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			Introduction 

			Ectopic pregnancy on the scar of a previous cesarean is a very rare entity with a prevalence ranging from 1: 1,800 to 1: 2,226 pregnancies [1] and corresponds to only 6% of ectopic pregnancies in women with a previous cesarean section [2]. Its increasing incidence in recent years is associated not only with the increase in the number of caesarean sections, but also with the increase of scarring in the endometrium due to uterine curettage, myomectomies, hysteroscopies, manual delivery of the placenta and assisted fertilization techniques [3]. We present a case report of a patient with a serious complication due to this pathology.

			Case Report

			A 37-year-old patient, G2P1 (s-section), with a 7-week pregnancy with a diagnosis of missed miscarriage, evidencing a gestational sac descended in the Transvaginal Ultrasound. A uterine evacuation was performed on 4/26/18, evolving with a profuse intraoperative uterine bleeding, which required uterine artery embolization and ICU admission (15% Ht on admission) with transfusion of 5 units of red blood cells. She progressed with hemodynamic stability, without uterine bleeding for the next 96 hours, with control hematocrit at discharge of 31%. She developed fever 7 days after discharge (11th postoperative day) so she is readmitted. A CT-scan of the abdomen and pelvis is performed. It showed a prevesical hipoechogenic mass with peripheral reinforcement of 8 cm x 6 cm compatible with abscess vs. hematoma.

			Given the suspicious of a hematoma in the uterine segment versus complicated Ectopic Pregnancy of a cesarean scar, a laparotomic approach was decided, finding an 8 cm mass, with a hematoma aspect, contained by uterine serosa, which compromises the entire uterine segment, and with tight adherence to the dome of the bladder. Given the impossibility of performing a conservative treatment due to the size and total compromise of the uterine segment, we decided to perform a total hysterectomy (Figure 1-3).
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			Discussion

			Transvaginal ultrasound with color doppler is the gold standard for diagnostic, with a high sensitivity and specificity, with a low rate of false positives. The most common sonographic signs are: 1) emptiness of endometrial fundus, 2) descending gestational sac, located in the anterior part of the isthmus, with myometrium thinned in the underlying area, 3) discontinuation of the anterior uterine wall in a sagittal section 4) increase of peritofoblastic vascularization around the trophoblastic mass [4]. Ultrasound assessment of the relationship between the gestational sac of a CSP and the endometrial line (the COS) may help to determine whether a cesarean scar pregnancy will progress towards a less severe form of morbidity adherential process, amenable to postnatal treatment, and successful pregnancy outcome [5]. The differential diagnosis should be made with cervico-isthmic implantation of pregnancy, cervical ectopic pregnancy and spontaneous miscarriage in progress [6].

			Early diagnosis and treatment can prevent uterine rupture, severe hemoperitoneum, and hysterectomy, decreasing severe maternal morbidity [7].

			In cases in which the diagnosis was made early, and the patient shows hemodynamic stability, measurement of the anterior uterine wall is essential, since when it is less than 2 mm, and the trophoblast reaches the vesicouterine space above the bladder wall, a non-surgical procedure is more appropriate rather than extensive surgery [8]. Medical treatment consists in the administration of Methotrexate (MTX) systemically or locally [9]. Fine-needle aspiration of fluid remaining in the gestational sac may also be necessary [10]. Other authors use the combination of intracardiac potassium chloride in the embryo and intrasaccular MTX [11].

			The surgical approach can be performed hysteroscopically [11], laparoscopically or laparotomically by wedge resection of the previous scar with new hysterorrhaphy, in cases where fertility is desired, or total hysterectomy in cases where it is not desired to conserve fertility.

			Conclusion

			Suspicious and early diagnosis of ectopic pregnancy of cesarean section can conserve fertility and can reduce maternal morbidity and mortality. There is no single treatment modality, and none can guarantee uterine integrity. The treatment must be adapted to each patient and take into account the consideration of the viability of pregnancy, gestational age, and future family planning. Expectant management is not an option given the high risk of uterine rupture and hemoperitoneum.
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Figure 3: Total hysterectomy anatomopathology piece,
showing a big and vascularized hematoma in the uterine
segment.
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Figure 2: Uterine segment mass, firmly adherent to the
dome of the bladder, which was opened.
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Figure 1: CT scan showing a prevesical hipoechogenic
‘mass of about 8 cm of diameter.





