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Answer is E

The question relates I think to the DASH trial

DASH trial — A different approach was evaluated in the Dietary Approaches to Stop Hypertension (DASH trial) [11]. Rather than evaluating sodium intake or weight loss, DASH randomized 459 patients with blood pressures of less than 160/80-95 mmHg to a control diet low in fruits and vegetables, a diet rich in fruits and vegetables, or a combination diet rich in fruits and vegetables and low-fat dairy products and low in saturated and total fat (the last is called the DASH diet). The following observations were noted in which the blood pressure reductions were expressed in relation to the fall in blood pressure seen with the control diet:

· The fruits and vegetables diet reduced the blood pressure by 2.8/1.1 mmHg and the combination diet reduced the blood pressure by 5.5/3.0.

· These effects were more pronounced in patients with hypertension. With the combination diet, for example, the blood pressure fell 11.4/5.5 mmHg in hypertensives versus 3.5/2.1 mmHg in the normotensives.

· The antihypertensive effects were maximal by the end of week two with any of the diets and were then maintained for eight weeks.

Low sodium DASH — The low sodium DASH trial evaluated the effect of varying sodium intake in combination with consuming the DASH diet described above [12]. In this study, 412 participants were randomly assigned to a control or DASH diet and, within each diet, ate foods with three levels of sodium content (3.5, 2.3, and 1.2 g) for 30 days each. The following results were reported:

· Independent of sodium intake, the DASH diet resulted in significantly lower systolic and diastolic blood pressure levels than the control diet. With the high, intermediate, and low sodium intakes, the systolic pressure was 5.9, 5.0, and 2.2 mmHg lower with the DASH diet than with the control diet, respectively. Comparable values for the diastolic pressure were 2.9, 2.5, and 1.0 mmHg lower with the DASH diet.

· With either diet, lowering the sodium intake reduced blood pressure levels, an effect observed among those with and without hypertension, and among different races and gender.

· When different phases of diet were compared, the most significant decrease in blood pressure was observed between the high sodium control and low sodium DASH diets, as a comparative overall reduction of 8.9 and 4.5 mmHg in systolic and diastolic blood pressures, respectively, was noted with the low sodium DASH diet. This benefit was even more significant among hypertensive individuals. Compared to those consuming the high sodium control diet, a mean systolic blood pressure that was 11.5 and 7.1 mmHg lower was found among patients with and without hypertension, respectively, who were consuming the low sodium DASH diet.

Further analysis of this trial found that benefits with a low sodium DASH diet extended to nonhypertensive patients, particularly those older than 45 years of age [13]

Thus, the combination of a low sodium and DASH diet resulted in the most significant benefit, with decreases in blood pressure comparable to those observed with antihypertensive agents. Benefits of this low sodium and/or prudent diet were observed in most patient subgroups, including older and even nonhypertensive individuals [14].

Another section from Up to date

In well-controlled randomized trials, the overall impact of moderate sodium reduction is a fall in blood pressure in hypertensives and normotensives of 4.8/2.5 and 1.9/1.1 mmHg, respectively (show figure 1) [6]. In most trials, however, the extent of sodium reduction was either too short or too moderate to fully ascertain the antihypertensive potential of sodium reduction. At least six weeks of lower sodium intake [7] and a minimum of a 100 meq/day reduction may be needed to fully observe an effect [8]. Nevertheless, although the falls in blood pressure observed in normotensives are small, they could, if sustained over long periods, provide considerable protection against cardiovascular morbidity and mortality [9].

SUMMARY — Although a very low sodium diet may have adverse cardiovascular effects, the evidence for both safety and efficacy of moderate sodium restriction is overwhelming [6-8,38]. It will usually lower high blood pressure and may prevent the onset of hypertension. Thus, the 1997 sixth Joint National Committee report [47] and the World Health Organization-International Society of Hypertensive (WHO/ISH) guidelines [48] recommend moderate sodium restriction as part of the nonpharmacologic therapy of hypertension.

The recommendation is to reduce dietary intake from the usual 150 to 200 meq/day down to 100 meq/day (approximately 2.3 g of sodium or 6 g of salt [one gram of sodium = 44 meq; one gram of sodium chloride contains 17 meq of sodium]). (See "The sixth Joint National Committee report"). The American Heart Association recommends that dietary salt consumption be less than 108 meq/day (6 g salt/day) in the general population and a lower level in subjects who are hypertensive [49].

Since 80 percent of dietary sodium is derived from the sodium added in food and drink processing [50], the easiest way to achieve meaningful, population wide reduction is by lowering the amount of sodium added by food processors. This can be accomplished in a gradual manner with no loss in taste [51].
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? is there more to the question

Here is a bit on Captopril scans in the assessment of renovascular hypertension:

Renogram following ACE inhibitor — The nonstimulated renal scan has a false negative rate of 20 to 25 percent and is therefore of limited efficacy as a screening test [3]. However, the predictive value of radioisotope scanning can be increased by enhancement with captopril. Oral captopril (25 to 50 mg) is given 1 hour before the isotope is injected [4,14-16]. The efficacy of this test is based upon the typical ACE inhibitor-induced decline in GFR in the stenotic kidney, often accompanied by an equivalent increase in GFR in the contralateral kidney due to removal of angiotensin II-mediated vasoconstriction. (See "Renal effects of ACE inhibitors in hypertension"). The net effect is that the difference between the two kidneys is enhanced.

A marker of glomerular filtration, such as DTPA, or compounds that are secreted by the proximal tubule, such as hippurate and MAG3, have been used. The latter may be more reliable in patients with renal insufficiency [5].

There are two major criteria for a positive ACE inhibitor renogram [15,16]:

· Decreased relative uptake with one kidney accounting for less than 40 percent of the total GFR.

· Delayed peak uptake of the isotope to more than 10 to 11 minutes, well above the normal value of 3 to 6 minutes. This criterion allows each kidney to be evaluated separately, making possible the detection of bilateral renovascular disease.

There may also be slower washout of the isotope in the stenotic kidney, as evidenced in unilateral renal artery stenosis by more than a five minute delay in washout on the involved side [16]. This criterion may be best evaluated with a compound such as hippurate, which is secreted into the tubules rather than only being filtered [16].

An abnormal scan after an ACE inhibitor should be followed either by a scan without medications (to see if the abnormalities were more prominent with the ACE inhibitor as would be expected with a vascular lesion as opposed to a parenchymal disease) or by arteriography if there is a relatively high clinical index of suspicion of renovascular disease.

The sensitivity and specificity of the ACE inhibitor scan may, in high-risk populations, exceed 90 percent for high-grade stenotic lesions and for a successful antihypertensive response to correction of the stenosis [4,15,16]. In one study of 100 patients who underwent arteriography, for example, 59 had significant renal artery stenosis [17]. The positive and negative predictive values were 85 to 90 percent; thus, a negative test missed 10 to 15 percent of affected patients. The predictive values would be much less in low-risk patients and in patients with bilateral disease of roughly equal severity.

