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Abstract 

Cesarean Scar Defect has been linked to Obstetric and Gynecological pathology, with the high number of patients undergoing 

C-section end the frequency with which it is expected to have symptomatology, this prospective study try to find the frequency 

of Isthmocele, its symptomatology and with analysis of the literature propose factors to decide the best treatment. We confirmed 

the frequent of his presence, found that his symptomatology is based in spotting, dysmenorrhea and polymenorrhagia and found 

that the more symptomatic (RELEVANT) cases had cesarean scar defects bleeding producers and that the rest of symptomatic 

cases have cesarean scar defects bleeding collectors that often those not affect the daily life of the patient and don’t require 

treatment. Finely we propose bases to take in count to decide treatment. 
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Introduction 

In recent years the presence of abnormal placentation like Placental Previa, 

Placental Accreta, and Pregnancy in Caesarean Scars have increased.  

There is no doubt that the previous Caesarean section has importance in 

this genesis [1-3].  This has aroused interest in the detection of the 

Cesarean Scar Defect (CSD) also called Isthmocele.  With the current use 

of diagnostic techniques such as Transvaginal Ultrasound and 

Hysteroscopy [3,4], a significant number of women with Caesarean history 

have been shown to present it.  The patients with prior C-section have a 

CSD in between 20% and 86% [5].  In a paper published in 2014 [6]. I 

found that 62.4% of patients with Prior Caesarean Section had CSD, and 

12% of them had a dehiscence of the scar. 

Cesarean Scar Defects have been linked to abnormal uterine bleeding, 

dyspareunia, dysmenorrhea, and chronic pelvic pain [7]. Wang [8] found 

that 63.8% have abnormal uterine bleeding, 53.1% dysmenorrhea, 39.6% 

chronic pelvic pain and 18.3% dyspareunia, although Gubbini [9] links it 

to infertility. 

If we take into account the very high number of patients undergoing C-

section, the frequency in which these patients would have a 

symptomatology of Bleeding and Pain we would expect the 

symptomatology more frequently and more clearly.  Also, the number of 

patients requiring surgery for this reason would be higher, and that we 

would have realized the existence and frequency of CSD long ago. These 

data led me to doubt that the symptoms of Pain and Bleeding are so 

frequent and important. We decided to do a prospective study to find the 

frequency of CSD, its symptomatology, and based on this symptomatology 

the characteristics of the patients and data in the literature analyze 

therapeutic behaviors. 

Material and Method 

Observational, Prospective and Comparative study, held from 1 January 

2013 to 31 December 2015. Any patient who went to Colposcopy in the 

State Oncology Center of the State of Sonora in Mexico who had a history 

of Caesarean, was asked to authorize the practice a Hysteroscopy [6] and 

Endocervical Colposcopy with the Colposcopy. The Endocervical 

Colposcopy involves the use of Hysteroscopic to see the endocervical 

channel as a supplement to Colposcopy, using 3% acetic acid to detect 

lesions within the channel [10]. 

Added to the Traditional Clinical History were:  a) The Reasons and 

Conditions of the First Caesarean, b) Painful and Menstrual Symptoms 

with its characteristics, c) In case of symptomatology, if it produced so 

important symptomatology or feeling of disease to require surgery after 

knowing that the pathology in not a treatment for her held (Relevance), and 

d) Intentionally questioned the patient to see if there were any desires for 

a future pregnancy. Patients in Menopause, Diagnosed with Invasive 

Cancer or whose Hysteroscopy could not be practiced for technical reasons 

were excluded. 

The total cases included were divided into two groups: Group A. Those 

with CSD and Group B. Those without CSD. A comparative statistical 

study was carried out in order to assess and compare the Symptomatology 

of Bleeding and Pain with its relationship to CSD.  In a second part of the 

study patients with organic pathology (myomas, polyps, etc.) found in the 

clinical history on the examination or in the Hysteroscopy, and with factors 
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that could modify menstruation such as the use of hormonals and 

intrauterine devices were also excluded.   After this leak they were again 

divided into Group A and Group B and comparative statistical analysis was 

carried out. 

Results. 

Of 120 patients with a history of Caesarean 25 were excluded 

leaving 95 cases; 62 (65.26%) in Group A (with CSD) and 33 

(34.7%) in Group B (without CSD) (figure 1 and Table 1and 

Table 2) 

 

Figure 1.                                                                                            Figure2.  

 

 

 

 

 

 

 

 

 

 

Of the 62 cases with CSD, 30 (49.36%) were dome type, 20 (32.25%) 

diverticulum type and 12 (19.35%) had dehiscence (figure 2) (according 

to classification used in the previous study) [6]. 

 General Data (Table 1) showed no significant statistical difference 

between the two groups.  The Symptoms table (Table 2)shows that only 

the symptom of Spotting had a significant statistical difference, 64.51% of 

patients with CSD (p-02707 <0.05). After eliminating cases with factors 

that could change symptoms, 63 patients remained.  Of these 45 (71.42%) 

with CSD and 18 (28.57%) were without as seen in Boxes 1 and 2.  

After this filter differences statistically significance was found in patients 

with CSD in Spotting Polymenorrhagia and Dysmenorrhea Table 2, 

Spotting was present in 73.33% (p-0.0001 <0.05), Polymenorrhagia in 

31.11% (p-0.0050 <0.05) and Dysmenorrhea in 31.11% (p-0.0056 <0.05). 

However, most importantly was that only 9 patients 20% had relevant 

symptoms refer to (Table 2). 

Figure 3 

 

It is important to note that we found Cesarean Scar Defects with 

Endometrial or fibrous tissue covering the ceiling and/or side walls 

(Figure 3 and F) of the Isthmocele and other CSD with granular-looking 

tissue, with increased vascularity and capillary and vascular bleeding 

Total Patient

With CSD Without SCD

CSD Type

Nish Diverticulum Dehiscence

                                                                                    19.5%  

           65.26%   

                                                                                                                             49.36% 

                              34.7%                                              
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(Figure 3 D). These findings strongly suggest that there are CSD "Bleeding 

Producers", which Morris [24] in 1995 had suspected its existence based 

on its histopathological findings but to date had not been demonstrated in 

image.  These CSD "Bleeding Producers" (Figure 3 D and E), are related 

to the most symptomatic cases.  While most are not Bleeding Producers, 

they are more likely "CSD or Isthmocele Collectors" which are those that 

act as a reservoir of menstrual bleeding and are less symptomatic. 

Traditionally this has been explanation for the symptom of bleeding or 

intermenstrual spotting [3,12]. CSD Producers are often symptomatic and 

have found two or more of the symptoms to be related to CSD, and in them 

we find the only two cases of secondary infertility. 

Discussion 

We confirmed the high presence of the Cesarean Scar Defect 65.26%, 

similar to that found in 2014 [6], Total Dehiscence was presented at 

19.35%, in 2014 were 12%.  This increase is justified by being a 

prospective study with a more careful and intentional exploration.  

The symptomatology of pain and bleeding related to CSD is limited to 

Spotting, Polymenorrhagia and Dysmenorrhea.  Hypogastric Pain, which 

is a very unspecific symptom in the gynecological patient, was most 

frequently found it in patients without CSD (44.44%), although it showed 

no Significant Statistical Difference.  These differences that doesn’t match 

with Wang's studies [8] are surely due to the study being practiced with 

patients at a Colposcopy Clinic, a place that the patient does not go 

presenting symptomatology or gynecological upsets such as those 

presented to a Gynecology service and that Wang’s study was descriptive 

and this is comparative.   

 

 
Patients           Group A              Group B                                                                    

Group A       Group B        

 With Isthmocele  Without Isthmocele                        After filter  With Isthmocele                           Without   

 Total n=95 
n=6 
(65.26%) n=33 (34.73%)                     

  Total 
n=63 

 n=45 
71.42%) 

 n=18 
(28.57%)       

General Data       value        value     value          p      value         value        Value       p  

            

Age, media 
± DS 33.81 ± 8.54 

   33.43 ± 
8.84      33 ± 8.71    p=0.8182 

  
>0.05 

34.63 ± 
7.96 

  34.77 ± 
7.87 

  34.27 ± 
8.40  p=8289 >0.05 

            

Pregnancy’s, 
media ± DS   3.07 ± 2.60  2.95 ± 1.49 2.84 ± 1.48    p=0.7284 

  
>0.05      3± 1.60 3.35 ±1.62 3.44 ± 1.58  

p=0.842
2 >0.05 

First sexual 

relationship  17.88 ± 3.62 17.58 ±3.74 17.63 ± 4.16    p=0.9194 

   >0.0 

5 

 18.41 ± 

3.92  18.48 ± 3.51 18.22±4.91  

p=0.834

4 >0.05 

Sexual 
Partners   3.07 ± 2.60  3.22 ± 2.98   3.42 ± 3.62    p=0.7879 

   
>0.05 

  3.15 ± 
2.92    2.73 ± 1,67 4.22 ± 4.72  

p=0.196
5 >0.05 

Cesarean, ± 

DS   1.75 ± 0.83 1.59 ±0.777   1.66 ± 0.85    p=0.6962 

   

>0.05 

 1.88 ± 

0.863  1.93 ± 0.809  1.77 ± 1  

p=0.560

1 >0.05 

 Programed 
No % 

  44 
(46.31%) 22(35.48%) 

  22 
(66.66%)    p=0.08511 

   
>0.05 

 29 
(46.03%) 

  17 
(37.77%) 12 (66.66%)  

p=0.037
4 <0.05 

 Urgent No 

% 

  50 

(52.63%) 40(64.51%) 

  11 

(33.33%)    p=0.7224 

   

>0.05 

 34 

(53.96%) 

   28 

(62.22%) 

     6 

(33.33%)  

p=0.038

5 <0.05 

Wish of 
Pregnancy   11 (11.57) 6 (9.67%)    5 (15.15%)    p=0.4763 

   
>0.05 

  7 
(11.11%)      4 (8.88%) 

     3 
(16.66%)  p=0.1591 >0.05 

Pills, DIU o 
UP*   32(33.68%) 

17 
(27.41%) 

  15 
(45.45%)    p=0.1591 

   
>0.05         0             0           0  0 0 

* Method of 
Family 
plannin g 

** Uterine  
Pa 

tholo
gy        

 

Table-1 
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Table-2 

Patients                  Group 1 Group 2 Group 1          Group 2         

       With Isthmocele Without After Filter    With Isthmocele 

                   

Without   

                              

  Total n=95  

n=62 

(65.26%) n=33 (34.73%)          p   Total n=63 n=45(71.42%) 

n=18 

(28.57%)    p  

Symptoms of Pain                                 

Pelvic Pain 32(33.68%)  

  18 

(29.03%) 14 (42.42%) p=0.2941 >0.05   23 (36.50%) 

      

15(33.33%)  8 (44.44%) p=0.4301 >0.05 

Dyspareunia 12 (12.63%)  

   10 

(16.12%) 2 (6.06%) p=0.5248 >0.05    8 (12.69%)       8(17.77%)   0 (0%) p=0.1318 >0.05 

Dysmenorrhea  15 (15.78%)  

    15 

(24.19%)   0 (0 %) p=0.0637 >0.05    14 (22.22%) 

     14 

(31.11%)    0 (0%) p=0.0056 <0.05 

Menstrual 

Symptoms                  

Hypermenorrhea 5 (5.26%)  4 (6.45%)   1 (3.03%) p=0.6594 >0.05   2 (3.17%)   2 (4.44%)     0 (0%) p=0.8619 >0.05 

Polymenorrhagia 23 (24.21%)  

19 

(30.64%)  4 (12.12%) p=0.4593 >0.05   14 (22.22%)   14 (31.11%)     0 (0%) p=0.0050 <0.05 

Spotting 44 (46.31%)  

40 

(64.51%)  4 (12.12%) p=0.02707 <0.05   34 (53.96%)   33 (73.33%) 

    1 

(5.550%) p=0.0001 <0.05 

RELEVANT 14(14.73%)   

  11 

(17.74%)   3  (9.09%) P=0.2466  <0.05   10 (15.87%) 8 (17.77%)       0 (0%) P=0,2964 >0.05 

 

The most common symptom was Spotting at 73.33%, a symptom that often 

does not affect patients' daily lives, as is shown by only 20% of them 

referring to it as a RELEVANT symptom. 

We found that there are SCD "Bleeding Producers figure 3 "Isthmocele 

Producer" 

https://youtu.be/oRYyXZnh0L4, with granulation epithelium, with 

capillaries and bleeding svessels, which occur in the relevant symptomatic 

cases, and are often accompanied by polymenorrhagia and dysmenorrhea. 

So far there is a belief that symptomatology is secondary to the 

accumulation of menstrual bleeding in the defect Nish [3,12,23], and is 

promoted as a surgical technique for its resolution the "Remodeling of the 

Isthmocele by Resectoscope". Resectoscope is a technique that is based on 

the elimination of the outer and internal rings of the defect [11]. This 

technique is needed to make fulguration or ablation of the ceiling and walls 

of the Nish as recommended by Ya-Ling Feng [13] to remove bleeding 

capillaries and vessels.  In the case of a residual myometrium less than 2 

[15] to 3 mm [17] this method cannot be used because of the risk of thermal 

damage to bladder.  Osser [16] finds in 25% of patients with istmocel, a 

residual myometrium equal or less than 2.5mm. 

Other surgical techniques to correct CSD should be known and taken into 

account, there are techniques of easy execution, vaginally [20,21] or 

laparoscopic [3,14]. Methods already described, which are simple to 

practice, and should be used in these cases. described, which are simple to 

practice, and should be used in these cases. 

Comment 

Faced with data from such a frequent anatomical alteration, that increases 

its importance and presence as a result of our therapeutic excesses 

(Unnecessary Caesarean). And, from the gynecological point of view, 

produces very frequent symptomatology (73.33%) but of little relevance 

(20%), while from the obstetric point of view it produces problems of 

infrequent Placentation (Placental Previa, Placental Accreta, Cervical 

Pregnancy and In Caesarean Scar Pregnancy), but of great Relevance 

(Obstetric Bleeding , Morbidity and Maternal Mortality). We must spread 
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its existence and show that its appearance does not depend on the 

Technique or Surgical Skill of the Surgeon [18,19], so that the decision of 

a C-section is more reasoned. 

  In the face of such common pathology therapeutic behavior should be 

established. Important aspects include: 

a) Treat only the Symptomatic patient, and of these those who present 

Relevant Symptomatology. 

b) Eliminate the Hysteroscopic Remodeling Technique without fulguration 

or ablation. 

c) Do not do Hysteroscopic Remodeling in cases of myometrium less than 

3mm. 

d) Integrate Vaginal and Laparoscopic repair methods into treatments. 

e) Perform vaginal or laparoscopic repair methods in patients who wish to 

get pregnant or in a study of sterility, and those with myometrium less than 

3mm. 

This Pathology, should be included in the I of Iatrogenic Causes of the 

Current Classification of Abnormal Uterine Bleeding FIGO PALM-

COEINA and ACOG, and should be added and recognized as a Secondary 

Infertility Cervical Factor. 
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