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with hysteromyoma in different treatment methods

SUMMARY: The course and outcomes of pregnancy in patients
with hysteromyoma in different treatment methods.
V.A. GURJEVA, O.V. KOLYADO, Y.O. KARACHEVA

of newborns of 147 patients were studied: after EUA (main group) and
after myomectomy (comparison group 1), as well as patients with intact myomas (comparison group 2), and women without hysteromyoma (comparison group 3). The material was accumulated retrospectively by examining the medical documentation: medical records, notification cards of pregnant and maternity women, birth records and records of infant development. It was found that women treated by myomectomy and EUA had differences in the nature of complications during pregnancy, the course of puerperal period, method of delivery. The
risks for subsequent pregnancies were more real in patients after myomectomy due to myoma recurrence in 50% of cases during pregnancy,
scars on the uterus (after myomectomy and cesarean). No new knots,
growth and vascularization of the existing myoma were observed after
EUA, which makes it possible to regard EUA as the method of choice,
especially in cases of motherhood not finally realized.
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The need to study the effect of uterine arteries (EUA) embolization
on fertility is due to the fact that the reproductive behavior of a modern
woman supposes planning to become pregnant after the age of 30 and
older, when hysteromyoma is observed in every 4 women. This fact requires a search for the best types of organ-saving myoma treatment,
with a guarantee of consecutive pregnancy and childbirth. The aim of
the study was to compare the course and outcome of pregnancy in women with hysteromyoma after EUA and myomectomy to determine the
choice of the most optimal treatment method in women with unrealized motherhood. The course and outcomes of pregnancy and condition
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Hysteromyoma is the most common disease of the
female reproductive system. The frequency of this
pathology is between 25 and 50% in women of the reproductive age (1). The problem of fertility preservation
in patients with uterine myoma is of particular importance, given, on the one hand, “rejuvenation” of the disease, on the other –abilities of the modern reproduction therapy and expansion of reproductive period boundaries. Currently, hysteromyoma is diagnosed in 12.5%
of pregnant (2, 3), and in 18-24% of women is the only
etiologic factor of infertility (4). These trends cause an
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increased interest in minimally invasive organ-saving
methods of hysteromyoma treatment, such as uterine arteries (EUA) embolization, which allows saving childbirth functions and restoring impaired reproductive function in female patients of childbearing age.
Despite the large number of domestic and foreign publications on the effectiveness and safety of EUA as a
method of hysteromyoma treatment (5-7), a number of
problems associated with its remote results, and primarily
the impact on fertility, the course and outcomes of pregnancy are still unsolved. Currently, there are no large
randomized studies on the clinical course of pregnancy
after EUA. Most articles lack information about hysteromyoma characteristics, methods of previous treatment,
initial fertile status of female patients, which probably
explains a large variety of results. Until recently, myomectomy was considered to be the “gold standard” of
myoma treatment for women who did not realize reproductive function, while EUA was not recommended
for women interested in childbirth.
Thus, to date there is no clear answer about the
method of selection of interstitial hysteromyoma treatment for patients who are interested in maintaining fer75
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144 women of reproductive age were examined. The
material was accumulated retrospectively by analysis of
the medical documentation: medical records, notification
cards of pregnant and maternity women, birth records
and records of infant development. The main group
(n=32) included women of reproductive age with hysteromyoma treated by EUA. Embolization of uterine arteries was performed on the clinical base of the department of Obstetrics and Gynecology in the X-ray operating theater of the Regional State Budgetary Health Care
Facility “Regional Clinical Hospital”. First, puncture of
the right or left femoral artery was performed, then an
introducer of 6 or 7 French (Fr) in diameter was inserted through the wire system into the artery. After that a
specially modified catheter was introduced into the femoral artery following Seldinger’s technique for alternate
catheterization of the common iliac (CIA), and then internal iliac artery (IIA) on the right and left. After IIA pool
angiography and visualization of the uterine mouth artery, according to the captured image, using “Road map”
feature, super selective uterine artery catheterization was
performed using a hydrophilic conductor and angiographic
catheter with a diameter of 4-5 Fr. Uterine artery catheterization was followed by Urografin or Ultravist angiography with the contrast injection rate of 1 ml/sec., volume of 4-6 ml. At the same time frame-by-frame exposure
was performed at a rate of 2-4 frames per second, starting with the arterial and ending with parenchymal opacification phase (the diameter of uterine arteries, contrasted
sizes of myomatous knots and the nature of artery architectonics in knots were evaluated to avoid atypia, and
connection with the ovarian arterial system, topographical ratio of the blood flow in the ovarian branch
of uterine artery and nodular blood flow).
Then, the inner end of the catheter was moved maximally distantly until the effect of its “wedging” in the artery lumen. Then, the embolic agent was introduced into
the catheter [TruFfillTM (Johnson&Johnson) with microparticle size of 500-700 N/m.c] with the repeated control angiography in the former mode. The result of the
surgery was evaluated by a complete cessation of arterial blood flow in myomatous nodes. The system of the
catheter and the introducer was removed, and hemostasis
of the punctured site was performed. The aseptic bandage was applied. The 1-st control group included women with a history of myomectomy (n=32) and postoperative period of not less than 2 years. Myomectomy
was also performed in the Gynecological Department of

on
al
i

Materials and methods

the Regional State Budgetary Health Care Facility
“Regional Clinical Hospital” via laparotomy access, with
suturing of the node bed after myomectomy. All surgical interventions (in the main group and in the comparison group No. 1) had no complications.
Given that the presence of hysteromyoma as such can
cause complications during pregnancy and childbirth,
the third comparison group, including women with interstitial myoma, with hysteromyoma not surgically treated previously (n=40), was formed to assess the impact
of the above factors. The control comparison group (the
fourth) involved women without hysteromyoma.
All women had interstitial location of nodes, only one
patient had a submucosal myoma of the uterus (in the
main group).
The mean volume of the dominant node in patients
of the main group amounted to EUA – 111,8±34 cm3.
EUA was effective in 30 patients (93.8%). In 2 (6.3%)
patients due to incomplete blood flow blockade, blood
supply of the node restored in 1 and 2 years after embolization with resumption of tumor growth (relapse).
Subsequently, one of them was subjected to repeated
EUA with a full effect, the second woman refused from
further treatment.
By the time of pregnancy, all women of the main
group showed a pronounced decrease in the average size
of the dominant node to 53±15 cm3. The patient with
submucous hysteromyoma had myolysis of the node after EUA that fully restored the uterus architecture.
Patients with interstitial localization of the nodes
67.6±14 cm3 in size made the second group, and those
with 9±47 cm3– the third.
Patients in comparison groups were randomized by
age, social status, and place of residence. The following
indicators were used as evaluation criteria of therapy
methods in the main and the first comparison group: pregnancy after surgery (EUA, myomectomy), frequency
and nature of the complications of pregnancy and childbirth, the course of post-partum period, pregnancy outcomes (condition of newborns), recurrence of hysteromyoma in pregnancy.
Statistical analysis of the data obtained was performed using Statistica 10 software package. Quantitative
values are presented as mean ± standard deviation. Student’s t-test was used for comparison of quantitative data
attributes. Quality data attributes were compared using
contingency tables 2×2 by Pearson χ² criterion with Yates correction and using Fisher’s exact test. Differences
were regarded as statistically significant at p<0.05.
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tility, and there are a few studies comparing these two
methods in terms of the course and outcomes of pregnancy.
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Results
The average age of women in the main group was
34.2±3.2 years, and did not differ from the age of wo-
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TABLE 1 - FREQUENCY OF EXTRAGENITAL PATHOLOGY IN PATIENTS.

Cardiovascular diseases

1 comparison
group (n=35)

2 comparison
group (n=40)

abs.

%

abs.

%

abs.

%

15

46,8

16

45,7

18

45,0

Endocrine pathology

6

18,8

7

20,0

9

22,5

Gastrointestinal diseases

4

12,5

4

11,4

4

10,0

Urinary system diseases

2

6,3

3

8,6

3

7,5

abs.

%

20

50,0

8

20,0

5

12,5

3

7,5
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ses of miscarriage, 6-8% of patients was infertile. It should
be noted that after EUA fertility was restored in all patients of the main group with infertility. Pregnancy occurred without the use of auxiliary reproductive technologies. After myomectomy, fertility was restored in one
patient, in two other patients pregnancy was the result
of ART (in one case infertility was associated with tubal-peritoneal factor, in the second – infertility genesis
was unclear).
In general, patients of the main group after EUA had
the same volume of hysteromyoma (53±15 cm3), as women of the third group (47±9 cm3), but the original node
size in the main group was 2.3 times larger (111.8±34
cm3). The regression after EUA procedure was accompanied by a zone of aseptic necrosis with uterus tissue
fibrosis and endo- and myometrium functional viability
disturbance. Therefore, at equal node size, the conditions
for carrying of pregnancy were different. Uterine trauma after removing a node in women of the first comparison group also influenced myometrium function, but
endometrium state was not affected in this case. So it is
quite understandable that if pregnancy occurred in women of the main group, the increased frequency of pathological placentation in the first trimester, observed in 44%
patients, was due to endometrium functional disability
after EUA (Figure 1). In 12.5% of patients placentation
anomalies persisted up to full term of gestation, and there were such severe forms of this pathology as the placenta ingrowth (1 case) and central placenta previa (2
cases).
No differences in terms in frequency of the threat of
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men in the comparison groups: 35.4±2.7 years in first
group, 35.1±3.1 years in the second group, 34.8±2.9 years
in the third group (p>0.05).
Fertility in the main group after abolition of contraception was restored in 21.9% patients during the first year after EUA, in the second year in 21.9%; the maximum number of pregnancies was observed in 31.3% in
the third year of the post-embolization period, after 4
years – in 12.5% patients, and after 5-6 years – in the
rest.
All pregnant women were on file in the dispensary
at the place of residence and were fully examined in accordance with the applicable care procedure.
The patients had somatic burdened history that probably was due to the age factor. The structure of extragenital pathology was dominated by cardiovascular system diseases, observed in almost every second woman,
and endocrine pathology (Table 1). Diseases of the gastrointestinal tract and urinary system were less common.
As the Table shows, the groups studied were comparable in terms of extragenital disease frequency. It is
known that extragenital pathology significantly increases the probability of complicated pregnancy, being a risk
factor for the development of placental insufficiency, threat of pregnancy termination and preeclampsia, however lack of differences allowed to assess the impact of EUA
and myomectomy on pregnancy outcomes.
No differences in the obstetric history of women in
the comparison groups were observed (p>0.05). As can
be seen from Table 2 most of the patients had burdened obstetric history. Thus, almost one in five had ca-
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TABLE 2 - OBSTETRIC HISTORY OF THE PATIENTS.

Natural childbirth

Main group
(n=32)

1 comparison
group (n=35)

2 comparison
group (n=40)

3 comparison
group (n=40)

abs.

%

abs.

%

abs.

%

abs.

%

10

31,3

13

37,1

14

35,0

13

32,5

Cesarean section

3

9,4

3

8,6

4

10,0

5

12,5

Induced abortion

8

25,0

9

25,7

11

27,5

10

25

Miscarriage

6

18,8

7

20,0

7

17,5

8

20,0

Infertility

2

6,25

3

8,5

3

7,5

3

7,5
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Main group (n=32)

1 Comparison group
(n=35)

2 comparison group
(n=40)

3 comparison group
(n=40)

Threat to termination of pregnancy
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Figure 1 - The course of 1-2 trimesters of pregnancy. * p<0.05 – significant difference in frequency of threat to termination of pregnancy
** p<0.05 – significant difference in frequency of low placentation

TABLE 3 - FREQUENCY OF COMPLICATIONS IN THE THIRD TRIMESTER OF PREGNANCY.
Pregnancy pathology

Main group
(n=32)

Threat to termination of pregnancy
Preeclampsia
Fetal growth retardation
Placentation anomalies

1 comparison
group (n=35)

2 comparison
group (n=40)

3 comparison
group (n=40)

abs.

%

abs.

%

abs.

%

abs.

%

7

21,8

8

22,8

8

20,0

8

20,0

8

25,0

8

22,9

10

25,0

9

22,5

4

12,5

4

11,4

4

10,0

5

12,5

4

12,5*

1

2,9

1

2,5

1

2,5

iz

* p<0,05 – significant difference in frequency of placentation anomalies
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premature birth in the third trimester, delay in fetal development and preeclampsia were observed between the
groups (Table 3).
The frequency of premature births in the main group
was 6.3%, in the first comparison group – 5.7%, in the
second comparison group – 7.5 and 5.0% in the control group (p>0.05). However, their causes were different. In the main group, the preterm urgent delivery by
Caesarean section was caused by bleeding due to placenta
previa (6.3% - 2 patients). In other groups preterm delivery was due to the discharge of amniotic fluid and cervical incompetence.
It should be noted that EUA did not increase the incidence of abdominal delivery. In 53% of cases delivery
was vaginal, that did not exceed this value in patients of
the 2nd and 3rd comparison groups. At the same time
94.3% of women gave birth in abdominal way (p <0.05)
after myomectomy. The main indications for operative
delivery were combination of uterine scar and burdened
obstetric history. Three patients in this group were re78

fused from Caesarean section. Two of them gave birth
in a spontaneous way without complications; one pregnant was operated in the first period of childbirth on
an emergency basis. Therefore, it was not possible to assess the course of spontaneous childbirth in women with
myomectomy due to the fact that they mostly delivered
in abdominal way. In three other groups there were no
differences in the frequency of birth complications, thus
it can be concluded that the contractile activity of the
uterus was not affected after EUA (Table 4).
Obstetric hemorrhages in the study group were significantly more common: 15.6% of cases (5.7% in the
first comparison group, 5% in the second and third groups), and in 80% of cases they were caused by placentation pathology, and in 20% of cases - by hypotonic hemorrhage. In all other women of the comparison groups, the cause of postpartum hemorrhage was uterine hypotension, including after abdominal delivery in women
with a history of myomectomy.
After myomectomy postpartum period was signifi-
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TABLE 4 - FREQUENCY OF COMPLICATIONS DURING CHILDBIRTH.

abs.

%

Premature discharge
of amniotic fluid

abs.

6

18,8

-

Premature placental abruption

2

6,3

-

Anomalies of childbirth activity

3

9,4

1

Pathology of postpartum period

1

3,1

-

%

abs.

%

-

7

17,5

-

2

5

3,5

5

12,5

-

1

2,5

TABLE 5 - APGAR SCALE EVALUATION OF FULL-TERM NEWBORNS.
APGAR scale scores

1 comparison
group (n=33)

abs.

%

abs.

%

-

-

-

-

7 points
8 points
9 points

3 comparison
group (n=40)
abs.

%

8

20

2

5

3

7,5

2

5,0

3 comparison
group (n=38)

abs.

%

abs.

-

-

-

%
-

5

16,7

5

15,1

6

16,2

7

18,4

20

66,7

21

63,6

25

67,6

29

76,3

5

16,7

7

21,2

6

16,2

2

5,3

C
IC

Ed

iz

cantly more commonly (in 14.7% of patients) complicated by uterine subinvolution (6.3% in the main group,
7.5% in the second comparison group, 10% in the third
comparison group). The cause for uterine contractility
failure in these patients was scars after myomectomy and
cesarean section (Table 4).
Perinatal outcomes in comparison groups were similar:
no asphyxia in newborns was observed, children in all
comparison groups were born with APGAR scores of 8
points, rarer with 7 and 9 points (Table 5). The average weight of children in the study group was 3250±404
g, in women with a history of myomectomy – 3360±531
g, in the second comparison group, in women giving birth
with uterine myoma – 3430±379 g, and in patients who
did not have hysteromyoma – 3440±382 g. All children
were discharged in satisfactory condition.
No recovery of hysteromyoma blood supply during
pregnancy and nodes growth was observed in women after EUA. On the contrary, during cesarean small myomatous nodes of different locations were identified in almost every second patient with a history of myomectomy,
i.e., relapse occurred in 50% of cases.
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Main group
(n=32)

Childbirth pathology

Discussion
Increased number of patients of childbearing age, as
well as reproductive disorders associated with such pathology as hysteromyoma is not only of a medical, but also
a significant social problem. Despite the recent advances of pharmacotherapy, drug treatment of hyste-

romyoma is temporary in nature, whereby surgical treatment is still the main tactics to treat this disease (8, 9).
In addition, use of organ-saving techniques such as myomectomy and embolization of uterine arteries is preferable in women interested in childbearing (10). Until recently American Society of Obstetricians and Gynecologists (ACOG) and the Society of Interventional Radiologists (SIR) recommended myomectomy as a
method of treating patients planning pregnancy. Since
there is no sufficient evidence for its safety, EUA was used
in women of childbearing age only if myomectomy was
technically difficult and was associated with a high risk
of increasing the volume of intervention (11, 12). Assessment of the impact of various types of hysteromyoma surgical treatment on fertility is an urgent problem.
Of course, it is necessary to consider that hysteromyoma can often be the independent cause of infertility and
a risk factor of complicated pregnancy and delivery (3,
13). In addition, the majority of women needing surgical treatment are in late reproductive age, which also
reduces the chances of pregnancy and its physiological
gestation (14-16). In recent years, in Russia, as in many
other countries EUA is becoming increasingly popular
method of therapy, including cases of infertility due to
myoma. This is primarily due to the data on the relief
of the symptoms associated with myoma. Thus, there is
a 85-94% decrease in menorrhagia, disappearance of the
symptoms of dysfunction of the adjacent organs – by 6096%, decrease of the uterus size (myomatous nodes) –
by 35-60%, regression of pain syndrome in most patients
(17-19). According to EUA register (FIBROID), 95%
79
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who underwent myomectomy, as well as complications
in the postnatal period, which were observed in this
group, considering uterine scar and abdominal delivery.
Perinatal outcomes were similar in all the groups. Different prognosis should be mentioned concerning the reproductive potential of the compared groups of women
treated by EUA and myomectomy.
No fibroids, growth of the existing fibroids, increase
in their vascularization was observed in women after
EUA. On the contrary, in every second patient with a
history of myomectomy small fibroids of different locations were found during cesarean section, i.e., there
was a disease recurrence – in 50% of cases, and an obvious risk of growth of the emerging fibroids. An important argument in favor of EUA as a method of choice for women with hysteromyoma on the basis of our
study is the fact that initially the patients at the stage
of choosing a method of treatment were in the group
with higher infertility risk and complicated course of pregnancy, due to various sizes of the histoma size. One of
the reasons to justify the EUA method in women of the
main group was a large myoma size – 111.8±34 cm3,
which was 1.7 times higher (67.6±14 cm3) than the size
of myomatous nodes in women who planned myomectomy, and 2.4 times higher (47±9 cm3) than in women who became pregnant spontaneously without planning pregnancy. After treatment, node size decreased by
more than 2 times and was found to be similar to that
in patients of the second group. But incidence of complications was more significant in women of the main
group, that is primarily due to the initial histoma size
and changes in end omyometritis morphostructure due
to EUA, and namely the consequences of myomatous
nodes infarction, aseptic necrosis on the background of
blood flow arrest and further organization, hardening
and fibrotization on the background of histoma regression. It is also necessary to take into account possible changes in myometrium as a consequence of temporary hypoperfusion due to EUA.
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of patients noted improvement in the quality of life in
post-embolization period (7). ONTARIO research,
realized in 2004, which included analysis of EUA555 cases, has established obvious effect of embolization on fertility recovery in 65% of women (19). The study carried
out in 2011 in Lisbon (Portugal), has forced to reconsider the traditional attitude to myomectomy as to a “gold
standard” of hysteromyoma treatment in women of childbearing age. The study contingent included women in
whom myomectomy was not indicated due to technical complexity. Equal frequency of fertility restoration
was observed in this paper: after EUA – in 58.1% of cases and after myomectomy – in 57% (20). However, there is no published data related to EUA course of pregnancy. So it is necessary to analyze the endomyometritis morphofunctional condition. This problem should
be studied. At present there is no conclusive evidence both
of pathogenesis of this complication and rehabilitation
measures. It is also necessary to mention bleeding frequency in the main group due to placentation pathology
that was more common– in 15.6% of cases.
The obtained results agree with those of the foreign
Authors, e.g. increased frequency of obstetric hemorrhage in 22% due to placentation anomalies was noted by Pron et al. (21). The threat of pregnancy termination was observed in women after EUA and myomectomy with the same rate. Such pregnancy complications as preeclampsia, fetal growth retardation were also
similar in comparison groups. The rate of premature
births was the same in women after EUA, after myomectomy in women with and without hysteromyoma.
The published data on the rate of premature births are
quite contradictory. The study by Carpenter and Walker
(2005) (24) and Pron et al. (2003) (21) showed higher
rate of premature births after EUA compared with the
general population (22 and 20%, respectively) (19, 22).
On the contrary, this figure did not differ from the general population value in the meta-analysis performed
by Mohan and Hamblin (25). As for the course of postnatal period, it was more often complicated by uterus
subinvolution in patients after myomectomy, while EUA
does not influence uterine contractile activity. Some
Authors noted an increased rate of caesarean section after EUA (23). However, in the present study, 53% of
patients with hysteromyoma treated by EUA had vaginal birth, and this figure was not higher than in women
from the 3rd control group and the comparison group.
The frequency of abdominal delivery is almost 2 times
higher in women after myomectomy (94.3%) (p<0.05).
The main indication for their operative delivery was the
combination of the uterine scar and burdened obstetric
history. Thus, myomectomy risks are much higher compared to minimally invasive intervention – EUA, which does not require rehabilitation measures. Risks during operative delivery also were more marked in women
80

Conclusion
Thus, uterine arteries embolization can be regarded
as the organ-saving method of hysteromyoma treatment,
contributing to restoration of fertility in case of infertility caused by hysteromyoma. The rate of pregnancy
complications and outcomes in case of more than 2 times larger hysteromyoma in women after EUA have no
differences compared with patients after myomectomy.
The nature of complications was different. Myomectomy
performed at a lower myoma size, had a greater risk compared with EUA performed in patients with almost 2 times greater myoma size. In addition, there is a risk of
tubal peritoneal infertility on the background of adhe-

3 The course_GURJEVA.qxp_- 21/07/17 14:54 Pagina 81

The course and outcomes of pregnancy in patients with hysteromyoma in different treatment methods

References

on
al
i

romyoma. Gynecology. 2002:7-9.
13. ACOG practice bulletin No. 96. Alternatives to hysterectomy in
the management of leiomyomas. Obstet Gynecol. 2008;112(2),
Pt.1:387-400.
14. Hovsepian DM, Siskin GP, Bonn J, Cardella JF, Clark TWI, Lampmann LE, et al. Quality improvement guidelines for uterine artery
embolization for symptomatic leiomyomata. J Vasc Interv Radiol.
2004;15:535-541.
15. Klatsky PC, Tran ND, Caughey AB, Fujimoto VY. Fibroids and
reproductive outcomes: a systematic literature review from conception to delivery. Am J Obstet Gynecol. 2008;198(4):357-366.
16. Astolfi P, Zonta LA. Risks of preterm delivery and association with
maternal age, birth order and fetal gender. Hum Reprod.
1999;14:2891-2894.
17. Nybo Andersen AM, Wohlfahrt J, Christens P, Olsen J, Melbye
M. Maternal age and fetal loss: population based register linkage
study. Br Med J. 2000;320:1708-1712.
18. Slattery MM, Morrisson JJ. Preterm delivery. Lancet. 2002;360:
1487-1497.
19. Freed MM, Spies JB. Uterine artery embolization for fibroids: a
review of current outcomes. Semin Reprod Med. 2010;28:235-241.
20. Spies JB, Ascher SA, Roth AR, Kim J, Levy EB, Gomez-Jorge J.
Uterine artery embolization for leiomyomata. Obstet Gynecol.
2001;98(1):29-34.
21. Pron G, Mocarsky E, Bennett J, Common A, Vilos G, Vanderburg L, et al. The Ontario Uterine Fibroid Embolization Trial. Part
2. Uterine fibroid reduction and symptom relief after uterine artery embolization for fibroids. Fertil Steril. 2003;79(1):120-127.
22. Pisco JM, Duarte M, Bilhim T, Cirurgiao F, Oliveira AG. Pregnancy
after uterine fibroid embolization. Fertil Steril. 2011;95(3):1121.e51121.e8.
23. Walker WJ, McDowell SJ. Pregnancy after uterine artery embolization for leiomyomata: a series of 56 completed pregnancies. Am
J Obstet Gynecol. 2006;195(5):1266-1271.
24. Carpenter TT, Walker WJ. Pregnancy following uterine artery embolisation for symptomatic fibroids: a series of 26 completed pregnancies. BJOG. 2005;112(3):321-325.
25. Mohan PP, Hamblin MH, Vogelzang RL. Uterine Artery Embolization and Its Effect on Fertility. J Vasc Interv Radiol.
2013;7:925-930.

©

C
IC

Ed

iz

io
ni
In
te
r

1. Adamyan LV, Murvatov KD, Obelchak IS, Myshenkova SA. Role
and place of embolization of uterine arteries in the treatment of patients with hysteromyoma. Problems of reproduction. 2005;n.1:4346.
2. Cooper NP, Okolo S. Fibroids in pregnancy – common but poorly
understood. Obstet Gynecol Surv. 2005;60(2):132-138.
3. Exacoustos C, Rosati P. Ultrasound diagnosis of uterine myomas
and complications in pregnancy. Obstet Gynecol. 1993;82(1):97101.
4. Vikhlyaeva EM. Guidelines for diagnostics and treatment of uterine leiomyoma. MEDpress-Inform. 2004;400 p.
5. Gurjeva VA, Karpenko AA, Borisov OG. Place of embolization of
uterine arteries in the treatment of hysteromyoma. Rus bulletin of
obstetrics and gynecology. 2008;n.2:40-44.
6. Gurjeva VA, Karpenko AA, Arinicheva AV, Molchanova IV. Influence of embolization of uterine arteries on ovarian function and
endomyometritis in patients with hysteromyoma of reproductive
age. Medicine in Kuzbass. Special Edition. 2006;n.2:127-130.
7. Gurjeva VA, Arinicheva AV, Karpenko AA, Molchanova IV. Changes in ovarian function depending on the dynamics of the utero–
ovarian blood flow against embolization of uterine arteries in treatment of hysteromyoma in patients of fertile age. Mother and child:
proceedings of the 7th forum, October11-14, 2005:168-169.
8. Dobrokhotova YuE, Dzhobava EM, Knysheva IG, Grishin II, Stepanyan AV. Pregnancy in patients after embolization of uterine arteries in case of hysteromyoma: clinical course, features of fetoplacental complex and endothelial function. Problems of reproduction. 2011;n.4:97-101.
9. Goodwin SC, Spies JB, Worthington-Kirsch RL, Peterson E, Pron
G, Lis S, et al. Uterine artery embolization for treatment of leiomyomata: long-term outcomes from the FIBROID Registry. Obstet
Gynecol. 2008;111(1):22-33.
10. Savitsky GA, Savitsky AG. Hysteromyoma. Problems of pathogenesis
and pathogenetic therapy. Saint-Petersburg: ELBI. 2000:340.
11. Krasnopolsky VI, Buyanova SN, Shchukina NA, Mgeliashvili MV,
Babunashvili EL, Titchenko IP. Surgical correction of the reproductive function in case of hysteromyoma. Rus bulletin of obstetrics and gynecology. 2005;n.5:74-76.
12. Tikhomirov AL, Oleynik ChG, Lubnin DM. Modern algorithm
of the complex conservative treatment of patients with hyste-

centation pathology in the first trimester, transforming
in 12.5% of cases into placenta previa. Method of delivery – caesarean section – as the most common
method of choice after myomectomy, increases the frequency of postoperative complications, including hemorrhage and septic infection. In the present study, postpartum period was complicated by uterine subinvolution.
Thus, EUA can be defined as the method of choice,
considering less risks associated with the method itself,
and greater probability of maternity in future pregnancies.

na
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sive process following myomectomy, which requires Assisted Reproductive Technologies (ART) to restore
fertility. In addition, the prognosis of subsequent pregnancies after EUA and a greater myoma size was also
more favorable. The presence of two scars on the uterus
in predominant number of patients (after myomectomy
and caesarean section) and adhesive process, as well as
frequent recurrence of hysteromyoma reduce the chance of subsequent pregnancy. EUA method is a minimal
invasive technology. Myoma embolization risks are comparably less apparent compared to myomectomy. The
only specific complication of pregnancy after EUA is pla-
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