MULTIPLE PREGNANCIES

Types of Multiple Gestation






Twins




Monozygotic



Dizygotic


(splitting of 1 embryo


(ovulation & fertilization of >1 oocyte) 

( genetically identical)
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Incidence & Epidemiology

Twins: 1% of all pregnancies – 2/3 dizygotic, 1/3 monozygotic

↑ in incidence cos of ART – induction of ovulation, multiple embryos

Factors (affecting dizygotic): 

· Age (after 35 y/o, plateaus then falls)

· ( Parity 

· Family history – runs in mother’s side

· Method of conception (20% with ovulation induction)

· Ethnicity (blacks > whites > oriental)

Incidence of monozygotic twins not a/w above factors, though IVF↑ monozygosity 

Complications of Multiple Pregnancies

	
	Maternal
	Fetus

	1st Trimester
	· Anemia (Fe def, megaloblastic)

· Hyperemesis gravidarum (( HCG)

· Backache

· SOB (cos splint diaphragm)


	· Miscarriages

· Vanishing twin syndrome (resorbed)

· Threatened abortions



	2nd Trimester
	· PIH (earlier gestation, > severe)

· GDM

· APH (larger placental area)

· Thromboembolic disease (prothromboembolic physio alteration, uterine pelvic venous compression)


	· PTL(most problems wrt perinatal mortality, morbidity)

· ( FA (2-4 X, usu.structural) – CVS, NTD

· Twin-twin transfusion syndrome (monochorionic only) 

· Twin embolisation syndrome

· TRAP

· Chromosomal abnormalities

· Polyhydramnios (AFI > 20, oligo < 5) ( PTL, PPROM, malpresentation, cord accidents (d/t sudden decompression)

· IUGR
Growth discordance

· Fetal demise

· Cord entanglement

· Malpresentation (cos lotsa room for maneuvering)

· Amnionicity

· Cord prolapse secondary to PROM



	3rd trimester
	· Minor problems: GERD, backache, leg swelling, varicose veins, supine hypotension, bladder symptoms, haemorrhoids


	· IUGR – FFTS, uretoplacental insufficiency

· Late IUD

· Prematurity , cos overdistension of uterus (80% of twins deliver by 36/52, 80% of triplets by 32/52) 



	Intrapartum
	· Haemorrhage

· (ed operative risk (LSCS)


	· Malpresentation ( cord prolapse

· Interlocking twins

· (ed operative risk (LSCS)

· instrumentation



	Postpartum
	· PPH (large placental site, excessive uterine distension ( lack of uterine tone)


	Problems of Prematurity

· RDS

· Intraventricular haemorrhage

· Necrotizing endocarditis

· Hypoglycemia, hypocalcemia, hypomagnesemia, hypothermia

· Neonatal jaundice 



	Some notes on TTTS

Donor : anemia, hypovolemia, oligohydramnios, CCF, (cos anemia) IUGR

Recipient : polycytemia, hypervolemia, polyhydramnios, CCF (cos fluid overloaded)

If either dies, then the other at risk of death due to thromboembolic phenomenon / toxin release from dead one, leading to DIVC, cardiac failure, hydrops (40 – 80 % perinatal mortality)

Some notes on cord prolapse 

Asphyxia to fetus cos of vasospasm d/t ↓ in temp. when extra uterine + compression b/w head and pelvis

Rx: reduce it

Keep it warm till LSCS can be done

Trendelenburg position or chest to knee position to relieve compression – relieve compression - ↑hospitalizations

Or catheterize and put saline in to push head up


Diagnosis of Multiple Pregnancies

History:

· Hyperemesis gravidarum in early pregnancy

· Fertility treatment

· F/h of multiple pregnancies

· ( Maternal age

· ( Maternal parity

· Excessive weight gain

· Excessive FM (not usually experienced by mothers)

Physical Exam:

· Uterus larger than dates (even from 1st Trimester)

· (ed weight gain

· Abdominal girth > 108cm

· > 2 fetal poles (only 3rd trimester)

· Polyhydramnios

· ( 2 FHR (not usually easy to distinguish)

· complications of multiple pregnancy

Thus, 1st trimester,

1) Hx 

2) uterus larger than dates

Investigations:

· U/S

· AXR

Management

Prevention

· don’t overstimulate ovary

· IVF 1 embryo only

Antenatal

Treat multiple pregnancies as high-risk pregnancies

More regular F/U

1st Trimester 

· U/S (no. of fetuses)– dating, FA (nuchal translucency), chorionicity (no. of placentae)

· Triple test not accurate (> 35, amnio; < 35, non-invasive first; triple test no value for twins locally

· Baseline FBC, BP, DM screening

· Inform on risks: miscarriage, PTL. PPROM, etc.

· Iron, folate, vitamin c

· Treat hyperemesis - antiemetics

· More rest

2nd Trimester

· F/U 2-weekly (no. of fetuses)

· Early screening scan (14-16 weeks) ( emphasis on monochorionicity (TTTS)

· Close monitoring for Cx – eg. PE

3rd Trimester

· F/U weekly

· Fetal growth surveillance – IUGR

· Fetal well-being

· Beware PTL

· No need prophylactic dexa / tocolytics

Admission

If complications (PTL, PE, GDM, …) – admit as necessary

If not – wait for labour

old practice – between 28 – 34 weeks, admit for supervised bed rest, but found that pp:

1) delivered earlier due to iatrogenic

2) more thromboembolic phenomenon

Labour

· Continuous monitoring of fetuses – 2 CTGs, scalp electrodes (1st twin scalp, ext. CTG’ difference in FHR of at least 10/min)

· Presentation ( mode of delivery

· 2 pediatricians, neonatologist, anesthetist, senior obstetricians

· GXM, large bore i/v drip(cos risk of Cesar, PPH), FBC…

· analgesia

· Regular assessment of progression of labour (VE, abd)

· Fleet enema to empty bowels

· Poor progression of labour 

· Poor contraction -> oxytocin

 (good contraction = 1-2-3 / 30 – 45 with clinically strong intensity

  ext toco. Not good indication cos variation in tightness; i/uterine pressure catheter accurate)  

Delivery:

· 1st twin cephalic, diamniotic: “NVD” (by right, VD not normal, but assisted twin delivery)

· anything else, LSCS!!

· Indication for C-section: 

· Malpresentation of 1st twin

· > 2 fetuses

· Monoamniotic twins – anastomosis between twins

· IUGR in any one of the twins

· 2nd twin larger than 1st
Twins – usu deliver by 37-38 weeks (if not, ↑ risk of UPI)

Triplets – usu deliver by 34 weeks

EDD – subtract 3 for each additional fetus; 1 – 40; 2 – 37; 3 - 34

Breech – locked twins if 2nd twin cephalic; usu. In monoamniotic twins, higher risk of cord prolapse

Planning for non-cephalic / higher order pregnancy :

Elective Cesar – don’t wait for term, cos

· may go into labour, e-cesar higher mortal / morbid

· higher anaesthetic risk

· not enaf support staff

· higher risk of PPH

Basically, want to be in complete control of situation.

Singleton – plan 38-39 wks

Twins –  plan 36 wks 

Triplets – plan 34 wks

Presentation of twins :

c/c – 40%

c/b -  25%

b/c – 13 %

c/t – 8 %

b/b – 9%

“NVD” (assisted twin delivery) 

· In theatre with standby neonatologists, anesthetists

· Continuous monitoring of 2 FHRs

Delivery of 1st twin 

→ large episiotomy

· ( clamping and cutting  of cord but don’t take cord blood yet (2nd twin can exsanguinate; if monochorionic, drain blood from 2nd twin)

· Contractions cease ( if delay of > 15min b4 contractions recommence: ARM(if low; if high, ↑ risk of cord prolapse) oxytocin

Delivery of 2nd twin:

( No real time limit for delivery, but usually 20 min to prevent risk of uteroplacental insufficiency (if placenta separates)

( Continuous monitoring (for fetal distress - ↑ risk birth asphyxia cos ↑ risk of cord accident, placental abruption, prolonged delivery.

( Cephalic: NVD (actually, vaginal delivery NOT normal cos twin)

( Breech: turn it around / assisted breech delivery / op

( Oblique / Transverse: Internal podalic version (to breech) / external cephalic version (to cephalic)

Assessment of lie : 

Palpate abdomen, VE, u/s (in OT) – if non-longitudinal, version to longitudinal

If cephalic, can use forceps / vacuum if there’s delay

If breech, can pull leg down if doesn’t descend (this not allowed in singleton breech 

Delivery of placenta:

Check placenta  - chorionicity, amnionicity

- Active management with oxytocin: ( risk of PPH

Thus give IV ergometrine  -after deliver 2nd baby, B4 deliver placenta -

followed by oxytocin infusion

NB : 

	
	Pros
	Cons

	Ergometrine
	Tetanic contractions, uterine retractions
	IM onset = minutes

	Oxytocin
	IM onset = 30 s
	Peristaltic contractions; no retraction of uterus


For these reasons, usu, for normal delivery, give symtometrine (erg 500mg, oxytocin 5 units) IM, instead of either IM, at point of delivery of head / anterior shoulder (encourages placental separation)

Exceptions : if cardiac pbms, like HPT, don’t give erg, but give oxytocin

In cases where higher risk of PPH, and really need to avoid PPH ( e.g. twin   

delivery) give IV erg, then oxytocin infusion (cos really worried about PPH, cos uterus so stretched, prob. atonic) 

 careful monitoring - ↑ risk PPH!!!

Postpartum

· Home support

· Breastfeeding

· More nutrients
· Contraception
· Timing of next pregnancy so that she’ll be prepared for it
Dichorionic, diamniotic    





Mono-chorionic, diamniotic (2/3)





Mono-chorionic, mono-amniotic





Conjoint twins





Dichorionic, diamniotic








