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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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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; 

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, 
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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 
III - 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 
II – 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 
III 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 
III – 8.8 %; and group II – 51.1% vs. group III – 8.8%). In group 
I the rate of stillbirth was statistically significantly lower than 

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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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 
II - 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).

Preterm Birth Group I
n (%)

Group II
n (%)

Group III
n (%)

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.

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 <34 weeks 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 
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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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Абстракт
Цель исследования: определить эффективность пессарий 

в профилактике преждевременных родов у пациенток с 
многоплодной беременностью. 

Материалы и методы: ретроспективное когортное 
исследование проводилось в Перинатальном отделении 
Национального Медицинского Центра им. акад. 
Гудушаури с 2020 по 2024 год и включало 226 женщин 
исключительно с многоплодной беременностью и с угрозой 
преждевременных родов. Пациентки были распределены 
в трех группах: группа I – 68 женщин забеременевших в 
натуральном цикле у которых был использован акушерский 
пессарий для профилактики преждевременных родов; 
группа II – 84 женщин забеременевших в следствии 
применения вспомогательных репродуктивных технологий 
(ВРТ) и для предотвращения угрозы преждевременных 
родов также был применен пессарий; и группа III – 74 
беременных с угрозой преждевременных родов, у которых 
не применялся пессарий. Во всех случаях пессарии были 
использованы в сроке 14-24 недели беременности. Разница 
была статистический значима если P < 0.05.

Результаты: в группе I частота поздних преждевременных 
родов - n=35 (51.47%) была статистический значимо выше 
по сравнению с умеренно - n=24 (35.29%), глубоко - n=7 

(10.29%), экстремально - n=2 (2.94%) преждевременных 
родов (P <0.001). Аналогичная тенденция была сохранена у 
пациенток после ВРТ с пессарий и женщин без акушерских 
пессарий (P <0.001). Однако, статистический значимая 
разница не выявилась в показателях преждевременных 
родов при сравнивании их между группами (P>0.05). 

Заключение: применение пессарий у женщин с 
многоплодной беременностью может быть рассмотрено 
в качестве вспомогательной терапии так как пессарий 
способствует пролонгированию беременности, хотя не 
предотвращает преждевременные роды. Ключевые слова: 
Преждевременные роды, недостаточность шейки матки, 
многоплодная беременность, вагинальный пессарий.

აბსტრაქტი
კვლევის მიზანი: ვაგინალური სამეანო პესარიის 

ეფექტიანობის შეფასება ნააადრევი მშობიარობის 
პრევენციაში მრავალნაყოფიანი ორსულობის დროს. 

მასალები და მეთოდები: რეტროსპექტული, 
კოჰორტული კვლევა ჩატარდა ღუდუშაურის 
სახელობის ეროვნული სამედიცინო ცენტრის 
პერინატალური განყოფილების ბაზაზე 2020-2024 
წწ. კვლევაში ჩართული იყო 226 ქალი მხოლოდ 
მრავალნაყოფიანი ორსულობით და მოსალოდნელი 
ნაადრევი მშობიარობის საშიშროებით. პაციენტები 
დაიყო სამ ჯგუფად: ჯგუფი I – 68 ქალი, რომელთა 
ორსულობა დადგა ფიზიოლოგიური გზით და ნაადრევი 
მშობიარობის პრევენციის მიზნით გამოყენებულ 
იქნა სამეანო პესარია; ჯგუფი II – 84 ორსული ინ 
ვიტრო განაყოფიერების შემდეგ, რომლებთანაც 
ასევე გამოყენებულ იყო სამეანო პესარია ნაადრევი 
მშობიარობის პრევენციის მიზნით; და ჯგუფი III – 74 
ორსული პესარიის გარეშე. ყველა შემთხვევაში პესარია 
ჩაიდგა ორსულობის 14-24 კვირის ვადაზე. სხვაობა 
განხილულ იქნა სტატისტიკურად სარწმუნოდ თუ P < 
0.05.

შედეგები: პირველ ჯგუფში გვიანი ნაადრევი 
მშობიარობის სიხშირე - n=35 (51.47%) სტატისტიკურად 
სარწმუნოდ მაღალი იყო ზომიერ - n=24 (35.29%), 
ადრეულ - n=7 (10.29%) და ძალიან ადრეულ - n=2 
(2.94%) მშობიარობათა სიხშირესთან შედარებით (P 
<0.001). იგივე ტენდენცია აღინიშნა პაციენტებში ინ 
ვიტრო განაყოფიერების შემდეგ, რომელთა შემთხვევაში 
გამოყენებული იყო პესარია და ასევე ორსულებში 
პესარიის გარეშე (P <0.001). თუმცა, სტატისტიკურად 
სარწმუნო სხვაობა არ გამოვლინდა მაჩვენებლების 
შედარებისას ჯგუფებს შორის (P >0.05). 

დასკვნა: მრავალნაყოფიანი ორსულობის დროს 
სამეანო პესარიის გამოყენება შესაძლოა განხილულ 
იქნეს როგორც დამხმარე თერაპია, ვინაიდან ის 
ახანგრძლივებს ორსულობას, თუმცა არ ახდენს 
ნაადრევი მშობიარობის პრევენციას.

საკვანძო სიტყვები: ნაადრევი მშობიარობა, 
საშვილოსნოს ყელის უკმარისობა, ორსულობა, 
ვაგინალური პესარია
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