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Objective: The preterm birth rate of twins is reportedly higher than that of single pregnancies. We
performed preliminary preventive interventions at our center focused on evaluating the risk of each case
before 14 weeks of gestation to reduce the spontaneous preterm birth rate.
Materials and methods: The participants included 184 dichorionic—diamniotic twins delivered at our
center during the 8 years from 2006. We evaluated each patient regarding high-risk status (at least 1
additional factor as follows: threatened abortion, history of chorioamnionitis, cervicitis, and bacterial
vaginosis), based on available evidence; patients deemed high risk gave their informed consent and
underwent treatment for cervicitis and cerclage if indicated. We divided the patients into two groups
depending on whether the management was initiated before (Group A) or after (Group B) 14 weeks. We
further divided Group A into three: Group 1 underwent treatment for cervicitis, Group 2 underwent
cervical cerclage in addition to treatment for cervicitis, and Group 3 did not undergo preventive treat-
ment. We retrospectively compared the preterm birth rates of the two groups, and we also compared
them between the higher-risk group (Group 1 + 2) and the no additional risk group (Group 3) in Group A.
Results: The spontaneous preterm birth rate < 36 weeks was significantly lower in Group A (4/90; 4.4%)
than in Group B (18/94; 19.1%) (p = 0.001). However, there were no significant differences between
Group 1 + 2 and Group 3 (2/42 vs. 2/46). Focusing on the spontaneous preterm birth rate < 34 weeks,
Group A had a lower rate than Group B (2/90; 2.2% vs. 13/94; 13.8%, p = 0.0012).
Conclusion: Even though this was a preliminary study, the results are promising, and we propose
custom-made management for dichorionic—diamniotic twins: (1) earlier management from before 14
weeks; (2) high-risk selection for cervicitis and a short cervix; and (3) intervention with anti-
inflammatory agents and cerclage if indicated.

© 2017 Taiwan Association of Obstetrics & Gynecology. Publishing services by Elsevier B.V. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction

The preterm birth rate of twins is reportedly higher than that of
single pregnancies [1]. However, almost no reports on spontaneous
preterm birth rates exist. Moreover, various risk factors for preterm
birth have been reported [2]. To establish a simple management
protocol is difficult because of these multifactorial problems, and
because cerclage for twins remains controversial [3,4].

We therefore performed preliminary but fixed interventions at
our center to prevent preterm births. When considering our

* Corresponding author. Department of Fetal and Maternal Medicine, Nagara
Medical Center, 1300-7 Nagara, Gifu City, Gifu 502-8558, Japan.
E-mail address: cu_uchibikuma@mist.ocn.ne.jp (M. Matsui).

http://dx.doi.org/10.1016/j.tjog.2016.03.006

protocol, we especially focused on earlier prevention and a simple
protocol, but we covered inflammation and cervical incompetence.

First, we focused not on monochorionic twins but on dichor-
ionic—diamniotic (DD) twins to eliminate the bias associated with
Twin-to-twin transfusion syndrome (TTTS) and selective intra-
uterine growth retardation etc. Here, we report a retrospective
case—control study of prevention of preterm deliveries of DD twins.

Materials and methods

This was a retrospective case—control cohort study. The sample
included 184 DD twins delivered at our center from March 2005 to
August 2013; they comprised all of the DD twins delivered at our
center during this period. We evaluated the risk factors including
threatened abortion [5,6], history of chorioamnionitis (CAM) [7],
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cervicitis [8,9], and bacterial vaginosis [10] during the first
trimester (before 14 weeks of gestation). Specifically, we diagnosed
repeated vaginal bleeding and/or abdominal pain as signs of
threatened abortion, and checked whether there was a past history
of CAM. When >100 leukocytes were observed per high-power
field in a smear of cervical mucus, this was considered cervicitis.
When Lactobacillus was not detected on cultures of vaginal secre-
tions, this was considered bacterial vaginosis. Twin pregnancy in
itself is a risk factor for preterm birth [11]. Those patients in whom
one or more risk factors were observed and who gave their
informed consent underwent treatment for cervicitis in accordance
with the protocol of our center. The protocol period was 2 weeks,
and in addition to intravaginal washing during this period, the
patients were given ulinastatin trypsin inhibitor vaginal supposi-
tories [12] (500 U/d) for suppression of leukocyte infiltration and
metronidazole vaginal suppositories (250 mg/d) [10]. During the
first week, cefmetazole was also administered intravenously (2 g/
d for 3 days), and during the second week azithromycin [13]
(500 mg/d for 3 days) was administered orally. Preventive cerc-
lage was performed if cervical shortening (<3 cm) and/or funneling
was observed during that time, whether or not the patients had any
risk factors (Figure 1).

In light of the fact that risk assessments were performed at <14
weeks of gestation, we divided the patients into two groups: Group
A, in which management was initiated before 14 weeks of gesta-
tion; and Group B, in which management was initiated after 14
weeks of gestation. Then, the preterm birth rates of these two
groups, in addition to a group referred to our center after 14 weeks
of gestation as a control (their risk assessment for the 1% trimester
was unknown because they received care at another facility), were
compared.

In addition, among the patients in whom management was
initiated at our center before 14 weeks of gestation (Group A), those
who were treated in accordance with the protocol were designated
Group 1; those who underwent cervical cerclage in addition to
treatment in accordance with the protocol were designated Group
2; and those who did not undergo preventive treatment were
designated Group 3 (Groups 1 and 2 were considered higher risk

First visit <14 wk

High-risk (at 2 points) screening
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than Group 3). Spontaneous preterm birth excluded preterm births
based on medical indications (e.g., pregnancy-induced hyperten-
sion, nonreassuring fetal status, placenta previa, and placental
abruption).

Statistical analysis was conducted using SPSS for Mac version 20
(IBM, Armonk, NY, USA). A p value < 0.05 was considered
significant.

Results

Of the 184 patients investigated, 90 were in Group A, in which
management at this center was initiated before 14 weeks of
gestation, and 94 were in Group B, in which management was
initiated after 14 weeks of gestation (Figure 2). The number of
patients who underwent cervical cerclage in each group was 18 in
Group A and 16 in Group B (Table 1). All patients in Group A un-
derwent cervical cerclage at our hospital, and in Group B, five pa-
tients underwent the procedure at our hospital, and 11 underwent

| All cases of dichorionic—diamniotic twin : n = 184 |

| | =14 wk(Group B):n =94 |

First visit | <14 wk(Group A): n =90
I
Preventive antibiotics

for cervicitis

a
Preventive
cerclage
Group 1 Group 2 Group 3
n=26 ‘ n=16 n=46
Preventive No preventive

treatment :n = 42 treatment : n =46

Figure 2. Grouping and the numbers of cases with our management protocol for
dichorionic—diamniotic twin pregnancies. ¢ Preventative cervical cerclage without
antibiotics: n = 2.

=14 wk
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Symptom of threatened abortion
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Figure 1. A flow chart showing the grouping and management by risk factors in our department for dichorionic—diamniotic twin pregnancies. * Shortened cervical length <3 cm

and/or funneling. CAM = chorioamnionitis.
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the procedure at their previous physician's facility. A comparison of
gestational age at delivery revealed that the spontaneous preterm
birth rate was significantly lower in Group A than Group B for all
three periods, before 34 weeks, 35 weeks, and 36 weeks of gesta-
tion (Table 2).

The numbers of patients were: Group 1, 26 patients; Group 2, 16
patients; and Group 3, 46 patients (Figure 2). In the group of pa-
tients in which management was initiated before 14 weeks of
gestation at our center, no significant difference was seen in
gestational age at delivery or the spontaneous preterm birth rate
when compared based on the use of preventive treatment (Group
1 + 2 and Group 3; Tables 3 and 4). We successfully managed the
patients in the higher-risk groups (e.g., twins with additional risk
factors such as cervicitis, bleeding, and cervical length < 3 cm)
without life-threatening earlier preterm delivery. In Group 3, we
included one patient with symptoms of threatened abortion who
did not undergo preventive treatment at her own request despite
findings of cervicitis. This patient began spontaneous preterm labor
at 31 weeks of gestation.

Discussion

The rate of spontaneous preterm births before 36 weeks of
gestation was significantly lower in Group A, in which management
was initiated from an early stage of pregnancy, than Group B, in
which management was initiated after 14 weeks of gestation at our
center. Moreover, there was no significant difference in the rate of
spontaneous preterm births according to the use of preventive
treatment in the group in which management was initiated before
14 weeks of gestation. Identifying high-risk cases and performing
medical intervention may make the spontaneous preterm birth rate
of twins of high-risk cases equivalent to those at lower risk. Pre-
diction of preterm birth in twins using biophysical and biochemical
tests [14] and comparison of the preterm birth rate of twin preg-
nancies based on cervical length [ 15] was reported, but the majority
of information about the first trimester was not included in that
study. The risk of recurrence of preterm births was reported as 57%
for twins after a previous preterm singleton birth [16], and the
cervical length of the twins was summarized retrospectively [17].

Table 1
Background of dichorionic—diamniotic twins.
Gestation of first visit® < 14 wk > 14 wk Statistics
(Group A) (Group B)
No. of cases 90 94
Age (y) 31+0.7 32+57 NS
Multiparous, n (%) 43 (48) 40 (43)
Cervical cerclage, n (%) 18 (20) 16 (20) NS

NS = not significant.
¢ Time that pregnancy management was initiated at our center.

Table 2
Outcome of spontaneous preterm birth rates divided by early management in our
center from <14 weeks' gestation or late management after 14 weeks' gestation.

First visit First visit p

< 14 wk > 14 wk

(Group A) (Group B)
No. of cases 90 94
Delivery < 34 wk 2(2.2) 13 (13.8) 0.0012
Delivery < 35 wk 3(3.3) 15 (16.0) 0.0003
Delivery < 36 wk 4(4.4) 18 (19.1) 0.001

Data are presented as n (%).

Delivery: spontaneous preterm birth that excluded preterm births based on medical
indications (e.g., pregnancy-induced hypertension, nonreassuring fetal status,
placenta previa, placental abruption).

Table 3
Background of dichorionic—diamniotic twins gestation of first visit at <14 weeks to
our center.

Antibiotics ~ Antibiotics + cerclage No treatment

(Group 1)  (Group 2) (Group 3)
No. of cases 26 16 46
Multiparous 11 (42) 6 (38) 25 (54)
Symptom of threatened 11 (42) 10 (63) 1(2.2)

abortion®

History of CAM 0 4 (25) 1(2.2)
Cervicitis” 18 (69) 11 (69) 1(2.2)
Bacterial vaginosis 12 (46) 3(19) 0

Data are presented as n (%).
CAM = chorioamnionitis.
¢ Serial bleeding, subchorionic hematoma, lower abdominal pain.
b Greater than 100 leukocytes in high-power field by cervical cytology.

Table 4
Outcome of spontaneous preterm birth rate divided by preventative treatment
among our early management group from <14 weeks'gestation.

Treatment No treatment p
n (%) n (%)
(Group 1 + 2; high risk) (Group 3)
No. of cases 42 46
Birth week (mean + SD) 373 +58 375+13 NS
Delivery < 34 wk 0(0) 2(4.3) NS
Delivery < 35 wk 2(4.8) 2(43) NS
Delivery < 36 wk 2(4.8) 2(43) NS

Treatment: preventative antibiotics and/or cervical cerclage. Group 1: those who
were treated in accordance with the protocol.” Group 2: those who underwent
cervical cerclage in addition to treatment in accordance with the protocol.”
Group 3: those who did not undergo preventive treatment.
NS = not significant.

@ Protocol: fixed medical interventions at our center to prevent preterm births.

We established a preliminary method of identifying high-risk cases
among twins based on various studies (Figure 1) that was simple.
When >100 leukocytes were observed per high-power field in a
smear of cervical mucus, we considered that to be cervicitis. This
standard was established by making reference to the report of Luo
et al [18] in 2000, which found that interleukin-8 was involved in
the increase of cervical granulocytes.

Some reports have stated that preterm births increased
following cervical cerclage performed for cervical shortening in
twin pregnancies [3]. However, cervical cerclage is not necessarily
performed in all cases, and patients with short cervices were
carefully selected in our protocol. For example, we did not perform
cerclage under inflammatory conditions before anti-inflammatory
treatment. The controversies of management of preterm birth
would understandably surface with such complicated criteria. For
example, it is likely that merely performing a cerclage is not an
adequate solution. Therefore, we hope to propose custom-made
management for DD twins: (1) earlier management from before
14 weeks of gestation; (2) high-risk selection of cervicitis and short
cervix; and (3) intervention with anti-inflammatory agents and
cerclage if necessary. In addition, we also did not observe any
serious adverse events using this preliminary protocol.

The literature contains few reports on the rate of spontaneous
preterm births involving twins. The reported preterm birth rate for
twins in the United States in 2008 was 58.8% for deliveries before 37
weeks of gestation, and 11.4% for deliveries before 32 weeks of
gestation [19]. However, reports from Japan have calculated this
rate from statistics based on the gestational age of twins and cited a
39.1% rate for deliveries before 37 weeks of gestation and 25.6% for
deliveries before 36 weeks of gestation [1]. Twins are also often
born prematurely for reasons different than those of a singleton
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pregnancy; however, investigating the rate of spontaneous preterm
births is important for the development of preventive measures.
Moreover, there are no global guidelines regarding the manage-
ment of twins for prevention of preterm birth. We hope to assist in
the establishment of management guidelines for the prevention of
preterm birth in twin pregnancies.

This study had some limitations in that this was not a ran-
domized control trial. Our data are better than those in recent re-
ports [20,21] using cervical pessary and vaginal progesterone, this
study that was a non-randomized controlled trial might influence
the result. Although our management approach seems effective for
prevention in DD twins, a prospective study with a larger sample
size and randomized control trial are needed for the next steps.

Compared with recent reports for preterm birth rate for twins
before 34 weeks of gestation, 13.6% (80/590) with cervical pessary
versus 12.9% (76/590) as control [20], and 18.5% (35/189) with
vaginal progesterone after 18 weeks of gestation versus 14.6% (28/
191) as control [21], we reported 2.2% (2/90) using custom-made
intervention with high-risk selections from earlier periods before
14 weeks of gestation and cerclage and anti-inflammatory drugs if
necessary. Since the both recent randomized control trials for twins
showed no evidence to reduce preterm birth rate, our new protocol
might be an effective and promising method even though it seems
to be complicated.

In conclusion, we propose for consideration a custom-made
management strategy for DD twins: (1) earlier management from
before 14 weeks of gestation; (2) high-risk selection of cervicitis
and short cervix; and (3) intervention with anti-inflammatory
agents and cerclage if necessary. This protocol might be pre-
liminary, but it holds promise for reducing the preterm delivery
rate of twin pregnancies.

Conflicts of interest

The authors have no conflicts of interest relevant to this article.

References

[1] Minakami H, Kosuge S, Fujiwara H, Mori Y, Sato I. Risk of premature birth in
multifetal pregnancy. Twin Res 2000;3:2—6.

[2] Goldenberg RL, Culhane JF, lams JD, Romero R. Epidemiology and causes of
preterm birth. Lancet 2008;371:75—84.

[3] Berghella V, Odibo AO, To MS, Rust OA, Althuisius SM. Cerclage for short cervix
on ultrasonography: meta-analysis of trials using individual patient-level
data. Obstet Gynecol 2005;106:181—5.

[4] Eskandar M, Shafiq H, Almushait MA, Sobande A, Bahar AM. Cervical cerclage
for prevention of preterm birth in women with twin pregnancy. Int ] Gynecol
Obstet 2007;99:110—2.

Tuuli MG, Norman SM, Odibo AO, Macones GA, Cahill AG. Perinatal outcomes

in women with subchorionic hematoma: a systematic review and meta-

analysis. Obstet Gynecol 2011;117:1205—12.

Weiss JL, Malone FD, Vidaver ], Ball RH, Nyberg DA, Comstock CH, et al.

Threatened abortion: a risk factor for poor pregnancy outcome, a population-

based screening study. Am ] Obstet Gynecol 2004;190:745—50.

Hackney DN, Tirumala R, Salamone LJ, Miller RK, Katzman PJ. Do placental

histologic findings of chorion-decidual hemorrhage or inflammation in

spontaneous preterm birth influence outcomes in the subsequent pregnancy?

Placenta 2014;35:58—63.

Sakai M, Ishiyama A, Tabata M, Sasaki Y, Yoneda S, Shiozaki A, et al. Rela-

tionship between cervical mucus interleukin-8 concentrations and vaginal

bacteria in pregnancy. Am J Reprod Immunol 2004;52:106—12.

Raiche E, Ouellet A, Berthiaume M, Rousseau E, Pasquier JC. Short and

inflamed cervix predicts spontaneous preterm birth (COLIBRI study). ] Matern

Fetal Neonatal Med 2014;27:1015-9.

[10] Donders GG, Van Calsteren K, Bellen G, Reybrouck R, Van den Bosch T,
Riphagen I, et al. Predictive value for preterm birth of abnormal vaginal flora,
bacterial vaginosis and aerobic vaginitis during the first trimester of preg-
nancy. BJOG 2009;116:1315—24.

[11] Romero R, Espinoza ], Husanovic JP, Gotsch F, Hassan S, Erez O, et al. The
preterm parturition syndrome. BJOG 2006;113:17—42.

[12] Matsuda Y, Yunohara N. Effects of urinary trypsin inhibitor in patients at risk
for premature labor with a bulging fetal membrane. Fetal Diagn Ther 2002;17:
69-74.

[13] Grigsby PL, Novy M], Sadowsky DW, Morgan TK, Long M, Acosta E, et al.
Maternal azithromycin therapy for Ureaplasma intraamniotic infection delays
preterm delivery and reduces fetal lung injury in a primate model. Am ]
Obstet Gynecol 2012;207. 475.e1—14.

[14] Conde-Agudelo A, Romero R. Prediction of preterm birth in twin gestations
using biophysical and biochemical tests. Am ] Obstet Gynecol 2014;211:
583-95.

[15] Levéque C, Vayssiere C, Favre R, Audibert F, Chauvet MP, Maillard F, et al.
Cervical length in asymptomatic twin pregnancies: prospective multicenter
comparison of predictive indicators. ] Matern Fetal Neonatal Med 2015;28:
37—-40.

[16] Kazemier BM, Buijs PE, Mignini L, Limpens ], de Groot CJ, Mol BW, et al. Impact
of obstetric history on the risk of spontaneous preterm birth in singleton and
multiple pregnancies: a systematic review. BJOG 2014;121:1197—-208.

[17] Ehsanipoor RM, Haydon ML, Lyons Gaffaney C, Jolley JA, Petersen R,
Lagrew DC, et al. Gestational age at cervical length measurement and preterm
birth in twins. Ultrasound Obstet Gynecol 2012;40:81—6.

[18] Luo L, Ibaragi T, Maeda M, Nozawa M, Kasahara T, Sakai M, et al. Interleukin-8
levels and granulocyte counts in cervical mucus during pregnancy. Am ]
Reprod Immunol 2000;43:78—84.

[19] Birth: final data for 2008. Available from: http://wwwcdc.gov/nchs/data/nvsr/
nvsr59/nvsr59_01.pdf [Accessed 7 January 2011].

[20] Nicolaides KH, Syngelaki A, Poon LC, de Paco Matallana C, Plasencia W,
Molina FS, et al. Cervical pessary placement for prevention of preterm birth in
unselected twin pregnancies: a randomized controlled trial. Am ] Obstet
Gynecol 2016;214. 3.e1-9.

[21] Brizot ML, Hernandez W, Liao AW, Bittar RE, Francisco RP, Krebs VL, et al.
Vaginal progesterone for the prevention of preterm birth in twin gestations: a
randomized placebo-controlled double-blind study. Am ] Obstet Gynecol
2015;213. 82 e1-9.

[5

(6

[7

[8

(9


http://refhub.elsevier.com/S1028-4559(16)30228-5/sref1
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref1
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref1
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref2
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref2
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref2
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref3
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref3
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref3
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref3
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref4
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref4
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref4
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref4
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref5
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref5
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref5
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref5
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref6
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref6
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref6
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref6
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref7
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref7
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref7
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref7
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref7
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref8
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref8
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref8
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref8
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref9
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref9
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref9
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref9
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref9
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref10
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref10
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref10
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref10
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref10
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref11
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref11
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref11
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref12
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref12
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref12
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref12
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref13
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref13
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref13
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref13
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref13
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref14
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref14
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref14
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref14
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref15
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref16
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref16
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref16
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref16
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref17
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref17
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref17
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref17
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref18
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref18
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref18
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref18
http://wwwcdc.gov/nchs/data/nvsr/nvsr59/nvsr59_01.pdf
http://wwwcdc.gov/nchs/data/nvsr/nvsr59/nvsr59_01.pdf
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref20
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref20
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref20
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref20
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref20
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref21
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref21
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref21
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref21
http://refhub.elsevier.com/S1028-4559(16)30228-5/sref21

	Preliminary preventive protocol from first trimester of pregnancy to reduce preterm birth rate for dichorionic–diamniotic twins
	Introduction
	Materials and methods
	Results
	Discussion
	Conflicts of interest
	References


