Management of Postpartum Hemorrhage Findings from a survey with 69 FIGO
Member Associations
Background
Since 1990 reducing deaths from complications of pregnancy and childbirth has been high on the
international agenda, spearheaded through Millennium Development Goal 5 which had the aim of
reducing maternal mortality by 3 quarters by 2015. While the global number of maternal deaths was
reduced by 43% during this period, some countries made little progress and the overall number of
maternal death remains unacceptably high1. With the introduction of the Sustainable Development
Agenda which will cover the period 2016-2030, the international community has been set a new target
- to reduce the global maternal mortality ratio to less than 70 per 100 000 live births, with no country
having a maternal mortality rate of more than twice the global average.
Postpartum hemorrhage (PPH) is still the leading direct
cause of maternal mortality and morbidity globally2 (see
chart to the right). International recommendations point
national maternal health programs to a set of key
components to successfully reduce maternal morbidity and
mortality. These include ensuring that key medicines such as
oxytocin and misoprostol are on international and national
essential medicines lists (EML) in correct dosages3, that
policy and service delivery guidelines exist that support the
provision of such uterotonics4, and that such evidence-based
guidelines are fully utilized - serving as the basis for preservice education as well as in-service training5,6.
Since 2010, FIGO has partnered with Gynuity Health Projects in an initiative to advocate for, and
disseminate, evidence-based information on the management of PPH in low-resource countries by
acting as a guiding organization for advocacy among the medical community and clinical policymakers.
With reference to the international recommendations discussed above, this Initiative has supported
the successful application for misoprostol to be included on the list of Essential Medicines for its
prevention of PPH indication; has provided guidelines, protocols and other training materials on
misoprostol use for PPH prevention and treatment (www.figo.org/figo-project-publications);
conducted more than 35 expert panel sessions providing new evidence on management of PPH at
national regional and global ob/gyn and women’s health conferences; and otherwise disseminated
evidence on interventions to reduce maternal mortality and morbidity from PPH.
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Aim
To find out about countries’ national guidelines for PPH, and inclusion of key PPH medicines on
national EMLs as well as any challenges to implementing evidence-based practice in order to further
support national FIGO Member Associations in their work towards their maternal health goals.

Methods
A web-based survey was developed and sent out by email to 130 FIGO Member Associations. Three
email reminders were sent before the survey was closed. The survey was composed of 18 questions,
some of which were single response questions, others permitted multiple responses. The broad
question areas covered were:
Guidelines and content: Whether there are standard national clinical guidelines on the management of
PPH. If so, if they recommend the use of misoprostol to prevent and treat PPH and if so, what is the
recommended regimen and conditions under which it is recommended?
Creation of guidelines: What year the current edition of the standard clinical guidelines were published,
when the next full review is due and whether minor revisions can be made between full reviews.
Which agencies took the lead in developing the guidelines and which international/regional/national
guidelines are used as principal referencing guidelines when drafting national guidelines.
EML and challenges to implementation: What the main challenges of implementing guidelines that
include use of misoprostol for PPH management are. Whether misoprostol is included on national
Essential Medicines Lists (or equivalent list of priority medicines), and if so, for what indications is it
listed?
It was decided to ask questions specifically about misoprostol for two reasons. Firstly, that misoprostol
represents a key medicine in the fight against maternal mortality and morbidity from PPH. While
oxytocin remains the first choice of treatment, in many low-resource settings it is either not available
or not feasible to use because it requires refrigeration and injection. Misoprostol may be more
practicable as it is a readily-available and inexpensive drug which comes in tablet form, is stable at
room temperature, and does not require any special skills, equipment, or facilities for its use. Recent
evidence shows that when oxytocin is not available or feasible, misoprostol is effective for prevention
and treatment of PPH7,8. These factors make it an important component of an integrated package of
PPH interventions, especially in resource-poor and community settings. Secondly, that misoprostol, as
a newer technology and supported by new science, can be used as an indicator for how quickly
guidelines respond to latest evidence in PPH management. A number of international organizations
have produced guidelines which include misoprostol (e.g. FIGO and WHO produced guidelines for
misoprostol use for prevention and treatment of PPH in 2012) thus it can serve as an interesting point
of comparison for both international and national recommendations.
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Results
One hundred and thirty FIGO Member Associations (MAs) were contacted, of which complete surveys
were received from 69 (53%) (see Table 1).

Table 1: Responders by FIGO Region

Of those responding, 56 (81%) reported that their country has national guidelines on PPH
management. Of this number, 34 (61%) included recommendations for misoprostol for prevention of
PPH, and 49 (88%) included recommendations for misoprostol for treatment of PPH, with 33 (59%)
having recommendations for both indications (see Chart below for breakdown by region).
Chart showing existence and content of guidelines by region
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Regimens and conditions under which misoprostol was recommended varied greatly in national
guidelines on PPH management. Seven different regimens were noted for prevention and 13 for
treatment (see Table 2). Conditions under which misoprostol is recommended for prevention of PPH
included: for every birth in any facility, for “high risk” births, for births outside facilities, when oxytocin
is not available, when unskilled birth attendant is present at the delivery, and some did not specify
conditions for use. The same conditions were given in the case of misoprostol for treatment of PPH
with the additional condition ‘after failure of first line treatment with other agents.’

Table 2: Regimens and conditions recommended for misoprostol use (multiple responses possible)

FIGO and WHO recommendations are highlighted in this Table.
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Of the countries with national guidelines (n=56), the obstetrics and gynecology association and
Ministry of Health were most often cited as the lead agencies involved in the creation of national
guidelines (66% and 61% involved respectively). The most current versions of the guidelines had been
published between 2006 and 2016; 20 had a year scheduled for their review (ranging from 2016 to
2010), 10 were reported as ‘currently underway’, and 26 had no review planned or the timescale for
review was not known. 94% reported that their Association would be involved in the next review of the
guidelines and 80% said minor revisions to the guidelines were possible between reviews.
In response to the question about which international, regional or other guidelines were used as
principle referencing guidelines when drafting national guidelines, the majority of those who had
national guidelines (75%) indicated using the WHO Recommendations for the prevention and treatment
of postpartum haemorrhage from 2012; 63% used the FIGO Prevention and Treatment of Post-Partum
Hemorrhage in Low Resource Settings from 2012; 45% used the RCOG Postpartum Haemorrhage,
Prevention and Management Green-top Guidelines from 2009; 41% used the ACOG Clinical
Management Guidelines on Postpartum Hemorrhage reaffirmed in 2013; and 14% used the FLASOG
Consenso Latinoamericano sobre usos del Misoprostol en Obstetricia y Ginecología from 2012. See
Table 3.

Table 3: Principle referencing guidelines used to develop national guidelines
and their recommendations

*Used = listed in the survey as one of the principle referencing guidelines when drafting national guidelines

5

One question asked responders for their opinion on potential challenges to implementing guidelines
that include use of misoprostol for PPH. The most common responses were: lack of supportive policy
or programs for use of misoprostol; misoprostol not widely and regularly available; misoprostol not
included on national EML; healthcare providers not knowing about the guidelines; lack of national
guidelines/misoprostol not included in national guidelines; and misoprostol not being registered for
use (not one of the listed potential challenges but entered by responders under the option ‘other’). Of
the 69 responders, 15 (22%) reported no challenges (see Figure 1).

Figure 1: Challenges in implementing guidelines that include use of misoprostol for PPH (N=69,
multiple answers possible)

Regarding national essential medicines lists, 42 (61%)
reported that misoprostol was included on their country’s
EML. Of these, 55% reported it was listed for prevention of
PPH; 74% reported it was listed for treatment of PPH; 69%
reported it was listed for indications other than postpartum
hemorrhage (such as induction of labor, management of
incomplete abortion/miscarriage, medical abortion); and 10%
reported that indications for use were not specified on their
EML for misoprostol.
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Discussion
Lack of complete, up-to-date, evidence based national guidelines
19% of associations reported that their country do not have national guidelines on PPH management.
Of countries that do, guidance on misoprostol use is often absent (just 59% of reported guidelines
include misoprostol for prevention and treatment of PPH). These findings support other evidence that
many countries either do not have national guidelines on PPH or that their guidelines are not
sufficiently up-to-date9,10. As national guidelines serve to guide training and best practice domestically,
they are essential documents; not having this country-level tool is problematic for countries with high
maternal mortality. Including key medicines like misoprostol in such guidelines is important in
countries where a large number of women give birth in healthcare facilities in the community or at
home, where access to oxytocin may be limited.
In FIGO’s ‘Prevention and treatment of postpartum hemorrhage in low-resource settings’ document
published in 2012, FIGO calls professional associations to action - to work towards incorporation of
recommendations into current guidelines, competencies, and curricula, and ensure that current bestevidence regimens are adopted11. FIGO reinforces this call to action and asks Member Associations
without guidelines to initiate dialogue with the Ministry of Health in order to have them produced, and
for Member Associations with guidelines that are not reflective of new best evidence, to advocate for
timely revisions to be made.
Variance between guidelines and from international guidelines
A wide array of regimens for misoprostol are given in the different national guidelines, and national
guidelines often do not align with international recommendations - findings previously reported
elsewhere8. In this survey, despite many reporting to use WHO and/or FIGO guidelines as key referral
documents, only about half then supported use of the same regimen. For prevention of PPH, 54% of
responders who used WHO/FIGO guidelines as guiding documents recommended the same regimen of
600 mcg given orally, and two of these also listed other regimens as well. Similarly for treatment of
PPH, 52% of responders who used WHO/FIGO guidelines as guiding documents recommended the
same regimen of 800 mcg given sublingually, and five of these also listed alternative regimens as well.
While adaptations of international guidelines are acknowledged to be needed in order to make them
locally-appropriate and better able to meet the specific needs of each country and health service, WHO
notes that “(m)odifications to the recommendations, where necessary, should be limited to weak
recommendations and justifications for any changes made in an explicit and transparent manner4.”
Given that modifications have been made to strong recommendations (i.e. those based on high quality
evidence), and alternatives recommended are based on limited data and may be pharmacokinetically
inferior12, further work is needed to examine how international guidelines are used and what
additional information determines regimens selected nationally.
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The fact that international guidelines themselves often contain differing recommendations may also
create an additional challenge for countries looking for international guidance when developing their
protocols/guidelines. It may be possible in the future to ensure international organizations work
together to synthesize evidence and potentially align their recommendations.
Moving guidelines into practice
In this survey, the most common challenge mentioned for implementing guidelines that include use of
misoprostol for PPH was the lack of supportive policy and programs. Another key challenge frequently
listed was that health care providers do not know about the guidelines. This supports other
documentation of the fact that having national guidelines does not inevitably mean they will be clear
and un-ambiguous, that they will be disseminated to healthcare workers, known about, or adhered
to13,14,15. The survey findings further highlight the need to work towards translating evidence-based
recommendations into practice at all levels. FIGO calls on Member Associations and partners to
examine their country’s knowledge-practice gap and work collaboratively and comprehensively to
implement policies and practices that improve maternal outcomes.
Key Medicines on Essential Medicines Lists
A high number of countries do not have misoprostol on their essential medicines lists – a finding in
conjunction with previous evidence showing that key medicines are frequently missing from essential
medicines lists16. This is despite the fact that misoprostol has been listed for its prevention indication
on the WHO Essential Medicines List since 2011 and for treatment indication since 2015. The WHO
EML was established with the aim of helping countries prioritize medicines according to their health
care needs but is only a blueprint - a medicine needs to be listed on national EML to ensure it can be
procured and supplied domestically. In FIGO’s 2012 ‘Prevention and treatment of postpartum
hemorrhage in low-resource settings’ document, one of the other specific calls to action from
professional associations is to mobilize, to call upon national regulatory agencies and policy makers to
approve misoprostol for PPH prevention and treatment, and to ensure that current best-evidence
regimens are adopted11. FIGO reinforces this call to action given the need as evidenced from this
survey.
Additionally, inclusion on national EML alone is insufficient without funding and functional supply
chains for the medicine, as evidenced from the survey where the most common challenge mentioned
for implementing guidelines on PPH was that misoprostol was not widely and regularly available. This
supports evidence from a survey in 37 countries which showed that countries rarely had regular
availability of misoprostol in their health facilities7. FIGO calls on Member Associations to include
making improvements to national procurement systems, addressing logistics and supply chain issues,
and removing regulations and policies which hamper supply efficiency to their advocacy work with
Ministry of Health and other key stakeholders.
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Conclusions
Having comprehensive, evidence-based guidelines on PPH and having misoprostol listed in national
EMLs are key interventions which must be in place for a country to address the major cause of
maternal mortality and morbidity. However, these alone will be ineffective unless there are also
supportive policy and programs in place, broad dissemination and training of the guidelines, and full
drug availability throughout all health facilities.
This survey was limited in that it did not ask about which healthcare providers were able to give key
medicines, and was directed at the guidelines for obstetricians and gynecologists rather than other
healthcare providers. It would also be interesting to examine guidelines provide for non-specialist
providers such as midwives and others who often attend deliveries, to see whether they reflect the
same gaps and needs. It is likely that this would highlight the need for more explicit discussion of task
sharing within guidelines for by different cadres of healthcare providers.
It is hoped that findings presented here can be used in collaboration with partners to offer assistance
to countries which do not have guidelines or are revising national guidelines to ensure they are
comprehensive and evidence-based. Findings can also be used with partners to offer assistance to
countries which do not have misoprostol listed on their EMLs. They could also be useful for discussion
with partners when revising international guidelines to raise issues of conformity and dissemination.
They will also be used to guide FIGOs work disseminating evidence useful on misoprostol and other
promising technologies for the management of PPH in the future.

Many thanks to all of the Member Associations who took part in this survey.
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