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Application of Cardiopulmonary Exercise Test in Valvular Heart Disease
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[ Abstract] The cardiopulmonary exercise test is a relatively non-invasive method for assessing the cardiopulmonary function of
patients. Currently, the application in the field of cardiovascular disease mainly focuses on the screening, diagnosis, disease assessment
and prognosis prediction of diseases such as coronary heart disease and heart failure, but its clinical application in valvular heart disease is

still very few, there is a great space for exploration. This article summarizes the clinical research status of cardiopulmonary exercise test in

valvular heart disease, and expects it to have a broader clinical application in cardiovascular disease field.
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disease, VHD) MlifilKiz HHE AL FIHR P, PLE 4
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E Nk AE (aortic stenosis, AS) HYH WL
RAE OIS 4k, HHET CPET 7 VHD H1 AS 1Y
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R EAL G I 5 vk Bz shik 56, 2 SN i
LB %S, Domanski 25 BV 1Ak CPET %t AS 11
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151 G i R B T B R 1 B E AS HE 1T CPET £
kDT, A& AR ARR (VE/VCO,) >34 il
PVO, < 14 mL/ (kg - min) J& AR & 46 14 0 37 7
T 1EH—T#F5E %, Dominguez-Rodriguez %5 7 %t
35 BJCHE R B AS A T 6 NHMIBEDT (AR
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BBAT R RAEEE O e v ST TR A T BT A 1
H X PG ITAIE5T ER/ NREARIG RIS, 75 B8 R A
FERHAIN CPET 78 AS Hug TP vl iz M B
1.2 CPET 5FzhpkiEX AL

TR A A4 (aortic regurgitation, AR) i
B UL PR AR T MR A, 9P EISK AR W
TERRRIY 2/3, XF T B AR E AR B, 2017
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W, P=0.001], A 415 C 4 [(70+£24) W vs ( 50+17)
W, P=0.001) 1; PVO, A 415 B 21 [ ( 13.7£3.6) mL/
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A5z, [RIB7E (12.846.8) ASHAEEDH, B 45 C
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AR SV S0 47 ) SR AE IS 48.5 BB E ARG 6~12 4
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VCO, R [(26.8+5.2) vs (22.6+4.3), P=0.01] #5A ik
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# PVO, 3 AR Hi I JC B 8 00 [ (28.3+7.9) mL/ (kg
min) vs (27.848.1) mL/( kg-min), P=0.71], {H7E4 %
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PR i/ 80 % F R, Ho Z5A NN X/ i
Wi Re SR ERIZ8hBE ), 1 CPET S40TENAO
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5 PVR T i 3845, ik Legendre 5 Ho H#fF
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AR AT 32.5 FEARE AR J5 29.3 (P=0.001). [ k£ Tbrahim
A BT AE 27 {5 Ebstein By A9 5 TR B P
FRIZE IS, b AT (2.7+1.5) 4R, &
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