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Abstract 

Background 

Post-partum haemorrhage (PPH) is a leading cause of 

Mozambique’s high maternal mortality. While injectable oxytocin can 

prevent PPH, 30% of births in Mozambique occur without a skilled birth 

attendant or access to oxytocin. Misoprostol is an alternative uterotonic in 

tablet form that can prevent PPH. In 2015, the Ministry of Health (MoH) 

commenced a program to distribute misoprostol at community level in 35 

districts country-wide to reduce PPH in home births. 

 

Aim 

The aim of the study was to identify facilitators and barriers 

influencing the scale-up of misoprostol for the prevention of PPH in two 

provinces of Inhambane and Nampula, Mozambique.  

 

Methods 

This mixed methods study was conducted in 2016-2017 in 

partnership with the Mozambican MoH. The qualitative component adopted 

a phenomenological methodology and included in-depth interviews and 

focus group discussions. Quantitative data included frequencies and 

percentages of training and coverage data provided by the MoH.  

 

Findings 

Scale-up involved facilitators and barriers. Facilitators included: a 

supportive environment; credible and relevant innovation; early expansion 
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into some MoH systems and, a strong network of community health workers 

(CHW) and traditional birth attendants (TBA). Barriers included: select 

distribution; fear of misuse; limited communication surrounding the 

National PPH Strategy; inadequate monitoring and evaluation; challenges 

with logistics systems and the role of CHWs and TBAs. TBAs were 

satisfied with their role in the misoprostol program and were motivated to 

work alongside the formal health system. Women who used misoprostol 

were satisfied with the medication and encouraged wider access. Disparities 

existed between the coverage and access of misoprostol for PPH prevention 

in the provinces.  

 

Implications 

The findings can assist government and maternal health stakeholders 

in Mozambique to better understand factors critical to introducing 

misoprostol at the community level and the complexities of scaling-up. 

Lessons learned may be applicable to other low to middle income countries.  
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Preface 

Before beginning my PhD, I approached a number of international 

maternal health organisations in an attempt to find a topic that was a 

recognised global maternal health research priority. My aim was to find a PhD 

subject that would result in useful research that could be practically applied in 

the field. I spoke to a number of people working for maternal health 

organisations including, Marie Stopes International, Plan International, Venture 

Strategies Innovations, Management Sciences for Health, UNFPA and the 

World Health Organization. Staff of these organisations provided me with 

some ideas about a major maternal health concern; post-partum haemorrhage 

(PPH) as it is the leading cause of maternal death in low income countries.  

In 2013, I attended the Women Deliver Conference in Kuala Lumpur, 

Malaysia where I gained information about existing and emerging maternal 

health concerns from presenters and other conference delegates. At the 

conference, I observed a presentation by Jeff Smith from Jhpiego, a USAID 

maternal health organisation, about Jhpiego’s studies on advanced distribution 

of misoprostol for preventing PPH in countries where oxytocin and skilled 

birth attendants are not easily accessible. Afterwards, I met Jeff and discussed 

his presentation and areas of potential future inquiry for my PhD. He spoke 

about the challenges of moving from pilot programs to scaling-up misoprostol, 

despite it being an evidence-based lifesaving intervention. This caught my 

attention as it was seen as a priority and was also a tangible project. 

After the conference I contacted a maternal health officer working in 

the Jhpiego U.S Headquarters. I inquired if there was an opportunity to conduct 
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research alongside one of their country offices examining the use of 

misoprostol for the prevention of PPH. After several months of correspondence 

it became clear that my topic was aligned with their research interests. 

Approximately one year later, in 2015 I was offered a consultancy related to 

my PhD in Mozambique. This was an opportunity to also complete field work 

related to the topic of this thesis.  Mozambique was chosen as the research site 

as it is one of three countries that Jhpiego was focusing their work to assess 

and improve scale-up of misoprostol for prevention of PPH.  

I became pregnant during my PhD field research and moved to 

Singapore at 28 weeks of the pregnancy to live with my husband. 

Unfortunately, during my labour I had to access both comprehensive 

emergency obstetric care and treatment of PPH. I was fortunate to receive 

some of the best medical care in the world in Singapore. The doctors, nurses 

and midwives who cared for me ensured that I had quick access to an 

emergency caesarean section and life preserving care when it was needed. I 

now understand firsthand that PPH can affect any woman, regardless of 

context, socio-economic or health status. It is unnerving to think that in 

Mozambique or in Sub-Saharan Africa I may have become one of the many 

women who bleed to death. This thesis is dedicated to all of the women who 

have died in child birth.  



1 

Chapter 1 Introduction 

This chapter introduces the research problem, aim and scope of the 

study and significance of the thesis.  The common definitions used within the 

research are explained and it also provides an outline of the structure of the 

thesis by publication.  

Statement of Research Problem 

Every day approximately 830 women die during pregnancy and 

childbirth (World Health Organization, 2018d). Post-partum haemorrhage 

(PPH) is one of the leading causes of maternal death and is the number one 

cause in low-income countries (World Health Organization, 2012a). In the last 

quarter of the 20th Century, important gains were to reduce maternal deaths 

due to obstetric-related haemorrhage (Kassebaum et al., 2014). However, over 

the same time period, PPH, abortion and other direct causes continued to be the 

main contributors of maternal death in low to middle-income countries 

(Kassebaum et al., 2014). Poor women living in remote areas remain at greater 

risk of dying in child birth than women of higher socio-economic standing 

(Prata et al., 2009b; World Health Organization, 2018d). 

Preventing PPH is a major global strategy to reduce maternal deaths. 

Oxytocin is the most common and effective uterotonic drug but has limitations 

for widespread use in low to middle income countries (LMIC). Oxytocin is 

given by an injection (either into a women’s muscle or a vein), it is relatively 

expensive, requires refrigeration and needs to be given by a trained health 

worker (Prata et al., 2013; Raghavan et al., 2012; Rushwan, 2011; World 

Health Organization, 2012a, 2012b).  

Misoprostol is an oral form of an uterotonic that can be safely and 
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effectively used as an alternative to oxytocin for the prevention of PPH. It is 

cost effective, heat stable, and can be self-administered or administered by a 

community health worker orally (Derman et al., 2006; World Health 

Organization, 2012a). In March 2011, the World Health Organization (WHO) 

added misoprostol to the Essential Medicines List for use ‘where oxytocin is 

not available or cannot be safely used’ (World Health Organization, 2011c, p. 

29). In 2012, the WHO and other global health organisations recommended 

that oral administration of 600 mcg misoprostol is offered to women by a 

trained community health worker to prevent PPH in contexts where there are 

no available skilled birth attendants (World Health Organization, 2012a, 

2012b). In 2018, WHO updated the prevention of PPH guidelines and continue 

to recommend the use of misoprostol for the prevention of PPH where there is 

no oxytocin or available skilled birth attendants (World Health Organization, 

2018f).  

Beginning in 2001, numerous countries have implemented community-

based misoprostol pilot studies and programs including Nepal, India, 

Bangladesh, Afghanistan, Ethiopia, Sudan, Liberia and Madagascar (Coeytaux 

& Wells, 2011; Smith, J. M. et al., 2013). All of these studies provided positive 

results; women were able to safely and correctly use misoprostol through self- 

administration or with the assistance of a community health worker. Some of 

the above countries, including Nepal, Bangladesh and Afghanistan, used the 

results from their pilot studies to advocate to scale-up distribution to increase 

the number of women who receive misoprostol in the community. As of 2013, 

governments from more than 30 countries have registered misoprostol with the 

country’s drug regulatory agency and approved its use for the prevention of 



3 
 

PPH (Grenier, 2013)1. A 2012 survey found that 16 of 37 study countries had 

piloted a program to provide misoprostol in advance to women for self-

administration at home birth for the prevention of PPH (Smith, J. M. et al., 

2014c). However, few countries have managed to move beyond the pilot and 

initial stages of registration and guideline development to actually implement 

and institutionalise community or advance distribution of misoprostol.  By 

2014, only five of the 16 countries - Afghanistan, Bangladesh, Ethiopia, Nepal 

and Nigeria - were actively scaling-up for wider distribution (Smith, J. M. et 

al., 2014c). In addition to these countries in 2015, my own literature review, 

undertaken as I started designing this study, revealed several other countries 

that had implemented efforts to expand the use of community based 

distribution of misoprostol including Ghana and South Sudan (Hobday et al., 

2018a). Colleagues have also informed me of efforts to expand in other 

countries including Senegal and Pakistan; however, with little documentation it 

is difficult to assess the extent to which these countries have been successful in 

their efforts.   

 There are many questions about the operational administration and 

sustainability of scaling-up misoprostol at the community level.  These include 

concerns raised by the World Health Organization in relation to potential 

consequences, such as mistimed administration or misuse for abortion (Smith, 

J. M. et al., 2013). The World Health Organization has not yet endorsed the 

advanced distribution of misoprostol during pregnancy and recommends 

further research into its role in reducing maternal mortality (World Health 

 
1 In over 80 countries misoprostol is only registered for the prevention and treatment of gastric 
ulcers, however may be legally available off-license for other indications such as labour 
induction, cervical ripening or medical abortion (Reproductive Health Supplies Coalition, 
2012). 
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Organization, 2010a). 

There remains controversy and skepticism surrounding a number of 

challenges constraining the widespread use of misoprostol for PPH prevention 

including the lack of evidence for impact on maternal mortality, fear of misuse 

and safety and side effects (Chu et al., 2012; Smith, H. J. et al., 2015a; Smith, 

J. M. et al., 2013; World Health Organization, 2009b). These challenges are

discussed in detail in chapter four of this thesis. Overall, there have been 

limited studies examining the process of the scale-up of community-based 

distribution of misoprostol and this thesis aims to contribute to the body of 

implementation science literature using the case study of Mozambique.   

Aim and Scope 

The overall aim of the study was to identify the facilitators or barriers 

to the institutionalisation and expansion of the scale-up of misoprostol for the 

prevention of PPH in home births in two provinces of Inhambane and 

Nampula, Mozambique. The specific objectives of this study include to: 

a) Explore the facilitators and barriers to the early expansion of scaling-up the

misoprostol program 

b) Understand the role that CHWs and TBAs play in the distribution of

misoprostol 

c) Examine the coverage and use of misoprostol in Inhambane and Nampula

Provinces 

d) Assess the perceptions of women who received misoprostol

Research for this thesis was conducted in 2016-2017 in partnership with 

the Mozambican Ministry of Health (MoH). In addition, in May-August 2016 I 
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conducted a scoping study and situational analysis for Jhpiego, a USAID 

funded maternal health non-governmental organisation. The objective of the 

consultancy was to understand the barriers and facilitators to using misoprostol 

for the prevention of PPH at the community level and to undertake operational 

research to assess progress on the implementation of the national program. 

While this consultancy was a separate piece of work from my thesis, it added 

to my observations and helped to inform my understanding of the misoprostol 

program.  During the consultancy I lived in Maputo and had the opportunity to 

learn about Jhpiego and the MoH work on the misoprostol program and 

undertake a site visit in Cabo Delgado Province to view the program. 

My PhD research was situated in two provinces in Mozambique; 

Inhambane, and Nampula. The study locations were chosen in discussions with 

the MoH and Jhpiego.  Inhambane Province was originally chosen as it was 

one of the first Provinces to commence scale-up of misoprostol for PPH 

prevention in 2015. Nampula Province commenced implementation of the 

misoprostol program in August 2016. Jhpiego’s Maternal and Child Survival 

Project (MCSP) is the key technical partner supporting the misoprostol 

program in Nampula Province.  

Data collection for my PhD took place in two districts in Inhambane 

province and three districts in Nampula Province. The inclusion criteria were: 

• Implementing the misoprostol program at the early expansion phase  

• Misoprostol had not been previously distributed (e.g. not in the pilot 

study).  

• No conflict in the district at the time of selection 
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• Full approval from the Provincial and District Health Authorities

• Provincial and district health authorities were willing to participate in the

study

Two districts in Inhambane Province were chosen. In Nampula, five

districts were implementing the misoprostol program; however, three were 

chosen to match the inclusion/exclusion criteria. One site was located at a 

secondary hospital versus a health centre and was therefore excluded as the 

program was not taking place at the community level. The other site was the 

location of the original pilot study and was excluded because it did not meet 

the inclusion criteria. 

Key Definitions 

There are a number of terms that I refer to throughout this thesis which 

I have defined in the following section. Maternal mortality is defined by the 

2018 World Health Organization (WHO) International Classification of 

Diseases as, 

‘…Any condition directly resulting in death due to a pathological 
condition resulting from any adverse evolution (complication) which 
may arise associated with the period of time from conception to 
delivery (pregnancy), during labor and delivery (childbirth) or during 
the approximately six weeks after delivery during which the uterus 
returns to the original size (puerperium)’ (World Health Organization, 
2018c, p. JB62.60). 

Maternal mortality is essentially categorised as direct or indirect obstetric 

deaths (there are also incidental and late maternal deaths which are not 

addressed in this thesis). Direct obstetric deaths are caused by obstetric 

complications during pregnancy, labour or delivery or throughout the 

puerperium (World Health Organization, 2018c). Indirect obstetric deaths are 
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caused by an existing condition that was prior to the woman’s pregnancy or 

developed during her pregnancy and is compounded by the physiological 

effects of pregnancy (World Health Organization, 2011b). Many countries do 

not attribute indirect deaths to maternal causes which leads to significant 

differences between national and international estimates (Abouzahr, 2003).   

The Maternal Mortality Ratio (MMR) is defined by the WHO as, ‘the 

number of maternal deaths during a given time period per 100 000 live births 

during the same time period’ (Alkema, L et al., 2014, p. 6). Globally, the 

countries with the highest MMRs are found in sub-Saharan Africa, with the 

exception of Afghanistan and Haiti (Alkema, L et al., 2014). 

The Maternal Mortality Rate (MMRate) is determined by dividing the 

number of maternal deaths in a population by the number of women aged 15–

49 years (Alkema, Leontine et al., 2016, p. 463). Despite efforts to improve 

maternal health outcomes, in 2015 approximately 303 000 women died giving 

birth (Alkema, Leontine et al., 2016). The vast majority 99% (286 000) of 

global maternal deaths take place in low to middle income countries; with sub-

Saharan Africa accounting for 62% (179 000) followed by 24% (69 000) in 

Southern Asia (Alkema, Leontine et al., 2016). 

Primary post-partum haemorrhage is defined as bleeding in excess of 

500 ml for vaginal birth, occurring in the first 24 hours following birth (World 

Health Organization, 2018f). Secondary PPH occurs 24 hours and up to six 

weeks after delivery (El-Refaey & Rodeck, 2003). Severe PPH is defined as 

the loss of 1000 mL of blood, within the same timeframe as primary PPH (24 

hours) (World Health Organization, 2012a, 2018f). The applicability of this 

definition has been disputed as it is difficult to estimate blood loss (Bell et al., 
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2014; Devine, 2009; Thaddeus et al., 2004; Weisbrod et al., 2009). Many 

clinicians and birth attendants underestimate the amount of blood lost leading 

to delay in treatment (Bell et al., 2014; Devine, 2009; Prata et al., 2005).  

 The term scale-up, which is sometimes referred to as the process of 

scaling-up, is a central theme in this thesis. The WHO’s definition will be 

referred to throughout this study:   

…deliberate efforts to increase the impact of health service innovations  
successfully tested in pilot or experimental projects so as to benefit 
more people and to foster policy and programme development on a 
lasting basis 
                                                  (Simmons et al., 2007, p. viii). 

 
The ultimate goal when scaling-up a health innovation is to create outcomes on 

a large scale that improve a health issue (Simmons et al., 2007). The term is 

used both as a process ‘going to scale’ and as an objective ‘at scale’ (Mangham 

& Hanson, 2010) and will be applied similarly in this thesis. 

Significance of Study  

This thesis is significant as it provides lessons learned and key 

recommendations that may result in tangible solutions when applied to similar 

maternal health programs in the early stages of scaling-up. This research will 

be useful for stakeholders to better understand the factors to consider when 

introducing misoprostol at the community level in a low to middle income 

context and the complexities of scaling-up. Findings from this study will 

highlight and advocate for the factors critical to the implementation and scale-

up of misoprostol which will likely be applicable to other contexts. Currently, 

the distribution and use of misoprostol at the community level, especially in 

advance for self-administration, is contested. This research adds to the 
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evidence-base of studies examining the operational factors involved in program 

implementation.  

The use of misoprostol for prevention of PPH has generated much 

discussion about the potential risks of advance distribution among health care 

providers, governments and maternal health advocates (Chu et al., 2012; World 

Health Organization, 2009b). While it is a relatively simple intervention to 

implement in theory, in practice the program has experienced numerous 

challenges both globally and nationally, as was found within the example of 

Mozambique. For example, in some contexts self-administration of misoprostol 

to prevent PPH has been banned or has faced controversy because of the fear 

that misoprostol will be used for induction or medical abortion (Wells et al., 

2016). Additional challenges include the fear that the strategy will detract from 

encouraging facility based births and issues around safety and side effects 

(Smith, H. J. et al., 2015a; Smith, J. M. et al., 2013). More details can be found 

in the published literature review in chapter four. 

A key message from the literature has been a universal call for more 

research surrounding the use of misoprostol in the community, particularly 

surrounding advance distribution and the operationalisation of scaling-up 

(Smith, H. J. et al., 2015a; Smith, J. M. et al., 2013). Documentation of the 

successful factors and barriers to expansion will add to the literature and 

discussion on how to improve scale-up and implementation of health innovations 

in low resource settings.  

The results of this thesis will also contribute to the evidence 

surrounding the acceptability of using misoprostol by health worker’s, 
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community health workers and women in rural communities in low-income 

countries. In this study, qualitative evidence was generated through key 

informant interviews that were used to gain an understanding of health 

workers, community health workers and women’s perceptions about using 

misoprostol for the prevention of PPH. This information will also help inform 

governments and those implementing the program about potential changes or 

issues that need to be addressed to improve the program. This study may also 

have wider implications for the maternal health arena, specifically around 

adopting safe motherhood initiatives and policies to incorporate community-

based innovations. 

Structure of the Thesis 

In this first chapter I have introduced the topic of maternal mortality 

and PPH, as well as the study aims and scope. I then outlined the significance 

of the study. My thesis includes four manuscripts that I have written as first 

author for publication. At the time of submission three have been published 

and one has been submitted to international peer-reviewed journals (Table 1). 

The thesis is structured into three sections to connect the articles together in 

one comprehensive thesis. Reference lists are presented immediately after each 

chapter to ensure the citations coincide with how each journal article was 

published. 

The first section of the thesis includes the introduction, background and 

research setting and methodology. Specifically, this includes the current 

chapter, the second chapter which provides the context of Mozambique 

including the situation of maternal and child health, the history of the 

misoprostol program and a description of the health and social situation for 
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Mozambican women. The third chapter describes the research theory and 

methodology used to conduct the study.  

The second section contains the three manuscripts that I have written as 

peer-reviewed publications. The fourth chapter is the first published article 

which is a review of the literature entitled, Community-based misoprostol for 

the prevention of post-partum haemorrhage: A narrative review of the evidence 

base, challenges and scale-up. The article was co-authored in descending order 

by Karen Hobday, Jennifer Hulme, Suzanne Belton, Caroline Homer and 

Ndola Prata. The article was published in the peer-reviewed journal, Global 

Public Health in January 2017.  

The fifth chapter is an article that presents the results of the field 

research in Mozambique using the ExpandNet/WHO framework to analyse the 

program. This is entitled, Scaling Up Misoprostol to Prevent Postpartum 

Hemorrhage at Home Births in Mozambique: A Case Study Applying the 

ExpandNet/WHO Framework. This article was submitted to the journal Global 

Health: Science and Practice in September 2018 and was published in March 

2019. 

The sixth chapter examines the role of Traditional Birth Attendants in 

the distribution of misoprostol and is entitled, “My job is to get pregnant 

women to the hospital”: A qualitative study of the role of traditional birth 

attendants in the distribution of misoprostol to prevent post-partum 

haemorrhage in two provinces in Mozambique. I was the first author followed 

by Jennifer Hulme, Caroline Homer, Pascoa Zualo Wate, Suzanne Belton and 

Ndola Prata. This article was submitted to BMC Reproductive Health in May 

2018 and was published in October 2018.  



12 
 

The seventh chapter uses a human rights, health and development 

framework to examine Mozambique’s misoprostol program. This article is 

entitled, Misoprostol for the prevention of post-partum haemorrhage in 

Mozambique: An analysis of the interface between human rights, maternal 

health and development. This chapter was submitted for publication on 06 June 

2019 to the international peer reviewed journal BMC International Health and 

Human Rights. At the time of thesis submission the manuscript was under 

review. 

The final section weaves together a discussion of the results and a 

synthesis of the argument. The final chapter (Chapter 8) is the conclusion 

which summarises the findings, discusses the strengths and limitations and 

future implications of my research.  

Table 1 Authorship and Article Submission 

Thesis 

Chapter 

Publication 

Title 

Status Karen Hobday’s 

role 

Co-authors 

4 Community-
based 
misoprostol 
for the 
prevention of 
post-partum 
haemorrhage: 
A narrative 
review of the 
evidence 
base, 
challenges 
and scale-up 

Published 30 March 
2017 in Global Public 
Health 
http://dx.doi.org/10.1080
/17441692.2017.130374
3  

First Author Jennifer Hulme 

Suzanne Belton 

Caroline SE 
Homer 

Ndola Prata 
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5 Scaling Up 
Misoprostol 
to Prevent 
Postpartum 
Hemorrhage 
at Home 
Births in 
Mozambique: 
A Case Study 
Applying the 
ExpandNet/W
HO 
Framework 

Published March 2019 in 
Global Health: Science 
and Practice 
https://doi.org/10.9745/G
HSP-D-18-00475 

First Author Jennifer Hulme 

Ndola Prata  

Pascoa Zualo 
Wate  

Suzanne Belton 

Caroline SE 
Homer 

6 “My job is to 
get pregnant 
women to the 
hospital”: A 
qualitative 
study of the 
role of 
traditional 
birth 
attendants in 
the 
distribution of 
misoprostol 
to prevent 
post-partum 
haemorrhage 
in two 
provinces in 
Mozambique 

Published 16 October 
2018 in BMC 
Reproductive Health 
https://doi.org/10.1186/s
12978-018-0622-4 

First Author Jennifer Hulme 

Caroline SE 
Homer 

Pascoa Zualo 
Wate 

Suzanne Belton 

Ndola Prata  

7 Misoprostol 
for the 
prevention of 
post-partum 
haemorrhage 
in 
Mozambique: 
An analysis of 
the interface 
between 

Submitted 06 June to 
BMC International 
Health and Human 
Rights. Under review. 

First Author Anthony Zwi 

Caroline Homer 

Renae Kirkham 

Jennifer Hulme 

Pascoa Zualo 
Wate 
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human rights, 
maternal 
health and 
development  

 

Ndola Prata  
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Chapter 2 Study Context 

This chapter provides background and context about where the research 

for this thesis was conducted. I first provide a brief overview of the history and 

economic situation of the country, Mozambique. This is followed by a 

description of the country’s gender and human rights profile, with an 

assessment of legal and social indicators including marriage, domestic 

violence, abortion, access to family planning and HIV/AIDs.  

The second part of the background provides an overview of the 

situation of maternal health in Mozambique including fertility rates, maternal 

mortality and how limitations in the health systems, including human 

resources, contribute to poor maternal health. I then provide an in-depth look at 

the history of the misoprostol program in Mozambique, alongside a description 

of the national community health worker program and the work of Traditional 

Birth Attendants (TBAs).  

Mozambique Context 

Mozambique is located in South East Africa and has a population of 

28.9 million with an average life expectancy of 55.1 years (Instituto National 

De Estistica Mocambique, 2017; United Nations Development Programme, 

2015). Mozambique was colonised in the 16th Century by Portugal. The 

Portuguese were driven by exploiting the natural resources of the country 

including gold and oil and established bases in cities along the coast in 

Zambezia, Sofala and Cabo Delgado Provinces (Newitt, 1995). The coastal 

location allowed for easy access to trade routes, especially to India and Sri 

Lanka via the sea ports. Marriages between Portuguese soldiers and daughters 

of Mozambican chiefs began as early as 1513 (Newitt, 1995). During the 18-
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19th Centuries, Mozambique became a central hub for the slave trade; from 

1838-1840 30 000 slaves were sent to Brazil (Newitt, 1995). The sale and 

export of slaves was only formally banned in 1842, however, it still continued 

illegally for decades afterwards (Newitt, 2017).  

In 1891, modern day Mozambique was formed by a series of 

international treaties between the British and the Portuguese (Newitt, 1995). In 

1932, Portugal declared Mozambique a direct colony under Portuguese rule. A 

decade long war for independence began in the north of the country in Cabo 

Delgado in 1965. Mozambique finally gained independence in 1975. The fight 

for independence was led by the political party, The Liberation Front of 

Mozambique (Frente Libertacao de Mocambique) known as FRELIMO, who 

took power after the war.   

Peace was only maintained for two short years before civil war broke 

out in 1977 between FRELIMO and the opposition, the Mozambican National 

Resistance party (Resistência Nacional Moçambicana in Portuguese, known 

also as RENAMO). The civil war devastated the country killing 1 million 

people and displacing 4 million over the course of 16 years, only ending in 

1992 (Nordstrom, 1997). After the peace treaty was signed, national elections 

were held; Frelimo won and became the ruling party. FRELIMO have 

maintained power in all subsequent elections and RENAMO has remained the 

main opposition party. In 2008, the Mozambican Democratic Movement 

(MDM) party entered into the political sphere as a critical opposition party 

(Regalia, 2017). Civil conflict resurfaced in 2013 between FRELIMO and 

RENAMO parties which has been referred to as the ‘invincible civil war’ 

(Morna & Makamure, 2017, p. 243). RENAMO has accused FRELIMO of 
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fraudulent election results, disobeying the Rome Accord2 and ‘marginalising 

their strongholds’(Morna & Makamure, 2017, p. 234). The conflict displaced 

15 000 people (Morna & Makamure, 2017) and more than 10 000 people have 

fled to neighbouring countries. Between January-August 2017, RENAMO and 

FRELIMO leaders met in attempts to sign a peace treaty, however as of 2019 

no formal agreement has been signed, although the conflict has, for the most 

part, ceased.  

Economic Indicators  

In 2015, Mozambique ranked 182 out of 187 countries in the UNDP 

Human Development Index, making it one of the poorest countries in the world 

(United Nations Development Programme, 2016b). Gross National Income per 

capita is $1098 (2015) (United Nations Development Programme, 2016b) and 

60% of people are considered poor, while 37% are destitute which varies by 

Province (Oxford Poverty and Human Development Initiative, 2017). In 2014, 

Mozambique had a Gini coefficient of 45.7; which means that disparity is vast 

and unequal income distribution is standard. Health indicators in Mozambique 

remain poor, particularly for maternal and child health despite some 

improvements from the previous decade (United Nations Economic 

Commission for Africa et al., 2015).  

 Mozambique has been lauded for economic gains and experienced a 

vast improvement in economic growth and increasing foreign investment 

between 2005-2015 (United Nations Development Programme, 2012). The 

country has an abundance of natural resources, including 36 000 million 

 
2 The Rome Peace Accord is the peace agreement between FRELIMO and RENAMO which 
was signed on 4 October 1992, ending the Mozambican Civil War (Newitt, 2017).  
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hectares of fertile land, approximately 2 500 kilometres of coastline and three 

seaports for trade (United Nations Development Programme, 2012). Its main 

exports include coal, aluminium and gas (World Bank, 2017). In 2010, some of 

the largest natural gas reserves in the world were found off Mozambique’s 

coast; approximately 180 trillion cubic feet (U.S Department of Commerce, 

2017). There are high aspirations that these reserves would provide a 

substantial boost to the economy; negotiations between the government and gas 

companies are ongoing and extraction will likely commence in 2023 (U.S 

Department of Commerce, 2017). 

However, in 2016 economic indicators took a downward turn due to 

large scale corruption in a hidden debt scandal. In April 2016, 1.4 billion USD 

of undisclosed debts were discovered which brought the country into economic 

turmoil (Mboto Fouda, 2016). In June 2016, the International Monetary Fund 

(IMF) conducted a monitoring trip to assess the economic situation after the 

disclosure of the debts. The IMF mission valued Mozambique’s debts at 86% 

of the country’s GDP; the 1.4 billion USD undisclosed loan was roughly 10% 

of the country’s Gross Domestic Product (GDP) (Mboto Fouda, 2016). This 

represented a historic economic low for the country. In 2017, GDP growth 

declined to 3.7% from 3.8% in 2016; which was a large shift from the 7.5% 

GDP growth the country experienced between 2007-2012 (United Nations 

Development Programme, 2012).   

As a result of the large scale corruption, the IMF halted the Stand-by 

Credit3 and many international donors, including bi-lateral governments, 

 
3 IMF Stand-by Credit is a short-term balance of payment loan to support low-income countries 
with programs for poverty reduction and growth (International Monetary Fund, 2018). 
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withdrew funding to Mozambique (UNICEF, 2016; World Bank, 2017). 

Additionally, inflation spiked and the local currency, the metical, devalued by 

36% against the US dollar (World Bank, 2017). The removal of American 

dollars from bank accounts was limited to 500 USD per month and it became 

illegal to take local currency out of the country. In 2016, inflation was recorded 

at an average of 20% in comparison to 3.6% in the previous year (World Bank, 

2017). This resulted in increased prices, including food stuffs, which reached 

32% inflation, and essential services including electricity (World Bank, 2017). 

In 2016, the Government had to increase its proportion of funding to the health 

sector from 45% in 2009 to 77% (UNICEF, 2016). Fiscal spending was 

tightened across all Government institutions which limited resources within the 

public health sector (International Monetary Fund, 2017). In 2017, at a 

National Maternal and Child Health Workshop, many health staff complained 

about the lack of essential consumables, including gloves.   

While government spending on wages did not change, much of the 

population was impacted by subsidy cuts for fuel and to bread and salt 

producers (Navarra & Udelsmann, 2018). The IMF and World Bank have 

encouraged the Mozambican government to implement further strategies to 

reduce the deficit and stabilise the economy including reducing public sector 

spending on wages (Navarra & Udelsmann, 2018). This would severely impact 

the human resources of the health system, which is already under serviced. 

Gender 

Gender is a critical component of understanding the situation of 

reproductive health rights in the context of Mozambique and therefore it is 

described here. I refer throughout this thesis to gender using the WHO 
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definition, ‘Gender refers to the socially constructed characteristics of women 

and men – such as norms, roles and relationships of and between groups of 

women and men’(World Health Organization, 2018a, p. 1). I recognise that 

gender is constantly evolving and shifting to fit the context of different groups, 

peoples and countries at different points of time. This next section provides a 

brief overview of the gender profile of Mozambique, especially the position 

and role of women and girls.  

The Gender Index and the Global Gender Gap report are two 

international indices used to assess the position of women within a country. 

The Gender Inequality Index is a composite measure of the level of gender 

inequality in a country based on three main measures: i) reproductive health 

(maternal mortality and adolescent birth rate); ii) empowerment (share of 

female held seats in parliament); and iii) participation in the labour market 

(UNDP, 2016a). In 2015, Mozambique ranked 139 out of 159 countries in the 

Gender Inequality Index. The country ranked particularly low in reproductive 

health with a MMR of 489 per 100 000 live births and an adolescent birth rate 

of 139.7 births per 1 000 women aged 15-19 years (UNDP, 2016a). Only 2.8% 

of women over the age of 25 years had some secondary education versus 8% of 

men. The Gender Inequality Index reported fairly high female representation in 

parliament at 39.6% and involvement in the workplace was also high at 82.5% 

(UNDP, 2016b).  

The Global Gender Gap report is another tool used to rank countries on 

gender equality and is based on the gender gap in the following four areas: 

Economic Participation and Opportunity, Educational Attainment, Health and 

Survival and Political Empowerment (World Economic Forum, 2017). 
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Globally, Mozambique ranked 29 out of 144 countries, and was within the top 

five countries with the smallest gender gap from Sub-Saharan Africa. It ranked 

high in political representation (24/144) and high in economic participation and 

opportunity (17/144), with more women in the labour force than men. The 

report noted that there is a need for Mozambique officials to continue to close 

the gap in health and survival (56/144), particularly in educational attainment 

(130/144) (World Economic Forum, 2017).  

According to the Global Gender Gap report, Mozambique is a fairly 

progressive country in terms of equal opportunities and resources for women 

and men. However, this global report is an amalgamation of some indicators 

rather than a complete analysis of the broader social, cultural and religious 

contexts that Mozambican women experience. Therefore, the results should be 

considered only a suggested indication of the situation of gender equality. For 

example, the health and survival indicator only assesses sex ratio and age of 

healthy life expectancy and ignores maternal and infant mortality rates. 

Furthermore, although women have high participation in the labour market, 

they predominately work in subsistence farming and domestic labour which is 

poorly paid and women often do not have rights to the land they farm or the 

income they earn (Japanese International Cooperation Agency, 2015; Tanner & 

Bicchieri, 2014). The 2017 Southern African Development Community report 

found that Mozambican women earn 80% of the wage that a man does for the 

same work (Morna & Makamure, 2017). 

Women’s empowerment, control and position varies across the country. 

The Northern Region of Mozambique is organised along matrilineal ethnic 

lines with the Macua as the most common ethnic group. Whereas in the 
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Southern Region of the county, patrilineal social order is dominant (Arnfred, 

2011; Sheldon, 2002). In matrilineal families, the husband moves in with the 

wife’s family with the land and rights to the children belonging to the mother’s 

side. In this type of family formation, women control a number of domains. For 

example, ‘Women control food, women control sex, and women control 

offspring: children belong to the mother’s line and men are positioned through 

their relations to women’ (Arnfred, 2011, p. 20). Women therefore have more 

voice, decision-power and control over resources in the north, which breaks 

from the common generalisations and post-colonial beliefs that all African 

women are subordinate and disempowered (Arnfred, 2011). In the south of the 

country, many men are migrant workers in the mining industry in South Africa 

which places women as solely responsible for maintaining the agricultural 

fields, the household, and raising the children (Arnfred, 2011). 

The FRELIMO party recognised the importance of gender equality and 

women’s rights from the conception of the political party. The party called 

upon women to take up arms in the fight for independence alongside men, and 

later in the civil war (Arnfred, 2011). In 1973, the Organização da Mulher 

Moçambicana (OMM) (The Mozambican Women’s Organisation) was 

established by FRELIMO and was the country’s first political women’s 

organization (Arnfred, 2011). FRELIMO encouraged female political 

representation and enacted a number of supportive policies including maternity 

leave, and waged labour in state owned factories and cooperatives (Sheldon, 

2002). While these were laudable efforts poverty, inequality and women’s 

rights violations persist and women experience discrimination in cultural 

practices such as polygamy and early marriage (Durojaye, 2017). Despite this 
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early history of the recognition of the importance of gender equality, 

modernisation, specifically the introduction of the cash economy and 

individualisation, created an opposite effect in the household with male 

dominance emerging as a common method used to suppress and abuse the 

rights of Mozambican women (Arnfred, 2011). Further details about this 

transition are discussed in the next section. 

Marriage 

In Mozambique there are at least four types of marriage: 

customary/traditional, religious, civil union and common law/cohabitation 

(Arnaldo, 2004). Customary marriage is different between ethnic groups and 

patrilineal and matrilineal societies. Common law/cohabitation was formally 

recognised in the revised 2003 Family Law as a couple living together for more 

than one year (Gender Links for Equality and Justice, 2005). The Family Law 

however, outlawed polygamy leaving women in these marriages without legal 

rights (Tvedten et al., 2008). Homosexuality was decriminalised in the revised 

2014 Penal Code (Morna & Makamure, 2017), however same sex marriage is 

illegal.  

Polygamy  

Polygamous marriages are prevalent in Mozambique for numerous 

reasons including ethnicity, religion and socio-economic standing (Arnaldo, 

2004; Tvedten et al., 2008). Polygamy is seen as a sign of wealth and 

prosperity (Newitt, 1995) and poorer households may depend on additional 

wives to assist with agricultural labour (Tvedten et al., 2008; Sheldon, 2002). 

In patrilineal groups, polygamy may be encouraged if the first wife has fertility 

issues (Arnaldo, 2004).  
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Data from the 2015 DHS found that 17.5% of women in Mozambique 

are members of polygamous household units; 15% with one co-wife and 2.5% 

with more than one co-wife (IMASIDA, 2016). Polygamy is more common 

among rural than urban women (17% versus 9% respectively) and for 

uneducated women compared to women with a secondary school education 

(18.6% versus 7.2%) (IMASIDA, 2016). Older women aged 45-49 more often 

reported having co-wives than those aged 20-24 years; 25.8% versus 14.3% 

respectively.  The 2015 DHS reports a declining polygamy rate among men 

aged 15-49: 14% in 2003;13% in 2011; and 8% in 2015 (IMASIDA, 2016). 

Geographically there are differences where the practice occurs, and are 

related to the differences between patrilineal and matrilineal ethnicities. There 

is a higher proportion of polygamous relationships in the Southern and Central 

Regions where patrilineal ethnicities are the norm, when compared to the 

matrilineal ethnicities in the Northern Region (including Niassa, Cabo Delgado 

and Nampula Provinces) (Arnfred, 2011). For example, 26.6% of women in 

Sofala and 19.2 in Inhambane were in a polygamous household versus 10% in 

the northern province of Nampula  (IMASIDA, 2016). 

In the south of the country, polygamy is due in part to the high 

prevalence of migratory labour to South African mines and the need to 

maintain the agricultural land (Arnfred, 2011; Sheldon, 2002).  Therefore, 

polygamy may improve a women’s life as she gains a female companion and a 

working partner (Arnfred, 2011). Muslim men, particularly in the Northern 

Region of the country where Islam is the dominant religion, often marry a 

second or third wife (Tvedten, 2011). Men sometimes marry a second wife due 

to the convenience of location; one wife located in their hometown and another 
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located closer to his place of work (Bonate, 2006). Unlike, in the south, women 

in the north tend to dislike polygamy as the husband has to divide his time and 

money across the various wives; the most common reason women want a 

divorce in the north is because their husband married another woman (Arnfred, 

2011).  

The introduction of the mining industry and waged labour led to 

individualisation which impacted traditional kinship structures matrilineal 

lines, and gender equality.  Men with money could now make their own 

decisions about who and when to marry and can afford lobolo (bride price) 

(Arnfred, 2011; Sheldon, 2002). Earning an income enhanced the power and 

authority of men and transformed the traditional extended family to a smaller 

nuclear family with men at the head of the household.  This shift to ‘husband-

power’ relegated power from the traditional uncles and nephews who 

previously had a large influence in matrilineal families (Arnfred, 2011, p. 86). 

This negatively impacted women who often became financially dependent on 

her husband’s income, particularly in cases where the family moved to town, 

away from their land (Arnfred, 2011).  

Child marriage  

The legal age of marriage is 18 years for both the male and female, 

however the Family Law allows for girls to be married at 16 years with 

parental consent (Gender Links for Equality and Justice, 2005). Recently, this 

has been contested due to recognition of the high rates of child marriage. In 

May 2018, Parliament announced it would revise the Family Law to remove 

this article and increase the age to 18 years in all cases (Xuequan, 2018). 
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Mozambique has one the highest rates of child marriage in the world;  

one out of two girls is married before 18 years of age on average (51.5%, 

MICS 2008) and almost one out of five girls (17.7%) is married before turning 

15 (Unicef, 2011). In Nampula, the average age of marriage is 16 years 

compared with 20 years in Maputo City (Unicef, 2011). Girls in the lowest 

wealth quintile are more likely to get married at a young age than those in 

upper quintiles. Child marriage is a violation of the right to sexual and 

reproductive autonomy and often denies girls education opportunities 

(Durojaye, 2017). Marrying girls at a young age may be a coping strategy for 

poor families, to reduce their financial burden and gain resources, especially in 

cultures where lobolo (dowry) is custom (Durojaye, 2017; Unicef, 2011).  

The National Strategy for Preventing and Combating Child Marriage 

was adopted by the Mozambique Government’s Cabinet in December 2015 and 

launched in April 2016. The Ministry of Social Action, Children and Gender is 

accountable for implementing the strategy (Girls Not Brides, 2016). This is a 

positive step towards eliminating child marriage; however political will must 

be present across the country, particularly in remote areas where customary 

laws and traditions that encourage early marriage are strong.  

Lobolo 

The Tsonga and Sena/Ndau ethnic groups are patrilineal and often 

require a lobolo or bride price from the husband’s family to the wife’s family 

(Arnaldo, 2004). The lobolo acts as a way to symbolically and practically 

assign a woman and her children to her husband and his family’s lineage 

(Tvedten et al., 2008). Lobolo takes many forms; traditionally it had included 

straw mats, baskets, firewood, copper rings and cattle and more recently, it 
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may be money or a combination of money, food, livestock, clothing and other 

goods (Arnfred, 2011; Sheldon, 2002). Arnfred (2011) emphasises the 

importance of lobolo ‘as the glue that holds society together’ and maintains 

that it was traditionally, ‘ an exchange between families, not buying and selling 

as the European translation of bride price assumes’ (p. 71).  

However, modernisation has changed the function of lobolo from a 

mechanism to facilitate extended kinship systems to one that enables male 

dominance of his wife (Arnfred, 2011). Matrilineal groups, including the 

Lomwe/Chuwabo and Macua, do not require lobolo because the wife does not 

move away from her family (Arnaldo, 2004). However, this is changing and 

lobolo is now found across the country and is creating tension for both women 

and men who may not be able to raise the necessary funds to marry (Arnfred, 

2011). Furthermore, women may feel trapped in a relationship because she 

cannot leave a husband who exchanged money for her (Arnfred, 2011, p. 87). 

Lobolo is ignored within the Family Law; it is not criminalised nor is it legal 

(Arnfred, 2011). This has been disputed by civil society groups and activists 

who feel that lobolo oppresses women and has been raised as a political issue 

since the early 1980s (Arnfred, 2011). Women’s rights organisations have 

called on the government to outlaw and advocate against harmful cultural 

practices that discriminate against women and girls, such as lobolo 

(Association of Women in the Media et al., 2014). 

Domestic Violence 

In June 2009, the Mozambique parliament passed the first reading of 

the Bill on domestic violence; the Act became operational on 29 March 2011 

(UN Women, 2016).  The Domestic Violence Law allows police and 
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prosecutors to lay charges directly on family members including partners, 

former partners or other relatives who commit physical, emotional, financial 

and sexual violence including marital rape. The sentence times for perpetrators 

of domestic violence were also increased, differentiating them from charges of 

normal assault or grievous bodily harm charge. Perpetrators may be fined, 

sentenced to community service or imprisoned for up to eight years (UN 

Women, 2016).   

The domestic violence law marked an improvement for women’s rights, 

however improvement cannot be realised without a fundamental shift in the 

prevailing situation of gender inequality and culture of male dominance in the 

country (Association of Women in the Media et al., 2014; Japanese 

International Cooperation Agency, 2015). A five-year National Campaign on 

Violence Against Women was held between 2012-2017. The campaign was 

launched in response to the results of a 2011 violence against women survey 

which found that 54% of Mozambican women have suffered some form of 

physical, sexual or psychological violence (Mozambican Interior Ministry, 

2011).  

Recently, two prominent cases of violence against women in 

Mozambique have been brought to court. The daughter of the Former President 

Armando Guebuza, Valentina Guebuza, was shot and killed by her husband in 

December 2016 during an argument. In 2018, her husband was convicted and 

sentenced to 24 years in prison for the crime (Independent Foreign Service, 

2018). Another example was in 2015, when Josina Machel, daughter of former 

President Samora Machel, brought her ex-boyfriend to trial for assaulting her 

so severely she was blinded in one eye. In 2017, the ex-boyfriend, Rofino 
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Lucico was sentenced to a 3 year and 4 month suspended sentence for domestic 

violence and ordered to pay her 2.8 million Euro (News 24, 2018). 

Violence against women is accepted as a socio-cultural norm by many 

in Mozambique and is rooted in unequal power dynamics between men and 

women and the patriarchal values in society (OECD Development Centre, 

2014; Romão et al., 2009). In 2017, a study assessing the trends in Gender 

Based Violence found that Mozambique had the highest age of respondents in 

the Southern African Development Community region who said that violence 

against women by a man is a sign of love (48%) (Morna & Makamure, 2017). 

The underlying causes are attributed to child rearing practices that include 

discipline (corporal punishment); a long history of war and colonisation; and 

loss of status and control by men who use violence to assert their masculinity 

and power (Tvedten, 2011). It has also been suggested that the cultural practice 

of lobolo or bride price may influence domestic violence as it acts to transfer 

control of the woman to the husband, particularly in the southern region 

(Tvedten et al., 2008). Many women are afraid to report incidences of domestic 

violence to the police and believe the issue can be solved privately; one study 

found that only 10% of cases of intimate partner violence were reported 

(Romão et al., 2009).  

Rape is outlawed within the amended Mozambican Penal Code (2014), 

including spousal rape. Rape is defined in the Penal Code, Article 218 as, 

‘…sexual intercourse with a woman against her will, by means of physical 

violence, intimidation or any fraud which does not constitute seduction, or by 

taking advantage of a woman deprived of her senses’ (Government of 

Mozambique, 2014, p. 26). Imprisonment for rape varies by age; rape of a child 
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under the age of 12 years is a 20-24 year prison sentence (Article 219) and 12 

years and over results in 2-8 years in prison (Article 218) (Government of 

Mozambique, 2014). Sexual assault of a child under 12 results in a 8-12 year 

sentence (Government of Mozambique, 2014). The revision of the Penal Code 

and increased sentences for perpetrators of rape and sexual assault was a 

milestone in progress towards justice for survivors of rape.  

The lengthy sentences, particularly for raping a minor, may act as a 

deterrent to perpetrators. However, it is important to note that many citizens are 

unaware of the law and their rights and few rape cases have been successfully 

prosecuted (United States Department of State, 2014). Furthermore, because of 

a lack of confidence in the formal judicial systems families tend to resolve rape 

cases informally via community courts or financial compensation (Open 

Society Foundation, 2012). The law has also come under criticism for defining 

a child as under the age of 12 versus the legal age of 18. Prior to 2014, Article 

223 in the Penal Code supported the resolution for a rapist to marry a victim 

under the age of 12, and, if the marriage is maintained for five years, the 

charges are dropped (Women and Law in Southern Africa Research and 

Education Trust Mozambique, 2013). The Penal Code was revised in 2014 

which removed Article 223 protecting perpetrators of rape (Government of 

Mozambique, 2014).  

While it is promising to see that the Family Law and Domestic 

Violence landmark laws are in place to protect and uphold women’s rights, 

there have been criticisms of the ability of the state and judicial authorities in 

Mozambique to investigate and prosecute cases (Human Rights Watch, 2017; 

Tvedten, 2011). Statistics reveal that domestic violence rates remain high; a 
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survey in 2015 found that 22% of women had experienced intimate partner, 

sexual or physical violence in their lifetime and 16% had experienced it in the 

last 12 months (Ministerio Da Saude Moçambique & Instituto Nacional De 

Estatística Moçambique Icf International, 2016). Women’s rights will continue 

to be infringed until all women are informed and can apply the Family and 

Domestic Violence laws, and judicial and law enforcement authorities are 

willing to uphold them. 

Human Rights Instruments 

Human rights and gender equality is well enshrined in the legal 

documents of Mozambique, including the Constitution (Tvedten et al., 2008). 

The Mozambican government is signatory to all major human rights treaties 

aimed at promoting equal rights for women and men. These include the 

Convention on the Elimination of All Forms of Discrimination Against Women 

(CEDAW) which was ratified by Parliament in 1993 and entered into force in 

1997 (CEDAW, 2005); the Solemn Declaration of Gender Equality in Africa 

signed in 1994 (African Commission on Human and Peoples' Rights, 2018a); 

and the Southern African Development Community’s (SADC) Declaration on 

Gender and Development signed in1997 (SADC, 2012). Finally, the Optional 

Protocol to the African Charter on Human and Peoples’ Rights on the Rights of 

Women in Africa, better known as the Maputo Protocol, was signed in 2003 

and ratified in 2005 (African Commission on Human and Peoples' Rights, 

2018c). Yet, despite these formal legal frameworks, the Government has a poor 

record of applying these rights in practice via policy and upholding human 

rights, particularly for women. The application of gender policy and women’s 

rights is weak in Mozambique for a number of reasons including the dominant 
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patriarchal socio-cultural order, limited implementation and a passive judiciary 

(Durojaye, 2017; Tvedten et al., 2008).  

Women’s Legal Rights 

The 1966 Civil Code was born from Portuguese colonial history and 

was predominately based upon traditional patriarchal norms between men and 

women (Arthur et al., 2011). Men were considered to have power over the 

political, social and economic domains where women were subjected to follow 

the rules established by her husband and society in general (Arthur et al., 

2011). The Civil Code did not recognise rights for people in de facto 

partnerships or polygamous relationships. There was a long struggle to change 

the Civil Code to incorporate equal human rights; advocates and civil society 

organisations first proposed a draft of the Family Law in 1978 (Arthur et al., 

2011). This first draft was rejected, and four years later, in 1982, the second 

draft was also rejected by Parliament due to the tension surrounding 

maintaining cultural and religious traditional beliefs versus advocating for 

human rights which were seen as ‘foreign values’ (Arthur et al., 2011, p. 4).  

One of the main concerns was the fear that the State would interfere 

with family relations and give women and men equal status in the household. 

This represented a major shift from the 1967 Civil Code which was rooted in a 

patriarchal model of gender inequality (Arthur et al., 2011). It was particularly 

difficult for members of Parliament to reach agreement on legal age of 

marriage, de facto unions, polygamy, and women and men having equal rights 

in the family (Arthur et al., 2011). Parliament called for further consultations 

with civil society and government deputies which took place in 2002-2003. 
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The Family Law was approved in 2004 and came into effect in 2005 (Arthur et 

al., 2011).  

Family Law 

Some aspects of the Family Law led to a turning point for the fight for 

gender equality in the Mozambique. The Family Law clearly defines the rights 

of women to property, inheritance and child custody. Importantly it revoked a 

husband’s de facto status as head of the family giving both parents equal 

parental authority and rights and duties to their children even if divorced (Oecd 

Development Centre, 2014). The Family Law legalised religious, civil and 

common law unions (Justino, 2008). The age of marriage was increased to 18 

years for both males and females; however, the law allows a provision for girls 

to be married at 16 years if they are pregnant or with consent of their parents.  

This law made significant strides in defining the rights of women in 

Mozambique, however it has also come under criticism for being difficult for 

women to access. Accessing legal rights is challenging especially for women  

who are illiterate, do not speak Portuguese and do not know how to manoeuvre 

the court system (Arnfred, 2011; Association of Women in the Media et al., 

2014). Additionally, the Family Law supports the notion of the nuclear family; 

marrying more than one wife is illegal. Therefore, the second or third wife in a 

polygamous marriage is devoid of rights outside of inheritance rights, which 

puts them in a subordinate situation when it comes to divorce and custody of 

children (Arnfred, 2011). For the above reasons, Arnfred (2011) argues that, 

despite the intention of gender equality, the implementation of the Family Law 

in practise has increased male dominance particularly in the north of the 

country. 
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Discrimination against widows 

Dispossession of land from widows and children is a common 

discriminatory practice in Mozambique. When a husband dies, the widow is 

often forced by her husband’s relatives to leave her house/s, land and 

possessions. This practice has been outlawed in the Constitution within the 

revised 2014 Penal Code, the Family Law (2004) and the Domestic Violence 

Law (2009) and the Land Law (Tanner & Bicchieri, 2014). Widow 

dispossession also contradicts international and regional human rights 

provisions including CEDAW and the African Women’s Protocol. Article 21 

of the African Women’s Protocol calls upon African governments to ensure 

they uphold their obligation that men and women have an equal right to 

inheritance (African Commission on Human and Peoples' Rights, 2018b)4.  

Despite these national, regional and international laws, culture prevails, 

with even judges often unaware that dispossession is illegal and claiming that it 

is ‘culture’ and should remain as a family matter (Tanner & Bicchieri, 2014). 

Widows and elderly women are at particular risk of facing discrimination and 

abuse (Association of Women in the Media et al., 2014) and are often accused 

of witchcraft and evicted (OECD Development Centre, 2014). Women’s rights 

organisations have lobbied for the removal of article 254 pertaining to widow 

dispossession (Association of Women in the Media et al., 2014). However, 

 
4 Article 21 of the Protocol to the African Charter on Human and Peoples' Rights on the Rights 
of Women in Africa states:  “1. A widow shall have the right to an equitable share in the 
inheritance of the property of her husband. A widow shall have the right to continue to live in 
the matrimonial house. In case of remarriage, she shall retain this right if the house belongs to 
her or she has inherited it. 2. Women and men shall have the right to inherit, in equitable 
shares, their parents' properties”. 
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despite efforts, customary law predominantly rules and widows continue to be 

discriminated against across the country (Durojaye, 2017; United States 

Department of State, 2015). In both matrilineal and patrilineal societies men 

predominately have the power and authority to make decisions about land 

tenure (Bicchieri & Ayala, 2017). Women generally access land through a 

relationship with a male family member: brother, father, uncle or other relative 

(Bicchieri & Ayala, 2017). This patriarchal system comes with severe 

disadvantages to women, and in particularly widows, who can lose land tenure 

overnight.   

Abortion 

Abortion is recognized as a leading direct cause of maternal mortality 

in Mozambique (Ministério Da Saúde Moçambique, 2014) as in many low to 

middle income countries. Data on national abortion incidence is limited 

however, the 2011 DHS revealed that 4.5% of adolescent girls reported a 

termination of a pregnancy (Ministerio Da Saude Moçambique et al., 2011). 

Unpublished reports from a Maputo clinic run by the Mozambican Association 

for Family Development (AMODEFA) found that from 2010 to 2016, 70,895 

women had an induced abortion; 43% were aged 15 to 24 (AMODEFA, 2017).  

Medical and surgical abortion was illegal prior to 2014. Under this 

umbrella, activists advocated for decriminalisation of abortion for all women, 

in all cases. The Abortion Law Reform was approved in Parliament in July 

2014 and finalised in December 2014 (World Health Organization, 2018b). 

The reform resulted in the following changes to the penal code: women can 

have an abortion up to 12 weeks; women may have an abortion up to 16 weeks 

in cases of rape or incest; abortion is permitted up to 24 weeks if there are fetal 
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abnormalities (Ipas, 2014). All abortions must be provided in a health facility 

with a qualified health professional. Girls under 16 years of age or those with 

mental illness must obtain parental consent (World Health Organization, 

2018b).  

The abortion reform marked a significant and considerable 

improvement to women’s rights. However, legal reform is slow and as of 2017 

the law had yet to be enacted in practice. In 2016-2017, the Ministry of Health 

and partner organizations developed clinical guidelines for abortion and post-

abortion care (World Health Organization, 2018b). Training health care staff 

on the new guidelines is scheduled to commence in 2018. As of 2018, abortion 

remained accessible only at some tertiary and quaternary hospitals and was 

difficult to access in rural areas (Frederico et al., 2018).  It will take time and 

effort to improve access and ensure that women understand how and where to 

obtain a safe abortion. Unfortunately, policy change pertaining to key gender 

issues including the Family Law and the Law Against Domestic Violence Law, 

rarely reach the lowest levels of communities to affect true change (Tvedten, 

2011). It is positive to see that Mozambican women can now legally have an 

abortion.  

Family Planning 

There are high rates of unwanted pregnancies in Mozambique as in 

many similar countries. In 2015, the global fertility rate in Mozambique was 

5.9 for women in their reproductive years (15-49) which has remained the 

same since the last Demographic and Health Survey (DHS) in 2011. On 

average, women in rural areas have more children: 6.6 as compared with 4.5 

for women in urban locations (IMASIDA, 2016, p. 72). Women between the 
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ages of 20 to 24 in both rural and urban settings have the greatest number of 

children across the age brackets.  Nampula Province has a higher fertility rate 

at 6.1 versus Inhambane Province at 4.9 (IMASIDA, 2016). High fertility rates 

increase the risk of maternal complications, especially in low-income countries 

with limited health facilities and trained staff (Population Action International, 

2011). Repeated pregnancies also leads to an increase lifetime risk of maternal 

death (Filippi et al., 2016).  

Access to contraception and the ability to negotiate contraceptive use 

and plan pregnancies are reproductive health rights as stated in Article 12 of 

the Convention on the Elimination of All Forms of Discrimination Against 

Women (CEDAW) (Un Women, 2009). The Mozambican MoH recognises the 

right to family planning and the impact low uptake has on the increasing 

fertility rate. Increasing access to sexual and reproductive health services, 

especially modern contraception, is a main objective in the 2014-2019 Health 

Sector Strategy (Ministério Da Saúde Moçambique, 2014).  

Additionally, in 2017, the Mozambican government made the following 

commitments to improve adolescent access to contraceptives by 2020: improve 

access to contraception for 15-19 year olds from 14.1% to 19.3%;  provide 

contraceptives and information within all secondary schools in the country; 

reduce stock-outs of contraceptives from 60% to 40% (Family Planning 2020, 

2017b). Access to family planning via community channels is improving; as of 

June 2017, 3,650 community health workers were trained to in contraceptive 

methods including the injectable depo provera, Sayana Press (Family Planning 

2020, 2017a).  

HIV/AIDS 
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In 2016, Mozambique’s HIV prevalence was 13% with geographical 

variations from 5% in Tete Province versus 24% in Gaza Province (PEPFAR, 

2017). This marked an increase in prevalence from 11.5% in 2009 (PEPFAR, 

2014). HIV/AIDS is a clear indication of gender inequality; women bare the 

largest burden and account for a prevalence of 15% versus men at 10% 

(PEPFAR, 2017). Prisoners, both men and women, have the highest rates of 

HIV (24%) (UNAIDS, 2016). Mozambique’s life expectancy has been lowered 

to 55 years due to the disease and there are approximately 800,000 children 

who have been made orphans (PEPFAR, 2017). Mother to child transmission 

of HIV remains a challenge; in 2016 approximately 13 000 infants were 

infected in this way (UNAIDS, 2016). 

Less than half of people living with HIV are able to access 

antiretroviral treatment (PEPFAR, 2017). Access to services for those who 

require voluntary counselling and testing or treatment is limited to district 

hospitals. This requires transport or walking great distances which may not be 

feasible for the majority of those in need of services (Loforte, 2011). 

Qualitative research also revealed that people may avoid health services if they 

feel their privacy or dignity is not respected (Loforte, 2011). 

Mozambican Health System 

The health system in Mozambique is predominately delivered by the 

public health sector; the Mozambican National Health Service provides 90% of 

health services to those living outside of Maputo (Fernandes et al., 2014). The 

country has a limited health workforce with qualified numbers of doctors, 

nurses and midwives well below the regional averages (Pose et al., 2014). 

According to the UNFPA, in 2014 Mozambique had 0.03 
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physicians/generalists, 0.002 obstetricians/gynaecologists, 0.03 nurses and 0.13 

midwives per 1,000 population (UNFPA et al., 2014)5. This is significantly 

below the minimum acceptable standard for health worker density of 2.5 

doctors, midwives and nurses per 1,000 (World Health Organization, 2006). 

The shortage of qualified health staff particularly impacts people in rural areas 

where there is an imbalanced distribution compared to urban areas. 

Mozambique has limited resources to train and retain health staff (Fernandes et 

al., 2014) and experiences both external and internal migration (Sherr et al., 

2012).   

Maternity services in Mozambique are available at four levels. Type 1 

health centres are located in the district capitals and have 10 or more maternity 

beds, at least three MNCH nurses and may have a General Practitioner doctor. 

The smaller type 2 health centres have three maternity beds, one nurse or 

midwife and may have an auxiliary midwife with a basic level of training (non-

professional) (Chavane et al., 2018; Ferrinho et al., 2012). Both type 1 and 2 

health centres should be able to provide Basic Emergency Obstetric and 

Newborn Care (BEmONC). In 2012, 2.3 health facilities offered BEmONC 

services per 500 000 population (Chavane et al., 2018) under the recommended 

indicator of at least five BEmONC facilities per 500 000 population including 

at least one comprehensive facility (World Health Organization et al., 2009). 

More serious maternal complications are referred to district and provincial 

hospitals that have the capacity to provide Comprehensive Emergency 

Obstetric and Newborn Care (CEmONC). Ambulances are available and 

dispatched from the referral health facilities. However, ambulance services are 

 
5 Rates were calculated using the 2014 Mozambican population of 27 million.  
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limited; 1-2 ambulances cover a population of 300 000 per health facility and 

are shared between 10-15 health facilities (Chavane et al., 2018). 

In Mozambique, the majority (70%) of women give birth with a Skilled 

Birth Attendant (SBA) and approximately 30% of births that take place outside 

of a health facility are attended by a TBA or a family member/friend 

(IMASIDA, 2016). Mozambican women have to travel great distances to reach 

a health facility often on foot as they cannot afford transportation (Munguambe 

et al., 2016).  For those who cannot reach the health facility, many give birth at 

home with assistance from a TBA. Training of TBAs is an ongoing discussion 

in many countries.  

In Mozambique, there have been limited studies about the effectiveness 

of TBAs. One of the only published studies of the impact of TBA training was 

conducted in Manica Province, which is located in the central region north 

west of Inhambane Province.  Traditionally, Manica is a patrilineal society and 

shares some other similarities to Inhambane including religion and natural 

resources (Tvedten, 2011). The study of the impact of TBA training in Manica 

Province found no significant difference in maternal, perinatal or infant 

mortality between trained and untrained TBAs (Gloyd et al., 2001). The 

findings revealed that the majority of women preferred and sought to give birth 

at a health facility over birthing with assistance from a TBA trained or not 

(Gloyd et al., 2001). This was attributed to the perception of better quality of 

care at a health facility, neutral relationship of the health staff versus a 

neighbour or friend and possible cultural obligations associated with accepting 

assistance from a TBA (Gloyd et al., 2001). This study is limited in terms of 

generalisability and being dated. However, it is foundational given it reports on 
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the impact of the first comprehensive TBA training in the country. In 

Mozambique, remoteness is linked with lower incidence of maternal education 

and low socio-economic standing (MISAU, 2011). Women who birth at home 

often live remotely and are within the most disadvantaged quintile of the 

population.  

The three main causes of delay leading to maternal death include: 

delays in recognising the problem; delays due to geography and lack of 

transport; delays due to skilled attendant availability/access (Thaddeus & 

Maine, 1994). Congruent to Thadeaus and Maine’s (1994) theory of the three 

delays, Gabryscht and Campbell (2009) explained that socio-cultural factors 

were the main cause of delaying the decision to seek healthcare, whereas 

geographic and economic factors were attributed to the delay in reaching health 

services. The three delays underscore access to rural health services in 

Mozambique which remains challenging due to distance, lack of transport 

options, coverage and quality (Munguambe et al., 2016; Schwitters et al., 

2015).  

Maternal Health in Mozambique 

Most maternal deaths due to direct causes could be prevented with 

access to timely care during childbirth (Alkema, Leontine et al., 2016). The 

official government cited maternal mortality ratio (MMR) is 408 per 100 000 

live births (IMASIDA, 2011). However reports vary depending on the source; 

480 per 100 000 (Alkema, L et al., 2014) and 489 per 100 000 live births 

(World Bank, 2016) (See Figure 1). Post-partum haemorrhage (PPH) is a 

leading cause of maternal deaths in Mozambique (David et al., 2014; 

Ministério Da Saúde Moçambique, 2014). Secondary analysis of national data 
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from a 2007-2008 maternal and neonatal health needs assessment revealed 

60.6% of maternal deaths (n=712) were due to obstetric haemorrhage (Chavane 

et al., 2018). Additionally, results of two cross-sectional national surveys found 

obstetric haemorrhage to be the direct cause of MMR in both 2007 and 2012 

(12% and 15% respectively) (Bailey et al., 2015).  

Mozambique experienced a 64% reduction in maternal mortality 

between 1990 and 2013 (Alkema, L et al., 2014). The reduction was in part due 

to the increase in facility deliveries and SBAs, increase in coverage of 

antenatal care, improved access to BEmONC and CEmONC and increased 

contraceptive coverage (World Health Organization, 2018e). However, despite 

this improvement, the MMR did not change in almost 10 years from 469 per 

100 000 live births in 2003 (MISAU, 2005) and 443 per 100 000 live births in 

2011, as reported in the Demographic and Health Surveys (MISAU, 2011). The 

lifetime risk of maternal death remains high; one in 40 Mozambican women 

will die during childbirth (World Health Organization, 2015). 

Figure 2.1 Maternal mortality ratio (national estimate, per 100,000 live births) (World 

Bank, 2019) 

As stated above, data from the 2015 Demographic and Health Survey 
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entitled, ‘Indicators of Immunization, Malaria and HIV/AIDS in Mozambique’ 

(IMASIDA), revealed that 70% of births were assisted by SBAs (IMASIDA, 

2016). This is a significant improvement to the 2011 DHS results which found 

coverage by an SBA to be only 54% (DHS, 2011). However, disaggregated 

data from the IMASIDA (2016) revealed vast disparities between urban and 

rural contexts; births in health facilities are much higher in urban (91%) than in 

rural areas (67%). There are also large disparities between Provinces; Maputo 

City Province has the highest SBA coverage at 96% versus Zambezia Province 

with only 46% SBA coverage (IMASIDA, 2016).   

History of misoprostol in Mozambique 

The introduction and expansion of misoprostol is appropriate to the 

context of Mozambique. Oxytocin is the preferred uterotonic in the Advanced 

Management of Third Stage Labour (AMTSL) and is widely available in health 

facilities across Mozambique (Ministério Da Saúde Moçambique & Unfpa, 

2012). However, due to the limitations of oxytocin, namely that it is an 

injectable and loses potency when stored in hot temperatures (World Health 

Organization, 1993), misoprostol is a good alternative. From November 2009-

October 2010, a pilot study on the distribution of misoprostol was conducted in 

four districts in three provinces of Mozambique.	The results found that 

distribution through both TBAs and ANC achieved 99% misoprostol usage 

among women who had home births (Bique C et al., 2011).	The results were 

presented to the Ministry of Health (MoH) who agreed to allow distribution of 

misoprostol at the community level for the prevention of PPH.  

In 2011, Misoprostol was on the Mozambican Essential Medicines list 

for induction of labour, cervical ripening and the medical management of 
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miscarriage. From 2012-2013, the Mozambican MoH and several health 

partners developed a strategy entitled, ‘Strategy for the Prevention of PPH at 

the Community Level’ which included guidelines for the use of misoprostol 

where SBAs are not available (Libombo et al., 2013). The PPH Strategy 

outlined 35 districts across the country that would be included in the program 

for distribution. Implementation of the strategy commenced in 2015 in six 

districts in two provinces, Inhambane and Sofala. Further details about 

Mozambique’s misoprostol program are provided in Article 2 and 3 as well as 

in the discussion. 

Community Health Workers 

There are two types of Community Health Workers (CHW) involved in 

the misoprostol program for prevention of PPH; APEs (Agentes Polivelantes 

Elementares) and Traditional Birth Attendants (Parteiras tradicionais in 

Portuguese or TBAs). Mozambique’s CHW program was originally established 

in 1978 engaging community agents referred to as APEs (Chilundo et al., 

2015). The goal of the APE program was to expand health services to rural 

areas that were underserved during the colonial period (Advancing Partners & 

Communities, 2013). Within the first 10 years of program implementation 

(1978-1988), 1,500 APEs were trained (Advancing Partners & Communities, 

2013). During this initial phase of the program, community members 

contributed to paying the CHW based on services received (Advancing 

Partners & Communities, 2013). 

In 1989, the APE program ceased due to the civil conflict (Chilundo et 

al., 2015). Many countries in Southern and Central Africa and Asia also 

experienced similar interruptions to their CHW programs during the 1990s 
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many of which were unrelated to conflict (Kassebaum et al., 2014). 

Evaluations of CHW programs, including TBAs, found minimal impacts 

particularly around maternal mortality (Sibley et al., 2007). During this time, 

there was a shift and many stakeholders believed that resources and funding 

should instead focus on training and retaining skilled health workers. The APE 

program was relaunched in 2010 more than a decade since it ceased (Chilundo 

et al., 2015). The APE program aimed to increase the number of trained APEs 

to 6,343 across the country by 2016; in 2012 there were 2270 trained APEs and 

as of 2017 there were 3 680  (Chilundo et al., 2015; Rodrigues, 2017).  

Integrated community case management of malaria, pneumonia and 

diarrhoea is a key component of the work that CHWs undertake. The CHWs 

receive a small medical kit and have the authority to provide medicines, 

including antimalarials, amoxicillin and zinc (Chilundo et al., 2015). In 2016, 

CHWs were given four new responsibilities; family planning services, vitamin 

A, chlorhexidine and misoprostol. CHWs were also trained and given the 

authority to provide family planning methods, including injectable 

contraceptives, pills and condoms (Family Planning 2020, 2017a). 

Furthermore, approximately one quarter (825 of 3 680) of APEs have been 

trained in the distribution of misoprostol for the prevention of PPH  (Ministério 

Da Saúde Moçambique, 2016b). 

People recruited to be APEs must meet the following criteria; have 

basic literacy and numeracy; a primary school education and a community 

nomination. The vast majority (85%) of APEs are men, mainly due to the pre-

requisite of primary school education and the need to undertake a month long 

training which is often outside of their community. Males are more likely to 
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have the education requirements; of those who did not receive any schooling 

10% were male versus 26% females (IMASIDA, 2016). Additionally, 

community leaders play a role in selection and may prefer to choose family 

members or friends. Some female APEs leave their role when they get married 

and have to move to their husband’s zone. The APE program is now actively 

working to improve gender equality by recruiting more women (Ministério Da 

Saúde Moçambique, 2016a).  

APEs receive a monthly salary of 1,200 meticals (approximately 20 

USD in 2017), which is mandated by the MoH. The majority of provinces 

receive funding from UNICEF to pay for APE salaries; however some 

provinces receive payments from non-governmental organisations and other 

donors. The stipend is an additional issue that has led to the perception that 

APEs should be male as the traditional income earners (Chilundo et al., 2015).  

In 2016, the MoH developed a National Strategy for the APE program 

which outlined new criteria for the selection of APEs. The Strategy recognised 

the important role that females play as leaders in community health, 

particularly surrounding maternal and child health (Ministério Da Saúde 

Moçambique, 2016a). The Ministry now aims to recruit 70% female APEs 

with the goal of reaching gender equality. The following are the new criteria:  

• 70% APEs should be female; 

• Level of education between 8th and 10th grades; 

• Between 25-45 years old; 

• Married (widowed or divorced); 

• Speak the local language (Ministério Da Saúde Moçambique, 2016a). 
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In addition to the above criteria, APEs must undertake and successfully 

complete  three months of training and show commitment to the work 

(Ministério Da Saúde Moçambique, 2016a). Previously, APEs were expected 

to have a high school level of education; however it was found that those with 

a higher level of education were difficult to retain as they were more likely to 

seek other employment. Therefore, the 2016-2020 APE Strategy now permits a 

new APEs to have a lower level of education starting from the 8th grade 

(Ministério Da Saúde Moçambique, 2016a).  

APE coordinators in each province are responsible for supervising the 

provincial cadre and monitoring and evaluation. Each APE must submit a 

monthly report to the health facility to receive their salary. The APEs collect 

data on 15 main areas including demographics, maternal and child health, 

malaria diagnosis and treatment, tuberculosis, number of referrals to the health 

unit, family planning, deaths in the community and health promotion. There is 

an extensive national database of APE statistics managed by the APE 

Coordinator in Maputo. Of the 3 394 APEs, 3 190 submitted monthly reports in 

2016 (Ministério Da Saúde Moçambique, 2016b). 

Traditional Birth Attendants 

Traditional Birth Attendants or Parteiras tradicionais, as they are 

referred to in Portuguese, are another cadre of CHWs. They work voluntarily to 

assist women in their community to give birth. A TBA is defined as, 

‘traditional, independent (of the health system), in non-formally trained and 

community-based providers of care during pregnancy, childbirth and the 

postnatal period’ (World Health Organization, 2004, p. 8). TBAs are always 

women and are usually nominated by a family member who was previously a 
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TBA or by the community to undertake the role. TBAs do not receive any 

formal incentives but may receive a small gift or token of appreciation from the 

family who she assisted.  

Investment and training in TBAs commenced in the late 1980s in 

Mozambique as an acknowledgement of the shortage of SBAs and limited 

coverage of facility births amongst rural women. Initial TBA training in 

Mozambique took place between 1991-1998; 3 734 TBAs were trained, one-

third of whom were located in Zambezia Province (Gloyd et al., 2001; 

Ministério Da Saúde Moçambique, 2008). Since 2014, there has been a 

concerted effort in Mozambique to re-engage in promoting early antenatal care 

(ANC) and facility births (Ministério Da Saúde Moçambique, 2014).  

Some organisations support TBAs with training and small incentives 

such as t-shirts, capulana wraps, rain coats or rubber boots. In 2016, 3 080 

TBAs across the country received training from UNFPA on safe motherhood. 

Of those, 574 were involved in the misoprostol program and also learned how 

to safely distribute misoprostol to women who gave birth in the 35 

participating districts (UNFPA personal communication).  

The majority of TBAs are illiterate and therefore their report form for 

distribution of misoprostol and other safe motherhood initiatives is in pictorial 

format. TBAs were trained to report the number of times they gave a dose of 

misoprostol to a woman by filling in the circles underneath a picture depicting 

a TBA giving a woman medicine. They are expected to submit these pictorial 

reports to the health facility each month. As the TBA program has not been 

formalised by the MoH, there is limited data available regarding the total 

number of TBAs in Mozambique. Many TBAs live in very remote areas, far 
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from health facilities and therefore have limited involvement with formal 

medicine, nurses or the health system. Therefore, it is extremely difficult if not 

impossible, to know how many TBAs there are across the country.  

Conclusion 

This section has provided the background into the political, economic 

and socio-cultural context of Mozambique. It has located the study and 

provided the reader with some of the underlying facts, opportunities and 

tensions between human rights and gender within the country. An overview of 

the situation of maternal health in Mozambique has also been provided, along 

with a history of the misoprostol program. These factors all contribute to 

describing the context of the study setting, which provides an important 

backdrop to understanding the methodological approaches employed in my 

PhD, as outlined in the following chapter. 
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Chapter 3 Methodology 

 In this chapter I outline the theoretical framework and methodology 

underpinning this study. Implementation science guided the choice of 

theoretical approaches adopted, including the ExpandNet/WHO framework and 

human rights approach. Secondly, the study site where the research took place 

is described. Thirdly, the study design which was a mixed methods case study 

is outlined. The chapter then further details the study management processes 

including employing and training research assistants, recruitment of 

participants, translation of interviews and the approach to data analysis. 

Finally, the chapter ends with a discussion about the limitations experienced in 

conducting the research.  

Theoretical Frameworks 
This section outlines the theoretical frameworks applied in the study. I 

begin by summarising concepts related to implementation science including the 

‘know-do’ gap, diffusion theory and determinant frameworks. Second, I outline 

the ExpandNet/WHO framework which I applied retrospectively to document 

and analyse the scale-up of Mozambique’s misoprostol program for the 

prevention of PPH at the community level (chapter 4). Finally, I present human 

rights theory, specifically the human rights, health and development framework 

that I applied to present the results in chapter seven.  

Implementation Science 

 The study primarily sought to understand the factors that firstly allowed 

the innovation (misoprostol) to be introduced and secondly, the barriers and 

enablers to taking misoprostol to scale. Implementation science was utilised as 
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a means of inquiry to answer the research questions. Implementation science, 

also referred to as implementation research, has existed for approximately five 

decades and was built on theoretical and empirical work (Sheikh et al. 2011).   

Among the clinical health/interventions community it is a relatively new area 

of study. It has been broadly defined as,  

…the scientific inquiry into questions concerning implementation-the act 
of carrying an intention into effect, which in health research can be 
policies, programmes, or individual practices (collectively called 
interventions) (Peters et al., 2013a, p. 1).  

 

Implementation science involves the practical examination of an intervention 

to understand how the intervention was carried out (process) and if the 

intended outcomes were achieved in a real world setting (Peters et al., 2013a). 

In global health, there is a phenomenon called the ‘know-do’ gap; when the 

clinical or public health solution has been identified, and yet implementation of 

the innovation remains a stubborn challenge (Buekens et al., 2004; Madon et 

al., 2007). This ‘know-do’ gap also occurs in other sectors where there is 

inconsistency between policy and implementation. This can also refer to the 

gap between knowledge and policy making, as well as knowledge and action 

(World Health Organization, 2005). For example, although it has been long 

proven that using insecticide treated mosquito nets can effectively prevent 

malaria, in 2015 only half of affected households in Sub-Sahara Africa slept 

under a net (World Health Organization, 2016a). This highlights the challenge 

of implementing what is known to be effective into action at the community 

level.  

 Transferring an evidence-based solution to countries in the global south 

often fail to provide sustainable action because: ‘their implementation is 
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untested, unsuitable, or incomplete’ (Madon et al., 2007). Implementation 

research puts the social, political and environmental context at the centre and 

recognises that research often takes place in complex environments which 

influences outcomes (Nilsen, 2015; Peters et al., 2013a). It is applied to 

examine how to best introduce and integrate a proven intervention into a health 

system or policy (World Health Organization, 2009a). 

 Implementation science has been influenced by the Theory of Diffusion 

(Nilsen, 2015) which was first described by Everett Rogers (Rogers, 2003). 

Diffusion of innovations is based on empirical research ‘which found a pattern 

in the adoption of new ideas by people in a social system’ (Rogers, 2003). 

Individuals influence the speed in which a new innovation is diffused rather 

than organisations. Rogers found that new innovations often follow a pattern: 

the initial lag phase, followed by the ‘take off’ with more people adopting the 

innovation, then a deceleration followed by the final few people adopting the 

approach (Rogers, 2003). This pattern is consistent if the population is fixed 

and the value of the innovation remains intact over time (Figure 3.1). 

 

Figure 3. 1 Diffusion of Innovation Theory 

 However, classic diffusion theory does not account for why some 

individuals take longer to accept an innovation than others, or not at all. The 
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Theory of Diffusion is a starting point to understanding how innovations are 

diffused in a system however, as it is considered a passive process it cannot be 

used alone to guide the implementation of an innovation (Fixsen, A. et al., 

2013). The theory has been criticised for its simplicity and not taking into 

account how innovations are assimilated at the organisational level 

(Greenhalgh, 2005). The field of implementation science has evolved with 

increasing interest from researchers in public health as well as other fields such 

as engineering and business (Fixsen, D. L. et al., 2005; Madon et al., 2007). 

Implementation science develops knowledge about key central questions 

including effectiveness, unintended consequences, packaging multiple 

intervention to avoid silos in the health system and cost-effectiveness (Madon 

et al., 2007).  

 Fixsen D.L and colleagues (2005), coined the term ‘active 

implementation’ to describe the supports needed to ensure that once an 

innovation is implemented it can be sustained. The team working on the 

implementation of the innovation is referred to the ‘resource team’ (World 

Health Organization, 2009a). In active implementation, it is expected that 

resource teams guide implementation, they have an important role to gain buy-

in for the innovation, monitor the implementation and adapt its components 

throughout the scale-up to suit the context (Fixsen, A. et al., 2013; Yamey, 

2012).  

 Determinant frameworks can be used to help understand implementation 

outcomes. Determinants, which are also referred to as classes or domains, act 

as barriers and/or enablers that influence implementation outcomes including 

the pace of implementation. Determinant frameworks can be used to 
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understand the influences on implementation outcomes and be used in the 

design and implementation of programs that intend to change relevant 

determinants (Nilsen, 2015). Determinant frameworks can be used to help 

understand implementation outcomes. Determinant frameworks assume a 

multi-level systems approach to implementation; relationships exist at different 

levels and between determinants (Nilsen, 2015). The ExpandNet/WHO 

Framework is an example of a determinant framework.  

ExpandNet/WHO Framework 

The ExpandNet/WHO framework for scaling-up (World Health 

Organization, 2009a) was used to examine the process of scaling-up the 

distribution of misoprostol for PPH prevention at the community level (See 

Figure 3.2). ExpandNet/WHO is a global network which aims to influence and 

advance the field of scaling-up health innovations (Expandnet, 2004). 

Members of the ExpandNet/WHO network developed a nine step scale-up 

strategy to guide implementers and stakeholders (World Health Organization, 

2010b). The guide can assist with strategy development and has been used in a 

number of countries to scale-up reproductive health services, including  quality 

care in family planning in China, Vietnam and Brazil (Simmons et al., 2007). 

In the analysis of the misoprostol program, the document entitled, ‘20 

Questions for Developing a Scale-up Case Study’ (Fajans et al., 2007) was also 

used. I applied the questions to the Mozambique case study to assist with 

developing the interview guide and analysis.   

 The second journal article in my thesis (Chapter 4) was written using 

the ExpandNet/WHO framework as a tool to retrospectively document and 

analyse the early phases of scaling-up the community distribution of 
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misoprostol to prevent PPH in Mozambique. This case study aimed to inform 

MNCH stakeholders about the barriers and facilitators in the early expansion of 

the misoprostol program, and offer recommendations to program managers and 

decision makers both within Mozambique and internationally rooted in the key 

components of successfully bringing programs to scale.   

 

 

Figure 3. 2 ExpandNet/WHO Framework (World Health Organization, 2011a)  

 

Human Rights Theory  

The third framework was the use of a human rights lens (Tarantola et 

al., 2008; Tarantola et al., 2013) to examine the scale-up of misoprostol in 

Mozambique. This analysis provides information about how factors of 

development and human rights have an impact on the health of a country’s 
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population. This approach is relevant to the thesis as it addresses health 

inequity and essential access to life saving medication and health services. 

Understanding the environment where the innovation takes place is an 

imperative component of implementation research (Peters et al., 2013a) and a 

key step in planning scale-up (World Health Organization, 2009a). This 

approach, while sensitive due to potential political implications, can be used to 

advocate for improved access to essential health care and reproductive health 

rights, especially for vulnerable populations.  

Discussions surrounding reproductive health as a development issue 

and specifically the human rights of the mother, began in 1987, within dialogue 

surrounding the Safe Motherhood Initiative (Thomson, 2001). While the 

initiative successfully gained international attention surrounding the 

reproductive health needs of women, it has been criticised for failing to gain 

ground on women’s rights to make reproductive health choices (Davies, 2013). 

Ten years after the initial Safe Motherhood Initiatives discussions, an expert 

meeting was held in Sri Lanka to review the global experience. The group 

developed a report entitled, ‘Ten Years of Lessons and Progress’ with ten key 

messages and recommendations for moving forward to improve maternal 

health into the next decade (Safe Motherhood, 2010). Importantly, the report 

began by stating that maternal mortality is a human rights issue, women have a 

right to survive pregnancy and childbirth, signalling a critical shift from its 

inception (Thomson, 2001).  

The interface of human rights, health and development is a concept that 

has been explored by Tarantola and colleagues (2008; 2013) using a simple 

framework to depict the interconnectedness of the three domains (refer to 
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Figure 3.3).These three domains will be discussed in relation to maternal 

mortality and more specifically access to misoprostol for prevention of PPH. 

The framework can be used to analyse a state’s capacity to improve maternal 

health outcomes and establish recommendations for improvement. Chapter 

eight examines the situation of maternal mortality in Mozambique using this 

human rights, health and development framework (Tarantola et al., 2013). 

 

Figure 3. 3 The Human Rights, Health and Development Triangle (Tarantola et al., 2008; 
Tarantola et al., 2013). 

 

Study Site 
Mozambique has a population of 28.9 million (Instituto National De 

Estistica Mocambique, 2017). The research for this thesis took place in two 

provinces in Mozambique; Inhambane and Nampula (Figure 1). These provinces 

were selected in discussion with the Ministry of Health (MoH) and Jhpiego, a 

key stakeholder in the misoprostol program. There are three regions in 

Mozambique; Southern, Central and Northern. Inhambane province is located in 

the Southern region and Nampula in the northern region. The study team visited 

two districts in Inhambane province and three districts in Nampula province. 

Districts were selected based on engagement with implementation of the 
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misoprostol program and distribution at the community level.  

 

Figure 3. 4 Map of Mozambique (Ezilon Maps, 2009)  

 

Inhambane province is located in the Southern region of the country on 

the eastern coast and has a population of 1 496 824 (Instituto National De 
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Estistica Mocambique, 2017)  (See Figure 3.4). The capital city is also called 

Inhambane and there are 12 districts in the province. The majority of inhabitants 

are Christian and society is organised along patrilineal lines (Arnaldo, 2004). 

The population are subsistence farmers, cattle holders or fish for a living (Newitt, 

1995). The province produces cashew nuts, coconuts and citrus fruits and is 

popular with tourists due to the beautiful beaches (Newitt, 2017). Subsistence 

crops include corn, cassava, beans and peanuts. Many men in the province 

temporarily move to South Africa to work in the mines (Tvedten et al., 2008). 

This has created social problems including the absence of fathers (Arnfred, 

2011) and a high prevalence of HIV/AIDS within Mozambican mine workers 

(Baltazar et al., 2015).  

There are 134 health facilities in the province, including hospitals, health 

centres and health posts (Ministério Da Saúde Moçambique, 2017). Among 

woman who had a live birth in 2013-2015, 89% gave birth at a health facility 

with a skilled birth attendant (SBA) (IMASIDA, 2016). Antenatal care coverage 

for one consultation was high at 99% yet only 62% received four antenatal 

consultations (IMASIDA, 2016). Thirty-four percent of women reported that at 

the time of the survey they were using a form of modern contraception 

(IMASIDA, 2016) (Table 3.1). 
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Table 3. 1 Population and maternal health indicators for Inhambane and Nampula 
Provinces 

Indicator Inhambane Nampula 

Location Southern 
Region 

Northern Region 

Population 1 496 824 6 102 867 

# of districts 12 18 

Districts chosen as study 
sites 

Zavala and 
Homoine 

Erati, Monapo and 
Mecurburi 

# of health facilities 134 226 

% of women who gave 
birth with a SBA  

89 73 

% of women who gave 
birth at a health facility 

89 70 

% of women who 
attended one ANC visit 

99 93 

% of women who 
attended 4 ANC visits 

62 54 

% of women who had 
currently used a form of 
contraception at the time 
of IMASIDA survey 

34 22 

 

(Instituto National De Estistica Mocambique, 2017; IMASIDA, 2016) 
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Figure 3. 5  Map of Inhambane Province (red dots indicate study sites) (Ministério Da 
Saúde Moçambique, 2005)(MISAU, 2004). 

 

The research was conducted in two districts within Inhambane province, 

Zavala and Homoine. Zavala district is located in the south of the province, 165 

kms from Inhambane City and borders the Indian Ocean (See Figure 3.5). It is 

2011 square metres and has a population of 139 145 (Census, 2007). There are 

11 health centres and one health post in the district (Ministério Da Saúde 

Moçambique, 2017). The majority of inhabitants speak Shitswa or Chopi.  
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Homoine district is located 51.1kms west of Inhambane city. It is a 

landlocked and is 1918 km² with a population of 107 735 (Census, 2007). 

Homoine is the most populated district in the province with 25 292 households. 

The district has 12 health centres and one health post (Ministério Da Saúde 

Moçambique, 2017). The majority of the population speaks Chopi.  

Nampula province is located in the Northern region of the country and is 

the most populated province with a projected population of 6 102 867 people 

(Instituto National De Estistica Mocambique, 2017). The majority of the 

population are Muslim and speak Macua/Makhuwa language (Simons & Fennig, 

2017). Due to religion, languages and history, Nampula has a very different 

socio-demographic makeup compared to Inhambane. One of the largest ports in 

Africa is found in the district of Nacala, Nampula (Newitt, 2017). Forced 

cultivation of cotton was introduced by the Portuguese in the 1930s which was 

exploitative and impacted on the food production of peasants (Arnfred, 2011). 

Cotton production remains one of the largest commercial crops along with 

tobacco and cashew nuts (Newitt, 2017). 

Nampula has 226 health facilities across the province, including 

hospitals, health centres and health posts (Ministério Da Saúde Moçambique, 

2017) (Figure 3.6). Maternal health indicators are poorer in Nampula than 

Inhambane. Among woman who had a live birth in 2013-2015, 73% gave birth 

with a skilled birth attendant, and 70% gave birth at a health facility (3% gave 

birth with a skilled birth attendant outside of a health facility) (IMASIDA, 2016). 

Antenatal care coverage for one consultation was high at 93% but just over half 

of women (54%) received four antenatal consultations (IMASIDA, 2016). 

Twenty-two percent of women reported that they used a form of modern 
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contraception at the time of the survey (IMASIDA, 2016) (Table 1). 

 

Figure 3. 6 Map of Nampula Province (red dots indicate study sites) (MISAU, 2004). 

 

In Nampula Province, the research team collected data in Erati, Monapo 

and Mecurburi Districts (See Figure 3.6). Erati District is approximately 149 km 

north east from Nampula City and has a population of 256 715 (Census, 2007). 

The district has seven health centres, one health post and two hospitals 

(Ministério Da Saúde Moçambique, 2017). Monapo District is located 133 km 

from Nampula City with a population of 304 060 (Census, 2007). There are 13 

health centres, three health posts and one district hospital in Monapo (Ministério 

Da Saúde Moçambique, 2017). Mecuburi District is located 143 km from 

Nampula City and has a population of 155 624 (Census, 2007). The district has 

10 health centres, three health posts and does not have a hospital (Ministério Da 

Saúde Moçambique, 2017). Macua is the most commonly spoken language in 
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all three study districts in Nampula Province.  

Overview of the study design 
A mixed methods approach, using both quantitative and qualitative 

data, was used. Mixed methods approaches are appropriate when conducting 

research in a complex environment, can aid in data triangulation and allow for 

a more comprehensive approach to understanding a research problem 

(Cresswell & Plano, 2011). This approach is a suitable fit for use in 

implementation research as it facilitates understanding multiple perspectives 

(Peters et al., 2013a). Further, it is a useful approach for triangulation, to help 

clarify meanings of how an activity is perceived and understood by different 

actors (Stakes, 1995). The qualitative component adopted a phenomenological 

methodology and included semi-structured key informant in-depth interviews 

and focus group discussions. Quantitative data was collected from the Ministry 

of Health and were secondary sources. Data included training and coverage 

data from the MoH and were used to compare coverage and access of 

misoprostol in Inhambane and Nampula Provinces.  

Philosophical approach 

 A research paradigm consists of a ‘basic set of beliefs that guide action’ 

and include one’s principles and worldviews (Denzin & Lincoln, 2000, p. 157). 

My own research paradigm is based on feminist thinking and grounded in 

human rights. It also includes a practical implementation component borne 

from years of working and volunteering in various Non-Governmental 

Organizations. Positionality includes the values and beliefs that a person holds 

that influences the research process (Hopkins et al., 2017). My positionality has 
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influenced this study and therefore I will describe it here. I am a Caucasian 

cisgender woman who was born and raised in Canada. I became a mother of 

two during my PhD. I have lived outside of Canada for 14 years in various 

countries including Zambia, Democratic Republic of Congo, Australia, Timor-

Leste and most recently Singapore. I am a feminist; I value social justice and 

believe the human rights of all citizens should be upheld and enforced. I feel 

strongly that all people should be afforded access to sexual and reproductive 

health rights. I believe that all women have a right to access quality sexual and 

reproductive health services, including access to abortion services. This may 

have come across in some of my interviews and could have influenced the 

interviewee.  

I realise my positionality as a white woman makes me an outsider to the 

Mozambicans that I interviewed. I was also cognisant of the fact that I was 

working in partnership with the Ministry of Health and therefore seen as 

someone in a position of authority. My own views and life experience 

influenced why and how I undertook this study which is argued to be a critical 

component of conducting feminist research (Stanley & Wise, 1993).  

Merriam and colleagues (2000) describe the strategy of hiring a 

mediator for interviews where an outsider is involved to improve the quality of 

the data. The local research assistants were hired in an effort to bring other 

perspectives to the interview and FGD process. Two Mozambican females 

were hired; both were in their thirties and had children. They were therefore 

respected as women and mothers by many of the participants. The male 

research assistant was a teacher who had a university degree from an overseas 

institution. His positionality as an educated Mozambican man was well 
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respected by the male health staff, particularly those in leadership positions. 

The research assistants brought with them their own perspectives and had a 

better understanding of some of the nuances that were mentioned in the 

interviews, than myself who was an outsider and not fluent in the local and 

national languages.  

I realised that partnering with the Mozambican MoH would bring value 

to the study design. I was fortunate to meet with the head of the Department of 

Women’s and Child Health, Dr Pascoa Zualo Wate. Over time as we 

established a relationship she agreed to be the Principal Investigator in 

Mozambique. The topic was also of particular interest to the MoH and they 

were keen to be directly involved. Dr Pascoa suggested we also invite the head 

of the Department of the Community Health Worker Program who became a 

co-investigator. This partnership allowed me to incorporate local priorities and 

questions in the interview guides and aided in the efficiency of data collection. 

The MoH relationship also eased the process of obtaining the necessary 

Provincial and District approvals for the national ethics submission and 

facilitated access to the research sites.  

During data collection I did try to suspend my bias and approach the research 

with an open mind, which is a key concern when conducting phenomenological 

research (Giorgi, 2005).  Keeping a regular research journal helped me to keep 

track of my interviews, sort out my thoughts and voice my concerns. This daily 

journaling helped me to be reflexive and suspend my bias about my previous 

experiences working in an NGO on programs in partnership with the 

government. I also noted down issues such as the ‘insider-outsider’ divide; 



 
 

77 

namely that I was a foreigner interviewing people who were well situated in 

the misoprostol program, some since inception (Merriem et al., 2000).  

Epistemology is defined by Stanley and Wise (1993, p. 188) as ‘a 

framework or theory for specifying the constitution and generation of 

knowledge about the social world; that is, it concerns how to understand the 

nature of ‘reality’. My epistemological stance was that to understand how the 

misoprostol program was initiated, implemented and had progressed I would 

have to speak to those who had intimate experiences with the program. This 

included people who conceived or implemented the program and women who 

had used the medication, thus benefitted from the program. Therefore, I 

actively sought to interview participants of the misoprostol program in 

Mozambique.  

Phenomenological Approach 

I employed a phenomenological approach to the qualitative component 

of the thesis. Phenomenology is an interpretive approach based on the lived 

experiences of those who participated in the phenomenon (Schwandt, 2000). 

The methodology is grounded in the field of psychology and philosophy and 

has two main categorizations, transcendental/descriptive and 

interpretive/hermeneutic/existential. 

Transcendental or descriptive phenomenology was conceived by 

German philosopher Edmund Husserl to understand the ‘nature and organized 

structure of a phenomenon’ (Mcwilliam, 2010, p. 2). Phenomenological 

research focuses on ‘…individuals’ experiences and sense making, often 

posing research questions in terms of the experience of ‘being’ in relation to a 

given role, event, or condition’ (Giacomini, 2010, p. 5). Descriptive 
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phenomenology does just that; describes a person’s experience with a 

phenomenon rather than explains it, free from preconceptions or hypotheses 

(Husserl & Findlay, 1970).  This methodology is prescriptive; it expects that 

researchers apply an ‘epoche’ or a distancing from their own personal 

perspectives in order to be able to provide an authentic story of the participant 

and avoid potential personal bias (Giacomini, 2010).  

Interpretive, hermeneutic or existential phenomenology was originally 

coined in the 1900s by Husserl (Shutz, 1962). This approach is used to elicit 

critical reflection from participants about their a life experience and the 

researcher interprets that reflection using hermeneutics, the theory of 

interpretation (Smith, J. A. et al., 2009). Interpretive phenomenology generally 

uses a small homogenous sample size to understand the similarities and 

differences experienced within that group  (Smith, J. A. et al., 2009). This 

approach is rooted in psychology but is increasingly applied to the fields of 

health and social sciences (McWilliam, 2010). 

Experiences in health care and quality of health services are often 

considered as: ‘are what they are’ often without critical reflection (McWilliam, 

2010, p. 4). In applying a phenomenological approach one can better 

understand the phenomenon of health care and health systems through the real 

world experiences of patients and health workers engaged in the system 

(McWilliam, 2010). I used the interpretive phenomenological approach to 

understand the phenomenon of the misoprostol program; its conception, 

implementation and progress through the experiences of participants involved 

in the program. This approach can be a powerful tool to advance understanding 
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of what individuals interpret about an experience, countering assumptions and 

expectations of how they should experience it (Giorgi, 2005).  

There has been criticism towards those in the health field who apply the 

phenomenological approach in a manner that is more grounded in social 

science than the original philosophy of which it was founded (McWilliam, 

2010). However, other scholars have refuted this criticism stating that there is a 

space for a new phenomenology which combines the transcendental and 

interpretive approaches (Rapport & Wainwright, 2006; Smith, J. A. et al., 

2009). I apply a combined approach in my use of phenomenological 

methodology, acknowledging that there is a role for both description and 

interpretation in the analysis of data in my thesis.  

Phenomenology is an inductive approach and while being transparent in 

how decisions were made throughout the research process is important, 

explaining one’s judgement or why intuition was followed is not always 

possible. I attempted to be transparent throughout the research process by 

journaling my experiences in the field and during analysis. Phenomenological 

research is multidisciplinary, which is also relevant to the field of reproductive 

health and influenced the study design and selection of a diverse range of 

participants.  

Case Study  

A case study approach was incorporated into the study design. Robert 

Stakes definition of case study was used; ‘Case study is the study of a 

particularity and complexity of a single case, coming to understand its activity 

under important circumstances’ (Stakes, 1995, p. xi).  Case studies have clear 

boundaries; they occur at a set time, in a geographic space and examine the 
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same activity (Yin, 2014).  A case study design is  useful when conducting 

organisational research as they can capture the rapidly changing ebb and flow 

of an organisations activity (Hartley, 1994). This methodology was chosen 

because there are relatively few country examples where scale-up of 

misoprostol has been implemented (Smith, J. M., 2013). The case of 

Mozambique is unique in that data were collected in the early expansion phase 

which presented a number of implementation lessons. Two case study sites, 

Nampula and Inhambane Provinces, were chosen to understand the 

phenomenon of scaling-up a health intervention; the use of misoprostol to 

prevent PPH in Mozambique. These cases were further bounded by geographic 

location to districts; three districts were chosen in Nampula and two in 

Inhambane. These locations specifically relate to the research problem as they 

were 5 of the 35 districts participating in the misoprostol program. Inhambane 

was one of the first provinces to implement the program and Nampula Province 

was the location of the pilot study.  

To ensure a robust examination of each location, multiple methods of 

data collection are recommended (Yin, 2014). Qualitative and quantitative data 

were collected and key observations were recorded in each location. Research 

assistants also provided their observations during their daily debrief. Data was 

analysed for each province individually by carefully examining the results of 

interviews, FGDs and observations in each district. A comparison of 

Inhambane and Nampula provinces was then undertaken.  

Ethical approval and considerations 

Ethical clearance was granted by the Human Research Ethics 

Committee at Charles Darwin University, Australia (HREC 2015–2445) and 
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the Mozambican National Bioethics Committee and Minister of Health (See 

Appendix 1). Approvals to conduct the research were also obtained from the 

Provincial Health Director in Nampula and Inhambane as well as the district 

medical chief in each district (See Appendix 4). The consent form and 

information sheet were first drafted in English and then revised and translated 

into Portuguese in Mozambique. Substantial revision was required for the 

consent form and information sheet as literal translation resulted in very formal 

Portuguese which was not accessible for all participants. Stark and Hedgecoe 

(2010) discuss this issue where translation of the language and concepts 

involved in the field of Western bioethics can be challenging depending on the 

capacity of research assistants and translators in cross-cultural settings. 

The research assistants were trained on the principles of ethical research 

including maintaining confidentiality and the importance of gaining informed 

consent. Two of the three research assistants had previous experience in 

conducting research and were familiar with the terms. The inexperienced 

research assistant was a teacher and was able to grasp the concepts relatively 

quickly. The research assistants reviewed the Portuguese consent forms and 

familiarized themselves with them to explain them in local languages where 

appropriate. I discussed the importance of the terminology in the consent forms 

and they discussed what terms/words would be used to ensure that the meaning 

of the consent forms was understood.  I observed the research assistants in a 

pilot test of the consent and study guides to ensure the consent form was 

understood and truly received. The research assistants were paid for their time 

and travel to attend the training. 
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All interviewees provided informed consent; those who were not 

literate provided verbal consent or signed with an x mark or a thumb print 

using an ink pad. All interviewees were informed of the benefits and the risks 

of participation. In some cases, community participants had walked several 

kilometres to reach the health facility to undertake the interview. In these 

situations, a small travel allowance was provided to ensure they were not out of 

pocket from participating in the study. Participants were given the option of 

opting out of the interview or withdrawing from the study at any point however 

no participants requested to withdraw from the study.  

 

Research Team 

Working in a team is a common occurrence in case studies especially 

where research sites may be distance and complex (Stakes, 2003). I was 

fortunate to have recruited an excellent research team. I hired three local 

research assistants to conduct the interviews at the district level, two were 

female and one was male. I initially aimed to hire only females due to the study 

topic, however it was very challenging to find female staff who were both 

qualified and had the time to commit to working on the study. Two research 

assistants worked in each province and two had previous experience 

conducting interviews. To ensure that female participants were comfortable 

speaking about intimate topics related to pregnancy and labour the female 

research assistants conducted the interviews with the TBAs and women how 

had used misoprostol as well as health staff. The male research assistant 

predominantly conducted interviews with the health staff and male Community 

Health Workers (known as Agentes Polivalentes Elementares (APE) in 
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Mozambique) where possible. As our chief negotiator, he also played a critical 

role in gaining access to the research sites.  

In addition to the local research assistants, I benefited from support 

from an international research assistant from Canada. Jennifer Hulme is a 

medical doctor, researcher and speaks Portuguese. Needless to say, she brought 

an excellent set of invaluable skills to the team. As I had travelled to 

Mozambique with my six month old son, I was not able travel remotely to 

collect field research. Therefore, Jennifer led the research team to collect the 

data in Nampula Province in September-October 2017. I could not have 

conducted the research without the assistance, translation as well as the 

logistical problem solving provided by the research assistants. 

In Inhambane, both assistants spoke all of the local languages in the 

areas where the study took place. In Nampula, I hired one local research 

assistant and the previous research assistant that had worked in Inhambane 

travelled to conduct the research in Nampula as well, conducting the 

Portuguese interviews. The interview guides were also reviewed carefully and 

translated into local language. This helped to formalise the language and the 

manner in which the questions were asked. Before beginning the study, all 

questions were pilot-tested by the research assistants and altered for language 

and cultural appropriateness. Research assistants received one week training on 

the aims of the study, the study topic, research methods, how to avoid bias and 

how to ask open questions. During the first week of interviews I observed and 

offered advice to ensure questions were understood and being asked in an open 

manner. To ensure that questions were being asked with the correct intention 

the international research assistant observed interviews and asked for 
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translation into English. Where necessary, corrections to terms and words were 

made and shared with the other research assistants. 

Access 

The research was conducted in partnership with the MoH which was 

necessary in terms of gaining access to the research sites, particularly the 

health centres. It took a significant amount of time to build my relationship 

with the MoH to gain their partnership. The partnership with the MoH was 

brokered with Jhpiego and took numerous meetings, some of which I was 

present at, as well as others that were done on my behalf. This partnership was 

beneficial as it provided the study team with the authority and permissions 

needed to conduct the research. We also were asked to present the preliminary 

findings in October 2017 at a National MoH MNCH Workshop on the progress 

of implementation of Maternal Newborn and Child Health (MNCH) 

interventions, including a review of the misoprostol program. This workshop 

allowed the opportunity to gain insights from a larger sample of health workers 

and stakeholders, as well as confirm our findings with the health staff that we 

had previously met and interviewed. Notes from the workshop were taken and 

included in the analysis.  

However, the partnership with the MoH may have raised some ethical 

challenges for some participants, including stakeholders and people working 

within the health system. A few participants expressly asked that the interview 

was not recorded because the Head of the Department of Women’s and Child 

Health at the MoH was the Principal Investigator of the Mozambique study 

protocol. A number of health staff refused to answer questions related to the 

use of misoprostol for any other purpose other than prevention of PPH, 
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including abortion. The abortion law in Mozambique had been recently 

reformed in 2014 and in 2017 the changes had not yet been implemented. 

Therefore, staff may have feared the repercussions of discussing abortion 

particularly if they had admitted using misoprostol to undertake medical 

abortion. While this question was a key one that the MoH, and the 

Mozambican ethics committee, explicitly requested I examine, I did not feel it 

was appropriate to probe for information that could potentially result in placing 

participants in a risky situation.    

Languages 

Portuguese is the official language used in Mozambique, however there 

are approximately 20 local languages spoken across the country (Chimbutane, 

2011). In this study, all participants were interviewed in their preferred 

language. The majority of interviews with health staff and APEs were 

conducted in Portuguese (See Table 3.2). The majority of interviews with 

TBAs and women who had used misoprostol were conducted in local 

languages either Macua in Nampula, or Chopi and Xitswa in Inhambane.  

Table 3.2 Interview details; conducted by who, in which language where 

and type  

 
Location Research 

Assistant 

Languages  Type of 

Interview 

Participants 

interviewed 

Nampula 

Province 

Mecuburi, 
Monapo, Erati 

Claudia 
 

Macua, 
Portuguese 

FGD, key 
informant 

Women, 
TBAs, APEs 

Arlindo 
 

Portuguese FGD, key 
informant 

APEs, health 
staff and 
stakeholders 

Jennifer Portuguese Key 
informant 

APEs, health 
staff and 
stakeholders 

Inhambane 

Province 

Zavala, 
Homoine 

Assucena Portuguese, 
Chopi, Xitswa 
 

Key 
informant 

Women, 
TBAs, 
APEs, health 
staff  
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 Arlindo Portuguese, 
Chopi, Xitswa 
 
 
 

Key 
informant 

Women, 
TBAs, 
APEs, health 
staff 

Maputo  Karen English, 
Portuguese 

Key 
informant 

Stakeholders 

 Jennifer English, 
Portuguese 

Key 
informant 

Stakeholders 

 

Study Participants 

A relatively varied sample size was selected that included stakeholders, 

health workers and community members as a means to gain a more 

comprehensive understanding of the lived experiences of those directly 

involved in the misoprostol program. Five sets of people were interviewed at 

three levels:  

1) Central level in Maputo; Ministry of Health staff and policy/advocacy 
stakeholders 

2) Provincial and district level; health staff who were involved in the 
misoprostol program  

3) Community level; community health workers, traditional birth attendants 
and women who had used misoprostol.  

These groups provide a different and sometimes contrasting reflection 

of the program. Reproductive health is a controversial topic in general (Reiger 

& Liamputtong, 2010), and given the capacity of misoprostol to cause medical 

abortion, participants had varied underlying beliefs and strong convictions 

about the topic.   

A purposive sampling approach was used to select the research 

participants based on advice from Jhpiego staff (a key stakeholder in the 

program), assistance from district health staff, community health workers, 
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women involved in the program and my own judgement. All participants were 

informed of the study purpose and the risks and benefits before obtaining 

written informed consent. In some cases, verbal consent was received when 

participants did not feel comfortable signing the consent form due to illiteracy 

or fears surrounding confidentiality (this was the case particularly for those 

providing abortions). Interviews with research participants were conducted in 

their language of choice. English or Portuguese was preferred by health 

systems stakeholders. Whereas Portuguese or the local languages of Macua in 

Nampula, or Chopi and Xitswa in Inhambane were chosen by health staff, 

Community Health Workers, Traditional Birth Attendants and community 

women. The majority of interviews were recorded when the participants 

agreed. Three participants declined to be recorded due to fears about 

confidentiality, specifically about their views on abortion. They feared that the 

Director of MNCH, MoH who was the Principal Investigator may access this 

information. In these cases written notes were taken instead.  

Informants 

 Health Systems Stakeholders 

Purposive sampling was used to speak with 15 key informants who 

were involved in the development of the national prevention of PPH strategy, 

the program design and advocacy for the distribution of misoprostol in the 

community. These informants included government officials, employees of the 

UN and NGOs. I emailed or called each participant inviting them to participate 

in the study. The majority of in-depth interviews with health systems 

informants took place in Maputo at the participant’s office or a meeting place 

that was convenient for them such as a cafe. Participants were informed of the 
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study purpose and the risks and benefits before obtaining consent. The majority 

of interviews were undertaken from September-October 2017 and one 

interview was conducted via a skype phone call in August 2017. On average, 

interviews with health systems informants took place over one hour.  

Health Professionals 

Health staff in districts who worked directly with the implementation of 

the program (managing or directly distributing misoprostol) were also 

purposively sampled. Health staff included medical chiefs, hospital directors, 

maternal and child health nurses, midwives, health technicians/auxiliary staff 

and pharmacists. Permission was sought from each district health director to 

conduct the study; they then informed the maternal and child health nurses at 

each participating health facility that our research team would be visiting to 

discuss the misoprostol program. Upon arriving at the health facility, the 

research team introduced themselves, explained the research and invited the 

relevant staff to participate. The interviews took place in June 2017 in 

Inhambane Province and September-October 2017 in Nampula Province. The 

interviews on average took place over 45 minutes and were conducted in an 

office or a place the interviewee preferred.  

Community Health Workers/APEs 

Community Health Workers called APEs were those who had been 

trained on misoprostol and had experience distributing the drug were 

interviewed. APEs were selected with assistance from the district maternal and 

child health coordinator who would call the APE in advance and ask them to 

come to the health facility for the interview. Alternatively, and where possible, 

we would drive to meet the APE at their home or within the community. The 
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interviews and FGDs were undertaken in June 2017 in Inhambane Province 

and September-October 2017 in Nampula Province. In-depth interviews with 

APEs were held over 30-60 minutes. Two focus group discussions were held in 

each province with 4-6 APEs and for a duration of between 45-60 minutes. 

Traditional Birth Attendants 

Traditional Birth Attendants (TBA) were recruited via purposive 

sampling to participate in the study. The district maternal health director was 

asked to assist in contacting the TBAs in their designated district. APEs were 

also helpful in assisting in contacting the TBAs and often a research assistant 

would call the TBA directly requesting a meeting. Qualitative semi-structured 

interviews were conducted with 16 purposefully selected TBAs (11 in 

Inhambane and 7 in Nampula Provinces). In Inhambane Province, the majority 

of TBA interviews took place at their residence whereas in Nampula, the 

majority were held at the health facility as they were organised in advance. The 

majority of interviews with TBAs took place over 45 minutes and focus group 

discussions generally lasted for one hour. Four FGDs were undertaken with 

TBAs in Nampula Province with 3-5 women in each group. The FGDs were 

conducted by a research assistant who conducted the FGD in the local language 

and one international research assistant who observed the discussion and 

dynamics. The interviews and FGDs took place in June 2017 in Inhambane 

Province and September-October 2017 in Nampula Province. 

Women who had used misoprostol   

Women who had used misoprostol for the prevention of PPH were also 

purposively recruited to participate in the study. TBAs who had participated in 

the study were asked to assist in locating women that they had previously 
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administered misoprostol. Gaining access to these women was challenging as 

many women were unavailable; either working in the fields or away at the time 

of our visit. Other women had moved from the area. Some TBAs had not 

administered misoprostol in over one year and therefore were no longer in 

communication with the women they had assisted. Despite these reasons, as 

well as great distances and limited time, we were able to speak with 11 women 

in total; 6 women individually in Inhambane and one focus group of 5 women 

in Nampula Province. All interviews took place at the women’s homes and no 

one was refused to participate. The interviews and FGD took place in June 

2017 in Inhambane Province and September-October 2017 in Nampula 

Province. 

The focus group was organised by two TBAs in one district of Nampula 

and took place at the health facility. The discussion was led by a female 

research assistant who was fluent in the local language of Macua. All of the 

women were informed of the study aims, risks and benefits in local language. 

The majority signed the consent form, however due to illiteracy some women 

provided verbal consent. All interviews and the FGD were recorded and 

conducted in local language by a research assistant. The majority of interviews 

took place between 30-45 minutes and the FGD took approximately 75 minutes 

(Refer to Table 3.3). 
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Table 3.3 Number of Study Participants by Location 

Nampula Province 

Mecuburi, Monapo, Erati Districts 

Location Health Staff 

MNCH 

Nurses, 

Midwives. 

Pharmacists  

Women APE/CHWs TBAs Stakeholders 

Key 

Informants 

7 0 9 7 2 

FGD 1 (3 nurses) 1 (5 
women) 

1 (3 APEs) 4 (14 
TBAs) 

0 

Total 10 5 12 21 2 
Inhambane Province 

Zavala, Homoine 
      
Key 

Informants 

12 6 6 11 1 

FGD 0 0 0 0  
Total 12 6 6 11 1 
Maputo 

 - - - - 17 

TOTAL 22 11 18 22 20 

 

Transcription and Translation 

The recorded interviews were transcribed and translated by the research 

assistants along with three additional translators. I hired the research assistants 

to undertake this work as they had intimate knowledge of the local language, 

Portuguese and English and understood the context where the interviews had 

taken place. The additional staff who transcribed and translated the remaining 

interviews, mainly Portuguese-English, were hired on recommendations from 

colleagues at Jhpiego and other student researchers. I was in regular 
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communication with the transcribers/translators to follow up with questions, 

particularly surrounding local terms that I was unfamiliar with.  

Prior to visiting Mozambique, I prepared semi-structured interview 

guides which were later adjusted in Mozambique with support from Jhpiego 

colleagues. The MoH also provided input into the study guides to ensure that 

some of their key questions about the program were incorporated and the 

translation into Portuguese from English was correct. The main topics included 

use and understanding of misoprostol, supply issues, safety and misuse, 

sustainability and barriers and facilitators to participation in the program. The 

ExpandNet/WHO framework was used to assist in the design of the study 

guides for stakeholder and health staff interviews. Later, the study guides were 

reviewed by the research assistants and further adapted for language and ease 

of use. After the first interviews were conducted the guides were further 

adjusted in the field as some of the language was too technical for 

comprehension by the Community Health Workers.   

At the end of each day, the research assistants recorded their 

observations and further details about the interviews as part of the daily 

debrief. In Inhambane, the research assistants documented their observations 

with written field notes; however this practice was found to interrupt the flow 

of the interview and instead the daily debriefs were recorded on the voice 

recorders in Nampula Province. The debrief notes and recordings were 

translated into English (where necessary) and used in analysis.  

All interviews and debriefs were translated and transcribed verbatim in 

Portuguese, usually by the same research assistant that conducted the interview 

or FGD. The interviews were then translated into English. Data quality checks 
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from Portuguese to English were undertaken by the international research 

assistant and I by listening to the audio recording of interviews in Portuguese 

and comparing the Portuguese transcripts to the English translation. All 

transcripts and debriefs were then entered into Nvivo version 11 for analysis.  

Quantitative Data Collection
  

The quantitative component involved collecting data from the MoH and 

health facilities which were distributing misoprostol in Inhambane and 

Nampula Provinces. All quantitative data collected was secondary. As the 

MoH has not yet incorporated data about misoprostol into the national health 

information database, gaining access was limited by the self-reported nature of 

information from each province. Quantitative data was collected predominately 

at a MoH workshop evaluating health innovations in October 2017. Each 

province was asked prior to the workshop to present their data on the 

misoprostol indicators for the year (January-September 2017) in a powerpoint 

presentation. Data collected included: the number of misoprostol tablets 

distributed; the number of women accessing and using misoprostol; the number 

of returned doses and the number of community health workers and traditional 

birth attendants trained. I then collated this data in a spreadsheet to gain an 

understanding of coverage and use in the two provinces. Basic frequencies and 

descriptive statistics are presented in the results. Due to the limited availability 

of MoH data regarding the program, quantitative data on the distribution and 

use of misoprostol was restricted to the period of January-September 2017. It is 

important to note that because Provincial MNCH Coordinators were asked to 

present their data on misoprostol, alongside the other MNCH interventions 
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(Vitamin A, chlorhexidine and family planning) there may have been some 

inconsistencies and biases in the data. This is mainly because the data on 

misoprostol was collected in parallel to the national health information system 

and in many provinces was found to be insufficient. The limitations of 

monitoring and evaluation, including a system for data collection are discussed 

in Chapter 3 (ExpandNet/WHO).  

Managing the Research Process 
Data Analysis 

Line by line thematic analysis is an iterative method used to gain an 

understanding of the key themes that are presented in a given study (Ezzy, 

2002). Line by line thematic analysis was used to code and analyse the data 

from 16 TBAs and 11 women who used misoprostol. Interviews were coded 

initially, and then re-read and coded again resulting in additional themes. 

During the analysis process, I kept a daily research journal to take note of when 

and why I added codes or sub-codes, how these were defined and how I 

organised the findings into categories. A co-researcher also coded the 

interviews and FGDs independently (Pope et al., 2000). After 3-4 discussions 

over the course of 6 weeks, we reached consensus on the key themes. 

Divergent themes were discussed as they arose. For example, I had originally 

used ‘poverty’ as a theme, however upon discussion with my co-researcher 

(JH) we decided to break down this broad category into two themes: resource 

limitations, and transportation and distance. The results were presented in the 

third journal article entitled ‘My job is to get pregnant women to the hospital’: 

A qualitative study of the Role of Traditional Birth Attendants in the 
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distribution of misoprostol in two provinces in Mozambique’ which was 

published in the journal, BMC Reproductive Health, in November 2018.  

Interviews with health staff, CHWs and stakeholders were analysed 

deductively using the WHO ExpandNet/WHO framework. I organized 

responses from the qualitative interviews and coded them into parent categories 

of the Framework namely; planning, management and outcomes. Categories of 

the planning phase included: the environment, the innovation, the user 

organization, and the resource team. Management of the scale-up was coded 

into the following categories: type of scale-up; advocacy and dissemination; 

organizational process; dissemination and advocacy; costs/mobilization of 

resources and monitoring and evaluation. Outcomes were coded into coverage 

and access, commodity management and distribution. 

Facilitators and barriers to early program expansion were also themes 

used to analyse the data.  The results were presented in the second journal 

article entitled, ‘Scaling Up misoprostol to prevent post-partum hemorrhage at 

home births in Mozambique: A case study using the ExpandNet/WHO 

framework’ which was published in Global Health Science and Practice 

journal in March 2019.  

Limitations 

I experienced a number of limitations in conducting research in 

Mozambique in both the study design and the process of conducting the 

research. These included: access issues due to security, partnering with the 

MoH quantitative sampling methodology and size, quality of the quantitative 

data, time delays and funding constraints. I will first address the limitations to 

the study design and then discuss limitations to data collection were managed. 
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Originally, it was planned that the study would take place in three 

Provinces rather than two; Sofala, Inhambane, and Nampula.  Sofala Province 

was initially chosen because it was one of the first two provinces to commence 

scale-up of misoprostol for PPH prevention in 2015. However, Sofala was later 

removed as a site due to civil conflict at the time of research which made it 

unattainable to access. This decision was made relatively early in the research 

schedule, and data were not collected from Sofala Province.  

The MoH was a key partner in the research. While this was beneficial 

in terms of gaining authority and access to the health facilities, it also meant 

that some health staff were not able to fully disclose information regarding 

issues they thought might be contentious, such as abortion. The research team 

did reassure staff that their confidentiality would be protected; however it was 

apparent that some people preferred to abstain from certain questions. This 

limited data collection in some aspects, particularly surrounding the issue of 

abortion which I realise is a limitation of the study design. 

Participant recruitment was established through purposive sampling. 

Health facility staff assisted in the recruitment of the TBAs; the TBAs in turn 

assisted in locating the women that had used misoprostol. The majority of 

TBAs who participated in the study and were involved in the misoprostol 

program lived relatively near to the health facility. Therefore, there is a risk of 

potential selection bias as TBAs were referred by the health facility or CHWs. 

Due to time limitations, distances and participant availability we were only 

able to reach a small sample of women who had previously used misoprostol. 

There was also a risk that the TBAs did not introduce us to women that had 

poor experiences with the TBA or after taking the misoprostol. Despite this 



 
 

97 

potential limitation, the interviews undertaken with these participants provided 

rich insights into aspects of misoprostol that were important to them and that 

they were happy to discuss. 

I acknowledge that it is likely that the perspectives from TBAs who live 

further from the health facility are different than those who live relatively 

closer, especially in terms of access to the health facility and participation in 

the misoprostol program. As with many qualitative studies, it is difficult to 

generalise the findings of this study due to the small sample size and varied 

context.  

The quality of the quantitative data was also a limitation in the study. 

Data were collected from the Provincial Directors during a workshop on 

maternal health innovations. The MoH had requested that the Directors provide 

the available data on the misoprostol program from January-October 2017. The 

quantitative data is not collected nor analysed in a systematic approach, nor is 

it entered into the national health information system. Therefore, there were 

some concerns regarding the accuracy and reliability of the data. However, 

given that there is very limited quantitative data surrounding the misoprostol 

program, these data was considered valuable as it portrays a snapshot around 

how the program is progressing nationally. The descriptive analysis undertaken 

in this thesis provides insights which are useful to the Mozambican MoH, as 

well as other organizations planning to scale-up health innovations. The next 

step in this work would be to undertake further theoretical exploration to allow 

for analytic generalisability. 

Conducting field research in Mozambique was very expensive and I 

drew heavily on limited funding from my Research Training Program 
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Scholarship from the Australian Government. In 2017, internal flights were 

limited to one national company which had a monopoly; flights were often 

unreliable and expensive. The rental of 4x4 (four wheel drive) vehicles, 

purchasing fuel and hiring drivers were also a considerable strain on the 

budget. Finding qualified research assistants who spoke the languages of the 

participants was also a challenge. It was difficult to find research assistants 

who were female, had some previous research experience and were able to 

travel. After six months of inquiring about potential assistants to networks, I 

was able to find three research assistants; two female and one male. At 

$100USD per day, plus an additional daily per-diem to cover accommodation 

and food, the daily rate for research assistants in Mozambique was another 

considerable cost to the budget. The costs impacted the time and locations our 

research team could work in the field. Therefore, limiting the study to two 

provinces was also important as a measure to stay within the research budget.  

I began speaking to Jhpiego about collaborating on research about the 

scale-up of misoprostol in March 2014. It took numerous emails and phone 

calls to establish a relationship and consultancy contract which allowed me to 

work in Jhpiego’s Mozambique office. In the meantime, Mozambique’s plans 

for rolling out the misoprostol program experienced several delays. The 

National Misoprostol Program for the Prevention of PPH commenced in 2015 

and was in the second year of implementation when this study took place. It 

can take a considerable amount of time for National scale-up to occur and 

reach a stage of being well established with functioning systems; up to 10 years 

on average (Smith, J. M. et al., 2015b). Therefore, my research is limited to an 

analysis of the planning stages and very early implementation of the expansion 
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of the misoprostol program and was not able to determine the impact of the 

program. As described above, due to limited monitoring and evaluation 

processes it was very challenging to obtain quantitative data as there was no 

existing national data base. Therefore, quantitative data of the coverage and use 

of misoprostol was only obtained for the first nine months of 2017.   

There were a number of major bureaucratic delays in receiving the 

letters of permission from the Provincial Health Authorities that were 

necessary to have prior to submitting the national ethics application. While I 

did have the support of a local and well connected NGO (Jhpiego) in one 

province, it was difficult to follow up and receive the permission necessary in 

the province without any existing contacts. After numerous phone calls and 

finally hiring a local research assistant who could follow-up in person, I was 

able to obtain the last letter of permission in December 2016 – seven months 

after the initial request. I visited Mozambique on three occasions over the 

course of a year and a half (April 2016-October 2017).  

 

Conclusion 

This chapter has provided details regarding the methodology and 

methods I used to conduct the research for my thesis. The chapter has provided 

an overview of the theoretical approaches which shaped my data collection and 

analysis, described the study sites and explained the study design. Details about 

how I managed the research process and the limitations are included. The next 

section, section two, presents the results of my research. The results are 

presented as four journal publications that were or have been submitted to four 

different peer-reviewed journals.  
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Abstract 

Achieving Sustainable Development Goal targets for 2030 will require 

persistent investment and creativity in improving access to quality health 

services, including skilled attendance at birth and access to emergency 

obstetric care. Community-based misoprostol has been extensively studied and 

recently endorsed by the WHO for the prevention of postpartum haemorrhage. 

There remains little consolidated information about experience with 

implementation and scale-up to date. This narrative review of the literature 

aimed to identify the political processes leading to WHO endorsement of 

misoprostol for the prevention of postpartum haemorrhage, and describe 

ongoing challenges to the uptake and scale-up at both policy and community 

levels. We review the peer-reviewed and grey literature on expansion and 

scale-up and present the issues central to moving forward. 

Background  

Maternal mortality remains the most inequitable health indicator 

globally (World Health Organization, 2015b). Safe motherhood initiatives, 

including investments in improving access to skilled birth attendants (SBAs), 

emergency obstetric care, safe therapeutic abortion and contraception have 

resulted in significant reductions in maternal mortality globally over the last 20 

years. Maternal deaths have decreased over the last quarter century from 376 
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034 (95% CI: 343 483 – 407 574) in 1990 to 292 982 (95% CI: 261 017–327 

792) in 2013 (Kassebaum et al., 2014). The rate of decline, however, was less 

than half that was needed to achieve the Millennium Development Goal 

(MDG) target of a three quarter reduction in the maternal mortality ratio 

between 1990 and 2015.  

 Post-partum haemorrhage (PPH) is the leading cause of maternal death 

worldwide (Say et al., 2014). Defined as bleeding in excess of 500 ml in the 

first 24 hours following vaginal birth (World Health Organization, 2012a), the 

most common causes of PPH include uterine atony, vaginal or cervical 

lacerations, retained placenta tissue, and clotting disorders (Arulkumaran, 

Regan, Papageorghiou, Monga, & Farquharson, 2011; World Health 

Organization, 2012a). After years of risk stratification studies, we have no 

effective way of predicting who will experience haemorrhage, especially in the 

absence of an SBA caring for women during labour and the post-partum period 

(Devine, 2009; Edhi, Aslam, Naqvi, & Hashmi, 2013; El-Refaey & Rodeck, 

2003; Potts & Hemmerling, 2006). This evidence forms the rationale for the 

primary prevention of PPH for every woman, immediately post-partum. Thirty 

years of global efforts have focused on training SBAs and standardizing the 

active management of the third stage of labour (AMTSL), said to be the single 

most effective method to prevent PPH at birth (Devine, 2009). AMTSL is by 

definition delivered by an SBA, and when administered correctly, halves the 

risk of PPH (Prevention of Postpartum Hemorrhage Initiative, 2009).  

Uterotonics are arguably the most essential component of AMTSL 

(Gülmezoglu et al., 2012).  Oxytocin remains the gold standard uterotonic of 

choice (World Health Organization, 2012a). Every major international 
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oversight body recommends intravenous or intramuscular oxytocin for the 

prevention of PPH, and a tablet-form uterotonic, misoprostol (600 mcg oral), if 

and when oxytocin is not available (World Health Organization, 2012a). 

Oxytocin is heat labile and administered via injection, and thus often 

inaccessible to women giving birth outside health facilities (Raghavan, Abbas, 

& Winikoff, 2012; World Health Organization, 2012a). In practice, even when 

SBAs are equipped with oxytocin for home and facility births, it is often stored 

incorrectly and thus less efficacious (Torloni, Freitas, Kartoglu, Gulmezoglu, 

& Widmerc, 2016; Wilson et al., 2012).  

Recent efforts have focused on the use of misoprostol to reach women 

who deliver at home without a SBA. Misoprostol is a synthetic prostaglandin 

E1 originally developed for the prevention and treatment of gastric ulcers in 

1985 (Garris & Kirkwood, 1989). Compared to oxytocin, misoprostol does not 

require refrigeration, and can be administered orally, sublingually, rectally and 

vaginally (Wise & Clark, 2008). Giving birth with an SBA is still 

recommended as the most essential step to decrease maternal mortality, and 

full coverage of facility births remains the ultimate goal (Murthy & Smith, 

2009).  Until every woman has access to an SBA, however, experts argue that 

the community distribution of misoprostol is a scalable and relatively safe 

intervention to reduce PPH (Oladapo, 2012; Prata, N. et al., 2011b; Smith, J. 

M., Gubin, Holston, Fullerton, & Prata, 2013). The WHO includes misoprostol 

for the prevention of PPH on the Essential Medicine List and community-based 

distribution (CBD), but has yet to recommend the advance distribution of 

misoprostol for self-administration (ADMSA) (World Health Organization, 

2012a).   
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This narrative review aims to explore the context for on-going tensions 

between policy and practice surrounding the community-based distribution of 

misoprostol for PPH in low-income settings. We present a broad literature 

review and update the existing pilot studies on community-based distribution 

of misoprostol. We then outline the existing literature on expansion and scale-

up to help understand why efforts to increase the availability of misoprostol in 

community settings countries have been protracted. 

Methodology 

Review methodology 

A narrative review of both the qualitative and quantitative data was 

chosen over a systematic review to include both experimental and non-

experimental descriptive studies (Whittemore & Knafl, 2005) as well as grey 

literature with narrative descriptions of programme challenges (Slavin, 1995). 

An initial set of papers were identified using the literature review strategy 

below, including ‘scale’ and ‘scale-up’ to broaden the scope of previous 

reviews. We conducted forward snowballing from the references of papers that 

met inclusion criteria.  Grey literature searches from UN agencies, 

governmental and non-government organisations websites and reports were 

included. Ethical clearance was obtained from the Human Research Ethics 

Committee at Charles Darwin University, Australia (HREC 2015-2445). 

Literature review strategy 

This review was conducted using four databases: Medline, Cochrane 

Review Library, CINAHL and ProQuest Dissertation & Theses Database. The 

search strategy included a combination of terms, including ‘misoprostol’; 

‘post-partum haemorrhage’ (and variations i.e. ‘postpartum haemorrhage’, 
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‘post-partum hemorrhage’) ‘community-based maternal’; ‘maternal’; ‘maternal 

health interventions’; ‘maternal mortality’; ‘low-income setting’; ‘developing 

country’; ‘resource-poor setting’; ‘traditional birth attendant’; ‘scale’ and 

‘scale-up’.  

Inclusion and exclusion criteria 

Dates were not restricted up until March 1st, 2016. Only English 

articles or those with an English translation were included. KH screened the 

literature for relevance to programmes using all modes of administration and 

doses of misoprostol for the prevention of PPH. Articles were excluded if the 

research took place in high-income countries, defined by a GNI per capita 

higher than 12 476 USD (World Bank, 2016). Articles were also excluded if 

conducted exclusively in clinical settings without a community component and 

if not specific to misoprostol; for example, TBA programmes that did not use 

misoprostol, or misoprostol for an indication other than the prevention of PPH, 

including abortion or induction of labour.  

Results 

A total of 249 articles were retrieved and screened from our search 

strategy. Of these, 135 full text articles were assessed for eligibility. See Figure 

4.2. In total, 84 articles were eligible. Findings were organized into four major 

categories: evidence for the use of misoprostol in community settings; political 

momentum for the CBD of misoprostol, challenges to uptake in community 

settings; and the expansion and scale-up of CBD misoprostol.  

A total of 24 articles were included in the synthesis of CBD pilot 

studies. Many of these trials published before 2013 were detailed in the Smith 

et al. (2013) review of global implementation of misoprostol. The seven studies 
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published after the 2013 review are outlined in Table 1.We identified nine 

studies of ‘scale’, defined for the purposes of this review as deliberate post-

pilot efforts to expand CBD programs or include CBD of misoprostol in a 

national policy or operational plan. These are outlined in Table 2.   
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Figure 4. 2 Screening and Inclusion Methods 
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Evidence for Community-based Distribution of Misoprostol for the 

prevention of PPH 

As early as 2002, a number of countries introduced pilot studies to 

assess the feasibility of distribution of misoprostol through CHWs or antenatal 

care (ANC) visits, with promising results (Derman et al., 2006; Mobeen et al., 

2011; Prata et al., 2005; Rajbhandari, S. et al., 2010; Sanghvi et al., 2010; 

Sanghvi et al., 2004). Findings from the seven pilot studies published after the 

Smith et al. review (2013), outlined in Table 4.1, drew similar conclusions to 

previous studies. Most trials concluded that women who used misoprostol self-

reported significantly less heavy bleeding than those who did not receive 

uterotonics; where bleeding was objectively measured, the rate of PPH was 

significantly lower compared to placebo or no uterotonic. Most studies also 

measured significantly fewer bleeding-related referrals.   The vast majority of 

women enrolled were able to correctly administer the medicine themselves or 

with the assistance of a community-based worker. Studies were often hosted in 

areas with very poor access to assisted deliveries, and misoprostol invariably 

increased uterotonic coverage - from 11.6% to 74.2% in 1 district of Nepal, for 

example (Rajbhandari, S. et al., 2010). Community-based distribution of 

misoprostol nearly doubled the coverage rate versus distribution through health 

workers or ANC visits; in South Sudan, a 2014 study showed an even more 

dramatic difference in coverage when the drug is distributed via ANC versus 

home visits (17.2% versus 82.8%) (Smith, J. M. et al., 2014b) . Low coverage 

achieved in the Liberian study (24% of home births) was attributed to reliance 

on skilled heath providers to counsel and distribute misoprostol.  Several 

studies also documented that TBA and self-administered misoprostol 
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programmes can work to bolster access to SBAs (Haver et al., 2016; Prata et 

al., 2011). Acceptability was universally high: 87 - 99% of women would 

recommend misoprostol, and 54.6% - 95% were willing to pay. Several 

reviews have now examined the evidence for CBD of misoprostol for 

prevention of PPH, with similar conclusions (Flandermeyer et al., 2010; Smith, 

H. J. et al., 2015a; Smith, J. M. et al., 2013). Two systematic reviews limited to 

randomized controlled trials (RCTs) of misoprostol in community settings 

were inconclusive, and called for large RCTs to confirm the safety and 

effectiveness of both CBD and ADMSA (Hundley et al., 2013; Oladapo, 

2012).  
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Table 4. 1 Studies on the use of misoprostol for prevention of PPH at home births since 
Smith et al.’s 2013 Global Review (7) 

Year (s) 
of 
distribut
ion  

Countr
y  

Distri
bution 
and 
admin
istrati
on 
metho
d 

Dose Design No women 
enrolled 

No women who 
took misoprostol 
at home birth 

January 

2011 

June 

2012 

Ghana 

(Geller 

et al., 

2014) 

ANC 

+ self-

admini

stered 

600 mcg 

PO 

Pilot study, 1 

district 

654  

18 

communities 

intervention 

(Group A); 

12 

communities 

control 

(Group B) 

96 

February

-July 

2012 

Tanzani

a 

(Webbe

r & 

Chirang

i, 2014) 

Resear

ch 

assista

nts or 

at 

health 

facility 

+ self-

admini

stered 

600 mcg 

PO 

Prospective 

intervention 

study, 1 district 

642 

intervention; 

no control 

642 

May 

2012-

July 

2012 

Uganda 

(Weeks 

et al., 

2015) 

ANC 

+ self-

admini

stered 

600 mcg 

PO 

Randomised, 

double-blind, 

placebo-

controlled trial, 

1 district 

374 

intervention; 

374 placebo 

controls 

290  

Septemb

er 2012-

February 

2013 

Rwanda 

(Dao B 

et al., 

2015) 

CHW 

distrib

uted + 

admini

stered 

600 mcg 

PO 

Longitudinal 

observational 

study, 4 districts 

4074; no 

control 

group 

*1,231 
surveyed 
post-partum 

598 

 

October 

2012-

March 

2013 

South 

Sudan 

(Smith, 

J. M. et 

ANC 

and by 

CHW 

+ self-

600 mcg 

PO 

Observational, 1 

county 

787; no 

control 

group 

527  
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al., 

2014d) 

admini

stered 

Decemb

er 2012- 

June 

2013 

Liberia 

(Smith, 

J. et al., 

2014a) 

ANC 

(78%) 

+ self 

admini

stered 

or by 

an 

SBA 

(21.8

%) 

600 mcg 

PO 

Longitudinal 

observational 

study, 2 districts 

980; no 

control 

group 

  

265 

April 

2013-

October 

2014  

Papua 

New 

Guinea 

(Vallely 

et al., 

2016) 

ANC 

as part 

of a 

clean 

birthin

g kit + 

self-

admini

stered  

600 mcg 

PO 

Pilot study, 1 

district 

200; no 

control 

group 

112 self-

administered  
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Political momentum for the Community-based Distribution of Misoprostol  

The grey literature revealed a number of key political events that 

enabled misoprostol to be used in community settings for PPH. We present a 

chronological timeline in Figure 4.2. 

The Derman et al. (2006) study was published amid growing evidence 

that misoprostol could be self-administered where SBAs and oxytocin are 

unavailable (World Health Organization, 2007a). In response, the WHO 

convened a technical consultation on the prevention of PPH in October of 

2006.  They concluded that oxytocin should remain the uterotonic of choice for 

the prevention of PPH and that there was insufficient evidence to recommend 

misoprostol given safety concerns and fear of misuse (Mathai, Gulmezoglu, & 

Hill, 2007; World Health Organization, 2007b). In 2007, WHO 

recommendations evolved somewhat to include misoprostol for PPH 

prevention in the absence of oxytocin: ‘In the absence of active management of 

the third stage of labour, an uterotonic drug (oxytocin or misoprostol) should 

be offered by a health worker trained in its use for prevention of PPH’ (World 

Health Organization, 2007b, p. 14). The report did not address use in home 

births.  

In 2009, the WHO released a formal statement on the use of 

misoprostol for prevention and treatment of PPH that explained why 

misoprostol was not on the WHO Essential Medicines List. They cited 

inconsistency of the studies comparing misoprostol to placebo; the significant 

risk of side effects; and concerns about the risk of maternal death given the 

potential for misuse (World Health Organization, 2009). 
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In spite of the lack of WHO support and approval, several countries had 

already taken steps to initiate the use of misoprostol for the prevention of PPH. 

In January 2006, Nigeria became the first country in the world to register 

misoprostol for prevention and treatment of PPH (Jadesimi & Okonofua, 

2006). Ethiopia and Tanzania followed later that year, including misoprostol 

for PPH prevention on their respective National Essential Medicines List 

(Campbell & Holden, 2006).  

With growing evidence and advocacy by maternal health experts, 

misoprostol was added to the WHO’s Essential Medicines List in 2011 ‘for 

prevention of post-partum hemorrhage where oxytocin is not available or 

cannot be safely used’ (World Health Organization, 2011, p. 29). In 2012, the 

WHO formally endorsed the administration of misoprostol for PPH prevention: 

‘In settings where SBAs are not present and oxytocin is unavailable, the 

administration of misoprostol (600 µg PO) by community health care workers 

and lay health workers is recommended for the prevention of PPH’ (World 

Health Organization, 2012a, p. 5). In the same year, the WHO explicitly 

recognised that CHWs could contribute significantly to reduce PPH through 

the administration of misoprostol after home births (World Health 

Organization, 2012b). This 2012 endorsement is considered a major turning 

point in garnering international support to use misoprostol for prevention of 

PPH (Karanja, Muganyizi, Rwamushaija, Hodoglugil, & Holm, 2013). The 

WHO upheld the recommendation for use of misoprostol for prevention of 

PPH in 2015 (World Health Organization, 2015a).  
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Table 4. 2 Studies assessing scale-up of misoprostol for prevention of PPH 

Country Study Design  Coverage Mode of 
Distribution 

Key dates:  

Afghanistan (Haver et al., 2016) Before & after evaluation  

 

20 Districts in 5 
provinces 

CHW - self-
administration  

• 2005-2007 Pilot study  
• January 2011 - April 2012 Intervention 
• November-December 2010 and March-

April 2012 Pre and post data collection 
Bangladesh (Quaiyum et al., 
2011) 

Large scale operations research; 
118 500 women enrolled  

 

29 Sub-districts in 6 
districts 

ANC or TBA via 
safe birthing kit, 
self-
administration or 
TBA 

• 2007 Misoprostol Use Policy and roll-out 
plan  

• May 2009-September 2010 pilot  
• May 2009-2010 ongoing monitoring 

Ethiopia (Sibley et al., 2014).  

 

Before & after evaluation  2 Regions (3 woredas 
in each)  

 

SBA, TBA & 
Health Extension 
Workers, 
Oromiya Region  

SBA & Health 
Extension 
Workers, Amhara 
Region 

• July 2005- July 2007 pilot  
• May 2012-June 2012 Evaluation 

Ethiopia (Spangler et al., 2014) Qualitative interviews with 
health officials 

2 Regions SBA, TBA & 
Health Extension 
Workers in 
Oromiya Region  

Amhara Region 
SBA & Health 
Extension 
Workers 

• April-August 2012 Evaluation 
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Ethiopia (Geressu et al., 2014) Process evaluation 1 Region (2 
Administrative Zones) 

CHW: Lay youth 
mentors and 
Community 
Health Extension 
Workers 
administered  

• 2010 misoprostol registered for PPH  
• 2010 August-December distribution  
• 2014 June – November Evaluation  

Ghana (Azasi et al., 2014) Process evaluation 1 project area in 1 
district 

ANC (7 months+) 
-self 
administration 

• 2008- 2012 pilot implementation , 
distribution ongoing 

• 2010 misoprostol on National Essential 
Medicines List 

• June-November 2014 Evaluation 
Nigeria (Otive-Igbuzor et al., 
2014) 

Process evaluation 

 

 

2 States, 11 areas & 2 
communities  

CHWs: TBAs via 
clean birthing kits 
prior to or at birth 
& drug keepers 
for self-
administration or 
to TBA  

• 2009 pilot (Ejembi & Prata, 2010; Prata et 
al., 2012) 

• 2010 scale-up in 2 states commenced 
• June-November 2014 Evaluation 

Nepal (Government of Nepal 
Ministry of Health and 
Population et al., 2014) 

Outcome evaluation; 90 rural 
clusters 

 

 

9 Districts  CHWs (8 

months+) - self-
administration 

• January 2006- June 2008 pilot  
• 2010 national scale-up approved 
• 2013 Evaluation 

South Sudan (Smith, J. M. et al., 
2014d) 

Observational 1 County ANC & CHW-
self-
administration 

• October 2012 -March 2013 Evaluation 
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The WHO has yet to recommend the ADMSA. They cite the need for 

further research on safety, efficacy and coverage (World Health Organization, 

2012a). Advance distribution achieves significantly higher uterotonic coverage 

at birth, and advocates see the lack of WHO endorsement of ADMSA as a 

major barrier to uptake (Smith, J.M., Baawo, S.D., et al., 2014; Smith, J. M. et 

al., 2013; Wells, E. et al., 2014).  

Figure 4. 3 Timeline of progression of use of misoprostol for PPH 
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Challenges to implementing misoprostol programmes in community 

settings 

The literature is dotted with potential challenges to using misoprostol as 

an effective, alternative uterotonic in the absence of oxytocin, despite WHO 

endorsement (Chu, Brhlikova, & Pollock, 2012; Hundley et al., 2013; Oladapo, 

2012; Starrs & Winikoff, 2012). The reasons for this are multifold: lack of 

direct evidence for reducing maternal mortality; safety and side effects; fear of 

misuse; reluctance to invest in CHWs; and detraction from facility-based 

births. One review specifically examined the barriers to implementation of 

community-based misoprostol programmes for prevention of PPH, and 

identified similar results (Smith, H. J. et al., 2015). 

Lack of evidence for impact on maternal mortality 

Misoprostol for prevention of PPH lacks direct evidence in reducing 

maternal deaths (Chu et al., 2012; Hofmeyr, Gulmezoglu, Novikova, & Lawrie, 

2013; Hundley et al., 2013). RCTs comparing misoprostol to placebo in 

community distributions noted significant reductions in the incidence of PPH 

(Derman et al., 2006; Mobeen et al., 2011). However, some argue this is 

insufficient evidence for real reductions in maternal mortality (Chu et al., 2012; 

Oladapo, 2012).  

Direct evidence on maternal mortality reduction is exceedingly difficult 

to measure given maternal mortality is a relatively rare event (Hofmeyr et al., 

2009). A 2012 Cochrane systematic review assessed the effectiveness and 

safety of advance misoprostol distribution for PPH prevention and treatment in 

non-facility births (Oladapo, Fawole, Blum, & Abalos, 2012). Due to design 

flaws, no studies met the inclusion criteria. The lack of evidence regarding the 
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direct impact on the reduction of maternal mortality remains a key concern for 

some policy and health experts.  

Safety and side effects 

The safety and side effect profile of misoprostol continues to be cited as 

a concern. Shivering, fever, nausea and diarrhoea are commonly reported side 

effects (Gülmezoglu et al., 2001; Oladapo, 2012). In several studies, the 

incidence of side effects has been significantly higher in misoprostol groups 

(Mobeen et al., 2011; Patted et al., 2009; Weeks et al., 2015). In a pilot study in 

Afghanistan, however, reported side effects were lower in the intervention 

group (Sanghvi et al., 2010). Many argue that the side effects are well 

understood, and can be easily managed (Grossman, Graves, Rwamushaija, & 

Park, 2010; Oladapo, 2012). 

Uterine rupture is the most serious risk associated with misoprostol if 

taken before birth, which is true for any uterotonic (Hofmeyr, Say, & 

Gülmezoglu, 2005). A Cochrane review found no significant difference in 

maternal deaths or severe morbidity with misoprostol versus other uterotonics 

for the prevention or treatment of PPH (Hofmeyr et al., 2013).  

Fear of misuse 

Another challenge to wide-scale acceptance of misoprostol for PPH 

prevention is potential misuse. However, available evidence suggests that both 

misuse and diversion is uncommon. For example, mistimed administration of 

misoprostol in CBD programmes were reported as minimal (0.6%) in a global 

mapping study (Grenier, 2013). In a Ugandan study of 700 women, only two 

women had taken either misoprostol or placebo tablets early while the fetus 

was still in utero (Weeks et al., 2015). Similarly, in Liberia, only three of 265 
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women took misoprostol prior to giving birth (Smith, J.M., Baawo, S.D., et al., 

2014). No adverse outcomes were reported in either study. A doctoral thesis on 

misuse of uterotonics in Southern Nepal found that over 90% of oral 

uterotonics were administered correctly according to FIGO guidelines (Connor, 

2013).  

Concern that misoprostol will be used for elective abortion is an 

ongoing concern. (Bazzano, Jones, & Ngo, 2014; Coeytaux et al., 2014; 

Geressu, Tibebu, Coeytaux, & Wells, 2014). When misoprostol is used alone, 

it is 85% effective in termination of pregnancy under 12 weeks (International 

Women's Health Coalition & Gynuity Health Projects, 2010). Several 

governments in countries where elective abortion is illegal have restricted 

access to misoprostol for fear it will be used for termination of pregnancies 

(Coeytaux & Wells, 2011; Kulczycki, 2011; Kumar, 2012). Another fear is that 

CHWs will use misoprostol inappropriately to induce labour (Grenier, 2013; 

Smith, H. J. et al., 2015). There is, however, no evidence to suggest that 

misoprostol distributed for the purpose of the prevention of PPH is being 

diverted for labour induction or pregnancy termination (Grenier, 2013; Starrs 

& Winikoff, 2012). The Hundley et al. (2013) systematic review concluded 

that while most women take the drug at the appropriate time, more research is 

needed to inform safety protocols and communication strategies. 

Reluctance to invest in CHWs  

After major investment in TBA training programmes in the 1970s and 

80s, a meta-analysis revealed minimal impact on maternal mortality (Sibley & 

Ann Sipe, 2004). This led to the current-day reluctance from policy-makers to 

invest in the training of less qualified CHWs and TBAs (Prata, N. et al., 
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2011a). Many believe resources should be focused on training and retaining 

SBAs, as emphasized in the MDGs (Ronsmans, Campbell, Mcdermott, & 

Koblinsky, 2002). Others argue that TBAs were never armed with appropriate 

training and technology or reliable referral mechanisms, and misoprostol may 

now provide a useful tool (Karoshi & Keith, 2009; Prata, N. et al., 2011b). In 

combination with evidence for other low-cost interventions such as birth kits 

and chlorohexidine, there may now be a real opportunity for TBAs to reduce 

maternal and newborn mortality (Prata, N. et al., 2011b; Prata, Ndola et al., 

2012). Importantly, CBD resulted in nearly double the coverage of misoprostol 

compared to distribution through health workers or ANC visits (Smith, J. M. et 

al., 2013).  

Detraction from a facility-birth strategy 

The goal of universal coverage of facility-based births lies at the core of 

global maternal mortality reduction efforts (Bazzano et al., 2014; United 

Nations, 2015). This must be accompanied by adequate numbers of SBAs, 

equipment and supplies, and surgical care (Murthy & Smith, 2009). 

Governments and policy makers cite concern that advance distribution of 

misoprostol will detract from facility-based birth strategies (Collins, Mmari, 

Mullany, Gruber, & Favero, 2016; Geressu et al., 2014; Weeks et al., 2015). 

This has not been borne out in Ghana (Geller et al., 2014) Indonesia (Sanghvi 

et al., 2004), Nepal (Khanal et al., 2012), Liberia (Smith, J.M., Baawo, S.D., et 

al., 2014) or Afghanistan (Sanghvi et al., 2010), where CBD misoprostol 

programmes found an increase in coverage of SBA and facility-based births. 

However, this link was not found to be directly causal and other factors such as 

an increase in SBA or infrastructure investment may have also influenced 
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outcomes.  In Ethiopia, place of birth (health facility or home) was not 

associated with women who received misoprostol during pregnancy (Sibley et 

al., 2014).  

Scale-up of community-based distribution of misoprostol 

The WHO defines scale up as the following: ‘…deliberate efforts to 

increase the impact of health service innovations successfully tested in pilot or 

experimental projects so as to benefit more people and to foster policy and 

programme development on a lasting basis’ (Simmons, Fajans, & Ghiron, 

2007, p. viii). Scale-up of advance distribution of misoprostol for PPH requires 

supportive policies and a permissive environment to back the intervention 

(Grenier, 2013; Karanja et al., 2013). For misoprostol, implementation is also 

complex, and demands support of national governments to develop national 

guidelines and policies, including the essential medicines list, procure and 

distribute the drug, and not least, train health staff and community workers 

(Robinson, Kapungu, Carnahan, & Geller, 2014).  

Despite explicit commitments from governments, the act of ‘going to 

scale’ with community-based distribution and self-administration of 

misoprostol has been both slow and challenging (Karanja et al., 2013; Oladapo, 

2012). Delayed 2012 endorsement from the WHO for distribution by CHWs, 

coupled with the challenges outlined above, may limit government buy-in to 

scale programmes (Smith, H. J. et al., 2015).  

From 2006 to 2012, there were several major developments of 

international programmes using misoprostol for the prevention of PPH: 15 

programmes were initiated in 11 countries (Coeytaux & Wells, 2011; Smith, J. 

M. et al., 2013). As of 2013, more than 30 countries had registered misoprostol 
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for PPH prevention (Grenier, 2013). In 2014, Venture Strategies Innovations 

developed a map of countries that have registered misoprostol by indication 

which depicts slightly different results (Venture Strategies Innovations, 2014).  

A 2012 survey found that 16 of 37 study countries had piloted ADMSA 

(Smith, J. M., Currie, Cannon, Armbruster, & Perri, 2014). By 2014, however, 

only five of these 16 countries - Afghanistan, Bangladesh, Ethiopia, Nepal and 

Nigeria - were actively scaling for wider distribution (Smith, J. M. et al., 2014).  

Progress on Scale-up 

At the time of writing, documented progress to expand advance 

distribution of misoprostol for PPH was available from Afghanistan, 

Bangladesh, Ethiopia, Ghana, Nepal, Nigeria and South Sudan. Published 

evaluations of scale-up efforts are limited, and only nine evaluations were 

retrieved (see Table 4.2). Bangladesh and Nepal are the only countries which 

have documented persistent efforts to move to scale. Three evaluations 

conducted by the Public Health Institute revealed varying progress on 

expansion of pilot studies in Ghana and Nigeria, while the project has been 

discontinued in Ethiopia (Wells, E. et al., 2014).  

In Afghanistan, the Ministry of Public Health (MoPH) requested the 

support to conduct a pre and post intervention evaluation of the expansion of 

advance distribution of misoprostol for PPH (Haver et al., 2016). Advance 

distribution of misoprostol in the community significantly increased uterotonic 

coverage, especially in rural and remote areas (Haver et al., 2016). Community 

involvement, including religious leaders and CHWs, in the process of 

introducing the programme was seen as paramount to its success (Cristy, 

2013). Based on the findings, the MoPH included expansion of misoprostol as 
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a priority in the 2012-2016 Reproductive Health Strategy, and the authors 

recommended inclusion of ADSMA in the Basic Service Package (Haver et al., 

2016).  

In Bangladesh, the ‘National Scale-up Plan’ was approved in 2010 and 

expansion began in 2011 in 4 districts with a plan to expand nationally (Family 

Care International, 2012). Operations research on scale-up in 29 sub-districts in 

6 provinces in Bangladesh found misoprostol distributed through clean birthing 

kits was effective, feasible and safe, and achieved 60% coverage of uterotonics 

for women who gave birth at home (Quaiyum, Holston, Hossain, Bell, & Prata, 

2011). Authors recommend extending distribution beyond ANC and using 

other networks of trained TBAs to increase coverage and scale-up.  

The Ethiopian Ministry of Health included misoprostol for the 

prevention of PPH within the 2011-2015 strategy to reduce maternal and 

newborn morbidity and mortality (Geressu et al., 2014). The strategy provided 

guidance for Health Extension Workers to distribute misoprostol to prevent 

PPH at home births. Important differences in misoprostol coverage and 

interpretation of national misoprostol policy were  revealed between two 

regions of Ethiopia (95% coverage in Oromiya Region versus 25% in Amhara 

Region), likely due to one health authority which permitted wider distribution 

through skilled providers, health extension workers and community-based 

volunteers (Sibley et al., 2014; Spangler, Gobezayehu, Getachew, & Sibley, 

2014). The authors recommend implementing a variety of distribution methods 

to assist in increasing reach (ANC, SBA, TBA and CBW) (Sibley et al., 2014). 

A 2014 process evaluation identified that decision makers fear induced 
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abortion and detraction from facility-based births, which have stalled efforts to 

continue scale-up (Geressu et al., 2014).  

In Ghana, a process evaluation of scale-up found high rates of 

adherence and acceptance of misoprostol within the community (Azasi, 

Coeytaux, & Wells, 2014). Misoprostol is integrated into the national health 

system’s continuum of care model and distributed in advance at ANC to 

women who are in the third trimester. Women are provided with information 

about how to use the medication appropriately; emphasis is on birthing at a 

health facility where possible. A community outreach component has CHWs 

and TBAs conducting home visits to provide further information to women 

about safe delivery and encourage ANC attendance to receive misoprostol.  In 

2014, the National PPH Strategy designated scale-up of misoprostol to 30% of 

the country in regions with the highest burden of home births. Ghana was in a 

good position to scale-up, yet expansion was proceeding slowly due to limited 

financial resources for training and procurement as well as the underlying 

concern that misoprostol may be used for abortion (Azasi et al., 2014). The 

authors note that because the project was within a Millennium Development 

Village with adequate infrastructure, human resources and available services, it 

may be challenging to integrate the model into the Ghana Health Service.  

The Government of Nepal approved a staged national scale-up of 

misoprostol at home births in 2010 (Government of Nepal Ministry of Health 

and Population, New Era, & Gynuity Health Projects, 2014). By 2012, 

misoprostol reached 22 districts with assistance from international donors, and 

by 2013, the programme had rapidly expanded to cover 31 of 75 districts 

(Government of Nepal Ministry of Health and Population et al., 2014). 
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Evaluation revealed a number of challenges, including poor coverage at 15%, 

stock-outs at least once in the previous 12 months of the survey were found in 

a third of health facilities and difficulties with retrieval of distributed but 

unused tablets. Low uptake of misoprostol for women who received but did not 

consume was attributed to higher rates of institutional births. The authors 

recommend a strategic focus on remote areas with frequent home births and re-

emphasis on universal distribution by CHWs void of perceptions of where they 

believe the birth will take place (Government of Nepal Ministry of Health and 

Population et al., 2014).  

In Nigeria, the programme model relies on TBAs and CHWs to 

distribute misoprostol within clean birth kits (Otive-Igbuzor, Danmusa, Potts, 

Coeytaux, & Wells, 2014). One project has expanded to two districts; further 

expansion may be limited by the need to create new community health 

positions given the lack of existing structures (Otive-Igbuzor et al., 2014). The 

Ministry of Health has also been reluctant to allow CHWs and TBAs to 

distribute the drug as they are not considered ‘trained community agents’ 

(Wells, E. et al., 2014, p.14). 

South Sudan has been implementing advance distribution of 

misoprostol for PPH prevention since 2012 as a component of the national PPH 

programme (Smith, J.M., Alexander, D., et al., 2014). Advance distribution by 

home health promoters was found to be safe, feasible and effective with high 

uterotonic coverage (Smith, J.M., Alexander, D., et al., 2014). Almost 10, 000 

women received uterotonics immediately after birth across the two states from 

2013 - 2015, a vast improvement from almost no uterotonic coverage prior to 

launch (Jhpiego, 2015). While the programme had plans to expand to three 
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additional counties (Jhpiego, 2015) it has now ceased due to funding cuts in 

2016. 

A number of countries are in the early phases of scale-up, with no 

published reports at the time of writing. In Mozambique, for example, the 

2013-2015 Strategy for the Prevention of PPH in the Community includes 

distribution of misoprostol in the community in 35 districts (Libombo et al., 

2013). Similarly, India, Madagascar and Pakistan have adopted policies or 

guidance surrounding use of misoprostol for PPH (Larson, Raney, & Ricca, 

2014; Sarwar, Cutherell, Noor, Naureen, & Norman, 2015). Obstacles to 

implementation persist. In Madagascar, the drug has not yet been registered for 

prevention of PPH due to concerns about uterine rupture and diversion for 

abortion (Collins et al., 2016).  

Discussion 

This review highlights the evidence and historical timeline for 

community-based misoprostol for the prevention of PPH, the challenges 

surrounding its use, and minimal progress on scale-up to date. The scientific 

literature and operations research remains incomplete, but the available 

literature suggests that in practice, misoprostol approaches the safety and 

efficacy of other uterotonics. CBD programmes have consistently 

demonstrated that CHWs can distribute misoprostol, and women can take the 

medication appropriately. WHO recommends misoprostol as a safe, affordable 

and feasible strategy for women who give birth at home and included it on the 

Essential Medicines List; however, the WHO fell short of endorsing advance 

community-based distribution. Policy makers in several countries have been 

reluctant to make it a national priority, in part because of hesitant WHO 
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support and lack of RCTs. Ongoing concerns about safety, efficacy, and 

aptitude of CHWs plague the history of misoprostol; notably, concerns about 

diversion and misuse for both induction of labour and induced abortion 

underpin much of the stagnation in expanding national programmes, including 

in Ethiopia (Geressu et al., 2014; Spangler et al., 2014).  

Strategies to overcome fear of misuse have been trialled, including 

branding the tablets as ‘safer after-birth’ (Vallely et al., 2016 p.2) and 

establishing strict controls that monitor distribution and retrieval of unused 

pills (Azasi et al., 2014; Geller et al., 2014; Grenier, 2013; Vallely et al., 2016; 

Wells, E. et al., 2014). Strict controls applied in a pilot, however, may not be 

feasible or sustainable for scale-up due to the heavy administrative burden; 

health staff and CHWs can encourage women to return unused doses of 

misoprostol to the health facility without tracking each pill (Azasi et al., 2014). 

The politics of who can distribute medicines also threatens the expansion of 

advance distribution of misoprostol in Nigeria and Ethiopia despite a 

successful pilot phase. Disquietude about relinquishing power to community-

based workers is a recurrent theme through the history of CHW engagement 

(Perry & Zulliger, 2012). The advance distribution of misoprostol through 

antenatal care visits bypasses CHWs altogether, especially where networks are 

weak; the corollary to that is clear evidence that community based distribution 

can double coverage (Smith, J. M. et al., 2013).  

We describe several efforts to expand community distribution of 

misoprostol in Afghanistan, Bangladesh, Ethiopia, Ghana, Nepal, Nigeria and 

South Sudan. They share a combination of successful pilot studies, central 

leadership, integration into national reproductive and maternal health 
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strategies, and existing cadres of CHWs or TBAs. Several country examples 

highlight the need for strategic investments including infrastructure, supplies, 

equipment and training, combined with careful results-based monitoring are 

needed to sustain misoprostol programmes and reach those most in need 

(Freedman et al., 2007).   Documentation of programme expansion is weak, 

and is not always congruent with what is happening in practice; for example, 

colleagues have reported that programmes are expanding in Pakistan and 

Tanzania, but no formal documentation was found in this review. Even among 

countries like Ethiopia and South Sudan with successful pilots, explicit 

government commitment and integration within national policy and strategies, 

few have been able to operationalize national programmes. Many of the 

challenges moving from the pilot stage to policy and widespread 

implementation are expected in scaling interventions (Smith, J.M., De Graft-

Johnson, Zyaee, Ricca, & Fullerton, 2015; Wells, E. et al., 2014). Governments 

may benefit from assistance to develop national guidelines, drug monitoring 

and distribution, coverage and monitoring plans, inclusion on the national 

essential medicines list and training staff and CHWs (Robinson et al., 2014). 

 It remains unclear to what extent the challenges highlighted in the 

literature have deterred scale-up of community-based or advance distribution 

of misoprostol for PPH. USAID’s Maternal and Child Health Program is 

currently undertaking the study of scale-up of advance distribution of 

misoprostol for self-administration (ADMSA) to better understand the factors 

that facilitate and restrict successful scale-up. Implementation science could 

assist other countries and organizations who are planning the scale-up of 

ADMSA and inform key strategies to avoid delays (Grenier, 2015).   
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Decision makers are likely sensitive to the wording used by WHO in 

the PPH guidelines, highlighted by the controversy in Nigeria and Ethiopia of 

what constituted a ‘community health care worker or a lay health care worker’ 

(World Health Organization, 2012a, p. 5).  In 2010, the WHO clarified its 

position stating ‘While WHO does not condemn the community distribution of 

misoprostol during pregnancy, WHO does not recommend such practice 

because its potential benefits and harms are currently unknown and 

recommends proper research to evaluate its role in reducing maternal deaths’ 

(World Health Organization, 2010, p.1). The brief concludes by stating that 

WHO has a cautious position regarding the advance distribution of misoprostol 

during pregnancy and recommends further rigorous research which will be 

reviewed critically and used to update recommendations to Member States as 

appropriate (World Health Organization, 2010).  

Lack of clear endorsement of the advance distribution is related to trust 

in both the CHW and women themselves – not to sell, not to misuse, abort or 

induce or accelerate labour and ultimately to take misoprostol at the right time 

(Wells, Elisa et al., 2016). The WHO argues for further research on safety, 

efficacy and coverage before they will support CBD (World Health 

Organization, 2012a).  This review and that of Smith et al (2013) negates many 

of these concerns.  The behavioural outcomes of interest have been 

successfully studied in operations research studies and are difficult to elucidate 

in an RCT (Geller et al., 2014; Potts & Hemmerling, 2006).  Further research is 

required to better understand the factors that drive national scale-up and 

institutionalization, and to inform WHO policy recommendations on advance 

distribution of misoprostol for prevention of PPH.  
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Conclusion 

This review supports the rationale for providing alternative uterotonics 

to women with little choice but to deliver at home. We conclude that it is a 

relatively safe, affordable and simple method to prevent PPH for women 

unable to access health facilities or an SBA. Experience to date suggests that 

we can simultaneously bolster the coverage and quality of skilled attendance at 

birth and strengthen health systems to bring advance distribution of 

misoprostol to scale.  

A number of challenges to advancing the use of misoprostol for PPH 

prevention were highlighted; their influence on decision makers remains poorly 

understood.  Expansion and scale-up of community distribution of misoprostol 

is ongoing in several countries; however coverage remains incongruent with 

the large number of pilot studies and evidence in favour of its use. Operations 

research at the country-level is urgently needed to inform evidence-based 

decision-making and programme planning, and to understand the critical 

pathways that allowed decision makers to progress past the pilot phase to scale 

an evidence-based maternal health intervention.  
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Figure 5. 1 Statement of Authorship for Scaling Up Misoprostol to Prevent Postpartum 
Hemorrhage at Home Births in Mozambique: A Case Study Applying the 
ExpandNet/WHO Framework 

Facilitating factors for this community-level scale up in 35 districts included 
strong government support, local champions, and a national policy on 
preventing postpartum hemorrhage (PPH). Challenges included a lack of a 
systematic scale-up strategy, limited communication of the PPH policy, a shift 
from a universal distribution policy to application of eligibility criteria, 
difficulties engaging remote traditional birth attendants, and implementation of 
a parallel M&E system.  

Abstract 

Background: 

Mozambique has a high maternal mortality ratio, and postpartum 

hemorrhage (PPH) is a leading cause of deaths. In 2015, the Mozambican 

Ministry of Health (MOH) commenced a program to distribute misoprostol at 

the community level in selected districts as a strategy to reduce PPH. This case 

study uses the ExpandNet/WHO/World Health Organization (WHO) scale-up 

framework to examine the planning, management, and outcomes of the early 

expansion phase of the scale-up of misoprostol for the prevention of PPH in 2 

provinces in Mozambique. 

Methods:  
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Qualitative semistructured interviews were conducted between 

February and October 2017 in 5 participating districts in 2 provinces. 

Participants included program stakeholders, health staff, community health 

workers (CHWs), and traditional birth attendants (TBAs). Interviews were 

analyzed using the ExpandNet/WHO framework alongside national policy and 

planning documents and notes from a 2017 national Ministry of Health 

maternal, newborn, and child health Workshop. Outcomes were estimated 

using misoprostol coverage and access in 2017 for both provinces. 

Results:  

The study revealed a number of barriers and facilitators to scale-up. 

Facilitators included a supportive political and legal environment; a clear, 

credible, and relevant innovation; early expansion into some Ministry of Health 

systems and a strong network of CHWs and TBAs. Barriers included a 

reduction in reach due to a shift from universal distribution to application of 

eligibility criteria; fear of misdirecting misoprostol for abortion or labor 

induction; limited communication and understanding of the national PPH 

prevention strategy; inadequate monitoring and evaluation; challenges with 

logistics systems; and the inability to engage remote TBAs. Lower coverage 

was found in Inhambane province than Nampula province, possibly due to 

NGO support and political champions in Nampula.  

Conclusion:  

This study identified the need for a formal review of the misoprostol 

program to identify needed adaptations and to develop a systematic scale-up 

strategy to guide national scale-up.  
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Introduction 

Each day around the world, approximately 830 women die giving birth 

or due to complications during pregnancy, childbirth, and the following 

weeks.1 Urgent investment in maternal, newborn, and child health (MNCH) 

programming is needed in order for countries to achieve Sustainable 

Development Goal (SDG) 3.1—reduce global maternal mortality to less than 

70 per 100,000 live births by 2030.2 Scale up of high-impact MNCH 

interventions that reduce maternal mortality and benefit entire populations is a 

growing public health and political priority.3-6  

Postpartum hemorrhage (PPH) remains one of the leading causes of 

maternal mortality globally and the number one cause in sub-Saharan Africa.7 

Mozambique, located in Southern Africa, has a high maternal mortality ratio 

(MMR) of 489 per 100,000 live births.8 PPH is one of the main causes of 

maternal deaths in Mozambique; estimates range from 30.7%9 to 38.0% of 

maternal deaths.10 The Ministry of Health (MOH) has prioritized the 

prevention of maternal mortality in its Health Sector Strategic Plan 2014–

2019.11  

Access to rural health services in Mozambique is limited by distance, 

lack of transportation, health facility coverage, and quality.12,13 In 2013 there 

were 0.05 physicians and 0.40 nurses and midwives per 1,000 population.14 

This is significantly below the WHO standard for health worker density of 2.5 

doctors, midwives, and nurses per 1,000 population.15 With inadequate 

resources to train and retain health staff,16 Mozambique experiences both brain 

drain and internal migration.17  
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Nationally, an estimated 30% of Mozambican women give birth at 

home without assistance from a skilled birth attendant.18 Women who give 

birth at home often have support from a traditional birth attendant (TBA) or 

family member/friend. In Inhambane province, a reported 89.1% of women 

gave birth with a skilled birth attendant, 3.9% with a TBA, 6.6% with 

family/friends, and 0.4% alone in the 2 years preceding the 2015 Demographic 

and Health Survey. In Nampula province, 74.4% of women gave birth with a 

skilled birth attendant, 11.7% with a TBA, 13.2% with family/friends, and 

0.7% alone.18  

Oxytocin, an injectable uterotonic, is the first-line therapy to prevent 

and treat PPH and is available in the majority of health facilities across 

Mozambique.19 However, oxytocin must be administered by a trained health 

worker as an injection and ideally stored in a refrigerator.20 In many low-

income contexts, misoprostol, a heat-stable tablet that can be used as an 

alternative uterotonic, can be administered orally by a community health 

worker (CHW) or the woman herself.21 However, opponents of misoprostol for 

the prevention of PPH often fear that it will be used incorrectly or for abortion. 

In 2014, the abortion laws in Mozambique were changed to permit 

women to have a safe abortion up to 12 weeks, up to 16 weeks in cases of rape 

or incest, and up to 24 weeks if there are fetal abnormalities.22 As of 2018, 

women can access abortion in primary, secondary, and tertiary health facilities 

that have received training and resources to carry out the procedure.23  

In 2009–2010, Bique et al. studied the use of misoprostol for the prevention of 

PPH in home births in Mozambique.24 The pilot study was conducted in 

response to the MOH request for local research to establish the safety of using 
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misoprostol in the community. Misoprostol was distributed in advance to 

pregnant women via MNCH staff during antenatal care visits and through 

direct administration to women from TBAs. Results revealed that TBAs and 

women themselves could safely and effectively administer misoprostol at home 

births. In 2011, the results of the pilot were presented to the Mozambique 

MOH, which subsequently approved the scale-up of the use of misoprostol for 

the prevention of PPH. For more about the role of TBAs and CHWs in 

Mozambique, see Box 1.  

In 2015, the MOH launched the national Strategy for the Prevention of 

Postpartum Hemorrhage at the Community Level (referred to as the National 

PPH Strategy). The first objective of the strategy was the implementation of 

the misoprostol program, which included advance distribution of misoprostol 

to women during pregnancy and direct administration by TBAs to women who 

give birth in the community to reduce maternal mortality associated with 

PPH.29 The National PPH Strategy included a 2-year general plan of activities 

with the intention that each province would develop a specific action plan for 

program implementation. The target was to roll out the misoprostol program in 

35 districts in 10 provinces. The MOH opted for a stepwise approach, initially 

limiting implementation to 6 districts in 2 provinces—3 in Inhambane and 3 in 

Sofala. The intent was to learn from the experience of the first 6 districts before 

further expansion. The second phase of expansion took place in 2016–2017 in 

29 districts across 8 provinces. By June 2017, the misoprostol program was 

being implemented in 35 districts. See Figure 5.2 for a timeline of events. 
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There is an urgent need for information about the process of scale-up of 

MNCH interventions that highlights the operational realities countries 

experience.30,31 ExpandNet/WHO, in collaboration with the World Health 

Organization (WHO), defines scale-up, as the ‘… deliberate efforts to increase 

the impact of health service innovations successfully tested in pilot or 

experimental projects so as to benefit more people and to foster policy and 

programme development on a lasting basis.’32 

 
 
 

BOX 1. The Role of TBAs and CHWs in Mozambique 

TBAs play a supportive role for pregnant women, providing assistance during birth and 
the postpartum period. In Mozambique, TBAs are female and generally illiterate. They 
do not receive a salary, and they work with very few resources. For example, they do not 
receive clean birthing kits. The majority of Mozambican TBAs do not have formal 
training or certification in child birth practices or obstetric emergencies.25,26  

The TBAs involved in the misoprostol program are affiliated with the participating 
health facilities. They receive a 3-day training on how to safely administer misoprostol 
to women after they give birth, distribute chlorhexidine, and recognize danger signs for 
referral and safe birth practices. The training emphasizes the role of TBAs in referring or 
accompanying women to the health facility to give birth. When a TBA is aware of an 
impending birth in the community, she requests a dose of misoprostol from the CHW in 
her catchment area. The TBA is responsible for safeguarding that dose until she attends 
the birth and administers it directly to the woman after she gives birth. TBAs and CHWs 
do not distribute misoprostol to pregnant women. 

CHWs in Mozambique are referred to as Agentes Polivelantes Elementares (APEs) in 
Portuguese. The vast majority (85%) of APEs are men, mainly due to the prerequisite of 
primary school education and the need to undertake a 4- to 5-month training, often 
outside their community. The APE program is now actively working to improve gender 
equality by recruiting more women.27 APEs receive a monthly salary of 1,200 meticals 
(approximately US$18 in 2018) and are expected to cover a catchment area of 8 to 25 
km from the health facility with which they are affiliated.  
 
Integrated community case management of malaria, pneumonia, and diarrhea is a key 
component of the work that CHWs undertake. The CHWs receive a small medical kit 
and have the authority to provide medicines, including antimalarials, amoxicillin, and 
zinc.28 In 2016, 4 new products were added to their role: family planning including 
administration of injectable contraceptives, vitamin A, chlorhexidine, and distribution of 
misoprostol to TBAs. 
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Figure 5. 2 The Evolution of the Distribution of Misoprostol for Prevention of 
Postpartum Hemorrhage in Mozambique 

We recognize that moving from pilot to early expansion and ultimately 

to population-level scale-up is a challenging and lengthy process.3 The 

ExpandNet/WHO framework is a conceptual tool to guide the analysis of 

issues to consider in the development of a scale-up strategy or management of 

a scale-up process.33 It serves as the basis for the tool entitled Nine Steps for 

Developing a Scaling-Up Strategy,34 which assists stakeholders in developing a 

scale-up strategy and to manage the process. The ExpandNet/WHO framework 

has been used to analyze the complex processes of scale-up in a variety of 

programs and contexts.35-37 It addresses 5 main elements of scaling up: the 
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innovation, environment, user organization, resource team, and 5 strategic 

choice areas for managing scale-up (Figure 5.3).34  

This article uses the ExpandNet/WHO framework to retrospectively 

analyze the early phases of scale-up of the community distribution of 

misoprostol to prevent postpartum hemorrhage in Mozambique. The aim of 

this article is to present a case study that will inform MNCH stakeholders about 

the barriers and facilitators in the early expansion of the misoprostol program 

and offer recommendations to stakeholders, both within Mozambique and 

internationally, of the key components to bring programs to scale.  

 

 

 

Figure 5. 3 ExpandNet/WHO Framework 

 

Methods 
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We used a mixed-methods approach to assess the implementation of the 

early expansion phase of scaling up misoprostol in 2 provinces in 

Mozambique. The objectives of this study were to: (1) identify facilitators and 

barriers to the early expansion of the misoprostol program for the prevention of 

PPH at the community level, and (2) examine coverage and use of misoprostol 

in the 2 provinces. 

The qualitative component of the study applied a phenomenological 

approach to understand the experiences of those involved in Mozambique’s 

misoprostol program. Phenomenology is an interpretive approach based on the 

lived experiences of people who participated in the phenomenon.38 Data were 

collected between February and October 2017 in Maputo City and in 2 districts 

in Inhambane province and 3 districts in Nampula province. These provinces 

were chosen due to geographic region—Inhambane is located in the southern 

region, and Nampula in the northern region of the country. Inhambane 

province initiated implementation in 2015, whereas Nampula, one of the 

provinces selected during the second phase of expansion, commenced 

implementation in 2016. Districts were chosen based on inclusion in the 

misoprostol program, geographic accessibility, and discussions with provincial 

and district health authorities.  

One-to-one, semistructured qualitative interviews were conducted with 

(1) MNCH national, provincial, and district stakeholders with experience

working on the misoprostol program; (2) health staff (MNCH nurses and 

midwives, medical chiefs, hospital directors, pharmacists, and health 

technicians); and (3) CHWs (referred to as Agentes Polivalentes Elementares 

in Mozambique) and TBAs. In addition, focus group discussions were 
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conducted separately with CHWs and TBAs. The ExpandNet/WHO framework 

and the document entitled 20 Questions for Developing a Scale-up Case 

Study30 were used to assist in the design of the interview guides for stakeholder 

and health staff interviews. Focus group discussion questions for CHWs and 

TBAs focused on the use and understanding of the medication and barriers and 

facilitators to the misoprostol program. The interview and focus group 

discussion guides were revised with input from the MOH and local research 

assistants to ensure questions could be understood in the local language and 

were relevant to the context. 

Participants were recruited via purposive sampling based on advice 

from key stakeholders in the program and assistance from district health staff 

and CHWs. We applied the phenomenological approach and interviewed a 

relatively varied sample of participants engaged in various aspects of the 

program. We sought to gain a range of experiences rather than selecting an 

established number of participants. We contacted 18 MNCH stakeholders via 

email or phone to arrange interviews. Interviews with 19 health staff were 

organized with assistance from district health authorities who called the health 

facility in advance. Fifteen of the stakeholders and all of the health staff 

contacted agreed to be interviewed.  

CHWs and TBAs were selected with assistance from the district 

MNCH coordinator who contacted the CHWs and asked them to come to the 

health facility for the interview. Where possible, the research team would drive 

to meet the CHW or TBA at their home or in the community to conduct the 

interview. In total, we interviewed 15 CHWs and coordinators and 15 TBAs. 

Three CHWs and 4 TBAs who were contacted were not available to attend an 
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interview due to prior commitments. Additionally, we conducted 4 FGDs with 

TBAs in Nampula province and 1 FGD with CHWs in each province. 

Interviews were conducted in English, Portuguese, and local languages where 

appropriate. The first and second authors conducted the stakeholder interviews. 

One international and 3 local research assistants trained in qualitative data 

collection methods and ethical protocols conducted interviews and focus group 

discussions at the health facility and in the field. Interviews were recorded with 

permission, transcribed and translated verbatim into Portuguese, and then 

translated to English. Participant numbers were determined based on obtaining 

thematic saturation. 

National policy and planning documents were analyzed alongside notes 

and observations from a 2017 national MOH MNCH workshop, which 

included a review of the misoprostol program. Notes, policy documents, and 

qualitative interviews were coded and analyzed using NVivo 11 software.  

Quantitative data were provided by the provincial health directors at a 

national MNCH workshop. These data were analyzed to estimate coverage of 

and access to misoprostol in Inhambane and Nampula provinces from January 

through September 2017. We present descriptive statistics in the results. The 

resulting indicators are not based on directly reported data, but primarily based 

on calculated, indirect data estimates leading to some imprecision. 

We organized the data according to the ExpandNet/WHO framework’s 

planning and management categories. Categories of the planning phase 

included: the environment, the innovation, the user organization, and the 

resource team. Management of scale-up was coded into the 5 strategic choice 

areas of the ExpandNet/WHO framework in the following categories: type of 
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scale-up; dissemination and advocacy; organizational process; 

costs/mobilization of resources; and monitoring and evaluation. We also 

referenced the 20 Questions for Developing a Scale-Up Case Study30 in coding 

the transcripts into the planning and management categories. Results were 

further categorized as facilitators and barriers to scale up, or both. Finally, we 

included an additional category to report outcomes, including coverage and 

uptake, to assess progress of the expansion phase. Outcomes were coded into 

access, utilization, and logistics systems. We defined access as the number of 

women who delivered with a TBA and received the drug or who received it in 

advance during an antenatal care visit, as a proportion of the estimated number 

of expected home births in the catchment area. Utilization was defined as the 

number of women who used misoprostol (i.e., unreturned doses of misoprostol) 

as a proportion of the estimated number of expected home births in the 

catchment area.  

Ethical clearance was obtained from the Human Research Ethics 

Committee at Charles Darwin University, Australia (HREC 2015–2445), the 

Mozambican National Bioethics Committee, and the MOH. All participants 

provided informed consent and none requested to be withdrawn from the study.  

Results 

In total, we included in the analysis qualitative interviews with 15 

stakeholders, 19 health staff, 15 CHWs and coordinators, and 15 TBAs; 6 

focus group discussions; and a review of national policy and planning 

documents.  

Planning the Scale-Up Strategy 2011–2014 
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The	Innovation	

In the ExpandNet/WHO framework, the innovation refers to ‘the health 

service interventions or other new practices that are being scaled up.’33 Here, 

the innovation was the distribution of 600 micrograms of oral misoprostol to 

pregnant women through 2 channels: (1) during antenatal care visits at 28 

weeks or greater to women who meet the criteria for self-administration (Box 

2), or (2) via TBAs who administer it to women directly after they give birth at 

home. The aim of the innovation was to increase access to misoprostol for 

women who give birth in the community to reduce maternal mortality 

associated with PPH. 

A woman who meets the eligibility criteria at her antenatal care visit 

receives information from the nurse regarding how and when to take 

misoprostol and a dose (3 pills in a blister pack) to safeguard until her labor. 

Distribution at the community level occurs between the TBA and the pregnant 

woman directly after the birth of the baby and before the placenta has been 

delivered. A CHW provides the TBA with the misoprostol. CHWs, who are 

salaried employees and have access to a bicycle, are the link between the health 

facility and TBAs. Upon request, the CHWs usually receive 3 doses (9 pills) of 

misoprostol, which they then distribute to the TBA(s) in their coverage area 

monthly (Figure 5.4). 
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Some challenges arose with the flow of distribution. In many cases, 

CHWs lived further from the facility than the selected TBAs. CHWs provided 

TBAs with the supply of misoprostol, but the CHWs themselves were not 

trained or permitted to distribute it to pregnant women. In some cases, CHWs 

lived too far from the TBAs, and they both suggested that the TBAs collect the 

misoprostol directly from the health facility during monthly TBA meetings. A 

health staff member from Inhambane province identified this as a major 

challenge, saying:  

… the only constraint that we have had with the TBAs … is the fact that we do 
not give misol to them directly.’  

This may have limited distribution of misoprostol and reach to remote areas.  
During the initial pilot phase, the MOH shifted from a universal 

distribution strategy, as outlined in the National PPH Strategy, to application of 

eligibility criteria (Box 2). This shift was proposed by the MOH in response to 

the number of returned misoprostol doses by women who gave birth at a health 

facility and to increase controls on the amount of misoprostol in the 

community. The MNCH Sector Wide Approach (SWAp) Technical Working 

Group agreed to the implementation of the eligibility criteria in May 2015. The 

BOX 2. Eligibility Criteria for Misoprostol Distribution to Pregnant Women for 
the Prevention of Postpartum Hemorrhage 

A pregnant woman must: 

1. Be registered for antenatal care (i.e., have a prenatal health record on file 
where misoprostol will be registered)  

2. Have reached 28 weeks gestation 

She must additionally meet at least 1 of these criteria: 

1. Have a history of giving birth at home/outside of the health facility 
2. Live more than 8 km from a health facility 
3. Be a grand multipara (more than 5 previous births)  
4. Have a current or past  history of multiple pregnancies  
5. Have a history of postpartum hemorrhage 
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criteria were adopted to target distribution to women deemed most likely to 

have home births, limit unnecessary distribution, and improve controls on the 

availability of misoprostol in the community.  

This shift impacted the amount of misoprostol required for the program; 

only 8% of the forecasted stock for universal distribution was needed. The 

criterion of distance from a facility was explicit (live >8 km from a health 

facility); however, interpretations of ‘far from the facility’ varied widely 

among health staff. Some nurses and midwives felt that if a woman lived 10 or 

15 km away they would not need misoprostol, as they ‘should be able to reach 

the facility’ prior to or while in labor. Others defined ‘far’ as 20–30 km from 

the health facility and thought that only then should women receive the 

medication. Some MNCH stakeholders and health staff based in the field 

applauded the additional controls, stating that misoprostol was ‘flooding’ the 

communities, which increased the risk for potentially using misoprostol for 

abortion. They also believed that too many doses were returned to the health 

facility, which produced issues for recordkeeping and disposal. Others 

criticized the criteria for limiting the number of women who received 

uterotonic coverage:  

So if we want to prevent PPH it has to be covered universally, it cannot 
be how it is being done. … this strategy has to be reviewed as soon as 
possible, it must be universal distribution of misoprostol. (Stakeholder, 
Maputo)  

A number of stakeholders and health staff in the MOH national MNCH 

workshop in October 2017 proposed removing the restrictions to improve 

coverage.  
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Figure 5. 4 The Innovation: Misoprostol Distribution Chain 

Environment	

The environment consists of political, sociocultural, and economic 

factors that impact scale-up and can present opportunities or challenges to 

expansion.33 Several key environmental factors affected the planning and 

management phases of the misoprostol program, namely the country’s financial 

situation, government support for the initiative, changes to the abortion law, 

limited capacity of the health system, and wavering support for TBAs. 

The country’s financial situation was an important environmental 

factor. In 2016, the Mozambican economy experienced a significant disruption 

with the revelation of US$1.4 billion in undisclosed debt. The International 

Monetary Fund halted credit to the country and many international donors, 

including bilateral agencies, withdrew funding. Economic instability was cited 

as a key issue that could impact scalability of the misoprostol program. Fiscal 

spending became limited across all government institutions. Many health staff 
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described low motivation with the lack of essential consumables, including 

gloves for births and vaginal examinations.  

Financial constraints were tempered by strong government support for 

the program. The MOH prioritized the prevention of maternal mortality in the 

National Health Sector Strategy 2014–2019.11 The distribution of misoprostol 

for the prevention of PPH at the health facility is the second objective listed in 

the strategy to help reduce the MMR. International evidence and advocacy 

efforts from the Association of Mozambican Obstetricians and Gynaecologists 

(AMOG) helped garner the support needed for the MOH to approve the 

expansion of the use of misoprostol across selected districts in Mozambique.  

Changes to the abortion law in Mozambique may have positively 

influenced the political and legal settings in which misoprostol for PPH was 

introduced. The MOH branded misoprostol for the prevention of PPH as 

‘misol’ to differentiate it between misoprostol used for induction of labor or 

abortion.  

Some central and provincial stakeholders were very supportive of the 

changes to the legislation and the impact that they would have on improving 

maternal health. For example, a stakeholder from Maputo explained:  

I think that PPH and safe abortion are very distinct matters. … And when we 
think that as a country we are limiting the access to misol because we don't 
want to give access to providers, to women, in case they can misuse this misol 
… I think we are just limiting access to life. 

However, other stakeholders feared that misoprostol could be misdirected for 

abortion or labor induction and wanted stricter controls:  

We need to control the misoprostol because other people can use it for 
other purposes like abortions, and they also know about this use for 
misoprostol and so we think the district should distribute it to ensure 
the best control. (Health Staff, Inhambane) 
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The environment also includes the capacity of the health system to 

deliver care and services that impacts the success of the planned scale-up.33 

The limited number of qualified health staff in rural Mozambique resulted in 

health staff citing they had inadequate time to include distribution of 

misoprostol to their workload. Few additional resources were provided. 

Varying support for working alongside TBAs also impacted planning 

for the scale-up of misoprostol. Historically, involvement of TBAs within the 

formal health sector has been limited in Mozambique.39 An evaluation of TBA 

training in one province in 1999 found no impact on MNCH outcomes.40 By 

the year 2000, the MOH shifted the focus on increasing skilled birth attendants 

to achieve Millennium Development Goal (MDG) 5.39 This affected some 

stakeholders’ acceptance of the role of TBAs in the misoprostol program, 

fearing it would detract from facility-based births:  

Some TBAs charge people and promote these births to be held on  
her account so she can gain something. (Stakeholder, Maputo) 

 

Others in favor of TBA participation argued that the health system did not have 

the capacity to provide a skilled birth attendant for every woman due to a lack 

of sufficient transport and human resources:  

That woman who lives 25–30 km from the health unit, she will go to 
prenatal consultation until the sixth, seventh month of pregnancy and 
then she will not go, and where will she have the baby? She’ll go to the 
[traditional] midwife. In my opinion, it is not to say that the traditional 
midwife should not help women to give birth, my opinion is to enable 
the traditional midwife to make a clean birth. (Stakeholder, Nampula)  

 
These political, sociocultural, and economic factors were all essential 

components that influenced the planning and management of the misoprostol 

program.  
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The	User	Organization	

The user organization in the ExpandNet/WHO framework is defined as 

the institution(s) and/or organization(s) that are expected to adopt and 

implement the innovation at scale.33 The user organization in this case study is 

the Mozambican MOH, specifically the MOH Department of Women’s and 

Child Health, which leads the implementation of the National PPH Strategy 

and coordinates monitoring and evaluation (M&E) of the program. Initially, 

AMOG was selected as the intended user organization to support the MOH to 

implement the misoprostol program due to their experience in the pilot phase. 

Later, the MOH deemed they were better suited as the sole user organization 

given their established infrastructure and staff. The national MOH’s leadership 

role greatly facilitated the expansion of the scale-up as they added to the 

innovation’s credibility and acceptability. However, a number of key national 

MOH staff members changed positions, and advisors seconded to the ministry 

moved on. This turnover resulted in delays in finalizing the national PPH 

strategy and program initiation.  

Misoprostol is distributed using the routine supply chain for MNCH 

commodities, with the addition of CHWs as the distributors between the health 

facility and the TBAs. In Inhambane province, the supply chain experienced 

weaknesses in distribution between provincial to district warehouses. 

Misoprostol stock was procured 1 year prior to the official launch of the 

program and, as a result, the remaining shelf life of the initial supply was 

shortened by 1 year. (Misoprostol is a somewhat unstable compound that can 

degrade quickly when exposed to humidity; it is therefore labelled with a 

shorter shelf life than most other drugs.) 
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Provincial MNCH coordinators were requested to lead the misoprostol 

program with support from the provincial CHW coordinator. Program 

execution varied widely depending on the leadership of the MNCH 

coordinators at the district level in each of the 35 implementing districts. Some 

MNCH coordinators stated that they felt strongly that misoprostol was a 

lifesaving medication and were committed to the misoprostol program. For 

example:  

I think it will help a lot as we are in the district, yes deliveries outside 
the maternity are reducing, for sure, but they continue to occur. This 
[misoprostol program] is a great asset for us to avoid maternal deaths 
in the community due to postpartum hemorrhage. (Health Staff, 
Inhambane) 

 
Other MNCH coordinators were not very supportive and believed it was not 

‘their program’ and instead allocated responsibility to the implementing health 

facilities.  

MNCH nurses were directly responsible for the distribution of 

misoprostol in advance to pregnant women during antenatal care visits. Some 

were discouraged by the additional workload associated with the program (e.g., 

having to ensure the woman met the eligibility criteria, explaining how to use 

misoprostol and about possible side effects, and recording the information in 

the register). Several MNCH nurses believed the program was a pilot, 

especially in Inhambane province where they had experienced multiple hiccups 

in the supply chain. This negatively impacted their motivation to distribute 

misoprostol during antenatal care visits or monitor the program. Yet 

quantitative results revealed that over 80% of all misoprostol distributed was 

distributed to women in advance during antenatal care visits.  
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CHWs and TBAs were recruited in coordination with the CHW 

program and the MNCH department. TBAs were recommended either by the 

health facility or the CHWs. As a result, recruited TBAs often lived close to the 

health facility. This was also identified as a key factor in the low coverage 

experienced in some districts: 

To map all TBAs was very difficult for the health facility and even at the 
district level. So we said to the MNCH nurses, ‘Please select first the 
ones that are reporting to you and then identify some that the CHWs 
recognize …’ Those were the 2 inclusion criteria that we used. We 
didn't use distance because it was very difficult. … I don't know if we 
are reaching the TBAs that are really far away. (Stakeholder, Maputo) 

The	Resource	Team	

In the planning phase, key members of the resource team included the 

MOH, AMOG, the United States Agency for International Development 

(USAID), WHO, Jhpiego’s Maternal and Child Health Integrated Program 

(MCHIP), and the United Nations Population Fund (UNFPA). The latter 2 

organizations also provided technical support to the program but were not 

direct implementers. Jhpiego’s Maternal and Child Survival Project (MCSP), 

which followed from MCHIP, provided essential technical support to the 

program in Nampula and Sofala provinces. AMOG was involved in the 

development and implementation of the pilot, along with the NGO Venture 

Strategies Innovation. Using the evidence from the pilot study, AMOG played 

a critical role in advocating the need to scale up misoprostol.41 UNFPA was 

responsible for the procurement of stock. The resource team worked together to 

develop the national PPH strategy. 

The resource team members also participate in the MNCH SWAp 

Technical Working Group. This group has made some critical decisions 

surrounding the misoprostol program, including the adoption of eligibility 
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criteria for distribution of misoprostol during antenatal care visits. The group 

reportedly met regularly in 2015 and 2016; however, one informant revealed 

that the SWAp had not met during the first 10 months of 2017 due to changes 

in central government staff. The resource team’s input and updates regarding 

progress on the misoprostol program was limited during this period. 

Management of the Scale-Up 

Management of the scale-up was categorized as: type of scale-up; 

dissemination and advocacy; organizational process; costs/resource 

mobilization; and monitoring and evaluation.  

Type	of	Scale-Up	

The scaling-up strategy refers to the plans and actions taken to establish 

the innovation in policies and programs.33 The ExpandNet/WHO framework 

describes 4 types of scale-up: spontaneous, diversification, horizontal 

(expansion or replication), and vertical (or institutional).33 The resource team 

approached the scale-up of misoprostol through horizontal scale-up via 

stepwise expansion and also to some extent vertical scale-up through national 

policy and steps toward institutionalization.  

Horizontal scale-up or expansion occurs when innovations are 

replicated in different geographic locations or are extended to serve larger or 

new populations. The innovation should be adapted to the new context in the 

additional location(s). Vertical scale-up occurs when governments reach a 

formal agreement to adopt the innovation nationally or sub-nationally, the 

adoption is institutionalized through national planning, policy, or legal 

processes, and it is implemented nationally or sub-nationally, including 

maintaining provisions to ensure ongoing effective delivery. Dimensions from 
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both horizontal and vertical scale-up need to be incorporated for an innovation 

to be sustainable.33 

The National PPH Strategy outlines a horizontal scale-up strategy, or 

the expansion of the innovation across different geographical locations to reach 

a larger population33; the expansion of misoprostol focused on 35 districts in 

the 10 provinces of Mozambique. Districts were chosen based on the following 

criteria: high incidence of home births; reasonable access to health facilities for 

women who have obstetric complications; existence of maternal waiting 

homes; population density; and the existence of CHWs and TBAs who work 

with the health facility.29 In April 2015, the program was initiated in 6 districts 

in Sofala and Inhambane provinces. The rationale was to allow adequate time 

for feedback and evaluation before expanding to the remaining 29 districts. 

District-level stakeholders and health staff identified a number of drawbacks to 

this strategy, namely, that implementing in 5 districts per province contributed 

to confusion about whether this was a pilot project and to a lack of trained 

health staff, as staff are mobile and regularly rotate between implementing and 

non-implementing districts. 

In June 2016, results from Sofala and Inhambane were presented at the 

MNCH SWAp Technical Working Group meeting in Maputo. Progress in 

Sofala was limited to 1 district due to conflict that impacted both 

implementation and M&E. In September 2016, the MOH prioritized trainings 

to take place in the remaining 29 districts. By June 2017, all 35 districts had 

commenced distribution of misoprostol (Figure 2). 

Vertical scale-up began simultaneously to horizontal expansion via the 

development of the National PPH Strategy and the beginning of 
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institutionalization into MOH systems, albeit in selected districts. The National 

PPH Strategy outlined the commitment to incorporating the program into 

routine MOH systems29(p.19):  

As PPH is a major cause of maternal death, prevention interventions 
are part of the larger Ministry of Health plan to reduce maternal 
mortality involving several National Directorates, Departments and 
Partners. Thus, during the implementation of the first phase of this 
strategy, every effort will be made to ensure that interventions and their 
resource needs are integrated into existing management, funding, 
coordination and service delivery mechanisms. 

The misoprostol program has yet to be institutionalized. In the early expansion 

phase, training was delivered to selected MOH staff in the selected districts; 

UNFPA procured medication and distributed it through the routine MOH 

supply chain; and M&E was developed parallel to the national health 

information system. 

Dissemination	and	Advocacy	

Dissemination involves methods to promote, communicate, and 

encourage uptake of the innovation by the user organization.33 In Mozambique, 

this included the dissemination of the National PPH Strategy, communication 

to provincial health staff, and cascade training of health staff and CHWs.  

The National PPH Strategy was disseminated from the central to 

provincial level. The provincial health authorities were responsible for 

distributing the National PPH Strategy and informing the districts about the 

program. Memos about the program, particularly around stock, were sent from 

the central MOH to the provincial health authorities. Communication about the 

national PPH strategy was a challenge from the beginning, particularly 

between provincial and district levels but also from the district health offices to 
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the health facilities. Weak flow of information was attributed to insufficient 

time to disseminate the strategy and induct health staff.  

In April 2015, the MOH began training MNCH nurses, CHWs, and 

TBAs on the distribution of misoprostol for PPH prevention and safe delivery 

methods. The initial trainings took place in 3 districts in Inhambane and 3 

districts in Sofala provinces in 2015. Cadres in Nampula province underwent 

training for 3 days in August 2016, and distribution of misoprostol commenced 

in 5 districts in September 2016. In total, the resource team trained 36 master 

trainers, 548 provincial trainers, and 1,050 CHW supervisors at the health 

facility level.42 Four of the MNCH nurses interviewed were not formally 

trained in the program as they were not working in the district during the 

training phase.  

In Inhambane significantly more CHWs than TBAs were trained (337 

CHWs vs. 47 TBAs), whereas in Nampula a significant number of TBAs were 

trained (189 CHWs and 980 TBAs). Staff mobility meant that some MNCH 

staff were not aware of the program or their role. For example: 

We trained the traditional midwives and a nurse from each health unit. 
We know that there is always movement of the nurses, some nurses do 
not even know what happened to the misol … if we want to have good 
results we need to involve all members of the maternal health team, 
regardless of being in the maternity or prenatal consultation. (Health 
Staff, Nampula) 

While nurses and midwives were generally supportive of the program some 

hesitated to distribute misoprostol without formal training.  

National-level advocacy played an important role in the decision to 

scale-up the innovation due to divisions among stakeholders about initiating 

the misoprostol program. The main hesitations were fears that misoprostol 

would potentially detract from facility-based births and/or would be used for 
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abortion. The MNCH SWAp group reviewed global studies and the MOH 

requested that a pilot be conducted in Mozambique to assess whether 

misoprostol could be distributed safely during antenatal care visits and by 

TBAs.24 This review, alongside the results of the Mozambican pilot and 

meetings with AMOG and other MNCH stakeholders about the benefits of 

misoprostol, eased fears about controlling the medication in the community. 

After discussions, the MOH agreed to allow the distribution of misoprostol for 

the prevention of PPH at the community level.  

Organizational	Process		

Organizing the process of scale-up involves those responsible for 

decision making and implementation.33 In the case of Mozambique, the central 

MOH was the critical decision maker and communication about the 

misoprostol program came from the central to the provincial health authorities. 

The provincial health authorities were then expected to implement the program 

in partnership with the district health authorities and health staff. Central-level 

government involvement was a key facilitator for the initial phase of 

introducing misoprostol into some parts of the health system. However, 

coordination and communication between the levels was a barrier. In speaking 

about the barriers of managing the system, a stakeholder from Maputo 

revealed:  

When you had misol at the provincial warehouse then it was difficult 
sometimes to get the misol to the district warehouse. So we had this 
challenge at the time - people, values, managing the system; all this 
was challenging to improve the system for misol to flow. 

The organizational process was also marked by gradual scale-up starting with 

only 6 districts in 1 year. Given the delays initiating the program, rapid rollout 
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in the remaining 29 districts occurred over just 6 months in response to 

pressure from the national MOH to implement in all selected 35 districts. This 

limited time for monitoring and lessons learned to be considered.  

Costs/Resource	Mobilization		

A budget of US$2.6 million was outlined in the National PPH Strategy 

for the first 2 years of the program.29 The MOH budget covered the fixed 

operational and human resources costs for ongoing delivery of services. Short 

external donor grants were the main source of upfront program funding. 

Partners within the resource team provided some financial resources to initiate 

the rollout. Originally, USAID planned to provide both technical support and 

funding to procure misoprostol. However, they raised concerns surrounding the 

supervision and controls of the medication at the community level and 

requested further measures to ensure that it would not be misdirected and used 

for abortion in the community. This led to several months of delays. UNFPA 

then agreed to procure misoprostol and became the major donor, funding both 

the procurement and training components. Other partners, including Jhpiego, 

provided funding for training in 2 provinces where they supported MNCH 

projects.  

In 2015, Jhpiego’s MSCP project also provided a 1-year grant to 

AMOG to provide technical support including supervision. In early 2017, the 

initial grant from UNFPA expired and the program continued on a limited 

budget. UNFPA received funding from the UK Department for International 

Development (DFID) for 2018–2020 to continue support for the program. 

However, limited funds were allocated to the program outside of those for 

procurement, training, and the production of communication materials. The 
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lack of available funding was cited as a major barrier to ensuring the program’s 

sustainability, ongoing supervision, and evaluation.  

Monitoring	and	Evaluation	

The misoprostol M&E system was developed in parallel to both the 

national MNCH and CHW databases and separate to the national health 

information system. Data collection on misoprostol indicators represented 

additional tasks for the district MNCH nurses, who, without a clear system, 

were documenting returned doses of misoprostol by writing data on a separate 

paper or creating new columns in the prenatal registers. As a result, health staff 

at every level were concerned about the validity of monthly data collation:  

Sometimes we send a message, ‘Colleague tell me there, when and how 
many pills you distributed and to the CHW too,’ she [MNCH nurse] 
will give you that information. Then you add it and you feel that there is 
some number missing but you cannot confirm why because you do not 
have a concrete instrument for evaluating the information. 
(Stakeholder, Provincial Level) 

Furthermore, no additional funding was provided at the provincial or 

district level to undertake supervision visits. Between 2015 and 2017, the 

MNCH staff alongside partners, including UNFPA, Jhpiego, and AMOG, 

conducted several isolated supervision visits, the findings of which were not 

widely disseminated. Some provincial MNCH coordinators were able to 

monitor alongside supervisory visits to other programs, but overall they felt 

that time spent was insufficient. Similarly, some district MNCH coordinators 

felt that they did not have the budget, time, or mandate to supervise the 

program. In other cases, district MNCH nurses were very involved in the 

program. Many stakeholders in Maputo and at the provincial level felt that the 

lack of M&E was a major barrier for the sustainability of the program.  
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Outcomes  

Access	and	Utilization	

Program data, collated by the provincial MNCH coordinators for the 

MOH MNCH workshop held in Maputo in October 2017, were used to 

estimate access to and utilization of misoprostol for the first 9 months of 2017 

(Table 5.1). Weaknesses in the M&E system may have resulted in 

discrepancies in both numerators and denominators. 

There was large variation in overall access and utilization between 

districts and the 2 provinces. Access to misoprostol in Nampula exceeded 

Inhambane province by 17%, and utilization was much greater in Nampula 

(91%) than in Inhambane (23%). Two districts in Nampula reported over 100% 

coverage of misoprostol of women who gave birth at home. Coverage is a 

combined measure of both access and utilization of misoprostol (Table 5.1). 

In Inhambane, we found a number of possible reasons for low 

coverage. Health staff restricted access to misoprostol justified by using the 

eligibility criteria. There were also frequent stock-outs. TBAs and health staff 

reported that their priority was to ensure women gave birth at the health 

facility. Therefore, TBAs said they administered misoprostol only to women 

who had ‘surprise’ births at home or who had ‘birthed along the way’ to the 

health facility, as they indicated they always encouraged women to give birth 

at a health facility.  

In Nampula, higher coverage than Inhambane may be in part 

attributable to the institutional memory of the 2009–2010 pilot study: health 

staff and CHWs had previous training and were familiar with and supportive of 

the program. Distribution in Nampula started almost 1 year after Inhambane, 
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such that we may have captured a period of initial high motivation. Political 

champions for misoprostol in Nampula province may also have positively 

impacted MNCH health staff attitudes and willingness to implement the 

program. There were significantly more TBAs trained and involved in the 

program than Inhambane (980 vs. 47, respectively). Further, the program in 

Nampula benefited from technical support from Jhpiego’s MSCP program. See 

Table 5.2 for a comparison of inputs.  

Table 5.3 reveals that from January through October 2017, MNCH 

nurses in Nampula distributed significantly more misoprostol during antenatal 

care visits than in Inhambane (13,602 doses vs. 989, respectively). In both 

provinces, the majority of misoprostol was distributed during antenatal care 

visits rather than by TBAs. In Inhambane, 194 doses provided to the CHWs 

were not accounted for (not provided to the TBA nor returned to the antenatal 

care clinic). No data were available provincially for misoprostol returns from 

CHWs or TBAs in Nampula, although we found individual health centers 

recording returns.  

Logistics	System		

The initial quantity of misoprostol distributed from the central to the 

provincial level was based on the projection for 100% coverage of home 

deliveries in the chosen districts. The introduction of eligibility criteria in 2015 

reduced the number of eligible women. This led to an excess of misoprostol 

available at all levels. Much of this stock was never distributed, resulting in the 

expiry and subsequent incineration of the first wave of commodities.  

As of October 2017, in Inhambane 87% of misoprostol stock was 

available at the provincial warehouse, but only 13% had been distributed to the 
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district or health facility level. In contrast, in Nampula, almost all of the stock 

(99%) was distributed to the district health facilities. Informants in Inhambane 

stated that this was due in part to lack of leadership from some district medical 

chiefs to request adequate misoprostol stock, as well as hesitation by 

pharmacists to fill requisitions. Further inquiry suggested that pharmacists and 

some medical chiefs were hesitant to distribute what was previously a 

medication with the highest restrictions into the community and feared it would 

be used for abortion. One health staff said the medication was kept ‘locked 

under 7 doors’ due to concerns about the controls in the community and the 

maternity units. Some informants felt that this was one of the largest barriers to 

reaching high coverage. Notably, pharmacists were not included in the 

dissemination of the National PPH Strategy.
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Table 5. 1 Estimated Access to and Utilization of Misoprostol to Prevent Postpartum Hemorrhage in Inhambane and Nampula Provinces, Mozambique, January–
September 2017 

A B C D E F G H I J K 

Location 

Misoprostol 
Distributed 

Through ANC 
and TBAs 

Misoprostol 
Distributed 

Minus 
Returned 

District 
Population 

(2017) 

Annual 
Births in 
District 
(2017)a 

Proportion 
of Health 
Facilities 

Enrolled in 
Misoprostol 

Program 

Annual 
Births in 

Misoprostol 
Areasb 

Births in 
Misoprostol 
Areas (First 
9 Months of 

2017)c 

Home births 
in 

Misoprostol 
Areas (First 
9 Months of 

2017)d 

Access to 
Misoprostol

 at Home 
Birthse 

Utilization 
of 

Misoprostol
 at Home 

Birthsf 
Interpretat

ion 
Inhambane 
Province 
Zavala 616 243 163,620 7,363 38% 2,798 2,098 630 98% 39% Excellent 

access, 
poor 

utilization 
Homoine 417 45 131,680 5,926 46% 2,726 2,044 613 68% 7% Fair access, 

very poor 
utilization 

Total both 
districts 

1,033 288 295,300 13,289 42% 5,581 4,143 1243 83% 23% Good 
access, 

poor 
utilization 

Nampula 
Province 

 

Mecuburi 1,464 840 189,880 8,545 43% 3,674 2,756 827 100%g 100%g Excellent 
access and 
utilization 

Erati 2,568 2,034 322,737 14,523 54% 7,842 5,882 1,765 100%g 100%g Excellent 
access and 
utilization 

Monapo 1,357 1,039 389,902 17,546 43% 7,545 5,659 1,698 80% 61% Good 
access, fair 
utilization 
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a Column C * 4.5%. 
b Column E * Column D. The calculation uses a fixed number of residents and assumes population figures are similar across the country, leading to imprecision in the 
calculation of access and utilization indicators.   
c Column D * 0.75. 
d Column G * 0.30. 
e Column A/Column H. 
f Column B/Column H. 
g In Mecuburi, access was 100% with 637 remaining doses and 13 additional doses utilised; Erati had 100% access with 803 remaining doses and 269 additional doses 
utilised. In total, there were 1,440 remaining doses in all 3 districts of Nampula

Total  3 districts 5,389 3,913 902,519 40,613 47% 19,088 14,296 4,289 100%g 91% Excellent 
access and 
utilization 
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Table 5. 2 Program Inputs Provided in Inhambane vs. Nampula Provinces, Mozambique 

Inputs Inhambane Nampula 
Supervision • Ad hoc supervision from health staff 

when time/resources permitted 
• Routine supervision from 

Jhpiego MCSP staff, funded by 
AMOG  

Personnel • Health staff strongly believed the 
misoprostol program was a pilot 
project as it was only in selected 
districts in the province 

• Strictly implemented eligibility 
criteria 

• Significantly less misoprostol 
distributed at ANC (989 doses) than 
Nampula 

• Fear of misuse limited distribution 

• Greater sense of support from 
health staff as many were aware 
of the 2009–2010 pilot and 
appreciated the potential 
misoprostol has to reduce PPH 
and MMR 

• Less sense of a need to limit 
women due to criteria  

• Significantly more distributed at 
ANC (13,602 doses) than 
Inhambane 
 

Champions • Lack of clear champion; MNCH 
leaders supportive yet constrained 
by lack of resources 

• Provincial and district MNCH 
leaders showed very strong 
support for the program and 
encouraged implementation  

Training • Funded by UNFPA; led by trained 
MOH master trainers, with UNFPA 
technical support 

• Training imbalanced; targeted more 
CHWs (337) than TBAs (47) 

• Funded by Jhpiego’s MCSP 
program; led by AMOG and 
MOH with MCSP technical 
support 

• Provided significantly more 
TBAs with training (980), 
providing greater community 
coverage 

Logistics • Challenges distributing stock from 
province to districts; as of October 
2017, 87% of misoprostol stock 
remained in provincial warehouse 

• Fewer challenges distributing 
stock from province to districts; 
only 1% of stock remained in 
provincial warehouse as of 
October 2017 

Monitoring 
and 
evaluation 

• Parallel system; not integrated in the 
national health information system 

 

• Parallel system; not integrated in 
the national health information 
system 

• MCSP provided technical 
support to develop M&E tools 
but they were not adopted at the 
national level 

• No data available provincially on 
misoprostol returns from 
CHWs/TBAs  

Abbreviations: AMOG, Association of Mozambican Obstetricians and 
Gynaecologists; ANC, antenatal care; CHW, community health worker; MCSP, 
Maternal and Child Survival Project; M&E, monitoring and evaluation; MMR, 
maternal mortality ratio; MNCH, maternal, newborn, and child health; MOH, Ministry 
of Health; PPH, postpartum haemorrhage; TBA, traditional birth attendant; UNFPA, 
United Nations Population Fund.  
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Lack of availability of the commodity at district level was a key reason 

for low coverage in Inhambane. From September 2016 through June 2017, 

misoprostol stock was rationed in Inhambane with only 5–10 doses distributed 

per participating health facility. One district pharmacist reported requesting 

1,000 doses and received only 30 doses. Records revealed that other districts 

requested very small amounts—30 or 60 pills at a time (sufficient for 10–20 

women).  

At the time of publication, the MOH had not yet set a timeline to 

achieve national scale-up. Between 2018 and 2020, the MOH will continue to 

focus on strengthening the program in the existing 35 districts and improving 

M&E mechanisms before further expansion.  

Table 5. 3 Distributed and Returned Misoprostol by Cadre, January–October 2017  

Province 

Total 
Distributed  

at ANC 

Total 
Distributed 

by CHWs 

Total 
Distributed 

by TBAs 

% of Total 
Distributed 

to CHWs 
Reaching 

TBAsa  

% of Total 
Distributed 
at ANC via 

TBAsb  
Returned 

to ANC 

Returned 
to ANC by 

CHW or 
TBA 

Inhambane 
(Homoine, 
Zavala 
districts) 

989 325 44 14% 4.4% 201 87 

Nampula 
(Mecurburi, 
Erati, 
Monapo 
districts) 

13,602 5,578 900 16% 6.6% 1662 unknown 

 
Abbreviations: ANC, antenatal care; CHW, community health worker; TBA, 
traditional birth attendant. 
a Total distributed by TBAs divided by total distributed by CHWs * 100.  
b Total distributed by TBAs divided by total distributed at ANC * 100. 
 

Discussion 

Our analysis of factors that facilitated scale up of use of misoprostol to 

prevent postpartum hemorrhage (Table 5.4) suggest that the political 

environment was critical in allowing adoption of the innovation, benefiting 
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from a high level of national political support, particularly as reduction of 

maternal mortality is the first indicator in the Mozambique Health Sector 

Strategic Plan 2014–2019. The misoprostol program was central to the 

National PPH Strategy and facilitated by national leadership, allowing for 

inclusion into some of the MOH infrastructure, systems, and human resources.  

While the MOH led the program planning and implementation process, 

misoprostol is being used for the prevention of postpartum hemorrhage only 

within selected districts and has yet to be incorporated into routine MOH 

systems. The inputs outlined in Table 2 suggest that Jhpiego’s MCSP program 

may have been a factor in Nampula’s success at achieving greater coverage, 

particularly surrounding supervision and dissemination of information via 

communication materials. Institutionalization into the existing government 

priorities and health system is a critical factor to ensure the program is 

supported nationally.43 Until misoprostol is fully integrated into the national 

health system and long-term funding is secured, it may continue to be viewed 

as a vertical project. 

AMOG and partners employed a successful advocacy strategy to 

encourage the MOH and MNCH SWAp members of the potential high impact 

misoprostol had on improving incidence of PPH. The innovation was equally 

supported by international evidence and positive results from the local pilot 

study. 

The program benefited from the strong existing network of CHWs and 

TBAs who provided the local capacity for implementation and credibility. 

However, very few TBAs received misoprostol for direct distribution (Table 3) 

compared with the supply that was provided to the CHWs. This reveals that 
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there was a weakness in distribution between CHWs and TBAs in both 

provinces, which coincides with qualitative interviews that found some TBAs 

were having challenges receiving misoprostol from CHWs. Furthermore, in 

Inhambane significantly more CHWs were trained versus TBAs, whereas the 

opposite occurred in Nampula. This may have been due to the number of TBAs 

available and willing to participate in the misoprostol program.  

We provide a number of recommendations for the MOH and resource 

team based on the lessons learned in the expansion phase (Box 3). There is 

clearly a need to allow flexibility in who can distribute misoprostol. In areas 

that do not have TBAs, CHWs could potentially distribute misoprostol in 

advance to women in addition to advance distribution at antenatal care visits. A 

number of studies in Ethiopia, Ghana, Nepal, Nigeria, and Rwanda have shown 

that CHWs can correctly and effectively distribute misoprostol to women.44-46 

TBAs emphasized their role in supporting women to give birth at the health 

facility. While positive, this may also have implications for detracting from 

safe delivery for women who are encouraged by TBAs to walk for kilometers 

in labor to attempt to reach the health facility and instead give birth on the side 

of the road, in transit. This finding was reported and discussed in more detail in 

a related article.47  
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Table 5. 4 Facilitators and Barriers to Scaling Up Misoprostol for the Prevention of 
Postpartum Hemorrhage in Mozambique, by ExpandNet/WHO Framework  

 

Factors  Facilitators Barriers 

Planning Phase   

Environment   
1. Financial situation  ü  
2. Government support including champions ü   
3. Changes in abortion law ü   
4. Limited capacity of health system  ü  
5. Wavering support for TBAs  ü  
Innovation   
1. Clear, concise, well-defined ü   
2. Adaptation of criteria  ü  
3. Flow of distribution  ü  
User Organization   
1. MOH Central ü   
2. MOH MNCH health staff  ü  ü  
3. MOH pharmacists  ü  
4. APE (dependant on TBA relationship and distance) ü  ü  
5. TBA recruitment (close to health facility)  ü  
Resource Team   
1. Members ü  ü  
2. Existence of SWAp MNCH Technical Working Group ü   
3. SWAp MNCH Technical Working Group irregularity 

of meetings 
 ü  

Management Phase   

Type of Scale-Up   
1. Horizontal (phased expansion) ü   
2. Limited sites in each district (5 health facilities in 

selected districts) 
 ü  

3. Untrained health staff due to mobility  ü  
4. Vertical (institutionalization) ü   
Dissemination and Advocacy  ü  
1. Development of National PPH Strategy ü   
2. Communication of PPH Strategy  ü  
3. Training of health staff, APEs, and TBAs ü  ü  
Organizational Process   
1. MOH Central ü   
2. MOH Provincial   ü  ü  
3. MOH District  ü  
Costs/Resource Mobilization   
1. Available Budget  ü  
Outcomes   

1. Utilization and access in Nampula province ü   
2. Utilization and access in Inhambane province  ü  
3. Logistics system  ü  
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Abbreviations: APE, Agentes Polivalentes Elementares (community health worker); 
MNCH, maternal, newborn, and child health; MOH, Ministry of Health; PPH, 
postpartum hemorrhage; SWAp, Sector Wide Approach; TBA, traditional birth 
attendant; WHO, World Health Organization.  

Overall, the innovation was well-defined, credible, and adapted to the 

context. However, the introduction of restrictive eligibility criteria further 

complicated the distribution, limiting which women were targeted. The 

distance criteria were particularly contested by stakeholders and corroborated 

by health staff who made arbitrary decisions about who could or could not 

feasibly walk to the health facility while in labor. Applying eligibility criteria 

placed emphasis on facility-based birth instead of increasing uterotonic 

coverage. Due to the difficulty in assessing who is likely to experience PPH, 

misoprostol is often implemented as a population-based universal prevention 

method.46,48-50 We recommend revising the eligibility criteria to increase the 

number of women targeted to receive misoprostol in advance at antenatal care 

visits. 

Four of the nurses and midwives interviewed had not received training 

in the misoprostol program, limiting their involvement and impact. Fewer than 

half of all TBAs have been trained on the use of misoprostol and distance was 

not considered in recruitment. As a result, many women who give birth at 

home are not receiving misoprostol via their TBA. Both of these factors may 

have contributed to reduced coverage. We recommend future expansion plans 

consider implementation of the misoprostol program within all health facilities 

in the selected districts and/or province and training all health staff including 

pharmacists, CHWs, and TBAs to avoid these gaps in program 

implementation.  
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The budget for the misoprostol program was not fully funded by the 

government and depended on external funding. Funding is an essential 

component of catalyzing and sustaining scale-up, and the nature of short-term 

donor grants can impede a government’s capacity to achieve national scale-

up.31 While some organizations assisted with the costs of training and provided 

technical support, the government and partners did not commit sufficient 

resources for adequate M&E. We recommend the resource team provide 

funding for supervision as well as technical support to introduce the 

misoprostol indicators within the national health information system to 

improve efficiency and remove the existing parallel data collection system. 

M&E is an element for successful scale-up as outlined in the ExpandNet/WHO 

framework and other scale-up literature.31,51 

The study revealed disparity between the coverage and access of 

misoprostol for PPH prevention in Inhambane and Nampula provinces. A 

number of factors may have resulted in inflated numerators. Some CHWs may 

have maintained their supplies that had yet to be distributed to TBAs or 

returned to the health facilities. One supervisor found duplication, where both a 

TBA and her client had received misoprostol. Given our finding that there was 

no space in the MNCH registers for returned misoprostol (Table 1, Column B), 

returned pills may not have been recorded. We found no evidence of diversion 

in this study. Denominators using the estimate of 4.5% of women of 

reproductive age also likely underestimate the population, given the high 

fertility rate in misoprostol target areas. 

In 2017, Inhambane reported good access (83% of expected users 

received misoprostol) yet limited utilization (23% of women who received 
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misoprostol used it). Limited utilization may have been due to the emphasis on 

facility births in the province resulting in women coming to the health facility 

to give birth, or perhaps due to limited communication to the community 

surrounding the purpose of misoprostol. The barriers presented in Table 5.4 

may have impacted the outcomes, specifically the strict application of the 

criteria; retention of trained staff; limited availability of stock at district level; 

limited participation of TBAs who live in more distant rural areas; and minimal 

support and resources provided. 

On the other hand, high coverage and utilization was found in Nampula 

province, resulting in high uterotonic coverage at home births. This was 

perhaps due to the program being in the first year of implementation, 

provincial MNCH champions who encouraged implementation, a greater 

number of participating TBAs, and the additional benefits of technical support 

from an NGO, particularly relating to supervision. The original pilot took place 

in Nampula, which may have also positively contributed to increased buy-in 

from local MNCH leaders, health staff, CHWs, and TBAs.  

The lack of a data collection tool to record returned misoprostol was a 

barrier. In Inhambane, approximately 200 doses provided to CHWs were 

unaccounted and there was no data provided regarding misoprostol returns 

from CHWs or TBAs in Nampula. This may be attributed to the following: (1) 

most CHWs kept the medication in their drug kit for months until the TBA 

requested the misoprostol; (2) recording returns was not a formal process in the 

antenatal care clinics and not always recorded; (3) some CHWs directly 

distributed the medication to women where there was no TBA available; or (4) 
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potentially misdirected for abortion or induction; however, there was no 

evidence to support this.  

The program experienced significant difficulties with the logistics 

system to distribute the misoprostol, which should be anticipated and addressed 

as part of program planning and M&E. The majority of misoprostol was 

distributed in advance at antenatal care clinics with less than 20% distributed to 

CHWs to provide to TBAs (Table 5.3). The introduction of CHWs as the 

middle distributor from the health facility to the TBAs added an additional step 

and increased the complexity of the logistics system. Challenges managing the 

commodity are common in scale-up programs.43,52 In Mozambique, this 

phenomenon is not unique to misoprostol. A study in Sofala province found 

that between 2011 and 2013, 85% of district warehouses (n=13) experienced a 

stock-out of an essential drug at least once in the 3 annual stock assessments.53 

Medicine stock-outs were strongly associated with distance from the district 

warehouse to the health facility. However, in 2015 a UNFPA assessment found 

that 84% of health facilities across Mozambique had at least 7 essential 

maternal and reproductive health medicines, marking an improvement from the 

previous assessment of 59% in 2014.54 

Concerns that misoprostol for the prevention of PPH would be used by 

CHWs, TBAs, or women for abortion impacted implementation. First, the 

program faced initial delays at the central level due to stakeholder concerns 

about the potential of incorrect use at the community level, and the need for 

further supervision delayed initial donor support for the misoprostol program in 

Mozambique.41 Second, the MNCH SWAp Technical Working Group 

introduced eligibility criteria to impose further restrictions and limit 
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distribution at the community level. Third, there was hesitation by some 

provincial and district medical chiefs and pharmacists to distribute misoprostol 

to CHWs and TBAs. In Mozambique, opponents of misoprostol for the 

prevention of PPH often fear that it will be used incorrectly or for abortion.41

However, our study found no evidence of confusion about the objective of 

misoprostol for the prevention of PPH or diversion of the drug for induction of 

labor or abortion.  

Communication, advocacy, and a human rights-based approach that 

reinforces that women have a right to access this lifesaving medication is 

needed from health leaders and champions to shift this culture of fear and 

ensure all staff understand the aims and protocol of the misoprostol program. 

The delivery gap—when public health professionals know what is effective 

and yet a gap remains on how the intervention is executed—remains a critical 

issue to implementation of health innovations.55 Due to delays initiating the 

program in the first 6 districts, roll-out in the remaining 29 districts took place 

relatively quickly, arguably without adequate time for reflection and lessons 

learned. We recommend that the resource team and relevant stakeholders 

identify needed adaptations and develop a systematic strategy to guide future 

scale-up. We further recommend that the MOH and resource team improve 

communication and understanding of the National PPH Strategy and commit to 

incorporating the misoprostol program into the MOH institutional systems, 

including the national health information system.  
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BOX 2. Key Recommendations to the MOH and Resource Team 

The Innovation: 

• Distribute misoprostol directly to TBAs in situations where there are no 
CHWs  

• In areas without TBAs, allow CHWs to distribute misoprostol in advance to 
pregnant women in their catchment area 

• Adjust one or more criteria:  
o Reduce the timeline to receive misoprostol at ANC from 28 weeks 

gestation to 24 weeks 
o Reduce the distance to 5 km or measure it in time (e.g., 30 minutes or 1 

hour walking)  

Dissemination and Advocacy: 

• Widely disseminate the National PPH Strategy to all health staff including 
pharmacists and provincial and district authorities  

• Implement a human rights-based approach that advocates to health staff and 
communities that women have a right to access misoprostol 

• Increase demand in the community by disseminating information about the 
benefits of misoprostol, how to safely use it, and where to access it via 
CHWs, TBAs, and mobile health units 

Organizational Process 

• Undertake a formal review of the misoprostol program to identify needed 
adaptations and develop a systematic scale-up strategy for the next phases 

• Medical chiefs and pharmacists should ensure a consistent supply of 
misoprostol, which meets the demand; review the push/pull system to allow 
for timely requisitions of misoprostol 

• Train more TBAs and health staff to increase the number of qualified 
people who can distribute misoprostol 

Costs/Resource Mobilization 

• Develop a long-term plan for resource mobilization or redistribution of 
resources to fund the misoprostol program and next phase of scale-up 

Monitoring and Evaluation 

• Provide technical support to introduce the misoprostol indicators within the 
national health information system 

• Appoint provincial focal persons to support timely reporting and data 
analysis 

• Provide a formal record/system to accurately record misoprostol provided 
to CHWS and returns of misoprostol 

 



201 

Limitations 

We interviewed national-level stakeholders and analyzed national 

documents and meeting notes. However, fieldwork was based in only 2 of the 

10 provinces undertaking the misoprostol program. Inhambane province and 

Nampula province experienced differences in program inputs, resources, and 

outcomes. This limits the generalizability of the study to Mozambique and to 

other countries. This case study cannot project the impact of the program and 

analysis is limited to the early expansion phase. It is also important to note that 

this was a retrospective analysis of the planning and management of the 

misoprostol program using the ExpandNet/WHO framework; the framework 

was not explicitly utilized by the user group or resource team in Mozambique 

as a guide in their scale-up efforts. Lack of availability of quantitative data 

limited analysis and therefore we were only able to provide estimates of the 

coverage of misoprostol in the first 9 months of 2017. Furthermore, data on 

access to and utilization of misoprostol were based primarily on calculated, 

indirect estimates, not directly reported data, leading to imprecision. 

Conclusion 

This study provided a retrospective analysis of the planning and the 

management of the early expansion of the scale-up of misoprostol for PPH 

prevention. The ExpandNet/WHO framework is a useful tool to plan, track 

progress, and allow for continuous learning. While the framework was not used 

in the planning or management of the misoprostol program in Mozambique, the 

scale-up effort would have benefited from the development of a more 

systematic scale-up strategy during the initial planning phase.  
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This case study identified barriers and facilitators to scale-up, as well as 

recommendations for the misoprostol program rooted in the ExpandNet/WHO 

framework. The Mozambican misoprostol program benefits from political 

support, inclusion within the National PPH Strategy, and integration into some 

of the MOH infrastructure, systems, and human resources. Between 2018 and 

2020, the MOH and resource team will focus on implementation in the existing 

35 districts. This study identifies the need to have a formal review of the 

misoprostol program with the MOH, resource team, and other stakeholders to 

identify lessons learned and needed adaptations, and to develop a systematic 

scale-up strategy to guide the continued national scale-up process.  
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Abstract 

Background 

Post-partum haemorrhage is the leading cause of maternal deaths in 

Mozambique. In 2015, the Mozambican Ministry of Health launched the 

National Strategy for the Prevention of Post-Partum Haemorrhage at the 

Community Level. The strategy included the distribution of misoprostol to 

women in advance at antenatal care and via Traditional Birth Attendants who 

directly administer the medication. The study explores the role of Traditional 

Birth Attendants in the misoprostol program and the views of women who used 

misoprostol to prevent post-partum haemorrhage. 

Methods 

This descriptive study collected data through in-depth interviews and 

focus group discussions. Traditional Birth Attendants between the ages of 30-

70 and women of reproductive age participated in the study. Data was collected 

between June-October 2017 in Inhambane and Nampula Provinces. Line by 

line thematic analysis was used to interpret the data using Nvivo (v.11). 

Results 

The majority of TBAs in the study were satisfied with their role in the 

misoprostol program and were motivated to work with the formal health 

system to encourage women to access facility based births. Women who used 

misoprostol were also satisfied with the medication and encouraged family and 

friends to access it when needed. Women in the community and Traditional 
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Birth Attendants requested assistance with transportation to reach the health 

facility to avoid home births.  

Conclusions 

This study contributes to the evidence base that Traditional Birth 

Attendants are an appropriate channel for the distribution of misoprostol for the 

prevention of post-partum haemorrhage at the community level. More support 

and resources are needed to ensure Traditional Birth Attendants can assist 

women to have safe births when they are unable to reach the health facility. A 

consistent supply of misoprostol is needed to ensure women at the community 

level receive this life saving medication.  

Plain English Summary 

Bleeding after childbirth (post-partum haemorrhage) is the leading 

cause of maternal deaths in Mozambique. The majority of these deaths happen 

when women give birth at home, without a skilled or trained health worker. In 

2011, the World Health Organization stated that they support the distribution of 

misoprostol (oral medicine tablets) to prevent bleeding after childbirth. These 

tablets are important for women who cannot get to a health clinic to give birth 

because they are easy to use, prevent bleeding and can save their lives. A 

woman simply swallows three tablets of misoprostol directly after the baby is 

born and before the afterbirth (placenta) is delivered.   

In 2015, the Mozambique Ministry of Health launched a National 

Strategy to prevent bleeding after childbirth for women who give birth at 

home. The strategy included two ways for women to receive the misoprostol 

tablets. First, women can get misoprostol when they visit the health clinic for a 
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maternal health check-up at 28 weeks in their pregnancy. Or second, they can 

receive it from a Traditional Birth Attendant, a community woman who helps 

other women give birth. Traditional Birth Attendants receive training about the 

medication and how to assist women in childbirth but is not a qualified health 

worker. The Traditional Birth Attendant gives the misoprostol to the woman 

directly after the baby is born. The study looks at the role of Traditional Birth 

Attendants in the misoprostol program and the views of women who used 

misoprostol to prevent bleeding after childbirth. 

Key words: Maternal Health, Traditional Birth Attendant, Mozambique, Post-

Partum Haemorrhage, Misoprostol, Community 

Introduction 

The maternal mortality ratio in Mozambique is 489/100 000 live births 

[1] and post-partum haemorrhage (PPH) is a leading cause of maternal deaths

[2, 3].  Mozambique experienced a 64.8% reduction in maternal mortality 

between 1990 and 2013 [1, 4] almost reaching the Millennium Development 

Goal target of a 75% reduction. Still, the lifetime risk of maternal death 

remains high; one in forty Mozambican women will die during child birth [1]. 

The Mozambican Health Sector Strategy 2014-2019 prioritises the reduction of 

maternal mortality as a primary goal [2].  

Results from a 2015 survey in Mozambique found that overall, 70% of 

births were assisted by Skilled Birth Attendants (SBA) [5]. The Ministry of 

Health marked significant improvement from the Demographic and Health 

Survey (DHS) in 2011 which found SBA coverage to be only 54% [1]. 

However, disparities exist; disaggregated results from urban and rural 

populations show heath facility births are much more prevalent in urban areas 
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(91%) compared to rural areas (67%) [5]. Access to rural health services in 

Mozambique remains limited by geographic distance, lack of transport options, 

coverage and quality [6, 7].  

In Sub-Saharan Africa, approximately 23% of all births are attended by 

a Traditional Birth Attendant (TBA, only half of which were formally trained 

in modern medical childbirth techniques with a focus on clean delivery [8].A 

TBA is defined as, ‘community-based providers of care during pregnancy, 

childbirth and the postnatal period’ who are traditional, not-formally trained 

and work independent of the health system [9]. TBAs were largely ignored 

through the 1990s by governments and the global health community after 

multiple studies suggested that TBA training was cost ineffective and had 

minimal impact [10, 11, 12].Notably, TBAs were not armed with birth kits or 

uterotonics alongside this training and thus some argue that new technology 

and evidence could improve outcomes [12, 13]. There is also growing evidence 

that TBA training may improve linkages with facilities and improve perinatal 

outcomes [10]. The aim of this paper is to analyse the role of TBAs in the 

provision of a maternal health innovation in Mozambique.  

Context in Mozambique 

Home births are a reality for women in rural and remote areas of 

Mozambique, despite the country’s policy to achieve the highest possible 

coverage of facility births with SBAs. TBAs play an important role in 

promoting ANC, often accompany and attend facility births, and assist at home 

births when women cannot access the facility births. Women in rural 

Mozambique often give birth at home with a TBA who may have limited or no 

training and few resources to ensure a safe delivery.  



216 

Prior to 1985, the MoH largely discouraged the involvement of TBAs 

as they were seen to detract from facility based births [14]. Investment and 

training in TBAs commenced in the late 1980s in Mozambique as an 

acknowledgement of the shortage of SBAs and limited coverage of facility 

births amongst rural women. TBA training first took place between 1991-1998; 

3,734 TBAs were trained, one-third of which were located in Zambezia 

Province [14,15]. In 1996, a study of TBA training in Manica Province found 

no significant difference in maternal, perinatal or infant mortality between 

trained and untrained TBAs [14]. This was published amongst mixed evidence 

on the utility of training TBAs for improving the quality of care and reducing 

the mortality of mothers/newborns [10, 11, 12]. The authors recommended that 

TBA training be balanced with improvements to health facility infrastructure 

and the provision of professional support to midwives working in remote 

locations. Since 2014, there has been a concerted effort in Mozambique to re-

engage in promoting early antenatal care (ANC) and facility births [2]; they 

have also engaged TBAs in the use of both chlorohexidine for the prevention 

of neonatal sepsis and misoprostol for the prevention of PPH [16].  

Misoprostol has proven to be a safe alternative uterotonic where 

oxytocin is not available, such as at home births [17, 18]. Numerous countries 

have piloted the community-based distribution of misoprostol using either 

advanced distribution for self-administration during ANC visits or via 

Community Health Workers (CHW), or through distribution to TBAs who 

attend births [19-24]. Scale-up of community-based distribution of misoprostol 

remains limited; while there are early success stories emerging from Nepal and 

Bangladesh, many programs have been delayed or abandoned by donors or 
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governments for political reasons and the lack of trust in community 

distribution [25].  

The Mozambique MoH has committed to the expansion of misoprostol for the 

prevention of PPH alongside a network of CHWs known as Agentes Polivalentes 

Elementares (APEs) [15] and newly trained TBAs. A pilot distribution of misoprostol 

conducted in Nampula, Mozambique from November 2009-October 2010 found that 

distribution through both TBAs and Antenatal Care (ANC) achieved 99% misoprostol 

usage at home births [26]. In 2011, the Mozambican MoH formally approved the 

distribution of misoprostol at the community level for the prevention of PPH. 

In 2014, the MoH launched the ‘Strategy for the Prevention of PPH at 

the Community Level’ (referred to as the National PPH Strategy), which 

included guidelines for the use of misoprostol for PPH where SBAs are not 

available [16]. The aim of the misoprostol program is to increase access to 

misoprostol for women who give birth in the community to reduce maternal 

mortality associated with PPH. The National PPH Strategy named 35 districts 

across the country to be included in the program for distribution. TBAs have a 

key role in the distribution and administration of misoprostol for the prevention 

of PPH. Pregnant woman at 28 or greater weeks of gestation may receive 

misoprostol in advance at ANC or they may receive it via a TBA in their 

neighbourhood. APEs act as the link between the health facility and the TBAs 

by providing misoprostol to the TBA in their zone. APEs are formally 

recognised by the health system, have a higher level of education than TBAs, 

often have a bicycle for transport, and receive a monthly subsidy [27]. 

Misoprostol for the prevention of PPH is branded as ‘Misol’ as a way to 

differentiate it between misoprostol used for inductions or abortion.  
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Implementation commenced in 2015 in six districts in Inhambane and 

Sofala provinces, and is ongoing in 35 districts across the country at the time 

this article was sent to publication. TBAs were recruited via recommendations 

by the health staff or APEs. Distance from the health facility was not 

considered in recruitment. Some TBAs prefer to remain autonomous and 

maintain their status outside of the formal health sector. Health staff, TBAs and 

APEs all received training on the use and distribution of misoprostol in May 

2015 in Inhambane Province and August 2016 in Nampula. TBAs received 

three- day training on safe birth practices and the use of misoprostol; 47 TBAs 

were initially trained in Inhambane and 80 in Nampula Province. Training was 

provided in a cascade ‘Train the Trainers’ approach and was supported by 

UNFPA and Jhpiego’s Maternal and Child Survival Project. TBAs distribute 

misoprostol to women directly at the birth and are not permitted to provide the 

misoprostol in advance.  

The aim of this study was to explore the role and perceptions of TBAs 

in the distribution of misoprostol for the prevention of PPH at the community 

level in two provinces in Mozambique. The facilitators and barriers that TBAs 

experienced working within the misoprostol program were also examined. We 

also sought to understand the views of women who had used misoprostol for 

the prevention of PPH.  

Methods 

Study Design 

This research was nested within a larger implementation study 

evaluating the distribution of misoprostol for the prevention of PPH in two 
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provinces in Mozambique. A phenomenological qualitative approach was 

applied to understand the misoprostol program through the experience of TBAs 

and women who had used the medication. This approach is suited to 

understanding health care and health systems through the real world 

experiences of patients and health workers engaged in the system [28]. A 

combination of focus group and individual interviews allowed a broad range of 

themes, which were then further explored in focus group discussions. It also 

allowed inclusion of a more diverse group of participants whose availability 

and comfort with the two methods might differ.  

This study was descriptive and used semi-structured qualitative 

interview guides for data collection. In-depth interviews and focus group 

discussions (FGD) were conducted by a trained research team who consisted of 

both local and international research assistants. Semi-structured interview 

guides ensured the main topics were covered including use and understanding 

of misoprostol, supply, safety, barriers and facilitators to participation in the 

program. A narrative review of the evidence base, challenges and scale-up of 

misoprostol was conducted by the authors [25]. This review in part informed 

the topics in the interview guide. The interview guides were pilot tested and 

then revised to ensure the questions were clear. 

 The majority of interviews and FGDs were conducted in local 

language or where appropriate, Portuguese. Interviews were held between 30-

60 minutes and were recorded with permission from the participants. At the 

end of each day, individuals and/or the team debriefed their observations and 

provided further details about the interviews. Ethical clearance was granted by 

the Human Research Ethics Committee at Charles Darwin University, 
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Australia (HREC 2015–2445) and the Mozambican National Bioethics 

Committee and Ministry of Health. Informed consent was sought and gained 

for all participants. 

Setting 

The study took place in three districts in Nampula Province and two 

districts in Inhambane Province in Mozambique. Inhambane and Nampula 

Provinces were chosen due to geographic region; one study site was located in 

the Southern region and one in the Northern Region of the country. Districts in 

each province were chosen based on inclusion in the national misoprostol for 

prevention of PPH program, geographical location and on discussions with 

Provincial and District Health Authorities.  

Study Participants 

Female TBAs between the ages of 30-70 were the key participants in 

the study. Respondents were selected based on geographical location, 

involvement in the misoprostol program and selected with assistance from 

either the health facility staff and/or the CHW. Where possible, a research 

assistant would call the TBA directly to request the interview. In some cases, 

the District Maternal Health Director and/or Community Health Workers were 

asked to contact the TBAs in their designated district and invite them to the 

health facility to speak to the study team. Participants were given the option of 

withdrawing from the interview or the study at any point; no participants 

requested to withdraw. Additionally, interviews were conducted with women 

of reproductive health age in Inhambane and Nampula Provinces who had 

previously used misoprostol to prevent PPH during childbirth. These women 
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were purposively selected on recommendation by the TBA, using snowball 

sampling to access this hard to reach population. Participant numbers were 

determined based on obtaining thematic saturation. Data were collected 

between June-October 2017.  

Analysis 

All interviews and debriefs were translated and transcribed in 

Portuguese, and then translated into English. Line by line thematic analysis 

was used to code and analyse the data using NVivo (v.11) [29]. KH and JH 

initially read all interviews twice to familiarise themselves with the data. 

Interviews were coded initially based on emerging themes, and then re-read 

and coded again resulting in additional themes. KH and JH coded the 

interviews and FGDs independently and reached consensus on key themes after 

several discussions; they discussed divergent cases as they arose and co-

authors provided input when necessary [30]. Notes from debriefings and 

recordings were reviewed and informed the analysis, particularly as a reminder 

of the context. KH is undertaking her PhD and JH is a medical doctor. They 

both have research and programming expertise in public health. Their views 

and life experiences may have influenced the data analysis.  

Results 

Qualitative semi-structured interviews were conducted with 16 

purposefully selected Traditional Birth Attendants (TBA) (11 in Inhambane 

and 7 in Nampula Provinces). Four FGDs were undertaken with TBAs in 

Nampula Province with 3-5 women in each group. In total, we interviewed 11 

women who had used misoprostol; 5 women were interviewed individually in 
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Inhambane and Nampula Provinces and 6 women participated in a FGD in 

Nampula Province.  

The findings were organized in the following themes: a) Understanding 

of misoprostol : correct use of misoprostol; misoprostol as risky b) TBA 

identity and role: satisfaction with misoprostol; encouraging facility births; 

trust between TBAs and health staff; sense of identity;, trauma and 

responsibility and c) Program operations: stock management; resources 

limitations; and transport and distance. These themes were then organised in 

the context of facilitators (groups a and b) or barriers (group c and trauma and 

responsibility) to the misoprostol for prevention of PPH program. See Figure 

6.2. 

Figure 6. 2 Key Themes and Sub-themes 
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UNDERSTANDING OF MISOPROSTOL 

Correct use of misoprostol 

The vast majority of TBAs correctly understood how to administer the 

misoprostol: three pills (600 micrograms) after the woman had given birth and 

prior to the removal of the placenta. For example, 

“The mother, after giving birth, and before the placenta [is birthed], 
has to take three pills before the placenta leaves to reduce postpartum 
haemorrhage” (TBA1, FGD 2). Another TBA explained, “In the 
training I was informed as soon as a mother finishes giving birth, I 
must immediately give three pills and she should swallow immediately 
to avoid bleeding” (TBA 4). 

Three TBAs were unsure of how to administer the medication and they 

had not had the misoprostol provided to them since receiving the training. 

Because training took place in May 2015 in Inhambane Province and August 

2016 in Nampula, there was often a time lag between training and the actual 

distribution of misoprostol. The majority of TBAs clearly described the 

administration of misoprostol prior to birth as ‘dangerous’ and knew the exact 

timing to give the medication. When asked if there were any other uses for 

misoprostol, none of them could name any, including when probed about use 

for abortion. However they were strictly told during their training to hide the 

medication from children and for others, saying for example: 

Uhhhh, I personally have never heard of it [giving misoprostol before 
the birth], see even in the training about Misol we were not told that, 
we were told to give it after the birth, before the birth it should not be 
give. (TBA 9)  

Misoprostol as risky 

There was a strong focus on the risks and dangers (both real and 
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fictional) associated with misoprostol as taught during the training and 

reinforced by the nurses. The TBAs receive three doses in a blister pack from 

the APE. If a zone or neighbourhood did not have an APE, the TBA received 

the doses directly from the Maternal Newborn and Child Health (MNCH) 

nurse at the health facility. Many TBAs were told that the medication, despite 

being in closed blister packs, attracted rodents and there would be a high risk 

of death if consumed by a child. One TBA explained,  

They told us that we should be very careful with these tablets, keep them 
very well and safely, if they are opened even if it is a small opening, they 
become unusable, so we should not administer in this situation. (TBA 13)  

One TBA mentioned that if the drug were to be sold, that the TBAs 

would experience severe consequences. “…we were warned not to sell any 

pills, anyone found to do this could pay a fine of one million and go right to 

jail” (TBA 14). 

TBA IDENTITY AND ROLE 

Satisfaction with distribution of misoprostol 

Overall, the majority of TBAs stated that they had positive feelings 

about administering misoprostol and believed it was useful for their work and 

the community. They made statements such as: 

... the pills really help a lot, because there are times when the patient 
loses a lot of blood and if there are no pills it can be fatal, especially 
since everything here is distant, there is no transport and in the middle 
of the bush little can be done to save the patient. (TBA 15) 

 
When we got the child out, I took out the Misol and gave it to the lady 
and removed the placenta. There was no bleeding problem. I am very 
pleased with this work. It is rewarding when everything goes well without 
bleeding, and even if the delivery goes well, I always advise her to go to 
a hospital for a brief check-up. (TBA3, FGD 3) 
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Women in the community who had taken misoprostol also spoke 

positively about the medication and felt that it made them strong and their 

‘body firm’. The majority of the women did not know the name of the 

medication; they referred to it as the pill that stopped the bleeding. All stated 

that they wanted the program to continue, for instance:  

When I left the hospital I walked by myself until I got home. I did not 
need to stay in bed or be hospitalized, the pill had a good effect on my 
body. I was able to walk by myself. (Participant 3, FGD 6 Women who 
used misoprostol) 

A few women spoke about some people who had not yet taken 

misoprostol that had worries about taking medication. They said that they 

encouraged other women in their community to use misoprostol as this woman 

explained. 

People who have not yet taken it [misoprostol] say they are afraid to take 
it because they do not know what the reaction will be. Now we have tried 
to pass on to them the experience that it is a good medicine and that it 
does not harm the body and that it does not kill, we are here alive and 
healthy. (Participant 2, FGD 6 Women who used misoprostol). 

The men when their wives have not taken it yet say that this pill is 
nothing, people are just excited, but for those of us who have already 
taken it our husbands have a contrary opinion because they have already 
seen the good effects of the Misol. (Participant 1, FGD 6 Women who 
used misoprostol).  

Encouraging Facility Based Births 

All TBAs in both Inhambane and Nampula provinces emphasised that 

their primary responsibility was to bring women to the health facility to give 

birth. TBAs often give talks to the community and women about seeking 

antenatal care, giving birth with an SBA and childhood vaccinations. APEs and 

community leaders also play a role to encourage health seeking behaviour and 

facility births. Women who used misoprostol also said that they encourage 
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friends and relatives to seek care early and, if needed, use misoprostol in cases 

when they cannot get to the facility, for example:  

…since the government has thought of putting a traditional midwife 
[TBA] in each neighbourhood or community, several advances have 
been recorded. In fact, it was a wise decision. And the mobilization or 
campaigns of sensitization is not only done here in the hospital, but also 
in the neighbourhoods. Local structures such as Ward Clerks, 
Community Leaders, are all aligned on spreading information about 
pregnancy and Misol. Even the structures of the district government have 
collaborated. When we met with a Director and asked for help to take a 
woman to the hospital, there was never anyone who refused. We all 
collaborate. (TBA 3, FGD 4) 
 
It was commonly accepted that misoprostol was to be used only if a 

woman could not reach the health facility. Most of the informants, unprompted, 

described the importance of facility births as the safest option. TBAs described 

misoprostol as a medication only to be used in the event of a ‘surprise’ birth, or 

‘birthing along the way’ to the facility. Any birth that they assisted with at 

home was either because the woman would give birth on the road, had 

progressed too quickly, could not walk, or a transfer could not be arranged 

despite her efforts. TBAs made comments explaining this including:	

When I started this program, we were taught that we cannot perform 
births at home, but there may be some surprises and we have to deliver 
before we get to the hospital, so we should have these pills to give the 
woman after the baby is birthed. However, it is our duty to mobilize and 
sensitize pregnant women to the health unit. (TBA 6)   

 
Some TBAs took a staunch approach to implementing the policy on 

health facility births and refused to assist home births. One TBA mentioned 

that ‘their house was not a maternity’ and they would outright refuse women to 

enter their house to give birth there, for example:  

No, I do not usually take much time, when the place is far away I refuse 
(laughs), because I teach them to go to the hospital, going to the patient’s 
house is also not accepted, only to call me, saying that she is on her way 
to the hospital. I do not accept to receive people in my house to give 
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birth; they did not teach me to transform my house into maternity 
(laughs). (TBA 15) 
 

Trust between TBA and health staff  

Trust was identified as a major theme in the study and was a facilitator 

to the program being accessed in the community. Trust was central to allowing 

the health facility to move forward with community distribution. TBAs are 

well known in their community and respected which assisted in introducing 

misoprostol as a new intervention. Most TBAs enjoyed a positive relationship 

with those involved in the misoprostol program including the nurses, health 

staff and APEs.  

TBAs often worked closely with the APE in their neighbourhood. They 

mostly described a good working relationship with the APE and were satisfied 

with the role the APEs played as the channel between themselves and the 

health facility for the distribution of misoprostol. For example, “We take good 

care of them, along with our nurses, they do not abandon us nor despise us, in 

fact you just see between us and the nurses we have a good relationship…we 

understand each other” (TBA 7). 

 A strong, positive relationship with health staff also appeared to anchor 

the program and encourage facility births. Many TBAs spoke about attending 

the labour after assisting the woman to reach the health facility, some TBAs said 

they would observe or assist in the maternity ward. All TBAs appreciated and 

felt respected when the nurses included them in the maternity ward. Others 

mentioned that it was a good opportunity to learn from skilled birth attendants, 

as illustrated here: 

We have good relations, we talk, we respect [each other], we help 
ourselves and we teach a little of everything, so that the service can go 
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well, after all we all have the same objectives …they always receive [us] 
with great professionalism, both the traditional midwives [TBAs] as well 
as the patients that we bring from our communities. Even when we arrive 
at midnight, the nurses get up and greet us. (TBA 1, FGD 4)  
 

However, not all TBAs reported a positive relationship with the nurses and 

some were unhappy with the dynamic, for example:  

That's why I said that when I arrive at the hospital with a patient, the 
nurses do not give me importance, until at some point they ask where you 
are going to sleep? They do not give me the opportunity to watch the 
work with the more informed colleagues, which is not good. (TBA 4) 

 

Sense of Identity 

TBAs very strongly identified with their role, some stated that their 

skills to assist with births were a gift from God, or a skill passed on by their 

mother or family member. Often they were chosen by the community to work 

as a TBA.  

I used to do many births, it was not by accident that I was taken to work 
in coordination with the hospital, although I could not read or write, 
but God gave me this gift to help women. Nowadays, since we started 
talking about the need for women to go to the hospital, these cases have 
greatly diminished. (TBA 8) 

 
TBAs mentioned the importance of having t-shirts or capulanas 

(traditional material worn as a skirt, dress or to carry babies) with MoH logos 

to help with their identification in the community and to help them to gain 

acceptance and be respected in their work. The TBAs that had received a MoH 

printed TBA t-shirt wore it very proudly; it was clear this small incentive was a 

positive means to show they received support from the MoH. For example: 

As we have this t-shirt, although it is the only one that was given to us 
in the hospital [a TBA printed MISAU shirt], it helps them to identify us 
and see that we work in coordination with the hospital and so they do 
not reject us. (TBA 7)  
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Trauma and responsibility 

Very few TBAs experienced maternal mortality or newborn deaths, and 

several noted that they experienced fewer cases of PPH after the introduction 

of misoprostol. Those that had experienced deaths described a deep sense of 

responsibility despite their limited skills and resources. This is highlighted in 

this quote: 

There was this one time when I lost a girl here in the house, it was very 
difficult. Another time as well there was a woman whose family I 
counsel to go to the hospital but they took their time, and when they 
arrived at the maternity unfortunately it was too late, and she died. 
(TBA 10) 

They also described significant fear and anxiety around attending homebirths 

without having the skills or the materials to respond adequately, for instance: 

What usually is difficult for me is when you advise someone to go to the 
hospital and they resist until they give birth at home, it makes me very 
sad, because there may be a serious problem with the baby or the 
mother and I am held responsible for being the TBA of that person… 
Imagine that she gives birth and needs stitches, how will I do it? So I 
should be able to make the woman come to the hospital on time. (TBA 
12) 

Overall TBAs felt very accountable to their community and also 

worried about being blamed for any adverse outcomes. They had a clear sense 

of responsibility to respond to the needs of pregnant women and women in 

labour. This also manifested in fear and guilt, that they will not be able to 

provide for women when needed as explained here:  

No, because as soon as you said that you are looking for the pills, for 
now there are none. This would be the only request because if you find 
someone in labour, outside the hospital, it is difficult without the pills, 
and we can only trust God, since we cannot leave the person suffering. 
(TBA 16) 
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PROGRAM OPERATIONS 

Stock Management 

Stock outs were a source of stress and concern for both TBAs and 

women; there was concern for the women who would not benefit from the 

misoprostol. In the National PPH Strategy, the process for distribution of 

misoprostol is from the Health Facility to the APE to the TBA. TBAs receive 

the misoprostol in a blister pack from the APE. The APE acts as the link between 

the health facility and the TBA as they often have bicycles and a formal 

connection to the health system. APEs are responsible to submit monthly reports 

to the health facility and can then pick up more stock of misoprostol if needed. 

In practice, this system does not always function. In some instances, TBAs were 

not able to retrieve the misoprostol from their identified APE due to distance, 

unavailability or illness. In other cases, there may not have been an APE who 

lived in the same neighbourhood or community as the TBA. Some TBAs 

bypassed the APE “middle men” and picked up the misoprostol directly from 

the health facility. For example, “They told us in the training that it should be 

the APE to give us but for my case it is difficult because my APE is far from me, 

so I come here to pick it up at the health unit with the nurse” (TBA 5). 

Other TBAs mentioned that the system whereby the TBA received the 

misoprostol from the APE was not always functioning due to the distances 

between the APE and TBA and the reliance on cell phones for communication. 

One TBA explained it as the following, “We work well [together], but I'm very 

far from the APE, only my colleagues are close to them. I have more contact 

with the nurses” (TBA 13).  
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 In some districts, TBAs had been without stock for several months and 

in a few cases up to a year. Other TBAs said they had received training, but had 

not yet received any doses of misoprostol. This raised questions about the 

sustainability of the program; TBAs without regular access to misoprostol 

questioned whether the program would continue. In other cases TBAs reported 

that they had received stock but had to return it as the pills were expiring, for 

example:  

When they do not have it we have a real despair. As it is a medicine that 
helps we run to the hospital to ask the nurse or the midwife. The sad thing 
is when they say they do not have it and are waiting for it. But when it's 
in the warehouse there's been no difficulty in giving us the pills. 
(Participant 2, FGD 6 Women who used misoprostol)  
 
 

Surprisingly we did not speak to any TBAs that supervised the administration 

of misoprostol that mothers had previously received at ANC. TBAs who lived 

further away from the facilities were often those who directly administered 

misoprostol, probably to women who were less likely to have had received 

ANC after 28 weeks. A reliable supply of misoprostol which is easy to access, 

either via the APE or directly from the health facility was seen to be an 

essential component of the functioning of the program. 

Resource limitations  

Lack of financial and material resources were prominent underlying 

barriers to the TBAs involvement in the misoprostol program. TBAs do not 

receive any salary, incentives or resources for their participation in the 

program. While this did not seem to have negative implications on the 

relationships between the TBA and APEs or health staff, all of the TBAs 

mentioned that they would appreciate support from the government to perform 
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their jobs safely. TBAs that we spoke with did not have any other employment 

or additional income and were very poor, for example:  

Unfortunately I am not lucky enough to earn money for the work I do, I 
have already brought many people into the world by my hands. If it 
were a case of working for a boss, I think I would be in retirement now 
and earning money for the time spent in this activity. (TBA 15)  
 

Many TBAs spoke about their lack of soap and gloves, and resulting 

fear of infection. They explained that they did not receive gloves or soap to 

assist with their work as their role, as per MoH policy, was solely to 

accompany woman to give birth at the health facility, as explained here: 

Well, they tell me that my job is to get pregnant women to the hospital, 
but if it happened before I was there, I should get some plastic [from a 
1kg sugar bag], and put it on my hands, that's how I do it, they did not 
give me gloves, they said they wear the gloves in the hospital. (TBA 10) 
 
Just a few things saddens me in this work, we do not want much, just 
soap, imagine you my daughter, we are dirty and we have to go home to 
wash us with the little that our husband tries to arrange, with many 
difficulties, he even gets annoyed because he says that this work does 
not help me at all and he threatens to forbid me. Still, I keep doing it 
because I like to help. Therefore, we do not need much, just soap 
because it is inevitable that the blood will make us dirty and it is not 
easy without cleaning ourselves. (TBA 7) 

 

 Poverty and shame was also an underlying theme in discussions with 

women who had used misoprostol. Women spoke of poverty in terms of the lack 

of resources to deliver comfortably; being transported to the health facility, with 

a new capulana (traditional cloth) for the baby, and having food to eat after the 

birth of the baby, for example:  

For example when a child is born they do not let it be covered with this 
capulana that I used, in the hospital they say it must be a new capulana 
... where will I get money for a new capulana if my only capulana is this 
one? So we do not know ... this price we are paying for our misfortune is 
very high. The nurses only know to say that we should produce vegetables 
to be able to sell to get money ... but here who will buy what we produce 
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if we are all farmers and poor people? (Participant 3, FGD 6 Women 
who used misoprostol) 
 

Transportation and distance 

In addition to a lack of resources, the majority of TBAs spoke about the 

challenges they faced reaching the health facility. One of the key roles of TBAs 

is to accompany women to the health facility to give birth; however 

transportation was never provided, and many TBAs reported they had to walk 

or pay for transport out of pocket as highlighted here:  

Another problem is transportation, I live far from the health unit, I must 
pick up two cars and pay 40 meticais just to come, so, round trip is 80 
meticais and no one gives me that money, its personal effort. We are told 
that this is voluntary work and that we should do it of our own free will, 
so I do it without gaining anything. (TBA 13) 

 

 A few TBAs refused to assist in home births, even when transport or 

walking was impossible, and seemed concerned about being blamed or punished 

by heath staff if and when they did.  ‘Birthing along the way’ or on the side of 

the road in transit to the health facility was a challenge for both TBAs and 

women. TBAs described the challenges of walking and assisting women to give 

birth  in the dark without gloves, soap or water. TBAs and women explained that 

often they only had an unwashed capulana (traditional cloth) with them to wrap 

the baby.  

 Women in the community vividly described the hardship of walking 3 

hours or more to the health facility in late pregnancy or in labour.  The imperative 

for safe reliable transport to the health facility was a key request by women in 

the community: 

We want to continue to receive your medicines the Misol tablet. Of the 
many difficulties that women here face the greatest of all is 
transportation. We need a car to help us. Our bodies are already getting 
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tired, we have to raise children, take care of the house and still go to the 
fields. We are asking for a lot [a car]... with this, expensive Misol would 
reach the most distant people... (Participant 5, FGD 6 Women who used 
misoprostol) 

Discussion 

This study aimed to understand the role and perceptions of TBAs in the 

distribution of misoprostol for the prevention of PPH at the community level in 

two provinces in Mozambique. The facilitators and barriers that TBAs 

experienced working within the misoprostol program were also examined.  

We encountered a great deal of support for the misoprostol program 

from TBAs and women themselves. Women who had used misoprostol 

appreciated the medication and encouraged community members, relatives and 

friends to use it. TBAs highly valued the program, and spoke confidently about 

distributing misoprostol and understood its role in preventing PPH. Similar to 

other studies in Nigeria [31] and Nepal [32], most TBAs correctly explained 

how and when to administer misoprostol.  

However, it is important to note that our sample size was relatively 

small and limited to TBAs and women who lived relatively close to the health 

facility. Furthermore, the TBAs themselves helped to identify the woman who 

had used misoprostol and could be interviewed. This may have also created a 

bias towards woman who had only positive experiences. While women and 

TBAs we spoke with spoke highly about the use of misoprostol this cannot be 

generalised geographically in terms of province or even district. 

TBAs expressed a strong sense of identify and pride in their work, and 

described their role as a respected member in their community. Many TBAs 

spoke of the calling they had either from God or a family member to assist 
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women to give birth. T-shirts and capulanas with the MoH logo provided them 

with a uniform and a means of identification in the community. TBAs felt a 

heavy responsibility to the women they assist which at times caused them to 

feel stress. Few TBAs were present when a woman passed away in labour or 

shortly after giving birth; however many discussed the risk of death and their 

fear of being able to assist with complications.  

TBAs described strong, positive relationships with the APEs and 

MNCH nurses which often bolstered their sense of identity as a link between 

the informal and formal heath system; other studies have also seen an increase 

in referrals and awareness of medical care with the engagement of TBAs 

[33,34]. TBAs were satisfied that their work was recognized by the formal 

health sector, and interestingly some appreciated the opportunity to observe the 

facility delivery as a learning tool. These findings are in keeping with a 

systematic review which found that including TBAs within health facilities 

increases skilled birth attendance and the more involved the TBA was with the 

health facility, the greater the impact [35]. Facility births can be improved with 

the creation of a supportive environment that links TBAs and SBAs and also 

removes barriers to women’s access to health facilities and SBAs [32]. 

TBAs consistently described accompanying pregnant and labouring 

women to the health facility, a finding in keeping with the strong commitment 

by informal and formal health care workers and community members in 

southern Mozambique to promote ANC and births at the health facility [7]. 

TBAs were aware of the national policy to encourage health facility births, and 

understood that misoprostol should be used only in the event of emergencies or 

unexpected births. Findings from a recent systematic review of task shifting in 
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Active Management of the Third Stage of Labour support this approach; first 

promoting facility birth and then including additional interventions, such as 

community distribution of misoprostol, in place as a safeguard [36]. While it is 

encouraging that misoprostol is being used only as a last resort, it is important 

also that health providers and TBAs receive the message that it is a lifesaving 

medication and therefore they should not be overly cautious and avoid using it 

for fear of repercussions.   

This study unveiled several unintended consequences of promoting 

facility deliveries without major investments in transport or communication 

systems. While some communities did have access to a maternal waiting home, 

often women were not able to leave their children at home without care and/or 

husbands did not see it as appropriate for their wife to be away from the home. 

Giving birth “on the way” to the facility, with no protection from the elements 

has also been described in Malawi, where women had to give birth on the 

roadside often due to a delay to seek assistance from a TBA or SBA at the 

health facility [37].  

Some informants attributed their lack of resources for safe and clean 

birth as a way the health facility emphasised their role to promote facility 

births. Almost all TBAs discussed the lack of soap and gloves as having a 

negative impact to their work and motivation. Some TBAs spoke about using 

alternatives like used sugar bags or plastic sheets as makeshift gloves or none 

at all. They were fearful of contracting blood-borne illnesses themselves. Clean 

birth kits are not available to the TBAs; this includes soap, gloves, plastic 

sheets, razor blade and a cord clamp or string [38]. Clean birth kits are an 

affordable intervention and relatively easy to implement; they are used in at 
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least 51 low-income countries with high prevalence of home births [38]. Lack 

of gloves and soap was seen to be a greater barrier to the work of TBAs than 

any other, including transportation and lack of financial incentives.  

 Poverty was the root of discussions around TBA and women’s lack 

resources, and transportation. TBAs do not receive payment for services 

besides what the community or households may offer informally – food, 

material or other small gifts. APEs are supported by the national program and 

receive a monthly subsidy of approximately 20 USD. Despite not receiving a 

stipend or incentives, the majority of TBAs said that they did not feel 

resentment towards the APEs for their earnings or expect a salary. However, 

many were impoverished by the out of pocket transportation costs associated 

with accompanying women to the health facility. All TBAs in the study said 

they would appreciate basic resources to assist with their work. Many 

described the hardship of encouraging facility based births coupled with the 

reality of the great distances, lack of transportation, lack of money and poor 

access. These barriers to healthcare are widespread across Mozambique as 

cited in other studies [6, 7, 39].  

This study supports the notion that TBAs can be effective partners in 

delivering maternal and child health interventions to improve safe delivery 

until health facility birth is accessible to all women [10, 13]. The results of this 

study provide insight into the role and daily work of TBAs in Mozambique, 

with implications for minor modifications to the operations of the national 

misoprostol program, and implications for maternal health policy more 

broadly. Recommendations in Table 6.1 reflect a combination of global best 

practices and generalizable conclusions from this study. (Refer to Table 6.1). 
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Table 6. 1 Recommendations 

Operational recommendations for the misoprostol program:  

• Allow TBAs to pick up the medication from the health facility where 
necessary and appropriate to ensure a stable supply of misoprostol. 

• Heighten communication of the Strategy for the Prevention of PPH at the 
Community Level to TBAs. TBAs and MNCH nurses should feel 
confident distributing and administering misoprostol to women who will 
have a home birth as part of the National Strategy. 

• Provide clear information to the community via heath facility staff, 
CHWs and TBAs about misoprostol and how to use it correctly, 
alongside messages encouraging facility-based birth to dispel fears and 
myths in the community.  

• Consider clean birth kits distributed through ANC, APEs, and/or directly 
to TBAs. This would alleviate the concerns TBAs have about infections 
to themselves, women and newborns while reducing neonatal mortality. 
This study found no concerns that this might undermine facility 
deliveries.  

Recommendations to increase coverage of births attended by SBAs:  

• Transportation, while costly, is a necessary investment to ensure women 
have access to health facilities. Women and TBAs both strongly support 
facility deliveries, but requested assistance with transport and 
communication. 

 

Limitations 

 
Participant recruitment was established through purposive sampling. A 

mapping of all TBAs in the country has not been conducted and very little 

reporting takes place due to a number of factors, including illiteracy and the 

fact that TBAs are not officially part of the formal health sector. Therefore it is 

very difficult to know details about the number of TBAs and their catchment 

areas.  

The majority of TBAs that participated in the study and were involved 

in the misoprostol program live relatively near to the health facility. Therefore 
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there is a risk of potential selection bias as TBAs were referred by the health 

facility or CHWs. Due to time limitations and participant availability we were 

only able to reach a small sample of women who had previously used 

misoprostol. The perspectives from TBAs who live further from the health 

facility are different than those who live relatively closer, especially in terms of 

access to the health facility and participation in the misoprostol program.  

As with many qualitative studies, it is difficult to generalise the findings 

of this study due to the small sample size and varied context.  

Conclusion 

This paper contributes to the growing body of research supporting the 

community distribution of misoprostol for PPH prevention in settings where 

births that take place outside of health facility are still a significant proportion 

of all deliveries, and provides particular contextual findings for the role of 

TBAs in two provinces of Mozambique. TBAs play an important role in the 

distribution of misoprostol, encouraging facility based birth and advocating key 

messages for safe motherhood. This study adds to the evidence that TBAs are 

appropriate channels for the distribution of misoprostol for prevention of PPH; 

they are willing, capable and understand how and when to safely distribute the 

medication. Many TBAs highly valued their inclusion in the health system, 

receiving training and being provided with misoprostol.  

A consistent supply chain of misoprostol is necessary to ensure the 

sustainability of the program. TBAs request resources like birth kits, 

communication and transport options to heighten their efforts to ensure women 

can access to the safest birth possible. The MoH should expand their support to 
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TBAs as allies with the health system to improve maternal and child health 

outcomes. 
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Abstract 

Background 

Mozambique has high maternal mortality which is compounded by 

limited human resources for health, weak access to health services, and poor 

development indicators. In 2011, the Mozambique Ministry of Health (MoH) 

approved the distribution of misoprostol for the prevention of post-partum 

haemorrhage (PPH) at home births where oxytocin is not available. 

Misoprostol can be administered by a traditional birth attendant or self-

administered.  The objective of this paper is to examine, through applying a 

human rights lens, the broader contextual, policy and institutional issues that 

have influenced and impacted the early implementation of misoprostol for the 

prevention of PPH.  We explore the utility of rights-based framework to inform 

this particular program, with implications for sexual and reproductive health 

programs more broadly.  

Methods 

A human rights, health and development framework was used to 

analyse the early expansion phase of the scale-up of Mozambique’s 

misoprostol program in two provinces.  A policy document review was 

undertaken to contextualize the human rights, health and development setting 

in Mozambique. Qualitative primary data from a program evaluation of 

misoprostol for the prevention of PPH was then analysed using a human rights 

lens; these results are presented alongside three examples where rights are 

constrained.  
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Results 

Structural and institutional challenges exacerbated gaps in the 

misoprostol program, and sexual and reproductive health more generally. 

While enshrined in the constitution and within health policy documents, human 

rights were not fully met and many individuals in the study were unaware of 

their rights.  Lack of information about the purpose of misoprostol and how to 

access the medication contributed to power imbalances between the state, 

health care workers and beneficiaries. The accessibility of misoprostol was 

further limited due to dynamics of power and control. 

Conclusions 

Applying a rights-based approach to the Mozambican misoprostol 

program is helpful in contextualising and informing the practical changes 

needed to improve access to misoprostol as an essential medicine, and in turn, 

preventing PPH. This study adds to the evidence of the interconnection 

between human rights, health and development and the importance of 

integrating the concepts to ensure women’s rights are prioritized within health 

service delivery.  

Key Words: post-partum haemorrhage; maternal health; human rights; 
development; Mozambique; right to health 

Background 

In 2015, approximately 303 000 women worldwide died during

pregnancy and/or due to childbirth complications  and almost all in low to 

middle income countries (1). The main causes were post-partum haemorrhage 

(PPH), sepsis, pre-eclampsia or eclampsia, complications arising at the time of 

birth and unsafe abortion. All of these causes are, to a large extent, preventable 
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(1). PPH alone accounts for nearly one quarter of all maternal deaths 

worldwide (2).  

Oxytocin (administered intravenously or intramuscularly) is 

recommended for the prevention of PPH, but when oxytocin is not available, 

misoprostol, a medication available in tablet form (600 mcg oral) can be used 

as an alternative (3). Oxytocin is rarely accessible to women giving birth 

outside a health care setting due to the need for refrigeration and administration 

via injection (4, 5). Oxytocin is widely used in health facilities across 

Mozambique but 30% of births take place without a skilled birth attendant 

(SBA) and therefore many women give birth without uterotonic protection 

(IMASIDA, 6).  

Misoprostol is a safe alternative for the prevention of PPH when 

administered immediately after the birth where oxytocin is not available (3). 

Misoprostol is available internationally in 200mcg tablets. Therapeutic or 

preventive doses for PPH are usually administered as 3 tablets (600mcg) or 4 

tablets (800 mcg) (3).  Misoprostol can be self-administered or administered by 

a trained community health worker (CHW) or traditional birth attendant (TBA) 

(7, 8).  

Mozambique has a population of 28.9 million with an average life 

expectancy of 55.1 years (9, 10). In 2015, Mozambique’s maternal mortality 

ratio was estimated at 489 per 100 000 live births (11). Haemorrhage, both 

antepartum and post-partum, is a leading cause of maternal deaths (12-14). 

In 2009-2010, the Ministry of Health (MoH) commissioned a study to 

assess the effectiveness and feasibility of distributing misoprostol for the 
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prevention of PPH in the community. The study showed that distribution 

through both TBAs and antenatal care (ANC) achieved 99% misoprostol use 

among women who gave birth unassisted at home (15).  Subsequently, the 

results supported the MoH to plan for the distribution of misoprostol for PPH 

prevention at the community level via ANC and TBAs.  

In 2015, the National Strategy for the Prevention of PPH at the 

Community Level (referred to as the National Strategy for PPH) was launched 

by the MoH and partners. The strategy outlined a plan to roll-out the 

misoprostol program in 35 of 128 districts across the country. Since then, the 

MoH and a number of MNCH partners have contributed technical support for 

the implementation of the misoprostol program including Jhpiego’s Maternal 

and Child Survival Program (MCSP) and the United Nations Population Fund 

(UNFPA).  

Human rights and gender equality are well enshrined in legal 

frameworks in Mozambique, including the first Constitution in 1975 (16). 

Mozambique is signatory to most major human rights treaties aimed at 

promoting equal rights for women and men (See appendix 1). However, in 

practice a number of barriers prevent women from accessing their rights, 

including access to misoprostol. 

Human rights based approaches can be used to ensure rights are 

embedded into a program or policy from the onset and incorporated into each 

step of the program cycle including policy, planning, implementation and 

monitoring and evaluation (17). The essential components of a human rights 

approach include: universality with a focus on vulnerable populations; 
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indivisibility/interdependence; accountability; participation; rule of law; and 

progressive realization, access, affordability, quality (18, 19).   

Health, human rights and development interface in a simple framework 

(Figure 1) designed by Tarantola et al.(20, 21) that can be used to analyse a 

state’s capacity to uphold human rights, provide essential health services and 

encourage human development. The framework goes beyond the usual 

programmatic challenges by forcing more in-depth, nuanced understanding of 

relevant systems (20, 21).  

This paper applies a rights-based framework to understanding the 

broader contextual, policy and institutional issues at play in the early 

implementation of misoprostol for the prevention of PPH.  We then explore the 

utility of a rights-based framework to inform the Mozambique misoprostol 

program as a unique case study, and consider the implications for sexual and 

reproductive health programs more broadly.  

Figure 7. 2 The Human Rights, Health and Development Triangle (Tarantola et al., 2008; 
Tarantola et al., 2013). 
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Methods 

This paper presents an analysis of the early expansion phase of the 

scale-up of Mozambique’s misoprostol program in two provinces through the 

lens of a Tarantola and colleagues’ human rights, health and development 

framework (20, 21) (see Figure 1). This qualitative study had two main 

components. The first was a policy document review to describe the human 

rights, health, and development context in Mozambique. The second was a 

thematic analysis of qualitative primary data from a program evaluation of 

misoprostol for the prevention of PPH. The health, human rights and 

development framework was used to identify three examples from the primary 

data which describes where rights might have been infringed.    

1) Policy document review

A document review of misoprostol program and policy documentation 

in Mozambique was undertaken with the goal of identifying the key documents 

most salient to health and reproductive rights. These documents were initially 

accessed through a grey literature search online, using a combination of key 

words in English and Portuguese including “health”, “development” AND/OR 

“human rights” in “Mozambique”. We then triangulated our grey literature 

search with the MoH and program partners through the course of the study. 

Core documents included the National PPH Strategy; The National Health 

Sector Strategic Plan 2015-2019; the National Plan for Health and Human 

Resource Development; Demographic and Health Surveys (2011 & 2015); the 

international human rights treaties Mozambique has signed and ratified; the 

UNDP Human Development Index; and gender equity publications and policy 
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areas related to health and development at the national, regional and 

organisational levels. Forward snowballing of references and suggestions from 

the MoH and program partners were used to locate additional documents and 

literature. A thematic analysis of the documents was undertaken under the 

Framework’s central tenents of human rights, health and development (20).  

2) Analysis of qualitative primary data

Qualitative data from semi-structured interviews and focus group 

discussions were  collected in 2017 as part of a larger evaluation of the scale-

up of misoprostol for the prevention of PPH in two provinces in Mozambique 

(22).  The broader study aimed to a) uderstand TBA’s roles and perceptions on 

the distribution of misoprostol; b) explore the views of women who had used 

misoprostol; c) identify facilitators and barriers to the early expansion of the 

misoprostol program for the prevention of PPH at the community level; and d) 

examine coverage and utilisation of misoprostol in the two provinces.  

Study interview guides for stakeholders and health staff were developed 

using existing tools relevant to this study (23, 24). Questions focussed on the 

process of scale-up including barriers and enablers; dissemination and 

advocacy; organizational inputs; finances/mobilization of resources; and 

monitoring and evaluation. CHWs and TBAs were interviewed about their use 

and understanding of misoprostol and the barriers and enablers to the 

misoprostol program. Women who used misoprostol were asked questions 

about their experience receiving and using the medication.  

Purposive sampling was used to select the research participants based on 

consultation with key stakeholders in the program, assistance from district 
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health staff, community health workers, and women who used misoprostol. 

MNCH stakeholders were interviewed based on their involvement in the 

misoprostol program. Details of recruitment and data collection procedures are 

documented elsewhere (22, 25). 

In total, focus group discussions and semi-structured key informant 

interviews were undertaken with:    

i. 15 Ministry of Health staff and policy/MNCH stakeholders. 

ii. 19 health staff involved in the misoprostol program (Medical directors, 

hospital directors, MNCH nurses, midwives, health 

technicians/auxiliary staff and pharmacists). 

iii. 15 community health workers and coordinators, 15 traditional birth 

attendants (TBAs) and 11 women who had used misoprostol.  

iv. 4 focus groups discussions (FGDs) with TBAs in Nampula Province.  

 

Most interviews and FGDs were conducted in local language or where 

appropriate, Portuguese. Interviews averaged 45 minutes and were recorded 

with participant permission. MNCH stakeholder interviews took place in 

Maputo city, Inhambane and Nampula Provinces at the participant’s office or 

convenient alternative. Team members debriefed daily to record observations 

and context. Recruitment and data collection procedures are elaborated 

elsewhere (22, 25). 

Two international and three local research assistants collected data. 

Research assistants received training on qualitative data collection and research 

ethics. Interviews, field notes and recordings were translated and transcribed in 
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Portuguese by Mozambicans who spoke local dialects, and then translated into 

English. Data quality checks from Portuguese to English were undertaken by 

KH and JH by listening to the interview recording in Portuguese alongside the 

Portuguese transcripts and English translation. Nvivo (v.11) software was used 

to undertake the analysis. The first author read all interviews and documents 

twice to become familiar with the data. All data were deductively coded by the 

first author according to the underpinning constructs of the framework (20). 

The second round of coding was inductive and resulted in the emergence of 

additional themes. The analysis was cross-checked with co-authors to ensure 

interpretation of meaning was accurate. 

Ethical clearance was obtained from the Human Research Ethics 

Committee at Charles Darwin University, Australia (HREC 2015–2445) and 

the Mozambican National Bioethics Committee and MoH (105/CNBS/2016). 

All participants were informed of the study purpose, potential risks and 

benefits, after which written informed consent was obtained. All participants 

were given the right to refuse or withdraw at any point; none did so.  

We first present the broad health and policy context in Mozambique 

that emerged from the policy document analysis. An overview of the 

misoprostol program follows from both primary and secondary data sources. 

Finally, three case studies, or situations, were chosen from the qualitative data 

to highlight how a rights-based approach could assist women, TBAs and health 

staff to access their rights and improve program delivery.  

All data were deductively coded into the three categories of the 

framework; human rights, health or development. A second round of coding 
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was undertaken in each category resulting in additional themes. Themes that 

emerged within the human rights category included, UN Conventions, 

Mozambican women’s rights; access to information; punitive/threatening 

behaviour; and abortion.  Under the health category, themes included access 

and quality of maternal health care; pressure to increase health facility 

deliveries; and health systems. Themes in the development category included 

economic situation; Sustainable Development Goals; gender equity; distance 

and infrastructure.  

Human Rights, Health, and Development Context  

i) Human Rights 

 

The human rights domain reflects the international, regional and national 

laws and policies that pertain to a state’s legal system. The results presented 

here include UN conventions that have been ratified and endorsed, the status of 

Mozambican women’s rights, abortion laws, access to sexual and reproductive 

health (SRH) information, and limitations on the distribution of misoprostol 

due to the eligibility criteria within the program.  

Mozambique is a signatory to major international human rights 

conventions which recognize the human right to health. For example, Article 

12 of the Convention on the Elimination of All Forms of Discrimination 

Against Women (CEDAW) makes specific mention of reproductive health 

rights; states have the responsibility to ensure that men and women have access 

to health services including family planning and women receive free 

pregnancy, post-natal, labour and birth services, and information to decide on 

birth spacing (26). Other human rights instruments to which Mozambique is 

signatory can further advance reproductive and sexual health (See Table 1 in 



257 

appendix). Mozambique is not party to the International Covenant on 

Economic, Social and Cultural Rights (ICESCR) which contains Article 12 and 

General Comment 14, the right to the highest attainable standard of health (27). 

State authorities have cited a lack of resources to uphold the rights within the 

ICESCR as the predominant reason for abstaining from signing the covenant 

(28). 

The Mozambican government, including the MoH, refers to the human 

right to health within key national documents including the National Health 

Sector Strategy 2014-2019 which states; 

The vision, mission and guiding principles […] were developed based 
on the premise that health constitutes a basic human right, as such, they 
reflect the long-term values and aspirations of Mozambicans. This 
approach aims to substantiate the right to health and other related 
human rights reflected in the country´s legal framework (29).  

Access to contraception and the ability to negotiate contraceptive use and plan 

pregnancies are reproductive health rights as stated in Article 12 of CEDAW 

(26). Increasing access to sexual and reproductive health services, especially 

modern contraception, is a main objective in the 2014-2019 Health Sector 

Strategy (29).  

In 2014, the abortion laws in Mozambique were reformed, which 

increased legal access to safe abortion (30). Women could now access a safe 

abortion up to 12, 16 or 24 weeks depending on their circumstances (30). All 

abortions must be provided in a health facility with a qualified health 

professional. Parental consent must be obtained for girls under 16 years of age 

or those with mental illness (31). In 2016-2017, the Ministry of Health and 

partner organizations developed clinical guidelines for abortion and post-

abortion care (31). At the time of data collection, abortion remained accessible 
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only at some tertiary and quaternary hospitals and was difficult to access in 

rural areas (32).  

  
Health  

 

The health domain includes an analysis of key health and health system 

indicators. This section examines Mozambique’s maternal health indicators, 

human resources for health, and health supplies as a measure of the country’s 

progress in upholding the right to health (See Table 1). Maternal health is a 

good indicator of women’s status in terms of health, development and human 

rights. Health and development are directly connected; enjoyment of the right 

to health is a prerequisite for, as well as an outcome of, development (21). 

High maternal mortality and morbidity persist in Mozambique. 

Between 1990 and 2013, the country experienced a 64% reduction in maternal 

mortality  (33). Despite this, Mozambique did not meet Millennium 

Development Goal (MDG) 5 to reduce the maternal mortality ratio (MMR) to 

330 per 100 0000 (34); the MMR remains extremely high (489/100 000 live 

births) (11). The lifetime risk of maternal death remains high; one in 40 

Mozambican women will die during childbirth (11). 
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Table 7. 1 Maternal and Child Health Indicators in Mozambique 

Indicator Source, Reference 

Maternal Mortality Ratio 489/100 000 (World Health 
Organization, 2015) 

% Births attended by a 
Skilled Birth Attendant 

70 (91% urban; 67% 
rural) 

(IMASIDA, 2016) 

Lifetime Risk of 
Maternal Mortality 

1/40 (World Health 
Organization, 2015) 

Neonatal Mortality Rate 27.1/1000 live births (World Health 
Organization, 2016b) 

Fertility Rate (ages 15-
49; 2015) 

5.9 (6.6 rural; 4.5 
urban) 

(IMASIDA, 2016) 

Demand for family 
planning for 15-49 year 
olds 

50% (47% rural; 
57% urban) 

(IMASIDA, 2018) 

Access to contraception 
for 15-19 year olds 

14.1% (Family Planning, 2020) 

% of women >25 with 
some secondary 
education in 2015 

2.8% (IMASIDA, 2016) 

% of men with some 
secondary education in 
2015 

8% (IMASIDA, 2016) 

Mozambique has a high fertility rate (5.9), and limited access to family 

planning. Nampula Province has a higher fertility rate at 6.1 versus Inhambane 

Province at 4.9 (IMASIDA, 6). In 2017, only 14.1% of youth between the ages 

of 15-19 had access to contraception (35). Abortion is a leading direct cause of 

maternal mortality in Mozambique (29). The 2011 Demographic Health Survey 

(DHS) revealed that 9% of women aged 15-49 years reported that they had 

ever terminated a pregnancy (36).  

The MoH identified the reduction of maternal and neonatal mortality as 

the first of five key national health priorities outlined in the National Health 

Sector Strategy 2014-2019. One of the main objectives to reach this target was 

to expand and improve health services. The second strategic goal under this 

objective was related to misoprostol; ‘…and introducing and expanding the use 
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of Misoprostol at HF [Health Facility] and community level for the prevention 

and control of post-partum haemorrhage’ (29).  

Health Services 

Maternal health services in Mozambique are well described elsewhere 

(29).  The country has made significant strides in increasing the number of 

qualified health staff since the end of the civil war (37). However, the ratio of 

qualified heath providers to patients remain insufficient; in 2013 there were 

0.05 physicians and 0.40 nurses and midwives per 1000 population (38).  There 

are vast disparities between rural and urban populations in terms of access to 

reproductive health services, quality of care, transport and infrastructure. Rural 

women have less access to health services and skilled birth attendants (67% 

rural versus 91% urban) than those living in urban locations (6).  

Essential medicines in Mozambique are distributed through the Centre 

for Medicines and Drug Supplies in Maputo and a regional warehouse located 

in Beira, Sofala Province. Medications are sent to 10 provincial warehouses 

and central hospitals across the country and sent to the district level warehouse 

for distribution to health facilities.  The MoH supply chain experiences 

weaknesses in distribution from district to health facility level. Between 2011-

2013, 85% of 13 district warehouses in Sofala Province experienced a stock-

out of an essential drug and all had a stock-out of an essential product at least 

once in the  three annual stock assessments (39). Medicine stock-outs at the 

health facility level are most strongly associated with distance from the district 

warehouse (39).  In 2015, a UNFPA assessment found that 84% of health 

facilities across Mozambique had at least seven essential maternal and 
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reproductive health medicines, an improvement from previous years (59% in 

2014) (40).  

Only half of rural health facilities have electricity or solar power 

systems and 60% have a water supply (29). In 2015, 11% of Mozambican 

health facilities lacked access to a cold chain to conserve medical supplies, 

including oxytocin (40). Poor infrastructure, lack of transportation, limited 

numbers of health facilities, and quality of services all impact access to rural 

health services in Mozambique (41, 42).  

 

Development  

 
The development domain examines the processes and goals of human 

development which improve people’s opportunities and ultimately their lives 

(21). Development was recognized as a right in 1986. Several development 

issues facilitated the expansion of the misoprostol program and the health and 

human rights of women. Those included Mozambique’s key economic 

indicators, progress on Sustainable Development Goals (SDGs), gender equity, 

literacy rates and access to education.  

In 2015, Mozambique ranked 182 out of 187 countries in the UNDP 

Human Development Index, making it one of the least developed countries in 

the world (43). Gross National Income per capita is $1,098 (43). Overall, 

Mozambique ranked 29 of 51 countries in the 2018 African SDG report (The 

SDG Center for Africa and Sustainable Development Solutions Network, 44). 

The country is experiencing serious challenges attaining nine of seventeen 

SDGs, including poverty, hunger, health and well-being, education, gender 

equality, water and sanitation and innovation, industry and infrastructure (44). 

The country ranks particularly low in the first Goal to end poverty, with 66.6% 
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of the population living on less than 1.90 USD per day, and the second Goal to 

end hunger, with 26.6% of the population undernourished and 41.2% stunting 

among children under the age of five (44). While the net primary school 

enrolment is high at 89.6%, on average children spend only 3.5 years in school.  

Health financing directly impacted progress of the misoprostol 

program. In 2017, the health sector received US$ 300.1 million which was 

7.8% of the total value of the State Budget (45). State funding for general 

health operations and human resources was largely seen as being insufficient. 

The budget for the misoprostol program was largely dependent on external 

donor funding and was not fully realised. This impacted the program as 

monitoring and evaluation including supervisory visits was largely unfunded.  

In 2017, Mozambique ranked 139 out of 159 countries in the Gender 

Inequality Index (46) with particularly poor ranking in reproductive health and 

access to education. The Global Gender Gap report ranked Mozambique 130 of 

144 countries in terms of women’s educational attainment. Women have a 

lower literacy rate than men (36.5% versus 67.4%) and lower enrolment at 

primary, secondary and tertiary schools (47). Only 2.8% of women over the 

age of 25 had some secondary education versus 8% of men (IMASIDA, 6). 

Female representation in parliament was fairly high (39.6%) as was 

involvement in the workplace (82.5%) (43).  

Although women have high participation in the labour market, they 

predominately work in poorly paid work including subsistence farming and 

domestic labour and often do not have rights to the land they farm or the 

income they earn (48, 49).  Women earn 80% of the wage that a man does for 

the same work (50). The application of gender policy and women’s rights is 
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weak given the dominant patriarchal socio-cultural order, limited 

implementation and a passive judiciary (16, 51). 

Misoprostol program 

The National PPH Strategy outlines the misoprostol program to reduce 

the incidence of PPH with a plan for universal distribution to women (14). In 

2015, the program was initiated in 6 districts in Sofala and Inhambane 

Provinces. The intention was to learn from these sites and adapt the program as 

necessary in the remaining 29 districts (52). 

As of 2017, misoprostol for the prevention of PPH has been introduced 

in 35 districts and is led by the MoH at Central, Provincial and District levels 

(22) Misoprostol is on the Essential Medicines List (EML), and is distributed

via the MoH pharmaceutical system. UNFPA funds the procurement of 

misoprostol and initial training of health staff, CHWs and TBAs. Jhpiego’s 

MCSP Program funded training and the provision of technical support in two 

provinces. The MoH depends on external funding for the program and the 2.6 

million USD budget for the misoprostol program was not fully funded (22) See 

Figure 2 for a historical overview of the program. 

MNCH nurses and midwives were trained to distribute misoprostol to 

women in advance at antenatal care appointments after 28 weeks gestation. 

However, not all MNCH staff received training; approximately a quarter of the 

MNCH nurses interviewed said they had not received formal training in the 

program. Some MNCH nurses reported some discomfort distributing the 

medication which was a barrier to implementation (22). Other health staff, 

including pharmacists, did not receive training. Interviews revealed that there 
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was limited dissemination of the National PPH Strategy, particularly at the 

district level and many pharmacists were unaware of the strategy. TBAs were 

trained to distribute misoprostol directly to the woman after she gave birth and 

before the placenta was born. TBAs received the dose of misoprostol (3 pills) 

from their local CHW. 

Figure 7. 3 The evolution of the distribution of misoprostol for the prevention of PPH in 
Mozambique 

In 2015, soon after the program began, the MoH introduced selection 

criteria to increase controls to reduce the risk of misuse for abortion and limit 

the amount of misoprostol in the community. The criteria outlined which 

women can qualify for advanced distribution of misoprostol at the health 

facility. The criteria stated that a pregnant woman must be registered for 

antenatal care where misoprostol is available and have reached 28 weeks 
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gestation. She must additionally meet at least one of the following criteria: 1) a 

history of giving birth at home/outside of the health facility; 2) reside more 

than 8 km from a health facility; 3) be a grand multipara (more than 5 previous 

births); 4) a current or past history of multiple pregnancies; 5) a history of 

postpartum haemorrhage. 

Disparities were found between the two provinces in terms of access 

and utilisation of misoprostol. Nampula Province reported very high coverage 

whereas Inhambane reported lower coverage. Higher coverage in Nampula was 

possibly due to encouragement from political champions, support from 

Jhpiego’s MCSP program and previous knowledge of the benefits of 

misoprostol due to the 2009-2010 pilot study that took place in the Province. 

Interviews in Inhambane found that low coverage was in part due to the strong 

priority health staff placed on applying the selection criteria, medical directors 

and pharmacist’s perceptions that misoprostol may be misused for abortion or 

used incorrectly and the emphasis of the MoH on encouraging facility births. 

Further details of the access and utilisation are presented elsewhere (22). 

The MoH leads the misoprostol program and has begun to 

institutionalise it within the health system in the 35 target districts.  However, 

our previous study found a number of barriers surrounding coverage due to the 

adaptation from universal to select distribution; fear of misdirecting 

misoprostol for abortion or labour induction; limited dissemination of the 

National Prevention of PPH Strategy; insufficient monitoring and evaluation; 

challenges with the logistics system and an inability to engage remote 

Traditional Birth Attendants (22). Stakeholders from a number of districts 

reported shortages of misoprostol stock, despite submitting requests to the 
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provincial pharmacy. The lack of a regular supply of stock appeared to be a 

major reason for low coverage in Inhambane Province. Although the program 

was led by the MoH, it is currently taking place in only 35 of 128 districts and 

some health staff questioned the sustainability of the program. 

 

The Infringement of Rights: Three Examples  

 

This section of the paper presents three examples derived from the analysis 

of primary data to illustrate where rights were infringed. The first example 

describes women’s experiences of discrimination for not giving birth in a 

health facility.  The second example surrounds access to information about 

misoprostol.  The third depicts issues of power and control in cases of who is 

permitted to receive and provide misoprostol for the prevention of PPH.  Each 

of these examples illustrates gaps in current practice, and to demonstrate the 

added value of integrating a rights-based framework into health care system 

development. 

1) Unintended consequences: emphasis on facility deliveries 
 

According to the National PPH Strategy, districts involved in the scale-up 

should have a maternal waiting home attached to the health facility. In practice, 

only half of the health facilities in the study had maternal waiting homes, most 

of which were unfinished or not in use.  Even in districts where maternity 

homes were available at the health facility, some women explained that due to 

a lack of transportation, money, childcare and support from their husband they 

felt they had no choice but to wait until labour had started before trying to 

reach the health facility:  

Usually even the women realizing the expected date of delivery will not 
go to the health unit for fear of the long waiting time and therefore, do 
not want to leave the smaller children alone at home. Men are not staying 
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very long with children; others are mothers whose husbands are working 
in South Africa or are single. (TBA 13)  

In some cases, TBAs urged women to walk for kilometres to the health 

facility to give birth. As a result, women reported that they gave birth on the 

side of the road which put them at risk of exposure and infection. All of the 

women who took part in the FGD in Nampula Province said that they had 

walked in labour to reach the health facility. TBAs described the challenges of 

accompanying women walking to the clinic, some walking for hours slowly 

and in excruciating pain. One TBA described it as ‘crawling’ as in this quote:  

You know what it means to walk for a woman with contractions, it's 
practically crawling and she says "I hurt a lot, I cannot walk" and we 
sensitize her to be strong and try walking and then when I see that she 
is on the edge I say, "Stop to not compromise the well-being of the 
newborn” (TBA 16). 

All of the women who took part in the FGD in Nampula Province said that 

they had walked in labour to reach the health facility. This highlights the 

challenge of accessing transportation and/or money to travel to the health 

facility in a timely fashion, increasing risks of giving birth outdoors, in 

unhygienic conditions and/or without a SBA.    

Some women and TBAs said that they feared punishment from health 

staff for births that took place at home. Some women were even denied access 

to the newborn’s immunization cards or were charged a fee to obtain them:  

We tend to be afraid to leave the woman without help because… to get a 
record [birth registration record], it gets complicated, as if we midwives 
[TBAs] we were encouraging them not to come to the hospital to give 
birth… They suffer because they are not given the files because they gave 
birth outside the maternity ward (TBA 18).  

Women in one of the provinces who used misoprostol and gave birth in the 

community revealed that they had all bought the newborn’s immunization 
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cards at varying costs (50-100 meticais equivalent to .80 -1.60 USD in 2018). 

One woman said, “I paid 100 meticais. That does not have a fixed price ... they 

decide the amount they want to charge ... is this a legal procedure?” (Woman 

who used misoprostol, Nampula). 

While many women stated that they preferred to give birth at a health 

facility, some TBAs and women reported that the fear of being reprimanded 

and denied the newborn’s consultation card by health staff was the main factor 

for attempting to reach the health facility, even if labour was in progress.  

 

2) Limiting the right to receive, request and provide information about 
misoprostol 
 

The second example depicts the lack of information provided to the 

community about the benefits of misoprostol, and how to access and use it. In 

some locations, women said there was limited information about misoprostol, 

resulting in fear and misinformation. Women in a focus group highlighted this 

concern saying: 

 
People who have not yet taken it [misoprostol] say they are afraid to take 
it because they do not know what the reaction will be. Now we have tried 
to pass on to them our experience that it is a good medicine and that it 
does not harm the body, that it does not kill, we are here alive and healthy 
(FGD 6, Erati, Nampula). 
 

Some women who had used misoprostol reported that men in the community 

were suspicious of the medication and did not want their wives to use it. For 

example, ‘The men in the villages say that medicine [misoprostol] is not good. 

They tell women not to go back and not to take it (Woman who used 

misoprostol, Nampula). 
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Other women however said their husbands were supportive: 

They [husbands] praise [misoprostol] a lot because they know full well 
that the woman who loses a lot of blood during birth has many 
consequences. For example, when she lost a lot of blood she gets to the 
point of not being able to lift and carry a simple can of water; this 
suffering can last about two or even three months…It is different when 
the woman uses this medicine, she gains strength and has good physical 
appearance (Woman who used misoprostol, Inhambane). 

Some stakeholders believed that misoprostol for the prevention of PPH was 

not yet widely known to be available amongst health staff and the community 

due to the limited geographic reach of the program. One stakeholder stated 

that, ‘Once more women know about the misol [misoprostol] and understand it 

is their human right to have it, they will be more demanding’ (Stakeholder, 

Maputo). Many stakeholders felt that more work was needed to further 

disseminate the National PPH Policy across the country.  

2) Effects of Power and control to limit access to medication

The final example describes issues of power and control over which

women were chosen to access misoprostol in advance at ANC appointments, 

and how much agency was given to the TBAs to provide safe birth services. 

The introduction of selection criteria to further control the circulation of 

misoprostol meant that women who delivered at home were excluded from 

receiving advanced misoprostol. Some health staff supported this decision as 

they believed misoprostol should be carefully controlled. For example:  

People know that this [misoprostol] is for abortion. It will be used two-
fold and you need to be aware of it. Post-partum haemorrhage is a big 
problem we have to deal with but you also need to know that the TBAs 
need to receive the correct training and the APEs [CHWs] as well. Well 
misoprostol can be helpful but it can be dangerous as well 
(Stakeholder, Maputo). 
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However, other health staff believed that the criteria significantly reduced the 

number of women able to receive protection from an uterotonic. One stakeholder 

felt that use of the selection criteria discriminated against women and depended 

on the nurse or midwives personal judgement of who can walk while in labour 

to the health facility, stating, “Who can tell out of ten women who will have a 

PPH?”  (Stakeholder, Maputo). 

Interviews revealed that some health staff limited their distribution of 

misoprostol due to their personal values about abortion. Some health staff 

limited their distribution of misoprostol due to their perceptions and biases 

surrounding the potential for CHWs, TBAs and women to misuse misoprostol 

intended for prevention of PPH for abortion.  They were concerned that a 

medication which was previously highly restricted was now permitted for 

distribution at antenatal care to women in advance of their labour and to TBAs. 

One health staff stated: 

The misoprostol was a controlled drug and is even indicated for 
abortion. Because we have this on our conscience, we keep guarding it. 
It is not to distribute to any health unit or person we find looking for it 
(Health staff, Inhambane).  

TBAs spoke of the challenges they experienced working with the misoprostol 

program with limited resources. TBAs receive chlorhexidine and misoprostol 

from the district health centre or health post but do not receive clean birth kits 

to help facilitate their work. TBAs worried about the risk of infection to 

themselves, the women and the newborns. The majority of TBAs expressed 

concern about assisting women to give birth at home without gloves, water or 

soap, for instance:  
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It's about the gloves, we only have them here in the health unit, we do 
not have them at home. We only use plastic [to cover their hands] and 
in these times of illness we take risks during childbirth, so we are 
worried (TBA 6).  

 

In each of the three examples above, incorporating a rights-based approach 

would shed light on a range of other interventions and program improvements 

which have not, to date, received attention. 

Discussion  

This article presents a case study of the Mozambique MoH-led program 

to distribute misoprostol at the community level to prevent PPH. We applied a 

human rights, health and development framework to understand the broader 

contextual, policy and institutional issues that may have influenced and 

impacted the misoprostol program. Results from this study and the description 

of the three examples where rights might have been infringed, highlight some 

of the areas warranting further attention to improve Mozambican women’s 

access to misoprostol for the prevention of PPH and SRH more generally. The 

broad policy objectives of the National Health Sector Strategic Plan and 

National PPH Strategy are laudable; however, the reality of what occurs in 

practice must be urgently considered.  

Similar to many low income countries, health care often fails at the 

point of delivery – despite laudable policy commitments (53). The right to 

health is enshrined in the many national laws and regional and international 

treaties which Mozambique is party. The state has an obligation to fulfil the 

rights of its citizens including to protect and promote women’s reproductive 

rights (54, 55). The human right to health is at the core of the existing National 
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Health Sector Strategic Plan and the development of the National PPH Strategy 

was a positive step to elevating the need to reduce PPH. However, with 

constrained funding and capacity, the state in turn claims that it is unable to 

uphold the right to health and its core elements including quality, access, 

availability and affordability.  This is particularly true for SRH: Cook states, 

“where they [SRH laws] exist, they are rarely or inadequately enforced” (56).  

A rights-based approach offers a framework to advance human 

development through and accompanied by the promotion and protection of 

human rights (18). The approach suggests that all programs intentionally guide 

and support capacity building of duty bearers to meet their obligations to 

international human rights (20). The foundation of the human rights-based 

approach is the obligation of duty bearers, notably states but also those 

providing services, to deliver rights. How could these principles and policies 

practically translate into health justice?  How might we apply a human rights-

based approach to the misoprostol program to improve accessibility, 

affordability, quality and non-discrimination?  

Institutions and organisations using this approach must provide relevant 

and transparent information to their beneficiaries (60). The MoH would shift 

focus to communities to provide accurate information about how and when to 

use misoprostol, potential side effects and are made aware of their SRH rights. 

Not all health staff were aware of the National PPH Strategy which may have 

impacted the low distribution of misoprostol in the study locations. The 

application of a rights-based approach would bolster efforts to share the 

National PPH Strategy with health staff and communities alike.  
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Health staff should facilitate active participation and engagement of the 

community in all stages of the program from design to implementation. 

Participation ensures that services are appropriate and encourages rights-

holders to exert agency to claim their rights (57). In addition, partners can 

encourage the MoH as duty-bearers to respect SRH rights. Women should be 

repositioned to be at the centre of women’s health program planning, 

monitoring and evaluation.  

The SDG goal to reduce MMR is supported by encouraging facility-

based births with an SBA. However, the example of strict encouragement of 

facility-based birth highlighted the limited recognition of unintended negative 

consequences. There is clearly a need to consider the challenges women 

experience in reaching facilities in the presence of limited resources or a lack 

of transportation. Strategies directed at increasing facility births are expected in 

all maternal health programs; combining this with protection and care of 

individual women who cannot for social and economic constraints access a 

health facility is not disingenuous or sending “mixed messages”, but rather 

upholding women’s SRH rights as the country invests in infrastructure, builds 

trust and improves the quality of services.  

Evidence of giving birth while walking to the facility violates women’s 

rights to quality health care and privacy and ignores her safety and dignity. 

Improving access to emergency transportation to health facilities in remote 

locations is central to improving maternal health outcomes. The MoH may 

consider global best practices to secure funding and systems to increase the 

number of ambulances, including tricycle or motorcycle ambulances; 

increasing outreach services; and work with communities to develop 
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community savings schemes or other forms of pooled funds to assure 

emergency transportation.  

Discrimination, punishment and extortion for women who unable to 

reach the health facility to deliver violates the right to birth registration  - a 

fundamental human right stated in article 24, paragraph 2 of the International 

Covenant on Civil and Political Rights and article 7 of the Convention on the 

Rights of the Child (58). Without the newborn’s immunization cards, families 

are unable to register the birth of their child if born outside of a hospital. This 

institutional barrier violates both the mother’s and child’s rights and reflects 

major imbalances in power and control. A similar phenomenon was reported in 

Sierra Leone, where patients were often required to pay for health services, 

including their child’s immunization record, despite stipulation that healthcare 

is free (59). Women disproportionately suffer the consequences of additional 

out of pocket expenditures (60). Increasing national expenditure on health and 

ensuring health staff are fairly compensated and have adequate resources to 

conduct their work would likely reduce corruption, in combination with efforts 

to bolster social accountability. The MoH can reiterate with health staff that 

their duty is to issue consultation/birth registration cards to all newborns, 

regardless of location of birth; the public in turn must know it is their right to 

register their babies without paying bribes, and have recourse to complaint 

systems where their rights are not met.  

Examples of access to limited information highlight the need for 

proactive efforts to ensure information about SRH services, facilities and how 

to access them. The right to receive, request and provide information is 

protected by all human rights conventions (56). The lack of information may 
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have influenced men’s negative perceptions about misoprostol, leading to 

reduced uptake by women.  

Feinglass, Gomess & Maru have worked to support a cadre of 

grassroots health advocates in Mozambique that blend legal empowerment and 

social accountability: they raise awareness on health policy and people’s rights, 

help clients seek justice for their complaints, and facilitate dialogues between 

communities and health staff (61).  Their positive experiences addressing over 

a thousand grievances across 27 health facilities suggests that when people 

know their rights and are equipped to exercise them, the health system 

improves. Women and communities first need to know of the purpose of 

misoprostol and where it is available.  

The final example depicted the dynamics of power and control between 

who was permitted to receive misoprostol. This revealed that the application of 

the selection criteria limited the number of women targeted to receive 

advanced distribution of misoprostol for the prevention of PPH. MNCH nurses 

restricted access by strictly applying the criteria and in some cases using their 

personal judgement and biases to decide who should receive misoprostol. The 

right to essential medicines, as defined under the WHO Action Programme on 

Essential Drugs, is also a core obligation of the state (19).  The Mozambican 

government is obliged to uphold this right and ensure all citizens have access 

to essential medicines, including misoprostol.  Since 2002, numerous studies 

have been undertaken on the feasibility of distributing misoprostol for the 

prevention of PPH at the community level. The studies were conducted in low 

income countries and revealed that the vast majority of women were able to 

correctly administer misoprostol themselves or with CHW assistance (62). It 
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will take time to shift the culture to trust CHWs to distribute misoprostol and 

women themselves to safely use it. A rights-based approach will re-frame the 

issue to reinforce that women have a right to access this life-saving medication 

– whether this is through CHWs, TBAs or advance distribution to the women

themselves. 

Limitations 

The research was undertaken in two provinces of Mozambique and 

cannot be widely generalised. However, the case study highlighted issues that 

warrant systematic rights-based responses; these are likely to be applicable 

elsewhere.  Secondary data sources formed the basis of the analysis on human 

rights and development; further primary research on these issues would be of 

value.   

Conclusion 

The human rights, health and development framework revealed 

structural and institutional challenges which exacerbated gaps to the 

misoprostol program. Mozambique has a strong foundation for supporting 

human rights, including the right to sexual and reproductive health. The MoH 

has prioritized the reduction of MMR within the five key priorities of the 

National Health Sector Strategy 2014-2019. In addition, the 2014 abortion 

reform was a positive step towards improving access to sexual and 

reproductive health rights. However, Mozambique has not ratified the ICESCR 

which is the most important Covenant for the right to health. Human rights are 

not fully upheld by the state and more importantly many citizens are unaware 

of their rights, including their right to SRH.  
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Through the misoprostol program, Mozambique has made strides in 

improving uterotonic coverage to women who are unable to reach a health 

facility to give birth. Applying a rights - based approach to the implementation 

of the misoprostol program combined with improvements to ensure health 

services are accessible, available, affordable and of high quality are needed to 

improve maternal health outcomes in the country.  

 

From our knowledge, this is the first application of the health, human 

rights and development framework to a specific case study. This study adds to 

the literature and evidence base reaffirming the strong interconnection between 

health, human rights and development and the value of integrating their 

underlying concepts to ensure policies are not applied blindly and that the 

right-to-health is at the forefront of health services delivery.  
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Appendix: 1. International and Regional Human Rights Conventions to 

which Mozambique is party  

Human Rights 
Instruments  

Signed; 
ratified 

Specific clause, or provision related to 
health and/or development 

Optional Protocol to 
the African Charter on 
Human and Peoples’ 
Rights on the Rights of 
Women in Africa  
 

2005 
(ratified) 

Article 14 Health and Reproductive Rights 

Solemn Declaration of 
Gender Equality in 
Africa 

2004 signed Most points including 1. Promote gender 
specific economic, social and legal 
measures to combat the HIV/AIDS 
epidemic; 8; 9 and 10. Improve access to 
education, land and inheritance rights and 
reduce women’s workload (African 
Commission on Human and Peoples' 
Rights, 2018a). 

Convention against 
Torture and Other 
Cruel and Inhuman and 
Degrading Treatment 
or Punishment 

1999 Acts of torture give rise to ill-health, 
whether physically or mentally and violate 
a person’s right to health. “By fulfilling 
the obligations under the Convention not 
to commit or allow acts of torture or other 
cruel, inhuman or degrading treatment or 
punishment that States parties indirectly 
also ensure an individual’s right to health” 
(World Health Organization, N/D, p. 2) 

Southern African 
Development 
Community’s 
Declaration on Gender 
and Development  

1997 signed The Declaration states that signatory 
governments are committed to: 
“Recognising, protecting and promoting 
the reproductive and sexual rights of 
women and girl child.” (Southern African 
Development Community (Sadc), 2012, p. 
4) 

Convention on the 
Rights of the Child 

1994 Article 24 recognises the rights of the 
child to the highest attainable standard of 
health and right of the mother to pre and 
post-natal care (Un General Assembly, 
1989). 

Convention on the 
Elimination of All 
Forms of 
Discrimination Against 
Women (CEDAW) 

1993 
(ratified); in 
force 1997 

Article 12 of CEDAW makes specific 
mention to reproductive health rights; 
states have the responsibility to ensure that 
men and women have access to health 
services including family planning and 
women receive free pregnancy, post-natal 
and confinement health services, and 
information to decide on birth spacing (Un 
Women, 2009). 
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International Covenant 
on Civil and Political 
Rights 

1993 Article 2 The right to non-discrimination 
Article 6 The right to life 
Article 23  The right to enter into marriage 
with free and full consent 
Article 24 Right to birth registration 

International 
Convention on the 
Elimination of All 
Forms of Racial 
Discrimination 

1983 Article 5  (iv) “The right to public health, 
medical care, social security and social 
services” (United Nations Human Rights 
Office of the High Commissioner, 1996-
2019) 

International Covenant 
on Economic, Social 
and Cultural Rights 
(ICESCR) 

Not a 
signatory 

Article 12 and General Comment 14 the 
right to the highest attainable standard of  
health (United Nations Human Rights 
Office of the High Commissioner, N/D). 
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Chapter 8: Discussion  
This chapter provides a summary of the objectives, a discussion of key 

findings in relation to the objectives and current literature about the prevention 

of PPH and scale-up, and suggestions for countries wishing to implement 

community level misoprostol programs. A more detailed description of the 

adaptation of the WHO ExpandNet/WHO framework is provided which may 

assist governments and partners to plan, manage and analyse the outcomes of 

their misoprostol program. The adaptation is built on Chapter five which 

applied the WHO ExpandNet/WHO framework to examine Mozambique’s 

misoprostol program. The significance of the study, gaps in the research and 

suggestions for future research agendas are discussed. Finally, the chapter 

concludes with program and policy recommendations for governments and 

global MNCH stakeholders engaged in misoprostol program implementation.  

Summary of Aim and Objectives 

This thesis identified facilitators and barriers that influenced the scale-

up of misoprostol for the prevention of PPH in two provinces of Mozambique. 

The specific objectives were to: 

a) Explore the facilitators and barriers to the early expansion of the 

misoprostol program for the prevention of PPH at the community level;  

b) Understand the roles of Community Health Workers and Traditional 

Birth Attendants in the distribution of misoprostol;  

c) Examine coverage and utilisation of misoprostol in the two 

provinces; 

d) Explore the perceptions of women who received misoprostol. 
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These objectives were achieved through applying a mixed methods approach to 

a case study examining the scale-up of Mozambique’s misoprostol program.     

Four peer-reviewed research papers were submitted to international 

health journals. All of the papers included a component examining the 

facilitators and barriers to the expansion of the Mozambique misoprostol 

program. The first paper, the literature review, provided an overarching 

description of global misoprostol programs including implementation and 

scale-up challenges. The second paper, entitled, ‘Scaling-up misoprostol to 

prevent post-partum haemorrhage at home births in Mozambique: A case study 

applying the WHO ExpandNet/WHO framework’ provided an analysis of the 

misoprostol program including the role of CHWs and TBAs and reported on 

access and utilisation data. This paper also examined the facilitators and 

barriers to the early expansion of the misoprostol program. The third paper 

assessed the role of TBAs in the distribution of misoprostol and included 

perceptions of women who received misoprostol. The final paper, entitled, 

‘The interconnection between maternal human rights, health and development: 

A case study examining the scale-up of misoprostol to prevent post-partum 

haemorrhage in Mozambique’ explored the barriers and facilitators to the 

misoprostol program through a human rights, health and development 

framework and incorporated TBAs, CHWs and women’s perceptions of the 

program.  

Synthesis of Findings 

This section discusses the findings in relation to each objective of the 

study and integrates the literature on PPH and scale-up to support the results. 

The first objective was to: 
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a) Explore the facilitators and barriers to the early expansion of the 

misoprostol program for the prevention of PPH at the community level;  

The first objective was addressed throughout the four results chapters of this 

thesis. The narrative review (chapter four) revealed a number of challenges 

countries often experience when trying to move from the pilot phase to national 

scale-up. There is a common dialogue about many of the barriers across 

contexts where governments and organisations have tried to introduce 

misoprostol. Key barriers identified in the literature included fears of misuse, 

detraction from facility birth rates, concerns around safety and side effects and 

the lack of direct evidence that misoprostol reduces maternal mortality 

(Hobday, Hulme, Belton, Homer, & Prata, 2018). These challenges have 

impacted the speed and success of national scale-up of misoprostol for the 

prevention of PPH programs as highlighted in other work in Ghana, Ethiopia, 

Nigeria and South Sudan (Karanja et al., 2013; Oladapo, 2012; Smith et al., 

2014; Wells et al., 2016).  

A systematic review on the barriers or implementation gaps of 

misoprostol used for post-abortion care and the prevention of PPH reported 

similar findings including; inconsistent supply and distribution; inadequate 

staff (SBAs, TBAs, CHWs); absence of policy and/or registration of 

misoprostol and fear of misuse (Samani, Rizvi, Ali, & Abrejo, 2017). A study 

undertaken around the same time, that evaluated models of community 

distribution of misoprostol in Ghana, Nigeria and Ethiopia, also reported 

similar challenges with a pervasive fear of misuse for abortion in all three 

countries (Wells et al., 2016).  

My research revealed that many of the same barriers reported in the 

literature existed in Mozambique. In chapter five, the facilitators and barriers to 
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the early expansion of the misoprostol program for the prevention of PPH at 

the community level were explored. This chapter applied the ExpandNet/WHO 

framework for scale-up to examine the expansion of Mozambique’s 

misoprostol program for the prevention of PPH. The results revealed numerous 

barriers to the early expansion of the misoprostol program for the prevention of 

PPH at the community level. These included a lack of a systematic scale-up 

plan; the strict application of the selection criteria which significantly reduced 

the number of women eligible for misoprostol distribution; limited 

socialisation of the National Prevention of PPH Strategy; inadequate 

monitoring and evaluation; and the inability to engage remote TBAs. There 

were also logistical challenges including the distribution of stock and the 

limited distribution by some health providers due to their concern that 

misoprostol would be misused by CHWs, TBAs or women for abortion. These 

and other barriers including the logistics system and supply, impacted the 

implementation of the misoprostol program and ultimately limited uterotonic 

coverage in one of the provinces (Inhambane Province). 

The fear that misoprostol will be misused for abortion was found to be 

a barrier to distribution in Inhambane and Nampula provinces. Despite the 

2014 reform to the abortion laws in Mozambique, this study revealed hesitation 

from some health staff to distribute the medication to lay health care workers 

due to their concerns that they may redirect misoprostol intended for 

prevention of PPH for abortion. Yet, the right to essential medicines, as defined 

under the WHO Action Programme on Essential Drugs, is a core obligation of 

the state (United Nations, 2000). The Mozambican government is obliged to 
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uphold this right and ensure all citizens have access to essential medicines, 

including misoprostol.  

The literature review for this thesis was conducted in 2014-2015 to 

inform the research topic and objectives. My literature review (chapter four) 

found that there was limited documentation on specific country progress 

towards misoprostol program expansion or scale-up. For example, there were 

cases where scaling-up misoprostol for PPH was taking place in Pakistan and 

Senegal, however formal documentation was not available at the time of 

publication (Hobday et al., 2018). Since 2015, there have been limited 

publications from countries that have implemented misoprostol programs for 

the prevention of PPH at the community level and no new documented reports 

of countries that have achieved national scale-up.  

Research and work on misoprostol for PPH is ongoing, yet continues to 

be at a localised level rather than national. For example, a study was published 

in 2018 on the results of implementing community distribution of misoprostol 

in one district in Himachal Pradesh State, India (Parashar et al., 2018). The 

authors reported a slow uptake of the program with no state in India achieving 

distribution at scale. This was despite government recognition about the 

importance of the intervention and the availability of national guidelines. A 

fear that misoprostol would detract from health facility births and/or be 

misused were the two main reasons for the reluctance to implement state-wide 

(Parashar et al., 2018). A review conducted four months into the study found 

that distribution was limited due to restrictions on who the health workers 

perceived would likely deliver at the institution. Health workers were then 

instructed to provide a more liberal approach in selecting women which was 
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seen as pivotal in increasing coverage in the latter half of the project (Parashar 

et al., 2018). This was a similar finding to my results in chapter five, where 

distribution of misoprostol was limited due to the selection criteria and 

personal beliefs surrounding appropriate distance a labouring or pregnant 

woman should walk.  

A key finding of this thesis is that a positive political environment was 

a critical facilitator in the development of the innovation. The misoprostol 

program in the two provinces of Mozambique also benefited from a high level 

of national political support, including the development of the National PPH 

Strategy. The program was further facilitated by national leadership, and was 

included into some of the MoH infrastructure, systems and human resources. 

Leadership and management attributes are an important element in the context 

of program implementation (Edwards & Baker, 2014).  Commitment from 

health management and staff who have ‘bought into’ the program is essential to 

effect change and implement new interventions and yet the level of support 

needed is not always easy to garner. Another facilitator which assisted the 

misoprostol program was that the innovation was clearly defined, credible and 

suited the context. The program also benefited from the strong existing 

network of CHWs and TBAs who provided the local capacity needed for 

implementation and also added credibility to the innovation.  Examining the 

facilitators and barriers to program implementation can assist the Mozambican 

government and other program partners to adapt the program where necessary.  

The second objective of the thesis will now be discussed in relation to 

the key findings. The second objective was to: b) Understand the roles of 
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Community Health Workers and Traditional Birth Attendants in the 

distribution of misoprostol;  

The results from chapter six provided insights into the role and daily work of 

TBAs in the misoprostol program and the views of women who had used 

misoprostol. Approximately 30% of Mozambican women give birth at home 

without the support of a Skilled Birth Attendant (SBA) and rely on a TBA or 

family member for assistance (IMASIDA, 2016). Given the importance of 

TBAs in the rural context where this study took place, we focussed on TBAs 

rather than formal health providers. The qualitative findings revealed that the 

majority of TBAs were satisfied with their role in the misoprostol program and 

were motivated to work closely with the health system. Accompanying women 

to the health facility was found to be a key role for the majority of TBAs 

interviewed. TBAs found distance and the lack of transportation a key barrier 

to encouraging women to have a facility birth. Misoprostol was seen as a safety 

net to prevent PPH in cases where women could not reach a health facility in 

time to give birth. This thesis contributes to the evidence that TBAs are 

appropriate channels for the distribution of misoprostol for prevention of PPH. 

There have been a number of studies conducted on acceptability to 

distribute and willingness to use misoprostol for PPH prevention. Recently, 

Raams and colleagues (2018) conducted a systematic review of Active 

Management of Third Stage Labour (AMTSL) which included 21 articles. The 

review found that compared to standard care, the administration of uterotonics 

(misoprostol tablets or oxytocin injections) by TBAs, auxiliary midwives, 

CHWs or the woman herself reduced the incidence of PPH (RR: 0.16-1). Task 

shifting of the uterotonic aspect of AMTSL to unskilled birth attendants was 
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generally accepted by women and care providers, and was reported to be a safe 

intervention (Raams et al., 2018). These findings align with WHO 

recommendations which encourage task shifting to CHWs for misoprostol 

administration where SBAs are not available (World Health Organization, 

2018). Another study in Myanmar found similar results; auxiliary midwives 

were willing and capable to distribute misoprostol at ANC (K. K Than et al., 

2017).  

The key results in my thesis coincide with the findings of Raams et al. (2018) 

and Than (2017); TBAs were willing, capable and understood how and when 

to safely distribute the medication. 

As outlined in chapter four, the literature review, there remains a ‘push-

pull’ within countries that aim to implement misoprostol programs for PPH 

prevention at the community level. On one hand governments and partners 

understand the importance of increasing uterotonic coverage for women that 

give birth at home and want to ‘push’ or support misoprostol programs. On the 

other hand, some governments and health providers fear that lay workers will 

misuse it for abortion or detract from health facility births, resulting in a ‘pull’ 

or withdrawal of the distribution of misoprostol. My study also revealed this 

dilemma; the misoprostol program model included distribution of the 

medication vis-à-vis the CHW to the TBA. The TBA would then directly 

administer the misoprostol to the women immediately after the birth of the 

baby. However, the results revealed a gap in distribution between CHWs and 

TBAs, with relatively limited distribution to women via the TBAs. This 

suggested that the distribution system was faulty.  
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This phenomenon has been reported in other countries including in 

Sokoto State, Nigeria (Cannon et al., 2017; Orobaton et al., 2017). Strong 

support from both the government and community were found to have 

facilitated the roll-out of the state wide program (Orobaton et al., 2017).  To 

prevent potential misuse for abortion, community leaders insisted on the 

creation of the volunteer role of Community Drug Keepers (CDK) whose role 

was to safeguard the misoprostol stock. They dispensed the drug to family 

members or CHWs when a woman was in labour. The CHW or family member 

then directly administered the misoprostol to the woman. The study found that 

despite the scale-up program, approximately 70% of women who gave birth at 

home did not have access to misoprostol. Stock-outs, inequitable dispersal of 

CHWs among the population and delays of distribution from the health facility 

to CDKs and CDKs to women were reported barriers (Cannon et al., 2017; 

Orobaton et al., 2017). Demand for misoprostol was found to be greater than 

supply due to weaknesses in the supply pipeline. The authors recommended 

improvements to forecasting and procurement based on demographic data. It is 

therefore recommended that there is flexibility in who can distribute 

misoprostol.  

Orobaton et al.’s (2017) recommendations aligned with the program 

recommendations made at the close of this chapter. Namely, to permit TBAs to 

collect the required doses of misoprostol from the health facility and in areas in 

Mozambique that do not have TBAs, CHWs could potentially distribute 

misoprostol in advance to women. I also recommend improving 

communication of the National PPH Strategy to TBAs to ensure they are clear 

about their role in the distribution of misoprostol and how it impacts the overall 
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strategy to reduce PPH. TBAs hold an important space in the community and 

are often a trusted source of information and play an important role in referral 

to health facilities (Munguambe et al., 2016). Therefore, they should be 

encouraged to provide clear information to the community about the benefits of 

misoprostol, how to use it and where and when to access it to increase demand. 

Engaging the community in all stages of the scale-up process, including 

planning, implementation and evaluation, is a critical component to its success 

(Hanson, Ranson, Oliveira-Cruz, & Mills, 2003; Simmons, Fajans, & Ghiron, 

2007; Yamey, 2011).  

Finally, and perhaps most heartbreaking, was a point that was repeated 

by all TBAs –they require the basic resources necessary to safely undertake 

their job. While TBAs were happy to have been given the additional 

responsibility of distribution of misoprostol, many urged the government and 

partners to provide them with clean birth kits, including gloves and soap. Clean 

birth kits could also be provided to the CHWs and women directly at ANC. 

Finally, we found that transportation was a clear barrier to birthing at a facility, 

which has also been found to prohibit accessibility (Munguambe et al., 2016).  

  

The third objective of the thesis was to assess the relative success of the 

program in terms of coverage and utilisation. Specifically, the third objective 

was to:  

c) Examine coverage and utilisation of misoprostol in the two provinces 

This objective was achieved by analysing quantitative data provided by 

provincial directors on access and utilisation of misoprostol for the prevention 

of PPH in five districts in Inhambane and Nampula provinces. Analysis of the 
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quantitative data revealed significant variance in the coverage of misoprostol in 

the two study provinces, Nampula and Inhambane. The results were published 

in chapter five, in the article, ‘Scaling Up Misoprostol to Prevent Postpartum 

Hemorrhage at Home Births in Mozambique: A Case Study Applying the 

ExpandNet/WHO Framework’. Despite initiating the program two years later 

than Inhambane Province, Nampula Province reported higher access and 

utilisation, resulting in greater uterotonic coverage of women. There were a 

number of possible reasons for the variation including varying program inputs 

in each province surrounding supervision, personnel, champions, training, 

logistics and monitoring and evaluation. Nampula was found to benefit from 

additional inputs from NGO staff at Jhpiego including increased monitoring 

and evaluation and supervision. These inputs influenced the increased access 

and utilisation rates observed in Nampula province compared to Inhambane 

which only received MoH support.  

 The program inputs in each province, as well as discussions with key 

informants and observations, revealed that Nampula’s misoprostol program 

also benefited from encouragement from political champions. For example, 

one participant in a leadership position shared that they had a strong 

commitment to the program at both the community and health system level and 

held monthly community meetings with CHWs to discuss health topics 

including misoprostol. Nampula Province also benefited from a greater number 

of TBAs involved in the program and implementation support provided by 

Jhpiego’s MCSP program. Interviews with key stakeholders also revealed that 

they believed the leadership and commitment to the program to be stronger at 

both the Provincial and District Health Authorities in Nampula. The 
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stakeholders felt this was a key facilitating factor in the roll out of the program. 

The program design was also a factor in the variance in utilisation and 

access outcomes. Some health personnel in Inhambane felt that because there 

were relatively few program sites in the district, the program was merely a pilot 

and therefore would not be sustained in the long term. The decision to run the 

misoprostol program in only a few chosen districts also meant the program was 

effectively vertical or stand alone. Only nurses and midwives in the 

participating districts were trained rather than all nurses across the province. 

This affected the program as nurses rotated frequently and would be required to 

work in a new district. Some nurses stated they did not feel comfortable 

implementing the misoprostol program without previous training. This 

impacted their motivation to commit to the program.       

Yet, the same design was not viewed as a problem in Nampula. This 

may have been because health professionals, including managers, were aware 

of the purpose of misoprostol and its role in preventing PPH as it was the site 

of the original pilot study.  

Edwards and Barker (2014) examined the contextual factors involved in 

the scale-up of South Africa’s national prevention of mother to child 

transmission of HIV program. The authors described the early challenges the 

program faced with a demonstration project that was established for proof of 

concept. The cluster randomised trial (CRT) designated health facilities to 

participate in the program. This design was flawed as it did not take into 

account the ever changing context of health facilities including the variation in 

staff and management competencies (Edward & Baker, 2014).  The CRT 

design was abandoned after one year.  
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A program assessment of Nepal’s misoprostol program published in 

2017 using data collected in 2013 (Rajbhandari et al., 2017). The findings 

revealed significant gaps in the supply of misoprostol across health facilities; 

81% of CHWs reported at least one stock-out in the past year. Furthermore, 

limited information was provided to women about misoprostol; only 15% of 

interviewed women who had recently given birth reported they received 

information about the medication. Coverage was limited; only 13% of women 

in the study received misoprostol in advance, of which almost all (87%) used it 

immediately after giving birth at home (Rajbhandari et al., 2017). Interestingly, 

CHWs reported some confusion surrounding the priority of advance 

distribution of misoprostol given the strong emphasis, including the 

distribution of financial incentives, to encourage health facility births. At the 

time of publication, program implementation was ongoing in 42 of 75 districts 

and the Nepalese government remains committed to the program.  Supply and 

distribution challenges were found to be potential barriers to future scale-up 

(Rajbhandari et al., 2017).  

 

The final study objective was to: d) Explore the perceptions of 

women who received misoprostol. Chapter six examined the role of TBAs in 

the distribution of misoprostol and women’s perceptions about using 

misoprostol to prevent PPH. The study found that women who used 

misoprostol were satisfied with the medication and encouraged family and 

friends to access it when needed. My study results are aligned with other 

studies about women’s perception of using misoprostol. For example, a study 

in Laos PDR reported similar results; stakeholders and community members 
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believed community distribution of misoprostol was a feasible and effective 

method to reduce the incidence of PPH (Durham et al., 2018). Despite these 

positive findings, the Ministries of Health in both Myanmar and Laos PDR 

have not yet approved distribution at the community level.  

A study of knowledge, acceptability and use of misoprostol to prevent 

PPH was conducted in a pastoralist community in Ethiopia (Gebre et al., 2016). 

Awareness of misoprostol and the benefits was found to be extremely limited 

(only 5.1% of women were aware) while more than one third (36.4%) of 

women said they were willing to use misoprostol. The authors recommended 

providing community education about the advantages of misoprostol to 

improve awareness, generate demand and increase utilisation.  

Women we interviewed were all aware of the need to go to the health 

centre or clinic to give birth, yet the majority found distance and the lack of 

transportation a key barrier to acting on this advice. Misoprostol was 

considered a safety net to prevent PPH in cases where they could not reach a 

health facility in time to give birth.  

 

In chapter seven, an analysis of the misoprostol program using a 

Human Rights, Health and Development Framework (Tarantola et al., 2013) 

was undertaken. I examined three situations that highlighted where women’s 

rights were infringed. I explored these situations using the human rights, health 

and development framework. I also discussed how a human rights-based 

approach would assist women, TBAs and health staff to access their rights and 

improve the misoprostol program. The misoprostol program was facilitated by 

the fact that human rights and gender equality is well enshrined in 
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Mozambique, including within the Constitution and the international human 

rights treaties the country is signatory to. In this light, Mozambican women 

have a right to access misoprostol and other essential sexual and reproductive 

health services. However, the state experiences challenges to uphold the right 

to health, including the right to sexual and reproductive health (SRH) which is 

evidenced by the high MMR in Mozambique at 489 per 100 000 live births 

(IMASIDA, 2016). Despite MoH efforts, women in Mozambique have ongoing 

challenges in terms of access to quality SRH services including having access 

to misoprostol and sufficient numbers of trained SBAs.  

The policy document analysis revealed that Mozambique is one of the 

poorest countries in the world, is behind in gender equality indictors including 

education and marriage rights and has insufficient health financing. The 

barriers to development included the weak health system and poor 

infrastructure which impede access to SRH. These development issues 

continue to put women in a disadvantaged position; inadequate health spending 

means that their health and lives are not a priority. National policies and 

documents outlining women’s health strategies exist, national and partner 

workshops are held and ‘skilling up’ maternal health care workers are 

continuous activities; yet in reality change on the ground is slow. Critical 

changes to improve the quality, accessibility and availability are needed to 

improve the MMR in Mozambique.   

Mozambique has a patriarchal social-cultural order which impacts on 

the prevailing situation of gender inequality and culture of male dominance in 

the country (Japanese International Cooperation Agency, 2015; Tvedten, 

2011). The low status of women in society can lead to limited reproductive 
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health choices, as some pregnant women need to obtain permission from their 

husbands and other relatives to access services (Munguambe et al., 2016). This 

may have also impacted the acceptance and provision of misoprostol for home 

births in Mozambique, particularly in cases where men were reluctant to permit 

their wives to use the medication.  

I then explored three situations from the primary data to highlight gaps 

in current practice and to add value to through integrating rights into health 

care system development. The first scenario described women’s experiences of 

discrimination for giving birth at home, not in a health facility.  Women need 

basic essential services so they can birth in a safe and comfortable environment 

with dignity. TBAs need to know they are supported in their role, with gloves 

and other items usually provided in clean birth kits.  The message is clear 

globally and nationally that all women should give birth at a health facility and 

be attended by a skilled birth attendant. Yet, that is not happening right now in 

Mozambique, but that due to a lack of health services and human resources it is 

not possible for many, many women. Until it is, the next best case scenario is 

likely to be that women have access to misoprostol.  

The second scenario surrounded access to information about 

misoprostol. Mozambican women in the study are not receiving information 

about misoprostol; what it is, how to get it and when to use it.  Strengthening 

the MoH communication about the program is suggested. This could 

incorporate a human rights-based approach reinforcing that women have a right 

to access misoprostol as a life-saving medication. The third situation depicted 

issues of power and control surrounding who is permitted to receive and 
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provide misoprostol for the prevention of PPH. It is deplorable that some 

health professionals disrupt distribution due to their own personal beliefs. 

Chapter seven concludes with a recommendation to apply a rights-

based approach to the implementation of the misoprostol program. This should 

be combined with improvements to ensure health services are accessible, 

available, affordable and of high quality to improve maternal health outcomes 

in the country. Human rights is an important angle to bring to the discussion, 

particularly given opposition about providing misoprostol in the community 

and fear of misuse. The results outlined in Chapters five and seven revealed 

that misoprostol is a political issue and not regarded as a straightforward 

MNCH intervention because it can be used for abortion. For this reason, it 

elicits conversations about ethics, personal values, beliefs and trust. Affecting 

changes at the broader health system and societal level in terms of gender 

equality will likely improve maternal health outcomes. It is recommended that 

the MoH implement a rights-based approach to the misoprostol program. A 

rights-based approach can reframe the issue and highlight the facts; 

misoprostol prevents PPH, a leading cause of maternal mortality, and can 

therefore save women’s lives. It is evident that Mozambican women have a 

human right to access this essential medicine.  

During this timeframe, a promising new initiative, inhaled oxytocin, has 

been developed and is undergoing clinical trials. If clinically proven to be safe 

and effective for women and affordable for countries, it has the potential to 

improve access to oxytocin for women who give birth without a SBA. This 

section discusses the current literature on the management of women’s third 



304 
 

stage of labour, task shifting, country progress towards implementation of 

misoprostol programs and alternative forms of oxytocin.  

 

Suggestions for countries that aim to implement community 

distribution of misoprostol   

This thesis has shown that countries could consider using the 

ExpandNet/WHO framework as a tool to plan their approach and manage the 

misoprostol program (Figure 1). This is discussed in more detail below. A 

number of studies outline the elements within successful scale-up of large scale 

programs (Greenhalgh, 2005; Hanson et al., 2003; Mangham & Hanson, 2010; 

D.H Peters, Tran, & Adam, 2013; Smith, de Graft-Johnson, Zyaee, Ricca, & 

Fullerton, 2015; Neil Spicer et al., 2014; N Spicer et al., 2018; World Health 

Organization, 2010; Yamey, 2012). Below is a short summary of these articles 

which can be a starting point for governments and MNCH stakeholders who 

wish to undertake scale-up.  

Spicer and colleagues (2014) conducted a qualitative study with service 

providers and civil servants to examine scale-up of maternal and child health 

interventions in Ethiopia, India and Nigeria. The results revealed a number of 

key elements critical to scale-up including relevance, effectiveness, 

adaptability and sustainability (Neil Spicer et al., 2014). Low-cost and easily 

demonstrable benefits to health and the community were also considered 

important factors to scale-up. These attributes were considered essential for 

government and community acceptance and uptake of the innovation (Neil 

Spicer et al., 2014). Studies of scale-up all emphasise the need to consider 

time, money and context when deciding to shift from a pilot project to one at 
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scale (Armbruster, N.D; Grenier, 2013; Smith et al., 2015; Neil Spicer et al., 

2014). 

The detailed program implementation guide entitled, ‘Advance 

Distribution of Misoprostol for Self-Administration: Expanding Coverage for 

the Prevention of Postpartum Hemorrhage’ (Grenier, 2013) is an important 

place for countries to start. The guide recommends incorporating the 

distribution of misoprostol within a comprehensive program for prevention of 

PPH. It includes a number of practical tools such as core indicators for 

monitoring and evaluation, a training template and checklist for CHWs and key 

messages. The guide outlines three phases for implementation including: 

landscape analysis; preparation and planning for scale-up; and program 

expansion. Monitoring and evaluation is also discussed with an emphasis on 

early adaptation of a detailed plan for monitoring and clear data collection tools 

(Grenier, 2013). This comprehensive and practical resource can assist 

governments and stakeholders to scale-up community-based distribution of 

misoprostol. 

Robinson and colleagues (2014) outline a number of factors they deem 

as essential for the use of misoprostol in the community. These include 

community engagement, effective supply management and distribution of the 

drug, coverage and monitoring, and education for safe use (Robinson et al., 

2014). Other researchers emphasise that the innovation needs to be coupled 

with implementation support, well-planned monitoring and evaluation and 

information that creates sufficient demand from communities (Fixsen, A2013).  

There were a number of issues in the case of Mozambique that may 

have impacted successful scale-up. For example, the budget for the misoprostol 
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program was externally funded by donors and never fully realised. This caused 

some delays in program roll-out and most importantly had implications for a 

weak system of monitoring and evaluation. Funding for supervisory trips was 

limited and provincial and district authorities stressed that they were not given 

a budget to adequately monitor the program. Donor funding is often short-term 

which can be detrimental for governments who aim to scale-up. Spicer and 

colleagues recommend donors follow the values of aid effectiveness; country 

ownership, alignment with country priorities and targets, and harmonisation of 

efforts among stakeholders (N Spicer et al., 2018).  

Government ownership, coordination and harmonisation are essential 

elements to achieving wide-spread national scale-up (Neil Spicer et al., 2014; 

N Spicer et al., 2018). The Mozambican misoprostol program benefited from 

strong government support, leadership and coordination within the MNCH 

Sector Wide Approach (SWaP). Other examples have shown that the earlier the 

government is on board, supporting the initiative and willing to take a key 

position as a leader, the higher likelihood of success and sustainability 

(Aichatou et al., 2016; D.H Peters et al., 2013).  

Scaling-up an innovation can be a complex and often challenging 

process (Barker et al., 2016). In the study by Spicer and colleagues, one 

interviewee reflected, ‘When you say something was successful, it does not 

imply that it was perfect’ (2014, p. 33). A certain ‘magic’ needs to occur for an 

innovation to reach scale-up which includes timing, government ownership, 

support from powerful political influencers and luck (N Spicer et al., 2018, p. 

10). In Mozambique, this ‘magic’ was observed in Nampula Province but less 

so in Inhambane. Many of the elements for scale-up were present in Nampula 
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Province, including and arguably, most importantly, the political champions 

and leaders who believed in the program and encouraged health staff to 

implement.  

Active implementation of scale-up includes a staged or planned 

approach that allows for each phase to be tested and changes made accordingly 

(Simmons et al., 2007). The Community-based Health Planning and Services 

initiative in Ghana is an example of a program that used such an approach. The 

project had four phases; pilot, validation, trial and then expansion. It scaled up 

after 10 years of research questions and trialling various approaches and 

products (Simmons et al., 2007).  

Mozambique has undertaken the pilot and validation phases and is in 

the early expansion phase. This is an essential stage as the country has moved 

from proof of concept in the pilot study, to proof of implementation. Proof of 

implementation demonstrates how the intervention can be integrated into 

routine systems using the leadership and available resources of the user 

organisation (Aichatou et al., 2016; D.H Peters et al., 2013). This is a crucial 

step to gauging how sustainable the innovation is within real-world constraints 

(D.H Peters et al., 2013). Barker et al (2016) reviewed scale-up of large scale 

health innovations in Africa. In their review of scale-up models they found that 

most follow the four steps of the Institute for Healthcare Improvement (IHI) 

Framework for Going to Scale. These include: 1) set-up, which prepares the 

ground for introduction and testing of the intervention that will be taken to 

scale; 2) develop the scalable unit; 3) test of scale-up; in a variety of settings 

that represent different contexts; and finally 4) go rapidly to full scale, to 

enable more sites to adopt and/or replicate the intervention. In this case study, 
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Mozambique has conducted steps 1-3 and has not yet achieved step four of 

going to full scale. Mozambique’s early expansion phase or step three, is 

funded until 2020. 

Prior to further scale-up, a formal review of the misoprostol program 

undertaken by the MoH and MNCH stakeholders is recommended to 

adequately identify and reflect on the lessons learned, make needed adaptations 

and to develop a systematic scale-up strategy to guide the continued national 

scale-up process. This aligns with recommendations from scale-up researchers 

that argue for, ‘the systematic use of evidence to guide the process and 

incorporate new learning’ for successful scale-up (Simmons et al., 2007, p. 17). 

Experience gained from implementation can be used to develop new strategies 

and adapt the program accordingly (Hanson et al., 2003).  

Adaptation of the WHO ExpandNet/WHO Framework 

In chapter five, the ExpandNet/WHO framework was utilised to 

retrospectively analyse the planning, management and outcomes of the early 

expansion of the distribution of misoprostol for the prevention of PPH in two 

provinces in Mozambique. In conducting the analysis it was apparent that there 

was a need to adapt the framework to make it more user-friendly and to 

improve the flow of information and coherence, particularly for its application 

to a case study. I adapted the framework to incorporate an outcomes category, 

re-positioned the context to be at the foundation of the framework and included 

advocacy as an element within both the planning and management phases (See 

Figure 8.2). 
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Figure 8. 1 The Adapted ExpandNet/WHO Framework 

Context 

Context or the ‘environment’ as referred to in the ExpandNet/WHO 

framework is an essential element to scale-up and can greatly influence country 

progress towards scale-up. Given the critical role that context plays in all 

phases of scale-up, the adaptation described in the thesis situated the context as 

the largest factor in the model to signify the need to begin a program with an 

examination of contextual factors. Context should be one of the first 

considerations when planning to introduce a new innovation to understand the 
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opportunities and challenges that may arise (D.H. Peters, Adam, Alonge, 

Agyepong, & Tran, 2013, Edwards & Barker, 2014). The ExpandNet/WHO 

framework recognises that external forces can influence the process of scale-

up, including: the capacity of the health system, national and local politics, 

poverty, the health needs and priorities of the population and global influences 

(Simmons et al., 2007).  

Advocacy 

Secondly, advocacy was incorporated in the planning and management 

phases, rather than solely in the management phase. Advocacy is an essential 

approach to gain the political support necessary for scale-up. Adaptations to the 

innovation were also included as a component of the management phase. 

ExpandNet/WHO documents state that managing the degree of change within 

an innovation can be critical to how the scale-up progresses (World Health 

Organization, 2010). For example, the addition of the selection criteria to the 

Mozambican misoprostol program was a barrier to implementation. This was 

an important finding yet was difficult to report on given the parameters of the 

original framework where adaptations happen solely in the planning phase. 

Outcomes  

To elicit further information on scale-up progress, an additional phase 

of ‘outcomes’ was incorporated into the model. This was added to the model to 

allow for an assessment of progress of scale-up, measured through monitoring 

and evaluation, coverage and utilisation.  Reporting the outcomes of scale-up is 

a critical step for analysis of progress made and needs for improvements or 

further work.  
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Use of the adapted framework 

This adapted ExpandNet/WHO framework can be used to: first assess 

the planning and design phase (including the context), then examine the 

management phase and finally, assess the progress and outcomes of the 

program. The following elements were included in the planning phase: 

innovation to be scaled-up; advocacy and dissemination efforts; user 

organisation; and resource team. The management phase includes 

dissemination and advocacy; organisational processes; adaptations to the 

innovation; mobilisation of resources and monitoring and evaluation. The type 

of scale-up is an element that touches on both the planning and management 

phases. The third phase, outcomes, includes monitoring and evaluation; 

coverage and utilisation. The adapted model can be used by other researchers 

examining the implementation of misoprostol programs at the community level 

or other MNCH interventions more generally. 

Significance of Study  

This thesis has added to the literature about the factors critical to 

introducing misoprostol for the prevention of PPH at the community level and 

the complexities of scaling-up. Lessons learned from this case study can be 

used by the Mozambican MoH to adapt the misoprostol program prior to 

further expansion or national scale-up. This study can also assist policy 

makers, governments and organisations in other low to middle income 

countries who aim to implement similar programs while adapting them to their 

own contexts. This study adds to the evidence base of implementation research 

that supports task shifting MNCH interventions at the community level.  
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Novelty of the Study Approach 

This study was based on original research which was undertaken in 

2017 in Mozambique. The goal of the thesis was to provide a comprehensive 

view of how the Mozambican government and partners have worked together 

to operationalise the distribution of misoprostol for the prevention of PPH at 

the community level. The literature review was essential to informing the study 

design, specifically the development of the data collection tools.  

During data collection, a wide variety of ideas and opinions were 

canvassed by speaking with stakeholders, health staff, CHWs, TBAs and 

women who used misoprostol. Applying a phenomenological approach to 

qualitative data collection allowed an exploration of the experiences of a 

variety of people involved in the program; from advocates and policy makers 

to the users themselves. Preliminary findings were presented at a National 

MNCH Workshop in Mozambique in October 2017. At this workshop, further 

insights were gained from health staff who discussed the shortcomings of the 

program and challenges they faced in implementation.  

The partnership with the Mozambican Ministry of Health was also a 

unique aspect of this study. This partnership provided access to provincial and 

district health staff and communities that otherwise would have been difficult 

to reach. While it is recognised that, in some instances, this may have resulted 

in some bias from participant responses, ultimately it seemed that informants 

were comfortable and willing to speak about the facilitators and barriers to the 

misoprostol program.  

Furthermore, the Director of the Women’s and Child Health 

Department at the MoH in Mozambique was the principal in-country 
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investigator on the study. She contributed to the human research ethical 

application, reviewed the study guide questions and was involved in the 

analysis and write up of results. Her involvement, as well as other members of 

the MoH, was paramount to being able to conduct the study and was also 

critical to help ensure that the misoprostol program remains a priority of the 

Department. The direct involvement of the MoH in the study will assist with 

dissemination of the results and implementation of recommendations.  A 

research brief of the findings was prepared in March 2019 and shared with the 

Director of the Women’s and Child Health Department at the MoH for 

dissemination to stakeholders involved in the misoprostol program and study 

(Appendix 22).  

Factors Influencing the Research 

As a Caucasian Canadian woman from an Australian University I 

conducted the research as an outsider. Being an outsider limited my 

understanding of the context and may have impacted on my capacity to 

develop a relationship of trust with participants (Mullings, 1999). Dwyer and 

Buckle (2009) discuss the notion of ‘the space between’ being an insider and 

outsider in qualitative research. They note that ‘not being a member of a group 

does not denote complete difference’ (p.60). While there were numerous 

differences between myself and the people I interviewed we still had some 

similarities, namely for participants who were mothers. As a mother, I felt I 

could relate better to some participants and I felt they saw me in a different 

light then our first meeting when I did not have children. My status as an 

outsider working with the MoH perhaps inhibited deeper issues that 

participants may not have felt comfortable revealing to me, including 
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discussions about abortion. The topic of abortion as barrier to the distribution 

of misoprostol has been addressed by other researchers (Coelho et al., 1993; 

Kumar, 2012; Wells et al., 2016) and more in-depth data on this topic in 

Mozambique would have added to the literature from a client and provider 

perspective. This is a limitation of the research and my outsider status.  

Opportunities for Improvements 

There were several areas in this research that could have been further 

explored if more time and money were allowed. The role of the medical 

professionals as gatekeepers, particularly the health management staff is an 

area that could have been examined further. Over the course of the interviews 

and in the MoH MNCH workshop it became evident that a number of nurses 

felt like their ‘hands were tied’ in terms of the procurement and supply of 

misoprostol. The clinic directors and pharmacists had an essential role in 

ensuring the supply chain was functioning and more in-depth research was 

needed to triangulate their hesitations about the distribution of misoprostol. 

Leadership attributes and management strategies can significantly impact a 

program’s success and ability to implement change (Edwards & Barker, 2014). 

The relationships between the management and nurses and midwives in terms 

of trust is another area that could have been further explored.  

This study examined the Mozambican misoprostol program in the early 

stages of implementation. Scaling-up large programs is complex and takes 

place over many years (Barker, 2016). It could be argued that the Mozambican 

misoprostol program was not mature enough for in-depth analysis on scale-up. 

Some stakeholders and MoH staff noted that it would be beneficial and perhaps 

more effective to conduct an evaluation of the misoprostol program at a later 
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stage in five years’ time. We recognise that this is a limitation and further study 

at a later stage of the program is warranted. There are relatively few 

misoprostol programs that have been scaled-up, considering the number of 

pilot programs that have been implemented globally (Smith, 2013). As such, 

the early phase of the program to scale-up misoprostol was an important stage 

to study, as it points to some of the barriers and enablers that other countries 

can learn from.  

Recommendations 

Chapters 5-7 of this thesis produced a number of recommendations for 

the MoH and MNCH stakeholders involved in the misoprostol program. We 

suggest that the MoH and partners review these recommendations alongside 

the current status of the program to assist with decisions surrounding the next 

stage of scale-up.  The recommendations are collated below and organised into 

program and policy levels.  

Program Level Recommendations  

Enable flexibility within the misoprostol program to improve access by: 

• Allowing CHWs to distribute misoprostol and TBAs to collect the

medication from the health facility where necessary and appropriate.

This will help to ensure a stable supply of misoprostol.

• Heightening communication of the Strategy for the Prevention of PPH

at the Community, provincial and district levels. Health workers,

including pharmacists, and TBAs should feel confident distributing and

administering misoprostol to women who will have a home birth as part

of the National Strategy.

• Adjusting one or more criteria:
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o Reduce the distance to 5kms or measure it in time i.e. 30 mins 
or 1 hour walking 
 

o Reduce the timeline to receive misoprostol at ANC from 28 to 
24 weeks;  

 
 

Dissemination and Advocacy 

 

• Widely disseminating the National PPH Strategy to all health staff 

including pharmacists and provincial and district authorities.  

• Implementing a human rights-based approach that advocates for 

women’s rights to access misoprostol as a life-saving medication. 

• Increasing demand in the community by disseminating information 

about the benefits of misoprostol, how to safely use it and where to 

access it via CHWs, TBAs and mobile health units. 

• Distributing clean birth kits through ANC, APEs, and/or directly to 

TBAs. This would alleviate the concerns TBAs have about infections to 

themselves, women and newborns while reducing neonatal mortality.  

Organisational Process 

• Undertaking a formal review of the misoprostol program to identify 

needed adaptations and develop a systematic scale-up strategy for the 

next phases. 

• Emphasising that Medical Chiefs and pharmacists fill the requisitions 

for misoprostol and ensure a consistent supply which meets the 

demand.  

• Training more TBAs and health staff to increase the number of people 

who can distribute misoprostol 
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• Investing in the provision of transportation to ensure women have

access to health facilities. Women and TBAs requested assistance with

transport to and from the facility and communication (phone credit) to

contact the CHWs and health facility.

Costs/Resource Mobilization 

• Developing a long term plan for resource mobilization or redistribution

of resources to fund the misoprostol program and next phase of scale-

up.

Monitoring and evaluation 

• Providing technical support to introduce the misoprostol indicators

within the National Health Information System. This will allow for

more efficiency and remove the existing parallel data collection system.

• Appointing focal persons in each province to support timely reporting

from the districts and data analysis.

• Establishing a formal record/system to accurately record misoprostol

provided to CHWs and returns of misoprostol to the health facility.

Future research directions 

Further research is needed to assess the next phases of the Mozambican 

misoprostol program and document other misoprostol programs in the early 

expansion phase to add to the evidence base. Implementation research is 

valuable for policy makers and health care providers to ensure the benefits of 

the program or policy and opportunities for enhancement of program 

implementation and scale-up are realised (D.H Peters et al., 2013). Peters and 

colleagues argue, ‘Without implementation research we are at best committing 
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valuable resources in the hope that things will work out’ (2013, p. 61). Spicer 

and colleagues found that evidence on the process of implementation, which 

included qualitative and quantitative data, was critical to inform and influence 

governments and stakeholders to scale-up (N Spicer et al., 2018). Studies on 

implementation progress as well as on national scale-up of misoprostol for the 

prevention of PPH are required. Reaching national scale-up takes substantial 

time and often comes with challenges. It is estimated it will take 3-8 years until 

studies at this level are published and readily available for others to use.  

It has been sufficiently shown that oral misoprostol is a safe and 

effective alternative to oxytocin until countries can scale-up the number and 

quality of SBAs (Karanja et al., 2013; Oladapo, 2012; Potts & Campbell, 2004; 

Prata et al., 2011). However, country progress on national scale-up remains 

limited. Advocacy is needed to continue efforts to ensure all women have 

access to uterotonic coverage, including through the distribution of misoprostol 

at the community level. A rights-based approach can assist stakeholders to 

advocate that governments put community misoprostol programs in place. 

Future research on programs that apply a rights-based approach is needed to 

document efforts, successes and challenges.  

Conclusions 

PPH remains a leading cause of Mozambique’s high maternal mortality 

as in many low to middle income countries. This study has made important 

contributions to the understanding of how the Mozambican MoH and partners 

operationalised the early expansion of the misoprostol program in two 

provinces. It provided valuable lessons and recommendations which can be 
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used to adapt elements of the program. These can also aid in the planning and 

management of community misoprostol programs in other contexts. 

The WHO ExpandNet/WHO framework is a useful tool to plan and 

manage scale-up programs. The thesis has demonstrated that it is also valuable 

as a means to analyse a scale-up case study. Findings from this case study can 

assist other governments and MNCH stakeholders who aim to implement a 

similar program in the future. In this chapter, findings from this thesis were 

incorporated to further adapt the Framework to improve data flow and to also 

elicit information on progress and outcomes. Reporting on outcomes is an 

essential factor for proof of implementation. 

This study also adds to the evidence base supporting task 

shifting/sharing efforts that support PPH prevention at the community level. In 

particular, the findings add to the growing evidence base that CHWs and TBAs 

are an appropriate means to distribute misoprostol to women who give birth at 

home or outside of a health facility.  

Misoprostol can be used for other purposes including abortion which 

provokes discussion about trust and misuse. Applying a rights-based approach 

can assist in re-framing this argument to overcome this barrier and other 

challenges surrounding women’s rights to accessing this essential life-saving 

medication. 
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Appendix 8: Letter of InformationFor Women and Community 

Members 

Scaling-up the use of misoprostol for the prevention of Post-Partum 
Haemorrhage at home births in Mozambique 

PARTICIPANT INFORMATION STATEMENT 

This Is For You To Keep 

Introduction 

You are invited to participate in an interview for a study about increasing the use of the 
medicine misoprostol to prevent bleeding in childbirth. The study will happen in a 
number of districts in Mozambique.   
The researchers want to understand what is going well when giving the medicine 
misoprostol to women who give birth at home and if this program can happen in other 
countries. The results can also be used to work with other countries to introduce 
and/or increase the use of misoprostol in the community. The results of the research 
may be important for the Ministry of Health, organisations that provide maternal 
health services and the people of Mozambique and also for the international maternal 
health community. 

Why have I been invited to participate? 
You have been invited to participate in this study because you used or have been given 
information about the medicine misoprostol to prevent bleeding in childbirth. We are 
interested to hear about your story of how it was when you received and then took the 
medicine. We also would like to speak to community members to hear their opinions 
about the medicine misoprostol.  

What does my participation involve? 
If you agree, we will ask you to participate in one interview or group discussion where 
you will be asked questions about receiving misoprostol for the prevention of bleeding 
in childbirth or information about the medicine misoprostol.  
The interviews should last no longer than one hour and may be held at your home, the 
health clinic or in a community building.  
If you agree to participate, you will be asked who you would like to be at the 
interview. Interpreters will be provided as required. 
With your permission, we will record the interview on audiotape, and write notes.  
You can give your details to the interviewers so they can get in touch with you after 
the interview and you can review the research findings. You will then be able to 
review and make comment on these findings.  

Who is doing the research? 
The investigators work in the area of maternal health at Charles Darwin University in 
Australia, as well as the University of Technology Sydney, Australia and at the 
University of California, Berkeley. The results of this research will be used to complete 
the Principal Investigator’s (Karen Hobday) PhD degree and will be included in 
publications and be presented at conferences.  The researchers received funding from 
Jhpiego, a maternal health organization, to conduct this research. 
Jhpiego, is an international health organization affiliated with The Johns Hopkins 
University, and has maternal and newborn health programs in 40 countries in Africa, 
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Asia and Latin America. Jhpiego focuses on interventions to increase access to skilled 
providers to ensure women give birth in a safe and healthy environment.   

Can I withdraw from the study? 
Yes. Participation in this study is completely voluntary. 
If you are invited to be interviewed you can decide whether or not you want to be 
involved. 
If you consent to be interviewed and then change your mind you can do so at any 
point. For example, you may start the interview and then decide you don’t want to 
continue.  If you decide that you don’t want to be interviewed at any point, this does 
not affect the care you receive or the people you have contact with at the health care 
centre or maternity unit. 

Will anyone else know the results? 
Any information that is obtained in connection with this study and that may identify 
you will be kept confidential and will be disclosed only with your permission, except 
as required by law.   
If you give us your permission by signing this form, we plan to both discuss and 
present the results in reports and publications for this country and internationally. The 
information that you provide will be reported in a way that ensures you are not 
identified. 

Will the study benefit me? 
It is difficult to predict what the experience of participating in this study will mean to 
you. However, we cannot and do not guarantee or promise that you will receive any 
benefits from this study. We hope our findings, and particularly the information that 
you give, will help pregnant women have better and healthier outcomes. 
The results from this research will provide insights to those working in maternal health 
including the Ministry of Health, Jhpiego, the researchers and other stakeholders on 
about increasing the use of misoprostol in the community to prevent bleeding in 
childbirth.   

What if I have further questions? 
If you have any additional questions later, Karen Hobday or Dr Suzanne Belton are 
happy to answer them: 
Ms. Karen Hobday, PhD Candidate Menzies School of Health Research, Charles 
Darwin University, Darwin, NT, Australia Tel: +61 412571448; email: 
Karen.hobday@menzies.edu.au 
Dr Suzanne Belton, PhD, Senior Lecturer, Menzies School of Health Research, 
Charles Darwin University, Darwin, NT, Australia. Tel: +61 (8) 8946 8448 | F: +61 
(8) 8927 5187; Email: Suzanne.belton@menzies.edu.au 
Complaints may be directed to the Mozambique National Research Ethics Committee 
who will forward this to the Menzies School of Health Research Ethics Committee, 
Charles Darwin University, Darwin NT 0810, Australia. Tel: +61(8) 8946 8686, F: 
+61 (8) 8927 5187, Email ethics@menzies.edu.au. Any complaint you make will be 
treated in confidence and investigated, and you will be informed of the 
outcome. 
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Appendix 9: Letter of Information for Women and Community 

Members (Portuguese) 

Expansão da utilização do Misoprostol para a prevenção de Hemorragias 
Pós-Parto em Partos Domiciliares em Moçambique 

FOLHETO INFORMATIVO PARA A/O PARTICIPANTE 

Por favor guarde Esta Informação 

Introdução 

Você foi convidada/o a participar numa entrevista para um estudo sobre o aumento da utilização 
do medicamento Misoprostol para a prevenção da hemorragia após o parto. O estudo será 
implementado em vários distritos de Moçambique.   
Os investigadores pretendem compreender os aspectos positivos da administração do medicamento 
Misoprostol a mulheres que realizam o parto em casa e perceber se este programa poderia ser 
implementado noutros países. Os resultados também podem ser utilizados para trabalhar com 
outros países na introdução e/ou aumento da utilização do Misoprostol na comunidade. Os 
resultados da investigação são muito importantes para o Ministério da Saúde de Moçambique, para 
as Organizações que apoiam na prestação de Serviços de Saúde Materna, e para todo o povo 
moçambicano, assim como para a Comunidade Internacional de Saúde Materna. 

Porque foi convidada/o a participar? 

Foi convidada/o a participar neste estudo porque utilizou ou deu informações sobre o medicamento 
Misoprostol  como forma de prevenção da hemorragia pós-parto. Gostávamos de conhecer a sua 
história e saber como recebeu e tomou o medicamento. Gostaríamos também de falar com 
membros da comunidade para ouvir as suas opiniões sobre o medicamento Misoprostol.  

O que a sua participação implica? 
Se concordar, iremos pedir-lhe para participar numa entrevista ou debate de grupo onde lhe serão 
colocadas questões sobre como recebeu o Misoprostol para prevenir hemorragias após o parto ou 
informações sobre o medicamento Misoprostol.  
As entrevistas não deverão demorar mais de uma hora e poderão decorrer em sua casa, no centro 
de saúde ou num edifício da comunidade.  
Se concordar em participar, ser-lhe-á perguntando quem pretende que esteja presente na 
entrevista. Quando necessário serão disponibilizados interpretes. 
Com o seu consentimento, gravaremos a entrevista com um gravador de voz e tomaremos notas. 
Poderá disponibilizar os seus dados aos entrevistadores de modo a que possam entrar em contacto 
consigo depois da entrevista para que possa conhecer as conclusões da investigação. Poderá nessa 
altura rever e fazer comentários sobre estas conclusões.  

Quem está a desenvolver a investigação? 
Os investigadores trabalham na área de Saúde Materna no Ministério da Saúde de Moçambique, na 
Universidade Charles Darwin na Austrália, bem como na Universidade de Tecnologia de Sidnei, 
Austrália e na Universidade da Califórnia, Berkeley. Os resultados desta investigação serão utilizados 
para publicações e apresentados em conferências. Os investigadores receberam financiamento da 
Jhpiego, uma organização de saúde materna, de forma a poderem desenvolver esta investigação. 
A Jhpiego, é uma organização internacional de saúde associada à The Johns Hopkins University que 
conta com programas de saúde materna e neonatal em 40 países na África, Ásia e América Latina. A 
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Jhpiego centra-se na intervenção para aumentar o acesso a profissionais competentes, de modo a 
garantir que as mulheres dão à luz de forma segura e num ambiente saudável. 

Pode abandonar o estudo? 

SIM. A participação neste estudo é totalmente voluntária. Se for convidada/o a participar numa 
entrevista pode decidir se quer ou não participar. 

Se aceitar ser entrevistada/o posteriormente poderá mudar de opinião a qualquer momento. Por 
exemplo, pode começar a entrevista e durante a mesma decidir que não pretende continuar. Se em 
qualquer momento decidir que não quer ser entrevistado isto não afectará o tipo de cuidados que 
recebe ou as pessoas com as quais tem contacto no centro de saúde ou na maternidade. 

Mais alguém saberá dos resultados? 

Todas as informações que forem obtidas, relacionadas com este estudo, e que possam servir para 
a/o identificar, serão mantidas em confidencialidade e apenas serão divulgadas com o seu 
consentimento, excepto nos termos previstos na lei.   

Se nos der a sua autorização assinando este formulário, pretendemos debater e apresentar os 
resultados em relatórios e publicações neste país e a nível internacional. A informação será 
disponibilizada de forma a garantir que não será identificado. Não será mencionado seu nome nem 
outra identificação sua que possa permitir que se alguém identifique que informação foi dada por 
si. 

De que forma será beneficiado pelo estudo? 

É difícil para nós prever que significado terá para si a experiência de participação neste estudo. No 
entanto, não podemos garantir nem prometemos que venha a ter qualquer benefício com este 
estudo. Esperamos que as nossas conclusões e, em particular, a informação que nos disponibilizar, 
ajudem as grávidas a conseguir resultados melhores e mais saudáveis. 

Os resultados desta investigação fornecerão dados para quem trabalha em saúde materna incluindo 
o Ministério da Saúde, a Jhpiego, os investigadores e outras partes interessadas sobre a utilização
do Misoprostol na comunidade para impedir hemorragias após o parto.

E se tiver mais dúvidas? 

Se posteriormente tiver mais dúvidas, a Dra Páscoa Zualo Wate, a Sra Karen Hobday ou a Dra. 
Suzanne Belton terão todo o prazer em ajudá-lo/a: 

Páscoa Zualo Wate, Chefe Nacional do Departamento de Saúde da Mulher e da Criança – Ministério 
da Saúde – Maputo. Telefone:  +258 843 989 793  

Dr. Humberto Jamal Rodrigues, Ministério da Saúde, Coordenador Nacional do Programa dos APEs 
– Ministério da Saúde – Maputo. Telefone:  +258 827256120

As reclamações devem ser enviadas ao Comité Nacional de Bioética para Saúde 
Av. Eduardo Mondlane no 1008, CP 268 
Ministério da Saúde, Maputo - Mozambique 
Tel: 824066350/+ 258 430814/427131(4)  
Qualquer reclamação que apresente será tratada de forma confidencial, investigada e 
posteriormente será informado sobre o resultado. 
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Appendix 10: Letter of Information for Policy Makers and Service 

Providers 

Scaling-up the use of misoprostol for the prevention of Post-Partum 

Haemorrhage at home births in Mozambique 
PARTICIPANT INFORMATION STATEMENT 

This Is For You To Keep 
Introduction 

You are invited to participate in an interview for a study about the scale-up of the use 
of misoprostol for the prevention of post-partum haemorrhage (PPH) at home births. 
The study will take place in a number of districts in Mozambique.   
The research will seek to understand which parts of the misoprostol program are 
working successfully and if this program can take place in other countries. The results 
can also be used to advocate for other countries to introduce and/or increase the use of 
misoprostol in the community. The research findings may be significant for the 
Jhpiego organisation, and the people of Mozambique and also for the international 
maternal health community. 

Why have I been invited to participate? 
You have been invited to participate in this study because you have been involved in 
creating the policy or working on distributing the drug misoprostol for prevention of 
post-partum haemorrhage at home-births.   

What does my participation involve? 
 

If you agree, we will ask you to participate in one interview in which you will be asked 
questions about your involvement in the scale-up of community-based distribution of 
misoprostol for the prevention of PPH.  

The interviews should last no longer than one hour and may be held at your workplace 
or at a Ministry of Health office.  

If you agree to participate, you will be asked who you would like to be at the 
interview. Interpreters will be provided as required. 

With your permission, we will record the interview on audiotape, and write notes.  
You will have the opportunity to provide your details to the interviewers so they can 
get in touch with you after the interview and you can review the research findings. 
You will then be able to review and make comment on these findings.  

Who is doing the research? 
The investigators work in the area of maternal health at Charles Darwin University in 
Australia, as well as the University of Technology in Sydney, Australia and at the 
University of California, Berkeley. The results of this research will be used to complete 
the Principal Investigator’s (Karen Hobday) PhD degree and will be included in 
publications and be presented at conferences.  The researchers received funding from 
Jhpiego, a maternal health organization, to conduct this research. 

Jhpiego, is an international health organization affiliated with The Johns Hopkins 
University, and has maternal and newborn health programs in 40 countries in Africa, 
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Asia and Latin America. Jhpiego focuses on interventions to increase access to skilled 
providers to ensure women give birth in a safe and healthy environment.   
 

Can I withdraw from the study? 
Yes. Participation in this study is completely voluntary. 
 
If you are invited to be interviewed you can decide whether or not you want to be 
involved. 
 
If you consent to be interviewed and then change your mind you can do so at any 
point. For instance, you may start the interview and then decide you don’t want to 
continue.  If you decide that you don’t want to be interviewed at any point, this does 
not affect your work with Jhpiego or the Ministry of Health. 
 

Will anyone else know the results? 
Any information that is obtained in connection with this study and that may identify 
you will be kept confidential and will be disclosed only with your permission, except 
as required by law.   
 
If you give us your permission by signing this form, we plan to both discuss and 
present the results in reports and publications for this country and internationally. The 
information that you provide will be reported in a way that ensures you are not 
identified. 

Will the study benefit me? 
 
It is difficult to predict what the experience of participating in this study will mean to 
you. However, we cannot and do not guarantee or promise that you will receive any 
benefits from this study. The results from this research will provide insights to those 
working in maternal health including the Ministry of Health, Jhpiego, the researchers 
and other stakeholders on scaling-up the distribution of misoprostol in the community.   

What if I have further questions? 
If you have any additional questions later, Karen Hobday or Dr Suzanne Belton are 
happy to answer them: 
 
Ms. Karen Hobday, PhD Candidate Menzies School of Health Research, Charles 
Darwin University, Darwin, NT, Australia  
Tel: +61 412571448; email: Karen.hobday@menzies.edu.au 
 
Dr Suzanne Belton, PhD, Senior Lecturer, Menzies School of Health Research, 
Charles Darwin University, Darwin, NT, Australia. Tel: +61 (8) 8946 8448 | F: +61 
(8) 8927 5187; Email: Suzanne.belton@menzies.edu.au 
 
Complaints may be directed to the Mozambique National Research Ethics Committee 
who will forward this to the Menzies School of Health Research Ethics Committee, 
Charles Darwin University, Darwin NT 0810, Australia. Tel: +61(8) 8946 8686, F: 
+61 (8) 8927 5187, Email ethics@menzies.edu.au. Any complaint you make will be 
treated in confidence and investigated, and you will be informed of the outcome. 
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Appendix 11: Letter of Information for Policy Makers and Service 

Providers (Portuguese) 

Expansão da utilização do Misoprostol para a prevenção de Hemorragias 
Pós-Parto em Partos Domiciliares em Moçambique 

FOLHETO INFORMATIVO PARA A/O PARTICIPANTE 

Por favor guarde Esta Informação 

Introdução 

Você foi convidada/o a participar numa entrevista para um estudo sobre o aumento da utilização 
do medicamento Misoprostol para a prevenção da hemorragia após o parto. O estudo será 
implementado em vários distritos de Moçambique.   
Os investigadores pretendem compreender os aspectos positivos da administração do medicamento 
Misoprostol a mulheres que realizam o parto em casa e perceber se este programa poderia ser 
implementado noutros países. Os resultados também podem ser utilizados para trabalhar com 
outros países na introdução e/ou aumento da utilização do Misoprostol na comunidade. Os 
resultados da investigação são muito importantes para o Ministério da Saúde de Moçambique, para 
as Organizações que apoiam na prestação de Serviços de Saúde Materna, e para todo o povo 
moçambicano, assim como para a Comunidade Internacional de Saúde Materna. 

Porque foi convidada/o a participar? 

Você foi convidada/o a participar neste estudo porque esteve envolvido na criação da política, 
programa ou distribuiu o medicamento Misoprostol como uma prevenção da hemorragia pós-parto. 
Gostávamos de saber sobre o seu envolvimento com o programa do Misoprostol. 

O que a sua participação implica? 
Se concordar, iremos pedir-lhe para participar numa entrevista ou debate de grupo onde lhe serão 
colocadas questões sobre como recebeu o Misoprostol para prevenir hemorragias após o parto ou 
informações sobre o medicamento Misoprostol.  
As entrevistas não deverão demorar mais de uma hora e poderão decorrer em sua casa, no centro 
de saúde ou num edifício da comunidade.  
Se concordar em participar, ser-lhe-á perguntando quem pretende que esteja presente na 
entrevista. Quando necessário serão disponibilizados interpretes. 
Com o seu consentimento, gravaremos a entrevista com um gravador de voz e tomaremos notas. 
Poderá disponibilizar os seus dados aos entrevistadores de modo a que possam entrar em contacto 
consigo depois da entrevista para que possa conhecer as conclusões da investigação. Poderá nessa 
altura rever e fazer comentários sobre estas conclusões.  

Quem está a desenvolver a investigação? 
Os investigadores trabalham na área de Saúde Materna no Ministério da Saúde de Moçambique, na 
Universidade Charles Darwin na Austrália, bem como na Universidade de Tecnologia de Sidnei, 
Austrália e na Universidade da Califórnia, Berkeley. Os resultados desta investigação serão utilizados 
para publicações e apresentados em conferências. Os investigadores receberam financiamento da 
Jhpiego, uma organização de saúde materna, de forma a poderem desenvolver esta investigação. 
A Jhpiego, é uma organização internacional de saúde associada à The Johns Hopkins University que 
conta com programas de saúde materna e neonatal em 40 países na África, Ásia e América Latina. A 
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Jhpiego centra-se na intervenção para aumentar o acesso a profissionais competentes, de modo a 
garantir que as mulheres dão à luz de forma segura e num ambiente saudável. 

Pode abandonar o estudo? 

SIM. A participação neste estudo é totalmente voluntária. Se for convidada/o a participar numa 
entrevista pode decidir se quer ou não participar. 
Se aceitar ser entrevistada/o posteriormente poderá mudar de opinião a qualquer momento. Por 
exemplo, pode começar a entrevista e durante a mesma decidir que não pretende continuar. Se em 
qualquer momento decidir que não quer ser entrevistado isto não afectará o tipo de cuidados que 
recebe ou as pessoas com as quais tem contacto no centro de saúde ou na maternidade. 

Mais alguém saberá dos resultados? 

Todas as informações que forem obtidas, relacionadas com este estudo, e que possam servir para 
a/o identificar, serão mantidas em confidencialidade e apenas serão divulgadas com o seu 
consentimento, excepto nos termos previstos na lei.   

Se nos der a sua autorização assinando este formulário, pretendemos debater e apresentar os 
resultados em relatórios e publicações neste país e a nível internacional. A informação será 
disponibilizada de forma a garantir que não será identificado. Não será mencionado seu nome nem 
outra identificação sua que possa permitir que se alguém identifique que informação foi dada por 
si. 

De que forma será beneficiado pelo estudo? 

É difícil para nós prever que significado terá para si a experiência de participação neste estudo. No 
entanto, não podemos garantir nem prometemos que venha a ter qualquer benefício com este 
estudo. Esperamos que as nossas conclusões e, em particular, a informação que nos disponibilizar, 
ajudem as grávidas a conseguir resultados melhores e mais saudáveis. 

Os resultados desta investigação fornecerão dados para quem trabalha em saúde materna incluindo 
o Ministério da Saúde, a Jhpiego, os investigadores e outras partes interessadas sobre a utilização
do Misoprostol na comunidade para impedir hemorragias após o parto.

E se tiver mais dúvidas? 

Se posteriormente tiver mais dúvidas, a Dra Páscoa Zualo Wate, a Sra Karen Hobday ou a Dra. 
Suzanne Belton terão todo o prazer em ajudá-lo/a: 

Páscoa Zualo Wate, Chefe Nacional do Departamento de Saúde da Mulher e da Criança – Ministério 
da Saúde – Maputo. Telefone:  +258 843 989 793  

Dr. Humberto Jamal Rodrigues, Ministério da Saúde, Coordenador Nacional do Programa dos APEs 
– Ministério da Saúde – Maputo. Telefone:  +258 827256120

As reclamações devem ser enviadas ao Comité Nacional de Bioética para Saúde 
Av. Eduardo Mondlane no 1008, CP 268 
Ministério da Saúde, Maputo - Mozambique 
Tel: 824066350/+ 258 430814/427131(4)  

Qualquer reclamação que apresente será tratada de forma confidencial, investigada e 
posteriormente será informado sobre o resultado. 
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Appendix 12: Consent Form for Women, CHWs and TBAs 
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Appendix 13: Consent Form for Women, CHWs and TBAs 

(Portuguese) 
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Appendix 14: Consent form for Policy Makers and Health Staff
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Appendix 15: Consent form for Policy Makers and Health Staff 

(Portuguese) 
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Appendix 16: Key Informant Interview Guides for MNCH 

Stakeholders, Service Providers and CHWs 

Scaling up the use of misoprostol for the prevention of Post-Partum 
Haemorrhage at home births in Mozambique 

Key informant interviews 

Draft list of topics/questions for policy, service delivery and community levels 

A. POLICY-MAKERS

Position: 

Service/organisation: 

Role in policy cycle (policy formulation, planning, implementation, evaluation) 

• What is the government’s position on maternal and child health?
o What are the underlying values and principles (explicit and implicit)

• What are the existing maternal health policies? What are the current
policies surrounding the prevention of post-partum haemorrhage?

• What programs and/or policies does the government have in place (or
support) that encourage safe delivery for pregnant women, especially those
in rural areas?

Context/Process leading to scale-up 

• Commencement of the project- 
o Identification of the problem, visibility of the issue of PPH, driving 

factors that lead to agreement on how to proceed, perceptions from 
other stakeholders 

o Evidence and knowledge-base drawn upon?
o What were the challenges in the process of scaling-up? (delays, staff

etc)
o Who were the champions?
o Goals and expected outcomes of scaling-up community-based

distribution of misoprostol
• Policy development: who was involved and the underlying values and

principles
• The policy, legal, institutional or other political changes necessary for

formal adoption of community-based distribution of misoprostol
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o What, if any, advocacy and strategies were used to build support for
scaling up and to achieve adoption?

• Legal and social situation surrounding abortion and potential
leakage/misuse of misoprostol

Implementation 

• Responsibility for implementation of the policy and/or program
• Decision making surrounding the system/method of implementation

o Development of national guidelines for the distribution of
misoprostol

o Dissemination of policy and guidelines

• Components of the package of scale-up for misoprostol (technical,
managerial, training, human resources, policy components)

• Partner involvement (i.e who distributes misoprostol, which districts, who
does what)

• How different was the innovation from existing work (the degree of
change) in the user organization and how did this affect the scaling-up
process?

• Challenges and problem solving
o What worked and what didn’t to overcome the challenges?

• Monitoring and evaluation and use of lessons learned
• Perceptions of community about use of misoprostol

Outcomes of scale-up 

• Extent the scale-up of misoprostol been successful in reaching the goals
o Geographic coverage, commitment, involvement of communities,

health centres etc.
• Evidence that misoprostol is associated with reducing maternal mortality
• Components of scale-up that made it successful or unsuccessful in this

country context

Sustainability of scale-up 

• Integration of misoprostol into a larger MNCH package or the health
system

o Logistics, procurement, supply management, monitoring and
evaluation, supervision.

• Fidelity/quality assurance
o safety, correct distribution and information provided, possibility of

leakage
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• Retention of community based workers/volunteers  
• Political support for scale-up in the long-term 
• Funding-who funded the scale-up and who will continue to fund it in the 

long-term   
o Were there any policy, legal, institutional or other political changes 

necessary to ensure sufficient financial resources to scale-up 
o Is there sufficient funding available for the long-term? 

Recommendations 

• How to improve the distribution of misoprostol at the community-level 
• Advice for other policy makers in different countries who are 

contemplating scaling-up?  

B. SERVICE-PROVIDERS AND CHWs 

Position:      Name of service/organization: 

 

Own service/organisation 

• Goals, structure, functions/activities, resources (human and other) 
• Number and composition of catchment population 
• Characteristics of service users  

 

Own position 

• Duties (according to position description and actual) 
• Time spent on providing information about using misoprostol in ANC 
• Time spent on providing information to Traditional Birth Attendants or 

Community-Based Workers about distribution of misoprostol at home 
births 

• Training and supervision (past and current) 
• Links with other individuals and services/organisations 

 

Impact of misoprostol on preventing post-partum haemorrhage – immediate, 
short and medium term  

 

Knowledge and understanding of current policy or guidelines on misoprostol  

 

Extent to which policy framework and principles are reflected in their own 
service 

• Human resources and training (skills/knowledge available and needed) 
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• Collaboration with partners/stakeholders 
• Role and responsibility of various services/programs including their 

own 
 

Operational Factors 

• Systems in place to order, receive, store and distribute misoprostol 
o Constraints of these systems (procurement/storage/distribution) 
o How to improve the system   

• How many community-based workers/TBAs are involved with the 
program? 

Reach (refer to community map) 

• How much misoprostol does the health centre distribute? (% coverage, 
# districts covered, % service providers deployed) 

• Who receives misoprostol (location, socio-economic status)  
o Which women are not provided with misoprostol?  
o Which women/families rather not use misoprostol? 

 

Information, Education and Communication 

• What information is provided to women who receive misoprostol?  
• Who provides the information?  
• What ‘checklist’ or other tools are used to ensure or evaluate quality of 

information provided when a women receives misoprostol? 
• Challenges in providing health education around safe motherhood and 

use of misoprostol 
o What are the perceived cultural barriers to using misoprostol? 

 

Monitoring and Evaluation 

• Who is responsible for monitoring the distribution and provision of 
information of misoprostol in the community? 

• Indicators utilised to monitor the program at the different levels of the 
health system (to measure to ensure quality) 

• Frequency of monitoring and evaluation at the facility and community 
level  
 

Local concepts of using misoprostol  

• How do people in this community talk about post-partum 
haemorrhage? 

• Community perception about the risks involved in home births 
• Community action when women are having difficulty giving birth 

o Where do women seek help if they are having difficulties in 
labour? 
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How do people in this community talk about misoprostol? 

• How is information about using misoprostol received?
• Positive and negative/challenging things community members say

about misoprostol
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Appendix 17: Key Informant Interview Guide for MNCH 

Stakeholders, Service Providers and CHWs (Portuguese) 

 
Expansão da utilização do Misoprostol para a prevenção de Hemorragias 

Pós-Parto em partos no domicílio em Moçambique 

Entrevistas com Informadores-Chave 
Lista preliminar de tópicos/questões para decisores, prestadores de serviços e ao 

nível da comunidade 

A. DECISORES-POLÍTICOS  

Posição: 

Serviço/organização: 

Função no ciclo político (elaboração de políticas, planificação, implementação, monitoria 

e avaliação) 

• Quais os programas e/ou políticas implementados (ou apoiados) pelo governo para 

incentivar o parto seguro por parte das grávidas, principalmente nas zonas rurais? 

• Quais as políticas de saúde materna em vigor relacionadas com a prevenção da 

hemorragia pós-parto?  

 
Contexto/Processo com vista à Institucionalização: 
• Arranque da Estratégia: 

o Identificação do problema, visibilidade da questão da HPP, factores que 

conduzem a um acordo sobre o procedimento, percepções de outras partes 

interessadas 

o Dados e conhecimentos de base adquiridos? 

o Quais os desafios no processo de institucionalização do uso do misoprostol  a 

nível comunitário (atrasos, pessoal, etc.) 

o Quem foram os vencedores? 

o Objectivos e resultados esperados da distribuição do Misoprostol ao nível da 

comunidade 

• Formulação de políticas: quem esteve envolvido e principais valores e princípios 

• Alterações políticas, legais, institucionais e outras necessárias para a adopção formal 

da distribuição do Misoprostol ao nível da comunidade. 
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o Se aplicável, quais as argumentações e estratégias utilizadas para gerar

apoio para a expansão e para conseguir a adopção?

• Situação legal e social relacionada com o aborto e potencial desperdício/má

utilização do Misoprostol

Implementação: 

• Responsabilidade pela implementação da política e/ou programa

• Tomada de decisões relacionadas com o sistema/método de implementação

o Desenvolvimento de directrizes nacionais para a distribuição do Misoprostol

o Difusão de políticas e directrizes

• Componentes do pacote de institucionalização do uso do Misoprostol (componentes

técnicos, de gestão, de formação, de recursos humanos e políticos)

• Envolvimento dos parceiros (ou seja, quem distribui o Misoprostol, quais os distritos,

quem faz o quê)

• Até que ponto a inovação difere do trabalho existente (grau de mudança) na

organização do utilizador e de que forma isto afecta o processo de institucionalização

?

• Desafios e resolução de problemas

o O que resultou e o que falhou na superação dos desafios?

• Monitorização, avaliação e utilização das lições aprendidas

• Percepções da comunidade sobre a utilização do Misoprostol

Resultados da expansão: 

• Até que ponto a utilização de Misoprostol está sendo bem-sucedida na concretização

dos objectivos

o Cobertura geográfica, compromisso, envolvimento das comunidades,

centros de saúde, etc.

• Evidência de que o Misoprostol está associado à redução da mortalidade materna

• Componentes da institucionalização  que a tornaram bem ou mal-sucedida no

contexto deste país

Sustentabilidade da expansão: 

• Integração do Misoprostol num pacote SMNC Saúde materna, neonatal e da criança)

mais abrangente ou no sistema de saúde

o Logística, aquisições, gestão dos abastecimentos, monitorização e avaliação,

supervisão

• Avaliação da fidelidade/qualidade

o segurança, correcta distribuição e informação disponibilizada, possibilidade

de desperdício

• Retenção de colaboradores/funcionários baseados na comunidade

• Apoio político para a expansão a longo prazo
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• Financiamento - quem financiou a disponibilização do misoprostol e quem 

continuará a financiá-la a longo-prazo   

o Foram necessárias alterações políticas, legais, institucionais ou outras para 

garantir recursos financeiros suficientes? 

o Existe financiamento suficiente para o longo-prazo? 

 
Recomendações: 

• Como melhorar a distribuição do Misoprostol ao nível da comunidade 

• Conselhos de outros decisores políticos noutros países que estejam a ponderar o 

processo de expansão?  

B. PRESTADORES DE SERVIÇOS e APEs 

Posição:       

Nome do serviço/organização: 

Serviço/Organização: 

• Objectivos, estrutura, funções/actividades, recursos (humanos e outros) 

• Número e composição da população abrangida 

• Características dos utilizadores do serviço  

Posição: 

• Deveres (de acordo com a descrição da posição e actual) 

• Tempo gasto a disponibilizar informação sobre a utilização do Misoprostol no 

CNA 

• Tempo gasto a disponibilizar informação a Parteiras Tradicionais ou 

Trabalhadores na Comunidade sobre a distribuição do Misoprostol para partos 

domiciliários. 

• Formação e supervisão (passada e actual) 

• Ligações com outras pessoas e serviços/organizações 

Impacto do Misoprostol na prevenção da hemorragia pós-parto - imediata, a curto e a 

médio prazo  

Conhecimento e compreensão das actuais políticas e directrizes sobre o Misoprostol   

Em que medida o enquadramento político e os princípios se reflectem no seu próprio 

serviço 

• Recursos humanos e formação (competências/conhecimentos disponíveis e 

necessários) 

• Colaboração com parceiros/outras partes interessadas 
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• Função e responsabilidade dos diversos serviços/programas incluindo os 

próprios 

Factores Operacionais 

• Sistemas em vigor para encomendar, receber, armazenar e distribuir o 

Misoprostol 

o Limitações destes sistemas (aquisição/armazenamento/distribuição) 

o Como melhorar o sistema   

• Quantos funcionários baseados na comunidade/parteiras tradicionais estão 

envolvidos no programa? 

Alcance (consultar mapa da comunidade) 

• Qual a quantidade de Misoprostol distribuída pelo centro de saúde? (% 

cobertura, # distritos abrangidos, % prestadores de serviços mobilizados) 

• Quem recebe Misoprostol (localização, estatuto socioeconómico)  

o Quais são as mulheres que não recebem Misoprostol?  

o Que mulheres/famílias preferem não utilizar Misoprostol? 

Informação, Educação e Comunicação 

• Qual a informação que é disponibilizada às mulheres que recebem Misoprostol?  

• Quem disponibiliza a informação?  

• Quais as listas de verificação e outras ferramentas que são utilizadas para 

garantir ou avaliar a qualidade da informação disponibilizada às mulheres que 

recebem Misoprostol? 

• Que desafios existem para educação  sobre saúde materna e sobre a utilização 

do Misoprostol 

o Quais as barreiras culturais identificados para a utilização do Misoprostol? 

Monitoria e Avaliação 

• Quem é responsável pela monitorização da distribuição e disponibilização de 

informação sobre o Misoprostol na comunidade? 

• Indicadores utilizados para monitorizar o programa a diferentes níveis do 

sistema de saúde (avaliar para garantir a qualidade) 

• Frequência da monitorização e avaliação ao nível das instalações e da 

comunidade  

Conceitos locais sobre a utilização do Misoprostol  

• Como é que as pessoas nesta comunidade falam sobre a hemorragia pós-parto? 



 378 

• Percepção da comunidade sobre os riscos envolvidos nos partos em casa 

• Acção da comunidade quando as mulheres têm dificuldade em dar à luz 

o Onde é que as mulheres procuram ajuda quando têm dificuldades 

durante o trabalho de parto? 

Como é que as pessoas nesta comunidade falam sobre o Misoprostol? 

• Como é recebida a informação sobre a utilização do Misoprostol?  

• Aspectos negativos/desafios apontados pelos membros da comunidade sobre o 

Misoprostol 
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Apppendix 18: Focus Group Discussion and/or semi-strucutured 

interview guide for TBAs and women who used misoprostol 

Scaling up the use of misoprostol for the prevention of Post-Partum 
Haemorrhage at home births in Mozambique 

Focus groups or semi-structured interviews 

Draft list of topics/questions for traditional birth attendants 

1. Local concepts of maternal mortality
How do people in this community talk about maternal mortality?

o What are the perceived cultural barriers to giving birth at the health
centre?

o What are mothers and families thoughts about the risks involved in
home births?

o What kind of support is expected during labour and what are the
outcomes?

2. Local concepts of using misoprostol
How do people in this community talk about post-partum haemorrhage?

o What information and resources surrounding safe motherhood and
misoprostol do you provide?

o What are the perceptions of using misoprostol? (from other women,
family members, religious leaders, elders)

3. Reach (refer to community map)

Who in your community receives misoprostol? (location, socio-economic
status)

o How far do you travel to reach new mothers?
o Which women are not provided with misoprostol?
o Which women/families rather not use misoprostol?

4. Strengths and Challenges

1. What (if any) are the benefits of taking the drug misoprostol?

2. What are your concerns (if any) about taking this medicine?

• Insufficient training/information
• Side effects/safety
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• Lack of acceptance/support from the community 
3. What are possible solutions to overcoming these challenges? 

3. What makes it difficult for women to take misoprostol (family, cultural 
barriers, safe place to store the pills etc) 

Focus groups 

Draft list of topics/questions for women and other members of the community 

 

1. Have you heard about misoprostol (or local term used to describe 
misoprostol)? How did you hear about it? What information do you know 
about it? 

• Cultural/traditional beliefs 
 

2. What information did you receive from a health worker or traditional birth 
attendant/community-based worker about misoprostol and safe delivery? 

• What impact (if any) did the information that you received on 
where/how you gave birth?  

 

3. Warning signs:  
o When a woman gives birth, what are the warning signs that there 

are problems?  
o When these problems happen, what do you do to help the pregnant 

woman? 
o Cultural/traditional beliefs  about seeking health care 

 
 

4. Taking misoprostol:  
o Have you ever taken the pill misoprostol? If yes, who gave this 

medicine to you?  
o When did you take the medicine? Any problems? 
o Would you recommend that other women in your community take 

this medicine? 
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Apppendix 19: Focus Group Discussion Guide for TBAs and women 

who used misoprostol (Portuguese) 

Grupos focais ou entrevistas semiestruturadas 
Lista preliminar de tópicos/questões para parteiras tradicionais  

 

1. Conceitos locais sobre mortalidade materna  

Como é que as pessoas nesta comunidade falam sobre a mortalidade materna? 

o Quais as barreiras culturais identificados para a realização do parto em centros 

de saúde? 

o Quais as opiniões de mães e famílias sobre os riscos envolvidos nos partos em 

casa? 

o Que tipo de apoio se espera durante o trabalho de parto e quais os resultados 

2. Conceitos locais sobre a utilização do Misoprostol  

Como é que as pessoas nesta comunidade falam sobre a hemorragia pós-parto? 

o Quais as informações que disponibiliza sobre maternidade segura e ao 

Misoprostol?  

o Quais as percepções sobre a utilização do Misoprostol? (por parte de outras 

mulheres, membros da família, líderes religiosos, idosos) 

3. Alcance (consultar mapa da comunidade) 

Na sua comunidade quem recebe Misoprostol? (localização, estatuto socioeconómico)  

o Qual a distância que tem de percorrer para alcançar novas mães?  

o Quais são as mulheres que não recebem Misoprostol?  

o Que mulheres/famílias preferem não utilizar Misoprostol? 

4. Pontos Fortes e Desafios 

a) Quais (se aplicável) são os benefícios de tomar o fármaco Misoprostol? 
b) Quais as suas preocupações (se aplicável) sobre a toma deste medicamento?  

• Formação/informação insuficiente 

• Efeitos secundários/segurança 

• Falta de aceitação/apoio por parte da comunidade 

c) Quais são as possíveis soluções para ultrapassar estes desafios? 
d) Quais os motivos que levam a que seja difícil as mulheres tomarem Misoprostol 

(família, barreiras culturais, local seguro para guardar os comprimidos, etc.). 
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Grupos Focais 
Lista preliminar de tópicos/questões para mulheres e outros membros da comunidade 

1. Já ouviu falar do Misoprostol (ou um termo local utilizado para descrever o
Misoprostol)? Como teve conhecimento do mesmo? Que informações que tem sobre o
mesmo?
• Crenças culturais/tradicionais

2. Que informações recebeu de um profissional de saúde ou parteira
tradicional/funcionário da comunidade sobre o Misoprostol e o parto seguro?

3. Sinais de alerta:
o Quando uma mulher dá à luz, quais são os sinais de alerta da existência de

problemas?

o Quando estes problemas acontecem, o que se faz para ajudar a grávida?

o Crenças culturais/tradicionais sobre a procura de cuidados médicos

4. Tomar Misoprostol:

o Alguma vez tomou os comprimidos Misoprostol? Caso tenha respondido que

sim, quem lhe deu este medicamento?

o Quando tomou o medicamento? Teve alguma dificuldade?

o Que impacto teve (se aplicável) a informação que recebeu sobre o

local/forma como decorreu o seu parto?

o Recomendaria outras mulheres da sua comunidade a tomarem este

medicamento?
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Appendix 20: Quantitative data collection tool  

 

 Question Response 

1. How is misoprostol registered at the central Maputo 
warehouse? 

 

1.1 How many tablets of misoprostol are in stock that are within 
the expiration date?  

 

1.2  How many tablets of misoprostol are expired? 

 

 

1.3 How many misoprostol tablets have been destroyed? (see 
stock records) 

 

 

2 Number of tablets of misoprostol distributed to provincial 
warehouse  

Name of Province: 
_________________________________________ 

 

 

1.1  In this provincial warehouse, how is misoprostol for PPH 
registered in the stock records? (seperateley from cytotect 
with another code or similar to cytotec?) 

 

1.2  Number of misoprostol tablets received at the Provincial 
warehouse for induction or abortion? (cytotec) 

 

1.3  Number of misoprostol tablets received at the Provincial 
warehouse for PPH? 

 

1.4  Number of tablets of misoprostol received by other means?  

 

 

1.5  Total number of misoprostol tablets received at this 
provincial warehouse 

 

1.5.1  Total Number of tablets of misoprostol within the expiration 
date? 

 

1.5.2  Total Number of expired tablets of misoprostol?  

2.5.3 Total Number of tablets destroyed (returned/expired) 
recorded? 

 

2.  Total Misoprostol Tablets distributed by the Provincial 
Deposit to the District Warehouse in District: 
________________________? 

 

3.1 In this District Warehouse ____________________ how is 
misoprostol for PPH registered in the stock records? 
(seperateley from cytotect with another code or similar to 
cytotec?) 
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3.2 Number of Misoprostol tablets received by this District 
Warehouse for induction or abortion? (cytotec) 

3.3 Number of misoprostol tablets received at the District 
warehouse for PPH? 

3.4 Number of tablets of misoprostol received by other means? 
(returned by women who had facility delivery, returned by 
TBAs or APEs?) 

3.5 Total number of misoprostol tablets received at this 
provincial warehouse 

3.5.1 Total Number of tablets of misoprostol within the expiration 
date? 

3.5.2 Total Number of expired tablets of misoprostol? 

3.5.3 Total Number of tablets destroyed (returned/expired) 
recorded? 

4. Total Misoprostol Tablets distributed by the District Deposit 
(any way) to the Health Facility Pharmacy Depot 

4. 1 In this pharmacy depot (location name) 
____________________________ how is misoprostol for 
PPH registered in the stock records? (seperateley from 
cytotect with another code or similar to cytotec?) 

4.2 Number of misoprostol tablets received at the Pharmacy of 
this Health Unit: 
(name:)______________________________________ for 
induction or abortion? (cytotec) 

4.3 Number of misoprostol tablets received at the Pharmacy for 
this Health Unit for PPH? 

4.4 Number of tablets of misoprostol received by other means? 
(returned by women who had facility delivery, returned by 
TBAs or APEs?) 

4.5 Total number of misoprostol tablets received at this 
pharmacy? 

4.5.1 Total Number of tablets of misoprostol within the expiration 
date? 

4.5.2 Total Number of tablets of misoprostol within the expiration 
date? 

4.5.3 Total Number of tablets destroyed (returned/expired) 
recorded? 

5. No. of Misoprostol tablets dispensed from the Health Facility 
Pharmacy 
__________________________________________ for the 
Antenatal Consultation? 

5.1 Number of misoprostol tablets distributed at ANC? 
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6. Number of misoprostol tablets distributed from the 
pharmacy to the maternity ward? 

 

6.1 Number of misoprostol tablets used in maternity for 
induction of labor? 
 

 

7. Total number of Misoprostol tablets that were returned at 
the Maternity Hospital by the Women who received the 
tablets but came to the hospital to give birth? 

 

7.1 Number of blister packs returned intact?  

7.2 Number of blister packs returned damaged?  

8. Number of misoprostol tablets that were returned at the 
Postpartum Consultation? 

 

8.1 Number of blister packs returned intact?  

8.2 Number of blister packs returned damaged?  

9. Number of misoprostol doses distributed by APEs?  

9.1 Number of Misoprostol tablets distributed by the APEs in the 
Community to Women? 

 

 

9.2 No. of Misoprostol tablets that were returned to the Health 
Facility Pharmacy by APEs? 

 

 

9.2.1 Number of blister packs returned intact?  

9.2.2 Number of blister packs returned damaged?  

10. Number of misoprostol tablets distributed by TBAs?  

10.1 Number of Misoprostol tablets distributed by the TBAs in the 
Community to Women? 

 

10.2 No. of Misoprostol tablets that were returned to the Health 
Facility Pharmacy by TBAs? 

 

10.2.1 Number of blister packs returned intact?  

10.2.2 Number of blister packs returned damaged?  

11. Number of women who received misoprostol through ANC at 
the health facility? 

 

12. Number of women who received misoprostol through 
CHWs? 

 

13. Number of women who received misoprostol through TBAs?  

14. Total number of women who received misorpstol through 
ANC+ CHW+TBAs? 
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Form 2: Registration of Births and Adverse Events 
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institutional 
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Misoprostol 
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Appendix 21: Quantiative data collection tool (Portuguese) 

Qestão Número 

1. 
No Armazém Central - a CMAM faz o registo do Misoprostol para a Prevenção 

da HPP separadamente, num outro formulário ou outro código, em relação ao 

Misoprostol da Via Clássica? 

SIM o

NÃO o 

1.1 Total de comprimidos de Misoprostol dentro do prazo e intactos? 

1.2 Total de comprimiddps de Misoprostol fora do prazo ou violados? 

1.3 Total de comprimidos de Misoprostol destruídos (verificar a ficha)? 

2. Nº Total de comprimidos de Misoprostol distribuídos pela CMAM (qualquer via) 

para o Depósito Provincial da Província: _____________________________? 

2.1 

No Depósito Provincial da Província ________________________________ o 

registo do Misoprostol para a Prevenção da HPP separadamente, num outro 

formulário ou outro código, em relação ao Misoprostol da Via Clássica? 

SIM o

NÃO o 

2.2 
Nº de comprimidos de Misoprostol recebidos neste Depósito Provincial através 

da via clássica? 

2.3 
Nº de comprimidos de Misoprostol recebidos neste Depósito Provincial para a 

PHPP? 

2.4 
Número de comprimidos de Misoprostol recebidos neste Depósito Provincial 

por outras vias? 

2.5 Total de comprimidos de Misoprostol recebidos neste Depósito Provincial? 

2.5.1 Total de comprimidos de Misoprostol dentro do prazo e intactos? 

2.5.2 Total de comprimiddps de Misoprostol fora do prazo ou violados? 

2.5.3 Total de comprimidos de Misoprostol destruídos (verificar a ficha)? 

3. 
Nº Total de comprimidos de Misoprostol distribuídos pelo Depósito Provincial 

(qualquer via) para o Depósito Distrital do Distrito: 

________________________? 
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3.1 

No Depósito Distrital do Distrito  ________________________________ o 

registo do Misoprostol para a Prevenção da HPP separadamente, num outro 

formulário ou outro código, em relação ao Misoprostol da Via Clássica? 

SIM o 

NÃO o 

3.2 
Nº de comprimidos de Misoprostol recebidos por este Depósito Distrital  

através da via clássica? 
 

3.3 
Nº de comprimidos de Misoprostol recebidos por este Depósito Distrital para a 

PHPP? 
 

3.4 
Nº de comprimidos de Misoprostol recebidos por este Depósito Distrital por 

outras vias? 
 

3.5 Total de comprimidos de Misoprostol recebidos neste Depósito Distrital?  

3.5.1 Total de comprimidos de Misoprostol dentro do prazo e intactos?  

3.4.2 Total de comprimiddps de Misoprostol fora do prazo ou violados?  

3.4.3 Total de comprimidos de Misoprostol destruídos (verificar a ficha)?  

4. 
Nº Total de comprimidos de Misoprostol distribuídos pelo Depósito Distrital 

(qualquer via) para o Depósito da Farmácia da US 

________________________________________________________________? 

 

4.1 

No Depósito da Farmácia da US  

_______________________________________ o registo do Misoprostol para a 

Prevenção da HPP separadamente, num outro formulário ou outro código, em 

relação ao Misoprostol da Via Clássica? 

SIM o 

NÃO o 

4.2 
Nº de comprimidos de Misoprostol recebidos no Depósito da Farmácia desta 

Unidade Sanitária: ______________________________________ através da via 

clássica? 

 

4.3 
Nº de comprimidos de Misoprostol recebidos no Depósito da Farmácia desta 

Unidade Sanitária para a PHPP? 
 

4.4 
Nº de comprimidos de Misoprostol recebidos no Depósito da Farmácia desta 

Unidade Sanitária por outras vias? 
 

4.5 
Total de comprimidos de Misoprostol recebidos no Depósito da Farmácia desta 

Unidade Sanitária? 
 

4.5.1 Total de comprimidos de Misoprostol dentro do prazo e intactos?  
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4.4.2 Total de comprimiddps de Misoprostol fora do prazo ou violados?  

4.4.3 Total de comprimidos de Misoprostol destruídos (verificar a ficha)?  

5. 
Nº de comprimidos de Misoprostol distribuídos pelo Depósito da Farmácia da 

US __________________________________________ para a Consulta Pré-

Natal? 

 

5.1 
Nº de comprimidos de Misoprostol distribuídos na CPN às Mulheres de acordo 

com as Normas? 
 

6. 
Nº de comprimidos de Misoprostol distribuídos pelo Depósito Da Farmácia da 

US __________________________________________ para a Maternidade? 
 

6.1 
Nº de comprimidos de Misoprostol utilizados na Maternidade para indução do 

trabalho de parto? 
 

7. 
Nº Total de comprimidos de Misoprostol que foram devolvidos na Maternidade 

pelas Mulheres que receberam os comprimidos mas vieram ter parto no 

Hospital? 

 

7.1 Nº de Blisters devolvidos intactos?  

7.2 Nº de Blisters devolvidos já violados?  

8. Nª de comprimidos de Misoprostol que foram devolvidos na Consulta Pós-

Parto? 
 

8.1 Nº de Blisters devolvidos intactos?  

8.2 Nº de Blisters devolvidos já violados?  

9. Nº de comprimidos de Misoprostol distribuídos aos APEs?  

9.1 
Nº de comprimidos de Misoprostol que os APEs distribuiram na Comunidade às 

Mulheres? 
 

9.2 
Nº de comprimidos de Misoprostol que foram devolvidos ao Depósito da 

Farmácia da US __________________________________ pelos APEs? 
 

9.2.1 Nº de Blisters devolvidos intactos?  

9.2.2 Nº de Blisters devolvidos já violados?  

10. Nº de comprimidos de Misoprostol distribuídos às PTs?  
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10.1 

Nº de comprimidos de Misoprostol que as PTs distribuiram na 

Comunidade às Mulheres? 
 

10.2 
Nº de comprimidos de Misoprostol que foram devolvidos ao 

Depósito da Farmácia da US 

__________________________________ pela PTs? 

 

10.2.1 Nº de Blisters devolvidos intactos?  

10.2.2 Nº de Blisters devolvidos já violados?  

11. 
Nº de Mulheres que receberam Misoprostol através das CPN na 

Unidade Sanitária 

_____________________________________________? 

 

12. Nº de Mulheres que receberam Misoprostol na Comunidade 

através das PTs? 
 

13. Nº de Mulheres que receberam Misoprostol na Comunidade 

através dos APEs? 
 

14. 
Nº Total de Mulheres que recebeu Misoprostol (na CPN + PTs + 

APEs)? 
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Appendix 21: Quantiative data collection tool (Portuguese) 

 
 

 Formulário 2: Registo de Partos Institucionais e Eventos Adversos 
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reportados pelas 
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reportados pelo 
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os Serviços de 

Saúde por 

possíveis efeitos 

adversos ou 

complicações 

devido à toma da 

Misoprostol 
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Appendix 22: Research Brief of Key Findings 

Research Brief 

Scaling-up the use of Misoprostol to prevent Post-Partum Haemorrhage in 

Mozambique  

Background 

Post-partum haemorrhage (PPH) is a leading cause of Mozambique’s high 
maternal mortality. Injectable oxytocin helps to prevent PPH, yet 30% of births 
in Mozambique occur without a skilled birth attendant who has access to 
oxytocin. Misoprostol is an alternative medication to help reduce PPH that 
comes in a tablet. In 2015, the Mozambican Ministry of Health (MOH) 
commenced a program to distribute misoprostol at the community level in 35 
districts across the country as a strategy to reduce PPH in home births. A study 
was undertaken with the Ministry of Health and The Menzies School of Health 
Research, Charles Darwin University to better understand the misoprostol 
program. It is hoped that the findings will be useful across the country in policy 
decisions around misoprostol.  

This brief summarizes the study findings and can assist government and 
maternal health stakeholders to better understand factors critical to introducing 
misoprostol at the community level and the complexities of scaling-up. 
Lessons learned may be applied in other contexts.  

Aim 

The aim of the study was to identify facilitators and barriers influencing the 
scale-up of misoprostol for the prevention of PPH in two provinces of 
Inhambane and Nampula. The specific objectives were to: 

a) Explore the facilitators and barriers to the early expansion of the misoprostol
program;

Key Findings 

The scale-up of the misoprostol program involved multiple facilitators and 
barriers. Facilitators included: a supportive political and legal environment; a 
credible and relevant program; early expansion into some MOH systems and, a 
strong network of CHWs and TBAs. MNCH nurses, CHWs, and TBAs 
reported the correct dose, timing and method of administration. Many TBAs 
highly valued inclusion in the formal health system, receiving training and 
being provided with misoprostol.  

Barriers to the misoprostol program included: limited coverage due to the 
application of an eligibility criteria; fear of misuse for abortion or induced 
labour; limited dissemination of the National Prevention of PPH Strategy; 
insufficient monitoring and evaluation; challenges with logistics systems and 
the inability to engage TBAs in remote locations. The MOH led the program 
planning and implementation process, however misoprostol is not yet 
incorporated into routine MOH distribution and health information systems 
within select districts. Coverage of misoprostol for PPH prevention was much 
higher in Nampula Province.
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b) Understand the roles of Community Health Workers (CHW) and Traditional 
Birth Attendants (TBA) in the distribution of misoprostol;  
c) Examine coverage and utilisation of misoprostol in the two provinces; 
e) Explore the perceptions of women who used misoprostol at homebirths. 
 

Methodology 
• This study was conducted in collaboration with the Ministry of Health 

between February-October 2017 in Maputo City and in 2 districts in 
Inhambane and 3 districts in Nampula Provinces.  

• Provinces were chosen to include one province from the north and one 
from the south. Districts were chosen based on inclusion in the misoprostol 
program, geographic accessibility and discussions with Provincial and 
District Health Authorities.  

• Interviews were held with 15 program stakeholders, 19 health staff, 15 
CHWs and coordinators, 15 TBAs and 11 women who used misoprostol. 

• Seven focus group discussions were held with CHWs, TBAs and women 
who used misoprostol.  

• Data were provided by the Provincial Health Directors at a National 
Maternal, Newborn and Child Health (MNCH) Workshop to estimate 
coverage and access of misoprostol in the provinces from January-
September 2017.  

 
Facilitators  

Credible and Relevant Program 

The misoprostol program involves the distribution of 600 micrograms of oral 
misoprostol to pregnant women through two channels: 1) Antenatal care (ANC 
) at 28 weeks or greater and who meet the criteria for self-administration (See 
Box 1); or 2) TBAs who administer it to women directly after they give birth at 
home. The aim of the innovation is to increase access to misoprostol for 
women who give birth in the community to reduce maternal mortality 
associated with PPH. A woman who meets the selection criteria at ANC 
receives information from the nurse regarding how and when to take 
misoprostol and a dose (3 pills in a blister pack) to safeguard until her labour. 
Distribution at the community level occurs between the TBA and the pregnant 
woman directly after the birth of the baby and before the placenta has been 
delivered. A CHW provides the TBA with the misoprostol. CHWs are the link 
between the health facility and TBA as they are salaried and have access to a 
bicycle. The CHW usually receives three doses (9 pills) of misoprostol 
monthly or as per request, which they then distribute to the TBA(s) in their 
coverage area (Figure 1). 
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Figure 1. Misoprostol Distribution Chain 

Advocacy 
The Association of Mozambican Obstetricians and Gynaecologists (AMOG) 
and partners employed a successful advocacy strategy to encourage the MOH 
and MNCH Stakeholders of the potential high-impact misoprostol had on 
improving incidence of PPH. The misoprostol program was further supported 
by international evidence and positive results from the local pilot study. 

National MOH Leadership   

The MOH led the program planning and implementation process, allowing for 
inclusion into some of the MOH infrastructure, systems and human resources.  
Misoprostol is sourced through the MOH supply chain and distributed by 
trained MNCH nurses and midwives at ANC as well as via CHWs and TBAs 
in the community.  

Supportive National Policy Environment 

The misoprostol program benefited from a high level of national political 
support, particularly as the reduction of maternal mortality is the first indicator 
in the 2014-2019 Mozambique Health Sector Strategic Plan. The program was 
central to the National PPH Strategy and facilitated by national leadership. 
Misoprostol is registered on the Mozambican Essential Medicines List. In 
2014, the abortion laws in Mozambique were changed to permit women to 
have a safe abortion in primary, secondary and tertiary health facilities which 
have the qualifications (training) and resources to carry out the 
procedure(World Health Organization, 2018b)(World Health Organization, 
2018b)(World Health Organization, 2018b)(World Health Organization, 
2018b)(World Health Organization, 2018b)(World Health Organization, 
2018b)(World Health Organization, 2018b)(World Health Organization, 
2018b)(World Health Organization, 2018b)(World Health Organization, 
2018b). Changes in the abortion law in 2014 Mozambique may have positively 
influenced the political and legal settings in which misoprostol for PPH was 
introduced. 
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Existing Network of CHWs and TBAs  
The program benefited from utilising the strong existing network of CHWs and 
TBAs who provided the local capacity for implementation and credibility. 
CHWs and TBAs reported the correct dose, timing and method of 
administration. Many TBAs highly valued being included in the health system, 
receiving training and being provided with misoprostol. 

Barriers 

Introduction of selection criteria 

This shift was proposed by the MOH in response to the number of returned 
misoprostol doses by women who gave birth at a health facility and to increase 
controls on the amount of misoprostol in the community. In May 2015, the 
MOH introduced an eligibility criteria shifting from a universal distribution 
strategy to application of eligibility criteria (See Box 1). The criteria were 
adopted to target distribution to women deemed most likely to have home 
births, limit unnecessary distribution, and improve controls on the availability 
of misoprostol in the community. The introduction of the criteria limited the 
number of women targeted to receive misoprostol at ANC.  

Fear of misuse 

Pharmacists and some Medical Chiefs were hesitant about distributing what 
was previously a medication with the highest restrictions into the community 
and feared it would be used for abortion or labour induction. Some informants 
felt that this was one of the largest barriers to reaching full coverage.  

Limited socialization of the National Prevention of PPH Strategy 

The National PPH Strategy was disseminated from the Central to Provincial 
level. The Provincial Health Authorities were responsible for socializing the 
National PPH Strategy; to distribute it and inform the districts about the 
program. Communication about the National PPH Strategy was a challenge, 
particularly between provincial and district levels, as well as from the District 
Health Offices to the health facilities. Weak flow of information was attributed 
to insufficient time to disseminate the strategy and induct health staff. Notably 
pharmacists were not included in the dissemination of the National PPH 
Strategy. 

Weak monitoring and evaluation 

Box 1. Eligibility Criteria for Misoprostol Distribution to Pregnant Women for the 
Prevention of Postpartum Hemorrhage 
A pregnant woman must: 

1. Be registered for antenatal care (i.e., have a prenatal health record on file,
where misoprostol will be registered)

2. Have reached 28 weeks gestation

She must additionally meet at least one of these criteria: 
1. Have a history of giving birth at home/outside of the health facility
2. Live more than 8 km from a health facility
3. Be a grand multipara (more than 5 previous births)
4. Have a current or past  history of multiple pregnancies
5. Have a history of postpartum hemorrhage
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The monitoring and evaluation (M&E) system was developed in parallel to the 
National Health Information System. No additional funding was provided at 
the provincial or district level to undertake supervision visits. While some 
organisations assisted with the costs of training and provided technical support, 
the costs of M&E were largely unfunded. 
 
Inability to engage TBAs in remote locations 

Some challenges arose with the flow of distribution. CHWs were not trained 
nor permitted to distribute misoprostol to pregnant women. In many cases 
CHWs lived further from the facility than the selected TBAs. CHWs provided 
TBAs with the supply of misoprostol, but the CHWs themselves were not 
trained or permitted to distribute it to pregnant women. Some CHWs lived too 
far from the TBAs, and they both suggested they collect the misoprostol 
directly from the health facility during monthly TBA meetings. This may have 
limited distribution of misoprostol and reach to remote areas.  
 

Challenges with logistics systems  
The introduction of the eligibility criteria reduced the number of eligible 
women. This led to an excess of misoprostol available at all levels resulting in 
the expiry and subsequent incineration of the first wave of commodities. 
Misoprostol stock was procured 1 year prior to the official launch of the 
program and, as a result, the remaining shelf life of the initial supply was 
shortened by 1 year. Misoprostol was not yet fully incorporated into routine 
MOH systems, and the program was implemented only within select districts. 
 
As of October 2017, in Inhambane 87% of misoprostol stock was available at 
the provincial warehouse; only 13% had been distributed to the district or 
health facility level. Compared to Nampula, where almost all of the stock 
(99%) was distributed to the district health facilities. Informants in Inhambane 
stated that this was due in part to lack of leadership from some District Medical 
Chiefs to request adequate misoprostol stock, as well as hesitation by 
pharmacists to fill requisitions.  
 

From January-October 2017, MNCH nurses in Nampula distributed 
significantly more misoprostol at ANC than in Inhambane. In both provinces 
the majority of misoprostol was distributed in advance via ANC, with less than 
20% distributed to CHWs to provide to TBAs. The introduction of CHWs as 
the middle distributor from the health facility to the TBAs increased the 
complexity of the logistics system. Very few TBAs received misoprostol for 
direct distribution compared to the supply provided to the CHWs (See Table 
1).  
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TABLE 1. Distributed and Returned Misoprostol by Cadre, January–October 

2017 

Province 

Total 
Distributed  

at ANC 

Total 
Distributed 

by CHWs 

Total 
Distributed 

by TBAs 

% of Total 
Distributed 

to CHWs 
Reaching 

TBAsa  

% of Total 
Distributed 
at ANC via 

TBAsb  
Returned 

to ANC 

Returned 
to ANC by 

CHW or 
TBA 

Inhambane 
(Homoine, 
Zavala 
districts) 

989 325 44 14% 4.4% 201 87 

Nampula 
(Mecurburi, 
Erati, 
Monapo 
districts) 

13,602 5,578 900 16% 6.6% 1662 unknown 

Abbreviations: ANC, antenatal care; CHW, community health worker; TBA, traditional birth 
attendant. 
a Total distributed by TBAs divided by total distributed by CHWs * 100.  
b Total distributed by TBAs divided by total distributed at ANC * 100. 

 

Limited Utilization and Access of Misoprostol 

Although a number of assumptions were made in estimating the denominators 
in Table 2, there were clear disparities between the coverage of misoprostol for 
PPH prevention in the two provinces (See Table 2). In 2017, Inhambane 
reported good access (83% of expected users received misoprostol) yet limited 
utilization (23% of women who received it, used misoprostol). Limited 
utilization may have been due to the emphasis on facility births, and limited 
communication to the community surrounding the purpose of misoprostol. 
Lower access in Inhambane may also have been due to the emphasis on the 
criteria; women who received misoprostol through ANC after 28 weeks may in 
fact be those more likely to deliver in the facility.  
 
High coverage and utilization in Nampula Province may have been due in part 
to the program being in the first year of implementation; provincial MNCH 
champions who encouraged implementation; a greater number of participating 
TBAs; and the additional benefits of technical support from Jhpiego’s Maternal 
and Child Survivor Program (MCSP), particularly the additional supervision. 
The original pilot study took place in Nampula which may have also positively 
contributed to increased buy-in from local MNCH leaders, health staff, CHWs, 
and TBAs.  
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TABLE 1. Estimated Access to and Utilization of Misoprostol to Prevent Postpartum Hemorrhage in Inhambane and Nampula Provinces, 
Mozambique, January–September 2017 
 

 A B C D E F G H I J K 

Location 

Misoprostol 
Distributed 

Through 
ANC and 

TBAs 

Misoprostol 
Distributed 

Minus 
Returned 

District 
Population 

(2017) 

Annual 
Births in 
District 
(2017)a  

Proportion 
of Health 
Facilities 

Enrolled in 
Misoprostol 

Program 

Annual 
Births in 

Misoprostol 
Areasb  

Births in 
Misoprostol 
Areas (First 
9 Months of 

2017)c  

Home births 
in 

Misoprostol 
Areas (First 
9 Months of 

2017)d  

Access to 
Misoprostol

 at Home 
Birthse 

Utilization 
of 

Misoprostol
 at Home 

Birthsf  Interpretation 
Inhambane Province              
Zavala 616 243 163,620 7,363 38% 2,798 2,098 630 98% 39% Excellent access, 

poor utilization 
Homoine 417 45 131,680 5,926 46% 2,726 2,044 613 68% 7% Fair access, very 

poor utilization 
Total both districts 1,033 288 295,300 13,289 42% 5,581 4,143 1243 83% 23% Good access, 

poor utilization 
Nampula Province           

 

Mecuburi 1,464 840 189,880 8,545 43% 3,674 2,756 827 100%g 100%g Excellent access 
and utilization 

Erati 2,568 2,034 322,737 14,523 54% 7,842 5,882 1,765 100%g 100%g Excellent access 
and utilization 

Monapo 1,357 1,039 389,902 17,546 43% 7,545 5,659 1,698 80% 61% Good access, fair 
utilization 

Total  3 districts 5,389 3,913 902,519 40,613 47% 19,088 14,296 4,289 100%g 91% Excellent access 
and utilization 

 
a Column C * 4.5%. 
b Column E * Column D. The calculation uses a fixed number of residents and assumes population figures are similar across the country, leading to imprecision in the 
calculation of access and utilization indicators.   
c Column D * 0.75. d Column G * 0.30. e Column A/Column H. f Column B/Column H. g In Mecuburi, access was 100% with 637 remaining doses and 13 additional doses 
utilised; Erati had 100% access with 803 remaining doses and 269 additional doses utilised. In total, there were 1,440 remaining doses in all 3 districts of Nampula. 
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Recommendations 
We suggest that the MOH and partners review the below policy-related 
recommendations alongside the current status of the program to assist with 
decisions surrounding the next stage of scale-up.   

 
  

Distribution 
• Distribute misoprostol directly to TBAs in situations where there are no CHWs.   
• In areas without TBAs, allow CHWs to distribute misoprostol in advance to pregnant 

women in their catchment area. 
Adjust one or more criteria:  

o Reduce the timeline to receive misoprostol at ANC from 28 weeks gestation to 24 
weeks  

o Reduce the distance to 5kms or measure it in time i.e. 30 mins or 1 hour walking  
Dissemination and Advocacy 
• Widely disseminate the National PPH Strategy to all health staff including pharmacists 

and provincial and district authorities   
• Implement a human rights-based approach that advocates to health staff and 

communities that women have a right to access misoprostol  
• Increase demand in the community by disseminating information about the benefits of 

misoprostol, how to safely use it and where to access it via CHWs, TBAs and mobile 
health units 

• Distribute clean birth kits through ANC, APEs, and/or directly to TBAs. This would 
alleviate the concerns TBAs have about infections to themselves, women and newborns 
while reducing neonatal mortality 

Organizational Process 
• Undertake a formal review of the misoprostol program to identify needed adaptations 

and develop a systematic scale-up strategy for the next phases 
• Medical Chiefs and pharmacists should ensure a consistent supply of misoprostol which 

meets the demand. Review the push/pull system to allow for timely requisitions of 
misoprostol  

• Train more TBAs and health staff to increase the number of qualified people who can 
distribute misoprostol 

• Invest in the provision of transportation to ensure women have access to health 
facilities 

Costs/Resource Mobilization 
• Develop a long term plan for resource mobilization or redistribution of resources to 

fund the misoprostol program and next phase of scale-up 
Monitoring and Evaluation 
• Provide technical support to introduce the misoprostol indicators within the National 

Health Information System 
• Appoint provincial focal persons to support timely reporting and data analysis  
• Provide a formal record/system to accurately record misoprostol provided to CHWS 

and returns of misoprostol. 
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Appendix 23. Research Brief of Key Findings (Portuguese) 

Resumo da Pesquisa 

Expansão da utilização do Misoprostol para prevenir a Hemorragia Pós-
parto em Moçambique  

 
 
 
 
 
 

 
 
 
 
 
 
Enquadramento 
A hemorragia pós-parto (HPP) é uma das principais causas da elevada 
mortalidade materna de Moçambique. A oxitocina injetável ajuda a prevenir a 
HPP, no entanto 30% dos nascimentos em Moçambique ocorrem sem a 
participação duma parteira qualificada com acesso à ocitocina. O misoprostol é 
um medicamento alternativo para ajudar a reduzir a HPP, que vem sob forma 
de comprimido. Em 2015, o Ministério da Saúde de Moçambique (MISAU) 
começou um programa para distribuir o misoprostol a nível comunitário, em 35 
distritos por todo o país, como uma estratégia para reduzir a HPP em partos 
domiciliares. Foi efetuado um estudo com o Ministério da Saúde e a Escola 
Menzies de Pesquisa em Saúde, da Universidade Charles Darwin, para obter 
uma melhor compreensão do programa do misoprostol. Espera-se que os 
resultados sejam úteis por todo o país na tomada de decisão política acerca do 
misoprostol. 

Este breve resumo sumariza as descobertas do estudo e, pode ajudar as partes 
interessadas do governo e da saúde materna a obter uma melhor compreensão 
dos fatores críticos para a introdução do misoprostol ao nível comunitário e, as 
complexidades da expansão da sua utilização. As lições aprendidas poderão ser 
aplicadas noutros contextos. 

Objetivo 
O objetivo do estudo foi identificar os facilitadores e as barreiras que 
influenciam a expansão da utilização do misoprostol para a prevenção 

Principais Resultados 

A expansão do programa do misoprostol envolveu diversos facilitadores e barreiras. Entre 
os facilitadores estavam incluídos: um ambiente político e legal favorável, um programa 
credível e relevante, a expansão inicial em alguns sistemas do MISAU e, uma forte rede de 
APEs e PTs. As enfermeiras do SMNI, APEs e PTs relataram a dose correta, o tempo e o 
método de administração. Muitas PTs valorizaram imenso a inclusão no sistema formal de 
saúde, ter recebido formação e ser-lhes facultado misoprostol. 

As barreiras ao programa do misoprostol incluíram: a cobertura limitada devido à 
aplicação de critérios de elegibilidade, medo de utilização indevida em abortos ou partos 
induzidos, disseminação limitada da Estratégia Nacional de Prevenção da HPP; 
monitorização e avaliação insuficientes; desafios com os sistemas logísticos e a 
incapacidade de envolver as PTs em locais remotos. O Ministério da Saúde liderou o 
processo de planeamento e implementação do programa, no entanto, o misoprostol ainda 
não está incorporado nos sistemas de distribuição de saúde e de rotina do Ministério da 
Saúde nos distritos seleccionados. A cobertura do misoprostol para prevenção da HPP foi
muito maior na Província de Nampula. 
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da HPP em duas províncias de Moçambique, Inhambane e Nampula. Os 
objetivos específicos foram: 

 
a) Explorar os facilitadores e as barreiras à expansão inicial 
do programa do misoprostol, 
b) Compreender os papéis dos Agentes Polivalentes Elementares (APEs) e das 
Parteiras Tradicionais (PTs) na distribuição do misoprostol, 
c) Examinar a cobertura e a utilização do misoprostol nas duas províncias, 
e) Explorar as percepções das mulheres que utilizaram misoprostol em partos 
domiciliares. 
 
Metodologia 

• Este estudo foi efetuado com a colaboração do Ministério da Saúde, entre 
Fevereiro-Outubro de 2017, na cidade de Maputo, em 2 distritos na 
província de Inhambane e em 3 distritos na província de Nampula. 

• As províncias foram escolhidas de forma a incluir uma província do Norte 
e uma do Sul. Os distritos foram escolhidos com base na inclusão no 
programa de misoprostol, na acessibilidade geográfica e em deliberações 
com as Autoridades de Saúde Distritais e Provinciais. 

• Foram realizadas entrevistas com 15 partes interessadas do programa, 19 
profissionais de saúde, 15 APEs e coordenadores, 15 PTs e 11 mulheres 
que utilizaram o misoprostol. 

• Foram efetuadas 7 discussões de grupo-alvo com APEs, PTs e mulheres 
que utilizaram o misoprostol. 

• Os dados foram facultados pelos Directores Provinciais de Saúde num 
Workshop de Saúde Materna, Neonatal e Infantil (SMNI) para estimar a 
abrangência e acesso ao misoprostol nas províncias de Janeiro-Setembro de 
2017.  

Facilitadores  

Programa Credível e Relevante 
O programa do misoprostol envolve a distribuição de 600 microgramas de 
misoprostol oral em gestantes através de dois meios: 1) Cuidados pré-natais 
(CPN) com 28 semanas ou mais e que preencham os critérios de 
autoadministração (ver Quadro 1); ou 2) PTs que o administram às mulheres 
logo após o parto ter ocorrido em casa. O objectivo da inovação é aumentar o 
acesso ao misoprostol às mulheres que dão à luz na comunidade, para reduzir a 
mortalidade materna associada à HPP. Uma mulher que satisfaça os critérios de 
selecção nos CPN recebe informações da enfermeira relativamente a como e 
quando deve tomar o misoprostol e uma dose (3 comprimidos num blister) para 
preservar até ao trabalho de parto. A distribuição ao nível da comunidade 
ocorre entre as PTs e a gestante logo após o nascimento do bebé, e antes da 
placenta ter saído. Os APEs facultam o misoprostol às PTs. Os APEs são o elo 
entre a unidade de saúde e as PTs, pois são assalariados e têm acesso a 
bicicletas. Os APEs normalmente recebem três doses (9 comprimidos) de 
misoprostol mensalmente ou conforme o solicitado, que então distribuem à(s) 
PT(s) na sua área de atuação (Figura 1). 
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Figura 1. Cadeia de Distribuição do Misoprostol 
 
Sensibilização 
A Associação Moçambicana de Obstetras e Ginecologistas (AMOG) e 
parceiros empregaram uma estratégia de sensibilização bem-sucedida para 
encorajar as partes interessadas do MISAU e do SMNI do impacto potencial 
elevado que o misoprostol teve na melhoria da incidência da HPP. O programa 
do misoprostol foi ainda apoiado por evidências internacionais e resultados 
positivos do estudo piloto local. 
 
Liderança National do MISAU   
O MISAU liderou o processo de planeamento e de implementação do 
programa, permitindo a inclusão em algumas das infra-estruturas, sistemas e 
recursos humanos do MISAU. O misoprostol é obtido através da cadeia de 
fornecimento do MISAU e distribuído por enfermeiras e parteiras treinadas do 
SMNI e dos CPN, assim como através de APEs e PTs na comunidade. 
 
Ambiente Político Nacional de Apoio 
O programa do misoprostol beneficiou de um elevado nível de apoio político 
nacional, particularmente porque a redução da mortalidade materna é o 
primeiro indicador no Plano Estratégico do Sector da Saúde de Moçambique 
para 2014-2019. O programa foi fulcral para a Estratégia de HPP Nacional e 
facilitada pela liderança nacional. O misoprostol está registado na Lista 
Nacional de Medicamentos Essenciais de Moçambique. Em 2014, as leis do 
aborto em Moçambique foram alteradas para permitir que as mulheres 
pudessem efetuar abortos de forma segura em instalações de saúde primárias, 
secundárias e terciárias que tenham as qualificações (formação) e recursos para 
efetuar o procedimento  As alterações na legislação de Moçambique acerca do 
aborto, efetuadas em 2014, podem ter influenciado positivamente os contextos 
políticos e legais em que foi introduzido o misoprostol para a HPP. 
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Rede Existente de APEs e PTs  
O programa beneficiou da utilização da forte rede existente de APEs e PTs, que 
proporcionavam a capacidade local de implementação e credibilidade. Os 
APEs e PTs reportaram a dose, o tempo e o método de administração corretos. 
Muitas PTs altamente respeitadas foram incluídas no sistema de saúde, 
recebendo formação e misoprostol. 

Barreiras 

Introdução dos critérios de seleção 
Essa mudança foi proposta pelo MISAU em resposta ao número de doses de 
misoprostol devolvidas por mulheres que deram à luz numa unidade de saúde e 
para aumentar o controlo da quantidade de misoprostol na comunidade. Em 
Maio de 2015, o MISAU introduziu critérios de elegibilidade, mudando de 
uma estratégia de distribuição universal para a aplicação de critérios de 
elegibilidade (Ver Caixa 1). Os critérios foram adotados para que a distribuição 
chegasse às mulheres consideradas como sendo mais propensas a ter partos 
domiciliares, para limitar a distribuição desnecessária, e para melhorar o 
controlo da disponibilidade de misoprostol na comunidade. A introdução dos 
critérios limitou o número de mulheres escolhidas para receber misoprostol nos 
CPN.  

Medo de utilização indevida 
Os farmacêuticos e alguns Chefes Médicos hesitavam em distribuir o que antes 
era um medicamento com as maiores restrições para a comunidade, e 
temiam que ele fosse utilizado para a prática do aborto ou da indução do 
parto. Alguns informantes sentiram que esta era uma das maiores barreiras para 
alcançar a abrangência total. 

Socialização Limitada da Estratégia Nacional de Prevenção da HPP 
A Estratégia Nacional da HPP foi disseminada do nível Central ao 
Provincial. As Autoridades de Saúde Provinciais eram responsáveis pela 
socialização da Estratégia Nacional da HPP, da sua distribuição e, de informar 
os distritos acerca do programa. A comunicação acerca da Estratégia 
Nacional da HPP foi um desafio, particularmente entre os níveis provinciais 
e distritais, assim como das Delegações Distritais de Saúde às instalações de 
saúde. O fraco fluxo de informações foi atribuído ao insuficiente 
tempo para disseminar a estratégia e integrar os profissionais de saúde. Em 
particular, os farmacêuticos não foram incluídos na disseminação 

Caixa 1. Critérios de Elegibilidade para a Distribuição de Misoprostol a 
Grávidas para a Prevenção de Hemorragias Pós-Parto 
Uma grávida deve: 

3. Estar registada nos cuidados pré-natais (ou seja, ter um ficheiro de
registo de cuidados pré-natais, onde o misoprostol será registado)

4. Ter chegado às 28 semanas de gestação

Deverá adicionalmente cumprir pelo menos um destes critérios: 
6. Ter um historial de parto domiciliário/fora das instalações de saúde
7. Viver a mais de 8 km duma instalação de saúde
8. Ser uma grande multípara (Ter mais de 5 nascimentos anteriores)
9. Ter um historial atual ou passado de gravidezes múltiplas
10. Ter um historial de hemorragias pós-parto
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da Estratégia Nacional da HPP. 
 
Fraca monitorização e avaliação 
O sistema de monitorização e avaliação (M&A) foi desenvolvido em paralelo 
ao Sistema de Informação de Saúde Nacional. Não foi facultado 
qualquer financiamento adicional ao nível provincial ou distrital para 
efetuar visitas de supervisão. Enquanto algumas organizações ajudaram nos 
custos de formação e facultaram apoio técnico, os custos de M&A foram 
amplamente não financiados. 
  
Incapacidade em envolver as PTs em localizações remotas 
Surgiram alguns desafios com o fluxo de distribuição. Os APEs não receberam 
formação nem foram autorizados a distribuir o misoprostol a grávidas. Em 
muitos casos os APEs viviam mais longe das instalações do que 
as PTs selecionadas. Os APEs forneceram misoprostol às PTs, mas 
os próprios APEs não receberam formação ou permissão para distribuí-lo a 
grávidas. Alguns APEs viviam demasiado 
longe das PTs, e ambos sugeriram que recolheriam o misoprostol diretamente 
das instalações de saúde durante as reuniões mensais com as PTs. Isto pode 
limitar a distribuição e alcance do misoprostol a áreas remotas. 
  
Desafios com os sistemas de logística 
A introdução dos critérios de elegibilidade reduziu o número de mulheres 
elegíveis. Isto levou a um excesso de misoprostol disponível a todos os 
níveis, resultando na expiração do prazo de validade e posterior incineração da 
primeira onda de comodidades. O stock de misoprostol foi adquirido 1 ano 
antes do lançamento oficial do programa e, como resultado, o tempo restante 
de prazo de validade do aprovisionamento inicial foi reduzido por 1 ano. O 
misoprostol ainda não estava totalmente incorporado nos sistemas de rotina 
do MISAU, e o programa foi implementado somente dentro dos distritos 
selecionados. 
  
Em Outubro de 2017, em Inhambane, estavam disponíveis no depósito 
provincial 87% das reservas de misoprostol, somente 13% haviam sido 
distribuídos ao nível do distrito ou das instalações de saúde. Em comparação 
com Nampula, onde quase todas as ações (99%) foram distribuídas às unidades 
distritais de saúde. Os informantes em Inhambane afirmaram que isto se deveu, 
em parte, à falta de liderança de alguns Chefes Médicos Distritais para solicitar 
stock adequado de misoprostol, assim como à hesitação dos farmacêuticos em 
satisfazer as requisições. 
  
De Janeiro a Outubro de 2017, as enfermeiras do SMNI em Nampula 
distribuíram significativamente mais misoprostol nos CPN do que 
em Inhambane. Em ambas as províncias, a maioria do misoprostol foi 
distribuída antecipadamente nos CPN, com menos de 20% distribuídos 
aos APEs para fornecer às PTs. A introdução dos APEs como distribuidor 
intermediário da unidade de saúde para as PTs aumentou a complexidade do 
sistema de logística. Muito poucas PTs receberam misoprostol para 
distribuição direta em comparação com o aprovisionamento facultado 
aos APEs (Ver Tabela 1).  



405 
 

TABELA 1. Misoprostol Distribuído e Devolvido por Cadre, Janeiro–Outubro 

2017 

Província 

Total 
Distribuído  

nos CPN 

Total 
Distribuído  
por APEs 

Total 
Distribuído  

por PTs 

% do Total 
Distribuído  aos 

APEs Que 
Chegou às PTsa  

% do Total 
Distribuído  

nos CPN 
pelas PTsb  

Devolvido 
aos CPN 

Devolvido 
aos CPN por 

APEs ou 
PTs 

Inhamban
e (distritos 
Homoíne, 
Zavala) 

989 325 44 14% 4,4% 201 87 

Nampula 
(distritos 
Mecubúri, 
Eráti, 
Monapo) 

13.602 5.578 900 16% 6,6% 1662 desconhecido 

Abreviações: CPN, cuidados pré-natais; APEs, agentes polivalentes 
elementares; PTs, parteiras tradicionais. 
a Total distribuído por PTs dividido pelo total distribuído por APEs * 100.  
b Total distribuído por PTs dividido pelo total distribuído nos CPN * 100. 
 
Utilização e Acesso ao Misoprostol Limitados  
Embora tenha sido efetuada uma série de suposições na estimativa dos 
denominadores na Tabela 2, havia claras disparidades entre a abrangência do 
misoprostol para a prevenção da HPP nas duas províncias (ver Tabela 2). Em 
2017, Inhambane relatou um bom acesso (83% das utilizadoras esperadas 
receberam misoprostol), no entanto, uma utilização limitada (23% das 
mulheres que o receberam o misoprostol, utilizaram-no). A utilização limitada 
pode ter sido devido à ênfase nos partos nas instalações, e à comunicação 
limitada à comunidade em torno do objetivo do misoprostol. O menor acesso 
em Inhambane também pode ter sido devido à ênfase nos critérios, as mulheres 
que receberam misoprostol através dos CPN após 28 semanas podem, de facto, 
ser as mais propensas a entregá-lo nas instalações. 
  
A alta abrangência e utilização na Província de Nampula podem ter sido 
devidas em parte ao programa estar no primeiro ano de implementação, 
os campeões provinciais de SMNI que encorajaram a implementação, um 
maior número de PTs participantes, e os benefícios adicionais de apoio técnico 
do Programa de Sobrevivência Materno-Infantil (MCSP) da Jhpiego, 
particularmente com a supervisão adicional. O estudo piloto original ocorreu 
em Nampula, o que também pode ter contribuído positivamente para o 
aumento da participação de líderes de SMNI, profissionais de 
saúde, APEs e PTs locais.  
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TABELA 1. Acesso e Uso do Misoprostol Estimados para Prevenir a Hemorragia Pós-parto nas Províncias de Mozambique, Inhambane 
e Nampula, Janeiro–Setembro 2017 
 

 A B C D E F G H I J K 

Location 

Misoprostol 
Distributed 

Through 
ANC and 

TBAs 

Misoprostol 
Distributed 

Minus 
Returned 

District 
Population 

(2017) 

Annual 
Births in 
District 
(2017)a  

Proportion 
of Health 
Facilities 

Enrolled in 
Misoprostol 

Program 

Annual 
Births in 

Misoprostol 
Areasb  

Births in 
Misoprostol 
Areas (First 
9 Months of 

2017)c  

Home births 
in 

Misoprostol 
Areas (First 
9 Months of 

2017)d  

Access to 
Misoprostol

 at Home 
Birthse 

Utilization 
of 

Misoprostol
 at Home 

Birthsf  Interpretation 
Inhambane Province              
Zavala 616 243 163,620 7,363 38% 2,798 2,098 630 98% 39% Excellent access, 

poor utilization 
Homoine 417 45 131,680 5,926 46% 2,726 2,044 613 68% 7% Fair access, very 

poor utilization 
Total both districts 1,033 288 295,300 13,289 42% 5,581 4,143 1243 83% 23% Good access, 

poor utilization 
Nampula Province           

 

Mecuburi 1,464 840 189,880 8,545 43% 3,674 2,756 827 100%g 100%g Excellent access 
and utilization 

Erati 2,568 2,034 322,737 14,523 54% 7,842 5,882 1,765 100%g 100%g Excellent access 
and utilization 

Monapo 1,357 1,039 389,902 17,546 43% 7,545 5,659 1,698 80% 61% Good access, fair 
utilization 

Total  3 districts 5,389 3,913 902,519 40,613 47% 19,088 14,296 4,289 100%g 91% Excellent access 
and utilization 

a Coluna C * 4,5%. 
b Coluna E * Coluna D. O cálculo usa um número fixo de residentes e presume que os números da população são semelhantes em todo o país, levando a uma 
imprecisão no cálculo dos indicadores de acesso e de utilização.   
c Coluna D * 0,75.d Coluna G * 0,30.e Coluna A/Coluna H.f Coluna B/Coluna H.g Em Mecubúri, o acesso foi de 100% com 637 doses restantes e 13 doses 
adicionais utilizadas; Eráti tinha 100% de acesso com 803 doses restantes e 269 doses adicionais utilizadas. No total, haviam 1.440 doses restantes nos 3 distritos de 
Nampula. 
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Recomendações  
Sugerimos que o MISAU e parceiros revejam as recomendações relacionadas 
com as políticas abaixo, juntamente com o estado atual do programa, para 
ajudar na tomada de decisões relacionadas com a próxima fase de expansão.  

Distribuição 
• Distribuir misoprostol diretamente às PTs nas situações em que não haja APEs. 
• Em áreas sem PTs, permitir que os APEs distribuam misoprostol com 

antecedência para as mulheres grávidas da sua área de influência. 
Ajuste de um ou mais critérios:  

o Reduzir o tempo de recepção do misoprostol nos CPN de 28 semanas de 
gestação para 24 semanas 

o Reduzir a distância para 5kms ou medi-la temporalmente, ou seja, 30 minutos 
ou 1 hora de caminhada 
Disseminação e Sensibilização 

• Amplamente disseminar a Estratégia Nacional da HPP para todos os 
profissionais de saúde, incluindo os farmacêuticos e as autoridades provinciais e 
distritais 

• Implementar uma abordagem baseada em direitos humanos que sensibilize os 
profissionais de saúde e as comunidades de que as mulheres têm o direito de 
aceder ao misoprostol. 

• Aumentar a procura na comunidade divulgando informações acerca dos 
benefícios do misoprostol, como utilizá-lo em segurança e onde acedê-lo 
através de APEs, PTs e unidades móveis de saúde 

• Distribuir kits de parto limpo através de CPN, APEs e/ou diretamente para as 
PTs. Isto aliviaria as preocupações das PTs acerca das infecções nelas próprias, 
nas mulheres e recém-nascidos, reduzindo a mortalidade neonatal 
Processo Organizacional 

• Efetuar uma revisão formal do programa do misoprostol para identificar as 
adaptações necessárias e desenvolver uma estratégia sistemática de aumento de 
escala para as próximas fases. 

• Os chefes médicos e os farmacêuticos devem garantir um abastecimento 
consistente de misoprostol que satisfaça a procura. Rever o sistema push/pull 
para permitir requisições pontuais atempadas de misoprostol 

• Treinar mais PTs e profissionais de saúde para aumentar o número de pessoas 
qualificadas que podem distribuir o misoprostol 

• Investir na provisão de transporte para garantir que as mulheres obtenham 
acesso às instalações de saúde. 
Mobilização de Custos/Recursos 

• Desenvolver um plano a longo prazo para a mobilização de recursos ou 
redistribuição de recursos para financiar o programa do misoprostol e a próxima 
fase de expansão 
Monitorização e Avaliação 

• Facultar apoio técnico para introduzir os indicadores do misoprostol dentro do 
Sistema de Informação de Saúde Nacional. 

• Nomear pessoas focais provinciais para prestar assistência na elaboração de 
relatórios oportunos e análise de dados 

• Fornecer um registo/sistema formal para registar com precisão o misoprostol 
facultado ao APEs e devoluções do misoprostol. 


