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REPLY: Thank you for allowing us to respond to Drs. Adams
and Kwee, who caution readers about the utility of 18F-FDG in
this letter, as they have done in many others (1–6). We thank
them for their comments on our article (7) and appreciate their
perspective on 18F-FDG, which, though imperfect, remains internationally regarded as the functional imaging agent of choice
for patients with lymphoma.

REFERENCES
1. Adams HJ, Kwee TC. Interim PET-CT scan in advanced Hodgkin’s lymphoma
[letter]. N Engl J Med. 2016;375:999.
2. Adams HJ, Kwee TC. A negative 18F-FDG-PET scan can never exclude residual
disease [letter]. Nucl Med Commun. 2016;37:102–103.
3. Adams HJ, Kwee TC. Prevention of large-scale implementation of unnecessary
and expensive predictive tests in Hodgkin’s lymphoma [letter]. Lancet Haematol.
2017;4:e63–e64.
4. Adams HJA, Kwee TC. Do not abandon the bone marrow biopsy yet in diffuse
large B-cell lymphoma [letter]. J Clin Oncol. 2015;33:1217–1218.
5. Adams HJA, Kwee TC. In regard to Ceriani et al. [letter]. Int J Radiat Oncol Biol
Phys. 2017;97:869–870.
6. Adams HJ, Kwee TC. Neither posttreatment PET/CT nor interim PET/CT using
Deauville criteria predicts outcome in pediatric Hodgkin lymphoma [letter]. J
Nucl Med. 2017;58:684–685.
7. Kaste SC, Snyder SE, Metzger ML, et al. Comparison of 11C-methionine and
18 F-FDG PET/CT for staging and follow-up of pediatric lymphoma. J Nucl
Med. 2017;58:419–424.

Sue C. Kaste*
Monika Metzger
Barry L. Shulkin
*St. Jude Children’s Research Hospital
262 Danny Thomas Place, Mail Stop 220
Memphis, Tennessee 38105
E-mail: sue.kaste@stjude.org
Published online Apr. 27, 2017.
DOI: 10.2967/jnumed.117.190652

Linear No-Threshold Hypothesis at the Hospital:
When Radioprotection Becomes a Nosocomial
Hazard

TO THE EDITOR: The article by Siegel, Pennington, and
Sacks, “Subjecting Radiologic Imaging to the Linear No-Threshold
Hypothesis: A Non Sequitur of Non-Trivial Proportion,” is an important and timely contribution (1).
Because of the irrational fear of radiation fostered by the linear
no-threshold hypothesis, patients forgo necessary medical examina-

tions and scientific societies issue guidelines that actually may harm
patients. Radioprotection at the hospital has become a nosocomial
hazard, and the patients who are likely to suffer the most from this
radiophobia are children and pregnant women.
Without any clear scientific rationale, aggressive policies of
dose reduction are being implemented for pediatric imaging,
especially for CT scans (2). It has been estimated that, because of
excessive dose reduction, 1 in 20 pediatric abdominal CT scans
may be nondiagnostic (3). Moreover, flagging any amount of
dose as dangerous has the predictable effect of spreading radiophobia to the parents: more than 5% of emergency CT scans for
children are refused by parents concerned about radiation risk
(4).
Pregnant women are subjected to imaging protocols that
would be deemed unethical if used for any other patient.
According to the lung scintigraphy guidelines of the European
Association of Nuclear Medicine and Molecular Imaging,
pregnant women with suspected embolism should undergo a
2-d lung scan protocol, especially during the first trimester: a
perfusion scan on the first day followed by a ventilation scan on
the next day only if indicated (5). When evaluating this approach
on 27 first-trimester pregnant women, Bajc et al. found that the
ventilation scan could be avoided in only 14 of them. Among
the 5 women who eventually were diagnosed with embolism, the
diagnosis was postponed until the following day in 4 (6). The
fact that official guidelines propose delaying the diagnosis of a
life-threatening disease to avoid a fetal dose smaller than that
received during a few hours of air travel is an egregious example
of how modern radioprotection thinks inside a box. The goal of
dose reduction is pursued single-mindedly regardless of scientific evidence, countervailing goals, side effects, and societal
costs.
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