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Introduction 

Maternal and fetal morbidity and mortality from 

placenta previa are considerable
1-9
 and are 

associated with high demands on health resources. 

With the rising incidence of cesarean sections 

combined with increasing maternal age, the 

numbers of cases of placenta previa and its 

complications will continue to increase
7,8,10-14

.  

The purpose of this guideline is to address the 

methods of diagnosing placenta previa and placenta 

previa accreta and their clinical management in 

both the antenatal and peripartum periods.  

Placenta previa is a condition in which the 

placental tissue lies abnormally close to the internal 

cervical os. Four subtypes are generally recognized:  

Complete or total, in which the placenta covers 

360° of the internal cervical os; incomplete or 

partial, in which 0°-360° of the internal cervical os 

is covered by placental tissue; marginal, in which 

the placental tissue abuts but does not cover the 

internal cervical os; and low lying, in which the 

edge of the placenta lies abnormally close to but 

does not abut the internal cervical os.  

Etiology and Predisposing Factors 

Placenta previa typically occurs as a result of 

abnormally low implantation. Although no specific 

cause has been identified to date, this condition has 

been hypothesized to occur as a result of abnormal 

endometrial vascularization related to atrophy or 

scarring from prior trauma or inflammation.  

Risk factors for placenta previa include prior 

placenta previa, prior cesarean delivery, increased 

maternal age, large placentae (e.g., multiple 

gestations or erythroblastosis), and a maternal 

history of smoking
7, 8, 10 -4

.  

Diagnosis 

Transabdominal sonography (TAS) previously 

was the test of choice to confirm placenta previa.  

Transvaginal sonography (TVS) is safe in the 

presence of placenta previa, and is more accurate 

than TAS in locating the placenta
15 -19

. 

Magnetic resonance imaging (MRI) has been 

reported in the diagnosis of placenta previa where 

TAS images have been unsatisfactory
20
, and has the 

advantage of being possible without a full bladder, 

and is an objective test removing operator error. It 

is particularly useful in imaging posterior 

placenta
20
, but has not been subject to comparison 

with TVS and can only be recommended for use in 

a research context at this stage.  

A reasonable antenatal imaging policy would be 

to perform a transvaginal scan on all women in 

whom placenta previa is suspected at their 

transabdominal level 2 scan to reduce those for 

whom follow-up will be needed. A further 

transvaginal scan at 32 weeks would then be 

appropriate for all women whose placentas 

encroached on the cervical os at their level 2 scan 

to follow up of possible placental migration.  

Placenta Accreta 

Antenatal imaging by color flow Doppler 

ultrasonography should be performed on women 

with placenta previa who are at increased risk of 

placenta accreta. 

Management 

Inpatient management is still appropriate for 

women with major placenta previa in the latter part 

of the third trimester. Any home based care for 

such women should be conducted within a research 

context. 

The use of cervical cerclage to reduce bleeding 

and prolong pregnancy is not backed up by 

sufficient evidence to recommend this practice 

outside of a clinical trial.  

Tocolysis for treatment of bleeding due to 

placenta previa can rarely be useful in selected 

cases (subject to consultant opinion, with an 

available operative theatre available 24 hours-a-

day).  

However betamimetics were used in the studies 

to date and as these are known to be associated with 

significant side-effects, the agent and optimum 

regime are still to be determined.  

Delivery 

• The mode of delivery should be based on 

clinical judgment supplemented by 

sonographic information. An encroaching 

placenta, which is within 2cm of the 

internal os, is likely to need delivery by 
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caesarean section especially if it is 

posterior or thick. 

• Blood should be available for the 

peripartum period. The amount required 

will depend on the clinical features of each 

individual case. 

• There is no evidence to support the use of 

autologous blood transfusion for placenta 

previa.  

• The choice of anesthetic technique for 

caesarean sections for placenta previa must 

be made by the anesthetist conducting the 

procedure but there is increasing evidence 

to support the safety of regional blockade. 

• A recent study showed that there was more 

blood loss and more transfusion 

requirements in those having general 

anesthesia, with increased major 

morbidities as pulmonary embolism. 

• Any woman going to theatre with known 

placenta previa should be delivered by the 

most experienced obstetrician and 

anesthetist available. As a minimum 

requirement, a consultant should be 

present within the delivery suite. A junior 

doctor should not be left unsupervised 

when caring for these women.  

• Women with placenta previa who have 

had a previous caesarean section are at 

high risk of having a morbidly adherent 

placenta and should have been imaged 

antenatally. When placenta accreta is felt 

to be likely consultant anesthetic and 

obstetric input are vital in planning and 

conducting the delivery. Crossed matched 

blood should be available and other 

colleagues such as urologists may be on 

standby to attend if needed.  

• All cesarean sections performed in women 

with placenta previa who have had a 

previous cesarean section should be 

conducted by a consultant obstetrician due 

to the high risk of major morbidity 

• Conservative management of placenta 

previa accreta can be successful and can 

preserve fertility. This can include elective 

uterine artery catheterisation in preparation 

for prophylactic or therapeutic uterine 

artery embolisation
21,22

, internal iliac 

artery ligation and methotrexate therapy
23
. 

But there have been cases of delayed 

hemorrhage necessitating hysterectomy
24,25

  

• The surgical maneuvers required in the 

face of massive hemorrhage associated 

with placenta previa cesarean sections 

should be performed by appropriately 

experienced surgeons and calling for extra 

help early should be encouraged and not 

seen as ‘losing face’. 

• Uterotonic agents may help in reducing the 

blood loss associated with bleeding from 

the relatively atonic lower uterine 

segment
26
, while bimanual compression, 

hydrostatic balloon catheterisation or 

uterine packing
27
 or even aortic 

compression can buy time while senior 

help arrives. Additional surgical 

maneuvers which may be considered 

include the B-Lynch suture
28
, uterine

29
 or 

internal iliac artery ligation
30
, or 

hysterectomy. Arterial embolisation has 

been reported
31
 and is useful in selected 

cases as long as the iliac vessels have not 

been tied off. 

Don’t Forget 

• Screening for infection before termination 

of pregnancy and antibiotic prophylaxis to 

minimize the risk of post abortion 

infection
32
 

• Prophylactic antibiotics should be used for 

caesarean sections
31
, and for manual 

removal of the placenta. 

• Use of antenatal corticosteroids in 

threatened preterm delivery
33
. 

• Anti-D immunoglobulin for rhesus 

negative women who bleed
34
. 

• Thromboprophylaxis for any woman at 

increased risk of thromboembolism
35
.  

Risk Management  

As in all cases of high risk, particular attention 

should be paid to careful documentation of all 

issues surrounding clinical discussion and 

decisions. Names of all clinical staff involved 

should be recorded legibly and signed in the notes, 

together with the content of any discussions, 

advanced directives and decisions. 

References 

1. Hall M. Haemorrhage. In Lewis G,Drife J,editors. 

Why Mothers Die 2000–2002. The Sixth Report of 
the Confidential Enquiries into Maternal Deaths in 

the United. Kingdom. London: RCOG Press 2004; 
86–93. 

2. Iyasu S., Saftlas A., Rowley D., et al. The 

epidemiology of placenta pr aevia in the United 
States, 1979 through 1987 Am. J. Obstet. Gynecol. 

1993; 168:1424–9. 
3. Rossiter C. Maternal mortality. Br. J. Obstet. 

Gynaecol. 1985; 92(Suppl 5):100–15. 

4. McShane P., Heyl P., Epstein M. Maternal and 
perinatal morbidity resulting from placenta praevia. 

Obstet. Gynecol 1985; 65:176–82. 



The Diagnosis and Management of Placenta Praevia                            Tailored Guidelines 

ASJOG • Volume 3 • February • 2006 • www.asjog.org 61 

5. Sheiner E., Shoham-Vardi I., Hallak M., et al. 

Placenta praevia:obstetric risk factors and pregnancy 

outcome. J. Matern. Fetal. 2001; 10:414–19. 
6. Groom K., Paterson-Brown S. Placenta praevia and 

placenta praevia accreta:a review of aetiology, 
diagnosis and management. Fetal. Mat. Med. Review 

2001; 12:41–66. 

7. Gielchinsky Y., Rojansky N., Fasouliotis S., et al. 
Placenta accreta: summary of 10 years: a survey of 

310 cases. Placenta. 2002; 23:210–14. 
8. Ananth C., Smulian J.,Vintzileos A. The effect of 

placenta praevia on neonatal mortality: a population 

based study in the United States,1989 through 1997. 
Am. J. Obstet. Gynecol. 2003; 188:1299–304. 

9. Salihu H., Li Q., Rouse D., Alexander G. Placenta 
praevia: neonatal death after live births in the United 

States. Am. J. Obstet. Gynecol. 2003; 188:1305–9. 

10. Ananth C., Smulian J., Vintzileos A. The association 
of placenta praevia with history of caesarean delivery 

and abortion: a meta-analysis. Am. J. Obstet. 
Gynecol. 1997; 177:1071–8. 

11. Frederiksen M., Glassenberg R., Stika C. Placenta 

praevia: a 22 years analysis.Am J Obstet Gynecol 
1999; 180:1432–7. 

12. Gilliam M., Rosenberg D., Davis F. The likelihood of 
placenta praevia with greater number of caesarean 

deliveries and higher parity. Obstet. Gynecol.2002; 

99:967–80. 
13. Lyndon-Rochell M., Victoria L., Easterling T., et al. 

First birth caesarean and placental abruption or 
praevia at second birth. Obstet. Gynecol. 2001; 

97:765–9. 

14. Faiz A., Ananth C. Etiology and risk factors for 
placenta praevia: an overview and meta-analysis of 

obser vational studies. J. Matern. Fetal. Neonatal. 
2003; 13:175–90. 

15. Oyelese K.,Holden D., Awadh A., et al. Placenta 

praevia: the case f or transvaginal sonography. Cont 
Rev. Obstet. Gynecol. 1999; 11:257–61. 

16. Smith R., Lauria M., Comstock C. et al. Transvaginal 
ultrasonography for all placentas that appear to be lo 

w-lying or over the internal cervical os. Ultrasound. 

Obstet. Gynecol. 1997; 9:22–4. 
17. Leerentveld R., Gilberts E., Arnold M., et al. 

Accuracy and safety of transvaginal sonographic 
placental localisation. Obstet. Gynecol. 1990; 

76:759–62. 

18. Lauria M., Smith R., Treadwell M., et al. The use of 
second-trimester transvaginal sonography to predict 

placenta praevia. Ultrasound. Obstet. Gynecol. 1996; 
8:337–40. 

19. Oppemheimer L., Farine D., Knox Ritchie J., et al. 

What is a low-lying placenta? Am. J. Obstet. 
Gynecol. 1991; 165:1036–8. 

20. Powell M., Buckley J., Price H., et al. Magnetic 

resonance imaging and placenta praevia. Am. J. 

Obstet. Gynecol. 1986; 154:656–9. 
21. Kayem G., Pannier E., Goffinet F., et al. Fertility 

after conservative treatment of placenta accreta. 
Fertil. Steril. 2002; 78:637–8. 

22. Clement D., Kayem G., Cabrol D. Conservative 

treatment of placenta percreta: a safe alternative. Eur. 
J. Obstet. Gynecol. Reprod. Biol. 2004; 114:108–9. 

23. Courbiere B., Bretelle F., Porcu G., et al. 
Conservative treatment of placenta accreta. J. 

Gynecol. Obstet. Biol. Reprod. 2003; 32:549–54. 

24. Butt K., Gagnon A., Delisle M. Failure of 
methotrexate and internal iliac balloon catheterization 

to manage placenta percreta. Obstet. Gynecol. 2002; 
99:981–2. 

25. Dinkel H., Durig P., Schnatterbeck P., et al. 

Percutaneous treatment of placenta percreta using 
coil embolisation. J. Endovasc. Ther. 2003; 10:158–

62. 
26. Merrikay A., Mariano J. Controlling refractory 

atonicpostpartum haemorrhage with Hemabate sterile 

solution. Am. J. Obstet. Gynecol. 1990; 162:205–8. 
27. Maier R. Control of postpartum haemor rhage with 

uterine packing. Am. J. Obstet. Gynecol. 1993; 
169:317–23. 

28. B-Lynch C., Coker A., Lawal A., et al. The B-Lynch 

surgical technique for the control of massive 
postpartum haemorrhage: an alternative to 

hysterectomy? Five cases reported. Br. J. Obstet. 
Gynaecol. 1997; 104:372–5. 

29. O’Leary J. Uterine artery ligation in the control of 

post-cesarean hemorrhage. J. Reprod. Med. 1995; 
40:189–93. 

30. Clark S., Phelan J., Yeh S., et al. Hypogastric artery 
ligation for obstetric haemorrhage. Obstet. Gynecol. 

1985; 66:353–6. 

31. Hansch E., Chitkara U., McAlpine J., et al. Pelvic 
arterial embolisation for control of obstetric 

haemorrhage: a five year experience. Am. J. Obstet. 
Gynecol. 1999; 180:1454–60. 

32. Royal College of Obstetricians and Gynaecologists. 

The Care of Women Requesting Induced Abortion. 
Evidence-based Clinical Guideline No.7.London: 

RCOG Press;2004. 
33. Royal College of Obstetricians and Gynaecologists. 

Antenatal corticosteroids to prevent respiratory 

distress syndrome. Guideline No.7.London.RCOG; 
2004. 

34. Royal College of Obstetricians and Gynaecologists. 
Use of anti-D immunoglobulin for rhesus 

prophylaxis.GuidelineNo.22.London:RCOG;2002. 

35. Royal College of Obstetricians and Gynaecologists. 
Report of the RCOG Working Party on prophylaxis 

against Thromboembolism in Gynaecolog and 
Obstetrics. London:RCOG;1995. 
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