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UNNUMBERED TABLE

Summary of recommendations

Number Recommendation GRADE
1 We recommend routine first-trimester sonographic 1B

determination of chorionicity and amnionicity.

2 We recommend that ultrasound surveillance for TTTS begin 1C
at 16 weeks of gestation for all MCDA twin pregnancies and
continue at least every 2 weeks until delivery, with more
frequent monitoring indicated with clinical concern.

3 We recommend that routine sonographic surveillance for 1C
TTTS minimally include assessment of amniotic fluid volumes
on both sides of the intertwin membrane and evaluation for
the presence or absence of urine-filled fetal bladders, and
ideally incorporate Doppler study of the umbilical arteries.

®
Recommandations dela | e e "
treatment for stage Il through stage IV TTTS presenting

between 16 and 26 weeks of gestation.

5 We recommend expectant management with at least weekly 1B
fetal surveillance for asymptomatic patients continuing
pregnancies complicated by stage | TTTS and consideration

for fetoscopic laser surgery for stage | TTTS presentations
between 16 and 26 weeks of gestation complicated by
additional factors such as maternal polyhydramnios-
associated symptomatology.

5] We recommend an individualized approach to laser surgery 1C
for early- and late-presenting TTTS.

7 We recommend that all patients with TTTS qualifying for laser Best Practice
therapy be referred to a fetal intervention center for further
evaluation, consultation, and care.

8 After laser therapy, we suggest weekly surveillance for 6 2C
weeks followed by resumption of every-other-week
surveillance thereafter, unless concern exists for post-laser
TTTS, post-laser TAPS, or FGR.

2] Following the resolution of TTTS after fetoscopic laser surgery 1C
and without other indications for earlier delivery, we
recommend delivery of dual-surviving MCDA twins at 34 to
36 weeks of gestation.

10 In TTTS pregnancies complicated by posttreatment single 1C
fetal demise, we recommend full-term delivery (39 weeks) of
the surviving co-twin to avoid complications of prematurity
unless indications for earlier delivery exist.

11 We recommend that fetoscopic laser surgery not influence Best Practice
the mode of delivery.

12 We recommend that prenatal diagnosis of TAPS minimally 1C
require either Doppler MCA-PSV values =1.5 MoM and
<1.0 MoM in donor and recipient twins, respectively, or an
intertwin A MCA-PSV =0.5 MoM.

13 We recommend that providers consider incorporating 1C
Doppler MCA-PSV determinations into all MC twin ultrasound
surveillance beginning at 16 weeks of gestation.

14 Consultation with a specialized fetal care center is Best Practice
recommended when TAPS progresses to a more advanced
disease stage (=Il) before 32 weeks of gestation or when
concern arises for coexisting complications such as TTTS.




) Traitement
Quand? Qui? Comment?

1. Foetoscopie laser
TERME = gold standard et seul traitement

| s 3CYynyzZCUHS
Seulls =16/17 SA v 26 SA

2. Occlusion de cordon ombilical : N
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- $ 0 Bdgdoetoscopie laser
STADE -RCIUI E&EY 6 Cs
Stade 1 si symptomatologie / complications 3. Amniodrainage
BYsOYynHICYSYY Traitement symptomatique
Stade 2 +++ 4. Accouchement

Traitement symptomatique
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Quand et qui traiter ?

AD U #spicion diagnostique : adresser en

centre de reference

AStade 1 ?
- Suivi hebdomadaire
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- Parmi 40% regression : >90% de survie, et taux
de complications neurologiques faible

AA partir du stade 2

Entre 16 et 26 SA

GA at diagnosis
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Diagnosis of TTTS
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< 26 weeks ‘ > 26 weeks ‘ ‘ Late pregnancy
Delivery
Amnioreduction (amnioreduction

| |

Sonographic follow-up
Daily during early posi-operative
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Weekly thereafter
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Acute
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suspected on hemorrhage
PSVMCA>15
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i Repete laser or FBS +
EBS +/- cord coagulation transfusion
transfusion or +/- repeat laser
amnioreduction or or
delivery cord coagulation
28-32 weeks : |
MRI ’"
34 weeks :

discuss
elective delivery




Quand et qui traiter ?

We recommend fetoscopic laser surgery as the standard
treatment for stage Il through stage IV TTTS presenting
between 16 and 26 weeks of gestation.

We recommend expectant management with at least weekly
fetal surveillance for asymptomatic patients continuing

pregnancies complicated by stage | TTTS and consideration
for fetoscopic laser surgery for stage | TTTS presentations
between 16 and 26 weeks of gestation complicated by
additional factors such as maternal polyhydramnios-

ASersade<uID omatology

We recommend an individualized approach to laser surgery 1C
for early- and late-presenting TTTS.
We recommend that all patients with TTTS qualifying for laser Best Practice

therapy be referred to a fetal intervention center for further
evaluation, consultation, and care.




La foetoscopie avec coagulation laser

Abord percutane

Sous sédation maternelle IV et AL



Traitement par foetoscopie laser
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A Technique de Solomon =

bichorionisation placentaire
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- ISG par occlusion du CO

- Accouchement

http.//www.mombaby.org/UserFiles/File/TTTS.html



Le Syndrome Transfuseur Transfuse (TOPS)

Midwestfetal care center
AllinaHealtho






Ages gestationnels précoces

(STT< 17SA>




Ages gestationnels tardifs

STT apres 26 SA
Evaluation en centre expert
Corticothérapie

l

Stade | symptomatique
Stades IlI-IV

l 1

Chirurgie jugée non

Chirurgie réalisable réalisable

| |
- \

Stades |-l :

Stades llI-IV : naissance a envisager

- Surveillance échographique : 1-2/sem

- Amniodrainage si besoin

- Stades | stables : naissance a partir de 32 SA
hd - Stade Il : naissance dés que progression

Intervention \ j
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100% -

Qverall, N = 298 90% -
80% -

0

23 (7.8%) 10-20% 70% -
60% -

60 (20%) 20-30% ok
40% -

50-70% 30% -

210 (72%) -

1Statistics presented: n (%)

SMFM 2024
Cohorte STT opérés Necker Janvier 2015-Juin 2020

Résultats apres foetoscopie

10% -

0% -

W Aucun vivant
» Un enfant vivant

® Deux enfants vivants

Lecointre2017

Stade | Stade 1 Stade IlI Stade [V

A Strasbourg, en 2077...



AU Moins un Aucun
enfant vivant enfant vivant

Caractéristiques maternelles et obstétricales

Age de la patiente (annees)

Parité 0

StadeQuintero "

IV

Longueur cervicale (mm)

Placenta antérieur

Facteurs pronosticques

Oui

Non

30.2+ 5.4
60 (78.9%)
107 (86.3%)
46 (93.9%)
73 (83.0%)
42 (76.4%)
6 (75.0%)
40.5+ 10.4
62 (74.7%)

105 (89.7%

28.7+6.2
16 (21.1%)
17 (13.7%)
3 (6.1%)

15 (17.0%)

13 (23.6%)

2 (25.0%)

34.6+14.1
21 (25.3%)

12 (10.3%

0.006

0.005




Caracteristigues Au moins un enfant Aucun
chirurgicales vivant enfant vivant

Age gestationnel au moment du laser
(semaines)

1.3 mm
Endoscope utilisé
2 mm

Nombre de vaisseaux coagulés

Sélective
Technique
Solomon
Amniodrainage(mL)

Durée du laser (min)

20.3+ 3.0

25 (83.3%)

142 (83.5%)

9.7+£4.5

116 (82.9%)

51 (85.0%)

1728+ 1128

27.3+10.2

Facteurs pronosticques

19.3+£2.9

5 (16.7%)

28 (16.5%)

10.7+4.6

24 (17.1%)

9 (15.0%)

1687+ 1035

27.9+12.1

0.07

0.91

0.26

0.50

0.84

0.78




Complications post opératoires

ARPM (1615%... 25 % ?7?)
- Fausse couche tardive

- Ou accouchementremature -
. RPM
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CHIRURGIE:
. Exhaustivité CONDITION FCETALE:
A Echec «  Sélectivité «  Discordance/RCIU

P \ ¢ Hémodynamique (Doppler)
AReC|d|vede STT +  Technique

A T AP S . Localisation placentaire

A Brides amniotiques
AHRP décollement placentaire

A Septostomie
AMFIU



Apreés foetoscopie laser

A Architecture placentaire aprés traitement laser des complications

Almportant feedbaclpour le chirurgien

A Anastomoses résiduell@&s32% petites et situées en périphérie

ASelon nombre, taille, type and direction: persistent STT, reversal STT, TAPS ou Ml




Pronostic neurologigue apres traitement

HOW DO PRETERM TWINS BORN AFTER
SUCCESSFUL LASER COMPARE WITH PRETERM

DICHORIONIC TWINS ?
Lenclen AJOG 2007

DICHORIONIC
TTTS LASER

N =97 TWINS P

N =97
IVH 3-4 7.4% 7.4% 0.80
PVL 9.5% 3.2% 0.14

Seere La plupart =neurodvpt NORMAL

cerebral
, 18% 13% 0.46
lesions

(IVH or PVL)

et 4-18% de |ésions cérébrales a 2
21% w0 ans malgre tres bon pronostic

cerebral
lesion

Une IRM sera systématiquement effectuée a 32 semaines Dépend de Ia prématu rlté et

car le risque résiduel de Iésions neuro-encéphaliques chez ces
e e SEen 7 stade Initial auttt Ad ressage précoce des
suspicion



Suivi et accouchement
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| AnDD! Rares PaRaDIGM

Protocole National de Diagnostic et de Soins (PNDS)

Syndrome Transfuseur Transfusé

Centre de Référence Pathologies rares liées au placenta des grossesses
monochoriales

Filiere AnDDI-Rares

Texte du PNDS
Décembre 2024




PEC thérapeutique des
complications monochoriales

oy Huldl €FDPN 13.12.2024
Marie ZILLIOX - JAMET

STT



