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SUMMARY

Introduction One of the most dramatic conditions in obstetrics is definitely bleeding from the uterus which fails to
compress. This condition is known as postpartum atony. When such a condition is diagnosed, the obstetrician has a
choice of several conservative methods to stimulate the uterus to contract and several surgical methods to stop the
bleeding. The most extreme measure used to save the patient’s life and stop the bleeding is hysterectomy. This surgery
is characterized by high morbidity, primarily by the loss of woman'’s fertility. In order to avoid hysterectomy, several
authors have introduced the compressive uterine suture technique into gynaecological practice.

Objective The aim of the paper is to demonstrate the technique of applying compressive uterine suture after delivery
to stop excessive bleeding, and to present results obtained by this technique.

Methods The paper explains the technique of applying compressive suture to the atonic uterus in cases when all other
procedures to stop excessive bleeding after delivery fail. Since uterine atony is the main reason for excessive and uncon-
trollable bleeding after childbirth, the need to perform such surgery is rather common. Authors demonstrate the tech-
nique of applying four compressive sutures which prevent uterus dilation and thus stop the bleeding.

Results Compressive suture technique was used by the authors eight times, seven of which during caesarean section
and one after spontaneous delivery. All patients had normal postpartum period and normal involution of the uterus.
Conclusion Although this surgery requires a skilful and experienced obstetrician, the authors find it rather easy to
perform and it is suggested to be applied in all cases of uterine atony when excessive bleeding cannot be stopped by
other any other method except hysterectomy. This surgical procedure saves the uterus and facilitates quick and easy

patient’s recovery.
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INTRODUCTION

A massive, uncontrolled haemorrhage after childbirth is
the leading cause of maternal mortality and morbidity.
Uterine atony is the most common cause (28-90%)
of primary postpartum haemorrhage [1, 2]. To avoid
hysterectomy and stop haemorrhage the obstetricians
should undertake several steps [3, 4]. These steps can
be performed by a skilful and experienced obstetri-
cian, who can bring the decision within seconds when
faced with such a dramatic situation. If the haem-
orrhage occurs during spontaneous labour it takes
some time to diagnose the atonic uterus. Immediately
the obstetrician should attempt to stop bleeding by
applying conservative methods in order to stimulate
the construction of the uterus. If conservative methods
fail (massage, tamponade, and application of oxytocic
agents) the abdomen should be opened and the liga-
ture of the uterine artery or even hypogastric artery
must be done. If all these steps fail the last solution
is hysterectomy. Atony during the caesarean section
is more obvious. Blood loss is smaller and the obste-
trician immediately applies conservative methods
(massage, application of oxytocic agents, ligation of
uterine artery).

In order to avoid hysterectomy and preserved
fertility, five years ago we started to apply compres-
sion uterine suture technique. This technique is only
solution when all other haemostatic methods fail.

OBJECTIVE

The aim of this paper is to demonstrate the technique
of compression uterine suture after delivery to stop
excessive bleeding, and to present the gained results.

METHODS

After we have done everything to stop the bleeding
and the uterus is still without contraction we apply
four compression sutures. The first one we start at the
back wall of the uterus from the right sacrouterine liga-
ment, sowing posterior wall of uterus laterally up to
its cornu. We skip the cornu and continue the same
suture on the right front lateral wall (Scheme 1). When
we reach the isthmus of uterus at the level of sascro-
uterine ligament, we sow through the uterine wall
backwards medially of uterine artery, being careful
not to pass through uterine cavity. With the needle we
come at the same spot from which we began. When
we tie the knot, right side of the uterus shrinks. The
second suture is done symmetrically on the left side of
uterus. After these two sutures only the central part of
uterus is still stretched. Two more sutures are applied
to press the central part of uterus and completely stop
bleeding. The third suture begins also from the right
sacrouterine ligament one centimetre medially of the
first one. From that spot suture passes on the back wall



of uterus to the left cornu. On the fundus of uterus it goes
medially of the second suture. From the left cornu suture
goes to the right anterior part of isthmus and through the
uterine wall medially of uterine artery is coming backwards
at the spot where it began (Scheme 2). Identically on the
other side beginning from the left sacrouterine ligament
the fourth suture is done.

With these four sutures (Figures 1 and 2) the uterus
cannot be stretched and the bleeding stops.

After drainage we close the abdomen.

If the atony occurs during the caesarean section, which
is usually the case, we close the opened uterus and then
put the four sutures. As the uterus has no contraction, it
bleeds all the time, so the assistant should hold it tight in
his hands to compress it.

For this surgery we use polyglycolic acid No 2.

RESULTS

From 2004 to 2008, there were 34,229 deliveries. We
performed compressive suture eight times, seven during
caesarean section and one after spontaneous delivery. All
patients had normal postpartum period, and normal invo-
lution of uterus. The involution was controlled by ultra-
sound (Figure 3).

Scheme 1. The method one of four compression suture passes from
sacrouterine ligament and finish in the same spot

Scheme 2. Four sutures according to the steps they were applied

SERBIAN ARCHIVES OF MEDICINE | 639

DISCUSSION

Heavy haemorrhage after delivery leads to hysterectomy in
order to save the life of the mother [2]. This is a high risk
surgery for the patient, and there is a loss of fertility. All
authors say that the main reason for heavy haemorrhage
after delivery is atony [2, 5-8]. As situation is very dramatic
and serious and the life of the patient is in danger it is
necessary that the most experienced obstetrician performs
the surgery. Putting the sutures is not complicated, but it
demands a skilful and experienced surgeon [1]. Using this
technique the bleeding is stopped at high rate [6, 7]. In
our group of patients one became pregnant, but the preg-
nancy has finished by artificial abortion. As some obstetri-

Figure 3. Ultrasound checking seven days after surgery
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cians use compression suture when atony occurs, placenta
accrete is becoming a leading cause of emergency hyster-
ectomy postpartum [2].

There are different ways of compression suture tech-
niques. It varies from author to author, from three trans-
versal sutures [7] to different number of longitudinal
sutures, but all techniques have the same goal, the uterus
with compressive sutures that is not bleeding any more.
Some authors said that they succeeded to stop bleeding,
in atonic uterus, only by suturing uterine artery [5], but
we had such experience in small rate.

With this procedure the uterus is saved as well as menstrual
function and fertility [8].

Many authors point out that atony occurs during caesarean
section [5-8]. That happened with our patients. Although
the caesarean section rate is increasing lately, it is not the
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N

KomnpecuBHM L1aB HAa MaTepULM KOjum ce cnpeyaBa 06MNHO KpBapere Kopa,
HeHe aToHuje u u3berasa xuctepekTtomuja nocne nopohaja

Oywan CraHojeBuh, Mapuja CraHojeBuh, MuneHa 3amyposuh, AHka hiuposuh, Amrpa Xajpuh,

CHexaHa Pakuh, MNMaBne CpbuHoBuh

lMHeKonoLwKo-aKylwepcKa KnnHuka ,HapogHu ¢poHT’, Beorpag, Cpbuja

KPATAK CAZIPXKAJ

YBopa JeaHo of HajTeXuX CTatba y aKylWepCTBy je KpBapere 13
MaTepuLie Koja ce He CTeXe, NO3HATO Nof UMEHOM ,aToHWja nocne
nopohaja”. Kapa ce gujarHocTrKyje, akyllepy je Ha pacrionarary
HEKO/MKO KOH3epBaTNBHUX METOAa KOjuMa Ce MaTepHLia MoACTY-
Ye Ha KOHTPAKLWMjy 1 HEKOMKO XMPYPLIKMX MeTofa 3a 3aycTa-
B/batbe KpBapeta. Kpajiba Mepa Kojom ce cnacaBa »WBOT XeHe 1
3aycTaB/ba KpBapeme je xuctepektomuja. OBa onepawmja je no-
Be3aHa C BeIMKIM MOpOUIUTETOM, MPBEHCTBEHO ryOUTKOM dep-
TUHe cnocobHoCTY XeHe. [la 61 ce n3berna xuctepekTomuja, He-
KONMLMHA ayTopa je Y F’MHEKOJOLKOj Mpakcy noyena Aa npume-
Hbyje KOMNPEeCVBHY LWaB Ha MaTePULIN.

Lum papa Linmb paga je 610 fia ce npukaxy TeXHNKa CTaB/batba
KOMMPEeCMBHOT LLaBa Ha aTOHWYHY MaTepuLy nocne nopohaja, Ka-
KO 61 ce 3ayCTaBUNO OOUHO KPBapeHE, N MOCTUTHYTU pe3ynTa-
TV nevetba.

MeTope paga KomnpecuBHM WaB Ha aTOHWYHOj MaTepuuu je
NPUMerbeH Kafja Cy CBe pacnonoxuse MoryhHoCTY 3aycTaBrbarba
obunHor KpBapetba nocine poherba AeTeta ocTane 6e3 pesynra-

Ta. Kako je aToHwja maTepuLie Boaehn pa3nor HeKOHTpoMcaHor
KpBapera HakoH nopohaja, To je noTpeba 3a oBakBOM onepaLiy-
JOM KOp 0OBUX CTarba penaTtrBHO yecTa. [prkasaHa je TexHuKa cTa-
B/batba YeTMPY KOMMPECMBHa LiaBa Kojom ce oHemoryhaBa pac-
Te3atbe MaTeplLie, YMMe ce 3ayCTaB/ba KpBapetbe.

Pesyntatn Y nepnogy 2004-2008. roguHe KOMNPECVBHH LaB je
MOCTaB/beH KOA 0CaM MOPOAUba: CeAam MyTa TOKOM LiIapcKor pe-
3a 1 jelaHNyT HAaKOH CMOHTaHor nopohaja. Kog cBrx ncnutaHuua
nocTonepaLroHmn ToK je NPOTeKao HOPMaHO, @ MHBOAYLMja Ma-
Tepuue je buna yobnuajena.

3aKsbyyak Vako npumeHa oBe onepaLuje 3axTeBa yBexbaHor 1
MCKYCHOT aKyllepa, CMaTpamo fAa je penaTuBHO naka 3a n3sohe-
tbe 1 Tpeba je MpUMerbMBaTh Yy CBAaKOM Clyyajy aTOHWje MaTepu-
Lie Kafla Kao Mocneae CpeAcTBo 3ayCTaB/batba KpBapea ocTa-
je xuctepektommja. OBM XMPYPLUIKMM MOCTYNKOM Ce CracaBa Ma-
Tepuua, a xeHn omoryhasa HopmanaH 1 6p3 onopasak.

KrbyuHe peun: aToH1ja MaTepuLie; KOMNPECUBHMU LUAB; XUCTEPEK-
TOMWja nocne nopohaja
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