RPE 14-17. VO2R = VO2max -VO2 in
repaus

Activitatea fizica recomandata in fibrilatia atriala nu indeplineste recomandarea
generala globala privind activitatea fizica pentru sanatate. Adaugati activitati de intarire
musculara in conformitate cu recomandarile globale generale, daca starea de sanatate
permite acest lucru.

Recomandari specifice diagnosticului

Persoanele cu fibrilatie atriala constituie un grup foarte eterogen; unele au o
conditie fizica buna si sunt, de altfel sanatoase, in timp ce alte persoane prezinta boli
cardiovasculare grave, la care activitatea fizica, in special la intensitate mare, ar
putea creste riscul de evenimente nedorite. Prin urmare, nu este posibil sa se dea
recomandari general valabile pentru toate persoanele cu fibrilatie atriala.

Asadar, tuturor persoanelor cu fibrilatie atriala li se recomanda sa consulte medicul
de familie pentru o evaluare individualizata inainte de a incepe un program de
exercitii fizice.

Persoanele cu alte boli cardiovasculare sau semne ale acestora trebuie tratate
inainte de a Incepe un program de activitate fizica.

Persoanele fara alte afectiuni de baza pot efectua activitate fizica de intensitate
usoara si moderata, fara precautii. La persoanele cu aritmie simptomatica, trebuie
luat In considerare un test de stres la efort, inclusiv ECG, inainte de Inceperea
activitatii fizice de intensitate viguroasa.

Pentru a evalua intensitatea activitatii fizice aerobe in fibrilatia atriala permanenta,
scala Borg RPE® este probabil mai buna decat masurarea ritmului cardiac pentru
estimarea intensitatii relative.

Daca aritmiile ventriculare cresc in timpul exercitiului, antrenamentul trebuie oprit,
iar persoana evaluata de un cardiolog.

Evitati exercitiile fizice sau alergarile in timpul aritmiei (nu se aplica persoanelor cu
fibrilatie atriala permanenta bine tratata).
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5. Durerile cronice de spate si de gat

Preventie

Activitatea fizicd regulata de intensitate moderata poate fi asociata cu un risc redus de a
dezvolta dureri cronice de spate si gat. Cu toate acestea, atat activitatea fizica de
intensitate usoara cat si ridicata pot fi asociate cu un risc crescut (1,2).

Indicarea activitdatii fizice

In ceea ce priveste durerea de spate/gat, activitatea fizici adaptati in mod special este
indicata alaturi de alte modificari ale stilului de viata, atat in cazul durerii specifice, cat si

nespecifice.

Efectele activitatii fizice
Efecte imediate

Hipoalgezia, hiperalgezia sau nicio modificare a durerii pot aparea ca efect acut al

activitatii fizice (3).

-------

Pe langa efectele pozitive asupra durerii si functionarii organismului (Tabelul 1), au fost
prezentate si efecte privind teama de miscare, autoeficienta, calitatea vietii si evaluarea
globala a recuperarii. Cele mai multe dintre recenzii au inclus studii in care persoanele
au fost instruite sa efectueze activitati fizice de Intarire musculara de intensitate
moderatd; 8-15 RM, 1-3 seturi, de 2-3 ori pe sdptamana. Pentru activitatea fizica aeroba,
persoanele au efectuat antrenamente de intensitate moderata; RPE Borg 12-13, timp de
45-60 minute per sesiune, de mai multe ori pe saptamana. Pentru alte tipuri de activitate
fizica, cum ar fi, exercitii de control al motricitatii (MCE), antrenament Pilates,
antrenament acvatic si yoga, nivelurile de intensitate au fost stabilite individual si
ajustate progresiv (4). In toate studiile si pentru toate tipurile de activitate fizic3,
perioadele de antrenament au durat 6 sdptamani sau mai mult. Nu au existat suficiente
dovezi de inalta calitate pentru a exclude sau a acorda prioritate unui tip specific
(activitate fizica aeroba, activitate de intarire musculara sau de control al motricitatii),
sau mediului de desfasurare (pe uscat/apa). Au fost putine evenimente nedorite privind
interventiile de activitate fizica, iar majoritatea reactiilor adverse au fost legate de
durere crescutd sau durere musculara, care s-a diminuant dupa cateva zile sau

saptamani (5).

Tabelul 1. Efecte si dovezi ale practicarii activitatii fizice regulate in diagnosticul de durere cronica de

spate si de git.

Rezultat Dovezi* Referinte Tipul de activitate fizica
Spate Durere +H++ (5-17) Activitate de Intarire musculara
+++ (7-8,17) Activitate fizica aeroba
+++ (18-29) Exercitii de control al motricitatii (MCE), Pilates
++ (30-36) Exercitii acvatice, yoga, plimbari zilnice
Functio- +++ (6-17) Activitate de Intarire musculara
nare +++ (7-8,17) Activitate fizicd aeroba
+++ (18-29) MCE
++ (30-36) Pilates, exercitii acvatice, yoga, plimbari zilnice
Gat Durere +++ (37-42) Activitate de intarire musculara
++ (37-40) Activitate fizica aeroba, MCE, yoga, exercitii acvatice
++ (43-46)
Function +++ (40-41) Activitate de intarire musculara
are ++ (40) Activitate fizicd aeroba
++ (43-46) MCE, yoga

*Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de

certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitatea fizica recomandata

Persoanelor cu dureri cronice de spate si de gat se recomanda activitati de intarire
musculara si/sau programe de exercitii specifice pentru controlul motricitatii in
vederea:

- reducerii durerii (+++ Si ++++)

- cresterii capacitatii functionale (+++)

Persoanelor cu dureri cronice de spate li se recomanda activitate fizica aeroba in
vederea:

- reducerii durerii (de la ++ la +++)

- cresterii capacitatii functionale (+++)

Persoanelor cu dureri cronice de gat li se recomanda activitate fizica aeroba in vederea:
- reducerii durerii (++)
- cresterii capacitatii functionale (++).

Activitate fizica aeroba Activitati de intarire musculara
Durata Frecvenfa Numar de Frecventa
Intensitate minute/sapta- zile/sdpta- s Repetari Seturi . ecventa
A A% exercitii zile/sapta-mana
mana mana
Moderata Cel putin 150 3-7 8-10 8-15 1-3 2-3
Programe specifice de exercitii: MCE*, Pilates, yoga
I . Durata Frecventa
ntensitate . . A e A
minute/saptamana zile/saptamana

2-3 zile/sdaptamana cel putin 6 saptimana
Sesiuni de 45-60 minute Exercitii efectuate acasa de mai multe ori
pe sdptamana

Adaptatad individual cu cresterea
complexitatii In mod treptat

Intensitate moderata: 40-59 % VO:R, RPE 12-13. Intensitate viguroasa: 60-89 % VO2R, RPE 14-17. VOzR = VOzmax -VO2 in
repaus. 8-15 repetdri = cea mai mare greutate care poate fi ridicata prin intreaga gama de miscare 8-15 ori (8-15 RM). *MCE:
exercitii de control al motricitatii

Activitatea fizica recomandata in durerile cronice de spate si gat poate sa nu
indeplineasca recomandarea generala globala privind activitatea fizica pentru sanatate.
Adaugati activitati fizice aerobe si de intarire musculara, daca starea de sanatate permite
acest lucru.

Recomandari specifice diagnosticului

e Este important sa se evalueze comorbiditatea, semnele si simptomele, cum ar fi
fracturi, tumori sau alte afectiuni grave. Adaptarea individuala (tipul de activitate
fizica, doza si sarcina) ar trebui sa se bazeze pe preferintele individului si ale
terapeutului si pe pregatirea terapeutului si ar trebui supravegheata de un terapeut
cu pregatire medicala. Rolul terapeutului este de a monitoriza nivelurile de
functionare fizica si durere pentru a adapta programul de activitate fizica In vederea
unei evolutii optime si, astfel, in vederea obf{inerii recuperarii. Este important sa se
mentina o calitate buna a motricitatii.

e Teama ca durerea se va repeta sau agrava prin activitatea fizica poate fi suficienta
pentru ca persoana si fie inactivi din punct de vedere fizic. In ceea ce priveste
durerea cronica de gat si spate, este foarte important sa ramaneti activi, sa
continuati activitatile zilnice si sa evitati odihna la pat, deoarece frica de miscare
poate Intarzia recuperarea. Terapeutul trebuie sa ia in considerare acest aspect
atunci cand stabileste programul de activitate fizica.
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6. Cancer

Preventie

Activitatea fizica regulata este asociata cu un risc redus de dezvoltare a mai multor
tipuri de cancer, de ex. de san, colon si endometru (1). Poate fi aplicata recomandarea
generala privind activitatea fizica pentru sanatate.

Indicarea activitatii fizice

In cancer, atat in timpul tratamentului cat si dupa tratamentul oncologic, activitatea
fizica este indicata Impreuna cu alte modificari ale stilului de viata. In cancerul cronic
sau Intr-o faza paliativa este indicata de asemenea activitatea fizica.

Efectele activitdtii fizice

Efecte imediate

Activitatea fizica la persoanele cu cancer poate scadea oboseala si anxietatea legate de
cancer.

Efectele activitdtii fizice regulate

Activitatea fizica In timpul si dupa tratamentul oncologic este benefica si Imbunatateste
supravietuirea, oboseala legata de cancer, calitatea vietii, fitnessul aerob si forta
musculara (tabelul 1). Atat cancerul, cat si supravietuirea generala a fost mai mare la
indivizii cu activitate fizica recreativa auto-raportata mai intensa (cancer de san,
colorectal si de prostata).

Activitatea fizica regulata, de intensitate si durata variate, reduce oboseala legata de
cancer. Calitatea vietii legata de sanatate a crescut ca urmare a activitatii aerobice si /
sau de Intarire musculara, timp de cel putin 15 minute pe sesiune, 2 sedinte pe
saptamana. Activitatea fizica cu o componenta aeroba (mersul pe jos, mersul cu bicicleta
si alergarea), de intensitate moderata pana la viguroasa, desfasurata timp de cel putin 30
de minute pe sesiune, 2-5 zile pe saptamana si pentru o durata de 5 saptamani, a crescut
capacitatea aeroba. Cu toate acestea, duratele mai lungi si volumele mai mari s-au
dovedit a avea un efect suplimentar. Activitatea de intarire musculara 2 zile pe
saptamana sau mai mult a crescut forta musculara. Antrenamentul supravegheat a fost
mai eficient pentru Imbunatatirea calitatii vietii si fortei musculare decat interventiile la
domiciliu.

Tabelul 1. Efectele si dovezile activitatii fizice regulate in cancer.

Rezultat Dovadda* Referinte Tipul de activitate fizica
Supravietuire ++ (1) Activitate fizica recreativa
Oboseala legata de cancer +++ (2-5) Activitate aeroba si/sau de intarire
musculara
Calitatea vietii +++ (2,6) Activitate aeroba si/sau de intarire
musculard
Fitness aerob (VO2 +++ (7,8) Activitate aeroba si/sau de intarire
max/varf) musculara
Forta musculara ++ (9,10) Activitate aeroba si/sau de intdrire
musculara

* Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de certitudine
(++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizicd recomandatd

Persoanelor cu cancer ar trebui sa li se recomande o activitate aeroba si de intarire
musculara pentru:

- Cresterea supravietuirii in cancerul de san, colorectal si de prostata (++)

- Reducerea oboselii legate de cancer (+++)

- Imbunititirea calititii vietii (+++)

- Cresterea capacitatii aerobe (+++)

- Cresterea fortei musculare (++)

Activitate fizica aerobd Activitate de intdrire musculard

Durata < < <
. S Frecventa Numar de < . Frecventa
Intensitate min/saptaman . < < A s o Repetari Seturi . PN
5 zile/saptamana exercitii zile/saptamana
Moderata Cel putin 150 3-7 8-10 8-12 1-3 2-3
sau
Viguroasa Cel putin 75 3-5

sau intensitate moderatad si viguroasa combinate,
timp de cel putin 90 min / saptamana
(30 min 3 zile/ saptamana)

Intensitate moderata: 40-59% VO2R, RPE 12-13. Intensitate viguroasa: 60-89% VO2R, RPE 14-17. VO2R = VO2max -VO2 in

repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe intreaga gama de miscare de 8-12 ori (8-12 RM).

Activitatea fizica recomandata in cancer indeplineste recomandarea generala globala
privind activitatea fizica pentru sanatate si nu este necesara nicio recomandare
suplimentara.

sfaturi specifice diagnosticului

e Indialog cu persoana, activitatea fizicd ar trebui personalizati si supravegheati
initial de personal medical instruit, cum ar fi fizioterapeutul.

e Efectele secundare ale tratamentului, incluzand oboseala, greata si durerile
articulare pot fi reduse printr-o activitate fizica regulate.

e Pentru a optimiza efectul activitatii fizice asupra fitnessului aerob, intensitatea
trebuie sa fie viguroasa sau moderata combinata cu viguroasa, daca starea de
sanatate o permite.

e Daca exista efecte secundare severe ale tratamentului oncologic in desfasurare, tipul

si doza activitatii fizice trebuie ajustate.

e Nutrebuie desfasurata o activitate fizica viguroasa la mai putin de 24 de ore de la
perfuzia de chimioterapie.

e (Cand exista un risc ridicat pentru infectii, activitatea fizica de intensitate viguroasa
ar trebui amanata pana la reducerea riscului pentru infectii.

e Infectia in evolutie este o contraindicatie absoluta pentru activitatea fizica.

e In osteoporoza diagnosticata si cAnd recuperarea este extrem de slaba dupa
tratament, tipul si doza activitatii fizice trebuie ajustate la starea actuala.

e Activitatea fizica inainte de operatia pe tumora poate optimiza functia fizica si
reduce timpul de recuperare postoperator (11).
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7. Boala pulmonarad obstructiva cronicd
(BPOC)

Preventie

Activitatea fizica regulata poate fi asociata cu un risc redus de aparitie a BPOC
(1). Fumatul este un factor de risc puternic.

Indicarea activitatii fizice

In BPOC, activitatea fizici este indicati impreuna cu renuntarea la fumat, modificari ale
alimentatiei, educatie si tratament farmacologic. Acest lucru este valabil independent de
varsta, gen, grad de dispnee sau severitatea bolii. Se recomanda lucrul in echipa la care
sa participe diferiti specialisti.

Efectele activitatii fizice

Efecte imediate

Activitatea fizica duce la o crestere rapida a frecventei respiratorii si dispnee. Lactatul
din sange creste rapid, ducand la scaderea functiei in muschii scheletului.

Efectele activitatii fizice regulat

Persoanele cu o stare stabila a BPOC pot reduce dispneea, calitatea vietii, capacitatea
maxima si forta musculara dupa o perioada de activitate fizica (Tabelul 1). Majoritatea
studiilor au evaluat efectele activitatii aerobe combinata cu cea de Intarire a muschilor
si cateva au luat in considerare doar activitatile de Intarire musculara.

Activitate aerobd si de intdrire musculard: partea aeroba a inclus mersul, exercitii pe
bicicleta ergometrica, antrenament aerobic sau antrenament pe baza de ap3, continuu
sau la intervale de timp. Partea de Intarire a muschilor s-a bazat pe aparate de sala,
benzi elastice de rezistenta sau antrenament de circuit. Activitatea s-a efectuat

la intensitate moderata pana la viguroasa (260% din capacitatea maxima si 40-80% din
1 RM), timp de 30-120 min pe sesiune, 1-5 zile pe saptamana, timp de 4 panala 52
saptamani (cele mai multe programe au durat 12 saptamani).

Activitatea de intdrire a muschilor a vizat muschii membrelor inferioare si superioare si a
fost efectuata folosind aparate de gimnastica sau alte echipamente. A fost efectuat la
intensitate moderata pana la intensa (50-90% din 1 RM), cu 8-12 repetari si 1-3 seturi,
2-3 zile pe saptamana, timp de 8 pana la 16 saptamani. Persoanele cu o exacerbare acuta
a bolii isi pot imbunatati calitatea vietii si 6GMWD (++++) si pot reduce numarul
reinternadrile in spital (+++), daca incep activitatea fizica direct dupa episodul acut

(4). Activitatea fizica a inceput intre 2 si 21 de zile de la exacerbarea bolii. A constat
initial in activitati din viata de zi cu zi, iar ulterior, activitate de intarire musculara si
activitate fizica aeroba in functie de starea individului.

Tabelul 1. Efectele si dovezile activitatii fizice regulate intr-o stare stabila a BPOC.

Rezultat Dovadda * | Referinte Tipul activitdtii fizice
Dispnee ++ (2) Activitate de Intdrire musculara
Calitatea vietii ++4+ (3) Activitate aeroba si de Intarire musculara
Fitness aerob ++ 3) Activitate aeroba si de Intarire musculara
Forta musculara ++ (2) Activitate de intarire musculara

*Dovezi cu nivel inalt de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizica recomandata
Persoanelor cu BPOC stabila li se recomanda o activitate aeroba si de Intarire musculara
pentru: -Imbunatatirea calitatii vietii (+++), cresterea starii de fitness aerob (++)

Persoanelor cu BPOC stabila li se recomanda o activitate de intarire musculara pentru:
- Imbunatatirea dispneei, cresterea fortei musculare (++)

Persoanelor cu o exacerbare acuta ar trebui sa li se recomande activitati din viata de zi
cu zi, urmate de activitati de intarire musculara si, ulterior, activitate fizica aeroba in
faza de recuperare timpurie pentru: - Imbunatatirea calitatii vietii, cresterea 6MWD
(++++), reducerea reinternarilor in spital (+++)

Activitate fizica aerobd Activitate de intarire musculara

Durata o o Frecventa
, . Frecventa Numar de o . : ’
Intensitate minute/ . s A s Repetari Seturi zile /
o v Ay zile / saptamana exercitii S s A x
saptdmanad saptdmanad
Moderata Cel putin 150 3-7 8-10 8-12 1-3 2-3
sau
Viguroasa Cel putin 75 3-5

sau intensitate moderatd si viguroasa combinate
timp de cel putin 90 min / sdptdmana (30 min 3
zile/ saptamana )

Intensitate moderata: 40-59% VO 2R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2R, EPR 14-17.VO 2R = VO 2 max -VO 2in
repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe Intreaga gama de miscare de 8-12 ori (8-12 RM).

Activitatea fizica recomandata in BPOC este In concordanta cu recomandarea generala
globala privind activitatea fizica pentru sanatate si nu este necesara nici o recomandare
suplimentara.

Sfaturi specifice diagnosticului

e Intr-un dialog cu persoana, activitatea fizici trebuie personalizata si supravegheati
initial de personal instruit medical, cum ar fi fizioterapeutul.

e Intimpul spitalizirii din cauza exacerbdrii, activitatea fizicd trebuie initiati in spital
prin activitati usoare, cum ar fi plimbari pe coridor.

e Activitatea fizica aeroba de intensitate moderata sau intensa poate fi realizata
continuu sau intermitent (intervale de 1-3 minute).

e Lapersoanele cu dispnee severa, perioada de antrenament poate fi Inceputa cu
antrenamentul muschilor periferici, exercitii pentru fiecare membru in parte si
exercitii de flexibilitate, care nu au un impact semnificativ asupra sistemului
circulator central.

e Daca saturatia in oxigen este <88% In timpul activitatii fizice aerobe, intensitatea
poate fi scazuta si se poate aplica antrenamentul pe intervale. De asemenea, pot fi
utilizate activitati de intarire musculara si exercitii pentru un singur membru.

e Dispneea si oboseala piciorului ar trebui sa fie evaluate intre 3 pana la 6 pe scala
Borg CR10 ® .

e Respiratia cu buzele tuguiate este recomandata pentru a reduce frecventa
respiratorie in timpul exercitiului.

e LalIMC<22kg/ m2,trebuie consultat un dietetician si atins echilibrul energetic.

e Dispozitivele care sprijind mersul, ca de ex. rolatorul pot ajuta persoana sa parcurga
o distanta mai mare si, prin urmare, sa creasca functia muschilor picioarelor.

e Persoanele cu boala severa sunt capabili sa efectueze activitate fizica aeroba
de intensitate viguroasa (5).
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8. Boala arteriald coronariand

Preventie

Activitatea fizica regulata este asociata cu un risc redus de aparitie a bolii
coronariene (1,2) . Poate fi aplicatd recomandarea generala globala privind activitatea
fizica pentru sanatate.

Indicarea activitatii fizice

In boala coronariani stabil3, este indicati activitatea fizic3, inclusiv alte interventii In
stilul de viat3, indiferent de tratamentul farmacologic sau invaziv.

Efectele activitdtii fizice

Indivizii cu boala coronariana pot reduce mortalitatea si internarea in spital, si pot
creste capacitatea aeroba si forta musculara dupa reabilitarea cardiaca bazata pe
exercitii (exCR) (Tabelul 1). ExCR a constat In activitate aeroba si / sau de intarire
musculara. Activitatea fizica aeroba a fost efectuata in mod obisnuit pe o bicicleta
ergometrica, ca aerobic / exercitii calistenice, pe o banda de alergare sau ca
antrenament de circuit, continuu sau la intervale. Doza de activitate fizica aeroba a
variat In functie de studiu; in general, activitatea aeroba a fost efectuata la o intensitate
de 60% pana la 85% din VO 2 max sau 70% pana la 95% din frecventa cardiaca maxima,
30-60 minute, 3-5 zile pe sdaptamana si pe o durata de 3 pana la 6 luni. Activitatea de
intarire a muschilor a fost efectuata sub forma a 8-10 exercitii pentru membrele
superioare si / sau inferioare la 40-80% din 1 RM, in 10-15 repetari, 1-3 seturi, 2-3 zile
pe sdptamana, timp de 3 pana la 6 luni. Antrenamentul pe intervale de intensitate
(High intensity interval training) poate imbunatati VO 2 max mai mult decat
antrenamentul continuu de intensitate moderata. Aceasta superioritate s-a diminuat
insa atunci cand a fost comparat protocolul izocaloric (3). Activitatea aeroba combinata
cu cea de intarire musculara ofera un castig mai mare in VO 2 max comparativ cu
activitatea aeroba sau cea de Intarire musculara desfasurate independent(4,5) . Riscul
relativ pentru mortalitate cardiovasculara redusa, comparativ cu lipsa de exercitiu a fost
de 0,74 RR (IC 95% 0,54 pana la 0,86). La indivizii cu angina stabila, efectele recuperarii
cardiace bazata pe exercitii asupra mortalitatii totale si cardiovasculare si a internarilor
in spital sunt incerte, din cauza numarului mic de studii si a efectelor lor reduse (6). Nu
au fost inregistrate dovezi evidente pentru calitatea vietii legata de sanatate, avand in
vedere eterogenitatea rezultatelor masurate si a metodelor de raportare (6,7) .

Tabelul 1. Efecte si dovezi ale activitatii fizice obisnuite in boala coronariana.

Rezultat Dovada * | Referinte Tipul activitdtii fizice
Mortalitate ot 7 Activitate fizica aeroba sau activitate fizicd aeroba
cardiovasculara> 12 luni si de intirire musculari
Internare la spital ++ ) Activitate f121c:91 aerotia .sau act1v1tat<i fizica aeroba
si de Intarire musculara
Fitness aerob (MET) it (8) Activitate f121c:91 aerotia .sau act1v1tat<i fizica aeroba
si de Intarire musculara
Musc le puterea ++ (5) Activitate fizica de intdrire musculara

*Dovezi cu nivel inalt de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizicd recomandatd

Persoanelor cu boala coronariana stabila trebuie recomandate activitati fizice aerobe si
de intdrire musculara pentru:

- Reducerea mortalitatii cardiovasculare (+++) si a numarului internarilor in spital

(++)

- Cresterea fitnessului aerob (++++) si a fortei musculare (++)

Activitate fizica aerobd Activitate de intdrire musculard
Durata Frecventa . Frecventa
. . . ’ Numarul de . . . . ’
Intensitate minute / zile / exercitii Repetari Seturi zile /
sdptamana saptamana ’ sdaptamana
Intensitate Cel putin 90
moderatd | (de exemplu, 30- 3-5 8-10 10-15 13 23
combinata cu 60 min /
cea viguroasa sesiune)

Intensitate moderata: 40-59% VO 2R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2R, EPR 14-17. VO 2R = VO 2max -VO 21n
repaus, 10-15 repetdri = greutatea cea mai grea care poate fi ridicatd pe Intreaga gama de miscare de 10-15 ori (10-15 RM).

Activitatea fizica recomandata in boala coronariana indeplineste recomandarea generala
globala privind activitatea fizica pentru sanatate si nu este necesara nicio recomandare
suplimentara.

Sfaturi specifice diagnosticului

Persoanele cu boala coronariana diagnosticata ar trebui sa fie supuse unei evaluari
cu testul de efort maximal limitat de simptome, incluzand ECG si testarea functiei
musculare de catre un fizioterapeut sau un alt profesionist din domeniul sanatatii,
cu cunostinte suficiente pentru a prescrie o activitate fizica adecvata , in urma
examinadrii efectuate de catre un medic.

Este important sa se initieze exercitiul cat mai curand posibil dupa un eveniment
coronarian acut, bazat pe rezultatul ECG de efort.

Activitatea fizica trebuie supravegheata medical pana cand individul are o boala
coronariana stabila.

Activitatea fizica poate fi realizata continuu sau la intervale, in functie de
preferintele individuale.

In timpul exercitiului, este important si fiti atenti la orice aritmie sau reactie
anormala a tensiunii arteriale, precum si la simptome cum ar fi: dispnee, ameteli sau
dureri toracice centrale, care vor duce la Incheierea exercitiului (vezi
contraindicatiile din introducere).

Persoanele cu boala coronariana au adesea nevoie de sprijin si Incurajare pentru
a incepe si a ramane activi fizic la un anumit nivel, pentru a mentine conditia
fizica.

Programul de exercitii aerobe si de intarire musculara este recomandat sa fie
efectuat ca parte a unui program de reabilitare cardiaca, fie doar ca interventie ca
atare sau In combinatie cu alte modificari ale stilului de viata. Exercitiul se
realizeaza fie intr-un cadru supravegheat in spital, fie in combinatie cu unele
sesiuni la domiciliu. Dupa finalizarea unui program de recuperare cardiaca
bazata pe exercitii, persoanelor ar trebui sa li se recomande sa

continue activitatea fizica pe tot parcursul vietii pentru a mentine conditia fizica.
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9. Dementa

Prevenire

Activitatea fizica regulata este asociata cu un risc redus de aparitie a dementei
(1,2). Poate fi aplicata recomandarea generala globala privind activitatea fizica pentru
sanatate.

Indicarea activitatii fizice

aplicand interventii multimodale si centrate pe persoana care includ activitate
fizica. Pentru persoanele vulnerabile, activitatea fizica ar trebui considerata ca parte a
unei abordari mai cuprinzatoare.

Efectele activitdtii fizice

Efectele activitatii fizice regulate

Persoanele cu dementa isi pot imbunatati functia cognitiva si activitatile vietii de zi cu zi
dupa o perioada de activitate fizica (tabelul 1). Dovada pentru imbunatatirea functiei
cognitive este limitatd, iar rezultatele variazi de-a lungul studiilor (3-6). Intr-un studiu
clinic randomizat recent de mari dimensiuni bine condus, autorii au prezentat un efect
curativ redus, dar negativ, asupra functiei cognitive, Intr-un esantion de persoane in
varsta care locuiesc la domiciliu (7).

Nu exista dovezi clare ca activitatea fizica poate reduce simptomele neuropsihiatrice (4),
desi studii individuale au aratat efecte pozitive (4, 7). Un studiu, incluzand rezidentii din
camine pentru varstnici care sufera de dementa a aratat, de exemplu, ca activitatea fizica
poate reduce apatia in acest grup (8).

In general, majoritatea studiilor asupra efectelor activititii fizice la persoanele cu
dementa au constat In esantioane mici, calitate metodologica scazuta, timp de urmarire
limitat sau eterogenitate ridicata in constatari. Continutul interventiilor de activitate
fizica a variat, de asemenea, Intr-o mare masura. Comparatiile Intre studii au fost o
provocare, din cauza variatiei in tipuri, frecvente, intensitati, durata si setari ale
programelor de activitate fizica.

Tabelul 1. Efectele si dovezile activitatii fizice obisnuite in dementa.

Rezultat Dovadd * | Referinte Tipul activitatii fizice
Functia cognitiva (scorul ++ (3,4) Activitate aeroba si de Intarire musculara sau
Mini-Mental State activitate fizica aeroba
Examination, MMSE)
Activitati de zi cu zi + (5) Activitate aeroba si de Intarire musculara sau
activitate fizica aeroba

*Dovezi cu nivel inalt de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizicd recomandatd

Persoanelor cu dementa ar trebui sa li se recomande activitate fizica aeroba si de intarire

musculara

pentru:

- Reducerea declinului functiilor cognitive (++)
- Imbunititirea capacititii de a desfasura activitati cotidiene (+)
Este recomandat ca persoanele cu dementa sa fie sprijinite, astfel incat sa poata urma
aceasta recomandare.

Activitate fizica aerobd

Activitate de intdrire musculard

Durata Frecventa Numzrul de Frecventa
Intensitate minute / zile e Repetari Seturi zile /
“oex Al A exercitii Coax A
saptdmanad / sdptdmana ’ saptamana
Moderata Cel putin 150 3-7 8-10 8-12 1-3 2-3
sau
Viguroasa Cel putin 75 3-5

sau intensitate moderatad si viguroasa combinate
timp de cel putin 90 min / saptamana
(30 min 3 zile/ saptamana )

Intensitate moderata: 40-59% VO 2R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2R, EPR 14-17. V0 2R =VO0 2max -VO 21n
repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe Intreaga gama de miscare de 8-12 ori (8-12 RM).

Activitatea fizica recomandata in dementa indeplineste recomandarea generala globala
privind activitatea fizica pentru sanatate si nu este necesara nici o recomandare
suplimentara.

Sfaturi specifice diagnosticului

e Persoanele cu dementa ar putea avea nevoie de ajutor in organizarea exercitiilor si /
sau sprijin pentru a putea lua parte la activitatea fizica. Rudele sunt importante, dar
ar putea avea nevoie de asistenta din cauza poverii mari asupra ingrijitorului, astfel
incat persoanele cu dementa sa poata continua sa fie active in viata lor de zi cu zi,
fara ajutor din partea rudelor.

e Durerile sunt frecvente la varstnici si, prin urmare, si la cei cu dementa. Durerea
poate fi dificil de diagnosticat, deoarece simptomele pot fi atipice. De exemplu,
pasivitatea si lipsa de initiativa pot fi semne de durere.

e Activitatea fizica este deosebit de importanta pentru persoanele cu mobilitate
limitata si risc crescut de cadere.
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10. Depresia

Preventie
Activitatea fizica regulata este asociata cu un risc redus de aparitie a depresiei (1). Se
poate aplica recomandarea generala globala privind activitatea fizica pentru sanatate.

Indicarea activitatii fizice

In depresia usoara pani la moderati, activitatea fizici combinata cu alte modificari ale
stilului de viata este indicata independent de tratamentul farmacologic sau psihoterapie
(terapia de vorbire). In depresia sever4, activitatea fizici este indicatd impreuni cu alte
tratamente, cum ar fi tratamentul farmacologic si / sau psihoterapia (terapia de
vorbire).

Efectele activ
Efecte imediate
La persoanele cu tulburari depresive majore diagnosticate clinic s-a constatat ca imediat
dupa un ciclu de pedalare de 30 de minute pe bicicleta ergometrica, starea de spirit
depresiva s-a redus semnificativ, comparativ cu starea de repaus. Acest efect este
independent de intensitatea antrenamentului (2).

Efectele activitatii fizice regulate

Persoanele cu depresie pot reduce simptomele depresive, pot imbunatati calitatea vietii
si fitnessul aerob , dupa o perioada de activitate fizica (Tabelul 1). Astfel de efecte s-au
gasit In general pentru activitatea fizica efectuata de 3 ori pe saptamana timp de 8 pana
la 12 saptamani. Nivelul conditiei fizice variaza intre 0,39-1,24, raportat separat pentru
activitate fizica aeroba, activitate de intarire musculara sau o combinatie a

acestora. Beneficiile antidepresive importante au fost gasite dupa 3 sedinte saptamanale
efectuate timp de cel putin 5 pana la 8 saptamani si efecte chiar mai mari pentru durate
de 9 pani la 12 saptdmani (3,11). In timp ce unele studii nu au gasit diferente in efectele
antidepresive pentru intensitati diferite si nici intre activitatea fizica aeroba sau
activitatea de intarire musculara (3), altele au gasit efecte mai mari pentru activitatea
fizica aeroba efectuata la intensitati moderate pana la viguroase (6,11,12) . Numarul de
studii care evalueaza efectele activitatii fizice aerobe pentru depresie este mai mare
decat cel al studiilor asupra activitatii de Intarire a muschilor, ceea ce inseamna ca
dovezile pentru activitatea fizica aeroba sunt mai puternice (3,4,5). Efectele
antidepresive ale activitatii fizice sunt similare in comparatie cu tratamentele
psihologice sau farmacologice in depresia usoara pana la moderata (3,4,12). S-a
constatat ca activitatea fizica ca adjuvant la medicamente produce un efect suplimentar
moderat, aditional, care orienteaza semnificatia statistica (4). Exista prea putine studii
de urmarire pe termen lung pentru a stabili efectele antidepresive pe termen lung ale
activitatii fizice (12).

itatii fizice

Tabelul 1. Efectele si dovezile activitatii fizice regulate in depresie .

Rezultat Dovada * Referinte Tipul activitdatii fizice
Simptome depresive +4++ (3-6) Activitate aeroba si de intarire musculara
Simptome depresive +++ (3,6,7) Activitate fizicd aeroba
Simptome depresive +++ (3,6) Activitate de intarire musculara
Calitatea vietii +++ (3,10) Activitate aeroba si / sau de intdrire musculara
Fitness aerob +++ 9) Activitate fizica aeroba

* Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizica recomandata
Persoanelor cu depresie ar trebui sa li se recomande activitate fizica aeroba si / sau
activitate de intarire musculara pentru:

- Reducerea simptomelor depresive (+++)

- imbunété‘;irea calitatii vietii (+++)
- Cresterea fitnessului aerob (+++)

Activitate fizica aerobd

Activitate de intdrire musculard

Durata Frecventa < Frecventa
. . oo Numarul de o . . . ’
Intensitate minute / zile exercitii Repetari Seturi zile /
saptamana / saptamana 7 sdptdmana
Moderata Cel putin 150 3-7 8-10 8-12 1-3 2-3
sau
Viguroasa Cel putin 75 3-5

sau intensitate moderatd si viguroasa combinate
timp de cel putin 90 min / sdptamana
(30 min 3 zile/saptamana )

Intensitate moderata: 40-59% VO 2R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2R, EPR 14-17.V0O 2R =VO0 2max -VO 21n
repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe Intreaga gama de miscare de 8-12 ori (8-12 RM).

Activitatea fizica recomandata in depresie poate sa nu indeplineasca recomandarea
globala generala privind activitatea fizica pentru sanatate. Daca se alege doar activitatea
de Intarire musculara pentru tratarea depresiei, trebuie adaugata si activitate fizica
aeroba. Daca se alege doar activitate fizica aeroba pentru a trata depresia, se adauga si
activitate de Intarire musculara, daca starea de sanatate o permite.

Sfaturi specifice pentru diagnostic

e Activitatea fizica ar trebui sa fie condusa de instructor.

e In cazul unei depresii usoare sau moderate, activitatea fizica poate ameliora
simptomele la fel de eficient ca si antidepresivele farmacologice sau terapia cognitiv
comportamentala.

e in depresia severa, activitatea fizica ar trebui efectuata in paralel cu alte tratamente,
cum ar fi tratamentul farmacologic sau psihoterapia (terapia de vorbire).

e Trebuie luat in considerare faptul ca persoanele cu depresie, ca si in cazul altor
diagnostice psihice, ar putea avea nevoie de mai mult sprijin pentru a-si schimba
comportamentul activitatii fizice.

e Persoanele cu depresie care prezinta concomitent boli cardiovasculare sau semne
ale acestora trebuie tratate pentru boala lor cardiovasculara inainte de inceperea
unui program de activitate fizica.
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1. Diabetul zaharat de tip 1

Preventie

Conform stadiului actual al cunostintelor, activitatea fizica regulata nu este asociata unui
risc redus de a dezvolta diabet zaharat de tip 1.

Indicarea activitatii fizice

In diabetul de tip 1, activitatea fizici este indicatid impreuni cu alte modificari ale stilului
de viata si cu tratamentul cu insulina.

Efectele activitatii fizice

Efecte imediate

Activitatea fizica duce la un risc crescut de hipoglicemie din cauza unei sensibilitati
crescute la insuling, dar ar putea duce, de asemenea, la cresterea nivelului glicemiei in
functie de tipul de activitate fizica (1,2). Aceasta variabilitate crescuta a glicemiei
impiedica adesea individul sa continue activitatea fizica (3).

ooooooo

Exista dovezi cu nivel de certitudine foarte scazut (+) ca activitatea fizica regulata la
persoanele cu diabet zaharat tip 1 de toate varstele imbunatateste controlul glicemiei
(sciderea HbA1c) sau reduce complicatiile microvasculare (tabelul 1). In plus, exista un
risc crescut de efecte secundare prin hipoglicemie (1,2,4-6). Cu toate acestea, activitatea
fizica este asociata cu beneficii bine stabilite pentru sanatate, inclusiv imbunatatirea
calitatii vietii si a fitnessului aerob (4,7,8) (tabelul 1). Activitatea aeroba si de intarire a
muschilor nu au aratat efecte asupra HbAlc, dar au inregistrat efecte mici asupra
nivelurilor auto-monitorizate de glucoza din sange si s-a raportat o reducere a
circumferintei taliei (9).

Activitatea fizica a inclus atat activitati aerobe, cat si de intarire musculara. Activitatea
fizica aeroba a fost efectuata predominant in serii la o intensitate mare (10 x [60 s 90%
Wmax, 60 s 50 W]) sau continuu pe biciclete ergometrice (30 min, 70%

VO 2 max). Intensitatea activitatii fizice a fost moderata pana la viguroasa, a durat cel
putin 30 de minute si a fost efectuata 3 zile pe saptamana. Activitatea de intarire a
muschilor a inclus, In majoritatea studiilor, 3 seturi de 8 RM din mai multe exercitii
diferite, cu 90 de secunde intre seturi (durata ~ 45 min) si 1 sesiune pe saptamana.

Tabelul 1. Efectele si dovezile activitatii fizice regulate in diabetul de tip 1.

Rezultat Dovada * | Referinte Tipul activitdtii fizice
HbAlc + (2-6,9) Activitate aeroba si de Intarire musculara sau activitate
fizica aeroba
Complicatii + (3-6) Activitate aeroba si de Intarire musculara sau activitate
microvasculare fizica aeroba
Calitatea vietii ++ (10,11) Activitate aeroba si de Intarire musculara sau activitate
fizica aeroba
Fitness aerob ++ (5,6,10,11) Activitate aeroba si de Intarire musculara sau activitate
fizica aeroba

* Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizica recomandata

Persoanelor cu diabet zaharat tip 1 ar trebui sa le fie recomandate activitati aerobe si de
intarire musculara pentru:

- Obtinerea beneficiilor pentru sanatate, inclusiv imbunatatirea calitatii vietii si a
fitnessului aerob (++)

- Imbunititirea controlului glicemiei sub forma HbA1c si reducerea riscului de
complicatii microvasculare (+)

Activitate fizica aeroba Activitate de intdrire musculard

Durata Frecventa . Frecventa
. . oo Numarul de . . : ’
Intensitate minute / zile e Repetari Seturi zile /
. e Al . e A exercitii o o
saptamana / saptdmana ’ saptdmana
Moderata Cel putin 150 3-7 8-10 8-12 2-4 2-3
Sau
Viguroasa Cel putin 75 3-5

sau intensitate moderata si viguroasa
combinate timp de cel putin 90 min /
saptamana (30 min 3 zile/ sdptdmana )

Intensitate moderata: 40-59% VO 2 R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2 R, EPR 14-17.VO 2 R=V0 2 max -
VO 2 in repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe intreaga gama de miscare de 8-12 ori (8-12
RM).

Activitatea fizica recomandata in diabetul zaharat de tip 1 indeplineste recomandarea
generala globala privind activitatea fizica pentru sanatate si nu este necesara nici o
recomandare suplimentara.

Sfaturi specifice diagnosticului

e Intr-un dialog cu persoana, activitatea fizicd ar trebui, intr-un dialog cu persoana, si
fie personalizata de catre personal instruit medical, cum ar fi fizioterapeutul.

e Glicemia trebuie masurata Tnainte si dupa exercitiu. Pentru a reduce riscul de
hipoglicemie indusa de miscare, doza de insulina trebuie redusa si carbohidratii
trebuie furnizati inainte, in timpul si dupa efectuarea exercitiilor fizice. Prin
monitorizare continug, nivelul glicemiei poate fi verificat in timp real in timpul
exercitiului fizic.

e Pentru un control optim al glicemiei, trebuie sa existe maximum doua zile intre
sesiunile de exercitii.

e Persoanele cu risc crescut de boli cardiovasculare ar trebui sa inceapa activitatea
fizica aeroba la un nivel usor spre moderat. Atat intensitatea, cat si durata pot fi
crescute dupa cateva saptamani.

e Persoanele cu diabet zaharat tip 1 care prezinta concomitent boli cardiovasculare
sau semne ale acestora trebuie sa fie tratate pentru boala lor cardiovasculara
inainte de a Incepe un program de activitate fizica.

e Serecomanda incaltaminte cu capacitate de absorbtie a socului, iar picioarele
trebuie controlate in mod regulat in ceea ce priveste aparitia ranilor, in special la
persoanele cu neuropatie periferica.
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12. Diabetul zaharat de tip 2

Preventie

Activitatea fizicd regulata este asociata cu un risc redus de a dezvolta diabet de tip 2
(1,2). Recomandarea generala globala privind activitatea fizica pentru sanatate poate fi
aplicata si in cazul diabetului de tip 2.

Indicarea activitatii fizice

In diabetul zaharat de tip 2, activitatea fizici este indicatd mai ales impreuni cu alte
modificari ale stilului de viata si in asociere cu tratamentul farmacologic.

oy W

Efectele activitatii fizice

Efecte imediate

O singura sesiune de activitate fizica mareste absorbtia independent de insulina a
glucozei din sange in muschiul scheletal, in relatie direct proportionala doza-

raspuns. Efectul dispare dupa 48 de ore. Chiar si perioade scurte de activitate fizica de
intrerupere a timpului de sedere pot scadea nivelul glicemiei.

ooooooo

Exista dovezi cu nivel Tnalt de certitudine ca activitatea fizica poate imbunatati in timp
controlul glicemiei (scaderea HbA1c) (tabelul 1). Activitatea fizica regulata afecteaza in
mod pozitiv unii factori de risc, cum ar fi lipidele din sange, tensiunea arteriala, functia
vasculara si fitnessul aero (tabelul 1). Cea mai mare reducere a riscului din cauza
complicatiilor a fost gasita atunci cand un individ sedentar a devenit activ fizic (3) . La
persoanele cu diabet de mai putin timp, probabilitatea obtinerii unui bun control al
glicemiei doar cu activitate fizica a fost mai mare comparativ cu cei care au avut boala de
mai mult timp (4,5) . O scadere glicemiei, masurata ca HbAlc de 6-9 mmol / mol este
relevanta clinic.

0 doza mare si o intensitate ridicata a activitatii fizice au dus la un efect mai mare asupra
controlului glicemiei In comparatie cu o doza si o intensitate mai mici. O combinatie de
activitate aeroba si de intarire musculara a fost cea mai eficienta modalitate de exercitiu,
iar dupa aceea, activitatea fizica aeroba la intensitate viguroasa . Activitatea aeroba si de
intarire a muschilor la o intensitate moderata pana la usoara a fost de asemenea
benefica, dar nu in aceeasi masura cu activitatea de intensitate viguroasa.

Tabelul 1. Efectele si dovezile activitatii fizice obisnuite 1n diabetul zaharat de tip 2.

Rezultat Dovada * Referinte Tipul activitatii fizice
HbAlc ++4 (3,6-14) Activitate fizicd aeroba si de intirire a
musculaturii
Lipide din sange +++ (8,9) Activitate fizica aeroba
Tensiune arteriala +++ (8,9) Activitate fizica aeroba
Functia vasculara +++ (15-17) Activitate fizica aeroba
Fitness aerob +++ (8,9,15,18) Activitate fizica aeroba

* Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizica recomandata
Persoanelor cu diabet zaharat de tip 2 ar trebui sa li se recomande activitate fizica aeroba
si de consolidare musculara pentru:
- Imbunititirea controlului glicemiei masurati ca HbAlc (++++)
- Imbunititirea lipidelor din sange (+++)
- Reducerea tensiunii arteriale (+++)

- Cresterea fitnessului aerob (+++)

- Imbunatatirea functiei vasculare (+++)

Activitate fizica aeroba

Activitate de intdrire musculard

Durata Frecventa . Frecventa
. . o Numarul de o . . ’
Intensitate minute/ zile exercitii Repetari Seturi zile /
saptamana / saptamana ’ sdptdmana
Moderata Cel putin 150 3-7 8-10 8-12 1-3 2-3
sau
Viguroasa Cel putin 75 3-5

sau intensitate moderata si viguroasa combinata

timp de cel putin 90 min /saptamana
(30 min 3 zile /saptamana)

Intensitate moderata: 40-59% VO 2 R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2 R, EPR 14-17.VO 2 R=V0 2 max -
VO 2 in repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe intreaga gama de miscare de 8-12 ori (8-12

RM).

Activitatea fizica recomandata in diabetul zaharat de tip 2 indeplineste recomandarea
generala globala privind activitatea fizica pentru sanatate si nu este necesara nici o
recomandare suplimentara.

Sfaturi specifice diagnosticului

Persoanele cu risc ridicat de boli cardiovasculare ar trebui sa inceapa activitatea
fizica aeroba la nivel usor spre moderat. Atat intensitatea, cat si durata pot fi apoi
crescute.

Efectul activitatii fizice este probabil mai mare la o intensitate si la 0 doza mai mari
de activitate fizica aeroba.

Efectul activitatii fizice asupra HbA1c este comparabil cu efectul multor
medicamente antidiabetice orale.

Cel mai mare efect are o combinatie de activitati aerobe si de intarire musculara.
Pentru un control optim al glicemiei trebuie sa existe cel mult doua zile intre
sesiunile de exercitii.

Glicemia trebuie masurata inainte si dupa exercitiu. Pentru a reduce

riscul hipoglicemiei induse de exercitiile fizice, doza de insulina trebuie redusa si
carbohidratii trebuie furnizati inainte, in timpul si dupa exercitiile fizice.
Persoanele ce prezinta concomitent diabet zaharat de tip 2 si boli cardiovasculare
sau semne ale acestora trebuie tratate pentru boala lor cardiovasculara inainte de
inceperea unui program de activitate fizica.
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14. Insuficienta cardiacad cronicad

Preventie

Insuficienta cardiaca cronica este un sindrom secundar altor boli, iar un nivel suficient
de activitate fizica poate reduce riscul dezvoltarii insuficientei cardiace pentru unii
indivizi (1, 2) . Poate fi aplicata recomandarea generala globala privind activitatea fizica
pentru sanatate.

Indicarea activitatii fizice

In insuficienta cardiaci cronici, activitatea fizici este indicati impreuna cu alte
interventii in stilul de viatd, educatie si tratament farmacologic (3).

Efectul activitatii fizice

Efectele activitdtii fizice regulate

Persoanele cu insuficienta cardiaca cronica isi pot reduce internarea in spital si isi pot
imbunatati functia miocardic3, calitatea vietii legate de sanatate, fitnessul aerob si forta
musculara dupa reabilitarea cardiaca bazata pe exercitii fizice (tabelul 1). Aceasta
reabilitare a constat in activitate aeroba si / sau de Intarire musculara. Activitatea fizica
aeroba a fost efectuata in mod continuu sau la intervale pe o bicicleta ergometrica sau o
banda de alergare, dar si ca aerobic / exercitii calistenice sau antrenament de circuit la o
intensitate de 60% pana la 85% din absorbtia maxima de oxigen (VO 2 max ), pentru 30-
60 minute, de 3 pana la 5 zile pe saptamana timp de 3 pana la 6 luni (4) . Activitatea de
intarire musculara a cuprins 8-10 exercitii diferite, la 40-80% din 1 RM, 10-15 repetari,
1-3 seturi si 2-3 zile pe saptamana ( 3, 4) . Activitatea aeroba combinata cu cea de
intarire musculara au imbunatatit VO 2 max intr-o masura mai mare in comparatie cu
activitatea fizica aeroba singura (5, 6) . VO 2 max ar putea fi Imbunatatita in continuare
prin antrenamentele de intensitate mare, comparativ cu antrenamentul continuu de
intensitate moderat (6). In orice caz, protocoalele izo-calorice au diminuat acest efect
(7). Forta musculara inspiratorie a crescut prin antrenamentele musculare

inspiratorii (8 ). Antrenamentul fizic nu a avut niciun impact sau unul redus asupra
mortalitatii generale (RR 0,89, IC 95% 0,66 la 1,21, ++) cu urmarire 12 luni sau mai
putin, dar poate reduce mortalitatea generala (RR 0,88, CI1 0,75 pana la 1,02, ++++) prin
urmadrire mai mult de 12 luni (9 ). O meta-analiza recenta privind datele individuale a
aratat ca antrenamentele si exercitiile nu au avut un efect semnificativ asupra riscului de
mortalitate si spitalizarii (10). Cu toate acestea, incertitudinea estimarilor privind
marimea efectului din aceasta analiza face imposibila obtinerea unor concluzii definitive.

Tabelul 1. Efectele si dovezile activitatii fizice in insuficienta cardiaca cronica.

Rezultat Dovada * Referinte Tipul activitatii fizice
Functia miocardica ++ (11) Activitate fizica aeroba sau activitate fizica aeroba
si de Intdrire musculara
Internari la spital ++4+ ) Activitate fizica aeroba sau activitate fizica aeroba
si de Intdrire musculara
Calitatea vietii ++ ) Activitate fizica aeroba sau activitate fizica aeroba
legatd de sanatate si de intarire musculara
Fitness aerobic ++++ (12) Activitate fizica aeroba sau activitate fizica aeroba
(6MWT si VO 2max ) si de Intdrire musculara
Putere musculara ++4+ (5,6) Activitate fizica aeroba sau activitate fizica aeroba
si de Intdrire musculara
Forta musculara +++ (8) Antrenament muscular inspirator
inspiratorie

“Dovezi cu nivel inalt de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de certitudine (++),
dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizic recomandata

Persoanelor cu insuficienta cardiaca cronica trebuie recomandate activitati fizice

aerobe si de intarire musculara pentru:

- Imbunititirea functiei miocardice (++) si sciderea numarului de interniri in spital
(+++)

- Imbunititirea calititii vietii legate de sanitate (++)

- Cresterea fitnessului aerob (++++), a distantei de mers (++++) si a fortei musculare

(+++)
Activitate fizica aerobd Activitate de intdarire musculara
Durata Frecventa . Frecventa
. . . ) d Numarul de o . . . d
Intensitate min util / zile / exercitii repetari seturi zile /
saptamana saptamana ’ sdptamana
Inten51taEe Cel putin 90
moderatd (de exemplu, 30-
combinati cu P, 3-5 8-10 10-15 1-3 2-3
: . 60 min /
intensitate )
: < sesiune)
viguroasa

Intensitate moderata: 40-59% VO 2 R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2 R, EPR 14-17.VO 2 R=V0 2 max -VO 2 in
repaus, 10-15 repetdri = greutatea cea mai mare care poate fi ridicata pe intreaga gama de miscare de 10-15 ori (10-15 RM).

Activitatea fizica recomandata in insuficienta cardiaca
cronica indeplineste recomandarea generala globala privind activitatea fizica pentru
sanatate si nu este necesara nicio recomandare suplimentara

Sfaturi specific diagnosticului

Dozarea activitatii fizice in insuficienta cardiaca cronica ar trebui sa fie

intotdeauna precedatd de un test de screening pre-exercitiu efectuat de catre un
kinetoterapeut, medic sau alt profesionist in domeniul sanatatii, cu cunostinte
suficiente in evaluarea individuala a nivelului de fitness aerob si a fortei

musculare (13 ).

Pentru a prescrie intensitatea individuala a activitatii fizice aerobe la persoanele
care iau beta-blocante, trebuie sa se utilizeze fie scala Borg-RPE® 6-20, fie rezerva
de ritm cardiac evaluata din testul ergometrului cu ciclu limitat. In plus, este
important de stiut ca cei tratati cu medicamente care afecteaza sistemul renina-
angiotensina-aldosterona pot avea o tensiune sistolica in repaus sub 100 mmHg.

In cazul exercitiilor fizice, trebuie acordati o atentie deosebita ritmului cardiac,
reactiilor anormale ale tensiunii arteriale, oricarei aritmii si simptomelor, cum ar

fi ameteli sau scurtarea severa a respiratiei (vezi contraindicatiile din

introducere).

Daca individul are un fitness aerob redus, perioada de antrenament poate sa inceapa
cu antrenamentul muschilor periferici, care include o incarcatura relativa mare, dar
nu afecteaza in mod semnificativ sistemul circulator central. Dupa cateva luni de
antrenament al muschilor periferici, poate fi introdus preponderant un antrenament
de fitness aerob, care implica grupe musculare majore.

O persoana cu insuficientd cardiaca cronica necesita adesea sprijin si incurajare
pentru a incepe, creste si mentine nivelul de exercitii fizice si, prin urmare, fitnessul
aerob.

Programul de exercitii aerobe si de intdrire musculara poate fi In mod avantajos
efectuat ca parte a unui program de reabilitare cardiaca, fie ca exercitii singulare, fie
in combinatie cu alte interventii in stilul de viata. Exercitiile pot fi realizate sub
supraveghere in spital, ca un program de exercitii la domiciliu sau o combinatie a
ambelor. Dupa finalizarea unui program exCR, persoanele cu insuficienta cardiaca
cronica ar trebui sa continue activitatea fizica pe tot parcursul vietii, pentru a
mentine starea fizica imbunatatita.
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15. Hipertensiunea arterial (HTA)

Preventie

Activitatea fizicd regulata este asociata cu un risc redus de aparitie a hipertensiunii
arteriale (1,2). Poate fi aplicatd recomandarea generala globala privind activitatea fizica
pentru sanatate.

Indicarea activitatii fizice

In HTA gradul 1, tensiunea arteriald de 140 - 159/90 - 99 mmHg, cu risc scdzut pani la
moderat de boli cardiovasculare, activitatea fizica este indicata impreuna cu alte
modificiri ale stilului de viatd ca tratament de prima linie. In HTA gradul 2, tensiunea
arteriala de 160-179 / 100-109 mmHg si 1-2 factori de risc pentru bolile
cardiovasculare, activitatea fizica este indicata impreuna cu alte modificari ale stilului de
viata, sau cel mai adesea In combinatie cu tratament farmacologic, pentru a atinge valori
normale ale tensiunii. In HTA gradul 3, tensiunea arteriald > 180 /> 110 mmHg, este
indicata activitate fizica , impreuna cu alte modificari ale stilului de viata, ca o
completare la tratamentul farmacologic, cu unele posibile exceptii pentru sporturile de
performanta (3).

Efectele activitatii fizice

Efecte imediate

In timpul activitatii fizice aerobe de intensitate suficient, presiunea sistolici creste in
timp ce presiunea diastolica este relativ neschimbata. La un pacient hipertensiv,
raspunsul tensiunii arteriale poate fi exagerat. Dupa activitatea fizica aeroba, tensiunea
arteriald va scadea sub cea de repaus, timp de cateva ore, adica ,hipotensiune arteriala
post-exercitiu”. In timpul activititii dinamice de intirire a muschilor, tensiunea arteriala
creste de obicei mai mult decat in urma unei activitati fizice aerobe, ajungand uneori la
valori foarte ridicate, insotita de o crestere a rezistentei periferice

Efectele activitdtii fizice regulate

La indivizii cu hipertensiune arteriala (TA 2140 mmHg), tensiunea arteriala sistolica
scade ca efect al activitatii fizice (tabelul 1). Cea mai mare reducere a tensiunii arteriale
a fost constatata atunci cand antrenamentul a constat in activitate aeroba combinata cu
cea de intdrire a musculaturii (efect mediu: -13,5 mmHg) si activitate fizica aeroba de
intensitate moderata (efect mediu: -9,5 mmHg) timp de cel putin 4 saptamani

(4). Efectul activitatii fizice a fost la acelasi nivel cu efectul tratamentului
medicamentos. Comparativ cu o meta-analiza anterioara (5), includerea mai multor
studii controlate randomizate a contribuit la un efect mai puternic al activitatii de
intarire a muschilor si la concluzia ca activitatea aeroba combinata cu cea de intarire
musculara a fost mai eficienta decat fiecare tip de activitate in parte. Limitarile au fost
lipsa studiilor de tip orb, esantioanele mici, metodele de control eterogene si metodele
diferite.

Tabelul 1. Efectele si dovezile activitatii fizice regulate in hipertensiune.

Rezultat Dovada * Referinte Tipul activitdtii fizice
Presiune sistolica e+ (€))] Activitate fizica aeroba
Presiune sistolica et 4) Activitate de Intdrire musculara
Presiune sistolica +4++ (4) Activitate aeroba si de intdrire musculara
Presiune sistolica ++ (4) Activitate izometrica de intdrire a muschilor

* Dovezi cu nivel ridicat de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizicd recomandatd

Persoanelor cu hipertensiune arteriala trebuie sa li se recomande activitate fizica aeroba
sau de Intarire musculara, sau o combinatie a acestora, pentru:
- Reducerea tensiunii arteriale (+++)
In plus, persoanelor cu hipertensiune arteriald li se poate recomanda aditional si
antrenament izometric pentru:
- Scaderea tensiunii arteriale (++)

Activitate fizica aerobd

Activitate de intdrire musculard

sau intensitate moderatad si viguroasa combinata
timp de cel putin 90 min / sdptamana

(30 min 3 zile/ saptamana )

Durata Frecventa Numsr de Frecventa
Intensitate minute / zile s Repetari Seturi zile /
“ox Al s A exercitii Coax A
saptdmanad / saptamana ’ saptdmana
Moderata Cel putin 150 3-7 8-10 8-12 2-4 2-3
sau
Viguroasa Cel putin 75 3-5

Intensitate moderata: 40-59% VO 2 R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2 R, EPR 14-17.VO 2 R=V0 2 max -
VO 2 in repaus. 8-12 repetdri = cea mai grea greutate care poate fi ridicata pe intreaga gama de miscare de 8-12 ori (8-12

RM).

Doza recomandata de activitate fizica In hipertensiune arterial indeplineste
recomandarea generala privind activitatea fizica pentru sanatate si nu este necesara
nicio recomandare suplimentara.

Sfaturi specifice pentru diagnostic

e Pentru a evalua intensitatea activitatii fizice aerobe in tratamentul simultan cu
beta - blocante, trebuie utilizata scala Borg a efortului perceput, Borg RPE ® in locul
madsurarii ritmului cardiac, din cauza unei relatii deviante intre ritmul cardiac si

efort.

e Serecomanda colaborarea cu un fizioterapeut sau cu alti profesionisti din sanatate
cu cunostinte relevante, in cazul persoanelor cu boalad coronariana concomitenta,
dupa examinarea de catre medic.

e Antrenamentul isometric presupune: contractie de 4 x 2 minute la 20-50% din

contractia izometrica maxima, de 3 ori pe saptamana.

e Restrictii in activitatea fizica pot fi aplicate in unele cazuri, de exemplu pentru
sporturile de performanta, in functie de profilul de risc total, de prezenta organelor

tinta si de nivelul de control al tensiunii arteriale (3).

e Persoanele cu hipertensiune arteriala si boli cardiovasculare concomitente sau cu
semne ale acestora, cum ar fi dispneea, durerile toracice sau aritmia ar trebui sa fie
tratati corespunzator pentru boala lor cardiovasculara inainte de a incepe un
program de activitate fizica.

325




16. Dislipidemiile

Preventie

Activitatea fizica regulata este asociata cu un risc redus de aparitie a tulburarilor lipidice
(1,2). Poate fi aplicata recomandarea generala globala privind activitatea fizica pentru
sanatate.

Indicarea activitatii fizice

In dislipidemii, in lipsa altor factori de risc pentru bolile cardiovasculare, activitatea
fizica este indicata ca un prim pas, alaturi de alte modificari ale stilului de viata (de
exemplu, dieta).

In afectiunile lipidice insotite si de alti factori de risc pentru boli cardiovasculare,
activitatea fizica este indicata impreuna cu alte modificari ale stilului de viata si cu
tratament farmacologic.

Persoanele cu hiperlipidemii, cum ar fi hipercolesterolemia familiala, trebuie tratate
intotdeauna cu statine ca tratament de baza, impreuna cu dieta si activitatea fizica.

Efectele activitatii fizice

ooooooo

La persoanele cu dislipdemii, o perioada de activitate fizica poate imbunatati
colesterolul si trigliceridele (tabelul 1). Toate tipurile de activitate fizica aeroba au

fost benefice, daca doza a fost suficienta si intensitatea cel putin moderata. Pentru a
imbunatati profilul lipidic a fost necesar un prag minim de exercitiu . Efectul cantitativ al
activitatii fizice asupra lipidelor serice a fost mic. Pentru a imbunatati nivelul de LDL-
colesterol, doza eficienta de activitate fizica a fost mai mare In comparatie cu cea
necesara pentru alte lipide. In plus, exista dovezi cu nivel scazut de certitudine (++) ci
yoga sau activitati similare au efecte pozitive asupra nivelului de lipide din sange (7). Cu
toate acestea, nu este inca stabilit ce intensitate, durata si frecventa este optima. Dovada
oricarui efect al activitatii de Intarire a muschilor a avut nivel foarte scazut de
certitudine (+) .

Tabelul 1. Efectele si dovezile activitatii fizice regulate in dislipidemii.

Rezultat Dovada * Referinte Tipul activitatii fizice
Colesterol total ++ (3-5) Activitate fizicd aeroba
HDL colesterol +++ (3,5,6) Activitate fizica aeroba
LDL-colesterol ++ (3-5) Activitate fizica aeroba

Trigliceride +++ (3,5,6) Activitate fizica aeroba

*Dovezi cu nivel inalt de certitudine (++++), dovezi cu nivel moderat de certitudine (+++), dovezi cu nivel scazut de
certitudine (++), dovezi cu nivel foarte scazut de certitudine (+).
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Activitate fizicd recomandatd

Persoanelor cu dislipidemii trebuie sa li se recomande activitate fizica aeroba pentru:
- Normalizarea lipidelor din sange (+++)

Activitate fizica aerobd

Activitate de intarire musculara

sau intensitate moderata si viguroasa
combinate timp de cel putin 90 min /
sdaptamana (30 min 3 zile / saptamana )

Durata Frecventa . Frecventa
. . : Numarul de < . . ’
Intensitate minute/ zile / exercitii Repetari Seturi zile /
saptamana sdptamana ’ saptdamana
Moderata Cel putin 150 3-7
sau
Nu exista dovezi disponibile.
Viguroasa Cel putin 75 3-5

Intensitate moderata: 40-59% VO 2 R, EPR 12-13. Intensitate viguroasa: 60-89% VO 2 R, EPR 14-17.VO 2 R=VO0 2 max -

VO 2 inrepaus.

Activitatea fizica aeroba recomandata in dislipidemii nu indeplineste recomandarea
generala globala privind activitatea fizica pentru sanatate. Adaugati activitatea de
intarire musculara in conformitate cu recomandarile globale generale, daca starea de
sanatate o permite.

Sfaturi specific diagnosticului

e Informele familiale de dislipidemii si in boala aterosclerotici diagnosticats,
schimbarile 1n stilul de viata trebuie sa fie intotdeauna insotite de un tratament
farmacologic cu statine ca prima alegere.

e In caz de durere sau inflamatie musculara ce persisti mai mult de 72 de ore dupi
exercitii, exercitiile fizice trebuie intrerupte, tratamentul cu statine retras si
trebuie verificata valoarea creatinkinazei plasmatice a persoanei respective.

¢ 0 doza mai mare de activitate fizica are efect mai mare asupra echilibrului lipidic,
deoarece exista o relatie doza-raspuns.

e Persoanele cu dislipidemii si boala cardiovasculara concomitenta sau semne ale
acesteia trebuie tratate pentru boala lor cardiovasculara Inainte de a incepe un
program de activitate fizica.
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EUPAP - a European Physical Activity on Prescription Model
The Public Health Agency of Sweden coordinates a 3-year project facilitating the transfer and
adoption of the Swedish method for prescribing physical activity to nine EU member states.
For more information visit www.eupap.org
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