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1. Purpose 

With the increasing use of assisted reproductive technology, socio-demographic 
changes in our population, associated with migration and determent of pregnancy 
to a later maternal age, there has been an increase in all types of multiple 
pregnancies.  Multiple births currently account for 3% of live births.  

Multiple pregnancies (both monochorionic and dichorionic) carry increased risks of 
preterm birth, fetal growth restriction, pre-eclampsia, maternal pregnancy 
symptoms, operative delivery and postpartum haemorrhage and other postnatal 
complications. Structural abnormalities, particularly cardiac abnormalities are more 
common in twin and higher order pregnancies than in singleton pregnancies. 

The particular challenges of monochorionic pregnancies arise from the vascular 
placental anastomoses that are almost universal and connect the umbilical 
circulations of both twins as a result of sharing a single placenta. Specific 
complications associated with inter-twin vascular anastomoses include: twin–twin 
transfusion syndrome, selective growth restriction, and although not exclusive to 
monochorionic twin pregnancy, single intrauterine death is more common and has 
global effects on the co-twin. In addition, monochorionic, monoamniotic 
pregnancies (1% of twin pregnancies) carry a very high risk of cord entanglement. 
Approximately 30% of twin pregnancies in the UK are monochorionic. 
Monochorionic placentation can also occur in higher-order multiples. 

The purpose of this document is to ensure adherence to evidence-based practice in 
order to improve maternal and perinatal outcomes. This document has been 
prepared using evidence from the National Institute for Health and Clinical 
Excellence (NICE) and the Royal College of Obstetricians and Gynaecologists 
(RCOG). 

The policy applies to all staff employed within Maternity Services. Implementation 
of this policy will ensure that a consistent approach is taken in managing multiple 
pregnancies (antenatal, intrapartum and postnatal) including routine fetal 
surveillance and management of complications at secondary level. 

The guideline should be followed unless there is an overriding clinical reason or the 
decision comes from the consultant - this should be documented in the notes. 

2. Abbreviations and Definitions 

FASP                       Fetal anomaly screening programme  

CRL                         Crown rump length  

CTG                        Cardiotocography 

IVF                          In vitro fertilisation  
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DZ                           Dizygotic  

MZ                          Monozygotic  

DC                           Dichorionic  

MC                          Monochorionic  

DA                           Diamniotic  

MA                          Monoamniotic  

TC, TA                     Trichorionic triamniotic  

MCA-PSV                Middle cerebral artery- peak systolic velocity  

FFT                          Feto-fetal transfusion or Twin to Twin transfusion      

FGR                         Fetal growth restriction             

sGR                         Selective (discordant) growth restriction  

TAPS                       Twin Anaemia-Polycythemia Sequence 

TRAP                      Twin Reversed arterial Perfusion 

Dizygotic twins  

Develop from two separate ova, fertilised by two different spermatozoa. DZ twins 
are always DCDA.  

Monozygotic twins  

Develop from one ovum and one spermatozoa. Following fertilisation, the zygote 
splits into two. The chorionicity of MZ twins depends on the timing of the embryo 
splitting after fertilisation. They may be DCDA if <3 days, MCDA if 4-7 days, MCMA 
if 8+ days.   

3. Responsibilities  

Antenatal clinic midwives (with special interest in screening) are responsible for 
counselling the women with multiple pregnancies regarding the screening for 
Trisomy.  

Ultrasonographers practising Obstetric scanning are responsible for informing 
multiple pregnancies to antenatal clinic midwives, referring all monochorionic twin 
pregnancies; higher order multiple pregnancies and multiple pregnancies with any 
complications to consultant Obstetrician and gynaecologist with special interest in 
fetal medicines. 
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Consultant Specialist Obstetrician and Gynaecologist with special interest in fetal 
medicine is responsible to confirm and diagnose complications of multiple 
pregnancy and making sure to manage jointly with tertiary fetal medicine unit for 
subsequent care.  

Consultant labour ward lead and lead midwife for labour ward and in-patient 
care are responsible for ensuring that the management of multiple pregnancies in 
labour and delivery are practised by all obstetric and midwifery staff according to 
the evidence based approved guideline . 

4. General Principles of “Management of Multiple Pregnancy” 

              4.1.Determining gestational age and chorionicity 

 All women with a multiple pregnancy should be offered an ultrasound 
examination between 11+2 weeks and 14+1 weeks of gestation (crown–rump 
length 45–84 mm) to assess fetal viability, gestational age, chorionicity, and to 
exclude major congenital malformations. Estimate gestational age from the 
largest baby to avoid the risk of estimating it from a baby with early growth 
pathology. 

 Chorionicity should be determined at the time the twin pregnancy is detected 
by ultrasound based upon the number of placental masses, the appearance of 
the membrane attachment to the placenta (lambda or T sign) and the 
membrane thickness. This scan is best performed before 14 weeks of gestation. 
After 14+0 weeks, discordant fetal sex can be used to confirm Dichorionicity.  

 If transabdominal ultrasound scan views are poor because of a retroverted 
uterus or a high BMI, use a transvaginal ultrasound scan to determine 
chorionicity and amnionicity.  

 Electronic copy of the ultrasound appearance of the membrane attachment to 
the placenta should be stored. If there is uncertainty about the diagnosis of 
chorionicity, a second opinion should be sought, or the woman should be 
referred to a specialist without delay, as chorionicity is best determined before 
14 weeks of gestation. If it is still difficult to determine chorionicity, manage the 
pregnancy as monochorionic until proved otherwise. 

 On ultrasound, the fetuses in twin pregnancies should be assigned 
nomenclature (i.e. upper and lower, or left and right) and this should be clearly 
documented in the woman’s case notes to ensure consistency throughout 
pregnancy.  

4.2.Screening  

4.2.1 Screening for chromosomal abnormalities 
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 A health care professional with experience of Down’s syndrome screening 
(preferably screening co-ordinator or antenatal midwife) should offer 
information and counselling to women before and after every screening test.  

 Women with a twin pregnancy who wish to have aneuploidy screening should be 
offered first trimester combined screening test (nuchal translucency 
measurements in conjunction with first trimester serum markers) as a test of 
choice within 11+2 weeks to 14+1weeks of gestation (crown–rump length 45–84 
mm).  

 For triplet pregnancy, use nuchal translucency and maternal age at 11+2 to 14+1 
weeks of gestation, map the fetal positions and calculate the risk for each fetus. 

 When first trimester screening cannot be offered to a woman with a twin 
pregnancy (e.g.; if the woman books too late in pregnancy or have unsuccessful 
first trimester screening for aneuploidy) consider second trimester serum 
screening by the quadruple test which should be offered between 14+2 and 20+0 
weeks gestation. Potential problems of such screening should be explained to 
the women including the increased likelihood of pregnancy loss associated with 
double invasive testing because the risk of Down’s syndrome cannot be 
calculated separately for each baby. 

 Do not use second trimester serum screening for Down’s syndrome in triplet 
pregnancies. 

 Offer women with twin and triplet pregnancies who have a high risk of Down’s 
syndrome, referral to a fetal medicine specialist in a tertiary level fetal medicine 
centre. 

4.2.2. Screening for structural abnormalities 

 Multiple pregnancies should undergo a routine detailed ultrasound scan 
between 18 and 20+6 weeks of gestation as recommended in the Fetal Anomaly 
Screening Programme for a singleton fetus. 

4.2.3. Diagnostic monitoring for fetal growth restriction in dichorionic twin 
and trichorionic Triplet pregnancies: 

 Do not use abdominal palpation or symphysis–fundal height measurements to 
monitor for fetal growth restriction  

 At each ultrasound scan from 24 weeks, offer diagnostic monitoring for fetal 
weight discordance using 2 or more biometric parameters and amniotic fluid 
levels. To assess amniotic fluid levels, measure the deepest vertical pocket (DVP) 
on either side of the amniotic membrane.  

 Continue monitoring for fetal weight discordance at intervals that do not    
exceed: 28 days for women with a dichorionic twin pregnancy and 14 days for 
women with a trichorionic triplet pregnancy.   
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 Calculate and document estimated fetal weight (EFW) discordance percentage 
for dichorionic twins using the formula below  
[(EFW larger fetus − EFW smaller fetus) ÷ EFW larger fetus] X 100 

 

 Calculate and document EFW discordance percentage for trichorionic triplets 
using the formula below  
              [(EFW largest fetus − EFW smallest fetus) ÷ EFW largest fetus] X 100 and 
              [(EFW largest fetus − EFW middle fetus) ÷ EFW largest fetus] X 100  

 Increase diagnostic monitoring in the second and third trimesters to at least 
weekly, and include doppler assessment of the umbilical artery flow for each 
baby, if: there is an EFW discordance of 20% or more and/or the EFW of any of 
the babies is below the 10th centile for gestational age.   

4.2.4. Screening specific fetal complications for monochorionic twin 
pregnancies (Appendix: 2) 

 

Specific Diagnostic guidance for monitoring fetal growth restriction in 
monochorionic pregnancy (10-15%) 

 Offer women simultaneous monitoring for feto-fetal transfusion syndrome, fetal 
growth restriction and advanced-stage twin anaemia polycythaemia sequence 
(TAPS) at every ultrasound assessment to monitor effectively for all 
complications of monochorionicity. Explain that the relative likelihood of each 
complication changes with advancing gestation but that they can all occur at any 
gestational age.  

 Do not use abdominal palpation or symphysis–fundal height measurements to 
monitor for fetal growth restriction. 

 At each ultrasound scan from 16 weeks, offer women diagnostic monitoring for 
fetal weight discordance using 2 or more biometric parameters (in addition to 
amniotic fluid level assessment). To assess amniotic fluid levels, measure the 
DVP on either side of the amniotic membrane.   

 Continue monitoring women with a monochorionic twin or triplet pregnancy for 
fetal weight discordance at intervals that should not exceed 14 days.   

 Calculate and document EFW discordance percentage in monochorionic twins 
using the formula below:  [(EFW larger fetus − EFW smaller fetus) ÷ EFW larger 
fetus] X 100   

 Increase diagnostic monitoring in the second and third trimesters to at least 
weekly, and include doppler assessment of the umbilical artery flow for each 
baby, if:  there is an EFW discordance of 20% or more and/or the EFW of any of 
the babies is below the 10th centile for gestational age.  

 sGR is differentiated from TTTS by the absence of polyhydramnios in one of the 
amniotic sacs, although small twin may have oligohydramnios owing to 
placental insufficiency.  At each scan from 20 weeks of gestation (at 2-weekly 



Management of Multiple Pregnancy Guideline   
   

Maternity   
  Page 9 of 23 

intervals) onwards, EFW discordance should be calculated and umbilical artery 
Doppler should be evaluated.  

 An EFW discordance of more than 20%, absent or reversed end-diastolic 
velocities (AREDV) and ‘cyclical’ umbilical artery Doppler waveforms 
(intermittent AREDV) are at increased risk of perinatal mortality and morbidity.  
 

 

Screening for Feto-fetal transfusion syndrome (TTTS) 

 It complicates 10-15% of MC twins and can occur from 14 to at least 34 weeks of 
gestation. Mortality is high at 80-90% if not treated. It is caused by vascular 
anastomoses on the placenta with unbalanced blood flow between the twins, 
characterised by Polyhydramnios-Oligohydramnios and cardiac compromise. 
Screening for TTTS by first trimester nuchal translucency measurements should 
not be  offered.  

 Women with monochorionic twin pregnancies should be asked to report sudden 
increases in abdominal size or breathlessness to healthcare professionals as this 
may be a manifestation of TTTS. 
 

 Screening for TTTS should be by ultrasound examination from 16+0 weeks 
onwards, at 2-weekly intervals, noting and recording fetal biometry and liquor 
volumes (DVP). Fetal bladders should also be visualised. 

 

 Increase the frequency of diagnostic monitoring for feto-fetal transfusion 
syndrome in the woman's second and third trimester to at least weekly if there 
are signs suggestive of TTTs.  

 Refer the woman to her named specialist obstetrician in her second or third 
trimester for further assessment and monitoring if: the amniotic sac of 1 baby 
has a DVP depth in the normal range and the amniotic sac of another baby has a 
DVP depth of: less than 2 cm or 8 cm or more, or there is difference in DVP depth 
of 4 cm or more. 

 
 

Screening for twin anaemia-polycythaemia sequence (TAPS) 

 TAPS should be screened following fetoscopic laser ablation for TTTS (2-13%) and 
in other complicated monochorionic pregnancies (such as those complicated by 
sGR) by serial middle cerebral artery peak systolic velocity (MCA PSV), weekly 
from 16 weeks. 
Spontaneous occurance : 3-5% of MC twin pregnancies  

 
 It is characterised by MCA PSV>1.5MoM in one twin and MCA PSV<1.0MoM in 

other twin in absence of oligo/polyhydramnios. 
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4.3. Antenatal care pathway 

 Depending on the chorionicity and amnionicity of their pregnancy, a care plan 
should be developed that specifies the antenatal care pathway including timing 
of appointments.  

 Clinical care for women with Dichorionic twins should be provided by the 
named consultant.  

 Clinical care for women with Monochorionic twins and triplet pregnancies 
should be provided by a consultant with special interest in fetal medicine.  

 Women should be provided with following information at first contact as well 
as at on-going visits:  

o Antenatal and postnatal mental health and wellbeing including nutrition, 
breast feeding, parenting.  

o Maternal and fetal risks and their early symptoms and signs, including the 
risks, symptoms and signs of preterm labour, the potential need for 
corticosteroids for fetal lung maturation and the increased risk of admission 
to a neonatal unit, 

o For an uncomplicated dichorionic diamniotic twin pregnancy, planned birth 
from 37+0 weeks does not appear to be associated with an increased risk of 
serious neonatal adverse outcomes and continuing the pregnancy  beyond 
37+6 weeks increases the risk of fetal death.   

o For an uncomplicated monochorionic diamniotic twin pregnancy, planned 
birth from 36+0 weeks does not appear to be associated with an increased 
risk of serious neonatal adverse outcomes and continuing the pregnancy 
beyond 36+6 weeks increases the risk of fetal death.  

o For an uncomplicated monochorionic monoamniotic twin pregnancy, 
planned birth between 32+0 and 33+6 weeks does not appear to be 
associated with an increased risk of serious neonatal adverse outcomes. 
these babies will usually need to be admitted to the neonatal unit and have 
an increased risk of respiratory problems and continuing the pregnancy 
beyond 33+6 weeks increases the risk of fetal death.   

o For an uncomplicated trichorionic triamniotic or dichorionic triamniotic 
triplet pregnancy that continuing the pregnancy beyond 35+6 weeks 
increases the risk of fetal death.   

 By 28 weeks discuss and document:  

 Place of birth and the possible need to transfer in case of preterm birth  

 Timing and possible modes of birth  

 Analgesia during labour (or for caesarean birth) 
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 Intrapartum fetal heart monitoring  

 Management of the third stage of labour. 

 Need for continuous CTG; recommendations are based on evidence from 
women with a singleton pregnancy because there is a lack of evidence 
specific to twin pregnancy or preterm babies. 

 Options of manging the third stage: should be active not physiological. 

 Potential need for blood transfusion  

 Discuss colostrum harvesting (refer to guideline and give patient leaflet to 
mother) 
 

 Antenatal clinic appointments with scans should be offered based on 
chorionicity.  

DCDA: combine appointments with scans at first trimester (11+2 – 14+1), 
20,24.28.32 and 36 weeks. Offer additional appointments without scans at 16 
and 34 weeks, with CMW. 

Uncomplicated MCDA: Combine appointments with scan at first trimester 
(11+2 – 14+1), 16,18,20,22,24,26,28,30,32 and 34 weeks. 

Uncomplicated TCTA: Combine appointments with scan at first trimester (11+2 
– 14+1),20,24,26,28,30,32 and 34 weeks. Offer additional appointment without 
scan at 16 weeks, with CMW. 

 Indications for referral to a tertiary level fetal medicine centre  

 All triplet pregnancies except trichorionic triamniotic triplet pregnancies  

 Pregnancies complicated by: feto-fetal transfusion syndrome, discordant 
fetal growth with abnormal Doppler, fetal anomaly, in-utero fetal death of 
one of the twins, twin reverse arterial perfusion sequence (TRAP), conjoined 
twins and suspected TAPS  

 For diagnostic tests for multiple pregnancy with high risk trisomies. 
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4.4. Management of complex pathologies associated with a 
monochorionic twin pregnancy 

4.4.1. Management of sGR 

 sGR in monochorionic twins requires evaluation in a fetal medicine centre 
with expertise in the management of such pregnancies.  

 In cases of early-onset sGR in association with poor fetal growth velocity and 
abnormal umbilical artery Doppler assessments, selective reduction may be 
considered an option.  

 In sGR, surveillance of diagnostic monitoring should be undertaken weekly, 
with fetal Doppler assessment (by umbilical artery and middle cerebral artery 
pulsatility index, and peak systolic velocity). If umbilical artery Doppler 
velocities are abnormal, the Doppler assessments should be undertaken in 
line with national guidance, measuring ductus venosus waveforms.  

 Abnormal ductus venosus Doppler waveforms (reversed flow during atrial 
contraction) or computerised cardiotocography short-term variation should 
trigger consideration of delivery.  

 It is important to prospectively inform parents that in sGR and TTTS (even 
after apparently successful treatment) there can be acute transfusional 
events (which are neither predictable nor preventable) and therefore, 
despite regular monitoring, there may still be significant adverse perinatal 
outcomes.  

4.4.2.  Management of Feto-fetal transfusion syndrome (TTTS) 

 TTTS should be managed in conjunction with fetal medicine centres with 
recourse to specialist expertise and treatment in supraregional centres. 

 If there are concerns about differences between the babies' amniotic fluid 
level (a difference in DVP depth of 4 cm or more). a weekly ultrasound 
assessment (including examination of the fetal brain, heart and limbs) and 
serial measurements of UAPI, MCA PSV and ductus venosus Doppler 
velocities should be performed. After 2 weeks post Laser treatment, the 
ultrasound interval can be increased to every 2 weeks (noting UAPI, MCA PSV 
and DVP) with documentation of adequate fetal growth (by calculating EFW).  

 Delivery of monochorionic twin pregnancies previously complicated by TTTS 
and treated should be between 34+0 and 36+6 weeks of gestation.  
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4.4.3. Management of TAPS 

 Parents should be aware that the natural history, fetal and neonatal 
implications, and optimal treatment and/or surveillance of monochorionic 
pregnancies diagnosed with TAPS are poorly established.  These cases should 
be referred to teriary level fetal medicine centre. 

4.4.4. Management of monochorionic twin pregnancies complicated by 
single twin demise 

 Monochorionic pregnancies not complicated by TTTS, sGR or TAPS are still at 
risk of fetal death and neurological abnormality. 

 After a single fetal death in a monochorionic pregnancy, parents should be 
aware that the risks to the surviving twin of death or neurological 
abnormality are of the order of 15% and 26%, respectively.  

 Single fetal death in a monochorionic pregnancy should be referred and 
assessed in a fetal medicine centre, with multidisciplinary expertise to 
manage these cases.  

 Fetal magnetic resonance imaging of the brain may be performed 4 weeks 
after co-twin demise to detect neurological morbidity if this information 
would be of value in planning management.  

 Fetal anaemia may be assessed by measurement of the fetal MCA PSV using 
Doppler ultrasonography. 

4.5. Maternal monitoring 

   4.5.1. Anaemia 

Incidence of anaemia is higher than singleton pregnancies. Full blood count should 
be performed at 20-24 weeks to identify women who need early supplementation of 
iron or folic acid, and repeat at 28 weeks as in routine antenatal care. 

4.5.2   Hypertensive disorders 

Blood pressure and urine for proteinuria should be measured at each antenatal visit 
to screen for hypertensive disorders. 

Advise women  to take low-dose aspirin 150 mg daily from 12 weeks until the birth 
of the babies if they have 1 or more of the following risk factors first pregnancy  

 age 40 years or older  

 pregnancy interval of more than 10 years  

 body mass index (BMI) of 35 kg/m2 or more at first visit  
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 family history of pre-eclampsia  

 hypertensive disease during a previous pregnancy or chronic hypertension 

 chronic kidney disease  

 autoimmune disease such as systemic lupus erythematosus or antiphospholipid 
syndrome  

 type 1 or type 2 diabetes                                    

4.5.3 Predicting the risk of preterm birth 

 They should be informed that the risk of spontaneous preterm birth is increased 
in multiple pregnancies (60% of twin pregnancies before 37 wks, 75% of triplet 
pregnancies before 35 wks) 

 Women with twin pregnancies should also be aware that they have a higher risk 
of spontaneous preterm birth if they have had a spontaneous preterm birth in a 
previous singleton pregnancy. 

 Do not use fetal fibronectin testing alone to predict the risk of spontaneous 
preterm birth.   

 Do not use home uterine activity monitoring to predict the risk of spontaneous 
preterm birth. 

 A short cervical length (< 25 mm) in twin pregnancies is a moderate predictor of 
preterm birth up to 35 weeks of gestation. Due to uncertainty of the use of 
vaginal progesterone to prevent preterm labour, cervical length screening should 
not be offered to women with a higher risk of preterm birth in the absence of an 
effective intervention.  

 However, there is no strong evidence that the use of following interventions 
alone or in combination is effective in preventing of preterm labour in multiple 
pregnancies: 

o Progesterone (Intramuscular or Per vaginal) 

o Cervical cerclage 

o Oral tocolytics 

o Bed rest at home or in hospital 

o Arabin pessary. 

 Do not use single or multiple untargeted (routine) courses of corticosteroids. 
Inform women that there is no benefit in using untargeted administration of 
corticosteroids. Only targeted courses are beneficial.  
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4.6. Timing and mode of delivery 

 Women with twin and triplet pregnancies should be discussed about the place, 
timing of birth and risks and benefits of different modes of delivery early in the 
third trimester (by 24-28 weeks). Discussion should be documented in the 
patient’s notes.  

 Monochorionic diamniotic twin pregnancies:  elective birth (induction of labour 
or elective caesarean section) from 36 weeks 0 days, after a course of antenatal 
corticosteroids should be offered unless there is an indication to deliver earlier.  

 It is appropriate to aim for vaginal birth of monochorionic diamniotic twins 
unless there are other specific clinical indications for caesarean section. 

 Monochorionic monoamniotic twin pregnancies: MCMA twins have a high risk of 
fetal death and should be delivered by caesarean section between 32+0 and 
33+0 weeks.  

 Dichorionic twin pregnancies: elective planned birth from 37 weeks 0 days  

 Triplet pregnancies: elective caesarean section from 35 weeks 0 days, after a 
course of antenatal corticosteroids should be offered. Delivery for triplets and 
higher order multiple pregnancies will take place in tertiary centre. Arrangement 
for delivery for them will be made ante-natally.  

 For women who decline planned birth at the timing recommended, offer weekly 
appointments with the specialist obstetrician. At each appointment, offer an 
ultrasound scan and perform assessments of amniotic fluid level and doppler of 
the umbilical artery flow for each baby in addition to fortnightly fetal growth 
scans.  

4.7. Intra-partum management 

 For term twins, where first twin non-cephalic presentation- caesarean section. 

 For term twins where first twin is cephalic presentation, vaginal delivery is 
appropriate, but senior obstetrician on-call is required at the time of delivery. 

 For preterm twins where EFW< 1500g – individualise the management.  

 Offer regional anaesthesia if having an elective CS.  

       If vaginal delivery is decided,   

Analgesia:Epidural analgesia should be offered as it improves success and optimal 
timing of assisted vaginal birth and quicker birth by CS, if needed, once labour is 
established.  
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First Stage of Labour   

 Omeprazole 20 mg BD should be given. I.V. Access is required once labour is 
established. Bloods should be taken for Group & Save and FBC, ensure 
appropriate blood transfusion is available. 

 Anaesthetic and theatre teams should be informed that twins are in 
established labour. Alert SCBU and Bassett Ward. 

 The duration of the first stage of labour should be no different to a singleton 
labour, but dysfunctional labour is more likely in a multiple pregnancy. 
Uterine activity should be monitored carefully.   

         Intrapartum Monitoring    

 After 26 weeks, both babies of a twin pregnancy should be continuously 
monitored. Ensure that twin 1 and twin 2 as well as maternal pulse rate are 
clearly identified on the CTG recording.  

 Perform a portable ultrasound scan when established labour starts, to 
confirm which twin is which, the presentation of each twin, and to locate the 
fetal hearts.  

 Do not offer intermittent auscultation to women with a twin pregnancy who 
are in established labour and are more than 26 weeks pregnant.  

 For women between 23+0 and 25+6 weeks of pregnancy who are in 
established labour, involve a senior obstetrician in discussions with the 
woman and her family members or carers about how to monitor the fetal 
heart rates.   

 When carrying out cardiotocography:  
 use dual channel cardiotocography monitors to allow simultaneous 

monitoring of both fetal hearts  
 document on the cardiotocograph and in the clinical records which 

cardiotocography trace belongs to which baby  
 monitor the maternal pulse electronically and display it 

simultaneously on the same cardiotocography trace.   
 Consider separating the fetal heart rates by 20 beats/minute if there is 

difficulty differentiating between them.   
 Classify and interpret cardiotocography in line with NICE's guideline on 

intrapartum care for healthy women and babies, taking into account that:  
 twin pregnancy should be considered a fetal clinical risk factor when 

classifying a cardiotocography trace as 'abnormal' versus 'non-
reassuring'  

 fetal scalp stimulation should not be performed in twin pregnancy to 
gain reassurance after a cardiotocography trace that is categorised as 
'pathological'.  



Management of Multiple Pregnancy Guideline   
   

Maternity   
  Page 17 of 23 

 Carry out and document routine systematic assessments of both CTGs, 
ensuring twin synchronicity is not occurring. 

      Management Based on CTG: 

 If abdominal monitoring is unsuccessful or there are concerns about 
synchronicity of the fetal hearts:  

o involve a senior obstetrician and senior midwife  
o apply a fetal scalp electrode to the first baby (only after 34 weeks and 

if there are no contraindications) while continuing abdominal 
monitoring of the second baby  

o perform a bedside ultrasound scan to confirm both fetal heart rates  
o if monitoring remains unsatisfactory, consider a caesarean section.  

 If the cardiotocograph trace is categorised as 'suspicious' in the first baby 
during established labour:  

o involve the senior obstetrician and senior midwife  
o correct any reversible causes  
o apply a fetal scalp electrode to the first baby (only after 34 weeks and 

if there are no contraindications) while continuing abdominal 
monitoring of the second baby.  

 If the cardiotocograph trace is categorised as 'pathological' in the first baby 
during established labour:  

o involve the senior obstetrician and senior midwife  
o discuss the possible use of fetal blood sampling of the first baby from 

34 weeks if the benefits are likely to outweigh the potential risks.  
o When offering blood sampling, discuss if blood sample cannot be 

obtained then she is likely to need a caesarean section. 
o If the results of fetal blood sampling are not available within 20 

minutes or fetal blood sampling is contraindicated, offer an 
immediate caesarean section.  

 If the cardiotocograph trace is categorised as 'pathological' in the first baby 
during the second stage of labour:  

o involve the senior obstetrician and senior midwife  
o assess whether an assisted vaginal birth is an option  
o if vaginal birth is not an option or cannot be achieved within 20 

minutes, offer an immediate caesarean section.  
 If the cardiotocograph trace of the second baby is categorised as 'suspicious' 

or 'pathological' during established labour before the first baby is born:  
o involve the senior obstetrician and senior midwife  
o if vaginal birth of the second baby cannot be achieved within 20 

minutes, discuss performing a caesarean section .  
 After the birth of the first baby:  

o continue to monitor the second baby using cardiotocography  



Management of Multiple Pregnancy Guideline   
   

Maternity   
  Page 18 of 23 

o if there is 'suspicious' or 'pathological' cardiotocography, and vaginal 
birth cannot be achieved within 20 minutes, discuss performing a 
caesarean section. 

o After the birth of both babies, consider double clamping the cord to 
allow umbilical cord blood gases to be sampled. Ensure that the 
samples are correctly labelled for each baby.   

          

       Second Stage of Labour   

 It is the discretion of the senior obstetrician on-call to decide whether to 
deliver the twins in theatre or not.  

 Ultrasound scan machine, Ventouse machine and Neville Barnes forceps, two 
neonatal resuscitaires, a Syntocinon infusion must be immediately available.   

 

Delivery of First Baby   

 If the vertex is presenting a midwife may conduct the delivery. But, the Staff 
Grade Obstetrician must be present.   Do not clamp and cut the cord if it is 
entangled around the neck of the neonate. After delivery, when the cord can 
be clearly identified as being that of the first neonate, clamp and cut the cord 
as normal.  Apply an identity bracelet clearly identifying ‘Twin 1’   

Delivery of Subsequent babies 

 The abdomen should be palpated to check fetal lie. The obstetrician or 
midwife should correct the fetal lie to longitudinal if necessary using external 
cephalic version (or internal podalic version if the fetus is in a transverse lie 
with its feet over the cervix). Correction of fetal lie should be performed 
before contractions recommence. 

 Confirm presentation on internal vaginal assessment.   

 Oxytocin should be considered if contractions are irregular or absent after 
four minutes.   

 Controlled artificial rupture of membranes may be required after ensuring 
that the presentation is cephalic or breech. The presenting part should be 
stabilised and allowed to descend into the pelvis prior to membrane rupture. 
If the fetus has a cephalic presentation, the midwife may deliver the second 
twin.   

 If the fetus has a breech presentation the delivery must be conducted by a 
clinician of suitable experience. The delivery will be overseen by the senior 
obstetrician.  
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 If there are abnormalities of the fetal heart, or delivery is not progressing 
normally or if there is evidence of placental separation, progress to an 
assisted delivery. Breech extraction should be considered if the baby shows 
signs of fetal distress and the presenting part is breech.  

 If the CTG pattern is reassuring and there is no evidence of fetal compromise, 
aim to deliver the second twin within 45 minutes of the first twin.   

 Apply an identity bracelet clearly identifying ‘Twin 2’.     

Third stage of labour  

 Assess the risk of PPH in the antenatal period and continue throughout 
labour and the third stage on individual basis. 

 The third stage should be actively managed once the clinician is satisfied that 
no more fetal parts are palpated. Consider Syntometrine bolus dose instead 
of Oxytocin. 

 Consider additional uterotonics as postpartum Oxytocin infusion in women 
who have 1 or more risk factors in addition to a twin pregnancy for PPH. 

 Examine the placenta (e) for the number of amniotic sacs and chorion. If 
necessary, the placenta (e) may need to be sent to pathology to confirm 
chorionicity.   

Blood transfusion 

 Discuss and document its potential need at 28 weeks. 

 IV access, FBC and G&S at start of established labour.  

 Consider cell saver, if planned delivery.  

5. Education and Training 

All relevant healthcare professionals will be able to demonstrate their competence 
in managing multiple pregnancies. 

Responsibilities for education and training lies with the senior obstetric/midwifery 
team and ultrasound superintendents. It will be provided through formal study 
days and informal training. 

6. Consultation, Approval and Ratification Process 

The author consulted with all relevant stakeholders. Please refer to the Document 
Control Report. Final approval was given by the Maternity Services Guideline Group 
and ratified at Maternity Services Patient Safety Forum.  
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The guidelines will be reviewed every 3 years. The author will be responsible for 
ensuring the guidelines are reviewed and revisions approved by the Maternity 
Services Guidelines Group in accordance with the Document Control Report. 

All versions of these guidelines will be archived in electronic format by the author 
within the Maternity Team policy archive. 

 Any revisions to the final document will be recorded on the Document Control 
Report. 

To obtain a copy of the archived guidelines, contact should be made with the 
Maternity team. 

This guideline can be found within the guideline manuals and on the Trust’s 
intranet. 

The guideline should be followed unless there is an overriding clinical reason or the 
decision comes from the consultant - this should be documented in the notes. 

7. Monitoring Compliance with and the Effectiveness of the 
Policy 

This guideline applies to all maternity staff and must be adhered to. Non-
compliance with this guideline may be for valid clinical reasons only. The reason for 
non-compliance must be documented clearly in the patient’s notes. 

Monitoring of implementation, effectiveness and compliance with the 
“Management of Multiple Pregnancy “Guidelines is the responsibility of the senior 
clinical/ management team. 

Conduct regular clinical audits to evaluate the accuracy of determining chorionicity 
and amniocity. 
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Appendix 1: Chorionicity and amniocity  

Types of twin pregnancy  

Dichorionic diamniotic twins  Each baby has a separate placenta and amniotic sac.  

Monochorionic diamniotic 
twins  

Both babies share a placenta but have separate amniotic sacs.  

Monochorionic 
monoamniotic twins  

Both babies share a placenta and amniotic sac.  

Types of triplet pregnancy  

Trichorionic triamniotic 
triplets  

Each baby has a separate placenta and amniotic sac.  

Dichorionic triamniotic 
triplets  

One baby has a separate placenta and 2 of the babies share a placenta. 
All 3 babies have separate amniotic sacs.  

Dichorionic diamniotic 
triplets  

One baby has a separate placenta and amniotic sac and 2 of the babies 
share a placenta and amniotic sac.  

Monochorionic triamniotic 
triplets  

All 3 babies share 1 placenta but each has its own amniotic sac.  

Monochorionic diamniotic 
triplets  

All 3 babies share 1 placenta. One baby has a separate amniotic sac 
and 2 babies share 1 sac.  

Monochorionic 
monoamniotic triplets  

All 3 babies share a placenta and amniotic sac.  
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Appendix 2: Complications associated with inter-twin vascular anastomoses 

TTTS (Quintero staging) 
Associated with 15% of 
monochorionic twins 

1. A significant discordance in amniotic fluid volumes. This 
is defined as oligohydramnios with DVP < 2 cm in donor 
sac and polyhydramnios in the recipient sac DVP > 8 cm 
before 20 weeks of gestation and > 10 cm after 20 
weeks of gestation. Donor bladder visible and Doppler 
normal. 

2. Bladder of the donor twin not visible and severe 
oligohydramnios due to anuria. Doppler studies are not 
critically abnormal. 

3. Doppler studies are critically abnormal in either the 
donor or recipient, with typically abnormal umbilical 
arterial Doppler velocities in the donor and/or 
abnormal venous Doppler velocities in the recipient 
(reversed flow during atrial contraction within the 
ductus venosus and/or pulsatile umbilical vein 
velocities 

4. Ascites, pericardial or pleural effusion, scalp oedema or 
overt hydrops present usually in the recipient. 

5. One or both babies have died (not amenable to 
therapy).  

TAPS 
2% of uncomplicated 
monochorionic 
diamniotic (MCDA) and up 
to 13% of monochorionic 
twins post laser ablation 

Signs of fetal anaemia in the donor and polycythaemia in the 
recipient without significant oligohydramnios or polyhydramnios 
being present. Donor has increased (MCA PSV) (> 1.5 multiples of 
the normal median) and recipient has decreased MCA PSV (< 1.0 
multiples of the normal median). 

sGR 
(Growth discordance of > 
20%) Approximately10–
15% of monochorionic 
twins 

I. Growth discordance but positive diastolic velocities in      
both fetal umbilical arteries. 

II. Growth discordance with absent or reversed end-
diastolic velocities (AREDV) in one or both fetuses. 

III. Growth discordance with cyclical umbilical artery 
diastolic waveforms (positive followed by absent then 
reversed end-diastolic flow in a cyclical pattern over 
several minutes [intermittent AREDV; iAREDV]). 

TRAP sequence 
Approximately 1% of 
monochorionic twins 

Acardiac twin (with usually no cardiac tissue) being perfused by 
the anatomically ‘normal’ pump twin through a large artery–
artery anastomosis on the placental surface. 

 

 


