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 ■ Uterine artery embolization (Uae) is a highly effective minimally invasive method for treating patients with symptom-
atic uterine leiomyoma, which becomes more popular between those refusing hysterectomy and conservative myomec-
tomy for a number of reasons, including unrealized fertility. some issues of Uae effectiveness and safety are still being 
investigated: optimization of method in order to guarantee radiation safety, extension of indications for Uae, recurrence 
risk prediction, choice of tactics according to individual anatomy of local blood supply, fertility impact assessment. The re-
sults of investigations demonstrate safety and high efficacy of Uae in the treatment of symptomatic uterine leiomyoma 
on condition that modern techniques of procedure optimization and an individualized approach to the selection and 
treatment of patients are used.
 ■ Keywords: leiomyoma; uterine artery embolization; fertility.
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 ■ Эмболизацию маточных артерий — высокоэффективный малоинвазивный метод лечения пациенток с сим-
птомной лейомиомой матки  — все более часто применяют у  пациенток, отказывающихся от гистерэктомии 
и консервативной миомэктомии по ряду причин, в том числе при нереализованной репродуктивной функции. 
Продолжаются исследования ряда вопросов, связанных с эффективностью и безопасностью эмболизации маточ-
ных артерий: оптимизация методики для гарантирования лучевой безопасности, расширение показаний к эмбо-
лизации маточных артерий, прогнозирование риска рецидивирования миоматозных узлов и обусловленных ими 
симптомов, выбор тактики в  зависимости от индивидуальных анатомических особенностей кровоснабжения, 
оценка влияния на фертильность. результаты исследований свидетельствуют в  пользу безопасности и  высо-
кой эффективности эмболизации маточных артерий при лечении симптомной лейомиомы матки при условии 
использования современных методик оптимизации процедуры и  индивидуализированного подхода к  отбору 
и лечению пациенток.
 ■ Ключевые слова: лейомиома матки; эмболизация маточных артерий; фертильность.
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Uterine leiomyoma (lM) is currently one of 
the most common gynecological pathologies 
(13%–27%). By the age of 50 years, lM is diagnosed 
in 70% of women. in one-third of female patients, 
lM manifests itself depending on the location of 
pelvic organ compression symptoms, chronic pelvic 
pain syndrome, recurrent miscarriage, infertility, 
menstrual disorder, and abnormal uterine 
hemorrhage resulting in anemia. The european 
society of human reproduction and embryology 
defines myomatous nodules up to 5 cm as small 
and more than 5 cm as large [1].

There is no gold standard treatment for symp-
tomatic lM, and a strictly individualized approach 
is required to resolve this issue. according to cur-
rent tendencies in drug treatment of lM, ulipristal 
acetate is recognized as the most effective drug. 
Being a tissue-specific antigestagenic drug, it has 
the so-called progesterone receptor modulator-
associated endometrial change effect [2]. This 
effect  is reversible, and this drug is recommended, 
including as a preoperative preparation. The fea-
sibility of the latter before conservative myomec-
tomy (cM) is discussed since several authors argue 
that the lM nodule of reduced size is more difficult 
to enucleate.

indications for surgical treatment, which are 
noted in 15% of lM patients, include infertility 
in the absence of other causes, lM growth in 
the postmenopausal period, lM sizes exceeding 
12 weeks, nodule growth for more than 4 weeks for 
a year, chronic pelvic pain syndrome, dysfunction 
symptoms of the pelvic organs, cervical, isthmus, 
or interligamentous tumor localization, and 
anematizing uterine hemorrhage [1].

at present, hysterectomy for symptomatic lM 
accounts for 45.3% of abdominal interventions in 
gynecology. hysterectomy, being a radical method, 
is associated with the loss of reproductive function; 
therefore, patients should be selected depending 
on extragenital pathology, which determines the 
anesthetic risk and reduces the quality of life due to 
complex metabolic and psychovegetative disorders 
that make up posthysterectomy syndrome [3]. 
The range of organ-preserving techniques includes 
uterine artery embolization (Uae), cM, Doppler-
controlled transvaginal arterial occlusion, focused 
ultrasound ablation under magnetic resonance 
imaging (Mri), percutaneous laser ablation, and 
cryoablation [4]. Uae and cM are most often used.

Uae is an organ-preserving method for lM 
treatment and is a minimally invasive alternative 
to surgical techniques. it can also be used as the 
first stage before hysterectomy in patients with an 
increased risk of intraoperative hemorrhage [1]. This 
method was first used by the French gynecologist 
ravina in 1991 to stop uterine hemorrhage in 
a patient with uterine myoma [5]. The principle of 
this procedure consists of occluding the branches 
of the perifibroid vascular plexus by administering 
an emboli suspension into the lumen of the vessel 
under angiographic control [6]. Because of the local 
cessation of blood flow in the myomatous nodule, 
several degenerative processes develop, such as 
intracellular acidosis, proteolytic enzyme and 
structural protein denaturation, and coagulation 
necrosis [7]. Today, Uae is widely used to reduce 
the diameter and manifestations of symptomatic 
lM in patients who refuse radical intervention for 
any reason, including those oriented toward the 
implementation of the reproductive function.

Uae has several advantages over other 
approaches , including reproductive function pres-
ervation, local anesthesia use, reduced infectious 
complication risk, shorter surgery duration, shorter 
rehabilitation and hospitalization terms, and abi-
lity to perform with both a single nodule and mul-
tiple  lM, including the combination of lM with 
adenomyosis [8].

absolute contraindications to Uae include 
pregnancy, an infectious process in the acute stage, 
and malignant neoplasms of the reproductive 
organs. relative contraindications, which require 
close attention and preoperative correction, include 
an allergy to the radiopaque substance, impaired 
renal function, and coagulopathy [9].

The industry standard of the cardiovascular and 
interventional radiological society of europe and 
the society of interventional radiology provides 
the criteria for technical (cessation or significant 
reduction in blood flow in the myomatous nodule) 
and clinical (cessation or significant decrease in the 
severity of lM symptoms) efficacy of Uae in lM 
treatment [10].

cases deserve consideration when patients 
decide to resort to Uae after an ineffective 
conservative treatment with gonadotropin hormone 
agonists. however, because the sizes of nodules 
often return to the initial ones after the cancellation 
of these drugs, Uae should be performed 3 months 
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after the treatment [11]. at the same time, the 
combined technique in the presence of large lM 
nodules with more than 10 cm diameter includes 
the prescription of gonadotropin hormone agonists 
to reduce the diameter of the nodule to 8 cm with 
subsequent Uae [12].

Being an effective minimally invasive method, 
Uae is nevertheless associated with certain 
radiation exposure during preoperative and 
intraoperative arteriography. Most patients are 
of reproductive age and prefer Uae because of 
reproductive plans. X-rays are directed to the region 
of the internal genital organs, which creates the 
greatest load on them [8]. nikolic et al. evaluated 
the ovary-absorbed dose (OaD) and skin-absorbed 
dose (saD) by placing dosimeters in the posterior 
vaginal fornix and on the skin surface at the ray 
entry point. The average OaD (0.223  gy) and 
saD (1.623 gy) values for Uae exceeded those for 
hysterosalpingography and computed tomography 
of the trunk (0.004–0.006 and 0.001–0.019 gy, 
respectively). however, this load does not exceed 
the threshold radiation values; therefore, there 
is no risk of radiation damage [13]. When 
conducting Uae, it is necessary to adhere to the 
“as low as reasonably possible” principle, namely, 
the maximum possible reduction in radiation 
exposure, which allows, simultaneously, to perform 
high-quality angiographic review and control of 
the procedure without harm to diagnostics and 
treatment. The optimization principle implies the 
following:
(1) the use of pulsed fluoroscopy (OaD reduction 

by 1.7 times compared with full-frame 
fluoroscopy);

(2) the use of frontal views (OaD reduction by 
1.9 times compared with oblique views);

(3) image minimization (OaD reduction by 
1.1  times compared with the enlargement of 
images);

(4) competence and proficiency of the doctor 
(which reduce the time of the study);

(5) serviceability and quality of equipment.
it should be remembered that a high body 

mass index and the significant size of myomatous 
nodules increase the total absorbed dose [14].

The Uae method does not completely avoid this 
complication but significantly reduces the frequency 
of recurrence of myomatous nodules. During the 
first 10 years of the postembolization period, 

the growth of lM resumes in 10.3% of cases, or 
20%–28% of cases, according to other sources [15]. 
Katsumori et al. compared the effectiveness of 
repeated and primary Uae. The second procedure 
led to a less significant decrease in the volume of 
the uterus and the diameter of the myomatous 
nodules, presumably because of the development 
of an extensive network of uterine and ovarian 
anastomoses [16]. ananthakrishnan et al. compared 
the follow-up data of patients after cM and Uae by 
performing an Mri 5 years after the intervention. 
The formation of new lM nodules was recorded 
in 60% of patients after myomectomy and only in 
7% of women who underwent Uae [17]. From 
2013 to the present, the University of Birmingham 
has been conducting a randomized FeMMe study, 
which aimed to compare the effects of Uae and 
myomectomy on the quality of life of lM patients 
who want to avoid hysterectomy [18].

The individual characteristics of the blood 
supply to the pelvic organs in lM patients, namely, 
the presence of anastomoses, represent a factor that 
largely determines the intraoperative complication 
risks and Uae effectiveness. gomez-Jorge et al. [19] 
described four anatomical variants of branching of 
the uterine artery, based on which an angiographic 
classification of this vessel was created. Moreover, 
there are cases when the myomatous nodule 
received additional blood supply from the inferior 
mesenteric artery, arteries of the round ligament 
of the uterus, and internal pudendal artery [15]. 
in 10% of women, the ovarian branch of the uterine 
artery is the main source of blood supply to the 
ovaries, which, as previously believed, bears a risk 
of ovarian hypoperfusion and postembolization 
amenorrhea development. Blood supply to the 
uterine fundus in 10% of cases is exclusively due 
to the ovarian artery, which, in the case of lM 
localization in this section, makes classical Uae 
ineffective [20]. in this regard, Mri scan before 
Uae seems important to clarify the anatomy of the 
blood supply to the uterus and ovaries in patients 
with unimplemented reproductive function, 
with the localization of the lM nodule in the 
uterine fundus, or in case of a history of surgical 
interventions on the pelvic organs.

The Uae procedure is painless for 70% of 
women, but after it, more than 90% of patients 
report pain syndrome of varying severity [21]. 
in addition, in 50% of patients, in the first 72 h after 
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Uae, postembolization syndrome is noted, which 
components are caused by pathogenetic changes 
induced by embolization [22]. hypoperfusion and 
acute ischemia of the myomatous nodule, which 
develops as a result of occlusion of the small arteries 
of the perifibroid plexus with emboli, cause pain 
syndrome that is aggravated by compression of the 
edematous myomatous nodule of the surrounding 
myometrium. Because of the drainage of the 
ischemic nodule into the uterine cavity, bloody 
discharge from the genital tract is often registered. 
symptoms of hyperthermia (subfebrile temperature 
increase within 2–3 days) is a manifestation of the 
generalized reaction of the body to acute ischemia 
of the myomatous nodule. Moderate leukocytosis 
presumably develops as a standard response 
of the hemostatic system to uterine vascular 
thrombosis [5]. To assess the manifestations of 
postembolization syndrome, a visual-digital scale 
is used. Depending on its severity, antispasmodic 
and nonsteroidal anti-inflammatory drugs, as 
well as nonnarcotic analgesics, are prescribed for 
degree i, infusion crystalloid and intramuscular 
antibacterial therapies for degree ii, narcotic 
analgesics, infusion and detoxification therapy, and 
intravenous antibacterial therapy for degree iii, 
and also, the rheological properties of blood and 
hemostasis are corrected. a prospective randomized 
study demonstrated the efficacy of intravenous 
administration of 10 mg dexamethasone 1 h 
before Uae, which resulted in a significant decrease 
in the levels of c-reactive protein, interleukin-6, 
and cortisol on day 1 after the manipulation [12]. 
in another prospective randomized study, it was 
revealed that the administration of 10 ml of 
10% lidocaine (100  mg) into the lumen of the 
uterine artery after its embolization decreased 
postoperative pain and, consequently, lowered the 
necessary anesthetic dose [23].

To date, there is no single opinion regarding the 
effect of Uae on the ability to conceive and bear 
a child [24]. it was believed that female patients’ 
reproductive plans are a contraindication to 
embolization. recently, several studies have been 
conducted that demonstrated the comparability of 
the onset of pregnancy and bearing at full-term in 
lM patients after Uae and cM and in lM patients 
who have not been treated. 

Proponents of the idea of the negative impact of 
Uae on fertility explain this effect of irreversible 

ischemic damage to the endometrial site, as well as 
a decrease in ovarian reserve due to deprivation of 
the ovary of a certain part of its blood supply [25]. 
Pregnancy complications are associated with 
a  necrotized site in the endometrium, which can 
contribute to habitual miscarriage, premature birth, 
placental disorders, and postpartum hemorrhage 
[26, 27]. Thus, in a randomized controlled trial 
by Mara et al., the pregnancy rate was 50% after 
Uae and 78% after laparoscopic cM, and the 
rates of miscarriage were 53 and 19%, respectively. 
The FiBrOiD study demonstrated that premature 
menopause occurs in 7% of patients, but most of 
them are older than 45 years [28]. When comparing 
the outcomes of Uae and cM in the study of 
arthur et al. [29], a more significant decrease in 
the level of antiMullerian hormone (aMh) and the 
number of antral follicles after Uae compared with 
cM was noted, whereas the levels of estradiol and 
follicle-stimulating hormone (Fsh) did not differ 
significantly. Mara et al. [30] examined a greater 
number of patients with increased levels of Fsh 
after Uae than after cM.

clinicians, who refute the pathological effect of 
Uae on the childbearing potential, argue that the 
disorders in patients after Uae are caused not by 
the procedure itself but by the lM presence [31]. 
lM negatively affects the ability to conceive and 
causes pregnancy complications due to changes in 
the normal anatomy of the uterus, local changes in 
contractility and hormonal disorders, and disorders 
of blood supply [32]. Thus, it is impossible to 
distinguish reliably between the contribution of 
these two factors (lM and Uae) in reproductive 
dysfunction. Thus, according to Mohan et al., 
the frequency of pregnancy and termination of 
pregnancy after Uae in women with an average 
age of 35.9 years was 58.6% and 28%, respectively. 
The  frequency of preterm birth and placental 
disorders was 7.3% and 6.3%, respectively [33]. 
When comparing the fertility of lM patients 
after cM and Uae in a systematic review of the 
cochrane community in 2012, it was revealed that 
the number of pregnancies and childbirth was 
comparable (odds ratio [Or] 0.29, 95% confidence 
interval [ci] 0.10 and Or 0.33, 95% ci 0.11, 
respectively) [34]. antropova et al. compared the 
aspects of pregnancy in lM female patients without 
treatment and lM patients after the Uae procedure 
for this pathology. in female patients in group 2, 
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the enlargement of the myomatous nodules 
during pregnancy was less pronounced, and there 
were fewer cases of threatening termination of 
pregnancy, and during cesarean section, the blood 
loss level was lower  [35]. The arguments in favor 
of the advantage of Uae over cM in relation to 
fertility also include a higher relapse rate after 
cM (about 44%) compared with Uae (from 10% 
to 20–28%, according to different authors) [36]. 
in  this regard, pregnancy is recommended in 
the first 6 months after cM until the possible 
emergence of new nodules, which is not suitable for 
young patients who are not planning a pregnancy. 
Thus, the authors consider Uae as a method that 
does not limit the reproductive plans of patients 
to a 6-month period [31]. in a study that included 
patients after Uae, under the age of 40 years, 
there was no change in aMh level 6 months after 
the procedure compared with the preoperative 
level  [37]. lanciego et al., when analyzing the 
indicators of patients after Uae, concluded that the 
risk of amenorrhea is significantly affected not by 
the procedure itself but by the age of the patients 
and the initial state of ovarian function, as the vast 
majority of amenorrhea cases after Uae occur in 
patients of older reproductive age with ovarian 
dysfunction before the intervention. hu et al. [15] 
proved that even targeted embolization of the 
ovarian artery (which is sometimes applied in 
the case of a significant blood supply to the lM 
nodule through this vessel) does not terminate the 
functioning of the ovaries.

Thus, reasonable traditional alertness regarding 
fertility decline after Uae is exaggerated. The 
common idea of the absolute incompatibility of 
Uae and the patient’s future reproductive plans 
should be abandoned, bearing in mind that the 
reproductive prognosis depends on factors such as 
the woman’s age, history, and initial fertility state.

Conclusions
Uae is a minimally invasive organ-preserving 

method of treating symptomatic lM, which is 
recognized as sufficiently effective and safe for 
widespread use in patients who want to preserve 
fertility and who have contraindications for surgical 
intervention, including risk of complications in 
general anesthesia. The method is relatively new, 
and it has several unique advantages over surgical 
methods and some absolute contraindications. 

several questions regarding Uae remain open, 
including the dosing of radiation exposure, 
frequency of recurrence of myomatous nodules and 
associated symptoms, influence on reproductive 
function, possibility and features of application in 
the presence of large lM nodules, and variability of 
the anatomical structure of the uterine artery and 
blood supply to the uterus and ovaries. scientific 
research continues in the fields indicated above. 
studies have been conducted that demonstrate 
the preservation of fertility in female patients 
without prior infertility. There are techniques 
to reduce radiation exposure when performing 
angiographic study and control. approaches have 
been developed in the case of atypical blood supply 
to the uterus and ovaries to avoid insufficient or 
excessive embolization to reduce the risk of nodule 
recurrence and ischemia of reproductive significant 
structures. given these circumstances, Uae is an 
effective and safe method for the treatment of 
symptomatic lM, subject to an individualized 
approach to the selection and treatment of patients, 
the use of recent advances, due to which the 
procedure can be optimized as much as possible 
to reduce risks and increase efficiency.

References
1. Адамян Л.В., Андреева Е.Н., Артымук Н.В., и др. Миома 

матки: диагностика, лечение и реабилитация. Клини-
ческие рекомендации (протокол лечения) // Пробле-
мы репродукции. – 2015. – Т. 21. – № 6S. – С. 300−349. 
[Adamyan LV, Andreyeva EN, Artymuk NV, et al. Mioma 
matki: diagnostika, lecheniye i reabilitatsiya. Klinicheskiye 
rekomendatsii (protokol lecheniya). Problemy reproduktsii. 
2015;21(6S):300-349. (In Russ.)]

2. De Milliano I, van Hattum D, Ket JC, et al. Endometrial 
changes during ulipristal acetate use: a systematic review. 
Eur J Obstet Gynecol Reprod Biol. 2017;214:56-64. https://
doi.org/10.1016/j.ejogrb.2017.04.042.

3. Chandan JD, Deepak R, Smita M, Srivastava DN. Endovas-
cular uterine artery interventions. Indian J Radiol Ima­
ging. 2017;27(4):488-495. https://doi.org/10.4103/ijri.IJRI_ 
204_16.

4. Czuczwar P, Stępniak A, Wrona W, et al. The influence of 
uterine artery embolisation on ovarian reserve, fertility, 
and pregnancy outcomes – a review of literature. Prz Meno­
pauzalny. 2016;15(4):205-209. https://doi.org/10.5114/
pm.2016.65665. 

5. Соколова Т.М., Карпенко А.А., Волков Р.В., и др. Эмбо-
лизация маточных артерий у пациенток с сердечно-



ISSN 1684-0461 (Print) 
ISSN 1683-9366 (Online)

Журнал акушерства и женских болезней 
Journal of Obstetrics and Women’s Diseases

 Том Выпуск 2020 Volume 69 Issue 2

Original researches / Оригинальные исследОвания20

сосу дистыми заболеваниями. Постэмболизационный 
синдром // Мать и дитя в Кузбассе. – 2012. – № S1. – 
С. 122−126. [Sokolova TM, Karpenko AA, Volkov RV, et al. 
Embolization of uterine arteries in patients with cardio-
vascular disease. Postimbolization syndrome. Mat’ i ditya 
v Kuzbasse. 2012;(S1):122-126. (In Russ.)] 

6. Гинекология: национальное руководство / под ред. 
Г.М. Савельева, Г.Т. Сухих, В.Н. Серова и др. – 2-е изд. – 
М.: ГЭОТАР-Медиа, 2017. – 1008 с. [Ginekologiya: 
natsional’noye rukovodstvo. Ed. by G.M. Savel’ev, G.T. Su-
hih, V.N. Serov, et al. 2nd ed. Moscow: GEOTAR-Media; 
2017. 1008 р. (In Russ.)]

7. Антропова Е.Ю., Мазитова М.И. Особенности течения 
беременности и родов у пациенток с миомой матки 
после эмболизации маточных артерий // Медицинский 
альманах. – 2012. – № 5. – С. 40−43. [Antropova EYu, 
Mazitova MI. The peculiarities of the pregnancy course 
and delivery of female patients with hysteromyoma after  
embolization of uterine arteries. Medicical almanac. 
2012;(5):40-43. (In Russ.)] 

8. Nocum DJ, Robinson J, Liang E et al. The factors contributing 
to the total radiation exposure of patients during uterine 
artery embolisation. J Med Radiat Sci. 2019;66(3):200-211. 
https://doi.org/10.1002/jmrs.347.

9. Kohi MP, Spies JB. Updates on uterine artery emboliza-
tion. Semin Intervent Radiol. 2018;35(1):48-55. https://doi.
org/10.1055/s-0038-1636521.

10. Hovsepian DM, Siskin GP, Bonn J, et al. Quality im-
provement guidelines for uterine artery embolization 
for symptomatic leiomyomata. J Vasc Interv Radiol. 
2009;20(7 Suppl):S193-199. https://doi.org/10.1016/j.jvir. 
2009.04.006.

11. Volkers NA, Hehenkamp WJ, Birnie E, et al. Uterine artery 
embolization in the treatment of symptomatic uterine fi-
broid tumors (EMMY trial): periprocedural results and com-
plications. J Vasc Interv Radiol. 2006;17(3):471-480. https://
doi.org/10.1097/01.rvi.0000203419.61593.84.

12. Kim SY, Koo BN, Shin CS, et al. The effects of single-dose dexa-
methasone on inflammatory response and pain after uterine 
artery embolisation for symptomatic fibroids or adenomyosis: 
a randomised controlled study. BJOG. 2016;123(4):580-587. 
https://doi.org/10.1111/1471-0528.13785.

13. Nikolic B, Spies JB, Lundsten MJ, Abbara S. Patient ra-
diation dose associated with uterine artery embolization. 
Radio logy. 2000;214(1):121-125. https://doi.org/10.1148/
radiology.214.1.r00ja24121.

14. World Gastroenterology Organisation [Internet]. Radiation 
protection in the endoscopy suite. Minimizing radiation 
expo sure for patients and staff in endoscopy: a joint ASGE/
IAEA/WGO guideline. 2009. Available from: https://www.

worldgastroenterology.org/guidelines/global-guidelines/
radiation-protection-in-the-endoscopy-suite/radiation-pro-
tection-in-the-endoscopy-suite-english. 

15. Hu NN, Kaw D, McCullough MF, et al. Menopause and 
menopausal symptoms after ovarian artery embolization: 
a comparison with uterine artery embolization controls. 
J Vasc Interv Radiol. 2011;22(5):710-715.e1. https://doi.
org/10.1016/j.jvir.2011.01.441.

16. Katsumori T, Miura H, Asai S. First versus second uterine 
artery embolization for symptomatic leiomyoma. AJR Am J 
Roentgenol. 2017;209(3):684-689. https://doi.org/10.2214/
AJR.16.17672. 

17. Ananthakrishnan G, Murray L, Ritchie M, et al. Random-
ized comparison of uterine artery embolization (UAE) with 
surgical treatment in patients with symptomatic uterine 
 fibroids (REST trial): subanalysis of 5-year MRI findings. Car­
diovasc Intervent Radiol. 2013;36(3):676-681. https://doi.
org/10.1007/s00270-012-0485-y.

18. McPherson K, Manyonda I, Lumsden M, et al. A ran-
domised trial of treating fibroids with either embolisation 
or myomectomy to measure the effect on quality of life 
among women wishing to avoid hysterectomy (the FEMME 
study): study protocol for a randomised controlled trial. 
 Trials. 2014;15:468. https://doi.org/10.1186/1745-6215-
15-468.

19. Gomez-Jorge J, Keyoung A, Levy EB, Spies JB. Uterine artery 
anatomy relevant to uterine leiomyomata embolization. 
Cardiovasc Intervent Radiol. 2003;26(6):522-527. https://
doi.org/10.1007/s00270-003-2652-7.

20. Антропова Е.Ю., Коробов В.В. Оценка постэмболизаци-
онного синдрома у пациенток с миомой матки // Меди-
цинский альманах. – 2011. – № 5. – С. 134−137. [Antro-
pova EYu, Korobov VV. The assessment of postembolization 
syndrome of female patients with hysteromyoma. Medical 
almanac. 2011;(5):134-137. (In Russ.)]

21. Binkert CA, Hirzel FC, Gutzeit A, et al. Superior hypogastric 
nerve block to reduce pain after uterine artery emboliza-
tion: advanced technique and comparison to epidural anes-
thesia. Cardiovasc Intervent Radiol. 2015;38(5):1157-1161. 
https://doi.org/10.1007/s00270-015-1118-z.

22. Soyer P, Morel O, Fargeaudou Y, et al. Value of pelvic 
embolization in the management of severe postpartum 
hemorrhage due to placenta accreta, increta or percreta. 
Eur J Radiol. 2011;80:729-735. https://doi.org/10.1016/ 
j.ejrad.2010.07.018.

23. Noel-Lamy M, Tan KT, Simons ME, et al. Intraarterial li-
docaine for pain control in uterine artery emboliza-
tion: a prospective, randomized study. J Vasc Interv Ra­
diol. 2017;28(1):16-22. https://doi.org/10.1016/j.jvir.2016. 
10.001.



ISSN 1684-0461 (Print) 
ISSN 1683-9366 (Online)

Журнал акушерства и женских болезней 
Journal of Obstetrics and Women’s Diseases

 Том Выпуск 2020 Volume 69 Issue 2

Original researches / Оригинальные исследОвания 21

24. Доброхотова Ю.Э., Капранов С.А., Кнышева И.Г., и др. 
Эмболизация маточных артерий в акушерстве и гине-
кологии // Российский медицинский журнал. – 2014. – 
Т. 20. – № 1. – С. 42−47. [Dobrokhotova YuE, Kapranov SA, 
Knysheva IG, et al. The embolization of uterine arteries 
in obstetrics and gynecology. Russian medical journal. 
2014;20(1):42-47. (In Russ.)]

25. Tan G, Xiang X, Guo W, et al. Study of the impact of ute-
rine artery embolization (UAE) on endometrial microves-
sel  density (MVD) and angiogenesis. Cardiovasc Intervent 
Ra diol. 2013;36(4):1079-1085. https://doi.org/10.1007/
s00270-013-0599-x.

26. Holub Z, Mara M, Kuzel D, et al. Pregnancy outcomes after 
uterine artery occlusion: prospective multicentric study. Fer­
til Steril. 2008;90(5):1886-1891. https://doi.org/10.1016/ 
j.fertnstert.2007.08.033.

27. Silberzweig JE, Powell DK, Matsumoto AH, Spies JB. 
Manage ment of uterine fibroids: a focus on uterine-sparing 
interventional techniques. Radiology. 2016;280(3):675-692. 
https://doi.org/10.1148/radiol.2016141693.

28. Spies JB, Myers ER, Worthington-Kirsch R, et al. 
The FIBROID Registry: symptom and quality-of-life sta-
tus 1 year after therapy. Obstet Gynecol. 2005;106(6): 
1309-1318. https://doi.org/10.1097/01.AOG.0000188386. 
53878.49.

29. Arthur R, Kachura J, Liu G, et al. Laparoscopic myomecto-
my versus uterine artery embolization: long-term impact 
on markers of ovarian reserve. J Obstet Gynaecol Cana­
da. 2014;36(3):240-247. https://doi.org/10.1016/S1701-
2163(15)30632-0. 

30. Mara M, Maskova J, Fucikova Z, et al. Midterm clinical and 
first reproductive results of a randomized controlled trial 
comparing uterine fibroid embolization and myomectomy. 
Cardiovasc Intervent Radiol. 2008;31(1):73-85. https://doi.
org/10.1007/s00270-007-9195-2.

31. McLucas B, Voorhees WD, Elliott S. Fertility after uterine 
artery embolization: a review. Minim Invasive Ther Allied 
 Technol. 2016;25(1):1-7. https://doi.org/10.3109/13645706. 
2015.1074082.

32. Donnez J, Dolmans MM. Uterine fibroid management: 
from the present to the future. Hum Reprod Update. 
2016;22(6):665-686. https://doi.org/10.1093/humupd/
dmw023.

33. Mohan PP, Hamblin MH, Vogelzang RL. Uterine artery em-
bolization and its effect on fertility. J Vasc Interv Radiol. 
2013;24(7):925-930. https://doi.org/10.1016/j.jvir.2013.03.014.

34. Gupta JK, Sinha A, Lumsden M, Hickey M. Uterine artery 
embolization for symptomatic uterine fibroids (Review). 
Cochrane Database Syst Rev. 2014;(12):CD005073. https://
doi.org/10.1002/14651858.CD005073.pub4.

35. Антропова Е.Ю., Коробов В.В., Сафиуллина Л.Р. Оценка 
влияния анастомозов между маточными и яичниковыми 
артериями на клинический результат эмболизации ма-
точных артерий, на основании изучения маточного и яич-
никового кровотока // Журнал акушерства и женских бо-
лезней. – 2010. – Т. 59. – № 6. – С. 22−26. [Antro pova EJ, 
Korobov VV, Safiullina LR. Assessing the impact of anasta-
mosis between the uterine and ovarian arteries on the clini-
cal results of embolization of uterine arteries, based on the 
study of uterine and ovarian blood flow. Journal of obstet­
rics and women’s diseases. 2010;59(6):22-26. (In Russ.)]

36. Reed SD, Newton KM, Thompson LB, et al. The incidence of 
repeat’ uterine surgery following myomectomy. J Wo men’s 
Heal. 2006;15(9):1046-1052. https://doi.org/10.1089/jwh. 
2006.15.1046.

37. Mclucas B, Voorhees WD, Chua KJ. Anti Müllerian hor-
mone levels before and after uterine artery embolization: 
a preliminary report. Minim Invasive Ther Allied Technol. 
2015;24(4):242-245. https://doi.org/10.3109/13645706. 
2015.1012084.

 ■ Information about the authors (Информация об авторах) 
Polina G. Korobova — resident. The Department of Obstetrics, 
gynecology, and Perinatology no. 1, the First Medical Faculty, Medical 
academy named after s.i. georgievsky, V.i. Vernadsky crimean Federal 
University, simferopol, russia. https://orcid.org/0000-0002-5917-2363. 
E-mail: polina20may@ya.ru.

Полина Геннадьевна Коробова — клинический ординатор кафедры 
акушерства, гинекологии и перинатологии № 1 первого медицин-
ского факультета. Медицинская академия им. с.и. георгиевского 
(структурное подразделение) ФгБОУ вО «КФУ им. в.и. вернад-
ского», симферополь. https://orcid.org/0000-0002-5917-2363. 
E-mail: polina20may@ya.ru. 

Anna N. Sulima — MD, PhD, Dsci (Medicine), Professor. 
The Department of Obstetrics, gynecology, and Perinatology no. 1, 
the First Medical Faculty, Medical academy named after s.i. georgiev-
sky, V.i. Vernadsky crimean Federal University, simferopol, russia. 
https://orcid.org/0000-0002-2671-6985. E-mail: gsulima@yandex.ru. 

Анна Николаевна Сулима – д-р мед. наук, профессор кафедры аку-
шерства, гинекологии и перинатологии № 1 первого медицинского 
факультета. Медицинская академия им. с.и. георгиевского (струк-
турное подразделение) ФгБОУ вО «КФУ им. в.и. вернадского», 
симферополь. https://orcid.org/0000-0002-2671-6985. 
E-mail: gsulima@yandex.ru. 



ISSN 1684-0461 (Print) 
ISSN 1683-9366 (Online)

Журнал акушерства и женских болезней 
Journal of Obstetrics and Women’s Diseases

 Том Выпуск 2020 Volume 69 Issue 2

Original researches / Оригинальные исследОвания22

Azat A. Mkrtchyan — MD, head of the Department of radiosurgery. 
republic clinical hospital named after n.a. semashko, simferopol, 
russia. https://orcid.org/0000-0002-6568-5632. E-mail: mkrtchyan@
list.ru.

Азат Ашотикович Мкртчян — заведующий отделением рент-
генхирургических методов диагностики и лечения. гБУЗ рК 
«республиканская клиническая больница имени н.а. семашко» 
Минздрава россии, симферополь. https://orcid.org/0000-0002-6568-
5632. E-mail: mkrtchyan@list.ru.

Zoya S. Rumyantseva – MD, PhD, assistant Professor, acting head 
of the Department of Obstetrics, gynecology, and Perinatology no. 1, 
the First Medical Faculty, Medical academy named after 
s.i. georgievsky, V.i. Vernadsky crimean Federal University, 
simferopol, russia. E-mail: zoyarum@inbox.ru. https://orcid.
org/0000-0002-1711-021X.

Зоя Сергеевна Румянцева — канд. мед. наук, доцент, и.о. заведу-
ющего кафедрой акушерства, гинекологии и перинатологии № 1 
первого медицинского факультета. Медицинская академия 
им. с.и. георгиевского (структурное подразделение) ФгБОУ вО 
«КФУ им. в.и. вернадского», симферополь. E-mail: zoyarum@inbox.
ru. https://orcid.org/0000-0002-1711-021X.

Sergey A. Korobov – MD. The Department of gynecology, republic 
clinical hospital named after n.a. semashko, simferopol, russia. 
https://orcid.org/0000-0003-1109-1887. E-mail: imhotep-cci-rbc@
yandex.ua. 

Сергей Анатольевич Коробов — врач отделения гинеколо-
гии. гБУЗ рК «республиканская клиническая больница имени 
н.а. семашко» Минздрава россии, симферополь. https://orcid.
org/0000-0003-1109-1887. E-mail: imhotep-cci-rbc@yandex.ua.


