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Radiologic Findings of Cervical Mass Type Cervical Pregnancy
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College of Medicine, Yeungnam University, Daegu, Korea

—Abstract—

Background: To examine the ultrasonographic and magnetic resonance (MRI) imaging
findings of a cervical mass type cervical pregnancy.

Materials and Methods: The ultrasonographic and MRI findings of 5 patients pathologically
confirmed as having a cervical pregnancy were analyzed retrospectively. On ultrasonography,
the size and echo pattern of the uterine cervix, the shape and echo pattern of the lesion, the
degree and the pattern of blood flow on the color Doppler study and the spectral Doppler
pattern were analyzed. The shape, signal intensity, and degree and pattern of enhancement of
the lesion were evaluated on MRIL

Results: The uterine cervix was enlarged and the size of the lesion was 6.1 to 7.1 (average,
6.5) cm. The endocervical canal was irregularly dilated and showed heterogeneous echogenicity
in all 5 cases. Four of the 5 lesions were heterogeneously hyper- or mixed echoic and
remaining one was relatively homogeneous echogenic. Doppler ultrasonography revealed an
increased vascularity of the peritrophoblastic flow pattern. In all 4 cases where MRI performed,
the lesion was irregular in shape and the margin was not sharply demarcated. The TZ2-weighed
image showed that the lesions were mixed signal intensity. Three of the 4 lesions contained
high signal intensity nodular portions and a low signal intensity rim was observed along the

margin of the nodular portions. The T1-weighted image revealed multiple signal voids along
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the periphery of the lesions and high signal intensity portions as a result of hemorrhage were
noted. The dynamic enhanced study showed that the high signal intensity portions on the
T2-weighted image were strongly enhanced similar to the vessels on the early phase and the
contrast enhancement gradually decreased with time.

Conclusion: A cervical mass type cervical pregnancy can be correctly diagnosed using the
patient’s clinical symptom, the elevation in the serum pB-HCG level, and characteristic
ultrasonographic and MRI findings.
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Table 1. Clinical data of the patients with cervical pregnancy

Case Age Abortion GA at OP Chief B-HCG  Initial

No (years) GA(weeks) Type  (weeks) complaint (mIU/ml) US Dx Treatment Note
1 33 10 Aa 136 Bleeding 503 AVM  Hysterectomy prior C/S
2 33 9 Aa 20 Bleeding 70459 AVM  Hysterectomy
3 41 41 Sa 41 Bleeding 400 H-mole Hysterectomy prior C/S
4 35 44 Sa 12 Bleeding 39675  H-mole Hysterectomy prior C/S
5 22 205 Delivery 23.2 Discharge 79 AVM HECCBC

GA; gestational age at the time of abortion or delivery(weeks), Aa; artificial abortion, Sa; spontaneous abortion, GA at
OP; gestational age at operation, B-HCG; serum beta-human chorionic gonatotropin, Initial US Dx; initial
ultrasonographic  diagnosis, AVM; uterine arteriovenous malformation, H-mole; hydatidiform mole, HECCBC;
hyeterostomy and evacuation, cervical cerclage, and bimanual compression, C/S: history of prior cesarian section
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Fig. 1. A 33-year-old woman with cervical pregnancy.

A. On longitudinal ultrasonography, the endocervix is dilated and slightly hyperechoic than myometrium.

The uterine cervix is heterogeneous in echogenicity and multiple small cystic foci are seen. The

endometrium and myometrium of the uterine body and fundus are unremarkable.

B. On color-Doppler study, color flows are noted and which are well correlated with the portions of

multiple cystic foci seen on gray-scale ultrasonography.

C. On T2-weighted MR image, the endocervix (arrowheads) is irregularly dilated. The cervical stroma is

heterogeneous in signal intensity and several hyperintense nodules (arrows) surrounded by complete

or incomplete low signal intensity rim are seen.

D. On T1-weighted MR image, tortuous tubular signal voids are seen the cervical stroma.

E-H. On dynamic enhanced MR images, the vessels and the portions seen as high signal intensity on

T2-weighted image are rapidly and strongly enhanced (E: 30 seconds) and a progressive decrease of

the enhancement is noted with time (F: 90 seconds, G: 3 minutes, H: 5 minutes).
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Fig. 2. A 22-year-old woman with cervical pregnancy.

A. On longitudinal ultrasonography, the uterine cervix is markedly enlarged but the endometrium and
myometrium of the uterine body and fundus are unremarkable. The endocervix is dilated and filled
with heterogeneous, slightly hyperechoic lesion. The cervical stroma is heterogeneous in echogenicity
and multiple small cystic foci are noted.

B. On spectral Doppler study, a peritrophoblastic flow pattern of low resistance is noted.

C. On T2-weighted MR image, an air-fluid level is noted in the irregularly dilated endocervix. Irregular
high signal intensity nodular lesions surrounded by low signal intensity rim (arrows) are seen.

D. On Tl-weighted MR image, signal voids are seen in the cervical stroma but remained portions
including cervical stroma and endocervix are iso-signal intensity to myometrium.

E. On delayed post-enhanced MR image (10 minutes), an irregularly dilated endocervical canal is not
enhanced and remained portions including high signal intensity nodular lesions on TZ2-weighted
image are still well enhanced.
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Fig. 3. A 35-year-old woman with cervical pregnancy.
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