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Abstract

Objective: To evaluate conservative management of
placenta percreta and postoperative results.

Study design: In a prospective study we included all cases
of placenta percreta diagnosed during pregnancy in the
department of gynaecology and obstetrics B of university
hospital of Charles Nicolle between 2011 and 2014. For
these patients, conservative approach was attempted. In
this procedure placenta was left in place until complete
resorption.

Results: Thirteen patients with placenta percreta
diagnosed in prenatal were identified. All patients were
undergone conservative management. Median
gestational age at delivery was 36 weeks. Prophylactic
ligation of hypogastric was performed in 7 cases. No
patient had blood transfusion in intraoperative. No
patient had stayed in intensive cares. Postoperatively,
four cases of endometritis occurred. A secondary
hysterectomy was performed in 4 cases because of
secondary haemorrhage. In 9 cases, there was complete
involution of the placenta within a maximum period of 6
months.

Conclusion: In order to reduce morbidity and mortality in
placenta percreta, conservative treatment is an
interesting alternative especially if subsequent pregnancy
desire. However, it exposes to infection and secondary
bleeding, this risk requires a long follow up.
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Introduction
The placenta percreta is an abnormal penetration of

chorionic villi in the myometrium and uterine serosa or
adjacent organs. The incidence of placenta accreta has
increased in recent years from 1 per 3000 deliveries in the

1980s to 1 per 300 in 2014 [1]. Although the overall incidence
of placenta percreta is low (5%), the appearance of this rare
disorder seems to be increasing due to the performance of
more cesarean deliveries. Because of their more extensive
invasion through the uterus and into surrounding tissues,
percretas are associated with a higher incidence of morbidity
and mortality (7%) [1].

Antenatal diagnosis is mainly based on ultrasound data and
MRI techniques currently well-defined and allowed the
organization of multidisciplinary therapeutic management [2].

Cases of placenta accreta managed without hysterectomy
have recently been reported [3,4]. In order to preserve fertility
it was proposed to leave the adherent placenta in situ at the
time of caesarean section. The purpose of our study was to
report the experience of our department in the conservative
management of placenta percreta and to evaluate our results.

Materials and methods
A prospective study was performed in the Department B of

gynaecology and obstetric of university hospital of Charles
Nicolle from January 2011 until December 2014. We identified
women with a confirmed placenta percreta. Placenta accreta
was diagnosed via ultrasound and magnetic resonance
imaging (MRI) in the prenatal period. For these patients, a
conservative approach was attempted with a close
collaboration between obstetricians, anesthesists and
neonatologists. Exclusion criteria were heavy haemorrhage.

Conservative treatment consisted in opening the uterus at a
site distant from the placenta, and delivering the baby without
disturbing the placenta. In this procedure, placenta was left in
place until spontaneous resorption. Supplementary treatment
sometimes followed conservative approach. Postpartum, 2-
week antibiotics was given. Placental involution was
monitored by a weekly ultrasound exam. If heavy
haemorrhage began after conservative treatment, a secondary
hysterectomy was performed.

Maternal and obstetric characteristics, postoperative
complications, time to resumption of menstrual periods,
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desire for pregnancy, and outcomes were collected
prospectively from the patients' medical records.

Results
Thirty one cases (0.2%) of placenta accreta were observed in

15,633 deliveries during the study period. Of the 31 cases, 13
patients (42%) were treated by conservative management. the
entire placenta was left in situ in all cases. The final diagnosis
was confirmed by a clinical diagnosis of placenta percreta
(Figure 1).

Figure 1 Conservative treatment placenta percreta; HCN
Tunis 2012

The mean age was 34 years and ranged from 26 to 43 years.
The average gestity was 4, the parity one was 3.2. Median
gestational age at delivery was 36 weeks (it ranged from 35 to
37 weeks.

Table 1 Patient’s clinical characteristics

Characteristics

Age 34 (26-43)

Previous pregnancy 4 (2-9)

Parity (1-3) 3.2 (1-6)

Cesarean delivery 1/13

Cesarean deliveries 11/13 (84)

Cesarean deliveries 2/13

Uterine surgery 1/13

Placenta previa 12/13 (93)

Metrorrhagia 2/13 (15)

Ultrasonographic suspicion of placenta accrete 13 (100)

MRI suspicion of placenta accreta 12/13 (93)

Gestational age at birth 36 (35-37)

Most of the patients (93%) had an associated placenta
previa. Antenatal screening placenta accreta was performed in

all patients. Prenatal diagnosis was been attempted with the
use of ultrasonography and MRI. Patient’s clinical
characteristics are reported in Table 1.

During the study period, the incidence of conservative
management was regularly attempted each year. Of 13
patients who underwent conservative treatment, 10 patients
had an elective cesarean delivery and 3 patients had an
emergency caesarean delivery. The indication of conservative
treatment was operational difficulties related to invasion of
serous uterine, bladder and broad ligament.

Recovery of the pfannenstiel incision was adopted in 3
cases. All caesarean sections were performed under general
anesthesia. For the adjuvant treatment, prophylactic ligation
of the hypogastric was performed in 7 cases and PGE2 was
administrated in 3 cases. No intraoperative embolization has
been carried. Additional medical treatment by Methotrexate
was performed in 2 cases.

There was no bladder injury or any other pelvic organ. No
patients had blood transfusion on intraoperative. No patients
were transferred to intensive care unit. Treatment details are
listed in Table 2.

Table 2 Additional treatment in conservative management of
placenta percreta

Number of cases (n13)

LBHA 7

PGE2 3

Embolization 0

MTX 2

No additional treatment 1

BLHA: bilateral ligation of hypogastric arteries

MTX: methotrexate

PGE2:prostaglandin E2

For this group treated conservatively, 5 patients developed
fever (38%) related to endometritis in 4 cases (30%) requiring
antibiotics prescriptions. One case of pulmonary embolism
was reported and no cases of haemorrhage was deplored in
the immediate postpartum.

The procedure was successful and did not lead to
hysterectomy in 9 cases (70%).

The mean length of hospitalization was 30 days. Follow-up
ranged from 2 to 6 months. In this conservative group, 7
patients underwent regular weekly ultrasound examinations
showing complete placental involution after 4 months.
Predictive criteria of a placental resorption were a significant
decrease in placental size, disappearance of the vascularization
of the placenta and high resistances to the uterine Doppler
(Figures 2 and 3).
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Figure 2 Decrease in placental size

Figure 3 Vascularization of placenta

Resection under hysteroscopy was performed in an
asymptomatic patient because of an ultrasound finding of
placental retention.

Figure 4 Secondary hysterectomy for haemorrhage

One patient had a vacuum aspiration for endometritis with
placental residue with evacuation of necrotic tissue 60 days
after delivery. In this subgroup, normal menses cycles have

been reported in all cases. No women had desired a
subsequent pregnancy. Five women have tubal ligations during
cesarean section.

Conservative management failed for 4 patients, it is late
failures occurring after an average of 53 days and had all
required subsequent hysterectomies because of postpartum
haemorrhage. There was a total hysterectomy (Figure 4).

It had no digestive or bladder injury. A vesicovaginal fistula
was diagnosed and resolved spontaneously. Intra-operatively,
the mean blood transfusion was 4 units of red blood cells. No
patient had stayed in intensive care.

Management and treatment outcomes are reported on the
Figure 5.

Figure 5 Management and treatment outcomes

Concerning neonatal complications, we didn’t report any
fetal complications. The fetal weight at birth ranged from 3200
g to 4000 g.

Comment
Hysterectomy has long been the gold standard

recommended treatment of placenta accreta [5]. In case of
placenta percreta, hysterectomy is a high-risk procedure.
Recently, some authors have proposed conservative treatment
as an alternative to preserve fertility and to minimize damage
[3-6].

The majority of these studies reported only case reports and
small series. In our study, we identified 13 cases of
conservative management among 35 cases of placenta accreta
observed during the study period. The incidence of placenta
accreta has grown in the last few decades [1]. The rate
reported in our study was 1/500 deliveries. Our department is
level III maternity center and could potentially increase the
number of placenta accreta.

Management consists of opening the uterus at a site distant
from the placenta, and delivering the baby without disturbing
the placenta. Going straight through the placenta to achieve
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delivery is dangerous attitude, associated with more bleeding,
and should be avoided. In case of placenta percreta, leaving
placenta and closing appears associated with less blood loss
than hysterectomy [7].

Conservative management should be planned before
delivery. There is now ample evidence that prenatal diagnosis
of placenta accreta, combined with elective delivery and care
provided by a multidisciplinary team markedly reduces
maternal morbidity and intraoperative blood loss [2,8]. The
timing of elective delivery ranged from 35 to 37 weeks. For
that, maternal corticosteroid administration is necessary
before 34 weeks in order to make favourable neonatal
outcomes.

For the adjuvant therapy, although published reports are
not extensive, it appears that conservative treatment might
best be combined with another treatment to avoid secondary
haemorrhage. In our series, bilateral hypogastric ligation was
performed in half of the cases. However, systematic recourse
of this procedure is not recommended.

Post-operative embolization of uterine arteries may help to
prevent excessive blood loss during follow up and to promote
placental resorption [9-11]. Successfully some cases of
placenta percreta managed conservatively using uterine artery
embolisation were reported. Clinical success rate of this
procedure is at around 86% [12].

According to a retrospective chart review which through the
study of 95 consecutive patients with prenatal suspicion of
placenta accreta, prophylactic uterine artery catheterization
and embolization in the management of placenta accreta
appeared to be feasible and safe [13]. However, this approach
may be associated with complications such as uterine necrosis.
In our department, we have not performed embolization
postoperatively.

The utility of balloon-tipped catheters remains unclear [14].
A recent study concluded that conservative management using
combined prophylactic internal iliac artery balloon occlusion
and immediate postoperative uterine artery embolization may
be an effective strategy to control intraoperative blood loss
and to preserve the uterus in patients with invasive placenta
[15].

For the Methotrexate, widely used in the treatment of
ectopic pregnancy, its use as an auxiliary treatment to reduce
placental mass is not well proven to date [16]. It has been
reported only in isolated cases [17]. In our study, only two
patients were treated with a 100 mg intramuscular injection of
methotrexate immediately postpartum.

Similarly, the intraoperative sulprostoneuse is not
recommended systematically [9].

In order to demonstrate the place of the various additional
therapeutic, only a prospective randomized study could clearly
resolve several questions. Such a study appears difficult,
because its both complex and ethically unacceptable aspects.

During the period of placental involution, haemorrhage,
infection and disseminated intravascular coagulation can

occur. Bretelle et al. obtained with this management in 26
women, 19% of hysterectomy rate [18]. Sentilhes et al.
reported on a cohort of 167 women with accreta in whom
conservative management was planned before delivery.
Eighteen underwent a delayed hysterectomy. Severe morbidity
occurred in 10 women, and there was one death due to
complications of methotrexate therapy [19].

In our study, conservative treatment failed in four cases
(28.5%) and led to hysterectomy. These hysterectomies were
related to secondary haemorrhage.

Endometritis is as well as frequently reported complication
of conservative treatment [20,21]. In this way, prophylactic
antibiotics may be helpful in the immediate postpartum period
to reduce this risk [13]. We reported 2 cases treated by
antibiotics.

Subsequent follow up of these patients performed weekly
until complete involution of the placenta. It includes a physical
examination, pelvic ultrasound and laboratory tests in search
of infection (vaginal swab, C reactive protein) [13]. A
psychological care may also be offered in this very anxiety-
producing situation. Prolonged retained placenta may cause a
delayed postpartum haemorrhage. Hysteroscopic resection is a
conservative therapeutic option for placenta accreta in stable
patients [22]. In our study, one patient having persistent
products of conception was undergoing hysteroscopic
resection with complete resolution of his symptoms.

Few publications have assessed the subsequent follow up of
patients treated conservatively for placenta accreta [23,24].
Normal menses cycles and few pregnancies have been
observed even after vascular ligation or embolization. The
impact of conservative approach on fertility and subsequent
pregnancy will require a long-term follow-up. In our study,
despite the preservation of the uterus in the present study,
most of the women expressed no desire for another
pregnancy, probably because of the psychological trauma
related to the delivery.

The risk of recurrence of placenta accreta appears to be
possible. Furthermore, in case of subsequent pregnancy,
placentation should be carefully monitored, particularly if the
placenta is located at the same site as the previous placenta
[25].

Conclusion
Our preliminary results are encouraging and show that

conservative treatment may be an interesting alternative
procedure in some selected patients with placenta percreta.
Patients and teams must be warned about the risk of
secondary complications. This risk must reserve this
management to centres with experience. The impact on
subsequent fertility, need to be validated in a prospective
large series with long-term follow-up of patients.
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