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Executive Summary

Postpartum hemorrhage is of the world’s leadingseawf maternal mortality. Active
management of the third stage of labor (AMTSL) feasible and inexpensive intervention that
can help save thousands of women'’s lives. AMTSIbolives three basic procedures: the use of a
uterotonic agent (preferably oxytocin) within onenate following the delivery of the baby,
delivery of the placenta with controlled cord tiant and massage of the uterus after delivery of
the placenta, with palpation of the uterus to as#es need for continued massage for the two-
hour period following delivery of the placenta. Bdn conclusive evidence from clinical trials,
the International Confederation of Midwives (ICMjdathe International Federation of
Gynecology and Obstetrics (FIGO) issued a joirtestent in 2003 stating that every woman
should be offered AMTSL as a means of reducingrthielence of postpartum hemorrhdgehe
World Health Organization (WHQO) Making PregnancyeBd echnical Update on Prevention of
Postpartum Haemorrhage by AMTSL recommends that TSM should be practiced by all
skilled attendants at every birth to prevent pastpa haemorrhagée’”

Currently, very little is known about the actuahgtice of AMTSL. The aim of this study is to
provide ministries of health and their internatiopartners with the descriptive information
necessary to assess AMTSL practices and identifgmbarriers to its use. Specifically, the
study asks:

1. In what proportion of deliveries is AMTSL used roatally?
2. What practices are in place that do not confornmwie FIGO/ICM definition of AMTSL?
3. What are the facility- and policy-level barrierdaacilitators to the use of AMTSL?

To answer these questions, a nationally-represeatsample of facility-based deliveries was
observed; clinical care guidelines, the Essentralgl)ist, and medical and midwifery school
curricula were reviewed; the central pharmaceustaiage site, as well as pharmacies in health
facilities selected for the study, were visitedd amerviews were conducted with hospital
directors and pharmacists.

The study showed that only 60 percent of the daégeaeceived a uterotonic drug during the
third or fourth stage of labor. The third stageadior begins with the birth of the baby and ends
with the delivery of the placenta, and the foutdme of labor is the first postpartum hour, which
begins after the delivery of the placenta. Oxytpttie drug of choice for AMTSL, was the only
uterotonic drug used. Two AMTSL definitions weredsn the study. The first definition strictly
reflects the FIGO/ICM recommendations, including g#aministration of the uterotonic drug
within one minute of delivery of the baby; the sedalefinition is slightly more flexible,
extending the timing of the uterotonic drug to witthree minutes of delivery of the baby. The
results of the study show that three percent aveleés met the strict definition of correct
AMTSL use, and seven percent met the more relagédition of AMTSL use. This means that
between 93 and 97 percent of the women deliveringational public health network facilities
did not receive adequate prevention of postpartemdirhage.

Several practices led to the low use of AMTSL. Ehelude the incorrect timing of the
administration of oxytocin, inappropriate applicatiof traction to the cord, low use of massage
immediately following delivery of the placenta, aeven lower use of massage followed by



palpation to assess the need for continued mas$hgestudy also documented several
potentially harmful practices, such as applicatbtraction to the cord without prior
administration of a uterotonic or without manugbgaort to the uterus, and application of fundal
pressure or uterine massage while awaiting deligétiie placenta. At least one of these
practices was observed in 80 percent of deliveries.

The policy and logistical environment to support ASL use in El Salvador is mixed. Some key
clinical guidelines for obstetric care promote aefine AMTSL using a definition that is close
to the FIGO/ICM definition (with the exception thaalpation of the uterus to assess need for
continued massage following delivery of the babgasincluded), while others mention only the
use of uterotonics for the prevention of postparhemorrhage. Also, AMTSL is not included in
the curricula for medical doctors or nurses. Howelteshould be noted that both oxytocin and
ergometrine are included on the Essential Drug bisytocin is clearly the uterotonic of choice
in El Salvador for AMTSL, and drugs are approptiastored at the Central Warehouse. At the
facility level, the logistics regarding the procoment and storage conditions of uterotonic drugs
in health facilities is quite good, with specificoplems in a small percentage of facilities, which
require attention. For example, oxytocin and ergoime were observed being stored at room
temperature in seven and ten percent, respectioktiie pharmacies of visited facilities, and an
overstock of uterotonic drugs appears to be monenzon than understock.

Recommendations

The following recommendations are made based oreghdts of this study regarding the use of
AMTSL in the national hospital network:

National Policies

1. Standardize and disseminate the use of MSPAS Nat©@imical Care Guidelines for the
Principal Obstetric Morbidities at the Second LeveMedical CareGuias clinicas de
atencién por las principales morbilidades obstedg@n el segundo nivel de atencidm)
national public health network hospitals and atgte and autonomous health facilities.
Ensure that massage/palpation every 15 minutesvtohours is included in the AMTSL
definition.

2. Update and disseminate the National Clinical Can@@ines for Obstetric Morbidities at
the Third Level of Medical Care&3uias clinicas de las Morbilidades obstetricas eteecer
nivel de atencionjo comply with the FIGO/ICM definition of AMTSL.

3. Implement the FIGO/ICM definition of AMTSL into pigervice training programs for
medical doctors and nurses as a strategy to decreabidity and mortality due to
postpartum hemorrhage.

4. Work jointly with the MSPAS, ASOGOES, internatiomaloperating agencies, and other
organizations to promote and implement the useMTSL in compliance with the
definition described in the clinical care guideBrfer obstetric morbidity at the second level
of medical care .

5. Adequately promote and disseminate internatiorsaddstrds for the appropriate storage of
uterotonic drugs.



Facility-level interventions

Health Providers/Practice

6. All medical and paramedical personnel responsimerfanaging deliveries in the 28
maternity hospitals should practice AMTSL. This tenaccomplished either by:

a) Conducting hands-on, competency-based, in-serviMd& 2\ training for those providers
not skilled in AMTSL.

b) ldentifying barriers, including motivation, that pade use of AMTSL, and address
barriers.

7. Conduct training for pharmacy personnel regardiegappropriate conditions recommended
by the manufacturer for storage of uterotonic drugs

Logistics and Supplies

8. Provide facilities with supplies and equipment rezktbr the appropriate storage of
uterotonic drugs in pharmacies and delivery rooms.

9. Guarantee the adequate supply of uterotonic drugac¢h hospital, avoiding under- and
overstock of drugs to ensure that drugs do not fhesisexpiration date.

Monitoring and Evaluation

10. Establish systems of supervision within labor aaltivery wards such that use of AMTSL is
an expected behavior in all national public heaktwork birthing facilities.

11.Include use of AMTSL in the routine reporting otsstics for national public health network
birthing facilities for monitoring and control dsiimplementation and use.

12.Add a column to the registration books of the daiwrooms for monitoring the practice of
AMTSL.

13.Implement clinical audits focused on AMTSL.



1. Background

Postpartum hemorrhage is one of the world’s leadaxgses of maternal mortality. Active
management of the third stage of labor (AMTSL) feasible and inexpensive intervention that
can help save thousands of women'’s lives.

AMTSL involves three main components:

The use of a uterotonic agent within one minutkWang the birth of the baby.
Delivery of the placenta with controlled cord tiaat
Massage of the uterus after delivery of the plaent

This definition is supported by the InternationablEration of Gynecology and Obstetrics
(FIGO), the International Confederation of Midwiv@eM)* and the World Health Organization
(WHOY. This definition differs from the original resehrprotocol in the Bristland
Hinchingbrooké trials because the original protocols include irdia& cord clamping and did
not include massage of the uterus. The FIGO/ICMtjsiatemeritandManaging Complications
in Pregnancy and Childbirthproduced by WHOdlo not include immediate cord clamping.

Clinical trials in developed countries have shohat the use of AMTSL significantly reduces
postpartum hemorrhage, in contrast to physiologaonagement of the third stage of labor where
oxytocic drugs are not used and the placenta sigsaspontaneously and is delivered by gravity
and maternal effort. When compared to AMTSL, the oisphysiologic management has a
higher rate of postpartum hemorrhage and sevetpgtsm hemorrhage, greater need for blood
transfusion and therapeutic oxytocics, and a lodgeation of the third stage of labor. A
Cochrane review of these trials concludes by recenting AMTSL for all women delivering

in a hospital and anticipating the vaginal birtraafingle infant.

Endorsement and use of AMTSL

Based on this body of evidence, ICM and FIGO issugnt statement in November 2003
stating that every woman should be offered AMTS& déameans of reducing the incidence of
postpartum hemorrhage due to uterine atdriftie inclusion of AMTSL in the WHO evidence-
based manuaanaging Complications in Pregnancy and Childbiatlso attests to the
international acceptance of this practice as thedstrd of care.

Evidence regarding adoption of this practice, hasveis limited. Evaluations of donor-funded
projects incorporating AMTSL tend to be limitedregporting on the numbers of providers
trained and the percent achieving competence faligiaining. Apart from anecdotal
information, a 2003 article by the Global Netwook Perinatal and Reproductive Health (Festin
et al.)” offers a limited glimpse into the adoption of thigctice. Their results, based on an
evaluation of 15 university-based referral obstetanters in developed and developing
countries, show substantial variation between amitimvhospitals. Overall, only 25 percent of
observed deliveries included AMTSL. Only one (indDa, Ireland) consistently used all three
components of the practice. Variation in the prdabttyc use of oxytocic drugs ranged from O to
100 percent; the practice of controlled cord tactianged from 13 to 100 percent; and the
number of women who received additional doses gtamin during the third stage of labor



ranged from 5 to 100 percent. There is insufficentence for drawing conclusions about the
effectiveness of this practice in its altered staldhese results do suggest, however, that the use
of AMTSL is quite low and, where it is practicetetdefinition varies within and between
countries’

Since 1997, the Safe Motherhood Initiative hasest#hat maternal mortality is an issue of health
infrastructure. AMTSL is a highly measurable, evide-based, life-saving aspect of this health
infrastructure. Given that postpartum hemorrhageleading cause of maternal death in many
countries with high maternal mortality, there isi@portant and urgent need for information
from these countries on current practices regardigd SL.

About this study

As a complement to work undertaken by the GlobailWdek for Perinatal and Reproductive
Health, these surveys have been carried out ton@évihe understanding of current AMTSL
practices in East and West Africa (Ethiopia, Tamaand Benin), Asia (Indonesia), and Central
America (El Salvador, Guatemala, Honduras, andrd@gaa). Surveys are underway in Uganda
and Ghana. This report focuses on El Salvador, evimaternal mortality was estimated at 71 per
100,000 live births in 2006, according to the Ma#Mortality Baseline Studjwith
hypertensive disease of pregnancy and hemorrhatlpe &0 leading causes of maternal death
(representing 42 percent and 38 percent of alemat deaths, respectively). As of 2003, the
percent of births delivered in public health faes was 54 percent, 12 percent were in social
security facilities, and only three percent occdiireprivate sector institutiorfssuggesting that
more than two-thirds of births that take placeaailities could potentially benefit from

AMTSL.

The ten country AMTSL surveys focus on policy, pder-related factors, and supplies and
logistics. When viewed together, these componemgige important insights on routine use of
AMTSL (Figure 1.1).

Policy

At the national level, a number of influences deii@e the priority given to AMTSL. For
example, given that AMTSL has been a standard raf icethe United Kingdom (UK) for many
years, some researchers have hypothesized that ANsTiSore common in former UK colonies
and among providers who have trained in the UKeliise, effective leaders from national or
international agencies may have been able to infe@ational policies, the inclusion of drugs in
the essential drug list and country formulary, aedlth provider education regarding AMTSL.
In turn, such training may influence facility-baggalicies and behavioral expectations.

Provider-related factors

The knowledge and skills required to perform AMT&#E essential for routine use of the
practice. Provider motivation, which is influendeglfacility-based behavioral expectations, also
is key.



Supplies and logistics

The sufficient availability of high-quality uterata drugs, needles, and syringes at national and
local levels is essential for routine use of AMT ®Effective use of AMTSL also requires
appropriate conditions during transport and stotagensure the use of chemically-active drugs
and safe, sterile needles and syringes.

Figure 1.1. Determinants of the routine use of AMTS.

1 National
o /4 guidelines
Policy | Historical i AMTSL Expected
precedent, - protocol |——— behavior
influence of Presence in in hospital in hospital
leader, pre-service
WHO, training
lt?éisr(]ei:]wce “Champions” for
9 use of AMTSL Woman
Provider Knowledge, l ¥__,| Implementation |— receives
skills in | | Motivation AMTSL
AMTSL to use
Proper
storage
Logistics | uterotonics | __| Sufficient | | Transport |_| Procure- /\fvallgpl!ltyt
included on amount issues ment ot suhicien
bragList | | Procured at hospital | ™ (5 (00
: level : S
(oxytocin= syringe on site
drug of
choice)

The aim of this study is to provide ministries elth (MOHs) and their international partners
with the descriptive information necessary to asgeddTSL practices and identify major
barriers to its use. The findings will inform inkentions that improve adoption and
implementation of AMTSL.

The study’s specific research questions are agvstl

1. For what proportion of deliveries is AMTSL usedaatational level? Which components of
AMTSL (e.g., prophylactic use of oxytocic agentsnirolled cord traction, and fundal
massage) are practiced, and how consistently ayepttacticed?

2. Is AMTSL formally promoted in the Standard Treatm@&uidelines (STGs) in each country
at national and/or facility levels? If so, sinceam? How is AMTSL defined in the
standards?

3. How is the need for AMTSL drugs quantified at natiband facility levels?

4. Which uterotonic drug (e.g., oxytocin, ergometriaea prostaglandin) is used? How is it
stored?

5. At the facility level, is enough oxytocin availatiteallow for routine use of AMTSL?



6. What are the major barriers to correct use of AMT&t defined by WHO and FIGO/ICM in
their joint statement on the prevention of postparhemorrhage?



2. Methods

This study is part of a multiple country study ss@ss use of AMTSL among facility-based
deliveries. The development of the study was aqpatory process which involved an initial
expert meeting in Washington, DC in May 2005 teiefeedback on the draft protocol, a
planning workshop in Nairobi, Kenya in July 2005 fiee first two country studies, and planning
workshops in Panama and El Salvador in Januaryrahduary 2006 with representatives of the
Central American Federation of the Associations @adieties of Gynecologists and
Obstetricians (COMIN-FECASOG) to further refine fr@tocol and questionnaires before the
beginning of data collection in El Salvador, GuaséanHonduras, and Nicaragua.

In the case of El Salvador, prior to data collectioe study protocol was submitted to and
approved by the Ministry of Public Health and Sbwirk (MSPAS) of El Salvador. Following
this approval, the protocol was submitted to then@ittee for Human Research at the Johns
Hopkins Bloomberg School of Public Health in Balbira, Maryland. The Johns Hopkins
Committee for Human Research judged the protocbetexempt from review for human
subjects research because no personal identifens eollected and because the procedures
observed were all standards of care. They did §p#wt informed consent must be obtained at
admission to the health facility and not in thedadnd delivery room. In this study, informed
consent consisted of describing the study and sgopgeparticipation from women at admission
to the health facility. PATH deferred to Johns Hioglfor their review. The MSPAS did not
consider review by local ethics committees to beessary.

Questionnaire development

The processes and outcomes identified in the conakfpamework for the study (Figure 1.1)
determined the content and number of questionneegsred for the study. In all, three
guestionnaires were developed:

National-level questionnaire.This questionnaire was designed to capture thieypol
environment for AMTSL. It includes questions regagithe content of the essential drug
list, STGs, pre-service training curricula, procusnt practices for uterotonic drugs, and
storage conditions for uterotonic drugs at the regémharmaceutical storage site. Completing
this questionnaire required document review, ineavg with MOH staff and other
policymakers, and a visit to the pharmaceuticaiagfe site. The study’s country coordinator
conducted the national-level data collection.

Facility-level questionnaire. This questionnaire was designed to capture theypol
environment at the individual facility level. Itdludes questions on the availability of
clinical guidelines in the facility, provision afiiservice training on AMTSL, the cost of
uterotonic drugs to the facility and to patients;ess to the facility pharmacy, procurement
practices for uterotonic drugs, and supply andagt@rconditions at the facility. Completing
this questionnaire required interviews with hodm@ministrators and the pharmacist and a
visit to the facility pharmacy. One of the two mesnbof the data-collection team completed
this questionnaire during his/her visit to seledtedlities.

Observation-of-deliveries questionnaireThis questionnaire was designed to document
provider practices during the third stage of lafod the first 30 minutes of the fourth stage



of labor for all vaginal deliveries. It was basedtbe questionnaire used in the study by
Festin et al. The questionnaire documents the availability efetonic drugs and other
supplies in the labor and delivery unit as welsasage conditions for uterotonic drugs.
Members of the data collection team completed thestionnaire based on their observation
of deliveries during the visit to selected facagi

Training for data collectors

A group of eight data collectors was trained toesbs deliveries in selected health facilities. The
team was made up of eight graduate nurses. Thdargaroordinator and the Regional
representative COMIN-FECASOG were in charge of nleseraining. A three-day training
session (July 22 to 24, 2006) was held in San 8alv&| Salvador. The training involved
lectures, a visual CD-ROM presentation on AMTSlndestrations and practice using an
anatomical model, and field practice that providadpportunity to pretest the questionnaires
and to supervise the observers.

Sample Design

A nationally-representative sample of approximaga9 facility-based deliveries was required
to meet the aims of the study described in the austlogy section. Sample size calculations
assumed a prevalence of 30 percent, a 90 percgranse rate, and a design effect of two. Due
to budgetary and logistical concerns, the sampkerestricted to public facilities. ElI Salvador
has 28 national public health maternity hospitatsich are distributed throughout all five
regions of the country. All of these public matéyrhiospitals were included in the sample.

One team of two data collectors visited each hdalthity for two days. Each data collector
observed all vaginal deliveries during an eightshoeriod during the first and second day, thus
ensuring observations over a 16-hour period perfaialyvo days. A total of 190 deliveries were
observed across 28 facilities. In two facilitiesrda were no deliveries during the two-day period
of observation.

To ensure a nationally-representative sample avelits, weights were calculated for use
during analysis. When the number of deliveries oleskin a facility over the two-day period is
not proportional to the reported annual numberadifvdries in that facility, weights will correct
for this over- or under-representation. The weightember of observed deliveries is 190. All of
the tables in this report show weighted valuesfor

Fieldwork

The MSPAS sent a memorandum to the directors o28heospitals authorizing the study. The
study coordinator provided a copy of the memorantluthe observers as letters of introduction
for each facility. Four teams of two data collestoarried out fieldwork from July 28 to August
12, 2006. The study coordinator made one qualitytrobvisit to hospitals in each regional zone.



Data entry and analysis

The study team adapted the data entry programdageeefor the global survey to the finalized
El Salvadoran questionnaire. Epilnfo (version 3.8vas used for data entry and cleaning. The
data were double entered, and a preliminary datnahg process was carried out immediately
following fieldwork. Data cleaning was completedidg a data analysis workshop held in
Baltimore, MD in December 2006. Data analysis wasdaicted using STATA 9.1.
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3. Results
The National Policy Environment

Standard Treatment Guidelines

In El Salvador, there are two national guidelirgated to maternal health. One is for second-
level medical care and the other is for third-lewmeldical care. AMTSL is mentioned in the
guidelines entitledGuias clinicas de atencién de las principales nmathies obstétricas para

el Segundo nivel de atenci@@linical Guidelines for the principal obstetriorbidities for

Second Level Medical Care) published in 2005. Ia ttocument, AMTSL is defined to include:
intramuscular administration of 10 internationaitsiflU) of oxytocin after delivery of the baby,
controlled cord traction with manual support to titerus, and uterine massage after delivery of
the placenta. Palpation every 15 minutes for twarsidollowing delivery of the placenta to
assess the need for continued massage is not meati@xytocin is the uterotonic drug
recommended for AMTSL use. There is no second ehdiag.

The use of AMTSL is not mentioned in the Clinicar€ Guidelines for third level medical care
that was published in 2004. In this document, éhé/treatment of postpartum hemorrhage is
described. However, there are no policies thatictshe use of AMTSL in the country, for
example, by limiting who has the authority to userotonic drugs.

Essential Drug List

Both oxytocin and ergometrine are registered iB&l/ador and are included as uterotonic drugs
in theCuadro Basico de Medicamentake basic table of drugs. Misoprostol, although
registered in the country, is not included as aotitmic drug on the list. Syntometrine or other
prostaglandins are also not included. The procun¢imieAMTSL drugs in the public sector is
limited to the drugs listed in the basic table.

Avalilability and storage of uterotonic drugs

El Salvador has a Central Drug Storage and DigtobhiWVarehouse. The Central Warehouse
procures the uterotonic drugs included in the bidite of drugs. The quantity of drugs to be
procured is determined by consumption. There wasrgometrine in stock at the time of the
visit to the Central Warehouse. Oxytocin was awdéland stored in temperature and light
conditions recommended by the manufacturer, tha¢t&een 2 to 8° C in the dark. According to
the information obtained, no routine quality-cohtests are performed when the drugs are
received at the warehouse.

" The second level of medical care includes all distevel hospitals in the country. The third
level of medical care refers to the National Refiekaternity Hospital.
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Table 3.1. Availability and storage conditions forthe uterotonic drugs at the central
warehouse

Oxytocin Ergometrine
Storage temperature 2-8°C 2-8°C
recommended by the
manufacturer
Actual storage 2-8°C Not available at the
temperature time of the visit
Light conditions Store far away from| Store far away from
recommended by the | light light
manufacturer
Current light storage Store in the dark Not available at the
conditions time of the visit
Tests done to guaranteg¢ No No
the quality of the drug
upon reception
How is quantity of drugg Based on Based on
determined for consumption consumption
procurement

Pre-Service and In-Service Training in AMTSL

Even though AMTSL is mentioned in some clinicalgti@e guidelines, it is not currently
included in the pre-service curriculum of medicattbrs or nurses. However, some in-service
training programs have been held. This past yhafGerencia de Atencion Integral a la Mujer y
Nifilez(Management for Integrated Health Care for Wonmmeh@hildren) of the MSPAS, with
technical support from th®alvadorefios Saludablesoject (SALSA-PRIME II/USAID) offered
theoretical training on emergency obstetric carentoses and medical doctors from second-
level hospitals. Although the curricula were netnstardized, the components of AMTSL
described above in the clinical guidelines for sektevel medical care were included in some of
the training.

The Facility-level Policy Environment

For all health facilities in the sample, the datlectors interviewed the director of the health
facility (or other responsible staff) and the phaaist and visited the pharmacy to record the
availability and storage conditions of uterotoniagk. The results of these visits are summarized
below.

Availability of clinical guidelines specific to AMTSL

Clinical Guidelines mentioning AMTSL were availaldteall 28 maternity hospitals included in
the study.
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Accessibility of the Pharmacy and Pharmaceuticalstahe Facility-level

As shown in Table 3.2, the 28 facilities includadhe study have pharmacies that for the most
part ensure 24-hour drug availability. Necessapp$ieas such as syringesd uterotonic drugs
are also provided for free to patients in the vaajority of cases.

Table 3.2 Percent of health facilities with availale pharmacies and supplies

Pharmacies and supplies % of
facilities
N=28
Pharmacy exists in the 100.0
facility
Can reserve drugs for night 96.4

delivery/Pharmacy with 24-
hour service

Family has to buy syringes 0.0
required for the delivery

Family has to buy uterotonig 3.6
drugs

Storage Conditions for Uterotonic Drugs at the Fadity-level

All facilities included in the study procure oxytoc75 percent procure ergometrine, and 79
percent procure misoprostol. See Table 3.3. Mamslities follow the specific temperature and
light conditions during storage indicated by thenofacturer. However, manufacturer
recommendations were either missing or could ndbbta&ted in approximately 10 percent of the
facilities that procure oxytocin and misoprostotiam 24 percent of those that procure
ergometrine. Oxytocin is maintained at a tempeeah@tween 2 and 8 °C in 68 percent of
facilities and at less than 15°C in an additior@pércent of the facilities that procure it. In sev
percent of facilities that procure oxytocin, theiglwas stored at room temperature. Ergometrine
is maintained between 2 and 8 °C in 62 percerdwlities, with an additional ten percent stored
at less than 15°C in facilities that procure itn percent of facilities that procure ergometrine
store it at room temperature. Misoprostol, wher@lable, was maintained at temperatures
above 15°C in two-thirds (68 percent) of facilities

Eleven percent of the facilities that procure oxytofive percent that procure ergometrine, and
five percent that procure misoprostol indicated tha light conditions required for drug storage
were not indicated in the manufacturer recommendatiMost of the facilities keep oxytocin
and ergometrine in the dark away from direct lighttereas misoprostol is kept in daylight but
away from the direct sunlight in 55 percent of fihelities that procure it and in darkness in 23
percent.
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Table 3.3 Percent of facilities procuring oxytoci, ergometrine and misoprostol and
percent distribution of procured drugs by recommenctd and observed storage conditions

% of facilities
n =28
Conditions Oxytocin Ergometrine Misoprostol
Procured by the institution 100.0 75.0 78.6
% of facilities
n =28 n=21 n =22
Storage temperature recommended by
the manufacturer
2-8C 57.1 38.1 0.0
<15C 17.9 14.3 9.1
15-25C 7.1 14.3 50.0
25-30'C (Room temperature) 7 9|5 31.8
Missing data or could not locate 10.7 23.8 9.1
recommendations
Actual storage temperature for storage
of drug
2-8C 67.9 61.9 0.0
<15C 17.9 9.5 9.1]
15-25C 7.1 14.3 31.8
25-30'C (Room temperature) 7 9|5 36.4
Missing data 0.0 4.8 22.7
Light conditions recommended by the
manufacturer
No indication 7.1 4.8 4.6
Away from light 89.3 85.7 90.9
Missing data or could not locate 3.6 9.5 4.6
recommendations
Actual light conditions for storage of
drug
Kept in the dark/refrigerated 893 85.7 22.7
In daylight, away from direct sunlight 10{7 9.5 54.
In direct sunlight 0.0 0.0 0.0
Missing data 0.0 4.8 22.7]

The quantity of the uterotonic drug procurememhastly done based on previous consumption
for all three uterotonic drugs. See Table 3.4. ptueurement price of uterotonic drugs
purchased for facilities varies considerably. Galgroxytocin tends to be the least expensive
drug per ampoule and misoprostol the most expensive average cost per ampoule of oxytocin
and ergometrine is US$0.46 and US$0.4, respectiVély average cost per tablet of misoprostol
is US$3.42 (data not shown).

The availability of uterotonic drugs was assesseddzumenting current availability, history of
stockouts, and months of stock available, baseclo®nt consumption. Oxytocin was available
at the time of the visit in all facilities, with pplies for at least one month in approximately 80
percent of the hospital pharmacies. No stockoutgfocin were documented during the three
previous months. However, seven percent of fagditiad a stock sufficient for 12+ months,
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based on current consumption of oxytocin. Given ¢imdy 60 percent of women received

oxytocin during the third or fourth stages of lahibis excess stock should be used to expand the
use of AMTSL for all deliveries. Ergometrine wasadable at the time of visit in 90 percent of

the facilities, and among these facilities, tercpat had experienced a recent stockout. For five
percent of these facilities, the stockout lastedi@@s or longer. One-third of these facilities had

a stock of ergometrine sufficient for greater tAi@months, based on current consumption.
Misoprostol is the uterotonic drug the least avdédan El Salvador, with only in 64 percent of

the facilities that usually procure it. In more nh@ne-third of these facilities (36 percent), there
had been stockouts of misprostol during the thregipus months. Of the 22 hospitals that
procure misoprostol, 27 percent had stock on haffitent for longer than 12 months.

Table 3.4. Percent of facilities procuring oxytocinergometrine and misoprostol by costs
and stock of uterotonic drugs

% of facilities
n=28
Conditions Oxytocin Ergometrine Misoprostol
Procured by the institution 100.0 75.0 78.6
% of facilities
n =28 n =21 n =22

Availability at the time of the visit 100.0 90.5 63.6
How is quantity of drug determined for
procurement
Based on consumption 96}4 90.4 91.0
Standard/fixed quantity 3.6 4.8 4.5
(determined at the central level)
No information 0.0 4.8 4.5
Facility’s procurement price per
ampoule/tablet in US$
<0.40 28.6 14.3 9.1
0.40 -<0.80 53.6 9.5 4.5
0.80-<1.20 10.7 33.3 4.5
1.20-<1.60 0.0 0.0 4.5
1.60-<2.00 0.0 4.8 0.0
2.00 - <3.00 0.0 23.8 27.3
3.00- <7.00 0.0 0.0 13.6
>=7.00 0.0 0.0 18.2
No information 7.1 14.3 18.2
Months covered with available stock
None available at visit 0.0 0.0 364
< 1 Month 21.4 9.5 0.0
1- <3 Months 46.4 0.0 18.2
3- <6 Months 10.7 23.8 4.5
6- <9 Months 10.7 4.8 0.00
9- <12 Months 3.6 0.0 0.00

12 Months 7.2 33.3 27.3
Missing data 0.0 28.6 13.6
Number of stockout days during the last
3 months
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0 100.0 90.4 63.6
<30 days 0.0 0.0 27.3

30 days 0.0 4.8 9.1
No Information 0.0 4.8 0.0

In-Service Training at the Facility-level

In the year preceding the study, in-service tragrmrograms that included AMTSL were
conducted in the majority of hospitals visited. Hwer, 25 percent of the facilities reported not
providing in-service training programs for nursasd 39 percent of the facilities reported not
having or not knowing if in-service training for dieal doctors was provided.
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4. Findings regarding the management of the thirds  tage of labor

The principle objectives of this study were to meaghe use of AMTSL according to
FIGO/ICM criteria and to measure current practieggrding the management of the third and
fourth stages of labor outside of this definitidinis section describes the management of the
third and fourth stages of labor by focusing omh) overall use of uterotonic drugs; 2) the
timing, mode of administration, and dose of thesggsl, 3) the practice of the individual
components of AMTSL; 4) the correct use of AMTShgéb) the observation of potentially-
harmful practices.

Description of the study sample

A total of 190 deliveries were observed in 26 nmatgrhospitals in this study. There were no
deliveries during the observation period in twogitzds. The weighted number of observed
deliveries is 190.

Deliveries were observed in all regions of El Sdtwa with 31 percent in the Oriental region, 25
percent in the Occidental region and between 131&ngkrcent from other three regions. See
Table 4.1. The large majority of observed delivetmok place in district hospitals (81 percent),
with approximately one-fifth (17 percent) in regagdmospitals and only two percent from the
central referral hospital. All of the hospitalstive sample are located in urban areas. Ninety-five
percent of observed deliveries were in facilitieastthandle 1,000 or more deliveries per year.

Three-quarters of the observed deliveries wereaddie by general practitioners or resident
doctors, with six percent attended by an obsteinicinterns were responsible for 18 percent
observed deliveries. In these hospitals, nurses@dd only two percent of observed deliveries.

The observed deliveries were mainly among young &obetween 20 and 29 years old (66
percent). Thirty percent of the deliveries werstfateliveries. Only seven percent of the
deliveries were to high parity women with four ooma births. All of the deliveries were single
vaginal deliveries.

In 42 percent of the deliveries, the women hadivedea uterotonic drug before the third stage
of labor. Ten percent were induced, 19 percent amnged, and 13 percent were both induced
and augmented. In only 60 percent of deliveriesnhidhen receive a uterotonic drug during the
third or fourth stages of labor. In all cases, oxut was the uterotonic drug used.

Table 4.1 Percent distribution of observed deliveas by characteristics of the health facility
and the woman

Characteristics of the % of n of Characteristics of the % of n of
facility deliveries deliveries | woman deliveries | deliveries
Region Age of woman

Metropolitan 15.1 29 <20 17. 34
Oriental 31.2 60 20-29 66. 12
Occidental 25.0 48 30 15.8 30
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Central 125 24 Parity

Paracentral 16.1 3L 0 30{5 58
Area 1 38.4 73
Urban 100.0 192 2-3 24.p 46
Rural 0.0 0l 4 6.8 13
Type of facility Type of delivery
Central referral 2.1 4 Simple 1000 190
Regional 17.2 3 Multiple 0.0
District 80.7 155| Use of uterotonic
drugs before the &
stage
Annual number of Induction only 10.0 19
deliveries
<1000 5.2 10| Augmentation only 18|19 B6
1000-2999 60.9 117 Induction and 13.2 25
augmentation
3000 33.8 65| No uterotonics before 57.9 110
the 3% stage
Percent of deliveries Received a uterotonic
observed in facilities during the 3 or 4™
which had offered stages of labor

AMTSL training to staff
in the preceding 12

months

Yes 75.0 1441 Oxytocin 60.0 114
No 25.0 48| Ergometrine 0.0 0
In-service training for Misoprostol 0.0 0
doctors

Yes 64.0 123 Prostaglandins a.0 0
No/Unknown 35.9 69 No uterotonic given 40.0 76
Qualification of provider

Obstetrician 6.3 12

General Practitioner 74.2 141

Intern 17.9 34

Nurse 1.6 3

Time of delivery

Day 70.8 136

Night 29.1 56

Components of AMTSL

This section of the report describes the use o¥#n®us components of AMTSL among
observed deliveries. It also describes the practlide@TSL as defined by FIGO/ICM, which
includes all of the following components:

1. Administration of 10 IU of oxytocin (the drug of @ice) via intramuscular (IM) injection
within one minute of the delivery of the baby. Wieixytocin is not available, 0.2 mg of
ergometrine administered via IM injection is recoemded

Controlled cord traction (gentle traction of theatavith manual support to the uterus).
Immediate uterine massage following delivery of phecenta and palpation of the uterus to
assess the need for continued massage every 1%esiiou two hours following delivery.

For logistical ease, we have defined correct utemiassage as immediate massage following

wn
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delivery of the placenta, followed by palpationtio¢ uterus every 15 minutes for the first 30
minutes after delivery of the placenta.

We also present results using a less restrictifieiien of AMTSL. This second definition of
AMTSL is exactly the same as the first definitidyoge, only the timing of the administration of
the uterotonic drug is extended to within threeutes of the delivery of the baby.

Correct use of uterotonic drugs for AMTSL

The first component of AMTSL is the correct usaitdrotonic drugs. Four criteria must be met

for the correct use of a uterotonic drug. These are

1. Correct mode of administration: the uterotonic dsbguld be administered IM. If the

woman has been induced or augmented, administraitolivl injection, intravenous drip, or

intravenous push are all considered correct.

Correct dose: 10 IU of oxytocin or 0.2 mg of erganne.

Correct stage of labor: uterotonic is to be adnwmex] following the delivery of the baby and

before the delivery of the placenta.

4. Correct timing: uterotonic is to be administeredhivi one minute following the delivery of
the baby (or within three minutes for the lessrretste definition used for this study).

wn

Table 4.2 presents the percentages of observedgedel in which uterotonics were correctly
used. Two points should be noted:
1) oxytocin was the only uterotonic drug used astbe entire sample of observed
deliveries; no other drug such as ergometrimspprostol, or prostaglandins were used
2) oxytocin was administered during the third arrtb stage of labor in only 60 percent
of observed deliveries.

Among all observed deliveries, oxytocin was cotyegsed for AMTSL purposes in only 14
percent of deliveries, that is, the drug was cdlyeaxministered, the dose was correct for
AMTSL purposes, the drug was given at the approgpstage of labor and was given within one
minute or less of the delivery of the baby. Thiscpatage increases to 35 percent when the
timing of the uterotonic is relaxed to within thneenutes. The practices that lead to lower
correct use of oxytocin are: administration of dineg at the incorrect stage of labor (15 percent,
with one percent administering oxytocin during dety of the baby and 14 percent following
delivery of the placenta), 11 percent gave an membrdose of oxytocin (for AMTSL purposes),
and 25 percent administered oxytocin at more thegetminutes after the delivery of the baby.

Table 4.2. Percent distribution of deliveries by arrect use of oxytocin for AMTSL
purposes

Components of the use of oxytocin for % of n of
AMTSL purposes deliveries | deliveries
Use of oxytocin during theBor 4" stages of 60.0 114
labor (40.8, 76.6)

No use of a uterotonic during th& 8r 4" stages 40.0 76
of labor

Correct administration of oxytocin for 57.4 109
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AMTSL purposes

Oxytocin IM 44.2 84

Oxytocin, by any means among inductions 3.7 7

Oxytocin, by any means among augmentations 95 18

Incorrect administration 2.6 5

Not used 40.0 76

Correct dose of oxytocin for AMTSL 48.9 93

purposes (31.0,67.5)

10 IU for oxytocin 49.2 93

Incorrect dose 10.9 21

Not used 40.0 76

Administration of oxytocin at correct stage of 44.8 85

labor (26.2,65.0)

After delivery of the baby 448 85

During delivery of the baby 1.p 2

After delivery of the placenta 14]0 27

Not used 40.0 76

Timing in which oxytocin was administered

1 minute 14.1 25

(7.4, 25.2)

>1 and <3 minutes 23.3 45
(12.4,39.5)

4 minutes 13.7 27
Incorrect timing/ no information 9.0 17
Not used 40.0 76
Correct use of oxytocin for AMTSL purposes
Correct use 1 minute 13.6 26

(6.8, 25.2)
Correct use >1 and <3 minutes 21.7 41
(11.3, 37.8)
Incorrect use 24.7 47
Not used 40.0 76

Table 4.3 shows the percentage of observed dadwevrith correct use of oxytocin for AMTSL
purposes during the third stage of labor by seteckaracteristics of the facility and the woman.
In this table, “correct use” is based on the lessrictive definition, which requires
administration of oxytocin within three minutesstead of one. There was no correct use of
oxytocin for AMTSL purposes in the Metropolitanaracentral regions, and in the
Metropolitan region there was no use of oxytocimmy other uterotonic during the third stage of
labor at all. Deliveries occurring at regional hitesig are more likely to have correct use of
oxytocin (85 percent) than other types of faci(iiyto 26 percent), as are facilities with greater
than 3,000 deliveries annually (73 percent). Delesein low-volume facilities (which constitute
only 5 percent of the sample of observed delivEgsw no use of oxytocin during the third
stage at all. Whether or not the facility provid®d TSL in-service training for doctors in the
year prior to the study made little differencelie torrect use of oxytocin for AMTSL purposes
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(38 versus 30 percent, and these differences argtatcstically significant). However, deliveries
in facilities that provided AMTSL training for nus were significantly more likely to show
correct use of AMTSL than those from facilities matit such training (42 versus 16 percent).
However, one should remember that nurses werereaponsible for attending 2 percent of
deliveries in this sample. High parity women (wométh four or more births) show higher
percentages of correct use of oxytocin than lovegitypwomen, and these differences are

statistically significant.

Table 4.3. Percent distribution of observed deliviees by use of oxytocin for AMTSL
purposes and by characteristics of the facility anadvoman

Use of Oxytocin for AMTSL purposes
% of deliveries
% Correct
use of
oxytocin | % Incorrect | % No | Total n of p value

Characteristic ( 3min) use use % deliveries
Total 35.3 24.7 40.0| 100.0 190
Region 0.0023
Metropolitan 0.0 0.0 100.0| 100.0 29
Oriental 53.8 40.0 6.2| 100.0 60
Occidental 50.7 8.3 41.0| 100.0 48
Central 2.9 18.4 38.7| 100.0 24
Paracentral 0.00 51.1 48.9| 100.0 28
Type of facility 0.0590
Central Referral 0.( 0.0 100.0| 100.0 4
Regional 85.1 14.9 0.0| 100.0 33
District 25.8 27.5 46.7| 100.0 153
Annual number of 0.0003
deliveries
<1000 0.00 0.00 100.0| 100.0 9
1000-2999 16.§ 33.2 50.0| 100.0 115

3000 72.6 13.1 14.3| 100.0 66
In-service training 0.0123
for nurses
Yes 42.0 32.0 26.0| 100.0 142
No 15.6 3.1 81.3| 100.0 48
In-service training 0.5485
for doctors
Yes 38.2 27.9 33.9| 100.0 120
No/does not know 30. 19.2 50.5| 100.0 70
Qualification of 0.1301
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provider
Obstetrician 34.4 17.2 48.4| 100.0 12
General practitioner 27. 28.2 44.3| 100.0 141
Intern 67.7 15.1 17.2| 100.0 34
Nurse 32.8 0.00 67.2| 100.0 3
Time of delivery 0.2478
Daytime 39.3 22.7 38.0| 100.0 137
At night 25.2 29.9 44.9| 100.0 53
Age of woman
<20 43.0 35.7 21.3| 100.0 34| 0.3462
20-29 35.1] 21.8 43.1| 100.0 126
30 27.8 24.6 47.6| 100.0 30
Parity
0 33.0 45.8 21.2| 100.0 58| 0.0131
1 33.3 18.0 48.7| 100.0 73
2-3 35.6 8.3 56.1| 100.0 46
4 55.8 25.5 18.7| 100.0 13
Use of uterotonic
drugs before the &
stage of labor
Induction 25.7 35.5 38.8| 100.0 19| 0.0095
Augmentation 38.3 57.8 3.9| 100.0 36
Induction and 26.1 23.0 50.9( 100.0 25
augmentation
None 38.1] 12.4 49.5| 100.0 110

Controlled cord traction and uterine massage

Controlled cord traction was used in 27 percerdhsferved deliveries, fundal massage
immediately following delivery of the placenta wased in 62 percent, and fundal massage plus
palpation at least twice during the 30 minutesofwlhg delivery of the placenta was used in only
24 percent of observed deliveries. See Table &w. differences were shown by characteristic

of the facility and woman (data not shown).

Table 4.4. Percent of deliveries with controlledard traction and uterine massage
following delivery of the placenta

Components of correct AMTSL use % of
deliveries
N=190
With controlled cord traction 26.8
(17.1, 39.4)
With massage immediately after delivery of the 62.0
placenta (43.8, 77.4)
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With massage immediately after delivery of the 23.5
placenta PLUS palpation at least twice during|th€l2.1, 40.6)
30 minutes following delivery of the placenta

Use of AMTSL

The results of this study show that only three eet¢95 percent confidence intervals: 0.7 to 9.9
percent) of public, facility-based deliveries in&lvador benefit from AMTSL based on the
strict definition with administration of a uteroiorwithin one minute of delivery of the baby.
This increases to seven percent (95 percent cordedmtervals: 2.4 to 18.2 percent) with
administration of a uterotonic within three minutS8gse Table 4.5.

Table 4.5. Percentage of observed deliveries witlocect AMTSL use

% with correct
AMTSL use ( 1

% with correct
AMTSL use ( 3

min) min)
Percentage 2.6 6.9
(95% CI) (0.7, 9.9) (2.4,18.2)
n of deliveries 19( 190

As a means of identifying where efforts are mosgtdegl to improve compliance with the
FIGO/ICM definition of AMTSL, Figure 4.1 shows tipercentage of observed deliveries during
which a uterotonic was given during the third aurtb stage of labor in the left-most column (60
percent). Each column to the right shows the peéagenof deliveries having received a
uterotonic, plus one additional component of AMT3his figure clearly shows that infrequent
administration of a uterotonic during the thirdggaf labor, administration of the uterotonic at
greater than one minute following delivery of trablp, lack of both controlled cord traction and
immediate massage and palpation following deliv@rhe placenta are the components
responsible for the very low use of AMTSL in El Gadoran facilities. In short, it is not just one
practice that needs to be emphasized to improveaanse of AMTSL.
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Figure 4.1. Percent of deliveries with use of a etotonic drug during the third or fourth
stage of labor, plus additional components of AMTSL
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Patterns of cord clamping

Immediate cord clamping is not an element of tt@BNICM definition of AMTSL. WHO has
recently recommended delayed cord clamping fob#reefit of the newborn. Debate on the best
timing for cord clamping for maximum benefit of rhet and baby persists. Table 4.6 shows that
cord clamping in less than one minute of deliverthie norm in El Salvadoran health facilities,
with 99 percent of observed deliveries having thel clamped within one minute or less of
delivery of the baby.

Table 4.6 Percent distribution of the duration betveen delivery of the baby and cord
clamping

% of n of

Time deliveries | deliveries
<1 minute 70.7 134
1-2 28.2 54
minutes

2 1.1 2
minutes
Total 100.0 190
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Duration of the third stage of labor

The duration of the third stage of labor variesaedgbng on how it is managed. Table 4.7 shows
the average duration of the third stage of labowhgther the correct use of AMTSL was
practiced (using both the strict and the relaxdthdens regarding timing) and whether or not
oxytocin was administered during the third stagabbr. When AMTSL was used, the average
duration of the third stage of labor was 5.8 mis@5 percent confidence interval: 5.6 to 6.0)
using the strict definition and 7.0 minutes (95geett confidence interval: 6.1 to 8.0) using the
more relaxed definition. In both cases, the thiedjs was significantly shorter than when
oxytocin was not administered (9.3 minutes on ay&xaWhen oxytocin was used during the
third stage but not following the definition of cect use of a uterotonic for AMTSL purposes,
the average duration of the third stage was 6.taeg (6.1 to 7.9), still significantly shorter than
when no uterotonic was used at all.

Table 4.7. Average duration of the third stage ofabor by AMTSL use

Average
duration (in 95%
minutes) of the | confidence n of

AMTSL use 3 stage of labor| interval deliveries
Correct AMTSL use (1 5.8 (5.6, 6.0) 5
minute)

Correct AMTSL use (3 7.0 (6.1, 8.0) 13
minute)

Other use of oxytocin 6.9 (6.1, 7.9) 109
No use of oxytocin or 9.3 (8.6, 10.0) 76
other uterotonic

Potentially-harmful practices

In addition to documenting AMTSL use, data fronstkiudy also identified four practices
considered potentially harmful. These practicetuthe the application of fundal pressure while
awaiting the placenta, uterine massage followiniyeey of the baby, application of cord

traction without previous administration of a utertuc, and application of cord traction without
manual support of the uterus. All of these prastican increase the risk of postpartum
hemorrhage or cause problems such as uterine iamesss shown in Figure 4.2, these practices
are very common in El Salvadoran facilities. Faéth$ (80 percent) of observed deliveries had
at least one of these practices. In 56 and 31 pecfaleliveries, traction to the cord was applied
without manual support to the uterus or withoutphevious administration of a uterotonic drug,
respectively. In 29 percent of deliveries, utemm&ssage was applied while awaiting delivery of
the placenta, and in 11 percent of deliveries,mgoressure was applied while awaiting delivery
of the placenta. Little variation was seen in thesetices across characteristics of the facility
and the woman, and none were statistically sigaifi¢data not shown).
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Figure 4.2. Percent of deliveries with potentiallynarmful practices
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5. Conclusions and recommendations

The study documented practices during the thifdrth stages of labor in a representative
sample from facilities in the National Health Netwof El Salvador. The study showed that
only 60 percent of the deliveries received a uteratdrug during the third stage of labor.
Oxytocin, the drug of choice for AMTSL, was the paterotonic drug used.

Two AMTSL definitions were used in the study. Thrstfdefinition strictly reflects the

FIGO/ICM recommendations, including administratadrthe uterotonic drug within one minute
of delivery of the baby; the second definitionligtgtly more flexible, extending the timing of

the uterotonic drug to within three minutes of dety of the baby. Three percent of the observed
deliveries comply with the strict definition, anev&n percent comply with the more relaxed
definition of AMTSL use. This means that betweera®8 97 percent of the women delivering
vaginally in national public health network fad#éi$ did not receive adequate prevention of
postpartum hemorrhage.

Several practices led to the low use of AMTSL. Ehieglude: no use of uterotonics during the
third or fourth stages of labor; administrationoadytocin following delivery of the placenta,
versus following delivery of the baby; where oxytowas administered during the third stage of
labor, administration more than one minute follogvdelivery of the baby; inappropriate
application of traction to the cord (further debed below); low use of massage immediately
following delivery of the placenta; and even lowse of massage followed by palpation to
assess the need for continued massage. Even thiwerghis a history of in-service training for
medical doctors and nurses in maternity hospitatsough retraining of personnel in AMTSL is
clearly needed. Either the previous training ditlprovide enough clinical practice to raise
participants to levels of competency, or therepaodlems with motivation to practice AMTSL,
or both. The answer to this question will help étedmine what strategies to use to increase the
utilization of AMTSL in El Salvador.

In addition to measuring the use of AMTSL, thisdst@also documented four potentially-harmful
practices. These are: the application of fundasguee while awaiting the placenta, uterine
massage following delivery of the baby, applicatodrrord traction without previous
administration of a uterotonic, and applicatiorcofd traction without manual support of the
uterus. At least one of these practices was obdenv@0 percent of deliveries. Of particular
concern was the application of cord traction withprevious administration of a uterotonic
(observed in 31 percent of deliveries) and appboabf cord traction without manual support to
the uterus, which was observed in 56 percent ovelets.

The national policy environment for AMTSL is mixedEl Salvador. Favorable conditions
include: one of two key clinical guideline&ias clinicas de atencion por las principales
morbilidades obstetricas en el segundo nivel daaém) at the national level promote the use
of AMTSL (based on a definition that is similarttat recommended by FIGO/ICM); there are
no specific policies that restrict the use of AMT ®kytocin and ergometrine are both in the
Essential Drug List (the basic table of drugs); atetotonic drugs are stored under appropriate
conditions in the Central Warehouse. On the otheadhthe other of two key clinical guidelines
at the national level mentions only use of uterm®ior the treatment of postpartum
hemorrhage. AMTSL is not included in pre-servicaaation for medical doctors or nurses.
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Although there is evidence of in-service traininghe last year that includes AMTSL, in this
study there was a significant positive relationdigpyveen the use of AMTSL in facilities with
such training for nurses but not for doctors. Unfoately, the nurses conduct only a small
percentage of the deliveries (though they may conchore deliveries at lower-level health
facilities). The high percentage of deliveries cactéd by general practitioners (and interns)
makes it imperative that AMTSL be included in thgie-service education.

Overall, the logistics regarding the procuremenitefotonic drugs and the storage conditions of
those drugs in health facilities is quite goodhvgpecific problems in a small percentage of
facilities which require attention. For exampleytmcin was available at the time of visit in all
facilities, there had been no stockouts of oxyt@moumented during the previous three months,
and in 86 percent of facilities, oxytocin was stbe below 15 (with 68 percent stored at 2 to
8'C). However, in seven percent of facilities, oxytowas stored at room temperature, and in
seven percent of facilities there was a stock gtanin sufficient for greater than 12 months.
Given that only 60 percent of deliveries receivagtocin during the third or fourth stages of
labor, this excess stock should be used to exgendde of AMTSL for all deliveries. Regarding
ergometrine, 75 percent of facilities procure ergtime, of which 90 percent both had
ergometrine in stock at the time of the facilitgiviand reported no stockouts during the three
previous months. In 72 percent of the facilitiestprocure ergometrine, the drug was stored at
below 15C (with 62 percent stored at 2 t&C. In ten percent of these facilities, ergometrirses
stored at room temperature, and in 33 percent thiasea stock sufficient for greater than 12
months.

Recommendations

The following recommendations are made based orethéts of this study regarding the use of
AMTSL in the national hospital network:

National Policies

1. Standardize and disseminate the use of MSPAS Nat@imical Care Guidelines for the
Principal Obstetric Morbidities at the Second LeveMedical CareGuias clinicas de
atencion por las principales morbilidades obsteag@n el segundo nivel de atenciam)
national public health network hospitals and atgte and autonomous health facilities.
Ensure that massage/palpation every 15 minutasviohours is included in the AMTSL
definition.

2. Update and disseminate the National Clinical Canel@ines for Obstetric Morbidities at
the Third Level of Medical Car@uias clinicas de las Morbilidades obstetricas eteecer
nivel de atenciémo comply with the FIGO/ICM definition of AMTSL.

3. Integrate the FIGO/ICM definition of AMTSL into piservice training programs for medical
doctors and nurses as a strategy to decrease ntpdnd mortality due to postpartum
hemorrhage.

4. Work jointly with the MSPAS, ASOGOES, internatiomaloperating agencies, and other
organizations to promote and implement the useMTA&L in compliance with the
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definition described in the clinical care guideBrfer obstetric morbidity at the second level
of medical care .

5. Adequately promote and disseminate internatiorsaidstrds for the appropriate storage of
uterotonic drugs.

Facility-level interventions

Providers/Practice

6. All medical and paramedical personnel responsiefanaging deliveries in the 28
maternity hospitals should practice AMTSL. This tenaccomplished either by:

a. Conducting hands-on, competency-based in-servic& 3lMtrainings for those
providers not skilled in AMTSL.

b. Identifying barriers, including motivation, that jp@de use of AMTSL and
address these barriers.

7. Conduct training for pharmacy personnel regardiggappropriate conditions recommended
by the manufacturer for storage of uterotonic drugs

Logistics and Supplies

8. Provide facilities with supplies and equipment resktbr the appropriate storage of
uterotonic drugs in pharmacies and delivery rooms.

9. Guarantee the adequate supply of uterotonic drugach hospital, avoiding under- and
overstock of drugs to ensure that drugs do not fhesisexpiration date.

Monitoring and Evaluation

10. Establish systems of supervision within labor aaltivery wards such that use of AMTSL is
an expected behavior in all national public heattwork facilities that attend deliveries.

11.Include use of AMTSL in the routine reporting otsstics for national public health network
birthing facilities for monitoring and control dsiimplementation and use.

12.Add a column to the registration books of the daiwrooms for monitoring the practice of
AMTSL.

13.Implement clinical audits focused on AMTSL.
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