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• Case presentation 

A 32-year-old female, third gravida with 8 weeks of amenorrhea and two previous caesarean section was referred by her general practitioner 
to our hospital with an ultrasound suggestive of caesarean scar pregnancy for management. The transvaginal ultrasound showed the
gestational sac was lower lying in the anterior segment and appeared to be protruding into the myometrium/caesarean section scar with 
measured residual myometrial thickness around 4mm. The yolk sac was measuring 2.7mm and there was foetal cardiac activity at a normal 
rate of 176 beats per minute. 

The patient presented to Emergency Department (ED), asymptomatic. It was a planned pregnancy and she denied abdominal pain or vaginal 
bleeding. On physical examination she was vitally stable with a pulse rate of 80 beats per minutes and a blood pressure of 100/60 mmHg. On 
investigation, her routine blood investigations, including a complete blood profile, urine analysis, and liver and renal function tests, were 
normal. Her beta-human chorionic gonadotropin (HCG) level was 62630 IU/L. 

This patient had two caesarean sections in the past. Her first caesarean section was uncomplicated and was due to failed cervical ripening in 
the context of induction of labour for pre-eclampsia 5 years ago.  Significant abdominal and peritoneal adhesion were noted during the 
subsequent elective caesarean section which was performed 3 years ago. During that caesarean section, the lower segment of the uterus was 
not able to be identified. Delivery of the baby was achieved by lower segment uterine incision through the adhesion scar tissue and the uterus 
was closed in two layers. 

The patient was admitted. The MRI scan findings were concordant with a scar ectopic pregnancy with decidual entering an expanding the 
prior caesarean scar with only a thin sliver of myometrium overlying the decidua. The anterior uterus, at the site of caesarean scar, is tethered 
to the anterior abdominal wall at the site of surgical incision [Figure 1]. The gestational sac measures 30 x 15 x 49 mm. The patient was 
consented for laparotomy. Abdominal entry through a transverse lower abdominal incision over the old caesarean scar. There was a soft and 
vascular sac presented at the previous caesarean scar. Myometrium was absent at the implantation site. A transverse incision was made, and 
the product of conception was gently taken out [Figure 2]. The uterine scar was excised, re-hashed and closed in two layers. 

The histopathological examination of the product of conception was diagnostic of CSP. This patient was counselled not to conceive for at 
least 12 months. 

The patient was followed up 6 weeks post-surgery. She recovered well and had her period. She has been using condom as contraception.

• Discussion 

Previous caesarean sections are the most common cause of myometrial abnormalities, other uterine procedures, such as dilatation and 
curettage (D&C), manual removal of placenta, myomectomy, metroplasty, have also been linked to scar pregnancies (1,3,4). 

Though our patient had undergone two previous caesarean sections, the number of caesarean sections appear to have no impact as an 
independent risk factor (5). Approximately one- third of the patients with CSP are asymptomatic at the time of ultrasound diagnosis (1). For 
patients with symptoms. vaginal bleeding and abdominal pain are the most common presentations. 

CSP treatment modalities are dependent on the case presentation. Apart from medical and surgical management, expectant management can 
be offered but requires strict compliant and close monitoring. Some CSPs may continue to a viable gestation. Series describing outcomes of 
expectantly managed CSPs all involve small case numbers and high hysterectomy rates (1). In our case of report, surgical excision was our 
treatment of choice because the foetus had active cardiac activity, and the bHCG levels at the diagnosis were high. Surgical treatment is the 
most definitive treatment option that removes the gestation and offers an opportunity to repair the uterine defect and a chance at future 
fertility (5). Surgical excision can be achieved via laparotomy, laparoscopy, and hysteroscopy or vacuum aspiration (8). Yanli Ban’s team has 
created a new CSP clinical classification and relatively matched surgical treatment strategy recommendation based on average diameter of 
the gestational sac and anterior myometrium thickness. They have achieved an overall success rate of 97.5% (550/564 successful) and aimed 
at least invasive treatments with minimal complications (7). The risk of recurrent CSP is low, 3.2 – 5.0 % (6). Subsequent pregnancies 
following CSP have been reported (1).
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