Appendix

Development of recommendations and suggestions
Selection of Task Force members
The selection of the group members was based on interest in specific aspects of novel coronavirus disease (COVID–19) and direct experience in low– and middle–income countries (LMICs). Alfred Papali and Marcus Schultz contacted potential team members through email and in person early in the pandemic of COVID–19, and created 8 subgroups assigned to separate areas in COVID–19 management, i.e., ‘triage’, ‘safety’, ‘organization’, ‘microbiology and laboratory tests, imaging tools, and diagnostic and prognostic modeling’, ‘acute respiratory failure, ‘acute kidney injury’, ‘coagulopathy, ‘prevention and therapy’, ‘shock’ and ‘support after initial care’. In total, there were 38 Task Force members representing five medical specialties or disciplines (emergency medicine, intensive care, infectious diseases, internal medicine and critical care nursing) from five out of six World Health Organization (WHO) geographic regions. The Task Force consisted of 16 full-time LMIC members, 16 full time high-income country (HIC) members—all with direct LMIC experience—and 6 members with joint LMIC/HIC appointments.
Selection of subgroup members
Ary Serpa Neto, William Checkley, Chaisith Sivakorn, Madiha Hashmi, Marcus Schultz and Alfred Papali were assigned to this subgroup based on their specific expertise and interest in acute respiratory failure and mechanical ventilation.
Meetings
An initial internet subgroup heads–meeting was held to establish the procedures for literature review and drafting of tables for evidence analysis. The subgroup heads continued work via the internet. Several meetings occurred through teleconferences and electronic–based discussions among the subgroup heads and with members of other subgroups.
In the first meetings, a set of clearly defined questions regarding laboratory tests, imaging tools and diagnostic and prognostic modeling were formulated. These were reviewed for content and clarity by the subgroup members and heads from the other subgroups. After approval by the subgroup members and heads from the other subgroups, the subgroup members split up, each seeking evidence for recommendations regarding three or four of the specific questions posed, seeking help from the subgroup members in identifying relevant publications where necessary. During this process, questions could be combined, so the subgroup heads were finally left with four major questions. The subgroup heads summarized the evidence in an online supplement, and formulated a set of recommendations and suggestions after online discussions. These were communicated among the subgroup members. After their approval, the subgroup heads summarized the evidence in a report, which was sent for approval by all members of the Task Force.
Search techniques
The literature search followed the same techniques as previously described before.1 In case a question was identical to one in those recommendations, the subgroup members only searched for additional articles, specifically new investigations or meta-analyses related to the questions, in a minimum of one general database (i.e., MEDLINE, EMBASE) and the Cochrane Libraries. Furthermore, the subgroup members identified investigations from LMICs and also searched for unpublished study results.
Grading of Recommendations
The subgroup members classified quality of evidence as high or low and recommendations as strong or weak. The factors influencing this classification are presented in Appendix table 1.

	Appendix Table 1. Quality of Evidence

	A
	Randomized clinical trials
	High

	B
	Downgraded randomized clinical trial(s) or upgraded observational studies
	High

	C
	Observational studies
	Low

	D
	Downgraded observational studies or expert opinions
	Low

	Factors that may decrease strength of evidence include high likelihood of bias; inconsistency of results, including problems with subgroup analyses; indirectness of evidence (other population, intervention, control, outcomes, comparison); imprecision of findings; and likelihood of reporting bias.
Factors that may increase strength of evidence: large magnitude of effect (direct evidence, relative risk > 2 with no plausible confounders); very large magnitude of effect with relative risk > 5 and no threats to validity (by two levels); and dose–response gradient.
Adapted from Dondorp AM, Dünser MW, Schultz MJ, eds., 2019. Sepsis Management in Resource–limited Settings. Springer. doi.org/10.1007/978-3-030-03143-5




The subgroup members paid extensive attention to several other factors as used before, but now focusing on LMICs, i.e., availability and feasibility in LMICs, and safety matters in LMICs. A strong recommendation was worded as ‘we recommend’ and a weak recommendation as ‘we suggest’. A number of recommendations could remain ‘ungraded’ (UG), when, in the opinion of the subgroup members, such recommendations were not conducive for the process described above (Appendix table 2).

	
Appendix Table 2. Strong versus Weak Recommendations*

	What is Considered
	How it affects the recommendation

	High evidence
	The higher the quality of evidence, the more likely a strong recommendation.

	Certainty about the balance of benefits vs. harms and burdens
	The larger/smaller the difference between the desirable and undesirable consequences and the certainty around that difference, the more likely a strong/weak recommendation.

	Certainty in or similar values
	The more certainty or similarity in values and preferences, the more likely a strong recommendation.

	Resource implications
	The lower/higher the cost of an intervention compared to the alternative the more likely a strong/weak recommendation.

	Availability and feasibility in LMICs
	The less available, the more likely a weak recommendation.

	Affordability for LMICs
	The less affordable, the more likely a weak recommendation.

	Safety of the intervention in LMICs
	The less safe in an LMIC, the more likely a weak recommendation.

	*, in case of a strong recommendation we use ‘we recommend …’; in case of a weak recommendation we use ‘we suggest …’
Adapted from Dondorp AM, Dünser MW, Schultz MJ, eds., 2019. Sepsis Management in Resource–limited Settings. Springer. doi.org/10.1007/978-3-030-03143-5
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The report was edited for style and form by Alfred Papali or Marcus Schultz, with final approval by subgroup heads and then by the entire ‘COVID–LMIC Task Force’. A final document was submitted to the ‘American Journal of Tropical Medicine and Hygiene’ for potential publication as a 1,000–word article, and made open access.
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