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SUMMARY 
 

Cesarean section scar ectopic pregnancy (CSEP) is defined as a pregnancy in which blastocyst is implanted within 
the scar of previous cesarean section. It is a rare form of ectopic but its frequency is increasing due to increasing 
rate of cesarean section. In this case, a 36 years old G3P2A0, married for 10 years, previous II C/Sections, LCB 7 
years back, presented with ultrasound report of the viable pregnancy at 11+1 weeks with gestational sac 
incorporating into previous scar of cesarean section. She was otherwise asymptomatic and stable. Serum Beta 
hCG was 73664.78 IU/L. Laparotomy was done as an elective procedure. Dense adhesions were noted on opening 
the abdomen between anterior abdominal wall, uterus, bladder and gut. Scar ectopic pregnancy was excised after 
dissecting the adhesions. Her Serum Beta hCG 48 hour post-operatively was 1397.0 IU/L.Patient was discharged 
home on 2nd post-operative day in good condition. She was counselled about risk of a recurrent scar ectopic and 
rupture of uterus in next pregnancy. Her serum Beta hCG declined to normal by 4 weeks post operatively. 
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INTRODUCTION 
 

Cesarean scar ectopic pregnancy (CSEP) is defined as 
implantation of blastocyst on the scar in the lower uterine 
segment. It is a rare condition but its rate is increasing due 
to rising rate of cesarean section. Its incidence is 1/1,800 - 
2216 after cesarean section and 6.1% of all ectopic 
pregnancies1,2.  First described by Larsen et al3 in 1978 and 
first diagnosis of CSEP by ultrasound was published in 
19904. 

It is diagnosed by transvaginal and color flow Doppler 
ultrasound. The diagnostic criteria includes: gestational sac 
found in previous cesarean section scar, reduced thickness 
of myometrium between urinary bladder and site of 
previous scar, increased vascularization  around the 
gestational sac and an empty uterine cavity and cervical 
canal. The pathophysiology of CSEP is not very clear. Risk 
factors include previous cesarean section wound 
dehiscence, poor closure of hysterotomy technique, in vitro 
fertilization (IVF), reduced time between previous cesarean 
and next pregnancy, etc5. 

It is associated with maternal complications like scar 
rupture, hemorrhage and hysterectomies if not diagnosed 
and managed in time. Treatment options include 
conservative, medical, surgical and combination of medical 
and surgical6. 

Surgical treatment may be done by hysteroscopy, 
laparoscopy or laparotomy depending upon size of 
gestational sac, presence of fetal cardiac activity and 
hemodynamic stability of the patient7. The uterine artery 
embolization may be done before surgery to reduce 
bleeding at surgery8. Recurrence rate recorded is 34% in 
one study and has no association with mode of treatment9. 
 
------------------------------------------------------------------------------- 
Received on 23-02-2021 
Accepted on 13-05-2021 

 

CASE REPORT 
 

Mrs. Mehwis Ramiz, 36 years of age, married for 10 years, 
G3P2A0, previous II C/Sections, last child born was 7 
years back, having last menstrual period on 16 Oct 2020, 
presented on 2-01-2021 at 11+1 weeks in outdoor 
department of Department of Gynecology and Obstetrics, 
Lahore General Hospital. On ultrasound scan, the 
gestational sac was incorporating into previous scar of 
C/Section. The scar thickness at this early stage of 
pregnancy was 3.7 mm & was bulging into the bladder. On 
this report, she was admitted for further management. She 
was otherwise asymptomatic and stable. Her vitals at the 
time of admission were: BP 110/70 mmHg, Pulse 104/min, 
temperature 98⁰ and respiratory rate 18/minute. On 
examination Abdomen was soft and non-tender. On 
bimanual examination: vulva vagina were healthy, uterus 
was anteverted, 12 weeks size with restricted mobility and 
tenderness and fullness in anterior serum Beta hCG on 
2/1/2021 (pre operatively) was 73664.78 IU/L, Covid-PCR 
was negative. 

Ultrasound findings (9/12/2020): anteverted bulky 
uterus with gestational sac (CRL 13 mm/7.3 weeks) seen in 
lower uterine segment adjacent to the C-section scar with 
thinning of overlying myometrium. Single fetus with yolk 
sac seen with cardiac activity positive. Uterine cavity and 
cervical canal were empty. No adnexal mass or cyst seen. 
Final impression was cesarean section scar ectopic 
pregnancy. 

Ultrasound (Figure 1) done on 31/12/2020 showed: 
Scar bulging into bladder, only 3.7 mm thick uterine wall in 
right lateral half of the lower uterine segment, fetal cardiac 
activity was positive, crown rumb length (4.29cm) 
corresponding to 11week plus 5 days. Uterine cavity was 
empty. 
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Laparotomy was done on 4/1/2021 in Lahore General 
Hospital as an elective procedure. Bladder was 
catheterized. General anesthesia was given. Abdomen was 
opened by pfanensteil incision at the site of previous 
cesarean scar. Dense adhesions were noted on opening 
the abdomen between anterior abdominal wall, uterus, 
bladder and gut. Tubes and ovaries could not be seen due 
to dense adhesions which were dissected carefully, uterine 
fundas exposed, bladder separated by sharp dissection 
from body of uterus. While bladder was separated from 
uterus, previous uterine scar was identified, a bluish thin 
walled sac (Figure 2) appeared which was explored by 
dissecting deep around the sac. The sac along with 
placenta was removed with blood clots at the 
base.Haemostasis was secured. Drain placed at the site of 
ectopic. Abdomen closed in layers. Specimen of a well 
formed fetus with placenta (Figure 3) was sent for 
histopathology. Post-operatively patient remained 
stable.Foley′catheter and drain were removed on first post-
operative day. Her Serum Beta hCG 48 hour post-
operatively (7/1/2021) was 1397.0 IU/L.Patient was 
discharged home on 2nd post-operative day in good 
condition with follow up visit after one week for stitch 
removal and serum Beta hCG follow up. She was 
counselled about risk of a recurrent scar ectopic and 
rupture of uterus in next pregnancy. She was counselled 
for contraception use for at least 2-3 years and report to 
hospital early in case she conceives again. Serum Beta 
hCG returned to normal after 4 weeks postoperatively. 
 
Figure 1: Scar ectopic (Ultrasound findings) 

 
 
Figure 2: Scar ectopic as seen on laparotomy 

 
Figure 3: Scar ectopic after removing from C/Section scar 

 
 

DISCUSSION 
 

In this case report, the risk factors noted were previous 2 
cesarean section along with history of cesarean sections 
done in a private set up with history of wound infection. 
There is controversy about the cause of scar ectopic 
pregnancy. It is reported to be due to implantation of 
blastocyst into the scar by invading myometrium via 
microscopic channels formed as a result of injury in 
previous cesarean section or other operations on uterus 
like myomectomy, hysterotomy and metroplasty10. 

About 40% of patients with scar ectopic are 
asymtopatic11. Our patient was also asymptomatic. Scar 
ectopic can present with catastrophic complications like 
uterine rupture and life threatening hemorrhage, 
hysterectomy and loss of future fertility.11The risk of rupture 
of scar pregnancy increases to 4 folds in case of single 
layer closure of uterus in previous cesarean section11,12. 

Different management options of scar ectopic are 
mentioned in literature depending upon gestational age, 
level of serum Beta hCG and hemodynamic stability of 
patient.10, 11, 12 Elective surgery with removal of the sac and 
placenta and preservation of uterus is recommended if 
fertility is required. We followed this management protocol 
as patient wished to have more pregnancies, gestational 
age was more than 8 weeks (12 weeks on the day of 
surgery) and high level of serum Beta hCG (93664.IU/L) 
which must be less than 12000IU/L to justify medical 
treatment13. 
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In our case report, criteria for scar ectopic were 
fulfilled at ultrasound i.e. gestational sac located in lower 
uterine segment between bladder wall and lower segment 
anterior uterine wall which was thinned out with an empty 
uterine cavity. Difficulties were encountered during surgery 
due to adhesions which was expected due to history of 
wound infection in previous cesarean sections. The Beta 
hCG declined to normal by 4 weeks post operatively. 
 

CONCLUSION 
 

Early diagnosis and timely management in first trimester of 
CSEP can prevent complications like rupture, hemorrhage 
and hysterectomy. 
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