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Background & Objective: Pessary is a silicone, rubber or plastic device, available 

in different shapes and sizes, which may prevent preterm labor in some pregnant 

women. 

Materials & Methods: We enrolled >18-year-old women with gestational age between 24 

weeks and 0 days to 34 weeks and 0 days, admitted to hospital with signs/symptoms of 

preterm labor (threatened preterm labor) and shortened cervical length (<25 mm in 

ultrasound measurement). Included subjects were randomly allocated to 2 groups. In first 

group a cervical pessary was placed for patient in lithotomy position. In second group no 

pessary was inserted and patients received only the routine standard institutional treatments. 

Results: Demographic characteristics, Body Mass Index, mean cervical length, parity 

status, fertilization type (natural, assisted) and route of delivery had no statistically 

significant difference in 2 studied groups. Although gestational age at which patient had 

experienced her first preterm labor episode was similar in 2 groups, gestational age at 

delivery was higher in pessary group compared with expectant management group (38.64 

weeks versus 35.80 weeks which was statistically significant). Neonatal outcome 

measures (like rate of respiratory distress, orotracheal intubation, low birth weight, NICU 

admission, fetal death, etc.) were better (statistically significant) in pessary group.  

Conclusion: Using 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 and improved neonatal outcome. 
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Introduction

Birth before 37 completed weeks of gestation (259 

days), defined as preterm birth, is seen in about 5%-

10% of all pregnancies and impose a substantial risk of 

neonatal mortality and morbidity, permanent life-long 

disabilities (like cerebral palsy) and considerable 

economic cost to health system (1-3).  

Although about half of preterm births and two thirds 

of extreme preterm births (birth before 28 weeks) occur 

spontaneously (4,5), there are some well-defined 

maternal/fetal risk factors which can put the fetus in the 

way of preterm labor. Cervical incompetence usually 

presented as a short cervix (cervical length ≤25 mm in 

second trimester of pregnancy measured by trans-

vaginal ultrasound scan) is a major risk factor for 

preterm birth and can predict the probability of preterm 

labor onset in apparently normal singleton pregnancies 

and is a cause of about 20% of premature deliveries 

(6,7). 

Both surgical (cerclage) and medical methods (bed 

rest, tocolytics and/or hormone administration) are 

used to manage the cervical incompetency. Pessary is 

a silicone, rubber or plastic device, available in 
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different shapes and sizes, which prevents preterm 

labor in some patients by different mechanisms like 

closing the internal cervical ostium (by bending the 

cervix posteriorly), compressing the cervical canal, 

protecting the cervical mucus plug, maintaining the 

immuno-microbiological barrier between the chorio-

amnion membrane and extraovular space. Pessary 

insertion is a simple, relatively non-invasive procedure 

requiring no anesthesia or sedation (8). 

Although mechanical devices (like pessary, rings, 

balloons, etc.) have been used to close the cervix from 

50 years ago (9), their efficacy in prevention of preterm 

labor is not so clear yet. Some studies have shown a 

significant reduction in preterm labor rate after placing 

the pessary in cervix but other studies have found no 

efficacy.  

This randomized clinical trial evaluates the bene-

ficial effects of cervical pessary in decreasing the rate 

of preterm labor in women with singleton pregnancy 

and shortened cervix. 

 

Materials and Methods 

Setting and Design  

This prospective open-labeled randomized clinical 

trial was performed in a referral teaching hospital with 

annual census of 40,000. Cases were included 

conveniently between May 2018 and December 2019 

in accordance with the Declaration of Helsinki (1989) 

after obtaining the informed written consent from the 

patients. Institutional ethics committee approved our 

study (Code: IR.SBMU.RETECH.REC.1396.460). We 

have registered our study in IRCT.ir with the 

registration code of IRCT20180819040830N3 in 2020-

04-29 (link: https://irct.ir/user/trial/45855/view).  

Participants  

All >18-year-old women with singleton pregnancy 

admitted in hospital with diagnosis of preterm labor 

were assessed for eligibility. Preterm labor was defined 

as the presence of regular painful uterine contractions 

documented on fetal heart monitoring with frequency 

of 3 or more contractions in every 20 minutes leading 

to cervical changes (dilatation, effacement and short-

ening in ultrasound study measurement).  

We enrolled patients with gestational age between 24 

weeks and 0 days to 34 weeks and 0 days and shortened 

cervical length. Gestational age was calculated using 

the date of the first day of last menstrual period 

(confirmed by measuring the crown-rump length of 

fetus in first-trimester ultrasound scan). Shortened 

cervical length was defined as cervical length ≤25 mm 

measured by transvaginal ultrasound scan in supine 

position using vaginal probe and calculating the 

distance between internal os and external os with 

straight and/or curve line.  

We excluded cases with major fetal abnormalities, 

fever or any other clinical findings in favor of chori-

oamnionitis and placenta previa as well as women with 

normal cervical length and women who had not 

responded to the routine standard treatments of preterm 

labor and were experiencing continued signs and 

symptoms of preterm labor after 48 hours of admission. 

We also excluded women with vaginal bleeding or 

signs of ruptured membranes.  

Interventions and Measurements  

The patients were admitted and treated with bed rest, 

hydration, tocolytics, corticosteroids and/or magn-

esium sulfate (if indicated), antibiotics for vaginal 

infection (is suspected), etc. All of them were followed 

up during their hospital admission. If the signs and 

symptoms of preterm labor were alleviated after at least 

48 hours of admission and patients were scheduled for 

discharge, they were included in study and randomly 

allocated to 2 groups after obtaining the informed 

written consent and verifying that the cervical length is 

<25 mm yet (by repeated ultrasound measurement). 

Included patients with gestational age between 24 

weeks and 0 days to 34 weeks and 0 days and shortened 

cervical length were randomized to 2 groups. 

Randomization was based on the discharge sequence 

and we used block randomization with computer 

generated blocks of 4.   

In first group (pessary group), a cervical pessary 

(Milex® Pessary, CooperSurgical co, NewYork, USA) 

with proper size was placed for the patient in lithotomy 

position. In second group (control group), no pessary 

was inserted and patients received only the routine 

standard institutional treatments prescribed for women 

with preterm labor. 

All patients received routine standard care for 

preterm labor prevention and our study didn’t affect the 

routine prenatal care provided for patients with history 

of treated threatened preterm labor. Demographic 

characteristics and data about the parity, baseline and 

delivery time gestational age, method of fertilization, 

route of delivery and patient’s drug history were 

collected and compared in 2 groups.  

Outcome Measures  

Primary outcome was giving birth after 37 weeks of 

gestation. Possible side effects of pessary (including 

vaginal discharge, pessary descent, urinary tract 

infection, sepsis, cervical necrosis, severe pelvic pain 

or discomfort) and spontaneous preterm birth before 34 

weeks were considered as secondary outcomes. Fetal 

outcomes including neonatal birth weight, rate of fetal 

death, orotracheal intubation, respiratory distress, 

NICU admission, intra-ventricular hemorrhage, necro-

tizing enterocolitis and retinopathy of prematurity were 

also considered as secondary outcome measures.  

Data Analysis  

Descriptive statistics were presented as minimum, 

maximum, mean and standard deviation. Student t-test 
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and Chi-square were used to compare means. We 

considered P-value<0.05 as significant. Statistical 

analysis was performed on intention-to-treat basis. All 

analyses were performed using SPSS, version 18 

(SPSS, Inc., Chicago, IL., USA). 

 

Results 

A total of 159 subjects, admitted to hospital with 

signs and symptoms of preterm labor, were assessed 

for eligibility while 18 of them refused to participate in 

the study and 41 cases were excluded. Finally 100 

women were included and randomized. CONSORT 

diagram showing the participants flow in the study is 

illustrated in Figure 1.  

Of the subjects, 38 in pessary group and 36 in control 

group were nulliparous. There was no statistically 

significant difference between 2 groups in terms of 

parity status (P=0.60). Of the 50 women in pessary 

group, 47 and of the 50 women enrolled into the control 

group, 48 had natural fertilization. In pessary group and 

control group, 3 and 2 women respectively had 

received assisted reproductive treatments (P=0.98). 

Route of delivery had no statistically significant 

difference in both studied groups (P=0.06) as 40 

women in pessary group and 46 women in control 

group had natural vaginal delivery. Demographic data 

and basic characteristics were similar in both studied 

groups (Table 1).  

Gestational age at delivery time was 38.64 (±1.01) in 

pessary group and 35.80 (±1.89) in control group with 

expectant management which shows a statistically 

significant difference (P=0.00). Although minimum 

baseline gestational age (gestational age at which 

patient had experienced her first preterm labor episode 

and was enrolled in study) was similar in both groups; 

gestational age at delivery was higher in pessary group 

than expectant management group (38.64 weeks versus 

35.80 weeks, which was statistically significant) (Table 

2). Mean time between enrolling in study (time of 

controlling the episode of preterm labor) and delivery 

was higher in pessary group than control group (9.14 

versus 6.38 weeks which also was statistically 

significant) (Table 1).  

 

 

Table 1. Comparison of basic data in 2 groups 

Variable 

Pessary group (n=50) Control group (n=50) 
P-

value* Minimum Maximum 
Mean 

(SD) 
Minimum Maximum Mean (SD) 

Age, years old 18 38 
28.14 

(4.72) 
18 39 27.02(5.03) 0.56 

Body Mass Index, 

kg/m2 
18.23 30.12 

25.90 

(2.52) 
19.43 30.98 25.14 (3.21) 0.04 

Cervical length, mm 8 24 18.36 (4.3) 6 24 18.83 (4.4) 0.32 

Baseline gestational 

age, weeks 
25 33 

29.64 

(2.66) 
24 33 29.46(2.83) 0.23 

Gestational age at 

delivery, weeks 
32 39 

38.64 

(1.01) 
28 40 35.80 (1.89) 0.00 

Time between study 

inclusion and 

delivery, n (%) 

6 12 9.14 (2.54) 1 14 6.38 (5.84) 0.00 

Fetal birth weight (g) 1850 3700 
3102.00 

(325.13) 
660 3600 

2663.30 

(723.50) 
0.04 

*Student’s t-test, P<0.05 is significant 

Table 2. Comparison of Pessary complications  

  
Pessary group 

(n=50) 

Control group 

(n=50) 
P-value* 

Adverse effects of 

pessary 

Vaginal discharge, n (%) 18 (36) 6 (12) 

0.02 

Itching/burning sensation 0 (0) 0 (0) 

Smelling odor 0 (0) 0 (0) 

Vaginal discomfort or pain, n (%) 1(2) 3 (6) 

Urinary/vaginal infection, n (%) 1(2) 2 (4) 

Pessary descent, n (%) 0 (0) 0 (0) 

Neonatal outcome 

Respiratory distress, n (%) 1(2) 22 (44) 

 

0.00 

Orotracheal intubation, n (%) 0 (0) 14 (28) 

Low birth weight, n (%) 1(2) 11(22) 

Birth before 34 weeks 1(2) 8 (16) 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858694/table/T1/
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Pessary group 

(n=50) 

Control group 

(n=50) 
P-value* 

NICU admission, n (%) 1(2) 4 (8) 

Intra-ventricular hemorrhage, n (%) 0 (0) 3 (6) 

Fetal death, n (%) 0 (0) 3 (6) 

Necrotizing enterocolitis, n (%) 0 (0) 2 94) 

*Chi-Square test, P<0.05 is significant 

 

 

Figure 1. CONSORT diagram showing participants flow in study 

 

Discussion 

According to recent studies, making efforts to find 

safe and effective medical or surgical intervention to 

decrease the rate of preterm birth is an “urgent need”, 

especially in low-income countries. Multi-country 

analyses have shown that if all currently available 

diagnostic and therapeutic modalities be implemented 

properly in women at risk of preterm labor (including the 

women with short cervical length), rate of preterm birth 

will decrease just as 5% (10). Effective therapeutic 

interventions are even more limited in primigravid 

women with gestational age >24 weeks experiencing a 

threatened preterm labor (as even the cerclage is usually 

used in women with repeated abortion and suspected or 

documented cervical incompetence in gestational age 

<24 weeks).  

Our study showed that using cervical pessary after 

successful control of a threatened preterm labor episode 

in women with short cervix can postponed the labor 

significantly (leading to increased gestational age and 

improved neonatal outcome). Mean time between cont-

rolling the “threatened preterm labor” and “delivery” 

was about 3 weeks longer in patients with pessary than 

patients with control (9.14 versus 6.38 weeks). These 3 

weeks of gestational age prolongation is very crucial for 

fetal growth and developmental processes and decreases 

the mortality and morbidity rate in neonates.  

While most of available studies have focused on cases 

with repeated preterm labor/abortion, we studied the 

cases with treated first episode of threatened preterm 

labor. There are very limited number of studies in this 



199 Pessary in Preterm Labor 

      Volume 6, Fall 2021       Journal of Obstetrics, Gynecology and Cancer Research 

subgroup of patients. An important recent study 

regarding this case is the study by Pratcorona et al., 

where 357 pregnant women with gestational age 

between 24 weeks and 0 day and 33 weeks and 6 days 

and controlled threatened preterm labor (not delivered 

48 hours after beginning the signs and symptoms) who 

had also a short cervix were randomly allocated to 

cervical pessary or routine management groups. 

Spontaneous birth rate <28 weeks, <34 weeks and <37 

weeks and neonatal outcome were compared and it was 

reported that spontaneous birth rate in gestational age of 

<34 weeks was similar in pessary and routine mana-

gement groups but spontaneous birth in <37 weeks was 

less (statistically significant) in pessary group than the 

routine management group (14.7% versus 25.1%) 

(P=0.01). Threatened preterm labor recurrence, and the 

preterm premature rupture of membranes rate were also 

lower (statistically significant) in pessary carriers. The 

most common adverse reaction of pessary insertion was 

vaginal discharge seen in 36% of our patients which was 

similar to the findings of Pratcorona et al. who reported 

having moderate amount of white inodorous vaginal 

discharge as the most common complication in pessary 

group followed by “feeling the pessary inside the 

vagina” (seen in about 20% of patients) (11). Other stud-

ies have also shown that increased vaginal discharge 

(mainly due to foreign body irritation of vaginal mucosa 

and not an infection) is seen in about 50% of pessary 

users (12-13). No cases of pessary descent were seen in 

our study and the study by Pratcorona and “tolerability” 

was not an issue in both studies. We did not evaluate the 

patient satisfaction but Pratcorona et al. reported that the 

majority of studied women would recommend using this 

intervention to prevent the preterm labor to the other 

patients.  

There are similar studies showing the efficacy and 

safety of pessary insertion in postponing the labor in 

women with a singleton pregnancy and short cervical 

length. For example, in the study of Goya et al. which 

was carried out in 5 hospitals in Spain on singleton 

pregnant women with cervical length of ≤25 mm, 

cervical pessary insertion was compared with expectant 

management and it was shown that pessary can 

significantly reduce the rate of spontaneous delivery 

before 34 weeks (6% versus 27%) with no adverse effect 

(14). 

There are also some studies showing no beneficial 

effect of pessary insertion in decreasing the preterm 

labor rate. For example, in a clinical randomized trial on 

935 women with a singleton pregnancy and shortened 

cervix, Nicolaides et al. showed that cervical pessary 

insertion and expectant management have similar effect 

of preterm prevention and pessary cannot reduce the 

preterm birth rates before 34 weeks (12% of premature 

parturition with pessary use, and 10.8% without any 

intervention) (15). In another study on 108 Chinese 

women with singleton pregnancy and a cervical length 

less than 25 mm at 20-24 weeks of gestation it was also 

shown that 9.4% of women in pessary group and 5.5% 

of women in expectant management group gave birth to 

their neonates before 34 weeks of gestational age which 

demonstrated no statistically significant difference (16). 

These results were confirmed by a multicenter open-

label clinical trial in Netherlands, in which 166 pregnant 

women with gestational age between 24 and 34 weeks 

and an arrested episode of threatened preterm labor who 

had documented and short cervix in their ultrasound scan 

assessments, were randomized to pessary and control 

groups. It was shown that pessary insertion could not 

decrease the rate of preterm birth (<37 weeks) 

significantly (17). 

Our study was done on singleton pregnancies. Data on 

twin pregnancies is also conflicting. For example, in a 

randomized clinical trial on 132 pregnant women with a 

short cervix and twin pregnancy who had not delivered 

48 hours after a threatened preterm labor episode onset 

with primary outcome of decreasing the rate of spon-

taneous birth before 28, 34 and 37 weeks, it was 

expressed that spontaneous preterm birth before 34 

weeks was lower (statistically significant) in pessary 

group compared with the routine management group 

(16.4% versus 32.3%). Low birth weight was also less 

(statistically significant) in neonates of women in pess-

ary group. In this study there was no statistically signi-

ficant difference in preterm birth rate <28 weeks or be-

tween 34-37 weeks between the 2 groups (18). Another 

clinical trial on 137 pregnant women with twin preg-

nancy and a sonographic cervical length ≤25 mm also 

showed that using pessary can significantly decr-ease 

the <34 weeks birth rate (19). The recent trial by Nicol-

aides et al., in which 1180 women with a twin pregnancy 

without a specific cervical length cut-off were allocated 

to a pessary or expectant management gr-oup, found no 

effect of a cervical pessary on preterm birth rates <34 

weeks =and adverse neonatal outcome (20).  

We evaluated the symptomatic women who had 

experienced one episode of threatened preterm labor but 

there are some other studies of asymptomatic women. 

As Saccone et al. evaluated the role of pessary in 

decreasing the preterm birth in <34 weeks on 300 

asymptomatic women with singleton pregnancies, no 

preterm birth history and cervical lengths of ≤25 mm and 

reported that use of a cervical pessary could decrease the 

rate of spontaneous preterm birth at <34 weeks of 

gestation (21). While in another study on asymptomatic 

women with short cervical length, Dugoff et al. studied 

121 women randomized to 2 groups (pessary, no-

pessary) and showed no statistically significant 

difference between the 2 groups in preterm birth in 

< 37 weeks, <34 weeks and <28 weeks and also in 

gestational age at delivery, fetal birth weight and adverse 

neonatal outcome (22). 

 

Limitations  

We studied singleton symptomatic women. Other 

studies on asymptomatic women or women with 

multiple pregnancies may be beneficial. The confli-

cting results on the efficacy of cervical pessary inser-

https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Dugoff%2C+L
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tion in decreasing the rate of preterm birth in different 

studies showed that other complementary studies are 

needed to more precisely evaluate the role of pessary 

in different subgroups of pregnant women.  

 

Conclusion 

Using 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 and improved neonatal 

outcome). 

 

Acknowledgments 

The authors have no acknowledgement. 

 

Conflict of Interest 

The authors declared no conflict of interests. 

 

 

References 

1. Lumley J. Defining the problem: the 

epidemiology of preterm birth. BJOG: Int J 

obstetrics Gynaecol 2003;110 Suppl 20:3‐7. 

[DOI:10.1046/j.1471-0528.2003.00011.x] 

2. Blencowe H, Cousens S, Oestergaard MZ, Chou 

D, Moller AB, Narwal R, et al. National, 

regional, and worldwide estimates of preterm 

birth rates in the year 2010 with time trends since 

1990 for selected countries: a systematic analysis 

and implications. Lancet. 2012; 379(9832):2162-

72. [DOI:10.1016/S0140-6736(12)60820-4] 

3. Mwaniki MK, Atieno M, Lawn JE, Newton CR. 

Long-term neurodevelopmental outcomes after 

intrauterine and neonatal insults: a systematic 

review. Lancet. 2012; 379(9814):445-52. 

[DOI:10.1016/S0140-6736(11)61577-8] 

4. Goldenberg RL, Culhane JF, Iams JD, Romero R. 

Epidemiology and causes of preterm birth. 

Lancet. 2008; 371(9606):75-84. 

[DOI:10.1016/S0140-6736(08)60074-4] 

5. Romero R, Dey SK, Fisher SJ. Preterm labor: one 

syndrome, many causes. Science. 2014; 

345(6198):760-5. 

[DOI:10.1126/science.1251816] [PMID] 

[PMCID] 

6. Owen J, Hankins G, Iams JD, Berghella V, 

Sheffield JS, Perez-Delboy A, et al. Multicenter 

randomized trial of cerclage for preterm birth 

prevention in high-risk women with shortened 

midtrimester cervical length. Am J Obstet 

Gynecol. 2009; 201(4):375.e1-8. 

7. Grzonka DT, Kazmierczak W, Cholewa D, 

Radzioch J. Herbich cervical pessary--method of 

therapy for cervical incompetence and 

prophylaxis of prematurity. Wiad Lek. 2004; 

57(1):105-7. 

8. Arabin B, Alfirevic Z. Cervical pessaries for 

prevention of spontaneous preterm birth: past, 

present and future. Ultrasound Obstet Gynecol. 

2013; 42(4):390-9. [DOI:10.1002/uog.12540] 

[PMID] [PMCID] 

9. Cross RG. Treatment of Habitual Abortion Due 

to Cervical Incompetence. Lancet. 1959; 127. 

[DOI:10.1016/S0140-6736(59)92242-1] 

10. Chang HH, Larson J, Blencowe H, Spong CY, 

Howson CP, Cairns-Smith S, et al. Preventing 

preterm births: analysis of trends and potential 

reductions with interventions in 39 countries with 

very high human development index. Born Too 

Soon preterm prevention analysis group. Lancet. 

2013; 381(9862):223-34. [DOI:10.1016/S0140-

6736(12)61856-X] 

11. Pratcorona L, Goya M, Merced C, Rodó C, 

Llurba E, Higueras T, et al. Cervical pessary to 

reduce preterm birth <34 weeks of gestation after 

an episode of preterm labor and a short cervix: a 

randomized controlled trial. Am J Obstet 

Gynecol. 2018; 219:99.e1-16. 

[DOI:10.1016/j.ajog.2018.04.031] [PMID] 

12. Jorde A, Kastli K, Hamann B, Pockrandt H. 

Changes in the vaginal flora caused by supporting 

pessary treatment in pregnancy. Zentralblatt fur 

Gynakologie. 1983; 105(13):855‐7. 

13. Havlik I, Stasek K, Franek B, Havlikova S. 

Vaginal flora during supportive therapy using a 

pessary in pregnancy. Ceskoslovenska 

Gynekologie.1986; 51:258‐9. 

14. Goya M, Pratcorona L, Merced C, Rodó C, Valle 

L, Romero A, et al. Cervical pessary in pregnant 

women with a short cervix (PECEP): an open-

label randomised controlled trial. Lancet. 2012; 

379(9828):1800-6. [DOI:10.1016/S0140-

6736(12)60030-0] 

15. Nicolaides KH, Syngelaki A, Poon LC, 

Picciarelli G, Tul N, Zamprakou A, et al. A 

Randomized Trial of a Cervical Pessary to 

Prevent Preterm Singleton Birth. New Engl J 

https://doi.org/10.1046/j.1471-0528.2003.00011.x
https://doi.org/10.1016/S0140-6736(12)60820-4
https://doi.org/10.1016/S0140-6736(11)61577-8
https://doi.org/10.1016/S0140-6736(08)60074-4
https://doi.org/10.1126/science.1251816
https://www.ncbi.nlm.nih.gov/pubmed/25124429
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4191866
https://doi.org/10.1002/uog.12540
https://www.ncbi.nlm.nih.gov/pubmed/23775862
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4282542
https://doi.org/10.1016/S0140-6736(59)92242-1
https://doi.org/10.1016/S0140-6736(12)61856-X
https://doi.org/10.1016/S0140-6736(12)61856-X
https://doi.org/10.1016/j.ajog.2018.04.031
https://www.ncbi.nlm.nih.gov/pubmed/29704487
https://doi.org/10.1016/S0140-6736(12)60030-0
https://doi.org/10.1016/S0140-6736(12)60030-0


201 Pessary in Preterm Labor 

      Volume 6, Fall 2021       Journal of Obstetrics, Gynecology and Cancer Research 

Med. 2016; 374(11):1044-52. 

[DOI:10.1056/NEJMoa1511014] [PMID] 

16. Hui SY, Chor CM, Lau TK, Lao TT, Leung TY. 

Cerclage pessary for preventing preterm birth in 

women with a singleton pregnancy and a short 

cervix at 20 to 24 weeks: a randomized controlled 

trial. Am J Perinatol. 2013; 30(4):283-8. 

[DOI:10.1055/s-0032-1322550] [PMID] 

17. Hermans F, Schuit E, Scheepers H, Woiski M, 

Sueters M, Bekker M, et al. Pessary to prevent 

preterm birth after an episode of threatened 

preterm labor (APOSTEL VI): a randomized 

controlled trial. Am J Obstetrics and 

Gynecxology.2018; 218(1):S9-S10. 

[DOI:10.1016/j.ajog.2017.10.421] 

18. Merced C, Goya M, Pratcorona L, Rodó C, 

Llurba E, Higueras T, et al. Cervical pessary for 

preventing preterm birth in twin pregnancies with 

maternal short cervix after an episode of 

threatened preterm labor: randomised controlled 

trial. Am J Obstet Gynecol. 2019; 221(1):55-e1. 

[DOI:10.1016/j.ajog.2019.02.035] [PMID] 

19. Goya M, de la Calle M, Pratcorona L, Merced C, 

Rodó C, Munoz B, et al. Cervical pessary to 

prevent preterm birth in women with twin 

gestation and sonographic short cervix: a 

multicenter randomized controlled trial (PECEP-

Twins). Am J Obstet Gynecol. 2016; 214(2):145-

152. https://doi.org/10.1016/j.ajog.2015.09.106 

[DOI:10.1016/j.ajog.2015.11.012] 

20. Nicolaides KH, Syngelaki A, Poon LC, de Paco 

Matallana C, Plasencia W, Molina FS, et al. 

Cervical pessary placement for prevention of 

preterm birth in unselected twin pregnancies: a 

randomized controlled trial. Am J Obstet 

Gynecol. 2016; 214(1):3.e1-9. 

[DOI:10.1016/j.ajog.2015.08.051] [PMID] 

21. Saccone G, Maruotti GM, Giudicepietro A, 

Martinelli P. Effect of Cervical Pessary on 

Spontaneous Preterm Birth in Women with 

Singleton Pregnancies and Short Cervical 

Length: A Randomized Clinical Trial. JAMA. 

2017; 318(23):2317-24. 

[DOI:10.1001/jama.2017.18956] [PMID] 

[PMCID] 

22. Dugoff L, Berghella V, Sehdev H, Mackeen AD, 

Goetzl L, Ludmir J. Prevention of preterm birth 

with pessary in singletons (PoPPS): randomized 

controlled trial. J Ultrasound Obstet Gynecol. 

2017; 51(5): 573-9. [DOI:10.1002/uog.18908] 

[PMID]. 

 

 

 

How to Cite This Article:  

 

Naeiji Z, Heydari S, Bahaar M, Mirzamoradi M, Moridi A, Fathi M. Efficacy and Safety of Cervical Pessary in 

Decreasing the Preterm Labor in Symptomatic Pregnant Women: A Randomized Clinical Trial. J Obstet Gynecol 

Cancer Res. 2021; 6 (4) :195-201 

Download citation:  

BibTeX | RIS | EndNote | Medlars | ProCite | Reference Manager | RefWorks 
 

https://doi.org/10.1056/NEJMoa1511014
https://www.ncbi.nlm.nih.gov/pubmed/26981934
https://doi.org/10.1055/s-0032-1322550
https://www.ncbi.nlm.nih.gov/pubmed/22875662
https://doi.org/10.1016/j.ajog.2017.10.421
https://doi.org/10.1016/j.ajog.2019.02.035
https://www.ncbi.nlm.nih.gov/pubmed/30826339
https://doi.org/10.1016/j.ajog.2015.11.012
https://doi.org/10.1016/j.ajog.2015.08.051
https://www.ncbi.nlm.nih.gov/pubmed/26321037
https://doi.org/10.1001/jama.2017.18956
https://www.ncbi.nlm.nih.gov/pubmed/29260226
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC5820698
https://doi.org/10.1002/uog.18908
https://www.ncbi.nlm.nih.gov/pubmed/28940481
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=BibTeX
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=ris
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=Medlars
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=Medlars
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=ProCite
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=Reference_Manager
http://jogcr.com/web2export.php?a_code=A-10-187-1&sid=1&slc_lang=en&type=RefWorks

	ABSTRACT
	Introduction
	Materials
	tab1
	tab2
	fig1
	Conclusion
	Acknowledgments
	ConflictofInterest
	References

