= Saint 2010

6. Symposium fiur angewandte interventionsradiologische Techniken

O B

Rheingau, 9. - 11. September 2010

B. Radeleff, U. Stampfl
Diagnostische und Interventionelle Radiologie Heidelberg


Vorführender
Präsentationsnotizen
Sehr geehrte Damen &

Ich darf Ihnen nun ...


B
Prainterventionelles Management

Oo——

 Patienten Vorbereitung und Monitoring

—1Intravenoser Zugang
—EKG
—Puls-Oxymetrie
—Blutdruckmessung

—PCA-Anasthesie: Blasen-DK


Vorführender
Präsentationsnotizen
Die Patienten sind analog zur TACE vorbereitet


UAE Technik 1

» Unilateraler Zugang
= kurze F4 Schleuse

= F4 Cobra-Katheter
= Terumo-Draht
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Vorführender
Präsentationsnotizen
Das Kreuz soll Ihnen
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Vorführender
Präsentationsnotizen
Die A. uterina pathognomischen Verlauf Wir kippen vor der sondierung ... Kontralateral 30-40 grad




ondierung linke A. uterina: LAQO, 40°



Vorführender
Präsentationsnotizen
Im Falle, dass wir den Abgang nicht perfekt
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Sondierung linke A.




UAE Technik 11

= Mikrokatheter

= Mikro-Position
= Embolisatwahl
= Free Flow

(c) 2006 CeloNova BioSciences, Inc.




UAE Technik 111
O O —

Progreat2.7F & = Mikrokatheter
= Mikro-Position
= Embolisatwahl
= Free Flow

Cave:
" Spasmus
" cervicovag. Aste



Vorführender
Präsentationsnotizen
Wir nehmen Progreat

Sondierung linke A. uterina: RAO, 10°


Optimale Vorbereitung des Embolisates
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Embolisation:
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Sondierung rechte A. uterina: RAQO, 40°
Oo—m———



Vorführender
Präsentationsnotizen
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!

Nach dem manöver hoher Waltman Loop 


Sondierung rechte A. uterina: RAQO, 10°
Oo—m——
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Vorführender
Präsentationsnotizen
Endpunktdefinition: abhängig von embolisattyp und technik




Vorführender
Präsentationsnotizen
Rechts schwierig

Links aber perfekt, also diesmal ipsilat. besser
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2. Fall: Sondierung rechte A. uterina

Q]@Ao - - 40° RAO



Vorführender
Präsentationsnotizen
Auf der gegenseite würde ich die kontralaterale bevorziehen


2. Fall: Sondierung und Embolisation
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Spasmolytika und mehr ...

Oo——

Intra-procedurale Gabe

Spasmolytika (wahrend / post-interventionell)
*Buscopan 20 mg 1n 100 ml 1.v.

» Antiemetika
«Ondansetron (Zofran®, GlaxoSmithKline)
4 mg in 100 ml 1.v.



Schmerz-Management

Oo———

Intra-proceduraler Schmerz

PCA: intravenos appliz., Patient-kontroll.Schmerzpumpe

»Piritramide (Dipidolor®) 300 mg/100ml
«3mg (1ml) pro bolus

»Bolus jede 5 min, max. 6 Boli / Stunde
=Start vor der Embolisation der 2. Seite

Nebenwirkungen: Benommenbheit, Obstipation, Ubelkeit



Sphirische Embolisate: prazise Grofle

OO——

Patientenvorbereitung: 1.v. Zugang mit Beginn Tropfinfus*

Legen einer PCA (Standardtechnik fiir UAE) \
=>» Gewichts-adaptierte Einstellung (60, 70, 90 kg) ®
=> 1. Bolus beginnt bereits 1 h prainterventionell &

Analgesie wihrend der Intervention in ~ “\ suite:

Konsequentes Anfordern von PCA-Br’
Novalgin 1 mg, 1 Amp. Buscopar

Analgesie auf der Statio” Q

Fortfiihren der PCA / “ Luslassversuch erst, wenn <25mg
Morphin/24 hrs.

Begleitmedik- &

=>» Novale” o g (bei Pat. mit normaler Nierenfunktion)

=2jel A Lo Kurzinfusion (bis 4 tgl.)
Entlassung urfolgter Oralisierung auf Tramal oder Valoron

Schmerzmedikation nach Entlassung


Vorführender
Präsentationsnotizen
Algorithmus der Schmerzbehandlung bei der Uterusmyomembolisation (UAE)

(Stand 1.2010)

Morphin 2,5 mg pro Bolus (für 70 kg Patientin) 




B Radiol
e D00 000 TS 300050 4R 08

MAGHNETIC RESONAMCE

Ao Hwoslcamen
Peiri Sipola

Maritta Hijppe Einen
Marion VWiksie feld
Hamms Mamminen

Sphirische Embolisate: prazise Grofle

Pain after uterine fibroid embolisation
is associated with the severity of myometrial
ischaemia on magnetic resonance imaging
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Abstract The porpose of the sudy
was 10 evalmie nierine schaemis afler
niering arery emboliation (LTAE)
using magnetic resonancs imagng
and the role of myometrial snd fibeodd
ischaemia in the pathogeness of pos-
procadoral pain. Tl-welghted gradient
echo imaging before and afier conirast
zpent wai performed on 62 women
before and 24 h afler TTAE. We
maemsed the severity (mild, moderate
severg) of myometrial ischaemia, snd
the percentzge snd volome of Bch-
semic asne in myometdiom and
fibrodda. The Verbal Rating Scale was
usad i s in-hoapital poat-proce-
dural pain (1-3 mild, 46 moderste,
T-10 sevarre). hlosn mesime ] pain was

T.7. Myometria] ischsemia was mild,
miderate and severe in 29, 23 and 10
patients, respectively. Moderaie o
severs myomelrisl ischsemis
{p=00d1], the percentage (p=0037)
amd volume (p=0L012) of ischaemic
tiszne in the myometriom, sd a lege
vidume of embolic materal (p=0.038)
el sted with severe pain. In sum-
muary, pain following 1TAE is common
and parly explained by mopome il
tachsomia,

Keywords [lerine ariery
camiboliation - Uterine fibsodd -
Magnetic resonames imaging -
hyomeirial ischaemis -
Poat-procedmral pain




S
Sphirische Embolisate: prazise Grofle
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Upsizing der Embozene-Partikel:
=>»dic ersten beiden Vials bereits 700 pm

=»dann Wechsel auf 900 um Grofle

=»max. 5 vials pro Seite


Vorführender
Präsentationsnotizen
Algorithmus der Schmerzbehandlung bei der Uterusmyomembolisation (UAE)

(Stand 1.2010)

Morphin 2,5 mg pro Bolus (für 70 kg Patientin) 




Sphirische Embolisate: prazise Grofle
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Vorführender
Präsentationsnotizen
Throughout the four most-used size classes, from very small (40–120 _m) to large (700–900 _m), the distribution characteristics of the four tested materials vary substantially. 

 

Kleine Embosphere Partikel und kleine Bead Block zeigen eine distalere Verteilung, as did medium-sized Embosphere and Contour SE particles. In the largest investigated size class, the distribution was more uniform. In general, the Embozene particles are very uniform in size, and they seem to reach vessels closely corresponding to their nominal size. 




Sphirische Embolisate: prazise Grofle

Wann die A. Ovarica

¥ ’, It s erstmals sichtbar:
& , 5 7 } = von Beginn an?
‘:l (e A8 :?‘v H - = Dbe1 Zwischenkontrolle?
":"ﬁ: ’ﬁg BT '; .~ =>Was tun?
P -t Ramus tubarius

Arteria Ovarica
<500um

: Ramus ovaricus
R 500-1000um

Ramus ovaricus Arteria ovarica

Arteria uterina
— _ #=—P Arteria Uterina
vaginales \ 1000-1500um

Arteria vaginalis Ramus Vaginalis



Vorführender
Präsentationsnotizen
700, 900 wenn sehr groß ez 900 urch mikro


Sphirische Embolisate: prazise Grofle




Sphirische Embolisate: prazise Grofle




Technischer Erfolg
Oo—

* Technisches Versagen 0-5%
(frithe Arbeiten 2-8%)

* Anatomische Variationen

" Vasospasmus

* Unerfahrener Kollege

(13 Min. Durchleuchtungszeit)



OBSTETRICS &
GYNECOLOGY
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ORIGINAL RESEARCH

Complications After Uterine Artery Embolization for

Leiomyomas

James B. Spies, Mp, Amy Spector, Antoinette R. Roth, mp, Chandra M. Baker, Lauren Mauro,

and Kerry Murphy-Skrynarz, Ry

OBJECTIVE: To determine the frequency and severity of
complications that occur as a result of uterine artery embo-
lization for leiomyomas.

METHODS: A= part of an ongoing study of outcome after

uterine embolizat ing compli-
cations that m:cumc:l in 400 consecutive patients rccn: gath-
ered. Each patient had a mimmum of a 3-month intersal
from the procedure at the time of analysis. Each complica-
tion was categorized and graded as to severity and sutcome
using the complication classification developed by the So-
ciety of Cardiovascular and Interventional Radiology
(SCVIR) and a modificd set of The American College of

reported as a result of embaolization (Lanocita R, Patelli
G, DiTolla G, Preafico C. A fatal complication of percw-
taneous transcatheter embolizaton for treatment of urer
ine fibroids [abswact]. Presented at the Sociery of Min:
mally Invasive Therapy' Center of Minmmally Invasive
Therapy 11th Annual Scientific Meeting; Seprember 17,
1999; Boston, Massachuseus).” What is not yet clear is
the mcidence of the complications because few published
series are of sufficient size to determine their tue fre-
qQUENCY.

As a part of our evaluation of this cherapy, we have

RESULTS: There were no deaths and no major permanent
mjuries. One patient required hysterectomy as aresultofa
complication, and one patient had an undiagnosed leiomy-
osarcoma. There were ten in-hospital complications and an
additional 27 complications within the first 30 days, with 34
patients experiencing a periprocedural complication for a
rate of 8.5% (95% CI 6.0%, 11.7%). There were five serious
complications (SCVIR class D), comprising 1.25% (95% CI
0.3%, 2.5%) of the study group. Using ACOG definitions for
perioperative complications, the overall morbidity was 5%
(950 CI 3.1%, 7.7%).

CONCLUSION: The short-term complication rate was low in

women undergoing uterine embolization. (Obstet Gy-
necol 2002;100:873-80. © 2002 by The American College
of Obstetricians and Gynecologists.)



SCVIR code Description ] Level of care (n) Interventions (n)
G Required therapy mnor hospitaleation
(<48 h)
Recurrent or prolonged pain 4 1-d rehospitahization (4) [ntravenous narcotics (4)
Leiomyoma passage 6 1-d rehospitalization (4) Hysteroscopy (2)
Office visit (2) Transfusion (2)
Endometrius 2 1-d and 2-d rehospitahization (2) Antibiotics (2)
Dilation and curettage (2)
D Major therapy, unplanned increased
level of care, prolonged
hospitalpation (=48 k)
Pulmonary embolus 1 4-d rehospitalization Anticoagulation
Leiomyoma passage with 1 5-d rehospitahization Antbiotics, hysteroscopy
endometritis
Leiomyoma passage with 1 5-d rehospitalization [ntravenous antibhotics
endometritis
Leiomyoma passage with 1 10-d rehospitalization Transtusion, dilation and
hemorrhage curettage, hysterectomy
Artenal thrombosis 1 2-d mtensive care Thrombolytic therapy
E Fermanent adverse sequelae 0 NA
F Death 0 NA

SCVIR = Society of Cardiovasaalar and Interventional Radiology: NA = not applicable.

Spies JB Obsterics & Gynecology 2002

No. of
SCVIR class Description patients
A No therapy, no consequences 1
B Nominal therapy, observation, no consequences 27
C Required therapy, minor hospitalization (<248 h) 12
D Major therapy, unplanned increase in level of care, 5
prolonged hospitalization (=48 hj
E Permanent adverse sequelae 0
F Death 0
Total Patients with comphicatons® 42
Periprocedural ~ Patients with complicanons within 30 d of procedure 34

SCVIR. = Society of Cardiovascular and Interventional Radiology.



Anzahl Typ Definition

Minorkomplikationen

5 A geringes punktionsassoziiertes Himatom, Leisten-
schmerzen nach der Punktion, leichtes bis magiges
Erbrechen, passagere Hypotonie

7 B starkes punktionsassozilertes Himatom (schmerz-
haft oder Hb-wirksam), starkes Erbrechen, sekun-
ddrer Myomabgang mit heftiger Blutung und
ambulantem Arztbesuch (Zeltpunkt irrelevant),
kurzzeitiges und passageres Fieber aber 38 *C ohne
weltere klinische Konsequenz

Majorkomplikationen

1 C operative Versorgung eines Lelstenhdmatoms,
persistierendes Fieber lber 38°C, sekundarer
Myomabgang mit heftiger Blutung und stationdrer
Aufnahme ohne weltere Konsequenz (Zeltpunkt
Irrelevant), neu aufgetretenes Fieber dber 38 °C mit
Meuansetzen von Antiblotika und kurzer stationdrer
Beobachtung

2 D neu aufgetretenes Fieber tber 38°Cund l3ngere
stationdre Beobachtung, ggf. Hysterektomie oder
anderweltige septische Myomentfernung, sekun-
ddrer Myomabgang mit heftiger Blutung und
stationdrer Aufnahme und Hysteroskopie ohne oder
mit Therapie, persistierende oder neuaufgetretene
permanente Hb-wirksame Vaginalblutung mit
Theraplenotwendigkeit, ggf. Hysterektomie,
passagere Amenorrhé

0 E permanente Amenorrhé (bel Patientinnen mit
regelrechtem Zyklus), nichtletale Lungenembolie

0 F Tod

Eigene Ergebnisse:

Punktionsassoz. Himatom=3
Starkes punktionsassoz. Himatom=1

Myomabgang==8

Schweres Postembol. Syndrom=20

Myomabgang mit stat. Aufnahme=2

Hysterektomie=1
Chronische Schmierblutungen=2

Passagere Amenorrhea=2

Dauerhafte Amenorrhea=1
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Komplikationen
OO——
Literatur:
»Mortalitat der Intervention <0.1%
" Amenorrhoe 1-5%
(abweichende Ergebnisse fiir dltere Patientinnen)
* Myomabgang 1-2%
(3/4 submukdsen Myomen zwischen 6 Wochen und 6 Monate)
"Infektion des embol. Myoms 1-2%
"Hysterektomie 3,5-5%

*Chronische Schmierblutungen ~5%


Vorführender
Präsentationsnotizen
Mortalität: einzelfälle, Überembolisation

Amenorrhoe: Problem A. ovarica, Größe Partikel

Myomabgang: alle <90 ml

Infektion: nicht augestosenes submuköses; embolisiertes

Wir haben keine Infektion beobachet!!!!!!!!!!!


Klinische 3-Jahres-Ergebnisse nach Uterusmyom- RSN
embolisation ool

= | Mk [hns bt
[T

Clinical 3-Year Follow-Up of Uterine Fibroid Embolization

¥ Thieme

Autoren B. A. Radeleff’, S. Satzl', M. Eiers', K. Fechtner’, A. Hakim', S. Rimbach?, G. W. Kauffmann', G. M. Richter’

Institute ' Abt. Radiodiagnostik, Universititsklinikum Heidelberg
2 Frauenklinik, Klinikum Konstanz

Tab.5 Verdanderung der klinischen Beschwerden nach Embolisation

Symptome vor Emb. p-Wert! n. 1 Jahr p-Wert! n. 2 Jahren p-Wert! n. 3 Jahren
Hypermenorrh? 4,4+0,7 p=0,0001 2,1+0,5 p=0,0042 1,7+ 0,5 p=0,0001 1,3+0,6
Dysmenorrhé? 3,1+1,5 p=0,0001 1,1+0,3 p=0,0436 1,2+0,2 p=0,1484 1,2+0,4
Dysurie* 3,1£1,5 p=0,0069 1,1:£0,3 p=0,0028 1,1+£0,2 p=0,9050 1,2:0,4
Overall Health Status® 54,7 + 20,1 p=0,0001 90,5+15,4 p=0,2275 91,8 +5,6 p=0,8578 91,3+5,6
Therapiezufriedenheit® n.a. n.a. 2,9+0,2 p=0,0008 2,6+0,3 p=0,0396 2,7+0,5

' Die p-Werte wurden mittels des Wilcoxon-Vorzeichen-Rang-Tests ermittelt. Aufgezeigt werden die p-Werte fiir statistische Unterschiede zwischen den
Verlaufskontrollen prainterventionell und nach einem Jahr postinterventionell, zwischen einem und zwei Jahren postinterventionell und zwischen zwei und
drei Jahren postinterventionell.

2 1=normale Monatsblutung bis 5 = extreme Monatsblutung

3 1 = keine Menstruations-assoziierte Schmerzen bis 5 = extreme Schmerzen

4 1=keine Myom-assoziierten Dysurie bis 5 = extreme Dysurie

> Wertebereich zwischen 1-100, mit 100 als Maximalwert fiir Wohlbefinden

6 _3 (,_extrem L|nzufrieden“) bis + 3 (__extrem zufrieden") Interventionelle Radiologie Fortschr Réntgenstr 2007; 179: 593-600
DOI: 10.1055/5-2007-963043
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Long-Term Outcome of Uterine Artery
Embolization of Leiomyomata

James B. Spies, s, Jill Bruno, po, Ferene Czpyda-Pommersheim, sp, Shantel T. Magee, M,

Susan A. Ascher, mp, and Reena C. Jha o

OBJECTIVE: To determine the long-term outcome from
uterine artery embolization for leiomyomata.
METHODNS: In a prospective study, 200 consecutive pa-
tients treated with uterine embaolization were each fol-
lowed for 5 years. Cutcome, incuding symptom status
compared with baseling, reinterventions, menstrual status,
and satisfaction were recorded. Summary statistics were
used to report baseline characteristics and outcome at each
interval. Predictors of subsequent interventions, failure, and
satisfaction with treatment were analyzed using logistic
regression and Cox proportional hazards maodels. Failure
was defined as subsequent hysterectomy, definitive myo-
mectomy, repeat embolization, or failure of symptom im-
provement at the patient’s final follow-up interval.

RESULTS: Of the 200 patients initially treated, S-year fol-

COMNCLUSION: Uterine embolization provides durable
symptom relief for most patients, with a 25% chance of
failure of symptom control or recurrence over the course
of a S-year follow-up.

(Obstet Gynecol 2005 706:5933-9

LEVEL OF EVIDENCE: 11-3

U terine artery embolization first was reported for
the treatment for leiomyomata in 1995.! Since
that time, there has been rapid growth in the use of
this treatment, and there has been considerable re-
search into its outcome. Although it has become
recognized as an effective theraperutic alternative to
h}-stemu:tom;.- and mynmeu:tomy there are remam—

SULTS: Of the 200 patients initially treated, 5-year fol-
v-up was completed in 182 (91%), with 18 patients
issing. At 5 years after treatment, 73% had continued
symptom control, whereas 36 (20%) had failed or recurred.

VLML IS Eft'ﬂ.l.\:f Ll Lre iUl AR L 10y SO0 Wl 1LUo—
4.51, P = .03&). After adjustment, patients in the first tertile
of leiomyoma volume reduction (= 30.5%) were 3 times
mire likely to be dissatisfied with outcome compared with
women in the third tertile (= 56.3% volume reduction)
(RR 3.23; 95% CI 1 07-0.81, P = .037).

ton, DC

FPresenied in part at the Seciety of Interventional Radivlogy 2005 Amnual

Meeting im New Orloanz, Lowisiana, March 31, 2008, and at Adsancer in

Llterine Lesomyorna Research: 2rnd NIH Intemational Congress, February 25,

2005, Bethesds, Marplard

Correspanding auithor: Jamer B, Spier MI), Department of Radiolagy, CG 201,

Grorgetown Unizersity Hospital, 3000 Reservoir Road NW, Washingion, DT
-2113; e-mail: spieil gunel peorgriswn.edu

© 2005 by The American Cofbﬁllfﬂbnﬂmmaniﬁjmw Published

By Lippincont Williams & Wi,

I58M: O0R5-TR44.05

VOL. 106, NO. 5, PART 1, NOVEMBER 2005

uterine embolization in 1997 and treated 200 consec-
utive patients, with outcome data collected prospec-
tively. The initial results of this group of patients at 12
maonths after therapy have been reported previously.”
In that report, 90% of patients had improved men-
strual bleeding and 91% had improved pain and
pressure (bulk symptoms) at 12 months. The fol-
low-up interval in that initial report ranged from 12
minimum up to 21 months. During that interval, there
was reintervention in 10.5% of patients. These pa-
tients have now completed 5 years follow-up, and
their outcomes are presented here. The intent of this
phase of the study is to estimate the durability of
symptom control, the rate of reintervention, and the
level of long-term patient satisfaction. In additon, we
hoped to determine predictors of long-term satisfac-
tion and, conversely, the predictors of failure.

OBSTETRICS & GYNECOLOGY 933
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Long-Term Outcome of Uterine Artery
Embolization of Leiomyomata

James B. Spies, s, Jill Bruno, po, Ferene Czpyda-Pommersheim, sp, Shantel T. Magee, M,

Susan A. Ascher, mp, and Reena C. Jha Mo

OBJECTIVE: To determine the long-term outcome from
uterine artery embaolization for leiomyomata.

METHODNS: In a prospective study, 200 consecutive pa-
tients treated with uterine embaolization were each fol-
lowed for 5 years. Cutcome, incuding symptom status
compared with baseling, reinterventions, menstrual status,
and satisfaction were recorded. Summary statistics were
used to report baseline characteristics and outcome at each
interval. Predictors of subsequent interventions, failure, and
satisfaction with treatment were analyzed using logistic
regression and Cox proportional hazards maodels. Failure
was defined as subsequent hysterectomy, definitive myo-
mectomy, repeat embolization, or failure of symptom im-
provement at the patient’s final follow-up interval.

RESULTS: Of the 200 patients initially treated, S-year fol-
low-up was completed in 182 (91%), with 18 patients
missing. At 5 years after treatment, 73% had continued
symptom control, whereas 36 (20%) had failed or recurred.
There had been 25 hysterectomies (13.7%), & myomecto-
mies (4.4%), and 3 repeat embaolizations (1.6%). Long-term
failure was maore likely in those not improved at 1 year
(relative risk [RR] 573; 95% confidence interval [CI] 2.32—
1412, P = 007} and in those with baseline leiomyoma
volumes greater than the median (RR 2.18; 95% CI 1.05-
4.51, P = .03&). After adjustment, patients in the first tertile
of leiomyoma volume reduction (= 30.5%) were 3 times
mire likely to be dissatisfied with outcome compared with
women in the third tertile = 56.3% volume reduction)
(RR 3.23; 95% CI 1 07-9.81, P = .037).

COMNCLUSION: Uterine embolization provides durable
symptom relief for most patients, with a 25% chance of
failure of symptom control or recurrence over the course
of a S-year follow-up.

(Obstet Gynecol 2005 706:5933-9

LEVEL OF EVIDENCE: 11-3

U terine artery embolization first was reported for
the treatment for leiomyomata in 1995.! Since
that time, there has been rapid growth in the use of
this treatment, and there has been considerable re-
search into its outcome. Although it has become
recognized as an effective therapentic alternative to
hysterectomy and myomectomy,’ there are remain-
ing questions regarding its long-term outcome. Most
published studies have reported outcomes in the first
12 months,** but as of yet there are few long-term
studies. The longest follow-up in a published study in
the English literature to date was 3 years in a retro-
spective comparison of myomectomy and emboliza-
tion by Broder et al.®

We began a study assessing the outcome from
uterine embolization in 1997 and treated 200 consec-
utive patients, with outcome data collected prospec-
tively. The initial results of this group of patients at 12
maonths after therapy have been reported previously.”
In that report, 90% of patients had improved men-
stral bleedine and 91% had imoroved pain and

Symptomfreiheit (abhangig vom Myomtyp):
*Besserung Schmerzen/abdom. Druckgefiihl:
*Patienten profitierten von der UAE:

78-94%
79-96%
79-85%

T IDETOF IR R
By Lippincost Williams & Wilks
I58N: O020-7844/05

WViOL 108, NO. 5, PART 1, NOVEMBER 2005

hoped to determine predictors of long-term satisfac-
tion and, conversely, the predictors of failure.

OBSTETRICS & GYNECOLOGY 933



- Klinischer Mifierfolg
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= Ausbleiben eines klinischen Benetits nach einer
beidseitigen UAE

* berichtet in ca. 10-20%
—inkomplette Embolisation
— Sehr grolle Myome (>11 cm)
— Begleitende oder alleinige Adenomyosis

— Nichterkannte/nichtbehandelte Kollateralen


Vorführender
Präsentationsnotizen
sag. Durchmesser Myom 9-13,7 cm



deutlich asymmetrische Perfusion

  und damit Embolisatmenge




MRT: Devaskularisation
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Heidelberger UAE-Ergebnisse

Devaskularisation der Myome* im MRET nach 10 Tagen

Devaskularisation in % | N=60

87.,5-100% 40 933%
75-87 49% 16

62,5%-74 9% 1 6,7 %
50-62.,49% 3

* des dominanten Myoms

[R]

e tudy
e VIRRIIB013
/ ‘r ",’

t1 fZdStra b...
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MRT: Devaskularisation
00—

Heidelberg UAE-Ergebnisse

Inkomplette Devaskularisation der Myome* im MRT nach 10 Tagen

* des dominanten Myoms aller ~.nbc isicten Patientinnen

Re-Embolisation

Embolisation ab

Devaskularisation in 9% | N=60
62.5%-74 9% 1 6,7 %
50-62.49% 3

lehnte Re-

Keine
Konsequenzen

Re-Embolisation


Vorführender
Präsentationsnotizen
Von diesen 4 entwickelten 3 wieder zunehmende Beschwerden


Revaskularisation ist ein Problem!!
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Ich möchte mit 2 Fallbeispielen beginnen


10 Tage nach Embolisation
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nach 12 Monaten nach UAE

. | MRT: Expulsion von
+ dominanten submukosen
~ Myomen in 10/21 Patientinnen
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Patient 2. vor Embolisation
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Pat. 2. 10 Tage nach Embolisation
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Pat. 2. vor UAE / nach 12 Monaten
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MRT: Volumen Reduktion
O0—

*Schrumpfen des Myoms kurz nach der Embolisation beginnend
*Schrumpfungs-Peak zwischen 3-6 Monaten

*Schrumpfung bis nach 12 Monate nach der Embolisation!-2
*Submukése Myome schrumpfen signifikant?® stirker als intramurale’

"Haufigere Expulsion von submukosen Myomen als von intramuralen

s Keine direkte Korrelation zwischen der Volumenreduktion und
einer Symptombesserung

1. Kroncke TJ, Hamm B. Radiologe 2003; 43:624-633.
2. Pelage JP, Guaou NG, Jha RC, Ascher SM, Spies JB. Radiology 2004; 230:803-809
3. Spies JB, Roth AR, Jha RC, et al. Radiology 2002; 222:45-52.



Zusammenfassung

O0—
Erfolgstaktoren

Patientenauswahl (Myomtyp, max. Durchmesser)
Embolisations Technik (Mikrokatheter)
Embozene Partikel (700/900 / Adenomyosis: 500)

Risiken
Partikelgrofle (OV-Anastomose)
Endpunkt (Revaskularisation)

Komplikationen
Angiographie-assoziiert
OV-Anastomose
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