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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
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typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Aim of the study: The assessment of the efficacy of pessary
in Preterm Birth (PB) prevention in patients with multifetal
pregnancies.

Material and methods: The retrospective cohort study was
conducted in the Perinatal Department of Gudushauri National
Medical Center from 2020 to 2024 and included 226 women
only with multifetal pregnancies and threatened PB. The
patients were divided into three groups: group I — 68 patients
who conceived naturally and a pessary was used to prevent
the preterm delivery; group II — 84 pregnant women after
assistive reproductive technologies (ART) and the treatment of
premature birth was also provided using a pessary; and group III
- 74 women with threatened preterm delivery in whom a pessary
was not used for the prevention. In all cases the pessaries were
inserted between 14-24 weeks of gestation. The difference was
statistically significant if P < 0.05.

Results: In group I, the frequency of late preterm delivery -
n=35 (51.47%) was statistically significantly higher compared
to moderate - n=24 (35.29%), very preterm - n=7 (10.29%) and
extremely preterm - n=2 (2.94%) delivery rates (P <0.001).
The same tendency was revealed as in patients after IVF and
pessary insertion, so in patients without pessary (P <0.001).
However, a statistically significant difference was not found
when comparing rates between groups (P>0.05).

Conclusion: The use of pessary in multifetal pregnancies
must be regarded as supportive therapy as it may prolong the
pregnancy, however, it does not prevent the preterm delivery.

Key words. Preterm birth, cervical insufficiency, multifetal
pregnancy, vaginal pessary.

Introduction.

Preterm birth (PTB), defined as birth before 37 completed
weeks of gestation (up to 36 weeks and 6 days), is one of the
most significant causes of perinatal morbidity and mortality
[1]. Premature birth contributes to the growing number of
intergenerational non-communicable diseases. According
to WHO data, there are 15 million premature births every
year. Spontaneous premature birth accounts for 65-70%
of all premature deliveries [2], iatrogenic preterm birth for
30-35% [3], one of ten newborns die from premature birth.
Approximately 900,000 newborns die from prematurity every
year. Complications of premature birth are cerebral palsy, lung
disease, blindness and deafness. Premature births are divided
into: Late preterm, born between 34 and 36 weeks of pregnancy;
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Moderately preterm, born between 32 and 33 weeks and 6 days
of pregnancy; Very preterm - between 28 and 31 and 6 days of
pregnancy; Extremely preterm — between 22 and 27 weeks and
6 days of pregnancy [4].

In 13 countries, the average annual rate of preterm birth
reduction decreased by 0.5% or more between 2010 and 2020.
Unfortunately, the yearly rate of premature births is increasing
in most countries. Georgia belongs to the same number of
them. Preterm birth was significantly more prevalent in twin
pregnancies than in singleton pregnancies in all categories
- 54.7% vs 6.1%, respectively, including extremely preterm -
3.6% vs 0.4%, very preterm - 18.2% vs 1.4% and late preterm
-33.0% vs 4.3% [5].

In 2020, the region with the highest preterm birth rate was
Southern Asia, with a prevalence of 13.2% (the highest being in
Bangladesh at 16.2%, followed by Malawi at 14.5%), compared
to fewer than 8% of preterm births in the regions of Eastern
Asia, Southeastern Asia, and Oceania (excluding Australia and
New Zealand). 20% of all preterm births worldwide, followed
by Pakistan, Nigeria, China, Ethiopia, Bangladesh, and the
Democratic Republic of the Congo. The high numbers of preterm
births in these countries and areas are, in part, a reflection of
their large population sizes, high numbers of total births, and
weaker health systems that are unable to deliver high-quality
family planning, antenatal care, and childbirth services to all
individuals who need them. With a preterm birth prevalence of
10% or higher persisting in some high-income countries and
areas, including Greece (11.6%) and the USA (10.0%), targeted
efforts are needed to identify the most affected groups and
determine and implement the most effective strategies to reduce
preterm birth in those populations [6].

Against the backdrop of a progressively declining birth rate in
Georgia, the problem of premature birth is very urgent. However,
a decreasing number of births was noted in 2019-2023, from
48296 to 40214. Unfortunately, there is a tendency towards an
increase in the number of premature births in Georgia in recent
years, from 7% to 10.39%. Premature birth is the main cause of
death (51%) and morbidity in Georgia [7].

Timely detection of the risk of premature birth, along with
adequate assessment and monitoring of pregnant women at
risk, as well as proper management of preterm birth prevention,
is an important contributor to improving the outcomes of its
prevention.

The causes of premature birth may be: Infection or
inflammation, ischemia or bleeding in the uteroplacental unit,



uterine overdistension, stress, and other immunologically
generated processes are a few causes of preterm labor.
Since a precise mechanism is usually impossible to identify,
explanations for premature labor have instead searched for
factors connected to preterm delivery but not necessarily in the
causation pathway [8].

The previous and ongoing obstetric history of the patient
(the complicated labor, multifetal pregnancy in the past, the
gestational age of pregnancy available at the time of diagnosis,
the frequency of uterine contractions, any bloody or liquid
vaginal discharge, associated with a violation of the integrity of
the amniotic sac) should be taken into account. The presence of
systemic diseases and the presence of the last episode of sexual
intercourse are important for diagnosing preterm birth.

A short cervix, as assessed by transvaginal ultrasound, is an
established risk factor for preterm birth [9]. The length of the
cervix using transvaginal ultrasound is one of the effective
methods for diagnosing the risk of preterm birth.

Despite the relevance of the problem of premature birth, there
are not many ways to solve this problem, and according to
Robert M. Califf: "It is tragic that scientific research and the
medical community have not yet found an effective treatment
shown to be effective in preventing preterm birth and improving
neonatal outcomes".

The increase in the number of multifetal pregnancies in the
world is associated with the development of ART [10,11].
Multifetal pregnancies account for ~1% of all pregnancies
but are seen in much higher numbers in populations where in
vitro fertilization (IVF) is a common practice [10]. According
to various authors, from 57% to 68% of premature births are
possible in multiple pregnancies [12,13].

The rate of caesarean deliveries is much higher in women
with multifetal pregnancies compared to those with a singleton
pregnancy. The incidences of anemia, preterm labor, gestational
diabetes mellitus, hypertensive disorders and post-partum
hemorrhage significantly increased with multifetal pregnancy. In
addition, multifetal pregnancy is associated with a significantly
higher rate of small-for-gestational-age infants, low birth weight
and neonatal intensive care unit admission [14].

Considering the serious consequences of premature birth in
social, physical, and economic aspects, the goal is to prolong
pregnancy as much as possible until a physiological, full-term
birth. Several drugs can delay preterm labor. 2022 Cochrane
network meta-analysis on tocolytics found all subclasses
(betamimetics, COX inhibitors, calcium channel blockers,
magnesium sulfate, oxytocin receptor antagonists, nitric oxide
donors), which are probably effective at delaying preterm birth
[14]. According to a systematic review, the cervical pessary has
shown potential effectiveness in the prevention of PB [15].

Given the limited options available for prolonging pregnancy
in the case of threatened preterm birth, all possible effective
measures should be utilized in our practice.

Considering all these circumstances, our study's aim became
the assessment of the efficacy of pessary in PB prevention in
patients with multifetal pregnancies.

Materials and Methods.

The retrospective cohort study was conducted in the Perinatal
Department of Gudushauri National Medical Center from 2020
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to 2024 and was approved by the local ethical committee.
Informed Consent was obtained from the patients. The study
included 226 women. The inclusion criteria were women with
multifetal pregnancies conceived as in natural cycle, so after
IVF, gestational age — 14-24 weeks, the threat of premature
birth, which was diagnosed due to shortening of the cervix
during ultrasound examination; The exclusion criteria were
the use of a cerclage on the cervix together with or without a
pessary, presence of confirmed rupture of amniotic fluid, allergy
or intolerance to pessary material, insertion of pessary after 24
weeks of gestation, iatrogenic preterm labor. The patients were
divided into three groups: group I — 68 patients who conceived
naturally and a pessary was used to prevent the preterm delivery;
group II — 84 pregnant women after IVF, and the treatment of
premature birth was also provided using a pessary; and group
IIT - 74 women with threatened preterm delivery (54 women
conceived naturally and 20 pregnant women after IVF) in whom
a pessary was not used for the prevention. The assessment of the
effectiveness of the pessary were: the outcome of the pregnancy,
the rate of prolongation of the pregnancy. Statistical analysis was
performed using the descriptive analysis, One-Way ANOVA
and the Crosstabulation test of the SPSS software package,
version 26.0 for Windows. The difference was statistically
significant if P < 0.05.

Results.

The mean age of patients in group I (28.69 + 5.18) was
statistically significantly different compared to group III (31.95
+ 7.40) (P =0.01) and there was no statistically significant
difference in patients’ mean age between groups I and II (30.62
+ 6.97, respectively) (P=0.178) and groups II and III as well
(P=0.423). The mean length of the cervix for all groups was
21.21 £ 3.17, and it was not statistically significantly different
when comparing between groups (group I —21.09 =+ 3.22; group
IT - 21.29 + 3.1; group III — 21.23 £ 3.26), P>0.05. The mean
gestational age of the pregnancy at the moment of the pessary
insertion was 19.49 = 3.23. In group I, the frequency of late
preterm delivery - n=35 (51.47%) was statistically significantly
higher compared to moderate - n=24 (35.29%), very preterm n=7
(10.29%) and extremely preterm n=2 (2.94%) delivery rates (P
<0.001). The same tendency was revealed in patients after IVF
and pessary insertion - late preterm delivery — n=45 (53.57%)
was statistically significantly higher compared to moderate —
n=26 (30.95%), very preterm — n=9 (10.71%) and extremely
preterm — n=4 (4.76%) delivery rates (P <0.001), also in group
IIT late preterm delivery — n=34 (45.95%) was statistically
significantly higher than the moderate PB —n=23 (31.08%), very
preterm —n=13 (17.57%) and extremely preterm — n=4 (5.41%)
delivery rates (P <0.001). However, a statistically significant
difference was not found when comparing preterm birth rates
between groups (P>0.05) (Table 1). But the most interesting
was the fact which we have revealed according to our results.
Comparing the gestational age between groups, we found out
that the frequency of deliveries at 36 weeks of pregnancy was
statistically significantly higher in the pessary groups compared
to group without pessary, P <0.001 (group I — 74.3% vs. group
T — 8.8 %; and group I1 - 51.1% vs. group III — 8.8%). In group
I the rate of stillbirth was statistically significantly lower than



the rate of livebirth (8.82% vs. 91.18, respectively), P <0.001;
Similarly, the rate of livebirth was statistically significantly
higher compared to stillbirth rate in groups II and III (group
IT - 91.9% vs. 8.3% and group III — 93.2% vs. 6.8%), P <0.001.
In our study, the prevalence of Cesarean Section, in total, was
statistically significantly higher compared to vaginal delivery
rate (91.15% vs. 8.85%), P <0.001. The highest rate of Cesarean
Section was found in the patients after IVF with pessary,
however, there was no statistically significant difference in
the surgery delivery rate while comparing between groups (P
= 0.280). The cervical pessary was not associated with any
harmful effects but was associated with a higher rate of vaginal
discharge, however its rate (n=83) was statistically significantly
lower compared to the number of patients without discharge
(36.7% vs. 63.3%, respectively) P < 0.001.

Table 1. Comparison of the preterm birth rates between the study
groups. There are no statistically significant differences between
groups (P > 0.05).

. Group 1 Group I1 Group II1
Preterm Birth n (%)p n (%)p n (%)p
Late 35(51.47) 45 (53.57) 34 (45.95)
Moderate 24 (35.29) 26 (30.95) 23 (31.08)
Very 7 (10.29) 9 (10.71) 13 (17.57)
Extremely 2 (2.94) 4 (4.76) 4(5.41)
Discussion.

Preterm birth refers to a delivery before the completion of 37
weeks of gestation. In 2020, an estimated 13.4 million babies
were born preterm [16] and across countries, the rate of preterm
birth ranges from 4—16% of babies. According to CDC data, the
preterm birth rate declined by 1% from 2021 to 2022, while it
was decreased by 10.4 % from 2020 to 2021. However, racial
and ethnic differences in preterm birth rates remain. In 2022,
preterm birth among Black women (14.6%) was about 50%
higher than White (9.4%) or Hispanic women (10.1%) [17].

Preterm labour is now thought to be a syndrome initiated by
multiple mechanisms, including infection or inflammation,
uteroplacental ischemia or hemorrhage, uterine overdistension,
stress, and other immunologically mediated processes [18].
Among those factors, the essentials are expecting multiples, as
approximately 60% of twins and triplets are born prematurely,
and problems with the uterus or cervix. However, often, no
cause is identified. There could also be a genetic influence [19].

The most serious are the consequences of the PB:
intraventricular hemorrhage remains a significant problem,
especially if associated with post-hemorrhagic hydrocephalus,
leading to long-term neurological impairment and decreased
survival. Necrotizing enterocolitis (NEC) is more common in
premature than in term newborns and is the most frequent cause
of short bowel syndrome in infancy. Retinopathy of prematurity
(ROP) remains a frequent cause of neurosensory impairment
for extremely premature newborns. Many extremely premature
newborns still develop bronchopulmonary dysplasia [20].
Preterm birth complications are the leading cause of death among
children under 5 years of age, responsible for approximately
900,000 deaths in 2019 [21]. Hence, preventing PB is crucial to
avoiding complications.
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Considering that the insufficiency of the cervix is the often
cause of PB, treating this issue remains important, and as it
was mentioned above, the majority of multifetal pregnancies
are characterized by preterm birth. Due to these reasons, we
decided to assess the efficacy of pessary in Preterm Birth (PB)
prevention in patients with multifetal pregnancies.

Vaginal pessaries have been used to prevent preterm birth since
1959 [22]. The cervical pessary is a relatively non-invasive,
not operator-dependent intervention, which can be easily
placed or removed in an outpatient clinic and does not require
anesthesia. According to Liem S. et al., available randomized
and nonrandomized studies indicate the potential effectiveness
of a cervical pessary in the prevention of preterm birth [23].

Similarly, in our study, the results have shown that the
pessary may support the pregnancy prolongation, as we have
revealed that the frequency of late gestational age - 34 weeks-
is statistically significantly higher in a group without pessary
compared to groups with pessary. Thus, we may consider that
the rate of extremely and very late preterm birth may be reduced
during pregnancy while using vaginal pessaries. However, in
one study, pessary showed inconsistent benefit.

The findings from our study align with those of Jin Z. et al.,
indicating that a pessary could prolong pregnancy and reduce
the rate of tocolysis and corticosteroids [24].

As it was shown in one meta-analysis, Progesterone was the
best intervention for preventing PB in singleton pregnancies
[25]. Although our study did not aim to assess the effectiveness
of combined therapy with pessary and hormonal treatment, it
must be mentioned that all patients in our study were prescribed
the hormonal treatment for PB prevention.

According to an updated systematic review and meta-analysis
by Xiong Y. et al., cervical pessary, compared with expectant
treatment, seemed to have no effectiveness in preventing
PB <34weeks among both singleton and twin pregnancies.
However, cervical pessary seemed to have the effectiveness
of reducing the risk of spontaneous PB before 28 weeks of
gestation. In addition, cervical pessary increased the rate of
vaginal discharge [26].

These findings match our results, as in our study, the use
of pessary decreased the prevalence of the very preterm and
extremely preterm birth, however, it did not increase the rate of
timely delivery. In addition, according to our data, the cervical
pessary was associated with a higher rate of vaginal discharge.

Our findings are different from the one study's results, where
fetal or neonatal/infant death occurred in 13.3% [9], while the
stillbirth rate in our research was 8%. However, the association
between pessary and antenatal or neonatal death remains
uncertain.

Regardless of the non-invasiveness of the pessary insertion,
the complications related to the insertion procedure and the
outcomes are crucial. Naeiji Z. et al., have revealed that the
use of cervical pessary after successful control of a threatened
preterm labor episode in women with short cervix can postpone
the labor significantly, leading to increased gestational age (till
timely birth) and improved neonatal outcome [27].

These data are different from our findings. Although in our
study the cervical pessary was not associated with any harmful
effects, but we did not find improved neonatal outcomes or the



increased term delivery rate. Nevertheless, according to one case
report, cervical pessaries can cause quite a serious complication
— rupture of the cervix during pregnancy [28].

However, according to several studies, the pessary is quite
easy to insert and remove and is well tolerated by the women
[29,30] and is not associated with adverse outcomes.

Our results are similar, as we did not find difficulties during
the pessary insertion and increased complications related to the
procedure.

Due to fact that at this time, there is inconclusive evidence
that cervical pessary use decreases the rate of preterm birth or
improves maternal or fetal outcomes for women at high risk
for PB, the Society for Maternal-Fetal Medicine recommends
that placement of cervical pessary, during pregnancy in aim to
decrease PB, can be used only in the context of a clinical trial or
research protocol [31].

Insertion of pessary for preventing preterm birth may increase
the rate of deliveries till 36 weeks of gestation, albeit, it does
not change extremely and very preterm births rates comparing
them in patients with and without pessaries, as we did not
find statistically significant difference between those values.
Nonetheless, our study has limitations, as all included patients
were prescribed the hormonal therapy, which maintains the
progression of pregnancy and thus may have an impact on our
results. However, data are controversial, and more large-scale
studies must be continued in this connection.

Conclusion.

The use of pessary in multifetal pregnancies must be regarded
as supportive therapy as it may prolong the pregnancy till 36
weeks of gestation, however, it does not prevent the preterm
delivery.
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A6cTpakT

Henas uccjeaoBaHus: ONPEACTHT 3P EKTUBHOCTD ITeccapuit
B TMPO(DWIAKTHKE ITPEKAECBPEMEHHBIX POJOB Y MAIMEHTOK C
MHOTOIUIOZHON OepEeMEHHOCTHIO.

Marepuanbl M MeTOAbI: PETPOCHEKTUBHOE KOTOPTHOE
HCCIIEIOBaHNE TPOBOAMIOCH B IlepHHATanBHOM OTAENEHUH
Haunonanenoro  Meauuunckoro  Ilentpa um.  akan.
I'yaymaypu ¢ 2020 mo 2024 rox u BKIO4ano 226 >KEHIIHH
HCKITFOYUTENFHO C MHOTOIDIOAHOM O€peMEHHOCTHIO U C YTPO30H
MIPeXXIEBPEMEHHBIX pojoB. IlanmenTkn ObUTH pacrpeneneHs
B Tpex rpymmax: rpynmna [ — 68 >keHmuH 3a0epeMeHeBIINX B
HaTypaJIbHOM IUKJIE y KOTOPBIX OBLI HCIIOIb30BaH aKyIIEPCKUH
neccapuil sl MPOQUIAKTUKH TPEXKICBPEMEHHBIX POJOB;
rpymma Il — 84 xeHmMH 3a0€peMEHEBIINX B CIEICTBHU
MIPUMEHEHHS BCIIOMOTATEIbHBIX PEMPOAYKTHBHBIX TEXHOIOTHH
(BPT) m nmns mpenoTBpamieHHss Yrpo3bl IMPEKACBPEMEHHBIX
poIoB Taxke OBII MpHWMEHEH Imeccapuii; u rpymma 11 — 74
OEpEMEHHBIX C YTPO30i MPEKAEBPEMEHHBIX POAOB, Y KOTOPHIX
He MpHUMEHSUICA Teccapuii. Bo Bcex ciryuasx meccapuu ObuIH
HCTIOJB30BaHHI B cpoke 14-24 Hemenn GepeMeHHOCTH. Pa3Huia
Obl1a cTaTucTHUecKui 3HaunMa e P < 0.05.

Pe3yabTarsl: Brpymmne [ 4acToTa mo3aHUX MPEXIEBPEMEHHBIX
poroB - n=35 (51.47%) OblL1a CTATHCTUYECKUI 3HAYNMO BBIIIIC
10 CPAaBHEHHUIO C yMepeHHO - n=24 (35.29%), riy6oko - n=7

10

(10.29%), sxcrpemanbHo - n=2 (2.94%) mnpexaeBpeMEHHbIX
pomos (P <0.001). AHanorn4yHas TCHICHIUS ObLIa COXpAaHCHA Y
nanuenTok nocyie BPT ¢ neccapuii u xeHmumH 6e3 aKymepckux
meccapuit (P <0.001). OmHako, CTaTUCTHYCCKHMHA 3HAYMMAs
pasHMIla HE BBIIBWIACH B IIOKAa3aTeNIIX IPEKAEBPEMEHHBIX
POJIOB IIpH CpPaBHHUBAHMU UX Mexay rpynnamu (P>0.05).
3akJ0ueHHe: TPUMCHEHHWE T[IeCCapuii Yy JKeHIIMH ¢
MHOTOIIJIOAHOW OepeMEHHOCTBI0 MOXET OBITh PAacCMOTPEHO
B KauecTBE BCIIOMOTATENbHOW TEpanmuy TaK Kak Ieccapui
CIIOCOOCTBYET NPOJOHTHPOBAHUIO OEPEMEHHOCTH, XOTS HeE
MIPEAOTBpalIaeT MpexaeBpeMeHHbIe posibl. KirloueBble ciioBa:
[IpexxneBpeMeHHbIE POABI, HEOCTATOYHOCTh INEHKH MAaTKH,
MHOTOIIJIOAHAs] OEpEeMEHHOCTh, BarMHAJIBHBINA IIeCCapHid.
BLEGsIBHOo

33eg30L  JoBsbo:  3530bsErm@o  Lsdgebem  3glatools
99%39JGH056MdOL  Fgxzoligds  Boss®gzo  dIMdOSOMBOL
36939630500 96535¢bsgmx30560 MEOLYIEMIOL EOMU.

3sLoegdo ©>  dgomgdo: M9GOML3gdEGH Mo,

3m3mOGMwo 33935 BoGom©s 0 dsrycol
Lobgemdol  ghmgbmmo  bsdgogobm  396@®0L

396M0b5@ 5o 49bgmgomgdol  dsbsbg  2020-2024
09. 33wgzsdo BsOowyewo oym 226 doewo  dbmenrm
96535bogmn0sbo  mOLMEMdom s  IMbOwMm©byo
BooMg30  dTMB0sMMBOL  BododOHMgdom. 35309063700
©50Ym o3 XaRo: Xaxzo I — 68 Joawo, G™Igwoms
MOLMEMBS PIOYPS BODOMEMYOYHO FHOM s bs5EMI30
d0md0smMdOL 309396300l doBbom  99dmygbgdyem
0d6s Lodgobm 3gloMos; xawgo II — 84 mEOLwwo ob
3040 3bsgmxz09mgdol 9909y,  OMIYdmbog
ob9g39 398mygbgden ogm Lsdgobm 3gla®mos bssMg3zo
d3mB05MmMdOL 309396300L dobbom; s xamxo III - 74
MO0 3gbsMool 450M93g. yzgers dgdmbgggzsdo 3gLotos
Bo0@as MmOLMEMdol 14-24 3306008 3500DY. Lb3oMmds
396bowE 0dbs LGsBHOLEH03MNMo© La®fdmbmo vy P <
0.05.

990003900: 306039 xamxndo  a30560  bos®g3z0
9d3mB05MmMdoL Lobdomy - n=35 (51.47%) LEHGOLEIWMS©
Lo®(ombm Fomowo ogm BmdogH - n=24 (35.29%),
stgme - n=7 (10.29%) ©s doe0sb s5MgMe - n=2
(2.94%) 98MdOsMMdsMS LobJoGglomsb FgsMgdoo (P
<0.001). 02039 G9b9bE0s 9500b0dbs 3530963 g0do 0b
30¢OM 2oboymn096Hxdol 9999y, H™MIgewms 9gdmbggzsdo
390mygbgd Mo ogm  3gboMos s sbg3g  MmOLERgddo
39LoMool qo69dg (P <0.001). 0md3s, LEIGOLEGH0IMGS©
LoOHombm  bbgomds o6  250mgwobs  dsB3969degdol
39056Mm930LsL XaB9dL dmeol (P >0.05).

©ol33bs:  IMogombogmazosbo  MmOLWWMdOL  EOML
153996 3qLaGool  45dmygbgds Tgbodgrms  gobbogrwem
0dbgl  OMymOE  ©sIHTsMY  0gM5305, 30bs0EsD ol

obobyMmdogqdl  MmOLYEMBLL,  0Mdgs 90 sbgbl
BooM930 FdMdoOMdOL 3601939630L.

b533960M boGYyzgoo: BosMgzo d9Md0sMmMBY,
15930MLbML  ggeols  ¢305GOLMBS,  MEOLMEEMDY,
3520650 MMH0 39L56Mm0
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