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Abstract:

Design: Prospective study

4.2%).

Obijective: To study perinatal mortality and mode of delivery in twin pregnancies.

Material And Method: All pregnant women with twin pregnancy visiting the antenatal clinic without TTTS.

Result: Among 200 twin pregnancy included in the study, 57(28.50%) were monochorionic and 143(71.50%) were
dichorionic. Mean gestational age at the time of delivery was 33.07 wks in MC and 35.67 wks in DC.119(59.50%) women
delivered vaginally and 81(40.50%) by cesarean section .LSCS was more in monochorionic twin compared to dichorionic
(45.61% vs 40.50%).Perinatal mortality in monochorionic twin was much higher than dichorionic twins (29.04% vs

Conclusion: Early diagnosis of chorionicity, regular antenatal checkups, timely intervention period by trined
obstetrician and good NICU facilities helps improving the fetal outcomes especially in monochorionic pregnancies.

I. INTRODUCTION

Twin pregnancy is associated with increased maternal and
perinatal morbidity and mortality as well as healthcare costs
(1) Women with multiple gestations are nearly six times more
likely to be hospitalized due to complications during
pregnancy (2); perinatal mortality rates are four times higher
in twin babies than in singletons (3) Monochorionic
diamniotic twins are at higher risk of perinatal mortality and
morbidity when compared with dichorionic diamnioic twins.
Monochorionic diamniotic twins have a perinatal mortality
rate three times higher and are eight times more likely to have
cerebral palsy than dichorionic diamnioic twins (4). The
contribution of mode of delivery to the increased perinatal
mortality in monochorionic diamniotic twins is not clear and

there is no consensus regarding the optimum mode of
delivery.

Il. MATERIAL AND METHOD

This hospital based prospective study was conducted in
the Department of Obstetrics and Gynecology, SMS Medical
College and Attached Group of Hospitals Jaipur, during the
period from 2015-2016 in women with twin pregnancy
visiting the antenatal clinic. Women with the antenatal visit in
the 1% trimester were enrolled from the antenatal clinic and
follow up done till term. These women were subjected to 1%
trimester ultrasonography for the diagnosis of chorionicity
using the lambda sign or T sign. Color Doppler study done to
rule out twin to twin transfusion syndrome. All women
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fulfilling the inclusion criteria and gave a written informed
consent became the study group.

INCLUSION CRITERIA

All cases of twin pregnancies presenting in the first
trimester and Doppler study done were included in the study.

EXCLUSION CRITERIA

Presence of more than two fetuses, women with history of
any medical disorder like chronic hypertension, Diabetes
Mellitus, Epilepsy, Heart disease etc. Pregnancies complicated
by TTTS were excluded from the study.

The fetal outcome was analyzed based on the gestational
age, birth weight, APGAR scores, congenital malformations,
NICU admissions and factors like stillbirth and neonatal death.
Chorionicity of the placentae was confirmed after the delivery
of both babies. The data was analyzed using SPSS software
version 17.0.

I1l. RESULT

Distribution of Cases According to Gestational Age at
The Time of Delivery

Gestational Age | Monochorionic Dichorionic Total

(in wks) No. % No. % No. %
<34 32 56.10 13 9.10 45 22.50

34 -37 24 42.10 113 79.00 137 68.50
>37 1 1.80 17 11.90 18 9.00
Total 57 10(()).0 143 10(()).0 200 108.0
Mean 33.07 35.67

/=528 p<0.001 Sig

Table 1

In the present study it was observed that 32 (56.1%)
women with monochorionic placenta had delivered at
gestational age <34 wks which was significantly higher as
compared to dichorionic group i.e. 13 (9.1%). This could be
due to early termination of pregnancy in anticipation of high
complication rate in monochorionic placentation as compared
to dichorionic.

In the dichorionic group, 113 (79%) women had delivered
at gestational age between 34-37 wks which was significantly
higher than monochorionic group i.e. 24 (42.1%). The reason
could be higher incidence of preterm delivery in twin
pregnancies, as the number of fetuses increases, the period of
gestation at delivery decreases, leading to preterm delivery.

The mean gestational age at the time of delivery in
dichorionic group was 35.65 wks and monochorionic group
was 33.07 wks which was statistically significant (p < 0.001).

Ebony B Carter MD et al (2015) found that
monochorionic twin delivered earlier at mean gestational age
of 34.2 wks compared to 35 wks for dichorionic twin. This
study was comparable to the present study and found to be
statistically significant.

Radhakrishnan R et al (2014) found that average
gestational age at the time of delivery in monochorionic twin
was 35.78 wks and in dichorionic twin 36.5 wks

Hatkar PA et al (1999)" found that average gestational age
of monochorionic twin was 35.5 wks and dichorionic was 35.7
wks. Majority of twins delivered around 34-37 wks. In our
study also majority of twin delivered between 34-37 wks i.e.
137 (68.5%). Approximately more than half of twin deliver at
less than 37 wks, however 1.8% cases in monochorionic group
could be due to the late reporting to the hospital.

Masheer S et al (2015) found the mean gestation age at
the time of delivery in monochorionic twin was 34.4 + 3.57
wks and 35.5 + 2.88 wks in dichorionic twins.

Distribution of Cases According to Mode of Delivery

Mode of Monochorionic Dichorionic Total
Delivery No. % No. % No. %
NVD 30 21.81 89 62.24 119 59.50
LSCS 26 45.61 52 36.36 81 40.50
Both 1 1.75 2 1.40 3 1.50
Total 57 | 100.00 | 143 | 10000 | 200 | 100.00
Table 2

In our study 89 (62.24%) women were delivered
vaginally, 52 (36.36%) were delivered by caesarean section
and 2 (1.40%) women delivered both vaginal and abdominal
route (1% baby vaginally followed by LSCS for 2" baby) in
dichorionic group; whereas 30 (21.81%) women delivered
vaginally, 26 (45.61%) delivered by LSCS and 1 (1.75%) by
both in monochorionic group.

Caesarean rate is more in monochorionic twin as
compared to dichorionic twin because of higher rates of
complications in antepartum period in monochorionic twin.

Our study was comparable to the study done by Alsam S
et al (2010) found that 17 (54.84%) women delivered
vaginally, 13 (45.16%) by LSCS in monochorionic group and
22 (56.41%) delivered vaginally and 17 (43.59%) by LSCS in
dichorionic group. In our study 119 (59.50%) women
delivered vaginally and 81 (40.50%) by caesarean section i.e.
the rate of LSCS in our study was 40.50%.

This was comparable to other studies by Persad VL et al
(2001), Mutihir JT et al (2007)* and Kontopoulos et al (2004)
separately in a population based study showed caesarean rate
of 38.9%, 43.1% and 45% respectively.

Hatkar PA et al (1999) showed that out of 100 twins only
29.3% monochorionic twins required LSCS whereas 34.50%
dichorionic delivered by LSCS.

Kurdi AM et al (2004) found 220 (73.33%) delivered
vaginally, 72 (24%) delivered by LSCS and rest i.e. 2.67% by
both. This study was comparable to our study.

In our study rate of vaginal delivery was 59.50% which
was higher than caesarean rate i.e. 40.50%, the possible reason
for high rate of vaginal delivery in our study was due to good
follow-up and planned delivery for the booked women.
Vaginal delivery appears to be a good management option in
uneventful twin pregnancies.

Study by Hanumainh 1 et al (2013) found that out of 92
twin deliveries, 65 (70.65%) had vaginal delivery, 23 (25%)
had LSCS and 4 (4.35%) had LSCS for second twin in view of
placental prolapase and fetal distress.

Distribution According to Neonatal Outcomes of Twins
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Monochorionic Dichorionic
Neonatal Outcome 3
No. % No. %
Live 81 71.05 274 95.80
Still Birth 1 9.65 4 1.40
Neonatal Mortality 22 19.30 8 2.80
Total 114 100.00 286 100.00
/=68077 p<0.000 Sig
Table 3

In the present study it was observed that neonatal
mortality was found in 8 (2.80%) of dichorionic twin babies
and 22 (19.30%) of monochorionic babies which was
statistically significant. Evidence suggests a consistently
higher fetal death rate (at all gestational ages) in
monochorionic  twin pregnancies than in dichorionic
pregnancies.

Occurrence of live births was significantly more in
dichorionic placenta compared to monochorionic placenta.

The reason for high neonatal mortality could be lower
gestational age at the time of delivery in monochorionic
group.

Perinatal mortality in dichorionic twin 12(4.2%) as
compared to monochorionic twins 33 (29.04% %) and found
to be statistically signifciant.

In study by Hatkar PA et al (1999) found that perinatal
mortality rate of monochorionic twin is about 17.64% and that
of dichorionic twin was 8.88%.

In the study by Masheer S et al (2015) neonatal death
observed in 12 (7.1%) of monochorionic twins as compared to
11 (2.1%) in dichorionic group.

Abasiattai AM et al (2010) showed stillbirth rate of <201
per 1000. The high stillbirth rate have been contributed to by
the unbooked status of the women.

Ahmed M Kurdi et al (2004) found 24 (8%) and 37
(12.3%) stillbirth among the 1% and 2™ baby respectively.
Total 61 (10.2%) reported as stillbirth at rate of 102/1000
births.

Hack KEA et al (2007) studied 1407 twin pregnancies
found the perinatal mortality was 11.6% in monochorionic
twin pregnancies and 5% in dichorionic twin pregnancies (p <
0.001) with high incidence of stillbirths.

IV. CONCLUSION

In conclusion, this study highlights the importance of
determining chorionicity at early pregnancy, as the
resultsclearly demonstrates that fetal complications are more
common in MC twins compared to DC twins. As the incidence
of twins is on the rise, these findings will help the
Obstetricians to plan the care of these patients.
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