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ABSTRACT: 
Background: Multiple gestations or multiple pregnancies occur when two or more fetuses are conceived at the same time in the same 
woman, it can either be a monozygotic or dizygotic pregnancy. Multiple gestations are associated with increased maternal and fetal 
complications. Aim of the study: To study the perinatal outcome and maternal complications that can occur due to multiple pregnancies 
and hence take appropriate measures to have a better outcome. Materials and methods: This is an observational study of patients with 
multiple pregnancyadmitted in our hospital from January 2015 to September 2016.All the patients admitted in ANC ward and labor room 
with multiplegestation from January 2015 to September 2016.Complete history was taken including the history of multiple pregnancyin 
the previous pregnancy or in the family and history of taking ovulationinduction drugs was recorded.Clinical examination was done, fetal 
lie and presentation was noted. Results: We observed that the majority of subjects in the study were in the age group of 21 to 30 years [ 
81.2%]. . In case of twin 1, mean birth weight of babies born between 28-32 weeks was 1.37 kg, mean birth weight of babies born 
between 33-36 weeks was 1.8 kg, and mean birth weight of babies born beyond 37 weeks was 2.1 kg. in case of twin 2, mean birth 
weight of babies born between 28-32 weeks was 1.3 kg, mean birth weight of babies born between 33-36 weeks was 1.6 kg, and mean 
birth weight of babies born beyond 37 weeks was 2.1 kg. Significant association was observed between parity and anemia, PPH. 40.7% 
of Multigravida and 11.5% of primigravida had anemia as complication, and 25.9% of multigravida and none in primigravida had PPH as 
complication. Conclusion: We conclude that perinatal mortality was more in babies delivered between 28- 32 weeks due to respiratory 
distress syndrome. Due to proper ANC care, timely admission and intervention we were able to avoid complications like eclampsia, 
obstetric hysterectomy due to postpartum hemorrhage, ICU admission and maternal mortality. 
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INTRODUCTION: 
Multiple gestations or multiple pregnancies occur when two 
or more fetuses are conceived at the same time in the same 
woman, it can either be a monozygotic or dizygotic 
pregnancy. 1 Multiple gestations are associated with 
increased maternal and fetal complications.2-4 Although the 
rates of multiple pregnancies have shown to decline in 
Europe over the last decades, these rates are still higher 
compared to those reported in developing countries. For 
example, in Europe, incidence of multiple pregnancy rates 
was 21.7% in 2008 compared with 22.3% in 2007, 20.8% in 
2006 and 21.8% in 2005 5-7. Recent studies in Nigeria 

reported a twinning rate ranging from 1.4%-4.7%. 8-11 The 
higher multiple pregnancy rate in Europe is attributed to the 
increased use of assisted reproductive techniques as well as 
the use of ovulation stimulation agents. 12, 13 The risk factors 
for multiple gestation births have been well documented. 14, 

15 These include family history of twins, heredity, advanced 
age, serum estradiol concentration, race, and use of assisted 
reproductive technique. Furthermore, women with multiple 
gestations are at increased risk of pre-eclampsia, preterm 
labor, delivery of low birth weight infant, antepartum or 
postpartum hemorrhage, caesarean section delivery, 
congenital anomalies, intrauterine growth retardation, 
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maternal and perinatal death as compared to women with 
singleton gestations. 16-19 In addition, multiple gestations are 
associated with increased cost to families and health care 
system. 20-23 All these factors are the reasons why multiple 
pregnancies remain a major public health problem as 
compared to singleton pregnancies, particularly in sub-
Saharan Africa, given the high maternal mortality rate in the 
region. Thus, it is important to conduct the study at this 
particular place to have awareness of risks and early 
detection which will guide the interventions. This might 
make proper allocation of scarce resources and prevent 
death of mothers with multiple pregnancy and their babies 
due to complications. Hence, the present study was 
conductedto study the perinatal outcome and maternal 
complications that can occur due to multiple pregnancies 
and hence take appropriate measures to have a better 
outcome. 
 

MATERIALS AND METHODS: 
This is an observational study of patients with multiple 
pregnancyadmitted in our hospital from January 2015 to 
September 2016.All the patients admitted in ANC ward and 
labor room with multiplegestation from January 2015 to 
September 2016. 
 

INCLUSION CRITERIA- 
 All women admitted to the antenatal ward and labor 

room after clinicalor ultrasound diagnosis of multiple 
gestation. 

 

EXCLUSION CRITERIA- 
 Patients coming to out-patient department with 

multiple gestation. 
 One or more fetuses delivered outside our hospital. 

Complete history was taken including the history of 
multiple pregnancyin the previous pregnancy or in the 
family and history of taking ovulationinduction drugs was 
recorded.Clinical examination was done, fetal lie and 
presentation was noted.Per vaginal examination was 
performed when the patient was in labor.Routine 
investigations like hemoglobin percentage, urine for sugar, 
albumin, microscopy and blood group was done for all 
patients. Specialinvestigations like blood urea, serum 
creatinine, serum uric acid, blood sugarlevel, liver function 
tests, complete hemogram, fundoscopy, bleeding time, 
clotting time and urine culture was done whenever 
necessary. Complications in the mother during antenatal 

period like hypertension, polyhydramnios wasnoted. USG 
was done for confirmation.Intrapartum fetal monitoring was 
done by intermittent auscultation of thefetal heart 
sounds.Outcome of pregnancy was noted as either, preterm 
delivery, full termvaginal delivery, instrumental delivery or 
cesarean section. Indication forcesarean section was 
recorded. Incidence of post-partum hemorrhage, typeof 
placenta, and presence of retroplacental clots was 
noted.Both the mother and the babies were followed up 
until discharge from the hospital. Statistical analysis of the 
maternal problems during the antepartum, intrapartum and 
postpartum period was done using the test of proportion 
orany other suitable statistical analysis.Chi-square and 
Student’s t-test were used for checking the significance of 
the data. A p-value of 0.05 and lesser was defined to be 
statistical significant. 
 
RESULTS: 
Table 1 shows the age distruibution of mothers in the study. 
We observed that the majority of subjects in the study were 
in the age group of 21 to 30 years [ 81.2%]. {Fig 1} Table 2 
shows the mean birth weight of Twin 1 and 2. In case of 
twin 1, mean birth weight of babies born between 28-32 
weeks was 1.37 kg, mean birth weight of babies born 
between 33-36 weeks was 1.8 kg, and mean birth weight of 
babies born beyond 37 weeks was 2.1 kg. in case of twin 2, 
mean birth weight of babies born between 28-32 weeks was 
1.3 kg, mean birth weight of babies born between 33-36 
weeks was 1.6 kg, and mean birth weight of babies born 
beyond 37 weeks was 2.1 kg. {Fig 2} Table 3 shows the 
association between Parity and maternal complications. We 
observed significant association was observed between 
parity and anemia, PPH. 40.7% of Multigravida and 11.5% 
of primigravida had anemia as complication, and 25.9% of 
multigravida and none in primigravida had PPH as 
complication. This difference was significantly higher in 
Multigravida. No significant association was observed 
between other complications and parity. {Fig 3} 
 
Table 1: Age distruibution of mothers in the study 

Age Number of patients Percentage (%) 
<20 years 11 13.8 
21-30 years 65 81.2 
>30 years 4 5.0 
Total 80 100 

 

Figure 1: Age distribution of Patients 
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Table 2: Mean birth weight of Twin 1 and 2 

Gestational age at time of Labor Mean birth weight of Twin 1 (kg) Mean birth weight of Twin 2 (kg) 
28-32 (n=15) 1.37 1.3 
33-36 (n=25) 1.8 1.6 
>37 (n=40) 2.1 2.1 

 
Figure 2: Mean birth weight of twin 1 and 2 

 
 
Table 3: Association between Parity and maternal complications  

 Parity p-value 
Multigravida Primigravida 

Number Percentage %) Number Percentage %) 
Anemia 22 40.7% 3 11.5% 0.008 
Preterm 29 53.7% 10 38.5% 0.201 

Preeclampsia 11 20.4% 10 38.5% 0.085 
PPH 14 25.9% 0 0.0% 0.004 

PROM 6 11.1% 5 19.2% 0.323 
Polyhydramnios 7 13.0% 0 0.0% 0.055 

 
Figure 3: Association of parity and maternal complications 
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DISCUSSION: 
Multiple pregnancies are associated with poor maternal and 
fetal or neonatal outcomes and possible long term 
developmental problems. The frequency of multiple 
pregnancies is higher in our hospital as it is a tertiary care 
center. In the study conducted from January 2015 to 
September 2016, 9263 deliveries occurred. Out of it, 80 
were multiple pregnancy and hence, the frequency of 
multiple pregnancy is 0.86%. Among these 80 cases, one 
case was of triplet pregnancy. Patient with triplet pregnancy 
was 26 years old Primigravida with family history of 
multiple pregnancy. Patient was booked at our hospital. She 
had regular antenatal visits and all relevant investigations 
were done. During 36 weeks of gestation patient developed 
pre-eclampsia. Termination of pregnancy was done by 
Elective LSCS. There were no major complications like 
impending eclampsia or PPH. The babies born were 1.2 kg, 
3 kg and 2.2 kg. Baby 1 had low birth weight and was 
shifted to NICU. It was discharged to mother-side after 8 
days. Both mother and babies were discharged from hospital 
with good maternal and fetal outcome.In a study conducted 
by Mahendra Raj Pandey et al24, study women in age group 
between 21-30 were 81.2% ,>30were 5% and, 20 were 
13.8%. In present study women in 21-30 age were 66.2, >30 
were 10.8% and < 20 were 23% as compared to other 
studies.In a study conducted by Qazi et al 25, there were 
35% primigravidas and 65% multigravidas. In a study 
conducted by Ri- Na Suetal26 study 60.5% patients were 
Primigravidas and 39.5% were multigravidas. In present 
study, there were 32.5% primigravidas and 67.5% 
multigravidas. Mahendra Raj Pandey etal24 study concluded 
that there were 95.7% spontaneous conception and 2.2% 
after ovulation induction. In present study 76.2% had 
spontaneous conception and 23.8% were after using 

ovulation induction drugsHistory of multiple pregnancy in 
family was present in 4.3% of the women according to the 
study conducted by Mahendra Raj Pandey etal was absent in 
95.7%. In our study history of multiple pregnancy in family 
was present in 2.5% of the women and absent in 97.5%.24 

According to study conducted by Ri-Na Suetal, major 
complication was preterm labor. According to Mahendra 
Raj Pandey and etal major complication was preterm labor. 
According to Qazi et al study majority of the patients were 
anemic. Preterm labor was a major complication according 
to Rizwan N et al study. According to present study preterm 
labor was a major complication.25-27 Anemia was the second 
major complication observed in my study. Out of 25 
patients who developed anemia 4 patients required blood 
transfusion. Next major complication was pre- eclampsia. 
Because of regular follow up of cases during antenatal 
period, early admission and timely intervention none of the 
patients landed into eclampsia. 14 patients developed post-
partum hemorrhage, all were managed by medical line of 
management. Due to proper and timely intervention we did 
not have any critically ill patient, ICU admission or 
maternal mortality. According to Qazi et al study maximum 
deliveries occurred between 33 to 36.6 weeks followed by 
after 37 weeks and then between 28 to 32 weeks. In present 
study maximum deliveries occurred after 37 weeks of 
gestation followed by between 33 to 36.6 weeks then 
between 28-32 weeks of gestation.25 

 

CONCLUSION: 
From the results of present study, we conclude that perinatal 
mortality was more in babies delivered between 28- 
32weeks due to respiratory distress syndrome.Due to proper 
ANC care,timely admission andintervention we were able to 
avoid complications like eclampsia, obstetrichysterectomy 
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due to postpartum hemorrhage, ICU admission and 
maternalmortality. 
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