Pregnancy with twins and triplet pregnancy risks
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Why multiple pregnancies are considered higher risk

A multiple pregnancy means more than one fetus is developing in the uterus.
Twins may be dizygotic, arising from two separate eggs, or monozygotic, arising
from one fertilized egg that splits. Triplets can occur in several

combinations, such as three separate embryos or one embryo splitting in
addition to another embryo. Assisted reproductive technologies and
ovulation-inducing medications can increase the chance of multiples,

particularly when more than one embryo is transferred or when multiple eggs are
released.

The medical risk is not simply that there is more than one baby. The key issue

Is that pregnancy physiology has to support greater placental mass, higher
blood volume demands, more rapid uterine enlargement, and sometimes shared
placental circulation. These factors increase the likelihood of complications

for the pregnant person and the babies.

Risk differs substantially by chorionicity. Dichorionic twins each have their
own placenta, although the placentas may appear fused. Monochorionic twins
share one placenta and are at risk for complications related to unequal blood
flow, such as twin-to-twin transfusion syndrome. Triplet pregnancies may have



even more complex placental arrangements, so early ultrasound assessment is
especially important.

Prematurity: the central risk in twins and triplets

Preterm birth, defined as birth before 37 completed weeks of pregnancy, is the
most common and clinically important complication of multiple pregnancy. The
uterus becomes distended earlier, and spontaneous preterm labor or medically
indicated early delivery becomes more likely. According to reproductive
medicine and public health sources, average gestational age at delivery is
typically earlier for twins than for singleton pregnancies and earlier still

for triplets.

Prematurity matters because many organ systems, especially the lungs, brain,
gut, and immune system, continue maturing late in pregnancy. Babies born too
early are more likely to need neonatal intensive care, respiratory support,
temperature regulation, feeding assistance, and monitoring for infection or
jaundice. Long-term risks can include developmental delay, vision or hearing
problems, and other disabilities, with risk increasing as gestational age
decreases.

Not all preterm births can be prevented. However, clinicians may monitor
cervical length, review symptoms of preterm labor, and tailor follow-up based
on obstetric history, ultrasound findings, and the number of fetuses. If early
delivery appears possible, care teams may discuss interventions such as
antenatal corticosteroids for fetal lung maturation or transfer to a hospital
with appropriate neonatal services, depending on the clinical situation.

Fetal and neonatal risks beyond prematurity

Low birth weight is common in twins and especially triplets. This may reflect
prematurity, fetal growth restriction, or both. Growth restriction means a
fetus is not reaching expected growth potential, often because placental
function is limited or unevenly distributed. In multiple pregnancy, one baby
may grow appropriately while another is smaller, creating discordant growth
that requires close ultrasound follow-up.

Monochorionic twins have unique risks because they share a placenta with



vascular connections. Twin-to-twin transfusion syndrome occurs when blood flow
Is imbalanced between the twins, potentially causing one fetus to have too

little blood volume and amniotic fluid while the other has too much. Another
concern is twin anemia-polycythemia sequence, a subtler imbalance in red blood
cell concentration. These conditions require specialist evaluation and, in some
cases, fetal therapy.

Congenital anomalies can occur in any pregnancy. Some studies show that certain
risks are higher in multiple gestations, particularly monozygotic pregnancies.
Screening and diagnostic options may be more technically complex when there is
more than one fetus, so counseling should include how results are interpreted

for each baby.

After birth, twins and triplets are more likely than singletons to need care in
a neonatal intensive care unit. This is not a failure of the pregnancy or the
parent; it reflects the predictable medical needs of babies who are smaller or
born earlier.

Maternal complications that occur more often

Carrying twins or triplets increases maternal physiologic strain. Blood volume
expands more, cardiac output rises, and iron and folate requirements may be
higher. Anemia is more common, and fatigue, shortness of breath with exertion,
reflux, pelvic pressure, back pain, and sleep disruption may be more
pronounced. These symptoms can be normal but should still be discussed,
especially if they are severe or sudden.

Hypertensive disorders, including gestational hypertension and preeclampsia,
occur more frequently in multiple pregnancy. Preeclampsia involves new-onset
high blood pressure with signs of organ involvement, such as kidney, liver,
neurologic, or blood-count abnormalities. It can progress quickly and may
require early delivery if maternal or fetal health is threatened.

Gestational diabetes is also more common, partly because placental hormones
increase insulin resistance. Screening timing and follow-up should be
individualized. Good glucose management can reduce risks such as excessive
fetal growth in some cases, neonatal hypoglycemia, and maternal complications,
but treatment choices should be made with a clinician.



Other maternal risks include hyperemesis or more severe nausea and vomiting,
cholestasis of pregnancy, venous thromboembolism, cesarean delivery, and
postpartum hemorrhage. Postpartum hemorrhage risk rises because an
overdistended uterus may not contract as efficiently after delivery. Planning
delivery in a setting prepared for maternal and neonatal complications is
therefore important.

Monitoring and prenatal care: what is usually different

Prenatal care for twins and triplets usually involves more frequent visits and
ultrasounds than singleton pregnancy. Early ultrasound helps confirm
gestational age, the number of fetuses, and chorionicity. This information
guides the intensity of monitoring throughout pregnancy.

Common elements of care may include:

Serial ultrasound examinations to assess fetal growth and amniotic fluid.

More frequent surveillance for monochorionic twins because of shared-placenta
complications.

Blood pressure and urine monitoring to screen for hypertensive disorders.
Screening for gestational diabetes, anemia, and other pregnancy-related
conditions.

Discussion of nutrition, weight gain goals, activity, work demands, and signs

of preterm labor.

Planning for delivery location with appropriate obstetric, anesthesia, blood
bank, and neonatal support.

Some patients will be referred to a maternal-fetal medicine specialist. This
does not necessarily mean something is wrong; it often means the pregnancy
would benefit from advanced ultrasound, risk counseling, or coordinated
delivery planning.

Nutrition, weight gain, and daily self-care
Nutrition in a multiple pregnancy supports maternal health, placental function,

and fetal growth. Calorie, protein, iron, folate, calcium, vitamin D, iodine,
and omega-3 needs may be higher, but exact recommendations depend on



pre-pregnancy body mass index, medical history, nausea severity, dietary
pattern, and lab results. March of Dimes emphasizes that people pregnant with
multiples often need extra prenatal monitoring and individualized guidance on
weight gain.

A practical approach is to focus on regular meals and snacks that combine
protein, complex carbohydrates, healthy fats, and micronutrient-rich foods. If
nausea, reflux, food aversions, or early fullness interfere with intake, a

clinician or registered dietitian can help adjust the plan. Do not start

high-dose supplements or herbal products without professional advice, as some
can be unsafe in pregnancy.

Self-care also includes hydration, rest, pelvic support when needed, mental
health support, and realistic expectations. Many people carrying twins or
triplets experience anxiety about preterm birth or neonatal outcomes. Emotional
distress deserves care just as physical symptoms do; counseling, support
groups, and perinatal mental health clinicians can be valuable.

Delivery planning for twins and triplets

Delivery planning depends on gestational age, fetal presentations,

chorionicity, estimated fetal weights, prior uterine surgery, maternal health,
placental location, and the resources of the birth facility. Some twin

pregnancies may be candidates for vaginal birth when the first twin is

head-down and other conditions are favorable. Cesarean delivery is more common
in multiple pregnancy and is often recommended in triplet pregnancy, though
decisions are individualized.

Timing of delivery is a balance between the risks of prematurity and the risks
of continuing the pregnancy. Because those risks differ for uncomplicated
dichorionic twins, monochorionic twins, and triplets, recommendations should
come from the care team familiar with the pregnancy. If complications such as
preeclampsia, growth restriction, abnormal fetal testing, ruptured membranes,
or active labor arise, earlier delivery may be medically necessary.

It is helpful to ask in advance about the hospital’'s neonatal intensive care
capabilities, availability of anesthesia, blood bank access, and the plan if
one baby is delivered vaginally and another requires urgent intervention. Clear



planning can reduce fear and make urgent decisions easier if circumstances
change.



