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INTRODUCTION 

Twinning has fascinated human beings over the centuries. 

The rate of twin pregnancies is on the rise all over the 

world. The twin birth rate in the United States rose 76% 

from 1980 through 2009, from 18.9 to 33.3 per 1000 

births.
1
 Since monozygotic (MZ) twinning is considered 

constant at around 3-4/1000, this increase is mainly due 

to frequent dizygotic (DZ) twinning.
2
 This increase has 

been largely attributed to the introduction of assisted 

reproduction techniques, increased use of ovulation-

inducing drugs, and delayed childbearing
3
 and due to 

ethnic differences and maternal age. New born twins are 

considered a high risk group as they are much more likely 

to suffer from low birth weight, prematurity and distress 

during labour and delivery.
4,5

 The aim of this study was 

to investigate the maternal, foetal and obstetric 

parameters surrounding twin pregnancies and to find out 

the perinatal mortality and morbidity in twin births.  

METHODS 

An observational one year study of twin pregnancies was 

done between 1
st
 July 2013 till 30

th
 June 2014 at Daga 

hospital Nagpur which is a large maternity hospital 

receiving complicated referrals from the periphery. 

During the one year study period, there were 95 twin 

births (190 twins). Women with pregnancies less than 28 

weeks of gestation were excluded from the study. A 

thorough evaluation of twin pregnancies was done 

regarding presentation, gestational age at delivery, mode 
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ABSTRACT 

Background: The aim of this study was to investigate the maternal, foetal and obstetric parameters surrounding twin 

pregnancies. An attempt was made to find out the perinatal mortality and morbidity rates of twin births and to 

determine the underlying factors responsible for the increase in these rates.  

Methods: A one year observational study was done at Daga hospital Nagpur, which is a referral maternity hospital 

receiving a large number of antenatal patients daily. Perinatal mortality and morbidity rates, gestational age at 

delivery, birth weight, route of delivery, and caesarean section rates were analysed.  

Results: The commonest presentation in our study vertex/vertex presentation (62%). A large percentage of twins in 

our study had a normal delivery. 37% women had caesarean section. In our study nearly 17% of the neonates had 

birth weights <1.5 kg. In 51 % women the first baby had more birth weight than the second twin. Among the 95 twin 

births (190 twins) studied, we had one discordant twins and one conjoined twins.   

Conclusions: Twin pregnancies are high risk pregnancies with more obstetrical complications compared to singleton 

pregnancies. Twin pregnancies have higher perinatal mortality and morbidity rates especially before 34 weeks of 

gestation. Hence deliveries should be performed in referral centres with competent NICUs.  
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of delivery, birth weights, and perinatal morbidity & 

mortality.   

RESULTS 

High maternal parameters 

The women in our study were mainly from the low 

socioeconomic strata of society. Most of the mothers 

were in the age group of 20-30 years. There was only one 

teenage twin pregnancy in our study and 4 women were 

over 30 years of age.  

Obstetric parameters 

Presentation - The commonest presentation in our study 

vertex/vertex presentation (62%). Vertex/breech was the 

second commonest presentation (17%), followed by 

breech/vertex presentation (15%). Breech/breech 

presentation accounted for (3%), transverse/vertex (1%), 

vertex/transverse (1%). There was case of conjoined 

twins in our study (1%) (Table 1).  

Table 1: Obstetric parameters: presentation. 

Presentation Number  Percentage 

Vertex/vertex 59 62 

Vertex/breech 16 17 

Breech/vertex 14 15 

Breech/breech 3 3 

Transverse/vertex 1 1 

Vertex/transverse 1 1 

Conjoined twins  1 1 

Mode of delivery - A large percentage of twins in our 

study had a normal delivery (61%). 37% women had 

caesarean section and in two of the women the first baby 

had a normal vaginal delivery but had a caesarean section 

for delivery of the second twin (2%) (Table 2). Important 

indications for caesarean section were premature rupture 

of membranes, compound presentation & cord prolapse, 

hypertensive disorders of pregnancy, obstructed labour 

and prior scar.  

Table 2: Obstetric parameters: mode of delivery.  

Mode of delivery  Number  Percentage 

Normal 58 61 

Caesarean section 35 37 

First normal, second caesarean 2 2 

Foetal parameters  

Birth weight - The birth weight of 49% of first twins was 

in the range of 2 to 2.5 Kg and nearly 40% of second 

twins had birth weights between 2 to 2.5 kg. In 51% 

women the first baby had more birth weight than the 

second twin. In 36% the second twin had a birth weight 

greater than that of the first twin. In 13% there was no 

difference in weight between the first and second twins 

(Table 3). There was one patient with conjoined twins 

(thorcoapagus) where in the combined weight was 3.2 

Kg. This woman was delivered by caesarean section for 

obstructed labour. The baby was stillborn.  

Table 3: Foetal parameters: birth weight.  

Birth weight 
First twin  Second twin  

No.  % No. % 

<1 kg  2 2 3 3 

1-1.49 kg  13 14 14 15 

1.5-1.99 kg  30 32 36 38 

2-2.5 kg  47 49 38 40 

>2.5 kg  3 3 4 4 

There was one patient with discordant twins which had a 

weight difference of 16%. The first twin which had a 

birth weight of 2.2 Kg survived and was discharged in 

good condition. The second twin which was just 550 gm 

in weight was a macerated stillbirth. The second twin had 

died at 28-30 weeks of gestation and the patient had a 

normal delivery at term.  

Perinatal morbidity & mortality  

Nearly 50% of the twins needed admission to NICU for 

various indications like prematurity, birth asphyxia, low 

birth weight, meconium staining of liquor & delivery by 

caesarean section. Respiratory morbidity was observed 

despite antenatal corticosteroid exposure. 19% patients 

had a preterm delivery before 34 weeks of gestation. 

There were 34 perinatal deaths in our study (18%).  

DISCUSSION 

It is a well-known fact that the presentation in twin 

pregnancy affects the mode of delivery and the perinatal 

outcome. In our study the commonest presentation was 

vertex/vertex (62%). Most common mode of delivery was 

normal vaginal delivery. However 37% of women had 

caesarean section. Important indications for caesarean 

section were premature rupture of membranes, compound 

presentation & cord prolapse, hypertensive disorders of 

pregnancy, obstructed labour and prior scar.  

More than a fourth of the very low birth weight neonates 

(<1.5 kg) born in the United States are due to multiple 

gestations.
6
 In our study nearly 17% of the neonates had 

birth weights <1.5 kg. Multiple pregnancies are much less 

likely to carry to full term than single births, with twin 

pregnancies lasting only 37 weeks (3 weeks less than full 

term) on average.
7
 Delivery before term is the major 

reason for increased neonatal morbidity and mortality in 

twins.
8,9

 19% patients had a preterm delivery before 34 

weeks of gestation.  

For the last 50 years, the term “perinatal mortality” has 

been used to include deaths that might somehow be 

attributed to obstetric events, such as stillbirths and 
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neonatal deaths in the first week of life. Perinatal 

mortality is an important indicator of maternal care and 

of maternal health and nutrition; it also reflects the 

quality of obstetric and paediatric care available. 

Compared with singletons, twins experience perinatal 

mortality rates 4 to 10 times higher.
10

 In our study among 

the 95 twin births (190 twins), there were 8 (4%) 

stillbirths and 26 (14%) early neonatal deaths i.e. 34 

(18%) perinatal deaths. According to Gezer et al.,
11

 the 

principal causes of perinatal mortality were prematurity, 

foetal demise and congenital abnormalities. The main 

cause of morbidity was Respiratory Distress Syndrome 

(RDS). In neonatal period 28% of new-borns needed 

neonatal Intensive Care Unit (NICU). In our study the 

main causes of foetal morbidity were prematurity and 

respiratory distress. Almost 50% of the babies required 

admission to NICU. Perinatal mortality was mainly due 

to prematurity, respiratory distress syndrome and 

septicaemia. There was one discordant twins in our study. 

The larger twin with birth weight of 2.2 kg survived and 

was discharged in good condition while the other twin of 

550 grams was macerated IUD. Although there is lack of 

consensus on the precise threshold of discordance, 

according to ACOG discordance is defined as difference 

in actual weight of twins between 15-25%.
12

 

Walker et al.
13

 found that in multiple gestations the risks 

of preeclampsia, post-partum bleeding and maternal 

death increased twofold or more. There was no maternal 

death in our study. However maternal morbidity was due 

to hypertension, sepsis secondary to premature rupture of 

membranes, anaemia and post-partum bleeding.  

CONCLUSION 

Twin pregnancies are high risk pregnancies with more 

obstetrical complications compared to singleton 

pregnancies. Therefore they should be monitored more 

intensely and appropriate precautions should be taken 

against obstetrical complications. Twin pregnancies have 

higher perinatal mortality and morbidity rates especially 

before 34 weeks of gestation. Hence deliveries should be 

performed in referral centres with competent NICUs. 
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