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Case Report

The marks that humans’ leave are too often scars
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ABSTRACT

unnecessary hysterectomy.

Caesarean scar ectopics are the newest member of this obstetric emergency. Although rare, are associated with
torrential haemorrhage. Gravida 3 para 2 with previous two caesarean sections with spotting per vaginum. Ultrasound
showed a pregnancy embedded in the scar of previous caesarean section. MRI confirmed it. Beta human chorionic
gonadotropin (HCG) was 15000 which dropped to 5000 after. An innovative approach was taken to laparoscopically
evacuate the pregnancy. The products of conception were removed and the incision sutured so as to achieve
haemostasis. Beta HCG was 15000 which dropped to 5000. Patient was haemodynamically stable and discharged on
day 3. An innovative approach with skilled surgical technique not only decreased the morbidity but also avoided an
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INTRODUCTION

Cesarean scar pregnhancy (CSP) is a rare form of an
ectopic pregnancy wherein the trophoblast invades a
defective and thinned out myometrium in a scar which is
remnant of a previous cesarean section.! the incidence of
CSP ranges from 1 in 1800 to 1 in 2216. The frequency
of CSP is approximately 0.15%, which constitutes 6.1%
of all ectopic pregnancies in patients after at least one
cesarean operation (52%).? The mean gestational age was
7.5+2.5 weeks and the sign was vaginal bleeding without
pain.?

This condition can be dangerous for the women because
of the related complications such as placenta previa or
accreta, uterine rupture, and hemorrhage due to massively
increased vascularity associated with its growth, poor
contractility of lower segment; it needs an operative
intervention, leading to increased maternal morbidity and
mortality.* Therefore, an early diagnosis is crucial to
improve the proper management. Early detection of this

phenomenon is possible as ultrasound quality has
improved.>5

Typical features for CSP

Typical features for CSP are 1) no gestational sac within
the uterine cavity and cervical canal 2) visualization of
the gestational sac and/or placenta in the cesarean section
scar 3) very thin muscle layer between the gestational sac
and the urinary bladder wall (from 1-3 mm to 4.6 mm)
and intensive vascularization around the scar.”®

These criteria exclude other diagnoses, such as cervico-
isthmic pregnancy, cervical pregnancy or inevitable
spontaneous abortion.® 3D USG precise spatial location
of the gestational sac and assessment of its relationships
with the urinary bladder wall and other structures of the
lower pelvis. MRI useful in CSP, it enables accurate
measurement of the distance between the urinary bladder,
myometrium and gestational sac, and offers good
visualization of the uterine cavity and cervical canal.*
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CASE REPORT

Here, 28 years, G4P2L2A1 presented with; 2.5 months of
amenorrhea and spotting per vaginum. She had previous
2 LSCS, 5 years and 2.5 years back respectively;
followed by an abortion. On examination, per vaginal
findings were suggestive of uterus-8-10 week’s size.

USG non-viable 6-7 weeks pregnancy in the cervical scar
(previous LSCS site) suggestive of cervical scar
pregnancy, increased peripheral vascularity, CRL=6-7
weeks, diameter of sac=3.5cms, no cardiac activity. Beta
HCG 15294 miu/ml

MRI: suggestive of ectopic scar pregnancy on the anterior
wall of lower uterine segment.

Figure 1: MRI showing G-sac.

Figure 1: (A) vasopressin is injected into myometrium
(B) uterine artery is coagulated (C) ectopic conceptus
is being suctioned out (D) haemostasis achieved.

After due consideration it was decided to attempt a
laparoscopic resection of the cesarean scar ectopic
pregnancy. Intraoperatively, adhesions between bladder
and anterior wall of uterus were released, following
which diluted vasopressin was injected into the
myometrium. The left sided uterine artery was seen close
to the scar pregnancy and was opportunistically
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coagulated. The myometrium was then incised (Figure 2).
The products of conception were removed and the
incision sutured so as to achieve haemostasis.

Repeat serum beta HCG dropped down to 5550 miu/ml
on day 3 post operatively. Patient was hemodynamically
stable and was discharged on day 3.

Section showed decidual tissue which is focally infarcted
and few ghost chorionic villi. Focal aggregates of
neutrophils are seen in decidual tissue. A repeat
ultrasound day two revealed a small hematoma, repeat
serum beta HCG dropped down to 5550 miu / ml on day
3 post operatively, patient had neutropenia, therefore, use
of methotrexate was not advisable, patient was
hemodynamically stable and was discharged on day 3.

DISCUSSION

Conservative management includes using methotrexate,
which is ideal for a caesarean scar ectopic pregnancy
before 8 weeks gestation, with a beta HCG concentration
0f<12000.

Other treatment methods are recommended depending on
their availability, intensity of symptoms and surgical
skill: transvaginal resection, laparoscopy,
UAE+D&C+hyster-oscopy, UAE+D&C and
hysteroscopy.!* The combination of MTX+D&C is the
most effective and safe treatment for women in the early
stages of pregnancy. The complication rate is overall
reduced by an appropriate preoperative diagnostic
ultrasound evaluation, identification of cases higher risk
of complications and those eligible for a conservative
treatment. The standard treatment has not been
established in the management of scar pregnancy yet.
However, the correct diagnosis and the personalized
evaluation of risk factors could support physicians in
making the best choice in terms of safety and efficacy.

CONCLUSION

Our case reinforces the importance of careful evaluation
and prompt treatment of a patient with uterine scar
pregnancy. Any combination therapy should be
performed after due process taking into consideration the
circumstances of the patient. As of now there is no fixed
management protocol, each case has to be individualised.
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