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BACKGROUND  

During normal pregnancy the neck of the womb (cervix) 

stays tightly closed, allowing the pregnancy to reach full 

term. Towardstheend ofpregnancy, thecervixstarts 

toshortenand progressively to becomes moresofter 

andfavourable, thesechanges are physiological 

preparations for normal labour and delivery. Sometimes, 

the cervix starts to shorten and dilates too early, causing 

either late miscarriage or preterm birth. In theabsence of 

uterine contractions, the cause of this pathological 

condition is considered to be cervical insufficiency 

(sometimes also called incompetence).
[1]

 

 

The condition has been described as early as the 

seventeenth century. It has been suggested that cervical 

insufficiency complicates about 1% of an obstetric 

population and 8% of arecurrent miscarriage population 

who have suffered mid-trimester pregnancy losses. There 

is, however, no consistent definition of cervical 

insufficiency which hampers any attempt to establish the 

true incidence.
[2]

 

 

Prematurity is the single largest factor in neonatal 

mortality, and is responsible for half of all neonatal 

deaths, Mortality rises from about 2% for infants born at 

32 weeks to more than 90% for those born at 23 weeks.
[3]

 

Moreover, handicap or disability arises in about 60% of 

survivors after birth at 26 weeks and 30% in those born 

at 31 weeks.
[4]

 Furthermore, preterm birth is associated 

with a huge cost to the health service because of both the 

need for intensive neonatal care, often for several weeks, 

and the continuing support necessary after discharge 

from hospital.
[5]

 

 

To solve cervical insufficiency, surgical cerclage of the 

cervix has been traditionally used for more than 50 years. 

Cervical cerclage is anefficient method to mechanically 

prevent the cervix from further dilation. It is also the 

cornerstone of the treatment of women with an 

obstetrical history of premature birth and a shortened 

cervix on ultrasound with a history of cervical 

insufficiency.
[6,7]

 

 

A cervical cerclage is a surgical procedure that involves 

occlusion of the cervix by means of a cervical suture or 

stitch which is performed under general or spinal 

anaesthesia proposed by Shirodkar in 1955 and by 

McDonald in 1957.
[8]

 However, it is still the most 

controversial surgical intervention since it is put into use 

despite the lack of a targeted population on which the 

evidence of a benefit has been well constructed. Varieties 

of technical aspects of cervical cerclage have been 
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Bakground: During normal pregnancy the neck of the womb (cervix) stays tightly closed, allowing the pregnancy 

to reach full term. Cervical cerclage is an efficient method to mechanically prevent the cervix from further dilation. 
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group 30-39 years. Mean gravida of pregnant women was (4 2); 10% of them had 1-2 gravida, and 49.2% of them 

had grvida 5 and more, main indication for cervical cerclage was cervical incompetence and recurrent 2
nd

 trimester 

pregnancy losses (28.5%), followed by cervical incompetence and preterm labour (21.8%), cervical incompetence 

(15.1%), etc. Cervical incompetence is depending mainly on history and US indicated (40.0%). Cervical cerclage 

was done in first time for 54.2% of pregnant women and was done previously for 45.8% of pregnant women. 

Conclusion: The main indication for cervical cerclage are history and U/S indicated present in 40.0% of cases. 
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investigated for their efficacy in prolonging gestation. 

The opportunities to cervical cerclage are divided into 

three classifications: prophylactic, therapeutic, and 

emergency cerclage.
[7]

 

 

PATIENTS AND METHODS  

Ethical consideration: The study was approvedby the 

ethical committee of the Ministry of health scientific 

council and Tikrit Medical College. The purpose and 

procedures explain to all participants and were give the 

right to participate or not, verbal consent was taken with 

reassurance that interpret gained will be kept 

confidentially and not to be used for other research 

object. 

 

Study design and setting: A cross sectional study 

conducted in department of Obstetrics and Gynecology 

in Salah El-Din teaching hospital at the period from the 

first of March 2018 to the end of August 2018. 

 

Study subjects 

The Study included (120) married women in different 

ages, with mean age of (31±6) years attending Salah Al-

Din Teaching hospital obstetrical ward and 

gynecological and obstetrical out patients clinicwho are 

willing to participate in this study and available at the 

time of data collection selected convenience sampling 

method. 

 

Inclusion criteria: The study included 120 married 

women in their reproductive age with mean age of 

(31 6 years) and their parity between 1-6. 

 

Exclusion criteria: Pregnant women who did not do 

cervical Cerclage did not included in this study. 

 

Data collections:- Data was collected from subjects via 

modifiable questionnaire form put it and modified by 

assistance of supervisor senior. Questionnaire Iasked the 

women about their information (socio-demographic, 

obstetricalhistory indication for cerclage, pregnancy 

outcome, maternal complications, neonatal outcome and 

complications, medical and surgical history, and drug 

history) and their phone number and ask about timing of 

cerclage(gestational age), done by who by direct 

interview between researcher and women after that 

clinical examination done first I take apermission from 

the women to do the vaginal examination after explain 

nature and the cause of the examination. 

 

Then women laydown in lithotomy position, by use good 

light and vaginal speculum to visually inspect the cervix 

for previous scarring, deformity and length to ascertain 

the feasibility of placing atransvaginalcerclage and send 

to informed ultrasound to confirm viability of fetus and 

gestation and cervical length. And to ruleout major 

congenital anomalies and the results recorded.  

 

Statistical Analysis:- Data presented by simple tables, 

the analysed to test significance by using manual 

statistical analytic methods. 

 

RESULTS  

A total of 120 pregnant women were included in this 

study with mean age of 31±6 years; 3.3% of them were 

less than 20 years age and 58.3% of them were in age 

group 30-39 years. All these findings were shown in 

table 1. 

 

Table 1: The age distribution among study sample.  

Age 

mean± SD (31±6 years) 
Number % 

<20 years 4 3.3 
20- 38 31.7 
30- 70 58.3 

≥40 years 8 6.7 
Total 120 100.0 

Mean gravida of pregnant women was (4 2); 10% of 

them had 1-2 gravida, and 49.2% of them had grvida 5 

and more, these findings were shown in table 2. 

 

Table 2: The relation of Gravidity and Frequency of 

cervical cerclage.  

Gravidity Number % 
1-2 12 10.0 
2-4 49 40.8 
≥5 59 49.2 

Total 120 100.0 
 

The main indication for cervical cerclage was cervical 

incompetence and recurrent 2
nd

 trimester pregnancy 

losses (28.5%), followed by cervical incompetence and 

preterm labour (21.8%), cervical incompetence (15.1%), 

etc. Cervical incompetence is depending mainly 

onhistory and US indicated (40.0%). Cervical cerclage 

was done in first time for 54.2% of pregnant women and 

was done previously for 45.8% of pregnant women. All 

these findings were shown in table 3.  
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Table 3: Criteria of Cervical Cerclage among Study Sample.  

Variable Number % 

Indications for cerclage 

Cervical insufficiency 18 15.1 

Recurrent 2
nd

 trimester pregnancy losses 16 13.4 

Preterm labour 8 6.7 

Cervical incompetence and recurrent 2
nd

 trimester pregnancy losses 34 28.5 

Cervical incompetence and preterm labour 26 21.8 

Recurrent 2
nd

 trimester pregnancy losses and preterm labour 24 20.1 

Total 126 105.6 

Cervical incompetence is depending on 

History 28 23.3 

US indicated 30 25.0 

Rescue 14 11.7 

History and US indicated 48 40.0 

Total 110 100.0 

Cervical cerclage use 

1
st
 use 65 54.2 

Previous use 55 45.8 

Total 120 100.0 

 

DISCUSSION  

Present study showed that miscarriage was the outcome 

for two women (1.7%) after cerclage and preterm labour 

was the outcome of 17.4% of pregnant women after 

cerclage (0.8% early and 16.6% late). These findings are 

better than results of Ikimalo et al
[9]

 study in Nigeria 

which found that pregnancy outcomes after cerclage 

were miscarriage (9.4%) and preterm labour (21.8%). 

Our study findings are also better than results of Lakshmi 

et al
[10] 

study in India which revealed that 10.7% of 

pregnancies ended in miscarriage and about 50% of 

pregnancies ended in preterm labour.  

 

These discrepancies in outcomes are attributed to 

differences Gynecologists skills and sutures applied for 

cervical cerclage in addition to differences in indications 

for cerclage between different studies. Abid Al-Kareem 

study in Iraq
[11] 

found that cervical cerclage had no role 

in management of triplet pregnancy. Despite these 

findings, Liu et al
[12]

 retrospective study in China 

reported that both prophylactic and therapeutic cervical 

cerclage had great advantages in preventing miscarriage, 

preterm labour and prorogated the pregnancy duration. 

This high rate of cesarean section in present study might 

be due gynecological and obstetrical risk factors other 

than cerclage causes. In this study, cervical 

incompetence and recurrent 2
nd

 trimester pregnancy 

losses were the main indications for cervical cerclage. 

These results are similar to reports of Brown et al
[8] 

study 

in Canada which stated that cervical insufficiency and 

mid-trimester pregnancy loses are the main reasons for 

cervical cerclage. The history and US indicated cervical 

cerclage represented the common basis that cervical 

cerclage depended on for induction of procedure, while 

rescue cerclage represented only 11.7% of cases. 

DeFranco et al
[13]

 stated that rescue cervical cerclage has 

lower incidence rate as it is accompanied with higher 

complication rates in comparison to elective (history and 

US indicated) cerclage. 
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