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Introduction: The overall incidence of Cesarean scar pregnancy is increasing due to Cesarean rates. This
life-threatening condition has been historically managed in various ways as no single modality is reliable
enough. We report this case of live CSP managed initially with Fetocide followed by Methotrexate but
requiring Surgical management later on.

Presentation: A 32 years old para 5 with four previous Cesarean sections was diagnosed with live CSP.
HCG level was 76,619. The initial management was fetocide with KCL followed by Methotrexate. The
treatment was considered successful in view of appropriate reduction in serum HCG levels. The woman
required surgical management 10 weeks after the initial management, but the blood loss was minimal.
Discussion: A CSP may be asymptomatic or present with non-specific symptoms. The rate of initial
misdiagnosis is as high as 76%. TVUSS enables correct CSP diagnosis and implementation of minimally

invasive effective treatment. HCG levels can affect the overall outcome, but medical management can be
considered even with high HCG levels.

Conclusion: CSP is a life-threatening condition, therefore timely diagnosis and appropriate management is
crucial. Medical management can be considered in most cases even with high HCG, but management has
to be tailored according to the patient. Close follow up of patient after Medical treatment is important as
they may require further intervention.

© 2019 Zohra Amin. Hosting by Science Repository.

which constitutes 6.1% of all ectopic pregnancies in patients after at least

Introduction .
one caesarean operation [4].

A pregnancy that occurs outside of the uterine cavity is known as ectopic
pregnancy [1]. The overall prevalence of ectopic pregnancy is
approximately 2%. In most cases (about 97%), an ectopic pregnancy is
located in a fallopian tube [2]. However, an ectopic pregnancy can occur
in other anatomic locations including the myometrium, cervix, ovaries,
and abdomen. Caesarean scar pregnancy (CSP) is a type of ectopic
pregnancy where the fertilized egg is implanted in the muscle or fibrous
tissue of the scar after a previous caesarean section [2]. This is a life-
threatening form of pregnancy due to the increased risk of uterine rupture
and haemorrhage that may require an urgent hysterectomy and blood
transfusion [3]. The frequency of caesarean scar pregnancy is reported
to be 1:1,800 to 1:2,226 (0.05-0.04%) of all pregnancies. In women after
a caesarean section, the frequency of CSP is approximately 0.15%,

Previous dilation and curettage, caesarean sections, trauma and
myomectomies are risk factors that may contribute to the formation of a
caesarean scar ectopic [5]. Despite more than half of these patients
experiencing greater than 2 caesarean deliveries, the risk for a caesarean
scar ectopic does not necessarily increase with the number of caesarean
deliveries [6]. A recent systematic review found that 52% cases followed
one previous caesarean section, 36% after two and 12% after three or
more previous caesarean sections [7].

Risk for caesarean section scar implantation has not been correlated to
single versus double layer closure of the hysterotomy at the time of
caesarean section. Caesarean scar implantation may be more common
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following caesarean sections for elective indications, which is theorized
to be due to impaired healing of an unlaboured lower uterine segment
[8]. The case mentioned below shows how early diagnosis and timely
management can prove beneficial in appropriately managing this
condition.

Case Report

A 32-year-old Gravida 7 para 5 presented with PV spotting in early
pregnancy. She had a background of Graves’ disease, Asthma,
Transverse myelitis, mild gastritis, depression, Irritable bowel syndrome
and chronic intractable pain. Her regular medications included Sertraline
50mg OD, Duloxetine 30mg OD, Domperidone 10mg TDS (for nausea),
Fostair 100mcg/dose, Metoclopramide 10mg TDS, Folic acid 5mg OD,
Ferrous fumarate, Beconase aqueos 50mcg/dose nasal spray and
Buscopan 10mg TDS. Her obstetric history included 1 early medical
TOP (Termination of pregnancy), 1 NVD with a 4" degree tear followed
by four Elective- C-sections. Her age of menarche was 15years,
menstrual cycle was regular, and she was up to date with her cervical
smears. She attended pregnancy advisory clinic for a TOP around 6
weeks of gestational amenorrhoea. As per protocol, she had USS to
confirm it was intra-uterine. Her first Transvaginal USS done at 6 weeks
of pregnancy showed: absent fetal pole, 5.7mm * tear drop shaped
Gestational sac (GS) within the uterine cavity but not at fundus. The GS
extended to near C-section scar (Figure 1).
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Figure 1: TransVaginal USS Image of Caesarean scar pregnancy (CSP).
A) Arrow pointing towards CSP. B) Arrow pointing towards Empty
uterine cavity at fundus.

A repeat Trans vaginal USS at eight weeks confirmed live C-section scar
ectopic. The diagnosis was explained to the patient along with possible
management options which included:

1. KCL injection in the GS, followed by consideration of systemic
Methotrexate +/- Mifepristone, if Beta HCG levels drop.

2. USS + Hysteroscopic guided evacuation along with
Interventional radiology+/- Uterine artery embolization (UAE),
if there are any concerns regarding bleeding or the results with
MTX are not satisfactory. Alternatively, only UAE could be
considered.

A joint decision in favour of the first management plan took place
between the Health care professionals and the patient. Fetocide was
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performed with TV USS guided injection of 1.5mls of 15% KCL through
the left fornix 2cm from vagina to fetus. The patient experienced
immediate post OP tugging pain in C-section scar after fetocide. Repeat
USS the next day confirmed Intrauterine death. The patient was given
110mg Methotrexate intramuscularly on day 1 of fetocide as B-hcg
dropped. She was discharged the next day but presented 3 times in a
space of two weeks struggling with abdominal pain. During these visits
her Haemoglobin was stable and there was no PV bleeding or signs of
significant intra-abdominal bleeding, therefore she was managed
conservatively with analgesia. Her Beta HCG plummeted from initial
level of 76,619 to 69601 on day 1, 68556 on day 4 to 42413 on day 7.
She represented around 10 weeks post MTX with heavy PV bleeding and
had emergency evacuation of Retained products under GA, but the
estimated blood loss was only 200mls. Her Beta-HCG dropped down to
25 in 8.5 weeks This case is a good example of timely diagnosis and
appropriate management of a potentially life-threatening condition with
minimal blood loss.

We had two other cases of CSP with Beta HCGs of 17,036 and 974 at
diagnosis both successfully managed with Methotrexate, not requiring
subsequent intervention/emergency admissions. Another case of CSP
with Beta HCG of 13884 at diagnosis was managed by Evacuation of
retained products without Methotrexate, but the woman lost 1.5 Litres of
blood during the operation and was controlled with the use of
uterotonics, Tranexemic acid and mechanical pressure on bleeding site
with Foley’s balloon catheter.

Discussion

In this case, we had a young woman with four previous caesarean
deliveries who presented for TOP and could have been subjected to
significant harm without TVUSS, hence the importance of USS before
offering TOP. A diagnosis of caesarean scar pregnancy based on
symptoms and pelvic examination alone is difficult as CSP is
asymptomatic in its initial phases. Later, signs of this type of pregnancy
like vaginal bleeding and abdominal pain are frequently non-specific and
also often present in other obstetric conditions [2]. Early CSP is
frequently misdiagnosed as normal intrauterine pregnancy, missed
abortion, inevitable abortion, gestational trophoblastic disease or
cervical pregnancy [9]. As pregnancy develops, the diagnosis of CSP on
US becomes more difficult. In early pregnancy, US enables correct CSP
diagnosis and implementation of minimally invasive effective treatment.
However, in advanced pregnancy (above week 12), US (usually
transabdominal) produces images that are difficult to interpret, and final
diagnosis is possible only during surgery.

However, because of difficult diagnoses, the misdiagnosis rate of CSP
at first consultation is as high as 76% [10]. It can cause uterine or
unmanageable bleeding if it is not treated in a time or in an improper
way like curettage, sometimes making hysterectomy a must to control
the life threatening haemorrhage resulting in loss of reproductive
function [6, 10]. The scar ectopic pregnancy in our case was diagnosed
with the help of transvaginal USS only, thus avoiding unnecessary
further investigations.

Although CSP is a rare form of ectopic pregnancy, the incidence is no
doubt increasing with rising Caesarean deliveries and therefore signifies
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the importance of high clinical suspicion [11]. Transvaginal
Ultrasonography is necessary, and it is the simplest and most practical
method with an accuracy of 84.6% in diagnosing CSP. Suggested
diagnostic criteria for CSP include confirmation by transvaginal
ultrasound based on the following reasons: A gestational sac is located
anteriorly at the uterine isthmus within a visible myometrial defect at the
site of a previous lower-segment Caesarean section delivery scar; An
empty uterine cavity and cervical canal are found; Evidence of a
functional trophoblastic/placental circulation on colour Doppler
examination [12].

A new USS grading system for CSP was proposed recently by shin-Yu
Lin et al, 2018 [13]. This categorised them into four grades depending
upon the ultrasound description of the extent of entrenchment of GS
through the Myometrium (Figure 2). However, whether it can be used
internationally as a standard classification is not clear yet. This is a good
effort at proposing a possible management pathway to a life-threatening
condition.

Grade |

N 2 -
Figure 2: Grade | CSP represented the depth of CSP embedded in less
than one-half thickness of the lower anterior corpus. Grade Il CSP
implied CSP occupied more than one-half thickness of the lower anterior
corpus. In grade I11 CSP, the GS bulged out the overlying myometrium
and uterine serosa. In grade IV CSP, the GS became an amorphous
tumour with rich vascularity at the caesarean scar.

According to this study Logistic regression analysis illustrated that a
higher clinical grade on USS description was associated with greater
invasiveness of the surgical procedure. However, the same study
suggested that neither this grading system nor the demographic
parameters could predict successful treatment with Systemic
Methotrexate. Although transvaginal USS remains the primary imaging
modality for this diagnosis, MRI may be useful in the setting of
equivocal cases and may help in the detection of placental implantation
or bladder invasion [14].
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Level of B-HCG has an important reference value before and after the
treatment of CSP. Several studies suggested better efficacy with Medical
treatment in those with a Beta HCG of <5000miu/ml [15, 16]. However,
it can be considered in patients with higher levels of Beta HCG as well.
As in the case mentioned above the initial Beta HCG was 76616.
Conservative treatment is appropriate for women who are pain free and
hemodynamically stable with an unruptured CSP of <8 weeks’ Gestation
and a myometrial thickness <2mm between CSP and the bladder as there
is high probability that trophoblast reaches the vesico-uterine space on
the bladder wall, in thin myometrium and predispose to more surgical
complications [7].

On the other hand, rupture of the scar and heavy bleeding may occur
following medical treatment, as well, as described by Jurkovic etal. [17].
Based on this fact some authors had proposed that the medical approach
should be combined with either bilateral uterine artery embolization or
vasopressin intracervical injection combined with 18 French Foley
catheter balloon tamponade, thus avoiding such complications [18, 19].
Surgical treatment options include hysteroscopy for visualization of the
uterine cavity combined with incision and aspiration of the ectopic mass
by operative laparoscopy. Aspiration of a very small gestational sac may
facilitate pregnancy absorption [17, 20].

Trans cervical complete aspiration of the gestational sac under
ultrasound guidance can also be performed without any complementary
medical treatment [7]. Dilatation and curettage should not be considered
as the first choice of therapy [17, 21]. This is because the majority of the
villi are implanted in the myometrium and it seems very unlikely that the
gestational sac could be expelled by curettage without perforating the
uterine wall or damage to the urinary bladder, an accident that may cause
life threatening bleeding and require emergency laparotomy [11, 22].
The surgical approach is supported by others even if the patient is not
bleeding [11, 18]. This includes elective laparotomy and wedge excision
of the gestational mass when fertility is to be conserved. Several of these
authors believe that even if recurrence is unlikely, the resection of the
old scar with a new uterine closure can minimize the risk of recurrence
[11]. Wedge resection may, however, result in postoperative adhesions
and fertility may be affected. In order to preserve fertility and reduce
morbidity, surgery has been combined with selective embolization of the
uterine arteries [21].

Conclusion

This case was a good example of timely diagnosis and appropriate
treatment of CSP. It, however, highlights the importance of close follow
up as the woman required (ERPC) ten weeks after Methotrexate.
Although this woman required subsequent surgical management, initial
Methotrexate helped to reduce the overall blood loss as compared to the
other cases where surgical management was considered initially.
Considering the very high initial Beta HCG, the overall outcome of the
case was good. However, no single modality
(Medical/Surgical/conservative) is entirely reliable and none can
guarantee uterine integrity. Treatment policy should be tailored to each
patient and the viability of the pregnancy, gestational age as well as
future family planning need to be taken in consideration.
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