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Abstract 

Th.: study wa>. conduct.:d on 50 cases, 39 males and 11 

f.:mal.:s. tl11.:ir ag.:~ ranged from 17 to 65 years. These cases were 

referr.:d mamly to the nude;II medicine unit of Radio-diagnosis 

dt:p;u·tnH.:nt. Ain Shams Uuiv.:rsity Hospitals. 

All thcs.: pati.:nts (including 3 pal!.:nts with renaltr;utspl;uttation) 

w.:re suff.:ring from n~oderate to s.:ven: hyp.:rt.:nsion and were 

referred by their physicians to do r.:nal scan in order to coniinn or 

exdudc Reno-vascular di.>.:a>.e as a cause uf hypertension. 

All th.:sc 50 cases were exanun.:d by captopril renal scintigraphy. 

Angwgraphy was done ior 2~ ca:ses. Blood urea nitrogen and 

serum creatinim: were estimat.:d for 30 cas.:s. renal duplex was 

done fur 18 cases. Reno-vascular hypertension accounts for less 

th;ut 15% of hypcrt.:nsion and vanes 11-om 0.5% Ul unsdeclcd 

hypcrtcnsiv.os to 45% in highly s..:lectcd population. Its diagnosis is 

very import;uJt b.:caus.: of its pot<:ntial curability by surg.:ry or 

angioplasty and its correction pr..:vents a further progr..:ssion of ;u1 

ischaemic r..:nal insuiliciency. 

In m;uty cases the renal art<:ry stenosis IS incidental and is not the 

cause of hypertension and pal!ents do not benefit fiom surgery or 

balloon dilatation. 

ln our study. w.: us..:d captopril renography to detect functwnal 

rt:nal art.:ry stt:nosis and w.: found that wh.:n renography is clearly 

positiv.:, the likdihood of finding ha.:modyn;unically signific;mt 

renal <Lrtery sknosis is very high whit.: when a post captopril 

renography is clearly n.:gat1VC, haemodyn;mJically renal art.:ry 

st<:IlOSIS IS .:xtremdy unlikely and renal angiography can be 

avoided In patients wah bord.:rline n:sults in whid1 a high index 

of clinical suspicion cx1sis, pcrlomJ;uJc.: of angiography would bc 

indicat.:d. 
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