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Placenta Praevia, Placenta Praevia Accreta and Vasa Praevia:
Diagnosis and Management

This is the third edition of this guideline. The first, published in 2001, was entitled Placenta Praevia: Diagnosis
and Management; the second, published in 2005, was entitled Placenta Praevia and Placenta Praevia
Accreta: Diagnosis and Management.

1. Purpose and scope

The purpose of this guideline is to describe the diagnostic modalities used for placenta praevia, vasa praevia
and a morbidly adherent placenta and how they are applied during the antenatal period. Clinical manage-
ment will be described in the antenatal and peripartum period with specific reference to the anticipation,
planning and timing of surgery, as well as to the advanced techniques and interventions available for managing
placenta accreta. This guideline does not address the problems of a suspected morbidly adherent placenta
before fetal viability.

2. Background and introduction

2.1 Placenta praevia and placenta praevia accreta

Maternal and fetal morbidity and mortality from placenta praevia and placenta praevia accreta are
considerable1–11 and are associated with high demands on health resources. With the rising incidence of
caesarean sections combined with increasing maternal age, the number of cases of placenta praevia and its
complications, including placenta accreta, will continue to increase,7,8,12–24 and updating the guideline for this
condition is timely. In addition, vasa praevia, while rare, is nonetheless associated with high perinatal
morbidity and mortality25 and is therefore included in this guideline for the first time. 

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 according to what is relevant clinically: if the placenta lies over the
internal cervical os, it is considered a major praevia; if the leading edge of the placenta is in the lower uterine
segment but not covering the cervical os, minor or partial praevia exists.

A morbidly adherent placenta includes placenta accreta, increta and percreta as it penetrates through the
decidua basalis into and then through the myometrium, but for ease of description the term accreta will be
used in this guideline as a general term for all of these conditions.

2.2 Vasa praevia

Vasa praevia describes fetal vessels coursing through the membranes over the internal cervical os and below
the fetal presenting part, unprotected by placental tissue or the umbilical cord.26 This can be secondary to a
velamentous cord insertion in a single or bilobed 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).27 The reported incidence
varies between one in 2000 and one in 6000 pregnancies,27–30 but the condition may be under-reported in the
literature.31 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. Vasa praevia therefore
often presents with fresh vaginal bleeding at the time of membrane rupture and fetal heart rate abnormalities
such as decelerations, bradycardia, a sinusoidal trace or fetal demise.28,32,33 The mortality rate in this situation is
around 60%,25,28,34 although significantly improved survival rates of up to 97% have been reported where the
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diagnosis has been made antenatally.25,34 More rarely, bleeding can occur in the absence of membrane rupture.
Because the fetal blood volume is around 80–100 ml/kg, the loss of relatively small amounts of blood can have
major implications for the fetus, thus rapid delivery and aggressive resuscitation including the use of blood
transfusion if required are essential.35 Very rarely, fetal heart rate abnormalities in the absence of bleeding may
be present secondary to compression of the fetal vessels by the fetal presenting part.36

Risk factors for vasa praevia include placental anomalies such as a bilobed placenta or succenturiate lobes
where the fetal vessels run through the membranes joining the separate lobes together, a history of low-lying
placenta in the second trimester,37,38 multiple pregnancy39 and in vitro fertilisation,40,41 where the incidence of
vasa praevia has been reported to be as high as one in 300. The reasons for this association are not clear, but
disturbed orientation of the blastocyst at implantation, vanishing embryos and the increased frequency of
placental morphological variations in in vitro fertilisation pregnancies have all been postulated.42,43

3. Identification and assessment of evidence 

To update this guideline the Cochrane Library, Embase and Medline were searched for relevant randomised
controlled trials, systematic reviews and meta-analyses: for placenta praevia and accreta the search dated from
2004 to 2009 (the search for the previous guidelines was up to May 2004); the search for vasa praevia was
dated from 1950 to August 2009. The searches were performed using MeSH headings placenta praevia and
placenta accreta and vasa praevia. As with the previous editions of this guideline, the majority of publications
on placenta praevia and accreta are retrospective studies, case reports and reviews, with a paucity of
prospective studies and randomised trials or meta-analyses. This was also the case for vasa praevia. In addition
to the above the National Patient Safety Agency (NPSA), the RCOG and the Royal College of Midwives (RCM)
ran a pilot care bundle for placenta praevia and caesarean section during 2008 and information from this has
been included, although publication from this work postdated the end of the literature search.44

4. Screening and diagnosis for placenta praevia/accreta

4.1 Can we diagnose placenta praevia clinically?

Clinical suspicion should be raised in all women with vaginal bleeding after 20 weeks of gestation. A
high presenting part, an abnormal lie and painless or provoked bleeding, irrespective of previous
imaging results, are more suggestive of a low-lying placenta but may not be present, and the definitive
diagnosis usually relies on ultrasound imaging.

While clinical acumen remains vitally important in suspecting and managing placenta praevia, the definitive
diagnosis of most low-lying placentas is now achieved with ultrasound imaging. Clinical suspicion should,
however, be raised in any woman with vaginal bleeding (classically painless bleeding, or bleeding provoked
by sexual intercourse) and a high presenting part or an abnormal lie, irrespective of previous imaging results.

4.2 Should we screen for placental localisation?

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

The UK National Screening Committee does not recommend a national screening programme for
placenta praevia, but it supports the current local practices of identifying at the routine 20-week
antenatal screening ultrasound scan women whose placenta encroaches on the cervical os. This
practice is not supported by evidence from randomised controlled trials but is supported by the
RCOG and the National Institute for Health and Clinical Excellence (NICE).45
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4.3 How should we image for placental localisation?

Transvaginal scans improve the accuracy of placental localisation and are safe, so the suspected
diagnosis of placenta praevia at 20 weeks of gestation by abdominal scan should be confirmed by
transvaginal scan.

In the second trimester transvaginal sonography (TVS) will reclassify 26–60% of cases where the
abdominal scan diagnosed a low-lying placenta,46,47 meaning fewer women will need follow-up. In
the third trimester, TVS changed the transabdominal scan diagnosis of placenta praevia in 12.5% of
32 women.48 Leerentveld et al.49 demonstrated high levels of accuracy of TVS in predicting placenta
praevia in 100 women suspected of having a low-lying placenta in the second and third trimester
(sensitivity 87.5%, specificity 98.8%, positive predictive value 93.3%, negative predictive value
97.6% and false negative rate 2.33%).

Numerous prospective observational trials have used TVS to diagnose placenta praevia and none
has experienced any haemorrhagic complications, thus confirming the safety of this technique.46–50

There is still only one small randomised controlled trial (n=38)51 comparing transabdominal scan
and TVS for placenta praevia, which supports this safety profile and reports superior views,
especially for posteriorly situated placentas.

4.4 Which women need further imaging if the placenta is low at 20 weeks of gestation?

All women require follow-up imaging if the placenta covers or overlaps the cervical os at 20 weeks of
gestation.

Women with a previous caesarean section require a higher index of suspicion as there are two problems
to exclude: placenta praevia and placenta accreta. If the placenta lies anteriorly and reaches the cervical
os at 20 weeks, a follow-up scan can help identify if it is implanted into the caesarean section scar.

Placental ‘apparent’ migration, owing to the development of the lower uterine segment, occurs
during the second and third trimesters,52–54 but is less likely to occur if the placenta is posterior55 or
if there has been a previous caesarean section.35 In one study, only five of 55 women with a placenta
reaching or overlapping the cervical os at 18–23 weeks of gestation (diagnosed by TVS) had
placenta praevia at birth and in all cases the edge of the placenta had overlapped 15 mm over the
os at 20 weeks of gestation.56 A previous caesarean section influences this: a large retrospective
review of 714 women with placenta praevia found that even with a partial ‘praevia’ at 20–23 weeks
(i.e. the edge of the placenta reached the internal cervical os), the chance of persistence of the
placenta praevia requiring abdominal delivery was 50% in women with a previous caesarean
section compared with 11% in those with no uterine scar.53

Conversely, although significant migration to allow vaginal delivery is unlikely if the placenta
substantially overlaps the internal os (by over 23 mm at 11–14 weeks of gestation in one study,54

by over 25 mm at 20–23 weeks of gestation in another52 and by over 20 mm at 26 weeks of
gestation in a third study57), such migration is still possible and therefore follow-up scanning should
be arranged. 

4.5 When should further imaging occur?

Women who bleed should be managed individually according to their needs.

In cases of asymptomatic women with suspected minor praevia, follow-up imaging can be left until 36
weeks of gestation.
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In cases with asymptomatic suspected major placenta praevia or a question of placenta accrete,
imaging should be performed at around 32 weeks of gestation to clarify the diagnosis and allow
planning for third-trimester management, further imaging and delivery. D

Asymptomatic women without a previous caesarean section whose placenta has just reached but
not covered the cervical os at the 20-week scan and in whom pregnancy is progressing normally
can be managed expectantly, with further imaging at 36 weeks of gestation.45

Women with major placenta praevia or placenta accreta are at high risk of preterm delivery and
severe morbidity58,59 and therefore clarification of the diagnosis earlier than 36 weeks is beneficial.
When the placenta has completely covered the cervix at the 20-week scan, making major placenta
praevia more likely, or if the placenta is anteriorly placed and reaching the os in a woman with a
previous caesarean section, making placenta accreta more likely, earlier follow-up imaging is
advised. Of those women in whom the placenta is still low at 32 weeks of gestation, the majority
(73%) will remain so at term, but 90% of major praevias at this gestation will persist.53 Imaging at
32 weeks therefore seems timely in enabling a fairly definitive diagnosis to be made alongside a
plan for further care, including follow-up imaging for possible accreta, counselling for delivery and
planning delivery.44

4.6 How can a morbidly adherent placenta be diagnosed?

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 32 weeks of gestation are at increased risk of
placenta accreta and should be managed as if they have placenta accreta, with appropriate preparations
for surgery made.

Antenatal sonographic imaging can be complemented by magnetic resonance imaging in equivocal
cases to distinguish those women at special risk of placenta accreta.

Antenatal imaging techniques that can help to raise the suspicion of a morbidly adherent placenta should be
considered in any situation where any part of the placenta lies under the previous caesarean section scar, but
the definitive diagnosis can be made only at surgery. These techniques include ultrasound and magnetic
resonance imaging (MRI). Numerous ultrasound imaging techniques have been reported over the years
including greyscale, colour and/or three-dimensional power Doppler sonography.60–69

Most recently, Shih et al. compared prospectively 3D power Doppler with greyscale and colour
Doppler techniques in 170 women of whom 72 had had a previous caesarean section.69 Thirty-eight
of the women with a previous caesarean section had placenta accreta identified at delivery.
Considering just the 72 women with previous caesarean section, the diagnostic performance of the
different ultrasound modalities are itemised in Table 1; in each case the results reported are when at
least one diagnostic criterion was present. It can be seen that three-dimensional power Doppler gives
the best overall results when an isolated criterion is found, but as multiple diagnostic criteria were
commonly found in the women with placenta accreta, these predictions can be improved upon.69

Table 1.   Diagnostic performance of different ultrasound modalities

Sensitivity (%) Specificity (%) Positive predictive value (%) Risk

Greyscale 95 76 82 93

Colour Doppler 92 68 76 89

Three-dimensional power 100 85 88 100
Doppler
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Ultrasound criteria for diagnosis were as follows:

Greyscale:
! loss of the retroplacental sonolucent zone
! irregular retroplacental sonolucent zone
! thinning or disruption of the hyperechoic serosa–bladder interface
! presence of focal exophytic masses invading the urinary bladder
! abnormal placental lacunae.

Colour Doppler:
! diffuse or focal lacunar flow
! vascular lakes with turbulent flow (peak systolic velocity over 15 cm/s)
! hypervascularity of serosa–bladder interface
! markedly dilated vessels over peripheral subplacental zone.

Three-dimensional power Doppler:
! numerous coherent vessels involving the whole uterine serosa–bladder junction (basal view)
! hypervascularity (lateral view)
! inseparable cotyledonal and intervillous circulations, chaotic branching, detour vessels (lateral view).

The role of MRI in diagnosing placenta accreta is still debated. Two recent comparative studies have
shown sonography and MRI to be comparable: in the first study 15 of 32 women ended up having
accreta70 (sensitivity 93% versus 80% and specificity 71% versus 65% for ultrasound versus MRI); in
the second study 12 of 50 women ended up having accreta and MRI and Doppler showed no
difference in detection (P=0.74), although MRI was better at detecting the depth of infiltration in
cases of placenta accreta (P<0.001).71 Many authors have therefore recommended MRI for women
in whom ultrasound findings are inconclusive.72–74

The main MRI features of placenta accreta include:74

! uterine bulging
! heterogeneous signal intensity within the placenta
! dark intraplacental bands on T2-weighted imaging.

5. Antenatal management 

Prevention and treatment of anaemia during the antenatal period is recommended.

5.1 Where should women with placenta praevia be cared for in the late third trimester?

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.

The Cochrane systematic review, which has not been updated since November 2002,75 only
includes one randomised controlled trial comparing hospital versus home care.76 The trial by Wing
et al.76 compared 26 women who were allowed home with 27 women kept in hospital and the only
significant difference was a reduction in length of hospital stay.

In the previous version of this guideline it was stated that those with major praevia who have
previously bled should be admitted from approximately 34 weeks of gestation, while outpatient
care can be considered for those with minor praevia or those who are asymptomatic. There remains
a paucity of evidence to guide place of care. Since the last guidance, one retrospective observational
review has been published that considered the care of 161 women with placenta praevia in the
third trimester.77 It demonstrated that neither the likelihood of bleeding nor the need for rapid

6 of 26RCOG Green-top Guideline No. 27 © Royal College of Obstetricians and Gynaecologists

Evidence
level 2+

Evidence
level 1-

Evidence
level 2+

!

D

!



RCOG Green-top Guideline No. 27 7 of 26 © Royal College of Obstetricians and Gynaecologists

delivery was associated with the degree of praevia. A small trial looking at whether cervical length
might help in the prediction of those at risk of early delivery was too small to allow conclusions to
be drawn.78

International opinion is similar, with the Royal Australian and New Zealand College of Obstetricians
and Gynaecologists recommending that all women at risk of major antepartum haemorrhage
should be encouraged to remain close to the hospital of confinement for the duration of the third
trimester of pregnancy.79

Where possible, home-based care should be conducted within a research context.

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.

It should be made clear to any woman being managed at home that she should attend immediately she
experiences any bleeding, contractions or pain (including vague suprapubic period-like aches).

Decisions regarding blood availability during inpatient antenatal care should be based on clinical
factors relating to individual cases as well as on local blood bank services. Women with atypical
antibodies form a particularly high-risk group and discussions in these cases should involve the local
haematologist and blood bank.

5.2 Is there a place for cervical cerclage in these women?

The use of cervical cerclage to reduce bleeding and prolong pregnancy is not supported by sufficient
evidence to recommend this practice outside of a clinical trial.

There have been no new trials looking at this issue since the previous guidelines, which considered
two studies on cervical cerclage80,81 included in the Cochrane review.75 A total of 64 women were
randomised and three women were lost to follow-up. Only one of these trials showed a possible
benefit, with a reduction in the number of babies born before 34 weeks of gestation or weighing
less than 2 kg, although randomisation was by birth date and analysis was by treatment received,
not intention to treat.80

5.3.1 Is there a place for tocolytics in women who bleed?

Tocolysis for treatment of bleeding due to placenta praevia may be useful in selected cases. However,
beta-mimetics were used in the studies to date and, as these are known to be associated with significant
adverse effects, the agent and optimum regime are still to be determined: further research is needed in
this area.

The aetiology of bleeding in placenta praevia is due to the dynamics of the development of the
lower uterine segment, but may also be triggered by uterine activity. This has prompted
obstetricians to try ‘conservative aggressive management’ of placenta praevia using tocolysis in this
situation.82,83 The previous version of these guidelines considered evidence from a prospective
randomised controlled trial of 60 women who presented with bleeding due to placenta praevia
between 28 and 34 weeks of gestation.84 Tocolysis using 10 mg of ritodrine every 6 hours by
intramuscular injections for 7 days was compared with no treatment. Treatment was associated
with prolongation of pregnancy (25.33±17.7 days compared with 14.47±20.33 days, P<0.05) and
an increased birth weight (2.27±0.59 kg compared with 1.95±0.55 kg). No adverse effects to
mother or baby were shown, and particularly no increased risk of bleeding was found. There have
been no new trials to consider for this guideline update.
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Previous observational studies have reported similarly encouraging results. Besinger et al.85

conducted a prospective study on 112 women with acute vaginal bleeding and known placenta
praevia and gave tocolysis to 72 women who had significant uterine activity (85%). This group of
women had a prolongation of the interval from admission to delivery (39.2 days versus 26.9 days,
P<0.02) and an increase in birth weight (2.520 kg versus 2.124 kg, P<0.03) compared with the 40
women who were not given tocolysis. The largest series of cases where tocolysis was used for
bleeding in the third trimester, including in 76 of 105 women with placenta praevia, is reported in
a retrospective review by Towers et al.86 and has suggested no increased morbidity or mortality
associated with such use in a tertiary setting.

5.3.2 Is there a place for the use of  prophylactic tocolytics in women to prevent bleeding?

Prophylactic terbutaline to prevent bleeding has not been found to benefit women with placenta
praevia.87

5.4 What precautions should be taken against venous thromboembolism for inpatients?

Prolonged inpatient care can be associated with an increased risk of thromboembolism; therefore,
mobility should be encouraged together with the use of thromboembolic deterrent 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 considering the risk factors for thromboembolism. Limiting
anticoagulant thromboprophylaxis to those at high risk of thromboembolism seems reasonable.88

In the postnatal period, immobility, massive haemorrhage and operative delivery are all risk factors for
postnatal thromboembolism. Thromboprophylaxis should be considered according to Green-top Guideline
No. 37: Reducing the risk of thrombosis and embolism during pregnancy and the puerperium.88

6. Preparations for delivery

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

6.1 In what situations can vaginal delivery be contemplated for women with a low-lying placenta?

The mode of delivery should be based on clinical judgement supplemented by sonographic information.
A woman with a placental edge less than 2 cm from the internal os in the third trimester is likely to need
delivery by caesarean section, especially if the placenta is thick, but the evidence for this is poor and
further research in this area is needed.

As the lower uterine segment continues to develop beyond 36 weeks of gestation, there is a place for
TVS if the fetal head is engaged prior to an otherwise planned caesarean section.

No new trials addressing this question have been published since the last guidelines. Making a
recommendation for a specific mode of delivery based on reports of ultrasound findings is difficult
because studies have largely been retrospective and observational, with the decisions being
influenced by knowledge of the ultrasound scan findings rather than being blind to them.
Oppenheimer et al.50 performed TVS in the third trimester on 127 women and 52 had placenta
praevia. In 31 cases there was major placenta praevia and only 21 were partial praevias. Of these
the mean distance from the leading placental edge to the cervical os was significantly different in
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those delivered by caesarean section than those aiming for and achieving vaginal delivery, with a
cut-off distance of 2 cm (P=0.0004), but there was a 28% caesarean section rate in those in whom
the leading placental edge was over 2 cm from the os and 12.5% of those in whom the leading
placental edge was less than 2 cm away delivered vaginally.

In another retrospective study89 of 121 cases, two of 40 women with placentas within 0.1–2.0 cm
of the cervical os delivered vaginally, while 22 of 39 with placentas further than 2 cm from the
internal os achieved vaginal delivery. No mention is made in this paper of whether the placentas
were anterior or posterior.

Decisions regarding the mode of delivery take into account clinical factors as well as ultra-
sound findings and the woman’s preferences, especially if the fetal head has entered the pelvis.
Ultrasound can add to this information in terms of where the fetal head is relative to the leading
edge of the placenta, and the thickness of the encroaching tongue of the placenta has been shown
to influence outcome: the thicker the placenta (over 1 cm), the greater the likelihood of abdom-
inal delivery (P=0.02).90

6.2 At what gestation should elective delivery occur?

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

Although placenta praevia and placenta accreta are associated with preterm delivery, with 40% of
women delivering before 38+0 weeks of gestation,58,59 cases requiring delivery are unpredictable and
could only be avoided by a policy of delivery at 32 weeks of gestation. This would be unacceptable
due to neonatal morbidity,91 but equally waiting too long can increase the chance of neonatal
mortality.7 Individual characteristics should be considered, but with the planning needed for the
especially high-risk cases suspected of having placenta accreta, planned delivery at around 36–37
weeks of gestation (with corticosteroid cover92) is a reasonable compromise, while in those with
uncomplicated placenta praevia delivery can be delayed until 38–39 completed weeks of gestation.44,93

6.3 What preparations should be made before surgery?

Placenta praevia without previous caesarean section carries a risk of massive obstetric haemorrhage
and hysterectomy and should be carried out in a unit with a blood bank and facilities for high-
dependency care.

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 scar.

In response to the findings of the confidential enquiry10 and the recognition of the severe morbidity
associated with placenta praevia and previous caesarean section,23 the NPSA in collaboration with the RCOG
and the RCM set up an expert working group to develop a care bundle for placenta praevia accreta.44 Six
elements of good care that were considered to be uncontroversial were agreed. The care bundle was then
tested in six units over a 5-month pilot study period and it was found to be both achievable and practical.
Clinical outcomes were monitored, confirming the high morbidity associated with this condition. The six
elements considered to be reflective of good care were:
! consultant obstetrician planned and directly supervising delivery
! consultant anaesthetist planned and directly supervising anaesthetic at delivery
! blood and blood products available
! multidisciplinary involvement in pre-op planning
! discussion and consent includes possible interventions (such as hysterectomy, leaving the placenta in place,

cell salvage and intervention radiology)
! local availability of a level 2 critical care bed.
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The reasoning behind the choices for these elements of care together with relevant references were compiled
into a supportive document given to all pilot units and available on the NPSA/RCOG website.93 The view
regarding place of delivery is that women who decline blood products should be transferred to a centre
where cell salvage and interventional radiology are available.93

The unpredictable nature of this potentially high-risk surgery means that the need for a level 2
critical care bed should be confirmed before an elective procedure is embarked upon.10

6.4 What blood products are needed?

6.4.1 Placenta praevia

Blood should be readily available for the peripartum period; whether ready cross-matched blood is
required and in what amount will depend on the clinical features of each individual case and the local
blood bank services available. When women have atypical antibodies, direct communication with the
local blood bank should enable specific plans to be made to match the individual circumstance.

The RCOG guidance on blood transfusion in obstetrics94 recommends red cells, fresh frozen plasma and
cryoprecipitate are all kept by blood banks supplying obstetric units.

There is no evidence to support the use of autologous blood transfusion for placenta praevia.

Dinsmoor et al.95 retrospectively reviewed 88 women who had placenta praevia and only 12 (14%)
would have been eligible for autologous blood donation/transfusion. Of the 12, only two were
transfused at delivery but required a total of 12 units and 18 units. Current European Union
legislation only permits blood establishments to perform this procedure96 and it is not supported
by the RCOG.94

Cell salvage may be considered in women at high risk of massive haemorrhage and especially in women
who would refuse donor blood. D 

Cell salvage in obstetrics has increased in use since the early studies97–101 and a NICE guideline102 has
been published since the previous version of this guideline. It has been used with success in
placenta praevia103 and in the USA anticipated difficulties with placenta praevia/accreta surgery are
an indication for considering the use of cell salvage technology, where available.104 The Obstetric
Anaesthetists’ Association (OAA) supports its use,105 as does the RCOG, which suggests it is
appropriate when anticipated blood loss exceeds 1500 ml.94

6.4.2 Suspected placenta accreta

Cross-matched blood and blood products should be readily available in anticipation of massive
haemorrhage. Where available, cell salvage should be considered and if the woman refuses donor blood
it is recommended that she be transferred to a unit with a cell saver.

The use of cell salvage in obstetric units is increasing in the UK. During the pilot study for the
NSPA/RCOG/RCM care bundle, all units included had a cell saver on the labour ward. This had not
been a requirement for inclusion in the study. This study was too small to draw any conclusions or
comment on any effect on maternal morbidity.44 As more units acquire a cell saver and then become
familiar with its use more information will become available as to its usefulness, but its availability
does not remove the need to arrange for cross-matched blood. 
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6.5 When is interventional radiology indicated?

Interventional radiology can be life saving for the treatment of massive postpartum haemorrhage, and
therefore having this facility available locally is desirable. If a woman is suspected of having placenta
accreta and she refuses donor blood, it is recommended that she be transferred to a unit with an
interventional radiology service.

The place of prophylactic catheter placement for balloon occlusion or in readiness for embolisation if
bleeding ensues requires further evaluation. 

The treatment of severe postpartum haemorrhage using interventional radiology techniques and
selective embolisation has been well reported in case series,106–110 but is unlikely to be subjected to
a randomised controlled trial. Uterine artery embolisation in cases of uncontrolled haemorrhage
can be life saving and uterus sparing and should be considered.

Less clear is the value of prophylactic placement of arterial catheters in cases where placenta
accreta is suspected antenatally. This has not been subjected to a randomised controlled trial and
the evidence comprises a number of case series with variable results, from beneficial111–113 through
equivocal107,114 to no benefit.115,116 Most recently, some case–control series have compared
prophylactic catheter placement with controls: Shrivastava et al.117 compared 19 cases of balloon
occlusion combined with hysterectomy with 50 cases of hysterectomy alone and found no
difference in outcome; Tan et al.118 compared 11 cases of prophylactic balloons with 14 historic
controls and found a reduction in operative time, blood loss and blood transfusion rates; a study
from Edinburgh119 found that six of 12 prophylactic catheter placements were unnecessary, four of
the remaining six women needed hysterectomy anyway, one woman bled after the catheter had
been removed post-delivery and the catheter may have been useful in one case.

There is a case report of a popliteal arterial thrombus requiring thromboembolectomy complicating
common iliac balloon catheterisation at caesarean hysterectomy.120 The current RCOG opinion is that further
work is required to establish the risks and benefits of this technique as a prophylactic measure before it can
be recommended.121

6.6 What anaesthetic is most appropriate for delivery of the baby?

The choice of anaesthetic technique for caesarean sections for placenta praevia and suspected placenta
accreta must be made by the anaesthetist conducting the procedure. There is insufficient evidence to
support one technique over another.

The data available on choice of anaesthetic technique for these cases has previously demonstrated
differing opinions from UK obstetric anaesthetists,122 while evidence from the USA has supported
regional anaesthesia.13 There have been no new trials since the previous guidelines, which
considered two trials adding to the evidence in support of regional anaesthesia. The first was a large
retrospective study of 350 cases of placenta praevia123 where 210 women who received regional
blockade were compared with 140 women who received general anaesthesia. There was more
blood loss and more transfusion requirements in those having a general anaesthetic, and the two
women who experienced major morbidity (one pulmonary embolus and one cerebral embolus)
both had general anaesthetics. Of the five womens with placenta accreta, four had regional
anaesthesia initially, but two required conversion to general anaesthesia. In this trial, general
anaesthetics were more commonly used in emergency situations and consultants were more likely
to give regional anaesthesia than their junior colleagues, especially in emergencies.

The second trial was a small randomised controlled trial of regional versus general anaesthesia for
placenta praevia124 where 12 women received general anaesthetic and 13 women received regional
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blockade. The numbers were small and more women in the general anaesthetic group had placenta
praevia accreta (two versus one) or anterior praevia (four versus one), but outcomes were similar
for the babies. Blood transfusion requirements (although not estimated blood loss) were greater in
the general anaesthetic group. 

6.7 What should be included in the consent form for caesarean section?

Any 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.

General procedures for discussing and obtaining consent for caesarean section are described in detail in
RCOG Consent Advice No.7: Caesarean section,125 but the risk of massive haemorrhage is approximately 12
times more likely with placenta praevia.121 This should be explained together with the possibility of needing
a blood transfusion. The risk of hysterectomy is also increased126 and rises when associated with previous
caesarean section.11 In the pilot series of the care bundle, of the 21 women with a low placenta and a previous
caesarean section, seven (33%) required a hysterectomy.44

Counselling women preoperatively before the diagnosis of placenta accreta is confirmed or dismissed can be
difficult, but a useful guide can be taken from Silver et al., who reported on over 30 000 women of whom 723
had placenta praevia, 143 had placenta accreta and 216 required hysterectomy.127 The risk of hysterectomy
increased with the number of previous caesarean sections the women had had, as shown in Table 2.

Any woman with suspected placenta praevia accreta should be reviewed by a consultant obstetrician in
the antenatal period. The different risks and treatment options should have been discussed and a plan
agreed, which should be reflected clearly in the consent form. 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 in the case of massive haemorrhage should also be discussed, including cell salvage and
interventional radiology when available.

The anticipation and planning of surgery for suspected placenta accreta enables logical and timely decisions
to be made without the element of surprise and often without the urgency of massive haemorrhage.10 These
are described in section 7 on surgery for suspected placenta praevia accreta. To mention and gain consent for
the use of balloons, cell salvage and interventional radiology is recommended94,102,121 and is much easier done
before needed. 

Table 2.   Link between number of previous caesarean sections and risk of placenta accreta, placenta praevia
and hysterectomy127

Number of previous Number of Number of women Chance of placenta accreta Number of 
caesarean section(s) women with placenta accreta if placenta praevia hysterectomies

0 6201 15 (0.24%) 3% 40 (0.65%)

1 15 808 49 (0.31%) 11% 67 (0.42%)

2 6324 36 (0.57%) 40% 57 (0.9%)

3 1452 31 (2.13%) 61% 35 (2.4%)

4 258 6 (2.33%) 67% 9 (3.49%)

5 89 6 (6.74%) 67% 8 (8.99%)
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6.8 What grade of obstetrician should attend?

A junior doctor should not be left unsupervised when caring for these women and a senior experienced
obstetrician should be scrubbed in theatre. 

As a minimum requirement during a planned procedure for placenta praevia, a consultant obstetrician
and anaesthetist should be present within the delivery suite. When an emergency arises, consultant
staff should be alerted and attend as soon as possible. 

Any woman going to theatre electively with suspected placenta praevia accreta should be attended by
a consultant obstetrician and anaesthetist. If the delivery is unexpected, out-of-hours consultant staff
should be alerted and attend as soon as possible. 

The most recent Confidential Enquiry into Maternal and Child Health stresses the importance of a
consultant-led multidisciplinary team at delivery in women at risk of placenta accreta.10 This
approach is the same as that in Australia and New Zealand and in the USA, where the respective
Colleges of Obstetrics and Gynaecology have issued a committee statement79 and an opinion104 that,
when hysterectomy is anticipated, consent should include that for hysterectomy and delivery
should involve specialised multidisciplinary personnel and occur where there are facilities for high-
volume blood transfusion and availability of other blood products.

7. Surgery in the presence of placenta accreta, increta and percreta 

7.1 What surgical approach should be used for suspected placenta praevia accreta?

Surgeons 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.

The choice of skin and uterine incision needed to avoid the placenta will depend on the location of the
placenta. A low transverse skin incision allows access to the lower half of the uterus and is reasonable if the
upper margin of the anterior aspect of the placenta does not rise into the upper segment of the uterus. If,
however, the placenta is anterior and extending towards the level of the umbilicus, a midline skin incision
may be needed to allow for a high upper-segment longitudinal uterine incision. It is therefore useful for the
surgeon to perform an ultrasound scan before surgery to plot out the extent of placenta before starting. This
is surgical logic and not evidence based.

The antenatal diagnosis and surgical avoidance of the placenta, and its separation, may be associated with
reduced maternal morbidity.128,129 It allows for conservative management of the placenta, reducing the risk of
hysterectomy and of bleeding if the placenta is indeed found to be adherent. In cases of placenta percreta,
avoiding the placenta and leaving it attached to proceed with either hysterectomy or conservative
management is supported by current data described in more detail in sections 7.2 and 7.3 of this guideline;130

evidence has been summarised in the next section.
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7.2 What should be done if the placenta does not separate after delivery of the baby?

If the placenta fails to separate with the usual measures, leaving it in place and closing, or leaving it in
place, closing the uterus and proceeding to a hysterectomy are both associated with less blood loss
than trying to separate it. 

There are no randomised controlled trials comparing different surgical approaches for suspected
placenta praevia accreta, but a recent observational review of 57 cases of suspected accreta
demonstrated significantly reduced short-term morbidity (intensive care unit admission, massive
blood transfusion, coagulopathy, urological injury, re-laparotomy) if the placenta was left in place
and hysterectomy performed electively compared with attempting to remove the placenta first
(36% compared with 67%, P=0.038).129

Clearly, this approach of ‘elective’ hysterectomy would be unacceptable to women desiring uterine
preservation and in such cases leaving the placenta in place is another option. Attempting placental
separation risks hysterectomy in up to 100% of cases129 and therefore is illogical. Timmermans et al.
reviewed 60 case reports130 with successful preservation of the uterus in all but 12 women, while
six of a further 34 women who were conservatively managed also preserved their uterus,131–136

supporting this practice.

The largest of these more recent case series reported on 26 patients receiving conservative
management of the placenta, which failed in five cases (19%); three women went on to have a
subsequent pregnancy.131 A further series of three cases on conservative management were
successful,132 while a further two women had a planned delayed straightforward hysterectomy after
having had arterial embolisation and conservative management of the placenta followed up with
methotrexate treatment.133 One case had a successful elective evacuation of retained products of
conception after 4 months,134 while two women had complications after conservative
management: one had partial accreta and had heavy bleeding requiring hysterectomy on day 3 post-
caesarean section,135 while the other had recurrent problems with infection resulting in an
evacuation of retained products of conception followed by severe sepsis on day 33.136

7.3 What happens if the placenta separates, or partially separates?

If the placenta separates, it needs to be delivered and any haemorrhage that occurs needs to be dealt
with in the normal way.

If the placenta partially separates, the separated portion(s) need to be delivered and any haemorrhage
that occurs needs to be dealt with in the normal way. Adherent portions can be left in place, but blood
loss in such circumstances can be large and massive haemorrhage management needs to follow in a
timely fashion.

The diagnosis of placenta accreta is made only if the placenta fails to separate at delivery; therefore,
if it comes away it is delivered as usual. If, however, it partially separates and ‘partial accreta’ exists,
the associated blood loss can be large. Adherent portions should be left attached as trying to separate
them can cause severe bleeding.17,104 In the case review mentioned above,130 25 of the 60 cases had
partial placental separation; three of these women needed hysterectomy for failed conservative
treatment, and 12 others had secondary procedures to evacuate the uterus, which was conserved.

7.4 How is massive haemorrhage best managed?

The surgical manoeuvres required in the face of massive haemorrhage associated with placenta praevia
caesarean sections should be performed by appropriately experienced surgeons. Calling for extra help
early should be encouraged and not seen as ‘losing face’.
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Management of massive haemorrhage should occur in the normal way,121 including the use of
uterotonic agents, which can be very helpful in reducing the blood loss associated with bleeding
from the relatively atonic lower uterine segment.137 Advanced techniques may also be employed
and the use of bimanual compression or even aortic compression can buy time for extra help to
arrive, or for the anaesthetist to ‘catch up’ haemodynamically in the unstable woman. 

The most recent Confidential Enquiry into Maternal and Child Health has reiterated the importance
of considering calling in another senior colleague(s) with superior gynaecological surgical skills
early in the process.10

Specific techniques that have been described for accreta in retrospective reviews and case reports
include uterine and vaginal packing with gauze, which was successful in 45 of 48 women,138

balloon tamponade,139,140 the B-Lynch suture,141 vertical compression sutures142 and suturing an
inverted lip of cervix over the bleeding placenta bed.143 Uterine144 and internal iliac artery ligation145

have been reported but make subsequent access for intervention radiology techniques and
embolisation extremely difficult or impossible.

8. Follow-up of the woman after part or all of the placenta has been retained following
placenta accreta

8.1 How should the woman be managed after placental retention?

The woman should be warned of the risks of bleeding and infection postoperatively and prophylactic
antibiotics may be helpful in the immediate postpartum period to reduce this risk. Neither methotrexate
nor arterial embolisation reduces these risks and neither is recommended routinely. 

A comprehensive review of all case reports published up to 2007 summarises the conservative
management of 60 women with placenta accreta and quantifies the risks of haemorrhage and
infectious complications.130 The outcomes for those women who received no additional treatment
was the same as those receiving either methotrexate or embolisation: of 26 women having no
additional measures, four required hysterectomy; of 22 receiving methotrexate, five required
hysterectomy; and of 12 having additional embolisation, three required hysterectomy. Infection
occurred in 11 of the 60 women (18%), bleeding in 21 (35%) and disseminated intravascular
coagulation in four (7%). Bleeding started a few hours after surgery up until 3 months post-delivery.
A more recent case report described severe sepsis after an evacuation of retained products of
conception on day 33.136

Follow-up of the woman using ultrasound should supplement serum beta-human chorionic
gonadotrophin measurements.

The pattern of follow-up is not supported by randomised trials; however, owing to the protracted nature of
recovery with complications occurring months after delivery, local arrangements need to be made to ensure
regular review and, most importantly, ready access should the woman experience problems. Measuring serum
beta-human chorionic gonadotrophin on a weekly basis to check it falls continuously can reassure to some
extent, but low levels do not guarantee complete placental resolution and so this should be supplemented by
imaging.130

8.2 What chance of success can be quoted for a future pregnancy?

There are insufficient data at present to make any firm prognosis about future pregnancy. In two small series
each reporting three women with subsequent pregnancies, one group had 100% recurrence146 while the other
had 0% recurrence.130
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9. Vasa praevia

9.1 Can we diagnose vasa praevia clinically?

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

In the intrapartum period, in the absence of vaginal bleeding, vasa praevia can occasionally be
diagnosed clinically by palpation of fetal vessels in the membranes at the time of vaginal examination.
This can be confirmed by direct visualisation using an amnioscope.

Without access to the fetal membranes, it is not possible to diagnose the intact vessels of vasa
praevia clinically. Once the cervix has started to dilate, these vessels may be felt digitally during a
vaginal examination. As the condition is rare, most clinicians will not be familiar with what they are
feeling, and it is therefore important for clinicians to have a high index of suspicion if they feel
something unusual and to confirm the diagnosis prior to membrane rupture if the consequences
of fetal haemorrhage are to be avoided. Direct visualisation using an amnioscope has some use,147

but this only gives visual access to the area of membranes exposed by the dilated cervix. 

Following delivery of the placenta, it is easy to confirm the presence of fetal vessels running through the
membranes by simple clinical examination, but it is more difficult to diagnose vasa praevia as the orientation
of the vessels in relation to the internal cervical os and fetal presenting part in utero is not certain after
delivery.

In the presence of vaginal bleeding, especially associated with membrane rupture and fetal
compromise, delivery should not be delayed to try and diagnose vasa praevia.

Because of the speed at which fetal exsanguination can occur and the high perinatal mortality rate
associated with ruptured vasa praevia, delivery should not be delayed while trying to confirm the
diagnosis if fetal wellbeing is compromised. 

9.2 Can we differentiate between fetal and maternal bleeding?

Various tests exist that can differentiate between fetal and maternal blood, but they are often not
applicable in the clinical situation. 

The Kleihauer–Bekte test148 and haemoglobin electrophoresis form part of routine obstetric
practice to accurately identify fetal cells in the maternal circulation and fetal haemoglobin. Both can
detect the presence of fetal haemoglobin in concentrations as low as 0.01%, and both can be used
to identify fetal cells in vaginal blood loss. The disadvantage of both of these is that they are
laboratory-based tests that take a significant amount of time before a result is obtained, thus
rendering them of little use in this clinical situation. The resistance of fetal haemoglobin to
denaturation with alkali has been used by various methods to identify fetal bleeding. The first of
these was the Apt test,149 but this requires the presence of at least 60% fetal haemoglobin to be
positive, and requires centrifugation. Modifications of the Apt test have been tried,150–152 but all have
been too complicated or not sensitive enough for application in the clinical setting. Lindqvist and
Gren153 have recently described a much simpler bedside test using 0.14 M sodium hydroxide
solution, which denatures adult haemoglobin, turning it a brownish-green colour, while fetal
haemoglobin is resistant to denaturation and retains its red colour. This method may have some
applicability in the clinical situation but requires further validation. 
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9.3 Can vasa praevia be diagnosed using ultrasound?

Vasa praevia can be accurately diagnosed with colour Doppler ultrasound, often utilising the trans-
vaginal route. 

The antenatal diagnosis of vasa praevia using standard real-time ultrasound was first described in
1987.154 The ultrasound appearance of vasa praevia is of linear echolucent structures overlying the
cervix.155 In 1990, the use of colour Doppler in the diagnosis of vasa praevia was described,156 which
improved the diagnostic accuracy. Since then, there have been a few series published where
ultrasound has been used to diagnose vasa praevia antenatally.25,27,41,155,157,158 Fung and Lau25 reported
three cases of vasa praevia and reviewed 48 cases reported between 1980 and 1997. In 22 cases
the diagnosis was made antenatally, and this group had significantly better perinatal outcomes
compared with those diagnosed acutely. Catanzarite et al.27 described 11 cases of vasa praevia
diagnosed antenatally out of 33 208 women scanned over an 8-year period. The diagnosis was
confirmed in ten out of 11, giving a specificity of 91%, but the sensitivity could not be determined.
Baulies et al.41 described a retrospective study of 12 063 deliveries between 2000 and 2005 in a
single centre, during which nine cases were diagnosed with ultrasound in the antenatal period.  All
nine were confirmed at delivery. Again, sensitivity could not be determined from this study. Lee et
al.155 diagnosed 18 cases of vasa praevia out of 93 874 women scanned, 15 of which were
confirmed, giving a specificity of 83%.  Again, owing to the lack of outcome data in all cases
scanned, sensitivity could not be determined. Smorgick et al.30 described a retrospective study over
20 years on 110 684 women, in which 19 cases of vasa praevia were identified, ten of which were
diagnosed prenatally.  The authors deliberately do not comment on the sensitivity/specificity of the
test or on perinatal outcome. It is clear that vasa praevia can be diagnosed with good specificity,
but owing to the low prevalence of the condition, numbers are small and sensitivity has not been
determined. Ultrasound diagnosis of vasa praevia is not without difficulty and factors such as
maternal obesity, scarring and fetal position can influence accuracy, and care must be taken not to
mistake cord presentation for vasa praevia.36,159 Using both the abdominal and vaginal routes of
scanning and changing maternal position can improve diagnostic accuracy.

9.4 Should we screen for vasa praevia?

At present, vasa praevia should not be screened for routinely at the time of the mid-trimester anomaly
scan, as it does not fulfil the criteria for a screening programme. 

As the occurrence of vasa praevia in the absence of a velamentous cord insertion or a succenturiate
or bilobed placenta is minimal,39 screening for vasa praevia would involve detailed ultrasound
examination of the placenta and cord insertion to identify these placental and cord variants and
low-lying placentas. If any of these are present, colour Doppler assessment of the lower pole of the
uterus in the region of the internal cervical os should be carried out to identify any fetal vessels.36,159

This often requires TVS. Current recommendations from the RCOG and NICE27 include
identification of placental site and low-lying placenta only as part of routine ultrasound screening,
and although vasa praevia is now detectable by ultrasound, there remains insufficient information
on the case definition, natural history and epidemiology of the condition. The incidence of
velamentous cord insertion in an unselected population is around 1%,158 and that of bilobed or
succenturiate placenta is around 1.7%, two-thirds of which have a velamentous cord insertion.160

The reported coexistence of velamentous cord insertion and vasa praevia has been reported
between at 2–6%.161,162 Adding the other groups thought to be at increased risk of vasa praevia, i.e.
multiple pregnancies, in vitro fertilisation conceptions and those with a low-lying placenta, a
significant minority of women will be identified as being at increased risk of vasa praevia and
require further counselling and screening. The accuracy and practical application of the screening
test has not been elucidated in the general pregnant population, although some centres with an
interest have reported that identification of the cord insertion during the first or second trimester
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is easy and accurate, takes less than 1 minute and requires no additional scanning skills.158,163

Scanning for velamentous cord insertion and vasa praevia is not routinely taught during ultrasound
training courses in the UK, and the training implications of introducing such a screening
programme require careful consideration. The potential psychological impact of being identified as
being at high risk of vasa praevia and being diagnosed with vasa praevia must also be considered.
Furthermore, there is currently no agreed management pathway for those with confirmed vasa
praevia, although the Society of Obstetricians and Gynecologists of Canada has recently published
guidelines.164 Taking all of this into account, there is uncertainty about the balance of benefit versus
harm to be derived from screening all pregnant women with a view to offering caesarean section
to those at risk. The UK National Screening Committee has recently explored the topic and does
not recommend a national screening programme for vasa praevia.165

However, some centres may feel that, based on their case mix, screening those with risk factors is
justifiable as recommended by some groups.31,36,159,166 This should be carefully audited and reported
to expand the evidence base regarding the sensitivity and specificity of screening, as well as
maternal and fetal/neonatal outcomes. For those who do wish to screen for vasa praevia, Jeanty’s
group have suggested a screening algorithm.31

9.5 How should vasa praevia be managed? 

In the presence of bleeding vasa praevia, delivery should be achieved by category 1 emergency
caesarean section. 

Fetal wellbeing should be confirmed at the time of any antepartum or intrapartum haemorrhage,
and this is currently best achieved using the cardiotocograph.167 If signs of acute fetal compromise
are present, delivery should be achieved as soon as possible, usually by category 1 caesarean
section,168 to minimise the risk of fetal exsanguination. Delay to facilitate ultrasound or transfer to
another unit could result in fetal demise. 

In cases of suspected vasa praevia, transvaginal colour Doppler ultrasonography should be carried out
to confirm the diagnosis. 

If there is either an ultrasound or clinical suspicion of vasa praevia in the absence of fetal
compromise, a formal systematic assessment of the region of the internal cervical os should be
undertaken using transvaginal colour Doppler ultrasound.25,27,41,155,157,158,164

In confirmed cases of vasa praevia at term, delivery should be carried out by elective caesarean section
in a timely manner. 

In view of the risk of fetal haemorrhage with the onset of labour or membrane rupture and the
minimal risks of neonatal lung disease, once vasa praevia has been confirmed at term, delivery
should be carried out by elective caesarean section as soon as is practicable. 

In cases of vasa praevia identified in the second trimester, imaging should be repeated in the third
trimester to confirm persistence.

As gestation advances vasa praevia can resolve in up to 15% of cases.156 To avoid unnecessary
anxiety, admissions, prematurity and caesarean sections, it is essential to confirm persistence of vasa
praevia in the third trimester.165
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In cases of confirmed vasa praevia in the third trimester, antenatal admission from 28 to 32 weeks of
gestation to a unit with appropriate neonatal facilities will facilitate quicker intervention in the event of
bleeding or labour. 

In view of the increased risk of preterm delivery, administration of corticosteroids for fetal lung maturity
should be considered. 

In the presence of confirmed vasa praevia, elective caesarean section should be carried out prior to the
onset of labour. 

In confirmed cases of vasa praevia where there is no bleeding, no trials have been performed to
identify optimal management, and numbers from individual centres will always be small. Suggested
management includes admission to a unit with appropriate neonatal facilities between 28 and 32
weeks of gestation,165 administration of corticosteroids for fetal lung maturity because of the risk of
preterm delivery93,165 and elective caesarean section between 35 and 37 weeks of gestation, when the
risks of prematurity have significantly decreased.36,37,160,165 Amniocentesis to establish fetal lung
maturity is used in some centres, mainly in the USA, but this practice is not commonplace in the
UK.37,160 Oleyese et al.37 have suggested that outpatient management is possible if there is no evidence
of cervical shortening on TVS and there are no symptoms of bleeding or preterm uterine activity.

Laser ablation in utero may have a role in the treatment of vasa praevia. 

Quintero et al.169 have described the successful use of in utero laser therapy to ablate the vessels of
vasa praevia type 2 in a case where the cord inserted into the dominant lobe of a bilobed placenta,
where the lobe being fed by the aberrant vessels accounted for 15% of the total placental mass. This
treatment modality may have a place in the management of such cases in the future. 

10. Clinical Governance

10.1 Debriefing

Postnatal follow-up should include debriefing with an explanation of what happened, why it happened and
any implications for future pregnancy or fertility. 

10.2 Training

All staff should receive local training for obstetric emergencies, which should include massive haemorrhage
and acute fetal compromise. 

Specific issues regarding raising the awareness of ultrasound staff to screen for placenta accreta are also worth
pursuing locally, including organising policies/guidelines for flagging up women at risk and arranging for
them to see a consultant after their 32-week scan.

Consideration should be given to ensuring appropriate training for ultrasound staff in the recognition of,
diagnosis of and screening for placental and cord variants such as bilobed placenta, velamentous cord
insertion and vasa praevia, particularly if screening is to be adopted locally.

10.3 Clinical incident reporting

Clinical incident forms should be completed for all adverse events. In the context of this guideline, this would
include all cases of massive haemorrhage, any peripartum hysterectomy, any case of ruptured vasa praevia and
any unexpected admission to the neonatal intensive care unit. 
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Any lack of compliance with the care bundle in a woman with a previous caesarean section and either
placenta praevia or a low anterior placenta should also be reported locally. 

10.4 Auditable standards 

Surgical support at caesarean sections on women with placenta praevia and placenta accreta has been
addressed in the reports of the Confidential Enquiries into Maternal Deaths.1,10 The substandard care
associated with these reports focuses us on areas that may be suitable for audit in everyday working practice,
with care given being compared with those standards identified in these reports. 

Women with placenta praevia/placenta accreta could be subjected to clinical audit of the following: 
! Was the diagnosis anticipated? If so:

" Was there adequate work-up (e.g. avoiding/treating anaemia)?
" Was the antenatal imaging performed according to hospital policy?
" Was the delivery plan appropriate for the clinical situation?

! Were sufficiently experienced personnel present?
! Were appropriate surgical measures taken?
! Was resuscitation quick and effective?
! Were appropriate fluids infused?
! Was appropriate monitoring instituted?

Specifically for placenta accreta, were all elements of the care bundle satisfied before elective surgery?
! consultant obstetrician planned and directly supervising delivery
! consultant anaesthetist planned and directly supervising anaesthetic at delivery
! blood and blood products available
! multidisciplinary involvement in preoperative planning
! discussion and consent includes possible interventions (such as hysterectomy, leaving the placenta in place,

cell salvage and interventional radiology)
! local availability of a level 2 critical care bed.

With regard to vasa praevia, further information is required to establish the true incidence, associated risk
factors and the sensitivity and specificity of prenatal diagnosis with ultrasound. Any screening programme,
whether selective or universal, should therefore be audited and reported, including maternal and
fetal/neonatal outcomes. The following should be audited:
! incidence of vasa praevia
! sensitivity and specificity of ultrasound
! false positive and false negative rates
! incidence of antenatal admission
! use of corticosteroids for fetal lung maturity
! timing of delivery
! mode of delivery
! perinatal outcome
! maternal morbidity.
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Grades of recommendations

At least one meta-analysis, systematic review or
randomised controlled trial rated as 1++ and
directly applicable to the target population; or 

A systematic review of randomised controlled
trials or a body of evidence consisting
principally of studies rated as 1+ directly
applicable to the target population and
demonstrating overall consistency of results

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+

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++

Evidence level 3 or 4; or 

Extrapolated evidence from studies rated as 2+

Good practice point

Recommended best practice based on the
clinical experience of the guideline
development group

Classification of evidence levels

1++ High-quality meta-analyses, systematic
reviews of randomised controlled trials
or randomised controlled trials with a
very low risk of bias

1+ Well-conducted meta-analyses, systematic
reviews of randomised controlled trials
or randomised controlled trials with a
low risk of bias

1– Meta-analyses, systematic reviews of
randomised controlled trials or
randomised controlled trials with a high
risk of bias

2++ High-quality systematic reviews of
case–control 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

2+ Well-conducted case–control or cohort
studies with a low risk of confounding,
bias or chance and a moderate
probability that the relationship is causal

2- Case–control or cohort studies with a
high risk of confounding, bias or chance
and a significant risk that the
relationship is not causal

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

4 Expert opinion

!

C

D

B

A

APPENDIX  

Clinical guidelines are: ‘systematically developed statements which assist clinicians and patients in
making decisions about appropriate treatment for specific conditions’. Each guideline is systematically
developed using a standardised methodology. Exact details of this process can be found in Clinical
Governance Advice No.1: Development of RCOG Green-Top Guidelines (available on the RCOG website
at http://www.rcog.org.uk/womens-health/clinical-guidance/development-rcog-green-top-guidelines-
policies-and-processes). These recommendations are not intended to dictate an exclusive course of
management or treatment. They must be evaluated with reference to individual patient needs, resources
and limitations unique to the institution and variations in local populations. It is hoped that this process
of local ownership will help to incorporate these guidelines into routine practice. Attention is drawn to
areas of clinical uncertainty where further research may be indicated.

The evidence used in this guideline was graded using the scheme below and the recommendations
formulated in a similar fashion with a standardised grading scheme.
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DISCLAIMER

The Royal College of Obstetricians and Gynaecologists produces guidelines as an educational aid to good clinical
practice. They present recognised methods and techniques of clinical practice, based on published evidence, for
consideration by obstetricians and gynaecologists and other relevant health professionals. The ultimate judgement
regarding a particular clinical procedure or treatment plan must be made by the doctor or other attendant in the light
of clinical data presented by the patient and the diagnostic and treatment options available.

This means that RCOG guidelines are unlike protocols or guidelines issued by employers, as they are not intended to
be prescriptive directions defining a single course of management. Departure from the local prescriptive protocols or
guidelines should be fully documented in the patient’s case notes at the time the relevant decision is taken.

The guidelines review process will commence in 2014 unless evidence requires an earlier review.

This guideline was produced on behalf of the Guidelines Committee of the Royal College of Obstetricians and
Gynaecologists by:
Dr T A Johnston FRCOG, Birmingham and Miss S Paterson-Brown FRCS FRCOG, London.

and peer reviewed by: Dr L Bowyer FRCOG, Australia; Ms L M M Duley FRCOG, Bradford; Mr D I Fraser MRCOG,
Norwich; Mr H F Habeeb MRCOG, Gillingham; Dr S Macphail MRCOG, Newcastle Upon Tyne; Mr K T Moriarty
MRCOG, Coventry; Professor P J Steer FRCOG, London; Dr B K Strachan MRCOG, Bristol; Professor B Thilaganathan
MRCOG, London; Inner Vision Women’s Ultrasound; International Vasa Previa Foundation; Obstetric Anaesthetists’
Association; RCOG Consumers’ Forum; Royal College of Midwives; Royal College of Radiologists; Vasa Praevia Raising
Awareness

The Guidelines Committee lead reviewers were: Dr K R Langford FRCOG, London and Mrs C E Overton FRCOG,
Bristol.

The final version is the responsibility of the Guidelines Committee of the RCOG.
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