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Cervical Pregnancy: Dilatation and Curettage and Successful Control of Severe
Haemorrhage with Foley catheter.
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St. Mary's Hospital, 10 John Nwodo Close, GRA, Enugu, Nigeria.

. Abstract
" -Cervical pregnancy is a rare form of ectopic pregnancy in which the fertilized ovum implants in the endocervical
. canal. Itsclinical presentation mimics threatened abortion.
~We report a case of cervical pregnancy in a grandmultiparous woman still desirous of more children, which was
_initially wrongly diagnosed, but which diagnosis was confirmed at dilatation and curettage. The torrential
“haemorrhage that ensued was eventually arrested with Foley's catheter, thus preserving the uterus. Haemorrhagic
shock was prevented using plasma expanders, as the patient had refused to consent to blood transfusion. Other
methods used in the management of cervical pregnancy are acknowledged.
Sonographers are encouraged to acquaint themselves with the ultrasound features of cervical pregnancy as a way of
curtailing the error in diagnosis, while physicians are advised to learn this conservative surgical skill which has been
found very handy during emergency, and especially in our environment.
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Introduction

Cervical pregnancy is the implantation of a pregnancy Hence our patient still desired more male children and

in the endocervical canal'. 1t is a rare form of ectopic therefore more pregnancies.

2.5 . . . . .

pregnancy™". Its true incidence is difficult to determine,

though published studies variously estimate it to be | in She was first seen on 1/7/2004 with a complaint of

2,400 to 1 in 18,000 pregnancies/deliveries or about intermittent bright red vaginal bleeding and discharge
- 0.1% of all ectopic pregnancies*’. No wonder, the that had been on and off for two months. The bleeding

literature on this rare gynaecological condition consists ~ Was not associated with abdominal pain or passage of

mainly of case reports’. clots. Her last menstrual period was on 15/3/04 and

Cervical pregnancy is peculiar because of its tendency pregnancy had becfn diagnosed at about six wecks by a

to be associated with life threatening haemorrhage'***’, positive presumptive pregnancy test. Because of the
The management of cervical pregnancy differs for vaginal bleeding she had subjected herse!f to bed-rest at

different authors and is determined by the clinical home, with occasional sedation with diazepam. She

presentation, experience of the physician and the decided to see the doctor when the last bleeding episode

facilities available in the unit. This isthe reportofacase . didnotstopafier five days.

of cervical pregnancy that was initially diagnosed as
incomplete abortion, in a grandmultiparous patient.
She had profuse bleeding during surgical evacuation of
retained products of conception done for the incomplete
abortion, but the haemorrhage was successfully arrested
by a conservative surgical method and her fertility
preserved.

The need for meticulous ultrasound scanning and
reporting in our environment is emphasized. Physicians
are encouraged to acquire this life- and fertility-saving
management skill for the rare, but life-threatening
gynaecological condition called cervical pregnancy.

On clinical examination, she was stable and her uterus
was the size of a 12-week gestation. There was no
abdominal tenderness. On gentle speculum vaginal
examination, the cervix appeared large and bluish and
the cervical os was closed, with bright red blood
trickling out of it. A diagnosis of threatened abortion
was entertained and she was admitted for management.
Her haemoglobin concentration was 10.6gm/dl.
Ultrasound scan reported the presence of a gestation sac
without viable fetal poles, in the lower part of the uterus
and suggested a diagnosis of incomplete abortion. She
was counseled for and consented to Uterine Evacuation,
but refused to consent to blood transfusion. An
intravenous line was set up and prophylactic antibiotics
given. She was wheeled to the theatre for surgical

Case
Our patient was a 36 years old grandmultiparous staff
nurse who neither drank al¢ohol nor smoked cigarettes.

] . evacuation of the uterus.
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During the procedure, the attending physician noted that
the uterine cavity was essentially empty, that the
products of conception were located in the endocervical
canal and unduely attached to it. He needed force to
detach the products and their detachment provoked
torrential bleeding. He immediately invited the
gynaecologist who arrived promptly. With preparations
for emergency laparotomy in progress, he proceeded to
complete the endocervical evacuation. The bleeding
was profuse. A 22 gauge Foley's catheter with 50ml
capacity balloon was inserted with its tip in the uterine
cavity and the balloon in the endocervical canal. The
balloon was gradually distended with sterile water.
After instillation of some 45ml, the bleeding stopped.
The vagina was cleaned out and packed with dry sterile
gauze. Urethral catheter was left in-situ for continuous
bladder drainage. The estimated blood loss was
2000ml. Haemorragic shock was averted with plasma
expanders. The patient was transferred to the recovery
room where she was nursed, close to the theatre. Her
vital signs remained within normal and the urine output
was good.

After 24 hours, the gauze packing was removed and the
vagina inspected. There was no bleeding. The pressure
of the balloon was then gradually reduced by
withdrawing 5ml of the sterile water every 30 minutes,
each time inspecting the cervix for bleeding. When the
catheter finally came off there was no evidence of
bleeding. The urethral catheter was also removed and
she was returned to the ward. Her subsequent recovery
was uneventful. Her haemoglobin on the second
‘postoperative day was 6.3g/dl. She was counseled for
contraception and the importance of early presentation
in a future pregnancy, and discharged on haematinics. At
follow-up 6 weeks later, she did not have any complaints
and had seen her menses. There was no abnormality on
general and pelvic examination. Her haemoglobin
concentration was 9.2g/dl.  She was reassured and
encouraged to continue on haematinics and
contraception.

Discussion

Cervical pregnancy is a most unusual manifestation of
ectopic pregnancy and a dangerous one’. Scarring from
a previous caesarean section as in our patient,
endometrial curettage and endometritis play arole in the
development of this rare condition by enhancing the
passage of the fertilized ovum and/or delaying
implantation'.  Nidation and development of the
fertilized ovum occurs within the structure of the cervix,
the uterine corpus remaining uninvolved",

Cervical pregnancy tends to mimic threatened abortion
early in its course’. There is amenorrhoea with positive
pregnancy test and some vaginal bleeding unassociated
with cramping pains. The cervix is discoloured and

enlarged, the external os could be open or closed and the
uterus may be palpated as a separate mass from and
above the cervical mass’. In addition, our patient was
bleeding through the cervical os at speculum
examination. Incomplete and inevitable abortion is
usually the presumptive diagnosis'.

In cervical pregnancy, ultrasound scan reveals an empty
uterus, with the gestation sac seen in the cervix, thus
giving an hour glass appearance'™*". However, our
sonographer was unable to give a concise description of
the ultrasound findings, probably because he had never
seen a case of cervical pregnancy and did not anticipate
one. Such a description may have alerted the clinician
to the possibility of cervical pregnancy, and should be
preferred to mere suggestion of a diagnosis with
minimal description of findings, which may be
misleading.

Incomplete abortion, as reported by the sonographer,
necessitated the uterine evacuation embarked on by the
physician. Hence there was no preparation for an
alternative method of intervention should the need
arise. However, cervical pregnancy came to mind when
during procedure, the uterine corpus was empty and the
placenta was adherent to the endocervix, with its
dislodgment provoking torrential, life-threatening
bleeding"’. Intermittent bimanual pelvic pressure and
endocervical curettage made it possible to complete the
evacuation without endangering the patient's life from
haemorrhage, while arrangement was being made for
hysterectomy. The Foley's catheter was then used to
successfully control the endocervical haemorrhage”.
The distended balloon arrested the bleeding
immediately by a tamponade effect'. This enhanced
clot formation that prevented further bleeding after
removal of the catheter''. The cervix does not exhibit
reflex contractions to the presence of foreign body
hence more fluid was needed to distend the balloon in
comparison to a previous report that concerned the
uterine corpus'’. The vaginal packing was to ensure the
catheter balloon remained in position. The presence of
the distended balloon in the pelvis could lead to acute
urinary retention hence the urethra was catheterized.
While the balloon remained in position, the catheter
allowed drainage of endometrial discharge. There are
other advantages to the use of Foley's catheter in a
procedure of this nature"'. Other management options
for cases of cervical pregnancy include the use of
methotrexate, bilateral uterine artery embolization,
hysterotomy and roller ball ablation, vasopressin
infiltration of the cervix or cerclage above the cervix
and suction evacuation with or without cervicovaginal
tamponade, and hysterectomy'™*'*"”. Because cervical
pregnancy may re-occur, it is important to counsel the
patient on the need for early ultrasound diagnosis of any
future pregnancy and confirmation of its location.



Treatment of Cervical Pregnancy

Though cervical pregnancy is rare, due to its tendency to
be associated with torrential bleeding, it may be a source
of embarrassment to the unprepared physician and an
avoidable cause of morbidity, including loss of fertility,
and mortality. Early presentation to the clinic, good
history and thorough clinical examination, and
meticulous ultrasound scanning and concise reporting
will help reduce morbidity and mortality by
encouraging management options that reduce blood loss
and conserve fertility. Early presentation leads to early
diagnosis. It is necessary for sonographers to be
acquainted with the ultrasound findings of cervical
pregnancy”*"" and maintain a high index of suspicion.
The physician not familiar with the management of
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and which may put the patient's life and fertility, and the
physician's practice, in jeopardy.
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