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such gestations. This condition is associated with massive hemorrhage and previously often 

required hysterectomy. 
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INTRODUCTION 

 

A cervical pregnancy is an uncommon ectopic pregnancy that accounts for less than 1% of 

such gestations. This condition is associated with massive hemorrhage and previously often 

required hysterectomy.[1] Its incidence varies between 1 in 1000 to 1 in 16 000 pregnancies, 

with the highest figures reported from Japan, which also has a high incidence of antecedent 

curettage [2].The current diagnostic modality of this potentially life threatening condition is 

transvaginal sonography, supported at times by magnetic resonance imaging. [3–5] During 

the last decade, in an attempt to avoid hysterectomy and to preserve fertility, a more 

conservative therapeutic approach was developed, including chemotherapy, cerclage, 

hypogastric iliac artery ligation, and arterial embolization. [6] 

This patient complained of bleeding per vagina in mid trimester of pregnancy with initial 

USG revealing 16 to 18 week of cervical pregnancy which was diagnosed too late.  
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CASE REPORT  

A 22 years aged woman P1+0 with previous caesarean section complaining of painless 

vaginal bleeding for last five days with history of four months of amenorrhea and was 

admitted for evaluation. On examination, patient’s vitals were stable,abdominal 

examination revealed: fundal height equivalent to 16-18 weeks. On examination per 

vaginum,  there was ballooning of cervix (8 to 10) cm diameter with closed external Os. 

Transabdominal USG with colour Doppler study showed the presence of 16 to 18 week 

cervical pregnancy with fetal death. Investigations were 

Hb was 10.8g% & TLC,DLC,platelets,LFT,Coagulation profile was within normal limit. 

Patient’s condition was explained and counselled with informed consent for LAPAROTOMY. 

On laprotomy cervix was hugely distended with uterus over it .There was many engorged 

veins and dense adhesion of the bladder with lower part of uterus. During dissection there 

was profuse bleeding which was not controlled by bilateral uterine artery ligation and 

ultimately bilateral Internal iliac(hypo gastric)artery ligation resulted in haemostasis. 
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Hysterotomy was done by midline longitudinal incision from lower part of body of uterus to 

2 cm below of internal os, index finger was introduced and dead fetus with placenta was 

removed from cervix, incision line was closed by PGS in single layers and two cervical 

compression stitches were given for proper haemostasis. Patient was placed in lithotomy 

position and per vaginal examination done there was no bleeding. Abdomen was closed in 

layers after given abdominal drain 
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On post operative period 4 units of blood was transfused and abdominal drain was removed 

on 2
nd

 post operative day. The serum βHcg and USG was done on 8
th 

day and patient was 

discharged on 10
th 

post op day. 

 

DISCUSSION 

 

There are several methods of treatment for cervical pregnancy such as, pharmacological 

treatment, preservative surgery and hysterectomy. Methods includes bilateral descending 

cervical artery liagation, curettage followed by prostaglandin and intra cervical balloon 

tamponade. [6] Bilateral hypo gastric artery ligation. [7] Methotrexate has been 

administered by iv / im / intracervical route for treatment of early cervical pregnancy. [8] 

The presence of fetal cardiac activity or advanced gestational age was associated with 

higher rates of treatment failure with methotrexate. [9] 

With today’s more widespread application of arterial angiography in gynaecology and 

obstetrics, selective arterial embolization has become accepted as a highly effective 

technique for controlling acute & chronic genital bleeding. [10] 

 

Selective arterial embolization is optimally employed prior to hypogastric artery ligation or 

hysterectomy and has various therapeutic advantages, such as avoidance of surgical risk 

and preservation of fertility. The procedure was recently used by to avoid surgery in a 

patient with a cervical pregnancy. [11] 

 

Although selective hypogastric artery embolization is considered a safe procedure, short-

term complications and serious tissue ischaemia have been documented. [12] 

 

Considering in this case post caesearean status and cervical pregnancy of 16-18 weeks, 

pharmacological treatment by methotrexate was not started. In a view to preserve fertility 

hysterotomy with bilateral internal Iliac (hypogastric) artery ligation done to save the 

patient’s life as facility for embolisation procedure is not available in our hospital. 
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