
its in Safety Code 6 and other interna-
tional standards (as were measured in
the schools), then our conclusion seems
justified.

To clarify another point, we made
no attempt in this study to compare the
measured levels of radiofrequency radi-
ation to background radiation levels.
Although it is true that the radiofre-
quency radiation levels measured in our
study are much higher than naturally
occurring (background) levels, this is
necessary to make a radio system func-
tion properly.

Finally, with reference to Cridland’s
last remark, it has been known for some
time that the physical properties and ef-
fects of x-radiation and radiofrequency
radiation on matter are vastly different.
As Cridland implies, ionizing radiation (x-
rays) at low intensities possess sufficient
energy to directly break chemical bonds
in material such as DNA. This is not the
case with the radiofrequency radiation in-
vestigated in this study, which possesses a
photon energy at least 6 orders of magni-
tude lower than that of x-rays.

Artnarong Thansandote, PhD
Gregory B. Gajda, MASc
Radiation Protection Bureau
Health Canada
Ottawa, Ont.
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Imaging errors

Ihave read with interest the recent
CMAJ series on tuberculosis. As a

radiologist, however, I feel compelled
to comment on the article on extrapul-
monary tuberculosis.1

Fig. 1 does not show left mid-
ureteral narrowing and upper tract di-
latation. It shows multifocal right
ureteral disease and irregularity of the
urinary bladder wall. There may be up-
per urinary tract dilatation, but this is
mostly obscured.

Fig. 2 does not show narrowing of
the L3–L4 disk, nor does it show a fill-
ing defect in the intrathecal contrast.
The narrowing is at L4–L5, where
there are changes associated with disci-
tis. The intrathecal contrast shows ex-
trinsic compression on the thecal sac at
this level; a filling defect implies an in-
trathecal abnormality.

Fig. 3 does not show miliary nod-
ules. These may be present on the orig-
inal film but are not evident on this
poorly reproduced image. A magnified
view of one portion of the lung, care-
fully reproduced, would be necessary to
show miliary nodules.

Fig. 4 shows a destructive process
within the bone rather than inflamma-
tion of the meninges. The meninges
are not seen on bone-windowed CT
images. Inflamed meninges can gener-
ally be seen only on contrast-enhanced
MRI scans.

Given the importance of imaging to
modern diagnosis, and the ease with

which high-quality images can be made
and reproduced in the electronic era,
there is no excuse for poor reproduc-
tions and errors such as these. The title
page affirms that this article has been
peer reviewed; I assume that none of
these peers has expertise in imaging.
Perhaps CMAJ would be better served
by ensuring review of diagnostic images
by a radiologist before publication.

John Clark, MD CM
St. Michael’s Hospital
Toronto, Ont.
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[The author responds:]

John Clark is correct that the imag-
ing of the tuberculous lesions would

have been much more accurately de-
scribed had an expert in imaging been
involved at the point of peer review.

In Fig. 1, the narrowing at mid ureter
is indeed obscured. The changes in the
right ureter are in fact present, but they
were less obvious in the initial illustra-
tion than the obstructed left ureter. In
Fig. 2, the error in calling the lumbar le-
sion 3-4 instead of 4-5 was mine. In Fig.
3 the miliary lesions were apparent in
the film but lost definition in the print-
ing process. In Fig. 4 the bone lesion is
indeed the most obvious one.

Clark points out the critical impor-
tance of imaging in the diagnosis of tu-
berculosis. Without daily interaction
with radiologists I would be unable to
function. Would that I had consulted
them in the final drafting of the paper.

Anne Fanning
Division of Infectious Diseases
University of Alberta Hospital
Edmonton, Alta.

Dialysis patients with
tuberculosis
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We noted with interest the preva-
lence projections by Douglas

Schaubel and colleagues for end-stage
renal disease in Canada to 2005 and
their impact on health care utilization.1

We would like to highlight an additional
comorbid condition that will likely affect
the management of these patients.

We recently established, for the first
time on a population basis, the risk of
tuberculosis (TB) among dialysis pa-
tients in British Columbia.2 All cases of
TB in British Columbia are reported to
Tuberculosis Control, and specific risk
factors for TB including dialysis are
identified. Likewise, all individuals re-
ceiving dialysis are registered in a cen-
tral registry. We compared the dialysis
and TB registries for the study period
and identified all confirmed active cases
of TB. We determined that the risk of
TB among the dialysis population is
25.3 (95% confidence interval
22.86–31.49, p < 0.001) times greater
than that for a similar age-matched

population.
This marked increase in the risk of

active TB brings with it 2 important
messages. Dialysis patients should be
screened for the presence of tubercu-
lous infection; although a significant
proportion of patients many be anergic,
many retain their ability to mount a re-
sponse.3 In the presence of a positive
purified protein derivative (PPD) re-
sponse, isoniazid chemoprophylaxis
should be strongly considered. We re-
cently reported the therapeutic option
of twice weekly, directly observed
chemoprophylaxis4 and in the context
of hemodialysis this represents an ideal
way to ensure completion of therapy.
Our finding should also alert physicians
to the importance of considering TB in
the presence of fever in their dialysis
patients.

J. Mark FitzGerald, MD
R. Kevin Elwood, MB
S. Chia, MD
Tuberculosis Control

BC Centre for Disease Control Society
Vancouver, BC
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Correction

In Table 2 of the recent article by Tej
Sheth and colleagues,1 the death rate

for men of European origin in the cate-
gory “other cardiovascular disease”
should have been 105.9, not 05.9. We
regret this error.
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