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Introduction
Cervical pregnancy is a very rarely seen type of ecto-
pic pregnancy. Cervical pregnancy is seen in 1/2500-
1/12000 pregnancies (0.15% of all ectopic pregnan-
cies).[1] Diagnosis of this rarely seen ectopic pregnancy 
is made based on Ushakov criteria:[2] 1) Gestational sac 
is localized in the endocervix, 2) intact cervical canal is 
found between gestational sac and endometrium, 3) 
invasion of endocervical tissue by trophoblasts, 4) pres-
ence of an empty uterine cavity, 5) presence of endo-
metrial decidualization, 6) uterus resembling hourglass. 
Presently discussed is case of cervical ectopic pregnan-

cy treated successfully with McDonald cerclage and li-
gation of branches of cervical uterine artery.

Case Report
Patient presented to emergency service with spot-
ting, and was hospitalized in gynecology department 
with initial diagnosis of abortus incipiens. Patient was 
45-year-old, gravida 6 parity 4, and had previously 
undergone dilation and curettage (D&C) procedure 
because of incomplete abortus. Vaginal examination 
with speculum revealed soft, swollen, and enlarged 
cervix that permitted insertion of fingertip. Minimal 
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Özet

Servikal ektopik gebelik, tüm ektopik gebelikler arasında çok 
nadir rastalanan bir ektopik gebelik formudur. Servikal ektopik 
gebelik ciddi bir hemoraji nedeni olabilir. Ayrıca yüksek morbi-
dite ve mortalite ile ilişkilidir. Son yıllarda fertiliteyi korumak 
amacı ile farklı birçok konservatif yaklaşım rapor edilmiştir. 
Kliniğimize yedi hafta dört gün ile uyumlu fetal kardiyak ak-
tivitesi olmayan gebe vajinal kanama şikayeti ile başvurdu. 
Hasta yüksek servikal sütür ve Mcdonald serklaj uygulanarak 
başarı ile tedavi edildi. Servikal gebelik tedavisi hala tartışma 
konusudur. Fakat tedavi konusunda henüz kesin bir fikir birliği 
bulunmamaktadır. Konservatif yaklaşım hastayı histerektomi 
gibi büyük bir cerrahiden ve bunun getirdiği kötü sonuçlardan 
koruyabilir.

Anahtar sözcükler: Servikal ektopik gebelik; ektopik gebelik.

Summary

Cervical ectopic pregnancy is a very rare form of ectopic 
pregnancy. Cervical ectopic pregnancy can be a cause of se-
vere bleeding and it is associated with high morbidity and 
mortality. In recent years, many conservative methods of 
treatment seeking to preserve fertility have been reported. 
Presently described is case of pregnant woman at gesta-
tional age of 7 weeks and 4 days who was admitted to clinic 
with vaginal bleeding. Fetal cardiac activity was negative. 
Patient was successfully treated with high ligation suture 
and McDonald cerclage. There is no consensus yet on best 
treatment of cervical ectopic pregnancy, but conservative 
methods can avoid major surgical procedure such as hyster-
ectomy and its consequences.

Keywords: Cervical ectopic pregnancy; ectopic pregnancy.
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bleeding was also observed. Patient underwent trans-
vaginal and transabdominal ultrasound (US). Cervi-
cal ectopic pregnancy was confirmed using Ushakov 
criteria.[2] Crown-rump length (CRL) was 13.6 mm, as 
measured using transvaginal US, which corresponded 
to fetus at 7 gestational weeks and 4 days. There was 
no fetal cardiac activity.

Complete blood count (CBC), human chorionic gonado-
tropin (hCG) level, coagulation, liver, and renal function 
tests were performed, and Rh factor was analyzed. Pa-
tient was diagnosed as cervical ectopic pregnancy, and 
optimal treatment was discussed.

After preoperative preparation of the patient, she was 
brought into the operating room. General anesthesia 
was administered and sterile conditions achieved. Up-
per and lower one-third of cervix were held with ring 
forceps, and cervical branches of uterine artery were li-
gated with sutures on both sides to decrease bleeding 
(Figure 1a). McDonald cerclage of cervix was performed 
using Mersilene sutures. Gravid uterus was aspirated us-
ing 6 no. soft cannula. Sharp curettage was performed 
inside endocervical canal. Upon observation of bleed-
ing, the Mersilene sutures were tied. Decrease in sever-

ity of bleeding was achieved, vagina was tightly packed, 
and procedure was terminated (Figure 1b).[3]

Nearly 16 hours later, packing was removed and he-
mostatic check was performed. No further bleeding 
episodes occurred; however, transvaginal US revealed 
hematoma in the cervix measuring 32 x 28 mm. During 
clinical follow-up period, cephazoline sodium (1 g 3x1), 
and diclofenac sodium (3x1) were administered. Patient 
was discharged on postoperative second day. Regres-
sion and disappearance of hematoma were observed 
at 1-week follow-up visit, and Mersilene sutures were 
removed. Diagnosis was confirmed by histopathologi-
cal examination (Figure 2). The informed consent of the 
patient was obtained to publish this case.

Discussion
Currently, because of the scarcity of these cases, ran-
domized studies related to management of cervical 
ectopic pregnancy are not available, and treatment 
has been based on information derived from indi-
vidual case reports.[4] In the literature, multiple treat-
ment modalities and conservative approaches have 
been offered, including systemic or local application 
of methotrexate,[5,6] local prostaglandin injection in 
combination with D&C,[7] cervical cerclage,[8] selective 
uterine artery embolization,[9] D&C and Foley catheter 
placement,[10,11] and laparoscopic uterine artery liga-
tion and hysteroscopic endocervical resection.[12] As a 
radical approach, hysterectomy is performed in cases 
where profuse bleeding threatens life or in patients 
who are infertile.[13]

Figure 1. (a) High cervical ligation suture, (b) McDonald 
cerclage. Colored images can be seen in online issue of the 
journal (www.keahdergi.com).

(a)

(b)

Figure 2. Macroscopic appearance of the pathology speci-
men.Colored images can be seen in online issue of the journal 
(www.keahdergi.com).



Ben Farhat et al. treated cervical twin pregnancies suc-
cessfully using uterine artery embolization. To arrest 
fetal heart beats, potassium was injected and absorb-
able particles were delivered via femoral artery cath-
eterization with US guidance to effect uterine emboli-
zation. Two days later D&C was performed.[14]

In another study, a total of 4 cases with cervical ec-
topic pregnancy were treated with Shirodkar cerclage 
method. After administration of systemic methotrex-
ate, 2 patients who experienced copious bleeding 
underwent emergency cerclage procedure, and 2 
patients were operated on under elective conditions. 
Advantages of Shirodkar cerclage included control of 
massive bleeding, avoidance of side effects of metho-
trexate, its acceptability and safety for heterotopic 
pregnancy, and prompt response to treatment. The 
reason McDonald cerclage procedure was not used 
was explained by the authors as opportunity for ap-
plication of Shirodkar cerclage at higher cervical loca-
tion with better hemostatic control.[15] In the present 
case, application of McDonald cerclage with ligation 
of cervical branches of uterine artery achieved he-
mostatic control with advantageous procedural time. 
Similar success with cerclage has been reported in the 
literature.[16,17]

Despite these experiences, evidence is lacking regard-
ing the best therapeutic alternative for this very rarely 
seen condition. 

The objectives of treatment used in the present case 
were hemostatic control, preservation of fertility, 
decrease in need for transfusion, avoiding disadvan-
tages of methotrexate treatment, and prevention of 
major surgery and its potential complications.
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