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Arterial embolization of the spleen

R.F. DONDELINGER’
J.C. KURDZIEL'
M.A. DICATO?

! pepartment of Visceral Radiology

2 pepartment of Hemato-Oncology

Centre Hospitalier
4, rue Barblé - LUXEMBOURG

Bull. Soc. Sci. Méd.
p. 5 - N°2/1987

INDICATIONS

Arterial embolization of the spleen is indicated in two
main different conditions: either an interruption of arterial
flow to the splenic artery or to one of its branches is
attempted, or ablation of the splenic tissue by infarcton is
expected. According to the aim of the procedure, splenic
embolization may be considered as an alternative to
splenectomy or ligation of the splenic artery (7, 31, 55, 57).
Block of the flow in the splenic artery or of an intrasplenic
branch is indicated as a preoperative modality or as
treatment for arterial aneurysm, arterio-venous fistula or
in order to stop active arterial bleeding (30, 41, 50, 54).
Most often the procedure has to be carried out in
emergency conditions. Usually proximal obturation of the
splenic artery is efficient in the control of haemorrhage,
but does not induce a significant infarction of the splenic
tissue. After proximal occlusion of the splenic artery,
vascular supply to the spleen is still maintained by the
gastro-epiploic arteries, the left gastric artery, pancreatic
and capsular splenic arteries, which perfuse the spleen at
the level of the hilum. Embolization of the splenic artery
has also been advocated for treatment of bleeding result-
ing from ruptured gastro-oesophageal varices (9, 20, 21,
23, 27, 54, 57), but portal hypertension has not been
proven to be significantly influenced in all the cases by
arterial splenic embolization, when portal pressure was
recorded (23, 37).

Embolization of the splenic tissue is mandatory in
various haematological conditions as an alternative to
splenectomy in patients with poor general condition. The
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volume of the spleen may be subnormal, but
in the vast majority of cases, splenomegaly
is obvious. As the intrasplenic arterial vas-
cularization is represented by terminal ves-
sels, an efficient infarction of the splenic
tissue is obtained after embolization of the
distal intrasplenic branches. Hypersplenism
resulting from portal hypertension is certain-
ly the main indication for arterial splenic
embolization (1, 15, 21, 23, 24, 32, 34, 37, 38,
45, 46, 47, 54, 56). The causes of hypersplen-
ism are of various origin. Most patients
present with alcoholic or postnecrotic liver
cirrhosis with a platelet count inferior to
60000 per mm®. These patients had experi-
enced also at least one major episode of
bleeding from ruptured gastro-oesophageal
varices. Embolization of the spleen has the
advantage to retain the organ in place, a
distal splenorenal shunt is still possible after
correction of anemia and thrombocytopenia
(21, 23). Children with gastro-oesophageal
bleeding, signs of hypersplenism resulting
from Gaucher disease or atresia of the in-
trahepatic bile ducts or portal vein throm-
bosis have also been submitted to splenic
embolization (32, 40, 48, 51, 53). Emboliza-
tion of the spleen has been advocated in
patients who are on hemodialysis and show
pancytopenia and splenomegaly, and in ren-
al transplant patients in whom intolerance to
immunosupressive medication after renal
transplantation had to be corrected (22).
Thalassemia is also responsible for progres-
sive hypersplenism which requires an in-
crease in number of blood transfusions.
Partial splenic embolization represents a
valid alternative to splenectomy in this
group of patients, in whom the risk for
infections and lethal complications is par-
ticularly high after splenectomy
(40).ldiopathic thrombocytopenic purpura
may be corrected by embolization of the
spleen (11, 19). The procedure is well toler-
ated in these patients, as the spleen is of
normal volume or only moderately enlarged.
Physiopathological mechanism of correc-
tion of thrombocytopenia is not completely
elucidated. Infarction of the splenic tissue
probably decreases sequestration of
platelets in the spleen, and reduces intras-
plenic production of auto antibodies di-
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rected against platelets. Splenic emboliza-
tion has also been used in other pathologi-
cal conditions as in splenic lymphoma,
chronic lympathic leukemia, myeloid
leukemia, myelofibrosis, hairy cell leukemia,
polycythemia vera, hereditary spherocytosis,
autoimmune hemolytic anemia, idiopathic
hypersplenism, Felty's syndrome and in pa-
tients who present with hypersplenism and
cytopenia induced by anticancer
chemotherapy. In the tumoral spleen,
correction of hypersplenism and tumor
mass reduction is expected (11, 18, 29, 33,
49).

EMBOLIZATION TECHNIQUE

Embolization of the spleen is performed
after a selective catheterization of the
splenic artery by a femoral or an axillary
approach. Standard preshaped Cobra or
Sidewinder 5F or 7F catheters allow in the
vast majority of cases an optimal catheteri-
zation of the splenic artery, the tip of the
catheter being advanced at a sufficient
distance from the ostium of the splenic
artery. It is recommended to catheterize the
splenic artery as distally as possible in order
to reduce possible reflux of embolic material
into the gastric and pancreatic arteries
originating from the splenic artery or into
the other branches of the coeliac artery or
into the abdominal aorta. Balloon occlusion
catheters or a coaxial technique may be
used in a tortuous splenic artery in order to
optimize distal catheterization (9, 23), but
antegrade flow should be maintained in the
splenic artery during embolization in order
to prevent reflux of gelfoam from the spleen
into direct pancreatic arteries. The risk for
inadvertent embolization of caudal pancrea-
tic arteries by migrant embolic material is
not clinically significant when larger partic-
les are used as an embolization material. A
branch of the splenic artery originating more
proximally from the main trunk and which is
usually directed to the upper pole of the
spleen may be overlooked by a too distal
catheterization. Gelatin particles are the
most commonly used material for emboliza-
tion of the spleen (1, 22, 37, 45, 46, 47). The
use of gelfoam powder carries potential



complications as pancreatitis and necrosis
of the gastric wall (44, 52). Many other
substances have been described as autolog-
ous clots (34), polyvinyl-alcohol (11, 12),
silicone microspheres (26), isobutyl-2-cy-
anoacrylate (23), ethanol (36) and others, but
these materials do not offer significant ad-
vantages compared to gelatin. Particles of
different size are injected, the smaller partic-
les first in order to block the distal intras-
plenic arteries, the larger particles will obtu-
rate the arteries more proximally at the
splenic hilum. Formation of a plug of gelatin
particles early during the procedure has to
be avoided, as it may preclude a further
correct embolization of the distal branches
(32). Twenty to forty gelatin particles are
necessary according to the volume of the
spleen. Extent of infarction is difficult to
assess during the procedure. When a sig-
nificant reduction in flow of contrast
medium is observed in the splenic artery,
embolization is stopped. At that moment,
extent of infarction generally corresponds at
least to 80% of the splenic volume. Digital
subtraction angiography can be performed
during the procedure in order to assess
progression and extent of embolization. Dis-
tribution of 99m-Tc labeled gelfoam partic-
les within the spleen detected with a gamma
camera makes control angiographies un-
necessary. Assessment of the volume of
embolized spleen seems to be as precise
than with uniplanar angiography (6, 15). Use
of steel coils (2, 58) lodged in the splenic
artery does not always induce a satisfactory
infarction of the splenic tissue. Coils are a
safe embolization material, but best long-
term positive results are obtained when the
coils are lodged in the branches at the
splenic hilum (2, 68). Reduction of infectious
complications resulting from splenic em-
bolization is warranted by a strict aseptic
angiographic  technique.  Angiographic
catheter exchange is avoided during the
procedure. The patient is submitted to an
antiseptic preparation prior to the proce-
dure. A bath with providone-iodine is given
the day before embolization and the punc-
ture site is prepared. Antibiotics are adminis-
tered systematically starting the day of em-
bolization, according to different protocols:

— intramuscular injections of 1000 000 u-
nits of Penicilline G associated with 3 mg/
kg of gentamycin, during 5 days following
embolization (46).

~ 0,5 g Keflin administered by 4 injections
per day during 15 days after embolization
(387)

— tobramycine (1 mg/kg) and oxacillin (1 g)
intravenously 30 minutes prior to the pro-
cedure (23)

- in children gentamycin (10 mg/kg/day)
and cefoxitin sodium (100 mg/kg/day) in-
travenously, continued for 5 days or
longer (32)

- 14-valent-pneumococcal  polysaccaride
vaccine administered some days before
embolization (32)

Fragments of gelatin are also soaked in an
antibiotic solution prior to injection. Clinical
tolerance of splenic embolization depends
on the volume of the spleen, extent of
embolization, embolization material and of
the underlying disease. Intra-arterial 2-
chloroprocaine hydrochloride has been
used during the procedure in order to con-
trol abdominal pain (39). Postembolization
abdominal pain is usually tolerated by the
patient and well dominated by medication.
Continous epidural anesthesia has been
used after embolization but it rather com-
plicates an otherwise easy procedure (46). A
short hospital stay is necessary ranging from
4 to 6 days for patients who undergo emboli-
zation for an hematological disorder, when
the spleen is not enlarged. On the other
hand patients with an enlarged spleen or
presenting with a complex underlying dis-
ease need a longer hospitalization. The local
effect of arterial embolization on the spleen
may be assessed by nuclear medicine
studies, ultrasonography or computed to-
mography (C.T.). TC - 99 m sulfer colloid
scans and ultrasonography are limited in
their capability of demonstrating precisely
the extent of embolization. C.T. allows to
calculate the volume of infarcted zones in
the spleen and reflects transformation of
infarcted tissue into fibrosis by measure-
ment of growing density values on subse-
quent C.T. examinations (3, 8, 28). C.T.
evidences zones of liquefaction observed at
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the early phase following embolization, de-
tects early complications as bleeding, intra
or perisplenic abscesses, perisplenic effu-
sions and late complications as thrombosis
of the splenic vein or intrasplenic growth of
the remaining splenic tissue. Magnetic Re-
sonance Imaging is able to differentiate
embolized areas in the spleen from persis-
tent vascularized tissue and demonstrates
transformation of infarcted zones into fi-
brous tissue.

RESULTS

It is difficult to assess the clinical benefit
from arterial embolization of the spleen, as
the number of clinical trials is reduced and
most studies are based on a limited number
of patients. Individual reports and small
series of cases are available in the literature,
reporting patients who have been treated by
embolization of the splenic artery for
traumatic bleeding or aneurysm (30, 41, 50,
54). However an integrated diagnostic and
therapeutic management of trauma patients
permits to treat splenic injuries with arterial
embolization without subsequent surgery
even, when the patient is in an instable
hemodynamic condition in selected cases.
Experimental studies in animals have shown
that injection of gelatin particles in the
splenic arteries induces a persistant obliter-
ation of the vessels 8 weeks after emboliza-
tion (2, 11, 12, 13, 14, 26, 27, 30, 38). At the
early phase, 24 hours and two weeks follow-
ing embolization irregular zones of hemor-
rhagic infarction coexist with areas of nor-
mal splenic tissue. At the late phase, fibrosis
replaces the areas of intrasplenic infarction.
Leucocytes raised in all animals 24 hours
after embolization, hematocrit decreased by
20% during the first week following emboli-
zation (14). Experimental data in animals
with a normal spleen show no influence on
lifetime of erythrocytes and no significant
rise in circulating thrombocytes (11, 27). The
first embolization of the spleen in man was
described by Maddison in 1973 (34). Among
the studies collected from the literature, a
few reports only contain a significant
number of cases (22, 23, 32, 37, 40, 45, 46,
58). Generally a partial embolization of the
spleen varying from 30% to 80% is per-
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formed. Most of the patients reported earlier
in the literature have been treated for hy-
persplenism (15, 24, 45, 46, 56, 58). Platelet
count raises rapidly after splenic emboliza-
tion in man and often a temporary hyper-
thrombocytosis is observed. In the study
reported by Owman et al. (37) concerning 18
patients, 11 among them could be followed
after the procedure. 6/11 showed a platelet
count superior to 100 600/mm?® 6 months
following embolization, 4/11 patients had a
normal platelet count one year following
splenic embolization and 2/11 patients two
years after treatment. 14 patients with cir-
rhosis and hypersplenism were alive 4 years
following embolization. In a similar report
the frequency of bleeding episodes from
gastro-oesophageal varices was reduced to
0.4 per year after splenic embolization com-
pared to 2.12 episodes before treatment (1).
Also in children, bleeding episodes de-
creased from 2.87 to 0.67 after splenic em-
bolization (32). YOSHIOKA et al. obtained an
increase in platelets in 96%, even when coils
had been used (58). In the study reported by
Spigos et al. (46) analyzing the effect of
splenic embolization in 13 patients, 7 being
on immunosuppressive therapy, a signific-
ant rise in white cell count and platelets was
noticed two weeks after embolization. Simi-
lar results are observed in the study by
Gerlock (22) composed of 6 hemodyalized
patients and one transplant patient. These
early results have been confirmed by later
experience (47). Pringle reports 6 patients
with thalassemia and hypersplenism who
have been treated by splenic embolization
(40). All patients showed correction of hy-
persplenism, reduction in the need of blood
transfusions and an obvious positive effect
on growth in the children submitted to the
procedure. Among 9 patients who have been
treated for idiopathic thrombocytopenic
purpura, longterm normalization of platelet
count was observed in 7 cases in our experi-
ence (19). In the other cases reported in the
literature in whom embolization was per-
formed for idiopathic thrombocytopenic
purpura prior to splenectomy or to another
surgical intervention, normalization of
platelet count was achieved (11, 54). A re-
duced number of splenic embolizations has
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been performed in patients with splenome-
galy due to a malignant hemopathy. In this
group of patients, splenectomy may be indi-
cated in the late phase of the disease (35).
Most patients present with a considerably
enlarged spleen, causing abdominal com-
pression and organ displacement, signs of
hypersplenism and inadequate response to
chemotherapy. Debulking is probably the
most benefic effect gained from splenec-
tomy or embolization. Haematologic re-
sponse to surgery or embolization is unpre-
dictable and life expactancy remains un-
changed (16, 35). We have treated 3 patients
with chronic lymphatic leukemia, 1 patient
with myeloid splenomegaly, 1 patient with
leukemic lymphosarcoma, 1 patient with
polycythemia vera and one patient with
autoimmune hemolytic anemia in whom an
accessory spleen left after splenectomy was
embolized. Positive effects have been
noticed to some degree in all patients on
hypersplenism or on the need of blood
transfusions except the patient who had an
accessory spleen embolized. Reduction in
splenic volume is however limited in tumoral
spleens after arterial embolization com-
pared to the effect obtained in congestive or
in normal spleens. Regeneration of the
splenic tissue growing from the hilum to the
periphery occurs in almost all the cases
when viable splenic tissue is left in place.

COMPLICATIONS

Arterial embolization of the spleen may be
followed by serious infectious complica-
tions, compared to potential complications
following embolization of other organs (11,
52, 54). Surgical splenectomy is not free
from untoward side effects and carries a
definite number of complications and a mor-
tality rate varying according to the inderlying
disease (43). Splenectomy done for a
traumatic lesion of the spleen has a morbidi-
ty rate of 1.45% and a mortality rate from
sepsis of 0.58%. Splenectomy done for treat-
ment of spherocytosis carries a morbidity
rate of 3,52% and a mortality rate from
sepsis of 2.23% compared to a complication
rate of 24.8% and 11% respectively when
splenectomy is performed for cure of
thalassemia. When the spleen is removed for

trauma, the patient is at a 50 times higher
risk to die from fulminant sepsis than the
population at large. This risk increases 200
to 800 times when splenectomy is performed
in a patient suffering from an hemopathy
(43, 58). Splenorraphy, partial splenectomy
and peritoneal implantation of fragments of
splenic tissue after splenectomy lower sig-
nificantly the risk for infectious postopera-
tive complications (4, 5, 10, 17, 25). Splenec-
tomized patients are at risk for overwhel-
ming septicemia, bacterial meningitis and
pneumonia (4, 17, 42, 43). In half of the
cases, diplococcus pneumoniae is identified
as responsible germ, in 30% of the cases,
Hemophilus influenzae or Nesseria menin-
gitidis is present. In the majority of cases
fatal septicemia occurs during the two years
after the spleen has been removed. Arterial
splenic embolization may also carry serious
complications. The occurence of a splenic
abscess (2, 11, 27, 54, 56) is explained by the
persistance of infarcted and necrotized
splenic tissue, arrest of opsonizing function
of the spleen after the circulation in the
spleen has been stopped, and by backflow
of digestive bacteria through the splenic
vein to the spleen. Total embolization of the
spleen induces a non negligeable postem-
bolization mortality rate (11, 24) whereas
partial splenic embolization carries a mortal-
ity rate of about 9% when reports concern-
ing only a reduced number of patients are
considered (1, 9, 22, 23, 27, 32, 34, 38, 45, 46,
49, 56). Partial splenic embolization leaves
functional splenic tissue in situ, which pre-
serves the patient from infections, but the
minimal volume of splenic tissue necessary
to maintain opsonic and immunological
functions of the spleen has not been deter-
mined. Experience certainly is an important
factor in reducing complications, as shown
by the low or absent mortality reported in the
studies published containing a significant
number of patients (22, 23, 32, 37, 46, 58).
Among the other major post-embolization
complications, rupture of the spleen, nec-
rosis of the gastric wall, renal insufficiency,
acute pancreatitis, pneumonia, thrombosis
of the splenic vein have been described (27,
36, 37, 46, 52, 54). Minor complications are
represented by abdominal pain in the left

9



upper quadrant, slight fever, nausea and
vomiting, paralytic ileus, pleural and
peritoneal effusions, and platelike atelec-
tasis in the left lower lobe. Children may
present an elevated temperature following
splenic embolization for a longer time then
adults (32). Strict aseptic angiographic
technique, preventive systemic antibiotics,
partial or repetitive splenic embolization
which has replaced total infarction of the
spleen have diminished significantly local
complications following splenic emboliza-
tion. In the group of renal transplant patients
who are at a particular risk for complica-
tions, Spigos has observed one splenic abs-
cess after partial embolization in 76 cases.
Among 18 cirrhotic patients with portal hy-
pertension studied by Owman (37) two pa-
tients presented with a splenic abscess
following subtotal embolization of the
spleen, one death occurred, and four pa-
tients presented with thrombosis of the
splenic vein. In the six immunosuppressed
patients embolized by Gerlock (22), no abs-
cess occurred.

In summary splenic embolization is an
alternative to surgical splenectomy in
selected patients with various pathological
conditions. Results are superimposable to
surgery in hematological disorders. The risk
for complications should be prevented by
strict observation of embolization technique
and postprocedural antibiotic therapy.
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Mesures préventives
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Le nombre de patients en insuffisance rénale chronique
terminale (I.R.C.T.)est actuellement de I'ordre de 90 000
en Europe et une centaine au Luxembourg (3). Leur
espérance de vie, transformée par la dialyse et la trans-
plantation rénale, s’est encore sensiblement allongée ces
derniéres années, les différentes méthodes de suppléance
se montrant de plus en plus performantes et adaptées aux
besoins spécifiques de chaque patient. Ainsi, par exem-
ple, la survie aprés premiére greffe de rein de cadavre des
patients de 15 a 45 ans non diabétiques est de 88% si la
greffe a été réalisée entre 1981 et 1983 alors qu'elle n'était
que de 68% si elle a été faite avant 1975 (5).

La qualité de vie de ces patients s’'est aussi largement
améliorée, tant par I'introduction de nouvelles modalités
de dialyse leur assurant une autonomie maximale comme
I'hémodialyse a domicile, I'autodialyse, la dialyse périto-
néale continue ambulatoire que par les progrés de la
transplantation rénale.

Néanmoins, ces différents traitements sont trés colteux
pour la collectivité, contraignants pour le patient et
justifient pleinement la recherche et l'application de
mesures destinées a prévenir I'l.R.C.T., tant au niveau de
la santé publique qu’au niveau individuel.

Glomérulaires, insterstitielles ou vasculaires, les iésions
responsables de I'insuffisance rénale sont dans I'ensem-
ble bien démembrées et leur étiopathogénie souvent
suffisamment connue pour permettre des gestes préven-
tifs: conflit immunitaire aboutissant a la gloméruloné-
phrite chronique, abus de médicaments néphrotoxiques,
hypertension artérielle menant a la néphroangiosclérose,
infections urinaires et hydronéphrose,
diabéte sucré, néphropathie héréditaire.
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Les glomérulonéphrites chroniques, qui
regroupent encore 30% des I.LR.C.T. en Eu-
rope (5), restent les néphropathies pour
lesquelles on dispose le moins de moyens
de prévention ou de traitement précoce.
Cependant, la compréhension de plus en
plus approfondie des mécanismes déclen-
chants, souvent immunitaires et I'arsenal de
plus en plus précis d'immunosuppresseurs
et d'immunomodulateurs permet d’espérer.
Ainsi, le pronostic du syndrome de Good-
pasture, caractérisé par ['association
d’hémoptysies mortelles et d’'une gloméru-
lonéphrite extracapillaire rapidement pro-
gressive, a été transformée par I'association
plasmaphérése, cyclophosphamide, corti-
coides (9). Dans d'autres régions du globe,
des maladies infectieuses, en particulier pa-
rasitaires tropicales, sont responsables de
glomérulonéphrites chroniques et leur trai-
tement précoce évite I'atteinte rénale (17).

L'abus chronique d'antalgiques com-
posés contenant de la phénacétine ou I'un
de ses dérivés est responsable d’une propor-
tion d'l.LR.C.T. allant de 1,6% en France a
13,4% en Belgique (2) et 20% en Suisse (1 1).
Au Grand Duché de Luxembourg, une étude
menée dans notre département montre que
9% des patients hémodialysés dans notre
centre entre aoat 1977 et mai 1981 I'étaient
du fait de I'abus manifeste de tels médica-
ments (1). | est acquis aujourd’hui que
I'arrét précoce de ces médicaments arréte la
progression de I'insuffisance rénale. Recon-
naitre cette cause de néphropathie chez un
patient donné n'est pas toujours chose fa-
cile, mais s'il peut étre convaincu d’arréter la
prise de ces médicaments, le bénéfice esf
considérable, d'autant plus qu'ils sont aussi
notamment associés a des uroépithéliomes.
Quoique n’'ayant pas du tout la méme impor-
tance au niveau épidémiologique, une multi-
tude d'autres médicaments sont également
néphrotoxiques.

Presque toujours une conséquence de
I'hypertension artérielle, la néphroangio-
sclérose est responsable en Europe de 8,6%
des insuffisances rénales terminales (5),
avec d'importantes différences régionales.
Ainsi, une étude menée dans notre départe-
ment a montré que 39% de nos patients en
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hémodialyse 1976 a fin 1980 I'étaient du fait
de I'hypertension artérielle (8). Or, I'hyper-
tension artérielle, gros facteur de risque
cardiovasculaire et affection fréquente s'il
en est dans nos régions, est curable aujour-
d’hui moyennant des régles hygiénodiété-
tiques simples associées a des médicaments
de mieux en mieux tolérés. La normalisation
de la pression artérielle, intervenant préco-
cément, stabilise la fonction rénale au ni-
veau atteint.

Pyélonéphrites chroniques, obstructions
urinaires chroniques par malformation, li-
thiases ou tumeurs, sont la cause de quel-
que 19% des I.R.C.T. en Europe (5). Traitées
suffisamment tot par une diététique adaptée
(boissons  abondantes, éventuellement
régime pauvre en calcium, . . .), une antibio-
thérapie adéquate et une chirurgie a visée
conservatrice, elles devraient mener sensi-
blement moins souvent a I'LR.C.T. Dans
d'autres parties du monde (Afrique, Asie,
Caraibes, Amérique Latine), la bilharziose
urinaire reste une cause majeure d’'l.R.C.T.,
curable et méme enrayable a un stade
avanceé.

Aux Etats Unis d'Amérique, la prévalence
du diabéte sucré est de 1,6% (dont 85 & 80%
du type diabéte de la maturité), son inci-
dence est de 0,3% par an; 3 000 nouvelles
I.LR.C.T. d'origine diabétique sont enregis-
trées chaque année, correspondant au quart
des patients en dialyse (4). En Europe, l'inci-
dence des I.R.C.T. d’origine diabétique va de
4 par million d'habitants par an en Grand-
Bretagne a 14 par million d'habitants par an
en Suede (3).Classiquement, la néphropa-
thie glomérulaire diabétique se caractérise
par l'association a une rétinopathie d'une
hypertension artérielle et d’'une protéinurie,
survenant plus de dix ans aprés le début du
diabéte et évoluant inéluctablement vers
I'l.LR.C.T., la moitié des patients atteignant ce
stade sept ans aprés que la protéinurie ait
atteint 0,5 g/24 hrs (14). Aujourd’hui, les
diabétiques qui risquent de développer I'at-
teinte rénale peuvent étre détectés beau-
coup plus tét par I'apparition d'une éléva-
tion du débit de filtration glomérulaire ou
d'une microalbuminurie (de 5 a 20 g/min)
actuellement détectable dans de nombreux
laboratoires de biochimie clinique (12,15). Il
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a été récemment démontré que, chez ces
patients, un strict contréle glucidique peut
permettre la normalisation du débit de filtra-
tion glomérulaire, la disparition de la micro-
albuminurie, évitant le passage de la
néphropathie diabétique caractérisée, qui
reste irréversible (7). Mieux encore, de nou-
veaux espoirs sont nés de contrdler certains
diabétes sucrés juvéniles au stade tres
précoce, sans insuline, du moin a court
terme (13)

Les néphropathies héréditaires sont res-
ponsables en Europe de 13,5% des L.R.C.T.,
dont 9,7% pour la seule polykystose de
I'adulte (5). Leurs modes de transmission
génétique sont maintenant bien connus per-
mettant de donner les conseils appropriés.
Qui plus est, il sera bientét possible, par
ponction amniotique in utéro au débutd’'une
grossesse, de savoir si un foetus développe-
ra ou non une polykystose rénale (16).

Lorsqu'il s'avére impossible d’agir sur le
facteur causal de I'insuffisance rénale chro-
nique, ce qui reste le cas par exemple de
nombreuses néphropathies glomérulaires,
différentes mesures aspécifiques restent
souvent efficaces pour en ralentir I'évolution
défavorable de fagon significative, par le
controle optimal de la pression artérielle et
par un régime hypoprotidique (10).

Sans aucun doute, nous pouvons attendre
de la recherche médicale, fondamentale et
clinique, les moyens d’augmenter sensible-
ment les situations ou l'urémie terminale
pourra étre prévenue. Dés a présent mainte-
nant, une large part des |.R.C.T. pourrait
théoriquement étre évitée par des mesures
collectives de santé publique et par des
mesures individuelles. Dans les pays en voie
de développement, les mesures collectives
sont essentiellement orientées vers la lutte
contre les maladies infectieuses, par exem-
ple I'amibiase et la bilharziose: dans les pays
développés, elles sont axées sur les régles
hygiénodiététiques préconisées aussi dans
la prévention des maladies cardiovascu-
laires et sur la mise en garde concernant les
antalgiques composés contenant de la
phénacétine ou I'un de ses deérivés. Au ni-
veau individuel, le réle du médecin et en
particulier du médecin de famille est irrem-

-~

plagable dans l'information et les mises en
garde spécifiques qu'il peut procurer & son
patient.

Summary

Today, with the improvement of the mana-
gement of the end stage renal failure
(ESRF), both survival and quality of life of
these patients are acceptable. Howewer, the
human and financial costs of these treat-
ments justify the search and the application
of all possible preventive measures. Accor-
ding to their background, many cases of
ESRF could now be prevented, especially
those related to analgesic drug abuse and
hypertension, but many cases of pyelone-
phritis, hereditary kidney disease, probably
diabetes mellitus associated and some glo-
merular nephropathy.
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