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A B S T R A C T

Cervical ectopic pregnancy is an extremely rare condition with catastrophic sequelae if timely,
appropriate management is not performed. While established risk factors include previous cervical
surgery, multiple cesarean sections, aggressive curettage, and IVF procedures, our patient had no
such predisposing factors – presenting only demographic characteristics of nulliparity and young age.
Nulliparity and young age are the most challenging points for fertility conservation, and multimodal
conservative management is a highly successful option for appropriately selected patients.
A 22-year-old nulliparous patient presented to our tertiary university hospital for a viable 8-week
cervical ectopic pregnancy after failure of treatment with two doses of methotrexate. At 6-month
follow-up, 𝛽-hCG normalized to <2 mIU/mL, regular menstruation resumed, and transvaginal ultra-
sound showed complete cervical healing with preserved anatomy. Confirmation of the diagnosis was
achieved, and our team selected a multimodal conservative management approach. During admission,
severe bleeding was recognized early on, and the patient was successfully handled with satisfactory
fertility preservation outcomes.
Fertility preservation is the most challenging point when dealing with cervical ectopic pregnancy,
especially in young nulliparous women. However, the best way to manage cervical ectopic pregnancy
has not yet been confirmed, and multimodal conservative management can be an effective method.

1. Introduction
Cervical ectopic pregnancy is an extremely rare subtype of ec-
topic pregnancy, accounting for approximately 1% of all ectopic
pregnancies, and occurs in approximately one in 1000 pregnan-
cies [1, 2]. Various risk factors have been identified, including
previous endometrial or cervical surgeries, aggressive dilatation
and curettage, intrauterine device use, and ≥ 2 cesarean sections.
Prior ectopic pregnancy, chromosomal abnormalities, and in vitro
fertilization are also considered risk factors. Despite these known
risk factors, cases involving nulliparous women without any pre-
disposing factors have been reported [3, 4, 5, 6, 7].
Early diagnosis of cervical ectopia is mandatory due to the risk of
catastrophic vaginal bleeding, which may necessitate hysterectomy
[1]. Transvaginal ultrasound, often supplemented with 3D imaging,
is the gold standard for distinguishing cervical abortion from
cervical ectopic abortion. Key distinguishing features include an
empty endometrium, the presence of the gestational sac within the
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cervical canal, a closed internal os, a partially opened external os,
peritrophoblastic blood flow visualized by colour Doppler, and a
negative sliding test of the gestational sac against the cervical canal,
which is positively observed in cases of cervical abortion [8, 1, 9].
Many treatment modalities exist, but none have been proven to
be superior to the others. These modalities include intramuscular
methotrexate injection, either as a single dose or in a multidose reg-
imen. Additionally, options such as ultrasound-guided injection of
potassium chloride alone or in combination with local methotrexate
into the conceptus, followed by dilatation and evacuation, with
or without dilute vasopressin cervical infiltration, and either ul-
trasound or hysteroscopic-guided evacuation, followed by Foley
catheter placement or cerclage acting as a tamponade, are available.
Laparoscopic resection and uterine artery embolization followed
by evacuation are also viable options [9, 2]. Methotrexate injection
alone can be ineffective in patients whose beta-hCG concentration
exceeds 10,000 IU/L and/or whose gestational age is greater than
9 weeks. Multimodal conservative management, which involves
more than one line of treatment, is a relatively new area with sat-
isfactory results, especially in young, stable, nulliparous patients,
where preservation of fertility is a primary concern [10, 8, 11].
In this case report, we present a unique case of cervical ectopic
pregnancy in a 22-year-old nulliparous female, highlighting the
challenges in diagnosis and management, as well as the utilization
of multimodal conservative treatment approaches to preserve fer-
tility and achieve favorable outcomes.
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Figure 1: Transvaginal ultrasound with color Doppler demonstrating an intracervical gestational sac (white arrow) containing a pulsating fetal pole (yellow
arrow) consistent with 8 weeks of gestation. Peritrophoblastic vascularity (green arrow) is clearly visible on color Doppler imaging, confirming a viable
cervical ectopic pregnancy. The gestational sac is located below the level of the internal cervical os, distinguishing this condition from intrauterine pregnancy.
Note the characteristic cervical enlargement and the absence of normal uterine cavity implantation.

Figure 2: Transvaginal ultrasound systematically excluding tubal ectopic pregnancy, showing (A) normal right adnexa (red arrow) and left adnexa (yellow
arrow) with no evidence of extraovarian masses or tubal distension, and (B) empty uterine cavity with normal endometrial stripe thickness, confirming absence
of intrauterine pregnancy. The systematic evaluation of both adnexal regions is crucial for differential diagnosis, as tubal ectopic pregnancy represents the
most common form of extrauterine pregnancy.

2. Case presentation
A 22-year-old nulliparous female patient at 8 weeks of gestation
presented to our outpatient clinic at El Shatby Maternity Hospital (a
tertiary referral center in Alexandria, Egypt) on February 6, 2024.
She was referred by her private doctor to our hospital after the
diagnosis of cervical ectopic pregnancy and received two doses of
intramuscular methotrexate 2 days a day. 𝛽hCG levels of 43,000,
61,000, and 57,000 mIU/mL on January 25, January 28, and Febru-
ary 4, 2024, respectively. The initial 42% rise (43,000→61,000

mIU/mL) indicated methotrexate resistance, while the subsequent
7% decline (61,000→57,000 mIU/mL) showed minimal treatment
response, necessitating alternative management. Ultrasound imag-
ing was performed at our specialized ultrasound unit, confirming
the diagnosis of a viable ectopic pregnancy at 8 weeks of gestation.
The scan revealed a gestational sac with a pulsating fetal pole
surrounded by peritrophoblastic vascularity, an empty uterus, a
closed internal os, and a free adnexa (Figures 1–3). The patient
was admitted to the ward, where she underwent thorough general
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Figure 3: Three-dimensional ultrasound multiplanar reconstruction of cervical ectopic pregnancy demonstrating coronal sections (A, C) and longitudinal
section (B) of the cervical pregnancy, providing comprehensive spatial orientation of the gestational sac within cervical tissue. Panel (D) shows a 3D surface
rendering of the coronal section, clearly delineating the relationship between the gestational sac and cervical anatomy. The multiplanar approach confirms
the gestational sac location below the internal os level and enhances diagnostic confidence.

Figure 4: Intraoperative setup for ultrasound-guided intrafetal injection of potassium chloride and methotrexate as part of multimodal conservative
management. The image shows the prepared medications and sterile surgical instruments required for the precise procedure. This conservative approach
aims to achieve fetal demise while preserving maternal fertility in appropriately selected cases, requiring expertise in ultrasound-guided interventions.

and local examinations, which revealed only minimal painless
vaginal bleeding. Vital signs on admission were stable: blood
pressure 120/75 mmHg, heart rate 82 bpm, temperature 36.8◦C.
The complete blood count showed a hemoglobin level of 12.1 g/dL
and a hematocrit of 36.2%. A comprehensive pelvic ultrasound
excluded other ectopic sites. No comorbidities were identified.
The laboratory results were unremarkable. Following consultation
with ultrasound specialists, the diagnosis was confirmed, and a
consensus was reached to pursue multimodal conservative man-
agement due to the patient’s young age, nulliparity, and stable
general condition. The decision was discussed with the patient, and
informed consent was obtained.

2.1. Clinical Timeline and Management Rationale
The patient’s clinical course followed a structured approach with
clear decision points:
2.1.1. Day 1 (February 6, 2024)
Patient admitted with stable hemodynamics (BP 120/75 mmHg,
HR 82 bpm), 𝛽-hCG 57,000 mIU/mL. Initial assessment confirmed
a viable cervical ectopic pregnancy with no signs of active bleed-
ing.

2.1.2. Day 2 (February 7, 2024):
Comprehensive patient counseling regarding treatment options
was conducted. A multidisciplinary team discussion involving
maternal-fetal medicine, ultrasound specialists, and gynecologic
surgery resulted in consensus for multimodal conservative man-
agement given the patient’s age, nulliparity, and stable condition.
2.1.3. Day 3 (February 8, 2024)
Local potassium chloride and methotrexate intrafetal injection was
performed in the operating room(Figure 4) due to viable pregnancy
and high 𝛽-hCG levels (>50,000 mIU/mL) that preclude systemic
therapy success. The procedure was completed successfully with
no intraoperative bleeding.
2.1.4. Day 5 (February 10, 2024)
The patient developed acute vaginal bleeding with approximately
400 mL of blood loss. Laboratory results showed hemoglobin
dropped from 12.1 g/dL to 9.8 g/dL, requiring immediate crystal-
loid and colloid resuscitation to maintain hemodynamic stability.
2.1.5. Day 5 (evening)
Emergency dilatation and evacuation with cervical cerclage place-
ment was performed for hemostasis. The bleeding was successfully
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Figure 5: Post-evacuation transvaginal ultrasound assessment demonstrating (A) measurement of intracervical hematoma with anteroposterior and
longitudinal diameters (yellow arrow showing measurement calipers), (B) transverse diameter measurement of the organized hematoma (red arrow), and (C)
color Doppler evaluation showing echogenic appearance of residual cervical circulation (blue arrow). The presence of an organized hematoma is expected
following dilatation and evacuation, with serial monitoring ensuring gradual resolution and successful hemostasis.

controlled, and the patient’s condition stabilized without requiring
a blood transfusion.
Following the procedure, the patient was transferred to the ward
and remained under observation for two days. Follow-up ultrasound
revealed the presence of an intracervical hematoma measuring
approximately 3 cm × 3 cm, with a color Doppler score of 1
(Figure 5). It was decided to continue conservative management.
Under antibiotic coverage, the hematoma gradually resolved, and
the patient was discharged home one week later, with follow-
up scheduled via phone calls and serial 𝛽-hCG monitoring. At
6-month follow-up, menstruation resumed with regular 28-day
cycles, 𝛽-hCG normalized to <2 mIU/mL, and transvaginal ultra-
sound demonstrated complete cervical healing with normal cervi-
cal length (3.2 cm) and competent internal os, indicating preserved
reproductive anatomy.

3. Discussion
Ectopic cervical pregnancy (CP) results from the implantation of
a fertilized ovum in the endocervical canal below the level of the
internal os, with a reported incidence of less than 0.01% of all
pregnancies [12]. Risk factors include cervical and uterine abnor-
malities, prior procedures such as curettages or cesarean sections,
smoking, tubal infertility, or IVF treatments [13]. Asymptomatic
patients often seek medical attention due to significant painless
vaginal bleeding. Despite advancements in diagnostic modalities
and reductions in current maternal mortality rates, CP remains a
life-threatening condition [14]. The defined criteria for diagnosing
cervical pregnancy: uterine bleeding without cramping pain fol-
lowing a period of amenorrhea, disproportionately enlarged soft
cervix equal to or larger than the fundus (hourglass appearance),
products of conception entirely within and firmly attached to the
endocervical canal, a closed internal os, and a partially opened

external os [15]. According to Ushakov et al., transvaginal ultra-
sound (TVS) has 87.5% diagnostic accuracy, with MRI serving as
a viable alternative in some instances [16]. Differential diagnosis
may confuse cervical pregnancy with spontaneous abortion if preg-
nancy tissue is detected within the cervical canal [1]. In our patient,
ultrasonography confirmed all diagnostic criteria, obviating the
need for further tests. In contrast, spontaneous abortion typically
involves an open internal os, absence of elongation or enlargement
of the cervix, bleeding accompanied by pain, and the presence of
blood or remnants inside the endometrial cavity [17].
Treatment approaches for cervical pregnancy vary. Methotrex-
ate may suffice for patients with mild symptoms, while curet-
tage is often preferred for those experiencing vaginal bleeding.
In life-threatening situations, a hysterectomy becomes necessary
[18]. Patients should be educated about the risks of future ec-
topic pregnancy and spontaneous abortion due to potential cer-
vical insufficiency. The conservative management of cervical ec-
topic pregnancy encompasses various treatment modalities, none
of which have been proven to be superior to the others. Options
include intramuscular methotrexate injection, ultrasound-guided
injection of potassium chloride alone or in combination with lo-
cal methotrexate, and dilatation and evacuation with or without
dilute vasopressin cervical infiltration. Additionally, hysteroscopic-
guided evacuation, Foley catheter placement, cerclage, laparo-
scopic resection, and uterine artery embolization are available
options depending on the clinical scenario [9, 2]. In our case,
repeated local methotrexate injections were not considered optimal
due to the high 𝛽-hCG level (57,000 mIU/mL), which correlates
with treatment failure rates>80% for single-agent therapy. Multiple
injections would increase the risk of cervical necrosis and delay
definitive treatment. Uterine artery embolization, while effective,
was not readily available at our institution and would incur sig-
nificantly higher costs with the need for specialized interventional
radiology expertise [13].
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Foley catheter placement and cerclage are only viable after dilata-
tion and evacuation. In our case, the patient underwent a mul-
timodal conservative approach, including local potassium chlo-
ride and methotrexate intrafetal injection followed by dilatation
and evacuation. Despite initial successful management with the
injection, the patient experienced severe vaginal bleeding after
two days, necessitating further intervention with dilatation and
evacuation, and cerclage placement for hemostasis [19]. When
acute bleeding occurred, immediate source control was prioritized.
D&E was selected over conservative management due to the ur-
gent need for trophoblastic tissue removal, as retained products
would perpetuate haemorrhage. The addition of cervical cerclage
provided an immediate tamponade effect while preserving uterine
anatomy. Hysterectomy would have eliminated fertility potential,
and continued expectant management posed unacceptable risks of
life-threatening haemorrhage in this young nulliparous patient [4].
Fortunately, the bleeding was controlled, and the patient’s con-
dition stabilized without the need for hysterectomy. Multimodal
conservative management is increasingly recognized as a viable
approach for select patients with cervical ectopic pregnancy, par-
ticularly young, stable nulliparous women who desire to preserve
fertility. However, it is essential to recognize the limitations of con-
servative management, especially in patients with high beta-hCG
levels or advanced gestational age, for whom surgical intervention
may be necessary to prevent life-threatening complications [20].

4. Conclusion
Fertility preservation is the most challenging point when dealing
with cervical ectopic pregnancy, especially in young nulliparous
women. However, the best way to manage cervical ectopic preg-
nancy has not yet been confirmed, and multimodal conservative
management can be an effective method. Close follow-up is manda-
tory, as catastrophic sequelae can occur if timely management of
complications is not appropriate.

Conflicts of Interest
The authors declare that they have no competing interests that could
have influenced the objectivity or outcome of this article.

Funding Source
The authors declare that no specific grant or funding was received
for this research from any public, commercial, or not-for-profit
funding agency.

Acknowledgments
None

Informed consent
The patient provided verbal informed consent to publish this case
report and its accompanying images. A standardized verbal consent
documentation form was completed, witnessed, and retained in
accordance with institutional protocols. All patient identifiers have
been removed to protect privacy.

Large Language Model
None

Authors Contribution
BFE contributed to data collection, literature review, following the
patient management plan, drafting the discussion section, critical
revision, and manuscript review. AM was responsible for drafting
the manuscript and improving writing quality. HHE supervised
the surgical procedure, provided follow-up care, and revised the
initial and follow-up ultrasound scans. HAB conducted the initial
diagnostic ultrasound scan. MHG handled manuscript preparation,
literature search, submission, and final manuscript revision.

Data Availability
The data supporting the findings of this case report are included
within the article. Additional de-identified information may be
made available upon reasonable request from the corresponding
author.

References
1. Samal SK, Rathod S. Cervical ectopic pregnancy. J Nat Sci Biol

Med. 2015;6(1):257-60. [PMID: 25810679, PMCID: PMC4367055,
https://doi.org/10.4103/0976-9668.149221].

2. Vela G, Tulandi T. Cervical pregnancy: the importance of early
diagnosis and treatment. J Minim Invasive Gynecol. 2007;14(4):481-4.
[PMID: 17630167, https://doi.org/10.1016/j.jmig.2006.11.012].

3. Fouda A, Enayat A, Ahmed WE. Conservative management
of a viable cervical ectopic pregnancy with systemic and multi-
ple local methotrexate injections. A case report. Eur J Contra-
cept Reprod Health Care. 2022;27(3):265-8. [PMID: 35129019,
https://doi.org/10.1080/13625187.2022.2026325].

4. Ghoubara ASM, Elsheikh JSA, Abdulwahab HR, Taha AAA. Intra-
amniotic and systemic administration of methotrexate with concomi-
tant surgical evacuation of 11 + 5 weeks cervical ectopic pregnancy: a
case report. BMC Pregnancy Childbirth. 2023;23(1):486. [PMID:
37393228, PMCID: PMC10314596, https://doi.org/10.1186/s12884-
023-05794-0].

5. Hoyos LR, Tamakuwala S, Rambhatla A, Brar H, Vilchez G,
Allsworth J, et al. Risk factors for cervical ectopic pregnancy. J
Gynecol Obstet Hum Reprod. 2019:101665. [PMID: 31811970,
https://doi.org/10.1016/j.jogoh.2019.101665].

6. Javedani Masroor M, Zarei A, Sheibani H. Conservative Management
of Cervical Pregnancy with the Administration of Methotrexate and
Potassium Chloride: A Case Report. Case Rep Obstet Gynecol.
2022;2022:1352868. [PMID: 36386423, PMCID: PMC9663243,
https://doi.org/10.1155/2022/1352868].

7. Rodríguez MC, de los Bueis Fernández J, Goikoetxea E, Celada IAM,
Laínz L, Exposito A, et al. Risk factors for cervical ectopic pregnancy:
Systematic review of the literature and comparision with a control
group of women at labor. Progresos de obstetricia y ginecología:
revista oficial de la Sociedad Española de Ginecología y Obstetricia.
2020;63(2):60-7.

8. Kirk E, Condous G, Haider Z, Syed A, Ojha K, Bourne T. The
conservative management of cervical ectopic pregnancies. Ul-
trasound Obstet Gynecol. 2006;27(4):430-7. [PMID: 16514619,
https://doi.org/10.1002/uog.2693].

9. Sharma A, Ojha R, Mondal S, Chattopadhyay S, Sengupta P. Cer-
vical intramural pregnancy: Report of a rare case. Niger Med
J. 2013;54(4):271-3. [PMID: 24249957, PMCID: PMC3821232,
https://doi.org/10.4103/0300-1652.119670].

10. Aiob A, Yousef H, Abu Shqara R, Mustafa Mikhail S, Odeh M,
Lowenstein L. Risk factors and prediction of ectopic pregnancy rupture
following methotrexate treatment: A retrospective cohort study. Eur
J Obstet Gynecol Reprod Biol. 2023;285:181-5. [PMID: 37146508,
https://doi.org/10.1016/j.ejogrb.2023.04.030].

11. Tang L, Nie S, Ling L, Zhu Q. Predictors of treatment failure of
tubal pregnancy with single-dose methotrexate regimen - a systematic
review and meta-analysis. J Obstet Gynaecol. 2025;45(1):2447997.
[PMID: 39773144, https://doi.org/10.1080/01443615.2024.2447997].

https://doi.org/DOI:10.71079/ASIDE.CR.101025156
https://asidejournals.com/index.php/case-reports/index


DOI:10.71079/ASIDE.CR.101025156 ASIDE Case Reports 25
12. Faschingbauer F, Mueller A, Voigt F, Beckmann MW,

Goecke TW. Treatment of heterotopic cervical pregnancies.
Fertil Steril. 2011;95(5):1787 e9-13. [PMID: 21122844,
https://doi.org/10.1016/j.fertnstert.2010.10.043].

13. Sanchez-Ferrer ML, Machado-Linde F, Pertegal-Ruiz M, Garcia-
Sanchez F, Perez-Carrion A, Capel-Aleman A, et al. Fertility preser-
vation in heterotopic cervical pregnancy: what is the best proce-
dure? Fetal Diagn Ther. 2011;30(3):229-33. [PMID: 21821998,
https://doi.org/10.1159/000329307].

14. Mashiach S, Admon D, Oelsner G, Paz B, Achiron R, Zalel Y. Cervical
Shirodkar cerclage may be the treatment modality of choice for cervical
pregnancy. Hum Reprod. 2002;17(2):493-6. [PMID: 11821302,
https://doi.org/10.1093/humrep/17.2.493].

15. Singh S. Diagnosis and management of cervical ectopic pregnancy.
J Hum Reprod Sci. 2013;6(4):273-6. [PMID: 24672169, PMCID:
PMC3963313, https://doi.org/10.4103/0974-1208.126312].

16. Jung SE, Byun JY, Lee JM, Choi BG, Hahn ST. Characteristic
MR findings of cervical pregnancy. Journal of Magnetic Resonance
Imaging. 2001;13(6):918-22. [https://doi.org/10.1002/jmri.1131].

17. Mullany K, Minneci M, Monjazeb R, O CC. Overview of ectopic
pregnancy diagnosis, management, and innovation. Womens Health
(Lond). 2023;19:17455057231160349. [PMID: 36999281, PMCID:
PMC10071153, https://doi.org/10.1177/17455057231160349].

18. Ding W, Zhang X, Qu P. An Efficient Conservative Treatment Op-
tion for Cervical Pregnancy: Transcatheter Intra-Arterial Methotrexate
Infusion Combined with Uterine Artery Embolization Followed by
Curettage. Med Sci Monit. 2019;25:1558-65. [PMID: 30814484,
PMCID: PMC6404629, https://doi.org/10.12659/MSM.913262].

19. Fowler ML, Wang D, Chia V, Handal-Orefice R, Latortue-Albino P,
Mulekar S, et al. Management of Cervical Ectopic Pregnancies:
A Scoping Review. Obstet Gynecol. 2021;138(1):33-41. [PMID:
34259461, https://doi.org/10.1097/AOG.0000000000004423].

20. Annan JJK, Ansah-Asamoah S, Agyei BA, Quarshie EL, Ankobea F,
Vanderpuye S, et al. Successful conservative management of a large
12-week-old cervical ectopic pregnancy in a nulliparous woman: a case
report. Pan Afr Med J. 2023;45:107. [PMID: 37719059, PMCID:
PMC10504439, https://doi.org/10.11604/pamj.2023.45.107.35701].

https://doi.org/DOI:10.71079/ASIDE.CR.101025156
https://asidejournals.com/index.php/case-reports/index

	Introduction
	Case presentation
	Clinical Timeline and Management Rationale
	Day 1 (February 6, 2024)
	Day 2 (February 7, 2024):
	Day 3 (February 8, 2024)
	Day 5 (February 10, 2024)
	Day 5 (evening)


	Discussion
	Conclusion

