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Abstract  

Background: Cervical incompetence is a major cause of second 

trimester miscarriage. Recurrent pregnancy loss in the second trimester is 

associated with significant distress. However, there should be a justifiable 

indication before a cerclage is inserted. There is no documentation of the 

indication of cervical cerclage and pregnancy outcome in Yenagoa, south-

south Nigeria. Objectives: This paper focuses on documenting the indication 

and obstetric outcome following cervical cerclage insertion at the Federal 

Medical Center Yenagoa, Bayelsa State. Methodology: A 5 year retrospective 

study was carried out in women who had cervical cerclage for cervical 

incompetence in the Federal Medical Centre, Yenagoa. The study was 

conducted from the 1st of January 2014 to 31st of December 2018. All the case 

files of patients who had cervical cerclage were retrieved and reviewed. 

Results: A total of 41 patients had cervical cerclage. The commonest 

indication for cervical cerclage insertion was history indicated cerclage 

59.4%. This was followed by ultrasound indicated cerclage 28.1% and rescue 

cerclage accounting for 12.5%. All patients employed McDonald’s method of 

cervical cerclage. The position of the knot was in 12 0’ clock position in 53.1% 

of the patients and in the 6 0’clock position for 46.9% of the patients.  The 

success rate following insertion of cerclage was 79.3%. The mode of 

deliveries was vaginal in 90.6% of the patients and 9.4% had caesarean 

section. Conclusion: There may be concern about the diagnosis of cervical 

incompetence. However, findings from this study clearly showed that the 

application of cervical cerclage is associated with good obstetric outcome. 
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Introduction  

Cervical incompetence is the inability of the cervix to retain the 

pregnancy until term because of a structural or functional defect. It is an 

important cause of recurrent mid trimester pregnancy loss and preterm 

delivery (Sandhu et al., 2008). The causes of cervical incompetence may be 

congenital or acquired (Sandhu et al., 2008; Kwawukume et al., 2015). 

Congenital causes could be from uterine anomalies like biconuate uterus, 

uterine didelphy, septate uterus, low cervical collagen content, and in-utero 

exposure to diethylstilbestrol (Sandhu et al., 2008; Kwawukume et al., 2015). 

The acquired causes are traumatic and they are regarded as the commonest 

cause of cervical incompetence in our societies (Kwawukume et al., 2015). 

This is as a result of excessive and forceful dilatation of the cervix for 

termination of pregnancy, unlike in developed societies where it may be 

largely due to trauma to the cervix following cervical amputation and deep 

cone biopsy (Kwawukume et al., 2015; Edwards, 2007). 

The indication for insertion of cervical cerclage may be sub-divided 

into; history, ultrasound, and rescue (Royal College of Obstetricians and 

Gynaecologists Green top guidelines, 2005). In the case of history indicated 

cerclage insertion, the patient had an obstetric or gynaecological history that 

is keeping with the need to insert a cerclage (RCOG Green top guidelines, 

2005). It is recommended for women with three or more preterm or second 

trimester pregnancy loss (RCOG Green top guidelines, 2005). Other school of 

thoughts recommended insertion of history indicated cerclage following one 

previous midtrimester pregnancy loss (American College of Obstetrics and 

Gynaecology, 2014). Ultrasound has actually become a veritable tool in the 

diagnosis and follow-up of patients with cervical incompetence (Ikimalo et al., 

2012). This is done for women who have not undergo history indicated 

cerclage but are on follow-up with serial sonographic surveillance (RCOG 

Green top guidelines, 2005). Studies have shown that unnecessary history 

indicated cerclage procedures can be avoided in more than 50% of patients 

when follow up with serial sonographic surveillance is done (Brown et al., 

2011; Berghella et al., 2011).Ultrasound indicated cerclage is inserted when 

there is evidence of cervical shortening on ultrasound or a cervical length of 

less than 2.5cm in the second trimester (Arisoy & Yayla, 2012). Some patients 

may benefit from rescue cerclage when they present clinical evidence of 

membranes bulging into the vaginal (RCOG Green top guidelines, 2005). 

The definitive management of cervical incompetence involves strengthening 

of the cervix with suture materials as enunciated by Shirodkar in 1955 and 

modified by McDonald in 1965 (Kwawukume et al., 2015; Edwards, 2007; 
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RCOG green top guidelines, 2005; ACOG, 2014). Both methods have similar 

outcome; however, the McDonald is simpler (Alabi-Isama et al., 2012). 

The use of cervical cerclage has significantly improved pregnancy outcome in 

the Federal Medical Center Yenagoa. There is no documentation of the 

indication and pregnancy outcome following the application of cervical 

cerclage in the institution. This study documented the indications of cervical 

cerclage and pregnancy outcome following the application of cervical 

cerclage. 

 

Methodology  

This study was a retrospective study that was conducted from the 1st 

of January 2014 to 31st of December 2018 in the Federal Medical Centre 

Yenagoa. A total of 41 women had cervical cerclage for cervical incompetence 

during the period the study was conducted. Their case files were retrieved from 

the records Department of the Hospital and were analyzed. 

The following information was obtained from each patient’s case file: the 

patient’s socio-demographic data, the gestational age at which cerclage was 

inserted, and the indication for cerclage insertion. Other information obtained 

included: the method of cerclage inserted, the position of the knot, whether the 

patient had post-operative antibiotics or tocolytics. Complications following 

the procedure include the duration of hospital stay, the gestational age at which 

the knot was removed, and the mode of delivery. 

 

Results 

A total of 41 women had cervical cerclage inserted for cervical 

incompetence during the 5 year period the review was conducted, and only 32 

of the case files had required information for the study properly documented. 

A total of 16106 pregnancies were managed at the antenatal clinic from the 1st 

of January 2014 to 31st of December 2018. Therefore, the cerclage rate was 

0.25%. The age range of the patients was 29-42 years. A total of 19 patients 

(59.4%) had history indicated cerclage and 9 of the patients (28.1%) had 

ultrasound indicated cerclage. Rescue cerclage was inserted in 4 of the patients 

(12.5%). All the patients employed McDonald’s method of cerclage insertion. 

The position of the knot was in 6 o’clock in 15 of the women (46.9%) and 17 

of the women (53.1%) had the knot in 12 o’clock position. Post-operative 

antibiotics were administered in 30 of the patients (93.8), while 2 of the 

patients (6.2%) had no post-operative antibiotics administered. A total of 28 

of the patients (87.5%) received post-operative tocolytics and 4 of the patients 

(12.5%) did not receive post-operative tocolytics. The range of hospital stay 

following cerclage insertion was between 2 to 18 days. Three (3) of the 

patients had complications following cerclage insertion. Most of the patients 

had their cerclage removed at 37 weeks of gestation. The mode of deliveries 
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was vaginal in 29 of the women (90.6%) and 3 of the women (9.4%) had 

caesarean section as their mode of delivery. 
Table 1.  Age of patients 

Age (yrs)  Number Percentage (%) 

20-24 

25-29 

30-34 

35-39 

40-45 

1 

9 

15 

5 

2 

3.1 

28.1 

46.9 

15.6 

6.3 

 
Table 2. Indication for cerclage insertion 

Indication Number Percentage (%) 

History 

Ultrasound 

Rescue 

19 

9 

4 

59.4 

28.1 

12.5 

 

Table 3. Gestational age at cerclage insertion 

Gestational age (weeks) Number Percentage (%) 

<14 

14-16 

>16 

5 

17 

10 

15.6 

53.1 

31.3 

 

Table 4. Method of cerclage 

Method Number Percentage (%) 

McDonald 

Shirodkar 

32 

0 

100 

0 

 

Table 5. Position of knot 

Position Number Percentage (%) 

6 0’ clock 

12 0’clock 

15 

17 

46.9 

53.1 

 

Table 6. Mode of delivery 

Mode Number Percentage (%) 

Vaginal 
Caesarean section 

29 
3 

90.6 
9.4 

 

Discussion  

Cervical cerclage insertion is a well known procedure that is associated 

with significant improvement in fetal outcome. There should be a clear 

indication before cerclage is inserted. Therefore, this will ensure that only 

patients with incompetent cervix benefit from the procedure, and this reduces 

the rate of unnecessary cerclage insertion. Cerclage may be inserted based on 

various indications which may include: history, ultrasound, and rescue 

cerclage (RCOG green top guidelines, 2005). 

This study showed that most women had history indicated cerclage 

(19) 59.4%. This was followed by ultrasound indicated cerclage (9) 28.1% and 
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rescue cerclage (4) 12.5%. In a similar study in Abuja North Central Nigeria, 

(75) 78.1% of the women had history indicated cerclage, (21) 21.9% had 

rescue cerclage, while none had ultrasound indicated cerclage (Adewole et al., 

2018). In other studies in Irua, Edo State South-South Nigeria and Nairobi 

Kenya, most of the patients had history indicated cerclage (Okusanya & Isabu, 

2015; Kaura et al., 2013). The high number of patients that had history 

indicated cerclage in these studies may be due to the fact that ultrasound scan 

was used for few patients in the studies. It has been shown that sonographic 

surveillance may reduce unnecessary history indicated cerclage by 50% 

(Brown et al., 2011; Berghella et al., 2011). 

The major finding in our study was the success rate of 79.3% following 

cervical cerclage. Most studies have similar success rate (Ikimalo et al., 2012; 

Adewole et al., 2018; Okusanya & Isabu, 2015). This is a major pointer to the 

effectiveness of cervical cerclage in preventing midtrimester pregnancy loss 

and preterm labour. The indication of cerclage insertion also determines the 

success rate of cervical cerclage (Khan et al., 2012; Liddiard et al., 2011). 

Studies have shown that success rate is lowest following rescue cerclage 

insertion (Khan et al., 2012; Liddiard et al., 2011). However, in a study 

conducted in Israel, success rate was similar in respective of the indication for 

cerclage insertion (Gluck et al., 2017). 

The study showed that (17) 53.1% of the women had cerclage inserted 

between 14-16 weeks of gestation. This may be due to the fact that most of the 

women had history indicated cerclage which is generally inserted between 14-

16 weeks of gestational age, so that natural selection of non-viable pregnancy 

can take place (Umashe, 2013). The findings in this study aim to keep up with 

what was obtained in other studies (Adewole et al., 2018; Wafi et al., 2018). 

The study also showed that (5) 15.6% had cerclage inserted at less than 14 

weeks and (10) 31.3 % had cerclage inserted at greater than 16 weeks.  

McDonald method of cerclage insertion was employed for all the patients in 

this study. This was the commonest method of cervical cerclage in most 

studies (Ikimalo et al., 2012; Adewole et al., 2018; Okusanya & Isabu, 2018). 

However, in another study in Aba, South East Nigeria, 65% of the women 

employed Shirodkar method and 35% employed McDonald method (Feyi-

Waboso & Umezurike, 2005). The fetal salvage rate in the study justified the 

fact that both methods have similar outcome (Ikimalo et al., 2012; Alabi-Isabu, 

2015). However, McDonald method is simpler and does not require 

anaesthesia for removal. 

The position of the knot was at the 12 o’clock position in (17) 53.1% 

of the patients and in the 6 o’clock position in (15) 46.9% of the patients. 

Studies have showed similar pregnancy outcome irrespective of the position 

of the knot (Ikimalo et al., 2012; Atia et al., 2018). 
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In conclusion, this study has certain limitation and issues that may attract 

criticism. First, there has not been an agreed protocol on the diagnosis of 

cervical incompetence. Second, the number of patients in the study was small. 

Third, ten (10) of the case files did not contain adequate information for the 

study. Based on the above limitations notwithstanding, the study clearly 

highlights that pregnancies were actually saved following the insertion of 

cervical cerclage. Hence, we recommend the use of cervical cerclage in 

improving the fetal salvage rate and reducing the recurrent midtrimester 

pregnancy loss. 
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