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Case Report

Caesarean scar ectopic pregnancy of 12 weeks: a rare and unexpected
long-term complication of caesarean section
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ABSTRACT

Caesarean scar ectopic pregnancy (CSEP) is one of the rarest of all ectopic pregnancies. CSEP is a life-threatening
condition and should be timely diagnosed and managed because if left untreated, it may lead to serious complications
like uterine rupture, hemorrhage, hypovolemic shock and even maternal death. A 29-year-old female with history of
amenorrhea 3 months, was referred from remote rural area with severe abdominal pain and vaginal bleeding for 15
days. Her previous childbirth was by caesarean section (CS), 4 years back. Trans abdominal ultrasonography (USG)
revealed gestational sac in lower uterine segment and attached to anterior wall. Upper uterine segment was empty,
crown lump length was 5.86 cm corresponding to 12 weeks and 3 days. As the pregnancy was 12 weeks with very
thin myometrium covering it and placenta fully covering internal orifice of the cervix uteri (internal OS), took
decision for laparotomy. Vaginal bleeding and abdominal pain are the most common presenting symptoms of CSEP.
Severe acute abdominal pain or heavy vaginal bleeding may indicate impending rupture while hemodynamic
instability may indicate rupture of CSEP. Laparoscopy or laparotomy can be done in such cases to remove pregnancy.
Chose laparotomy as it would give quick, better access and control of hemorrhage in this case. The risk of CSEP and
placenta accrete should be specially emphasized when counselling women requesting CS for nonmedical reasons.
Prompt and accurate diagnosis using transvaginal ultrasonography (TVUS) followed by individualized treatment will
significantly help to reduce morbidity related to CSEP.
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INTRODUCTION

CSEP is one of the rarest of all ectopic pregnancies. The
first case was reported in 1978 and incidence of CSEP
ranges from 1/1800 to 1/2500 of all pregnancies and
accounts for 6% of all ectopic pregnancies.'

The pregnancies with previous CS have increased the risk
of placenta previa, placental abruption, placenta accrete,
percreta and scar ectopic pregnancies. CSEP is a life-
threatening condition and should be timely diagnosed and

managed because if left untreated, it may lead to serious
complications like uterine rupture, hemorrhage,
hypovolemic ~ shock,  disseminated  intravascular
coagulation and even maternal death.

The gold standard for diagnosing CSEP is TVUS which
may be combined with a transabdominal scan for
panoramic view.

There are various theories which explain the etiology and
mechanism of CSEPs. Type I: CSEP, develops in the
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myometrium and grows towards the uterine cavity
whereas, Type IlI: CSEP, progresses exophytically
towards the uterine serosa. If left untreated massive
hemorrhage may even necessitate hysterectomy to
prevent maternal death. Treatment modalities are
dependent on the case presentation and can be managed
expectantly, medically with methotrexate or surgically. In
principle, pregnancy should be ended as soon as possible
after confirming the diagnosis, with the aim of removing
the gestational sac and the CSEP to retain future fertility.
Report a case of 12 weeks of CSEP managed by
laparotomy where hemorrhage occurred due to placenta
covering the internal OS, managed efficiently, thus
saving major morbidity or even mortality.

CASE REPORT

A 29-year-old female with history of amenorrhea 3
months, was referred from remote rural area with
abdominal pain and vaginal bleeding for 15 days. Her
previous childbirth was by CS, 4 years back. She had
undergone routine antenatal TVUS at 8 weeks of
pregnancy at her native place where it was detected that
gestational sac was low lying covered by thin
myometrium, corresponding to the scar site of previous
CS, uterine cavity was empty with thick endometrium.
Cervical canal was closed and empty (Figure 1). Findings
were suggestive of CSEP but patient was not convinced
of this rare entity as she did not have any problems like
pain in abdomen or vaginal bleeding. She went back to
home. After 15 days she had mild pain in abdomen and
vaginal bleeding but she tolerated it. She reached hospital
after one month of initial diagnosis when pain in
abdomen and bleeding per vaginum increased. A repeat
sonography was done confirming the diagnosis of CSEP
of 12 weeks gestational age. And treating doctor referred
her to higher center.

On physical examination her pulse, blood pressure and all
vitals were stable. Her cardiorespiratory and neurological
system were normal. Her abdomen was soft and not
tender. Speculum examination revealed a normal cervix
with minimal bleeding and without cervical dilation and
ballooning. Pelvic examination revealed approximately
12 to 14 weeks size uterus, soft in consistency, cervical
movements were not tender.

Transabdominal uterus revealed gestational sac in lower
uterine segment and attached to anterior wall. Upper
uterine segment was empty (Figure 1B), crown lump
length was 5.86 cm corresponding to 12 weeks and 3
days. The myometrium overlying the sac was markedly
thin measuring 2.2 mm. Placenta was anterior and
covering the internal OS completely. Internal and
external OS were closed and cervical length was 3.5 cm
with no ballooning. There was significant vascularity in
the anterior myometrial wall on doppler (Figure 1 C and
D). All features were suggestive of CSEP.

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

As the pregnancy was 12 weeks with very thin
myometrium covering it and placenta fully covering
internal OS, took decision for laparotomy. Abdomen was
opened by previous Pfannenstiel CS scar. Upper uterine
segment was empty and extremely soft like a sponge
easily compressed between fingers and gestational sac
was in lower uterine segment covered with thin
myometrium (Figure 2A). Incision was given over the
bulge with knife, fetus and placenta, covering the internal
OS were removed gently (Figure2B). After removing
placenta, profuse hemorrhage started from the placental
bed which was controlled by hemostatic sutures and
bilateral uterine arteries were ligated. After hemostasis,
repair of the scar done in two layers with vicryl suture.
Uterotonics were given but upper uterine segment didn’t
gain adequate uterine tone and so modified B-Lynch
sutures were applied. Intraoperative blood loss was 400
ml and patient was stable. After adequate uterine tone,
abdomen was closed in layers. One unit of blood
transfusion was given. Postoperative period was
uneventful and patient was discharged on fourth
postoperative day. Patient has been advised oral
contraceptive pills to delay further childbearing for at
least 2 years. The patient came for follow-up at 6 weeks
and 3 months postoperatively with no problems.

JPPER UTERIBEBEGMENT

Figure 1: (A) Gestational sac in lower uterine
segment, (B) 12 weeks pregnancy upper uterine
segment empty, (C) Doppler of high vascularity in
lower uterine segment, (D) Internal OS closed.

Figure 2: (A) Intraoperative picture of scar ectopic,
(B) Removed fetus and placenta.
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DISCUSSION

Vaginal bleeding and abdominal pain are the most
common presenting symptoms of CSEP. The patient
could tolerate the pain for about one month as the
pregnancy was growing towards uterine cavity. Severe
acute abdominal pain or heavy vaginal bleeding may
indicate impending rupture while hemodynamic
instability may indicate rupture of CSEP through the
myometrium Fenerty et al reported CSEP in a case of
previous 3 CS where patient had only intermittent vaginal
bleeding with no abdominal pain, fever or dysuria. The
patient had not undergone any intervention from 8 to 12
weeks of pregnancy.® Gupta et al reported a case where
patient had history of dilation and curettage in view of
incomplete  abortion and histopathology revealed
hyperplastic endometrium with no villi.® Pregnancy
continued and then laparotomy was done and CSEP was
removed.

Establishing a diagnosis CSEP is challenging but in this
case using the criteria given by Timor-Tritsch it was
diagnosed easily.”

The seven criteria proposed by Timor et al are as
follows:- An empty uterine cavity and an empty
endocervical canal, a gestational sac located in the
anterior portion of the lower uterine segment
corresponding to the scar site of the previous caesarean,
demonstration of functional trophoblastic tissue by
doppler ultrasound at the site of implantation at the scar,
In early gestation, less than 8 weeks, a triangular shaped
gestational sac filling the scar niche (after 8 weeks of
gestation a rounded or an oval sac could be observed),
cervical canal that is closed and empty, observation of
fetal pole and or yolk sac with or without heart activity
and absence or deficiency of a healthy myometrium
between the bladder and the gestational sac.

The CSEP are misdiagnosed as either inevitable
miscarriages with low lying sac or cervical pregnancies
gentle pressure at the level of the internal cervical OS
may displace the gestational sac, thus demonstrating what
is known as the sliding sign. The sliding sign is typically
absent in CSEP and cervical ectopic pregnancy. A
cervical pregnancy is present in OS close to the cervical
canal, with ballooning of the cervix.®

MRI is also a useful tool to demonstrate involvement of
adjacent organs such as urinary bladder and abnormalities
of placentation. MRI optimally demonstrates findings of
placenta accreta spectrum, which may include thinning or
absence of the sub placental myometrium, aberrant
vessels, focal bulging of the uterine contour, invasion of
the urinary bladder or anterior abdominal wall. But in this
case MRI was not done because of clear findings on
USG.

Management of CSEP depends on gestational age and
size, severity of implantation anomaly, clinical stability
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and patient desire for future fertility. In our case we chose
laparotomy and surgical excision. USG has revealed
placenta completely covering the OS with thin overlying
myometrium so if we would have attempted dilation or
curettage or hysteroscopy guided removal then there was
high risk of torrential hemorrhage, incomplete
evacuation, uterine rupture and injury to bladder.

Laparoscopy or laparotomy can be done in such cases to
remove pregnancy. Chose laparotomy as it would give
quick, better access and control of hemorrhage in this
case Majangara et al also performed laparotomy in their
case of CSEP, type I1.°

Koplay et al did laparoscopy in their case of CSEP and
found that the gestational sac was deeply impacted.
Therefore, after confirming the location of sac using
TVUS, they successfully vacuum aspirated the sac under
laparoscopic guidance.®

The risk of recurrent scar ectopic pregnancy is low, 3.2 to
5%.8 Women who intend to continue childbearing should
be informed to avoid pregnancy for 12-24 months, in
view of scar healing by fibrosis. If there is persistent
defect with a thin myometrium over the scar, re-suturing
of the defect can be considered prior to the next
pregnancy. In future pregnancies, early ultrasound should
be done to rule out recurrence. Even with an intrauterine
pregnancy, the woman is still at risk of complications of
multiple hysterotomies, abnormally adherent placenta,
uterine rupture, massive hemorrhage and hysterectomy.

CONCLUSION

CSEP through rare, are now seen with increasing
frequency as elective CSs have become more common
and attempted vaginal deliveries following prior CS have
declined. The risk of CSEP and placenta accrete should
be specially emphasized when counselling women
requesting CS for nonmedical reasons. Prompt and
accurate  diagnosis using TVUS followed by
individualized treatment will significantly help to reduce
morbidity related to CSEP.
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