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Conjoined Twins : Parapagus Twins
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INTRODUCTION

Conjoined twins are rarely born with a incidence rate of 1:50000 to
1:100000". Conjoined twins are more frequently female babies. Most
common type of conjoined twins is thoraco-omphal opagus®. Parapagus
twins have body side by side with common trunk or abdomen. Parapagus
twinsbornswith relativeincidence of 0.5%°. Wereport acase of conjoined
twins born by cessarian section.

CASE REPORT

28 Year old primigravida landed up with labour pains and underwent cessarian
section for obstructed labour. She delivered conjoined female twins. Baby had
two separate well formed head, common thorax and abdomen. Upper limbs are 2
in number and were well formed. Lower limbswere 3 in number of which 2 were
well formed while 3 one was located posteriorly and malformed and having
syndactly at big toe. Spine was separate in each twins. Anal opening was single.
Baby have 2 set of external genitalia of which one was anterior to anal opening
and well formed while second was posterior to anal opening and malformed. On
auscultation single heart was found on right side. Baby had one umbilical cord
and was normal.

On antenatal history mother had not taken any infertility treatment. Ultrasound
done antenatly and described twin pregnancy with two seprate fetus.
After birth baby had respiratory distress and survived for 2 hours.
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DISCUSSION

Spencer classified conjoined twins which is widely accepted. According
to hisclassification our case was classified as dicephal us parapagus twin®.
Conjoined twins are always monochorionic and monoamniotic. Theys
results when divison of ovum occur after 13-15 days of fertilization ;
either incomplete separation or comlete sepration with secondary fusion®6”7.
Conjoined twins have varigble organ fusion. Fused hearts with complex
anatomy likeright aortic arch, transposition of great vesselsand two hearts
with one maformed heart have been described’®. Two sets of lungs are
usually present which may be underdevel oped and anomal ous®®. Theliver,
pancreas, gall bladder, rectum and genitourinary tracts may be shared™.
Conjoined twins are more common in asian and African areal. Diagnosis
of conjoined twins before birth alows practitionersto minimizeinjury by
planning a suitable delivery. Therefore, careful ultrasound examination
is recommended for all suspected twins'. First or second trimester
detection of conjoined twins enable obstetrician to counsel parents about
potential termination, or about delivery and treatment optionsif pregnancy
is continued.
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M echanism of action: Linagliptinisapotent, sdlective, oraly active, competitive, reversibleand long-acting inhibitor of dipeptidyl-peptidase-4 (DPP-4). DPP-4 isan enzymewhichisinvolvedin
the inactivation of the incretin hormones GLP-1 and GIP (glucagon-like peptidel, glucose-dependent insulinotropic polypeptide). This membrane bound protesse is expressed in many tissues
including kidneys, liver, intesting, lymphocytesand vascular endothelia cdlls. A significant level of DPP-4 activity isalso observed in plasma. By inhibiting DPP-4, linegliptin prolongsand enhances
activity of theincretins glucagon-like peptide-1 (GL P-1) and glucose-dependent insulinotropic peptide (GIP), resulting in increased glucose-dependent insulin secretion, suppression of glucagon
secretion and delay of gastric emptying and thereby to the maintenance of post-meal glycemic control. Linagliptin binds selectively to DPP-4 and exhibitsa> 10,000 fold selectivity versus DPP-8
or DPP-9 activity invitro. Phar macokinetics: Thebioavilability of linagliptinisapproximately 30%. Highfat medl reduced C,_, by 15% andincreased AUC by 4%, butitisnot clinically relevant.
1t may be administered with or without food. It israpidly absorbed after oral administration, with C(max) occurring after approximately 90 minutes and reaches steady-state concentrationswithin 4
days Withthetherapeutic dose, steady-state C(max) (11-12 nmol/L) and AUC (<* 150 nmol - h/L) aregpproximeately 1.3-fold grester than after asingledose, indicating littledrug accumulationwith
repeat dosing. It exhibits concentration-dependent protein binding in human plasmain vitro (99% a 1 nmol/L to 75-89% at >30 nmol/L) and has a large gpparent volume of digtribution,
demondirating extensive digtribution into tissues. It hasalong terminal half-life (>100 hours); however, itsaccumulation half-lifeismuch shorter (gpproximately 10 hours), accounting for therapid
atainment of steedy state. Themain, pharmacol ogically inactive S-3-hydroxypi peridinyl metabolite accounted for approximately 17% of thetotal drug-related compoundsin plasma Linagliptinis
eiminated primarily in faeces, with only around 5% of the oral therapeutic dose excreted in the urine a steedy state. It potently inhibits DPP-4 (inhibition constant 1 nmol/L) and trough drug
concentrations achieved with therapeutic dosing inhibit >80% of plasmaDPP-4 activity, the threshol d associated with maximal antihyperglycaemic effectsin anima models. Therearenodlinicaly
relevant dterationsin linagliptin pharmacokinetics resulting from renal impairment, hepatic impairment, coadministration with food, race, body weight, sex or age. In vitro, linagliptin isawesk
substrate and week inhibitor of cytochrome P450 (CY P) 3A4 and permeghility glycoprotein (P-gp) but not of other CY Pisozymes or ATP-binding cassettetrangporters. Indications: Linagliptin
isindicated as an adjunct to diet and exercise to improve glycemic control in patients with type 2 diabetes. Linagliptin has been studied as monotherapy and in combination with metformin,
aulfonylureas and pioglitazone; combination studies with insulin are ongoing at thistime. Dose : 5 mg once daily taken with or without food and When used in combination with an insulin
secretagogue, alower dose of the secretagogue may be required. Contraindications: It is contraindicated in patients with a history of hypersensitive reaction such as urticaria, angioedema or
bronchia hyperreectivity. War ningsand precautions: Whenit isused in combination with an insulin secretagogues( eg. Sulfonylurea) or with insulin, lower dose of theinsulin secretagogues or
insulinmay berequired to reducetherisk of hypoglycemia Druginter actions: Rifampin decreased linagliptin exposureby inducing CY P3A4 enzymeor P-glycoprotein. Usein specificstuations
: @) Pregnancy- thisdrug should beused very catioudy only of clearly indicated; b) Lactation—t should begiven cautioudy; ) Elderly population- No doseadjustment isrequiredinelderly subjects;
d) Hepaticimpairment- No dose adjustment isrequired; €) Rena impairment - No dose adjustment isrequired.
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