Placenta Accreta
Objectives: To provide advice on the management of
placenta accreta.

This statement has been developed and reviewed by
the Women’s Health Committee and approved by
the RANZCOG Board and Council.

Outcomes: To reduce morbidity and mortality in
women diagnosed with placenta accreta.

A list of Women’s Health Committee Members can
be found in Appendix B.

Target audience: All health practitioners providing
maternity care and patients.

Disclosure statements have been received from all
members of this committee.
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Values: The evidence was reviewed by the Women’s
Health Committee (RANZCOG), and applied to local
factors relating to Australia and New Zealand.
Background: This statement was first developed by
Women’s Health Committee in November 2003 and
reviewed in March 2013. Amendments were made in
November 2015.
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Disclaimer This information is intended to provide
general advice to practitioners. This information
should not be relied on as a substitute for proper
assessment with respect to the particular
circumstances of each case and the needs of any
patient. This document reflects emerging clinical
and scientific advances as of the date issued and is
subject to change. The document has been
prepared having regard to general circumstances.

Evidence: Medline was searched for studies relating to
management of placenta accreta.

Funding: The development and review of this statement
was funded by RANZCOG.
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First endorsed by RANZCOG: November 2003
Current: March 2014, Amended November 2015
Review due: November 2018

1

Table of contents
1.

Patient Summary ....................................................................................................................... 3

2.

Introduction .............................................................................................................................. 3

3.

Discussion and recommendations............................................................................................... 3
3.1 What are the management considerations where there is suspected or known placenta accreta? ... 3
3.2 What protocol should be in place for facilities caring for women with placenta accreta? ............... 3
3.3 What are the surgical management should be considered for management of placenta accrete? .. 4
3.4 What are the fertility rates and pregnancy outcomes following conservative management of
placenta accreta? ......................................................................................................................... 4
3.5 Should ureteric stenting be undertaken for placenta accreta? ..................................................... 4

W

3.6 What is the role of interventional radiology for the treatment of massive post-partum haemhorrage?
................................................................................................................................................... 4

EV
IE

3.7 What is the role of balloon catheters prior to delivery in placenta accreta? .................................. 4
4.

References ................................................................................................................................ 5

5.

Links to other College statements ............................................................................................... 6

6.

Patient information .................................................................................................................... 6

R

Appendices ..................................................................................................................................... 7

ER

Appendix A - Patient Blood Management Guidelines: Module 1, Massive transfusion protocol template
................................................................................................................................................... 7
Appendix B Women’s Health Committee Membership ..................................................................... 8

D

Appendix C Overview of the development and review process for this statement ................................ 8

U

N

Appendix D Full Disclaimer ......................................................................................................... 10

Placenta Accreta
C-Obs 20
2

1.

Patient Summary

Placenta accreta is a serious but rare complication in pregnancy. It occurs when the placenta invades more
deeply than normal into the muscle in the wall of the uterus (womb), and sometimes even growing through
the full thickness of the wall to the outside of the uterus. In some cases, placenta accreta is suspected
before birth occurs, but in other cases it is not known about. Because of the very high risk of heavy
bleeding, women known or suspected to have placenta accreta should only be managed by teams that are
very experienced and knowledgeable about the condition. This guideline provides information and
assistance for the doctors and maternity carers when dealing with this rare but very important complication
of pregnancy.
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Morbid adherence of the placenta to the uterine wall is a potentially life threatening obstetric complication
that frequently requires interventions such as caesarean hysterectomy and high volume blood transfusion.
With the rising caesarean delivery rate and increasing maternal age, the incidence of placenta accreta has
significantly increased.1

Discussion and recommendations
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Morbidly adherent placentation may be suspected when there is a placenta praevia in a woman with a
history of caesarean section or other uterine surgery.1,2 Diagnosis can be difficult3, though accurate
diagnosis antenatally allows for appropriate planning of delivery to minimise morbidity.4 A number of studies
have identified the efficacy of transvaginal ultrasound in the diagnosis of placenta accreta.3,4, 5 The
ultrasound features of this condition have been described by Comstock.3 Recent studies looking at the use of
MRI have not demonstrated superiority of this modality over transvaginal ultrasound.3,5
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3.1 What are the management considerations where there is suspected or known placenta accreta?
Placenta accreta can be difficult to diagnose with certainty. For this reason, in pregnancies where there is
either a risk, or clinical suspicion, management should be planned on the assumption that placenta accreta
is present. Well in advance of planned delivery attention must be given to optimisation of maternal
haemoglobin and iron stores. It is important to be cognisant of the risk of placental growth to the serosa of
the uterus, and into adjacent organs such as the bladder in extreme circumstances. Planned delivery must
occur in a setting with the necessary medical facilities and expertise prepared to manage immediate,
potentially complex hysterectomy and massive blood transfusion. The patient should be prepared and
consented for the potential need to move rapidly to hysterectomy and transfusion of blood products. The
surgical team should have arrangements in place for rapid escalation and when necessary to obtain a
further timely opinion regarding the need for, and the undertaking of, immediate hysterectomy.
3.2 What protocol should be in place for facilities caring for women with placenta accreta?
It is critical that facilities providing obstetric care have, and adhere to, a massive transfusion protocol with
which all staff are familiar. Many larger hospitals will already have such a protocol in place, but a template
can be found in Appendix A. Such facilities would include: access to “cellsaver”, an ability to cope with high
volume blood transfusion, availability of other blood products (e.g. platelets, clotting factors) and
appropriate specialised expertise (e.g. neonatal, senior obstetric and anaesthetic, haematological and
intensive care). A multidisciplinary approach is required, including possible prior consultation with other
medical specialists such as, urologists, gynaecological oncologists, vascular surgeon, intensivists, and
interventional radiologists.
Placenta Accreta
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As with all women at risk of major obstetric haemorrhage, those with suspected placenta accreta should be
encouraged to remain close to the planned hospital of confinement for the duration of the third trimester of
pregnancy. An emergency contingency plan is strongly recommended.
The timing of the caesarean section should consider the desirability of performing it as an elective rather
than an emergency procedure. The caesarean section should therefore usually be undertaken at an earlier
gestation than that for uncomplicated elective caesarean births or uncomplicated placenta praevia.
3.3 What are the surgical management should be considered for management of placenta accrete?
Three surgical management choices may be considered according to available expertise, geographical and
individual circumstances:
1. Delivery of the baby and attempted delivery of the placenta. This is associated with a high likelihood
of hysterectomy but not invariably so. If this option is chosen, the surgeon must be prepared to
proceed promptly to hysterectomy if needed and the anaesthetist prepared for massive transfusion
as bleeding may be considerable whilst the hysterectomy is being undertaken.
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2. Delivery of the baby via a uterine incision distant from the placenta, quick repair of the uterus and
en bloc hysterectomy. OR
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3. Delivery of the baby via a uterine incision distant from the placenta, trimming of the cord close to
insertion site, full repair of the uterus and conservative management. About two thirds of women
will avoid a hysterectomy, one third will still require a hysterectomy because of uncontrollable
bleeding, which may be delayed up to several weeks, and this approach also has a significant risk
of infectious morbidity. In addition, uncertainty as to the time of onset of secondary bleeding can
tax available resources. This has serious implications if the patient is returning to a remote area
with little facility to cope with sudden severe haemorrhage.12
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3.4 What are the fertility rates and pregnancy outcomes following conservative management of placenta
accreta?
Retrospective studies of pregnancy following conservative management of placenta accreta have reported
reasonably good fertility rates and pregnancy outcomes but with an increased rate of recurrent placenta
accreta (17-29%).8,9
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3.5 Should ureteric stenting be undertaken for placenta accreta?
Consideration of ureteric stenting should be made particularly when there is a suspicion of placenta
percreta.
3.6 What is the role of interventional radiology for the treatment of massive post-partum haemhorrage?
Interventional radiology can be lifesaving and uterine sparing for the treatment of massive post-partum
haemorrhage. It can be useful in the management of haemorrhage from abnormal placentation after
delivery.
3.7 What is the role of balloon catheters prior to delivery in placenta accreta?
The role of radiological placement of balloon catheters prior to delivery in placenta accreta requires further
evaluation.6
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Links to other College statements

Consent and provision of information to patients in Australia regarding proposed treatment (C-Gen 02)
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOGMEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical%20-%20General/Consent-andprovision-of-information-to-patients-in-Australia-(C-Gen-2a)-Review-July-2016.pdf?ext=.pdf
Consent and provision of information to patients in New Zealand regarding proposed treatment (C-Gen 2b)
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOGMEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical%20-%20General/Consent-andprovision-of-information-NZ-(C-Gen-2b)-Review-March-2016.pdf?ext=.pdf
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Patient information
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Evidence-based Medicine, Obstetrics and Gynaecology (C-Gen 15)
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOGMEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical%20-%20General/Evidencebased-medicine,-Obstetrics-and-Gynaecology-(C-Gen-15)-Review-March-2016.pdf?ext=.pdf

A range of RANZCOG Patient Information Pamphlets can be ordered via:

U

N

D

ER

R

https://www.ranzcog.edu.au/Womens-Health/Patient-Information-Guides/Patient-Information-Pamphlets
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Appendix A - Patient Blood Management Guidelines: Module 1, Massive transfusion protocol template
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Appendix C Overview of the development and review process for this statement

Steps in developing and updating this statement
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This statement was originally developed in November 2003 and was most recently reviewed in March
2014. The Women’s Health Committee carried out the following steps in reviewing this statement:
Declarations of interest were sought from all members prior to reviewing this statement.



Structured clinical questions were developed and agreed upon.



An updated literature search to answer the clinical questions was undertaken.



At the March 2014 face-to-face committee meeting, the existing consensus-based
recommendations were reviewed and updated (where appropriate) based on the available
body of evidence and clinical expertise. Recommendations were graded as set out below in
Appendix C part iii)
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ii. Declaration of interest process and management
Declaring interests is essential in order to prevent any potential conflict between the private interests of
members, and their duties as part of the Women’s Health Committee.
A declaration of interest form specific to guidelines and statements was developed by RANZCOG and
approved by the RANZCOG Board in September 2012. The Women’s Health Committee members
were required to declare their relevant interests in writing on this form prior to participating in the review
of this statement.
Members were required to update their information as soon as they become aware of any changes to
their interests and there was also a standing agenda item at each meeting where declarations of interest
were called for and recorded as part of the meeting minutes.
There were no significant real or perceived conflicts of interest that required management during the
process of updating this statement.
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iii. Grading of recommendations
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Each recommendation in this College statement is given an overall grade as per the table below, based
on the National Health and Medical Research Council (NHMRC) Levels of Evidence and Grades of
Recommendations for Developers of Guidelines (2009).11 Where no robust evidence was available but
there was sufficient consensus within the Women’s Health Committee, consensus-based
recommendations were developed or existing ones updated and are identifiable as such. Consensusbased recommendations were agreed to by the entire committee. Good Practice Notes are highlighted
throughout and provide practical guidance to facilitate implementation. These were also developed
through consensus of the entire committee.
Description

Evidence-based

A

Body of evidence can be trusted to guide practice

B

Body of evidence can be trusted to guide practice in most
situations

C

Body of evidence provides some support for
recommendation(s) but care should be taken in its
application

D

The body of evidence is weak and the recommendation
must be applied with caution
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Recommendation category

Consensus-based

Recommendation based on clinical opinion and expertise
as insufficient evidence available

Good Practice Note

Practical advice and information based on clinical opinion
and expertise
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Appendix D Full Disclaimer
This information is intended to provide general advice to practitioners, and should not be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of
any patient.
This information has been prepared having regard to general circumstances. It is the responsibility of each
practitioner to have regard to the particular circumstances of each case. Clinical management should be
responsive to the needs of the individual patient and the particular circumstances of each case.
This information has been prepared having regard to the information available at the time of its preparation,
and each practitioner should have regard to relevant information, research or material which may have
been published or become available subsequently.
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Whilst the College endeavours to ensure that information is accurate and current at the time of preparation,
it takes no responsibility for matters arising from changed circumstances or information or material that may
have become subsequently available.
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