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 Summary
 Background: Scar pregnancy is an extremely rare type of ectopic pregnancy, where there is implantation of the 

gestational sac onto the anterior wall of the uterus at the site of previous LSCS scar in a multipara 
female. Due to a poor vascular supply to the lower uterine segment, caesarean scars may heal 
improperly predisposing it to be a site of improper implantation of the gestational sac.

 Results: The characteristic features are empty uterus and cervix, gestational sac in the anterior part of 
lower uterine segment with a history of painless vaginal bleeding. It carries a high risk of 
morbidity related to uterine rupture and extensive haemorrhage.

 Conclusions: In case of a previous LSCS delivery in a female with a viable gestational sac in the lower uterine 
segment and elevated B-Hcg levels, the possibility of scar ectopic pregnancy should be considered. 
KCl or methotrexate can be injected directly into the foetal pole under transvaginal ultrasound 
guidance in order to stop the cardiac activity in the foetus. The knowledge of the specific 
ultrasound features of uncommon locations of ectopic pregnancies such as an ectopic scar is crucial 
for a correct diagnosis and early management in order to prevent complications.
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Background

Scar ectopic pregnancy is a rare entity in which the ges-
tational sac is present along the anterior uterine wall 
at the site of a previous LSCS scar in the myometrial 
wall. Complications include uterine rupture and haem-
orrhage with a possible need for laparotomy followed by 
hysterectomy.

Case Report

A 34-year-old mother of two, with previous lower segment 
caesarean section (LSCS) delivery came with a history of 
2-month amenorrhoea and complaints of pain in the lower 
abdomen for 1 week. Her urine pregnancy test was posi-
tive and an abdominal ultrasound was performed which 
revealed a gestational sac with a foetal pole, cardiac activ-
ity and a yolk sac in the lower uterine segment along the 
anterior aspect of the lower uterine wall. Endometrium 
along the fundus of the uterus appeared normal, measuring 

5 mm. (Figure 1 – white arrow indicates foetus, Figure 2 
white arrow indicates upper uterine segment with normal 
endometrium, black arrow indicates foetus)

On colour Doppler imaging, a peripheral vascularity was 
noted around the gestational sac and also along the anterior 
wall of the lower uterine segment (Figure 3 – white arrow 
indicating vascularity). Both ovaries were normal with no 
free fluid in the pouch of Douglas (Figure 4 – white arrow 
indicates right ovary, grey arrow indicates left ovary).

B-hcg (Beta Subunit, Human Chorionic Gonadotropin) level 
was 28,000, pointing towards the possibility of an ectopic 
pregnancy.

In spite of lower abdominal pain, nausea and vomiting, 
there was no history of vaginal bleeding. Due to the contin-
uous aggravating pain, the patient was taken for an emer-
gency laparotomy.
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Post-operative features revealed an exophytic gestational 
sac along the anterior lower uterine wall along the LSCS 
scar site, with thinned myometrial wall, consistent with 
scar ectopic gestation. The gestational sac was removed 
and the uterus was preserved.

Discussion

An ectopic pregnancy occurs when the developing blasto-
cyst becomes implanted at a site other than the endome-
trium of the uterine cavity [1].

A combination of biochemical (quantitative assay for 
{b-HCG) and imaging findings on pelvic sonography are the 
basis for the diagnosis of an ectopic pregnancy. A negative 
serum {b-hCG result essentially excludes the diagnosis of a 
live pregnancy, although a chronic ectopic pregnancy may 
be present [2].

The classic triad of signs and symptoms of ectopic pregnan-
cy consists of abdominal or pelvic pain, vaginal bleeding 
and a tender adnexal/uterine wall mass [2]. Of all the types, 
the rarest form of ectopic pregnancy is the implantation 

of a pregnancy within a caesarean fibrous tissue scar. Due 
to the risk of uterine rupture, it is considered to be a life-
threatening condition.

Because of a poor vascular supply to the lower uterine seg-
ment, caesarean scars may heal improperly, resulting in 
focal dehiscent tracts that may predispose to trophoblas-
tic invasion and improper implantation of the gestational 
sac [1].

One of the hypotheses is that the conceptus enters the myo-
metrium through the defect in the caesarean section scar 
or a microscopic dehiscent tract [3]. There is a complete 
embedding of the gestational sac in the myometrium which 
progressively disappears or becomes thinner owing to dis-
tension of the gestational sac [4].

Caesarean scar pregnancy represents less than 1% of ectop-
ic pregnancies and is thus rare. Up to 72% of caesarean 
scar pregnancies occur in women who have had 2 or more 
caesarean deliveries. Due to the rise in caesarean delivery 

Figure 1.  Transvaginal ultrasound reveals a gestational sac with a 
foetal pole indicated by a solid white arrow.

Figure 3.  Transvaginal ultrasound with colour Doppler reveals an area 
of peripheral vascularity around the gestational sac (solid 
white arrow). Cardiac activity is noted in the form of colour 
fill in the foetus indicating a live pregnancy.

Figure 4.  Transabdominal ultrasound depicts upper uterine segment 
without any gestational sac. Both ovaries appear normal 
with follicles within them (solid white arrow indicates the 
right ovary, solid grey arrow indicates the left ovary).

Figure 2.  Transvaginal ultrasound reveals the upper uterine segment 
with normal endometrium (solid white arrow) and a 
gestational sac with a foetal pole in the lower uterine 
segment (solid black arrow).
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rates, the incidence of caesarean scar pregnancy has stead-
ily increased over the years [1].

The classic features are development of gestational sac in 
the anterior part of the lower uterine segment, with empty 
uterus, empty cervix and absence of healthy myometrium 
between the gestational sac and bladder wall [2]. A gesta-
tional sac implanted in a caesarean scar can be seen to be 
protruding anteriorly through the scar growing towards 
the uterus or bladder and the abdomen [1].

Up to 40% of patients will not present with specific clini-
cal symptoms, hence a high index of suspicion for caesar-
ean scar pregnancy is critical [5]. Painless vaginal bleed-
ing with a history of one or more caesarean sections is a 
typical presentation. Early sonogram in such cases usually 
shows a gestational sac implanted in the lower uterine seg-
ment, with local thinning of the myometrium and promi-
nent vascularity at the implantation site. Vascularity is an 
important distinguishing feature between a cervical scar 
implantation and an incomplete abortion and helps decide 
on the treatment [6].

A good flow around the ectopic site is presumed to make 
the tissue viable, whereas absent vascularity around the 
site is highly suggestive of a non-viable pregnancy. MRI 
can accurately detect the exact location of pregnancy, thus 
confirming the diagnosis [7].

If the pregnancy progresses beyond the first trimester, it 
puts the mother at a significant risk of an emergency hys-
terectomy in case of a viable pregnancy. Uterine scar rup-
ture and lethal haemorrhage can occur in case the caesar-
ean scar pregnancy is misdiagnosed and dilation and curet-
tage is performed. This is due to the fact that the chorionic 
villi invade and implant deeply into the scar tissue at the 

anterior lower uterine segment, making the gestational sac 
potentially unreachable for complete evacuation. There is 
a risk of rupturing the uterine wall or damaging the blad-
der [1].

KCl or methotrexate can be injected directly into the foe-
tal pole under transvaginal ultrasound guidance in order to 
stop cardiac activity in the foetus. This leads to termina-
tion of pregnancy and prevents surgical intervention [6].

Surgical management is chosen in high-risk cases, such as 
delayed maternal age of pregnancy, where the local remov-
al of the gestational sac at the scar site is done or even hys-
terectomy can be performed if required in cases of uterine 
wall invasion.

Conclusions

In case of a previous LSCS delivery in a female with a via-
ble gestational sac in the lower uterine segment and elevat-
ed B-Hcg levels, the possibility of scar ectopic pregnancy 
should be considered in spite of its low likelihood. Urgent 
intervention may be required in such cases to prevent 
major complications such as uterine rupture.

To prevent complications, termination of pregnancy in the 
first trimester should be considered. Direct injection of 
potassium chloride or methotrexate into the embryo, under 
transvaginal sonographic guidance, can be used as a con-
servative management in order to stop cardiac activity [6,8].

The awareness of specific ultrasound features of uncom-
mon locations of ectopic pregnancies such as scar ectopic 
pregnancy is crucial for making a correct diagnosis and ini-
tiating prompt management in order to prevent complica-
tions [1].
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