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Background/Objectives: Poor communication between healthcare providers is
aleading contributor to adverse events, particularly during clinical handovers.
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patient care. In Burkina Faso, limited evidence exists on healthcare providers’
perceptions of handover practices. This study aimed to explore the attitudes
of key maternity care personnel toward the standardization of clinical hando-
vers in referral hospitals. Methods: A qualitative, descriptive, cross-sectional
study was conducted between August 7 and November 22, 2023, in three re-
ferral maternity hospitals. Semi-structured interviews were carried out with
purposively selected healthcare providers. Transcripts were analyzed themat-
ically using Nvivo to identify key themes. Results: A total of 29 participants
were interviewed. All respondents acknowledged the importance of clinical
handovers for patient safety but reported that handover practices were incon-
sistently applied, especially during shift changes. Most participants supported
the idea of standardizing handovers and expressed openness to implementing
astructured model. However, anticipated barriers included resistance to change,
lack of formal guidelines, and insufficient training on effective handover pro-
cedures. Conclusions: Maternity care providers in referral hospitals demon-
strated positive attitudes toward the standardization of clinical handovers.
These findings provide a foundation for developing and implementing stand-
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ardized handover protocols aimed at reducing adverse events and improving
maternal and neonatal care quality in Burkina Faso.
Keywords

Clinical Handover, Healthcare Provider, Attitudes, Standardization,
Maternity Care, Burkina Faso

1. Introduction

Effective communication among healthcare providers is a cornerstone of high-
quality care and a critical determinant of patient safety. Among the various forms
of clinical communication, clinical handover is defined as the transfer of profes-
sional responsibility and essential patient information from one caregiver or team
to another. It represents a particularly high-risk but pivotal moment in the care
continuum [1]. These handovers, especially during shift changes, require the
rapid, accurate, and coordinated exchange of information to ensure continuity
and safety in patient care.

The importance of standardized clinical handover has been extensively high-
lighted in the international literature. Studies have shown that structured hando-
ver protocols can significantly reduce errors and improve care coordination [2]-
[4]. Conversely, communication failures during handovers are recognized as lead-
ing causes of preventable adverse events in hospitals. In the United States, reports
from the Joint Commission indicate that communication breakdowns contribute
to wrong-site surgeries, delayed treatments, medication errors, and falls [5].

In obstetric care specifically, approximately one-third of malpractice claims are
linked to communication errors, with failures in information transfer during la-
bor and delivery being particularly frequent [6].

A structured communication tool can significantly enhance the effective exchange
of patient information, minimize adverse events, promote patient safety, elevate
the quality of care, and improve healthcare provider satisfaction [7].

In 2007, the Joint Commission International (JCI) and the World Health Or-
ganization recommended the adoption of a standardized approach to handover
communication through the use of the SBAR technique—an acronym for Situa-
tion, Background, Assessment, and Recommendation [8].

In Burkina Faso, the Ministry of Health has introduced a national guideline on
managing adverse events associated with care, which acknowledges communica-
tion as a key human factor in patient safety. This guide seeks to establish a har-
monized framework for managing risks within the healthcare sector. The stand-
ardization of procedures has been recognized as an effective strategy for reducing
the likelihood of errors and enhancing the delivery of care. However, there is still
no standardized model or national protocol to guide clinical handover practices
[9]. This gap is particularly concerning in maternity care, where delays and mis-

communication can lead to severe maternal and neonatal outcomes [10]. Despite
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the recognized importance of clinical handover, little empirical research has ex-
amined how this practice is implemented or perceived by healthcare providers in
Burkina Faso.

Given this context, it is critical to explore how frontline maternity care provid-
ers, including unit coordinators, team leaders, and supervisors, perceive the po-
tential for standardizing clinical handovers in referral hospitals. Understanding
their attitudes, readiness, and perceived barriers is essential for informing national
strategies aimed at improving communication and enhancing the quality and
safety of maternal and newborn care.

This study aims to explore the attitudes of key maternity care personnel toward
the standardization of clinical handovers in three referral hospitals in Burkina

Faso.

2. Materials and Methods
2.1. Study Design and Period

This study employed a descriptive qualitative design, conducted between August
7 and November 22, 2023, in three tertiary referral maternity hospitals in Ouaga-
dougou, Burkina Faso.

2.2. Study Setting and Population

The study was conducted in the maternity units of the following university hos-
pitals: Yalgado Ouédraogo (YGD), Bogodogo (BGDG), and Tengandogo
(TGDG). These facilities serve as national referral centers with high patient vol-
umes and represent different organizational levels within the health system. The
study targeted unit coordinators (UC), care unit supervisors (CUS), and team
leaders (TL)—Xkey personnel responsible for organizing care delivery, supervis-
ing clinical teams, and mentoring frontline providers in obstetric and neonatal

services.

2.3. Sampling Strategy

A purposive sampling approach was used to select study sites and participants.
The three hospitals were chosen based on their status as national referral centers
with structured maternity units. Participants were selected non-randomly based
on their roles in team management, care coordination, and oversight of handover
processes. Eligible participants were required to: (1) be actively serving as a UC,
CUS, or TL in the maternity unit; (2) have at least one year of experience in the
department; (3) be present during the study period; and (4) provide informed
consent to participate. Participants were recruited within the hospitals following
a presentation of the study’s objectives, emphasizing anonymity, voluntary par-
ticipation, confidentiality, and informed consent. Ethical approval was presented
prior to recruitment. Interviews were scheduled based on the availability of re-
spondents to ensure minimal disruption to their clinical responsibilities. In total,

33 healthcare providers meeting these criteria were recruited.
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2.4. Data Collection

Data were collected using semi-structured individual interviews, guided by a tool
organized around eight core themes: perceptions, opinions, beliefs, judgments,
motivations, persuasions, intentions, and overall attitudes toward clinical hando-
ver practices. Interviews were conducted in person by three trained medical stu-
dents, following prior orientation on qualitative interviewing techniques and eth-
ical considerations.

Interviews were audio-recorded using digital voice recorders after obtaining
verbal and written consent from participants. Data collection continued until the-
matic saturation was reached—defined as the point at which no new themes or

insights emerged from successive interviews.

2.5. Data Analysis

Interview recordings were transcribed verbatim and analyzed manually using the-
matic content analysis. Initial coding was carried out to identify meaning units,
which were then grouped using axial coding to generate broader themes. Inter-
pretation of themes was iterative and grounded in the study objectives.

To enhance credibility and trustworthiness, findings were returned to selected
participants for member checking, allowing them to validate the accuracy of their
responses and suggest clarifications if needed. Rigorous documentation of the
coding process and transparent reporting of analytic decisions supported the con-
firmability and dependability of the results, in line with qualitative research stand-
ards [11].

2.6. Ethical Considerations

The study received ethical approval from the National Ethics Committee for
Health Research in Burkina Faso under protocol number No. 2023-03-065. Au-
thorization to conduct the study was also obtained from the general management
of all participating hospitals. All participants provided informed consent before
the interviews, and confidentiality and anonymity were strictly maintained through-

out the research process.

3. Results

3.1. Socio-Demographic Characteristics of Participants

A total of 29 healthcare providers participated in the study, yielding a participa-
tion rate of 87.9%, based on the saturation of information. Among the respond-
ents, 51.7% were team leaders, and the majority were midwives (including both
male and female practitioners). The mean age of participants was 44.6 years, with
most having over 10 years of professional experience in obstetric care (see Table
1). The sex ratio (male to female) was 0.31, indicating a predominance of female
participants, consistent with gender distribution trends in the maternity care

workforce.
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Table 1. Distribution of CUS/SUS/CE in the teaching hospitals of Ouagadougou by socio-
demographic categories n = 29.

Variables Number of Participants (n) Percentage of participants (%)
Age
30 - 39 years 2 6.89%
40 - 49 years 23 79.31%
50 years and older 4 13.79%
Professional
Experience
3 - 5 years 0 0%
5 - 9 years 0 0%
10 years or more 29 100%
Gender
Men 7 24.13%
Women 22 75.86%
Professional
Category
Specialist Nurses 4 13.79%
Midwives 17 58.62%
Specialist midwives 8 27.58%
Responsibility
Team Leaders 15 51.72%
Unit Supervisors 11 37.93%
Unit Coordinators 3 10.34%

3.2. Attitudes of Unit Coordinators, Care Unit Supervisors, and
Team Leaders (UC/CUS/TL) Toward Clinical Handover

As key actors in the organization and supervision of maternity care, care unit co-
ordinators, supervisors, and team leaders (UC/CUS/TL) are well positioned to in-
fluence the quality and consistency of clinical handover (CH) practices. Their at-
titudes toward CH are crucial for understanding the feasibility and acceptability
of implementing a standardized handover model. This section explores their per-
ceptions, motivations, and concerns, providing insight into both the enablers and

barriers to improving communication during care transitions.

3.2.1. Perceived Role of Clinical Handover in Enhancing Care Quality and
Patient Safety

All respondents consistently recognized clinical handover (CH) as a critical com-
ponent in improving the quality of care and ensuring patient safety in maternity
wards. Shift handovers were identified as key transition points during which es-

sential information about patient status, ongoing care, and potential risks must be
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communicated clearly to avoid errors and ensure continuity.

Participants emphasized that clinical handovers during job rotation periods
were crucial for sharing up-to-date information on women in labor or those re-
ceiving postpartum care. Given the continuous nature of maternity services—
where patient needs may evolve rapidly depending on the stage of labor or com-
plications—respondents considered clinical transmission to be an indispensable
tool for coordination between outgoing and incoming teams.

One respondent articulated this importance as follows:

“In clinical settings such as maternity wards, continuity of care is mandatory
for patients to receive quality care. Since our services operate continuously with
shift rotations, there must be transmission between the outgoing and incoming
teams. [...] It is a very relevant and essential aspect to prevent errors such as du-
plication or omission in patient management, or even a complete break in the
continuity of care.” (BGDG 1)

Overall, participants viewed clinical handover not simply as a routine task, but
as a strategic safety mechanism that contributes to better clinical decision-making,

risk reduction, and improved outcomes for mothers and newborns.

3.2.2. Assessment of the Implementation of Clinical Handover in
Maternity Services

Across all three referral maternity hospitals, the conduct of clinical handover
(CH) was widely perceived as unsatisfactory by the respondents. Several factors
were cited to explain this situation, including inadequate communication within
care teams, the absence of a shared understanding of the importance of CH, and
the lack of formal guidance or standard operating procedures.

While CH practices had been partially implemented—notably at the University
Hospital Center of Tengandogo since its opening—interviewees reported that
these efforts have faced significant operational challenges. Chief among these were
frequent staff turnover, a decline in adherence to protocol, and the absence of in-
stitutional directives to reinforce handover practices over time.

In contrast, at the Yalgado Ouédraogo and Bogodogo university hospitals, the
conduct of CH was described as inconsistent and largely informal. The handover
process lacked standardization, and overlap periods between outgoing and incom-
ing teams were often not respected, leading to fragmented or delayed information
transfer.

One respondent from Tengandogo highlighted how CH was once systemati-
cally integrated but gradually eroded:

“At our hospital, clinical handover used to be part of our routine. It was in-
cluded in our protocols, and we had a clear outline of the information that needed
to be shared during handover. But as staff have changed, the practice has declined.
Today, it is not well-respected.” (TGDG 01)

This decline in adherence to clinical handover protocols, especially in high-risk
units such as maternity care, was a recurring concern among participants. Re-

spondents emphasized the need for a formalized, institutionally supported model
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to restore the quality and consistency of clinical transmission across maternity

units.

3.2.3. Gaps in Practice and Perception of Clinical Handover

Respondents noted that the need for effective clinical transmission is not fully rec-
ognized by all providers, particularly during shift changes. In many instances,
there is minimal to no direct interaction between the outgoing and incoming teams,
resulting in fragmented communication. Instead of structured verbal handovers,
information is often conveyed through written notes or logs, which may omit crit-
ical clinical details or nuances.

Only exceptional or complex cases were typically discussed in person with the
incoming team, while routine patient care information was left undocumented or
transmitted superficially. This practice, according to participants, increases the
risk of omissions, misunderstandings, and compromised continuity of care.

Many respondents stressed that the physical presentation of patients during
handovers—i.e., allowing the incoming team to see and assess patients them-
selves—was essential to ensure safe and holistic care. The lack of such interactions
was identified as a systemic weakness in current handover practices.

One team leader described the issue as follows:

“It often happens that an outgoing provider gives instructions without present-
ing the patient to the incoming team. According to best practices, the new team
should be informed not only about the patient’s health status, but should also see
the patient directly to ensure proper care. Too often, we simply mention the pa-
tient’s name and introduce treatments without the incoming team ever seeing the
patient. And this is done amidst constant interruptions—responding to requests
or managing emergencies in the ward.” (BGDG 03)

This lack of direct engagement at the point of handover was seen by several
participants as undermining both clinical accountability and quality of care, par-

ticularly in the fast-paced and high-stakes environment of maternity services.

3.2.4. Fragmented Team Practices and Lack of Standardized Procedures
Respondents highlighted a major gap in clinical handover practices: the absence
of coordinated multidisciplinary communication during shift changes. The prin-
ciple of the effective presence of all healthcare team members—including physi-
cians, midwives, and trainees—during handovers is rarely applied in practice. In-
stead, clinical responsibilities and updates are often discussed within siloed pro-
fessional groups, with gynecologists and medical trainees conducting separate
briefings from midwives and other care providers.

This fragmented approach results in incomplete or delayed transmission of in-
formation, as patient care plans are not consistently shared across all team mem-
bers. Furthermore, respondents emphasized the absence of standardized proto-
cols guiding these exchanges, leading to wide variation in handover practices—
not only across services but even within the same team, depending on individual

preferences and experience.
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One participant described this separation of roles and the resulting communi-
cation gap:

“Gynecologists do their work separately with medical students and residents,
and midwives also work among themselves. Often, there isn’t even direct contact
between gynecologists and midwives during the handover.” (YLG 08)

Another respondent emphasized the lack of coordination and procedural over-
sight:

“Service briefings are held separately. Gynecologists meet with interns and res-
idents, and we [midwives] try to do the same. But there is no established proce-
dure or supervision. It is only when urgent cases arise that we attempt to share the
file with the midwife team going on duty. Often, there is no contact at all with the
doctors.” (YLG 13)

These findings reveal a critical disconnect in interprofessional collaboration
during handovers, which not only undermines the effectiveness of clinical trans-
mission but may also jeopardize patient safety. The lack of interdisciplinary com-
munication protocols and oversight mechanisms further exacerbates this chal-
lenge, reinforcing the need for a standardized, team-based model of clinical hand-

over.

3.2.5. Perceptions toward the Formalization and Standardization of
Clinical Handover

Respondents expressed strong support for the formalization and standardization
of clinical handover (CH) within maternity services. Many emphasized the need
for a harmonized model to be embedded in national or institutional quality of care
frameworks. According to participants, formalizing CH would promote a shared
understanding, ensure consistency across services, and reinforce the perception
of handover as an institutional priority rather than an optional task.

A participant illustrated this perspective:

“Harmonization is necessary so that each department works the same way,
which will make patient care more seamless. If it’s formalized, then everyone un-
derstands that it’s official and institutional—we’ll have the same understanding,
the same tools. Acceptance will be greater and adherence more satisfactory.”
(BGDG 02)

Respondents viewed standardization as not only a technical adjustment but also
a cultural shift in how communication is valued within the healthcare system. A
consistent, system-wide approach was seen as essential to overcoming current

variability in practice and to institutionalizing safe handover procedures.

3.2.6. Motivating and Enabling Factors for Effective Clinical Transmission
Several key enablers for the successful implementation of standardized CH prac-
tices were identified. These included: awareness-raising campaigns to highlight
the risks of inadequate communication and the benefits of structured handovers;
staff training on CH principles, protocols, and tools; regular follow-up and sup-

portive supervision to reinforce adherence; improved interprofessional commu-
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nication, especially between physicians and midwives; the existence of written
procedures or job aids to guide practice.

Respondents emphasized that training should not only target knowledge acqui-
sition but also aim to foster a culture of accountability and appreciation for team-
work. The lack of oversight was cited as a major barrier to sustainability, with
some participants noting that practices tend to erode when no one monitors com-
pliance.

One participant explained:

“It all must start with staff training and the existence of procedures. That will
help people understand why communication is important during shift assign-
ments. [...] Also, we need monitoring to make sure these guidelines are being fol-
lowed. Right now, no one checks what you do. Since people are often in a rush to
end their shift, they just give a quick summary and leave.” (YLG 01)

These findings point to the need for a multi-level implementation strategy,
combining policy formalization, capacity-building, supervision, and behavioral
reinforcement to embed clinical transmission as a standard, team-based practice

in maternity care.

3.2.7. Strategies to Promote Adherence to a Standardized Clinical
Transmission Model

In addition to formal training and procedural standardization, several respond-
ents emphasized the importance of motivational strategies to encourage healthcare
providers to adopt and maintain standardized clinical handover (CH) practices.
These strategies were seen as essential for building a shared culture of accounta-
bility and safety in maternity wards, where effective communication is critical to
safeguarding both maternal and neonatal health.

Participants suggested that awareness campaigns could help highlight the clin-
ical and legal risks associated with communication failures during shift changes.
They believed that reinforcing the serious consequences of errors—both in terms
of patient harm and potential professional liability—would enhance provider en-
gagement and compliance.

One respondent articulated this clearly:

“We need to raise awareness among colleagues about the risks that come with
poor communication between healthcare teams. People need to know that mis-
takes are no longer tolerated, and legal action can be taken. [...] To protect our-
selves, we must follow national protocols and comply. After all, it’s two lives at
stake. Handover procedures must be done properly to avoid errors and ensure
quality care in our maternity services.” (TGDG 05)

Respondents also linked standardized CH with professional ethics, suggesting
that quality communication reflects not only adherence to institutional rules but
also respect for patients’ rights and safety. Encouraging a sense of collective re-
sponsibility and framing CH as a non-negotiable aspect of safe clinical practice
were proposed as effective avenues to foster long-term behavioral change.

These insights underscore the importance of combining technical interventions

DOI: 10.4236/0jog.2025.159121

1455 Open Journal of Obstetrics and Gynecology


https://doi.org/10.4236/ojog.2025.159121

M. Compaore et al.

(e.g., procedures, checklists) with relational and normative strategies (e.g., aware-
ness, peer engagement, supervision) to create a supportive environment for im-

plementation.

3.2.8. Barriers to the Implementation of a Standardized Clinical
Handover Model

Respondents identified several barriers—political, institutional, and individual—
that could hinder the effective implementation of a standardized model for CH in
maternity services.

At the institutional and policy level, participants cited the absence of formal
reference tools and national guidelines to support standardized CH practices. With-
out an endorsed model or procedural framework, healthcare providers are left to
rely on informal or inconsistent practices, which undermines sustainability and
quality. The lack of integration of clinical transmission into pre-service and in-ser-
vice training programs was also flagged as a critical gap, limiting providers’ aware-
ness and competence in conducting structured handovers.

On an individual level, resistance to change was described as a common obsta-
cle—particularly when staff perceive new procedures as additional burdens rather
than tools to improve safety and workflow. Some respondents also raised concerns
about professionalism and engagement, noting that not all providers consistently
prioritize communication or quality of care.

As one respondent explained:

“At first, when people don’t understand the purpose, they’ll see it as just one
more task or tool to deal with. But it’s meant to make work easier. [...] Those who
don’t like to work professionally will always find it to be a problem.” (TGDG 03)

Another participant underscored the lack of training in clinical handover as a
structural limitation:

“Providers don’t have any information on how to do a proper transmission. We
were never taught that in school. [...] If we ask someone to do something they’ve
never learned, it’s going to be difficult.” (YLG 05)

Opverall, these findings point to the need for a comprehensive, multi-level strat-
egy that addresses not only technical and procedural barriers but also cultural and
educational gaps. Without addressing these factors, the introduction of a stand-
ardized model risks limited uptake, inconsistent application, and resistance among

frontline staff.

4. Discussion

This study explored the attitudes of unit coordinators, care unit supervisors, and
team leaders (UC/CUS/TL) toward clinical handover (CH) in maternity wards of
three university hospitals in Burkina Faso. The findings reveal an overall favorable
disposition toward the formalization and standardization of clinical handover
procedures. However, the actual conduct of CH was described as inconsistent,
unstructured, and poorly supported by institutional mechanisms, exposing criti-

cal gaps between attitudes and practice.
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All participants acknowledged that clinical transmission is essential for improv-
ing patient safety and ensuring continuity of care in maternity services. This aligns
with the definition of attitudes as psychological predispositions that influence in-
dividuals’ evaluations of practices or objects in their environment [12]. The favor-
able attitudes observed in this study suggest a readiness among healthcare leaders
to adopt structured CH processes, which is a critical condition for successful im-
plementation.

Similar attitudes have been documented in other settings. Wimalagunarathne
et al. (2024) [13] found that positive perceptions of handover practices were sig-
nificantly associated with their actual application. Kilic ef a/ (2017) and Suryani
& Said (2020) [12] [13] further confirmed that the attitudes of healthcare provid-
ers strongly influence the uptake of clinical handover models, particularly in re-
source-constrained environments.

Despite favorable attitudes, respondents expressed dissatisfaction with the cur-
rent state of CH in their services. Commonly reported issues included a lack of
formal procedures, inconsistent practices across teams, and poor communication
between professional groups, especially between physicians and midwives. The
lack of team-based handovers and the disregard for designated overlap times in-
dicate non-compliance with the principles of Clinical Handover (CH), further un-
dermining the quality of information transfer. To mitigate adverse events associ-
ated with patient care, it is recommended to formalize an overlap period, imple-
ment the use of a CH logbook, and ensure the active presence of all care team
members during shift transitions.

These shortcomings are consistent with findings from Egypt, where more than
three-quarters of participants reported being unsatisfied with existing handover
processes due to information gaps and lack of standardization [14]. Similarly,
studies in other LMIC settings have shown that unstructured communication dur-
ing shift changes contributes to errors, omissions, and preventable adverse events
[15] [16].

Participants in this study unanimously supported the adoption of a standard-
ized and harmonized model of clinical transmission, integrated within institu-
tional protocols and quality-of-care guidelines. These findings echo previous re-
search highlighting that the use of structured tools—such as SBAR (Situation,
Background, Assessment, Recommendation)—improves the accuracy, consistency,
and safety of handovers [17]-[19].

Given the complexity of maternity care and the high frequency of shift rota-
tions, a standardized CH process is essential to minimize clinical risk and optimize
patient outcomes. Structured communication helps ensure that essential patient
data are shared efficiently, enables evaluation of care resources, and fosters shared
clinical responsibility among staff.

The motivation of healthcare providers emerged as a key determinant of suc-
cessful implementation. Motivation, defined as the energy and direction given to
work behavior [20], was reinforced by several enabling factors cited by respond-

ents. These included staff training, supportive supervision, clearly defined proce-
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dures, and improved interprofessional collaboration. The emphasis on harmoniz-
ing practices across teams was also seen as crucial for building a culture of safety
and accountability.

Despite strong interest in standardization, participants identified significant in-
stitutional, organizational, and individual-level barriers. At the system level, the
lack of reference tools, absence of national guidelines, and exclusion of CH from
health professional training curricula hindered adoption. Organizationally, weak
oversight and poor scheduling practices further undermined implementation ef-
forts.

On an individual level, some providers perceived standardized handovers as an
additional workload, especially in the absence of proper orientation or support.
Resistance to change, especially among staff not accustomed to formal procedures,
was a recurring concern.

Interruptions during CH were also reported as a major operational challenge.
As noted in other studies, such disruptions often stem from inadequate planning
and poorly chosen handover environments [19] [20]. Conducting bedside hand-
overs has been proposed as an effective solution to reduce interruptions and en-
hance patient involvement [21]-[23].

1. Implications for Practice and Policy

To bridge the gap between intention and action, healthcare institutions in Burkina
Faso should develop and implement nationally endorsed CH protocols, grounded
in evidence-based practices. These protocols should be complemented by training
programs, performance monitoring, and regular feedback loops to support behav-
ior change. Several mnemonics have been tested and adopted as part of efforts
to standardize healthcare practices. Among the most widely implemented are SBAR
and ISBAR [3]. However, there is no conclusive evidence that one mnemonic is
superior to another in terms of effectiveness in promoting patient safety [24]. For
optimal impact, mnemonics should be tailored to the local healthcare context. The
SBAR model, recognized as an international benchmark, has been endorsed by
the French National Authority for Health. This model has already been adapted
into French through the mnemonic SEAD (Situation, Antécédents, Evaluation,
Demande), and could be considered for implementation [25].

Furthermore, the integration of CH into pre-service and continuing profes-
sional education is essential to ensure that future healthcare providers acquire the
skills and mindset necessary to prioritize effective communication.

2. Study Limitations

This study presents some limitations. First, it focused exclusively on the atti-
tudes of UC/CUS/TL, excluding the broader perspectives of physicians, nurses,
and other staff involved in maternity care. This limits the generalizability of the
findings across the entire care team. Second, the sampling strategy was purposive
and limited to three hospitals in Ouagadougou, which may not reflect conditions
in other regions or rural facilities. Third, the study did not assess actual handover

practices or the congruence between reported attitudes and observed behaviors.
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Despite these limitations, the study offers important insights into the readiness
for and challenges of implementing standardized CH in referral maternity ser-
vices, and it provides actionable recommendations for health system strengthen-

ing in similar contexts.

5. Conclusion

This study offers valuable insights into the attitudes of key maternity care person-
nel—care unit coordinators, supervisors, and team leaders—toward standardizing
clinical handover (CH) in three referral hospitals in Burkina Faso. Findings high-
light their strong readiness and positive perceptions of CH, recognizing its vital
role in enhancing care quality and patient safety. Dissatisfaction with current frag-
mented practices reinforces their support for formalization. Despite institutional
and behavioral challenges, participants proposed practical solutions such as staff
training, awareness campaigns, and improved supervision. Their engagement sig-
nals potential for institutional change when frontline leaders champion quality
and safety. Implementing a standardized CH model—backed by national guide-
lines, capacity building, and monitoring—could reduce adverse events, foster in-
terdisciplinary collaboration, and improve maternal and perinatal outcomes. These
findings provide a foundation for policy dialogue and health system reform in

similar low- and middle-income settings.
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