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The recent Society for Maternal-Fetal Medicine Consult Series #65 provides a comprehensive review of
transabdominal cerclage. The current article condenses the Consult recommendations regarding pa-
tient selection, counseling, and management into 2 simple one-page checklists, one for the primary
obstetrical provider and the other for the maternal-fetal medicine consultant or cerclage provider.
Moreover, we provide sample templates for medical record notes to document preprocedure counseling

and informed consent.
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C ervical insufficiency, characterized by painless cervi-
cal dilation leading to preterm birth in the second
trimester of pregnancy, occurs in 0.05% to 1.00% of
pregnancies.’ Cervical insufficiency is a leading cause of
midtrimester miscarriage and spontaneous preterm birth at
<37 0/7 weeks of gestation.” Cervical cerclage is an
effective intervention in patients diagnosed with cervical
insufficiency.® The procedure is typically performed via a
vaginal approach, with McDonald* or Shirodkar® being the
most commonly used techniques. Transabdominal cerclage
(TAC) is indicated when transvaginal cerclage is extremely
difficult to place for anatomic reasons (eg, trachelectomy,
recurrent loop electrosurgical excision procedures,
congenitally extremely short cervix) or with a history of un-
successful transvaginal cerclage, defined as previous
placement of history- or ultrasound-indicated cerclage and
subsequent singleton delivery before 28 0/7 weeks of
gestation.® Both laparoscopic and open laparotomy TAC
have high success rates producing similar pregnancy
outcomes.”
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The Society for Maternal-Fetal Medicine (SMFM) recently
published guidelines on TAC.® The current document
summarizes the SMFM guidelines in 2 simple one-page
checklists (Box 1 and Box 2), one for use by primary
obstetrical providers and one for maternal-fetal medicine
subspecialists or other specialists with experience in
placement of TAC. These are intended to guide providers in
selecting patients who are appropriate candidates for TAC
to improve pregnancy outcomes and provide guidance on
the management of patients with TAC in situ.

As TAC can be placed during the preconception period,
appropriate identification of candidates ideally occurs before a
new pregnancy. For this reason, the checklists begin with
identification of candidates immediately after a midtrimester
delivery by the primary obstetrical provider. For those patients
who are not identified until a subsequent pregnancy, TAC can
be offered in pregnancy up to 22 weeks of gestation.”'’

In addition, we provide sample templates that can be
adapted for medical record notes documenting pre-
procedure counseling and informed consent (Box 3).
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BOX 1
Primary obstetrical provider checklist for TAC

This checklist is a SAMPLE only and does not dictate an exclusive course of action for individual patients.
The checklist follows the guidelines of SMFM Consult Series #65.°

Potential candidates for TAC (one or both)

o Unsuccessful transvaginal cervical cerclage, defined as singleton delivery before 28 0/7 weeks of gestation after placement of history- or ultrasound-
indicated cerclage

o Candidate for history-indicated cerclage placement and anatomic factors that preclude placement of transvaginal cerclage, such as extensively
amputated cervix, trachelectomy, recurrent LEEP procedures, or a congenitally extremely short cervix

Immediately postpartum (before hospital discharge)

o Counsel that they are a candidate for TAC in subsequent pregnancies and that additional information will be provided at postpartum follow-up visits
o Assess need for grief support and consider social work or behavioral health referral

o Ensure contraception options have been addressed

Postpartum visit (in-person or telemedicine)
o Assess grief, coping, or support and assess for perinatal depression using a validated screening tool. Consider social work or behavioral health referral
O Review delivery events and potential considerations for future pregnancies
o Counsel patient about factors that make them a candidate for TAC
o Discuss desires for future pregnancy
o If planning a future pregnancy, refer to maternal-fetal medicine for preconception TAC counseling
o Review insurance status to assess barriers to interpregnancy healthcare access and consider social work referral to address barriers
o Document all of the above (can use sample counseling note below)
o Ensure contraception options have been addressed

Interpregnancy or preconception

O Review obstetrical history, perform physical examination, and determine if candidate for TAC

o Discuss desires for future pregnancy

o If planning a future pregnancy and candidate for TAC, refer to maternal-fetal medicine for TAC counseling and possible arrangement for open vs
laparoscopic TAC placement before conception

o Review insurance status to assess barriers to interpregnancy healthcare access and consider social work referral to address barriers

o Document all of the above (can use sample counseling note below)

Postconception, ideally first trimester of pregnancy

O Review obstetrical history, perform physical examination, and determine if candidate for TAC

o Perform an ultrasound to confirm gestational age, number of fetuses, and absence of life-limiting anomalies (such as anencephaly)

o If candidate for TAC and not already in place, refer immediately to maternal-fetal medicine for TAC counseling and possible arrangement for open vs
laparoscopic TAC placement
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LEEP, loop electrosurgical excision procedure; TAC, transabdominal cerclage.
Society for Maternal-Fetal Medicine. Checklists for transabdominal cerclage. Am J Obstet Gynecol 2023.
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BOX 2
Maternal-fetal medicine or surgeon checklist for consultation regarding TAC

This checklist is a SAMPLE only and does not dictate an exclusive course of action for individual patients.
The checklist follows the guidelines of SMFM Consult Series #65.°

Potential candidates for transabdominal cerclage (one or both)

o Unsuccessful transvaginal cervical cerclage, defined as singleton delivery before 28 0/7 weeks of gestation after placement of history- or ultrasound-
indicated cerclage

o Candidate for history-indicated cerclage placement and anatomic factors preclude placement of transvaginal cerclage, such as extensively amputated
cervix, trachelectomy, recurrent LEEP procedures, or a congenitally extremely short cervix

Interpregnancy/pre-conception consult
o Review obstetric history and confirm candidacy for TAC
o Counsel patient about management options
o Risks and benefits of TAC
o Timing of placement of TAC
o Management of pregnancy following TAC
o Discuss risks and benefits of open vs laparoscopic TAC placement prior to conception vs during first trimester/early second trimester of subsequent
pregnancy (can use sample counseling note below)
o For patients who elect TAC placement, schedule TAC or refer to TAC surgical provider

Postconception consult

o Review obstetrical history and confirm candidacy for TAC

o Discuss risks and benefits of open vs laparoscopic TAC placement during first trimester or early second trimester of subsequent pregnancy (can use
sample counseling note below)

o For patients who elect TAC placement, schedule TAC or refer to TAC surgical provider

o If not already done, perform an ultrasound to confirm gestational age, number of fetuses, and absence of life-limiting anomalies (such as anencephaly)

o Discuss management of pregnancy after TAC

After cerclage placement

o Maternal-fetal medicine consult if not already done

o Routine transvaginal cervical length screening is not recommended

Specific circumstances:

o If pregnancy loss in the first trimester of pregnancy, consider D&E with TAC in situ

o If pregnancy loss in the second trimester of pregnancy, consider D&E if an expert healthcare provider is available

o If fetal demise at advanced gestational age, consider vaginal delivery with laparoscopic removal of TAC or cesarean delivery with TAC in situ
o In uncomplicated pregnancies, plan for cesarean delivery between 37 0/7 to 38 6/7 weeks of gestation with TAC in situ

Version Date June 8, 2023

Surgical provider can be a maternal-fetal medicine subspecialist or other specialist with expertise in TAC placement.
D&E, dilation and evacuation; LEEP, loop electrosurgical excision procedure; TAC, transabdominal cerclage.
Society for Maternal-Fetal Medicine. Checklists for transabdominal cerclage. Am J Obstet Gynecol 2023.
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BOX 3
Sample note templates

Sample counseling note of primary obstetrical provider

| reviewed the delivery events with [name] and counseled the patient that the clinical picture is consistent with a diagnosis of unsuccessful transvaginal
cerclage OR cervical insufficiency and anatomy that precludes transvaginal cerclage placement. The patient desires future pregnancies. | offered
maternal-fetal medicine consultation and discussed the option of preconception TAC. The patient desires preconception consult OR consultation only after
new pregnancy establishment.

Sample preconception TAC expert provider consult note

| reviewed the delivery events with [name] and counseled the patient that the clinical picture is consistent with a diagnosis of unsuccessful transvaginal
cerclage OR cervical insufficiency and anatomy that precludes transvaginal cerclage placement. The patient confirms the desire of future pregnancy. We
discussed that TAC will be the best option to reduce the risk of early preterm delivery as studies have demonstrated that TAC reduces the risk of recurrent
preterm birth compared with repeat transvaginal cerclage in patients who had a previous delivery before 33 to 34 weeks of gestation with transvaginal
cerclage in place. We reviewed the open and laparoscopic TAC surgical techniques, their similar risks and efficacy, and the available surgeon skills for each
procedure within the healthcare system. | explained that there is evidence to suggest that laparoscopic TAC is associated with less blood loss and a shorter
hospital stay, but a longer operation duration compared with open TAC, but that conception and miscarriage rates and gestational age at delivery and
neonatal survival are similar for both procedures. We discussed the timing of placement. | counseled the patient that TAC can be placed before pregnancy
or early in pregnancy. Benefits of an interval, preconception TAC include, but are not limited to, lower surgical complications and blood loss, lack of
pregnancy effect from anesthesia, higher likelihood of delivery after 34 weeks of gestation, and fewer preterm deliveries. | counseled the patient that TAC is
most commonly placed in the first trimester of pregnancy if placed during pregnancy, but that it can be placed up to 22 weeks of gestation. | counseled the
patient that, because of the risk of uterine dehiscence or rupture with labor in patients with TAC, delivery via cesarean delivery before the onset of labor is
advised and would be scheduled between 37 0/7 to 38 6/7 weeks of gestation. After delivery via cesarean delivery, | explained that TAC would be left in situ
for future pregnancies. After counseling, the patient desires to proceed with TAC. The patient was referred to [name] to schedule the procedure.

Sample early pregnancy TAC expert provider consult note

| reviewed the delivery events with [name] and counseled the patient that the clinical picture is consistent with a diagnosis of unsuccessful transvaginal
cerclage OR cervical insufficiency and anatomy that precludes transvaginal cerclage placement. Singleton pregnancy, normal early anatomy ultrasound, and
dating were confirmed. The patient was found to be a good candidate for TAC. The patient was counseled that TAC will be the best option to reduce the risk of
early preterm delivery as studies have demonstrated that TAC reduces the risk of recurrent preterm birth compared with repeat transvaginal cerclage in
patients who had a previous delivery before 33 to 34 weeks of gestation with transvaginal cerclage in place. We reviewed the open and laparoscopic TAC
surgical techniques, their similar risks and efficacy, and the available surgeon skills for each procedure within the healthcare system. | explained that there is
evidence to suggest that laparoscopic TAC is associated with less blood loss and a shorter hospital stay, but a longer operation duration compared with open
TAG, but that miscarriage rates, gestational age at delivery, and neonatal survival are similar for both procedures. We discussed the timing of placement. |
counseled the patient that TAC is most commonly placed in the first trimester of the current pregnancy, but that it can be placed up to 22 weeks of gestation. |
counseled the patient that, because of the risk of uterine dehiscence or rupture with labor in patients with TAC, delivery via cesarean delivery before the onset of
labor is advised and will be scheduled between 37 0/7 to 38 6/7 weeks of gestation. After delivery via cesarean delivery, | explained that TAC would be leftin
situ for future pregnancies. After counseling, the patient desires to proceed with TAC. The patient was referred to [name] to schedule the procedure.

TAC, transabdominal cerclage.
Society for Maternal-Fetal Medicine. Checklists for transabdominal cerclage. Am J Obstet Gynecol 2023.
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critique and feedback from the SMFM Patient Safety and Quality and
Document Review Committees and final approval by the SMFM Ex-
ecutive Committee. The SMFM accepts sole responsibility for the
document content. The SMFM publications do not undergo editorial
and peer review by the American Journal of Obstetrics & Gynecology.
The SMFM Patient Safety and Quality Committee reviews publications
every 36 to 48 months and issues updates as needed. Further details
regarding SMFM publications can be found at www.smfm.org/
publications.

The SMFM recognizes that obstetrical patients have diverse gender
identities and is striving to use gender-inclusive language in all of its
publications. The SMFM will be using terms such as “pregnant person”
and “pregnant individual” instead of “pregnant woman” and will use the
singular pronoun “they.” When describing study populations used in
research, the SMFM will use the gender terminology reported by the
study investigators.

Reprints will not be available.
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