
Convening stakeholders to understand barriers to implementation of national PPH recommendations and brainstorm potential solutions 

Purpose and rationale
Once the national guidelines have been assessed to determine alignment with the Consolidated set of guidelines for the prevention, diagnosis and treatment of postpartum haemorrhage, and key stakeholders have been identified and engaged, convene the key stakeholders (sample invitation memo and meeting agenda provided in Appendices A and B). The goals of this meeting are to provide input of which global recommendations can be adopted exactly as written and which may need to be tailored for local context, as well as to map barriers and solutions to adoption and implementation.
	
Prerequisites for use
· Assessment of national guidelines for alignment with updated WHO-FIGO-ICM consolidated guidelines for PPH – This resource will be most helpful after assessing the degree of alignment between current national guidelines and the updated WHO-FIGO-ICM consolidated PPH guidelines. If not yet complete, refer to the Understanding current PPH landscape tool.
· Identification of key external stakeholders who support guideline implementation – This tool will be most useful after identifying and convening key stakeholders responsible for supporting implementation of national clinical practice guidelines. If not yet complete, refer to the Identifying, mapping and engaging key stakeholders tool.
· Key stakeholders should have a basic understanding of the depth of implementation of PPH guidelines – For this meeting to be most effective, participants should have insight into how PPH guidelines are or are not being implemented in the country.

How to use this tool
Step 1: Collate data on relevant indicators
During the meeting, stakeholders will be asked to discuss the degree to which recommendations are being implemented in clinical practice. To inform the discussion, it may be helpful to collate any available data relevant to tracking the implementation of existing recommendations (for example, data on the proportion of women who receive oxytocin for prevention of PPH. If available, these data should be shared with meeting participants to inform the discussions that occur during Step 2.

Step 2: Review results of initial guideline mapping
Ensure stakeholder alignment by reviewing the results of the Understanding current PPH landscape tool. It may be helpful to ensure all meeting participants have printed copies of the completed Understanding current PPH landscape tool in front of them during the meeting.

Step 3: Assess how effectively recommendations are being implemented
Next, teams should discuss the degree to which recommendations are being implemented in clinical practice. If possible, use available data to assess the current state of implementation (see Appendix C for examples of the type of indicators that may be useful). However, data on implementation may not be readily available, in which case stakeholder perceptions about implementation can be a useful source of information. This is why ensuring a diversity of stakeholder perspectives is so important. Summarize findings in column 2 of Worksheet 1.

Step 4: Assess barriers and facilitators to adoption and implementation of recommendations and brainstorm potential solutions
For recommendations not currently reflected in national guidelines, identify the most important barriers and facilitators to adoption of recommendations into national policy. Reflect on the essential building blocks for health systems and other potential factors that may affect adoption. Adoption barriers often affect whether a recommendation can be feasibly implemented once adopted and may signal a need to adapt the recommendation prior to adoption. Adoption facilitators represent assets or strengths that can be leveraged to support implementation of the recommendation as currently formulated. 

Next, consider barriers and facilitators to the implementation of PPH recommendations that have already been adopted but are not fully implemented. An implementation barrier or facilitator impacts the quality of implementation after the recommendation has already been adopted. An implementation barrier might signal the need for programmatic support to ensure the recommendations is implemented as intended. And implementation facilitator is something that can be leveraged to help implementation run smoothly. Reflect on facilitators and barriers to implementation at the individual, organizational and system levels.

 For each of the barriers identified, brainstorm possible solutions. One method for facilitating this discussion is to write each new recommendation or recommendation that is adopted but not well implemented on a single flipchart page (Figure 1). Give participants sticky notes and have them walk around to each recommendation and suggest facilitators, barriers and solutions to barriers. These can be color coded (green for facilitators, red for barriers, yellow for solutions). 

After the discussion, document barriers in column 3, facilitators in column 4 and solutions in column 5 of Worksheet 1. After completing Worksheet 1, it should be clear which recommendations need to be adopted into national policy, and which need additional support to ensure effective implementation. Based on this assessment, begin efforts to prioritize recommendations for action.



Figure 1: Flipchart page for facilitating discussion on facilitators, barriers and solutions to adoption and implementation of PPH recommendation
	[Fill in text of recommendation here. 
For example, objective measurement of postpartum blood loss is recommended for all women.]
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Appendix A: Sample Invitation Memo

Date: ____________

To: (an implementation team and other stakeholder groups/organizations/individuals identified during initial stakeholder mapping)

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

Subject: Invitation to shape efforts to update national guidelines on PPH 


Dear Colleagues,

The (lead organization implementing the PPH guideline) is currently planning to adopt and implement updated 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 participate in a planning meeting to help prepare for implementation of the updated recommendations. 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 consolidated guidelines and the national guidelines with the goal of working toward national adoption,
· Identify barriers to adoption and implementation of PPH recommendations.
· Brainstorm potential solutions for addressing those barriers.

This information is essential to guide our planning for implementing the updated PPH guideline. As part of this key step in our planning, we seek to engage all stakeholders who will be involved or impacted by the PPH guideline —from decision-makers to healthcare workers to community members— to ensure that these important perspectives are included and considered in our planning. 

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 or your team’s) 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 Convening Agenda

	Time
	Activity
	Facilitator

	9:00 – 9:20
	Welcome, introductions and declarations of interest, objective of the meeting
a. Goal: Identify barriers to adoption and implementation of PPH recommendations and brainstorm potential solutions
b. Objectives: 
1. Provide an overview of the updated WHO-FIGO-ICM Consolidated PPH guideline.
2. Review the mapping of the WHO-FIGO-ICM consolidated guidelines and the national guidelines with the goal of working toward national adoption, 
3. Identify potential barriers and facilitators to adoption and implementation and brainstorm solutions
	Meeting Chair/
Co-chairs

	9:20 – 9:35
	Objective 1: Overview of the PPH guideline and process for planning for guideline adaptation and implementation.

	National Programme Manager

	9:35– 10:30
	Objective 2: Review the mapping of the WHO-FIGO-ICM consolidated PPH guidelines and the national PPH guidelines and highlight priorities for action.

	Staff who assessed the national guidelines

	10:30 – 11:00
	Coffee/tea break

	11:00 – 12:30
	Objective 3: Identify potential barriers and facilitators to adoption and implementation and brainstorm solutions

	National Programme Manager

	12:30 – 1:30
	Lunch

	1:30 – 3:30
	Objective 3: Identify potential barriers and facilitators to adoption and implementation and brainstorm solutions (cont.)

	National Programme Manager

	3:30 – 4:00
	Coffee/tea break

	4:00 – 4:45
	Objective 3: Identify potential barriers and facilitators to adoption and implementation and brainstorm solutions (cont.)

	National Programme Manager

	4:45 – 5:00
	Closing/next steps

	Meeting Chair/Co-chairs






Appendix C: Example indicators and data sources (note this is a non-exhaustive list)
	Recommendation
	Indicator
	Data Sources

	Oxytocin (10 IU, IM/IV) is recommended for the prevention of PPH for all births
	· Incorporation of oxytocin into national Essential Medicines List 
R National data

· Proportion of women receiving a prophylactic uterotonic
R National data
R District/regional data
R Facility data

	· Essential Medicines List or equivalent

· District, regional, national data (reported in EWENE, previously ENAP/EPMM)

· Survey of facility leaders/facility audits

· Facility data (e.g., clinical records, data dashboards), facility audits


	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 BP <100 mmHg, or diastolic BP <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.

	· Proportion of women whose blood loss is objectively assessment (e.g., through use of a calibrated drape)
R Facility data

· Improvements in the detection of PPH
R Facility data

	· Survey of facility leaders/facility audits

· Facility data (e.g., clinical records, data dashboards), facility audits

· Facility data (e.g., clinical records, data dashboards) on rates of PPH and severe PPH (blood loss ≥1000 mL)


	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.

	· Proportion of women with PPH receiving a first response treatment bundle
R Facility data

	· Facility data (e.g., clinical records, data dashboards)
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Appendix-1

Worksheet 1: Understand barriers, facilitators, solutions and need for local modification of PPH recommendations

Team Lead (name and contact information): _______________________________________ Date Completed: _______________

	Column 1
	Column 2
	Column 3
	Column 4
	Column 5

	WHO recommendation
	How effectively is this recommendation implemented? 
Tip: Reflect on how available the intervention is, which health workers are authorized to provide it, and how often it is used when indicated.

If not yet adopted into national policy, write “N/A”
	Barriers to adoption and/or implementation
Tip: For recommendations that have not yet been adopted or fully implemented, reflect on which factors may impede implementation. 

If already well implemented, skip to next recommendation.
	Facilitators of adoption and/or implementation
Tip: For recommendations that have not yet been adopted or fully implemented, reflect on which factors may impede implementation. 

If already well implemented, skip to next recommendation.
	Potential solutions to barriers

	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.
	
	
	
	

	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, intramuscularly/ intravenously) is recommended for the prevention of PPH 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 PPH 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 after 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.

	
	
	
	



	Column 1
	Column 4
	Column 6
	Column 7

	Proposed new national implementation guidance
	Potential barriers to adoption and/or implementation of implementation guidance.
	Potential facilitators of adoption and/or implementation of implementation guidance.
	Potential solutions to barriers 

	Example: TXA should be removed from
anaesthesia carts.
	Example: Need to convince stakeholders of problem with storing TXA in anaesthesia carts (knowledge gap/perceived relevance)
	Example: Strong focus on patient safety and culture of safety among surgical teams; should be relatively easy to recruit anaesthesiology colleagues to support this effort;
	Example: Develop evidence brief summarizing the problem of inadvertent intrathecal administration of TXA, including photos of TXA and bupivacaine vials.
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Appendix 1: Examples of barriers and facilitators to adoption at the individual, organizational and system levels
	Level 
	Common barriers/facilitators to adoption… 
	Could present as… 

	Individual
	Knowledge and awareness (barrier)  
	I didn’t know this medication was recommended to prevent PPH.  

	
	Knowledge and awareness (facilitator)  
	I know this medication is recommended to treat PPH.  

	
	Perceived relevance (barrier)  
	Do we have the capacity to offer this service? Maybe this recommendation is not relevant for us.  

	
	Perceived relevance (facilitator)  
	This intervention could help save lives in our country.  

	
	Tension for change (i.e., the perception that the current state is not adequate) (barrier) 
	The current guidelines we have are good enough. 

	
	Tension for change (i.e., the perception that the current state is not adequate) (facilitator) 
	Something is needed to help save the lives of women at risk of PPH. 

	
	Reluctance to change (barrier)
	I like how we are currently diagnosing PPH.  

	
	Reluctance to change (facilitator)  
	I see the new recommendations for diagnosing PPH could be helpful. 

	Organizational
	Leadership support (barrier)  
	The facility manager does not promote the recommendations to health workers. 

	
	Leadership support (facilitator)  
	The facility manager promotes the recommendations to health workers.  

	
	Perception of required resources (barrier)  
	Can we afford to procure these recommended commodities? 

	
	Perception of required resources (facilitator)  
	We can procure these essential commodities needed.

	
	Competing priorities (barrier) 
	Our healthcare facility is already implementing other interventions that are also important. 

	
	Competing priorities (facilitator) 
	This is an important intervention that we will prioritize.

	System
	Policy alignment (barrier) 
	Maternal health is not a top priority for the government.

	
	Policy alignment (facilitator) 
	The recommendations align with the government’s priorities around addressing maternal mortality. 

	
	Economic constraints (barrier)  
	Our country’s resources need to be dedicated to development and strengthening the economy. 

	
	Economic constraints (facilitator)  
	Investing in women’s health can support development. 

	
	Cultural and social norms (barrier) 
	The use of interventions during birth is discouraged in our communities. 

	
	Cultural and social norms (facilitator) 
	Our communities see the value of life-saving interventions during birth. 

	
	External pressure (barrier) 
	Other countries are not adopting these recommendations.

	
	External pressure (facilitator) 
	These recommendations are global standards for preventing and managing PPH.





Appendix 2: Examples of barriers and facilitators to implementation at the individual, organizational and system levels
	Level 
	Common barriers/facilitators to implementation… 
	Could present as… 

	Individual
	Knowledge gaps (barrier)  
	I don’t know how to administer this medication.

	
	Knowledge, skills and confidence (facilitator)  
	I know how to administer this medication, and I feel confident in my ability to do it correctly.  

	
	Perceived relevance (barrier)  
	Why do I need to learn how to use this medication? It is not available in my facility.

	
	Perceived relevance (facilitator)
	This intervention could make it easier for me to diagnosis PPH and start treatment in time.

	
	Workload (barrier) 
	The recommendations for measuring blood loss will take more time. 

	
	Workload (facilitator) 
	The recommendations for preventing PPH will help to prevent additional care that is needed to treat PPH and provide post-PPH care.

	
	Personal beliefs (barrier) 
	I don’t believe these recommendations will make a difference. 

	
	Personal beliefs (facilitator) 
	I believe these recommendations will prevent deaths due to PPH. 

	
	Attitudes towards evidence (barrier) 
	I don’t see why the research is more important than our experience and what we have been doing. 

	
	Attitudes towards evidence (facilitator) 
	These recommendations can be trusted because they come from high quality research conducted in settings like ours. 

	Organizational
	Leadership support (barrier)  
	The healthcare facility manager does not take the time to ensure staff are following the recommendations. 

	
	Leadership support (facilitator)  
	The healthcare facility has a champion that can support their peers to follow the recommendations. 

	
	Resource and commodity access and distribution (barrier) 
	There is an inconsistent supply of equipment and medicines. 

	
	Resource and commodity access and distribution (facilitator) 
	The district is coordinating with vendors to ensure a reliable supply of equipment and medicines. 

	
	Monitoring systems (barrier)  
	We do not have the infrastructure to report on the number of women with PPH receiving first-response treatment.  

	
	Monitoring systems (facilitator)  
	We are integrating reporting for PPH data into our clinical record systems. 

	
	Quality of the training (barrier)
	Health workers do not feel confident in their skills and knowledge to carry out the recommendations for diagnosing PPH.  

	
	Quality of the training (facilitator)
	Health workers are confident in their skills and knowledge to carry out the recommendation for diagnosing PPH.  

	
	Communication (barrier)
	Health workers do not regularly meet to discuss the implementation of the recommendations.

	
	Communication (facilitator) 
	Health workers have regular meetings to discuss the implementation of the recommendations.

	System
	Access and distribution of commodities (barrier) 
	There are often stockouts of commodities. 

	
	Access and distribution of commodities (facilitator) 
	There is sufficient stock of commodities in the country. 

	
	Funding (barrier) 
	There isn’t sufficient funding available to train all healthcare workers who attend births. 

	
	Funding (facilitator) 
	We have the funding to provide the training needed to all healthcare workers that are involved in attending births. 

	
	Access to a trained workforce (barrier) 
	We do not have strong relationships with training institutions and professional associations to ensure that the recommendations are being taught and provided to healthcare workers. 

	
	Access to a trained workforce (facilitator) 
	We are partnered with training institutions and professional associations to ensure that the recommendations are being taught and provided to healthcare workers. 

	
	Strength of the infrastructure (barrier) 
	There are challenges to integrate new data related to monitoring PPH diagnosis and treatment into our national data systems. 

	
	Strength of the infrastructure (facilitator) 
	Our national data systems are adaptable to integrate new data for monitoring PPH diagnosis and treatment. 

	
	Economic constraints (barrier)  
	Our country’s resources are limited; we are not able to fully rollout a comprehensive implementation plan.  

	
	Economic constraints (facilitator)
	Our investments into the implementation of the guideline will support women’s health and the economy. 
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