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Figure 1. Review Preferred Reporting Items for Systematic Review and Meta-Analysis 2020 (PRISMA 2020) flow diagram.
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*To obtain maximum benefit, pulse oximetry must be
introduced using quality-assured system-wide approaches.

* Policymakers must consider the context in which pulse
oximetry will be used and tailor the intervention accordingly.
* Future research must be conducted in adults, patients living
at high altitudes, patients with darker skin, and patients
living in Asian LMICs.
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METHODS

* Systematic review based on database and grey literature
search on 29 June 2021 (Figure 1) with snowballing, hand
searches of included study reference lists, and Technical
Advisory Panel recommendations for additional studies.

* Inclusion criteria: studies comparing one group where pulse

oximetry was used and at least one where it was not.
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Figure 2. Risk of bias assessments of (A) included cluster-randomized trials, performed using the Cochrane Risk of Bias 2
tool for cluster-randomised trials (RoB Z CRT) and (B) included non-randomized studies, performed using the Cochrane
Risk of Bias in Non-randomized Studies — of Interventions (ROBINS-I) tool.
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RESULTS

*10/4898 studies were selected (Figure 1). These were from
Africa (6), South America (1), and Australasia (3).

* All enrolled children <15 years, with only 2 evaluating pulse
oximetry in non-respiratory infections (vs. pneumonia/acute
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D1 : Bias arising from the randomization process.
D1b: Bias arising from the timing of identification = Some concerns
and recruitment of Individual participants in - Low
relation to timing of randomization.
D2 : Bias due to deviations from intended intervention.
D3 : Bias due to missing outcome data.
D4 : Bias in measurement of the outcome.
DS : Bias in selection of the reported result.
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