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Objective: To identify the factors affecting the complete feta loss following multifetal pregnancy
reduction (MFPR).

Design: Retrospectiveclinical study.

Methods: A total of 256 consecutive treatments of MFPR in IVF-ET cycles performed between 1992
through 2000 in Samsung Cheil hospital were analyzed. MFPR was done around 8 weeks of gestation
by transvaginal ultrasono-guided aspiration in multiple pregnancies and reduced to singleton or twins.
Stepwise logistic regression was performed to identify the factors affecting the final outcome of
pregnancy after MFPR. Dependent variable was complete fetal |oss and the independent variables were
maternal age, paternal age, initial number of gestationa sac (iGSNO), initial number of fetal heart beat,
the number of remaining livefetus after MFPR, and chorionicity.

Results: Thetota survival rate was 87.9%, and total fetal lossrate after MFPR was 12.1%. Total fetal
loss occurred within four weeks from MFPR procedure was 1.95%. Total |oss occurred after four weeks
of procedure and before 24 gestational weeks was 8.2%. Seventy nine percent (202/256) of pregnancies
delivered after 34 weeks of gestation. The survival rate of pregnancies reduced to singleton was
significantly higher than that of pregnancies reduced to twins (93.5% vs. 86.7%, p<0.05). The mean (+
SEM) gestational age at delivery was 36.2+1.0 and 34.1+ 0.5 weeks for pregnancies reduced to
singletons and twins, respectively (p=0.065). Logistic regression analysis revealed that the maternal age,
the number of initial gestational sac (iGSNO), and the number of remaining live fetus after MFPR
significantly affected the rate of total fetal loss (Z = 0.174’age + 0.596"IGSNO + 1.324remaining
fetuses-12.07), (p<0.05).

Conclusions: MFPR seems to be a relatively safe and efficient method to improve the obstetric
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outcome in high order multiple pregnancy. Because the maternal age, the number of initial gestational
sac and the remaining live fetuses after MFPR affect the total fetal loss rate, restriction of the number of
transferred embryos according to the age and MFPR to singleton fetus could be considered for the better
obstetric outcomein IVF pregnancy.
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Tablel. Result of logistic regresson andysis

Variables B SEM df p-vaue
Materna age 174 .059 1 .003
Initial number of G-sac 596 .215 1 .005
Residual fetal number 1.324 .614 1 .031
Constant -12.071 2.646 1 .000

B: coefficient of variables, SE.M.: standard error of mean, df: degree of freedom
(Z=0.174 age+0.59 iGSNO+ 1.324 remaining fetuses-12.071)

35 7.4%, 35
Table2. Totd fetd lossand survival rate after MFPR in multiple pregnancy

No. (%) of pregnancies reaching the end of gestationa week after MFPR

Age
<12wks 12~23wks 24~27wks 28~34wks >34 wks Total
<3 3 (1.4%) 16 (7.4%) 5 (2.3%) 20 (9.3%) 171(79.5%)  215(100%)
?3% 2 (4.9%) 5 (122%) 0 (0.0%) 3 (7.3%) 31 (75.6%) 41 (100%)
Total 5 (1.95%) 21" (8.2%) 5 (1.95%) 23(9.0%) 202(78.9%)  256(100%)
* Number of total fetal loss
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No. of sbhei3ar(Xa surviva rate and fetdl | GngRUMBE@EIBY to the nUMBSREIERENI ng fetus afTeRBHEBROP)

No. of total fetal loss (%) 3(6.5) The numb&8dl@aining feius 31 (12.1)
Materna age (Meant SEM) 32.8+4.3 30.7+3.1 3111+ 34
Mean gestational weeks 36.2+1.0 34.1+0.5 35.2+0.9
Mean body weight (g) 28721 24109 26415
avs. b: p<0.05

Table4. Totd feta lossrate according to theinitial number of gestational sacsand livefetus (es) after MFPR

No. of livefetusafter MFPR

Initial No. of gestationd sacs

2 3 4 5-6 Tota
Singleton 21 15 6 4 46
Fetd loss (%) 148 0 1 (16.7) 1 (25.0) 3(6.5
Survival* (%) 20(95.2) 15 (100) 5(83.3) 3(75.0) 43 (93.5)
97.2%° 80.09%
Twins 4 134 47 25 210
Feta 10ss (%) 1(25.0) 12 (9.0) 8 (17.0) 7 (28.0) 28 (13.3)
Survivd* (%) 3 (75.0) 122(91.0)° 39(83.0)° 18 (72.0)° 182(86.7)
Tota 25 149 53 29 256
* > 28 wks delivery, §: monochorionicity
avs.b:p=0.2, cvs.dvs e: p=0.023
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