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Emergency cerclage -Controversy

↙ ↘

1)Therapeutic benefits                1)Associated risk of fetal   

of significant prolongation         inflammatory brain injury

of pregnancy                                                                       

2)Increased chance  of                2) Risk of extending 

Viable pregnancy                      pregnancy from pre-

viability to severe  prematurity                                          
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Emergency cerclage
 Emergency cerclage in the second trimester is a 

recognized treatment for a dilated cervix.

 Despite its overall poor prognosis, a successful 
outcome is not IMPOSSIBLE.

 However, emergency cervical cerclage is likely to 
increase the risk of infection, due to increased 
exposure of the fetal membranes to vaginal bacteria, 
and therefore its effectiveness and safety remain 
controversial 
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Rescue cerclage, Emergency 
cerclage,Heroic cerclage

 Insertion of cerclage as a salvage measure in the 

case of premature cervical dilatation with exposed 

fetal membranes . 

 This may be discovered by ultrasound examination 

of the cervix or as a result of a speculum/physical 

examination performed for symptoms such as 

vaginal discharge, bleeding or ‘sensation of 

pressure’.
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Rescue  cerclage
When should a rescue cerclage be considered?

 The decision to place a rescue suture should be 

individualised, taking into account the gestation at 

presentation, as even with rescue cerclage the risks 

of severe preterm delivery and neonatal mortality 

and morbidity remain high. 

 A senior obstetrician should be involved in making 

the decision.
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 Insertion of a rescue cerclage may delay delivery by 

a further 5 weeks on average compared with 

expectant management/bed rest alone. 

 It may also be associated with a two-fold reduction in 

the chance of delivery before 34 weeks of gestation.

Rescue  cerclage - advantages
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 With good neonatal ICU back up most of the 

pregnancies can be salvaged with minimal morbidity 

to the neonates.

 So it is  recommended that salvage cervical cerclage

should be considered in patients with advanced 

cervical dilatation and bulging membranes in the 

second trimester. 
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Gestation at which cerclage inserted 

& magnitude of prolongation of 

pregnancy
 No clear evidence available.

 But consideration should be given to the fact that, 

rescue cerclage done before 20 weeks highly likely 

to deliver  before 28 weeks.

 Decision to place cerclage beyond 24 weeks should 

be individualised. & take into account local G A of 

viablity.

 Given the potential of iatrogenic risk ROM & PTL  

rescue cerclage is rarely  justified beyond this 

gestation.
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Should amniocentesis be performed 

before rescue cerclage to detect 

infection?
 Not recommended.

 In selected cases yes-when there is a suspicion, as 

infection has poor prognosis(D)

 Amniocentesis  does not appear to increase the risk 

of PT delivery before 28 weeks (D)
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Pre operative evaluation

Prior to a decision of performing an emergency 

cerclage,a period of observation is usually allowed to

evaluate contractions, bleeding and signs of 

infection,all of which are associated with a poor 

outcome.
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Difficulties in Emergency cerclage
 Bulging membranes into the cervix,

 Inadequate placement of the cerclage in a 

superficial portion of the cervix, and

 The risk of iatrogenic rupture of the membranes 

during the operative procedure.

 Poses challenges such as uterine contraction, 

laceration of the cervix, or even hysterorrhexis after 

cerclage.
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Problem: bulging fetal membranes
1. Reposition of the membranes during the procedure 

is an extremely important step in a cerclage
procedure

2. Pushing bulging fetal membranes back into the 
uterine cavity during cerclage with a sponge swab 
or Foley catheter .

3. Overfilling the urinary bladder to reduce prolapsed 
fetal membranes without direct mechanical contact 
is often not sufficient as a single method.

4. Other less utilized techniques include inflatable 
devices, such as a metreurynter or a rubber 
balloon.
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Indomethacin
 100mg rectally

 Esp if polyhydramnios.

 To reduce fetal urine production – reduce AF volume

 The administration of a course of indomethacin prior to 
cerclage placement might reduce protruding membranes. 
through its effect on reducing fetal urine production 
(thereby reducing intrauterine pressure) and through its 
tocolytic value.
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Use of a uniconcave balloon in emergency cerclage

Pushing bulging fetal membranes back into the uterine cavity effectively 

without rupture of fetal membranes during emergency cerclage is a 

concern to obstetricians.

This  new uniconcave balloon device for repositioning fetal membranes 

into the uterus during emergency cerclage. Found to be useful with least 
complications.(Hallym University Medical Center )
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Post op. recommendations
 Weekly or biweekly follow-up visits are probably 

sufficient in the absence of clinical symptoms. 

 Cervical assessment may be by clinical examination 

or by ultrasound. 

 Bedrest and “pelvic rest” (no coitus, tampons, or 

douching) are usually recommended until a 

favorable gestational age is reached.

 In the absence of obstetric complications, the 

cerclage is usually removed electively in the office at 

around 37 weeks’ gestation.
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