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Africa

Haemorrhage, 33.9

Hypertensive Disorders, 9.1

Sepsis/Infections, 9.7
Abortion, 3.9

Obstructed Labour, 4.1

Ectopic Pregnancy, 0.5

Embolism, 2.0

Other Direct, 4.9

HIV/AIDS, 6.2

Anaemia, 3.7

Other Indirect Deaths, 16.7

Unclassified Deaths, 5.4

Haemorrhage, 30.8

Hypertensive Disorders, 9.1

Sepsis/Infections, 11.6Abortion, 5.7

Obstructed Labour, 9.4

Ectopic Pregnancy, 0.1

Embolism, 0.4

Other Direct, 1.6

HIV/AIDS, 0.0

Anaemia, 12.8

Other Indirect Deaths, 12.5

Unclassified Deaths, 6.1

Asia
Haemorrhage, 20.8

Hypertensive Disorders, 25.7

Sepsis/Infections, 7.7

Abortion, 12.0

Obstructed Labour, 13.4

Ectopic Pregnancy, 0.5

Embolism, 0.6

Other Direct, 3.8

Anaemia, 0.1

Other Indirect Deaths, 3.9

Unclassified Deaths, 11.7

Latin America & The 

Caribbean

Haemorrhage, 13.4

Hypertensive Disorders, 16.1

Sepsis/Infections, 2.1

Abortion, 8.2

Ectopic Pregnancy, 4.9

Embolism, 14.9

Other Direct, 21.3

HIV/AIDS, 0.0

Other Indirect Deaths, 14.4

Unclassified Deaths, 4.8

Developed 

Countries



Severe PPH prevalence



Severe PPH prevalence



Strategies to reduce postpartum 

blood loss

 Routine management of 3rd stage of 

labour

 Management of complications

 Uterine atony

 Retained placenta management



Prevention of PPH

Clinical

 Active management

 Uterotonic
 Drug/dose/route 

(oxytocin/syntometrine 
/ergometrine/misoprostol)

 Timing (anterior shoulder / 
baby/placenta)

 Controlled cord traction

 Cord clamping – timing

 Uterine massage –
duration, procedure

 Expectant management

System / environment

 Manual skills

 Injection safety

 Storage conditions

 Pharmaceutical 
commodity management

Cost

 Purchase cost

 Indirect costs



Active management of the third stage of 

labour

 Administration of a uterotonic after delivery of 

the baby, early cord clamping and cutting, 

and controlled cord traction

 Cochrane review, ICM/FIGO and WHO 

MCPC guidelines differ slightly

 ICM/FIGO and WHO guidelines do not 

mention 'early' cord clamping







Active management versus expectant management:

Should active management of 3rd stage be offered by skilled 

attendants? 

 Active management should be offered to all women delivering with 
skilled attendants

 Recommendation: STRONG

 Quality of evidence: MODERATE

 Active management by non-skilled attendants is not recommended
 The group placed high value on the potential risk of uterine inversion that may result 

from pulling the cord inadvertently although there was no evidence for or against the 
use of active management by nonskilled providers

1 systematic review
5 trials

UK, Ireland, UAE

Different combinations of the components



Oxytocin vs. syntometrine



Which uterotonic?

Oxytocin (10IU im/iv) or ergometrine (0.25 mg im) be offered in 

active management?

 Oxytocin 10 IU im/iv should be offered to all women in preference to 
ergometrine

 If oxytocin is not available ergo/methylergo or syntometrine to women 
without hypertension and heart disease

 Recommendation: STRONG

 Quality of evidence: LOW
 The recommendation places a high value on avoiding the adverse effects of 

ergometrine, and assumes similar benefit for oxytocin and ergometrine

2 systematic reviews

> 9,000 women

Oxytocin vs. ergometrine vs. syntometrine

Oxytocin dose (2-10 IU), IM/IV

Only one trial with direct comparison (1049 women)



Misoprostol vs conventional injectable uterotonics



Misoprostol?

Should oral misoprostol (600 mcg) be offered instead of oxytocin 

(10 IU im) in active management?

 In the context of active management of the third stage of labour 
skilled attendants should offer oxytocin in preference to 
misoprostol

 Recommendation: STRONG

 Quality of evidence: HIGH
 The recommendation places a high value on the relative benefits of oxytocin 

in preventing blood loss as well as increased side-effects with misoprostol

One systematic review

7 trials with direct comparison

Largest trial > 18,000 women



Misoprostol vs placebo



Uterotonics alone?

In the absence of active management, should uterotonics be used 

alone for PPH prevention?

 In the absence of active management a uterotonic drug (oxytocin or 
misoprostol) should be offered by a health worker trained in its use for 
PPH prevention

 Recommendation: STRONG

 Quality of evidence: MODERATE
 For misoprostol this recommendation places a high value on potential benefits of 

avoiding PPH. Ease of oral administration of an oral drug, but notes there is one study

 The only trial relevant to this recommendation used 600 mcg. There is uncertainty 
about the lowest effective dose and administration route

Two systematic reviews

Two oxytocin trials (one with 5 IU the other 10IU, 1221 women in total)

One misoprostol trial (1620 women, auxiliary nurse-midwives)



When should the cord be clamped to maximise benefits 

for mother and baby?

 Because of the benefits for the baby, the cord should not be clamped 
earlier than is necessary for applying cord traction in active 
management of the third stage of labour

 Recommendation: WEAK

 Quality of evidence: LOW
 For the sake of clarity, it is estimated that this will take approximately 3 

minutes

 Early clamping may be required if the baby requires immediate resuscitation

One systematic review

three additional trials

varying definitions of early clamping (10 sec – 1 min) and delayed (2 min – stopping pulsation)

no priority outcomes reported, but newborn anemia as an important outcome

unclear whether timing of cord clamping has an effect on PPH



Should the placenta be delivered by controlled 

traction in all women?

 Given the current evidence for active management 
includes cord traction, no change to the current 
practice is recommended

 Recommendation: STRONG

 Quality of evidence: VERY LOW
 Further research into the effects of individual components of active 

management is needed

No direct evidence found

studies have compared cord drainage with none, cord traction and drainage with uterotonic (given in various ways)



Management of postpartum 

haemorrhage

 Essential components

 treat shock

 ascertain the origin of bleeding and treat 

accordingly

 control lower tract bleeding

 ensure uterine contraction

 remove placenta



Which uterotonics should be offered in the 

management of PPH due to uterine atony?

 Recommendations:
 For management of PPH, oxytocin should be preferred over ergometrine 

alone, fixed-dose combination of ergometrine and oxytocin, carbetocin, 
and prostaglandins. (Quality of evidence: very lowlow; strength of 
recommendation: strong)

 If oxytocin is not available, or if bleeding has not responded to oxytocin, 
ergometrine and fixed-dose combination of ergometrine and oxytocin 
should be offered as second-line treatments. (Quality of evidence: very 
lowlow; strength of recommendation: strong)

 If the above second-line treatments are not available, or if the bleeding has 
not responded to the second-line treatments, a prostaglandin should be 
offered as the third line of treatment. (Quality of evidence: very lowlow; 
strength of recommendation: strong)



Should misoprostol be offered for the management of 

PPH in women who have received prophylactic oxytocin 

during the third stage of labour?

 Recommendation:

 There is no added benefit of offering misoprostol as adjunct 

treatment for PPH in women who have received oxytocin 

during the third stage of labour. In settings where oxytocin 

is available, and is used in the management of the third 

stage of labour, oxytocin alone should be used in 

preference to adjunct misoprostol for the management of 

PPH in women who have received prophylactic oxytocin 

during the third stage of labour.

 (Quality of evidence: moderatehigh; strength of 

recommendation: strong)



Should tranexamic acid be offered in the 

treatment of PPH due to uterine atony?

 Recommendation:

 Tranexamic acid may be offered as a treatment 

for PPH if: 

 administration of oxytocin, followed by second-line 

treatment options and prostaglandins, have failed to 

stop the bleeding; or 

 it is thought that the bleeding may be partly due to 

trauma. (Quality of evidence: very low; strength of 

recommendation: weak)



Should uterine massage be offered to treat 

PPH?

 Recommendation:

 Uterine massage should be started once PPH is 

diagnosed. (Quality of evidence: very low; 

strength of recommendation: strong)



Should bimanual uterine compression be 

offered to treat PPH?

 Recommendation:

 Bimanual uterine compression may be offered as 

a temporizing measure in the treatment of PPH 

due to uterine atony after vaginal delivery. 

(Quality of evidence: very low; strength of 

recommendation: weak)



Should uterine packing be offered to treat 

PPH?

 Recommendation:

 Uterine packing is not recommended for the 

treatment of PPH due to uterine atony after 

vaginal delivery (Quality of evidence: very low; 

strength of recommendation: weak)



Should intrauterine balloon/condom 

tamponade be offered to treat PPH?

 Recommendation: 

 In women who have not responded to treatment 

with uterotonics, or if uterotonics are not 

available, intrauterine balloon/condom 

tamponade may be offered to treat PPH due to 

uterine atony (Quality of evidence: low; 

strength of recommendation: weak)



Should surgical interventions be employed 

in the treatment of PPH?

 Recommendation:
 If bleeding does not stop in spite of treatment with 

uterotonics, other conservative interventions (e.g. uterine 
massage) and external or internal pressure on the uterus, 
surgical interventions should be initiated. 

 The order of surgical interventions should be from 
conservative approaches to more invasive procedures. For 
example, compression sutures may be attempted first and if 
that intervention fails, uterine, utero-ovarian and hypogastric 
vessel ligation may be tried. If life threatening bleeding 
continues even after ligation, subtotal hysterectomy (also 
called supracervical hysterectomy) should be performed. 
(Quality of evidence: No formal scientific evidence of 
benefit or harm; strength of recommendation: strong)



Surgical measures

 Internal iliac artery ligation

 Stepwise uterine and ovarian artery ligation

 Vaginal uterine artery ligation

 Compression sutures

 Uterine repair or hysterectomy



Should uterotonics be offered as treatment 

for retained placenta?

 Recommendations:

 If the placenta is not expelled spontaneously, clinicians 

may offer oxytocin 10 IU combined with controlled cord 

traction. (No formal scientific evidence of benefit or 

harm; strength of recommendation: weak)

 Ergometrine is not recommended as it may cause tetanic 

uterine contractions, which may delay expulsion of the 

placenta. (Quality of evidence: very low; strength of 

recommendation: weak)

 The use of prostaglandin E2 (dinoprostone and 

sulprostone) is not recommended. (Quality of evidence: 

very low; strength of recommendation: strong)



Should intra-umbilical vein injection of oxytocin 

with or without saline be offered to treat retained 

placenta?
 Recommendations:

 Intraumbilical vein injection of oxytocin with saline may be 

offered for the management of retained placenta.(Quality 

of evidence: moderate; strength of recommendation: 

weak)

 If in spite of controlled cord traction, administration of 

uterotonics and intraumbilical vein oxytocin plus saline 

injection, the placenta is not delivered, manual extraction 

of the placenta should be offered as the definitive 

treatment. (No formal assessment of quality of 

evidence; strength of recommendation: strong)


