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ABSTRACT ___

Cervical pregnancy is a rare variety of ectopic pregnancy. Early and accurate diagnosis of the condition is a
lifesaving footstep in the management of this unusual pregnancy. In the presented case, patient came for dating
ultrasound for her pregnancy with raised Beta Human Chorionic Gonadotropins test. Early and accurate diagnosis
was made with TVS ultrasound, followed by Dilatation and Evacuation. Therefore patient was saved from life
threatening complications.
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Introduction ____

Cervical ectopic pregnancy is rare type of ectopic
implantation, has an expected incidence of 1 in 2500
to onein 18,000.1

Cervical ectopic accounting for less than 1% of all
ectopic pregnancies2 and its exact cause is still
inexplicable but association with previous intervention
which damages the endometrial mucosa, i.e implan-
tation of intrauterine contraceptive device, caesarean
section, and assisted pregnancies like in vitro fertili-
zation is observed. Chromosomal abnormalities3 and
myomas or development of synechiae may be the
cause of unusual implantation of embryo as well.4
Here acase of cervical pregnancy is presented, which
had a successful management.

Case Report ___

A 32-year-old married female gravida 4, with a history
of 4 cesarean sections. Patient was referred to
Radiology department for pelvic ultrasound. She had
vaginal bleeding since a few days.
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Her first ultrasound was done on 29/6/2013 and Beta
Human Chorionic Gonadotropin (B-HCG) was 5255
mlU/ml on 28/6/2013. Transvaginal ultrasound with
complimentary abdominal scan was performed which
showed a gestational sac in the endocervix with a
fetal pole showing cardiac flicker. The gestational
age according to CRL was 6 weeks and 1 day
(Fig. 1). A normal yolk sac was identified. AP diameter
of the cervix was 36 mm while that of uterine body

Figure 1: Sagittal view of uterus with M —mode, transvaginal
ultrasound; A gestational sac in endo-cervix with a viable 6 weeks
embryo(down arrow), empty uterus (oblique arrow). Scar of
previous caesarian section (black arrow).
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was also 36 mm, making a figure of 8 or an hour
glass shape (Fig. 2). The ultrasound findings were
suggestive of cervical enlargement due to presence

36.0 mm st B 36.3 mm

Figure 2: Midline longitudinal view of uterus per abdominal
ultrasound: Cervical enlargement making an hour glass or figure
of 8. Bulky gravid cervix having same dimensions as non-gravid

uterine body (Black arrow).

of a gestational sac. Rest of pelvic ultrasound was
normal except minimal fluid in cul de sac.

Two follow up ultrasounds performed on 4/7/2013
and 11/7/2013 respectively, both scans revealed a
persistant endocervical gestional sac in same posi-
tion, with a fetal pole, yolk sac and absent cardiac
flicker. Serum B-HCG was declining and was 3021
mlU/ml on 3/7/2013 and 2223 mlU/ml on 10/7/2013
with no vaginal bleeding.

Based on ultrasound findings and falling B-HCG
levels, dilatation and curretage was performed on
13/7/2013, histopathology showed immature necrotic
placentain flexibly attached to the cervical region,
confirming the diagnosis of ectopic pregnancy.

Cervical ectopic pregnancy is perilous as the tropho-
blastic tissues can easily penetrate the underlying

cervical wall and it may also invade the uterine blood
vessels.5
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In this case patient presented with pervaginal bleeding
and diagnosis was made by ultrasound TVS at 6
weeks (Fig. 1), the physician kept her on follow-up
for a week with conservative treatment, repeat serum
B-HCG which was declining, but product of con-
ception remain at the site of implantation, therefore
dilatation and curretage was performed.
Differential diagnosis of cervical ectopic pregnancy
is an aborting gestational sac entrapped in the endo-
cervix.6 Contrasting true cervical pregnancy, cervical
abortion is presented with body of the uterus being
enlarged as compared tonon-pregnant uterus, due
to the recent loss of the intrauterine sac. To
discriminate cervical pregnancy from cervical abortion
a few days are needed to see transience of the sac
if the diagnosis is in doubt.”:8 In this case, two con-
secutive ultrasounds showed persistent placement
of the gestational sac in the endocervix.8 Doppler
ultrasound is also helpful in differentiating cervical
abortion by the identification cervical vascular
implantation and cardiac flicker if present in cervical
ectopic (Fig. 1).

Intraoperative findings showed a necrotic placenta
inflexibly attached to the cervix. The products of con-
ception were removed by dilatation and curettage.
Ultrasound TVS hashigh sensitivity (87.0-99.0%) and
specificity (94.0-99.9%)8 for the diagnosis of cervical
ectopic pregnancy.

A sonographic feature that favors cervical ectopic is
the hourglass or figure of 8 uterus,® as seen in our
case (Fig. 2).

Early diagnosis and management is very important
in ectopic pregnancy as its complication can be life
threatening primarily from massive bleeding and may
lead to hysterectomy.10
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