Prx. Division of these two relations yields
ERPFI,/ERPFI( - (Ul./Ult) (BL/BR) (TR/TI.)
This equation may be compared with the assump-
tions suggested by Dr. Reese when it is noted that
ERPF./ERPF; = 1, that

ERPF]./ERPF]( pu—
(Ur./Uy) (B1. ERPFy/By ERPFy) (71¢/71.)

Since

BL ERPFT = ERPF]
and

Br ERPF.. = ERPF,;

1= (Ul,/Un) (mn/71.)

or

Ul,/Un = TL/Tu

as we stated. This result also precludes the nccessity
of concluding that 3.33 5« 2.

We regret that Dr. Reese was misled by our fig-
ures. There was, in fact, no data from normal sub-
jects in Figs. 3, 4, or 5. Over half of the patients
with both split-function test and the RP/ED had
unilateral disease. In the majority of our data we
do not have ERPF, /ERPF,, — 1. As shown in Fig.
3, only a minority of the flow fractions were in the
range of 0.4-0.6. This could happcn only when most
of the flow ratios were less than 0.67 or greater than
1.5. In addition, Fig. 4 shows that the relation
Uy/Ug = r./m holds even for flow fractions on
the order of 0.2 or 0.8, or ERPF ratios of about
0.25 and 0.12, our lowest value.

The tubular transport times reported are not com-
parable to the conventional ‘“‘transit” times of com-
partmental analysis [as a glance at Eqs. 6 or 7 on
p. 112 of (1) will show], sincc they estimate transit
within tubular lumina only. “Cortical transit times”
referred to by Dr. Rcese are believed to be a com-
posite measurcment of OIH flow through the proxi-
mal tubular cells and thc transport of the OIH in
the lumen of the nephrons (3,4). The intracellular
flow and content of OIH has becen considered in
detail in the excellent work of Wedeen (2).

Dr. Recse has stated three possible ways to esti-
mate the distribution volume (and hence ERPF)
in his letter. Strictly speaking, we do not use any
of thesc methods since our initial conditions begin
with thc assumptions that OIH has alrcady cntered
all of the body compartments. Analysis is based
upon thc conditions assumed to cxist after mixing
is completed. The solutions of Egs. 1, 5, and 11

along with the adjoined initial conditions, accounts
for the initial distribution. Detailed analysis of the
solution shows that the initial distribution of isotopc
must be included in the analysis.

Finally, Dr. Reese asserts that ““A creatinine clear-
ance of 26 ml/min ‘goes’ with an ERPF of about
130 ml/min.” This relationship does not nccessarily
pertain in the sick kidney (5). Onc must be prepared
to separate the effects of disease on a glomerulus with
relatively little reserve capacity from that on tubular
cells which have an cxtremely efficient mechanism
for OIH transport (6) and a sizable (1000-fold)
reserve capacity. It does not surprise us that a pa-
tient with arteriolarnephrosclerosis, glomerular ne-
phritis, or acute transplant rejection will have a
significant dissociation betwecn ERPF and GFR.
Indced this is a partial justification for this work and
PAH studies. Dr. Reese is quite right to obscrve this
separation; indeed review of our paper will show
dissociation is also present in other cases (Figs. 7-9).
The creatinine clearance fraction was particularly
useful in our initial cvaluation of MC (Fig. 7) who
suffered renal vein thrombosis.

We would like to thank Dr. Recse for his interest
in our work.

JOSEPH A. DeGRAZIA

P. O. SCHEIBE W. R. FAIR
P. E. JACKSON J. M. VOGEL
Z. J. LUCAS L. J. BLUMIN

Stanford University School of Medicine
Stanford, California
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INTRAPERITONEAL """Tc-SULFUR COLLOID DISTRIBUTION

The March issue of the Journal of Nuclear Medi-
cine contains a concise communication by Drs. Tully,
Goldberg, and Loken (J. Nucl. Med. 15: 190-191,

Volume 15, Number 11

1974). We have used ""™Tc-sulfur colloid prior to
intraperitoncal installation of therapeutic radiocol-
loids for a number of years. A preliminary report of
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this application was noted in a Letter to the Editor
of the British Journal of Radiology (1). The tech-
nique that we use is similar to that reported by Tully,
et al except that we instill the sulfur colloid and take
gamma camera images prior to instilling the thera-
peutic radiocolloids. One can then evaluate the ade-
quacy of distribution before the therapeutic dose is
instilled, allowing one to avoid an unsatisfactory or
potentially hazardous installation.

The first example demonstrates what we feel is an
unsatisfactory distribution. Figure 1A is a posterior
view of the patient’s lower abdomen with the patient
in the knee—chest position. This indicates that the
activity is primarily located in the lower abdomen
and pelvis. Figure 1B is an anterior view of the same
region again demonstrating the confinement of ac-
tivity to the lower abdomen. The lower marker indi-
cates the level of the symphysis pubis. Figure 2 is a
right lateral view of the lower abdomen of another
patient indicating loculation of the sulfur colloid in
the anterior abdominal wall or loculation in the
peritoneal space. The linear activity is from an an-
terior abdominal wall marker.

In the first situation, we felt that we should limit
the therapeutic radiocolloid to less than the usual

FIG. 1. Posterior view (A) and anterior view (B) of lower ab-
domen with patient in knee—chest position.

THE AUTHORS’ REPLY

We would like to thank Charles Teates and William
Constable for their comments. We were unaware of
Dr. Constable’s Letter to the Editor in the British
Journal of Radiology.

We quite agree that the injection of ?*™Tc-sulfur
colloid prior to the installation of the 32P-chromic
phosphate suspension should accurately predict the
distribution of the chromic phosphate in the body
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FIG. 2. Right lateral view of lower abdomen.

amount due to the uneven distribution in the ab-
domen. In the second situation, the therapeutic col-
loid was not instilled because this would result in a
high local radiation dose to the anterior abdominal
wall. A catheter was later surgically inserted in the
abdomen and many adhesions were evident. The dis-
tribution was still not satisfactory and the therapeutic
colloid was not instilled.

We agree with Tully, et al that **™Tc-sulfur colloid
is a good agent for demonstrating the distribution of
therapeutic colloids in the abdomen. We would rec-
ommend performing the diagnostic study prior to
instilling the therapeutic colloid in what may be a
potentially dangerous distribution.

CHARLES D. TEATES
WILLIAM C. CONSTABLE
School of Medicine
University of Virginia
Charlottesville, Virginia
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cavity being treated if one assumes that the two
agents will occupy the same space and are distributed
in a similar fashion.
TIMOTHY E. TULLY
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