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Figure S1. Coronal view of the female pelvis: location of invaded area type 2
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Figure S2. Left parasagittal view of the female pelvis. location of invaded areas types: T1, T3 and T4
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Figure S3. Conservative-reconstructive surgery: First viewing after modified Pfannenstiel incision. Placental invasion is seen behind the bladder, immediately after laparotomy.

**Image sequence of conservative-resective procedure is not corresponding to the same patient, this is because, some pictures were previously published
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Figure S4. Conservative-reconstructive surgery, bladder dissection. Initial dissection, and custom-made hemostasis. Detail of newly formed vessels ligature (NFV) performed between the placenta and the upper posterior bladder. Most NFV vessels in this area of are veins; for this reason, uterine or iliac internal artery embolization are not useful. Gelfoam overload could reduce bleeding by flow reduction from the arterial component. but, if quantity of injected material is elevated, risk of unwanted devascularization or necrosis is possible.
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Figure S5. Conservative-reconstructive surgery. Bladder dissection completed. In white asterisk, ligature of newly formed vessels. This manoeuvre is necessary to separate the bladder to the invaded area and to have secondary access to the colpo-uterine vessels after delivery. When this procedure (colpo-uterine ligature) is performed before to remove the invaded tissues and the entire placenta, bleeding is visually reduced.









[image: ]

Figure S6. Conservative-reconstructive surgery, hysterotomy. Upper segment hysterotomy is performed over the placenta. At this level, placenta is not adherent; consequently, hand blunt dissection between the placenta and the uterus do not produce an additional bleeding.
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[bookmark: _Hlk17653280]Figure S7. Conservative-reconstructive surgery. Ligature of lower arterial pedicle to invaded area. UT: Uterus, USH: Upper segmental hysterotomy, RRL: Right round ligament; CUV: Colpo-uterine vessels. Before resection of invaded area, colpouterine vessels are ligated at hour 12, 3 and 9 to avoid bleeding. In no case, occlusion, ligation, or embolization of the uterine artery was used.
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Figure S8. Conservative-reconstructive surgery, resection of invaded tissues. After the baby is delivered, the uterus is pulled out and dissection of posterior bladder is completed. Retrovesical area is widely dissected to see the presence of healthy tissue to attempt a uterine repair. Previous ligature of colpouterine vessels allows to remove the tissues with minimal bleeding.
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Figure S9. Conservative-reconstructive surgery, invaded tissue removal. The entire placenta and the invaded myometrium are removal. Use of these ligatures before to remove the invaded tissues (Suggested by Prof. Dr. Wolfgang Henrich, Charité Maternity, Berlin, Germany) resulted in an evident visual reduction of blood loss.
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Figure S10. Conservative-reconstructive surgery, closing. The uterine anatomy is completely restored after to performed 2 plane sutures. Uterine arteries and their connections with the ovary artery were never touched or occluded, fact that preserve the ovary and the endometrium blood supply in case of future pregnancies.
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Figure S11. Conservative-reconstructive surgery, final viewing. Use of simple sheet of regenerated cellulose (SurgicelTM) avoid adherences between repair and posterior bladder
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Figure S12. Sagittal view of placental plate. In black asterisks, the tunica basalis. Rectangle showed the right way to take a sample to perform a pathological analysis, which include placenta and invaded myometrium. It is desirable that sample be taken before fixation to avoid tissue distortion. Most part of dissociation before surgical diagnosis and pathological analysis depends of some mistakes during the method getting the sample.
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Figure S13. Postero-lateral view of invaded low-parametrium. Type 2 Placental invasion received vessels from the ureter and the branches of iliac internal vessels. In these cases, upper proximal vascular control is necessary in both, ablative (hysterectomy) or conservative-resective procedures to avoid massive bleeding. UBPW: Uterine body, posterior wall. UR: Ureter; PI: Placental invasion; IIV: Iliac Internal vessels.
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Figure S14. Type 4 invasion. Dense fibrosis between low uterine and bladder-trigon adherence. Tight purse-string suture (# 2 Vicryl) was placed twice around the lower uterus (black arrows). Then, the uterus is cut between the two purse-string sutures and over the placental tissue. 









[image: ]

Figure S15. T4 invasion, uterine haemostasis: The remaining placenta is manually removed, and hemostasis is made with some additional sutures. The invaded myometrium is left stuck to the trigon. Notice that in this area, a group of anastomosed vessels, which include a vaginal, cervical, and low bladder artery create a vast vascular net that without dissection, remaining untouched. When this net is accidentally broken by dissection, massive blood loss could be a cause of life-threatening bleeding, mainly because haemostasis maneuvers are practically impossible by intense fibrosis, organ adhesion, and elevated blood flow.
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Figure S16. T4 invasion, final haemostasis: Simple sutures were performed to achieve haemostasis in the remaining uterus. While, lower inter-anastomotic net among cervix, lower uterus and the trigon remain untouched, all adherent placenta was safely removed.
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