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Abstract

Background and Objectives: Health equity aims to provide all individuals with equal and fair opportunities to achieve optimal health.
Practice guidelines can play a pivotal role in advancing health equity; yet, few organizations use tools to systematically integrate health
equity considerations. Thus, it is important to establish a foundation for practical tools to support the systematic integration of health equity
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considerations. This manuscript proposes principles for the integration of health equity considerations in the practice guideline enterprise.

Methods: In the process of developing an equity extension for the GIN-McMaster guideline development checklist, we established a
diverse advisory group of guideline developers, patients, members of the public experiencing inequities, health equity researchers, and
guideline developers. We formulated the principles informed by a methodological review of guideline handbooks and iterative discussions
between working group members.

Results: We identified the following seven principles for integrating health equity considerations into the practice guideline enterprise:
(1) articulating health equity, (2) a priori planning for considering health equity, (3) selection and engagement of individuals with lived
experiences of inequities, (4) equity in evidence synthesis, (5) developing equity-informed recommendations, (6) inclusive knowledge
mobilization, and (7) evaluating the impact of health equity considerations. We elaborated on the importance of the principles using pub-
lished examples and mapped them to the different phases of the guideline development process.

Conclusion: Guideline developers should adhere to these principles in the development of guidelines and health equity guideline devel-
opment and appraisal tools. These principles are the foundational concepts for developing health equity extension items for the GIN-
McMaster guideline development checklist. © 2025 Published by Elsevier Inc.

Keywords: Guidelines; Equity; Diversity and inclusion; GIN-McMaster guideline checklist; Implementation; Health equity

1. Introduction

Health equity ensures that everyone has a fair opportu-
nity to achieve their optimal health by recognizing and ad-
dressing the specific needs of different populations [1].
Attaining this goal requires dismantling barriers to health,
which are often rooted in structural systems and power im-
balances that restrict access to essential resources and op-
portunities [2]. Practice guidelines can play a key role in
addressing and removing these barriers, thereby advancing
health equity [3—6]. However, it is important to note that
practice guidelines may also inadvertently perpetuate or
exacerbate existing health inequities among and between
different populations [4,5,7—11]. Thus, failing to prioritize
health equity in guideline development undermines global
health efforts, including progress toward the Sustainable
Development Goals [12].

A few guideline-producing organizations and societies
have explicitly adopted and implemented structured frame-
works to integrate health equity considerations into their
guideline development processes [13—18]. Health equity
considerations entail strategies and interventions described
in a practice guideline that have the potential to reduce
health inequities and improve care for populations experi-
encing inequities [15]. However, global and consistent
adoption remains limited, likely due to challenges in visu-
alizing how to effectively integrate health equity consider-
ations within the guideline. Contributing factors include
lack of prioritization of health equity as an important
component of guideline development [6], the perceived
resource intensity required to implement it properly
[15,19—21], fragmented guidance [15], and a lack of clear
starting points or actionable steps to address the issue
across different stages [22,23]. For instance, although there
is plenty of guidance regarding the evidence synthesis pro-
cess including searching for, collecting, and appraising ev-
idence [15], developers often ask: What practical steps can
we take to integrate health equity considerations in the

recommendations when the empirical evidence is limited?
In addition, guidance is frequently tailored to meet the
needs and structures of specific institutions, limiting its
adaptability for broader application. For instance, the US
Preventive Services Taskforce (USPSTF) health equity
framework [13] offers valuable insights in all phases of
the recommendation development process but may be chal-
lenging to implement in other contexts, as its successful use
relies on the infrastructure available to the USPSTF.

Unlike other areas of guideline development that have
standardized methodologies, such as evidence synthesis,
health equity considerations require complex value-based
judgments that require consideration of ethics, governance,
and social contexts [24]. In turn, these complexities de-
mand a flexible and adaptable approach to developing
health equity considerations that can be applied across
diverse health-care systems and contexts. To address these
challenges, we developed consensus-based principles de-
signed to guide the integration of health equity consider-
ations before, during, and after guideline development (ie,
guideline enterprise).

2. Materials and methods

We developed these principles in the context of devel-
oping a health equity extension for the GIN-McMaster
guideline development checklist [25]. It will serve as an
operational tool to facilitate the implementation of princi-
ples across different guideline topics. We assembled a
diverse, multidisciplinary advisory group, which included
guideline developers, equity researchers, patients, members
of the public, decision-makers, and researchers from
various countries, genders, ethnicities, and career stages.
A smaller working group—composed of O.D., A.J.D.,
S.S., I.PP, PT., HJS.,, VW, EAA. JK, JSL., and
G.C.W.—was responsible for drafting the initial set of po-
tential principles. We defined “‘principles” as high-level
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What is new?

Key findings
e We outline seven guiding principles that are appli-
cable across all phases of the guideline enterprise.

e Examples from published guidelines are provided
to demonstrate practical implementation of these
principles.

What is added to what is known?

e The principles described herein could be tailored to
meet the needs and structures of specific institu-
tions, enabling widespread applicability.

What is the implication and what should change

now?

e Guideline organizations and societies should adopt
these guiding principles to support the systematic
integration of health equity considerations in all
phases of the guideline enterprise.

e Operational tools are needed to facilitate the imple-
mentation of these principles across diverse health-
care systems.

statements that inform and shape decision-making, helping
to ensure consistency and integrity in incorporating health
equity considerations in guideline development processes.
However, they are not sufficient alone to integrate health
equity considerations. These principles should serve as a
foundation for guideline development, reporting, and
appraisal tools (eg, health equity extension of the GIN-
McMaster guideline development checklist).

From September 2023 to March 2024, we employed a
consensus-based approach in a series of biweekly telecon-
ferences, focusing on identifying and drafting the principles
to ensure systematic integration of health equity consider-
ations in guideline development. We proposed principles
and discussed them individually, adding new items or ex-
planations as appropriate. The preliminary set of principles
were informed by findings from a methodological review of
guideline development handbooks on health equity consid-
erations [26] and supplemented by relevant peer-reviewed
literature on health equity considerations in guidelines
[13—16] and input from various interest-holders [27]
included in our advisory board. Through an iterative pro-
cess involving multiple rounds of discussion, the group
refined and revised the principles until reaching consensus
on the final set.

For the methodological survey of guideline handbooks
(published separately in JCE), we compiled a list of guide-
line organizations and societies using different sources and
retrieved their methodological guidance documents on

guideline development. The details of the search are pub-
lished on Open Science Framework [26].

No reporting guideline was used to guide the reporting
of this work, as none were deemed applicable.

3. Results

Based on our findings from the systematic search of
guidance on health equity consideration across different
stages and through discussions with our interest-holders,
we identified 10 preliminary themes. Through iterative dis-
cussions, we were able to achieve consensus on seven main
themes that warranted distinct principles. These seven prin-
ciples include the following: (i) articulating health equity;
(i1) a priori planning; (iii) selection and engagement; (iv)
equity in evidence synthesis; (v) developing equity-
informed recommendations; (vi) inclusive knowledge
mobilization; and (vii) evaluation and impact. The princi-
ples are explained, and their potential impact is described
below. Refer to Table | for definitions and examples of
each principle. Figure illustrates where the principles apply
in the guideline enterprise.

3.1. Principles for integrating health equity
considerations in the guideline enterprise

3.1.1. Articulating health equity

Principle 1: Health equity is a multifaceted and complex
concept that encompasses a broad range of interacting fac-
tors and dimensions that may be context-specific and
unique to different experiences of health inequities [36].
Consider for instance, the history of racial discrimination
in the United States, which is one of the main drivers of
health inequities, often referred as racial health inequities
[37]. The US guidelines that do not consider the racial sys-
temic and structural barriers resulting in policies and prac-
tices, including health-care delivery, would likely fail to
improve racial health equity [38].

Clearly specifying how health equity is articulated in the
guideline process and context establishes the foundation for
how it is operationalized [4], which, in turn, shapes the
scope of the guideline [14], recommendation formulation
[39], implementation [40,41], and impact assessment [42].
Thus, it should be conducted as early as possible. The pri-
ority populations should also be explicitly linked within
this articulation because the guideline recommendations
would need to align with the interests and specific needs
of those populations which may differ from other popula-
tions [43]. Health equity could be articulated in different
areas of the guideline document, such as the scope or in
a distinct section.

3.1.2. A priori planning
Principle 2: Guideline developers should establish a
clear, a priori plan at the project planning stage for how
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Table 1. Seven principles to integrate health equity considerations in the guideline enterprise

Principle

Definition

Example from guidelines

1. Articulating health

equity

2. A priori planning

3. Selection and

engagement

4. Equity in evidence

synthesis

Explicitly framing health equity within the
specific contexts and realities relevant to the
condition that the guideline seeks to address.

Planning and considering the process and
financial, human and structural resources
needed to optimally integrate health equity in
the guideline process. This includes
identifying priority populations, detailing the
process for their recruitment, and specifying
how to ensure meaningful engagement.

Using different approaches to identify and select
diverse individuals for the guideline either as
members of the guideline development group
or an external advisory group, such as an
equity oversight committee. These individuals
should be actively and meaningfully engaged
at various stages of the guideline development
process that impact the final guideline
product.

Ensuring the consideration of equity when
defining the key guideline questions the
recommendations should answer and deciding
on the evidence to include, appraise and
synthesize to inform them.

The US Preventive Services Task Force guidelines for
interventions for high body mass index in children and
adolescents articulates health equity by acknowledging the
structural and systemic racism in place that manifests as
policies and practices, including health-care delivery, and
lead to health inequities. Furthermore, they explicitly
commit to helping reverse the negative impacts of these
barriers on health throughout their guideline
recommendations [28].

The WHO's guidelines on HIV prevention and treatment
guidelines are an update of the consolidated guidelines on
HIV prevention, diagnosis, treatment and care for key
populations, identified as (1) men who have sex with men;
(2) people who inject drugs; (3) people in prisons and other
closed settings; (4) sex workers; and (5) trans and gender
diverse people [29]. The WHO developed a strategy to
actively involve representatives from marginalized groups,
selected for their ability to represent their communities and
provide valuable input.

Guideline development group selection stage: In the
development of the Canadian preventive care
recommendations for promoting health equity, the guideline
developers posted a public call to recruit guideline panel
members and specified experience in primary care and in
promotion of health equity in clinical practice as criteria for
membership selection. In addition, they explicitly welcomed
racialized women in the call and others who are typically
underrepresented in clinical practice guideline panels [30].

Guideline development group engagement stage: The fourth
SAEM GRACE-4 writing team included individuals with lived
experience. The individuals were invited to all meetings and
contributed to our deliberations and discussions, including
the strength and direction of GRACE-4 recommendations
and the EtD framework judgments. They provided insights on
values and preferences for clinical outcomes, reviewed and
interpreted evidence reviews in PICO equity-deserving
subgroups, and provided contextualized understanding
during the EtD framework discussions based on lived
experiences [31].

Guideline scope and questions stage: The Canadian
homelessness guidelines stated that evidence indicates a
shift in demographic of homeless Canadians from mostly
middle-aged single men to higher proportions of women,
youth, Indigenous people, immigrants, and older adults
[32]. In turn, the guideline was designed to address the
impact of the identified priority interventions on the
previously mentioned populations.

Evidence identification, appraisal, synthesis stage: In addition to
conducting reviews on the effectiveness of the priority
interventions and their cost-effectiveness, the technical
team conducted 3 systematic reviews to collect contextual
and population-specific evidence for the populations
prioritized through our Delphi process (women, youth,
refugees, and migrants) [32]. In addition, they conducted 1
qualitative literature review to capture patient values and
preferences, focused on the experiences of people who are
homeless in engaging with our selected interventions.

(Continued)
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Principle

Definition

Example from guidelines

5. Developing equity-

informed
recommendations

Considering health equity throughout the
evidence to decision process to formulate
recommendations, associated remarks and
other actionable statements ie,
implementation or subgroup considerations.
All statements must be clearly articulated,
align with the values of priority populations,

The NICE guideline for integrated health and social care for

people experiencing homelessness highlights that
information resources are often overly complex and
predominantly in English, limiting accessibility [33]. To
address this, the guideline development committee
recommended providing translation services and offering
materials in various languages and formats, such as Easy

and be comprehensible.

6. Inclusive knowledge
mobilization
inequities to ensure guidelines and

recommendations are accessible and relevant
to both these populations and their healthcare

providers.

7. Evaluation and impact

inform future updates.

Codeveloping dissemination strategies with
representatives of populations experiencing

Implementing strategies to assess the process
and impact of incorporating health equity into
guideline development, with findings used to

Read [341], when accessing health and social care.
Recognizing the overrepresentation of migrants, people with
learning disabilities, brain injuries, and autism in homeless
populations, the committee emphasized the importance of
tailoring communication to individual needs, especially for
those with speech, language, and communication
difficulties.

The CAN-PCC team are conducting educational programs
focused on health-care providers, webinars, conference
presentations, outreach visits to different clinical networks,
working with local opinion leaders, and knowledge
mobilization of the recommendation map by including it in
the Public Health Ontario CME website [35] (protocol in
review).

They have also established activities for the public and
patients with PCC, including videos, online resource sheets,
translated online resource sheets, dissemination of plain
language recommendations, social media posts, and
conducted in-person outreach visits [35].

The CAN-PCC guideline team have adopted the RE-AIM and
PRISM frameworks to evaluate the overall public health
impact of the PCC educational knowledge mobilization
activities, the PCC clinical pathway and the use of the CAN-
PCC guidelines especially for the following populations:
Indigenous peoples, elderly, children, rural populations,
Immigrant, Refugee population and their caregivers [35]
(protocol in review).

CAN-PCC, Canadian guidelines for post-COVID-19 condition; EtD, evidence-to-decision; GRACE, Guidelines for reasonable and appropriate
care in the emergency department; PRISM, practical, implementation, and sustainability model; RE-AIM, reach, effectiveness, adoption, imple-
mentation, and maintenance; SAEM, Society for Academic Emergency Medicine; WHO, World Health Organization; PICO, Population, Intervention,
Comparator, Outcome; NICE, National Institute for Health and Care Excellence.

the guideline development team will integrate health equity
considerations in the guideline enterprise. This principle is
cross-cutting with the subsequent principles. A key aspect
of preplanning is determining how to identify, recruit, and
prepare individuals from populations experiencing health
inequities or their caregivers to actively engage them in
the guideline development process. The plan should allo-
cate resources appropriately—including financial re-
sources, human involvement, and time—to ensure that the
individuals are well prepared and fairly compensated for
their contributions.

In addition, evidence synthesis approaches should be
planned to identify health equity—relevant evidence that
will be used to inform decisions, while considering the
trade-offs and challenges of different empirical approaches.
Collaborations with relevant community partners should
also be planned to understand their needs for implementa-
tion and dissemination and take that into account as early

as possible in the development of the guideline. Any
changes to what was planned should ideally be reported
and justified.

A priori planning generally enhances the transparency of
the guideline by setting clear goals and strategies for devel-
opment upfront [44]. In the context of health equity consid-
erations, preplanning ensures that the guideline team is
equipped with the necessary tools to integrate health equity
considerations throughout the guideline development pro-
cess to meet the timeline [45]. For instance, planning to
engage diverse perspectives from the outset of the guideline
project can ensure guideline developers to have sufficient
time and resources to determine which priority individuals
they should include, how to include them, and what re-
sources are needed to ensure meaningful engagement.
Similarly, a priori planning for health equity considerations
in evidence synthesis is essential to contemplate the appro-
priate methods to identify health equity evidence while
considering the trade-offs and challenges of different
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empirical approaches. This approach also promotes trans-
parency and prevents cherry picking of data that could
occur later in the process, balancing diverse evidence with
scientific rigor.

3.1.3. Selection and engagement

Principle 3: Selection and engagement of relevant indi-
viduals in the guideline process should come hand in hand
as one without the other will jeopardize the impact mean-
ingful involvement can have on the guideline process.
Thus, guideline developers should use inclusive approaches
to identifying, selecting and engaging relevant individuals
including those experiencing inequities in the guideline
development process [46]. This involvement could be as
part of the guideline development group (GDG) [47—49]
or through external mechanisms [50—54] such as in the
“equity oversight committee” [35].

The use of these approaches would require guideline de-
velopers to assign roles and responsibilities to members of
the different groups including patient partners, transpar-
ently documenting expected level of engagement and ad-
justing and tailoring logistics and processes to effectively
collect and integrate feedback [44,55]. This includes
considering any special needs of those involved such as dis-
abilities and social determinants of health that can create
barriers to participation (eg, time zones, internet access,
and transportation) and being aware of power dynamics that
could hinder meaningful engagement (eg, using small
group discussions to collect feedback). Financial compen-
sation is often critical for patient partners and members
of the public to feel valued and recognized for their
contributions.

Phase 1
Guideline planning and organization

Phase 2
Setting scope and question formulation

Phase 3
Evidence review and synthesis

Phase 4
Developing recommendations
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Phase 5
Dissemination and implementation

Phase 6
Monitoring and updating

Principle 2
A priori
planning

The impact of this principle on the guideline develop-
ment process is multifold. First, it ensures that different
perspectives are considered and most importantly those
affected by the health inequities are actively involved in
the process and their management [56]. The inclusion of
patient or public partners in the GDG or other committees
within the guideline enterprise will ensure they have the op-
portunity to engage in all guideline activities (eg, identi-
fying the target audiences of the guideline, the
formulation of the recommendation questions, and the
development of the recommendations [53]) and incorporate
their insights from the beginning of the guideline effort.
This would not only improve the inclusivity of the guide-
lines, but it can avoid issuing guideline recommendations
that reinforce existing health inequities. Second, their lived
experience provides expert evidence [57] and enriches
empirical evidence (eg, on contextual information). More
importantly, the lived experiences form the basis for the
legitimate (nonconflicting) interests of these individuals
that will inform their judgments throughout the process
[58]. Third, their involvement would ground the research
and product of the guideline in community needs [59,60].

It is important to note that the accountability of the
guideline developers at every stage of the guideline devel-
opment process is important to maintain integrity and trust-
worthiness in the guideline enterprise. This is particularly
important when involving individuals with lived experience
of inequities, as it requires a commitment to ensuring
meaningful engagement and creating an empowering envi-
ronment, which are essential for building their trust in the
process and the science. Establishing roles (eg, requesting
focused feedback) and expectations (eg, regarding time

Principle 1
Articulating health equity

Principle 4
Equity in evidence synthesis

Principle 3
Selection and
Engagement

Principle 5
Developing equity-informed recommendations

Principle 6
Inclusive knowledge mobilization

Principle 7
Evaluating the impact of health equity
considerations

Figure. Guideline enterprise phases for applying the 7 principles to integrate health equity considerations.



O. Dewidar et al. / Journal of Clinical Epidemiology 182 (2025) 111777 7

commitment, travel, online meetings, and review of mate-
rial) may help mitigate any concerns.

3.1.4. Equity in evidence synthesis

Principle 4: A guideline that prioritizes health equity
should apply a health equity lens in all stages of the guide-
line development process. An important step is when plan-
ning the scope, prioritizing questions, and identifying,
appraising and synthesizing relevant evidence.

First, it is important to consider equity when setting the
guideline scope (ie, deciding which health issue the guide-
line should address), deciding on the type of guideline
questions to generate (eg, such as formal guideline ques-
tions or good practice statements), and constructing them
(i.e., Population, Intervention, Comparator, Outcome ele-
ments) [14]. This ensures that the guideline is responsive
to the needs of those disproportionately affected by the con-
dition. Also, applying a health equity lens at the level of the
guideline questions results in recommendations that can
directly respond to the needs of those experiencing
inequities.

Second, an equity lens should be applied when selecting
the types of evidence to assess within the evidence to deci-
sion process (eg, efficacy and harms, values and preferences,
cost-effectiveness, and acceptability), the type (quantitative
vs qualitative data) and source of research evidence inform-
ing their judgments (eg, databases, national registries, gray
literature, and non-English sources), and where to search
for the evidence [61]. Incorporating diverse evidence sour-
ces, including gray literature and non-English studies, en-
sures a more comprehensive understanding of the issue at
hand and avoids biases inherent in narrowly focused searches
and eligibility criteria. The selection of these criteria may
differ depending on the type of decision being made. Gener-
ally, the more criteria considered, the more comprehensive
the judgment of potential impact on health equity [62].

Third, once the evidence is retrieved and appraised,
guideline developers should consider the best way to sum-
marize the evidence for populations experiencing ineq-
uities, so that they are clearly described in the guidelines.
The World Health Organization frequently dedicates a sec-
tion in the guideline to discuss the findings for priority pop-
ulations [63—65]. This approach helps make health equity
data visible for users of the guideline and provides valuable
resource for authors of future studies and guideline updates.

3.1.5. Developing equity informed recommendations
Principle 5: Health equity considerations should be re-
flected when drawing conclusions from the evidence assess-
ments and developing the recommendations. This requires
the consideration of health equity within the framework
used to organize and structure the evidence to inform deci-
sions (eg, Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) evidence-to-
decision framework) [66]. The criteria considered in the

framework should align with the type of evidence sought
during the evidence review.

As part of the process, guideline developers should
consider assessing the evidence in a way to determine if
different population-specific recommendations are needed
[14]. In addition, guideline developers should examine if
the evidence dictates the development of recommendation
remarks, implementation strategies, subgroup consider-
ations, or identifies future research priorities [62,67].
Finally, the syntax of all statement produced from the
guideline should be reviewed for inclusivity and ensure that
it aligns and resonates with the populations of interest.

Developing equity informed recommendations results in
actionable statements that are more likely to account for
barriers that may prevent certain groups from accessing
or adhering to interventions—such as economic,
geographic, or social factors and directly improve health
equity. In some cases, guideline developers may issue
different types of actionable statements—such as good
practice statements addressing human rights issues
[68,69]—to ensure that population needs are addressed.
Furthermore, by using inclusive language (guided by
engaging with individuals with lived experiences of ineq-
uities), the guideline recommendations can reduce bias,
stigma, and improve uptake [70].

3.1.6. Inclusive knowledge mobilization

Principle 6: Inclusive knowledge mobilization involves
developing strategies to improve the awareness of the
guideline to populations experiencing inequities and their
providers. However, populations experiencing inequities
may be difficult to reach partly due to social needs and de-
terminants of health. Therefore, guideline developers
should try to identify these barriers and develop strategies
to account for them to reach their populations of interest
effectively [71].

Engaging individuals with lived experiences presents an
additional benefit as they can help with identifying these
barriers [72]. For instance, the Canadian homelessness
guidelines employed the GRADE F.A.C.E (feasibility,
acceptability, cost, and equity) tool [54], which was used
to identify barriers among both practitioners and individ-
uals with lived experiences of inequities. The process re-
vealed that even with well-developed equity-oriented
recommendations, many of the people experiencing home-
lessness were very skeptical these recommendations would
be used by real-world practitioners and agencies. Neverthe-
less, persons facing precarious housing did see some hope
for the youth and women experiencing homelessness [73].

To effectively reach priority populations, feasible and
effective knowledge mobilization strategies are needed to
ensure that the recommendations are understood and adop-
ted by the intended audiences [74]. Without such focused
efforts, the impact of the guideline is limited. In addition,
tailoring knowledge mobilization strategies will help popu-
lations experiencing inequities feel valued and would
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encourage future engagement and trust in research [75]. In
addition, guideline developers could collaborate with com-
munity partners who represent populations experiencing in-
equities to help identify and codevelop knowledge
mobilization strategies through a variety of accessible for-
mats (eg, plain language summaries, webinars, and educa-
tional videos).

3.1.7. Evaluation and impact

Principle 7: Integrating health equity considerations in
the guideline development process is evolving as we
develop more understanding about cocreation and codevel-
opment with people with lived experiences of inequities
and new practice and novel methodological approaches
continue to emerge. Developing formal evaluation strate-
gies to assess the impact of these considerations in the
guideline development process, the impact of the equity-
informed guideline recommendations and their uptake
among populations experiencing inequities, is urgently
needed [15]. When evaluating the impact of the recommen-
dations, one should not only measure the effectiveness of
the recommendations in improving health outcomes but
also how well underlying barriers to recommendation
impact, such as access to care and other social determinants
of health, were addressed in relation to these outcomes
[76,77]. The findings from these assessments should inform
the timing and direction of future updates.

Evaluating all these aspects of guideline development
may help ensure that guidelines are responsive to emerging
evidence and societal changes identify areas for improve-
ment. By embedding regular feedback loops for these as-
sessments, developers can monitor the guidelines’
effectiveness in addressing health inequities and the needs
of populations experiencing inequities. Future guideline up-
dates can then address any residual or disproportionate
burden of disease that remains. Ultimately, this approach
ensures that the guidelines remain responsive to emerging
evidence and societal changes, maintaining their relevance
and adaptability in the face of new challenges and evolving
contexts. In turn, guideline developers may need to revisit
how they articulated health equity in the guideline.

4. Discussion

4.1. Implications of using the principles in research and
practice

Equity considerations are needed in the guideline devel-
opment process. They are relevant to all types of guidelines,
including those specifically focused on populations experi-
encing inequities as well as those addressing broader or
general populations. We propose in this manuscript seven
principles for integrating health equity considerations in
the guideline enterprise. The purpose of these principles

is to expand the perspective of guideline developers
regarding the integration of equity considerations and to
support a systematic, streamlined approach to addressing
health equity throughout the guideline enterprise. The
methods used to apply these principles depend on unique
goals, processes, and resources of the guideline develop-
ment organization.

We are currently applying these principles to guide the
development of an equity extension for the GIN-
McMaster guideline development checklist [25], a tool
aimed to enhance health equity considerations in the plan-
ning and development of practice guidelines (paper
accepted) [78]. Beyond this specific checklist, the princi-
ples can also be used to inform the development of other
tools, frameworks, or processes that seek to operationalize
these principles and inform the integration of health equity
considerations into various stages of guideline develop-
ment. To enhance the feasibility and applicability of these
principles across diverse contexts, future research should
explore practical strategies for their implementation, partic-
ularly in low-resource settings, such as with the use of the
Adolopment approach [79].

Through the development of these principles, we have
recognized significant gaps in evaluating the impact of
guidelines, specifically with regards to health equity. This
is a critical step to understand the ‘““success” of building
health equity considerations in guidelines. We call on re-
searchers and guideline developers to prioritize efforts in
this area through the development of robust methods and
metrics to assess the impacts of guideline recommendations
on health equity. We also need better training for re-
searchers, guideline developers, and commitment to life-
long learning on how to integrate equity considerations
into guideline processes across different settings and
evolving needs.

5. Conclusion

This paper presents seven consensus-based principles
designed to support guideline-developing organizations
and societies when incorporating health equity consider-
ations into the guideline development process. These prin-
ciples serve as a template for organizations to develop tools
and frameworks tailored to their setting. By applying these
principles, users can transparently and systematically inte-
grate equity considerations, fostering the development of
equity-informed recommendations. Although health equity
methods are still evolving, we believe that these principles
provide a strong foundation applicable across various
guideline development methods. However, we plan to eval-
uate these principles over time to ensure their ongoing rele-
vance and effectiveness through relevant channels
including the Cochrane equity thematic group and GRADE
equity project group. We welcome readers to join our
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initiatives and contribute to advancing health equity consid-
erations in practice guidelines.

Ethics statement

This study was approved by the University of Ottawa
Ethics Board (H-03-24-10188) and conducted in accor-
dance with their policies and procedures.

CRediT authorship contribution statement

Omar Dewidar: Writing — original draft, Visualization,
Methodology, Conceptualization. Andrea J. Darzi: Writing
— original draft, Visualization, Methodology, Conceptuali-
zation. Shahab Sayfi: Writing — review & editing, Method-
ology. Jordi Pardo Pardo: Writing — review & editing,
Methodology. Vivian Welch: Writing — review & editing,
Methodology. Grace C. Wright: Writing — review & edit-
ing, Methodology. Elie A. Akl: Writing — review & editing,
Methodology. Joanne Khabsa: Writing — review & editing,
Methodology. Jennifer S. Lin: Writing — review & editing,
Methodology. Rebecca L. Morgan: Writing — review &
editing, Methodology. Kevin Pottie: Writing — review &
editing, Methodology. Janice Tufte: Writing — review
& editing, Methodology. Jana Khawandi: Writing — review
& editing, Methodology. Xiaoqin Wang: Writing — review
& editing, Methodology. Oyekola Oloyede: Writing — re-
view & editing, Methodology. Tamara Lotfi: Writing — re-
view & editing, Methodology. Xiaomei Yao: Writing —
review & editing, Methodology. Ana Carolina Pereira
Nunes Pinto: Writing — review & editing, Methodology.
Yuan Chi: Writing — review & editing, Methodology. Reem
A. Mustafa: Writing — review & editing, Methodology. Hol-
ger J. Schiunemann: Writing — review & editing, Valida-
tion, Supervision, Methodology, Funding acquisition,
Conceptualization. Peter Tugwell: Writing — review & edit-
ing, Validation, Supervision, Methodology, Funding acquisi-
tion, Conceptualization.

Declaration of competing interest

0.D., VW., E.AA, K.P, and P.T. are the coleads of the
GRADE equity project group. The previously mentioned
authors and J.P.P. have authored some of the guidance cited
in this manuscript. A.J.D. and J.P.P. are the coleads of the
equity in implementation tools category of the Cochrane
equity thematic group. There are no competing interests
for any other author.

Data availability

No data was used for the research described in the
article.

References

[1] Health equity: World Health Organization. Available at: https://www.
who.int/health-topics/health-equity#tab=tab_1. Accessed December
16, 2024.

[2] Gomez CA, Kleinman DV, Pronk N, Wrenn Gordon GL, Ochiai E,

Blakey C, et al. Addressing health equity and social determinants

of health through healthy people 2030. J Public Health Manag Pract

2021;27(Supplement 6):S249—57.

Oxman AD, Schiinemann HJ, Fretheim A. Improving the use of

research evidence in guideline development: 12. Incorporating con-

siderations of equity. Health Res Policy Syst 2006;4(1):24.

[4] Welch VA, Akl EA, Guyatt G, Pottie K, Eslava-Schmalbach J,

Ansari MT, et al. GRADE equity guidelines 1: considering health eq-

uity in GRADE guideline development: introduction and rationale. J

Clin Epidemiol 2017;90:59—67.

Eslava-Schmalbach J, Sandoval-Vargas G, Mosquera P. Incorporating

equity into developing and implementing for evidence-based clinical

practice guidelines. Rev Salud Publica (Bogota) 2011;13(2):339—51.

Brownson RC, Kumanyika SK, Kreuter MW, Haire-Joshu D. Imple-

mentation science should give higher priority to health equity. Imple-

ment Sci 2021;16(1):28.

[7]1 Dans AM, Dans L, Oxman AD, Robinson V, Acuin J, Tugwell P,
et al. Assessing equity in clinical practice guidelines. J Clin Epide-
miol 2007;60(6):540—6.

[8] Lorenc T, Petticrew M, Welch V, Tugwell P. What types of interven-
tions generate inequalities? Evidence from systematic reviews. J Epi-
demiol Community Health 2013;67(2):190—3.

[9] Mizen LAM, Macfie ML, Findlay L, Cooper S-A, Melville CA. Clin-
ical guidelines contribute to the health inequities experienced by in-
dividuals with intellectual disabilities. Implement Sci 2012;7(1):42.

[10] Capewell S, Graham H. Will cardiovascular disease prevention widen
health inequalities? PLoS Med 2010;7(8):e1000320.

[11] Gkiouleka A, Wong G, Sowden S, Bambra C, Siersback R, Manji S,
et al. Reducing health inequalities through general practice. Lancet
Public Health 2023;8(6):e463—72.

[12] Marmot M, Bell R. The sustainable development goals and health eq-
uity. Epidemiology 2018;29(1):5—7.

[13] Lin JS, Webber EM, Bean SI, Evans CV. Development of a health eq-
uity framework for the US preventive services task force. JAMA
Netw Open 2024;7(3):e241875.

[14] Akl EA, Welch V, Pottie K, Eslava-Schmalbach J, Darzi A, Sola I,
et al. GRADE equity guidelines 2: considering health equity in
GRADE guideline development: equity extension of the guideline
development checklist. J Clin Epidemiol 2017;90:68—75.

[15] Nicole S, Alexandria B, Andrew B, Becky S, Gregory T, Melissa B,
et al. Health equity considerations in guideline development: a rapid
scoping review. CMAJ Open 2023;11(2):E357.

[16] Rehfuess EA, Stratil JM, Scheel IB, Portela A, Norris SL,
Baltussen R. The WHO-INTEGRATE evidence to decision frame-
work version 1.0: integrating WHO norms and values and a
complexity perspective. BMJ Glob Health 2019;4(Suppl 1):¢000844.

[17] Trent M, Dooley DG, Dougé J, Section On Adolescent H, Council On
Community P, Committee On A, et al. The impact of racism on child
and adolescent health. Pediatrics 2019;144(2):e20191765.

[18] National Collaborating Centre for Determinants of Health. Health eq-
uity frameworks as a tool to support public health action: A rapid re-
view of the literature. Antigonish, NS: NCCDH, St: Francis Xavier
University; 2023.

[19] Yusuf J, D’Souza NJ AT, Caldwell H, Meaghan Sim S, Embrett M,
Kirk S FL. Exploring health equity integration among health service
and delivery systems in Nova Scotia: perspectives of health system
partners. Int J Equity Health 2024;23(1):171.

[20] van Roode T, Pauly BM, Marcellus L, Strosher HW, Shahram S,
Dang P, et al. Values are not enough: qualitative study identifying
critical elements for prioritization of health equity in health systems.
Int J Equity Health 2020;19(1):162.

3

—

[5

—

[6

—


https://www.who.int/health-topics/health-equity#tab=tab_1
https://www.who.int/health-topics/health-equity#tab=tab_1
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref2
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref2
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref2
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref2
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref2
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref2
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref3
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref3
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref3
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref3
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref4
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref4
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref4
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref4
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref4
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref5
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref5
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref5
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref5
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref6
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref6
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref6
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref7
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref7
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref7
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref7
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref8
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref8
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref8
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref8
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref9
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref9
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref9
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref10
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref10
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref11
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref11
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref11
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref11
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref12
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref12
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref12
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref13
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref13
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref13
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref14
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref14
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref14
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref14
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref14
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref15
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref15
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref15
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref16
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref16
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref16
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref16
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref17
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref17
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref17
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref17
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref18
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref18
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref18
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref18
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref19
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref19
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref19
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref19
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref20
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref20
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref20
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref20

10 O. Dewidar et al. / Journal of Clinical Epidemiology 182 (2025) 111777

[21] Windle A, Javanparast S, Freeman T, Baum F. Evaluating local pri-
mary health care actions to address health inequities: analysis of Aus-
tralia’s Primary Health Networks. Int J Equity Health 2023;22(1):
243.

[22] Dewidar O, Tsang P, Leén-Garcia M, Mathew C, Antequera A,
Baldeh T, et al. Over half of the WHO guidelines published from
2014 to 2019 explicitly considered health equity issues: a cross-
sectional survey. J Clin Epidemiol 2020;127:125—33.

[23] Dewidar O, Bondok M, Abdelrazeq L, Aliyeva K, Solo K, Welch V,
et al. Equity issues rarely addressed in the development of COVID-19
formal recommendations and good practice statements: a cross-
sectional study. J Clin Epidemiol 2023;161:116—26.

[24] Dover DC, Belon AP. The health equity measurement framework: a
comprehensive model to measure social inequities in health. Int J Eq-
uity Health 2019;18(1):36.

[25] Dewidar O. GIN-McMaster Guideline Development Checklist - Eq-
uity Extension: OSF. 2023. Available at: https://osf.io/8t3cr/. Ac-
cessed December 16, 2024.

[26] Khabsa J, Khoury RE, Ghazal R, Zeidan L, Helou V, Akl E. Guide-
line development methods based on a survey of handbooks. OSF
2024.

[27] Akl EA, Khabsa J, Petkovic J, Magwood O, Lytvyn L, Motilall A,
et al. “Interest-holders”: a new term to replace “stakeholders” in
the context of health research and policy. Cochrane Evid Synth
Methods 2024;2(11):e70007.

[28] Force USPST. Interventions for high body mass index in children and
adolescents: US preventive services task force recommendation state-
ment. JAMA 2024;332(3):226—32.

[29] Consolidated guidelines on HIV, viral hepatitis and STI prevention,
diagnosis, treatment and care for key populations [Internet]. Geneva:
World Health Organization; 2022.

[30] Persaud N, Sabir A, Woods H, Sayani A, Agarwal A, Chowdhury M,
et al. Preventive care recommendations to promote health equity.
CMAJ 2023;195(37):E1250—73.

[31] Borgundvaag B, Bellolio F, Miles I, Schwarz ES, Sharif S, Su MK,
et al. Guidelines for Reasonable and Appropriate Care in the Emer-
gency Department (GRACE-4): alcohol use disorder and cannabinoid
hyperemesis syndrome management in the emergency department.
Acad Emerg Med 2024;31(5):425-55.

[32] Pottie K, Kendall CE, Aubry T, Magwood O, Andermann A,
Salvalaggio G, et al. Clinical guideline for homeless and vulnerably
housed people, and people with lived homelessness experience. Can
Med Assoc J 2020;192(10):E240.

[33] Integrated health and social care for people experiencing homeless-
ness. London: National Institute for Health and Care Excellence
(NICE); 2022.

[34] What is easy read? : AbilityNet. Available at: https://abilitynet.org.
uk/factsheets/what-easy-read#simple-table-of-contents-1.  Accessed
December 16, 2024.

[35] Canadian Guidelines for Post COVID-19 Condition. Canadian guide-
lines for post COVID-19 condition. 2024. Available at: https://
canpcc.ca/home/. Accessed December 16, 2024.

[36] Lewis CL, Yan A, Williams MY, Apen LV, Crawford CL, Morse L,
et al. Health equity: a concept analysis. Nurs Outlook 2023;71(5):
102032.

[37] Viswanathan M, Sathe N, Welch V, Francis DK, Heyn PC,
Ali R, et al. Centering racial health equity in systematic
reviews-paper 1: introduction to the series. J Clin Epidemiol
2024;176:111577.

[38] Welch V, Dewidar O, Rizvi A, Bondok M, Pan Y, Sabri H, et al.
Centering racial health equity in systematic reviews paper 5: a meth-
odological overview of methods and interventions. J Clin Epidemiol
2024;176:111576.

[39] McMillan Boyles C, Spoel P, Montgomery P, Nonoyama M,
Montgomery K. Representations of clinical practice guidelines and
health equity in healthcare literature: an integrative review. J Nurs
Scholarsh 2023;55(2):506—20.

[40] Eslava-Schmalbach JH, Welch VA, Tugwell P, Amaya AC, Gaitan H,
Mosquera P, et al. Incorporating equity issues into the development of
Colombian clinical practice guidelines: suggestions for the GRADE
approach. Rev Salud Publica (Bogota) 2016;18(1):72—81.

[41] Eslava-Schmalbach J, Mosquera P, Alzate JP, Pottie K, Welch V,
Akl EA, et al. Considering health equity when moving from
evidence-based guideline recommendations to implementation: a
case study from an upper-middle income country on the GRADE
approach. Health Policy Plan 2017;32(10):1484—90.

[42] Hoyer D, Dee E, O’Leary MS, Heffernan M, Gelfand K, Kappel R,
et al. How do we define and measure health equity? The state of cur-
rent practice and tools to advance health equity. J Public Health Man-
ag Pract 2022;28(5):570—7.

[43] Braveman P. What are health disparities and health equity? We need
to be clear. Public Health Rep 2014;129(Suppl 2):5—8.

[44] Eboreime EA, Abimbola S. A priori registration of global health
research-necessity or absurdity? BMJ Glob Health 2021;6:¢006199.

[45] Dewidar O, Kawala BA, Antequera A, Tricco AC, Tovey D, Straus S,
et al. Methodological guidance for incorporating equity when inform-
ing rapid-policy and guideline development. J Clin Epidemiol 2022;
150:142—53.

[46] Petkovic J, Magwood O, Lytvyn L, Khabsa J, Concannon TW,
Welch V, et al. Key issues for stakeholder engagement in the devel-
opment of health and healthcare guidelines. Res Involv Engagem
2023;9(1):27.

[47] Bryant EA, Scott AM, Greenwood H, Thomas R. Patient and public
involvement in the development of clinical practice guidelines: a
scoping review. BMJ Open 2022;12(9):e055428.

[48] Qaseem A, Forland F, Macbeth F, Ollenschlager G, Phillips S, van
der Wees P, et al. Guidelines International Network: toward interna-
tional standards for clinical practice guidelines. Ann Intern Med
2012;156(7):525—-31.

[49] Institute of Medicine Committee on Standards for Developing Trust-
worthy Clinical Practice G. In: Graham R, Mancher M, Miller
Wolman D, Greenfield S, Steinberg E, editors. Clinical Practice
Guidelines We Can Trust. Washington (DC): National Academies
Press (US) Copyright 2011 by the National Academy of Sciences.
All rights reserved.; 2011.

[50] Synnot A, Hill S, Jauré A, Merner B, Hill K, Bates P, et al. Broad-
ening the diversity of consumers engaged in guidelines: a scoping re-
view. BMJ Open 2022;12(6):e058326.

[51] Khodyakov D, Kinnett K, Grant S, Lucas A, Martin A, Denger B,
et al. Engaging patients and caregivers managing rare diseases to
improve the methods of clinical guideline development: a research
protocol. JIMIR Res Protoc 2017;6(4):e57.

[52] Grant S, Armstrong C, Khodyakov D. Online modified-delphi: a po-
tential method for continuous patient engagement across stages of
clinical practice guideline development. J Gen Intern Med 2021;36:
1746—50.

[53] Petkovic J, Riddle A, Akl EA, Khabsa J, Lytvyn L, Atwere P, et al.
Protocol for the development of guidance for stakeholder engage-
ment in health and healthcare guideline development and implemen-
tation. Syst Rev 2020;9(1):21.

[54] Pottie K, Magwood O, Rahman P, Concannon T, Alonso-Coello P,
Jaramillo Garcia A, et al. GRADE Concept Paper 1: validating the
"F.A.C.E" instrument using stakeholder perceptions of feasibility,
acceptability, cost, and equity in guideline implement. J Clin Epide-
miol 2021;131:133—40.

[55] GIN Public toolkit: patient and public involvement in guidelines:
GIN-Network. Available at: https://g-i-n.net/toolkit. ~Accessed
December 16, 2024.

[56] Lindsay MP, Gierman N, Harris JE, Arthur G, Teed ME, Mountain A,
et al. People with lived experience at the centre of Canadian stroke
best practice recommendations: a model for guideline developers. J
Patient Exp 2020;7(6):951—6.

[57] Schiinemann HJ, Zhang Y, Oxman AD. Distinguishing opinion from
evidence in guidelines. BMJ 2019;366:14606.


http://refhub.elsevier.com/S0895-4356(25)00110-6/sref21
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref21
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref21
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref21
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref22
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref23
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref23
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref23
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref23
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref23
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref24
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref24
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref24
https://osf.io/8t3cr/
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref26
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref26
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref26
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref27
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref27
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref27
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref27
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref28
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref28
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref28
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref28
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref29
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref29
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref29
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref30
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref30
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref30
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref30
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref31
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref31
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref31
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref31
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref31
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref31
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref32
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref32
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref32
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref32
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref33
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref33
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref33
https://abilitynet.org.uk/factsheets/what-easy-read#simple-table-of-contents-1
https://abilitynet.org.uk/factsheets/what-easy-read#simple-table-of-contents-1
https://canpcc.ca/home/
https://canpcc.ca/home/
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref36
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref36
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref36
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref37
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref37
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref37
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref37
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref38
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref38
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref38
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref38
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref39
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref39
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref39
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref39
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref39
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref40
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref40
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref40
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref40
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref40
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref40
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref41
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref41
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref41
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref41
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref41
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref41
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref42
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref42
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref42
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref42
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref42
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref43
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref43
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref43
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref44
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref44
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref45
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref45
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref45
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref45
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref45
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref46
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref46
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref46
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref46
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref47
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref47
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref47
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref48
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref48
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref48
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref48
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref48
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref48
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref49
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref49
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref49
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref49
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref49
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref49
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref50
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref50
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref50
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref50
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref51
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref51
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref51
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref51
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref52
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref52
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref52
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref52
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref52
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref53
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref53
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref53
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref53
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref54
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref54
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref54
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref54
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref54
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref54
https://g-i-n.net/toolkit
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref56
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref56
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref56
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref56
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref56
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref57
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref57
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref57

O. Dewidar et al. / Journal of Clinical Epidemiology 182 (2025) 111777 11

[58] Akl EA, Khabsa J, Schiinemann HJ, Tomlinson E, Parker R,
Tugwell P, et al. A new taxonomy is proposed for defining the inter-
ests of stakeholders’ representatives in health research: the case of
guideline development. J Clin Epidemiol 2023;160:147—50.

[59] Newman SD, Andrews JO, Magwood GS, Jenkins C, Cox M]J,
Williamson DC. Community advisory boards in community-based
participatory research: a synthesis of best processes. Prev Chronic
Dis 2011;8(3):A70.

[60] Safo S, Cunningham C, Beckman A, Haughton L, Starrels JL. “A
place at the table:” a qualitative analysis of community board mem-
bers’ experiences with academic HIV/AIDS research. BMC Med Res
Methodol 2016;16(1):80.

[61] Dewidar O, Pardo JP, Welch V, Hazlewood G, Darzi AJ, Barnabe C,
et al. Operationalizing the GRADE-equity criterion to inform guide-
line recommendations: application to a medical cannabis guideline. J
Clin Epidemiol 2023;165:111185.

[62] Pottie K, Welch V, Morton R, Akl EA, Eslava-Schmalbach JH,
Katikireddi V, et al. GRADE equity guidelines 4: considering health
equity in GRADE guideline development: evidence to decision pro-
cess. J Clin Epidemiol 2017;90:84—91.

[63] Updated recommendations for the treatment of Neisseria gonor-
rhoeae, Chlamydia trachomatis and Treponema pallidum (syphilis),
and new recommendations on syphilis testing and partner services
[Internet]. Geneva: World Health Organization; 2024.

[64] Guideline. Fortification of Wheat Flour with Vitamins and Minerals
as a Public Health Strategy [Internet]. Geneva: World Health Organi-
zation; 2022.

[65] WHO guidelines for malaria [Internet]. Geneva: World Health Orga-
nization; 2021.

[66] Alonso-Coello P, Schiinemann HJ, Moberg J, Brignardello-
Petersen R, Akl EA, Davoli M, et al. GRADE Evidence to Decision
(EtD) frameworks: a systematic and transparent approach to making
well informed healthcare choices. 1: introduction. BMJ 2016;353:
i2016.

[67] Lotfi T, Hajizadeh A, Moja L, Akl EA, Piggott T, Kredo T, et al. A
taxonomy and framework for identifying and developing actionable
statements in guidelines suggests avoiding informal recommenda-
tions. J Clin Epidemiol 2021;141:161—71.

[68] Dewidar O, Lotfi T, Langendam MW, Parmelli E, Saz Parkinson Z,
Solo K, et al. Good or best practice statements: proposal for the op-
erationalisation and implementation of GRADE guidance. BMJ Evid
Based Med 2022;28:189—96.

[69] Guyatt GH, Alonso-Coello P, Schiinemann HJ, Djulbegovic B,
Nothacker M, Lange S, et al. Guideline panels should seldom make
good practice statements: guidance from the GRADE Working
Group. J Clin Epidemiol 2016;80:3—7.

[70] Equity in action: adding an equity lens to NCD advocacy, a practical
guide: NCD Alliance. 2024. Available at: https://ncdalliance.org/
resources/equity-in-action-adding-an-equity-lens-to-ncd-advocacy-a-
practical-guide. Accessed December 16, 2024.

[71] Woodward EN, Singh RS, Ndebele-Ngwenya P, Melgar Castillo A,
Dickson KS, Kirchner JE. A more practical guide to incorporating
health equity domains in implementation determinant frameworks.
Implement Sci Commun 2021;2(1):61.

[72] Allen LN, Azab H, Jonga R, Gordon I, Karanja S, Thaker N, et al.
Rapid methods for identifying barriers and solutions to improve ac-
cess to community health services: a scoping review. BIGP Open
2023;7(4):BJGPO.2023.0047.

[73] Magwood O, Hanemaayer A, Saad A, Salvalaggio G, Bloch G,
Moledina A, et al. Determinants of implementation of a clinical prac-
tice guideline for homeless health. Int J Environ Res Public Health
2020;17(21):7938.

[74] Schipper K, Bakker M, De Wit M, Ket JCF, Abma TA. Strategies for
disseminating recommendations or guidelines to patients: a system-
atic review. Implement Sci 2016;11(1):82.

[75] Rong T, Ristevski E, Carroll M. Exploring community engagement in
place-based approaches in areas of poor health and disadvantage: a
scoping review. Health Place 2023;81:103026.

[76] McLoughlin GM, Kumanyika S, Su Y, Brownson RC, Fisher JO,
Emmons KM. Mending the gap: measurement needs to address pol-
icy implementation through a health equity lens. Transl Behav Med
2024;14(4):207—14.

[77] Allen LN, Nkomazana O, Mishra SK, Gichangi M, Macleod D,
Ramke J, et al. Improvement studies for equitable and evidence-
based innovation: an overview of the 'IM-SEEN’ model. Int J Equity
Health 2023;22:116.

[78] Dewidar O, Sayfi S, Pardo JP, Welch V, Wright GC, Akl EA, et al.
Enhancing health equity considerations in guidelines: health equity
extension of the GIN-McMaster Guideline Development Checklist.
eClinicalMedicine 2025;82:103135.

[79] Klugar M, Lotfi T, Darzi AJ, Reinap M, Klugarova J, Kantorova L, et al.
GRADE guidance 39: using GRADE-ADOLOPMENT to adopt, adapt
or create contextualized recommendations from source guidelines and
evidence syntheses. J Clin Epidemiol 2024;174:111494.


http://refhub.elsevier.com/S0895-4356(25)00110-6/sref58
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref58
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref58
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref58
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref58
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref58
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref59
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref59
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref59
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref59
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref60
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref60
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref60
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref60
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref61
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref61
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref61
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref61
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref62
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref62
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref62
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref62
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref62
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref63
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref63
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref63
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref63
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref64
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref64
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref64
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref65
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref65
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref66
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref66
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref66
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref66
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref66
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref66
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref67
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref67
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref67
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref67
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref67
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref68
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref68
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref68
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref68
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref68
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref69
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref69
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref69
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref69
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref69
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref69
https://ncdalliance.org/resources/equity-in-action-adding-an-equity-lens-to-ncd-advocacy-a-practical-guide
https://ncdalliance.org/resources/equity-in-action-adding-an-equity-lens-to-ncd-advocacy-a-practical-guide
https://ncdalliance.org/resources/equity-in-action-adding-an-equity-lens-to-ncd-advocacy-a-practical-guide
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref71
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref71
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref71
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref71
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref72
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref72
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref72
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref72
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref73
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref73
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref73
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref73
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref74
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref74
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref74
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref75
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref75
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref75
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref76
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref76
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref76
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref76
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref76
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref77
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref77
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref77
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref77
http://refhub.elsevier.com/S0895-4356(25)00110-6/opt7Xnx5eMMnO
http://refhub.elsevier.com/S0895-4356(25)00110-6/opt7Xnx5eMMnO
http://refhub.elsevier.com/S0895-4356(25)00110-6/opt7Xnx5eMMnO
http://refhub.elsevier.com/S0895-4356(25)00110-6/opt7Xnx5eMMnO
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref78
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref78
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref78
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref78
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref78
http://refhub.elsevier.com/S0895-4356(25)00110-6/sref78

	Seven principles for integrating health equity considerations in the practice guideline enterprise
	1. Introduction
	2. Materials and methods
	3. Results
	3.1. Principles for integrating health equity considerations in the guideline enterprise
	3.1.1. Articulating health equity
	3.1.2. A priori planning
	3.1.3. Selection and engagement
	3.1.4. Equity in evidence synthesis
	3.1.5. Developing equity informed recommendations
	3.1.6. Inclusive knowledge mobilization
	3.1.7. Evaluation and impact


	4. Discussion
	4.1. Implications of using the principles in research and practice

	5. Conclusion
	Ethics statement
	CRediT authorship contribution statement
	Declaration of competing interest
	Data availability
	References


