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LETTERSThese letters are selected from rapid responses posted 
on bmj.com. Selection is usually made 12 days after print 
publication of the article to which they respond.

ESTIMATING HIV PREVALENCE

A cautious note on household 
surveys in poor settings
The World Health Organization’s HIV prevalence 
estimates have recently been adjusted 
downwards, mostly because of new data from 
population based surveys.1 But such surveys 
are limited by surveyor bias—they are typically 
performed on large numbers of respondents 
by small numbers of surveyors—and this could 
disproportionately influence (worldwide) HIV 
prevalence estimates.

In 2007 a population based household survey 
in a sub-Saharan country randomly assigned 
eight trained nurses to perform medical 
interviews and collect oral fluid samples for 
anonymous HIV testing on 2452 people. The 
estimated HIV prevalence was 12.7%.

The figure shows weekly HIV positivity 
estimates collected during the survey, stratified 
by nurse. HIV positivity in samples obtained 
by one nurse (“H”) increased to more than 
80% during the second phase of the survey. 
No significant differences were found in age, 
sex, education, income, marital status, or 
household demographics of respondents visited 
by nurse “H” compared with the other nurses. 
The areas assigned to nurse “H” were identical 
to those assessed by three other nurses, none 
of whom showed similar results. When all 
313 respondents sampled by nurse “H” were 
excluded, HIV prevalence dropped from 12.7% 
(95% CI 11.4 to 14.0) to 9.6% (7.3 to 11.8).

If one nurse in 10 produced 50% false 
positive results, estimated HIV prevalence 
would be 1.2, 1.5, or 2.6 times higher than it 
should be in 15%, 6%, or 2% HIV prevalence 
settings, respectively.1 Retrospective analyses 

of household survey data are recommended to 
avoid basing HIV global needs assessments on 
flawed prevalence rates.2  3
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DATA OPENNESS

Reporting of absolute risk
In arguing that abstracts should always contain 
absolute risks, Gigerenzer and colleagues 
do not tackle the practical limitations of this 
recommendation.1 They do not mention for 
whom the absolute risks should be reported. 
Absolute risk reduction (ARR) depends on 
baseline risk and the event rate, each of which 
varies by age, sex, prevalent disease, and 
comorbidities, so ARRs should be reported 
separately for each variable. Furthermore, event 
rates are often lower in trial participants than in 
unselected populations. To increase the external 
validity of the ARR, investigators may use 
existing published event rates. If this approach 
is followed, how can the uncertainty in the 
population event rates be combined with that in 
the observed relative risk reduction to produce 
accurate confidence intervals for the ARR?

Meta-analyses often pool trials with different 
event rates and different ARRs. In this situation, 
how should the ARR be reported? Because 
neither the average ARR nor that for any one trial 

accurately reflects the results of the pooled trials, 
a range of ARRs would need to be reported.

Most journals have stringent word limits for 
abstracts. Fitting all the existing requirements 
for abstracts that conform to the CONSORT/
PRISMA guidelines within these word limits 
is difficult. Accurately conveying valid and 
generalisable measures of absolute risk requires 
a large number of words. Unless word limits 
for abstracts are relaxed, or the format for 
reporting clinical trials is restructured, what 
existing requirement should be removed so that 
absolute risks can be added?
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Absolute risk reduction
Reported results from trials of screening for 
abdominal aortic aneurysms in men over 65 
years provide another example of misleading 
communication of risk.1 All trials report a 
40-50% relative reduction in mortality for 
abdominal aortic aneurysms with screening. 
Sounds fantastic, but the absolute risk 
reduction is a paltry 0.4%. All publications 
included the absolute data but focused on 
the relative risk reduction. For example, in the 
report of the 10 year results of the UK MASS trial 
the “What this study adds” box (which many 
busy readers may limit themselves to) stated: 
“About half of all aneurysm related deaths 
should be prevented by a national screening 
programme.”2 Although no deliberate attempt 
to mislead was made, enthusiasm for screening 
was not tempered with reflection on the small 
size of the absolute risk reduction.
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