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Background
Randomised controlled trials (RCTs) are universally considered as the gold standard for evaluating the
efficacy of treatments. Their main strength is that, through randomisation, they avoid any major imbalance
between compared groups: therefore, observed outcome differences between groups at the end of the trial
are most likely related to treatment effects. Since they are inherently prospective by design, they also
permit stability throughout the study to ensure that all conditions remain optimal to test the hypothesis of
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interest. These include high-quality follow-up, reinforced adherence, etc. Consequently, these studies can
reach the highest level of internal validity, provided that all quality standards are followed, such as those
defined by CONSORT guidelines [1].
However, this should not lead to a generalisation of the applicability of findings, i.e. to credit these studies
with a high level of external validity: by design, an RCT recruits a specific, well-defined population. Since
human beings are biologically heterogeneous, they do not react uniformly to stimuli such as
pharmacological agents. Thus, the results observed in a given population should be applied only in this
population and not extrapolated to others without complementary testing [2].
A major difficulty here is that, in essence, subjects participating in a randomised trial may be significantly
different from those who decline to participate or would not be invited based on the investigator’s decision
(selection bias). For this reason, a pragmatic statement could be that the populations and/or context/
setting of an RCT may often not be fully representative of what could happen in real life.
This limitation makes other (complementary) designs important, with the potential to determine whether
results observed in RCTs can be applied to wider populations, or whether other hypotheses should be
considered and tested [3]. This is where real-life (or real-world) research (RLR) can contribute
significantly by observing treatment effects in unselected patients. Thereby, RLR has the potential to
1) examine the possibility of extrapolating the results of RCTs to different patient populations, confirming
or refuting effectiveness, and 2) examine the effects of the intervention in unselected populations. But the
presence of bias could lead to misleading conclusions; for comparative effectiveness designs, the most
frequent type of bias is the presence of more or less apparent differences between groups, which can be
difficult to detect [4].
To benefit fully from what RLR can provide, high-quality protocols need to be developed and the
interpretation of results needs to be cautious. As for RCTs, quality standards have been proposed and
work is ongoing in this field to address and refine crucial methodological issues.
RLR is relevant for a wide range of stakeholders involved in the use, conduct, review and/or quality
appraisal of therapeutic research: patients, clinicians, researchers, reviewers, policy makers, institutions,
guideline developers, etc. [5].
The Respiratory Effectiveness Group (REG) was created in 2013 to promote high-quality real-life
respiratory research. REG is involved in establishing and communicating quality standards for RLR,
promoting RLR projects, providing leadership and examples of excellence in RLR, offering ethical review
for RLR projects, engaging all stakeholders interested in RLR and facilitating collaborative networking in
this field.
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FIGURE 1 The effectiveness research framework. Reproduced with permission of the publisher [2].
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We define
RLR is research that includes the widest possible range of the target patients population, cared for in
naturalistic conditions, with an intensity of follow-up that does not exceed what is provided in routine
care [2].
Within the research framework proposed by the REG (figure 1), RLR corresponds to the top right of the
graph ( patients diagnosed as (condition), open design, naturalistic setting) with the “real-life” character
decreasing towards the bottom left corner (highly selected patients, randomised blinded design, highly
controlled setting).
Tools other than the REG framework have been proposed to determine the extent to which a study is on
the highly controlled versus fully naturalistic side of research, i.e. where it sits within the
efficacy-to-effectiveness continuum [6].

We know
When performed appropriately [1], traditional RCTs are a source of highly reliable evidence on treatment
effects, with high internal validity.
However, especially when performed for registration purposes, they rely on populations selected to
maximise the chance of demonstrating efficacy. Investigators tend to avoid recruiting patients with too
many comorbidities or concomitant treatments, both to comply with inclusion and exclusion criteria,
control variables and to limit the risk of adverse effects that represent a significant burden for patients,
and clinical and research resources. As a result, possible modifiers of treatment effects cannot be studied,
which limits the generalisability of findings (limited external validity). For instance, many asthma RCTs do
not include current smokers or obese patients, as both of these conditions are known to modify treatment
effects [7, 8]. In such RCTs, patients receive detailed instructions and are closely followed to ensure proper
inhaler use and adherence. They benefit from easier and quicker access to care, and often form stronger
relationships with healthcare providers.
Altogether, several studies found that populations recruited in asthma or COPD treatment trials are
representative of only a very small minority of these patient populations, not exceeding 15% in many
studies [9–17].
RLR may be observational ( prospective or retrospective, e.g. using medico-administrative databases) or
interventional ( pragmatic trials). Importantly, for each of these options strict quality criteria have been
developed to allow readers to determine the strength of the produced evidence. These include the
CONSORT statement extension for pragmatic trials [18], STROBE statement for observational studies in
epidemiology [19], EMA-ENCePP checklist for pharmacoepidemiology and pharmacovigilance studies
[20], UNLOCK initiative on quality criteria and minimal datasets requirements for observational studies
[21], PRISMA for meta-analyses [22] and StaRI standards for implementation trials [23]. Recently, the
REG has developed, tested and released the REal Life EVidence AssessmeNt Tool (RELEVANT) to assess
the quality of real-life comparative effectiveness research [24, 25]. This tool relies on previously established
quality standards proposed by REG and others [4, 26, 27] and is expected to facilitate both study design
and appraisal.
Accordingly, the GRADE (Grading of Recommendations Assessment, Development and Evaluation)
system acknowledges the possibility of upgrading the level of evidence provided by an observational study
when all relevant quality criteria are satisfied, and the evidence is deemed “overwhelming”. Conversely,
failure to meet these criteria will result in a downgrading of the evidence provided [28].
RLR cannot replace traditional RCTs but can be useful and even crucial to complement them: RLR studies
of sufficient quality (high external validity) can help verifying and extending the applicability of RCT
findings [29]. Although definitive conclusions cannot usually be drawn from results of observational
studies (due to the possibility of residual confounding), they can be confirmatory and/or
hypothesis-generating regarding, for example, treatment effectiveness in subgroups of interest, safety in a
wide range of populations and cost-effectiveness in various healthcare systems. When possible, pragmatic
trials could offer a stronger study design.
As such, RLR needs to be performed and accounted for by all stakeholders involved in issues relating to
therapy, including patients, clinicians, researchers, reviewers, policy makers, institutions and guideline
developers. Indeed, this requirement is acknowledged in some guidelines documents, such as the one
produced by the Global Initiative for Chronic Obstructive Lung Disease on COPD management, which
underlines the fact that a lack of external validity may compromise the applicability of trial results to a
broader population [30]; similarly, the European Respiratory Society recently underlined the need to use
evidence beyond RCTs when elaborating guidelines [31].
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We advocate for
• The appraisal and inclusion of high-quality real-life studies in the development of clinical practice
guidelines.
o While theoretically any study can be used to inform guidelines, real-life studies are frequently
excluded; this may lead to very low number of studies/subjects used and consequent agnostic
positions that do not help in clinical practice, potentially compromising the applicability of
guideline recommendations into practice.
o RLR may improve the relevance of the guideline to the clinician.
o RLR may contribute significantly to the identification of the best treatment options by identifying
responsive populations, and adding value and knowledge to the evidence provided by RCTs.
• The use of implementation real life studies of interventions in different countries and settings to assess
their impact in different populations, environments and healthcare systems.
• The use of real-life studies to complement RCTs for registration of new treatment modalities.
o Regulators are now starting to understand that different types of real-life studies complement evidence
for treatment modalities, in particular with regards to how their use can be optimised in practice.
These real-life studies should be used to support decisions relating to the registration of new treatment
modalities. The application of real-life studies in this context needs to be better established and utilised.
• The establishment of formal investigation plans/programmes of research/development and approval
processes/post-marketing surveillance to include real-life studies.
o In the life cycle of a product, real-life studies offer added value and can be helpful, particularly in
post-authorisation phases. Long-term investigational plans including real-life studies produce added
value for all stakeholders.
• Increased education and awareness of the scope, role and requirements of high-quality real-life studies
in respiratory research.
o There is some confusion around RLR and the term is used in variable ways. The limits and
opportunities of different methodologies should be part of the education of both researchers,
research administrators and practitioners.
• Continuing methodological research to expand and improve the quality and interpretability of real-life
studies towards clinical practice.
o The limits of real-life approaches have not yet been reached and innovation is welcome in
incorporating new types of evidence into our knowledge base.
• The establishment of well-designed global registries around common respiratory conditions to
prospectively collect key disease information.
o Registries currently offer a cost-effective approach to longitudinal epidemiology with the potential
for a much greater role in the future.
• The accelerated incorporation of RLR into technological advances in the form of digital outcomes,
eHealth and mHealth in the research/registration/guideline process, in parallel to advances in
analytical tools to evaluate big data.
o The rate of technological advancement appears more rapid than our ability to evaluate and regulate
their impact; the opportunity, however, of gaining (and using) knowledge through novel
technological modalities has boundless possibilities, which need to be explored within a
high-quality and structured framework of RLR.

We conclude
• RLR is now clearly positioned within the therapeutic research framework established by, for example,
the REG.
• RLR (high external validity) is necessary to complement results of traditional RCTs (high internal
validity) regarding treatment effects.
• RLR may be confirmatory, extend findings of RCTs in wider populations and settings, and generate
hypotheses on specific subgroups or situations of interest.
• RLR may also provide evidence where RCTs cannot be performed for reasons relating to feasibility,
ethics and affordability.
• As such, RLR should always be considered a potentially important contributor to fill knowledge gaps.
• High-quality RLR can and should be incorporated, by patients, healthcare professionals, guidelines
developers and policy makers, to guide decision processes.
• Tools to rigorously assess the quality of RLR such as RELEVANT (developed by the REG) are now
available and should be used systematically.
• Finally, researchers should always identify the most appropriate study design to answer a well-defined
research question, be it classical RCTs, pragmatic RCTs, observational studies or implementation
research designs.

https://doi.org/10.1183/13993003.01511-2019

4

RESPIRATORY EFFECTIVENESS GROUP MANIFESTO | N. ROCHE ET AL.

Acknowledgements: This document has been Endorsed by the International Primary Care Respiratory Group and the
World Allergy Organization. The authors wish to thank the Respiratory Effectiveness Group Team (Michael Walker,
CEO and Supporter Liaison, Naomi Launders, Senior Scientific Researcher and Sarah Lucas, Researcher) and Oversight
Committee (Keith Allan, Trevor Lambert and Nick May).
The Respiratory Effectiveness Group collaborators who endorsed this Manifesto are: Ioanna Agache, Brasov, Romania;
Peter Barnes, London, UK; Eric Bateman, Cape Town, South Africa; Jürgen Behr, Munich, Germany; Leif Bjermer,
Lund, Sweden; John Blakey, Liverpool, UK; Demosthenes Bouros, Athens, Greece; Jean Bousquet, Montpellier, France;
Kevin Brown, Denver, USA; Guy Brusselle, Ghent, Belgium; Moises Calderon, London, UK; Jon Campbell, Aurora,
USA; Lars Olaf Cardell, Stockholm, Sweden; Jose A. Castro-Rodriguez, Santiago, Chile; Nazia Chaudhuri, Manchester,
UK; Niels Chavannes, Leiden, The Netherlands; Tamera Corte, Sydney, Australia; Richard Costello, Dublin, Ireland;
Vincent Cottin, Lyon, France; Adnan Custovic, London, UK; Ronald Dandurand, Montreal, Canada; Zuzana Diamant,
Lund, Sweden; Pascal Demoly, Montpellier, France; Francine Ducharme, Montreal, Canada; Wojciech Feleszko, Warsaw,
Poland; Mark Fitzgerald, Vancounver, Canada; Wytske Fokkens, Amsterdam, The Netherlands; Daryl Freeman,
Cambridge, UK; Mina Gaga, Athens, Greece; Thomas Geiser, Barcelona, Spain; Ian Glaspole, Melbourne, Australia;
Caroline Gouder, Valetta, Malta; John Haughney, Aberdeen, UK; Liam Heaney, Belfast, UK; Gunilla Hedlin, Stockholm,
Sweden; Peter Hellings, Leuven, Belgium; Teoh Oon Hoe, Singapore, Singapore; Elliot Israel, Boston, USA; Tuomas
Jartti, Turku, Finland; Mark Jones, Southampton, UK; Rupert Jones, Southampton, UK; Lynn Josephs, Southampton,
UK; Omer Kalayci, Ankara, Turkey; Michael Keane, Dublin, Ireland; Janwillem Kocks, Groningen, The Netherlands;
Robert Lemanske, Madison, USA; Helgo Magnussen, Grosshansdorf, Germany; Mika Makela, Helsinki, Finland;
Mariano Mazzei, Sienna, Italy; Paolo Matricardi, Berlin, Germany; Andrew McIvor, Hamilton, CanadA; Maria Molina,
Barcelona, Spain; Mario Morais-Almeida, Lisbon, Portugal; Ferran Morell, Barcelona, Spain; Ralph Mosges, Köln,
Germany; Joaquim Mullol, Barcelona, Spain; Clare Murray, Manchester, UK; Steven Nathan, Falls Church, USA;
Bernardino Alcazar Navarrete, Granada, Spain; Alberto Pappi, Ferrara, Italy; James Y Paton, Glasgow, UK; Wanda
Phipatanakul, Boston, USA; David Price, Aberdeen, UK; Jennifer Quint, London, UK; Chin Kook Rhee, Seoul, South
Korea; Pilar Rivera Ortega, Manchester, UK; Graham Roberts, Southampton, UK; Mohsen Sadatsafavi, Vancouver,
Canada; Joaquim Sastre, Madrid, Spain; Glenis Scadding, London, UK; Moises Selman, Mexico City, Dave Singh,
Manchester, UK; Mexico; Pawel Sliwinski, Warsaw, Poland; Iain Small, Peterhead, UK; Pete Smith, Southport, Australia;
Mike Thomas, Southampton, UK; Ioanna Tsiligianni, Heraklion, Greece; Willem van Aalderen, Amsterdam, The
Netherlands; Job van Bowen, Groningen, The Netherlands; Maarten van den Berge, Groningen, The Netherlands; Eric
van Ganse, Lyon, France; Jorgen Vetsbo, Manchester, UK; Claus Vogelmeier, Marburg, Germany; Simon Walsh,
London, UK; Vicky Xepapadaki, Athens, Greece; Heather Zar, Cape Town, South Africa.
Conflict of interest: N. Roche reports grants and personal fees from Boehringer Ingelheim, Novartis and Pfizer, personal
fees from Teva, GSK, AstraZeneca, Chiesi, Mundipharma, Sanofi, Sandoz, 3M, Zambon and Trudell, outside the
submitted work. A. Anzueto reports personal fees for consultancy from GlaxoSmithKline, AstraZeneca and Boehringer
Ingelheim, outside the submitted work. S. Bosnic Anticevich reports personal fees for advisory board work from TEVA,
personal fees for consultancy from GSK and MEDA, grants from TEVA, personal fees for lectures from TEVA, GSK
and AstraZeneca, personal fees for manuscript preparation from MEDA, personal fees for educational activities from
GSK, outside the submitted work. A. Kaplan reports grants and personal fees from AstraZeneca, Boehringer Ingelheim
and Pfizer, personal fees from Covis, GSK, Sanofi, Merck Frosst, Novartis, Purdue, Teva, Trudel, Novo Nordisk and
Griffols, during the conduct of the study. M. Miravitlles reports personal fees for lectures from AstraZeneca, Boehringer
Ingelheim, Chiesi, Cipla, Menarini, Rovi, Bial, Zambon, CSL Behring, Grifols and Novartis, personal fees for
consultancy from AstraZeneca, Boehringer Ingelheim, Chiesi, GlaxoSmithKline, Bial, Gebro Pharma, CSL Behring,
Laboratorios Esteve, Ferrer, Mereo Biopharma, Verona Pharma, TEVA, pH Pharma, Novartis and Grifols, grants from
GlaxoSmithKline and Grifols, outside the submitted work. D. Ryan reports personal fees for advisory board work from
GSK, BI and Novartis, personal fees for lectures and advisory board work from AZ, personal fees for lectures and
meeting attendance from MEDA, outside the submitted work; and was previous president of REG, current vice
president of REG and consultant strategic medical adviser, Optimum Patient Care. J.B. Soriano participated in speaking
activities, advisory committees and consultancies during the period 2014–2019 sponsored by: Almirall, AstraZeneca,
Boehringer Ingelheim, Chest, Chiesi, ERS, GEBRO, Grifols, GSK, Linde, Lipopharma, Mundipharma, Novartis, Pfizer,
RiRL, Rovi, Sandoz, SEPAR and Takeda. O. Usmani reports grants and personal fees from AstraZeneca, Boehringer
Ingelheim and Chiesi, grants from GlaxoSmithKline and Edmond Pharma, personal fees from Aerocrine, Napp,
Mundipharma, Sandoz, Takeda, Zentiva and Cipla, outside the submitted work. N. Papadopoulos reports personal fees
for advisory board work and lectures from Novartis, Nutricia, HAL, MENARINI/FAES FARMA and MYLAN/MEDA,
personal fees for lectures from SANOFI, BIOMAY, MSD, ASIT BIOTECH and Boehringer Ingelheim, personal fees for
advisory board work from AstraZeneca and GSK, grants from Gerolymatos International SA and Capricare, outside the
submitted work. G.W. Canonica has nothing to disclose.

References
1
2
3
4
5
6
7

Altman DG, Schulz KF, Moher D, et al. The revised CONSORT statement for reporting randomized trials:
explanation and elaboration. Ann Intern Med 2001; 134: 663–694.
Roche N, Reddel HK, Agusti A, et al. Integrating real-life studies in the global therapeutic research framework.
Lancet Respir Med 2013; 1: e29–e30.
Saturni S, Bellini F, Braido F, et al. Randomized controlled trials and real life studies. Approaches and
methodologies: a clinical point of view. Pulm Pharmacol Ther 2014; 27: 129–138.
Roche N, Reddel H, Martin R, et al. Quality standards for real-world research. Focus on observational database
studies of comparative effectiveness. Ann Am Thorac Soc 2014; 11: Suppl. 2, S99–S104.
Price D, Brusselle G, Roche N, et al. Real-world research and its importance in respiratory medicine. Breathe
2015; 11: 26–38.
Nyenhuis SM, Apter AJ, Schatz M, et al. Comparative effectiveness trials in asthma - how will I recognize one?
Curr Opin Pulm Med 2018; 24: 78–82.
Chalmers GW, Macleod KJ, Little SA, et al. Influence of cigarette smoking on inhaled corticosteroid treatment in
mild asthma. Thorax 2002; 57: 226–230.

https://doi.org/10.1183/13993003.01511-2019

5

RESPIRATORY EFFECTIVENESS GROUP MANIFESTO | N. ROCHE ET AL.

8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

28
29
30
31

Peters-Golden M, Swern A, Bird SS, et al. Influence of body mass index on the response to asthma controller
agents. Eur Respir J 2006; 27: 495–503.
Halpin DMG, Kerkhof M, Soriano JB, et al. Eligibility of real-life patients with COPD for inclusion in trials of
inhaled long-acting bronchodilator therapy. Respir Res 2016; 17: 120.
Scichilone N, Basile M, Battaglia S, et al. What proportion of chronic obstructive pulmonary disease outpatients is
eligible for inclusion in randomized clinical trials? Respir Int Rev Thorac Dis 2014; 87: 11–17.
Travers J, Marsh S, Williams M, et al. External validity of randomised controlled trials in asthma: to whom do the
results of the trials apply? Thorax 2007; 62: 219–223.
Herland K, Akselsen J-P, Skjønsberg OH, et al. How representative are clinical study patients with asthma or
COPD for a larger “real life” population of patients with obstructive lung disease? Respir Med 2005; 99: 11–19.
Kruis AL, Ställberg B, Jones RCM, et al. Primary care COPD patients compared with large pharmaceuticallysponsored COPD studies: an UNLOCK validation study. PLoS One 2014; 9: e90145.
Walker S, Fingleton J, Weatherall M, et al. Limited generalisability of UPLIFT findings to clinical practice. Thorax
2013; 68: 1066–1067.
Pahus L, Alagha K, Sofalvi T, et al. External validity of randomized controlled trials in severe asthma. Am J Respir
Crit Care Med 2015; 192: 259–261.
Travers J, Marsh S, Caldwell B, et al. External validity of randomized controlled trials in COPD. Respir Med 2007;
101: 1313–1320.
Caminati M, Senna G, Guerriero M, et al. Omalizumab for severe allergic asthma in clinical trials and real-life
studies: what we know and what we should address. Pulm Pharmacol Ther 2015; 31: 28–35.
Zwarenstein M, Treweek S, Gagnier JJ, et al. Improving the reporting of pragmatic trials: an extension of the
CONSORT statement. BMJ 2008; 337: a2390.
Vandenbroucke JP, von Elm E, Altman DG, et al. Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE): explanation and elaboration. Ann Intern Med 2007; 147: W163–W194.
The European Network of Centres for Pharmacoepidemiology and Pharmacovigilance (ENCePP). Guide on
Methodological Standards in Pharmacoepidemiology (Revision 1). EMA/95098/2010. London, European Medicines
Agency, 2012. www.encepp.eu/standards_and_guidances/documents/ENCePPGuideofMethStandardsinPE.pdf
Chavannes N, Ställberg B, Lisspers K, et al. UNLOCK: Uncovering and Noting Long-term Outcomes in COPD to
enhance knowledge. Prim Care Respir J J Gen Pract Airw Group 2010; 19: 408.
Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA statement for reporting systematic reviews and
meta-analyses of studies that evaluate healthcare interventions: explanation and elaboration. BMJ 2009; 339:
b2700.
Pinnock H, Barwick M, Carpenter CR, et al. Standards for Reporting Implementation Studies (StaRI) Statement.
BMJ 2017; 356: i6795.
Campbell JD, Perry R, Papadopoulos NG, et al. The REal Life EVidence AssessmeNt Tool (RELEVANT):
development of a novel quality assurance asset to rate observational comparative effectiveness research studies.
Clin Transl Allergy 2019; 9: 21.
Roche N, Campbell JD, Krishnan JA, et al. Quality standards in respiratory real-life effectiveness research: the
REal Life EVidence AssessmeNt Tool (RELEVANT): report from the Respiratory Effectiveness Group-European
Academy of Allergy and Clinical Immunology Task Force. Clin Transl Allergy 2019; 9: 20.
Dreyer NA, Schneeweiss S, McNeil BJ, et al. GRACE principles: recognizing high-quality observational studies of
comparative effectiveness. Am J Manag Care 2010; 16: 467–471.
Cox E, Martin BC, Van Staa T, et al. Good research practices for comparative effectiveness research: approaches to
mitigate bias and confounding in the design of nonrandomized studies of treatment effects using secondary data
sources: the International Society for Pharmacoeconomics and Outcomes Research Good Research Practices for
Retrospective Database Analysis Task Force Report--Part II. Value Health J Int Soc Pharmacoeconomics Outcomes
Res 2009; 12: 1053–1061.
Schünemann HJ, Oxman AD, Akl EA, et al. Moving from evidence to developing recommendations in guidelines:
article 11 in Integrating and coordinating efforts in COPD guideline development. An official ATS/ERS workshop
report. Proc Am Thorac Soc 2012; 9: 282–292.
Abraham I, Alhossan A, Lee CS, et al. “Real-life” effectiveness studies of omalizumab in adult patients with severe
allergic asthma: systematic review. Allergy 2016; 71: 593–610.
Global Initiative for Chronic Obstructive Lung Disease. Global Strategy for the Diagnosis, Management and
Prevention of Chronic Obstructive Lung Disease. www.goldcopd.com
Miravitlles M, Tonia T, Rigau D, et al. New era for European Respiratory Society clinical practice guidelines:
joining efficiency and high methodological standards. Eur Respir J 2018; 51: 1800221.

https://doi.org/10.1183/13993003.01511-2019

6

