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ABSTRACT 

 

Background and Objective 

Cervical incompetence is found to be an important cause of mid-trimester pregnancy losses 

and preterm delivery. However, measurement of cervical length and diagnosis of short cervix 

by ultrasonography and timely application of cervical cerclage can carry these pregnancies to 

term and eventually lead to a successful outcome. 

Methods 

The present retrospective observational study included 50 pregnant women diagnosed with 

cervical incompetence. Mc Dondald’s cervical cerclage was placed and its effectiveness was 

considered by successful pregnancy outcome. 

Results 

Out of the 50 patients recruited into the study 41 (82%) patients had successful pregnancy 

outcome with delivery at term and 6 (12%) patients had preterm delivery. This shows that 

timely diagnosis and placement of cervical cerclage is effective and leads to successful 

pregnancy outcome especially in those with history of mid-trimester pregnancy losses and 

preterm delivery. 

Conclusion 

The timely placement of cervical cerclage results in successful pregnancy outcome especially 

in those patients with history of mid-trimester miscarriages. 

Keywords: Cervical incompetence, mid-trimester miscarriage, cervical cerclage, pregnancy 

outcome. 

 

INTRODUCTION 

Cervical incompetence is defined as the inability of the cervix to maintain or support a 

pregnancy to term because of structural and functional defect.(1,2) It is an important cause of 

recurrent mid-trimester pregnancy losses and preterm delivery. Cervical insufficiency or 

incompetence is a clinical diagnosis with history of painless cervical dilatation leading to 

miscarriage. It may be congenital or acquired. The incidence of having cervical insufficiency 

is estimated to be less than 1% of obstetric population.(3) Majority are acquired following 

complicated deliveries, termination of pregnancy, cone biopsy, cervical amputation, torn 

cervix, loop surgical excision. The congenital causes are in utero diethylstilbesterol exposure, 
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collagen vascular disorders and uterine anomalies.(4) Cervical incompetence presents 

classically in the second or third trimester with drainage of amniotic fluid, rapid painless 

cervical effacement and dilatation with eventual expulsion of the products of conception. The 

measurement of cervical length by transvaginal ultrasound is now commonly used to assess 

the cervical length to diagnose pregnant women with cervical incompetence and risk of 

preterm delivery. 

This is a retrospective observational study where women diagnosed to be having 

cervical incompetence by transvaginal ultrasound had a transvaginal cervical cerclage 

performed as the treatment modality. 

Pregnant women with prior history of repeated second trimester losses and preterm 

delivery were taken as potential candidates for placement of cervical cerclage at 12 to 14 

weeks of gestation to avoid spontaneous loss. 

Pregnant women with a single term pregnancy, prior preterm delivery and a short 

cervix where the cervical length on transvaginal ultrasound examination at 16 to 25 weeks 

was less than 25mm were taken as potential candidates of ultrasound indicated cervical 

cerclage.(5) 

Pregnant women with cervical incompetence before 12 weeks of gestation did not have 

cerclage performed because most of the miscarriages are due to aneuploidy and occur in early 

and mid-trimester. 

The cervical cerclage is removed electively at 37 weeks of gestation or immediately 

upon onset of labour.(6) 

The incidence of preterm delivery before 34 weeks is halved by cervical cerclage 

among women with history of three or more preterm deliveries before 37 weeks as was 

shown in one trial. 

The cerclage in all the cases was placed through a transvaginal approach. The 

commonly used techniques for transvaginal cervical cerclage are those used by Shirodkar and 

Mc Donald. 

Mc Donald described a suture technique placed in the form of a purse string that did 

not require any cervical dissection and that was easily placed during pregnancy. Because of it 

being very effective apart from its simplicity and ease of application Mc Donald’s technique 

of cerclage was used for all cases recruited in this study. 

 

AIMS AND OBJECTIVES 

The objective of this study is to diagnose pregnant women with cervical incompetence and to 

study the outcome of these pregnancies following cervical cerclage. 

 

MATERIALS AND METHODS 

The present retrospective observational study included 50 pregnant women diagnosed with 

cervical incompetence admitted into the department of obstetrics and gynaecology at King 

George Hospital, which is a tertiary care hospital in Visakhapatnam between March 2023 to 

March 2024. Methodology included taking a detailed history, clinical examination, 

ultrasound examination(both transvaginal and transabdominal), management, follow up and 

outcome. 

 

Inclusion Criteria 

1. Patients who had previous two or more mid-trimester miscarriages 
2. Patients with previous history of cerclage 

3. Patients with previous preterm delivery 

4. Patients with multiple pregnancy 

5. Patients with any history of trauma or surgery to the cervix 
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Exclusion Criteria 

1. Patients with medical disorders like diabetes mellitus, chronic hypertension 
2. Patients with advanced cervical dilatation and rupture of membranes 

3. Patients diagnosed with fetal anomalies 

 

Statistical Analysis 

Data obtained was interpreted as percentage. 
 

RESULTS 

 

Table 1: Distribution of study subjects based on age 

Age(years) No of cases n=50 Percentage(%) 

< 20 years 06 12 % 

21-25 years 30 60 % 

26-30 years 10 20 % 

> 30 years 04 8 % 

The maximum number of patients were in the age group of 21-25 years which was 60% 

whereas 8% of the patients were in the age group above 30 years. 

 

Table 2: Distribution of study subjects based on parity 

Parity No of cases n=50 Percentage(%) 

Primi 12 24 % 

2nd Gravida 18 36 % 

3rd Gravida or more 20 40 % 

Patients who were gravida three or more comprised 40% while 36% were gravida two and 

24% were primigravida. 

 

Table 3: Distribution of study subjects based on obstetric history 

Previous History No of cases (n=50) Percentage(%) 

Mid-trimester miscarriage 18 36% 

Preterm Labor 15 30% 

Short Cervix 10 20% 

Multiple Pregnancy 03 06% 

Previous history of cerclage 04 08% 

The maximum number of patients who were considered for cerclage which is 36% were those 

who had previous mid-trimester miscarriage, followed by 30% who had preterm labor in their 

previous pregnancy. The rest of the patients who were considered for cerclage were those 

with previous history of short cervix 20%, previous multiple pregnancy 06% and 08% 

patients with previous history of cerclage. 

 

Table 4: Distribution of study subjects based on indication and gestational age at 

which cerclage was applied 

Indication for cerclage 
Gestational age 

12-14 weeks 15-20 weeks >20 weeks 

Previous history of mid-trimester abortion 12 4 2 

Preterm labour 8 7 0 

Short cervix 6 4 0 

Multiple pregnancy 0 3 0 
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Previous history of cerclage 4 0 0 

 

12 patients with previous history of mid-trimester abortion subjects had cerclage between 12- 

14 weeks and 4 patients at 15-20 weeks. With previous preterm labor 8 patients had cerclage 

at 12-14 weeks and 7 patients at 15-20 weeks. With previous history of short cervix 6 patients 

had cerclage at 12-14 weeks and 4 patients at 15-20 weeks. For previous history of multiple 

pregnancy 3 patients had cerclage applied at 15-20 weeks. 4 patients with previous history of 

cerclage had repeat cerclage at 12-14 weeks of pregnancy. 

 

Table 5 : Distribution of cases according to pregnancy outcome and mode of delivery 

Gestational age at cerclage application Number of cases 
Outcome 

Abortion Preterm Term 

< 14 weeks 10 1 1 8 

15-20 weeks 28 1 2 25 

>20 weeks 12 1 3 8 

 

Patients who had cerclage applied at <14 weeks who were ten in number,8 had term delivery. 

Of 28 patients who had cerclage applied between 15-20 weeks 25 had term delivery. Out of 

12 patients who had cerclage at > 20 weeks,8 had term delivery. 

 

Table 6 : Distribution of cases according to pregnancy outcome and mode of delivery 

Pregnancy outcome Mode of delivery 

  Vaginal 

delivery 

Caesarean 

Section 

Term 41 31 10 

Preterm 6 06 0 

Miscarriage 3 0 0 

Out of 45 patients who had term deliveries, mode of delivery was vaginal in 31 patients while 

10 patients had caesarean section. 6 patients had preterm vaginal delivery. The number of 

patients who had miscarriage were 3 in number. 

 

DISCUSSION 

Cervical integrity is an important factor in determining the outcome of pregnancy as its 

inability to retain the product of conception will lead to a loss of pregnancy and thus result in 

an adverse pregnancy outcome. The maximum number of cerclages carried out in this study 

were in the age group between 21-25 years with mean age of 27 years. The various maternal 

ages (mean) quoted by other authors include- median age of women in the study was 27.0 

years (mean 27.2 [SD 4.3] years, range 19–40 years) by Gundabattula et al(7) median 

maternal age was 32 years (range 18±48 years) in the retrospective study by J R Cook et al, 

mean age of 31 years in the elective cerclage group in the study by Liddiard et al(8) and a 

mean age of 27.7 years in the MRC/RCOG study group.(9) 

It is important to identify patients with a history of late miscarriages to prevent 

recurrent pregnancy losses in patients with the potential diagnosis of an incompetent cervix 

(Romero et al., 2006; Simcox et al., 2007).(10,11) This was confirmed by our observations of a 

correlation between the indication of a cervical cerclage and the history of second trimester 

miscarriage 

Mean gestational age at time of cerclage was found to be 16 ± 4 weeks in our study group. In 

the study, early cerclage is found to be a positive factor influencing success of cervical 

cerclages. However, none of the earlier studies have reported the benefit of early cerclages 

over late cerclages (>20 weeks) (ACOG Practice Bulletin. Cervical insufficiency, 2003; 

MRC/RCOG Working Party on Cervical Cerclage, 1993), despite the fact that most studies 



Journal of Cardiovascular Disease Research 

ISSN:0975-3583,0976-2833 VOL15,ISSUE06,2024 

460 

 

 

show better results for early cerclage (ACOG Practice Bulletin. Cervical insufficiency, 2003; 

Liddiard et al., 2011; Kurup and Goldkrand, 1999; Wu et al., 1996).(8,9,12,13,14) 

Transvaginal ultrasonography done early can be helpful to detect short cervix (around 

14–16 weeks of gestational age) for patients with a high-risk of late miscarriage or preterm 

birth, can be useful to identify those with short cervix to enable early intervention and thus 

prevent loss of pregnancy and increased chances of survival of the fetus. 

The median gestational age at which a suture was inserted in the cerclage group was 

15.9 weeks in the study conducted by MRC/RCOG working party group. In the study by 

Liddiard et al gestational age at cerclage was reported as 14 (6–19) weeks. In a study by 

Althuisius et al cerclages were inserted between 14-27 weeks .Rush et al and Gundabattula et 

al reported gestational age at time of cerclage to be between 15-21 weeks and 21.9 weeks 

respectively.(7,8,9,15) 

In the present study 41 (82%) patients delivered at term .This is almost similar to the 

study conducted by MRC/RCOG working party on cervical cerclage, where there were fewer 

deliveries before 33 weeks in the cerclage group. The term delivery rate in this study is also 

similar to the study by Abiodun et al which was 76.5%. This is also similar to 68.8% in the 

study by Ikimalo et al(16) 65.3% Idrisa et al(17). This study supported previous reports of 

improved outcome of pregnancies following cerclage. Thus, this study suggests the 

usefulness of cervical cerclage in women with previous history of second trimester losses or 

preterm delivery in selected patients similar to the conclusion of Mancuso et al(18) that 

cervical cerclage may be useful in women with prior early preterm delivery and who have 

shortened mid-trimester cervical length. Hence this shows that cervical cerclage has better 

pregnancy salvage rates. 

 

CONCLUSION 

The outcome of the present study indicates the usefulness and effectiveness of cervical 

cerclage in the management of pregnancy by prolongation of pregnancy and thereby 

improving the outcome especially in patients with incompetence of the cervix due to previous 

history of mid-trimester losses and preterm delivery. Hence this procedure can be advised for 

these women. 
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