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Abstract

Caesarean scar ectopic pregnancy is one of the most uncommon types of ectopic pregnancy. It occurs when a
blastocyst implants on a scar from a previous Caesarean section. The number of Caesarean births has grown,
which has raised the incidence of Caesarean scar tissue. Sonography can be used to make an early diagnosis of
this. It is critical since a delay can result in an increase in maternal morbidity and mortality. Early detection
allows for quick treatment and improves the outcome by preserving future fertility. As our case involved a
caesarean scar ectopic pregnancy with no symptoms and she was hemodynamically stable while nursing,
injection methotrexate was not used. As a result, under ultrasound guidance, a combination therapy of
mifepristone and MVA was chosen. After the aspiration, the patient's serum Beta HCG level was checked until
it was negative.
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Introduction

Cesarean scar ectopic pregnancy (CSEP) is an ectopic pregnancy implanted in the myometrium at the site of
previous caesarean scar.It is a rarest kind of ectopic pregnancy which if not diagnosed and treated early will lead
to severe complications like massive hemorrhage leading to hypovolemic shock and may end in hysterectomy.!!

Case Report

28 years old married since 2 years Gravida 2 para 1 live 1,Previous caesarean section for fetal distress
performed 10 months back. she was lactating came to OBG OPD of Sree Balaji Medical college and hospital
chromepet, Chennai with history of two months amenorrhea referred as a case of caesarean scar ectopic
pregnancy.Her LMP 2months back had one cycle after her last child birth.Urine pregnancy test was done and
found to be positive.She doesn’t have any complaints.On clinical examination her vitals seems to be normal. On
per speculum, cervix was normal, no discharge or bleeding per vaginum. On bimanual pelvic examination ,
cervix soft,pointed upward, uterus was retroverted,8 week size and bilateral fornices were free with no
tenderness. On investigation, routine blood and urine investigations were normal.Baseline serum Beta HCG was
done. On admission B-HCG level was 7062 IU/L, and after 48 hours B-HCG value was 8219 IU/L, which
showed less than doubling. Transvaginal ultrasound revealed empty uterine cavity with clearly defined
endometrium, irregular small gestational sac like structure of seven week seen in lower uterine segment
anteriorly with cardiac activity. Cervical canal empty and adnexa normal. On Doppler examination, hyperechoic
rim of choriodecidual reaction with excessive vascularity suggestive of caesarean scar ectopic pregnancy.Patient
was explained about the continuation of pregnancy and counselled for termination of pregnancy. Since she is
lactating methotrexate was not chosen.Planned for T.Mifepristone200mg orally followed 48hours later by
manual vacuum aspiration under ultrasound guided .T.Misoprostol 400mcg was kept 4 hours prior to the
procedure.The risk of the procedure and the need of laparotomy was explained to the patient.With informed
consent, under anesthesia, MVA was done under ultrasound guidance and the product of conception was
removed and sent for HPE.Patient vitals were stable.Patient was followed up with serum Beta human Chorionic
Gonadotropin (3-hCG) level post aspiration till B-HCG was negative. HPE report showed trophoblast consistent
with the product of conception.

Conclusion

Our case is an caesarean scar ectopic pregnancy without any symptoms and she is hemodynamically stable since
she was lactating, Injection Methotrexate was not chosen.Hence opted for combination therapy of mifepristone
and MVA under ultrasound guidance.Patient was followed up post aspiration with serum Beta HCG till it came
negative.

Discussion

CSEP is defined as when a blastocyst implants on a previous Caesarean scar. The incidence of Caesarean scar
ectopic has increased due to increase in number of Caesarean deliveries. The overall prevalence of ectopic
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pregnancy is approximately 2% . [PIThe frequency of cesarean scar pregnancy is reported to be 1:1,800 to
1:2,226 (0.05-0.04%) of all pregnancies. In women after a cesarean section, the frequency of CSEP is
approximately 0.15%, which constitutes 6.1% of all ectopic pregnancies in patients after at least one cesarean
operation. In practice, early detection of this phenomenon has become possible by transvaginal USG, Doppler
and MRI leading to effective treatment and preservation of fertility even in asymptomatic patients. 1Once
diagnosed the risk for the continuation of pregnancy should be explained to the patient. “IFollow up by Serum
Beta HCG helps to assess the prognosis.

The management of CSEP depends on the gestational sac diameter(better <8 weeks), presence and absence of
fetal cardiac activity(better absent FH) and uterine continuity, initial serum beta HCG level (better if less
<10000 TU).Wish to retain fertility and patients hemodynamic stability.l>”

Types of CSEP:

Type 1:Inward to outward in cervico isthmic space

Type2:Outwards towards bladder and abdominal wall

If untreated it might lead to uterine rupture, invasion to surrounding organs, hemorrhage, hypovolemic shock,
DIC and maternal death.

Treatment options:

1.Expectant(not practised usually) due to high failure rate

2.Medical:Injection Methotrexate 1mg/kg maximum 50mg(IM/locally into the gestational sac under ultrasound
guided)

3.Uterine Artery Embolisation(not recommended in patient who wants future fertility)

4.Surgical- MVA Excision via hysteroscopy, laparoscopy, laparotomy, hysterectomy(definitive management)
5.Combination-both medical and surgical

The treatment modality should be based on patients presentation, desire for future fertility, skill of the surgeon.
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