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Application of Cardiopulmonary Exercise Test in Right Heart Disease

XIE Jia, TANG Hong,XU Ting,BIAN Yeting

( Department of Cardiology ,West China Hospital ,Sichuan University , Chengdu 610041, Sichuan ,China)

[ Abstract] Cardiopulmonary exercise testing quantified the assessment of cardiopulmonary function. It is a non-invasive test that can

simultaneously reflect the cardiopulmonary function and overall function. It has been widely used in diagnosis, risk stratification, prognosis

evaluation and cardiopulmonary rehabilitation guidance of cardiovascular disease. Right heart disease plays an important role in the morbidity

and mortality of cardiopulmonary disease. This paper reviews the application of cardiopulmonary exercise testing in right heart disease.
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