TABLE VIIIt-Comparison of risk estimates from studies of Japanese atomic bomb survivors, National
Registry for Radiation Workers, and combined cohort of nuclear workers in United States
Atomic homb survivors"0
Whole cohort

Person years

Collective dose (man Sv)
Range of doses

Excess relative risk per Sv
(900/ confidence interval):
All malignant neoplasms

Leukaemia

Lifetime risks, % per Sv
(90% confidence interval):
All malignant neoplasms
Leukaemia

Doses <_500 mSv

American

Workers

75 991

workers*

95 217

35 933

2 185 000

1 218 000

18 000
0-4 or more

0-0-5

0-41t
(0-32 to 0-52)
542(3-8 to 7-1)

0-38t

2-4

45

(3 to 5)1j

0-45

(0-3 to 0-55)[~
*Workers at Hanford, Oak Ridge and Rocky Flats.'
tAll malignantneoplasms
excluding leukaemia, hased on all

all registered cohorts and updated dose histories (including internal doses) and have a longer follow up,
will provide a firmer basis for deriving risk estimates
from low dose and low dose rate exposures.

705 000

3 198
0-0-5 or more

1 140
0-0-5 or more

0-47

-0-99
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ages.

tAll ages at exposure.

5Derived hy the International Commission on Radiological Protection applying dose and dose rate effectiveness

factor of 2 to data on Japanese survivors.
IApproximate values hased on Japanese data.
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Detection of functional iron

deficiency durilng erythropoietin
approach

Radiat Res 1989;120:19-35.
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(Accepted 19 December 1991)

We conducted a multicentre prospective study of a
new and more direct method of detecting iron deficient
erythropoiesis. This entailed serial measurement of the

treatment: a new

percentage of hypochromic and microcytic red cells in
the circulation with an automated blood count analyser.
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Cohort size
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for Radiation Workers provide valuable evidence, and
future analysis of the registry, which will incorporate
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Our method of detecting functional iron deficiency
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count analysers. The measurements reflect the iron
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parenteral iron supplementation (2 ml iron dextran
(Imferon, Fisons Pharmaceuticals, Loughborough)
weekly for four weeks). In all cases the percentage
hypochromia subsequently fell to within the normal
range after six to 14 weeks, with a corresponding
increase in the haemoglobin concentration.

