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PREMISE

Twin pregnancy is associated with a high risk of perinatal, as well as 
maternal, mortality and morbidity.1–3 Intensive antenatal fetal surveil-
lance is associated with a lower risk of stillbirth.4 The excess perinatal 
mortality and morbidity is higher in monochorionic than dichorionic 
twin pregnancy due to the placental anastomoses invariably present 
in the monochorionic placenta.5 This guideline will cover the care of 
both uncomplicated and complicated twin pregnancies.

ANTENATAL CARE OF TWIN PREGNANCIES

Where should antenatal care take place?

Women with a twin pregnancy should be cared for by an experienced 
multidisciplinary team in a specialized twin clinic.6 Twins that develop 
complications, and all monochorionic monoamniotic twins, should be 
referred to a tertiary center. Pregnant women with twins should be 
counselled about the increased risk of miscarriage, aneuploidy, struc-
tural abnormalities, anemia, preterm birth, growth disorders, venous 
thromboembolism, cesarean section, and postpartum haemorrhage. 
Hemoglobin concentration should be checked at 20–24 weeks’ ges-
tation, as well as at the usual 28 and 34 weeks. Guidance from the 
National Institute for Health and Care Excellence advises women with 
a twin pregnancy to take 75 mg of aspirin daily from 12 weeks until 
birth if they have an additional risk factor for pre-eclampsia.6

Dating of the pregnancy (determination of  
gestational age)

Twins conceived by in-vitro fertilization should be dated using the 
date of fertilization. In all other cases, the pregnancy should be 
dated according to the crown–rump length of the larger twin. Dating 
should take place when the crown–rump length is between 45 mm 
and 84 mm (equivalent to 11+0 to 13+6 weeks of gestation). Twin 

pregnancies presenting later than 14 weeks’ gestation should be 
dated according to the head circumference of the larger twin.6

Determining chorionicity and amnionicity of  
twin pregnancies

The chorionicity and amnionicity should be determined in the first 
trimester. The chorionicity is determined by examining the mem-
brane thickness at the site of their insertion into the placenta; a T sign 
indicates monochorionicity, while a lambda (λ) sign is diagnostic of  
dichorionicity (Fig. 1).7–9

Labelling of twins

During the prenatal scans, each twin should be labelled and described 
using as many features as possible, for example: “Twin A (female) is on 
the maternal left and closer to the cervix with an anterior placenta”.

Timing, frequency, and content of 
ultrasound assessment

In uncomplicated dichorionic twin pregnancies, following the first tri-
mester scan, subsequent scans should be performed around the fol-
lowing gestations: weeks 20 (the second trimester anomaly scan), 24, 
28, 32, and 36 (Fig. 2).10

In uncomplicated monochorionic twin pregnancies, following the 
first trimester scan, further scans should be performed at least every 
2 weeks from 16 weeks’ gestation in order to detect twin-to-twin 
transfusion syndrome (Fig. 3).11,12

At each ultrasound, fetal biometry (head circumference, abdomi-
nal circumference, and femur length), amniotic fluid volume, and esti-
mated fetal weight should be assessed for both twins. If discordance 
in growth or fluid is noted, then umbilical artery Doppler assessment 
should be performed. In monochorionic diamniotic twins, assess-
ment for twin-to-twin transfusion syndrome at each scan will include 
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measurement of the deepest vertical pocket of amniotic fluid. In 
monochorionic twins, the middle cerebral artery peak systolic velocity 
should be considered from 20 weeks’ gestation onwards to screen for 
twin anaemia polycythaemia sequence. In all twin pregnancies, the 20-
week anatomy scan should include measurement of cervical length to 
identify women at increased risk of extreme prematurity.

Screening for and prenatal diagnosis of aneuploidy

Screening for trisomy can be offered in the first trimester (11+0 to 
13+6 weeks of gestation) using the combined test or the combination 
of maternal age and nuchal translucency, or cell-free DNA. In the case 
of a vanished twin, if there is still a visible fetal pole on ultrasound scan, 
nuchal translucency alone (combined with maternal age) should be used 
as serum β-human chorionic gonadotrophin (β-hCG) and pregnancy-
associated plasma protein A levels may be affected by the vanishing 
twin. In this case, cell-free DNA might also be less accurate, can lead to 
a false-positive result, and is generally not recommended.13,14

Risk of pregnancy loss following invasive testing—chorionic villus 
sampling or amniocentesis—appears to be greater in twin than in sin-
gleton pregnancies (2% following chorionic villus sampling and 1.5%–
2% following amniocentesis).15 Chorionic villus sampling is preferable 
in dichorionic twins because it can be performed earlier, and as a result 
obtained earlier, than amniocentesis. This is important because the 
risk of loss of the entire pregnancy associated with selective termi-
nation is significantly lower in the first trimester than in the second 
trimester (7% vs 14%).16,17

Screening for structural abnormalities

The first trimester scan (between 11 and 13+6 weeks’ gestation) should 
be seen as the first anatomy scan, capable of assessing the presence 
of any major anomalies.18 The routine second trimester anatomy scan 
(usually performed around 20 weeks’ gestation) is more difficult and 
time consuming in twins than in singletons. Monozygotic twins are 
two to three times more likely to be affected by fetal anomaly, so 

expert fetal anatomy scan, including fetal echocardiography, is essen-
tial in every case.

Twin pregnancies discordant for fetal anomaly

All twins with discordant anomaly should be referred to a tertiary 
referral fetal medicine center for further management. Where there 
is a potentially lethal abnormality of one fetus, conservative manage-
ment is preferable in dichorionic twins. However, in monochorionic 
twins, intervention should be considered to protect the healthy co-
twin from harm should the affected twin die in utero.

Fetal reduction/selective termination in  
twin pregnancies

Risk of miscarriage and preterm birth is thought to be lower when 
selective termination is performed in the first trimester.16 In the sec-
ond trimester, rather than risking miscarriage or very preterm birth of 
the co-twin, the parents may opt for late selective termination in the 
third trimester if the law permits.

In dichorionic twins, selective feticide is performed by ultrasound-
guided intracardiac or intrafunicular injection of potassium chloride or 
1% lignocaine. In monochorionic twins, feticide is performed by cord 
occlusion, radiofrequency ablation, or laser ablation of the cord of the 
affected twin after counselling the parents of the potential risks to 
the surviving co-twin.18,19 This causes the demise of the affected twin 
and also isolates its circulation from that of its co-twin. Survival of the  
co-twin is around 80%, but there is an increased risk of adverse  
neurological sequelae.19–21

Screening for and prevention of preterm birth

Preterm births, both spontaneous and iatrogenic, are more common in 
twins than in singleton pregnancies.22 Second trimester (18–24 weeks) 
cervical length screening by transvaginal ultrasound scan should be 
offered. In asymptomatic women, a cervical length threshold of 20 mm 

F IGURE  1 Monochorionicity and dichorionicity. A T sign indicates monochorionicity, while a lambda (λ) sign is diagnostic of dichorionicity.
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or less should be used.23 In symptomatic women, cervical length screen-
ing has a poor predictive value for preterm birth in twins. However, 
even if women at increased risk of preterm birth with twins are accu-
rately identified, there is no effective preventive strategy (this includes 
progesterone, bed rest, Arabin pessary, and oral tocolytics).6,24–29

Steroids should be given if delivery is expected before 34 weeks, or if 
cesarean section is planned before 37 weeks’ gestation. Repeat courses 
of steroids in case of threatened preterm birth should be based on indi-
vidual circumstances and should no longer be routine practice.

Screening, diagnosis, and management of fetal  
growth restriction

The most commonly used definition of selective fetal growth 
restriction is when one fetus has an estimated fetal weight below 

the 10th centile, with many clinicians additionally requiring an 
intertwin estimated fetal weight discordance of greater than 
25%.30 Estimated fetal weight discordance is calculated with the 
following formula:

When selective fetal growth restriction is diagnosed, an underlying 
cause should be sought.31 This may include a detailed anatomy scan, 
screen for viral infections (TORCH), and amniocentesis if chromosomal 
anomaly is suspected. In monochorionic twins, selective fetal growth 
restriction is most commonly due to unequal sharing of the placental 
mass and vasculature.32

The use of twin-specific growth charts may reduce unnecessary 
medical intervention.33 If the estimated fetal weight discordance in 

(weight of the larger twin−weight of the smaller twin)×100

weight of the larger twin

F IGURE  2 Timing, frequency, and content of ultrasound assessment in uncomplicated dichorionic twin pregnancies.
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twins exceeds 25%, the woman should be referred to a tertiary level 
fetal medicine unit for further assessment and management, as there 
is an increased risk of perinatal loss.34

Twin pregnancies complicated by selective fetal growth restric-
tion should be followed up in a specialist center with serial ultrasound 
scans. In dichorionic twins, the timing of delivery can be decided based 
on the risk–benefit assessment, as in singletons. Classification of 
selective fetal growth restriction in monochorionic twins is complex, 
being divided into three types, each with different outcomes (Fig. 4).35 
There is little evidence to guide the management of monochori-
onic twins affected by selective fetal growth restriction, but options 
include early delivery, laser ablation, or cord occlusion of the growth 
restricted twin.36

In monochorionic twin pregnancies complicated by selective fetal 
growth restriction, monitoring should be at least every 2 weeks with 
fetal Dopplers. If there is a real risk of demise of one twin very early 
(e.g. before 26 weeks’ gestation), selective laser photocoagulation of 
the communicating vessels or selective termination should be consid-
ered in order to protect the normally grown fetus from harm should its 
smaller co-twin die.10

Management of multiple pregnancy complicated by 
single in-utero death

When death of one of a monochorionic twin pair is diagnosed, the 
urge to swiftly deliver the other should be resisted. This is because, if 
that twin is going to suffer damage, it is likely to have already occurred 
by the time the death of its co-twin is diagnosed. The live twin should 
initially be assessed for immediate compromise using cardiotocogra-
phy or middle cerebral artery Doppler to assess for fetal anaemia.37 
Immediate delivery seems reasonable if the death occurs later in the 
third trimester; otherwise, immediate delivery that puts the surviving 
twin at risk of the complications of prematurity is not justified.

COMPLICATIONS UNIQUE TO 
MONOCHORIONIC TWIN PREGNANCIES

The following complications are unique to monochorionic twins: twin-
to-twin transfusion syndrome, twin anaemia polycythaemia sequence, 
twin reversed arterial perfusion sequence, monoamniotic pregnancy 
and conjoined twins.

F IGURE  3 Timing, frequency, and content of ultrasound assessment in uncomplicated monochorionic twin pregnancies. Abbreviation: TTTS, 
twin-to-twin transfusion syndrome.
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Screening, diagnosis and management of twin-to-twin 
transfusion syndrome

Monochorionic twins share vascular anastomoses; when there is une-
qual hemodynamic and amniotic fluid balance there is a risk of twin-
to-twin transfusion syndrome.38 Diagnosis of this syndrome is made 
when the donor twin has a deepest vertical pocket measurement 
of less than 2 cm (oligohydramnios) and the recipient has a deepest 
vertical pocket measurement of 8 cm or more (polyhydramnios). Size 
discordance between the twins is common but not essential for this 
diagnosis.39 Twin-to-twin transfusion syndrome is staged according 
to the Quintero classification (Table 1)38,40; an increasing Quintero 
stage does not necessarily correlate with increasingly poor outcome. 
Delivery is usually around 34 weeks’ gestation, following a course of 
maternal steroids.41

Management of monochorionic monoamniotic 
twin pregnancy

Monochorionic monoamniotic twin pregnancies carry a high peri-
natal loss rate of up to 50% before 16 weeks’ gestation. The 

incidence of twin-to-twin transfusion syndrome in monochorionic 
monoamniotic twins is 6%, with cerebral injury in a total of 5%.42 
The timing of delivery is usually at 32–34 weeks after a course  
of steroids.43

TIMING OF BIRTH IN UNCOMPLICATED 
TWIN PREGNANCY

Around 60% of twins will deliver spontaneously before 37+0 weeks 
of gestation. Women carrying dichorionic twins or monochorionic 
diamniotic twins should be offered elective delivery from 37+0 and 
36 weeks’ gestation, respectively.2,6

MODE OF DELIVERY OF TWIN PREGNANCIES

For uncomplicated dichorionic diamniotic twins, if the leading twin 
is cephalic it is reasonable to aim for vaginal delivery. If twin one is 
non-cephalic, cesarean section is probably the safer option. In many 
countries, monochorionic diamniotic twins will commonly be deliv-
ered by cesarean section; however, when uncomplicated, the option 
of vaginal birth could be offered to the parents. There is a possible risk 
of acute twin-to-twin transfusion syndrome occurring during labor, 
although the risk of this appears to be small.44,45

DELIVERY OF THE SECOND TWIN

Continuous intrapartum fetal heart monitoring is recommended. 
Delivery of the second twin usually occurs within 30 minutes of the 
first twin. Active management of the delivery of the second twin is 
recommended to avoid a prolonged interval. A summary of the intra-
partum care is outlined in Box 1.

F IGURE  4 Classification of selective fetal growth restriction in monochorionic twins.35

TABLE  1 Quintero staging system.38,40

Stage Classification

I Polyhydramnios oligohydramnios sequence: DVP >8 cm in 
the recipient and <2 cm in the donor

II Bladder in the donor twin not visible on ultrasound scan

III Absent or reversed umbilical artery diastolic flow, 
reversed ductus venosus a-wave flow, pulsatile umbilical 
vein flow in either twin

IV Hydrops in one or both twins

V Death of one or both twins

Abbreviation: DVP, deepest vertical pocket.
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POSTNATAL CARE

Extra support is needed from the relevant healthcare professionals 
in the postnatal period. There is a three-fold increase in the risk of 
postnatal depression in women with multiple pregnancy compared to 
those with singletons. Early referral to individuals with the relevant 
expertise is recommended.
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