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Summary

A 37 years old G4P+1, with history of two previous caesarean sections (CSs) was admitted through

emergency, diagnosed at a private hospital with viable ectopic preghancy at scar site and who had already

received two injections of methotrexate. At our hospital diagnosis was reconfirmed and she underwent

laparotomy. Caesarean Section scar ectopic (CSSEP) was removed and uterus was reconstructed.
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Introduction

CSSEP is defined as implantation of pregnancy in a
previous CS scar. This is a rare condition, however due
to world wide surge in CSs, the incidence of previous
scar ectopics has increased. A recent case study states
an incidence of 1:2226 of all pregnancies (rate 0.15%)
in the previous CS scars and a rate of 6.1% of all ec-
topic pregnancies with at least previous one CS !
Different forms of CSSEP have been described in the
literature, ranging from spontaneously conceived preg-
nancy, IVF embryo transfer, even heterotropic preg-
nancy which is in itself a rare condition, similarly twins 2
and triplets ® have also been described along with a
heterotopic pregnancy.

The women at risk of pregnancy in a CS scar appear to
be those with a history of placental pathology, ectopic
pregnancy, multiple CS and Caesarean breech deli-
very.* There is a histologic difference between recep-
tive endometrium and the endometrial lining of the CS
scar. Vial et al proposed two different types of
CSSEPs.” The first is due to the implantation of the

gestational sac on the scar with progression towards
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either the cervico-isthmic space or towards the uterine
cavity. Such a situation may progress to a viable birth,
but with an increased risk of life-threatening massive
bleeding from the site of implan'uation.6 The second is a
deep implantation into a post-CS defect with progres-
sion towards the bladder, and rupture and bleeding dur-
ing the first trimester of pregnancy. Some authors be-
lieve that the difference between those two types of
pregnancy is of paramount importance. In the former,
when there is a continuous connection to the cavum
uteri (uterine cavity), expectant management is justified
since pregnancy may continue until a viable birth is
achieved. In the latter, the risk of late first-trimester
life-threatening bleeding is increased if immediate
treatment is not undertaken.” The most common symp-
tom is painless vaginal bleeding that may be massive.
Since there is no specific clinical sign of the CSSEP,
endovaginal ultrasonography and color flow Doppler
are essential for diagnosis. The ultra sonographic crite-
ria for diagnosis are (i) empty uterus and empty cervical
canal, (ii) development of the sac on the inner side of
the anterior wall of the isthmic portion, (iii) discontinuity

of the anterior wall of the uterus demonstrated on a
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sagittal plane of the uterus running through the amniot-
ic sac, (iv) absent or diminished thickness of the myo-
metrium between the bladder and the sac,(v) high ve-
locity with low impedance peri-trophoblastic vascular
flow clearly surrounding the sac at Doppler examina-
tion.®?

Miscarriages (Abortion and missed abortion) and cervi-
coisthmical pregnancies can be sources of confusion in
the differential diagnosis of CSSEP. Ultrasonography is
a precious diagnostic instrument to differentiate these
pregnancy conditions. The differentiating points be-
tween CSSEP and cervicoisthmical pregnancy include
the absence of normal uterine tissues between the sac
and the bladder.?

Case Report

A 37 years old woman married for 10 years, G4P2A1,
with history of previous two CS’s was encountered. .
Her LMP was 16/4/12 and EDD was 23/1/13. She
came through emergency on 09/6/2012. She presented
with gestational amenorrhoea of 7 weeks with lower
abdominal pain for last 3 days. It was a planned preg-
nancy, confirmed by positive pregnancy test. Ultra-
sound at a private hospital had revealed an alive ectop-
ic pregnancy at the scar site. Subsequently she was
given 2 doses of Inj. Methotrexate. Later she came to
PAEC hospital with complaint of mild lower abdominal
pain, more at scar site relieved by rest and medication.

At our unit her diagnosis was confirmed by ultrasono-
graphy shown in Figure 1, and she was admitted for
further management. On examination she was an an-
xious looking lady, well oriented in time and place with
a pulse rate of 90/min, B.P 110/70mm of Hg, Temp 97°
F and R/R 16/min. She was not pale, jaundiced, cya-
nosed or oedematous. Thyroid was not enlarged,
lymph nodes were not palpably enlarged, breasts were

normal, her height was 5.2 feet and she weighed 70
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kgs. The systemic examination revealed no abnormali-

ty.

Figure 1.TVS showing a gestational sac in uterine CS
Scar. (Annotated ultrasonogram).

Exploratory laparotomy was planned on 11/06/12 (next
day) after taking informed consent and counseling of
couple.

The operative findings included an ectopic sac identi-
fied at the level of internal os at the site of previous
scar. Uterine serosa was dissected to clear the sac.
Ectopic sac was removed along with products of con-
ception. Haemostasis was secured (Figure 2).

Bilateral tubal ligation was done by Pomeroy's method
by the consent of the husband. Four units of platelets
were transfused before the incision. Her post operative
recovery was uneventful, she was given intravenous
antibiotics for 24 hours. And was discharged on 3" post
operative day with the advise to come for follow up in
the outpatient department for stitch removal after 1

week.
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Figure 2. Surgical findings showing the site of re-
moval of ectopic sac, with haemostasis being

achieved.
Discussion

CSSEP is a rare type of ectopic pregnancy associated
with severe complications such as uterine rupture, un-
controllable bleeding which may lead to hysterectomy,
and definitive infertility. Many therapeutic options are
available such as Dilatation and Currettage, excision of
trophoblastic tissues through either laparotomy or lapa-
roscopy, systemically administered Methotrexate™, and
more recently uterine artery embolization.’® However
despite the availability of multiple modalities there is no
standard mode of treatment. The lack of data on the
best evidence should encourage any individual case to
be reported and further multicentre studies for recom-

mendations should be carried out. *?

Conclusion

No guidelines for the management of CSSEP have
been published up till now.

There has been a rise in its incidence in previous few
decades though CSSEP is a rare but a catastrophic
complication of previous CS birth, secondly trainee
doctors should be aware of potential dangers of
CSSEP in early pregnancy. Ultrasonologists should

follow strict imaging criteria to assess it.
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