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Abstract 

Methodologies incorporating Real World Elements into clinical trial design (also called pragmatic trials) offer an attractive opportunity 
to assess the effect of a treatment strategy in routine care and as such guide decision making in practice. Uptake of these methods 
is slow for several reasons, including uncertainty about acceptability of trial results, lack of experience with the methodology and 
operational challenges. We developed the “GetReal Trial Tool,” an easy-to-use online interface, which allows users to assess the impact 
of design choices on generalizability to routine clinical practice, while taking into account risk of bias, precision, acceptability and 
operational feasibility. The tool is grounded in the scientific literature combined with knowledge of experts from academia, pharmaceutical 
companies, HTA bodies, patient organizations, and regulators. The aim is to help researchers optimize trial design and facilitate translation 
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of evidence from pragmatic trials to clinical practice. In this paper we describe the development, structure and application of the 
GetReal Trial Tool. © 2021 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY license 
( http:// creativecommons.org/ licenses/ by/ 4.0/ ) 
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What is new? 

• Progress towards the implementation of Real World 

Elements into trials is slow, for several reasons in- 
cluding uncertainty about how the data will be used 

in healthcare decision making, lack of experience 
with the methodology and operational challenges 
associated with such trials. 
• The GetReal Trial Tool allows users to assess the 

impact of design choices on generalisability of a 
trial to routine clinical practice, while taking into 

account other aspects of the trial, such as risk of 
bias, precision, acceptability and operational feasi- 
bility. 
• The GetReal Trial Tool is now available on www. 

getrealtrialtool.eu to help design and assess trials 
and facilitate translation to practice, to help over- 
come barriers to implementation. 

1. Introduction 

Real World Evidence (RWE), the evidence derived from
the analysis and/or synthesis of real world data [1] is in-
creasingly important in health care decision-making. There
is wide acknowledgement that evidence on the efficacy
of treatments derived from strictly controlled conventional
clinical trials, while the gold standard for initial market
authorization, is often insufficient to guide patients, physi-
cians and policy makers in making decisions on the use
of treatments in routine care [ 1 –5 ]. Conventional phase III
trials are designed to determine efficacy of a drug (the drug
effect under ideal circumstances), and observational studies
have limitations in providing evidence on the (relative) ef-
fectiveness of treatment options in routine practice. There-
fore, interest is growing in methodologies, which incor-
porate real world elements into clinical trial design, main-
taining randomization. Data generated from these so called
pragmatic trials offer an attractive opportunity to bridge the
gap between conventional randomized clinical trial (RCT)
derived efficacy and RWE from observational studies [ 1 –
4 ]. However, progress towards the implementation of real
world elements into trials is slow [ 6 , 7 ], for several reason
including uncertainty about acceptability of the evidence,
lack of experience with the methodology and operational
challenges associated with such trials [ 8 –19 ]. In this paper
we describe the development, structure and possible appli-
cations of a decision support tool for incorporating Real
World Elements into clinical trials. This tool aims to facil-
itate the implementation of such elements intro trial design
by guiding users through the possible methodological and
operational implications of design choices towards RWE
generation. For a more detailed description of the concept
of pragmatic trial methodology please see our paper in this
journal from 2017 called “Series: Pragmatic trials and real
world evidence: Paper 1. Introduction” [1] . 

1.1. The need for evidence on relative effectiveness 

Relative effectiveness is the extent to which an interven-
tion does more good than harm compared to one or more
alternative interventions when provided under the usual cir-
cumstances of health care practice [1] . Conventional phase
III RCTs (also referred to as explanatory trials) are not de-
signed to provide evidence on the (relative) effectiveness
of treatment options [1] . These trial are usually conducted
in selected populations and in a highly controlled and op-
timized setting, since their aim is to show the efficacy and
(short-term) safety of a given drug. A gap between efficacy
and effectiveness arises when effect modifiers of treatment,
sometimes also referred to as drivers of effectiveness, differ
between the trial population/setting and the patients/setting
in which the treatment is used after marketing authoriza-
tion [ 2 , 20 ]. Such characteristics could include for example
age, sex, severity of the disease, concomitant medications,
and adherence to treatment, but also more practical ele-
ments of trial conduct which may influence clinical prac-
tice and with that the observed treatment effect, such as
standardization of outcome measurements, trial monitor-
ing and mode of (safety) data collection. To estimate the
treatment effect in practice, and guide decision making in
practice, a different estimand should be targeted, with a
design and analysis that aligns that estimand [21] . 

1.2. Real world elements in clinical trial design 

Historically, evidence on relative effectiveness has been
generated after marketing-authorization through observa-
tional studies. However, there is often uncertainty around
the use of this data in decision making because of known
and unknown bias, especially regarding prognostic incom-
parability between patient groups, which cannot be ruled
out for nonrandomized study designs [ 22 , 23 ]. Therefore,
interest is growing in methodologies which introduce real
world elements into clinical trial design, such as expanding
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the trial population to better reflect the target population
and the choice for a comparison of treatment strategies
as used in clinical practice (including flexibility regarding
eg, dosing and concomitant interventions). If designed and
executed well, such so called pragmatic trials generate ev-
idence on relative effectiveness and allow generalizability
(the extent to which the results of a study apply to the
population of patients in a particular clinical setting) of
trial results to the usual care setting that is reflected in the
trial design, while maintaining the strength of randomiza-
tion [ 1 , 2 , 4 , 23 ]. In this way, pragmatic trials can provide
the type of evidence needed for decision making in rou-
tine clinical practice and are an important addition to the
available arsenal of study designs. 

Since the introduction of the concept of pragmatic trials
by Schwartz and Lellouch in 1967 [24] numerous publica-
tions have described the concept and methodology of prag-
matic trials [ 1 , 25 –27 ]; and tools, such as PRECIS-2, have
been developed to guide trialists as to where on the prag-
matic/explanatory continuum a planned trial lies [ 25 , 28 ].
This continuum is of importance, because trials can in-
corporate real world elements in their design to a varying
extent (ranging from “only” broadening the patient pop-
ulation to point-of-care-randomized trials where random-
ization and informed consent are the only deviation from
routine clinical practice). The exact research question of
the study should drive which real world elements should
be considered for the trial design and which not and with
that the position of the trial on the pragmatic/explanatory
continuum. For example, to determine the true drug effect
in a broader population than was included in phase III
trials different design choices are required than to guide
decision making regarding whether to treat patients with
treatment A or B for an asthma exacerbation in an emer-
gency setting. 

1.3. The importance of considering operational aspects 

There are many design choices that can be made to tai-
lor clinical trial design to more closely reflect routine care.
Each of these design choices may have consequences, not
only on a methodological, but also on an operational level.
Equally, operational limitations can impact design choices.
Different operational challenges are associated with prag-
matic trials than with explanatory trials [ 8 –19 ]. Due to
the limited experience with pragmatic trials, these chal-
lenges may be unanticipated and hamper the successful
conduct of these trials. In comparison to conventional ex-
planatory RCTs, in pragmatic trials particular aspects need
to be addressed, such as understanding how routine care is
delivered in the setting(s) of interest and understanding the
potential limitations imposed by engaging sites not experi-
enced in running clinical trials (the later because pragmatic
trials seek to perform the study in the setting where pa-
tients would be treated in daily life, which in many cases
are not the research experienced tertiary care centers). 
For example, methodologically simple-sounding con-
cepts such as “comparing the new treatment strategy to
usual care” can prove operationally challenging. How to
deal with large differences in usual care between sites, re-
gions or countries? How to deal with changes in usual
care during the trial period? And what if usual care in-
cludes suboptimal care? Taking all these aspects into ac-
count during the design phase of the trial is essential, not
only to ensure a smooth conduct of the trial, but also to
prevent difficulties in interpreting the results as well as
limitations to the generalizability and acceptability of the
findings. 

Sometimes the methodologically favorable pragmatic
design choice may not be advisable, because operational
challenges that arise from this choice can work in the op-
posite direction. For example, appointing dedicated study
staff to a site is often considered a less pragmatic choice
[28] as it may change routine clinical practice. However,
experience has shown that, for example in primary care,
not offering this extra support, may lead to a low, selec-
tive sample of primary care practices willing to partici-
pate in the trial [12] . The usual clinical care treatment in
these practices may well differ from that in the nonpar-
ticipating practices. If the application of dedicated study
staff leads to inclusion of a broader group of practices
this not-so-very-pragmatic design choice may thus actu-
ally improve generalizability of the trial findings, instead
of decreasing it; given that it is set up in a way to re-
lieve the burden of informed consent procedures and other
trial related activities, but with as less impact on routine
clinical practice and the delivery of the interventions as
possible. 

These examples show that operational challenges (and
their solutions) can strongly impact the generalizability of
trial findings and, depending on the research question, may
compromise the original goal of the trial design. We pro-
pose that when designing or evaluating the findings of
trials with a more pragmatic intent, attention should be
paid to the effects of design choices not only on gener-
alizability, but also on the other two key methodological
principles of clinical trials, validity and precision of treat-
ment effects, as well as operational challenges. This will
help clinical project teams to better understand the con-
sequences of their choices and evaluators of the results
to better value the trial findings and understand whether
they answer the research question the trial aimed to
address. 

In order to help clinical project teams and evaluators to
address the specific aspects of pragmatic trials, researchers
of the IMI GetReal project, in cocreation with a broad
stakeholder group, have developed the GetReal Trial Tool.

1.4. What does the GetReal Trial Tool add? 

The GetReal Trial Tool builds on the aforementioned
previous work on pragmatic trials by combining the



M.G.P. Zuidgeest et al. / Journal of Clinical Epidemiology 149 (2022) 244–253 247 

Fig. 1. Visualization of the interplay between design choices, implica- 
tions and operational challenges. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

methodological framework of pragmatic trials with three
additional aspects, which need to be taken into account,
to make balanced design choices towards Real World Ev-
idence generation: 
1. A much more granular overview of the options for each

“more pragmatic” design choice, to provide hands-on
guidance to trialists beyond the methodological princi-
ple (for example, what are the different modes available
to incorporate usual care as the comparator) 

2. Nine important possible implications of design choices,
beyond generalizability, 
a Regarding the other two key methodological princi-

ples of clinical trials: validity (described as “risk of
bias”) and precision 

b Regarding acceptability of the trial by various stake-
holders, as well as cost and duration (which strongly
influences whether a trial can be conducted in prac-
tice) 

3. Possible operational challenges that can arise from a
certain design choice (being able to anticipate these up
front can again strongly increase the chances of the trial
being successfully executed) 
As such the GetReal Trial Tool is a comprehensive deci-

sion support tool for clinical trial design, taking methodol-
ogy, acceptability and operational feasibility into account.
The tool is not intended to score pragmatism but to aid in
making more pragmatic design choices and/or evaluate the
consequences of such choices. 
1.5. Development of the GetReal Trial Tool 

The development of the tool was initiated by a group
of about 30 people from 16 different organizations, mostly
(clinical) epidemiologists, statisticians, experts in clinical
trial operations and/or real-world evidence, patient repre-
sentatives and ethicists, from academia, industry, patient
organizations and SMEs. 

2. The tool content 

As already highlighted in the introduction, the tool com-
bines information on trial design elements , their possible
implications and possible operational challenges related
to these design choices. A description of these concepts,
as used in the GetReal Trial Tool, can be found in Text
Box 1 and an overview of the interplay between the con-
cepts is visualized in Fig. 1 . 

Text box 1 . A description of the concepts used in the 
GetReal Trial Tool 

Trial design elements: An overview of choices that can be 
made when designing a trial, with a focus on those choices 
that differentiate between a more pragmatic and more 
explanatory trial. For example, whether to protocolize dosing 
in the trial or leave it at the discretion of the treating 
healthcare professional. These trial design choices have been 
captured as questions under the seven domains of the 
GetReal Trial Tool. 

Implications: The effect a design choice or operational 
challenge may have on interpretation of the results 
(generalizability, validity, precision), ethical and stakeholder 
acceptability (patient, prescriber, regulatory and HTA body) or 
the required resources or study duration. 

Methodological implications: The effect of design choices 
or operational challenges on the interpretation of the 
results (generalizability, validity, precision). 

Acceptability implications: Ethical and stakeholder 
acceptability (patient, prescriber, regulatory and HTA body) 

Feasibility implications: Implications for the required 
resources or study duration. These need to be distinguished 
from the operational challenges in the sense that these 
implications are a direct logical result of a design choice; 
whereas operational challenges are practical issues that 
may or may not occur depending on the exact specificities 
of where and how the trial is executed. 

Operational challenges: Practical issues that may arise during 
the execution of the trial, for example, low participation of 
sites due to required training and study burden, as a 
consequence of specific choices made in the trial design. 

The content of the tool is based on a combination of
extensive literature review, in-depth stakeholder interviews,
pragmatic trial study team conversations, and consortium
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Table 1. The domains and number of design choices per domain in the GetReal Trial Tool 

Domain Description Number of design 
choices 

Participant selection, recruitment 
and attrition 

This domain looks into the eligibility criteria for the 
trial participants, and recruitment and attrition 
strategies. 

5 

Site Selection and recruitment This domain evaluates the settings where the trial is 
performed, as well as selection, recruitment and set-up 
of the sites. 

6 

Outcome selection and 
measurement 

This domain touches upon which outcomes are 
selected for the trial (eg, disease-specific 
survival/mortality, clinical outcomes, life impact) and 
how they are measured (alignment with routine 
practice, standardization). 

10 

Randomization, comparator 
choice and treatment strategies 

This domain looks into how the treatment strategies 
are implemented and compared in the trial (including 
strategies on randomization, blinding, switching, 
comparator choice, treatment supply and 
reimbursement). 

13 

Data collection This domain addresses the options for data collection 
(eg, use of existing data collection systems such as 
Electronic Health Records), validation and linkage. 

4 

Safety monitoring This domain considers what safety data are collected 
and how they are handled. 

3 

Monitoring of trial conduct and 
data quality 

This domain looks into which aspects of the study 
conduct are monitored and how. 

2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

member input. It has been validated by a team of trial-
ists, clinical trial operational experts and epidemiologists.
The methods and results of the literature review and stake-
holder interviews have been published elsewhere [ 1 , 13 –
19 ]. A new literature search has been performed to include
published challenges with pragmatic trials until March
2021 (publication expected shortly) and where needed the
tool content regarding operational challenges has been
updated. 

2.1. Development of the Trial Tool domains and design 

choices 

As a first step to content development a list of trial de-
sign choices that can be made as part of pragmatic trial
design was created. The list was further refined and re-
viewed until agreement was reached. These choices were
subsequently grouped into seven overarching domains for
trial design, relating to participant, site, outcome, compara-
tor, data, safety and quality aspects of trial design. See
Table 1 for a more detailed description of the domains
and the number of design choices identified per domain.
Details of the domains, questions and design choices are
presented in Appendix A. Details on the selected prag-
matic trial domains and the most important design choices
are also described in the aforementioned series of consec-
utive publications by the GetReal Consortium [ 1 , 13 –19 ],
and a more elaborate discussion is beyond the scope of
this paper. 
2.2. Identification of possible implications of design 

choices and their evaluation 

Three methodological implications, five acceptability
implications and two feasibility implications were selected
based on discussions and integrated into the tool. To be
able to compare the possible implications of design choices
a color coding system was developed. This was preferred
to a numerical scoring system to avoid calculation of a “fi-
nal” score for a trial since a single number cannot capture
the complexities of trial design. The color coding shows,
for each design option, whether there is opportunity for
improvement in the design of the study for a specific
implication. There are four possible colors, green stands
for “optimal,” orange for “opportunity for improvement,”
pink for “more opportunity for improvement” and grey for
“no impact” expected. For example, both use of a placebo
comparator and blinding of participants and/or health care
provider for treatment allocation are coded as pink “more
opportunity for improvement” for generalizability. This in-
dicates that generalizability could be improved by adapting
these design choices, for example by comparing to an ac-
tive comparator in an open-label fashion. It is up to the
trial designers or evaluators to determine whether such an
“improvement of generalizability” is required, as this de-
pends on the research question of the trial. Each color cod-
ing is accompanied by a written brief explanation of the
implication, where available including a reference to rel-
evant literature. The group developing the tool evaluated
the possible implications of each design choice, assigned a



M.G.P. Zuidgeest et al. / Journal of Clinical Epidemiology 149 (2022) 244–253 249 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

color code and added the written explanation for the color
given. See Fig. 2 for the list of implications, their defini-
tions and the color coding system. When using the tool
to design a trial it depends on the timing (pre- or post-
registration) and setting of the trial whether all of these
implications are of relevance, for example, costs may be
less of an issue in industry-sponsored trials whereas for
phase IV investigator-initiated trials the regulatory accept-
ability may be less relevant. When using the tool to assess
a trial the cost and duration aspect do not need to be taken
into account. Therefore, the color coding is only to be used
to determine whether there is room for improvement of the
specific design choice it relates to, not to compare colors
across design choices. It is up to the trial team to determine
whether for example, an increase in precision outweighs a
possible decrease in generalizability. 

2.3. Collection and scoring of possible operational 
challenges 

Based on the findings from the extensive literature re-
view, in-depth stakeholder interviews, pragmatic trial study
team conversations, and consortium member input, a list
of possible operational challenges of pragmatic design
choices was constructed for each of the design choices,
defined under 2.1. Again, for each operational challenge
the possible implications of that challenge were evaluated
and explained with a short text. 

2.4. Content validation: reaching consensus on the color 
coding, description of implications and operational 
challenges 

To validate and enrich the content of the GetReal Trial
Tool, regarding implications and operational challenges,
seven expert (group) sessions, involving 35 experts from
academia and industry as well as clinicians, were orga-
nized. This consisted of two sessions on the methodologi-
cal implications, and one session each on Health Technol-
ogy Assessment body, prescriber, regulatory and ethical
acceptability as well as operational challenges. The partic-
ipants or experts of each session varied, depending on the
content to be validated; the methodological implications
sessions involved professors of epidemiology and public
health and epidemiologists (mainly from academia) while
the HTA acceptability session involved policy experts from
Health Technology Agencies. Regulatory acceptability of
the content was validated by statisticians, epidemiologists,
as well as pharmacovigilance specialists working in the
regulatory system. Prescriber acceptability was validated
by a professor of general practice and a general practitioner
and epidemiologist, whereas ethical acceptability was vali-
dated by an associate professor of medical ethics. The fea-
sibility implications and operational challenges were vali-
dated by a group of operational experts from industry and
academia as well as epidemiologists. Patient acceptability
was already evaluated by the experts of a broad patient
organization so no further validation sessions took place. 

During these sessions for each design choice, the color
coding and wording regarding the respective implications
was discussed (session 1–6). Discussion was continued un-
til agreement was reached. During the session on opera-
tional challenges per design choice, the operational chal-
lenges were reviewed, as well as the described possible
implications of each operational challenge (session 7). 

3. The tool functionalities and structure 

3.1. Development of the tool functionalities 

In order to develop a tool that is intuitive and easy
to use in practice, an external commercial serious gaming
company was involved to help build an attractive display
for the complex interplay between design choices, oper-
ational challenges and implications. The principal focus
points for the development of the functionalities of the
tool were based on the requirements for the tool users to
(1) not get lost in the vast amount of information provided
in the tool, (2) keep track of progress through the different
domains and design choices in the tool and (3) to be able
to go through a large content base in an intuitive manner.

The scrum framework (see scrum.org) was used to
codevelop the tool functionalities. The intermediate prod-
ucts included a canvas (describing elements such as the aim
of the tool, the target group, the envisioned core features,
the project boundaries etc.), a paper prototype (a paper
version showing the type of content and the flow through
the tool), a Look & Feel version (of the interface and en-
visioned functionalities of the tool), a functional design
prototype (with limited content but with the functionalities
in place), a beta version and the final web-based version
of the tool. 

3.2. Piloting of the tool functionalities 

The tool functionalities have been piloted extensively,
first before being made available online in June 2017 and
again after revisions made to the tool in 2019. 

In 2017 former GetReal partners and additional relevant
stakeholder organizations were invited to participate in the
pilot (N = 33). Responses were received (12 surveys, five
F2F meetings) from pharmaceutical companies (five), pa-
tient organizations (two), Contract Research Organizations
(one), nonprofit organizations (one), universities/university
hospitals (six), HTA bodies (one) and regulatory agencies
(one). The conclusions from the pilot were that the tool
was fully functional and well received, albeit hosting was
somewhat unstable. The “gamification”/visualization was
seen as a positive feature of the tool. Changes that were
made to the tool included increasing and optimizing the
export functionalities, rephrasing text where unclear and
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Fig. 2. List of implications of design choices as presented in the tool and the color coding system. 
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Fig. 3. A snapshot of the main screen of the GetReal Trial Tool. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

optimizing the stability of the tool by changing the host-
ing environment. 

In 2019, the tool underwent a second round of exten-
sive piloting, consisting of an internal interview round with
eight consortium members, from industry, academia and
patient organizations. This was followed by two focus ses-
sions where the tool was used to review a trial protocol (13
people in total, six industries, two Contract Research Or-
ganizations and five academia). Subsequently, the tool was
presented face-to-face to a group of 17 external RWE ex-
perts, who provided feedback on the tool in a round table
discussion. Based on these pilots the name of the tool, the
visuals and the wording around the tool has been adapted
to better reflect the possibilities of the tool. The content of
the tool did not require changes at this stage. 

Validation of the tool, assessing protocols of conducted
trials, has been completed and is planned to be published
shortly. In this validation both the ability of the tool to
highlight the operational challenges that were actually ex-
perienced by trial teams conducting these trials and the in-
terrater agreement on which design choice has been made
for a trial, based on a trial protocol, have been assessed. 

3.3. Tool functionalities and structure 

The current tool provides a navigation wheel with the
seven domains, a visual aid on progress through the de-
sign choices, a two-level approach with the design choices
and their possible implications on the first level and the
operational challenges with their possible implications on
the second level, an overview possibility per domain and
a note-taking function. See Fig. 3 for a snapshot of the
main screen of the tool. The tool provides both a descrip-
tive (Excel) and a visual export function (Fingerprint, see
Appendix B). 

4. Discussion 

The GetReal Trial Tool is developed to offer step-by-
step guidance to evaluate the options and implications of
introducing RWE in clinical trial design and help to opti-
mize trial design and maximize the impact of the results.
It allows users to assess the impact of design choices on
generalizability of a clinical trial to the routine clinical
practice the trial aims to reflect, while taking into account
other aspects of the trial, such as risk of bias, precision, ac-
ceptability and operational feasibility. The tool enables trial
teams and other stakeholders to access information from
the scientific literature, combined with the knowledge of
over 100 professional clinical trial experts from academia,
pharmaceutical companies, HTA agencies, patient organi-
zations, and regulators. 

During trial design, the tool offers an easy to use in-
terface, which supports users to navigate easily through
different aspects of their trial design and reach a balanced
decision on a design that is expected to be not only fit
for purpose in theory but that also has the best chance of
being successful in practice. The tool helps ensure all key
aspects of the trial design and associated operational chal-
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lenges are considered as a team builds and optimizes their
trial design in light of a specific research question. 

The tool will not make decisions for the user but rather
highlight possible consequences of design choices, which
need to be interpreted by the user to determine to what
extent these consequences might apply to the specific trial
the user is designing or evaluating, including the specific
therapeutic area, intervention and health care setting. As
such, the tool can best be used by a team with combined
knowledge of clinical trial design, the disease area, health
care setting and usual care options in scope for the specific
research question. 

The tool can also be of use at a later stage, when
evaluating and communicating trial findings with key de-
cision makers and the scientific community, by giving
transparency into which design choices of the trial might
have influenced generalizability and other aspects of the
trial. The tool is also being regularly and successfully
used in online educational courses on RWE and trial
design. 

It is explicitly not the aim of the tool to provide a “fi-
nal score” regarding “level of pragmatism” for a trial, as
the authors believe that each trial can only be evaluated
taking into account the specific research question and con-
text of the setting the trial aims to provide results for. In
addition, similar color coding might have different impli-
cations for each trial, where for a sponsor with a limited
budget higher costs might be a showstopper, while for an-
other sponsor including more sites might be a more serious
challenge. 

Limitations are related to the fact that experiences with
operational aspects of clinical trial conduct often remain
unpublished. The tool only shows those operational chal-
lenges that have been published or were brought in by the
stakeholders involved in the development of the tool. Even
though this information is periodically updated, as such,
the tool most likely does not capture all operational chal-
lenges experienced in this field. In addition, to be able to
effectively use the tool, some general knowledge on clini-
cal trial design and execution is required. 

In conclusion, the GetReal Trial Tool offers an acces-
sible and solid knowledge base to assess, design or dis-
cuss clinical trials in light of RWE generation. The tool
is open access and can be used without entering any
confidential trial information. The tool can be found on
www.getrealtrialtool.eu. The GetReal team welcomes any
feedback on the functionalities and content of the tool, so
that they can continue to optimize the tool. 
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