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ABSTRACT

Pregnancy implantation within the scar of a previous caesarean delivery is the rarest location for an ectopic pregnancy. With
increasing incidence of cesarean section worldwide, more and more cases are diagnosed and reported.

A 36 years of age, Gravida 3 Para 1 (1-0-1-1) with a CS delivery and one completion curettage for abortion presented with hy-
pogastric pain and vaginal spotting. She was admitted with an impression of Missed Abortion at eleven weeks age of gestation. Initial
scan showed embryonic fetal demise, eight weeks and two days by crown to rump length (CRL) for which completion curettage was
planned. On her 3rd hospital day, evacuation curettage was attempted. It was aborted when profuse vaginal bleeding ensued upon the
insertion of the hysterometer. Carbetocin 100 mcg/IV and Tranexamic acid 1gm/IV were given to control the bleeding. Repeat scan
showed Abortion in progress eight weeks and one day by CRL; Abortus was noted at the lower uterine segment and cervical canal. On
her 4th hospital day, evacuation curettage was rescheduled with anesthesia assist, however the profuse bleeding that resulted when a
piece of tissue was grasped with an ovum forceps, cautioned the operator not to proceed further. Hemorrhage was controlled with an
intrauterine balloon tamponade, antifibrinolytics and carbetocin. Suspicious of the presence of an ectopic gestation, emergency ultra-
sound was requested showing features of CS scar pregnancy. She underwent medical management with methotrexate and exhibited
a successful outcome.

The case presented aims to highlight the difficulty of diagnosing CS scar pregnancy clinically and by sonography. The importance
of having a high index of clinical suspicion in women with risk factors, the pathophysiology, appropriate methods of diagnosis and
timely intervention are likewise emphasized. A delay in diagnosis and/or treatment of this rare event can lead to serious maternal

morbidity and even death.
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INTRODUCTION

n ectopic pregnancy results when the embryo im-

plants outside the uterine cavity. Majority of these

pregnancies (95%)' are located in the fallopian
tube, however, there are types of ectopic gestations which
also occur in the ovary (3%), cervix (1%) abdomen (1%),
and previous caesarean section (<1%)!. Caesarean scar
pregnancy (CSP) is a rare but serious complication of early
pregnancy’ .

The first case of a CSP was reported in English medi-
cal literature in 19782 Over the past five years, there has
been a substantial increase in the number of CSPs pub-
lished?. This may reflect a true increase in its incidence be-
cause of the rising caesarean section rate worldwide or an
apparent one as a result of better detection by liberal use
of transvaginal ultrasound.

Jurkovic et al.? have estimated the prevalence of CSP
to be 1:1800 women attending the early pregnancy as-
sessment. Between 1978-2001, only 19 cases appeared
in the literature (Fylstra, 2002; Seow et al., 2004). A recent
case series estimates an incidence of 1:2226 of all preg-
nancies, with a rate of 0.15% in women with a previous
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CS and a rate of 6.1% of all ectopic pregnancies in women
who had at least one caesarean delivery®. It was noted in
a review of local literature that this is the first case of CSP
in the country.

The most probable mechanism that can explain
scar implantation is when the blastocyst enters into the
wall through a microscopic dehiscent tract which may
have been created through a trauma that occurred in
association with caesarean delivery or any other uter-
ine surgery (Cheng et al 2003) or even following manual
removal of placenta (Fylstra 2002). It presents as vagi-
nal bleeding and hypogastric pain like any other ectopic
gestations. A high index of suspicion is therefore crucial
in its diagnosis.

Of all diagnostic tools available today, ultrasound is
the first-line diagnostic modality for CSP. Majority of the
CSPs reported have been diagnosed by transvaginal scan
(TVS) in the early weeks of pregnancy.

Generally, termination of pregnancy (TOP) in the
first trimester is strongly recommended, as there is
a high risk of subsequent uterine rupture, massive
bleeding and life-threatening complications. Gesta-
tional age and viability, evidence of myometrial defi-
ciency and presenting clinical symptoms have been
considered by various authors to determine the ap-
propriate management, which could either be surgical
or non surgical.



CASE REPORT

A 36 years of age, Gravida 3 Para 1 (1-0-1-1), single,
call center agent from Tondo, Manila, was admitted for
the second time on December 18, 2012 because of hy-
pogastric pain. Two weeks prior to admission, she noted
that she missed her period for the past three months but
had no complaints. A home kit pregnancy test revealed a
positive result on consultation with her obstetrician. A TVS
was requested to establish the viability of pregnancy, but
the patient failed to comply.

One week prior to admission, she complained of
crampy and intermittent hypogastric pains radiating to the
lumbosacral area. This was not associated with any other
symptoms. She consulted with her attending physician
who requested for TVS and the result showed: Embryonic
fetal demise, eight weeks and two days by crown to rump
length, singleton, normal ovaries (figure 1). She was then
advised to wait for vaginal bleeding before completion
curettage. The pain persisted, this time becoming intoler-
able and accompanied by scanty bloody vaginal discharge.
She was referred to our institution with an impression of
Missed Abortion, ten to eleven weeks age of gestation.

Figure 1. Initial transvaginal scan done 8 weeks and 2 days showing
an intrauterine pregnancy with embryonic demise

Pertinent past medical history revealed that she had
an appendectomy in 2003. She delivered to a live, term,
baby boy by primary low segment caesarean section, due
to arrest in cervical dilatation, in Pulilan Bulacan last 2007.
Her second pregnancy in April 2012, resulted in spontane-
ous abortion at eleven weeks age of gestation, for which
completion curettage was performed in our institution.

Her father is hypertensive and is maintained on
Losartan. She has no family history of diabetes mellitus,
cardiac diseases, malignancy and other heredofamilial dis-
eases.

The fourth of six siblings, she works as a call center
agent. She was separated from the father of her first child

four years ago, and has been in a relationship with a 23
year old call center agent for the past two years.

She is currently at 11 weeks and 5 days age of gesta-
tion. Her last menstrual period was September 27, 2012
with an expected date of confinement on July 4, 2013.

On physical examination, she was conscious, coher-
ent, ambulatory, not in cardiorespiratory distress and with
stable vital signs with a BMI of 19.33 kg/m2(normal). She
had a flat abdomen with a midline caesarean section scar.
There was direct hypogastric tenderness where a midline
mass was felt just above the symphysis pubis. On specu-
lum examination, the cervix was smooth, pinkish, with
scanty bloody discharge. Chadwick sign was noted on
vaginal mucosa. On internal examination, the introitus al-
lowed two examining fingers with ease. The cervix was
posterior, closed, soft and non-tender on motion. Uterus
was symmetrically enlarged to 12 weeks age of gestation,
doughy, smooth and non-tender. No adnexal mass nor ad-
nexal tenderness were noted.

The admitting impression was Gravida 3 Para 1 (1-0-
1-1), Missed Abortion 11 weeks and 5 days age of gesta-
tion.

The plan of management was for completion curet-
tage when the cervix opens. An informed consent was
secured and a baseline complete blood count showed
normal results. Oxytocin drip was started and evening
primrose oil soft gel was inserted deep into the vagina to
prime the cervix. On her second hospital day, hypogastric
pains persisted accompanied by scanty bloody vaginal dis-
charge. Vital signs were stable and internal examination
revealed a soft cervix that admitted the tip of a finger.

On her 3rd hospital day, on and off hypogastric pains
were still felt but this time with moderate amount of vagi-
nal bleeding. Internal examination showed one cm cervical
dilatation and the patient was prepared for evacuation cu-
rettage under slow |V sedation with 50 mg promethazine
and 50 mg meperidine. She was instructed to void before
transfer to the OR. Placed in the dorsal lithotomy position,
and perineal asepsis and antisepsis technique were done
followed by the application of sterile drapes.

Evacuation curettage was started with the insertion
of hysterometer halfway into the uterine cavity when
there was sudden profuse vaginal bleeding. The proce-
dure was aborted and oxytocin drip was shifted to 1 liter
D5LRS as fast drip. Carbetocin 100 mcg was given as IV bo-
lus followed by tranexamic acid 1 gram IV. The brisk bleed-
ing was controlled within minutes. At this point, uterine
perforation was entertained. An emergency transvaginal
ultrasound was requested which showed the following re-
sults: Abortion in progress 8 weeks and 1 day by crown to
rump length. Normal both ovaries; scanty fluid in the cul de
sac. Within the cervix and lower uterine segment is a col-
lapsing gestational sac. No fistulous tract seen. Abortus is
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at the lower uterine segment and cervical canal (figure
2). Relieved that no perforation was noted, the team
nonetheless continued to monitor the patient. Save for
tachycardia, she remained stable as the bleeding stopped.
Hemoglobin and hematocrit were requested and they
showed slight anemia. Two units of packed RBC were re-
guested and subsequently transfused. The team resched-
uled the procedure the following day and prepared for
the possible recurrence of haemorrhage.
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Figure 2. Repeat transvaginal scan done after 13 days showing
a collapsed gestational sac at the lower uterine segment. Em-
bryonic demise with abortion in progress

On her fourth hospital day, evacuation curettage was
again attempted under general anesthesia with propo-
fol. The sudden profuse bleeding that resulted after the
initial tissue was obtained cautioned the operator not to
proceed further. An intrauterine balloon tamponade was
inserted using foley catheter french 16 (figure 4), carbe-
tocin 100mcg and tranexamic acid 1gm thru IV were given
to control the bleeding. At this time, an impression of CSP
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Figure 4. Transvaginal scan done after Intrauterine Balloon
tamponade showing an inflated balloon at the lower uterine
segment with intact endometrium at the upper segment.
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was entertained. An emergency transvaginal ultrasound
with color flow mapping was performed with the follow-
ing results: Lower uterine segment as described sugges-
tive of CS scar pregnancy. No fluid in the cul de sac. There
is note of thin intact endometrium from the midportion
of the uterus to the fundus. The Lower uterine segment
is bulging with complex mass at the anterior portion
measuring 8.1 x 5 x 5.9 cm which is noted at the CS
scar. There is presence of color flow mapping (figure 5).
The sonologist meticulously reviewed the previous ultra-
sound results and compared the two findings, leading her
to conclude the presence of this rare type of ectopy. With
a working diagnosis of C-section scar pregnancy, the team
identified the factors on which to formulate the appro-
priate treatment options for the patient to choose from.
They included the patient’s desire for future fertility, her
present clinical condition, the B HCG level, and the re-
sources at hand. A baseline quantitative serum 3 HCG was
immediately requested which revealed a value of 730.1
mIU/ml. The treatment options and their advantages and
disadvantages were discussed with her and her partner
and they consented to undergo medical management.
Blood samples for baseline complete blood count (CBC),
actual platelet count, kidney and liver function tests were
drawn and they showed normal results.
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Figure 5. Perivascular flow at the area of complex mass sur-
rounding the inflated balloon after intrauterine tamponade
insertion. Color flow showed circumferential peritrophoblastic
flow within the mass.

Methotrexate (MTX) 69.5 mg (2.78cc) by intramuscu-
lar route was given based on the dose of 50 mg per meter
square of body surface area (BSA). Intravenous antibiotics with
metronidazole and ampicillin were also started. The tis-
sues obtained were submitted for histopathology studies
and they revealed immature placental tissue, degenerated
villi and necrotic tissues.

On her 1st day post MTX treatment, patient had no
complaints nor any adverse reaction to MTX therapy. Five



cc of sterile water from the intrauterine balloon were as-
pirated every day until it was spontaneously expelled after
three days. On her 2nd day post MTX treatment, she com-
plained of mild hypogastric pain and vaginal spotting but
vital signs remained stable. On physical examination, the
abdomen was soft and non tender. She was observed on
subsequent days for profuse vaginal bleeding and hemo-
dynamic instability but she remained asymptomatic with
stable vital signs all throughout.

Asymptomatic, with stable vital signs and showing
no adverse reactions to the drug, she was sent home on
her 4th post MTX treatment day. On discharge, she was
advised to have a repeat serum beta HCG seven days post
MTX treatment at the outpatient service. Contraception
with pills was her choice until three consecutive normal
beta HCG levels were obtained. Metronidazole and Ampi-
cilin were given as home medications to be completed for
7 days. She was also advised to avoid sun exposure, intake
of NSAIDs, penicillin and any alcoholic beverages.

Final Diagnosis: Gravida 3 Para 1 (1-0-2-1) Ectop-
ic Pregnancy in a Previous Caesarean Section Scar; S/P
Methotrexate therapy, Intrauterine balloon tamponade
insertion and Blood transfusion

Weekly serum beta HCG were obtained and decreas-
ing results were as follows: 3.5 miU/ml, 2.9 mIU/ml and
1mlU/ml (figure 7). A month after the treatment, she had
her monthly menstrual cycle. She followed up at the OPD
five months after the treatment with a TVS finding of an
intact CS scar with no evidence of complex mass (figure 6).

DISCUSSION

In approximately 98% of pregnancies, the blastocyst
normally implants in the endometrial lining of the uter-
ine cavity'®, typically into the upper posterior wall of the
uterus. Implantation anywhere else is considered an ec-
topic pregnancy. Nearly 95% of ectopic gestations are im-
planted in the various segments of the fallopian tube'” and
majority are ampullary implantations'® . The remaining 5%
implant in the ovary, peritoneal cavity, cervix and cesarean
section scar®®. Of all the reported types, the CSP, which was
the case presented, is the rarest form of ectopic pregnan-
cy®. In the study of Jurkovic et al, the gestational age at
diagnosis ranged from 5+0 to 12+4 weeks (mean 7.5 + 2.5
weeks)®. CSP has been described in spontaneously con-
ceived pregnancy as well as after in vitro fertilization (IVF)
and embryo transfer (ET)2. IVF-associated heterotopic CSP,
a rarer event, has also been described, both with twins?
and triplets*. No particular predilection has been reported
for maternal age or parity, the number of previous caesar-
ean sections and interval between the previous C-section
and the occurrence of CSP (Chuang et al 2003).

The local incidence of ectopic pregnancy is 75,000

Figure 6. Intact CS scar with no evidence of complex mass. Nor-
mal both ovaries.
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Figure 7. Weekly beta HCG showed decreasing results.

cases per year. The national statistics data of the Philip-
pine Obstetrics and Gynecologic Society showed the
prevalence at 0.01 from 2008 to 2011%". The mortality rate
associated with ectopic pregnancy is 10% worldwide®4.
The 2005 to 2009 of DOH maternal mortality registered
0.01% to 0.02%°. It was not clear from this report how
many cases are ectopic pregnancies. There is also paucity
of international and local data on deaths due to CSP. This
recent review of local literature showed no reports of CSP.

It has been reported that in CSP, the gestational sac
is completely surrounded by the myometrium and the fi-
brous tissue of the scar, quite separate from the endome-
trial cavity®. The most probable mechanism that can ex-
plain scar implantation is the invasion of the myometrium
through a microtubular tract between the caesarean section
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scar and the endometrial canal®’. Such a tract can also
develop from the trauma of other uterine surgeries like
curettage, myomectomy, metroplasty, hysteroscopy and
even manual removal of placenta®. The predisposing risk
factors seen in our patient were her previous uterine pro-
cedures of caesarean section and dilatation and curettage.
Damage to the decidua basalis during these procedures
may have persisted in the endometrium in the form of tiny
dehiscent tracts or minute wedge defects setting the stage
for a CSP to implant on.

A CSP is more aggressive in its behaviour than pla-
centa accreta because of its early invasion of the myo-
metrium?®. Pathological findings after a total hysterecto-
my suggest that the villi are not merely penetrating the
myometrium but are bound with or implanted in it®. The
study of Vial et al?!, identifies two different types of CSPs;
the first is an implantation on the prior CS scar with pro-
gression towards the cervico-isthmic space or the uterine
cavity. Such a CSP may progress to a viable birth but with
the risk of a life-threatening hemorrhage. The second is a
deep implantation into a CS defect growing towards the
bladder and abdominal cavity, a type that is more prone to
rupture. Based on the sonographic pictures of our patient,
it appears that she had the first type of CSP.

Ceasarean section scar pregnancy may present from
as early as 5-6 weeks to as late as 16 weeks?®. A light, pain-
less vaginal bleeding is commonly the early presenting
symptom in 39% of patients and approximately 16% of
women complain of accompanying mild to moderate pain
only. About 9% complain solely of abdominal pain®. Se-
vere acute pain with profuse bleeding implies an impend-
ing rupture. Collapse or hemodynamic instability strongly
indicates a ruptured CSP. The non specific signs of vaginal
bleeding and mild to moderate pain, mislead the team to
diagnose and treat the patient that it was just an abortion
in progress case. It was the high index of suspicion by the
operator that lead to the diagnosis of CSP.

Since the clinical diagnosis of an early pregnancy im-
planted in a previous caesarean scar can be very difficult,
it may occasionally be delayed until the uterus ruptures
and the patient experiences life threatening hemorrhage
(Seow et al., 2000, 2004; Weimin and Wenging, 2002; Yang
and Jeng, 2003; Maymon et al., 2004). Thus, a prompt and
accurate diagnosis is crucial. The sudden profuse hemor-
rhage during the two attempted curettages alerted the
operator to consider the presence of CSP. This lead the
team to request for an emergency ultrasound as a diag-
nostic tool of choice to confirm its presence .

The second ultrasound following the first attempt of
completion curettage showed the products of conception
at the lower uterine segment. The sonographer signed it
out as abortion in progress. The absence of uterine perfo-
ration in this scan convinced that indeed the bleeding was
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due to the diagnosis described. When the gestational sac
is seen in the lower part of the uterine cavity, the differen-
tial diagnosis between spontaneous abortion in progress,
cervico-isthmic pregnancy and cesarean scar pregnancy
can be difficult®. If the gestational sac is found at the level
of the uterine isthmus in a patient with a previous caesar-
ean section, the possibility of a cesarean scar pregnancy
is highly considered, especially when the cervical os is
closed. Unfortunately, these features were not observed
by the sonologist.

Reports show that the most important investiga-
tion, however, is based on sonographic and Doppler flow
findings (Marchiole et al., 2004)*%. Indeed, as demon-
strated by our case, transvaginal sonogram combined with
Doppler is a reliable tool for diagnosis®. Transvaginal sono-
gram has a diagnostic sensitivity of 90.9% and specificity
of 99.9%°'. To reduce the risk of a false diagnosis, May-
mon et al.** recommended a combined approach: a TVS
to obtain the fine details of the gestation sac and its rela-
tion to the scar, followed by a meticulous abdominal scan
with a full bladder. This was done by the second sonologist
who painstakingly reviewed the two images following the
aborted curettages.

Ultrasound imaging criteria to diagnose CSP are the
following”:

e empty uterine cavity and cervical canal (figure 8)

e development of the gestational sac in the anterior
uterine wall at the isthmus (presumed site of the
previous lower segment cesarean section scar
(figure 3).

e evidence of functional trophoblastic circulation on
Doppler examination, defined by the presence of
an area of increased peritrophoblastic vascularity
on color Doppler examination (figure 5)
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Figure 3. Transvaginal ultrasound image of thin intact endometri-
um from the midportion of the uterus to the fundus, bulging
lower uterine segment with complex mass containing a collapsed
gestational sac at the anterior wall measuring 8.1 x 5 x 5.9 cm.
Interpreted as pregnancy of CS scar
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Figure 8. Transvaginal sonogram showing an empty cervical
canal.

e the absence of healthy myometrium between the
bladder and sac, allowing differentiation from cer-
vico-isthmic implantation’ (figure 9).

Our patient met all the sonologic criteria of CSP men-
tioned above. These sonographic findings confirmed the
diagnosis of CSP and it provided the team with important
data that guided them in proposing management options
to the parties concerned.

Literature has reported two options in the treatment
for CSP, mainly surgical and medical. Currently, there is no
consensus on the preferred mode of management for CSP.
Presentation of the patient often dictates what manage-
ment option to take. Treatment modality should be tai-
lored to each patient taking into consideration the gesta-
tional age and the desire for fertility. Our patient is of low
parity and is desirous of another pregnancy. She had a non
viable pregnancy on a previous CS scar. The profuse bleed-
ing she had with attempts at curettage, resulted in anemia
that necessitated transfusion. She had low levels of  HCG,
normal liver and kidney function tests. The implantation
site was distended and thinned out, making surgical
management a technical challenge. She was also financially
drained. At this point, the team with the informed consent
of the patient and the partner, opted for the non surgical
management.

Metothrexate is the most common type of medical
therapy that is suitable for use in early pregnancy, and
can be administered systemically and locally**. Its admin-
istration is a standard medical treatment for tubal ec-
topic pregnancy. There should be no reason to doubt its
efficacy on CSP?. This drug is a folic acid antagonist that
inhibits DNA synthesis and cell reproduction, primarily
in actively proliferating cells such as malignant cells, tro-
phoblasts, and fetal cells?2. The kidneys rapidly cleared it

from the body, with 90% of an intravenous dose excreted
unchanged within 24 hours of administration??. It may be
single or multidose, and can be combined with uterine ar-
tery embolization or curettage as an adjunct®.
Ideally, a candidate for medical management with
MTX should meet the following criteria®®:
e hemodynamic stability
e no severe or persistent abdominal pain
e commitment to follow up until the ectopic preg-
nancy has resolved
e human chorionic gonadotropin beta-subunit (hCG)
concentration less than 1500 mIU/mL
e no fetal cardiac activity
e normal baseline liver and renal function tests result.

These treatment option was considered in our pa-
tient because she met all the criteria stated above. CSPs
have been shown to respond well to it (dose of 50 mg/
m?2), especially in those with B HCG levels below 1500
mlU/ml*. The overall success rate of medical treatment in
properly selected women is nearly 90 percent?*.

The dose of MTX used to treat our patient (50 mg/m?2
or 1 mg/kg) was relatively low. In some protocols, reduced
folates (leucovorin, also called folinic acid, N5-formyl-tet-
rahydrofolate, citrovorum factor) are given to bypass the
metabolic block induced by MTX, thereby saving normal
cells from toxicity®. This protocol was not considered in
our patient because of its unavailability in our area and its
prohibitive cost.

Adverse reactions to MTX are usually mild and self-
limited. The most common are stomatitis and conjunctivi-
tis. Rare side effects include gastritis, enteritis, dermatitis,
pneumonitis, alopecia, elevated liver enzymes, and bone
marrow suppression. It is estimated that 30% of patients
in the single dose protocol will have side effects; this rate is
lower than those with multidose regimens (40 %)*. These
adverse reactions were not seen in our patient.

Women who are not appropriate candidates for
medical therapy should be managed surgically®>. These
patients are:

e hemodynamically unstable

e with signs of impending or ongoing ectopic mass

rupture (ie, severe or persistent abdominal pain
or more than 300 mL of free peritoneal fluid out-
side the pelvic cavity)

e with clinically important abnormalities in baseline

hematologic, renal or hepatic laboratory values

e immunodeficient

e with active pulmonary disease

e with peptic ulcer disease

¢ hypersensitive to MTX

e with coexistent viable intrauterine pregnancy

¢ breastfeeding
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e unable to be compliant with post-therapeutic
monitoring
e unable to a timely access to a medical institution

The surgical option for CSP is either by open laparot-
omy or by a number of minimally invasive procedures in-
cluding robotic surgery.

Laparotomy followed by wedge resection of the le-
sion (hysterotomy) should be considered in women who
do not respond to conservative medical and/or minimally
invasive surgical treatments, present too late, or if facili-
ties and expertise for operative endoscopy are not avail-
able**8, It is mandatory when uterine rupture is confirmed
or strongly suspected. Laparotomy has the advantage of
complete removal of the CSP and simultaneous repair of
the scar, followed by a quick return of the beta hCG to nor-
mal level within 1-2 weeks. Some consider this as the best
treatment option* 8. The excision of the old scar not only
avoids the possibility of residual trophoblasts being left in
situ,”” but also removes the microtubular tracts thereby
reducing the risk of recurrence.

This option was not considered in our patient be-
cause of the added expense, the technical challenge of
properly excising and repairing a thinned out cesarean
section scar and the risk of possible morbidity.

Guan et al, demonstrated the laparoscopic removal
of ceasarean scar pregnancy using a Harmonic® scalpel
(Johnson and Johnson) with temporary bilateral uterine
artery ligation“®. In this case, the gestational sac was evac-
uated with minimal blood loss from the myometrium that
resulted to shorter hospital stay, rapid decrease in B HCG
concentrations and provided decrease risk of haemor-
rhage. The patient was discharged on the same day with-
out complication. The team of Jan Persson et al duplicated
this treatment modality with robot assisted laparoscopy®.

In 2005, Wang et al?*® described a successful treatment
of CSP by operative hysteroscopy and suction curettage,
the first of its kind reported in English language literature.
At 4-week follow up, serum B HCG level became normal,
with restoration of normal echotexture of the uterus on
ultrasound scan. They conclude that this procedure offers
an important alternative treatment for CSP, with a short
operative time (mean 36.7 + 20.8 minutes), less blood
loss (mean 50.0 + 0.0 ml), short post-operative stay (mean
1.1 £ 0.9 days) and a rapid return of the pregnancy test to
negative (<4 weeks, mean 22 days). Most importantly, the
fertility is conserved after the surgery. Similarly Chao et
al* described a successful hysteroscopic management of a
CSP after failed curettage and MTX treatment. The success
rate of this modality (8/8 = 100%) is encouraging, how-
ever, the total number of cases managed is small.

These surgical procedures were not considered in
our patient because of its cost and the unavailability then
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of the endoscopy equipment.

Uterine curettage as a primary treatment for CSP is
discouraged. The lack of direct visualisation, risk of a local
haematoma formation and the need for a prolonged beta
HCG follow up remain the major drawbacks*®. The gesta-
tional sac of a CSP is not actually within the uterine cavity,
and the chorionic villi implant into the caesarean section
scar of the lower segment. In this procedure, the trophob-
lastic tissue is unreachable by the curette and such at-
tempts can potentially rupture the uterine scar leading to
severe haemorrhage. As was illustrated in our patient, se-
rious bleeding during uterine curettage for abortion raised
alarm for the presence of a CSP*.

Uneventful viable intrauterine pregnancies have
been reported after all modalities of conservative man-
agement of a CSP 893132 33 The largest series® showed a
50% incidence, with a mean interval of 13.3 months (range
3-34 months) between the previous CSP and subsequent
pregnancy. With the advent of sonohysterography, post-
CS uterine wall integrity can be detected in the nonpreg-
nant state. This development is important for women who
are at risk, namely with a history of ectopic pregnancy, pla-
cental pathology or multiple C-sections * 3. Five months
after her CSP, our patient underwent repeat transvaginal
sonogram and showed an intact CS scar. She was advised
to wait for the washout period before attempting another
pregnancy.

The earliest and best time to conceive after MTX
treatment of ectopic pregnancy has not been addressed.
Although there is little data to suggest any danger in con-
ceiving soon after treatment with MTX, some women may
prefer to wait at least six months to minimize any potential
teratogenic effect in a new pregnancy®. This is similar to
toxicology literature that recommends a four to six month
washout period®. For our patient, the team recommend-
ed this six months wait before she could attempt another
pregnancy. One study reported that patients with ectopic
pregnancies treated with MTX had a timely return of men-
ses and superior rates of conception compared with those
treated with conservative surgical management?.

A retrospective study of women who conceived af-
ter MTX treatment for ectopic pregnancy, found no differ-
ence in fetal malformation and adverse outcome rates in
those who conceived within less than six months (mean
3.6+1.7 months) compared with six or more months
(mean 23.6+14.7 months)?. At present, there is no appar-
ent deleterious effect of previous MTX treatment on the
offspring, hence, it is reasonable to allow the patients to
conceive. Women in this population should take folic acid
supplement daily, according to routine preconceptual
recommendations.

Our patient is still desirous of future fertility despite
knowing the possible serious risks such as uterine rupture



and placenta accreta. With three consecutive insignificant
levels of B HCG, regular menses, five months wash out
period and an intact CS scar, pregnancy could be safely
allowed after another month. When it happens, an early
TVS is advised in order to assess the location of the new
pregnancy. It would be prudent for her team of doctors,
to examine the appearance of her previous caesarean sec-
tion scar, closely monitor the progress of pregnancy and
be vigilant and prepare for possible life threatening com-
plications??.

CONCLUSION

This is the first reported case of CSP in our institution
and in the country. Its unwelcomed presence has raised
awareness among clinicians to wary of its life threatening
consequences.

Cloaked with nonspecific signs and symptoms, un-
earthing its presence can challenge even the experienced
practitioner. A high index of suspicion on the patient with
the risk factors is crucial. Ultrasound plays a significant
role that is indispensable in its diagnosis and planning for
its treatment option. The dictum that every woman witth
a previous caesarean section presenting to the early preg-
nancy unit should have a routine check of the caesarean
section scar appearance cannot be over emphasized. A
widely accepted set of criteria of ultrasound diagnosis by
TVS and color flow Doppler, which yields a high diagnostic
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