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GRADE guidelines 10, 23, 30

 GRADE guidelines 10 (2013): Considering resource use and rating the
quality of economic evidence (Minds¥ =27 JL2020C+5|F)

 GRADE Guidelines 30 (2021): the GRADE approach to assessing the
certainty of modeled evidence - An overview in the context of health
decision-making

 GRADE guidance 23 (2023): Considering cost-effectiveness evidence in
moving from evidence to health-related recommendations
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Core GRADE (2025):
350DGRADE guidelines’ @& (ML LT F-1-OHEZXZFLHELI=-ED

Perspectlve (Core GRADE 7)

Guidelines can consider two perspectives—that of the individual patient and that
of a population (also referred to as public health or societal).

 Core GRADE’s focus is on the individual patient perspective, but Core GRADE
recommendations can also include the population perspective as a secondary
consideration.

* The decision regarding perspective influences how Core GRADE users approach
the evidence to decision framework.

* Three factors of the framework — the magnitude of benefits, harms, and
burdens; the certainty of evidence; and patients’ values and preferences—are key
in moving from evidence to recommendations, whatever the perspective.

* Other factors—costs, cost effectiveness, feasibility, acceptability, and equity—
while primarily relevant to the population perspective, may sometimes play a
role in the individual perspective.



Core GRADE

Table 1 | Primary and secondary considerations in Core GRADE’s evidence to decision framework that determine direction and strength of

recommendations
Factor Judgments/considerations

Primary factors (always considered)

Impact on direction and strength of recommendation

Benefits, harms, and How large are the benefits?
burdens How large are the harms and burdens?

The larger the benefits the more likely a panel will make a recommendation
for an intervention, and the more likely that recommendation will be
strong. The larger the harms and burdens the more likely the panel will
recommend in favour of the comparator rather than the intervention, and
the more likely that recommendation will be strong

Certainty of evidence What is the certainty of evidence for each of the critical and important

outcomes?

The greater the certainty of evidence the more likely a panel will make
a strong recommendation. High or moderate certainty evidence often
justifies strong recommendations, whereas low and very low certainty
mandates, in almost all situations, conditional recommendations

Values and preferences What are the typical patients’ values and preferences?
How important do patients judge each benefit and harm outcome and the

associated burdens?

To what extent do patients vary in their values and preferences?
How certain is the panelin its judgment about patients’ values and
preferences and variability in those values and preferences?

The more patients value the benefits the more likely the panel will
make a recommendation for an intervention, and the more likely that
recommendation will be strong. The more patients value avoiding the
harms and burdens the more likely a panel will strongly recommend
against an intervention. The less variability in patients’ values and
preferences and the more certain a panel is about these values and
preferences the more likely they will make a strong recommendation

Secondary factors (particularly relevant from a population perspective)

Resources and cost What are the resources required?

effectiveness Would implementing the intervention versus the comparator lead to

important costs or savings?

How do those costs and savings relate to benefits and harms?

The less the costs of an intervention and the greater the savings and cost
effectiveness the more likely a panel will make a recommendation in favour
of an intervention, and the more likely that recommendation will be strong

Feasibility Is it feasible to implement the intervention?

What is the relative feasibility of the intervention versus the comparator?

The more feasible an intervention the more likely a panel will make a
recommendation in favour of an intervention. Feasibility considerations
can also lead to guidance on implementation

Acceptability Is the intervention acceptable to patients, clinicians, and other key

stakeholders?

What is the relative acceptability of the intervention versus the

comparator?

The more acceptable an intervention the more likely a panel will make a
recommendation in favour of an intervention

Equity What would be the impact of implementing the intervention versus the

comparator on health equity?

The mare an intervention would increase equity the more likely a
panel will make a recommendation in favour of an intervention. Equity
considerations can also lead to guidance on implementation

GRANF=Gradine nf Rernmmendatinng Acgpcameant Nevalanmeant and Fualuatinn
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WHO Handbook for Guideline Development (2014)
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8.5 Including other types of data in the systematic review

Questions about cost and measures of economic efficiency, such as
cost—effectiveness, may require information on prices from
manufacturers or data from programme evaluations, or may involve
modelling based on evidence-informed assumptions.



WHO Handbook for Guideline Development
(2014)
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10.2.4 Resource implications

Resource considerations are generally included in the formulation of recommendations, unless there is
a deliberate and explicit decision to omit them.

In considering resource implications, the GDG can be informed by a formal economic evaluation based
on estimates collected during evidence retrieval and by modelling of cost—benefit and cost—
effectiveness.

If a full evaluation is not possible, resource implications can be anticipated and described in a
qualitative manner.

The more advantageous or disadvantageous the resource implications are, the greater the likelihood
of a strong recommendation for or against the intervention. A conditional recommendation is more
likely to be issued if the resource implications are uncertain (if, for example, data on costs and how they
vary across settings are not available, or if it has not been determined whether the net benefits of the
intervention are worth the costs).
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BRANDEENKEWNGEIZIE. KYTRLVE)
BLERAMNMEBDIE T XN E (NICE)

* Resource impact is considered in terms of the additional cost or saving
above that of current practice for each of the first 5 years of implementing
the guideline. Resource impact is defined as substantial if:

* implementing a single guideline recommendation in England costs more
than £1 million per year or

* implementing the whole guideline in England costs more than £5 million
per year.

* The aimis to ensure that the guideline does not introduce a cost pressure
into the health and social care system unless the committee is convinced
of the benefits and cost effectiveness of the recommendations (NICE
2021).

(BEFRZYIDNHARSAAEBUR R T IRAICIEREL . B2 ET D)




K EloMIZ K BClinical Practice Guidelines We Can Trust

(BEEZBEFFEHETITIZDOLNTIE)

Although the field is currently fraught with controversy, the committee
acknowledges it as exciting and potentially promising, however, decided the state
of the art is not ready for direct comment.

Economic evaluation alongside RCTIZDUWTIEE k%L

Institute of Medicine 2011. Clinical Practice Guidelines We Can Trust. Washington, DC: The National Academies Press.
https://doi.org/10.17226/13058.
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Procedures and requirements for meeting NHMRC standards for clinical

practice guidelines:

 Mandatory requirements: D.14 Describe the resource and cost
implications of any recommended practice compared to current practice.

* Desirable requirements: C.15 Consider including in your search strategies
terms that identify evidence related to interventions' cost-effectiveness,
resource implications, feasibility to implement and acceptability to
intended users.

https://www.nhmrc.gov.au/guidelinesforguidelines/develop/synthesising-evidence

Husereau, D., Drummond, M., et al. (2013). "Consolidated Health Economic Evaluation Reporting Standards (CHEERS) - Explanation and Elaboration: A
Report of the ISPOR Health Economic Evaluation Publication Guidelines Good Reporting Practices Task Force." Value in Health 16(2): 231-250.
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