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» A case of placenta accreta is
a moment of anxiety for any
obstetric surgeon — with the
looming fear of torrential
haemorrhage, distorted
anatomy, and difficult
surgical planes.

» A bloodless field is more than
just clinical success —it's a
blessing for the surgeon,
offering clarity, calm, and
conftrol in an otherwise
unpredictable scenario.

» This transformation — from
panic to precision — is made
possible by interventional
radiology, bringing
preoperative vascular control
into the centre of obstetric
management.




INntfroduction & Clinical
Background

» A 32-year-old G3P2L2 patient with 2 prior LSCS

» Presented at 29 weeks gestation with painless bleeding
per vaginum

» No history of contractions or trauma

» Antenatal history: Regular check-ups, TT received, iron &
calcium compliance

» Vitals at admission:
- BP: 112/78 mmHg, Pulse: 96 bpm
- Hb: 9.2 g/dL, Platelets: 1.8 lakh/mm?



mMmaging Findings &
DIAgNOSIS

USG Findings:
» Complete placenta previa covering the internal os

» Severe myometrial thinning
» Suspicion of placenta accreta-increta complex
» Fetal Doppler & Growth Scan: Normal
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Fetal MRI FIndings:

» Complete placenta previa

» Placentaincreta complex with deep myometrial
invasion with possible bladder involvement
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Multidisciplinary Plan &
Role of IR

» Team Approach:

v Obstetricians: LSCS & Hysterectomy Planning

v Interventional Radiologists: Preoperative Vascular Control
v Anaesthesiologists: Haemodynamic Support

v Neonatologists: NICU Care



Preoperative IR
Procedure:

- Bilateral Common lliac Artery Balloon Occlusion
(BIABO)

- Bilateral femoral arterial access under local
anaesthesia

- 5-Fr vascular sheaths placed
- Selective catheterisation of internal iliac arteries
- Armada balloon catheters inserted bilaterally.






Surgical Management &
Intfraoperative FIndings

el

» Gynaecology OT:. Under general : ‘ A
anaesthesia o

» Vertical midline LSCS incision

» Live preterm neonate delivered
(Apgar: 8/92 at 1 & 5 min)

» Balloon occlusion activated
post-delivery to minimise blood
lOsS

» Total abdominal hysterectomy
(TAH) performed



Qutcome & Post-
Operative Care

» Blood loss only 500 mL (vs usual 3-4L)
» No intraoperative transfusion required

» Balloon catheters deflated & removed post-
procedure

» Stable post-op vitals:

- BP: 118/82 mmHg, HR: 88 bpm, Hb: 9.8 g/dL
- NICU admission for neonatal monitoring

- Early ambulation, oral intake tolerated

- Discharged on post-op day 5






Advancing Role of IR In
Obstetrics

v BIABO significantly reduces intraoperative blood
[OINS

v Minimises need for massive transfusions &
hysterectomy-related complications

v Enhances maternal safety in Placenta Accreta
Spectrum (PAS) disorders

v Future scope: Conservative uterine preservation,
PPH management



Radiation Considerations in 3rd Trimester:
Safety of Interventional Radiology in PAS

Fetal Radiation Sensitivity

» 3rd trimester fetus is less radiosensitive, but caution is
essenftial

» Deterministic effects rare at <100 mGy; IR procedures usually
<20-50 mGy

Radiation Mitigation in IR

» Pulsed fluoroscopy, tight collimation, last-image hold
» Lead shielding over uterus; left lateral tilt positioning

» Continuous fetal and maternal monitoring

Guidelines & Best Practices

» ACR-SIR: IR is safe in pregnancy when clinically justified

» Fetal dose documentation required if >10 mGy expected



Infraoperative Technigque

& Optimised Outcome

>

v

Bilateral iliac artery balloon occlusion
approached simultaneously — significantly
reduced radiation dose.

Expected blood loss in such cases usually ~4 litres.
In this case, blood loss restricted to only 500 ml.

Patient remained hemodynamically stable with
no episodes of hypotension.

Reduced operative duration due to efficient
vascular control.

Improved visibility in the operative field.
Notably, risk of urinary bladder injury minimised.



Conclusion & Key
Takeaways

>

>

Interventional Radiology plays a pivotal role in
modern obstetric emergencies

Multidisciplinary collaboration ensures optimal
maternal & fetal outcomes

Minimally invasive IR techniques are redefining
haemorrhage control strategies

Advancements in IR can lead to conservative
management options in select cases
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