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Cervical Sonography to Assess Risk of Preterm Labour
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Abstract

Objective : To reaffirm the sonographic criteria for unfavourable cervical changes, to evaluate
whether the study has statistical significance and is it cost effective.

Design : Prospective study

Methodology  : A prospective study of 55 cases, with 36 primigravidas (randomly selected) and
19 multigravidas, having a high risk factor for preterm labour was done. Patients underwent
sonologic evaluation of the cervix first at 16 wks of gestation, and second at about  20th – 22nd

week of gestation for cervical length, width and internal os diameter.  Statistical analysis was
done using Proportion test.

Result : Of the patients who went into preterm labour(14.5%), 77.7% had a short cervix at the
first or the second sonographic examination, 50% had an opened out internal os, and 55.5% had
some degree of funneling of membranes. Of the 15 patients with cervical sonographic changes;
3 underwent cerclage, 5 refused cerclage of which 4 had preterm delivery; 2 patients were not
considered for cerclage, as the cervical length was 2.7 mm. i.e. more than 2.5cm and there was
only minimal funneling of internal os (4 mm). One patient with cervical length of 2 cm and
internal os closed and clinically similar findings had term delivery.

Conclusion : Patients with cervical sonographic changes and suspicious vaginal examination,
had a 77.7 to 85% risk of going into preterm labour. Cervical length ≤  2.7 cm and funneling of
internal os (12 mm) as a single parameter or combined variable help in predicting preterm
labour.

cervical changes on sonography may be the
earliest indicators of incipient cervical failure.
Regular cervical assessment on a weekly or
2 weekly basis in the 2nd trimester has a
sensit ivity of approximately 60% and a
specificity of 75%, making cervical assessment
the most reliable clinical method available at
present for predicting the risk of preterm
labour.2 On this basis the present study on
the subject of cervical ultrasound in
pregnancy rests.

Aims

1. Study the importance of sonologic
evaluation of the cervix in the diagnosis
of decreasing cervical length and
increasing width.

*Lecturer; **Associate Professor; ***Professor and
Head; Department of Obstetrics and Gynaecology,
Seth G S Medical College, K E M Hospital, Parel,
Mumbai.

Introduction

The incidence of preterm labour and
preterm delivery in most developed

countries has remained frustratingly constant
over the past 2 decades at about 5-10% despite
major efforts on numerous fronts. The
incidence in developing countries is about 15-
20%.1

Currently, ultrasonic evaluation of the
cervix and lower uterine segment offers a
non-invasive, objective method to establish
the diagnosis during pregnancy. In addition,
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2. To reaffirm the sonologic criteria for
unfavourable cervical changes

3. To consider cervical encerclage in cases
showing unfavourable changes.

4. To study the maternal and perinatal
outcome.

5. To evaluate whether the study has
statistical significance and is it cost
effective.

Material and Methods

A prospective study of 55 cases, with 36
primigravidas (randomly selected) and 19
multigravidas, having a high risk factor for
preterm labour was done.

Criteria for selection of cases

Primigravidas, who were registered in the
antenatal clinic before 16 completed weeks
of gestation were randomly selected, and
multigravidas with high risks factor l ike
previous history of preterm delivery, history
of second trimester abortion, first trimester
suction evacuation, etc. also registered before
16 completed weeks of gestation were
included in the study.

l Patients had to undergo a sonologic
evaluation of the cervix first at 16 wks of
gestation, followed by a repeat sonologic
evaluation at about the 20th – 22nd week
of gestation.

l The sonologic evaluation was done by
transabdominal sonography with urinary
bladder partly full followed by
transvaginal sonography, on empty
bladder with measurement of following
parameters:

1. Cervical length – measured from the
internal to the external cervical os.

2. Cervical width – taken as the widest
transverse diameter of the cervix at
level of internal os.

3. Endocervical canal width; and

relationship of lower uterine segment
and endocervical canal.

4. Any evidence of funneling or bulging
of membranes into the cervical canal.

5. Foetal malformation scan, if
malformations were detected, the
gravida was excluded from the study.

6. Senior consultant in obstetrics
performed sonography.

Technique

Transabdominal Cervical
Ultrasonography

With present day real-time equipment,
using either 3.5mHz convex transducer, the
examination was performed. Scanning is
initiated in the midline of the lower abdomen
just above the symphysis pubis. It  is
important that longitudinal scans are
obtained parallel to the long axis of the cervix.
When the endocervical canal comes into view,
slight adjustment or angulation of the
transducer may be necessary to visualize the
entire canal from the internal os to the
external os. Following this, the transducer is
rotated 90º to obtain a transverse view of the
cervix with the ultrasonic beam perpendicular
to the cervical plane. The cervical length,
cervical width, and width of the cervical canal
are measured.

Over distension of the bladder should be
avoided. Increased bladder pressure can
distort the cervix and lower uterine segment,
which gives the cervix a closed appearance
when it is actually open. This problem can be
overcome by scanning the cervix with the
bladder completely filled and again after
partial emptying.3

Transvaginal Cervical
Ultrasonography

The 6.5mHz transducer is inserted only 3
to 4 cm into the vagina so that the tip of the
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probe is 2 to 3 cm away from the external os.
With this technique, the cervix is imaged in
the effective focal range of the transducer.
Urinary bladder should be completely empty.

Scanning is performed in both the
longitudinal and transverse planes.
Endovaginal sonography may actually image
the early signs of loss of integrity of the
internal cervical os, and equally as important,
it may prevent misdiagnosis (Fig. 1).

A closed cervix is a normal finding during
pregnancy. The endocervical canal appears
as either a hyperechoic or occasionally,
hypoechoic band within the cervix. The lower
uterine segment and cervix have a normal
Y-shaped configuration. The internal os may
vary in appearance from a flat to a slightly
funneled shape. The membranes are
frequently closely applied to the internal os.

In the normal population, the mean
cervical length is greater than 3 cm until about
32 to 34 wks of gestation, when gradual
cervical effacement and shortening begin –
There is no significant difference in the

cervical length of primigravida and
multigravida women – originally each patient
can serve as her own control with a baseline
ultrasound at 12 to 14 wks of gestation.
Progressive shortening of the cervix is more
significant than a single abnormal cervical
length measurement.4

The sonographic criteria used by us
for cervical incompetence5 are;

1. Cervical length less than 25 mm. at or
after 20 weeks gestation,

2. The presence of a funnel that accounts
for 50 % of cervical length,

3. Cervical width of 20 mm or more

Asymptomatic cervical dilatation after
midpregnancy (after 18 wks of gestation) has
recently gained attention as a risk factor for
preterm delivery.

Normally cervical length and diameter in
primi as well as multigravidas is constant
between the critical period of 18th to 31st week
of gestation.

Cervical examination is done to assess the
position, length, consistency of the cervix and
the development of the lower uterine
segment. The finding of a developing lower
uterine segment and a soft short cervix
indicates that contractions are affecting the
cervix and tocolysis is necessary. These
cervical changes are so important as a
predictor of preterm labour and delivery that
it has been proposed that cervical
examination should be performed in all
pregnant patients at every antenatal visit
during the late second and early third
trimesters. The sensitivity of this screening
test is 63% for nulliparous and 53% for
multiparous patients.6 If ultrasound is used
to supplement a cervical examination then
the prediction of preterm labour is often more
precisely done.

In each case the following protocol was

Fig. 1 :Appearance of dilated cervical canal by
Transvaginal sonography. The two  arrows
represent the dilated cervical canal and ‘H’
represents the foetal head.
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followed: -

1. Detailed history, including the date of last
menstrual period and calculating the
expected date of delivery by Naegele’s
rule.

2. History of any predisposing factors of
preterm labour in multigravidas.

3. History of any other medical or surgical
illness in the past.

4. Regularity of previous menstrual cycles.

5. Noting the socio-economic status and age.

6. Working pattern of the patient.

7. Questioning and educating for warning
symptoms of preterm labour at each
follow-up visit; viz; menstrual l ike
cramps, dull, low backache, abdominal
cramping with increase in the vaginal
discharge, uterine contractions if any,
sensation of heaviness in the vagina,
bleeding, etc.

8. To carry out other routine investigations
like weight charting, tetanus prophylaxis,
examination of urine for proteinuria,
blood grouping and Rh typing, VDRL and
HIV testing, Haemoglobin estimation etc.

9. To call each patient for a sonologic
examination at 16th to 18th week and again
at 20th – 22nd week of gestation. Patients
called for repeat sonologic evaluation
after 4 weeks; on this follow up visit, any
further deterioration of cervical factors
viz, further shortening, increasing
cervical canal width, and increasing
funneling of membranes, was
meticulously examined. If there was
progression of unfavourable signs, then
patients were offered prophylactic cervical
encerclage.

10. General examination, per abdomen and
per vaginum examination of each patient
performed as necessary. Per vaginum

examination performed at the same
sitting of sonography to correlate
sonography and clinical cervical status.

Management protocol

1 Asymptomatic patients with unfavourable
signs on sonologic evaluation at 16/20 wks
were offered prophylactic cervical
encerclage, which was done after ruling
out or treating local infection in
genitourinary tract and ruling out any
major congenital malformations in the
foetus.

2 Patients with sub-clinical changes on
sonologic evaluation who chose
conservative management were
instructed about maximal bed rest, light
working schedule, abstinence from sexual
intercourse and were instructed to report
in case there were any overt warning
symptoms. They were also monitored at
each antenatal visit by digital examination
for progressive cervical changes. Gravidas
who underwent cervical encirclage were
also monitored as per the above
guidelines.

3 The cervical knot was electively cut at
37 completed weeks of gestation.

4 Patients with a diagnosis of threatened
preterm labour were given
corticosteroids for foetal pulmonary
maturity viz; injection betamethasone 12
mg intra muscularly. On admission,
followed by a repeat dose of 12 mg intra
muscularly administered 24 hrs later and
an attempt to arrest uterine activity was
made by using intravenous β - mimetic
drugs for tocolysis. Viz, intravenous
infusion of Isoxsuprine in a dose of 60 µg/
minute with titration till uterine activity
ceased completely or a maximum of 480
µg/minute, and continued on this dose for
totally 24 hrs. Following this, the
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Isoxsuprine infusion was discontinued,
with prior administration of 20 mg of
Isoxsuprine orally, 6 hrs before omission
of the intravenous infusion. Then oral
Isoxsuprine was continued in a dose of
10 mg 6 hourly for 7 days followed by its
omission. Patients were discharged if
there was no recurrence of uterine
activity after 7 days and after educating
them about the danger symptoms of
threatened preterm labour, with advise
to take as much rest at home as possible
and report immediately if the symptoms
recurred. A high vaginal swab was send
for culture and sensitivity and report
traced.

5. Patients in established preterm labour
were also given tocolysis to delay the
latent phase of labour till corticosteroids
viz; betamethasone (in the same dose as
above) had time to act, for achieving foetal
lung maturity. Antibiotics were
administered depending upon the
sensitivity reports of urine and high
vaginal swabs, for a period of minimum 7
days.

6. Patients with preterm premature rupture
of membranes were allowed to go into
spontaneous labour with expedition of
labour by pitocin augmentation if signs
suggestive of chorioamnionitis were
manifested. These patients were given
intra partum antibiotic cover with broad
– spectrum antibiotics which were
continued for minimum 7 days post –
delivery.

7. In patients who were showing normal
cervical parameters on previous sonologic
evaluation and had now come at term in
labour were allowed to progress into
labour with monitoring of foetal and
maternal parameters.

Statist ical analysis was done using

Proportion test.

Results

In our study, there were 36 primigravidas
and 19 multigravidas (Table 1).

Out of the 19 multigravidas one patient
underwent cervical encerclage. Two
primigravidas had sonographic findings
suggestive of premature opening of internal
os which showed progressive changes on
follow up scan 4 weeks later and cervical
encerclage was performed on one of them,
the other refused cervical cerclage. All 3
patients with os tightening progressed to term
(Table 1). These patients had weekly follow
up with a per vaginum examination done at
each OPD visit to evaluate the status of the
cervix, including cervical length, os diameter
and any funneling of the membranes. All the
3 patients showed signs of threatened
preterm labour at 32-34 weeks of pregnancy
and responded to tocolysis. The encerclage
suture was electively cut at 37 completed
weeks of gestations, following which all 3
patients went into spontaneous labour within
the next 2 weeks and delivered vaginally at
term.

The incidence of preterm delivery in the
general patient population at our tertiary
centre is 18% while in our index study; this
incidence is 14.5% (Table 2). This shows a
3.5% reduction in the incidence of preterm
labour when sonologic monitoring of cervical
length and a digital cervical examination was
used for antenatal monitoring of the patients

Table 1 : Incidence of Preterm labour

Primigravidas Multigravidas
No. % No. %

Incidence of 6/36 16.58% 2/19 11%

Preterm labour

Incidence of 1/36 2.77% 2/19 11%

Cervical Encerclage
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in this study. Statistically, the ‘P’ value of
the percentage reduction is less than 0.05,
which is statistically significant.

Sixteen out of the 55 patients in the study
required tocolysis, out of which 8 had
successful outcome after tocolysis. Out of
these, 3 were in whom we had performed
elective cervical encerclage. 5 patients had
prophylactic tocolysis for threatened preterm
labour (Table 3).

In the other 8 patients who had a preterm
delivery, tocolysis was tried in 7 cases, but
was unsuccessful.

One patient presented with abruptio
placenta with severe antepartum
haemorrhage and hence was taken up for
emergency lower segment caesarean section,
and no tocolysis was given to this patient.

Thirteen out of the 55 patients received
antibiotics  based on urinary or high vaginal
swab culture report, and all these patients
had delivery at term. The organisms isolated
consisted of Gram-negative bacilli or Gram
positive cocci (Table 4).

The follow up of patients after the
sonographic evaluation was largely adequate,
with only 3 out of 55 patients not following
till term.

Two other patients didn’t follow for labour
and delivery but were antenatally assessed
till completion of the 36th week of gestation
and hence were included in the category of
term deliveries (Table 4).

Of the patients who went into preterm
labour 77.7% had a short cervix at the first
or the second sonographic examination, 50%
had an opened out internal os, and 55.5% had
some degree of funneling of membranes
(Table 5).

The causes for preterm labour in these
patients included genitourinary infection,

Table 4 : Comparison of outcome of various
patients in the study

Outcome Percentage

1) Term Deliveries

a) Full term normal delivery 54.5%

b) Full term lower segment 18.2%
caesarean section

c) Full term outlet forceps 1.7%

2) Preterm Deliveries

a) Preterm vaginal delivery 10.5%

b) Preterm lower segment 3.6%
caesarean section

3) Full term normal delivery with 5.45%
cervical encirclage

4) Patient didn’t follow-up 5.45%

Table 5 : Patients with high risk factors on
cervical sonography

High risk factors No. of patients

Short cervix 9

Opened out internal os (> 12 mm) 6

Opened out internal os (< 12 mm) 12

Herniation of membranes 4

Clinical examination positive 8

Table 2 : Gestational age at delivery

Gestation age No. of Patients %

> 37 wks 44 80%

34 – 37 wks 5 9.09%

30 – 33 wks 3 5.45%

< 30 wks 0 —

Patient didn’t follow-up 3 5.45%

Total Preterm births 8 14.50%

Table 3 : Requirement for antibiotics /
tocolysis and the success rate

No. and % of Success rate
patients receiving

tocolysis / antibiotics

Tocolysis 16 (29.1%) 8 (50%)

Antibiotics 13 (23.6%) 2 (15.75%)
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non-compliance with advice for antenatal
care.

In patients who presented with threatened
preterm labour, the aim of antibiotics and
especially of tocolysis was to arrest the
process and removal of any infectious
aetiology as the cause of the episode.

Whereas, in patients with established
preterm labour, the aim of tocolysis was to
tide over the interval required to achieve
foetal pulmonary maturity, which was
considered to be minimum 24 hours. Here
the role of antibiotics was mainly to prevent
uterine infection.

Of the 19 multigravida patients in the
study, those with past history of more than
one abortion especially in the second
trimester or f irst tr imester abortion by
suction and evacuation technique and those
patients with past history of preterm vaginal
delivery were at increased risk of preterm
delivery (33 %) (Table 6).

Of the 36 primigravidas, only one had a
high risk factor of mild polyhydramnios, she
was offered cervical encerclage but was

unwilling for the same. She had a preterm
vaginal delivery at 33.5 weeks of gestational
age. Of 8 primigravida patients with
sonographic changes; 6 had cervical length
of less than 25 mm. Of these 8 patients, 4
had preterm deliveries of these 3 were not
willing for cerclage and one patient was not
offered cerclage as cervical length was 2.7 cm
and minimal funneling of internal os.

Of the 15 patients with cervical sonographic
changes; 3 underwent cerclage, 5 refused
cerclage of which 4 had preterm delivery; 2
patients were not considered for cerclage, as
the cervical length was 2.7 mm. i.e. more than
2.5 cm and there was only minimal funneling
of internal os (4 mm). 4 patients with good
cervical length but minimal opening of
internal os had term deliveries; whereas one
patient with cervical length of 2 cm and
internal os closed and clinically similar
findings was advised observation (Table 7).

Discussion

In our study, 55 Women were studied; of
which 19 patients were multigravidas with
risk factors for premature opening of internal
os. Patient management was largely based
on clinical and ultrasound findings initially
and on clinical findings later on in pregnancy.

Table 6 : High risk factors in multigravida
patients and correlation with significant

sonographic changes

High risk factor No. of No. of patients
patients showing

significant
sonographic

changes

Total multigravidas 19 6

Previous 2 spontaneous 7 2
abortions

Previous 1 spontaneous 1 0
abortion

History of MTP 1 1

History of Forceps delivery 1 1

History of preterm vaginal 9 3
delivery

Table 7 : Outcome of pregnancy in the 15
patients with sonographic cervical changes

Outcome No. of patients

Underwent cerclage, had term 3
deliveries

Refused cerclage (of these preterm 5 ( 4)
deliveries)

Not considered for cerclage, had 2
preterm deliveries

Good cervical length and minimal 4 (2)
opening of internal os (had
peterm deliveries)

Cervical length of 2 cm and internal 1
os closed had FTND
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Of the 55 patients, 8 had preterm delivery
(14.5%). All 16 patients with sonographic
suspicious findings had presented with
threatened preterm labour or preterm labour.
Of these 16 patients with suspicious
sonographic findings 8 had preterm labour. 3
patients required cervical encerclage and all
had term deliveries. The common sonographic
findings were short cervix (77.7%), positive
clinical examination findings (88.8%), opened
out internal os (50%), funneling of
membranes (50%).

Varma et al 19867 studied 115 women with
risk factors for cervical incompetence.
Patient management was largely based on
clinical (as opposed to ultrasound) findings.
Those women who had no ultrasonic evidence
of cervical weakness (i.e. cervical length ≥ 2
cm and cervical canal width ≤ 8 mm) did not
undergo cerclage. All delivered at term,
regardless of whether or not there was clinical
suspicion of cervical abnormality. Of the

women with evidence of moderate cervical
weakness on ultrasound, one third were found
to have clinically normal cervices. With
expectant management, 75 % delivered before
34 weeks gestation. Most of the remaining
two thirds, in whom digital cervical
examination was suspicious, underwent
cerclage with 25% delivering before 34 weeks.
Twenty patients had evidence of severe
cervical deficiency with membranes
prolapsing down the cervical canal.

Where cerclage was used, only 25%
delivered before 34 weeks; without the figure
was 67%. In all, progression to membrane
herniation and subsequent abortion occurred.

Riley et al8 reported a risk of preterm birth
in women co-incidentally found to have
cervical shortening and membrane funneling
on transabdominal scanning.

In a study by Michaels et al9 of 25 women
with ultrasound based evidence of cervical

Table 8 : Comparision of ultrasound criteria for cervical incompetence

Sonographic parameters Normal Pregnancy complicated by cervical Investigator
pregnancy incompetence

Cervical length > 3 cm < 3 cm Varma.

> 2.5 cm < 2.5 cm Present study

Width of internal os < 1.9 cm mean 1.67 cm > 1.9 cm mean 2.57 cm Brook

< 1.5 cm in 1st trimester > 1.5 cm in first trimester Mahran
> 2 cm in second trimester

Funnel width > 6 mm Gomez

Funneling on internal os stress test Sonek

< 12 mm > 12 mm Present study

Bulging of membranes None 13 of 91 patients requiring cerclage Vaalamo

into endocervical canal None 8 of 115 patients aborting or delivering Varma
prematurely.

None 2cm protrusion of membranes into canal Michaels
in patients with cervical incompetence

Funneling length > 9 mm Gomez
Cervical index > 0.52

3 of 8 patients underwent cerclage Present study
8 of 16 patients had preterm delivery
Cervical width > 20 mm
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weakness who underwent cerclage, 20%
delivered preterm with no mid trimester
losses.

When transabdominal and transvaginal
cervical length measurements from the same
woman were compared, transabdominal
measurements were on an average 5 mm
longer, presumably secondary to bladder
filling. 3

Gomez et al10 reported more detailed
cervical ultrasound findings on 59 women in
suspected preterm labour who were less than
3 cm. dilated. They developed the term
cervical index to include information about
endocervical length and funnel length in a
single figure. The ‘cervical index’ is calculated
as (funnel length + 1) / (endocervical length).
The ‘+ 1’  allows an index to be calculated
when funneling is absent. No significant
relationship was found between cervical
effacement, as assessed clinically, and cervical
length on ultrasound. Funneling was present
in 58 % of women and associated with a nearly
3-fold increase in the risk of preterm birth. A
complex statistical analysis suggested that a
cervical index > 0.52, cervical length < 18 mm,
funnel length > 9 mm and funnel width > 6
mm were all significantly associated with
preterm birth. Women with a high cervical
index or shortened cervix had a median
admission to delivery interval of 13 days
compared to 40 days if either sign was absent.

Timor-Tritsch et al11 simply used the
presence or absence of funneling in their risk
assessment of 70 patients presenting with
threatened preterm labour. Women with
funneling had shorter cervical lengths (17
versus 32 mm) and delivered sooner 95.7
versus 9.8 weeks). Funneling was present in
54% of patients, of whom over half delivered
preterm. All the patients who delivered
preterm had a funnel present .

Sonek 12 stated that funneling could be

brought on by gentle manual pressure on the
uterine fundus and advocated this as an
‘internal os stress test’.

Hertzberg et al13 detected dynamic cervical
change on 27 women scanned for variety of
indications of whom 75% delivered preterm.

Fox et al14 used serial ultrasound to detect
cervical change in high risk women before
undertaking cerclage. All patients had a
normal cervical length (> 40 mm) at 14 weeks
gestation. One third showed no cervical
change throughout the study, avoided surgical
treatment and delivered at term twelve
women developed cervical change and had Mc
Donald sutures inserted. One patient
delivered at 20 weeks gestation with
chorioamnionitis but the rest went to term.

Lorenz et al15 compared serial
transabdominal cervical scans with vaginal
examination in patients at risk of prematurity
and found evidence to support the use of
ultrasound.

Andersen et al16 investigated the prediction
of preterm delivery using cervical ultrasound,
they found that transvaginal measurements
of cervical length were significantly predictive
of early birth while simultaneously taken
transabdominal measurements were not.

Romero et al17 studied 33 women
presenting with asymptomatic cervical
dilatation in the mid trimester. Half had
positive amniotic fluid cultures, representing
advanced ascending infection.

In our study also, all 3 patients (100%) in
whom a cervical cerclage was done progressed
to term. In the expectantly managed group,
50-70% patients showing unfavourable
sonographic findings went into preterm
labour, and these patients were not ready for
treatment based on the sonographic findings
due to social or financial constraints. Despite
counselling about the importance of the
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sonographic evaluation and the risks and
consequences of preterm labour, these
patients chose to accept domicil iary
management.

Amongst the sonologic and cl inical
parameters assessed, cervical length on USG
and the clinical per vaginum examination
were found to be the most sensitive indices
for prediction of preterm labour, with at 77.7%
to more than 85% chances of preterm labour
if the above 2 parameters were abnormal.

As is evident from this study as seen from
results of Table 7 and comparison with various
studies as seen in Table 8 cervical length and
funnel width are two important single
variables independently on their own and
combined together act as multiple variable
to diagnose women at risk of preterm labour.
Cervical length is an important factor and cut
off should be 2.7 cm and not 2.5 cm. Patients
with even minimal opening of internal os and
cervical length of 2.7 cm or less should be
considered for cervical cerclage. Good cervical
length (> 2.7 cm) and open internal os of 12
mm or more is associated with preterm
delivery. We performed statistical analysis
using Proportion test for outcome of
pregnancies in women with cervical length
of 2.5 and 2.7 cm showed no statistical
significance in failure rate. Hence 2.7 cm can
be taken as a cut off point. In this study the
sample size of women with 2.7 cm cervical
length is small, a larger sample size will help
us to achieve a proper interpretation. P value
was 0.155 which is not statistically significant.
Good cervical length and minimal opening of
internal os is associated with term deliveries.

Cost effectiveness of the study

The cost for two scans each of 55 patients
in our tertiary centre was totally Rs.11,000/-
i. e . Rs.100 /- per sonography. The neonatal
intensive care unit charges per bed per day
are Rs. 500/- with average length of stay of

10 days for a neonate of 32-33 weeks of
gestation (at which most of the preterm
deliveries in our index study occurred).
Considering the 3.5% reduction in the rate of
preterm labour and considering the total
deliveries in our tertiary centre during the
period of this study which were 2600
deliveries (over 6 months) the total amount
of money that would have been saved if all
the patients delivered in the tertiary centre
during the above period were subjected to
similar sonologic evaluation, was
Rs.1,69,000/-. This study shows that it is a
good cost effective measure to include
sonologic evaluation of cervical length in the
second trimester of pregnancy in the routine
antenatal care of all patients.

Zalar et al18 suggested that knowledge of
transvaginal cervical ultrasound
measurements can lead to a reduction in
spontaneous low birth weight deliveries, it
cannot yet be concluded that cervical
ultrasound has a place in routine antenatal
care in low risk pregnancies.

Conclusion

By seeing the results of the study it is
apparent that if sonologic examination showed
a pathologically shortened cervix in the 2nd

trimester of pregnancy and the findings were
reinforced by a suspicious vaginal
examination, the patient had a high chances
(77.7 to more than 85%) of going into preterm
labour. Thus, cervical length (< 2.7 cm) and
funneling of internal os (12 mm) as a single
parameter and a combined variable have a
very significant role in predicting a preterm
labour and delivery.

Timely intervention in the form of cervical
encerclage carried out after the USG and
clinical findings are effective in reducing the
chances of preterm labour as shown by the
results of the study.
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Hence, antenatal care must include
cervical assessment clinically as well as
sonographically to predict pregnancies at high
risk for preterm delivery and it will be very
helpful in reducing the burden caused by
preterm birth management on the medical
resources and the society at large.
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