LETTER TO THE EDITOR

Scar Ectopic Pregnancy

Sir,

Caesareanscarectopic pregnancy (SEP) isarare kind of ectopic
pregnancy. Itis defined as low implantation of blastocyst on the
scarintheuterus. Thefirstcase wasreportedin 1978.1 The esti-
mated incidence of SEP is from 1/1800 to 1/2500 of all preg-
nancies®® and estimated 6.1% of all ectopic pregnancies are
SEP*, whichis morethanthatofcervical ectopic pregnancies.*

A 30-year female, presented in the Emergency Department of
Gynaecology with a complaint of three months of amenorrhea
with mild bleeding per vaginum (PV) and lower abdominal pain
since oneday. Inobstetric history, she was gravida 6 para 5 with
previous three caesarean deliveries with history of scar dehis-
cenceinlastcaesareansection. Onperabdominalexamination,
the abdomen was soft with mild suprapubic tenderness. On
bimanual examination, OS was closed, partially effaced and
ballooned in its upper part. Ultrasound revealed 12+ weeks
missed abortion, and placenta onthescar. The upper partofthe
uterine cavity wasempty and adnexae were normal (Figure 1).
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Figure 1: Ultrasound image showing low implantation of gestational sac
onscar.

On Doppler examination, excessive anterior vascularity was
highly suggestive of caesarean SEP. On investigations, routine
hemogram, renal functions and liver functions were normal.
The patient was vitally stable, so injection methotrexate 1
mg/kg intramuscular was given. The patient was counselled
about the use of methotrexate and risk of hysterectomy. On
admission, B-HCGlevelwas 1151 1U/L, which was repeated after
the seventh day of methotrexate administration, which
decreased to 728 IU/L. As patient had no PV bleeding and no
pain, so she was discharged after eight days with plan of weekly
B-HCGmonitoringandfordilatationand evacuation aftersignifi-
cant decrease in B-HCG result. The patient again presented
afterthree days of discharge in Emergency Department with PV
bleeding and pain. On PV examination, OS was opened, fetus
was feltin the vagina, and was removed manually, followed by
severe PV bleeding and shock. Patient was shifted immediately

to Operation Theatre (OT). Suction evacuation was done. BAKU
balloon was inserted and cerclage stitch applied. Patient was
shifted to ward for observation. She continued to bleed slowly
and her haemoglobin dropped, so she was again shifted to OT
for laparotomy. Intraoperative finding was complete placental
erosion oflower uterinesegmentandthere was massive hemor-
rhage during operation. Four units of blood were transfused and
subtotal hysterectomy was done to shorten the operative time
and to decrease the morbidity as she was young. The patient
was discharged home after the seventh postoperative day in
good condition.

The incidence of SEP has been increasing due to increasing
number of caesarean deliveries and decline in a trial of labour
after caesarean section. History of previous scar dehiscence
likely poses a risk of scar implantation,” as in our case. Also the
previous history of dilatation and curettage, myomectomy and
hysteroscopy are associated with SEP.' Due to the possibility of
poor vascularity in a scar area, there is impaired healing and
formation of a myometrial defect, in which the trophoblast may
implant. It is a life-threatening condition, causes excessive
hemorrhage and risk of uterine rupture. The diagnosis of SEP is
very difficult and false-negative diagnosis can lead to major
complications. Therefore, reliable diagnostic ultrasound
criteria are needed. Women with SEP can be presented with
various signs and symptoms, like mild or heavy vaginal
bleeding and/or mild or severe abdominal pain,’ as in our case.
However, up to 40% of patients remain asymptomatic before
the diagnosis of SEP.* Therefore, proper ultrasound localisation
of an early gestational sac in first trimester and understanding
of salient ultrasound features of SEP have an important role in
reducing maternal morbidity and mortality, and providing more
treatment options to preserve uterus for better future fertility.
Transvaginal ultrasound has an important role in pregnancy
diagnosis and localisation of SEP in the first trimester with the
reported sensitivity of 86.4 percent.® Key imaging findings
include an empty uterine cavity and cervix, gestational sac in
the low anterior uterine segment and thinned or absent over-
lying myometrium.” High velocity and low impedance peritro-
phoblastic colour Doppler flow also plays a role in the diagnosis
of SEP.® Various management options are local and systemic
methotrexate, laparoscopic and hysteroscopic resection and
open laparotomy. Management options depend on factors like
gestational age at presentation, hemodynamic stability, availa-
bility of endoscopic expertise and feasibility of follow-up by the
patient. Systemic methotrexate is effective in 71 to 80 percent
of casesandis mosteffectivewhenB-HCGlevelislessthan 5000
mU/ml.” The combination of methotrexate with suction curet-
tage has been shown to have greater efficacy, which justifies
our management in this case. Isolated suction curettage is
generally contraindicatedduetohighriskofincompleteevacua-
tion, uterine rupture, and bladder injury.” Patients who do not
respond to conservative management, require laparoscopic or
open excision; but uncontrollable hemorrhage due to placental
invasion may necessitate hysterectomy.® In this case, history of
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previous caesarean deliveries with history of scar dehiscencein
last caesarean delivery increased the risk of SEP and deep
placentalinvasioninascarwhich lead tofailure of conservative
measures and uncontrollable hemorrhage during laparotomy
whichended upinhysterectomy.

SEP can present diagnostic and therapeutic challenges; and
often combination of treatments are required to ensure
complete termination of pregnancy. While, early diagnosis and
termination in the first trimester is recommended to reduce the
maternal morbidity and mortality.
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