Perinatal Outcome of First Twin Versus Second Twin in a Tertiary Care Centre


ABSTRACT:

Purpose of the study: To find out the perinatal outcome of the first baby versus the second baby in twin pregnancy with respect to gestational age, chorionicity, presentation, mode of delivery, birth weight, twin twin-twin delivery time interval. To find out specific neonatal outcomes like neonatal death, need for mechanical ventilation, 5-minute Apgar score <7, NICU admission, length of NICU stay in the first versus second twin 
METHODS:
This hospital-based prospective observational study was conducted in the Dept of Obs and Gynaecology, Chittaranjan Seva Sadan, Kolkata, from May 2020 to April 2021. During this period, 5891 patients were admitted for delivery. Out of them, there were 74 twin deliveries. 70 cases were taken for the study after satisfying the exclusion criteria. Previously study population was targeted at 110, but it was reduced to 70 as there were fewer admissions in this hospital due to COVID-19 pandemic. Study populations were the cases coming under the inclusion criteria who were admitted under the Obstetrics and Gynaecology department, Chittaranjan Seva Sadan. Statistical Analysis was performed with the help of Epi Info (TM) 7.2.2.2. EPI INFO is a trademark of the Centres for Disease Control and Prevention (CDC). Descriptive statistical analysis was performed to calculate the means with corresponding standard deviations (s.d.). The test of proportion was used to find the Standard Normal Deviate (Z) to compare the difference in proportions, and the Chi-square test was performed to find the associations. A t-test was used to compare two means. p<0.05 was taken to be statistically significant. 
Results: In this study majority of the cases were delivered preterm< 37 weeks, which comes around52.9% versus 47.1% above 37 weeks. Perinatal mortality was 7/1000 births in those who delivered >37 weeks. As a result, they found that mortality at term was higher in monochorionic twins than in dichorionic twins and that waiting until 37 weeks for spontaneous labour was not justifiable. Preterm delivery should be avoided by opting for a planned elective delivery between 36 and 37weeks, which avoids respiratory problems in the newborn. Chi-square test showed that there was a significant association between APGAR score at 5 minutes and the twins of the patients (p=0.029). Twin 2 with low APGAR score at 5 minutes (31.4%) was significantly higher than Twin 1 with low APGAR score at 5 minutes (12.8%) (Z=3.07;p=0.0021). t-test showed that mean birth weight of Twin2 was significantly lower than that of Twin1 (t138=2.45;p=0.015).

Conclusion:
The current study reveals that perinatal morbidity and mortality were higher for second twins when compared with first twins in relation to preterm delivery. Regular antenatal check-ups for all mothers carrying twins will improve the pregnancy's outcome.
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Introduction – “Twin pregnancy is considered a high-risk pregnancy because perinatal mortality and morbidity in twins are higher as compared to singletons, mainly caused by low birth weight and prematurity, twin-twin transfusion syndrome, but also by malpresentation and mode of delivery” (Nusrat et al., 2021;Çift et al., 2014). The term "Pregnancy" refers to the time between conception and birth. After being fertilised by sperm and deposited in the uterine lining, the egg grows into the placenta, embryo, and eventually the fetus. Pregnancy normally lasts 40 weeks and is divided into three trimesters, each lasting three months, starting on the first day of the woman's last menstrual period. Pregnancy is complicated by different conditions like hypertensive disorder, haemorrhage, preterm birth, post-term birth, fetal growth disorders, and multifetal pregnancies. Among multifetal pregnancy, “twin pregnancy is becoming a problem of increasing dimensions worldwide with the dramatic increase of its incidence for the last decades”(1). “varying worldwide from as low as (6–9per 1000 births) in the whole of Eastern, South-Eastern, and Southern Asia including India, Latin America; intermediate( 9–16 per 1000 births) in Europe and North America to as high as above 18 per 1000 births are found throughout Central Africa” (2). “The study of twin births is important because of the elevated health risks for both mothers and babies, and accompanying greater health care costs” (3). In a twin pregnancy, perinatal mortality and morbidity are five to seven times higher than in a singleton pregnancy. (4) The causes of increased perinatal mortality include prematurity, low birth weight, birth asphyxia, birth trauma, intrauterine foetal death, and congenital abnormalities. “Single fetal loss of a twin pregnancy during the first trimester is not an uncommon event and seems not to impair the further development of the surviving one. This situation is described in the literature as the ‘vanishing twin syndrome’” (Stefanescu et al., 2021). Generally, “retrospective studies show an increased risk of perinatal mortality for the second twin”(5). The delivery of the second twin might be difficult, especially if it is not in cephalic presentation. Twin pregnancy is linked to a variety of obstetric issues, some of which can have catastrophic perinatal effects, especially for the second twin.(6) “The second twin is affected more commonly and 15 severely because of i)Interference with placental circulation after partial separation of the placenta ii). Cord prolapse iii). Malposition iv). Assisted delivery v. Anaesthetic risk vi). Low Birth weight” (7). “The second twin is more likely to have lower Apgar scores, less favourable umbilical arterial or venous parameters, a higher incidence of respiratory distress syndrome, a higher need for intubation and a higher perinatal mortality” (8). Gender, birth weight, chorionicity, presentation, mode of delivery, time interval between births, birth trauma, instrumental delivery, and hypoxia were all blamed for their disadvantage. The majority of the aforementioned observations are based on research conducted in Europe and North America. In India, data on the perinatal outcome of the first twin versus the second twin, as well as major mediating factors for that result, are scarce. With the foregoing in mind, I decided to write this thesis in order to compare the perinatal outcomes of the first and second babies in twin pregnancies and to apply the knowledge I've learned about perinatal issues in twin pregnancies to avoid and treat complications. This will have a positive impact on the perinatal outcome. “Delivery of the second twin remains a challenge, especially if the second twin is not in cephalic presentation. Generally, retrospective studies show increased risk of perinatal mortality for the second twin” (9). “Twin pregnancy was associated with significantly higher rates of adverse neonatal and perinatal outcomes, especially for the second twin. In addition, the maternal complications (potentially life-threatening conditions-PLTC, maternal near miss-MNM, and maternal mortality) are directly related to twin pregnancy and independently associated with adverse perinatal outcome. Twin pregnancy is associated with a number of obstetric complications, some of them with serious perinatal consequences, especially for the second twin” (10). “The rate of perinatal mortality can be up to six times higher in twin compared to singleton pregnancies, largely due to higher rates of preterm delivery and fetal growth restriction seen in twin pregnancies” (11,12). “The second twin is affected more commonly and severely because of 1. Partial separation of the placenta 2. Interference with placental circulation after partial separation of the placenta 3. Cord prolapse 4. Malposition 5. Assisted delivery of 6. Anaesthetic risk 7. Low Birth weight” (13). There is very little literature to compare the perinatal outcome of the first twin and the second twin.
II. Aims and Objectives
To find out the perinatal outcome of the first baby versus the second baby in a twin pregnancy
Specific Objective:
i) To find out the perinatal outcome of the first baby versus the second baby in twin pregnancy with respect to gestational age, chorionicity, presentation, mode of delivery, birth weight, and delivery time interval between first twin and second twin.
ii) To find out specific neonatal outcomes like neonatal death, need for mechanical ventilation, 5-minute APGAR score (<7), NICU admission, length of NICU stay in the first versus second twin.
Materials and methods
This is a hospital-based, prospective, observational, analytical study. The clinical material for this study was taken from the antenatal clinic, labour room, obstetrics operation theatre, and neonatal ward at Chittaranjan Seva Sadan, a tertiary care hospital in Kolkata, India. The study period was 18 months (first 3 months for planning & preparation of the study, next 12 months for data collection, and last 3 months for compilation of data).
Data was collected from May 2020 – April 2021. During this period, 5891 patients were admitted for delivery. Out of them, there were 74 twin deliveries. 70 cases were taken for the study after satisfying the inclusion criteria. Previously study population was targeted at 110, but it was reduced to 70 as there were fewer admissions in this hospital due to  COVID-19 pandemic. Study populations were the cases coming under the inclusion criteria who were admitted under the Obstetrics and Gynaecology department, Chittaranjan Seva Sadan.
Inclusion criteria
•Diagnosis of twin pregnancy confirmed by ultrasound examination;
•Gestational age of 28 weeks or more, or estimated fetal weight of 1000 g
or more;
•No known pre-existing medical complication like chronic hypertension, diabetes mellitus, renal disease, collagen vascular disease, or any other disorder that could complicate the present pregnancy;
•Absence of congenital anomalies in either fetus.
Exclusion criteria
•Previous uterine surgery
•Cervical myoma or any other cases of primary cervical obstruction.
•Active genital herpes
•Cord prolapse
•History of previous traumatic or difficult vaginal delivery
After getting permission from the Institutional Ethics Committee and approval from the West Bengal University of Health Sciences, the eligible patients were included in the study following the inclusion and exclusion criteria. After selection, patients were informed about their inclusion in this observational study that will not affect the management protocol in their vernacular language. They were informed of their right to opt out of the study at any time during the study period. Written informed consent was obtained from all patients included in this study. A detailed history was taken from each woman pertaining to twin pregnancy- age, address, socioeconomic status, about their last menstrual period, marital history, past obstetric history, no of antenatal checkups, living children, abortion, still birth, past history of twin pregnancy, previous history of medical complications. Whether ultrasonography was done, at what weeks of gestational age, ultrasonography done, whether told about any anomalies, discordant growth. General examination was done & height, weight, body mass index calculated & signs of anaemia, pedal oedema noted. Cardiovascular system and, respiratory system were examined with the help of a stethoscope and, sphygmomanometer; per abdominal examination was done.
.
Results: 
The study about twin pregnancies commenced from May 2020 to April 2021. The study material consisted of 74 cases.70 cases were taken for the study after satisfying the exclusion criteria. The general incidence of twins in total live births and the perinatal outcome of the first twin versus second twin in respect to gestational age, chorionicity, presentation, mode of delivery, birth weight, delivery time interval between first and second twin were studied and analyzed & specific neonatal outcome like neonatal death, need for mechanical ventilation APGAR score <7 at 5 minutes, neonatal intensive care unit admission, length of neonatal intensive care unit stay in the first versus second twin were analyzed.


Figure 1: PRESENTING THE INCIDENCEOF TWIN PREGNANCY 

INCIDENCE OF TWIN PREGNANCY IN RELATION TO MATERNAL AGE



TABLE1
TWIN PREGNANCY IN RELATION TO MATERNAL AGE
	Age 
(in years)
	Number
	%

	19 – 20
	7 
	10.0% 

	21 – 25
	35 
	50.0% 

	26 – 30
	20 
	28.6% 




	31 – 35
	6 
	8.6% 

	>35
	2 
	2.9% 

	Total
	70 
	100.0% 

	Mean ± s.d.
	25.14±4.17
	

	Median
	25
	

	Range
	19 - 37
	


The mean (mean± s.d.) age of the mothers was 25.14±4.17 years, with range 19 - 37 years, and the median age was 25 years.
Table-2: Gravidity of mothers

	Gravidity 
	Number
	%

	primigravida
	39 
	55.7% 

	multigravida
	31 
	44.3% 

	Total
	70 
	100.0% 

	Mean±s.d.
	1.44±0.50
	

	Median
	1
	

	Range
	1 - 2
	



55.7% of the mothers were with Gravida 1, which was higher than the mothers with Gravida 2 (44.3%), but it was not significant (Z=1.69;p=0.08).

TABLE-3
Number of antenatal visits in number and percentage
	Number of antenatal visits
	Number
	%

	0
	13 
	18.6% 

	1-3
	30 
	42.9% 

	≥4
	27 
	38.6% 

	Total
	70 
	100.0% 

	Mean±s.d.
	1.20±0.73
	

	Median
	10
	

	Range
	0 – 2
	


42.9% of the mothers visited 1-3 times, which was higher than ≥4 antenatal visits (38.6%), but it was significant (Z=0.57;p=0.56). 
                                              TABLE 4
Gestational age of the mothers in number and percentage
	Gestational age (Week)
	Number
	%

	32 - 36
	37 
	52.9% 

	37 - 39
	33 
	47.1% 

	Total
	70 
	100.0% 

	Mean±s.d.
	35.89±1.63
	

	Median
	36
	

	Range
	32 - 39
	


52.9% of the mothers were with gestational age between 32 – 36 weeks which was higher than the mothers with gestational age between 37 – 39 weeks  (47.1%), but it was not significant (Z=0.84;p=0.39).

=0.01; p=0.99 NS-Not Significant

Chi-square () test showed that there was no significant association between mode of delivery and the twins of the patients (p=0.99). 
Both Twin1 and Twin2 were delivered through EMLUCS in 54.3% of the cases and through VD in 45.7% of the cases.

             FIG-2 Gestational age and no. of percentage patient
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FIGURE-3 GESTATIONAL AGE AND PERINTAL LOSS



TABLE-5 Presentation of fetus of the twins

	S.NO
	PRESENTATION
	NO.
	PERCENTAGE

	1.
	Vertex-Vertex
	            40
	57.1

	2.
	Vertex-Breech
	            16
	22.8

	3.
	Breech-Vertex
	7
	10

	4.
	Breech-Breech
	7
	10
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                                       FIGURE-4 PERINATALMORTALITYANDPERIODOFGESTATIONAT 



Table-6: Number of antenatal visits of mothers



	S.NO
	PRESENTATION
	NO.
	PERCENTAGE

	1.
	Vertex-Vertex
	            40
	57.1

	2.
	Vertex-Breech
	            16
	22.8

	3.
	Breech-Vertex
	7
	10

	4.
	Breech-Breech
	7
	10
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FIGURE-5 DELIVERY TIME INTERVAL BETWEEN THE BABIES AND THE PERINATAL OUTCOME OF THE 2NDTWIN










FIGURE-6 The bar graph shows the Mode of delivery
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				FIGURE-7 Perinatal loss for the second twin 


Table-7: Birth weight 

	Birth weight

	Twin 1

	Twin 2

	TOTAL


	VLBW
Row %
Col %
	2
28.6
2.9
	5
71.4
7.1
	7
100.0
5.0

	LBW
Row %
Col %
	50
46.3
71.4
	58
53.7
82.9
	108
100.0
77.1

	Normal
Row %
Col %
	18
72.0
25.7
	7
28.0
10.0
	25
100.0
17.9

	TOTAL
Row %
Col %
	70
50.0
100.0
	70
50.0
100.0
	140
100.0
100.0

	Mean±s.d.
	2.14±0.42
	1.98±0.38
	

	Median
	2.2
	2
	

	Range
	1.0 - 3.3
	1.0 - 2.8
	



















=6.71; p=0.034 S-Significant

Chi-square () test showed that there was a significant association between Birth weight and the twins of the patients (p=0.034). 
The proportion of Twin2 with VLBW (7.1%) and LBW (82.9%) was significantly higher than that of Twin1 with VLBW (2.9%) and LBW (71.4%) (Z=2.01;p=0.043).
Twin1 with normal birth weight (25.7%) was significantly higher than Twin2 with normal birth weight (10.0%) (Z=2.94;p=0.0032).

t-test showed that the mean birth weight of Twin 2 was significantly lower than that of Twin 1 (t2=2.39;p=0.018) 
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FIGURE-8 APGAR score at 5 minute 
TABLE-8
APGAR score at 5 minute of Twin 1 and Twin 2
	APGAR score at 5 minute 
	Twin 1

	Twin 2

	TOTAL


	<3
Row %
Col %
	1
25.0
1.4
	3
75.0
4.3
	4
100.0
2.9

	3 - 6
Row %
Col %
	8
29.6
11.4
	19
70.4
27.1
	27
100.0
19.3

	7 - 9
Row %
Col %
	61
56.0
87.1
	48
44.0
68.6
	109
100.0
77.9

	TOTAL
Row %
Col %
	70
50.0
100.0
	70
50.0
100.0
	140
100.0
100.0

	Mean±s.d.
	8.17±1.66
	7.37±2.17
	

	Median
	9
	9
	

	Range
	1 - 9
	1 - 9
	










=7.03; p=0.029 S-Significant

Chi-square () test showed that there was a significant association between APGAR score at 5 minutes and the twins of the patients (p=0.029). 
Twin 2 with low APGAR score at 5 minutes (31.4%) was significantly higher than Twin 1 with low APGAR score at 5 minutes (12.8%) (Z=3.07;p=0.0021).

t-test showed that mean birth weight of Twin2 was significantly lower than that of Twin1 (t138=2.45;p=0.015)
				TABLE-9
NICU admission of Twin 1 and Twin 2
	NICU admission

	Twin 1

	Twin 2

	TOTAL


	Yes

	20

	40

	60


	No

	50

	30

	80


	TOTAL

	70

	70

	140


	Average NICU Stay
	1.2 days
	2days
	










=11.66; p=0.00063 S-Significant

Chi-square () test showed that there was a significant association between NICU admission and the twins of the patients (p=0.00063). 
The proportion of NICU admissions (57.1%) of Twin2 was significantly higher than that of Twin1 (28.5%) 
					FIGURE-9 Mechanical ventilation of patients
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TABLE-10
Perinatal death of Twin 1 and Twin 2
	Perinatal death

	Twin 1

	Twin 2

	TOTAL


	Yes
Row %
Col %
	13
33.3
18.6
	26
66.7
37.1
	39
100.0
27.9

	No
Row %
Col %
	57
56.4
81.4
	44
43.6
62.9
	101
100.0
72.1

	TOTAL
Row %
Col %
	70
50.0
100.0
	70
50.0
100.0
	140
100.0
100.0
















=6.01; p=0.014 S-Significant

Chi-square () test showed that there was a significant association between perinatal death and the twins of the patients (p=0.014). 
The proportion of perinatal death (37.1%) of Twin2 was significantly higher than that of Twin1 (18.8%) (Z=2.83;p=0.004).
					FIGURE-10 Proportion of perinatal death Twin1 vs Twin2







Discussion

GESTATIONALAGE&CHORIONICITY:
In this study majority of the cases delivered preterm< 37 weeks, which comes around52.9% versus 47.1% above 37 weeks, consistent with the studies done by Radhakrishnan et al.,2019(13), Sultana et al.,2011(14), Paul et al.,2019(15), Dera et al.,2007(16), Kauppila et al.,1975(17), Newton et al.,2005(18) , Gardner et al.,1995 (19), Buscher et al.,2000.(20) In case of preterm delivery, perinatal loss of the second twin (62%) was more than first twin (24%). The incidence with respect to chorionicity there were 38 dichorionic diamniotic twins, 29 monochorionic diamniotic twins, and 3 monochorionic monoamniotic twins. Chorionicity was determined by antenatal ultrasonography and inspection of the placenta and membrane after birth. Dichorionic placentation was seen in the majority (54%) in our study, which was compatible with Erdemoğlu et al.,2005(21) and Panwala et al.,1972(22). In terms of chorionicity, the median gestational age in dichorionic diamniotic, monochorionic diamniotic, and monochorionic monoamniotic twins in our study was 36, 35, and 33 weeks, respectively, implying that preterm delivery was more likely in monochorionic twins than dichorionic twins. In dichorionic twins, the median gestational age was one week longer than in monochorionic twins. Continuing pregnancy >37weeks in a monochorionic pregnancy had a higher mortality when compared with dichorionic pregnancies. The perinatal loss in our study in dichorionic twins >37weeks was 11 versus 23 babies in monochorionic diamniotic delivering >37 weeks. On further study, it was seen second twin has higher mortality than the first twin, both in dichorionic (10 losses in the second twin versus 1 loss in first twin) and monochorionic (13 second twin versus 10 losses in first twin)
pregnancies. A similar association had been quoted in a study by Hack et.al(23) where it was said that “dichorionic twins continue with intrauterine life 1 week (36 weeks) longer than monochorionic twins (35 weeks)”. In a study by Chittacharoen et al.,2006(24), where they cited that “preterm delivery <32 weeks was higher in monochorionic twins (9.2%) than in dichorionic twins (5.5%)” (24). Another study published in BJOG (British Journal of Obstetrics and Gynaecology)2011(25) said that “in monochorionic diamniotic pregnancies after 32 weeks of gestation, there were 6 neonatal deaths. Perinatal mortality was 7/1000 births in those who delivered >37 weeks”. As a result, they found that mortality at term was higher in monochorionic twins than in dichorionic twins and that waiting until 37 weeks for spontaneous labour was not justifiable. Preterm delivery should be avoided by opting for a planned elective delivery between 36 and 37weeks, which avoids respiratory problems in the newborn. This does not guarantee that an elective caesarean section will be performed in all circumstances, and it has no bearing on the neonatal outcome. An article published in BJOG 2012(26) states that “in the Australian study, in uncomplicated twin pregnancies delivered electively by 37 weeks had a lesser incidence of adverse outcomes in the neonate compared with those pregnancies with >37 weeks with awaited spontaneous onset of labour”.

MODE OF DELIVERY:

Due to the liberalization of cesarean section indications, the most common mode of delivery in our study was lower segment caesarean section (54 percent), (most common indication for cesarean section was malpresentation of the first twin) followed by vaginal delivery(46%) consistent to studies by Bhalla et al.,2018,(27)Chowdhury et al.,2011(28) and Sultana et al.,2011(14) but in contrast to other studies by Konar etal.,2016(29), Chittacharoen et al.,2006(24). In our study series, the perinatal loss was maximum for vaginal deliveries, which were around 37.5% and that of cesarean section was 19.7%. Among perinatal losses through vaginal deliveries, the maximum losses were in the second twin. The loss in the case of the first twin was 15% versus the second twin, 59.3%.In case of cesarean section, there were 7 second twin losses
versus 8 first twin losses out of 38, and was statistically significant in 100 cases of vaginal delivery(p<0.01). Hence, the perinatal outcome of the second twin was affected by the mode of delivery (vaginal delivery route). In a Bombay Hospital Journal, Vol. 51(2009)(26), they found the loss of the second twin to be higher with breech delivery -33.3%, vaginal delivery - 29.72%, instrumental delivery - 28.57%, and cesarean section -
10.63%.

TIME INTERVAL BETWEEN DELIVERIES OF THE BABIES:

In our study series, the total number of babies delivered <10 minutes was 49, ≥10 minutes was 21. The perinatal loss in percentage of babies delivered <10minutes was 22%, ≥ 1 0 minutes-71%. In our study series, though the majority of the babies were delivered within 10minutes, the perinatal mortality for the second twin was higher as the
time interval increases. Similar observations were quoted in a Bombay Hospital Journal, Vol. 51(26), perinatal loss for the second twin was, 10 minutes- 10.9%, 11 – 20 minutes – 16.6%, >21 minutes – 66.6%. Despite the fact that the majority of babies were delivered within 10 minutes in our study, the perinatal mortality rate for the second twin increased as the time interval increased. Ji Young Kwon, Won Sik Yoon, from The Catholic University of Korea, in 2011(30) observed “a better neonatal outcome when the inter-twin delivery time interval was < 10 minutes”.

BIRTH WEIGHT AND DISCORDANCY
:
It is well known that twins born with a birth weight of less than 2500 grams have a worse prognosis in terms of morbidity and death. The loss percentage for babies was <2.5 kgs -28 %, ≥ 2.5 kgs –4 %. Perinatal mortality of first twin versus second twin was (20% versus 36%) in the birth weight of <2.5 so, so the perinatal mortality for the second twin was higher in case of birth weight< 2.5 kg. The average Birth weight was approximately 250 grams higher in dichorionic twins than in monochorionic twins. Similar observation cited by Hack et al.,2006(26) where “they compared monochorionic and dichorionic twins in 651 pairs between 1907 – 1938, and they observed that the birth weight of dichorionic twins was 288 grams higher than monochorionic twins”.

APGAR SCORES
[bookmark: _GoBack]
The difference in APGAR scores of both twins was used to judge the fate of the first twin versus the second twin in our study. There were 12% of first twins versus 31% of second twin with APGAR <7. The second twin with a low APGAR score at 5 minutes (31.4%) was significantly higher than the first twin with a low APGAR score at 5 minutes (12.8%)(Z=3.07;p=0.0021). This was in contrast with the study by Singh et al.,2019,(31) “in which about 62% of second twins had low APGAR score compared to first twins, where it was 34%.The second twin was in a state of chronic distress (hypoxia) compared to the first twin. The second twin was born with a low mean APGAR score (<7) compared to the first twin in the present study”. Similar observation was seen in a comparative analysis of both twins by Nowacka et al.,2021.(26) “Mean APGAR scores were significantly (p=0.017) lower in the second twin compared with the first twin”. Perinatal mortality rate in their study in the second twin was7.9% versus the first twin, 2.3%.

NICU ADMISSION AND STAY:

42% of the babies were admitted to the neonatal intensive care unit owing to neonatal morbidity. The number of neonatal intensive care unit admissions was high for the second twin. It was first twin (28%) versus second twin (57%). This difference is statistically significant. This study was consistent with Singh et al.,2019, 31) .number of NICU admissions was high for second twin babies, i.e., 34 versus 17 of first twin babies(31), and the difference is statistically significant with p < 0.05. Average neonatal intensive care unit stay for the first twin was 1.2 days versus 2 days for the second twin. This is in contrast with the study done by Hatkar et al.,1999.

MECHANICAL VENTILATION:

In our study, mechanical ventilation was needed for a total of 4 second twins and for 2 no of first twins. This is in contrast with studies of Acosta-Rojas et al.,2007. (32).

CAUSE OF PERINATAL DEATH IN THIS STUDY:

The total perinatal mortality was around 278/1000 live births in twins, which is consistent with studies done by Konar et al., 2016(33), but in contrast with studies done by Chaudhury et al.,2009(28), Sultana et al.,2011(21). Higher perinatal mortality was observed among unbooked patients. For them, proper antenatal care was needed for better feto-maternal outcome. Mortality for the second twin, 371/1000, was higher than the first twin, 185/1000. 57 first twin and 44 second twin were discharged alive. 84% of first twin babies were discharged alive, whereas 64% of second twin babies were discharged alive. Out of the total perinatal loss of 39 babies, 26 were the second twin. Our results were consistent with Singh et al. (2019.(31) We found higher perinatal loss in the second twin when compared to the first twin, and our results were similar to Santana et al., 2016.(21) Respiratory distress syndrome, prematurity-related complications and sepsis were the most common causes of mortality in this study. We identified 19 deaths owing to respiratory distress syndrome, 10 cases due to prematurity and associated complications, and 9 cases due to sepsis in order to classify them. Perinatal loss was shown to be higher in second twins than in first twins due to respiratory distress syndrome (5 versus 14), preterm and associated consequences (5 versus 5) and sepsis (3versus 6) in our study series. In Chittacharoen et al.,2005(24) study, the most common neonatal complication was low birth weight- 62.3%, prematurity was the most common cause of death, they observed neonatal death in those cases delivered after 34 weeks.


Conclusion
Twin pregnancies have increased worldwide over the last decades. Any patient with a twin gestation should be clinically managed as a high-risk pregnancy. An obstetrician should lead the multidisciplinary team, which should also include midwives, a sonologist, a neonatologist, and an anaesthetist. Early detection, adequate therapy, and effective use of resources for the prenatal, intrapartum, and postnatal needs of the patients would be provided by such a service, which would reduce perinatal mortality and morbidity. The following are the conclusions of this clinical study: Twin pregnancies had much higher perinatal morbidity and death than singleton pregnancies. Due to a variety of factors, the perinatal mortality of the second twin was higher than that of the first twin. The perinatal morbidity and mortality were higher for second twins when compared with first twins in relation to preterm delivery, delivery conducted through the vaginal route, for low birth weight babies<2.5 kgs, in case of delivery time interval between first and second twin >10 minutes , APGAR score<7 at 5 minutes. The monochorionic twins had a worse outcome than the dichorionic twins. Chorionicity is more crucial in determining the twins' perinatal prognosis. Regular antenatal checkups for all mothers carrying twins will improve the pregnancy's outcome. Obstetricians and dieticians can work together to ensure that efforts are directed toward proper weight gain and nutritional supplements as needed to achieve the greatest maternal and perinatal outcomes. In twin pregnancies, ultrasound assessment is the most significant diagnostic test. A complete first and second trimester ultrasonography should be performed on all twin patients to determine chorionicity, amnioticity, individual foetal development, and congenital abnormalities. As soon as the patient with a twin pregnancy comes into labour, the presentation of each fetus must be sonographically validated. Active management of the second twin with an optimal interval of <10 minutes improves the perinatal outcome of the second twin. Improved perinatal outcomes are aided by immediate neonatal intensive care.
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