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INTRODUCTION 

The WHO Safe Childbirth Checklist (SCC) was created 

in 2015 to address the issue of maternal mortality and 

stillbirths, which are the leading causes of pregnancy-

related deaths worldwide. The checklist consists of 29 

evidence-based practices covering four time points: 

admission, during or around childbirth, and before 

discharge. Preterm birth is the direct cause of about three 

million neonatal deaths each year and is the second 

leading cause of death in children under five.1 The WHO 

safe childbirth checklist aims to ensure essential prenatal 

and postnatal care, covering the main reasons why 

mothers and babies die, such as birth asphyxia, infections, 
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and problems caused by being born too early. It 

encourages women living in areas where complications 

during birth are likely to occur to give birth in hospitals.2 

However, its utilization varies greatly worldwide, with 

healthcare workers in poor countries often lag behind 

those in developed countries. In Africa and most 

developing countries, less than 60% of healthcare 

workers regularly utilize the WHO Safe Childbirth 

Checklist.3 

High-quality maternity care relies on experienced 

healthcare personnel, essential resources, evidence-based 

guidance, and an enabling environment. Safe childbirth 

check lists (SCC) adherence is crucial for provider 

responsibility, nurse empowerment, and first problem 

treatment.4 To improve SCC adherence, modifications 

were made to the system, such as using PDSA 

methodology in Namibia. This approach shifted from a 

physician-to-nurse model to a peer-to-peer approach, 

enhancing acceptability and ownership. Despite initial 

resistance, implementing the WHO SCC through PDSA 

cycles led to increased adherence to Evidence-Based 

Practice (EBP).5 The use of peer and facility advocates, 

along with coaching, increased the check-list adoption 

rate. A cross-sectional survey in Zambia found that 

52.0% of nurses who adhered to the checklist had over 10 

years of working experience. In North West Ethiopia, 

clinicians with 15 years and below were nearly twice as 

likely to use the checklist effectively.6,7 Age is related to 

experience in managing preterm conditions, and older 

healthcare workers tend to use their experience rather 

than documented evidence. In rural India, the age status 

of healthcare personnel did not significantly affect the 

utilization of the WHO Safe Childbirth Checklist, but 

professional experience did. Studies in Singapore and 

Iran found significant differences in the management of 

preterm babies based on the educational level of 

clinicians. Female and younger healthcare workers with a 

mean of one to five years of service practiced better 

towards the adoption of the WHO safe childbirth 

checklist in pediatric wards than in outpatient 

departments.8–10 

Staff attitude also plays a role in the filling of the 

mSCCL, as it may be influenced by the use of the check-

list, changes in systems, and changes in the behavior of 

individual surgical teams. Higher-level healthcare 

workers may perform less well in following new 

guidelines compared to lower-level counterparts. Nurse 

midwives may have a positive or negative attitude 

towards the introduction of new tools.11 In Migori, nurse 

midwives were trained by staff members, but quality 

improvement methodology was not used. A pilot study in 

India found that all providers started using the SCC after 

the introduction, with those who participated in tool 

orientation using it more correctly. Proper orientation 

from clinical and administrative leaders also increased the 

likelihood of SCC check-list adoption. Efforts are being 

made to increase the use of the WHO safe childbirth 

checklist in Migori County, Kenya, through sensitization 

at both the facility and community level. The modified 

WHO Safe Childbirth Checklist (mSCCL) is organized 

around five pause points: triage, admission, just before 

and during 2nd and 3rd stage, soon after birth within one 

hour, and shortly before discharge.12 Despite the success 

of the SCC, there is limited research on its usage and the 

relationship between it and pregnancy-related problems. 

To avoid pregnancy-related problems and deaths in health 

facilities, interventions that enhance adherence to 

fundamental birth practices must be implemented. 

METHODS 

This was an analytical cross-sectional design using both 

quantitative methods (issuing self-administered 

questionnaires to the obstetricians, paediatricians, nurses, 

clinical officers, and midwives) and qualitative methods 

(use of key informant interviews from departmental heads 

and hospital administration especially the hospital 

administrators, medical superintendent, hospital matrons, 

and maternity in charge) from selected Migori County 

health facilities with the data collection done between 

May 2023 to July 2023. Systematic random sampling 

method was used among 140 respondents from Migori 

County Referral Hospital, Awendo sub county hospital, 

and Rongo sub county hospital. The study included 

respondents working at maternity, MCH and anaesthesia 

department of Migori County, healthcare workers in 

selected facility for more than one month, and 

respondents who were willing to participate and 

consented for the study. Further, it excluded respondents 

from private ownership and healthcare workers working 

at Migori County who were on leave. Self-administered 

structured questionnaires were used to collect quantitative 

data while Key Informant Guide was used to collect 

qualitative. Quantitative data was analyzed using 

statistical package for social science (SPSS) version 27.0. 

Descriptive data was presented using frequencies, 

percentages, means and standard deviation while 

inferential statistics used chi-square test to measure 

association between independent and dependent 

variables. P values less than 0.05 were considered 

statistically significant. 

RESULTS 

Socio-demographic characteristics of study respondents 

Out of 140 health workers, 67 (47.9%) were aged 

between 30-39 years. As shown in the table 4.1 78 

(55.7%) were female, with nurses 102 (72.9%) 

contributing the highest number, clinic officers 33 

(23.6%) and medical officers 5 (3.6%) were the least 

healthcare workers. Most 66 (47.1%) of the respondents 

had diploma as their highest attained education level 

followed by 47 (33.6%) had higher diploma and the least 

1 (0.7%) had masters. Regarding work experience, 75 

(53.6%) had a working experience of 7 years and above 

and 75 (54.3%) have been working in selected health 
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facilities for less than four years during the time of the 

study (Table 1). 

Table 1: Socio-demographic characteristics of study 

respondents. 

Characteristics   Frequency Percent 

Age (years) 

18-29 32 22.9 

30-39 67 47.9 

40-49 29 20.7 

50 and above 12 8.6 

Gender 
Male 62 44.3 

Female 78 55.7 

Highest 

level of 

education 

Diploma 66 47.1 

Higher diploma 47 33.6 

Degree 26 18.6 

Masters 1 0.7 

Basic 

training 

Nursing 102 72.9 

Clinical 

medicine 
33 23.6 

MBChB 5 3.6 

Experience 

as a health 

professional 

(years) 

1-3 37 26.4 

4-6 28 20.0 

7-9 42 30.0 

≥10 33 23.6 

Duration at 

facility 

(years) 

Less than one 

year 
19 13.6 

1-3 57 40.7 

4-6 44 31.4 

7-9 16 11.4 

≥10 4 2.9 

Uptake of WHO modified safe childbirth checklist 

Almost three-quarter of respondents 100 (71.4%) use the 

WHO safe childbirth check list (Figure 1). 

 

Figure 1: Adequacy of toilets. 

When asked how the mSCC could be improved for future 

uptake, key informants were positive towards checklists. 

At the same time, some felt that it should be expanded to 

include more space for clinical notes – underscoring how 

this tool was often used as a documentation tool. 

“There has been improvement in uptake of the Modified 

Safe Childbirth Checklist in the recent years, it is very 

useful but, is there a way in which it can be compressed 

more so that we have less questions but all are covered so 

that we don’t repeat all the question all the time….” (KII 

4).  

“What I can comment about its usage and availability - 

the hospital needs to have an active administrative aim so 

that they are able to make photocopies and we attach 

them in the files because we make the files locally. And I 

think it’s possible, surely its possible, because we do a lot 

of photocopies for other files so adding this tool for as 

long as it’s helpful and its utilization will increase” (KII 

1). 

Perception towards WHO modified safe childbirth 

checklist  

Majority of respondents (96.4%) and 89.3% mentioned 

that WHO safe childbirth checklist enhances 

communication and collaboration between staff and it is 

not difficult to implement the mSCCL checklist (Figure 

2). 

 

Figure 2: Perception towards WHO modified safe 

childbirth checklist. 

Socio-demographic characteristics influencing uptake 

of WHO mSCCL 

Further analysis with an aid of chi-square test was carried 

out in order to establish association between respondent’s 

socio-demographic characteristics and uptake of WHO 

modified safe childbirth checklist. The Pearson chi-square 

shows that 80(78.4%) of nursing officers and 22 (75.9%) 

of respondents aged between 40-49 years had higher 

uptake of WHO modified safe childbirth checklist. Cadre 

was significant association between cadre (ꭓ2=9.030; df 1; 

p=0.003) with uptake of WHO modified safe childbirth 

checklist, however, there was no significant association 

between age (ꭓ2=1.541; df 3; p=0.673) with uptake of 

WHO modified safe childbirth checklist. Additionally, 
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gender (ꭓ2=0.012; df 1; p=0.914), working experience 

(ꭓ2=0.865; df 3; p=0.834), and duration at facility 

(ꭓ2=0.685; df 2; p=0.710) had no statistical relationship 

with uptake of WHO modified safe childbirth checklist 

(Table 2). 

There was a clear desire from many key informants that 

they hoped the mSCCL would continue beyond the 

tenure. Many recognized, however, the role of ministry or 

facility administration in making it sustainable. 

Table 2: Socio-demographic characteristics influencing uptake of WHO mSCCL. 

 Variables    Yes (%) No (%) Statistics   

Age (years) 

18-29  24 (75.0) 8 (25.0) 

ꭓ2=1.541; df 3; p=0.673 
30-39 47 (70.1) 20 (29.9) 

40-49 22 (75.9) 7 (24.1) 

50 and above 7 (58.3) 5 (41.7) 

Gender 
Male 44 (71) 18 (29) 

ꭓ2=0.012; df 1; p=0.914 
Female 56 (71.8) 22 (28.2) 

Cadre 
Nursing 80 (78.4) 22 (21.6) 

ꭓ2=9.030; df 1; p=0.003 
CO/MBChB 20 (52.6) 18 (47.4) 

Experience as a 

health professional 

(years) 

1-3 25 (67.6) 12 (32.4) 

ꭓ2=0.865; df 3; p=0.834 
4-6 21 (75.0) 7 (25.0) 

7-9 29 (69.0) 13 (31.0) 

≥10 25 (75.8) 8 (24.2) 

Level of Education 

Diploma 47 (70.1) 20 (29.9) 

ꭓ2=0.123; df 2; p=0.940 HND 38 (73.1) 14 (26.9) 

Degree and above 15 (71.4) 6 (28.6) 

Duration at facility 

(years) 

≤3 54 (71.1) 22 (28.9) 

ꭓ2=0.685; df 2; p=0.710 4-6 33 (75) 11 (25) 

≥7 13 (65.0) 7 (35.0) 

 

“Every staff has an obligation to do the necessary, fill the 

mSCCL appropriately… I think we need to make it 

mandatory for every staff and put to task the for the 

sustainability. New staff be trained regularly and given 

the opportunity to be filling it so that it become a norm” 

(KII 2). 

A key informant noted that the checklist lacks 

participation of medical officers. 

“The most recent version we got is better, it is easy to 

use, and have been accepted by majority of staff, thus 

they always utilize it, but there is need for additional 

space for Doctor’s notes and the observations, in order 

for doctors to utilize it” (KII 4). 

Healthcare providers determinants of uptake of WHO 

mSCCL 

Table 3 shows the analysis of determinants of healthcare 

providers on uptake of WHO mSCCL. Most of 

respondents 99 (79.2%) understanding what mSCCL is 

all about utilized WHO modified safe childbirth checklist. 

In addition, 86 (82.7%), and 25 (92.6%) of respondents 

aware that mSCCL is available in maternity unit and very 

well understand the pause points in the mSCCL. Further, 

understanding what mSCCL is all about (p=0.0001), 

aware mSCCL is available in maternity unit (p=0.0001), 

and understanding the pause points in the mSCCL 

(p=0.006) were significantly associated with uptake of 

WHO modified safe childbirth checklist. 

Table 3: Healthcare providers determinants of uptake of WHO mSCCL. 

Variables   Yes (%) No (%) Fisher exact test 

Understand what mSCCL 

is all about 

Yes 99 (79.2) 26 (20.8) 
p=0.0001 

No 1 (6.7) 14 (93.3) 

mSCCL available in 

maternity unit 

Yes 86 (82.7) 18 (17.3) 

p=0.0001 No 2 (66.7) 1 (33.3) 

Not sure 12 (36.4) 21 (63.6) 

Understand the pause 

points in the mSCCL 

Do not know about pause 

points 
8 (72.7) 3 (27.3) 

p=0.006 Not Sure 42 (59.2) 29 (40.8) 

Somehow 25 (80.6) 6 (19.4) 

Very well 25 (92.6) 2 (7.4) 
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The mSCC was initially regarded as an additional burden, 

largely because of its length. Competing workload and 

responsibilities, as well as onboarding of new 

providers/staff, were identified as barriers to uptake, since 

majority were not aware of what it entails. 

“We used to have few staff trained on mSCCL and had 

knowledge on what it entails, additionally, it wasn’t a 

need at maternity ward. … but again, it was introduced, 

although when there were many mothers and inadequate 

staff, tend to miss filling them. So, despite the fact that it 

is informative most staff fail to fill them especially when 

we have high workload. (KII 1).  

“…Actually, some staff were not interested, others did not 

know how to use it or what it entails and could not fill 

some parts. But after training majority are aware of 

mSCCL, and what it entails” (KII 3). 

DISCUSSION 

The study found that 22 (75.9%) of respondents aged 

between 40-49 years had higher uptake of WHO modified 

safe childbirth checklist, however, there was no 

significant association between age with uptake of WHO 

modified safe childbirth checklist. Similarly, a study by 

Miller found that it is highly associated with age, more 

than with any other socio-demographic variables.13 This 

is so because the practices of older healthcare workers are 

quite different from those of newly admitted clinicians 

with regard to management of any medical condition, 

they believe they are more qualified. Study findings of 

Singh et al. who explored the impact of age of nurses had 

no adoption of WHO safe childbirth checklist in rural 

India.14 They found that health care workers age status 

did not have any significant association with utilize WHO 

safe childbirth checklist but there was strong association 

with professional experience. This result was attributed to 

the homogeneity of health care workers age in the area; 

only 37 out of 165 healthcare workers interviewed were 

younger than 30 years. 

The study found that nursing officers had higher uptake 

of WHO modified safe childbirth checklist and there was 

a significant association between cadre with uptake of 

WHO modified safe childbirth checklist. Additionally, 

most of respondents 99 (79.2%) with understanding of 

what mSCCL is all about utilized WHO modified safe 

childbirth checklist. Further, understanding what mSCCL 

is all about was significantly associated with uptake of 

WHO modified safe childbirth checklist. This is 

consistent with a study by Roberts et al that found the 

capacity of quality of care for maternity services is 

influenced by skilled health care workers performing 

essential practices, availability of essential resources, and 

appropriate evidence-based guidance for an action and 

overall enabling environment including effective 

organization of the health care services.15 A study done in 

Iran showed a strongly positive correlations between 

medical officer, master’s degree, ward type or work 

setting and length of employment and female and 

younger healthcare workers who had a mean of one to 

five years of service practiced better towards adoption of 

WHO safe childbirth checklist in pediatric wards than in 

outpatient department.16 A study by Dearing & Cox found 

that the important determinants of safe child birth check 

list adherence awareness of WHO safe child birth check-

list.17 Kabongo et al found out that implementing the 

WHO SCC using PDSA cycles developed an approach 

reflecting local context, which resulted in improvement in 

Evidence Based Practice (EBP) adherence.5 In this 

context the use of coaches to support adoption, and the 

use of peers and facility champions increased the uptake 

of the check-list. In a pilot study done in India, to test the 

basic implementation approaches, usability of the check-

list, general design and appropriateness of content in the 

context of Rajasthan district.8 Results of the study by 

Miller et al showed that all providers started using the 

check-list upon introduction, but the providers who had 

participated in the orientation to the tool were found to be 

using it more appropriately than those who had not.13 

The study found that the uptake of WHO modified safe 

childbirth checklist was higher among respondents with 

high work experience and working in the facility between 

4-6 years, however, working experience, and duration at 

facility had no statistical relationship with uptake of 

WHO modified safe childbirth checklist. This concurs 

with a study by Dearing & Cox,  in a cross-sectional 

survey of 306 nurses in public hospitals in Zambia 

indicated that the majority of the participants who 

adhered to world health organization modified safe child 

birth checklist effectively had working experience of over 

10 years, representing 52.0% of the study population.17 A 

study Keith et al in North West Ethiopia, result of logistic 

regression analysis showed that clinicians with working 

experience of 15 years and below were nearly two times 

more likely to utilize WHO Safe Childbirth Checklist 

effectively compared to their counter parts.18 This differs 

with the Migori context where the nurse midwives in 

maternity unit were trained by the staffs who had been 

trained and oriented on the mSCCL and taken through all 

the steps on how to fill the check-list, this was then 

followed by the distribution of the check-list to the 

maternity units for the implementation. The quality 

improvement model was not used in this context however 

the mentoring of staffs on monthly basis during 

Continuous Medical Education (CME) was done by the 

staff mentors and the maternity in charges. 

The study was limited to the intermediate and the referral 

hospital, maternity departments only since these are 

facilities that have functional operation theatre rooms for 

mothers scheduled or for emergency caesarean sections 

and therefore its findings cannot be generalized to other 

hospitals countrywide. Time was limited especially taking 

into consideration the whole process from proposal, data 

collection, analysis and production of the final report; and 

the fact that the researcher was also an employee and 

needed to deliver at work too. Also, the researcher was 
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faced with some difficulties in meeting the costs related 

to the study especially printing and stationers as well 

transport costs and lunch allowance to the 

supporters/assistants considering that the researcher was a 

self-sponsored student.  

CONCLUSION  

It can be concluded from this study that almost three-

quarter of respondents use the WHO safe childbirth check 

list and it was mentioned to enhance communication and 

collaboration between staff and it is not difficult to 

implement the mSCCL checklist as well more than half 

like using WHO safe childbirth checklist. The study 

revealed that cadre, understanding what mSCCL is all 

about, mSCCL available in maternity unit, and 

understanding the pause points in the mSCCL were 

significantly associated with uptake of WHO modified 

safe childbirth checklist. There is need for hospital 

management, donors and other stakeholders to provide 

continuous training to health workers with specific focus 

on use of WHO modified Safe Childbirth Checklist 

through on- job trainings, mentorship for those already 

working and for sustainability, strengthening the 

curriculum in health training institutions through 

integrating WHO modified Safe Childbirth Checklist in 

all cadres. Also, there is need for the healthcare workers 

should prioritize ongoing and comprehensive training 

programs for healthcare workers on the mSCCL. These 

programs should focus not only on checklist content but 

also on the rationale behind its use and its potential 

impact on improving maternal and neonatal outcomes. 

Building on the success of peer-to-peer training methods 

observed in this study, healthcare institutions should 

consider incorporating more peer-led training initiatives. 

Experienced healthcare workers can play a pivotal role in 

training their colleagues, ensuring practical insights and 

shared experiences. 
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