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Abstract

caesarean section scar.

Objectives: To describe a case report of an ectopic pregnancy in a previous caesarean scar.

Case Report: A 32 year old quintagravida presented with symptomatology and diagnosis of a silent miscarriage. Medical termination
with misoprostol was attempted followed by surgical evacuation. During surgery excessive bleeding and a defect in the anterior wall of the
uterus was noted. Laparotomy was performed to excise the scar tissue and repair the uterus.

Discussion: An embedded gestational sac is quite rare yet its incidence might increase due to the increasing rate of caesarean sections.
Diagnosis via various modalities in high risk patients must be performed, including ultrasound and MRI.

Conclusions: When a surgical evacuation is done, care must be taken to identify products of conception embedded in the previous

Introduction

Retained products of conception, trauma to the uterus or
cervix, poor uterine contractility or cervical pregnancies are all
causes of prolonged bleeding after an incomplete miscarriage,
yet previous caesarean section scar gestations are most often
overlooked or not thought of. The first case of post-abortal
haemorrhage caused by a Caesarean section scar implantation
was described in 1978 [1]. There have since been a few other
solitary cases described. Some have followed formal attempts at
surgical terminations of pregnancy following a failed attempt at
a medical termination [2]. An increased index of suspicion and
early diagnosis may aid in avoiding unwanted circumstances. The
present case describes a case of severe haemorrhage during an
attempt at surgical evacuation after a failed attempt of medical
management of a missed miscarriage.

Case

The patient, a 32-year-old gravida 5 para 3*! presented with
bleeding per vaginam and mild abdominal cramps at 14 weeks
of gestation. The patient had had similar episodes at 5 and 10
weeks respectively of this unplanned pregnancy which had
settled spontaneously. The patient’s obstetric history included
three previous caesarean sections with the last one four years
previously. She had in the interim had a spontaneous miscarriage

requiring surgical evacuation. She had turned down the offer of
a tubal sterilization after her last Caesarean section. On clinical
examination, vaginal bleeding was moderate while the cervical
os was closed. An ultrasound scan showed a foetus with a Crown-
Rump Length of 3.5cm with absence of foetal heart motion or
foetal movements. There was also a clot of about 3.8x1.72 cm
size low in the uterine cavity. In view of the closed cervix, an
initial decision for medical management was taken. 800mcg of
misoprostol were inserted in the posterior fornix. A few hours
later, products of conception (POC) were noted in the cervical
os on examination. These were removed, but vaginal bleeding
continued to be moderate to severe, despite a bolus dose of
syntometrin injection and a syntocinon infusion. A formal
suction curette exploration of the uterine cavity was performed
with the removal of further placental products. In spite of this
the severe uterine bleeding continued. Digital exploration of the
uterine cavity suggested a defect at the site of the old uterine
scar, and a laparotomy was performed in view of the previous
obstetric history and the examination findings.

At laparotomy, POC were noted to be embedded in the
previous caesarean section scars extending throughout the
thickness of the uterine wall. The uterine scar was excised
together with the remaining POC, and the uterus was sutured
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in two layers to control the bleeding. Histology confirmed
normal trophoblastic tissue. The post-operative period was
uneventful. The patient was later advised to strongly consider
effective contraception, after which she opted for insertion of a
levonorgestrel containing intrauterine device.

Discussion

A gestational sac in a previous caesarean section scar is the
rarest form of ectopic pregnancy and its diagnosis requires a
very high index of suspicion since its symptoms could easily be
due to a miscarriage [1,3-5]. Since the first case reported was by
Larsen et al. [1], there has been a slow increase in incidence in
the past years possibly due to the progressive overall increase
in caesarean section rates [3,4,6]. Presently, its incidence ranges
from 1:1800 to 1:12216 of normal pregnancies with the majority
having had only one previous caesarean section [7].

A diagnosis of scar gestation needs to be definitively ruled
out in women with a history of caesarean section and continuous
haemorrhage during surgical evacuation of POC [8-10]. A pre-
intervention diagnosis may be suggested by a trans-vaginal
ultrasound examination [11,12], which could possibly show a
gestational sac in the lower anterior uterine wall in the region of
the previous caesarean section scar with the rest of the uterine
cavity being empty [4,9]. Increased peri-trophoblastic activity
on doppler or absence of a healthy myometrium between the
bladder and the sac might be early signs with a previous history
of caesarean section [4]. MRI diagnosis was also suggested
by Yves et al in patients with an inconclusive trans-vaginal
ultrasound scan [13].

Medical termination of the pregnancy using misoprostol in
such a situation may result in partial evacuation of the uterus
followed by continuing post-abortion bleeding. This would
require urgent surgery to control the haemorrhage. In this case,
resection of the scar edges with the infiltrating POC with re-
suturing was undertaken since the patient was not consented
for a hysterectomy. Pre-intervention diagnosis of a surgical scar
pregnancy would enable an attempt at medical termination
with systemic or localized methotrexate. This intervention has
shown mixed results with a percentage still requiring surgical
evacuation or laparoscopic/laparotomy removal of the uterine
scar and POC [3,5,6,14]. Such form of termination is obviously
unsuitable in advanced gestations, yet it may be considered as
a suitable first line treatment in uncomplicated, stable cases
who prefer conservation of fertility [3]. Most of the literature
recommends against “blind” surgical vaginal evacuation of POC
in diagnosed uterine scar gestations unless done under direct
vision [15,16]. However, some units have successfully used
ultrasound -guided suction curettage, with those who needed
further haemostasis receiving a Shirodkar stitch [17]. Operative
hysteroscopic removal might be an alternative choice [15].
Alternatively, laparoscopic removal of the POC, the sacculus and
scar tissue can be carried out ensuring proper obliteration of the
wound. This method will allow for safe removal of all the tissue

and should only be undertaken by experienced laparoscopic
surgeons, especially since the latest that this was done was in an
11 week gestation [18,19].

Serial monitoring with serum b-HCG levels should also be
carried out to ensure against persistence of active trophoblastic
tissue. Because of the risks of a recurrence, tubal ligation during
the procedure should also be considered if the patient has a
complete family and if prior proper consent obtained.

Conclusion

Although rare, obstetric patients with previous caesarean
sections are at risk of having an ectopic pregnancy in the
uterine scar often complicated by abnormal infiltration of the
trophoblastic tissue. This complication needs to be considered
and ruled out before any attempts at medical or surgical
termination of pregnancy or in managing a spontaneous
missed abortion. The use of trans-vaginal scanning and proper
interpretation can aid such diagnosis and avoid unwanted
complications whilst conserving future fertility. Blind vaginal
surgical evacuation needs to be avoided with the laparoscopic
or operative hysteroscopic approach being the preferred means
of manual removal of the products of conception and possible
scar tissue.
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