
Appendix Table 1 Health Questions used to develop this Adapted CPG
	Diagnosis

	Q 1a
	In infants presenting to hospital or hospitalized, how could clinicians diagnose acute bronchiolitis?

	Q 1b
	In infants presenting to hospital what factors in history and physical examination contribute to a differential diagnosis of bronchiolitis?

	Q 2
	In infants presenting to hospital with bronchiolitis, what are the risk factors for admission or severe disease?

	Q 3
	In infants presenting to hospital or hospitalized with bronchiolitis, does performing a CXR beneficially change medical treatment or clinically relevant end-points? 

	Q 4
	In infants presenting to hospital or hospitalized with bronchiolitis, does performing laboratory tests (blood and/or urine) beneficially change medical treatment or clinically relevant end-points? 

	Q 5
	In infants presenting to hospital or hospitalized with bronchiolitis, does performing virological investigations beneficially change medical treatment or clinically relevant end-points?

	Q 6
	For infants presenting to hospital or hospitalized with bronchiolitis, does use of a bronchiolitis scoring system beneficially change medical treatment or clinically relevant end-points?

	Q 7
	For infants presenting to hospital or hospitalized with bronchiolitis, what criteria should be used for safe discharge? 

	Treatment

	Q 8a
	In infants and children presenting to hospital or hospitalized with bronchiolitis, does administration of Beta2 agonists improve clinically relevant end-points? 

	Q 8b
	In infants presenting to hospital or hospitalized with bronchiolitis, with a personal or family history of atopy, does administration of Beta2 Agonists improve clinically relevant end-points? 

	Q 9
	In infants presenting to hospital or hospitalized with bronchiolitis, does administration of nebulised hypertonic saline improve clinically relevant end-points? 

	Q 10
	Does the inhaled Epinephrine improve clinically relevant outcome?

	Q 11
	In infants presenting to hospital or hospitalized with bronchiolitis, does administration of the combination of glucocorticoids (systemic or inhaled) and adrenaline improve clinically relevant end-points? 

	Q 12
	Does the use of corticosteroids improve clinically relevant outcome?

	Q 13
	Does the use of antiviral treatment improve clinically relevant outcome?

	Q 14a
	In infants presenting to hospital or hospitalized with bronchiolitis, does administration of supplemental oxygen improve clinically relevant end-points? 

	Q 14b
	In infants presenting to hospital or hospitalized with bronchiolitis, what level of oxygen saturation should lead to commencement or discontinuation of supplemental oxygen to improve clinically relevant end-points? 

	Q 14c
	In infants hospitalized with bronchiolitis does the use of heated humidified high flow oxygen, or air, via nasal cannula improve clinically relevant end-points? 

	Q 15
	In infants hospitalized with bronchiolitis does continuous monitoring of pulse oximetry beneficially change medical treatment or clinically relevant end-points? 

	Q 16
	In infants hospitalized with bronchiolitis, does chest physiotherapy improve clinically relevant end-points?

	Q 17a
	In infants hospitalized with bronchiolitis, does suctioning of the nose or naso pharynx improve clinically relevant end-points? 

	Q 17b
	In infants hospitalized with bronchiolitis, does the use of nasal saline drops improve clinically relevant end-points? 

	Q 18
	In infants hospitalized with bronchiolitis, does the use of CPAP improve clinically relevant end-points? 

	Q 19
	In infants hospitalized with bronchiolitis, is providing home oxygen a safe alternative for treatment? 

	Q 20
	  In infants presenting to hospital or hospitalized with bronchiolitis, does the use of antibiotic medication improve clinically relevant end-points? 

	Q 21a
	In infants presenting to hospital or hospitalized with bronchiolitis, does hydration (oral & non-oral) improve clinically relevant end-points?

	Q 21b
	In infants presenting to hospital or hospitalized with bronchiolitis, what forms of non-oral hydration improve clinically relevant end-points?

	Q 21c
	In infants presenting to hospital or hospitalized with bronchiolitis, does limiting the volume of non-oral hydration impact on clinical relevant end-points?

	Prevention

	Q 22
	What are the criteria for giving Palivizumab prophylaxis to infants and children by a clinician? 

	Q 23
	How the clinicians prescribe the dose, frequency, and duration of the Palivizumab prophylaxis to the selected infants? 

	Q 24
	In infants presenting to hospital or hospitalized with bronchiolitis, does infection control practices (hand decontamination) improve clinically relevant end-points? 

	Q 25
	What is the preferred disinfectant to be used by the clinician?

	Q 26
	Should the clinicians educate personnel and family members on hand sanitation?

	Q 27
	Does tobacco smoking affect the clinical outcome in treatment of bronchiolitis in infants and children? 

	Q 28
	 Does breastfeeding affect the risk of having lower respiratory tract disease in infants?


Abbreviations: CPAP: Continuous Positive Airway Pressure, CPG: clinical practice guideline, CXR: Chest X-ray, Q: (health) question,






















Appendix Table 2 AGREE II domain scores for the assessed CPGs
	AGREE II Domains
	AAP CPG 2014-2018
	PREDIT CPG 2018

	1 (scope and purpose)
	83 %
	91 %

	2 (stakeholder involvement)
	83 %
	69 %

	3 (rigour of development)
	83 %
	81 %

	4 (clarity and presentation)
	81 %
	85 %

	5 (applicability)
	75 %
	47 %

	6 (editorial independence)
	86 %
	72 %

	Overall assessment 1
	83 
	83 %

	Overall assessment 2
	Yes (1), Yes with modifications (2), No (0)
	Yes (2), Yes with modifications (1), No (0)


Abbreviations: AAP: American Academy of Pediatrics, AGREE: Appraisal of Guidelines for Research and Evaluation, CPGs: clinical practice guidelines, PREDICT: The Paediatric Research in Emergency Departments International Collaborative




















Appendix Table 3 Initial clinical assessment of children with bronchiolitis 
	This initial assessment table provides guidance to stratify severity. The more symptoms the infant has in the moderate to severe categories, the more likely he/she is to develop severe disease.

	
	MILD
	MODERATE
	SEVERE

	Behavior
	Normal
	Some/ intermittent irritability
	Increase irritability and/ or lethargy
Fatigue

	Respiratory rate
	Normal-mild tachypnoea
	Increased respiratory rate
	Marked increase or decrease in respiratory rate

	Use of accessory muscles
	Nil to mild chest wall retraction
	Moderate chest wall retractions
Tracheal tug
Nasal flaring
	Marked chest wall retractions
Marked tracheal tug
Marked nasal flaring

	Oxygen saturation/ oxygen requirement
	O2 saturations greater than 92% (in room air)
	O2 saturations 90-92%
(in room air)
	O2 saturations less than 90% (in room air)
Hypoxemia, may not be corrected by O2

	Apneic episodes
	None
	May have brief apnea
	May have increasingly frequent or prolonged apnoea

	Feeding
	Normal
	May have difficulty with feeding or reduced feeding
	Reluctant or unable to feed





















Appendix Table 4 Modified Tal Score (a validated score for prediction of bronchiolitis severity)

	

Score
	Respiratory rate (breaths/min)
	

Wheezing

	
O2 saturation
(room air)
	
Accessory respiratory muscle utilization

	
	Age < 6months
	Age ≥ 6months
	
	
	

	0
	≥ 40 
	≥  30 
	None
	≥ 95 
	Non (no chest indrawing)

	1
	41-55
	31-45
	Expiration only
	92-94
	+ Presence of mild intercostal indrawing

	2
	56-70
	46-60
	Expiration & inspiratory with stethoscope only
	90-91
	++ Moderate amount of intercostal indrawing

	3
	≥ 71
	≥ 61
	Expiration & inspiratory without stethoscope only
	≥ 89 
	+++ Moderate or marked intercostal indrawing with presence of head bobbing or tracheal tug


























Appendix Table 5 Decision support record for the BGAG using the ‘Adapted ADAPTE methodology
	PHASE
	MODULE
	STEP
	TOOL
	DECISION
	REASON (if not utilized)

	
	
	
	
	Utilized
	Not utilized
	

	ONE: SET-UP
	0. Preparation
	1
	1
	√
	
	

	
	
	
	2
	√
	
	

	
	
	2
	
	√
	
	

	
	
	3
	
	√
	
	

	
	
	4
	
	√
	
	

	
	
	5
	3
	√
	
	

	
	
	
	4
	√
	
	

	
	
	
	1
	√
	
	

	
	
	6
	5
	√
	
	

	TWO: ADAPTATION
	2.1. Scope and Purpose
	7
	6
	√
	
	

	
	2.2. Search and Screen
	8
	2
	√
	
	

	
	
	
	7
	√
	
	

	
	
	9
	8
	√
	
	

	
	
	10
	9
	
	√
	Not utilized. The BGAG decided to rely on inclusion/ exclusion criteria and PIPOH compatibility

	
	
	
	10
	
	√
	

	
	2.3. Assessment
	11
	9
	√
	
	

	
	
	
	10
	√
	
	

	
	
	12
	11
	√
	
	

	
	
	13
	12
	
	√
	Not utilized. The BGAG decided to select and adopt all the recommendations from two Source CPGs: PREDICT & AAP

	
	
	14
	13
	
	√
	The BGAG decided to rely on Domain 3 scores of the AGREE II appraisal

	
	
	
	14
	
	√
	

	
	
	15
	15
	
	√
	The BGAG decided to rely on Domains 2 and 5 scores of the AGREE II appraisal

	
	2.4. Decision and Selection
	16
	
	√
	
	

	
	
	17
	
	√
	
	[bookmark: _GoBack]Decision making and selection (5 options). The BGAG adopted the recommendations with their evidence.

	
	2.5. Customization
	18
	16
	√
	
	

	THRE: FINALIZATION
	3.1. External Review and Acknowledgment Module
	19
	17
	√
	
	

	
	
	20
	
	√
	
	

	
	
	21
	
	√
	
	

	
	
	22
	
	√
	
	

	
	3.2. Aftercare Planning
	23
	18
	√
	
	

	
	3.3. Final Production
	24
	
	√
	
	


Abbreviations: BGAG: Bronchiolitis Guideline Adaptation Group
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