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Abstract

Case Report |

Cesarean scar pregnancy is a rare form of ectopic pregnancy that is life-threatening due to massive hemorrhage or
uterine rupture. Earlier transvaginal ultrasound of any preghancy with a scarred uterus makes the diagnosis and avoids
the complications. There is no consensus on the management of this ectopic pregnancy, an individualized therapy must
be performed according to clinical and biological features, and the surgeon’s expérience. We report a case of a 43
years old patient, with double scarring uterus, presented on emergency for vaginal bleeding. Transvaginal ultrasound
showed a cesarean scar pregnancy. Laparotomy was performed, and on exploration: presence of a bulge at the isthmic
level without defect or periferal vascularization. A small incision was made, the pregnancy was removed with lavage

and suture of the uterine cavity.
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INTRODUCTION

Caesarean scar pregnancy (CSP) is a rare form
of ectopic pregnancy that is defined by the localization
of the gestationel sac in the myometrium of a previous
caesarean section scar. Its incidence is increasing due
to the increase of caesarean section rates and the early
screening of pregnancy, the estimated incidence
according to the literature is between 1/1680 and 1/2500
of all pregnancies [1-3].

CASE REPORT

A 43-year-old female patient, with a history of
appendectomy, gravida 5, Para 2 with two live children
each born by low transverse caesarean section and three
voluntary terminations of pregnancy, the patient
consulted the gynecological emergency room for
vaginal bleeding with pelvic pain. Clinical examination
found a conscious, hemodynamically stable patient with
mucocutaneous pallor and abundant vaginal bleeding.
Transvaginal ultrasound revealed an isthmic gestational
sac at the level of the cesarean scar with a positive
cardiac activity embryo, and a craniocaudal length at
10.2 mm corresponding to seven weeks of gestation and
five days (Figure 1). Both ovaries were seen, with no
latero-uterine mass seen, and no effusion. A laparotomy
was performed, and on exploration: presence of a
uterine bulge at the isthmic part without defect or
peripheral vascularization (Figure 2). A small incision

was made, the pregnancy was removed with lavage and
suture of the uterine cavity (Figure 3).

Fi-1: Empty uterine cavity with gestational sac implanted
at the caesarean scar, with a 7 weeks 5 days embryo
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Fig-2: vesico-uterine detachment and visualization of a
bulge at the istmic level without uterine wall defect
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Fig-3: Suture after resection of ectopic pregnancy

DiscussioON

Caesarean scar pregnancy is a late serious
complication of cesarean section. It represents 6% of all
ectopic pregnancies in women with at least one
previous low uterine segment incision [4], the
relationship between cesarean scar defect and CSP
remains unclear. There are no specific early clinical
manifestations of CSP, but this ectopic pregnancy can
cause serious complications, such as abnormality of
placental implantation, uterine rupture, uncontrolled
hemorrhage, infertility or even death.

There are two types of CSP. Type I: with
progression to the cervicoisthmic space or uterine
cavity, wich could result in a viable pregnancy but with
a high risk of bleeding at the placental site. Type II:
with deep invasion of scar defect with progression
towards bladder and abdominal cavity, it could be
complicated with uterine rupture and bleeding during
the first trimester in pregnancy [2, 3].

Transvaginal ultrasound (TVS) is the first-line
imaging modality that allows early diagnosis based on
the following criteria: empty uterine cavity; empty
cervical canal and the visualization on a sagittal plane
of the uterus of a gestational sac implanted in the
isthmic part of the anterior uterine wall. There are also
indirect ultrasound signs, such as a decrease in the
thickness of the myometrium between the gestational
sac and the bladder that reflects the depth of the
implantation, and peri-trophoblastic hyper-
vascularization objectified by color or energy Doppler

[5].

In case of diagnostic doubt, magnetic
resonance imaging (MRI) can be used to determine the
anatomical reports by specifying the depth of
trophoblastic invasion in the myometrium, serosa or
bladder involvement and the exact position of the
gestational sac [6]. MRI was found to be equally
accurate in the diagnosis of CSP compared to TVS, but
better for the evaluation of scar implantation [7].
Cervico-isthmic pregnancy and miscarriage in progress
are the principal differential diagnoses.

Actually, there is no therapeutic consensus for
this entity of ectopic pregnancy due to its rarity. Several
therapeutic modalities have been proposed in the
literature according to clinical, biological, and
ultrasound criteria with the elaboration of decision trees
[8]. The treatment, medical or surgical, remains
conservative unless there is a life-threatening situation
requiring a hemostasis hysterectomy.

Medical treatment is possible in a
hemodynamically stable patient. It is based on local or
systemic methotrexate administration or a combination
of both at the dose of 1mg/kg [9]. This treatment
requires a daily follow-up of the decrease of B-hCG
during hospitalization and then once a week until
negativation, with ultrasound monitoring until complete
disappearance of the gestational sac, with an average
time required for B-hCG negativation of 4 to 6 weeks
[9]. The prognostic factors for response to methotrexate
treatment are the same for cervical pregnancy: absence
of cardiac activity, B-hCG levels between 5,000 and
10,000 1U/I, gestational age less than 7 weeks, and
craniocaudal length less than 10 mm [7].

Surgical management is envisaged in case of
nondesired pregnancy, hemodynamic instability, or
failure of medical treatment. Several techniques have
been reported in the literature according to the
experience of the surgical team: Local resection of the
CSP by laparoscopy or laparotomy with the possibility
of bilateral ligation of the uterine or hypogastric
arteries. Resection of CSP through a transvaginal
approach is a novel modality recently reported with a
very low complication rate [10]. Hysteroscopic
evacuation is minimally invasive approach especially
used for type | [1]. Uterine curettage or needle
aspiration of the sac are recommended only when the
thickness of the myometrium surrounding the
gestational sac is 3.5 mm from the bladder [11]. Uterine
artery embolization can be associated with all
therapeutic methods and allows effective control of
bleeding [12].

Some authors suggested that a local injection
of methotrexate and transcervical aspiration of
pregnancy should be used in preference to laparoscopy
or laparotomy [3]. Although an expectant therapeutic
approach has been reported despite the uncertain
outcome due to the risk of placenta accreta, uterine
rupture, uncontrolled hemorrhage, which may require
hysterectomy [1, 2].

The occurrence of intrauterine pregnancy after
any modality of conservative treatment has been
described in the literature [5], the risk of recurrence is
estimated at 5% [13]. Some authors recommended an
interval of 12 to 24 months between pregnancy with a
caesarean section scar and a future pregnancy [13].
Esposito et al. [14] concluded that the interpregnancy
interval was inversely associated with the probability of
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uterine scarring failure in subsequent labor. An early
TVS in a later pregnancy is recommended to check the
intrauterine localization of the gestational sac, with
careful follow-up throughout the pregnancy due to the
risk of placenta accreta. The vaginal route is accepted in
the absence of any obstetrical indication for a caesarean
section. In case of a history of uterine rupture during
CSP or an absence of myometrium between the CSP
and the bladder, Caesarean section is strongly
recommended once the fetus has reached reasonable
maturity, after a prenatal corticosteroid, to avoid the
possible risk of spontaneous uterine rupture [5].

CONCLUSION

Cesarean scar pregnancy is a rare form of
ectopic pregnancy that is life-threatening due to
hemorrhage or early uterine rupture. Transvaginal
ultrasound provides an earlier diagnosis of CSP,
allowing preservation of the uterus without causing
maternal complications. Treatment can be conservative
or radical depending on the clinical presentation,
patient's age, fertility desire, B-hCG levels, imaging
features, and surgeon's experience.
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