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Abstract: Objectives: To assess risk factors, outcomes and provide combinations of treatment for placenta accreta 
in our hospital of Shanghai, China. Methods: Clinical data of 153 women with placenta accreta and 149 controls 
between January 2010 and January 2015 were retrospectively collected. Univariate and multivariable logistic re-
gression analyses were performed. Results: The maternal age (OR = 1.268, 95% CI: 1.143-1.406), gravidity (twice, 
OR = 3.435, 95% CI: 1.413-8.350; 3 times, OR = 9.643, 95% CI: 3.901-23.838) and low-lying placenta (OR = 
15.952, 95% CI: 4.701-54.127) were independent risk factors for placenta accreta. Postpartum hemorrhage was 
the main complication in patients with placenta accreta, leading to the requirement for conservative treatments by 
intrauterine packing with gauze (15, 33.3%)/water bag (15, 9.8%), B-Lynch suture (9, 5.9%), uterine arterial embo-
lization (14, 9.2%), ligation of the ascending branch of the uterine artery (4, 2.6%) intraoperatively, and injection 
of MTX (105, 68.6%) postoperatively. Neonates born to women with placenta accreta had significantly lower birth 
weight, Apgar scores at 5 min and higher rates of neonatal asphyxia, but no deaths occurred. Conclusion: Planned 
delivery and intervention is necessary for women with placenta previa, multiple gravidity and advanced maternal 
age to prevent adverse outcomes.
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Introduction

Placenta accreta is an abnormal condition in 
which all or part of the placenta is attaching, 
invading or penetrating to the myometrium or 
adjacent organs, which obstructs its correct 
separation at delivery, consequently, leads to 
massive maternal hemorrhage and threatens 
maternal and neonatal lives [1]. According to 
statistics, the incidence of placenta accreta 
has increased from 0.12% during the 1970s,  
to 0.31% during the 2000s [2], resulting in a 
mortality rate of approximately 7% [3]. There- 
fore, placenta accreta has become a common 
and serious life-threatening obstetric problem 
for women, and a key challenge in medical 
practice.

Recently, several scholars have attempted to 
identify the risk factors associated with the 
development of placenta accreta. For example, 
Dare et al. demonstrated only placenta previa 

and maternal age = 35 could reached a signifi-
cant association with placenta accreta by com-
paring 44 pregnancies complicated by placenta 
accreta with 1371 controls in Ile-Ife, Nigeria [4]. 
Eshkoli et al. retrospectively reviewed 139 
women in Israel and found that year of birth, 
previous cesarean deliveries, and placenta pre-
via were independent risk factors for placenta 
accreta [5]. In the study of Bowman et al. [6], 
American women with previa and increasing 
numbers of prior cesareans were proved to  
be more likely to have an accreta. These find-
ings suggest the inconsistent causes for pla-
centa accreta in different countries. Thus, it is 
still essential to investigate the risk factors 
related with placenta accreta in Chinese popu-
lation, which, to our knowledge, has been rarely 
reported. 

The goal of this study was to retrospectively 
evaluate the risk factors with placenta accreta 
in pregnant women of a hospital of Shanghai, 
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China. In addition, adverse maternal, neonatal 
outcomes and the treatment measures for pla-
centa accreta were also assessed and summa-
rized, which may provide clinical practice guide-
lines for the management of placenta accreta 
[7, 8].

Materials and methods

Patients

From January 2010 to January 2015, approxi-
mately 50,000 pregnant women were admitted 
in the Department of Obstetrics and Gynecology 
of the International Peace Maternal and Child 
Health Hospital affiliated to Shanghai Jiao Tong 

gynecologist who was skilled for the uterine 
artery and internal iliac artery ligation. This 
study was approved by the local ethics com- 
mittee. Patients’ informed consent was not 
obtained due to the retrospective nature of the 
study.

Clinical data collection

To explore the potential risk factors associated 
with the development of placenta accreta, the 
basal clinical characteristics of patients with or 
without placenta accreta were retrieved from 
medical records, including maternal age, gesta-
tional age, gravidity, parity, history of multiple 
abortion, scarred uterus, uterine fibroid, pla-

Table 1. Clinical characteristics of women with and without placenta 
accreta

Characteristics Placenta accreta 
(n = 153)

Control  
(n = 149) t/χ2 P value

Maternal age (years) 33.09 ± 4.25 30.04 ± 2.97 7.249a < 0.001
Gestational age (weeks) 37.06 ± 2.14 38.64 ± 1.44 -7.547a < 0.001
Gravidity (times) 59.977 < 0.001
    1 35 (22.9) 96 (64.4)
    2 48 (31.4) 34 (22.8)
    ≥ 3 70 (45.8) 19 (12.8)
Multiple abortions 21.639 < 0.001
    Yes 30 (19.6) 4 (2.7)
    No 123 (80.4) 145 (97.3)
Scarred uterus 5.080 0.024
    Yes 24 (15.7) 11 (7.4)
    No 129 (84.3) 138 (92.6)
Uterine fibroid 0.003 0.960
    Yes 7 (4.6) 7 (4.7)
    No 146 (95.4) 142 (95.3)
Placenta previa 143.793b < 0.001
    No 59 (38.6) 142 (95.3)
    Low-lying 21 (13.7) 7 (4.7)
    Marginal 21 (13.7) 0 (0.0)
    Partial 3 (2.0) 0 (0.0)
    Complete 49 (32.0) 0 (0.0)
Hypertensive disorders 2.914 0.088
    Yes 15 (9.8) 7 (4.7)
    No 138 (90.2) 142 (95.3)
Anemia 0.045 0.832
    Yes 8 (5.2) 7 (4.7)
    No 145 (94.8) 142 (95.3)
Data are presented as n (%) or mean ± standard deviation; aadjusted p values because 
the equal variances were not assumed; badjusted p values from likelihood ratio test. 
Statistically significant (p value < 0.05) values are in bold.

University. Among them, 
153 (0.31%) pregnant wo- 
men were included in this 
study because of the pla-
centa accreta diagnosis 
according to the following 
criteria: 1) prenatal sono-
graphic findings of placen-
tal lacunae with turbulent 
flow, loss of retroplacental 
clear space, and gap in 
the retroplacental blood 
flow, or MRI signs of het-
erogeneous signal intensi-
ty within placenta, dark 
intraplacental bands on 
T2W images, and abnor-
mal disorganized placen-
tal vascularity [9]; 2) the 
difficult separation of the 
placenta due to adherent 
to the uterine wall after 
delivery; 3) and histologi-
cal evidence of placental 
villi attached to or invad- 
ing into myometrium on 
hysterectomy specimen or 
lesion samples. In addi-
tion, 149 women who 
were admitted in the cor-
responding period, but did 
not have placenta accreta, 
were also enrolled as the 
control group. All the deliv-
eries were performed by 
the same surgical team 
which included an experi-
enced obstetrician and a 
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centa previa, anemia and hypertensive disor-
ders. In addition, the pregnancy [antepartum 
hemorrhage, postpartum hemorrhage (> 500 
ml blood loss within 24 hours after delivery), 
hemorrhagic shock (> 30-35% blood loss of  
the total blood volume), transfusion, delivery 
modes], perinatal (intrauterine asphyxia, pre-
mature infant, birth weight, Apgar scores at 1 
min and 5 min)] outcomes and the relevant 
treatment strategies [including intraoperati- 
vely (intrauterine packing with gauze, B-Lynch 
suture, uterine arterial embolization, manual 
removal of placenta, intrauterine packing with 
water bag and ligation for the ascending branch 
of the uterine artery) and postoperatively (me- 
thotrexate use)] were also assessed in women 
with and without placenta accreta. 

Statistical analyses

Data were expressed as n (%) or mean ±  
standard deviation (SD) and analyzed by SPSS 
19.0 software (SPSS Inc., Chicago, IL, USA). 
Continuous variables were compared using a 
2-sample Student-t test (normally distributed) 
or nonparametric Mann-Whitney U test (non-
normally distributed). Categorical variables we- 
re compared using a chi square test. A multi-
variable logistic regression model was con-
structed to identify independent risk factors 
associated with placenta accreta with the odds 
ratios (ORs) and their 95% confidence intervals 
(CIs) computed. Multiple liner regression was 
utilized to reveal the independent risk factors 

trol (P < 0.001). Besides, placenta accreta was 
also identified to be associated with a history of 
multiple abortions, scarred uterus and a higher 
frequency of placenta previa (P < 0.001). How- 
ever, no significant differences were observed 
between these two groups regarding the uter-
ine fibroid, hypertensive disorders and anemia 
(P > 0.05). Further, a multivariate regression 
analysis (Table 2) showed that maternal age 
(OR = 1.268, 95% CI: 1.143-1.406, P < 0.001), 
gravidity (OR = 3.435, 95% CI: 1.413-8.350 for 
twice, P = 0.006; OR = 9.643, 95% CI: 3.901-
23.838 for 3 times, P < 0.001) and low-lying 
placenta (OR = 15.952, 95% CI: 4.701-54.127, 
P < 0.001) were independent risk factors for 
placenta accreta, whereas gestational age (OR 
= 0.718, 95% CI: 0.599-0.861, P < 0.001) was 
a protective factor of placenta accreta (that  
is, the higher gestational age, the lower inci-
dence of placenta accreta), but there were no 
obvious correlations identified between the 
occurrence of placenta accreta and multiple 
abortion (OR = 2.757, 95% CI: 0.679-11.184, P 
= 0.156), scarred uterus (OR = 0.573, 95% CI: 
0.184-1.788, P = 0.338) as well as hyperten-
sion disorders (OR = 1.395, 95% CI: 0.368-
5.291, P = 0.624).

Pregnancy and perinatal outcomes in patients 
with placenta accreta

In order to reveal the adverse effects of placen-
ta accreta, the pregnancy complications and 
perinatal outcomes were also evaluated. As 

Table 2. Independent risk factors for placenta accreta identified by 
logistic regression
Risk factors B Wald OR 95% CI P value
Maternal age (years) 0.237 20.239 1.268 1.143-1.406 < 0.001
Gestational age (weeks) -0.331 12.805 0.718 0.599-0.861 < 0.001
Gravidity (vs. 1) < 0.001
    2 1.234 7.415 3.435 1.413-8.350 0.006
    ≥ 3 2.266 24.089 9.643 3.901-23.838 < 0.001
Placenta previa (vs. No) 0.001
    Low-lying 2.770 19.741 15.952 4.701-54.127 < 0.001
    Marginal -- -- -- --
    Partial -- -- -- -- --
    Complete
Multiple abortion 1.014 0.715 2.757 0.679-11.184 0.156
Scarred uterus -0.557 0.581 0.573 0.184-1.788 0.338
Hypertension disorders 0.333 0.680 1.395 0.368-5.291 0.624
OR, the odds ratios; CI, confidence interval. Statistically significant (p value < 0.05) 
values are in bold.

associated with adverse ou- 
tcomes, and β with 95% CI 
were set as effective indica-
tors. P < 0.05 was consid-
ered statistically significant.

Results

Risk factors for placenta 
accreta

The clinical characteristics 
of all the participants with 
or without placenta accreta 
are shown in Table 1. The 
univariate analysis demon-
strated that women with 
placenta accreta were more 
likely to have a advanced 
maternal age, lower gesta-
tional age and higher gravid-
ity in comparison with con-



Risks and complications of placenta accrete

12512 Int J Clin Exp Med 2017;10(8):12509-12516

shown in Table 3, antepartum hemorrhage, 
postpartum hemorrhage and hemorrhagic sh- 
ock were not observed in control, but occurred 
in several patients with placenta accreta, lead-
ing to the need for blood transfusion in 42 
women. Neonates borned after a pregnancy 
complicated with placenta accreta had signifi-
cantly lower birth weight, Apgar scores at 5 min 
and higher rates of neonatal asphyxia com-
pared with control (Table 3). No maternal and 
neonatal deaths were observed in our cases.

Moreover, a further investigation of the adverse 
outcomes and their potential risk factors was 
also carried out (Table 4). According to the mul-
tivariate regression analysis, placenta accreta 
showed that placenta accreta (β = -2.905, 95% 
CI: 0.011-0.280, P < 0.001) showed a signi- 
ficant negative correlation with intrauterine 
asphyxia, but both gravidity ≤ 2 (β = 1.586, 
95% CI: 0.370-4.311, P < 0.001) and marginal  
placenta previa (β = 2.587, 95% CI: 1.895-
93.289, P = 0.009) presented positive correla-
tions with intrauterine asphyxia. However, pla-
centa accrete (β = 317.484, 95% CI: 147.546- 
487.222, P < 0.001) served as an independent 
risk factor for postpartum hemorrhage, as well 
as complete placenta previa (β = 849.950, 
95% CI: 632.023-1067.876, P < 0.001), multi-

ple abortion (β = 283.243, 95% CI: 40.587-
525.900, P = 0.022) and scarred uterus  
(β = 484.111, 95% CI: 254.389-713.832, P < 
0.001). But for the birth weight, only gestation-
al age showed a positive relationship with it  
(β = 128.664, 95% CI: 101.759-155.569, P < 
0.001). In addition, gestational age also pre-
sented a positive correlation with Apgar scores 
of 5 min (β = 0.051, 95% CI: 0.036 = 0.065, P 
< 0.001). Moreover, gravidity ≥ 3 (β = 0.086, 
95% CI: 0.022-0.149, P = 0.008) and complete 
placenta previa (β = 0.093, 95% CI: 0.016-
0.169, P = 0.018) had also revealed positive 
correlations with Apgar scores of 5 min, but 
scarred uterus served as an independent risk 
factor for Apgar scores of 5 min (β = -0.102, 
95% CI: 0.190-0.015, P = 0.022).

The treatment strategies in patients with pla-
centa accreta

In order to prevent the maternal mortality due 
to postpartum hemorrhage, several strategies 
were attempted for management of placenta 
accreta in our cases (Table 5). As a result, 
bleeding was controlled and β-hCG decreased 
to normal [3.9 (1.8-4.7)*104 mIU/ml] in most 
patients by conservative treatments, including 
intrauterine packing with gauze (15, 33.3%), 

Table 3. Pregnancy and perinatal outcomes of women with and without placenta accreta
Variables Placenta accreta (n = 153) Control (n = 149) t/χ2 P value
Antepartum hemorrhage 7 (4.6) --
Postpartum hemorrhage 74 (48.4) --
Hemorrhagic shock 11 (7.2) --
Postpartum hemorrhage (ml) 940.76 ± 1035.34 204.43 ± 26.97 8.794a < 0.001
Transfusion 42 (27.5) --
Delivery modes 13.933 < 0.001b

    Cesarean 144 (94.1) 149 (100.0)
    Natural labor 9 (5.8) 0 (0.0)
Intrauterine asphyxia 20.286 < 0.001
    Yes 7 (4.6) 33 (22.1)
    No 146 (95.4) 116 (77.9)
Preterm 1.114b 0.291
    Yes 1 (6.5) 3 (2.0)
    No 152 (93.5) 146 (98.0)
Birth weight (g) 3022.27 ± 607.14 3341.09 ± 444.05 -5.366a < 0.001b

Apgar scores (1 min) 9.80 ± 0.86 9.86 ± 0.71 -0.702 0.483
Apgar scores (5 min) 9.94 ± 0.38 10.0 -2.061a 0.041
Data are presented as n (%) or mean ± standard deviation; aadjusted p values because the equal variances were not assumed; 
badjusted p values from likelihood ratio test; cnon-normally distributed data were analyzed by non-parametric test (Mann-Whit-
ney test). Statistically significant (P < 0.05) values are in bold.
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Table 4. Adverse outcomes caused by placenta accreta identified by multivariate regression

Risk factors
Intrauterine asphyxia Postpartum hemorrhage Birth weight Apgar scores (5 min)
β (95% CI) P value β (95% CI) P value β (95% CI) P value β (95% CI) P value

Placenta accreta -2.905 (0.011-0.280) < 0.001 317.484 (147.546-487.222) < 0.001 -69.909 (-186.218-46.601) 0.238 -0.045 (-0.111-0.022) 0.188
Maternal age (years) -0.032 (0.870-1.079) 0.566 23.412 (3.609-43.214) 0.021 10.969 (-3.573-25.512) 0.139 0.003 (-0.004-0.011) 0.379
Gestational age (weeks) -0.067 (0.748-1.168) 0.554 -24.468 (-64.014-15.078) 0.224 128.664 (101.759-155.569) < 0.001 0.051 (0.036-0.065) < 0.001
Gravidity (vs. 1) 0.001
    2 1.586 (2.114-11.278) < 0.001 -198.472 (-364.142-32.802) 0.019 13.815 (-129.043-156.673) 0.849 0.056 (-0.014-0.125) 0.116
    ≥ 3 0.234 (0.370-4.311) 0.709 41.777 (-175.600-259.153) 0.706 35.488 (-95.524-166.500) 0.594 0.086 (0.022-0.149) 0.008
Placenta previa (vs. No) 0.057
    Low-lying 0.828 (0.528-9.924) 0.269 -3.200 (-272.971-266.572) 0.981 130.790 (-54.874-316.454) 0.167 0.066 (-0.027-0.160) 0.163
    Marginal 2.587 (1.895-93.289) 0.009 59.763 (-245.708-365.233) 0.700 102.693 (-118.796-324.182) 0.362 0.095 (-0.022-0.212) 0.110
    Partial -- -- -51.109 (-787.799-685.582) 0.981 123.907 (-428.803-676.617) 0.659 -0.122 (-0.153-0.396) 0.384
Complete -0.045 (0.076- 11.997) 0.972 849.950 (632.023-1067.876) < 0.001 39.005 (-140.491-218.501) 0.669 -0.093 (0.016-0.169) 0.018
Multiple abortion -0.416 (0.062-7.010) 0.730 283.243 (40.587-525.900) 0.022 -63.454 (-264.279-137.371) 0.535 -0.025 (-0.125-0.076) 0.630
Scarred uterus -- -- 484.111 (254.389-713.832) < 0.001 78.071 (-93.728-249.871) 0.372 -0.102 (-0.190-0.015) 0.022
Hypertension disorders 0.221 (0.148-4.353) 0.798 -92.067 (-378.580-194.447) 0.528 40.590 (-168.784-249.965) 0.703 0.003 (-0.105-0.111) 0.951
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B-Lynch suture (9, 5.9%), uterine arterial embo-
lization (14, 9.2%), intrauterine packing with 
water bag (15, 9.8%), ligation of the ascending 
branch of the uterine artery (4, 2.6%) intraop-
eratively, followed by local injection of MTX 
(105, 68.6%) or not (48, 31.4%) postoperative-
ly. Only fourteen women (9.2%) underwent the 
panhysterectomy due to massive blood loss.

Discussion

Using univariate and multivariate regression 
analyses, the present study demonstrated that 
advanced maternal age, higher gravidity and 
the presence of low-lying placenta were inde-
pendent risk factors, whereas large gestational 
age was a protective factor of placenta accreta. 
These conclusions seemed to be in line with 
previous studies [4-6, 10]. With the develop-
ment of economy, society and the changes in 
the concept of child-bearing, there is an increas-

monstrated that placenta previa is a risk factor 
for placenta accreta [4-6]. According to the 
location from the internal cervical os of the pla-
centa, placenta previa can be classified to be 
low-lying, marginal, partial and complete [14-
16]. Due to the small sample size, we only iden-
tified the low-lying placenta was significantly 
associated with the development of placenta 
accreta. More interestingly, gestational age 
was found to be a protective factor for placenta 
accreta in our study. This finding seemed to be 
basically in accordance with the previous con-
clusion that gestational age of patients with 
placenta accreta at delivery was lower com-
pared with control [5]. In addition, it has been 
demonstrated that the expression levels of 
heat shock proteins and matrixmetallo protein-
ases are higher in placentae from small for ges-
tational age neonates than from adequate to 
gestational age neonates [17, 18], which may 

Table 5. Treatment strategy for placenta accreta
Treatment methods n (%) Treatment methods n (%)
A + MTX 4 (2.61) C + MTX 1 (0.65)
A + MTX 75 mg 1 (0.65) C + E + MTX 75 mg 1 (0.65)
A + MTX 80 mg 3 (1.96) C + D + E + MTX 75 mg 1 (0.65)
A + B + C 1 (0.65) C + D + E + MTX 80 mg 1 (0.65)
A + B + C + D + MTX 70 mg 1 (0.65) D + MTX 6 (3.92)
A + B + C + D 1 (0.65) D + MTX 75 mg 13 (8.50)
A + C 2 (1.30) D + MTX 80 mg 3 (1.96)
A + D + MTX 3 (1.96) D + MTX 85 mg 1 (0.65)
A + D + MTX 75 mg 20 (13.1) D 7 (4.58)
A + D + MTX 80 mg 2 (1.30) D + E + MTX 80 mg 1 (0.65)
A + D 5 (3.27) D + E + MTX 75 mg 1 (0.65)
A + C + E 1 (0.65) D + E 1 (0.65)
A + C + D + MTX 75 mg 2 (1.30) D + E + MTX 75 mg 1 (0.65)
A + C + D + E 1 (0.65) D + F + G 1 (0.65)
A + E + MTX 85 mg 1 (0.65) E + MTX 65 mg 1 (0.65)
A + F 1 (0.65) E + MTX 75 mg 2 (1.30)
A + G + MTX 1 (0.65) E 1 (0.65)
A + D + G + MTX 75 mg 1 (0.65) F 10 (6.54)
B + MTX 80 mg 1 (0.65) F + G 1 (0.65)
B + C + D + MTX 65 mg 1 (0.65) MTX 75 mg 4 (2.61)
B + D + MTX 85 mg 1 (0.65) MTX 80 mg 2 (1.30)
B + D + MTX 75 mg 2 (1.30) MTX 22 (14.4)
B + E + F 1 (0.65) Without treatment 14 (9.15)
Data are presented as n (%). Intraoperatively: A, intrauterine packing with gauze; B, 
B-Lynch suture; C, uterine arterial embolization; D, manual removal of placenta; E, 
intrauterine packing with water bag; F, pan hysterectomy; G, ligation of the ascend-
ing branch of the uterine artery; postoperatively: local injection of MTX (methotrex-
ate).

ing trend in the mean mater-
nal age at the birth of the first 
child, especially for the first 
tier cities (such as Shanghai 
of China) [11]. It is reported 
that the trophoblastic cells  
in the placenta of women 
with advanced maternal age 
had a significantly higher pro-
liferative activity compared 
with control, which may grow 
further into the myometrium 
and surrounding organs (su- 
ch as bladder), ultimately le- 
ading to the development of 
placenta accreta [12]. Higher 
gravidity may increase the 
risk of endometrial injury and 
inflammation that also pro-
motes the invasion and mi- 
gration of human trophobl- 
asts in the placenta, thus 
inducing placenta accreta 
[13]. Placenta previais de- 
fined as complete or partial 
covering of the internal cervi-
cal os by the placental tissue. 
The endometrium in the in- 
ternal cervical os is thinner, 
which results to the easy in- 
vasion and even penetration 
by the placental villi. Thus, 
increasing evidence has de- 
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contribute to the higher invasion and migration 
abilities of trophoblasts and therefore promote 
the formation of placenta accreta. Thus, inhibi-
tion of them by simvastatin may be beneficial 
for prevention of the development of placenta 
accreta [19].

Furthermore, the adverse pregnancy outcomes 
associated with placenta accreta were also 
investigated in our study. As expected, postpar-
tum hemorrhage (48.4%) was the main compli-
cation in patients with placenta accreta, lead-
ing to the requirement for blood transfusion in 
27.5% (42/153) women. Though cesarean hys-
terectomy is effective for hemostasis, it is not 
acceptable for many patients owing to its dam-
age, even destruction on fertility [3, 20]. Thus, 
conservative treatment was always the first 
choice in clinic [21], which was also chosen to 
be performed for 90.8% patients in our study. 
The present conservative management strate-
gies consist of B-Lynch suture [22], uterine 
arterial embolization [23], intrauterine packing 
[24] and ligation for the ascending branch of 
the uterine artery [25] intraoperatively, and  
the use of methotrexate [26] postoperatively. 
However, there are no standard treatment pro-
tocols for placenta accreta, even, some conclu-
sions remain controversial [27]. Therefore, ran-
domized controlled trials with larger sample 
size are still needed. 

In additional the maternal adverse outcomes, 
the newborns were also affected by the placen-
ta accreta. In this study, neonates born after a 
pregnancy complicated with placenta accreta 
had significantly lower birth weight, Apgar 
scores at 5 min and higher rates of neonatal 
asphyxia compared with control, which was 
also consistent with the conclusion of the previ-
ous studies [28-30]. These adverse outcomes 
might be explained by nutrient and oxygen defi-
ciency due to the abnormal development of  
placenta [28, 29]. As a consequence, planned 
delivery and experienced, team-managed sur-
gical intervention is of the essence [31].

In conclusion, placenta previa, multiple gravidi-
ty and advanced maternal age were the main 
risk factors for placenta accreta in our cases. 
However, all of them did not result in maternal 
and neonatal death due to a serial of conserva-
tive treatments performed intraoperatively and 
postoperatively. However, more evidence based 
on large sample size studies in different set-
tings is required to confirm our results.
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