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Disclaimer

Clinical Practice Guidelines (CPGs) are “systematically developed statements to assist health
care professionals and patients in medical decision-making for specific clinical conditions” or
they are “statements that include recommendations intended to optimize patient care that are
informed by a systematic review of evidence and an assessment of the benefits and harms of
alternative care options”. It is in no way a substitute for a medical professional’s independent
judgment. Most of the content herein is based on literature reviews. In areas of uncertainty,
professional judgment was applied.

This CPG is a working document that reflects the state of the art in the field and is based upon
the accessible best-updated published evidence. Because rapid changes in this area are
expected, periodic revisions are inevitable. We encourage medical professionals to use this
information in conjunction with, and not as a replacement for, their best clinical judgment. The
presented recommendations may not be appropriate in all situations. Any decision by
practitioners to apply these guidelines must be made considering local resources and individual
patient circumstances.

The members of the Egyptian Pediatric Clinical Practice Guidelines Committee (EPG)
Guideline Development/ Adaptation Groups (GDG/ GAG) and the external review groups
receive no honoraria or expenses to attend the scientific review meetings, nor for the many
hours spent reviewing the literature, appraising the guidelines, designing the implementation
tools, and contributing to the writing of the report.

Intellectual Property Rights

All Intellectual property rights are reserved to Egyptian Pediatric Clinical Practice Guidelines
Committee (EPG). No part of this guideline publication may be reproduced or transmitted in
any form or by any means without permission in writing from the EPG and the authors of the
guideline.

Contact information of the guideline adaptation group:
http://epg.edu.eg/#contact-us
guidelinescommittee@gmail.com
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Glossary

1. Acceptability

Is the extent to which the users are likely to adopt a recommendation, based on internal qualities
such as clarity, comprehensiveness, and logical reasoning and on external factors such as the
burden imposed on the process and system of care, patient and providers attitudes and beliefs,
and patients needs, expectations, and preferences.

2. Adaptation (of guidelines)

Is the systematic approach to considering the use and/or modification of (a) guidelines(s)
produced in one cultural and organizational setting for application in different context?
Adaptation can be used as an alternative to de novo guideline development or for customizing
(an) existing guideline(s) to suit the local context.

3. Adoption (of a guideline)

Is the acceptance of a guideline as a whole after the assessment of its quality, currency, and
content. When health care providers (or other users of recommendations) adopt a guideline,
they feel committed to change their practices in accordance with the recommendations of the
guideline.

4. Applicability

Is the extent to which the users are able to put a recommendation into practice, based on internal
qualities such as a clearly defined eligible patient population that matches the population to
which the intervention is targeted in the local setting and external factors such as the availability
of the necessary knowledge, skills, provider time, staff, equipment, and other resources.
Applicability is sometimes taken as a synonym for feasibility:

[1Feasibility of the acquisition of necessary skills and knowledge

[1Feasibility of the necessary increase in provider time, staff, equipment, and so on.

5. Culture
Culture represents the norms and values of a specific group, community, or population.

6. Diffusion
Is a passive means of transferring knowledge; it is not directed towards a target audience (e.g.
publication of articles in medical journals).

7. Dissemination

Is more active than diffusion in that it targets a specific audience and involve tailoring the
information for that audience (e.g. of dissemination strategies include targeted mailings,
presentations, and press conferences.

8. Evidence-based principles

Evidence-Based Medicine (EBM) has been defined as : the conscientious, explicit, and
judicious use of current best evidence in making decisions about the care of individual patients.
The practice of EBM means integrating individual clinical expertise with the best available
external clinical evidence from systematic research.
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9. Evidence tables

Are summaries of the most salient information from studies identified in the systematic review.
The elements of evidence tables are dependent on the types of information in studies related to
a particular topic but might include information such as the article reference, the study type
(e.g. RCT or Cohort), the number of patients and their characteristics, and the intervention,
comparison arms, outcome measures, and effect sizes.

10. Guideline or Clinical Practice Guideline (CPG)
Systematically developed statements about specific health problems, intended to assist
practitioners and patients in making decisions about appropriate health care.

11. Guideline consistency

Agreement between the evidence and the recommendations, based on the:
[1JComprehensiveness of the study search and selection process,

[10JCoherence between the results of the studies and their interpretation by the guideline
authors, and

(10 Transparency between interpretation and recommendations.

12. Guideline content
In the ‘“ADAPTE Manual and Resource Toolkit for Guideline Adaptation’ document, guideline
content refers to the recommendations in the source guidelines.

13. Guideline currency
A CPG may be considered up to date —when (no) new information on interventions, outcomes,
and performance justifies updating (it).

14. Guideline quality

By quality of clinical practice guidelines, we mean the confidence that the potential biases of
guideline development addressed adequately and that the recommendations are both internally
and externally valid and are feasible for practice. This process involves taking into account the
benefits, harms and costs of the recommendations, as well as the practical issues attached to
them. Therefore, the assessment (of quality) includes judgments about the methods used for
developing the guidelines, the content of the final recommendations, and the factors linked to
their uptake.

15. Guideline topic

In the ADAPTE Manual and Resource Toolkit for Guideline Adaptation’ document, the topic
refers to the theme of the guideline, as described in the guideline title, for a targeted population
(disease and patients) and intervention. The purpose, the audience, and the setting intended for
the guideline, although not necessarily explicitly stated in the title, are also part of the topic. A
guideline on a given topic may contain more than one health question.

16. Health question or clinical question or key question
Is a precisely described health issue (e.g. clinical, professional practice or public health)
relating to the topic of the guideline? Guideline may include one or more questions.

17. Implementation
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Implementation includes methods to promote the uptake of research findings into routine
healthcare in both clinical and policy contexts and hence to improve the quality and
effectiveness of healthcare. It includes the study of influences on healthcare professional and
organizational behavior.

18. Intra-class correlations

Intra-class correlations provide a measurement of the extent to which two or more raters agree
when rating the same set of things. It is a reliability index and is typically a ratio of the variance
of interest over the sum of the variance of interest plus error.

19. Recommendation
Any statement that promotes or advocate a particular course of action in clinical care.

20. Stakeholder

A stakeholder is an individual, group and/or organization with a stake in your decision to
implement a guideline. Stakeholders include individuals or groups who will be directly or
indirectly affected by the implementation of a guideline.

21. Source guideline

In the ADAPTE Manual and Resource Toolkit for Guideline Adaptation’ document, source
guideline refers to those guidelines selected to undergo assessments of quality, currency,
content, consistency, and acceptability/applicability and upon which an adapted guideline may
be based.

Executive Summary

Introduction

Chronic cough is defined as the presence of daily cough of more than 4 weeks duration in
children aged <14 years old (4). It has been divided into specific and nonspecific cough.
Specific cough is usually associated with an underlying disease and non-specific cough
indicates prolonged cough in the absence of any symptoms, signs, history, or laboratory
findings indicating a specific diagnosis (specific cough pointers) (5).

Scope
This guideline focuses on prevention and management of Chronic Cough in Children

Guideline development process and methods

After reviewing all the inclusion and exclusion criteria and quality appraisal results, the

GDG/ GAG recommended using the following source original clinical practice guidelines

(CPGs):

1- Chronic cough guidelines ACCP (2006-2020)

2- Chronic cough guidelines (ERS 2019)

3- Chronic cough guidelines (KAAACI 2018)

We conducted Adolopment for these guidelines: (Adoption, Adaptation, and Development)
- Adoption for most of the guideline recommendations.
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- Adaptation for 2 recommendations according to GRADE criteria to be suitable to our
Economic implications (Evidence-to-Decision (EtD) table was done)
- Development of Good Practice Statements

Recommendations and Good Practice Statements (GPS)

This version of the CPG includes recommendations and good practice statements on the
Management of Chronic Cough in Children

The guideline covers children up to 14 years of age

We can summarize the guidelines’ recommendations in the following:

e For patients seeking medical care complaining of cough, clinician suggest that estimating
the duration of cough is the first step in narrowing the list of potential diagnoses. (Low
quality evidence, Weak (conditional) recommendation).

e We recommend that history should include cough characteristics and the associated clinical
history such as using specific cough pointers like presence of productive/wet cough. (High
qulaity evidence, strong recommandation).

e We suggest that history should include symptoms of red flags or other potential life-
threatening symptoms and if present, they should be immediately addressed and evaluated.
(good practice statement).

e We suggest that exposure to airborne irritants (e.g. tobacco exposure, combustions, traffic
related exposure etc.), allergens or infection may be a reason for dry chronic cough. (Very
low quality evidence, weak (conditional) recommendation).

e We suggest that in unexplained or unresponsive chronic cough, obstructive sleep apnea
should be included in the differential diagnosis. (Very low quality evidence, weak
(conditional) recommendation).

e We suggest that detailed history of drug intake is needed including ACEI and other drugs
such as bisphosphonates or calcium channel antagonists and-prostanoid eye drops. (Very
low quality evidence, weak (conditional) recommendation).

e We recommend basing the management on the etiology of the cough. An empirical
approach aimed at treating upper airway cough syndrome due to a rhinosinus condition,
gastroesophageal reflux disease and/or asthma should not be used unless other features
consistent with these conditions are present. (high evidence, strong recommendation).

e We suggest that diagnosis of asthma is suggested by presence of risk factors and/or
response to a short (2-4 weeks) therapeutic trial of 400 ug/day of beclomethasone
equivalent may be warranted, and these children should be evaluated in 2-4 weeks. (Very
low quality evidence, weak (conditional) recommendation).

e We suggest that cough variant asthma (CVA) was originally described as asthma with
cough as the sole symptom and where treatment with bronchodilators improved coughing.
(Very low quality evidence, weak (conditional) recommendation).

e We suggest that patients with cough with or without fever, night sweats, hemoptysis,
weight loss and/or contact with TB case and -who are at risk of pulmonary TB in
community high in TB prevalence. (Very low quality evidence, weak (conditional)
recommendation).

e We recommend that the clinician should recommend chest radiography. (Intermediate
quality evidence, strong recommendation).

Page 12 of 51



We suggest that the clinician should not routinely perform a chest CT scan in patients who
have normal physical examination and chest X-ray. (Very low quality evidence, weak
(conditional) recommendation).

We recommend that the clinician should recommend spirometry (pre and post f2 agonist)
when age is appropriate. (Intermediate evidence, strong recommendation).

We suggest that the clinician should suggest a test for airway hyper-responsiveness
(mannitol or methacholine inhalation). (low quality evidence, weak (conditional)
recommendation).

We suggest that this recommendation places relatively higher value on predictability for
the treatment response and the impact on the treatment decision. (Very low quality
evidence, weak (conditional) recommendation).

We recommend that clinicians should not routinely perform additional tests. These should
be individualized and undertaken according to the child’s clinical symptoms and signs.
(Intermediate quality evidence, strong recommendation).

We suggest that the clinician should suggest undertaking tests for evaluating recent
Bordetella pertussis infection when pertussis is clinically suspected (if there is post-tussive
vomiting, paroxysmal cough or inspiratory whoop). (Very low quality evidence, weak
(conditional) recommendation).

We recommend that the clinician should suggest further investigations (e.g. flexible
bronchoscopy with quantitative culture and sensitivity with or without chest CT assessment
for aspiration) to be undertaken. (Intermediate quality evidence, strong recommendation).
We recommend that the clinician should recommend evaluation of the immunologic
competence in presence of criteria suspicious of immunodeficiency (appendix) to assess
for an underlying disease. (Intermediate quality evidence, strong recommendation).

We recommend that in patients with suspected bronchiectasis without a characteristic chest
radiograph finding, a high-resolution CT (HRCT) scan of the chest should be ordered
because it is the diagnostic procedure of choice to confirm the diagnosis. (low quality
evidence, strong recommendation).

We recommend that A 24-h esophageal pH monitoring test is the most sensitive and
specific test. ( low quality evidence, strong recommendation).

We recommend that barium esophagography may be beneficial. It can be considered if it
is the only available test to reveal that GERD is of potential pathologic significance.
(quality evidence, strong recommendation).

We recommend that a normal esophagoscopy finding does not rule out GERD as the cause
of cough. (low quality evidence, strong recommendationO.

We recommend that the clinician should suggest screening for TB regardless of cough
duration. (low quality evidence, stromg recommendation).

We suggest that the clinician should suggest Xpert MTB/RIF test, when available, to
replace sputum microscopy as an initial diagnostic test. (Very low quality evidence, weak
(conditional) recommendation).

We suggest that in patients who report upper airway symptoms laryngoscopy, rhinoscopy
or CT sinuses may be performed but not routinely. (good practice statement).

For children with non-specific cough, we suggest that if cough does not resolve within 2 to
4 weeks, the child should be re-evaluated for emergence of specific etiological pointers.
(Very low quality evidence, weak (conditional) recommendation).
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We recommend that when risk factors for asthma are present, a short (2-4 weeks) trial of
400 microgram/day of beclomethasone equivalent, and re-evaluated. (Intermediate quality
evidence, strong recommendation).

We suggest that asthma medications should not be used for cough unless other evidence of
asthma is present. (Very low quality evidence, weak (conditional) recommendation).

We recommend that an empirical approach should not be used unless other features
consistent with these conditions are present. (High quality evidence, strong
recommendation).

We suggest that if an empirical trial is used, the trial should be of a defined limited duration
in order to confirm or refute the hypothesized diagnosis. (Very low quality evidence, weak
(conditional) recommendation).

For wet or productive cough unrelated to an underlying disease and without any other
specific cough pointers we recommend that Two weeks of antibiotics targeting the common
respiratory bacteria (Streptococcus pneumoniae, Haemophilus influenzae, Moraxella
catarrhalis) and depending on the local antibiotic sensitivities. (High quality evidence,
strong recommendation).

We recommend that the diagnosis of PBB be made when the wet cough persists after2
weeks of appropriate antibiotics, consider treatment with an additional 2 weeks of the
appropriate antibiotic(s). (low quality evidence, strong recommendation).

We recommend that when the wet cough persists after 4 weeks of appropriate antibiotics,
further investigations as flexible bronchoscopy with quantitative cultures and sensitivities
with or without chest CT) can be undertaken. (Intermediate quality evidence, strong
recommendation).

In children without an underlying lung disease who have symptoms and signs or tests
consistent with gastroesophageal pathological reflux we recommend that they can be
treated for GERD according to evidence-based GERD-specific guidelines (intermediate
quality evidence, strong recommendation( & acid suppressive therapy should not be used
solely for their chronic cough (low quality evidence, strong recommendation).

For a child diagnosed as somatic cough disorder we recommend that non-pharmacological
trials of hypnosis or suggestion therapy or reassurance and counseling or referral to a
psychologist or psychiatrist. ( low quality evidence, strong recommendation).

For children suspected for having OSA we suggest that they are managed in according to
sleep guidelines. (Very low quality evidence, weak (conditional) recommendation).

We suggest that the use of H1RAs in children with non-specific cough must be balanced
against the well-known adverse events, especially in very young children, (Low quality
evidence, weak (conditional) recommendation). ACCP recommended against the empirical
use of HIRAs in children with chronic cough, unless other features consistent with upper
airways cough syndrome due to rhinosinusitis are present. (Good practice statement)

We suggest that careful considerations of cost, risk and benefits are needed until there is
sufficient data to determine the efficacy of LTRASs in these children. (Very low quality
evidence, weak (conditional) recommendation).

We suggest that cough neuromodulators, are not used in children due to reported adverse
events, possible toxicity and lack of clinical trials. (Good practice statement).

Guideline Registration
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PREPARE (Practice guideline REgistration for transPAREncy), WHO Collaborating Center
for Guideline Implementation and Knowledge Translation, EBM Center, University of
Lanzhou, Lanzhou, China. Registration Number: ((submitted and in process)). Link:
http://www.guidelines-reqgistry.org/

Introduction

Chronic cough is defined as the presence of daily cough of more than 4 weeks duration in children aged
<14 years old (4). It has been divided into specific and nonspecific cough. Specific cough is usually
associated with an underlying disease and non-specific cough indicates prolonged cough in the absence
of any symptoms, signs, history, or laboratory findings indicating a specific diagnosis (specific cough

pointers) (5). Table (1)

Table (1): Specific cough pointers

Abnormality

Examples of etiology

Symptoms or signs
Auscultatory finding

Wheeze
Crepitations-any airway lesions (from secretions) or parenchymal
disease such as interstitial disease

Cardiac abnormalities

Associated airway abnormalities, cardiac failure, arrhythmia

Chest pain Arrhythmia, asthma
Chocked Foreign body inhalation
Dyspnea or tachypnea Any pulmonary airway or parenchymal disease

Chest wall deformity

Any pulmonary airway or parenchymal disease

Digital clubbing

Suppurative lung disease

Daily wet/ productive cough

Protracted bacterial bronchitis, suppurative lung disease, recurrent
aspiration, atypical infections, TB, diffuse panbronchiolitis

Exertional dyspnea

Any airway or parenchymal disease

Facial pain/purulent nasal discharge

Chronic sinusitis, (protracted bacterial bronchitis), primary ciliary
dyskinesia

Feeding difficulties

Any serious systemic including pulmonary illness, aspiration

Growth failure

Any serious systemic including pulmonary illness such as cystic
fibrosis

Hoarse voice/stridor

Laryngeal cleft/problems, airway abnormalities

Hemoptysis

Suppurative lung disease, vascular abnormalities

Hypoxia/cyanosis

Any airway or parenchymal disease, cardiac disease

Neurodevelopmental abnormalities

Aspiration lung disease

Recurrent pneumonia

Immunodeficiency, atypical infections, suppurative lung disease,
congenital lung abnormalities, trachea-esophageal H-type fistula

Recurrent infections

Immunodeficiency

Previous history of chronic lung
disease, esophageal disease (heonatal
lung disease, esophageal atresia)

Multiple causes (eg, second H-type fistula, bronchiectasis,
aspiration, asthma)

Wheeze-monophonic

Large airway obstruction(eg, from froing body aspiration, malacia,
and/or stenosis, vascular ring, lymphadenopathy, and mediastinal
tumors)
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Wheeze-polyphonic Asthma, bronchiolitis obliterans, bronchiolitis

Tests

Chest  radiograph  (other than | Any cardiopulmonary disease
peribronchial changes or spirometry
abnormalities)

(Chang et al., 2020)

Chronic cough is common in the community and causes significant morbidity. Itis a prevalent problem
in about 10% of the general populations worldwide (6) and poses a considerable socioeconomic burden
and serious impairment to quality of life (QOL) (7) of children and their parents (8).

Children with chronic cough may experience physical pain, sleep disturbance, loss of school
productivity, and social isolation for several months to years (9) Successful management requires a
treatment program based on accurate diagnosis and understanding of the cough etiology.

Common pediatric etiologies are different from those in adults (10).This is not surprising as, while the
physiology of the respiratory system in children and adults share similarities, there are also distinct
differences between prepubertal children and adults that include maturational differences in airway,
respiratory muscles and chest wall structure, sleep-related characteristics, respiratory reflexes and
respiratory control (11).

Clinical History and Examination:

The etiology of chronic cough in children can accurately be identified by observation, a careful history,
and progressing to appropriate tests and therapeutic trials based on pointers obtained in the history (12).
The impact of cough should be assessed either by recording simple measures such a cough scores out
of 10 (Appendix) or by more detailed, validated measures of cough quality of life (QOL) (13,14).

Etiology and Differential Diagnosis:

Cause Remarks

Asthma - Cough is commonly associated with recurrent wheezing

- Asthma can be manifested only with cough and is then called
cough-variant asthma or cough-dominant asthma.

- A therapeutic trial of prednisolone should be offered if
diagnoses of cough-predominant asthma or eosinophilic
bronchitis are being considered (15).

Cystic fibrosis - Clubbing and failure to thrive.

- Universal newborn screening

- Diagnosis is by measurement of sweat chloride concentration
and genetic identification (16).

Primary ciliary | - Chronic wet cough

dyskinesia - History of transient neonatal distress is common

- Begins in infancy and persists (17).

- Screening by measuring nitric oxide from nose

- Diagnosis by electron microscopy and high-speed video-
microscopy analysis (18).

Bronchiectasis - Bronchiectasis can occurs with cystic fibrosis, primary ciliary
dyskinesia, and in some patients with protracted bacterial
bronchitis Bronchiectasis unrelated to chronic lung disease is
also seen (19).
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-Diagnosis by radiology confirmed by computed tomography
(20).

Pertussis (whooping | - Frequent spasms of coughing followed by nausea or vomiting,
cough) cyanosis or apnea. like the barking cough

- No history DPT vaccination (21).
Tracheomalacia or | - Occasionally cause chronic cough

trachea-broncho-malacia

- Barking quality

- But persists during sleep, unlike habit cough.

- Diagnosed only by bronchoscopy performed with light
sedation so that dynamic movements can be visualized (22).

Protracted bacterial
bronchitis (PBB)

Diagnosed clinically by:

1) Presence of continuous chronic (>4 weeks’ duration) wet or
productive cough;

2) Absence of symptoms or signs (i.e. specific cough pointers)
suggestive of other causes of wet or productive cough; and

3) Cough resolved following a 2-4-week course of an
appropriate oral antibiotic.

Diagnosed as PBB-micro by the contents of a broncho-alveolar
lavage (23).

Habit cough (tic cough)

- Now labeled as somatic cough disorder (24).
- Diagnosis should only be made after an extensive evaluation
(25).

Postnasal drip
syndrome/Upper airways
cough syndrome (UACS)

UACS acting as a trigger for cough hypersensitivity although
the mechanism remains obscure (26), (27).

Foreign body aspiration

- Causes localizing auscultatory findings.
- History of sudden shocking (28).

Medications and Adverse
Events

As a side effect of
e Angiotensin converting inhibitors (ACEI) (29),
e Asthma medications immediately after inhalation (30).
e Psychostimulant medications (e.g. Dextro-
amphetamine resulting in new onset tics) (31).

Cardiac causes

Associated with specific manifestations (cough pointers)

Immunodeficiency

Two or more of these warning signs should alert clinician to the
possibility of primary immunodeficiency and merit further
assessment (32) (Appendix)

Gastro-esophageal
reflux disease (GERD)

- GIT manifestations must be present
- (GERD is not commonly identified as the cause of pediatric
chronic cough (33).

Otogenic etiology
Arnold's nerve reflex

Uncommon cause of chronic cough
-The ears should always be examined for the presence of any
foreign material (34).

Investigations:
The investigation and therapeutic trials should include those for common cough-triggering conditions
(rhinitis, rhinosinusitis, asthma, eosinophilic bronchitis, and GERD) as chest X-rays, spirometry (35),
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computed tomography (36) , flexible bronchoscopy and alveolar lavage (37). Other investigations
include barium swallow, video fluoroscopic evaluation of swallowing, echocardiography, complex
sleep polysomnography, immunological studies and nuclear medicine scans (5).

Treatment of chronic cough in children:

All children with chronic cough should be carefully assessed, as chronic cough may be due to a serious
underlying condition (e.g. inhaled foreign body). In addition to etiology-based management (38), it is
prudent that children with chronic cough receive common management interventions as cessation of
exposure to environmental tobacco smoke and other environmental pollutants (39).

The present clinical practice guideline aims to address major clinical questions regarding, practical
diagnostic tools for specific and nonspecific chronic cough. Also, available therapeutic options for
chronic cough in children are included.

Purpose and Scope

These guidelines have been developed to standardize the delivery of services and to implement
the guidance on the management (Diagnosis and Treatment) of chronic cough in children < 14
years.

It provides guidance to physicians, pediatricians primary Health Care (PHC) Physicians,
family Practitioners, nurses & clinical pharmacist.

The guidelines aimed to optimizing the medical management of children with chronic cough.
Providing optimal pharmacotherapy to prevent or minimize adverse effects of therapy.

Methods

Methods of search:
A comprehensive search for guidelines was undertaken to identify the most relevant
guidelines to consider for adaptation. Keywords used for search are cough, chronic, children,
guideline, management.
Inclusion / exclusion criteria followed in the search and retrieval of guidelines to be adapted:
» Selecting only evidence-based guidelines (guideline must include a report on methodology
of development including the systematic literature searches and explicit links between
individual recommendations and their supporting evidence)
» Selecting national and/or international guidelines
» Specific range of dates for publication (using Guidelines published or updated 2013 and
later or the last 5 years)
* Selecting peer-reviewed publications only
* Selecting guidelines written in English language
* Excluding guidelines written by a single author
The following three categories of databases and websites were searched:

1. CPG databases and libraries (e.g., GIN, ECRI, SIGN, DynaMed, BIGG-REC PAHO)

2. Bibliographic databases (e.g., PubMed, Google Scholar)

3. Specialized professional societies (related to the pediatric subspecialty)
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All retrieved Guidelines were screened and appraised using AGREE Il instrument
(www.agreetrust.org) by at least two members. The panel decided a cut-off point or rank the
guidelines (any guideline scoring above 60% on the rigor dimension was retained)
After reviewing all the previous criteria, the GDG/ GAG recommended using 3 guidelines:
1- Chronic cough guidelines ACCP (2006-2020)
2- Chronic cough guidelines (ERS 2019)
3- Chronic cough guidelines (KAAACI 2018)
We did Adolopment for these guidelines: (Adoption, Adaptation, and Development)

- Adoption for most of the guideline recommendations.

- Development of Good Practice Statement

Contributors to the guideline development process:

Guideline Development Group (GDG)/ Guideline Adaptation Group (GAG):

The GDG/ GAG included two subgroups: the clinicians/ healthcare providers subgroup and the
guideline methodologists’ subgroup.

Clinicians Subgroups

The clinicians’ subgroup or clinical panel for this guideline included experts with a range of
knowledge, technical skills and diverse perspectives in the field of pulmonology.

The main functions of the clinical panel were adolopment of Chronic Cough Guidelines,
determining the scope of the guideline and guideline, reviewing the evidence, and formulating
evidence-informed recommendations in case of changing strength of recommendations.

Guideline Methodologists Subgroup

There were 7 guideline methodologists with expertise in guidelines development, adaptation,
GRADE and translation of evidence into recommendations. Methodologists provided
orientation and overview of evidence-informed guideline development processes using the
GRADE approach, guideline adaptation using the Adapted ADAPTE, provided AGREE I
assessment of the source guidelines in collaboration with the clinician’s subgroup, generation
of the EtD frameworks whenever applicable.

External Review Group:
The External Review Group for this guideline comprises 3 clinical national experts who have
interest and expertise in

Names Affiliations

Prof Nader Fasseh Prof. of paediatrics, Alexandria University
Prof Magdy Zidan Prof of paediatrics, Mansoura University
Prof Laila abd al Ghafar Prof of pediatrics, Ain shams University

They were identified by Egyptian Pediatric Clinical Practice Guidelines Committee (EPG) as
people who can provide valuable insights during the guideline development process.

The External Review Group was asked to comment on (peer review) the final guideline to
identify any criticism on the content and to comment on clarity and applicability as well as
issues relating to implementation, dissemination, ethics, regulations, or monitoring, but not to
change the recommendations formulated by the GDG/ GAG. The members of the External
Review Group were required to submit declarations of interest before the peer review process.

Guideline Development/ Adaptation Group meetings:
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GDG/ GAG meetings were organized virtually (weekly/bimonthly). Due to the extensive scope
of

the guideline, EPG was responsible for overseeing the adolopment process. the timetable and
objectives of each meeting. GDG/ GAG meetings were also attended by members of the
methodologists. Working rules for each contributor type were outlined by the chair at the start
of each meeting, covering aspects such as vocal rights, voting, and evidence to decision and
recommendation formulating processes.

Declarations of interests:

Prospective members of the GDG/ GAG were asked to fill in and sign the standard WHO
declaration of interest and confidentiality undertaking forms. All guideline members and
methodologists were also asked to fill in and sign the standard WHO declaration-of-interests.
Members of the external review group will be asked to fill in and sign the standard WHO
declaration-of-interests form before the peer review process.

Evidence for the guideline:

We used the GRADE system (Grading of Recommendations, Assessment, Development and
Evaluation) for assigning the quality of evidence and strength of recommendations that
includes the following definitions [13]. Informed by the evidence required for the GRADE
Evidence to Decision (EtD) framework(s) was(were) done while considering changing strength
of recommendations according to availability of some resources in the recommendations (both
ETD and changing strength of recommendation were not done in this guideline).

Description of the interpretation of the GRADE four levels of certainty of evidence:

Table 1. Classification of the Quality of Evidence

High We are very confident that the true effect lies close to that of the estimate of

the effect.

Moderate | We are moderately confident in the effect estimate; the true effect is likely to
be close to the estimate of the effect, but there is a possibility that it is

substantially different.

Low Our confidence in the effect estimate is limited; the true effect may be

substantially different from the estimate of the effect.

Very Low | We have very little confidence in the effect estimate; the true effect is likely

to be substantially different from the estimate of the effect.

GRADE EtD’s contextual factors, criteria and considerations that link to the strength of
recommendations:
Criteria and Considerations:
1. Benefits and harms: When a new recommendation is developed, desirable effects
(benefits) need to be weighed against undesirable effects (risks/harms), considering
any previous recommendation or another alternative. The larger the gap or gradient in
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favor of the desirable effects over the undesirable effects, the more likely that a strong
recommendation will be made.

2. Certainty of the evidence about the effects: The higher the certainty of the scientific
evidence base, the more likely that a strong will be made.

3. Values and preferences: If there is no important uncertainty or variability in how
much people value the main outcomes, it is likely that a strong recommendation will
be made. Uncertainty or variability around these values that could likely lead to
different decisions, is more likely to lead to a conditional recommendation.

4. Economic implications: Lower costs (monetary, infrastructure, equipment or human
resources) or greater cost-effectiveness are more likely to support a strong
recommendation.

5. Equity and human rights: If an intervention will reduce inequities, improve equity or
contribute to the realization of human rights, the greater the likelihood of a strong
recommendation.

6. Feasibility: The greater the feasibility of an intervention to all stakeholders, the
greater the likelihood of a strong recommendation.

7. Acceptability: If a recommendation is widely supported by health workers and
program managers and there is widespread acceptance for implementation within the
health service, the likelihood of a strong recommendation is greater.

Table 2. Classification of the Strengths of Recommendations

Strong The desirable effects of an intervention clearly outweigh the undesirable
effects (or vice versa), so most patients should receive the recommended

course of action.

Conditional | There is uncertainty about the trade-offs. The clinician and patient need to
discuss the patient's values and preferences, and the decision should be

individualized.

Developing good practice statements:

The GDG/ GAG also developed good practice statements for this guideline, which are
actionable messages relevant to the guideline questions. The justification for each good
practice statement was carefully considered by the GDG/ GAG with an emphasis that they
are clearly needed. Good practice statements were developed, guided by the following
GRADE criteria:

1- Message is really necessary with regard to actual healthcare practice

2- Have large net positive consequence (relevant outcomes and downstream consequences)
(GRADE EtD domains)

3- Collecting and summarizing the evidence is a poor use of time and resources
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4- Include awell-documented, clear rationale connecting indirect evidence
5- Are clear and actionable statements.
The GDG/ GAG collectively drafted and finalized good practice statements with relevant

justifications and remarks to help with their interpretation, with close support and input from
the consultant and guideline methodologists.

We have used the Reporting Items for Practice Guidelines in Healthcare (RIGHT) extension
for adapted guidelines (RIGHT-Ad@pt Tool) as a reporting checklist for this guideline
adaptation process as recommended by the EQUATOR network.

Recommendations

Table 3. Recommendations

|

A. Evaluating children aged < 14 years with chronic cough:

Health
guestions

Source
Guideline

Recommendations

Quality of
evidence

Strength of
Recommendation

Al

What is the value
of estimating the
duration of
cough?

ACCP
2020

For patients seeking
medical care
complaining of
cough, clinician
suggest that
estimating the
duration of cough is
the first step in
narrowing the list of
potential diagnoses.

Low

Weak
(Conditional)

A2

Should history
include specific
cough pointers?

ACCP
2020

History should
include cough
characteristics and
the associated
clinical history such
as using specific
cough pointers like
presence of
productive/wet
cough.

High

Strong

A3

Should history
include red flags?

History should
include symptoms of
red flags or other
potential life-
threatening
symptoms and if
present, they should
be immediately
addressed and
evaluated.

Good Practice
statement
Glashan and
Mahmoud, 2019
(40)
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A4 | What is the value | ERS 2019 | Exposure to airborne | Very low | Weak
of detailed history irritants (e.g. tobacco (conditional)
to determine exposure,
environmental combustions, traffic
exposure to related exposure
respiratory etc.), allergens or
irritants? infection may be a
reason for dry
chronic cough.
A5 | Is history Korean In unexplained or Very low | Weak
suggestive of 2016 unresponsive chronic (conditional)
OSA (mouth cough, obstructive
breathing, sleep apnea should
snoring, restless be included in the
sleep, morning differential
somnolence, diagnosis.
daytime
sleepiness and
poor academic
achievement)
important for the
diagnosis?
A6 | Is history of drug | ERS 2019 | Detailed history of Very low | Weak
intake important drug intake is needed (conditional)
to evaluate including ACEI and
cough? other drugs such as
bisphosphonates or
calcium channel
antagonists and
prostanoid eye drops.
A7 | What is the ACCP We recommend High Strong
importance of 2020 basing the
clinical evaluation management on the
of upper airway etiology of the
cough syndrome cough. An empirical
duetoa approach aimed at
rhinosinus treating upper airway
condition, cough syndrome due
gastroesophageal to a rhinosinus
reflux disease condition,
and/or asthma gastroesophageal
before starting reflux disease and/or
any empiric asthma should not be
therapy for these used unless other
conditions? features consistent
with these conditions
are present.
A8 | 8a- How to ACCP Diagnosis of asthma | Very low Weak
suspect asthma 2020 is suggested by (conditional)

from history?

presence of risk
factors and/or
response to a short
(2-4 weeks)
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therapeutic trial of
400 ug/day of
beclomethasone
equivalent may be
warranted, and these
children should be
evaluated in 2-4
weeks.

8 b- How to ERS 2019 | Cough variant Very low | Weak
suspect cough asthma (CVA) was (conditional)
variant asthma by originally described
history? Korean as asthma with Very low | Weak
2016 cough as the sole (conditional)
symptom and where
treatment with
bronchodilators
improved coughing
A9 | How to suspect ACCP Patients with cough Very low | Weak
TB in a child with 2020 with or without (conditional)
chronic cough fever, night sweats,
hemoptysis, weight
loss and/or contact
with TB case and -
who are at risk of
pulmonary TB in
community high in
TB prevalence.
Table 4. Recommendations
B. Investigations
N Health Source Recommendations | Quality of | Strength of
guestions Guideline evidence Recommendation
B10 | 10a-Should the ACCP The clinician should Intermediate Strong
clinician 2006-2020 | recommend chest
recommend radiography.
chest
radiography?
10b- Should ERS 2019 | The clinician should Very low | Weak
chest CT scan not routinely perform (Conditional)
be routinely a chest CT scan in
performed for patients who have
children with normal physical
normal physical examination and chest
examination X-ray.
and plain chest
X-ray?
B11 | 11a- When age ACCP The clinician should Intermediate Strong
iS appropriate, 2006-2020 | recommend
should the spirometry (pre and
clinician
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recommend
spirometry (pre

post B2 agonist) when
age is appropriate.

and post 2

agonist)?

11b- For ACCP The clinician should Low Weak
children aged > | 2006-2020 | suggest a test for (conditional)
6 years and airway hyper-

asthma is responsiveness

clinically (mannitol or

suspected, methacholine

should the inhalation).

clinician

suggest a test

for airway

hyper-

responsiveness?

11c- Should ERS 2019 | This recommendation Very low | Weak
FeNO (if places relatively (conditional)
available)/blood higher value on

eosinophil predictability for the

count be used in treatment response

aiding the and the impact on the

diagnosis or treatment decision.

predicting the

treatment

response when

asthma is

clinically

suspected?

B12 | Should the ACCP Clinicians should not | Intermediate | Strong
clinician 2006-2020 | routinely perform
perform additional tests.
additional tests These should be
(e.g. skin prick individualized and
test, Mantoux, undertaken according
bronchoscopy, to the child’s clinical
chest CT)? symptoms and signs.

B13 | Should the ACCP The clinician should Very low | Weak
clinician 2020 suggest undertaking (conditional)
suggest tests for evaluating
undertaking recent Bordetella
tests for pertussis infection
evaluating when pertussis is
recent clinically suspected
Bordetella (if there is post-
pertussis tussive vomiting,
infection when paroxysmal cough or
pertussis is inspiratory whoop).
clinically
suspected?
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B14 | 14a- Should the ACCP The clinician should Intermediate | Strong
clinician 2006-2020 | suggest further
suggest further investigations (e.g.
investigations flexible bronchoscopy
when wet cough with guantitative
(unrelated to an culture and sensitivity
underlying with or without chest
disease and CT assessment for
with no specific aspiration) to be
cough pointers) undertaken.
persists after 4
weeks of
appropriate
antibiotics?
14b- Should the ACCP The clinician should Intermediate | Strong
clinician 2006 recommend
recommend evaluation of the
evaluation of immunologic
immunologic competence in
competence for presence of criteria
children with suspicious of
wet cough immunodeficiency
unrelated to an (appendix) to assess
underlying for an underlying
disease and disease.
with specific
cough pointers?

B15 | For children ACCP In patients with Low Strong
with chronic 2012 suspected
productive bronchiectasis
purulent cough, without a
do you characteristic chest
recommend radiograph finding, a
investigations high-resolution CT
to document the (HRCT) scan of the
presence or chest should be
absence of ordered because it is
bronchiectasis? the diagnostic

procedure of choice to
confirm the diagnosis.

B16 | 16a- In patients ACCP A 24-h esophageal pH Low Strong
evaluated for 2006-2020 | monitoring test is the
GERD, what is most sensitive and
the most specific test.
sensitive and
specific tests for
the diagnosis?
16b- Is barium ACCP Barium Low Strong
esophagography 2012 esophagography may
beneficial for be beneficial. It can
diagnosing be considered if it is
GERD as the the only available test

cause of cough?

to reveal that GERD
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is of potential

pathologic
significance.
16¢-In patients ACCP A normal Low Strong
with suspected 2012 esophagoscopy
GERD, are the finding does not rule
esophagoscopy out GERD as the
findings helpful cause of cough.
to rule out
GERD as the
cause of cough?

B17 | 17a- Should the ACCP The clinician should low Strong
clinician 2020 suggest screening for
suggest TB regardless of
screening for cough duration.

TB to patients

in high TB

prevalence

countries or

settings?

17b- Should the ACCP The clinician should Very low | Weak
clinician 2020 suggest Xpert (conditional)
suggest Xpert MTB/RIF test, when
MTB/RIF test, available, to replace
when available, sputum microscopy as
to replace an initial diagnostic
sputum tests.

microscopy as

an initial

diagnostic test

for patients with

high risk of

pulmonary TB

but at low risk

of drug-

resistance?

B18 | For children In patients who report Good practice
with upper upper airway statement
airway symptoms O'Hara & Jones
symptoms, laryngoscopy, 2006 (25)
should the rhinoscopy or CT
clinician advise sinuses may be
for routine performed but not
laryngoscopy, routinely.
rhinoscopy or
CT sinuses?
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B19 | For children ACCP For children with Very low | Weak
with non- 2020 non-specific cough, (conditional)
specific cough, we suggest that if
if cough does cough does not
not resolve resolve within 2 to 4
within 2to 4 weeks, the child
weeks, should should be re-
the child be re- evaluated for
evaluated for emergence of specific
emergence of etiological pointers.
specific
etiological
pointers?
Table 5. Recommendations
C. Treatment
N Health Source Recommendation | Quality of | Strength of
guestions Guidelin |s evidence Recommendatio
e n
C20 | 21a-What is the ACCP When risk factors Intermediat Strong
recommended 2020 for asthma are e
treatment for present, a short (2-4
children aged > 6 weeks) trial of 400
years and < 14 microgram/day of
years with beclomethasone
clinically equivalent, and re-
suspected asthma evaluated
21b- Should ACCP Asthma medications Very low | Weak
asthma 2020 should not be used (conditional)
medications be for cough unless
used after acute other evidence of
viral asthma is present.
bronchiolitis if
cough persist for
more than 4
weeks?
C21 | Should an ACCP 1- An empirical High Strong
empirical 2020 approach should not
approach aiming be used unless other
at treating upper features consistent
airway cough with these conditions
syndrome due to are present.
a rhinosinus 2-- If an empirical
condition, trial is used, the trial
gastroesophageal should be of a Very low Weak
defined limited (conditional)
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reflux disease or
asthma be used?

duration in order to
confirm or refute the
hypothesized
diagnosis.

C22

What are the
recommendation
s for wet or
productive cough
unrelated to an
underlying
disease and
without any
other specific
cough pointers?

ACCP
2020

1-Two weeks of
antibiotics targeting
the common
respiratory bacteria
(Streptococcus
pneumoniae,
Haemophilus
influenzae,
Moraxella
catarrhalis) and
depending on the
local antibiotic
sensitivities.
2- The diagnosis of
PBB be made
3- When the wet
cough persists after2
weeks of appropriate
antibiotics, consider
treatment with an
additional 2 weeks
of the appropriate
antibiotic(s).
4- When the wet
cough persists after
4 weeks of
appropriate
antibiotics, further
investigations as
flexible
bronchoscopy with
quantitative cultures
and sensitivities with
or without chest CT)
can be undertaken

High

Low

Intermediat
e

Intermediat
e

Strong

Strong

Strong

Strong

C23

What is the
treatment in
children without
an underlying
lung disease who
have symptoms
and signs or tests
consistent with
gastroesophageal

ACCP
2020

a) They can be
treated for GERD
according to
evidence-based
GERD-specific
guidelines.

(b) Acid suppressive
therapy should not

Intermediat
e

Low

Strong

Strong
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pathological be used solely for
reflux? their chronic cough.

C24 | What is the ACCP Non- Low Strong
suggested 2020 pharmacological
treatment for a trials of hypnosis or
child diagnosed Suggestion therapy
as somatic cough or
disorder? Reassurance and

counseling or
Referral to a
psychologist or
psychiatrist.

C25 | For children ACCP They are managed in | Very low | Weak
suspected for 2020 according to sleep (conditional)
having OSA, guidelines.
what is the
management?

C26 | Should histamine Korean | The use of HIRAs in Low Weak
H1-receptor 2019 children with non- (Conditional)
antagonists specific cough must
(H1RAS) be used be balanced against
to treat non- the well-known
specific chronic adverse events,
cough? especially in very

young children

ACCP

recommended Good practice
against the empirical statement

use of HIRASs in Chang et al, 2017
children with (41)

chronic cough,

unless other features

consistent with

upper airways cough

syndrome due to

rhinosinusitis are

present.

C27 | Should LTRAS Korean | Careful Very low Weak
be used to treat 2019 considerations of (Conditional)

non-specific
chronic cough?

cost, risk and
benefits are needed
until there is
sufficient data to
determine the
efficacy of LTRAS
in these children.
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C28 | Should Cough Good practice
neuromodulators neuromodulators, are statement
(opioids, not used in children Gardiner et al.,
gabapentin or due to reported 2016 (42)
pregabalin,) be adverse events,
used? possible toxicity and

lack of clinical trials.

Evidence to recommendations: Considerations

The GDG/ GAG was guided by the results of the AGREE Il appraisals of the eligible CPGs
and thoroughly reviewed the recommendations of the original source WHO CPGs in
consideration of local contextual factors related to the national Egyptian health system like
burden of the disease, equity, acceptability, feasibility, and other relevant factors. The GDG
decided through an informal consensus process to adopt most recommendations however, there
was a need to change the strength of 2 recommendations (B2 and B3) as they lack feasibility.
Also, GDG/ GAG develops group of good practice statements to improve acceptability and
feasibility.

Implementation Tools and Considerations

To improve healthcare provision, quality, safety, and patient outcome, evidence-based
recommendations must not only be developed, but also disseminated and implemented at
national and local levels and integrated into clinical practice.

Dissemination involves educating related healthcare providers to improve their awareness,
knowledge and understanding of the guideline’s recommendations. It is one part of
implementation, which involved translation of evidence-based guidelines into real life practice
with improvement of health outcomes for the patients.

Implementation requires an evidence-based strategy involving professional groups and
stakeholders and should consider the local cultural and socioeconomic conditions. Cost-
effectiveness of implementation programs should be assessed.

Specific steps need to be followed before clinical practice recommendations can be integrated
into local clinical practice, particularly in low resource settings.

Steps of implementing chronic cough diagnosis, treatment, and prevention strategies into
the Egyptian health system:

1. Develop a multidisciplinary working group.

2. Assess the status of nutritional care delivery, care gaps and current needs.

3. Select the material to be implemented, agree on the main goals, identify the key
recommendations for diagnosis, treatment and prevention and adapt them to the local
context or environment.

Identify barriers to, and facilitators of implementation.
Select an implementation framework and its component strategies.
6. Develop a step-by-step implementation plan:
e Select the target populations and evaluate the outcome.
¢ Identify the local resources to support the implementation.
e Set timelines.

oA~
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e Distribute the tasks to the members.
e Evaluate the outcomes.
7. Continuously review the progress and results to determine if the strategy requires
modification.
Guideline implementation strategies will focus on the following: -
1. For Practitioners

e Educational meetings: conferences, lectures, workshops, grand rounds,
seminars, and symposia.

e Educational materials: printed or electronic information (software).

e Web-based education: computer-based educational activities.

e A trained person meets with providers in their practice setting to provide
information with the intention of changing the provider’s practice. The
information may include feedback on the performance of the provider(s).

e Reminders: the provision of information verbally, on papers or on a computer
screen to prompt a health professional to recall information or to perform or
avoid a particular action related to patient care.

e Optimize professional-patient interactions, through mass media campaigns,
reminders, and education materials.

e Practice tools: tools designed to facilitate behavioral/practice changes, e.g.,
flow charts.

2. For Patients and care givers

e Patient education materials (Arabic booklet): Printed/electronic information
aimed at the patient/consumer, family, caregivers, etc.

e Reminders: the provision of information verbally, on papers or electronically
to remind a patient/consumer to perform a particular health-related behaviors.

e Mass media campaigns.

3. For Nurses

e Educational meetings: lectures, workshops or traineeships, seminars, and
symposia.

e Educational materials: printed.

e A trained person meets with nurses in their practice setting to provide
information with the intention of changing the provider’s practice.

e Reminders: the provision of information verbally, on paper or on a computer
screen to prompt them to recall information or to perform or avoid a particular
action related to patient care.

e Practice tools: tools designed to facilitate behavioral/practice changes.

4. For Stakeholders
Plans have been made to contact with all the health sectors in Egypt including all
sectors of the Ministry of Health and Population, National Nutrition Institute,
University Hospitals, Ministry of Interior, Ministry of Defense, Non-Governmental
Organizations, Private sector, and all Health Care Facilities.

e Information and communication technology: Electronic decision support,
order sets, care maps, electronic health records, office-based personal digital
assistants, etc.

e Any summary of clinical provision of health care over a specified period may
include recommendations for clinical action. The information is obtained from
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medical records, databases, or observations by patients. Summary may be
targeted at the individual practitioner or the organization.
e Administrative policies and procedures.
e Formularies: Drug safety programs, electronic medication administration
records.
5. Other activities to assist the implementation of the adapted guideline’s
recommendations include:

e International initiative: Dissemination of the presented adapted CPG
internationally via sending the final adapted CPG to the Guidelines International
Network (GIN) Adaptation Working Group and contacting the CPG developers.

e Gantt chart has been designed to manage the dissemination and implementation
stages for the adapted CPG over an accurate time frame (Appendix).

Evidence to Decision Tables: (if any)

Guideline Implementation Tools

Educational materials based on this Adapted CPG for treatment of chronic cough in children
have been made available in several forms including:

1- web site of the committee

2- Declaration via validation day

3- Dissemination of booklet for PHC physicians

4- Educational meetings: Conferences, lectures, workshops or traineeships, grand
rounds, seminars, and symposia.

5- Arabic summary for mothers

Coughing score:

This is a quantitative scoring system of cough used to assess the severity of cough and
efficacy of treatment. Daytime and nighttime scoring is done, however it may be difficult to
discriminate between grades (Table)

Score | Daytime cough symptom | Nighttime cough symptom
score score

0 No cough No cough

1 Occasional, transient Transient cough when
cough falling sleep or occasional

cough during the night

2 Frequent cough, slightly | Cough slightly influencing
influencing daytime sleep
activities

3 Freguent cough, Cough significantly
significantly influencing | influencing sleep
daytime activities

(Chung 2006 & Irwin 2006)(5&27)
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Red flags that prompt referral include:

. Significant systemic illness

. Change in mental status

. Dyspnea (breathlessness)

. Pleuritic chest pain

. Prolonged or high fever

. Abnormal respiratory exam (e.g., wheezing, crackles, stridor)

. Increased work of breathing (e.g., respiratory rate >20 breaths/minute, using
accessory muscles to breathe, unable to speak normally)

. Cyanosis (e.g., bluish or purple discoloration of lips/mouth, or fingers/hands, which
may feel cold to the touch)

. Hemoptysis

. Suspicion of inhaled foreign body

. Dysphagia

(Glashan & Mahmoud 2019)(40)

Ten WARNING SIGNS OF PRIMARY IMMUNODEFICIENCY:
Two or more of these warning signs should alert the clinician to the possibility of primary
immunodeficiency and merit further assessment

1- Four or more new ear infections within 1 year

2- Two or more serious sinus infections within 1 year

3- Two or more month on antibiotics with little effect

4- Two or more pneumonia within 1 year

5- Failure of an infant to gain weight or grow normally

6- Recurrent, deep skin or organ abscesses

7- Persistent thrush in mouth or fungal infection on skin

8- Need for intravenous antibiotics to clear infections

9- Two or more deep-seated infections, including septicemia

10- A family history of primary immunodeficiency
From : Modell v, et al 2011 . available at :http://downloads .info4pi .org / pdfs /Physician-
Algorithm—2-pdf (23)

Limitations and suggestions for further research needs

Future research recommendations for the management of chronic cough in children in the
Egyptian context could include:

e What are the most common causes of chronic cough in Egypt?

e Environmental pollution and cough?

These recommendations aim to address specific challenges and characteristics of the
Egyptian context, potentially leading to more effective prevention and management strategies
for chronic cough in children.
Challenges

e Situation of cough therapy in chronic cough management.

e Proper training for family physicians to manage chronic cough.
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Strengthen the evidence base of the next update of this guideline by generating GRADE
summary of finding tables, evidence profiles, and EtD frameworks.

Monitoring and evaluating the impact of the guideline.

The following are three performance measures or indicators for implementing this adapted
CPG for chronic cough in children:

1. Adherence to management of chronic cough Guidelines
e Numerator: Number of children with chronic cough who received treatment as per
guideline recommendations.
e Denominator: Total number of children diagnosed with chronic cough
e Data Source: Hospital or clinic patient records.
2. Duration of Hospital Stay
e Numerator: Total number of hospitals stay days for children with chronic cough
e Denominator: Total number of children admitted with chronic cough
e Data Source: Hospital admission and discharge records.
3. Rate of Readmission
e Numerator: Number of children readmitted with symptoms of chronic cough
e within a certain period (e.g., 30 days) after discharge.
e Denominator: Total number of children initially admitted with chronic cough
e Data Source: Hospital readmission records.

These key performance indicators are designed to measure the effectiveness and adherence to
the guidelines, the efficiency of the treatment in terms of resource utilization (hospital stay),
and the success of the treatment in preventing further complications (readmissions).

Updating of the guideline

The EPG Chronic Cough Guideline Adaptation Group GAG has decided to conduct the next
review of this adapted CPG for updates after five years. This should be carried out in 2029
after checking for updates in the source CPGs, consultation of expert opinion on the changes
needed for updating according to the newest evidence and recommendations published in this
area and the clinical audit and feedback from implementation efforts in the aforementioned
local healthcare settings except if any breakthrough evidence- based recommendations are
published before that date. The process will be guided by the Checklist for the Reporting of
Updated Guidelines (CheckUp) Tool that is freely provided by the AGREE Enterprise and by
the Reporting Items for Practice Guidelines in Healthcare (RIGHT) extension for adapted
guidelines RIGHT-Ad@pt Checklist.
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Annex Table 2. Results of the AGREE Il assessment of the three source guidelines for
chronic cough

AGREE I/ CPGs ACCP

Domain 1 (Scope) %86

Domain 2 (Stakeholder) %74

Domain 3 (Rigour) %72

Domain 4 (Clarity) %86

Domain 5 (Applicability) %53

Domain 6 (Independence) %88

Overall assessment . %54

Recommend for use YES 0,Yes with modifications 4,
(Overall assessment .) NO O

AGREE I/ CPGs ERS
Domain 1 (Scope) %89
Domain 2 (Stakeholder) %90
Domain 3 (Rigour) %75
Domain 4 (Clarity) %93
Domain 5 (Applicability) %66
Domain 6 (Independence) %94
Overall assessment . %83
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Recommend for use YES 3,Yes with modifications 1,
(Overall assessment .) NO O

AGREE I/ CPGs KAAACI

Domain 1 (Scope) %90

Domain 2 (Stakeholder) %79

Domain 3 (Rigour) %67

Domain 4 (Clarity) %89

Domain 5 (Applicability) %59

Domain 6 (Independence) %88

Overall assessment . %79

Recommend for use YES 4,Yes with modifications 0,
(Overall assessment .) NO O

Annex Table 3. Annex Nurses and Parents Educational Guide in Arabic
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Appendix Table 4. The RIGHT-Ad@pt checklist

7 sections, 27 topics, and 34 items Assessment Note(s)

BASIC INFORMATION

Title/subtitle

1  Identify the report as an adaptation of practice guideline(s), that is include "guideline adaptation", X Yes
"adapting", "adapted guideline/recommendation(s)", or similar terminology in the title/subtitle. ] No
[J Unclear
2 Describe the topic/focus/scope of the adapted guideline. X Yes
0 No
I Unclear
Cover/first page
3 Report the respective dates of publication and the literature search of the adapted guideline. X Yes
O No
0 Unclear
4 Describe the developer and country/region of the adapted guideline. X Yes
O No
[ Unclear
Executive summary/a bstract
5  Provide a summary of the recommendations contained in the adapted guideline. X Yes
0 No
[J Unclear
Abbreviations and acronyms
6  Define key terms and provide a list of abbreviations and acronyms (if applicable). X Yes
O No
O Unclear
Contact information of the guideline adaptation group
7  Report the contact information of the developer of the adapted guideline. X Yes
0 No
O Unclear

SCOPE

Source guideline(s)

8  Report the name and year of publication of the source guideline(s), provide the citation(s), and whether X Yes
source authors were contacted. [ No
[J Unclear

Brief description of the health problem(s)

9  Provide the basic epidemiological information about the problem (including the associated burden), X Yes
health systems relevant issues, and note any relevant differences compared to the source guideline(s). [ No
I Unclear

Aim(s) and specific objectives

10  Describe the aim(s) of the adapted guideline and specific objectives, and note any relevant differences X Yes
compared to the source guideline(s). [ No

O Unclear

Target population(s)

11  Describe the target population(s) and subgroup(s) (if applicable) to which the recommendation(s) is X Yes
addressed in the adapted guideline, and note any relevant differences compared to the source ] No
guideline(s). [J Unclear

End-users and settings

12 Describe the intended target users of the adapted guideline, and note any relevant differences X Yes
compared to the source guideline(s). O No

[0 Unclear

13 Describe the setting(s) for which the adapted guideline is intended, and note any relevant differences X Yes

compared to the source guideline(s). O No
[0 Unclear
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Appendix Table 4. The RIGHT-Ad@pt checklist

7 sections, 27 topics, and 34 items Assessment  Page(s)* Note(s)
RIGOR OF DEVELOPMENT
Guideline adaptation group
14  List all contributors to the guideline adaptation process and describe their selection process and X Yes
responsibilities. ] No
[J Unclear
Adaptation framework/methodology
15  Report which framework or methodology was used in the guideline adaptation process. X Yes
O No
0 Unclear
Source guideline(s)
16  Describe how the specific source guideline(s) was(were) selected. X Yes
0 No
O Unclear
Key questions
17  State the key questions of the adapted guideline using a structured format, such as PICO (population, X Yes
intervention, comparator, and outcome), or another format as appropriate. ] No
O Unclear
18  Describe how the key questions were developed/modified, and/or prioritized. O Yes
X No
[ Unclear
Source recommendation(s)
19  Describe how the recommendation(s) from the source guideline(s) was(were) assessed with respect to [ Yes
the evidence considered for the different criteria, the judgements and considerations made by the X No
original panel. O Unclear
Evidence synthesis
20 Indicate whether the adapted recommendation(s) is/are based on existing evidence from the source O Yes
guideline(s), and/or additional evidence. X No
[J Unclear
21 If new research evidence was used, describe how it was identified and assessed. O Yes NA
X No
0 Unclear
Assessment of the certainty of the body of evidence and strength of recommendation
22 Describe the approach used to assess the certainty/quality of the body/ies of evidence and the strength [ Yes NA
of recommendations in the adapted guideline and note any differences (if applicable) compared to the X No
source guideline(s). O Unclear
Decision-making processes
23 Describe the processes used by the guideline adaptation group to make decisions, particularly the X Yes
formulation of recommendations. O No
0 Unclear
RECOMMENDATIONS
Recommendations
24 Report recommendations and indicate whether they were adapted, adopted, or de novo. X Yes
O No
I Unclear
25 Indicate the direction and strength of the recommendations and the certainty/quality of the supporting X Yes
evidence and note any differences compared to the source recommendations(s) (if applicable). ] No
[0 Unclear
26  Present separate recommendations for important subgroups if the evidence suggests important X Yes
differences in factors influencing recommendations and note any differences compared to the source ] No
recommendations(s) (If applicable). O Unclear
Rationale/explanation for recommendations
27  Describe the criteria/factors that were considered to formulate the recommendations or note any X Yes
relevant differences compared to the source guideline(s) (if applicable). O No
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Appendix Table 4. The RIGHT-Ad@pt checklist

7 sections, 27 topics, and 34 items Assessment  Page(s)* Note(s)

[0 Unclear

EXTERNAL REVIEW AND QUALITY ASSURANCE
External review

28  Indicate whether the adapted guideline underwent an independent external review. If yes, describe the X Yes
process. [ No
I Unclear

Organizational approval

29 Indicate whether the adapted guideline obtained organizational approval. If yes, describe the process. X Yes SNS &
0 No NEBMC
[0 Unclear

FUNDING, DECLARATION, AND MANAGEMENT OF INTEREST
Funding source(s) and funder role(s)

30 Report all sources of funding for the adapted guideline and source guideline(s), and the role of the X Yes
funders. 0 No
[J Unclear

Declaration and management of interests

31  Report all conflicts of interest of the adapted and the source guideline(s) panels, and how they were X Yes
evaluated and managed. O No

0 Unclear
OTHER INFORMATION
Implementation
32  Describe the potential barriers and strategies for implementing the recommendations (if applicable). X Yes

0 No

[J Unclear
Update
33 Briefly describe the strategy for updating the adapted guideline (if applicable). X Yes

O No

0 Unclear

Limitations and suggestions for further research

34  Describe the challenges of the adaptation process, the limitations of the evidence, and provide [ Yes ==
suggestions for future research. X No
[0 Unclear
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