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PLACENTA ACCRETA SPECTRUM (PAS)’

Clinical Risk Factors'
Placenta previa or low-lying
placenta in the setting of
previous cesarean delivery(ies)
or uterine surgeries?®

Prior uterine surgeries (e.g.,
myomectomy, curettage,
endometrial ablation)*

AND/OR

Ultrasound Findings?
-Placental lacunae with
turbulent vascular flow

-Loss of the normal hypoechoic
zone between placenta and
myometrium
-Interruption of the uterine
serosal-bladder interface
-Thin retroplacental myometrial
thickness (<1mm)
-Bridging vessels
-Cesarean scar pregnancy

Level Il Ultrasound

A 4

Suspected PAS'

Counsel re: risk of
maternal

A 4

Maternal-Fetal Medicine
Consultation/Transfer of
Careto Level llI-IV
Maternal Center>

.| If previable, discuss

Consultation(s) with
Multidisciplinary PAS
Care Team*

Serial transabdominal
ultrasounds q3-4 weeks

option of TOPS

BMZ course 48 hours
prior to planned delivery

Identification of planned
delivery location (main vs

morbidity/mortality

Optimize antenatal Hgb

Transvaginal ultrasound
proximal to delivery

May consider MRI in
select cases’ but not as
initial evaluation

*Multidisciplinary PAS Care Team

\ 4

L&D OR)

Delivery timing 34 0/7 —
35 6/7 weeks of
gestation®

Maternal-Fetal Medicine
OB Anesthesiology
GYN Oncology

L&D RN-OB
Transfusion Medicine
Neonatology

fInterventional Radiology
TUrology

TTrauma or General Surgery

TAs clinically indicated for select high-risk cases
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These algorithms are designed to assist the primary care tprovider in the clinical mana?_ement of a variety of problems
that occur durin 0regn_ancy. They should not be lnt_etrre ed as a standard of care, but instead represent quidelines
for management. Variation in cf)rac_tlces should take into account such factors as characteristics of the individual
patient, health resources, and regional experience with diagnostic and therapeutic modalities._The algorithms remain
the intellectual property of the Ur_nvers:tx of North Carolina at Chapel Hill School of Medicine. They cannot be
reproduced in whole or in part without the expressed written permission of the school.
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