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1. Introduction 
 

Maternal and fetal morbidity and mortality from placenta praevia and morbidly adherent 
placenta are considerable. With increasing caesarean sections rate, the number of cases 
of placenta praevia and its complications, including morbidly adherent placenta, will 
continue to increase. 
 

Placenta praevia exists when the placenta is inserted wholly or in part into the lower 
segment of the uterus. It is classified by ultrasound imaging.  
 

 A Major Praevia: the placenta lies over the internal cervical os. 

 A Minor praevia: if the leading edge of the placenta is in the lower uterine segment 
but not covering the cervical os. 

 

A morbidly adherent placenta includes placenta accreta, increta and percreta where the 
placenta penetrates through the decidua basalis into and then through the myometrium. 
 

Vasa praevia describes fetal vessels coursing through the membranes over the internal 
cervical os and below the presenting part. This can be secondary to a velamentous cord 
insertion in a single or bi-lobed placenta (vasa praevia type 1), or from fetal vessels running 
between lobes of a placenta with one or more accessory lobes (vasa praevia type 2).  
Unlike placenta praevia, vasa praevia carries no major maternal risk, but is associated with 
significant risk to the fetus. When the fetal membranes are ruptured, either spontaneously 
or artificially, the unprotected fetal vessels are at risk of disruption with consequent fetal 
haemorrhage.  
 

2. Purpose and Outcomes 
 

To make sure that all medical and midwifery staff are aware of the management plan of   
women being identified with placenta praevia 
 

3. Abbreviations 
LLP - Low lying placenta 
MRI -       Magnetic resonance image 
TEDS - Thromboembolic Deterrent Stockings 
USS -       Ultrasound 
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4. Key Responsibilities and Duties 
 

All medical and midwifery staff and sonographers. 
 

5. Documentation 
 
Please ensure all assessments and individual plans of care are documented clearly in the 
appropriate records which may include some or all of those listed below 

o medical records 
o maternity hand held records 
o maternity clinical system special instructions page 

 

6. Guideline 
 
6.1. Screening and diagnosis for placenta praevia/accreta: 
 

Routine ultrasound scanning at 20 weeks of gestation for anomaly should include placental 
localisation.  

 

Clinical suspicion should be raised in all women with vaginal bleeding after 20 
weeks with  

 high presenting part,  

 an abnormal lie  

 and painless or provoked bleeding, irrespective of previous USS results 
 
The definitive diagnosis usually relies on USS. 
 

In cases of asymptomatic women with suspected minor praevia, follow-up imaging can be 
left until 34-36 weeks. 
 

In cases with asymptomatic suspected major placenta praevia or a question of placenta 
accreta, imaging should be performed at around 30-32 weeks of gestation to clarify the 
diagnosis and allow planning for third-trimester management. Refer to fetal medicine if 
posterior and all of leading edge not clearly seen. 
Anterior placenta can be visualised trans abdominally, while posterior placentas will require 
trans-vaginal scanning at Fetal medicine department. 
 

Women who have had a previous caesarean section who also have either placenta praevia 
or an anterior placenta underlying the old caesarean section scar at the anomaly scan are 
at an increased risk of placenta accreta and require a scan in the Fetal Medicine centre at 
28 weeks gestation. 
 

Antenatal USS can be complemented by MRI in equivocal cases to distinguish those 
women at special risk of placenta accreta. 
 
6.2 Antenatal management: 
  

Prevention and treatment of anaemia. 
 

Women with placenta praevia in the third trimester should be counselled about the risks of 
preterm delivery and obstetric haemorrhage, and their care should be tailored to their 
individual needs. 
 

Any home-based care requires close proximity to the hospital, the constant presence of a 
companion and full informed consent by the woman. 
 

If women are managed at home, they should be encouraged to ensure they have safety 
precautions in place, including having someone available to help them should the need 
arise and, particularly, having ready access to the hospital with immediate attendance if 
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she experiences any bleeding, contractions or pain (including vague supra pubic period-
like aches). 
 

Blood availability during inpatient antenatal care should be based on clinical factors. 
Women with atypical antibodies, should be discussed with blood bank 
. 
Prolonged inpatient care can be associated with an increased risk of thromboembolism; 
mobility should be encouraged together with the use of thromboembolic stockings and 
adequate hydration. 
 

Prophylactic anticoagulation in women at high risk of bleeding can be hazardous and the 
decision to use it should be taken on an individual basis at consultant level, considering the 
risk factors for thromboembolism.  
 
6.3   Preparations for delivery: 
 

Prior to delivery, all women with placenta praevia and their partners should have a 
discussion regarding delivery with the consultant, indications for blood transfusion and 
hysterectomy should be reviewed, and any concerns, queries or refusals of treatment 
should be dealt with accordingly and documented clearly. 
 

The mode of delivery should be based on clinical judgement supplemented by USS 
findings and decision made at consultant level; a woman with a placental edge less than 2 
cm from the internal os in the third trimester is likely to need Caesarean section. 
 

Elective delivery by caesarean section in asymptomatic women is not recommended 
before 38 weeks for placenta praevia, or before 36–37 weeks of gestation for suspected 
placenta accreta. 
 

The care bundle for suspected placenta accreta should be applied in all cases where 
there is a placenta praevia and a previous caesarean section or an anterior placenta 
underlying the old Caesarean scar. (Appendix A). 
 
6.4 Suspected placenta accreta: 
 

Cross-matched blood and blood products should be readily available in anticipation of 
massive PPH. Cell salvage should be considered although bank blood may well also be 
required in those women (the majority) who would accept bank blood, as the cell saver is 
quite slow in processing saved cells. The patient information sheet about cell salvage 
should be given. 
 

Interventional radiology can be life saving for the treatment of massive PPH, in a woman 
who is suspected of having placenta accreta, especially if she refuses donor blood. 
 

Woman giving consent for Caesarean section should understand the risks associated with 
caesarean section in general and the specific risks of placenta praevia in terms of massive 
obstetric haemorrhage, the need for blood transfusion and the chance of hysterectomy / 
ITU postop. 
 

Any woman with suspected placenta praevia accreta should be reviewed by a consultant 
obstetrician. The different risks and treatment options should be discussed and a plan 
agreed, which should be clearly documented. This should include the anticipated skin and 
uterine incisions and whether conservative management of the placenta or proceeding 
straight to hysterectomy is preferred in the situation where accreta is confirmed at surgery.  
Additional possible interventions including cell salvage and interventional radiology should 
be discussed. 
 

Any woman going to theatre electively with suspected placenta praevia accreta should be 
attended by a consultant obstetrician and consultant anaesthetist 
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7. Surgery in the presence of placenta accreta, increta and percreta: 

 

Obstetricians delivering the baby by caesarean section in the presence of a suspected 
placenta praevia / accreta should consider opening the uterus at a site distant from the 
placenta, and delivering the baby without disturbing the placenta, in order to enable 
conservative management of the placenta or elective hysterectomy to be performed if the 
accreta is confirmed.  
Going straight through the placenta to achieve delivery is associated with more bleeding 
and a high chance of hysterectomy and should be avoided. 
 

Conservative management of placenta accreta when the woman is already bleeding is 
unlikely to be successful and risks wasting valuable time. 
 

8 . Vasa praevia 
 

In the antenatal period, in the absence of vaginal bleeding, there is no method to diagnose 
vasa praevia clinically. 
 

Vasa praevia can be accurately diagnosed by trans vaginal colour Doppler ultrasound at 
Fetal medicine centre. 
 

In confirmed cases of vasa praevia at term, delivery should be carried out by elective 
caesarean section in a timely manner and prior to onset of labour, and in the presence of 
bleeding vasa praevia, delivery should be achieved by category 1 (RED) emergency 
Caesarean section.  

 

 
9. Monitoring compliance 
 

As per agreed Audit forward programme 
 

  
10. Reference: 

 
Placenta praevia, placenta praevia accreta and vasa praevia, diagnosis and management. 
RCOG Green-top guideline No.27. January 2011 
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Appendix A 
CARE BUNDLE for suspected Placenta Accreta 

 

Book Elective C/S with midwife coordinator on labour ward.  
Ideally on gynae theatre list, and no more c/s on the list. 
             √ 

Consultant Obstetrician directly supervising delivery: 
      
 

Name of Consultant Obstetrician:    
 

 

  Phone Obstetric Rota coordinator on ext 85386 and inform Consultant.  
 
 

Consultant Anaesthetist directly supervising anaesthetic at delivery:  
 
 

   
Phone Anaesthetic rota coordinator on ext 83430 to request Consultant 
cover for that elective CS list (once date known) 

 

 Inform duty Consultant Anaesthetist. Name of Consultant Anaesthetist: 
   

 

 
Blood product available: 

 

 Check antibodies on 28 weeks antibodies screen and repeat G&S 
 

 

 Request  pre-op blood: FBC, U/E,  4 units red cells for date of delivery   

 Book cell salvage:  theatre coordinator on 89768. 
 
 

 Inform Blood bank ext 88532/33 of the date of delivery and the risk of 
 massive obstetric haemorrhage. 

 

 
Multidisciplinary involvement in pre-operative planning: 

 

 Discuss with Consultant Obstetrician  
 
 

 Discuss with Consultant Anaesthetist 
 
 

 Discuss with Consultant Neonatologist. 
 
 

 Discuss with Interventional Radiologist on ext 88588 – request Radiologist 
to consent patient re: arterial catheters / balloons 

 
 

 
 
Discussion and consent includes: 

 
 
 

 Hysterectomy 
 
 

 Leaving placenta in situ 
 
 

  
 Blood transfusion, Cell salvage  
 

 

 Interventional radiology 
 

 

Possible ITU admission  
 

Date: …………………………………   Name …………………..…………………….  
 
Sig ……………………………………….…….     Designation…………………………………… 
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