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4. Introductory summary  

4.1 Introduction 

4.1.1 Evidence-informed public health decision making 

Evidence-informed decision-making in the context of public health and health policy describes processes 

of integrating research evidence with public health expertise, community preferences, and additional fac-

tors in program planning and policy decision making to improve the health of populations4-7. It is often 

applied by a group of experts and advisory groups, who systematically gather, distil, and disseminate the 

best available knowledge form research, context, and experience to support evidence-informed decisions 

or provide evidence-informed recommendations to health policy and public health decision makers4-6.  

An example for the practical application of evidence-informed decision making in public health are public 

health guidelines: Here, a group of content and methods experts as well as stakeholder representatives 

collect and synthesize evidence (e.g., of the effect of an intervention), which is balanced with other rele-

vant factors (e.g., cost) to develop a recommendation intended to support informed decisions on matters 

of public health and health policy2 8 9. Other applications of evidence-informed public health decision-

making can include conducting health technology assessments10-13, setting (research) priorities3 14 15, or 

advising policy makers3 16 17.  

4.1.1.1 Challenges in making evidence-informed public health decisions 

While sharing several similarities with evidence-informed decision-making in the context of clinical med-

icine (e.g., in the development of clinical practice guidelines), additional challenges arise when making 

evidence-informed decisions in the context of public health and health policy18-22. Which is therefore often 

a complex task18-22:  

First, the demand for clear and actionable evidence-informed recommendations is often at odds with  the 

lack of high quality and reliable scientific evidence or evidence of questionable transferability and applica-

bility to the context at hand23 24. This is a particular challenge for public health and health policy interven-

tions which can be described as complex interventions, e.g. due to them consisting of multiple active and 

interacting components, targeting a range of different organizational levels to change outcomes along 

often long and non-linear causal pathways25. Furthermore, rather than producing effects independent of 

the context they are implemented in, these measures are often best characterized as “events in a sys-

tems”26 where the effects of a measure arise from components of the intervention interacting with com-

ponents of a complex (social) system19 20 26 27.  As a result, evidence of effectiveness of public health and 

health policy interventions often is no clear guide for the direction of a decisions or recommendations. 

And for this reason, additional factors beyond evidence of effectiveness tend to be of greater relative 

importance in the decision-making process.  

A second challenge is that even if reliable and applicable evidence on the effectiveness of a public health 

intervention were available, it would be insufficient to make sound recommendations1-3, as evidence-

informed public health and health policy decision-making is a deeply value-laden process4 22 28 29. This pro-

cess requires the balancing of numerous and often conflicting normative and technical considerations 

beyond effectiveness1-3 30-32, ranging from ethical considerations33-39 to utility assessments or legal con-

formity15 30 32 40-42. For example, assuming that strong and applicable evidence on the effectiveness of 

school closures as an infection control measure in the SARS-CoV-2 pandemic was available. This beneficial 
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impact on SARS-CoV-2 related outcomes would still need to be balanced against the adverse effects on 

the mental health of children and parents, the loss of education, the economic losses resulting from the 

workforce engaging in child care, the risk of increased social inequity over the short and long term, and 

the fundamental right to education22.  

4.1.2 The role of selecting and weighting decision criteria  

As a result, factors beyond effectiveness, which are operationalized as decision criteria, are of particular 

importance and have to be taken into account: the criteria which are considered in a decision-making 

process, as well as how these factors are weighted and balanced against each other, will all affect the final 

decision1-3. For example, where no criteria beyond the direct implications of school closures for the course 

of the SARS-CoV-2 pandemic are considered, this is likely to lead to a recommendation favoring school 

closures as an anti-pandemic measure. In contrast, when additionally considering criteria such as educa-

tional outcomes, workplace participation, and child mental health and assigning a large weight to these 

in the decision-making process, this is likely to influence the decision in the opposite direction. 

The importance ascribed to criteria in a given decision-making process will vary widely, depending on e.g., 

the type of measure, decision-making process, or the broader physical and societal context, including 

value systems43 44. Within and across societies, value systems of stakeholders can vary considerably1-3.  

And as there are multiple reasonable positions regarding which values should guide a decision-making 

process,  reasonable disagreement about the right or best factors to be considered and – as a result – the, 

right or best recommendation or decision is likely in pluralist societies1-3 45-48.  

4.1.3 Selecting the “right” criteria and implementing fairness in decision-making 

Various approaches have been proposed to help address the challenge of selecting and weighting  criteria 

in evidence-informed decision-making4 49, including among others33 34 36 50 51 the Accountability for Rea-

sonableness (A4R) framework by Daniels and Sabin45 46 48 52. These approaches tend to focus on a set of 

decision-making principles, such as transparency and openness of the process, participation and repre-

sentation of relevant stakeholders, or allowing for the possibility of appeals and revision of the decisions1 

2. Following these procedural principles can increase the perceived legitimacy and acceptability of a rec-

ommendation or decision1 2 48 53 54.  

One key principle in the A4R framework45, is the condition of relevance. It states that recommendations 

or decisions must be based on reasons and principles (including the evidence informing them) that fair-

minded parties can agree on to be relevant to balancing the diverse needs of affected stakeholders under 

the constraints of limited resources1 2 45. To meet the principle of relevance in identifying, selecting, and 

weighting the decision-making criteria serving as the foundation in a decision-making process, it is con-

sidered ideal to involve representatives of all stakeholder groups in the decision-making process1 2 4 9 10 22 

55 56. However, this can be at odds with the great number of individual or groups affected by a public health 

or health policy decision and difficult to achieve when decisions need to be made within a limited time 

frame and under the constraint of finite resources available for a participatory process1 2. However, limit-

ing the range of participating stakeholders risks that relevant factors are overlooked and, as a result, the 

decision can lose legitimacy and the support of the public1 2.  
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4.1.4 Evidence-to-Decision (EtD) frameworks as a second-best option  

An additional approach to addressing the challenge of selecting criteria of relevance under the constraints 

of real-world public health and health policy decision-making are so called Evidence-to-Decision (EtD) 

frameworks1 2. EtD frameworks tend to comprise sets of decision-making criteria as well as procedural 

guidance on how to apply and adapt them in a given decision-making process1 2 57 58. Their purpose is to 

ensure that factors of relevance are considered in the decision-making criteria, that these criteria are 

informed by the best available evidence, and that the rationale underlying the decision is made transpar-

ent and explicit1 2 59. While neither intended nor able to replace involving stakeholders in the process of 

making decisions or developing recommendations within expert groups, EtD frameworks can help ensure 

that all factors of relevance are considered – in the form of decision criteria – even if not all voices of 

affected stakeholders could be heard1 2 22 57 58. Through increasing relevance and transparency of the de-

cision-making process, well developed and applied EtD frameworks could thereby serve as a tool to in-

crease the relevance and acceptability of public health and health policy decisions1 3 22.   

4.1.5 Developing an EtD framework for WHO guideline development 

Against this background, the World Health Organization (WHO) initiated a project intended to strengthen 

its processes and methods for developing guidelines on complex health interventions and interventions 

delivered in complex systems8.   

WHO guidelines are systematically developed by group of content and methods experts as well as repre-

sentatives of national governments and stakeholder groups, the so-called guideline development group 

(GDG)2 8 9. The GDG systematically develops research and guideline questions, gathers, appraises and syn-

thesis relevant evidence, and balances the evidence with other relevant factors in the so-called evidence-

to-decision process to develop a recommendation intended to support policy makers and public health 

practitioners in making informed decisions on matters of public health and health policy2 8 9.   

WHO guidelines are of particular importance for policymakers and program managers in low- and middle-

income countries, as these often have limited resources for conducting comprehensive processes of evi-

dence gathering and analysis by themselves2.  

The project, which was initiated in 2016, explored different aspects of complexity in guideline develop-

ment. Among others the implications of a complexity perspective for systematic reviews and guideline 

development in health decision making19, how to integrate considerations of context from a complexity 

perspective60, and methodological challenges when synthesizing quantitative or qualitative data for com-

plex interventions61-63.   

One part of the project was to address the previous derived challenge in evidence-based decision-making 

in the process of developing recommendations: balancing evidence of effectiveness, which is often un-

certain or indirect, with a multiplicity of other factors to provide recommendations in a timely manner 

and often under considerable resource constraints1-3.  
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4.2 Research question 

The above leads to the following research question: What criteria should be considered in an evidence-

to-decision framework that has a normative foundation in WHO norms and values, that is reflective of 

real-world public health and health policy decision making, and that is suitable for reflecting complex 

interventions implemented in complex systems1 8? 

The objectives of the doctoral thesis, therefore, were to  

- develop an initial framework that is firmly rooted in WHO norms and values and reflective of the 

changing global public health landscape1, based on the analysis of key documents on WHO norms 

and values as well as key public health ethics frameworks.  

- create a set of criteria used in real-world public health and health policy decision-making through 

an overview of systematic reviews3 and matching them against the initial EtD framework  

- assess comprehensiveness, relevance, and usefulness of the resulting framework – the WHO-

INTEGRATE framework – and its criteria among those developing WHO guidelines and identify 

opportunities for revising the framework, and 

- assess the comprehensiveness, relevance, and usefulness of the WHO-INTEGRATE framework 

and its criteria among those using WHO guidelines and identify opportunities for revising the 

framework. 

The focus of this doctoral thesis was the development of a framework providing substantive decision-

making criteria (e.g., “what should the decision be based on?”, such as acceptability or health impact). 

Procedural criteria or aspects (e.g., “how should the decision be made?”, such as transparent or partici-

patory processes) were beyond the scope of this project1-3.  
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4.3 Overview of the Doctoral Thesis 

Part I of this thesis will outline the development process of the WHO-INTEGRATE framework with part II 

briefly describing the framework. More details was provided in the respective publications1-3.      

4.3.1 Part I. Development of the WHO-INTEGRATE framework  

The approach for developing the framework is illustrated in Figure 1. 

 

Figure  1: Outline of the steps of developing the WHO-INTEGRATE framework.  

WHO: World Health Organization; SRs: Systematic Reviews.  

4.3.1.1 Development of the initial framework 

To increase legitimacy and acceptability of the framework, as well to ensure comprehensiveness of the 

criteria included in it, we intended to base the framework on a firm theoretical or conceptual normative 

foundation: normative concepts and principles rooted in WHO norms and values1. This foundation was 

chosen, as these norms and values are rooted in the universally acknowledged concept of human rights 

and as these were legitimized globally as a fundamental canon of values due to having been agreed upon 

and approved by all 194 member states of the WHO1 64.  

In order to identify normative concepts and principles of relevance, which are rooted in WHO norms and 

values, we conducted a grey literature search of key WHO documents1. Furthermore, in order to ensure 

comprehensiveness, we conducted a scoping review of the public health ethics literature to identify key 

public health ethics frameworks and assess the principles defined within them34 36-39 50 51 65-69.   

Methods box 1: Approach to explore WHO norms and values 

As a starting point served the Constitution of the WHO64 as well as Chapter “Incorporating equity, human rights, 

gender and social determinants into guidelines” of the WHO guideline handbook for guideline development1 70. 

Among others, these documents emphasized human rights (in particular the right to health), equity considera-

tions, and the principle of non-discrimination1 64 70. They furthermore emphasized the importance of social deter-

minants of health and of well-functioning health systems as underlying preconditions for human health and well-

being 1 64 70. Therefore, additional documents were retrieved and analyzed which focused on these topics and 

aspects1 71-77, for example the comment of the Committee on Economic Social and Cultural Rights on the right to 

health1 71. We furthermore reviewed the sustainable development goals (SDGs) and related documents78. This was 
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done to account for the current activities in the WHO which is mainstreaming the SDGs throughout the work of 

the organization79-81, the likely impact of SDGs on national and sub-national level political decision making, as well 

as the legitimacy the SDGs as a normative document received through general agreement by member states of 

the united nations1 78. 

Based on principles and concepts derived from these sources, an initial version of the WHO-INTEGRATE 

framework was developed in an iterative process through multiple rounds of exploring these principles 

and concepts, formulating criteria based on them, grouping and/or merging criteria where possible, and 

assessing the framework for overlap and redundancies. This process was conducted in close collaboration 

with all co-authors and at several stages WHO staff who were members of the WHO Guidelines Review 

Committee or experts on selected principles and concepts were consulted1. This is illustrated in the first 

and second column of figure 1.  

4.3.1.2 Advancing the initial framework with real-world decision-making criteria 

Next, we sought to expand the initial framework based on real world decision-making criteria to ensure 

comprehensiveness of criteria and sub-criteria (e.g., as the WHO norms and values documents provided 

only a limited basis to develop criteria or sub-criteria related to feasibility, resources, and cost). We de-

fined real-world decision-making criteria as criteria which are being used by governmental or non-gov-

ernmental organizations on a supranational, national, or program level in decision-making process regard-

ing public health or health policy interventions. To identify those, we conducted an overview of systematic 

reviews (see methods box 2 for details). 

Methods box 2: Methods for the overview of reviews on real-world decision-making criteria 

We used a combination of systematic database searches followed by extensive citation searches of included pub-

lications, to identify systematic reviews which provided sets (≥3) of decision making criteria3. The eligibility was 

assessed independently by two researchers and the quality of included reviews were assessed using the tool AM-

STAR 282. Key characteristics of the included systematic reviews, as well as the criteria included in them, were 

extracted, de-duplicated, and sorted into first-level (i.e. criteria), second-level (i.e. sub-criteria), third-level (i.e. 

decision aspects), and fourth-level (i.e. sub-aspects) categories3. The first-level categories were based on the initial 

WHO-INTEGRATE framework1 3, the second-, third-, and fourth-level categories were developed inductively in an 

iterative process3. 

Out of the 4,448 unique records identified through database searches and the 88 additional references 

identified through citation searches, we included 36 systematic reviews3. The included publications fo-

cused on a range of topic in the field of public health and health policy decision-making, including priority 

setting (n=17), health technology assessments (n=9), criteria used in multi-criteria decision analysis (n=6), 

or investment or disinvestment decisions in the field of public health (n=3)3. Across the reviews, we iden-

tified more than 2,400 individual decision-making criteria, which were subsumed into 8 criteria (first-level 

categories), 45 sub-criteria (second-level) and 200 decision aspects (third level)3. The tables listing and 

categorizing all criteria are provided in the publication Stratil et al. 2020 published in the journal of Cost 

Effectiveness and Resource Allocation3. 

Based on this set of real-world decision-making criteria, we expanded the initial framework3. This was 

done by matching the identified criteria (first level categories) and sub-criteria (second-level categories) 

against the initial framework, while keeping the subsumed decision aspects and sub-aspects (third and 

fourth level categories) in mind1. This process did not lead to the identification of additional criteria be-

yond the 6+1 criteria in the initial framework1. However, the process led to many additional sub-criteria1. 

This is illustrated in the second and third column of figure 1.  
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In a next step, definitions and descriptions for each criterion as well as sample questions for each sub-

criterion of the first preliminary version of the EtD framework were developed1. This was done by drawing 

on the documents used as sources for the WHO norms and values, existing EtD frameworks, the overview 

of systematic reviews of decision-making criteria, as well as other documents of relevance for a given 

criterion or the principles underlying it (e.g. Scott et al. 201783 for the definition of acceptability)1 3. 

4.3.1.3 Finalization of the WHO-INTEGRATE framework version 1.0 based on feedback from key-
informants and friendly peer review 

A next step in the development was focused on examining the usefulness, understandability, comprehen-

siveness, and relevance of the WHO-INTEGRATE framework and its criteria among those intended to apply 

the framework1 2. We therefore conducted key-informant interviews (KIIs) with experts involved in devel-

oping WHO guidelines1 2 (see methods box 3 for details). For this process, we selected a purposive sample 

of three WHO guidelines which were identified in consultation with members of the Secretariat of the 

WHO Guideline Review Committee (GRC)1 2. The aim was to cover distinct types of public health and health 

policy interventions as well as to capture positive as well as challenging experiences with applying the EtD 

framework previously suggested by the WHO9, the GRADE EtD framework1 2 9.  

Methods box 3: Approach for conducting KIIs to assess the WHO-INTEGRATE framework 

The semi-structured KIIs were conducted either at the WHO Headquarters in Geneva in the form of face-to-face 

interviews or by telephone/video by the PhD candidate1 2. The KIIs were conducted with content or methods ex-

perts who were involved in guideline development processes in the role of methodologist supporting the process, 

coordinating WHO staff, or GDG chair1 2.  These experts were selected based on their contribution to the following 

three guidelines: the WHO guideline for emergency risk communication policy and practice84, the consolidated 

guideline on sexual and reproductive health and rights of women living with HIV85, and the WHO recommendations 

on antenatal care for a positive pregnancy experience1 2 86. The pre-tested interview guide focused on challenges 

and general experiences with the evidence-to-decision process in the respective guideline, followed by a second 

part of the interview aimed at exploring the perspectives of the interviewees on a preliminary version of the WHO-

INTEGRATE framework they were presented with1 2. A team of two researchers analyzed the pseudonymized tran-

scripts through qualitative content analysis1 2 87 using the software MAXQDA12 (VERBI Software GmbH, Berlin)1 2. 

The analysis followed a mixed deductive and inductive approach1 2.  

In total, nine KIIs with a median duration of 62 minutes were conducted with methodologists (n=3), coor-

dinating WHO staff (n=2), and GDG chairpersons (n=4)1 2. In general, the framework as a whole, its under-

lying conceptualization in WHO norms and values and, its comprehensive nature received positive feed-

back1 2. As did the level of detail regarding criteria and sub-criteria1 2. Several specific remarks were made, 

among others regarding (i) the order and hierarchy of criteria, (ii) potential redundancies and overlap of 

criteria and sub-criteria, and (iii) the terminology, definitions, and descriptions of criteria and sub-criteria1 

2. Some interviewees expressed concerns regarding the implications of applying the framework in every-

day guideline development processes, given the additional burden placed on the guideline development 

group1 2. A comprehensive overview of the findings from this qualitative study is presented in the publi-

cation by Stratil et al (2020), published in the International Journal of Health Policy and Management2. 

In response to the concerns and suggestions by the interviewees, several modifications were made to the 

framework to improve clarity and reduce overlap and redundancies1. These included changes to the ter-

minology and definition of several criteria and sub-criteria as well as changes to the order and grouping 

of sub-criteria1.  
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Throughout the development process, we sought and received feedback from several content and meth-

ods experts from within and outside of the WHO, to integrate their expertise and experience with working 

on complex public health and health policy interventions1 (see acknowledgement section). This included 

feedback on the framework, as well as on specific components and criteria of the framework, which was 

integrated through the course of the framework development process1. The framework, resulting from 

this process, is described in the section Part II. Overview of the WHO-INTEGRATE framework.  

4.3.1.4 Assessing the WHO-INTEGRATE framework version 1.0 through focus group discussions with 
potential users of WHO guidelines  

In a final step, we sought to capture the perspective of stakeholders intended to use guidelines and other 

products having applied the framework1 2. To do so, we conducted focus group discussions (FGDs) with 

national and sub-national level stakeholders working in the field of public health and health policy deci-

sion makers1 2. With the FGDs, we intended to capture the perspective of these stakeholders regarding 

the comprehensiveness, relevance, and usefulness of the WHO-INTEGRATE framework version 1.0, and 

identify potential for improvement towards a version 2.01 2.  

To capture the diversity of views, we conducted FGDs with decision makers from four countries and con-

tinents (i.e., Brazil, Germany, Nepal, and Uganda)1 2. In the FGDs, we sought to maximize heterogeneity 

among decision-making levels (i.e., national level, regional level), countries (i.e. country income group, 

world region), and topics of discussion (i.e. type of health problem and intervention)1 2. The approach 

taken is outlined in methods box 4.  

Methods box 4: Approach for conducting FGDs with potential users of WHO guidelines 

The FGDs were conducted in close collaboration between local researchers and the developers of the WHO-INTE-

GRATE framework2. The local researchers suggested a public health or health policy topic of current importance, 

reached out to a purposive sample of local experts, and conducted the semi-structured FGDs based on an interview 

guide jointly developed by the team who developed the WHO-INTEGRATE framework and the local researchers2. 

All FGDs were conceived in two phases: In a first phase, the local content experts discussed criteria of relevance 

for decision making – which were later assessed against criteria and sub-criteria of the WHO-INTEGRATE frame-

work2. In a second phase of the FGDs, the participating experts were presented either with the WHO-INTEGRATE 

framework version 1.0 or a preliminary version2. They were then asked to review whether the framework covered 

all decision-making criteria discussed in the first phase of the FGD, whether criteria or considerations regarded as 

relevant for decision-making were missing, whether there is a need to revise terminology, and whether there 

might be other suggestions for improvement2.  

Next, the audio-records of the discussions were transcribed, pseudonymized, and reviewed after translation the 

local researchers2. The transcripts were translated into English in the case of the FGD from Nepal and Brazil, while 

the transcript of the FGD conducted in Germany were analyzed in German2. A team of two researchers (including 

the PhD candidate) analyzed the transcripts using the software MAXQDA 12 (VERBI Software GmbH, Berlin)2. The 

analysis was conducted through qualitative content analysis in a mixed inductive and deductive approach, follow-

ing the approach defined by Mayring87. This included the coding of text passages of phase I of the FGDs against 

the criteria and sub-criteria of the WHO-INTEGRATE framework, to assess whether they were covered by the 

framework. The findings were provided to the local researchers for review, clarification, feedback,  and discussion2.    

 

The four FGDs were conducted with 7 to 17 participants and had a duration of between 95 and 130 

minutes2. The analysis of the first phase of the FGDs showed, that all criteria and sub-criteria of the WHO-

INTEGRATE framework version 1.0 were mentioned as relevant or were discussed in at least one of the 

four FGDs2. This aligns with general remarks on the framework, where the comprehensiveness of the 

framework, as well as the inclusion of specific criteria (e.g., human rights, acceptability) were applauded2. 
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While the framework was well received as a whole, several suggestions were either explicitly made by the 

FGD participants or derived from their statements by the research team (e.g., a misunderstanding of cri-

teria indicated a need to revise descriptions)2. These included suggestions regarding terminology, missing 

aspects, grouping of criteria and sub-criteria, as well as delineation of criteria and sub-criteria2. Overall, 

the FGDs yielded a number of valuable suggestions to serve as a point of departure for further advancing 

the framework into a version 2.02. A more detailed description of the study, their findings, and the con-

clusions drawn from them are presented in the publication by Stratil et al (2020), published in the Inter-

national Journal of Health Policy and Management2.  

4.3.2 Part II. Overview of the WHO-INTEGRATE framework  

This development process led to the version 1.0 of the WHO-INTEGRATE framework1. The framework 

consists of six substantive criteria, which are: Balance of health benefits and harms, Human rights and 

sociocultural acceptability, Health equity, equality and non-discrimination, Societal implications, Financial 

and economic considerations, and Feasibility and health system considerations1 2. According to the frame-

work, all six substantive criteria are relevant to public health and health policy decision-making and should 

be reflected in the decision-making process1 2. The frameworks includes a definition for each criterion, 

and offers details and explanations on how the criterion can be applied and considered in formulating the 

recommendations1.   

Each of the substantive criteria comprises several sub-criteria, 26 in total1. Likely, not all sub-criteria may 

be of relevance for a given topic1 2. For example, the sub-criteria for the criterion Balance of health benefits 

and harms are: (i) efficacy or effectiveness on health of individuals, (ii) effectiveness or impact on health 

of population, (iii) patients’/beneficiaries’ values in relation to health outcomes, (iv) safety-risk-profile of 

intervention, (v) broader positive or negative health-related impacts1. A set of guiding questions for each 

sub-criterion is intended to support users of the framework in assessing their relevance for a given deci-

sion-making process and in adapting it accordingly1.  

Depending on the perspective of the guideline or decision-making process, the criteria can be reflected 

from an individual, population, or system-level perspective1.  

The criterion quality of evidence, is a meta-criterion, which is intended to be considered across all sub-

stantive criteria for the respective body of evidence1. Depending on the criterion and decision-making 

process, evidence may comprise qualitative, quantitative, or mixed-methods data sources as well as forms 

of normative analyses1. As a result, a variety of approaches in identifying, developing and assessing the 

quality of the respective body of evidence is required1. Therefore, a methods “tool box” was developed 

which intends to support the users regarding the integration of the appropriate evidence for each crite-

rion1.  

The framework is outlined in figure 2. A comprehensive description of the framework, the criteria and 

sub-criteria, as well as related content (e.g., the definitions), are provided in the publication by Rehfuess 

and Stratil et al (2019), published in the journal BMJ Global Health1. 
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Figure  2: Overview of the WHO-INTEGRATE 

(INTEGRATe Evidence) framework version 

1.0. Retrieved from the publication by Re-

hfuess and Stratil et al.1  

 

 

 

 

 

 

 

 

 

4.4 Contribution of the doctoral thesis 

The research conducted as part of this doctoral thesis led to the development of a new Evidence-to-Deci-

sion framework - the WHO-INTEGRATE framework version 1.01 –  which has a firm conceptual and nor-

mative foundation rooted in WHO norms and values, that was further expanded based on a comprehen-

sive overview of reviews on decision criteria used in real-world public health and health policy decision-

making3, and which was repeatedly reviewed by developers and users of WHO guidelines and revised 

based on their feedback1 2. Although developed with WHO guidelines in mind, the framework was from 

the start intended as a tool which could equally be used for other public health and health policy decision 

making processes at the global, national, and sub-national level1. 

In comparison with other EtD frameworks (e.g. the GRADE EtD framework as the one which was primarily 

used in WHO guidelines9), the WHO-INTEGRATE framework has a number of unique characteristics: (i) it 

offers a firm conceptual foundation for the criteria included in it, (ii) it was explicitly developed to be 

applicable to complex interventions in complex systems, (iii) it reflects a broad understanding of human 

health and its social, ecological, and economic determinants and therefore emphasizes the interconnect-

edness between health and other sectors, and (iv) it emphasizes the importance of considering criteria 

beyond the effectiveness of an intervention on health outcomes or cost.  

To explore the added value of the framework to potential users of the framework and users of products 

whose development made use of the WHO-INTEGRATE framework, empirical qualitative research was 

conducted as part of this doctoral thesis. Overall, the framework, the underlying conceptualization of its 

criteria and sub-criteria, its comprehensive nature, as well as the detailed criteria and sub-criteria received 

positive feedback from experts involved in the development of WHO guidelines and potential national 

and sub-national level decision-makers across four continents.  

Other indications of the added value of the framework are the more than 60 citations in the two years 

since first publication, endorsement by institutions such as the WHO guideline review committee8 88, or 
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the practical usage of the framework in guidelines. Among others, the authors of a recent viewpoint article 

in the journal The Lancet Global Health applauded the WHO-INTEGRATE framework as an approach to 

develop guidelines which are more suitable to the needs of stakeholders in low resource settings89. Since 

the publication, the framework was used in a number of WHO guidelines, among them the Guidelines on 

Sanitation and Health90, the interim guidance of COVID-19 mitigation in the aviation sector91, or the WHO 

Guideline on parenting to prevent child maltreatment and promote positive development in children aged 

0-17 years92. Furthermore, the WHO-INTEGRATE framework is referenced in an online expansion of the 

WHO Guideline handbook for guideline recommendations on how to address complex interventions in 

WHO guidelines88 93. 

The SARS-CoV-2 pandemic has highlighted the importance of taking a broad range of considerations in 

public health and health policy decision making into account22. This led, among others, to an adaption of 

the WHO-INTEGRATE framework to COVID-19 decision making in the form of the WICID framework (WHO-

INTEGRATE COVID-19 adaptation), which was published in the journal BMJ Global Health22. Furthermore, 

it led to the use of the WHO-INTEGRATE framework (with its additional specifications for COVID)  in the 

recent AWMF S3 guideline: “Measures for prevention and control of SARS-CoV-2 transmission in 

schools”94, which was well received in the German media and by public health decision makers95.  

In addition, the importance of weighting health of public health and health policy interventions against 

broader environmental, economic, and social impacts and their potential interactions was acknowledged 

in a recent publication by the GRADE Public Health Group96, referencing the WHO-INTEGRATE framework.  

The acknowledgement of the added value of the WHO-INTEGRATE framework led to the implementation 

of the WHO-INTEGRATE framework as a template in the software GRADEpro (https://gradepro.or).   

From the start, the WHO-INTEGRATE framework version 1.0 was intended to be further developed. In 

working towards a version 2.0, the feedback collected through the focus group discussions with national 

and sub-national decision makers2 and future research based on the experiences of those applying the 

framework (e.g., in the mentioned WHO guidelines) will provide a valuable basis for revisions.   

Further, as pointed out in the key-informant interviews with WHO-guideline developers, improved guid-

ance on how to apply the WHO-INTEGRATE is needed2. In particular, guidance which takes the resource 

constraints into account, under which real world decision-making processes are conducted2. To address 

the need for guidance and further facilitate the use of the WHO-INTEGRATE framework, the author had 

been commissioned by the WHO to write an additional chapter for the WHO handbook for guideline de-

velopment9 dedicated to providing guidance on the application of the WHO-INTEGRATE framework.  

EtD frameworks such as the WHO-INTEGRATE framework and its criteria can be a valuable tool in sup-

porting decision makers (which includes scientific expert committees and advisory groups) in identifying 

relevant criteria for public health and health policy decisions. However, the use of an EtD framework, does 

not supersede the need to address the value-laden nature of public health and health policy decision-

making processes1 2. Efforts should be made to achieve a process that is characterized by the principles of 

openness, participation, representation, as well as the right to revisions and appeal4 10 45 47.  

Public health and health policy decision-making is a challenging and complex undertaking. However, this 

doctoral thesis aims to provide those involved in these decisions with a valuable tool to address the chal-

lenges.  And thereby, hopefully, contributes to real-world public health and health policy decisions which 

improve health for all.  

https://gradepro.or/
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5. Paper I: The WHO-INTEGRATE evidence to decision framework 
version 1.0: integrating WHO norms and values and a complexity 
perspective 

Rehfuess EA*, Stratil JM*, Scheel IB, et al (2019): The WHO-INTEGRATE evidence to decision framework 

version 1.0: integrating WHO norms and values and a complexity perspective. BMJ Global Health 

2019;4:e000844. doi: 10.1136/bmjgh-2018-000844 64 

*Both authors contributed equally to this publication 
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6. Paper II: Advancing the WHO-INTEGRATE Framework as a Tool for 
Evidence-Informed, Deliberative Decision-Making Processes: 
Exploring the Views of Developers and Users of WHO Guidelines 

Stratil JM, Paudel D, Setty KE, et al (2020): Advancing the WHO-INTEGRATE Framework as a Tool for Evi-

dence-Informed, Deliberative Decision-Making Processes: Exploring the Views of Developers and Users of 

WHO Guidelines. Int J Health Policy Manag. doi: 10.34172/ijhpm.2020.19359  
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