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When implantation of the early embryo occurs at the scar of previous cesarean, it is
called cesarean scar pregnancy. Though in uterus, it behaves like an ectopic pregnancy
with risk of rupture and hemoperitoneum. A 37-year-old woman came with missed
period and vague abdominal discomfort; she had a positive pregnancy test. She had
previous two cesarean sections. The last cesarean section was 12 years ago and the
patient was not using any contraception. Her ultrasonography (USG) was inconclusive; β human chorionic gonadotropin was 2,980 mIU/mL. Her repeat USG showed
a hypoechoic area at the cesarean scar site, behind the reflection of bladder, separated from bladder by a thin layer of myometrium. She was counseled regarding the
management options and prognosis. She was managed with two doses of injection.
Methotrexate on day 1 and day 4. β human chorionic gonadotropin was repeated until
it was close to normal. USG was also repeated. Cesarean scar pregnancy can be managed by many ways; the one most suitable to the patient with least side effects should
be adopted, after adequate counseling of the patient.

Introduction
Location of pregnancy outside the uterine cavity is considered as ectopic pregnancy and the fallopian tubes are considered as the commonest site for it. Cesarean scar pregnancy
occurs if the gestational sac is implanted in uterus at the site
of previous scar of cesarean section or hysterotomy.1 This
generally leads to invasion of this area by trophoblasts leading to further thinning and rupture of this area with consequent hemoperitoneum.2 Rarely cases of live births have also
been reported.1 Previous uterine cesarean or hysterotomy
scar is the only risk factor for this type of pregnancy. The
occurrence of cesarean scar pregnancy is likely to increase
due to better sonographic equipment and rising numbers
of cesarean scars; presently, it is estimated to be 1:1,800 to
2,500 of all cesarean deliveries performed.3
Though the resolution of sonography machine has
improved considerably, diagnosis of cesarean scar pregnancy
is challenging, often being confused as failing intrauterine
pregnancy and inevitable abortion. It has been reported
that as many as 76% of cesarean scar pregnancy might be
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misdiagnosed4,5 and can be challenging to the obstetricians.
This can lead to avoidable complications, for example, hemoperitoneum, shock, emergency hysterectomy, and rupture of
uterus in future pregnancy.5
We report this case not only for its rarity, but also for
timely diagnosis, and successful treatment after discussing
all options of management with the patient.

Case Report
A 37-year-old para 2 woman came with vague lower abdominal discomfort and missed period. She had previous two
cesarean sections; the last was 12 years back. She was not
using any contraception. She was a known diabetic for the
past 5 years and was on oral hypoglycemic agents. She did
a urine pregnancy test at home, which was positive. As she
did not want this pregnancy, she went for medical termination of pregnancy to a local practitioner and an abdominal ultrasonography (USG) was done which failed to show
any gestational sac. So her β human chorionic gonadotropin
(HCG) was done, it was 2,980 mIU/mL.
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She came to our hospital with this history and reports of
USG and β HCG. Her examination revealed stable vitals, soft
abdomen. Pelvic examination showed healthy cervix and
soft anteverted uterus without any cervical motion tenderness. Her transvaginal USG revealed endometrial thickness
of 10 mm, a hypoechoic area located anteriorly above the
internal os, close to the bladder reflection (►Fig. 1). It had a
fetal pole corresponding to 7 weeks of pregnancy. The myometrium over the sac was thinned out. Diagnosis of cesarean
scar pregnancy was made on suggestive USG picture. Patient
and her husband were informed about the case and the problems associated with it. Management options were discussed
with them, as it was an unwanted pregnancy she opted for
medical management with methotrexate.
Patient was given methotrexate injection (1 mg/kg body
weight) on day 1. Her β HCG was repeated after 48 hours
which was 3,250 mIU/mL and her complete blood count was
also repeated which was within normal limits. She was given
a second dose of methotrexate injection on day 4. Her repeat
β HCG showed a declining trend and was 2,220 mIU/mL. She
was followed with weekly β HCG, which was 5 mIU/mL after
5 weeks (►Table 1 and ►Fig. 2). She did not develop any
problems with methotrexate injection like jaundice, mouth
ulceration, gastritis, urinary problems, etc.
Transvaginal sonography was repeated after 2 weeks and
4 weeks; which at 2 weeks showed a gestational sac was
much smaller in size and crumpled, and at 4 weeks it was
undetectable.

Table 1 Timeline of management with β human chorionic
gonadotropin and USG
No.

Day

β HCG (mIU/mL)

1

0

2,980

2

1

3

3

4

4

Management done
Methotrexate injection
(1 mg/kg body weight)

3,250

β HCG showed a rise
after 48 hours.
Second dose of methotrexate injection given

5

5

2,220

Falling trend of β HCG

6

7 day

960

Follow-up

7

2 weeks

440

TVS—tiny hypoechoic
crumpled sac seen

8

3 weeks

–

Follow-up

9

4 weeks

67

TVS repeated—no sac
seen

10

5 weeks

5

Follow-up

Abbreviations: HCG, human chorionic gonadotropin; TVS, transvaginal
sonography.

►Fig. 1 shows transverse section showing gestational sac
in the myometrium close to bladder reflection anteriorly and
some calcification at the endometrial cavity.

Observation
The management and the follow-up of this patient are
depicted in ►Table 1. Trends in beta HCG are depicted in
►Fig. 2.

Discussion

Fig. 1 Cesarean scar pregnancy.
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Cesarean scar pregnancy is a unique type of pregnancy,
though present in uterus many like to consider it as ectopic
pregnancy. A history of previous delivery by cesarean section is needed for the diagnosis of cesarean scar pregnancy.
A history of previous uterine cesarean scar, missed period/
positive urine pregnancy test, and the typical USG picture is
required for the diagnosis of cesarean section scar pregnancy.
Transvaginal sonography gives a better resolution; and empty
uterine cavity and empty endocervical canal, gestational
sac at the lower uterine part near the bladder reflection,
away from the uterine cavity with rim of myometrium over
it gives a clue for diagnosis. Fetal pole and yolk sac may or
may not be present depending on the duration of pregnancy.
Close reflection of bladder peritoneum near the lower part
of cervix tells about the location of previous scar of cesarean. A closed cervix and empty cervical canal helps in ruling
out incomplete abortion and cervical ectopic pregnancy, an
important differential diagnosis.5 3D and 4D USG images give
accurate location of this type of pregnancy, where images can
be reconstructed to see gestational sac away from the endometrium, at the bladder reflection and thin stretched myometrium over it. Adding color to it shows high vascularity,
and better delineation of blood vessels can be seen.
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Fig. 2 Trends of β human chorionic gonadotropin with methotrexate injection (arrow points to administration of methotrexate injection).

Treatment of cesarean scar pregnancy needs to be individualized. If the gestational sac is empty, or the fetal pole
or cardiac activity is not seen and the β HCG is stationary
or suboptimally rising a possibility of failing pregnancy
deserves careful follow-up by transvaginal sonography and
estimation of β HCG. However, some may still prefer to give
methotrexate injection in such condition. A rising HCG and/
or appearance of cardiac activity in such a situation should be
treated with methotrexate, which can be given as single dose
or multiple doses. Both of them have been equally effective in
treating ectopic pregnancy; however, multiple doses of methotrexate are associated with more side effects.6 Intralesional
methotrexate may be more effective if the size of sac is more
than 5 cm and presence of cardiac activity and if future fertility is desired.7 Alternatively uterine artery embolization and
local Methotrexate7,8 may also be effective. There have been
reports of treating cesarean scar pregnancy vaginally by suction evacuation under USG guidance, but brisk bleeding is a
risk which may require local balloon tamponed.8 If the patient
wishes to continue pregnancy risk of hemorrhage, adherent
placenta, uterine rupture necessitating hysterectomy and
need for a repeat cesarean needs to be counseled to her by
the treating physician.5 If the patient presents late after rupture, excision of the pregnancy or even hysterectomy may be
needed. Intralesional methotrexate guided by USG has also
been done9 with success. Methotrexate systemic as single or
multiple doses or intralesional is the commonly preferred
treatment.8 Intralesional methotrexate is a good choice if the
pregnancy has cardiac activity and is 6 to 8 weeks in size.
Side effects of methotrexate are more with multiple dosing. If
the pregnancy grows toward the uterine cavity after implantation, it is possible to have term pregnancy. Evidence-based
management of cesarean scar remains unclear; hence, these
patients need to be individualized for management.10,11
In our patient, we had given two doses of methotrexate
injection as the β HCG was raised after the first injection. She
did not develop any systemic side effects of m
 ethotrexate.

Individualized treatment according to patient’s characteristics and wishes taking care of contraindications and side
effects should be practiced to have the best results. Early pelvic USG, preferably transvaginal is recommended for early and
diagnosis of this condition. It also stresses the need for effective contraceptive practices to avoid unwanted pregnancies.

Conclusion
Cesarean scar pregnancy is likely to rise in incidence due to
increasing numbers of cesarean sections. Timely diagnosis
with typical USG characters need to be looked for early diagnosis. There is no single best treatment for this condition.
Individualized management of patients taking care of her
wishes, contraindications, and side effects can give satisfactory results.
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