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Micropreemie infants are physiologically immature, 
extremely sensitive to small changes in respiratory 
management, blood pressure, fluid administration, 
nutrition and virtually all other aspects of care. (1)Twin 
babies were born at 26 weeks of gestation according 
to last menstrual period to a 25 years old primigravida 
mother. First is a female and second male with birth 
weight 600 g and 690 g respectively. Mother had a 
precipitous labour with uneventful antenatal period 
and did not receive glucocorticoids before delivery. The 
babies cried immediately after birth and were shifted 
to our institute at 3 hours of life in view of requirement 
of level III care. On examination, the babies were 
small for gestational age and had respiratory distress 
syndrome (RDS). Thermoregulation, fluids and 
electrolytes balance were ensured. Both babies were 
kept under head box oxygen. As shown in Graph I 
& II at day 3 of life minimum enteral nutrition was 
started and reached to full feeds on 17th day of life. 
The female and male babies reached nadir on day 13th 
and 7th respectively and regained birth weight on day 
27 and 28 respectively. During hospital course the 
babies suffered from RDS, necrotizing enterocolitis, 
sepsis, anemia, hyperbilirubinemia and multiple apneic 
episodes. Kangaroo mother care was started for babies 
as soon as they reached 1000 g. During hospital stay 
the twins received a few aliquots of packed red blood 
cells secondary to anemia. Retinopathy of prematurity 
(ROP) screening for both babies showed bilateral zone 
2, stage 2 ROP and was treated with laser. At the 
time of discharge neurosonogram and CT brain were 
normal. At 121 days of life female and male babies 
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were discharged with weight of 1500 g and 1600 g 
respectively. Presently, the babies are on regular follow 
up with weight of 2200 g and 2700 g for female and 
male baby respectively at 183 days (6 months) of 
life. On follow up neuroclinically, brainstem evoked 
response audiometry (BERA) and repeat ophthalmic 
evaluation were normal. 

Various authors have found high mortality in the 
neonates <750g and <28 weeks gestation. Low birth 
weight, lack of antenatal steroids, birth asphyxia, 
surfactant therapy, mechanical ventilation, duration 
of oxygen therapy and hypotensive shock are the 
predictor of major morbidity & mortality. (2,3) World’s 
smallest twins to have survived from birth until hospital 
discharge are with birth weight of 260 g and 567 
g born at 25 weeks and 6 days of gestation [4]. In 
India smallest and second smallest baby survived is 
480 g and 495 g respectively [5]. We have managed 
micropreemie twins with birth weight of 600 g & 690 g 
and with present weight of 2200 g and 2700 g at 183 
days of life with normal neurological examination. No 
smaller twin survival than this has been documented in 
India. As no case has been reported with birth weight 
less than these twins in the country, we will like to 
document India’s smallest twin babies to have survived 
from birth until hospital discharge till now. 
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Graph I & II: Shows ex-utero growth trend in twin 1 and 2 respectively. 

IVF- intravenous fluids; MEN- Minimal Enteral Nutrition; FF- Full Feeds; ADD- supplements; BT- Blood 
transfusion; KMC- Kangaroo Mother Care.
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A preterm female baby was born vaginally as a 
second twin to a 24 year old third gravida mother. 
The first twin was male, with birth weight 1.10 kg. 
Combined weight of second twin with placenta was 
1.35 kg. Both cried immediately after birth and were 
shifted to nursery. Mother had infrequent antenatal 
check-ups and an unremarkable medical history with 
non-consanguineous marriage. There was no history of 
any specific drug intake in the mother, or family history 
of neural tube defects. Last ultrasound done at 22 
weeks of gestation had suggested partial exencephaly 
in one twin. She had gone into premature labour at 28 
weeks of gestation after which she delivered twins. On 
examination, second twin baby was anencephalic with 
placenta firmly adhered to the deficient cranial margins 
(Figure 1). Cord length was only 24 cm. Placenta was 
normal with no missing part or cotyledon. Apart from 
anencephaly, baby had saddle nose, low set ears, 
bilateral cleft lip and palate, and bilateral congenital 
talipes equinovarus. Baby’s reflexes were poor and 
tone was decreased. All the other systems and spine 
were normal. Baby was hemodynamically stable, and 
given supportive care. Hemogram, serum electrolytes, 
blood sugar were normal. X ray chest and ultrasound 
abdomen were normal. She develop clinical sepsis 
on 3rd day and intravenous antibiotics were started. 
She had apnea and expired on fifth day of life. After 
death, an autopsy was planned, but was refused by 
the parents. First twin had no congenital anomaly. 
However, he also expired due to severe respiratory 
distress syndrome and sepsis. 

Figure 1: Anencephaly with adherent placenta

Anencephaly is a neural tube defect in which 
there is congenital absence of major portion of brain, 
skull and scalp. The primary abnormality is failure 
of cranial neurulation, which is the embryologic 
process separating the precursors of forebrain from 
the amniotic fluid, leading to exposed cranial tissues. 
Because of variation in the embryologic process, 
anencephaly takes on various appearance. (1) It is 
on the severe end of the spectrum of open neural 
tube defects, and is invariably lethal before or after 
birth. (2) Anencephaly can be subdivided into those 
cases mainly affecting the rostral brain and skull 
(meroacrania) and those also affecting posterior brain 
and skull (holoacrania). (3) Placental adhesion along 


