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Overview

= Transmission:

e Droplets and direct contact

e \Virus can survive on surfaces for hours
= Clinical spectrum:

e Mild disease: upper respiratory symptoms
e Moderate: bronchiolitis, bronchitis

e Severe: pneumonia, acute respiratory failure

= Management: mainly supportive

e oxygen therapy

® respiratory support

RSV is a key driver of SARI burden and hospitalizations globally



hospitalizations, especially in infants and older adults
= No widely available antiviral treatment — outcomes
depend on timely and effective supportive care
= Adequate clinical management reduces:

e Lethality

e Hospital / ICU admissions

e Complications (e.g., ARDS, secondary infections)

» Strongly dependent on:
e availability of oxygen and trained staff

e organized care pathways (SARI management)

Effective clinical management is critical to reduce RSV-related morbidity and mortality




Elaboration of guidelines: rapid, transparent and

trustworthy evidence to the bedside
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Collaboration of hundreds of people...
clinicians, researchers, methodologists, systematic reviewers, journal editors, patients and families



Methodology

-GRADE (Grading of Recommendations, Assessment, Development and Evaluation) approach

Multidisciplinary Expert Panel convened, with conflict-of-interest disclosure

Target Populations
* Pediatric population (including preterm and high-risk infants
« Adult population (older adults and individuals with comorbidities
* Pregnant population

-Development of 8 PICO questions, followed by systematic evidence review
uideline Development Group (GDG) face-to-face meeting (Bogota, Septem
ecommendations formulated using a modified Delphi method, prioritizing:

Clinical relevance

Feasibility

Equity

Regional applicability

Consensus Criteria: achieved with 280% agreement among GDG members

er 2025

-Panel of external reviewers

Author(s):

Question: Prophylaxis with a single dose of nirsevimab before or at the start of the RSV season compared to No prophylaxis with nirsevimab (usual care). in Infants younger than 6 months born during or before the start of RSV season (includes full-term and preterm infants with no
other risk factors) and < 24 months with risk factors in RSV season

Setting:

Bibliography:

Real-world effectiveness of nirsevimab against respiratory
syncytial virus disease in infants: a systematic review and
meta-analysis

Dewan Md Sumsuzzman, Zhen Wang, Joanne M Langley, Seyed M Moghadas

Summa

Background Nirsevimab was approved in 2023, and i in allinfant i isation progr in several
high-income countries to prevent lower respiratory tract infection (LRTI) caused by respiratory syncytial virus (RSV).
Knowledge of real-world effectiveness of broad b crucial to validate in
clinical trials and guide immunisation policy. We assessed the real-world effectiveness of nirsevimab in populations
where infant immunisation programmes were introduced.

Methods For this systematic review and meta-analysis, we searched MEDLINE, Embase, Web of Science, Scapus,
Global Health, and medRxiv from Jan 1, 2023, to Feb 25, 2025, to identify ional studies of i isati

ith 2025
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programmes for infants aged 2 years or younger in routine clinical practice reporting original data for the real-world
effectiveness of nirsevimab. The primary analysis focused on infants aged 12 months or younger. Pooled analyses

done with is i d hospital admissions, intensive care unit (ICU)
admissions, and RSV-related LRTI incidence. For length of hospital stay. we used a restricted maximum likelihood
random-effects model to estimate the weighted mean difference (WMD) in days between the nirsevimab and control
groups. This study is registered with PROSPERO (CRD42024628782).

Findings We identified and screened 1238 recards, of which 32 cohort and case-control studies from five countries
(France, Italy, Lusembourg, Spain, and the USA) were included in the systematic review and 27 of them were included
in the meta-analysis. Nirsevimab was associated with a lower odds of RSVerelated hospitalisation (odds ratio 0-17;
95% C1 0-12-0-23; ’=85-8%), a lower odds of ICU admission (0-19; 0-12-0-29; 55-6%), and a lower odds of LRTI
incidence (0-25; 0-19-0-33; 35-1%) in infants aged 0-12 manths. However, length of hospital stay did not differ
between the nirsevimab and control groups (WMD 0-01; 95% C1-0-63 to 0-65; P=62-3%).

Interpretation Our findings indicate that the benefits of nirsevimab observed in dlinical trials are also evident in
real-world settings, effectively reducing the burden of RSV disease in infants and, consequently, health-care use.

Funding Natural Sciences and Engincering Research Council of Canada and the Canadian Immunization Research

Network.

Copyright @ 2025 Elsevier Ltd. All rights reserved, including those for text and data mining, Al trai

technologies.

Introduction
Respiratory syncytial virus (RSV) is a leading cause of
lower respiratory ftract infection (LRTI), including
pneumonia and bronchiolitis, in young children and
infants, with the highest burden occurming in the first
6 months of life! Globally RSV is responsible for
approximately 3-2 million hospitalisations and up to
200000 deaths annually in children younger than age
5 years.! The economic burden of RSV-related LRTI in
young children is substantial, with hospitalisations
representing the largest share of healih-care costs.’ The
surge in illness with annusl outbreaks places substantial
strain on_paediatric emergency departments, hospital
bed availability, and health-care staff, thereby disrupting
the provision of other care.

Nirsevimab, a long-acting menoclonal antibody, has
been approved by several regulatory agencies, including

‘o thelance comichid adokescent: Yol 9 jume 2025,

g, and similar

the European Medicines Agency, the UK Medicines and
Healthcare products Regulatory Agency,* Health Canada.*
and the US Food and Drug Administration, based on
prelicensure trial evidence showing its safety and efficacy
in preventing RSV-associated LRTI in infants aged
12 months or younger, and in children with chronic
conditions aged younger than 2 years*' Nirsevimab
provides immediate passive immunity through a single
intramuscular injection administered before the anset of
RSV seasan, offering protection for at least 150 days.
Randomised controlled trials of nirsevimab have shown
high efficacy against RSV-related LRT] and severe disease
outcomes." but its effectiveness might vary in realworld
settings.

Several postlicensure real-world effectiveness studies
have shown that the effectiveness of nirsevimab is
influenced by factors such as age of infants, population
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Prophylaxis with a ’
single dose of | No prophylaxis with . Ceranty
Ne of ) ; ) . o ) LI Relative Absolute
o | studydesign | Riskotbias | Inconsistency | Indirectness Other considerations | nirsevimab before | nirsevimab (usual
studies (8% CI) (95% CI)
orat the start of the care).
RSV season
Hospitalization for RSV
225 | randomised | ot serous ot seious ot serous not serous none 12/1536 (0.6%) 3711025 (3.6%) RRO21 29 fewer per DOOD CRITICAL
trials (01110041) 1,000
(from 32 fewer High
021 fower)
Hospitalization for RSV
1615 non- serious: ot serious ot serous ot serous none 156585242 (1.9%) | 3978/51893 (7.7%) OR0.A7 63 fewer per 2000 IMPORTANT
randomised (0.12100.23) 1,000
studies (from 67 fewer Moderate:
10 58 fower)
Admission to PICU
o non- serious: ot seious ot serous ot seious none 17679545 0.2%) | 618/48023 (1.3%) 0R0.19 10 fewer per LY e) IMPORTANT
randomised (0.12000.29) 1,000
studies (from 11 fewer Modertee
109 ewer)
RSV-related LTRI incidence
7 non- serious: ot seious ot serous not serous none 39248303 (0.8%) | 104919569 (11.0%) OR025 80 fewer per 2000 IMPORTANT
randomised (0.1910033) 1,000
studies (from 87 fewer Moderate:
071 fower)
treated for RSV Non-RSV
Kl randomised | ot serous ot serous not serous ot serous none 2131 (24%) 51576 (8.9%) 0R025 65 fewer per 0000 IMPORTANT
trials (0.15100.40) 1,000
(from 74 fewer High
1051 fower)




Case management

OXIGENOTERAPIA EN LAFALLA RESPIRATORIASECUNDARIA INFECCION POR VRS

RESPIRATORY SAMPLE COLLECTION FOR INFLUENZA AND

OTHER RESPIRATORY VIRUSES' DIAGNOSIS

To ensure accurate diagnosis of respiratory viruses, it is imperative to collect
¢_ the correct specimen and to ensure the quality of the sample.

- Falla Respiratoria
Dificultad Respiratoria m inminente:
. 8 58102<90% Sat02<90% + -
R raccién tordcica SR = and :
¥ * SARInet plus P i S W _ _ o
e ) = Manejo sintomatico cianosis central o Types of specimens and procedure
Uittt i Derive seglin sea necesario periférica, MNasopharyngeal Is the optimal upper respiratory tract specimen collection method for influenza testing.
0,5-1 LPM recién nacidos compromiso de
1-2 LPM lactantes conciencia, etc.

The sjgns and symptoms

':1 - m Ul ic :,” ed 5/*D| 1-4 LPM nifios y adolescentes

1] = - -~ - - gy ;( 1"
Oela yed c apiliary refil AEvalie respuesta: Mayor Dificultad
Respirato ria 058102 < 90%

T R % T
(»3Isec <65 yeara o
Considereintubaciény

> 4 5 sec in older
pecpel fast and weak
"l{,!’,.'

Neurolagic hindings
include alteration in
mental status such as
coma, lathargy
confusion, sew

ures,

Mascarilla facial simple

5-10LPM
Considere tolerancia ydisponibilidad de otrossistemas

AEvalie respuesta: Mayor Dificultad
Respirato ria 05202 < 90%

Mascarilla con reservorio
(no reinhalacién)
10-15 LPM

VM protectora:
Inicie
Ve 6-8 mU/kg (PIM < 25)
-PEEP 8y titule segin
oxigenacién

Signos de
Emergencia o Falla
Respiratoria Mayor

Inminente

-Ti:0.5RN; 0.6 Lactante;
0.7-0.8 Nifios; 0.9
adolescentes.

-FR: 20-25 lactantes; 15-20
nifios; 10-15 adolescentas
-Fi02 para Saturar >80%y
<97%

~Titule segin mecédnica
pulmonar, atrapamiento
aéreoyhemodinamia para
PPl<28;DP<15;pH>7.2;

agitation

PEEP+ AutnPEFP <15

Uso transitorio si no hay otro sistema disponible

—

Considere Uso Secuencial de:
%, P Axveran Wk SR R T B i (de_acuer do arecursosy realidad local. Combined Nasal & Throat Swab
o™ ) % Respirato ria 0 5102 <90% Considere también traslado a Unidad de
s s on mayor cuidado)

“Considerar Ventilacién Mecinica No

®Considerar Oxigeno = =
pasal de alte fluio (HENG) IPAP: 8-10 con incrementos de 2 en2 Sample storage and transport
hasta 20-25 cm H20 Signos de

-0-10 kg: 2L/kg/min
®Considerar CPAP -10-20 kg: 20L + 0.5 ::“: T:;zf"m'z';"“"““ oema Emergencia o
-4-10 cmH20 en lactantes y L/kg/min por cada kilo
nifios sobre 10
-10-15 emH20 en adolescentes -20-40 kg: 0,51 Likg/min Respiratoria
A R (méx. 30LPM) (IPAP = PEEP +PS; EPAP =PEEP) Mavor

->40 kg: 0,5-1 Likg/min Y

(méx. 60LPM)

FiO2 méxima =1.0

PS:al menos 4 cm H20 sobre EPAP Falla

Considere VM| en pacientes cuando
alcance IPAP/EPAP: 20/10

FiO2 méxima s 1.0
e R R R R R R R R R R R R R R L T T R

A.  Cada evaluacion de respuesta no debe exceder de Los 20 minutos para decidir siguiente paso

et | PAHO 9:: @5t % sannecs
https://www.youtube.com/watch?v=UtzI7uOgJK0&ab channel=PAHOTV

00000
Respiratory sample collection infographic



https://www.youtube.com/watch?v=Utzl7uOgJK0&ab_channel=PAHOTV
https://www.paho.org/sites/default/files/2024-11/respiratory-sample-collection-infographic.pdf

ABCDE Approach:
Assessment and Management RSV

A - Airwa
Intervention: Positioning, suction, airway adjuncts (cannula,
laryngeal mask), consider intubation

Assessment: Airway patency, stability

B - Breathinc

Intervention: Respiratory rate, pulse oximetry, oxygen therapy,
assisted ventilation, bronchodilators, corticosteroids

Assessment: Respiratory distress,
hypoxia, obstructive signs

C - Circulation
Assessment: Capillary refill, heart Intervention: IV access, ECG monitoring, fluid therapy,
rate/rhythm, blood pressure vasoactive drugs

{|

D - Disability (Neurologic)
Assessment: Level of consciousness, pupils, Intervention: Glasgow Coma Scale, AVPU scale,
motor response, seizures, glucose, pain benzodiazepines, glucose testing, sedation and analgesia

E - Exposure

Assessment: Full exposure to assess injuries,
temperature, rashes

Intervention: Control bleeding, serial temperature monitoring



Recommendation 1 — RSV vaccination in Older Adults

RSV vaccination (Pfizer ABRYSVO (1 IM dose) or GSK-AREXVY (1 IM dose)
compared to no vaccination in older adults (60-74 yvears old) or = 60 years old with
ooooo bidities

Patient or population: older adults (60-74 years old) or = 60 vears old with comorbidities

S trong rec Omme ndati On for :?:bt;i:i:ntion: RSV vaccination (Pfizer ABRYSVO (1 IM dose) or GSK-AREXVY (1 IM

dose)
Comparison: no vaccination

Anticipated absolute

s _ Strong recommendation for
Nt Corainy o RSV vaccination rests
ORI =t "o mainly on:
In older adults (60-74 years old) or adults < 60 o srciustion §\ Y Y o
1d with bidities. the P [ -moderate benefits in
ycars oia witl Comoroidaiucs, uic ran QEIE terms of reduction in

6 fewer per

< . . Lower respiratory 59250 RR 0.24 1,000 . . .
American Health Organization panel TN e e O e g acute respiratory infection
recommend giving RSV vaccination (Pfizer e (11 fewer per 1000)
ABRYSVO (1 IM dose) or GSK-AREXVY pmorwe (i, (980, e swimw @ms  _ ]ower respiratory tract

fewer)

fewer)

(1 IM dose) compared to no vaccination o wy Ifection (6 fewer per
. ] Medically treated a g;oogm 0201  00per E’ﬁom’426 1000)
for RSV LRTD (1RCT) Very lawd2 )7y 1.000 ——
(st.rong recommendation, moderate certainty S (1gon et al, 2025, Walsh et al, 2023)
eVldence) Fever 676 ®e00 ?{:{3:1-:: 13 per 1,000 (E’“"“Z
(1RCT)* Lowd® gm0 fewertod6
o




Recommendation 2 — RSV vaccination Pregnancy

RSV vaccination (Pfizer - ABRYSVO, RSVpreF) during pregnancy (28 to 36 weeks) compared to no vaccination in pregnant women

Patient or population: pregnant women

Setting:

Intervention: RSV vaccination (Pfizer - ABRYSVO, RSVpreF) during pregnancy (28 to 36 weeks)
Comparison: no vaccination

Anticipated absolute effects

]
Strong recommendation for WeIPSE  curmyotteavidans

Follow-up Riskwith novaccination (Pfizer - ABRYSVO, RSVpreF) during
pregnancy (28 to 36 weeks)

(GRADE)

Hospitalization in the first 6 months 7148 o080 RR 0.45 o 7 fewer per 1,000
for RSV (1 RCT)!2be Moderated (0.27 t0 0.75) ' (om 10 fewer to 3 fower)
Medically attended severe RSV-LRTI
In pregnancy (28 to 36 weeks), the Pan e i e RR o8 ) —
p g y ( ) ) (definition includes ICU >4h, HFNC, (1RCT)!# Moderate! (0.07 10 0.42) 10 per 1,000 (from  fower o 6 fewer)

MYV, Sp02<93%)- 90 days after birth

American Health Organization panel

(definition includes ICU >4h, HFNC, i 2D e (o 16 fower t0/10 fower)
MYV, Sp02<93%)- 180 days after birth (IRCT)! Moderate (01910 0.49)

re c O m m e n d RS V V a c c in atiO n (P ﬁZ e r Medically Attended RSV-Associated 7148 2000 RR0.43 S 9 fower er 100

Lower R%ggtg;}éfgghlllness- 90 (1 RCT)! Moderate (0.27 t0 0.68) (from 12 fewer to 5 fewer)
‘ /- Medically Attended RSV-Associated
AB RY S O ( 1 I M d O S e ) ) C O mp are d tO Lower Respiratory Tract Illness- 180 (17}ié§1’)‘ @gg@ o ?&2'3169) STpegtol) (ﬁmisée;:;e‘:izll,ggwer)
days after birth ’ ’

infants with RSV-LRTI with SpO2

° °
nO ‘ ac Clnatl On Stron <9O%- 90days after bll‘[h - forthe 7148 ®$@O RR0'21 4per 1000 3 fewer per 1,000
prioritized Respiratory support (NI'V, (1 RCT)! Moderated (0.06 to 0.74) i (Emd) wer (o 1 )

CNAF and VM)
L4 °
recommendation, moderate certaint
) y <90% - 180 days after birth - for the 7148 eel@) RR 0.45 . 3 fewer per 1,000
prioritized Respiratory support (NI'V, (1 RCT)! Moderated (0.20 to 0.98) ’ (from 4 fewer © 0 fewer)
CNAF and VM)

°
e V 1 de I l C e Infant RSV specific Mortality <6 6975 1:]10]0) RR 0.33 oper 100 e
months (1 RCT)? Lowdt (0.01 to 8.15) ’ (from 0 fewer © 2 morc)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and therelative effect of the intervention (and its 95% CI).

CI: confidence interval; RR: risk ratio

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: 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 certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the estimate of effect.




Recommendation 3 — Hypertonic Saline

Conditional recommendation for

Nebulized hypertonic saline solution (3%) compared to nebulized normal saline in
children under 2 vears of age in the emergency room or hospitalized with suspected RSV
infection or infection

In children under 2 years of age hospitalized with
suspected or confirmed RSV infection, the Pan

American Health Organization panel suggest using

nebulized hypertonic saline solution (3%)
compared to nebulized normal saline (conditional
recommendation, low certainty evidence)

Remarks: It 1s important to follow up on clinical
severity and to stop management with hypertonic
saline 1f no 1improvement 1s observed.

Patient or population: children under 2 years of age in the emergency room or hospitalized
with suspected RSV infection or infection

Setting: outpatient, inpatient and emergency department

Intervention: nebulized hypertonic saline solution (3%)

Comparison: nebulized normal saline

Anticipated absolute effects

Risk
Ne of Certainty Relative difference
: participants  of the effect Risk with with
Outcomes (studies)  evidence  (95% [N 1 1 D2
Follow-up (GRADE) CI) normal saline hys:lll:tnlzmc
solution
(3%)
The mean MD 0.52
L : 2803 fewer
ength of hospital stay 25 eeO0O ] length of 0.76 f
(days) ( Low? T
s RCTs)l234 o OSpia’ SHY- 160,27
(days) was 0 e
Rate of hospitalisation RR 0.86 SSI.fTWUED:;
follow-up: range 1 1980 ®000 ' per
hours to 72 hours after (10 RCTs)!®  Low® (0.76 to R R
enrollment 0.97) fewer to 12
fewer)
Clinical severity score The mean
(post-treatment) at day 1 [ MD 0.8
assessed with: Assessed 1377 e T lower
with: Wang clinical (13 Mod ) - ( gst- (1.2 lower
severity score (Scale ~ RCTs)!23» treatgzlent) at t0 0.5
from 0 to 12; lower = lower)

better) day 1 was 0




Recommendation 4 — Salbutamol

Conditional recommendation against

Nebulized or inhaled salbutamol compared to Conventional management (oxygen therapy if indicated, hydration and fever control if present) and
nebulization with SS 0.9% in pediatric patients under 2 years of age in the emergency department or hospitalization with susp ected or confirmed RSV

infection,

In pediatric patients under 2 years of age in the
emergency department or hospitalized with
suspected or confirmed RSV infection, the Pan
American Health Organization panel suggest
not using nebulized or inhaled salbutamol
compared to conventional management
(oxygen therapy 1f indicated, hydration and
fever control 1f present) and nebulization with
SS 0.9% (conditional recommendation against,

Patient or population: pediatric patients under 2 years of age in the emergency department or hospitalization with suspected or confirmed RSV infection,

Setting:
Intervention: nebulized or inhaled salbutamol

Comparison: Conventional management (oxygen therapy if indicated, hydration and fever control if present) and nebulization with SS 0.9%

N¢ of participants

Outcomes (studies)
Follow-up

Certainty of the
evidence
(GRADE)

Relative effect
(95% Cl)

Anticipated absolute effects

Risk with Conventional
management (oxygen

therapy if indicated, Risk difference

with nebulized
orinhaled
salbutamol

hydration and fever
control if present) and
nebulization with SS
0.9%

MD 0.01 higher

low certainty evidence)

o 146 $1:10]0) The mean length of
Length of hospitalization (2 RCTs)!2be Lowd et o0 g () (0.55 lower to
0.58 higher)
Hospitalization rate - not
reported
- . 430 600 The mean clinical severity MD 0.03 higher
Clinical severi ty score (8 RCTs 20! Lowehi core was 0 (0.33 lower to
0.38 higher)
MD 1.95 higher
Heart rate 4 Ré?':)z,b ik eﬁ?&? The mean heart rate was 0 (2.02 lower to
5.91 higher)
MD 0.03 lower
) 298 11010 ‘ ‘ ' The mean oxygen
Oxygen saturation (4 RCTs)2bn Lowbm - saturation was 0 (0.69 lower to

0.62 higher)




Systemic corticosteroids (oral or parenteral) compared to standard treatment (oxygen

Re c O m m e n d ati O n 5 — C O rt i C os te ro i d s therapy if indicated, hydration and fever control if present) without corticosteroids in

children with RSV infection

Patient or population: children with RSV infection
Setting:

Intervention: systemic corticosteroids (oral or parenteral)
Comparison: standard treatment (oxygen therapy if indicated, hydration and fever control if
present) without corticosteroids

Anticipated absolute effects
o o . . Risk with
Conditional recommendation against standard
Ne of “‘:i‘l‘l““ (e (oxygen Risk
Oucomes PRI evidence *oloct I
In children with RSV infection, the Follow-sp QR U ration and corticostereid
. . . if present) parenteral)
Pan American Health Organization without
panel suggest not using systemic - v
° d ength of stay - The mean : . {:lwweir
corticosteroids (oral or parenteral) oy Ty asamne 0O oty Ol
4 ays was ey
compared to standard treatment Clmieal soore Sy —
th . f . d { d bﬂﬂiiﬁ;ﬂz (1 Ré%lmf EBEBO? - - (1 S;DE:&;rto
(OXygen erapy 1 ln 1ca e 2 toﬁhours- SO []..]9 lower)
hydration and fever control if present) Cliniel score SMD 0.62 5D
o . . (cha?nge from 26923”,]1 EBEBGBOE ) ) lower
(conditional recommendation against, o lhous o Medee 023 lowen
moderate certainty evidence) e 4 0800 o S
baseline data)- (3 RCTs) 9+ Lowed, (0.66 lower to

12 to 24 hours 0.09 higher)




Recommendation 6 — Palivizumab

Conditional recommendation for

In high-risk children aged less than two years old, the Pan
American Health Organization panel suggest administering
palivizumab in full 5-dose regimen compared to no prophylaxis
(vaccine or long action monoclonal antibodies) (conditional
recommendation, moderate certainty evidence)

Remarks:

1. High risk children aged less than two years include children
born prematurely or with bronchopulmonary dysplasia, congenital
heart disease, down syndrome, cystic fibrosis,
immunodeficiencies, neuromuscular diseases or severe anatomical
malformations via the air or lungs.

2. Full schedule (5 doses) 1s the most expensive option; cost-
effectiveness 1s variable. It should be considered only when no
other prophylaxis strategies are available. Target population:
infants <2 years; prioritize those at high risk.

Justification

The conditional recommendation for palivizumab
prophylaxis in high-risk children younger than two years
of age children with explicitly specified conditions and
scenarios of use rests mainly on the reduction in
hospitalisation due to RSV infection (55 fewer per 1000),
a probable reduction in hospitalisation due to
respiratory-related illness (69 fewer per 1000), and a
possible reduction in RSV infection (131 fewer per 1000),

Concerns were specifically around values and preferences,
feasibility, acceptability, cost, cost effectiveness and equity
where they were not in favor of the intervention except
possibly in high-risk groups due to the large costs, the
possible lack of coverage and the 5-dose regimen that
requires follow-up and monitoring. The GDG considered
the reduction in the critical outcomes to be clinically relevant,
specifically for high-risk groups.



Recommendation 7 — Nirsevimab

Strong recommendation for

In infants younger than 6 months born during
or before the start of RSV season (includes
full-term and preterm infants with no other
risk factors) and < 24 months with risk
factors), the Pan American Health
Organization panel recommend taking a
single dose of nirsevimab before or at the
start of the RSV season as prophylaxis
compared to no prophylaxis with nirsevimab
(usual care) (strong recommendation, high
certainty evidence)

Outcomes

Anticipated absolute
effects

Ne of Certainty Relative B Qi
participants of the effect No
(studies) evidence LAL prophylaxis

Prophylaxis

Risk
difference
with

with a

. i d
Followup (GRADE)  CI) with g dose
nirsevimab . .
al nirsevimab
S;T;) before or at
. the start of
the RSV
season
29 fewer
e 2561 RR 0.21 per 1,000
Hﬂsplta(ljéz;?ig:lfor RSV (2 %ﬁiﬂ; (0.11to 36 per 1,000 (from 32
RCTs)l232 0.41) fewer to 21
fewer)
63 fewer
137135
Hospitalization for RSV (16 non- Y11 @) OR 0.17 1’3:01!“0“
(Important) randomised  Moderate® (0.12to 77 per 1,000 (from 67
45h 0.23) fewer to 58
studies)* e
ewer)
10 fewer
127568
Admission to PICU (9 non- 211210 OR 0.19 per 1,000
(Important) randomised  Moderatet (0.12to 13 per 1,000 (from 11
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Recommendation 7 — Nirsevimab

Strong recommendation for

In infants younger than 6 months born during
or before the start of RSV season (includes
full-term and preterm infants with no other
risk factors) and < 24 months with risk
factors), the Pan American Health
Organization panel recommend taking a
single dose of nirsevimab before or at the
start of the RSV season as prophylaxis
compared to no prophylaxis with nirsevimab
(usual care) (strong recommendation, high
certainty evidence)
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s 0.29) fewer to 9
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Infant medically treated OR 0.25 ﬁ:rf:‘sﬁl["
for RSV Non-RSV 1707 DDDD : per 1,
: 1 . (0.15to 89 per 1,000 (from 74
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0.40) fewer to 51
(Important)
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Declaration of good practice

Do not administer empiric antibiotics in patients with respiratory syncytial
virus (RSV) infection.

Prescribe antibiotics only when there is a well-founded clinical suspicion or
diagnostic confirmation of bacterial co-infection and, in such a case, use
reduced-spectrum schemes, in accordance with local guidelines and the age

of the patient.




Adapting Clinical Guidelines

ASSESS, REVIEW & SIMPLIFY

1. RapidiContext Assessment

= Disease burden, seasonality, and population size

= Available workforce, medicines, oxygen, ICU capacity, PCR

= Supply chain reliability and referral pathways

2. Prioritization & Feasibility Review

= |dentify high-impact, low-cost interventions

= Remove or defer non-feasible recommendations

Align with essential medicines list

3. Simplification

= Develop concise algorithms (1-2 pages flowcharts)

= Standardize triage, referral, and escalation criteria
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