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Abstract. Nineteen women attending a special multiple pregnancy antenatal clinic with 
a triplet pregnancy were randomly allocated to either bed rest in hospital from 24 weeks 
gestation onwards until delivery, or to continue conventional outpatient management. 
Conclusions are limited by the trial size, but the study suggests that routine hospitaliza
tion for bed rest decreases the incidence of preterm delivery and light-for-gestational age 
infants and reduces the need for intensive neonatal care. Although still compatible with 
change variation, the observations, if confirmed in a larger randomized study, would 
have considerable implications for clinical practice. The policy needs further evaluation 
in a large multicentred collaborative study. 
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Triplet pregnancy is associated with a high incidence of preterm delivery and fetal loss 
from immaturity [2,6,10,15]. The incidence of triplet pregnancies has increased with the 
introduction of ovulation agents [10], and may continue to do so with the increasing use 
of techniques such as IVF and GIFT. 

There are several retrospective, poorly controlled studies of hospitalization for bed 
rest in triplet pregnancy. Some of these suggest a reduction in the risk of preterm deliv
ery [1,4,9]; others did not find that such a policy lengthened gestation [2,3,10]. All of 
these studies, except that reported by Daw [3], found that hospitalization for bed rest 
was associated with a reduced perinatal mortality rate. 
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Intrauterine growth of triplets tends to be slower than singletons from the 27th week 
of gestation [11]. Favourable effects on fetal growth with hospitalization for bed rest 
in triplet pregnancy have been reported [2,14]. 

If used, there is no consensus as to when bed rest in triplet pregnancy should begin, 
and in some reports this is unspecified. Advice ranges from "at home" as soon as the 
diagnosis is made with hospitalization from 28-30 weeks until delivery [10], to "from 
24 weeks" [12] to the beginning of the third trimester, or "at the onset of complica
tions" [15]. 

This is a report of the first randomized trial to compare routine hospitalization for 
bed rest with continued conventional outpatient management in triplet pregnancy. 

MATERIALS AND METHODS 

Women with a confirmed triplet pregnancy from 24 weeks gestation onwards attending 
the multiple pregnancy clinic at Harare Maternity Hospital, Zimbabwe, were considered 
for entry into the trial, which ran from 1984 to 1986. All the women were African. 
Women were excluded if they had an uncertain gestational age, a cervical suture, hyper
tension, cesarean section scar, or antepartum hemorrhage. Block randomization was 
used and researchers involved in treatment allocation were not involved in preparing the 
randomization schedule. 

With consent, the next in a series of consecutively numbered, opaque, sealed enve
lopes was opened and the woman allocated according to the enclosed instructions for 
either hospitalization for bed rest (hospitalized group) or not (control group). The 
University Research Board gave approval for the study. 

Women allocated to the hospitalized group were asked to come into the antenatal 
ward as soon after recruitment as was convenient. After admission, all were encouraged 
to rest in bed as much as possible although ambulation was allowed. The women 
received a normal hospital diet and antenatal assessments were made weekly. 

Women allocated to the control group were encouraged to continue their normal ac
tivities at home, and were seen weekly at the antenatal clinic. They were admitted to 
hospital only if complications arose such as preterm labour, hypertension or preterm 
rupture of membranes. No pretrial estimation of study size was made. It was envisaged 
that the sample size would be small in view of the low incidence of triplets (1 in 2727 
deliveries at Harare Maternity Hospital [2]) but it was decided as many women as possi
ble would be recruited during the time available for the study. 

All newborn infants were examined by a pediatrican (CB) who was unaware to which 
group the mother had been allocated. Dubowitz scoring [5] was used to confirm gesta
tional age at delivery. The main outcomes were prespecified as preterm birth (defined 
as less than 37 weeks gestation) and light-for-gestational age (less than the 10th centile 
by local singleton standards). 

Analysis was by the Student's t test or odds ratio as appropriate; 95% confidence 
intervals of the odds ratio were derived using the method recommended by Katz et al [7]. 
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RESULTS 

Randomization achieved two groups whose characteristics were comparable in a number 
of important respects (Table 1). Results were analysed according to initial allocation. All 
10 of the women allocated to the hospitalized group were admitted and none required 
leave of absence from the hospital. Their mean length of antenatal stay was 38.3 days 
(SD 29.3). Six women of the 9 in the control group subsequently required admission to 
the hospital because of complications. The mean gestational age at admission was 32.9 
weeks (SD 2.6), on average 4 weeks later than the hospitalized group and their mean 
length of antenatal stay was 7 days (SD 8.5). 

Table 1 - Characteristics of the two study groups 

Hospitalized group Control group 
(N=10) (N = 9) 

N Mean SD N Mean SD 

Age (yr) 25.2 5.5 29.3 7.4 
Nulliparae 2 0 
Height (cm) 159 8.5 160 5.5 
Weight at 28 wk (kg) 68.3 5.7 72.3 8.4 
Previous preterm delivery 0 1 
Gestational age at entry (wk) 29.0 4.7 29.4 3.0 

Pregnancy and fetal outcome details are given in Tables 2 and 3. All women went 
into spontaneous labour. Fewer women in the hospitalized group developed hyperten
sion O140/90mmHg) or had premature rupture of the membranes. Although all the 
differences observed are compatible with chance variation, the data suggest beneficial 
effects from hospitalization for bed rest, including a reduction in the incidence of pre
term delivery and a decreased incidence of light-for-gestational age infants. As was 
predictable from the incidence of preterm delivery in infants whose mothers had 
received hospitalization for bedrest, a smaller proportion of these infants required ad
mission to the Neonatal Care Unit and the mean length of stay on the Unit was less than 
for the control infants. One baby in the hospitalized group died during the perinatal 
period (a normally formed stillbirth) compared with three in the control group (all from 
immaturity) [17]. 

DISCUSSION 

There is no consensus about the value of hospitalization for bed rest in triplet pregnan
cy. Formal evaluation of such a policy in randomized controlled trials is, however, 
difficult because of its low incidence. This is the first published report of such a ran-
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Table 2 - Pregnancy outcome 

Gestational age at 
delivery (wk) 

Entry-to-study to 
delivery interval 
(days) 

Delivery <37 wk 
Delivery < 34 wk 
Spontaneous labour 
Vaginal delivery 
Hypertension 
Premature rupture 

of membranes 

NS: not significant. 

Table 3 - Fetal outcome 

Birthweight 
Triplet I 
Triplet II 
Triplet III 
All triplets 

No. of babies 

Hospitalized 
group 

(N=10) 
Mean 

34.4 

38.8 

N 

8 
3 

10 
8 
1 

1 

SD 

2.2 

29.1 

Hospitalized 
group 

(N=10) 
Mean 

2.06 
1.91 
2.02 
2.00 

No. low birth weight (<2500g) 
Triplet I 
Triplet II 
Triplet III 
All triplets 

Light-for-gestational age 
Triplet I 
Triplet II 
Triplet III 
All triplets 

Neonatal unit 
Admissions 
Duration of stay 

Stillbirths 
Early neonatal deaths 

30 
N 

8 
10 
8 

26 

5 
7 
3 

15 

25 
14.4 

1 
0 

SD 

0.45 
0.25 
0.61 
0.45 

Control 
i 

Mean 

33.7 

31.4 

(N = 

N 

9 
4 
9 
9 
3 

3 

Control 
I 

Mean 

1.89 
1.87 
1.70 
1.82 

;N= 

27 
N 

9 
9 
9 

27 

3 
5 
6 

14 

25 

group 
9) 

SD 

2.5 

17.5 

group 
9) 

SD 

0.43 
0.27 
0.38 
0.36 

18.3 
0 
3 

Sinificance 
p valuf 

NS 

NS 

Odds ratio 

0.13 
0.56 
1.00 
0.13 
0.26 

0.26 

95% CI 

0.01-2.33 
0.09-3.42 
1.00-1.00 
0.01-2.33 
0.03-2.27 

0.03-2.27 

Sinificance 
p valu< 

NS 
NS 
NS 
NS 

Odds ratio 

0.13 
1.00 
0.13 
0.13 

1.91 
1.80 
0.25 
0.93 

0.43 

0.31 
0.11 

95% CI 

0.01- 2.33 
1.00- 1.00 
0.01- 2.33 
0.02- 1.01 

0.32-11.28 
0.29-11.08 
0.04- 1.44 
0.33- 2.61 

0.09- 2.07 

0.04- 2.33 
0.01- 1.13 

NS: not significant. 
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domized study. The final sample size is average when considered with published case ser
ies of triplets. Nevertheless, it is only sufficient to identify large differential treatment 
effects confidently and this is reflected in the wide confidence intervals surrounding the 
odds ratios. The study does, however, suggest that beneficial effects on duration of 
gestation, fetal growth, and neonatal morbidity with a policy of hospitalization for bed 
rest compared with conventional outpatient management may await discovery. 

Because these differences could be due to chance variation, they do not provide a 
basis for widespread adoption of the policy in clinical practice. Perhaps, the extra care 
and attention has by itself beneficial effects. If the differences were confirmed in a larger 
study, however, this would have considerable implications for care. To ensure an ade
quate sample size to be able to detect small but clinically important differences in out
come, a multicentred collaborative study is needed. 
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