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To the Editor:— The impact of disease prevalence on post-test
disease probability cannot be understated and Agoritsas, et al.
demonstrate clearly that their survey population tends towards
overestimation of disease probability given a positive test result:
themajority of respondents in each category chose the 95–99.9%
option. The authors assert that incorporating disease prevalence
(or prior probability) is not intuitive to clinicians and they propose
as evidence the observation that physicians who were not
provided with prevalence data in their study still “guessed” at
post-test probability. However, it is unclear to the reader if these
subjects even had the option in their survey to reply “cannot be
determined,” since Table 1 indicates that 100% of these respon-
dents did in fact select a post-test probability. Conclusions drawn
from this arm of the study are therefore limited.

This trial underscores the limitations of teaching arithmetic-
based Bayesian calculations to medical trainees, since such
statistical calculations are clinically cumbersome to implement if
only because the terminology used to evaluate laboratory tests is
not intuitive. The concepts are, however, quite intuitive and it has
been shown that 95% of physicians who do take into consider-
ation test characteristics in interpreting results do so in a

“informal direct method”1. Rather than thinking in terms of
ratios, odds, or nomograms, it is ideal to know which tests are
good for ruling out and which are good for ruling in and when to
use them. Leaving the mathematical heavy lifting to those who
develop evidence-based guidelines in diagnostics permits clin-
icians to utilize Bayesian principles at the bedside without their
knowing it. A good example is the extensivework done to optimize
d-dimer testing and imaging in evaluating a patient for PE2,3. The
trial by Agoritsas et al. reminds us that clinicians do need this
structure in order to properly use and interpret diagnostic tests.
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