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1 | INTRODUCTION

Cervical cerclage is a commonly performed intervention

Abstract

Cervical cerclage is an intervention which when given to the right women can prevent
preterm birth and second-trimester fetal losses. A history-indicated cerclage should
be offered to women who have had three or more preterm deliveries and/or mid-
trimester losses. An ultrasound-indicated cerclage should be offered to women with a
cervical length <25 mm if they have had one or more spontaneous preterm birth and/
or mid-trimester loss. In high-risk women who have not had a previous mid-trimester
loss or preterm birth, an ultrasound-indicated cerclage does not have a clear benefit
in women with a short cervix. However, for twins, the advantage seems more likely at
shorter cervical lengths (<15 mm). In women who present with exposed membranes
prolapsing through the cervical os, a rescue cerclage can be considered on an individ-
ual case basis, taking into account the high risk of infective morbidity to mother and
baby. An abdominal cerclage can be offered in women who have had a failed cerclage
(delivery before 28 weeks after a history or ultrasound-indicated [but not rescue]
cerclage). If preterm birth has not occurred, removal is considered at 36-37 weeks in

women anticipating a vaginal delivery.
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1.1 | Type of cerclage

Cerclages can be categorized by the indication for insertion:

in the care of women at risk of preterm birth and second-

trimester fetal loss. A suture is placed in the cervix to prevent 1. History-indicated, performed in asymptomatic women with risk
preterm dilatation. There remains uncertainty surrounding factors in the obstetric or gynecologic history that increase
the population of women who are most likely to benefit and the risk of preterm birth.

the optimal surgical techniques to be used. Several random- 2. Ultrasound-indicated, performed on asymptomatic women with
ized controlled trials (RCTs) and meta-analyses have been cervical shortening.

undertaken to help provide an evidence-based approach to 3. Rescue cerclage, where the cervix is already open and the fetal

management. membranes exposed.
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Vaginal cerclage insertion, either ultrasound- or history-
indicated, is not associated with an increased risk of preterm prela-

bor rupture of membranes, chorioamnionitis, or cesarean section.r®

2 | ASYMPTOMATIC WOMEN WITH A
PREVIOUS HISTORY OF PRETERM BIRTH

History-indicated cerclages have been shown to be beneficial in spe-
cific populations. A pre-specified subgroup analysis of an interna-
tional multicenter trial encompassing 1292 women indicated benefit
from a cerclage, inserted prophylactically during the first trimes-
ter, in women who had undergone three or more previous preterm
births and/or second-trimester losses. The preterm birth rate before
33 weeks of gestation was halved in women who had undergone cer-
clage (15% vs 32%). This effect was not observed in women with two
or fewer previous preterm deliveries. Where women had had one
previous preterm birth, the rate of preterm birth before 33 weeks
was 14% versus 17% in the expectant group. Where women had un-
dergone two previous preterm deliveries, the rate of preterm birth
was 12% in the cerclage group versus 14% in the expectant group.1

Recommendation: A history-indicated cerclage should be offered
in women who have had three or more preterm deliveries and/or mid-

trimester losses.

3 | ASYMPTOMATIC WOMEN WITH A
SHORT CERVIX

Where high-risk women undergo ultrasound surveillance of cervical
length and cervical shortening <25 mm is identified, a cerclage has
been found to be beneficial when inserted at gestations less than
24 weeks. A meta-analysis including data from four RCTs indicated
that an ultrasound-indicated cerclage for a cervical length <25 mm in
women who had had one or more spontaneous mid-trimester losses
or preterm births reduced the incidence of birth before 35 weeks
(RR 0.57; 95% CI 0.33-0.99 in women who had a previous second-
trimester loss, and RR 0.61; 95% Cl 0.4-0.92 in women with a previ-
ous preterm birth before 36 weeks of gestation).2

Recommendation: An ultrasound-indicated cerclage should be of-
fered to women with a cervical length <25 mm if they have had one or

more spontaneous preterm birth and/or mid-trimester loss.

4 | ASYMPTOMATIC WOMEN WITH
OTHER RISK FACTORS OR MULLERIAN
ABNORMALITIES

The role of history- or ultrasound-indicated cerclage is less evident in
other high-risk groups such as women with Miillerian abnormalities
or cervical surgery, as there have been only preliminary studies to
inform practice.* A meta-analysis of 27 retrospective cohort studies
showed an increased risk of preterm birth <37 weeks of gestation

when cold knife conization was compared with no treatment (14% vs
5%; RR 2.59; 95% Cl 1.8-3.72) and LLETZ versus no treatment (11%
vs 7%; RR 1.24; 95% CI 1.14-1.35.° In women with a short cervix and
history of cervical surgery, management should be individualized,
but some clinicians consider cerclage with a cervical length <25 mm.
There is a lack of randomized controlled trials to support the use
of either ultrasound- or history-indicated cerclage in women with
multiple pregnancies® without additional risk factors. If cerclage is
considered in a twin pregnancy, observational evidence suggests
that benefit is more likely with a shorter cervix (<15 mm).” If a cervix
is incidentally noted as short in a low-risk population, no benefit ap-
pears to be conferred from an ultrasound-indicated cerclage.“'8

Recommendation: In high-risk women who have not had a previous
mid-trimester loss or preterm birth, an ultrasound-indicated cerclage
does not have a clear benefit in women with a short cervix but can be
considered on an individual case basis. For twins, the advantage seems
more likely at shorter cervical lengths (<15 mm).

5 | WOMEN WITH CERVICAL
SHORTENING AND DILATATION THAT
HAVE ALREADY RESULTED IN FETAL
MEMBRANE EXPOSURE

Where cervical shortening and dilatation have already resulted in fetal
membrane exposure, the insertion of a rescue cerclage can be consid-
ered before 24 weeks of gestation, where it may delay birth compared
with expectant management/bed rest alone. Overt infection (intra-
amniotic infection and/or inflammation) or active labor are contraindi-
cations to insertion. Infection and inflammation can first be explored
under particular circumstances with amniocentesis, but a non-invasive
test is warranted and needs to be developed.” ! A systematic review,
including one RCT and prospective and retrospective cohort stud-
ies, has indicated insertion of a rescue cerclage is associated with in-
creased neonatal survival and prolongation of pregnancy. Birth at all
gestations after 24 weeks was reduced.'? Further prospective RCTs
are required to evaluate the risks and benefits of rescue cerclage.

Recommendation: In women who present with exposed membranes
prolapsing through the cervical os, a rescue cerclage can be considered
on an individual case basis, taking into account the high risk of infective
morbidity to mother and baby.

6 | ASYMPTOMATIC WOMEN WITH
PREVIOUS UNSUCCESSFUL CERCLAGE

In high-risk women who have previously undergone an unsuccessful
cerclage, a transabdominal cerclage can be inserted in situations with
adequate operative resources. The suture is inserted via the abdomen,
more proximally. Its use is supported by evidence from a multicenter
RCT of transabdominal cerclage versus a vaginally placed high or low
cervical cerclage that rates of preterm birth <32 weeks of gestation
and fetal losses were lower (8% vs 33%; RR 0.33; 95% Cl 0.07-0.76)
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in women who received transabdominal cerclage.!® There were also
fewer fetal losses (3% vs 21%; RR 0.12; 95% Cl 0.016-0.93). In this
trial preterm birth rates <32 weeks were similar in women receiving
high or low vaginal cerclage (38% vs 33%). This can be placed either at
laparotomy or laparoscopy.** Pre-conceptual insertion should be con-
sidered when possible due to reduced anesthetic risks and the tech-
nical advantages of operating on a non-pregnant uterus. There is no
evidence that pre-conceptual placement has a detrimental effect on
fertility or the management of early miscarriage. A link to a video of the
procedure is given in Suff et al.'®

Recommendation: In women who have had a failed cerclage (delivery
before 28 weeks after a history- or ultrasound-indicated [but not rescue]

cerclage), an abdominal cerclage can be offered.

7 | OTHER ISSUES REGARDING
CERCLAGE

71 | Surgical technique

The choice of cerclage material and specific technique of insertion should
be at the discretion of the surgeon. There is currently insufficient evi-
dence to support any particular technique. However, randomized com-
parisons of vaginal cerclage (Shirodkar versus McDonald) have shown
similar outcomes.>'® However, they should be placed as high as practi-
cally possible.r” Abdominal cerclage can be performed preconceptually

or laparoscopically, although there is no evidence to support a specific

technique or timing. Infertility is not affected by abdominal cerclage.

7.2 | Perioperative considerations

Regional or general anesthesia is required for cerclage insertion (in-
cluding abdominal cerclage). There is no evidence that a specific an-
esthetic has any advantage. Routine catheterization is not required
and depends on the anesthetic and surgeons’ discretion. Vaginal cer-
clage can usually be removed without additional anesthesia unless
buried or high. Vaginal cerclage can be performed as a day case, but
inpatient management may be required if sepsis is suspected follow-
ing rescue cerclage. A retrospective survey of 226 women compared
inpatient vs. outpatient management; there was no benefit in inpa-
tient procedures with 48 h of admission.'®

7.3 | Cerclage removal

If preterm birth has not occurred, removal is considered at 36-
37 weeks in women anticipating a vaginal delivery. With preterm
rupture of membranes, there is no evidence that the suture will im-
prove outcomes, so removal is at the discretion of the clinician and
patient taking into account the potential balance of prolonging the

gestation with the potential risk of chorioamnionitis.

7.4 | Adjuvant/alternative therapy

Several different therapies have been advocated before or at
the time of cerclage. These include tocolysis (usually indometha-
cin), antibiotics, and amnioreduction. All these interventions lack
high-quality prospective evidence of benefit and can be con-
sidered on an individual case basis. Multiple studies have com-
pared different agents (progesterone, pessaries, and cerclage) to
prevent preterm birth. Several randomized controlled trials are
in progress comparing the three treatments.’”?° There is also
currently no evidence to support the use of these interventions
simultaneously.?!
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