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Abstract
The lack of standard treatment guidelines for the management of a cervical heterotopic gestation
poses a challenging clinical situation, particularly after IVF. Here we describe a case of cervical
heterotopic gestation treated by ultrasound-guided aspiration, curettage of embryonic tissue
remains and cervical pessary placement for prevention of preterm labor. The cervical pregnancy
was successfully interrupted and the intrauterine gestation progressed to term with the birth of a
healthy baby girl.
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Introduction
Heterotopic pregnancy relates to the simultaneous presence of intrauterine and extra uterine
gestational sacs. Cervical Heterotopic Gestation (CHG) is the concomitant presence of cervical
and intrauterine pregnancy. Heterotopic gestation is estimated to occur between 0.04 and 0.008%
of natural conceptions [1]. However, its occurrence seems to be significantly increased to 1%,
after Assisted Reproduction Technologies (ART) [2,3]. The etiology of heterotopic pregnancy in
ART is still unknown. Among the risk factors, multiple embryo transfer, high incidence of pelvic
inflammatory disease and uterine curettage are prevalent.
The CHG is considered the rarest type of heterotopic gestations and it is particularly challenging
due to the lack of a standard treatment and the possible risks associated with them, such as bleeding,
chance of hysterectomy and loss of the intrauterine gestation. Different approaches of medical or
surgical treatments are proposed in literature, ranging from the conservative management [4-6],
local vasopressin injection followed by curettage or curettage and local methotrexate injection
[7], transvaginal Ultrasound (US)-guided selective reduction [8], uterine artery embolization
and hysteroscopic removal of both gestational products [9], microwave ablation of the cervical
pregnancy ring forceps [10], as well as an ultrasound-guided intracervical Foley balloon placement
and cerclage [11,12], complete cervical evacuation and expectant management [13]. In nearly
a quarter of the reports on CHGs there is no live birth of the intrauterine gestation, due to the
medical intervention used to terminate the ectopic pregnancy [12]. This represents a distressing
rate of pregnancy loss, particularly after ART treatment. Thus, it is foremost to detail situations and
treatment procedures that reached a fortunate ending in terms of fertility preservation, gestation
and delivery, more specifically after IVF.

Case Presentation
A 41-year-old nulliparous, Caucasian woman presented at our Assisted Reproduction Center
with a history of infertility due to diminished ovarian reserve for 4 years. Her medical history
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Discussion
The present case report describes the successful treatment
of a CHG after IVF, using US-guided aspiration of the ectopic
gestational sac, followed by curettage, pessary placement due to
cervical shortening and absolute rest. The frequency of different
forms of heterotopic gestations is much higher after IVF, than after
natural conception [2,3]. The clinical management of a CHG after
IVF imposes specific challenges, considering that IVF pregnancies
are highly desired and treatment for the termination of an ectopic
gestation may also put in danger the viable intrauterine one.
To our best knowledge, this is the first description of a CHG
detected at an early gestational age and treated with US-guided
aspiration of gestational sac, cervical curettage and pessary placement.
Although the curettage of the cervical canal was carefully performed,
cervical shortening occurred and the placement of a pessary was
necessary to avoid preterm delivery.

Figure 1: Transvaginal ultrasound image performed at 6 weeks demonstrating
a viable cervical (star) along with an intrauterine gestation.

included two previous IVF attempts with autologous oocytes at
another clinic. At that time her AMH was 0.7 ng\ml and both
treatment cycles were unsuccessful. In her first IVF attempt using
donor oocytes, three high quality blastocysts were created. They were
transferred in two consecutive cycles and did not result in gestation.
Another donor-oocyte cycle followed, in which she received two
grade 1 fresh blastocysts. Ten days after transfer, β-HCG test of 355
mUI revealed an early gestation. The first ultrasound 26 days posttransfer showed one intrauterine gestational sac and another in the
cervix, with both embryos measuring Crown Rump Length (CRL)
of 0.5 cm and with active heartbeat (Figure 1). The patient received
extensive information and counseling on her condition. After
different treatment possibilities were discussed, we decided for a
US-guided aspiration of the cervical gestational sac to best preserve
the intrauterine gestation. The procedure was performed in a local
hospital, under general anesthesia, on day 28 after embryo transfer.
The cervical gestational sac was punctured using a 17 G single
lumen oocyte aspiration needle under US-guidance. The treatment
approach was successful in aspirating the contents of gestational
sac. The patient was discharged home after 24 h observation. The
histopathological examination confirmed embryonic remains and
products of conception from the aspirate. There was minimal bleeding
during and after the procedure. On the second post-operative day, the
patient presented with painless vaginal bleeding and was readmitted
to the hospital. Trophoblastic tissues of the cervical ectopic conceptus
were gently removed using a curette, under ultrasound guidance.
Histopathology analysis confirmed the presence of chorionic villi
in the gestational tissues. An ultrasound performed four days
after the curettage revealed a viable intrauterine gestation. Some
residual trophoblast tissue could still be detected into the cervical
canal. Serial obstetric US six days later revealed the persistence of a
heterogeneous, hypervascular mass measuring 2.7 mm × 2.0 mm in
the cervical canal near the internal os, corresponding to remains of
the cervical gestation chorionic villi. Two weeks after the curettage,
the cervical heterogeneous mass persisted and the intrauterine
gestation followed normal development. Fortnightly US surveillance
revealed a shortened uterine cervix, at 20weeks gestation. A cervical
pessary was inserted at 22 weeks gestation to avoid preterm delivery.
The patient was prescribed absolute bed rest until 37 weeks gestation,
when labor contractions started. The pessary was removed and the
cesarean section was schedule for the next day. The patient delivered
a healthy baby girl weighting 2960 g and 46 cm.
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The patient was 41 years of age and that was her first pregnancy,
after four unsuccessful embryo transfers. The early detection of the
extra uterine gestational sac at 6 weeks was paramount for the success
in the CHG management, without pregnancy loss of the viable
intrauterine gestation and fertility preservation. Majority of the CHGs
are detected after vaginal bleeding, at more advanced gestational age.
Thus, particularly after IVF cycles in which more than one embryo
is transferred, the first US scan should include a careful evaluation
of the cervical canal to exclude a heterotopic gestation at the cervix.
Different treatment options are described for the resolution of
cervical heterotopic gestations. However, some of the treatments may
result in undesired outcomes, such as infertility [14] and intrauterine
gestation loss [6]. Sonographically guided injection of various agents,
into the ectopic gestational sac is effective, but it is also associated with
persistent trophoblastic tissue [15]. US-guided aspiration of cervical
conceptus results in immediate termination of the ectopic gestation
and there is a minor risk to cause harm to the intrauterine pregnancy.
In conclusion, considering that there is no consensus on the
best treatment for CHG, it is important to report the factors that
contributed to the successful resolution of the present case. Early
detection and US-guided aspiration performed by an experienced
operator, careful follow up of the remaining embryonic tissues,
monitoring of cervical canal along the gestation to avoid preterm
delivery due to a possible shortening of the cervix after curettage and
placement of cervical pessary to ensure a full-term gestation represent
a safe and effective management of CHG, with fertility preservation
and favorable live birth outcomes for IVF patients.

References
1. Ushakov FB, Elchalal U, Aceman PJ, Schenker JG. Cervical pregnancy:
Past and future. Obstet Gynecol Surv. 1997;52(1):45-59.
2. Dor J, Seidman DS, Levran D, Ben-Refael Z, Ben-Shlomo I, Mashiach S,
The incidence of combined intrauterine and extra uterine pregnancy after
in-vivo fertilization and embryo transfer. Fertil Steril. 1991;55(4):833-4.
3. Rizk B, Tna SL, Morcos S, Riddle A, Brinsden P, Mason BA, et al.
Heterotopic pregnancies after in vitro fertilization and embryo transfer.
Amer J Obst Gynecol. 1991;164(1 Pt 1):161-4.
4. Ozcivit IB, Cepni I, Hamzaoglu K, Erenel H, Madazl R. Conservative
management of 11 weeks old cervical ectopic pregnancy with transvaginal
ultrasound-guided combined methotrexate injection: Case report and
literature review. Int J Surg Case Rep. 2020;67:215-8.

2

2022 | Volume 6 | Article 1303

Correa CM, et al.,

Clinical Case Reports International - General Medicine

5. Honey L, Leader A, Claman P. Uterine artery embolization - a successful
treatment to control bleeding cervical pregnancy with a simultaneous
intrauterine gestation. Hum Reprod. 1999;14:553-5.

11. Hafner T, Ivkosic IE, Serman A, Bauman R, Ujevic B, Vujisic S, et al.
Modification of conservative treatment of heterotopic cervical pregnancy
by Foley catheter balloon fixation with cerclage sutures at the level of the
external cervical os: A case report. J Med Case Rep. 2010;4:212.

6. Jachymski T, Moczulska H, Guzowski G, Pomorski M, Piątek S, Zimmer
M, et al. Conservative treatment of abnormally-located intrauterine
pregnancies (cervical and cesarean scar pregnancies): A multicentre
analysis (Polish series). J Matern Fetal Neonatal Med. 2020;33(6):993-8.

12. Moragianni VA, Hamar BD, McArdle C, Ryley DA. Management of a
cervical heterotopic pregnancy presenting with first-trimester bleeding:
Case report and review of the literature. Fertil Steril. 2012;98(1):89-94.

7. Honda R, Matsuura K, Okamura H. Heterotopic cervical pregnancy with
preservation of the intrauterine gestation. Reprod Med Biol. 2005;4:221-3.

13. Kim JW, Park HM, Lee WS, Yoon TK. What is the best treatment of
heterotopic cervical pregnancies for a successful pregnancy outcome? Clin
Exp Reprod Med. 2012;39:187‐92.

8. Monteagudo A, Tarricone NJ, Timor-Tritsch IE, Lerner JP. Successful
transvaginal ultrasound-guided puncture and injection of a cervical
pregnancy in a patient with simultaneous intrauterine pregnancy and a
history of a previous cervical pregnancy. Ultrasound Obstet Gynecol.
1996;8(6):381-6.

14. Mu Q, Liu Y, Wang S, Luan S, Li J, Fan J. Cervical heterotopic pregnancy:
A case report. Zhong Nan Da Xue Xue Bao Yi Xue Ban. 2021;4(2):212-6.
15. Xu Y, Lu Y, Chen H, Li D, Zhang J, Zheng L. Heterotopic pregnancy after
in vitro fertilization and embryo transfer after bilateral salpingectomy/
tubal ligation: Case report and literature review. J minimal Inv Gynecol.
2016;23(3):338-45.

9. Subedi J, Xue M, Sun X, Xu D, Deng X, Yu K, et al. Hysteroscopic
management of a heterotopic pregnancy following uterine artery
embolization: A case report. J Med Case Rep. 2016;10:324.
10. Schivardi G, Angileri SA, Esposito G, Meglio LD, Brusati V, Ierardi AM,
et al. Successful transvagival microwave ablation of a heterotopic cervical
pregnancy. A case report. Reprod Sci. 2021;28(1):27-30.

Remedy Publications LLC., | http://clinicalcasereportsint.com/

3

2022 | Volume 6 | Article 1303

