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SATs =<92% (In COPD <88% or 
below usual baseline for Px) 

   

Assess for desaturation on exertion* 
 
Perform the 40-step test 
1. Ask the patient to take 40 steps on a flat surface. 
2. Monitor oxygen saturations during test  

• Tests should be performed under direct supervision 
• The 40 step test is less demanding but not validated – 

if patient is physically robust can go straight to 1 
minute situ to stand test. 

• The sit to stand test is more demanding but is 
validated and correlates well with the 6 minute walk 
test in chronic lung disease 

• A drop in oxygen saturations of >3% (e.g. 97%      94%) 
is significant and is a positive test 

• Patients should be advised to terminate promptly if 
they develop any adverse symptoms (ie severe 
breathlessness, chest pain, dizziness) 

• Either test should be terminated as soon as a drop of 
>3% in oxygen saturations occurs 

• If unable to manage 40 steps, stop at point when 
patient would normally stop due to breathlessness 

 

Refer to A+E/ Flow 
centre for same day 
assessment 

Exclude PE: 
Refer Via Flow Centre 
RIE: Ambulatory 
Pathway (state Post 
COVID PE pathway) 
WGH: Ambulatory care 
SJH: EMA 

ECG                      CXR              D-dimer,  
                                                         FBC, CRP 

 

Refer to Respiratory/ Cardiology as appropriate.  
(If suspected heart failure then refer via HF 
diagnostic pathway* on SCI gateway) 
 *requires blood sample for NTproBNP  

In the context of a normal clinical assessment with no red flag symptoms, a saturation 
of > 95% (or base line for those with known hypoxic respiratory disease)  and  no 
desaturation on exertion is very reassuring.  
 

 Reassure, offer advice on breathing control exercises and on line resources. 
 Consider referral  to rehabilitation support (e.g. Post Covid help line or SPA 

for Edinburgh residents).  
 

Patients (without known hypoxic lung disease) with saturations 94-95% require follow 
up or self monitoring of oxygen saturations with consideration of further investigation 
if persistent. 
IF ONGOING CLINICAL CONCERN DISCUSS WITH RESP ON CALL 

Persisting Breathlessness post-COVID may 
represent: 
In the majority of patients: 

• Fatigue and deconditioning 
• Slow clearance of pulmonary disease  
• Worsening of underlying pulmonary or 

cardiac disease 
• Psychological sequale of disease 

A small proportion of patients may have more 
serious manifestations of: 

• Pulmonary emboli 
• Pulmonary fibrosis/ cystic lung disease 
• Cardiac complications 

(myocarditis/pericarditis/dysrhythmia/MI) 
 
RED FLAG SYMPTOMS 

• Sudden worsening of breathlessness 
• Deterioration after period of 

improvement 
• New pleuritic or ischaemic chest pain 
• Syncope 

 

Clinical Assessment 
Breathlessness > 3 weeks post acute 
proven or suspected Covid-19 illness 

Assess general fitness and frailty of patient 
and if patient fitness allows:  
 
 

Drop in saturations of >=3% (e.g. 97%       94%)? 

Drop in saturations of >=3%? 

Perform the 1-minute sit to stand test 

1. Ask the patient to go from sit to stand as 
many times as they can in 1 minute. 

2. Monitor oxygen saturations during test 

NO 
*Notes on exercise testing 

Concerning 
ECG/clinical or 
radiological 
signs heart 
failure 

 
 
 
 

 >8 weeks post symptom onset  
 Risk factors/ concern of malignancy 
 Pleural Effusion 
 Deterioration from prior CXR 
 

Multiple symptoms, of varying duration are being reported following 
COVID infection.  T Greenhalgh (BMJ Aug 2020)  proposes the following 
categories: 

• Post-acute Covid >3 weeks post acute illness     
• Chronic Covid   >12 weeks post acute illness 

It appears that most Patients will improve with supportive measures. 
However a few will need referral for further assessment  
  
 

Any patient with syncope should be referred 
to A+E as an emergency unless clear cause. 

 Treat any suspected 
superimposed 
bacterial infection  

 Repeat CXR in 4 
weeks 

 

Abnormall Improved 

Abnormal 


