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Introduction
Cesarean scar defect (CSD), niche, or isthmocele is commonly 

detected as an incidental finding on transvaginal ultrasound (TVS) as 
a wedge-shape anechoic area at the site of previous cesarean section 
(CS),1 The presence of a uterine scar defect is usually asymptomatic 
or relates to postmenstrual spotting and dark red or brown discharge, 
pelvic pain or infertility.2

Multiple techniques have been used for CSD treatment: 
reconstructive therapies including laparoscopic or robot-assisted 
laparoscopic excision, vaginal repair and channel-like resectoscopic 
treatment.3-6 All these procedures excise or ablate the fibrotic tissue 
of niche, suggesting that the removal of the local inflamed tissue 
may contribute to the improvement of symptoms. Since the aim of 
CSD repair in women with symptoms is to facilitate the drainage 
of menstrual blood through the cervix, the hysteroscopic approach, 
flattening the CSD and restoring the continuity of the cervical canal 
area, results to be effective and less invasive comparing to laparoscopic 
excision and vaginal repair.7

Case report
A 39-year-old woman with a history of 2 previous cesarean 

delivery complained about/of persistent postmenstrual spotting, 
brown discharge and pelvic pain for the past 18months with no 
improvement in symptomatology during 6-month oral contraceptive 
treatment. During transvaginal ultrasound an anechoic area was 
detected with >2.2 mm thickness of the myometrium over the defect 
and hysteroscopic evaluation confirmed the presence of a niche 
(Figure 1).

A channel-like hysteroscopic treatment with 16 Fr resectoscope 
(Gubbini system, Tontarra, Medizintechnik, GmbH, Germany) was 
planned immediately at the end of menstrual period. Before beginning 
the procedure, the bladder was filled with methylene blue solution 
to enable early identification of bladder injuries. With vaginoscopic 
approach the isthmocele was localized and a bipolar loop was used to 
resect the fibrotic tissue of the proximal (step 1) and distal (step 2) part 
of the niche with 360-degrre resection (endocervical ablation) of the all 
residual cervical canal inflamed tissue surrounding the diverticulum. 

The entire niche surface was superficially coagulated with a roller 
ball electrode (step 3) in order to replace it with mono stratified cubic 
cell-type epithelium. The procedure was ended controlling eventual 
endocervical vessel bleeding by reducing inflow and pressure of the 
distending medium (step 4) (Figure 2 & 3).

Figure 1 Channel-like resectoscopic treatment of CSD. (a) Resection of the 
fibrotic tissue of the proximal part. (b) Resection of the fibrotic tissue of the 
distal part. (c) Coagulation of niche surface with a rollerball electrode. (d) 
360-degree “endocervical ablation” surrounding the diverticulum.

The patient became free from symptoms immediately after surgery 
and at 6-month hysteroscopic follow up a small size niche was still 
present and covered with thin and smooth epithelium (Figure 4).

Discussion
Several hypotheses may explain CSD development: a very low 

incision through the cervical tissue, impaired wound healing, adhesion 
formation, inadequate suturing or incomplete closure of the uterine 
scar due to endometrial closure technique.8 A recent meta-analysis 
reported a similar incidence of CSD in women who received single-
layer closure (25.5% vs 43.0%; RR 0.77, 95% CI 0.36 to 1.64; 5 trials; 
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Abstract

The presence of a uterine cesarean scar defect (CSD) is usually asymptomatic or relates 
to postmenstrual spotting and dark red or brown discharge, pelvic pain or infertility. Since 
hysteroscopic isthmoplasty has been documented to be minimally invasive and effective for 
symptomatic relief, we prefer channel-like resectoscopic treatment for symptomatic CDS 
with small size resectoscope. 16-Fr resectoscope allows us to perform standard maneuvers 
of resectoscopic CSD repair according to the anatomy of cervical canal with the advantages 
of miniaturized instrumentation. In the present case report asymptomatic patient underwent 
hysteroscopic isthmoplasty after shared decision-making and medical treatment have been 
evaluated.
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350 participants; low quality of evidence) compared to women who 
received double-layer closure.9

Figure 2 Surgical technique for channel-like resectoscopic treatment. (a) 26 
Fr resectoscope and (b) 16 Fr resectoscope. (1-2) resection of the fibrotic 
tissue of the distal and proximal part of the niche. (3) Coagulation of the 
entire niche surface superficially with a rollerball electrode. (4) 360-degree 
“endocervical ablation” of the all-residual cervical canal inflamed tissue 
surrounding the diverticulum. 16 Fr resectoscope allows to perform standard 
maneuvers of resectoscopic CSD repair with the advantages of miniaturized 
instrumentation and without the complications related to cervical dilation.

Figure 3 Hysteroscopic CSD appearance (A) during resection of fibrotic 
tissue and (B) after 6-month follow up.

The proposed mechanism of postmenstrual spotting and pelvic 
pain related to CSDs is a blood accumulation in the pouch, impair 
drainage and in situ production from new small vessels. The degree of 
this symptom may be related to the size of the defect. Larger defects 
trap more blood and are more likely to lead to prolonged postmenstrual 
spotting.2,10

Hysteroscopic isthmoplasty flattening the CSD area, restores the 
continuity of the cervical canal and improves menstrual drainage 
reducing blood accumulation in the niche and reflux into the uterine 
cavity. The hysteroscopic repair is performed, with small variations 
among authors, by resecting only the inferior/distal rim of the niche 
or with superior/proximal edge of the defectusing a 26Fr or 27Fr 
resectoscope. The procedure is ended with or without superficial 
coagulation of vessels in the niche surface with the aim at reducing 
blood loss from these fragile vessels.10-12

We perform isthmoplasty, using a 16Fr resectoscope with 
vaginoscopic approach and resect the fibrotic tissue of the distal and 
proximal part of the niche as well as all residual cervical canal inflamed 
tissue surrounding the diverticulum(360-degree “endocervical 
ablation”) in order to replace it with mono stratified cubic cell-type 
epithelium. The mini resectoscope allows us to perform standard 
maneuvers of resectoscopic CSD repair according to the anatomy 
with the advantages of miniaturized instrumentation and without the 
complications related to cervical dilation.13

It is important to emphasize that not all CSD cause symptoms or 
infertility, and as the treatment is predominantly performed to relieve 

symptoms isthmocele without symptoms should not be treated. 
Since CSD treatment is to improve menstrual drainage rather than to 
increase the myometrial thickness, in symptomatic women a cut off of 
2 to 3 mm of the overlying myometrium has not been suggested for 
vaginal or laparoscopic repair with a multiple-layer closure.14

A similar improvement in uterine bleeding in 59% to 100% of 
cases were detected after laparoscopic or vaginal approach and 
channel like repair.15

Although, the hysteroscopic repair could be associated with a risk 
of uterine perforation and bladder injury nevertheless, complications 
result to be lower than by vaginal or laparoscopic approach.16 
Moreover, the hysteroscopic CSD repair time is considerably reduced 
11-23 minutes13 when compared to laparoscopic 42-117 minutes,14,17 
robotic 240 minutes5 or vaginal approach 33–120 minutes.18,19

Conclusion
In conclusion, we prefer to treat symptomatic CDS with small 

size resectoscope because hysteroscopic isthmoplasty has been 
documented to be minimally invasive and effective for symptomatic 
relief after shared decision-making and medical treatment have been 
evaluated with patient.
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