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ISUOG Clinical Standard: 
Evidence level 

Å 1++ High-quality meta-analyses, systematic reviews of RCTs or RCTs with a very low risk of 

                bias 

Å 1+ Well-conducted meta-analyses, systematic reviews of RCTs or RCTs with a low risk of 

                bias 

Å 1ï Meta-analyses, systematic reviews of RCTs or RCTs with a high risk of bias 

Å 2++ High-quality systematic reviews of caseïcontrol or cohort studies or high-quality case 

                control or cohort studies with a very low risk of confounding, bias or chance and a high 

                probability that the relationship is causal 

Å 2+ Well-conducted caseïcontrol or cohort studies with a low risk of confounding, bias or 

                chance and a moderate probability that the relationship is causal 

Å 2- Caseïcontrol or cohort studies with a high risk of confounding, bias or chance and a 

                significant risk that the relationship is not causal 

Å 3 Non-analytical studies, e.g. case reports, case series 

Å 4 Expert opinion 



ISUOG Clinical Standard : 
Grades of recommendations 

Å A At least one meta-analysis, systematic review or RCT rated as 1++ and directly 

                applicable to the target population; or a systematic review of RCTs or a body of 

                evidence consisting principally of studies rated as 1+ directly applicable to the target 

                population and demonstrating overall consistency of results 

Å B A body of evidence including studies rated as 2++ directly applicable to the target 

                population, and demonstrating overall consistency of results; or extrapolated evidence 

                from studies rated as 1++ or 1+ 

Å C A body of evidence including studies rated as 2+ directly applicable to the target 

                population and demonstrating overall consistency of results; or extrapolated evidence 

                from studies rated as 2++ 

Å D Evidence level 3 or 4; or extrapolated evidence from studies rated as 2+ 

Å GPP Recommended best practice based on the clinical experience of the guideline 

               development group 



ISUOG Clinical Standard:  
Scope 

Å Dating of the pregnancy 

Å Determining chorionicity and amnionicity 

Å Twin labelling 

Å Timing, frequency and content of ultrasound assessment 

Å Screening for aneuploidy 

Å Prenatal diagnosis of aneuploidy 

Å Screening for structural abnormalities 

Å Diagnosis and management of discordant twin pregnancy 

Å Fetal reduction/selective termination 

Å Screening for preterm birth 

Å Screening, diagnosis and management of FGR 

Å Management of multiple pregnancy complicated by single in utero death  

Å Complications unique to monochorionic twin pregnancies 

Å Screening, diagnosis and management of TTTS 

Å Screening, diagnosis and management of TAPS 

Å Management of TRAP sequence 

Å Management of MCMA twin pregnancy 

Å Diagnosis and management of conjoined twins 



Twin Pregnancy: Dating 

How should twin pregnancies be dated? 

¶Twin pregnancies should ideally be dated when the 
CRL measurement is between 45 and 84 mm. 

D 

¶ In spontaneously conceived pregnancies, the larger of 
the two CRLs should be used. 

C 

IVF: oocyte retrieval date or the embryonic age from fertilization 



Twin Pregnancy: 
Chorionicity 

How should the chorionicity/amnionicity be determined? 

¶Chorionicity should be determined <13+6 weeks using: 
¶ Membrane thickness at the site of insertion of the amniotic 

membrane into the placenta 

¶ T sign or Lambda sign 

¶ Number of placental masses 

¶An ultrasound image demonstrating the chorionicity 
should be kept in the records for future reference. 

D 

Å DC twins: placental 

  masses are 

  commonly adjacent 

Å MC twins: 3% have 

  two placental masses 

  on ultrasound 



Twin Pregnancy: 
Chorionicity 

How should the chorionicity/amnionicity be determined? 

¶ If it is not possible to determine chorionicity by TA or TV 

scan, a second opinion should be sought from a tertiary 

referral center. 

R 

¶At the same time as chorionicity is determined, 

amnionicity should also be determined and documented. 

¶MCMA twin pregnancies should be referred to a tertiary 
center with expertise in their management. 

R 

Å Absence of the inter-twin membrane is best 

  confirmed by transvaginal scan 

 

Å Color and pulsed wave Doppler: two distinct 

  arterial waveform patterns with different heart 

  rates are seen within the same sampling gate 



Twin Pregnancy: 
Labelling 

How should twin fetuses be labeled? 

¶The labeling of twin fetuses should follow a reliable 

and consistent strategy and should be documented 
clearly in the womanôs notes 

R 

Å Twin A (female) is on maternal 

  right with a posterior placenta 

  and marginal cord insertion. 

Å Discordant twin: twin A, 

  potential recipient 

Å MCMA twins 

 

Å Perinatal switch phenomenon 



11-14 week 
Å Dating, labelling 

Å Chorionicity 

Å Screening for trisomy 21 

20-22 week 

Å Detailed anatomy 

Å Biometry 

Å Amniotic fluid volume 

Å Cervical length 

24-26 week 

28-30 week 

Å Assessment of fetal growth 

Å Amniotic fluid volume  

Å Fetal Doppler 

36-37 week 

Delivery 

32-34 week 

Å Assessment of fetal growth 

Å Amniotic fluid volume  

Å Fetal Doppler 

Å Assessment of fetal growth 

Å Amniotic fluid volume  

Å Fetal Doppler 

Å Assessment of fetal growth 

Å Amniotic fluid volume  

Å Fetal Doppler 

Dichorionic Twin Pregnancy Monochorionic Twin Pregnancy 

11-14 week 
Å Dating, labelling 

Å Chorionicity 

Å Screening for trisomy 21 

20 week 

Å Detailed anatomy 

Å Biometry, DVP 

Å UA PI, MCA PSV 

Å Cervical length 

28 week 

30 week 

34 week 

32 week 

16 week 
Å Fetal growth, DVP 

Å UA PI 

18 week 
Å Fetal growth, DVP 

Å UA PI 

Å Fetal growth, DVP 

Å UA PI, MCA PSV 

Å Fetal growth, DVP 

Å UA PI, MCA PSV 

Å Fetal growth, DVP 

Å UA PI, MCA PSV 

Å Fetal growth, DVP 

Å UA PI, MCA PSV 

22 week 

24 week 

26 week 
Å Fetal growth, DVP 

Å UA PI, MCA PSV 

Å Fetal growth, DVP 

Å UA PI, MCA PSV 

Å Fetal growth, DVP 

Å UA PI, MCA PSV 

36 week 
Å Fetal growth, DVP 

Å UA PI, MCA PSV 

Twin Pregnancy: 
ultrasound monitoring 



How to screen for chromosome abnormalities? 

¶Screening for trisomy 21 can be performed in the first 

trimester using the combined test. An alternative is the 
combination of maternal age + NT only. 

B 

¶ In case of a vanished twin, if there is still a measurable 

fetal pole, NT alone, in combination with maternal age, 
should be used for risk estimation. 

B 

¶The DR of NIPT for trisomy 21 may be lower in twins than 
in singletons, but the data are still limited.  

B 

Å Singleton: DR 99% for a FPR of 0.1% 

Å Twins:  DR 94.4% for a FPR of 0%   

Twin Pregnancy: 
aneuploidy 


