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Objectives

1

1. Recognize the role of 
obstetric anesthesiologists 
in multidisciplinary planning 
for placenta accreta 
spectrum (PAS) surgery.

2

2. Compare the pros and 
cons of neuraxial vs. general 
anesthesia for Cesarean 
hysterectomy.

3

3. Discuss the advantages 
and disadvantages of 
placing central venous 
catheters vs. peripheral IV 
catheters in patients with 
placenta accreta spectrum.

4

4. Formulate a plan for 
postoperative pain 
management for patients 
undergoing Cesarean 
hysterectomy.



Role of Obstetric Anesthesiologist

1-year fellowship in 
Obstetric Anesthesia

Referral centers for PAS

>50% of OB Anesthesia fellows 
have done 5+ PAS cases by 

graduation

Multidisciplinary 
planning → coordinate 

care with other members 
of the team including 
surgeons, transfusion 
medicine specialists, 

nursing, neonatologists, 
critical care physicians

High-Risk OB Anesthesia 
Clinic → formulate a plan

Oversee transfusion-
related decision-making

Intraoperative and 
Postoperative analgesia



Factors Influencing the Primary Mode of Anesthesia

Patient

• Obesity, difficult 
airway, scoliosis, 
medical co-morbidities

• Degree of PAS →
possibility of massive 
hemorrhage

• PREFERENCE! May be 
fearful of neuraxial or 
general

Surgical

• Type and size of 
incision

• Timing of hysterectomy

• Placement of vascular 
occlusion devices

Clinician

• Level of experience

• Availability of more 
than 1 anesthesia staff 
member







Retrospective cohort study

50 women with PAS
68% regional anesthesia
32% general anesthesia

No difference in mean 
blood loss, blood 
transfusion units

Significantly higher 
neonatal mean APGAR 

scores at 1 and 5 minutes in 
women who received RA 

before delivery

More postoperative 
respiratory complications in 

GA

Is there a difference in maternal and neonatal outcomes when utilizing general anesthesia vs. regional 
anesthesia in patients undergoing Cesarean delivery for PAS?



Case-control study of 85 
PAS cases undergoing 

Cesarean hysterectomy 
from 2005 - 2020

61% general anesthesia, 
39% neuraxial → GA after 

delivery

Similar operative times, 
estimated blood loss, 

maternal morbidity, ICU 
admission, ICU length of 

stay

Total postoperative 
length of stay reduced in 
patients with neuraxial 

anesthesia (3.76 vs. 6.35 
days)

Is there a difference in maternal outcomes when utilizing general anesthesia vs. regional anesthesia 
followed by conversion to general anesthesia in patients undergoing Cesarean hysterectomy for PAS?



Retrospective case-control study 
July 2014 – August 2020

60 cases each group  (RA vs GA) 

IADT time similar (41.5 and 46 
min)

Uterine incision to delivery time 
similar (1.5 vs 2 min)

No significant difference in 
arterial or venous cord pH

No association between 
maternal characteristics and 
APGAR’s at 5 min, except at 1 

min

No difference in NICU admission 
or NICU length of stay

Is there a difference in neonatal outcomes with general anesthesia vs. regional anesthesia when induction 
of anesthesia to delivery time (IADT) is prolonged (>10 minutes)?



Neonatal Outcomes

Large-scale high-quality observational studies in PAS are lacking

Patients with suspected PAS usually undergo planned preterm delivery

Prolonged NICU admission and morbidity can occur more often after unplanned Cesarean delivery

• preterm delivery

• maternal hemorrhage

• preeclampsia

• prolonged rupture of membranes

• oligohydramnios

• non-reassuring fetal heart rate tracings

To evaluate potential effect of general anesthesia → studies need to disentangle effects of:



Presence of fellowship-trained OB anesthesiologist reduces the odds of receiving 
general anesthesia for Cesarean delivery (non-PAS cases)

Logistics of scheduling varies across institutions

Anesthesiologist and CRNA vs. fellowship-trained OB anesthesiologist and 
fellow/resident (teaching hospital)

Up to 50% of PAS cases go earlier than scheduled → may be difficulty in providing 
an experienced team on short notice



Location of Delivery & Postoperative Care

• No consensus on location for delivery

• L&D OR, Main OR, IR suite, Hybrid OR

• Preferred location for advanced cases is Main OR by 71% of US OB Anesthesia Division 
Chiefs

• Consensus also lacking on preferred location for postop care



Central vs. Peripheral Venous Access

Peripheral Venous Access

• Advantages

o Large bore IV catheters can achieve high 
flow rates

o More comfortable for the patient

o Lower risk of infection (don’t need full 
sterile barrier)

• Disadvantages

o May infiltrate with high pressure

o Flow may be restricted in a hypovolemic 
patient with high sympathetic tone

o Cannot monitor CVP

Central Venous Access

• Advantages

o Ability to monitor CVP, CO

o Ability to administer high-dose 
vasoactive + inotropic infusions

• Disadvantages

o Risk of arrhythmias, pneumothorax, 
arterial puncture

o Time-consuming to place in an 
emergency

o Uncomfortable for the patient if doing 
awake



Central vs. Peripheral Venous Access

• Superficial cervical plexus is easy to block with 5-10cc of 1% lidocaine
• Provides anesthesia from external auricular area to below clavicle
• Low reported complication rates







Catheter Type Flow 
(ml/min)

Pressure 
(mmHg)

Braun Introcan 18G Peripheral 231 300

Braun Introcan 16G Peripheral 458 300

Braun Introcan 14G Peripheral 698 300

Arrow Two-lumen 14G Distal Port Central 255 300

Arrow Two-lumen 14G Proximal Port Central 205 300

Bard Trialysis 12G Distal Port Central 799 300

Bard Trialysis 12G Proximal Port Central 765 300

Arrow 7 Fr Rapid Infusion Catheter Peripheral 1000 287

Arrow 9 Fr PSI Kit Central 1000 287

Arrow 9 Fr MAC Central 1000 264

Control (No catheter) Central 1000 217



Postoperative Pain Management

Neuraxial morphine

Transversus 
abdominis plane 

(TAP) or Quadratus 
lumborum (QL) block

Epidural Infusion
Multimodal IV/PO 
Pain Medications



Knowledge Gaps

• Optimal staffing models for scheduled and unscheduled delivery

• Ideal surgical location for delivery (L&D vs. Main OR)

• Mode of anesthesia

• Ideal ratio of blood product transfusion

• Use of pharmacological adjuncts for hemorrhage management

• Neuraxial and regional blocks for postoperative analgesia

• Preferred location for postpartum care
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