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Abstract

Uterine leiomyoma and coronary artery disease 
are two common diseases in women. However, the 
association of uterine bleeding caused by leiomyoma 
with unstable coronary syndrome is not frequent. Here 
we describe a case of a patient with active vaginal 
bleeding and unstable angina who underwent a unique 
approach by performing percutaneous procedures. The 
report demonstrates that new interventional options can 
be used to control active bleeding in patients in need of 
coronary angioplasty.

Introduction

Percutaneous transluminal coronary angioplasty 
(PTCA) with stent requires dual antiplatelet therapy 
with acetylsalicylic acid and a P2Y12 receptor inhibitor 
(clopidogrel, ticagrelor or prasugrel). However, this 
approach increases the risk of bleeding that should 
always be evaluated since hemorrhagic complications 
have an adverse impact on prognosis.1

Patients with an increased risk of bleeding or with active 
bleeding usually undergo surgical revascularization since 
they do not require dual antiplatelet therapy.2

We report a case of a patient with uterine leiomyoma 
with active vaginal bleeding who underwent, during the 
same surgical session, coronary angioplasty with stenting 
and uterine embolization.

Case report

Female patient, 42 years old, with uterine leiomyoma, 
reporting chest pain with sweating on moderate exertion 
and progressive worsening. The patient had a history of 
hypermenorrhagia and progressive dysmenorrhea, three 
previous pregnancies with no complications and tubal 
ligation. The patient reported hypertension and non-insulin 
dependent diabetes mellitus (treatment initiated about five 
years ago) and no lesions in any other target organs.

During the bleeding episode, the patient had chest 
pain at rest, requiring blood transfusion to stabilize 
her condition (hemoglobin 7g/dL). No changes in 
myocardial necrosis markers or electrocardiogram were 
observed (unstable angina). Echocardiography showed 
normal sized heart chambers, left ventricular ejection 
fraction of 70% and no changes in segmental contractility. 

Cardiac catheterization revealed 90% stenosis of 
the medial third of the left anterior descending (LAD). 
Due to frequent vaginal bleeding wich made the use 
of dual antiplatelet therapy impossible, myocardial 
revascularization surgery was performed and a 
hysterectomy was planned to be done after recovery. 
The surgery consisted of anastomosis of the left internal 
thoracic artery (LITA) to the LAD, without extracorporeal 
circulation, with no complications.

On the seventh postoperative day, the patient had 
severe vaginal bleeding followed by typical chest pain, 
hypotension and electrocardiogram showing dynamic 
T-wave changes in the anterior wall.

A second cardiac catheterization showed occlusion 
of the medial third of the LITA, and severe stenosis 
of the medial third of the LAD. Arteriography of the 
uterine arteries showed artery hypertrophy, coiling of 
intraparenchymal branches and tumor blush. At this 
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Figure 1 - Leiomyoma embolization. A: initial features of the right uterine artery; B: initial features of the left uterine artery. C: final 
features of the right uterine artery; D: final features of the left uterine artery.
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same procedure, bilateral embolization of uterine arteries 

was performed with 500-700 µm polyvinyl alcohol 

bilateral to control vaginal bleeding, followed by PTCA 

of the LAD with 3.0 x 20 mm non-drug eluting stent 

(Omega, Boston Scientific Inc., Natick, USA) at 18 atm 

(Figures 1 and 2), without complications. 

The patient showed good clinical response, with 

significant improvement of bleeding and cardiovascular 

symptoms until hospital discharge. The patient continued 

dual antiplatelet therapy for one month. During 150 days 

of cardiological follow-up, no recurrence of angina was 

reported. The patient continued gynecological follow-up, 

an no surgery was required for myomas.  

Discusssion

Women’s diseases generally have a temporal 
relationship with hormone profile. During menstrual 
period, women tend to develop estrogen-dependent 
diseases, such as endometriosis and uterine myomas, 
whereas in the postmenopausal period, hyperlipidemia, 
coronary artery disease (CAD), among others, are more 
frequent. Nagai et al.,3 in a prospective cohort with 
49,000 women, identified the age at peak incidence for 20 
women’s diseases. Peak incidence of uterine myoma was 
44.8 years of old, and angina pectoris, 65. Therefore, the 
association between these two conditions is not common, 
with a 20-year difference between their peak of incidence.3 
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Figure 2 - Coronary angioplasty of left anterior descending artery. A: occlusion in the medial third of the left internal thoracic artery; 
B: stenosis of the medial third of anterior descending artery; C: stent positioning in the stenosis; D: final result in the left anterior 
descending artery.
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Here we report a case of a 42 year old woman with 
risk factors for cad other than the age, such as diabetes 
mellitus and hypertension. In light of the epidemics of 
obesity, it is expected an earlier onset of cardiovascular 
diseases in women. Therefore, the association of CAD 
with estrogen-dependent diseases will be more common.

CAD is one of the main causes of mortality worldwide. 
Revascularization (PTCA or surgical revascularization) 
is indicated for patients with stable disease, refractory 
to clinical treatment, or with acute coronary syndromes. 
The choice of treatment depends on the analysis of 
several factors, such as severity of CAD, surgical risk 
and risk of bleeding.2

PTCA has a lower risk of bleeding, but requires 
antiplatelet therapy. High bleeding risk patients that 
require PTCA is a challenge. The risk of ischemia 
should always be evaluated together with the risk of 
bleeding, and the selection of both the stent type and 
the antiplatelet therapy regimen depends on such 
evaluation.4 In the case reported, although the coronary 
stenosis was not complex, the patient was submitted to a 
surgical procedure. The choice was made because  dual 
antiplatelet after this procedure was not necessary and  
hysterectomy was already schedule.

Dual antiplatelet therapy is mandatory after stent 
implantation and recommended to be maintained until 
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endothelization of the stent struts occurs. Discontinuation 
of the therapy before this process increases the risk of stent 
thrombosis. Although the mechanism of thrombosis has 
not been fully elucidated, the design of the stent platform, 
toxicity of antiproliferative drugs and the type of the 
stent polymer (biodegradable vs. durable polymers) are 
important factors. In general, antiplatelet therapy should 
be continued for at least 30 days in a case of conventional 
stents, and for one year if drug-eluting stents are used.5 

Hemorrhagic complications in patients undergoing 
PTCA have been associated with increased risk of adverse 
events, such as acute infarction, stroke, stent thrombosis 
and death in patients with acute coronary syndromes 
and in patients with chronic diseases. Although the exact 
mechanism of this association is unknown, it may be 
related to discontinuation of therapies known to increase 
survival (antiplatelet drugs, beta-blockers), direct effects 
of blood transfusion, high prevalence of comorbidities of 
these patients, and deleterious effects of anemia. Thus, 
the anti-ischemic benefit of any therapy should always 
be weighed against the risk of bleeding.6-10 Advanced 
age, female sex, chronic renal dysfunction and anemia 
are clinical predictors of bleeding after percutaneous 
procedures. The use of bleeding risk scores such as the 
CRUSADE and the HAS-BLED can make this assessment 
more effective.11 

Early failure of arterial graft is not common. Early and 
long-term patency of the LITA, when anastomosed to the 
LAD, is of 95% and 85-90%, respectively. Only 1% of the 
patients at the immediate postoperative of myocardial 
revascularization involving the LITA have symptoms of 
angina. The most common causes of early graft failure 
are related to technical issues, such as the anastomosis, 
since progression of the atherosclerosis in a short time 
period is unlikely.12,13

In our patient, there was occlusion of the medial 
third of the LITA. Hypotension caused by vaginal 
bleeding created favorable conditions to occlusion of 
the LITA. As LITA failure is confirmed, the target of 
percutaneous revascularization may be the LITA or 
native coronary bed, depending on atherosclerosis 
severity. A second surgical approach should be 
indicated with caution in patients whose anatomy is 
unfavorable for interventionist procedure.2

Uterine leiomyomas, the most common pelvic tumor 
in women, are benign tumors originating from smooth 

muscle cells in the myometrium that cause pelvic 
pain, infertility and vaginal bleeding. Therapeutic 
options are hormone therapy, surgery (hysterectomy 
or myomectomy), or interventional procedures (uterine 
arterial embolization). Less aggressive therapies 
(myomectomy and embolization) are the therapies of 
choice for patients who want to get pregnant. Uterine 
arterial embolization allows reduced hospitalization 
time and early return to daily activities as compared with 
surgical procedures.14

The case reported exemplifies the combination of 
two common diseases in female patients that may be 
successfully treated by percutaneous procedures, with 
low risk of complications. Control of active bleeding by 
embolization procedures can be used for patients in need 
of coronary angioplasty and antiplatelet therapy.
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