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ABSTRACT

Cesarean scar pregnancy is a rare variant of ectopic pregnancy where the fertilized ovum gets 
implanted in the myometrium of the previous cesarean scar. The incidence of Caesarean Scar 
Pregnancy among ectopic pregnancies is 6.1% and it is seen in approximately 1 in 2000 normal 
pregnancies. As trophoblastic invasion of the myometrium can result in uterine rupture and 
catastrophic hemorrhage termination of pregnancy is the treatment of choice if diagnosed in the 
first trimester. Expectant treatment has a poor prognosis and may lead to uterine rupture which 
may require hysterectomy and subsequent loss of fertility. We present a case report of a 24-year-old 
female G2P1L1with ruptured cesarean scar pregnancy who underwent emergency laparotomy and 
subsequently hysterectomy. In this case report, we aim to discuss ruptured cesarean scar pregnancy 
as obstetric emergency and methods by which we can make an early diagnosis that it can be managed 
appropriately so as to prevent maternal morbidity and mortality. 
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INTRODUCTION

Caesarean scar pregnancy (CSP) is a rare variant 
of ectopic pregnancy where the fertilized ovum gets 
implanted in the myometrium of the previous cesarean 
scar. Incidence of CSP among ectopic pregnancies is 
6.1% and seen in approximately 1 in 2000 normal 
pregnancies.1 Recent rise in incidence is believed 
to be due to increased rate of cesarean delivery.2 

It is associated with maternal morbidity,secondary 
infertility, and mortality. Diagnosis can be achieved 
through transabdominal and TVS, color Doppler and 
MRI.3 In this case report, we aim to discuss one such 
case of a ruptured CSP which presented as an obstetric 
emergency, how it can be prevented in the future with 
appropriate and timely diagnosis.

CASE REPORT

A 24-year-old female G2P1L1 at 13 weeks of gestation with 
one previous LSCS was brought in semi-conscious state 
in our hospital. She was hyportensive and tachycardic. 
According to her husband she was pregnant and has 

taken abortificant drug after confirming pregnancy over 
a counter 1 month back. Since then she had PV bleeding 
which was minimal, soaking 1-2 pad per day and has 
resolved spontaneously few days ago.On examination 
she was in state of shock, BP was unrecordable, 
peripheral pulses were non-palpable. Carotid pulse was 
feeble and rapid with the rate of 165bpm. Per abdomen 
examination revealed distention of whole abdomen with 
tenderness and rigidity. On per speculum examination, 
bleeding was seen. Uterus size could not be assessed 
due to tenderness but both fornices were found to be 
full and tender per vaginally. Resuscitation was started 
immediately. All investigations were normal except 
Hb of 6.8 gm%. Bedside USG showed intrauterine 
pregnancy with massive free fluid in peritoneal cavity 
with fetus in lower pole of uterus.With the view of 
massive hemoperitonium emergency laparotomy was 
performed.
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Figure 1. Rent of 2x3cm on right edge of of previous 
scar.

 

Figure 2. Fetus of around 12 weeks removed from 
rupture site.

Figure 3. Placental tissue embedded on myometrial 
scar.

Figure 4.  Blood loss.
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On laparotomy, there was massive hemoperitoneum of 
around three liters. Both tubes and ovaries were found 
normal. Uterus was 12 weeks size with distension at 
lower segment. There were big clots at uterovesicle 
pouch and on removing it, there was rent of 3x2cm at 
right edge of previous scar with active bleeding from 
that site through which gestational sac with fetus was 
visualized. Whole of myometrium around the rupture 
site was embedded by placental tissue. The sac along 
with fetus was removed. Uterine artery was ligated 
and repair of rent was tried but bleeding could not be 
controlled so subtotal hysterectomy was performed. 
Blood transfusion was started during surgery. She was 
transferred to ICU intubated state. Total  four units of 
whole blood and two pint fresh frozen plasma, two 
pint PRP transfused. She was extubated next day and 
stayed there for two more days. She recovered and was 
discharged on her 5th post-operative day.

DISSCUSSION

CSP was first reported in 1978 by Laren and Solomon.4 
Since then more than 751 cases have been reported5 and 
incidence is rising due to the ever increasing cesaerean 
rates. Maymon et al. reported an interesting association 
between cesarean deliveries for breech and subsequent 
scar pregnancies which was a case specific history in 
our case.6 Almost all CSPs are terminated till the second 
trimester, very few of these pregnancies reported in 
literature have progressed beyond first trimester. It is 
likely that if a developing pregnancy in a caesarean 
section scar were to continue to the second or third 
trimesters, there would be a substantial risk of uterine 
rupture with catastrophic haemorrhage with a high risk 
of hysterectomy causing serious maternal morbidity and 
loss of future fertility which was what happened in our 
case. Besides this, there is also a danger of invasion of 
the bladder by the growing placenta and any pregnancy 
that protrudes through the scar, if viable, can implant 
on other abdominal organs and continue to grow as a 
secondary abdominal pregnancy7which in turn has its 
own set of complications. Little information is available 
on the natural history of this condition. About 13% 
of the CSP cases are either missed or misdiagnosed 
and these are the cases which present late and with 
significant morbidity. So, focus should be channeled 
towards timely diagnosis. TVS on its own has a 
diagnostic sensitivity of 86.4%.The recommended 
approach for reliable diagnosis of CSP includes: use 
of transvaginal USG probe at 5-12 MHz, visualization 
of an empty uterine cavity as well as an empty 
endocervical canal, detection of the placenta and/or 
gestational sac embedded in the hysterectomy scar, 
in early gestations (less than eight weeks) a triangular 

gestational sac that fills the niche of the scar - in later 
gestations (after eight weeks) this shape may become 
round or oval, a thin (1-3mm) or absent myometrial 
layer between the gestational sac and the bladder and 
the presence of a prominent vascular pattern at or in 
the area of a hysterectomy scar in the presence of a 
positive pregnancy test.8

Magnetic resonance imaging (MRI) can be used as an 
adjunct to the ultrasound scan if TVS is inconclusive. 
Laparoscopy or laparotomy may be performed if TVS 
or MRI fails to identify CSP.9 No specific guidelines 
available for the management of CSP, different 
treatment methods of CSP ranging from medical to 
surgical or sometimes, a combination of these has been 
proposed by different author.  The treatment method 
is selected on the basis of clinical presentation and 
treating clinician’s skill and experience. The treatment 
method is selected on the basis of clinical presentation, 
clinician’s skill and experience. Wang et al. treated 
71 patients with methotrexate therapy (local or IM) 
with or without suction curettage and concluded that 
both could treat majority of CSP successfully, but the 
combination  has  better outcome.10 Salomon et al. 
reported the first case of heterotopic pregnancy which 
was first successfully treated with USG guided KCL 
injection.11 Li et al. evaluated 124 CSP and treated 
with three different modalities and concluded that 
UAE with hysteroscopy to be most efficient but in all 
these cases patients presented  at early stage.12 In our 
case patient presented with hypovolemic shock with 
rupture ectopic at scar site. We did laparotomy with 
evacuation of products and repair of uterus was not 
possible so end up with hysterectomy. Similar case 
was reported by Nankali et al. and Singh et al. and 
the same treatment approach was adopted but could 
able to save uterus.2,13 In spite of multiple challenges 
during diagnosis and treatment, recovery was made 
possible. Even though this pregnancy was unwanted 
for her however regret is definitely there for not been 
able to save her uterus. The lesson to be learned from 
this case is the golden role of: clinical judgment, high 
index of suspicion, multidisciplinary approach, for the 
treatment.In background of massive hemoperitoneum 
with positive UPT we must always think about of 
CSP, though incidence is rare, as possible differential 
diagnosis.

Consent: JNMA Case Report Consent Form was signed 
by the patient and the original is attached with the 
patient’s chart.

Conflict of Interest: None.

Shah et al. Ruptured Cesarean Scar Pregnancy: A Case Report

http://jnma.com.np/files/submission/ConsentForm_JNMA_CR.pdf


JNMA I VOL 57 I ISSUE 217 I MAY-JUNE, 2019212
Free Full Text Articles are Available at www.jnma.com.np

REFFERENCES

1.	 Jain S, Chaudhary S, Jain N, Ranjan R. Ruptured caesarean 
scar ectopic pregnancy: a rare case report. Int J ReprodContra-
ceptObstet Gynecol. 2015;4(6):2111-2. [Full Text | DOI]

2.	 Nankali A, Ataee M, Shahlazadeh H, Daeichin S. Surgical 
management of the cesarean scar ectopic pregnancy: a case 
report. Case Rep Obstet Gynecol. 2013;2013. [Full Text]

3.	 Sieczko D, Edwards H, Heggs K, White D. Caesarean 
scar ectopic pregnancy: a case report. Ultrasound. 
2014;22(2):126-8. [PubMed | FullText | DOI]

4.	 Larsen JV, Solomon M. Pregnancy in a uterine scar sacculus- 
an unusual cause of postabortal hemorrhage. A case report. 
S Afr Med J. 1978 Jan 28;53(4):142-3. [PubMed]

5.	 Karadakov S, Antonopoulou K, Jordanova E. Cesarean 
Scar Pregnancy: A Case Report. ObstetGynecolInt J. 
2015;3(3):00084. [Full Text]

6.	 Maymon R, Halperin R, Mendlovic SE, Schneider D, 
Herman A. Ectopic pregnancies in a Caesarean scar: review 
of the medical approach to an iatrogenic complication. Hum 
Reprod Update. 2004 Nov-Dec;10(6):515-23. [PubMed]

7.	 Ash A, Smith A, Maxwell D. Caesarean scar pregnancy. 
BJOG. 2007 Mar;114(3):253-63. [PubMed | Full Text | DOI]

8.	 Elson CJ, Salim R, Potdar N, Chetty M, Ross JA, Kirk 
EJ. Diagnosis and Management of Ectopic Pregnancy 
(Green-top Guideline No. 21) [Internet]. London (UK):Royal 
College of Obstetricians and Gynaecologists; 2016 [cited on 
2019]. Joint Publication ofAssociation of Early Pregnancy 
Units. Available from: https://www.rcog.org.uk/en/
guidelines-research-services/guidelines/gtg21/. [Full Text]

9.	 Gupta P, Huria A, Kaur D, Mehra R. Caesarian Scar 
Pregnancy-A Diagnostic Dilemma. J Nepal Med Assoc. 
2016;54(202):88-90. [Full Text]

10.	 Wang JH, Xu KH, Lin J, Xu JY, Wu RJ. Methotrexate therapy 
for cesarean section scar pregnancy with and without suction 
curettage. FertilSteril. 2009 Oct;92(4):1208-13. [PubMed]

11.	 Salomon LJ, Fernandez H, Chauveaud A, Doumerc S, 
Frydman R. Successful management of a heterotopic 
Caesarean scar pregnancy: potassium chloride injection 
with preservation of the intrauterine gestation: Case report. 
Human Reproduction. 2003 Jan 1;18(1):189-91. [Full Text]

12.	  Li YR, Xiao SS, Wan YJ, Xue M. Analysis of the efficacy of three 
treatment options for cesarean scar pregnancy management. 
J ObstetGynaecol Res. 2014 Nov;40(11):2146-51. [PubMed | 
Full Text | DOI]

13.	 13. Singh K, Soni A, Rana S. Ruptured ectopic pregnancy 
in caesarean section scar: a case report. Case Rep Obstet 
Gynecol. 2012;2012:106892. [PubMed | Full Text | DOI]

Shah et al. Ruptured Cesarean Scar Pregnancy: A Case Report

© The Author(s) 2018. 

This work is licensed under a Creative Commons Attribution 4.0 International License. The images or other third party material in this article are 
included in the article’s Creative Commons license, unless indicated otherwise in the credit line; if the material is not included under the Creative 
Commons license, users will need to obtain permission from the license holder to reproduce the material. To view a copy of this license, visit 
http://creativecommons.org/licenses/by/4.0/

http://www.ijrcog.org/index.php/ijrcog/article/view/2452
http://dx.doi.org/10.18203/2320-1770.ijrcog20151331
http://www.hindawi.com/journals/criog/2013/525187/
http://www.ncbi.nlm.nih.gov/pubmed/27433207
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4760545/
http://dx.doi.org/10.1177/1742271X13510906
https://www.ncbi.nlm.nih.gov/pubmed/653492
https://medcraveonline.com/OGIJ/OGIJ-03-00084
http://www.ncbi.nlm.nih.gov/pubmed/15375087
https://www.ncbi.nlm.nih.gov/pubmed/17313383
https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/j.1471-0528.2006.01237.x
https://doi.org/10.1111/j.1471-0528.2006.01237.x/
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg21/
http://www.jnma.com.np/jnma/index.php/jnma/article/view/2826
https://www.ncbi.nlm.nih.gov/pubmed/18976749
file:///D:\academic.oup.com\humrep\article\18\1\189\880324
https://www.ncbi.nlm.nih.gov/pubmed/25163835
https://obgyn.onlinelibrary.wiley.com/doi/abs/10.1111/jog.12468
https://doi.org/10.1111/jog.12468
https://www.ncbi.nlm.nih.gov/pubmed/23198194
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3502781/
https://dx.doi.org/10.1155%2F2012%2F106892

