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Abstract: Intramural pregnancy with implantation of Gestational sac fully or
partially within a scar caused by previous cesarean section is probably the rarest
location for ectopic pregnancy. This type of pregnancy is prone for complications
like uterine rupture and life threatening hemorrhage and hypovolemic shock during
pregnancy or curettage. True incidence of pregnancy occurring in uterine scar has
not been determined because so few cases have been reported in literature. We
present a case of 28 yrs. G4P2L2A1 with 6wks amenorrhea presenting to
gynecology OPD with PV bleeding and USG suggestive of incomplete abortion
with products of conception in cervicoisthamic region. During the procedure of D
& C severe bleeding was encounter and procedure was abandoned, tamponade
done with Foleys catheter insertion into the uterine cavity. Systemic methotrexate
was given to treat it but patient continued to bleed per vaginally and have lower
abdominal pain. The amount of bleeding increased over a period of 2 days. Due to
ongoing bleeding and in view of complete family hysterectomy was planned.
During laparotomy, uterus was of 8-10 weeks size with a soft purplish black mass
protruding through the lower uterine segment immediately above the internal os.
This mass was intimately apposed and adherent to the bladder wall at the site of C.
scar. The mass was of 5 x 4 cm size. Cervix was normal with no growth and the
uterine cavity was empty in the fundal region. The finding confirmed the diagnosis
of scar pregnancy which was reconfirmed by the HPE report.

Keywords: Intramural pregnancy, abdominal pain, laparotomy.

INTRODUCTION

using any contraceptive method. General physical

Intramural pregnancy with implantation of
Gestational sac fully or partially within a scar caused by
previous cesarean section is probably the rarest location
for ectopic pregnancy. This type of pregnancy is prone
for complications like uterine rupture and life
threatening hemorrhage and hypovolemic shock during
pregnancy or curettage. True incidence of pregnancy
occurring in uterine scar has not been determined
because so few cases have been reported in literature.
The incidence reported is of 1 in 1800 and 1 in 2500
pregnancies. The incidence is on rise due to rise due to
rise in cesarean rate and better diagnostic modalities for
earlier detection. The diagnosis is made on USG and
confirmed by MRI or during laparotomy and or
laparoscopy.

CASE

A 28 year old female presented to OBGY
OPD with chief complaints of 6wks months amenorrhea
with bleeding per vaginum on and off since 10- 12
days. Her obstetric history included previous 2 LSCS,
the first was done for postdated pregnancy 8 years back
and second was done 5 years back. She underwent a
D& E 4 yrs back for unwanted pregnancy. She was not

examination was normal except for pallor. On per
speculum examination blood stained mucous discharge
was present. On bimanual examination uterus was
retroverted, soft and bulky and bilateral fornices were
free with no tenderness. On investigation UPT was
positive with Hb 9.2g%, Beta HCG 1000.6. USG s/o ill-
defined heterogeneous lesion with tiny cystic spaces
noted in the anterior myometrium in the region of lower
part of uterus with increased vascularity surrounding the
lesion. Patient was taken for D& C in view of RPOC'’s.
There was profuse bleeding on dilation of cervix hence
procedure was abandoned and intrauterine Foleys
catheter was introduced. After balloon inflation no
active bleeding was seen. Two pints of PCV were
transfused. USG was repeated and did not show any
endometrial/ peritoneal collection with no evidence of
perforation. Injection methotrexate was given the next
day. Repeat p HCG level after methotrexate was 406.
Intrauterine catheter was removed after two days.
Patient started complaining of PV spotting from
evening. The amount of bleeding increased over a
period of 2 days. Due to ongoing bleeding and in view
of complete family hysterectomy was planned.
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During laparotomy, uterus was of 8-10 weeks
size with a soft purplish black mass protruding through
the lower uterine segment immediately above the
internal o0s. This mass was intimately apposed and
adherent to the bladder wall at the site of C. scar.
Bladder was separated by sharp dissection. The cornual
structures were ligated and cut bilaterally. Uterus was
bisected and the products of conception were removed

® F
Fig-3: hysterectomy specimen

DISCUSSION

A gestational sac in a previous LSCS scar is
the rarest form of ectopic pregnancy and its diagnosis
requires a very high index of suspicion. The first case
was reported by Larsen et al. in 1978 and since then the
incidence is on a rise due to rising incidence of cesarean
section. A recent case series estimates an incidence of
1:2226 of all pregnancy with a rate of 0.15% in women
with previous cesarean section and a rate of 6.1%of all
ectopic pregnancy [1]. It has been hypothesized that the
conceptus invades into the myometrium through a
microscopic defect created through trauma that
occurred in association with Lscs[2]. Hence cesarean
section, any uterine surgery, manual removal of
placenta [3], D&CJ[4], adenomyosis, embryo transfer
and IVF [5] are all risk factors for scar site ectopic
gestation. Our patient had history of previous two LSCS

from the lower uterine segment from the previous scar
site.  The mass was of 5 x 4 cm. Cervix was normal
with no growth and the uterine cavity was empty in the
fundal region. The procedure was continued and
hysterectomy done. The finding confirmed the
diagnosis of scar pregnancy which was reconfirmed by
the HPE report.

>

CAR SITE
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confirming scar site ectopic pregnancy

and a dilatation and curettage which could have been
the predisposing factors for her Scar site ectopic [3, 4].
Jurkovic et al. [6] found that 72% of their patients had
undergone multiple (> 2) cesareans. According to his
opinion number of previous LSCS is a risk factor for in
scar implantation due to increased surface area. LSCS
done for indications like malpresentation and or elective
LSCS where the lower segment is not formed also
increase the risk of blastocyst implantation in the scar as
the healing process is hampered. So in consistent with
the findings of this study our patient was at risk due to
previous 2 elective LSCS done for CPD & postdated
pregnancy with patient not in labour [3,4,6]. The
published literature reveals that upto 13.6% scar site
pregnancies are misdiagnosed as either inevitable
miscarriages with a low lying sac or cervical
pregnancy’- Gestational age at diagnosis ranges from
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5+0 to 12 +4 weeks [8]. Clinical diagnosis of an early
pregnancy implanted in a previous Caesarean scar can
be very difficult, it may occasionally be delayed until
the uterus ruptures and the patient experiences life-
threatening bleeding [5,9]. Diagnosis should be based
on the pregnant patient's history (H/O previous LSCS),
positive pregnancy test and sonographic finding. The
sonographic/Doppler flow criteria for diagnosis [10]-: 1.
Empty uterine cavity and empty endocervical canal. 2.
Gestational sac present in the lower part of the uterus or
at the site of previous scar with or without fetal pole.3.
Absent or thin myometrial layer between the
chorionic/gestational sac and unusually close proximity
to the bladder wall. 4. Abundant blood flow around the
G. sac rarely, the typical sonographic appearance of
arteriovenous malformation (AVM) can be seen[11].

USG with Doppler are very reliable tools for
diagnosing such cases [11,12]. Our patient’s USG was
s/o ill-defined lesion in the lower part of the uterus
measuring approximately 5 x 4 cm with tiny cystic
spaces with increased vascularity on Doppler flow. The
USG findings were s/o incomplete abortion and hence
the decision of dilatation and curettage was taken but
on dilating the cervix the patient started bleeding
profusely hence the procedure was abandoned
bimanual compression was given with 40 units of
Pitocin iv, as the bleeding continued foley’s catheter
was introduced and balloon inflated and the bleeding
stopped. Similar case was reported by jukorvic et al and
timor et al. [6,7]. Studies have shown that failed CSP‘s
are generally more vascular than intrauterine
miscarriage, which is sometimes referred to in the
literature as  transient  ‘uterine  arteriovenous
malformation [13]. The foley’s catheter controlled the
bleeding and now the diagnosis of scar ectopic was
made and the vitals being stable patient was given inj
methotrexate 50 mg /kg. Studies have shown that a
patient with CSP who is hemodynamically stable can be
offered local or systemic methotrexate therapy [8,9].
Similar to our case chaung et al. used methotrexate with
Foleys balloon tamponade for the treatment of CSP [4].
After 2 days of methotrexate injection the Foley’s
catheter was removed. There was no active bleeding.
But next day patient started bleeding again. In view of
ongoing bleeding and complete family with fertility not
being a major issue, hysterectomy was planned to
prevent life threatening bleeding in future. A review of
medical treatment by Bij De Vaate et al. showed that
16/38 (42%) women had successful primary treatment
with local or systemic methotrexate, 6/38 (16%)
required major open surgery and 1/38(2. 6%) had a
hysterectomy [14].
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