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Abstract

Caesarean scar ectopic is a rare but significant variant of ectopic pregnancy where the implantation is in the
cesarean scar.

Objective: To study the clinical profile and outcome of cesarean scar pregnancy during the year 2016 in the
department of O&G, Government Medical College Thiruvananthapuram.

Results: Among 8520 deliveries in 2016 there were 8 cases of cesarean scar ectopic pregnancies. Majority
were third gravida with history of previous one cesarean delivery. Mean age of the patients was 30 years.
The gestational age of diagnosis was between 6-7weeks in 75% of the cases. Only half of the patients were
primarily diagnosed as scar ectopic. Two patients were successfully treated with systemic methotrexate. Two
directly underwent laparotomy and scar excision, one for impending rupture and the other at the request of
the patient for sterilization. Rest were initially misdiagnosed as missed abortion. After failed medical
abortion, two were diagnosed as scar ectopic in repeat sonogram. Both of them responded to systemic
methotrexate, but was not willing for follow up and so underwent laparotomy. In the other two patients after
failed medical abortion, surgical evacuation was done. This resulted in profuse hemorrhage necessitating
laparotomy which confirmed scar pregnancy in both the cases.

Conclusion: The implantation site of pregnancy in a scarred uterus is significant. Most of the time scar
ectopic is misdiagnosed as normal intra uterine pregnancy or missed abortion and managed accordingly.
This can result in unforeseen complications like severe hemorrhage, uterine perforation necessitating
emergency laparotomy and multiple blood transfusions and even hysterectomy. If scar ectopic pregnancy is
timely diagnosed there are various options for conservative management.
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Introduction

Caesarean scar ectopic is a rare variant of ectopic
pregnancy. Here the pregnancy is implanted in the
lower uterus anatomically corresponding to the
site of cesarean scar. It represents about 6.1% of
ectopic pregnancy in women with at least one
previous cesarean.’’ When compared to other

ectopic pregnancies the diagnosis may be missed
or delayed if the patient is asymptomatic or can
mimic a spontaneous miscarriage when symptom-
matic. This study was conducted to understand the
clinical profile of women admitted to a tertiary
care center with caesarean scar pregnancy. We
also reviewed the outcome in these cases.
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Materials and Methods

This descriptive study was conducted in the
department of Obstetrics and Gynecology of SAT
hospital, Government  Medical College
Thiruvananthapuram. All cases diagnosed as
caesarean scar pregnancy during the period from
January 1% 2016 to December 31% 2016 were
included in the study.

The medical records and the pelvic sonogram and
Doppler data of all cases diagnosed as cesarean
scar pregnancy were collected and reviewed. The
classical diagnostic criteria used for the diagnosis
of scar pregnancy were gestational sac in the area
of the previous caesarean scar, empty upper
uterine cavity and cervical canal, absence of
healthy myometrium between bladder and
gestational sac and high velocity low impedance
peri- trophoblastic flow. In cases of failing
cesarean scar pregnancies and those cases which
were referred after initial management with
mifepristone and /or misoprostol, the ultrasound
finding of a vascular heterogeneous, mass at the
scar site were also included.® Cervical pregnan-
cies and abortion in progress were excluded.

The study variables included sociodemographic
data, previous obstetric details and the data
pertaining to present pregnancy in terms of
diagnosis, course in the hospital and outcome. The
data was collected using a pre- structured
Performa and analyzed.

Results

During the study period of one year we had 8520
deliveries, 616 cases of ectopic pregnancy and 8
cases of cesarean scar pregnancy. Scar pregnancy
contributed to 1.3% of total ectopic pregnancies.
The mean age of the patients with scar pregnancy
was 30 years. All patients had high school level
education or above. None of them were skilled
professional. Majority (75%) of them belonged to
low socioeconomic class family. All cases (100%)
were referred from other hospitals of which 62.5%
were referred from government hospitals and
37.5% from private hospitals.

Majority of the patients (75%) were third gravida.
75% of the patients had previous one cesarean and
25% had previous 2 cesareans.50% (n=4) of the
patients had a history of abortion out of which
only two had history of D&C. The shortest
interval from the last pregnancy was 10.5months
and the longest interval 12 years. In all the cases
the primary CS was done at term but before the
patient had entered into active phase of labor. In
all patients except one who had mild PPH the intra
operative and post-operative period of the
previous CS was uneventful.

All patients presented to the local hospital with
bleeding PV. 75% of them presented at 6-7 weeks
of pregnancy, one atlOwks and the other at
13weeks.After USS, only 50% were suspicious of
scar pregnancy out of which 3 had the classical
diagnostic criteria. 50% of them (4 out of 8) were
diagnosed as missed abortion. Out of 8 patients,
only one pregnancy was viable at the time of
diagnosis. Beta HCG values varied from 2286 (6
weeks) to 59608miu/ml (13weeks).

Two patients were managed successfully with
systemic methotrexate. Two were directly taken
for laparotomy, one since she requested for
sterilization and the other because of impending
rupture of scar pregnancy.

The diagnosis of scar pregnancy was missed in
four cases. Medical abortion tried with misopro-
stol misinterpreting as missed abortion but none of
them responded. Subsequent surgical evacuation
resulted in profuse bleeding in two resulting in
hemodynamic  instability = necessitating an
emergency laparotomy. Scar pregnancy was
confirmed intraoperatively and excision done. The
other two patients received systemic methotrexate
and beta HCG values regressed. Of the two, one
was a previous two cesarean with sterilization
failure and at her request an open surgery with
scar pregnancy excision and bilateral total
salpingectomy done. The other patient was not
willing for a prolonged follow up and hence after
a trial surgical evacuation laparotomy and scar
pregnancy excision done.
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Finally six patients had laparotomy and scar
pregnancy excision. Three had transfusion of
blood and blood products ranging from 3 to 5
pints. Uterus was preserved in all. Three were
sterilized and rest were advised a minimum period
of contraception of one year.

Histopathological examination of all confirmed
normal products of conception and in cases where
the myometrium was also excised there were villi
embedded in the myometrium.

During the follow up period, the patient who had
re- sterilization and scar pregnancy excision
presented with irregular bleeding per vaginum
after two and a half months. She had a rising beta

hCG titre and a vascular mass in the lower uterus.
She was given three courses of methotrexate-
folinic acid regime to which she did not respond.
Considering the possibility of choriocarcinoma
she underwent total hysterectomy. The histopatho-
logical report confirmed choriocarcinoma. Her CT
chest showed micrometastasis in the lungs (FIGO
stage I11: 7) and was given six courses of EMACO
regime.

All other patients were asymptomatic with normal
menstruation. One patient who had undergone
excision of scar pregnancy had a follow up scan
after one year. It showed a 3mm hypo echoic
area at the scar area.

Table: Clinical profile of patients with cesarean scar pregnancy

VARIABLES CATEGORY No: %
Socio-economic class APL 2 25%
BPL 6 75%
Referral status Yes 8 100%
No 0 0
No: of Previous caesarean 1 6 75%
2 2 25%
Timing of primary cesarean Before active labor 8 100%
In active labor 0 0
H/o abortion Yes 4 50%
No 4 50%
Presenting symptom Bleeding P V 7 87. 5%
Abdominal pain and bleeding P V 1 12.5%
Gestational age at diagnosis <7 weeks 6 75%
At 10weeks 1 12.5%
At 13 weeks 1 12.5%
USS diagnosis Scar pregnhancy 4 50%
Missed abortion 4 50%
Viability of fetus at time of | Viable 1 12.5%
diagnosis Non-viable 7 87.5%
Management modality Single Systemic methotrexate alone 2 25%
Laparotomy and scar excision 2 25%
Multiple 4 50%
Final management Medical 2 25%
Surgical 6 75%
Blood transfusion Yes 3 37.5%
No 5 62.5%

Discussion

Cesarean scar pregnancy is a rare event. True
incidence is difficult to compute as it is difficult to
estimate the denominator accurately unless all
previous cesarean conceptions are brought under a
registry. Jurkovic et al has reported 18 cases of

cesarean scar pregnancy over a period of 4 years
in 2003 and the incidence was 1:1800 pregnan-
cies.’)” The denominator was early pregnancies
referred to their early pregnancy units for USS.
Seow et al reported 12 cases over a 6 year period
in 2004. The incidence was 1:2216® and the
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denominator used for computing the incidence
was the number of deliveries during that period.
Taking the number of deliveries as the
denominator, the incidence of scar ectopic in our
study was 1:1065. The incidence is higher than the
reported incidence which may be accounted for by
the rising cesarean rate as years go by, the referral
nature of institution, and the advances in the
diagnostic modalities.

The entity of scar pregnancy started getting
recognized and reported way back from 1980’s
®670 In our study 50% of the cases were
misdiagnosed as missed abortion and managed
accordingly resulting in excess morbidity in the
form of emergency surgery, blood transfusions
and one was even a near miss. This points to the
fact that even though three decades have elapsed
after the recognition of scar pregnancy the general
awareness is still not up to the mark. This needs
introspection and rectification of pitfalls in
diagnosis.

In our study the indication for primary cesarean
were breech (3), failed induction(4), severe
preeclampsia with an unfavorable cervix(1) all
pointing towards cesareans done prior to active
labor . Maymon et al® has also found an
association between elective cesarean section
performed in a non-developed lower uterine
segment and subsequent scar ectopic.

There is said to be an association of scar
pregnancy with increasing number of cesareans
but this was not seen in our study. This may be
due to the fact that the majority of Kerala women
are keen on restricting the childbirth to two.

There is no consensus as to the optimum manage-
ment of a scar pregnancy. It is individualized
based on the acuteness of presentation, gestational
age and viability of fetus, facility available and the
skill of the attending health professional. Unlike
ectopic pregnancies at other sites, here an
expectant management may be possible in the
type of scar pregnancy that is ‘on’ the scar as
described by Vial et al.) The pregnancy may
grow even up to the third trimester but with the
risk of a placenta which may become an accreta or

percreta.  In this study none was managed
expectantly as only one was live and that patient
was unwilling for a risky pregnancy.

Two were successfully managed with systemic
methotrexate. Medical management with systemic
methotrexate may not have the desired effect as it
may not reach the implantation site if it is fully
embedded in the fibrous scar tissue. Even after the
HCG level has come down, the mass may persist
for a longer period and so may need a prolonged
follow up with serial HCG and sonogram®. This
exactly was the reason in one of our patient
where even though HCG level significantly
declined after the initial methotrexate, the
vascular mass persisted and she insisted on a‘one
time treatment’” of laparotomy and wedge
resection of the scar pregnancy . There is an
argument that excision of scar pregnancy is the
ideal treatment to be followed, and endoscopic
route is gaining popularity.“® Scar pregnancy
excision can be considered as a onetime treatment
and it also provide a chance for the repair of an
existing defect. But the present evidence is
insufficient to reach a conclusion regarding the
ideal treatment.

Vaginal suction evacuation is advocated by some
as a management option."™Y Pre evacuation
methotrexate administration was not found to be
superior to suction evacuation alone in a study by
Sevket O et al."? Our observation was that direct
surgical evacuation without prior methotrexate
resulted in profuse bleeding when compared to
evacuation after methotrexate.

New approach to scar pregnancy management
includes transvaginal removal of ectopic,
laparoscopic resection, hysteroscopic aspiration,
uterine artery embolization, and trans arterial
chemo embolization. 158 Byt all these
require sophisticated equipments and expertise.
Using GnRH agonist to create a pseudo
menopausal amenorrhea state while waiting for
the spontaneous absorption of the scar pregnancy
mass has also been tried. ”)
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Conclusion

Cesarean scar pregnancy even though rare can
sometimes be fatal. If it goes unrecognized the
woman is losing her chance to take an informed
decision whether to continue the pregnancy or not.
If incorrectly diagnosed and managed can lead to
severe morbidity, sometimes loss of fertility and
even mortality.

In our study low implantation of pregnancy was
seen in 80% of early scans which was not properly
conveyed or interpreted by the initial health care
professional. An awareness should be created
among the radiologists and obstetricians who are
doing or interpreting early first trimester
ultrasound to specifically look for the site of
implantation of pregnancy in a scarred uterus..
The majority of cases were diagnosed at around 7
weeks in our study. Hence policy makers can
recommend for an early scan at around 7 weeks
with focus on implantation site.

Limitation of the study: Being a rare event the
number studied was less and statistically
significant conclusions cannot be made.
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