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ABSTRACT

Objectives: To evaluate the practice patterns among Lebanese obstetricians regarding obstetric
care of twins and to compare selected practice patterns between general obstetricians and
maternal fetal medicine physicians.

Methods: Questionnaires distributed during the annual meeting of the Lebanese Society of
Obstetrics and Gynecology.

Results: Questionnaires were returned by 69.2% of the 296 physicians approached. Ten percent
had fellowship training in Maternal Fetal Medicine (MFM). Thirty-nine percent perform cervical
length measurement at 20-24 weeks of gestation and 34% recommend vaginal progesterone in
case of a short cervix. When comparing selected practice patterns between MFM & general
obstetricians, MFM specialists were less likely to perform cervical cerclage in the first trimester
(5.9% versus 49%, p=.001), more likely to offer prenatal screening for aneuploidy (66.6% vs
46.4%, p =.03), less likely to use vaginal progesterone in the second trimester in the case of a
short cervix (42.1% vs 61.8%, p=.04), less likely to perform serial ultrasound exam in the third
trimester to assess fetal growth (50% vs 78%, p =.005) and more likely to deliver monoamniotic
twins at 32-34 weeks of gestation (55% vs 37%, p =.05).

Conclusion: Because of the different background of the Lebanese physicians, MFM specialists
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are more likely to follow obstetric care guidelines in twin gestation.

1. Introduction

The incidence of twin gestations has dramatically
increased due to trends of delaying conception and
the increased use of assisted reproduction [1].
Multifetal gestations are associated with an increased
risk of fetal & neonatal morbidity and mortality [1].
There are several problems that are unique to twins
which may contribute to this increased perinatal mor-
bidity; these include twin-to-twin transfusion syn-
drome, selective intrauterine growth restriction, single
in-utero demise, and the increased incidence of fetal
malformations [1,2]. Perinatal research has focused on
potential modalities to screen for preterm birth (PTB),
with transvaginal cervical length (CL) measurement
seeming to be the most reliable modality [3].
Interventions regarding secondary prevention of pre-
term birth have yielded conflicting (prophylactic oral
tocolytics and the use of cervical pessaries) [4,5], dis-
appointing (progesterone supplementation) [6,7], and

negative (placement of cervical cerclage) results [8].
There is so much heterogeneity among health care
providers when it comes to obstetric care of twin ges-
tations. Guidelines endorsed by different professional
societies do not always agree on the specific issues
regarding prenatal care and management of compli-
cated twin gestations. The objectives of this study
were to study the practice patterns of Lebanese obste-
tricians regarding prenatal care in twin gestations and
to compare selected practices between Maternal Fetal
Medicine (MFM) physicians and general obstetricians.

2. Materials and methods

Questionnaires were distributed to physicians during
the annual meeting of the Lebanese Society of
Obstetricians and Gynecologists (LSOG) after the
Institutional Review Board approval. All participants

gave verbal informed consent before filling the
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questionnaire. Questionnaires were collected in a drop
box placed on the way out of the conference room
and were then picked up by the co-investigators at
the end of the meeting and audited.

The questionnaire was composed of five sections.
The first section collected data about the socio-demo-
graphic of respondents. The second section addressed
the issues of management of twin pregnancies. It
queried about the number of twin gestations man-
aged yearly and the reasons for referral to an MFM
specialist. The third section assessed the issues of pre-
natal care of twins in the first trimester namely, multi-
fetal pregnancy reduction in higher order multiple
gestations, prenatal screening for aneuploidy, indica-
tions for progesterone supplementation and cervical
cerclage. The fourth section addressed second trimes-
ter obstetric care including cervical CL measurement,
the gestational age at which a cerclage is performed,
and interventions used in the event of a short cervix.
The last section addressed third trimester and intra-
partum obstetric care.

2.1. Sample size

Assuming that 50% of registered Lebanese obstetri-
cians (n=1000) will attend the annual LSOG meeting,
a minimal sample size of 176 was calculated to
achieve a power of 90% at a significance level of
o =0.05. To account for an expected 60% response
rate, a total of 296 gynecologists were randomly
approached to participate in the study using a com-
puter-generated table of random numbers corre-
sponding to their registration numbers.

2.2, Statistical analysis

All statistical analyses were conducted using the
Statistical Package for Social Sciences software (SPSS)
for windows XP, version 11.0. We used »? test to com-
pare categorical data when sample size supports the
approximation. A p-value < .05 was considered statis-
tically significant.

3. Results

Of the 296 questionnaires distributed, 205 responses
were collected (response rate = 69.2%). Eighty two
percent of the physicians were less than 55years of
age and 59% were males. Ninety percent were general
obstetricians/gynecologists, 10% (n=20) had subspe-
cialty training in MFM. With respect to the type of
practice, 33% of respondents were in private practice,

50% had over 17 years of experience, with a minimum
of one year and a maximum of 45 years.

Only 48% of respondents manage >5 twin gesta-
tions yearly. Ninety-six percent consider twins as a
high-risk pregnancy. Regarding the indications for
referral to an MFM specialist, 71.3% would refer for
more than one reason. When asked about multifetal
pregnancy reduction (MFPR) in the case of higher
order gestations, 73% replied that they would discuss
with their patients MFPR from triplets to twins. Out of
the remaining who don’t, 12.3% were concerned
about legal issues and others believe that there is not
enough evidence that this practice will reduce mater-
nal morbidity or improve perinatal outcome.
Regarding obstetric care during the first trimester,
70.9% of the respondents offer prenatal screening for
aneuploidy with 44.3% offering nuchal translucency
(NT) as a single test. Chorionicity is routinely deter-
mined in 94% of the cases. Thirty two percent of
obstetricians would measure the cervical length in the
first trimester, and the majority (64.9%) would give
progesterone supplementation for more than one
indication, including but not limited to every twin
pregnancy, those conceived through in vitro fertiliza-
tion, twins with first trimester bleeding and in patients
with history of PTB (Table 1). 85.1% of the physicians
would perform a cerclage in the first trimester for sev-
eral indications, and mainly for twins with short cervix
on transvaginal ultrasound or patients with a known
uterine malformation.

Regarding the second trimester, 54.4% of obstetri-
cians would routinely measure the CL, with 58.5% of
them doing the measurement beyond 21 weeks;
86.3% would measure it trans-vaginally. In the event
of a short cervix, 34% elect to give vaginal progester-
one, 1.5% would perform a prophylactic cervical cerc-
lage, while the majority would individualize the
intervention and manage with a combination of inter-
ventions. Forty nine percent of the responders offer
prenatal screening, with 41.6% of them relying on
anomaly scan as a single modality for reassurance
(Table 1).

Regarding the third trimester, 8.5% of practitioners
would give prophylactic oral tocolysis to all twin ges-
tations. 68% of obstetricians prescribe progesterone
routinely, while 19.2% would prescribe progesterone
for more than one indication. Twenty percent of physi-
cians recommend serial ultrasounds every 3 weeks to
assess fetal growth. As for the timing of delivery, 25%
would deliver dichorionic diamniotic twins at
38 weeks, 5.5% would deliver monochorionic diamni-
otic twins between 34 and 37 weeks and only 2% of
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Table 1. Issues of prenatal care of twin pregnancies during the three trimesters.

Questions

Frequency (percentage)

Issues in the first trimester (up to 14 weeks)
Discussing MFPR in case of HOG
Discussing reducing triplets to twins
Prenatal screening for aneuploidy
NT measurement at 11-14 weeks
Serum markers PAPP-A, beta hCG 11-13 weeks
Combined first trimester screening: NT and serum markers
NIPT starting 10 weeks
More than one test
Progesterone supplementation
Routinely, in every twin pregnancy
Twin pregnancy conceived through IVF/ICSI
Twin pregnancy with first trimester bleeding

Twin pregnancy with history of pregnancy loss or preterm birth

More than one indication
Issues in the second trimester (15-28 weeks)
GA for starting CL measurement in twins
16-17 weeks
18-19 weeks
20-21 weeks
>21 weeks
Interventions for CL <25 mm in asymptomatic patients
Vaginal progesterone
Cervical cerclage
Bed rest and/or hospitalization
Oral tocolysis
Tests offered for prenatal screening
Triple serum screen
Quadruple serum screen
NIPT
Targeted fetal ultrasound
Issues in the third trimester and intrapartum
Progesterone supplementation
Routinely
Twins conceived through IVF/ICSI
Short cervix detected on ultrasound
History of spontaneous preterm birth
Route of delivery in uncomplicated twins
Cesarean delivery always
Allow vaginal delivery if both fetuses are Vx/Vx
Allow vaginal delivery if twin A is Vx
Other

107 (54)
121 (73.5)

4.3)

NGRS

HOG: Higher Order Gestation; HR: High Risk; AFV: Amniotic Fluid Volume; MFM: Maternal Fetal Medicine; MFPR: Multifetal
Pregnancy Reduction; NT: Nuchal Translucency; NIPT: Noninvasive prenatal testing; CL: cervical length; TVUS: transvaginal ultra-
sound; IVF/ICSI: In Vitro Fertilization/Intra-cytoplasmic sperm Injection; GA: Gestational Age; Vx: Vertex.

obstetricians would deliver monoamniotic twins
between 32 and 34 weeks of gestation.

Regarding the route of delivery, 23.4% of the obste-
tricians allow a trial of labor and vaginal birth if the
first twin is in a cephalic presentation irrespective of
twin B (Table 1). MFM specialists are more likely to be
males (80% vs 51%, p =.05), and consider higher order
gestation as a high-risk pregnancy (p =.022) (16 out of
20). When comparing practices between MFM special-
ists and other obstetricians, MFM specialists rely on
the NT measurement for prenatal screening during the
first trimester, and all MFM specialists will determine
chorionicity. Twenty percent of MFM specialists would
measure CL during the first trimester (p=.025), and
37.5% would provide progesterone supplementation
routinely (p=.142). On the other hand, MFM special-
ists were less likely to perform cervical cerclage in the
first trimester, in the event of a short cervix or a

known uterine malformation (p =.001). If the CL meas-
ures <25mm on transvaginal ultrasound during the
second trimester, MFM specialists would tailor the
treatment depending on each case and were less
likely to use vaginal progesterone (p=.04) or perform
cervical cerclage (p=.05). As for the prenatal screen-
ing, they would offer a targeted ultrasound in most of
the cases. None of the MFM specialists would pre-
scribe prophylactic oral tocolysis (p=.658), or they
were less likely to prescribe progesterone supplemen-
tation routinely during the third trimester (p =.05). As
for the timing of delivery, they were more likely to
deliver monoamniotic twins at 32-34 weeks of gesta-
tion (55% versus 37.1%, p =.05) (Table 2).

4. Discussion

Our survey attempted at reviewing practices of
Lebanese obstetricians during the three trimesters of
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Table 2. Comparisons of practices during the three trimesters between Maternal Fetal Medicine specialists and general

obstetricians.

General Obstetricians Maternal Fetal Medicine specialists

=185 N=20 p Value

Consider twin or HOG a HR pregnancy 156 (84.3) 16 (80) .022
Issues during the first trimester
Discussing reducing triplets to twins 106/148 (71.62) 13/16 (81.25) A1
Tests offered for prenatal screening for aneuploidy

NT measurement at 11-14 weeks 130/146 (89) 16/19 (84.2) .53
Determine chorionicity 166 (93.2) 20 (100) 325
Routine measurement of CL 60 (33.9) 4 (20) .025
Routine Progesterone supplementation in every twin pregnancy 29 (40.8) 3 (37.5) 142
Performing cerclage

Routinely in every twin 2/163 (1.22) 0/17 (0) .64

Twin conceived through IVF 18/163 (11.1) 0/17 (0) 15

Twin with history of preterm birth or pregnancy loss 53/163 (32.5) 4/17 (23.5) 45

Twin with short cervix on TVUS 80/163 (49) 1/17 (5.89) .001

Twin pregnancy with known uterine malformation 67/163 (41.1) 0/17 (0) .001
Issues during the second trimester
Routine measurement of CL 128/182 (70.3) 15/20 (75) .66
Type of ultrasound used to measure CL

Transvaginal 110 (85.9) 15 (93.7) 521
Offer prenatal screening for aneuploidy

Yes 78 (46.4) 12 (66.6) .033
Use of vaginal progesterone in case of short cervix on TVUS 107/173 (61.8) 8/19 (42.1) .04
Performing cerclage in case of short cervix on TVUS 20/173 (11.6) 0/19 (0) .05
Issues during the third trimester
Routine progesterone for all twins 33/171 (19.3) 1/20 (5) .05
Follow-up obstetrical care

Serial ultrasound examinations every 3 weeks to assess fetal growth, AFV and well-being  142/182 (78) 10/20 (50) .005

Weekly NST starting 34-36 weeks in uncomplicated twin pregnancies 61/182 (33.5) 7/20 (35) .89

Antenatal corticosteroids at 32-34 weeks 58/182 (31.9) 10/20 (50) 11
Timing of delivery

38 weeks-dichorionic twins 145/178 (81.5) 17/20 (85) .69

34-37 weeks-monochorionic twins 115/178 (64.6) 12/20 (60) .68

32-34 weeks-monoamniotic twins 66/178 (37.1) 11/20 (55) .05

HOG: Higher Order Gestation; HR: High Risk; AFV: Amniotic Fluid Volume; MFM: Maternal Fetal Medicine; MFPR: Multifetal Pregnancy Reduction; NT:
Nuchal Translucency; NIPT: Noninvasive prenatal testing; CL: cervical length; TVUS: transvaginal ultrasound; IVF/ICSI: In Vitro Fertilization/Intra-cytoplasmic

sperm Injection; GA: Gestational Age; NST: non-stress test; Vx: Vertex.

twin pregnancy. In this survey, 85.7% of obstetricians
rightfully consider twin gestation as a high-risk preg-
nancy. It is well known that chorionicity has a signifi-
cant impact on obstetric management and risks for
complications in twin gestation [1]. In this respect,
94% of physicians attempted to determine chorionicity
in the first trimester. On the other hand, there are sev-
eral practices that differ from proposed guidelines and
they include measurement of CL by trans-vaginal
ultrasound for prediction of PTB and placement of
cerclage if the cervix is short. A recently published
retrospective matched case-control study, assessing
pregnancy outcomes among 82 women with twins
who underwent first trimester history-indicated cerc-
lage compared to expectant management, concluded
that the procedure had an overall positive effect on
maternal and neonatal outcomes, with a need for
adequate randomized trials on cerclage placement [9].
Progesterone supplementation during the first trimes-
ter is prescribed by 77.8% of Lebanese obstetricians,
mostly in patients with twins conceived through IVF
or in case of vaginal bleeding, despite the fact that
progesterone treatment does not reduce the incidence

of spontaneous PTB and is therefore not recom-
mended [10,11]. On the other hand, as in singleton
pregnancies, NT is important for the risk assessment
of aneuploidy and anomalies in twins. Screening for
aneuploidy in the first trimester was offered as per
proposed guidelines [12], using the NT as the single
modality by 44.3% of obstetricians. As the detection
rate of noninvasive prenatal testing (NIPT) is lower in
case of twin gestations conceived through assisted
reproduction [13], 2.4% of the obstetricians surveyed
offer the NIPT starting 10weeks of gestation. Other
obstetricians offer combined screening, since they
believe that the detection rate for Down syndrome in
twins can be increased by combining maternal age
and NT with serum levels of free beta HCG & PAPP-A
[14]. Only 14.9% of physicians would not perform rou-
tinely a cerclage on every twin pregnancy in the first
trimester and go by guidelines [15].

In a recent meta-analysis, the pooled rates of birth
before 37, 34 and 32 weeks for twins, independent of
chorionicity, were 41%, 13% and 7%, respectively
[2,16]. Perinatal research has focused over the last dec-
ade on prediction and prevention of PTB in high risk



populations, namely in patients with history of PTB,
short CL and twin gestation. A study from a single
MFM practice evaluating CL measurement in six hun-
dred eleven asymptomatic women with twin pregnan-
cies found that the risk of spontaneous PTB before
35weeks of gestation increased with a decreasing CL
[17]. An awareness of CL tends to impact patient
counseling and obstetric care. Even though universal
screening for PTB in twin gestation, using CL measure-
ment by transvaginal ultrasound, is controversial,
54.4% of Lebanese obstetricians caring for twin preg-
nancy measure CL in the second trimester whereas
routine ultrasound assessment of CL screening has not
been shown to be associated with improved out-
comes, when incorporated into the standard manage-
ment of low-risk twin pregnancies [18]. In case of a
short cervix, 34% would administer vaginal progester-
one and the rest would individualize the management.
A meta-analysis by Romero concluded that administra-
tion of vaginal progesterone to asymptomatic women
with a twin gestation and a short cervix in the mid-tri-
mester reduces the risk of PTB occurring at less than
30-35 weeks’ gestation [19]. A Cochrane meta-analysis
of seven prospective studies examining prophylactic
tocolysis in twins showed no consistent effect on PTB,
birthweight or neonatal mortality [5]. Accordingly,
only 8.5% of obstetricians in our survey prescribe rou-
tinely prophylactic oral tocolysis in twin gestation dur-
ing the third trimester.

As for the follow-up obstetric care in the third tri-
mester, and because the assessment of fetal growth is
of critical importance when managing twins, serial
sonographic evaluation of fetal biometry is recom-
mended to detect early growth restriction or discord-
ance. In our survey, only 19.1% of the Lebanese
obstetricians follow the guidelines and recommend
serial ultrasounds every 3 weeks to assess fetal growth.

As for the timing and the mode of delivery, chal-
lenging decisions exist regarding the ideal route of
delivery when the presenting fetal part is in a non-ver-
tex position [20]. When the presenting twin is in a
cephalic position, 23.4% of the Lebanese obstetricians
allow a trial of vaginal birth despite controversies.
Most recent data showed no difference in newborn
outcome in selected vertex/non-vertex pregnancies
delivered vaginally compared to cesarean deliveries,
and clinical guidelines are in support of safety trial of
labor for pregnancies with a vertex-presenting twin
[21]. As for the non-presenting twin, limited data in
the literature has examined the impact of its position
on successful vaginal delivery [20]. Physician years of
practice and experience are one of the strong
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determinants for selection and delivery planning.
Based on these findings, consensus guidelines from
the American Congress of Obstetricians and
Gynecologists suggest counseling patients with ceph-
alic-presenting twins for an attempt at vaginal
birth [1].

When compared to obstetricians in general, the
MFM specialists are more likely to respect the consen-
sus guidelines when it comes to timing of delivery of
mono-amniotic twins [1,22]. In the absence of large
randomized trials that demonstrate an optimal time
for delivery, Lebanese physicians seem to reasonably
follow the recommendations for timing of delivery,
namely awaiting till 37-38 weeks of gestation in case
of uncomplicated dichorionic, diamniotic twins, and at
34-37 weeks in case of uncomplicated monochorionic,
diamniotic twins [1].

This is the second survey looking at attitudes &
practices of obstetricians regarding pregnancy care in
twin gestation and comparing them to established or
proposed guidelines. Our survey was unique in com-
paring practice patterns and attitudes regarding pre-
natal care in twin gestation between general
obstetricians and MFM-trained physicians.

Cleary-Goldman et al assessed knowledge and prac-
tice patterns pertaining to the management of mul-
tiple pregnancy. They found that more than 60% of
respondents rated their training regarding manage-
ment of multiples as adequate and 62% of general
obstetricians managed twins without input from an
MFM specialist. This survey identified knowledge gaps,
specifically in chorionicity, indicating the need to
develop educational strategies addressing these insuf-
ficiencies [23].

However, our study has several limitations. First,
apart from its purely descriptive nature, it is limited by
the sample size, since it is not large enough to esti-
mate differences between the practices. Second, the
obstetricians attending the LSOG meeting were our
selected population, however this meeting is not
always representative of the Lebanese physicians,
since many physicians from the Arab and the Gulf
countries attend it too, so generalization of our find-
ings to the whole Lebanese population may not be
valid. Third, this study is also susceptible to recall bias,
when self-reported information obtained may be
inaccurate or incomplete.

In view of the small sample size, this study might
not be generalized to the whole population as the
findings might be unique to the few people included
in the research study. Nevertheless, the study has sev-
eral points of strength and more importantly the non-
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response rate which is usually a particular problem
affecting cross-sectional studies is only 30% in
our case.

In conclusion, our survey was the first to compare
attitudes and practices of general obstetricians and
MFM-trained physicians regarding pregnancy care in
twin gestations. Because of the heterogeneity in the
Lebanese population and the different background of
training, guidelines are not abided uniformly when it
comes to their practice pattern in the three trimesters.
For those established guidelines, MFM specialists are
more likely to follow guidelines than the other general
obstetricians, hence the value of obtaining a consult-
ation from an MFM specialist, especially in high-risk
twin pregnancies Controversial issues and heterogen-
eity seen in obstetric care in twins, regarding screen-
ing and prevention of PTB were also observed among
Lebanese obstetricians.
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