Case Report

Caesarean Scar Pregnancy: A Diagnosisto Consider Carefully in Patients

with Risk Factors
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Abstract

Introduction: Caesar ean scar pregnancy israre. A highindex of suspicionisnecessarytomake
the right diagnosis early. Clinical Picture: Two women, each with a history of 1 previous
caesarean delivery, were initially diagnosed with spontaneous abortion in progress when
ultrasonography scan revealed the gestational sacto bein thelower uterine cavity. Subsequent
ultrasound scansshowed that thegestational sac wasactually in theanterior uterinewall at the
level of theuterineisthmus. Treatment: Both women wer e managed successfully with intrasac
methotrexateinjection. Outcome: Wereport 2 casesof caesar ean scar pregnanciesmistaken for
spontaneous abortions by experienced ultrasonographers. Conclusion: This highlights the
difficulty in differ entiating between these 2 diagnosesand theimportance of havingahigh index

of suspicion in women with risk factors.
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I ntroduction

A uterine scar pregnancy is a gestation separated from
the endometrial cavity and completely surrounded by the
myometrium and the fibrous tissue of the scar. The most
probable mechanism through which this can occur is
invasion of the myometrium through a microscopic tract.
Thetract isbelieved to develop from traumafrom previous
uterinesurgerieslikedilatationand curettage, myomectomy,
metroplasty and caesarean section (Fig. 1).3

Although implantation of a pregnancy within the scar of
a previous caesarean section is the rarest form of ectopic
pregnancy,*it is important to consider this possibility in
patients with the above-mentioned risk factors. This is
because early diagnosis with an ultrasound scan can
offer treatment options capable of avoiding uterine
rupture and haemorrhage, and hence preserve the uterus.
When the gestational sac is seen in the lower part of the
uterine cavity, it can be difficult to differentiate between
spontaneous abortion in progress, cervico-isthmic
pregnancy and caesarean scar pregnancy. This can be seen
in our 2 patients. A high index of suspicion is, therefore,
necessary.

Case Reports
Casel

A 35-year-oldgravida5 paral presentedtoour department
at 7 weeks and 2 days of amenorrhoea for painless per-
vagina bleeding. She had had a caesarean section for no
progressin labour in her first pregnancy 4 years ago. This
wasfollowed by 2 first-trimester termination of pregnancies
and 1 missed abortion at 8 weeks, for which an evacuation
of uterus was done. She was haemodynamically stable.
Vaginal examinationrevea edaclosed cervical os, 6weeks
size uterus and no adnexal tenderness. Transvaginal
ultrasound scan revealed a small, irregular sac low in the
uterine cavity (Fig. 2). There was no adnexal massor fluid
in the Pouch of Douglas. A diagnosis of spontaneous
abortion in progress was made. Serum beta-hcG was
2134 1U/L. The patient opted for expectant management
and was advised to return earlier if she developed per-
vagina bleeding or abdominal pain.

She was asymptomatic at areview 10 days later. Serum
beta-hcG had dropped to 587 IU/L. The transvaginal
ultrasound scan showed a gestational sac with afetal pole
intheanterior uterinewall at theisthmus. Thesac measured
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Fig. 1. Transvaginal scan of patient with a previous caesarean section showing a defect in the
anterior uterine wall at the level of the isthmus, the presumed site of the caesarean scar.

Fig. 2. Transvaginal scan of case 1 shows the gestational sac (arrow) at the level of the uterine
isthmus.

Fig. 3. Transvagina scan of case 1 shows a gestational sac (arrow) with fetal pole outside the
lower uterine cavity at the level of the isthmus in the anterior uterine wall.

Fig. 4. Transvaginal scan of case 1 on showsmarked decreasein size of the gestational sac (arrow)
in the caesarean scar.

Fig. 5. Transvaginal scan of case 2 shows the gestational sac with yolk sac (thick arrow) and
viable fetus (thin arrow) at the level of the uterine isthmus in the anterior uterine wall.

Fig. 6. Transvaginal scan of case 2 showsthetrophoblastic flow around the gestational sacinthe
caesarean scar.

Fig. 7. Transvaginal scan of case 2 shows the large venous sinus (arrow) at the periphery of the
gestational sac in the caesarean scar.
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10mmindiameter whilethecrown-rumplengthwas6 mm.
No fetal heart activity was seen. There was increased
vascularity and trophoblastic flow around the sac (Fig. 3).
The diagnosis was revised to that of a caesarean scar
ectopic pregnancy. The patient was counselled about the
diagnosis. A decisionwasmadeto proceed withtransvaginal
ultrasound-guided aspiration of the sac with a 20G spinal
needle followed by intrasac injection of 50 mg of
methotrexate.

On day 5 post-treatment, the transvagina ultrasound
scan showed an empty gestation sac 8 mm by 8 mm with
trophoblastic flow still seen. Serum beta-hcG had dropped
to 27.6 IU/L. A repeat ultrasound scan on day 12 showed
that the sac had dlightly increased in size (10 mm by 8 mm)
and there was a secondary rise in serum beta-hcG to
79.81U/L. After discussionwiththepatient, anintramuscul ar
injection of methotrexate 70 mg wasgiven. A transvaginal
ultrasound scan on day 19 showed a decrease in sac size,
but trophobl astic flow was demonstrable. Serum beta-hcG
dropped to 4.3 IU/L. On day 33, atransvaginal ultrasound
scan showed a further decrease in sac size (5.8 mm by
3.3mm) (Fig. 4). Thistime, trophoblastic flow was absent
and there was no increased vascularity around the sac.
Serum beta-hcG was <2.5 IU/L. Her periods returned
spontaneously on day 36 after initial treatment and she has
been having regular monthly menses since.

Case 2

A 39-year-oldgravida2 paral, withahistory of caesarean
section for breech presentation 1 year ago, came to our
department for a second opinion. She had been seen
2 weeks ago by her gynaecol ogist for per-vaginal bleeding
at 8weeksof amenorrhoea. Shewastoldthat thegestati onal
sac was in the lower uterine cavity and was warned of a
possiblemiscarriage. Shewasasymptomaticwhen shefirst
presented to our department. Clinical examination was
unremarkable. Transvaginal andtransabdominal ultrasound
scansreveal ed agestational sacwithaviablefetusequivalent
to8weeks gestationintheanterior uterinewall at thelevel
of the isthmus close to the surface (Fig. 5). The uterine
cavity was empty and there was no fluid in the Pouch of
Douglas. Increased vascularity was noted around the sac
(Fig. 6). A diagnosis of aviable caesarean scar pregnancy
was made. An intracardiac injection of 5 mL of 7.45%
potassium chloridewasgiventothefetusunder transvaginal
ultrasound guidancefollowed by aspiration of sac contents
and intrasac injection of 50 mg methotrexate.

A repeat transvagina ultrasound scan done on day 2
post-treatment showed an absence of fetal heart activity.
Serum beta-hcG before treatment was 186,643 1U/L and
thisfell steadily. A repeat transvaginal ultrasound scan on
day 48 showed alarge venoussinusaround the sac (Fig. 7);

serum beta-hcG was 649 1U/L. The decision was made for
intramuscular injection of methotrexate in an attempt to
decrease the vascularity around the sac. On day 55, the
vascularity around the sac was markedly reduced and
serum beta hcG had dropped to 300 IU/L; day 69, the
patient was well and serum beta-hcG had dropped to
431U/L .

Discussion

The caesarean scar pregnancy is the rarest form of
ectopic pregnancy. However, with the rising rate of
caesarean deliveries all over the world, it is probable that
the incidence may increase. Thus, it isimportant to have a
high index of suspicion in patientswith risk factors. When
the gestational sac is seen in the lower part of the uterine
cavity, the differentia diagnosis between spontaneous
abortion in progress, cervico-isthmic pregnancy and
caesarean scar pregnancy can bedifficult. If the gestational
sacisfound at the level of the uterine isthmusin a patient
withapreviouscaesarean section, itisimportant to consider
the possibility of a caesarean scar pregnancy, especially
when the cervical osis closed.

Transvaginal ultrasonography combined with Doppleris
areliabletool for diagnosis. Ultrasound imaging criteriato
diagnose caesarean scar pregnancy are as follows:

1) empty uterine cavity and cervical canal;
2) development of the gestational sac in the anterior

uterinewall at theisthmus(presumed siteof theprevious
lower segment caesarean section scar);

3) evidence of functional trophoblastic circulation on
Doppler examination, defined by the presence of an
areaof increased peritrophobl asticvascul arity oncolour
Doppler examination;®and

4) theabsenceof healthy myometriumbetweenthebladder
and sac, alowing differentiation from cervico-isthmic
implantation.®

In cases of spontaneous abortion in progress, the
gestational sac should be seen in the cervical canal on
transvaginal scan and the sac should appear avascular,
reflecting the fact that the sac has been detached from its
implantation site, whereas in caesarean scar pregnancies,
the gestational sac would appear well-perfused and would
belocated in the anterior uterine wall at the isthmus. With
early diagnosis, treatment can be initiated promptly, thus
decreasing the likelihood of uterine rupture and
haemorrhage.

Thereareno universal treatment guidelinesfor caesarean
scar pregnancy, owing to its rarity. As both our patients
were stable and asymptomatic, medical treatment was
chosen after discussionwiththem. Transvaginal ultrasound-
guided injections of methotrexate were given to both
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patients after aspiration of sac contents. The reason we
chosethismethod wasbecauseweagreedwiththerationale
given by Godin et a,®who reported the first case of
caesarean scar pregnancy successfully treated by thisroute.
It seemed logical that the caesarean scar pregnancy, being
surrounded by fibrousscar rather thannormally vascul arised
myometrium, would have limited systemic access. Thus,
direct injection of methotrexate would probably be more
effective. Most other case reports involving conservative
management have used methotrexateeither systemically or
by direct injectioninto the pregnancy sac, or acombination
of both. In one casereport, uterine artery embolisation—in
addition to methotrexate* — was used, but |aparotomy and
hysterectomy were subsequently required.

Thefirst patient respondedwell after initial local injection
of methotrexate, with serum beta-hcG level sdroppingto as
low as27.6 |U/L within 7 days post-treatment. However, a
secondary rise to 79.8 IU/L was noted on day 14 post-
treatment. Hence, the decision to give intramuscular
methotrexate. Serum beta-hcG dropped to 4.3 1U/L on day
21 and<2.51U/L onday 33 afterinitial treatment. A single
dose of intramuscular methotrexate may be a useful
treatment option to consider in cases where there is
secondary risein serum beta-hcG, aslong asthe patient is
asymptomatic.

Conclusion

Thusfar, there is no comparison of theinterval between
previouscaesarean delivery andtheoccurrenceof caesarean
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scar pregnancy. It would beinteresting to find out whether
there is a possible association, such as whether caesarean
scar pregnancies are more likely to occur if the previous
caesarean section was recently done, perhaps due to
inadequate healing leading to adefect inthe scar. Thismay
form the basis for advising women on the spacing of
subsequent pregnancies after a caesarean delivery.

Fortunately, for our patients, the right diagnosis was
madeafterinitially being mistakenfor spontaneousabortion
in progress without catastrophic consequence. Both cases
highlight the difficulty in differentiating between the 2
diagnoses and, hence, the importance of having a high
index of suspicion in women with risk factors.
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