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Abstract
Placenta accreta spectrum (PAS) disorders pose significant challenges in the anaesthetic management
of elective caesarean section. This article explores the anaesthetic considerations for patients with PAS
focusing on the optimal techniques to ensure maternal safety and surgical success. The analysis ex-
amines the advantages and disadvantages of general anaesthesia, neuraxial anaesthesia, and combined
techniques to inform considerations of anaesthetic management in this high-risk population.
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Introduction
Placenta accreta spectrum (PAS) is a rare and potentially life-threatening ob-

stetric condition in which the placental trophoblastic tissue abnormally attaches to
into the myometrium of the uterine wall. Its severity is graded by extent of invasion
where the placenta, in accreta, is adherent to myometrium; increta, invades further
into myometrium; and percreta, invades through to serosa and surrounding organs.
This results typically in difficulty in detachment of the placenta after delivery of
the baby and therefore presents a risk of severe uncontrolled haemorrhage (Silver
and Branch, 2018). Indeed, worldwide, PAS is one of the leading causes of postpar-
tum haemorrhage and is the most common indication for peripartum hysterectomy
(Huque et al, 2018). Due to this high-risk nature, elective caesarean section (CS) is
the preferred mode of delivery for women (Jauniaux et al, 2019).

However, for the anaesthetist, there is a dilemma on choosing the most appro-
priate anaesthetic technique. The choices available are providing solely a general
anaesthetic (GA) or neuraxial anaesthesia (NA) or alternatively a combination of
both. Here, the authors explore the advantages and disadvantages of the anaesthetic
techniques for which there is no current agreed anaesthetic approach for managing
patients with PAS.

General Anaesthesia
GA is only absolutely indicated for maternal request and if NA is contraindi-

cated (e.g., local anaesthetic allergy). GA has several advantages for the elective CS
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in PAS. Firstly, is that it not only provides a secure airway for a high-risk procedure
but also secondly results in maternal immobility and muscle relaxation delivering
optimal surgical conditions (Reale and Farber, 2022). Commencing a GA from
the outset eliminates the need for emergency conversion to GA if a NA procedure
fails. If a significant risk of major haemorrhage is surgically pre-empted, a GA is
advantageous over NA as it could be distressing to the mother to experience this
emergency awake (Snegovskikh et al, 2011). It also allows the multidisciplinary
team required to focus on managing the emergency with the patient asleep.

However, opting for a GA carries several disadvantages. In the obstetric pop-
ulation there is a known higher risk of difficult airways in the maternal population
and awareness under GA (Pandit et al, 2014). In addition, there is increased risk of
Mendelson syndrome—the aspiration of gastric contents and subsequent chemical
pneumonitis (Salik and Doherty, 2023). These risks are all negated in opting for a
purely NA technique. GA for CS has no inherent post operative analgesic profile
and results typically in higher levels of postoperative pain than NA with patients re-
quiring an opioid patient-controlled analgesia (Neall et al, 2022). Additionally, GA
results in delayed initial maternal-baby bonding and the neonate may be exposed
to the effects of anaesthetic agents, leading to respiratory depression and delayed
neonatal adaptation (Reale and Farber, 2022).

Neuraxial Anaesthesia
NA, which includes spinal, epidural, and combined spinal-epidural (CSE) tech-

niques, involves injecting local anaesthetic into the respective subarachnoid or epidu-
ral space and both with CSE. NA offers several advantages, such as provision of
excellent maternal pain relief post operatively with centrally acting opioids admin-
istered, minimal maternal respiratory depression, and preservation of maternal con-
sciousness during surgery thus allowing for early maternal-baby bonding (Reale
and Farber, 2022). Choosing an NA technique depends on various factors, includ-
ing the anticipated duration of the procedure and the expertise of the anaesthetist
and obstetrician (Jauniaux et al, 2019).

However, NA has limitations. In cases of CS for PAS, major haemorrhage can
frequently occur, maintaining adequate anaesthesia, pain control, optimal surgical
conditions and abdominal wall relaxation may be inadequate with NA and thus
an emergency conversion to GA is required (Snegovskikh et al, 2011). When hys-
terectomy is required in PAS, conversion to GA has been described in 21% of cases
and has also required higher rate of packed red cell transfusion too (Markley et al,
2018). Conversion to GA will involve securing the airway which may be more dif-
ficult and potentially fatal in the emergency setting of worsening airway oedema
from large-volume resuscitation due to massive haemorrhage (Snegovskikh et al,
2011). Additionally, coagulopathy in the presence of an epidural catheter can in-
crease the risk of epidural hematoma and subsequent paralysis, although this risk
is rare (Sage, 1990).
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Combination of General and Neuraxial
Anaesthesia

A combination of GA and NA, known as a “two-step technique”, is some-
times considered and involves using NA (spinal or epidural) until the baby is de-
livered then followed by a controlled conversion to GA with the mother and multi-
disciplinary team aware (Snegovskikh et al, 2011). This is sometimes chosen as it
combines the advantages of both approaches. NA allows the mother to witness her
child’s birth, helps facilitate the initial bond and provides analgesia which will act
post operatively too. Subsequently moving to a controlled conversion to a GA, with
the mother and surgeons agreeing when ready to do so, ensures complete maternal
immobility and muscle relaxation during the critical phase of placental removal
(Reale and Farber, 2022). Undertaking this conversion however, requires careful
coordination between the anaesthetist and the surgical team, and potential compli-
cations associated with both techniques as described previously must be considered
(Jauniaux et al, 2019).

Conclusion
Deciding the most appropriate anaesthetic technique for elective CS in preg-

nant women with PAS requires careful consideration of the advantages and disad-
vantages of each approach. GA provides optimal surgical conditions but carries
risks such as airway complications and neonatal exposure to anaesthetic agents.
NA offers excellent pain relief and preserves maternal consciousness but may be
challenging during major haemorrhage. The combination of GA and NA combines
the benefits of both techniques but requires coordination and careful patient selec-
tion. Ultimately, the decision should be made based on the individual patient’s
clinical condition and wishes, the expertise of the surgeon and anaesthetist and the
availability of resources but mindfully always keeping the mother at the core of the
clinical decision.
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