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CASE REPORT

Spontaneous fetal reduction in triplets 
and prolongation of twin pregnancy for 111 
days as an outpatient: a case report
Davis Rubagumya2,3, Munawar Kaguta1*, Ernie Mdachi1, Muzdalfat Abeid1 and Hussein Kidanto1 

Abstract 

Background: Multiple gestation has been on the rise because of advancement in assisted reproductive technol-
ogy. Triplet pregnancy is associated with fetal loss and preterm birth as its major complications. Spontaneous triplet 
pregnancy is rare. In the case of fetal loss, delayed interval delivery has been used to achieve delivery of the retained 
fetuses. There is no common approach to delayed interval delivery.

Case: A 31-year-old East African lady with spontaneous triplet pregnancy presented to our institution at gestation 
age of 19 weeks with features of threatened miscarriage. One fetus was miscarried, and delayed interval delivery was 
done as an outpatient. At gestation age of 35 weeks, she delivered healthy twins by cesarean section.

Conclusion: Delayed interval delivery improves neonatal outcomes of high-order pregnancy after fetal loss even in a 
resource-limited setting.
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Background
Multiple gestation means conceiving more than one 
fetus. Of late, multiple gestation has been on the rise 
because of the advancement in assisted reproductive 
technology. Incidence of spontaneous triplet pregnancy 
is estimated to be 1/7000 [1]. Presence of multifetal preg-
nancy requires extensive assessment and counseling dur-
ing antenatal care [2]. The basic assessment in multifetal 
pregnancy involves determination of the gestational age 
and chorioamnionicity, and assessing for any congenital 
anomalies among fetuses [2].

Maternal–fetal risks and complications increase with 
multiple gestation [3]. Triplet pregnancy has more risks 
and complications compared with twin and singleton 
pregnancy [4]. Triplet pregnancy is complicated by fetal 

loss before gestational age of 24 weeks and preterm deliv-
ery before gestational age of 32  weeks [4]. Other com-
plications include hypertensive disorders of pregnancy, 
abruptio placentae, placenta previa, fetal growth discord-
ance, preterm premature rupture of membranes, twin-to-
twin transfusion syndrome, twin anemia polycythemia 
sequence, cord entanglement, antepartum death, acute 
fatty liver, and postpartum hemorrhage [2, 4-6].

With increased risks and complications, several meas-
ures are taken in caring for multifetal pregnancy, such as 
pregnancy assessment with the use of ultrasound, pro-
vision of micronutrients and preeclampsia prophylaxis, 
screening for maternal anemia and gestational diabetes, 
monitoring for preterm labor and use of tocolytics when 
needed, use of antenatal corticosteroids for lung matura-
tion in case delivery is anticipated before 34 weeks of ges-
tation and magnesium sulfate when delivery is inevitable 
at gestation age between 23 and 31 weeks, selective fetal 
reduction, and delayed interval delivery [2, 5, 7].
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Sharing of chorion or amnion increases the probability 
of complications in multifetal pregnancy [2]. Of note is 
the fact that gestational age at delivery is inversely pro-
portional to number of intrauterine fetuses, and directly 
related to parity [8, 9]. Fetal loss can happen to all or one 
of the fetuses [10]. Fetal reduction is reported to improve 
outcome of the retained fetuses, especially in elective 
fetal reduction as compared with spontaneous [8, 11]. 
Improved neonatal outcomes after extending delivery 
time has been reported [12, 13]. This strategy is termed 
delayed interval delivery (DID) and was pioneered by 
Carson in 1880 [4]. DID seeks to avoid pregnancy termi-
nation and maintain the retained fetus for as long as pos-
sible [4]. For multifetal pregnancy in preterm labor, the 
expulsion of one fetus is reported to bring cessation of 
contractions [4].

There is no ideal algorithm for performing DID. 
Depending on the available resources, the following are 
considered:

(1) Candidate selection and acquiring informed con-
sent; for high-order pregnancy at gestation age of 
<  24  weeks with spontaneous fetal loss due to preterm 
labor or cervical insufficiency. Complicated pregnancies 
such as ones with preeclampsia are contraindicated [12, 
14].

(2) Exclusion of intraamniotic infection of the retained 
fetus. Evidence of clinical chorioamnionitis in the deliv-
ered fetus sac warrants provision of broad-spectrum 
antibiotics and DID [12].

(3) Pragmatic umbilical cord and placenta manage-
ment. In spontaneous fetal reduction, avoid cord traction 
and leave the placenta in situ. Cord should be clamped, 
cut, and ligated as proximal to placenta insertion as pos-
sible [4, 12].

Moreover, for Rhesus-negative mothers, Anti-D 
immune globulin should be given post-delivery of the 
fetus [12]. Also, despite controversies, prophylactic anti-
biotics should be given especially when cerclage is con-
sidered [4, 12].

Last but not least is the insertion of cervical cerclage. 
Despite controversies, such as postprocedure chorioam-
nionitis, this is done when there is high index of suspi-
cion for cervical incompetence [4, 12].

Discharge instruction should include explanation of 
danger signs, and antenatal follow-up should be regular.

Case reports and studies to evaluate effectiveness of 
different approaches to delayed interval delivery are 
needed for different regions with different resources.

Case
We report a case of successful spontaneous reduction 
of triplets to twins. Mrs. L.K, a 31-year-old East African 
lady, gravida 2 para 1 living 1, with spontaneous triplets 

at  19+5 weeks of gestation from last menstrual period 
(LNMP), was admitted to our hospital complaining of 
lower abdominal pain associated with vaginal blood 
spotting. There was no history of trauma, fever,or  
headache, and her antenatal records were unremark-
able. There was no family history of multiple gestations. 
Two years prior to the index pregnancy, she vaginally 
delivered a healthy baby at 41  weeks of gestation. Her 
physical examination was unremarkable, and specu-
lum examination revealed blood within the vaginal 
vault with no active bleeding from the opened cervix. 
Obstetric ultrasound revealed triplet dichorionic tri-
amniotic live pregnancy corresponding to gestational 
age of  18+2,  18+6, and  17+6 weeks, respectively, with-
out fetal anomaly, and her cervix was short and open 
at the internal os. She was prescribed a complete bed 
rest, intravenous ampicillin 500  mg every 6  hours for 
5 days, and oral nifedipine retard 20 mg every 12 hours. 
Her vital signs remained stable, and on the second day 
postadmission, there was improvement with no vagi-
nal leakage and significant reduction of lower abdomi-
nal pain; however, during the evening ward round, she 
started experiencing increase in the intensity of lower 
abdominal pain associated with vaginal spotting; there-
fore, 24-hour infusion of intravenous  MgSO4 4  g was 
prescribed. On third day postadmission, she miscar-
ried a female fetus weighing 121  g with its complete 
placenta and membranes. Her lower abdominal pain 
subsided significantly, and there was no vaginal leakage 
on fourth day postadmission. Obstetric ultrasound on 
day 4 postadmission revealed dichorionic diamniotic 
viable twin pregnancy corresponding to gestational age 
of  19+2 and  18+3 weeks, respectively, and the cervix was 
4.1  cm long with funneling at the internal os measur-
ing 1.58 cm. Macdonald’s cervical cerclage was applied. 
Injectable progesterone 250 mg IM STAT dose and oral 
dydrogesterone 10 mg every 12 hours were prescribed. 
On fifth day postadmission, she had no complaints and 
oral nifedipine was stopped. She was discharged on 
sixth day postadmission after undergoing an ultrasound 
that revealed dichorionic diamniotic viable twin preg-
nancy corresponding to 19 and  18+3  weeks, respec-
tively, and cervix 3.79 cm long with a closed internal os. 
Discharge medications included daily oral 162 mg cap-
sule that contains ferrous fumarate, folic acid, and vita-
min B12, and oral dydrogesterone 10 mg every 12 hours 
for 12 days. She was educated on danger signs prompt-
ing immediate evaluation as well as being scheduled for 
regular antenatal clinic visits.

At gestational age of  30+2  weeks, she underwent 
obstetric ultrasound as an outpatient client, which 
revealed dichorionic diamniotic viable twin pregnancy 
corresponding to 26 +3 and  27+5 weeks weighing 907 and 
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1165 g, respectively, without fetal anomaly, and the cer-
vix was 3.7 cm long with closed internal os. She had no 
complaints during this visit.

At gestation age of  34+1  weeks, she was seen at our 
antenatal clinic as part of her scheduled follow-up, and 
follow-up ultrasound revealed dichorionic diamni-
otic viable twin pregnancy corresponding to  30+1 and 
 32+2 weeks weighing 1586 and 2021 g, respectively, and 
the cervix was closed.

At  35+1 weeks, she presented at our hospital with pre-
term premature rupture of membranes. She had no fever, 
headache, or lower abdominal pain. Her physical exami-
nation was unremarkable apart from gushing fluid per 
vaginal on speculum examination. Fetal wellbeing was 
assessed with the use of cardiotocography, and the results 
were unremarkable. Emergency cesarean section was 
done whereby female twins in breech and cephalic pres-
entation were delivered weighing 1.32 and 2.54 kg, with 
good Apgar scores, and they were transferred to Neona-
tal High Dependency Unit for observation. Cervical cer-
clage was removed intraoperatively. She fared well, and 
was discharged 72 hours post-delivery.

Discussion
This case involved multifetal gestation that happened 
spontaneously. The reported incidence of spontaneous 
triplets is low [1], indicating that our case is rare.

Chorionicity does have a significant role in the out-
come of multifetal pregnancy with reports suggesting 
that monochorionic and dichorionic triplet pregnan-
cies have higher rates of poor perinatal and neonatal 
outcomes as compared with trichorionic pregnancy [15, 
16]. Our client’s pregnancy was dichorionic triamniotic, 
which is always associated with risks involving; twin-to-
twin transfusion syndrome, discordant growth, twin ane-
mia polycythemia sequence, and increased chances of 
fetal loss. For our case, the fetuses had variable weights, 
and spontaneous fetal reduction happened, indicating 
the increase in risks with shared chorion, prompting 
extensive care in these cases.

Higher-order pregnancies are associated with com-
plications, with fetal loss and preterm birth being major 
ones for triplet pregnancy [4]. In our case, spontane-
ous labor occurred at gestational age of 19  weeks, that 
is, before 24  weeks, and after thorough assessment of 
our patient, different measures were taken to stop labor 
without success. Interestingly, after miscarriage of one 
fetus, all of our client’s symptoms and signs subsided sig-
nificantly, and this is similar with the observation that 
fetal reduction leads to cessation of labor [4]. Some case 
reports had shown spontaneous fetal reduction happen-
ing without any signs and symptoms of labor, and oth-
ers even needed removal of cervical cerclage [4]. Other 

studies have shown retention of placenta, abruptio pla-
centae, and postpartum hemorrhage as maternal compli-
cations in delayed interval delivery involving twins and 
triplets [14]. However, none of these happened in our 
case.

Our client was managed with antibiotics and synthetic 
progestogens in addition to Macdonald cervical cerclage, 
and extended time was 111  days. Her course of man-
agement was as an outpatient from day 2 post cervical 
cerclage to the time of cesarean section. Different stud-
ies have indicated controversies with cervical cerclage, 
even reporting it as the source of chorioamnionitis for 
the remaining fetus, hence prompting short duration 
of delayed interval delivery [12, 17]. Some case reports 
advocated inpatient management during the extended 
interval until delivery; however, some other case reports 
showed success with outpatient management. For cases 
that reported outpatient management, the hospital stay 
before discharge after loss of first fetus was no less than 
1 week [4, 17].

Conclusion
Delayed interval delivery is recommended in carefully 
selected cases and can be done even in limited-resource 
setting, and it is recommended for better neonatal out-
come especially in these areas since caring for extreme 
preterm babies carries higher neonatal mortality rate.
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