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Renoevascular Hypertension

Anfimpertant and potentially: correctanie
calISe: eff secondany nypertension

Ereguency: varies With populatien studiead
m [Less than 1% of mild! ter moderate HilFN

x MUCh mere common: With acute, SEVEere or
refiractery: HiiN




Suggestive Clinical Einaings

Onset of HTNprier te) 30! yo,
particularly it ne EH or other risk
factors (Ie olhesity)

Onset of severe (=stage: Il or
160/90) HIIN after age 55

Resistant H1IN — not contrelled on
3 driugs at therapeutic doses

Acute rise in BP ever previously
stablerlvaseline

Malignant HTIN'= severe HiliN with
end organ damage: (ARE, HE,
neurelegic change, papllledema
retinal hemorrhages)

Acue rise In creatinine (=30%)
withr ACE-I

Moederate ter severe HilN 1 patient
wWithr unexplained atrephic Kidney
Or asymmetric kidney: size
(=1.5cm)

Moderate: te severe HTN in
patients withr difftse.
atheroesclerasis (7hruit)

Moderate te severe HIN with
recurrent acute pulmoenarny edema

?Hyponatremia: (Unclear etiology)




Screening for Renovascular
IHypertension

Medical therapy withr RAAS blockade (ACE-I;, AREB, direct
renin Inhikiters) and diuretic (I necessany) s indicated 1n
all patients withrrenevascular HilN:

Often guite effective

Therefere, do not screen for renevascular HTN unless
discovery: ofi a stenesis Would alter treatment (Ie'an
Interventien Would e perfermed)




Screening Tests for Renovascular
HTN

Renall arteregraphyiis gold standard

Noninvasiveraltemativesiinclude
= MRA
m CTA
s Duplex Deppler ultrasenegraphy.

Other tests now felt te e not useful due te Inferior accuracy.
s Captopril renal scintigraphy
s Selective renall veln renin measurements
s Plasma renin activity:




Diagnostic Imaging| Tests for
Renevascular HiiN

Increasingly: used as first line screening
test.

Sensitivity approaches: 100% with
specificity’ 71-96% in populations;at
high risk eff atheresclerotici disease.
Less useful for patients with
fibremuscular dysplasia.

Gadolinium contraindicated for GFR<30

Sensitivity: and specificity in excess of
05% for detection ofi maini renall artery.
lesions Nl patients with histery.
suggestive of renevascular HTN.

Contrast must lbe given. With low GER;
CI' contrast preferable tor gadelinium.

Duplex Doppler Ultrasenography.

Noninvasive
Highly operator dependent
Can take up to 2 hours, ter perform

In good hands, sensitivity: 85% and
specificity: 92%

Jiest charactenstics, do) vany with
population studied.

Noeninvasive testing moest helpful in
moderate risk patients.

For highi risk patients, MR or CT
reasonable alternative to angiography.

For patients at low: risk for
renoeyvascular HTN for whem: diagnesis
needs; to) be pursued, angiography.
preferred: (ie EMD).




Treatment of Renovascular HTN

Diagnosis efi renovascular =N
requires
= Doecumentation off >75% Stenosis
= One or more of clinical features
sUggesting that stenesis; plays an

Important rele i elevated BP (see
slide 3).

Discovery: ofi an incidentall stenesis
at cathr should not prempt
revascularzation

Patients with atheresclernotic
renovascular HTiNFhave CAD
eguivalent and should have
aggressive risk factor reduction
according to published guidelines

Tihree options

a Medical therapy: — indicated!in
all patients (i tolerated)
Angieplasty, generally with
stenting

SUKGEeny.

Revascularization, usually with
stenting), warranted for >75%
lesions and oner of fiellowing

= Resistant HTN

= Malignant HTN

= |nability te tolerate medications

= Recurrent flash pulmenary edema




Revascularization vs Medical
Therapy,

Several randomized trials have examined
this issue, mest netably ASTRAL

Other than slight reduction in number: of
medications used, none demonstrated a
significant benefit from| stenting

Limitations
x  Many patients liad steneses that were
not clinically significant (50-70%).
Patients excluded if doctoers felt they
“definitely” needed! revascularzation

Primary outcome was progression of
chrenic kidney disease, not BP control

In'a meta-analysis ofi 1208 patients
undergoing stenting, 4 deaths were
repoerted andl 12 renal artery perforations or
dissections

Surgery. Isiindicated with
n Multiple small renal arteries

x  Early primary branching ofi main; renal
artery
Need for aertic reconstruction near
remal arteries.

Death rate 3-7% In these high risk
patients.

Revascularization prenably net helpiul
In patients withradvanced kidney,
disease (Ie creat = 3)




Bilateral Renal Artery: Stenesis; and
RAS assoclated CKD

Medical therapy with ACE=I" +/-
ditretic safe i majority of patients
with HDrsignificant bilateral renal
artery Stenesis.

ACE-I mediated reduction i GER will
occur but ofteninot clinically: significant

= Only 5-10% will-have: large
[ncrease in Scr

Eirst step would e to step
diuretic

A minerity. of patients are unable
to have simultaneous BP' control
and stable renal function, and ' in
these patients revascularnzation
should be considered

Theoretic concern of chroenic renal
hypeperfusion; andf atrophy. in these
patients with medicall therapy. Risk of:
thisiis unclear.

Chroenic medical therapy off RAS  also
rUNS risk of progression ofi Stenoesis
andl eventuall relatedl renall fanlure:
s 21 patients with bilateral RAS and 3
year fellew-up

17 stable renal function

4 had 5026 increase in Scr

2 of those 4 on dialysis

But, everall mortality rate was 43%
withr MI and HE being major culprits

= [hese patients often succumh; of
atherosclerotic disease: of Gther ergans




Conclusions

Renovascular HTN IS rare inr everall population: but fairly: commen; inf SpPeCIfic
sulgreups

Agaressive risk factor moedification Is warrranted: (CAD: equivalent)

All' patients should be treated with RAAS bleckade +/- diuretic. This is
generally: well toelerated even withr bilaterall disease.

Screening should enly: eccur fer patients in when revascularization would
e perfonmed. MRA first chieice, angiegraphy: gold standard.

Revascularnzation (generally’ stenting) Is ofi arguabler benefit BUt pronaibly
plays seme rolein patients withi relatively: preserved renal function; and
difificult ter contrel hypertension, perhaps with hypertension related
complicatiens




