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Summary

A case of Thoracopagus conjoined twins complicated with
rupture of the uterus is presented. The patient was admitted
after a prolonged second stage of labour. Diagnosis was made
at laparotomy. Problems in diagnosis are discussed and the
benefits of antenatal care and confinement under skilled su-
pervision are emphasised.
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Résumé

11 sagit d’un cas compliqué de thoracopagus de jumeau con-
joint avec la rupture de utérus. Le patient a été hospitalisé aprés la
deuxiéme étape prolongée. On a fait la diagnose a travers la
laparotomie. Des problémes durant la diagnose ont été discutés et
on avait attiré I’attention sur les avantages des soins anténataux et
accouchement sous la surveillance d’un spécialiste.

Introduction

Conjoined twins are very rare. The exact incidence of this
anomaly is unknown because most of them end in aborting or still-
births and hence may not be recorded.! However, estimated inci-
dence in the literature ranges from 1:50,000 to 1:100,000 births
and 1:400 pairs of monozygotic twins.>

The two types of conjoined twins are the diplopagus in which
both members are approximately equal in size and joined sym-
metrically to each other and the heteropagus in which one member,
the autosite is normal or nearly so and bears an incomplete mem-
ber, the parasite which is completely dependent on it.* The
diplopagus conjoined twins is the best known type as the majority
of the cases reported so far belong to-this group.

This report presents a case of thoracophagus conjoined twins
encountered at the Federal Medical Centre, Gusau, Nigeria.

Although the exact cause of conjoined twins is unknown, the
available evidence suggests that these are incompletely separated
monozygotic or identical twins.*

Case report

H. M. a 38-year-old Gravida 11, para 8 + 2 was admitted in
labour due to prolonged second stage. She had had eight previous
uneventful home deliveries under the supervision of traditional birth
attendants. All the babies were described as being normal. There
was no family history of twinning.

Her present pregnancy, like the previous ones was completely
unsupervised. She arrived in hospital after having been in second
stage for over six hours and the fetal head failed to descend despite
attempts by traditional birth attendants to effect delivery.

Physical examination upon admission revealed an exhausted,
dehydrated and moderately pale woman with a temperature of 38.4
degrees centrigrade. Her pulse rate was 100 beats per minute and
the blood pressure was 90/60 millimetres of mercury. The abdo-
men was markedly distended and tender with a positive fluid thrill.
The normal uterine contour was absent and fetal parts were easily
palpable beneath the abdominal wall.

- Vaginal examination revealed a fetal head outside the introi-
tus but closely applied to the perineum in right occipito-anterior
position. There was trickling of blood out of the introitus.

A diagnosis of ruptured uterus probably due to shoulder dys-

tocia was made.

Accordingly, a decision to perform an emergency laparotomy
after adequate resuscitation of the patient was taken. Venous blood
samples were immediately withdrawn for an urgent packed cell
volume estimation, grouping and crossmatching and serum urea
and electrolytes estimation.

An indwelling Foley’s catheter was passed and urine sample
obtained for urinalysis. She was commenced on intravenous flu-
ids:- normal saline altermating with 5 percent dextrose-in-saline at
the rate of 1000 mls every six hours. Intravenous ampiclox 500
milligrams every six hours with intravenous metronidazole 500 mil-
ligrams every eight hours were administered. She was also given
intravenous antitetanus serum 1500 1. U. start after a test dose.

Her packed cell volume was 20 percent, the blood group was
O’ rhesus positive, the serum urea was slightty clevate (7.2mmol/
L) but the electrolytes were within normal limits. Her urine had a
trace of acetone but no sugar or protein. She was transfused with
two points of fresh whole blood pre-operatively.

At laparotomy, the findings were a hacmoperitoneum of about
2000 millilitres. An oblique rupture of the anterior wall of the
uterus extending from the left cornu to the lower uterine segment
about 4 centimetres short of the dome of the bladder. A thoracopa-
gus macerated conjoined twins, both female with the lower limbs
and the breech of one of the members extruded into the peritoneal

Fig. 1 Thoracophagus menster

cavity through the site of rupture. The conjoined twins were eas-
ily extracted through the site of rupture and the placenta (a large
monochorionic placenta) was manually delivered. The uterus was
repaired in two layers and bilateral tubal ligation effected. The
patient was transfused with a third pint of blood intraoperatively.
The combined weight of the babies was 4800gms.

The patient’s post-operative period was uneventful and she
was discharged on the eight poéipperative day.

Discussion

Conjoined twins are rarely encountered and very few obste-
tricians are confronted with thoracopagus twins in their professional
life.5 The birth of conjoined twins is therefore still received in
various parts of the world today with emetions.
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The antenatal diagnosis of conjoined twins is uncommon.
Although an antepartum diagnosis of twins is often made, the fact
that they are conjoined is usually not determined until late in gesta-
tion or during parturition.>'® The diagnostic modalities available
for antenatal diagnosis of conjoined twins include radiography, ul-
trasonography and magnetic resonance imaging. Of these, radiog-
raphy was the principal diagnostic modality formerly used in ante-
natal evaluation of conjoined twins, Gray and associates,'! estab-
lished a list of criteria for antepartum diagnosis of conjoined twins:
(1) the heads are at the same level and body plane; (2) the spines
are in unusual proximity; (3) the spines are unusually extended;

" (4) the fetuses do not change position relative to each other after
movement or manipulation. Ultrasonography and magnetic reso-
nance imaging are relatively newer but are more accurate modali-
ties for antenatal evatuation of conjoined twins. In fact, Apuzzio et
al,!? reporting a case of prenatal-diagnosis of conjoined twins found
the fourth criterion of Gray and associates to be most important but
superceeded by ultrasonography in prenatal diagnosis of conjoined
twins.

The present case like most of the previously reported ones
was diagnosed during delivery. In an environment such as ours
where majority of pregnant women do not avail themselves of an-
tenatal care despite the availability of these diagnostic modalities
the chances of antepartum diagnosis of conjoined twins is very
remote. For even in advanced societies where situations are ideal
only a few cases of conjoined twins have been diagnosed prena-
tally.'

Except where labour occurs prematurely or the fetuses are
macerated, vaginal delivery is virtually impossible in conjoined
twins as obstruction is inevitable. Few cases have however been
reported in which vaginal delivery was possible in cases of
thoracophagus twins presenting as vertex at term. The more com-
mon mechanism of labour described'in these cases is that one of
the heads is born first and the other occupies the space between the
chin of the first twin and its chest. The second head is then ex-
pelled with the help of traction on the first and the two bodies are
then delivered simultaneously.»" In the case presented, one of the
head was born but vaginal delivery was not contemplated because
of evidences of ruptured uterus. Accordingly, laparotomy was per-
formed. Occasionally, where the uterus is intact vaginal delivery
may be achieved by destructive operations (Craniotomy, decapita-
tion or evisceration) to diminish the fetal bulk as reported by some
workers. 4614

Aird,'* has remarked on the prominence in Nigeria of con-

* joined twins. The implication of this is that it behoves on all obste-

tricians practicing in our environment to have a high index of sus-
picion and to carry out a complete antenatal evaluation of cases of
twins pregnancies.

These twins, like the heteropagus conjoined twins of NDU
Sule, Nigeria'® are also of special historical interest because they
come from Sokoto province which was the home of the first re-

porte«c\i Nigerian conjoined twins separated by McLaren in 1935.
/
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