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Background
Placenta praevia exists when the placenta is implanted wholly or partly into the lower segment of the uterus.  The Placenta Accreta Spectrum (PAS) indicates an abnormal implantation of the placenta to the uterine wall and is a potentially life threatening obstetric complication that frequently requires interventions such as caesarean, hysterectomy and high volume blood transfusion. 

Risk Factors 
Previous uterine surgery – Caesarean section, hysterotomy, uterine curettage, myomectomy
Previous retained placenta
Advanced maternal age

Incidence
Placenta praevia occurs in between 1 in 200 and 1 in 300 pregnancies (0.3-0.5%). The reported incidence of PAS ranges between 1 in 300 and 1 in 2000 pregnancies.  Placenta praevia and PAS are both becoming more common due to increasing incidence of caesarean section (CS) combined with increasing maternal age.

Classifications and Definitions:
Placenta Praevia
The term major placenta praevia (Grades 3 – 4) is used when the placenta lies directly over the internal cervical os for pregnancies at more than 18-20 weeks of gestation.
The term minor or partial placenta praevia (Grades 1 – 2) is used when the placental edge is less than 20 mm from the internal os on transabdominal or transvaginal scanning (TVS).

Placenta Accreta Spectrum (PAS)
Placenta Accreta Spectrum refers to a form of abnormal placentation including placenta accreta, placenta increta, and placenta percreta

Placenta accreta 
Placenta implants totally/partially/focally through the decidua basalis
Villi attached to myometrium

Placenta increta 
Villi invade the myometrium

Placenta percreta 
Villi fully penetrate the myometrium




Key Objective
The purpose of this guideline is to provide clinical direction for the care of women with placenta praevia or the Placenta Accreta Spectrum (PAS).  Commonly used synonyms include Abnormally Invasive Placenta (AIP), Morbidly Adherent Placenta (MAP) or placenta accreta/percreta.

Alerts
[bookmark: _Hlk79335752]Women with PAS are potentially at very high risk of serious morbidity or mortality and therefore a high level of consultant involvement is required.
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This document applies to Canberra Hospital Health Services (CHHS) staff working within their scope of practice including but not limited to:
Medical Officers
Registered Nurses and Midwives
Students working under supervision
Sonogaphers/Interventional Radiologists
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[bookmark: _Toc88825315][bookmark: _Toc89785234]Ultrasound Imaging for Placenta Praevia
Anomaly ultrasound scan at 18 – 20 weeks should include placenta localisation. Assessment by transvaginal ultrasound is recommended in all cases where placenta previa or a low-lying placenta is present or suspected by transabdominal sonography, with attempt to clearly define placental location (including laterality), characteristics of placental edge (including thickness, presence of a marginal sinus), and associated findings (succenturiate lobe, cord insertion close to the cervix). Clinicians should be aware that transvaginal ultrasound for the diagnosis of placenta praevia or a low-lying placenta is superior to transabdominal and transperineal approaches, and is safe.

Diagnosis of PAS

Ultrasound does not diagnose all cases of PAS and it needs to be suspected in the context of a low lying placenta where there has been a previous caesarean section.

For all cases of placenta praevia, ultrasound reports should specify whether there are features of PAS. If this is not specified, the ultrasound is to be repeated or the findings confirmed. This scan should be performed by a senior member of the ultrasound service and reviewed by the lead Fetal Medicine Unit (FMU) Obstetrician.

Colour flow Doppler ultrasonography should be performed in cases of women with a placenta praevia with increased risk of PAS; with previous studies estimating sensitivity around 92% and specificity of 68%. MRI and Doppler ultrasound are equally effective in detecting PAS. MRI is helpful in detecting the depth of infiltration in cases of the abnormally invasive placenta, especially when there is lateral or posterior invasion. Definitive diagnosis of the type of the abnormally invasive placenta is made intraoperatively and histologically.
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Placenta Praevia

A further transvaginal scan (TVS )is required when placenta reaches or overlaps the cervical os at the anomaly scan as follows:

In cases of asymptomatic suspected minor praevia, follow-up imaging can be left until after 34-36 weeks gestation
In cases with asymptomatic suspected major placenta praevia, ultrasound scan should be performed at 32 weeks, to clarify the diagnosis and allow planning for third trimester management and birth
· In cases of persistent placenta praevia at 32 weeks of gestation who remain asymptomatic, an additional TVS is recommended at around 36 weeks of gestation to inform discussion about mode of delivery
· Women with Placenta Praevia are at increased risk of recurrent antepartum haemorrhage (APH) in pregnancy, Iron deficiency anaemia, and post-partum haemorrhage. They should have Iron studies and Haemoglobin monitoring antenatally, with haemoglobin optimisation prior to delivery.

Mode of Delivery

· A trial of labour is recommended in women with a low-lying placenta where the placental edge is 11 to 20 mm from the cervical os and can be considered in carefully selected women where the placental edge is ≤10 mm from the cervical os.
· Caesarean delivery is recommended in women with a minor placenta praevia with the placental edge ≤10 mm from the cervical os at 36 weeks gestation in the presence of risk factors and at 38.0 to 38.6 weeks gestation in the absence of risk factors.
· Caesarean delivery is recommended in women with major placenta previa at 36+0 to 36+6 weeks gestation in the presence of risk factors and at 37+0 to 37+6 weeks gestation in the absence of risk factors.


· Ensure the Caesarean consent process includes the increased risk of postpartum haemorrhage, and the potential need for Iron infusion or blood transfusion. Ensure blood transfusion risks and benefits are explained as per ‘Fresh Blood Products Administration Guideline and that the transfusion section of the consent form is completed. 
· When planning Caesarean, ensure senior Obstetrician is present. Notify theatre and anaesthetics and consider the use of cell salvage where appropriate.
· Ensure valid Group and Screen, and cross match 2 units packed red blood cells to theatre.

[image: ]
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[bookmark: _Toc88825318][bookmark: _Toc89785237]Antenatal Care
Women with PAS are cared for by a multidisciplinary team, led by a Fetal Medicine Unit consultant. The consultant obstetrician, with the respective team, should assume overall responsibility for decision making and co-ordination with the multidisciplinary team for on-going care and planning for delivery
After diagnosis, a further ultrasound scan with a senior member of the FMU team present should be considered to assist with surgical planning
The woman’s details should be added to the Antenatal High Risk list so that on-going discussions and monitoring of plans can be made
The timing of the caesarean section should consider the safety of performing it as an elective procedure rather than an emergency procedure.
The woman’s haemoglobin levels and iron stores should be checked and optimised prior to surgery
As with all women at risk of major obstetric haemorrhage, those with suspected PAS should be encouraged to remain close to the Centenary Hospital for Women & Children (CHWC) for the duration of the third trimester of pregnancy.
Surgical bookings and theatres should be contacted to book an available all-day operating list and the Birthing Clinical Midwifery Manager (CMM) should be informed to provide midwifery staffing.
Patients should be referred for anaesthetic review once the surgical plan has been determined
Both an elective and an emergency treatment plan should be devised and clearly documented
Refer to Pre-operative Management of PAS for surgical procedure as below 
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[bookmark: _Toc88825320][bookmark: _Toc89785239]Elective Surgical Procedure 
This requires complex multi-disciplinary involvement that relies on excellent communication
· Obstetrics
An experienced senior obstetrician supported by a second obstetrician will manage the delivery.
· Gynaecology Theatre Nurse and Midwifery Team Leader of Birthing
An elective caesarean section should be booked to occur between 34 and 37 weeks gestation, (usually 36 weeks) depending on individual clinical situation
to avoid labour and an emergency procedure.
Book cell saver if massive obstetric haemorrhage is anticipated.  Indicate the requirement of this in the Request for Admission (RFA) form.
· Surgical Bookings
Complete an elective caesarean section booking form (RFA) and inform surgical bookings that the procedure is being booked. This is usually booked as an extra list with no disruption to the elective caesarean section list. Outline in detail the potential steps of surgical interventions on the day including Request for a High Dependency or Intensive Care Unit bed
· Inform antenatal ward of planned admission
Contact person: Clinical Midwife Consultant Antenatal Ward.
· Interventional Radiology
Review the films (ultrasound and/or MRI) with the lead obstetrician and radiologist, confirming the site of the placenta, the site of the suspected myometrial uterine wall invasion and, if it is possible, ascertain if there is bladder or lateral involvement. This also helps to determine uterine incision site (to avoid placenta injury if possible).
Once a date for the planned caesarean section has been confirmed, book interventional radiology for embolisation of the uterine blood vessel supply as required.  This booking is made using clinical portal.
· Urology
Refer to specialist urologist for cystoscopy and consideration of ureteric stenting or ureteric catheterisation and possible involvement with delivery if there is significant bladder involvement
· Anaesthesia
Arrange preoperative anaesthetic consultation and for a decision as to the number of cross-matched units of blood required and the use of cell-salvage.
· Haematology
Date and time of procedure, advice may be required.
· ICU
Request to book an ICU bed, ensure ICU aware of date and time of procedure
· Neonatal team
Date and time of procedure, to be notified for a NICU bed. Arrange antenatal consultation with Neonatologist if less than 32 weeks gestation
· Vascular Surgery
Date and time of procedure, assistance may be required.
· Gynaecology Oncologist (if required)
Date and time of procedure, assistance may be required.
· Woman and partner/family
· Counsel the woman,partner and family about the suspected diagnosis
· Discuss the need for operative birth and the timing
· The option of prophylactic interventional radiology
· The implications in terms of hysterectomy, massive blood loss, cell salvage and blood transfusion
· The type of surgery will depend on the location and degree of the abnormal implantation of the placenta.  This could range from conservative surgery by excising the placental implantation site with primary repair of the uterus to hysterectomy
· Obtain consent for tubal sterilisation in case conservative surgery is performed
· Immediate care of the baby after birth

There is no evidence to support the use of autologous blood transfusion for placenta praevia. Cell salvage may be considered in cases at high risk of massive haemorrhage; discuss with anaesthetist.

Conservative management of placenta praevia or abnormally invasive placenta can be considered as an option as this is associated with lower morbidity.  It is not aimed to preserve fertility and the woman, partner and family need to be appropriately counselled. This decision should be made after careful counselling regarding the risk of life threatening haemorrhage and hysterectomy. 

[bookmark: _Toc88825321][bookmark: _Toc89785240]Emergency surgery
A small percentage of women with PAS may present with bleeding and require emergency surgery. It is expected that much of the preparation would have been completed. The obstetric team will inform appropriate personnel (as in section 4) as below:
Inform the 1st and 2nd on-call obstetric consultants
Inform the on-call anaesthetic consultant
Inform the theatre co-ordinator and request appropriate staff
Notify NICU
Inform the on-call transfusion scientist at the Blood Bank (ext 44239)
Alert the on-call urologist, vascular surgeon and interventional radiologist
Notify the ICU of the potential post-op admission.
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[bookmark: _Toc88825323][bookmark: _Toc89785242]Pre-operative
The woman should be admitted to the ward at least 24 hours before scheduled surgery to facilitate adequate and timely preparation
The woman is encouraged to commence antenatal expression of colostrum after obstetric consultation
Ensure pathology collected including blood cross matching
Liaise with urologist for cystoscopy and ureteric catheter/stent insertion 
 If interventional radiology anticipated, liaise with Interventional radiologist
Review MRI results with Radiologist

[bookmark: _Toc88825324][bookmark: _Toc89785243]Day of Surgery
Anaesthetic administered (usually spinal initially). Depending on clinical circumstances the decision may be made to convert to general anaesthetic
Fetal monitoring as per obstetric consultation
Neonatal team is aware to attend surgery including Registrar and retrieval nurse
Midwife provides routine intra-operative care
Following this, the urologist performs cystoscopy and insertion of the ureteric catheter/stent
The caesarean section is commenced and an evaluation of the extent of the PAS is made and the type of surgery planned prior to incision of the uterus and delivery of the baby
Following delivery of the baby, if hysterectomy is planned, the Interventional Radiology (IR) department is informed that the patient will be transferred for embolization
At this point, general anaesthesia is commenced and the partner will leave the operating theatre with the baby and midwife
The placenta is not disturbed, the uterus and abdomen temporarily closed for the transfer to IR
Once embolization is completed, the patient is transferred back to the operating theatre for completion of the hysterectomy
If conservative surgery is planned and haemostasis is achieved, IR will be informed that the planned embolization is not to proceed
After surgery, depending on the outcome of the procedure, the ureteric catheter is removed but if the ureters have had stents placed, they will be removed at a later stage by the urology team with flexible cystoscopy
Depending on the woman’s condition they may be transferred to Recovery. If there has been significant bleeding and they are haemodynamically unstable they may be transferred to ICU
Where the baby is cared for will depend on gestation and the individual clinical situation and will be at the direction of the Neonatology team.
When stabilised the woman is admitted to the Antenatal ward
Repeat pathology as required
Intraperitoneal drain and IDC out as per surgeon’s recommendation
Ureteric stents to be removed as per urologist recommendation
Routine postoperative care and postpartum care will be provided as per the woman’s clinical situation
Care should be taken to provide a debrief if required including referral to social work
Breastfeeding and expressing are supported as required
Routine care is provided for the baby as per relevant Guidelines
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Outcome
· Women presenting with Placenta Praevia and Placenta Accreta are identified as early as possible, and care is provided as per this Guideline.

Measures
· Incidents related to Placenta Praevia and Placenta Accreta will be discussed at the Maternity Morbidity and Mortality meetings to ensure appropriate intrapartum management has occurred.
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[bookmark: _Toc88825327][bookmark: _Toc89785246]Procedures
· Critical Bleeding /Massive Transfusion
· Non-Elective Caesarean Section (including classification of urgency)
· Patient Identification and Procedure Matching
· Patient Identification - Pathology Specimen Labelling

[bookmark: _Toc88825328][bookmark: _Toc89785247]Guidelines 
· Antepartum Haemorrhage (APH) including Placenta Praevia, Placental Abruption and Vasa Praevia
· Fresh Blood Products Administration – Adults, Paediatrics, and Neonates
· Labour and Birth: Care during First, Second, Third and Fourth Stage
· Obstetric Emergency - Postpartum Haemorrhage
· Preterm Labour and Birth
· Preterm Pre-labour Ruptured Membranes (PPROM)

Legislation	
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011

Other
•      Australian Charter of Healthcare Rights
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Placenta accreta: Placenta implants totally/partially/focally through the decidua basalis 
Villi attached to myometrium

Placenta increta: Villi invade the myometrium

Placenta percreta: Villi fully penetrate the myometrium
May breach the serosa and invade surrounding structures
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Placenta Accreta Spectrum, Placenta accreta, Placenta increta, Placenta percreta, Morbidly adherent placenta, Adherent placenta, Placenta praevia
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