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Abstract

Background: Twin pregnancy has a high risk for developing uterine atony (UA). This study aimed to evaluate
efficacy and clinical outcomes of prophylactic compression sutures to treat UA during twin cesarean section (CS).

Methods: All patient records of twin deliveries by CS after gestational age of 24 weeks in a large maternity hospital
in South Korea between January 2013 and June 2018 were reviewed. Patients with monochorionic monoamniotic
twins were excluded from data analysis. In total, 953 women were eligible for data analysis.

Results: Of the 953 patients, compression sutures were applied to 147 cases with postpartum bleeding that were
refractory to uterine massage and uterotonics. Out of the 147, two patients (1.4%) proceeded to additional uterine
artery ligation to achieve hemostasis, yielding a success rate of 98.6%. The rate of transfusion after the first 24 h of
delivery in the suture group was not significantly different from that in the non-suture group, suggesting that both

compression sutures was 44.4%.

groups achieved hemostasis at an equal rate after the first 24 h of delivery. The difference in the operation time
between the two groups was only 8.5 min. The rate of subsequent pregnancy among the patients who received

Conclusions: Overall, our findings suggest that with early and fast implementation of compression sutures, UA can
be treated in the setting of twin cesarean delivery without significantly increasing maternal morbidity.
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Background

Uterine atony (UA) is defined as failure of the uterus to
contract adequately during and after the third stage of
labor [1]. Normally, uterine muscles contract during
labor and immediately after the placenta is delivered to
compress the blood vessels. The compression of the
blood vessels reduces the blood flow, and thereby in-
creases the likelihood of coagulation and prevents post-
partum hemorrhage, which is one of the leading causes of
maternal morbidity and mortality worldwide [2, 3]. UA is
the most common cause of postpartum hemorrhage: up
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to 80% of postpartum hemorrhage cases have been re-
ported to be related to UA [4]. Twin pregnancy is known
to be a risk factor for developing UA, although other
factors such as overdistension of the uterus, labor abnor-
malities, obesity, and previous history of postpartum
hemorrhage are also known to contribute to UA [5, 6].
The first step in managing UA is application of non-
surgical therapies including uterine massage, uterotonics,
and manual compression. If these nonsurgical methods
do not achieve hemostasis, surgical approaches must be
considered as a next step. Surgical options include
uterine compression sutures, balloon tamponade, uterine
artery or internal iliac artery ligation, uterine artery
embolization, or hysterectomy. Since the publication of
the B-Lynch compression suture in 1997 [7], various
techniques of uterine compression sutures have been
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introduced and used worldwide as safe alternatives to
other surgical methods [8-12]. Uterine compression
suture techniques are simple and effective to treat UA,
while preserving the anatomical integrity of the uterus
and thus future fertility in many women. A review article
reported that the rates of subsequent pregnancy among
patients who had uterine compression sutures were 11—
75%, with an average of 32% [13].

In the past two decades a number of studies demon-
strated merits and the efficacy of uterine compression su-
tures to treat UA [4, 9]. However, most of these studies
were on the basis of a sample of women with singleton de-
liveries [14] or a mixed sample of women with singleton
and twin deliveries [9, 11]. In spite of the fact that twin
pregnancy has a high risk for developing UA, to our know-
ledge, none of the studies to date examined the efficacy of
UA in twin deliveries alone. The main goal of this study
was therefore to evaluate the efficacy and clinical outcomes
of the prophylactic compression sutures in the patients of
UA who delivered twins by cesarean section (CS). To this
end, we reviewed patient records in a large maternity hos-
pital in Seoul, South Korea, where a B-Lynch suture modi-
fied by the last author of this report (JSS) and a multiple
square suture by Cho (hereafter, Cho’s suture) [8] were rou-
tinely used to treat UA during CS.

Methods

Patient characteristics and clinical definitions

Patient records included data of the patient’s age at
delivery, parity, mode of conception, gestational age at
delivery, a sum of birthweight of the two members of a
twin pair (sum of birthweight), history of previous
abdomino-pelvic surgery, operation time (from skin inci-
sion to skin closure), estimated intraoperative blood loss,
pre- and postoperative hemoglobin change, postpartum
hemorrhage (over 1000 ml of blood loss with signs of
hypovolemia) [15], whether or not transfusion was given,
the timing of transfusion, and whether and what add-
itional procedures were used to control the bleeding.
Subsequent pregnancy outcomes were available for a
subsample of patients.

We analyzed data for twin deliveries by CS after gesta-
tional age of 24 weeks that occurred in our institution
from January 2013 to June 2018. Patients with mono-
chorionic monoamniotic twins were excluded from data
analysis. Cases with vaginal deliveries of twins were
eliminated because usually, intrauterine balloon tampon-
ade or uterine artery embolization were considered for
treatment of UA in these patients in our institution. In
our study, failure of management was defined as the
need to proceed to other surgical methods such as uter-
ine artery ligation, embolization, or hysterectomy after
application of the compression suture. This study was
approved by the institutional review boards of the CHA
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Gangnam Medical Center, Seoul, Republic of Korea.
Data were anonymized and de-identified before analysis,
and therefore, informed consent was not required.

Immediately after the delivery of twins, 20 units of
prophylactic oxytocin mixed with main fluid were in-
fused and 100mcg of carbetocin was injected intraven-
ously as routine procedures. The bimanual uterine
compression and massage were continuously given to
the patients by surgeon or assistant. After 2 min (consid-
ering the onset of action of carbetocin) 1 mg of sulpros-
tone mixed with normal saline (500 ml) was additionally
administered in case of poor uterine contraction. The
decision of whether to perform prophylactic compres-
sion suture or not was followed on the basis of both the
degree of uterine contractility and the amount of bleed-
ing within 4 to 5 min, which is the time required for the
onset of action of sulprostone. Thus, it usually took 5—
10 min for surgeons to make a diagnosis before they
place compression sutures to patients.

Methods of modified B-Lynch sutures in our institution
Vicryl No. #1 sutures and straight needle No. 7 are used
in the modified B-Lynch suture technique in our institu-
tion. The procedures are shown in Fig. 1. The incision
site is closed when the uterine contraction is recovered
and the amount of bleeding decreases. While the lead
surgeon is performing the suture, the assisting surgeon
performs bi-manual uterine compression. A video of the
procedures is attached as an Additional file 1: Video
S1.The Cho’s suture technique also uses Vicryl No. #1
sutures and straight needle No. 7. The details of the
Cho’s suture method describe in Fig. 2.

Statistical analysis

Statistical analysis was conducted using Statistical Pack-
age for Social Sciences (SPSS) version 22. The Chi-
square and Fisher’s exact tests were used for analysis of
categorical variables, and the Student’s t-test and Mann-
Whitney U test were used for quantitative variables. A
p-value of < 0.05 was considered statistically significant.

Results

Baseline characteristics of the patients and perioperative
findings

During the 5 years of the study period, a total of 953
cases of twin cesarean deliveries were performed. Of
these, either modified B-Lynch or Cho’s suture tech-
nique was applied to 147 patients because their uteri did
not respond to massage and uterotonics. Modified B-
Lynch suture was usually performed in case of poor
uterine contraction, and Cho’s suture technique was ap-
plied to uterine atony along with placenta previa or
accreta, and in some cases, in addition to modified B-
Lynch suture. Table 1 shows the baseline characteristics
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Fig. 1 The modified B-Lynch uterine compression suture. a The straight needle was passed through the lateral side of the uterus from the
posterior to anterior walls, 2~3 cm superior from the upper edge of the low flap transverse incision. b The vertical brace suture was tied at the
fundus with compression tightly. The end edge of the suture tie was tagged with Kelly clamps. ¢ The same procedure was repeated on the
contralateral side. d At the fundus of the uterus, both tagged sutures were tied together at the midline to prevent slippage of the sutures

of the patients by application status of the compression
suture (patients without compression sutures versus pa-
tients with compression sutures). No statistically signifi-
cant difference was found between the two groups in
terms of patients’ age at delivery, parity, mode of con-
ception, previous history of abdomino-pelvic surgery, or
chorionicity. However, maternal body mass index (BMI)
at delivery was significantly higher in patients with com-
pression sutures as compared to those without compres-
sion sutures (27.5 vs. 26.9; p=0.039), which was

consistent with prior studies showing that obesity is a
risk factor for developing UA [1, 16].

Table 2 shows the perioperative findings during CS of
twins. Sum of birth weight was significantly larger in pa-
tients with compression sutures as compared to those
without compression sutures (p = 0.018). Not unexpect-
edly, as a result of poor uterine contraction, the group
with sutures was significantly higher than the group
without sutures in estimated blood loss, hemoglobin
change, and the rates of postpartum hemorrhage and
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Fig. 2 The Cho's square suture technique. A. The straight needle was passed through bleeding sites to compress the endometrial cavity; firstly it was
passed from the anterior to posterior walls (a), and 2~3 cm laterally, the needle was passed back through posterior to anterior walls (b), then, the
needle was moved 2~3 cm upwards (), and the same procedure was repeated in the opposite direction (d). The knot was tied as tightly as possible
(e). B. Squared suture was completed. C. Multiple squared sutures by Cho's suture can be used for uterine atony after twin cesarean delivery
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Table 1 Baseline characteristics of patients
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Characteristics Patients without compression sutures (n = 806) Patients with compression sutures (n = 147) p-value
Age at delivery (year)? 343431 340+3.1 0.349
BMI at delivery (kg/m?? 269+32 275+33 0.039
Previous abdomino-pelvic surgeryb 265 (32.9%) 50 (34.0%) 0.776
Mode of conception® 0.150
Natural 77 (9.5%) 11 (7.5%)
COH +TI/IUI 99 (12.3%) 11 (7.5%)
IVF/T-ET 630 (78.2%) 125 (85.0%)
Parity© 0.175
0 699 (86.7%) 134 (91.2%)
21 107 (13.3%) 13 (8.8%)
Chorionicity* 025
MCDA 69 (8.6%) 8 (54%)
DCDA 737 (91.4%) 139 (94.6%)

BMI Body mass index, COH Controlled ovarian hyperstimulation, 7/ Timed intercourse, /Ul Intrauterine insemination, IVF In vitro fertilization, T-ET Thawing-embryo
transfer, MCDA Monochorionic diamniotic, DCDA Dichorionic diamniotic. N (%) or mean + standard deviation

3student’s t-test, PChi-squared test, Fisher’s exact test

transfusion within the first 24 h of delivery. However,
the rate of transfusion after the first 24 h of delivery in
the suture group was not significantly different from that
in the non-suture group; both groups achieved
hemostasis at an equal rate after the first 24 h of deliv-
ery. Of 147 who were treated with compression sutures,
only two patients (1.4%) proceeded to the uterine artery
ligation procedure additionally to achieve hemostasis,
which resulted in a success rate of 98.6% of the uterine
compression suture. As expected, operation time was
significantly longer in the suture than in the non-suture
group due to the application of sutures; however, the
mean time difference was only 8.5 min.

In the non-suture group, five patients (0.6%) were
treated with other procedures. One patient was treated

Table 2 Perioperative findings

by uterine artery ligations during CS because the uterine
incision was extended to the left uterine artery. To con-
trol the bleeding, multiple ligations of left uterine artery
were performed. The remaining four patients had late-
onset UA, and therefore, were transferred for uterine
artery embolization after 24 h of delivery.

Pregnancy outcomes following sutures

None of the patients with the compression suture devel-
oped complications related to the procedure during the
first 2 months postpartum period. Among 953 patients,
371 (39%; n =292 for the patients without sutures; n =
79 for the patients with sutures) were available for the
follow-up investigation after the first 2 months postpar-
tum period. Of these, 308 (n=238 for the patients

Characteristics Patients without compression sutures (n = 806) Patients with compression sutures (n = 147) p-value
Gestational age at delivery (weeks)? 360+2.1 363+16 0.874
Birth weight (gm)? 4783.1 £832.8 49580 + 7684 0.018
Emergency deli\/eryb 348 (43.2%) 68 (46.3%) 0527
Operation time (min)? 513+13.2 508+177 <0.001
Estimated blood loss (mL)® 611.9+ 1664 725.2 +256.1 <0.001
Hemoglobin change® 20+ 1.2 (h=2803) 24+14 (n=142) 0.001
Postpartum hemorrhageb 41 (5.1%) 28 (19.0%) <0.001
Transfusion during admission® 60 (7.4%) 27 (18.4%) <0.001
Within 24 h transfusion” 40 (5.0%) 22 (15.0%) <0.001
> 24 h transfusion” 24 (3.0%) 5 (34%) 0793
Additional procedures needed to 5 (0.6%) 2 (1.4%) 0.295

control the bleeding®

2Student’s t-test, ®Fisher's exact test; N (%) or mean + standard deviation
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without sutures; 7 =70 for the patients with sutures)
expressed no desire to become pregnant, 22 (n=17 for
the patients without sutures; n =5 for the patients with
sutures) have tried to conceive, and 41 (n =37 for the
patients without sutures; n =4 for the patients with su-
tures) became pregnant. The high rate (83% =308/371)
of giving up future pregnancies in our follow-up sample
is probably a reflection of the very low birth rate in
current Korean society [17]. In addition, since our pa-
tients had twins, and most of our patients were some-
what old aged for another childbirth (see Table 1), these
factors possibly contributed to low interests in subse-
quent pregnancies. Excluding patients who did not
desire future pregnancies, the rate of subsequent preg-
nancy among those with sutures in our follow-up sample
was 44.4% (= 4/9), which was within the range reported
in the literature [13]. However, given that our follow-up
sample only included 39% of the original sample, as well
as the fact that the vast majority of the follow-up sample
had no interests in future pregnancy, and that the pa-
tients in our study were on the basis of the most recent
5years’ records in our institution, our rate of future
fertility should be considered only as an approximate
estimate.

Table 3 shows a summary of pregnancy outcome data
for the 41 patients sub-grouped according to the appli-
cation status of the compression suture. As only four of
the 41 patients received compression sutures, we did not
carry out statistical analysis to compare patients with
and without compression sutures in pregnancy outcomes.
However, the mean intervals between CS and subsequent
pregnancy were very similar in between the two groups
(21.2 months for the patients without sutures and 22.5
months for the patients with sutures), suggesting that the

Table 3 A summary of pregnancy outcomes of the patients
with and without compression sutures

Patients without Patients with
compression sutures compression sutures

Characteristics

(n=37) (n=4)
Interval to subsequent 2124132 225+64
pregnancy (months)
Mode of conception
Natural 33(89.2%) 3 (75%)
ART 4 (10.8%) 1 (25%)
Subsequent delivery outcomes
Full-term delivery 14 (37.8%) 1 (25%)
Preterm delivery 0 (0%) 0 (0%)
Abortion 7 (18.9%) 0 (0%)
Ectopic pregnancy 3 (8.1%) 0 (0%)
Ongoing pregnancy 13 (35.2%) 3 (75%)

ART Assisted reproductive technology, /S Cesarean section; n(%) or
mean = standard deviation
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adverse effect of sutures on future pregnancy may be min-
imal. Among the four patients with sutures, one received
assisted reproductive technology (ART) and had ongoing
pregnancy, and the remaining three conceived spontan-
eously, of which one had a full-term delivery, and two had
been in ongoing pregnancy.

Discussion

To our knowledge, this is a large cohort study on clinical
outcomes of uterine compression suture performed
under the institutional guideline in cesarean delivery of
twins. Our results demonstrated that compression su-
tures for UA in CS of twins were effective (98.6% success
rate) and they are easily implementable techniques that
required only 8.5min of additional operation time on
average. A recent review of studies of compression su-
tures for UA yielded an average success rate of 97%
(range: 76 to 100%) [13], while an earlier review showed
91.7% [18]. Despite that our sample had generally higher
obstetric risks associated with twin deliveries [19], our
success rate was higher than the average success rates
found in cesarean deliveries of singletons. Furthermore,
although cesarean delivery is a high-risk factor for hys-
terectomy [20], none of our study sample underwent
hysterectomy.

Although gestational age at delivery was not signifi-
cantly different between the two groups, sum of birth-
weight was significantly higher in patients with sutures
than those without sutures (4958.0 versus. 4783.1g, p =
0.018), which appeared to be due to larger BMI at deliv-
ery in patients with sutures than those without sutures
because BMI is a highly heritable trait [21, 22].

In Kaya et al’s study, Bakri balloon tamponade, as a
less invasive uterine preserving method, was compared
with B-Lynch compression suture [23]. In their pro-
spective study, the success rates, mean duration of time
to bleeding control, estimated blood loss, numbers of
transfused packed red blood cells were similar in both
methods. However, the duration of operation was signifi-
cantly longer in the Bakri balloon tamponade group
[23]. Considering the aspects of application time, we
proposed Shin’s modified B-Lynch suture as a primary
uterus-sparing method in cases of uterine atony without
response to medical treatment during CS. B-Lynch su-
ture needs incision of the lower uterine segment (like a
CS incision). In cases of suspected uterine atony after
the uterine incision was closed already, the incision site
must be opened before the application of B-Lynch su-
ture. Additionally, B-Lynch suture cannot transfix the
whole thickness of both uterine walls. However, modi-
fied B-Lynch suture in our institution is much faster and
easier than B-Lynch suture and transfixes the uterine
wall without slip down the brace. Cho’s suture tech-
nique, in addition, controlled focal bleeding with ease.
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We also agree that the Bakri balloon tamponade is the
first line treatment in uterine atony during vaginal deliv-
ery. However, in this article, we analyzed in CS.

A major strength of our study is the inclusion of a large
cohort of patients. However, this study has several limita-
tions. The incidence of UA in our study sample (15.8% in-
cluding the late onset cases) is higher than those found in
other studies [11, 16]. This higher incidence may be due to
the fact that our sample consisted of women with twin de-
liveries alone, while most of prior studies were based on
women with singleton deliveries [9]. We also speculate that
in order to prevent the development of UA, our surgeons
made fast decisions and applied sutures to less severe cases
of UA, which might have resulted in higher prevalence of
UA in our sample. Additionally, generalization of our re-
sults may be limited because patients were from only a sin-
gle hospital located in relatively high socioeconomic
neighborhood in Seoul, Republic of Korea. Further large
scaled studies are necessary to confirm the prevalence of
UA in women with twin deliveries.

In a large British population-based sample, Kayem
et al. [24] found that the success rate of compression su-
tures techniques depended on the time interval between
delivery and uterine compression sutures; compression
sutures performed within 1 h after delivery demonstrated
a success rate of 84%, while a delay of between 2 and 6 h
from delivery decreased the rate to be 58%. These results
suggest that the high success rate in our study may be
attributable to our surgeons’ fast diagnosis and immedi-
ate treatment. In our hospital surgeons typically spend
additional 8.5 min for UA patients including diagnosis
and applications of sutures. We noted from our experi-
ence that compression sutures should be applied before
the occurrence of disseminated intravascular coagulation
(DIC), that earlier implementation of sutures required
fewer sutures, and that the possibility of tissue ischemia
could be reduced with earlier implementation.

Conclusion

In conclusion, our findings indicate that with early and
fast implementation of compression sutures, UA can be
treated in the setting of twin cesarean delivery without a
significant increase maternal morbidity. Multicenter
studies are needed to corroborate our findings.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/512884-019-2716-6.

Additional file 1: Video S1. Video that demonstrates the Shin’s
modified B-Lynch sutures

Abbreviations
ART: Assisted reproductive technology; BMI: Body mass index; CS: Cesarean
section; UA: Uterine atony

Page 6 of 7

Acknowledgements
None.

Authors’ contributions

MLK and YMH were involved in the data collection or management, data
analysis, manuscript writing/editing. HR was involved in the data collection
or management, manuscript editing. MJL was involved in the data collection
or management, statistical analysis. SJS was involved in the protocol/project
development. JSS was involved in the protocol/project development,
manuscript editing. All authors contributed to the interpretation,
commented on multiple versions, and approved the final manuscript.

Funding
No specific funding obtained.

Availability of data and materials

Data will be available upon reasonable request from the corresponding
author. However, the data cannot be made public to maintain women'’s
privacy and legal reasons as it contains private health information along with
identifiers.

Ethics approval and consent to participate

The study protocol was approved by the Institutional Review Board (IRB) on
the CHA Gangnam Medical Center (GCI-18-31). The IRB gave also an
exemption regarding confidentiality of patient information. Data were
anonymized and de-identified before analysis, and therefore, informed con-
sent was not required.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Obstetrics and Gynecology, CHA Gangnam Medical Center,
CHA University, 566, Nonhyeon-ro, Gangnam-gu, Seoul 06135, Republic of
Korea. “Department of Education, Institute for Education Research, Mokpo
National University, Jeonnam, Republic of Korea.

Received: 26 October 2019 Accepted: 30 December 2019
Published online: 16 January 2020

References

1. Breathnach F, Geary M. Uterine atony: definition, prevention, nonsurgical
management, and uterine tamponade. Semin Perinatol. 2009;33(2):82-7.

2. Knight M, Callaghan WM, Berg C, Alexander S, Bouvier-Colle MH, Ford JB,
Joseph KS, Lewis G, Liston RM, Roberts CL, Oats J, Walker J. Trends in
postpartum hemorrhage in high resource countries: a review and
recommendations from the International Postpartum Hemorrhage
Collaborative Group. BMC Pregnancy Childbirth. 2009;9:55.

3. Waterstone M, Bewley S, Wolfe C. Incidence and predictors of severe
obstetric morbidity: case-control study. BMJ. 2001;322(7294):1089-93.

4. AlZirqi |, Vangen S, Forsen L, Stray-Pedersen B. Prevalence and risk factors
of severe obstetric haemorrhage. BJOG. 2008;115(10):1265-72.

5. Driessen M, Bouvier-Colle MH, Dupont C, Khoshnood B, Rudigoz RC,
Deneux-Tharaux C, Pithagore6 Group. Postpartum hemorrhage resulting
from uterine atony after vaginal delivery. Factors associated with severity.
Obstet Gynecol. 2011;117(1):21-31.

6. Frolova Al, Stout MJ, Tuuli MG, Lépez JD, Macones GA, Cahill AG. Duration
of the third stage of labor and risk of postpartum hemorrhage. Obstet
Gynecol. 2016;127(5):951-6.

7. B-Lynch C, Coker A, Lawal AH, Abu J, Cowen MJ. The B-Lynch surgical
technique for the control of massive postpartum haemorrhage: an
alternative to hysterectomy? Five cases reported. Br J Obstet Gynaecol.
1997;104(3):372-5.

8. Cho JH, Jun HS, Lee CN. Hemostatic suturing technique for uterine bleeding
during cesarean delivery. Obstet Gynecol. 2000 Jul;96(1):129-31.

9. Hackethal A, Brueggmann D, Oehmke F, Tinneberg HR, Zygmunt MT,
Muenstedt K. Uterine compression U-sutures in primary postpartum


https://doi.org/10.1186/s12884-019-2716-6
https://doi.org/10.1186/s12884-019-2716-6

Kim et al. BMC Pregnancy and Childbirth (2020) 20:40 Page 7 of 7

hemorrhage after cesarean section: fertility preservation with a simple and
effective technique. Hum Reprod. 2008;23(1):74-9.

10.  Hayman RG, Arulkumaran S, Steer PJ. Uterine compression sutures: surgical
management of postpartum hemorrhage. Obstet Gynecol. 2002;99(3):502-6.

11. Ouahba J, Piketty M, Huel C, Azarian M, Feraud O, Luton D, Sibony O, Oury
JF. Uterine compression sutures for postpartum bleeding with uterine
atony. BJOG. 2007;114(5):619-22.

12.  Pereira A, Nunes F, Pedroso S, Saraiva J, Retto H, Meirinho M. Compressive
uterine sutures to treat postpartum bleeding secondary to uterine atony.
Obstet Gynecol. 2005;106(3):569-72.

13. Matsubara S, Yano H, Ohkuchi A, Kuwata T, Usui R, Suzuki M. Uterine
compression sutures for postpartum hemorrhage: an overview. Acta Obstet
Gynecol Scand. 2013;92(4):378-85.

14.  Allahdin S, Aird C, Danielian P. B-Lynch sutures for major primary
postpartum haemorrhage at caesarean section. J Obstet Gynaecol. 2006;
26(7):639-42.

15. Committee on Practice Bulletins-Obstetrics. Practice Bulletin No. 183:
Postpartum hemorrhage. Obstet Gynecol. 2017;130(4):e168-86.

16. Wetta LA, Szychowski JM, Seals S, Mancuso MS, Biggio JR, Tita AT. Risk
factors for uterine atony/postpartum hemorrhage requiring treatment after
vaginal delivery. Am J Obstet Gynecol. 2013;209(1):51.e1-6.

17. Song JE, Ahn JA, Lee SK, Roh EH. Factors related to low birth rate among
married women in Korea. PLoS One. 2018;13(3):e0194597.

18. Doumouchtsis SK, Papageorghiou AT, Arulkumaran S. Systematic review of
conservative management of postpartum hemorrhage: what to do when
medical treatment fails. Obstet Gynecol Surv. 2007;62(8):540-7.

19. Melka S, Miller J, Fox NS. Labor and delivery of twin pregnancies. Obstet
Gynecol Clin North Am. 2017;44(4).645-54.

20. Huque S, Roberts |, Fawole B, Chaudhri R, Arulkumaran S, Shakur-Still S. Risk
factors for peripartum hysterectomy among women with postpartum
haemorrhage: analysis of data from the WOMAN trial. BMC Pregnancy
Childbirth. 2018;18(1):186.

21, Hur YM, Kaprio J, lacono WG, Boomsma DI, McGue M, Silventoinen K, et al.
Genetic influences on the difference in variability of height, weight and
body mass index between Caucasian and East Asian adolescent twins. Int J
Obes (Lond). 2008;32(10):1455-67.

22, Silventoinen K, Jelenkovic A, Sund R, Yokoyama Y, Hur YM, Cozen W, et al.
Differences in genetic and environmental variation in adult BMI by sex, age,
time period, and region: an individual-based pooled analysis of 40 twin
cohorts. Am J Clin Nutr. 2017;106(2):457-66.

23. Kaya B, Guralp O, Tuten A, Unal O, Celik MO, Dogan A. Which uterine
sparing technique should be used for uterine atony during cesarean
section? The Bakri balloon or the B-Lynch suture? Arch Gynecol Obstet.
2016;294(3):511-7.

24, Kayem G, Kurinczuk JJ, Alfirevic Z, Spark P, Brocklehurst P, Knight M, UK.
Obstetric Surveillance System (UKOSS). Uterine compression sutures for the
management of severe postpartum hemorrhage. Obstet Gynecol. 2011;
117(1):14-20.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC




	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Patient characteristics and clinical definitions
	Methods of modified B-Lynch sutures in our institution
	Statistical analysis

	Results
	Baseline characteristics of the patients and perioperative findings
	Pregnancy outcomes following sutures

	Discussion
	Conclusion
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

