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Abstract

| Original Research Article

Introduction: Cervical insufficiency complicates about 0.1-1% of all pregnancies. Cervical incompetence; as it is
called may lead to repetitive pregnancy losses and cause physical and emotional turmoil. Aim and objectives: To
emphasize the steps and benefits of laparoscopic Trans abdominalcerclage in cases of recurrent pregnancy loss and to
evaluate intraoperative and long-term pregnancy outcomes after laparoscopic cervical cerclage performed either as an
interval procedure or during early pregnancy. Material and methods: We studied 10 cases of recurrent pregnancy loss
with history of failure of vaginal cerclage in previous pregnancies and offered laparascopictransabdominal cerclage -6
interval and 4 during pregnancy. Results: 9 Pateints out of 10 who were offered laparascopic transabdominal cerclage
had successful pregnancy outcomes. Conclusion: The transabdominalcerclage procedure aims to strengthen the cervix
by placing a suture at the level of the internal os. Laparoscopic cerclage has the general advantages of minimal access
surgery, such as avoiding a large abdominal incision, short hospital stay and quick recovery.
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INTRODUCTION

Cervical insufficiency complicates about 0.1-
1% of all pregnancies. Cervical incompetence; as it is
called may lead to repetitive pregnancy losses and cause
physical and emotional turmoil [1]. Cervical

Shirodkar
cerclage

cerclagehelps prevent miscarriage or premature labor
caused by cervical incompetence. The procedure is
successful in 85% to 90% of cases. Different types of
cervical cerclage procedures are being used(figurel).

Fig-1: Different types of cerclage

It appears that the integrity of the cervix is
partly assured by its length. In normal pregnancy the
cervix is more than 40 mm long at 18 weeks of
gestation. This is manifested by approximately 2 cm of

vaginal cervix and 2 cm of supravaginal cervix.
Logically, a cervical strengthening suture would be
most effective at the internal os. (fgiure2)[2].
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Fig-2: level of suture placement in different types of cerclage

Although a cerclage placed transvaginally has
been effective for many patients, a transabdominal
approach allows for the cerclage to be placed more
proximal to the internal os, allows for a more secure
stitch, eliminates risk of foreign body material from
entering the vagina, and can be used in subsequent
pregnancies [3].

Aim and objectives

The aim of the present study was to evaluate
intraoperative and long-term pregnancy outcomes after
laparoscopic cervical cerclage, performed either as an
interval procedure or during early pregnancy. 2. To
emphasize the steps and benefits of
laparascopictransabdominalcerclage in cases of
recurrent pregnancy loss.

M ATERIALS AND M ETHODS

Between January 2017 and March 2019 a
retrospective single cohort study was done of all women
with a previous poor obstetric history who underwent
laparoscopic abdominal cerclage (LAC) placement
either prior to conception or during pregnancy.

Inclusion criteria for selected patients undergoing

LAC [4]

e H/O one or more second trimester abortions,
specifically painless cervical dilatation.

e H/O previous cerclage for painless cervical
dilatation.

e Painless cervical dilatation diagnosed in second
trimester pregnancy

e H/O premature delivery before 34 wks, USG
indicating cervical length < 25 mm.

e  Sometimes twin pregnancy.

Written informed consent after extensive
counselling was obtained from all patients before
performing LAC. All women were informed about the
need for elective cesarean section. LAC was performed
under general anesthesia by a single operator according
to the standard surgical and perioperative protocol of
our hospital. In pregnant patients an abdominal
sonography was performed preoperatively to confirm
fetal vitality and gestational age. Prophylactic antibiotic
treatment was administered.Tocolysis was performed
for 48 h in pregnant women, starting the evening before
surgery, and no uterine manipulator was used. In non-
pregnant women a uterine manipulator or a Hegar size 8
was inserted to mobilize the uterus. All patients
underwent laparoscopy using the Veress technique to
create a pneumoperitoneum with an intraabdominal
pressure of 10 mmHg. A 10-mm optical trocar was
placed supraumblically and a 30° scope was used
during all procedures. 2 accessory ports made. After
checking the abdominal cavity, the wvesico-cervical
space was identified after mobilization of the
bladder.The peritoneal opening was extended laterally
and a window created in posterior broad ligament and
the course of uterine vessels identified on both sides.
An ethibond No. 2 suture was passed medial to the
uterine vessels on bothsides and it was tied anteriorly at
the cervicoisthmic junction. The procedure ended with
reperitonization. All pregnant women underwent
abdominal ultrasound to check fetal viability with
Doppler imaging of the uterine artery an elective
cesarean section was planned at 37 weeks of gestation.
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Fig-6: Passing of suture at the level of internal os medial to uterine vessels
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Fig-8: Tying of the knot anteriorly at the level

Absolute contraindiactions to the abowve
procedure include Vaginal bleeding, Preterm labour.
Intra uterine infection, Fetal anomaly incompatible with
life. Relative contra indication- protruding membranes

[5].

RESULTS: 9 Pateints out of 10 who were offered
laparascopic transabdominal cerclage had successful

Table-1

of internal os/cervicoisthmic junction

pregnancy outcomes. Only one developed leaking per
vaginum at earlier gestation (20 weeks)and the
pregnancy had to be terminated by opening of the stitch
by laparascopy and followed by hysterotomy. Baby
shifted to NICU but did not survive.

Clinical characteristics of the study population.
Characteristics

Results

TVC = transvaginalcerclage; LEEP = loop electrosurgical excision procedure; n = number

Maternal age, years (mean+ SD)

33+4

Gravidity (mean =+ SD)

4+0.8

Nullipara (n)

1

Patients with previous term pregnancy (n)

2

Adverse obstetric history (n)

o earlymiscarriage

late miscarriage

prior failed TVC

prior cervical surgery (cone, LEEP)

ectopic pregnancy (n)

e pretermdelivery

NN N OBl W

Gestational age at intervention, weeks (mean + SD) 124+1.6

TVC = transvaginalcerclage; LEEP = loop electrosurgical excision procedure; n = number
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Table-2: Outcomes of the study population

Characteristics | Results
NICU = neonatal intensive care unit; GA = gestational age; n = number.* bleeding,
conversionto laparotomy, injury to adjacent structures. ** Owverall pregnancy success is
defined as the number of live births per number of pregnancies.
Intraoperative complications (n)* 0
Estimated blood loss (ml) <20
Operating time, minutes (mean =+ SD) 55+10
Mean hospital stay, days (mean+ SD) 2.6+0.9
Pregnancy outcome (n)
o firsttrimester spontaneous abortion 0
e preterm delivery (< 34 weeks) 1
e (A at delivery, weeks (mean + SD) 37319
Owerall pregnancy success** (> 14 GA, %) 90%
e neonatal death (n) 0
o transferto NICU (n) 0

DiscussiON

Cervical incompetence is a premature
dilatation of the cervix leading to recurrent mid-
trimester pregnancy loss or early premature labour. It
is thought that the condition is caused by a defect in
the strength of the cervical tissue either congenitally
or acquired, resulting in the inability to maintain a
pregnancy [6]. The treatment consists of placing a
purse string suture around the cervix. The
conventional method is placing the sutures vaginally,
but it might not be possible in extremely short,
deformed and scarred cervices or in the absence of a

cervix. Abdominal cerclage has been advocated by
several authors to overcome this problem.Benson and
Durfee first described the transabdominal approach to
cerclage placement in 1965. Placement of cerclage at
the cervicoisthmic junction may be effective in
decreasing the incidence of pregnancy loss in certain
patients with cervical insufficiency in patients with
1.Congenitally short or amputated cervix; 2.Cervical
scarring that would prevent a transvaginal approach
3.Failure of prior vaginal cerclage.4.Cervical fibroid

[71

Fig-9

Benefits of abdominal cerclage [8]

Higher placement relative to the level of the
internal os

Decreased incidence of slippage

Ability to leave the stitch in place between
pregnancies.

Benefits of laparascopiccerclage [9]
reduced blood loss

reduced postoperative pain
fewer adhesions

decreased length of hospital stay
overall faster recovery time
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CONCLUSION

Laparoscopic transabdominalcerclage is a safe

and effective procedure resulting in favourable obstetric
outcomes in women with a poor obstetric history. For

REVIEW OF LITERATURE

optimal success the procedure requires the correct
surgical expertise, equipment and appropriate patient
selection [10].

Table-4
Study Data Patient | Pregna | GAat | Surgical Surgical Number of | GAat | Fetal
collection | s (n) nt at surgery | complication | complication | pregnanci | deliver | surviva
surgery | * s, % s, % (interval | es y | rate,
(n) (pregnancy group) %
group)

CS = cohort study, n = number, * = mean, NA = not available, ** = unclear whether retrospective or prospective, GA =
gestational age.Surgical complications include small bowel injury, bladder injury, blood loss >400ml, uterine
perforation, pelvic infection, fever, conversion to laparotomy.

Luo et prospective | 19 0 NA NA 0 15 36.4 90

al., 2014 | CS

[20]

Riiskjaer | prospective | 52 0 NA NA 0 45 374 88.8

etal., CS

2012

[12]

Whittle, | prospective | 65 31 14 19.3 2.9 67 35.8 89

2009 CS

[22]

Carteret | prospective | 12 6 11 0 0 9 355 80

al.2009 | CS

[16]

Adeset retrospectiv | 64 3 NA 0 16 35 35.8 95.8

al.2014 | eCS

[21]

Burger et | retrospectiv | 66 0 NA NA 45 35 37.2 90

al.2012 | eCS

[13]

Mingion | retrospectiv | 11 0 NA NA 9 12 37.9 83

e,2003 |eCS

[19]

Cho, retrospectiv | 20 20 12 0 0 19 >34 95

2003 e CS

[24]

Nicolet | retrospectiv | 14 0 NA NA 0 6 38 83

al.2009 | eCS

[18]

Liddell CS** 11 0 NA NA 0 10 37 9

and Lo,

2008

[17]
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