
Dynamic Parathyroid CT: Are 2 Phases Sufficient?
We read with interest the recent case series by Gafton et al,1 sharing

their experience with dual-phase CT of the neck for detection of

parathyroid hormone (PTH)–secreting lesions. To date, much of the

literature on multiphasic CT for detection of parathyroid adenoma

has focused on the overall diagnostic performance of the technique

and less on the specific features of PTH-secreting lesions that differ-

entiate them from normal tissue.2-4 In conjunction with recently

published data by Beland et al,5 the bar graph depicting mean en-

hancement values for parathyroid hormone–secreting lesions, thy-

roid tissue, lymph nodes, and submandibular glands is a welcome

step toward establishing criteria that are predictive of a PTH-secreting

lesion.

We wish to make an observation regarding the data presented in

this article, as to how they differ from our experience and how this

difference may impact clinical scanning protocols.

Gafton et al1 noted that all tissue other than PTH-secreting lesions

accumulated contrast between the arterial and venous phases. Our

experience has been different. We typically note a mild degree of

contrast washout in thyroid tissue between the arterial and venous

phases. This is likely related to slight differences in scan timing. The

protocol described by Gafton et al begins scanning at 25 seconds

after the initiation of a 120-mL contrast bolus delivered at 3 mL/s.

Given the speed at which a 64-row multidetector scanner covers the

imaged volume, it is possible that the thyroid gland had not yet

reached peak enhancement during the arterial phase imaging in their

series.

At our institution, the arterial phase scan is performed 30 seconds

after the initiation of a 120-mL contrast bolus delivered at a rate of 4

mL/s, and the venous phase is performed at a 60-second delay. This

slight difference in timing leads to a reversal of the arterial-to-venous

attenuation relationship in thyroid tissue, which can obscure a PTH-

secreting lesion adjacent to the thyroid gland. This issue is easily re-

solved by looking at the precontrast images, which we often find very

useful.

While we agree wholeheartedly with efforts to reduce medical ra-

diation to the minimum necessary levels, we believe that the optimal

protocol for dynamic parathyroid CT remains an active question.
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