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Amyotrophic lateral sclerosis (ALS) is usually considered a
relentlessly and rapidly progressing neurological disease that
destroys motor neurons in the cerebral cortex, brainstem and
spinal cord [1]. Its incidence varies from 1 and 3 cases per
100,000 inhabitants per year being more prevalent between
the sixth and seventh decade of life[2]. In one third of the
persons with ALS, the disease starts with bulbar symptoms
as the deterioration of the corticobulbar tract and affects the
innervation of the muscles responsible for speech functions[3].

Health professionals often encounter with patients newly
diagnosed ALS and, undoubtedly after clinical diagnosis
comes the following question: How will the rehabilitation be?
Initially, is necessary to understand all the natural history of
the disease and outline the short, medium and long-term goals.
Rehabilitation is an art, therefore requires a full mastery of the
pathophysiological framework of the disease. In this sense, we
conducted a review in databases of Pubmed, Lilacs, Cochrane
and Scielo, to address about clinical evidences in the different
aspects of rehabilitation in ALS.

The first concept to be taken into consideration by professionals
dealing with rehabilitation is the “overtraining”[4]. This
is defined as the installation of symptoms that reflect a
non-ideal relationship between physical effort and tolerance to
it, externalizing with decreased physical performance, increase
in muscle injuries and even immunosuppression, increasing
susceptibility to infections. Patients suffering from ALS should
conduct their activities in submaximal limits, because about
80% of myotomes in the corresponding spinal segments
have been denervated. Why demand them in excess if the
motor units are already battered? That fact is just to increase
the metabolic demand in the anterior horn neurons of the
spinal cord and accelerate the disease process. Unfortunately
there are few controlled randomized studies in humans with
neuromuscular disorders that verify the effects of resistance
therapeutic exercise, which makes them inconclusive[5].
Another change in the paradigm of ALS patients is to
understand the respiratory function in disease. Any difference
between intrapulmonary pressures seems to generate
metabolic consequences (favorable or unfavorable). Numerous
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studies have highlighted the effectiveness of treatment (when
performed carefully) in the quality of life of these patients[6-7].
The exact time of use of non-invasive ventilation in patients
with tracheostomy is dependent on continuous respiratory
function tests and polysomnography evaluations. Calzada
et al. (2016) assessed the predictive factors that influenced
survival in 213 patients after NIV initiation. They observed
that the two prognostic factors in ALS patients following NIV
were the severity of bulbar involvement and ALSFRS-R at the
time on NIV initiation. However, a better assessment of bulbar
involvement, including evaluation of the upper airway, and a
careful titration on NIV are necessary to optimize treatment
efficacy[8].

Others adjunctive therapies in the rehabilitation of ALS is the
Respiratory Muscle Training (RMT)[9], botulinum neurotoxin
and radiotherapy[10]. The MRT significantly increase the
Maximum Inspiratory Pressure (23.50cmH2O; 95% CI: 7.82 to
39.19), Maximal Expiratory Pressure (12.03cmH2O; 95% CI:
5.50 to 18.57) and Forced Expiratory Volume in one second
(0.27L; 95% CI: 0.12 to 0.42). However, did not differ in Forced
Vital Capacity (0.48L; 95% CI: -0.15 to 1.10) and distance in
Functional Capacity (6-minute walk test - 6MWT (17.95m;
95% CI: -4.54 to 40.44)[9].
Botulinum neurotoxin (BoNT) injections in the salivary glands
and radiotherapy (RT) on these glands are commonly used
to alleviate severe drooling in patients with amyotrophic
lateral sclerosis (ALS). Weikamp et al. (2016) compared
the two therapies and there were not observed statistically
significant between-treatment differences for the drooling
status after treatment. However, with RT more saliva reduction
was achieved and the patients described more transient
negative experiences (like pain in mandible) directly after
treatment[10].

The big strategy is not to use protocols in the rehabilitation
treatment. We must respect the particularities of the disease
and especially the patients. Some have a more prolonged
evolution, whereas others an inexorable decline in motor
function, breathing and swallowing. In that case, the application
profiles, measures and evaluation indicators are used to guide
the professionals involved in the transdisciplinary team and
review of treatment goals. When we characterize the term
transdisciplinary, the patient is at the center of decisions, while
other professionals surround them and define the process
together [11- 12] .

Speech therapy approach is also crucial because dysphagia
is one of the most important problems faced in ALS. The
association between dysphagia and aspiration pneumonia
are usually the greatest damage to the quality of life, risk of
malnutrition and dehydration[13]. Treatment in the early
stages of dysphagia, this defined by physical examination and
endoscopy of swallowing, may provide muscle adaptation
mechanisms and minimize the risk of aspiration. The speech
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therapist performs compensatory procedures, based on
learning and functional exercises, as well as techniques
that stimulate oral proprioception, postural disorders and
swallowing maneuvers [14-15].

As described by our group in the article entitled: “Rehabilitation
in amyotrophic lateral sclerosis: risks and benefits”[16], the
main suggestions for professionals who deal with ALS are: (a)
the appropriate therapeutic exercise is very significant in the
management of atrophy by misuse – crucial point to maintain
mobility for as long as possible; (b) the therapist should
seek to work with the already ailing muscles at submaximal
limits, preferably linking them to the basic and instrumental
activities of daily living; (c) never cause pain and/or unusual
tiredness; (d) body weight-supporting systems should be
faced as a potential non-monotonous way for contributing
for better health-related quality of life; (e) the use of noninvasive ventilation provides more comfort, reduces dyspnea
and may improve survival with quality of life, and (f) there is
no consensus on the application of electric currents for muscle
stimulation, therefore, they should not be used, considering
that the primary problem is not in the skeletal striated muscle,
but in the anterior horn neurons of the spinal cord [16].
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