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Effects of Single Fetal Death on Mother and
Live Co-twin in Twin Pregnancy

So Youn Kim, M.D., Hae Yul Chung, M.D., Hee Jo Back, M.D., Ic Sun Choi, M.D.
Chang Yee Cho, M.D. and Young Youn Choi, M.D.

Departments of Pediatrics, Chonnam National University Medical School, Gwangju, Korea

Purpose : Twins have a higher mortality and morbidity than singletons. Co-twin with one fetal
death is particularly at risk. We investigated the neonatal outcome of live co-twins when one
fetus had died after the 20th gestational week, and associated risk factors.

Methods : A retrospective study was performed in fifteen cases of twin pregnancy with single
intrauterine fetal deaths after the 20th gestational week during the period from January 1996 to
December 2000 at Chonnam University Hospital.

Results : Gestational age was 33.7£3.2 weeks, birth weight was 1,992+592 g. Interval between
one fetal death being detected and the delivery of a live co-twin was 32.4%295 days. There
were 11 cases(73.3%) of premature babies less than 37 gestational weeks. Main causes of preterm
delivery were preterm labor and premature rupture of membranes. Hematologic findings sug-
gesting disseminated intravascular coagulopathy(DIC) were not found in all mothers before deliv-
ery, and was not associated with DIC and encephalomalacia of the live co-twin. Perinatal outcome
of fifteen live co-twins was as follows : six were normal(40%), three were DIC(20.0%), three were
encephalomalacia(20.0%6), one suffered intrauterine growth retardation, there was one case of twin
to twin transfusion syndrome, and one of congenital heart disease(atrial septal defect with pulmo-
nary stenosis). The occurrence of DIC and encephalomalacia in live co-twins was not related to
placental chorionicity, birth weight, gestational week, and the interval between the detection one
fetal death and the delivery of a live co—twin.

Conclusion : We could not find any maternal hematologic problems in twin pregnancies compli-
cated by one fetal death. Twenty percent of live co-twins showed DIC and encephalomalacia.
However, its associated risk factors were not found. We need to investigate more closely the cases
of live co-twins with one intrauterine fetal death. (J Korean Pediatr Soc 2002;45:1512-1518)
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Table 1. Subject Characteristics

GA at GA at Weight Apgar

Case IUFD  delivery Irz:‘.je;‘v)a 1 I?V\)/ of Dead Score gg?fe:f Antenal problems
(week)  (week) y g Fetus(g) (1/5 min) y
Monochorionic
1 33" 33*6 1 1,680 1,150 6/7 IVD PIH, oligohydroamnios
2 30" 37"3 49 2,270 400 9/9 SVD None
3 33" 35 14 2,000 1,000 4/6 C-section Preterm labor
4 287° 28"° 1 800 ? 6/7 SVD Preterm labor
Hydroamnios
5 3470 35" 11 1,640 160 4/6 SVD Preterm labor, PROM
6 27+ 2713 2 1,050 870 6/8 SVD Preterm labor, PROM
7 30" 35"° 37 2,240 870 10/10 VD Preterm labor
Dichorionic
8 33" 34" 2 2,040 1,120 3/5 IVD Preterm labor
9 2670 35" 66 2,390 900 6/8 SVD Preterm labor
10 337 37! 27 2,710 710 10/10 SVD None
11 3172 33"! 13 2,470 1,620 2/8 SVD Preterm labor
12" 23" 33"! 68 2,110 260 10/10 SVD Preterm labor, PROM
13" 2677 37! 78 2,310 130 10/10 SVD Oligohydroamnios
14 251 30" 35 1,310 530 5/6 SVD Preterm labor
Unknown
15" 26" 37" 82 2,860 260 9/10 C-section None

Abbreviations : GA, gestational age; IUFD, intrauterine fetal death; IVD, induction vaginal delivery; SVD,
spontaneous vaginal delivery; PIH, pregnancy induced hypertension; PROM, premature rupture of membranes;
“IVF-ET : In vitro fertilization-embryo transfer, 'one fetus was ablated due to acardia with acrania

Interval denotes the day(s) between the detection of one fetal death and the delivery of a live co-twin

Table 2. Hematologic Findings of Mothers before Delivery

Case WBC(X 10/ pL) Platelet( x 10%/L) Fibrinogen(mg/dL) aPTT(sec) PT(sec) FDP( pg/L)

1 176 299 None 389 94 10
2 7.3 284 320 36.0 115 20
3 16.2 206 622 33.0 11.0 neg
4 20.1 441 685 27.3 9.9 neg
5 14.6 281 None None None None
6 8.1 355 None 20.9 105 neg
7 9.3 181 306 28.8 125 20
8 12.0 399 None 315 10.7 None
9 13.8 226 421 29.5 11.8 neg
10 8.1 380 306 30.6 11.7 neg
11 28.6 184 316 36.5 12.0 20
12 12.0 318 281 33.0 11.8 neg
13 8.1 380 326 30.1 116 neg
14 84 123 None 32.0 12.8 neg
15 15.3 171 316 35.7 12.3 neg

Abbreviations : WBC, white blood cell; aPTT, activated partial thromboplastin time; PT, prothrombin time;
FDP, fibirin degradation products
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Table 3. Outcome

of Live Co-Twins

Zobd A5 A 125 20029 1515

Case Perinatal problem Cranial US Outcome
Monochorionic

1 TTTS, DIC Encephalomalacia Cerebral palsy

2 DIC Normal Healthy

3 — Normal Healthy

4 DIC Both PVE grade 1 Healthy

5 IUGR, RDS stage III, PDA Rt. IVH grade I-II Healthy

6 — Both IVH III, Lt PVL Cerebral palsy

7 — Both PVE grade II Healthy
Dichorionic

8 — Normal Healthy

9 — Encephalomalacia Cerebral palsy

10 — Both PVE grade 1 Healthy

11 — Normal Healthy

12 — Normal Healthy

13 — Both IVH grade II-III Healthy

14 ROP stage 1 Normal Healthy
Unknown

15 ASD, PS Normal Healthy

Abbreviations : ASD, atrial septal defect; DIC, disseminated intravascular coagulopathy; IUGR, intrauterine
growth retardation; IVH, intraventricular hemorrhage; PDA, patent ductus ateriosus; PS, pulmonary stenosis;
PVE, periventricular echogenicity; PVL, periventricular leukomalacia; RDS, respiratory distress syndrome;
ROP, retinopathy of prematurity; TTTS, twin to twin transfusion syndrome

Fig. 1. Axial T1(1A) and T2-weighted(1B) Magnetic Resonance Scan at the age of two
weeks of life showed extensive encephalomalacic changes in the both frontal and parietal
lobes(case 1).
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