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İDİD

Özet: Klini¤imizde do¤um yapan ikiz gebeliklerin
de¤erlendirilmesi: Üç y›ll›k deneyim
Amaç: ‹kiz gebelikler tüm gebeliklerin %1–2’sini oluflturmaktad›r.
Son zamanlarda yard›mla üreme tekniklerinin yayg›nlaflmas›yla
beraber ço¤ul gebelik insidans›nda art›fl izlenmifltir. Kötü neonatal
sonuçlardan temel olarak erken do¤um eylemi sorumlu tutulmak-
tad›r. Bu çal›flmada klini¤imizde görülen ikiz gebeliklerin fetal-
maternal sonuçlar›n› de¤erlendirmeyi amaçlad›k. 
Yöntem: Klini¤imizde 01.01.2017 – 01.01.2020 tarihleri aras›nda
do¤um yapan toplam 4241 gebe aras›nda yer alan 130 ikiz gebe ça-
l›flmaya dâhil edildi. Hastalar›n do¤um kay›tlar› retrospektif olarak
incelenerek yafl, gebelik haftas›, do¤um flekli, do¤um a¤›rl›¤›, fetal
cinsiyetler, koryonisite özellikleri, hastalar›n laboratuvar parametre-
leri kay›t alt›na al›nd›. Çal›flmada elde edilen verilerin de¤erlendiril-
mesinde, tan›mlay›c› istatistik, istatistiksel analizler için SPSS 21.0
program› kullan›ld›. Veriler ortalama ± SS (standart sapma) olarak
belirtildi. 
Bulgular: ‹kiz gebelik s›kl›¤› %3 olarak tespit edildi. Tan› an›nda
de¤erlendirilen ultrasonografik görüntülemede olgular›n %27.7’i
monokoryonik ve %72’si ise dikoryonik olarak belirlendi. Gebele-
rin %12.3’ü term ve %87.7’si preterm dönemde idi. Preterm fe-
tüsler de¤erlendirildi¤inde 114 preterm fetüsün %37.7’si geç pre-
term, %29.2’si orta preterm ve %20.8’i erken preterm do¤um idi.
Tedavi gebeli¤i (ovulasyon indüksiyonu ve yard›mla üreme teknik-
leri ile sa¤lanm›fl gebelik) oran› %20 ve spontan ikiz gebelik oran›
%80 olarak saptand›. Ortalama maternal yafl 31.3 olarak belirlen-
di. Maternal morbidite aç›s›ndan incelendi¤inde anemi, erken do-
¤um eylemi ve erken membran rüptürü en s›k problemler olarak
izlendi. Ortalama bebek a¤›rl›¤› 1832 g olarak belirlendi ve bebek-
lerin %59.3’ü düflük do¤um a¤›rl›kl› bebek, %21.8’i çok düflük
a¤›rl›kl› bebek olarak de¤erlendirildi. Hastalar›n %12.5’inde bir
fetüs transvers prezentasyona sahip iken, %53.1 olguda ise en az
bir fetüs makat prezentasyonunda idi ve %34.4 olgu ise bafl-bafl
prezentasyonuna sahip idi. 
Sonuç: ‹kiz gebelikler artm›fl feto-maternal risklerle karakterize-
dir. Bu nedenle hem antenatal hem de intrapartum yönetim titiz-
likle yürütülmelidir. 
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Abstract

Objective: Twin pregnancies constitute 1–2% of all pregnancies.
With the recent developments in assisted reproductive technolo-
gies, the incidence of multiple pregnancy has increased. Preterm
labor is held responsible for the poor neonatal outcomes primarily.
In our study, we aimed to assess fetal-maternal outcomes of twin
pregnancies seen in our clinic. 
Methods: One hundred and thirty twin pregnancy cases out of 4241
pregnant women who delivered in our clinic between 01.01.2017
and 01.01.2020 were included in the study. The labor records of the
patients were reviewed retrospectively and their data for age, week
of gestation, delivery type, birth weight, fetal sex, chorionicity char-
acteristics and laboratory parameters were recorded. Definitive sta-
tistics and SPSS 21.0 for statistical analyses were used to evaluate the
data obtained from the study. The data were presented as mean ±
SD (standard deviation). 
Results: The incidence of twin pregnancy was found 3%. In the
ultrasonographic imaging evaluated during diagnosis, 27.7% of the
cases were monochorionic and 72% of them were dichorionic. Of the
pregnant women, 12.3% were at term and 87.7% were at preterm
period. When the preterm fetuses were evaluated, 37.7% of 114
preterm fetuses were delivered at late preterm period, 29.2% of them
at mid-preterm period and 20.8% at premature preterm period. The
rates of treatment pregnancy (pregnancy provided by ovulation
induction and assisted reproductive technologies) and spontaneous
twin pregnancy were 20% and 80%, respectively. Mean maternal age
was found 31.3. When evaluated in terms of maternal morbidity,
preterm labor and premature rupture of membrane were the most
common problems. Mean newborn weight was 1832g and 59.3% of
the newborns had low birth weight and 21.8% of them had very low
birth weight. While one fetus had transverse presentation in 12.5%
of the patients, at least one fetus had breech presentation in 53.1% of
the cases and 34.4% of the cases had head-head presentation. 
Conclusion: Twin pregnancies are characterized by the increased
feto-maternal risks. Therefore, both antenatal and intrapartum
management should be maintained diligently. 
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Introduction
In the light of classical information, it is seen that twin
pregnancies constitutes 1–2% of all pregnancies.[1]

However, a significant increase in the incidence of mul-
tiple pregnancy has been observed together with the
common use of ovulation induction and assisted repro-
ductive techniques in the recent years.[2,3] The incidence
of multiple pregnancy in a population can be classically
calculated as twin pregnancies 1/n, triple pregnancies
1/n2, and quadruplet pregnancies 1/n3.[4]

Multiple pregnancies are considered risky pregnan-
cies due to high maternal and perinatal morbidity rates.
In multiple pregnancies, preterm labor is held responsi-
ble for the poor neonatal outcomes primarily. Preterm
labor is seen 7–10 time more in multiples pregnancies
than singleton pregnancies. This was explained by fac-
tors such as the increased uterine tension, low blood
build up, mechanical pressure on cervix and premature
rupture of membrane.[5] In addition, the incidences of
the complications such as gestational hypertension, pla-
centa previa, antenatal and intrapartum bleeding, hyper-
emesis gravidarum and premature rupture of membrane
also increased.[6]

In general, twin pregnancies constitute about
10–12% of perinatal mortality.[7] Intrauterine death
and newborn death rates are higher compared to sin-
gleton pregnancies.[8] Although the perinatal mortality
rate decreased throughout the years, the prematurity
risk in multiple pregnancies have not changed within
last 20–30 years.[9]

In our study, we aimed to evaluate the maternal and
fetal outcomes of twin pregnancies, which are the rea-
sons of severe fetal and maternal morbidity and mortal-
ity, that delivered within last 3 years in our center.

Methods
One hundred and thirty pregnancy cases were found
among 4241 pregnant women who delivered in our clin-
ic between 01.01.2017 and 01.01.2020. The records of
the patients were reviewed retrospectively, and their data
for age, week of gestation, delivery type, birth weight,
fetal sex, chorionicity characteristics and laboratory
parameters were recorded. Maternal age was accepted as
the age during labor. The week of gestation was deter-
mined according to the last menstrual period for those
who had regular menstruation, and according to the fetal

crown-rump length for those who had irregular men-
struation and conceived by in vitro fertilization. 

When evaluating the data obtained in the study,
SPSS 21.0 (SPSS Inc., Chicago, IL, USA) was used for
statistical analyses. The data were presented as mean ±
SD (standard deviation). The descriptive statistics were
used in the data analysis, and p<0.05 was considered sta-
tistically significant.

Results
The incidence of twin pregnancy was 3% (130/4241) in
our study. It was seen in the ultrasonographic imaging
performed during diagnosis that 72.3% of the cases were
dichorionic diamniotic (94 cases), 26.2% of them were
monochorionic diamniotic (34 cases), and 1.5% of them
were monochorionic monoamniotic (2 cases). Of the
pregnant women, 12.3% (16 cases) were at term and
87.7% (114 cases) were at preterm period. All term cases
were between 37 and 39 weeks of gestation and they
were evaluated as early term. When preterm fetus cases
were evaluated, it was found that 49 (37.7%) cases of 114
preterm fetuses were late preterm (34–36 weeks and 6
days), 27 (20.8%) cases were mid-preterm (32–33 weeks
and 6 days), and 38 (29.2%) cases were early preterm
labors (24–32 weeks) (Fig. 1).

In our study, the rate of treatment pregnancy (preg-
nancies by ovulation induction and assisted reproductive
technologies) was 20% (26 cases) and the rate of sponta-
neous twin pregnancy was 80% (104 cases). Of the treat-

Fig. 1. The gestational ages of the cases at labor. 
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ment pregnancies, 8 were early term and 18 were preterm
labor (<37 weeks) while 6 of them were early preterm. Of
the spontaneous pregnancies, 8 were early term (37–39
weeks) and 96 were preterm labor. Thirty-two of the
preterm labors were early preterm, 23 of them were mid-
preterm, and 41 of them were late preterm (Table 1).

While 66 cases were younger than 35 years old, 64
cases were older than 35 years old. When weeks of ges-
tation were evaluated according to maternal age, we
found that there was no significant difference. Mean
maternal age of our patients was 31.3 (range: 17–45).
While our 45 cases were having their first pregnancy, 37
cases were primiparous pregnancy and 48 cases were
multiparous pregnancy. Forty-one cases delivered by
cesarean section due to recurrent cesarean section, and
first baby was delivered by vaginal labor in 2 cases while
the second baby was delivered by cesarean section due to
cord prolapse and change of presentation. One case
underwent hysterectomy due to invasion anomaly.

When the cases were evaluated in terms of maternal
morbidity, preterm labor (41 cases, 31.5%), anemia (27
cases, 20.7%), preterm premature rupture of membrane
(34 cases, 26.2%) and selective intrauterine growth
restriction (12 cases, 9.2%) were found to be the most
common problems. Moreover, preeclampsia, gestation-
al diabetes and intrahepatic cholestasis of pregnancy
were observed in 8 (6.2%), 8 (6.2%) and 7 (5.4%) cases,
respectively. Twin-to-twin transfusion was found in 3
cases (2.3%) (Tables 2 and 3); while it was found out
that two of these cases underwent laser ablation treat-
ment in an external center, one case was referred to our
clinic from an external center at 26 weeks and the preg-
nancy was ended by emergency cesarean section.

When newborn’s Apgar scores were evaluated, it was
observed that 1-minute (p=0.01) and 5-minute (p<0.01)
Apgar scores increased significantly. Mean birth weight
was found 1832g, and 59.3% of the newborns had low
birth weight (<2500 g) and 21.8% of them had very low
birth weight (<1500 g). When Apgar scores were assessed

according to newborn weights, it was observed that 1-
minute (p=0.02) and 5-minute (p=0.01) Apgar scores
increased significantly.

While one fetus in 12.5% of the patients (n=16) had
transverse presentation, at least one fetus was in breech
presentation (31.3% of them were breech-breech, and
21.8% of them were head-breech) in 53.1% of the cases
(n=69). All these cases delivered by the cesarean section.
34.4% of the cases (n=45) were head-head presentation.
Thirty-three cases with head-head presentation were
delivered by the cesarean section due to placenta previa
(3 cases), severe preeclampsia (4 cases), early preterm
labor (13 cases), selective intrauterine growth restriction
(2 cases) and family anxiety (11 cases). Twelve cases
delivered vaginally.

Table 1. The distribution of labor and maternal ages according to the treatment and spontaneous pregnancy characteristics. 

<35 years old (n=66) >35  years old (n=64)

Characteristics 24–316 32–336 34–366 37–39 24–316 32–336 34–366 37–39
weeks weeks weeks weeks weeks weeks weeks weeks

Treatment pregnancy (IUI, IVF) (n) 4 3 6 5 2 1 2 3

Spontaneous pregnancy (n) 13 8 23 4 19 15 18 4

Table 2. The complications seen in the preterm cases.

Complication* n (%)

Preterm labor 41 (31.5%)

Anemia 27 (20.7%)

Premature preterm rupture of membrane 34 (26.2%)

Selective intrauterine growth restriction 12 (9.2%)

Preeclampsia 8 (6.2%)

Gestational diabetes 8 (6.2%)

Pregestational diabetes 1 (0.8%)

Hepatic cholestasis of pregnancy 7 (5.4%)

Twin-to-twin transfusion syndrome 3 (2.3%)

Placenta previa 12 9.2%

*More than one complication was observed in some cases. 

Table 3. The complications seen in the cases at term.

Complication n (%)

No complication 7 (5.4%)

Premature rupture of membrane 3 (2.3%)

Preeclampsia 4 (3.0%)

Gestational diabetes 2 (1.5%)
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Discussion
Multiple pregnancies constitute 1–2% of all pregnancies,
and they are high-risk pregnancies due to the increased
feto-maternal morbidity and mortality. Together with
the prevalent use of ovulation induction and assisted
reproductive techniques, an increase up to 3% was
observed in the incidence of multiple pregnancy.[1–3]

Similarly, we found the incidence of multiple pregnancy
3% in our study. Of them, 20% were treatment preg-
nancy, and 80% were spontaneous multiple pregnancy.

The most common obstetric complication in the
multiple pregnancies is preterm labor; the preterm labor
is seen more commonly in multiple pregnancies com-
pared to singleton pregnancies. This was associated with
the factors such as the increased uterine tension, low
blood build up, mechanical pressure on cervix and pre-
mature rupture of membrane.[5] Despite the decreasing
perinatal mortality rates in the recent years, the prema-
turity risk and incidence has not decreased in multiple
pregnancies.[9] Ülkümen et al. reported the rate of labors
at and before 37 weeks in twins 95%, and Gül et al.
reported premature labor rate 73% in their study.[10,11]

We found prematurity incidence in twins 78% similar to
the literature. Twin pregnancies complete lung develop-
ment at 37 weeks, triples pregnancies at 31–33 weeks and
quadruplet pregnancies at 29 weeks.[12] As lung matura-
tion is usually completed at 31–32 weeks in twin preg-
nancies, perinatal morbidity and mortality rates are high
in labors before these weeks, and the prematurity-relat-
ed complications decrease after these weeks.[12] Gül et al.
reported that they found a significant correlation
between low Apgar scores and prematurity and immatu-
rity in their study.[11] Similarly, we found a statistically
significant correlation between delivery week and 1-
minute and 5-minute Apgar scores (p<0.005).

Some different approaches have been suggested to
prevent the complications seen in multiple pregnancies.
One of the generally-accepted opinions is to limit the
number of embryo, which is transferred during in vitro
fertilization procedure, with two. This method results in
the reduction of pre- and postnatal complications of ges-
tation without affecting pregnancy period and fetal
development.[13] Another method is the multifetal reduc-
tion. Reducing twins to single fetus decreases twin-relat-
ed complications, but there is still no full consensus on
this method. This method is recommended in pregnan-
cies with three or more fetuses.[14]

In terms of birth weight, the newborns which weigh
1500 g or less are considered as newborns with very low
birth weight and those which weigh between 1500 g and
2500 g are considered as newborns with low birth
weight. In a twin-pregnancy study published in Turkey
in 2013, the rate of newborns with very low birth weight
was reported 12.7% and the rate of newborns with low
birth weight was reported 51.1%.[10] In our study, mean
twin weight was 1832 g, and the rates of newborns with
very low birth weight and low birth weight were 21.8%
and 59.3%, respectively. In a multiple pregnancy study
conducted in Turkey in 2013, the rates of very low birth
weight and low birth weight were reported 55–65% and
17–20%, respectively.[15]

Although there is an increase in the maternal blood
volume in twin pregnancies, the anemia of iron and folic
acid deficiency is a common condition. Blood transfusion
is required when hemoglobin level is below 8 g/dl.[16,17]

The anemia rate in the multiple pregnancy study of Gül
et al. in 1998 was reported 30% similar to our study.[11]

There were 2 pregnant women among anemic patients in
our study which required blood transfusion.

Although there are publications asserting that there is
a risk of increased gestational diabetes mellitus in multi-
ple pregnancies compared to the singleton pregnancies,
there are also publications which could not find a signif-
icant correlation.[18] In our study, the GDM rate was 6%
in line with those results. Kazand› et al. reported in their
study conducted in 2011 that the preeclampsia incidence
was 7%, cholestasis was 4% and premature rupture of
membrane was 20%.[19] Similarly, we found that
preeclampsia was 6%, cholestasis was 5% and premature
rupture of membrane was 26% in our study.

The growth restriction was reported 8% in fetuses of
twin pregnancies.[20] We similarly found growth restric-
tion in 12 cases (9.2%).

Twin pregnancy is diamniotic dichorionic (two amni-
otic sac and two placentas) if division occurs in zygote
within the first 3 days after fertilization in twin pregnan-
cies, monochorionic diamniotic (two amniotic sac and
one placenta) if division occurs between 4 and 8 days, and
monochorionic monoamniotic (one amniotic sac and one
placenta) if division occurs after 8 days. Conjoined twins
are observed in divisions occurring after 14 days.[21] There
are publications emphasizing that neonatal morbidity
increases prominently in monochorionic twin pregnan-
cies and therefore chorionicity should be considered in
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the first trimester.[22] When we reviewed the first
trimester ultrasound images of the pregnant women
included in our study, we found that the chorionicity of
less than 50% of the cases was observed during early
weeks of gestation. In our study, we found the rate of
monochorionic pregnancy rate 27% in the ultrasonogra-
phy examination performed during diagnosis, and
observed premature rupture of membrane 3 times high-
er in these cases compared to dichorionic pregnancies.
The absence of proper comparison of chorionicity and
neonatal outcomes as chorionicity was not specified in
the first trimester ultrasonography examinations of the
most of the patients is one of the limitations of our study.

There are many maternal and fetal factors that
should be paid attention in terms of delivery type in twin
pregnancies.[23] The fetal characteristics of the patients
such as parity, previous delivery type, concurrent dis-
eases, week of gestation and growth restriction should be
taken into consideration. We prefer vaginal delivery in
pregnancies with head-head presentation, and our 12
cases which delivered vaginally had head-head presenta-
tion. In addition, our 2 cases with head-head presenta-
tion delivered by cesarean section due to the cord pro-
lapse and change of presentation to breech in second
baby. We observed malpresentation (transverse, head-
breech or breach-breach presentation) in 65.6% of our
cases. We believe that such high rate of presentation
anomaly results from the fact that our hospital is a refer-
ence center. In addition, the reasons such as increasing
malpractice concerns and family anxiety in recent years
seem to cause a decrease in the incidence of vaginal
delivery. While there are studies arguing that cesarean
section would reduce labor trauma due to high rates of
malpresentation and prematurity in twin pregnancies
and that there would not be a significant increase in
cesarean section operations as twin pregnancies consti-
tute only about 1% of all pregnancies, there are also
other studies claiming that recurrent cesarean section
rate would increase with the increase in maternal mortal-
ity and morbidity and longer hospitalization periods, and
that fetal morbidity and mortality rates would not be
higher by vaginal delivery in appropriate cases.[24] During
the study period, the our cesarean section rate in multi-
ple pregnancies was 90.7%. We associate the increased
rate of cesarean section with the referral of complicated
patients to our hospital as it is a tertiary center, the inten-
sity of patients who are anxious socio-culturally, and the
tendency of treatment pregnancies to delivery by cesare-

an section. In terms of indications, presentation anom-
alies were the most common cesarean section indication.
The locking risk of fetuses in non-vertex–vertex presen-
tation was reported 0.1% and its mortality rate was
reported 31%.[25] Our 41 (31.5%) cases delivered by
cesarean section due to recurrent cesarean section.

Conclusion
Twin pregnancies are characterized by the increased
feto-maternal risks. Therefore, both antenatal and intra-
partum management should be maintained diligently.

Conflicts of Interest: No conflicts declared.
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