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Objectives: Immunization programs in low-income and middle-income countries (LMICs)

are faced with an ever-growing number of vaccines of public health importance recommended

by the World Health Organization, while also financing a greater proportion of the program
through domestic resources. More than ever, national immunization programs must be equipped
to contextualize global guidance and make choices that are best suited to their setting. The
CAPACITI decision-support tool has been developed in collaboration with national immunization
program decision makers in LMICs to structure and document an evidence-based, context-specific
process for prioritizing or selecting among multiple vaccination products, services, or strategies.

Methods: The CAPACITI decision-support tool is based on multi-criteria decision analysis, as
a structured way to incorporate multiple sources of evidence and stakeholder perspectives. The
tool has been developed iteratively in consultation with 12 countries across Africa, Asia, and the
Americas.

Results: The tool is flexible to existing country processes and can follow any type of multi-
criteria decision analysis or a hybrid approach. It is structured into 5 sections: decision question,
criteria for decision making, evidence assessment, appraisal, and recommendation. The Excel-
based tool guides the user through the steps and document discussions in a transparent manner,
with an emphasis on stakeholder engagement and country ownership.

Conclusions: Pilot countries valued the CAPACITI decision-support tool as a means to consider
multiple criteria and stakeholder perspectives and to evaluate trade-offs and the impact of data
quality. With use, it is expected that LMICs will tailor steps to their context and streamline the tool
for decision making.
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Introduction

Achieving the goals set out in the 2012 United Nations resolution on universal health
coverage will require countries to set context-specific priorities through an explicit,
transparent, and accountable process.! Traditionally, decisions on the introduction of new
vaccines in low-income and middle-income countries (LMICs) have been guided by global
recommendations and facilitated by global financing and supply agencies.? Nevertheless,

as more countries transition toward domestic financing of immunization programs and as
the range of available vaccines and vaccine products grows, it is increasingly important to
strengthen the capacity of national immunization programs to contextualize global guidance
as they choose among vaccination products, services, and strategies.

The World Health Organization (WHO) 3D approach to priority setting outlines 3
components for evidence-informed decision making: data (information, analysis, and criteria
for decisions), dialog (stakeholder participation and engagement in the recommendation
process), and decision (organizational structures, governance, and legal frameworks).3 In

the Professional Society for Health Economics and Outcomes Research (ISPOR) report

on good practices in health technology assessment (HTA), the data component of the 3D
approach is concerned with evidence synthesis, whereas dialog is concerned with evidence-
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based decision making, requiring contextualization and deliberation of a broad range of
considerations, including affordability, feasibility, and socio-ethical factors.*

The previous decade has seen considerable progress toward improving immunization
decision-making capacity in LMICs on the data and decision components of the 3D
approach. In many countries, national immunization technical advisory groups (NITAGS)
have been established as independent advisory bodies to the immunization program,

and an increasing number of tools and information databases are available to support
evidence collection and synthesis.> Nevertheless, many countries lack a strong, legitimate
process for structured dialog and interpretation of evidence to compare among multiple
interventions.*6.7

This article describes the development of the CAPACITI decision-support tool as a means
to explicitly structure and document the process for prioritizing across vaccination products,
services, or strategies. We describe how the structure of the tool has been informed by best
practice in the fields of HTA and multi-criteria decision analysis (MCDA) and how the tool
balances best practice with practicality and how this has been informed by country pilots.

Purpose and Scope of the CAPACITI Decision-Support Tool

The decision-support tool structures and documents an evidence-based, context-specific
process for prioritizing or selecting among multiple vaccination products, services, or
strategies.® The target audience is the immunization program or advisory bodies in LMICs,
to address decisions devolved to the immunization program by the Ministry of Health.

Similar to the GRADE Evidence to Recommendation (EtR) framework, the decision-
support tool supports panels to use evidence in a structured and transparent way to
inform decisions.® Nevertheless, the GRADE EtR framework is designed to evaluate a
single intervention in relation to a comparator, whereas the CAPACITI decision-support
tool is designed for choices among multiple options (Table 1). Accordingly, the decision-
support tool is based on MCDA, as a structured way to incorporate different types of
evidence (such as clinical trial data, economic analysis, and expert opinion) and stakeholder
perspectives (eg, clinicians, budget holders, logisticians, and disease program managers).
Most relevant for immunization programs, MCDA can incorporate criteria which cannot
be fully measured, such as alignment of a proposed new vaccine,services,or strategies
with the existing immunization program or ease of administration, alongside measurable
considerations, such as reduction in morbidity.1°

The CAPACITI decision-support tool is oriented toward national advisory and decision-
making bodies in LMICs, with a practical, stepwise, Excel-based tool that explicitly
outlines mechanisms for stakeholder involvement, allows consideration of operational and
social/political aspects (including guidance to incorporate expert opinion), and transparently
documents the recommendation process. Typically, the recommendation process using the
CAPACITI decision-support tool would be expected to take around 6 months, but timelines
are highly dependent on country context and complexity of the decision question. The

full process could foreseeably be condensed to 1 week for urgent decisions or may take
more than a year for complex decisions. The main determinants of time are data collection
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and analysis requirements, personnel availability, and number of in-person meetings. It is
expected that countries using the tool for the first time and those with weaker priority-setting
infrastructure may take longer to complete the process, because many of the steps will be
completed de novo.

Development of the CAPACITI Decision-Support Tool

The CAPACITI decision-support tool and the underlying methodology have been developed
through an iterative approach from 2018 to 2020, in consultation with 13 countries across
the WHO regions of Africa, the Americas, Southeast Asia, and the Western Pacific and
technical agencies and advisory committees to WHO. Table 2 lists the countries involved
and the pilot topics examined using the CAPACITI tool. This section summarizes iterations
of the tool and lessons learned, before presenting a description of the final tool in the results.

Version 2018: quantitative MCDA model for evidence assessment with fixed criteria

In response to calls to look beyond the traditional measures of efficacy and cost-
effectiveness, 1! an Excel tool was developed to analyze vaccine products across 5 criteria
determined through global consultations (health impact, coverage and equity, safety, delivery
cost, procurement cost), incorporate country-specific weights, and aggregate the output into
a ranking of options.® Piloting found that a greater emphasis was needed on the social
aspects of MCDA—namely, stakeholder engagement and guiding discussions to interpret
the output—and greater flexibility to incorporate country criteria and data. This is in line
with a consensus development article on the use of MCDA in HTA, which underlines the
importance of incorporating deliberation.12

Version 2019: tool for quantitative MCDA incorporating procedural aspects

A revised tool was developed based on the ISPOR best practice checklist for MCDA.13

The tool was developed through 2 in-person workshops: 1 workshop for criteria selection,
followed by a period of evidence collection, and a second workshop for interpreting
evidence to come to a recommendation. In this revised approach, the tool and accompanying
Excel tool did not determine the output at any stage: country users defined the options,
criteria, and evidence requirements. There is no minimum set of evidence requirements. The
tool supports the committee to understand limitations in available evidence and whether
better quality data would change the final recommendation (eg, a committee may lack data
on acceptability, but determine that such data are unlikely to change their recommendation).
Users attached weights to criteria and scores to options, using scales fixed to a 1 to

5 and a 0 to 10 absolute scale, respectively, because early testing suggested that more
extensive scales gave the committee a false sense of precision. During the appraisal stage,
aggregate scores for each option were calculated and presented graphically, and users
adjusted weights or scores in real time to examine the implications of data uncertainty.

In line with best practice,12 “cost” and “cost-effectiveness” criteria were excluded from the
value measurement model and considered during a separate value for money step, which
compared the total cost with the total (aggregate) score of each option.

This version was well received during orientation workshops in 8 African countries
and was successfully piloted in Mali to support the NITAG recommendation on human
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papillomavirus (HPV) product choice. Nevertheless, there was concern around sustainability
of using the tool and approach because many advisory bodies in LMICs are severely
resource constrained, in terms of funding, secretariat function, and time. Moreover, the

tool took a one-off approach, in which members of the committee, criteria, and evidence
requirements are newly defined with each use. It was highlighted that this may become
burdensome over a series of recommendations, and a one-off approach may lead to poor
consistency and transparency in settings with weak governance.4

Many policy makers found it counterintuitive to separate cost from other criteria. It was
also highlighted that, from an economic perspective, all constraints (including, for example,
cold chain capacity and health worker time) should be separated along with budget. Policy
makers requested greater flexibility in assigning scores, with the possibility of using more
qualitative scores instead of the 0 to 10 scale mandated in the tool. Finally, while there was
a greater focus on stakeholder engagement and discussion in this iteration, there was still a
tendency to focus on total scores as opposed to evidence during appraisal.

Version 2020: tool for deliberative decision making

The current version of the CAPACITI decision-support tool (v2.0) incorporates elements
of the Public Health England prioritization tool as a user-friendly tool to simply convey

the concepts behind MCDA15; the evidence-informed deliberative processes as a sequential
overview of procedural aspects for making recommendations!®; the AGREE Il instrument
to ensure documentation of important aspects during the recommendation process!’; and
the National Institute for Health and Care Excellence guideline development methods, for
specific guidance on evidence assessment.18 Because NITAGs are a potential end user, the
tool seeks to align with the GRADE EtR tool, which is frequently used by NITAGs.

The tool has been reviewed by teams in Cuba, Indonesia, and Zambia and technical agencies
supporting immunization priority setting. The Excel tool was circulated to focal points based
on national immunization programs, NITAGs, or WHO country offices (5 countries) and
WHO regional offices (Central Africa, the Americas, West Africa, Western Pacific) for beta
testing (Table 2). Feedback was that the tool is very useful, especially for new vaccine
introduction and product choice decisions, because it is responsive to country context and
brings stakeholders together. Guidance to streamline the process will be important, and

the tool should be provided alongside existing resources for interpreting evidence and data
quality.

Structure of the CAPACITI Decision-Support Tool

The tool is based in Excel and structured into 5 sections: decision question, criteria for
decision making, evidence assessment, appraisal, and recommendation (Table 3). The tool
seeks to adhere to principles set out in the ISPOR reports on good practices in MCDA and
HTA,*13 while allowing flexibility to different decision-making processes within countries.

Figure 1 summarizes the differences between each type of MCDA.. All types of MCDA
follow common steps to define the decision problem, select decision criteria, and assemble
data to construct a performance matrix that compares, using selected criteria, among

the options being evaluated.12 In qualitative MCDA, the committee deliberates on the
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performance matrix. Compared with using no explicit decision criteria, this improves

the quality, consistency, and transparency of recommendations. In contrast, quantitative
MCDA employs a value measurement model (using weighting and scoring) to interpret

the performance matrix before deliberation, reducing cognitive burden on the committee
and domination by vocal committee members, and improving consistency and transparency
of recommendations. Nevertheless, it can be difficult to construct scales and capture
opportunity costs, and the committee may overly focus on weights and scores, instead of
the evidence.

In the tool, users can follow any of the 3 MCDA approaches or a hybrid-based approach. A
strong focus of the tool and training materials is supporting countries to identify the MCDA
and stakeholder engagement techniques that work best for their setting. The tool thereby
covers a significant part of the decision-making continuum outlined by Ultsch et al.1® Over
time, country users will tailor and prefill certain steps to streamline the tool for future use
and to improve transparency and consistency of recommendations. For example, criteria,
weights, and scoring scales may be preset for similar types of decision questions.

Decision question

The purpose of this step is to articulate the recommendation objectives and to outline how
the recommendation process will be conducted. It is completed by focal points coordinating
the recommendation process.

The step includes a review of the decision context and country-specific background to the
question, before defining the scope of the recommendation by shortlisting between 2 and 8
options to compare. To ensure transparent documentation, any excluded options are noted
with the reason. There is a maximum of 8 options because it can be challenging for a
committee to keep track of performance across multiple criteria when comparing many
options.

Next, the committee considers which stakeholders to engage. Policy bodies, their mandates,
and guidelines vary across countries. Therefore, the focal points determine where the
recommendation sits within the existing policy infrastructure and identifies how best to
engage relevant stakeholders, whether through participation on the committee or other
means. In line with Fung’s principles for effectively structured participation, it is advised
to include stakeholders that will bring necessary expertise and knowledge, enhance
legitimacy of the recommendation, or ensure ownership for successful implementation of
the recommendation.29 The tool recommends including between 6 and 15 members for the
recommendation committee, to ensure a sufficiently diverse range of perspectives, while
also allowing all members to actively contribute to discussions, in order to foster shared
understanding and ownership of the final recommendation.?!

The final part of this step is to consider how the evidence appraisal will be structured.
The focal points outline the approach to be followed and techniques to support committee
deliberations, and develop a briefing document for the committee outlining the policy and
program context to the decision question.
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Criteria for decision making

The purpose of this step is to articulate how options will be compared and evaluated,
according to local values and the decision question. This step is completed by the
recommendation committee.

First, the committee selects the criteria that will form the basis for choosing or prioritizing
among options. Although it is important to be comprehensive, it is recommended not to
exceed 8 criteria, so that the committee can keep track of all criteria during discussions.14
To enhance legitimacy of the recommendation, it is encouraged to use a generic set of
criteria, which are applicable across different decision questions, because this enhances
consistency in decision making. Generic criteria can be supplemented by context-specific
criteria, which depend on the specific options being compared. In many countries, the
NITAG or HTA agency may already have defined generic criteria. If an established list

of criteria exists, this step reviews whether the criteria are fit for purpose (eg, criteria
developed for new vaccine introduction decisions may be less relevant for selecting between
delivery strategies) and whether there are any question-specific modifications to the list
(eg, valency is important when considering HPV vaccine product choice but less relevant
for rotavirus vaccine product choice). If there is not an established list of criteria or if the
list is not fit for purpose, the committee develops and comes to an agreement on criteria

for the recommendation. Although a bottom-up approach, in which the criteria are selected
according to the question, may be appropriate for single uses of the tool, it is recommended
to establish country-specific generic criteria through a top-down approach based on the
health sector strategic plan and national immunization strategy. Criteria are not preset,
because piloting found that countries wish to select criteria themselves,® but it is suggested
to consider criteria across the domains of health impact, economic impact and sustainability,
operational (programmatic and supply) and socio-ethical factors.8

The committee indicates whether certain criteria are more important than others by
assigning weights. It is possible to weight all criteria equally. In qualitative MCDA, weights
are not normally assigned. Nevertheless, weighting is encouraged in the decision-support
tool so that the committee comes to an agreement on the relative importance of criteria,
increasing transparency and streamlining the appraisal step.

The committee then sets out the scoring scale that will be used to assess the evidence

across criteria on a common scale. Although scoring is normally only used for quantitative
MCDA, this step is recommended in the decision-support tool to improve consistency in the
committee’s interpretation of the evidence and to reduce bias in interpreting the evidence. In
the Excel tool, the maximum scoring scale range is 10. The scale can either be numerical
(eg, assigning scores between 0 and 5) or descriptive (eg, assigning “poor,” “average,”
“good”). In countries with stronger analytical capabilities, it is important to consider how
the value of quantitative criteria maps to the scoring scale, because some criteria have ratio
properties and should not be mapped linearly.

Within this step, it is possible to define decision rules, either in the sense of rules-based
MCDA, in which the priority order for criteria is defined, or to separate interdependent
criteria and “constraints” for quantitative MCDA. Constraints are criteria reflecting fixed
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capacity, such as budget and cold chain space, and should not be combined with other
criteria to calculate the aggregate score in quantitative MCDA.. Because piloting found it
counterintuitive to separate constraints from other criteria, the tool recommends that the
committee set the weight of constraints to zero and state whether they will be considered
before other criteria, to shortlist options, or after other criteria, to consider feasibility of
top-ranking options during appraisal.

Evidence assessment

Appraisal

During this step, a technical team (which may comprise members of the committee in
resource-constrained settings) collects, synthesizes, and assesses the quality of available
evidence. Because there are many existing resources for collecting and analyzing data,5 the
tool focuses on succinctly summarizing the main findings for the committee and reviewing
confidence in the data. Across all types of evidence, it is recommended to consider risk

of bias, quantity and consistency of results, applicability for the decision question and

local context, and precision. This follows the principles set out in the GRADE system for
assessing evidence quality,22 but allows comparison across different criteria (eg, to compare
across clinical data, economic analyses, legal or ethical judgments, market data, and cold
chain analyses). The team then completes a performance matrix, summarizing the main data
points by criterion for each option, together with uncertainty bounds. It is essential that the
performance matrix is complementary to, and does not replace, the summary of evidence.

In the appraisal step, the committee comes to a shared understanding of the evidence and
its limitations, to jointly assess the advantages and disadvantages of each option. Contrary
to standard MCDA practice, the tool first involves a comparison of options by criterion,

to encourage a detailed review of the evidence. This ensures that committees following a
quantitative MCDA approach do not overly focus on the total score and that all criteria are
duly taken into consideration for a qualitative MCDA approach. The committee considers
whether there are significant differences among the options for each criterion, the impact
of data uncertainty on relative performance, and whether any option performs unacceptably
poorly.

The committee then evaluates the performance of the options across all criteria and
considers whether there are additional factors that may influence the recommendation
(“contextualized criteria”). If using decision rules, the committee considers the criteria in the
specified order. For quantitative MCDA, interactive graphics in the tool guide discussions
and committee understanding of the factors influencing the total score (Fig. 2A,B). Although
there is no mathematical constraints optimization step, the committee deals with constraints
implicitly through their deliberations.

Recommendation

The purpose of this step is to finalize and communicate the recommendation. After
considering whether there is sufficient evidence quality to proceed with a recommendation,
the committee comes to a consensus on the final recommendation and documents the
rationale, noting any supplemental or research recommendations. Focal points specify the
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timing to next review the recommendation, steps to monitor impact of the recommendation
(eg, to determine whether assumptions around health impact or coverage are realized), and
evaluate the recommendation process itself. The final component of this step is drafting the
final report and outlining the communication and appeal process.
Discussion

For implementation, it is essential to embed the CAPACITI decision-support tool within

the existing decision-making architecture of countries. To strengthen capabilities across

all components of the WHO 3D approach (data, dialog, decision), the decision-support

tool should be implemented in tandem with other initiatives to build capacity for data
analysis and evidence synthesis (moving toward the generation of country-specific reference
cases),23 provision of training on facilitation techniques, and establishment of adequate legal
capacity and accountability mechanisms. It is encouraged to implement the tool within a
system for routine horizon scanning by public health agencies, such that there is foresight
and planning of decision questions.

The tool provides guidance on MCDA approaches and stakeholder engagement techniques,
but ultimately the implementation of the tool should be a learning process driven by national
teams, who adapt the tool for their needs. The role of global and regional actors should

be to provide technical support on functionality; countries themselves should choose the
decision-making approach that works best for them.

As identified through piloting, the main value of the CAPACITI decision-support tool is

in structuring dialog across stakeholders to come to a context-specific recommendation.
Although several MCDA software tools exist, including PriorityVax for immunization, these
tools are limited to a quantitative MCDA approach and tend to provide less support for
deliberation and country-led contextualization—they allow adaptation of fixed stages but not
the overall process.242° These tools are more appropriate in settings with strong processes
for stakeholder engagement and deliberation; the CAPACITI decision-support tool supports
other countries to build such processes.

Recent outbreaks, such as the coronavirus disease (COVID-19) and other responses

have brought to the forefront the increasingly complex decisions facing immunization
programs. These include deciding which immunization services to continue, identifying
strategies to deliver non—-COVID-19 vaccines given local restrictions, prioritization of
interventions with increasingly constrained government budgets and healthcare resources,
and conducting early evaluation of COVID-19 vaccine candidates to support procurement
negotiations and vaccine preparedness planning.26-28 There is a rapidly evolving landscape
of data from surveillance, modeling, and clinical trials, with expectations for immunization
programs and advisory bodies to continuously incorporate new data and analyses to update
recommendations. It has been argued that recommendation processes must adapt from static
to agile, with “living” recommendations and guidance.2® The CAPACITI decision-support
tool is well suited to promote this shift: transparent documentation of each step in the
process means it is simple to update and recommunicate recommendations, and the focus
on evidence limitations supports policy makers to iteratively prioritize and address evidence

Value Health. Author manuscript; available in PMC 2023 October 10.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Botwright et al. Page 10

needs with local researchers. Accompanied with resources to make data and modeling
available and adaptable to country policy makers, the CAPACITI decision-support tool could
be a valuable resource in supporting immunization programs to respond to the COVID-19
pandemic and other such public health emergencies.

Conclusion

The CAPACITI decision-support tool strengthens priority setting in LMICs, by structuring
the process for stakeholders to contextualize evidence across disciplines. Piloting across 12
countries has identified the need for, and benefits associated with using, the tool as part of a
comprehensive package for LMICs to strengthen their decision-making processes.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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CAPACITI DECISION-
QUALITATIVE MCDA RULE-BASED MCDA QUANTITATIVE MCDA SUPPORT FRAMEWORK

Select criteria Select criteria Select criteria Select criteria
v
OPTIONAL: Assign
weights
v
Set-up scoring scale Set-up scoring scale
v ¥
Set the priority order to Assi ioht OPTIONAL: set rules for
consider criteria 5S1gN Welghts considering constraints
v v v
Collect evidence Collect evidence Collect evidence Collect evidence
v ¥
Assign scores Assign scores
¥ ¥
OPTIONAL: Calculate
Calculate total scores
total scores
v v v
Deliberation Deliberation Deliberation Deliberation

Figurel.
A summary of the key differences among quantitative, qualitative, and rule-based MCDAs.12

The CAPACITI decision-support framework (right side) allows the user to follow any of
these 3 approaches or to follow a hybrid-based approach. Specific details are in the text.
MCDA indicates multi-criteria decision analysis.
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NEW TOTAL
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TOTAL SCORE

HPV 1 HPV 2 HPV 3 HPV 1 HPV 2

1|Rate of protection 1|Rate of protection

27 9 27 9 27 protect 3 3 9 9 9 9 9 9
2|Duration of protection 2[Durati P
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3|Valency 3|Valency
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4|safety 4|Safety

30 30 3 3 10 10 10 10 10 10
S|Availability S|Availability
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6|Temperature monitoring 6|Temperature monitoring
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7|Presentation 7|Presentation
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1 : | 1 1 i 1 10 10 1 1

-
=)
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-
o
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Experience

-
=
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Figure2.
(A) For quantitative MCDA, the tool produces a visual aid to guide committee discussion

around factors driving the total scores. This figure is an illustrative example from a pilot
country workshop to compare 3 HPV vaccine products. Workshop participants defined the
criteria. Filled circles indicates weight (full circle is higher weight); gray horizontal bars,
weighted score; green to red scale, higher scores are green and lower scores are red; navy
vertical bars, total score. (B) For quantitative MCDA, there is also an interactive sheet in
which the committee can view the effect of changing scores and weights on the final result,
to support discussions around confidence to proceed with a recommendation and the impact
of data uncertainty or disagreement on weights. This figure is an illustrative example from
a pilot country workshop to compare 3 HPV vaccine products, in which the score for the
“experience” criterion has been modified to examine the impact of missing data. Navy bars
indicate original total score; yellow bars, new total score in the uncertainty analysis; pink
text, scores that have been modified in the uncertainty analysis.

CTC indicates controlled temperature chain; HPV, human papillomavirus; MCDA, multi-
criteria decision analysis.

Value Health. Author manuscript; available in PMC 2023 October 10.



Page 15

Botwright et al.

"au199eA a1ebnluod [easodownaud ‘ADd ‘wesboid uoreziunwwi jeuoneu ‘diN ‘sninewojjided uewny ‘AdH ‘UOIIRPUBILLIOISY 0} JUSPIAT ‘H1T ‘Ureyd ainyesadwial pa]jo1iuod sayedlpul D10

£ UoITeuId9BA g sireday asop Yuiq Joj papuawiLlodal aq AJsAIsp D10 PINOYS SOLBUSIS YdIym Japun £SUONIPU0D D 1D Japun paJanljap ag asop yuiq g snieday pjnoys €
ABarens Alani|ap au1dden

¢3UI90BA AdH JUB[EA-3UIU 3} 0] BUIDIRA
¢dIN 8y} 1o} paindoid aq pinoys s1onpoad au1aden AdH 3]ge|IeAR U3 JO YIIYA AdH uajeatipenb sy wouy Juswainooid youms wesbold uoneziunwwi ayy pinoys g

Juswaind04d 1onpold au1odeA

£(S9UID2BA SNUIARION ‘ADd
‘AdH Usamiaq uositedwod ‘B8) 41N 8y 0lul uoianpoJiul Joy paziioud ag pnoys (S)auidgeA mau Yd1ypa ¢dIN 83U} 03Ul PIdNPOAIUT 3¢ UOIBUIDJBA SNIIARI0I PINOYS T

UO011ONPOIIUT BUIDIRA MBN

MJomauwre 1) 1ioddns-uosioap |1 10Vd VD Ag passappe suoisanb Adijod jo ajdwex3 MJomawre 1y 413 3AvHO Aq pessappe suolsanb Adijod jo ajdwex3

“Jomauuely
poddns-uoisioap | LIDVdVD 9yl Ag passalppe asoyl pue yiomewel) 13 3O ay1 Aq passaippe suonsanb Aaijod jo sadAl syl usamiag uostiedwod v

‘TalqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Value Health. Author manuscript; available in PMC 2023 October 10.



Page 16

Botwright et al.

‘uoneziueblQ YijeaH PO ‘OHM ‘dnoif AlosiApe [eaiuyds) uoleziunwwi [euoleu ‘Ol IN ‘wesboid uoneziunwwi [euoleu ‘dIN ‘SIsAjeue UoISId8p BIIS1IO-INW S81edIpul YADWN

BIqWEZ ‘WeUldIA ‘elabiN
‘(Burobuo 1011d) eIrdoIyig ‘eqnd
‘(Burobuo—joqid |Iny) eisauopu|

$92N0S BJEP PUE ‘SBINSEW SWOINO ‘(JUBA3[aI
1) 92UBPIAS 184dIB)UI 0] SBNJ JO/PUR B[eds Bu1I0ds ‘(Juensal
1) syBiram ‘eLa10 ‘YADIN 10 adAy ‘suondo ‘siapjoyaxels

UOIIBPUBLULLOIAI 118} 104 Jueniodul aJe sdais yoIym asooyd 0} Jasn
au1 Joy ANJIgIXaly Y lomaluel) sy A 19s SJUSLS[S eIl
UOIIBPUSLULLIODAI [BULY 10} BJUOHEI pUB $$800.d JUBWNI0Q

SUONUBAIBIUI UOITeZIUNWWI G—Z JO UONeZILIoLd

020c Uos ;oA

elabIN ‘elsauopul

‘eueyo ‘obuo) ayl Jo a1jgnday

a1eIo0Waq ‘O1gnday uedLyY

lenuad

‘3110A1,p 8190 ‘Osed eupying ‘uiusg ‘(ogid 1Iny) 1eIN

$901N0S Blep pue ‘sainseall aWo9INo ‘Uoulyap

91eas Bulloas ‘syybram ‘elisio ‘suondo ‘siapjoyayels
B1I811ID 1S02-UOU pue 1509 JO uoneredas

‘a1eas Bulioas Joy abuel OT—0 ‘YADIN aAleIuend
UOIIePUSWILIODA] [eUly JOJ BeuOoIIR) pue $$8904d Juswnaoqg

SUOIUBAIBIUI UOITEZIUNWWI G2 4O UONeZNLIoNd

6TOC UOS BA

pue|ieyL ‘elsauopu|
sisAJeue
Ainba oy sdnoJb ‘syybiapn

sa[eas BuLIods ‘sindul erep
"BLIBILO "YADIN @AEIIUEN)

|aA8] [euOlIRUgNS pUR
[euoIBU Je S3UID2eA JO Bunjuey

syonpoud
3UIJJBA SNJIARIOJ JO UOII3|8S

8T0¢ UOS oA

(Aouabe [ealuyosy Jo/pue ‘qIN
‘OVLIN ‘32140 A13unod OHM)
ndui Buipinoid sarLiuno)

J1asn ay1 Aq 18s sjuawa|g
slomawely ayl Aq 18s sjusws|g3
ndino

adoas

yJomeuwre 1} yioddns
-Uuos18p 8yl Jo Uos IBA

Author Manuscript

Author Manuscript

“Ydomawels 1oddns-uois1osp |1 120VdvD Y1 40 JuswdojaAap ay) Ul SUOITRIN JO MBIAIBAO Uy

‘¢ slqeL

Author Manuscript

Author Manuscript

Value Health. Author manuscript; available in PMC 2023 October 10.



Page 17

*SISA|eUE UOISIO8P BLISILIO-I}NW S8YedIpUl YD N

"SUOITEPUSWILLINDAI JO ANjIgeIUN0d2e pue AJUsISISU0D 3INSUa pue ‘ssad01d ay} auljwessls ‘1xajuod A13unod o} Jojie 03 88| Anunod ayl 1e pajjyaid aq (pjnoys pue)
111 sdas urenad Jeys paedionue si | "paig)dwiod aq 03 aney sdais |[e 10N "Mue|q 13| aJe [00] 8y} Jo dais yaes ui spjaly ayl Ing ‘dals yaes Japun suonsanb pue suoiRIaPISUOD A3Y SBUIJINO MJoMaWe.y 3y L 9JoN

Botwright et al.

$s9204d [eadde pue uejd uo1EIIUNWIWIOD BY} S3C1IISSP pue 1odal [euly ayl syeld

$53204d UOIIEPUBILLIOIA] Y} A0 0)MOY pUE ‘Palen|eAd pue pPaloliuow ag [|IM UOIBPUSWILIOIa] 3y} MOY SIapISU0D
UOITePUSWILIOIAI BY} SBZIjeuoIIel pue sazijeul

passaIppe ag p|nNod 8say} MOY pue uonepuawwodal Areuiwijaid syl Jo suoirealjdwi aaiefiau Aue siapisuo)

AurenIaouN B1ep Yl [esp 0IMOY SIBPISU0D pUe uoiepuswwiodal Areuiwijaid e sayep

Ajenb erep Aq pajoaye aq Aew Syl Yd1ym 0] JUSIXa 8y} pue eLaID |[e SSoJae 1saq wioyad (s)uondo yoiym saulwex3

SISeq UOLIB)IIO-AQ-UOLIB)LIO © Uo a1edwod suondo ay) Moy SMaIAsY

suondo ssoJoe uostiedwod ajdwis 1oy ‘UoLIBILI yoes Jsurebe uondo yoes Jo souewopad By} SaZIBWWNG
SUOIEIWI| S} PUB 30USPIAS B]GB|IBAR JO MBIAIBAO 8SIOUOD B S3PIACId

30UBPING B|qE|1eAR SIayel pue sainuap|

"UOLI3YLID Yaea JsureBe palods aq [|im suondo moy sauleq
aoueLIodWI BAIIR8. J18Y) 81eIIPUI 0} UOLIBILID Ydea 0} S)ybiam subissy
S13U10 Ja)JB/210J9( PaISPISUOD S |[IM BLISJID UIELID JBUYIBYM 10 ‘A|SnosuBlNWIS Palapisuod aq [[IM BLISILD |8 JAYISYM saulwialeg

suondo ayen|eas 01 YoIym Aq sainsesw sLI0dIN0 pue BLISILIO 8Y) SIUBWNo0g

pasn aq []1M Jey swnJoy uoissnasip/sanbiuyaal dnoib ayy pue mojjoy 03 yaeoldde QDN U2IYM SIapISUOD
uonedionued 10§ SwsiUBYIAW SaILIIUAPI pue saAidadsiad Japjoyaxels uenodwi sdepy

arenfens 0} suondo G—z 1sijuoys 03 sainpadoad %21nb sasn pue suondo ajqissod sainuap|

UOITEPUBWIIOIAI 3y} JO suolredljdwi [eruslod pue ‘punoifxoeg JueAs|al ‘A3unod 8y Ul UOKENMS JUaLIND 3y} SaqLIasaq

Woym Ag pue pasn aq |[1M 1 MOY ‘Papasu SI UoIepUaLIWLOdal & AYm ‘SaA10a[go UoIepUsLILLIoal 8y} Sa14108ds

uondiiosaqg

uonedIUNWWOD §'§
uolnenfeAs pue ‘Burioyiuow ‘Upny '
UOIEPUSWIIOIA] [euld €°G
SsuoljeJapIsuod [eluswalddns z's
uoIePUBWIWIOdaI 3y} Bune|nwiod T'G
UOITEPUBWILIORY G
B1I9)1 SS0J9B UoSLedWO) Z'Y
uona1d Aqg uosuedwo) T
lestesddy ¢
X1IJew 3oUeWIONad €'
SIUBLUBYLIS BOUBPINT Z°E
UO1399]|09 82UBPINT T°E
JUBLISSASSE 8IUAPINT '€
a[eas BuLI0dS 1'g
sWbom €°C
S9INY 2°C
BUBID T2
Bunjew uoisIo8p J0} BLBIID ‘2
ssao04d Buies-Aliond §'T
uopredioned 1
adoos €T
X3U0D ¢'T
sannoalqo ayy buiweld 7'

uonsanb uoisvaq ‘T

M Jomeuwre 1} 1ioddns-uoisioap ay Jo deis

Jomawel) 11oddns-uoisidap |1 1JvdvD ayl ul sdals

‘€ 9lqeL

Author Manuscript Author Manuscript

Author Manuscript

Author Manuscript

PMC 2023 October 10.

in

available

Value Health. Author manuscript



	Abstract
	Introduction
	Purpose and Scope of the CAPACITI Decision-Support Tool
	Development of the CAPACITI Decision-Support Tool
	Version 2018: quantitative MCDA model for evidence assessment with fixed criteria
	Version 2019: tool for quantitative MCDA incorporating procedural aspects
	Version 2020: tool for deliberative decision making
	Structure of the CAPACITI Decision-Support Tool
	Decision question
	Criteria for decision making
	Evidence assessment
	Appraisal
	Recommendation

	Discussion
	Conclusion
	References
	Figure 1.
	Figure 2.
	Table 1.
	Table 2.
	Table 3.

