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Abstract

the patient’s life.

initial diagnosis and definitive treatment.

Cervical ectopic pregnancy is extremely rare, however, complications due to lack of early diagnosis compromises

This is the presentation of a case initiated with an abortion and culminated in a radical surgical treatment which
required cervical ectopic pregnancy. It emphasizes the initial ultrasound findings which were confounding factors for
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Introduction

Fortunately cervical pregnancy is the rarest form of ectopic
pregnancy. The reports of their frequency are highly variable, ranging
from one in 2,550 to one in 18,000 and other reports described one in
95,000 pregnancies. Cervical pregnancy is less than 1% of all ectopic
pregnancies [1- 5]. Some of the risk factors are: endometrial lesions due
to previous cesarean scars, curettage or chronic infections, or the use of
intrauterine devices, and more recently the use of techniques of assisted
fertilization and embryo transfer [1-6].

Early diagnosis has helped to provide conservative management
and reduce morbidity and mortality [3], otherwise the delay in the
diagnosis will cause a hemodynamic compromise that may require
hysterectomy by up to 50% of cases [6-8].

The diagnosis of cervical pregnancy may be provided by clinical data.
In the early weeks of pregnancy, it is usually presented as transvaginal
bleeding, resembling fresh blood and with a constant lower abdominal
pain, not cramping, which is characteristic of threatened abortion.
During the physical examination it is usually found that the external
cervix Os is closed and the cervix is enlarged and painful when moved.
Nevertheless, this information is not specific [1,4,6].

The ultrasound, preferably endovaginal, is the resource that shows
the characteristic findings of cervical pregnancy: the uterine cavity is
empty with the gestational sac in the Os which dilate it and eventually
also to the inner hole of the cervical neck [1,2]. Furthermore, the use of
Doppler color , enables the distinction between viable cervical ectopic
pregnancy or abortion remains due to the difference of blood presence
between them [4,6,7].

Kobayashi in 1969 established the criteria for cervical pregnancy:
intrauterine echo-structures poorly demarcated or diffuse, enlarged
uterus, no intrauterine pregnancy and distended cervix [3-14].

Ushakov, meanwhile, established a  classification  of
ultrasonographics criteria of cervical pregnancy [15].

1. Gestational sac in the endocervix.

2. Presence of an intact portion of the gestational sac between the
channel and the internal cervical Os.

3. Invasion of trophoblastic tissue in the endocervix

4. Visualization of embryonic or fetal structures in ectopic
gestational sac with cardiac activity.

Empty uterine cavity.
Endometrial Desidualizacion.

Hourglass-shaped uterus.
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Presence of arterial flow in the peritrophoblastic tissue showed
by Doppler color.

Differential diagnoses include: incomplete abortion, complete
or inevitable, cervical tumors, uterine tumors, degenerated cervical
leiomyoma, trophoblastic tumor or placenta previa [9,16-20].

The diagnosis and treatment of this condition have changed
significantly since 15 years ago. Early diagnosis is performed by vaginal
ultrasonography during the treatment. We can say that there are
reports about the use of methotrexate which has been used locally or
systemically [5], as well as flat bottom probes and cervix cerclage [10,12].
Other procedures are the embolization by angiography of the cervical
arteries [11-14] or injection of methotrexate and potassium chloride
sonographically guided [6,14,16] or cervix cerclage [8]. Thanks to these
conservative treatments hysterectomy incidence of cervical pregnancy
decreased from 89 to 21% in the last years. [16,19-21]

Case Report

This 34-year-old female pregnant for the third time with two

*Corresponding author: Donovan Casas-Patifio, Professor of Health Education
UAEM/UAP-Nezahualcoyotl and CU-Amecameca, Family Physician, Unit of
Family Medicine number 181 Valle de Chalco, Instituto Mexicano del Seguro
Social, Mexico, E-mail: capo730211@yahoo.es

Received April 30, 2013; Accepted August 16, 2013; Published August 18, 2013

Citation: Quiroz-Pizar |, Yepiz RS, Casas-Patifio D, Rodriguez—Torres A, Galeana-
Castillo C (2013) Cervical Ectopic Pregnancy: A Challenge. J Med Diagn Meth 2:
131. doi:10.4172/2168-9784.1000131

Copyright: © 2013 Quiroz-Pizar |, et al. This is an open-access article distributed
under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the
original author and source are credited.

J Med Diagn Meth
ISSN: 2168-9784 JMDM, an open access journal

Volume 2 + Issue 4 + 1000131



Citation: Quiroz-Pizar |, Yepiz RS, Casas-Patifio D, Rodriguez—Torres A, Galeana-Castillo C (2013) Cervical Ectopic Pregnancy: A Challenge. J Med

Diagn Meth 2: 131. doi:10.4172/2168-9784.1000131

Page 2 of 4

previous cesarean sections without a history of curettage and / or
assistance of in vitro fertilization, was admitted to the emergency
service due to previous secondary amenorrhea for pregnancy around 6
weeks gestation by last menstrual period and transvaginal bleeding of
just a few hours and colicky hypogastric pain, which was analyzed by
pelvic ultrasound. A gestational sac was found at the level of the distal
third of uterus, inside embryo heart activity and the presence of liquid
collection from the third upper level of uterus. The ultrasound reported
an abortion in evolution (Figure 1-4)

She stayed four days in the hospital and she left when the bleeding
and abdominal pain disappeared. Two days after this discharge she
started with transvaginal bleeding again, so she was hospitalized and
ultrasound was performed, observing substantial changes in relation
to the previous study, including a great intrauterine collection, but
there were a persistent embryonic vitality and an important signal
of perisacular blood flow, suspecting cervical ectopic pregnancy. The
patient had more bleeding so we proceeded to carry out hysterectomy.
The evolution of the patient was satisfactory and without complications
so four days later she left the service. The pathology report showed
an hypersecretory endometrium with Arias-Stella reaction, and
hemorrhagic decidua and chorionic villi above the internal os.
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Figure 1: Longitudinal section of the uterus through the abdomen in which
we see the gestational sac and a collection in the upper of the uterus (First
hospitalization).
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Figure 2: Longitudinal section of the uterus through the abdomen where
gestational sac is seen at 1.1 cm above the internal os. (First hospitalization).
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Figure 3: Longitudinal section of uterus by vaginal sonography. Observe the

presence of gestational sac above the os. (First hospitalization).
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Figure 4: These are the changes observed in comparison with the initial
echography. The fluid collection increased and showed characteristics of not
recently hematoma. This collection pushed down the gestational sac, however

the cardiac activity persisted. (Second hospitalization).
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Discussion

Vas have been proposed to differentiate abortion vs. cervical
pregnancy by ultrasonographic findings as: 1. For the same gestational
age, the uterine body is greater in abortion than in cervical pregnancy,
in which the image can be seen as an “hourglass’, 2. In abortion, the
endometrial cavity looks like an echogenic mass product of pregnancy
tissues and blood clots, while in the cervical pregnancy we see a hyper-
echogenic endometrium which is a result of the decidual reaction
and 3. In abortion the internal Os is open and the endometrial cavity
communicates directly with the endocervical canal, while in cervical
pregnancy, it is closed [22] (Figure 5 and 6). We recognize that the
confounding factor reported in this case was the presence of the fluid
collection observed in the first study. We investigate the presence of
cervical pregnancy in our hospital and no case was reported in the last
five years. Because of the few cases of cervical pregnancy and the first
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Figure 5: This image shows the peripherical flow blood of the gestational sac.
(Second hospitalization).
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Figure 6: Anatomical part of the uterus which shows decidual reaction on
endocervix level and hematoma imaged in the middle of the uterus.

ultrasonographic report, the wrong diagnosis was made, which could
compromise the patient’s life. We gave feedback analyzing the clinical
features and we conclude that if we had performed an appropriate
semiology the diagnostic could have been suspected independently
of the scan’s findings, because a technological resource such as an
ultrasound, represents a support to confirm or reject a diagnosis,
otherwise it could be a confounding factor.

Not in all cases the diagnosis of cervical pregnancy is easy. There
have been some cases reported as heterotopic cervical and intrauterine
pregnancy in which the cervical gestational sac showed no Doppler flow
data, which was a distractor. However, the beta fraction of gonadotropic
hormone was higher than it should have been in relation to the age
of the pregnancy being this last cervical suspected pregnancy [21].
Another even more complex case was that of cervical ectopic pregnancy
with placenta accrete with bladder involvement. There have also been
reported cases of cervical ectopic twin pregnancy [23], etc.

All these situations obviously require radical treatment once the
early diagnosis was made. In this case, the diagnosis was not made
immediately but the suspect and the radical surgical treatment were
made just on time. We conclude with a statement that reflects the feeling
that we left this case: “The majority of Obstetricians will never see a
cervical pregnancy, the minority who do encounter this complication
will wish they had not “[Baptisti 1953] [24].
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