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Inaugurated by the WHO Representative for Sri Lanka 
and high officials from Sri Lanka’s Ministry of Health 
(MoH), the consultation provided a great opportunity 
for sharing of experience and in-depth discussions  
on the best approach for successful implementation  
of the WHO Safe Childbirth Checklist and other quality 
improvement interventions for achieving safer, high 
quality maternal and neonatal care, around the time  
of birth.

The WHO department of Service Delivery and Safety 
(SDS) and Ariadne Labs, jointly organized a WHO 
Interregional Technical Consultation entitled “Learning 
from implementation of the WHO Safe Childbirth 
Checklist”, in Colombo, Sri Lanka, on 28-30 August 
2017, in collaboration with the WHO South-East Asia 
Regional Office (SEARO) and WHO Country Office  
for Sri Lanka. The consultation brought together  
55 representatives from the WHO Safe Childbirth 
Checklist (SCC) Collaboration implementing sites, 
Ministries of Health, international organizations  
and foundations, Ariadne Labs, as well as colleagues 
from WHO headquarters, SEARO and the WHO 
Country Office for Sri Lanka, involved in work on 
patient safety, quality of care and maternal, newborn 
and child health programmes.

1. SUMMARY
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WHO launched the WHO Surgical Safety Checklist 
in 2008, which has since been widely adopted around 
the world. Seven years later, in 2015, developmental 
work related to the WHO Safe Childbirth Checklist 
(the Checklist, or SCC), designed to improve the 
delivery of safe and essential practices around the time 
of birth, was completed and launched. Its associated 
Implementation Guide targeted at health facilities 
planning to use and implement the Checklist, was 
launched at the same time.

Members of the WHO SCC Collaboration implemented 
their own adapted pilot edition of the Checklist in 
various countries and sites. Progress reports and an 
evaluation survey of both end users and implementation 
leads provided valuable insights into the variety  
of experiences on the ground, which contributed to 
the WHO SCC Implementation Guide.

The BetterBirth Program, conducted by Ariadne Labs, 
Harvard Chan School of Public Health, (in partnership 
with WHO and the Bill and Melinda Gates Foundation), 
is a checklist-based quality improvement programme to 
make childbirth safer in primary and community health 
facilities. Coaching was provided for the adoption of 
safe childbirth practices through implementation of  
the WHO SCC.

WHO, in collaboration with Ariadne Labs, and 
sponsored by the Bill and Melinda Gates Foundation 
organized this interregional technical consultation  
to provide a platform for shared learning of experiences 
of key sites and countries involved in implementation  
of the Checklist. The meeting took place in Colombo, 
Sri Lanka, on 28-30 August 2017.

The consultation brought together 55 representatives 
from the WHO SCC Collaboration implementing 
sites, Ministries of Health, international organizations 
and foundations (JHPIEGO, Bill and Melinda Gates 
Foundation, Merck for Mothers, India Health Action 
Trust and Care India), Ariadne Labs, WHO headquarters 
(the Patient Safety and Risk Management Unit, Service 
Delivery and Safety Department, and the WHO 
Maternal, Newborn, Child and Adolescent Health 
Department), as well as WHO-SEARO and WHO Sri 
Lanka Country Office colleagues working on patient 
safety, quality of care and maternal, newborn and  
child health programmes.

2. BACKGROUND
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Ministry of Health representatives attended from 
India, Mali, Sudan, Ethiopia, Namibia, Sri Lanka and 
Indonesia and presented their point of view in relation 
to sustainability and national scale-up, and all 
participants actively participated in the debates around 
recommendations for next steps. The meeting was also 
seen as an opportunity to assess the feasibility and 
approach for national safety and quality improvement 
policy and strategy, as well as considering tools for 
achieving safer maternal and neonatal care. 

1. Bangladesh 7. Latin American Network

2. Ethiopia 8. Mexico

3. India: JHPIEGP 9. Namibia

4. India: TSU Bihar and Uttar Pradesh 10. Pakistan

5. Indonesia 11. Sri Lanka

6. Italy 12. Sudan

The event provided the opportunity for 13 
implementation projects to present their experiences 
and share lessons learned from implementing the new 
Checklist. Principal investigators from the following 
country sites were invited to present their data:
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•   To provide a common platform for shared learning 
between different institutions and implementing 
partners, and to facilitate the sharing of data  
and information on the SCC, in particular looking 
at any improvement in uptake of essential birth 
practices and any significant reduction in maternal 
and neonatal morbidity and mortality.

•   To understand the contextual factors for success, 
barriers and potential modifications needed to  
the Checklist, and implications for the larger global 
maternal health community.

•   To introduce patient safety strategies and tools  
for safety and quality improvement.

•   To explore and facilitate the implementation  
of patient safety strategies, and SCC and other  
tools for safety and quality improvement, among  
the participating countries.

3. MEETING OBJECTIVES
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4a. Opening and welcome

Dr Razia Pendse (WHO representative, Sri Lanka) 
opened the meeting welcoming delegates. Within the 
SDGs, there is an emphasis on improving maternal and 
neonatal care, and empowering all women and girls. 
Sri Lanka stands as a beacon for improving not only 
maternal and perinatal health but also the quality of 
care provided to its population. Quality of care (QoC) 
should not be seen as choice or an option, but rather 
as an imperative, in providing optimal safe care for 
mothers and babies.

Dr Pendse highlighted that the primary role of checklists 
in health care settings is to act as a reminder to 
health care professionals, and so to prevent adverse 
events, secondary to human error. The SCC is one of 
a list of interventions to help improve QoC delivered 
to patients, and provides a minimum set of critical 
interventions to be implemented from primary care up 
to tertiary care. It is a simple tool but can be difficult 
to implement in certain settings, particularly in low-
income countries where certain tools and facilities are 
lacking. Finally, the Checklist should not be seen as a 
single standalone tool, but rather it is important to 
contextualize the Checklist and modify it according to 
the system in which it is being used.

Dr Neelam Dhingra Kumar (Coordinator, Patient 
Safety and Risk Management Unit, Service Delivery 
and Safety Department, WHO, Geneva), gave insights 
into the excellent SCC Collaboration over the past 
six years between WHO, Ariadne Labs, and the Gates 
Foundation. All three organizations have a common 
aim of improving safety within maternal and perinatal 
health. When implemented correctly and in the right 
setting, the SCC can result in vast improvements in the 
quality of maternal and neonatal care, by improving 

adherence to essential birth practices. Information 
was also provided on the WHO Global Patient Safety 
Network and other patient safety tools developed by 
WHO.

Dr Jayasundara Bandara (Ministry of Health, Sri Lanka) 
reinforced the main objectives of this technical 
consultation, in particular the importance of sharing 
information between country sites, so that the SCC 
can be modified accordingly, successfully implemented 
and scaled up as part of the national quality policy and 
strategy within countries.

Dr Sepideh Bagheri Nejad (Technical Officer, Service 
Delivery and Safety Department, WHO, Geneva 
and Manager of the WHO SCC Collaboration) gave 
an overview of the SCC. The Checklist consists of 
evidence-based essential birth practices which target the 
major causes of maternal deaths, intrapartum-related 
stillbirths and neonatal deaths. Furthermore, the SCC 
can be modified according to the context where it is 
being implemented. It is structured around four pause 
points in the process of childbirth: Admission, just 
before pushing (or before caesarean section), within one 
hour of birth, and finally, before discharge. The SCC 
was field-tested in nine countries, with the pilot study 
in 2010 in Karnataka, India, leading to the formation 
of the WHO SCC Collaboration. Furthermore in 2012, 
the BetterBirth study was commenced in Uttar Pradesh 
in India. This led to a publication in August 2017 in BMJ 
Global Health, entitled “Implementing the WHO Safe 
Childbirth Checklist: Lessons from  
a Global Collaboration”.

Dr Katherine Semrau from Ariadne Labs (Director 
and Co-principal Investigator for the BetterBirth 
Program), then provided an overview of the findings 
of the BetterBirth study. At the heart of this study 

Day 1: Monday 28 August 2017

4. SESSION I – OPENING SESSION  
AND SITE PRESENTATIONS
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were the concepts of ‘engage’ (buy-in at district and 
facility level, promoting systematic change), ‘launch’ 
(implementation of the SCC) and finally ‘support’ 
(coaching, mainly with peer-to-peer models for the 
uptake of essential birth practices, EBPs). This was one 
of the largest facility-based randomized controlled trials 
to measure the impact that the BetterBirth approach 
(checklist + coaching + data feedback) could have on 
early (7-day) maternal and perinatal morbidity and 
mortality in institutional childbirths in resource-limited 
settings. The outcomes across 161 000 deliveries 
were very promising, showing a dramatic improvement 
in adherence to EBPs in sites where the intervention 
SCC was introduced. While there was no measurable 
improvement in maternal and neonatal morbidity and 
mortality in the intervention arm, however, it was 
recognized that the SCC is not a standalone tool. 
Rather the WHO SCC embodies the basic EBPs for 
optimal maternal and neonatal care. The SCC already 
forms part of the QoC toolkit in India. This technical 
consultation should be seen as an opportunity to 
discuss challenges and improvements in implementation 
of the SCC, as well as its accomplishments, and also be 
a launching point for important partnerships.

Dr Mrunal Shetye then provided The Bill & Melinda 
Gates Foundation’s vision and considerations. The 
Gates Foundation sees a future in the innovation of 
service delivery with the use of new patient safety 
tools. Success of these tools can depend on what you 
learn and how an idea is taken forward and modified. 
Different facilities will have different requirements and 
therefore need different interventions. It is imperative 
that there be increased dialogue between lower and 
higher level facilities to optimize patient care in the 
long term.

4b. Site presentations

To explore the circumstances that influence use  
of the SCC in diverse settings around the world,  
WHO launched the SCC Collaboration, consisting  
of 34 projects registered across 29 countries.

The principle investigators from 13 projects 
participating in the consultation presented their 
experience and findings, as well as recommendations  
for next steps.

Summaries of these presentations are given in the  
Table of presentations, as Annex 3, however, below  
is a summary of the bigger themes to have emerged.

4c. Common themes and findings across 
the different sites within the WHO SCC 
Collaboration:

•   Universally, use of the SCC led to a significant 
improvement in the uptake of EBPs within all 
facilities. Of note Namibia was the only site that 
found an improvement in both maternal and neonatal 
mortality. The India JHPIEGO group found around 
an 11% reduction in neonatal mortality, following 
introduction of the Checklist. The group from 
Indonesia found that the Checklist did reduce the 
maternal mortality ratio (MMR) but a larger sample 
would be required to assess whether this is significant.

•   It is vital to the success of the SCC that there is buy-
in from hospital managers and administrators, from 
the outset.

•   The SCC not only helped to empower nurses and 
midwives but also highlighted gaps in services and 
training of staff at many facilities.

•   A lack of adequately trained staff and supplies within 
facilities was seen as a significant barrier to success of 
the SCC.

•   Most of the facilities modified the SCC according 
to their own individual needs since it is of upmost 
importance that the SCC is carefully adapted 
according to the local context in which it is being 
implemented. Of particular interest was the site in 
Mexico; they were the only facility to have adapted 
the SCC to integrate respectful care practices into 
the Checklist. They also looked at outcomes of 
experience of care as well as provision of care.
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•   India JHPIEGO was the only site to look at the SCC 
framework as a basis for improving QoC for patients, 
not just the provision of care through the Dakshata 
initiative.

•   Italy was the only high-income country (HIC) in the 
WHO SCC Collaboration, and even though maternal 
and neonatal morbidity and mortality rates are 
much lower in Italy than in low-income countries, 
the principal investigators there found that it was 
still a useful tool to use within their framework to 
reduce the chance of human error and optimize care 
for patients. Furthermore, they included the WHO 
Surgical Safety Checklist for caesarean section into 
their SCC. 

•   In some facilities, the SCC was seen as an extra 
burden to an already overstretched workforce, which 
affected how well the SCC was completed.

•   It was agreed by many facilities that if the SCC was 
included as part of the patient’s case notes then this 
would increase documentation within the SCC and so 
further uptake of EBPs.

•   Generally, nurses used the Checklist more than 
doctors.

•   There must be structured management and leadership 
with in-house supervision and teaching. On-going 
skills training alongside implementation of the SCC 
is required on a monthly basis to make sure that the 
staff skills are optimal, so that the SCC can be more 
successful and help to provide safer patient care.
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5a. WHO Quality of Care Framework:

Dr Nathalie Roos (WHO headquarters, Geneva) gave an 
overview of the WHO framework for Quality of Care 
(QoC). It is now recognized that people’s experience 
of care is of equal importance to the provision of care 
in providing QoC for patients. Due to focused efforts 
facility-based births are increasing globally, therefore 
there is an opportunity to capture these births and 
provide safe effective care for patients and so help to 
reduce avoidable maternal and neonatal morbidity and 
mortality. Efforts to achieve universal health coverage 
(UHC) are aimed to provide for all people, including 
women, children and adolescents, access to a health 
care system.

Dr Zahra Ameen (Consultant Obstetrician and 
Gynaecologist, UK) spoke about the Network to 
improve Quality of Care for MNCH, which has an 
ambitious goal to cut maternal and newborn mortality 
in half in participating countries over the next five 
years. It is a broad-based partnership of committed 
governments, implementation partners and funding 
agencies, coordinated by WHO to support efforts to 
improve maternal and newborn QoC. The network is 
composed of nine first wave countries: Bangladesh, 
Cote d’Ivoire, Ethiopia, Ghana, India, Malawi, Nigeria, 
Tanzania and Uganda.

WHO recently organized a global consultation with 
partners and experts to understand the next step in 
implementing the QoC framework and create a learning 
platform for countries within the network to facilitate 
shared learning between countries, which is imperative 
to making the network a success.

5b. Overview of Quality of Care activities in 
the South-East Asia Region: 

Dr Anoma Jayathilaka, Medical officer Maternal and 
Reproductive Health, WHO South-East Asian Region

Countries in South-East Asia have achieved significant 
progress. MMR has decreased by 69% since 1990 (three 
countries have achieved MDG5), under-5 mortality 
has decreased by 64% (seven countries have achieved 
MDG4), neonatal mortality rate (NMR) has decreased 
also, though less rapidly, by 55%.

This is a critical time for global health with a shift 
from the MDGs to the SDGs, and it is now recognized 
that QoC is as important as provision of care within 
the concept of universal health coverage (UHC). The 
WHO vision for QoC is that every mother and newborn 
receives quality care throughout the pregnancy, 
childbirth and postnatal period. This links in with UHC 
SDG 3 to provide all mothers and newborns access to 
a health care system which provides good quality care 
and financial protection.

The Global strategy for women’s, children’s and 
adolescent’s health (2016-2030) has a concept of 
‘survive, thrive and transform.’ The strategic objectives 
for this are as follow.

(i)  Engage in data-driven country analysis to effectively 
address all causes of death, morbidities, disability and 
foster country leadership.

(ii)  Strengthen and invest in care during pregnancy, 
labour, birth and the first day and week of life, 
ensuring full integration of maternal a newborn care.

(iii) Focus on improving QoC.

(iv)  Strengthen health systems, the health workforce, 
commodities and innovation.

5. SESSION II – OVERVIEW OF THE WHO 
APPROACH TO IMPROVING THE QUALITY OF CARE 
FOR MATERNAL, NEWBORN AND CHILD HEALTH
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The regional quality improvement framework is a 
systematic process, which requires the following steps.

(i)  Identify leadership and champions and define roles  
at various levels.

(ii)  Develop and adapt standards of care and assessment 
tools.

(iii)  Assess the current level of QoC and identify  
any gaps which need to be rectified prior to   
the introduction of a new tool.

(iv)  When introducing an improvement process, there 
is a clear set of steps that need to be followed: 
creation of improvement teams, root cause analysis 
of the quality gap, identifying an appropriate 
solution and implementing this solution.

(v)  Reassess, to find out if implementation of the 
solution has addressed the quality gap.

(vi)  Once success is achieved, this must be sustained 
through continued supervision, mentoring and 
reassessments. Teams should be celebrated, 
recognized and rewarded for their achievements.  
The final stage is that once success is achieved  
the tool should be disseminated for scaling up.
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The World Café approach was used for the break-out 
session. Participants were divided into seven groups, and 
facilitators rotated around the tables every 10 minutes. 
Each facilitator introduced the question for discussion 
along with the previous group’s thoughts on the 
topic; this method allowed each small group to build 
on previous discussion points and encouraged deeper 
conversations. In particular, the World Café captured 
participant opinions on the finer points of what made 
the SCC a success and what were the barriers to its 
success. A summary of the questions and answers posed 
to the small groups are detailed below.

6a. Readiness

(i) Why did you choose to implement the Checklist?
•   High or stagnant MMR and NMR, even after a shift 

towards facility-based deliveries.

•   Facilities wanted to focus on improving QoC 
provided for patients.

•   The SCC was considered a strategy to improve team 
empowerment and communication.

•   The Checklist helped with identification of gaps in the 
skills of health care professionals and in the provision 
of services.

•   It helped to create team accountability for patients 
in places where there was often only one person 
working alone.

•   The SCC was considered both as a reminder and a 
clinical decision-making tool, which improved overall 
confidence of the team.

•   The SCC was user-friendly, with a flow of tasks that 
were easy to follow.

(ii) What motivated you to adopt the Checklist?
•   The SCC raises empowerment for decision-making 

among all team members and reduces the time taken 
to handle complications.

•   The Checklist standardizes practices and aligns with 
the latest guidelines, ensuring completeness of care 
and a correct sequence of interventions.

•   It can act as a safety net in cases of medico-legal 
issues where correct documentation and completion 
of the Checklist is proof of an intervention being 
carried out. Furthermore, it is a quicker form of 
documentation than case notes.

•   Increases communication for quality improvement.

•   The SCC helps evaluate and audit processes such 
as staff and clinical requirements. It can assist in 
designing training sessions for nurses and doctors.

(iii) How did hospital leadership affect your 
implementation of the SCC?
•   Hospital support and leadership, especially from 

managers and clinical leads, are vital for the day-
to-day management of the new intervention and 
behaviour change among staff.

•   The type of leadership at the local level makes a 
difference with end-users who are more motivated 
and encouraged when they feel that their needs are 
being responded to.

•   Having staff support at all levels in the hierarchy is 
critical to ensuring long-term culture and behaviour 
change.

•   Related to this, MOH support is also critical for 
providing infrastructure, supplies and other resources.

Day 2: Tuesday 29 August 2017

6. SESSION III – SMALL GROUP DISCUSSION
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(iv) How did the sites’ culture affect implementation?
•   Overall, variations in culture within countries, regions 

and facilities must be addressed, and the Checklist and 
implementation strategy modified accordingly.

•   It is essential to gain early buy-in from managers 
and administrators, and in time, acceptance and 
compliance with the SCC will trickle down. Possible 
ways to achieve this are to have a senior clinician 
or department lead have regular meetings with 
managers, presenting data from audits or studies (this 
was stated as a powerful tool at the manager and 
MOH level).

•   When the SCC was incorporated into a broader 
quality improvement project, it was found to be more 
successful.

•   Integrating the Checklist into the patient’s notes 
(which was done in Sri Lanka and Sudan) may make it 
more acceptable to health care professionals.

•   Training and peer-to-peer mentoring was most 
successful at overcoming initial resistance by some 
staff. Incorporating Checklist training with other 
skills-building drills can be motivating, since staff 
will feel like they are also benefitting from these new 
tools being implemented in their facilities.

•   Some sites emphasized that completion of the SCC 
was the responsibility of whoever was delivering 
direct care to the patient; nurses, midwives and 
doctors.

•   Part of the training should include the importance 
of team accountability. The Checklist should not be 
viewed merely as a tick box exercise, but rather as 
a tool to remind them to complete evidence-based 
practices and a way to document their actions. 
Furthermore, it should be recognized that different 
health care professionals may be present at different 
pause points and therefore accountability can shift.

•   Some facilities readily accepted the SCC, whereas 
others required a gradual introduction of the 
individual pause points.

(v) What abilities did your teams have or not have  
to implement all parts of the SCC?
•   There were a number of challenges to address within 

teams: It was evident that there were different levels 
of theoretical and practical skills, sometimes within 
the same group of professionals at the same facility 
and sometimes between facilities. In some facilities, 
there appeared to be adequate skills and knowledge, 

but no action. One reason for this could be issues 
around the procurement of supplies.

•   Strategies suggested to address these challenges 
included:
–   mentoring and training - low-dose, high frequency 

intensive training days, observation skills lab with 
mannequins and simulation;

–   demonstrations of the Checklist being used;
–   meeting with management and agreeing to the 

procurement of supplies.

6b. Implementation

(i) How did you use the Checklist (for example team-
based vs individual; paper vs electronic)?
•   This varied across sites, but most tried to implement 

the Checklist for the whole team to use, both doctors 
and midwives. Furthermore one site had an individual 
approach for the first three pause points (one person 
for each step) and then a team-based approach for 
the fourth pause point.

•   It was suggested that a separate individual outside the 
care team, for example a senior doctor or midwife, 
should then check that the SCC has been completed 
correctly.

•   Some facilities suggested having space on the 
Checklist for writing all team members’ names and 
their designated roles and responsibilities.

•   Most facilities used paper versions of the Checklist, 
but some are now moving towards electronic 
versions. It must be noted that the ability to use an 
electronic version of the Checklist is very context-
specific; resources and the likelihood of sustainability 
are important things to consider. However, in spite of 
resource limitations, some participants believed that 
an electronic version of SCC was more user-friendly 
as easier to fill in and keep records from.

(ii) Have you discussed quality and safety in your 
facility before? If so, did this make a difference to 
implementation?
•   The broad consensus was that an existing culture of 

quality and safety facilitates implementation of the 
SCC.

•   Teams are able to connect the purpose of 
implementing a new initiative (SCC) with the 
overarching purpose of improving QoC. This connects 
the theory with a practical tool.
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•   Managers and health care professionals need to 
be able to see the effect of the initiative and the 
difference it is making over time. This can be done via 
monthly governance meetings and data sharing.

(iii) How does hierarchy affect who implements or 
how you implement the SCC?
•   To answer this, we have to look at implementation 

at facility level and then MOH level. There are two 
schools of thought regarding whether you need 
proof of concept at facility level prior to MOH buy/
in or whether the MOH should be involved from the 
outset. The general consensus was that there should 
ideally be success of the Checklist at facility level 
prior to national scale-up.

•   Hierarchy within a facility should be respected, but 
the value of empowering nurses and midwives should 
also be recognized.

•   Some sites commented that the SCC provided a 
platform allowing nurses or midwives to speak 
up, effectively communicating with the doctor if 
they noticed that a step in the Checklist was being 
missed or being carried out incorrectly. Furthermore 
the midwives were able to question doctors when 
practices were performed that do not comply with 
evidence-based practice.

•   All members of the team should be responsible for 
the quality improvement process in order to have an 
impact on QoC.

(iv) How did team dynamics and communication 
patterns influence the SCC implementation? How 
does using the Checklist change communication 
patterns?
•   Stronger partnerships and good communication 

between all members of the multidisciplinary team 
creates an environment where the SCC can thrive.

•   Implementation of the Checklist led to increased 
confidence of all health care professionals, in 
particular midwives and nurses. Furthermore it 
improved the quality of handovers between health 
care professionals within different disciplines, for 
example between obstetricians and paediatricians.

•   There was improved communication between hospital 
management and both the clinical team and MOH.

6c. Results and findings

(i) Where did you see the most change in behaviours 
related to the Checklist?
•   Most behavioural change was seen in labour room 

activities, but there was poor completion of the 
Checklist with regards to postnatal care activities, 
since this can be a very busy time for midwives trying 
to organize transfer and discharge of patients.

(ii) What was the most important factor in 
determining whether the SCC would be a success?
•   QoC is as important as provision of care. A shortage 

of supplies or a lack of adequately trained staff 
impacted on the success of the Checklist.

(iii) What did you modify on the Checklist before 
use? Any other changes you would recommend?
The SCC was adapted to local contexts in many 
countries, as per some of the examples below.

•   Sri Lanka
–   In the first section of the SCC, they added whether 

the patient would need antenatal corticosteroids 
with indications and contraindications.

–   Was mother informed about the possibility of a 
peripartum intrauterine death on admission?

–   Was mother informed about bringing a companion? 
Has the companion been informed?

–   Second section: Intrapartum care, admission 
to labour room, has the partograph been 
commenced?

–   Where indicated, has the neonatal team been 
informed (with indications listed).

–   Third part: 1 hour after delivery: Modified Early 
Obstetric Warning Score (MEOWS) documented

–   Fourth section: prior to discharge: vaginal 
examination done and checked for missed swab.

•   Pakistan 
–   vitamin K added for neonate, modification for 

community use of the Checklist (geared more 
towards indications for referral rather than 
administering treatments themselves). One 
Checklist for hospital, one Checklist for lady  
health visitors (in rural health centres) and 
community midwife (birthing station in her home).
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•   Namibia 
–   included Situation, Background, Assessment, 

Recommendation (SBAR tool) to refer patients 
from one ward to another.

•   Other changes suggested:
–   Introduce the SCC into main patient notes.
–   Patient details (at top of the notes), time of arrival, 

outcome of birth
–   Have two people sign each part for example  

a midwife and a doctor.
–   Possibly ask the patient to sign the final part  

prior to discharge.

(iii) If at all, how are you sustaining these changes?
•   Using the modified Checklist and integrating it into 

the patients’ case notes is the best way to make it  
an enduring part of care.

•   To have measurable improvements in maternal  
and neonatal morbidity and mortality, there must be 
a greater compliance among staff to complete  
the Checklist.

•   Improving QoC as well as provision of care is  
of paramount importance.

•   Scale up implementation in the province is being 
carried out through a phased  approach.

•   To ensure sustainability, buy-in from the obstetrics 
and gynaecology society as well as nursing and 
midwifery would be beneficial.

(iv) What other research questions related to the SCC 
are important to explore further?
•   Impact of implementation of the SCC on maternal 

and neonatal morbidity and mortality.
•   Qualitative research on the modified Checklist for 

example, both a patient and staff satisfaction survey.
•   Focus group discussion involving different stakeholder 

groups on “What would help to motivate staff?”
•   To what extent information generated through 

implementation of the Checklist is being used to 
make changes in the health facility set-up.

•   Cost effectiveness of the SCC in different settings.
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In order to sustain improvements and gains made by the 
Checklist, there must be a culture of continued training 
and long-term mentoring of health care professionals 
by senior midwives and senior doctors. National scale-
up must be endorsed and funded by the MOH.

Scale-up of the SCC has already been planned in several 
countries including Ethiopia, India, Namibia, Sudan, 
Pakistan and Sri Lanka.

7. SESSION IV – PANEL DISCUSSION ON 
SUSTAINABILITY AND NATIONAL SCALE-UP
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Most importantly, the Checklist must be integrated 
within the WHO QoC framework, and a set of 
prerequisite minimum standards need to be present  
in facilities prior to implementing the SCC.

Following this technical consultation, a network of 
countries scaling up the Checklist should be created  
so that progress of the SCC can be followed through 
and countries can continue to share information and 
learn from each other on how to optimize patient care 
using a context-specific, adapted Checklist.

An extension of the Checklist could see supplementary 
checklists or a proforma on how best to manage 
common obstetric emergencies such as obstetric 
haemorrhage and shoulder dystocia.

It is important to consider and integrate future research 
questions into the SCC. Indeed, most delegates voted 
that the top three research questions they believed to 
be the most important to answer were:

1.  How can the quality of care framework be 
incorporated practically at the facility level? Should/
can the SCC be used as a launch pad for this?

2.  What are the best strategies for motivating birth 
attendants to modify their behaviour? What are  
the main barriers when knowledge, skills, and supplies 
are all available?

3.  How can you identify sites that are ready to 
implement the SCC?

Day 3: Wednesday 30 August 2017

8. SESSION V – PANEL DISCUSSION ON 
RECOMMENDATIONS FOR NEXT STEPS
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In conclusion, the technical consultation met its 
objectives. Participants shared their experiences and 
lessons learned from implementing the Safe Childbirth 
Checklist and identified the main facilitators and 
barriers to implementation. Additionally, sites shared 
preliminary outcome data, their customizations of the 
Checklist, and some of the strategies to improve safety 
and quality of care being implemented in their facilities. 
Finally, participants engaged in the formulation of 
future research questions and explored the possibility 
of national scale-up of the SCC. Several sites also 
confirmed that they have already begun dissemination 
and scale-up of the Checklist.

The breakout sessions included informative discussions 
with excellent suggestions on how to modify the 
Checklist, especially within the context of the country  
in which it is being implemented.

The most important message from the meeting was 
that while the SCC can have a significant impact on 
improving the uptake of EBPs and helping to optimize 
maternal and neonatal care, it is not a standalone tool, 
but should be used within a range of safety and quality 
interventions. 

Furthermore, the QoC framework must be combined 
with the SCC, reinforcing the fact that the quality of 
care provided is as important as the provision of care.

We look forward to seeing the outcome of future 
research into the SCC and the impact of national  
scale up.

9. CONCLUSION – CLOSING REMARKS  
PROVIDED BY ARIADNE LABS, THE GATES 
FOUNDATION AND WHO
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ANNEX 1.
PROGRAMME OF WORK
Day 1 - Monday, 28 August 2017

08:30 Registration at the Ivy Room (in Cinnamon Grand Hotel)

Session 1
Moderators: Dr S. Sridharan, Dr Anoma Jayathilaka

09:00-09:30 Opening:
•  Welcome by WHO Representative in Sri Lanka
• Welcome by MoH Sri Lanka
• Welcome by WHO-HQ
• Welcome by Ariadne Labs

Dr Razia Pendse
Dr S. Sridharan
Dr Neelam Dhingra
Dr Katherine Semrau

09:30-09:45 Overview of WHO’s patient safety journey and the 
objectives of the Interregional Technical Consultation

Dr Neelam Dhingra-Kumar

09:45-10:00 Overview of the Safe Childbirth Checklist Dr Sepideh Bagheri Nejad

10:00-10:15 Overview of the Better Birth study Dr Katherine Semrau

10:15-10:30 Gates Foundation vision and considerations Dr Mrunal Shetye

10:30-10:45 Group photo and coffee break

10:45-13:00 Site presentations:
 1. Ethiopia
2. Namibia
3. Nigeria
4. Latin American Network 

5. Mexico
6. Bangladesh 

7. India - JHPIEGO

1. Dr Jolene Moore
2. Dr Leonard Kabongo
3. Dr Rosemary Ogu
4.  Dr Pedro Saturno- Hernandez, 

Ms Maria Fernandez Elorriaga
5. Dr Rose Molina
6.  Dr Herfina Nababan,  

Dr Shabnam Mostari
7. Dr Bulbul Sood

10:30-10:45 Lunch

Session 2
Moderators: Dr Sepideh Bagheri Nejad

14:00-16:00 Continuation of site presentations:
8.  India - Technical Support Unit – Bihar and Uttar 

Pradesh
9. Indonesia
10. Sri Lanka
11. Italy
12. Pakistan
13. Sudan

8.  India - Technical Support Unit 
– Bihar and Uttar Pradesh

9. Indonesia
10. Sri Lanka
11. Italy
12. Pakistan
13. Sudan

16:00-16:15 Coffee break

16:15-16:35 Overview of the WHO approach for improving
quality of care for maternal, newborn and child health

Dr Nathalie Roos
Dr Zahra Ameen

16:35-16:50 Overview of quality of care activities in the
South-East Asian Region

Dr Anoma Jayathilaka

16:50-17:00 Concluding remarks Moderator

18:30 Welcome reception in the Atrium Lobby, Cinnamon Grand Hotel
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Day 2 - Tuesday, 29 August 2017

08:30 Registration at the Ivy Room (in Cinnamon Grand Hotel)

Session 1
Moderators: Dr Nilmini Hemachandra, Dr Nathalie Roos

09:00-09:15 Summary recap of Day 1
Introduction to Day 2

Dr Karolina Tuomisto

09:15-10:15 Small group discussion 1
Readiness
Actions: Discuss infrastructure and supply resources, skill level of staff, motivation of staff, 
presence of clinical champion, other experience with quality improvement, identification 
of gaps and needs, Checklist adaptation and modification

10:15-10:30 Coffee break

10:30-11:00 Group reporting 1
 Readiness

11:00-12:00 Small group discussion 2
Implementation
Actions: Discuss introduction of the Checklist, training, coaching, existing hierarchy and 
teams, enabling environment, safety culture, communication and reporting systems

12:00-12:30 Group reporting 2
 Implementation

12:30-13:00 Overview of WHO safety and quality improvement 
tools

Dr Neelam Dhingra

13:15-14:00 Lunch break

Session 2
Moderator: Dr Neelam Dhingra

14:00-15:00 Small group discussion 3
Results and findings
Actions: Discuss barriers, success factors, lessons learned, improvement in performance 
and end-user feedback

15:00-15:30 Group reporting 3
Results and findings

15:30-15:45 Coffee break

15:45-16:45 Panel discussion
Sustainability and national scale-up

MoH representatives

16:45-17:00 Concluding remarks Moderator
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Day 3 - Wednesday, 30 August 2017

09:00-09:15 Summary recap of Day 2
Introduction to Day 3

Dr Karolina Tuomisto

Session 1
Moderator: Dr Katherine Semrau

09:15-10:15 Panel discussion
Recommendations for next steps
Actions: 
•   Summarize views on the Checklist/vision statement/messages throughout the 

Consultation (from small group topic templates on Day 2)
•  Global messaging for the Checklist

– Key considerations
– What else is needed to complement the Checklist
– Implementation strategies
– Scale-up

•  Next steps and commitment:
– Pooling global research to answer the proposed research questions
–  Continuing the learning conversation online as well as through potential future 

workshops
– Ongoing monitoring and evaluation

10:15-10:30 Coffee break

10:30-12:30 Panel discussion (continued)
 Recommendations for next steps

Moderator

12:30-13:00 Closing remarks from Ariadne Labs, Gates Foundation and WHO
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ANNEX 2.
LIST OF PARTICIPANTS

NAME

INTERNATIONAL PARTICIPANTS

Dr Atiyaa ABROO
Deputy Director of Reproductive, Maternal, Neonatal, Child and Adolescent Health 
Ministry of National Health Services Regulation and Coordination Islamabad  
Pakistan

Dr Zahra AMEEN
Consultant Obstetrician and Gynecologist
United Kingdom

Dr Dinesh BASWAL
Deputy Commissioner
Ministry of Health & Family Welfare
India

Dr Bore Saran DIAKITE
Chef of Division, Reproductive Health Division
National Department of Health
Mali

Dr Sara ELTEGANI SAIED
Federal Ministry of Health
Sudan

Ms Marίa FERNANDEZ ELORRIAGA
Principal Investigator
Centre for Evaluation Research and Surveys (CIEE)
National Institute of Public Health
Mexico

Dr Ismaele FUSCO
Clinical Risk Manager AZIENDA USL Toscana Centro USL Toscana Centro
Italy

Dr Sahib GUL
Director
Maternal, Neonatal and Child Health
Khyber Pakhtunkhwa
Pakistan
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NAME

INTERNATIONAL PARTICIPANTS

Dr Leonard KABONGO
Senior Medical Officer
Gobabis State Hospital
Namibia

Dr Tapan KALITA
Senior Program Manager
BetterBirth Program
India

Ms Veripurua KATJATENJA
Control Registered Nurse, Maternity Katutura
Intermediate Hospital
Namibia

Dr Mamadou Désiré KEITA
Gynocologist at the CS Réf de la Commune II 
Mali

Dr Vishwajeet KUMAR
Founder and CEO
Community Empowerment Lab Shivgarh, Uttar Pradesh BetterBirth Program
India

Dr Tunis MARTHOENIS
Department of Psychiatry and Mental Health Nursing
Syiah Kuala University
Indonesia

Dr Hassen Beshir MOHAMMED
Director of Health Services Quality
Federal Ministry of Health
Ethiopia

Dr Rose MOLINA
Obstetrician-Gynecologist
Beth Israel Deaconess Medical Centre
Harvard Medical School
United States of America

Dr Jolene MOORE
Principle Investigator (Ethiopia) Department of Anesthesia 
Aberdeen Royal Infirmary 
United Kingdom

Dr Shabnam MOSTARI
Senior Research Associate
James P Grant School of Public Health, BRAC University
Bangladesh

Dr Herfina NABABAN
International Fellow (Bangladesh)
Nossal Institute for Global Health, The University of Melbourne
Australia

Dr Rosemary OGU
Consultant Obstetrician-Gynecologist
University of Port Harcourt
Nigeria
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NAME

INTERNATIONAL PARTICIPANTS

Dr Malitha PATABENDIGE
De Soysa Hospital for Women
Sri Lanka 

Dr Dhammica ROWEL
Consultant Community Physician, Family Health Bureau
Ministry of Health
Sri Lanka 

Dr Andi Ardjuna SAKTI
Head, Subdivision of Quality of Referral Health Service Directorate of Quality  
and Accreditation of Health Service Ministry of Health
Indonesia

Dr Pedro SATURNO HERNANDEZ
Public Health, Quantitative Social Research
National Institute of Public Health
Mexico

Dr Hemantha SENANAYAKE
Head of the Department of Obstetrics & Gynecology
Faculty of Medicine
University of Colombo
Sri Lanka 

Ms Haney SHAMIL
Maternal and Child Health Directorate
Federal Ministry of Health
Ethiopia

Dr S. SRIDHARAN
Deputy Director, General Planning Healthcare, Quality and Safety Department
Ministry of Health
Sri Lanka

Dr J.N. SRIVASTAVA
Advisor, National Health Systems Resource Centre National Institute of Health and 
Family Welfare Campus 
India

Ms Francina M.N. TJITUKA
The Control Registered Nurse for Quality Nursing Services, Quality Assurance Division
The Ministry of Health & Social Services
Namibia 

Dr Karolina TUOMISTO
Public Health, Maternal and Child Health Research and Education Consultant
Finland

Dr Irwan Panca WARIASENO
Staff of Division of Maternal and Neonatal Health
Directorate of Family Health
Ministry of Health
Indonesia
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NAME

INTERNATIONAL ORGANIZATIONS AND FOUNDATIONS

Dr Ram Krishnan CHAHAR
Senior Program Officer
Global Health Services, Treatment and Prevention
Johns Hopkins Program for International Education in
Gynecology and Obstetrics (JHPIEGO)

Mr Ashwin IYER
Associate Program Office
Bihar State Program
Bill & Melinda Gates Foundation

Ms Pallavi KHARE
Associate Program Officer
Uttar Pradesh State Programs
Bill & Melinda Gates Foundation

Dr Sanjiv KUMAR
Public Health Professional
India Health Action Trust

Dr Bulbul SOOD
Country Director
Global Health Services, Treatment and Prevention
Johns Hopkins Program for International Education in
Gynecology and Obstetrics (JHPIEGO)

Dr Hemant SHAH
Senior Informatics Researcher
Leader in Maternal and Newborn Health
Care India

Dr Mrunal SHETYE
Country Lead, Maternal, Newborn and Child Health
Bill & Melinda Gates Foundation

Ms Pompy SRIDHAR
Director
Merck for Mothers

Dr Srikantiah SRIDHAR
Independent Hospitals and Health Care Professional
Care India

Mr Narayanan THIRUMALAI
Project Officer
India Health Action Trust

SECRETARIAT - WORLD HEALTH ORGANIZATION (WHO)

Dr Sepideh BAGHERI NEJAD
Technical Officer
Service Delivery and Safety Department
WHO Headquarters

Dr Neelam DHINGRA-KUMAR
Coordinator
Patient Safety and Quality Improvement Unit
Service Delivery and Safety Department
WHO headquarters
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Ms Rustini FLORANITA
National Professional Officer
Reproductive, Maternal, Newborn, Child and Adolescent
Health Department and Gender, Equality and Human
Rights Department
WHO Country Office, Indonesia

Ms Katherine HAYES
Consultant
Patient Safety and Quality Improvement Unit
Service Delivery and Safety Department
WHO headquarters

Dr Nilmini HEMACHANDRA
National Professional Officer
Reproductive, Maternal, Newborn, Child and Adolescent
Health Department and Nutrition Department
WHO Country Office, Sri Lanka

Dr Chandani Anoma JAYATHILAKA
Medical Officer
Medical Officer Maternal and Reproductive Health Department of Family Health,  
Gender and Life Course WHO South-East Asia Regional Office

Dr Lamia MAHMOUD
Medical Officer
Maternal, Neonatal and Child Health and Nutrition
Department
WHO Country Office, Pakistan

Dr Nathalie ROOS
Technical Officer
Epidemiology, Monitoring and Evaluation Unit Maternal, Child and Adolescent Health 
Department WHO headquarters

SECRETARIAT - ARIADNE LABS

Ms Margaret BEN-OR
Project Manager
Project Management Platform

Ms Emily BENOTTI
Project Manager
Global Access Team

Ms Emily GEORGE
Clinical Implementation Specialist and Nurse Liaison

Ms Francine MALONEY
Project Manager
Serious Illness Care Program

Ms Megan MARX-DELANEY
Quality Improvement Specialist
BetterBirth Program

Dr Katherine SEMRAU
Director
BetterBirth Program
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ANNEX 3. TABLE OF PRESENTATIONS
Location and Principle 
investigators / Presenters

Aims of the project Methods /  
Implementation

Results Barriers to implementation 
and success

Lessons learned

Ethiopia
Dr Jolene Moore

•  Pilot of the SCC in Felege  
Hiwot Referral Hospital (FHTH) 
in Bahir Dar, Ethiopia.

•  Serves a population of 8 million, 
and the unit has 6000 deliveries 
per year. It is the mentor 
hospital for eight district 
hospitals in the region.

•  Facility obstetric mortality 
approximately 10-15 per year.  
The main challenge in this unit 
was overcrowding and a high 
demand for limited resources.

•  What is the 
feasibility of 
introducing the 
WHO SCC at FHTH?

•  Acceptability of 
WHO SCC at FHTH?

•  Can use of the SCC 
be sustained?

•  What is the effect  
of the WHO SCC  
on practices?

•  What is the 
feasibility of 
introducing the 
WHO SCC at 
FHTH?

•  Acceptability  
of WHO SCC  
at FHTH?

•  Can use of the 
SCC be sustained?

•  What is the effect 
of the WHO SCC 
on practices?

•  All practices improved 
especially hygiene, 
neonatal resuscitation  
and discharge counselling.

•  By 1 year after 
implementation, use of  
the SCC was adopted 
in 77% of births.

•  Implementation and use  
of the SCC opened up 
other discussions around 
hand hygiene  
and equipment.

•  High turnover of patients, lack  
of adequate staff, and finally  
a view by staff that the SCC  
was time-consuming and created 
more repeated training and 
encouragement of the staff was 
required.

•  Some of the indications in the SCC 
were different to local policy

•  Part 2 of SCC was difficult to 
complete

•  WHO SCC can identify areas 
of practice requiring training.

•  Continuous education  
and training is required  
for staff to use the SCC.

•  The SCC is simple and  
user- friendly and may possibly 
be better suited to a district 
general hospital

Namibia
Dr Leonard Kobongo

•  Pilot of the SCC in Gobabis 
District General Hospital,  
which receives referrals from  
15 surrounding clinics and  
a health centre.

•  200 births per month

•  A BMJ quality report was 
published.

•   To improve uptake 
of EBPs through 
the use of the 
WHO SCC for 
all facility-based 
deliveries and so 
reduce preventable 
in-hospital 
mortality, focusing 
on maternal, fresh 
stillbirths and 
neonatal mortality 
overall.

•   Implementation 
was part of 3 
phases: pilot, 
implementation 
and scale up. 
It was used by 
all nurses and 
doctors.

•   The SCC was 
attached to each 
maternity record 
on admission, 
and each step 
was completed 
as the labour 
progressed.

•  Doctor-to-nurse 
coaching was found not 
to be effective. Peer-to-
peer coaching of birth 
attendants by nurse 
champions was more 
successful.

•  There was a significant 
improvement in the  
uptake of EBPs from 43% 
pre-intervention to 95% 
post- intervention.

•  There was a measurable 
improvement in maternal 
mortality ratio from 
173/100 000 to 0/100 000 
live births in 2 years.

•  Patients often present already in 
established labour or in the second 
stage of labour.

•  The SCC highlighted deficits in 
the training and skills of some 
staff members within the facility 
especially regarding neonatal 
resuscitation.

•  Complications often occurred  
in the 20% of mothers that 
delivered in the community prior  
to presenting to the hospital.

•  It was felt by some staff that  
the SCC interfered with handover 
of patients.

•  Lack of supply of copies of the 
SCC, particularly at weekends.

•  Readiness assessment of 
the facility is crucial prior to 
implementation of the SCC.

•  Peer-to-peer coaching 
stimulates ownership and 
project success, and will help 
with sustainability of the SCC.

•  Clinical leadership for an 
adapted SCC is imperative 
to influence the process by 
capacity building of key staff 
and constant data feedback.

•  Neonatal resuscitation and 
EMOC training programmes 
are important to support 
implementation and success  
of the SCC.
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Location and Principle 
investigators / Presenters

Aims of the 
project

Methods /  
Implementation

Results Barriers to implementation 
and success

Lessons learned

Nigeria 
Dr Rosemary Ogu

•  Pilot study in University 
of Port Harcourt Teaching 
Hospital.

•  2642 births per year

•  The root cause of 
maternal and neonatal 
morbidity and mortality 
are issues with human 
clinical errors and a lack 
of QoC.

•  To determine 
the effectiveness 
of the SCC 
in improving 
compliance with 
best practices 
amongst health 
care workers and 
to determine 
the factors 
that enhance 
sustainability of 
the checklist

•  Implementation 
took place once the 
program goals were 
determined, and an 
advocacy team was 
formed with the 
Obstetrics department

•  Nurses and doctors 
were expected to 
complete the SCC 

•  the use of the checklist 
was measured through 
initial daily checks and 
thereafter with routine 
supportive coaching 
and supervision from 
senior members of 
staff

•  97.2% of participants who 
used the SCC found it useful. 
It helped prompt the birth 
attendants to ask important 
questions about patient care

•  A significant improvement in 
health workers’ compliance 
with best practices

•  Improvement in QoC offered 
to patients

•  To ensure success there 
must be a sufficient 
capacity of well- trained, 
motivated health workers 
to provide services and 
meet patients’ needs

•  The SCC is not a stand -alone tool,  
and must be integrated and become 
part of other patient safety tools  
and QoC offered to patients.

•  Advocacy for the SCC from 
senior members of the team is a 
necessity in order for buy in from 
hospital administrators and health 
care professionals responsible for 
completing the checklist.

•  challenges and gaps in practices along 
with overall knowledge of healthcare 
professionals were highlighted

•  Excellent feedback from staff on the 
value of the SCC, and recommendation 
for its use in all settings.

Latin America Network  
Dr Pedro Saturno-
Hernandez and Ms Maria 
Fernandez Elorriaga

•  The pilot study was carried 
out in collaboration with 
the National Institute of 
Public Health

•  Implementation took place 
in facilities in Brazil and 
Mexico which had 2500 
births / year and 5000 
births/ year respectively

•  To evaluate the 
implementation 
and impact 
of the SCC in 
Latin American 
countries

•  The SCC was adapted 
according to Mexican 
and Brazilian contexts, 
with a separation 
of the checklist for 
mothers and newborns

•  A period of 
intervention/training 
of staff for 9 
months, followed by 
implementation of the 
checklist for 8 months

•  In order to optimize 
completion of the 
SCC, responsibilities 
for SCC completion 
were clearly assigned 
to staff at the facility

•  97.2% of participants who 
used the SCC found it useful. 
It helped prompt the birth 
attendants to ask important 
questions about patient care

•  A significant improvement in 
health workers’ compliance 
with best practices

•  Improvement in QoC offered 
to patients

•  Unit guidelines were devised 
for SCC utilization

•  Printed visual aids were 
provided on the wards

•  Surveys of staff and patients 
were carried out to measure 
outcomes for 48 indicators

•  It was difficult to measure the 
impact of the SCC on maternal 
and neonatal mortality

•  Improvement in the 
completion of several EBPs 
such as correct completion 
of partogram and essential 
newborn care; late 
clamping of the umbilical 
cord, and promotion of 
skin-to-skin contact and 
breastfeeding.

•  Interestingly the team 
found that there was a 
risk of the SCC becoming 
a matter of routine 
paperwork rather than a 
tool to improve care. As 
a result of this they found 
important differences 
between observed and 
registered compliance.

•  The key people leading implementation 
and training for the SCC should be 
extremely motivated and actively 
involved in the supervision of junior 
staff completing the Checklist

•  Initially suggested that only doctors 
fill in the checklist, however SCC 
implementation requires professional 
leadership and awareness as well as 
greater involvement of obstetric nurses

•  Further research needs to be carried 
out but it was thought that regarding 
the future of the SCC, it should 
become an official policy, after its 
modification and taking into account 
the main lessons learned

•  Principle investigators believed that 
the SCC would be most successful at 
primary and secondary level facilities
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Mexico,
Dr Rose Molina

•  Pilot study in Hospital 
Basico Comunitario Angel 
Albino Corzo, Chiapas, 
Mexico.

•  500-600 births per year, 
with no capacity for 
caesarean section. The 
obstetric doctor would 
attend the unit once per 
week.

•  60% home birth rate.

•  To improve the 
quality of care 
during childbirth 
and strengthen 
the roles of 
professional 
midwives and 
obstetric nurses 
as change agents 
in this process.

•  The only study 
of all the sites 
in the WHO 
collaboration 
that adapted the 
SCC to integrate 
respectful 
practices in 
the provision 
of optimizing 
patient care.

•  Created a tablet-
based app for 
the SCC; it was 
completed in 
more than 95% 
of patients.

•  451 births were 
captured with 
the SCC and 221 
women participated  
in the discharge 
survey. The SCC 
was used in  
the majority of 
births.

•  The team 
developed  
a good relationship 
with the MOH.

•  There was a 
significant 
improvement in the 
adherence to both 
EBPs and provision 
of optimum 
experience of care 
(communication, 
kindness and trust).

•  The SCC was difficult to 
implement when there are so 
few doctors in the facility.

•  Ongoing clinical training and support through the 
organization of monthly courses, are necessary for 
effective coaching.

•  Need to recognize and mitigate provider burnout 
in a hierarchical and bureaucratic health system, 
where the nature of the work in the facility can be 
extremely challenging and stressful.

•  Providers often felt frustrated as they were well 
trained but there were limitations in what they 
could achieve because of a lack of adequate tools.

•  The facility must invest in team-building and 
integration with all hospital staff, keeping in mind 
the broader healthcare system.

•  QoC can only be enhanced through both the 
provision and experience of care.

•  Future use of the SCC is planned for upcoming 
training in Veracruz.

•  For the SCC to be a success, prior to 
implementation the facility must be assessed at 
provider level for clinical training gaps and facility 
level factors, broken supply chains, etc.
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Bangladesh, 
Dr Herfina Nababan and 
Dr Shabnam Mostari

•  Pilot study in Magura 
and Jhenaidah district 
hospitals.

•  1500 deliveries per year.

•  To implement 
the adapted 
WHO SCC into 
the Bangladeshi 
context.

•  To observe and 
measure changes 
in the delivery of 
EBPs.

•  To test a 
mechanism that 
may facilitate 
or enable the 
sustained use 
of the SCC over 
time.

•  To assess the 
acceptance of 
the checklist 
by the service 
provider.

•  Prior to 
introduction 
of the SCC, 
practices were 
observed over a 
period of three 
months.

•  In both hospitals 
nurse- midwives 
were trained on 
WHO SCC for 
three days.

•  In one facility 
only the SCC was 
introduced, and 
in the second 
unit the SCC 
and supportive 
supervision were 
introduced.

•  Practices were 
observed for five 
months.

•  Remarkable 
changes were seen 
in certain EBPs 
after introduction 
of the WHO SCC, 
for example when 
administering 
maternal antibiotics 
and magnesium 
sulphate, prompts 
to call for a second 
midwife worked 
well.

•  The partograph, 
newborn antibiotic 
administration and 
feeding assessment 
did not work well.

•  The overall opinion 
toward WHO 
checklist was 
positive.

•  Challenges at the facility 
included inadequate 
infrastructure, a lack of supplies 
and inadequate human resources

•  In general, nurses will be willing to use the 
checklist, in an environment where there is 
ongoing monitoring and supervision.

•  A major barrier is shortage of human resource and 
supply.

•  For ease of use, the SCC should be adapted 
according to the context and setting it is being 
implemented in.

•  Strengthening the quality and capacity of the 
facility in the first instance, prior to introduction of 
the SCC would optimize success of the Checklist.

•  Successful settings are those with already 
structured management and leadership, with in 
house supervision, teaching and mentoring. There 
must be a full complement of staff and supplies.
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India – JHPIEGO,  
Dr Bulbul Sood  
and Dr Dinesh Baswal

•  In 2012, the SCC was 
implemented in Rajasthan, 
India. There were 101 
intervention facilities 
within seven districts, 
catering to a population  
of 100 000.

•  To assess the 
journey of the 
SCC programme 
in India, in 
particular 
looking at any 
change in uptake 
of EBPs and 
improvements in 
facility perinatal 
mortality.

•  A technical 
advisory group (at 
state level) adapted 
the SCC according 
to local guidelines 
that was then 
incorporated into 
the patient case 
record.

•  A facility readiness 
assessment was 
carried out .

•  To ensure 
implementation 
was correct, 
orientations and 
onsite mentoring 
was carried out.

•  451 births were captured 
with the SCC and 221 
women participated in 
the discharge survey. 
The SCC was used in the 
majority  
of births.

•  The team developed a 
good relationship  
with the MOH.

•  There was a significant 
improvement  
in the adherence to both 
EBPs and provision of 
optimum experience of 
care (communication, 
kindness and trust).

•  The SCC is feasible, 
acceptable and useful 
to nurse providers, and 
significantly improved 
uptake of EBPs in the 
intervention group when 
compared to the control 
facility. More than 80% of 
facilities that used the SCC 
adhered to all essential 
standards of care during 
childbirth.

•   An 11% reduction in 
stillbirth and very early 
neonatal death.

•  Highly cost-effective tool.

•  A ‘bonus effect’ was 
that use of the SCC led 
to empowerment of the 
nurses making them more 
confident and therefore 
more competent. This led 
to an improved relationship 
between doctors and nurses, 
and better organized labour 
rooms.

•  The functioning of the SCC is context-
dependent.

•  An effective strategy was to begin with low 
intensity initial training, followed by high 
frequency post-training support. On-going 
supportive supervision from mentors is 
essential.

•  Basic facilities must be in place before 
implementation and use of the SCC.

•  The SCC works best as part of a larger 
framework for action in delivering optimum 
safe patient care.

 Other projects using the SCC

•  Dakshata: A strategic initiative of the 
Government of India to improve intrapartum 
care, is currently being implemented.

•   Based upon learning from the SCC programme 
and using the framework of the Checklist.

•  The primary goal is to strengthen the QoC 
through training of competent and confident 
providers with a geographical focus on 6 
states: Uttar Pradesh, Bihar, Odisha, Madhya 
Pradesh and Maharashtra.

•  This programme also led to a significant 
improvement in the QoC and uptake of EBPs.
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India,  
Technical Support Unit 
(TSU), Uttar Pradesh

•  350 facilities

•  more than 30 000 
deliveries

•  To assess the 
journey of the 
SCC programme 
in India, in 
particular 
looking at any 
change in uptake 
of EBPs and 
improvements in 
facility perinatal 
mortality.

•  Mentoring conducted by nurse mentors 
using a mix of quality improvement tools 
and processes:

•  Case sheets

•  Skills labs (mannequins and OSCE stations)

•  Self-assessment

•  Quality improvement meetings

•  Effective referrals

•  Supply chain

•  Infection prevention.

•  Regular monitoring through monthly 
reviews and handholding support.

•  Nurse mentoring has 
a significant positive 
influence on all stages 
of labour, with the effect 
being more pronounced 
in stage I and III.

•  The SCC is interwoven 
into the TSU Case- sheet 
which has the algorithms 
of care and instructions 
built into it. This has 
a positive impact on 
critical clinical practices.

•  Staff required intensive 
training in order to be able 
to provide safe effective 
care for patients.

•  Use of the Checklist 
in combination 
with skills labs and 
knowledge building 
will improve standard 
operating procedures 
and ultimately QoC 
provided for patients.

•  The future: 
Establishment of skills 
labs in a further 31 
districts under the 
Dakshata initiative.

TSU
Bihar

•  35 districts,  
3 million births

•  To rapidly 
improve the 
ability of 
Government 
health facilities 
to save perinatal 
lives.

•  A pilot study wasn’t carried out.

•  The SCC was adapted prior to 
implementation.

•  Interventions were developed over 18-24 
months in 25% of the state (2011-13),  
and then scaled up across 100 % (from 
2014 onwards).

•  The intervention was mentoring as a basis 
of a quality improvement process: nurse 
and doctor mentors, using simulations and 
simple algorithmic case sheets, over  
8 months.

•  It was recognized that the SCC is not  
a stand-alone tool, but rather it is a 
framework for building skills and assessing 
resource availability.

•  Several hospital management orientated 
checklists were initiated (similar to the case 
sheets used in TSU-UP).

•  �Basic desirable practices 
– infection control, 
labour monitoring, 
improved substantially.

•  �Complication 
management practices 
improved based on 
anecdotal observations.

•  �Knowledge of nurses 
improved after 
mentoring.

•  �Examination of the 
pregnant woman 
(pulse, blood pressure, 
fetal heart rate and 
abdominal examination) 
and administration of 
oxytocin improved 
significantly.

•  Poor obstetric and general 
clinical skill sets among 
government

•  facility staff, in the face 
of rapid acceleration in 
institutional births.

• �Nurse mentoring was  
an essential component 
of Implementation.

• �After the intervention, 
improvements in 
documentation of 
patient care were 
substantial but not 
universal, possibly 
sufficient to start saving 
lives.

• �An SCC –like tool could 
be a valuable part of the 
next phase of mentoring 
interventions that 
aim to establish self-
sustainable mechanisms 
for continuously 
improving QoC.
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Indonesia,
Merthoenis
•  Collaboration between 

the University of 
Göttingen, Germany, 
Heidelberg University 
and Indonesia, with 
implementation in 
Aceh, which has one of 
the highest maternal 
mortality rates in South-
East Asia.

•  32 health facilities, 
including public and 
private hospitals, 
private midwife clinics, 
and community health 
centres.

•  Evaluating the 
impact of the 
WHO SCC 
in Indonesia, 
in particular 
looking at 
maternal 
and neonatal 
mortality rates.

•  Ariadne Labs assisted 
intervention design and 
coaching of midwives

•  Coaches from Syiah Kuala 
University and District 
Health Office (Bireun) 
made regular visits to 
health facilities.

•  �Most neonatal deaths  
occur prior to arrival at 
the facility following 
home births. The checklist 
did reduce the MMR but a 
larger sample is required 
to assess whether this is 
significant.

•  �There was an 
improvement in the 
motivation and awareness 
of the staff.

•  �There were positive 
responses from the 
Government, however 
the SCC may be more 
successful in larger 
hospitals.

•  Staff motivation

•  Distance travelled by 
the coaches to reach the 
facilities

• �The Checklist must be carefully 
adopted within the local context.

• �Staff motivation within the health 
facility is essential.

• �Coaching must emphasize that the 
Checklist is a reminder not a “new 
burden” to midwives.

Sri Lanka, Professor 
Hemantha Senanayake and 
Dr Malitha Patabendige

•  Sri Lanka has a strong 
infrastructure for health 
care.

•  MMR 32/100000, which 
is low compared to health 
care costs. However, this 
figure has not fallen over 
the past nine years.

•  5% of births occur in 
private hospitals.

•  To study 
implementation 
of the WHO 
SCC in Sri Lanka, 
in particular 
looking at 
the rate of 
adherence to 
EBPs and staff 
attitude and 
knowledge.

•  A regulatory requirement 
of nursing staff to adopt 
and implement the 
SCC, because of early 
involvement of the MOH.

•  Coaching was carried out 
by principle investigators, 
and the SCC was used by 
nurses and nurse- midwives 
for every mother admitted 
for delivery.

• �The WHO SCC can be 
implemented successfully, 
with average adherence  
to Checklist practices  
of 71.3%.

• �Overall implementation 
was most successful in  
a tertiary care setting.

•  Initially there was a poor 
adoption rate 45.8%, 
due to a perception by 
staff that the SCC was 
increasing their workload. 
This was overcome through 
counselling and frequent 
monitoring.

• �The SCC can be implemented as a 
national approach.

• �The level of knowledge of the 
staff must be addressed prior to 
implementation.

• �Continuous staff education and 
motivation is essential.

• �Encouragement must originate from  
the top down, with early engagement  
of the MOH, and policy makers.

• �The SCC must be adapted according 
to the country setting and facility it is 
implemented in.

• �The future: currently a trial of an 
adapted WHO SCC is underway in 
two tertiary care settings in Sri Lanka
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Italy,  
Dr Ismaele Fusco

•  Pilot study of the WHO 
SCC in Santo Stefano 
Hospital, Prato, Tuscany.

•  2603 deliveries in 2014.

•  To measure 
users’ perception 
on usability, 
efficiency and 
functionality  
of the tool.

•  Measure 
compliance of  
to the tool.

•  Impact of the 
SCC on quality 
and safety of 
patient care.

•  The SCC was initially 
introduced by 
consensus meetings 
with the professionals, 
and then eventually 
longer-term coaching 
within the facility.

• �Midwife compliance 
ranged from 83-93%, 
whilst obstetricians 
compliance was 
significantly lower at 
0-9%.

• �Midwives were heavily 
involved and committed 
to making the checklist a 
success, whilst physician 
involvement was limited.

• �There was  
a significant improvement  
in completion of the 
partograph (98% vs 
75.2%, p< 0.001)

• �The hardest challenge was 
achieving engagement of 
physicians in the process 
of implementation and 
completion of the SCC.

• �It is important to share new patient 
safety tools with professionals.

• �A lot of commitment is required to 
engage the entire multidisciplinary team. 
Therefore choose professionals who are 
ready for change.

• �Share knowledge, invest in training.

• �The future: Since January 2016 the 
Checklist has been extended into 3 more 
hospitals, and by the end of 2017, it is 
expected that these hospitals will have 
the SCC fully implemented

Pakistan,  
Dr Lamia Mahmoud

•  Supported by University 
of Göttingen, Germany.

•  Study carried out in 
Haripur and Nowshera 
district: 13 facilities

•  6000 deliveries per year

•   Does the SCC 
improve the 
successful 
delivery  
of essential 
childbirth 
practices, 
reducing 
maternal 
and newborn 
morbidity and 
mortality?

•  JHPIEGO carried out 
BEmONC training for 
all staff.

•  The SCC was 
introduced randomly 
to 50% of health 
providers.

• �Compliance in completing 
the Checklist was 
improved after additional 
support and monitoring. 
Three impact channels 
were found to be 
effective: reminder, 
learning and exchange of 
information.

• �Data on MMR and NMR 
were not generated due to 
constraints with resources 
and time.

•  A lack of knowledge and 
adequately trained staff.

• �A basic skill level of staff is required to 
use and complete the SCC appropriately.

• �Basic equipment and medication is needed 
as a prerequisite prior to implementation 
of the Checklist, otherwise the SCC can 
be used as  
a tool to detect  
a lack resources.

• � Continuous monitoring and support is 
needed for the first  
6 months.



36 INTERREGIONAL TECHNICAL  CONSULTATION
LEARNING FROM IMPLEMENTATION OF THE  WHO SAFE  CHILDBIRTH CHECKL IST

Location and Principle 
investigators / Presenters

Aims of the 
project

Methods / Implementation Results Barriers to implementation 
and success

Lessons learned

Sudan, Dr Sara Eltegani 
Saied, on behalf of  
Dr Ayda Taha

• �Study carried out in 
Omdurman Maternity 
Hospital.

• �35 225 deliveries

•  To investigate 
the adherence 
of health care 
providers to 
a set of pre- 
determined 
practices within 
the SCC.

• �Assessing the 
applicability of 
the Checklist 
by qualitatively 
describing 
enablers, 
barriers and 
modifications 
required for its 
implementation.

• �The SCC was used by 
midwives, doctors, medical 
officers and registrars.

• �Observers were assigned 
to monitor with regular 
visits from the principle 
investigators.

• �Use of the SCC 
significantly improved 
the delivery of best 
childbirth practices 
in 20/25 practices 
(p<0.001).

• �Commitment of leaders 
and staff motivation 
played an important  
role in the success 
and sustainability 
of checklist 
implementation.

•  High caseload

• �Compliance of staff with the 
Checklist

• �Overall sustainability of the 
SCC

• �A baseline assessment of hospitals’ 
processes and infrastructure should 
be undertaken to identify any 
important missing elements prior to 
implementation of the SCC at  
a facility.

• �Local guidelines and policies 
should be studied closely so that 
the Checklist can be adapted 
accordingly.

• �Maybe useful to study the effect  
of the intervention in smaller facility 
first for 6 months, especially as 
investigators believe that the SCC 
would be most useful in a facility 
with a moderate to small caseload.

• �Leadership, commitment and staff 
motivation play an important role  
in the success and sustainability  
of the SCC


