
LETFERS TO THE EDITOR

an ERPF value greater than or equal to 557 mi/mm. In our com
puter program this reduces itself to a single statement [1F
(X.GT.I20)ERPF= 557].Sincethisyieldsanessentiallynormal
ERPF, there is negligible diagnostic error generated by the
limit.
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False-PositiveLiverScanDueto SpIneDeformIty
Liver scintigraphy is well establishedfor the diagnosisof many

hepaticdiseases.However,variousfalse-negativeand false-positive
studieshavebeenreported.With regardto falsepositives,previous
literature (1â€”10)describesmanycausesofscanabnormalities.This
letter reports a false-positive liver scan resulting from marked
kyphoscoliosis.

A 60-year-old man, with proven squamouscell carcinoma of the
lung and suspectedhepatic metastasis,was referred to our de
partment for a liver scan. He had a 40-yr history of cigarette
smoking and had recently noticed lossofweight and a productive
cough.On examination, heappearedto becachectic,with marked
kyphoscoliosis.There wereaudible carotid bruits and poor respi
ratory excursion. Left cervical and bilateral femoral lymphade
nopathywerenoted.The liver extended9 cm belowthe right costal
margin. The chestradiographshoweda massmeasuring8 X 8 cm,
which was located in the left lung, and also showedevidenceof
kyphoscoliosis.The ECG showedleft-ventricular hypertrophyand
nonspecific ST-I abnormality. The liver scan (Fig. 1) showeda
defect along the posterior margin of the right hepatic lobe. The
subsequentbonescanshowedmarked scoliosis.

There are multiple causesof false-positiveliver scan:residual
bariumin thecolon(1), dextrogastria(2), hypernephroma(3.4,7),
gallbladder impression(4,6.8,9), the inferior venacava fossa(6),

FIG. 1. Uver scintiphotos.(Tc-99msulftr colloid)Top:anteriorview,
normalappearance.Bottomleft ri@t lateralview, showingdistorted
appearance with a concave area of photondeficiency in posterior
aspect of liver. Bottom right posterior view, normal appearance
of liver and spleen.

pancreaticmass,splenicenlargement,rib indentation,adrenaland
lymph-node metastasis,subphrenicfluid collections(4), localized
hepatic thinning, retroperitoneal neuroblastoma(7), and cardiac
impression at the superior border of the left hepatic lobe (10).

There havealsobeenreportsof vertebral pressuredefectsin the

FIG. 2. (left) Bonescan(Tc-99mmedronatesodium)of the thoracic
and lumbar spine, right lateral view. RadIoactivity in lumbar spine
correspondstoareaof photondeficiencyseeninrightlateralview
of liver (Fig.1, bottom left).

FIG. 3. (rIght) Bone scan of thoracic and lumbar spine, posterior
view: marked lateral thoraco-lumbar scoliosis.
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midline due to lordosis(6). Our patient hadmarkedkyphoscoliosis
to the right asseenon the bonescan;consequently,the liver scan
showedan abnormality along the margin ofthe right hepaticlobe.
This might beexplainedeitherby indentationof the liver or by
photon absorption due to the deformed spine.We think the latter
more likely in this case.This is felt to besobecausethe defect is
seenonly in the right lateral position and not on the others. The
subsequentbonescan(Fig. 2) alsoconfirmed that the exact area
of the liver scan abnormality corresponds to the spinal
anomaly.

Wheneverdoubt existsregarding the interpretation of the liver
scan, extra studies should be done to elucidate the diagnostic
problem. These may include 1-131rose bengal studies for gall
bladder fossa(4,6,8,9), the recently developedTc-99m iminodi
acetic acid (HIDA), Tc-99m pyridoxylideneglutamate,or renal
scansfor retroperitonealmasses,or rapid sequentialcardiacimages
todefinetheimpressionofthesuperiorborderofthe leftlobe(/0).
Most important, however,is careful physical examination, which
should beperformed on everypatient who is referred to a nuclear
medicine department.
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Tc-99m GlucoheptonateRenal ImagIng:CongenItal
Mesoblastlc Nephroma

The mesoblasticnephromais the mostcommonrenal neoplasm
seenduring the first few weeksof life (1). The tumor is also re
ferred to as leiomyomatous hamartoma, fetal mesenchymalha
martoma, and fetal renal hamartoma. It must be distinguished
from the congenital and potentially malignant Wilma' tumor
(2).

Clinically,themostcommonpresentingfeatureofa mesoblastic
nephromais a largeasymptomatic flank mass,aswasnotedin our
newborn patient. Our evaluation consistedof a standard radio
graph of the abdomen,which showeda large masswithout calci
fication, and an ultrasound examination, which confirmed a solid
left renal mass.A Tc-99m glucoheptonate (2 mCi) renal scan
demonstrated two functioning kidneys with marked discrepancy
in size.No focal defectswerenoted(Fig. 1).At surgerya large left
renal tumor was removed.The sectionsindicated that the tumor
wasa mesoblasticnephroma.

In general,renaltumorsinchildrenâ€”suchasWilms'tumor,
mesoblasticnephroma, hypernephroma,and angiomyolipoma
producefocal renal defectswith radionuclideimaging. The patient
illustrated is an exception. The histopathology of the tumor cx
plained the scintigraphic appearance.The kidney was infiltrated
by a masscomposedof fibrous and mesenchymal stroma that
isolatedand surroundedislandsof normal glomeruli and tubules,
but with preservationof complete nephrons.The tracer wascon
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FIG. 1. Tc-99m glucoheptonaterenal Im
ages,posteriorview. Notetwo functioning
kidneys. Arrow marks kidney with large
mesoblastic nephroma.
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