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Abstract

Cervical pregnancy is defined as the implantation of the egg below of the in-
ternal cervical orifice, and remains a rare clinical entity which affects on av-
erage 1 out of 20,000 pregnancies worldwide. Its hemorrhagic complications
are life-threatening in case of late diagnosis. It occurs mainly on a history of
curettage or caesarian which are the most recognized risk factors. The objec-
tive pursued here is to discuss the possibility of the occurrence of this rare
clinical entity in a primigravida without risk factors and the different thera-
peutic possibilities according to the technical platforms. Authors report a case
of cervical pregnancy at 6 weeks’ gestation occurring in a primigravida with-
out risk factors who consulted at University clinics of Kinshasa (UCK) for a
genital hemorrhage chart. The diagnosis was made using ultrasound and
treatment provided by curettage followed by the placement of an in-
tra-cervical foley tube for hemostatic purposes. Given its high mortality, the
diagnosis must be early even in pregnant women without obvious risk factors.
The diversity of therapeutic means gives practitioners a choice depending on
the technical platform.
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1. Introduction

Cervical pregnancy, is a rare form of ectopic pregnancy, and is defined as the
implantation of the egg below the internal orifice of the cervix [1]. It remains a

rare clinical entity which affects 0.2% of ectopic pregnancies [2].
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Described for the first time in 1817, the hemorrhagic complications inherent
in this ectopic implantation can be life-threatening [1] [3]. Because of its rarity,
therapeutic attitudes remain greatly varied in the literature.

We report a case of cervical pregnancy at 6 weeks’ gestation in a primigravida
patient without risk factors, diagnosed by ultrasound and managed by curettage
and intra cervical bloating using the Foley catheter. The aim is to discuss the
possibility of occurrence in primigravidae without risk factors and present the

different therapeutic possibilities available in our environments.

2. Case Report Narrative

Mrs F, a 27 years-old primigavida, had consulted at the UCK for vaginal bleed-
ing in the context of an 8 weeks of delay in her menstruation, she also reported
nausea, hypogastralgia and physical asthenia. Her history was mainly marked by
an ovarian cystectomy and appendectomy in 2009.

Her story started 4 days before the examination with repeated vaginal bleed-
ing for which she decided to consult at the UCK.

On her entry, the blood pressure was at 100/60 mmHg, pulse at 94 per minute,
respiratory rate at 18 cycles per minute, temperature at 36.6°C. She was moderately
colored. At the abdominal examination inspection, there was a mid-umbilical
scar and the abdomen was not bloated and flexible. Vulva inspection showed
traces of old blood.

Speculum examination noted traces of blood covering the cervical orifice and,
after cleaning, a nulliparous cervix was objectified without any changes due to
trauma. At the vaginal examination we palpated a short and soft cervix, admit-
ting the digital pulp at the external orifice, and a 6 weeks’ pregnancy like en-
larged uterus with tender lower ureteral points.

The diagnosis of a threatened abortion probably due to urinary tract infection
was made. However, the Ultrasound performed noted an intra-cervical gesta-
tional sac containing an embryo of 5 mm of CRL with cardiac activity (Figure 1
and Figure 2).

As well as an empty uterine cavity (Figure 3).

The beta HCG level was 1513 IU/ml. The blood count performed came back
as follows: a hemoglobin at 11.8 mg/dl, white blood cells (WBC) at 8300 ele-
ments/mm?® with neutrophils predominance at 54.9, platelets at 254.000 ele-
ments/mm?, the blood group O Rhesus positive.

Urine analysis showed numerous leukocytes per field and several bacteria.
According to the above-mentioned elements and giving the hemorrhagic risk
linked to curettage or aspiration, we decided to proceed with medical treatment
by methotrexate, in order to annihilate the trophoblastic activity and finally
perform a safely intrauterine aspiration.

However, the evolution was marked by more frequent and abundant hemorr-
hagic episodes, which led to the indication of curettage followed by the place-

ment of an intra-cervical Foley catheter bloated with at 30 ml for tamponade.
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Figure 1. Intracervical pulsatile embryo.

Figure 3. Uterine emptiness.
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When the speculum was placed during the curettage performed under general
anesthesia, it was possible to objectify, after eversion of the cervix, cervical ero-
sion (Figure 4) likely site of cervical implantation. Hemostasis was obtained af-
ter bloating of the number 18 probe intra-cervically (Figure 5) without selective
arterial ligation.

Histopathologic examination revealed vestiges of primary placental chorionic
villi with development of ecstatic nourishing vessels. Lack of decidualization of
the cytogenic chorion.

The intra-cervical catheter was removed after 48 hours; the patient did not
receive a transfusion.

The post-operative follow-up was simple and the patient was discharged from

the hospital with a follow-up appointment scheduled in 48 hours.

Figure 4. Externalized design product + cervical erosion.

Figure 5. Intra-cervical ballooned Foley catheter.
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3. Discussion

Cervical and abdominal ectopic pregnancies are the rarest of the ectopic locali-

zations. This term was only used in 1860 by ROTAKITANSKI [2].

Its diagnostic criteria were described by RUBIN in 1911 and are [1] [3]:

- presence of the endocervical glands next to the placental insertion,

- endocervical penetration of the chorionic villi,

- all or part of the placenta located below the level of penetration of the uterine
vessels or below the level of reflection of the peritoneum on the anterior and
posterior surfaces of the uterus,

- absence of the fetal parts inside the corporeal cavity.

Due to its rarity, its real incidence has never been determined, but it varies
according to the series presented around 1 case/20,000 pregnancies [1] [4].

Several risk factors are attributed to it, however, the history of curettage is
found in 50% to 90% of cases, according to data in the literature [1] [5] [6].
Other risk factors include: history of cesarean section, endometritis, intrauterine
devices (IUDs), structural abnormalities of the uterine body, fibroids, synechiae,
assisted reproductive technologies (ART) [5]. But for the present case the patient
had none of these listed risk factors. However, KAMWENDO and al. [6] de-
scribed a reduction in ectopic pregnancies that accompanied the reduction in the
frequency of pelvic inflammatory disease (PID). We believe that given the young
age of the patient and genital activity, very frequent PID in this age group could
explain this occurrence.

The symptoms look like a threatened abortion or an inevitable abortion with
painless metrorrhagia. However, the clinical diagnosis remains imprecise, hence
the need for an Ultrasound or MRI [7].

The supra pubic route with a full bladder will allow better localization, but
the vaginal route will reveal early ectopic gestational sac (GS). Nevertheless an
intrauterine pregnancy in the process of expulsion can be confusing [4], but in
the latter the uterus is enlarged and is the site of a hyperechoic mass corres-
ponding to the pregnancy and the blood clot which is not the case in the present
case.

The gravity of this pathology lies in its hemorrhagic complications (50% mor-
tality) due to the hypervascularisation of the cervix during pregnancy, its low
content (only 20%) in smooth muscle hence a low sensitivity of the fibrous tissue
to mechanical and uterotonic stimulation [8].

Because of these complications which impede the vital prognosis, monitoring
and treatment remain delicate. In the literature, therapeutic attitudes are not
standardized. Because of its rarity, the literature is mainly made of clinical cases.
Also the levels of evidence reached by the references used do not allow to be af-
firmative on any other attitude.

Hysterectomy is indicated today only in very hemorrhagic forms and on case
of late diagnosis [2]. Faced with this growing concern for preserving fertility,
several conservative therapies have been described over the past decade.

ILOKI and al. [3] described curettage accompanied by a compression method
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such as cerclage of the cervix or intra-cervical bloating by the Foley catheter
which was used here. Until recently, ZAMBRANO and al. described a method of
cervical tamponade using a double intra and exo cervical balloon successfully [9].

Some teams have described curettage preceded by preventive hypo gastric li-
gation or by vaginal ligation of the cervico-vaginal arteries for others [2]. Inter-
ventional radiology may, however, replace surgical ligatures by more or less se-
lective embolization of the uterine arteries in the environment where this tech-
nique is available [5].

If the diagnosis is early at less than 6 weeks, hysteroscopic resection has also
been perfomed by other teams [10]. Especially in heterotopic pregnancies (cer-
vical and intrauterine) obtained through ART, it will allow on early forms where
the trophoblastic is minimally invasive, to preserve the intrauterine pregnancy.

Methotrexate by general route and/or in situ is also most often used. But be-
cause of its high failure rate, some authors have established prognosis criteria for
poor response including a beta HCG level greater than 10,000 MIU/ml, cardiac
activity present, crown-rump length (CRL) greater than 10 mm. It is often asso-
ciated with Mifepristone [11] [12].

Potassium chloride (KCL), an equally effective foeticide, has been used in situ
before or concurrently with methotrexate [12].

In the reported case, no risk factor was noted. PIZZOFERRATO [4] reports a
possibility of cervical pregnancy reimplantation after the failure of a voluntary
termination of drug pregnancy using Mifepristone. Indeed, the latter is known
to inhibit the decidualization of the endometrium of the decidual capillaries. PID
is also a risk factor for ectopic pregnancies in general [6]. We think that the
young age of the patient puts her in the categories of most exposed to abortions
and pelvic infections. Therapeutically, we first opted for a simple technique;

rapid and minimally invasive especially because the pregnancy was very young.

4. Conclusion

Cervical pregnancy although rare is burdened with significant mortality because
of its hemorrhagic complications. The diagnosis must be made early even in pa-
tients without obvious risk factors and this early diagnosis remains the key to
therapeutic success. The diversity of the therapeutic means described gives the
practitioner a choice depending on the technical background of the different en-

vironments.
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