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RCOG Good Practice Paper No. XX
Local Adaptation and Implementation of RCOG Green-top Guidelines for UK and Global Practice
This is the first edition of this guidance.

This guidance is for healthcare professionals who care for women, non-binary and trans people in
maternity and gynaecology.

Within this document we use the terms woman and women’s health. However, it is important to
acknowledge that it is not only women for whom it is necessary to access women'’s health and
reproductive services in order to maintain their gynaecological health and reproductive wellbeing.
Obstetric and gynaecological services and care must therefore be appropriate, inclusive and sensitive
to the needs of those individuals whose gender identity does not align with the sex they were
assigned at birth.

1. Purpose

The Royal College of Obstetricians and Gynaecologists (RCOG) produce a series of clinical Green-top
Guidelines (GTGs) that provide systematically developed recommendations to assist clinicians in
making evidence-based decisions for specific conditions. There.is no formal process to be followed
when organisations wish to implement a GTG for local use.

The aim of this document is to support local.adaptationrand implementation of GTGs, both across
the UK and in global settings, by signposting to.the available methodologies and issues in the
process, with an applied example included.

2. Introduction and background

Adapting clinical guidelines'to local context is a critical step in guideline implementation. Knowing
the local requirements and assessing:the value, usefulness and appropriateness of recommendations
is critical to guideline uptake and sustained use. Adapting GTGs to fit local circumstances (this may be
across the devolved nations or globally) serves not only to increase the relevance and applicability of
guidelines, but also.gives end-users a sense of ownership. This improves and promotes
implementation as opposed to adoption of a guideline without any changes where implementation
may prove to.be:more challenging. However, adaptation of guidelines also runs the risk of deviating
from.the original evidence base. Consequently, it is important that local adaptation follows a
structured, documented process, approved by governance teams and includes an implementation
plan developed collaboratively with an education team to ensure medicolegal protection and to
maintain alignment with professional standards. In orderto address this, several systematic
approaches to.guideline adaptation have been developed, including RAND/ADAPTE.»2

3. Challenges to implementation of guidelines

Nationally, unlike the National Institute for Health and Care Excellence (NICE) guidelines, NHS
organisations are not committed to implementing RCOG GTGs. This can lead to lack of intent and
support from stakeholders. However, GTGs are widely considered a robust review of evidence and
standard of practice. Therefore, while not mandated to do so, stakeholders, especially in the UK, are
supportive of implementing GTGs.
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At the clinician level, it is important that the recommendations are applicable in the context of the
population they serve. Variations in demographics of the population served by trusts/health
boards/integrated care boards (ICBs) may mean that priority is given to different recommendations.
In addition, healthcare provision is devolved for England, Scotland, Wales and Northern Ireland,
which may also impact how recommendations are integrated into the system.

Once there is stakeholder and clinician support, the next challenge is the lack of knowledge and
understanding of structured adaption and implementation processes.

Internationally, there can be a large variation in terms of the health system, staff and infrastructure
availability, as well as the economic implications of care in different settings. Global burden of
disease among women and children has steadily improved over the last three decades however
there remain large variations in disease burden across the world. Greater burden is.noted in low-
income countries with slower pace of decline.® Various social, cultural and economic factors.are
responsible for this inequality. While the GTG may be considered the standard, implementation may
have to be modified to accommodate or circumvent these factors.

4. Why should RCOG guidelines be recommended for clinical use?

The guidelines are developed following a rigorous scientific process resulting in a set of clear,
unambiguous recommendations with clear rationales, and supporting evidence and context.

The GTG development process is rigorous and reflects aspects of similar guidance produced by NICE.
Scottish Intercollegiate Guidelines Network (SIGN)/methodology. is used to appraise the evidence in
order to formulate the guideline’s recommendations. A new guideline or update of an existing
guideline is commissioned based on the clinical need and the extent of good quality evidence
available to develop recommendations. The developers for individual guidelines are clinicians with
expertise in the field and are supported:by the RCOG. The development process includes agreeing
the scope of the guideline, performing a comprehensive literature search and developing successive
drafts to be reviewed by the College’s Guidelines Committee. Following comprehensive review by the
Guidelines Committee, expert review.and peer review are sought. The whole process is scheduled to
take approximately 3 years (see Appendixil).

This is a very resource.intensive process involving a multidisciplinary group of clinicians, subject
experts and service users: Adaptation of these guidelines can avoid duplication and reduce the work
involved in developing localiguidelines for clinical conditions where a GTG is already available.

5. "Adaptation or adoption of recommendations?

In the UK, most recommendations are likely to be adopted without change. If there are challenges to
implementation owing to local service needs, the rationale for adaptation should be clearly
documented in accordance with local governance processes. If there are difficulties in adopting
recommendations with high grades of evidence, a framework of adaptation should be considered.

Internationally, adaptation is more likely to be needed to complement local service needs. Similarly, a
structured framework or process should be followed.

Implementation plans should incorporate the audit of outcomes recommended in the GTG, to
monitor whether adapted guidelines have achieved their intended benefits. The auditable standards
recommended in the GTG are relevant to UK practice. Consequently, international healthcare
facilities should select the outcomes/standards most suitable to their service.
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6. Adaptation of guidelines for local use

While RCOG GTGs are developed with the UK NHS in mind, they are used globally. As they are not
prescriptive protocols, healthcare providers can modify recommendations where necessary, which
leads to increased feasibility and acceptability within their local context. Whether using unchanged
or adapting RCOG GTGs for local use, developers must seek permission in advance to reproduce
RCOG guidance and patient information as outlined fully on the website.* This permission extends to
reproduction of text, algorithms, tables and figures from the guidelines.

UK experience

There is large variation between hospital trusts/health boards/ICBs in terms of resources;
infrastructure, and organisational processes, which national guidelines are unable to.account for.
While many recommendations can be adopted without a change, some may need adaptation.
Depending on the setting if a guideline is not adapted, there is a risk that its:recommendations may
be deemed unachievable. Involving local clinicians and service users:in the adaptation of the
guideline ensures it is relevant, while supporting clinical engagement and ownership. It is therefore
critical that if local adaptation is undertaken, the guideline remains evidence-based and is practically
acceptable and deliverable, with clear justification for the modifications which have gone through
local governance processes.

There are a range of approaches employed by UK trusts/health boards/ICBs to adapt GTGs for local
use. Some institutions use frameworks for adaptation, which:ensure a consistent, systematic and
replicable process. Others have more informal approaches to adapting guidelines based on
consensus among local guideline developers; senior clinicians and governance teams.

When a formal approach is planned, there will.often be multiprofessional working groups within the
hospital or across regional networks as well'as service users that will review national guidance and
identify recommendations that need local modification. Where necessary, additional information
may be added to clarify implementation details, such as local pathways for referral or named
responsibilities for specific items.

Where an informal approach is taken, a clinician may review national guidance and develop a local
protocol, which may be reviewed by senior clinicians or local governance teams for comments and
modificationsprior to approval and ratification. An informal approach is typically quicker and suitable
when'minor or no adaptations are required. However, when anticipating major adaptations to the
national guideline, a formal approach is likely to add rigour to the process.

International experience

Internationally, some countries have comprehensive national guidelines, while many have good
practice recommendations rather than detailed guidelines. Despite the presence of local guidelines,
RCOG GTGs are often referenced and can sometimes be used as a base for local recommendations.
While the GTG is referred to and guides clinical practice, there may be variations in resources that
necessitate modification prior to implementation.

6.1 Frameworks

There are many frameworks used for systematic adaptation.” Two commonly referenced frameworks
are the RAND consensus method and the ADAPTE framework.>?> RAND is the more traditional
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method, which uses modified Delphi method for building a consensus. The method relies on
individual scoring of recommendations. The key stages are outlined below:

1. Key stakeholders are identified, and asked to undertake private decision-making on individual
recommendations, often using a questionnaire with Likert scoring, rating their suitability for
implementation in their own setting.

2. The participants complete these questionnaires prior to a group meeting where they discuss the
scores.

3. Each pointis discussed as a group to adjudicate on any differences, before implementing those
that best fit the local setting.

More than one cycle of scoring may be needed to reach consensus.

Presently, the ADAPTE framework is favoured because it involves assessing the quality and
publication date of the original guideline and determining the relevance of recommendations to local
context.? All modifications made are then documented for a clear audit trail. The process consists of
three key phases, outlined in Figure 1, and described as follows.

Set-up phase Necessary tasks are outlined prior to beginning the process. This
involves identifying necessary skills and resources for the guideline.
Adaptation phase Authors will identify the specific health question, and search and
retrieve all relevant guidelines on the:topic. They will then assess the
consistency of the evidence and guidelines, before drafting the adapted
guideline.

Final phase Authors obtain feedback on the guideline from multiprofessional
stakeholders and occasionally consulting with authors of source.
guidelines. They then review and update the guideline accordingly,
leading to thecreation:of the final document.

Figure 1. ADAPTE process (adapted from ADAPTE Guideline adaptation: A Resource Toolkit)?
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6.2 Adaptation framework in practice

When considering a framework suitable for GTG adaptation, the practical application of the
framework is outlined below. The framework should be comprehensive in order to support local
developers to develop the process. Once the local guideline development process is embedded, it
can be replicated. Typically, the set-up phase is well defined in most UK obstetrics and gynaecology
units and embedded within the governance framework.

1. Set up phase — practitioners leading on guideline adaptation are identified and supported.

The scope of the local guideline is defined.

3. National/regional guidelines that are applicable to the scope of the local guideline are
selected.

N
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In the UK, the most sourced guidelines are from NICE or RCOG. If more recent international
guidance has been published, this may also be considered.

Internationally, some countries have national guidelines, but others rely on other reputable
sources for robust evidence-based guidelines.

Source guidelines are assessed.

e Is the guideline of high quality from a trustworthy source?
e Is the guideline up-to-date?

Recommendations relevant to the need of the local guideline are selected.

e |sthe recommendation clear and consistent with the evidence presented?
e Isthe recommendation based on high grade evidence? Is the evidence graded correctly?
e Has there been more recent high quality evidence published?

Recommendations are reviewed to decide whether they can be adopted as stated or require
adaptation. To make this decision, current local guidance and practices must be compared
with the national guideline to identify areas of alighnment, partial.compliance and gaps, and
document reasons for deviation.

Factors to be considered when making this decision include:

e Local population demographics and health needs.

e Local resources —in the UK this is often related to:the size of the local unit and the staffing
levels. Escalation to appropriate grade of clinical staff should be adapted to local staffing.
Larger units may have more tiers of résident doctors, while smaller units may have only
one tier of resident doctor. Internationally; the personnel in the maternity team may vary.
For example, obstetric nurses and birth attendants instead of midwives in UK.

e The influence of estates and geography.on how a guideline will be adapted. For example,
thresholds for escalation.in an obstetric emergency in a midwife-led unit (MLU) are likely
to be influenced by the distance from the nearest obstetric unit (standalone or co-located
MLU).

e Variability in terms of the technology and facilities available in different healthcare
settings. This variation is likely to be greater in countries outside UK. An example is
variation in availability of outpatient hysteroscopy services.

Draft guideline isideveloped. The guideline development should ideally be carried out by a
multidisciplinary group. The multidisciplinary group should include representatives from
relevant healthcare professionals such as obstetricians, gynaecologists, anaesthetists,
radiologists, neonatologists, nurses, midwives and operating theatre staff. Where feasible, it is
alsoimportant to include the voice of service users, such as support group representatives for
specific.conditions and maternity and neonatal voices partnership (MNVP) representatives.

Draft guideline is reviewed by a multidisciplinary group to ensure that the instructions are
unambiguous and can be implemented in clinical setting.

Guideline is finalised after considering the review findings.

10.

The implementation phase, frequently led by the training and education teams, should
commence with a clear plan for future reviews and updates. This will be carried out by local
governance teams in the UK.

6.3 Challenges of local adaptation

Challenges include:
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e Divergence from the original guideline means that new recommendations may be far from the
evidence-based original articles, especially if local constraints lead to significant modifications.

e Risk of duplication of effort: if multiple hospitals are undertaking similar adaptation at the same
time, then economy of effort is wasted, where similar modifications may have been appropriate
for trusts/health boards/ICBs in similar positions.

e Alack of standardised national frameworks mean that local adaptation can be inconsistent in
quality and scope, meaning that questions arise over the robustness of the guideline
recommendations.

e Astandardised framework is likely to need more time and resources at the beginning. Familiarity
with the framework and the national guidelines is likely to reduce the time needed for
adaptation. However, low-income countries may not be able to dedicate adequate resources to
adaptation and this may have an impact on the rigour of the adaptation process.

Best practice approaches aim to address these challenges by being transparent, involving
stakeholders and clearly documenting the process. Having multiprofessional teams .working on
guidelines ensures that different perspectives are considered and that local solutions are practical.
Clearly documenting all changes promotes accountability and makes auditing easier. Finally, hospitals
should be encouraged to incorporate mechanisms for recording implementation and auditable
outcomes.

7. Implementation of guidelines into practice after local adaptation

The implementation of national guidelines requires a structured and collaborative approach,
underpinned by a strong governance strategy and involving staff across all disciplines and levels of
seniority. Through active staff engagement, systematic outcome monitoring, and a focus on
sustained improvement; services can ensure that national standards are adapted and implemented,
to ensure safe, high-quality, evidence-based effective care for women and families.

Although research in this area éexists, the evidence base to date offers only limited guidance as to
which strategies for guideline dissemination and implementation are the most effective across
different organisational structures.®”‘However, common themes in the evidence base include the
importance of identifyinglocal barriers to'implementation, multiprofessional collaboration, piloting
initiatives where possible/practical, ensuring accessibility, securing support from all levels of the
organisation from management to clinical staff, and the use of multiple modes for dissemination.”®

It is also important to acknowledge that while guidelines may have been adapted to a local context,
they.may.need further tailored implementation approaches depending on the specific setting.>°

7.1 Identification of barriers and facilitators to implementation

If potential barriers to the implementation of GTG recommendations are identified, appropriate
facilitation strategies should be employed in the local context. Commonly cited implementation

barriers include:'%!

e staffing,

e rotation of staff to new trusts/health boards and clinical areas,

e complexity and inaccessibility of the guideline,

e |ack of resources,

e training,

e funding, and

e lack of awareness or perceived applicability of the guideline’s content.
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However, this list is not exhaustive, and additional barriers may be present, and all should be tackled
at individual, organisational, and system levels to determine solutions.

7.2 Multiprofessional collaboration

Guideline implementation responsibilities may be assigned differently across trusts/health
boards/ICBs and organisations, reflecting variations in staffing structures and the intended scope of
use.'? However, for successful implementation and local acceptance of new or revised guidelines,
engagement should be multiprofessional and be comprised of all relevant stakeholders including, but
not limited to, obstetricians, gynaecologists, midwives, nursing staff, anaesthetists, healthcare
support workers, maternity support workers, neonatal/paediatric and theatre teams.*7%° The
engagement of multiprofessional teams will also help to identify potential barriers.at.an early stage
and with the development of effective strategies to support local implementation.

Involvement and support from senior leaders or the executive team can help overcome barriers in
the clinical environment, while also fostering a sense of ownership-of the implementation at
leadership level.®

7.3 Piloting

Where feasible, piloting changes within selected areas of a trust/health board/ICB or department
prior to full implementation can help to identify the most likely barriers and refine likely
interventions before dissemination to a broader group of staff.’ The ability to undertake small scale
implementation testing before rolling out the guideline more widely should take into consideration
practical organisational and environmental challenges, as well as those at individual and team level.'’
The involvement of staff groups in a piloting phase can also help to build staff confidence and
acceptance by encouraging engagement.and fostering a collaborative ownership of the new
guideline.

Furthermore, piloting the implementation of a guideline can support the development and
identification of the resources required for larger-scale dissemination and training based on local
resources.!’

7.4 Dissemination

Irrespective of whetherarpiloting phase is undertaken, the dissemination of information remains
essential toimplementation, with effective embedding of guidelines often being conditional to
employing a range of dissemination methods.'® Methods to consider include:

e Education.and training — changes or updates to guidelines to be introduced during
multiprofessional training/skills and drills days.

* In-person introduction to the guideline via team handovers, education forums, team meetings
and ‘tea trolley teaching’.

* Notification systems such as email, e-learning, flowchart/ infographic displays, and social media
platforms utilising closed/secure groups.

When considering implementation of guidelines, appropriate accessibility should be ensured, for

example, via a trust/health board/ICB intranet and/or via QR codes displayed in the clinical area.
Staff should be able to access guidelines easily and they should be presented in accessible formats.*®
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To support implementation, any changes to clinical guidelines should be applied to all relevant
available resources, for example, care bundles, toolkits, patient information and routine
documentation tools such as handover tools for postoperative care.

7.5. Sustainability and continuous improvement

To support implementation of guidelines and monitor adherence locally, clinical champions or
governance leads should be assigned to provide refresher updates and regular communication, in
addition to audit and monitoring.

If undertaking audits, benchmarking against national standards, in addition to using dashboards,
safety metrics and feedback from staff and service users should be considered to determine if
guidelines have been successfully implemented and are being used as intended.

Where it is agreed that the guidance is applicable but is not, or cannot, be adhered to, the associated
risks should be formally recorded within the organisation’s risk register, with.appropriate mitigation
actions identified.
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Appendix I: Green-top Guideline development pathway

Proposal Stage

Topic selection by GC from proposals with
input from specialist societies, Royal Colleges
and the RCOG Women’s Network, then
submits to CQAG for approval

v

Approval of topic by CQAG

v

RCOG staff make tentative contact with
prospective lead developer who will appoint a
development team and lay developer

0 months

0 months

0 months

Scoping Stage

Guideline developers draft scope

v

GC reviews scope and
amendments

v

Guideline developers amend scope

v

GC reviews and approves scope

v

GC chairs commission the guideline; a
meeting with the developers is arranged to
discuss the processes, time frames,
expectations and the literature search

v

A literature search is performed, papers are
identified by the guideline devleopers
based on abstract. The selected papers are
retrieved and sent to the developers to read
and include or exclude based on criteria
stated

suggests

2 months

4 months

6 months

8 months

10 months

13 months

Guideline Drafting Stage

>
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Guideline developers produce first draft

v

GC reviews first draft and suggests changes

<—

Guideline developers produce second draft,
re-check grades and levels of evidence

<

GC reviews second draft, audit checks grades and
levels of evidence and suggests amendments

«—

Guideline lead developers produce third draft

v

Guideline developers and RCOG revise third draft;
guideline is placed on the RCOG website for
comment from peer, patient and consumer review.

A top-up literature search is performed at this time.

Guideline lead developers and RCOG produce a
revised draft in line with the comments from peer

review

GC reviews revised draft and peer
review comments

4

3 months

v

GC signs off guideline and submits to CQAG

v

CQAG approves final guideline for publication

16 months

19 months

22 months

25 months

27 months

29 months

31 months

34 months

35 months

36 months
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Publication Stage

RCOG prepares final guidance for typesetting,
developers record audio version

v

Typeset proof stages prepared by Wiley
and checked by RCOG

v

Publication copy approved by RCOG

v

Publication files prepared by Wiley for
BJOG and RCOG

v

RCOG Digital team upload guidance to
RCOG website

v

Guideline published online in BJOG and
on the RCOG website

36 months

37 months

37 months

37.5 months

38 months
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RCOG CONSULTATION PERIOD MAY-JUNE 2026

This guideline was produced on behalf of the Royal College of Obstetricians and Gynaecologists by:
Dr R Bahl FRCOG, Bristol; Dr A Demitri, Honorary Reserch Fellow, Academic Centre for Women's
Health, North Bristol NHS Trust, Department of Women's Health, Southmead Hospital; Dr N
Hameed FRCOG, Lahore, Punjab, Pakistan; Sian Harrington, Senior Midwife, PROMPT Maternity
Foundation; and Dr U Ram FRCOG, Chennai, Tamil Nadu, India.

The following organisations and individuals submitted comments at peer review:
[to be completed by Guidance Editorial Manager]

The Committee lead reviewers were: Dr J Elson FRCOG, Nottingham; and Dr N Potdar FRCOG,
Leicester.

The Chair of the RCOG Patient Safety Committee was: Dr CJ Calderwood FRCOG, Clydebank; and the
Vice Chair was Dr J Elson FRCOG, Nottingham.

The final version is the responsibility of the Patient Safety Committee of th® RCOG.

The review process will commence,in 20XX)unléss otherwise indicated.

DISGLATMER

The RoyalCollege of Obstetricians and Gynaecologists produces Good Practice Papers as an
educationaljaid to good practice. They are based on evidence and data available at the time of
publication, for consideration by obstetricians and gynaecologists and other relevant healthcare
professionals. The ultimate judgement regarding a particular clinical procedure or treatment plan
must be made by the doctor or other attendant in light of the evidence, local clinical data and the
diagnostic and treatment options available.

RCOG guidance is unlike protocols or guidelines issued by employers, as it is not intended to provide
prescriptive directions defining a single course of management. Departure from the local
prescriptive protocols or guidelines should be fully documented in the patient’s case notes at the
time the relevant decision is taken.
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