
  ABOUT THE BOOK


  Double the pleasure or double the trouble?


  Having more than one baby at once can test the endurance of even the most calm and experienced parent. This inspiring and enlightening guide will be welcomed by all parents of 'more than one at once' who find that the standard baby and childcare guides fall a little short of their special needs.


  This book offers first-hand professional, practical and emotional advice to help parents cope with the development and rearing of twins from conception to adulthood. The early chapters are devoted to pregnancy, birth, what to expect and how the process differs from single births. Later chapters offer information on feeding, managing, school, adolescence and other issues. Particular emphasis is placed on the relationship between twins as individuals as they grow up, their relationships with others both inside and outside the family, and sibling rivalry. Dr Cooper offers insight into how it feels to be a twin, and emphasises the importance of allowing individuality and independence to develop from an early age.
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  Chapter One


  IN THE BEGINNING


  Everything’s different when you have twins. They’re special, and the whole family becomes special too. It’s like a virus everyone wants to catch.


  The last twenty years or so have seen a huge upsurge in the numbers of twins, triplets and more, thanks to some of the social changes and medical advances explored later in this chapter. Since 1998, the rise in multiple births has been somewhat less dramatic, but even so there are more multiples born today than ever before. On average, there’s now one set of twins for every 76 live births, making one baby in 38 a twin. In many developed countries, triplets and higher multiples are four to eight times more common than they were three decades ago. In 2001, 9,590 sets of twins were born in the UK. That same year, 235 sets of triplets also arrived, as did five sets of quads, one set of quintuplets and a set of sextuplets.


  Even higher multiples can occur, but they’re very rare. On 19 November 1997, Bobbi and Kenny McCaughey of Iowa, USA, became the first parents ever to deliver healthy septuplets. The arrival of the seven little superstars drew worldwide attention and more gifts than could possibly fit into their home. The highest recorded order is believed to be nonuplets, born to Mrs Geraldine Brodrick in Sydney, Australia, in June 1971. But her nine babies (four girls and five boys) survived only a few days.


  Twins are perennially fascinating, and there have been many myths and misconceptions about them. According to beliefs held at various times, twins have been thought to represent good luck or fertility, to be infertile themselves, or, in the case of boy-girl pairs, to have indulged in incest in the womb. In medieval Europe, a woman bearing twins was often accused of adultery, and had to suffer the grim consequences.


  Several mythological and religious figures have been twins, such as the Greek gods Castor and Pollux, the biblical pair Jacob and Esau, the Scandinavian gods Hoder and Balder, the Roman pair Romulus and Remus, who were raised by a she-wolf, and, in the Afro-Cuban religion Santería, the orishas who are the twin children of the god Chango and who fight and get up to all sorts of tricks. Famous twins include June and Jennifer Gibbons (the silent twins of Marjorie Wallace’s book of the same name), Sir David and Sir Frederick Barclay, who are the wealthiest twins in Britain, and Ross and Norris McWhirter, who were able sportsmen as well as co-writers of The Guinness Book of Records. Many other twins have also found their twinship an advantage. Born in 1986, the Olsen twins, Ashley and Mary-Kate, have thriving careers as TV and film actors, and are now young business tycoons too. Dutch soccer legends Ronald and Frank de Boer, born in 1970, played for the same club for many years before separating to sign for Rangers (Ronald) and Galatasaray (Frank). In the world of cricket, there’s the powerful duo Steve and Mark Waugh, and in the music industry famous twins include Luke and Matt Goss, formerly known as Bros. The best-known lone twin is probably Elvis Presley, but there is also Liberace, who was born Wladziu Valentino in Milwaukee, Wisconsin, in May 1919, weighing nearly 6 kg (13 lb), while his brother was stillborn. The singer Justin Timberlake is also a lone twin, his sister Laura having died at birth.


  · Types of Twins ·


  Am I a clone of him, or is he a clone of me?


  Your own twins may never find fame or fortune, but they will be special. You can expect a huge amount of pleasure and fun, as well as a lot of attention wherever you go. As a parent of young twins, one of the first questions you’ll be asked is, ‘Are they identical?’


  Pretty well everyone nowadays knows that there are two kinds of twin – identical and non-identical – though they don’t always understand what causes the two types. And lots of mothers and fathers of twins aren’t sure what kind they have.


  So-called identical twins develop from the splitting of a single zygote or fertilised egg, and are more accurately referred to as monozygotic (MZ) or monovular twins. These twins almost always look very similar and can confuse those around them. In Germany, 19-year-old twins managed to escape a speeding fine because police didn’t know who should face the charge: each of the women claimed the other one was driving at the time. One remand prisoner in the UK went on the run for nearly two years after changing clothes with his identical twin in a prison visiting room. However, both were eventually caught and jailed.


  MZ twins are always the same sex, a fact which Shakespeare obviously failed to appreciate when he wrote the indistinguishable Viola and Sebastian into Twelfth Night, though since he had a boy-girl pair himself he should perhaps have realised it. MZ twins can only be of different sex if something goes slightly awry at the time of cleavage of the egg, so that one of the X chromosomes goes missing. This is extremely unusual, so to all intents and purposes MZ twins are always the same sex. They have exactly the same genetic material or DNA as each other. You could, if you like, consider them to be natural clones.


  Non-identical twins are about twice as common as identical or MZ twins, and are no more alike (or dissimilar) in looks and personality than any other two siblings. They come from different sperms and separate eggs, in other words from two fertilised eggs (zygotes). Scientifically, it’s more accurate to call these twins dizygotic (DZ), binovular, or fraternal. But in practice non-identical is a perfectly adequate description.


  Since one sperm may carry an X chromosome and another a Y, DZ twins can be of different sexes, and in fact about half of them are. Since two-thirds of all twins are DZ and one half of these are boy-girl pairs, in total a third of all twins are mixed-sex pairs.


  DZ twins share half of their genes, on average. Sometimes it’s more, sometimes less, which explains why some non-identicals are very similar while others are not at all. They need not have the same father. In 1978, a young German woman gave birth to non-identical boys, one of whom was white and the other black, both conceived on the same day by different men. Actually it’s not unusual to find twins of apparently different race. The likeliest cause is not promiscuity, but simply that one or other parent is of mixed racial origin, a situation that provides a rich pool of genes for their children to draw on.


  DZ twins are not necessarily conceived on the same day. They can be conceived several days apart, in a phenomenon called superfecundation. This occurs because a woman can be fertile for several days in each menstrual cycle. Perhaps this is why couples with more active sex lives are likelier to have twins. Once in a blue moon, a woman even conceives twins a month or more apart. Normally, a pregnant woman’s hormones prevent her from ovulating again until after her baby is born, but in some cases the ovaries go on functioning and release another egg. Debbie Gilbert was the first British woman – and only the fifth in the world – to whom this happened. Tests confirmed that she was already pregnant with daughter Lucy when she conceived son Timothy. Born together in late 1997, at which point Timmy was four weeks premature, the babies were dubbed ‘time-lag twins’.


  DZ twins can also implant into the womb at different times, sometimes two or more years apart in the case of assisted-fertility techniques where one embryo is frozen for later use. These are twins only in the sense that they were conceived together, and, of course, they will always be of different ages. At Bourn Hall Fertility Clinic, Cambridge, two embryos from the same woman were implanted two years apart into different surrogate mothers, making medical history and resulting in what the tabloid papers called ‘time-warp twins’. However, few parents would probably think of them as twins because raising them is no different from bringing up two singletons.


  · What Causes Twins? ·


  I know where a baby comes from, but how did my sister and I get here, Mummy?


  Despite a great deal of research into the subject, especially over the last thirty years, the full answer to this question is still largely unknown. There are, however, some important factors which make non-identical, that is DZ, twins more likely. The main factors are:


  
    	race


    	family history


    	the woman’s age


    	how many children she already has


    	her size and level of nutrition


    	increased natural fertility


    	fertility treatment


    	the contraceptive pill.

  


  The incidence of MZ or identical twins is fairly constant all over the world at about 3.5 per 1,000 maternities (in other words per 1,000 completed pregnancies), but the rate of DZ twinning varies.


  Some parts of Africa enjoy the highest rate of twinning on the planet. Compared with her British counterpart, a Nigerian woman of the Yoruba tribe is about four times more likely to have twins. On the other hand, Southeast Asia in general, and Japan in particular, has very low births of DZ twins, although this is now rising because of social changes, including the provision of fertility treatment. White Caucasian women, and Indian Asians, have a DZ twinning rate roughly midway between those two extremes.


  Within the UK, area is important too. A few years ago, counties in the affluent south-east of England, such as Surrey, had most twins. This was probably linked to the availability of fertility treatment, and to the fact that mothers there generally delay child-bearing, so that they are older when they become parents. At the moment, Northern Ireland is seeing a huge increase in the number of twins and more. The multiple birth rate in the province has grown by over 50 per cent in 15 years, and now stands at 15.4 in every 1,000 maternities. In 2002, there were 312 sets of twins born, 12 sets of triplets and one set of quins. The reasons are obscure, though the high use of the B vitamin folate in Northern Ireland may have something to do with it. There’s no real evidence that folate specifically increases the twinning rate, but quite possibly lowering the incidence of spina bifida may mean that more multiple pregnancies are surviving. Other contenders are minerals in the soil and oestrogens in the water, both strong possibilities since much of Ireland is mountainous.


  Twins can run in families. In Australia, the Bauer family had no fewer than 89 sets of twins in five generations. Some women have more than one set of twins. In South Africa, Mrs Barbara Zulu had six sets within seven years. But even she did not break the record set in the nineteenth century by Mrs Mary Jonas, who gave birth to 15 sets of boy-girl twins before dying in 1899, most likely from a combination of shock and exhaustion. Twins are sometimes said to skip a generation, from grandmother to granddaughter, but this isn’t true. In reality, a family history of twins makes you more likely to have twins yourself, but it’s not inevitable. Some couples with this sort of pedigree like to insure against the possibility of twins. Although twins insurance is now much less common than it once was, it is still possible to shop around and find a broker offering such cover, which could pay out a thousand pounds or more if the woman has twins. There are usually several restrictions, however. The two most usual stipulations are that you take out the policy before the eleventh week of pregnancy, and that you pay the premium before having your first ultrasound scan.


  Both the main types of twin may run in families, though it’s not certain how. A twinning gene has been found in sheep, but no such luck yet for humans. Research from Sweden shows that any mother who is a twin herself – either MZ or DZ – runs a higher risk of having twins. The genetic factors seem to be completely independent, however: women with DZ twins in the family give birth to more twins of the DZ sort, while those with MZ twins in the family have more MZ twins.


  When it comes to making twins, you may think, as many medics do, that only the mother’s side of the family matters. After all, men don’t ovulate. And in each orgasm a man produces between 150 million and a billion sperms, far more than he needs to produce two babies. Actually, though, research suggests that the male might have a part in conceiving twins after all. It’s not certain exactly what happens, but it’s possible that sperm can affect the partner’s ovum and make it more likely to split into two or more. So there may even be some truth in a father of twins’ proud boasts about his virility. This would certainly explain the occasional family in which twins appear to be passed on through the male line. It might not, however, be quite enough to account for the classic Russian story concerning a peasant called Vassilief, who was said to have had two wives in succession and fathered a total of 84 children, amongst them four sets of quads and a staggering seven sets of triplets.


  A woman who bears twins is often older. Most twins are born to women aged 25–34, but the likelihood of twins in any one pregnancy is higher in women aged 35–40, because this is when a woman is most likely to produce two eggs at a time. Twin births in this age bracket have rocketed as more and more babies are being born to women in their forties. In a great many developed countries, it’s commonplace for women to put off starting a family until they’re in their late thirties or even older. As the birth rate among twenty-somethings drops, now more women than ever in their forties are having babies.


  The more mature mother may long for a baby, and she often makes an excellent parent, but she’s not always so thrilled about the prospect of more than one at a time. Her own relatives may be elderly, so she is less likely to have the benefit of an extended family. Advances in medicine and improvements in social circumstances mean that pregnancy and birth are now safer for the woman over 35, or even 40, than they ever were, but all the same there is still the possibility of health problems, whether related to the pregnancy or not. The mature mother may also find herself sandwiched in a generation of women who have to care for ageing relatives while simultaneously bringing up their own children. On the other hand, the older mother can be mature, socially stable, highly educated and well placed financially to bring up two babies.


  A woman pregnant with twins may have several children already; she is what doctors call multiparous. Parity is the number of babies you’ve had and it increases the likelihood of twins. The more often you play the fruit-machines, the more likely you are to hit the jackpot. She is often taller than average too, and may be heavier. This probably reflects good nutrition rather than anything else – healthy women are more likely to carry two or more babies to a viable age. In the animal kingdom, the reverse applies. Smaller mammals tend to produce most multiples, probably because they are preyed on and therefore need larger litters for the species to survive. Poor nourishment lowers the human twinning rate, so twin births slump during famines and other difficult times.


  Natural fertility


  Whatever her age, size or state of nutrition, a mother of twins is on average more fertile. According to figures from Canada, Scotland, Denmark and elsewhere, there was a peak in twin births nine months after the end of World War II. This peak actually came two or three months earlier than the post-war baby boom as a whole, suggesting that these women may have found it especially easy to conceive.


  Unfortunately, not all women expecting twins intended to have a baby, let alone enjoy the patter of two pairs of tiny feet. In one of her projects, midwifery researcher Jane Spillman found that on average some 16 per cent of mothers of twins had not planned on becoming pregnant yet. Many of these were using contraception, but they fell pregnant all the same.


  If you are the mother of twins, you can claim with some pride to be extra fertile. Studies suggest that mothers of twins began their periods at a younger age, have fewer period problems than most women, and their pituitary glands secrete higher levels of follicle-stimulating hormone (FSH). This hormone exerts powerful effects on the ovary, hence some women can produce two eggs in any one cycle. Since FSH levels rise with increasing years, it could explain why age is a risk factor in twinning. Sometimes women who are breast-feeding conceive, despite the natural contraceptive effect of breast-feeding. These women too are more likely to have twins than the average.


  The number of daylight hours may play a part by increasing levels of FSH. Regions such as northern Finland and Japan, where the summer brings almost endless light, have reported higher numbers of twin conceptions in July. However, the findings are not conclusive enough to make experts certain on this point.


  Staying on the subject of hormones, one theory about the high twinning rate in the Yoruba tribe concerns yams, which are an important part of the diet in rural Nigeria and may exert a hormone-like effect, again increasing FSH levels. Yoruba women who migrate to the big city and adopt a more urban diet tend to leave behind their amazingly high rate of twinning. But it is far from certain that food is the cause.


  Worldwide, a possible rebound effect from the contraceptive pill could be significant. It seems that women are more likely to conceive twins in the first month or so after stopping the Pill.


  Incidentally, the hormone status of women who have twins may have other interesting consequences. Studies suggest that women who have twins might run a lower risk of breast cancer.


  · What Will Your Twins Be Like? ·


  Will your twins be identical or not? There is an approximate chance of two in three that they will be non-identical (DZ). If your twins are different sexes this clinches it: by definition boy-girl pairs cannot be identical. If they are the same sex, there are a number of helpful clues to look for, though others are misleading.


  Many people, including some obstetricians and midwives, still believe that the presence of two placentas means that the twins are non-identical, while one placenta means they are identical. This is not always true. During the pregnancy, two separate placentas can merge and fuse together, while two placentas which are close together may appear to be just one. The membranes attached to the placenta can give more clues. The inner membrane next to a baby is called the amnion, and the outer layer the chorion, as the diagram below shows.


  In non-identicals (dizygotic or DZ), about half the twin pairs have a fused placenta, while the rest have two separate placentas. In the one-third of identicals (MZ) who have dichorionic placentas, these are more likely to be fused, but they too can have separate placentas. Only in identical twins can there be just one chorionic membrane. So if the membranes are carefully examined after delivery and there’s only one chorion, the twins must be identical.


  [image: Types of twins]


  Types of twins and their placentas


  What happens in an MZ-twin pregnancy depends on when the fertilised


  
    	If division happens within three days of fertilisation, the twins are dichorionic.


    	If it is between three and nine days after fertilisation, they will be monochorionic but diamniotic. In other words, there will still be two separate sacs in the womb.


    	If division takes place between nine and 12 days after fertilisation, the twins will be monochorionic and monoamniotic (sharing the same sac). The situation of a forked umbilical cord is very rare, but I have known it happen.


    	If it is after 12 days (some experts say 15), the twins could be conjoined.

  


  Siamese (conjoined) twins


  

  

  

  · How Identical are ‘Identicals’? ·


  

  

  

  

  

  

  

  

  

  Zygosity – identical or not?


  

  
    	hair colour


    	eye colour


    	skin colour.

  


  

  

  DNA fingerprinting


  

  

  

  

  

  · Twins and Growth ·


  

  

  

  

  · Intelligence ·


  

  

  

  

  

  · Triplets and More ·


  

  

  

  

  · Infertility Treatment and ·


  Multiple Births


  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  APPENDIX


  · Chorionicity ·


  One very important use of ultrasound is to establish what is known as chorionicity: whether twins in the womb have two chorionic membranes or just one. Most twins have two and are called dichorionic, while a minority will be monochorionic (see here).


  There is a difference between zygosity (identicalness) and chorionicity, even though not all midwives or doctors realise it! All non-identicals (dizygotic or DZ) and about one-third of identicals (monozygotic or MZ) are dichorionic, leaving the remainder monochorionic.


  Whether identical twins turn out to be monochorionic or dichorionic depends on when the fertilised ovum splits into two:


  
    	If it happens within three days of fertilisation, the twins are dichorionic.


    	If the ovum splits after three days, the twins are monochorionic.

  


  How can one tell?


  When the twins are dichorionic, a small wedge-shaped area (called the lambda sign) shows up between the two sacs on scans between 10 and 14 weeks of pregnancy. It’s sometimes seen a bit later on too, but not always.


  Why does it matter?


  Many of the twin pregnancies which do less well are monochorionic, with twin-to-twin transfusion syndrome (see below) being the main problem. If there is only one chorion, it’s therefore wise to monitor the pregnancy more closely, with scans every two weeks from 16 to at least 24 weeks. Sometimes, a mum expecting monochorionic twins is referred to a different maternity unit with greater expertise. Meanwhile if your twin pregnancy is dichorionic, as most are, you can be reassured that you and your babies fall into a low-risk group. Most hospitals now assess chorionicity in twin and higher-order pregnancies.


  Are your twins monochorionic?


  Unless your hospital assesses chorionicity with an early scan, you may not be sure, but your twin pregnancy is definitely dichorionic – so relatively low-risk – if either:


  
    	the placentas are separate, or


    	you have a boy-girl pair.

  


  · Twin-to-Twin Transfusion Syndrome ·


  (TTTS) or Feto-Fetal Transfusion Syndrome


  This is a rare but dangerous complication of some identical (monozygotic or MZ) twin pregnancies. It affects those which have only one chorion (see above).


  About 80 per cent of all monochorionic placentas have interconnecting blood vessels. Trouble crops up if blood is shunted from one baby to the other; it’s effectively a blood transfusion (hence the name of the condition). TTTS often works out badly for both babies.


  What can happen?


  The so-called donor ends up giving blood to his twin. As the pregnancy continues, he becomes much smaller, anaemic, possibly shrivelled and may have disabilities.


  Meanwhile, the recipient, who gets more of the blood, is larger and redder. He may have heart failure and will usually produce more amniotic fluid, resulting in polyhydramnios. In fact a woman’s discomfort from polyhydramnios is often the first sign that something is amiss. (For more on polyhydramnios, see Chapter 2.)


  That is what happens in full-blown TTTS. Happily, many babies are affected only to a mild extent and may just show some discrepancy in size or colouring. It is said that the biblical twins Jacob and Esau may have had TTTS, which would explain why Jacob was so pale and Esau so red.


  Sometimes there are very few symptoms until after the birth, when labour pumps more blood into the recipient twin. This can even lead to brain damage. For this reason, a caesarean is best if there’s any degree of TTTS.


  It is likely that around 15 per cent of monochorionic pregnancies overall – or about one in every 30 twin pregnancies – are affected by TTTS to some degree because of their blood-vessel interconnections.


  Making the diagnosis


  If your twins are monochorionic, the pregnancy can be monitored regularly by USS for signs of TTTS. Your specialist will be looking out for differences in the size of the twins’ abdomens, differences in estimated birth weights, large discrepancies in the amount of amniotic fluid (the donor twin often has very little amniotic fluid while the recipient has a lot) and a discrepancy in the volume of their bladders (the recipient twin may have a much larger bladder because he is carrying more fluid).


  What if you don’t know the chorionicity, perhaps because your hospital doesn’t check for this? If there are two placentas, or the babies are of different sexes, you can stop worrying right away – your babies are dichorionic and won’t get TTTS.


  If you still don’t know the chorionicity, don’t panic, but look out for early symptoms like discomfort or a rapidly expanding belly. Get your doctor or midwife to take any symptoms of this sort seriously, to prevent the consequences of severe untreated TTTS. Make a fuss if you have to. TTTS is still rare and there may be one or two professionals who know little about this condition. You would not easily forgive them – or yourself – if you lost your twins because you didn’t get the right attention in time.


  Treatment


  Unfortunately, severe TTTS can be fatal for the babies, but there are several ways of treating it. The main methods are:


  
    	Amniodrainage, which involves drawing off quantities of amniotic fluid by amniocentesis at about weekly intervals.


    	Laser treatment of the interconnecting blood vessels, which blocks off the cross-channels. It is done using a fine laser probe between 15 and 28 weeks of pregnancy.

  


  Other treatments include using the heart drug digoxin, and septostomy, which involves making openings between the twins’ sacs, so that they effectively have only one amniotic cavity.


  Most treatments are carried out under local anaesthetic, but sometimes laser treatment needs a general anaesthetic. So far, laser therapy may have the edge. Even in severe cases, it seems to give a 70 per cent chance of at least one healthy baby and a 50 per cent chance of two healthy babies. However, the gold standard for evaluating treatments is a randomised controlled trial, and there haven’t been any yet in TTTS. To complicate things, published studies of the different treatments have so far included pregnancies with very different degrees of TTTS. If you are unlucky enough to develop the condition, the best option is to discuss it thoroughly with your obstetrician. If you’re not already attending a centre specialising in what’s known as fetal medicine, you should be referred to one. More information and support is available from the TTTS Foundation (www.tttsfoundation.org) or from the UK TTTS Association (www.twin2twin.org), which also has a list of UK treatment centres.


  · Selective Termination ·


  Also known as selective birth or selective feticide, this refers to selectively terminating the life of one fetus of a twin (or triplet) pregnancy, while leaving the remaining one(s) intact.


  Although it has been done since the late 1970s for a variety of serious disorders, selective termination is not something the average couple knows about. In fact, the first time most people are likely to hear of it is when one of their babies is diagnosed as having a severe or even lethal malformation. This in itself is an extremely distressing discovery to make at a highly emotional time. Taking in new facts and figures is particularly hard at such moments and yet before long the couple will have to make a major decision based on what they understand and how they feel about the situation.


  In a twin pregnancy where only one baby is found to have an abnormality, the choice is really three-way:


  1 The pregnancy can continue without intervention, in the knowledge that one baby may be born severely disabled. In some cases, the healthy baby may even be put at risk from continuing to share a womb with his twin, not because the condition is in any way catching, but because the abnormal baby may have a mechanical effect. This can happen especially in cases of anencephaly (a very severe skull malformation).


  2 The entire pregnancy can be terminated, with the loss of a presumed healthy baby along with the sick one.


  3 The pregnancy can be selectively terminated. (For those of you who want technical details, see the section below entitled ‘The procedure itself’.)


  Occasionally, it’s possible for surgeons to correct a baby’s abnormalities before birth. Fetal surgery has advanced a lot, though its exact value is still unclear.


  The decision


  Guided by your specialist, you and your partner have to decide together on the right course of action in the light of the exact diagnosis. A baby who is unlikely to live long after birth may be agonising to bear, but poses different problems from the baby who grows up in constant pain or who becomes a heavy burden to his parents, and to his twin, perhaps for decades. Ask your doctor as many questions as you need to, and jot down the answers so you can remember them later.


  Your own religious beliefs and family situation, including any children you have already, also come into the equation. The doctor cannot decide for you, but can provide the information you need and perhaps also act as a sounding-board for your thoughts. Seeing an independent counsellor can help clarify your feelings. Your doctor’s own beliefs should not influence your decision. Should your doctor object on principle to selective (or any other) termination, you are entitled to be referred without delay to someone else.


  Close family and friends may be very supportive, but they don’t always understand the mixed feelings which are natural in this situation. It’s hard for some people to grasp that anyone left with one surviving baby (which is all most pregnancies produce, after all) could be hankering for anything more. If you want, your specialist or the MBF can probably put you in touch with another couple who have gone through this experience.


  The procedure itself


  Selective termination is carried out between 18 and 22 weeks of pregnancy or later. The main time constraint against acting earlier is that the abnormality probably won’t have been picked up before 18 weeks.


  First, an ultrasound has to establish that the fetuses each have their own placental circulation. If they are monochorionic (see here) they will share a blood flow and selective termination carries a high risk of both babies dying as a result. However, some centres may be able to take this on.


  In selective termination, a scan is used to locate the abnormal fetus and his placenta. Under ultrasound control, a fine needle is carefully passed through the woman’s abdomen and into the affected baby. An injection of local anaesthetic is given; this is 100 per cent successful and works immediately.


  The remaining baby is then checked just to make sure he’s still well. If you are rhesus negative, you will need an injection of anti-D at this stage to prevent complications of rhesus incompatibility, exactly as if you had just delivered a baby.


  Immediately afterwards, you may lose the sensation of kicking from that part of your belly. Over the next few weeks, the dead fetus shrinks dramatically, though there will usually be some evidence of it at delivery.


  What about the other baby? There is believed to be a miscarriage rate of 5 to 10 per cent for the survivor. The later the procedure is done, the greater the risk seems to be, so you’ll have frequent scans to monitor the remainder of your pregnancy.


  More than 20 years’ experience of selective termination in centres all over the world suggests that the presence of the dead fetus alongside the survivor causes few physical problems. In fact, the situation seems to resemble the many cases where nature causes one baby of a multiple pregnancy to perish before birth. Premature labour appears to be a risk, but this is a hazard of twin pregnancy anyway, and it’s not clear that the risk is significantly greater after selective termination.


  You may be wondering about pain. The question of whether – or rather when – a fetus can feel pain is a difficult one. Pain sensation requires connections between certain parts of the brain, like the thalamus and the cortex, and these develop fairly late. It’s likely that fetuses can begin to feel pain in the second part of the pregnancy, probably from 23 weeks onwards. This is why, in 1991, the Royal College of Obstetricians and Gynaecologists recommended that from 24 weeks of pregnancy doctors carrying out procedures or terminations should consider the need for pain relief and sedation. In the case of selective terminations, almost all are done before then.


  Emotions


  It is entirely normal to feel sad and to grieve for your lost baby – even for your lost role as a parent of twins. Your reaction may not be obvious right away. For example, it may not be until your healthy surviving baby is born that you fully appreciate your bereavement. By then other people, including some midwives and doctors, may consider that you should somehow have ‘got over it’ and be concentrating on looking after your live baby. They do not mean to be thoughtless, but that’s how it can come across.


  You may indeed be able to put your loss behind you, but this isn’t possible for everyone. Unresolved grief can make it an uphill struggle to go on with normal life and especially with caring for a baby who should, had all been well, have had a healthy companion born alongside him.


  It may help you, as it has others, to acknowledge in tangible ways your lost baby as an individual:


  
    	Perhaps you’ll want to see him at the time of delivery. If so, ask in advance. Staff may just assume that you don’t.


    	You may later want to have a photo of the fetus, or perhaps a painting or a copy of an ultrasound picture. If you don’t want to see your dead baby at delivery, you may still want someone to take a photo, just in case.


    	Giving your dead baby a name will help identify him and could help you and your partner talk about him more easily. Remember that, as with two live-born twins, it may be kinder on your surviving baby not to have a matching name.


    	A funeral or memorial service can be arranged if you wish.


    	Counselling may help you and your partner come to terms with what happened. Contact your GP, ARC (Antenatal Results and Choices; see Resources, see here) or MBF if you would like support, or get in touch with Tamba Bereavement Support Group.

  


  Before long, you will need to tell your surviving child about his co-twin. The long-term emotional effects of selective termination on a survivor aren’t yet known, but it’s probably best to be open with the rest of the family. Things have a habit of coming out and you wouldn’t want him to find out from someone else. Even without being told of their twinship, surviving lone twins can somehow be acutely aware that they had a companion before birth (there’s more on this subject in Chapter 15).


  Of course, you don’t have to give a child details of how his twin died – just the information that he was very sick and didn’t live long enough to be born. This requires a great deal of sensitivity. The survivor may need reassurance that he was not to blame in any way for what happened.


  · Fetal Reduction in Higher-order ·


  Multiple Pregnancies


  This is also called multifetal pregnancy reduction. In this procedure, a triplet, quadruplet, or even higher-order pregnancy is reduced to a twin (or even singleton) pregnancy to reduce the risk of disability and thus increase the chances of producing a healthy baby. Many parents and even some family doctors won’t have heard of it, but specialists have been doing this procedure since the 1980s in many countries around the world. Research shows that reducing quads (and triplets) to twins now gives an outcome as good as that for a pregnancy which was twins all along. The technique is described below under ‘The procedure itself’ for those who want to know how it’s done.


  Pregnancy reduction is a highly complex and emotive issue, and there are many ethical considerations. You won’t want to contemplate it at all if you have conscientious objections to termination. Even among doctors who do terminations there are many different shades of opinion. Some obstetricians believe there can never be any justification for reducing a pregnancy which is progressing well, no matter how many embryos there are. On the other hand, many specialists consider that reducing triplet pregnancies to twins is perfectly rational and justifiable since triplets do less well. A few would even offer to reduce a twin pregnancy since single babies fare better. After all, one at a time is the normal way humans come into the world.


  Most obstetricians fall somewhere in the middle, especially since the outlook for twins and triplets is improving. They would be prepared to reduce a quad, quin or sextuplet pregnancy on the basis that carrying fewer fetuses can increase the ‘take-home’ baby rate. The specialist’s own experience of caring for multiple pregnancies can obviously be relevant too.


  The decision


  Only you and your partner can decide what’s right for your circumstances and the limitations of your resources – social, emotional and financial – and you have to decide without the benefit of hindsight. It is a gamble and time constraints add to the pressure. If you do nothing, you could end up with a number of beautiful healthy babies, or you could lose some or all. Quads and more do face a higher risk of death or disability, mainly because the babies are more likely to be both small and premature. But knowing this is not the same as actually making a choice. Nothing about the decision is easy and prospective parents need to talk it over between themselves and with someone else. Some couples only discuss it with the doctor who would carry out the procedure, and this isn’t ideal as they can feel pressurised (a few couples decide to get a second medical opinion at this stage). There’s certainly a place for a counsellor in this process, and most units can arrange this. Having said that, a few parents are so troubled with the enormity of the whole issue that they actually prefer their specialist to take the lead in arriving at a decision.


  The procedure itself


  If you go ahead, fetal reduction is done between 11 and 13 weeks. This applies even if you had treatment for infertility, and therefore knew from very early on how many babies there were. It’s usually worth waiting till 12 weeks not only to give yourselves time to decide, but because there is some risk of natural pregnancy loss before then. A few specialists carry out pregnancy reduction at seven weeks, though that leaves a couple less time to make up their minds.


  The choice as to which fetuses to terminate is generally made on technical grounds, depending on which are most accessible. Otherwise the principles are much the same as for selective termination, described earlier in this Appendix.


  Guided by ultrasound, a needle is passed through the woman’s abdomen and into the fetus’s chest and local anaesthetic is then injected. This works immediately. If many fetuses are to be terminated, the procedure is sometimes done in two stages a week or so apart. Fetal reduction can also be done through the woman’s cervix, but this is less common.


  Technically, the success rate approaches 100 per cent and complications are unusual. You’ll have frequent scans afterwards to keep an eye on progress for the rest of the pregnancy. There are few physical side-effects apart from a risk of miscarriage, but research suggests this is no higher than the miscarriage risk in most multiple pregnancies. The outcome of pregnancy reduction is now much better than it once was, so these days there’s a far lower risk of miscarriage or very premature birth.


  Because the procedure is done early on in a pregnancy, there is less to see at delivery than with selective termination.


  Emotions


  An element of sadness or even guilt, no matter how unfounded, may tinge the rest of your pregnancy. You and your partner may feel uneasy at having terminated one or more fetuses, especially as the ‘choice’ as to which survived has to be made more or less arbitrarily. It may help you to talk things over, perhaps with a counsellor. You can discuss this with Tamba, MBF or your GP.


  Many pregnancies of triplets and more result from assisted-reproduction techniques, a fact which saddens and angers some parents and their doctors. It would obviously be better to have avoided these very high-order pregnancies in the first place, for instance by closer monitoring of the effects of fertility treatments. In choosing fetal reduction, however, you may substantially increase your chance of achieving your aim: having at least one healthy baby of your own. Research from the USA suggests that 96 per cent of families who opted for fetal reduction would make the same decision again. Most mothers may feel guilt and grief to begin with, but few have any serious problems after a year, and there’s no evidence of any long-term mental distress.


  What do you eventually tell your surviving child or children? You might want to tell a child that he was originally one of quads, say, but the knowledge that you terminated his companions would be extremely difficult to bear. It could be agonising to grow up thinking that, but for chance, you could have died instead. To date there’s no published research on how surviving children cope. Perhaps it is better to keep a pregnancy reduction secret. To be on the safe side, that means nobody other than the mother and father (and their doctor) should know about it. This obviously makes it harder for a parent, but it could be the best option.


  · Cot Death (Sudden Infant Death ·


  Syndrome)


  Cot death (SIDS) is the sudden unexpected death of a baby for no obvious reason. It is rarer than it was, but it is slightly more common in twins and multiple births, at least in those that are premature or low in birth-weight. Of course, the vast majority of small babies survive the first year without mishap so you needn’t worry too much, but it is worth knowing about cot death and what you can do to reduce the risk.


  Cot death affects babies under a year old and mostly under six months. Slightly more boys than girls have cot deaths. Although nobody really knows the cause, overheating and overwhelming infection – to which new babies lack immunity – are probably important. Research has highlighted measures to prevent some cot death and these seem to be working. In the UK, SIDS has become 70 per cent less common following a 1991 government campaign giving advice to parents on the sleeping position of young babies and other matters. All the same, about seven babies a week die from cot death in the UK.


  What you can do to reduce the risk


  
    	Always place your babies on their backs to sleep unless your doctor has given you a specific reason not to. The side will do too, though a baby may roll on to his front unless you extend the underneath arm. Don’t use wedges or rolled-up towels. Once your babies can move about and choose their own sleeping positions, they are generally out of the cot death danger period.


    	Make sure the babies’ heads cannot get completely covered by bedclothes. This means putting them in the ‘feet to foot’ position, so that each baby’s feet touch the foot of the cot, with the blankets firmly tucked in at the bottom and made up no higher than his shoulders. If you put your twins to sleep together, make sure the covers aren’t loose as this might allow the head of one or other twin to get covered.


    	Don’t smoke, either during or after pregnancy, and make sure your partner doesn’t smoke either. Keep your babies out of smoky atmospheres and ask visitors not to smoke in the house.


    	Don’t let your babies become overheated. The ideal room temperature is around 65°F (18°C). Buy a room thermometer if necessary. Unless the weather is exceptionally cold, central heating can usually be turned off at night. If you swaddle your babies, use lightweight materials and leave their heads uncovered. Swaddling is instead of blankets – with blankets as well a baby can get dangerously hot. If you use sleep-sacks, they should be the kind suitable for regular indoor night use, and without a hood. Each baby would need his own bag, and it must be the right size to prevent him from sliding down it, and again getting his head covered.


    	Never overdress your babies, especially if they’re ill or running a fever. Avoid hot-water bottles and electric blankets altogether. Sheepskins are probably all right as long as your babies sleep on their backs, but avoid them when they start rolling over.


    	Don’t let very young babies get too cold, either. They need to be wrapped up outside in cold weather.


    	The safest place for a baby to sleep for the first six months is in a cot in your bedroom. Finding room for two (or more) cots can be hard, so this might be a reason for your babies to share a cot. You should not have your babies in bed with you, especially if you or your partner are smokers (no matter where you smoke), have been drinking alcohol, take any drugs that make you drowsy, or feel very tired (see also Chapter 6). With twins you also have to make sure one or other baby can’t fall out.


    	Routine immunisation significantly lowers the risk of cot death.


    	In some countries such as New Zealand, cot-death campaigns have advocated breast-feeding as a preventive measure. It may help protect against cot death, but there is no proof of this.


    	If you suspect one of your babies is unwell, get medical advice.

  


  Parents sometimes ask about apnoea alarms, which are designed to go off if a baby stops breathing momentarily. Current medical opinion is that these alarms are not in themselves enough to save lives that might have been lost to cot death. They can give false alarms or, on occasion, fail to sound and give a false sense of reassurance. Although apnoea alarms can be helpful, they should not be used without medical supervision.


  You should phone 999 or go straight to hospital (accident and emergency department) if a baby:


  
    	stops breathing


    	turns blue


    	is very drowsy or unrousable.

  


  After a cot death


  If there has been a cot death in your family, you will no doubt worry about whether it could happen to the surviving twin. It is very rare for the second twin to die just after the first, but all the same he will almost certainly be taken into hospital immediately for a few days’ observation to make sure he remains healthy.


  There is also a slightly higher risk of cot death in any baby you have later. In the UK, a programme called CONI (Care of the Next Infant) provides support for the subsequent baby and can help identify those at extra-high risk.


  Cot death is rare but is without doubt a devastating experience. As a parent, you will want to know why it happened, but it is not always possible to give an answer. Although it is understandable that you may want to go through and analyse your baby’s last few days and hours, try not to blame yourself.


  In the case of twins or more, there are also other complex issues surrounding infant death (see Chapter 15). You can get help from Tamba Bereavement Support Group and the Foundation for the Study of Infant Deaths (see here).


  · Attention Deficit Disorder ·


  Attention deficit disorder (ADD) is also known as hyperactivity or, more accurately, attention deficit hyperactivity disorder (ADHD). The term ADHD is the one used in the USA, but it’s gaining ground in the UK because it’s a good description of the main symptoms.


  ADHD probably exists all over the world, but its diagnosis is much more readily accepted in the USA and Australia. It may be overdiagnosed in some countries but it is almost certainly underdiagnosed here. In the UK, ADHD tends to be put in the same category as dyslexia, chronic fatigue syndrome and food allergies: all conditions which are hard to prove and sometimes blamed on overactive middle-class imaginations. Furthermore, resources for children and young adults with ADHD are poor, so those who have this very real condition can miss out on treatment.


  Who has it?


  ADHD is thought to affect about 5 per cent of all children, depending on whether or not one counts mild cases. Boys usually outnumber girls by a factor of three to one. Genetics are important – a sibling of someone with ADHD has a 30 to 40 per cent chance of being affected too, while if one identical twin has it, the other will also have it in 90 per cent of cases.


  Twins have a particularly high incidence anyway. Professor David Hay from Australia found ADHD to be nearly twice as common in twins as in singletons. The twin–singleton difference exists in both sexes, but ADHD is more common in boys, and up to 16 per cent of twin boys have it. Twins with reading problems tended to have more ADHD symptoms in this study. Why ADHD is more common in twins is not known, and research continues.


  ADHD can run in families from one generation to the next. Grandma may point out that a small child is ‘just like his dad was as a youngster’.


  Symptoms


  There are three main types of ADHD:


  
    	lack of attention


    	hyperactivity/impulsivity


    	combined type, with a mix of inattention and hyperactivity.

  


  In a child, the typical symptoms are:


  
    	lack of attention and concentration


    	overactivity, with constant fidgeting


    	disorganisation


    	lack of social skills


    	clumsiness


    	disruptive behaviour.

  


  In mild cases, ADHD can be difficult to define: all young children show these characteristics to some extent. You would not, for instance, expect a five-year-old to be as organised as an adult, nor to be able to concentrate for as long as a university student. Twins seem to have particularly poor powers of concentration, but this may be just because they interrupt and divert each other.


  Usually, symptoms of ADHD come to light around the age of two, or else early on in primary school. Occasionally babies who are very active in the womb later turn out to have ADHD.


  ADHD can seriously interfere with learning and behaviour and lead to long-term underachievement. Children with ADHD are not stupid, but they cannot concentrate for long and tend to make silly careless mistakes, so they may do badly at school. As perhaps you might guess, the inattention and combined types of ADHD are most likely to lead to learning problems. Some children with ADHD do well except in certain types of work, like project work, which require a high degree of organisation and tidiness.


  They’re not deliberately naughty either, but their behaviour can be very bad: some children with ADHD have serious behavioural problems. Because they may have difficulty making friends, they may lack self-esteem.


  However, a few children with ADHD have added difficulties with language (for example, with speech, understanding long instructions or answering open-ended questions). In some cases there’s a connection between ADHD and other conditions such as dyslexia, co-ordination problems and Asperger’s syndrome, which may make learning all the more challenging.


  Symptoms don’t always improve in the teens, and around 60 per cent of ADHD children continue to have problems as adults.


  Making the diagnosis


  Sometimes the diagnosis is very obvious, or perhaps someone like your GP, health visitor or teacher has suggested it as a possibility. Consulting a paediatrician, child psychiatrist or educational psychologist will usually tell you whether your children have ADHD.


  There are some important criteria for diagnosis. Symptoms must have been present for over six months and have started before the age of seven. The child must show symptoms in more than one setting, not for instance just at home or at playgroup. ADHD symptoms must be out of keeping with the child’s developmental stage, and impact on normal life, causing distress or impairment.


  Clinching the diagnosis is a matter of talking to parents and teachers and observing children, supplemented by special questionnaires such as the Connor’s rating scales. There’s no laboratory test for ADHD. Special MRI scans can show subtle abnormalities in some parts of the brain, but these are used only in research and it is not yet feasible to scan on a large scale.


  There’s a lot of controversy about ADHD, which makes it all the more difficult to meet the needs of affected children and their families. It’s important for parents and teachers to realise that it does exist, and causes significant distress and often lasting problems. Contrary to what’s sometimes said in the media, it’s not at all the same as the ‘naughty-but-normal’ child, and it is not due to inadequate parenting.


  What is the cause?


  Nobody knows the exact cause of ADHD, but one thing is certain: it is a neuro-developmental disorder. There’s some abnormality of brain function, with new research from the US showing reductions in some areas of the brain and an increase in grey matter. ADHD has a large genetic element, although environment may also be important, at least in some cases. With multiples, constant interruptions from each other may be a factor.


  Coping with ADHD


  Treating ADHD makes all the difference to children and their families. When the main symptoms are controlled, relationships with family and friends improve, and learning is enhanced. In the longer term, there’s evidence that treating ADHD reduces the risk of substance abuse and improves job prospects.


  Experts generally agree that the best treatment is a combination of behavioural therapy and drug treatment. Unfortunately, child psychiatrists and psychologists are thin on the ground, so it’s not always easy to get behavioural treatment (for both child and family). With long waiting-lists, it’s best for doctors to refer children as early as possible. The family and school can do a lot, but it’s a challenge to love a child just as he is, especially if he’s different from his siblings. Youngsters with ADHD can be very demanding and may have few friends, which means their family may be the only source of good feelings. It is important to be loving yet firm in handling and to set clear limits and regular routines. This may not be enough to solve the problem, but it helps. At school, supportive knowledgeable teachers make all the difference.


  Drugs for ADHD sometimes have a bad press but they can work well for many children. Most of the medicines are, paradoxically, stimulant drugs like methylphenidate (Ritalin) and dexamphetamine. When they work, their effect can be astonishing, but they do need to be given regularly under the guidance of a specialist. New treatments on the horizon include the non-stimulant drug atomoxetine, already in use in the USA.


  Diet is a factor in some cases. Here the blame may lie with one or a few foods, such as some artificial colourings, and taking them out of the diet sometimes helps. In a few cases, a more restricted diet may be useful. However, it is important to be careful with this approach. Putting a growing child on a restricted diet can do more harm than good. If you’re going to eliminate more than just the odd item, it’s best to see a dietitian. Ask your doctor for a referral.


  You can get more information from ADDISS, the national Attention Deficit Disorder Information and Support Service (address on see here).
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