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Abstract

Background: The Global Burden of Disease (GBD) study provides the most comprehensive global burden estimates available,
but translating GBD data downloads into structured analyses requires an integrated, multimethod workflow spanning trend
estimation, changepoint detection, demographic decomposition, frontier benchmarking, and health inequality measurement.
Existing tools cover portions of this workflow, but none integrate it end-to-end in a code-free interface, creating a substantial
technical barrier, particularly for investigators in resource-limited settings.

Objective: Thisstudy aimed to develop and releasethe GBD Analysis Suite, an open-source R Shiny dashboard that consolidates
11 commonly used anal ytical modulesfor GBD-style burden-of-disease research into asingle, code-free, web interface supporting
user-uploaded data, and to describe its underlying architecture, analytical methodology, and intended applications.

Methods: The application wasbuilt using R 4.5.3 and the Shiny framework, integrating established statistical packages, including
forecast, segmented, openxisx, ggplot2, plotly, and others, into modules covering data import, choropleth mapping, estimated
annual percentage change, joinpoint regression, Kitagawa and Das Gupta decomposition, multimodel time-series forecasting,
descriptive visualization, sociodemographic index—based frontier analysis, descriptive age-period-cohort visualization, slope and
relative indices of inequality, and batch export. The application accepts Globa Health Data Exchange (GHDx)—formatted CSV
or Excel files, automatically detects standard variable names, and enforcesinternal consistency through built-in validation checks.
Kitagawa decomposition uses the symmetric mid-point formul ation to ensure exact additivity. Thethree ensemble forecast models
(autoregressive integrated moving average[ARIMA], exponential smoothing state-space [ETS], and afeed-forward neural network
[NNETAR]) apply Box-Cox log transformation, with an explicit nonnegativity floor applied to the point forecast and prediction
intervals of every model.

Results. The application is publicly deployed and can be accessed through any modern web browser without requiring local
installation. On the bundled 196-country, 34-year demonstration dataset, exporting thefull set of outputs compl etesin approximately
12 seconds at a peak memory footprint of approximately 600 MB. A feature comparison against 5 existing tools (GBD Compare,
GBD Foresight, NCI Joinpoint, BAPC, and NordPred) across 14 capability dimensions confirms that the GBD Analysis Suiteis
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the only reviewed platform combining user-uploaded datainput with code-free accessto all 6 core analytical methods of modern
GBD papers. Source code is publicly available under the MIT license.

Conclusions: The GBD Analysis Suite lowers the technical barrier to reproducible, multimethod burden of disease analyses.
Itisdesigned particularly for researchersin low- and middle-income countries where biostatistical support, commercial software
licenses, and high-performance computing are often unavailable. The modular architecture supports flexibility across disease
areas, geographies, and time windows, subject to input data compatibility. Community contributions, feature requests, and

collaborative extensions are welcomed through the project’s public GitHub repository.

(JMIR Med I nform 2026;14:€98718) doi: 10.2196/98718
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Introduction

The Global Burden of Disease (GBD) study, coordinated by
the Institute for Health Metricsand Evaluation (IHME), provides
the most comprehensive global estimates of disease incidence,
mortality, and disability-adjusted life-years available, covering
204 countries and territories from 1990 to the present [1]. Its
public data portal, the Global Health Data Exchange (GHDXx),
hosts extensive standardized datasets freely downloadable in
Csv format [2]. Trandating these downloads into
export-formatted outputs (manuscript tabl es, formatted figures,
and reproducible methods text) requiresamultimethod workflow
spanning at least 6 analytical domains: temporal trend analysis
(estimated annual percentage change [EAPC]), changepoint
detection (joinpoint regression), demographic decomposition,
multimodel forecasting, frontier benchmarking, and health
inequality measurement. Executing these methods reproducibly
within a single project typically requires integrating multiple
software packages, each with separate installation,
documentation, and output formats, a substantial technical
barrier for research teamswith limited computational resources.

Existing tools address parts of thisworkflow, but noneintegrates
the complete pipeline. Visualization portals such as IHME's
GBD Compare [3] and its companion GBD Foresight tool [4]
enable exploration of precomputed estimates but provide no
reanalysis capability. Analytical packages, including the
National Cancer Institute (NCI) Joinpoint Regression Program
[5], the R forecast package [ 6], and Bayesian age-period-cohort
modeling tools such as BAPC [7] and NordPred [8], each
address a single method and, in most cases, require local
installation and programming fluency. No currently available
free tool integrates EAPC estimation, joinpoint regression,
decomposition, multimodel forecasting, frontier analysis, and
inequality measurement in a single code-free interface.
Previously published open-source R Shiny applications in
epidemiology have typically targeted a single disease area or
analytical task, such as cancer-registry analytics [9] or spatial
and spatio-temporal disease mapping [10], rather than the
integrated multimethod GBD workflow.

This fragmentation creates a substantial and disproportionate
barrier for investigators in low- and middle-income countries
(LMICs), where GBD data are most urgently needed to inform
health policy, but biostatistical expertise, ingtitutional computing
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infrastructure, and commercial software licenses are least
available. Documented structural barriers to research capacity
and analytical participation for investigators based in LMICs
compound thisgap [11]. For such investigators, abrowser-based,
user-uploadable, multimethod analytical platform would
substantially lower the barrier between data availability and
peer-reviewed publication.

This paper describes the GBD Analysis Suite: an open-source
R Shiny dashboard implementing 11 commonly used anal ytical
modul esthat together support the complete workflow of aGBD
burden of disease study. The application requires no
programming skills beyond data upload, runs in any modern
web browser, and is freely deployable to shinyapps.io without
ingtitutional infrastructure. We describeits software architecture,
data pipeline, analytical modules, output formats, and intended
use cases, and compare its capabilities against 5 established
tools covering parts of the GBD analytical workflow.

Methods

Data Input M odel

The application accepts any dataset downl oaded from the GHDx
[12] in CSV or Microsoft Excel (.xlsx) format. Users may
upload asinglefile or combine multiple disease-specific GHDx
exports. A companion sociodemographic index (SDI) file, al'so
available from the GHDx portal, may be uploaded separately
to activate SDI-dependent modules (EAPC versus SDI
correlation, frontier analysis, and global inequality).

The application’s automatic column-detection algorithm
identifies standard GHDx variable names case-insensitively
(location name, year, value, upper, lower, measure name, metric
name, sex name, age name, and cause name), requiring only
that location name, year, and value be present for core modules
to function. Additional variables unlock specific analyses
automatically. For example, the presence of both number and
rate metrics activates Kitagawa decomposition. The presence
of age-stratified rows additionally activates Das Gupta
3-component decomposition. A preformatted SDI template is
available for download from within the application.

Softwar e Architecture

The GBD Analysis Suitewasdeveloped in R version 4.5.3[13]
using the shiny [ 14] and shinydashboard [15] frameworks. The
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interface is organized as an 11-tab sidebar dashboard. Core
dependenciesinclude dplyr [16], tidyr [17], and data.table[18]
for data manipulation, ggplot2 [19] and plotly [20] for
visualization, forecast [6] for time-series modeling, segmented
[21] for joinpoint regression, maps [22] for world polygon
layers, openxlsx [23] for Excel export, and officer [24] and
flextable [25] for Word-compatible methods-text generation.
Complete version information for all packages is provided in
Multimedia Appendix 1. All interactive charts are rendered via
plotly, ensuring cross-browser compatibility without client-side
R installation. The application is deployed as a Shiny app [26]
and is fully operational when run locally via shiny::runApp().
Source code, bundled demonstration data, and a
package-installation script are publicly available at the GitHub

repository [27].
Analytical Modules

Module 1: Data Import and Validation

Users can upload any GHDx-formatted CSV or Excd file via
a browser-based file picker or load a bundled demonstration
dataset with asingle click. The demonstration dataset contains
GBD 2023 meningitis estimates for incidence and mortality,
reported as numbers, rates, and percentages, for both sexes
combined and for males and femal es separately, acrossfour age
bandstogether with age-standardized estimates, spanning 1990
to 2023 across 196 countries and territories (599,760 rows).
The dataset forms a complete factorial grid and contains no
missing values by design. A small number of observations (1277
of 599,760) carry avalue of exactly zero. These are retained on
import and are excluded only by the positivity filter applied in
the modules that require logarithmic transformation. Upon
upload, the application automatically detects column mappings,
verifies required fields, aggregates observations by measure,
metric, sex, and age group, and generates a structured
data-quality report.

Module 2: Choropleth Maps

Age-standardized rates are plotted as interactive choropleth
world maps using maps package polygons joined to GHDx
location names by a standardized name-matching table. Three
map types are avalable: single-year age-standardized rate
(ASR), EAPC magnitude, and percentage change between two
user-selected years. Color scalesusetheviridis sequential palette
for rate magnitude and percentage change displays, and the
RColorBrewer RAYGn diverging pal ette for EAPC magnitude,
with user-adjustable breakpoints. Location names that do not
match the bundled polygon set are left unfilled (rendered in
neutral grey) without interrupting rendering, and subnational
entries are not aggregated to the national level. Users should
therefore verify that uploaded location names follow GBD
standard naming conventions.

Module 3;: EAPC

For eachlocation, alog-linear modd isfitted to age-standardized
rates over the selected year range: In (ASR) = alpha + beta x
year. The EAPC is computed as 100 x (exp(beta) — 1) and its
95% confidence interval as 100 x (exp (beta +/— 1.96 x SE) —
1), following the partitioning method commonly applied in
international cancer and burden of disease statistics [28]. The
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regression isfitted to the point estimate of the age-standardized
rate only. Where a dataset supplies upper and lower uncertainty
bounds, these columns are detected and retained but are not
propagated into the EAPC estimate or its confidence interval,
so the reported interval reflects sampling variability around the
fitted log-linear trend rather than the underlying uncertainty of
the GBD estimates themselves. Trend classification follows
established conventions: astatistically significant positive EAPC
(ie, confidence interval lower bound >0) is classified as
increasing, while a statistically significant negative EAPC (ie,
confidenceinterval upper bound <0) isclassified as decreasing.
Otherwise, the trend is classified as stable. This
increasing/decreasing/stable classification assumes
approximately independent annual observations. In the presence
of strong temporal autocorrelation, it should be corroborated
with methods that explicitly model serial dependence, such as
joinpoint regression. Results are displayed as a sortable data
table, a forest plot, a scatter of EAPC against baseline ASR,
and, when an SDI file is provided, a scatter of EAPC against
SDI with aloess smoothing line.

Module 4: Joinpoint Regression

Joinpoint regression is implemented using the segmented
package [21]. Four selection methods are available: fixed
(user-specified, 0-5 joinpoints), Bayesian information criterion
(BIC), default and recommended, Akaikeinformation criterion
(AIC), and permutation test (Monte Carlo). The method is
selected via a dropdown in the module interface. Three model
families are supported: log/multiplicative, linear/additive, and
sguareroot. For each segment, the application reportsthe annual
percentage change (APC), its 95% Cl, a2-tailed t test, P value,
and a significance flag. An overal average APC (AAPC) is
computed as the segment-length-weighted mean of
segment-specific APCs [5].

Module 5: Decomposition

Two decomposition methods are applied automatically based
on data availability. When both number and rate metrics are
present, Kitagawa 2-component decomposition [29] partitions
the change in total case counts between 2 time points into a
population-growth effect (mean rate multiplied by change in
population) and an epidemiological effect (change in rate
multiplied by mean population), using symmetric mid-point
averages to ensure exact additivity. The 2 components sum to
the observed change as an algebraic identity, holding to machine
precision. When age-stratified rate rows are additionally present,
Das Gupta 3-component decomposition [30] augmentsthiswith
apopul ation-aging component, applying proportional rescaling
to preserve exact additivity. Both methods produce country-level
waterfall charts showing the sign and magnitude of each
component.

Module 6: Multimodel Time-Series Forecasting

Prior to model fitting, observationswith missing or nonpositive
rate values are excluded, because the Box-Cox log
transformation is undefined at zero. This filter is applied
consistently across the forecasting, EAPC, and joinpoint
modules. Users analyzing rare diseases or low-count settings
should be aware that this step may remove valid zero-count
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observations, and that the time-series index is built from the
retained years in sequence, so any internal temporal gaps are
treated as consecutive and are not interpolated. Three models
are fitted for ensemble averaging: autoregressive integrated
moving average (ARIMA; auto.arima), exponential smoothing
state-space (EST, est), and a feed-forward neural network
(nnetar) with a fixed random seed for reproducibility. Three
additional models are computed and displayed as individual
comparators but are not included in the ensemble: TBATS
(tbats), Theta (thetaf), and Holt double-exponential smoothing
(holt). The Ensemble model combines the ARIMA, ETS, and
NNETAR forecasts using weights inversely proportional to
their root-mean-square error (RMSE) in a 20% holdout,
averaging both the point forecasts and the 80% and 95%
prediction intervals. Equal weights are applied as a fallback
when the series is too short for holdout evaluation or when a
candidate model fails to converge. All 3 ensemble models,
ARIMA, ETS, and NNETAR, apply Box-Cox log
transformation with lambda=0. Bias-corrected
back-transformation isenabled for ARIMA; ETSand NNETAR
use the default back-transformation without bias adjustment.
Among the comparators, Holt applies the same log
transformation with bias-corrected back-transformation, Theta
isfitted on the untransformed scale, and TBAT Sisfitted without
an explicit transformation argument, so that any Box-Cox
transformation is selected internally by the tbatsimplementation.
An explicit nonnegativity floor, pmax(0, .), is applied to the
point forecast and to all four prediction-interval bounds of every
model, so that nonnegativity does not rely on thetransformation
alone. The ensemble output is floored in the same way and is
in addition intrinsically nonnegative because it averages only
log-transformed model outputs [6]. The forecast horizon is
user-selectablefrom 5to 30 years. Both 80% and 95% prediction
intervals are displayed. Out-of-sample predictive accuracy of
the candidate models is assessed by a 20% holdout
cross-validation reporting RM SE, mean absolute error (MAE),
and mean absol ute percentage error (MAPE). Very short series
or series containing abrupt structural breaks should be forecast
and interpreted with particular caution.

Module 7: Descriptive Statistics

Seven commonly used exploratory chart types support
exploratory analysis. time-trend lines, heatmaps, boxplots, sex
comparison scatters, butterfly charts, 3D scatter, and treemaps.

Module 8: Health Frontier Analysis

The SDI-based headlth frontier is estimated by fitting a loess
regression (span=0.8) of age-standardized mortality rate on SDI
for al countries, using the most recent available SDI year per
country [31]. Theempirical frontier is defined asthe loess-fitted
value offset by a user-specified lower percentile of residuas
(default: 10th). Country efficiency is reported as the ratio of
frontier value to observed rate, expressed as a percentage. The
loess-percentilefrontier isintended as a descriptive, exploratory
benchmark rather than a formal production-function estimate.
Parametric methods such as data envelopment analysis and
stochastic frontier analysis impose structural assumptions (eg,
convexity or a specified inefficiency distribution) that are
difficult to justify for cross-national burden data. The term
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efficiency here denotes relative position against the empirical
frontier, not a normative or causal judgment. The smoothing
span and residual percentile are user-adjustable, and analysts
requiring formal efficiency scores should apply dedicated
packages to the exported data.

Module 9: Descriptive APC Visualization

This module provides descriptive visualizations only and does
not implement aformally identified APC framework. Marginal
incidence rate ratios (IRR) are computed as the mean age-,
period-, or cohort-specific rate divided by the overall mean. The
period net drift, the oneformally identified APC parameter [32],
is estimated as 100 x (exp(beta) - 1) from alinear regression of
log(rate) on period. Age and cohort marginal ratios are
descriptive visualizations and must not be interpreted as
independent or causal APC effects. Usersrequiring formal APC
identification are directed to the NCI APC Web Tool or the
apcR package.

Module 10: Health Inequality (Slope I ndex of I nequality
and Relative I ndex of | nequality)

The slope index of inequality (Sl) is estimated annually by
assigning each country a fractional rank based on SDI and
regressing the age-standardized rate on that rank using ordinary
least squares. Popul ation weighting by country sizeisidentified
as a planned methodological enhancement and is not applied
in the current version. The relative index of inequality (RII)
follows the Kunst-Mackenbach formulation [33] and is
computed as the ratio of the model-predicted rate at the most
disadvantaged (lowest-SDI) rank to that at the most advantaged
(highest-SDI) rank, yielding a positive rel ative measure in which
values above 1 indicate a greater burden among lower-SDI
populations. Both indices are plotted over the selected period.

Module 11: Batch Export

All tabular results can be exported as a multisheet Excel
workbook using the openxlsx package. Figures are exported as
high-resolution PNG or PDF files via ggplot2. A structured
methods-text paragraph, which carries a disclaimer reminding
usersto review and adapt it to their specific analysis before any
publication use, is auto-generated in plain text and
Word-compatible format (officer).

Internal Consistency Safeguards

Three design decisions enforce internal consistency of output
by construction. First, Kitagawa additivity: the symmetric
mid-point formulation ensures that population-growth and
epidemiological components sum exactly to the observed change
in counts asan algebraic identity, holding to machine precision.
A PASS or FAIL additivity check is reported alongside every
decomposition output. Second, forecast nonnegativity: the 3
ensemblemodels(ARIMA, ETS, and NNETAR) apply Box-Cox
log transformation with lambda=0, and every model, including
the comparators, applies an explicit nonnegativity floor to its
point forecast and to both prediction intervals, so that no
negative rate can be reported. Third, frontier input restriction:
the frontier module silently restricts input to rate-metric,
age-standardized rows, preventing accidental frontier estimation
on mixed metrics. Additional robustness features include
reproducible neural -network forecasts via a fixed random seed,
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explicit user control over joinpoint count, and automatic dataset
auditing on upload.

Licensing, Source Code, and Deployment

The GBD Analysis Suiteisreleased under the MIT open-source
license. Source code, a bundled 196-country demonstration
dataset (1990 to 2023), and aone-line package-installation script
are publicly available at the GitHub repository [27]. The
deployed application is accessible at the Shiny app [26]. A
complete sessioninfo() output from the deployed environment
is provided in Multimedia Appendix 1.

Ethical Considerations

This paper describes an open-source software tool and does not
involve primary human participant research. The dashboard
operates exclusively on publicly available, de-identified,
population-level aggregate outputs from the GBD study. (1)
Formal ethics review was not required because no human
participants were enrolled, no patient data were accessed, and
no individual-level information is handled at any stage. (2)
Informed consent is not applicable. (3) No personal or
identifiable data are processed. (4) No participants were
involved. Compensationisnot applicable. (5) All figuresdepict
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only aggregate popul ation-level data. No identifiable individuals
appear. Users retain full ownership of any data they upload.
The deployed instance processes uploaded data only in
active-session memory and does not persist user-uploaded files
beyond session termination.

Results

Application Availability and Deployment

The GBD Analysis Suite is deployed and publicly accessible
at the Shiny app [26]. Source code, the bundled 196-country
demonstration dataset, and installation instructions are available
a the GitHub repository [27] under the MIT license. The
application loads and executes in any modern web browser
(Chrome, Firefox, Safari, and Edge) without requiring a local
R installation, Java runtime, or ingtitutional software license.

Module Coverage

Table 1 summarizes the 11 modules, the primary R package
each relies upon, the required input columns, and the outputs
produced. Every module produces at least one tabular output
and at least one figure, all of which are included in batch
exports.
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Table 1. Analytical modules of the GBD Analysis Suite.
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Module Analytical use® Main statistical procedure Primary R packages  Key references
1 Dataimport and valida-  Upload, auto-detect columns, vali-  Column alias detection, structured  readxl, readr None
tion date structure, and audit dataset data-quality tabulation by measure,
composition metric, sex, and age
2 Choropleth maps Map age-standardized rates, eapcP Name-matched polygonjointoa  maps, plotly None
magnitude, or percentage change ~ Standardized world layer, sequen-
across countries tial/diverging color scaling
3 EAPC Quantify and classify theaverage  Log-linear regression of In(rate) on  stats (Im) [28]
annua trend in age-standardized year, EAPC = 100 x (exp(beta) — 1)
rates with 95% ClI
4 Joinpoint regression Detect changepoints and estimate ~ Segmented (broken-line) regression,  segmented [5,21]
segment-specific trends segment APCE and |ength-weighted
AAPCY, fixed, BICE, AICT, or per-
mutation selection
5 Decomposition Partition the change in total counts  Kitagawa 2-component and Das dplyr [29,30]
into population and epidemiological  Gupta 3-component decomposition
components with mid-point/proportional balanc-
ing
6 Multimodel time-series  Project future rates with prediction A RIMAYETS/NNETAR inverse-  forecast [6]
forecasting intervals and compare candidate RMSE weighted ensemble plus
models TBATS, Theta, and Holt compara-
tors, Box-Cox (lambda = 0) on en-
semble members and Holt, nonneg-
ativity floor on all models, 20%
holdout RMSE"YMAE/MAPE!
7 Descriptive statistics Provide exploratory visual sum- Seven exploratory chart types, in-  ggplot2, plotly None
mariesacrossyears, sexes, ages, and  cluding trend lines, heatmaps, box-
locations plots, scatters, and treemaps
8 Healthfrontier analysis Benchmark country ratesagainstan Locally weighted regression stats (loess) [31]
empirical SDIX-based frontier (LOESS, span 0.8) shifted by auser-
specified residual percentile
9 Descriptive APCvisual-  Display descriptive age, period, and Margina incidence-rate ratios (de-  ggplot2 [32]
ization cohort patterns and the period net  scriptive), period net drift = 100 x
drift (exp(beta) — 1) from log(rate) on
period
10 Health inequality (SI |l Summarizethecross-nationa socioe-  Slope and relative index of inequal-  stats (Im) [33]
dRIM conomic gradient in rates ity from fractional-rank regression
and RII) (unweighted OLS)
11 Batch export Export all tabular and figure outputs  Multisheet workbook writing, high-  openxlisx, officer None

plus an auto-generated methods
paragraph

resol ution figure rendering, templat-
ed methods-text generation

@Analytical use summarizes each modul€'s intended descriptive or analytical purpose. The main statistical procedure lists the principal computation
performed. References indicate the key methodological source for the procedure, where applicable. Modules built primarily on general-purpose
visualization or data-handling packages are listed as“None.” All modules operate on the core input fields (location, year, and value) and use additional
fieldswhere available.

PEAPC: estimated annual percentage change.
CAPC: annual percentage change.

daAPC: average annual percentage change.
BIC: Bayesian information criterion.

fAIC: Akaike information criterion.
9ARIMA: autoregressive integrated moving average.
PRMSE: root mean square error.

'MAE: mean absolute error.

IMAPE: mean absolute percentage error.
Ksp: sociodemographic index.

SIE slope index of inequality.
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MRII: relative index of inequality.

Feature Comparison With Existing Tools

Table 2 comparesthe GBD Analysis Suite against 5 established
tools covering parts of the GBD analytical workflow. Across
14 capability dimensions spanning data input, the 6 core
analytical methods of modern GBD papers, and output and
deployment features, the GBD Analysis Suite is the only
platform supporting all analytical dimensionswithout requiring
programming expertise. Two rows at the bottom of the table,
peer-reviewed methodology validation and maturity of
established user base, note dimensions on which competing
toolscurrently have an advantage over this newly rel eased suite.

https://medinform.jmir.org/2026/1/€98718
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These comparisons should be read in context: the comparator
tools differ in primary intent (eg, GBD Compare is an IHME
visualization portal of official estimates, NCI Joinpoint is a
single-method analytical program). The suite's contribution is
integration breadth, not replacement of any individual specialist
tool. Comparator tools were selected against three criteria
publicly available or academically published tools designed for
population-level epidemiological data, tools capable of accepting
user-uploaded GBD-format input files, and tools addressing at
least two of the analytical domains covered by the suite. This
comparison is not exhaustive, and specialized packages exist
for individual methods.
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Table 2. Feature comparison across six burden of disease analysis platforms.

Capability Thissuite GBD?compare  GBD foresight NCIP joinpoint BAPC (R) NordPred (R)
User-uploaded data accepted Yes No No Yes Yes Yes
Code-free interface Yes Yes Yes Yes No No

Open source (code available) Yes No No Partial Yes Yes
Browser-deployable Yes Yes Yes No No No

Runs without local R install ved Yes Yes Partial® No No

EAPC computation Yes No No No No No
Joinpoint regression Yes No No Yes No No
Multimodel forecasting Yed No Partial? No Partial" Partial"
Kitagawa decomposition Yes No No No No No

Das Gupta decomposition ved No No No No No

Sit! and RIIX inequality Yes No No No No No
SDI'-based frontier anaysis Yes No No No No No

APC™ visualization with net drift Yes No No No Yes Partial”
Batch export (Excel, figures, methods  Yes Partial® Partial® Yes No No

text)

Peer-reviewed methodology valida- P Yes Yes Yes Yes Yes

tion

M aturity/established user base Newd Established Established Established Established Established

8GBD: Global Burden of Disease.

PNCI: National Cancer Institute.

°NCI Joinpoint binary is freely distributed, but the source is not public.
dAccessible via shi nyapps.io in any modern browser.

SWindows desktop client only.

MThree-model inverse root mean square error—weighted ensemble (autoregressive integrated moving average [ARIMA], ETS, NNETAR) plus three
individual comparators (TBATS, Theta, Holt).

9GBD Foresight provides Institute for Health Metrics and Evaluation (IHM E)—produced forecasts only. No user-configurable models.
PBAPC and NordPred focus on Bayesian APC forecasting for cancer incidence. Single-model approach.
IActivates automatical ly when age-stratified number and rate data are provided.

ISTE slope index of inequality.

KRI1: relative index of inequality.

'SDI: soci odemographic index.

MAPC: annual percentage change.

"NordPred produces APC-structured forecasts but does not offer separate APC visualization.

% mage export only. No multisheet workbook or structured methods text.

PThis manuscript constitutes the first formal description. Methodology not previously peer-reviewed.
INew release. User baseis limited at time of publication.

module, with the 3-model ensemble (ARIMA, ETS, and
NNETAR) plus 3 individual comparators (TBATS, Theta, and
Holt), requiring approximately 9 seconds per country at a
15-year horizon. Exporting the complete set of outputs took
approximately 12 seconds in total, comprising approximately

Performance Characteristics

Runtime performance was measured on the bundled
196-country, 34-year demonstration dataset (599,760
observations of GBD 2023 meningitis estimates) on afour-core,

eight-thread workstation with 30 GB of RAM running R 4.5.3
under Windows 10. Interactive modules, including dataimport
vaidation, descriptive visualization, EAPC estimation, joinpoint
regression, and inequality computation, completed in under 2
seconds per user action, with a measured range of 0.1 to 1.9
seconds. Forecasting was the most computationally intensive

https://medinform.jmir.org/2026/1/€98718

1 second for a 10-sheet Excel workbook, whose sheets are
written according to which analyses have been run,
approximately 10 secondsfor the high-resolution figures, which
are saved individually at 300 dpi in PNG or PDF format, and
under 0.1 secondsfor the auto-generated methodstext file. Peak
memory footprint during full-dataset operations was
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approximately 600 MB. The free shinyapps.io tier did not
complete loading the full demonstration dataset within 60
seconds in our testing, so users working with full multicountry
datasets are advised to run the application locally via
shiny::runApp() on a machine with at least 4 GB of available
memory rather than relying on the shared public instance.
Smaller datasets (single-country or single-cause extracts,
typically 1000 to 10,000 observations) executed all modulesin

Hamed et d

under 1 second sequentially, at the memory footprints reported
in Table 3. The application has been exercised with input
datasets up to approximately 1 million rows without structural
failure, completing descriptive and EAPC computation on 1
million rows in approximately 5 seconds at a peak footprint of
approximately 800 MB. Response times scale approximately
linearly with row count.

Table 3. Performance benchmark of the analytical engines across input sizes (median of three runs).

Rows? Countries Filesize (MB) Load + parse (s) Analysis (s) Peak memory (MB)
1000 1 0.15 0 0.11 252.7
5000 2 0.72 0 0.12 253.2
10,000 4 1.38 0.01 0.61 341.0
50,000 17 6.43 0.04 0.86 415.2
100,000 33 12.66 0.07 119 434.2
599,760 196 88.63 0.39 5.94 582.7

3Subsets were genuine head-N samples of the demonstration dataset written to disk as CSV. Load + parse covers data.table reading plus the application
column parser. Analysis covers the chained descriptive, estimated annual percentage change, inequality, slope index of inequality (SlI), and frontier
engines. Peak memory is the maximum R memory observed during load and analysis. The 1000- and 5000-row tiers contain only one to two countries,
so theinequality, SlI, and frontier engines (which require three or more countries) do not execute at those sizes.

To characterize this scaling formally, the application’'s analytical
engines were benchmarked on genuine subsets of the
demonstration dataset ranging from 1000 to 599,760 rows. Table
3 reports the median of 3 runs per size tier. This benchmark
times dataloading and parsing plusthe core analytical pipeline
(descriptive statistics, EAPC, health inequality, Sl1, and frontier
computation). It does not include the heavier figure-rendering
and workbook-writing steps of a full batch export, which
account for the longer end-to-end export time noted above. Load
and parse time scaled approximately linearly with file size,
while analytical time scaled sub-linearly with row count and
approximately linearly with the number of countries, because
theinequality, SIl, and frontier engines operate on per-country
and per-year aggregates rather than on raw row count. The
complete 599,760-row file (88.6 MB across 196 countries) was
processed by the analytical pipeline in approximately 5.9
seconds at a peak memory footprint of approximately 583 MB.

https://medinform.jmir.org/2026/1/€98718

Demonstration Outputs

The bundled 196-country demonstration dataset allows new
users to execute the full 11-module workflow with a single
button click, producing all tabular and figure outputs within one
session. Figure 1 presents the application’s module architecture.
Figure 2 shows the main dashboard interface. Figures 3-9
present representative outputs from the choropleth mapping
(Figure 3), EAPC estimation (Figure 4), joinpoint regression
(Figure 5), Kitagawa decomposition (Figure 6), ensemble
forecasting (Figure 7), frontier analysis (Figure 8), and
descriptive APC (Figure 9) modules, all computed on the
demonstration dataset. Figure 10 presents the descriptive
statistics panel (Module 7) and Figure 11 the health inequality
output (Module 10), both computed on the same dataset.
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Figure 1. Module architecture of the GBD Analysis Suite, showing the data input layer, 10 analytical modules organized by function, and the unified
batch-export module. APC: annual percentage change; ASR: age-standardized rate; EAPC: estimated annual percentage change; GBD: global burden
of disease; GHDx: Global Health Data Exchange; RII: relative index of inequality; SDI: sociodemographic index; Sl1: slopeindex of inequality.
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Data input layer
GHDx CSV or Excel (location, year, value) — optional SDI file
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Figure 2. Dashboard interface of the GBD Analysis Suite, data import view, showing the 11-tab sidebar navigation, the module workspace, the data
quality report, and the data preview for the bundled 196-country demonstration dataset. APC: annual percentage change; EAPC: estimated annual
percentage change; GBD: global burden of disease; SDI: sociodemographic index.
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Figure 3. Global choropleth map of age-standardized rates in 2023 across 196 countries and territories (bundled demonstration dataset).
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Figure 4. Forest plot of estimated annual percentage change (EAPC) in age-standardized rates across 30 selected countries, 1990 to 2023.
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Figure 6. Kitagawa decomposition of change in total deaths across six representative countries, 1990 to 2023, showing the population-growth and

epidemiological components.
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Figure8. Sociodemographicindex (SDI)—based health frontier analysis across 196 countriesin the most recent year, with near-frontier and above-frontier

country classification.
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Figure9. Descriptive annual percentage change visualization for a demonstration country, showing age effects, period effects with net drift, and cohort

effects. IRR: incidence rate ratio.
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The descriptive statistics module (Module 7) generates a panel
of commonly used exploration chart types from a single
uploaded dataset. Figure 10 illustrates four of these for the
bundled demonstration dataset: temporal trend lines of
age-standardized rates across selected countries, a
country-by-year rate heatmap that summarizesthe full panel at
aglance, rate-distribution boxplots that compare the spread of
values acrosslocations, and an age-standardized burden ranking
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bar chart for the most recent year. The module additionally
offers sex comparison scatters, a 3D scatter, and a treemap,
giving seven exploratory chart types in total. Each chart is
rendered interactively and can be exported as a high-resolution
image. The panel is intended for rapid visual screening of a
dataset before formal analysis, and the figures shown here
required no programming beyond uploading the data file.
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Figure 10. Module 7 descriptive statistics panel for the bundled demonstration dataset, illustrating four of the modul€'s exploratory chart types. temporal
trend lines across selected countries, a country-by-year rate heatmap, rate-distribution boxplots, and an age-standardized burden ranking for the most
recent year. ASR: age-standardized rate.
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The Health Inequality module (Module 10) quantifies the reflecting that the highest burden is carried by the lowest-SDI
cross-national socioeconomic gradient in burden using the SII countries, and its magnitude narrows over time, consistent with
and the RII, derived from regression of age-standardized rates a gradually attenuating absolute gradient. Both indices are
on the fractional rank of the SDI across all available countries.  computed with unweighted ordinary least squares as described
Figure 11 shows both indices over the full 1990 to 2023 period  in the Methods. Population-weighted estimation is identified
for the demonstration dataset. The Sl is negative throughout, as a planned enhancement.
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Figure 11. Health inequality output for the bundled demonstration dataset, showing the (A) SlI and (B) RII over time, with countries ranked by
sociodemographic index. Negative slope index of inequality values indicate that burden is concentrated in lower-sociodemographic index countries.
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o in low- and middle-income countries. Second, reproducibility:
Extensibility

The module-level architectureis designed to be flexible across
cause, country set, and time window, subject to input data
compatibility. Each module operates on the subset of uploaded
data matching its required columns, with no hard-coded
assumptions about which countries, years, or causes are present.
The application has been exercised on single-cause datasets
(cancer incidence, cardiovascular mortality, and infectious
disease burden), multi cause noncommunicable disease extracts,
single-country historical trend analyses, and multicountry
regional comparisons, across time horizons ranging from 10 to
34 years. New analytical methods can be added as additional
Shiny tabsfollowing the existing modul e pattern. Contributions
viathe public GitHub repository are welcomed.

Discussion

Principal Contribution

This paper describes the GBD Analysis Suite, an open-source
R Shiny dashboard that integrates 11 commonly used analytical
modulesfor GBD-style burden of diseaseresearchinto asingle,
code-free web interface. The application fills a structural gap
in the existing tool ecosystem: platforms optimized for
exploration (GBD Compare [3], GBD Foresight [4]) do not
support user-uploaded data or analytical recomputation, while
platforms optimized for analysis (NCI Joinpoint [5], BAPC[7],
NordPred [8]) are single-method toolsrequiring local installation
and, in most cases, programming fluency. The GBD Analysis
Suite occupies the unfilled niche of a browser-accessible,
user-upl oadable, multimethod analytical platform that supports
the complete analytical workflow of a modern GBD paper.

Design Principles

Three design principles guided development. First, accessibility:
the application runsin any browser without aloca R installation,
commercial software license, or specialized infrastructure,
removing barriers that disproportionately affect investigators

https://medinform.jmir.org/2026/1/€98718

the application enforces internal consistency by construction
(Kitagawa additivity, forecast nonnegativity, frontier input
validation), usesfixed random seedsfor stochastic components,
and exports a structured methods-text paragraph aongside
numerical output. Third, transparency: all source codeispublic,
all statistical procedures are documented with literature citations
in both the application interface and the exported methods text,
and every export includes software version and dependency
information.

Intended Use Cases

The application isdesigned for the analyst who has downloaded
a GHDx cause-country-year extract and wants to produce
export-formatted trend, decomposition, forecast, frontier, and
inequality outputs without assembling and maintaining a
bespoke R codebase. Typical workflowsinclude cause-specific
burden papers for single-country or multicountry analyses,
regional or multicountry comparisonswith within-region frontier
and SII/RIl computation, methodol ogical teaching and training
using the bundled demonstration dataset, and rapid secondary
analysis as GHDx data are updated, supporting reproducible
rerunsacross GBD releases. Conversdly, the platformisintended
for descriptive and exploratory analysis of population-level,
aggregate GHDx-format data. It is not a substitute for primary
statistical software where formal inferential guarantees are
required, and it is not appropriate for individual-level data,
small-areaanalyses, or studies requiring formal inference from
an identified APC model. Users working with sparse data or
non-GHDx datasets should treat outputs as preliminary.

Implicationsfor Low- and Middle-lncome Country
Research

A primary design motivation was to lower the technical barrier
to GBD-style analysesfor investigatorsin LMI C settings, where
biostatistical support, commercial software licenses, and access
to high-performance computing are often limited [11]. The
application runs entirely in the browser, requires no local R
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installation, and accepts GHDx CSV files directly, the same
freely distributed format used by every GBD publication. The
batch-export feature produces an export-ready methods
paragraph alongside numerical outputs, reducing the preparation
burden for peer-reviewed submission. Given thedual constraint
of high burden of disease needs and limited analytical
infrastructure that characterizes much of the LMIC research
environment, a browser-native, code-free platform addresses a
practical gap that code-based tools do not fill.

Limitations

Several limitations bear consideration. First, the application
operateson GBD estimates, which themselves carry uncertainty
from data sparsity, garbage-code redistribution, and the IHME
modeling assumptions that generate them [1]. The application
detects upper and lower uncertainty interval columns in
uploaded data but does not propagate them through analyses.
All computations use point estimates only. Second, EAPC is
caculated from age-standardized rates using the IHME
age-standard, which differs from the Segi world standard
commonly used in cancer-registry analyses. Comparisons across
the literature using different standards require care. Third, the
APC module computes only descriptive margina ratios plus
theidentified period net drift. Formal identifiable APC inference
requires constraint-based estimation and is not provided. Users
needing thisare directed to dedicated packages. Fourth, forecast
prediction intervals reflect parametric uncertainty within each
model family and do not fully capture model-selection
uncertainty beyond the ensemble averaging provided. Fifth,
although the joinpoint module now provides automated BIC
(default, recommended), AIC, and permutation-test selection
methods, analyses requiring strict cross-study replicability
should use the fixed mode with an explicitly stated breakpoint
count, as BIC and permutation methods may yield different
optimal breakpoints across software versions. Sixth, while the
application has been exercised on arange of disease, country,
and time-window configurations during development, formal
performance benchmarking across the full space of possible
GBD queries has not been conducted, and formal unit-test
coverage with continuousintegrationis currently limited. Users
are encouraged to verify outputs against known reference
datasets before publication. Seventh, the application currently
supports GHDx data exports only. Extensions to accept
cancer-registry (IARC/CI5), vital registration (World Health
Organization [WHQ] mortality database), or other burden data
sourceswould require additional column-mapping logic. Eighth,
uploaded data in the deployed instance are held in session
memory only and are not persisted beyond the active session,
but users with forma data-governance requirements, for
example those handling restricted-access extracts under
institutional data-use agreements, should deploy the open-source
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code on local or institutional infrastructure rather than using
the public shinyapps.ioinstance. Finally, long-term sustainability
depends on continued maintenance by the project’s contributors.
TheMIT-licensed codebase and public GitHub repository allow
for community forks or handover should active devel opment
pause.

Strengths

Despite these limitations, the developed platform has several
strengths. To our knowledge, it is among the first freely
available, browser-accessible platforms to integrate the full
multimethod workflow of a modern GBD burden of disease
study in a codefree interface. The design emphasizes
reproducibility through enforced internal consistency (Kitagawva
additivity, forecast nonnegativity, frontier input restriction),
fixed random seeds, and auto-generated methods text that
accompanies every export. Deployment to shinyapps.io requires
no ingtitutional infrastructure, making the tool immediately
accessible to researchers in LMIC settings where commercial
software licenses and high-performance computing resources
are often unavailable. All source codeisreleased under the MIT
license on a public GitHub repository, supporting community
forks, contributions, and independent audit of methodol ogy.

Future Directions

Planned extensions include support for additional data sources
beyond GHDx (particularly IARC CI5 cancer registry dataand
WHO Mortality Database exports), a comparison mode
displaying side-by-side outputs from two uploaded datasets (for
example, two GBD releases, or model versus registry data),
integration with bibliographic tools (Zotero, Mendeley) to
auto-import relevant citations into the exported methods text,
a server-side caching layer for faster response on large
multicountry datasets, and progressive expansion of unit-test
coverage toward a continuous-integration pipeline. Contributions
from the community are welcomed via the public GitHub
repository.

Conclusions

The GBD Analysis Suiteintegrates 11 commonly used analytical
modulesfor GBD-style burden of diseaseresearch into asingle,
open-source, code-free web interface. The platform fills a
structural gap between exploration-only visualization portals
and single-method analytical packagesand isfreely deployable
without institutional infrastructure. By lowering the technical
barrier to areproducible, multimethod analytical workflow, the
application aims to expand the community of researchers able
to conduct structured, reproducible GBD-style analyses.
Translating these outputs into peer-reviewed evidence requires
appropriate epidemiological expertise and critical interpretation.

All authors declared that they had insufficient funding to support open access publication of this manuscript, including from
affiliated organizations or institutions, funding agencies, or other organizations. IMIR Publications provided article processing

fee (APF) support for the publication of thisarticle.

https://medinform.jmir.org/2026/1/€98718

JMIR Med Inform 2026 | vol. 14 | e98718 | p. 17
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MEDICAL INFORMATICS Hamed et al

Funding

This research received no specific grant from any funding agency in the public, commercial, or not-for-profit sectors. The GBD
Analysis Suite was devel oped as an independent open-source research tool.

Data Availability

This paper describes software methodology. No new empirical data were generated. The application source code and bundled
demonstration dataset are publicly available at GitHub repository [27] under the MIT license. The deployed applicationisaccessible
at the Shiny app [26]. A complete sessionInfo() output is provided in Multimedia Appendix 1. Underlying GBD dataare available
through the Global Health Data Exchange (GHDx) [12].

Authors Contributions

Conceptualization: BMH

Methodology: BMH, MTH, MEA

Software: BMH

Visualization: BMH

Writing — original draft: BMH

Validation: MTH

Writing — review & editing: MTH, OAA, MEA, RMO, YS, RMG
Data curation: OAA

Formal analysis: OAA, MEA

Supervision: RMG

Conflicts of Interest
None declared.

Multimedia Appendix 1

sessionlnfo() output from the deployed environment.
[TXT File, 9 KB-Multimedia Appendix 1]

References

1. GBD 2021 Diseases and Injuries Collaborators. Global incidence, prevalence, years lived with disability (YLDs),
disability-adjusted life-years (DALY s), and healthy life expectancy (HALE) for 371 diseases and injuriesin 204 countries
and territories and 811 subnational locations, 1990-2021: a systematic analysis for the Global Burden of Disease Study
2021. Lancet. May 18, 2024;403(10440):2133-2161. [FREE Full text] [doi: 10.1016/S0140-6736(24)00757-8] [Medline:
38642570]

2. Global health data exchange (GHDX) results tool. Ingtitute for Health Metrics and Evaluation. 2024. URL: https://vizhub.
healthdata.org/gbd-results [accessed 2026-08-31]

3. GBD compare. Institutefor Health Metrics and Evaluation. 2024. URL : https.//vizhub.heal thdata.org/ghd-compare [accessed
2026-08-31]

4. GBD foresight. Institute for Health Metrics and Evaluation. 2024. URL : https.//www.healthdata.org/research-analysis/
ghd-foresight [accessed 2026-08-31]

5. Joinpoint trend analysis software. National Cancer Institute, Surveillance Research Program. 2024. URL: https://surveillance.
cancer.gov/joinpoint [accessed 2026-08-31]

6. Hyndman RJ, Khandakar Y. Automatic time series forecasting: the forecast package for R. J Stat Soft. 2008;27(3):1-22.
[doi: 10.18637/jss.v027.i03]

7. Riebler A, Held L. Projecting the future burden of cancer: bayesian age-period-cohort analysiswith integrated nested laplace
approximations. Biom J. 2017;59(3):531-549. [doi: 10.1002/bimj.201500263] [Medline: 28139001]

8.  Mdller B, Fekjaer H, Hakulinen T, Tryggvadottir L, Storm HH, Talback M, et al. Prediction of cancer incidence in the
Nordic countries up to the year 2020. Eur J Cancer Prev. Jul 2002;11 Suppl 1:S1-96. [Medline: 12442806]

9. FlorensaD, Mateo-Fornes J, Lopez Sorribes S, Torres TucaA, SolsonaF, Godoy P. Exploring cancer incidence, risk factors,
and mortality in the lleida region: interactive, open-source R shiny application for cancer data analysis. IMIR Cancer.
2023;9:e44695. [FREE Full text] [doi: 10.2196/44695] [Medline: 37079353]

10. MoragaP. Spatial EpiApp: ashiny web application for the analysis of spatial and spatio-temporal disease data. Spat
Spatiotemporal Epidemiol. 2017;23:47-57. [doi: 10.1016/j.sste.2017.08.001] [Medline: 29108690]

https://medinform.jmir.org/2026/1/€98718 JMIR Med Inform 2026 | vol. 14 | e98718 | p. 18
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=medinform_v14i1e98718_app1.txt&filename=8c11de5f7e934ab9fd689b8f15fa609d.txt
https://jmir.org/api/download?alt_name=medinform_v14i1e98718_app1.txt&filename=8c11de5f7e934ab9fd689b8f15fa609d.txt
https://linkinghub.elsevier.com/retrieve/pii/S0140-6736(24)00757-8
http://dx.doi.org/10.1016/S0140-6736(24)00757-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38642570&dopt=Abstract
https://vizhub.healthdata.org/gbd-results
https://vizhub.healthdata.org/gbd-results
https://vizhub.healthdata.org/gbd-compare
https://www.healthdata.org/research-analysis/gbd-foresight
https://www.healthdata.org/research-analysis/gbd-foresight
https://surveillance.cancer.gov/joinpoint
https://surveillance.cancer.gov/joinpoint
http://dx.doi.org/10.18637/jss.v027.i03
http://dx.doi.org/10.1002/bimj.201500263
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28139001&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12442806&dopt=Abstract
https://cancer.jmir.org/2023//e44695/
http://dx.doi.org/10.2196/44695
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37079353&dopt=Abstract
http://dx.doi.org/10.1016/j.sste.2017.08.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29108690&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MEDICAL INFORMATICS Hamed et al

11.

12.

13.
14.

15.

16.

17.

18.

19.

20.

21

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

Anane-Binfoh NA, Flaherty KE, Zakariah AN, Nelson EJ, Becker TK, Afaa TJ. Barriers to decolonizing global health:
identification of research challenges facing investigators residing in low- and middle-income countries. Glob Health Sci
Pract. 2024;12(1):€2300269. [FREE Full text] [doi: 10.9745/GHSP-D-23-00269] [Medline: 38242635]

GBD results. Ingtitute for Health Metrics and Evaluation (IHME). URL : https://vizhub.healthdata.org/gbd-results/ [accessed
2026-08-22]

The R project for statistical computing. R Project. URL : https://www.R-project.org [accessed 2026-08-20]

Chang W, Cheng J, Allaire J. shiny: web application framework for R. The Comprehensive R Archive Network (CRAN).
URL: https://CRAN.R-project.org/package=shiny [accessed 2026-08-20]

Chang W. shinydashboard: create dashboards with 'Shiny'. The Comprehensive R Archive Network (CRAN). URL: https:/
/CRAN.R-project.org/package=shinydashboard [accessed 2026-08-20]

Wickham H, Frangois R, Henry L, Miiller K, Vaughan D. dplyr: agrammar of data manipulation. The Comprehensive R
Archive Network (CRAN). URL: https://CRAN.R-project.org/package=dplyr [accessed 2026-08-20]

Wickham H, Vaughan D, Girlich M. tidyr: tidy messy data. The Comprehensive R Archive Network (CRAN). URL : https:/
/CRAN.R-project.org/package=tidyr [accessed 2026-08-20]

Barrett T, Dowle M, Srinivasan A, Gorecki J, Chirico M, Hocking T. data.table: extension of data.frame. The Comprehensive
R Archive Network (CRAN). 2026. URL: https://CRAN.R-project.org/package=data.table [accessed 2026-08-20]
Wickham H. ggplot2: Elegant Graphics for Data Analysis. New York. Springer-Verlag; 2010.

Sievert C. Interactive web-based data visualization with R, plotly, and shiny. Boca Raton. CRC Press; 2019.

Muggeo VMR. Estimating regression models with unknown break-points. Stat Med. 2003;22(19):3055-3071. [doi:
10.1002/sim.1545] [Medline; 12973787]

Becker RA, Wilks AR, Brownrigg R, Minka TP, Deckmyn A. maps: draw geographical maps. The Comprehensive R
Archive Network (CRAN). URL: https://CRAN.R-project.org/package=maps [accessed 2026-08-20]

Schauberger P, Walker A. openxIsx: read, write and edit xIsx files. The Comprehensive R Archive Network (CRAN). 2025.
URL: https://CRAN.R-project.org/package=openxlsx [accessed 2026-08-20]

Gohel D, Moog S, Heckmann M. officer: manipul ation of Microsoft Word and PowerPoint documents. The Comprehensive
R Archive Network (CRAN). URL : https://CRAN.R-project.org/package=officer [accessed 2026-08-20]

Gohel D, Skintzos P. flextable: functions for tabular reporting. The Comprehensive R Archive Network (CRAN). URL:
https://CRAN.R-project.org/package=flextable [accessed 2026-08-20]

GBD Analysis Suite. Shiny Apps/ Posit. URL: https://bela?003.shinyapps.io/GBD-Analysis-Suite/ [accessed 2026-08-22]
GBD Analysis Suite. GitHub. URL: https://github.com/levai-2003/GBD-Analysis-Suite [accessed 2026-08-22]

Hankey BF, Ries LA, Kosary CL, Feuer EJ, Merrill RM, Clegg L X, et a. Partitioning linear trends in age-adjusted rates.
Cancer Causes Control. 2000;11(1):31-35. [doi: 10.1023/a:1008953201688] [Medline: 10680727]

Kitagawa EM. Components of a difference between two rates*. JAm Stat Assoc. Dec 1955;50(272):1168-1194. [doi:
10.1080/01621459.1955.10501299]

Das Gupta P. Standardization and decomposition of rates: a user's manual. US Census Bureau. 1993. URL: https:.//www.
census.gov/library/publications/1993/demo/p23-186.html [accessed 2026-08-31]

Cleveland WS, Devlin SJ. Locally weighted regression: an approach to regression analysisby local fitting. JAm Stat Assoc.
Mar 12, 2012;83(403):596-610. [doi: 10.1080/01621459.1988.10478639)]

Holford TR. The estimation of age, period and cohort effects for vital rates. Biometrics. 1983;39(2):311-324. [doi:
10.2307/2531004]

Mackenbach JP, Kunst AE. Measuring the magnitude of socio-economic inequalitiesin health: an overview of available
measures illustrated with two examples from Europe. Soc Sci Med. 1997;44(6):757-771. [doi:
10.1016/s0277-9536(96)00073-1] [Medline: 9080560]

Abbreviations

AAPC: average annual percentage change

AIC: Akaikeinformation criterion

APC: annual percentage change

APF: article processing fee

ARIMA: autoregressive integrated moving average
ASR: age-standardized rate

BAPC: Bayesian age-period-cohort

BIC: Bayesian information criterion

EAPC: estimated annual percentage change

ETS: exponential smoothing state-space

GBD: Global Burden of Disease

GHDx: Global Health Data Exchange

IARC: International Agency for Research on Cancer

https://medinform.jmir.org/2026/1/€98718 JMIR Med Inform 2026 | vol. 14 | €98718 | p. 19

(page number not for citation purposes)


http://www.ghspjournal.org/lookup/pmidlookup?view=long&pmid=38242635
http://dx.doi.org/10.9745/GHSP-D-23-00269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38242635&dopt=Abstract
https://vizhub.healthdata.org/gbd-results/
https://www.R-project.org
https://CRAN.R-project.org/package=shiny
https://CRAN.R-project.org/package=shinydashboard
https://CRAN.R-project.org/package=shinydashboard
https://CRAN.R-project.org/package=dplyr
https://CRAN.R-project.org/package=tidyr
https://CRAN.R-project.org/package=tidyr
https://CRAN.R-project.org/package=data.table
http://dx.doi.org/10.1002/sim.1545
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12973787&dopt=Abstract
https://CRAN.R-project.org/package=maps
https://CRAN.R-project.org/package=openxlsx
https://CRAN.R-project.org/package=officer
https://CRAN.R-project.org/package=flextable
https://bela2003.shinyapps.io/GBD-Analysis-Suite/
https://github.com/levai-2003/GBD-Analysis-Suite
http://dx.doi.org/10.1023/a:1008953201688
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10680727&dopt=Abstract
http://dx.doi.org/10.1080/01621459.1955.10501299
https://www.census.gov/library/publications/1993/demo/p23-186.html
https://www.census.gov/library/publications/1993/demo/p23-186.html
http://dx.doi.org/10.1080/01621459.1988.10478639
http://dx.doi.org/10.2307/2531004
http://dx.doi.org/10.1016/s0277-9536(96)00073-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9080560&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MEDICAL INFORMATICS

IHME: Institute for Health Metrics and Evaluation
IRR: incidencerateratio

LMICs:. low and middle-income countries
LOESS: localy estimated scatterplot smoothing
MAE: mean absolute error

MAPE: mean absolute percentage error

NCI: National Cancer Institute

NNETAR: neura network autoregression

RII: relativeindex of inequality

RMSE: root mean square error

SDI: sociodemographic index

SlI: slopeindex of inequality

Hamed et d

TBATS: trigonometric seasonality, Box-Cox transformation, ARMA errors, trend and seasonal components

WHO: World Health Organization

Edited by A Coristine; submitted 17.Apr.2026; peer-reviewed by R Bolom-Huet, Z Shan; comments to author 26.May.2026; revised
version received 25.Jul.2026; accepted 10.Aug.2026; published 11.Sep.2026

Please cite as.

Hamed BM, Hasan MT, Abdelwahab OA, Abouelmagd ME, Odat RM, Sattar Y, Ghazy RM
Open-Source R Shiny Dashboard (Global Burden of Disease Analysis Suite) for Multimethod Burden of Disease Research: Development

and Evaluation Sudy

JMIR Med Inform 2026;14:€98718

URL: https://medinform.jmir.org/2026/1/e98718
doi: 10.2196/98718

PMID:

©Bela Mohamed Hamed, Mohammed Tarek Hasan, Omar Ahmed Abdelwahab, Moaz Elsayed Abouelmagd, Ramez M Odat,
Yasar Sattar, Ramy Mohamed Ghazy. Originally published in IMIR Medical Informatics (https.//medinform.jmir.org), 11.Sep.2026.
This is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in IMIR Medical Informatics, isproperly cited. The complete bibliographic information,
alink totheoriginal publication on https://medinform.jmir.org/, aswell asthis copyright and license information must be included.

https://medinform.jmir.org/2026/1/€98718

RenderX

JMIR Med Inform 2026 | vol. 14 | e98718 | p. 20
(page number not for citation purposes)


https://medinform.jmir.org/2026/1/e98718
http://dx.doi.org/10.2196/98718
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

