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ABSTRACT 

The ectopic pregnancy is a complication in which the fertilized ovum is implanted any where other 

than endometrial cavity. This condition presents a substantial risk for sever maternal morbidity and 

mortality because of change in securing a prompt diagnosis. In general, the incidence of ectopic 

pregnancy is increased so that the rarest form started to be not uncommon. We report an extremely 

rare case of twin ectopic pregnancy, one is in a caesarean section scar and the other is in the left ovary. 

It has been diagnosed by trans-abdominal ultrasound and treated surgically. 
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                          INTRODUCTION 

Ectopic gestation is defined as any pregnancy in 

which the fertilized ovum is implanted in any 

location other than the endometrial cavity(1–3). 

Ectopic cases occur in 1%–2% of all 

pregnancies(3–5) and are major cause of maternal 

morbidity and mortality during the first 

trimester(1,2,4,5). An ectopic pregnancy can occur 

in the fallopian tube, the broad ligament, the 

abdominal cavity, the cervix, the cornua of the 

uterus (interstitial ectopic), the ovary, and a 

previous caesarean scar(1–6). Most ectopic 

pregnancies are within the fallopian tube, 

accounting for 96%–97% of all cases(1,2,4). 

A caesarean scar ectopic pregnancy (CSEP) is 

rare. It occurs in about 1/1,800 to 1/2,500 of all 

pregnancies with caesarean section 

deliveries(1,3,7-11,14).  

With the increased rate of caesarean section 

deliveries the risk for CSEP also rose(1,2,4,9,12,13) to 

6% of all ectopic pregnancies(3,8,9,10). Some authors 

considered that the risk for CSEP is not related to 

the number of caesarean sections a mother has 

had(1,2), while others believed that women who have 

had multiple caesarean deliveries have a higher risk 

for CSEP(5). The most probable cause of the 

abnormal implantation is that the fertilized ovum 

invades the myometrium through damage to the 

decidua basalis of the uterine wall during 

surgery(1,2,5). 

There are two types of CSEP: type I, in which the 

conceptus grows toward the uterine cavity, and type 

II, in which the growth is toward the serosa(12,5,8,11). 

In type II, the risk is the invasion of the urinary 

bladder or the abdominal cavity with excessive 

haemorrhage and even uterine rupture(5,6,10,13,14). 
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Ovarian ectopic pregnancy (OE) is an uncommon 

type of ectopic pregnancy. It occurs in 1/7,000 to 

1/70,000 of pregnancies and about 0.5%–3.0% of 

all ectopic pregnancies(15–22) The site of 

implantation of the conceptus is on the ovary’s 

surface(16). The complications of OE are similar 

to those of all ectopic cases, except that the ovary 

can accommodate the expansion of the 

gestational sac more than the fallopian 

tube(15,16,22) even to a full term with good maternal 

and neonatal health(15). 

 

Case presentation 

A 42-year-old leady, gravida 13, para 7 with 5 

abortion. She has a history of three full-term 

vaginal deliveries, four caesarean sections, three 

spontaneous abortions, and two missed abortions 

with dilatation and curettage. She missed two 

periods, presenting with lower abdominal pain 

and brownish vaginal discharge. 

On the abdominal examination, she had a mild 

lower abdominal tenderness. The per- vaginal 

examination showed a bulky uterus with cervical 

excitation and brownish discharges. The trans-

abdominal ultrasound showed an oval-shaped 

gestational sac anteriorly located at the lower 

uterine segment outside the uterine cavity. The 

sac was eccentric in the location and embedded 

within the myometrium. The single viable fetus 

had a crown-rump length of 0.71 cm, equivalent 

to six weeks plus four days of gestation (Fig. 1). 

 

 

FIG 1: gestational sac with viable fetus. 

The left adnexa showed a gestational sac (2 x 1.7 

cm) attached to the left ovary with a fetal pole. 

The fetal heart could not be detected, with crown-

rump length of 0.28 cm, equivalent to five weeks 

plus six days of gestation. A thin-walled, 

unilocular left ovarian cyst (3.7 x 2.6 cm) was 

observed, suggesting a corpus luteum cyst (Fig. 

2). 

A normal-looking right ovary was observed, with 

no free fluid within the cul-de-sac. The diagnosis 

was settled as concomitant CSEP and left OE. 

 

 

FIG 2: corpus luteum cyst. 

 

Laparotomy was done, and the urinary bladder 

was dissected. A very thin-walled ectopic 

gestational sac (impending rupture) was seen at 

the previous uterine scar (Fig. 3). A gestational 

sac was seen at the left ovary with thin-walled 

cyst (Fig. 4). The CSEP was resected with left 

oophorectomy. The histopathological 

examination confirms the ectopic gestational sacs 

with corpus luteum cyst. 

 

FIG 3: ectopic gestational sac on previous c.s. 

scar. 
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FIG 4: A gestational sac removed from ovary. 

 

DISCUSSION 

In general, the rate of ectopic gestation is 

increased because of the increased use of 

medical-induced ovulation and the increased rate 

of pelvic inflammatory disease, laparoscopic 

hysteroscopy, endometrial trauma by dilatation, 

and curettage (3,4,10,12,17,22,23). 

The CSEP incidence has increased in recent years 

because of the increasing rate of caesarean 

deliveries. The rate of caesarean sections was 

20.7% in 1996, which increased by 32% in 2017 
(2,5,9,10,12). Although the cause of abnormal ovarian 

ectopic pregnancy is not well known, different 

reasons have been proposed, such as delayed 

ovulation, abnormal thickening of the tunica 

albuginea, or a secondary implantation on the 

ovarian surface(16,17,20).  

In our presented case, the patient had the two 

rarest forms of ectopic gestation, which is 

extremely rare. The patient had bad obstetrical 

history with multiple surgical endometrial 

traumas. 

The symptoms of CSEP and EO vary from 

asymptomatic, lower abdominal tenderness, and 

mild to moderate painless vaginal bleeding 
(7,8,9,14,16,18–22), which are consistent with our case. 

The ultrasound criteria for CSEP are as follows: 

empty uterine cavity and cervical canal, a 

conceptus implanted within the lower anterior 

uterine wall, thin or absent covering of the 

myometrium, a fetal pole or heart pulsation that 

could or could not be detected(2,3,5,6,24). On the 

other hand, the OE ultrasound findings showed 

an empty uterine cavity and cervical canal. A 

thick echogenic rim mass with a cystic centre 

represents a gestational sac adjacent to the ovary. 

Also, fetal pole and cardiac pulsation could or 

could not be detected(16,17,20). A corpus luteum 

cyst could be seen(16,20). These findings were 

observed in our case and were proved by surgical 

findings and a histopathological examination. 

 

CONCLUSION 

Although concomitant caesarean section scar and 

ovarian ectopic pregnancies is an extremely rare 

occurrence, however with increased incidence of 

endometrial trauma, pelvic inflammatory disease 

and increased use of ovulatory stimulation drugs, 

the occurrence of such an event may become 

more likely and warrants extra vigilance by 

health care providers particularly in woman with 

these predisposing factors. 
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