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1.

Patient summary

The length of the cervix in mid-pregnancy relates to the chance of early birth, with a greater risk of preterm
birth, the shorter the cervix. Although most women with a short cervix in mid-pregnancy will still deliver at
term, identifying women at risk of preterm birth may allow treatments to reduce that risk. In some locations
the length of the cervix is assessed routinely at the ultrasound assessing the fetal anatomy at around 20
weeks. In others, cervical length assessment is performed only in women who have risk factors for preterm
birth or who have symptoms such as uterine contractions prior to term.

2.

Summary of recommendations

Recommendation 1

Grade

Assessment of cervical length at 18-24 weeks in women at low risk of preterm
birth should be considered.

Consensus-based
recommendation

Recommendation 2
Cervical length assessment may be useful in clinical management of women
with risk factors for preterm birth or in those who are symptomatic.

Consensus-based
recommendation

Recommendation 3
Ultrasound cervical length assessment should be performed according to a
standardised technique.

Consensus-based
recommendation

Transabdominal assessment with a partially full bladder is a potential first line
screening test, potentially reducing the need for transvaginal assessment in a
proportion of women.12

3.

Introduction

There is controversy around the routine ultrasound assessment of the cervix as a means of defining risk of
preterm delivery in low risk women.1,2 There is also good data showing that therapeutic intervention with
progesterone or cervical cerclage in women with a short cervix may reduce the incidence of preterm birth
among these women.3,4,5 There is currently little evidence to suggest that cervical pessaries have a role in
women with a short cervix.5,6,7,8 This document highlights some of the contemporary issues around this topic.
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4.

Discussion and recommendations

4.1 Measurement technique


Accurately measured ultrasound cervical length has an inverse relationship with the risk of preterm
birth in low-risk asymptomatic women.1,2,9 The bulk of the evidence for short cervical length and risk
of preterm birth is from studies using a single cut-off of either 20 or 25mm between 18 and 24
weeks gestation.
Various studies across different populations show similar results. For example, cervical lengths of
30mm (10th centile), 27mm (5th centile) and 22mm (2.5th centile) gave relative risks of preterm birth
prior to 37 weeks of 3.8, 5.4, and 6.3, respectively, with even greater relative risk at earlier
gestations.10



Cervical length is most accurately measured by transvaginal ultrasound examination. Most normal
ranges / likelihood ratios describing the risk of preterm labour have been calculated using a
standardised technique for measurement. The patient should have an empty bladder and the vaginal
probe should be placed in the anterior fornix, minimising pressure on the cervix as this increases
cervical length. The length of the endocervical canal should be measured from the internal to the
external cervical os. As the cervix is dynamic, three measurements should be made over a five
minute period and the shortest measurement reported for clinical use.11



Transabdominal assessment with a partially full bladder is a potential first line screening test,
potentially reducing the need for transvaginal assessment in a proportion of women.12 A
transabdominal cervical length greater than 35mm precludes a transvaginal cervical length below
25mm with over 95% sensitivity.13 A limitation of this approach is that the cervix may not be
adequately visualised in as many as 60% of women who then require transvaginal assessment.14
Transperineal assessment of cervical length has not been as thoroughly studied.15



Other sonographic features of the cervix such as funnelling (effacement of the internal aspect of the
cervix), shortening in response to fundal pressure or uterine activity, and intra-amniotic “sludge” are
known to be associated with preterm delivery – but may not add substantially to predictive modelling
when compared to accurate measurement of cervical length alone.



Charts describing normal cervical length from 16-36 weeks have been constructed. The median
cervical length at 20 weeks is 42mm, the 1st centile is 23mm.16
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4.2 Treatment of short cervix in otherwise low risk women


There is a growing body of evidence suggesting that interventions, such as progesterone or cervical
cerclage may be of benefit for women otherwise considered low risk of preterm birth found to have a
short cervix in the midtrimester.3 Accordingly, it is becoming more common for cervical length
assessment to be offered, and performed, at the time of the routine midtrimester ultrasound.
Economic analyses in various settings have generally shown this to be cost-effective, however, this is
heavily influenced by local characteristics.17,18 The decision to institute routine mid-pregnancy
cervical length assessment requires careful consideration of local factors including the population
preterm birth rate, acceptability to women and other cultural influences, resource availability,
education and training, and quality assurance procedures, in addition to health economics.



Studies have used variable cut-offs to define a ‘high risk’ cohort that merits therapeutic intervention,
but on current evidence using a cut-off of either 20 or 25mm appears to be appropriate.



Although not without controversy, a meta-analysis of randomised controlled trials suggests that
treatment of such women with vaginal progesterone reduces the risk of preterm delivery before 34
weeks or fetal death by 34% and significantly reduces neonatal morbidity.3 Approximately 11 women
need to be treated to prevent one preterm delivery before 34 weeks. The use of progesterone is
discussed in more detail in a separate RANZCOG clinical guideline (C-Obs 29b).19



Cervical cerclage may also be effective in reducing preterm birth in women with a short cervix (RR
0.74), in particular in those with a history of previous preterm birth (RR 0.61) or midtrimester
pregnancy loss (RR 0.57).20 In the absence of clear benefit of cerclage over vaginal progesterone in
otherwise low risk women with a short cervix, progesterone is generally the preferred treatment due
to the lower risk of surgical complications.

4.3 Cervical length assessment among women with risk factors for preterm birth


Women with risk factors for preterm birth such as a history of preterm birth or mid trimester
pregnancy loss, deep or repeated cervical excisional procedures, congenital uterine anomalies, or
multiple pregnancy should have individually considered surveillance and risk-reduction strategies
instituted from early pregnancy. Large obstetric services may offer specialist clinics with a specific
focus on preterm birth prevention to those women at particular risk. Measurement of cervical length
is just one of several strategies that may be required in high risk women.



Previous preterm birth: Meta-analysis has also shown that a subgroup of women who have other
risk factors for preterm birth, especially previous history of preterm birth, may benefit from vaginal
progesterone or cervical cerclage.9 There is some evidence to support cervical length surveillance in
women with previous preterm birth with recourse to cervical cerclage in only those women who
develop a short cervix.21 Further research in this area would be of value, including defining those
women who do better with progesterone or cerclage.



Multiple pregnancy: Whilst cervical length also has predictive value in twin pregnancies, the
evidence regarding therapeutic intervention for those with a short cervix is conflicting.22 There may, at
least, be some benefit in recognising multiple pregnancies at particular risk of preterm delivery, so
that appropriate arrangements can be made to optimise outcomes should preterm birth occur.



Previous cervical excisional procedures: Previous excisional treatment of cervical dysplasia is an
independent risk factor for preterm birth (relative risk 1.61).23 Of those women with previous
excisions, a midtrimester cervical length less than 25 or 30mm confers a greater risk of preterm birth
(positive predictive value 30-50%) compared to a longer cervix (negative predictive value 9495%).24,25 Assessment of cervical length may therefore be useful to stratify risk for women with
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previous cervical excisions.


5.

Ultrasound assessment of cervical length can also be useful in defining management for women
attending with symptoms and signs of threatened preterm labour at 24-34 weeks.26,27,28

Conclusion

Mid-pregnancy cervical length assessment is of value in identifying women at increased risk of preterm birth
who may benefit from interventions such as vaginal progesterone or cervical cerclage. This may be used to
further stratify risk in women with other identified preterm birth risk factors. Routine mid-pregnancy cervical
length assessment in low risk women can be a cost-effective method of preterm birth reduction but
implementation of such a policy is highly dependent upon local factors. If it is to be undertaken, cervical
length assessment should be performed according to a standardised technique.

Measurement of cervical length for prediction of preterm birth
C-Obs 27
6

6.

References
1. Society for Maternal-Fetal Medicine, McIntosh J, Feltovich H, Berghella V, Manuck T. The role of
routine cervical length screening in selected high- and low-risk women for preterm birth prevention.
Am J Obstet Gynecol 2016;215(3):B2-7.
2. Miller ES, Tita AT, Grobman WA. Second-trimester cervical length screening among asymptomatic
women: an evaluation of risk-based strategies. Obstet Gynecol 2015;1206(1):61-6.
3. Romero R, Nicolaides KH, Conde-Agudelo A, O’Brien JM, Cetingoz E, Da Fonseca E, Creasy GW,
Hassan SS. Vaginal progesterone decreases preterm birth ≤ 34 weeks of gestation in women with a
singleton pregnancy and a short cervix: an udpated meta-analysis including data from the
OPPTIMUM study. Ultrasound Obstet Gynecol 2016;48(3):308-17.
4. Berghella V, Ciardulli A, Rust OA, To M, Otsuki K, Althuisius S, Nicolaides K, Roman A, Saccone
G. Cerclage for short cervix on ultrasound in singleton gestations without prior spontaneous
preterm birth: a systematic review and meta-analysis of trials using individual patient-level data.
Ultrasound Obstet Gynecol 2017;doi: 10.1002/uog [Epub ahead of print]
5. Jarde A, Lutsiv O, Park CK, Beyene J, Dodd JM, Barrett J, Shah PS, Cook JL, Saito S, Biringer AB,
Sabatino L, Giglia L, Han Z, Staub K, Mundle W, Chamberlain J, McDonald SD. Effectiveness of
progesterone, cerclage and pessary for preventing preterm birth in singleton pregnancies: a
systematic review and network meta-analysis. BJOG 2017:124(8):1176-89.
6. Nicolaides KH, Syngelaki A, Poon LC, Picciarelli G, Tul N, Zamprakou A, Skyfta E, Parra-Cordero
M, Palma-Dias R, Rodriguez Calvo J. A randomized trial of a cervical pessary to prevent preterm
singleton birth. N Engl J Med 2016;374(11):1044-52.
7. Saccone G, Ciardulli A, Xodo S, Dugoff L, Ludmir J, Pagani G, Visentin S, Gizzo S, Volpe N,
Maruotti GM, Rizzo G, Martinelli P, Berghella V. Cervical pessary for preventing preterm birth in
singleton pregnancies with short cervical length: a systematic review and meta-analysis. J
Ultrasound Med 2017;doi: 10.7863/ultra.16.08054. [Epub ahead of print]
8. Jin XH, Li D, Huang LL. Cervical pessary for prevention of preterm birth: a meta-analysis. Sci Rep
2017;7:42560.
9. Celik E, To M, Gajewska K, Smith GC, Nicolaides KH; Fetal Medicine Foundation Second
Trimester Screening Group. Cervical length and obstetric history predict spontaneous preterm birth:
development and validation of a model to provide individualized risk assessment. Ultrasound
Obstet Gynecol 2008; 31 (5): 549-54.
10. Hibbard JU, Tart M, Moaward AH. Cervical length at 16-22 weeks’ gestation and risk for preterm
delivery. Obstet Gynecol 2000;96(6):972-8.
11. Kagan KO, Sonek J. How to measure cervical length. Ultrasound Obstet Gynecol 2015;45:35862.
12. Pedretti MK, Kzemier BM, Dickinson JE, Mol BWJ. Impletmenting universal cervical length screening
in asymptomatic women with singleton pregnanciesL challenges and opportunities. Aust NZ J
Obstet Gynaecol 2017;57(2):221-7.
13. Friedman AM, Schwartz N, Ludmir J, Parry S, Bastek JA, Sehdev HM. Can transabdominal
ultrasound identify women at high risk for short cervical length? Acta Obstet Gynecol Scand
2013;92(6):637-41.
Measurement of cervical length for prediction of preterm birth
C-Obs 27
7

14. Friedman AM, Srinivas SK, Parry S, Elovitz MA, Wang E, Schwartz N. Can transabdominal
ultrasound be used as a screening test for short cervical length? Am J Obstet Gynecol
2013;208(3):190.e1-7.
15. Meijer-Hoogeveen M, Stoutenbeek P, Visser GH. Methods of sonographic cervical length
measurement in pregnancy: a review of the literature. J Matern Fetal Neonatal Med
2006;19(12):755-62.
16. Salomon LJ, Diaz-Garcia C, Bernard JP, Ville Y. Reference range for cervical length throughout
pregnancy: non-parametric LMS-based model applied to a largesample. Ultrasound Obstet
Gynecol 2009; 33 (4): 459-64.
17. Werner EF, Hamel MS, Orzechowski K, Berghella V, Thung SF. Cost-effectiveness of transvaginal
ultrasound cervical length screening in singletons without a prior preterm birth: an update. Am J
Obstet Gynecol 2015;213(4):554.e1-6.
18. Parry S, Simhan H, Elovitz M, Iams J. Universal maternal cervical length screening during the
second trimester: pros and cons of a strategy to identify women at risk of spontaneous preterm
delivery. Am J Obstet Gynecol 2012;207(2):101-6.
19. RANZCOG College Statement C-Obs 29: Progesterone: Use in the Second and Third Trimester of
Pregnancy for the Prevention of Preterm Birth. Available at: http://www.ranzcog.edu.au/theranzcog/policies-and-guidelines/college-statements/422-progesterone-use-in-the-second-andthird-trimester-of-pregnancy-for-the-prevention-of-preterm-birth-c-obs-29b.html
20. Berghella V, Odibo AO, To MS, Rust OA, Althuisius SM. Cerclage for short cervix on
ultrasonography: meta-analysis of trials using individual patient-level data. Obstet Gynecol 2005;
106 (1): 181-9.
21. Berghella V, Mackeen AD. Cervical length screening with ultrasound-indicated cerclage compared
with history-indicated cerclage for prevention of preterm birth: a meta-analysis. Obstet Gynecol
2011;118(1):148-55.
22. Jarde A, Lutsiv O, Park CK, Barrett J, Beyene J, Saito S, Dodd JM, Shah PS, Cook JL, Biringer AB,
Giglia L, Han Z, Staub K, Mundle W, Vera C, Sabatino L, Liyanaghe SK, McDonald SD. Preterm
birth prevention in twin pregnancies with progesterone, pessary, or cerclage: a systematic review
and meta-analysis. BOJG 2017;124(8):1163-1173.
23. Conner SN, Frey HA, Cahill AG, Macones GA, Colditz GA, Tuuli MG. Loop electrosurgical
excision procedure and risk of preterm birth: a systematic review and meta-analysis. Obstet
Gynecol 2014;123(4):752-61.
24. Berghella V, Pereira L, Gariepy A, Simonazzi G. Prior cone biopsy: prediction of preterm birth by
cervical ultrasound. Am J Obstet Gynecol 2004;191(4):1393-7.
25. Crane JM, Delaney T, Hutchens D. Transvaginal ultrasonography in the prediction of preterm birth
after treatment for cervical intraepithelial neoplasia. Obstet Gynecol 2006;107(1):37-44.
26. Tsoi E, Fuchs IB, Rane S, Geerts L, Nicolaides KH. Sonographic measurement of cervical length in
threatened preterm labor in singleton pregnancies with intact membranes. Ultrasound Obstet
Gynecol 2005; 25 (4): 353-6.
27. van Baaren GJ, Vis JY, Wilms FF, Oudijk MA, Kwee A, Porath MM, Oei G, Scheepers HC,
Spaanderman ME, Bloemenkamp KW, Haak MC, Bolte AC, Bax CJ, Cornette JM, Duvekot JJ, Nij
Bijvanck BW, van Eyck J, Franssen MT, Sollie KM, Vandenbussche FP, Woiski M, Grobman WA,
van der Post JA, Bossuyt PM, Opmeer BC, Mol BW. Predictive value of cervical length measurement
and fibronectin testing in threatened preterm labor. Obstet Gynecol 2014;123(6):1185-92.
Measurement of cervical length for prediction of preterm birth
C-Obs 27
8

28. Hiersch L, Yogev Y, Dominiz N, Meizner I, Bardin R, Melamed N. The role of cervical length in
women with threatened preterm labor: is it a valid predictor at any gestational age? Am J Obstet
Gynecol 2014;211(5):532.e1-9.

7.

Links to other College statements

Evidence-based Medicine, Obstetrics and Gynaecology (C-Gen 15)
Progesterone Use in the second and third trimester (C-Obs 29b)
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Patient information

A range of RANZCOG Patient Information Pamphlets can be ordered via:
http://www.ranzcog.edu.au/publication/womens-health-publications/patient-information pamphlets.html
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Appendix B Overview of the development and review process for this statement

i.

Steps in developing and updating this statement

This statement was originally developed in November 2006 and was most recently reviewed in July
2017. The Women’s Health Committee carried out the following steps in reviewing this statement:


Declarations of interest were sought from all members prior to reviewing this statement.



Structured clinical questions were developed and agreed upon.



An updated literature search to answer the clinical questions was undertaken.



At the July 2017 face-to-face committee meeting, the existing consensus-based
recommendations were reviewed and updated (where appropriate) based on the available
body of evidence and clinical expertise. Recommendations were graded as set out below in
Appendix B part iii)

ii. Declaration of interest process and management
Declaring interests is essential in order to prevent any potential conflict between the private interests of
members, and their duties as part of the Women’s Health Committee.
A declaration of interest form specific to guidelines and statements was developed by RANZCOG and
approved by the RANZCOG Board in September 2012. The Women’s Health Committee members
were required to declare their relevant interests in writing on this form prior to participating in the review
of this statement.
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Members were required to update their information as soon as they become aware of any changes to
their interests and there was also a standing agenda item at each meeting where declarations of interest
were called for and recorded as part of the meeting minutes.
There were no significant real or perceived conflicts of interest that required management during the
process of updating this statement.

iii. Grading of recommendations
Each recommendation in this College statement is given an overall grade as per the table below, based
on the National Health and Medical Research Council (NHMRC) Levels of Evidence and Grades of
Recommendations for Developers of Guidelines. Where no robust evidence was available but there was
sufficient consensus within the Women’s Health Committee, consensus-based recommendations were
developed or existing ones updated and are identifiable as such. Consensus-based recommendations
were agreed to by the entire committee. Good Practice Notes are highlighted throughout and provide
practical guidance to facilitate implementation. These were also developed through consensus of the
entire committee.
Recommendation category

Description

Evidence-based

A

Body of evidence can be trusted to guide practice

B

Body of evidence can be trusted to guide practice in most
situations

C

Body of evidence provides some support for
recommendation(s) but care should be taken in its
application

D

The body of evidence is weak and the recommendation
must be applied with caution

Consensus-based

Recommendation based on clinical opinion and expertise
as insufficient evidence available

Good Practice Note

Practical advice and information based on clinical opinion
and expertise
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Appendix C Full Disclaimer
This information is intended to provide general advice to practitioners, and should not be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of
any patient.
This information has been prepared having regard to general circumstances. It is the responsibility of each
practitioner to have regard to the particular circumstances of each case. Clinical management should be
responsive to the needs of the individual patient and the particular circumstances of each case.
This information has been prepared having regard to the information available at the time of its preparation,
and each practitioner should have regard to relevant information, research or material which may have
been published or become available subsequently.
Whilst the College endeavours to ensure that information is accurate and current at the time of preparation,
it takes no responsibility for matters arising from changed circumstances or information or material that may
have become subsequently available.

Measurement of cervical length for prediction of preterm birth
C-Obs 27
12

