CASE REPORT

Ginecologist Obstetrician, Assistant
Physician Departament of Gynecology
and Obstetrics, Hospital Regional
Docente de Truijillo, Peru
Centro de Reproduccion Asistida
FERTILITA - Genéticay Reproduccién In
Vitro, Trujillo, Peru

. Specialist in Biology of Human
Reproduction, Centro's Medical Director
https://orcid.org/0000-0001-6336-
1493

. https://orcid.org/0000-0003-0993-
0522

Both medical authors contributed to the
conception, structure, writing and approval of
the final version of the case report

Financing: By the authors’ own resources

Conflict of interest: None to declare with the
present article

Received: 1 January 2021
Accepted: 15 February 2021

Online publication:

Corresponding author:

Juan Carlos Rojas Ruiz

9 Calle Las Esmeraldas 229, Urbanizacion
Santa Inés, Truiillo.

B 949067591

< drjcrojasruiz@hotmail.com

Cite as: Rojas Ruiz JC, Chacha Vargas DA.
Hysteroscopic resection of cervical ectopic
pregnancy following in vitro fertilization. Rev
Peru Ginecol Obstet. 2021;67(2). DOI: https://doi.
0rg/10.31403/rpgov67i2324

Hysteroscopic resection of cervical
ectopic pregnancy following in vitro
fertilization

Reseccion histeroscopica de embarazo
ectopico cervical posterior a fecundacion
in vitro

Juan Carlos Rojas Ruiz'??, David Andrés Chacha Vargas'2®

DOI: https://doi.org/10.31403/rpgov67i2324

ABSTRACT

Cervical ectopic pregnancy is a low frequency pathology, which presents a high risk
of hemorrhage and loss of fertility due to the need for hysterectomy. We present a
case of cervical ectopic pregnancy after in vitro fertilization successfully treated with
hysteroscopic resection.
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RESUMEN

El embarazo ectépico cervical es una patologia de baja frecuencia, que presenta
alto riesgo de hemorragia y pérdida de la fertilidad debido a la necesidad de
histerectomia. Presentamos un caso de embarazo ectépico cervical después de
fecundacién in vitro tratada con éxito con reseccion histeroscopica.

Palabras clave. Embarazo ectépico, Histeroscopia, Fertilizacién in vitro.

INTRODUCTION

The blastocyst, after transit through the fallopian tubes, normally
implants in the endometrial lining of the uterine cavity. Implantation
elsewhere is considered ectopic and accounts for 0.5 to 1.5% of all first
trimester pregnancies. This small proportion represents 3% of all preg-
nancy-related deaths. About 95% of ectopic pregnancies implant in the
various segments of the fallopian tube. The ampulla (70%) is the most
frequent site, followed by isthmic (12%), fimbrial (11%) and interstitial
(2%) pregnancies. The remaining 5 percent of ectopic pregnancies are
implanted in the ovary, the peritoneal cavity, the scar of a previous ce-
sarean section and the cervix®?.

Cervical ectopic pregnancy (CEP) accounts for less than 1% of all preg-
nancies, with an estimated incidence of one in 2,500 to one in 18,000
pregnancies. The blastocyst implants in the endocervical canal®.

The CEP is associated with massive hemorrhage, and the most common
treatment is hysterectomy. However, measurement of 3-subunit cho-
rionic gonadotropin (B-hCG) and improved ultrasound resolution have
induced the development of multiple conservative treatments that limit
morbidity and mortality and preserve fertility. Given the rarity of the
disease, the most effective form of treatment continues to be investi-
gated®.

We report a case of CEP after in vitro fertilization (IVF) successfully treat-
ed by hysteroscopic resection.
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CASE REPORT

A 34-year-old female patient G 2 P 0020 was
seen for follow-up 14 days after an in vitro fertil-
ization procedure with her own egg and delayed
embryo transfer on day 5. She was asymptom-
atic and had an (3-hCG result of 409.4 mlU/mL.
Physical examination was normal. One week
later, transvaginal ultrasound showed a 16 mm
gestational sac at the cervical isthmic level con-
taining an embryo with a craniocaudal length
of 4.9 mm (6 weeks 2 days) and cardiac activity
present (Figure 1).

The patient had a history of polycystic ovarian
syndrome, a 5-year history of infertility and hys-
teroscopic polypectomy for endometrial polyps.

Two weeks later, she was still asymptomatic
and had B-hCG of 10,267 mIU/mL. Ultrasound
showed thickened endometrial echo, decidual-
ized, barrel-shaped cervix, distended endocervi-
cal canal due to the presence of a 27 mm gesta-

FiGURE 1. A: INTRACERVICAL GESTATIONAL SAC SHOWS A 6-WEEK EMBRYO
WITH CARDIAC ACTIVITY PRESENT. B: EMBRYO CEPHALO-CAUDAL LENGTH 4.9
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tional sac and embryo with CSF of 16.3 mm and
cardiac activity (Figure 2).

Due to genetic desire, treatment was attempted
with methotrexate at a single dose of 1 mg/kg
body weight, intramuscularly. Four days later,
the B-hCG control was 13,251 mIU/mL and the
ultrasound showed a viable fetus with cardiac
activity present. Due to the findings, it was de-
cided to perform hysteroscopic resection of the
cervical ectopic pregnancy in order to preserve
the uterus.

On evaluation under regional anesthesia, the
cervix was found to be soft, enlarged and the
external cervical os partially open, with scant
bleeding. Diagnostic hysteroscopy was initially
performed to determine the exact location of
the gestational sac. It was entered through the
endocervical canal, finding the gestational sac
with implantation site on the right lateral side
of the lower half of the canal. Then, without the
need for cervical dilatation, a 26 Fr bipolar re-
sectoscope was inserted, using 0.9% sodium
chloride as distension medium. For the excision
of the gestational sac, the loop type cutting elec-
trode (40 watts) was used until the extraction
of the entire gestational product was achieved
(Figure 3). Hemostasis was performed using the
barrel and ball electrodes (60 watts). Upon dig-
ital evaluation of the implantation site, a large
cavity was found, so an intracervical tamponade
consisting of the balloon of an 18 French Foley
catheter inflated with 25 mL of sodium chloride
was placed (Figure 4).

Blood loss during the operation was estimated
at 80 mL. Surgical time was 20 minutes. The re-
sected tissue was sent to pathology. The patient
was discharged from the hospital 48 hours after
surgery; there was no need for blood transfu-
sion. The catheter was removed after three days

FIGURE 2. VIABLE 8-WEEK EMBRYO IN THE CERVICAL CANAL.
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Ficure 3. A. EMBRYO EXTRACTED BY RESECTOSCOPE. B: PRODUCTS OF
PREGNANCY: EMBRYO AND CHORIONIC VILLI.

and, on ultrasound, the endocervical canal was
found to be dilated and the wall of the endocer-

vical canal appeared heterogeneous. The B-hCG
control was 97 mIU/mL at 7 days after surgery
and at two weeks the value was less than 5 mIU/
mL.

DiscussioN

ECP is produced by the implantation of the blas-
tocyst in the endocervical canal. Its etiology is
unknown. Previous cervical or uterine surgery,
such as history of curettage or cesarean section,

F1GURE 4. INTRACERVICAL TAMPONADE USING A FOLEY CATHETER.

play an associated role. Another theory involves
rapid transport of the blastocyst to the endocer-
vical canal before there is a receptive endome-
trium. Other predisposing factors are endome-
tritis, leiomyomatosis, intrauterine devices and
in-vitro fertilization®.

Until a few years ago, the diagnosis was made
when evacuation of a suspected miscarriage was
performed. Curettage often resulted in uncon-
trollable bleeding requiring hysterectomy.

Treatment options for CEP include five catego-
ries: tamponade, reduction of blood supply,
removal of trophoblastic tissue, intraamniotic
injection of feticidal fluid, and systemic chemo-
therapy. The choice of treatment depends on
the gestational age, the clinical picture, and the
desire to maintain fertility®. However; there are
no evidence-based recommendations.

Some authors®4 suggest that systemic metho-
trexate can be indicated in clinically stable pa-
tients if the gestational age by ultrasound is less
than or equal to 8 weeks and cardiac activity is
not visualized. If gestational age is 9 weeks or
more, with presence of cardiac activity, intraam-
niotic addition of potassium chloride is required.
CEP greater than 12 weeks justifies hysterecto-
my. In contrast, in patients with hemorrhage,
treatment options are Foley catheter balloon
tamponade, large vessel ligation, or angiograph-
ic embolization. Hysterectomy is recommended
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for massive incoercible bleeding and hemody-
namic instability®.

Reports of the use of systemic chemotherapy
with methotrexate are controversial. Frequent-
ly more than one method is used to terminate
CEP. Troncoso et al.® described two cases of
CEP; both cases corresponded to gestations of
less than seven weeks. They were initially treat-
ed with systemic methotrexate, but due to the
presence of heavy bleeding, cervical curettage
and McDonald type cerclage were performed.

In the present case, due to the desire for fertility,
it was initially decided to apply systemic metho-
trexate. However, when no favorable response
was found, it was decided to surgically remove
the trophoblastic tissue by hysteroscopic resec-
tion combined with cervical tamponade using
the Foley catheter balloon.

Hysteroscopic evaluation of CEP was described
in 1922 by Roussis et al.”. They used hysteros-
copy to visualize CEP following failure of sys-
temic treatment with methotrexate. Hysteros-
copy confirmed minimal vascularization in the
endocervical canal, so they performed tissue
aspiration. Ash and Farrell® published the first
successful case of hysteroscopic resection of a
7-week cervical gestation with cardiac activity.
Sardo et al.®) reported a successfully treated
cervical-isthmic pregnancy with bipolar resec-
toscopy after failure of systemic and local meth-
otrexate administration. As in our case, surgical
time was short, recovery was rapid and blood
transfusion was not required. Igbokwe et al.f®
reported the case of a 6-week cervical gestation
in @ hemodynamically stable nullipara who un-
derwent hysteroscopic resection combined with
cervical curettage under ultrasound guidance
and systemic injection of methotrexate. Kim et
al.™ published 10 cases of CEP successfully treat-
ed by hysteroscopic resection after irrigation of
the uterine cavity with a 3.5% hydrogen perox-
ide (H202). Jozwiak et al.1? also had success with
hysteroscopic resection of a cervical heterotopic
pregnancy achieved by intracytoplasmic sperm
injection. The intrauterine pregnancy continued
and they obtained a term newborn.

There are several successful studies when hys-

teroscopic resection of CEP is used as the sole
treatment. Alanis et al."® report a case of CEP
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treated successfully by ablation with bipolar sur-
gical hysteroscope. The most extensive study
found in the literature is by Tanos et al.!¥, who
conclude that surgical hysteroscopy can be used
as sole treatment in CEP less than 8 weeks old.

Another work where hysteroscopic resection of
CEP was chosen as the only treatment is the one
described by Salazar and Vargas®, who publish
7 cases of CEP submitted to hysteroscopic resec-
tion using bipolar energy; bleeding fluctuated
between 30 to 380 mL; the authors were able to
conserve the uterus, and 4 of the patients even
managed to become pregnant spontaneously or
with assisted reproduction techniques. Recent-
ly, the two-step technique of the hysteroscopic
approach to the CEP was described, in which ini-
tially they entered with a 5 mm diagnostic hys-
teroscope and then with a 10 mm resectoscope,
managing to remove the CEP safely and with
minimal bleeding®.

There is a lack of scientific evidence on the con-
servative treatment of CEP; there is only isolated
information. This leads to a lack of standardiza-
tion in treatment protocols.

Mortality rates in the case of CEP have ostensi-
bly decreased. However, the different conserva-
tive therapeutic options, especially chemothera-
py, are not always satisfactory and often result
in mutilating surgeries with the consequent loss
of fertility.

Nowadays, thanks to technological advances
in the area of gynecological endoscopy, effec-
tive, safe and reproducible surgery can be per-
formed, optimizing hospital resources and with
minimal complications. The hysteroscope allows
direct visualization and complete resection of
the CEP, obtaining adequate hemostasis and
rapid resolution, thus avoiding longer hospital
stay and prolonged follow-up®'4,

Based on the literature review on cervical preg-
nancy, hysteroscopic resection is oriented as the
treatment of choice, due to its efficacy, safety,
and, above all, for preserving future conception.
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