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Q. What is the best antenatal surveillance regimen for twin gestations?

A. One can consider beginning at 38 weeks, though start earlier in higher risk groups
At present, antepartum fetal surveillance in multiple gestations is recommended in all situations in which surveillance would ordinarily be performed in a singleton pregnancy (e.g., IUGR, maternal disease, decreased fetal movement) by ACOG.

Another reasonable approach is to begin surveillance on normally growing dichorionic twin gestations at 38 weeks. That approach allows for the risk evidence below, and that the median age twins are delivered is 36 wks, hence there usually aren't many candidates.
Of note, some of the data was cluttered by combing all high risk categories: quads, triplets, monochorionic, twin-twin transfusion, etc… that really antenatal testing is indicated only for the same conditions as in singletons. Further studies are needed to determine whether routine antepartum fetal surveillance provides objective benefit in the absence of other high-risk conditions.”
One needs to use a little caution because many studies, like those below are almost routinely retrospective reviews (all 3 below), some lump all multiple gestations, e.g,, quads + triplets + twins (Sairam), or rely on remote review of birth certificate data which can be somewhat limiting as to exact gestational age info (Hartley).

These 3 articles seem to have a wide range of recommendations from intervening from 37 to 39 weeks for twins. The earliest intervention date comes from the study that combined all multiple gestations. The later date comes from the largest of the studies. It appears that the nadir of perinatal death for twins is probably in the range of 38 weeks with a mild U shaped curve on either side of that.

On the other hand the Cochrane Library shows there are not proven treatments that multiple NSTs will benefit, e.g., neither induction, nor bed rest   (more complete Abstracts below)

Reviewers' conclusions: The small trial identified was underpowered to detect the outcome measures of interest. Consequently, there are insufficient data available to support a practice of elective delivery from 37 weeks gestation for women with an otherwise uncomplicated twin pregnancy at term. 
And

Reviewers' conclusions: There is currently not enough evidence to support a policy of routine hospitalisation for bed rest in multiple pregnancy. No reduction in the risk of preterm birth or perinatal death is evident, although there is a suggestion that fetal growth is improved. For women with an uncomplicated twin pregnancy the results of this review suggest that it may be harmful in that the risk of very preterm birth is increased. Until further evidence is available to the contrary, the policy cannot be recommended for routine clinical practice.
By the same token the other studies that some interpreted as indications for early delivery were cluttered by combining all risk categories. In fact, induction of labor is not indicated in normal growing dichorionic twins either.

The nadir of perinatal mortality for twin pregnancies occurs at approximately 38 completed weeks of gestation and at 35 completed weeks of gestation for triplets; the nadir for quadruplet and other high-order multiple gestations is not known. Fetal and neonatal morbidity and mortality begin to increase in twin and triplet pregnancies extended beyond 37 and 35 weeks of gestation, respectively. However, no prospective randomized trials have tested the hypothesis that elective delivery at these gestational ages improves outcomes in these pregnancies. If the fetuses are appropriate in size for gestational age with evidence of sustained growth and there is normal amniotic fluid volume and reassuring antepartum fetal testing in the absence of maternal complications, such as preeclampsia or gestational diabetes, the pregnancy can be continued.
So, at the very most to put those 2 issues together, one perhaps could read between the lines to say the data supports that if a normal twin pregnancy continues beyond 38 weeks that the patients may benefit from weekly NST and AFI. 

In summary, as the data presented above was complicated by inclusion of high risk groups, one should base their clinical decisions on the individual patients’ clinical situation. At present, antepartum fetal surveillance in multiple gestations is recommended in all situations in which surveillance would ordinarily be performed in a singleton pregnancy (e.g., IUGR, maternal disease, decreased fetal movement).  Another reasonable approach is to begin surveillance on normally growing dichorionic twin gestations at 38 weeks.
Summary of Recommendations 

The following recommendations are based on limited or inconsistent scientific evidence (Level B): 

· Tocolytic agents should be used judiciously in multiple gestations. 

· Women with high-order multiple gestations should be queried about nausea, epigastric pain, and other unusual third-trimester symptoms because they are at increased risk to develop HELLP syndrome, in many cases before symptoms of preeclampsia have appeared. 

· The higher incidence of gestational diabetes and hypertension in high-order multiple gestations warrants screening and monitoring for these complications. 

The following recommendations are based primarily on consensus and expert opinion (Level C): 

· The National Institutes of Health recommends that women in preterm labor with no contraindication to steroid use be given one course of steroids, regardless of the number of fetuses. 

· Cerclage, hospitalization, bed rest, or home uterine activity monitoring have not been studied in high-order multiple gestations, and, therefore, should not be ordered prophylactically. There currently is no evidence that their prophylactic use improves outcome in these pregnancies. 

· Because the risks of invasive prenatal diagnosis procedures, such as amniocentesis and chorionic villus sampling, are inversely proportional to the experience of the operator, only experienced clinicians should perform these procedures in high-order multiple gestations. 

· Women should be counseled about the risks of high-order multiple gestation before beginning ART. 

· Management of discordant growth restriction or death of one fetus in a high-order multiple gestation should be individualized, taking into consideration the welfare of the other fetus(es). 
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Citation: Crowther CA. Hospitalisation and bed rest for multiple pregnancy (Cochrane Review). In: The Cochrane Library, Issue 3, 2004. Chichester, UK: John Wiley & Sons, Ltd.
Main results: Six trials were included which involved over 600 women and 1400 babies.(1) Analyses of all trials.Routine bed rest in hospital for multiple pregnancy did not reduce the risk of preterm birth, or perinatal mortality. There was a trend to a decreased number of low birth weight infants born to women in the routinely hospitalised group, which became significant when the trial using alternate allocation was excluded (odds ratio (OR) 0.79; 95% confidence interval (CI) 0.63-0.99). No differences were seen in the number of very low birth weight infants. No support for the policy was found in other neonatal outcomes. No information is available on developmental outcomes for infants in any of the trials. Women's views about the care they received were reported rarely. (2) Analyses of hospitalisation for bed rest in women with an uncomplicated twin pregnancy.The risk of preterm birth was not reduced. Indeed significantly more women gave birth very preterm (< 34 weeks gestation) (OR 1.84; 95% CI 1.01-3.34). No differences were seen in perinatal mortality, or in other neonatal outcomes. Women receiving hospitalisation for bed rest had a decreased risk of developing hypertension (OR 0.55; 95% CI 0.32-0.97), although this effect was no longer apparent when the trial using alternate allocation was excluded. (3) Analyses of hospitalisation for bed rest in women with a triplet pregnancy. Most of the comparisons made between the hospitalised and control groups suggest beneficial treatment effects from routine hospitalisation for bed rest. However all the differences observed between the experimental and control groups were compatible with chance variation. (4) Analyses of hospitalisation for bed rest in women with a twin pregnancy complicated by cervical effacement and dilatation prior to labour. No differences were seen in the risk of preterm birth, perinatal mortality, fetal growth or in other neonatal outcomes.
Reviewers' conclusions: There is currently not enough evidence to support a policy of routine hospitalisation for bed rest in multiple pregnancy. No reduction in the risk of preterm birth or perinatal death is evident, although there is a suggestion that fetal growth is improved. For women with an uncomplicated twin pregnancy the results of this review suggest that it may be harmful in that the risk of very preterm birth is increased. Until further evidence is available to the contrary, the policy cannot be recommended for routine clinical practice.

Citation: Dodd JM, Crowther CA. Elective delivery of women with a twin pregnancy from 37 weeks' gestation (Cochrane Review). In: The Cochrane Library, Issue 3, 2004. Chichester, UK: John Wiley & Sons, Ltd.
Main results: A single randomised controlled trial comparing elective induction of labour at 37 weeks for women with a twin pregnancy with expectant management was identified. A total of 36 women were recruited to the trial with 17 women allocated to the induction of labour group and 19 women to the expectant management group. For primary outcomes, there were no statistically significant differences between elective induction of labour and expectant management with regards to all caesarean births (relative risk (RR) 0.56, 95% confidence interval (CI) 0.16 to 1.90), caesarean birth for fetal distress (RR 0.37, 95% CI 0.02 to 8.53), or perinatal death (RR not estimable). For secondary outcomes, there were no statistically significant differences between the two interventions with regards to haemorrhage requiring blood transfusion (RR 0.37, 95% CI 0.02 to 8.53), meconium stained liquor (RR 0.10, 95% CI 0.01 to 1.77), Apgar score of less than seven at five minutes (RR not estimable), and infant birth weight less than 2500 grams (RR 0.95, 95% CI 0.49 to 1.82). 
Reviewers' conclusions: The small trial identified was underpowered to detect the outcome measures of interest. Consequently, there are insufficient data available to support a practice of elective delivery from 37 weeks gestation for women with an otherwise uncomplicated twin pregnancy at term. 

