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INTRODUCTION 

Ectopic pregnancy is one of the leading causes of 

mortality and morbidity among the women of 

reproductive age group. Tubal ectopic pregnancy is the 

commonest, however it can rarely occur in cervix, 

ovaries, previous caesarean scar, interstitial portion of the 

tube and abdominal cavity. Caesarean scar ectopic is 

defined as the presence of gestational sac implanted at the 

site of previous caesarean scar. It is one of the rarest 

types of ectopic pregnancy.1 

First case was reported in 1978.2 It mostly occurs in 

women who had more than 2 LSCS. It has an estimated 

incidence of 1:1800 - 2200 pregnancies.3,4 The overall 

incidence is however thought to be increasing, 

representing up to 6% of the ectopic pregnancies. 

Recurrence rate is 5%. This could be due to the increase 

in number of multiple caesarean sections.1 Wide spread 

use of TV USG helps to detect caesarean scar ectopic 

pregnancy.  

It is life threatening, if undetected or misdiagnosed and 

can cause serious maternal morbidity from uterine 

rupture and massive haemorrhage leading to hypovolemic 

shock and even mortality. Here we present a case of 

ectopic pregnancy in previous C-Section scar detected 

very early and treated conservatively.  

ABSTRACT 

Ectopic pregnancy is a common cause of mortality and morbidity among the women of reproductive age group. Tubal 

pregnancy is the commonest.  It can occur in cervix, ovaries, previous caesarean scar, interstitial portion of the tube 

and abdominal cavity. Here we report a case of caesarean scar ectopic pregnancy which was managed conservatively. 

31 yrs old gravid 3 previous 1 LSCS and 1 tubal ectopic come for antenatal consultation at 35 days of gestation. UPT 

was Positive. USG showed no evidence of intra uterine sac. Repeat scan after 10 days showed a gestational sac at the 

lower uterine segment scar. Hence it was decided for conservative management, injection methotrexate 50 mgm X 2 

doses given. This was followed by misoprost vaginal insertion. Since patient did not expel the sac, injection PG F2 

alpha 125 mg x 2 doses were given. Patient expelled the products of conception partially. This was followed by 

hysteroscopic guided evacuation.Caesarean scar ectopic was reported in 1978. Early diagnosis is by TV USG / MRI. 

Early ectopic can be treated medically. In delayed diagnosis, laparoscopic excision of the scar has to be done. In 

rupture of the scar site ectopic pregnancy laparotomy is indicated. In the event of heavy bleeding, hysterectomy has to 

be done. After conservative management and excision of the scar, fertility is not altered. 

Conclusion: Caesarean section scar pregnancy is a rare form of ectopic pregnancy which can lead to life threatening 

complications leading to mortality and morbidity. Treatment has to be individualized according to the gestational age, 

haemodynamic stability and desire for future fertility.    
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CASE REPORT 

31yrs old, gravida 3 with previous 1 LSCS followed by 1 

tubal ectopic pregnancy which was managed medically, 

came for the antenatal consultation on 30.12 16. Her 

LMP was on 25/11/16 and UPT was positive. TV USG 

was done which showed absence of intra uterine 

gestational sac and adnexal mass.  

Beta HCG was done on 31/12/16 and the value was 

6418miu/ml. It was repeated on 9/1/17 and the value was 

10551miu/ml and the raise in HCG was not suggestive of 

intra uterine pregnancy.  

 

Figure 1:   USG on 02.01.2017. 

USG was repeated on 9.1.17 and in the findings were 

suggestive of caesarean scar ectopic pregnancy. Both 

uterine cavity and cervical canal were empty, and the 

gestational sac was seen in the anterior myometrium of 

the lower uterine segment scar. Only yolk sac was seen 

and there was no fetal pole. Chorio decidual reaction was 

good with good vascularity confirming the diagnosis of 

caesarean scar ectopic pregnancy. MRI was not done for 

this patient, though this will be of valuable help in 

doubtful cases.  

Again, this patient had a previous tubal pregnancy which 

was also managed medically in our centre. 

Since, she had only one live baby and it was an early sac, 

she was treated conservatively with 2 doses of IM 

injection of Methotrexate 50 mgm per day on alternate 

days. After 7 days repeat scan showed persistent sac with 

no FHR and reduced vascularity. Hence, T.Misoprost 

200mic gms kept vaginally and repeated 4 hours later. 

Patient did not expel the products of conception.  

Hence Prostaglandins F2 alpha 125 mgms was given IM 

(2doses at 1hour gap). She expelled the products 

partially. USG showed retained products and hence 

hysteroscopic guided D and C was done. There was no 

bleeding and the procedure was uneventful. Repeat USG 

showed a normal uterus.  

 

 

Figure 2:   USG on 02.01.2017. 

DISCUSSION 

Ectopic pregnancy in caesarean scar was first reported in 

1978 by Larson and Solomon.2 Women with previous 

multiple caesarean section scars are at increased risk of 

scar ectopic pregnancy.5 It should be diagnosed as early 

as possible in order to avoid severe complications like 

scar rupture and intra peritoneal bleed. Early diagnosis 

will help for conservative management. The most 

common symptom will be painless vaginal bleeding, 

which may be massive and life threatening. At times the 

patient may be posted for surgical termination which can 

cause profuse bleeding. Spontaneous miscarriage can 

happen in 44% of the patients.   

Vial et al has suggested that there are two different types 

of pathologies for caesarean scar ectopic pregnancies. In 

the first one, the pregnancy grows towards the uterine 

cavity. This can lead to a term viable baby but there is 

always a risk placenta previa and accreta. The second 

type can progress deep into the uterine scar towards the 

serosa which will lead to early rupture and bleeding. Here 

also placenta can be accreta or invade the bladder. The 

first type can be managed expectantly and the second one 

needs emergency care. Hence, these women should be 

counselled accordingly. Maymon et al believed 

uneventful term pregnancy is quiet rare. 

Diagnosis is often difficult but early diagnosis is possible 

with TV USG and colour doppler. In doubtful cases, MRI 

might give more accurate information but not always 

mandatory.6,7 TV USG is highly sensitive in diagnosis of 

caesarean scar site pregnancy with the sensitivity of 

86.4%. 2,8 

Sonographic criteria for diagnosis of pregnancy in scar 

are:  

• Empty uterus  

• Empty cervical canal 
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• Gestational sac located in anterior part of the isthmic 

portion of uterus with a diminished myometrial layer 

between bladder and sac.  

• Discontinuity in the anterior wall of the uterus. There 

should be clearly visible blood flow surrounding the 

sac. Mainly it has to be differentiated from cervical 

ectopic pregnancy. Differential diagnosis includes 

cervical ectopic pregnancy and placenta accrete.9  

Jurkovic has described a negative sliding organ sign as 

diagnostic of scar ectopic. It is the inability to displace 

the gestational sac from its position at the level of internal 

or by gentle pressure applied by trans abdominal probe.10 

With the use of TV USG and saline infusion, it is 

possible to assess post caesarean section uterine wall 

integrity even in non-pregnant patients. It can be 

identified by the presence of fluid within the incision site 

or filling defect (niche) which is a triangular anechoic 

structure at the site of scar.4,7 These patients should be 

watched for caesarean scar ectopic pregnancy in the 

future. Several types of conservative treatment have been 

proposed. Local or systemic Methotrexate and intra 

lesion and potassium chloride administration.3,9  

There may be delay in the resorption of the pregnancy 

because of the fibrous scar rather than normal 

vascularized decidua. There may be failure in the 

management with systemic Methotrexate if Beta HCG is 

greater than 5000miu/ml and in these cases better 

response can be seen with intra lesional methotrexate.11 

This can also be conservatively managed USG guided 

aspiration rarely rupture of the scar and heavy bleeding 

can happen after medical management.12 Hence, 

approach can be combined with bilateral uterine artery 

embolization to reduce the life threatening haemorrhage.   

Surgical management is indicated in greater gestational 

age or when medical management fails. Excision of the 

sac through laparoscopy or laparotomy which includes 

excision of the scar site ectopic and closure of the scar. 4,7 

Bilateral hypogastric artery ligations followed by 

dilatation and evacuation under laparoscopic guidance 

may be another alternative.9,7 In cases of massive bleed 

emergency hysterectomy is lifesaving. Hysteroscopy is a 

minimally invasive approach that includes visualizing the 

uterine cavity combined with evacuation of the ectopic 

mass. 

Our patient received IM methotrexate followed by 

T.Misporostal vaginally and IM prostoglandins, after 

which she expelled the products of conception partially 

followed by hysteroscopic guided D and C. The reason 

for failure of IM methotrexate could be the initial level of 

beta HCG which was greater than 5000 miu/ml. 

Immediate complications of C-section scar pregnancy are 

uterine rupture, severe bleeding and need for 

hysterectomy leading maternal morbidity and rarely 

mortality.  

After conservative treatment, further fertility is not 

affected, and the patient has to be watched for recurrence 

of caesarean scar pregnancy.  

CONCLUSION 

Caesarean scar pregnancy is a rare form of ectopic 

pregnancy which can lead to life threatening 

complications. It can be diagnosed as early as in the first 

trimester, so that we can prevent maternal mortality and 

morbidity. Treatment should be planned to take into 

consideration the gestational age, haemodynamic status 

of the patient, absence or presence of scar rupture, HCG 

levels, and desire for further fertility.  
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