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PRESSION SUTURE

DR SHEELA V.MANE




'- () ltal parameters blood loss) and resuscitate
etlology + Ensure availability of blood
.-N > uterus

== xyfocm Infusion + Prostaglandins intravenous/ per
“'Iéctalf intramuscular/ intra-myometrial
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Bl y . " o Tip- by .
;..,_u 1L L0 triealre eXCIUQE

aun a/ Blmanual compression
T e —F alloon or uterine packing
A Com -;- Aessmn sutures
_fé nch or modified
2o Systen atic Pelvic devascularisation
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e

;-,:5” e = Uterine/Ovarian/Quadruple/Internal iliac
—.—”‘-;'_

——

= .;:-'h'fterventlonal Radiologist
= - Ifappropriate uterine artery embolisation
S Subtotal / Total abdominal hysterectomy




cause of primary PPH is uterine atony.
lin cal examination must be undertaken to
'causes

ined roducts (placenta, membranes, clots)

= =Va( é’ﬂcerwcal lacerations or haematoma
uptured uterus

- *Broad ligament haematoma

*Extragenital bleeding



The B-Ly nigu
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Yser=friendly: suture materal menRoec iN 1 mount

10| Lol ol0)= curve‘d.e'fhigard
JJ.JI'NLL,‘! (codeW3709)( nicon, Somenville; NJ)» Otherrapidly absorbable
CSIC cusediaccordingiothe surgeonsspreicrence. At good lengthrand: —
SICSurgical ¢ mpetence requwed
Recavit ,‘c}ecked explored and evacuated
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Simaintainieven and adequate tension without uterine trauma or

'f

”'dralnage of blood, debris and inflammatory material

o-’-

~ Tran : erse*eompressmn suture applied to the lower segment for abnormal
[ mentat" 1on effectively controls bleeding
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'ﬁ-—-.. = mple effective and cost-saving
= )8‘,,Fertlllty preserved and proven
_,,9 * Mortallty avoided

] () ~World-wide application and successful reports (>1300) (B-Lynch, personal data
base, christopherbl@aol.com)

11. Potential for prophylactic application at Cesarean section when signs of
Imminent postpartum hemorrhage develop, e.g. placenta accreta, or where blood
transfusion is declined, e.g. placenta previa surgery on a Jehovah’s Witnes



mailto:christopherbl@aol.com

SRESINOIpotential eificac
PEFOINING {he procedure

J Llr yJ ),J}_/_A .s,or semi-lithotomy position (frog leg).

SRVASSiStant stands between the patients leg & swabs the
Veld| ; 1 toicheck the bleeding.

== €| tert |s exteriorize & bimanual compression perform
*"" [fithe bleedlng stops good chance that B-Lynch suture

p— .-g_”

—  willFwork

_ e B- -L.ynch suture not a substitute for medical t/t of
coagulopathy, which should take place along with
operative intervention

e B-LLynch before




COMBINEH Y. pplications
Utsrins Sageliien Techn1q¢gf*a—

2B '_,/J:lr- StttrecameTusetulfcombination %
ALRNE: her naemostatic mechanisms.

J ofia balloon tamponade further decreased
dmg after a compression suture Is applied

> Lynch technique Is the only uterine
-_' compressmn suture technigue which does not
occlude the uterine cavity & hence can be used

IN combination with an intrauterine balloon.
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NEAFAPpPlIcations
mersandwich, lechnigue)
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[ ST _‘rr' tanttorens Sthat the ollowing
eq,le ICE IS Used When plannlng {0 use the

JIIJJ ned techniques:
rnsert B-LLynch suture techniques as usual.
= "*" Insert the balloon & fill it with 100 mL of fluid.

~ Close the uterine incision taking care not to burst the
-~ Dalloon.

4. The B-Lynch suture then should be tied off.
5. Inflate the balloon.

6. Check for any further bleeding.
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B- lyne - on

Moeliiicel mﬂm&bj n & Prof: 'l .Iermaan-

flx uterus from

-.'T'mnt to back just above

—

: reflectlon of bladder


Dr.Pandit.WMV

‘-.‘
s to consider

2. LUS incision not
required

_ g 3. Less time consuming
is.-;'; B (takes 3-4 min.)

‘.- = _ —

—— .I—Iaematometra 4. No Cervical stenosis

v_c’-
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=0 6 Bleeding from LUS 5. No Haematometra
° dueto multiple bites 6. No Bleeding from LUS
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\/2oLS Other MOdITICATIONSIE =SS

del’"" ve

/m.a RG Artlkumaran Set al.

SLELA ynaecol 2002 \Mar: .

o> Two vertical
{ f appostion sufure

Two cervico-
isthmic suture




The Ha
suture: clinical poir
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[BOVIEr: Utering segment or: Uterine cavity not opened

.',v'"

Urr-rme'e-* V |ty not explored under: direct vision

Fre J,)ar) qmcker to apply
Me feed-back data on fertilty outcome
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«;_‘s‘_ or6|d|ty feed-back data limited

T
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'_/Bi‘fUnequal tension leads to segmented ischemia
- secondary to slippage of suture — ‘shouldering” with
VEenous obstruction
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Meoedifiezition

(BHDESESuare suture.
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Multiple square
£ suture occluding
= C [ the uterine cavity
e




The Ch¢
clinical p

IVItNtpIeull=tnIckness square sutures applied,
aroanly: *me -consuming If: many square sutures
ferlJuer

U 1 ine caV|ty drainage restriction-pyometra risk
o IO ed ack data on fertility outcome
f:,.l\'?[orbldny feed-back data limited

_,‘5' ~ RRythmic contraction not facilitated and involution
-~ impede

6. The production of multiple uterine senechiae
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Avoiding wids Lr-'-"'f‘: dlssectlon of bladder torprevent damage 10)

emJJ:Ea exuses Intbroad ligament

Planning Lme:i?" érme INcision suitably (use of: scissors)
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—_— '—"'_-t- 41—

ar“u - ‘ Wery ofithe fetal head .
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ﬂlﬁéﬁ'mg spontaneous expulsion of placenta (300ml saved)

= 'Prophylactlc use of oxytocic drugs

o= Clamping the'cut edges of the uterine incision with. hemostatic

forceps & rapid closure .



Control of

_’f' vl

ASIONGE | n holder & then deep interrupted sutures to

“ ery ligation —

-

— _,ﬂ*‘ ; ngatlon of-the uterine arteries along with the veins
— ""Leary s stitch) can be very effective in most cases.

————

— --‘- rian artery ligation —

- Could be combined with the uterine artery ligation.
* |ntraoperative fist compression of aorta
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0 niosz fuII thickness sutures
) \/ S 'fsfull thickness sutures
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' u‘aJre sutures
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Gomblnatlon of sutures



Save a moWI—r
= . —

don’t fi rit

Ligate (internal iliac)



Balancing De
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_T'emerce the medical management with
— ‘S“'rglcal management to save the life of the

—

= mother [111
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