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Case Report
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Case Report
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Abstract

Background: Cervical insufficiency occurs in the second trimester. Herein, we report a successful term pregnancy in a woman with
glucose intolerance and a history of cervical insufficiency after two consecutive preterm deliveries in the second trimester.
Case Presentation: We present a 35-year-old woman, G3P2L0, with a history of two preterm deliveries in the second trimester. In
the second pregnancy, vaginal cerclage at the 18th gestational week did not prevent premature delivery. Following two pregnancies
with borderline fasting blood sugar (FBS) results, we decided to further evaluate the gestational diabetes mellitus (GDM) state with
a two-hour postprandial (2 hpp) glucose test and glucose tolerance test (GTT). By impaired 2 hpp and GTT results, an insulin regimen
was started with subsequent vaginal cerclage in the third pregnancy. She delivered a healthy 2,750-g girl at 38 weeks of gestation by
tight blood sugar control.
Conclusions: More attention should be paid to evaluating glucose intolerance in pregnancy, especially in patients with cervical
insufficiency. Blood glucose control in these patients can probably improve pregnancy outcomes.
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1. Introduction

An incompetent cervix is well-recognized as a cause of
mid-trimester miscarriage, recurrent mid-trimester preg-
nancy loss, and preterm labor presenting with bulging
membranes and no uterine contractility (1). Cervical in-
sufficiency is treated surgically by cervical cerclage, which
involves sutures or synthetic tape to reinforce the cervix.
An intravaginal cervical cerclage is more common than a
transabdominal or laparoscopic cervical cerclage. Cervical
cerclage can also be performed through the abdomen, al-
though this is less common (2). Also, according to a recent
meta-analysis, cervical insufficiency can be treated by both
laparoscopic and trans-abdominal cerclage with positive
effects on preserving pregnancy (3).

If cervical insufficiency has resulted in preterm birth
or mid-trimester loss despite the placement of a cervical
cerclage, the appropriate treatment is uncertain. Accord-
ing to a systematic review, transabdominal cerclage is sug-
gested as it may be associated with fewer perinatal deaths
and complications. However, it may also be associated
with a higher risk of severe complications during surgery

than transvaginal cerclage (4). The risk of preterm birth is
increased with diabetes or glucose intolerance (5).

A cervical insufficiency accounts for 14.3 - 65% of
preterm births, which is a leading cause of pregnancy loss
(6). It will be possible to prolong the pregnancy as long
as possible if cervical insufficiency is adequately managed.
This would ultimately result in fewer treatment and reha-
bilitation costs for preterm children (7). Therefore, cervi-
cal insufficiency will probably be handled by controlling
blood glucose.

Screening for gestational diabetes is suggested by the
WHO between 24 and 28 weeks of gestation (8). But cervi-
cal insufficiency generally occurs mid-trimester (4) before
diabetes screening. This case report emphasizes the impor-
tance of assessing glucose levels in early pregnancy in pa-
tients with a history of cervical insufficiency.

2. Case Presentation

A 35-year-old woman, G3P2L0, was visited in the obstet-
rics clinic at Yas Hospital, Tehran, Iran, at 10 weeks of gesta-
tion with a history of two second-trimester preterm deliv-
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eries. Two previous preterm deliveries occurred with typi-
cal cervical insufficiency presentation (cervix opened and
membranes prolapsing most classically associated with
painless) (9). The first pregnancy led to the 23rd week of
delivery without any medical history. The second preg-
nancy also ended at 23 weeks and six days of pregnancy de-
spite having a vaginal cerclage at the 14th week and proges-
terone and aspirin administration.

At the first obstetric visit of the third pregnancy, a phys-
ical examination revealed a healthy-looking, stable patient
with normal findings on general examination. The ab-
domen was soft with no tenderness and a palpable mass.
The vaginal examination showed normal. Her body mass
index (BMI) was 23 kg/m2. A urine culture and sensitivity
test were performed, besides a vaginal culture for bacterial
vaginosis. She had no vaginitis or cervicitis.

In her first two pregnancies, FBS was 96 mg/dL (normal
fasting glycemic in healthy pregnancies is 69 - 75 mg/dL or
3.83 - 4.16 mmol/L) (10). The first prenatal visit of the first
trimester also showed a value of 91 mg/dL, with no further
evaluation later. In the third pregnancy, the initial assess-
ment of FBS was reported as 95 mg/dL. Afterward, a two-
hour postprandial (2 hpp) test showed 128 mg/dL, and the
75-g glucose tolerance test (GTT) showed abnormal (FBS: 97
mb/dL, one hour after 100 g glucose: 180 mg/dL and two
hours after 75-g glucose: 165 mg/dL). In the previous preg-
nancy, 2 hpp and GTT were not measured after a normal re-
peated FBS test. By diagnosing GDM, insulin was adminis-
tered eight units per day and was gradually increased to 80
units per day. Additionally, aspirin was given due to her age
and the history of preterm birth. She was also given vagi-
nal progesterone for its key function in avoiding preterm
birth.

In the third pregnancy, fetal nuchal translucency at the
12th week was 1.2 mm, and the cervical length was 35 mm.
Due to a history of spontaneous preterm labor and cervi-
cal insufficiency, we performed cerclage the 13th week after
the normal result of cell-free DNA with XX karyotype.

Physical activity reduction, such as prolonged stand-
ing and frequent, repetitive lifting, was recommended for
the patient. To monitor the pregnancy’s health, Nonstress
Test (NST) and Biophysical Profile (BPP) were taken twice a
week from the 34th week due to her GDM.

The pregnancy lasted until 38 weeks and four days. Due
to the maternal request, a cesarean section was performed.
A healthy 2,750-g girl was born. Blood sugar reached the
normal range after delivery.

3. Discussion

We showed that early GDM diagnosis and insulin man-
agement could enhance a woman’s pregnancy outcome

with previous preterm labor and cervical insufficiency.
When there is cervical insufficiency, gestational diabetes
should be assessed further, and insulin should be admin-
istered early if gestational diabetes is suspected. By care-
fully controlling blood glucose levels, patients with cer-
vical insufficiency can reduce the number of premature
births and avoid abdominal cerclage. The combination of
vaginal cerclage and glucose control can also result in a
positive outcome in patients with glucose intolerance dis-
orders.

Cervical insufficiency was strongly predicted in
women with a history of diabetes, and high prevalence
rates were recorded in diabetic women (11).

In women with gestational diabetes, Premature Rup-
ture of Membranes (PROM) and preterm labor is one of the
most common complications during pregnancy, which is
the leading cause of perinatal mortality and morbidity (12).
Furthermore, a study found that premature birth is the
main morbidity risk factor associated with maternal dia-
betes metabolic control (13). It is also widely recognized
that a history of preterm birth increases the risk of preterm
birth (14). We attained a successful in-term delivery despite
a previous preterm delivery and glucose intolerance due to
managing glucose levels.

3.1. Conclusions

There should be a greater emphasis on glucose intol-
erance testing in women with cervical insufficiency. Con-
trol of blood glucose with routine cervical cerclage may im-
prove pregnancy outcomes for these patients, thereby re-
ducing the need for abdominal cerclage.
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