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PLACENTA ACCRETA SPECTRUM 

DISORDERS   

Background 

 

There is strong evidence that the incidence of PAS disorders increases with the number of 

previous caesarean deliveries. PAS disorders is an overarching term for placentas with abnormal 

adherence (accreta) or abnormal invasion (increta, percreta) and are now almost an entirely 

iatrogenic condition. Jauniaux E et al. The new world of placenta accreta spectrum disorders. Int J Gynecol Obstet 

2018; 140: 259 – 260 

Link between number of previous caesarean sections and risk of placenta accreta, 

placenta praevia and hysterectomy 

Number of 

Previous 

Caesarean 

Sections 

Number 

of 

Women 

Number of 

Women with 

Placenta 

Accreta % 

Chance of 

Placenta 

Accreta if 

Placenta 

Praevia 

Number of 

Hysterectomies % 

0 6201 15 0.24% 3% 40 0.65% 

1 15808 49 0.31% 11% 67 0.42% 

2 6324 36 0.57% 40% 57 0.90% 

3 1452 31 2.13% 61% 35 2.40% 

4 258 6 2.33% 67% 9 3.49% 

5 89 6 6.74% 67% 8 8.99% 

 Totals 30132 143     216   

Silver RM, Landon MB, Rouse DJ, Leveno KJ, Spong CY, Thom EA, et al.; National Institute of Child Health and Human 

Development Maternal-Fetal Medicine Units Network. Maternal morbidity associated with multiple repeat cesarean 

deliveries. Obstet Gynecol 2006;107:1226–32 

 

PAS disorders have become a leading cause of peripartum hysterectomy, maternal morbidity and 

even mortality. 

Maternal mortality and morbidity are reduced when women with PAS disorders, particularly the 

invasive forms (increta and percreta), deliver in a centre of excellence by a multidisciplinary care 

team with experience in managing the surgical risks and perioperative challenges presented by 

these disorders, the main risk being massive obstetric haemorrhage. Transfer to a centre of 

excellence, however, relies on both recognition of the women at risk of PAS disorders and on 

accurate prenatal diagnosis, which currently is not the case in more than half of the cases. 
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Clinical Screening 

 

The most commonly described risk factor is a combination of previous caesarean delivery and 

placenta praevia (others include increasing age and parity, ART or previous uterine surgery). 

All women with an anterior low-lying placenta (placental edge <2cm from the internal cervical os 

after 16 weeks of gestation) or placenta praevia and a previous caesarean delivery should be 

referred to a centre with expertise in the prenatal diagnosis of PAS disorders, preferably ultrasound 

experience.  

A number of FIGO consensus guideline articles were recently published in the International Journal 

of Gynaecology and Obstetrics (Int J Gynecol Obstet 2018; 140: 259 – 298) by FIGO panels of 

experts. Below are abstracts of the recommendations from these articles to serve as guidelines for 

the management of PAS disorders. 

 

Recommendations for the evaluation of epidemiological data on PAS disorders. 

Recommendations Resource 

settings 

Quality of evidence 

and strength of 

recommendation 

The recent increase in the incidence and prevalence of PAS 

disorders is a consequence of the rise in caesarean 

deliveries over the last two decades 

All High and Strong 

A caesarean delivery scar increases the risk of placenta 

praevia in subsequent pregnancies 

All High and Strong 

A myomectomy scar increases the risk of PAS disorders in 

subsequent pregnancies 

High Low and Weak 

Minor surgical procedures such as uterine curettage can 

lead to PAS disorders in subsequent pregnancies 

All Low and Weak 

Women with a previous history of caesarean delivery 

presenting with a low-lying placenta or placenta praevia in 

the second trimester of pregnancy have become the largest 

group of women with the highest risk of PAS disorders 

All High and Strong 

Women should be informed that their risk of PAS disorders 

increases with each caesarean delivery 

All High and Strong 

Women who request a pre-labour elective caesarean 

delivery should be informed that their risk of developing 

PAS disorders is higher than after emergency/emergent 

caesarean delivery 

High Low and Weak 

Women presenting with caesarean scar pregnancy in the 

first trimester of pregnancy should be informed of the high 

risk of invasive placentation and/or major placenta praevia 

later in pregnancy and should be offered the option of 

terminating the pregnancy 

High Moderate and 

Strong 
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Recommendations Resource 

settings 

Quality of evidence 

and strength of 

recommendation 

The use of standardized protocol and terminology for both 

the clinical diagnosis and histopathological confirmation of 

PAS disorders is essential to obtaining new and more 

accurate epidemiological data 

All High and Strong 

Modified from….Jauniaux E et al. FIGO consensus guidelines on placental accreta spectrum disorders: 

Epidemiology. Int J Gynecol Obstet 2018; 140: 265 – 273 

 

Recommendations for prenatal diagnosis and screening of PAS disorders. 

Recommendations Resource 

settings 

Quality of evidence 

and strength of 

recommendation 

Ultrasonography is a relatively inexpensive and widely 

available imaging modality and therefore should be the first 

line for the diagnosis of PAS disorders 

All High and Strong 

 

Women diagnosed with caesarean scar pregnancy in the 

first trimester should be counselled regarding the high risk 

of requiring a hysterectomy owing to PAS disorders. They 

should be followed up by the most experienced operator 

available, preferably one with expertise in diagnosis of 

PAS disorders 

All High and Strong 

 

At the mid-trimester examination for foetal anomaly, all 

women should be asked if they have had a previous 

caesarean delivery. If so, this should prompt careful 

assessment of the placental implantation site especially if it 

is anterior, low lying, or previa 

All Medium and Strong 

 

The ultrasound signs observed for the diagnosis of PAS 

disorders should be described using standardized 

protocols 

All Medium and Strong 

 

The recorded presence or absence of each ultrasound sign 

will be influenced by the operator’s interpretation of what 

constitutes that marker 

All High and Strong 

 

MRI is not essential for making a prenatal diagnosis of 

suspected PAS disorders but may be useful in evaluating 

the pelvic extension of a placenta percreta or areas difficult 

to evaluate on ultrasound 

High-

income 

 

Medium and Weak 

 

Modified from Jauniaux E et al. FIGO consensus guidelines on placental accreta spectrum disorders: 

Prenatal diagnosis and screening. Int J Gynecol Obstet 2018; 140: 274 – 280 
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Recommendations for the non-conservative surgical management of PAS disorders.  

Recommendations 

 

Resource 

settings 

Quality of evidence 

and strength of 

recommendation 

Preoperative optimisation of haemoglobin is essential All  

Women presenting with PAS disorders with or without 

placenta praevia should have their delivery scheduled in a 

Centre of Excellence with a dedicated multidisciplinary 

team and care plan, accessible 24/7 

High Moderate and 

Strong 

The care plan for women with PAS disorders should 

include logistic support for access to blood products, 

capacity to perform complex pelvic surgery, intensive care 

facilities (adult / neonatal), and obstetric anaesthetists 

High Moderate and 

Strong 

Surgical expertise in complex pelvic surgery should be 

available throughout the surgical procedure (incl. 

retroperitoneal dissection, ureterolysis, internal iliac artery 

ligation, ureteral stent placement, bowel resection, repair of 

vascular injury) 

All Moderate and 

Strong 

Scheduled non emergent delivery is advisable for women 

with PAS disorders as it is associated with a reduction in 

complications related to blood loss (this may justify 

planning delivery at 34-35 weeks for invasive forms of PAS 

to reduce the need for emergency surgery for APH, while 

in accreta it may be safe to postpone until 37 weeks, esp. if 

no previous minor APH, no PPROM and no contractions) 

All Low and Strong 

 

Preoperative ureteric stent placement can reduce the risk 

of unintentional urinary tract injury 

?  

Deliberate cystotomy and excision of involved bladder may 

be considered in cases of percreta villous tissue involving 

the bladder 

All Low and Strong 

 

A midline skin incision should be considered for invasive 

PAS disorders and anterior low-lying placenta or previa 

accreta when the superior margin is outside the lower 

uterine segment 

All Low and Weak 

 

Where available, tranexamic acid should be administered 

(1 g slow IV or 1000–1300 mg orally) immediately prior to 

or during caesarean delivery for PAS disorders 

All High and Strong 

 

The role of bilateral internal iliac artery ligation or balloon 

occlusion at the time of caesarean hysterectomy for PAS 

disorders is currently unclear 

All Low and Weak 

 

Recommendations 

 

Resource 

settings 

Quality of evidence 

and strength of 

recommendation 
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When available, cell salvage may be utilized or be on 

“stand-by” during cases of caesarean delivery for PAS 

disorders 

High Low and Strong 

 

In the absence of spontaneous placental separation, the 

placenta should be left in situ to minimize blood loss during 

planned immediate caesarean hysterectomy and 

uterotonics should not be used 

All Moderate and 

Strong 

 

Total hysterectomy with placenta in situ is preferred over 

subtotal hysterectomy in cases of placenta previa increta 

or percreta 

All Low and Strong 

 

In cases of placenta percreta with extensive pelvic 

invasion, delayed hysterectomy (3-12 weeks later) with 

placenta in situ may be considered 

High Low and Weak 

 

Modified from….Allen L et al. FIGO consensus guidelines on placental accreta spectrum disorders: Non-conservative 

Surgical Management. Int J Gynecol Obstet 2018; 140: 281 – 290 

Primary elective caesarean hysterectomy is the safest and most practical option for most low- and 

middle income countries.  

 

Recommendations for conservative management of placenta accreta spectrum (PAS) 

disorders. 

Recommendations Resource 

settings 

Quality of 

evidence and 

strength of 

recommendation 
Leaving the placenta in situ is an option for women who 

desire to preserve their fertility and agree to continuous long-

term monitoring in centres with adequate expertise and 24/7 

access to the multidisciplinary team as major complications 

(bleeding, coagulopathy, sepsis) are common and may occur 

many weeks later 

High Moderate and 

Strong 

The extirpative approach or forcible manual removal of the 

placenta should be abandoned 

All High and Strong 

When a conservative treatment is attempted in cases of PAS 

disorders diagnosed prenatally, the exact position of the 

placenta should be confirmed by a preoperative ultrasound 

and the equipment and expert surgical team should be on 

stand-by for an emergent hysterectomy 

High Moderate and 

Strong 

The uterine incision must avoid the entire placental bed All  

After the delivery of the fetus, and only in cases with no 

clinical evidence of invasive PAS disorders, the surgeon may 

carefully attempt to remove the placenta by controlled cord 

traction and the use of uterotonics 

All Low and Strong 

 

Recommendations Resource 

settings 

Quality of 

evidence and 

strength of 

recommendation 
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If the placenta is left in situ, the cord must be clamped close 

to the surface and the uterus closed. Postoperative antibiotic 

therapy (amoxicillin and clavulanic acid or clindamycin in 

case of penicillin allergy) should be administered 

prophylactically to minimize the risk of infection 

High Low and Weak 

 

The use of methotrexate is not recommended until further 

evidence is available on its efficacy and safety 

High Moderate and 

Strong 

Preventive surgical or radiological uterine devascularisation 

is not recommended routinely 

High Low and Weak 

There is insufficient evidence to recommend the use of 

magnetic resonance imaging and/or measuring serum  β-

hCG for the monitoring of conservative management cases 

but regular clinical and ultrasound review until full resolution 

is recommended 

High Low and Weak 

Women who want another pregnancy should be advised that 

the recurrence risk of PAS disorders is high (22-29%) 

All High and Strong 

The one-step conservative surgery (partial myometrial 

resection with placenta attached, followed by immediate 

uterus reconstruction and bladder reinforcement) is less 

reproducible than other conservative management 

approaches, mainly because the efficacy of haemostasis is 

operator dependent 

High Low and Weak 

Modified from:.Sentilhes L et al. FIGO consensus guidelines on placental accreta spectrum disorders: Conservative 

Management. Int J Gynecol Obstet 2018; 140: 291 – 298 

 

Authorship 

These guidelines were drafted by a clinical team from Mediclinic and were reviewed by a 

panel of experts from SASOG and the BetterObs clinical team. All attempts were made to 

ensure that the guidance provided is clinically safe, locally relevant and in line with current 

global and South African best practise. Succinctness was considered more important than 

comprehensiveness. 

All guidelines must be used in conjunction with clinical evaluation and judgement; care 

must be individualised when appropriate. The writing team, reviewers and SASOG do not 

accept accountability for any untoward clinical, financial or other outcome related to the 

use of these documents. Comments are welcome and will be used at the time of next 

review. 

Released on date: 2019 12 01 


