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Is the second-born twin at high risk? 
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Summary 

Oh]ective: To compare the outcome of the second-born twin with that of the first twin and to find out whether there were any d止
ferences and the reason for such differences, if any, and how to improve those d市erences.

Method: We retro、pectively reviewed twin deliveries from the 15th of April. 1994 to the 14th of April, I 996. Excluded were twms 
weighing <500 gm, either twin with a lethal malformation, and either twin who died bcforc the onset of labour. After this exclusion 
246 twin pairs remained in the study. We compared perinatal mortality and 5-minute Apgar scores for both twins 

Results: Perinatal mortality was similar for both twins as well as 5-rninute Apgar 、cores. The twins < 1500 gm appeared at special 
risk. The mode of delivery had no influence on the perinatal outcome of either twin 

Conclusions: The second-born twin may not be at increased risk of complications compared with the first-born twin and cae沮－

rean delivery may not improve this outcome. 
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Introduction 

The second-born twin is still at some considerable risk 
compared with the first-born twin despite improvement 
in perinatology, both with regard to mortality and mor
bidity. 

It was reported from Belgium that perinatal mortality 
for singletons was 11.3 per 1000, for the first-born twin 
35.9 per 1000, and 54.8 per 1000 for the second-born 
twin fl]. 

In 1973 Farooqui et al. [2], Taylor in 1976 [3], Cetrulo 
et al. in 1980 f4l and Keslick et al. in 1982 [5] reported 
advised cesarean delivery for all twin pairs presenting 
other than vertex-vertex. Chervenak et al. 16] in 1984, 
Laros et al. [7] in 1987 reaffirmed this position. But 
Davidson et al. [8] in 1992, Fishmans et al. [9] in 1993 
and Prins [IO] in 1994 challenged the wisdom of this 
kind of management. All concluded that the second twin 
is at increased risk, especially for weight <2000 gm, but 
routine caesarean section for a non-vertex second twin 
does not appear to improve the outcome. 

The present study was conducted at our unit, with 
modest perinatal facilities, in order to find out whether 
the second-born twin is at higher risk than the first one 
and whether the mode of delivery influences perinatal 
outcome. 

Materials and Methods 

We reviewed the data of all women who gave birth to twins 
at the Princess Basma Teaching Hospital (PBTH) from April, 
15th 1994 to April, 14th 1996. Excluded from the study were 
twins weighing <500 gm, either twin with a lethal malformation 
and when either or both twin、 died before the onset of labour. 
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After exclusion, 246 twin pairs remained for evaluation and 
constituted the study group for this retrospective analy邓

Patients were allocated to mode of delivery according to the 
clinical」udgment of the attending obstetrician before or during 
labour. 

The data collected were twin weights, presentation, and del卜

very method. Measures of neonatal outcome were neonatal 
death, 1 and 5-minute Apgar scores. 

Statistical a血lyses were performed with the Mann-Whitney 
or chi-square tests as appropriate. Differences were considered 
statistically significant when p<0.05 

Results 

Table l shows that the birth weight of twin 2 was sligh
tly lighter, neonatal mortality was similar for both twins, 
and also there were no differences in 5-minute Apgar 
scores. In this study there were no intrapartum deaths. 

Seven cases of twin 2 neonatal deaths (50%) occurred 
in newborns weighing <1500 gm compared with 5 cases 
of twin l neonatal deaths (45.5%) occurring in the same 
weight group who died mainly due to respiratory distress 
syndrome. 

In this study 7 pairs of twins died in the neonatal 
period. 

There were no differences in the neonatal deaths when 
the presentation of the second-born twin was vertex or 
nonvertex, and also there were no differences in 5-minute 
Apgar scores as shown in Table 2. 

Table I. — Perinatal outcome of'twin I and twin 2 (n=246) 

Birth weight (gms) 
Neonatal death 
5-minute Apgar score

ns*=not 、ignificant

Twin I Twin2 P value 

2441士590** 2392士625 ns* 
11 14 ns 

8.1土1.4 8.01土l .54 ns 

**values are mean土 standard devial1on 
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