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Case 1

25-years-old woman gravida 2 para 0 abortus 1 
known case of congenital hypoplastic upper vagina, for 
that she underwent multiple vaginal surgeries including 
vaginal septum resection, vaginoplasty (vaginostomy). 
After the procedures, Patient was unable to get preg-
nant for 1 year, so she came back and hysteroscopy 
with examination under anesthesia was done, which 
revealed stenosed upper vagina and very short cervix 
with normal uterine cavity. Following the procedure, 
the patient got pregnant spontaneously, and attended 
our clinic pregnant at 6 weeks gestational age for fol-
low up. Ultrasound examination revealed short cervi-
cal length of 1.7 cm long and counselled regarding the 
Transabdominal cerclage since she had hypoplastic up-
per vagina and limited transvaginal access.

The patient had an uncomplicated transabdominal 
cerclage at 9 weeks gestation, she had a regular follow 
up in the clinic with ultrasound for the cervical length, 
cervical length surveillance was done at 15, 23, 25, 27, 
30 and 35 weeks of gestation and the length was rang-
ing between 2 and 2.2 cm. Elective caesarean section 
was performed at 38 weeks with no complications. The 
abdominal cerclage was kept in place.

Case 2

34-years-old woman gravida 5 para 0 abortus 4 
known case of diabetes mellitus type 2 on insulin and 
hypothyroidism on treatment, she has had a history of 4 
second trimester miscarriages between 14 to 21 weeks 
gestation. Three of those miscarriages were managed 
by elective transvaginal cervical cerclage.
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Abstract
Transabdominal placement of a cerclage at the cervicoisth-
mic junction appears to be a safe and effective procedure 
for reducing the incidence of spontaneous pregnancy loss 
in selected patients with cervical insufficiency, we reported 
a case series of two woman with different indications for ab-
dominal cerclage. Case 1 is a 25-years-old woman gravida 
2 para 0 abortus 1 known case of hypoplastic upper vagina 
who had 2 vaginal repair (vaginostomy) and had abdominal 
cerclage for short cervix and delivered by caesarean sec-
tion at 38 weeks a healthy baby boy. Case 2 is a 34-years-
old woman gravida 5 para 0 abortus 4 known case of dia-
betes mellitus type 2 and hypothyroidism, she has a history 
of 3 failed transvaginal cervical cerclage where all ended 
in miscarriages, so the fifth pregnancy was managed with 
transabdominal cerclage and she completed her pregnancy 
until 38 weeks of gestation and delivered a healthy baby 
boy by caesarean section.
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Introduction

Cervical insufficiency is defined as the inability of the 
uterine cervix to retain a pregnancy in the second tri-
mester in the absence of clinical contractions, Labor, or 
both, and classical treatment involves transvaginal cer-
vical cerclage. In some conditions, such as an extremely 
short, deformed or absent cervix, surgery needs to be 
done by transabdominal approach.

We reported 2 cases of different indications for ab-
dominal cerclage where both had successful pregnancy 
and safe delivery with healthy babies.
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She presented to maternal fetal clinic at 10 weeks 
gestation with ultrasound showing cervical length to be 
1 cm and counselled about the transabdominal cerclage 
option due to her history of failed multiple transvaginal 
cervical cerclages. Patient opted to proceed with Trans-
abdominal cerclage, which was performed at 10 weeks 
and 5 days of gestation. She had frequent uneventful 
antenatal care with cervical length surveillance showing 
the cervical length to be 1 cm. Elective transverse lower 
segment caesarean section done at 38 weeks gestation.

Discussion

The American College of Obstetricians and Gynecol-
ogists defines cervical insufficiency as “The inability of 
the uterine cervix to retain a pregnancy in the second 
trimester in the absence of clinical contractions, Labor, 
or both”. It may occur in a single pregnancy or recur in 
consecutive pregnancies [1].

Cervical abnormalities, either congenital or because 
of trauma, are a risk factor for structural cervical weak-
ness [2].

Cerclage is one of the classical procedures which is 
performed to reduce pregnancy loss/preterm birth in 
women with cervical insufficiency:

•	 Women with cervical insufficiency based on multiple 
prior second trimester losses and/or preterm births 
are potential candidates for a ‘history-indicated’ cer-
clage, which is best placed at 12 to 14 weeks of ges-
tation [3].

•	 Women with singleton pregnancy, prior preterm 
birth, and a short cervical length (e.g., < 25 mm) 
on transvaginal ultrasound examination at 16 to 23 
weeks of gestation are potential candidates for an 
‘ultrasound-indicated’ cerclage [4,5].

•	 Women with cervical insufficiency based on a dilated 
cervix on a digital or speculum examination at 16 to 
23 weeks of gestation are potential candidates for a 
‘physical exam-indicated’ cerclage [6].

Most cerclages are placed via a transvaginal ap-
proach. The transabdominal approach is more invasive 
but allows higher placement since the transabdominal 
cerclage can be placed at the cervicoisthmic portion of 
the uterus, while transvaginal cerclages often end up 
distal to the internal os.

Given the increased morbidity of any transabdomi-
nal procedure compared with a transvaginal procedure, 
most experts recommend reserving the transabdominal 
approach for women with cervical insufficiency who 
meet one (or both) of the following criteria:

•	 Failed to deliver a healthy newborn after at least one 
previous elective transvaginal cerclage (i.e., does not 
include a rescue cerclage performed for advanced 
cervical dilation on physical examination).

•	 Are unable to undergo a transvaginal procedure be-
cause an extremely short or absent cervix, amputat-
ed cervix, marked cervical scarring, or cervical defect 
make it technically impossible to perform [7].

In a systematic review of observational studies that 
evaluated pregnancy outcome after laparoscopic versus 
open transabdominal cerclage, overall neonatal surviv-
al was about 90 percent for both procedures; however, 
the laparoscopic group had higher survival when first 
trimester losses were excluded (96.5 versus 90.1 per-
cent), a higher rate of deliveries after 34 weeks (82.9 
versus 76 percent), and lower rates of deliveries at 23.0 
to 33.6 weeks (6.8 versus 14.8 percent) and second-tri-
mester losses (3.2 versus 7.8 percent). Intraoperative 
and perioperative complications were similar for the 
two approaches [8].

Either cerclage placement after conception once 
fetal viability has been established or preconception 
transabdominal cerclage in patients planning to con-
ceive who meet criteria are acceptable options. There is 
no consensus as to the best approach [9].

In patients presenting in early pregnancy, a trans-
abdominal cerclage should be placed in the late first 
trimester to early second trimester as the risk of mis-
carriage is lower than earlier in gestation, major struc-
tural anomalies can be excluded by ultrasound, early 
aneuploidy screening can be performed, and the uterus 
is not too large to make it technically challenging [10].

Delivery after transabdominal cerclage is by caesar-
ean at 37 to 39 weeks of gestation, or immediately at 
the onset of regular uterine contractions. The infant is 
extracted through a hysterotomy incision made above 
the stitch; the stitch can then be removed or, if future 
pregnancies are planned, it is left in place [11,12].

In conclusion we might prefer a transabdominal cer-
vicoisthmic cerclage in special cases like women with 
cervical insufficiency who have either failed at least 
one previous elective transvaginal cervical cerclages or 
in whom a transvaginal cervical cerclage is technically 
impossible to perform due to an extremely short or ab-
sent cervix, or with vaginal or cervical defect, In these 
settings, a transabdominal approach might result in bet-
ter birth outcomes than the transvaginal approach, thus 
justifying its greater morbidity.
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