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The role of misoprostol in making home births safer

BACKGROUND

dying as a result of pregnancy and
child birth. Because of this, basic

According to the World Health
Organisation a woman dies every
minute from complications related
to pregnancy or childbirth. For
each woman that dies 30 more are
left ill or disabled. The numbers
related to maternal ill health
make grim reading, but the real
scandal is that we have the
medical technologies and the
knowledge to save women’s lives –
in developed countries death in
childbirth is a rare tragedy – but in
many settings we have been
unable to put into place the
systems and interventions that
would really make a difference.

and emergency obstetric care is
inaccessible to many women who
require it.

Maternal ill health is not a burden
shared equally across the world.
99 per cent of deaths occur in
developing countries. The links
between maternal health and
development were reaffirmed by
the
international
community
through its inclusion as the fifth
Millennium
Development
Goal
(MDG 5). MDG 5 aims to:

Postpartum
haemorrhage,
as
defined by the World Health
Organisation, is postpartum blood
loss in excess of 500ml but in
populations with a high prevalence
of anaemia blood loss less than
500ml has been noted to have
severe
physical
consequences
(McCormick et al., 2002). Uterine
atony, or failure of the uterus to
contract after delivery, is the most
common cause of postpartum
haemorrhage
(Mousa
and
Walkinshaw, 2001).





reduce maternal mortality
by three-quarters between
1990 and 2015;
achieve universal coverage
of skilled care at birth by
2015; and
ensure universal access to
reproductive
health
by
2015.

There is broad agreement that
weak and failing health systems
and a shortage of human resources
for health make great contribution
to many countries’ inability to
reduce the number of women

MDG 5 will not be met by 2015
without innovative and bold action.

POSTPARTUM HAEMORRHAGE
AND MISOPROSTOL
Postpartum haemorrhage is one of
the
largest
contributors
to
maternal death and illness in
developing countries and accounts
for around 30% of all maternal
deaths worldwide (Khan et al.,
2006).

In
cases
of
postpartum
haemorrhage any delay in seeking
health care can be deadly - the
average time to death from onset
of postpartum haemorrhage is two
hours (Maine 1993). Ideally all
pregnant women would have
access to emergency obstetric
care. Until we get to that stage
interventions that can be delivered
in the home to prevent post
partum haemorrhage have the

potential to save many lives.
Misoprostol is a safe, effective and low cost
pill that has been shown to reduce
postpartum
bleeding
after
delivery.
Misoprostol is widely available throughout the
world, and has been available in generic
formulation for several years. It has been
used extensively for the prevention of gastric
ulcers. It is also used to contract the uterus
to prevent and/or stop excessive bleeding.
Derman et al. conducted a trial of orally
administered misoprostol in rural India with
1620 women. They found significant
decreases in the rate of acute postpartum
haemorrhage and mean blood loss (Derman et
al., 2006)
If misoprostol is administered by an untrained
provider, it may lead to severe complications.
Advocates of misoprostol use after delivery
emphasize the importance of provider
training and development of differentiated
packing for each indication of misoprostol use
(Sanghvi et al., 2004).
In the case of
postpartum haemorrhage prevention, a
package would contain three 200ug tablets of
misoprostol and would be clearly labelled for
use after delivery of the baby.
There has been some controversy around
misoprostol as it can also be used for medical
abortion. In some settings it is procured
illegally on the black market and self
administered to induce abortion. This often
occurs where safe abortion services are
unavailable due to the law or inaccessible
due to reasons such as prohibitive cost.

(Sutherland and Bishai, 2009). In the past it
has not been possible to quantify the effects
of this intervention on death rates empirically
due to the large sample size that would be
required. The research used mathematical
modelling based on data from India. The
simulation was designed to reflect the
delivery outcomes of 10,000 women. In India,
83% of rural deliveries occur at home. There
are 540 maternal deaths per 100,000 live
births and 36% of these are due to postpartum
haemorrhage or anaemia. These are both
conditions that can be prevented in the home
by
evidence-based,
low
resource
interventions that do not require clinic or
hospital care. Misoprostol is manufactured in
India and is widely available for around 33
USD per 200ug tablet.
In our simulation, misoprostol use after
delivery led to a 38% reduction in maternal
deaths
attributable
to
postpartum
haemorrhage. Cost effectiveness is a critical
element in shaping national and international
donor policy and subsequent intervention,
distribution and use. The median cost of
preventing each death was $1,401. This cost
compares favourably to other public health
interventions. The estimated cost of
improving
comprehensive
emergency
obstetric care per life saved is $10,532
(Jamison et al., 2006). Our model shows that
misoprostol is cost-effective. With greater
use, misoprostol could save the lives of tens
of thousands of women each year at a
potentially low cost.

NEW EVIDENCE FROM FUTURE HEALTH
SYSTEMS
Research from the Future Health Systems
Research Programme Consortium, ‘Costeffectiveness of misoprostol and prenatal
iron
supplementation
as
maternal
mortality interventions in home births in
rural India’, has added to the body of
knowledge on the delivery of misoprostol by
skilled providers outside the health system
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Our research shows that the administration of misoprostol to prevent postpartum
haemorrhage is cost effective and safe when used appropriately.
The use of misoprostol to prevent maternal deaths at home, in the absence of
emergency obstetric care, could prevent many deaths in developing countries and take
us nearer the realisation of Millennium Development Goal 5.
Based on the evidence Ministries of Health should introduce misoprostol for post-partum
haemorrhage prevention and train providers in its safe administration. This should be
supported by international development funders. A learning approach should be taken to
these interventions.
The potential use of misoprostol for termination of pregnancy should not be seen as a
barrier to the implementation of interventions using misoprostol to prevent death due to
post partum haemorrhage. An estimated 15% of maternal deaths are due to unsafe
abortion. Efforts should be made to provide safe abortion services where the law allows
it and reform legislative structures that force women to seek unsafe abortion.
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