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Caesarean scar ectopic pregnancy is defined as the implantation of the blastocyst in a previous Caesarean scar. It is a rare type of 
ectopic pregnancy. �e incidence is however rising due to the increasing rates of Caesarean sections as well as in-vitro fertilization 
embryo-transfer. It can be diagnosed early by ultrasound. �is remains a challenge in lower middle income countries where the 
availability of high resolution ultrasound and the skill for such sonography may be lacking. Misdiagnosis or a delay in diagnosis o�en 
leads to poor treatment outcomes. We present a case of a gravida 3 para 2 + 0 who had laparotomy for a caesarean scar pregnancy and 
highlight the challenges associated with diagnosis and management of this rare ectopic pregnancy in a lower middle income country.

1. Introduction

Caesarean scar ectopic pregnancy or simply Caesarean scar 
pregnancy (CSP) refers to a gestational sac that is implanted 
wholly or partially within a previous Caesarean section (CS) 
scar. It was first reported in 1978 [1, 2]. Incidence rates of 
1/1800–1/2500 pregnancies have been documented [3, 4]. Its 
incidence is increasing due to increasing rates of CS and in-vit-
ro-fertilization embryo- transfer [5, 6]. Various mechanisms 
have been proposed as pathophysiology of the CSP but the 
main mechanism is the invasion of a microscopic tract within 
the CS scar by the blastocyst as it implants [7]. Fibrosis and 
poor wound healing are responsible for the formation of the 
defect in the wound [3]. High income countries have easy 
access to high resolution ultrasound and magnetic resonance 
imaging compared to lower middle income countries(LMICs) 
enabling prompt diagnosis and treatment of CSP in these high 
income countries.

2. Case Presentation

A 38-year-old gravida 3 para 2 presented with scanty vaginal 
bleeding and mild lower abdominal pain in early pregnancy. 
Her last menstrual period was two months prior to 
presentation. She conceived naturally and the pregnancy had 
been uneventful until her presentation. She had had two 
previous CS: the first was planned for primigravida breech 
presentation and the second was performed for fetal distress 
in a woman with previous CS. She had no significant medical 
history. On clinical examination, she looked generally well 
with normal general, cardiovascular, respiratory and 
abdominal findings. On vaginal examination, there was some 
scanty blood at vaginal introitus. A sterile speculum exams 
showed a normal looking cervix with scanty blood at the 
external cervical os. A bimanual examination showed an 
anteverted uterus which was bulky. �e external cervical os 
was closed with no adnexal tenderness or cervical excitation 
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tenderness. A urine pregnancy test was positive and therefore 
this patient was managed as a case of threatened abortion. An 
appointment for clinical review and pelvic ultrasound was 
scheduled at the outpatient department (OPD) the next day. 
�e scan showed a singleton intrauterine pregnancy with a 
gestational age of 7 weeks 4 days. �e bleeding per vaginam 
had subsided and therefore she was scheduled for review in a 
week. However, five days a�er this OPD visit, she presented 
to the gynaecology emergency room with repeat minimal 
bleeding per vaginam and mild lower abdominal pain. Her 
cervical os remained closed and a repeat pelvic ultrasound 

scan with an abdominal probe showed a bulky uterus with a 
gestational sac that appeared to be within the endocervical 
canal. A sonographic impression of cervical ectopic pregnancy 
was made. She was admitted and the laboratory investigations 
showed haemoglobin level of 12.6 g/dl, her WBC = 7.19 × 109 

/L and platelet level 288 × 109/L. Her serum beta-HCG level 
was 105,000 mIU/ml. Her liver function tests and blood urea 
electrolytes and creatinine were normal. She had a repeat 
abdominal ultrasound scan 2 days into admission. �is scan 
was done in combination with a transvaginal ultrasound. �e 
findings were a bulky uterus with a gestational sac that 

Figure 1: An empty endocervical canal and a gestational sac in the 
lower uterine segment with a ballooned out lower uterine segment, 
GS = Gestational sac, Cx = Cervix, UB = Urinary bladder.

Figure 2: Uterine cavity with some clots.

 Figure 3: �inned and ballooned out lower uterine segment. 
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appeared to be within the endocervical canal but on 
transvaginal interrogation, the gestational sac appeared to be 
at the upper part of the endocervix above the isthmus and in 
close proximity to the endometrial cavity. �e chorionic tissue 
appeared to cover the internal os. No adnexal mass or pouch 
of Douglas mass was seen. �e impression was a low 
implantation pregnancy likely to be a developing placenta 
praevia or a cervical pregnancy at 9 weeks. She was managed 
as a case of cervical ectopic pregnancy at this point and she 
received 50 mg of intramuscular methotrexate and had a 
repeat serum beta HCG done 3 days a�er, which showed a 
level of 106,730 mIU/ml. A repeat pelvic ultrasound showed 
a gestational sac containing single viable fetal pole in the lower 
segment of the uterus bulging into the bladder (Figure 1). �e 
myometrial wall thickness between the gestational sac and the 
bladder was 2 mm. �ere was accumulation of hypoechoeic 
fluid in a lattice appearance suggestive of clots behind the 
gestational sac (Figure 2). �e endocervical canal was empty 
(Figure 1). A sonographic diagnosis of unruptured Caesarean 
section scar ectopic was made. She was counselled for 
exploratory laparotomy same day and had dissection into the 
thinned out uterine wall through the Caesarean section scar, 
removal of the gestational sac and use of figure of eight stitches 
to secure haemostasis at the site of attachment of the gestational 
sac. �e dissection invariably ended up as a hysterotomy 
which was repaired a�er evacuation of the conceptus 
(Figure 3). �e findings were a fourteen week size uterus with 
a bulge in the lower portion (Figure 4). �ere was a gestational 

sac approximately one centimeter from the internal cervical 
os of the uterus embedded in the myometrial wall with 
retroplacental clots of approximately 400 ml (Figures 5 and 6).
�ere was thinning out of the wall of the lower uterine segment 
(Figure 6). She had normal fallopian tubes and ovaries and 
the total blood loss was approximately 800 ml. Her recovery 
was uneventful and she was discharged home on the third 
postoperative day.

3. Discussion

CSP is one of the rarest types of ectopic pregnancy. It occurs 
when the blastocyst implants on the Caesarean scar [1].

Various risk factors have been identified as increasing the 
chances of a woman developing a CSP. �e number of previous 
CS does not correlate with the risk for a CSP [8]. However, 
women who have had an elective CS for breech presentation 
in a previous pregnancy are the ones mostly at risk due to poor 
formation of the lower uterine segment [8]. �is patient’s first 
CS was on account of a breech presentation at term and put 
her at a higher risk. �is history should raise a higher suspicion 
of a CSP as a cervical pregnancy has been found to be very 
uncommon in women with a previous CS [9].

Women with CSP o�en present with slight vaginal bleeding 
with mild abdominal discomfort [10] as was the case in this 
presentation. �e diagnosis is usually made by a high resolution 
pelvic ultrasound, a transvaginal ultrasound or a magnetic res-
onance imaging technique. A combination of the transabdom-
inal and transvaginal ultrasound scanning procedures have 
been shown to have a higher accuracy than the transabdominal 
or transvaginal ultrasound used alone [11]. CSP diagnosis with 
an ultrasound may pose some diagnostic challenges and a high 
index of suspicion is required to make an accurate diagnosis of 
CSP. It is not surprising therefore, that three different transab-
dominal ultrasound scans and a transvaginal ultrasound were 
done in this patient before the diagnosis of CSP was finally 
made. �e sonographic criteria for CSP include an empty 
uterine cavity and closed and empty cervical canal, a gestational 
sac that is implanted in the previous CS scar, a gestational sac 
that fills the niche of the scar, a thin or absent myometrial layer 
between the gestational sac and the bladder, yolk sac, embryo 
and cardiac activity may or may not be present, evidence of 
functional trophoblastic circulation on colour flow Doppler 

Figure 4: Conceptus and trophoblastic tissue a�er incision was made 
through the lower uterine segment.

Figure 5:  �e thinned out Caesarean section scar and bleeding 
from the base of the trophoblastic tissue attachment to the previous 
Caesarean section scar. 

Figure 6: �e hysterotomy wound repaired in two layers. 
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CS scar where the suspicion of CSP is high. Provision of high 
resolution ultrasound scans and training and refresher 
courses that highlight the diagnosis of CSP in a world with 
increasing rates of Caesarean sections will help in early 
diagnosis of CSP.

Consent

An informed consent to publish this patient’s case report has 
been obtained from the patient and is available for the editor’s 
perusal.

Conflicts of Interest

�e authors declare that they have no conflicts of interest.

Acknowledgments

�e authors are grateful to Dr. Lawrence Hasford for assisting 
in the ultrasound imaging of the patient and also to staff of 
the gynaecology wards and theatre of the Korle-Bu Teaching 
Hospital.

References

  [1] � A. Herman, Z. Weinraub, O. Avrech, R. Maymon, R. Ron-El,  
and Y. Bukovsky, “Follow up and outcome of isthmic pregnancy 
located in a previous caesarean section scar,” BJOG: An 
International Journal of Obstetrics and Gynaecology, vol. 102, 
no. 10, pp. 839–841, 1995.

  [2] � J. Larsen and M. H. Solomon, “Pregnancy in a uterine scar 
sacculus—an unusual cause of postabortal haemorrhage,” South 
African Medical Journal, vol. 53, no. 4, pp. 142–143, 1978.

  [3] � D. Jurkovic, K. Hillaby, B. Woelfer, A. Lawrence, R. Salim, 
and C. J Elson, “First-trimester diagnosis and management of 
pregnancies implanted into the lower uterine segment Cesarean 
section scar,” Ultrasound in Obstetrics and Gynecology, vol. 21, 
no. 3, pp. 220–227, 2003.

  [4] � K.-M. Seow, L.-W. Huang, Y.H. Lin, M. Yan-Sheng, Y.-L. Tsai,  
and J.-L. Hwang, “Cesarean scar pregnancy: issues in 
management,” Ultrasound in Obstetrics and Gynecology,  
vol. 23, no. 3, pp. 247–253, 2004.

  [5] � H.-Y. Chueh, P.-J. Cheng, C.-W. Wang, S.-W. Shaw, C.-L. Lee, 
and Y.-K. Soong, “Ectopic twin pregnancy in cesarean scar a�er 
in vitro fertilization/embryo transfer: case report,” Fertility and 
Sterility, vol. 90, no. 5, pp. 2009–2011, 2009.

  [6] � M. A. Patel, “Scar ectopic pregnancy,” �e Journal of Obstetrics 
and Gynecology of India, vol. 65, no. 6, pp. 372–375, 2015.

  [7] � Z.-D. Qian, Q.-Y. Guo, and L.-L. Huang, “Identifying risk factors 
for recurrent cesarean scar pregnancy: a case-control study,” 
Fertility and Sterility, vol. 102, no. 1, pp. 129–134.e1, 2014.

  [8] � M. A. Rotas, S. Haberman, and M. Levgur, “Cesarean Scar 
Ectopic Pregnancies,” Obstetrics & Gynecology, vol. 107, no. 6, 
pp. 1373–1381, 2006.

  [9] � I. E. Timor-Tritsch, A. Monteagudo, and A. K. Agten, “Cesarean 
scar pregnancy diagnosis and management,” Contemporary 
Obstetrics and Gynecology, vol. 60, pp. 16–24, 2015.

and the negative ‘sliding organs’ sign [9]. �e absence of myo-
metrium between the gestational sac and the bladder and an 
empty uterine cavity as well as an empty cervical canal helps to 
distinguish cervical ectopic pregnancy from a CSP [12, 13]. 
�ere were challenges with accurate ultrasound diagnosis of 
the CSP in the earlier three ultrasound scans. CSP was not diag-
nosed in this patient with the earlier ultrasound scans mainly 
because of the low index of suspicion in the patient. �e chal-
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