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	Ein cyf / Our ref: 447/20/FOI 


	Dyddiad / Date: 3rd March 2021


Further to your request for information dated 14th January 2021, I am pleased to provide the following response. Please accept our apologies for the delay.
Your request and our response: 

Please provide information relating to the multiple pregnancies delivered at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units for 2017, 2018 and 2019.

1. Number of multiple birth pregnancies (e.g. twins, triplets, quads +)
Provided in the table below are the number of multiple birth pregnancies delivered at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units for 2017, 2018 and 2019.
	Ysbyty Gwynedd
	Twins
	Triplets
	Quads

	2017
	21
	<5
	0

	2018
	29
	<5
	0

	2019
	27
	0
	0


	Ysbyty Glan Clwyd
	Twins
	Triplets
	Quads

	2017
	35
	0
	0

	2018
	33
	<5
	0

	2019
	39
	0
	0


We have provided the data using the ‘less than 5’ rule due to the low numbers involved. If we were to release the exact figures for the criteria specified, they could be linked with other information available in the public domain, thus potentially risking identification of individuals.

2. Number of foetuses delivered from a multiple birth. 
Please refer to the table provided in question 1 above.

3. Multiple birth still births (number of babies)
Provided in the table below are the number of multiple birth still births at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units for 2017, 2018 and 2019.
	
	2017
	2018
	2019

	Ysbyty Glan Clwyd
	0
	<5
	0

	Ysbyty Gwynedd
	0
	<5
	<5


4. Multiple birth pregnancies resulting in an emergency caesarean sections. 
Provided in the table below are the number of multiple birth pregnancies resulting in emergency caesarean sections at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units for 2017, 2018 and 2019.
	
	2017
	2018
	2019

	Ysbyty Glan Clwyd
	21
	20
	29

	Ysbyty Gwynedd
	8
	14
	19


5. Multiple birth neonatal deaths (number of babies)
Provided in the table below are the number of multiple birth neonatal deaths at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units for 2017, 2018 and 2019.
	
	2017
	2018
	2019

	Ysbyty Glan Clwyd
	<5
	0
	0

	Ysbyty Gwynedd
	0
	<5
	<5


6. Multiple birth neonatal admissions (number of babies admitted to a neonatal unit for care).  

Provided in the table below are the number of multiple birth neonatal admissions at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units for 2017, 2018 and 2019
	
	2017
	2018
	2019

	Ysbyty Glan Clwyd
	16
	19
	19

	Ysbyty Gwynedd
	8
	13
	9


Please note that within the figures reported there may be babies who have received care at more than one of the acute hospital sites, and would therefore be included on the report for each site.  
7. Please also confirm if current antenatal care for multiple pregnancies (in 2020 and going forward) is delivered by "a core team of named specialist obstetricians, specialist midwives and sonographers, all of whom have experience and knowledge of managing twin and triplet pregnancies" in accordance with NICE guideline NG137.”
We do not have specific teams dealing with multiple pregnancies at Ysbyty Gwynedd and Ysbyty Glan Clwyd maternity units. Our policy is based upon the National Institute for Health and Care Excellence (NICE) guidance embedded below. 
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We welcome correspondence through the medium of Welsh
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1. Introduction and Purpose of the Written Control Document

The incidence of multiple births has risen in the last 30 years. In 2009, 16 women per 1000
giving birth in England and Wales had multiple births compared with 10 per 1000 in 1980.
This rising multiple birth rate is due mainly to increasing use of assisted reproduction
techniques, including in vitro fertilisation (IVF). Up to 11% of successful IVF procedures
result in multiple pregnancies. Multiple births currently account for 3% of live births.

Multiple pregnancy is associated with higher risks for the mother and babies. Women with
multiple pregnancies have an increased risk of miscarriage, anaemia, hypertensive
disorders, haemorrhage, operative delivery and postnatal illness. In general, maternal
mortality associated with multiple births is 2.5 times that for singleton births.

The overall stillbirth rate in multiple pregnancies is higher than in singleton pregnancies: in
2009 the stillbirth rate was 12.3 per 1,000 twin births and 31.1 per 1,000 triplet and higher-
order multiple births, compared with 5 per 1,000 singleton births. The risk of preterm birth is
also considerably higher in multiple pregnancies than in singleton pregnancies, occurring in
50% of twin pregnancies (10% of twin births take place before 32 weeks of gestation). The
significantly higher preterm delivery rates in twin and triplet pregnancies mean there is
increased demand for specialist neonatal resources.

Risks to the babies depend partly on the chorionicity and amnionicity of the pregnancy Feto-
fetal transfusion syndrome, most commonly occurring in twin pregnancies (where it is
termed twin-to-twin transfusion syndrome), is a condition associated with a shared placenta
and accounts for about 20% of stillbirths in multiple pregnancies.

Additional risks to the babies include intrauterine growth restriction and congenital
abnormalities. In multiple pregnancies, 66% of unexplained stillbirths are associated with a
birthweight of less than the tenth centile, compared with 39% for singleton births. Major
congenital abnormalities are 4.9% more common in multiple pregnancies than in singleton
pregnancies.

Monochorionic twin pregnancies have a higher fetal loss rate than dichorionic twin
pregnancies, mainly due to second trimester loss.

Because of the increased risk of complications, women with multiple pregnancies need more
monitoring and increased contact with healthcare professionals during their pregnancy than
women with singleton pregnancies, and this will impact on NHS resources. An awareness of
the increased risks may also have a significant psychosocial and economic impact on
women and their families because this might increase anxiety in the women, resulting in an
increased need for psychological support.

All gestational age in this Written Control Document (WCD) will be stated in weeks (w) and
days (d).
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2. Scope

This guidance applies to all twin and triplet pregnancies booked for care at Betsi Cadwaladr
University Health Board (BCUHB) and is to be followed by all concerned health care
providers.

3. Early pregnancy
3.1 Booking

Aim should be to book all women with multiple pregnancy before 10 weeks of gestation so
that a dating scan can be organised by 12 completed weeks, i.e. 12w0d. However because
vast maijority of multiple pregnancy will be diagnosed by ultrasound (US) scan, this objective
can only be achieved by booking ALL pregnant women by 10 weeks gestation.

3.2 Dating ultrasound scan

e The aim should be to perform this scan by 12w0d of gestational age and must be
certainly completed by 14w0d.

Gestational age should be estimated from the measurement of the largest baby.
Number of fetus, chorionicity and any obvious fetal abnormality should be assessed
on this scan.

e On ultrasound, the fetuses in twin pregnancies should be assigned nomenclature (i.e.
upper and lower, or left and right) and this should be documented in the scan report
to ensure consistency throughout the pregnancy.

e Screening for feto-fetal transfusion (FFT) by first trimester nuchal translucency should
not be offered.

e Chorionicity and amnionicity should be determined using:

-the number placental masses
-presence of amniotic membrane(s) and membrane thickness
‘lambda’ or T-sign.

e |f transabdominal scan views are poor because of retroverted uterus or high body
mass index (BMI), transvaginal scan should be considered.

e |f a woman with twin or triplet pregnancy presents after 14w0d, chorionicity and
amnionicity should be determined at the earliest opportunity by using
- The number of placental masses
- Presence of amniotic membranes and membrane thickness
- ‘lambda’ or T-sign
- Discordant fetal sex.

¢ |[f there is any doubt or uncertainty about the chorionicity and/or amnionicity the
woman should be referred for scan in Fetal Medicine Unit (FMU) Wrexham Maelor
Hospital (WMH).

If chorionicity cannot be determined after referral to FMU WMH, then manage the pregnancy
as a monochorionic pregnancy until proved otherwise.
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3.3 Indication for considering referral for opinion from Fetal Medicine Unit (FMU)
Liverpool Women’s Hospital (LWH) at this early stage of pregnancy

Normally an appropriately qualified sonographer or a consultant with special interest would
be expected to have scanned and made the following diagnosis. Women with these kind of
pregnancy must be referred to FMU WMH, BCUHB.

In FMU WMH, referral to FMU LWH should be considered because of implication on
management and possible need of premature delivery. Such decision for referral should
generally be taken by a consultant obstetrician or a consultant with special interest in fetal
medicine.

1. Monochorionic monoamniotic (MCMA) twin pregnancy.
Follow on scans can be performed locally.

2. MCMA triplet pregnancy.

3. Monochorionic diamniotic (MCDA) triplet pregnancy.

4. Monochorionic triamniotic triplet pregnancy.

3.4 Screening for common aneuploidy ( Trisomy 21, Trisomy 18, Trisomy 13)

All women with twin pregnancy should be offered first trimester combined screening if their
gestational age allows.

Women whose aneuploidy screening test result produces a ‘higher chance’ result of
aneuploidy and wish to undergo invasive diagnostic test , should be offered referral to FMU
LWH following appropriate counselling by screening midwives or fetal medicine midwives as
applicable.

3.5 Antenatal care

Advice daily intake of 150 mg of Aspirin from 12 weeks until birth of the babies for women
with the following risk factors :

First pregnancy.

Age 40 years or older.

Pregnancy interval of more than 10 years.

BMI of 35 kg/m2 or more at first visit.

Family history of pre-eclampsia.

Inform all women with multiple pregnancy about the following:

Higher incidence of anaemia

Higher chance of preterm birth and benefits of targeted prophylactic steroids,
Increased need for surveillance with ultrasound scan and review by care providers.
Higher chances of birth by caesarean section

Women should be informed about Twins and Multiple Births Association (TAMBA) in case

they wanted to review or access more information on multiple birth. The website link is as
follows:
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https://www.madeformums.com/pregnancy/your-quide-to-tamba-the-twins-and-multiple-
births-association/

3.6 At each visit, antenatal care should include:

Blood pressure check

Urine dipstick test

organising blood tests as necessary (include FBC at 20-24 weeks and at 28 weeks)
counselling about risk of preterm birth

review of ultrasound scan findings

organising time and method of delivery and

provision of appropriate advice

4. Schedule of antenatal ultrasound surveillance and review appointments (after
the dating scan)

Fetal position should be mapped. In order to appropriately map fetuses, the position of the
fetus inside the uterus should be documented. Example : right side and upper uterus or left
side and lower uterus.

Labelling fetuses as fetus 1, fetus 2 or fetus 3 can be misleading and produces uncertainty
with follow up surveillance during future ultrasound assessments.

41 MCDA (monochorionic diamniotic) Twins

Ultrasound scan examinations up to birth should be performed by a fetal medicine
consultant in FMU WMH or an appropriately qualified Sonographer.

Recommendation for good practice is that ALL ultrasound scan examinations (except
routine anomaly scan) for MCDA twins up to and including 26 weeks of gestation
should be carried out in BCUHB FMU in Wrexham Maelor Hospital.

One of the important aims of scanning during this period will be to exclude or identify the
presence of early feto-fetal transfusion syndrome (FFTS).
See Appendix 1 for warning signs of FFTS.

Normally the interval between the scan examinations should be 2 weeks until birth.
Ideally the scan appointments should take place at the following gestational age.: -

15w 0d to 16w 0d
18w 0d ,20w ,22w 0d ,24w ,26w, 28w, 30w, 32w, 34w. (w=weeks; d=days)

The 20 week anomaly scan may be performed in Ultrasound department and must
include measurement of fetal abdominal circumference, estimated fetal weight,
amniotic fluid volume assessment and Doppler (presence,absence or reversal of end
diastolic flow) of umbilical artery (UA).

Important aim of scanning is to monitor for feto-fetal transfusion syndrome (refer to
Appendix 1)
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Where the scan is carried out by a sonographer, the patient should be reviewed by an
obstetrician, ideally on the same day soon after the scan to avoid another appointment in
Antenatal Clinic (ANC) on another day and to minimise number of antenatal visits by the
pregnant women.

At each of these ultrasound scan appointments, the following assessments and
measurements should take place and be documented in the ultrasound report:

¢ Fetal head circumference (HC), abdominal circumference (AC), femur length (FL)
Population centiles for each biometry should be documented if <5t centile or >95%
centile.

It is good practice to document centiles of AC measure at each ultrasound scan
because it might help early identification of FFTS.

¢ Amniotic fluid (liquor) volume documented as deepest vertical pool (DVP) in each
amniotic sac.

e Visualisation and documentation of stomach and bladder in each fetus.

o Estimated fetal weight (EFW): Calculate EFW discordance using two or more
biometric parameters. Calculate percentage EFW discordance using this formula
(larger twin EFW — smaller twin EFW / larger twin EFW ) x 100.

e Doppler evaluation of umbilical artery should be documented from 20 weeks of
gestation onwards, as end diastolic flow (EDF) present, absent or reversed as
applicable in each case.

¢ [f umbilical artery Doppler examination shows reduced or poor EDF then the woman
must be referred to FMU WMH. In FMU WMH, umbilical artery (UA) pulsatility index
(P1) should be measured and documented. This will help comparison in serial scan
examinations and appropriate action.

Ultrasound scan examinations should be undertaken weekly in the second and third
trimester in BCUHB FMU in the following circumstances and should include UA
Doppler assessment in each baby:.

- If EFW discordance of 20% or more and/or
- EFW of any of the babies is below the 10 centile for gestational age.

Refer to FMU LWH, if EFW discordance is equal to or more than 25% and the EFW of any
of the babies is below the 10 centile

The following women should be referred to BCUHB FMU. If no appointment available
within 3 working days then consideration should be given to referral to FMU LWH.

-EFW discordance of 20% or more.

-Women with abnormal DVP (< 2cm) in any amniotic sac

- DVP over 8 cm before 20 weeks or over 10 cm from 20w0d onwards.
-Umbilical artery PI, >95' centile, or absent or reversed EDF.

In pregnancies referred to FMU LWH and diagnosed with FFTS or after treatment for

FFTS , location of scan, frequency and parameters of scanning should follow advice
by FMU LWH.
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4.2 DCDA (dichorionic diamniotic) Twins

All ultrasound examination should be performed in Ultrasound department by an
appropriately qualified Sonographer.

Scan appointments followed by appointment in ANC should take place at following
gestational ages. Number of hospital visit by the patient should be minimised. Ideally both
appointments, for scan and consultation, should take place in the same session.

By 16-17 weeks of gestation. Appointment in consultant clinic to discuss management of
twin pregnancy and to inform women.

Following the dating scan, further scans to be undertaken as mentioned below.

At each ultrasound scan the following assessment and documentation in the scan report
should be made:

e EFW and weight discordance in percentage.
EFW and its discordance to be calculated as below:
(Difference in EFW divided by the higher EFW and the result multiplied by 100).

e Liquor volume as DVP in each amniotic sac.

e Umbilical artery Doppler — present, absent or reversed EDF. If EDF is thought to be
reduced then a pulsatility index (Pl) must be measured and documented.

20 week routine anomaly scan.

Further scans should be undertaken at intervals of less than 28 days as follows :

Before 24w 0d : scan appointment and consultant antenatal clinic.

Before 28w 0d : scan appointment and consultant antenatal clinic.

Before 32w 0d: scan appointment and consultant antenatal clinic.

Before 36w 0d: scan appointment and consultant antenatal clinic.

Ultrasound scan examinations should be undertaken weekly in the second and third
trimester in the following circumstances and should include UA Doppler assessment in each
baby: -If EFW discordance of 20% or more and/or

-EFW of any of the babies is below the 10" centile for gestational age.

Refer to FMU LWH, if EFW discordance is equal to or more than 25% and the EFW of any
of the babies is below the 10 centile

Hydramnios or polyhydramnios in DCDA twins without any structural abnormality should be
managed in the same way as it is for singleton pregnancies.
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4.3 MCMA (monochorionic monoamniotic)

This kind of twin pregnancy should be considered for referral to FMU LWH for confirmation
or review, if necessary.
Ultrasound examination and consultation can then take place in FMU Wrexham as follows :

From 16 weeks of gestation, every 2 weeks until birth.

The 20 week anomaly scan must include measurement of fetal abdominal circumference,
amniotic fluid volume assessment , visualisation and documentation of fetal stomach and
bladder in both babies, and Doppler of umbilical artery.

Offer prophylactic steroids before birth.

Offer birth between 32 weeks 0 days and 34 weeks 0 days.

Any additional scans, if necessary, should be as advised by consultant and as clinically
indicated.

The policy for frequency and location of scanning, documentation and referral to
BCUHB FMU should be the same as MCDA twins.

4.4 Monochorionic triamaniotic and dichorionic triamniotic triplets

Initial referral to Fetal centre Liverpool Women’s Hospital , preferably before 16 weeks of
gestation for opinion and management plan.

All further scans to be performed in a consultant clinic in FMU Wrexham Maelor Hospital.
At each

e EFW and difference in percentage as mentioned above. EFW and its discordance to
be calculated as stated above

e Liquor volume as DVP in each amniotic sac.

e Umbilical artery Doppler — present, absent or reversed EDF. If EDF is thought to be
reduced then a pulsatility index (Pl) must be measured and documented.

e Fetal bladder and stomach visualised.

Ultrasound scan appointments and consultation as follows :

Dating scan in US department.
16 weeks : FMU Wrexham Maelor Hospital (WMH)
18 weeks : FMU WMH

20 week : routine anomaly scan appointment should be in US department (scan to include
measurement and documentation of fetal abdominal circumference measurement, liquor
volume assessment, absent/present/reversed Doppler EDF in umbilical artery, EFW of all
babies).
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Further scans should be undertaken as follows:

22 weeks : FMU WMH
24 weeks : FMU WMH
26 weeks : FMU WMH
28 weeks : FMU WMH
30 weeks : FMU WMH
32 weeks : FMU WMH
34 weeks : FMU WMH

Offer birth after 35 completed weeks.( after offer of prophylactic corticosteroids)
If birth declined, then weekly consultant scan in FMU WMH or LWH.

4.5 Trichorionic triamniotic triplets
Dating ultrasound scan by 14 weeks of gestation in US department.

Consultation in consultant ANC after dating ultrasound scan, preferably by 16 weeks of
gestation.

Routine anomaly scan in Ultrasound (US) department
Further scans to be undertaken in FMU as per following schedule:

18 weeks
24 weeks
28 weeks
32 weeks
34 weeks

Each ultrasound scan should include measurement and documentation of fetal abdominal
circumference measurement, liquor volume assessment, estimation of EFW and Doppler
examination of umbilical artery. EFW should be calculated as mentioned above.

Offer prophylactic steroids before delivery.

5.0 Diagnostic monitoring for complications of monochorionic twin and triplet
pregnancy

Offer women simultaneous monitoring of FFTS, FGR and advance stage twin anaemia
polycythemia sequence (TAPS) at every ultrasound assessment to monitor effectively for all
complications of monochorionicity.

5.1 Twin anaemia polycythemia sequence

Offer weekly ultrasound monitoring for TAPS from 16 weeks of pregnancy using middle

cerebral artery peak systolic velocity (MCA-PSV) to women whose pregnancies are
complicated by any of the following :
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- FFTS that has been treated by fetoscopic laser therapy or
- Selective FGR (an EFW discordance of 25% or more and EFW of any of the
babies beow the 10" centile for gestational age)

5.2 Perform ultrasound MCA-PSV measurements to help detect TAPS for women
with monochorionic pregnancy showing any of the following and also refer to FMU
LWH for further advice :

-cardiovascular compromise (e.g. hydrops or cardimegaly) or
-Unexplained isolated polyhydramnios or
-Abnormal umbilical artery Doppler

5.3 Discorant fetal death or conjoined twins or triplet
- seek opinion from FMU LWH

IF ANY SIGN OF TTTS DEVELOPS IN A MONOCHORIONIC GESTATION , REFER TO
LWH FETAL CENTRE URGENTLY (see Appendix 1 for warning signs).

Timing and place of birth

Discuss with women with twin and triplet pregnancies the timing of birth and possible modes
of delivery early in the third trimester.

Discuss possible need of transfer to appropriate hospital in case of preterm birth.

Inform women with twin pregnancies that about 60% of twin pregnancies result in
spontaneous birth before 37 weeks 0 days.

Inform women with triplet pregnancies that about 75% of triplet pregnancies result in
spontaneous birth before 35 weeks 0 days.

Inform women with twin and triplet pregnancies that spontaneous preterm birth and elective
preterm birth are associated with an increased risk of admission to a special care baby unit.

For MCDA twins: If all progresses normally, offer birth after 36w 0d.(after considering a
course of corticosteroids)

For DCDA twins: If all progresses normally, offer birth after 37 w 0 d.

Triplets: If all progresses normally, offer birth after 35 w 0d.(after a course of corticosteroids
has been offered).

For MCMA twins : Consider delivery between 32 and 34 weeks of gestation by elective
caesarean section (after prophylactic steroids)

If elective birth is declined at stated gestations, offer weekly scan and appointment with FMU
consultant team and fortnightly fetal growth scan.
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Mode of birth
For MCMA twins, birth by caesarean section should be offered.

For other variety of twins, mode of birth will depend on past obstetric history, medical and
surgical history, history of present pregnancy and lie of babies, particularly the presenting

one.

For triplet pregnancies, birth by caesarean section should be offered.
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Appendix 1
WARNING SIGNS FOR FETO-FETAL TRANSFUSION SYNDROME AND FGR. 1:2:3:

All twin pregnancies must have determination of chorionicity in early pregnancy, preferably
during their dating scan.

If there is a discrepancy of gestation at dating scan, calculate EDC by using the larger
fetus’s gestational age. If discrepancy is more than a week you must bring it to the
consultant’s attention. If the twin gestation is monochorionic this may indicate very early
FFTS.

The following ultrasound features may be indicative of twin-twin transfusion syndrome.

1. A discrepancy of abdominal circumferences of the twins of more than 20 mm may be
an early sign.

2. Difference in amniotic fluid volume in the two sacs, i.e. one sac with hydramnios and
the other with oligo- or anhydramnios. Traditionally defined oligohydramnios (max
pool depth of <2 cm) and polyhydramnios (MPD of 8 cm) may not always be
identifiable. Difference in amniotic fluid volume of lesser degree may be an early sign
of FFTS.

3. The size of stomach and bladder can be remarkably different in the two twins, i.e.
both these structures might be quite smaller in the donor twin than that of the
recipient twin. In such cases there is usually an associated discrepancy in amniotic
fluid volume in the two sacs.

4. The dividing membrane might become tense and bulge towards the donor twin. This
happens due to unequal pressure in the two amniotic fluid sacs because of
discrepancy in fluid volume in the two sacs.

5. The donor twin might show growth restriction and oligohydramnios (“stuck”) and the
recipient twin might show evidence of hydrops (this could be a late feature).

6. Enlargement of heart and liver can occur in the recipient hydropic twin.

7. Abnormal Doppler flow in umbilical artery (-ies) of any one or both fetuses.

Please note that Doppler ultrasound may not be useful in differentiating between donor and
recipient twin. Also, the dividing membrane may not always be obvious on scan in late
pregnancy and therefore any increase in liquor volume in monochorionic twin should alert
one to FFTS.

All EFW should be plotted contemporaneously on the respective customised growth charts
attached to the Maternity Hand Held notes and action taken accordingly. Gestation at any
particular point or during any scan appointment should be calculated from her given
expected date of confinement (EDC) as estimated from the dating scan.

Discuss with consultant-in-charge if necessary.

MONITORING FOR FGR (fetal growth restriction): Estimated fetal weight (EFW)
discordance using 2 or more biometric parameters at each scan from 20 weeks.
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