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Abstract
Objectives: To describe the clinical characteristics, management strategies, and maternal and perinatal outcomes of patients 
evaluated for suspected Placenta Accreta Spectrum (PAS).

Methods: This retrospective descriptive study included 175 pregnant women evaluated for suspected PAS at Dr. Moewardi 
General Hospital between 2022 and 2023. The preoperative likelihood of PAS was assessed using the Morbidly Adherent 
Placenta (MAP) score, whereas the final diagnosis was established according to the International Federation of Gynecology 
and Obstetrics (FIGO) classification based on histopathological examination or intraoperative findings in patients managed 
conservatively.

Results: Most patients had Class I obesity (40.0%), a history of fewer than two previous caesarean sections (78.9%), and 
delivered at term (47.4%). Preoperative assessment showed that 52.6% of patients had low MAP scores, which was consistent 
with the final FIGO classification, as 73.1% of patients were classified as FIGO Grade 0 (normal placentation or placenta previa 
without invasion), indicating that true invasive PAS accounted for only a minority of cases. Consequently, conservative uterine-
sparing management was feasible in most patients; 77.7% did not require hysterectomy, and 69.7% experienced an estimated 
blood loss of less than 1,000 mL. Perinatal outcomes were generally favorable, with 58.3% of neonates having a normal birth 
weight and 60.6% showing no signs of asphyxia.

Conclusion: Among patients evaluated for suspected PAS, the majority had low MAP scores and were ultimately classified as 
FIGO Grade 0, indicating the absence of invasive placental disease. Consequently, conservative uterine-sparing management 
was successfully implemented in most cases and was associated with favorable maternal and perinatal outcomes.
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INTRODUCTION

Placenta Accreta Spectrum (PAS) refers to a 
group of disorders characterized by abnormal 
placental adherence to or invasion of the 
uterine wall, which may extend into adjacent 
organs in severe cases1. According to the depth 
of trophoblastic invasion, PAS is classified 
as placenta accreta (abnormal adherence to 
the myometrium due to the absence of the 
decidua basalis), placenta increta (invasion 
into the myometrium), and placenta percreta 

(penetration through the myometrium into 
adjacent organs) 2-4. PAS is associated with severe 
maternal complications, including postpartum 
hemorrhage, massive blood transfusion, injury 
to adjacent organs, hysterectomy, preterm birth, 
and maternal morbidity and mortality 2-4.

A multicenter cohort study conducted in 
the United States reported that among women 
with placenta previa and a history of previous 
Cesarean Section (CS), the risk of PAS increased 
progressively with the number of prior CSs, 
reaching 3%, 11%, 40%, 61%, and 67% after the 
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first, second, third, fourth, and fifth cesarean 
deliveries, respectively 2. Likewise, a national 
case-control study from the United Kingdom 
demonstrated that the incidence of PAS increased 
from 1.7 per 10,000 births in the general obstetric 
population to 577 per 10,000 births among 
women with both placenta previa and a previous 
cesarean delivery 5,6.

Although patients with PAS are frequently 
asymptomatic during pregnancy, the condition 
may result in life-threatening complications 
during delivery if not recognized antenatally. 
Therefore, accurate prenatal assessment is 
essential for optimizing delivery planning and 
reducing maternal and neonatal morbidity. 
Ultrasonography (US) remains the primary 
imaging modality for antenatal diagnosis, while 
Magnetic Resonance Imaging (MRI) serves as 
a complementary tool in selected cases, as 
recommended by international guidelines 7-9. 
In Indonesia, the reported incidence of PAS 
has increased over the past decade, reflecting 
the rising rate of cesarean deliveries. PAS has 
become an important contributor to maternal 
morbidity and mortality, particularly in tertiary 
referral centers10. Placenta previa in women with 
a previous CS remains the strongest risk factor 
for PAS, whereas advanced maternal age (≥35 
years), high parity, previous uterine surgery other 
than CS, infertility, and assisted reproductive 
technologies are recognized as additional risk 
factors 9,11.

Despite advances in prenatal imaging and 
standardized diagnostic criteria, distinguishing 
true invasive PAS from suspected cases remains 
a significant clinical challenge. Accurate 
preoperative assessment is essential for selecting 
the most appropriate surgical strategy, avoiding 
unnecessary hysterectomy, and ensuring optimal 
multidisciplinary management.

This study aimed to describe the clinical 
characteristics, preoperative Morbidly Adherent 
Placenta (MAP) scores, final Placenta Accreta 
Spectrum classification according to the 
International Federation of Gynecology and 
Obstetrics (FIGO), management strategies, and 
maternal and perinatal outcomes of women 
evaluated for suspected PAS at a tertiary referral 
hospital in Indonesia. The findings are expected to 
contribute to improved prenatal risk stratification 
and more appropriate management of patients 
with suspected PAS.

METHODS

This retrospective descriptive study was 
conducted to evaluate the clinical characteristics, 
management strategies, and maternal and 
perinatal outcomes of women evaluated for 
suspected Placenta Accreta Spectrum (PAS). 
The study was conducted at Dr. Moewardi 
General Hospital, a tertiary referral hospital in 
Surakarta, Indonesia. Medical records of eligible 
patients managed between January 2022 and 
December 2023 were retrospectively reviewed. 
This study was reported in accordance with the 
Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) guidelines.

The study population comprised all pregnant 
women evaluated for suspected PAS who 
underwent cesarean delivery during the study 
period. A total sampling approach was employed, 
whereby all eligible patients were included. 
Because the study included the entire accessible 
cohort within the predefined study period, no 
formal sample size calculation was performed. 
Eligible participants were pregnant women 
evaluated for suspected PAS based on antenatal 
imaging findings or intraoperative clinical 
suspicion and managed at Dr. Moewardi General 
Hospital between 2022 and 2023. Patients with 
multifetal pregnancies, incomplete medical 
records lacking essential diagnostic or outcome 
variables, or loss to follow-up were excluded. 
During the study period, 1,584 deliveries were 
recorded at the hospital, of which 175 women 
were evaluated and managed for suspected PAS. 
As none of these cases met the exclusion criteria, 
all 175 patients were included in the final analysis.

The primary study variables included maternal 
and perinatal clinical characteristics, preoperative 
PAS assessment, management strategies, and 
maternal and neonatal outcomes.

PAS diagnosis and classification
The preoperative likelihood of PAS was assessed 
using the Morbidly Adherent Placenta (MAP) 
score and categorized as low (≤5 points), 
moderate (6–7 points), or high (8–12 points)12. The 
final PAS classification was established according 
to the International Federation of Gynecology 
and Obstetrics (FIGO) classification. In patients 
who underwent hysterectomy, the diagnosis was 
confirmed by postoperative histopathological 
examination. For patients managed conservatively 
with uterine preservation, the FIGO classification 
was assigned based on intraoperative surgical 
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findings. Placental invasion was classified as 
Grade 0 (normal placentation or placenta previa 
without invasion), Grade 1 (placenta accreta), 
Grade 2 (placenta increta), or Grade 3 (placenta 
percreta) 13.

Maternal characteristics
Body mass index (BMI) was categorized according 
to the World Health Organization (WHO) Asia-
Pacific classification. Maternal anemia was 
classified as mild, moderate, or severe according to 
hemoglobin concentration. Intraoperative blood 
loss was estimated using suction volume and the 
gravimetric method for surgical sponges and 
categorized as <1,000 mL, 1,100–1,700 mL, 1,800–
2,400 mL, or ≥2,400 mL 4. Additional maternal 
variables included gestational age at delivery 
(preterm, term, or post-term), history of previous 
cesarean section (<2 or ≥2), hemodynamic shock 
(defined as persistent hemodynamic instability), 
urinary tract injury, hysterectomy, Intensive Care 
Unit (ICU) admission, and length of hospital stay 
(<5 or ≥5 days).

Perinatal characteristics
Neonatal outcomes included birth weight 

categorized as extremely low birth weight, very 
low birth weight, low birth weight, normal birth 
weight, and macrosomia. Neonatal asphyxia was 
assessed using the 1-minute Apgar score and 
classified as no asphyxia (8–10), mild asphyxia (6–
7), moderate asphyxia (4–5), or severe asphyxia 
(1–3 or a 5-minute Apgar score <5) 14.

To enhance data reliability and minimize 
retrospective bias, medical records were 
independently reviewed by two investigators 
using a standardized electronic data collection 
form. Any discrepancies were resolved through 
discussion and consensus or, when necessary, 
through consultation with a senior obstetrician. 
Records with missing essential variables were 
excluded from the analysis according to the 
predefined exclusion criteria.

Statistical analysis was performed using IBM 
SPSS Statistics version 25 (IBM Corp., Armonk, 
NY, USA). Because the study was designed as 
a descriptive investigation, only descriptive 
analyses were performed. Categorical variables 
are presented as frequencies and percentages, 
whereas continuous variables are presented as 
means with standard deviations or medians with 
interquartile ranges, as appropriate.

ETHICAL CONSIDERATION

All research procedures were reviewed and 
formally approved by the Health Research 
Ethics Committee (HREC) of dr. Moewardi 
General Hospital, Surakarta (Appoval Number: 
1.513/IV/HREC/2024). Due to the retrospective, 
observational nature of this study utilizing 
historical medical records, the requirement for 
individual informed consent was formally waived 
by the ethics committee.

RESULTS

Incidence and General Characteristics
During the study period (2022–2023), 1,584 

deliveries were recorded at Dr. Moewardi General 
Hospital. Among these, 175 pregnant women 
were evaluated and managed for suspected 
Placenta Accreta Spectrum (PAS), yielding an 
estimated incidence of 11.05%.

The overall demographic and clinical 
characteristics of the study population (N = 
175) are summarized in Table 1. The mean 
maternal age was 33.1 ± 4.9 years, and the mean 
gestational age at delivery was 36.0 ± 4.5 weeks. 
Most patients were classified as having Class I 
obesity (40.0%), and 78.9% had a history of fewer 
than two previous cesarean deliveries. Regarding 
gestational age at delivery, 47.4% delivered at 
term, whereas 41.7% delivered preterm.

Preoperative Assessment and PAS 
Classification

Preoperative assessment using the Morbidly 
Adherent Placenta (MAP) score demonstrated 
that 52.6% of patients had a low probability of 
PAS (score ≤5), 25.7% had moderate scores (6–7), 
and 21.7% had high scores (8–12).

The final diagnosis was established using 
the FIGO classification based on postoperative 
histopathological examination in patients who 
underwent hysterectomy or intraoperative 
surgical findings in patients managed 
conservatively. The majority of patients (73.1%) 
were classified as FIGO Grade 0, indicating normal 
placentation or placenta previa without placental 
invasion. Confirmed invasive PAS accounted for 
the remaining cases, including Grade 1 (18.3%), 
Grade 2 (4.0%), and Grade 3 (4.6%).

Maternal Management and Clinical Outcomes
Given the predominance of FIGO Grade 0 and 

Grade 1 disease, conservative uterine-sparing 
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management was successfully performed in 136 
patients (77.7%), whereas 39 patients (22.3%) 
required hysterectomy.

The median estimated intraoperative blood 
loss was 500 mL (IQR, 300–1,500 mL), with a 
mean blood loss of 1,272.3 ± 1,722.6 mL. Most 
patients (69.7%) experienced blood loss of 
<1,000 mL. Admission to the intensive care unit 
(ICU) was required in 25.7% of patients, while 
37.1% remained hospitalized for ≥5 days.

Major maternal complications were 
uncommon (Table 2). Urinary tract injury (bladder 
rupture) occurred in three patients (1.7%), and 
vascular injury involving the descending ramus 
artery occurred in one patient (0.6%). There 
was one maternal death (0.6%) due to severe 
hemorrhagic shock and two neonatal deaths 
(1.1%).

Perinatal Outcomes
The mean neonatal birth weight was 2,602.1 
± 736.2 g. Most neonates had a normal birth 
weight (58.3%), whereas 34.9% had low birth 
weight. Assessment using the 1-minute Apgar 
score showed that 60.6% of neonates had no 
evidence of asphyxia, 35.4% had mild asphyxia, 
3.4% had moderate asphyxia, and 0.6% had 
severe asphyxia.

Table 1. Maternal Demographic and Clinical Characteristics 
(N=175)

Table 2. Maternal, Surgical, and Perinatal Outcomes (N=175)

Abbreviations. BMI = Body Mass Index, FIGO = International Federation of 
Gynecology and Obstetrics, MAP = Morbidly Adherent Placenta

Maternal Age (years), mean ± SD
Body Mass Index (BMI)
Underweight
Normal
Overweight
Class I obesity
Class II obesity
Previous cesarean delivery (times)
<2 
≥2 
Gestational age (weeks), Mean ± SD
Gestational age Category
Preterm
Term
Post-term
Preoperative MAP score
Low (≤5)
Moderate (6-7)
High (8-12)
FIGO Classification 
Grade 0 (normal placentation/placenta previa)
Grade 1 (placenta accreta)
Grade 2 (placenta increta)
Grade 3 (placenta percreta)

Management strategy
Conservative (uterine-sparing)
Hysterectomy
Estimated blood loss (mL), median (IQR)
Estimated blood loss categories (mL)
<1000 
1100 - 1700 
1800 - 2400 
≥2400 
ICU admission
Yes
No
Length of hospital stay (days)
<5 
≥5 
Maternal complication
None
Urinary tract injury (bladder rupture)
Vascular injury (descending ramus artery)
Maternal death
Perinatal outcome
Neonatal death
Birth weight (g), mean ± SD
Birth weight category
Extremely low
Very low 
Low 
Normal
Macrosomia
1-minute APGAR score
No asphyxia (8-10)
Mild asphyxia (6-7)
Moderate asphyxia (4-5)
Severe sphyxia33.1 ± 4.9

2 (1.2)
38 (21.7)
24 (13.7)
70 (40.0)
41 (23.4)

138 (78.9)
37 (21.1)

36.0 ± 4.5

73 (41.7)
83 (47.4)
19 (10.9)

92 (52.6)
45 (25.7)
38 (21.7)

128 (73.1)
32 (18.7)
7 (4.0)
8 (4.6)

136 (77.7)
39 (22.3)

500 (300 – 1500)

122 (69.7)
14 (8.0)
8 (4.6)

31 (17.7)

45 (25.7)
130 (74.3)

110 (62.9)
65 (37.1)

169 (96.6)
3 (1.7)
1 (0.6)
1 (0.6)

2 (1.1)
2602.1 ± 736.2

5 (2.9)
4 (2.2)

61 (34.9)
102 (58.3)

3 (1.7)

106 (60.6)
62 (35.4)
6 (3.4)
1 (0.6)

Variable

Variable

Value

Value

DISCUSSION

Principal Findings
Recent reports from Indonesia and Southeast 
Asia have identified Placenta Accreta Spectrum 
(PAS) as an increasingly important contributor 
to maternal morbidity, highlighting the need for 
region-specific clinical data and management 
strategies.10,15 This study described the clinical 
characteristics, management strategies, and 
maternal and perinatal outcomes of women 
evaluated for suspected PAS at a tertiary 
referral hospital in Central Java, Indonesia. The 
principal findings demonstrated that the cohort 
was predominantly composed of women with 
previous cesarean deliveries and maternal 
obesity. Most patients had low preoperative 
Morbidly Adherent Placenta (MAP) scores, which 

Vol 14. No 3. July 2026 Clinical Characteristics and Outcomes 247 



corresponded well with the final diagnoses, as 
the majority were classified as FIGO Grade 0 
(normal placentation or placenta previa without 
placental invasion). Consequently, conservative 
uterine-sparing management was successfully 
performed in most patients and was associated 
with favorable maternal and perinatal outcomes, 
including a low incidence of severe neonatal 
asphyxia and major maternal complications.14

Clinical Profile and Comparison with Previous 
Studies

Although this descriptive study was not 
designed to identify independent risk factors 
for PAS, the clinical characteristics of our cohort 
are consistent with previous epidemiological 
studies and current international guidelines. 
The American College of Obstetricians and 
Gynecologists (ACOG) and the Society for 
Maternal-Fetal Medicine (SMFM) recognize 
previous cesarean delivery, particularly when 
accompanied by placenta previa, as the strongest 
risk factor for PAS.5,6,9 Likewise, the high prevalence 
of Class I and Class II obesity observed in our 
cohort reflects contemporary obstetric trends. 
Although maternal obesity is not considered 
an independent determinant of PAS severity, 
it has been associated with increased surgical 
complexity and adverse obstetric outcomes.16

Current international guidelines, including 
those from the Royal College of Obstetricians and 
Gynaecologists (RCOG), recommend planned 
preterm delivery for women with confirmed 
severe PAS to reduce the risk of catastrophic 
hemorrhage.8 In contrast, most patients in our 
cohort delivered at term or late preterm. This 
difference is likely attributable to the relatively 
mild disease profile of our study population, in 
which most women were evaluated for suspected 
PAS but were ultimately classified as FIGO Grade 
0 or Grade 1 rather than confirmed invasive 
PAS.1,13

The FIGO Grade 0 Paradox and Conservative 
Management

One of the most important findings of this 
study is the high rate of successful conservative 
management (77.7%) accompanied by a relatively 
low rate of peripartum hysterectomy. These 
findings should be interpreted within the context 
of the study population. The favorable outcomes 
do not necessarily indicate that conservative 
management is appropriate for all PAS cases; 
instead, they primarily reflect the predominance 

of patients with low MAP scores and FIGO Grade 
0 or Grade 1 disease.

The FIGO consensus guidelines distinguish 
clinical, imaging, intraoperative, and 
histopathological classifications of PAS and 
acknowledge that conservative management 
is most appropriate when deep trophoblastic 
invasion is absent.13 Similarly, recent Indonesian 
literature has demonstrated that uterine-
preserving techniques, including focal placental 
excision, uterine tamponade, and vascular 
ligation, can be effective in carefully selected 
patients with non-invasive or minimally invasive 
PAS.12 Preservation of the uterus may also 
improve long-term quality of life and sexual 
function in women undergoing treatment for 
PAS 17 Furthermore, because most patients in 
this cohort were ultimately diagnosed with FIGO 
Grade 0, the relatively low estimated blood loss 
and favorable surgical outcomes were expected 
and should not be generalized to patients with 
severe invasive PAS.

Clinical Implications for Multidisciplinary PAS 
Care

The findings of this study have several 
important implications for clinical practice. 
First, the discrepancy between suspected PAS 
and confirmed invasive PAS underscores the 
importance of accurate prenatal diagnosis. 
Standardized antenatal assessment using 
validated ultrasound markers, including the 
Placenta Accreta Index (PAI) and MAP score, 
may improve preoperative risk stratification and 
facilitate appropriate referral to tertiary referral 
centers.7,9,18.

Second, accurate disease stratification enables 
multidisciplinary management according to 
disease severity. Women with confirmed invasive 
PAS should be managed by an experienced 
multidisciplinary team comprising maternal-
fetal medicine specialists, gynecologic surgeons, 
anesthesiologists, urologists, interventional 
radiologists when available, and well-prepared 
blood bank services. Conversely, patients with 
milder disease may benefit from conservative 
uterine-sparing approaches, thereby avoiding 
unnecessary radical surgery and preserving 
future reproductive potential whenever clinically 
appropriate.1,8,9,19.

Strengths and Limitations
This study has several strengths. It 

represents one of the larger single-center series 
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evaluating suspected PAS in Central Java and 
applied internationally recognized diagnostic 
frameworks, including the MAP score and 
FIGO classification. Furthermore, the study was 
reported in accordance with the Strengthening 
the Reporting of Observational Studies in 
Epidemiology (STROBE) Statement. 20, enhancing 
the transparency and quality of reporting.

Nevertheless, several limitations should be 
acknowledged. First, the retrospective design 
is inherently dependent on the completeness 
and accuracy of medical records, introducing 
the potential for information bias. Second, 
the absence of a comparison group limits the 
study to descriptive analyses and precludes 
the identification of independent risk factors. 
Third, as a tertiary referral center, referral 
bias is unavoidable because more complex 
cases are preferentially referred. However, 
the predominance of FIGO Grade 0 cases also 
suggests a relatively low threshold for referral 
of suspected PAS. Finally, because most patients 
underwent conservative management without 
hysterectomy, definitive histopathological 
confirmation was unavailable in these cases. 
Consequently, FIGO classification was based on 
intraoperative surgical assessment rather than 
examination of the complete uteroplacental 
interface, introducing the possibility of disease 
misclassification13.

CONCLUSION

In this single-center retrospective study 
of pregnant women evaluated for suspected 
Placenta Accreta Spectrum (PAS), the majority 
of cases presented with low Morbidly Adherent 
Placenta (MAP) scores and were ultimately 
classified as FIGO Grade 0 or 1. This indicates 
that true, deep invasive PAS was less common 
within this cohort. Due to this milder disease 
severity profile, conservative, uterine-sparing 
management was frequently and successfully 
utilized, resulting in uncommon severe maternal 
and perinatal complications. However, these 
favorable outcomes must be interpreted 
cautiously, properly accounting for baseline 
disease severity and the inherent limitations of 
surgical diagnostic classification.

To improve local clinical practice and 
maternal care, these findings highlight the 
critical importance of avoiding over-intervention 
in mild cases while maintaining high vigilance. 
Moving forward, the implementation of 

standardized antenatal ultrasound diagnostics, 
severity-stratified reporting, and comprehensive 
multidisciplinary team (MDT) planning are 
strongly recommended to optimize resource 
allocation and refine future PAS surveillance and 
management.

ACKNOWLEDGEMENT

This research was funded by the Institute of 
Research and Community Service (LPPM), 
Universitas Sebelas Maret, under grant number 
HGR: 194.2/UN27.22/PT.01.03/2024. We sincerely 
thank LPPM UNS for their support. The funding 
source had no role in the study design, data 
collection, analysis, interpretation, the writing 
of the manuscript, or the decision to submit the 
article for publication.

CONFLICT of INTEREST

The authors declare that there is no actual or 
potential conflict of interest in relation to this 
article.

REFERENCES

1.	 Piñas Carrillo A, Chandraharan E. Placenta accreta 
spectrum: Risk factors, diagnosis and management 
with special reference to the Triple P procedure. 
Womens Health (Lond) 2019;15. https://doi.
org/10.1177/1745506519878081.

2.	 Matsuzaki S, Mandelbaum RS, Sangara RN, McCarthy 
LE, Vestal NL, Klar M, et al. Trends, characteristics, and 
outcomes of placenta accreta spectrum: a national study 
in the United States. Am J Obstet Gynecol 2021;225:534.
e1-534.e38. https://doi.org/10.1016/j.ajog.2021.04.233.

3.	 Feng X, Mao X, Zhao J. Clinical Characteristics, Prenatal 
Diagnosis and Outcomes of Placenta Accreta Spectrum 
in Different Placental Locations: A Retrospective Cohort 
Study. Int J Womens Health 2024;16: 155–62. https://
doi.org/10.2147/IJWH.S439654.

4.	 Anderson JM, Etches D. Prevention and Management 
of Postpartum Hemorrhage. Am Fam Physician 2007;75: 
875–82. PMID: 17390600.

5.	 Yeni CM, Andayani H, Indirayani I, Razali R. The 
Association betweeen Cesarean Section and Placenta 
Accreta. Indones J Obstet Gynecol 2022;10(3): 127-32. 
doi: 10.32771/inajog.v10i3.1572

6.	 Jauniaux E, Grønbeck L, Bunce C, Langhoff-Roos J, 
Collins SL. Epidemiology of placenta previa accreta: a 
systematic review and meta-analysis. BMJ Open 2019;9. 
https://doi.org/10.1136/BMJOPEN-2019-031193.

7.	 Wu X, Yang H, Yu X, Zeng J, Qiao J, Qi H, et al. The 
prenatal diagnostic indicators of placenta accreta 
spectrum disorders. Heliyon 2023;9. https://doi.
org/10.1016/J.HELIYON.2023.E16241.

Vol 14. No 3. July 2026 Clinical Characteristics and Outcomes 249 



8.	 Jauniaux E, Bhide A, Hussein AM, Lees C, D’Antonio F, 
Robson SC, et al. Placenta Praevia and Placenta Accreta 
Spectrum: Diagnosis and Management. Green Top 
Guidelines no 27a. BJOG 2026. doi: 10.1111/1471-
0528.70239.

9.	 Obstetric Care Consensus No. 7: Placenta Accreta 
Spectrum. Obstet Gynecol. 2018;132: E259–75. doi: 
10.1097/AOG.0000000000002983.

10.	 Gurnita A, Irianti S.. Prevalensi dan Luaran Pasien 
dengan Spekrtum Plasenta Akreta. Indones J Obstet 
Gynecol Sci. 2023;6:247–54. https://doi.org/10.24198/
OBGYNIA.V6I2.293.

11.	 Ornaghi S, Maraschini A, Donati S, Donati S, Maraschini 
A, D’Aloja P, et al. Characteristics and outcomes of 
pregnant women with placenta accreta spectrum in 
Italy: A prospective population-based cohort study. 
PLoS One 2021;16. doi: 10.1371/journal.pone.0252654.

12.	 Mirani P, Lestari PM, Murti K, Liberty IA, Andrina H, 
Kesty C, et al. Placenta accreta spectrum disorder: An 
updated literature review. JKKI : Jur Ked Kes Indones. 
2023. doi: 10.20885/JKKI.VOL14.ISS3.ART15.

13.	 Jauniaux E, Chantraine F, Silver RM, Langhoff-Roos 
J, Duncombe G, Klaritsch P, et al. FIGO consensus 
guidelines on placenta accreta spectrum disorders: 
Epidemiology. Int J Gynecol Obstet 2018; 140:265–73. 
doi: 10.1002/IJGO.12407.

14.	 Ogba EI, Chukwudi NK, Izuka OM, Adizua UC. 
Prevalence of Perinatal Asphyxia Using Apgar Scores 
and Cord Blood pH and the Relationship between the 
Two Methods: A Study of FMC Umuahia. Niger J Clin 
Pract 2024; 27:117–23. doi: 10.4103/NJCP.NJCP_563_23.

15.	 Dewi TP, Wali A, Batrisyia A. Profil plasenta akreta di 
Rumah Sakit dr. Zainoel Abidin Banda Aceh. Studi 
retrospektif periode Agustus 2018 - Agustus 2022. 
Jur Ked Syiah Kuala 2022;22: 321–6. doi:10.24815/jks.
v22i4.29408

16.	 Vieira MC, Rijken MJ, Braun T, Chantraine F, Morel O, 
Schwickert A, et al. The relation between maternal 
obesity and placenta accreta spectrum: A multinational 
database study. Acta Obstet Gynecol Scand 2021; 
100:50–7. doi:10.1111/AOGS.14075; page:string:article/
chapter.

17.	 Lubis MP, Barus MNG, Yaznil MR, Asroel EM, 
Lumbanraja IL. Quality of Life and Sexual Function of 
Placenta Accreta Spectrum Disorder Patients after 
Surgery. Indones J Obstet Gynecol 2021;9(2): 95–101. 
doi: 10.32771/inajog.V9I2.1493.

18.	 Happe SK, Yule CS, Spong CY, Wells CE, Dashe JS, 
Moschos E, et al. Predicting Placenta Accreta Spectrum. 
J Ultrasound Med. 2021; 40:1523–32. doi: 10.1002/
jum.15530; wgroup:string:publication.

19.	 Wise A, Clark V. Strategies to manage major obstetric 
hemorrhage. Curr Opin Anesthesiol 2008; 21:281–7. 
doi:10.1097/ACO.0B013E3282F8E257.

20.	 von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche 
PC, Vandenbroucke JP; STROBE Initiative. The 
Strengthening the Reporting of Observational Studies 
in Epidemiology (STROBE) Statement: Guidelines for 
Reporting Observational Studies. PLoS Med. 2007;4(10): 
e296. doi: 10.1371/journal.pmed.0040296.

250 Sulistyowati, Bachnas, Yuliantara et al
Indones J

Obstet Gynecol


