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Abstract

Ectopic pregnancy is one of the most common disease in obstetric and gynecology/Ectopic pregnancy refers to the implantation
of a fertilised ovum outside of the uterine cavity. In the cervical form of an ectopic pregnancy is the fetal egg attaches and develops in
the cervical canal. Earlier, the only method of treatment is to stop bleeding during cervical pregnancy was laparotomy and hysterec-
tomy. In modern medicine, many methods have been proposed to prevent bleeding during fetal egg extraction in this type of ectopic
pregnancy in order to preserve the woman’s reproductive function, one of which is uterine artery embolization. In this article, we
want to share our experience in managing patients with cervical pregnancy and the use of UAE to prevent the occurrence of uterine
bleeding.
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Introduction

Cervical pregnancies are rare type of the ectopic non tubal pregnancy for less than 1% of all ectopic pregnancies [1,2,12]. According
to various studies abortion, caesarean section, myomectomy, IVE, Asherman syndrome, diagnostic curettage of the uterus increase the
risk of this form of pregnancy. Cervical pregnancy, in classical obstetrics, is an absolute indication for hysterectomy, which is a tragedy for
women of reproductive age. The several methods of management nontubal ectopic pregnancies are currently being used in order to avoid
hysterectomy (Methotrexate, curettage and local injection of prostaglandins, intracervical balloon tamponade of the cervical canal after
curettage, circular suture on the cervix, uterine artery embolization (UAE), hysteroscopic resection, ligation of the uterine and hypogastric
arteries) [2-7,9,10-12].

In our clinic, the UAE method is widely used for adequate haemostasis.
Uterine artery embolization is a contemporary organ saving management method.

The advantage of embolization is the complete occlusion of the chorionic vessels or the main artery. This is performed by introduction
of solid particles mixed with a contrast agent until the antegrade blood flow through the artery is completely stopped and the retrograde

blood flow appears in the internal iliac artery [8,13].
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Case Report and Discussion

We report of 2 clinical cases of the management of ectopic cervical pregnancy by embolization of the uterine arteries followed by

vacuum aspiration of the abortion.

In two clinical cases, puncture, catheterization, insertion of an introducer into the right common femoral artery was used as standard
access for endovascular intervention according to the standard Seldinger technique. Initially, a “UAC” 5 Fr catheter is inserted in the con-
tralateral internal iliac and then in the uterine artery. Then we used Embozene 900 microemboli. It is recommended to perform emboliza-
tion until the blood flow stops in the trunk of the uterine artery or until the symptom of “Burnt Tree” appears and the blood flow in the

uterine artery slows.

Patient A., 35 years old, turned to a female patient with complaints of delayed menstruation, nausea, swollen and tender breasts. I
independently performed a pregnancy test - positive. In the hospital, according to ultrasound, the diagnosis of ectopic pregnancy was
established, was directed to City Clinical Hospital No. 52. The complaints were non-specific: pulling pains in the lower abdomen and spot-

ting from the genital tract. Estimated gestational age is 5 weeks (Survey data are presented in table 1).
By transvaginal ultrasound, the diagnosis of ectopic cervical was confirmed.

Patient S., 40 years old, was admitted to the gynecological department in emergency way with complaints of pulling pains in the lower
abdomen and spotting from the genital tract. Estimated gestational age 6 weeks and 2 days. (The survey data are presented in table 1).

Ultrasound examination showed a deep invasion of the chorion into the posterior wall of the cervix.

Comparison test Patient A Patient S
Pregnancy 5 weeks 6 weeks and 2 days
Complaints pulling the lower abdomen, vaginal bleeding pulling the lower abdomen, vaginal bleeding
Reproductive function Childbirth - 2, non-complicated Childbirth - 2 - cesarean section, non-compli-

cated Abortion - 4, non-complicated
Abortion - 1, non-complicated

A non-viable pregnancy - 1, non-complicated

Gynecological diseases None Cervical ectopy - diathermocoagulation in
2007

Uterine myoma since 2018.

Clinical Entry Tests HGB -130.0 g/I; HGB - 113.0 g/};
RBC-4.3710*12/]; RBC-4.1210*12/];
PLT - 159.0 10*9/L; PLT - 261.0 10*9/L;
WBC-7.510*9/]; WBC - 6.7 10*9/1;
HCG of blood - 9 411.00 U/ml. HCG - 80 585.00 U/ml.
Ultrasound of the The uterus is located posteriorly. The size of the The uterus is usually located, the length of
internal female geni- uterus 60 x 54 mm, the myometrium is heteroge- the uterus to 57 mm, in the lower third of
tal organs: Examined neous. The body of the uterus is round shape. The the uterine cavity 1 fetal egg. Coccyx-parietal
transvaginally, transab- | endometrium is heterogeneous, thicknessis 13 mm | size - 24 mm. The yolk sac diameter - 4 mm,
dominally. with a single hypoechoic inclusion 10 x 4 mm in the the heartbeat is determined, rhythmic, 175
avascular mode of color flow mapping (CFM). There | beats per minute. Attachment of the chorion
is not the fetal egg in the uterus. The cervix 60 x 48 from the scar and below (in the lower third
mm, the structure is homogeneous, in the cervical of the uterus and cervix). Cervix length 16
canal a heterogeneous inclusion of 10 x 4 mm with an mm.

uneven, fuzzy contour in the CFM mode with pro-
nounced vascularization is located The fallopian tubes
are not located. Free fluid in the pelvis is not located.

Table 1
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For adequate haemostasis, both patients underwent UAE. The first angiogram shows a hypervascular lesion. On the second - complete

hemostasis of the trunk of the right uterine artery without signs of perifocal blood flow.

After UAE of the first patient, in the framework of the expanded operating room, cervical pregnancy was removed, cervical suturing,

vacuum-aspiration of the contents of the uterine cavity were performed.
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Significant blood loss (50 ml) was not detected (Hemoglobin upon admission 130 g /1, at the time of discharge 115 g/1). The postopera-
tive period was uneventful. The diagnosis was histologically confirmed. Discharged 4 days after management (Table 2).

The second patient, after UAE performed vacuum aspiration of the contents of the uterus. The operation underwent with blood loss

250 ml and for more adequate haemostasis balloon uterine tamponade was performed, intravenous administration of “Oxytocin” 10 units,

rectally “MIROLUT” 400 pg. Total blood loss was 300 ml. In 3 hours the balloon was removed - the haemostasis was complete. Discharged

4 days after management (Table 2).

Comparison test

Patient A

Patient S

Clinical discharge
tests

HGB - 115.0 g/I;

RBC - 4.02 10 * 12/1
PLT - 135.0 10 * 9/L;
WBC- 5.1 10 * 9/;

HCG of blood - 718.00 U/ml.

HGB - 94.0 g/I;
RBC - 3.54 10 * 12/1;
PLT - 201.0 10 * 9/L;
WBC-8.310*9/1;

HCG of blood -17 709.00 U/ ml.

Ultrasound of the in-
ternal female genital
organs

The body of the uterus is 72 x 81 x 82 mm The
contours are even. The body of the uterus is round
shape. The structure of the myometrium is diffusely
changed. The endometrium is 24mm. The uterine
cavity is not deformed, enlarged to 24 mm, the
structure of a heterogeneous, in the presence of an
avascular hypoechoic component on the left. The cer-
vix 46 x 40 x 63 mm, in the projections of the cervical
canal a heterogeneous structure of 45 x 26 x 40 is
distinguished, taking into account the peculiarities of
vascularization, with hyperechoic linear inclusions
- elements of the suture material. The size of the left
ovary is 31 x 21 x 30 mm with follicle up to 4 - 5 mm.
The right ovary is located in a typical place 55 x 48 x
48m in size with an anechogenic inclusion of 45mm
in size. The fallopian tubes are not located. Free fluid
in the pelvis is not located.

Free fluid in the pelvis is not located. The
uterus is located in the middle. The body of
the uterus 7.3 x 5.2 x 7.5 cm, is in anteflexio.
The contours are even. The structure of the
myometrium is diffusely heterogeneous. The
uterine cavity is expanded to 10 mm due to
the heterogeneous average echogenicity of the
contents, avascular with CFM.

The cervix was examined fragmentarily, with
dimensions of 4.3x4.8 cm, with fuzzy contours,
on accessible inspection sites echostructure
not changed. The cervical canal is expanded to
7 mm due to heterogeneous average echo-
genicity of contents. The ovaries are not visual-
ized.

Table 2: Examination results before discharge.
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On the control visit (2 - 3 months). Menstrual function is adequate, there are no any specific complaints. According to the ultrasound

and vaginal examination the pathology was not detected.

Conclusion

EMA is a minimally invasive high-tech management that can prevent massive blood loss, and its combined with usual technique and
allows us to perform conservative.
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