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ABSTRACT  

Study Objective: To study the severity of intrauterine adhesions (IUA) after 

uterine arterial embolization and to evaluate fertility, pregnancy, and obstetrical 
outcomes after hysteroscopic treatment. 

Design: 
Retrospecti
ve cohort. 
Setting: 

French 
University 
Hospital. 
Patients: Thirty-three patients under the age of 40 years who were treated by 
uterine artery embolization with nonabsorbable microparticles between 2010 and 

2020 for symptomatic fibroids or adenomyosis, or postpartum hemorrhage. 

Interventions: All patients had a diagnosis of IUA after embolization. All patients 

desired future fertility. IUA was treated with operative hysteroscopy. 

Measurements and Main Results: Severity of IUA, number of operative 

hysteroscopies performed to obtain a normal cavity shape, pregnancy rate, and 

obstetrical outcomes. Of our 33 patients, 81.8% had severe IUA (state IV et V 

according to the European Society of Gynecological Endoscopy or state III 

according to the American fertility society classification). To restore fertility 

potential, an average of 3.4 operative hysteroscopies had to be performed [CI 95% 

(2.56−4.16)]. We reported a very low rate of pregnancy (8/33, 24%). Obstetrical 

outcomes reported are 50% of premature birth and 62.5% of delivery hemorrhage 

partly due to 37.5% of placenta accreta. We also reported 2 neonatal deaths. 

Conclusion: IUA after uterine embolization is severe, and more difficult to treat 

than other synechiae, probably related to endometrial necrosis. Pregnancy and 

obstetrical outcomes have shown a low pregnancy rate, an increased risk of 

preterm delivery, a high risk of placental disorders, and very severe postpartum 

hemorrhage. Those results have to alert gynecologists and radiologists to the use 

of uterine arterial embolization in women who desire future fertility.  

 
 

  



Uterine arterial embolization (UAE) is a minimally invasive interventional radiology technique used in 1 

gynecology and obstetrics. The advantage is the conservation of the uterus, which allows, in theory, to 2 

maintain fertility possibilities, and it is an outpatient, minimally invasive procedure with a short recovery 3 

time [1,2]. The main indications are symptomatic myomas (before laparotomy or laparoscopy surgery or 4 

as an alternative to surgery), adenomyosis, and severe postpartum hemorrhage (PPH) [3−7]. In PPH, it is 5 

recommended if it is possible to use nonpermanent embolic material. In the case of polyfibroid uterus and 6 

adenomyosis, nonabsorbable microparticles are used. Their stop the vascularization of the myoma, leading 7 

to necrosis and a reduction volume. This technique has shown its effectiveness and safety in women 8 

[8−10]. Leiomyomas are the most frequent benign tumors in women of childbearing age, affecting 20 to 9 

50% of them [11,12].UAE is contraindicated in the case of myoma type Federation International of 10 

Gynecology and Obsteric 7, 1, and 0 because of the risk of sepsis. Furthermore, UAE is contraindicated 11 

in cases of intra-cavity myoma in the desire for pregnancy because of the risk of Asherman syndrome. 12 

Also, UAE was not recommended in women who desired future fertility because the impact of UAE on 13 

fertility was not well studied [1,13,14]. UAE remains very controversial, especially because of the 14 

presumably high rate of miscarriage, the high risk of placental anomalies, PPH, and low birth weight 15 

[15−17]. A recent systematic review that included 483 pregnant women who underwent prior UAE for 16 

PPH and 320.703 pregnant women who did not undergo prior UAE reported that the rates of placenta 17 

accreta spectrum, PPH, preterm birth, and placenta previa were higher in women who underwent prior UAE 18 

[18]. Other studies have shown these adverse effects on fertility, but they remain with limited size, 19 

retrospective and observational [17,19−21]. 20 

Pregnancy rate after UAE reported in the literature is around 30% [22]. A recent study including 398 21 

women who desired future fertility and had a polyfibroid uterus concluded in favor of UAE, considering a 22 

sufficient a live pregnancy rate of 27.4% within 2 years [23]. It should be noted that the live birth rate 23 

after myomectomy by laparoscopy or laparotomy varies between 53.6 and 55.9% within 12 months [24]. 24 

A prospective randomized study conducted by Mara et al [25] compared fertility outcomes between 25 

laparotomy myomectomy vs UAE, and there was a risk of infertility increased in the UAE group (relative 26 

risk 2.2 [IC 95% (1.11−4.44]). The impact of nonabsorbable microparticles on the uterine cavity is not 27 

well known, and cases of synechia after UAE were reported [26−28]. It is theorized that these 28 

microparticles could travel from the vessels through the myoma capsule, to the cavity. These 29 

nonabsorbable microparticles would reduce the vascularization of the endometrium and the presence of 30 

nonabsorbable microparticles in contact with the endometrium would induce an inflammatory reaction 31 

favoring the formation of intrauterine adhesions (IUA). 32 

In view of the recent enthusiasm for new interventional radiology techniques and the recent study by 33 

Serres-Cousine et al [23] encouraging UAE use in women with a desire for child, we would like to report 34 

our experience of post-UAE Asherman syndrome, their complex treatment, and their fertility and 35 

obstetrical outcomes. To our knowledge, we present the largest cohort study ever published on this topic. 36 

Materials and Methods 37 

This is a retrospective cohort study conducted in the gynecology department of a teaching hospital and 38 

reference center for the management of IUA. We included women of childbearing age who had UAE and 39 

underwent operative hysteroscopy for IUA post-UAE from January 2010 to May 2020. Data collection 40 

was carried out using computerized records. 41 

Primary end point was the evaluation of IUA after UAE according to the European Society of 42 

Gynecological Endoscopy or to the American fertility society classification [29,30]. 43 



Secondary end points were the number of surgical procedures to obtain a normal cavity and fertility, 44 

pregnancy, and obstetrical outcome. 45 

Patients 46 

The following data were collected: age; embolization history (indication, type); medical history 47 

(uterine surgery for myoma, congenital uterine anomaly, management of retained products of conception, 48 

infertility, pelvic inflammatory disease); obstetrical history (number of previous gestation, number of 49 

previous delivery, miscarriage, vaginal delivery, cesarean section, complications of delivery or abortion); 50 

pregnancy desire; symptoms (amenorrhea, hypomenorrhea, infertility or pregnancy loss); diagnostic 51 

examinations (diagnostic hysteroscopy, hysterosonography, magnetic resonance imaging). Pregnancy 52 

occurrence after IUA treatment was recorded (spontaneous pregnancy or IVF), and the obstetrical 53 

outcomes (live birth, miscarriage, abortion), the mode of delivery, and the child’s characteristics (weight, 54 

normality). 55 

Procedure 56 

Operative hysteroscopies for IUA were performed in an operating room under general or epidural 57 

anesthesia. The objective of the surgery is to obtain a uterine cavity of sufficient size with a triangular 58 

shape. Tubal patency was not necessarily required. Surgeries were repeated until this goal was attained. 59 

To limit the risk of perforation, ultrasound guidance could be used. This operation was generally planned 60 

as outpatient surgery. Two Pozzi’s tenaculums (at 3 and 9 o’clock) were used to help introduce the 61 

hysteroscope and limit the risk of perforation. No cervical dilatation was performed at the beginning of 62 

the procedure, and a small diameter (< 5 mm) hysteroscope with operative channel (Bettochi Karl Storz 63 

[KARL STORZ SE & Co. KG, Dr.-Karl-Storz-Straße 34, 78532 Tuttlingen/Allemagne] or Easycare 64 

Delmont  [DELMONT  IMAGING,  Zone  Athélia V 390, Avenue du Mistral 13 600 La Ciotat/France]) 65 

was used to remove IUA. Section of IUA was performed mechanically or with bipolar energy when 66 

needed. The distension medium was a saline solution. The intervention was ended when the uterine cavity 67 

was restored or if complications such as excessive bleeding, input-output imbalance, or perforation 68 

occurred. 69 

Data reported were: description of adhesions according to the European Society of Gynecological 70 

Endoscopy and to the American fertility society classification, visibility of ostia, and endometrial 71 

trophicity at the beginning and at the end of the procedure [29,30]. We also reported: the need for 72 

ultrasound preoperative guidance to avoid a uterine perforation, the type of hysteroscope used, the use of 73 

bipolar energy, if an associated surgery was performed, the occurrence of intraoperative 74 

complications, the input-output balance, and the use of barrier agents for preventing adhesions. 75 

An office hysteroscopy was systematically prescribed 4 to 6 weeks after operative hysteroscopy to 76 

evaluate the uterine cavity and schedule a new procedure if needed. The number of procedures needed was 77 

reported. 78 

Statistical Analysis 79 

A descriptive statistical analysis was performed using Stata software STATA/SE version 14.2 (College 80 

station, TX). We used percentages to describe categorical variables and means [confidence interval (CI) 95%] 81 

for continuous variables. Comparisons were performed using a chi-square test for categorical variables and a t-82 

test for continuous variables. 83 



Ethics approval for the study was granted by the Ethic committee approval CEROG 2015-GYN-0701. 84 

Verbal consent for the study was obtained from all patients by phone. 85 

RESULTS 86 

Patients 87 

From January 2010 to May 2020, 33 patients were recorded. All the patients had undergone UAE in 88 

another center than ours, and they were referred to us for the treatment of their IUA. Twenty-six patients 89 

had a UAE for delivery hemorrhage, 23% of them after a caesarian. Seven patients had UAE for 90 

adenomyosis (2/7) or myomas (5/7). All patients had undergone a UAE with nonabsorbable 91 

microparticles (33/33,100%). All patients desired future fertility (33/33). Mean age at the first procedure 92 

was 34.18 years old [CI 95% (32.28−36.08)], and 34.9 years old [CI 95% (33.1−36.69)] at the last 93 

procedure. Twentyseven patients had one child or more before the UAE, and 7 had a cesarean (Table 1). 94 

Procedure 95 

Every intrauterine adhesion had been diagnosed and evaluated during an office hysteroscopy. 96 

Twenty-seven patients had severe IUA (state IV et V according to the European Society of 97 

Gynecological Endoscopy or state III according to the American fertility society classification) [29,30]. 98 

Thirty-three operative hysteroscopies were performed. Ultrasound guidance was necessary in 15 cases 99 

(45%). Intra-uterine injections of acid hyaluronic gel to prevent receive of IUA has been performed in 100 

every procedure (100%) [31,32]. At the end of the procedure, 25 patients (75%) had a correct shape of 101 

cavity (size and form). After 4 to 6 weeks after the surgery, all patients had an office 102 

hysteroscopy (33/33). Twenty-seven percent of patients had a correct cavity (9/33). Seventy-three percent 103 

of patients had a recurrence of intra-uterine adhesions (24/33). The recurrence was severe for 57.9% of 104 

them (19/33). In cumulative, 111 operative hysteroscopies have been performed to offer a correct cavity 105 

to each patient. Nine procedures were complicated by uterine perforation. On average, 3.4 procedures 106 

were necessary per patients [IC 95% (2.56−4.16)]. Only 9 patient had a normal endometrium at the end 107 

of procedures (27%). For 3 patients after multiple procedures, the result on cavity shape was 108 

unsatisfactory (Table 2). 109 

The results for each indication of UAE (PPH, myoma, adenomyosis) are detailed in the table. 110 

Fertility Outcomes 111 

Eight patients had spontaneous pregnancies (24%). All of these women already had at least one child 112 

before UAE. The mild age of these patients was 35.02 years old [CI95% (34.44−35.6)]. On average, there 113 

were 14.9 months between surgery and conception of the next pregnancy [IC 95% (13.5−16.3)]. All 114 

patients had severe IUA before operative hysteroscopy (8/8). Six patients had needed more than one 115 

procedure (75%) with an average 3 procedures per patient (IC 95% [2−4]). Follow-up in-office 116 

hysteroscopy showed normal cavities in 3 patients, normal shape but only one ostia visualized for 2 117 

patients, and normal shape but no ostia visualized in 1 patient. Endometrium was trophic for 5 patients and 118 

partial for 3 patients (Table 3).  119 

The results for each indication of UAE (PPH, myoma, adenomyosis) are detailed in the table. 120 



Pregnancy and Obstetrical Outcomes 121 

Two patients had an early miscarriage (25%). Four patients had a premature delivery: 3 before 34 weeks of 122 

gestation and 1 before 36 weeks (4/8;50%) [min 24−max 36]. Reasons of prematurity were abnormally 123 

bleeding in 2 cases and escape from tocolytic drugs in 2 cases. Two patients delivered at full term (25%). 124 

Two cesareans had been performed, once at term, the other at preterm. Five patients had severe 125 

hemorrhage (62.5%) with 3 diagnoses of placentas accreta (37.5%). These 5 patients had initial UAE for a 126 

previous postpartum hemorrhage (5/5). In total, to control hemorrhage 2 patients had a hysterectomy 127 

(25%), one patient had a hypogastric arteries ligation (12.5%), one patient had a Bakri balloon (12.5%) 128 

and the last one had a vacuum aspiration and UAE (12.5%) in the context of early miscarriage. All 129 

newborns were of normal weight for their term and without abnormalities. Two neonatal deaths were 130 

reported, one in the context of prematurity (32 weeks), and one in the context of uterine rupture with 131 

placenta accreta (Table 4). 132 

The results for each indication of UAE (PPH, myoma, adenomyosis) are detailed in the table. 133 

No patient was lost during follow-up.  134 



Discussion 135 

Our results suggest that in case of UAE with nonabsorbable microparticles, IUA can occur. And in 136 

most of the cases (81.8%), the IUA is severe. To restore fertility potential, an average of 3.4 operative 137 

hysteroscopies were to be performed. Even with a normal or correct cavity shape, the rate of pregnancy is 138 

low (8/33,24%), and obstetrical outcomes are concerning with 50% premature birth and 62,5% delivery 139 

hemorrhage partly due to 37.5% of placenta accreta. We also report 2 neonatal deaths on our 6 births 140 

delivered after 25 weeks of gestation. 141 

With these results, we demonstrate, in the first place, that UAE with nonabsorbable microparticles is a 142 

source of IUA, whether it is performed in the context of delivery hemorrhage or uterine pathology 143 

(polyfibroid uterus or adenomyosis). The microparticles have a potential capacity to migrate into the 144 

cavity, which can be easily seen during hysteroscopic treatment of these synechiae (Fig. 1) or during the 145 

ultrasound evaluation (Fig. 2). However, the incidence of IUA after UAE is not well known, but some 146 

studies have been reported to vary from 10.2% to 14% [9,33]. Indeed, even if, in the study by Serres-147 

Cousine et al [23] a postembolization magnetic resonance imaging is performed, this exam is not able to 148 

assure the normality of the cavity because the gold standard for making the diagnosis of IUA remains 149 

office hysteroscopy [32]. The alternative to UAE in the case of a polyfibrotic uterus with a desire for 150 

pregnancy is polymyomectomy by laparotomy, a study has shown the possibility of postoperative IUA 151 

even without opening the uterine cavity of the order of 11% [34]. Rate of IUA after myomectomy by 152 

laparoscopy is similar to laparotomy [35]. However, these IUA are detected by a diagnostic hysteroscopy 153 

6 weeks after surgery. Diagnosed early and therefore often not very severe, they can be treated at the same 154 

time. We could therefore propose, in the same way for patients who have undergone embolization 155 

and desired future fertility, a hysteroscopy at 6 weeks to diagnose and treat these IUA early. 156 

The second point is that these IUA are in severe stages and require multiple operative times. The 157 

question of the determination to obtain a normal shape cavity in these patients is asked, especially since 158 

only a few have a trophic endometrium [36]. In fact, the data from our center report that the rate of 159 

severe IUA after embolization is really high (88%). We are aware that being an expert and referent center 160 

for hysteroscopic surgery, we have a recruitment bias. But when we compare data from our center, 161 

postembolization IUA with postsurgical IUA, the rate of severe IUA is significantly higher in the 162 

postembolization group (88% vs 58% (263/454), p <.05). Number of procedures necessary to obtain a 163 

normal cavity shape is higher than the reported rates in the literature in case of severe IUA of an 164 

etiological origin other than UAE (73% vs 56%) [37]. Another study compared IUA post embolization and 165 

postsurgical trauma and found in the UAE group, only 42.1% of women experienced an improvement in 166 

menstruation, which was significantly (p <.05) lower than that of 86.0% observed in the non-UAE group 167 

[37]. The hypothesis that could explain why these IUAs are so severe and so difficult to treat is that we 168 

observe the absence of endometrial implants during the surgery, allowing endometrial recolonization after 169 

hysteroscopic treatment. It is very probable that embolization could cause definitive necrosis of the 170 

endometrium, making these IUA practically untreatable and with such a poor pregnancy rate. In fact, also 171 

compared to our experience in the treatment of synechia and in the series already published, our 172 

pregnancy rate is low (24%). Guo et al [38] Reported a 50.7% rate of intra-uterine pregnancy after 173 

treatment of Asherman syndrome (1871/3690 out of 54 published studies), with extremes ranging from 174 

10.5% to 100%. In our center, we reported 43.6% of pregnancies after hysteroscopic treatment of 175 

severe IUA caused by surgical trauma [37]. Song et al [39] also reported a higher conception rate and 176 

live birth rates in the non-UAE group after IUA treatment (33% and 25%, respectively) than in the 177 

UAE group (5% and 0%, respectively) (p <.05). It should be noted that in this last study and in our 178 



case series, our patients are young (average age 34 years), contrary to other studies evaluating fertility 179 

after embolization (>37 years) [19,23]. 180 

The third point is that the pregnancy outcomes are extremely alarming. There is a major increase in 181 

the risk of delivery hemorrhage and placental anomalies compared to both the general population and the 182 

population of patients treated for synechia. It is also the case for the rate of miscarriage and prematurity. 183 

In addition, we point out that we have 2 emergency hysterectomies, one of which was due to uterine 184 

rupture with neonatal death. These obstetrical risks have already been reported in several studies, Homer 185 

et al [17] reported in the case of pregnancy post-UAE an increased risk for miscarriage [OR 2.8; 95% CI 186 

(2.0−3.8); p <.001], cesarean delivery [OR 2.1; 95% CI (1.4−2.9); p <.0001], and PPH [OR 6.4; 187 

95% CI (3.5 −11.7); p <.0001] [19,39,40]. Recently, Matsuzaki et al have reported that the rates of 188 

placenta accreta spectrum, PPH, preterm birth, and placenta previa are increased in case of UAE for 189 

PPH. We are aware that a history of PPH is a risk factor for the recurrence of PPH. But the proportion of 190 

recurrences and their severity is so pejorative that we believe that the IUA caused by a UAE with 191 

nonabsorbable microparticle added an excess risk of severe PPH, and placental anomalies. These data 192 

should be considered before proposing embolization in the context of a desire for future fertility, 193 

especially in the nonemergency context of myoma or adenomyosis management. Polymyomectomy by 194 

laparoscopy and laparotomy is also at potential risk of uterine rupture or placentation disorder, 195 

however, this risk is well known and taken into account in obstetrical management. 196 

It is true that UAE is a nonsurgical management, with fewer complications than laparotomy [1]. 197 

However, this technique can be painful, and the case of uterus necrosis are reported. The time to 198 

conception remains relatively equivalent to surgery, since the time for recovery after polymyomectomy 199 

ranges from 6 to 12 months depending on the opening of the cavity, which corresponds to the time of 200 

effectiveness of embolization for fibroids [19]. 201 

We are aware that UAE, in the case of PPH, is recommended over a hysterectomy in terms of 202 

morbidity, mortality, and preservation of fertility potential. We wish to communicate the idea that if 203 

UAE is performed, it is preferable to UAE with nonpermanent embolic material, limiting the risk of 204 

long-term endometrial devascularization and IUA with no presence of intra-cavity microparticles. The 205 

aim of this study is to highlight the risks of intra-uterine adhesion when UAE with the nonabsorbable 206 

particles is performed to treat myoma or adenomyosis. Especially since this technique has become more 207 

accessible and used in the routine because of encouraging studies [23]. 208 

In the future, other minimally invasive techniques for the destruction of myomas, such as bipolar or 209 

monopolar radiofrequency or high-intensity focused ultrasound (HIFU), may be an alternative to surgery 210 

and UAE. The data on obstetrical outcomes are promising for these techniques, but the impact on 211 

fertility in young patients has not yet been studied [41]. 212 

Conclusion 213 

Uterine artery embolization is an interventional radiology technique that has been well-evaluated for 214 

effectiveness in uterine pathologies. However, the impact on fertility of the use of nonresorbable 215 

microparticles has not been well evaluated. A lower rate of pregnancy is already known compared to 216 

myomectomy. This rate could be explained by IUA. We report the largest published series of 217 

postembolization with nonresorbable microparticles intra-uterine adhesion. IUA can be severe and very 218 

difficult to treat, and probably related to endometrial necrosis. Pregnancy and obstetric outcomes are 219 

worrying in these patients with a low pregnancy rate, an increased risk of preterm delivery, a high risk 220 



of placental disorders, and very severe delivery hemorrhage. With this incidence in the range of 10% to 221 

14%, these IUA, after uterine embolization with nonabsorbable microparticles, have to alert 222 

gynecologists and radiologists to the use of UAE in women who desired future fertility.  223 
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Table 1  

Patients’ characteristics before treatments of Asherman syndrom post uterine artery embolization 

 
Data UAE for postpartum hemorrhage UAE for gynecology reasons Total 

N =  26 7 33 

-6 post c-section -5 for myomas 

-20 post vaginal delivery -2 for adenomyosis 

Gestity (G) = 0 0 4 4 

G =1  16 2 18 

G > 1 10 1 11 

Parity (P) = 0 0 6 6 

P =1  19 1 20 

P > 1 7 0 7 

History of cesarean 6 1 7 

1 5 1 6 

>1 1 0 1 

History of extra-uterine pregnancy 0 0 0 

History of early pregnancy lost 3 0 3 

History of late pregnancy lost 1 0 1 

History of infertilty 26/26 6/6 33/33 

(100%) (100%) (100%) 

Amenorrhea 18/26 5/7 23/33 

(69.2%) (71%) (69.7%) 

Desire of pregnancy 26/26 6/6 33/33 

(100%) (100%) (100%) 

Age during first surgery 32.64 (32.18−33.10) 35.9 (34.7−38.1) 34.2 (32.28−36.08) 

N (IC 95%) 

Age during last surgery 33.54 (33.12−33.96) 36.1(34.5−37.7) 34.9 (33.1−36.69) 

N (IC 95%) 

CI = confidence interval; UAE = uterine artery embolization. 



Table 2  

IUA after uterine artery embolization characteristics before and after surgeries 

 
Data UAE for postpartum hemorrhage UAE for gynecology reasons Total 

Diagnosis of IUA with an office hysteroscopy 26/26 (100%) 6/6 (100%) 33/33 (100%) 

UAE stadification  N =   N =  N =   

ESGE/AFS 

V/III (severe) 15 6 21 

IV/III (severe) 5 1 6 

III/II 3 0 3 

II/I 4 0 4 

I/I 2 0 2 

Recurrence of IUA after first surgery 20/26 (76.9%) 4/7 (57.1%) 24/33 (73%) 

Patientes with unique surgery  N = 6  N = 3 N = 9 (27%) 

Patients with multiple surgeries N = 20 N = 4 N = 24 (73%) 

2 surgeries 6 2 8 

3 surgeries 2 0 2 

4 surgeries 3 0 3 

5 surgeries 5 1 6 

>5 surgeries 3 1 4 

>10 surgeries 1 0 1 

Average of surgery/patient 3.6 (2.7−4.5) 2.8 (1.1−4.5) 3.36 (2.56−4.16) 

N (IC 95%) 

Endometrium at the last surgery N =  N = N =  

-Normal 16 3 9 (27.3%) 

-Partial 4 2 18 (54.5%) 

-Absent 2 6 (18.2%) 

Cavity shape at the last surgery N =  N = N =  

-Normal 15 4 19 (57.6%) 

-Triangular 8 3 11 (33.3%) 

Non normal 3 0 3 (9.1%) 

AFS = American Fertility Society; ESGE = European Society of Gynecological Endoscopy; IUA = intrauterine adhesions; UAE = uterine artery embolization 

IUA have classified according to the European Society of Gynecological Endoscopy and American Fertility Society classification [28,29]. 

 

  



 
 

 
Table 3  

Pregnant patients’ characteristics after intrauterine adhesion treatment post uterine artery embolization 

 
Data UAE for postpartum hemorrhage UAE for gynecology reasons Total 

N =  7 1 8 

Gestity (G) = 0 0 0 0 

G =1  0 1 1 

G > 1 7 0 7 

Parity (P) = 0 0 1 1 

P =1  5 1 6 

P > 1 1 0 1 

History of cesarean 0 1 1 

1 0 1 1 

>1 0 0 0 

History of extra-uterine pregnancy 0 0 0 

History of early pregnancy lost 1 0 1 

History of late pregnancy lost 0 0 0 

History of infertilty 7/7 (100%) 1/1 (100%) 8/8 (100%) 

Desire of pregnancy 7/7 (100%) 1/1 (100%)  8/8 (100%) 

Age during pregnancy   35.02 (34.44-35.6) 

N (IC 95%) 

Average of procedure 3 (2-4) 

N (IC 95%) 

Stadification of IUA > IV 7 1 8 (100%) 

Endometrium at the last surgery N = N = N =  

- Normal 4 1 5/8 

- Partial 3 0 3/8 

- Absent 0 0 0 

Cavity shape at the last surgery N = N = N =  

- Normal 2 1 3/8 

- Triangular 4 0 4/8 

- Non normal 1 0 1/8 

IUA = intrauterine adhesion; UAE = uterine artery embolization. 

 

Table 4  

Fertility outcomes, pregnancy outcomes and obstetrics outcomes 

Data UAE for postpartum hemorrhage UAE for gynecology reasons  Total 

Prengnancy rate  7/26 (26.9%)  1/7 (14.3%) 8/33 (24.2%) 

Spontanous pregnancy 7/7 (100%) 1/1 (100%)  8/8 (100%) 

Delay to obtain pregnancy (mo) N (IC 95%)   14.9 (13.5−16.3) 

Intra uterine pregnancy 7/7 (100%) 1/1 (100%) 8/8 (100%) 

Early pregnancy lost (<14 wk) 2/7 (28.5) 0 2/8 (25%) 

Late pregnancy lost (>14 wk) 0 0 0 

Premature delivery 3/7 1/1 4/8 (50%) 

- Before 34 wk 2 1 3 

- Before 36 wk 1 1 

Vaginal delivery 4/5 0 

Caesearan 1/5 1/1 2/6 (25%) 

Postpartum hemmorhage  5/7 0 5/8 (62.5%) 

4 >25 wk 

1 <14 wk 

Placenta accrete 3/7 0 3/8 (37.5%) 

Uterine rupture 1/7 0 1/8 (12.5%) 

Hemostatic hysterectomy 2/7 0 2/8 (25%) 

Neonatal death 2/7 0 2/8 (25%) 

UAE = uterine artery embolization. 



 
 

Fig. 1  

Operative hysteroscopy after uterine artery embolization for myoma.  

Severe synechia and detection of nonabsorbable microparticles in the 

endometrium. 

 

 

 
 

 

 

 

 

Fig. 2  

Vaginal ultrasound after uterine artery embolization for postpartum 

hemorrhage. Detection of nonabsorbable microparticles in the 

myometrium in contact with the endometrium. 

 

 
 

 
 


