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Abstract 
This retrospective study is to evaluate the outcome of pregnancy after emergency cervical 

cerclage. Records of patients, who were treated with emergency cervical cerclage in Ramathibodi 
Hospital, Mahidol University, Bangkok, Thailand, from 1982 to 1997, were reviewed. Maternal 
age, gravida, parity, past obstetric history, gestational age at cerclage, latency period, complication 
and outcome were noted. Only one of 7 patients who had this operation performed, aborted. The 
others continued pregnancy and all the babies were born alive. There was no serious maternal 
complication. This operation has a favorable outcome in selected cases. 

Cervical incompetence was first men­
tioned by Gream in 18650). Incompetence of the 
cervix is basically due to a weakness in the sphinc­
ter mechanism of the internal os. Mechanical dila­
tation of the cervix may trigger the onset of uterine 
contractions and the contents are eventually ex­
pelled. Most of the causes of sphincter weakness 
are acquired and almost all have a previous history 
of one or more midtrimester abortions(2,3). The 
incidence of incompetence of the cervix varies 
from 16 to 20 per cent of all second trimester abor­
tion(2,3). This variation arises partly because there 
is as yet no definite diagnostic method and diagno-

sis is often made by exclusion( 4,5). Shirodkar deve­
loped a surgical procedure which hold the cervical 
os tightly closed and this procedure was subse­
quently modified by McDonald(6,7). The McDo­
nald's method proved to be effective, and is com­
monly used now. Although elective cervical cer­
clage in early second trimester is the standard treat­
ment for cervical incompetence(2,4), occasionalJy 
the diagnosis is only made when the cervical dila­
tation is in the advance stage. Emergency cervical 
cerclage is used in these cases but the effective­
ness is not well established. This review is the first 
report of emergency cervical cerclage in Thailand. 
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The aim of this study was to review our 
experience in management and outcome of preg­
nancy after emergency cervical cerclage. 

MATERIAL AND METHOD 
This retrospective study reviewed emer­

gency cervical cerclage performed in Ramathibodi 
Hospital, Mahidol University, Bangkok, Thailand, 
from 1982 to 1997. Emergency cervical cerclage 
was defined as cerclage placed in pregnant women 
whose cervices were found to be dilated. Incompe­
tence of the cervix was diagnosed if the amniotic 
sac was seen protruding through the os using a 
sterile speculum. The degree of cervical dilatation 
and effacement were also estimated from vaginal 
examination. The following parameters were 
reviewed; age, gravida, parity, past obstetric his­
tory, gestational age at cerclage, interval from 
cerclage to delivery, complication and outcome. 

RESULTS 
During the study period, emergency cer­

vical cerclage was performed in 7 patients. Mean 
age of the patients was 30.9±5.6 years. Two 
patients, whose cervical dilatations were found to 
be 3 and 4 centimeters respectively were nullipa­
rous. Over 70 per cent of patients had a history of 
pregnancy loss, preterm ortermination of pregnancy. 
Mean gestational age at operation was 22.3±2.1 
weeks. Mean interval from cerclage until delivery 
was 51.1±30.4 days. Mean gestational age at deli­
very was 30.9±5.6 weeks. Details of all patients 
are presented in Table 1. Mean cervical dilatation 
was 3±1 centimeters. Fifty seven per cent of 
patients had protrusion of the amniotic sac at the 
time of operation. They were reduced by the use 
of a wet sponge on ovum forceps. All patients 
were given tocolytics and prophylactic antibiotics. 
None of them had amniotic fluid leakage at the 
time of operation. However, one patient had amnio­
tic fluid leakage on the first day of post operation 
and developed chorioamnionitis which caused it to 
abort. Six patients had McDonald's operation, and 
only one patient had Shirodkar's operation. Six of 
the seven babies were born alive. Only one preg­
nancy continued until term. Mean birth weight of 
the babies was 2113±712.3 grams. Only one baby 
had an Apgar score below 7 at 1 minute but all 
babies had an Apgar score of more than 7 at 5 
minutes. There was no serious maternal complica­
tion. 

DISCUSSION 
Incompetence of the cervix has now 

become established as one cause of midtrimester 
abortion and its management by cervical cerclage 
in one form or another is universally accepted with 
successful outcome(2,4). However, emergency 
cervical cerclage performed in pregnancy with 
advanced cervical dilation is still controversial. 
The success rate is often quoted as 40-60 per 
cent(6,8,9). 

The majority of patients in this review 
had a history of pregnancy loss or preterm labor. 
The duration of pregnancy was between 20 to 26 
weeks of gestation when the emergency cereclage 
was inserted, and if the pregnancy can continue 
to 30 weeks the survival rate of the fetus is more 
than 80 per centOO). It seems, therefore, that cer­
clage performed after 30 weeks of gestation may 
not be beneficial. Studies showed that cerclage at 
any gestational age can prolong pregnancy and the 
survival depends on each gestational age at which 
the cerclage is done01). In this study, the insertion 
of emergency cerclage prolonged pregnancy in 6 
out of 7 patients, and all 6 babies survived. 

Studies also showed that cervical dilata­
tiolll at the time of cerclage was correlated to the 
pregnancy outcome(l2-14). In this study, the out­
come is generally in agreement with previous 
reports. However, this study was able to demon­
strate a favorable outcome in 2 out of 3 patients, 
who had emergency cerclage inserted when the 
cervices were 4 centimetres dilated. Thus, it 
appears that cerclage can be performed with some 
degree of success even if the cervical dilatation is 
at 4 centimetres, but Schorr et al reported that 
cerclage was not effective at this stage05). In 
these three cases with cervices dilated to 4 centi­
metres, the bulging membranes presented the dif­
ficult problem of how to effectively reduce them. 
Various methods have been suggested such as 
Trenderlenburg position with amniocentesis, intra­
cervical Foley catheter, wet sponge on ovum for­
ceps and filling the bladder04). In our series, we 
used a wet sponge on ovum forceps to reduce the 
membranes. In this situation, membranes rupture 
and intrauterine infection are the two most impor­
tant complications with serious consequences( 11). 
Twenty five per cent of patients were complicated 
by infection and abortion. There is no different 
outcome between McDonald's and Shirodkar's 
operation, but McDonald is the easier of the two 
to perform0.13). 
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Table 1. Clinical data and outcome of pregnancy treated with emergency cervical cerclage. 

No Age G:P Past obstetric GAat Dilatation Sac Cerclage Postop Latency to GAat Outcome 
(yrs) history cerclage of cervix protrusion technique complication delivery delivery 

33 6:1 1st, 2nd= preterm 26wks 2 ems no McDonald no 63 days 37 wks 2490g 
3rd = ectopic alive 
4th, 5th = induced A.S 9/10 
abortion 

2 26 3:1 1st= term 20wks 2 ems yes McDonald PROM 1st I day 20wks abortion 
2nd = spontaneous day postop 
abortion 

3 34 6:3 1st, 2nd= term 24wks 4cms yes McDonald Premature 28 days 28 wks !OOOg 
3rd = DFIU labor at 28 alive 
4th=PPROM wks A.S 6/8 
(6mns) death 
5th=PPROM 
(6mns) alive 

4 21 2:0 I st = Premature 21 wks 2 ems no Shirodkar PPROMat 56 days 32 wks 1640g 
birth 27 wks 32 wks alive 
death A.S 9/10 

5 35 3:1 1st= term 21 wks 4cms yes McDonald Premature 98 days 35 wks 2970 g 
2nd = midtrimester labor at 35 alive 
abortion (18 wks) wks A.S 9110 

6 37 1:0 22 wks 4cms yes McDonald Premature 63 days 31 wks 2030 g 
labor at 31 alive 
wks A.S 8/10 

7 30 1:0 22 wks 3 ems no McDonald Premature 49 days 33 wks 2550 g 
labor at 33 alive 
wks A.S 9110 

yrs = yesrs; G = gravida; P =parity; DFIU =death fetus in utero; PPROM = preterm premature rupture of membranes: 
PROM= premature rupture of membranes; mns =months; wks =weeks; ems= centimeters; GA =gestational age; 
postop =post operation; g =grams; A.S._/_ =Apgar score I minute/5 minutes 

The use of tocolytic agents and prophy­
lactic antibiotics are controversial ( 11, 16, 17). In this 
study, all patients received both tocolysis and 
antibiotic. Half of the patients were complicated by 
preterm labor and one with intrauterine infection. 
Ludmir et al recommended removing the cerclage 
after premature rupture of membranes08), but 
there is no general agreement on this unless there 
is evidence of uterine contraction01). 

Preterm labor is a common occurrence 
after emergency cerclage. It complicated 78 pe.r 
cent of patients01). Premature rupture of mem-

branes, infection and prostagandins activation after 
cerclage may be the factors that cause preterm 
laborOl • 19). Only one patient in this review con­
tinued pregnancy to term. Fetal outcome after 
emergency cerclage varies depending upon the 
duration of pregnancy, cervical dilation, sac pro­
trusion and infection( 11 ,20). 

Conclusion: emergency cervical cerclage 
is another effective way to treat patients. Case 
selection is the important factor to achieve good 
outcome. More studies and experience are needed 
to evaluate the effectiveness of this operation. 

(Received for publication on March 25, 1998) 
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