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a b s t r a c t

Monochorionic (MC) twin pregnancies are at increased risk of
neonatal morbidity and mortality due to the shared placenta with
vascular connections that can give rise to various complications,
including twin-twin transfusion syndrome, twin anemia poly-
cythemia sequence (TAPS), selective fetal growth restriction, and
other hematological imbalances at birth. Each complication presents
its own challenges and considerations in the neonatal period. Mea-
surement of hemoglobin levels and reticulocyte count is required to
establish a correct diagnosis. Placenta dye injection is needed to
properly distinguish between the various conditions. Risk factors for
adverse outcome in MC twins include prematurity, severe cerebral
injury, and the type of MC pregnancy complication. We, therefore,
recommend cerebral ultrasound examinations in all complicated MC
twins at birth to rule out a severe brain injury. Lastly, we strongly
encourage screening for hearing loss using automated auditory
brainstem response in all spontaneous TAPS donors to prevent per-
manent speech development delay.

© 2022 Published by Elsevier Ltd.
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Introduction

Approximately, 70% of identical twins are monochorionic (MC), indicating that they share a single
placenta with vascular connections on its surface allowing for intertwin blood flow [1]. This shared
placenta can give rise to a spectrum of complications, among which twin-twin transfusion syndrome
(TTTS), twin anemia polycythemia sequence (TAPS), selective fetal growth restriction (sFGR), and other
hematological imbalances at birth (Fig. 1). Moreover, a proportion of MC twins is also monoamniotic
(MA). All these complications contribute to an overall increased risk of perinatal morbidity and mor-
tality in MC twin pregnancies [2].

In general, MC twins are often delivered prematurely with consequently increased risk of associated
neonatal morbidity andmortality. In specific, each type of MC twin pregnancy complication presents in
turn its own challenges and considerations with regard to the neonatal period and requires a different
neonatal management approach. Knowledge of the antenatal pathophysiology is essential to make a
proper risk assessment. This literature review will provide a complete overview of neonatal outcomes
and management in the various types of complicated MC twins.
Twin-twin transfusion syndrome

There are two forms of TTTS: the classic form of TTTS, also termed chronic TTTS, which usually
develops in the second trimester of pregnancy, and a more rare and not well understood form of TTTS,
termed acute peripartum TTTS, which may develop during delivery in previously uncomplicated MC
twin pregnancies.
Chronic TTTS

Chronic TTTS arises due to unbalanced feto-fetal blood flow through relatively large vascular
anastomoses at the surface of the shared placenta. In one fetus, the donor twin, the chronic loss of
blood will lead to hypovolemia, with subsequent oliguria and oligohydramnios. In the other fetus, the
recipient twin, the large amount of received blood will lead to a hypervolemic circulation, in turn
resulting in polyuria and subsequent polyhydramnios. TTTS may occur in up to 10% of MC pregnancies
and can develop between 14weeks and 30weeks of gestation, with amedian gestation of 20weeks [3].
The antenatal diagnosis of TTTS is based on a large amniotic fluid discrepancy, detected through an
ultrasound. The severity of TTTS is antenatally classified according to the Eurofetus or Quintero criteria
[4,5]. If left untreated, mortality in TTTS ranges from 75 to 100% [6]. This high percentage is explained
Fig. 1. An overview of MC twin placentas after colored dye injection and twin pairs per complication; (A) TTTS, (B) TAPS, (C) sFGR,
and (D) MA twins with an example of an umbilical cord knot.
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by an increased risk of premature preterm rupture of membranes (PPROM) and immature delivery,
caused by the polyhydramnios putting pressure on the fetal membranes and the uterine wall.

Treatment options in TTTS are fetoscopic laser surgery, amniodrainage, and selective reduction. The
best treatment for TTTS� stage 2 is fetoscopic laser surgery, an endoscopic intrauterine intervention in
which the anastomoses at the placental surface are coagulated, thereby artificially separating the
shared fetal circulation [7]. The preferred coagulation technique is the Solomon technique. With this
approach, the anastomoses are coagulated one by one, whereafter a laser line is drawn from one
placental margin to the other, connecting all coagulation spots, reducing the chance that minuscule
invisible anastomoses are missed and left patent [8]. This procedure has lower rates of recurring TTTS
and post-laser TAPS. In late TTTS (after 28 weeks), laser surgery is technically unfavorable, due to the
greater distance to the placenta and the larger size of the anastomoses. When fetoscopic laser surgery
is technically not feasible, or in case of brain injury or congenital abnormalities, selective reduction can
be an option to increase the chances for healthy survival in the co-twin.

After the introduction of laser surgery, (intact) survival rates have greatly increased [7,9]. Overall
survival is 73e74%, at least one survivor is reported in 85e87% of cases, and in 60e64% both children
may survive [8]. However, the chances of adverse neonatal outcome still remain twice as high
compared to the outcome of uncomplicated MC twins (26% vs. 13%, respectively) [10]. After laser
surgery, the median gestational age at birth is 32 weeks [8]. Neonatal mortality occurs in approxi-
mately 5e8% of liveborn infants treated with laser [8,11]. Neonatal morbidity in TTTS treated with laser
is mostly related to the degree of prematurity and includes respiratory distress syndrome (RDS), patent
ductus arteriosus (PDA), necrotizing enterocolitis (NEC), and retinopathy of prematurity (ROP) [8,12].
The severe cerebral injury occurs in 5e10% of the treated TTTS survivors and can be a consequence of
the TTTS itself or can be related to prematurity [9,13]. We, therefore, recommend to routinely perform
cranial ultrasound examinations in all TTTS survivors at birth to rule out a severe cerebral injury. In the
case of severe cerebral injury or a suspected case, MRI can be of additional value.

Some specific complications in TTTS may occur more in donors or recipients. Donors are more at
risk for having coexisting FGR (which is detected in approximately two-third of treated TTTS cases) and
therefore have a lower birth weight than their co-twins even after successful laser treatment [14].
Recipients are more at risk of cardiovascular disorders, in particular right ventricular outflow tract
obstruction (RVOTO) in 3% of cases and persistent pulmonary hypertension of the neonate (PPHN) in
4% of cases [15,16]. Since the clinical presentation in the case of RVOTO and PPHN is associated with
cyanosis and oxygen requirement, it may resemble other more common problems in preterm infants
related to RDS. Neonatologists should be aware of this potential pitfall, as both disorders require
prompt diagnosis and specific treatment with balloon valvotomy in case of RVOTO and inhaled nitric
oxide and mechanical ventilation in the case of PPHN.

In rare cases, treated TTTS infants are bornwith amniotic bandswrapped around fingers or toes [17].
This so-called postprocedural pseudoamniotic band disruption sequence occurs in 2.2% of cases treated
with laser surgery and primarily affects the lower extremities rather than the upper extremities, with
risk for amputation in one-third of cases.

In TTTS not treated with laser, the risk of neonatal mortality and morbidity is very high, particularly
due to the high risk of extreme preterm delivery [7]. Themedian gestational age at birth in TTTS treated
with serial amnioreduction early in pregnancy is approximately 28 weeks. The risk of neonatal mor-
tality is increased (up to 29%) as well as the risk of severe cerebral injury, particularly in recipient twins.
As reported by Senat et al., the incidence of severe IVH in recipients was 9%, and the incidence of cystic
PVL grade 3 or higher was 21% [7]. In 34% of donors, short-term renal dysfunction is detected shortly
after birth [18]. This is likely to be a result of chronic hypovolemia and oliguria. Furthermore, in half of
the TTS donors, low albumin and total protein levels are found, possibly as a result of chronic loss, or
due to decreased production by the liver [19]. In recipients, limb ischemia can be seen, probably as a
result of severe hyperviscosity and polycythemia [20].

After birth, color dye injection of the placenta is crucial to understand the pathophysiology of TTTS
and evaluate whether the laser procedure is complete. Placentas from TTTS twins mainly show arterio-
venous (AV) and veno-arterial (VA) anastomoses [21]. Compared to uncomplicated MC placentas,
arterio-arterial (AA) anastomoses in TTTS placentas are less common. It is thought that AA anastomoses
can compensate for differences in blood volumes due to their bidirectional character. The absence of an
220
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AA anastomosis can therefore potentially contribute to the onset and progression of TTTS. Interestingly,
VV anastomoses are more frequently seen in TTTS placentas than in placentas from uncomplicated
twins [22]. The exact role of VV anastomoses is not understood. When examining the placenta, one
should also pay attention to the placental sharing and type of umbilical cord insertion. Donors usually
have a smaller placental share and a marginal/velamentous cord insertion, which is congruent with
their relatively lower birth weight [14]. In placentas treated with laser, completeness of the laser
surgery should be evaluated as residual anastomoses are associated with recurrent TTTS or post-laser
TAPS [23].

Acute peripartum TTTS

Acute peripartum TTTS is a rare event that may occur in approximately 2% of MC twins during
delivery [24]. Acute peripartum TTTS is thought to result from a rapid shift of blood through large
bidirectional placental anastomoses from one fetus to the other, causing the donor twin to become
hypovolemic and anemic, and the recipient twin to become hypervolemic and polycythemic. The exact
pathological mechanism underlying this condition is not fully understood. Possibly, uterine contrac-
tions in combination with the relative positioning of the fetuses might lead to sudden differences in
blood pressure, thereby creating a pressure gradient and affecting the blood flow between the twins.
Cardiotocography registration during labormay showa sinusoidal pattern in the donor twin, indicating
fetal anemia.

At birth, the donor twin is pale and may have signs of acute hemorrhagic shock, needing resusci-
tation with rapid fluid bolus and respiratory support. In severe cases, acute hemorrhage can lead to
perinatal asphyxia in one-third of donors or even death [24]. Recipients have a plethoric skin color and
may need a partial exchange transfusion to treat acute polycythemia.

Diagnosis of acute peripartum TTTS at birth is based on two criteria [1]: intertwin hemoglobin
difference >8.0 g/dLwith a reticulocyte count ratio <1.7 [2,24,25] presence of large superficial placental
anastomoses (AA or VV) following color-dye injection [21]. Measurements of reticulocyte count are of
primordial importance to distinguish acute peripartum TTTS from a more common cause of large
intertwin Hb difference in MC twins, namely TAPS. The reticulocyte count ratio can be calculated by
dividing the reticulocyte count (in‰) of the donor by the reticulocyte count of the recipient. As donors
in acute peripartum TTTS suffer from acute-onset anemia, there is no reticulocytosis, and therefore the
reticulocyte count should be roughly comparable to that of the recipient twin. If color dye injection
cannot be performed, the maternal surface of the placenta should be inspected. In contrast with TAPS,
no color discordance between the two placental territories is found in acute peripartum TTTS [26].

Twin anemia polycythemia sequence

TAPS occurs as a result of slow chronic blood transfusion throughminuscule placental anastomoses,
leading to anemia in the donor twin and polycythemia in the recipient twin. TAPS may develop
spontaneously in 3e5% of MC pregnancies or may arise in 2e16% of TTTS twins treated with laser
surgery due to the presence of patent minuscule anastomoses [27e30]. In TAPS, there is no amniotic
fluid discrepancy, as is seen in TTTS [31].

TAPS is diagnosed antenatally by ultrasound-Doppler measurement of the middle cerebral artery
peak systolic velocity (MCA-PSV). The MCA-PSV value in the donor will be high, suggestive of fetal
anemia, whereas the MCA-PSV value in the recipient will be low, suggestive of polycythemia. A dif-
ference in MCA-PSV > 0.5 multiples of the median (MoM) is indicative of TAPS [32]. The severity of
TAPS antenatally is classified according to the updated classification system by Tollenaar et al. [32]
Aside from Doppler measurement, other ultrasound markers may also suggest the presence of TAPS,
including placental dichotomy with a hydropic hyperechogenic part for the donor twin and a flattened
hypoechogenic part for the recipient twin [32]. Moreover, TAPS recipients may present with a starry-
sky liver resulting from chronic polycythemia. In TAPS donors, cardiomegaly due to chronic anemia can
be observed. The time of onset of spontaneous TAPS varies between 15 weeks and 35 weeks of
gestation [33]. In post-laser TAPS, most cases are detected within the first month after laser for TTTS
[34].
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The optimal antenatal treatment for TAPS is unknown. Management options include expectant
management, preterm delivery, intrauterine blood transfusion in the donor with or without an in-
trauterine partial exchange transfusion in the recipient (IUT/PET), fetoscopic laser surgery, and se-
lective reduction. We are currently performing a randomized controlled trial (TAPS trial), comparing
laser surgery to standard treatment (IUT/PET, expectant management, preterm delivery) (clinicaltrials.
gov identifier NCT04432168).

Since MCA-PSV Doppler measurements are not part of routine care measured, TAPS is frequently
missed antenatally and often first diagnosed only after birth [35,36]. The postnatal diagnosis of TAPS is
based on an intertwin hemoglobin difference >8 g/dL [25]. To distinguish the condition from the
similarly presenting acute peripartum TTTS, the reticulocyte count for both twins need to bemeasured,
and the placenta should be injected with color dye. In contrast to acute peripartum TTTS, donors in
TAPS have high reticulocyte counts due to chronic anemia, resulting in a reticulocyte count ratio >1.7.
Injection of a TAPS placentawill reveal the presence of onlyminuscule anastomoses (diameter <1mm),
mostly AV and VA, althoughminuscule AA and VV anastomoses are also reported in up to 17% and 9% of
TAPS placentas, respectively [33,34]. The maternal side of the placenta typically shows a striking color
difference, with a pale and sometimes hydropic placental territory for the donor and a plethoric
placental share for the recipient [37]. This color difference is not observed in acute peripartum TTTS
[26].

Results of an international TAPS registry have shown that spontaneous perinatal mortality occurs in
9% of spontaneous TAPS twins and 18% of post-laser TAPS twins, with donors having a 4-fold increased
risk [33,34]. In spontaneous TAPS, perinatal mortality occurs in 12% of donors, compared to 5% of re-
cipients [33]. In post-laser TAPS, the difference is even more striking: perinatal mortality occurs in 25%
compared to 10% in recipients [34]. This difference in mortality between donors and recipients is
primarily seen antenatally. After birth, spontaneous TAPS twins demonstrate similar risks for neonatal
mortality [33]. In post-laser TAPS, donors are more at risk for neonatal mortality than recipients [34].

TAPS twins are born on average at 32 weeks of gestation [33,34]. Risk factors for neonatal morbidity
in TAPS are low gestational age at birth and high antenatal TAPS stage. Both anemia and polycythemia
can cause severe cerebral injury, which is reported to occur in 4% of spontaneous TAPS twins and 10% of
post-laser TAPS twins, with similar rates for donors and recipients for both types of TAPS [33,34].

The neonatal management in TAPS calls for a different approach than in acute peripartum TTTS.
In TAPS, donors with chronic anemia should be managed more cautiously, with a slower blood
transfusion or, in case of mild anemia and sufficient erythropoiesis, no blood transfusion at all.
Importantly, acute blood transfusions or volume bolus with saline in TAPS donors could even cause
hemodynamic complications as these donors do not suffer from severe hypovolemia. Recipients in
TAPS are at risk for developing polycythemia-hyperviscosity syndrome and may require treatment
with PET to avoid complications such as skin necrosis and limb ischemia [20]. In addition, they often
present with thrombocytopenia at birth, possibly due to impaired bone marrow production secondary
to tissue hypoxia and impaired spleen perfusion [25]. Donor twins in TAPS often have low levels of
albumin and total protein, which may partly explain the impaired fetal growth [38]. Furthermore,
donors often have leukopenia and an increased risk for early-onset neonatal sepsis [39]. Preliminary
data from our research group also shows that donors are also more often at risk of severe hypogly-
cemia, requiring prompt intervention with IV glucose bolus. Furthermore, donors are more prone to
develop lactate acidosis at birth. Lactate acidosis may result from chronic intrauterine hypoxia caused
by chronic fetal anemia, forcing the fetus to shift to anaerobic glycolysis. Just like in TTTS not treated
with laser, TAPS donors may also experience short-term renal dysfunction shortly after birth, likely
resulting from chronic renal hypoperfusion [40].

Studies into long-term outcome of TAPS twins have shown that donors are at risk for hearing
impairment based on auditory neuropathy spectrum disorder (ANSD) [41]. This can be detected with
neonatal hearing screening using automated auditory brainstem response (AABR). Importantly, ANSD
will be missed with the standard neonatal hearing screening using otoacoustic emissions. To facilitate
adequate treatment and prevent delay in language and speech development, neonatal AABR screening
for all twins diagnosed with TAPS is strongly recommended.
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Selective fetal growth restriction

sFGR occurs in up to 10e15% of MC twin pregnancies, sometimes in combination with other
complications such as TTTS and TAPS and is characterized by a large intertwin growth discrepancy
[42,43]. The pathophysiology of sFGR is associated with unequal placental sharing, resulting in
discordant access to oxygen and nutrients in utero [44]. Multiple antenatal diagnostic criteria for
sFGR are reported in the literature, such as an EFW discordance �20%, the combination of EFW
<10th centile in one twin, an EFW discordance �25%, or the proposed Delphi consensus definition
[45e47]. The postnatal diagnosis of sFGR is based on the presence of a birth weight discordance
(BWD), calculated as follows: (birth weight larger twin - birth weight smaller twin)/birth weight
larger twin x 100 [45]. The cut-off for BWD in sFGR used in the literature varies between 20 and 25%
[44,45,48].

In 2007, Gratacos et al. proposed an antenatal classification system for sFGR, which is currently
widely used, based on the UA Doppler flow in the smaller twin [49]. Three types can be distin-
guished: Type I is characterized by positive end-diastolic flow (pEDF), Type II by persistent absent
or reversed end-diastolic flow (A/REDF), and Type III by intermittent absent or reversed end-
diastolic flow (iA/REDF). Each type is associated with its own specific placental characteristics
following placental color dye injection as previously described by our group [44,50]. Type III cases
present with the greatest placental share discordance and the largest diameter of arterio-arterial
(AA) anastomoses. On the one hand, these large bidirectional anastomoses can be beneficial to
the smaller twin, as they can allow for a rescue transfusion from the larger to the smaller twin that
can compensate for the placental share discordance to some extent [51]. On the other hand, AA
anastomoses can also lead to acute feto-fetal transfusion in case of intrauterine fetal demise (IUFD)
of one twin (in most cases, the smaller twin), in turn resulting in neurological damage or even IUFD
of the other twin as well [52,53]. This makes the clinical course of sFGR Type III the most unpre-
dictable [54,55].

At present, there is no consensus for the optimal antenatal management of MC twin pregnancies
with sFGR [54,56e58]. This gap in knowledge still leads to high rates of (iatrogenic) prematurity
following elective delivery when fetal distress is observed, especially in sFGR Type II and Type III. sFGR
Type I cases are generally delivered between 33 and 36weeks of gestational age, while Type II and Type
III are delivered considerably earlier, namely between 30 and 32 weeks of gestational age [57,59e62].
Some case series even report a median gestational age at birth as low as 28 weeks [62]. As gestational
age at birth is the main determinant of neonatal outcome, the discrepancies in the timing of delivery
between the different types of sFGR lead to discrepancies in neonatal morbidity and mortality rates as
well. Severe neonatal morbidity was reported in 0e28% of cases in Type I, 11e45% in Type II, and
18e62% in Type III [59,60]. Neonatal death occurred in 0e3% of Type I cases, 0e28% of Type II cases, and
1e19% of Type III cases [59,60]. Therefore, Type I appears to have the most favorable neonatal course.

Aside from the type of sFGR, the size of the twins can also be a risk factor for specific adverse
neonatal outcomes. The larger twin is more at risk of acute respiratory distress at birth (34%) compared
to the smaller co-twin (19%). In contrast, the smaller twin is more at risk of developing chronic lung
disease later in life (17%) compared to the larger twin (7%) [48]. With regard to cerebral injury, a
systematic review including eleven studies demonstrated that cerebral injury rates in sFGR were 8%
(range: 0e33%) and associated with single IUFD, gestational age at birth �32 weeks, and UA Doppler
abnormalities [52]. The risk of cerebral injury in the larger twin appears to occur primarily postnatally
and seems to be related to the severity of prematurity. The smaller twin presents with more subtle
changes in brain structure reflected as overall decrease in brain growth, which might have functional
consequences later in life [63].

The effect of sFGR on long-term outcomes remains to be researched more extensively. A sys-
tematic literature review performed by our research group in 2018 identified five articles with
varying validities, but all pointing to adverse neurodevelopmental outcomes for the smaller twin
[64]. The current research focus on perinatal outcome after sFGR should increasingly be shifted to
long-term outcome as well to provide both parents and caregivers with more insight into the
childhood prognosis of sFGR.
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Monoamniotic twins

Less than 1% of monozygotic twins are MA, sharing both a single placenta and a single amniotic sac
during pregnancy. MA placentas are characterized by proximate cord insertions with large bidirec-
tional anastomoses [65e68]. MA twins are at increased risk of perinatal morbidity andmortality due to
a relatively high incidence of congenital abnormalities and the risk of umbilical cord entanglement or
strangulation [69,70]. The most optimal gestational age at birth appears to be around 33, as this is the
time when the prospective risk of IUFD becomes higher than the risk of neonatal morbidity and
mortality [71]. Neonatal morbidity and mortality in MA twins are largely determined by prematurity
and the presence of specific congenital abnormalities [70,72,73]. A recent review and meta-analysis
including 685 MA twin pregnancies showed that MA twins are particularly at risk of respiratory
morbidity and that this risk decreased with increasing gestational age at birth.

Monoamnionicity can also occur after fetoscopic laser surgery, when the intertwin membrane is
perforated during the procedure. This is reported in 1e20% of cases [74e78]. Iatrogenic MA twins
(iMAT) are at increased risk of PPROM and premature delivery when compared to lasered TTTS twins
without membrane perforation, subsequently leading to a lower gestational age at birth and more
neonatal morbidity and mortality [74e78]. This can be explained by the increased fetal surveillance
and elective preterm delivery, similar to spontaneous MA twin pregnancies.

Other complications

A large Hb difference at birth in an otherwise uncomplicated MC twin pregnancy is a common
phenomenon [79]. This unexpected Hb difference can occur due to acute peripartum TTTS, as described
earlier in this review, or through placento-fetal transfusion during vaginal delivery. The latter may
occur when, after cord clamping of the first-born twin, the second twin receives blood from both
placental shares through large vascular anastomoses [79,80]. This phenomenon may explain why
second-born twins in MC twins had a significantly higher Hb level at birth (16.7 vs. 15.9 g/dL) andmore
often presented with polycythemia (12% vs. 1%) as opposed to first-born twins [79,81]. Another po-
tential cause of discordance in Hb levels at birth in twins is related to the timing of cord clamping. As
previously suggested, obstetricians may tend to clamp the umbilical cord of the first-born twin earlier
to focus their full attention to the delivery of the second twin [81]. Once the second twin is born and is
doingwell, obstetriciansmay then in turn tend to delay cord clamping. This may then lead to higher Hb
levels in second-born twins and could also explain why a higher level of Hb is not only seen in second-
born twins in MC twins but also in dichorionic twins [81]. Considering the multiple causes of Hb
differences at birth in MC twins, we strongly advise to perform both hematological investigations
(including Hb and reticulocyte count) and placental examination to distinguish between TAPS, acute
TTTS, and placento-fetal transfusion [81].

Summary

MC twin pregnancies are at an increased risk of neonatal morbidity and mortality due to the shared
placenta with vascular connections on its surface, which can give rise to various complications,
including TTTS, TAPS, sFGR, and other hematological imbalances at birth. Moreover, a proportion of MC
twins is also MA. Each complication in turn presents its own challenges and considerations during the
neonatal period. In all complications, there is an increased risk of prematurity with its associated
sequelae. Gestational age at birth remains the primary determinant of both short- and long-term
outcome. Rate and type of neonatal morbidity and mortality also differ for donor and recipient in
TTTS and TAPS, as well as for the larger and smaller twin in sFGR. We recommend to perform neonatal
cerebral ultrasound in all complicated MC twins to rule out a severe brain injury. We also recommend
to perform color dye examination of the placenta, in order to properly distinguish between the con-
ditions. To establish a correct diagnosis, especially for acute TTTS, TAPS, or placento-fetal transfusion, a
complete blood count should be measured, including hemoglobin and reticulocyte count. Lastly, TAPS
donors should be screened for hearing loss using AABR to prevent permanent speech development
delay.
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Practice points

� TTTS survivors are at increased risk of cerebral injury, and recipient twins are at increased
risk of cardiovascular complications including RVOTO and PPHN.

� Complete blood count, including hemoglobin and reticulocyte count, is required to reach a
correct diagnosis, especially for acute TTTS, TAPS, or placento-fetal transfusion. This correct
diagnosis is also crucial in making a proper risk assessment and applying appropriate
neonatal treatment.

� Gestational age at birth is still one of the most important predictors of neonatal outcome.
� Colored dye injection of MC twin placentas after birth is recommended, as it provides insight
into the pathophysiology of each specific MC twin complication.

� In general, TAPS donors are at increased risk for perinatal morbidity andmortality. Moreover,
TAPS donors should be screened for hearing loss using AABR.

� In sFGR, the larger twin has an increased risk of acute respiratory distress at birth, while the
smaller twin has an increased risk of chronic lung disease later in life.

� In MA twins, neonatal complications are largely determined by prematurity. The optimal
gestational age for delivery is around 33 weeks.

� Long-term follow-up for all complicatedMC twins is essential to further improve care for both
twins and their parents.

Research agenda

� In TAPS, the best antenatal treatment option is still unknown. This is currently being inves-
tigated in the TAPS trial (clinicaltrials.gov identifier NCT04432168).

� The cause of increased risk for hearing loss and developmental delay in TAPS donors is not
known and requires further investigation.

� In sFGR Types II and III, urgent studies are needed to determine the optimal timing for de-
livery, balancing between the risk of sudden fetal demise and the risk of prematurity.

� An adequate antenatal management protocol for sFGR needs to be determined to optimize
both neonatal and long-term outcomes.
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