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rate, mild diffuse lung accumulation, and someuptake at the site
of the dialysis catheter (Fig. I ). The peritoneal cavity showedno
excessradiogallium uptake. RecoveryofGa-67 from thedialysate
was 0.57% of the dose in the first I 2 hr after administration and
0.66%during thesecondI2-hr period.Plasmaactivity wasI .4%
of the doseper liter at I6 hr and 0.9%at 40 hr. Gallium-67 activity
in the dialysate is plotted against time in Fig. 2. Plasmaclearance
of Ga-67 by peritoneal dialysis was 0.7 mI/mm, so a negligible
quantity of radiogallium isclearedby peritonealdialysis. A likely
explanation is that radiogallium is protein-bound; as shown by
Marlette Ctal. (6) in a group of hemodialysispatients,only small
quantities of radiogallium remain free to be dialyzed from the
plasma. In their study, 0.5-8% of the injecteddoseof radiogallium
was removed by hemodialysis. They emphasized,however, that
the most reliablequantitation in their studywasthe oneperformed
with ultrafiltration, in which 0.5% of the injected dose was di
alyzed. This agreeswith our resultsofO.S7and 0.66%removal in
two successiveI2-hr periodsof peritoneal dialysis.

These data demonstrate the feasibility of Ga-67 scanning in
patients on peritoneal dialysis.

While this investigation wasgoing on the patient becameafe
brile. No definite causefor her fever hasbeenfound.
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In-I I I DiVA Detectionof CerebrospinalFluid
Leakagefromthe ThoracicSpine

Scinticisternography isofvalue for the location ofa leak of cc
rebrospinal fluid in rhinorrhea or otorrhea (1 ,2). In addition, there
are reportsof contrast myelographydemonstrating posttraumatic
dural diverticula, cysts, and fistulae from the spinal canal (3,4).
In our literature search we were unable to find a reported diagnosis
of a cerebrospinal fluid leak involving the spinal canal by the in
trathecal administration of a radiopharmaceutical.

Our case was a 24-year-old woman who was involved in an au
tomobile accident a few weekspreviously. At that time shepre
sented with blunt injuries to the head and abdomen and a flail
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FIG. 1. Escapeof rediopharmaceuticalis notedfrom lower thoracic
spine. No significant activity was seen in intracranial cisterns.

chest. She was referred for a cisternogram after a neurosurgical
consultationfor symptomsof orthostatic headaches,dizziness,and
nausea,which were relieved by recumbency.

In theroutineviewsthe In-I 11DTPA studyshowednosignif
icantactivity reachingthe intracranialcisterns.A scanoverthe
spinalcanaldemonstratedtracer lossfrom the lower thoracic spine
(Fig. 1).

Following the cisternogram, tomograms of the thoracic spine
were performed and revealeda previously unsuspectedfracture
involving the posterior elements, with subluxation (â€œchance
fracture,â€•Fig. 2).

A contrastmyelogramalsoshowedescapeof thecontrastma
terial into the right posterior hemithorax (Fig. 3).

This casedemonstrates the location of a transdural escapeof
radiopharmaceutical in a patient with a history compatible with
a cerebrospinalfluid leak through tearsin the arachnoidspaceand
dura. It also showsthat the useof scinticisternography neednot
belimitedonly tocasesofcerebrospinalfluid rhinorrheaor otor
rhea.

FIG. 2. There is compression of T-8, T-10, andT-11,andanterior
subluxationof T-9 on T-10.
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FIG.3. There is escape of contrast mediaat level of T-9. There is
alsosomeextrinsiccompressionof columnofcontrastatthesame
level.

B. DEAN
A. CHACKO
Tripler Army Medical Center

Honolulu,Hawaii

REFERENCES

I . ASHBURN WL, HARBERT JC, BRINER WH, et al: Cerebro
spinal fluid rhinorrhea studied with the gamma scintillation
camera. J Nuci Med 9:523â€”529,1968

2. OMMAYA AK, Di CHIR0 G, BALDWIN M, et al: Non-trau
matic cerebrospinal fluid rhinorrhea. J Neuroi Neurosurg
Psychiat31:214-225,1968

3. WILSON C, JUMER M: Traumatic spinal-pleural fistula.
JAMA 179:812-813,1962

4. ZILKHA A, REISS J, SHULMAN K, et al: Traumatic sub
arachnoid-mediastinal fistula, case report. J Neurosurg 32:
473-475,1970

ParaspinalMetastasisof Wilms'TumorVisualized
on BoneImaging

Extraosseous localization of bone imaging agents has been found
to occur in various soft tissueneoplasms(1â€”3),for example,Tc
99m phosphatecompoundsin neuroblastomas(4-6). It haseven
beensuggestedthat uptake of Tc-99m phosphatecompoundsby
a soft tissuetumor in a pediatric patient is almost pathognomonic
of a neuralcrest tumor (5). We presentan isolated,thoracic para
spinal metastasisof Wilms' tumor that demonstrated uptake on
a Tc-99m methylenediphosphonate(MDP) boneimageand thus
mimicked the scintigraphic appearanceofa thoracic neuroblas
toma.

A 2-year-oldboyhada left nephrectomyfor Wilms'tumorwith
no evidenceof local tumor spread.Chest radiographsand radio
nuclide liver-spleen and bone images were normal. Following

FIG. 1. Anteroposteriorspot film of lower mediastinumfrom
esopha@amdemonstratingleft paraspinalmasscorrespondingto
location of abnormal activity on bone image.

surgery, the child received chemotherapy with vincristine and
actinomycin-D. Approximately 2 mo later, a left posterior mcdi
astinal mass (Fig. I) was discovered on a routine examination.
Diagnostic considerationswerea paraspinal abscess,neurenteric
cyst, neuroblastoma (primary or metastatic), or an unusual, iso
lated metastasisof Wilms' tumor. A CT scan of the chest and
abdomen confirmed that the mass was paraspinal and entirely
intrathoracic in location, with no calcification, and showed no

FIG.2. Posteriorbonescintigramdemonstratingabnormalsoft
tissue activity in left paraspinalregion (arrow),with normal uptake
byadjacentbonystructures.
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