(3). After discussion of recognized infective risk factors, the
610 HBV-positive donors from the same period, of whom 83
were born in India or Pakistan, were asked about any other
potential blood exposures. None reported self-flagellation.
At the time of posttest counseling, no previous HTLV re-
sults were available for donors reporting self-flagellation or
for their family members. Until the known modes of vertical
and sexual transmission have been excluded by such results,
the likelihood of self-flagellation as an infective risk factor
remains unclear. Although India and Pakistan are not known
to be geographic risk areas for HTLV-1, few prevalence stud-
ies are available (4), and HTLV-1 is commonly present in
small geographic foci (35). In addition, a noticeable degree of
transmission through communal self-flagellation would first
require a raised prevalence of infection among the practicing
group. We look forward to further research that may clarify the
apparent link between self-flagellation and HTLV-1 infection.

Australian governments fund the Australian Red Cross Blood
Service for the provision of blood, blood products, and services
to the Australian community.

LETTERS

References

1. Polizzotto MN, Wood EM, Ingham H, Keller AJ; Australian Red
Cross Blood Service Donor and Product Safety Team. Reducing
the risk of transfusion-transmissible viral infection through blood
donor selection: the Australian experience 2000 through 2006.
Transfusion. 2008;48:55-63.

2. Tang AR, Taylor GP, Dhasmana D. Self-flagellation as
possible route of human T-cell lymphotropic virus type-1
transmission. Emerg Infect Dis. 2019;25:811-3. https://doi.org/
10.3201/eid2504.180984

3. Trépo C, Chan HL, Lok A. Hepatitis B virus infection.
Lancet.2014; 384:2053—-63. https://doi.org/10.1016/S0140-
6736(14)60220-8

4. Niazi SK, Bhatti FA, Salamat N. Seroprevalence of human T-cell
lymphotropic virus-1/2 in blood donors in northern Pakistan:
implications for blood donor screening. J Coll Physicians Surg Pak.
2015;25:874-7.

5. Gessain A, Cassar O. Epidemiological aspects and world
distribution of HTLV-1 infection. Front Microbiol. 2012;3:388.
https://doi.org/10.3389/fmicb.2012.00388

Address for correspondence: Claire E. Styles, Australian Red Cross
Blood Service, GPO Box B80, Perth, Western Australia 6838, Australia;

email: cstyles@redcrossblood.org.au

Corrections
Vol. 25, No. 3

Figure 2 contained incorrect values in Cross-Border Movement of Highly Drug-Resistant Mycobacterium tuberculosis from Papua
New Guinea to Australia through Torres Strait Protected Zone, 2010-2015 (A. Bainomugisa et al.). The corrected figure is provided,
and the article has been corrected online (https://wwwnc.cdc.gov/eid/article/25/3/18-1003 _article).

All TB cases diagnosed in Torres
Strait Protected Zone among
Papua New Guinea residents

(2010-2015)

n=134

Clinical diagnosis only

n=17

Isolates available for WGS

n=117 Unavailable for further
> analysis
n=14%
DNA extracted and WGS
attempted
n=103
Failed WGS quality control
n=3
WGS successful
n=104%

Figure 2. Flow diagram of included Mycobacterium tuberculosis
isolates from Papua New Guinea citizens residing in Torres
Strait Protected Zone, 2010-2015. *Isolates unable to grow or
were contaminated. tIncluded were 4 additional isolates among
Queensland residents that were a part of an epidemiologic
cluster linked to the Torres Strait Protected Zone. TB,
tuberculosis; WGS, whole-genome sequencing.

Vol. 25, No. 9

Clostridioides was misspelled in Risk for Clostridioides difficile Infection among Older Adults with Cancer (M. Kamboj et al.).
The article has been corrected online (https://wwwnc.cdc.gov/eid/article/25/9/18-1142_article).
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