
though the cause of biliary reflux in gallbladder disease is
unknown, altered fluid dynamics of bile flow through the
biliary tree may sufficiently increase the pressure of the
bilious contents at the duodenal end of the pylorus to over
come the sphincter pressure, and thus account for the reflux.
A potential role for enterogastric reflux of bilious duodenal
material in the pathogenesis and symptomobogy of gastric
ulcer, reflux esophagitis, functional dyspepsia, and postgas
trectomy complications has been entertained (4).

As illustrated by this case, the recognition of the ab
normal bile flow dynamics that may occur in disease, such as
enterogastric reflux, is crucial in the interpretation of
cholescintigraphy.
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Depletion Regimens for Radioiodine Therapy of
Thyroid Carcinoma

TO THE EDITOR: The article by Maruca (1) has reported
some interesting kinetic data in the iodine depleted individ
ual. It is appropriate to recall that in 1973 Barandes (2)
described similar findings in the iodine depleted thyrotoxic
patient. They reported results following iodine loading.

More recently, Powell (3) has reported highly successful
application of the low iodide diet in the management of
patients with thyroid cancer. The difference between their
experience and that of the Hershey group is probably the
resumption of replacement therapy with loading doses 24 hr
after treatment. They also discontinue the low iodine diet at
the same time. In light of Barandes' observations, it is antici
pated that this will result in the retention ofradioactive iodine
in the thyroid gland, thus improving the radiation dose dcliv
ered and also resulting in the reduction in whole body radi
ation dose. This step almost certainly will retain radioactive
iodine in the thyroid so that therapy will be more effective and
the whole-body radiation dose diminished.

Our experiencewith a very low iodine intake in thyroid
cancer patients suggests that the low iodine diet in the man
agement of thyroid cancer should not be discarded until Dr.
Powell's, Barandes', and Becker's recommendations have
been tested in this group of patients.

GeorgeJackson
Harrisburg Hospital
Harrisburg, Pennsylvania
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REPLY: We completely agree with Dr. Jackson'sconclusions
that low iodine diet in the management of thyroid cancer
should not be discarded until full evaluation of iodine kinetics
has been conducted with each of the proposed regimens. We
await with interest the full peer reviewed publication from the
studies of Drs. Powell and Bloom.

Richard J. Santen
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Imaging in Patients with Heterotopic Bone Formation

TO THE EDITOR: I read with interest the report by Orzel
and Rudd (1) concerning the correlation ofclinical, laborato
ry, and imaging results in patients with heterotopic bone
formation (HBF). In particular, the finding of a transient
drop in serum calcium is a fascinating discovery. The authors
are to be congratulated for their work. I hope that this study
will be a stimulus for further research involving a prospective
lookat the changesinserumcalciumin thisdisease,and I also
look forward to a prospective examination of the role of the
three-phase bone scan for both the detection and staging of
disease activity with HBF. This disorder is relatively uncom
mon in routine hospital practice, and I hope that the staff ofa
trauma center like Harborview Medical Center, with its high
number of spinal injury rehabilitation patients, will further
evaluate this interesting disease.

I wouldliketo pointout that their Fig. 1has beenprevious
ly published in the radiobogic literature in the form of a case
report concerning myositis ossificans and the three-phase
bone scan (2), and its prior publication should be acknowl
edged. The fact that this striking case has appeared twice in
the medical literature may re-enforce the finding that the
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