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Abstract

Various medical and surgical treatment modalities are available for post partum haemorrhage. B-

lynch Brace suture, a conservative surgical modality is being used now a days, worldwide. Whe-

reas this expertise is simple, safe, quick and life saving, it is not without few very serious but for-

tunately rare complications. Here is described a casewith uterine necrosis and adhesions leading

to subfertility in a woman, as a long term complication of B lynch suture, applied for the man-

agement of post-partum haemorrhage in her last delivery.
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Introduction

Obstetric haemorrhage is one of the major causes of
maternal deaths both in developed and developing
countries. In the 2003-2005 report of the UK Confi-
dential Enquiries into Maternal Deaths, obstetric
haemorrhage was the third highest direct cause of
maternal death.”

Primary Post Partum Haemorrhage (PPH) defined as
haemorrhage within 24 hours of delivery occurs in
4% to 6% of pregnancies and in 80% cases uterine

atony is the main cause.’Various medical and sur-

239

gical techniques are recommended to control bleed-
ing in primary PPH. These include bimanual uterine
compression, the use of a variety of uterotonic
agents, vaginal and uterine exploration, uterine tam-
ponade using balloons or packing, uterine and hypo-
gastric artery ligation, B-Lynch (Brace) suture, ute-

rine artery embolization and hysterectomy.>*
Case Report

A 25 years old lady, P1+0 married for 8yrs presented
with history of secondary sub fertility for last 6 yrs.

Her last delivery was 6yrs back via spontaneous ver-
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tex delivery at a tertiary care hospital. It was followed
by primary PPH due to uterine atony, which was not
settled by uterotonic medications. So an exploratory
laparotomy was planned and B-Lynch Brace suture
was applied to control bleeding. Her post operative
period however, remained uneventful.

For her secondary subfertility baseline investigations
were done. Her hormonal profile and husband’s se-
men analysis were normal. Her HSG could not be
done due to a very high up cervix, so examination
under anaesthesia (EUA), diagnostic Laparoscopy
and tubal patency test was planned.

On EUA cervix was high up and could not be visua-
lized vaginally. On laparoscopy there were dense
adhesions between uterine fundus and anterior ab-
dominal wall, pulling the uterus high, out of the pel-
vis. After adhesiolysis uterus fell back within the pel-
vis, making the cervix approachable vaginally. Ute-
rine sound was passed but only after 4 cm within the
uterine cavity, sound was seen in the abdominal cav-
ity due to iatrogenic perforation through the site of
adhesions (Figure 1). There was also impression of
a thick septum dividing the uterine cavity into two
halves, giving the uterus a bi-lobed appearance ex-
ternally (Figure 2). As uterine perforation was not
bleeding so it was left as such. Foley’s catheter bal-
loon was inflated within the uterine cavity and was
removed later on 5"post operative day. On tubal pa-
tency test, there was no spillage of dye from either
tube; instead there was extravasation of dye in left
broad ligament and free dye spillage from uterine
perforation (Figure 3). Both ovaries were however
normal. Patient was counseled regarding poor pros-
pects of fertility and risk of uterine rupture, if she

conceives subsequently.
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Figure 1. Uterine sound coming out of perfora-

tion.

Figure 3. Extravasation of dye from perforation.
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Discussion

Known risk factors for PPH due to uterine atony are
multiparity, uterine overdistension (fetal macrosomia,
multiple pregnancy, polyhydramnios), prolonged or
augmented labour, precipitate labour, maternal obes-
ity, operative delivery, chorioamnionitis, operative
vaginal delivery and a history of PPH.® The man-
agement of PPH requires early recognition, rapid
action and most importantly, a multidisciplinary ap-
proach. Approximately one third of women with PPH
unresponsive to uterotonic agents will have hyste-
rectomy and one quarter of these women are nulli-
parous.‘The compression suture (B -Lynch) tech-
niques have shown great promise in decreasing ma-
ternal morbidity and mortality associated with uterine
atony, while preserving the uterus® for subsequent
menstrual function and pregnancies.® The advantag-
es of the B-Lynch suture are that it is simple to per-
form, requires little operating time and less skill, than
stepwise uterine devascularisation procedures which
are not feasible all the time. In 2000, Ferguson
raised concerns about the possible uterine damage
following excessive uterine compression used in the
B-Lynch technique.” Hani Akouri and Christopher
Shermine case report is the first to describe focal
myometrial necrosis following the use of simultane-
ous B-Lynch and Cho square sutures.® Other inves-
tigators have reported cases of severe uterine ne-
crosis following use of the B-Lynch suture. Our pa-
tient, however, did not manifest any unusual symp-
toms in the immediate or late postpartum period after
application of the compression suture.

Joshi ® described a case of B-Lynch suture in severe
postpartum hemorrhage in a 26-year-old primigravi-

da after caesarean section, who due to suspicion of
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intra abdominal bleeding underwent laparotomy in
the immediate postoperative period and it was found
that B-Lynch suture had cut through and become
embedded in the uterine wall, causing ischemic con-
gestion and distension of the mid-section of the ute-
rus between the B-Lynch vertical braces, giving the
uterus a lobulated appearance.

Treloar reported the use of the B-Lynch suture to
control severe PPH in a 33-year-old multigravida.
Over the following three postpartum weeks, that lady
experienced persistent vaginal bleeding and was
found to have a tender sub-involuted uterus of 18-
weeks’ size. Multi planner multi sequence magnetic
resonance imaging with and without intravenous Ga-
dolinium contrast demonstrated an avascular uterus,
except at the peripheral rim of the uterine wall.' Un-
like our patient, these two women were symptomatic
in the postpartum period and underwent hysterecto-
my.

Excessive folding of the uterine wall produced by the
compressive forces of the suture could conceivably
produce unpredictable effects on the myometrial and
endometrial vasculature and can give the uterus a
bilobed appearance externally and intra uterine syn-
echiae and some necrosis of tissue which can form
adhesion with anterior abdominal wall, as in our
case.

Patients who continue to have uterine tenderness or
persistent vaginal bleeding following the application
of the pressure suture should be investigated to rule
out the possibility of uterine wall necrosis. Few au-
thors have attributed this complication to the delayed
absorption type of suture used and recommend the
use of rapidly absorbable sutures."

As in our patient, Baskett observed the presence of

grooves over the uterine fundus at the site of the
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previous B-Lynch suture in three of the seven pa-
tients who had a subsequent CS after the initial
compression suture. In two of these three cases,
there were additional signs of minor ischemic necro-
sis: a whitened myometrium between the grooves at
the fundus and puckering at the posterior entry and
exit sites of the previous B-Lynch suture.”” Same
was the finding in our case. These cases suggest
that the pressure produced by the compression su-
tures could cause progressive myometrial ischemic
necrosis ranging from mild'"'? to complete myome-
trial necrosis.*"°

In the early postpartum days, the uterus involutes
much faster than the decreasing tensile strength of
any type of suture used, and therefore as the uterus
decreases in size the suture should become less
applied to the uterine wall and should exert less
pressure on the myometrium. The damage caused
by the pressure suture would therefore occur in the
immediate postoperative period and would be related
to the degree of tension and ischemia that the suture
exerts on the myometrium.

Besides, the type of uterine suture used, especially
suture with delayed absorption, in combination with
ischemic pressure of the compression suture may
have an important role in the development of uterine
synechiae. Another case report describes a case of
secondary infertility due to the development of se-
vere Asherman Syndrome after the B-Lynch com-
pression suture and uterine artery ligation."*Our pa-
tient had escaped immediate severe post partum
uterine necrosis but could not escape intrauterine

synaechiae and presented with secondary subfertili-

ty.
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Conclusions

Compression sutures are relatively simple to per-
form, effectively control postpartum haemorrhage
due to uterine atony and allow fertility to be main-
tained. However women requiring compression su-
tures should be provided with information about
possible complications. We also suggest postopera-
tive follow-up for these women, which includes pelvic
ultrasound and sonohysterography to identify uterine
wall defects or uterine cavity adhesions. Three-
dimensional ultrasound with or without MRI would be
valuable in examining the integrity of the uterine wall.
As the obstetrical community gains more experience
with this novel technique, there will be better under-
standing of its effectiveness and complications will
be identified. To facilitate this we suggest meticulous
documentation of both successful and unsuccessful
applications of compression sutures, as well as its

short-term and long-term complications, if any.
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