
Open Journal of Obstetrics and Gynecology, 2018, 8, 660-668 
http://www.scirp.org/journal/ojog 

ISSN Online: 2160-8806 
ISSN Print: 2160-8792 

 

DOI: 10.4236/ojog.2018.87070  Jun. 27, 2018 660 Open Journal of Obstetrics and Gynecology 
 

 
 
 

Conservative Management of Placenta Accreta 
of Seven Cases 

Bouchra Fakhir*, Mouna Zaki, Karam Harou, Ahlam Bassir, Lahcen Boukhan,  
Yasser Aitbenkeddour, Hamid Asmouki, Abderraouf Soummani 

Gynecology Obstetrics Department, University Hospital Mohammed VI, Cadi Ayyad University, Marrakesh, Morocco 

 
 
 

Abstract 
Introduction: Placenta accreta is a potentially life threatening obstetrical 
condition. The incidence has increased. Diagnosis before delivery allows mul-
tidisciplinary planning in an attempt to minimize potential maternal or neo-
natal morbidity and mortality. Prenatal ultrasonography is used to support 
the diagnosis and guide clinical management leading probably to favorable 
outcomes. Actually a conservative option which includes leaving all or part of 
the placenta in situ when fertility preservation is desired is recommended. 
Methods: We retrospectively reviewed the medical records of all patients di-
agnosed with placenta accreta in gynecology-obstetrics department of the 
university hospital Mohammed the VI of Marrakesh; Morocco; from January 
the first 2014 to January the second 2016. Results: We found seven cases. We 
described: The epidemiological characteristics, risk factors, management of 
placenta accreta, outcomes and prognosis. The incidence of placenta accreta 
was 1/3847 deliveries. The mean term of delivery was 35 weeks. We have 
adopted a successful conservative treatment in six cases (71.4%). The radical 
treatment was adopted in one patient initially admitted for severe post-partum 
hemorrhage; the prognosis was good in 85.7% cases. Conclusion: Conserva-
tive management of placenta accreta is a safe and efficient and is an interest-
ing alternative for hysterectomy. 
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1. Introduction 

Placenta accreta spectrum or abnormally invasive placenta (AIP) is an obstetric-
al complication associated with significant maternal morbidity and mortality. It 
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is caused by a defect in the decidua basalis resulting in an abnormally invasive 
placental implantation [1]. This disruption is often related to previous uterine 
scars, including C-sections and prior uterine curettage. The other risk factors 
associated with placenta accreta are multiparity; placenta previa; prior intraute-
rine infections; and maternal age over 35 years [2] [3] [4]. 

Histologically, placenta accreta is identified by trophoblastic invasion of the 
myometrium in the absence of intervening deciduas [1]. The spectrum includes 
invasion of the superficial myometrium (accreta), invasion into deeper myome-
trial layers (increta), and invasion through the serosa and/or adjacent pelvic or-
gans (percreta) [5]. 

Traditionally, caesarean hysterectomy at the time of delivery has been the fa-
vorite management strategy for placenta accreta prenatally diagnosed. Many 
cases are identified only at the time of delivery when forcible attempts at manual 
removal of the placenta are unsuccessful [6]. This situation increases emergency 
hysterectomy as well. Conservative management by leaving the placenta inside 
the uterus after birth was successfully performed in many publications; it is a 
useful strategy when hysterectomy appears to be difficult to perform (placenta 
percreta) or when fertility preservation is considered [6] [7]. 

The aim of this study is to describe the successful experience of our medical 
center with the conservative management of this particular problem.  

2. Methods  

We retrospectively reviewed the medical records of all patients diagnosed with 
placenta accreta in gynecology-obstetrics department of the university hospital 
Mohammed the VI of Marrakesh; Morocco; from January the first 2014 to Janu-
ary the second 2016. We included all the patients who were diagnosed with pla-
centa accreta prenatally or even during delivery; and who underwent a conserva-
tive management with placenta left insitu as first management. We describede-
pidemiological characteristics, risk factors, management of placenta accreta, and 
patient’s outcome. 

This study is a descriptive one, it has limits regarding patient’s inclusion be-
cause placenta accreta is under-diagnosed and many severe post partum he-
morrhage (PPH) could be treated without having the exact diagnosis of placenta 
accreta. 

Oral patient’s approval was asked for the use of pictures; in our institution no 
need of ethics committee approval for this type of studies. 

Calculations was conduct using simple excel 2013 system. 

3. Results 

During the study period, seven cases were found. The incidence of placenta ac-
creta was 1/3847 deliveries in our hospital (0.02%). The mean age was 31 years 
and ranged from 23 to 40 years, the average parity was 3. Median gestational age 
was 33 weeks ranged. Risk factor for placenta accreta was history of c-section de-
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livery in all cases, three women had more than one C-section and four had only 
one. One of them also had a previous curettage. The other risk factors were ma-
ternal age greater than 35 years old 42.8%, multiparity 71.4% (Table 1). 

The diagnosis was established by ultrasound in five cases (71.42%), features of 
placenta accreta included vascular spaces within the placenta, thinning of the 
myometrium overlying the placenta, loss of the retroplacental “clear space”, in-
creased vascularity of the uterine serosa and turbulent blood flow through the 
lacunae on Doppler ultrasonography (Figures 1-3). Two patients had magnetic 
resonance imaging to confirm the diagnosis after ultrasonound (Figure 4). 

In two cases, placenta acreta was discovered during a caesarian section, indi-
cated for hemorrhagic placenta previa. 

The timing for delivery ranged from 31 to 38 weeks, depending on the mo-
ment of patient arrival in our medical center and the presence of antepartum 
bleeding; For that, corticosteroid administration was necessary before 34 weeks 
to improve neonatal outcomes. 

Conservative treatment was performed in six cases (85.7%), a midline cuta-
neous incision with a vertical uterine incision far from the placental bed was 
performed. After the new born was delivered, the cord was cut at the insertion 
site and the uterine cavity was closed with placenta intactleft inside. No attempt 
was made to remove the placenta. (Figure 5) 

A hysterectomy was performed in one patient for shock and hemorrhageafter 
immediate failure of the conservative treatment. 

One of the six patients had secondary hysterectomy for bleeding relapse in day 
1. 

Postoperative prophylactic antibiotic therapy: Amoxicillin and clavulanic acid 
was systematically administered for 10 days to minimize the risk of infection 

Uterine artery embolization is not available in our medical center so the con-
servative treatment was combined with bilateral hypogastric ligation in four cas-
es (66.6%) to minimize blood loss. One dose of 1 mg/m2 of Methotrexatewas 
administrated intramuscularly as an adjuvant treatment for the 6 cases. Two pa-
tients had received Methotrexate twice, because of a recurrence of bleeding at 
day 6 after c-section, which caused us to avoid a secondary hysterectomy.  

Patients were followed weekly with ultrasound Doppler, serum b-hCG and 
blood infection indicators (Figure 6 and Figure 7). The prognosis was good in 
six cases (85.7%). The patient who underwent cesarean hysterectomy died with 
disseminated intravascular coagulation in uncontrolled preeclampsia conditions. 
Three months’ later patients have had almost normal ultrasound findings and 
b-hCG value of less than 5 mIU/ml. In the five cases placenta resorption was 
observed, no need to any dilation-curettage, no placenta expulsion was observed, 
no further complication was observed. 

4. Discussion 

The incidence of placenta accreta is increasing largely due to the global increase 
in C-section deliveries, it approximates 1/500 deliveries and Wu et al. found an  
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Table 1. Results. 

 Number (%) mean 

Age (years-old)  31.5 (23 to 40) 

Parity  III P 

Gestational age (weeks)  33 (31 to 38) 

Risk factors:   

Scared uterus 4 (57.5)  

Previous curettage 2 (28.5)  

Double scared uterus 1 (14.2)  

Triple scared uterus 1 (14.2)  

Diagnosis of placenta accreta:   

Ultrasonography 5 (71.4)  

Magnetic resonance imaging 2 (28.5)  

 

 
Figure 1. Antenatal diagnosis of placenta accreta (intraplacental 
lacunae). 

 

 
Figure 2. Thinning of the myometrium overlying the placenta, loss 
of the retroplacental “clear space”. 
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Figure 3. Increased vascularity of the uterine serosa 
and turbulent blood flow through the lacunae on 
doppler ultrasonography. 

 

 
Figure 4. Placenta accreta in MRI. 

 

 
Figure 5. Surgical conservative management. 
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Figure 6. Ultrasonography 15 days after surgery. 

 

 
Figure 7. Ultrasonography 1 month later. 

 
incidence of 1/533 pregnancies in their center [3]. We found a lower incidence 
of 1/3847 deliveries because of the lack of prenatal diagnosis and the incomplete 
data of histology analysis of the PPH hysterectomy specimens.The risk of 
developing placenta accreta increases with the number of previous cesarean 
deliveries. It ranges from 39% to 60% of placenta preavia accompanied with two 
or more prior c-section deliveries [8] [9]. Alanis et al. reviewed 72 cases of 
placenta accreta that were treated conservatively, among 15% of women who 
had a subsequent pregnancy, 18% developed a repeated placenta accreta [10] 
[11]. Prenatal diagnosis of placental invasion is necessary and may be lifesaving. 
Ultrasound is the first line imaging modality; however, in equivocal cases, pelvic 
MRI is recommended particularly when dealing with cases of posterior placenta 
[12] [13]. The advantage of prenatal diagnosis is to plan the delivery in a suitable 
center with a multidisciplinary team and adequate equipment and resources 
including a maternity-oriented intensive care unit (ICU) [12] [13]. Ultrasono- 
graphic features of placenta accreta include vascular spaces within the placenta, 
thinning of the myometrium overlying the placenta, loss of the retroplacental 
“clearspace”, protrusion of the placenta into the bladder, increased vascularity of 
the uterine serosa and turbulent blood flow through the lacunae on doppler 
ultrasonography [13]. The optimal timing of delivery for the patients with 
placenta accreta remains controversial. Whatever the gestational age chosen, 
practitioners have to plan an organization to include the unexpected occurrence 
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of acute bleeding requiring an emergency c-section [14]. In a large multicenter 
trial, 23.9% of women with placenta accreta in whom cesarean section was 
planned had an emergency delivery [15]. O’Brien et al. reported that after 35 
weeks, 93% of patients with placenta accreta experienced hemorrhage necessi- 
tating delivery [8] [16]. An analytical decision model showed that the preferred 
gestational age of delivery is at or beyond 34 weeks, but not later than 37 weeks 
[15]. Traditionally, caesarean hysterectomy at the time of delivery has been the 
preferred management strategy for placenta accreta. Not only this approach 
precludes future fertility, but it also exposes to intraoperative bleeding risks 
regarding surgical difficulties in percreta situation [17]. For women who wish to 
conserve their reproductive function, other options have been described, 
extirpative approach with attempt to remove the placenta and conservative 
managementwith or without partial resection of placenta.A recent Turkish paper 
comparing retrospectivally hysterectomy without placenta removal (G1); 
placenta left in situ (G2) and placenta removal with conservative surgery (G3) 
concluded that the blood loss and the amount of blood products transfusion 
were the lowest in G2 and uterine preservation rate was similar in G2 and G3 
with no difference in the three groups in surgical complications [18]. The 
American college of obstetricians and gynecologists recommended management 
of suspected placenta accreta is planned preterm cesarean hysterectomy with the 
placenta left in situ ;planned attempts of placenta removing should be avoided, 
but if fertility needs to be preserved a conservative managment with placenta left 
in situ should be considered after patient counseling about this approch 
complications [8].  

Pre or post-operative embolization of uterine arteries may help to prevent 
excessive intra-operative and immediat post operative blood loss and to promote 
placental resorption [19]. Successfully some cases of placenta percreta managed 
conservatively using uterine artery embolisation were reported with clinical 
success at around 86% [20]. In our serie, bilateral hypogastric artery ligation was 
performed in four cases, even if systematic recourse of this procedure is not 
recommended [8] [21]. because uterine artery embolisation is not available in 
our medical centre. 

Adjuvant therapy with methotrexate has been used to expedite the placenta 
resorption [22] [23]. Its use as an auxiliary treatment to reduce placental mass is 
not well proven to date [8] [10]. In our study, all patients were treated with 
intramuscular injection of methotrexate immediately in postpartum, and one of 
them have had a second injection after a bleeding relaps at day 6 with successful 
maintaining of conservative management. It has been hypothesized that metho-
trexate acts by inducing placental necrosis and expediting a more rapid involu-
tion of the placenta [10]. In our study, conservative treatment failed in one case 
(16.6%) and led to hysterectomy. Endometritis is frequently reported as compli-
cation of conservative treatment. In this way, prophylactic antibiotics may be 
helpful in the immediate postpartum period to reduce this risk [16]. All our pa-
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tients was treated by antibiotics and no serious infection complications was re-
ported. 

5. Conclusion  

Conservative management with placenta left in situ in stable patients appears to 
be a safe alternative to extirpative management. It facilitates the avoidance of 
hysterectomy and preserves fertility. Bilateral hypogastric artery ligature and 
methotrexate adjuvant treatment may help in the successfully achievement of 
this strategy. Antenatal diagnosis should be improved among patients with a 
high risk profile for placenta accreta using ultrasonography and in selected cases 
by MRI in order to optimize conservative strategy. 
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