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Z. Slim and S. Bernatsky reply
To the Editor:
Indeed, self-report is not a perfect method to ascertain rheumatoid arthritis
(RA) cases. RA is not a well-defined disease from the perspective of a lay
person; therefore, underreporting and/or overreporting are very possible in
health surveys1. The objective of our study was to highlight the issue of
misclassification error, which is inherent in both self-report and health
administrative data. Given the problems with estimating RA prevalence
using a single source of information (including self-report), we provide an
analytical approach to obtain unbiased prevalence estimates, using multiple
data sources. Indeed, our results are consistent with the premise that the
unadjusted prevalence estimate of self-reported RA in CARTaGENE is an
overestimate [2.9%; 95% credible interval (CrI) 2.6–3.1] compared to the
adjusted one (1.3%; 95% CrI 0.07–3.2)2, which were both reported in our
article. 
      In the literature, a wide range of RA prevalence estimates are evident,
between 0.4% and 8% worldwide3,4. Such estimates rarely adjust for
misclassification error. Some have attempted to validate self-reported
questionnaire data against medical charts5. However, previous research has
shown that using medical charts to validate population-based data may
overlook some chronic disease cases, particularly if one care provider is the
single source of charted information6. Further, using a reference standard
such as clinical verification by a doctor or using RA classification criteria
across many participants in large prevalence studies is cumbersome and
rarely practical. Therefore, self-report surveys and health administrative
databases represent cost-effective and feasible sources of data for RA preva-
lence estimates, even though they are not perfect. 
      Comparing our results to other recent Canadian studies, we note that in
our study, the 3-year 2010 RA point prevalence estimate among adults aged
40–69 years, combining self-report data with administrative billing code
information, was 0.9% (95% CrI 0.7–1.2). This estimate exactly matches
the RA prevalence estimate (0.9%) from a study using Ontario administrative
health data (without adjustment for imperfect case definitions)7, although it
is somewhat higher than the adjusted RA estimate (0.48%) that we generated
in Quebec in 2008 using only health administrative data8. In the 2005
Canadian Community Health Survey, self-reported RA prevalence was about
3.8%9, which is very similar to our self-report data. 
      To address the issues of false positives and false negatives in any single
data source, we continue to recommend the use of multiple data sources
(where possible), and to adjust for the inherent misclassification error in each
data source.
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