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ABSTRACT

Placenta accreta spectrum (PAS) is a term used to describe a pathological condition characterised by abnormal placental
adherence or invasion of the myometrium or extrauterine structures (1). The condition is characterised by adhesion to the
myometrium in the presence of placenta accreta, invasion of the myometrium by placenta increta, and extension of the
placenta through the serosa into adjacent organs, a condition known as placenta percreta(1—4) Placenta accreta spectrum
disorders (PASDs) are a group of conditions characterised by the excessive adherence of the placenta, which results in the
failure of the placenta to separate during birth.

It is widely acknowledged that PASD represents one of the most dangerous conditions associated with pregnancy. In a
considerable number of cases, the condition remains undiagnosed prior to delivery. Achieving correct prenatal diagnosis is
imperative in order to reduce the burden of maternal and fetal morbidity. Despite the fact that ultrasound remains the imaging
modality of choice, magnetic resonance imaging (MRI) is necessary for the evaluation of areas which are difficult to visualise
using ultrasound, as well as for the assessment of the extent of placenta accreta (1,2,5,6).

The implementation of effective management strategies is paramount in achieving optimal outcomes. A multidisciplinary
approach is required, in addition to the establishment of adequate infrastructure (1). This article defines the characteristics,
risk factors, diagnosis, management and outcomes of placenta accreta spectrum, highlighting a multidisciplinary approach.
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Introduction.

The term 'placenta accreta spectrum' (PAS) is used to denote a pathological condition characterised by
abnormal adhesion of the placenta to the myometrium of the uterus. The condition is also referred to as
'morbidly adherent placenta' or 'abnormally invasive placenta', and includes a range of serious
complications(6,7).

It is important to note that there is a possibility of life-threatening pregnancy complications arising from
abnormal placentation(7,8).

The spectrum encompasses the conditions known as placenta accreta (where the placenta becomes
attached to the myometrium without the presence of the decidua) and placenta increta (where the placenta
penetrates the myometrium)(1,9).

The most severe form of this condition is known as placenta percreta, which is characterised by the
invasion of the serosa surrounding the uterus. In some cases, this condition may extend to adjacent organs,
such as the bladder, intestines, and parametrial ligaments. The frequency distributions of PAS disorders are:
75% placenta accreta, 18% placenta increta and 7% placenta percreta(10).

Epidemiology

Since the 1960s, the rate of PAS has increased. It has increased by 60 times. It went from 1 in 30,000
pregnancies to 1 in 533 pregnancies (5). Research shows that the prevalence of PAS ranges from 0.01 to 0.1%
of deliveries(11). A major factor contributing to this increase is the increasing number of caesarean sections
worldwide(12).
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3(47) (2025): International Journal of Innovative Technologies in Social Science

PLACENTA NORMAL
ACCRETA PLACENTA

Fig. 1. The placenta accreta spectrum and normal placenta. (Created with BioRender.com.)

Risk Factors

The exact cause of the disease is still unclear. Potential underlying factors are of a mechanical nature,
including primary decidua. The issue is due to reduced blood flow resulting from injury to the uterine wall in
a specific area. Some of the factors that can be taken into consideration include abnormal maternal responses
to trophoblast (11). The two most significant risk factors for placenta accreta spectrum are placenta previa and
previous caesarean delivery. The risk stratification of patients with PAS is of critical importance. This is
intended for the purpose of planning delivery. The prevalence of risk factors associated with the development
of PAS has been well documented, and their significance is widely acknowledged. The following are examples
of surgical procedures or manipulations of the endometrium, including CS, myomectomy, curettage,
hysteroscopy or endometrial ablation, with cumulative risk per procedure. It is important to note that additional
risk factors for placental disorders include advanced maternal age, in vitro fertilisation (IVF), Asherman’s
syndrome, multiparity, BMI >30, and smoking cigarettes (8,11,13—15). The findings indicated that a short
interpregnancy interval does not appear to be a risk factor for the development of PAS during pregnancy(16).

Pathophysiology

The invasion of the extravillous trophoblast (EVT) into the uterine wall is a pivotal process in the normal
course of pregnancy. Although the differentiation of the cytotrophoblast (CTB) into extravillous trophoblast
(EVT) is a well-documented part of this process, the mechanisms that regulate the initiation and termination
of this invasion, and the precise mechanisms by which the differentiation itself takes place, are not yet fully
understood(17).

It has been demonstrated that, in the initial trimester, CTB to EVT differentiation occurs through the
epithelial-mesenchymal transition (EMT), with EVTs adopting a partially mesenchymal, "unstable"
phenotype(17).

In the third trimester, normal EVTs lose their invasive capacity, although they still show traces of EMT.
In contrast, EVTs from pregnancies with AIP do not demonstrate this attenuation; they exhibit a more
mesenchymal character, suggesting a permanently increased invasiveness(17).

The precise pathogenesis of PAS remains to be elucidated; however, the risk factors offer some insight
into the potential mechanisms involved. The predominant theory concerning this matter posits that antecedent
uterine surgical procedures that encompass the endometrial-myometrial interface result in defective
decidualization within a uterine scar. This, in turn, facilitates the abnormal adhesion of the anchoring villi of
the placenta to the myometrium. This, in turn, facilitates further trophoblast invasion(18).

The identification of mechanisms of trophoblast differentiation has the potential to facilitate a more
profound comprehension of pathologies associated with impaired trophoblast invasion, and to inform future
therapeutic interventions(17).
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Diagnosis

Early recognition of placental abnormalities using ultrasound allows appropriate prophylactic measures
to be implemented and serious complications, including haemorrhage, to be avoided. The following are
examples of irregularities that may be observed:

e The image of the uterine-bladder border is abnormal, exhibiting an interrupted border.

e Large lacunae within the placenta with turbulent flow in the absence of a fossa.

e [t is evident that there is a hyperechoic zone between the uterine serosa and the bladder wall, which
is referred to as the "bright bladder line".

e The phenomenon of loss of hypoechoic presumptive zone, otherwise referred to as the "clear zone",
has been observed.

e Exophytic masses that extend into the bladder (percreta type);

e The presence of thin uterine muscle (i.e. muscle measuring less than 1 mm) and uterine serosal
protrusion was also observed.

e Hyperunion at the junction of the uterus and bladder was characterised by a significant increase in
colour Doppler signal intensity between the uterine myometrium and the posterior bladder wall.

e The presence of multiple, branching vessels with multidirectional flow is observed, along with the
presence of aliasing artefacts(1,18).

Early and accurate diagnosis of PAS is imperative, as incorrect diagnosis can result in substantial
haemorrhage and surgical complications. Ultrasonography remains the primary imaging modality; however,
magnetic resonance imaging (MRI) is essential in cases that are difficult to assess with ultrasound and to
accurately determine the extent of perilymphatic sac (PAS) effusion(2). Magnetic resonance imaging is an
additional diagnostic modality that may be employed, specifically for the evaluation of posterior placentas and
extension into adjacent organs. A number of studies have been conducted that make comparisons between
ultrasound and MRI. The following is a list of the diagnostic criteria for PAS: Notwithstanding the considerable
heterogeneity amongst the studies and the results obtained, MRI is defined as a method that is not considered
essential for the diagnosis of PAS(1). A systematic approach to the interpretation of MRI images is imperative
in order to diagnose PAS, and this approach should include the following:

e Assessment of placental location. The determination of the location of the placenta in relation to
scars from previous caesarean sections or other uterine surgery is a crucial step in the medical process.

e The identification of specific MRI features, including the presence of dark intraplacental bands has
been observed.

e The placental bulge is a term used to describe the protuberance of the placenta from the uterus.

e The phenomenon of placental signal heterogeneity.

e Assessment of the depth of invasion: the determination of the degree of penetration of the placenta
into the uterine muscle or beyond is of crucial importance for the planning of surgical treatment(1,2,19).

The published literature revealed potential biomarkers in maternal serum that could be used to predict
PAS in the future, which is an exciting development. While some of these biomarkers show promise in
diagnosing PAS, they are not currently specific or sensitive enough to replace existing imaging methods.
However, when used alongside imaging studies, these biomarkers could improve diagnostic accuracy. They
could also enable earlier detection of PAS(21). Elevated levels of B-hCG (chorionic gonadotropin) may
indicate abnormal trophoblast invasion. AFP (alpha-fetoprotein) levels may be increased in PAS, but this is
not specific. A lower value of PAPP-A (pregnancy-associated plasma protein A) may be indicative of an
elevated risk of PAS. cffDNA (cell-free fetal DNA) levels in maternal serum may be higher in cases of PAS,
but interpreting the results is complex. Further study is needed on specific microRNAs and placental mRNA,
which show promise as biomarkers due to their stability and specificity(21).
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Fig. 2. Biomarkers related to PAS. (Created with BioRender.com.)

The identification of PAS constitutes a pivotal component of the diagnostic process, yet it represents
merely the initial stage of a multifaceted evaluation. Furthermore, it is imperative to ascertain the precise
location and extent of the lesions, a task which is instrumental in the planning of surgical intervention. Surgical
teams require improved models to predict the risk of complications and more effective PAS grading
systems(19) . The ideal classification of PAS should therefore combine clinical data and imaging findings to
accurately predict surgical risk, rather than simply confirming the presence of the condition. It is evident that,
even in specialised centres, the diagnosis of PAS can be challenging and not always accurate. Consequently,
physicians should exercise a high level of clinical vigilance and be willing to refer patients to reference centres
with experience in treating PAS(19).

Treatment

In the United States, immediate hysterectomy is currently considered to be the optimal surgical
intervention for placenta accreta spectrum(22).

Thi Pham and colleagues have described a novel surgical method for the treatment of PAS. This method
involves the preservation of the uterus, and is a significant development in the field. The surgical technique
combines partial uterine resection, arterial ligation, tourniquet application and compression sutures. The
success of the procedure is contingent upon the expertise of the surgical team, who operate within a centre
with extensive experience in treating PAS. The collective expertise of the surgical team is the primary factor
contributing to successful surgical outcomes, rather than the specific technique employed. The issue arises
when surgeons with less experience encounter a case of PAS during a caesarean section, particularly as it is
impossible to completely eliminate cases undiagnosed before delivery. In such cases, it is imperative that the
patient is transferred expeditiously to a centre with a proven track record in such cases, in order to forestall the
onset of irreversible complications(23).

It is evident that most national and international obstetric societies have published guidelines for the
management of placental abnormal adhesion spectrum. It is recommended that a team approach be adopted,
based on established protocols, carried out by a group of specialists with experience in multiple areas of
medicine, working within Regional "Centres of Excellence" for the diagnosis and treatment of PAS(24).

The composition of the surgical team should be as follows:

e The obstetrician in question is likely to be an experienced professional, typically in the field of
maternal-fetal medicine.

e A specialist in the field of anaesthesia with a proven track record in the management of complex
obstetric cases.

e A surgeon with expertise in complex pelvic surgery, frequently specialising in gynaecological oncology.

e The position is for a urologist with expertise in open surgery and ureteral transplantation.

e The medical practitioner in question is an interventional radiologist.

e The medical practitioner specialising in surgery of the gastrointestinal system, specifically the colon
and rectum, is referred to as a colorectal surgeon.
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e The medical practitioner specialising in vascular surgery is known as a vascular surgeon.

The presence of a seasoned surgeon at the delivery stage, when PAS is suspected, has been demonstrated
to significantly mitigate the risk of haemorrhage and the necessity for transfusions when compared with a
policy of reactive referral(24).

The findings of this analysis imply the potential efficacy of fertility-preserving techniques, such as Bakri
balloon tamponade or segmental uterine resection, as effective alternatives to hysterectomy in the management
of PAS, with the advantage of achieving comparable clinical outcomes to hysterectomy while maintaining
patients' fertility. The selection of an appropriate treatment modality is to be made on the basis of individual
patient requirements and the expertise of the surgical team(25).

In underdeveloped regions, patients exhibiting symptoms consistent with PAS, coupled with an anterior
placenta devoid of active bleeding, should undergo childbirth between the 34th and 36th weeks of gestation.
The surgical intervention should be adapted to the characteristics of the individual patient and the resources
available, with the option of hysterectomy if significant bleeding persists(26).

The occurrence of unexpected PAS in hospitals with limited resources has been demonstrated to increase
the risk of maternal mortality. The surgical approach most commonly employed for this procedure is to perform
open-close abdominal surgery and to leave the placenta in situ(27).

Hemostatic Considerations

Postpartum haemorrhage is a significant cause of obstetric haemorrhage. It is evident that PPH continues
to be a significant cause of maternal mortality on a global scale, with cases occurring with alarming frequency
on a daily basis(28) .

Haemostatic disorders and peri- and post-partum haemorrhage are two distinct medical conditions. PAS
is frequently linked to substantial haemorrhage, a factor that poses considerable challenges for medical teams.
Patients diagnosed with PAS are predisposed to significant blood loss, often exceeding two litres, the necessity
for transfusion, and prolonged hospitalisation.

e The management of blood transfusions and the prevention of thrombosis

Anaesthetists must be prepared for the possibility of massive blood loss, which requires the rapid
administration of appropriate blood products and strategies to prevent coagulopathy. Moreover, the
implementation of thromboprophylaxis postpartum is imperative to mitigate the risk of venous
thromboembolism.

e  The role of multidisciplinary teams

The effective management of PAS necessitates the collaboration of specialists from various disciplines,
including obstetricians, anaesthesiologists, surgeons and interventional radiologists. Such collaboration
facilitates superior preparation for surgery and a more expeditious response to potential complications(29).

In the absence of concomitant placenta previa, patients with PAS experience reduced blood loss during
childbirth; the mean difference was 1.19 litres. Furthermore, the probability of requiring hysterectomies is
diminished(30).

Conclusions

Placenta accreta spectrum (PAS) is a grave pregnancy complication characterised by abnormal
trophoblast invasion into the uterine muscle, frequently resulting in substantial haemorrhage and necessitating
surgical intervention. As demonstrated in the extant literature, the early identification of risk factors — including,
but not limited to, a history of caesarean sections, placenta praevia, and previous uterine surgery — is of crucial
importance in order to reduce maternal mortality and morbidity.

Notwithstanding considerable advances in prenatal imaging, particularly in the domains of ultrasound
and MRI, the diagnosis of PAS remains a considerable diagnostic challenge. The absence of consistent criteria,
the manifestation of symptoms that overlap with other pathologies, and the technical limitations of imaging
studies have a detrimental effect on the variable sensitivity and specificity of the environment. These factors
may contribute to the development of new biomarkers and prevention strategies.

The analysis of the available data leads to several conclusions, which emphasise the necessity of a
multispecialty approach to the management of patients with PAS, as well as the necessity of further clinical
and molecular research aimed at improving the quality of diagnostic and therapeutic care. The importance of
integrated management, based on early diagnosis, appropriate birth planning and surgical intervention, in
optimising maternal-fetal outcomes remains paramount. Simultaneously, it is imperative to comprehend the
pathophysiology of PAS, encompassing implantation abnormalities and temporal microanatomical variations.

e-ISSN: 2544-9435 6



3(47) (2025): International Journal of Innovative Technologies in Social Science

Author Contributions:

Conceptualization: Julia Stgpien, Weronika Stachera, Maciej Sobczyk
Methodology: Barbara Woloszyn, Patrycja Rzeznik, Aleksandra Chajnowska
Formal Analysis: Matgorzata Zach, Aleksandra Chajnowska, Julia Guzowska
Investigation: Malgorzata Zach, Wiktoria Suchcicka, Aleksandra Borowy
Writing — Original Draft: Weronika Stachera, Maciej Sobczyk, Julia Stepien
Writing — Review & Editing: Barbara Wotoszyn, Patrycja Rzeznik
Supervision: Julia Guzowska Aleksandra Borowy, Wiktoria Suchcicka

All authors have read and agreed with the published version of the manuscript.

Funding Statement: Study did not receive special funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: Not applicable.

Conflict of Interest: The authors of the paper declare no conflict of interest.

Declaration on the Use of Al
In preparing this manuscript, the authors used ChatGPT for language improvement and enhancing

readability. Following the use of this tool, all content was reviewed and edited by the authors, who take full
responsibility for the accuracy and integrity of the final version.

10.

REFERENCES

Markfeld Erol, F., HauBler, J. A., Medl, M., Juhasz-Boess, 1., & Kunze, M. (2024). Placenta Accreta Spectrum
(PAS): Diagnosis, Clinical Presentation, Therapeutic Approaches, and Clinical Outcomes. Medicina (Kaunas,
Lithuania), 60(7), 1180. https://doi.org/10.3390/medicina60071180

Srisajjakul, S., Prapaisilp, P., & Bangchokdee, S. (2021). Magnetic Resonance Imaging of Placenta Accreta
Spectrum: A Step-by-Step  Approach.  Korean  journal of radiology, 22(2), 198-212.
https://doi.org/10.3348/kjr.2020.0580

Hecht, J. L., Baergen, R., Ernst, L. M., Katzman, P. J., Jacques, S. M., Jauniaux, E., Khong, T. Y., Metlay, L. A.,
Poder, L., Qureshi, F., Rabban, J. T., 3rd, Roberts, D. J., Shainker, S., & Heller, D. S. (2020). Classification and
reporting guidelines for the pathology diagnosis of placenta accreta spectrum (PAS) disorders: recommendations
from an expert panel. Modern pathology : an official journal of the United States and Canadian Academy of
Pathology, Inc, 33(12), 2382-2396. https://doi.org/10.1038/s41379-020-0569-1

Lucidi, A., Jauniaux, E., Hussein, A. M., Coutinho, C. M., Tinari, S., Khalil, A., Shamshirsaz, A., Palacios-
Jaraquemada, J. M., & D'Antonio, F. (2023). Urological complications in women undergoing Cesarean section for
placenta accreta spectrum disorders: systematic review and meta-analysis. Ultrasound in obstetrics & gynecology :
the official journal of the International Society of Ultrasound in Obstetrics and Gynecology, 62(5), 633—643.
https://doi.org/10.1002/u0g.26299

Sanders, T. K., & Stewart, J. K. (2023). Placenta Accreta Spectrum: The Role of Interventional Radiology in
Multidisciplinary Management. Seminars in interventional radiology, 40(4), 349-356. https://doi.org/10.1055/s-
0043-1771038

Faralli, I., Del Negro, V., Ching, A., Aleksa, N., Ciminello, E., & Piccioni, M. G. (2022). Placenta Accreta Spectrum
(PAS) Disorder: Ultrasound versus Magnetic Resonance Imaging. Diagnostics (Basel, Switzerland), 12(11), 2769.
https://doi.org/10.3390/diagnostics 12112769

Dar, P., & Doulaveris, G. (2024). First-trimester screening for placenta accreta spectrum. American journal of
obstetrics & gynecology MFM, 6(5), 101329. https://doi.org/10.1016/j.ajogmf.2024.101329

Bhide A. (2023). Routine screening for placenta accreta spectrum. Best practice & research. Clinical obstetrics &
gynaecology, 90, 102392. https://doi.org/10.1016/j.bpobgyn.2023.102392

Afshar, Y., Yin, O., Jeong, A., Martinez, G., Kim, J., Ma, F., Jang, C., Tabatabaei, S., You, S., Tseng, H. R., Zhu,
Y., & Krakow, D. (2024). Placenta accreta spectrum disorder at single-cell resolution: a loss of boundary limits in
the decidua and endothelium. American journal of obstetrics and gynecology, 230(4), 443.e1-443.e18.
https://doi.org/10.1016/j.aj0og.2023.10.001

Reale, S. C., & Farber, M. K. (2022). Management of patients with suspected placenta accreta spectrum. BJA
education, 22(2), 43-51. https://doi.org/10.1016/j.bjae.2021.10.002

e-ISSN: 2544-9435 7



3(47) (2025): International Journal of Innovative Technologies in Social Science

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

Jenabi, E., Najafi-Vosough, R., & Nazari, A. (2024). Obesity and risk of placenta accreta spectrum: A meta-analysis.
Open medicine (Warsaw, Poland), 19(1), 20241047. https://doi.org/10.1515/med-2024-1047

Pegu, B., Thiagaraju, C., Nayak, D., & Subbaiah, M. (2021). Placenta accreta spectrum-a catastrophic situation in
obstetrics. Obstetrics & gynecology science, 64(3), 239-247. https://doi.org/10.5468/0gs.20345

Alves, A. L. L., Silva, L. B. D, Costa, F. D. S., & Rezende, G. C. (2021). Management of placenta accreta spectrum.
Revista brasileira de ginecologia e obstetricia : revista da Federacao Brasileira das Sociedades de Ginecologia e
Obstetricia, 43(9), 713—723. https://doi.org/10.1055/s-0041-1736371

Huang, J., Zhang, X., Liu, L., Duan, S., Pei, C., Zhao, Y., Liu, R., Wang, W, Jian, Y., Liu, Y., Liu, H., Wu, X., &
Zhang, W. (2021). Placenta Accreta Spectrum Outcomes Using Tourniquet and Forceps for Vascular Control.
Frontiers in medicine, 8, 557678. https://doi.org/10.3389/fmed.2021.557678

Ma, Y., Hu, Y., & Ma, J. (2023). Animal models of the placenta accreta spectrum: current status and further
perspectives. Frontiers in endocrinology, 14, 1118168. https://doi.org/10.3389/fendo0.2023.1118168

McLaughlin, H. D., Benson, A. E., Scaglione, M. A., Saviers-Steiger, J. S., Canfield, D. R., Debbink, M. P., Silver,
R. M., & Einerson, B. D. (2022). Association between short interpregnancy interval and placenta accreta spectrum.
AJOG global reports, 2(2), 100051. https://doi.org/10.1016/j.xagr.2022.100051

Ilisley, N. P., DaSilva-Arnold, S. C., Zamudio, S., Alvarez, M., & Al-Khan, A. (2020). Trophoblast invasion:
Lessons from  abnormally invasive  placenta  (placenta  accreta). Placenta, 102, 61-66.
https://doi.org/10.1016/j.placenta.2020.01.004

Liu, X., Wang, Y., Wu, Y., Zeng, J., Yuan, X., Tong, C., & Qi, H. (2021). What we know about placenta accreta
spectrum (PAS). European journal of obstetrics, gynecology, and reproductive biology, 259, 81-89.
https://doi.org/10.1016/j.ejogrb.2021.02.001

Einerson, B. D., Gilner, J. B., & Zuckerwise, L. C. (2023). Placenta Accreta Spectrum. Obstetrics and gynecology,
142(1), 31-50. https://doi.org/10.1097/A0G.0000000000005229

Bartels, H. C., Walsh, J. M., O'Connor, C., McParland, P., Carroll, S., Higgins, S., Mulligan, K. M., Downey, P.,
Brophy, D., Colleran, G., Thompson, C., Walsh, T., O'Brien, D. J., Brennan, D. J., McVey, R., McAuliffe, F. M.,
Donnelly, J., & Corcoran, S. M. (2023). Placenta accreta spectrum ultrasound stage and fetal growth. International
journal of gynaecology and obstetrics: the official organ of the International Federation of Gynaecology and
Obstetrics, 160(3), 955-961. https://doi.org/10.1002/ijgo.14399

Zhang, T., & Wang, S. (2022). Potential Serum Biomarkers in Prenatal Diagnosis of Placenta Accreta Spectrum.
Frontiers in medicine, 9, 860186. https://doi.org/10.3389/fmed.2022.860186

Einerson B. D. (2023). Conservative management for placenta accreta spectrum: questions and barriers remain but
are  surmountable. = American journal of obstetrics &  gynecology MFM, 5(3), 100859.
https://doi.org/10.1016/j.ajogmf.2023.100859

Matsubara S. (2023). Surgery for placenta accreta spectrum: Suggestions for saving maternal lives. Taiwanese
journal of obstetrics & gynecology, 62(4), 617-618. https://doi.org/10.1016/].tjog.2022.04.013

Touhami, O., Allen, L., Flores Mendoza, H., Murphy, M. A., & Hobson, S. R. (2022). Placenta accreta spectrum: a
non-oncologic challenge for gynecologic oncologists. International journal of gynecological cancer : official journal
of the International Gynecological Cancer Society, 32(6), 788—798. https://doi.org/10.1136/ijgc-2021-003325
Durukan, H., Durukan, O. B., & Yazici, F. G. (2021). Placenta accreta spectrum disorder: a comparison between
fertility-sparing techniques and hysterectomy. Journal of obstetrics and gynaecology : the journal of the Institute of
Obstetrics and Gynaecology, 41(3), 353—359. https://doi.org/10.1080/01443615.2020.1755629

Nieto-Calvache, A. J., Sanin-Blair, J. E., Buitrago, M., Maya, J., Benavides, J. A., & Colombian Consensus of
Placenta Accreta Spectrum Development Group (2023). Placenta accreta spectrum: treatment consensus in a
resource-limited setting. AJOG global reports, 3(3), 100188. https://doi.org/10.1016/j.xagr.2023.100188
Aryananda, R. A., Nieto-Calvache, A. J., Duvekot, J. J., Aditiawarman, A., & Rijken, M. J. (2023). Management of
unexpected placenta accreta spectrum cases in resource-poor settings. AJOG global reports, 3(2), 100191.
https://doi.org/10.1016/j.xagr.2023.100191

Horng, H. C., Lai, M. J., Chang, W. H., & Wang, P. H. (2021). Placenta accreta spectrum (PAS) and peripartum
hysterectomy. Taiwanese journal of obstetrics & gynecology, 60(3), 395-396.
https://doi.org/10.1016/j.tjog.2021.03.001

Enste, R., Cricchio, P., Dewandre, P. Y., Braun, T., Leonards, C. O., Niggemann, P., Spies, C., Henrich, W., &
Kaufner, L. (2022). Placenta Accreta Spectrum Part II: hemostatic considerations based on an extended review of
the literature. Journal of perinatal medicine, 51(4), 455-467. https://doi.org/10.1515/jpm-2022-0233

Sugai, S., Yamawaki, K., Sekizuka, T., Haino, K., Yoshihara, K., & Nishijima, K. (2023). Pathologically diagnosed
placenta accreta spectrum without placenta previa: a systematic review and meta-analysis. American journal of
obstetrics & gynecology MFM, 5(8), 101027. https://doi.org/10.1016/j.ajogmf.2023.101027

e-ISSN: 2544-9435 8



