2.8          Multiple pregnancy

Recognise the likelihood and make the diagnosis of multiple pregnancy

Definition: A pregnancy where 2 or more fetuses are present. 
Predisposing factors for twin pregnancy include:

· Race (black > white>Asian)

· ART (artificial reproductive technologies – e.g. IVF)

· Increasing maternal age

· Multiparous

· FH (non-identical only – monozygous twins do not run in families)

Clinical Features (SSx/Hx&Ex):
· Normally diagnosed at the booking scan, but consider it any patient presenting with hyperemesis gravidarum (more fetuses ( more HCG ( more emesis)

· Examination reveals LFD uterus and in later pregnancy, multiple foetal parts/poles.

	Background Box: Aetiology (incidence/age/sex/geography):

· The most common multiple pregnancy is twin (98% of multiple pregnancy), which has an incidence of 1 in 80 pregnancies.  Triplets occurs ~1 in 802 pregnancies and quadruplets/higher is ~1 in 803 pregnancies.  The incidence of multiple pregnancy has increased over the last 20 year due to ART. 

· The majority of twins are dizygotic (75-80%), where there is fertilization of two ova by two sperm.  20-25% are monozygotic where there is fertilization of a single ovum by a single sperm which then completely divides to give identical twins.

	· Clinically, it is actually the chorionicity of the pregnancy which is important – this refers to arrangement of membranes in multiple pregnancies.  It is determined by the timing of cell division after fertilization. 

· Dizygotic twins have dichorionic diamniotic placentation i.e. each fetus has its own chorion, amnion and placenta and thus each fetus has its own blood supply (top).

· Monozygotic twins can have a variety of chorionicity.  Most are monochrorionic diamniotic (i.e. a single placenta, but separate amnions – middle), approximately 1/3 are dichorionic, diamniotic, and very few are monochrorionic, monoamniotic (shared placenta and membranes - bottom).  With monochorionic diamnitoic and monochorionic monoamniotic twins there is a risk that there is uneven distribution of blood (twin-twin transfusion) between fetuses and thus discordant growth.

· Chorionicity can be diagnosed by USS usually at the 12 week scan, at the same time twin pregnancies are usually diagnosed.  It can also be diagnosed antenatally by examination of membranes (macro and microscopic)
NB: a familial history of dizygotic twins predisposes to further dizygotic twins – FH of monozygotic twins is irrelevant.
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Differentials for multiple pregnancy:

· Elevated gestational age: Foetus may be larger than expected rather than multiple

· Polyhydramnios: e.g. DM, foetal abnormality of swallowing

· Macrosomy: e.g. DM

· Molar pregnancy: Also causes hyperemesis gravidarum but without distension

· Tumours / fibromas: Causes distension without other signs of pregnancy
Recognise the complications of multiple pregnancy during pregnancy, parturition and the puerperium

Complications/Natural History:

· Maternal:

· Anaemia

· Hyperemesis gravidarum

· Gestational diabetes

· PET/Pregnancy induced hypertension

· Polyhydaramnios

· APH

· PROM

· PPH

· Foetal:

· Birth complications: weakening of contraction after first birth; abnormal position of 2nd twin.

· IUD/Perinatal death

· Preterm labour (30% have spontaneous preterm labour and preterm labour is the most common cause of perinatal mortality in multiple pregnancy)

· IUGR / growth discordance

· Congenital abnormalities – thought to be almost double that of a singleton pregnancy in twins.

· Twin-twin transfusion syndrome.  This occurs in 15% of monochorionic pregnancies and involves blood being shunted across placental anastomoses from twin to twin.  Therefore the donor become anaemic, oligohydramnic and growth restricted, with the recipient being plethoric with polyhydramnios.    It can cause foetal death in 80% of cases and occurs typically in the second trimester. Management options include: laser photocoagulation of chorionic plate vessels; serial amnioreduction, septostomy, and selective feticide (foetal reduction). 

Management:

Antenatal

· Early diagnosis.  Consider selective foetal reduction in higher-order multiple pregnancies. Statistically, benefit outweighs risk with quadruplets and above. The situation with triplets is controversial.

· Shared care between hospital and community.

· Hb should be regularly monitored and a low threshold for iron and folic acid supplementation should be held as women with multiple pregnancies are more at risk of anaemia.

· 16 week AFP available for twins and 20 week anomaly scan + detailed cardiac scan at 22-24 weeks

· Weekly CTG monitoring from 24 weeks

· Serial growth scans every 2-4 weeks after 28 weeks gestation.  

· BPP as necessary

Intrapartum

· Delivery at a centre with neonatal intensive care facilities.

· In twins, if first twin is cephalic (and no other complications) try for SVD.  If other presentations, then LSCS.  If any problems in labour, straight to LSCS.

· Continuous foetal heart monitoring is needed either with CTG or with foetal scalp electrode.

· Once first twin in delivered, determine lie and presentation of second, with ECV if not longitudinal +/- iv syntocin to maintain uterine contractions.

· Use ventouse and forceps as indicated in singleton delivery.

· IOL at term, not t+10 in multiple pregnancy.

Outline to patients the possibility of preterm labour and the early symptoms

Aetiology (incidence/age/sex/geography)/Risk Factors:

· Incidence is 6-10% and accounts for 85% of all perinatal morbidity and mortality.  Preterm babies have a 100 times increased risk of death compared to term babies.  

· Risk factors for preterm labour can be grouped into:

a) Idiopathic (most common)

b) Maternal 

· Previous preterm delivery (main maternal risk factor)

· Uterine over-distention e.g. multiple pregnancy or polyhydramnios

· Infection e.g. Genital infection (BV, GBS, STI’s such as Chlamydia, gonorrhoea and syphilis), asymptomatic bacteriuria, UTI/pyelonephritis, appendicitis.

· Major maternal conditions e.g. HTN, PET, DM

· Uterine abnormalities e.g. fibroids

· Cervical incompetence 

· Low SES

· Smoking, alcohol and drugs

· Domestic violence

c) Feto-placental

· Foetal abnormalities

· Utero-placental ischaemia e.g. placenta praevia and placental abruption

d) Iatrogenic e.g. for foetal or maternal distress

The diagnosis of labour is made when these criteria are met:

· History of regular, painful contractions: in well-established labour, a uterine contraction lasts for about 50-60 secs and occurs every 2-4 minutes.

· A show or breaking of waters

· Progressive dilation of the cervix.
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