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Cardiovascular function at rest and on exercise in
patients with cryptogenic fibrosing alveolitis
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ABSTRACT Cardiovascular complications are common in fibrosing alveolitis, but there have been
few physiological studies of the pulmonary circulation in this condition, and those that have been
carried out have usually depended on right heart catheterisation. This paper reports non-invasive
measurements of effective pulmonary blood flow, oxygen uptake, pulmonary arteriovenous oxygen
content differences, and estimates of mixed venous oxygen saturation in 20 patients with
histologically proved cryptogenic fibrosing alveolitis at rest and while exercising on a motorised
treadmill. Results were compared with those of 20 age and sex matched normal subjects, at rest and at
an arbitrarily chosen oxygen uptake of 0-751/min. The latter results were obtained by linear
interpolation. Effective pulmonary blood flow was normal at rest, but oxygen dispatch to the tissues
(blood flow x blood oxygen content) was significantly reduced at rest (mean reduction 190 (SD 68)
ml/l/min; p < 0-01) and at an oxygen uptake of 0-75 I/min (mean reduction 128 (50) ml/l/min;
p < 0-02), reflecting the presence of systemic arterial hypoxaemia. Pulmonary arteriovenous oxygen
content differences were similar in patients and normal subjects, but mixed venous saturation was
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lower in the patients at rest (mean % reduction 6-8 (2:6); p <0-02) and at an oxygen uptake of 0-751/
min (mean % reduction 9-6 (2:9); p < 0-002). It is concluded that the supply of oxygen potentially
available to the tissues is reduced at rest and durmg exercise in patients with fibrosing alveolitis and 3

hence, by analogy with normal people exercising under hypoxic conditions, that pulmonary blood =
flow is inappropriately low in this condition. The low mixed venous oxygen saturation may :
contribute to the development of pulmonary hypertension in some patients. The rebreathmg
technique used in this study may be of use in monitoring treatment; it could be applied many times to 3
the same patient, and might be a suitable way of following the response to pulmonary vasodilators. ;

The pulmonary features of cryptogenic fibrosing
alveolitis have been studied in detail. They include
reductions in FEV , vital capacity, static lung volumes,
and carbon monoxide transfer; decreased lung com-
pliance; and systemic arterial hypoxaemia at rest and
during exercise.'* The cardiovascular consequences
are less well characterised, desplte the fact that
pulmonary hypertension is common in life,** a quarter
of patients die of cardiovascular causes,’® and right
ventricular hypertrophy is virtually universal at
necropsy.” Most physiological studies of the cardio-
vascular system have depended on right heart cath-
eterisation,’¢'® which cannot be repeated many times
in the same patient.

This paper describes the application of a non-
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invasive, rebreathing method of measuring effective
pulmonary blood flow (Qp.eff) and oxygen consump- 3
tion (Vo,) in patlents with fibrosing alveolitis at rest 9
and during exercise and the results of the derived >
measurements—namely, oxygen “dispatch” from the S
lungs, pulmonary arteriovenous oxygen content o
differences, and mixed venous saturation. The test can n,
be used to monitor the progress of the disease and any o
responses to vasodilator treatment,'® and the results
may also help to throw light on the pathogenesis of <
pulmonary arterial hypertension in these patients.

q 20

Methods

We studied 20 patients (12 of them men), of mean age
50-9 (SD 15-1), range 1666 years. The diagnosis of
fibrosing alveolitis was based on typical clinical and
radiographic findings, and confirmed histologically by
open lung biopsy (n = 19) or high speed drill biopsy
(n = 1). No patient had clinical or electocardiogra-
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phic evidence of cardiac disease. All the patients over
the age of 30 had a normal 12 lead electrocardiogram
during maximal exercise. None was taking drugs likely
to affect the cardiovascular system.

All patients had standard lung function tests perfor-
med. Forced inspiratory and expiratory flow volume
curves were obtained by using a dry rolling seal
spirometer (Ohio 840). Absolute lung volumes and
airway resistance were measured in a constant volume,
whole body plethysmograph (Fenyves and Gut). Car-
bon monoxide transfer factor was measured with a 10
second breath holding time (PK Morgan model C
apparatus). All patients also exercised on a motorised
treadmill (PK Morgan) according to the Bruce
protocol.

In the hour before the exercise test the patients were
not permitted any food or caffeinated drinks. They
came to the laboratory and were familiarised with the
apparatus. Standard electrocardiographic leads were
attached, and the electrocardiogram was displayed
continuously. An ear oximeter (Hewlett Packard) was
also positioned. They were shown how to perform the
rebreathing manoeuvre exactly as described
previously." In summary, the subject rebreathed a
volume of test gas just below vital capacity from a six
litre anaesthetic bag. The test gas was 35% oxygen,
3:5% chlorodifluoromethane (freon-22), and 10%
argon in nitrogen. It was rebreathed at 0-3-0-5 cycle/s
for 30 seconds or until the respired oxygen (Po,) had
fallen below 13-3 kPa, whichever was sooner. No
attempt was made to impose a fixed pattern of
breathing. The rebreathing manoeuvre was first per-
formed with the subject seated after 10 minutes’ rest,
and then standing. At least seven standing baseline
manoeuvres were performed at three minute intervals,
and then the treadmill was started. The rebreathing
test was repeated at the end of each stage of the Bruce
protocol,'? until the patient was unable to contine. The
highest oxygen consumption attained was expressed as
a percentage of the predicted maximum (% Vo,max),
calculated from regression equations based on age,
sex, and body weight."” Heart rate was measured from
the electrocardiogram at the end of each stage, and
arterial oxygen saturation was also recorded. All
patients had a resting sample of blood taken within 48
hours of the exercise test for haemoglobin estimation
by a Coulter counter.

Seventeen patients underwent a second exercise test
within 24 hours of the first. The Bruce protocol was
again used, but oxygen uptake was measured by the
conventional open circuit, argon dilution method" in
routine use in our laboratory. These results were used
for the comparisons with oxygen consumptions
measured by rebreathing. We also calculated the
percentage of the alveolar tidal volume (that is, tidal
volume minus the anatomical deadspace) reaching

alveoli that were not perfused, an index of wasted
ventilation. The calculation is based on the Bohr
equation, which gives percentage alveolar deadspace
equal to [(1 — end tidal Pco,/arterial Pco,) x 100].
This was measured at rest and on exercise in the. same
17 patients at the time of their second exercise test. The
end tidal Pco, was taken as the mean from at least six
breaths, measured with the mass spectrometer probe
mounted 1 cm from the lips. Arterial Pco, was taken
to be the same as that in an arterialised earlobe blood
sample drawn simultaneously.

The measurements made in all 20 patients were
Qp.eff, Vo,, heart rate, and earlobe oxygen saturation
(Sao,). The following measurements were derived
from the basic data:

Pulmonary arteriovenous oxygen content difference

(AVO) = Vo,/Qp.eff

Stroke volume index (SVI) = (Qp.eff x 1000)/

(heart rate x body surface area)

Oxygen dispatch to tissues = Qp.eff x Sao,

1-39 x haemoglobin concentration.
(The term oxygen dispatch is used throughout, rather
than the more conventional “oxygen delivery,”
because the latter term implies that the distribution of
blood within peripheral tissues is normal. We have
made no measurements to show whether this is the
case.)

By definition, if dissolved oxygen is neglected,

AVO = haemoblobin conc. x 1-39 x

(Sao, — mixed venous saturation).
Therefore

Mixed venous saturation = Sao, — AVO/

(1-39 x haemoglobin conc.).

All results were compared with those from 20 age
and sex matched normal subjects (12 male), of mean
age 49-4 (SD 14-0) years), who also underwent a Bruce
protocol exercise test, with rebreathing estimates of
effective pulmonary blood flow and oxygen uptake.
None had any history or physical signs of cardiac or
pulmonary disease, and all those over age 40 years had
a normal 12 lead electrocardiogram during maximal
exercise. For the normal subjects only, haemoglobin
was assumed to be at the midpoints of the normal
ranges (15-8 g/dl for men and 14-0 g/dl for women),
and arterial oxygen saturation, corrected for age, was
assumed from published data' (saturation calculated
from: Pao, (kPa) = 0-133 x [104 — 0-24 age]).

All the above procedures were covered by approval
from the Brompton Hospital ethics committee, and all
patients and normal subjects gave verbal informed
consent.

Results

The results of the standard lung function tests on the
20 patients, expressed as percentages of predicted
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normal values,' are shown in table 1, and the details of
their exercise performance in table 2. Most of the
patients with fibrosing alveolitis were too disabled to
do more than one stage of the Bruce protocol, so
comparisons with rate of change of variables at higher
levels of exercise were not possible. All traces were
inspected to check that the rebreathing manoeuvre
had been performed satisfactorily. No patient had a

Table |  Lung function data (% predicted normal**) on 20
patients with cryptogenic fibrosing alveolitis

Patient
No FEV, FvC TLC RV Tico Kco
1 91-6 79-3 60-7 39-8 40-0 760
2 80-7 70-3 634 62-4 472 62-1
3 62-7 55-8 49-1 450 553 88-5
4 726 87-8 98-2 121-6 61-5 40-7
5 82:1 93-9 80-8 54-5 50-6 74-1
6 53-0 462 48-6 55-5 43-6 104-3
7 866 88-2 81-7 780 689 827
8 799 824 90-0 95-1 70-6 95-2
9 66-2 552 54-9 53-8 43-7 93-9
10 66-6 61-3 60-1 63-4 329 60-5
11 830 822 61-8 4-6 50-2 97-3
12 71-2 77-8 699 512 31-6 49-2
13 110-5 104-6 93-8 679 450 52-8
14 88-6 783 84-1 104-1 509 77-4
15 95-1 835 769 527 243 355
16 69-1 65-4 58-4 469 327 62-8
17 684 69-1 723 80-2 623 911
18 849 88-2 830 82-1 663 87-1
19 55-8 67-1 742 776 352 588
20 863 827 832 1379 775 105-8
Mean 778 72:3 7 49-5 74-8

760 : 70- -
(SD) (141) (145 (147 (26:8) (14-8) (21-0)

FEV,—one second forced expiratory volume; FVC—forced vital
capacity; TLC—total lung capacity; RV—residual volume; TLco—
carbon monoxide transfer factor; Kco—transfer coefficient.

Table 2 Exercise data on 20 patients with cryptogenic fibrosing alveolitis
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significant slope to the argon plateau. We discarded =
any exercise result in which the measured bag-lung 2
volume was more than 10% greater than the mean of 2
the corresponding volume measured at rest.

In the companion paper" (p 268) we have shown
that measurement of power output (watts) is not
accurate because it is based only on vertical work.
Consequently results were compared at rest and at the
arbitrarily chosen values of oxygen consumption 0-75,

Rebreathing oxygen uptake (ml/min)
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Open circuit oxygen uptake (ml/min)

Fig 1 Comparison of rebreathing and open circuit oxygen
uptakes (47 observations on 17 patients). The line of identity
is shown.

Arterial oxygen Maximum
saturation (% ) Work oxygen % Alveolar deadspace
Patient done uptake
No Res Exercise (watts) (% predicted")  Rest Exercise
1 98 92 61 54-0 0 4
2 96 85 85 712 6 4
3 97 84 63 474 0 0
4 98 94 111 104-3 0 3
5 9 96 61 693 0 0
6 97 84 56 570 — —
7 97 93 85 63-4 0 0
8 99 96 86 69-6 0 0
9 97 91 51 432 7 (1]
10 98 82 66 463 — —
11 99 92 48 1631 0 0
12 100 86 84 676 8 26
13 96 83 62 61-1 — —
14 96 99 39 50-6 0 1
15 97 79 47 573 16 38
16 94 84 62 385 0 1
17 98 86 247 784 0 0
18 96 90 169 59:6 0 0
19 96 84 101 40-4 0 0
20 98 89 129 ' 578 0 0
Mean 973 88-5 857 60-0 22 45
(SD) (1-4) (5:5) (49-3) 51) @5) (10-6)
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Fig2 Comparison of effective pulmonary blood flow
(Qpr.eff) at rest and at oxygen uptake 0-75 l/min. Open
squares indicate normal subjects (n = 20) and closed squares
patients with fibrosing alveolitis (n = 20). There are no
significant differences.

Arteriovenous oxygen
content difference
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Fig 3 Comparison of arteriovenous oxygen content difference
at rest and at oxygen uptake 0-75 I/min. Open squares
indicate normal subjects (n = 20) and closed squares
patients with fibrosing alveolitis (n = 20). There are no
significant differences.

1-0, and 1-25 I/min. Results at these levels were found
by linear interpolation; a similar approach has been
used. by others.' In the present study all patients
attained an oxygen consumption of 0-75 1/min, but
only 13 patients managed 1-0 I/min, and only six
reached 1-25 1/min.

Oxygen consumption measured from the rebreath-
ing traces was compared with values from open circuit
argon dilution" (fig 1). There was good agreement
(rebreathing oxygen consumption = (0-96 x argon
dilution oxygen consumption) + 65, 47 observations
on 17 patients; r = 098, p < 0-001]. The mean
difference between the two methods was 26 (SD 17) ml
(NS).

Direct comparisons of the data on patients and on
normal subjects are possible for effective pulmonary
blood flow, stroke volume index, and pulmonary
arteriovenous oxygen content difference. The effective
pulmonary blood flow (fig 2) and arteriovenous
oxygen content difference (fig 3) were normal at rest
and at oxygen uptake 0-75 1/min. The stroke volume
index was significantly lower in the patients at rest
(mean reduction 5-8 (SD 2:4) ml/m% p < 0-05). There
was a trend (fig 4) for lower than normal values also at

svi

(mi/m?)

40W

p<0.05

0 T .

Rest Vo,
0:75 I/min

Fig4. Comparison of stroke volume index (SVI) at rest
and at oxygen uptake 0-75 l/min. Open squares indicate
normal subjects (n = 20) and closed squares patients with
fibrosing alveolitis (n = 20). At rest SV1 is reduced in the
patients (p < 0-05), but the reduction during exercise is not
significant.
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oxygen uptake 0-751/min (mean reduction 3-7
(2:0) ml/m?, p < 0-10).

Haemoglobin and earlobe oxygen saturation were
not available for the normal subjects, and their values
were assumed to lie within the normal range. This
means that oxygen dispatch and mixed venous oxygen
saturation, which are derived from direct
measurements in the patients, are compared with
normal values based partly on assumptions. At rest
one patient had an arterial oxygen saturation of less
than 95%, and in all but one patient it fell during
exercise (table 2). Calculated oxygen dispatch from the
lungs (fig S) was significantly lower in the patients than
in the normal subjects at rest (mean reduction 190 (SD
68) ml/l/min; p < 0-01) and at oxygen uptake 0-75 1/
min (mean reduction 128 (50) ml/l/min; p < 0-02). As
the arterial oxygen saturation was reduced and pul-
monary arteriovenous oxygen content differences
were similar to normal, mixed venous oxygen satura-
tion was lower in the patients (fig 6); at rest the mean
value was 6:8% (SD 2-6%) lower than in normal
subjects (p < 0-02), and at oxygen consumption
0-75 1/min it was 9-:6% (2:9%) lower (p < 0-002).

Six patients achieved an oxygen consumption of
1-25 1/min. Their results were compared with those of
the six matched normal subjects. At rest and at all

Oxygen dispatch
(ml/lI/min)
1200
p <0.02
800
400 - p <0.01
0 v —
Rest Vo,
0-75 I/min
Fig 5. Comparison of oxygen dispatch from the lungs at

rest and at oxygen uptake 0-75 l/min. Open squares indicate
normal subjects (n = 20) and closed squares patients with
fibrosing alveolitis (n = 20). Oxygen dispatch is reduced at
rest (p < 0-01) and during exercise (p < 0-02).
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saturation (%)
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Fig 6. Comparison of mixed venous oxygen saturation at
rest and at oxygen uptake 0-75 I/min. Open squares indicate
normal subjects (n = 20) and closed squares patients with
fibrosing alveolitis (n = 20). Saturation is reduced at rest
(p < 0-02) and during exercise (p < 0-002).

three levels of oxygen uptake studied there were no
significant differences between these two small groups
for effective pulmonary blood flow, stroke volume
index, oxygen dispatch, pulmonary arteriovenous
oxygen content differences, or mixed venous satura-
tion.

Discussion

We have shown that the rebreathing technique can be
performed at rest and during exercise by patients with
moderately severe fibrosing alveolitis who were able to
attain an average of only 60% of their predicted
maximum oxygen consumption. Use of rebreathing
methods in patients with lung disease depends on
certain assumptions related to perfusion and ventila-
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tion. In any patient with a large anatomical intrapul-
monary right to left shunt cardiac output would be
much greater than measured effective pulmonary
blood flow. In normal subjects anatomical shunt is less
than 5% of cardiac output."” Patients with fibrosing
alveolitis have a normal or only slightly increased
alveolar arterial oxygen gradient with 100%
oxygen,’® and shunt measurements using the labelled
microspheres technique'” and multiple inert gas
infusion” are not greatly abnormal, suggesting that
anatomical shunting is not a major feature of this
condition. Further support for this comes from com-
puter modelling of gas exchange in these patients.”
This suggests that total and effective pulmonary blood
flow may be very similar even in patients with
pulmonary fibrosis.

The other possible confounding factor is the effect
of maldistribution of ventilation. This should be
minimised by rebreathing, and indeed none of our
patients showed evidence of delayed gas mixing or a
slope to the argon plateau. Computer modelling,
however, suggests that effective pulmonary blood flow
is underestimated in the presence of a large dead-
space,” which may be present in patients with fibros-
ing alveolitis. We minimised this effect by discarding
the first two breaths” when we analysed the data. In
any case, most of our patients had an alveolar
deadspace of less than 5%, the normal value for our
laboratory. The results of the 15 patients with a
normal or nearly normal deadspace did not differ
significantly from those of the five patients in whom
the deadspace was not measured or was found to be
high. Furthermore, if the uptake of freon-22 were
underestimated significantly owing to maldistribution
of ventilation, the uptake of oxygen would be likely to
be underestimated by the same mechanism. This was
not the case. The differences between the estimates of
oxygen uptake by the rebreathing and the open circuit
methods reported here are very similar to the differen-
ces we found in normal subjects." We believe that our
measurements of effective pulmonary blood flow were
not significantly affected by any abnormalities of
ventilation in these patients.

Patients with fibrosing alveolitis commonly have
cor pulmonale at death.’ At first sight in the patients
studied here the effective pulmonary blood flow at rest
and during exercise was normal. All but one of the
patients showed oxygen desaturation on exertion,
however, and oxygen dispatch from the lungs, and
thus the supply of oxygen potentially available to the
tissues, was reduced. When normal people exercise at
altitude they have alveolar and arterial hypoxaemia,
but their cardiac output is increased to compensate for
it.2* This suggests that the pulmonary blood flow in
the patients with fibrosing alveolitis is inappropriately
low for the degree of hypoxaemia. Supportive

evidence comes from a study in which hydralazine was
given to patients with fibrosing alveolitis.”® The drug
resulted in an increase in cardiac output at rest and
during exercise, with no change in pulmonary artery
pressure. The likeliest explanation is that in patients
with fibrosing alveolitis the right ventricle was unable
to maintain pulmonary blood flow against a raised
resistance.

We found that mixed venous saturation is reduced
in the patients at rest and during exercise. The exercise
estimates of mixed venous saturation assume that the
haemoglobin concentration during exercise is the
same as at rest. In normal people at the extremes of
exercise haemoglobin rises by about 10%;? we are not
aware of any studies on normal subjects or patients
with fibrosing alveolitis on the effects of low levels of
exercise on haemoglobin concentration. In the
absence of such data, all the values for mixed venous
saturation must be considered as estimates only. The
finding of a reduction in mixed venous saturation in
the patients in this study are, however, supported by
direct measurements made by others."

In animal models a low mixed venous saturation
results in pulmonary hypertension.” Possible suppor-
tive evidence for the importance of mixed venous
saturation in the control of pulmonary vascular
resistance in man, independently of alveolar oxygen
tension, comes from the study of patients having
extracorporeal membrane oxygenation.” There are
reports of substantial falls in resistance shortly after
institution of prepulmonary membrane oxygenation,
associated with a rise in mixed venous oxygen satura-
tion with alveolar oxygen tension high and constant.
Possibly a low mixed venous oxygen saturation con-
tributes to the development of cor pulmonale in these
patients. In addition, the level of mixed venous
saturation is of prognostic importance in primary
pulmonary hypertension,® and possibly also in
chronic obstructive lung disease.” Its meaning in
fibrosing alveolitis is not known.

Many factors may limit exercise in these patients.
They have a high respiratory rate, a small tidal
volume, and an increased physiological deadspace; so
ventilatory factors may reduce exercise tolerance.”
Pulmonary hypertension is known to worsen with
exercise,’ and this study shows that oxygen dispatch
falls below the normal range, oxygen consumption
and arteriovenous oxygen content differences are
normal, and mixed venous saturation falls below
normal. These circulatory factors may be important in
limiting exercise tolerance. Those patients with the
least severe cardiovascular abnormalities attained a
higher oxygen uptake but, as they also tended to have
the least severe pulmonary function abnormalities and
ventilation during exercise was not measured, no
definite conclusions about the specific role of the

16 30
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pulmonary circulation can be drawn from this.

In summary, in this study of effective pulmonary
blood flow, oxygen dispatch from the lungs, pulmon-
ary arteriovenous oxygen content differences, and
mixed venous saturation in fibrosing alveolitis, oxygen
dispatch and mixed venous saturation were reduced
below normal at rest and during exercise, and the latter
abnormality may contribute to the development of
pulmonary hypertension in this condition. The
rebreathing technique is non-invasive, and offers a
means of following the response to pulmonary
vasodilators, which have been shown in previous
studies to increase pulmonary blood flow without
changing pulmonary artery pressure.'’

AB is supported by the British Heart Foundation. We
are grateful to Professor D M Denison for helpful
discussions and to Professor M Turner-Warwick for
permission to study patients under her care.

References

1 Austrian R, McClement JH, Renzetti AD, Donald KW,
Riley RL, Cournand A. Clinical and physiologic
features of some types of pulmonary diseases with
impairment of alveolar-capillary diffusion. Am J Med
1951;11:667-8S.

2 Finley TN, Swenson EW, Comroe JH. The cause of
arterial hypoxemia at rest in patients with *‘alveolar-
capillary block syndrome.” J Clin Invest 1962;41:618-
22.

3 Fulmer J, Roberts WC, von Gal ER, Crystal RG.
Morphologic-physiologic correlates of the severity of
fibrosis and degree of cellularity in idiopathic pulmon-
ary fibrosis. J Clin Invest 1979;63:665-76.

4 Gibson GJ, Pride NB. Pulmonary mechanics in fibrosing
alveolitis. The effects of lung shrinkage. Am Rev Respir
Dis 1977;116:637-47.

5 Widimsky J, Riedel M, Stanek V. Central haemo-
dynamics during exercise in patients with restrictive
pulmonary disease. Bull Eur Physiopathol Respir
1977;13:369-79.

6 Hawrylkiewicz I, lzdebska-Makosa Z, Grebska E,
Zielinski J. Pulmonary haemodynamics at rest and on
exercise in patients with idiopathic pulmonary fibrosis.
Bull Eur Physiopathol Respir 1982;18:403-10.

7 Turner-Warwick M, Burrows B, Johnson A. Cryptogenic
fibrosing alveolitis: clinical features and their influence
on survival. Thorax 1980;35:171-80.

8 Tukiainen P, Taskinen E, Holsti P, Korhola O, Valle M.
Prognosis of cryptogenic fibrosing alveolitis. Thorax
1983;38:349-55.

9 Packe GE, Cayton RM, Edwards CW. Comparison of
right ventricular size at necropsy in interstitial pulmon-
ary fibrosis and in chronic bronchitis and emphysema
[abstract]. Thorax 1985;40:712.

10 Lupi-Herrara E, Seoane M, Verdego J, et al. Haemodyn-
amic effect of hydralazine in interstitial lung disease
patients with cor pulmonale. Chest 1985;87:564-73.

x2loy L

Bush, Busse

11 Bush A, Busst CM, Johnson S, Denison DM. A rebreath-a""
ing method of measuring oxygen consumption and—
effective pulmonary blood flow during exercise, in the_g
same manoeuvre. Thorax.1988;43:268-75.

12 Bruce RA. Exercise testing of patients with coronary:—
heart disease. Ann Clin Res 1971;3:323-32. e

13 Jones NL, Campbell EIM. Clinical exercise testing. 2ndm
ed. Philadelphia: WB Saunders, 1982.

14. Davies NJH, Denison DM. The measurement ofH
metabolic gas exchange and minute volume by mass2
spectrometry alone. Respir Physiol 1979;36:261-7. ®

15 Cotes JE. Lung function: assessment and application in=
medicine. 4th ed. Oxford: Blackwell Scientific Publica-X
tions, 1979. 4>

16 Spiro SG, Dowdeswell IRG, Clark TJH. An analysnsb
of submaximal exercise responses in patients withio
sarcoidosis and fibrosing alveolitis. Br J Dis Chesto
1981;75:169-80. )

17 Davidson FF, Glazier JB, Murray JF. The components,_\
of the alveolar-arterial oxygen tension difference iny
normal subjects and in patients with pneumonia andS
obstructive lung disease. Am J Med 1972;52:754-62.

18 McCarthy D, Cherniack RM. Regional ventilation-per-
fusion and hypoxia in cryptogenic fibrosing alveolitis.co
Am Rev Respir Dis 1973,107:200-8.

19 Miller WC, Heard JG, Unger KM, Suich DM. O
Anatomical shunting in pulmonary fibrosis [abstract].5
Thorax 1986;41:208-9.

20 Wagner PD, Dantzker DR, Dueck R, dePolo JL, 8
Wasserman K, West JB. Distribution of ventilation-3
perfusion ratios in patients with interstitial lung—‘
disease. Chest 1976,69(suppl):256-7. 3

21 Denison DM, al:Hillawi H, Turton C. Lung function in>-
interstitial lung disease. Semin Respir Med l984'6'40—g
54.

22 Petrini MF, Peterson BT, Hyde RW. Lung tissue volume:
and-blood flow by rebreathing: theory. J Appl Physwl-*
1978;44:795-802.

23 Asmussen E, Nielsen M. The cardiac output in rest and
work at low and high oxygen pressures. Acta Physwl—
Scand 1955;35:73-83.

24 Pugh LGCE, Gill MB, Lahiri S, Milledge JS, Ward MP, 3
West JB. Muscular exercise at great altitudes. J Applo
Physiol 1964;19:431-40.

25 Astrand P-O, Cuddy TE, Saltin B, Stenberg J. Cal‘dlaCD
output during submaximal and maximal work. J Appl—'
Physiol 1964;19:268-74.

26 Hyman AL, Higashida RT, Spannhake EW
Kadowitz PJ. Pulmonary vasoconstrictor responsesN
to graded decreases in precapillary blood Po, in intact-
chest cat. J Appl Physiol 1981;51:1009-16. <

27 Gillett DS, Gunning KEJ, Sawicka EH, Bellingham AJ S
Ware RJ. Life threatening sickle chest syndromem
treated with extracorporeal membrane oxygenation.™
Br Med J 1987;294:81-2.

28 Fuster V, Steele PM, Edwards WD, Gersh BJ.H
McGoon MD, Frye RL. Primary pulmonary hyperten-(I>
sion; natural history and importance of thrombosis. 3
Circulation 1984;70:580-7.

29 Kawakami Y, Kishi F, Yamamoto H, Miyamoto K<
Relation of oxygen delivery, mixed venous oxygena-8
tion, and pulmonary haemodynamics to prognosis infg

"886T |1

OM

y6u


http://thorax.bmj.com/

Cardiovascular function at rest and on exercise in patients with cryptogenic fibrosing alveolitis 283
chronic obstructive pulmonary disease. N Engl J Med Rich syndrome. Am J Med 1960;28:61-8.
1983;308:1045-9. 32 Jones NL, Rebuck AS. Tidal volume during exercise in

30 Bye PTP, Anderson SD, Woolcock AJ, Young IH, patients with diffuse fibrosing alveolitis. Bull Eur
Alison JA. Bicycle endurance performance of patients Physiopathol Respir 1979;15:321-17.
with interstitial lung disease breathing air and oxygen. 33 BurdonJGW, Killian KJ, Jones NL. Pattern of breathing
Am Rev Respir Dis 1982;126:1005-12. during exercise in patients with interstitial lung disease.

31 Holland RAB. Physiologic dead space in the Hamman- Thorax 1983;38:778-84.

yBuAdod Aq parosrold 1sanb Ag 20z ‘6 |Udy Uo /wod fwig xeloyy//:dny woly papeojumoq '886T |Udy T U0 9/2 '€ XYY9ETT 0T Se paysignd 1s.y :xeloy |


http://thorax.bmj.com/

