Jentashapir J Health Res. 2015 June; 6(3): e28703.

DOI: 10.5812/jjhr.28703v2
Letter

Published online 2015 June 27.

Non-Surgical Treatment of Cesarean Scar Pregnancy: Two Case Reports
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Dear Editor,
Cesarean scar pregnancy refers to implantation within
the myometrium of a prior cesarean delivery scar. Its incidence approximates 1 in 2000 normal pregnancies and
has increased alongside the cesarean delivery rate (1).
Several treatment options are available, but none of
them are standard. Because of the risk of uterine rupture
and uncontrollable bleeding, hysterectomy is indicated.
However, several types of conservative treatments have
been used such as dilation, curettage, and excision of trophoblastic tissue using laparotomy or laparoscopy (2, 3).
Fertility preserving options include systemic or locally
injected methotrexate (MTX), either alone or combined
with conservative surgery (4).
There are two cases of cesarean scar pregnancies, which
were treated completely with locally injected methotrexate (in one case) and potassium hydrochloride (in the
other one).
Case 1: She was a 33-year-old woman with a history of
one previous C/S presented with spotting per vagina of 9
weeks’ amenorrhea. Transvaginal sonography showed a
33 mm gestation sac with fetal heart and yolk sac at lower
segment of uterine at the location of previous C/S scar. No
intrauterine gestational sac, adnexal masses, or free fluid
was noted on sonography. The first β-hcG titer (β subunit
of human chorionic gonadotropin) of the patient was
58000 IU/L. She was offered for observation. Her second
set of β-hcG increased to 110500 IU/L. Two doses of MTX
with 48 hours interval were prescribed for her. In her follow up, the repeated transvaginal sonography showed
similar findings with fetal heart activity.
The patient did not experience any symptom of pain
or bleeding at this point and was clinically stable. She
was offered the option of injection KCL with sonography
guidance. Next day after KCL injection, the fetal heart
was not detected. The patient was observed for one more
week and then discharged with weekly checking of β-hcG

titer. At the third week of follow-up, her β-hcG level was
under 1000 IU/L. The level of β-HcG became negative after
4 weeks and ectopic pregnancy mass in cesarean scar disappeared after 5 months.
Case 2: She was 34 years old with a history of one previous C/S who was presented with spotting per vagina of 6
week’s amenorrhea. Transvaginal sonography showed an
18x20 mm gestation sac with fetal heart and yolk sac at
lower segment of uterine at the location of the previous
C/S scar. No intrauterine gestational sac, adnexal masses,
or free fluid was noted on sonography. The patient’s first
set of serum β-hcG titer was 14480IU/L. She was offered for
observation. Her second set of β-hcG increased. Two doses
of systemic MTX were prescribed for her. In follow up, the
repeated transvaginal sonography showed similar findings with fetal heart activity.
The patient did not experience any symptom of pain or
bleeding at this point and was clinically stable. She was
offered the option of MTX injection with sonography
guidance. In her follow-up after injection, the fetal heart
was not detected. She was discharged with weekly checking of β-hcG titer. At the second month of follow-up, her
β-hcG level was undetectable. Cesarean scar mass disappeared after 6 months and she became pregnant with
normal implantation of pregnancy after 2 years.
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