THE BETTERBIRTH
INTERVENTION
As part of the global
shift to facility-based
childbirth with
skilled birth
attendants,
the BetterBirth
intervention
centers on the
implementation
of the World Health
Organization Safe
Childbirth Checklist
to improve quality
of care in facilities.
The Checklist was created in 2009 to ensure key
evidence-based practices during labor and delivery
were provided to every woman and newborn, every
time. The WHO Checklist was developed through
a rigorous process in which experts identified 28
essential birth practices that prevent the major causes
of maternal and neonatal morbidity and mortality.
The Checklist divides these practices into four
“pause points,” or moments to remind birth
attendants to follow the practices: on admission,
just prior to delivery, within one hour of birth, and
before discharge.
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QUALITY
MATTERS
The Checklist was designed as a clinical reminder
and as an accountability tool to identify gaps in care
delivery and essential supplies. Its primary purpose is
to hold birth attendants accountable for adhering to
key practices, but it also holds leaders accountable for
restocking supplies and addressing other barriers.

The BetterBirth Study was a randomized controlled
trial of an intervention package that supported the
WHO Safe Childbirth Checklist implementation.
Control sites participating in the study received
standard care. For the intervention sites, the BetterBirth
partners recognized that a checklist alone would not
reduce childbirth-related deaths or complications.
Therefore, the intervention was paired with an
implementation strategy of engage-launch-support.

The WHO Safe Childbirth Checklist
Upon admission to the facility
BEFORE BIRTH

WHO Safe Childbirth Checklist
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Just before pushing or C-section
BEFORE BIRTH

2

Does mother need referral?

No
Yes, organized
Partograph started?

No, will start when ≥4cm
Yes


Does mother need to start:
Antibiotics?
No
Yes, given
Magnesium sulfate and
antihypertensive treatment?
No
Yes, magnesium sulfate given
Yes, antihypertensive medication given

Check your facility’s criteria

Start plotting when cervix ≥4 cm, then cervix should dilate ≥1 cm/hr
• Every 30 min: plot HR, contractions, fetal HR
• Every 2 hrs: plot temperature
• Every 4 hrs: plot BP

Ask for allergies before administration of any medication
Give antibiotics to mother if any of:
• Mother’s temperature ≥38°C
• History of foul-smelling vaginal discharge
• Rupture of membranes >18 hrs
Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria,
and any: severe headache, visual disturbance, epigastric pain
Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Magnesium sulfate and
antihypertensive treatment?
No
Yes, magnesium sulfate given
Yes, antihypertensive medication given

Confirm essential supplies are at bedside and
prepare for delivery:
For mother
 Gloves
 Alcohol-based handrub or soap

and clean water
 Oxytocin 10 units in syringe

Confirm supplies are available to
clean hands and wear gloves for each
vaginal exam.

For baby
 Clean towel
 Tie or cord clamp
 Sterile blade to cut cord
 Suction device
 Bag-and-mask

Encourage birth companion to be present
at birth.

Confirm that mother or companion will call
for help during labour if needed.

Antibiotics?
No
Yes, given

Call for help if any of:
• Bleeding
• Severe abdominal pain
• Severe headache or visual disturbance
• Unable to urinate
• Urge to push
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Just Before Pushing (Or Before Caesarean)

Does mother need to start:

AFTER BIRTH

AFTER BIRTH

WHO Safe Childbirth Checklist

On Admission

Soon after birth (within 1 hour) Before discharge from the facility

Ask for allergies before administration of any medication
Give antibiotics to mother if any of:
• Mother’s temperature ≥38 °C
• History of foul-smelling vaginal discharge
• Rupture of membranes >18 hrs
• Caesarean section
Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria,
and any: severe headache, visual disturbance, epigastric pain

If bleeding abnormally:
• Massage uterus
• Consider more uterotonic
• Start IV fluids and keep mother warm
• Treat cause: uterine atony, retained placenta/fragments, vaginal tear,
uterine rupture

Does mother need to start antibiotics?

Does mother need to start:
Antibiotics?
 No
 Yes, given

Ask for allergies before administration of any medication
Give antibiotics to mother if placenta manually removed or if
mother’s temperature ≥38 °C and any of:
• Chills
• Foul-smelling vaginal discharge

Is mother’s blood pressure normal?

Confirm stay at facility for 24 hours after delivery.

 No
 Yes, given and delay discharge

 No, treat and delay discharge
 Yes

If the mother has a third or fourth degree of perineal tear give antibiotics
to prevent infection

Magnesium sulfate and
antihypertensive treatment?
 No
 Yes, magnesium sulfate given
 Yes, antihypertensive medication given

Is mother bleeding abnormally?

Does baby need:
Referral?
 No
 Yes, organized

Check your facility’s criteria.

Antibiotics?
 No
 Yes, given

Give baby antibiotics if antibiotics given to mother for treatment of
maternal infection during childbirth or if baby has any of:
• Respiratory rate >60/min or <30/min
• Chest in-drawing, grunting, or convulsions
• Poor movement on stimulation
• Baby’s temperature <35 °C (and not rising after warming)
or baby’s temperature ≥38 °C

Special care and monitoring?
 No
 Yes, organized

Assistant identified and ready to help at birth if needed.

 No
 Yes, treat and delay discharge

 No
 Yes, give antibiotics, delay discharge,

give special care

If pulse >110 beats per minute and blood pressure <90 mmHg
• Start IV and keep mother warm
• Treat cause (hypovolemic shock)

 No, establish good breastfeeding practices and delay discharge
 Yes
Discuss and offer family planning options to mother.

Arrange special care/monitoring for baby if any:
• More than 1 month early
• Birth weight <2500 grams
• Needs antibiotics
• Required resuscitation

Arrange follow-up and confirm mother / companion will seek help if danger signs appear after discharge.

Danger Signs

Confirm mother / companion will call for help if danger signs present.

This checklist is not intended to be comprehensive and should not replace the case notes or partograph. Additions and modifications to fit local practice are encouraged.
For more information on recommended use of the checklist, please refer to the “WHO Safe Childbirth Checklist Implementation Guide” at: www.who.int/patientsafety.

Responsibility for the interpretation and use of the material in this checklist lies with the reader. In no event shall the World Health Organization be liable for damages arising
from its use. For more information visit www.who.int/patientsafety.
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Give antibiotics to baby if any of:
• Respiratory rate >60/min or <30/min
• Chest in-drawing, grunting, or convulsions
• Poor movement on stimulation
• Baby’s temperature <35°C (and not rising after warming)
or baby’s temperature ≥38°C
• Stopped breastfeeding well
• Umbilicus redness extending to skin or draining pus

Is baby feeding well?

Started breastfeeding and skin-to-skin contact (if mother and baby are well).

Mother has any of:

Baby has any of:

•
•
•
•
•
•
•

•
•
•
•
•
•

Bleeding
Severe abdominal pain
Severe headache or visual disturbance
Breathing difficulty
Fever or chills
Difficulty emptying bladder
Epigastric pain

Fast/difficult breathing
Fever
Unusually cold
Stops feeding well
Less activity than normal
Whole body becomes yellow

Responsibility for the interpretation and use of the material in this checklist lies with the reader. In no event shall the World Health Organization be liable for damages arising
from its use. For more information visit www.who.int/patientsafety.
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Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria, and any: severe headache,
visual disturbance, epigastric pain

Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Does baby need to start antibiotics?

Prepare to care for baby immediately after birth:
1. Dry baby, keep warm
2. If not breathing, stimulate and clear airway
3. If still not breathing:
• clamp and cut cord
• clean airway if necessary
• ventilate with bag-and-mask
• shout for help

Ask for allergies before administration of any medication
Give antibiotics to mother if any of:
• Mother’s temperature ≥38 °C
• Foul-smelling vaginal discharge

Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria, and any: severe headache,
visual disturbance, epigastric pain



This checklist is not intended to be comprehensive and should not replace the case notes or partograph. Additions and modifications to fit local practice are encouraged.
For more information on recommended use of the checklist, please refer to the “WHO Safe Childbirth Checklist Implementation Guide” at: www.who.int/patientsafety.

Before Discharge

Is mother bleeding abnormally?
 No
 Yes, shout for help

Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Prepare to care for mother immediately after birth:
Confirm single baby only (not multiple birth)
1. Give oxytocin within 1 minute after birth
2. Deliver placenta 1-3 minutes after birth
3. Massage uterus after placenta is delivered
4. Confirm uterus is contracted
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Soon After Birth (Within 1 Hour)

Completed by

Referral
Criteria

CHECKLIST

Completed by

CHECKLIST

Referral
Criteria

Completed by

CHECKLIST

WHO Safe Childbirth Checklist

Danger
Signs

Completed by

CHECKLIST
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THE CHECKLIST IN ITALY

A teaching hospital in Florence, Italy, implemented
the WHO Safe Childbirth Checklist as a tool to support
health-care workers managing critical activities
during delivery. Results demonstrated improved
interdisciplinary teamwork and communication.8

As part of the study’s engagement
campaign, leaders at the facility,
district, and state levels were solicited
for their views on and commitment
to the Checklist, which had been
adapted to India’s Ministry of Health
and Family Welfare guidelines.
An inspirational launch event
formally introduced the Checklist
to each facility, motivated birth
attendants, and assessed existing
gaps that could hinder its adoption.
The support strategy used peer-topeer coaching to build trust between
birth attendants and coaches. These
coaches—trained nurses employed
by an independent, external
organization—worked directly with
birth attendants. The coaching had
three primary goals:
1. to motivate birth attendants to change their practices,
2. to observe, record, and share information about
birth attendants’ behaviors to facility and district
leaders in order to increase system-level support
for improved quality of care, and
3. to support birth attendants in their efforts
to problem-solve and overcome barriers to
essential practices.
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Coaches visited each facility twice weekly during the
early stages of the intervention, with the frequency
of visits decreasing to once monthly by the end
of the intervention, for a total of 43 visits over an
eight-month period. Due to the study design and
requirements, the support strategy could not be
adapted from facility to facility.
Coaches did not provide clinical care, specific training
in birth attendant competency, or medical supplies;
rather, they supported the birth attendants and
leaders to activate resources within their own facility.
Although coaches did not intervene in emergencies,
they did have the authority to communicate any
concerns to the medical officer in charge, if needed.
Coaches also had the discretion to encourage
appropriate referral of a woman or newborn before,
during, or after observation, since such measures are
explicitly spelled out in the Safe Childbirth Checklist.
Facility-Based Coaching Visit Schedule
Twice a
week

Coach
Month
Coach
Team
Leader

1

2

3

Once a
week

Once a
week

4

5

6

Once
fortnightly

Fort- Once a
nightly month

7

8

Once a
month

43

visits

Total
23

visits

Coach team leaders focused on supporting the facility
leadership and ensuring strong communication between
frontline birth attendants, facility leaders, and districtlevel leaders. By enhancing communication, team
leaders were able to more quickly identify deficiencies in
supplies, staffing, and skills, while encouraging facility
leadership to problem-solve these gaps.
Data-feedback strategies at the facility and district
levels included sharing heat maps, a data visualization
tool, of adherence to essential birth practices. This
feedback process was carried out in a collaborative
and nonpunitive manner through sharing data results

A team leader and coach support birth attendants in completing the essential birth practices on the Safe Childbirth Checklist.

in aggregate rather than at the individual level. The
purpose was to hold birth attendants, coaches, and
leaders accountable for improving adherence by
addressing opportunity, ability, and motivation barriers.
District health personnel benchmarked facility-level
behavior change to track improvement over time.

At each facility, a motivated and respected staff
member was selected by facility leadership to be a
childbirth quality champion. The champion worked
closely with team leaders to improve quality of care
and support the Safe Childbirth Checklist beyond the
BetterBirth Study.

Heatmap: Essential birth practices (EBP)
Oxytocin

Neonatal bag prepared?

Did Birth Attendant
use Checklist?

Birth attendant did EBP without prompt
Birth attendant did EBP with prompt

Birth attendant did not do EBP despite
prompt due to barrier (Opportunity, Ability,
Motivation, or Supplies)

The BetterBirth Intervention

|

17

KEY FINDINGS FROM
THE BETTERBIRTH STUDY
Implementation of the WHO Safe Childbirth Checklist
in primary facilities improved overall uptake of and
adherence to essential birth practices. Among the
study’s findings:
»» After two months of coaching, birth attendants
who received coaching and the Checklist had
higher adherence to practices than birth attendants
in control facilities (2,563 births observed). After
the intervention was completed, birth attendants
who received the intervention maintained higher
adherence to practices compared to birth attendants
in control sites (2,325 additional births observed).
»» In the presence of a coach, birth attendants
were often able to overcome pressures such as
misaligned clinical and financial incentives.
»» Adherence was lower when the coach was not
present and the birth attendant was observed
instead by an independent data collector.

Customized, frequent coaching is more effective than
didactic, less frequent coaching
Percent of deliveries where practice performed
100%
80%
60%
40%
20%
0%
Partograph Skin-toskin at
1 hour
No coaching
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“Light Touch” coaching

Intensive coaching

WHO framework for quality of maternal
and newborn health care7
Structure

Health System
Process

Quality of Care

»» After study completion, a shorter, “light touch”
intervention was implemented in control facilities.
In this intervention, coaching occurred through
10 visits over eight weeks and used a prescriptive
training program. We found that adherence to
essential birth practices was lower in the “light
touch” group compared to the birth attendants
who received the full intervention (1,210 births
observed during “light touch”).
The BetterBirth Study showed behavior change is
possible. It also demonstrated that more is required
to enhance quality and actually improve maternal
and newborn health outcomes. The WHO Quality of
Care Framework,7 published in 2016, defines the two
most important domains of quality as 1) the provision
of care and 2) the experience of care among women,

Proper Oxytocin Breast- Skin-to- Clean
hand
within feeding
skin,
towel
hygiene 1 minute initiated immediate available

Provision of Care

Experience of Care

1. Evidence-based
4. Effective communication
practices for routine
5. Respect & preservation
care & management
of dignity
of complications
6. Emotional support
2. Actionable information
systems
3. Functional referral systems
7. Competent and motivated human resources
8. Essential physical resources available
Outcome

Individual & Facility-level Outcomes
Coverage of key practices

People-centered outcomes

Health outcomes

Quality of Care Components Across Health System Levels

Competency +
Workplace

Power

System Level

Women and
Community

Quality of Care
Components
Emerging from
the BetterBirth
Study

Readiness

Systemness

PrimaryLevel
Facility

Birth
Attendants

Health
System

Motivations, incentives, and workload
Birth Attendant competency
Birth experience
Referral systems
Capability,
capacity, and
organizational
culture
Supply availability
Leadership

newborns, and their families. In
the BetterBirth intervention, the
provision of care was defined
narrowly as adherence to 28
essential practices. While this
specific goal was a prerequisite for
improvement, it did not suffice to
reduce morbidity and mortality.
This unexpected result may stem
from the fact that the BetterBirth
intervention was not designed

to improve other quality-of-care
components, including
»» birth attendant competency;
»» motivations, incentives,
and workload;

Such insights from the study
highlight the need to widen
the focus beyond one single
component of health-care quality,
and instead to acknowledge and
leverage the interdependence and
connectedness of all components.

»» emotional support, respect,
and dignity for women and
their families; and
»» referral systems.

The BetterBirth Intervention

|

19

ADDITIONAL INSIGHTS FROM
AROUND THE GLOBE
After initial pilot testing of the Safe Childbirth
Checklist, the WHO created a global collaborative
in 2012 to understand how the Checklist could be
adapted to different contexts. The WHO and Ariadne
Labs drafted an implementation guide to accompany
the Checklist, following a survey that had been
administered among its collaboration sites to assess
the factors that promoted or hindered Checklist use.
Findings from both global sites and the BetterBirth
Study were incorporated into the guide. More than 30
sites participated in this collaborative to share how
they adapted strategies and coaching models to fit
their unique needs, constraints, and local customs.
Many sites that employed a coaching model used
coaches who were based within their facilities and
had strong, established relationships with peers and
leaders. These coaches identified knowledge and
skills gaps, and addressed the gaps through a variety
of strategies, including clinical trainings, simulations,
and real-time skills-building workshops. Coaches were
either leaders within the facility or were otherwise
institutionally connected to facility leaders—positions
that gave them the authority to take action when
needed to overcome hurdles to Checklist use, such as
stock outs or staffing problems. These interpersonal
and organizational relationships within the health
facilities ensured that participants were accountable
to each other, which in turn eased adoption of the
essential birth practices and encouraged other positive
behavior changes over time.
Now that the WHO Safe Childbirth Checklist has been
disseminated globally, new insights have emerged
from implementers. The main learnings from the
Collaborative are captured in a new report, WHO
Safe Childbirth Checklist: Lessons from the Field, and
offer further strategies for implementation success.
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An overarching theme is that the Checklist must be
locally owned, adapted, and implemented to ensure its
relevance, acceptability, and successful uptake. At the
same time, stakeholder engagement across the health
care system—from frontline users to facility managers
to state leaders—boosts Checklist adherence. The
WHO Safe Childbirth Checklist was most often
successful as part of a larger quality improvement
initiative, including skills labs, maternal death audits,
and quality improvement cycles.
The WHO global collaborative enabled implementers
to share successes and challenges, and to discuss
further strategies to improve quality of care in
childbirth. Topics discussed included how to counter
staff resistance to using the Checklist; how to enhance
understanding of Checklist tasks; and how to improve
clinical skills. Additionally, implementers from around
the world shared how they used the Safe Childbirth
Checklist to encourage accountability in clinical
decisions and to improve supply chains.

ADAPTING THE CHECKLIST IN SRI LANKA
The WHO Safe Childbirth Checklist was implemented
in the University Obstetrics Unit at De Soysa Hospital
for Women, Colombo, and two obstetric units at
Teaching Hospital, Mahamodara, Galle, Sri Lanka.

The implementation team adapted the original
Checklist to fit into their local context by adding the
use of antenatal corticosteroids to the Checklist and
encouraging the presence of a labor companion.
They also modified the first two pause points—the
first point was advanced to admission to the antenatal
ward; the second point became admission to the
labor ward.9

ADAPTING THE CHECKLIST IN MEXICO

A working group was established with the participation
of the obstetrical, perinatology, and quality management
staff from four hospitals in the state of Hidalgo, the state
of Mexico, and Mexico City, supported by a research team
from the National Institute of Public Health.
This group spent time adapting the Safe Childbirth
Checklist to the local context prior to implementing
it. For example, the original WHO Checklist is a single
document including practices for women during labor
and delivery, and for newborns after birth. This group
separated the Checklists (one for women and another
for newborns) to better incorporate additional
childbirth care responsibilities into the Checklist.
Additionally, the original Checklist asks if there was a
cesarean section. In Mexico, they added a check on
the reason for the cesarean section, according to a list
proposed by the working group based on accepted
practice guidelines.10
States in Mexico with hospitals using the Checklist

KEY RECOMMENDATIONS
In future implementation of the BetterBirth
intervention and similar quality improvement
initiatives, the tool and implementation strategy
should be adapted to the local context. Below are
recommendations to facilitate adaptation of each
component of the BetterBirth intervention.

SAFE CHILDBIRTH CHECKLIST
Clarify the purpose of the Checklist (i.e., decision
support, memory aid, accountability tool) and the
intended users (i.e., individual birth attendants,
teams of birth attendants).
Ensure that the Checklist is supported internally
and that it meets an identified gap at the facility.
Support real-time use, not just retrospective
documentation, through identifying and
supporting champions.
Consider adapting and/or editing the Checklist and
its pause points, or introduce the Checklist through
a step-wise process, according to the facility’s
workflow constraints.
Ensure an adequate supply of paper Checklists or
use electronic Checklists.

Veracruz

Mexico

Hidalgo

Consider linking the Safe Childbirth Checklist with
other safety bundles, crisis checklists, or cesarean
checklists, to better manage complications.

Chiapas

The BetterBirth Intervention
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A coach reviews the Checklist practices with a birth attendant and assists with identifying and addressing barriers to adherence.

COACHING
Coaches should be appropriately trained and
empowered to develop strong relationships, provide
effective and nonjudgmental feedback, and define a
clear process for problem solving.
Ongoing supportive supervision for coaches
themselves is needed to continually build skills and
share problem-solving strategies.
Consider intensive and/or ongoing coaching
to achieve and sustain adherence to essential
birth practices.
Coaches should be able to support and empower
birth attendants to identify and address barriers to
behavior change in real time.
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Provide coaching to all birth attendants and across
all pause points, including during night shifts.
Ensure that coaching for quality improvement
initiatives includes mechanisms for accountability
and reaches facility-, district-, and state-level
managers in addition to birth attendants.
Facility leaders should strive to create a synergistic
relationship with coaches to uphold the quality
improvement intervention.
Coaches should recognize and address existing
incentives (e.g., financial and social expectations
of childbirth care) that influence birth attendant
behavior as part of their coaching approach.

A coach shares a heat map reflecting adherence to practices with birth attendants and points out areas for improvement.

Coaches should be flexible in adapting their
strategy based on birth attendant needs, rather
than strictly following a rigid coaching curriculum
or protocol.
Coaches may benefit from a government title or
other form of institutional empowerment, rather
than operating as external project personnel
separate from the local health facility.
While implementation partners around the
globe reported success with coaches who came
from within facilities, further research is needed
to evaluate the impact of internal versus
external coaches.

DATA FEEDBACK
Incorporate human-centered design in developing
data feedback platforms, including user-friendly
data visualization and integration with systems that
routinely collect information.
Ensure that data-feedback mechanisms are not
used to punish staff, but rather to constructively
address gaps in care and hold systems accountable
for improvement. ■
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