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Introduction

The rate of caesarean births is increasing globally, as are sur-
gical complications. A not infrequent surgical difficulty is 
that of restricted access to the anterior lower uterine seg-
ment, due to, for example, adhesions from previous surgery, 
tumours in the lower uterine segment and anterior placenta 
praevia with placenta accreta spectrum (PAS). The tradi-
tional solution is to perform an upper uterine segment hyster-
otomy.1,2 Disadvantages include increased short-term 
surgical complications and increased risk of uterine rupture 
in a subsequent pregnancy, which may occur even before 
labour. This is particularly important in low-resource set-
tings where the patient’s access to prompt care in future 
pregnancies may be uncertain. Although at the time of the 
case reported below we were not aware that posterior lower 
uterine segment hysterotomy had been used previously, we 
subsequently identified four prior reports of posterior lower 
uterine segment hysterotomy performed in the presence of 

180° torsion of the uterus, of which two were purposeful3,4 
and two were inadvertent, the torsion being undiagnosed.5,6 
Another inadvertent posterior hysterotomy was performed in 
a case of uterine sacculation.7 In one case of 180° uterine 
torsion, a classical hysterotomy was performed,8 and in 
another, the uterus was exteriorised to correct the torsion and 
do an anterior lower segment hysterotomy.9 In five patients 
with placenta accreta sequence, amniotic fluid drainage was 
used to facilitate exteriorisation of the gravid uterus through 
a transverse abdominal incision, followed by anterior or 
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posterior hysterotomy.10 In all the cases of posterior lower 
segment hysterotomies, good outcomes were reported. On 
the other hand, classical (upper uterine segment) hysterot-
omy is associated with considerable morbidity.11

Case presentation

Our patient is a 40-year-old mother of two boys ages 14 and 
13 years, having had an early miscarriage in 2007, admitted 
at 37 weeks of gestation in her fourth pregnancy (gravida 4, 
term 2, preterm 0, abortion 1 and living children 2). Her 
mother suffered from diabetes. She was socially stable and 
employed in the security industry. She had been diagnosed 
with a pelvic tumour the previous year on ultrasound but had 
withdrawn from care when advised that surgery might entail 
a hysterectomy, as she wished to have another child. She 
reported no other medical symptoms.

Clinical findings

She appeared well-looking, with no remarkable general clin-
ical findings. Examination revealed a large cystic/solid 
tumour occupying the lower abdomen. The gravid uterus 
was displaced upwards and posteriorly to the left 
hypochondrium.

Timeline

2021: Diagnosed with pelvic tumour.

21 January 2022: ‘Booked’ for current pregnancy.

12 May 2022: Admitted.

18 May 2022: Surgery.

21 May 2022: Signed consent for case report and was dis-
charged home.

Surgery: Posterior lower uterine segment hysterotomy 
and excision of tumour 6 weeks post-surgery: Well at 
follow-up.

Diagnostic assessment

Ultrasound examination at 22 weeks showed a complex pre-
dominantly cystic lesion in the pelvis measuring 
25.6 × 14.1 × 19.7 cm. The possibility of an ovarian tumour 
was considered. Haematological and renal function tests 
were within the normal ranges.

Therapeutic interventions

Surgery was performed at 38 weeks of gestation under spinal 
analgesia. A vertical abdominal incision revealed a large 
solid/cystic tumour occupying the lower abdominal cavity 
(see Supplemental Video 1). The tumour was within the right 

broad ligament with an 8 cm diameter attachment to the right 
upper segment of the uterus, and extending down to the 
retro-vesical space. It had a profuse secondary blood supply 
from the broad ligament and lower uterine segment and blad-
der anteriorly, and also from the omentum, which was dis-
sected free. The gravid uterus was displaced postero-laterally 
and superiorly to lie in the left hypochondrium. The tumour 
could not be mobilised from the uterus easily due to exten-
sive vascularity, and the lower uterine segment could not be 
accessed anteriorly.

To avoid the immediate and long-term risks of classical 
upper uterine segment hysterotomy, the vertical abdominal 
incision was extended and the uterus exteriorised and 
inverted over the patient’s thighs (Figure 1). A transverse 
posterior lower uterine segment hysterotomy was performed. 
A healthy female infant weighing 2920 g was delivered with-
out difficulty, with Apgar score12 of 9 and 10 at 1 and 5 min, 
respectively. The placenta was delivered by cord traction. A 
copper-T intrauterine device (IUD) was placed at the fundus. 
To protect the threads, the end of the insertion straw was 
directed through the cervix and retrieved vaginally after the 
operation. The hysterotomy was closed with interrupted fig-
ure 8 braided polyglycolic acid sutures, crossed within the 
uterus (Figure 2).

A Foley catheter uterine tourniquet was applied around 
the broad ligaments and the lower uterine segment, which 
provided an almost bloodless field during the separation of 
the tumour from the uterus and removal, which was unevent-
ful. The tumour was sub-serosal and did not require enuclea-
tion or myometrial resection. The origin of the tumour from 
the right side of the uterine upper segment was sequentially 
clamped and the myometrial pedicles ligated. The tumour 
was separated from the broad ligament with diathermy and 
the secondary blood supply ligated.

Figure 1.  Exteriorised dextro-rotated gravid uterus, anterior 
view with tumour in the foreground.
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Follow-up and outcomes

Our patient and her baby were discharged on day 3 after sur-
gery in good condition and with no need for a blood transfu-
sion. At 6-week follow-up, both were well, and she expressed 
satisfaction with her care. Ultrasound showed a well-posi-
tioned copper-T IUD in the endometrial cavity.

The histology report was of a 27 × 20 × 20 cm leiomy-
oma with extensive hyalinisation.

Discussion

Surgeons not infrequently encounter unusual anatomic barriers 
to routine surgical procedures and need to be prepared to prob-
lem solve on the spot with novel improvisations. In our case, 
although counter-intuitive, posterior lower uterine segment 
hysterotomy proved to be a remarkably straightforward and 
effective solution. We acknowledge the lack of magnetic reso-
nance imaging as a limitation of our preoperative diagnostic 
work-up. The predominantly cystic appearance of the mass on 
ultrasound examination was atypical for uterine leiomyoma.

Avoidance of classical hysterotomy may be particularly 
important in low-resource settings, where the 6%–10% risk 
of rupture of a classical uterine scar13 (one-third before the 
onset of labour14), may be particularly dangerous for women 
with limited access to obstetric facilities.15 In our case, the 
posterior hysterotomy was very straightforward and closure 
was no different from an anterior lower segment incision, 
other than that there was no need to reflect the peritoneum 
and bladder.

Single-layer interrupted hysterotomy closure has been 
reported to reduce the risk of subsequent scar dehiscence16 as 
well as subsequent PAS,17 and is used routinely by several 
clinicians in our unit. A video demonstrating this technique 
for anterior lower segment closure as well as our novel tech-
nique for IUD insertion at caesarean birth is available at 
https://www.youtube.com/watch?v=ToWkp3z0_Vg 
(Supplemental Video 2).

Our case illustrates the value of a Foley catheter uterine 
tourniquet to reduce blood loss during uterine surgery.18 We 
have also described the use of a Foley catheter tourniquet to 
control placental bleeding in advanced extrauterine pregnan-
cies.19 We describe a novel method we have developed to 
promote the correct positioning of the threads during caesar-
ean placement of a copper-T IUD.

Conclusion

Based on our case and the reported literature, we suggest that 
when the anterior lower uterine segment is inaccessible, for 
example, due to adhesions, vascularity, placenta praevia 
accrete spectrum or pelvic masses, consideration be given to 
exteriorised posterior lower segment hysterotomy as an 
alternative to classical hysterotomy. It is important for obste-
tricians to be aware of this simple procedure as it is not a 
routinely taught or intuitive approach.

Patient perspective

On informal interaction, our patient appeared very satisfied 
with her care and the outcome. We did not formally record an 
account of the case from her perspective.
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Informed consent

Our patient gave formal consent in writing for the information from 
her notes and the images and video recording to be published.

Condensation

Transverse posterior lower uterine segment caesarean hysterot-
omy is a simple solution when the anterior lower uterine segment 
is inaccessible.

ORCID iD

G Justus Hofmeyr  https://orcid.org/0000-0002-3080-1007

Supplemental material

Supplemental material for this article is available online.

References

	 1.	 Palacios-Jaraquemada JM, Fiorillo A, Hamer J, et al. Placenta 
accreta spectrum: a hysterectomy can be prevented in almost 
80% of cases using a resective-reconstructive technique. J 
Matern Fetal Neonatal Med 2022; 35(2): 275–282.

	 2.	 Palacios-Jaraquemada JM, Nieto-Calvache ÁJ, Aryananda 
RA, et  al. Placenta accreta spectrum with severe morbidity: 
fibrosis associated with cervical–trigonal invasion. J Matern 
Fetal Neonatal Med 2023; 36(1): 2183741.

	 3.	 Picone O, Fubini A, Doumerc S, et al. Cesarean delivery by 
posterior hysterotomy due to torsion of the pregnant uterus. 
Obstet Gynecol 2006; 107(2): 533–535.

	 4.	 De Ioris A, Pezzuto C, Nardelli GB, et al. Caesarean delivery 
through deliberate posterior hysterotomy in irreducible uterine 
torsion: case report. Acta Biomed 2010; 81(2): 141–143.

	 5.	 Ahmed FU, Ambreen A, Zubair S, et al. Torsion of a term uterus. J 
Coll Physicians Surg Pak 2016; 26(6 Suppl.): S50–S51.

	 6.	 Boogaerts M, Wuyts K and Joos H. Two successive cesarean 
deliveries through separate posterior and anterior hysterotomy 
due to asymptomatic uterine torsion. A case report. Case Rep 
Womens Health 2022; 36: e00435.

	 7.	 Hsiang CK, Sivanesaratnam V and Sinnathuray TA. 
Inadvertent posterior lower segment caesarean section in a 
sacculated uterus. Med J Malaysia 1981; 36(4): 250–253.

	 8.	 Shima E, Serikawa T, Itsukaichi M, et al. Pregnancy compli-
cated by uterine sacculation due to a huge myoma. J Obstet 
Gynaecol Res 2012; 38(8): 1111–1114.

	 9.	 Deshpande G, Kaul R and Manjuladevi P. A case of torsion of 
gravid uterus caused by leiomyoma. Case Rep Obstet Gynecol 
2011; 2011: 206418.

	10.	 Braun T, Weizsäcker K, Muallem MZ, et al. Abnormally inva-
sive placenta (AIP): pre-cesarean amnion drainage to facilitate 
exteriorization of the gravid uterus through a transverse skin 
incision. J Perinat Med 2018; 47(1): 12–15.

	11.	 Greene RA, Fitzpatrick C and Turner MJ. What are the mater-
nal implications of a classical caesarean section? J Obstet 
Gynaecol 1998; 18(4): 345–347.

	12.	 Apgar V and James LS. Further observations on the newborn 
scoring system. Am J Dis Child 1962; 104: 419–428.

	13.	 Halperin ME, Moore DC and Hannah WJ. Classical versus 
low-segment transverse incision for preterm caesarean sec-
tion: maternal complications and outcome of subsequent preg-
nancies. Br J Obstet Gynaecol 1988; 95(10): 990–996.

	14.	 Meehan FP and Magani IM. True rupture of the caesarean sec-
tion scar (a 15 year review, 1972–1987). Eur J Obstet Gynecol 
Reprod Biol 1989; 30(2): 129–135.

	15.	 Armon PJ. Rupture of the uterus in Malawi and Tanzania. East 
Afr Med J 1977; 54(9): 462–471.

	16.	 Kleissl HP, Becker H and Falkert. Bericht über 21 uterusrup-
turen und die bedeutung der einschichtigen nahttechnik für 
die rupturprophylaxe [Report on 21 uterine ruptures and the 
influence of single row uterotomy stitching on rupture preven-
tion (author’s transl)]. Geburtshilfe Frauenheilkd 1975; 35(7): 
533–538.

	17.	 Sumigama S, Sugiyama C, Kotani T, et al. Uterine sutures 
at prior caesarean section and placenta accreta in subse-
quent pregnancy: a case–control study. BJOG 2014; 121(7): 
866–874.

	18.	 Mehdizadehkashi A, Tahermanesh K, Rokhgireh S, et  al. 
Uterine isthmus tourniquet during abdominal myomectomy: 
support or hazard? A randomized double-blind trial. Gynecol 
Obstet Invest 2020; 85(5): 396–404.

	19.	 Hofmeyr GJ, Majeke BD and Nassali MN. Foley catheter 
tourniquet for uncontrollable extra-uterine placental hemor-
rhage: description of a novel surgical technique. Gynecol 
Obstet Invest 2021; 86(6): 549–553.

https://orcid.org/0000-0002-3080-1007

