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Abstract

An ectopic pregnancy embedded in a C-section scar is considered an uncommon and complex sub-type of ectopic
pregnancy. This particular condition requires an increased level of clinical suspicion, the use of specific diagnostic tools,
and the implementation of customized care measures. Here we present a case of a 37-year-old lady with a history of 3 C-
sections presented to the ER department with an acute attack of pain and vaginal bleeding for 1 hour before admission on
day 19 of a regular cycle. She gave a six-month history of intermenstrual bleeding and chronic pelvic pain. Her previous
bacteriological and pap smears were normal. An earlier pelvic scan showed an Rt ovarian case, a thickened endometrium,
and a small mural fibroid. Upon admission, B-HCG was positive; transvaginal ultrasound was negative. B-HCG titers
confirmed the EP, and an MRI scan confirmed CsEP. She was managed medically with methotrexate and showed a good
response. Clinicians must exercise diligence in evaluating patients with a prior history of cesarean sections and who are
currently experiencing symptoms of pelvic pain and irregular uterine bleeding. The timely identification and intervention
of this complex ailment are crucial to minimize the potential hazards involved and optimize the patient's overall prognosis.
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INTRODUCTION

Cesarean section scar ectopic pregnancy (CsEP) occurs
when the fertilized egg implants inside or in close
proximity to the scar tissue resulting from a prior
cesarean birth. The absence of typical defensive
mechanisms in the uterine lining makes this type of
ectopic pregnancy more dangerous, showing higher
rates of uterine rupture and substantial hemorrhaging
due to the scar's delicate nature [1]. A history of prior
cesarean sections increases the likelihood of faulty
implantation. Likewise, a previous uterine surgery,
including dilatation and curettage, a previous
hysterotomy, and recent instrumentation [2]; an
abnormal uterus, such as a septated uterus; and assisted
reproductive techniques represent another risk factor
[3]. There are two recognized variations of CSEP. Type
1 arises within the myometrium and progresses into the
uterine cavity, while type 2 progresses exophytically
outside the cavity to the serosa [4]. The latter has a grave
prognosis due to the potential for spontaneous uterine
rupture, bleeding, and maternal loss [5]. Some cases
may be asymptomatic and accidentally discovered,
while others may present with symptoms such as
abnormal vaginal bleeding and pelvic discomfort. The
rarity of this condition, estimated to be 1 in 2000
pregnancies, and its similarity to other medical
conditions such as abortion, ovarian cyst accidents, and
molar pregnancy delay the diagnosis [5,6].
Conventional ultrasound plays a major role in many
aspects of practice; however, its efficacy in spotting scar
tissue can occasionally be limited. Transvaginal color
Doppler ultrasonography can be employed to identify
blood flow patterns that are suggestive of the presence
of a CsEP [5,7,8]. Laboratory tests, like serial
assessments of B-human chorionic gonadotropin (B-
hCG) titers, are still very important for keeping track of
how ectopic pregnancies are progressing. Atypical B-
hCG titers may raise suspicion, showing a slower or
suboptimal rise titer [9]. Nevertheless, an early and
precise diagnosis of CsEP frequently necessitates the
integration of ultrasound observations, a comprehensive
clinical history, and measures of B-HCG [1]. This
reinforces the necessity for increased vigilance among
healthcare professionals when assessing individuals
with a prior history of cesarean deliveries who exhibit
the above symptoms. CsEP management is a
multifaceted and intricate process. One option is
medicinal management with methotrexate, or the case
may be managed expectantly. Alternatively, the surgical
option involves more intrusive procedures such as
laparoscopy or even hysterectomy [1,2]. The technique
selection is contingent upon several considerations,
including the patient's general health status, future
reproductive desires, and the degree of tissue
involvement [10]. Here, we present the case of a woman
who was brought to our ER department after a long
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history of intermenstrual bleeding complicated with
acute, painful bleeding.

Case History

Mrs. R., 37 years old, G3 P3 A0, presented to the ER
department with a sudden attack of vaginal bleeding of
a moderate amount associated with abdominal pain for
an hour. The patient was on day 19 of her menstrual
cycle. She reported an earlier attack of abnormal uterine
bleeding (mostly intermenstrual bleeding after her 7-day
menses finished; not as heavy as the current one) in the
last six months, for which she consulted a gynecologist.
A history of chronic back pain was also reported, mainly
affecting her right side; however, upon admission, the
pain was different; she described a colicky pain in her
lower abdomen radiating to the groin and lower back,
followed by a gush of vaginal bleeding. She described it
as if the pain was intense enough to trigger the bleeding,
and it then settled once the bleeding began. Her past
medical history and drug allergies were negative; she
had three C-sections, the last one 12 years ago, and she
was operated on for acute appendicitis 7 years ago. She
was on combined oral contraceptive pills for four
months and stopped taking the pills 2—-6 months earlier
due to adversity. The patient seeks gynecological advice
regarding the intermenstrual bleeding she has suffered
for the last six months. The examination was normal,
with no enlarged uterus, tenderness, or adnexal mass.
She was sent for a high-vaginal swap, which showed no
growth. A Pap smear reveals mild cervical dysplasia
with no malignant cells. An ultrasound showed that the
endometrium was 12 mm thicker than usual during the
early follicular phase. There was also a single 20 x 22
mm ovarian cyst in the right ovary and small 7 x 8 mm
intramural fibroids in the upper anterior part of the
uterus. On admission, the patient was slightly pale and
anxious, with a PR of 110 and a BP of 110/70.
Abdominal examination showed mild suprapubic
tenderness, no rebound tenderness, and normal bowel
sounds. A per-vaginal exam showed a normal-sized
uterus, mild cervical tendencies, no adnexal mass, and a
normal cul-de-sac. A blood sample was sent; her Hb was
11.7, her WBC counts were 9.6, and her blood urea,
creatinine, and liver enzymes were all normal. CRP was
less than 15, and B-HCG was positive. She was sent for
another pregnancy test with a quantitative value; B-
HCG Titer was 1800 mlIU/ml. An urgent ultrasound was
done to confirm the site and exclude a ruptured ectopic
pregnancy (EP). Transvaginal ultrasound (TVUS) could
not locate the EP; no intrabdominal or intrapelvic
collection was seen. The uterus was empty and normal
in size, with a right ovarian cyst of 20 x 18 mm (Figure
1 A and B). Vitally, the patient was stable; she was
admitted and kept under observation as a case of EP in
an unknown location. An MRI was done and revealed
the presence of a well-defined cystic lesion in the lower
uterine segment at the site of the previous scar of 8.7 x
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8 mm not extending into the urinary bladder, suggesting
a C-scar ectopic pregnancy (Figure 2), and advised
following the cases with B-HCG titer. 48 hours later, the
B-HCG titer was done; it was 1843 mlU/mL. After
counseling the patients and explaining the condition, the
decision was made to manage the case by medical option,
i.e., methotrexate. 1 week following the injection of
methotrexate B-HCG, it was 944.5; 3 days later, it was
473.2 miU/ml; 7 days later, it was 25.45 miU/ml.
Finally, 10 days later, it became 2.67 mIU/mL.

Figure 1 (A and B): The image is TVUS of the patient on
admission day, showing a normally sized uterus, an
endometrium thickness of 8.7 mm, a small fibroid, and a right
ovarian cyst of 20 X 18 mm. There were no signs of intra- nor
extrauterine gestational sac; the cul de sac was clear.

JU\

Figure 2: MRI images showing the presence of a well-defined
cystic lesion in the lower uterine segment at the site of the
previous scar of 8.7 X 8.0 mm (demarcated by an orange arrow)
not extending into the urinary bladder, suggesting a C-scar
ectopic pregnancy (A and B). There is a small anterior fibroid
demarcated by a blue arrow. The endometrial thickness is
measured 6.75 mm, and the gestational sac (C).

DISCUSSION

C-section scar Ectopic pregnancy (CsSEP) is a rare
entity that is showing rising incidents in the literature
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[1,11]. This case was presented after a long history of
abnormal uterine bleeding superimposed by sudden-
onset pain and bleeding. A thickened endometrium,
fibroids, or an ovarian cyst are just a few potential
causes of this bleeding [12]. It is not unusual to have
asymptomatic cases, which are reported in one-fourth of
the literature, so physicians ought to have a high index
of susceptibility so such cases are not missed [5]. Indeed,
pregnancy should be excluded in any case of bleeding at
reproductive age [13]. The positive B-HCG raised the
possibility of EP, while TVUS failed to diagnose and
locate the ectopic pregnancy. It is not unusual for the 2-
dimensional US to miss the diagnosis; if we used the 3-
dimensional US, it would probably perform better and
diagnose the case. The 3-dimensional US has good
discrimination power comparable to the MRI's high soft
tissue resolution [14]. MRI imaging showed type |
CsSEP, which is seen in 66 percent of patients [11]. The
surgical approach is the predominant choice for
managing CsEP, exhibiting a success rate of 97% across
a wide range of cases and offering a more favorable
complication profile. However, similar to any surgical
procedure, there are potential complications associated
with anesthesia and surgery [15]. The medical and
expectant options for ectopic success rates are
comparatively lower, with the medical option exhibiting
an overall success rate of 62 percent. Medical
interventions can be administered in a systemic manner,
locally, or through a combination of both approaches
[11,16]. Medical interventions have a higher potential
for complications, including hemorrhaging, uterine
rupture, and the need for hysterectomies. Furthermore,
there is a risk of treatment failure if the B-HCG titer does
not decay, necessitating the exploration of alternative
therapeutic approaches [17]. This case was vitally stable;
her B-HCG titer was below 5000 1U, and she was
cooperative. After explaining the condition and the pros
and cons of the medical option, the medical option was
chosen. The patient's response to therapy was acceptable,
and she reported minor side effects of nausea and fatigue.
In most cases subjected to medical management, the
primary indication for further treatment was a failure to
reduce the B-HCG titer. The management of these
conditions [5,11] can be achieved through options
summarized in Figure 3.

Combination of systemic
and local treatment

Steps for managing failed
cases in dical inati
of ectopic pregnancy

i
; 2

i
i

Figure 3: The currently available options to manage failed
medical termination of a C-section scar ectopic pregnancy.
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The combination of systemic methotrexate and local
therapy (injecting KCL guided by laparoscopy) showed
a favorable outcome, reaching a 70 percent success rate
[18]. In Table 1, we present a comprehensive overview
of published studies with respect to modalities of
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methotrexate introduction, success rates, complications,
and supporting references [19-27]. Uterine artery
embolization, a form of interventional radiology, was
used alone or combined with medical treatment by direct
injection of methotrexate into uterine arteries or used
before surgery for one week or so [28].

Table 1: A comprehensive overview of published studies regarding the use of methotrexate, success rates, complications, and

supporting references.

Success rate Days for B-HCG

Medical intervention

Reported Complication

Supporting references

(%) Decay
Ko et al., 2015 [19]
0,
Systemic and local 77 48+10 Hemorrhage 11% Michaels et al., 2015 [20]
Hysterectomy 3.9%
' Ouyang et al., 2015 [21]
Polat et al., 2015 [22]
0,
Local 60 4616 HH;g:gggz?e g gj% Kong et al., 2015 [23]
Y y e Seow et al., 2013 [24]
Kutuk et al., 2014 [25]
0,
Systemic 56 42+17 Hemorrhage 6% Wang. et al., 2013 [26]

Hysterectomy 3%

Li et al., 2011 [27]

Although the medical option is appealing since it is
minimally invasive, methotrexate has a lower success
rate in CSEP than in tubal EP. This may be attributed to
the fibrous tissue surrounding the gestational sac when
embedded in the C-section scar, making it difficult for
the drug to be absorbed and work [29]. It is worth
mentioning that using multidose methotrexate only
increased its side effects without having a beneficial
effect on its effectiveness [30]. Several challenges cast
a shadow on the field of CSEP. One notable challenge is
the absence of standardized diagnostic criteria, which
results in diverse diagnoses and treatments being
employed across different healthcare settings [31].
Currently, there is a lack of well-established optimal
management approaches, highlighting the need for
evidence-based guidelines that consider both patient
preferences and the extent of scar tissue [11,32]. The
long-term effects of CSEP on subsequent fertility and
pregnancies are little understood [33]. The same thing
applies to employing prevention strategies, whether
through clinical practices or patient education, which is
constrained [34].

Conclusion

CsEP should be expected in any case of abnormal
vaginal bleeding with a history of previous C-sections
and recent instrumentation. Confirming the case can
impose diagnostic challenges, especially when clinical
symptoms are few due to the lack of specific signs on
examination and the failure of the ultrasound. Exclusion
of pregnancy should be done for all women of
reproductive age. Choosing the therapeutic option for
the patient should be tailored according to the patient's
condition, the experience of the surgeon, and the
availability of facilities in the clinical setting.
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