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ABSTRACT

Background: Preterm birth is a leading cause of perinatal mortality and long-term morbidity as well as the long-
term health consequences and cognitive outcomes. Objective: Multiple gestations are high risk pregnancies, which
may be complicated by pre-maturity, low birth weight infants, pre-eclampsia, anemia, postpartum hemorrhage,
intrauterine growth restriction, neonatal morbidity and high perinatal, neonatal and infant mortality. This study was
carried out to determine the incidence and effect of multiple pregnancies on pre-term labor in tertiary care
hospitals. Setting: A total of 36 patients were included in the study. Data of patients with twin pregnancies and
preterm birth were recorded. This study was conducted at Niazi Medical and Dental College, Sargodha. Methods:
This descriptive study was conducted at Niazi Medical and Dental College, Sargodha. The study population
comprised women with twin pregnancies who were admitted to hospital in a time span of 1 year at 36 weeks. The
patients with multiple pregnancies (commonly twin) and preterm labor were included in the study. All the patients
with twin pregnancies had preterm labor.
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INTRODUCTION birth, antepartum and postpartum hemorrhage, and are
more likely to deliver by Caesarean section and to have
serious maternal morbidity. Because maternal and fetal
risks increase according to the number of fetuses,
multifetal pregnancies should be assessed separately
from singleton pregnancies. In practice, this has often
meant that studies include only singleton pregnancies
and are rarely repeated for multifetal pregnancies.!
Little health services research has specifically examined
multifetal pregnancies. Preterm delivery and its short-
term and long-term squeal constitute a serious problem
in terms of mortality, disability, and cost to society.[”

Multiple pregnancies are associated with high incidence
of preterm delivery. The increased incidence of preterm
labor was reported as 44% in Scotland and 1-3% in
United States. The vast majority (97-98%) are twin
pregnancies. Multiple pregnancies constitute significant
risk to both mother and fetus.! Preterm delivery is the
leading cause of maternal mortality and morbidity and
the incidence in twin pregnancies is five to ten times
higher than in singleton.?

Preterm labor is usually defined as regular contractions
accompanied by cervical change at less than 37 weeks'
gestation.® During the last two centuries the twin birth
rates have increased worldwide. The main contributors to
this rise are the increasing childbearing age and the use
of assisted reproductive technologies (ART) including
IVF and other procedures such as ovulation induction
and intrauterine insemination.[! Multifetal pregnancies
increase the risk of pregnancy complications and adverse
outcomes for mothers and babies and hence require a
higher level of care than singleton pregnancies.™
Women with a multifetal pregnancy are at increased risk
of hypertensive disorders, gestational diabetes, preterm

The incidence of preterm delivery, which has increased
in recent years, is associated with various
epidemiological and clinical risk factors.

The obstetric precursors leading to preterm birth are: (1)
Intra uterine growth restriction (IUGR) (2) Preeclampsia
(3) preterm premature rupture of the membranes
(PPROM) (4) abruption of placenta.l’!

Fetal or intrauterine growth restriction (IUGR) is
associated with perinatal mortality and morbidity. IUGR
is a condition with an increased risk of a pathological
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condition that adversely affects the inherent potential
growth of the fetus and preterm birth. Ideally, the
diagnosis of IUGR is a two-step procedure: 1) restriction
of the growth restriction by ultrasonography, and 2)
identification of a specific cause. Intrauterine growth
retardation (IUGR) is mainly due to a pathologic slow-
down in the pace of fetal growth, resulting in a fetus that
is unable to reach its growth potential. That requires a
good balance between this and the environment in which
it develops during pregnancy. Preeclampsia accounts for
more than 40% of premature deliveries and is also the
most important cause for maternal mortality and
morbidity in developing countries. The maternal
endothelium is the ultimate target leading finally to
preeclampsia where free radicals evoking endothelial-
cell activation are obviously promoters of maternal
vascular malfunction.*”

RESULTS

In this study, a total of 36 patients were taken with
multiple specifically twin pregnancy. The patients were

Table 1: Descriptive analysis of age.

followed till preterm delivery. The minimum age was 21
and maximum age was 39. The mean of the age was 30
years (Table 1). During this time span, the patients were
observed, and the results were noticed. Due to preterm
birth, premature rupture of membrane, preeclampsia,
IUGR, abruption of membrane was noticed among the
patients. Among 36 patients, membrane rupture occurred
in 10 patients (table 2). Preeclampsia was seen in 6 (table
3), IUGR in 4 (table 4) and placental abruption was seen
in 1 patient (table 5). In the study, beside these
pathologies, among 36 patients’ preterm birth was also
caused by unknown causes. 15 patients had preterm birth
because of these unknown causes which were not
detected by Ultrasonography.

(I)Dfe;(g:lzlptlve Statistics N Minimum | Maximum Mean Std. Deviation
Age 36 21.00 39.00 30.0556 4.64724
Table 2: Rupture of membrane in patients.
Membrane rupture Frequency Percent
No 26 72.2
Yes 10 27.8
Total 36 100.0
Table 3: Preeclampsia in women.
Preeclampsia Frequency Percent
No 30 83.3
Yes 6 16.7
Total 36 100.0
Table 4: IUGR in patients.
IUGR Frequency Percent
No 32 88.9
Yes 4 111
Total 36 100.0
Table 5: Placental abruption in women.
Placental abruption | Frequency | Percent
No 35 97.2
Yes 1 2.8
Total 36 100.0
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Graphical presentation of age distribution.
DISCUSSION Patients’ consent: Written informed consents were

The pressure of preterm gestation on our health system
raises and is important. Interventions have not proven
effective so far to reduce the preterm birth rate. In
reality, worldwide preterm birth rates increase. It is to
this issue that we are unable to thoroughly understand
preterm birth mechanisms.!? This study was done to
highlight the effects of preterm labor in multiple
gestation. In this study, all the patients who had preterm
labor at 34+ weeks with twin pregnancies were included.
The results showed that preterm labor did not affect
patients with twin pregnancies much. Among 36 patients,
membrane rupture occurred in 10 patients. Preeclampsia
was seen in 6, IUGR in 4 and placental abruption was
seen in 1 patient. Upon detecting, it was noticed that
some unknown causes were also responsible for preterm
labor. Because this study was done by Ultrasound, these
unknown causes were not detected by ultrasonography.

Informed Consent: Written information was obtained
from the participants of this study.
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Inclusion Criteria: All female patients at late preterm
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obtained from the patients to publish the data concerning
this case.

Author’s Contribution

All the authors in the study designed the research plan,
performed experimental works, collected the required
data and analyzed the data. All authors jointly prepared
the manuscript, critically revised and finalized the
manuscript.

Conflict of Interest
The authors declare that there is no conflict of interest
with present publication.

REFERENCES

1. Neilson JP, Mutambira M. Coitus, twin pregnancy,
and preterm labor. American journal of obstetrics
and gynecology, 1989; 160(2): 416-8.

2. Smith LK, Draper ES, Manktelow BN, Dorling JS,
Field DJ. Socioeconomic inequalities in very
preterm birth rates. Archives of Disease in
Childhood-Fetal and Neonatal Edition, 2007; 92(1):
F11-F4.

3. Thompson JM, Irgens LM, Rasmussen S, Daltveit
AK. Secular trends in socio-economic status and the
implications for preterm birth. Paediatric and
perinatal epidemiology, 2006; 20(3): 182-7.

www.wiplsorg | Vol9, Issue 5,2023. |

1SO 9001:2015 Certified Journal 14




Hassan et al.

World Journal of Pharmaceutical and Life Science

4. Pinborg A, Loft A, Rasmussen S, Schmidt L,
Langhoff-Roos J, Greisen G, et al. Neonatal
outcome in a Danish national cohort of 3438
IVF/ICSI and 10 362 non-IVF/ICSI twins born
between 1995 and 2000. Human Reproduction,
2004; 19(2): 435-41.

5. Wang YA, Chembers GM, Sullivan EA. Assisted
reproductive technology in Australia and New
Zealand 2008. AIHW, 2004.

6. Newman RB, Goldenberg RL, Moawad AH, lams J,
Meis P, Das A, et al. Occupational fatigue and
preterm premature rupture of membranes. American
journal of obstetrics and gynecology, 2001; 184(3):
438-46.

7. Krupa F, Faltin D, Cecatti J, Surita F, Souza J.
Predictors of preterm birth. International Journal of
Gynecology & Obstetrics, 2006; 94(1): 5-11.

8. Slattery MM, Morrison JJ. Preterm delivery. The
Lancet, 2002; 360(9344): 1489-97.

9. Copper RL, Goldenberg RL, Das A, Elder N, Swain
M, Norman G, et al. The preterm prediction study:
Maternal stress is associated with spontaneous
preterm birth at less than thirty-five weeks'
gestation. American journal of obstetrics and
gynecology, 1996; 175(5): 1286-92.

www.wiplsorg | Vol9, Issue 5,2023. | ISO 9001:2015 Certified Journal 15




