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Reply:

We thank Drs Miller, Loewen, Szeinuk, and Noonan for their comments and insights 

regarding the burden of asbestos-related disease (ARD) among current and former Libby 

residents, as well as on our publication.1 We agree with Dr Loewen’s observation that local 

physicians may not have noted ARD in this cohort of screening participants. This could have 

resulted in under-ascertainment of nonmalignant, ARD mortality. (Note that we reported 

results for asbestosis, a nonmalignant disease defined as interstitial pneumonitis and fibrosis 

caused by inhalation of asbestos.2) Still, the asbestosis SMRs we reported ranged from 82 

(among workers categorized as “other asbestos occupation”) to 558 (among household 

contacts) in comparison with a national reference population. These SMRs clearly indicate a 

striking excess of nonmalignant ARD in the screening cohort.

We also agree that the results from our analysis only represent the cohort of participants in 

the Agency for Toxic Substances and Disease Registry and Montana Department of Public 

Health and Human Services screening programs; across the decades in which the Libby 

vermiculite operation was active, there were likely other persons exposed to Libby 

amphibole asbestos who did not participate in those screening programs (possibly due to, as 

suggested, out-migration from Libby, or other factors).
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We further agree that mortality studies in general benefit from pairing death certificate data 

with objective clinical measurements. In this case, expert interpretations of chest radiographs 

were available for the majority of participants. As noted, CT has greater sensitivity than 

chest radiographs to asbestos-related changes,2 but were not used in our analysis due to CT 

data being unavailable for the majority of the screening cohort.

Finally, that the majority of the cohort may have been too young (more than 50% were 

younger than 50 years of age at the time of screening) to have developed ARD indicates that 

continued monitoring of Libby residents and further mortality updates should be considered 

to detect trends in ARD. The continued work of Drs Miller, Loewen, Szeinuk, and Noonan 

and others offers insights about the natural history of disease among Libby patients.
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