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Abstract
Objectives: We assessed the perceptions about a new methodological process to translate and adapt the World Health Organization living
guidelines for COVID-19 recommendations for therapeutics in Argentina from the guideline development group’s (GDG) perspective.

Methods: A tailored adaptation process, linked to a prototype tool and created as part of the GATEWAY project by the MAGIC Evidence
Ecosystem Foundation, starts by assessing the recommendation and justification and then examining evidence to decision factors. We focused
our evaluation on the adaptation process steps carried out from December 2022 to June 2023. We collected information through (1) observa-
tions of the panel meeting, (2) focus group with methods team, (3) semistructured interviews with panel members, (4) postpanel meeting sur-
vey, and (5) a satisfaction survey. We carried out descriptive analyses of surveys and content analysis of focus groups and interviews.

Results: GDG adapted four recommendations, of which two were modified in direction or strength and elaborated one de novo. The
survey showed that most GDG members found the training session (89%) and prepanel meeting survey (100%) facilitated adaptation. Focus
groups and interviews showed that GDG agreed that the process considered the relevant local factors to adapt the recommendations and that
it was transparent and easy to understand, allowing it to reach a consensus efficiently. GDG valued the process’s flexibility and time opti-
mization. They considered the premeeting survey analysis crucial in facilitating the consensus.

Conclusion: From the GDG perspective, this case study demonstrated that this tailored approach provides a transparent, efficient, and
rigorous methodology for translating and adapting the World Health Organization living guidelines for COVID-19. � 2025 The Author(s).
Published by Elsevier Inc. This is an open access article under the CC BY-NC license (http://creativecommons.org/licenses/by-nc/4.0/).
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What is new?

Key findings
� This tailored approach provided a transparent, effi-

cient, and rigorous methodology for translating and
adapting the World Health Organization COVID-
19 guidelines

� Methodological innovations, such as the prepanel
survey, can be especially useful in facilitating bet-
ter use of time during the panel meeting and
providing additional specific contributions about
the context

What this adds to what is known?
� Although frameworks exist for adapting or adopt-

ing guidelines, this particular framework empha-
sizes the importance of considering the local
context and tailoring the approach to the resources
and capabilities of the responsible organizations.

What is the implication, and what should change
now?
� This tailored new methodological process can

assist clinicians, researchers, funders, policy-
makers, and other stakeholders seeking to adapt
CPGs to specific settings. The process of adapta-
tion, translation, and dynamic updating of living
guidelines can be made more efficient by adding
technology, as exemplified by a prototype tool
developed in the GATEWAY. Future research
should aim to assess this process and tool with
other health problems, health systems, and levels
of methodological expertise by guideline
developers

1. Introduction

During the COVID-19 pandemic, clinical practice
guidelines (CPGs) proved critical to inform national pol-
icy and practice effectively by offering rapidly updated,
evidence-oriented recommendations [1,2]. With the
growing body of research, such guidelines needed
continual evidence surveillance and frequent recommen-
dation updating to ensure that guidance for health deci-
sions remained consistent with the best available
evidence [3,4]. Living CPGs aimed to maintain the meth-
odological rigor of traditional guideline development
while ensuring guideline recommendations’ currency, val-
idity, and relevance [5].

Many organizations worldwide, including the World
Health Organization (WHO) and the Pan American Health
Organization, developed living CPGs for COVID-19 to pro-
vide decision-makers with rapid and trustworthy advice
[6,7]. However, their widespread use requires adaptation
to specific contexts (local, regional, or national) [8]. Adap-
tation means considering local contextual factors, such as
language, availability, and accessibility of services and re-
sources, the health-care setting, and the relevant stake-
holders’ cultural and ethical values [9]. Although there
are some frameworks to adapt or adopt guidelines
[10,11], addressing and reporting context differences be-
tween source and adapted CPG remains one of the main
challenges of the adaptation process [12]. Other challenges
include the need for adequate methodological expertise,
financial resources, and time from the local guideline adap-
tation group [12,13]. Furthermore, evidence suggests that
most WHO guidelines lack sufficient information to help
local health workers adapt specific guidelines to their local
context [14]. Therefore, it may not be surprising that 2 years
into the pandemic, 93% of WHO member states recom-
mended treatments that had been proven ineffective in trials
and were not recommended by WHO [15].

In response, the MAGIC Evidence Ecosystem Founda-
tion (MAGIC), a nonprofit organization supporting WHO
in developing their living guidelines for COVID-19,
through the GATEWAY project, developed a tailored new
methodological process and a prototype tool to support effi-
cient and flexible adaptation of trustworthy living guide-
lines. The full remit of the GATEWAY project included
supporting and maintaining the production of living guide-
lines, enhancing mechanisms for dissemination of these
guidelines, and developing and improving methodological
processes and tools for efficient guideline adaptation at
the WHO member-state level (https://magicevidence.org/
gateway).

The main objective of this case study was to learn the
perceptions about this tailored new methodological process
to adapt the WHO living guidelines for COVID-19
(WLGC-19) therapeutics in Argentina from the guideline
development group’s (GDG) perspective. The specific ob-
jectives were to (S1) learn about the GDG’s perception of
the usefulness of the specific steps of this process used to
translate and adapt the WLGC-19, (S2) learn about GDG’s
perception of the usefulness of the adapted recommenda-
tions resulting from the application of this process, (S3)
learn about the GDG’s perception about the consideration
of all relevant local factors when applying this process,
and (S4) identify other factors relevant to the GDG;s expe-
rience to be considered for future applications of this
process.
2. Methods

2.1. Study design

The adaptation process was created by a group of meth-
odologists from MAGIC with extensive experience in
guideline development and adaptation in the context of
the GATEWAY project, where MAGIC provided technical

https://magicevidence.org/gateway
https://magicevidence.org/gateway
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support as part of the fulfillment of WHO’s request (via a
Request for Proposal 2021-030_SCI-QNS_LivPlat) to
enhance further the dissemination, adaptation, and adoption
of COVID-19 living guidelines by Member States so that
the most current, best available evidence is used for deci-
sion-making.

This case study focused on the adaptation process car-
ried out in Argentina corresponding to the GATEWAY proj-
ect objective aimed to translate, adapt, and disseminate the
WLGC-19 therapeutics guidelines in member states, using
a tailored adaptation framework that balances efficiency
with methodological rigor. We did not perform user-
testing of the prototype tool for adaptation developed in
GATEWAY, given delays in making the tool available for
real-time use in Argentina. All participants signed an
informed consent.

The adaptation framework focuses on the recommenda-
tion level, ensuring feasibility by allowing panel members
(ie, members of the multidisciplinary group of making
judgments about the balance between desirable and unde-
sirable consequences of an intervention when adapting
the recommendations) to review source recommendations
and justifications and their applicability to the local context
individually before the meeting. During the recommenda-
tion formulation meeting, the panel starts by discussing
each recommendation direction and strength, and then
Figure 1. Adaptation framework from the GATEWAY project. EtD, eviden
Outcomes.
focuses only on specific evidence-to-decision (EtD) factors
for which they have already identified potential applica-
bility issues. Next, based on this discussion, they confirm
or modify the recommendation. Figure 1 depicts the 6 steps
of this framework. This tailored approach adapts to the
available resources and the expertise of the methods team
where the adaptation will be carried out. To achieve this,
first, it assesses the local capacities and determines the need
for support or training. Second, it enables groups to decide
whether to focus only on factors with identified applica-
bility issues or consider all EtD factors. Third, it allows
considering contextual factors regardless of the availability
of local evidence.

1. Setting up process and plan: For the Argentinian
Ministry of Health, having a CPG about ambulatory
care for COVID-19 was a priority. A methods team
comprised researchers from the Argentinian Ministry
of Health Methods team (AMT), Pan American
Health Organization, WHO country office, and
MAGIC created a plan for the adaptation process that,
following the process for adaptation, met the specific
needs of the Member State, using WLGC-19 (v11.0,
13/7/2022) as the source guideline [16].

2. Selecting recommendations: The AMT selected and
prioritized the recommendations from the source
guideline based on the interventions’ widespread use
ce-to-decision; PICO, Participants, Interventions, Comparisons, and
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in Argentina, possibilities of future implementation,
route of administration (oral), and use in ambulatory
care. They selected recommendations addressing the
following four drugs: nirmatrelvir and ritonavir, mol-
nupiravir, ivermectin, and hydroxychloroquine.

3. Adapting recommendations: The GDG in charge of
adapting the recommendations comprised seven
methodologists of the AMT and a panel of seventeen
clinical experts, mainly specialists in infectious dis-
ease, general medicine, epidemiology, and profes-
sionals responsible for overseeing COVID-19
management programs in the provinces of Argentina
who knew the health-care system. The AMT selected
panel members based on their technical, clinical, and
management expertise, ensuring representation from
all five regions of Argentina. Political representatives
included officials from the State Ministries of Health
who were responsible for implementing the recom-
mendations in their respective regions. The AMT ap-
pointed the panel chair, a respected physician with
extensive experience in the clinical management of
COVID-19 patients and a solid foundation in
evidence-based medicine. All experts approached
accepted the invitation to participate. The GDG did
not consider patient partners but they were considered
when discussing the judgments of the source guide-
lines. All panel members submitted conflict of inter-
est declarations according to the international
guidance [17e19], which were reviewed and
managed by the AMT according to their existing pol-
icies. None of the panel members, including the
chairs, had any conflicts of interest as defined and
judged by the AMT. The AMT translated the source
guidelines into Spanish to carry out this process.
Then, they provided training about the process, meth-
odology, and the Grading of Recommendations
Assessment, Development and Evaluation (GRADE)
approach in an initial meeting (December 2022). Sub-
sequently, they sent the panel members a prepanel on-
line survey to ask panel members to read each
recommendation and justification from the source
guideline and analyze if they have any concerns with
them (and, if so, if these are minor or major). The
analysis of this survey was presented in a second
in-person panel meeting in February 2023 (from
now panel meeting) and used as input to adapt the
recommendations. When there were no concerns,
the panel reviewed and confirmed (or modified, if
needed) the judgments the source guideline made
for each EtD factor. When there were concerns, the
panel identified and discussed in more detail the
EtD factors in which they had concerns.

4. Formulating recommendations: In the panel meeting,
the panel members adapted the recommendations
based on their assessment made in the prepanel sur-
vey and considering local information such as
hospitalization risk (stratified by age, comorbidities,
and vaccination status), costs of the interventions in
Argentina (either incurred costs if available or esti-
mated costs if not); and budget impact analysis deter-
mining the out-of-pocket expenses for the patients
and the health system provided by the Economics
team from the Ministry of Health.

5. Publishing: Methods team wrote and published the
adapted guideline on the MAGICapp platform in June
2023 [20], following methodological and reporting
standards [21].

6. Dynamic updating: The methods team created a plan
to update the guideline when new updates of the
WLGC-19 will be notified.
2.2. Participants and data generation

We collected information through diverse sources:

1. Observations of the panel meeting: The panel
meeting was video recorded at the offices of the Min-
istry of Health of Argentina. When formulating the
recommendations, we registered relevant issues that
facilitated or hindered the discussion, for which we
designed an observation guide (see Appendix 1).

2. Postpanel meeting survey: At the end of the panel
meeting, panel members responded to an anonymous
survey to learn their perceptions of the different steps
of the adaptation process they participated in (see
Appendix 2).

3. Focus group with methods team: After the postpanel
meeting survey, a researcher conducted a 60-minute
focus group with the whole AMT to learn about their
experience and satisfaction with the process and
gather suggestions to improve it. Appendix 3 shows
the characteristics of the sample. We asked the partic-
ipants for their consent to audio record the session,
ensuring the confidentiality and anonymity of their
statements. In addition, the researcher took notes of
relevant data from the discussion and recorded obser-
vations about nonverbal messages. The researcher
stimulated the interrelationship between the partici-
pants through a script for conducting the focus group
(see Appendix 4). We transcribed the data and notes
for further analysis. The researcher conducting focus
group, the project leader, and the qualitative expert
researcher reviewed the transcriptions and notes to
ensure accuracy and consistency.

4. Semistructured interviews with panel members: With
the same objective as the focus group, we conducted
semistructured individual interviews with seven panel
members. Appendix 5 shows the characteristics of the
sample. We selected participants to ensure the repre-
sentativeness of disciplines and health-care contexts.
We conducted interviews via Zoom (Zoom Commu-
nications, Inc) an interview script (see Appendix 4)
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and scribed notes of the responses. The same research
team from the focus group reviewed the transcriptions
and notes to ensure accuracy and consistency. All in-
vitees agreed to participate.

5. Satisfaction survey: After publishing the guideline,
the panel members responded to the Spanish version
of PANELVIEW [22], an anonymous survey designed
to identify strengths and weaknesses of a GDG’s pro-
cess and methods [23].
2.3. Data analysis

We performed a descriptive analysis of the postpanel
meeting survey and the satisfaction survey. For the postpa-
nel meeting survey, we calculated the number and percent-
age of panel members who selected each response option (a
seven-point Likert scale, from ‘‘totally disagree’’ to
‘‘totally agree’’) and then combined the ‘‘agree’’ and
‘‘totally agree’’ responses for reporting purposes. For the
satisfaction survey, we calculated measures of central ten-
dency (median and mean) and dispersion (SDs and IQR).

We analyzed the interviews and focus group following
Bengtsson’s content analysis steps [24]. We analyzed the
transcriptions of the interviews and focus groups using
the software Atlas.TI (version 23.2.1) for Mac. The prin-
cipal researcher and a qualitative health research expert
concurrently conducted steps one to three of the analysis.
Then, they combined their analyses to compare findings
and conduct steps four and five. We carried out manifest
and latent analyses concurrently. In step 1, we created co-
des for the five general thematic units of the interview
following a deductive approach to data. For step 2, we
created codes for the emerging meaning units from partic-
ipants’ discourse following an inductive approach. In step
3, we compared the codes within the same lexical families
to the original data to maintain one code for all similar
meaning units. In step 4, we created homogeneous groups
of codes and organized them according to the five thematic
units. In step 5, we drew conclusions from the data
analyzed concerning the five thematic units addressed in
Table 1. Summary of adapted recommendations from WLGC-19

Intervention WHO recomme

Nirmatrelvir-ritonavir (high risk of
hospitalization)

Strong recommendation
patients at high risk o

Nirmatrelvir-ritonavir (low risk of
hospitalization)

Conditional recommend
patients at low risk o

Molnupiravir (high risk of hospitalization) Conditional recommend

Hydroxychloroquine Strong recommendation

Ivermectin Strong recommendation

WHO, World Health Organization; WLGC-19, World Health Organization
the interviews. As our main objective was to evaluate the
adaptation process from the GDG perspective, we jointly
analyzed the information provided by AMT in the focus
group and panel members through semistructured inter-
views (all part of the GDG) to draw conclusions. Finally,
to ensure confirmability, we presented the analysis process
and its corresponding results to the research team to ensure
triangulation and dependability.
2.4. Reflexivity statement

The group of researchers acknowledges that our profes-
sional backgrounds, including our experience as guideline
methodologists and the affiliation of some of us to the
MAGIC, shape our perspectives and interpretation of the
findings. The research team comprised primarily health
professionals with medical specializations and formal
training in health research methodology or clinical epide-
miology. Although the team already had substantial experi-
ence in both quantitative and qualitative research, we
strategically integrated a qualitative research expert to sup-
port the qualitative design and analysis phases. To mini-
mize biases, we engaged in journaling and member-
checking practices.
3. Results

The GDG considered all 17 recommendations and
selected five recommendations to adapt from the WLGC-
19 based on what they deemed relevant to Argentina. Of
these five, two were modified in direction or strength. In
addition, for ivermectin, rather than adapting, they devel-
oped a de novo recommendation due to new available
and relevant published evidence, with no change in direc-
tion or strength of the recommendation (Table 1). The panel
meeting in which they adapted the recommendations lasted
3 hours and 40 minutes. Adapting each recommendation
took an average of 27 minutes; nirmatrelvir and ritonavir
in patients at high risk of hospitalization was the
ndation Adapted recommendation

in favor of
f hospitalization

No changes in direction or strength of
recommendation

ation against
f hospitalization

Change in the strength of
recommendation to strong against

ation in favor Change in the direction of
recommendation to conditional against

against No changes in direction or strength of
recommendation

against No changes in direction or strength of
recommendation (de novo
recommendation)

living guidelines for COVID-19.



Figure 2. General perceptions about the new methodological process to adapt recommendations. WLGC-19, World Health Organization living guide-
lines for COVID-19.
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recommendation that took the longest (57 minutes). The
adaptation process took 7 months, from its planning to
publication.

3.1. Content analysis of interviews and focus group

The interviews and focus group resulted in five main
themes, each related to this study’s general and specific
objectives.

3.1.1. Perceptions of the general process (main
objective)

Despite GDG considering that WLGC-19 recommenda-
tions were trustworthy and encompassed the Argentinian
context, they considered it necessary to undergo an adapta-
tion process that incorporated specific local factors to facil-
itate the implementation of these recommendations.

The GDG assessed the new methodological process
comprising three main positive characteristics (Fig. 2):

1. GDG perceived the process as a transparent process:
The process was clear because the rules for decision-
making when consensus among the panelists could
not be reached were established from the beginning,
and the source guideline was trustworthy.
2. They acknowledged the process as an efficient pro-
cess: GDG members complimented the organization
and flexibility of the process steps, which allowed it
to reach the objective with optimal use of time and re-
sources. This tailored attribute allowed the elabora-
tion of a high-quality final product.

3. GDG members perceived the process as following a
rigorous methodology. Mainly because decisions
were based on evidence and not personal opinions,
political motivations, or personal interests; local fac-
tors were considered to make decisions that modified
WHO’s initial recommendations for their effective
application in the Argentinian context; and the final
product was reached through consensus among the
panel members.
3.1.2. Usefulness of specific new methodological pro-
cess steps (objective S1)

In general terms, GDG apprised the specific steps of the
process as being well organized and necessary to contribute
to the final aim of adapting WLGC-19 to the Argentine
context (Fig. 3).

GDG members identified four main qualities of the
initial meeting:



Figure 3. The usefulness of the new methodological process steps.
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1. It was necessary to introduce the team and the proj-
ect, to learn about other panel members’ experiences,
affiliations, and expertise on the topic.

2. It allowed establishing a common language between
methodologists and clinical experts, which increased
the panel’s knowledge about the purposes and aims
of the process and ensured that all GDG members
understood, in the same way, the technical
vocabulary.

3. It allowed explaining the methodology, including
steps, processes, rules for decision-making, and the
roles to be adopted by the panelists.

4. It was informative and concise, addressing preexist-
ing concerns about using time from previous experi-
ences adapting guidelines.
GDG members evaluated the prepanel online survey
very positively. They reported it was useful because:

1. It facilitated better use of time during the panel meeting
because they used the information collected by the sur-
vey, making their contributions more efficient.

2. It provided additional contributions because the sur-
vey provided the possibility to contribute with more
evidence when explaining their decisions in agree-
ment with the recommendations.

3. It prompted self-study on clinical considerations.
Although self-study was not required as part of the
process, participants reported feeling the need to
study the topic further to make decisions regarding
the recommendations.
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4. It provided an optimal summary of the evidence, mak-
ing it more user-friendly for analysis. Participants
from the GDG mentioned that this evidence accu-
rately summarized relevant evidence on the topic
and was enough to make reliable decisions about its
effective application to clinical practice.

GDG members reflected on two main features of the
panel meeting:

1. Panel’s dynamics: GDG highlighted that it was an
efficient process due to the efficient time management
(staying within time restrictions) and topic develop-
ment (staying on topic). These two qualities were
reached due to the moderators’ ability to facilitate
the panel meeting appropriately. Another quality
was respect for differences in opinions: panelists
did not impose their viewpoints based on having more
experience (authority) on the topic. The above was
facilitated by a balanced panel regarding clinical
and political representativeness.

2. Decision-making process: Participants highlighted
dialogue and expertise, added to the optimal summary
of the evidence provided in the survey, as sources for
optimal decision-making. This, in addition to the pre-
sentation of local factors, permitted reaching
consensus based on the evidence presented.
3.1.3. Usefulness of adapted recommendations (objec-
tive S2)

GDG highlighted three features:

1. Concise and reader-friendly. It would allow for an
appropriate interpretation and implementation of the
treatment.

2. Appropriate to the local context because the adapted
recommendation considered the local factors.

3. Implementation depends on resources and local fac-
tors. The GDG agrees that the adapted recommenda-
tions’ feasibility of implementation depends on the
access to the resources involved in medical care
related to differences in private and public sectors,
patients’ access to health-care establishments in
remote areas, and medical staff’s access to the
interventions.
3.1.4. Consideration of local factors (objective S3)
Participants mentioned that the baseline risk and costs

presented during the panel meeting were relevant to reach-
ing the final recommendations. Otherwise, participants
mentioned other local factors that needed consideration
and could have influenced the recommendations, including
national access to medications, patient voices, equitable ac-
cess, cultural aspects, local studies, available resources, and
political and logistical decisions.
3.1.5. Other elements to consider (objective S4)
The GDG suggested several improvements for the pro-

cess. These included incorporating visual aids and a
manual, holding a prepanel meeting to discuss local factors,
and providing more in-depth training on evidence
interpretation.

Appendix 6 provides a detailed analysis of the results
regarding the consideration of local factors (objective S3)
and other elements in the new methodological process
(objective S4). Appendix 7 shows example of quotes from
participants of the focus group and semistructured
interviews.
3.2. Postpanel meeting and satisfaction surveys

Ten out of 17 panel members answered the postpanel
meeting survey. Panel members agreed that the training ses-
sion (90%) and prepanel meeting survey (100%) facilitated
adaptation. All agreed that the process considered the rele-
vant local factors to adapt the recommendations, and 90%
agreed that it was transparent, allowing to reach a
consensus efficiently. Table 2 shows the percentage of
panel members who agreed or strongly agreed with each
stage’s statements.

Five out of the 17 panel members answered satisfaction
survey. PANELVIEW’s mean score was 6.4 (SD 0.43; on a
scale from 1 to 7, with higher scores representing better
satisfaction with the whole guideline development process),
with the overall satisfaction domain obtaining the best
possible score corroborating the excellent perception of
the guideline adaptation process (Table 3).
4. Discussion

This case study explored the GDG’s perceptions about
the new methodological process to adapt the WLGC-19.
It showed that this approach provides a transparent, effi-
cient, and rigorous methodology for translating and adapt-
ing the WLGC-19 with optimal time and resources.

The main challenge for this adaptation process was the
context in which the guideline was adapted. The COVID-
19 pandemic required prompt response, so having timely
recommendations was vital. Our framework completed
the adaptation process in a shorter period (7 months) than
other frameworks, which can take 18 months to 3 years
[25,26]. Although this timeframe may be considered slow
in a pandemic, the public health crisis had calmed down
and the AMT was satisfied with the length of the process.
It is worth noting that the GDG completed the adaptation
of 5 recommendations in a three-hour meeting. The plan-
ning, translation, downstream clearance of the guideline,
and publication; as well as the development of methods
and processes in the GATEWAY project and coordination
between AMT and MAGIC took most of the time. We
believe that an organization that has used this approach,
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and has expertise and availability of a good source guide-
line can, if needed, complete the adaptation and publication
of recommendations within a few weeks.

Guideline adaptation frameworks can focus on identi-
fying source guidelines for adaptation, recommendations
of interest, or the evidence underpinning the candidate rec-
ommendations [27]. Our process selected a trustworthy
source guideline and specific recommendations within such
guidelines and then modified the recommendations of inter-
est for the local context. In our case study, the GDG recog-
nized the use of WLGC-19 as a trustworthy source to ensure
an efficient and appropriate process. Guideline teams aiming
to use the process described in this article should have a
good methodological quality source [28,29]. Because the
GRADE EtD frameworks guide the consideration and re-
porting of local issues according to each EtD factor, research
suggests that guidelines using this framework may perform
better as source guidelines [30,31].

The main challenge reported in the literature for using
previous frameworks for guideline adaptation was the need
for more methodological expertise in the local organizations
to plan the resources/time needed to carry out the adaptation
Table 2. Panel members who agreed or totally agreed with postpanel meetin

Item

Training session

To what extent do you agree that the training was useful for the adaptati

To what extent do you agree that the contents delivered were sufficient t
framework?

To what extent do you agree that the training adequately prepared you fo

To what extent do you agree that the time allocated to the training was s
methodological framework?

Prepanel online survey

To what extent do you agree that the prepanel meeting survey facilitated

To what extent do you agree that the prepanel meeting survey facilitated th
adapting the recommendations?

To what extent do you agree that the survey adequately prepared you for

Panel meeting

To what extent do you agree that the panel meeting allowed careful cons
adapting the recommendations?

To what extent do you agree that the discussions during the panel meeting
local factors to adapt the recommendations?

To what extent do you agree that the meeting length allowed sufficient ti
factors in adapting the recommendations?

Efficiency of the adaptation process

To what extent do you agree that the adaptation process was efficient (op

To what extent do you agree to use this adaptation process again?

To what extent do you agree that the adaptation process is transparent?

Results of the process

To what extent do you agree that the process will result in recommendation
context?

To what extent do you agree that the process will result in recommendat
people’s health?
process [13,32]. Our case study benefited from an experi-
enced local team (the AMT), which likely influenced the
successful outcomes. The team experience, however, al-
lowed them to provide relevant insights on the process that
we would not have obtained from an inexperienced team.

The GDG highlighted flexibility as the main aspect of
making this process tailored and efficient. The ability to
adjust according to available resources and the expertise
of the methods team involved in the adaptation indicates
that the perception of the process may be similar in other
contexts.

For the AMT, the prepanel survey was the main innova-
tion of this process. This was also the most highly valued
step by the panel members. According to their perception,
the prepanel survey was the key to making the panel
meeting efficient and adapting all recommendations in
one session. Although its use should be tested in other
health contexts, based on this case study and our experi-
ence, we believe it is a useful tool to prepare for recommen-
dation development meetings.

It is important to note that although the WLGC-19
considered the context of Latin American countries, it
g survey statements (N 5 10)

Agree or totally agree n (%)

on process? 9 (90%)

o understand the methodological 8 (80%)

r the panel meeting 8 (80%)

ufficient to understand the 8 (80%)

the adaptation process? 10 (100%)

e assessment of relevant factors for 10 (100%)

the panel meeting? 10 (100%)

ideration of all relevant factors in 10 (100%)

paid sufficient attention to relevant 10 (100%)

me to discuss each of the relevant 10 (100%)

timal use of time and resources)? 9 (90%)

9 (90%)

9 (90%)

s that will be useful in your clinical 10 (100%)

ions that will have an impact on 10 (100%)



Table 3. Descriptive data of the satisfaction survey score

Domain Observed range Median [IQR] Mean [SD]

Administration 6.2e7.0 6.7 [6.4e7.0] 6.7 [0.4]

Training 6.0e7.0 6.0 [6.0e7.0] 6.4 [0.5]

Panel chair 6.0e7.0 7.0 [7.0e7.0] 6.8 [0.4]

Conflict of interest 5.0e7.0 6.5 [6.0e7.0] 6.3 [0.8]

Scoping the guideline 6.0e7.0 6.5 [6.5e7.0] 6.6 [0.4]

Methodology and process 6.0e7.0 7.0 [6.5e7.0] 6.7 [0.5]

Considering the evidence and
contributing through expertise

5.5e7.0 6.0 [5.5e6.3] 6.1 [0.6]

Formulating the recommendations 6.0e7.0 6.6 [6.0e6.8] 6.5 [0.5]

Group composition 5.5e7.0 7.0 [6.0e7.0] 6.5 [0.7]

Group roles 6.0e7.0 7.0 [6.0e7.0] 6.6 [7.0]

Group interaction 7.0e7.0 7.0 [7.0e7.0] 7.0 [0.0]

Implementation and dissemination
planning

4.0e7.0 5.0 [4.0e6.3] 5.3 [1.4]

Writing guideline 4.0e7.0 7.0 [6.0e7.0] 6.2 [1.3]

Incentive 4.0e7.0 6.0 [6.0e6.0] 5.8 [1.1]

Overall satisfaction 7.0e7.0 7.0 [7.0e7.0] 7.0 [0.0]

Total score 5.9e6.9 6.5 [6.1e6.7] 6.4 [0.4]
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was not country-specific, limiting the applicability of the
recommendations at that level. Our framework is char-
acterized by paying special attention to the local
context, which the GDG highlighted as a positive
aspect. Despite this, the GDG noted that there were
additional local factors not considered during the pro-
cess, which may impact applicability in specific con-
texts, such as remote communities. However,
identifying and incorporating all relevant local factors
when the information is not always available remains
a challenge, an issue that has been reported previously
for other adaptation processes [32,33]. The GDG sug-
gested providing information about local factors earlier
in the process and proposed a prepanel meeting to pre-
sent and discuss local evidence, ensuring that all rele-
vant contextual local factors are incorporated.

Another opportunity for improvement suggested by the
GDG is a longer training session, during which they could
go deeper into interpreting evidence and assessing its cer-
tainty, among other methodological topics. Evidence shows
that web-based training sessions could help deepen the con-
tent according to the participants’ schedules [34].

We applied the same methodology in Kazakhstan.
Although our perception regarding the efficiency and abil-
ity to adapt to available resources were similar, the process
was not evaluated with the same rigor to compare results or
include in this paper.

Finally, the prototype tool for the stepwise adaptation
process developed in GATEWAY was not ready for real-
time use by the GDG in Argentina. Such a tool, with
digitally structured data and versioning, may further
enhance efficiency in adaptation, translation, and dynamic
updating of recommendations in living guidelines and rep-
resents an area of active investigation by MAGIC.
4.1. Strengths and limitations

The main strength of our case study was the integration
of qualitative and quantitative findings, which helped us to
better understand the GDG’s perception of this process.
This data triangulation allowed us to obtain knowledge
from different sources, which were consistent and gave us
more confidence about such conclusions. Because the
AMT had experience in guideline development using
the GRADE methodology, which could have facilitated
the process, we cannot generalize the results to inexperi-
enced guideline teams.

The low response rate of 30% on the satisfaction survey
is a limitation, which could affect the sample’s representa-
tiveness. We believe that this low response rate may be
attributed to our use of multiple data collection instruments.
However, despite the low response rate, these results are
consistent with the findings obtained through the prepanel
survey and qualitative data.

Another limitation is that the researchers who evaluated
the process were also part of the team that developed it. As
mentioned in our reflexivity statement, this may have influ-
enced our interpretation of the findings.

Lastly, although the protocol was not registered previ-
ously, and there is no appropriate reporting guideline for
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this type of study, this report provides a detailed synthesis
of the methodology as it was designed.

4.2. Conclusions and future research

This tailored new methodological process can assist cli-
nicians, researchers, funders, policymakers, and other
stakeholders seeking to adapt CDGs to specific settings ac-
cording to methodological expertise, resources, and time
available. This report describes how to carry out this pro-
cess using a transparent, efficient, and rigorous methodol-
ogy. The results suggest that the prepanel survey can be
especially useful in facilitating better use of time during
the panel meeting and providing additional specific contri-
butions about the context. This tailored process addresses
limitations reported by other frameworks when adapting
to available resources.

Future research should aim to assess this process, and
associated tools, with other health problems, health sys-
tems, and levels of methodological expertise by guideline
developers. Specific considerations could include analyzing
the differences in the opinions according to different partic-
ipants’ roles in the adaptation process.

Following the breakthrough for living evidence during
the COVID-19 pandemic, large scale funding now supports
development of global infrastructure focusing on the use of
data, tools, and artificial intelligence [8,35]. In this context,
having digitally structured content available in formats that
are easier to share and reuse underpins the rationale for
adding a tool to achieve more efficient adaptation, transla-
tion, and dynamic updating of global living guidelines.
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