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Background. The true burden of lower respiratory tract infections (LRTIs) due to respiratory syncytial virus (RSV) remains
unclear. This study aimed to provide more robust, multinational data on RSV-LRTI incidence and burden in the first 2 years of life.

Methods. This prospective, observational cohort study was conducted in Argentina, Bangladesh, Canada, Finland, Honduras,
South Africa, Thailand, and United States. Children were followed for 24 months from birth. Suspected LRTIs were detected via
active (through regular contacts) and passive surveillance. RSV and other viruses were detected from nasopharyngeal swabs
using PCR-based methods.

Results. Of 2401 children, 206 (8.6%) had 227 episodes of RSV-LRTI. Incidence rates (IRs) of first episode of RSV-LRTI were
7.35 (95% confidence interval [CI], 5.88–9.08), 5.50 (95% CI, 4.21–7.07), and 2.87 (95% CI, 2.18–3.70) cases/100 person-years in
children aged 0–5, 6–11, and 12–23 months. IRs for RSV-LRTI, severe RSV-LRTI, and RSV hospitalization tended to be higher
among 0–5 month olds and in lower-income settings. RSV was detected for 40% of LRTIs in 0–2 month olds and for
approximately 20% of LRTIs in older children. Other viruses were codetected in 29.2% of RSV-positive nasopharyngeal swabs.

Conclusions. A substantial burden of RSV-LRTI was observed across diverse settings, impacting the youngest infants the most.
Clinical Trials Registration. NCT01995175.
Keywords. respiratory syncytial virus; respiratory tract infections; epidemiology; incidence; burden of disease; infants; young

children.

LAY SUMMARY

Respiratory syncytial virus (RSV) is a common pathogen that
causes respiratory illnesses. Although symptoms are usually
mild, young children can havemore serious diseases such as bron-
chiolitis and pneumonia. The number of children with RSV ill-
nesses and the need for health care differ by country and are

likely underestimated. In a study conducted in 8 countries, we fol-

lowed 2401 children from birth to 2 years to determine the fre-

quency of lower respiratory tract infections (LRTIs) and

hospitalizations due to RSV.We found that 206 children had these

infections. Approximately 7 in 100 children had an RSV-LRTI in

the first 6 months of life. Furthermore, the youngest children had

more serious symptoms and were hospitalized more often than

children older than 6 months. While RSV-LRTI incidence and

hospitalization rates varied among countries, they were higher

in low- or middle-income countries or regions than in high-
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income countries. We found that approximately 1 in 3 children
with RSV-LRTIs also had other viruses that could cause respirato-
ry illness. These results show that children younger than 2 years
are greatly affected by RSV, especially in low- and middle-income
countries. Programs to prevent RSV infections in young children
around the world would likely bring health benefits.

Lower respiratory tract infections (LRTIs) remain a leading
cause of morbidity and mortality worldwide in children under
5 years of age [1, 2]. As of 2017, despite a 36.4% reduction in
fatal cases since 2007, LRTIs accounted for .800 000 deaths
in this age group, with most occurring during the first year of
life. Children in low-income countries are disproportionately
affected [1].

Human respiratory syncytial virus (RSV) is the most com-
mon cause of acute viral LRTIs among children under 5 years
of age. A meta-analysis estimated an annual global burden of
33.1 million cases of RSV-LRTIs resulting in 3.2 million hospi-
talizations and 118 200 deaths in 2015 in this age group [3]. A
substantial proportion of this burden occurred among children
less than 6 months of age, accounting for approximately
5.6 million RSV-LRTI cases, 1.4 million hospitalizations, and
27 300 in-hospital deaths [3]. The global annual incidence of
hospitalizations for RSV was estimated at 13.42/1000 children
among children under 2 years of age and 20.01/1000 children
among those under 6 months of age [4]. In the Pneumonia
Etiology Research for Child Health Study, RSV was identified
as the dominant pathogen isolated from children younger
than 5 years hospitalized with severe pneumonia across multi-
ple countries between 2011 and 2014 [5]. In 2017, RSV ranked
second only to Streptococcus pneumoniae as a global leading
cause of LRTI-associated deaths, accounting for 15% of LRTI
deaths in children under 5 years of age [1]. Most children are
infected during the first season when they are exposed to
RSV. Severe disease is most likely during the first 6 months
of life and in older adults [6–8], but symptomatic infections oc-
cur throughout life.

Current programs for RSV prevention target only the
highest-risk populations, and there are no interventions for
the general population, including infants [9]. Accurate epide-
miologic data on RSV-associated disease burden are necessary
to plan, implement, evaluate, and optimize newly emerging
RSV prevention strategies. The burden of RSV-LRTI is globally
recognized, but RSV infection is not notifiable worldwide and
the reported incidence, morbidity, and mortality rates vary
widely based on geography and from season to season. For in-
stance, meta-estimates suggested that approximately 26% of
children under 5 years with respiratory tract infections tested
positive for RSV in the World Health Organization (WHO)
Western Pacific Region (from studies covering 1991 to 2012)
[10] and 46% tested RSV positive across the WHO European
region (from 2004 to 2018) [11]. Important differences were
noted by country, economic setting, and age group [3]. The

wide variations in reported disease burden may be due to
true geographical differences in incidence based on genetic, so-
ciodemographic, or environmental factors, including access to
care and diagnosis. The degree to which differences in study de-
sign (eg, retrospective vs prospective, passive vs active surveil-
lance) and/or methodology contribute to the wide variations in
reported disease burden remains unknown but must be
considered.
To provide more robust, multinational data on the incidence

of RSV-LRTIs and related hospitalizations, we performed a
prospective birth cohort study to assess the burden of
RSV-associated LRTIs in children living in 8 economically di-
verse countries across the globe from birth until 2 years of age.

METHODS

Study Design and Participants

Our prospective, observational cohort study was conducted at
study sites located in Argentina, Bangladesh, Canada, Finland,
Honduras, South Africa, Thailand, and the United States.
Infants were enrolled if their parent(s)/legally acceptable

representative(s)(LARs) signed an informed consent before
and within 5 working days after birth, and if a ≥3 mL cord
blood sample was collected. Infants who had parent(s) under
the legal consenting age, were born at gestational age of
,28 weeks, who had any conditions expected to require post-
natal hospitalization for .12 weeks, had a life expectancy of
less than 5 years, or who had a confirmed/suspected immuno-
suppressive or immunodeficient condition were excluded.
Children were enrolled between December 2013 and

October 2015 and followed until 2 years of age for any potential
LRTI using both active and passive surveillance. For active sur-
veillance, study staff regularly contacted the children’s par-
ent(s)/LAR(s) to identify potential LRTI cases, at predefined
intervals which were based on local settings and were more fre-
quent in RSV transmission periods (up to 16 contacts/year for
each child). For passive surveillance, the parent(s)/LAR(s)
spontaneously reported any new or worsened RTI symptoms
experienced by their child to study staff. Study visits with phys-
ical examinations occurred within 72 hours of all new or wors-
ening potential LRTI cases identified by either active or passive
means (Supplementary Material, Text 1).
A full list of the study objectives is presented in

Supplementary Table 1. Here, we report the results on disease
burden in terms of incidence rates of RSV-LRTI, severe
RSV-LRTI, and RSV-associated hospitalization (coprimary ob-
jective), and data on the association of codetected viral patho-
gens with the incidence of LRTIs and/or severe LRTIs (tertiary
objective), using the WHO case definitions [12]. The results of
the other objectives will be reported elsewhere.
We conducted the study in accordance with the principles of

Good Clinical Practice, the Declaration of Helsinki, and all

Incidence of RSV-LRTI in ,2 Year Olds • JID 2022:226 (1 August) • 375

http://academic.oup.com/jid/article-lookup/doi/10.1093/infdis/jiac227#supplementary-data
http://academic.oup.com/jid/article-lookup/doi/10.1093/infdis/jiac227#supplementary-data


applicable regulatory requirements. The study protocol and
subsequent amendments were approved by national regulatory
authorities and institutional review boards/institutional ethics
committees at each site. Corrective actions were implemented
when deviations from these guidelines and regulations were de-
tected. This was the case for one of the study sites in Argentina.
Therefore, the data from that site were excluded from the anal-
yses. The site would have contributed,2% of the study partic-
ipants. The study is registered on ClinicalTrials.gov
(NCT01995175) and a full protocol is available at http://www.
gsk-studyregister.com (ID 200150).

Illness Assessments

At study visits to assess potential LRTIs the temperature, re-
spiratory rate, and blood oxygen saturation (using pulse ox-
imetry) were measured, and all clinical symptoms were
recorded. Nasopharyngeal swab samples were collected at
these visits and tested for a panel of respiratory viral patho-
gens. RSV subtypes were detected using reverse transcription-
quantitative real-time polymerase chain reaction (RT-qPCR).
The Luminex xTAG respiratory viral panel fast assay version 2
was used to detect 17 viral types and subtypes (Supplementary
Material, Text 1).

Statistical Analyses

Sample size estimates were based on expected RSV-associated
LRTI hospitalization rates as reported in previous studies
[13–18]. Assuming a hospitalization rate of 20 cases per
1000 person-years, and an overall sample size of about 320
evaluable children by country, the 95% confidence interval
(CI) around the point estimate of the RSV hospitalization
rate was estimated to be 6.9–40.8 for the exact Poisson distribu-
tion and 0.0–51.7 for the normal approximation with design ef-
fect of 4.18 [19]. The RSV-LRTI incidence rate was expected to
be approximately 8 times higher than the hospitalization rate
[20]. Assuming a drop-out rate of approximately 20% over
the 2-year follow-up period, the enrolment target was set at
400 children per country or 2400 overall. This number was con-
sidered sufficient for descriptive purposes.

All LRTI episodes were assessed by the investigators and
classified by severity, using the WHO 2015 case definitions
[12] as presented in Table 1. The RSV-LRTI incidence rates
for first episodes of RSV-LRTI, severe RSV-LRTI, and
RSV-associated hospitalization were calculated overall, by
country, and by age group (0–5 months, 6–11 months,
12–23 months) with exact 95% CIs. Incidence rates were calcu-
lated by dividing the number of children with first episodes
over the follow-up period by the total person-years and were
expressed as cases/100 person-years. The person-time at risk
was calculated as the time between the date of birth and the
end of the at-risk period or the earliest of the following: date
of first diagnosis of event, date when child reaches 2 years of

age, date of last contact, or date of death. The date of last con-
tact was defined as no contact by the child’s parent(s)/LAR(s)
over a period of 3 planned contacts and/or 2 months and after
a final attempt has beenmade bymail; in this case, the child was
censored at the time of last contact.
The analysis of other respiratory viruses and RSV infection

during LRTIs was performed overall, by country, and by age
group (0–2 months, 3–5 months, 6–11 months, 12–23 months)
by calculating the number and percentage of cases for each vi-
rus type/subtype identified.
Analyses were performed in all children who met the study

eligibility criteria and complied with passive surveillance re-
porting and examination visits in the timeframe stated in the
protocol. All statistical analyses were performed using SAS ver-
sion 9.4.

RESULTS

Demographics

Of 2402 children enrolled in the study, 2401 were included in
the analyses and 2148 (89.5%) completed the study
(Figure 1). The children’s and mothers’ characteristics varied
slightly by country (Table 2). More than half (55.2%) of the
mothers were between 28 and 37 years of age at delivery;
49.5% of them had higher education (university or postsecond-
ary school). Overall, 38.2% of infants were born via caesarean
delivery. Race distribution varied by country of origin. Most
children were born after 37 weeks of gestation (92.5%), weighed
over 2.5 kg at birth (91.7%), and had a 5-minute Apgar score of
7 or higher (98.1%). Overall, nearly two-thirds of the partici-
pants (62.9%) were born during the local RSV transmission
period.
The average number of persons living in the household when

children reached 3 months of age was 4.6. This average varied
by country, ranging from 3.7 in Argentina to 6.1 in Bangladesh.

Table 1. Case Definitions (World Health Organization, 2015 [12])

RSV-LRTI Child with history of cough or difficulty breathing;
SpO2 ,95% or respiratory rate increasea;
RT-qPCR-confirmed RSV detection

Severe RSV-LRTI Child with RSV-LRTI; SpO2 ,93% or lower chest
wall indrawing

RSV-LRTI
hospitalization

Meeting the case definition of RSV-LRTI;
associated with hospitalization

Severe RSV-LRTI
hospitalization

Meeting the case definition of severe RSV-LRTI;
associated with hospitalization

LRTI, all cause Child with history of cough or difficulty breathing;
SpO2 ,95% or respiratory rate increasea

Severe LRTI Child with LRTI; SpO2 ,93% or lower chest wall
indrawing

Abbreviations: LRTI, lower respiratory tract infection; RSV, respiratory syncytial virus;
RT-qPCR, reverse transcription-quantitative polymerase chain reaction; SpO2, saturation
of peripheral oxygen.
aRespiratory rate increase defined by age as ≥60/minute (less than 2 months of age); ≥50/
minute (between 2 and 11 months of age); ≥40/minute (12 to 24 months of age).
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Overall Incidence of RSV-LRTIs and RSV-Associated Hospitalizations

Two-hundred-six (8.6%) children had 227 episodes of
RSV-LRTI (per the WHO case definition) before the age of
2 years, with most episodes occurring during the first 6 months
of life. Eighty-six children had their first RSV-LRTI episode at
0–5 months of age (with a higher proportion being affected at
3 to,4 months of age; Supplementary Figure 1), 61 children at
6–11 months of age, and 59 children at 12–23 months of age.

The incidence rate of first episode of RSV-LRTI was 7.35
cases/100 person-years (95% CI, 5.88–9.08) for children
0–5 months and 5.50 (95% CI, 4.21–7.07) in those aged
6–11 months; a lower incidence rate (2.87; 95% CI,
2.18–3.70) was observed during the second year of life
(Figure 2 and Supplementary Table 2).

Sixty-nine (2.9%) children had 73 severe RSV-LRTIs, with
38, 16, and 15 participants having the first episode at 0–5, 6–
11, and 12–23 months of age. The incidence rate of severe
RSV-LRTI was higher in children 0–5 months (3.22 cases/100
person-years; 95% CI, 2.28–4.42) than in those 6–11 (1.40;
95% CI, 0.80–2.27) and 12–23 months of age (0.69; 95% CI,
0.39–1.14) (Figure 2 and Supplementary Table 2).

Of the 31 first-time hospitalizations with positive RSV detec-
tion (RSV hospitalizations), 22, 3, and 6 occurred in children 0–
5, 6–11, and 12–23 months of age. Of these, 20 met the WHO
case definition for LRTI or severe LRTI. Approximately 10% of

all first RSV-LRTI cases were hospitalized and 5% were
admitted in an intensive care unit. The highest incidence
rate of RSV hospitalizations, RSV-LRTI hospitalizations, and
severe RSV-LRTI hospitalizations occurred among children
0–5 months of age; rates were comparable between children
6–11 and 12–23 months of age (Supplementary Table 2).
When children were stratified by the amount of time spent in

the local RSV transmission period during the first 6 months of
life, the observed incidence rates were higher among infants
with.3 months than those with ≤3 months in the RSV trans-
mission period (10.63 vs 1.01 cases/100 person-years for
RSV-LRTI, 4.73 vs 0.25 for severe RSV-LRTI, and 2.67 vs
0.25 for RSV hospitalization; Supplementary Table 3).

Incidence of RSV-LRTIs and RSV Hospitalizations, by Country

The incidence rates varied by country. The observed RSV-LRTI
incidence rates were the highest in Bangladesh and Honduras
and lowest in Finland (Figure 2 and Supplementary Table 2).
The highest incidence rates for RSV hospitalization, RSV-LRTI
hospitalization, and severe RSV-LRTI hospitalizations were ob-
served in Bangladesh, overall (2.10, 2.10, and 1.03 cases/100
person-years, respectively) and in the 0–5-month age group
(8.21, 8.21, and 4.06 cases/100 person-years, respectively).
The highest percentage of hospitalized RSV-LRTI episodes

was observed in Bangladesh: across all age categories, 20% of
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Figure 1. Participant flowchart and local RSV transmission period. The RSV transmission period in each country was defined based on the actual observed RSV season
during the period of surveillance for each country. For countries such as Canada, the Unites States, and Finland, which had well-established RSV surveillance systems in place
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all RSV-LRTI cases and 25% of severe RSV-LRTI cases required
hospitalization (all without intensive care) (Supplementary
Figure 2). No hospitalizations due to RSV-LRTI were observed
in the US cohort.

RSV Detection and Viral Codetection in Children With LRTI

Of the 1012 LRTI episodes, 909 (89.8%) had 1 or more virus
types/subtypes detected. Overall, approximately 22% of
LRTIs involved RSV, with RSV-A detected for 94 episodes
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Figure 2. Incidence rate of first episode of RSV-LRTI (A), severe RSV-LRTI (B), and RSV hospitalization (C ) by age group, overall, and by country. Error bars represent 95%
CIs. Abbreviations: CI, confidence interval; IR, incidence rate (cases/100 person-years); LRTI, lower respiratory tract infection; RSV, respiratory syncytial virus.
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and RSV-B for 132 episodes (Supplementary Table 4). In 0 to
2-month-old children, RSV was identified in approximately
40% (43/110) of all LRTIs and 47% (21/45) of severe LRTIs.
After 2 months of age, the percentage of LRTIs with RSV de-
tected were approximately 20% of all LRTIs and 24% of severe
LRTIs. Of 260 severe LRTIs occurring in 259 children, approx-

imately 28% involved RSV (27 RSV-A episodes and 46 RSV-B

episodes).
One or more additional virus types were detected in 29.2% of

all nasopharyngeal swab samples from children with LRTIs

positive for the detection of RSV. Enteroviruses/rhinoviruses

were the most commonly identified viruses codetected in cases
of RSV-LRTI and severe RSV-LRTI. Humanmetapneumovirus
(hMPV) was not detected for cases in infants,3 months of age
(Figure 3 and Supplementary Table 5).

DISCUSSION

This is one of the largest prospective studies to date that
evaluates disease burden of RSV-LRTI across diverse global
settings. Our results support true regional variations in
disease burden. RSV-LRTIs, severe RSV-LRTIs, and RSV
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hospitalizations were detected in all 8 countries, but incidence
rates varied largely from one country to another.

In most countries, RSV-LRTI incidence was consistently
highest in infants less than 6 months of age with an observed
stepwise decline among those aged 6–11 and 12–23 months.
This trend was less obvious in children enrolled from high-
income countries such as Canada, Finland, and the United
States. Overall, our results are similar to global estimates re-
ported from meta-analyses of RSV disease epidemiology
[3, 4]. The differences observed across age groups were even
greater for severe RSV-LRTI and RSV-associated hospitaliza-
tions, where the incidences were 4.7 and 4.9 times higher in
the 0–5 months versus the 11–23 months age group. It should
be noted, however, that the proportion of children with
RSV-LRTI cases in the 6–23 age group was comparable to
that observed for infants aged 0–5 months, indicating that a
substantial burden of RSV-LRTI continues well beyond the
first 6 months of life. Overall, higher incidence rates for
RSV-LRTI and severe RSV-LRTI were observed in
Honduras, Bangladesh, and Argentina, consistent with previ-
ous estimations of a higher burden of disease in low- and
middle-income settings [3]. However, other factors that can
at least partially contribute to differences in incidence rates
across countries, such as the length of the RSV transmission
period (and therefore of exposure to the virus), cannot be ex-
cluded. For instance, the RSV transmission period is all year
round in Honduras and 9 months (from June to February)
in Bangladesh. Of note, in Finland, a high-income country
where we observed 9 continuous months of RSV activity,
the observed incidence rates for RSV-LRTI were considerably
lower. The timing of onset, peak, and duration of local RSV
seasons are known to vary with altitude, climate, and across
geographic locations [21, 22], and this may also contribute
to the heterogeneity of the results across countries. Our find-
ing that RSV-related hospitalization rates differ substantially
from one country to another is consistent with previous re-
ports [3]. Variation in medical practice could account for dif-
ferent hospitalization rates; we noted that among children
with the same RSV-LRTI severity level hospitalization rates
varied by country.

As expected, we observed incidence rates for RSV-LRTI, se-
vere RSV-LRTI, and RSV hospitalizations that were consider-
ably higher in children with .3 months exposure to the local
RSV transmission period than in those with ≤3 months of ex-
posure during the first 6 months of life. Children with a longer
period of RSV exposure would have a higher likelihood of in-
fection. While annual seasonal outbreaks of infection are ex-
pected, their timing, duration, severity, and impact on birth
cohorts cannot be predicted with a high level of precision
[22], so focusing prevention interventions only toward histor-
ical RSV seasons could leave a substantial proportion of the
population at risk.

The results of our study highlight the high burden of
RSV-associated illness in infants and the urgent need for global
prevention strategies targeting young children. Palivizumab, a
humanizedmonoclonal antibody (mAb), has been shown to re-
duce RSV severity and RSV-associated hospitalizations when
administered monthly to infants born prematurely, or with
congenital heart disease and chronic lung disease. However,
its administration is limited to the highest-risk subgroups of
those infants, and the associated high cost further restricts its
availability and use to high-income settings [23, 24]. The
single-dose nirsevimab (a modified mAb with extended half-
life) has also shown promising results in reducing the incidence
of RSV-LRTI and related hospitalization in infants [25, 26]. The
observed peak in RSV-LRTI incidence during the first 6months
of life is likely related, at least in part, to the known decline in
protective natural maternal antibodies that occurs after birth.
Therefore, passive immunity through maternal vaccination
during pregnancy or via the administration of long-acting
mAbs has the potential to prevent a significant burden of dis-
ease among young infants. Several vaccines designed with the
goal of boosting RSV antibodies during pregnancy are under
development, with 2 candidates having reached phase 3 clinical
trials [27–29]. However, antibodies derived from maternal im-
munization decrease during infancy, with low levels anticipated
after the first 6 months of life. The present study indicates that
there is also a substantial burden of RSV disease beyond 6
months up to 2 years of age, which could be addressed by infant
immunization.
Among PCR-confirmed RSV-LRTIs in our cohort, detection

of a second viruswas observed in approximately 30% of episodes,
with the enterovirus/rhinovirus type being the most commonly
codetected, consistent with previous reports [30–32]. A recent
meta-analysis indicated that codetection of RSV with any other
virus is not associated with increased clinical severity of
RSV-LRTI compared to monoinfection, with the exception of
hMPV. Codetection of RSV and hMPV has been shown to be as-
sociated with a higher risk of intensive care unit admission in
children under 5 years of age [33]. In the current study, hMPV
was only rarely detected in RSV-LRTIs, and was not codetected
in samples collected from children with severe RSV-LRTI.
The transmission and seasonal pattern of respiratory viruses,

including RSV, has been interrupted during the coronavirus
disease 2019 (COVID-19) pandemic, likely due in part to im-
plementation of nonpharmaceutical public health interven-
tions (NPIs) [34, 35]. Reduced exposure to respiratory viruses
leads to an increase in the overall proportion of young children
who have not yet experienced their primary RSV infection, and
therefore to RSV outbreaks upon reduction/elimination of
NPIs, as predicted by an US modelling study [36]. Substantial
outbreaks of off-season RSV infections with higher than typical
peaks in some locations have already been reported in Japan
[37], Switzerland [38], the United Kingdom [39], Australia
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[40], the United States [41, 42], and other countries. This sharp
increase in disease burden, together with the potential impact
of global climate changes on RSV transmission [43], further
underscores the need for RSV prevention strategies targeting
children under 2 years of age.

This study is among the largest to date to employ a prospec-
tive design and consistent methodology (including active sur-
veillance) to determine RSV-LRTI incidence internationally,
across diverse global settings. The work has several limitations.
First, results are only applicable to the countries/regions in-
cluded; generalizing the findings to the global population
should be done with caution, if at all. Moreover, the sample
population participating in the studymay not be fully represen-
tative of the general population of the country or region from
which the children were enrolled. For instance, caesarean deliv-
ery rates in some countries were higher than recent regional
and subregional estimations [44]. Second, cohort enrolments
(and births) were not evenly distributed throughout the calen-
dar year and thus some age groups may have had higher num-
bers of children exposed to RSV disease activity than others.
Finally, although all study sites followed a standard protocol,
there may have been subtle differences in case ascertainment
and/or follow-up, including variations in the threshold for par-
ents or study staff suspecting an LRTI leading to a participant
illness visit for clinical assessment and nasopharyngeal swabs.

CONCLUSIONS

A substantial burden of RSV-LRTIs was observed across sites
from all 8 countries, with particularly high incidence rates in
the birth cohorts from Honduras, Bangladesh, and Argentina.
Infants under 6 months of age had the highest incidence of
RSV-LRTI, severe RSV-LRTI, and associated hospitalizations.
Our results show that RSV is themost commonly detected virus
in infants under 3 months of age diagnosed with severe LRTIs.
The significant burden of RSV during infancy and up to 2 years
of age underscores the global imperative to prioritize the devel-
opment and implementation of safe and effective RSV preven-
tive strategies.
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