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Medical Management of Cesarean Scar Pregnancy
Sezaryen Skar Gebeliklerinde Medikal Tedavi
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Abstract

Caesarean scar pregnancy (CSP) is an uncommon type of ectopic pregnancy. Here, we aim to present management of our four CSP cases. These
cases were enrolled between January 2012 and January 2016. All the patients treated with 50 mg/m intramuscular methotrexate (MTX) injection.
After treatment, patients were followed until their serum beta human chorionic gonadotropin (3-hCG) levels reached <5 mIU/mL. All the patients
were diagnosed at the first trimester, with the average gestational age of 7 weeks. All patients were cured without surgery. The mean time passed
until B-hCG reached <5 mIU/mL was 28 (range, 22-35) days. Only one patient needed second dose MTX. Based on this limited number of case-series
experience, it seems that systemic MTX should be the first line treatment for CSP instead of surgery.
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Sezaryen skar gebelikleri cok nadir gdriilen ektopik gebelik tiplerinden biridir. Biz bu calismada sezaryen skar gebeligi olan 4 olguyu sunmak istedik.
Bu calisma Ocak 2012-2016 yillari arasinda yapilmistir. Tim hastalar intramskiiler olarak 50 mg/m? metotreksat (MTX) ile tedavi edilmislerdir. Tedavi
sonrasinda hastalar serum insan koryonik gonadotropin (3-hCG) diizeyleri <5 mlU/mL olana kadar izlenmislerdir. Tiim hastalara ilk trimesterde,
ortalama olarak 7. gebelik haftasinda tani konulmustur. Tiim hastalar cerrahi gereksinimi olmadan iyilesmislerdir. B-hCG degeri <5 mIU/mL olana
kadar gecen ortalama siire 28 (22-35) giindi. Sadece bir hastanin ikinci doz tedaviye gereksinimi oldu. Bu sinirli olgu serisinden cikan tecriibemize
gore sistemik metotreksat tedavisi cerrahi tedaviden dnce ilk basamak tedavi olarak uygulanabilir.
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Introduction

Cesarean scar pregnancy (CSP) is defined as an ectopic
pregnancy which is located in the previous cesarean scar, within
myometrium and connective tissue (1,2).

Reported risk factors for CSP are adenomyosis, in vitro
fertilization, previous dilation and curettage, and manual
removal of the placenta (7).

In this report we aim to describe 4 women with CSP and
discuss their clinical presentations, diagnoses and especially
medical management of CSP, along with the published literature.

Case Report

In respect to high cesarean rate around the world, the
frequency of CSP rate is increasing worldwide (3).

CSP rate is 1 in 2.000 pregnancy and 6% of the ectopic

pregnancies are CSP located in previous cesarean scar (4). It is
hypothesized that the mechanism for fault implantation may
be due to the migration of the embryo through either a wedge
defect in the lower uterine segment or a microscopic fistula
within the scar (5,6).

Patient 1 was admitted to hospital with 7 weeks 4 days
gestation and vaginal bleeding. The ultrasound exam revealed
CSP, she was treated with single dose systemic MTX and it
took 35 days to drop the beta human chorionic gonadotropin
(B-hCG) levels under 5 mlU/mL.
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Patient 2 was admitted to hospital for routine examination,
and ultrasound examination revealed CSP, B-hCG level was
23054. Single dose systemic Mtx was given to the patient and it
took 22 days to B-hCG levels become undetectable.

Patient 3 applied to the hospital for the first visit. During her
examination, CSP was diagnosed on the ultrasound exam. Single
dose systemic MTX theraphy was administered to the patient
and 27 days later B-hCG become levels undetectable.

Patient 4 was admitted hospital with 7 weeks and 1 day
gestation and vaginal bleeding. B-hCG levels was 1570 and
ultrasound examination revealed CSP. She was given 50 mg/m?
systemic MTX therapy, B-hCG levels were followed on day 1,
4t 7t as B-hCG levels did not decrease, a second dose MTX
was given on day 8. After second dose of MTX, the 3-hCG levels
became undetectable on the 20. Day of second dose, 28 days
after the first dose.

Four women with ectopic CSP were admitted to our hospital
between January 2012 and January 2016. Two of them had
vaginal bleeding and the others had no symptom other than
amenorrhea. All the patients had ultrasonographic (USG)
assessment and measurement of serial serum B-hCG levels. The
USG assessment of the 4 patients revealed common findings:
A closed internal cervical ostium, a normal cervical length,
and an empty uterus. In all the pregnancies, the intramural
location of the gestational sac was consistent with the previous
Cesarean scar. None of the patient had fetal cardiac activity.
Primarily, medical management was chosen instead of surgery
for all patients. Before the MTX administration, liver and
kidney functions were evaluated. The age, symptom, parity,
USG assessment, serum B-hCG level, management, need for
additional therapy and follow-up period of the 4 patients are

summarized (Table 1). Systemic MTX 50 mg/m? was given to all
of the patients. The size of the gestational sac and the treatment
B-hCG levels were followed until the gestational sac shrank and
the B-hCG level reached <5 mIU/mL.

Serum B-hCG levels were checked before treatment and then
on the 4" and 7™ days of treatment. Progression of B-hCG levels
was showed in Figure 1. Only one patient was given second
dose MTX because of the plateau of B-hCG levels. The second
dose was given same as the primary injection. The B-hCG level
was undetectable for a maximum of 28 days (Figure 1). After
MTX treatment ultrasonography was repeated. USG assessment
showed reduction in mass. No further intervention was made.

One of the patients experienced vaginal bleeding during
the follow-up. Patients were hospitalised in order to follow
hemoglobin levels. Vajinal bleeding stopped after the second
dose of MTX. Complication did not occur due to treatment or
CSP in patients.
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Figure 1: Changes in serum beta human chorionic gonadotropin levels

(B-hCG) of the four patients cesarean scar pregnancy before and after
systemic methotrexate treatment

Table 1: Clinical characteristics of the patients during diagnosis and management period. Summary of the characteristics of the

4 patients treated with systemic MTX

Age
Parity/Previous CS (n)

Presentation

Ultrasonography findings

Estimated GA (weeks)
B-hCG level on admission (mIU/mL)
Systemic methotrexate

Duration of p-hCG to become negative
(days)

3-hCG: beta human chorionic gonadotropin

128

Patient 1
38
4/2

Bleeding (spotting)

GS: 30x34x55 mm, YS
(+), CRL: 5.7 mm, HB (-)

8
51.740
Single dose

35

Patient 2
4
2/1

Pelvic discomfort

GS: 27x23x17 mm, YS
(+), CRL: 5.1 mm, HB (-)

7
23.054
Single dose

22

Patient 3
38
2/2

Asymptomatic

GS: 32x25x18 mm, YS
(+), CRL: 5.8 mm, HB (-)

7
38.057
Single dose

27

Patient 4

39

3/3

Moderate bleeding,

pelvic pain, uterine
tenderness

GS: 21x18x15 mm,
YS (+)

7
1.170
Second dose

28
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Figure 2: Ectopic cesarean scar pregnancy visualized by transvaginal
ultrasonography

The increase of caesarean section prevalence, gives a rise
to an increase of cesarean section complications. Regarding

cesarean scar pregnancy is an uncommon type of ectopic
pregnancy, data about caesarean scar comes from retrospective
or observational studies. Optimal approach for treatment
has not been established and thus it is essential to recognise
localisation of CSP early.

CSP treatment options consist of systemic or local MTX
injection, local potassium chloride administration, surgical
removal of CSP, dilatation and curettage, hysteroscopy, uterine
artery embolisation and hysterectomy. Also, there are some
novel treatment options like uterine artery chemo-embolisation
with dilatation and curettage or epidermal growth factor
receptor inhibitor use (8).

Most women who diagnosed as CSP are in their reproductive
ages and preserving fertility is another issue about treatment.
Medical treatment appears to be most appropriate first line
treatment and has been adopted in our clinic as the primary
treatment for CSP. At first, the success rate of systemic MTX was
reported to range between 71% and 80%, with a hysterectomy
rate of only 6% (9). A systematic review also showed that
hysterectomy was needed in 4% of patients after first-line
systemic MTX treatment (9). In our study systemic MTX treatment
was successful in all cases, despite the wide range of B-hCG
levels. Even though the B-hCG levels get higher as the diagnosis
usually delayed compared to tubal ectopic pregnancies, MTX
treatment was successful on these values either. There were
not any complications occurred due to the treatment. Only one
patient needed second dose systemic MTX and interestingly
whose B-hCG level was the lowest. And the time needed for

B-hCG levels to become undetectable were 5 weeks at most.
Since surgical treatments for CSP carries risk of hysterectomy,
bleeding and uterine rupture, medical treatments should be the
first treatment option. Besides low complication rates, rapid
resolution time is another advantage of systemic MTX therapy.
On the other hand surgery is the first treatment of choice when
the woman is hemodynamically unstable patient or histological
confirmation is necessary.

The majority of patients get pregnant spontaneously
following
conception rate is 87.5% (10). It is advised that the conception

uterine-conservative treatment of CSPs. The

date after CSP should be at least 1 year in as much as the uterine
scar may be healed and there is no prevention method-(10).

Limitation of this report is low number of patients and
retrospective nature of the study.

In conclusion, our study showed that CSP can be successfully
managed with systemic MTX therapy even in patients with high
hcg levels. Although there is no consensus on treatment method
for CSP, from this reported series, we suggest that systemic
MTX treatment should be first line approach in clinically stable
women. Managing with CSP, women need to be assessed based
on their own medical conditions and findings.
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