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L E T T E R  T O  T H E  E D I T O R

Importance of understanding the operative procedures 
of the transverse uterine fundal incision, postoperative 
management, and patient education

To the Editor,
We read with great interest the article by Koshimizu 
et al.1 because it alerted us to the fact that inappropriate 
management of subsequent pregnancy after transverse 
uterine fundal incision (TUFI) can be fatal to the mother 
and fetus. TUFI was originally reported as an operative 
procedure for cesarean delivery in mothers with placenta 
previa that widely covers the anterior uterine wall, when 
placenta accreta cannot be ruled out.2 Since it was first 
reported, many mothers and fetuses have been saved by 
TUFI and we have reported its effectiveness.3 However, 
in their recent case report, Koshimizu et al.1 did not de-
scribe any benefits of TUFI, and this might therefore mis-
lead the readers into thinking that TUFI should not be 
performed because of great risks. We are concerned that 
the risks of TUFI are being over- emphasized to the read-
ers by mentioning it with cardiac arrest and perimortem 
cesarean delivery.

However, considering these reports, TUFI indeed re-
quires more careful attention to the risk of uterine rup-
ture compared with traditional low- transverse cesarean 
section. Koshimizu et al.1 point out that, with TUFI, 
evaluating the scar thickness at the uterine fundus be-
comes more difficult as the gravid uterus is enlarged in 
a subsequent pregnancy. We believe, however, that it is 
more important to ascertain whether these cases of uter-
ine rupture were treated with appropriate surgical pro-
cedures and postoperative management. We recommend 
double- layer closure combined with retention sutures 
for TUFI wound closure.2,4 We also urge patients plan-
ning any future pregnancy to follow the postoperative 
management described.2 Firstly, subsequent pregnancy 
is permitted after a period of 1 year with confirmation of 
no abnormalities on magnetic resonance imaging, hys-
terosalpingography, and sonohysterography. Secondly, 

patients should be closely observed during the subse-
quent pregnancy and cared for in an intensive maternal 
care unit from 25 weeks of gestation onwards. Lastly, 
cesarean delivery should be performed between 34 and 
35 weeks of gestation: after fetal lung maturation and 
before the onset of labor. Patients must be explicitly ad-
vised of the potential risk of uterine rupture and pro-
vide consent based on the management described above 
during the informed consent process.

The report by Koshimizu et al.1 does not describe 
the uterine closure technique. Also, despite the severe 
scar defect revealed by magnetic resonance imaging at 
12 months after TUFI, the patient conceived by in vitro 
fertilization, which we consider to be reckless and dan-
gerous. They should have strongly been ordered to refrain 
from ever becoming pregnant. Non- compliance with 
contraceptive and hospitalization instructions resulted 
in serious consequences of uterine rupture and cardiac 
arrest. This suggests that this patient might not have un-
dergone the proper surgical procedures and perhaps did 
not understand the importance of following the obstetri-
cian's instructions, and consequently, that postoperative 
management was inadequate for the prospective subse-
quent pregnancy. We are afraid that the risks of this sur-
gery are discussed in the context of anomalous cases as if 
they were routine TUFI cases. In order to verify the effec-
tiveness and risks of TUFI, it is necessary to accumulate 
cases in which TUFI has been adequately performed as 
we recommended.

In conclusion, in performing TUFI, the surgeon 
must understand the purpose of this surgery as a last 
resort to save the lives of mothers and fetuses and use 
the appropriate wound closure methods. Cautious post-
operative management is required, including patient 
education.
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