
C A S E  R E P O RT

Ectopic Pregnancy within a Cesarean Section Scar: 
An Unusual Case Report
Emad M AL-Osail 1, Sager Almulhim2

1Department of General Surgery, College of Medicine, Imam Abdulrahman Bin Faisal University, Dammam, Saudi Arabia; 2General Radiology, Imam 
Abdulrahman Bin Faisal Hospital-National Guard, Dammam, Saudi Arabia

Correspondence: Emad M AL-Osail, Department of General Surgery, College of Medicine, Imam Abdulrahman Bin Faisal University, Dammam, Saudi 
Arabia, Email emad2022@hotmail.com

Abstract: Ectopic pregnancy represents a significant challenge in obstetrics due to its potential for severe complications, including 
maternal morbidity and mortality. Caesarean scar ectopic pregnancy is one of the very rare sites of ectopic pregnancy. Any type of 
surgical scar on the uterine wall (hysterotomy) including caesarean section, myomectomy or history of abnormally adherent placenta 
or manual removal of placenta increases the risk of surgical scar ectopic pregnancy. Here, we have described a case of caesarean scar 
ectopic pregnancy in a 43 years female presenting to the emergency department after being referred from a primary centre with 
complaints of pelvic pain and vaginal bleeding. Ultrasound confirmed the diagnosis of caesarean section scar ectopic pregnancy. The 
patient was successfully managed with multi dose regime of methotrexate. Early diagnosis and prompt management of caesarean scar 
ectopic pregnancy is essential to avoid any life-threatening complications or loss of fertility. 
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Introduction
Ectopic pregnancy at the site of caesarean section scar is a very rare complication of pregnancy. Studies show that around 
1 such case occurs out of 2000 pregnancies.1–3 However, with rise in cases of caesarean section (both first time and in 
past cases of caesarean section delivery) the incidence of caesarean section ectopic pregnancy cases is on rise. 
Worldwide, around 18.6% of all births are done by primary caesarean section.4–6

There are published reports of hysterotomy scar ectopic pregnancy following myomectomy, uterine evacuation, past 
history of abnormally adherent placenta, past history of manual removal of placenta, hysterectomy and in in vitro 
fertilization.2,6 Hysterotomy scar ectopic pregnancies can be of two types, namely type 1 and type 2. In type 1 variety the 
gestational sac develops in the myometrium and grows in the direction of the uterine cavity; however, in type 2 variety, 
the growth of the gestational sac occurs exophytically in the direction of the uterine serosa.2,6 Type 2 variety of the 
hysterotomy scar ectopic pregnancies might have dreadful outcome as in many such cases spontaneous uterine rupture 
might occur, leading to profuse haemorrhage, shock and maternal mortality. Another unfortunate outcome is loss of 
fertility as to control the excessive bleeding and thus to save the patient’s life, hysterectomy might be necessary.

Presenting symptoms include, pain in the pelvic region along with vaginal bleeding and/or occasional spotting during 
first trimester. However, in many of the cases, there might be no alarming symptoms. Transvaginal ultrasonography is the 
preferred investigation; sometimes it is combined with transabdominal scan for panoramic view. Magnetic resonance 
imaging (MRI) is suggested in inconclusive cases with strong clinical suspicion of surgical scar ectopic pregnancy 
cases.1

The choice of treatment depends on various factors, including gestational age and clinical stability and the levels of 
beta-hCG.2–4 Available options include expectant management, medical management with methotrexate and surgical 
intervention.2,4 Other than surgical interventions like surgical excision via hysteroscopy or laparoscopy or laparotomy, 
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vacuum aspiration may also be used in selected cases.2,4 Here, we present a case of surgical scar ectopic pregnancy at the 
site of a previous caesarean section managed successfully with methotrexate.

Case Presentation
Forty-three Years old pregnant woman presented to the emergency department in 2022. She was at 7 weeks gestation and 
had a remarkable obstetric history of 10 pregnancies (G10) and four previous live births (P4). The patient had an 
uneventful past medical and surgical history, except for two previous caesarean sections. She complained of vaginal 
bleeding, spotting, and pelvic pain since the beginning of her current pregnancy. There was no significant history of drug 
use, genetic predisposition, or family medical issues.

Clinical assessment revealed a pale appearance, and the patient was found to have a blood pressure reading of 99/ 
66 mmHg, while on the lower end of normal. Her pulse rate was recorded at 96 beats per minute, which is within normal 
limits for a pregnant woman. Abdominal examination showed a soft abdomen, but localized tenderness was observed at 
the right hypochondrium. The rest of the physical examination was unremarkable.

Laboratory investigations indicated a human chorionic gonadotropin (hCG) level of 96,837 U/L, which corresponded 
to the patient’s gestational age. Hemoglobin level was measured at 10.9 grams per deciliter, and the platelet count was 
within the normal range at 269,000 per microliter. Liver and renal function tests yielded results within normal limits.

Upon admission, a transabdominal ultrasound examination was performed to assess the location and viability of the 
pregnancy. The ultrasound revealed a small, well-defined sac at the site of the previous cesarean section scar with 
a crown-rump length (CRL) of approximately 1.2 cm. Notably, a viable fetus was detected within the cesarean scar, 
confirming a diagnosis of non-ruptured cesarean scar ectopic pregnancy (refer to Figures 1 and 2 for visual representa
tions). Further evaluation showed no evidence of active bleeding or hemoperitoneum.

The patient’s case was managed collaboratively by a multidisciplinary team comprising obstetricians, gynecologists, 
and maternal–fetal medicine specialists. A comprehensive discussion regarding the available treatment options, asso
ciated risks, and benefits was conducted. After careful consideration, a conservative management approach utilizing 
methotrexate therapy was chosen.

The patient received two doses of methotrexate (50 mg each), administered intramuscularly, following the standard 
protocol for ectopic pregnancies. The initial dose was administered on the day of admission, and the second dose was 

Figure 1 Ultrasound shows small well-defined sac measuring 1.2 cm at the expected site of prior cesarean section site; non rupture ectopic scar pregnancy.
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given four days later. Throughout her hospital stay, the patient was closely monitored for any signs of complications, 
such as persistent bleeding, abdominal pain, or deterioration in her clinical condition.

Following treatment, the patient’s clinical condition improved, and her hCG levels were monitored regularly. The 
patient was hospitalized for a total of 9 days and at the time of discharge, the beta hCG level was measured at 9,473 U/L, 
indicating a significant reduction from the initial level. Detailed instructions for follow-up care were provided, 
emphasizing the importance of regular hCG level monitoring and vigilant observation for any signs or symptoms 
suggestive of persistent ectopic pregnancy or treatment failure.

Despite the comprehensive counseling and instructions provided, the patient did not return to our outpatient 
department (OPD) for follow-up. Instead, she expressed a preference for continuing her follow-up care at the primary 
hospital she initially visited. Despite this, efforts were made to establish communication with the primary hospital to 
ensure the patient received appropriate ongoing care and follow-up (Figure 3).

Discussion
Caesarean section scar pregnancy (CSSP), also known as caesarean scar pregnancy, is considered to be the rarest of the 
rare type of ectopic pregnancy.1 It is considered to be a life-threatening condition as there is risk of massive blood loss 
due to uterine rupture and death.2,3

Significant past history (history of caesarean section), presenting symptoms, clinical examination, laboratory inves
tigation and radiological investigations are essential for confirmation of diagnosis. Timely diagnosis and appropriate 
management are of utmost importance as any delay or wrong diagnosis may cost the patient’s life. There are a number of 
theories which explain the etiology of uterine scar ectopic pregnancy. The most widely acknowledged one is that the 
blastocyst invades in the myometrium through a dehiscent tract originating due to past history of hysterectomy like 
caesarean section, myomectomy, etc., or other significant past events like manual removal of placenta, adherent placenta, 
etc.2,3

Figure 2 Trans abdominal ultrasound showed viable fetus at prior surgical scar site given concern for cesarean scar ectopic pregnancy, possibility of implantation on the 
prior cesarean scar.
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Another commonly recognized theory explaining the etiology of uterine scar ectopic pregnancy is trauma during 
assisted reproduction technique in cases without any past surgical or significant medical history.4 Painless vaginal 
bleeding is considered to be the most common presenting symptom besides the absence of any symptoms. One important 
differential diagnosis of cervical scar ectopic pregnancy is cervical pregnancy. Transvaginal ultrasonography helps to 
differentiate between the two conditions. In case of cervical pregnancy, there is no myometrium between the gestational 
sac and the bladder as in cervical pregnancy, the gestational sac grows in the anterior portion of the isthmus.7

To diagnose caesarean section scar pregnancy, ultrasound in sagittal position is helpful as in this position empty 
uterine cavity as well cervical canal can be seen.8 With the advent of transvaginal sonography and saline infusion 

Figure 3 The progress of the patient case from initial presentation to diagnosis, treatment, and follow-up.
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sonography, post-caesarean section uterine wall integrity can be assessed in nonpregnant women. In cases of caesarean 
section scar defects, presence of fluid (saline) can be identified at the site of incision or filling defect can be identified.2,6

There are a number of published case reports regarding diagnosis and management of caesarean section scar ectopic 
pregnancy.9 Morente LS and her colleagues presented a case series on cesarean section scar ectopic pregnancies 
diagnosed by transvaginal ultrasonography.9 There is no fixed treatment protocol for cesarean section scar ectopic 
pregnancies; rather a number of treatment options are available starting from conservative management (expectant 
management) to surgical intervention. The condition can be life threatening hence urgent diagnosis, and appropriate 
management is essential to avoid catastrophic outcome. Also, uterine rupture may require hysterectomy to save the 
patient’s life but at the cost of loss of fertility. Thus, the authors concluded in their case series the importance of 
transvaginal ultrasound with Doppler. Like the above-mentioned case study, several other authors also documented the 
importance of utilizing correct imaging techniques for the diagnosis of cases of cesarean section scar ectopic 
pregnancy.10,11

Similarly in another study by Adams A and her colleague, the importance of prompt diagnosis and appropriate 
management of cesarean section scar ectopic pregnancy management is stressed.12 In the said study, the authors 
described a case of cesarean scar pregnancy in a 33 years old female patient presenting to the emergency department 
with a complaint of suprapubic pain. In our study, we also described a case of cesarean scar pregnancy in a 43 years old 
female patient attending the emergency department after being referred from a primary centre with complaints of public 
pain and vaginal bleeding. Like the case described by Adams A and her coauthor, our patient also managed successfully 
with multidose regimen of methotrexate.12

In another recent case series by Heidar Z and colleagues, a study of caesarean scar ectopic pregnancy was 
described.13 This case series included four Iranian women aged between 29 and 34 years who were in the 5–7 weeks 
of pregnancy, similar to our case (reported at 7 weeks of gestation). While our patient received methotrexate and showed 
a significant reduction in beta-hCG levels, it is important to note that treatment efficacy can vary among patients. In the 
reported series, all patients were managed with methotrexate injections; however, we will adjust the wording to reflect 
that while two cases were successfully managed with a single dose of systemic methotrexate, the remaining two patients 
required a transvaginal ultrasound-guided injection of methotrexate into the gestational sacs. This highlights the 
variability in treatment responses and the importance of ongoing monitoring to assess treatment effectiveness. 
Moreover, it is important to emphasize the necessity of appropriate dosing and the various protocols for administering 
methotrexate. Methotrexate can be administered in single or multidose regimens, and the choice of protocol should be 
tailored to the individual patient’s condition, including gestational age and clinical stability. Close monitoring of beta- 
hCG levels is essential to evaluate the effectiveness of treatment and to identify any potential complications.

An alternative medical option for the management of cesarean scar pregnancy (CSP) is the combined use of 
methotrexate (MTX) and mifepristone. In a systematic review by Stabile et al (2024), the authors evaluated the safety 
and effectiveness of this combination therapy across seven cases reported in five manuscripts. The review indicated 
a success rate of 71.4%, particularly effective when beta-human chorionic gonadotropin (B-hCG) levels were below 
5,000 mUI/mL and the gestational sac was less than 20 mm. This study highlights the potential of MTX and mifepristone 
as a first-line treatment option for CSP, emphasizing the need for individualized management based on the patient’s 
clinical condition and reproductive goals.14

Surgical treatment options for Caesarean section scar pregnancy (CSSP) include cesarean scar resection, laparoscopy, 
laparotomy, and ultrasound-guided curettage. Cesarean scar resection can be performed via a transvaginal approach or 
laparoscopy, allowing for excision of the scar tissue and reapproximation of the surrounding myometrium. This method 
is associated with lower complication rates compared to other surgical options, although the data on outcomes can vary.15

For instance, He et al reported six successful cases of transvaginal removal of ectopic pregnancy tissue, followed by 
effective repair of the uterine defect. This technique is particularly advantageous for its minimally invasive nature and 
reduced recovery time.16

Ultrasound-guided suction curettage is another surgical option, although it carries inherent risks, such as uterine 
perforation and excessive bleeding due to abnormal placentation, especially in exogenic-type CSSP. A retrospective 
study involving 232 women with CSSP revealed that 82.3% underwent this procedure, with some requiring blood 
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transfusions and even hysterectomy due to uncontrollable bleeding. Given these risks, ultrasound-guided suction 
curettage is recommended primarily in cases where the internal os is open, the fetus is non-viable, or in instances of 
persistent vaginal bleeding. The Society of Fetal Medicine suggests operative resection or ultrasound-guided uterine 
aspiration for surgical management while advising against sharp curettage alone.15,17

Additionally, uterine artery embolization has emerged as a valuable adjunctive treatment, effectively minimizing 
hemorrhage in patients undergoing subsequent surgical interventions.18

Conclusion
Cesarean section scar ectopic pregnancy is considered one of the rarest types of ectopic pregnancy. Besides the risk of 
excessive bleeding due to uterine rupture and death, there is also a risk of loss of fertility, as hysterectomy may be 
required to control excessive bleeding. To avoid the unfortunate outcomes associated with caesarean section scar ectopic 
pregnancy, early diagnosis and adequate management are essential. Furthermore, diligent follow-up care is crucial to 
monitor the patient’s recovery, assess beta-hCG levels, and ensure the timely identification of any complications or 
treatment failures. Ongoing follow-up helps in providing necessary interventions and supports the preservation of 
reproductive health.
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