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INTRODUCTION

Caesarean section (LSCS) scar pregnancy is one of the
rarest forms of ectopic pregnancy which requires early
diagnosis to prevent life threatening consequences. This is
an interesting case report regarding medical management
of caesarean scar ectopic pregnancy which was managed
successfully with methotrexate despite very high -hCG
titres.

CASE REPORT

A4lyearoldgravida 10 para3+6wasseenin the gynaecology
assessment unit. She presented with a 3 day history of
slight lower abdominal pain and PV (per vaginal) spotting
6 weeks after her last menstrual period. Her pregnancy test
was positive and an ultrasound was arranged for viability
and to exclude an ectopic pregnancy. Her obstetric history
included 3 previous caesarean sections, one termination of
pregnancy and 5 early miscarriages. Her first 2 successtul
pregnancies were conceived through In vitro fertilization.

She was on progesterone only pills for contraception,
but had regular monthly bleeds. She had undergone
laparoscopy and laparotomy in the past for severe
endometriosis and polycystic ovarian syndrome.

On admission her observations were normal. The
abdomen was soft and non-tender. Speculum examination
showed normal looking cervix and no bleeding. Her fHcg
level was 72,322 IU/L on admission. The ultrasound scan
showed 19mm irregular sac containing yolk sac, no fetal
pole, protruding into previous caesarean section scar. The
sac appeared to have breached the serosal margin of the
myometrium.

A clinical diagnosis of a caesarean scar ectopic was
made. The scan findings and treatment options (expectant,
medical and surgical exploration) were discussed with
the patient. She opted for medical management by
methotrexate.

92.5 mg methotrexate was administered based on
calculated dose according to 50mg/m2. She was kept as
an inpatient for a week due to the risk of rupture and
subsequent haemorrhage, but she remained completely
asymptomatic. PHcg was repeated on day 7 but was found
to be increased at 99111 IU/L. She was given second dose
of methotrexate owing to less than 15% drop from initial
levels. She was readmitted with slight abdominal pain on
day 9. Her observations were stable.

Options were discussed again including local injection
of methotrexate and hysteroscopic removal. The patient
opted for expectant management with monitoring of
B-hCG Levels.

Serial B3-hCG levels every 48 hours were performed
initially until levels dropped to < 25 IU/L. She stayed
asymptomatic throughout. In the follow up she was advised
to avoid pregnancy for 3 months due to teratogenic effect
of methotrexate.
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DISCUSSION

Caesarean section (LSCS) scar pregnancy is one of the
rarest forms of ectopic pregnancy with an incidence
quoted as approximately 1 in 1800-2000 pregnancies."?

There have been several case reports of caesarean scar
ectopic pregnancy due to the rising incidence of caesarean
section. Implantation occurs as a result of formation of
tract between scar and endometrium canal due to previous
trauma of caesarean section, dilation and curettage (D &
C), hysterotomy, myomectomy, abnormal placentation,
assisted reproduction techniques and manual removal of
placenta.* * Consequences of ruptured /undiagnosed scar
ectopic can be associated with severe maternal morbidity
and mortality due to complications of uterine rupture and
haemorrhage that may require an urgent hysterectomy and
blood transfusion,® thus timely diagnosis and management
is crucial which is challenging.

Bleeding and pain in early pregnancy are the most
common signs at presentation. However, at the time of
diagnosis during the first trimester, approximately one
third of women are completely asymptomatic.’ Ultrasound
aided with colour Doppler imaging plays a pivotal role in
detecting all types of ectopic pregnancies, thus meticulous
transvaginal evaluation of the anterior uterine wall,
endometrial cavity and cervical canal should be performed
in suspected cases in view of history and presentation.®
In equivocal cases magnetic resonance imaging (MRI) or
laparoscopy may aid in diagnostic efficacy.

Management options should be on individual basis
based on the size of the sac and gestational age, the severity
of the patient’s condition and her preference on having any
future pregnancies. Options include expectant, medical and
surgical. More than one of these management options may
be required to successfully resolve the ectopic pregnancy.

Expectant management of a visible scar pregnancy
is considered as potendally high risk for rupture,
although successful cases have been observed. Despite
inconclusiveness of ideal treatment modality for scar
ectopic pregnancy, medical managementwith methotrexate
can be considered as first line in selective group of women
desiring conservation of fertility.”® In a subset of patients
who do not respond to methotrexate but desire fertility
there are successful cases treated with Uterine Artery
Embolization’. Postulated reason of decreased response
to methotrexate can be gestation at or beyond 9 weeks,
embryonic cardiac activity B-hCG, level of > or = 10,000
m IU/mL and crown rump length of greater than 10mm."

Surgical options include wuterine curettage,
laparoscopy and laparotomy particularly with high f-hCG
and not responding to methotrexate.!!

Post treatment surveillance should include serial
clinical examinations, f-hCG measurements and repeat
ultrasound examination as indicated.

For future pregnancies these women should seek
medical advice early, due to chances of recurrences of
ectopic pregnancies in caesarean scar, although very rare.?
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On a glorious evening in Bare in July, the historic sporting
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runs. Bryan Rhodes came in at 3 and after a promising start
was stumped by Nick Sayer going for a glory shot. A very
solid score of 166 proved to be too much for the GP team
despite a stylish knock by the evergreen Jeremy Marriott.
The most exciting moment came when Lakshman had the
GP team trembling with 2 wickets in successive balls and
the hat-trick ball missed by a whisker! Things got a little
confusing at the end as Don Magowan, who had bowled
well for the Hospital team came out to bat for the GP
team, and looked on course to transform their score only
for the 20 overs to be completed.
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