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Cesarean scar pregnancy (CSP) is a rare but life-threatening condition representing approximately six percent of all
ectopic pregnancies in women with history of cesarean delivery [1]. Treatment options vary from medical management,
surgical procedures and endovascular approach and aim to prevent serious complications (massive hemorrhage, uterine
rupture) and preserve fertility [2]. Superiority of any from the above-mentioned treatment modalities as well as their im-
pact on subsequent pregnancies is a matter of an on-going debate. To date, only few reports on recurrent cesarean scar
pregnancy (RCSP) are available in the literature [3, 4]. We hereby present such a case treated successfully with uterine
artery chemoembolization (UAC).

A 34-year old female G6P3114 (3 cesarean deliveries, 1 miscarriage, 1 ectopic pregnancy — CSP treated with UAC
and 4 living children) was admitted to the Department of Gynecology for prenatal care at eight weeks of gestation.
The patient reported minor vaginal bleeding a few days prior to the examination. A physical examination disclosed no
abnormalities. Laboratory tests revealed a serum S-hCG of 49.796 mlU/mL. The hemoglobin and red blood cell counts
were within the reference ranges. Transvaginal ultrasound (TVUS) showed a gestational sac measuring 50 X 25 mm located
in the cesarean scar (Fig. 1A, B). CRL of 0.44 cm corresponded to gestational age of six weeks and two days. Fetal heart
rate was detected.

After multidisciplinary consultation and informed consent from the patient she was referred for UAC. The reason for
this treatment was twofold. Firstly, the dose of methotrexate is lower compared to systemic therapy. Secondly, tempo-
rary embolization of uterine arteries reduces the blood loss during suction curettage. In all sterile conditions selective
catheterization of both uterine arteries was performed (Fig. 1C, D). A total dose of 50 mg methotrexate, half of which was
mixed with gelatin sponge powder, was administered bilaterally until complete obliteration of the vascular supply to the
gestational sac. In control TVUS examination 24-hours after the procedure no evidence of fetal cardiac activity was noted,
and suction curettage was performed. Gradual drop of serum 8-hCG levels was observed in the following days. After five
days the patient was discharged in good clinical condition with strict precaution to return to the emergency in case of
any disturbing symptoms.

The significant increase in cesarean deliveries observed in the last half of century has led to the increase in the rate of
CSP. However, cases of RCSP are extremely rare and since first reported by Hasegawa et al. [4], only a limited number of
patients is available in the literature. Currently there are no guidelines for the management of neither CSP nor RCSP, but
early termination is recommended. Treatment possibilities include non-surgical (intragestational/systemic MTX admin-
istration) and surgical (laparoscopic evacuation, open excision, embolization) methods. Although some authors suggest
that the management of CSP might correlate with the occurrence of RCSP the evidence is scarce [5]. Therefore, all patients
with history of CSP require special attention and should undergo early sonography in subsequent pregnancies in order
to ensure a normal position of the pregnancy in the uterus and exclude RCSP.
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Figure 1. Transvaginal ultrasound examination showing; A. Gestational sac (star) with its lower part in the prior cesarean scar and urinary
bladder (arrow); B. Numerous blood vessels. C, D. DSA (Digital Subtraction Angiography) showing selective angiography of uterine arteries
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