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Abstract

Cesarean scar pregnancy is one of the rare types of ectopic pregnancy. Ultrasonography
enables early diagnosis and the successful preservation of the uterus. However, the correct
diagnosis of cesarean scar pregnancy can be difficult in some cases. We describe a case of
cesarean scar pregnancy that was initially misdiagnosed on the basis of current
ultrasonographic criteria. Ultrasonographic images at 9 weeks’ gestation demonstrated no
gestational sac but did show a bulging mass in uterine wall with irregularly shaped hypoechoic
areas, which resembled the lacunae in placenta previa. Color Doppler imaging demonstrated
that the lacunae-like areas were richly perfused. Cesarean scar pregnancy was finally
diagnosed with magnetic resonance imaging, which showed a lack of myometrium in the lower
anterior uterine wall with placental invasion. Histological examination of the uterus after
hysterectomy revealed the direct invasion of trophoblasts into the mural zone which had
resulted in a deficit of myometrium at the previous cesarean scar. A mass in the myometrium
with richly perfused lacunae-like areas should be considered as one of the important
ultrasonographic findings indicating cesarean scar pregnancy.
(J Nippon Med Sch 2013; 80: 70―73)
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Introduction

Cesarean scar pregnancy is one of the rare types
of ectopic pregnancy. The ratio of cesarean scar
pregnancies to normal pregnancies has been
reported to range from 1 : 1,800 to 1 : 2,2161.
Ultrasonography enables early diagnosis and
preservation of the uterus2―4. However,
differentiating cesarean scar pregnancy from

abortion and cervicoisthmic pregnancy can be
difficult, and misdiagnosis cannnot be completely
avoided5,6. We describe a case of cesarean scar
pregnancy with atypical ultrasonographic images
which could not be diagnosed with current criteria.

Case Report

A 36-year-old woman, gravida 2 para 2, visited our
hospital for evaluation of amenorrhea. The obstetric
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Fig.　1　Transvaginal ultrasonographic image at 5 
weeks’ gestation. An echo-free area with a 
diameter of 1.48 cm in the uterine cavity 
was recognized as a gestational sac.

Fig.　2　Transvaginal ultrasonographic image at 9 weeks’ gestation. a: A bulging mass 
with multiple irregularly shaped hypoechoic areas at the lower segment of 
anterior uterine myometrium, strikingly similar to lacunae. b: Color Doppler 
imaging demonstrating richly perfused, lacunae-like hypoechoic areas.
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history included 2 low-transverse cesarean sections
at term. Transvaginal ultrasonography showed an
echo-free space with a rim in the uterine cavity,
which was diagnosed as a gestational sac at 5 weeks’
gestation (Fig. 1). At 8 weeks’ gestation, a fetal heart
beat was not detected, and a missed abortion was
diagnosed. On admission for dilatation and curettage
at 9 weeks’ gestation, the echo-free area in the
uterine cavity was recognized as an empty sac
because a trophoblastic rim appeared to be present.

Simultaneously, a bulging mass in the lower
segment of the anterior uterine wall was noticed.
The mass included multiple irregularly shaped
hypoechoic areas, strikingly similar to lacunae (Fig.
2a). Before curettage, a 3-mm dilator was inserted
into the cervix. When the dilator was removed 2
hours later, an acute hemorrhage of approximately
200 mL developed. The dilatation and curettage was
immediately discontinued; the hemorrhage was
controlled with intravaginal tampon packing.
On the same day, color Doppler imaging

demonstrated that the lacunae-like areas were richly
perfused (Fig. 2b). Magnetic resonance imaging
showed a lack of myometrium in the lower anterior
uterine wall with conceptus invasion, and the
presumed sac was determined to be a fluid
collection (Fig. 3). The patient was informed of the
diagnosis of cesarean scar pregnancy and the
management options, including conservative and
nonconservative treatments.
Finally, hysterectomy was performed, according to

the patient’s wishes. The total blood loss was 800
mL, but no blood transfusion was required. The
uterine cavity was filled with blood clots, and at the
previous cesarean scar the myometrium was noted
to be deficient owing to invasion of the chorion (Fig.
4). Histological examination revealed a lack of
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Fig.　3　Magnetic resonance image. Extreme thinning 
of the myometrium at the lower anterior 
uterine wall due to placental invasion was 
visualized.

Fig.　4　Macroscopic view of the uterus. Enlarged 
uterine cavity with blood clots and a bulging 
mass in the lower segment of the anterior 
uterine wall.

decidual tissue and the presence of a cluster of
trophoblast cells in the smooth muscle bundles. The
patient was discharged from the hospital on the 8th

postoperative day without complications.

Discussion

If cesarean scar pregnancy is diagnosed at an
early stage, multiple treatment options are available,
uterine rupture and hemorrhage can be avoided,
and fertility can be preserved5,6. Accurate diagnosis
is also necessary to avoid dilatation and curettage,
which is contraindicated because of the risk of
uterine rupture and severe hemorrhage.
The criteria previously proposed have been

applied for the diagnosis of cesarean scar pregnancy.
Vial et al.7 proposed the following criteria: (1) the
trophoblast must be located mainly between the
bladder and the anterior uterine wall, (2) no fetal
parts must be visible in the uterine cavity, and (3) on
a sagittal view of the uterus through the amniotic
sac, discontinuity should be demonstrated in the
anterior wall of the uterus. The criteria proposed by
Godin et al.4 were (1) empty uterus and empty
cervical canal, (2) development of the sac in the

anterior isthmic portion, and (3) absence of healthy
myometrium between the bladder and the sac.
However, our case met neither of these sets of
criteria, as the uterine cavity was not empty, and
the site of the sac could not be determined.
An anterior bulging tumor with lacunae-like

hypoechoic areas was the first distinct abnormality
to be recognized using gray-scale imaging in the
present case but is not included in the diagnostic
criteria of Vial et al.7 or of Godin et al.4. The
ultrasonographic images bore no resemblance to
typical ultrasonographic images in cesarean scar
pregnancies which show an isolated gestational sac
in the myometrium2―4. In previous reports of
cesarean scar pregnancy, Einenkel et al.5 and Kung
et al.6 described similar irregular masses in the
uterine wall with serpentine and sonolucent areas.
These images also resemble lacunae, which are
generally considered to be characteristic of placenta
accreta8,9. The present case, together with these
cases, suggests that the presence of lacunae-like
hypoechoic areas should be also considered as one of
the findings indicating cesarean scar pregnancy in
the first trimester.
The resemblance of ultrasonographic images of

cesarean scar pregnancy to those of placenta accreta
raises the question of a similarity in pathology. The
conditions usually appear in different periods of
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gestation and are classified as ectopic pregnancy
and intrauterine pregnancy, respectively. However,
both conditions are associated with risks of uterine
rupture and massive hemorrhage due to direct
invasion of trophoblast cells into the myometrum.
Jurkovic et al.2 have suggested that the term
“abnormally adherent trophoblast�placenta” is more
appropriate than “intramural pregnancy” to describe
cesarean scar pregnancy. The similarity of
ultrasonographic findings may be assumed to reflect
the similarity of progression in these two conditions.
In summary, the present case demonstrates the

importance for the diagnosis of cesarean scar
pregnancy of the ultrasonographic finding of an
anembryonic mass in the lower anterior uterine wall
with lacunae-like hypoechoic areas. Such lacunae
might not be restricted to placenta accreta and
should also be noted as an expression of aggressive
invasion of trophoblasts into the mural zone, even in
the first trimester, long before the placenta is fully
developed.
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