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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 Asthma Guidelines Adaptation Group (AGAG) and the external review
committee 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 EPG and the authors of the
guideline.

Contact information of the guideline adaptation/development group:
http://epg.edu.eg/#contact-us

guidelinescommittee@gmail.com
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Glossary

Health professionals

Health professionals’ study, advise on or provide preventive, curative, rehabilitative and
promotional health services based on an extensive body of theoretical and factual knowledge
in diagnosis and treatment of disease and other health problems. They may conduct research
on human disorders and illnesses and ways of treating them and supervise other workers. The
knowledge and skills required are usually obtained as the result of study at a higher educational
institution in a health-related field for a period of 2—7 years leading to the award of a first
degree or higher qualification. Health professionals include doctors, nurses, midwives,
pharmacist, paramedical practitioners.

Health workers

Health workers make up the health workforce and are people engaged to deliver health care to
individuals and populations as part of the health system. Health workers are divided up into
five main categories: health professionals, health associate professionals, personal care workers
in health services, health management and support personnel, and other health service
providers not elsewhere classified.

Mother/caregiver-infant

This term is used predominantly in relation to infants to highlight the importance of providing
services for the mother/caregiver-infant pair together with a holistic approach encompassing
all their physical and mental health and nutrition needs and recognizing the interdependence of
this unit, especially in the early months of an infant’s life.

Referral

Referral, for the purpose of this guideline, refers predominantly to a child being referred to
inpatient care from outpatient care. Asthmatic child might however also get referred to expert
in asthma management for follow-up.

Executive Summary

Introduction

Asthma is a chronic inflammatory disease of the airways, characterized by recurrent episodes
of wheeze, chest tightness, cough, and shortness of breath and airflow obstruction resulting
from edema, bronchospasm, and increased mucus production. Commonly associated with
seasonal allergies (allergic rhinitis) and eczema (atopic dermatitis), these three conditions form
what is known as the atopic triad. There is a wide range in the frequency and severity of the
symptoms, but uncontrolled asthma and acute exacerbations can lead to respiratory failure and
death. Around 14% of children worldwide have a diagnosis of asthma, making it the most
common chronic respiratory disease of childhood.
The prevalence of asthma among Egyptian children aged 3 - 15 years was estimated to be
8.2%. Poor asthma control is associated with a number of negative effects on children and
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families. For example, they are more likely to be absent from school, Caregivers also
experience missed work days. Some children will experience severe symptoms and life-
threatening attacks. Asthma is a multigenetic disease, where both genetic and environmental
factors have significant roles in pathogenesis. Effective asthma management involves a holistic
approach addressing both pharmacological and non-pharmacological management, as well as
education and self-management aspects. Working in partnership with children and families is
a key in promoting good outcomes. Education on how to take treatment effectively, trigger
avoidance, modifiable risk factors and actions to take during acute attacks via personalized
asthma action plans is essential.

Scope
This guideline focuses on diagnosis, treatment and prevention of bronchial asthma in
asthmatic children: preschoolers (5 years and younger), children (6 years and older) after
treatment of acute asthma exacerbation.

Guideline development process and methods

After reviewing all the inclusion and exclusion criteria the CPGs development group and
methodologists recommended using the following guidelines

1. SIGN/BTS 158: British guideline on the management of asthma, 2019

2. Japanese pediatric guideline for the treatment and management of asthma (JPGL),
2020

3. Canadian Thoracic Society 2021 Guideline update: Diagnosis and management of
asthma in preschoolers, children, and adults

4. FEuropean Respiratory Society clinical practice guidelines for the diagnosis of asthma
in children aged 5-16 years, 2021

5. GINA Report 2024

Recommendations and good practice statements
This version of the guidelines includes recommendations and good practice statements on the
following subsections:

Diagnosis and management of asthma in children 5 years and younger
Diagnosis and Management of asthma in children 6 years and older
Prevention of Bronchial asthma

Difficult to treat asthma

Asthma resistant to therapy

Immunotherapy in asthma

We can summarize the guidelines for management of bronchial asthma in the following:

e Clinical assessment to assess the initial probability of asthma is based on proper history
taking with observation of clinical improvement in symptoms with inhaled beta-2 agonist,
there is no role for x-ray except to exclude other diagnoses

e Lung function testing, do not have a major role in the diagnosis of asthma in children less
than 5 years while in children 6 years and older the diagnosis of asthma is based on the
history of characteristic symptom patterns and evidence of variable expiratory airflow
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limitation and reversibility by spirometry or peak expiratory flow if available rather than
relying on symptoms alone

For children aged 5 years and younger the best practice for the initial asthma management
based on asthma severity is regular ICS or LTRA as controller treatment

For children aged 6 years and older the best practice for the initial asthma management
based on asthma severity is regular ICS, LTRA or ICS-LABA as controller treatment
Children should be reviewed after initial treatment every 2-3 months to review response
and adjust treatment.

All children with asthma (and/or their parents or caregivers) should be offered self-
management education, which should include a written personalized asthma action plan
and be supported by regular professional review

The child should be referred for expert assessment if symptom control remains poor and/or
flare-ups persist, or if side-effects of treatment are observed or suspected

For prevention of asthma, breastfeeding should be encouraged for its many benefits,
including a potential protective effect in relation to early asthma. Patients with asthma and
parents/caregivers of children with asthma should be advised about the dangers of smoking
and second-hand tobacco smoke exposure on their children. Also patients with moderate to
severe asthma are advised to receive an influenza vaccination every year

For difficult to treat asthma patients should be systematically evaluated to confirm the
diagnosis, check adherence to maintenance therapy, review history and examination for
comorbidities and to identify modifiable risk factors and triggers

Severe asthma is a subset of difficult-to-treat asthma. In children 6 years and older it means
asthma that is uncontrolled despite adherence with maximal optimized high-dose ICS-
LABA treatment and management of contributory factors, or that worsens when high-dose
treatment is decreased. Further assessment and management should be done by a specialist,
additional investigations and assessment of asthma phenotype may be required

Allergen immunotherapy may be considered as add-on-therapy for asthmatic children who
have clinically significant sensitization to aeroallergens including those with allergic
rhinitis.

Introduction

Asthma is a chronic inflammatory disease of the airways, characterized by recurrent episodes
of wheeze, chest tightness, cough, and shortness of breath and airflow obstruction resulting
from edema, bronchospasm, and increased mucus production. Commonly associated with
seasonal allergies (allergic rhinitis) and eczema (atopic dermatitis), these three conditions form
what is known as the atopic triad (1). There is a wide range in the frequency and severity of the
symptoms, but uncontrolled asthma and acute exacerbations can lead to respiratory failure and
death (2).

Poor asthma control has a significant impact on patients, their families, the healthcare system,
and the community as a whole in terms of poor quality of life, frequent emergency department
visits, hospitalizations, and deaths (3-5).
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Asthma is a devastating global disease that affects people of all ages, with prevalence ranging
from 1% to 21% in adults and up to 20% of children aged 67 years experiencing severe
wheezing bouts within a year (6). The global prevalence of asthma ranges from 1% to 18% in
different studies, with national prevalence estimates ranging from 1.7% to 53% in different
countries and at different ages (7). The prevalence of asthma has increased dramatically in the
last 20 years, indicating that environmental factors (allergens, infections, lifestyle, and food)
play a significant role in the development of asthma (8). Bronchial asthma prevalence varies
significantly by region, with industrialized countries having a higher frequency than
developing countries (9).

Asthma is a leading cause of hospitalization in Egypt, and it is estimated that one out of every
four children with asthma is unable to attend school on a regular basis due to poor asthma
management (10).

The prevalence was 8.2 percent among Egyptian children aged 3 to 15 years. It was reported
that asthma prevalence was 4.8% in Egyptian infants and children aged less than 4 years, from
five governorates. Studies from Egypt reported that prevalence of asthma is 9.4% in 11— 15-
year-old school in Cairo and 8.2% was reported in another study of children with age of 3-15
years (11).

Pathophysiology of asthma:

Asthma is a chronic inflammatory airway disease that results in a narrow airway lumen. The
airway narrowing is caused by smooth muscle contraction, bronchospasm, and increased
mucus secretion as well as bronchial wall thickening due to edema, smooth muscle
hypertrophy, and subepithelial fibrosis. The pathophysiological mechanisms that underlie these
changes are diverse and heterogeneous. They are driven by a variety of cell types including
immune cells; mainly T-helper cells (Th2, Thl7, Thl), B-cells, mast cells, eosinophils,
dendritic cells, and neutrophils; as well as structural bronchial cells such as epithelial cells,
myofibroblasts, and smooth muscle cells (12). The mechanisms of asthma include the
following: (figure 1) (13)

Page 10 of 47



Trigger Factor

l

Airway Inflammation

v N\

Hypersecretion | | Airway Muscle | | Swelling Bronchial
of Mucus Constriction Membranes

~ b

Narrow Breathing Passages

Wheezing, Cough,
Shortness of Breath,
Tightness in Chest

Figure 1: pathophysiology of asthma (Liu et al., 2021) (13).

Asthma Patterns in Childhood, Based on Natural History

1- Transient non atopic wheezing:
It is characterized by recurrent cough/wheeze that is primarily triggered by common
respiratory viral infections and is most common in early preschool years. Usually resolves
during the preschool and early school years, without increased risk for asthma in later life (14).

2- Persistent atopy-associated Asthma:

It starts in the early preschool years and is linked to atopy : either: Clinical (e.g., atopic
dermatitis in childhood, allergic rhinitis, food allergy), or Biologic (e.g. elevated serum
immunoglobulin E, increased blood eosinophils). Highest risk for persistence into later
childhood and adulthood. Those who begin before the age of three have diminished airflow
by the time they reach school age (15).

Asthma with deteriorating lung function:
It is associated with hyperinflation in childhood and male gender. Children experience
progressive airflow limitation (16).

Asthma triggers:

Asthma attacks commonly occur following exposure to one or several triggers. Viral
respiratory infections remain the leading cause, but there are a number of other known
triggers, including aeroallergens, second hand smoke exposure, or changes in ambient air
temperature or humidity. ldentification and documentation of specific asthma triggers should
be part of routine care. Education on trigger recognition and avoidance is essential (17)

Risk factors of asthma:

Page 11 of 47



There are a number of risk factors that should be explored in the history of children who
present with features of asthma. In symptomatic children, a personal or family history of
atopic features, including asthma, eczema or rhinitis, supports a diagnosis of asthma.
Education on modifiable risk factors, for example, exposure to secondhand smoke or air
pollution and obesity, should be delivered routinely during consultations and asthma reviews.
A range of social determinants that are linked to poverty impact on outcomes and the health
of children with asthma (18).

Clinical Presentation of asthma:

Children with asthma typically present with a symptom triad of wheeze, shortness of breath
and cough. However, ‘asthma’ is an umbrella term used to describe this collection of symptoms
and, when present, should prompt practitioners to ask, ‘What type of asthma is this?” There are
a number of asthma subtypes that present and respond to treatment differently. Identification
of the features of asthma and modifiable or treatable traits should only be the start of the
diagnostic journey (19). Asthma symptoms are normally intermittent in nature and may not be
present at the time of clinical review, making the diagnosis challenging in some cases (20).
Additionally, disease phenotypes are not fixed and may evolve over time, necessitating
ongoing review of symptoms and treatment. Wheeze is a key feature of asthma and, if not
present, a diagnosis of asthma in a child is unlikely (21).

The prevalence of ‘preschool wheeze’ is an additional challenge when diagnosing asthma in
young children. In the first few years of life, many children will experience wheeze, but not all
will go on to develop true asthma. The diagnosis of asthma should therefore be reviewed
routinely to identify true asthma and alter treatment where necessary (22). Favorable response
to an appropriate trial of asthma treatment is an important confirmatory piece of diagnostic
evidence. Clinical examination may be normal in children and adolescents with asthma if they
present during asymptomatic periods. During acute attacks, use of accessory muscles of
respiration and widespread wheeze may be present (23). Chest hyperinflation may be identified
in acute and chronic disease settings.

Many of children with asthma develop symptoms before five years of age, but the disease is
frequently misdiagnosed or not suspected particularly in infants and toddlers. Evaluating the
presence of asthma symptoms is an important first step in establishing a proper diagnosis.
(Figure 2) (24).
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Patient with respiratory symptoms

Children aged <5 years: Children aged 6-11 years:
* Cough e Cough
* Wheeze ¢ Wheeze
« Difficulty breathing/shortness of breath * Symptoms occur variably over time and
* Reduced activity intensity also varies
* Past/family history » Shortness of breath/chest tightness
» Symptoms worsen with viral infection * Symptoms triggered by exercise
or at night/upon waking » Symptoms worsen with viral infection
or at night/upon waking

: }

e Test for atopy e Test for atopy

e Chest X-ray could rule out structural « Spirometry to assess lung function
abnormalities * Bronchial provocation testing

* Risk profiles * FeNO measurement

Results consistent with asthma?

——P Treat for asthma | —

History or test results not

consistent with asthma?
Consider
—_ > alternative ——
diagnosis

Figure 2: Diagnosis of asthma in children (Devani et al., 2022)(25)

Asthma comorbidities:

Asthma is often associated with various comorbidities. The most frequently reported asthma
comorbid conditions include:

l. Allergic rhinitis (26).

. Sinusitis (27)

1. Gastroesophageal reflux disease (28).

IV.  Allergic conjunctivitis (29).

V. Obesity (30).

Page 13 of 47



VI.  Obstructive sleep apnea (31).
VII.  Eczema (31).
VIIIl.  Food allergy (28).

Differential diagnosis of asthma:

Table 1: Age-Related Differential Diagnosis for Wheezing (Kaplan et al., 2019) (32).

Disease Prevalence Neonate/Infant

Bronchiolitis
Asthma

Pulmonary aspiration
-Gastroesophageal reflux
-Swallowing dysfunction
Foreign body aspiration
Bronchopulmonary dysplasia
Cystic fibrosis

Common

Less Common

Congenital heart disease
Defective host defenses
—-Immune deficiency

-Immotile cilia syndrome
Congenital structural anomalies
—Tracheobronchomalacia
—Vascular ring

-Lobar emphysema

—Cystic abnormalities
-Tracheoesophageal fistula

Uncommon

Assessment of asthma control:

School Age/Adolescent
Asthma

Foreign body aspiration
Anaphylaxis
Cystic fibrosis

Defective host defenses
Mediastinal tumors

Enlarged mediastinal lymph nodes
Parasitic infection

Pulmonary hemosiderosis
ol-antitrypsin deficiency

Treatment should be designed to ensure the asthma is well controlled, this means:
® The patient doesn’t have symptoms on more than 2 days a week.
® The patient doesn’t need his reliever medication on more than 2 days a week.
= Asthma doesn’t limit what the patient can do.
® The patient doesn’t have symptoms at night or on wakening up.
= Achieving good asthma control and control quality of life (33).

Assessment of level of asthma symptom control (34)

A. Recent symptom control (also ask about whole period since last visit) Level of asthma symptom control

2 Well Partly
In th st 4 weeks, has the child had:
. - ' controlled controlled tabhnsoled

Daytime asthma symptoms for more than a few minutes, YesO NoO

more than once a week?
Any activity limitation due to asthma? (Runs/plays less YesO NoO

than other children, tires easily during walks/playing?) oo = e

y ; of these of these of these

SABA reliever medication needed* more than once a week? Yes[d NoOJ

Any night waking or night coughing due to asthma? YesO NoO
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Difficult-to-treat asthma:

It is asthma that is un controlled despite prescribing of medium or high-dose ICS with a second
controller or with maintenance OCS, or that require high-dose treatment to maintain good
symptoms control and reduce the risk of exacerbations. It doesn’t mean a ‘difficult patient’. In
many cases, asthma may appear to be difficult because of modifiable factors such as incorrect
inhaler technique, poor adherence, exposure to smoking or other irritants, presence of
comorbidities, or because the diagnosis is in correct. (35)

Severe asthma:

It is a subset of difficult-to-treat asthma. It means asthma that is un controlled despite adherence
with maximal optimized high-dose controller treatment and management of contributory
factors, or that worsen when high-dose treatment is decreased.

Asthma is not defined as severe if it markedly improves when contributory factors are
addressed. (35)

Prognosis of asthma:

Recurrent coughing and wheezing occur in 35% of preschool-age children. Of these,
approximately one-third continue to have persistent asthma into later childhood, and
approximately two-thirds improve on their own through their teen years (36).

Asthma severity by the ages of 7-10 year is predictive of asthma persistence in adulthood.
Children with moderate to severe asthma and with lower lung function measures are likely to
have persistent asthma as adults. Children with milder asthma and normal lung function are
likely to improve over time, with some becoming periodically asthmatic (disease-free for
months to years); however, complete remission for 5 years in childhood is uncommon (37).

Asthma predictive index
3 or more wheezing episodes plus at least 1 major criteria or 2 minor criteria.
I.  Major criteria
. Parental history of asthma
. Physician-diagnosed atopic dermatitis
Inhalant allergen sensitization
Il.  Minor criteria
. Physician-diagnosed allergic rhinitis
*  Wheezing without colds
*  Blood eosinophil count >4%
Food allergen sensitization

The role of these tools is to help identify children at greater risk of developing
persistent asthma symptoms not as criteria for the diagnosis of asthma in young
children(38).

Prevention of asthma:

A hygiene hypothesis purports that naturally occurring microbial exposures in early life might
drive early immune development away from allergic sensitization, persistent airways
inflammation, and remodeling. If these natural microbial exposures truly have an asthma-
protective effect, without significant adverse health consequences, then these findings may
foster new strategies for asthma prevention (39).
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Several non-pharmacotherapeutic measures with numerous positive health attributes—
avoidance of environmental tobacco smoke (beginning prenatally), exclusive breastfeeding (>4
months), an active lifestyle, and a healthy diet—might reduce the likelihood of asthma
development (40).

The vaccinations are safe and effective in asthma, may help prevent asthma development, and
pneumococcal and annual influenza vaccination in particular should be offered to asthmatics.
Vaccines against Respiratory Syncytial Virus (RSV), which are the main triggers for asthma
exacerbation and have been linked to asthma inception, should help reduce asthma morbidity
and mortality (41).

Purpose & Scope

These guidelines have been developed to standardize the delivery of services and to implement
the guidance on the prevention, diagnosis and management of bronchial asthma in children. It
provides guidance to primary health care providers, pediatricians and specially trained nurses.
The guidelines aimed to improve early case detection and referral, case management of
bronchial asthma. As a sequence, there will be an improvement in quality of life and medical
condition for asthmatic children.

This version of the guideline includes recommendations and good practice statements for

children suffering from bronchial asthma.

Methods

Methods of search:

A comprehensive search for guidelines was undertaken to identify the most relevant guidelines
to consider for adaptation. Using keywords: Management, Asthma, ICS, LABA, children 5
years and below, and children 6 years and above.

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 systematic
literature searches and explicit links between individual recommendations and their supporting
evidence)

* Selecting only national and/or international guidelines

« Specific range of dates for publication (using Guidelines published or updated 2019 and
later)

* Selecting peer reviewed publications only

* Selecting guidelines written in English language

* Excluding guidelines written by a single author not on behalf of an organization to be valid
and comprehensive, a guideline ideally requires multidisciplinary input.

* Excluding guidelines published without references as the panel needs to know whether a
thorough literature review was conducted and whether current evidence was used in the
preparation of the recommendations.

All retrieved Guidelines were screened and appraised using AGREE Il instrument
(www.agreetrust.org) by at least three 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 & methodologists recommended using 6

guidelines:
1. SIGN/BTS 158: British guideline on the management of asthma, 2019
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2. Japanese pediatric guideline for the treatment and management of asthma (JPGL), 2020

3. Canadian Thoracic Society 2021 Guideline update: Diagnosis and management of asthma in
preschoolers, children, and adults

4. European Respiratory Society clinical practice guidelines for the diagnosis of asthma in
children aged 5-16 years, 2021

5. GINA Report 2024

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):

The GDG for the guideline on prevention and management of Bronchial Asthma included
experts with a range of technical skills and diverse perspectives in the field of pulmonology.
The main functions of the GDG were adolopment of selected guidelines for Asthma
(2019&2024) determining the scope of the guideline and guideline, reviewing the evidence,
and formulating evidence-informed recommendations in case of changing strength of
recommendations.

The protocol of this CPG adaptation Project was published in the official journal of the
Guidelines International Network. (42-43)

Guideline Methodologists:

There were guideline methodologists with expertise in guidelines development, GRADE and
translation of evidence into recommendations. Methodologists provided orientation and
overview of evidence-informed guideline development processes using the GRADE approach
& also, provided AGREE Il assessment of the source guidelines in conjunction with CDG.(44-
45)

External Review Group:

The External Review Group for this guideline comprises 3 clinical experts who have interest
and expertise in the prevention and management of Asthma in children. 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. The members of the External Review
Group were required to submit declarations of interest before the peer review process.
Guideline Development Group meetings:

GDG meetings were organized virtually twice weekly. Due to the extensive scope of

the guideline, EPG Chair was responsible for the timetable and objectives of each meeting.
GDG meetings were also attended by members of the methodologists and systematic. 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 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.
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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) table was done while considering changing strength of
recommendations according to availability of some resources in the recommendations (we did
this for only 2 recommendations).

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 We have very little confidence in the effect estimate; the true effect is likely to

Low be substantially different from the estimate of the effect.

GRADE EtD criteria and considerations that link to the strength of recommendations:
Criteria Considerations:

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 favor of the desirable
effects over the undesirable effects, the more likely that a strong recommendation will be made.

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.

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.

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

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

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 (GPS):

The GDG 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 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

4- Include a well-documented, clear rationale connecting indirect evidence

5- Are clear and actionable statements.

The GDG 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.

Recommendations

Table 3. Recommendations

A. Diagnosis and management of asthma in
children 5 years and younger

Q1. For children 5years&younger What is the best

practice in the diagnostic criteria of asthma?

N | Health Source Recommendations | Quality  of | Strength of
guestions Guideline evidence Recommendation
lal- Is there Clinical assessment | intermediat | Strong
clinical Canadian | to assess for the e

assessment for | thoracic | initial probability of
probability of | society asthma is based on:

asthma in | 2021 * a history of
children 5 recurrent episodes (3

attacks) of wheeze,
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years and cough,
younger breathlessness and
chest tightness that
vary over time
* recorded
observation of
wheeze heard by a
healthcare
professional
* personal/family
history of other
atopic conditions (in
particular, atopic strong
eczema/dermatitis,
allergic rhinitis) intermediate
* no symptoms/signs
to suggest alternative
diagnoses.
Symptom (GPS)
improvement can be
observed after beta-2
Japanese | agonist inhalation.
2020
1.b | Is assessing GINA A trial of treatment | Very low Weak
clinical 2024 for at least 2-3 (conditional)
improvement months with as-
after using needed SABA and
regular low- regular  low-dose
dose inhaled ICS may provide
corticosteroid some guidance
s (ICS) and about the diagnosis
as-needed of asthma.
SABA within Marked clinical
2-3 months’ improvement
support during treatment,
diagnosis of and  deterioration
asthma in when treatment is
children 5 stopped, support a
years and diagnosis of
younger? asthma.
1.c | Ischest X-ray | GINA Chest X-ray GPS
indicated for | 2024 Radiographs  are
diagnosis  of rarely  indicated,

asthma?

except, if there is
doubt about the
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diagnosis of asthma
help to exclude
other diagnoses.

Q2. For children aged 5 years and younger: What is the best practice for assessing
asthma severity?

2

How to assess
pulmonary
function in
children 5
years and
younger?

GINA
2024

Due to the inability
of most children 5
years and younger
to perform
reproducible
expiratory
maneuvers,  lung
function testing, do
not have a major
role in the
diagnosis of asthma
at this age.
However, by 5
years of age, many
children are
capable of
performing
reproducible
spirometry if
coached by an
experienced
technician and with
visual incentives

GPS

Q3- For children aged 5 ye
initial asthma management

ars and younger: What is the best practice for the

based on asthma severity?

3.a

Which
children
should be
initiated  on
regular  low
dose ICS as
controller
treatment?

GINA
2024

If symptoms
pattern is
consistent with
asthma, and asthma
symptoms are not
well controlled, or
> 3 exacerbations
per year.

Very low

Weak
(conditional)

GINA
2024

If symptoms
pattern is  not
consistent with
asthma but
wheezing episodes
requiring  SABA
occur  frequently

e.g > 3 per year.

Very low

Weak
(conditional)
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Give diagnostic
trial for 3 months

3.b | When to use | GINA Doubling the initial | Low Weak
double  low | 2024 low dose of ICS (conditional)
dose ICS as may be the best
controller option if asthma is
therapy in not well controlled
children 5 on low dose ICS
years and after checking
younger inhaler  technique

and adherence

3.c | What is the | Japanese |LTRA can be | low Weak
role of LTRA | 2020 added to ICS for (conditional)
in asthma children whose
management? asthma is  not

controlled well
with ICS alone.

3.d| Can we use | GINA There are GPS
LABA in the | 2024 insufficient  data
management about the efficacy
of asthma in and safety of ICS in
children 5 combination with a
years and long-acting  beta2
younger? agonist (LABA) in

children <4 vyears
old to recommend
their use.

3.e | How often | GINA -Assessment at | Very low Weak
should a child | 2024 every visit (every (conditional)
be reviewed 2-3 months) should
after initial include asthma
treatment  to symptom  control
review and risk factors and
response and side-effects.
adjust -If  therapy is
treatment? stepped-down  or

discontinued,

schedule a follow-

up visit 3-6 weeks

later to  check

whether symptoms

have recurred, as

therapy may need

to be stepped-up or

reinstituted

The child’s height | Very low Weak

should be measured

(conditional)
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every year, or more
often.

For children | GINA The child should be | low Weak
aged 5 years | 2024 referred for expert (conditional)
and younger: assessment if
when to refer symptom  control
to asthma remains poor
specialist and/or  flare-ups
persist, or if side-
effects of treatment
are observed or
suspected
3.f | 4- Is self- British All  people with | High Strong
management | 2019 asthma (and/or
education, their parents or
including a carers) should be
written offered self-
personalized management
asthma action education,  which
plan should be should include a
offered to written
parents of personalized
children 5 asthma action plan
years and and be supported
younger? by regular
professional
review.
Table 4. Recommendations
B. Diagnosis and Management of asthma in
children 6 years and older
N Health Source Recommendatio | Quality of | Strength of
questions Guidelin | ns evidence Recommendatio
e n
Q4 . | GINA The diagnosis of
How S| 2024 asthma isgbased on GPS
asthma the history of
diagnosed?

characteristic
symptom patterns
and evidence of
variable
expiratory airflow

limitation and
reversibility by
spirometry

(appendix) or
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peak  expiratory
flow if available
rather than relying

on symptoms
alone.
Strong
ERS The task force
2021 recommends Moderate
spirometry as part
of the diagnostic
work-up of
children aged 5-
16 years with
suspected asthma
Q5 GINA Wheeze, shortness
t\r/]\éhat are 1 2024 of breath, cough GPS
. and/or chest
characteristi ) _
¢ symptom tightness:
* Often worse at
patterns o night or in the
asthma? g .
early morning.
* Vary over time
and in intensity.
» Triggered by
viral  infections,
exercise, allergen
exposure, changes
in weather,
laughter, or
irritants such as
car exhaust fumes,
smoke or strong
smells.
Stepwise approach for management of asthma for children 6 years and older
Q6.a In children | GINA Start withstep 1in | .
6yearsand | 2024  |children  with: | 9P Strong
older, what Symptoms <twice
is the / week
criteria to As-needed  low-
start step 1 dose ICS
to control
the
symptoms
and
minimize

future risk?
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Q6.b

GINA

Low dose ICS

\é\;?&trrlesdthe 2024 taken  whenever éntermedlat Strong
controller in SABA taken
step 1?
Q7.a . GINA Start with step 2 in
;e”a‘i?"drzrr']g 2024 |children  with: GPS
older. what is Symptoms >twice
the criteria éai\f’eek but - not
to start step?2 y
to control the
symptoms
and
minimize
future risk?
Q7b What is the ?()IZN4A Il:z:as”y low dose High Strong
preferred
controller in
step 2?
Q7.c . GINA Daily .
Xﬁ:ﬁ:{ Is the 2024 Leukotrienes High Strong
controller ;iizpt)onris ¢
options in or g Intermediat | Strong
2
step 2° low dose ICS ¢
taken  whenever
SABA taken
Q8.a . GINA Start with step 3 in p
;/r;acrf;lldr?ng 2024 children with: GPS
older, what is Symptoms m_ost
the criteria days or waking
to start step3 from asthma once
to control the or more / week
symptoms
and
minimize
future risk?
Q8.b . GINA Low dose ICS-| ..
What is the High Strong
preferred 2024 LAB_A OR
controller in Medium dose ICS
or .
l)
step 3~ Very low dose (Ientermedlat Strong
ICS-LABA
(MART)
Q8.c . GINA Low dose ICS+
What is the 2024 LTRA GPS
other
controller
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options in

step 37
Q9.a In children | GINA Start with step 4 in Very low Weak
6 yearsand | 2024 children with: (conditional)
older, what Symptoms  most
is the days or waking
criteriato from asthma once
start step4 to or more / week +
control the low lung functions
symptoms if available
and
minimize
future risk?
Q9.b . GINA Medium dose .
What is the 2024 ICS-LABA Intermediate| Strong
preferred OR
controller in
step 47 Low dose ICS-
LABA (MART) | Very low Weak
OR Refer for (conditional)
expert advice
Qo.c . GINA Add-on .
Xl/::rt is the 2024 tiotropium High Strong
controller or
‘S’tpeg‘)f; n Add on LTRA GPS
Q10.a | Inchildren | GINA Start with step 5
6yearsand |2024  |inchildrennot | V&Y 1OW Wer?é(.t. .
older, what controlled with (conditional)
is the step 4 and refer to
criteria to expert
start step 5
to control
the
symptoms
and
minimize
future risk?
Q10.0 What is the ;5()'2N4A Rﬁ;ﬁgt ic for High Strong
preferred gssessnxgnt
expert . xhigher dose ICS-
controller in
LABA
step 5?
or
GPS
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Add-on therapy,
e.g. anti-IgE,,
anti- IL5, Add on

long acting
muscarinic
antagonist
(LAMA)
(Tiotropium)  or
anti-IL4R
Q10.c . GINA Consider add on p
What is the | o, low dose OCS but GPS
other consider side
controller
) ) effects
options in
step 5?
Difficult to treat asthma
Q11 .| GINA It is asthma that is
What is GPS
difficult  to 2024 unco_ntrolled
despite
treat .
asthma? prescribing of

medium- or high-
dose ICS with a
second controller
(usually a LABA)
or with
maintenance

OCS, or that
requires high-dose
treatment to
maintain good
symptom control
and reduce the risk
of exacerbations.
It does not mean a
‘difficult patient’.
In many cases,
asthma may
appear to be
difficult to treat
because of
modifiable factors
such as incorrect
inhaler technique,
poor adherence,

smoking or
comorbidities, or
because the
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diagnosis is
incorrect

Q12

How to
assess
difficult to
treat
asthma?

British
2019

British
2019

GINA
2024

GINA
2024

Patients with
difficult  asthma
should be
systematically
evaluated,
including:

A. Confirmation
of the diagnosis of
asthma (refer to

Q1land Q4)

B. Clinician
should  consider
poor adherence to
maintenance
therapy

C. Review history
and examination
for comorbidities

These include
anxiety and
depression,
obesity,

deconditioning,
chronic
rhinosinusitis,
inducible
laryngeal
obstruction,
GERD,
obstructive sleep
apnea,
bronchiectasis,
cardiac  disease,
and kyphosis due
to  osteoporosis.
Investigate
according to
clinical suspicion.

D. Modifiable risk

factors and
triggers: identify
factors that

Very low

Low

Weak
(conditional)

Weak
(conditional)

GPS

GPS
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increase the risk of
exacerbations,
e.g.,
environmental
tobacco exposure,
other
environmental
exposures (indoor
and outdoor) air
pollution, molds
and noxious
chemicals, and
medications such
as beta-blockers
or  nonsteroidal
anti-inflammatory
drugs (NSAIDs).

Asthma resistant to thera

y

Q13

What is
asthma
resistant to
therapy?

GINA
2024

Severe asthma is a
subset of difficult-
to-treat asthma. It
means asthma that
is  uncontrolled
despite adherence
with maximal
optimized  high-
dose ICS-LABA
treatment and
management  of
contributory
factors, or that
Worsens when
high-dose
treatment is
decreased

GPS

Q14

When to
refer
patients with
asthma
resistant to
therapy?

GINA
2024

In  Children 6
years and older

Children with
persistent asthma
symptoms or
exacerbations

despite correct
inhaler technique
and good
adherence  with
Step 4 treatment
and in whom other

Very low

Weak
(conditional)
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controller options
have been
considered,
should be referred
to a specialist with
expertise in
investigation and
management  of
severe asthma, if
available

Q15

How to

GINA

In Children 6

assess 2024 years and older GPS
asthma -Further
resistant to assessment  and
therapy? management
should be done by
a specialist,
preferably in a
multidisciplinary
severe asthma
clinic if available
-Additional
investigations
may be
appropriate  for
identifying  less-
common
comorbidities and
differential
diagnoses
contributing  to
symptoms and/or
exacerbations and
should be based
on clinical
suspicion
-Assess the severe
asthma phenotype
Immunotherapy (IT)
Ql6 GINA . Consider
What about 2024 ) skin prick test GPS
the role of -
allergy (SP'I_') or specific
testing  for :)geEolrfenOt done
severe
asthma?
QL7 What is the gcégZIA) i.mmun(')at\rl:ee;g]en Very low Weak
role of IT in Py (conditional)
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asthma
control?

may be considered
as add-on-therapy
for asthmatic
children who have
clinically
significant
sensitization  to
aeroallergens
including  those
with allergic
rhinitis.

. When
considering SCIT
for children with
asthma the
potenial benefits
compared  with
pharmacological
treatment and
allergn avoidance
must be weighed
against the risk of
adverse  effects
and the
inconvience and
the cost of
prolonged coarse
of therapy (3-5
years)

Q18

What is the

role
biological
therapy
asthma
treatment?

of

in

GINA
2024

If available and
affordable,
consider an add-
on Type 2 targeted
biologic for
patients with
severe asthma
who have allergic
or  eosinophilic
biomarkers or
need maintenance
OCS.

. Where
relevant, test for
parasitic infection,
and treat if
present,  before

GPS
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commencing
treatment.

. Consider
whether to start
first with anti-1gE,
anti-IL5/5Ra,
anti-IL4Ra or

anti-TSLP
Prevention
Q19 What is the best practice to prevent or reduce the severity of asthma
attacks?
Q19.a | Which British . Measures | High Strong
interventions | 2019 to reduce in utero
(avoidance or or early life
reduction of exposure to single
exposure to aeroallergens,
environmenta such as house
| factors) at dust mites or pets,
home, school or single food
and outdoor allergens, are not
environment recommended for
can improve the primary
asthma prevention of
control and asthma.
prevent or
reduce the British . For
severity of 2019 children at risk of | High Strong
asthma developing
attacks? asthma, complex,
multifaceted
interventions
targeting multiple
allergens may be
considered in
families able to
meet the costs,
demands and
inconvenience of
such a demanding
program.
Q19.b | Isfood British In the absence of | Intermediate | Strong
allergen 2019 any evidence of

avoidance for

benefit and given
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mothers is
beneficial for

the potential for
adverse effects,

preventing maternal food

childhood allergen

asthma? avoidance during
pregnancy and
lactation is not
recommended as
a strategy for
preventing
childhood asthma.

Q19.c | What is the British Breastfeeding Low Weak
effect of 2019 should be (conditional)
encouraging encouraged for its
breast many benefits,
feeding in including a
infants for potential
asthma protective effect
prevention? in relation to early

asthma

Q19.d | Is Avoidance | British Patients with Intermediate | Strong
of tobacco 2019 asthma and
smoke and parents/carers of
other air children with
pollutants asthma should be
decrease the advised about the
risk of dangers of
wheezing in smoking and
infancy and second-hand
the risk of tobacco smoke
persistent exposure on their
asthma. children including

increased
wheezing in
infancy and
increased risk of
persistent
asthma., and
should be offered
appropriate
support to stop
smoking.

Q19e. | Is British Immunizations Low Weak

1 Immunization | 2019 should be (conditional)
s have any administered

consideration

independent of
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s related to any

asthma in considerations

infants and related to asthma.

children
Q19e. | Is GINA Pneumococcal GPS
2 pneumococca | 2024 vaccine protects

| vaccine against invasive

indicated for pneumococcal

asthma? infection, but

asthma alone is
not a specific
indication for

pneumococcal
vaccination.
Q19.e. | Isinfluenza | GINA Advise patients GPS
3 vaccine 2024 with moderate to
indicated for severe asthma to
asthma receive an
influenza

vaccination every
year, or at least
when vaccination
of the general
population is
advised

Evidence to recommendations: Considerations

The GDG was guided by the results of the AGREE Il appraisals of the eligible CPGs and
thoroughly reviewed the recommendations of the original sources of appraised Guidelines
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 develops group of good practice statements to improve
acceptability and feasibility.

Implementation considerations

To improve Asthma care 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.
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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 bronchial asthma diagnosis, treatment, and prevention strategies
into the Egyptian health system:

1. Develop a multidisciplinary working group.

2. Assess the status of asthma 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.

4. Identify barriers to, and facilitators of implementation.

o

Select an implementation framework and its component strategies.

6. Develop a step-by-step implementation plan:

Select the target populations and evaluate the outcome.
Identify the local resources to support the implementation.
Set timelines.

Distribute the tasks to the members.

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

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

Educational materials: printed or electronic information (software).
Web-based education: computer-based educational activities.

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).
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.

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

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

2. For Patients and care givers

Patient education materials (Arabic booklet): Printed/electronic information
aimed at the patient/consumer, family, caregivers, etc.
Reminders: the provision of information verbally, on papers or electronically
to remind a patient/consumer to perform a particular health-related behaviors.
Mass media campaigns.
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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, 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
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).

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

1. Manual for physician for diagnosis and algorithm for management of bronchial asthma
2. Arabic Educational materials for nurses and mothers
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Illustration how to use aerochamber?

https://www.magonlinelibrary.com/doi/abs/10.12968/bjsn.2016

1- MDI without spacer

Remove cap Breathe out Breathe in and Hold your Slowly
and shake all the way. press down on breath for a breathe out.
inhaler. the inhaler. count of 10.

2- MDI with spacer
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Remove cap Insertinhaler Breathe out Press down on the Hold your Slowly
and shake into spacer. all the way. inhaler. Slowly breath for a breathe out.

inhaler. breathe in. count of 10.

https://www.saintlukeskc.org

3-How to use a DPI ?

SN e 4 - !
) L

o, !
-

B

>

Open the Breathe out. Breathe in Hold your Breathe out Close the
inhaler. deeply through breath for a slowly. inhaler.
the inhaler. count of 10.

https://www.saintlukeskc.org

4-Nebulizer
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HOW TO USE A NEBULIZER

1.Put Medication in
the cup

Mouth —

on PaN Q | 47

Maske ‘,é
E O (i\ \)

4 Place mask on face (for babies and
smaller children) or insert mouth piece
(for older children and adults).

ight help such as
ing the baby a bottle
and you may have

h way works better for them

https://bluefishmd.com2017

Limitations and suggestions for further research needs

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

e More epidemiological research.

e Studies on parents attitude, behavior and knowledge about asthma management

e Efficacy studies on the management protocols

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

e Socially and economically unprivileged population

e Lack of enough trained healthcare workers to deal with these problems

e Limited resources

Strengthen the evidence base of the next update of this guideline by generating GRADE
summary of finding tables, evidence profiles, and EtD frameworks.
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Monitoring and evaluating the impact of the guideline.

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

1. Adherence to asthma Guidelines
e Numerator: Number of children with asthma who received treatment as per
guideline recommendations.
e Denominator: Total number of children diagnosed with asthma
e Data Source: Hospital or clinic patient records.
2. Duration of Hospital Stay
e Numerator: Total number of hospital stay days for children with severe asthma
e Denominator: Total number of children admitted with asthma
e Data Source: Hospital admission and discharge records.
3. Rate of Readmission
e Numerator: Number of children readmitted with symptoms of asthma within a
certain period (e.g., 30 days) after discharge.
e Denominator: Total number of children initially admitted with asthma.
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 WGAG has decided to conduct the next review of this adapted CPG for updates after
three years. This should be carried out in 2027 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 fore mentioned local healthcare settings except if any
breakthrough evidence- based recommendations are published before that date. The updating
will be guided by the Checklist for the Reporting of Updated Guidelines (CheckUp) that is one
of the AGREE Tools
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Web annexes

The following annexes can be added as a package of standalone supplementary
documents.

Keywords: The MeSH terms for " Guideline for the prevention and management of
Asthma management in children " on PubMed are: asthma, ICS, LABA / children 5
years and younger, children 6 years and older, difficult to treat asthma,
immunotherapy / prevention, / management.
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Annex Table 2. Results of the AGREE Il assessment of the five source guidelines for

asthma.
AGREE Il/ CPGs ERS GINA JPGL BTS/SIGN CTS
Domain 1 (Scope) 53% 83% 81% 63% 89%
Domain 2 53% 80% 80% 81% 85%
(Stakeholder)
Domain 3 (Rigor) 49% 85% 76% 73% 84%
Domain 4 (Clarity) 54% 85% 83% 80% 89%
Domain 5 45% 78% 65% 68% 89%
(Applicability)
Domain 6 46% 69% 89% 78% 78%
(Independence)
Overall assessment 1 54% 83% 78% 78% 94%
Recommend for use YES-2 YES-0 YES-1 YES-1 YES-0

(Overall assessment 2)
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