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The current standard treatment for placenta accreta is a hysterectomy, which carries a significant risk of hem-
orrhage. Although prophylactic uterine artery embolization (UAE) is established as an effective means of
minimizing perioperative bleeding, there are few reports of its use early in pregnancy with invasive placenta.
A 45-year-old woman, gravida 6, para 1, at 11 weeks of gestation presented with heavy, painless uterine
bleeding and was diagnosed with a spontaneous abortion complicated by cervical pregnancy and placenta

accreta. The patient underwent bilateral UAE followed by gravid hysterectomy.
This case report encourages prophylactic UAE prior to abdominal hysterectomy in patients with early gesta-
tional cervical pregnancy and placenta accreta to minimize blood loss during surgery.

1. Introduction

Uterine artery embolization (UAE) is a minimally invasive procedure
that was first introduced in 1979 to treat vaginal bleeding secondary to
postpartum hemorrhage. It later proved effective in treating conditions
such as uterine fibroids and adenomyosis [1,2]. The procedure involves
navigating a catheter through the arterial system using fluoroscopy to
target the uterine arteries. Small embolic particles or foam are injected
into the target vessel to obstruct blood flow to the uterus. This uterus-
sparing technique provides a valuable treatment option to the alterna-
tive invasive intervention of hysterectomy.

Prophylactic UAE has been demonstrated to be a safe and effective
treatment prior to large obstetric procedures with placenta accreta [3].
However, few reports exist on its application in early gestational hys-
terectomy with invasive placenta. This case report describes using UAE
as a prophylactic strategy preceding a gravid hysterectomy in a patient
presenting with a non-viable first-trimester cervical pregnancy compli-
cated by placenta accreta.

2. Case Presentation

A 45-year-old woman, gravida 6, para 1, at 11 weeks of gestation
presented to the emergency department with one day of heavy, painless
uterine bleeding and passage of large clots. She had had one previous
uncomplicated term pregnancy that had ended via c-section and four
previous inevitable spontaneous abortions that required dilation and
curettage (D&C).

Three days prior, the patient had received medical attention at
another facility for vaginal spotting. Sonogram findings were consistent
with an inevitable spontaneous abortion, for which a D&C was sched-
uled the following week. However, due to progressive bleeding, the
patient presented emergently to the hospital for further evaluation.

On presentation, an initial transvaginal ultrasound scan revealed a
single viable cervical pregnancy with a gestational age of 10 weeks and
4 days. The patient was kept for overnight observation, with a second
diagnostic ultrasound scan planned for the morning to provide a
comprehensive assessment of the pregnancy. The follow-up ultrasound
confirmed a single cervical pregnancy with a gestational age of 11 weeks
and 2 days with no cardiac activity observed. Additionally, the placenta
was invaginating into the uterine wall inferiorly, close to the bladder
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Fig. 1. Preoperative angiogram of the left (a) and right (b) uterine artery. Postembolization angiogram of the left (c) and right (d) uterine artery illustrating sta-

sis achieved.

serosa, indicating a case of placenta accreta with probable percretism.

Following a thorough discussion of treatment options involving an
interdisciplinary approach, the patient consented to bilateral uterine
artery embolization (UAE) and a total abdominal hysterectomy. Given
the patient’s age, no desire for future pregnancy, significant uterine wall
invasion and the risk of severe hemorrhage, this course of action was
determined to be in her best interest.

Interventional radiology was consulted for preoperative bilateral
UAE to minimize perioperative blood loss. Radial artery access was
obtained with a 5-French sheath (Glidesheath Slender, Terumo, Som-
erset, NJ) under moderate conscious sedation. The internal iliac arteries
were cannulated, and angiography demonstrated conventional bilateral

pelvic vasculature (Fig. 1). Bilateral uterine artery microcatheter (Pro-
great Alpha, Terumo, Somerset, NJ) embolization was performed with
2.5 mm gelatin foam (EmboCube, Merit Medical, South Jordan, UT) to
complete stasis (Fig. 1). Three vials of 2 mL of particle embolic were
administered into the left uterine artery and one into the right uterine
artery. Hemostasis was achieved at the radial artery access site using a
radial compression device (TR Band, Terumo, Somerset, NJ).

The following day, the patient underwent a gravid hysterectomy,
bilateral salpingectomy, prophylactic bilateral ureteral stent placement
and bowel serosal repair caused by blunt dissection of dense adhesions.
Intraoperative estimated blood loss was 750 mL. A gross examination of
the resected specimen showed placental tissue attached to the posterior
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Fig. 2. Gross specimen of uterus and cervix post hysterectomy showing
placental tissue.

uterine wall and the cervix (Fig. 2). The final pathological report
revealed that the placenta villi was implanted on the myometrial surface
without intervening decidua, consistent with placenta accreta.

3. Discussion

Placenta accreta spectrum (PAS) is a serious pregnancy complication
characterized by abnormal placental attachment to the uterine wall.
There are 3 subtypes of PAS, each distinguished by the depth of chori-
onic villi invasion. Placenta accreta is limited to the myometrial surface,
placenta increta invades into the myometrium, and placenta percreta
extends through the myometrium into the uterine serosa and may
involve extrauterine tissues [4]. The most notable complication of PAS is
maternal mortality due to severe hemorrhage during placental delivery,
often requiring large-volume blood transfusions [5].

PAS may sometimes present in unique scenarios, in this case,
occurring concurrently with cervical pregnancy. Cervical pregnancy is a
rare form of ectopic pregnancy that involves implantation of the fertil-
ized egg within the cervix rather than the uterine cavity, occurring in
approximately 1:9000 pregnancies [6]. This condition is also associated
with a high risk of severe hemorrhage and complications. Considering
the severity of these risks, early detection and timely medical manage-
ment are crucial in ensuring the well-being of the patient.

Treatment of PAS typically involves a planned total cesarian hys-
terectomy. Adjuvant options such as preoperative catheter placement or
internal artery balloon occlusion have been used in conjunction with
hysterectomy to reduce the risks associated with surgery [7]. UAE re-
mains the standard treatment option with the highest effectiveness for
postpartum hemorrhage [8]. However, there are few studies on the use
of prophylactic UAE for PAS early in gestation. A retrospective study by
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Wang et al. showed that 7 patients with PAS who received UAE after
cesarian delivery but prior to hysterectomy had significantly decreased
estimated blood loss (1500 mL) compared with those in the control
group who underwent hysterectomy alone (2000 mL) [9].

This is a unique case where prophylactic UAE was used prior to
gravid hysterectomy in a first-trimester non-viable cervical pregnancy
with placenta accreta. Given the patient’s history of recurrent mis-
carriages, no desire for future pregnancies, hemodynamic stability, and
absence of immediate contraindications such as infection, she was
considered a suitable candidate for UAE. The amount of blood loss
intraoperatively was significantly reduced compared with similar cases
when UAE was not performed.

In conclusion, UAE is a highly effective preoperative procedure that
can improve outcomes in patients with complicated obstetric compli-
cations such as cervical pregnancy with placenta accreta. Prophylactic
UAE prior to hysterectomy can decrease the need for transfusions and
improve postoperative recovery, leading to shorter hospital stays [10].
The benefits of UAE should be considered on a case-to-case basis with
the close collaboration of an interdisciplinary team of interventional
radiologists, obstetricians, urologists, and anesthesiologists to help
ensure that the patient receives the most effective and safe management.
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