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 Abstract
A cesarean scar pregnancy is a pregnancy located within the uterine muscle after previous cesarean sections. 
Recent years have shown a significant increase in the rate of CS and an improvement in the ultrasound diagnosis, 
and therefore a trend towards an increase in the rate of CSP cases has been reported in many countries. 

We report on a case of CSP diagnosed using ultrasound at 5/6 weeks’ gestation and confirmed by magnetic resonance 
imaging. The patient underwent surgical management at 13 weeks, combined with the chemioembolization of the 
uterine arteries. The current review aims to update the knowledge of the available treatment modalities.

 Key words: cesarean scar pregnancy / ultrasonography / magnetic resonance /
       / embolization / treatment /

Otrzymano: 20.02.2014
Zaakceptowano do druku: 25.04.2014

Adres do korespondencji:
Anna Kwaśniewska, 
Department of Obstetrics and Pathology of Pregnancy, Medical University of Lublin
ul. Staszica 16, 20-081 Lublin, Poland
tel./ fax. +48 81 532 26 12
e-mail: anna.kwasniewska@umlub.pl



©  P o l s k i e  T o w a r z y s t w o  G i n e k o l o g i c z n e Nr 12/2014962

    

  położnictwo
P R A C E  K A Z U I S T Y C Z N E Ginekol Pol. 2014, 85, 961-966  

Anna Kwaśniewska et al. Cesarean scar pregnancy: uterine artery embolization combined with a hysterectomy...

Introduction
Cesarean Scar Pregnancy (CSP) is a pregnancy located 

within the uterine muscle, usually   after one or more Cesarean 

Sections (CS). CSP has been described after both spontaneous 
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trophoblast is located in the lower segment of the uterine scar, in 
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years a trend towards an increasing rate of CSP cases has been 
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years. There is no consensus on how long to wait before the next 
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The natural history of CSP may be a silent abortion. [14] 
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trimester, usually due to a hemorrhage and uterine rupture [15, 

16]
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expectant management, methotrexat therapy, local injections of 

methotrexat, gestational sac aspiration, dilatation and curettage, 
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artery embolization. [18]

8'
� �	�-���	�� ��� 9:�� 	�� �� �	�5*���� ����� �'��� �
O�	�
��


D+
�	
�*
#�8'
�+�	/�����	�-����	*������	���'
�7�-	��������������#�

$%<&�8'
� *�	�
�	�� ���� �'
� 
����� 	�
��	5*��	������9:�� 	�� �'
�5����

trimester are as follows:
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R� the detection of a gestational sac within the anterior lower 

segment of the uterus embedded in the cesarean scar,
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R� the pathologies of the adnexa should be excluded, and 
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diagnosis of CSP. The combination of multiplanar images 
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All options (surgical, pharmacological) carry a risk of serious 
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are just a few descriptions of the application of this method in 

obstetrics. 

 Streszczenie   
Ciąża w bliźnie po cięciu cesarskim jest ciążą zlokalizowaną w warstwie mięśniówki przedniej ściany macicy, w 
miejscu blizny po cięciu cesarskim. W ostatnich latach zaobserwowano znaczący wzrost odsetka cięć cesarskich 
oraz udoskonalenie diagnostyki ultrasonograficznej. W wielu krajach doprowadziło to do znacznego zwiększenia 
liczby rozpoznawanych przypadków ciąży w bliźnie po cięciu cesarskim. 

Opisywany przypadek przedstawia rozpoznanie ciąży w bliźnie po cięciu cesarskim w 5/6 tygodniu ciąży w ba-
daniu ultrasonograficznym oraz jej potwierdzenie w rezonansie magnetycznym. W 13 tygodniu ciąży wykonano 
embolizację tętnic macicznych z następową histerektomią bez przydatków. Przedstawiono przegląd piśmiennictwa 
dotyczący aktualnych rodzajów postępowania klinicznego. 

 Słowa kluczowe: ��������	
������������������������/��
�������������/ 
     / rezonans magnetyczny / embolizacja / leczenie / 
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Case report
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the uterus and occupying one third of the thickness of the uterine 
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to such a treatment, and wanted to continue the pregnancy. 

After stabilization of the bleeding the patient was discharged 

with a recommendation of treatment with progesterone and 
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and found trophoblast adherence to the bladder wall which did 

not exclude the possibility of it growing in. (Figure 4). Surgical 

management was proposed to the patient, and she consented to a 

hysterectomy only after a prior uterine artery embolization (UAE). 

The procedure was performed at the Department of Radiography 
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separation of the peritoneum, we found that the uterine scar had 

ruptured and that the amniotic sac was protruding through the 

�*������
��9:�	�����'
��6��/	����*�7	����!	-��
�0"#�8'
��
�
����

complications during the treatment. The histopathology report 
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Figure 1. Transvaginal ultrasound image of a cesarean scar pregnancy at 6 weeks. A gestational sac is visible within the myometrium with the endometrial and cervical canals 
both empty. The thickness of the uterine wall is 0.46 cm.
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Figure 2. Evaluation of the vascular supply of the cesarean scar pregnancy at 13 weeks’ gestation with a 3D transvaginal ultrasound with VOCAL software.

 
Figure 3. An ultrasound performed at 13 weeks’ gestation, using an abdominal probe. The apparent vascularization confirms the invasion of the trophoblast into the cesarean 
section scar and towards the bladder. The myometrium thickness is 0.24 cm.
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We describe a case of CSP which is a serious type of ectopic 
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performing curettage. [24] The ability to diagnose CSP early is 

needed in order to successfully administer treatment. 
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a growth towards the bladder. The progression of the trophoblast 

tissue towards the bladder wall had been shown by a reduction 
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used to show the gestational sac embedded in the anterior lower 

uterine segment, and to assess the possibility of a myometrial 
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pregnancy. A delay in treatment can result in uterine rupture, or 
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patients decided to continue with their pregnancies. The earliest 

gestation at which CSP has been diagnosed was at 5 weeks, and 
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gestation, usually resulting in an urgent cesarean hysterectomy 

with or without bladder repair due to hemorrhaging. [15, 26] 
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Figure 4. A magnetic resonance image of the cesarean scar pregnancy at 13 
weeks, showing the infiltration of the trophoblast into the uterine wall and towards the 
bladder. U – uterus, T – trophoblast, B – bladder.

 
Figure 5. An angiogram of the left uterine artery with the extravasation of the 
contrast before uterine artery embolization. 
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The decision regarding treatment should be made by the 
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our case, the patient did not agree to terminate the pregnancy at 
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should be preferred. [28] Other researchers measured the 

proceeding of the myometrial thickness between the gestational 
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that the intrauterine approach (hysteroscopy) is safe in cases with 
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The UAE is a method of treating CSP alone, or in combination 

with the administration of metorthrexat, before or after uterine 
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combined with metothrexat before curettage. The other four were 

treated with emergency UAE for uncontrollable hemorrhage after 
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period between CS and the actual diagnosis of CSP ranges from 
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this period of time. 

Conclusion
Blind dilatation and curettage should not be recommended 

for CSP.
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ultrasonography examination to determine the localization of the 

gestational sac at the early stage of pregnancy.
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needed for creating recommendations for the treatment of SCP.
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