
divergence between the uptake of DMSA and the glomerular
filtrationrate has been documented(4).This furthersupports the
notion that DMSA uptake reflects â€œfunctioningtubular massâ€•as
opposedto â€œglobalrenal function.â€•
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Reversible Thallium-201 Perfusion Defects in Right
Bundle Branch Block and Normal Coronaiy
A@m

TOTHEEDITOR.@Ina recentpaperpublishedinTheJournalof
NuclearMedicine(1),Dr.Wei-JenShihandcolleaguesdescribea
case of reversible @Â°â€˜Tlperfusion defect of the septal and infer
oapical segments in a patient with incomplete right bundle branch
block (IRBBB)and normalcoronaiy angiogram.

Fromthe abovepaper,it seemsthatthe authorshave linked
IRBBBwiththe findingof @Â°â€˜Tlperfusiondefectduringexercise
testing. We would like to express our doubtsconcerningthe
linkage suggested between IRBBB and the @Â°â€˜Tlstress test.

It is well known that 1%â€”3%ofall myocardialinfarctionsoccur
without demonstrableevidence of significantcoronaiy atheroscie
rosis(2,3).Thispercentagemaybe as highas 17%inpatientsless
than 36 yr old (4). The etiology is probably vasospasm with a
higherincidenceof coronaryspasmrelatedto acutemyocardial
injuiy in the inferiorwallwhen comparedto anteriorwall infarc
tion (5â€”7).Indeed, the case we refer to shows a perfusion defect
in the inferiorwall.

It is well acceptedthatisolatedRBBBin a youngandappar
ently healthy individual cannot, of itself, be taken to indicate
prima facie evidenceof organicheart disease and shows no in
creased incidence of coronaiy ischemic heart disease (8).

Inthelightofthe abovefactstogetherwiththerelativelyyoung
age (34yr) of the patientdescribedby Shihet al., it is more logical
to saythatwhattheauthorshavedescribedis acaseof acoronary
spasm event in a relatively young patient and that there is no
connection between the IRBBB found in this patient and the
perfusion defect shown during the stress thallium scan.
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REPLY:WethankDrs.MargulisandGolanforreadingandcom
menting on our recent paper (1). Although our patient was rela
tively young (34 yr) with incomplete right bundle branch block
(IRBBB),his clinicalmanifestationsand coronaryrisk factors
(heavysmokingfor 22 yr and familyhistoryof heartdisease)
justifiedproceedingwith 201'flmyocardialimaging,which yielded
reversibledefects and subsequently led to a coronaryangiogram.
Wecouldnotignorethesefactorsjustbecauseof theindividual's
relative youth.

Weagreethatisolatedrightbundlebranchblockmayoccurin
normalpatients(2â€”4).We also agreethatmyocardialinfarction
can occur in young patients without demonstrable evidence of
significant coronary atherosclerosis. There are multiple suggested
mechanisms by which patients with normal epicardial coronary
arteries can have myocardial ischemia, includingvasospasm, as
Drs. Margulis and Golan suggest, as well as embolic events, small

vessel disease (5â€”7)and myocardial injuryinvolving the inferior
wallmoreoftenthantheanteriorwall.Reversibleredistributionof
our patient's 201'flimages mainly involves the septal wall and the
inferoapical wall. Actually, those references (5â€”7)regarding cor
onaryarteryspasmrelatingto myocardialinfarctionor ischemia
indicatepreferableinvolvementof the septalwall.

In rare instances, exercise can induce coronary spasm, result
ing in reversible 20111perfusion defects without significant coro
nary stenosis.In the previousreports, the patientswith exercise
induced reversible perfusion defects are almost always
accompaniedby typical exertional anginaand ST-segment eleva
tion on ECG (8â€”12).Our patient did not have angina nor ST
segment elevation during his treadmill exercise test. Thus, our
patient's reversibledefects are not likely due to exercise-induced
coronary spasm. As a matter of fact, exercise @Â°â€˜TlSPEC!' in
patientswith various types of intraventricularconduction distur
bance may result in a false-positive scan in the septal wall (13). In
that report, patients with transient septal defect included two
patients with RBBB and 11 patients with RBBB and left-axis
deviation.Our results agreewith their findings(13).
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Iodine-131 Characteristics

TOTHEEDITORI havea rightto expectthatwriters,editors
andespeciallyreviewersof articlesaboutcontaminationfrom131!
would know the characteristics of the nucide. When 131!decays,
about 0.7%becomes l3lmXe.Seven-tenthpercent is a negligible
amountof the usual dose of 131!,but when Ibis and &ierwaltes
talk about gigabecquerels, that tiny amount becomes many mega
becquerelsof a heavy gas with a 12-dayhalf-life.This medium
energylevelgamma-emittinggas is not easilyconfinedin openair
space.Thus,whenan l3lmXepatient'shandlersareâ€œtestedfor
contaminationâ€• by measuring their thyroid uptakes, I expect nu
clear medics, especially Beierwaltes, to know that the thyroid will
be silent. Only moronic NRC inspectors want the thyroid tested
for l3lmXe.

I publishedthisdecaydatain 1968butlearnedaboutit before
1950from people who published it following the first â€œfailureâ€•of
the Hanfordreactorin 1944.Thatis almosta halfcenturyago.
Pleasetellyourreviewersthatsometimesa decayproductof a
nuclide is also radioactive.Thatfact was publishedby Rutherford
in 1898,almosta hundredyearsago. Do you peopleknowthat
thereis a verygoodlibrarydowntheroadfromyouroffice?

Marshall Brucer cccccccccc
Tucson, A,@zona
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