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Use of continuous fluid drainage for severe polyhydramnios 

due to twin to twin transfusion syndrome 
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Summary 

Acute polyhydramnios due to twin to twin transfusion is a rare complication of twin pregnancies which, despite treatment, has a 
high perinatal mortality. Repeated decompression amniocentesis has been used but is associated with certain risks. We report the 
use of continuous, gradual fluid drainage as an alternative method of uterine decompression 

Key words: Acute polyhydramnios; Continuous fluid drainage 

Introduction 

Acute polyhydramnios complicating monozygous twin 
pregnancy in the second trimester is due to the presence 
of anastomoses between the placental circulations of all 
monochorial, monozygous twin pairs leading to twin to 
twin transfusion. Its incidence has been reported as 
ranging from 0.5% to 9% of twin pregnancies [1-3]. Its 
clinical significance includes not only the extreme 
discomfort produced in the mother but also a high risk of 
membrane rupture and preterm delivery. Untreated, the 
perinatal mortality rate approaches 100% [2, 4]. 

Various techniques of treatment have been used inclu­
ding bed rest and tocolysis [I] and nonsteroidal anti­
inflammatory drug (NSAID) therapy [5]. Reduction of 
fluid volume by amniocentesis has been described [2-4, 
6-9] but this often has to be performed on a repeated
basis. We describe our experience with the use of an
intra-amniotic drain in such a pregnancy following the
unsuccessful use of the more conventional methods.

Patients and Methods 

A 38-year-old woman, para 6+2, presented at 18 weeks' 
gestation with mild lower abdominal pain. An ultrasound scan 
confirmed the presence of a twin pregnancy and polyhydram­
nios, but with no associated fetal abnormalities. She was next 
seen at 22 weeks'gestation when she complained of severe 
abdominal distension, fatigue and shortness of breath. On exa­
mination, she was noted to be normotensive but mildly anemic 
and tachypneic. The abdomen was tense and shiny with the 
uterine size equivalent to a term gestation. There was a marked 
fluid thrill and fetal parts were not palpable. She was admitted 
for bed rest and further evaluation. 

Her hemoglobin concentration was 8 g/dl with an iron defi­
ciency picture. Detailed ultrasound scanning revealed no con­
genital fetal abnormalities and suggested the presence of a 
single placenta and a membrane between the twins. The fluid 
volume in one sac was grossly excessive while the other sac 
contained a normal fluid volume. A working diagnosis of twin 
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to twin transfusion syndrome was made and ketoprofen 150 mg 
every eight hours was commenced. She was also transfused 
with two units of blood. 

Because of increasing polyhydramnios and severe maternal 
discomfort, amniocentesis was performed at 23 weeks'gesta­
tion with the drainage of 700 ml of amniotic fluid. The proce­
dure was repeated again at 24 weeks gestation when one liter of 
血d was drained. On each occasion, the patient complained of 
severe, intermittent abdominal pains lasting for several hours 
and which required intramuscular (IM) pethidine for relief 

At 25 weeks'gestation rapid reaccumulation of amniotic 
fluid had occurred and the patient was again tachypneic and 
distressed. It was decided that an amniotic drain should be con­
sidered as the condition was not responding adequately to keto­
profen and intermittent drainage. The procedure was performed 
under aseptic technique using ultrasound guidance. Peth汕ne
100 mg IM was administered one hour prior to the procedure 
After infiltration of the anterior abdominal wall with I% lido­
caine, a 16 GA Intracath intravenous catheter placement unit 
(Becton Dickinson, Critical Care Monitoring, Sandy, Utah) was 
inserted into the sac which contained excessive fluid (twin 2). 
The patient tolerated the procedure well and the cannula was 
secured by sutures. 

One liter of fluid was allowed to drain over each subsequent 
24-hour period. An amniotic fluid sample was also sent on a
daily basis for culture, blood was analyzed for leucocytosis and
the patient received ceftriaxone lg  daily by IM in」ection. Ste­
roids were also administered to assist with fetal pulmonary
maturity in anticipation of delivery. The drain was left in situ
for six days and the patient felt significantly better in relation to
abdominal discomfort and respiratory effort over that time. On
each of the last two days, 2.5 liters of fluid were allowed to
drain. The drain was removed at 26 week's gestation because of
the favorable effect obtained and being mindful of the risk of
chorioamnionitis. The puncture site was treated with antibiotic
powder and sterile dressing. No bacterial contamination of the
amniotic fluid was ever noted. Using this method, a total of nine
liters of amniotic fluid were removed from the single sac.
During all drainage procedures, maternal vital signs were care­
fully monitored and fetal non-stress testing was performed.
There was no suggestion of placental abruption and no tocoly­
sis was used.

Frequent ul�ras.oun? sc�n_ning �e�ealed tha� twin 1 _ was. beco­
ming increasingly sluggish and that twin 2 was developing 
hydrocephalus and scalp edema. Elective cesarean section was 






