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ABSTRACT

Background : Placenta accreta spectrum (PAS) is a
major contributor to peripartum hemorrhage and an
important cause of maternal morbidity and mortality.
Anesthetic management in such cases requires planning
to minimize complications.

Case Illustration : This report describes the
perioperative management of a 39-year-old woman,
gravida 4 para 2 at 35 weeks' gestation, who was
diagnosed with complete placenta previa and suspected
placenta accreta based on ultrasonography and clinical
presentation. She underwent cesarean section followed
by hysterectomy under spinal anesthesia using 0.5%
hyperbaric bupivacaine (12 mg) and clonidine (30 mcg)
at the L4-L5 interspace. Intraoperative monitoring
included non-invasive blood pressure, ECG, SpOs,
EtCO:, body temperature, urine output, and serial blood
glucose. The operation lasted approximately 2.5 hours
with an estimated blood loss of 2000 ml. Fluid
resuscitation consisted of crystalloids, albumin, and
packed red cells, achieving a calculated fluid
replacement of 11.1 mL/kg/h. The baby was delivered in
good condition with an APGAR score of 7and 9 at 1 and
5 minutes, respectively. Postoperative recovery within
24 hours was stable, with minimal pain and no
complications.

Conclusion This case demonstrates that with
appropriate preparation, spinal anesthesia can be safely
and effectively used in selected patients with PAS.

Keywords: Hysterectomy; Placenta Acccreta; Placenta
Previa Totalis; Section Caesaria.

Copyright @ 2025 Authors. This is an open access article distributed under the terms of the Creative Commons
Attribution- 4.0 International License (https://creativecommons.org/licenses/by/4.0/)

Medical Faculty of Universitas Sebelas Maret - PERDATIN Solo.



https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.20961/
mailto:stevanus.handrawan@gmail.com
mailto:stevanus.handrawan@gmail.com

Awang Dody Irwanda, Stevanus Eliansyah Handrawan, Mayang Indah Lestari
Spinal Anesthesia in a Patient with Complete Placenta Previa and Suspected Placenta Accreta

Undergoing Cesarean Hysterectomy: Is it Possible?

INTRODUCTION

Placenta accreta is a general term
used to define a clinical condition in
which part or all of the placenta adheres
to the myometrium that is difficult to
expel.! Statistically, significant increases
in the incidence of maternal bleeding
have been reported in retrospective
studies in Canada (from 4.1% to 5.1%)
and Australia (from 4.9% to 6.3%).2
Placenta accreta is a placental disorder
that has existed for a long time and has
reappeared in Indonesia since 2016 with
an incidence of 2% and is still increasing
today.® In the United States, the
incidence has increased from less than 1
per 2000 pregnancies in 1980 to about 1
per 500 pregnancies today. The increase
in cases of placenta accreta is always
directly proportional to the rate of
cesarean delivery.* Here we present the
case of 39 years old woman diagnosed
with suspect of placenta accrete with one
day primary rupture of membrane with
oligohydramnios.
CASE ILLUSTRATION

A 39-year-old woman, gravida 4
para 2, at 35 weeks of gestation, was
admitted with a diagnosis of complete
placenta previa with high suspicion of

placenta accreta. The diagnosis was

based on clinical signs, transabdominal

ultrasonography, and color Doppler
imaging that showed placental lacunae,
loss of the clear zone, and bridging
vessels. The placenta was seen covering
the internal os, effectively closing the
birth canal. The patient had a history of
two cesarean sections (2013 and 2016)
and one curettage in 2020, all performed
under spinal  anesthesia  without
complications. She denied any history of
diabetes, hypertension, allergies, or drug
use.

Preoperative laboratory results
showed a hemoglobin level of 10.4 g/dL,
platelet count of 210,000/uL, INR of 1.2,
APTT 32 seconds, and fibrinogen 380
mg/dL. The patient fasted for 6 hours
prior to surgery. Based on a Placenta
Accreta Index Score of 6.5, the estimated
probability of placenta accreta was
approximately 69%.

In the operating room, standard
monitoring was applied including ECG,
non-invasive blood pressure, SpOa,
EtCO: via nasal cannula, and urine
output through a Foley catheter. Core
temperature monitoring was performed
using a skin-surface temperature probe,
and intraoperative normothermia was
actively maintained using a forced-air
warming systemand pre-warmed

intravenous  fluids. The patient’s
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temperature remained within a safe
range (36.5-36.9°C),
hypothermia-related

preventing
coagulopathy.
Intraoperative blood glucose monitoring
was conducted every 30 minutes and the
values remained within the normal range
throughout the surgery.

Spinal anesthesia was
administered in the sitting position at L4-
L5 using 12 mg of 0.5% hyperbaric
bupivacaine combined with 30 mcg of
clonidine. A sensory block up to T10 was
achieved. The patient remained
conscious and hemodynamically stable
throughout the procedure.

The cesarean section proceeded
uneventfully with delivery of a live male
infant in cephalic presentation. The
APGAR scores were 7 and 9 at 1 and 5
minutes. Because of the intraoperative
findings and high-risk status, a total
hysterectomy was performed
immediately after delivery. The total
surgical time was approximately 2.5
hours. Estimated blood loss was 2000
ml, and urine output was 600 ml.
Intraoperative fluids included 1500 ml
Ringer lactate, 1000 ml gelofusin, 250
ml of 5% albumin, and 600 ml of packed
red blood cells. The total intraoperative

fluid replacement rate was

approximately 11.1 mL/kg/hour, with a

70 kg body weight. Hypotension that
occurred post-spinal injection was
managed with 300 ml of rapid Ringer
lactate infusion.

Postoperatively, the patient was
transferred to the recovery unit where
she remained hemodynamically stable.
Pain was minimal with a numeric rating
scale (NRS) of 1-2 at rest and 3 on
movement within the first 6 hours post-
op. Pain was effectively controlled with
intravenous paracetamol 1 g every 8
hours. There were no reports of nausea,
vomiting, or neurologic complications.
The patient’s overall condition remained
satisfactory over the next 24 hours.
DISCUSSION

The management of PAS
remains a significant anesthetic and
obstetric challenge, especially in patients
undergoing cesarean hysterectomy.
Spinal anesthesia is not contraindicated
in patients with stable hemodynamic
parameters, absence of coagulopathy,
and  well-prepared  surgical and
anesthetic teams. In this case, spinal
anesthesia was preferred due to the
patient’s stability and prior positive
experiences with regional blocks.® The
addition of clonidine to hyperbaric
bupivacaine extended the duration and

quality of the sensory block, minimizing

Solo Journal of Anesthesi, Pain and Critical Care | Vol 5 No 1 April 2025
Medical Faculty of Universitas Sebelas Maret - PERDATIN Solo



Awang Dody Irwanda, Stevanus Eliansyah Handrawan, Mayang Indah Lestari
Spinal Anesthesia in a Patient with Complete Placenta Previa and Suspected Placenta Accreta

Undergoing Cesarean Hysterectomy: Is it Possible?

intraoperative  stress and reducing
postoperative opioid requirements.

A case with placenta accreta in a
mother with a history of 4 cesarean
sections, a multigravida with a
gestational age of 35 weeks inutero with
a cephalic presentation and a single live
fetus, complaining of vaginal bleeding
since she was 6 months pregnant. This
complaint is an objective complaint of an
abnormal  placental  position. At
preoperative time, the Placenta Accreta
Index Score was 6.5. In this patient, the
percentage of possible placenta accreta
was 69%. From an objective assessment
it can be concluded that the patient has a
fairly high suspicion of placenta
accreta.”® In this patient, a cesarean
section was immediately planned
followed by a hysterectomy. Patients
with a free airway, normal breathing,
hemodynamically stable, and no
comorbidities. The patient had no history
of previous drug use and no history of
drug allergy. Short duration of action,
fast onset of action, better quality of
sensory and motor blockade, able to
prevent a more complete stress response,
and can reduce intraoperative bleeding.
One of the disadvantages of spinal

regional anesthesia is the limited

duration of action.® The patient

underwent spinal regional anesthesia
with hyperbaric bupivacaine 0.5% 12 ml
and clonidine 30 mcg, L4-L5 puncture
with a T10 target.

Bupivacaine is one of the most
widely used local anesthetics for spinal
anesthesia and provides adequate
anesthesia and analgesia while in the
operating room of medium to long
duration.’®!!  Adjuvant 2-adrenergic
agonists to enhance analgesic effect and
prolong sensory and motor block.*? The
use of local anesthetic drugs in regional
anesthetic techniques can be combined
with opioid and non-opioid drugs such as
vasoconstrictors, clonidine, midazolam,
glucocorticoids, neostigmine and so on.
neuraxial block technique by binding to
postsynaptic -2 adrenergic receptors in
the dorsal horn of the spinal cord.
Clonidine induces hyperpolarization in
the ventral horn of the spinal cord and
facilitates the action of local anesthetics.
Receptor 2  agonists act on
adrenoreceptors in the spinal cord area
and block conduction of C and A$ fibers,
increase potassium conductance, and
increase conduction blockade of local
anesthetics. Fentanyl citrate isa -1 and -
2 agonist with high lipophilicity, rapid
onset, and short duration of action with a

lower incidence  of  respiratory
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depression. Other beneficial effects are

antiemesis, reduced post-spinal
shivering, anxiolysis and sedation.

The effectiveness of adding
clonidine 1 mcg/kgBW intrathecal to
hyperbaric bupivacaine 0.5% 12.5 mg
can prolong the analgesic effect, but
there are side effects of hypotension and
bradycardia. A study revealed that the
onset and regression of combined spinal
anesthetic  sensory block between
hyperbaric bupivacaine 12 mg combined
with clonidine 30 g was faster and the
regression of sensory block was longer
than the control group.® The mechanism
of action of clonidine is derived from the
antinociceptive effect of the spinal cord
through post junctional 2
adrenoreceptors mediated through the
release of noreadrenaline in the dorsal
horn.3% 1t is this antinociceptive effect
that may explain the prolongation of
sensory blockade when added to spinal
anaesthesia. The analgesia effect of
clonidine will be mediated spinally
through the activation of postsynaptic 2
receptors in the substantia gelatinosa of
the spinal cord.!? The effectiveness of

adding  clonidine 1  mcg/kgBW

intrathecal to hyperbaric bupivacaine 0.5%

125 mg can prolong the analgesic

effect.’31  Although, there are side

effects of hypotension and bradycardia.
The combination of bupivacaine with
clonidine provides a longer duration of
analgesia than the combination of
bupivacaine with fentanyl.*3

Side effects that may occur with
spinal clonidine include hypotension,
bradycardia, and sedation.® Venous
pooling can reduce backflow so that
cardiac output decreases, therefore the
administration of fluid loading and
administration of vasoconstrictors is the
main thing for the management of
hypotension. If hypotension occurs after
injection of local anesthetic drugs in this
study, it was treated according to the
management procedure in the form of
giving 300 cc of RL fluid loading. &6

In this case, the total surgical
time was approximately 2.5 hours.
Estimated blood loss was 2000 ml, and
urine output was 600 ml. Intraoperative
fluids included 1500 ml Ringer lactate,
1000 ml gelofusin, 250 ml of 5%
albumin, and 600 ml of packed red blood
cells. The total intraoperative fluid
replacement rate was approximately 11.1
mL/kg/hour, with a 70 kg body weight.
Resuscitation ~ of  patients  with
crystalloids and colloids results in
hemodilution and is associated with

dilution of clotting factors, further
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exacerbating more bleeding and

eventually coagulopathy. Core
temperature monitoring was performed
using a skin-surface temperature probe,
and intraoperative normothermia was
actively maintained using a forced-air
warming systemand pre-warmed
intravenous  fluids. The patient’s
temperature remained within a safe
range (36.5-36.9°C),

hypothermia-related coagulopathy.®’

preventing

Laboratory tests required are

hematocrit,  platelets, international
normalized ratio (INR), activated partial
thromboplastin  time (APTT) and
fibrinogen. As part of the preoperative
evaluation, the patient was asked about
any  comorbidities  or  chronic
illnesses. She denied any history of
diabetes mellitus, hypertension, or
allergies. Intraoperative blood glucose
monitoring was conducted every 30
minutes due to the risk of hypoglycemia
related to fasting and the physiological
stress response, but the values remained
within the normal range throughout the
surgery. The duration of fasting can also
affect intraoperative blood glucose
levels, so the patient remains fasted for 6
hours preoperatively. Despite being
under regional anesthesia, the patient

was continuously monitored for signs of

discomfort, sedation, or hemodynamic
instability. Although the patient was
conscious throughout the procedure, this
was necessary and Dbeneficial for
multiple reasons: it allowed direct
neurological assessment, immediate
feedback if the block became
insufficient, and real-time monitoring for
signs of high spinal block or local
anesthetic  toxicity.®® Consciousness
during regional anesthesia does not
negate the need for vigilant monitoring
and ongoing assessment. '8
CONCLUSION

Bupivacaine with clonidine as an
adjuvant in spinal anesthesia prolong the
analgesia effect in neuraxial block
technique by binding to postsynaptic -2
adrenergic receptors in the spinal cord
dorsalis horn. The combination of
bupivacaine with clonidine provides a
longer duration of analgesia than the
combination of bupivacaine with
fentanyl. Side effects of spinal clonidine
include hypotension, bradycardia and

sedation.
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