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INTRODUCTION 
 

Since December, 2019, an outbreak of a novel 

corona virus disease was reported in Wuhan, 

China, which   has   subsequently   affected more 

than 200 countries worldwide. The symptoms 

associated with COVID-19 are diverse, ranging 

from mild to moderate upper respiratory tract 

symptoms to severe acute respiratory distress 

syndrome (ARDS). The major risk factors for 

severe corona virus disease are shared with 

idiopathic pulmonary fibrosis, namely increasing 

age, male sex, and co morbidities such as 

hypertension and diabetes. Idiopathic pulmonary 

fibrosis is a chronic progressive disease in which 

lung function inexorably declines, leading to 

respiratory failure [1, 2]. 

Most patients infected with corona virus 

present with bilateral ground glass opacities with 

or without consolidation, and with preference of 

lower lobes (Radiography). However, it should be 

considered that long term lung impairment may 

develop following recovery of fibrotic interstitial 

lung disease. Pulmonary fibrosis can be idiopathic 

and is considered as a genetically predisposed, age 

related fibro proliferative disease, but chronic 

inflammation may also be involved in the 

pathogenesis of lung fibrosis. Pulmonary fibrosis 

is an identified corollary of ARDS. Several studies 

have shown that protective lung ventilation tends 

to diminish the radiographic abnormalities 

following ARDS[2-4]. 

The pathological correspond of ARDS is the 

diffuse alveolar damage which is characterized by 

an acute inflammatory exudative phase with 

edema, hyaline membranes, and interstitial 

inflammation, followed by loose organizing 

fibrosis within the alveolar septa, and type II 

pneumocystis hyperplasia. A cogent final stage of 

ARDS may be the fibrotic phase. Abnormal 

immune mechanisms commence and foster 

pulmonary fibrosis, possibly as a repercussion of a 

cytokine cloudburst[5, 6]. Available data’s indicate 

that about 40% of patients with COVID-19 

develop ARDS, and of 20% ARDS cases are 

severe. The prevalence of post covid fibrosis will 

become apparent in time, but early analysis from 

patients with corona virus infection on hospital 

discharge suggests that more than a third of 

recovered patients develop fibrotic abnormalities. 

Additionally, 47% of patients had impaired 

diffusing capacity of the lungs for carbon 

monoxide and 25% had reduced total lung 
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capacity. This appears to be even worse in patients 

with severe infection [7-9]. 

Pulmonary rehabilitation (PR) is the use of 

exercise, education, and behavioral intervention to 

improve function and enhance quality of life 

among people with chronic lung diseases. Its 

primary goal is to enable people to achieve and 

maintain their maximum level of independence and 

functioning. The education part of 

the program teaches you to be “in charge” of your 

breathing instead of your breathing being in charge 

of you. A pulmonary rehabilitation program has 

several components, including: Airway clearance 

techniques, Bronchial hygiene techniques, 

Inspiratory muscle training to improve lung 

capacity, Exercise training, Aerobic capacity 

training, Energy conservation, Psychosocial 

counseling, Nutritional evaluation and counseling, 

Drug use and education [10, 11].Physiotherapy is 

an integral part for the management of interstitial 

lung disorders and continues to play an integral 

role. However, with changing disease patterns, the 

role of physiotherapy in this disorder has altered 

significantly and is no longer limited to airway 

clearance but also emphasizes the importance of 

physical exercise, postural care and addresses the 

unique complications which are emerging as 

longevity improves. Previous Cochrane review has 

reported a lack of enough data with a high level of 

evidence suggesting that early rehabilitation 

improves functional status among ARDS patients. 

Accordingly, there is also no data with a high level 

of evidence, which will support pulmonary 

rehabilitation for corona virus cases. Nevertheless, 

PR will be beneficial in terms of facilitating 

participation in activities of daily living among 

patients developing pulmonary fibrosis in the 

following periods and also to improve the lung 

clearance, respiratory endurance and aerobic 

capacity among survivors [10-12]. 

PR should be planned by carefully determining 

tolerance, exercise intensity, timing, and 

applicable methods. An additional burden should 

not be added with exercise when the patient is 

fighting against the disease. After the 

counteraction and risk of infection is lower, it can 

be started with positioning, range of motion 

exercises, bed mobility, breathing and airway 

clearance techniques and a progressive aerobic 

exercise regimen. Early mobilization in intensive 

care unit is a gold standard procedure in order to 

improve respiratory and functional status. The 

current situation is considered as a fight against a 

disease that has never been encountered before 

[11-13]. 

Survival of critically ill patients is frequently 

associated with significant functional impairment 

and reduced health related quality of life. Early 

physiotherapy of critically ill patients has    

recently been identified as an important therapeutic 

tool and has become an integral evidence based 

component. Prognosis of the disease is learned by 

living through and experiencing over a period of 

time. It is very important to conduct every 

application with maximum care and protection 

during the fight against an unknown. Since 

available guidelines have a low level of evidence, 

further evidence through extensive trials and 

regular follow up is required in this area. 
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