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Clinical Guidelines and Standardization of Practice to
Improve Outcomes
ABSTRACT: Protocols and checklists have been shown to reduce patient harm through improved
standardization and communication. Implementation of protocols and guidelines often is delayed because of lack
of health care provider awareness or difficult clinical algorithms in medical institutions. However, the use of
checklists and protocols clearly has been demonstrated to improve outcomes and their use is strongly
encouraged. Checklists and protocols should be incorporated into systems as a way to help practitioners provide
the best evidence-based care to their patients.

Recommendations
The American College of Obstetricians and Gynecologists (the College) makes the following recommendations
regarding clinical guidelines and standardization of
practice to improve outcomes:
c

c

Protocols and checklists should be recognized as
guides to the management of a clinical situation or
process of care that will apply to most patients. For
any patient whose care cannot be managed by standardized protocols because of clinically valid reasons,
the physician should document in the medical record
why the protocol or checklist is not being followed.
Obstetrician–gynecologists should be engaged in the
process of developing guidelines and presenting data
to help foster stakeholder buy-in and create consensus, thus improving adherence to guidelines and
protocols.

Background
Protocols and checklists have been shown to reduce
patient harm through improved standardization and
communication (1–7). In the absence of evidencedbased medicine for a given clinical decision, development
of these protocols sometimes may be challenging (8).
However, the use of checklists and protocols has been
clearly demonstrated to improve outcomes and their use
is strongly encouraged (1). Refinement and sophistica-
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tion of checklists have shown decreased morbidity and
mortality (9). Factors other than patient safety and quality, such as cost containment and utilization, should not
be the prime consideration for using these tools.
The College develops a variety of documents that
can help in the standardization of the delivery of patient
care. These include, among others, Practice Bulletins,
Committee Opinions, and Patient Safety Checklists. It is
important to note that there are barriers to putting the
recommendations into practice. One such barrier is the
physicians’ lack of awareness of all guidelines and the
difficulty in applying the guidelines to practice. For
78% of medical practice guidelines, more than 10% of
physicians are not aware of their existence (10). Therefore, Fellows should be familiar with the College’s practice recommendations and evidence-based guideline
publications to make full use of them. The aforementioned College documents are regularly updated to
ensure current relevance. Every practitioner should
review new and existing College guidelines.
Standardization of practice is an important goal
because of the wide variation that exists in many areas
of practice within obstetrics and gynecology. There are
two types of variation recognized in the field of process
improvement: 1) necessary clinical variation is that
which is dictated by, among others, differences such as
a patient’s age, ethnicity, weight, medical history, and
desired outcomes of therapy and 2) unexplained clinical
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variation is that which is not accounted for by any of
these things. Variation in processes of care is problematic because it may lead to increased rates of error.
Performing critical tasks the same way every time can
reduce the kind of errors that all human beings are
subject to, especially when fatigue is a factor and in
stressful environments such as the labor and delivery
suite or operating room. Elimination of variation in
processes has been a cornerstone of improved performance and reliability over the past several decades in
commercial aviation, military flight operations, and the
nuclear energy industry. In health care, a similar level of
success has been achieved in the field of anesthesia,
where adverse events have been significantly reduced
over the past 25 years through standardization of
patient monitoring, dispensing of inhaled gases, and
medication administration. In obstetrics, standardization of antenatal testing for group B streptococci, combined with standardized antibiotic prophylaxis, has
resulted in a marked reduction in the incidence of neonatal group B streptococcal infection. Similarly, standardization of any process of care through the use of
protocols and checklists can be expected to achieve
a similar reduction in harmful events.
Protocols and checklists should be recognized as
a guide to the management of a clinical situation or
process of care that will apply to most patients.
Randomized controlled trials alone are not necessary to
provide evidence that one particular method of approaching a clinical situation is preferable to others
before adopting a protocol or algorithm in a clinical
setting. In fact, input based on multiple team members in
an effort to achieve optimal results, using standardization, will often yield improved results. Further, unless
one approach to care has been demonstrated to be
superior to others through clinical trials, it may not be
necessary to demonstrate the superiority of one specific
approach over others that are likely to be equivalent.
According to one study, “the adoption by the clinical
care team of one appropriate specific management plan
will, by virtue of standardization alone, yield results
superior to those achieved by random application of several individually equivalent approaches. This is particularly true at the facility level” (11).
For any patient whose care cannot be managed by
standardized protocols because of clinically valid reasons,
the physician should document in the medical record
why the protocol or checklist is not being followed. A
practitioner should always be able to explain and
document clearly the rationale for deviation from any
recommended practice. As stated in the College’s publication Quality and Safety in Women’s Health Care,
“once the protocol has been finalized, staff should be
reminded that they may deviate from the protocol as
long as the record reflects awareness of the protocol
and documents the rationale and reasoning for not following it” (12).
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It is imperative that obstetrician–gynecologists take
the lead in designing and collaboratively implementing
standardized protocols and checklists for their practices
in the hospital and the office setting. If physicians are not
actively engaged in defining the process, it may be
imposed on them from external sources, such as governmental organizations and health insurance companies. If externally crafted, the process and requirements
may or may not be evidence-based or appropriate. This
illustrates why it is even more important that obstetric
and gynecologic practitioners—the leaders in women’s
health—create and follow their own protocols instead
of following orders from outside parties on how to practice medicine or being driven by payor incentives (13).
For example, the College, in collaboration with other
specialty societies, has strongly cautioned against legislative intrusion into clinical decision making (14). The
motivation and intent for any protocol or checklist
should be to ensure high quality, safe and, when possible,
evidence-based practice. Although not driven by economics, standardization often will result in significant
economic savings. When standardized care is used, quality increases, variation decreases, and cost decreases (8,
15–18).
The process to develop protocols must be collaborative, inclusive, and multidisciplinary, and should
include hospital administration working with and supporting physicians, nurses, patient advocates, and other
staff members. When checklists or protocols are developed at a national level, it is often advisable to adapt
them to individual practice settings. Local practice
conditions should be taken into account when these
tools are introduced in any institution. It is important
that physicians are informed whenever checklists or
protocols are to be initiated. Encouraging input from
physicians in the review and distribution of checklists
and protocols will help foster buy-in from physicians for
their use. Procedures should be in place for notifying and
training all practitioners whenever the use of these tools
is to be implemented.
Finally, there is some support for the concept that
improved patient safety has a positive effect on liability.
A study investigating California patient safety and
medical liability data from 2001 to 2005 analyzed the
relationship between changes in the frequency of potential adverse safety events and malpractice claims during
that period. The study showed a highly significant
correlation between the frequency of adverse events
and malpractice claims. However, the study did recognize that a number of factors influence malpractice
claims, including patient–provider communication and
the liability climate. Therefore, it is hard to clearly
demonstrate that guideline implementation is solely
responsible for the relationship between improvement in
safety outcomes and a decrease in liability. Nonetheless,
the association is very important and improvement in
patient safety increases the quality of care provided (19).
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Conclusions
Obstetrician–gynecologists are committed to continuously improving safety in the care of their patients.
Adverse outcomes often occur because of system deficiencies or inadequate safety measures that fail to prevent error from causing harm. Standardization is
a process to be used to overcome system deficiencies,
which with data analysis will decrease or prevent errors
or reduce the likelihood of their recurrence. Standardization of practice to improve quality outcomes is an
important tool in achieving the inspired shared vision of
patients and their health care providers. The responsibility clearly focuses on innovative, empowered, and
committed
physician
leadership.
Obstetrician–
gynecologists should be familiar with and able to
implement the practice recommendations and evidencebased guidelines published by the College. Checklists and
protocols should be incorporated into systems as a way
to help practitioners provide the best evidence-based care
to their patients. Continuous quality improvement depends on a disciplined and well-defined data-driven process that constantly is monitored and improved. The
process ideally is led by obstetrician–gynecologists in
collaboration with nurses (and other health care professionals) and patients to achieve the highest level of
quality and safety in women’s health care.

References
1. Gawande A. The checklist manifesto: how to get things
right. New York (NY): Metropolitan Books; 2009.
2. Kirkpatrick DH, Burkman RT. Does standardization of
care through clinical guidelines improve outcomes and
reduce medical liability? Obstet Gynecol 2010;116:1022–6.
3. Patient safety in obstetrics and gynecology. ACOG Committee Opinion No. 447. American College of Obstetricians
and Gynecologists. Obstet Gynecol 2009;114: 1424–7.
4. Pizzi L, Goldbarb NI, Nash DB. Crew resource management and its applications in medicine. In: Agency for
Healthcare Research and Quality, editor. Making health
care safer: a critical analysis of patient safety practices.
Evidence Report/Technology Assessment No. 43. Rockville
(MD): AHRQ; 2001. p. 505–13.
5. Ransom SB, Pinsky WW, Tropman JE, editors. Enhancing
physician performance: advanced principles of medical
management. Tampa (FL): American College of Physician
Executives; 2000.
6. Berwick DM. A user’s manual for the IOM’s ‘Quality
Chasm’ report. Health Aff 2002;21:80–90.

e124

Committee Opinion Standardization of Practice

7. Grol R. Between evidence-based practice and total quality
management: the implementation of cost-effective care.
Intl J Qual Health Care 2000;12:297–304.
8. Landon BE, Norwood SL, Blumenthal D, Daley J. Physician
clinical performance assessment: prospects and barriers.
JAMA 2003;290:1183–9.
9. Haynes AB, Weiser TG, Berry WR, Lipsitz SR, Breizat AH,
Dellinger EP, et al. A surgical safety checklist to reduce
morbidity and mortality in a global population. Safe
Surgery Saves Lives Study Group. N Engl J Med 2009;
360:491–9.
10. Cabana MD, Rand CS, Powe NR, Wu AW, Wilson MH,
Abboud PA, et al. Why don’t physicians follow clinical
practice guidelines? A framework for improvement. JAMA
1999;282:1458–65.
11. Clark SL, Nageotte MP, Garite TJ, Freeman RK, Miller DA,
Simpson KR, et al. Intrapartum management of category II
fetal heart rate tracings: towards standardization of care.
Am J Obstet Gynecol 2013;209:89–97.
12. American College of Obstetricians and Gynecologists.
Quality and safety in women’s health care. 2nd ed. Washington, DC: American College of Obstetricians and Gynecologists; 2010.
13. Clark SL, Meyers JA, Frye DK, Perlin JA. Patient safety in
obstetrics–the Hospital Corporation of America experience. Am J Obstet Gynecol. 2001;204:283–7.
14. Weinberger SE, Lawrence HC, Henley DE, Alden ER, Hoyt
DB. Legislative interference with the physician-patient relationship. N Engl J Med 2012;367:1557–9.
15. Darmstadt GL, Bhutta ZA, Cousens S, Adam T, Walker N,
de Bernis L. Evidence-based, cost-effective interventions:
how many newborn babies can we save? Lancet Neonatal
Survival Steering Team. Lancet 2005;365:977–88.
16. Timmermans S, Mauck A. The promises and pitfalls of
evidence-based medicine. Health Aff 2005;24:18–28.
17. Priori SG, Klein W, Bassant JP; ESC Committee for Practice Guidelines 2002–2004; ESC Committee for Practice
Guidelines 2000–2002; European Society of Cardiology
2002–2004. Medical practice guidelines: separating science
from economics. Eur Heart J 2003;24:1962–4.
18. Brown GC, Brown MM, Sharma S. Health care in the 21st
century: evidence-based medicine, patient preference-based
quality, and cost effectiveness. Qual Manag Health Care
2000;9:23–31.
19. Greenberg MD, Haviland AM, Ashwood JS, Main R. Is
better patient safety associated with less malpractice activity? Evidence from California. Santa Monica (CA): RAND
Corporation; 2010. Available at: http://www.rand.org/content/
dam/rand/pubs/technical_reports/2010/RAND_TR824.pdf.
Retrieved November 6, 2014.

OBSTETRICS & GYNECOLOGY

Published online on September 24, 2019.
Copyright 2019 by the American College of Obstetricians and
Gynecologists. All rights reserved. No part of this publication may be
reproduced, stored in a retrieval system, posted on the internet, or
transmitted, in any form or by any means, electronic, mechanical,
photocopying, recording, or otherwise, without prior written permission
from the publisher.
Requests for authorization to make photocopies should be directed to
Copyright Clearance Center, 222 Rosewood Drive, Danvers, MA
01923, (978) 750-8400.
American College of Obstetricians and Gynecologists
409 12th Street, SW, PO Box 96920, Washington, DC 20090-6920
Clinical guidelines and standardization of practice to improve outcomes. ACOG Committee Opinion No. 792. American College of
Obstetricians and Gynecologists. Obstet Gynecol 2019;134:e122–5.

This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use of this information is
voluntary. This information should not be considered as inclusive of all proper treatments or methods of care or as a statement of the standard of care. It
is not intended to substitute for the independent professional judgment of the treating clinician. Variations in practice may be warranted when, in the
reasonable judgment of the treating clinician, such course of action is indicated by the condition of the patient, limitations of available resources, or
advances in knowledge or technology. The American College of Obstetricians and Gynecologists reviews its publications regularly; however, its publications may not reflect the most recent evidence. Any updates to this document can be found on acog.org or by calling the ACOG Resource Center.
While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any warranty of accuracy,
reliability, or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the products or services of any firm, organization, or
person. Neither ACOG nor its officers, directors, members, employees, or agents will be liable for any loss, damage, or claim with respect to any liabilities,
including direct, special, indirect, or consequential damages, incurred in connection with this publication or reliance on the information presented.
All ACOG committee members and authors have submitted a conflict of interest disclosure statement related to this published product. Any potential
conflicts have been considered and managed in accordance with ACOG’s Conflict of Interest Disclosure Policy. The ACOG policies can be found on acog.
org. For products jointly developed with other organizations, conflict of interest disclosures by representatives of the other organizations are addressed by
those organizations. The American College of Obstetricians and Gynecologists has neither solicited nor accepted any commercial involvement in the
development of the content of this published product.

VOL. 134, NO. 4, OCTOBER 2019

Committee Opinion Standardization of Practice e125

