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1. EXECUTIVE SUMMARY 

Introduction 

Despite a 43 percent global decline in the maternal mortality ratio (MMR; maternal deaths per 100,000 live 
births) from 1990 to 2015, the number of annual maternal deaths remains unacceptably high, particularly in the 
low- and middle-income countries where 99 percent of these deaths occur.1 Postpartum hemorrhage (PPH), or 
severe bleeding following childbirth, is the leading cause of maternal mortality in low-income countries and the 
primary cause of nearly one quarter of all maternal deaths globally each year.  

The vast majority of deaths due to PPH can be effectively prevented or treated with uterotonics such as 
oxytocin and misoprostol, used to induce contractions or greater tonicity of the uterus.2  Oxytocin is the most 
widely used uterotonic and is recommended by the World Health Organization (WHO) for use immediately 
after childbirth to reduce the risk of bleeding. However, oxytocin requires both refrigeration and administration 
via injection by a skilled provider, making it challenging to administer in resource-poor settings or in areas where 
the majority of women deliver at home. In a region where more than 50 percent of births occur without 
attendance by skilled health personnel, access to an alternative uterotonic or intervention for the prevention of 
PPH is critical to accelerating maternal mortality reduction in Africa.3 

Over the past decade, the use of misoprostol for PPH prevention has gained attention as an effective strategy in 
settings where skilled birth attendance is low. The findings of numerous studies, reviews, and evaluations of the 
distribution of misoprostol at the community level overwhelmingly support its use as safe, effective, and feasible 
in the absence of a skilled birth attendant.4,5 The intervention has since been included in various global clinical 
guidelines and, in 2012, WHO released a recommendation for the administration of misoprostol for PPH 
prevention by a lay health worker in the absence of a skilled birth attendant. Misoprostol is inexpensive, can be 
administered as a tablet, and does not require cold chain storage, making it an important intervention for the 
millions of women giving birth at home or in health facilities without reliable electricity, refrigeration, or qualified 
health providers. Despite this body of evidence and growing global consensus of the benefits of using 
misoprostol to prevent PPH, few countries in Africa have adopted national policies or service-delivery guidelines 
for the scale-up of this intervention.6 

In an effort to enhance understanding of the processes behind the development and adoption of policies and 
subsequent implementation of guidelines around community-based distribution of misoprostol for PPH, the 
United States Agency for International Development (USAID)’s Bureau for Africa and its African Strategies for 
Health (ASH) project, implemented by Management Sciences for Health (MSH), conducted a review in three 
African countries. The Review of National Policies for Community-Based Distribution of Misoprostol for Prevention of 
Postpartum Hemorrhage and Subsequent Status of Scale-Up study explored the policy-making process and 
subsequent roll-out of the intervention in three countries which have national policies in development or in 
place: Madagascar, Mozambique, and Nigeria. This report details the study findings and recommendations from 
Madagascar. 

 

                                                      
1 WHO. Trends in Maternal Mortality: 1990 to 2015: Estimates by WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population 
Division. 2015. 
2 WHO and UNICEF. Countdown to 2015: Maternal, Newborn, & Child Survival, Decade Report (2000 – 2010). 
3 UNICEF. State of the World’s Children 2015.  
4 Smith, JM et al. “Misoprostol for Postpartum Hemorrhage Prevention at Home Birth: An Integrative Review of Global Implementation Experience to 
Date.” BMC Pregnancy and Childbirth 13 (2013):44. 
5 Hundley V et al. “Should Oral Misoprostol Be Used to Prevent Postpartum Hemorrhage in Home-Birth Settings in Low-Resource Countries? A 
Systematic Review of the Evidence.” BJOG 120 (2013):277-287. 
6 WHO. WHO Recommendations for the Prevention and Treatment of Postpartum Haemorrhage. Geneva (Switzerland): World Health Organization 
(WHO); 2012. 



 

Misoprostol Policy and Scale-Up for the Prevention of Postpartum Hemorrhage in Madagascar 8 

Study Approach 

Study Goal 
The overall goal of this study was to identify common factors which influenced and enabled policy development 
for community-based distribution of misoprostol and to document the various successes and challenges related 
to implementation in an effort to develop recommendations for establishing a favorable policy and 
implementation environment in other African countries.  
 
Methodology 
Between April 2015 and August 2015, ASH conducted desk research and interviews with 15 key informants 
engaged in the policy development and/or implementation processes in Madagascar. The document review 
included policy documents, research and technical reports, program implementation reports, and training 
curricula. Key informant interviews were conducted with stakeholders including the ministry of health (MOH), 
professional bodies, donors, civil society organizations (CSOs), and community leaders. The study applied the 
policy triangle framework7 to analyze the key determinants of policy development and adoption, including policy 
content, context, actors, and processes, and the interaction between these components. The status of 
implementation and scale-up of community-based distribution of misoprostol was documented through key 
benchmark indicators representing each of the six WHO Health Systems Building Blocks. Each indicator 
addresses an issue(s) critical to achieving effective impact at scale in a sustainable manner.8 
 
Key Findings and Recommendations  
 
Policy Development 
A national policy for community-based distribution of misoprostol is not currently in place in Madagascar. 
However, a 2014 ministerial note (Annex 2) details the government’s endorsement of this intervention, which is 
also promoted through the Campaign for Accelerated Reduction of Maternal Mortality in Africa (CARMMA) 
roadmap launched by the MOH in September 2014 (Annex 3). An initiative of the African Union Commission 
(AUC), CARMMA was developed as a continental campaign to promote the adoption and implementation of the 
AUC’s Maputo Plan of Action and to generate awareness, commitment, and resources for priority interventions 
that will accelerate mortality reductions across African countries. The CARMMA roadmap in Madagascar 
outlines the government’s commitment to the introduction and scale up of high-impact interventions at the 
community level, and served as the foundation for the introduction of two evidence-based interventions for 
maternal and newborn health: misoprostol for the prevention of PPH and chlorhexidine for the prevention of 
newborn infection. The ministerial note, released by the MOH in December 2014, authorizes community-based 
distribution of misoprostol for prevention of PPH when oxytocin is not available, and calls for the procurement 
and distribution of misoprostol, training on its use, development of a monitoring and supervision system, and 
implementation of the intervention in communities.  A national Technical Working Group (TWG) was cited as 
the most instrumental factor in the development and adoption of the CARMMA roadmap, and in facilitating 
initial implementation of misoprostol pilot studies in Madagascar, both of which led to the release of the 
ministerial note in 2014. The TWG includes representatives from various MOH departments, United Nations 
agencies including the WHO and the United Nations Population Fund (UNFPA), donors such as USAID, and 
project staff from international nongovernmental organizations (NGOs).  
 
According to key informants, the policy environment in Madagascar was influenced by a study tour visit to Nepal 
and the participation at a conference in Mozambique, where pilot projects from across Africa were presented 
and discussed. The exchange visits allowed for a delegation comprised of TWG members to gain in-depth 
exposure to ongoing lessons and experiences with community-based distribution of misoprostol for PPH 
prevention. Respondents cited the study tours as particularly influential for motivating the MOH to introduce 
                                                      
7 Walt G and Gibson L. “Reforming the Health Sector in Developing Countries: The Central Role of Policy Analysis.” Health Policy Planning 9.4 (1994). 
8 WHO. Everybody’s Business: Strengthening Health Systems to Improve Health Outcomes. 2007. 
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the intervention and lead a district-level pilot project. With support from USAID/Madagascar and other 
maternal health partners, the aim of the implementation project was to increase uterotonic coverage for both 
facility and home births and to demonstrate the effectiveness of community-based distribution of misoprostol 
when oxytocin is not available.  
 
Initial resistance and opposition from influential stakeholders advising the MOH, grounded on the concern that 
misoprostol can be used for termination of pregnancy, was cited as an important barrier to policy development. 
This concern was addressed through targeted advocacy by members of the TWG, who relied on international 
and local evidence to champion the need for a community-based solution to PPH. The TWG continues to 
advocate for the scale-up of misoprostol as the MOH develops a national introduction and implementation plan 
based on lessons learned from the pilot sites. 
 
Implementation & Scale-Up 
Respondents cite the status of implementation in Madagascar as largely delayed or stagnated, due in part to a 
lack of government leadership and action. The study found that little has been done to ensure policy gains 
translate into action, however, a national implementation plan was under development by the MOH at the 
conclusion of this study. Lessons around the supply and distribution of misoprostol for national implementation 
have emerged, in particular considerations around its packaging. Findings from the demonstration sites suggest 
that the name and packaging of misoprostol influence community acceptance and uptake and helped address 
concerns by stakeholders regarding the use of misoprostol for indications other than PPH prevention. By closely 
engaging with the supplier, members of the TWG were able to address concerns in Madagascar’s culturally-
sensitive and religious environment. Furthermore, lessons from the demonstration sites highlight the need for 
the supply chain to be considered in its totality, from the manufacturing and procurement, to the distribution of 
misoprostol tablets by community agents to pregnant women. In the demonstration sites, close collaboration 
with community health volunteers (CHVs) has enabled innovative approaches to address challenges in the supply 
chain, and has also been effective in addressing concerns related to the use of misoprostol for indications other 
than PPH prevention. Findings reinforce the importance of supportive supervision for CHVs in the effective 
distribution of misoprostol. 
 

Table 1. Summary of Key Recommendations 

Policy Development Implementation and Scale-Up  

 Engage various types of stakeholders from the very 
beginning of the process. 
 A national level mechanism such as a TWG tasked 

with leading and moving the process forward created 
ownership, and ensured interests and concerns were 
heard and addressed throughout the process.  
 

 Ensure evidence is used to inform policy development 
and implementation processes.  
 Local pilot project showed misoprostol as an 

effective strategy to address PPH and provided gains 
in government and community support by addressing 
concerns related to community distribution.  

 
 Adopt integrated maternal and newborn approaches to 

community-based care. 
 Coupling misoprostol distribution with chlorhexidine 

as a community package for maternal and newborn 
care increased acceptance and can facilitate scale up 
of two life-saving interventions. 

 Consider the supply chain in its totality, from the 
manufacturing and procurement of misoprostol, to the 
distribution of tablets by CHVs to pregnant women.  
 Poor resourcing and gaps in the supply chain have 

hindered progress in ensuring the procurement and 
availability of misoprostol for PPH. 
 

 Define guidelines and standards for implementation at 
community level. 
 Support from the TWG in defining the correct use, side 

effects, procedure for distribution, and mechanism to 
assure proper use of misoprostol by the CHVs was 
critical for addressing concerns and informing scale up. 
 

 Include a formal mechanism for monitoring and evaluation 
which facilitates frequent and regular reviews of data. 
 The proportion of women who deliver at home and 

receive services for the prevention of PPH is included in 
the CARMMA roadmap as an indicator in support of 
community-based distribution of misoprostol. 
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2. BACKGROUND 

Under the Millennium Development Goals (MDGs) adopted by the international community in 2000, countries 
committed to reducing maternal mortality by three quarters between 1990 and 2015. Despite tremendous 
progress towards reducing maternal deaths, every day an estimated 830 women worldwide continue to die from 
preventable causes related to pregnancy and childbirth. In 2015, the Sub-Saharan African region alone accounted 
for 66 percent of all maternal deaths and had the highest regional MMR at 546. An estimated 34 percent of 
maternal deaths in Sub-Saharan Africa are due to PPH.9   

In settings where the administration of oxytocin is not feasible, misoprostol provides a safe and effective 
alternative for the prevention and treatment of PPH. Misoprostol is included in the WHO Model List of 
Essential Medicines for the prevention of PPH as well as in various global clinical guidelines including guidelines 
from the International Federation of Gynecology and Obstetrics (FIGO), the International Confederation of 
Midwives (ICM), the American Congress of Obstetricians and Gynecologists (ACOG), and the Royal College of 
Obstetricians-Gynecologists (RCOG). Furthermore, WHO’s 2012 recommendations for the prevention and 
treatment of PPH include the administration of misoprostol by a lay health worker in the absence of a skilled 
birth attendant. 10 However, few countries in Africa have adopted national policies or service delivery guidelines 
for the scale-up of this intervention.  

In 2011 and 2012, A Global Survey on National Programs for the Prevention and Management of Postpartum 
Hemorrhage and Pre-Eclampsia/Eclampsia found that, of 20 African countries surveyed, misoprostol was on the 
essential medicines list for prevention of PPH in 16, 11 countries had conducted pilots on community-based 
distribution, but only four were beginning to scale-up the use of misoprostol at home births through the 
ratification of national policies.11 

While several studies identify the challenges of and barriers to the transition from evidence to policy 
implementation for community-based distribution of misoprostol, there is presently no published literature 
reviewing the policy success stories.  

 

3. COUNTRY CONTEXT  

Madagascar has a population of 24.2 million people (2015) and is growing at a rate of 2.8 percent.12  Many of 
Madagascar’s health indicators have improved in recent years, with notable declines in maternal mortality. 
Between 1990 and 2015, the mortality rate of women during pregnancy and childbirth decreased by 55 percent. 
However, a political crisis between 2009 and 2013 caused major disruptions in access to and quality of health 
services within the country.13 Madagascar’s MMR continues to be high at 353 deaths per 100,000 live births and 
nearly 3,000 women die, mostly from preventable causes, every year.14 A range of factors contribute to poor 
maternal health conditions, including a high fertility rate (4.5 in 2013) and early childbearing.15 Although 82 

                                                      
9 WHO. Trends in Maternal Mortality: 1990 to 2015: estimates by WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population 
Division. 2015. 
10 WHO. WHO Recommendations for the Prevention and Treatment of Postpartum Haemorrhage. Geneva (Switzerland): World Health Organization 
(WHO); 2012. 
11 Smith J, Currie S, Perri J, Bluestone J and Cannon T. “A Global Survey on National Programs for the Prevention and Management of Postpartum 
Hemorrhage and Pre-Eclampsia/Eclampsia.” Maternal and Child Health Integrated Program. 
http://www.mchip.net/sites/default/files/2012%20Progress%20Report_Short%20Report.pdf 
12 United Nations Population Division. World Population Prospects (WPP): The 2015 Revision. File POP/1-1: Total population (both sexes combined) by 
major area, region and country, annually for 1950-2100 (thousands) http://esa.un.org/unpd/wpp/Download/Standard/Population/ 
13 WHO Country Cooperation Strategy At a Glance: Madagascar http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_mdg_en.pdf 
14 WHO. 2015. Levels and Trends for Maternal Mortality: 1990 to 2015. Geneva: World Health Organization. 
http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/ 
15 World Bank. 2011. Madagascar - Reproductive health at a glance. Reproductive health at a glance ; Madagascar. Washington, DC: World Bank. 
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percent of pregnant women receive at least one antenatal care (ANC) visit, only 44 percent of births are 
attended by a skilled health provider, and 38 percent of deliveries take place in a health facility.16   

More than 90 percent of the population in Madagascar lives under the poverty line, and 80 percent resides in 
rural areas with limited access to primary health care facilities.17 Health coverage remains limited, and access to 
care is particularly difficult in rural areas, where 65 percent of the population lives more than five kilometers 
(km) from a health facility and 35 percent lives more than 10 km from a health facility. 18  Moreover, many health 
facilities face stock-outs of essential medicines and materials and shortages of qualified skilled providers.19  

The government of Madagascar recognizes CHVs as an effective vehicle for reaching its predominantly rural 
population. In 2009, the MOH published the National Community Health Policy to guide the promotion and 
harmonization of community-based health services and to increase demand for health-related services, promote 
their availability, and establish their local delivery.20 However, the subsequent political crisis, in addition to 
funding limitations, has prevented implementation at the regional level. Implementation of the National 
Community Health Policy has been insufficiently coordinated; as a result of the political crisis, agencies working 
with communities directly and independently from each other have been increasingly operating in the country. 
By 2013, it was estimated that Madagascar had more than 13,000 CHVs and more than 62 organizations were 
supporting CHV programs across the country.21 Private, non-profit institutions, supported primarily by faith-
based organizations (FBOs), NGOs, and CSOs, are present but also lack effective coordination with the public 
health sector. In rural areas, private, non-profit institutions such as private clinics and independent practitioners 
have a considerable comparative advantage over the public health care system, as they provide immunization 
services, antenatal check-ups, and deliveries.22  

 

4. STUDY OBJECTIVES & METHODOLOGY 

Study Objectives 

The Review of National Policies for Community-Based Distribution of Misoprostol for Prevention of Postpartum 
Hemorrhage and Subsequent Status of Scale-Up study explored the policy-making process and subsequent roll-out 
of the intervention in three African countries which have national policies in place for the use of misoprostol at 
home births for prevention of PPH: Madagascar, Mozambique, and Nigeria.  

The goal of this study was to identify the key determinants contributing to the development and adoption of 
policies, to determine the current status of implementation and scale-up of the intervention, and to identify 
successes and challenges in the intervention’s subsequent national roll-out and scale-up. The study findings 
provide practical recommendations for countries beginning policy development and adoption, and/or national 
roll-out of community-based distribution of misoprostol for PPH. Specific study objectives were to: 

1. Analyze the policy-making process for national policies on community-based distribution of misoprostol 
for PPH prevention 

2. Identify key facilitators and enablers critical to policy development and adoption 

                                                      
16 UNICEF. 2014. State of the World's Children 2015. Geneva: UNICEF http://www.data.unicef.org/resources/the-state-of-the-world-s-children-report-
2015-statistical-tables 
17 http://hdr.undp.org/en/composite/HDI 
18 WHO Country Cooperation Strategy At a Glance: Madagascar http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_mdg_en.pdf 
19 Ibid. 
20 Ministry of Health, Madagascar. National Community Health Policy, 2008 
21 Wiskow C, Homsi FA, Smith S, Lanford E, Wuliji T, Crigler L. 2013. An Assessment of Community Health Volunteer Program Functionality in 
Madagascar. Technical Report. Published by the USAID Health Care Improvement Project. Bethesda, MD: University Research Co., LLC (URC). 
22 WHO Country Cooperation Strategy At a Glance: Madagascar http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_mdg_en.pdf 
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3. Ascertain progress towards scale-up of the intervention since policy adoption as measured by specific 
benchmark indicators  

4. Identify successes and challenges to policy development and implementation. 
 

Conceptual Framework and Strategic Indicators 

Policy Review 

To analyze the policy-making process, the study applied the policy triangle conceptual framework (Figure 1). The 
framework theorizes that policy is influenced by a multitude of factors and the interactions between them. The 
study reviewed various components in Madagascar, including the situational and structural contexts around the 
policy, stakeholders’ interests and influence, the content of the policy, its objectives and design, as well as the 
process by which the policy was developed.   

 

Figure 1. Policy Triangle Conceptual Framework 

 

 
 

 

 

Status of Implementation and Scale-Up 

The status of implementation and scale-up of community-based distribution of misoprostol was documented 
based on indicators representing each of the WHO Health Systems Building Blocks (Table 2). Each indicator 
addresses an issue(s) critical to achieving effective impact in a sustainable manner. 

 

 

 

Source: Walt, G and Gibson, L. Reforming the health sector in developing countries: the central role of policy analysis. Health 
Policy Plan. (1994) 9 (4): 353-370. 
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Table 2. WHO Health Systems Building Blocks 

Building Block Indicator 

Governance* 
 Is community-based distribution of misoprostol for the prevention of PPH 

included in current national strategies and practice guidelines? 
 Is community-based distribution of misoprostol for the prevention of PPH 

included in both national and subnational implementation plans? 

Finance  Is community-based distribution of misoprostol for the prevention of PPH 
included in MOH budgets? 

Health Information 
 Does the MOH currently collect, report, and use appropriate 

indicators/information on community-based distribution of misoprostol for 
prevention of PPH? 

Commodities & Supplies  Is misoprostol currently procured and distributed in sufficient quantities as part 
of the national logistics system? 

Human Resources 
 Are the appropriate health worker cadres authorized to distribute misoprostol? 
 Do the appropriate in-service and pre-service curricula include community-based 

distribution of misoprostol for prevention of PPH? 

Service Delivery 
 Is community-based distribution of misoprostol for prevention of PPH included in 

MOH supervision schedules? 
 Is misoprostol available for distribution at the community level? 

*A national policy indicator is not included here given this is a criterion for inclusion in the study and thus all countries have a national policy in 
place. 
 

Study Methodology 

The study was conducted through the development of a qualitative retrospective case study developed through 
use of two methods: document review and key informant interviews. 

Document Review 
 
A document review provided an initial overview of policy development and the current status of 
implementation. Documents included national policies, strategies, clinical guidelines, TWG notes, training 
curricula, etc. The document review also included a brief stakeholder analysis in an effort to identify initial key 
informants, to understand their position/role with respect to the policy process, and to gain a clear 
understanding of stakeholder interests (i.e. what are the perceived drivers/facilitators for policy implementation 
success as it relates to each stakeholder). 
 
Key Informant Interviews 
 
Semi-structured interviews were conducted with 15 individuals from various stakeholders engaged in the policy 
development and implementation processes in each country. These stakeholders included respondents from 
government, multilateral organizations, donors, NGOs, and CSOs. 
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5. POLICY DEVELOPMENT: KEY FINDINGS  

Madagascar’s MOH approved the CARMMA roadmap and issued a ministerial note in 2014 authorizing the use 
of misoprostol for the prevention of PPH when oxytocin is not available in health centers and at the community 
level (Annexes 2 and 3). The following sub-sections present findings from informant interviews and document 
reviews as they relate to each of the components associated with the policy development process: context, 
actors, processes, and content. It is evident that the process is not driven by one factor in isolation; rather, the 
relationship between the identified determinants is complex. Factors often interact with one another and 
discussion of them may overlap in certain areas of the following sections. 

5.1  Context 

Until early 2009, the government of Madagascar and its health sector partners were working together to 
address some of the most pressing priorities, guided by shared goals articulated in the Madagascar Action Plan 
2007-2012, the National Health Sector Development Plan 2007-2011, and the National Community Health 
Policy. That year, political tensions erupted and led to a military-based extra-constitutional transfer of power 
and subsequent establishment of an interim de facto government, which was not recognized by the international 
community.23 Under restricted policies, support to the public sector was suspended, and donors and NGOs 
instead increased strategic partnerships and support to local NGOs, professional associations, FBOs, and CSOs. 
A lack of coordination, particularly for community health activities, resulted from agencies working with 
communities directly and independently across the country.  

With the return of democratic elections in December 2013, foreign assistance was re-established in Madagascar, 
including USAID development assistance to the government and collaboration with the MOH.  The impact of 
this political unrest was cited as an important factor in the context of an enabling policy environment. Resulting 
staffing changes within the MOH and key organizations also impacted the policy environment; key informants 
reported that strong opposition to community-based use of misoprostol by key stakeholders, particularly from 
the WHO country office and advisors to the MOH, shifted with new staff, enabling increased advocacy and 
support for misoprostol’s use for PPH at the community level. 

The cultural context in Madagascar (i.e., religion and ethnicity) was also perceived to play an important role in 
the policy environment for the intervention. Key informants noted that religion has a strong influence on public 
perception in Madagascar. They specifically cited religious opposition to misoprostol’s perceived alternative use 
for terminating pregnancy as a predominant cultural factor influencing the policy development process. 
Informants noted resistance from key stakeholders to the promotion of community-distribution of misoprostol 
because of concerns of being associated with support for abortions, which is under restrictive laws in 
Madagascar. Another challenge cited during the policy development process was managing concerns related to 
adverse events following misoprostol’s use after induction of labor, specifically uterine rupture. Several key 
informants noted these concerns were compounded by the personal story of an MOH official whose relative’s 
death was caused by uterine rupture following complications after taking misoprostol.  

5.2  Actors  

A number of actors contributed to the policy development process in its various stages. Motivated by their 
specific interests and prevailing concerns, these organizations and individuals played varying roles in shaping the 
development and approval of Madagascar’s ministerial note and CARMMA commitment for community 
distribution of misoprostol. Key actors included: the MOH; the Secretary General; the WHO Country 
Representative; and members of the TWG, which included representatives from MOH departments, WHO, 

                                                      
23 WHO Country Cooperation Strategy At a Glance: Madagascar http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_mdg_en.pdf 
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UNFPA, donors, international NGOs (Marie Stopes International [MSI] and Population Services International 
[PSI]), and international/external donor-funded projects (USAID Mikolo led by MSH, USAID Mahefa led by John 
Snow Incorporated [JSI], and USAID Maternal and Child Health Integrated Program [MCHIP]). All respondents 
cited the TWG as an instrumental factor in the development and adoption of the CARMMA roadmap and 
ministerial note, and in facilitating initial implementation of pilot studies in the country.  
 
The diversity in expertise (medicine, public health, pharmaceuticals, training, policy development, leadership, 
management, and social and behavior change) of TWG members was notably helpful for generating ownership 
and buy-in. The TWG meets regularly and draws on members’ broad experience and expertise to play a vital 
role in pushing the maternal and newborn health agenda in Madagascar. The roles of key actors, and their 
concerns and motivations, during the policy development process, are summarized in Table 3. 
 
Table 3: Roles, Motivations, and Concerns of Stakeholders 

Actor Role(s) in Policy Development Prevailing Concerns or Motivating Factors  

MOH 

 In recognition of Madagascar’s maternal 
health challenges, the MOH championed 
community-based approaches and strategies 
to strengthen CHV performance, enabling 
the environment for policy on the use of 
misoprostol for PPH.    

 Potential use of misoprostol for abortion by 
young girls and women with unwanted 
pregnancies were noted as prevailing concerns.  

 Concerns of increased adverse effects due to 
incorrect administration of misoprostol (i.e., 
uterine rupture). 

 Fears that incorrect or inappropriate use could 
result in distrust and lead to an end of the 
community distribution program. 

TWG 

 Instrumental in shaping the content of the 
CARMMA Roadmap and ministerial note in 
support of misoprostol’s role in PPH. 

 Key role in shepherding the process for 
district level demonstration projects to 
provide evidence on whether misoprostol 
can increase uterotonic coverage for both 
facility and home births. 

 Developing implementation plan and 
guidelines to support the correct use of 
misoprostol for PPH. 

 Motivated by the lessons and experiences from 
other countries with community-based 
distribution of misoprostol for PPH. 

 Concerns by some TWG members that a 
program that supports community-based 
distribution of misoprostol for prevention of 
PPH could be misunderstood as support for 
abortion. 

 The effectiveness and feasibility of an integrated 
maternal and newborn health approach was a 
motivating factor for the adoption of the 
community-based intervention.  

NGOs and 
donor-funded 
projects  

 Supported the implementation of pilot 
demonstrations in Fénérive Est and Vohémar.  

 Supported advocacy efforts and the 
dissemination of research findings to garner 
support for community distribution of 
misoprostol for PPH.  

 Played a role in shaping content of the 
CARMMA roadmap and ministerial note.  

 Concerned with appropriate administration by 
CHVs, partner organizations played a role in 
developing guidelines and standards for 
implementation. 

UN 
Organizations 
and donors 

 Played a role in ensuring procurement and 
distribution of misoprostol. 

 Addressing concerns related to the drug’s 
packaging and marketing were motivating factors 
for advancing the adoption and implementation 
of misoprostol for PPH. 
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5.3  Process  

According to key informants, the policy development process in Madagascar was strongly influenced by the 
building of a broad-based coalition of support (in the form of the TWG) for the use of misoprostol at the 
community level. The development process can be described in three stages: (1) prioritization by the MOH to 
address maternal and newborn deaths and preliminary advocacy efforts to garner high-level support, (2) 
implementation of pilot projects, and (3) endorsement of community-based distribution of misoprostol for PPH 
through the CARMMA roadmap and ministerial note.  
 
Stage 1 – Preliminary advocacy efforts for the prioritization by the MOH and stakeholders to 
address maternal and neonatal deaths: In recognition of Madagascar’s persistently high MMR, and the 
context in which more than half of all women continued to deliver without a skilled birth attendant, the MOH 
understood the limitations of current strategies to address PPH and identified misoprostol’s use in home births 
and in rural communities as a key intervention to address the high burden of maternal deaths.24 According to 
key informants, the prioritization by the MOH to address maternal deaths at community level was influenced by 
the exposure to, and learning from, countries that were already implementing community-based distribution of 
misoprostol for PPH. Specifically, a study tour visit to Nepal and the participation at a conference in 
Mozambique, were cited as important preliminary efforts in the process. The exchange visits allowed for a 
Malagasy MNCH practitioners and experts, including members of the TWG, to gain in-depth exposure to 
ongoing lessons and experiences with community-based distribution of misoprostol for PPH prevention. The 
study tour in Nepal, which took place in March 2012, was particularly influential for motivating the MOH to 
introduce the intervention, as it allowed for first-hand understanding of the benefits of the approach and 
distribution within existing health structures.25 The visits motivated the MOH to lead a district-level 
demonstration project in order to inform the expansion of uterotonic coverage in Madagascar. 

Challenges cited during the initial stages were related to strong opposition from influential persons, namely the 
Secretary General at the MOH and the WHO Country Representative. Staffing changes within these 
organizations were noted as critically important for achieving advocacy successes, as they enabled the policy 
environment to shift and become supportive of community distribution.  

Stage 2 – Implementation of pilot projects: A critical step in the policy development process was the 
implementation of pilot projects in Madagascar. The aim of this research was to generate evidence on the 
acceptability and feasibility of community-based distribution of misoprostol, and inform future policy on the 
expansion of uterotonic coverage for PPH prevention to all women giving birth, using both facility-based and 
community-based approaches. With support from MCHIP, USAID Madagascar, and MSI, the government 
undertook a district level pilot project in Fénérive Est District in 2013. At the facility level, public providers were 
given training and refresher courses in the active management of the third stage of labor using both oxytocin and 
misoprostol for PPH prevention to demonstrate that misoprostol is a viable alternative when oxytocin is not 
available. Under the community component, CHVs were trained to provide birth preparedness lessons, 
encourage facility births, and provide misoprostol to women for use during home births when they were unable 
to access care at a facility.26  
 
With additional support from USAID Mahefa, the TWG expanded the pilot project to a second district 
(Vohémar District) with an additional component of testing the acceptability of an integrated maternal and 
newborn health intervention of PPH prevention using misoprostol and newborn infection prevention using 
chlorhexidine 7.1% at the community level. Results showed that 96 percent of women who used misoprostol 
were willing to recommend its use to other women in their community and 99 percent of women reported 

                                                      
24 UNICEF. 2014. State of the World's Children 2015. Geneva: UNICEF http://www.data.unicef.org/resources/the-state-of-the-world-s-children-report-
2015-statistical-tables 
25 USAID. Ending Preventable Child and Maternal Deaths: 10 Innovation Highlights from Madagascar. 2014. 
26 Ibid. 
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wanting to use misoprostol for their next delivery.27 Particularly important was the finding that ANC visits, 
skilled delivery rates, and postnatal care visits saw an increase during the time of study (2012-2014), which 
helped to address concerns that providing misoprostol and chlorhexidine at the community level would 
discourage women from seeking care at facilities during pregnancy and childbirth.28 The Fénérive and Vohémar 
pilot projects provided critical evidence on the acceptability and feasibility of community-based distribution of 
misoprostol for PPH as an essential intervention for ending preventable deaths in Madagascar.29  
 
Stage 3 – Endorsement of community-based distribution of misoprostol for PPH through the 
CARMMA roadmap and ministerial note: In September 2014, the government of Madagascar officially 
endorsed the CARMMA roadmap, committing to provide essential, integrated, comprehensive services of high 
quality during pregnancy and childbirth. The CARMMA roadmap was reported as important for the support of 
misoprostol for the prevention of PPH. The roadmap includes a mandate to adopt strategies to strengthen the 
competency of facility-level health workers, CHVs, and traditional birth attendants in basic emergency obstetric 
care and maternal and newborn health. The proportion of women who deliver at home and receive services for 
the prevention of PPH is included as an indicator in support of community-based distribution of misoprostol.30 
Continued advocacy efforts from the TWG, coupled with the implementation of the district-level pilot studies 
led to the release of the ministerial note that same year, authorizing community-based distribution of 
misoprostol for prevention of PPH when oxytocin is not available.  

5.4  Content  

Dated 1 December 2014, the ministerial note from Madagascar’s MOH authorizes the use of misoprostol for 
the prevention of PPH when oxytocin is not available in health centers and at the community level (Annex 2). 
The note grants permission for the procurement and distribution of misoprostol, training on its use, and 
development of a monitoring and supervision system. Despite the policy gains exhibited by the release of the 
ministerial note, as noted in the following sections, operationalization has largely stagnated and virtually no 
advancements have moved from policy to action.    
 
The authorization for CHVs to distribute misoprostol is further specified as follows: (i) in health facilities where 
oxytocin is not available, utilization of an injectable uterotonic or 600 micrograms of misoprostol is 
recommended, and (ii) in areas where a skilled birth attendant is not present and oxytocin is not available, oral 
administration of 600 micrograms of misoprostol by CHVs is recommended. This ministerial note authorizes the 
use of three 200 microgram tablets of misoprostol for the prevention of PPH in health facilities and at home, 
and stipulates the following necessary conditions:  
 
 Uterotonics be available in every health facility for every woman after birth; 
 Additional training of health workers in facilities and CHVs in the administration of misoprostol; 
 Sufficient availability of misoprostol in all health facilities; 
 Development of a mechanism to monitor and support health workers in prescribing misoprostol, 

particularly for home births; and 
 Education and sensitization of all authorities, partners, CHVs and communities about the precautions to 

take when using misoprostol and possibility of sanctions in case of misuse. 
 

                                                      
27 USAID Mahefa. Introduction of the Combined Prevention of Postpartum Hemorrhage and Newborn Infection in Madagascar: The process, results and 
recommendations. http://pdf.usaid.gov/pdf_docs/PA00M6JM.pdf 
28 Ibid. 
29 MCHIP End-of-Project Report; Madagascar Country Brief. http://www.mchip.net/Madagascar.pdf 
30 Republic of Madagascar. Feuille de route pour l’accélération de la réduction de la mortalité maternelle et néonatale à Madagascar 2015-2019.  
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6. STATUS OF SCALE-UP: KEY FINDINGS  

The status of implementation and scale-up of community-based distribution of misoprostol in Madagascar was 
assessed through indicators representing each of the WHO Health Systems Building Blocks:  governance, 
finance, health information, commodities and supplies, human resources, and service delivery. Each indicator 
addresses an issue(s) critical to achieving effective impact in a sustainable manner.  

According to respondents, the implementation and roll-out of community-based distribution of misoprostol has 
largely stagnated. While the Health Sector Development Plan for 2015-2019, released by the MOH in 
September 2015, promotes the scale up of high-impact interventions to address maternal and neonatal mortality 
and includes specific reference to scaling up the misoprostol pilot studies, a detailed implementation plan was 
still under development at the conclusion of this study.31 Respondents cite a lack of local government leadership 
and slow government action as a challenge to implementation and scale-up, however, continued efforts by the 
TWG partners to support the development of training materials and tools are underway.  

6.1       Governance 

 
Successful implementation and scale-up of evidence-based health interventions depends upon effective 
stewardship, accountability, engaging stakeholders, and setting shared strategic direction.32 While the 
government has recently approved the use of misoprostol at community level through the CARMMA roadmap 
and ministerial note, much needs to be done to ensure continued ownership for implementation. Respondents 
cited varying degrees of government support following the ministerial note, which have led to significant delays 
in the implementation of the intervention. At the time of this study, technical partners, in particular USAID’s 
Maternal and Child Survival Program (MCSP), were supporting the TWG to develop a strategy for the national 
roll-out of misoprostol. 

6.2       Finance  

 
According to the WHO, health financing is the “mobilization, accumulation, and allocation of money to cover 
the health needs of the people, individually and collectively, in the health system… the purpose of health 

                                                      
31 Republic of Madagascar. Plan de Développement du Secteur Santé 2015-2019, September 2015. 
http://www.sante.gov.mg/extranet/home/uploads/____folderforallfiles/pdss_2015.pdf 
32Definition of governance from Leadership, Management and Governance project web site:   

Key governance indicators 

 Is community-based distribution of misoprostol for the prevention of PPH included in current national 
strategies and practice guidelines?  

 Is community-based distribution of misoprostol for the prevention of PPH included in both national and 
subnational implementation plans? 

Key financing indicator 

 Is community-based distribution of misoprostol for the prevention of PPH included in MOH budgets?  
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financing is to make funding available, as well as to set the right financial incentives to providers, to ensure that 
all individuals have access to effective public health and personal health care.”33 
 
Respondents cite the lack of resource planning as a major constraint in the implementation and scale-up of the 
intervention. Misoprostol is not included in the budgets of the MOH, and while the CARMMA roadmap outlines 
a total national budget of US $178 million for 2015-2019, there is no disaggregated information highlighting how 
much is allocated for individual interventions.34 Moreover, key informants did not know if a cost-recuperation 
system would be put in place to charge clients for misoprostol and offset the cost of the medicine and 
transportation. Some informants in MOH departments anticipated misoprostol might be free, while others said a 
nominal fee will be charged. Financial sustainability is a challenge in Madagascar; the country is largely reliant on 
donor support for reproductive and maternal health commodities (USAID, UNFPA, and the World Bank 
providing the majority), which affects long-term sustainability.35 

6.3       Health Information  

 
The collection, processing, and use of health information (including process and outcome indicators) is  critical 
for supporting evidence-based decision making and is a cornerstone for ensuring both individual and public 
health outcomes.36 Based on respondents’ feedback, collection of data to monitor the availability and use of 
misoprostol for PPH has been limited largely to the pilot area in Vohémar. According to informants, the MOH 
does not currently collect, report, or use appropriate indicators/information on community-based distribution of 
misoprostol for prevention of PPH. 

6.4  Commodities & Supplies 

 
Respondents indicate that while political commitment to the use of misoprostol for PPH in Madagascar is 
relatively strong, the system for financing and procuring the drug through the public sector is still reliant on 
donor funding. Most key informants described Madagascar’s health system as centralized and hierarchical, 
despite an effort to decentralize it after the political crisis. Currently, many reproductive health commodities are 
procured at the national level through UNFPA, though misoprostol for the two pilot studies was procured by 
MSI. Misoprostol (misoclear, the product used by MSI), has received a marketing registration from the MOH, 
Medicine Agency in Madagascar, a service attached to the Secretary General of the MOH, for its distribution in 

                                                      
33 WHO 2000 - need full citation. Definition found at the following link: 
http://www.who.int/healthinfo/statistics/toolkit_hss/EN_PDF_Toolkit_HSS_Financing.pdf 
34 Republic of Madagascar. Feuille de route pour l’accélération de la réduction de la mortalité maternelle et néonatale à Madagascar 2015-2019. 
35 USAID | Health Policy Initiative, Task Order 1, and USAID | DELIVER PROJECT, Task Order 1. 2010. Analysis of the Operational Policy Barriers to 
Financing and Procuring Contraceptives in Madagascar. Washington, DC: Health Policy Initiative, Futures Group; and Arlington, VA: USAID | DELIVER 
PROJECT, Task Order 1. 
36Adapted from: http://www.phinnetwork.org/Resources/HIS.aspx 

Key health information indicator 

 Does the MOH currently collect, report, and use appropriate indicators/information on 
community-based distribution of misoprostol for prevention of PPH? 

Key commodities & supplies indicator 

 Is misoprostol currently procured and distributed in sufficient quantities as part of the national 
logistics system? 
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private health facilities. Respondents noted, however, that misoprostol is not currently being procured and 
distributed as part of the public logistics system because the pharmaceutical company has not yet obtained the 
authorization to market (AMM) misoprostol for its PPH indication. While misoprostol has an AMM for its use in 
the treatment of ulcers, a new request with all indications including ulcers, PPH, and its use for post-abortion 
care would have to be submitted and approved for procurement to occur.37  
 
The public drug supply chain in Madagascar starts at the central level with SALAMA (the semi-autonomous 
central drug procurement agency for the government of Madagascar), which supplies the district pharmacies, 
which in turn provide medicines to the health centers. Once an AMM is approved, misoprostol can be procured 
and included in SALAMA’s national distribution system and could also be distributed through PSI’s social 
marketing supply chain. As is the case with other commodities, health workers from public health facilities need 
to go to the districts or to PSI supply points to obtain misoprostol, because the SALAMA distribution system 
stops at the district level.  

Another important aspect associated with the procurement of misoprostol is related to its packaging. 
Respondents noted that the name, packaging, and promotion of misoprostol were critical to community 
acceptance and uptake in Madagascar’s culturally-sensitive and religious environment. Working in close 
partnership with the supplier, concerns regarding language about termination of pregnancy were being carefully 
addressed by UNFPA and the TWG. Key informants also cited that coupling misoprostol with the non-
controversial chlorhexidine for prevention of newborn infection, helped to de-stigmatize misoprostol and 
garnered additional support from the MOH and other key stakeholders by shifting the focus to an integrated 
community package for accelerating reductions in both maternal and newborn deaths. 

6.5 Human Resources 

 

Malagasy CHVs encounter numerous challenges, including negative community perceptions regarding their 
credibility as public health workers, stock-outs of essential medicines, and a lack of supplies and equipment to 
facilitate diagnosis and treatment.38 Furthermore, they commonly lack formal education or training, which limits 
opportunities to expand their scope of responsibilities. As of August 2015, the in-service and pre-service 
curricula for CHVs did not include community-based distribution of misoprostol for the prevention of PPH. A 
sub-committee of the national TWG has advocated for and mobilized to harmonize implementation guidelines 
for the use of misoprostol at the community-level, to curb concerns related to the implementation of this 
intervention by CHVs. The guidelines and training materials indicate that CHVs are to: (i) wait until the 36th 
week of pregnancy to distribute the drug; (ii) document the woman’s name in their register as the recipient of 
three misoprostol tablets; (iii) explain to the pregnant woman and her family members that misoprostol must be 
taken immediately following delivery; and (iv) ask that the used or unused medicine package be returned to the 
CHVs after childbirth. Most key informants noted it was critical to have clear guidelines to prevent the potential 

                                                      
37 Ministere de la Sante Publique, Juin 2015. Relative á l’extension de l’utilisation du medicament Misoprostol 200mg pour le traitement des avortements 
incomplets et le traitement des fausses couches. 
38 Wiskow C, Homsi FA, Smith S, Lanford E, Wuliji T, Crigler L. 2013. An Assessment of Community Health Volunteer Program Functionality in 
Madagascar. Technical Report. Published by the USAID Health Care Improvement Project. Bethesda, MD: University Research Co., LLC (URC). 

Key human resources indicators 

 Are the appropriate health worker cadres authorized to distribute misoprostol? 
 Do the appropriate in-service and pre-service curriculum include community-based distribution of 

misoprostol for prevention of PPH? 
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misuse of misoprostol, and that the mechanism described by the guidelines helped ensure that CHVs identify 
pregnant women in their communities and engage in follow up visits post-delivery.  

Several key informants recommended engaging CHVs and other community leaders at various stages during the 
roll out of the intervention, because community-based distribution of misoprostol is a form of task shifting from 
health facilities to the community level. A strong system of supportive supervision is therefore important to 
effectively assist and motivate CHVs. 

6.6 Service Delivery 

 
The delivery of health services combines various inputs (money, staff, supplies, equipment and medicines) to 
ensure that specific health interventions are available and can be effectively provided at the facility and 
community level.39 
 
As of August 2015, community-based distribution of misoprostol for PPH prevention was not included in MOH 
supervision schedules. In the public sector in Madagascar, the only community-based distribution of misoprostol 
is taking place in the pilot areas using its own supply chain. A Memorandum of Understanding allowed JSI/Mahefa 
to purchase a limited amount of misoprostol from MSI to continue with their pilot projects. Some informants, 
however, noted the ease of obtaining misoprostol without a prescription in some pharmacies and also in the 
capital city’s Ambohibo market. Informal discussions in the capital city with youth, taxi drivers, and unmarried 
young adults in sexual relationships, revealed that people know they can purchase misoprostol without a 
prescription at the Ambohibo market.  
 
 

7. RECOMMENDATIONS AND CONCLUSION 

This study identifies a number of facilitators, enablers, and challenges in Madagascar’s support for community 
distribution of misoprostol for the prevention of PPH and its subsequent implementation. While no formal 
policy has been established, gains in policy adoption are reflected in a ministerial note, which authorizes the 
procurement and roll-out of misoprostol at the community level for the prevention of PPH. A strong facilitator 
for policy adoption was the existence of a national level mechanism in the form of a TWG, which played a 
critical role in generating broad-based support for community distribution of misoprostol and was instrumental 
in facilitating initial implementation of pilot studies in Madagascar. The pilot studies were also regarded as 
important for the adoption of the policy, as they provided local evidence of the efficacy and feasibility of the 
intervention and helped to curb concerns regarding the administration of misoprostol at community level. 
Important challenges for implementation are related to the procurement and supply of the drug, which has 
largely been limited to the pilot studies. Lessons learned in terms of the product’s marketing and packaging 
should inform subsequent scale up, as they underscore the importance of culturally-sensitive approaches to 
service delivery. Further, implementation in the initial pilot areas indicates that the early involvement of 
community leaders and CHVs contributes to the acceptance of misoprostol and highlights the critical role of a 
functioning supply chain and the need for supportive supervision for the effective distribution of misoprostol. 
                                                      
39 Adapted from: http://www.who.int/topics/health_services/en/ 

Key service delivery indicators 

 Is community-based distribution of misoprostol for prevention of PPH included in MOH supervision 
schedules? 

 Is misoprostol available for distribution at the community level?  
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While an implementation plan was being drafted at the time of this study, continued advocacy efforts to increase 
resources and strengthen government leadership is required in order to translate policy gains into action.  
 
The following recommendations provide specific actions to support the effective scale-up and roll-out of 
misoprostol for PPH at the community level: 
 
 The establishment of a national level mechanism such as a TWG tasked with leading and moving 

the process forward creates ownership and buy-in, ensures interests and concerns are heard and 
addressed throughout the process, and has proven effective in the provision of guidelines for the 
correct administration of misoprostol for PPH. 

 Local demonstration projects inform government and community support, and can address 
concerns related to community distribution. 

 Coupling misoprostol distribution with chlorhexidine as a community package for maternal and 
newborn care increased acceptance at government and community levels, and can facilitate scale up of 
two life-saving interventions. 

 For effective community-based implementation, the supply chain must be considered in its 
totality, from the manufacturing and procurement to the distribution of tablets by CHVs to pregnant 
women.  

 Defining guidelines and standards for implementation at community-level can assist adoption 
and address concerns related to the misuse of misoprostol.  

 A formal mechanism for monitoring and evaluation including key indicators and targets is 
necessary to facilitate implementation of the intervention.  

 
In order to accelerate scale-up of community-based distribution of misoprostol and successfully address the 
leading cause of maternal mortality in Madagascar, attention must be paid to the effective functioning and 
capacity for advocacy and mobilization of resources by the TWG. The experience of Madagascar reveals an 
often complex policy development process, influenced by a range of factors requiring sustained commitment and 
action from various stakeholders. The findings from this study offer recommendations for countries looking to 
adopt community-based distribution of misoprostol for PPH prevention, lessons for facilitating efficient and 
effective policy change, and inform future development and implementation design.  
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ANNEX 1. KEY INFORMANT INTERVIEWS – CONSENT 
FORMS AND GUIDANCE  

CONSENT FORM  
 
 
 

 

About this consent form 
Please read this form carefully. This form provides important information about participating in this research study. If 
you decide to participate in this study you will be asked to sign this form.  A copy of the signed form will be provided to 
you for your record.  

Participation is voluntary 
You are invited to take part in this research because you have been identified as an individual who is knowledgeable 
about community-based distribution of misoprostol in your country. It is your choice whether or not to participate.  If 
you choose to participate, you may change your mind and terminate the interview at any time. There are no identified 
risks or benefits to participating in this study.  

What is the purpose of this research? 
Specifically the study seeks to identify the key determinants contributing to the development and adoption of national 
policy on community-based distribution of misoprostol for prevention of postpartum hemorrhage (PPH) at homebirths; 
to determine current status of implementation and scale-up of the intervention; and to identify successes and challenges 
in the subsequent national roll-out and scale-up of the intervention. The study findings will result in the development of 
practical recommendations for countries beginning policy development and adoption, and/or national roll-out of 
community-based distribution of misoprostol.   

Statement of Consent  
I have read the information in this consent form including risks and possible benefits.  All my questions about the research 
have been answered to my satisfaction.  I understand that I am free to withdraw at any time without penalty or loss of 
benefits to which I am otherwise entitled. 

I consent to participate in the study.  

SIGNATURE  

Your signature below indicates your permission to take part in this study.  
 
______________________________________________ 
Name of Participant  
 
______________________________________________ 
Signature of Participant 
 
___________________ 
Date 
 
 
 
 
 
 

Key Informant  
Consent Form  
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KEY INFORMANT INTERVIEW GUIDE FOR KEY POLICY DEVELOPMENT 
STAKEHOLDERS 
 
 
 

 
1. Name and designation (Record interviewee’s Name, organization, designation, email address, telephone number, and 
gender) 

2. KII for ___________________________________Duration of KII ___________ 

Key Reminders to the Facilitator/Interviewer: 

1. The key is to facilitate and lead rather than direct.  
2. Begin the interview with a minute or two of general conversation. 
3. The purpose is to get the person(s) engaged in a conversation.  
4. Maintain a non-judgmental approach to the interviewee and his/her viewpoints. 
5. Questions requiring opinions and judgments should follow factual questions, after some level of trust has been 

established and the atmosphere is more conducive to candid replies. 
6. Questions should be simply worded, kept short, and phrased in the vernacular. Generally, they should be phrased 

to elicit detailed information, not just a simple ‘yes’ or ‘no’ answer. 
7. Although we will have interviewer questions lined up and in a certain order, do not be afraid to deviate if the 

conversation takes you in a different order. It is entirely possible that a person may start talking and end up 
answering any number of questions without specifically being asked. It is also likely that someone may introduce a 
subject not included in the questions -- let him/her talk (within reason!). The whole point is to allow the person to 
tell his/her story, including their particular knowledge, opinions, and experiences. Give them the space to say what 
they need to say. If the person deviates completely from the topic, then do pull them back by referring to the 
questions. 

Welcome  
Thank you for accepting the invitation to take part in this meeting. You have been asked to participate as your knowledge, 
experience, and point of view are important. We realize you are busy and very much appreciate your time. 

Introduction 
My name is ______________ and I am a consultant working for the African Strategies for Health (ASH) project funded by 
USAID’s Africa Bureau. The ASH project is conducting a study in four countries in sub-Saharan Africa which have national 
policies in place for community-based distribution of misoprostol for prevention of postpartum hemorrhage. Specifically the 
study seeks to identify the key determinants contributing to the development and adoption of national policy on 
community-based distribution of misoprostol for prevention of postpartum hemorrhage (PPH) at homebirths; to determine 
current status of implementation and scale-up of the intervention; and to identify successes and challenges in the 
subsequent national roll-out and scale-up of the intervention. The study findings will result in the development of practical 
recommendations for countries beginning policy development and adoption, and/or national roll-out of community-based 
distribution of misoprostol.   

You have been identified as a key informant who was engaged, in some manner, in the development or approval process of 
the national misoprostol for prevention of postpartum hemorrhage policy. During this interview, you will be asked to 
answer some questions regarding your role in this process as well as your opinions and insights on the policy-making 
process.  We are very interested in learning about your perception and experience in the policy development process. This 
discussion will take approximately 45 minutes to 1 hour.  

Do you have any questions or concerns? 

Anonymity 
We would like to record the interview, if you are willing, to better enable data analysis.  We will record the interview only 
with your consent, and will ask that no personal identifiers be used during the interview, to ensure your anonymity. Please 

Key Informant Interview Guide  
Policy Development  
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feel free to say as much or as little as you want.  You can decide not to answer any question, or to stop the interview any 
time you want.  The tapes and transcripts will become the property of project. 

If you so choose, the recordings and recording-transcripts (or copy of notes taken) will be kept anonymous, without any 
reference to your identity, and your identity will be concealed in any reports written from the interviews. 

This interview was designed to be approximately 45 minutes to one hour in length. However, please feel free to expand on 
the topic or talk about related ideas. Participation in this study will involve no costs or payments to you. 

If you agree to participate in this study, please provide your written consent (hand consent form to interviewee). 

Leading Questions  

Introductory  • What do you believe first initiated the national discussion on establishing a policy for community-based 
distribution of misoprostol?  (ask for as much detail as possible) 

• When was that?  
• Who was involved from the outset? 

Content • What is the content of the policy? 

Process • How would you describe the various stages of policy development for this particular policy?  
• How long did the overall process take from the very initial stage to final adoption? 

Stakeholders • Who was engaged in these stages and in what capacities? 

Process • What were some of the key challenges throughout the policy-making process and how were they 
addressed and overcome? 

• Who were the key players in addressing these challenges? 

Stakeholders • How would you describe the government’s leadership of and advocacy for establishment of this policy? 
• Who were some of the key individuals or units engaged in this process from within the government? 
• Were there any particular bodies (such as a working group) that were specifically formed/tasked to 

support the policy process? 

Stakeholders • Who were some of the key external parties involved? (UN agencies, donor governments, NGOs, etc.) 

Stakeholders Do you believe that there was one national “champion” (could be individual or organization) who helped 
to lead this process? 
If so, who? 
Why do you believe they were critical in the process? 

Context • Do you believe the policy environment was conducive to the adoption of this policy at the start of the 
process? 

• If yes, why? 
• If not, what changed and how did it change? 

Context • In what ways did the structure/system of your national government influence the policy development 
process? (probes: decentralization, legislature system, etc.) 

Context • Describe some of the key contextual issues that you feel positively or negatively influenced the policy 
process? (probes: cultural beliefs, financial issues, etc.) 

Content • How important was the role of evidence-based data in the policy-making process?  
• What kind of data was available, what was requested, and what was presented? 
• To whom? 

Content • From your perspective, what are the expected outcomes of the policy on national level health 
outcomes, if implemented correctly/successfully? 

Summary • What do you believe were the key factors that lead to the adoption of the national misoprostol policy? 
• What do believe are the successes and failures of this particular policy?  
• If you had to make 2-3 key recommendations to a neighboring country seeking to develop and adopt a 

national community-based distribution of misoprostol policy, what would they be?  
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KEY INFORMANT INTERVIEW GUIDE FOR KEY IMPLEMENTATION & SCALE-UP 
STAKEHOLDERS 
 
 
 

 
1. Name and designation (Record interviewee’s Name, organization, designation, email address, telephone number, and 
gender) 

2. KII for ___________________________________Duration of KII ___________ 

Key Reminders to the Facilitator/Interviewer: 

1. The key is to facilitate and lead rather than direct.  
2. Begin the interview with a minute or two of general conversation. 
3. The purpose is to get the person(s) engaged in a conversation.  
4. Maintain a non-judgmental approach to the interviewee and his/her viewpoints. 
5. Questions requiring opinions and judgments should follow factual questions, after some level of trust has been 

established and the atmosphere is more conducive to candid replies. 
6. Questions should be simply worded, kept short, and phrased in the vernacular. Generally, they should be phrased 

to elicit detailed information, not just a simple ‘yes’ or ‘no’ answer. 
7. Although we will have interviewer questions lined up and in a certain order, do not be afraid to deviate if the 

conversation takes you in a different order. It is entirely possible that a person may start talking and end up 
answering any number of questions without specifically being asked. It is also likely that someone may introduce a 
subject not included in the questions -- let him/her talk (within reason!). The whole point is to allow the person to 
tell his/her story, including their particular knowledge, opinions, and experiences. Give them the space to say what 
they need to say. If the person deviates completely from the topic, then do pull them back by referring to the 
questions. 

Welcome  
Thank you for accepting the invitation to take part in this meeting. You have been asked to participate as your knowledge, 
experience, and point of view are important. We realize you are busy and very much appreciate your time. 

Introduction 
My name is ______________ and I am a consultant working for the African Strategies for Health (ASH) project funded by 
USAID’s Africa Bureau. The ASH project is conducting a study in four countries in sub-Saharan Africa which have national 
policies in place for community-based distribution of misoprostol for prevention of postpartum hemorrhage. Specifically the 
study seeks to identify the key determinants contributing to the development and adoption of national policy on 
community-based distribution of misoprostol for prevention of postpartum hemorrhage (PPH) at homebirths; to determine 
current status of implementation and scale-up of the intervention; and to identify successes and challenges in the 
subsequent national roll-out and scale-up of the intervention. The study findings will result in the development of practical 
recommendations for countries beginning policy development and adoption, and/or national roll-out of community-based 
distribution of misoprostol.   

You have been identified as a key informant who can provide insights into the implementation and scale-up of the national 
misoprostol for prevention of postpartum hemorrhage policy following adoption. During this interview, you will be asked 
to answer some questions regarding your role in this process as well as your opinions and insights on the policy-making 
process.  We are very interested in learning about your perception and experience in the policy development process. This 
discussion will take approximately 30 minutes to 1 hour.  

Do you have any questions or concerns? 

Consent/Anonymity 
We would like to record the interview, if you are willing, to better enable data analysis.  We will record the interview only 

Key Informant Interview Guide 
Implementation & Scale -Up 
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with your consent, and will ask that no personal identifiers be used during the interview, to ensure your anonymity. Please 
feel free to say as much or as little as you want.  You can decide not to answer any question, or to stop the interview any 
time you want.  The tapes and transcripts will become the property of project. 

If you so choose, the recordings and recording-transcripts (or copy of notes taken) will be kept anonymous, without any 
reference to your identity, and your identity will be concealed in any reports written from the interviews. 

This interview was designed to be approximately 30 minutes to one hour in length. However, please feel free to expand on 
the topic or talk about related ideas. Participation in this study will involve no costs or payments to you. 

If you agree to participate in this study, please provide your written consent (hand consent form to interviewee). 

Leading Questions  
(Note: questions may be adapted/omitted dependent upon relevance to specific interviewee) 

Introduction • Is community-based distribution of misoprostol for the prevention of post-
partum hemorrhage currently being implemented in your country? 

• If yes, is it being implemented by the public health system?  
• Please describe the national strategy for roll-out/scale-up of this 

intervention? 
• In how many districts is community-based distribution of misoprostol 

currently being implemented? 
• Is implementation being supported by any external stakeholders (donors, 

NGOs, etc.)? If yes, who? 
Governance • Is there are stand-alone implementation plan for community-based 

distribution of misoprostol for the prevention of PPH? 
• Is community-based distribution of misoprostol for the prevention of PPH 

included in current relevant national strategies? 
• If so, which ones?  
• Is community-based distribution of misoprostol for the prevention of PPH 

included in current relevant practice guidelines?  
• What specifically changed in these strategies/practice guidelines following 

the adoption of the national policy? 
• How long after the national policy was adopted were these changes made in 

national strategy and practice guideline documents? 
• Is community-based distribution of misoprostol for the prevention of PPH 

included in both national and subnational implementation plans? 
• Please describe what specifically is included in the implementation plans. 
• How long after the national policy was adopted were these changes made in 

national and subnational implementation plans? 
Finance • Is community-based distribution of misoprostol for the prevention of PPH 

included in the relevant MOH budgets at the national and subnational levels? 
• If yes, do you believe this policy is adequately financed for effective 

implementation? Explain.  
• If no, what have been the barriers/challenges to inclusion in the relevant 

budgets? 
Health Information • Does the MOH currently collect, report, and use appropriate 

indicators/information on community-based distribution of misoprostol for 
prevention of PPH? 

• If yes, at what levels? 
• What information is collected? 
• How is it currently being used and how is it intended to be used? 
• Has the program been assessed/evaluated by any stakeholder? 
• If yes, please describe (who, when, where, how, etc.) 

Commodities & • Is misoprostol currently procured and distributed as part of the national 
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Supplies logistics system? 
• Is it procured in sufficient quantities? 
• Explain the supply-chain process for getting the misoprostol to the cadre of 

health worker distributing. 
Human Resources • Are the appropriate health worker cadres authorized to distribute 

misoprostol? 
• Do the appropriate in-service and pre-service curriculum include 

community-based distribution of misoprostol for prevention of PPH? 
• Please describe/explain.  
• If yes, how long after the national policy was adopted were the curriculum 

adapted? 
Service Delivery • Is community-based distribution of misoprostol for prevention of PPH 

included in MOH supervision schedules? 
• If yes, who is responsible for conducting supervision? 
• Is supervision happening on a regular basis? 

Community 
Engagement 

• Have local communities been engaged in the implementation/scale-up 
process? 

• If so, how? (probes: community mobilization approaches, etc.) 
• If not, why not?  
• Do you think community engagement is helpful for effective implementation 

and scale-up?  
• Why or why not? 

Summary • What do you believe have been the successes and challenges to effective 
implementation of community-based distribution of misoprostol in your 
country? 

• Do you believe community-based distribution of misoprostol is currently 
being implemented at scale? 

• If yes, is this sustainable? Why or why not? 
• If no, what do you believe it will take to achieve implementation at scale? 

 
Conclusion 

Thank you for participating. This has been a very useful discussion. Your opinions, knowledge, and insights will be a valuable 
asset to this study. I would like to remind you that any comments featuring in this report will be anonymous.  
 
Do you have any final questions or concerns?  
 
Thank you again and we will be in touch soon to invite you to a Stakeholders Validation Workshop to take place in the 
coming weeks.  
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ANNEX 2. MINISTERIAL NOTE, 2014 
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ANNEX 3. CARMMA ROADMAP, 2014 
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