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Inequities in Access to Services

Ç Since 1990, 45% reduction in maternal mortality 

Ç Leading single direct cause of maternal 
death globally: hemorrhage

Ç Risk of death far higher in resource-
poor community settings

Ç Most cases of postpartum hemorrhage
can be prevented or effectively treated Say et al. 2014

Women & providers need access to essential life-saving              

health care interventions, regardless of delivery site



International Consensus: Misoprostol for PPH

Â WHO Model List of Essential Medicines

Ç Prevention of PPH* : 2011

Ç Treatment of PPH* : 2015

Â WHO, FIGO, ICM & UNCoLSC

Ç Recommend misoprostol for PPH care*

Â Evidence-Based Regimens 

Ç Prevention of PPH : 600mcg oral dose (3 tablets)

Ç Treatment of PPH : 800mcg sublingual dose (4 tablets)

*where oxytocin (gold standard) is not available or cannot be safely used

An important uterotonic option in community settings

Low-cost, easy to use, available in tablet form, stable at room temperature



ÂSupport its use by lay health 
workers if no skilled birth 
attendant present

ÂCall for additional research of 
antenatal distribution of 
misoprostol to women for 
self-administration

WHO PPH Guidelines (2012): Prevention 
with Misoprostol in the Community



Self-Administered Misoprostol for PPH Prevention

Read more:  Weeks et al. BMC Pregnancy and Childbirth (2015). 
The MamaMisostudy of self-administered misoprostol  to prevent 
bleeding after childbirth in rural Uganda: a community-based, 
placebo-controlled randomisedtrial

Â Experience from rural Uganda

Â Advance distribution of misoprostol given to women to self-use following 
home deliveries

Â 600 mcg oral misoprostol vsplacebo

Â Our research revealed

Â 97% of women took  the study medicine

Â No adverse events

Â High acceptability

Â Evidence of misoprostol (ie study medicine) use in clinics when oxytocin 
unavailable

Empowering women to deliver their own care



Strategies Using Uterotonics for PPH 
Management at the Community Level 

Prevention

Administration after delivery 
to lower incidence of PPH

Â Effectively reduces average blood loss 
Â Most popular approach adopted by 

programs

Limitations:
Â ¦ƴŎƭŜŀǊ ƛŦ ǇǊŜǾŜƴǘƛƻƴ ŀƭƻƴŜ άǎŀǾŜǎ 
ƭƛǾŜǎέ

Â Does NOTeliminate need for PPH 
treatment 

Â Few current misoprostol programs 
address treatment options for when 
women fail to respond to prophylaxis 
(6-16%)

Treatment

Administration after PPH 
diagnosis to stop bleeding

Â Integration into programs has 
been slower

Â Stops bleeding in 20 minutes in 
9/10 women*

Â Treatment interventions often 
limited to referral only 

Â Recognition that treatment 
options are urgently needed in all 
settings where women deliver

*Winikoff et al. Lancet 2010; Blum et al. Lancet 

2010 (hospital-based trials) 6



Integrating PPH Treatment 
into Models of Care

Â Misoprostol can be of greatest use in settings where:

Ç IV oxytocin is not feasible 

Ç Referral not always possible 

Â Barriers to using misoprostol in these settings:

Ç Unknown safety of misoprostol for treatment following its 
prophylactic use

Ç Concern about capacity of non-physician providers to 
diagnose & treat PPH 

Ç Focus on universal prophylaxis 










