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In COPD patients the ergogenic effect of heliox or oxygen breathing might be related both to 
improvements in ventilatory parameters (that lessen dyspnoea) and to enhanced oxygen delivery 
to respiratory and locomotor muscles http://bit.ly/2JlJBTc

Case history

A 64-year-old man with a history of long-
term cigarette smoking (>36 pack-years) and 
diagnosis of chronic obstructive pulmonary 
disease (COPD) (forced expiratory volume in 
1s (FEV1): 47% predicted; FEV1/forced vital 
capacity: 61% predicted) was referred to an 
outpatient pulmonary rehabilitation programme 
[1]. The patient exhibited gas trapping at rest 
(residual volume/total lung capacity (TLC): 167% 
predicted; inspiratory capacity (IC)/TLC: 29%) 
and reported exertional dyspnoea at grade 3 on 
the 1–5 Medical Research Council scale [2]. The 
patient’s medication included bronchodilators 
and inhaled steroids. The patient poorly tolerated 
the cardiopulmonary exercise test (sustained at 
75% of his peak exercise capacity, WRpeak). 
This was demonstrated by substantially reduced 
endurance time (6 min 30 s), profound dynamic 
hyperinflation (reduction in IC from rest by 
232 mL), moderate exertional hypoxaemia (arterial 
oxygen saturation measured by pulse oximetry 
(SpO2) 87%) and reported severe breathlessness as 
the predominant reason for terminating exercise 
(i.e. score of 8 on the 1–10 Borg scale [3]) (table 1).

Question

How can we enhance patient’s poor exercise 
tolerance during rehabilitation?

Answer

Testing procedures

The patient underwent two constant-load cycling 
exercise tests on two different days, each sustained 
at 75% WRpeak while breathing normoxic helium 
(helium 79% and oxygen 21%, heliox) or pure 
(100%) oxygen [4].

Ventilatory responses 
and symptoms

Table 1 presents the results of the exercise tests 
regarding ventilatory responses and symptoms 
scores. As expected, endurance time was 
prolonged during heliox and oxygen administration 
as compared to normoxia (by 64% and 72%, 
respectively). At isotime (i.e. data that were obtained 
on heliox or oxygen trials at the same time point 
as at the limit of tolerance in room air), V′E was 
greater compared to normoxia with heliox breathing 
secondary to greater VT; during oxygen breathing V′E 
was lower compared to room air breathing due to a 
reduction in breathing frequency and VT (table 1). 
Furthermore, IC, inspiratory time and duty cycle of 
inspiration were higher and VT/IC ratio (an index of 
ventilatory reserves and VT constraint) was lower 
during heliox or oxygen breathing compared with 
breathing room air. Dyspnoea and leg fatigue scores 
at isotime were lower on both heliox and oxygen 
breathing trials compared with normoxia.
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Central haemodynamic responses

Figure 1 presents the central haemodynamic 
responses during heliox and oxygen breathing. 
At isotime, while breathing heliox, cardiac output 
and systemic vascular conductance were greater 
compared with room air breathing (figures 1a and 
1b). At rest and during exercise breathing oxygen, 
arterial oxygen content (CaO2) was greater compared 
with normoxia (figure 1c). Accordingly, systemic 
oxygen delivery during both heliox and oxygen 
breathing was greater compared with room air 
breathing (figure 1d).

Respiratory and locomotor 
muscle haemodynamic and 
oxygenation responses

Figures 2 and 3 present the results of respiratory 
and locomotor muscle haemodynamic and 
oxygenation responses. At isotime, during heliox 
breathing, respiratory and locomotor muscle 
blood flow was greater compared with room air 
breathing (figure 2a–c). Furthermore, respiratory 
and locomotor muscle oxygen delivery during 
both heliox and oxygen breathing were greater 
(figure 2d–f) and the respiratory and locomotor 
muscle oxygen desaturation was lower compared 

Table 1 Constant load exercise data at 75% WRpeak

Variables Normoxia Normoxic helium 100% oxygen

Endurance time s 390 640 670

tlim Isotime Isotime

V′E L·min−1 43.7 48.6 37.4

VT L 1.68 1.87 1.56

Breathing frequency 
breaths·min−1

26 26 24

tI s 0.69 0.99 0.98

tI/ttot % 34 43 46

ΔIC L −0.232 0.080 −0.090

VT/IC ratio 0.76 0.74 0.66

SaO2 % 87 91 99

Borg dyspnoea score 8 5 5

Borg leg fatigue score 6 5 4

Isotime data are those obtained on normoxic heliox and 100% oxygen at the 
same time as at the limit of tolerance (tlim) on room air. WRpeak: peak work rate 
at the preliminary incremental test in room air; V′E: minute ventilation; VT: tidal 
volume; tI: inspiratory time; tI/ttot: duty cycle of inspiration; ΔIC: change in IC 
from baseline; SaO2: arterial oxygen saturation.
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Figure 1 Central haemodynamic responses. a) Cardiac output; b) systemic vascular conductance; c) systemic CaO2; and d) 
systemic oxygen delivery recorded at rest, at the time of exhaustion in room air (isotime), and at the limit of exercise tolerance 
(tlim) while breathing normoxic heliox, pure (100%) oxygen or room air. Isotime data are those obtained on normoxic heliox 
or 100% oxygen at the same time as at the limit of exercise tolerance on room air.
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with room air breathing (figure 3a–c). In addition, 
arterial lactate concentration during both heliox 
and oxygen breathing was lower than room air 
breathing (figure 3d).

Discussion

Summary of the physiological 
effects of heliox and oxygen 
breathing during exercise

Collectively the findings indicate that the increase in 
endurance time during heliox or oxygen breathing 
can be attributed to a number of physiological 
adjustments associated with improvements in 
respiratory, cardiovascular and muscle cellular 
metabolic responses. The improvement in 
ventilatory response was accompanied by lower 
dyspnoea and leg fatigue perceptions during both 
supplementations (table 1) and by a lower degree 
of reduction in respiratory (both inspiratory and 
expiratory) and locomotor muscle oxygen saturation 
compared with room air (figure 3). Increases 
in respiratory and locomotor muscle oxygen 
availability by heliox and oxygen administration 
were due to higher systemic oxygen delivery (figure 
1) albeit for different reasons; namely, greater 
cardiac output and local muscle perfusion with 
heliox administration (figures 1 and 2) and higher 

arterial oxygen concentration with oxygen breathing 
(figure 1). In conclusion, along with the alleviation 
of ventilatory constraints by heliox and oxygen 
breathing compared with room air (table 1) [5], a 
common basis for enhanced endurance time by 
heliox or oxygen administration is the improved 
respiratory and locomotor muscle oxygen delivery 
and reduced metabolic acidosis and sensations of 
breathlessness and leg discomfort afforded by both 
interventions (figure 4) [4].

Heliox and oxygen breathing on 
reducing dyspnoea during exercise

As far as dyspnoea is concerned, an interesting 
observation in this case is the fact that heliox 
and oxygen acted differently on the reduction of 
exertional dyspnoea. Specifically, during exercise, 
heliox increased V′E (by shifting the operating lung 
volumes downward) but oxygen decreased V′E 
compared with room air breathing (table 1) [4–9]. 
Nevertheless, during both interventions the patient 
reported less shortness of breath (table 1), either 
through making him breathe less (with oxygen) or 
making him breathe more but with less constraints 
(heliox). Indeed, heliox supplementation as an 
ergogenic strategy is based on the idea that a lighter 
gas mixture could be moved to and from the lung 
airways more easily than atmospheric air [6, 7]. 
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Figure 2 Quadriceps, intercostal, and abdominal muscle haemodynamic responses. a) Quadriceps muscle blood flow; b) intercostal muscle blood flow; 
c) abdominal muscle blood flow; d) quadriceps muscle oxygen delivery; e) intercostal muscle oxygen delivery; and f) abdominal muscle oxygen delivery recorded 
at rest, at the time of exhaustion in room air (isotime), and tlim breathing normoxic heliox, pure (100%) oxygen or room air. Isotime data are those obtained on 
normoxic heliox or 100% oxygen at the same time as at the limit of exercise tolerance on room air.
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Heliox reduces turbulent airway resistance and both 
inspiratory and expiratory pressures during exercise 
as compared with room air breathing [8, 9]. Due to 
these effects, the patient demonstrated higher V′E, 
less dynamic hyperinflation (expressed as change in 
IC from rest) and improved cardiac function during 
exercise when compared to room air breathing 
(table 1 and figure 1) [4, 9–11].

However, it is known that oxygen administration 
primarily increases arterial oxygen concentration 
but also lessens V′E (table 1) and ventilatory drive, 
potentially via inhibition of carotid bodies and/
or improved metabolic conditions of the skeletal 
muscles (manifested by increases in intracellular 
pressure of oxygen and concentrations of 
phosphocreatine and a reduction in intracellular 
concentrations of inorganic phosphate) [5, 10, 12].
The effects of oxygen supplementation on operating 
lung volumes (end-inspiratory and end-expiratory 
lung volumes), VT, breathing pattern and exercise 
induced-dynamic hyperinflation might be more 
pronounced in hypoxaemic patients as compared 
to normoxic or to patients with mild arterial 
oxygen desaturation [13–15]. Furthermore, it 
has been postulated that patients who exhibit a 
reduction in dynamic hyperinflation in response 

to oxygen breathing appear to have greater airway 
obstruction, greater ventilatory constraints during 
exercise and poorer exercise performance with 
steeper dyspnoea/ventilation slopes as compared 
to their counterparts [12, 16]. Therefore, it can be 
argued that during exercise hypoxaemic patients 
might experience greater reduction in dyspnoea 
sensations in response to reductions in V′E following 
oxygen administration [12, 15].

Heliox and oxygen breathing: 
central and local haemodynamic 
responses during exercise

The mechanisms orchestrating the ergogenic 
effect of heliox and oxygen breathing on exercise 
capacity were not limited to the alleviation of 
ventilatory constraints during exercise. The results 
from this case and other studies suggest that 
extrapulmonary improvements could potentially 
alleviate exercise induced-dyspnoea in patients 
with COPD [17, 18]. Furthermore, during heliox 
and oxygen breathing the patient exhibited 
improved respiratory and locomotor muscle 
metabolic condition as indicated by the smaller 
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Figure 3 Quadriceps, intercostal, and abdominal muscle oxygenation responses and metabolic responses. a) Quadriceps 
muscle oxygen saturation; b) intercostal muscle oxygen saturation; c) abdominal muscle oxygen saturation; and d) arterial 
lactate concentration recorded at rest, at the time of exhaustion in room air (isotime), and tlim while patient breathed norm
oxic heliox, pure (100%) oxygen or room air. Isotime data are those obtained on normoxic heliox or 100% oxygen at the 
same time as at the limit of exercise tolerance on room air.
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decrease in local muscle oxygenation that was 
accompanied by less lactic acidosis as compared 
with room air (figure 3). These beneficial effects 
are of critical importance when considering that 
exercise-induced respiratory and leg muscle 
fatigue can contribute to the increase in dyspnoea 
perceptions [19, 20]. Indeed, in the neurobiological 
model of dyspnoea proposed by Dempsey et al. [19] 
neural inputs that reach the somatosensory cortex 
and contribute to dyspnoea sensations originate 
from the locomotor and respiratory muscles via 
the group III–IV muscle afferents. During exercise 
in room air, a restriction in oxygen delivery to the 
respiratory and locomotor muscles occurs due 
to the inability of the circulatory system to fully 
satisfy their energy demands [21]. This, in turn, 
could exaggerate both respiratory and locomotor 
muscle fatigue and thus further increase dyspnoea 
perceptions during exercise. Furthermore, during 
heliox and oxygen breathing the greater increase in 
respiratory and locomotor muscle oxygen delivery 
compared with room air may have postponed 

exercise-induced skeletal muscle fatigue and 
thus alleviated muscle sensory afferent traffic 
in type III–IV nerves innervating the respiratory 
and locomotor muscle, also contributing to the 
reduction in dyspnoea sensations (table 1). In 
addition, reductions in ventilatory drive with 
oxygen breathing in patients with COPD during 
exercise have been associated with reduced 
peripheral chemoreceptor afferent activity [22]. 
Importantly, Gosselin et al. [23] demonstrated 
that oxygen supplementation can reduce 
quadriceps muscle electromyogram activity at 
any given work rate compared with exercise in 
room air.

In summary, the beneficial effects of 
supplemental heliox and oxygen on respiratory and 
locomotor muscle metabolic and muscle contractile 
function would be expected to delay the onset of 
lactic acidosis accompanied by improvements in 
dyspnoea, leg discomfort and exercise tolerance 
in patients with COPD. In support of this notion, 
significant associations between the improvement 
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Figure 4 A schematic representation conceptualising the acute physiological responses a patient with COPD exhibits during exercise breathing heliox or oxy
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in respiratory muscle oxygen delivery and the 
lower lactic acidosis and dyspnoea perceptions 
reported during exercise while breathing heliox 
or oxygen compared with room air were recently 
demonstrated [24]. A conceptual representation 
of the effect of heliox and oxygen breathing during 
exercise is presented in figure 4.

Clinical perspectives 
and future directions

Over the past two decades a number of research 
studies have documented that acute administration 
of heliox and oxygen prolongs endurance cycling 
time or walking distance during the 6-min walk test 
(6MWT) and shuttle walking tests [25–27]. Heliox 
and oxygen supplementation have been shown 
to increase peak exercise capacity during cycling 
compared with breathing air [28]. Evidence does also 
support the ergogenic effect of heliox and oxygen 
breathing on exercise capacity during small mass 
exercise (i.e. leg knee extension) [29]. Nevertheless, it 
has been shown that not all patients with COPD can 
benefit from heliox supplementation. The noticeable 
effects of heliox breathing on exercise capacity may 
be more pronounced in those patients exhibiting 
more severe airflow obstruction and a greater degree 
of ventilatory limitation during exercise [25, 30].

The increase in the concentration of oxygen 
(helium-hyperoxia) in the inhaled gas (i.e. 72%He– 
28%O2, 70%He–30%O2 or 60%He–40%O2) has 
shown to have an additive effect, leading to more 
advantageous improvement in exercise capacity 
(i.e. shuttle walking, 6MWT or constant-load 
cycling) than those observed with oxygen or heliox 
alone in patients with mild-to-moderate arterial 
hypoxaemia during exercise [25–27]. Specifically, 
an optimal combination of helium and oxygen, 
such as 60%He–40%O2, has been demonstrated to 
greater reduce the resistive work of breathing and the 
work to overcome intrinsic positive end-expiratory 
pressure compared with hyperoxia (i.e. nitrogen 
60% and oxygen 40%) or heliox (helium 79% and 
oxygen 21%) alone [26]. In addition, by inspiring 
helium-hyperoxia gas mixture, patients’ SaO2 was 
significantly higher than on heliox and comparable 
to that during hyperoxia, thus further justifying the 
advantages of using helium-hyperoxia gas mixture 
in the clinical setting in patients with COPD [26]. By 
contrast, supplemental oxygen can improve exercise 
capacity and dyspnoea sensations in patients with or 
without exercise-induced hypoxaemia. Furthermore, 
it has been documented that the plateauing effect of 
oxygen on improving exercise tolerance, operational 
lung volumes and inspiratory flows and dyspnoea 
ratings in non-hypoxaemic COPD patients is optimal 
at inspiratory oxygen fractions of 0.5 [31].

Evidence from randomised controlled trials [25, 
32–34], that investigated whether breathing heliox 
and oxygen administration during rehabilitative 

exercise could enhance physiological training 
effects in patients with COPD, suggested that the 
improvement may be apparent only when heliox 
and oxygen allow a higher training load to be 
applied than the standard practice of rehabilitation 
with medical air [35]. In this context, a recent 
study by Alison et al. [36], investigated whether 
supplemental oxygen during an 8-week supervised 
exercise training programme (intervention group) 
was more effective than room air training (sham 
group) in improving exercise, functional capacity 
and quality of life in patients with COPD. Despite 
the significant increase in exercise capacity and 
quality of life that was observed following the 
exercise training period in both groups, the study 
did not reveal greater benefits during training with 
supplemental oxygen compared with room air. The 
oxygen breathing group did not achieve a greater 
training dose per session than the room air group 
despite significantly lower dyspnoea and perceived 
exertion scores that were reported during training 
sessions. Nevertheless, if the progression of training 
intensity was standardised to elicit the same level 
of dyspnoea and/or rate of perceived exertion as 
in the room air group, this potentially might have 

Self-evaluation questions

1) Compared with room air, heliox and oxygen breathing increase 
exercise endurance time in patients with COPD by which of the 
following mechanism(s)?
a) Lessening the ventilatory constrains
b) Improving cardiac output
c) Improving respiratory and locomotor muscle oxygen delivery
d) a and b
e) a and c

2) Which of the following statements best reflects the acute 
physiological responses during exercise while breathing heliox or 
oxygen in COPD?
a) Both heliox and oxygen improve cardiac output and arterial oxygen 

content
b) Heliox improves cardiac output, local muscle perfusion and oxygen 

arterial oxygen content
c) Both heliox and oxygen improve cardiac output and muscle oxygen 

delivery
d) Both heliox and oxygen improve muscle perfusion and arterial 

oxygen content
3) Concerning dyspnoea perceptions in patients with COPD during 

exercise, which of the following statement(s) is/are correct?
a) Heliox reduces turbulent airway resistances and oxygen reduces V′E 

during exercise as compared to room air
b) Heliox and oxygen improve local muscle oxygenation during 

exercise and reduce arterial lactate concentration compared with 
room air

c) Improving respiratory and locomotor muscle oxygen delivery by 
heliox and oxygen supplementation might postpone exercise-
induced muscle fatigue
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resulted in greater functional and clinical benefits 
in the oxygen training group.

Conclusion

In patients with COPD the ergogenic effect of 
heliox or oxygen breathing might be related not 

only to improvement in ventilatory parameters 
that contribute to lessen dyspnoea but also to 
enhanced oxygen delivery to respiratory and 
locomotor muscles. Rehabilitative exercise 
training interventions using heliox or oxygen 
supplementation should focus on increasing 
training intensity for achieving greater physiological 
training benefits.

Affiliations

Zafeiris Louvaris1, Ioannis Vogiatzis2

1Faculty of Movement and Rehabilitation Sciences, Division of Respiratory Rehabilitation, Dept Rehabilitation 
Sciences KU Leuven, University Hospitals Leuven, Leuven, Belgium. 2Dept of Sport, Exercise and Rehabilitation, 
Faculty of Health and Life Sciences, Northumbria University Newcastle, Newcastle, UK.

Author contributions

Both authors contributed to the content, writing and final approval of the manuscript.

Conflict of interest

None declared.  

Support statement

Z. Louvaris is a post-doctoral research fellow of the FWO-Flanders (12U5618N).

References

 1. Global Initiative for Chronic Obstructive Lung Disease. Global 
strategy for the diagnosis, management, and prevention of 
chronic obstructive pulmonary disease (Updated 2014). www.
goldcopd.org

 2. Bestall JC, Paul EA, Garrod R, et al. Usefulness of the Medical 
Research Council (MRC) dyspnoea scale as a measure of 
disability in patients with chronic obstructive pulmonary 
disease. Thorax 1999; 54: 581–586.

 3. Borg GA. Psychophysical bases of perceived exertion. Med Sci 
Sports Exerc 1982; 14: 377–381.

 4. Louvaris Z, Vogiatzis I, Aliverti A, et al. Blood flow does not 
redistribute from respiratory to leg muscles during exercise 
breathing heliox or oxygen in COPD. J Appl Physiol 2014; 117: 
267–276.

 5. Palange P, Crimi E, Pellegrino R, et al. Supplemental oxy-
gen and heliox: “new” tools for exercise training in chronic 
obstructive pulmonary disease. Curr Opin Pulm Med 2005; 
11: 145–148.

 6. Hunt T, Williams MT, Frith P, et al. Heliox, dyspnoea and exercise 
in COPD. Eur Respir Rev 2010; 19: 30–38.

Key points
●● The prolonged exercise time that patients with COPD exhibit while breathing heliox or oxygen, 

compared with room air, are attributed to a number of physiological adjustments that include 
a decrease in dynamic hyperinflation, metabolic acidosis and thus sensations of breathlessness 
and leg discomfort.

●● Increase in oxygen delivery to the respiratory and locomotor muscles by heliox and oxygen 
administration compared with room air are attributed to different mechanisms; namely, greater 
cardiac output and skeletal muscle perfusion with heliox breathing and higher arterial oxygen 
concentration with oxygen breathing.

●● Increase in respiratory and locomotor muscle oxygen delivery by heliox or oxygen supplementation 
is accompanied by improved skeletal muscle metabolic conditions, which are reflected by greater 
muscle oxygen saturation and lower arterial lactate concentration during exercise.

●● Decrease in dyspnoea perceptions during exercise whilst breathing heliox or oxygen can be due 
to the decrease in respiratory and locomotor muscle fatigue and sensory afferent traffic in type 
III–IV nerves, secondary to the increase in respiratory and locomotor muscle oxygen delivery.

www.goldcopd.org
www.goldcopd.org


Breathe | September 2019 | Volume 15 | No 3 257

Physiological effects of heliox and oxygen during exercise in advanced COPD

 7. Palange P. Lighter than air: heliox breathing improves exercise 
tolerance in COPD. Eur Respir Rev 2010; 19: 1–3.

 8. Amann M, Regan MS, Kobitary M, et al. Impact of pulmonary 
system limitations on leg muscle fatigue in patients with 
COPD. Am J Physiol Regul Integr Comp Physiol 2010; 299: 
R314–R324.

 9. Vogiatzis I, Habazettl H, Aliverti A, et al. Effect of helium 
breathing on intercostals and quadriceps muscle blood flow 
during exercise in COPD patients. Am J Physiol Regul Integr 
Comp Physiol 2011; 300: R1549–R1559.

 10. Ambrossino N, Strambi S. New strategies to improve 
exercise tolerance in chronic obstructive pulmonary disease. 
Eur Respir J 2004; 24: 313–322.

 11. Laveneziana P, Valli G, Onorati P, et al. Effect of heliox 
on heart rate kinetics and dynamic hyperinflation during high-
intensity exercise in COPD. Eur J Appl Physiol 2011; 111: 
225–234.

 12. Laveneziana P, Jensen D, Webb K, et al. Pharmacological 
treatment in chronic obstructive pulmonary disease. Curr 
Respir Med Rev 2008; 4: 304–314.

 13. O’Donnell DE, D’Arsigny C, Webb KA. Effects of 
hyperoxia on ventilatory limitation during exercise in advanced 
chronic obstructive pulmonary disease. Am J Respir Crit Care 
Med 2001; 163: 892–898.

 14. O’Donnell DE, Bain DJ, Webb KA. Factors contributing 
to relief of exertional breathlessness during hyperoxia in 
chronic airflow limitation. Am J Respir Crit Care Med 1997; 
155: 530–535.

 15. O’Donnell DE, Laveneziana P. The clinical importance 
of dynamic lung hyperinflation in COPD. COPD 2006; 3: 
219–232.

 16. Peters MM, Webb KA, O’Donnell DE. Combined physi-
ological effects of bronchodilators and hyperoxia on exertional 
dyspnoea in normoxic COPD. Thorax 2006; 61: 559–567.

 17. Laviolette L, Laveneziana P, ERS Research Seminar 
Faculty. Dyspnoea: a multidimensional and multidisciplinary 
approach. Eur Respir J 2014; 43: 1750–1762.

 18. Laveneziana P, Agostoni P. Exertional dyspnoea in 
cardiorespiratory disorders: the clinical use of cardiopulmonary 
exercise testing. Eur Respir Rev 2016; 25: 227–229.

 19. Dempsey JA, Sheel AW, St Croix CM, et al. Respiratory 
influences on sympathetic vasomotor outflow in humans. 
Respir Physiol Neurobiol 2002; 130: 3–20.

 20. Gagnon P, Bussières JS, Ribeiro F, et al. Influences 
of spinal anesthesia on exercise tolerance in patients with 
chronic obstructive pulmonary disease. Am J Respir Crit Care 
Med 2012; 186: 606–615.

 21. Vogiatzis I, Athanasopoulos D, Habazettl H, et al. 
Intercostal muscle blood flow limitation during exercise in 
chronic obstructive pulmonary disease. Am J Respir Crit Care 
Med 2010; 182: 1105–1113.

 22. Somfay A, Porszasz J, Lee SM, et al. Effect of hyperoxia 
on gas exchange and lactate kinetics following exercise onset 
in nonhypoxemic COPD patients. Chest 2002; 121: 393–400.

 23. Gosselin N, Durand F, Poulain M, et al. Effect of acute 
hyperoxia during exercise on quadriceps electrical activity in 
active COPD patients. Acta Physiol Scand 2004; 181: 333–343.

 24. Louvaris Z, Vogiatzis I, Habazettl H, et al. Improvement in 
respiratory muscle O2 delivery is associated with less dyspnoea 
during exercise in COPD. Clin Respir J 2018; 12: 1308–1310.

 25. Laude EA, Duffy NC, Baveystock C, et al. The effect 
of helium and oxygen on exercise performance in chronic 
obstructive pulmonary disease: a randomized crossover trial. 
Am J Respir Crit Care Med 2006; 173: 865–870.

 26. Eves ND, Petersen SR, Haykowsky MJ, et al. Helium-
hyperoxia, exercise, and respiratory mechanics in chronic 
obstructive pulmonary disease. Am J Respir Crit Care Med 2006; 
174: 763–771.

 27. Marciniuk DD, Butcher SJ, Reid JK, et al. The effects of 
helium-hyperoxia on 6-min walking distance in COPD. Chest 
2007; 131: 1659–1665.

 28. Vogiatzis I, Habazettl H, Aliverti A, et al. Effect of helium 
breathing on intercostal and quadriceps muscle blood flow 
during exercise in COPD patients. Am J Physiol Regul Integr 
Comp Physiol 2011; 300: 1549–1559.

 29. Richardson RS, Sheldon J, Poole DC, et al. Evidence of 
skeletal muscle metabolic reserve during whole body exercise 
in patients with chronic obstructive pulmonary disease. Am J 
Respir Crit Care Med 1999; 159: 881–885.

 30. Dolmage TE, Evans RA, Brooks D, et al. Breathing 
helium-hyperoxia and tolerance of partitioned exercise in 
patients with COPD. J Cardiopulm Rehabil 2014; 34: 69–74.

 31. Somfay A, Porszasz J, Lee SM, et al. Dose-response 
effect of oxygen on hyperinflation and exercise endurance in 
non-hypoxaemic COPD patients. Eur Respir J 2001; 18: 77–84.

 32. Emtner M, Porszasz J, Burns M, et al. Benefits of 
supplemental oxygen in exercise training in nonhypoxemic 
chronic obstructive pulmonary disease patients. Am J Respir 
Crit Care Med 2003; 168: 1034–1042.

 33. Scorsone D, Bartolini S, Saporiti R, et al. Does a low-
density gas mixture or oxygen supplementation improve 
exercise training in COPD? Chest 2010; 138: 1133–1139.

 34. Johnson JE, Gavin DJ, Adams-Dramiga S. Effects 
of training with heliox and noninvasive positive pressure 
ventilation on exercise ability in patients with severe COPD. 
Chest 2002; 122: 464–472.

 35. Hill K, Holland AE. Strategies to enhance the benefits 
of exercise training in the respiratory patient. Clin Chest Med 
2014; 35: 323–336.

 36. Alison JA, McKeough ZJ, Leung RWM, et al. Oxygen 
compared to air during exercise training in COPD with exercise-
induced desaturation. Eur Respir J 2019; 53: 1802429.

Suggested 
answers

1) e.
2) b.
3) a, b, c.


