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Introduction: Postpartum hemorrhage (PPH) is responsible for a significant proportion of maternal mortality in developing countries. The utero-
tonic drugmisoprostol (Cytotec) is a safe and effectivemeans of preventing PPH.However,ministries of health in some countries are still grappling
with policy that addresses the implementation of this targeted intervention in community settings and with communicating this policy through-
out the health care system. The purpose of this study was to examine understandings of national policy for community-based use of misoprostol
to prevent PPH in 2 regions of Ethiopia: Amhara and Oromiya.

Methods: Qualitative in-depth interviews were conducted with a cohort of purposefully selected health officials (N = 51) representing various
administrative levels of the Ministry of Health and influential nongovernmental organizations. Broad topics included national policy for PPH
prevention, safety and effectiveness of community-based use ofmisoprostol, and preferences formisoprostol administration. Interview transcripts
were analyzed for key concepts both across and within administrative levels.

Results: Among all officials, understandings of national policy for community-based PPH prevention using misoprostol were unclear. Officials
in Amhara tended to adopt a strict interpretation that reflected fear of misuse and a deep concern for encouraging home birth (thus deviating
from the clear national goal to increase facility-based birth). Conversely, Oromiya officials framed policy in terms of the broader national goal to
reduce maternal mortality, which allowed them to adopt multiple means of misoprostol distribution.

Discussion: The differences observed in regional practice likely stem from an ambiguously perceived national policy within a climate of decen-
tralization that allowed for flexibility in local implementation. A policy that is clear, specific, evidence-based, and systematically communicated
may facilitate common understanding of community-based misoprostol for PPH prevention and, thus, increase women’s access to this lifesaving
intervention.
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INTRODUCTION

Women of reproductive age in developing world settings con-
tinue to suffer tremendously from pregnancy- and childbirth-
related complications. In sub-Saharan Africa, the estimated
ratio for maternal mortality is 500 deaths per 100,000 live
births, down from 850 in 1990.1 Despite the gains that have
been made, progress toward Millennium Development Goal
5 has been slow. Between 1990 and 2005, maternal mortality
in sub-Saharan Africa has decreased at 2.6% per year, a rate
well below the 5.5% annual decline needed to achieve a three-
fourths reduction in maternal mortality.1

Becausemost life-threatening complications occur during
or near birth, access to a skilled attendant (a health profes-
sional proficient in midwifery skills, such as a doctor, nurse-
midwife, or nurse) and to emergency obstetric care are widely
regarded as essential solutions.2, 3 However, despite the ne-
cessity of these strategies, local conditions in many countries
limit the extent to which this care can be made available to
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every woman who needs it. Lack of coverage, poor quality
of care, and delayed care-seeking behavior all contribute to
a situation in which many women do not receive care from
a skilled attendant and are not likely to receive this care in
the near future. The result of this reality is that local pol-
icy makers and program officers must often make critical de-
cisions regarding the role of targeted, community-based in-
terventions in efforts to improve maternal health. Commu-
nity and community-based refer to homes and small health
facilities that are nonsurgical, nonphysician, and geographi-
cally remote.

Of great importance is the use of misoprostol (Cytotec)
for postpartum hemorrhage (PPH) prevention in community
settings with low coverage of higher-level, facility-based
services. This intervention consists of 600 mcg of misoprostol
given orally immediately after the birth of the newborn.4, 5
To be clear, community-based use of misoprostol for PPH
prevention should not be considered as a replacement for
skilled attendants or emergency obstetric care, but rather as
a supplementary intervention for women served by health
systems that are not yet able to make more comprehensive
services widely accessible. Nonetheless, officials tasked with
developingmaternal health policy in these countries may face
challenges in reconciling priorities involving facility-based
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✦ This study examined regional differences in health officials’ understandings and implementation of policy regarding
community-based use of misoprostol (Cytotec) for postpartum hemorrhage (PPH) prevention in Ethiopia’s Amhara and
Oromiya regions.

✦ Substantial differences were found between regions in the interpretation of national policy regarding PPH prevention and
preferences for misoprostol administration.

✦ Systematic dissemination of national policy for community-based PPH prevention throughout the health system may
facilitate expanded and increased coverage of this intervention across the country.

services (eg, quality, quantity, and demand) with widespread
implementation of a more targeted, community-based
intervention.

In response to early findings from theMaternal and New-
born Health in Ethiopia Partnership (MaNHEP) project, the
purpose of this study was to examine understandings of na-
tional policy for community-based use of misoprostol to pre-
vent PPH in 2 regions of Ethiopia: Amhara and Oromiya.
After providing some background on PPH prevention in
Ethiopia and on theMaNHEPproject, we present a qualitative
analysis of how national policy for this intervention was dif-
ferently understood and implemented across andwithin these
regions. We then discuss implications of our findings in rela-
tion to the wider global health policy arena and decisionmak-
ing for maternal health.

Prevention of Postpartum Hemorrhage in Ethiopia

Obstetric hemorrhage accounts for about 34% of maternal
deaths in sub-Saharan Africa, making it the leading cause of
maternal mortality in the region.6 Although it is difficult to
determine precisely what proportion of obstetric hemorrhage
is attributable to postpartum uterine atony versus antenatal
complications or intrapartum lacerations, PPH is the most
common type of obstetric hemorrhage and uterine atony is
the most common cause of PPH.7 The most effective inter-
vention for PPH prevention is active management of third-
stage labor, which has been shown to reduce the risk of PPH
by more than 60%.8, 9 This intervention initially included ad-
ministration of a uterotonic drug within one minute of birth,
controlled cord traction, early cord clamping, and uterine
massage after placental delivery. However, current research
indicates that cord traction, early cord clamping, and uterine
massage are not likely to contribute significantly to reducing
the risk of PPH.10–13 These components aside, what is clear in
the literature is that uterotonic drugs can safely and effectively
prevent PPH.14–16

The relative safety, efficacy, and effectiveness of miso-
prostol to reduce the incidence of PPH as compared to oxy-
tocin, ergometrine, and placebo have been demonstrated in
both health facilities and community contexts.16–21 In set-
tings where active management of the third stage cannot
be provided by a skilled attendant, the World Health Orga-
nization (WHO) and other global health organizations rec-
ommend that oral administration of misoprostol be offered
to women by a trained community health worker for PPH

prevention.22–24 A recent systematic review of community-
based programs distributing misoprostol for home birth
showed that these programs achieved high coverage with cor-
rect administration.25 Because misoprostol is heat stable and
does not require injection, its administration and storage costs
at the community level are substantially lower than those of
other uterotonic drugs that depend on a cold chain or par-
enteral administration.

In Ethiopia, a great majority of the population resides
in rural areas and about 90% of births occur at home with-
out a skilled attendant.26 In 2010, the Drug Administration
and Control Authority approved use of misoprostol tablets
for oral administration to prevent PPH.27 In 2011, the Fed-
eral Ministry of Health aimed to ensure community-based
implementation of this intervention as part of a core pack-
age of health services delivered through the existing Health
Extension Program.28 Through this program, a guideline was
developed for health extension workers to administer 600
mcg of oral misoprostol to women immediately after birth.29
These professionals are government-regulated, public health
auxiliaries who provide basic services to rural communities,
including birth attendance in homes and health posts. To
improve self-care and uptake of health services, the federal
government also initiated the Community Health Develop-
ment Army—a program of volunteer agents responsible for
educating fellow villagers on health-related matters and fa-
cilitating access to the services provided by health extension
workers. This volunteer program is especially relevant to ma-
ternal health because health extension workers are estimated
to attend fewer than 1% of births in the country,26 for reasons
that likely include an insufficient numbers of trainees, con-
flicting job responsibilities, lack of confidence in skills, and
women’s preferences for familymembers and traditional birth
attendants (TBAs).30

It is important to note that, although the federal govern-
ment stipulates the overall responsibilities of health worker
cadres, specific duties are often determined at regional and
even district levels. Such local control is not uncommon in
sub-Saharan Africa, where many countries are striving for
decentralization in provision of public goods and services.
With respect to the community-based use of misoprostol for
PPH prevention, the main policy documents appear to be
those related to the Health Extension Program. No policy
that we could find specifies whether community health de-
velopment agents, TBAs, or other laypersons can handle and
administer misoprostol. In districts where the MaNHEP
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project was working, the Amhara Regional Health Bureau
permitted only health extension workers and higher-level
health professionals to administer the drug, whereas the
Oromiya Health Bureau additionally allowed administra-
tion by trained community health development agents. The
Oromiya district also allowed advance antenatal distribution
of misoprostol to pregnant women for administration by any
health worker present at the birth.

Prevention of Postpartum Hemorrhage in the
MaNHEP Project

From 2010 to 2013, MaNHEP partnered with the Ethiopia
Federal Ministry of Health to improve implementation of
community maternal and newborn health (CMNH) services,
increase demand for these services, and improve self-care
behaviors in 6 rural districts in the Amhara and Oromiya
regions.30 To achieve these aims, MaNHEP trained health ex-
tension workers, community health development agents, and
TBAs to collaboratively provide a package of focused CMNH
care and to educate pregnant women and family caregivers
on this care. This training included the use of misoprostol for
PPHprevention (dose, route, timing, and side effects) andwas
consistent for all of the health worker cadres. However, im-
plementation (distribution and administration) took place in
accordance with the regional regulations. The MaNHEP
project purchased and supplied misoprostol to the district
health offices in both regions.

Early in the implementation of MaNHEP, quality im-
provement data indicated a large discrepancy between
regions with respect to use of misoprostol for PPH preven-
tion. To better understand this difference, we examined re-
gional trends fromMaNHEP’s monthly quality improvement
database (March 2011–October 2012) and from its endline
survey of 1019 women who gave birth during the previ-
ous year (May 2012–July 2012). In both regions, the use of
misoprostol increased rapidly at the start of the project and
then stabilized for over 20 months in both regions; how-
ever, regional differences were persistent and large. Com-
pared to Amhara, women in Oromiya were significantly more
likely to be aware of and to receive this drug during preg-
nancy. Most notably, women in Oromiya were more than
9 times more likely to have used misoprostol at birth than
those in Amhara (95% confidence interval [CI], 6.78-13.24),
even when controlling for age, parity, education, and other
factors.31

From this finding, we concluded that the multiple
distribution channels available for misoprostol in Oromiya
significantly increased access to this drug in this region. It was
possible for women in Oromiya to attain misoprostol from a
variety of health workers, either at birth or during pregnancy.
In Amhara, the only community-based option that women
had to receive this drug was from health extension workers
immediately after giving birth. However, what still could not
be explained was why these discrepancies in practice existed.
We therefore conducted a qualitative study to explore how na-
tional policy for maternal health and PPH prevention was un-
derstood and implemented differently in the 2 regions.

Table 1. Summary of Participants by Administrative Level and
Region (N= 51)

Administrative Level Number of Participants
Federal Ministry of Health 7

Nongovernmental

organizations

7

Amhara Oromiya
(n= 19) (n= 18)

Regional health bureau 4 4

Zonal health department 3 3

District health office/health

centers

12 11

METHODS

To examine the policy context of community-based use of
misoprostol for PPH prevention in the MaNHEP study set-
ting, we interviewed 42 government officials between April
and August of 2012. These officials were purposely selected
for their involvement with maternal health policy or pro-
grams at different levels of administration, including the Fed-
eral Ministry of Health, the Amhara and Oromiya Regional
Health Bureaus, zonal (subregional) health departments, and
district (subzonal) health offices and health centers. To un-
derstand the views of representatives in nongovernmental or-
ganizations likely to influence relevant policy in Ethiopia, we
also interviewed 9 local officials at institutions such as WHO,
the United Nations International Emergency Children’s Fund
(UNICEF), the United Nations Population Fund (UNFPA),
DKT Ethiopia, and professional organizations (obstetrics
and midwifery). Table 1 provides a summary of the study
participants.

Prior to the conduct of interviews, a semistructured in-
terview guide was developed, pretested, and refined. The fi-
nal interview guide consisted of 12 open-ended questions
and probes designed to elicit participants’ understandings
and views on 3 general categories: 1) national priorities re-
garding maternal health and national policy for PPH pre-
vention, 2) the safety and effectiveness of community-based
misoprostol for PPH prevention, and 3) preferences for ad-
ministration of misoprostol for PPH prevention. The Emory
University institutional review board, the Ethiopia Federal
Ministry of Health, and the Amhara and Oromiya Regional
Health Bureaus provided ethical approval for this project.

After conducting an informed consent process that spec-
ified the participant’s right to review and amend the tran-
script once completed, an experienced qualitative interviewer
proceeded with the interview in a private setting. Individ-
ual interviews lasted an average of 45 minutes and were con-
ducted in Amharic, Afan Oromo, or English. All officials in-
vited for an interview agreed to participate, and 6 participants
took the opportunity to review their transcript prior to anal-
ysis (making no substantive amendments). Audio recordings
were transcribed and translated as needed, and then approx-
imately 20% of the data were randomly checked against the
original recording to verify accuracy. Final transcripts were
entered into MAXQDA qualitative data analysis software32
and coded for key concepts by a single researcher using a
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constant comparative method.33 Transcripts were first coded
by administrative group (see Table 1). Predominant group
responses and unique themes (as broader conceptual cate-
gories) were then identified within these groups. Finally, the
newly identified responses and themes were correlated and
contrasted across different groups and especially between the
2 regions.

RESULTS

The study results are presented according to 3 main groups
representing the main administrative bodies of interest: fed-
eral and nongovernmental officials, Amahara officials, and
Oromiya officials. The 3 topical categories just described were
explored within each of these groups, as well as within admin-
istrative subgroups (regional, zonal, and district) for each re-
gion. Specific titles and administrative levels are not given for
the selected quotations to protect participants’ identities.

National Maternal Health Priorities and Policy
Regarding Postpartum Hemorrhage Prevention

Federal and Nongovernmental Officials

Predominant responses to questions regarding national ma-
ternal health priorities were as follows: maternal health is in-
deed a high national priority; PPH is a major contributor to
maternal mortality; and PPH prevention is essential for sav-
ing lives. These officials frequently cited Millennium Devel-
opment Goal 5 as well as the slogan, “No woman should die
giving life.” However, despite acknowledging the critical role
of PPH prevention in reducing maternal mortality, an over-
riding theme was a preference for a broader health system ap-
proach rather than implementing PPH prevention as a stand-
alone or vertical intervention. Diverse strategies discussed as
components of this broad approach included emergency ob-
stetric care; antenatal and postnatal care; transport and re-
ferral mechanisms; nutritional supplements; family planning;
and most commonly, increasing the number of births taking
place in a health facility.

It is impossible to solve the problem by giving focus to
misoprostol alone. Other services—antenatal care, postna-
tal care, and basic and comprehensive emergency obstetric
care at health facilities—must also be given focus. It is only
when we integrate all of these things that we will be able to
reduce maternal mortality.

Confusion or ambivalence regarding the existence of an
official policy for community-based use ofmisoprostol to pre-
vent PPH was another theme that emerged from this group.
Some officials referred to the 2011 Road Map for Accelerat-
ing the Reduction of Maternal and Newborn Morbidity and
Mortality,28 while others said that the policy is implied in the
drug’s national approval and registration. Despite the current
guideline for health extension workers, most of these officials
were uncertain as to whether any official policy had been ap-
proved, and some expressed a need for a more specific policy
guideline.

There is a general policy that guides us. But how should
misoprostol be given? Who should it be given to? How it

should be implemented? A document that includes all of
these things should be compiled. I think there is much that
has not been done.

Finally, these officials felt that federal policy should be
uniform across and within different administrative levels, but
due to allowances for regions to adopt their own implemen-
tation strategies, practice of this policy can vary. Other rea-
sons suggested for regional differences included systematic
inconsistencies in drug supply, training, and professional (or
personal) commitment among lower-level officials and health
workers. Most officials conceded that, without more specific
guidelines, consistent implementation across regions, zones,
and districts is unlikely.

“You only have one country; everything generates from
there. But specific implementation procedures could vary
from region to region because we don’t set all of these (pro-
cedures). There is no question about that.”

Amhara Officials

In terms of national priorities formaternal health, theAmhara
officials placed great emphasis on increasing the number of
women giving birth in health facilities—so much so that the
preference for this strategy became its own theme among this
group. Community-based interventions were considered to
be a less preferable strategy, which should be veered away from
if possible. Confusion or lack of awareness about the existence
of a specific policy for PPHpreventionwas also apparent, with
many officials expressing concerns about the use of misopros-
tol outside of a health facility. The district officials were espe-
cially cautious, often voicing fears about potentially encour-
aging home birth with community-based misoprostol—and
thus deviating away from the strategy to increase use of facil-
ities for birth.

Priority is given to create access for mothers and to expand
health facilities and professionals. If a mother goes to a
health facility, the problem of PPH can be prevented.

I think the government permits health extension workers
to give misoprostol to mothers immediately after birth. I
participated in a meeting on this issue. But it was said
that this drug encourages home birth and reduces birth in
facilities.

Oromiya Officials

Regarding national maternal health priorities, Oromiya offi-
cials responded similarly to officials at the federal level and
in Amhara. However, these officials stressed the broader goal
to reduce maternal mortality while acknowledging but down-
playing the strategy to increase the number of facility-based
births as ameans of accomplishing this goal. None were aware
of an existing federal policy specific to community-based PPH
prevention, butmost indicated thatmisoprostol was currently
being used at births in homes and health posts and could de-
scribe this practice in detail.

I have never heard of a policy that specifies use of this drug.
But clearly there is a policy that says no mother should die
giving birth. That means not from PPH, one of the main
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causes of maternal death. Misoprostol is one of the best
ways to prevent it.

A unique theme emerging from this group involved em-
powerment in terms of raising community awareness, educa-
tion, and responsibility for maternal health. In other words,
pregnant women and their families need to know how to pro-
tect themselves and what resources are available to them, in-
cluding misoprostol to prevent PPH. In response to the strat-
egy to increase the number of facility-based births, describing
a birth as “unexpected,” “accidental,” or “an emergency” often
justified use of misoprostol in homes.

The main thing in preventing PPH is for a woman to give
birth at ahealth facility. But we also want her to know about
her own health and to get information. If she unexpectedly
gives birth at home, there is anew drug known as misopros-
tol that can help.

Perceived Safety and Effectiveness of Using
Community-Based Misoprostol for Postpartum
Hemorrhage Prevention

Federal and Nongovernmental Officials

On the whole, the response of these officials was that miso-
prostol is highly effective in preventing PPH, if not the most
effective drug (which some said is oxytocin). About half were
unwilling to commit to the safety ofmisoprostol, either stating
that they personally did not have enough knowledge or indi-
cating a need for more research. Concerns over mishandling
by untrained persons and misuse for unsafe abortion was a
primary theme. However, despite doubts about safety issues
and alongside a caveat that this drug is only a temporary so-
lution until numbers of facility-based births can be increased,
these officials agreed that misoprostol is the drug of choice at
the community level—both for practical reasons and because
there are no better alternatives.

There is no question about misoprostol at the community
level . . . you have no other choice. For oxytocin you have
to move around with a refrigerator to keep the cold chain.
In rural communities this is not possible. There is nothing
science has yet discovered that matches misoprostol—at the
community level.

PPH is not predictable. It can occur at any time. So I feel this
drug is fundamental. But I don’t think we should consider
it our final solution. In the interim we can use misoprostol
as a strategy.

Amhara Officials

Although Amhara officials also viewed misoprostol as being
effective in preventing PPH, the theme pertaining to fear of
misuse was also apparent. The most commonly cited safety
concerns in this group included administration in the event of
an undiagnosed twin (leading to a fatal outcome), administra-
tion during labor (causing uterine rupture), and use for unsafe
abortion. Although these officials generally favoredmisopros-
tol in response to the question of what should be the drug of
choice for PPH prevention at the community level, many con-
tinued to insist that birth should take place in health facilities

despite the challenges of serving laboring women in remote
areas.

During birth, tissues may tear and need to be stitched to-
gether. No one should overestimate misoprostol because
many things can cause bleeding. What will happen if the
drug is given when the woman is still in labor? Or if there
is another baby (twin)? Or perhaps it may be used unsafely
for other purposes . . . A woman can die.

Oromiya Officials

The predominant response among Oromiya officials was that
misoprostol is safe, effective, and greatly beneficial as com-
pared to its risks. These officials unequivocally felt that miso-
prostol should be the first choice for PPH prevention in the
community and were confident that this drug could be used
feasibly and reliably in cases of unexpected home birth. Like
officials in other groups, many discussed the practical value of
this intervention and its ease of use for saving women’s lives in
conditions lacking basic infrastructure. But unlike the officials
in Amhara, these officials repeatedly discussed the demand
among pregnant women and family members for obtaining
misoprostol to prevent PPH.

You know, if some people in our rural community become
aware, they will communicate with their friends and rela-
tives . . . what they have taken and how it benefited them.
This is happening with misoprostol. That people are com-
ing and demanding it is alone evidence of its safety and ef-
fectiveness. What other evidence is necessary?

Preferences for Administration of Misoprostol for
Postpartum Hemorrhage Prevention

Federal and Nongovernmental Officials

Despite occasional reservations about promoting home birth,
all of these officials indicated that health extension work-
ers are permitted to administer misoprostol in homes and
in rural health posts. However, most federal officials did not
believe that community health development agents or other
community members (including TBAs) should perform this
duty and were also against distribution of the drug during
pregnancy with training for self-administration. Primary rea-
sons for this opposition again included concerns about mis-
use, as well as issues related to improper storage and a percep-
tion that “rural people” have a limited ability to understand
and follow instructions.

“The community volunteers provide ‘simple and consistent
messages.’ They inform mothers to immunize children and
use antenatal care and give birth in facilities. They are mes-
sage transmitters only.The health extension workers imple-
ment the drug.”

Amhara Officials

As with the federal officials, Amhara officials felt that health
extension workers are the “lowest-level” health workers that
should be permitted to administer misoprostol. Some were
not even in full support of this policy, reiterating the impor-
tance of encouraging women to come to health facilities for
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birth. It was unanimous among these officials that commu-
nity health development agents and TBAs should not admin-
ister this drug. Besides the above-mentioned fears concern-
ing intrapartum administration, undiagnosed multiple gesta-
tion, unsafe abortion, and improper storage, another reason
given for this resistance included potential “medication shar-
ing” with family and friends.

The volunteers cannot distinguish one kind of drug from
another. Also, in accordance with our tradition, people
share medication with each other. They could distribute it
for . . . other purposes. They may not keep it properly or
they may even use it after its expiration date.

While the majority of Amhara officials responded in op-
position to advance distribution of misoprostol during preg-
nancy for self-administration (frequently referring to the
“stressful” situation of laboringwomen and the likelihood that
theywould forget to take the drug), a fewwere notably open to
this idea. These officials compared current practice inAmhara
to that of Oromiya and Tigray regions, accepting that this
strategy may be effective in saving women’s lives. Nonethe-
less, the prevailing sentiment related back to a perceived criti-
cal need to increase numbers of facility-based births; namely,
fear of giving women a drug that may convey a false sense of
security for home birth.

The government (Regional Health Bureau) hypothesizes
that a mother will not come to a facility if the drug is in
her home . . . that she may be overconfident. But mothers
could also die if we don’t allow them to keep this drug at
home. I hope no one will hold me to this, but I believe it’s a
good idea to give the drug to the woman.

Women and families will feel a false security and will for-
get that they still need to go to the health facility. Having
the medication at home will cause the mother to stay there
longer.

Oromiya Officials

TheOromiya officials all agreed that health extensionworkers
can and should administer misoprostol. Regional and zonal
officials were less confident about community health devel-
opment agents but were more supportive than their counter-
parts in Amhara. District officials enthusiastically supported
the strategy to train community development agents to ad-
ministermisoprostol.Many preferred that these volunteers (as
well as trained TBAs and family members) administer miso-
prostol over health extension workers because they are closer
to laboring women and can more reliably deliver the drug.
The theme emerging from this group with respect to admin-
istration was highly pragmatic: So long as they are properly
trained, any adult should be able to give misoprostol for PPH
prevention.

If things happen accidentally before the mother gets to a
health facility, there should be an alternative.The health ex-
tension workers cannot cover the whole village. In light of
saving her life, I think these volunteers can give the drug to
her.

I don’t differentiate between the health extension workers
and the trained volunteers or the TBAs or anyone else. As
long as they have received the proper training, they are
more than capable of administering the drug.

In terms of advance distribution and training pregnant
women for self-administration, the regional and zonal offi-
cials in Oromiya again expressed mixed views, whereas dis-
trict officials exhibited clear feelings that mothers in rural
areas should be able to prevent PPH on their own. Consis-
tent with the theme of empowerment, a few of these officials
seemed to take some personal initiative in implementing PPH
prevention strategies. As one district official remarked, “We
just thought it would be a good idea in our district to give (the
drug) to the mother herself, and so far we’ve seen good re-
sults.”

Of course it’s possible. If amoxicillin or some malaria drug
is prescribed every 6 hours, it is self-administered. It (miso-
prostol) is the same thing . . . Once they have been trained, it
is better that the mothers keep it than the health extension
workers or volunteers.

In our country we have 2 choices. We can make use of the
resources we currently have and accept the risks. Or we
can wait until qualified health professionals are available
in each locality and lose people. So, we look at the balance
and do what we can.

DISCUSSION

The qualitative data reveal ambivalence among health offi-
cials about the existence and content of a national policy for
community-based use of misoprostol for PPH prevention.
Despite this general uncertainty, patterns emerged that are
consistent with the regional differences found in the MaN-
HEP quantitative data.31 With few exceptions, Amhara offi-
cials were averse to deviating from what they viewed as the
clear national priority for maternal health—to increase the
number of facility-based births. At every administrative level,
these officials also expressed fear about a range of potential
consequences that could result from misuse of misoprostol.
Such concerns were reflected in the regional decision to allow
only health extension workers to administer the drug at the
community level. Although Oromiya officials also recognized
that increasing births in health facilities is a national goal,
they tended to frame the policy priority in broader terms—to
reduce maternal mortality. These officials reasoned that any
effective intervention for accomplishing this larger goal was
in keeping with national policy. They also incorporated le-
niency into the strategy involving facility-based birth by la-
beling home birth as “accidental” and frankly acknowledg-
ing local realities. Last, the Oromiya officials seemed to adopt
strategies that fostered empowerment, both in terms of per-
mitting a range of trained health workers to administer miso-
prostol and by encouragingwomen and families to take charge
of their own health and well-being.

This analysis illustrates how national policy to reducema-
ternal mortality and prevent PPH can be implemented dif-
ferently in diverse, within-country contexts. These differences
were particularly apparent at the district level, which is where
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policy plays out as practice on a day-to-day basis. The de-
centralization of public services, the relative nonspecificity of
higher-level policy, and a lack of communication of the pol-
icy that does exist left the door open for local interpretation,
which appears to play a critical role in how, where, and es-
pecially by who misoprostol for PPH prevention is imple-
mented. These results demonstrate a major strength of qual-
itative research, which is the ability to offer valid insight that
addresses the why of observed statistical patterns and associ-
ations. The most important limitation of this study involves
potential response bias that the in-depth interviews may have
been subject to, given the prominent positions of the intervie-
wees. However, the fact that few officials requested to review
their own transcript suggests that the interview content was
not overly sensitive, and the forthright manner in which most
officials responded to the topics lends additional credibility to
the validity of the results.

Implications for Maternal Health Policy in
Low-Income Settings

In the past decade, global health has seen a substantial push
toward the strengthening of health systems and something of
amove away from vertical, disease-specific interventions. De-
spite a relatively weak evidence base and questions about sus-
tainability,many highly influential global health organizations
have endorsed this approach.34 However, in some settings,
targeted maternal health interventions can still play a critical
role alongside more horizontal strategies such as emergency
obstetric care. Although the evidence for advance antenatal
distribution is inconclusive,35 the safety and effectiveness of
misoprostol for PPH prevention have been well established.
The feasibility of implementing this intervention in commu-
nity settings has also been documented.36–38 Finally, miso-
prostol for PPH prevention has been shown to be extremely
cost-effective for saving lives in developing countries as com-
pared to several other maternal health interventions.39, 40

Nonetheless, even if a particular intervention is shown to
be safe, effective, feasible, and efficient, the question remains
as to whether it will be acceptable. As reflected in this study,
some policy makers or program officers may be reluctant to
promote a community-based maternal health intervention if
they feel that home birth could potentially increase as a re-
sult. A strategy to make misoprostol widely available at the
community level for PPH prevention may also face political
barriers from concerns over misuse by providers seen as un-
qualified or unease about the drug’s abortifacient properties.
A few key studies shed light on how political priority for ma-
ternal health is generated in developing countries and on how
knowledge in the form of evidence-based practice translates
to policy in these settings.41–43 However, far more research is
needed regarding complex processes by which specific inter-
ventions are enacted as policy in diverse global contexts.

As concluded in our quantitative analysis of MaNHEP
data,31 as well as in a recent systematic review,25 a strategy
that permits multiple channels of misoprostol distribution (ie,
trained community health workers or advance distribution
with trained childbearing women and family caregivers) has
great potential to increase PPH prevention coverage and to
save women’s lives. At the same time, there is not a single

solution for all countries, and individual countries need not
adopt a singular approach. In this vein, a usable framework
is available to assist policy makers in context-driven decision
making for community-based PPH prevention by providing a
standardized means of employing existing evidence to evalu-
ate how, where, and under what circumstances it makes sense
to implement this intervention.44 Regardless of the particular
approach, the objective is to expand a medical advance that
improves maternal survival for women who are not likely to
reach skilled attendants or emergency obstetric care. The re-
sults of this study suggest that a deliberate, clear, and specific
national policy that is systematically communicated through-
out all levels of a country’s health systemmay be fundamental
for achieving this goal.
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