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Case Report

Severe postpartum hemorrhage with placental abruption
managed by the uterine sandwich: a case report
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Summary

Purpose of investigation: The authors report a case of severe postpartum hemorrhage (PPH) with placental abruption managed using
the uterine sandwich. Case Report: A 24-year-old woman with placental abruption was referred to Yamaguchi Grand Medical Center at
35 weeks of gestation. Cesarean section was performed, and severe PPH occurred. After an intrauterine Bakri balloon and B-Lynch su-
ture were applied and uterine bleeding was controlled. The total blood loss was 4,090 ml. Transfusion included 16, 22, and 20 U of red
cell concentrates (RCC), fresh frozen plasma (FFP), and platelet concentrates (PC), respectively. The patient was discharged with no
complications eight days postoperatively. Conclusion: The uterine sandwich is an effective option for the treatment of severe PPH.
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Introduction

Postpartum hemorrhage (PPH) is a significant factor in
maternal mortality and morbidity. Placental abnormalities
are a major contributor to obstetric hemorrhage. The com-
mon placental abnormalities include placental abruption, pla-
centa previa, and adherent and retained placenta. Placental
abruption complicates 0.4—1% of pregnancies [1-3].

The Bakri balloon is a fluid-filled tamponade balloon
that is inserted into the uterine cavity to achieve temporary
control or reduction of PPH [4]. The B-Lynch suture is a
brace suture used to mechanically compress an atonic
uterus during severe PPH [5]. Occasionally, the B-Lynch
suture has been combined with the Bakri balloon, which is
termed as the uterine sandwich, to achieve successful he-
mostasis [6-8], but no prior reports have described the use
of a uterine sandwich for managing placental abruption.

The authors report a case of severe PPH with placental
abruption managed using the uterine sandwich.

Case Report

A 24-year-old woman, gravida 0, was referred to the present
hospital because of abdominal pain with mild vaginal bleeding at
35 weeks of gestation. Ultrasound examination revealed a thick-
ened placenta with heterogeneous echogenicity for retroplacental
hematoma and a fetal heart rate of approximately 130 bpm. Lab-
oratory tests showed disseminated intravascular coagulation. She
was taken to the operating room after being diagnosed with pla-
cental abruption. Appropriate blood products were requested. Ce-
sarean section was performed under general anesthesia, and a
2,399-gram female neonate was delivered with an Apgar score of
0 and 5 at one and five minutes, respectively. The baby was ad-
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mitted to the neonatal intensive care unit. Blood clots and the pla-
centa, which had completely separated from the uterus, were evac-
uated. The dark red uterine body, which is termed as the
Couvelaire uterus, was completely atonic and bleeding profusely.
Uterine vascular and muscular tightening measures were con-
ducted immediately. Intramyometrial oxytocin 15 IU, an intra-

. ?‘?‘ = At

oy
Tk £

Figure 1. — An intrauterine Bakri balloon and B-Lyn(;h suture are
applied and uterine bleeding is controlled.
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venous infusion of oxytocin 10 IU, and dinoprost 3,000 mcg in
500 ml saline was administered, but was ineffective. Therefore, an
intrauterine Bakri balloon filled with 400 ml saline was placed
transabdominally. When this did not stop the bleeding, a B-Lynch
suture using 1-monocryl was applied (Figure 1). After the uterine
bleeding was controlled, the uterine and abdominal incisions were
closed. The total blood loss was 4,090 ml. The authors transfused
16, 22, and 20 U of red cell concentrates (RCC), fresh frozen
plasma (FFP), and platelet concentrates (PC), respectively.
Twenty-four hours postoperatively, the Bakri balloon was re-
moved vaginally. The patient was discharged with no complica-
tions eight days postoperatively. The patient was followed-up one
month later and no additional problem was detected.

Discussion

PPH is an important cause of morbidity and mortality [9,
10]. Placental abruption is one of the causes of PPH. When
placental abruption occurs, blood infiltrates between the my-
ometrial fibers from behind the placenta and sometimes per-
meates the whole thickness of the myometrium. This
transforms the uterine body from pink to dark red, which is
the hallmark of a Couvelaire uterus. Couvelaire uteri, which
very rarely occur with effective postpartum uterine contrac-
tions, can lead to uterine atony and further hemorrhage [11].

Management of PPH begins with conservative methods,
as bimanual uterine compression; use of uterotonics; uter-
ine balloon tamponade; and rarely, with arterial emboliza-
tion. The Bakri balloon is an intrauterine device indicated
to control PPH. The effectiveness of intrauterine balloon
tamponade is similar to that of other methods used for the
conservative management of PPH, such as arterial em-
bolization, surgical ligation of the uterine arteries, or uter-
ine compression suture [12]. However, intrauterine balloon
tamponade is less invasive, more rapid, and simple to per-
form. Hemostatic brace suture was described by B-Lynch
in 1997 [5]. The B-Lynch suture has been useful in con-
trolling bleeding in cases of uterine atony [13, 14]. The
uterine sandwich applies forces to the myometrium from
the inside and outside. This technique has been described to
be effective in five cases of PPH by Nelson and O’Brien
[6]. Yoong W et al. [7] reported 11 PPH cases and Diemert
et al. [8] reported six PPH cases treated with the uterine
sandwich. The potential complications of this technique in-
clude endomyometritis, uterine lacerations, and uterine
necrosis resulting from poor perfusion, as described by Ku-
mara et al. [15]. In the present case, none of the complica-
tions described above were observed.

In conclusion, the authors report the first case of severe
PPH with placental abruption managed by using the uterine
sandwich. This technique is an effective option for the treat-
ment of severe PPH.
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