
Retained placenta explained

What retained placenta means

Retained placenta refers to failure of the placenta to deliver after the baby
is born, or to retention of placental fragments or membranes inside the uterus.
In many clinical settings after vaginal birth, a time-based diagnosis is
considered when the placenta has not delivered within a set interval, often
around 30 minutes with active management, although local protocols vary.
Importantly, clinicians do not always wait for a clock threshold: significant
bleeding before placental delivery can make retained placenta an immediate
concern.

The placenta normally separates when the uterus contracts strongly after birth.
These contractions compress blood vessels where the placenta was attached,
helping reduce bleeding. Once separated, the placenta passes through the cervix
and vagina. If separation, uterine contraction, or expulsion is disrupted, the
third stage of labor can become prolonged and medically urgent.

Retained placenta after birth is not a reflection of effort, pain tolerance, or
anything a birthing person did wrong. It is an obstetric complication with
several mechanisms, some predictable and some not. The priority is calm, timely
care: confirming what has happened, controlling bleeding, delivering any



retained tissue, and supporting recovery.

The main clinical types

Clinicians often think about retained placenta in categories because the safest
management depends on why the placenta has not delivered. One common type is
placenta adherens, where the placenta has not fully separated from the uterine
wall, often in association with inadequate uterine contraction. The uterus may
feel less firm than expected, and bleeding risk can rise if the placental bed
remains open.

A trapped placenta is different: the placenta has separated but cannot pass
out, commonly because the cervix begins to close or because the uterus has
contracted in a way that holds the placenta inside. In this situation, the
placenta may no longer be attached, but it is still retained within the uterus.

A third category involves abnormal adherence, including partial placenta
accreta spectrum. In this situation, placental tissue is more deeply attached
to the uterine wall than usual and may not separate cleanly. This can cause
heavy bleeding if forceful removal is attempted. Placenta accreta spectrum is a
serious condition that requires experienced obstetric management. These
categories can overlap in real life, so bedside assessment, bleeding pattern,
placental appearance, and sometimes ultrasound or operative evaluation may all
contribute to decision-making.

Risk factors and why they matter

Retained placenta can occur without obvious risk factors, but several features
are associated with higher risk. A previous retained placenta is one of the
more important historical clues. Prior uterine surgery, including cesarean
birth or procedures involving the uterine lining, may matter because scarring
can affect placental attachment in later pregnancies. A history of placenta
accreta spectrum, placenta previa, or significant postpartum hemorrhage also
raises clinical attention.

Pregnancy and labor factors can contribute as well. Preterm birth, stillbirth,
induced labor, prolonged oxytocin exposure, uterine overdistension, and
abnormalities of uterine contraction have been discussed in the medical



literature as possible contributors. The exact risk profile varies across
studies and populations, so these factors are best understood as reasons for
increased vigilance rather than as predictions.

Risk factors matter because they help the maternity team prepare. Preparation
may include active management of placenta delivery, readiness with uterotonic
medication, careful inspection of the placenta after delivery, intravenous
access if bleeding risk is high, and early involvement of senior obstetric
staff. For someone planning a birth after a previous retained placenta, it is
reasonable to discuss postpartum hemorrhage risk and manual removal of the
placenta with the maternity team before labor, so expectations and escalation
plans are clear.

How retained placenta may be recognized

The most straightforward sign is that the placenta has not delivered within the
expected time after birth. Clinicians also look for signs of placental
separation, such as a gush of blood, lengthening of the umbilical cord, and a
change in uterine shape or height. Absence of these signs may suggest that
separation has not occurred, although no single sign is perfect.

Bleeding changes the urgency. Heavy vaginal bleeding, a falling blood pressure,
rapid pulse, dizziness, pallor, or feeling faint after birth may indicate
postpartum hemorrhage. In that context, retained placenta is one possible
cause, along with uterine atony, genital tract trauma, clotting problems, and
other obstetric complications. Clinicians usually assess several causes at the
same time because rapid treatment matters more than a slow sequential workup.

Sometimes the placenta delivers but appears incomplete. The maternity team
normally inspects the maternal surface, membranes, and cord insertion. Missing
cotyledons, torn membranes, or ongoing bleeding can raise concern for retained
placental tissue. Later, retained fragments may be suspected if there is
persistent heavy bleeding, fever, uterine tenderness, foul-smelling discharge,
or delayed postpartum recovery. These symptoms need professional assessment
rather than self-treatment, because postpartum infection and secondary
hemorrhage can become serious.

Immediate management after birth



Management depends on the clinical situation: how much bleeding there is, how
long it has been since birth, whether the placenta seems separated, and how
stable the birthing person is. In a stable situation, clinicians may try
supportive measures first. These can include encouraging breastfeeding or
nipple stimulation to promote endogenous oxytocin release, helping the person
change position, emptying the bladder, and giving uterotonic medication to
strengthen uterine contraction. Controlled cord traction may be used by trained
clinicians when appropriate.

If the placenta does not deliver, or if bleeding is significant, manual removal
of the placenta may be recommended. This is a clinical procedure in which a
trained clinician inserts a hand through the vagina and cervix into the uterus
to separate and remove the placenta. Adequate analgesia or anesthesia is
important because the procedure can be painful. In many hospitals it is
performed in an operating room or procedure room, especially if bleeding is
heavy or abnormal placental attachment is suspected.

During management, the team may monitor vital signs, estimate blood loss,
massage the uterus, give intravenous fluids, administer uterotonics, check
blood tests, and prepare blood products if needed. Antibiotics may be
considered according to local protocol, particularly after manual uterine
exploration, but decisions vary by setting and individual circumstances. The
central aim is to remove retained tissue while preventing or treating primary
postpartum hemorrhage.

When abnormal attachment is suspected

Abnormal placental attachment changes the risk profile. If the placenta is
unusually adherent, attempts at removal can cause substantial bleeding because
the normal separation plane is absent or incomplete. Clues may include failure
of the placenta to separate despite appropriate measures, a known antenatal
concern for placenta accreta spectrum, placenta previa with previous cesarean
birth, or unusually heavy bleeding during attempted separation.

In these situations, management becomes highly individualized. Senior
obstetric, anesthetic, blood bank, and sometimes interventional radiology or
surgical teams may be involved. Options can range from careful operative



removal of retained tissue to more extensive procedures if bleeding cannot be
controlled. In severe placenta accreta spectrum, hysterectomy may be necessary
to save life, though this is not the typical pathway for all retained placenta
cases.

For patients and families, the speed and seriousness of escalation can feel
overwhelming. It is appropriate to ask the team, when the situation allows,
what they think is happening, what the immediate bleeding risk is, what pain
relief or anesthesia is planned, and whether there is concern for accreta. In
an emergency, clinicians may need to act quickly, but clear communication
afterward is still part of good care.

Recovery, monitoring, and emotional impact

Recovery after retained placenta varies. Some people feel physically well
within a short time, especially if blood loss was limited and the placenta was
removed promptly. Others need treatment for anemia, blood transfusion,
antibiotics, additional imaging, or follow-up if bleeding persists. Postpartum
bleeding should generally trend down over time; soaking pads rapidly, passing
large clots, feeling faint, developing fever, or having worsening abdominal
pain should prompt urgent medical advice.

After manual removal, the uterus has been internally examined and manipulated,
so clinicians may give specific instructions about fever, pain, bleeding,
discharge, and when to return. They may also review hemoglobin levels, discuss
iron replacement if appropriate, and document the complication for future
pregnancies. Documentation matters because a previous retained placenta can
influence planning for the third stage of labor in a later birth.

The emotional side also deserves attention. Retained placenta often happens at
a moment when attention has shifted to the newborn, and it can be distressing
to be separated from the baby, moved to theatre, or surrounded by emergency
care. Feeling shaken, disappointed, or confused afterward is common. A debrief
with the maternity team can help clarify what happened and why. If intrusive
memories, panic, low mood, or fear of future birth persists, perinatal mental
health support is a valid part of recovery.

Questions to discuss with your care team



If you have had a retained placenta, a follow-up conversation can make future
care clearer. Useful questions include whether the placenta was retained
because it did not separate, was trapped, or appeared abnormally attached; how
much blood was lost; whether the placenta and membranes looked complete after
removal; and whether any pathology testing was sent.

For future pregnancy planning, ask whether your records should flag retained
placenta, postpartum hemorrhage, manual removal, or suspected accreta. You can
also discuss whether birth in a consultant-led unit or hospital setting is
recommended, whether active management of the third stage would be advised, and
how your team would manage delayed placenta delivery next time. These
conversations do not guarantee prevention, but they can reduce uncertainty and
help the team respond promptly.

Most importantly, seek individualized advice. Online information can explain
the concepts, but it cannot assess your bleeding, uterine tone, placental
appearance, hemoglobin level, infection risk, or surgical history. Retained
placenta sits at the intersection of normal birth physiology and emergency
obstetrics, so professional assessment is essential whenever it is suspected.


