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ABSTRACT

Introduction Sickle cell disease (SCD), an inherited
haemoglobinopathy, has important impact on morbidity
and mortality, especially in paediatrics. Previous
systematic reviews are limited to adult patients or focused
only on few therapies. We aim to synthesise the evidence
on efficacy and safety of pharmacological interventions for
managing SCD in children and adolescents.

Methods and analysis This systematic review
protocol is available at Open Science Framework
(doi:10.17605/0SF.I0/CWAE9). We will follow
international recommendations on conduction and
report of systematic reviews and meta-analyses.
Searches will be conducted in PubMed, Scopus and
Web of Science (no language nor time restrictions) (first
pilot searches performed in May 2022). We will include
randomised controlled trials comparing the effects of
disease-modifying agents in patients with SCD under
18 years old. Outcomes of interest will include: vaso-
occlusive crisis, haemoglobin levels, chest syndrome,
stroke, overall survival and adverse events. We will
provide a narrative synthesis of the findings, and
whenever possible, results will be pooled by means

of pairwise or Bayesian network meta-analyses with
surface under the cumulative ranking curve analyses.
Different statistical methods and models will be tested.
Dichotomous outcomes will be reported as OR, risk
ratio or HR, while continuous data will be reported

as standard mean differences, both with 95% CI/
credibility interval. The methodological quality of the
trials will be evaluated using the Risk of Bias 2.0 tool,
and the certainty of the evidence will be assessed

with the Grading of Recommendations Assessment,
Development and Evaluation approach.

Ethics and dissemination This study refers to a
systematic review, so no ethics approval is necessary.

We intent to publish our findings in international, peer-
reviewed journal. Data will also be presented to peers in
scientific events. Additionally, the results obtained in this
study may contribute towards the update of therapeutic
guidelines and for the development of health policies for
SCD.

PROSPERO registration number CRD42022328471.
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= A systematic review following international recom-
mendations for conduction and reporting will be
performed.

= Whenever possible, pairwise and network meta-
analyses will be conducted.

= Evidence on the effects of pharmacological inter-
ventions for managing sickle cell disease in children
and adolescents will be balanced.

= The certainty of the evidence will be assessed us-
ing Grading of Recommendations Assessment,
Development and Evaluation.

INTRODUCTION

Sickle cell disease (SCD), a group of inherited
blood disorders characterised by mutations in
the beta-globin chain of haemoglobin thatled
to chronic haemolytic anaemia, affects over
3million people worldwide, with an estimated
300000 children born with SCD annually—of
which 80% are in sub-Saharan Africa.' * This
disorder is currently recognised as a global
public health concern, being the leading
cause of paediatric stroke (around 11% of
unscreened and untreated children and
adolescents with SCD will have at least one
stroke by the age of 17 years). Other common
permanent sequelae of SCD that significantly
impair patients’ educational attainment,
employment status and quality of life include
vaso-occlusive crises (VOCs), severe acute
and chronic pain, silent cerebral infarcts
(silent strokes), increased susceptibility to
infections, cognitive morbidity and end-
organ damage that occur across lifespan.” *
SCD is also associated with premature death
(median age 43 years; IQR 31.5-55),” with an
estimated under-5 mortality from the disease
of over 50% in sub-Saharan Africa.’
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Treatment of SCD is complex and requires early diag-
nosis, prevention of complications and management of
end-organ damage.” Therapeutic options are still limited
in the market especially for the paediatric population.
Although recent pipelines in the context of clinical trials
demonstrated promising results with gene therapies
towards the cure of SCD, bone marrow or stem cell trans-
plantations are the only available curative approaches for
these patients. Other non-pharmacological treatments
as chronic blood transfusions can also be used to reduce
symptoms; yet, these procedures are associated with
several barriers including patients’ eligibility, access, costs
and related complications (eg, abnormally high levels of
iron in the blood, reactions due to a mismatch between
donors and recipients).®?

According to Tambor et al, some pharmacological inter-
ventions, collectively termed as disease-modifying thera-
pies,” intended to prevent or reduce the occurrence of
SCD-related symptoms and complications and improve
long-term outcomes, are available worldwide. Hydroxy-
urea, the most common drug used in this scenario, was
first introduced in 1998 for treating adults with SCD.
Although studies showed significant reductions of acute
complications associated with the disease, this drug does
not appear to protect against long-term cardiopulmonary
disorders.” More recently, between 2017 and 2020, other
agents such as L-glutamine, voxelotor and crizanlizumab
were approved by some regulatory agencies aiming at
providing further options to manage the complications
of SCD. In addition, several novel disease-modifying ther-
apies are under evaluation in clinical trials.'’ "'

With this overdue increase in the pipeline for SCD ther-
apies, it is important to ensure a robust body of evidence
on the efficacy and safety of these interventions, aiming
at supporting more assertive decision-making process,
both at an individual and society levels. However, updated
comparative evidence on the effects of disease-modifying
therapies for SCD comes primarily from systematic reviews
with meta-analyses limited to adult patients' " or focused
only on some selected therapies, curative approaches or
prophylactic measures.'*"’

Thus, given these important literature gaps, we aim to
synthesise and critically appraise the current evidence
on the effects of the available pharmacological interven-
tions for managing SCD complications in children and
adolescents by means of a broad systematic review with
meta-analyses.

METHODS AND ANALYSIS

This protocol followed the PRISMA-P (Preferred
Reporting Items for Systematic Review and Meta-Analysis
Protocols) reporting guideline' (online supplemental
material 1).

The systematic review will be performed and reported
in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses, Network Meta-
analysis extension (PRISMA-NMA) guidelines and

. . 19-21
Cochrane Collaboration recommendations.'®?! Two

authors will conduct, independently, all steps of studies’
selection (title/abstract screening and study’s eligibility)
and data extraction. A third author will be consulted in
case of discrepancies. This systematic review has been
registered in the International Prospective Register of
Systematic Reviews—PROSPERO (CRD42022328471)
and is available at Open Science Framework at DOI:
10.17605/OSFIO/CWAE9. Any modifications in the
protocol during the systematic review will be reported
(study has started: May 2022; anticipated completion
date: September 2022; the project is ongoing).

Search strategy and eligibility criteria

The following electronic databases will be searched

for references of clinical trials: MEDLINE (PubMed),

Scopus and Web of Science. Search will not be limited

by any filter tool, nor by year of publication, language

or country. Search will be performed in each database
from inception dates to date of the search (pilot searches
performed in May 2022). Trial registration databases (

ClinicalTrials.gov) and the reference lists included in the

studies will also be searched as part of manual searching

process. A comprehensive search strategy was developed
using descriptors related to the drug names/classes,
the clinical condition under investigation (SCD) and
study design (randomised clinical trials), combined with

Boolean operators AND and OR. The search strategies

adapted for each database are available in online supple-

mental material 2.

Primary studies meeting all the following eligibility
criteria (PICOS acronymous) will be included for analyses:
» Population: children or adolescents (<18 years old)

diagnosed with SCD, previously treated or untreated

(newly diagnosed).

» Interventions: any pharmacological intervention
(ie, drugs) intended to prevent or reduce the occur-
rence of SCD-related symptoms and complications
used alone or in combination with other therapies,
in any regimen or schedule. According to Tambor
et al,g these interventions can be broadly referred as
‘disease-modifying therapies’, as they seek to improve
long-term outcomes.

- The most common drugs in the field that are used in
SCD include (ie, not restricted to): (1) interventions
targeting haemoglobin S polymerisation through the
induction of fetal haemoglobin (eg, hydroxyurea,
hydroxycarbamide, decitabine, dimethyl butyrate,
panobinostat, pomalidomide, lysine-specific demeth-
ylase); (2) interventions targeting haemoglobin S
polymerisation through sickle red blood cell hydra-
tion (eg, dipyridamole, efaproxiral, senicapoc, mag-
nesium/sulfates); (3) other sickling inhibitors (eg,
carboxyhaemoglobin,  5-hydroxymethyl-2-furfural,
dimethyl adipimidate, cetiedil, deferiprone, desferri-
oxamine, voxelotor); (4) interventions targeting in-
tracellular sickle red blood cell oxidative changes (eg,
L-glutamine, endari, N-acetylecysteine, poloxamer);
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(5) interventions targeting abnormal cellular adhe-
sion or vascular dysfunction (eg, immunoglobulins,
rivapansel, crizanlizumab)."!

» Comparator: any pharmacological intervention or
placebo/usual care.

» Outcomes: we will focus on a minimum core outcome
set for SCD adapted from Tambor et al’ which
includes the measurement: VOC (acute sickle cell
pain frequency, duration, intensity), haemoglobin
levels, chest syndrome, stroke or cerebrovascular acci-
dent, neurocognitive function, frequency of hospi-
talisation, emergency department/acute care Vvisit,
need for blood transfusion, cause-specific survival/
mortality, eventfree survival, health-related quality of
life, safety (adverse events, tolerability/adherence).
All evidence relevant to these outcomes of interest will
be captured, without timing or effect measure limita-
tions, in any clinical context.

» Study design: randomised controlled trials (RCTs)
presenting an international register number and
with results partially or completely published in peer-
reviewed journals.

Studies on curative approaches (ie, transplantation,
gene therapy), non-pharmacological treatments (ie,
blood transfusions, supplements), supportive care with
analgesics or complementary medicine; studies on proph-
ylaxis, parasite reduction ratio or malaria incidence/
prevalence; other study designs (observational studies,
reviews, pharmacokinetic trials, non-randomised trials);
articles assessing only economic outcomes, incomplete or
not published peer-reviewed evidence; or articles in non-
Roman characters (ie, Arabic, Chinese, Cyrillic, Greek,
Hebrew, Japanese, Korean, Tamil and Thai script) will be
excluded from this systematic review.

Study selection

Records retrieved from the databases will be exported to
a reference management program (EndNote, Clarivate,
London) where further duplicates will be removed by
one author. Thereafter, the references will be exported to
an Excel file where management of references (ie, both
phases of screening (title/abstract reading) and study’s
eligibility (full-text appraisal)) and data extraction will be
done using different Excel sheets (Microsoft, Redmond,
Washington, USA). In the first step, titles and abstracts of
the studies will be independently screened by two review
authors to identify those that potentially meet the inclu-
sion criteria (ie, screening phase). Any disagreements will
be resolved by discussion with a third reviewer arbitrating
in the circumstance of unresolved discrepancies. Then,
the full text of the potentially eligible studies will be
retrieved and independently assessed for eligibility by two
review members (ie, second phase). To ensure transpar-
ency, the process of selection will be summarised using a
PRISMA flow chart.

Data extraction and methodological quality assessment
A standardised form in Excel sheets will be used by two
reviewers who will independently extract information

on: articles’ general data (authors’ name, year of publi-
cation, country, sample size); participants and their char-
acteristics (age, diagnosis (including SCD genotypes),
comorbidities (if any), previous treatments); details
of the intervention or exposition and controls (drugs,
regimen); study design; clinical outcome results and times
of measurement. If necessary, we will collect indirect data
from figures and charts, adapting their interpretation
from two different authors by a consensus and authors of
original articles will also be contacted for further infor-
mation and data.

The methodological quality of the included studies will
be evaluated using the Cochrane’s tool for assessing the
risk of bias in randomised trials of interventions (RoB
2.0)." This tool is structured into a fixed set of domains
of bias focusing on different aspects of trial design,
conduct and reporting. It incorporates the evaluation of
the following sources of bias for each outcome of interest
(ie, aiming at linking risk of bias to the effect estimates):
selection, performance, detection, attrition, reporting
bias. These domains are finally judged as having ‘low risk
of bias’, ‘some concerns’ or ‘high risk of bias’."’ Results of
the RoB 2.0 will be reported in tables and diagrams.

Statistical analyses

We will provide a narrative synthesis of the findings from the
included studies, structured around the type of interven-
tion, target population characteristics and type of outcome.
Whenever possible, we will pool the results in pairwise meta-
analyses or network meta-analyses (NMAs).

For the pairwise meta-analyses, different statistical methods
(eg, Mantel-Haenszel, inverse of variance using DerSimo-
nian and Laird) and models (random or fixed-effects) will
be tested according to the available raw data. Dichotomous
outcomes will be reported as OR, risk ratio or HR, while
continuous data will be reported as standard mean differ-
ences, both with a 95% CI. P values of <0.05 (two tailed) will
indicate a statistically significant difference between groups
of treatments (intervention vs control).'? ? Between-trials
heterogeneity will be estimated using the inconsistency rela-
tive index I* (I >50% indicates high heterogeneity). Tau
and tau® measures will be used to estimate the distribution
of the true effect sizes and to compute the prediction inter-
vals (PIs) for all meta-analyses presenting a high and signif-
icant heterogeneity (I* >50%; p<0.05). The calculation of
PI will be done in preformatted Excel sheets considering
the number of studies, the mean effect (random-effect
weights), the upper effect of mean effect and tau® in log
units (normal approximation).” * We additionally propose
calculating the number needed to treat (NNT) defined as
the average number of patients who need to be treated to
obtain the outcome under analysis in one additional person
(NNT with 95% CI will be calculated according to Altman
and Deeks).?* %

NMA, also called multiple or mixed treatment meta-
analysis, is a technique recommended by the International
Society for Pharmacoeconomics and Outcome Research
to simultaneously compare the effects (eg, safety, efficacy)
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among different treatments,” including both direct (ie,
based on existing comparative studies in the literature) and
indirect (ie, based on common comparators) evidence.” To
obtain pooled effect sizes, a random-effect model based on
the Markov Chain Monte Carlo simulation method will be
used. To be consistent with the treatment arms provided by
the included trials and to avoid the occurrence of potential
biases, the geometry of the treatment network will follow
the complexity level of the reports of the primary studies
(ie, arm-level entry data). For the inclusion of multiple-arm
studies, correlations for the likelihood between arms will
be considered. A common heterogeneity parameter will
be assumed for all comparisons. A consistency model will
be built for each outcome of interest, and the treatments’
relative effect sizes will be calculated as OR or mean differ-
ence (depending on the type of outcome) and reported
with their 95% credibility intervals. We will use a conserva-
tive analysis of non-informative priors. Effect models will
be selected according to the lowest deviance information
criteria. Convergence will be attained based on visual inspec-
tion of Brooks-Gelman-Rubin plots and potential scale
reduction factor (PSRF) (1<PSRF<1.05). To increase the
estimate precision of the relative effect sizes of comparisons
and to properly account for correlations between multiarm
trials, rank probabilities involving all therapies will be built
for each outcome of interest. These rank probabilities are
based on the location, spread and overlap of the posterior
distribution of the relative treatment effects and, together
with effect sizes, enabled conclusions to be drawn. To better
represent the rank results, surface under the cumulative
ranking curve analysis will be calculated.”* To estimate the
robustness of the networks, inconsistency, defined as the
difference between the pooled direct and indirect evidence
for a particular comparison, will be assessed using node-
splitting analysis. In this analysis, the evidence on a specific
node (the splitnode) is tested (p values of <0.05 reveal signif-
icant inconsistencies in the network that should be further
investigated). The geometry of the networks will be assessed
according to Tonin et al.™ Analyses will be performed in the
software Comprehensive Meta-analysis V.2.0, Addis V.1.16.6
(Aggregate Data Drug Information System; http://drugis.
org/index) and R/RStudio.

Whenever possible, additional subgroup analyses will
be performed, but not limited to subgroups defined by
age, sickle cell genotype and country. We also plan to
perform sensitivity analysis to evaluate the impact of the
individual studies on the meta-analyses (ie, between-trials
heterogeneity).

Grading of Recommendations Assessment, Development and
Evaluation

The certainty (ie, ‘quality’) of the evidence at the
outcome level will be assessed using the Grading of
Recommendations Assessment, Development and Eval-
uation (GRADE) Working Group.”’ Outcomes for a
given comparison will initially be rated as high quality
(+4) and then downgraded into moderate (+3), low
(+2) orverylow (+1) quality based on five main criteria

(risk of bias, imprecision, indirectness, heterogeneity,
publication bias). ‘High level’ of evidence means that
we are very confident that the true effect of an inter-
vention lies close to that of the estimate effect (ie, is
unlikely that new published data change these conclu-
sions); this can lead to strong clinical recommenda-
tions on a given topic. Conversely, ‘very low’ evidence
is associated with uncertainty about the effects of an
intervention (ie, new data are likely to change the
conclusions). The results of GRADE will be presented
in tables and diagrams.

Patient and public involvement
No patient involved.

Ethics and dissemination

No ethical approval is required for this project as we will
collect and assess data from published literature (ie, not
linked to specific individuals).

The growing dissemination in the scientific literature
on the efficacy and safety of the new developed thera-
pies to manage SCD requires further critical analyses
to ground more assertive health decisions and support
the development of practical recommendations. As far
as we are aware, this systematic review will allow, for the
first time, to synthesise the findings from RCTs (primary
studies considered as gold standard for the straightfor-
ward comparison of interventions) addressing the effects
of disease-modifying agents in children and adolescents
with SCD. Further reviews including other study designs
(eg, observational studies), SCD interventions and popu-
lations may be conducted in the future grounded on our
results. Our systematic review will follow international
recommendations on conduction and report, with steps
being performed by two reviewers, independently. Three
electronic databases (PubMed, Scopus, Web of Science)
covering most of the biomedical sciences content will be
searched using broad search strategies adapted to the
features of each database. Whenever possible, results of
outcomes of interest will be quantitatively synthesised by
means of meta-analyses around a given comparison (pair-
wise meta-analyses or NMAs). The certainty of the body
of evidence will be critically evaluated using GRADE. We,
thus, believe that our findings may directly contribute
towards the update of therapeutic guidelines and for the
development of health policies for SCD in children and
adolescents. As dissemination strategy, we intent to write
and submit a scientific paper grounded on the results
obtained from the systematic review and meta-analyses
to an international, peerreviewed, leading journal in
the field. Additionally, data will be presented to peers in
scientific events (congress, conferences) as oral or poster
communications.

Contributors FST—conceptualisation, methodology, writing (original draft). CG—
writing (review and editing). FF-L—conceptualisation, supervision, writing (review

and editing). JAGF—writing (review and editing). MD—uwriting (review and editing).
MB—conceptualisation, supervision, writing (review and editing).

4

Tonin FS, et al. BMJ Open 2023;13:€064872. doi:10.1136/bmjopen-2022-064872

1ybuAdoo
Aq pa193101d 01104 Op apepISIaAlun 18 €202 ‘9 Aleniga4 uo jwod fwqg-uadolwg/:dny woly papeojumoqd €202 Aleniga4 9 uo g/ 8v90-220z-uadolwag/oeTT 0T se paysiignd 1say :uado rINg


http://drugis.org/index
http://drugis.org/index
http://bmjopen.bmj.com/

Funding This work was partially supported by FCT/MCTES (UIDB/05608/2020 and

UIDP/05608/2020)-H&TRC.

Disclaimer Funders have no role in the design and conduct of the study;
collection, management, analysis, and interpretation of the data; preparation,
review, or approval of the manuscript; and decision to submit the manuscript for
publication.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not required.
Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content

includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,

terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which

permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use

is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs

Fernanda S Tonin http://orcid.org/0000-0003-4262-8608

Catarina Ginete http://orcid.org/0000-0002-2334-782X

Fernando Fernandez-Llimos http://orcid.org/0000-0002-8529-9595
Joana Ferreira http://orcid.org/0000-0003-4865-564X

Mariana Delgadinho http://orcid.org/0000-0003-0586-9154

Miguel Brito http://orcid.org/0000-0001-6394-658X

REFERENCES

1 Marks LJ, Munube D, Kasirye P, et al. Stroke prevalence in children
with sickle cell disease in sub-saharan africa: a systematic review
and meta-analysis. Glob Pediatr Health 2018;5.

2 Piel FB, Patil AP, Howes RE, et al. Global epidemiology of sickle
haemoglobin in neonates: a contemporary geostatistical model-
based map and population estimates. Lancet 2013;381:142-51.

3 DeBaun MR, Jordan LC, King AA, et al. American Society of
hematology 2020 guidelines for sickle cell disease: prevention,

diagnosis, and treatment of cerebrovascular disease in children and

adults. Blood Adv 2020;4:1554-88.

4 Bernaudin F, Verlhac S, Arnaud C, et al. Chronic and acute anemia
and extracranial internal carotid stenosis are risk factors for silent
cerebral infarcts in sickle cell anemia. Blood 2015;125:1653-61.

5 Payne AB, Mehal JM, Chapman C, et al. Trends in sickle cell
disease-related mortality in the united states, 1979 to 2017. Ann
Emerg Med 2020;76:S28-36.

6 Grosse SD, Odame |, Atrash HK, et al. Sickle cell disease in africa:
a neglected cause of early childhood mortality. Am J Prev Med
2011;41:S398-405.

7 Brandow AM, Liem RI. Advances in the diagnosis and treatment of
sickle cell disease. J Hematol Oncol 2022;15:20.

8 Ballas SK. Sickle cell disease: classification of clinical complications

and approaches to preventive and therapeutic management. Clin
Hemorheol Microcirc 2018;68:105-28.

9 Tambor E, Robinson M, Hsu L, et al. CoreSCD: multi-stakeholder
consensus on core outcomes for sickle cell disease clinical trials.
BMC Med Res Methodol 2021;21:219.

10

16

20

21

22

23

24

25

26

27

28

29

30

31

Salinas Cisneros G, Thein SL. Recent advances in the treatment of
sickle cell disease. Front Physiol 2020;11:435.

Carden MA, Little J. Emerging disease-modifying therapies for sickle
cell disease. Haematologica 2019;104:1710-9.

Leibovitch JN, Tambe AV, Cimpeanu E, et al. L-glutamine,
crizanlizumab, voxelotor, and cell-based therapy for adult sickle cell
disease: hype or hope? Blood Rev 2022;53:100925.

Thom H, Jansen J, Shafrin J, et al. Crizanlizumab and comparators
for adults with sickle cell disease: a systematic review and network
meta-analysis. BMJ Open 2020;10:e034147.

Nuiez RM, Figueroa CAP, Garcia-Perdomo HA. Hydroxyurea can be
used in children with sickle cell disease and cerebral vasculopathy
for the prevention of chronic complications? A meta-analysis. J Child
Health Care 2020;24:64-77.

Igbal M, Reljic T, Corbacioglu S, et al. Systematic review/meta-
analysis on efficacy of allogeneic hematopoietic cell transplantation
in sickle cell disease: an international effort on behalf of the pediatric
diseases working party of european society for blood and marrow
transplantation and the sickle cell transplantation international
consortium. Transplant Cell Ther 2021;27:167.

Frimpong A, Thiam LG, Arko-Boham B, et al. Safety and
effectiveness of antimalarial therapy in sickle cell disease: a
systematic review and network meta-analysis. BMC Infect Dis
2018;18:650.

Schyrr F, Dolci M, Nydegger M, et al. Perioperative care of

children with sickle cell disease: a systematic review and clinical
recommendations. Am J Hematol 2020;95:78-96.

Shamseer L, Moher D, Clarke M, et al. Preferred reporting items for
systematic review and meta-analysis protocols (PRISMA-P) 2015:
elaboration and explanation. BMJ 2015;350:97647.

Higgins JPT, Thomas J, Chandler J, et al. Cochrane handbook for
systematic reviews of interventions. Cochrane, 23 September 2019.
Hutton B, Salanti G, Caldwell DM, et al. The PRISMA extension
statement for reporting of systematic reviews incorporating
network meta-analyses of health care interventions: checklist and
explanations. Ann Intern Med 2015;162:777-84.

Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020
statement: an updated guideline for reporting systematic reviews.
BMJ 2021;372:n71.

IntHout J, loannidis JPA, Rovers MM, et al. Plea for routinely
presenting prediction intervals in meta-analysis. BMJ Open
2016;6:010247.

Borenstein M, Higgins JP, Hedges LV, et al. Basics of meta-analysis:
I is not an absolute measure of heterogeneity. Res Synth Methods
2017;8:5-18.

Altman DG, Deeks JJ. Meta-Analysis, Simpson’s paradox, and the
number needed to treat. BMC Med Res Methodol 2002;2:3.

Bonetti AF, Tonin FS, Lucchetta RC, et al. Methodological standards
for conducting and reporting meta-analyses: ensuring the replicability
of meta-analyses of pharmacist-led medication review. Res Social
Adm Pharm 2022;18:2259-68.

Hoaglin DC, Hawkins N, Jansen JP, et al. Conducting indirect-
treatment-comparison and network-meta-analysis studies: report
of the ISPOR Task force on indirect treatment comparisons good
research practices: Part 2. Value Health 2011;14:429-37.

Tonin FS, Borba HH, Leonart LP, et al. Methodological quality
assessment of network meta-analysis of drug interventions:
implications from a systematic review. Int J Epidemiol
2019;48:620-32.

Greco T, Biondi-Zoccai G, Saleh O, et al. The attractiveness of
network meta-analysis: a comprehensive systematic and narrative
review. Heart Lung Vessel 2015;7:133-42.

Jansen JP, Fleurence R, Devine B, et al. Interpreting indirect
treatment comparisons and network meta-analysis for health-

care decision making: report of the ISPOR Task force on indirect
treatment comparisons good research practices: Part 1. Value Health
2011;14:417-28.

Tonin FS, Borba HH, Mendes AM, et al. Description of network
meta-analysis geometry: a metrics design study. PLoS One
2019;14:e0212650.

Atkins D, Best D, Briss PA, et al. Grading quality of evidence and
strength of recommendations. BMJ 2004;328:1490.

Tonin FS, et al. BMJ Open 2023;13:€064872. doi:10.1136/bmjopen-2022-064872

1ybuAdoo
Aq pa193101d 01104 Op apepISIaAlun 18 €202 ‘9 Aleniga4 uo jwod fwqg-uadolwg/:dny woly papeojumoqd €202 Aleniga4 9 uo g/ 8v90-220z-uadolwag/oeTT 0T se paysiignd 1say :uado rINg


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-4262-8608
http://orcid.org/0000-0002-2334-782X
http://orcid.org/0000-0002-8529-9595
http://orcid.org/0000-0003-4865-564X
http://orcid.org/0000-0003-0586-9154
http://orcid.org/0000-0001-6394-658X
http://dx.doi.org/10.1177/2333794X18774970
http://dx.doi.org/10.1016/S0140-6736(12)61229-X
http://dx.doi.org/10.1182/bloodadvances.2019001142
http://dx.doi.org/10.1182/blood-2014-09-599852
http://dx.doi.org/10.1016/j.annemergmed.2020.08.009
http://dx.doi.org/10.1016/j.annemergmed.2020.08.009
http://dx.doi.org/10.1016/j.amepre.2011.09.013
http://dx.doi.org/10.1186/s13045-022-01237-z
http://dx.doi.org/10.3233/CH-189002
http://dx.doi.org/10.3233/CH-189002
http://dx.doi.org/10.1186/s12874-021-01413-8
http://dx.doi.org/10.3389/fphys.2020.00435
http://dx.doi.org/10.3324/haematol.2018.207357
http://dx.doi.org/10.1016/j.blre.2021.100925
http://dx.doi.org/10.1136/bmjopen-2019-034147
http://dx.doi.org/10.1177/1367493518814922
http://dx.doi.org/10.1177/1367493518814922
http://dx.doi.org/10.1016/j.jtct.2020.10.007
http://dx.doi.org/10.1186/s12879-018-3556-0
http://dx.doi.org/10.1002/ajh.25626
http://dx.doi.org/10.1136/bmj.g7647
http://dx.doi.org/10.1002/9781119536604
http://dx.doi.org/10.1002/9781119536604
http://dx.doi.org/10.7326/M14-2385
http://dx.doi.org/10.1136/bmj.n71
http://dx.doi.org/10.1136/bmjopen-2015-010247
http://dx.doi.org/10.1002/jrsm.1230
http://dx.doi.org/10.1186/1471-2288-2-3
http://dx.doi.org/10.1016/j.sapharm.2021.06.002
http://dx.doi.org/10.1016/j.sapharm.2021.06.002
http://dx.doi.org/10.1016/j.jval.2011.01.011
http://dx.doi.org/10.1093/ije/dyy197
http://dx.doi.org/10.1016/j.jval.2011.04.002
http://dx.doi.org/10.1371/journal.pone.0212650
http://dx.doi.org/10.1136/bmj.328.7454.1490
http://bmjopen.bmj.com/

Supplemental material e R S Sl amenta aderta wich s been Sppiied by the autharcy - re!ence BMJ Open

Supplemental Material
1. PRISMA-P 2015 Checklist

This checklist has been adapted for use with protocol submissions to Systematic Reviews from Table 3 in Moher D et al: Preferred reporting
items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. Systematic Reviews 2015 4:1

o " Pa_ lpage
Section/topic Checklist item
ﬂ m numbei(s)
\ADMINISTRATIVE INFORMATION
Title
’ Identification ‘1 a ‘Identify the report as a protocol of a systematic review ‘ X ‘ ‘PQ- 1
\ Update |1 b \If the protocol is for an update of a previous systematic review, identify as such | \ X \Not applicable
. . If registered, provide the name of the registry (e.g., PROSPERO) and registration X Pg. 2
Registration 2 number in the Abstract
‘Authors
Contact 3a Provide name, institutional affiliation, and e-mail address of all protocol authors; X Pg. 1
provide physical mailing address of corresponding author
\ Contributions |3b \Describe contributions of protocol authors and identify the guarantor of the review | X \ \Pg. 9
If the protocol represents an amendment of a previously completed or published X Not applicable
Amendments 4 protocol, identify as such and list changes; otherwise, state plan for documenting
important protocol amendments
\Support
| Sources 5a Indicate sources of financial or other support for the review X Pg. 9
] Sponsor |5b \Provide name for the review funder and/or sponsor | X \ \Pg. 9
Role of 5c Describe roles of funder(s), sponsor(s), and/or institution(s), if any, in developing the X Pg. 9
sponsor/funder protocol
INTRODUCTION
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Section/topic {“ Checklist item

CS—
I s

\Ratlonale \Descrlbe the rationale for the review in the context of what is already known \Pg 4
Provide an explicit statement of the question(s) the review will address with reference X Pg. 4-5
Objectives 7 to participants, interventions, comparators, and outcomes (PICO)
METHODS
Specify the study characteristics (e.g., PICO, study design, setting, time frame) and X Pg. 5
Eligibility criteria 8 report characteristics (e.g., years considered, language, publication status) to be used
as criteria for eligibility for the review
Describe all intended information sources (e.g., electronic databases, contact with X Pg. 5
Information sources |9 study authors, trial registers, or other grey literature sources) with planned dates of
coverage
Present draft of search strategy to be used for at least one electronic database, X Pg. 5 and
Search strategy 10 including planned limits, such that it could be repeated suppl material
'STUDY RECORDS
Describe the mechanism(s) that will be used to manage records and data throughout X Pg 5-6
Data management |11a -
the review
State the process that will be used for selecting studies (e.g., two independent X Pg 5-6
Selection process |11b |reviewers) through each phase of the review (i.e., screening, eligibility, and inclusion in
meta-analysis)
Data collection Describe planned method of extracting data from reports (e.g., piloting forms, done X Pg 5-6
r0CESS 11c |independently, in duplicate), any processes for obtaining and confirming data from
P investigators
. List and define all variables for which data will be sought (e.g., PICO items, funding X Pg 5-6
Data items 12 . S AT
sources), any pre-planned data assumptions and simplifications
Outcomes and 13 List and define all outcomes for which data will be sought, including prioritization of X Pg 5-6

prioritization

main and additional outcomes, with rationale
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. . _ Page
Section/topic {“ Checklist item m number(s)
Risk of bias in Describe anticipated methods for assessing risk of bias of individual studies, including X Pg 6
individual studies 14 |\whether this will be done at the outcome or study level, or both; state how this

information will be used in data synthesis
DATA
|1 5a ]Describe criteria under which study data will be quantitatively synthesized | X \ \Pg 6-7
If data are appropriate for quantitative synthesis, describe planned summary X Pg 6-7
15b |measures, methods of handling data, and methods of combining data from studies,
Synthesis including any planned exploration of consistency (e.g., /2, Kendall’s tau)
15¢ Describe any proposed additional analyses (e.g., sensitivity or subgroup analyses, X Pg 6-7
meta-regression)
|1 5d \If quantitative synthesis is not appropriate, describe the type of summary planned | X \Pg 6-7

i Specify any planned assessment of meta-bias(es) (e.g., publication bias across X Pg 6-7
Meta-bias(es) 16 studies, selective reporting within studies)

Confidence in . . . X Pg 7
cumulative evidence 17  |Describe how the strength of the body of evidence will be assessed (e.g., GRADE)
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2. Search strategies

Database

Strategy

PubMed

#1 drug[TIAB] OR “pharmacological treatment”[TIAB] OR “pharmacological
intervention”[TIAB] OR “drug therapy”[MH] OR “disease modifying”[TIAB]
OR antisickling[TIAB] OR desickling[TIAB] OR “sickling inhibitor”’[TIAB]
OR hydroxycarbamide[TIAB] OR hydroxyurea[TIAB] OR hydroxyurea[ MH]
OR carboxyhemoglobin[TIAB] OR carboxyhemoglobin[MH] OR
decitabine[TIAB] OR decitabine[MH] OR “dimethyl butyrate”’[TIAB] OR
HQK-1001[TIAB] OR panobinostat{TIAB] OR panobinostatftMH] OR
pomalidomide[TIAB] OR  pomalidomidefNM] OR  “lysine-specific
demethylase”’[TIAB] OR LSDI[TIAB] OR dipyridamole[TIAB] OR
dipyridamole[MH] OR senicapoc[TIAB] OR senicapoc[NM] OR
voxelotor[ TTAB] OR voxelotor[NM] OR GBT440[TIAB] OR AES-103[TIAB]
OR  “5-hydroxymethyl-2-furfural’[TIAB] OR  5-HMF[TIAB] OR
glutamine[TTAB] OR glutamine[MH] OR endari[TTIAB] OR
acetylcysteine[TIAB] OR acetylcysteine[MH] OR crizanlizumab[TIAB] OR
crizanlizumab[NM] OR rivapansel[TIAB] OR rivipansel[NM] OR
immunoglobulins[TIAB] OR poloxamer[TIAB] OR poloxamer[MH] OR
adipimidate[TIAB] OR “dimethyl adipimidate”[MH] OR efaproxiral[ TIAB]
OR efaproxiral[NM] OR cetiedil[TIAB] OR cetiedil[NM] OR velaresol[ TIAB]
OR BWI2C[TIAB] OR BWI2C79[TIAB] OR  “5-(2-formyl-3-
hydroxyphenoxy)pentanoic acid”[TIAB] OR deferiprone[TIAB] OR
deferiprone[MH] OR desferrioxamine[TIAB] OR deferoxamine[lMH] OR
deferasirox[TIAB] OR deferasirox[MH] OR prasugrel[ TIAB] OR “prasugrel
hydrochloride’[MH] OR ticagrelor[ TIAB] OR ticagrelor[MH] OR
warfarin[TIAB] OR warfarin[MH] OR heparin[TIAB] OR heparin[MH] OR
rivaroxaban[TIAB] OR rivaroxaban[MH] OR apixaban[TIAB] OR
apixaban[NM] OR edoxaban[TIAB] OR edoxaban[NM] OR dabigatran[TIAB]
OR dabigatran[MH] OR sevuparin[TIAB] OR sevuparin[NM] OR
tinzaparin[TIAB] OR tinzaparin[MH] OR tucaresol[TIAB] OR tucaresol[NM]
OR niprisan[TIAB] OR niprisan[NM] OR montelukast[TIAB] OR
montelukast{NM] OR canakinumab[TIAB] OR canakinumab[NM]

#2 “Anemia, Sickle Cell’lMH] OR sickle[TIAB] OR sickling[TIAB] OR
“hemoglobin S disease”’[TIAB]

#3 children[TIAB] OR child[TIAB] OR child[MH] OR infant*[TIAB] OR
infantfMH] OR pediatric[TIAB] OR kid[TIAB] OR adolescent*[TIAB] OR
adolescent{fMH] OR young[TIAB] OR toddler*[TIAB] OR teenager*[TIAB]
#4 (clinical[TIAB] AND trial[TIAB]) OR “clinical study”’[TIAB] OR
controlled[TIAB] OR “clinical trial’[PT] OR random*[TIAB] OR “random
allocation”’[MH]

#1 AND #2 AND #3 AND #4

Scopus

#1 TITLE-ABS(“pharmacological treatment” OR “pharmacological
intervention” OR “disease modifying” OR antisickling OR desickling
OR “sickling inhibitor” OR hydroxycarbamide OR hydroxyurea OR
carboxyhemoglobin OR decitabine OR “dimethyl butyrate” OR HQK-
1001 OR panobinosta OR pomalidomide OR “lysine-specific
demethylase” OR LSD1 OR dipyridamole OR senicapoc OR voxelotor
OR GBT440 OR AES-103 OR “5-hydroxymethyl-2-furfural” OR 5-
HMF OR glutamine OR endari OR acetylcysteine OR crizanlizumab OR
rivipansel OR immunoglobulins OR poloxamer OR adipimidate OR
efaproxiral OR cetiedil OR velaresol OR BW12C OR “5-(2-formyl-3-
hydroxyphenoxy)pentanoic acid” OR deferiprone OR desferrioxamine
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OR deferasirox OR prasugrel OR ticagrelor OR warfarin OR heparin OR
rivaroxaban OR apixaban OR edoxaban OR dabigatran OR sevuparin
OR tinzaparin OR tucaresol OR niprisan OR montelukast OR
canakinumab)

#2 TITLE-ABS-KEY (sickle OR sickling OR “hemoglobin S disease™)
#3 TITLE-ABS-KEY/(children OR child OR infant* OR pediatric OR
kid OR adolescent* OR young OR toddler* OR teenager*)

#4 TITLE-ABS(“clinical trial” OR “clinical study” OR controlled OR
random*)

#1 AND #2 AND #3 AND #4

#1 TS=( “pharmacological treatment” OR “pharmacological
Webof | intervention” OR “disease modifying” OR antisickling OR desickling
Science OR “sickling inhibitor” OR hydroxycarbamide OR hydroxyurea OR
carboxyhemoglobin OR decitabine OR “dimethyl butyrate” OR HQK-
1001 OR panobinosta OR pomalidomide OR “lysine-specific
demethylase” OR LSD1 OR dipyridamole OR senicapoc OR voxelotor
OR GBT440 OR AES-103 OR “5-hydroxymethyl-2-furfural” OR 5-
HMF OR glutamine OR endari OR acetylcysteine OR crizanlizumab OR
rivipansel OR immunoglobulins OR poloxamer OR adipimidate OR
efaproxiral OR cetiedil OR velaresol OR BW12C OR “5-(2-formyl-3-
hydroxyphenoxy)pentanoic acid” OR deferiprone OR desferrioxamine
OR deferasirox OR prasugrel OR ticagrelor OR warfarin OR heparin OR
rivaroxaban OR apixaban OR edoxaban OR dabigatran OR sevuparin
OR tinzaparin OR tucaresol OR niprisan OR montelukast OR
canakinumab)

#2 TS=(sickle OR sickling OR “hemoglobin S disease”)

#3 TS=(children OR child OR infant* OR pediatric OR kid OR
adolescent* OR young OR toddler* OR teenager*)

#4 TS=("“clinical trial” OR “clinical study” OR controlled OR random*)
#1 AND #2 AND #3 AND #4
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