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ABSTRACT

Background: Ectopic pregnancy is a primary cause of maternal mortality, with
Cesarean Scar Pregnancy (CSP) representing a rare but life-threatening variant
where implantation occurs within the myometrium of a previous surgical scar.

Case Presentation: A 30-year-old woman (G3P2L2) with two prior cesarean sections
presented with a five-day history of vaginal bleeding. Initial ultrasonography
suggested retained products of conception. During a planned evacuation and
curettage, the patient experienced sudden, torrential hemorrhage unresponsive to
conservative measures. Based on the surgical history and adherence of products to
the scar site, a diagnosis of CSP was made. To control the life-threatening bleeding,
an emergency obstetric hysterectomy was performed. The patient was stabilized
with blood transfusions and had an uneventful recovery.

Discussion: CSP and placenta accreta exist on a pathological continuum. Early
diagnosis via transvaginal sonography is critical, as approximately 13% of cases
are initially misdiagnosed as spontaneous abortions. Key sonographic markers
include an empty uterine cavity and myometrial thinning between the bladder
and gestational sac.
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Conclusion: Managing CSP requires a high index of suspicion to prevent
catastrophic outcomes. As global cesarean rates rise, increased clinical awareness
and early intervention are essential to reduce maternal morbidity and preserve

future fertility.
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INTRODUCTION

Ectopic pregnancy is a major cause of
morbidity and mortality among fertile
women, responsible for 9% of pregnancy-
related deaths. One rare but life-threatening
type of ectopic pregnancy is Cesarean Scar
Pregnancy (CSP), where the gestational sac
abnormally implants in the myometrium at the
site of a previous cesarean scar. CSP was first
described by Larsen and Solomon in 1978.
It’s estimated that CSP accounts for about 6%
of all ectopic pregnancies in patients with a
history of at least one cesarean section, with
an incidence of 1/1,800 to 1/2,200 pregnancies
and a prevalence rate of 0.15% in women with
previous cesarean sections.?

CASE REPORT

A 30-year-old woman, Gravida 3, Para
2, Living 2, with a history of two previous
cesarean sections, presented with a 5-day
history of vaginal bleeding. Notably, her
menstrual cycles were previously regular,
with the last menstrual period 5 days prior,
and no reported amenorrhea. Upon admission,
physical examination revealed a stable
patient with a soft, non-tender abdomen and
bleeding through the cervical os. Bimanual
examination indicated an enlarged, soft uterus,
approximately 8 weeks gestation size, with a
closed os.

Laboratory  investigations  confirmed
a positive urine pregnancy test, and
ultrasonography revealed retained products
of conception with an endometrial thickness
of 13 mm. Given the discrepancy between the
uterine size and menstrual history, emergency
evacuation and curettage were planned.

However, upon introduction of the dilator,
torrential bleeding ensued, which persisted
despite administration of uterotonics and
attempted evacuation with ovum forceps.

The absence of clinical evidence of uterine
perforation, combined with the patient’s
history of previous cesarean sections and
probable adherence of products to the uterine
scar site, led to a diagnosis of Cesarean Scar
Pregnancy (CSP), a rare and potentially life-
threatening condition.
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Figure 1: Cesarean scar pregnancy marked by the arrow

Figure 2: Post-hysterectomy specimen of the uterus, showing
CSP tissue by arrow
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Given the life-threatening hemorrhage, the
decision was made to perform an obstetric
obstetric hysterectomy, with the consent of the
patient’s husband. The patient received 1 unit
of blood transfusion intra operatively and 1 unit
was transfused postoperatively. The procedure
was undertaken promptly, and the patient’s
life was saved. The postoperative course was
uneventful, and she was discharged in stable
condition.

DISCUSSION

While a prior cesarean delivery is undeniably
the most significant risk factor for a Cesarean
Scar Pregnancy (CSP), the clinical picture is
often more complex. Other factors, such as a
history of uterine infections or prior dilatation
and curettage (D&C) procedures, can also
pave the way for this condition. Even the
timing of conception plays a role, as a short
interval between a cesarean section and the
next pregnancy increases the likelihood of a
scar-site implantation.

There are also emerging theories regarding
modern medicine’s role in these cases. Some
researchers have pointed toward in vitro
fertilization (IVF) as a potential associate,
though the connection remains hazy. Others
have speculated that recent shifts in surgical
techniques such as moving toward single
layer uterine suturing or using specific suture
materials might influence risk, though there is
currently very little data to definitively support
or refute these claims.

The primary challenge with CSP lies in
its invisibility. Because early symptoms are
often vague or nonexistent, they are easily
ignored by patients and frequently missed by
clinicians. In fact, a 2012 review revealed that
approximately 13% of these pregnancies are
initially misdiagnosed or overlooked entirely.

This underscores the vital importance
of early intervention. Using transvaginal
sonography to evaluate the uterine scar at
the very beginning of a pregnancy can be a
life-changing diagnostic step. By catching a
CSP in its earliest stages, medical providers
can pursue conservative surgical or medical
treatments that protect the uterus and preserve
the patient’s future reproductive health.

Based on the 2012 review,’ diagnosing a
Cesarean Scar Pregnancy (CSP) requires a
high level of clinical suspicion when specific
sonographic markers are present.

Identifying CSP: Key Sonographic Indicators.

When performing an ultrasound, certain
visual cues serve as “red flags” for a potential
scar pregnancy. Most notably, the uterine
cavity and the cervix will appear empty,
with no evidence of fetal parts. Instead, the
gestational sac often triangular in shape is
found deeply embedded near the bladder and
the uterine wall. Two other critical markers
involve the physical structure of the uterus in
that area:

* Myometrial Thinning: There is a visibly
thin layer of muscle (the myometrium)
separating the gestational sac from the
bladder.

* Vascular Abnormalities: The presence
of an arteriovenous malformation an
irregular cluster of blood vessels in the
vicinity of the sac is a strong indicator of
CSP.

Comparison of Diagnostic Markers

Finding Normal Early Suspected CSP
Pregnancy
Location M1d.—t0—upper Low, near the prior
uterine cavity C-section scar
Sac Shape Typically round Often triangular
or oval
Myometrium  Thick and uniform Thin between.the bladder
and gestational sac

. Normal placental Arteriovenous

Vascularity .
flow malformation present

PATHOLOGICAL ASPECT OF CSP

Recent evidence suggests that Cesarean
Scar Pregnancy (CSP) and placenta accreta
are not distinct diseases, but rather
different stages along the same pathological
continuum.* In these cases, the products of
conception can infiltrate the endometrium
through microscopic gaps, or dehiscences,
within the previous cesarean scar (Figures
3A and B).

Choosing a “wait-and-see” approach during
the first trimester of a CSP is high-risk, as the
condition is likely to progress into placenta
percreta. This evolution almost inevitably
results in severe postpartum hemorrhage and
necessitates a hysterectomy. Consequently,
the prognosis for the patient depends heavily
on early diagnosis and swift, appropriate
intervention.
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Figurs 3: Diagrammatic representation of cesarean scar
pregnancy

THE CHALLENGE OF DIFFERENTIAL
DIAGNOSIS

Accurately identifying a scar pregnancy as
early as possible is vital, though it remains
clinically difficult. CSP can easily be confused
with other conditions, such as:

* Spontaneous Abortion (miscarriage)
* Cervicoisthmic Pregnancy

The primary diagnostic feature that
distinguishes a CSP from a cervico-isthmic
pregnancy is the absence of healthy
myometrium between the bladder and the
gestational sac. In a true scar pregnancy,
this muscular layer is pathologically thin or
nonexistent.

Treatment

Available data strongly suggest that the
treatment of choice for a Cesarean Scar
Pregnancy (CSP) in the first trimester is the

termination of the pregnancy shortly after
the diagnosis. Postponed treatment is usually
associated with poor prognosis. Cesarean scar
pregnancy can lead to massive hemorrhages,
uterine rupture, and disseminated
intravascular coagulation or death.

Therapeutic  approaches range from
traditional dilation and curettage (D&C)
to the surgical excision of trophoblastic
tissues using laparotomy or laparoscopy.
Furthermore, medical literature highlights
successful outcomes using systemic and/or
local administration of methotrexate (MTX)
followed by a D&C.

Conservative and Medical Interventions

Conservative ~ management can  be
considered the first-line treatment in many
early, unruptured ectopic pregnancies.
Options include:

* Systemic Administration of MTX: It is
a standard treatment for tubal ectopic
pregnancy. There should be no reason to
doubt its efficacy on CSP.°

* Local Injection of Embryocides: This
has been successfully reported with local
injection of MTX, potassium chloride,
hyperosmolar glucose, and crystalline
trichosanthin.

¢ Combined Medical Treatment: Combined
medical treatment in varying regimens
have been described by many authors,
e.g., local injection of 8 mEq potassium
chloride (2 mEq/mL) followed by 60 mg
of MTX injected into the gestation sac.

* Medical Treatment Combined with
Surgical Sac Aspiration: Medical
treatment can interrupt the pregnancy,
butsymptomscancontinue withbleeding,
sometimes heavy. Also, it is difficult to
rule out some scar dehiscence already
developing at the time of treatment, as
the very thin myometrium could be in a
state of prerupture.

Surgical and Minimally Invasive Options

e Uterine Curettage: To date, a total of
12 cases of CSP managed by uterine
curettage as primary therapy have been
reported in the English medical literature,
and another 4 cases have been cited in a
case series of 8 CSPs.¢
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* Hysteroscopic Evacuation: In 2006,
Wang et al” have described a successful
treatment of CSP by operative
hysteroscopy and suction curettage,
the first of its kind reported in English
literature. Post-operative serum B-hCG
levels became normal with restoration of
normal echotexture, but this facility will
not be available at all places.

e Laparoscopic Removal: Wang et al®
were the first to perform a successful
laparoscopic resection of a CSP. The
operative  laparoscopy  should be
performed only after an ultrasound
confirms the diagnosis.

* Hysterectomy: In a review until August
2002, hysterectomy was performed in
7 out of 19 cases.” From then, six more
hysterectomies have been reported in the
literature either as a primary procedure

or because other treatment modalities
failed.

Public Health Implications

While many cesareans are truly life-saving
and necessary, and many others are probably
prudent. However, cesareans are not without
risks and should not be taken lightly. The
extremely high cesarean rates in certain areas
of this country and around the world have very
distinct public health implications, both in the
immediate period around the cesarean and for
years afterward. In particular, the long-term
implications of cesareans are underrecognized.

CONCLUSION

Ultimately, the management of a Cesarean
Scar Pregnancy (CSP) requires a high index
of clinical suspicion. Without an accurate and
early diagnosis, the condition can escalate to
uterine rupture or necessitate a hysterectomy,
resulting in significant maternal morbidity
and the permanent loss of future fertility.
A primary danger lies in misidentifying the
implantation site; if a CSP is mistaken for a
routine miscarriage, a common procedure like
a dilation and curettage (D&C) can trigger
catastrophic hemorrhage, as seen in the case
discussed.

This highlights a critical need for education:
both sonologists and trainee doctors must

be trained to recognize the specific markers
of this condition. Due to the complexity
of the pathology, senior obstetricians
should be directly involved in developing
and overseeing the management plan.
Furthermore, because reliable clinical data
remains scarce, it is essential to provide
patients with comprehensive information,
empowering them to make an informed choice
for management.
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