
 

 

 

                                                                                                                                       May 2019 · Volume 8 · Issue 5    Page 2138 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology 

Shah NH et al. Int J Reprod Contracept Obstet Gynecol. 2019 May;8(5):2138-2141 

www.ijrcog.org pISSN 2320-1770 | eISSN 2320-1789 

Case Report 

Cesarean scar pregnancy: scope for hysteroscopy 

Nitin H. Shah, Aditi V. Joshi*, Renu Agarwal 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Cesarean scar ectopic is a rare but life-threatening entity 

that constitutes the implantation of the pregnancy in the 

myometrium at the site of the previous cesarean scar.1 

Almost 6% of ectopic pregnancies are cesarean scar 

pregnancy (CSP) and its incidence has been on a rise 

owing to the increased incidence of cesarean deliveries 

worldwide.2,3 The exact pathogenesis of this entity is yet 

unknown, however a proposed mechanism of its 

occurrence is due to a scar defect which leads to a 

microscopic tract as a result of poor healing. An 

ultrasonography with colour doppler can aid in an early 

diagnosis and help differentiate it from other important 

differential diagnosis like a cervical pregnancy or 

inevitable abortion.4 The aim of treatment should be to 

avoid massive blood loss and preserve the future fertility 

of the patient. Management options are numerous and 

should be individualized. Often it has been noted that a 

combination of options is more suitable than a single 

option.5 Recent advances in minimal access surgery has 

enabled the use of hysteroscopy in diagnosing as well as 

in treatment of these cases. Hysteroscopy provides the 

advantage of direct visualization and controlled operator 

movements for evacuation, thus avoiding devastating 

complications like uterine perforation.  

CASE REPORT 

A 35 year old, P1L1 with previous history of cesarean 

section done 3 years back came with chief complaints of 

amenorrhea since 1 month. On examination, her general 

condition was fair and vital parameters were stable. 

Cardiovascular and respiratory system examination was 

normal. On per abdomen examination, abdomen was soft. 

On per vaginum examination, uterus was bulky, 

anteverted, bilateral fornices were free. An early dating 

ultrasound showed a 5 weeks pregnancy with a 

possibility of a cesarean scar ectopic (Figure 1). A serum 

beta HCG (βhCG) was done, which showed a value of 

6181 mIU/ml. She was counselled about the available 

options of treatment and she wished for a conservative 
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approach. Medical management with multiple dose 

systemic methotrexate (day 1, 3, 5, 7) with alternate day 

folinic acid was planned after confirming normal blood 

investigations. 

The dose of methotrexate given was 1mg/kg on day 1, 

administered intramuscularly. Repeat beta HCG value on 

day 3 was 7529 and gestational sac size had increased by 

2mm, a second dose of methotrexate was then 

administered (Figure 2). The third dose (day 5) of 

methotrexate was delayed due to elevated liver enzymes. 

One week later on day 12, when repeat liver function was 

normal, third dose of methotrexate was given at a beta 

HCG value of 3095. Beta HCG values repeated 

subsequently were 1881 on day 22 and 78 on day 37.  

 

Figure 1: Ultrasonography suggestive of a scar ectopic 

pregnancy, arrow depicting the gestational sac. 

 

Figure 2: Ultrasonography done after 1st dose of 

methotrexate, showing the increased diameter of the 

gestational sac. 

 

Figure 3: Illustrating the hysteroscopic view of the 

gestational sac. 

On day 40, patient presented with bleeding per vaginum, 

soaking 2 pads. She was posted for a hysteroscopic 

removal of products of conception. On hysteroscopy, a 

gestational sac was noted at the site of the previous 

cesarean scar (Figure 3). A nick was made on the 

gestational sac to collapse the wall (Figure 4). The sac 

was then separated from the myometrium using scissors. 

The products were removed with the help of a 5mm 

laparoscopic grasper by passing it by the side of the outer 

sheath of the hysteroscope (Figure 5, 6). 

 

Figure 4: Illustrating the nick given on the gestational 

sac with scissors. 

 

Figure 5: Image depicting passage of 5mm 

laparoscopic grasper beside the outer sheath of 

hysteroscope. 
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Figure 6: The products of conception removed via 

laparoscopic grasper. 

The postoperative course was uneventful. She was 

discharged the same day. A repeat ultrasonography done 

2 weeks later did not reveal any retained products of 

conception.  

DISCUSSION 

Cesarean scar ectopic is an uncommon clinical 

presentation. Currently the incidence is estimated to be 

around 1:1800 to 1:2200 pregnancies.6 A previous history 

of cesarean section is the most common risk factor for 

developing a cesarean scar pregnancy. Other factors 

include trauma due to previous curettage, manual 

placental evacuation, previous myomectomy or 

metroplasty, history of use of assisted reproductive 

techniques.7  

Clinical presentation is often non-specific and most cases 

are detected incidentally on radiological imaging. 

Diagnosis by transvaginal ultrasound imaging has a 

sensitivity of 84.6%.2 A radiological classification 

proposed by Vial et al, proposes two types of CSP. Type 

I comprises of the pregnancy implanted at the scar site 

but growing into the uterine cavity, while type II involves 

a pregnancy growing into the myometrium.8 

Owing to the rare occurrence of this entity, there is no 

standard treatment option. Conservative approach 

involves the use of local and/or systemic methotrexate or 

local embryocidal agents (like intracardiac instillation of 

KCL) or uterine artery embolization. However, the 

success of these methods depends upon the gestational 

age and judicious patient follow-up. A greater success 

rate is found in patients with serum βhCG level less than 

3000 IU/L. A favourable outcome has also been noted in 

patients with serum βhCG levels more than 3000 IU/L 

provided the patient is willing for a prolonged follow up 

and repeated doses of methotrexate.6 Multi dose 

methotrexate regimen has often shown to have a more 

rapid response than single dose therapy.9 Medical 

management has a protracted course and complete 

resolution of the mass can take as long as a year. 

Furthermore, the systemic use of the medication can lead 

to severe side effects in some cases. There is limited 

evidence in literature of a successful medical 

management.10 Often a combined medical and surgical 

method offers a better chance of resolution. 

Surgical interventions include options of dilatation and 

curettage, laparoscopic guided suction aspiration, 

laparoscopic or open wedge resection, hysteroscopic 

evacuation or rarely hysterectomy.11 In this era of 

minimal access surgery, hysteroscopy and/or laparoscopy 

play a major role in management of these patients. They 

enable direct visualization of the pathology thus 

preventing complications associated with blind 

procedures like dilatation and curettage. In our case, a 

type I CSP, a hysteroscopic approach for evacuation of 

products of conception was sought for since most of the 

products were within the uterine cavity. The products can 

be separated from the underlying myometrium with the 

help of scissors or bipolar resectoscope. One must be 

vigilant about the difference in appearance of the 

products and normal myometrium to avoid complications 

like uterine perforation. 

CONCLUSION 

Individualizing treatment options depending upon the 

gestational age, βhCG levels, severity of symptoms, 

patient desire and compliance is the key to a successful 

outcome. Medical management may often be 

unsuccessful and requires prolonged follow up. It’s 

always preferable to adopt a combined medical and 

surgical approach. Hysteroscopic modality of treatment 

for type I CSP offers numerous benefits like visually 

directed treatment, lesser operative bleeding, shorter stay 

and better patient compliance. 
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