Real-world data of severe viral lower respiratory tract disease: current
landscape, challenges and future recommendations SR
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Why did we perform this research?
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A 2019 burden of disease study reported 488.9 million lower respiratory

tract disease (LRTD) cases globally, with a significant volume of 2.4 million

|||| deaths attributable to LRTD in adults [1]. The COVID-19 pandemic
contributed further to the disease burden, especially among patients with
severe viral LRTD.

What was the objective of this research?

Despite an immense global burden of LRTD, there is a scarcity of
Information available that outlines the capability of real-world data (RWD)
sources to follow patients from symptom onset to hospitalisation and into
recovery, while also capturing treatment pathways and respiratory events.
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How did we perform this research?

We conducted a comprehensive evaluation of the current global RWD landscape for severe viral LRTD In the acute respiratory care setting (specifically
secondary care and post-discharge care), to identify suitable RWD sources for evidence generation activities, associated gaps and limitations.
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What did we find?

indicators *unless they are the only best source available for a country

* Overall, 458 viral LRTD RWD sources were identified following triage.
 Among these, 75 data sources were evaluated for final in-depth exploration.
« Of those 75, the majority data sources were disease agnostic (n=66; 88.0%)

* Electronic health records [EHR] were found as the most common data type (n=21,
28.0%; Figure 1).

* Most represented regions/ countries were Europe (n=27; 36.0%), and the United
States [US] (n=16; 21.3%; Figure 2 and 3).

« QOutcome availablility between data sources varied, with clinical outcomes (n=69;
92.0%) and mortality (n=61; 81.3%) being the most common while patient reported
outcome measures [PROMs] (n=13; 17.3%) and non-clinical specialist care (n=29;
38.6%) being the least.

« Access to data remains a limitation within the conduct of real-world research, with
[ data sources (11.0%) reported as “unclear or restricted access” to the data.

Figure 2. Final distribution of valuable LRTD RWD sources (n=75) by country
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How might this impact the current LRTD data landscape?

Figure 1. Final distribution of valuable LRTD RWD sources (n=75) by type of
data source
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Figure 3. Final distribution of valuable LRTD RWD sources (n=75) by region
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« Of the countries in scope, several including Italy and China were found to have limited robust RWD sources to recommend, specifically for viral LRTD evidence needs.

* Despite identifying numerous sources globally, limited access and specialised datasets limit wider research opportunities which are crucial for surveillance and

pandemic preparedness. Newer initiatives encourage open access via national electronic health systems and common data models, conditional on ensuring patient
orotection and confidentiality, as well as increased inclusion of PROMs to elicit patient outcomes.
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