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ABSTRACT
Conjoined twins or Siamese twins are identical twins that are joined in utero. The original Siamese twins were born in
Siam (now Thailand) in 1811. They were males and lived for about 62 years. Incidence being 1 in 49,000 births to 1 in
1,89,000 births, this phenomenon is very rare. Approximate half are stillborn and one- third die within 24 hours of birth.
Five types of conjoint twins are classically described, thoracopagus, omphalopagus, pygopagus, ischiopagus and
craniopagus. With a reported incidence of 74-75% of all conjoint twins, Thoracopagus is the most common type.
Omphalopagus with an incidence of 0.5% is the least common. Here we are reporting a case of thoraco-omphalopagus
twin pregnancy with intra uterine death delivered by hysterotomy.
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INTRODUCTION
Conjoined twins are popularly known as Siamese twins.
The original Siamese twins were born in Siam (now
Thailand) in 1811. They were males and lived for about 62
years. Conjoined twinning results from late twinning of a
single zygote. Conjoined twins share a single common
chorion, placenta and amniotic sac. However, these
features are not unique for conjoined twins, as some
monozygotic twins who are non-conjoined share the same
structures. Similar to all monozygotic twins, all conjoined
twins also have the same sex.1,2
Most common form of conjoined twins is fusion of the
anterior thorax and/or abdomen (referred to as
thoracopagus, omphalopagus and thoraco-omphalopagus),
which altogether constitutes 70% of conjoined twins. 2
Increased nuchal fold thickness has been documented in
multiple cases of conjoined twins. It is mainly associated
with thoracopagus conjoined twins.3
Incidence being 1 in 49,000 births to 1 in 1,89,000 births,
this phenomenon is very rare.4 Approximate half are

stillborn and one- third die within 24 hours of birth.5 With
a reported incidence of 74-75% of all conjoint twins,
thoracopagus is the most common type. Omphalopagus
with an incidence of 0.5% is the least common.6
CASE REPORT
Mrs. A, 28 years old un-booked female, G2P1L1, previous
child delivered by normal vaginal delivery 2 years back,
attended department of obstetrics and gynaecology,
Silchar medical college and hospital for antenatal check up
on 01-08-2021 with history of 5 months amenorrhea. Her
last menstrual date was unknown. The patient was
normotensive with normal findings on general and
obstetric examination. She had no personal or family
history of twins. Transabdominal sonography was
performed as routine procedure and two foetuses at 23
weeks gestation with 2 arms, legs and hands were
visualised. Twins being joined at thorax and abdomen.
There was a single umbilical cord. Placenta was localized
posteriorly and one artery and one vein were seen in
umbilical cord. There was absent fetal movements with
absent fetal cardiac activity. There were congenital
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anomalies in both the twins. All the routine investigations
needed in a case of intrauterine death were done and were
in the range of normal values. Since the conjoined twin
foetus were both case of intrauterine death, the patient and
her husband were explained about the condition and they
decided to go for termination of pregnancy by hysterotomy
after proper explanation of the procedure.

Figure 4: Ultrasonography of twins with hearts fused
at apex.

Figure 1: Ultrasonography of fused twins.

A

Figure 2: Ultrasonography of twins with fused livers.

B

Figure 5 (A and B): Thoraco-omphalopagus twin
intrauterine death.
DISCUSSION

Figure 3: Ultrasonography of twin 1 with displaced
heart.

According to the most prominent site of conjunction,
conjoined twins are classified into: thorax (thoracopagus),
abdomen (omphalopagus), sacrum (pygopagus), pelvis
(ischiopagus), skull (cephalopagus), and back
(rachipagus). Various classification systems have been
proposed for this defect.
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Spencer classified conjoined twins on the basis of site of
union i.e.: ventral or anterior union (cephalopagus,
thoracopagus, omphalopagus, ischiopagus, and parapagus)
and dorsal or posterior union (craniopagus, pyopagus, and
rachipagus), while Potter and Craig simply classified on
the basis of most common forms of twinning. 6
The most common types are thoracopagus (19%)
depending on the aspect of the embryonic disc. 7 Its
etiology is unknown, but an incomplete division of the
zygote between 13th and 15th days after fertilization
probably occurs.8 The overall survival rate for conjoined
twins is approximately 25%.9
Surgical separation of conjoined twins was first attempted
in 1950. The first successful pyopagus twin separation was
performed in Louisiana in 1953. Many cases are
successfully separated in different parts of the world with
the development of microsurgery and cardio-vascular
surgery.10 However, for ethical reasons, surgery should not
be attempted if it deemed to be hazardous or if it may
scarify or disable one twin for the sake of the others. 11

considered. In our case, the conjoined twins were joined at
the chest and the abdomen forming a thoracoomphalopagus with intrauterine death. The diagnosis was
made in the second trimester (23 weeks gestation) and the
family chose termination. The pregnancy was terminated
by hysterotomy owing to a lack of clear local guidelines
and experience in dealing with a condition of this rarity
with patient and her family opting for the same. Early
correct prenatal diagnosis is essential for better obstetric
management and treatment planning. Ultrasound is the
modality of choice for prenatal detection of conjoined
twins. Termination of pregnancy, especially at a late stage,
is seen with problems. There are also social and legal
issues with late termination, mainly influenced by cultural
and religious faith. This stresses the need for early and
accurate diagnosis to enable a correct management plan,
thus dealing with those potential complications.
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