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INTRODUCTION
Recently, cesarean sections have become increasingly common, with 
over one in every three newborns in the United States [1], and even 
more so worldwide [2]. This rise in cesarean rates has been consistent 
over the past decade. However, along with this trend comes a host of 
associated issues, including increased healthcare costs and 
complications for both mothers and newborns. These challenges are 
fur ther  exacerbated by exis t ing heal thcare dispari t ies , 
disproportionately impacting Black women [3].

Despite efforts aimed at addressing cesarean-related complications 
such as unusual placentation, it remains crucial to understand and 
manage gynecological sequelae, particularly cesarean uterine scar 
abnormalities, commonly referred to as niches. These defects can lead  
to complications in subsequent pregnancies and long-term 
gynecological issues such as dysmenorrhea, irregular uterine bleeding, 
and subfertility [4]. Research indicates that up to 65% of patients were 
presented with uterine bleeding, 46.2% with chronic pelvic pain, 52% 
with dysmenorrhea, 71.5% with infertility, and 24.2% with 
dyspareunia [5]. To effectively tackle the challenges associated with 
cesarean scar niches and improve maternal health outcomes, 
comprehensive research is necessary. Hence this case focused on 
obstetric morbidity associated with cesarean niche pregnancy.

Case Presentation
A 32-year-old, gravida 4, para 2 and abortus 2,  Her rst two 
pregnancies ended in early pregnancy loss. In third pregnancy had a 
lower segment cesarean section in 2012 of alive baby then experienced 
subfertility and irregular uterine bleeding, underwent laparoscopic 
Niche repair of in 2018. Subsequently, she had her fourth pregnancy 
but, unfortunately resulted in intrauterine fetal demise (IUFD) at 7 
months gestation due to multiple cardiac anomalies. The IUFD was 
managed medically with Misoprostol, resulting in vaginal delivery of a 
baby weighing 1.6 kg.

thIn her 5  pregnancy was spontaneous conception The patient presented 
to the hospital for antenatal booking visit at 17 weeks gestation with an 
estimated due date of September 28, 2023. At 35 weeks mode of  
delivery discussed with her benet and risk explained, particularly 
vaginal delivery trial after niche repair. Despite limited evidence, the 
patient and healthcare team agreed upon a plan for a spontaneous 
vaginal delivery without induction or augmentation.

at 39 weeks and 4 days of gestation presented with lower abdominal 
pain characterized by a sensation of scar pricking and stretching like 
pain, soft abdomen, some scar tenderness On vaginal examination, the 
cervix was found to be open at 1cm with the vertex at -3, fetal CTG was 
normal

Urgent bed side ultrasound ndings revealed a scar thickness of 5mm, 
but no denitive measurement for residual myometrium thickness was 
obtained (Figure 1). (Figure 2A, 2B). Emergency management for a 
cesarean section due to a scar dehiscence-like pouch measuring 
approximately 4cm in width and 3cm in height. A baby girl was 
delivered with good Apgar scores and a weight of 2.6kg.

DISCUSSION
Cesarean niche occurs when trophoblasts implant into a previous 
cesarean scar, often due to impaired healing [6]. Typically, the cesarean 
niche presents vaginal bleeding ranging from spotting to life-
threatening hemorrhage and mild to moderate abdominal pain, with 
around 37 percent of patients in early pregnancy being asymptomatic 
[7]. The most critical complication of cesarean niche is uterine rupture, 
which manifests as acute severe pain, massive bleeding, and 
hemoperitoneum, potentially leading to hemodynamic shock [6].

In 2019, a European Taskforce introduced the term "uterine niche" to 
dene an indentation at the site of a cesarean scar, with three 
subclassications: simple niche, simple niche with one branch, and 
complex niche. Niches are commonly visualized as wedge triangular 
distortions within the scar, with varying shapes reported in studies [8]. 
Imaging modalities such as transvaginal ultrasound (TVUS) and 
magnetic resonance imaging (MRI) are utilized for niche detection, 
with TVUS being the most reported initial imaging method due to its 
accessibility. Contrast-enhanced ultrasound, particularly saline 
contrast Sono hysterography, has shown higher detection rates 
compared to TVUS, offering clearer visualization of niche defects [9].

Early cesarean niche diagnosis, ideally before 9 weeks of gestation, is 
preferable due to the signicant distinction between cesarean niche, 
cervical pregnancy, and low intrauterine pregnancy at this stage [6, 
10]. Differential diagnosis from spontaneous abortion is also essential, 
as cessation of embryonic or fetal cardiac activity does not eliminate 
CSP complications [11]. In our case, the cesarean niche was diagnosed 
at 39 weeks of gestation, meeting ultrasonographic criteria.

Cesarean niche management depends on various factors including 
clinical presentation, gestational age, location, fetal viability, and 
patient preference [12]. Expectant management was an option for 
viable cesarean niche, but it could increase the risk of severe maternal 
morbidity and mortality. If termination was desired, prompt medical or 
surgical intervention was crucial to prevent life-threatening 
complications [13]. Surgical options included hysteroscopic resection, 
vacuum aspiration, and excision with scar reconstruction [12, 13]. 
Minimally invasive surgical options, such as hysteroscopic resection 
and laparoscopic repair, have demonstrated success in treating 
symptomatic niches. In our case, emergency management involved 
exploratory laparotomy with cesarean section due to a scar dehiscence-
like pouch measuring approximately 4cm in width and 3cm in height 
[12].

CONCLUSION
The laparoscopic approach presents a higher level of complexity and 
technical demand compared to the hysteroscopic resection of 
isthmoceles. Additionally, only a limited number of surgeons possess 
the requisite expertise to perform laparoscopic procedures prociently. 
Conversely, not all gynecological surgeons receive training in 
hysteroscopic resection techniques for isthmoceles. Consequently, the 
choice between the two techniques may often depend on individual 
surgeon skills rather than selecting the most appropriate technique for 
the specic scar defect. This variation in surgical expertise could lead 
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ABSTRACT
We presented the case of a 32-year-old woman with a history of two early pregnancy losses and previous cesarean delivery 2012. had a laparoscopic 
repair of the cesarean niche in 2018, she experienced an intrauterine fetal demise at 27 weeks in her subsequent pregnancy, leading to medical 
management with Misoprostol. In 2023 with new pregnancy at 39 weeks and 6 days gestation, she presented with lower abdominal pain, 
necessitating emergency management with  cesarean section due to a scar dehiscence-like pouch. A baby girl was delivered with favorable 
outcomes. This case underscores the importance of early diagnosis and appropriate management of cesarean niche pregnancy to prevent maternal 
complications. Early recognition and prompt intervention are crucial for optimizing outcomes in cesarean niche pregnancies.
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to disparities in the selection of surgical approaches for cesarean scar 
defects.
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Figure 1. Ultrasonography at 39 weeks and 4 days gestation
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Figure 2A. Scar dehiscence Figure 2B. Scar dehiscence -
pouch like


