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Abstract
Introduction
Placental invasion anomalies are associated with high mortality and may require hysterectomy
due to the high risk of massive hemorrhage. The aim of this retrospective study was to
evaluate intraoperative anesthetic management, postoperative follow-up, clinical features, and
fetal wellbeing in patients undergoing cesarean section due to placental invasion anomalies in a
tertiary health center.

Methods
The retrospective study included patients that underwent cesarean section due to placental
invasion anomalies at a tertiary health center over the period between 2013 and 2018.
Intraoperative anesthetic management, blood and blood products transfusion, and total
volume of blood loss, as well as neonatal Apgar score and postoperative intensive care unit
(ICU) follow-up, were reviewed for each patient.

Results
The study evaluated a total of 92 patients that underwent cesarean section due to placental
invasion anomalies, including 49 patients with placenta previa, 42 patients with placenta
percreta, and one patient with placenta accreta. Of the 92 patients, 59 (64.1%) patients
underwent general anesthesia, 31 (33.7%) underwent spinal anesthesia, and two (2.2%)
underwent spinal anesthesia followed by general anesthesia. Hysterectomy was performed in
four patients, including three patients who underwent general anesthesia and one patient who
started with spinal anesthesia and subsequently switched to general anesthesia prior to
a hysterectomy. The Apgar scores at min 1 and min 5 after the induction of anesthesia were
significantly lower in patients who underwent general anesthesia as compared to those who
underwent spinal anesthesia (p=0.002 and p=0.007, respectively). The duration of surgery and
intraoperative blood loss were significantly higher in patients with placenta percreta as
compared to other patients (p<0.001 for both).

Conclusion
In surgical planning for the patients with placental invasion anomalies, care should be taken by
anesthesiologists to select the most ideal anesthetic technique, by taking into account the type
of anomaly, probable volume of blood loss, and surgical complications, to ensure both maternal
and fetal wellbeing. Moreover, the coordination of a team of well-educated and experienced
staff is essential.
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Introduction
The anesthetic management of patients with placental invasion anomalies is highly important
due to the prolonged duration of surgery, requirement for additional interventions,
and disruption of hemodynamics as a result of massive hemorrhage. Placenta previa is defined
as placenta implanted in the lower segment of the uterus. Prevalence of placenta previa has
recently increased and accounts for approximately 0.5% of all pregnancies. This relative
increase correlates with the increasing rates of cesarean section. Increasing placenta previa and
cesarean section may cause placental invasion anomalies. Placental invasion anomalies can be
in three forms. Placenta accreta, in which the villi adhere to the surface of the myometrium,
placenta increta, in which the villi penetrate the myometrium, and placenta percreta, in which
the villi penetrate through the uterine serosa and sometimes into neighboring organs such as
cervix, bladder, or bowel [1,2-3].

In surgical planning for patients with placental invasion anomalies, care should be taken to
select the most ideal anesthetic technique due to the prolonged duration of surgery, massive
hemorrhage, requirement of hysterectomy, and an increased risk of postoperative intensive
care unit (ICU) admission. Moreover, anesthesiologists should consider not only maternal but
also fetal wellbeing when determining the anesthetic technique. In the present study, we aimed
to retrospectively evaluate the demographic characteristics, intraoperative anesthetic
management, postoperative follow-up, clinical features, intraoperative fluid management, and
fetal wellbeing in patients who underwent cesarean section in our clinic due to placental
invasion anomalies.

Materials And Methods
This retrospective study included 92 patients that underwent cesarean section due to placental
invasion anomalies at Harran University Medical School Hospital over the period between 2013
and 2018. Patient records were retrieved from the hospital database and were reviewed for each
patient.

Age, number of pregnancies, gestational age, number of previous cesarean sections,
intraoperative anesthetic management, American Society of Anesthesiologists (ASA) scores,
preoperative hemoglobin (Hgb) and hematocrit (Hct) values, duration of surgery (min),
perioperative blood loss (mL), and neonatal Apgar scores were recorded for each patient.
Moreover, intraoperative red blood cells (RBC) (unit), fresh-frozen plasma (unit), tranexamic
acid (transamin 10%) human fibrinogen concentrates (Haemocomplettan P), crystalloid (mL),
and colloid (mL) transfusions were also reviewed. Additionally, postoperative follow-up and
length of ICU stay were also noted for each patient. The requirement of cesarean hysterectomy
and the type of placental invasion anomaly were recorded based on the surgical notes.

Statistical analysis
Data were analyzed using SPSS for Windows 23.0 (IBM Corp., Armonk, NY, US). As the number
of cases in the study and the number of cases in each group were remarkably low, continuous
variables were expressed as median (minimum-maximum) and categorical variables were
expressed as frequencies and percentages. Moreover, due to the low number of cases, pairwise
comparisons were performed using the Mann-Whitney U test. Categorical variables were
compared using the chi-square test. A p-value of <0.05 was considered significant.
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Results
Over the period between 2013 and 2018, cesarean section was performed in a total of 5,788
patients in our hospital. Of these, 92 patients were included in the study since they had
complete medical records.

The ages of the patients ranged between 20 and 44 (mean 33) years. Of the 92 patients, 49 were
detected with placenta previa, 42 with placenta percreta, and one with placenta accreta. Of the
92 patients, 59 (64.1%) underwent general anesthesia, 31 (33.7%) underwent spinal anesthesia,
and two (2.2%) underwent spinal anesthesia followed by general anesthesia. General
anesthesia was performed in 26 patients with placenta previa and in 32 patients with placenta
percreta. Spinal anesthesia was performed in 23 patients with placenta previa and in eight
patients with placenta percreta (Tables 1-2).

 

Diagnosis p

Total
Placenta
previa

Placenta
percreta

Placentaaccreta  

(n=92) (n=49) (n=42) (n=1)  

n(%) / median (min-max)  

Age 33 (20-44) 33 (20-44) 33 (23-42) 32 0.505*

Pregnancy count 5 (1-11) 5 (1-11) 5 (2-10) 4 0.596*

Number of previous cesarean
sections

2 (0-6) 1 (0-5) 3 (0-6) 3 <0.001*

Operation time (min) 100 (45-250) 80 (45-150) 125 (65-250) 85 <0.001*

Bleeding amount (mL)
550 (250-
3000)

400 (250-850) 875 (350-3000) 500 <0.001*

Crystalloid      

 1500 cc below 18 (19.6%) 18 (36.7%) - -  

 1500 cc -3000 cc 42 (45.7%) 19 (38.8%) 22 (52.4% ) 1  

 3000 cc -5000 cc 24 (26.1%) 8 (16.3%) 16 (38.1%) - 0.001**

 5000 cc over 8 (8.7%) 4 (8.2%) 4 (9.5%) -  

Colloid     

 Not give 60 (65.2%) 39 (79.6%) 20 (47.6%) 1  

 500 cc 25 (27.2%) 8 (16.3%) 17 (40.5%) - 0.003**

 1000 cc 7 (7.6%) 2 (4.1%) 5 (11.9%) -  

intraoperative ES (unit)      

Not give 47 (51.1%) 31 (63.3%) 15 (35.7%) 1  

≤3 unit 39 (42.4%) 15 (30.6) 24 (57.1%) - 0.028**
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>3 unit 6 (6.5%) 3 (6.1%) 3 (7.1%) -  

Fresh-frozen plasma (unit)      

Not give 69 (75%) 43 (87.8%) 25 (59.5%) 1  

≤3 unit 21 (22.8%) 5 (10.2%) 16 (38.1%) - 0.006**

>3 unit 2 (2.2%) 1 (2%) 1 (2.4%) -  

Need for postoperative ICU      

Yes 18 (19.6%) 3 (6.1%) 15 (35.7%) 1 <0.001**

No 74 (80.4%) 46 (93.9%) 27 (64.3%) -  

Length of ICU stay (day) 0 (0-5) 0 (0-5) 0 (0-5) - 0.003*

Type of anesthesia      

 General anesthesia 59 (64.1%) 26 (53.1%) 32 (76.2%) 1 0.101**

 Spinal anesthesia 31 (33.7%) 23 (46.9%) 8 (19%) -  

 General+spinal anesthesia 2 (2.2%) - 2 (4.8%) -  

 *Mann-Whitney U test, **Chi-square test

TABLE 1: Comparison of patients with placental invasion anomalies
ES: Erythrocyte suspension, ICU: Intensive care unit

 

TypeAnesthesia P

General Anesthesia
Spinal
Anesthesia

General & Spinal
Anesthesia

 
(n=58) (n=31) (n=2)

n(%) / median (min-max)

Age 34 (23-44) 33 (20-44) 29,5 (26-33) 0.750*

Pregnancy count 5 (1-11) 5 (1-11) 5.5 (4-7) 0.475*

Number of previous cesarean
sections

2 (0-6) 1 (0-5) 3,5 (3-4) 0,009*

ASA score     

 1 5 (8.6%) 5 (16.1%) -  

 2 41 (70.6%) 25 (80.6%) 1  

 3 12 (20.6%) 1 (32%) 1 0,028**
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Operation time (min) 109 (50-250) 75 (45-240) 117.5 (105-130) <0,001*

Bleeding amount (mL) 600 (300-3000) 350 (250-1800) 1775 (1250-2300) <0,001*

APGAR 1 minute 6 (0-8) 7 (0-8) 8 (8-8) 0,002*

APGAR 5 minute 8 (0-10) 9 (0-10) 10 (10-10) 0,007*

intraoperative ES (unit)     

 Not give 22 (37.9) 24 (77.4%) -  

 ≤3 Unit 30 (51.7%) 7 (22.6%) 2 (100%) <0,001**

 >3 Unit 6 (10.3%) - -  

Tranexamic acid and human fibrinogen concentrates   

 Yes 26 (44.8%) 7 (22.6%) 1 (50%) 0,031**

 No 32 (55.2%) 24 (77.4%) 1 (50%)  

Need for postoperative ICU     

 Yes 15 (25.8%) 3 (9.6%) 1 (50%) 0,029**

 No 43 (74.1%) 29 (93.5%) 1 (50%)  

Length of ICU stay (day) 0 (0-5) 0 (0-4) 1 (0-2) 0.029*

Hysterectomy     

 Performed 3 (5.2%) - 1 (50%) 0.549**

 Notperformed 55 (94.8%) 31 (100%) 1 (50%)  

*Mann-Whitney U test, **Chi-square test

TABLE 2: Comparison of patients according to type of anesthesia
ICU: Intensive care unit; ASA: American Society of Anesthesiologists

The number of previous cesarean sections was significantly higher in patients with placenta
percreta as compared to other patients (p<0.001). Similarly, the duration of surgery and
intraoperative blood loss were also significantly higher in patients with placenta percreta as
compared to other patients (p<0.001 for both) (Table 1).

In patients with placenta percreta, the incidence of intraoperative red blood cell (RBC), fresh-
frozen plasma, and crystalloid and colloid transfusions, the need for postoperative ICU
admission and the length of ICU stay were significantly higher as compared to those of other
patients (p=0.028, p=0.006, p=0.001, p=0.003, p=0.001, and p=0.003, respectively). In particular,
the incidence of crystalloid and colloid transfusions was higher in patients with placenta
percreta as compared to those of other patients (p=0.001 and p=0.003, respectively) (Table 1).

In patients who underwent general anesthesia, the duration of surgery was significantly longer
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and intraoperative blood loss was significantly higher as compared to those of other patients
(p<0.001); the Apgar scores at min 1 and min 5 after the induction of anesthesia were
significantly lower as compared to patients who underwent spinal anesthesia (p=0.002 and
p=0.007, respectively) (Table 2); and the incidence of RBC transfusion, the need for
postoperative ICU admission, and the length of postoperative ICU stay were significantly higher
as compared to those of other patients (p<0.001, p=0.029, and p=0.029, respectively) (Table 2).

Discussion
Placental invasion anomalies may lead to high morbidity and mortality, depending on the
surgical procedure applied. Moreover, morbidity and mortality may be even higher when
hysterectomy becomes mandatory in patients operated on under emergency conditions due to
placental invasion anomalies [4]. During the surgical management of these anomalies,
intraoperative blood loss may entail significant blood transfusion. Moreover, intraoperative
complications, such as disseminated intravascular coagulation, fluid overload, acute respiratory
distress syndrome, and infection, as well as hemodynamic disturbances that may necessitate
postoperative ICU admission may threaten the health of both the mother and the fetus.
Therefore, anesthetic management in such patients should be well-planned [5]. The risk of
placental invasion anomalies is higher in the patients with a history of cesarean section,
multiparity, myomectomy, endometrial curettage, and submucosal myoma and in pregnant
women aged over 35 years [6]. In our study, the mean age of the patients was 33 years and 38
out of 92 patients were aged 35 years or over. Moreover, the mean number of pregnancies was
five and the mean number of previous cesarean sections was two. These findings indicate that
the risk factors for placental invasion anomalies detected in our patients, such as maternal age,
multiparity, and the number of previous cesarean sections, were consistent with those reported
in the literature.

Placenta percreta leads to a high risk of postoperative ICU admission and is associated with
high morbidity due to infection, adjacent organ injury, and massive blood loss caused by the
invasion of the bladder that necessitates significant blood transfusion [7-10]. In our study, the
incidence of cesarean section was higher in patients with placenta percreta as compared to
other patients (p<0.001). Similarly, duration of surgery, intraoperative blood loss, incidence of
intraoperative RBC and fresh-frozen plasma transfusions, postoperative ICU admission,
and length of ICU stay were significantly higher in patients with placenta percreta as compared
to those in other patients (p<0.001, p=0.028, p=0.006, p<0.001, and p=0.003, respectively).

In addition to the higher intraoperative blood loss and longer duration of surgery in patients
with placenta percreta, the incidence of crystalloid and colloid transfusions was also
significantly higher in these patients as compared to other patients (p=0.001 and p=0.003,
respectively). Similarly, the incidence of tranexamic acid and human fibrinogen concentrate
administration in patients with placenta percreta (18 out of 42 patients) was also higher than
that of other patients, though not significantly.

Literature indicates that regional anesthesia could be a better option than general anesthesia
in patients undergoing surgery due to placenta previa since the inhaled anesthetics used for the
induction of general anesthesia lead to a relaxation in the uterus and thereby lead to higher
blood loss and a higher need for blood transfusion [11-12]. A previous study evaluated the
surgical treatment of patients with placenta accreta and reported that regional anesthesia
decreased intraoperative blood loss by means of a sympathetic blockage [13-14]. Another study
retrospectively evaluated a total of 122 patients with placental invasion anomalies over an 18-
year period and suggested that a neuroaxial block can be successfully performed in such
patients. The authors also noted that patients undergoing cesarean hysterectomy can be
switched to general anesthesia as needed [15]. In a similar study, the authors retrospectively
evaluated the anesthetic techniques performed in the surgical treatment of 96 patients with
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placental invasion anomalies, suggested that neuraxial blocks can be performed in such
patients, and emphasized that general anesthesia should be preferred in patients with placenta
percreta [16]. A retrospective study conducted in the UK evaluated 40 patients who underwent
treatment due to placental invasion anomalies and reported that 38 surgical procedures were
initiated under neuraxial anesthesia and 17 of them were switched to general anesthesia [17].
Lilker et al. [18] retrospectively evaluated patients with placenta accreta and concluded that
most patients can tolerate both prolonged surgery as well as significant blood loss under
epidural anesthesia.

In our study, the ASA score was higher in patients who underwent spinal anesthesia as
compared to that of other patients (p=0.028) and all the patients at high risk underwent
neuroaxial anesthesia. Moreover, the maximum blood loss was 3,000 mL in patients who
underwent general anesthesia as opposed to 1,800 mL in patients who underwent spinal
anesthesia. Of the patients that underwent spinal anesthesia, however, only seven (22.6%) of
them required transfusion of three or fewer units of RBC while none of them required
transfusion of more than three units. In contrast, among the patients who underwent general
anesthesia, 30 (51.7%) required transfusion of three or fewer units of RBC and six (10.3%) of
them required transfusion of more than three units. In addition, the two patients who
underwent both spinal and general anesthesia required transfusion of three or fewer units of
RBC. On the other hand, the incidence of RBC transfusion and the administration of
tranexamic acid and human fibrinogen concentrate were significantly higher in patients who
underwent general anesthesia compared to those of other patients (p<0.001).

In our study, all patients with a high risk of hemorrhage underwent general surgery except for
two patients who initially received spinal anesthesia and were subsequently switched to general
anesthesia due to the disruption of hemodynamics caused by hemorrhage. Moreover, spinal
anesthesia was not performed in any of the patients with a high risk of hemorrhage and in any
of the patients who needed a transfusion of three or more units of RBCs.

Neonatal depression increases with the depth of general anesthesia. Moreover, the
prolongation of the time from uterine incision to delivery leads to lower neonatal Apgar scores,
resulting in a more acidotic neonate. In contrast, regional anesthesia has a lower impact on
both fetal depression and neonatal Apgar scores as compared to general anesthesia, although it
may lead to lower Apgar scores in cases with prolonged maternal hypotension [19-22]. In the
present study, as consistent with the literature, the Apgar scores at min 1 and min 5 after the
induction of anesthesia were significantly lower in patients who underwent general anesthesia
as compared to patients who underwent spinal anesthesia (p=0.002 and p=0.007, respectively).

Regional anesthesia is known to have a lower risk of postoperative ICU admission in high-risk
patients as compared to general anesthesia [23]. In our study, the need for postoperative ICU
admission and the length of postoperative ICU stay were higher in patients who underwent
general anesthesia as compared to other patients (p=0.029 and p=0.029, respectively).
Moreover, postoperative ICU follow-up was not needed in 93.5% (n=29) of the patients who
underwent spinal anesthesia and in 50% (n=1) of the patients that underwent spinal anesthesia
followed by general anesthesia. These findings could be attributed to the induction of general
anesthesia in patients with a high risk of hemorrhage and in patients anticipated to have a
prolonged duration of surgery.

Murata et al. [24] reported a patient who was scheduled for cesarean section due to a diagnosis
of placenta accreta, for whom they initially administered epidural anesthesia and had to switch
to general anesthesia prior to the administration of hysterectomy due to iliac artery occlusion.
Another study evaluated 65 patients who underwent surgery with a prediagnosis of placenta
previa and reported that 16 out of 21 patients who were detected with placental invasion
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anomalies underwent general anesthesia [25]. Markley et al. [15] evaluated 129 patients who
underwent cesarean section due to placenta previa and reported that 122 patients underwent
neuraxial anesthesia, 15 of whom underwent a hysterectomy after switching to general
anesthesia. The authors also noted that hysterectomy was the main reason for switching to
general anesthesia. In our study, hysterectomy was performed in four patients, including three
who underwent general anesthesia and one who started with spinal anesthesia and
subsequently switched to general anesthesia prior to hysterectomy. Meaningfully,
hysterectomy was not performed solely under spinal anesthesia in any patient.

Conclusions
Due to their complications, placental invasion anomalies threaten the health of both mother
and fetus. Therefore, anesthesiologists should consider not only maternal but also fetal
wellbeing when determining the anesthetic technique. In the surgical treatment of patients
with placental invasion anomalies, the coordination of a team of well-educated and
experienced staff, as well as the preparation of blood products and essential fluids prior to
surgery, are very essential. Moreover, to ensure fetal wellbeing, measures should be taken to
prevent maternal hypotension such as by administering a neuraxial block in the mother, by
switching to general anesthesia after the induction of neuraxial anesthesia, particularly in
patients with placenta percreta or in patients scheduled for hysterectomy, or by administering
general anesthesia prior to the initiation of the surgery.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Animal subjects: All
authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of
interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was
received from any organization for the submitted work. Financial relationships: All authors
have declared that they have no financial relationships at present or within the previous three
years with any organizations that might have an interest in the submitted work. Other
relationships: All authors have declared that there are no other relationships or activities that
could appear to have influenced the submitted work.

References
1. Oppenheimer L, Otlawa ON: Diagnosis and management of placenta previa . J Obstet Gynaecol

Can. 2007, 29:261-266. 10.1016/S1701-2163(16)32401-X
2. Ratiu AC, Crisan DC: A prospective evaluation and management of different types of placenta

praevia using parallel vertical compression suture to preserve uterus. Medicine. 2018,
97:13253-2018. 10.1097/MD.0000000000013253

3. Jauniaux E, Jurkovic D: Placenta accreta: pathogenesis of a 20th century iatrogenic uterine
disease. Placenta. 2012, 33:244-251. 10.1016/j.placenta.2011.11.010

4. Seago DP, Roberts WE, Johnson VK, Martin RW, Morrison JC, Martin JN: Planned cesarean
hysterectomy: a preferred alternative to separate operations. Am J Obstet Gynecol. 1999,
180:1385-1393. 10.1016/S0002-9378(99)70023-2

5. Shrivastava V, Nageotte M, Major C, Haydon M, Wing D: Case-control comparison of cesarean
hysterectomy with and without prophylactic placement of intravascular balloon catheters for
placenta accreta. Am J Obstet Gynecol. 2007, 197:402. 10.1016/j.ajog.2007.08.001

6. Thia EWH, Lee SL, Tan HK, Tan LK: Ultrasonographical features of morbidly-adherent
placentas. Singapore Med J. 2007, 48:799-803.

7. Lee PS, Bakelaar R, Fitpatrick CB, Ellestad SC, Havrilesky LJ, Secord AA: Medical and surgical
treatment of placenta percreta to optimize bladder preservation. Obstet Gynecol. 2008,
112:421-424. 10.1097/AOG.0b013e31817e7966

2019 Binici et al. Cureus 11(6): e5033. DOI 10.7759/cureus.5033 8 of 9

https://dx.doi.org/10.1016/S1701-2163(16)32401-X
https://dx.doi.org/10.1016/S1701-2163(16)32401-X
https://dx.doi.org/10.1097/MD.0000000000013253
https://dx.doi.org/10.1097/MD.0000000000013253
https://dx.doi.org/10.1016/j.placenta.2011.11.010
https://dx.doi.org/10.1016/j.placenta.2011.11.010
https://dx.doi.org/10.1016/S0002-9378(99)70023-2
https://dx.doi.org/10.1016/S0002-9378(99)70023-2
https://dx.doi.org/10.1016/j.ajog.2007.08.001
https://dx.doi.org/10.1016/j.ajog.2007.08.001
http://smj.sma.org.sg/4809/4809ra1.pdf
https://dx.doi.org/10.1097/AOG.0b013e31817e7966
https://dx.doi.org/10.1097/AOG.0b013e31817e7966


8. Hays AM, Worley KC, Roberts SR: Conservative management of placenta percreta:
experiences in two cases. Obstet Gynecol. 2008, 112:425-426.
10.1097/AOG.0b013e3181794727

9. Marcellin L, Delorme P, Bonnet MP, Grange G, Kayem G, Tsatsaris V, Goffinet F: Placenta
percreta is associated with more frequent severe maternal morbidity than placenta accreta.
Am J Obstet Gynecol. 2018, 219:193. 10.1016/j.ajog.2018.04.049

10. Sparić R, Mirković L, Ravilić U, Janjić T: Obstetric complications of placenta previa percreta.
Vojnosanit Pregl. 2014, 71:1163-1166. 10.2298/VSP1412163S

11. Parekh N, Husaini SW, Russell IF: Caesarean section for placenta praevia: a retrospective
study of anaesthetic management. Br J Anaesth. 2000, 84:725-730.

12. Bonner SM, Haynes SR, Ryall D: The anaesthetic management of caesarean section for
placenta previa: a questionnaire survey. Anaesthesia. 1995, 50:992-994. 10.1111/j.1365-
2044.1995.tb05938.x

13. Frederiksen MC, Glassenberg R, Stika CS: Placenta previa: a 22-year analysis. Am J Obstet
Gynecol. 1999, 180:1432-1437. 10.1016/S0002-9378(99)70031-1

14. Chestnut DH, Dewan DM, Redick LF, Caton D, Spielman FJ: Anesthetic management for
obstetric hysterectomy: a multi-institutional study. Anesthesiology. 1989, 70:607-610.

15. Markley JC, Farber MK, Perlman NC, Carusi DA: Neuraxial anesthesia during cesarean delivery
for placenta previa with suspected morbidly adherent placenta: a retrospective analysis.
Anesth Analg. 2018, 127:930-938. 10.1213/ANE.0000000000003314

16. Wang Y, Zeng H, Guo XY, Rong XY: Anesthetic choice for patients undergoing cesarean
section complicated with placenta implantation [Article in Chinese]. Beijing Da Xue Xue Bao
Yi Xue Ban. 2017, 18:322-325.

17. Taylor NJ, Russell R: Anaesthesia for abnormally invasive placenta: a single-institution case
series. Int J Obstet Anesth. 2017, 30:10-15. 10.1016/j.ijoa.2017.01.008

18. Lilker SJ, Meyer RA, Downey KN, Macarthur AJ: Anesthetic considerations for placenta
accreta. Int J Obstet Anesth. 2011, 20:288-292. 10.1016/j.ijoa.2011.06.001

19. Downing JW, Houlton PC, Barcley A: Extradural analgesia for caesarean section: a comparison
with general anaesthesia. Br J Anaesth. 1979, 51:367. 10.1093/bja/51.4.367

20. Crawford JS, Davies P: Status of neonates delivered by elective caesarean section . Br J
Anaesth. 1982, 54:1015.

21. Kolatat T, Somboonnanonda A, Lertakyamanee J, Chinachot T, Tritrakam T: Effects of general
and regional anesthesia on the neonate (a prospective, randomized trial). J Med Assoc Thai.
1999, 82:45.

22. Mueller M, Brühwiler H, Schüpfer G, Lüscher K: Higher rate of fetal acidemia after regional
anesthesia for elective cesarean delivery. Obstet Gynecol. 1997, 90:131-134. 10.1016/S0029-
7844(97)00210-X

23. Kaufmann SC, Wu CL, Pronovost PJ, Jermyn RM, Fleisher LA: The association of
intraoperative neuroaxial anesthesia on anticipated admission to the intensive care unit. J
Clin Anesth. 2002, 14:432-436. 10.1016/S0952-8180(02)00392-6

24. Murata H, Hara T, Sumikawa K: Anesthesia for cesarean hysterectomy in a parturient with
placenta accreta [Article in Japanese]. Masui. 2009, 58:903-906.

25. Kocaoglu N, Gunusen I, Karaman S, Ergenoglu AM, Firat V: Management of anesthesia for
cesarean section in parturients with placenta previa with/without placenta accreta: a
retrospective study. Ginekol Pol. 2012, 83:99-103.

2019 Binici et al. Cureus 11(6): e5033. DOI 10.7759/cureus.5033 9 of 9

https://dx.doi.org/10.1097/AOG.0b013e3181794727
https://dx.doi.org/10.1097/AOG.0b013e3181794727
https://dx.doi.org/10.1016/j.ajog.2018.04.049
https://dx.doi.org/10.1016/j.ajog.2018.04.049
https://dx.doi.org/10.2298/VSP1412163S
https://dx.doi.org/10.2298/VSP1412163S
https://www.ncbi.nlm.nih.gov/pubmed/10895745
https://dx.doi.org/10.1111/j.1365-2044.1995.tb05938.x
https://dx.doi.org/10.1111/j.1365-2044.1995.tb05938.x
https://dx.doi.org/10.1016/S0002-9378(99)70031-1
https://dx.doi.org/10.1016/S0002-9378(99)70031-1
https://scholar.google.com/scholar?q=intitle:Anesthetic management for obstetric hysterectomy: a multi-institutional study
https://dx.doi.org/10.1213/ANE.0000000000003314
https://dx.doi.org/10.1213/ANE.0000000000003314
https://www.ncbi.nlm.nih.gov/pubmed/28416845
https://dx.doi.org/10.1016/j.ijoa.2017.01.008
https://dx.doi.org/10.1016/j.ijoa.2017.01.008
https://dx.doi.org/10.1016/j.ijoa.2011.06.001
https://dx.doi.org/10.1016/j.ijoa.2011.06.001
https://dx.doi.org/10.1093/bja/51.4.367
https://dx.doi.org/10.1093/bja/51.4.367
https://bjanaesthesia.org/article/S0007-0912(17)42690-0/fulltext
https://scholar.google.com/scholar?q=intitle:Effects of general and regional anesthesia on the neonate (a prospective, randomized trial)
https://dx.doi.org/10.1016/S0029-7844(97)00210-X
https://dx.doi.org/10.1016/S0029-7844(97)00210-X
https://dx.doi.org/10.1016/S0952-8180(02)00392-6
https://dx.doi.org/10.1016/S0952-8180(02)00392-6
https://www.ncbi.nlm.nih.gov/pubmed/19618833
https://journals.viamedica.pl/ginekologia_polska/article/view/46229

	Anesthesia for Cesarean Section in Parturients with Abnormal Placentation: A Retrospective Study
	Abstract
	Introduction
	Methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Statistical analysis

	Results
	TABLE 1: Comparison of patients with placental invasion anomalies
	TABLE 2: Comparison of patients according to type of anesthesia

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


