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Introduction and background

Cervical Pregnancy (CP) is a rare case of ectopic pregnancy,
accounting for about 0.01% of all pregnancies and 1% of all
ectopic pregnancies [2,4]. The incidence rate is approximately
1:1,000 to 1:18,000 pregnancies. It is characterized as a mall
implementation of the embryo, which occurs within the cervi-
cal canal [4]. According to the previous studies, the previous
cesarean section scar, Dilation and Curettage (D&C) procedures,
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Abstract

Background: Cervical Pregnancy (CP) is a rare and po-
tentially life-threatening form of ectopic pregnancy where
implantation occurs within the cervical canal. It accounts for
less than 1% of all ectopic pregnancies and carries a high risk
of severe hemorrhage and hysterectomy. Assisted Repro-
ductive Technologies (ART), including In Vitro Fertilization
(IVF), are recognized risk factors for CP. Early diagnosis and
appropriate management are critical to minimizing compli-
cations and preserving fertility.

Case presentation: We report the case of a 35-year-old
woman (G4P1A2) with a history of cesarean section and
two previous Dilatations and Curettage (D & C) procedures.
The patient conceived through IVF with the transfer of two
embryos. Follow-up ultrasound revealed a non-viable in-
trauterine gestational sac and a viable cervical pregnancy
with positive fetal heart. After counseling, elective termina-
tion was planned. The patient had a hysteroscopy and D &
C performed with ultrasound guidance. The procedure was
completed successfully with minimal blood loss (40 ml) and
no perioperative complications. She was discharged home
in stable condition on the same day.

Conclusion: This case highlights the importance of early
detection of CP, particularly in patients undergoing ART, and
demonstrates that ultrasound-guided hysteroscopic evacu-
ation can be an effective and fertility-preserving treatment.
Conservative management tailored to individual patient
factors can reduce morbidity and avoid the need for radical
interventions such as hysterectomy.

assisted reproductive technologies (ART), the number of em-
bryos transferred, pelvic inflammatory disease (PID), previous
tubal surgeries, and intrauterine fibroids are the risk factors
that are associated with increased risk of CP. The CP is a serious
cause of morbidity and mortality, as a type of ectopic pregnan-
cy, which is classified as the main cause of maternal morbidity
and mortality in the first trimester of pregnancy. The cervix has
rich vascularization and resistance to uterotonics, which carries
a significant risk of hemorrhage, hysterectomy, and death [4,7].
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According to previous studies, amenorrhea, abdominal pain,
and vaginal bleeding were the main signs and symptoms of CP
[10]. Early diagnosis of CP is significantly related to reducing
the risks of complications. However, diagnosing the CP is chal-
lenging, often via transvaginal ultrasound, serum beta-human
chorionic gonadotropin (B-HCG) levels, and pelvic nuclear mag-
netic resonance imaging. About 70% of CP cases are diagnosed
between the 5th and 8th weeks of pregnancy [15].

As a result of the increase in the infertility ratio worldwide,
the application of In Vitro Fertilization (IVF) has increased as a
treatment method for infertility. However, IVF is a risk factor
for CP [8,15], According to a previous study in China, the inci-
dence of ectopic pregnancy after IVF ranges from 3.2% to 8.6%,
which indicates a significantly higher risk compared to the natu-
ral spontaneous pregnancy risks of ectopic pregnancy, including
the CP, the study suggest that high gonadotropin doses and ab-
normal hormone levels may lead to abnormal embryo implan-
tation during fresh cycle transplantation [15].

Management and findings

The management and treatment of CP depend on the pa-
tient’s case, associated with many factors as patient status, ges-
tational age, (B-HCG) levels, and survival of the fetus. Surgical
intervention, Curettage, and hysterectomy are the main and
traditional management methods for the excision of tropho-
blast tissue [2]. Curettage preserves fertility and the possibil-
ity of future pregnancy compared to hysterectomy; however, it
carries a risk of postoperative hemorrhage. For most cases of CP
with a gestational age of 20 weeks or more, hysterectomy is the
ultimate treatment ultimately. Also, reduce the blood supply by
cervical cerclage, transvaginal ligation of the cervical branches
of uterine arteries [1].

There are nonsurgical methods as tamponade via a Foley
catheter [13]. Intra-amniotic feticide, which is killing the fetus
and then terminating the pregnancy by Ultrasound-guided in-
jecting potassium chloride (KCl) or methotrexate in the amniot-
ic fluid surrounding the fetus to induce demise of the fetus [4].

Case report

A 35-year-old lady, Gravida 4 Paral Abortion 2 (G4P1A2), had
a previous cesarean section due to breech presentation and
conceived via IVF. She had a history of two dilatation and cu-
rettage operations due to missed miscarriage. The patient had
no other significant medical history. She underwent in vitro fer-
tilization embryo transfer, and two fresh embryos were trans-
planted on April 6, 2025. The expected delivery date was Janu-
ary 12, 2026. After the embryo transfer, the woman was treated
with dydrogesterone and progesterone. At the follow-up visit,
a heterotopic pregnancy was diagnosed with both cervical and
intrauterine gestational sacs. The first embryo was implanted
intrauterine, but no fetal heartbeat was observed. The second
embryo was implanted intracervically, and a fetal heartbeat was
detected on transvaginal ultrasound. Therefore, elective hyster-
oscopy and D&C operation were scheduled.

The patient was admitted to the hospital at 9+3 weeks-ges-
tational age for termination of pregnancy. The patient was in
stable condition, fully oriented, with no complaints of pain or
abnormal vaginal discharge or bleeding, and with stable vital
signs. Her hematological indicators included a hemoglobin level
of 12.08 g/dl, white blood cell count 7.09x10%ul, blood group
A+, and platelets 353.4x10%ul. The patient was reassessed by
transvaginal ultrasound. According to the Royal College of Ob-

stetricians and Gynecologists (RCOG) criteria, the diagnosis was
based on the presence of the gestational sac below the level of
the internal os, a barrel-shaped cervix, and blood flow around
the gestational sac. A cervical pregnancy was confirmed with
a positive fetal heart, and the intrauterine gestational sac was
confirmed with no fetal heart. The patient was prepared for sur-

gery.

In the operating theater, hysteroscopy and curettage were
performed under general anesthesia, in the lithotomy position.
A vaginal retractor was applied, and the cervix was identified.
Suction and curettage of the endometrium were performed,
then under ultrasound guidance, the products of conception
were evacuated without complications, with an estimated
blood loss of 40 ml. The patient was in stable condition in the
recovery room, with stable vital signs and no vaginal bleeding
observed. Following the operation, pain management medica-
tion was administered, and the patient was discharged home
after an observation period of several hours.
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Figure 1: Transvaginal ultrasound.

Discussion

Cervical Pregnancy (CP) is an implantation of an embryo in
the cervical canal, and it’s the rarest ectopic pregnancy. [4]. CP
represents a significant cause of maternal morbidity and mor-
tality. Due to the cervix’s extensive vascularization and its resis-
tance to uterotonic agents, CP poses a considerable risk of hem-
orrhage, hysterectomy, and even death [4,7]. In this reported
case, several risk factors were present, including In Vitro Fertil-
ization (IVF), previous cesarean section, and prior Dilation and
Curettage (D&C). These factors have been consistently associ-
ated with an increased likelihood of abnormal embryo implan-
tation in the cervical canal, as documented in previous litera-
ture [2,15]. A study in China found that the incidence of ectopic
pregnancy after IVF ranges from 3.2% to 8.6%, higher than in
natural pregnancies. The study suggests that high gonadotropin
doses and abnormal hormone levels in IVF may cause abnormal
embryo implantation [15].

Early diagnosis is crucial to avoid severe complications. The
use of transvaginal ultrasound in this case allowed for accurate
localization of both intrauterine and cervical gestational sacs.
The presence of a positive fetal heartbeat in the cervical sac
indicated an advanced CP, which usually complicates manage-
ment due to high vascularity and risk of bleeding.

Management strategies for CP vary and depend on factors
such as gestational age, hemodynamic stability, and desire for
fertility preservation. Historically, hysterectomy was the main-
stay treatment, but it sacrifices fertility. Newer conservative
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approaches include systemic or local methotrexate, potassium
chloride (KCI) injection, uterine artery embolization, and me-
chanical tamponade. However, these methods may adversely
affect intrauterine pregnancies or carry long-term complica-
tions.

In this case, the patient underwent hysteroscopic evacuation
and D&C under ultrasound guidance. This approach success-
fully removed the products of conception with minimal blood
loss and preserved uterine integrity. Compared to other con-
servative methods, ultrasound-guided evacuation is effective
in reducing hemorrhage risk while avoiding hysterectomy [1,2].

The decision to terminate both the intrauterine and cervical
pregnancies aligns with clinical guidelines when fetal viability is
not observed intrauterinely, and the risks of continuing a cervi-
cal pregnancy outweigh potential benefits. This case also high-
lights the importance of individualized treatment, especially in
ART-conceived pregnancies where patients often strongly de-
sire future fertility.

Overall, this case underscores the significance of early diag-
nosis, careful selection of management strategy, and the poten-
tial for conservative treatment approaches to minimize compli-
cations while preserving reproductive potential. The favorable
outcome, with no perioperative complications or excessive
bleeding, supports the use of ultrasound-guided hysteroscopic
evacuation as a safe and effective option in similar cases.
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