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Abstract

A vanishing twin, or foetal resorption, is a foetus in a multi-gesta-
tion pregnancy which dies in-utero and is then partially or completely 
reabsorbed. Single foetal death in the second and third trimester is 
associated with a higher risk of maternal and foetal morbidity and 
mortality in the first trimester. The most dreaded maternal complica-
tion is Disseminated Intravascular Coagulation (DIC) while the surviv-
ing co-twin may be at risk of demise in the same intrauterine envi-
ronment. This case decribes challenges in management of a second 
trimester single intrauterine foetal death in a Dichorionic diamniotic 
(DC) twin pregnancy in a resource-limited setting which resulted in 
spontaneous vaginal delivery at term with no identified maternal or 
foetal complications. The management in a limited resource setting 
is challenging. The risk of prematurity should be weighed against the 
risk of keeping the surviving co-twin in the same intrauterine environ-
ment and management should include psychosocial support.
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Abbreviations: AC: Abdominal Circumference; BPD: Bi-Parietal Cir-
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lation; EFW: Estimated Foetal Weight; EGA: Estimated Gestational 
Age; FHR: Foetal Heart Rate; FL: Femoral Length; HIV: Human Immu-
nodeficiency Virus; MC: Monochorionic; sIUFD: Single Intrauterine 
Foetal Death.
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Introduction

It is known that many more twins are formed than born as 
some are lost during pregnancy, termed “the vanishing twin 
syndrome” [1]. Single Intrauterine Foetal Death (sIUFD) in twin 
pregnancy is rare. It presents a management challenge to the 
obstetricians and is a cause of anxiety for both the pregnant 
women and the relatives [2]. The prevalence of sIUFD among 
DC twins is lower than that reported for Monochorionic (MC) 
twins [1]. The aetiology of sIUFD in twin pregnancies may in-
clude twin-to-twin transfusion syndrome, Rhesus incompatibili-
ty, congenital abnormalities, preeclampsia, placenta abnormali-
ties, umbilical vein thrombosis, single umbilical artery, umbilical 

cord knotting, vilamentous insertion, cord entanglement and 
uterine malformations. In some cases however, the cause may 
be unknown [3-5].

sIUFD in the second or third trimester poses a dilemma to 
obstetricians, who may defer intervention as the chance of fa-
vourable outcomes exceeds that of poor outcome and interven-
tion may further expose the co-twin to prematurity. The sur-
viving co-twin however needs close follow up to identify any 
complications [1]. Because of the shared placental circulation in 
MC twins, the surviving co-twin in MC single foetal demise is at 
greater risk of complications including exsanguination into the 
low pressure circulation of the dead twin, shock, anaemia, ce-
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rebral injury and possible demise than in DC twins [6]. Passage 
of tissue thromboplastin from dead foetus and its placenta into 
maternal circulation can cause maternal Disseminated Intravas-
cular Coagulation (DIC) [7,8].

We present a case of second trimester sIUFD managed con-
servatively with favourable outcome.

Case presentation

A 23-year-old G3P2002 with a family history of twin preg-
nancies and no notion of assisted reproduction presented at 
Malantouen District Hospital for booking visit at 18 weeks of 
amenorrhea with a large symphysiofundal height of 22 cm and 
no prior Ultrasound Scan (USS). The physical examination was 
unremarkable. An obstetric USS was done at 22 weeks of amen-
orrhea and showed a DC diamniotic twin pregnancy including:

- Twin A: the presenting twin, no cardiac activity, Femoral 
Length (FL): 38 mm; Abdominal Circumference (AC): 138 
mm; Biparietal Diameter (BPD): 41 mm; Estimated Foetal 
Weight (EFW) 350 g, Estimated Gestational Age (EGA): 19 
weeks 1 day, placenta anterior (Figure 1).

- Twin B: Foetal Heart Rate (FHR): 148 bpm, FL: 42 mm, AC: 
198 mm, BPD: 61 mm, EFW: 658 g, EGA: 24 weeks 1 day, 
placenta posterior (Figure 2).

Figure 1: Ultrasound image done at 22 weeks of amenorrhea 
showing twin pregnancy with the dead foetus (at 19 weeks 0 day) 
presenting (black arrow).

Figure 2: Ultrasound image of surviving co-twin done at 22 weeks 
of amenorrhea with estimated gestational age of 24 weeks 4 days 
(white arrow). 

The laboratory findings were haemoglobin concentration of 
10.4 g/L, screening tests for malaria, syphilis, Hepatitis B, Hu-
man Immunodeficiency Virus (HIV) and COVID-9 were negative. 
Her blood group was A Rhesus positive. Follow up for mater-
nal coagulopathy was not done for lack of finances. She was 
informed of the findings and prognosis.

A control USS was done at 34 weeks of amenorrhea which 
showed a markedly resorbed dead twin in the inferior portion 
of the uterine cavity and a viable foetus in cephalic presenta-
tion with FHR: 137 bpm, EGA: 32 weeks 5 days, EFW: 2102.88 g, 
placenta posterior (Figure 3). She was trained to monitor daily 
foetal kick counts for the surviving co-twin. Foetal lung matu-
ration was done using Dexamethasone 6 mg 12 hourly for 48 
hours. She was examined twice monthly.

Figure 3: Control ultrasound scan done at 34 weeks of amenor-
rhea showing a resorbed dead twin (black arrow) and the surviv-
ing co-twin in cephalic presentation (white arrow).

At 37 weeks she presented in the active phase of labour. A 
control USS showed a viable second twin in cephalic presenta-
tion. The first twin was not visualised. The labour led 12 hours 
45 minutes later to the delivery of a female baby with first 
and fifth minute APGAR scores of 6 and 9 respectively, birth 
weight of 2800g. All other anthropometric measurements were 
normal. There were no obvious malformations. The cord was 
52cm long with no abnormalities. The placenta was regular and 
weighed 568g. There was no trace of the dead fetus.

Feeding was initiated within the first two hours of life and 
the patient was discharged two days later.

Discussion

We present a case of sIUFD in a DC pregnancy at about 19 
weeks with the dead foetus presenting, which was managed 
conservatively with a favourable outcome of the co-twin follow-
ing spontaneous vaginal delivery at term, and the management 
challenges faced in a resource-limited setting. Because sIUFD in 
twin pregnancies is rare (between 2.6-5% of twin pregnancies) 
as is the data on the subject, it often presents a challenge to 
the caregivers [2,3]. The surviving co-twin may be at risk of the 
same condition that led to the death of the sibling [9].

Determining the chorionicity in sIUFD is important. The 
prognosis is more favourable with DC twins [10]. Close follow 
up is encouraged to identify possible complications on the co-
twin and the mother as these are crucial in the management 
[11]. Circulation of fibrin and thromboplastin from dead foetus 
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in maternal circulation can lead to maternal coagulopathy [8].  
Follow up of the mother for coagulopathy was not possible in 
our setting and delivery in a tertiary centre was not convenient 
for the patient. She was however counselled on the prognosis. 
Management of sIUFD should also include steroids to mature 
the lungs of the co-twin as premature delivery is common. 
Ward et al showed that sIUFD in DC twin pregnancies with the 
dead foetus presenting is associated with greater risk of prema-
ture delivery [12]. 

Our plan was to induce labour at term (37 weeks). However, 
she presented in labour of spontaneous onset at term and the 
delivery was eutocic. In the absence of complications, it is im-
portant to manage conservatively till 37 weeks as earlier inter-
ventions may further expose the co-twin to prematurity and its 
complications [3,7,8]. While MC twins with sIUFD can be more 
difficult to manage and are delivered mostly between 34 and 37 
weeks, management in the DC can be conservative till 37 weeks 
[1]. The presence of sIUFD alone does not necessitate caesar-
ean section where there is no obstetric indication. In case of 
obstruction of labour by the presenting dead twin, a caesarean 
section may however be indicated [2,3,13].

Conclusion

We report a case of sIUFD in a DC twin pregnancy in the sec-
ond trimester with favourable maternal and neonatal outcome 
with management challenges in a resource-limited setting. First 
trimester obstetric ultrasound scan with good resolution is nec-
essary to detect and follow up multiple gestation, and to deter-
mine the chorionicity. In sIUFD in DC twin pregnancy, the sur-
viving co-twin can easily be salvaged with close follow up and 
careful clinical judgement should enable the obstetric caregiver 
to choose between premature delivery and keeping the co-twin 
in the same intrauterine environment till term.
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