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Letter to the Editor
Identification of Exertional Hypoxia and Its Implications in SARS-CoV-2 Pneumonia

Dear Sir,

We read with great interest the recently published article
entitled Feasibility, Reproducibility, and Clinical Validity of a
Quantitative Chest X-Ray Assessment for COVID-19. In this
perspective, Orsi et al.1 write about the importance of using
cheap and readily available tools like the chest X-ray in the
evaluation andmanagement of COVID-19 pneumonia. One of
the facts highlighted by the authors is that the use of a widely
available tool that has rapid execution at the patient’s bedside
may have a significantly broader impact on patient manage-
ment than more sophisticated tools. Resource-limited set-
tings may benefit even more from the use of such tools. We
concur with the authors about the use and ensuing impact of
readily available, inexpensive, objective bedside tools, for
example, transcutaneous monitoring of oxygen saturation
(SPO2), especially in COVID-19 patients.
Hypoxia is the hallmark of SARS-CoV-2 pneumonia.2 The

spotlight of COVID-19–associated hypoxia has been on the
resting hypoxia associated with the acute phase of illness. As
clinical experience in managing SARS-CoV-2 pneumonia in-
creases, there is growing anecdotal evidence that a small but
important group of patients with significant lung damage
suffers from hypoxia at the point of hospital discharge. A
generally accepted discharge criterion is a transcutaneous
SPO2of 94%ormore in patientswhohave been off oxygen for
48 hours or more. However, there is variation in deciding
discharge criteria concerning oxygen use. In our clinical ex-
perience, some of the patients who fulfilled the aforemen-
tioned criteria with no dyspnea at rest still complained of
breathlessness on minimal exertion.
Exertional hypoxia (EH) is defined as a drop in SPO2 to

£ 88% on a 6-minute walk test.3 Exertional hypoxia is asso-
ciated with a reduced quality of life and is a marker for poor
prognosis in interstitial lung disease and chronic obstructive
airway disease. It may progress to chronic hypoxemic re-
spiratory failure.4–6 Dyspnea associated with EH is a predictor
of reduced exercise capacity.7 The mechanism of dyspnea
caused by EH is not fully understood. An increase in pulmo-
nary vascular resistance and altered ventilatory and circula-
tory mechanics may play roles.8 There is a dearth of literature
on the long-term impact of EH. Thus far, there are no na-
tional or international guidelines dictating assessment for the
presence of EH and the need for ambulatory or long-term
home oxygen in patients who recover from SARS-CoV-2
pneumonia.9–11

The long-term complications of EHcaused bySARS-CoV-2
pneumonia are not yet evident. Long-term EH is likely to be
linked to musculoskeletal deconditioning and/or pulmonary
hypertension. It is essential to investigate EH to exclude
treatable complications such as pulmonary embolism or pul-
monary hypertension. In case no underlying reversible cause
of EH is identified, intervention, such as ambulatory oxygen
and pulmonary rehabilitation (PR), may be important. Pulmo-
nary rehabilitation is an established treatment modality for
hypoxia at rest and on exertion in chronic cardiorespiratory

diseases.12 It focuses on breaking the cycle of progressive
exercise limitations secondary to EH and ensuing decondi-
tioning. Therefore, detecting EH at the point of discharge
would allow the opportunity to select patients who might
benefit from PR and treatment with ambulatory and long-term
home oxygen. Consequently, we are of the view that patients
who recover from SARS-CoV-2 pneumonia should be
assessed for EH at the point of discharge.
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