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Although rare, Cesarean scar ectopic pregnancy poses a significant threat of 

uterine rupture and excessive maternal bleeding. Ultrasound confirmed a 

cesarean scar ectopic pregnancy with absence of fetal cardiac activity, and a peri-

sac bleed concomitant with a β-hCG level of 15,000 mIU/ml. Maternal history 

includes G3P1+1 Alive 1 with previous 1 cesarean section and 1 early 

miscarriage followed by DNC and now 9 weeks POG with lower abdominal pain 

and mild per vaginal bleed. During an elective laparotomy, a 4x5cm scar ectopic 

mass was excised and a 3cm uterine rent was repaired. Her post-operative 

course was unremarkable with sustained drop in beta HCG levels and follow up 

examinations showed complete recovery along with beta HCG levels of non 

pregnant state. Early diagnosis and intervention plays a pivotal role in avoiding 

CSEP related morbidity and mortality. It is also vital for the preservation of a 

woman’s future fertility and reproductive capability. 
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INTRODUCTION 
A pregnancy that develops outside of the uterus is known 
as an ectopic pregnancy. It usually happens in the fallopian 
tube, with the ampullary region being the most frequent 
location.  [1].  The cervix, ovary, abdomen, and 
myometrium are among the uncommon locations outside 
of the fallopian tube where ectopic pregnancy can happen 
[2].  An uncommon type of ectopic pregnancy known as 
"caesarean scar ectopic pregnancy" occurs when the 
gestational sac implants inside the fibrous tissue of a scar 
from a prior caesarean section.  3.  Although it can present 
in a variety of ways, the most typical indication of an 
ectopic pregnancy is vaginal bleeding in the early stages of 
pregnancy [4]. Caesarean delivery rates have increased 
from 20.7% in 1996 to 32.1% in 2021, with some countries 
reaching 50%, and the incidence of CSEP is rising steadily 
with these rates. [5]. Prior ectopic pregnancies, chlamydia 
infections, infertility, adnexal surgery, appendectomy, IUD 
use, and failure of different forms of contraception are 
among the risk factors for ectopic pregnancy. [6]. 
Improper implantation and abnormal placental invasion 
are predisposed to when the endometrium and 
myometrium are disrupted following caesarean delivery 

[7]. Uterine rupture with severe maternal haemorrhage 
and death can occur from untreated caesarean scar ectopic 
pregnancies. [3]. 
In this case study, a patient from Waziristan, KPK, 
Pakistan, who had previously had a caesarean delivery, 
presented with vaginal bleeding and abdominal pain in the 
first trimester. The patient was later diagnosed with a 
caesarean scar ectopic pregnancy. We have discussed here 
the clinical presentation, diagnostic challenges, and 
surgical management carried out by laparotomy in order 
to ensure timely intervention and prevent catastrophic 
complications. Here we emphasize more on the 
importance to keep a high index of suspicion in patients 
who have previously undergone a caesarean section. 
 

CASE SUMMARY 
30 years old female patient, a housewife resident of 
Waziristan KPK Pakistan, who was G3P1+1 with history of 
previous 1 cesarean section 4 years back, having 1 alive 
male child of 4 years followed by an early miscarriage 1 
year back followed by DNC and now 9 weeks pregnant and 
complaining of lower abdominal pain with per vaginal 
mild bleed from past 15 days. On examination she was 
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vitally stable. On per abdomen examination a scar was 
seen and a tender unilateral cystic soft swelling was seen 
on right side of the scar and on per vaginal examination 
mild bleed was observed with no cervical tenderness. 
Baseline investigations were carried out and serum beta 
HCG came out to be 15000 mIU/ml [FIG 1].  

Figure 1 

 
Serum β-hCG report of the patient (dated 09-Oct-2024) 
showing a level of 15,000 mIU/mL. According to the 
reference ranges provided for pregnant women, this value 
corresponds approximately to 6–7 weeks of gestation 
(expected range: 1,080–56,500 mIU/mL). 

On Ultrasound abdomen cesarean scar ectopic pregnancy 
was confirmed showing an embryo of 8 weeks and 5 days 
POG with no detectable cardiac activity along with perisac 
bleed. [FIG 2]. 

Figure 2 

 
Pre-operative transabdominal ultrasound scan showing a 
well-defined gestational sac implanted in the lower uterine 
segment at the site of previous cesarean section scar. This 
sac is surrounded by a thin myometrium and with no 
intrauterine pregnancy seen in the endometrial cavity—
features consistent with cesarean scar pregnancy (CSP). 

Elective Laprotomy was planned under general 
Anesthesia. During laprotomy 4*5cm ectopic mass was 
found in the scar with dense adhesions excised and gentle 
scooping was also done. [FIG 3]  

Figure 3 

 
Intraoperative image during laparotomy showing a 4 × 5 cm 
ectopic mass located in the previous cesarean section scar 
with dense adhesions. 

A 4 cm rent was also observed in the anterior lower 
segment of uterus which was repaired with vicryl 1 suture. 
Both the ovaries and Fallopian tubes were seen normal. 
Postoperatively there was a sustained decrease in beta 
HCG PIC and ultrasound abdomenopelvis done on 2nd 
post-operative showed satisfactory findings [FIG 4, 5].  

Figure 4 

 
Postoperative serum β-hCG level measured on 14-Oct-2024 
showing a sustained decrease to 2613.03 mIU/mL, 
consistent with regression following surgical excision of 
cesarean scar ectopic pregnancy. 

Figure 5 

 
Postoperative transabdominal ultrasound confirms 
successful management, which show a thin but intact 
myometrial scar measuring 3.2 mm with an absence of 
residual trophoblastic tissue or significant vascularity. 



Copyright © 2025. IJBR Published by Indus Publishers 
This work is licensed under a Creative Commons Attribution 4.0 International License. 

 
 

 

Page | 113  

   Cesarean Scar Ectopic Pregnancy Ajaz, M. et al., 

IJBR   Vol. 3  Issue. 10  2025 

She was discharged on oral antibiotics with proper 
contraception counselling and called for follow up. On her 
follow up her Beta HCG levels were decreased to non 
pregnant state and her scar healed and she was allowed to 
resume her daily routine normal activities. 
 

DISCUSSION 
Cesarean scar ectopic pregnancy (CSEP) is a rare, though 
potentially life-threatening, type of ectopic implantation 
for which global incidence is on the rise due to concurrent 
increases in rates of cesarean delivery [8]. This case 
describes the management and successful outcome of a 
30-year-old female with a 9-week gestation diagnosed by 
ultrasonography and treated by laparotomy. The 
instrumental influence of early diagnosis and surgery 
performed in a timely manner to avoid serious 
complications, including uterine rupture, hemorrhage, or 
even maternal death was demonstrated in our patient 
[1,2]. The importance of diagnosis is clearly evident; 
potentially untreatable consequences of untreated cases 
include uterine rupture, hemorrhage, placenta accreta 
spectrum, and even hysterectomy [5]. 
Ultrasonography is the primary investigative modality in 
all symptomatic women in the first trimester and serum β-
HCG assay is utilized to assist with diagnosis when 
diagnostic ultrasound is inconclusive [9]. The trans-
abdominal ultrasound of this patient confirmed the 
implantation of the gestational sac in the myometrial wall 
in the depth of the previous cesarean scar. The β-HCG was 
also abnormal and raised in the same time-frame, 
suggesting the diagnosis of CSEP had been achieved. 
Two types of CSEP were previously classified: an 
endogenous type, that grows toward the uterine cavity and 
an exogenous type, which grows outward toward the 
serosa or bladder, which is associated with a higher risk of 
rupture [10]. In our patient, the pregnancy was embedded 
at the scar site, with a non-viable embryo, corresponding 
with 8 weeks and 5 days, consistent with the exogenous 
type of CSEP found in the literature. 
Management of CSEP depends on gestational age at the 
time of treatment, viability of the embryo, hemodynamic 

stability, and wishes for subsequent fertility. Management 
options have been listed and included the administration 
of systemic or local methotrexate, uterine artery 
embolization, hysteroscopic resection, laparoscopic 
excision, and open laparotomy [11]. In our patient case, we 
opted for laparotomy as the ectopic mass was large, there 
were dense adhesions, and the embryo was already non-
viable, thus allowing for successful removal of ectopic 
tissues, closure of the uterine wall defect, and possible 
subsequent rounded fertility.  
Resolution of CSEP may be identified by down trending β-
HCG levels post-treatment. In our case, β-HCG levels were 
already noted to trending down by the second post-
operative day, potentially indicating good recovery and 
treatment success. [12] 
Individualized management is the best approach for 
women who wish to achieve future fertility after treatment 
for cesarean scar ectopic pregnancy. Conservative 
management options, including systemic or local 
methotrexate and minimally invasive methods like 
hysteroscopic or laparoscopic excision, have been, 
reported especially for early, non-viable pregnancies with 
small sac size [13]. Systemic methotrexate can be used as 
first line therapy if β-hCG level ≤12,000 mIU/ml and there 
is no fetal cardiac activity [14]. While medical treatment 
may lead to resolution of the ectopic pregnancy, it may 
leave the cesarean scar defect unrepaired exposing 
patients for potential complications with future 
pregnancies [15]. Patients should be counseled about 
fertility outcomes since almost 30% of these patients may 
have difficulty conceiving after management of ectopic 
pregnancy [16]. In addition, outcome data which 
highlights a longer-term consideration for subsequent 
pregnancies following ectopic gestation, indicates that 
women with ectopic pregnancies have a 10% recurrence 
risk, and the risk of adverse outcomes in future 
intrauterine pregnancies is increased for certain 
outcomes, including a 1.27-fold increased risk of preterm 
birth, a 1.20-fold increased risk of low birth weight, and 
higher risk of placental abruption (1.21-fold) and placenta 
previa (1.45-fold). [17].
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