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Introduction 

Induction of labor represents one of the most 

common interventions in clinical obstetrics. In recent years, 

the rate at which providers choose to induce labor has more 

than doubled, from a rate of 9.5% of all labors induced in 

1991 to a rate of 20.6% in 2003 (Martin et al., 2003). 

One of the challenges of labor induction is 

predicting which patients will have success. This is 

especially true in cases of elective induction, which have 

been estimated to account for up to 25% of all inductions 

(Glantz et al., 2003).  

Failed induction appears to be one factor that is 

responsible for the increasing cesarean delivery rate in this 

country (Luthy et al., 2004).  

Labor induction, whether medically indicated or 

elective, is associated with an increased risk of cesarean 

delivery, particularly in nulliparous women and women with 

an unfavorable cervix (Malmgren et al., 2004). 

These women have a significantly higher cesarean 

delivery risk than women in spontaneous labor. Thus, the 

state of the cervix (which includes form, consistency, 

position, and dilation) appears to exert the most significant 

influence on induced labor outcome and to be the most 

important factor when selecting an induction method (Bishop 

et al., 1964) . 

Nearly 75 years ago, Calkins et al (Calkins et al., 

1931) recognized the importance of cervical assessment in 

labor induction. For a number of years, pre-induction 

cervical assessment has been accomplished through the use 

of various scoring systems, with the Bishop score being most 

commonly used (Hughey et al., 1976) . 
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Although cervical assessment with the use of the 

Bishop score was described initially in its application to 

multiparous women, it has also been shown to predict 

induction success in nulliparous women (Vrouenraets et al., 

2005). 

Although the Bishop score remains recognized as a 

useful tool, some caregivers have voiced concerns about its 

accuracy. The length of the cervix cannot be measured 

precisely by digital examination, and the other parameters 

that are included in the score, such as consistency and 

position of the cervix, are to some extent subjective and 

imprecise (Watson et al., 1996). 

In addition to its subjectivity, the Bishop score has 

wide intra- and interobserver variations, and several recent 

studies have shown that it is a poor predictor of labor 

induction outcome (Hendrix et al., 1998).  

The definition of the cut-off value of an unfavorable 

cervix is not unanimous but most authors regard it as being a 

Bishop score of between 4 and 6 (Gabriel et al., 2002).  

Extensive evidence over the last 30 years has 

demonstrated the value of ultrasound in the prenatal 

diagnosis of fetal abnormalities and in the assessment of fetal 

growth and wellbeing. Recent studies suggest that ultra- 

sound may play an important role in the prediction of the 

time of onset of labor (Crane et al., 2006). 

In recent years, numerous studies have evaluated the 

possible role of transvaginal ultrasound examination of 

cervical length in the prediction of labor induction outcome 

(Yang et al., 2005). 
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Transvaginal ultrasonography is likely more 

objective than the Bishop score and has been shown to 

reduce intra- and interobserver variability (Jackson et al., 

1992). 

Some recent studies have reported that transvaginal 

sonographic assessment of the cervix may provide a more 

sensitive prediction of successful induction, compared to the 

Bishop score (Ware et al., 2000) However, the number of 

patients examined in these studies (n = 50 –109) was too 

small for definite conclusions to be drawn. 

Boozarjomehri et al. (Boozarjomehri et al., 1994) 

evaluated the association between transvaginal ultrasound 

assessment of the cervix and the outcome of labor induction. 

They concluded that ultrasound assessment of cervical 

factors, such as wedging, might be helpful in identifying 

patients who will have a successful labor induction despite an 

unfavorable digital examination. Since the publication of this 

article, many studies have been published on the subject.  

It has been well known that cervical funneling was 

associated with preterm labor and delivery. However, little is 

known about the association between the cervical funneling 

and labor induction (Vahratian et al., 2005).  

Although transvaginal ultrasonographic cervical 

measurement is quantitative, reproducible and easy to learn 

(Vahratian et al., 2005) studies demonstrate conflicting 

results, as some have reported cervical length to be predictive 

of successful labor induction (Vayssiere et al., 2002), while 

others have not found this association.  
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Aim of the work 

The aim of the study is to compare sonographically 

measured cervical length with the Modified Bishop score in 

determining the requirement for prostaglandin administration 

for preinduction cervical ripening in nulliparous at term.  
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Patients and methods 

This prospective randomized controlled study will 

include 182 consecutive women who will be admitted for 

induction of labor at term during the period from January 

2014 to January 2015 at Ain Shams university hospital, 

Cairo, Egypt. 

Inclusion criteria  
1. Nulliparous patients.  

2. Singleton pregnancy.  

3. Alive fetus with vertex presentation.  

4. Intact amniotic membranes. 

 5. Gestational age ≥ 37 weeks.  

6. Absence of labor pain.  

7. No previous uterine surgical procedures.  

8. No liquor abnormalities. 

9. Fetal weight < 4kg.   

Exclusion criteria  

1. Multiparous patients. 

2.  Non-vertex presentation.    

3. Previous uterine surgery.   

4. Multiple gestation.   

5. Premature rupture of membranes.   

6. Fetal or maternal complication that might cause  

cesarean section.   

7. Liquor abnormalities.   

8. Fetal weight > 4kg.   

 

All women will be informed about the aim of the 

study and give their informed consent.  

 


