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Adapting and tailoring specific PPH recommendations for country context

Purpose and rationale
The Consolidated guidelines for the prevention, diagnosis and treatment of postpartum haemorrhage provide global clinical practice guidance on preventing, diagnosing and treating postpartum haemorrhage (PPH). Some countries will implement all recommendations as formulated by WHO. In other, there may be a need to adapt some recommendations to respond to specific contextual realities. This tool can help structure decisions around potential adaptations.

Prerequisites for use
· Knowledge of updated WHO PPH recommendations and current national PPH recommendations – Stakeholders participating in this exercise would benefit from a thorough reflection on the current national guideline and/or protocols, to identify opportunities for integrating new and updated PPH recommendations for the WHO-FIGO-ICM consolidated PPH guidelines. The Understanding current PPH landscape tool completed during the Exploration phase of implementation can be a useful resource in informing discussions.
· Knowledge of potential barriers to implementation of new and updated PPH recommendations – Stakeholders participating in this exercise will need to understand the potential barriers and facilitators to implementing the new and updated PPH recommendations. This knowledge will inform whether and how adaptations to the recommendations should be made. Refer to the Convening stakeholders to understand barriers and brainstorm solutions tool.

How to use this tool
Step 1: Determine who needs to be involved in decisions regarding recommendation adaptation
In some countries, the work of determining the potential need for adaptation of recommendations prior to adoption may already be assigned to a Guideline Development Group or similar entity. If so, the activities suggested in this tool can be carried out by that group (hereafter referred to as the “Guideline Development Group”).

If no such formal structure already exists, the National PPH Implementation Team should work with the relevant office and/or individuals at the Ministry of Health to determine which stakeholders should be engaged in discussions around the potential need to adapt recommendations from the WHO-FIGO-ICM consolidated PPH guideline to ensure they are appropriate and actionable given the country context (refer to the Identifying, mapping and engaging key stakeholders tool).

Once identified, issue invitations to relevant stakeholders. Sample stakeholder consultation invitation memos and convening agendas are provided.
Step 2: Review initial recommendation mapping and determine scope of adaptation workstream
In the Understanding current PPH landscape tool, an initial assessment was made to determine which recommendations from the WHO-FIGO-ICM consolidated PPH guideline might need to be adapted for country context prior to being integrated into the national PPH guideline. Prior to convening the Guideline Development Group that will determine whether and how any recommendations should be adapted, review the completed Understanding current PPH landscape tool to scope the work of the Guideline Development Group. Update the worksheet included in this tool by deleting the rows that correspond to any recommendation that: a) is already included in the national PPH guideline, b) will be adopted as is with no changes into the national PPH guideline, or c) will not be adopted into the national PPH guideline at all. This way, the worksheet includes only recommendations that need to be adapted.



Step 3: Convene Guideline Development Group and facilitate structured discussions
Once the Guideline Development Group has been convened, provide all members with an updated copy of the worksheet in this tool (output of Step 2), and a completed copy of the Convening stakeholders to understand barriers and brainstorm solutions tool.

Examine the recommendations in the updated worksheet one at a time. For each recommendation under consideration, ask the Guideline Development Group members to discuss identified barriers to adoption which would necessitate adapting the recommendation. The members should also discuss what adaptations to the recommendation might help address the identified barrier(s) to adoption and propose adapted recommendation text. 

If the Guideline Development Group determines that the identified barrier(s) to adoption do not warrant adaptations to the text of the recommendation, this should be documented in the worksheet. The recommendations can then be adopted with no changes into the national PPH guideline.

Ensure that all recommendations have been thoroughly examined, and that the adaptation template has been populated with rationales for adaptations and proposed adapted recommendation text. This information should be used by the individual(s) drafting the national PPH guideline text when populating the National PPH guideline template tool.
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Appendix A: Sample Invitation Memo

Date: ____________

To: (Guideline Development Group members)

From: (organization’s name and department as relevant e.g., Ministry of Health, Department of Reproductive and Child Health)

Subject: Invitation to contribute to updating national guidelines on PPH 


Dear (Name),

The (lead organization developing the PPH guideline) is currently planning to update national recommendations for the prevention, diagnosis and treatment of postpartum haemorrhage (PPH). 

As a key stakeholder in (indicate role here e.g., delivering maternal and child care, receiving maternal care), you are cordially invited to serve as a member of the Guideline Development Group charged with formulating the recommendations that will be included in the forthcoming national recommendations for the prevention, diagnosis and treatment of postpartum haemorrhage (PPH). The meeting will be held on (insert date and time here) at (insert location here). 

The objectives of this meeting are to:
· Provide an overview of the updated PPH guideline,
· Review the mapping of the WHO-FIGO-ICM consolidated guidelines and the national guidelines with the goal of working toward national adoption,
· Review barriers to adoption of PPH recommendations, and
· Formulate potential adaptations to the recommendation text that address those barriers.

An agenda for this proposed meeting is enclosed. 

Prior to this meeting, we request that all participants become familiar with the WHO-FIGO-ICM Consolidated set of guidelines for the prevention, diagnosis, and treatment of postpartum haemorrhage (enclosed). 

We request that you kindly confirm your availability for this meeting by (indicate date here) to (indicate contact information here). Should you have any questions about the meeting, please forward any of your inquiries to (indicate contact information here). 

We look forward to collaborating with you on this initiative. 

Sincerely,
(name organization representative)


Appendix B: Sample Guideline Development Group Meeting Agenda


	Time
	Activity
	Facilitator

	9:00 – 9:30
	Welcome, introductions and declarations of interest, objectives of the meeting

	Meeting Chair

	9:30 – 10:00
	Provide an overview of the WHO-FIGO-ICM consolidated guidelines

	Guideline Secretariat

	10:00 – 10:45
	Review the mapping of the WHO-FIGO-ICM consolidated guidelines and the national guidelines with the goal of working toward national adoption

	Staff who assessed the national guidelines

	10:45 – 11:15
	Coffee/Tea break

	11:15 – 11:30
	Introduce recommendation adaptation activity, provide ground rules for engagement
	Guideline Secretariat

	11:30 – 12:30
	Assess need for adaptation of recommendations on prevention of PPH and brainstorm possible adaptations

	Meeting Chair

	12:30 – 13:30
	Lunch

	13:30 – 14:45
	Assess need for adaptation of recommendations on prevention of PPH and brainstorm possible adaptations, as needed

Assess need for adaptation of recommendations on diagnosis and first-response treatment of PPH and brainstorm possible adaptations

	Meeting Chair

	14:45 – 15:15
	Coffee/Tea break

	15:15 – 16:45
	Assess need for adaptation of recommendations on treatment of refractory PPH and health system organization and brainstorm possible adaptations

	Meeting Chair

	16:45 – 17:00
	Outlining next steps and scheduling next meeting, if needed

	Meeting Chair
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Example Worksheet 1: Proposed adaptations to recommendations on the prevention, diagnosis and treatment of postpartum haemorrhage

Adaptation Team Lead (name and contact information): _____Fatoumata Diop______________

Date Last Completed: ___17 April 2026____________

	WHO Recommendation
	Reason Adaptation is Needed
	Proposed Action

	1.  Full blood count testing is the recommended method for diagnosing anaemia in pregnancy. In settings where full blood count testing is not available, on-site haemoglobin testing with a haemoglobinometer is recommended over the use of the haemoglobin colour scale as the method for diagnosing anaemia in pregnancy.
	· Full blood count testing not available in BEmONC facilities. In some CEmONC facilities, there can be delays due to inadequate laboratory infrastructure.
· Haemoglobinometers are available in all settings.
· Haemoglobin color scale has been phased out. As written, the recommendation may be confusing because it refers to an intervention that is not available to health workers.
	· Adapt recommendation text to: 

“Where available, full blood count testing is the recommended method for diagnosing anaemia in pregnancy. In settings where full blood count testing is not available, on-site haemoglobin testing with a haemoglobinometer is recommended.”

	2.  Daily oral iron and folic acid supplementation with 30 mg to 60 mg of elemental iron and 400 µg (0.4 mg) of folic acid is recommended for pregnant women to prevent maternal anaemia, puerperal sepsis, low birth weight, and preterm birth.
	· Reviewed potential implementation barrier (“It may confuse stakeholders to include an antenatal nutrition recommendation in the PPH guidelines”) and decided to collaborate with colleagues to reduce confusion.
· Final decision: No adaptation needed.
	· Recommendation to be adopted without adaptation.

	3.  Intermittent oral iron and folic acid supplementation with 120 mg of elemental iron and 2800 μg (2.8 mg) of folic acid once weekly is recommended for pregnant women to improve maternal and neonatal outcomes if daily iron is not acceptable due to side effects, and in populations with an anaemia prevalence among pregnant women of less than 20%.
	· Same as above.
· Final decision: No adaptation needed.
	· Recommendation to be adopted without adaptation.

	4.  Intravenous iron therapy is recommended over oral iron therapy for women with iron-deficiency anaemia during pregnancy when oral iron cannot be used or is not tolerated, or there is a clinical need to correct the anaemia rapidly, provided the woman can be monitored for prompt identification of anaphylaxis.
	· Intravenous iron therapy preparations are not currently included in National Essential Medicines List and so are not routinely procured. Policy change is needed before recommendation can be implemented.
	· Stakeholder X to work with Ministry of Health to update National Essential Medicines List
· Simultaneously, Stakeholder Y to explore process for including intravenous iron preparations in procurement tenders
· Recommendation to be adopted without adaptation once commodities are available.  



Worksheet 1: Proposed adaptations to recommendations on the prevention, diagnosis and treatment of postpartum haemorrhage

Adaptation Team Lead (name and contact information): __________________________________

Date Last Completed: _______________________

	[bookmark: _Hlk203556170]WHO Recommendation
	Reason Adaptation is Needed
	Proposed Action

	[bookmark: _Hlk203592801]1. Full blood count testing is the recommended method for diagnosing anaemia in pregnancy. In settings where full blood count testing is not available, on-site haemoglobin testing with a haemoglobinometer is recommended over the use of the haemoglobin colour scale as the method for diagnosing anaemia in pregnancy.
	· 
	· 

	[bookmark: _Hlk203558589]2. Daily oral iron and folic acid supplementation with 30 mg to 60 mg of elemental iron and 400 µg (0.4 mg) of folic acid is recommended for pregnant women to prevent maternal anaemia, puerperal sepsis, low birth weight and preterm birth.
	· 
	· 

	3.  Intermittent oral iron and folic acid supplementation with 120 mg of elemental iron and 2800 μg (2.8 mg) of folic acid once weekly is recommended for pregnant women to improve maternal and neonatal outcomes if daily iron is not acceptable due to side effects, and in populations with an anaemia prevalence among pregnant women of less than 20%.
	· 
	· 

	4. Intravenous iron therapy is recommended over oral iron therapy for women with iron-deficiency anaemia during pregnancy when oral iron cannot be used or is not tolerated, or there is a clinical need to correct the anaemia rapidly, provided the woman can be monitored for prompt identification of anaphylaxis.
	· 
	· 

	5. For women in the second stage of labour, techniques to reduce perineal trauma and facilitate spontaneous birth (including perineal massage, warm compresses and a “hands on” guarding of the perineum) are recommended, based on a woman’s preferences and available options.
	· 
	· 

	6. Routine or liberal use of episiotomy is not recommended for women undergoing spontaneous vaginal birth.
	· 
	· 

	7.  The use of a quality-assured uterotonic is recommended for the prevention of postpartum haemorrhage during the third stage of labor for all births. To effectively prevent postpartum haemorrhage only one of the following uterotonics should be used: oxytocin, carbetocin and misoprostol, as outlined in the specific recommendations below:
	· 
	· 

	7.1 Oxytocin (10 international units (IU), intramuscularly/intravenously) is recommended for the prevention of postpartum haemorrhage for all births.
	· 
	· 

	7.2 Carbetocin (100 µg, intramuscularly/ intravenously) is recommended for the prevention of postpartum haemorrhage for all births; the heat-stable carbetocin formulation is recommended in settings where cold chain cannot be guaranteed.
	· 
	· 

	7.3 Misoprostol (either 400 μg or 600 μg, orally) is recommended for the prevention of postpartum haemorrhage for all births.
	· 
	· 

	8. In situations where women giving birth vaginally already have intravenous access, the administration of 10 IU oxytocin – diluted and administered slowly over 1 to 2 minutes – is recommended in preference to intramuscular administration.
	· 
	· 

	9. Uterotonic options that are not recommended for the prevention of postpartum haemorrhage include: ergometrine/methylergometrine, fixed-dose combination of oxytocin and ergometrine and injectable prostaglandins, as outlined in the specific recommendations below:

	· 
	· 

	9.1 Ergometrine/methylergometrine is not recommended for the prevention of postpartum haemorrhage.
	· 
	· 

	9.2 Fixed-dose combination of oxytocin and ergometrine (5 IU/500 μg, intramuscularly) is not recommended for the prevention of postpartum haemorrhage. 
	· 
	· 

	9.3 Injectable prostaglandins (carboprost or sulprostone) are not recommended for the prevention of postpartum haemorrhage.
	· 
	· 

	10. In settings where multiple uterotonic options are available, oxytocin (10 IU, intramuscularly/intravenously) is the recommended uterotonic agent of choice for the prevention of postpartum haemorrhage for all births.
	· 
	· 

	11. Heat-stable carbetocin (100 µg intramuscularly/intravenously) is the recommended choice for the prevention of postpartum haemorrhage in settings where the oxytocin cold-chain cannot be consistently maintained. If heat-stable carbetocin is not available, misoprostol (400 µg or 600 µg, orally) can be used as an alternative. 
	· 
	· 

	12. The administration of misoprostol (400 µg or 600 µg, orally) by community health workers and lay health workers is recommended for the prevention of postpartum haemorrhage in settings where skilled health personnel are not present to administer injectable uterotonics.
	· 
	· 

	13. In settings where women give birth outside of a health facility and in the absence of skilled health personnel, a strategy of antenatal distribution of misoprostol to pregnant women for self-administration is recommended for prevention of postpartum haemorrhage, only with targeted monitoring and evaluation.
	· 
	· 

	14. Tranexamic acid is not recommended for the prevention of postpartum haemorrhage at vaginal birth. 
	· 
	· 

	15. Tranexamic acid is not recommended for the prevention of postpartum haemorrhage at caesarean birth.
	· 
	· 

	16. In settings where skilled birth attendants are available, controlled cord traction is recommended for vaginal births if the care provider and the woman consider a small reduction in blood loss and a small reduction in the duration of the third stage of labour as important.
	· 
	· 

	17. In settings where skilled birth attendants are unavailable, controlled cord traction is not recommended.
	· 
	· 

	18. Cord traction is the recommended method for the removal of the placenta in caesarean section.
	· 
	· 

	19. Early cord clamping (<1 minute after birth) is not recommended unless the neonate is asphyxiated and needs to be moved immediately for resuscitation.
	· 
	· 

	20. Sustained uterine massage is not recommended as an intervention to prevent postpartum haemorrhage in women who have received prophylactic oxytocin.
	· 
	· 

	21. For all women giving birth, routine objective measurement of postpartum blood loss is recommended to improve the detection and prompt treatment of postpartum haemorrhage. Methods to objectively quantify blood loss, such as calibrated drapes for women having vaginal birth, can achieve this.
	· 
	· 

	22. To identify women at risk of adverse outcomes from postpartum bleeding and initiate first-response treatment, it is recommended to use the following criteria: objectively measured blood loss threshold of ≥ 300 ml with any abnormal haemodynamic sign (pulse >100 bpm, shock index >1, systolic blood pressure <100 mmHg, or diastolic blood pressure <60 mmHg), or objectively measured blood loss of ≥500 ml, whichever occurs first within 24 hours after birth, and with particular vigilance during the first 2 hours.
	· 
	· 

	23. Postpartum abdominal uterine tonus assessment for early identification of uterine atony is recommended for all women.
	· 
	· 

	24. Intravenous oxytocin is the recommended uterotonic drug for the treatment of postpartum haemorrhage.
	· 
	· 

	25. If intravenous oxytocin is unavailable, or if the bleeding does not respond to oxytocin, the use of intravenous ergometrine, oxytocin and ergometrine fixed-dose combination, or a prostaglandin drug (including sublingual misoprostol, 800 μg) is recommended.
	· 
	· 

	26. Uterine massage is recommended for the treatment of postpartum haemorrhage.
	· 
	· 

	27. Early use of intravenous tranexamic acid (within 3 hours of birth) in addition to standard care is recommended for women with postpartum haemorrhage following vaginal birth or caesarean section.
	· 
	· 

	28. Isotonic crystalloids are recommended in preference to colloids for intravenous fluid resuscitation of women with postpartum haemorrhage.
	· 
	· 

	29. A standardized and timely approach to the management of postpartum haemorrhage, comprising an objective assessment of blood loss and use of a treatment bundle supported by an implementation strategy, is recommended for all women having a vaginal birth. The care bundle for first-line treatment of postpartum haemorrhage should include rapid institution of uterine massage, administration of an oxytocic agent and tranexamic acid, intravenous fluids, examination of the genital tract and escalation of care.
	· 
	· 

	30. Administration of a uterotonic agent is recommended for the treatment of retained placenta after vaginal birth only in the presence of postpartum haemorrhage.
	· 
	· 

	31. Routine antibiotic prophylaxis is recommended for women undergoing manual removal of the placenta.
	· 
	· 

	32. Umbilical vein injection of oxytocin is recommended for the treatment of retained placenta only in the context of rigorous research.
	· 
	· 

	33. Bimanual uterine compression is recommended as a temporizing measure until appropriate care is available for the treatment of postpartum haemorrhage due to uterine atony after vaginal birth.
	· 
	· 

	34. External aortic compression is recommended as a temporizing measure until appropriate care is available for the treatment of postpartum haemorrhage due to uterine atony after vaginal birth.
	· 
	· 

	35. Non-pneumatic anti-shock garment is recommended as a temporizing measure until appropriate care is available for the treatment of postpartum haemorrhage.
	· 
	· 

	36. Uterine balloon tamponade is recommended for the treatment of postpartum haemorrhage due to uterine atony after vaginal birth in women who do not respond to standard first-line treatment, provided the following conditions are met:
· Immediate recourse to surgical intervention and access to blood products is possible if needed.
· A primary postpartum haemorrhage first-line treatment protocol (including the use of uterotonics, tranexamic acid, intravenous fluids) is available and routinely implemented.
· Other causes of postpartum haemorrhage (retained placental tissue, trauma) can be reasonably excluded.
· The procedure is performed by health personnel who are trained and skilled in the management of postpartum haemorrhage, including the use of uterine balloon tamponade.
· Maternal condition can be regularly and adequately monitored for prompt identification of any signs of deterioration.
	· 
	· 

	37. Uterine packing with plain gauze or gauze impregnated with haemostatic agent(s) is not recommended for the treatment of postpartum haemorrhage. 
	· 
	· 

	38. If other measures have failed and if the necessary resources are available, the use of uterine artery embolization is recommended as a treatment for postpartum haemorrhage due to uterine atony.
	· 
	· 

	39. If bleeding does not stop in spite of treatment using uterotonics and other available conservative interventions (e.g., uterine massage, balloon tamponade), the use of surgical interventions is recommended.
	· 
	· 

	40. Cell salvage is recommended for the treatment of postpartum haemorrhage only in the context of rigorous research.
	· 
	· 

	41. For women experiencing acute or ongoing postpartum haemorrhage, the decision to initiate transfusion of blood products should be based on underlying risk, continuous clinical and haematological assessments, and clear protocols for optimizing their use.
	· 
	· 

	42. Oral iron supplementation, either alone or in combination with folic acid, may be provided to postpartum women for 6–12 weeks following delivery for reducing the risk of anaemia in settings where gestational anaemia is of public health concern.
	· 
	· 

	43. Intravenous iron therapy is recommended over oral iron therapy for women with iron-deficiency anaemia after birth when oral iron cannot be used or is not tolerated or there is a clinical need to treat women with severe iron-deficiency anaemia rapidly, provided staff are trained to evaluate and manage anaphylactic reactions. 
	· 
	· 

	44. The use of formal protocols by health facilities for the prevention and treatment of postpartum haemorrhage is recommended.
	· 
	· 

	45. The use of formal protocols for referral of women to a higher level of care is recommended for health facilities.
	· 
	· 

	46. The use of simulations of postpartum haemorrhage treatment is recommended for pre-service and in-service training programmes.
	· 
	· 

	47. Monitoring the use of uterotonics after birth for the prevention of postpartum haemorrhage is recommended as a process indicator for programmatic evaluation.
	· 
	· 
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