Chapter 7

Statistical Inference for Non-inferiority

of a Diagnostic Procedure Compared

to an Alternative Procedure, Based

on the Difference in Correlated Proportions
from Multiple Raters

Hiroyuki Saeki and Toshiro Tango

Abstract In a clinical trial of diagnostic procedures to indicate non-inferiority,
the efficacy is generally evaluated on the basis of the results from multiple raters
who interpret and report their findings independently. Although we can handle the
multiple results from the multiple raters as if there were a single rater by considering
consensus evaluations or majority votes, this handling is not recommended for
the primary evaluation. Therefore, all results from the multiple independent raters
should be used in the analysis. This chapter addresses a non-inferiority test, confi-
dence interval and sample size formula, for inference of the difference in correlated
proportions between the two diagnostic procedures based on the multiple raters.
Moreover, we illustrate the methods with data from studies of diagnostic procedures
for the diagnosis of oesophageal carcinoma infiltrating the tracheobronchial tree and
for the diagnosis of aneurysm in patients with acute subarachnoid hemorrhage.

7.1 Introduction

In situations where an accepted standard diagnostic procedure exists, it is possible
to plan a clinical trial to confirm that a new diagnostic procedure is superior
to the standard diagnostic procedure. However, if it will be expected that the
efficacy of the new diagnostic procedure is not lower than that of the standard
diagnostic procedure and the new diagnostic procedure is less or non-invasive,
less or non-toxic, inexpensive or easy to operate in comparison with the standard
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procedure, we can plan a non-inferiority study. A non-inferiority study of two
diagnostic procedures is designed to indicate that the sensitivity or specificity of
the new diagnostic procedure is no more than 100A percent inferior compared
with the sensitivity or specificity of the standard procedure, respectively, where
A(0 < A < 1)is apre-specified acceptable difference between the two proportions.
In general, sensitivity is defined as the probability that a result of a diagnostic
procedure is positive when the subject has the disease, and specificity is defined as
the probability that a result of a diagnostic procedure is negative when the subject
does not have the disease. These two measures are very important to evaluate the
performance of the diagnostic procedure. However, these measures are calculated on
the basis of different populations of subjects. Therefore, we consider the statistical
inference for the difference in sensitivities in this chapter. However, the same
methods can be applied to examine the difference in the specificities using a different
study population.

If two diagnostic procedures are performed on each subject, the difference in
proportions for matched-pair data has a correlation between the two diagnostic
procedures. Nam [10] and Tango [17] derived the same non-inferiority test for the
difference in proportions for matched-pair categorical data based on the efficient
score in which the pairs were independent. Tango [17] also derived the confidence
interval based on the efficient score. However, these methods are only applicable
to the case where the results of the two diagnostic procedures are evaluated by
a single rater. Multiple independent raters often evaluate the diagnoses obtained
from these diagnostic procedures (see, e.g., [6]). If multiple raters are involved
in the evaluation, the differences in proportions for matched-pair data also have
correlations between different raters. Although we can apply the aforementioned
methods by considering consensus evaluations or majority votes to handle multiple
results from the multiple raters as if there were a single rater, these methods are
not recommended for the primary evaluation [1, 2, 12]. The consensus evaluations
may produce a bias caused by non-independent evaluations. For example, senior or
persuasive raters may affect the evaluations of junior or passive raters. Moreover,
the majority votes cannot take into account the variability in results of the multiple
raters. Therefore, all results from the multiple independent raters should be used in
the analysis.

In this chapter, we introduce a non-inferiority test, confidence interval and sample
size formula proposed by Saeki and Tango [14], for inference of the difference in
correlated proportions between two diagnostic procedures on the basis of the results
from the multiple independent raters where the matched pairs are independent.
Furthermore, we consider a possible procedure based on majority votes and we
conduct Monte Carlo simulation studies to examine the validity of the proposed
methods in comparison with the procedure based on majority votes. Finally, we
illustrate the methods with data from studies of diagnostic procedures for the
diagnosis of oesophageal carcinoma infiltrating the tracheobronchial tree [13] and
for the diagnosis of aneurysm in patients with acute subarachnoid hemorrhage [4].
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7.2 Design

7.2.1 Data Structure and Model

Consider a clinical experimental design where a new diagnostic procedure (or
treatment) and a standard diagnostic procedure (or treatment) that are independently
performed on the same subject (or matched pairs of subjects) and independently
evaluated by K raters are compared. Each rater’s judgment is assumed to take on
one of two values: 1 represents that the subject is diagnosed as ‘positive’, and 0
indicates that the subject is diagnosed as ‘negative’. Suppose we have n subjects. If
we consider only subjects with a pre-specified disease, we use a positive probability
as a measure, that is, sensitivity. On the other hand, if we consider subjects without
the disease, we use a negative probability as a measure, that is, specificity. In the
following, we consider a situation on the basis of sensitivity.

For ease of explanation, let us consider the case of K = 2 first. The resulting
types of matched observations and probabilities are naturally classified as a 4 x 4
contingency table shown in Table 7.1, where +(1) or —(0) denotes a positive or
negative judgment on a procedure, respectively. For example, yj9; denotes the
observed number of matched type {4 on the new procedure by rater 1, 4+ on the
new procedure by rater 2, — on the standard procedure by rater 1, 4 on the standard
procedure by rater 2} and ryjo; indicates its probability.

Let ]Tj(\;() (nék)) denote the probability that rater k& judges as positive on the new
(standard) diagnostic procedure of a randomly selected subject. Then, it will be
naturally calculated as

1 2
Jr](v) = r1.. + ro-, 71](\,) = r11.. + ro1- (7.1)

Table 7.1 A 4 x 4 contingency table for matched-pair categorical data in the case of two raters

Standard procedure
Judgment of (Rater 1, Rater 2) | (+,+) |(+,—) |(—+) |(—,—) |Total

New procedure | (+,+) 111 T'1110 T'1101 71100 I1i..
i) | o) | o) | Vioo) | (1)
(+,-) T1o11 71010 71001 71000 r'10..
1011 | (1010) | 1001) | (Y1000) | (10..)
=+ Toi11 To110 70101 70100 To1..
(Yor11) | (vo110) | (Yoro1) | (Wor00) | (Vor..)
(=) Too11 70010 70001 70000 T00..
(oo11) | (¥oo10) | (Yooor) | (Yoooo) | (Voo..)
Total r.a r.10 r.01 r.00 1

i) [ uo) | (o) | (eo) |(@m)
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and rrgl) and rrgz) are defined in a similar manner. Let my and mg denote the
probability of a positive judgment on the new and standard diagnostic procedures,
respectively. Then, these probabilities can, in general, be defined as follows:

TN = ! (1) + o' nl(vz) , (7.2)
75 =0Vl + 0?7 (7.3)

where 0® (w0 + @ = 1) denotes the weight for rater k, showing the difference
in the raters’ evaluation skill. However, raters are usually selected among the raters
with at least equivalent skill, and it is assumed in this paper that

o =1/K (k=1,....K). (7.4)

Therefore, these probabilities can be defined as follows:

(1) (2)

Ty + 7 rio- =+ ro1-
ay = N TN oy T T o (7.5)
2 2
(D 2)
e + 7 r.10 + 1.
s = % = ra + % . (7.6)

On the basis of the form of the expressions of (7.5) and (7.6), the 4 x 4 contingency
table is found to be reduced to the 3 x 3 contingency table shown in Table 7.2,
where pg,; (x¢m) denotes the probability (observed number of observations) that £
raters judge as positive on the new procedure and m raters judge as positive on the
standard procedure. Then, we have

1

= pr. + = p1.
N = P2 21’1

1 1 1
= pao + (p21 + EPIO) + (pn + Epn) + SP2 (7.7

Table 7.2 A 3 X 3 contingency table for matched-pair categorical data in the case of two raters

Standard procedure
Judgment of (Rater 1, Rater 2) | (+, +) |(+,—)or(—,+) |(—,—) | Total

New procedure | (+, +) 23] D21 D20 Da.
(x22) (x21) (x20) (x2.)
(+,—or(— +) P12 P P1o )43
(x12) (x11) (x10) | (x1)
(=) Doz Dot Poo Po.
(x02) (xo1) (X00) (x0.)
Total D2 D Do 1

(x2) (x.1) (x0) | ()
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1
s = po2+ 5P

1 1 1
= por+ (p12 + 51’01) + (p22 + 51’11) + FP21 - (7.8)

Let A denote the difference in positive probabilities; that is,

A

TN — TS
1 1
= pao + E(le + P1o) — Po2 — 5(1712 + po1) . (7.9)

and its sample estimate will be
| 1 1
A= Pl R E(XZI +x10)—x02—§(x12+x01) , (7.10)

which clearly shows that the inference on A can be made by the observed vector x =
(x20, X21 + X10, X02, X12 + X01, X22 + X11 + X00) following a multinomial distribution
with parameters n and p = (p20, p21 + P10, P2, P12 + Pot, P22 + P11 + Poo)-

It should be noted that x, is the frequency such that the number of raters judging
as positive on the new procedure is larger than the number of raters judging as
positive on the standard procedure by 2 and that (x; + Xxjo) is the frequency
such that the number of raters judging as positive on the new procedure is larger
than the number of raters judging as positive on the standard procedure by 1.
Similarly, xo, is the frequency such that the number of raters judging as positive
on the standard procedure is larger than the number of raters judging as positive
on the new procedure by 2 and (x12 + xo;) is the frequency such that the number
of raters judging as positive on the standard procedure is larger than the number
of raters judging as positive on the new procedure by 1. These observations lead
to a generalization to K raters. The resulting types of matched observations and
probabilities are classified as a (K + 1) x (K + 1) contingency table similar to
Table 7.2. However, the method is reduced to the following. Let ny; denote the
frequency such that the number of raters who judge as positive on the new procedure
is larger than the number of raters who judge as positive on the standard procedure
by k and let gy indicate such probability. Namely, we have

nNk = § x(m ’

{—m=k

4Nk = Z Dim

{—m=k

where £ is the number of raters who judge as positive on the new procedure, and m
is the number of raters who judge as positive on the standard procedure. Similarly,
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let ngx denote the frequency such that the number of raters who judge as positive on
the standard procedure is larger than the number of raters who judge as positive on

the new procedure by k and let gg; indicate such probability. Then, we have

ngr = E Xtm »

L—m=—k
qsk = Z Pim s
{—m=—k

and gyo = ¢so and nyg = ngo. Namely, for K raters, the inference on A can be

made by the vector of random variables n = (nno, N1, ..., BNk, BS1,- .-,
following a multinomial distribution with parameters n and ¢ = (¢no, gn15 - - -
qgsi, ..., qsk). Then, we have
K 1 K K 1 K
_ k) () _ L _ I
=Y ol = L3S p= D
k=1 k=1 m=0 k=1
1 X
:?Z qnk + — kakk+— Zﬁpm—f—— Zmpgm,
k=1 {,mekK {,meK
l<m m</{
K 1 K K 1 K
_ k) () _ L _ I
s = Za) TS =g Zkka =% ka.k
k=1 k=1 (=0 k=1
K
:_quSk"‘ kakk+ Z emm+— Z MPm -
lmeK ZmEK
l<m m<t

Therefore, the difference in positive probabilities (7.9) is generalized to

> i)~ (5 o)
Li:q

1
A:NN—NS: (g
k(gnk — gsi) -

Then, the estimate A given in (7.10) is generalized to

K

1
A= — k - .
nK]; (ke — ns)

nsk)
> gNK>»

(7.11)

(7.12)

(7.13)
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7.2.2 Problems in Consensus Evaluations or Majority Votes

Although we can handle multiple results from the multiple raters as if there
were a single rater by considering consensus evaluations or majority votes, these
handlings are not recommended for the primary evaluation [1,2, 12]. The consensus
evaluations may produce a bias caused by non-independent evaluation, even if the
consensus evaluations are performed after individual evaluations by the multiple
raters are completed. For example, senior or persuasive raters may affect the
evaluations of junior or passive raters. Moreover, the majority votes cannot take
into account the variability in results of the multiple raters. For ease of explanation,
let us consider the case of K = 3. The resulting types of matched observations
are classified as a 4 x 4 contingency table in Table 7.3. In this case, X k=3 can be
addressed from (7.13) as

- 1 2 1
Ag=3 = - (nn3 —ns3) + g(nNZ —ng2) + 5(”N1 —ns1)(

where (ny3 —ns3) = (x30 — X03), (M2 — ns2) = {(x31 + x20) — (X13 + X02)} and
(ny1 —ns1) = {(x32 + x21 + x10) — (X23 + X12 + x01)}. If we adopt the majority
votes, the 4 x 4 contingency table shown in Table 7.3 is transformed to the 2 x 2
contingency table shown in Table 7.4, and the estimate of the difference between
my and g on the basis of the results from the majority votes will be

Amv = (bn;c) = %{(”m —ng3) + (ny2 —ng2) + (x21 — x12)} ©

We should focus on two problems in A MV -

Table 7.3 A 4x4 contingency table for matched-pair categorical data in the case of three raters

Standard procedure

(++. =) [+ =)

or or
(+,—+) [ (= +,—)
Judgment of or or
(Rater 1, Rater 2, Rater3) |(4+,4+,+) | (— +,+) | (— —+) | (— — )
New procedure | (4, +, +) X33 X32 X3] X30
(+,+,—)or (+,—, +)or | x3 X22 X21 X20
(—+.
(+,— —)or(—, +,—)or |x3 X12 X1 X10
(= —+)

(=, —,—) X03 X02 Xo1 X00
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Table 7.4 A 2X2 contingency table transformed from Table 7.3 by majority votes

Standard procedure

Judgment (+) (—

New procedure +) a b
(= x33 + x32 + x23 + x22) (= x30 + x31 + x20 + X21)
(= ny3 +ny2 + x21)

=) c d
(= xo3 + x13 + x02 + X12) (= x11 + x10 + Xo1 + Xo00)
(=ns3 +ns2 + x12)

)

1. A my involves (ny, —ngs2) and (x,; — x12) without the weights of the contribution
O _@ _03) and n(l) (2)
N s

3
for my and g from ", wy”, 7 , T ,né).
2. X33, X190 and x23, Xo; do not take part in Ay, because these values are involved
in the cells ‘a’ and ‘d’ in Table 7.4.

Therefore, it is important that all results from the multiple independent raters are
used in the analysis appropriately.

7.3 Methods for Statistical Inference

In this section, we shall introduce methods for statistical inference of the dif-
ference A, that is, a non-inferiority test, confidence interval and formula for
determination of sample size.

7.3.1 Non-inferiority Test
The non-inferiority hypothesis will be formulated as
H()IJTNZJTS—A, H1 LN >7t5—A,

where A (0 < A < 1) is a pre-specified acceptable difference in two probabilities.
Let

K K
S=A+A=ny—(ns—A) = %quNk—(%quSk—A) . (714
k=1 k=1

Then, under the null hypothesis, the log-likelihood function without constant terms
is expressed as
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K—1
L = L(8) = nyolog(gno) + nvk log(qng) + Y nuelog(qm) + ZHSk log(gst)
k=1 k=1
anolog(l —8+A—A—B—C)+HNK10g(8—A+A)
K—1
+ ) nloglgm) + Z nsi 1og(gse) (7.15)
k=1 k=1
where 0 = (0, gni..--. gN(k—=1), 4S1,---» gsk)T is the parameter vector of

dimension 2K and

1, & K-l K—1 X
:E(quSk_ZkQNk), B:Zqu, C:ZQSk.
= = k=1 k=1

Then, the score test for testing the null hypothesis Hy : § = 0 against H; : § > 0 is
expressed as

aL R
Zs =|— 171 . . ~p, N@O,1),
> [33 8=0,qu=f?Nk,lIsk=l§sk:| \/( )11 |8=0*qu=qu”15’<=’15’< m NO. D
(7.16)

where (Gn1. ..., gnk—1), gsi, - -, 4sk) is the vector of the maximum likelihood
estimators under the null hypothesis, which is the unique solution for the following
equations:

L
3— =0, (k=1,...,K-1), (7.17)
0qnk | 5=0

L
3_ =0, (k=1,...,K). (7.18)
gk 5§=0

These equations can be obtained iteratively using the quasi-Newton method with
constraints. The R function ‘constrOptim’ is useful for the quasi-Newton method
with constraints. Further, (f 1)1 indicates the (1, 1)th element of the (2K x 2K)
inverse Fisher information matrix evaluated at the maximum likelihood estimators.
On the other hand, we can consider a test based on the sample estimate 7" for the
difference §

~
Il
>»z

| X
= Z (nye —nsi) + A (7.19)

The variance of T evaluated at the null hypothesis § = 0 is

K
111
Vary, (T') = - |:_K2 > k(g + qse) — Az] :
k=1
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Therefore, the normal deviate for testing Hy : § = 0 against H; : § > 0 is
expressed as

% Zf:l k(nyk —ns) + A

\/% [% Zf:l k(@i + Gsi) — AZ]

Zyp = ~my N(0,1) . (7.20)

It can be shown that when K = 1, the normal deviate test statistic, Zyp, is
equivalent to the score test statistic Zs [10,17]. When K = 2 or 3, we confirmed
that Zs and Zyp were approximately equal using the example data (see Sect.7.5).
However, we have not been able to show the equivalence between Zgs and Zyp
analytically. On the other hand, by using the observed proportions gy = nyi/n,
gsk = nsi/n instead of the maximum likelihood estimators, we can construct a
Wald-type test statistic for testing Hy : § = 0 against H; : § > 0:

ﬁ Z/f:l k(nye —ng) + A

Ly =
VA [t T e+ ) - 22]

~m N, 1) . (7.21)

When A = 0, the Wald-type test Zy is identical to Schouten’s [15] generalized
McNemar test although Schouten’s test statistic is presented in a different form.
When K = 1, the Wald-type test Zy is identical to the unconditional test for
non-inferiority of Lu and Bean [7]. When A = 0 and K = 1, both the normal
deviate test Zyp and the Wald-type test Zy are identical to the McNemar test [9].

7.3.2 Confidence Interval

Testing non-inferiority with an acceptable difference A at a one-sided significance
level /2 is equivalent to judging whether the lower limit of the 1 — « level
confidence interval is greater than —A. The score-type approximate confidence
limits for the difference in two proportions, A, are the two solutions to the equation

# Z;f:l k(nye —nse) — A

\/% [% Z/f:l k*(Gni + Gsk) — 12]

=47y . (7.22)

where the plus and minus signs indicate the lower limit Ay, and the upper
limit Ap, respectively, and Z,/, is the upper o/2 percentile of the standard normal
distribution. These two limits can be found using an iterative numerical method such
as the secant method (see, e.g., [17]). On the other hand, we can easily derive the
Wald-type confidence interval:
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K K
1
Cly : W kz_:lk(nNk —ng) Za/z kz_:lkz(l’lNk +ng) | . (7.23)

Equation (7.23) utilizes the variance evaluated under the null hypothesis and is
identical to Schouten’s [15] Wald-type confidence interval.

7.3.3 Sample Size

To calculate the sample size required for testing the null hypothesis Hy : § = 0
against the alternative hypothesis H; : § > 0, we only have to consider the following
properties of the statistic 7'

EH()(T) =0,
En(T)=1+ A4,

K
) 1
S = nll>nolo nVary, (T) = [F kz_:lkz((hvk + gsi) — /\2:| .

On the other hand, we have
1K
R = lim nVary,(T) = [F kz_:lkz(ézvk + gsi) — Az] .

where (Gwk, gsi), K = 0,..., K, are the asymptotic values of the maximum
likelihood estimators (Gnk, gsk), K = O,..., K. These asymptotic values are
solutions to (7.17) and (7.18). From the aforementioned equations, the approximate
sample size n required for 100(1 — B) power of a one-sided normal deviate test at
a/2 level is given by

7.24
A+ A (729

2
o (zmﬁ + zﬁﬁ)
When K = 1, the derived formula for determining the sample size agrees with that
proposed by Nam [10]. The sample sizes required for 80 % power of a one-sided
non-inferiority test at /2 = 2.5 % for K = 2,3, A = 0.1, 0.05, and various values
of (gn3, gn2, N1, 53, 452, ¢s51) With my — wg = A = 0 are shown in Table 7.5.
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Table 7.5 Sample sizes calculated by formula (7.24) for nominal power = 80% of a non-
inferiority test at /2 = 2.5% for K = 2,3, A = 0.1, 0.05, iy — g = A = 0, gn3 = ¢s3,
gN2 = (452, N1 = 451

K A gN3 = qs3 gnN2 = {452 gn1 = (gs1 Sample size
2 0.1 — 0.05 0.05 117 (81.7)
- 0.05 0.1 132 (81.9)
- 0.1 0.05 187 (80.7)
— 0.1 0.1 204 (80.7)
0.05 — 0.05 0.05 417 (80.6)
- 0.05 0.1 487 (81.0)
— 0.1 0.05 718 (80.8)
— 0.1 0.1 793 (80.2)
3 0.1 0.05 0.02 0.05 120 (81.5)
0.05 0.02 0.1 126 (81.5)
0.05 0.05 0.1 142 (80.8)
0.1 0.02 0.05 190 (80.4)
0.1 0.02 0.1 197 (80.3)
0.1 0.05 0.1 215 (79.8)
0.05 0.05 0.02 0.05 428 (80.2)
0.05 0.02 0.1 459 (80.0)
0.05 0.05 0.1 536 (80.2)
0.1 0.02 0.05 730 (81.1)
0.1 0.02 0.1 763 (80.7)
0.1 0.05 0.1 844 (80.5)

The parenthetical values are empirical power (%) based on 10,000 replicates

7.4 Simulation

We have indicated here the results of simulation studies for the methods at a
one-sided 2.5 % level for the case of K = 3 and sample size n = 25, 50
or 100 with 10,000 replicates. Simulation data were generated on the basis of
a multinomial distribution by considering typical situations for parameter values
(gn3,9n2,9N1>4s3,4s2,qs1) and non-inferiority margin A = 0.1. In assessing
the performance of the methods based on the majority votes, we transformed the
simulation data based on the following definitions: gy = (gn3 + gn2 + % X gn1),

qs = (gs3 + gs2 + 3 X gs1).

7.4.1 Non-inferiority Test

We performed Monte Carlo simulation studies to assess the empirical size and power
of the normal deviate test statistic Zyp, the Wald-type test statistic Zy and the test
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Table 7.6 Empirical sizes of the normal deviate test Zyp, the Wald-type test Zy, and the test
based on majority votes Zyy at /2 = 2.5% for K = 3, iy — g = A = —0.1, A = 0.1 based
on 10,000 replicates

Size (%)
n qn3 qn2 qn1 qs3 qs2 4si Znp Zw Zuv
100 0.01 0.02 0.05 0.11 0.02 0.05 2.2 4.6 1.7
0.01 0.02 0.1 0.11 0.02 0.1 2.3 43 1.3
0.01 0.05 0.1 0.11 0.05 0.1 2.2 3.7 1.6
50 0.01 0.02 0.05 0.11 0.02 0.05 2.0 5.9 1.5
0.01 0.02 0.1 0.11 0.02 0.1 2.2 5.5 1.3
0.01 0.05 0.1 0.11 0.05 0.1 2.2 4.6 1.4
25 0.01 0.02 0.05 0.11 0.02 0.05 1.6 8.0 1.1
0.01 0.02 0.1 0.11 0.02 0.1 1.9 7.3 0.9
0.01 0.05 0.1 0.11 0.05 0.1 2.4 5.9 1.2

Table 7.7 Empirical powers of the normal deviate test Zyp, the Wald-type test Zy and the test
based on majority votes Zyy at /2 = 2.5% for K = 3, ny — s = A =0, A = 0.1 based on
10,000 replicates

Power (%)
n 4qn3 qn2 qn1 qs3 qs2 qs1 Znp Zw Zny
100 0.01 0.02 0.05 0.01 0.02 0.05 97.2 99.3 85.8
0.01 0.02 0.1 0.01 0.02 0.1 95.7 98.4 78.6
0.01 0.05 0.1 0.01 0.05 0.1 89.5 93.2 62.2
50 0.01 0.02 0.05 0.01 0.02 0.05 70.6 89.6 45.8
0.01 0.02 0.1 0.01 0.02 0.1 68.4 85.2 38.1
0.01 0.05 0.1 0.01 0.05 0.1 60.1 72.7 29.7
25 0.01 0.02 0.05 0.01 0.02 0.05 22.7 69.6 15.2
0.01 0.02 0.1 0.01 0.02 0.1 22.9 65.5 10.0
0.01 0.05 0.1 0.01 0.05 0.1 25.0 50.6 10.8

statistic based on the majority votes Zyy. Zyy was calculated using the method
of Nam [10] and Tango [17]. Table 7.6 presents the empirical sizes. For the set of
parameter values (gy3,gn2, dN1, 453, ds2, 4s1) considered here, the empirical sizes
for the normal deviate test Zyp are generally closer to the nominal «/2-level of
2.5 % than those for the Wald-type test Zy or the test based on the majority votes
Zyy. The empirical sizes of Zy tend to be quite inflated. The empirical sizes of
Zyv, on the other hand, tend to be quite reduced. Table 7.7 presents the empirical
powers for the alternative hypothesis H, : my = mg for the case of A = 0.1. The
differences in powers between Zyp and Zy are generally small. When the sample
size is small, however, the empirical powers of Zy are far greater than those of
Zxnp. On the other hand, the empirical powers of Zyy are far smaller than those of
Znp under all situations.
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Table 7.8 Coverage probabilities of the score-type 95 % confidence interval, the Wald-type 95 %
confidence interval and the 95 % confidence interval based on the majority votes for K = 3 based
on 10,000 replicates generated under the null hypothesis 7y — g = A = —0.1

Coverage prob. (%)

n qn3 qn2 qn1 qs3 qs2 qs1 score-type Cly Clyy
100 0.01 0.02 0.05 0.11 0.02 0.05 95.0 94.8 96.4
0.01 0.02 0.1 0.11 0.02 0.1 94.9 94.9 97.3
0.01 0.05 0.1 0.11 0.05 0.1 94.7 95.2 96.7
50 0.01 0.02 0.05 0.11 0.02 0.05 94.7 94.2 96.7
0.01 0.02 0.1 0.11 0.02 0.1 94.7 94.4 97.7
0.01 0.05 0.1 0.11 0.05 0.1 95.0 95.1 97.1
25 0.01 0.02 0.05 0.11 0.02 0.05 95.3 93.7 97.7
0.01 0.02 0.1 0.11 0.02 0.1 95.4 93.9 98.4
0.01 0.05 0.1 0.11 0.05 0.1 95.9 94.6 97.9

7.4.2 Confidence Interval

We performed Monte Carlo simulation studies to evaluate the coverage probability
of the score-type confidence interval, the Wald-type confidence interval Cly
and the confidence interval based on the majority votes Clyy. Clyy was calcu-
lated using the method of Tango [17]. Table 7.8 shows the empirical coverage
probabilities of the score-type 95 % confidence interval, the Wald-type 95 %
confidence interval and the 95 % confidence interval based on the majority votes
under the hypothesis 7y — g = A = —0.1. It shows that the score-type
confidence interval and the Wald-type confidence interval both generally perform
very well. However, when n = 25, the score-type confidence interval outperforms
the Wald-type confidence interval. On the other hand, the confidence interval based
on the majority votes shows a conservative property.

7.5 Example

7.5.1 Study of Diagnostic Procedures for the Diagnosis
of Oesophageal Carcinoma Infiltrating
the Tracheobronchial Tree

Here, we shall consider the data presented by Rapp-Bernhardt et al. [13]. They
compared the sensitivities between axial computed tomography (CT) slices and
minimal intensity projection (MIP) in 21 patients with oesophageal carcinoma
infiltrating the tracheobronchial tree. The bronchoscopic findings were determined
as the gold standard. Three radiologists, working independently of each other and
without knowledge of the findings on the gold standard, assessed separately the
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Table 7.9 A 4 X 4 contingency table (K = 3) of the assessments of MIP and axial CT slices by
three radiologists (True positive (TP: +) and false negative (FN: —) by three radiologists (1, 2,

31+, +, +), 0+, +,—or+,—, +or—, +,+), I (+,—, —or —, +, —or —, —, +),
IV (=, —, —)) (Rapp-Bernhardt et al. [13])
Axial CT slices
TP and FN by three radiologists I I I v Total
MIP I 14 2 1 0 17
I 0 0 0 0 0
I 0 0 2 0 2
v 0 0 2 0 2
Total 14 2 5 0 21

CT, computed tomography; FN, false negative;
MIP, minimal intensity projection; TP, true positive

axial CT slices and MIP. In these diagnostic procedures, stenoses were localized,
and the degree of stenosis was assessed as in real bronchoscopy. The resulting type
of matched observations was classified as a 4 x 4 contingency table for MIP versus
axial CT slices and is shown in Table 7.9 (similar to Table 7.3), where ‘+’ indicates a
true positive and ‘—’ indicates a false negative based on binary assessment where 0—
50 % of total occlusion was considered as negative and 50-100 % of total occlusion
was considered as positive. MIP is one of the reconstruction techniques of making
three-dimensional images. MIP images make it easier to appreciate the condition of
the whole tracheobronchial tree than axial CT slices. Therefore, we are interested
in the non-inferiority of MIP to axial CT slices where the non-inferiority margin is
set as A = 0.1. From Table 7.9, we have p3. = 17/21, p,. = 0/21, p;. = 2/21,
p3 = 14/21, p» = 2/21 and p; = 5/21. Then, the sensitivities of MIP and
axial CT slices are estimated as 7wy;p = (17+2/3x04+1/3x2) /21 = 0.841
and ey = (1442/3x2+4+1/3 x5)/21 = 0.810, respectively. Moreover, we
have gy3 = 0/21, gno = (1 +0)/21, gy = (2 + 0+ 0)/21, gs3 = 0/21,
Gs2 = (0+0)/21 and gs; = (0+0+2)/21. Then, the difference in the sensitivities
between MIP and axial CT slices based on the three raters is A g—3 = 0.032, and
the normal deviate test has Zyp = 1.753 ~ Zg (one-sided p-value = 0.040).
The score-type 95 % confidence interval is —0.141 to 0.181 where the lower limit
is not greater than —A = —0.1. These results suggest that the non-inferiority of
MIP to axial CT slices cannot be claimed at the one-sided 2.5 % significance level.
The Wald-type test statistic, on the other hand, suggests non-inferiority because
Zw = 3.358 with one-sided p-value <0.001 and because the Wald-type 95 %
confidence interval under the null hypothesis is —0.056 to 0.120. However, the
simulation study suggests that the Wald-type test result here is not reliable because
of its inflated empirical sizes for a quite small sample size such asn = 21. The result
of the normal-deviate test, on the other hand, may or may not be reliable because its
empirical sizes for A = 0.1 and n = 25 are shown to be around 1.6 ~ 2.4.
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7.5.2 Study of Diagnostic Procedures for the Diagnosis
of Aneurysm in Patients with Acute Subarachnoid
Hemorrhage

Jager et al. [4] performed a blinded multi-rater study comparing magnetic resonance
angiography (MRA) and digital subtraction angiography (DSA) in 34 prospectively
enrolled patients who presented with acute subarachnoid hemorrhage (SAH). Two
raters independently evaluated the MRA and DSA images. The presence of an
aneurysm was evaluated on a 4-point ordinal scale (1, absent; 2, probably absent; 3,
probably present; 4, definitely present). Additionally, all aneurysms for which the
two raters had given different evaluations on the 4-point scale were subsequently
reviewed by consensus evaluations. Because the authors intended to study the inter-
rater and inter-procedure agreement, neither method was a priori taken as the gold
standard. However, they showed the data of evaluation of the MRA and DSA images
by the two raters with details of the clinical follow-up of all patients. Therefore, we
considered comparing the difference in sensitivities between MRA and DSA on the
basis of the data of 27 patients with aneurysms among the patients with SAH. Data
were analyzed on a patient-basis, taking into account only the aneurysm with the
highest ranking on the 4-point scale in each patient. We assigned the rating of true
positive (‘+°) for scores of 3 and 4 or false negative (‘—’) for scores of 1 and 2. The
resulting types of matched observations based on the two independent raters and
the consensus evaluations were classified as a 3 x 3 and 2 x 2 contingency tables,
respectively (Tables 7.10 and 7.11). DSA is a procedure in which radiographic
images of blood vessels filled with a contrast agent are digitized and then subtracted
from images obtained before administration of the contrast agent. This method
increases the contrast between the vessels and the background. However, as a
catheter (a long, thin, flexible tube) is inserted into an artery, DSA is considered
to be invasive. MRA is a procedure to image blood vessels based on MRI. Unlike
DSA that involves placing a catheter into the body, MRA is considered noninvasive.
Therefore, we are interested in the non-inferiority of MRA to DSA where the non-
inferiority margin is set as A = 0.1. From Table 7.10 based on the multiple raters,
we have p, = 20/27, p1. = 5/27, p» = 22/27 and p; = 2/27. Then, the
sensitivities of MRA and DSA are estimated as 7yra = 20+ 1/2x5) /27 =
0.833 and 7ipsa = (22 4+ 1/2 x 2) /27 = 0.852, respectively. Moreover, we have
Gn2 = 1/27,Gn1 = (04 2)/27, gs2 = 0/27 and gs1 = (3 + 2)/27. Then, the
difference in the sensitivities between MRA and DSA based on the two raters is

Ax=> = —0.019, and the normal deviate test has Zyp = 1.393 ~ Zg (one-sided
p-value = 0.082). The score-type 95 % confidence interval is —0.141 to 0.144
where the lower limit is not greater than —A = —0.1. Furthermore, the Wald-

type test has Z,, = 1.397 (one-sided p-value = 0.081) and the Wald-type 95 %
confidence interval under the null hypothesis is —0.139 to 0.102. From Table 7.11
based on the consensus evaluations, on the other hand, the sensitivities of MRA
and DSA are estimated as ygray, = 0.926 and 7psa., = 0.889, respectively.
Then, the difference in the sensitivities between MRA and DSA based on the
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Table 7.10 A 3 x 3 contingency table (K = 2) of the assessments of MRA and DSA by two
neuroradiologists (True positive (TP: +) and false negative (FN: —) by two neuroradiologists (1,

2):I(+, +), I (+, —or —, +), Il (—, —)) (Jdger et al. [4])

DSA
TP and FN by two radiologists 1 I I Total
MRA I 19 0 1 20
II 3 0 2 5
I 2 0 2
Total 22 2 3 27
DSA, digital subtraction angiography; FN, false negative;
MRA, magnetic resonance angiography; TP, true positive
Tab!e 7.11 Ab21 X f ) DSA
Z(s)snct:sliecr:?s, E)af 1\21;) Atai d TP and FN by consensus evaluations |+ | — | Total
DSA by consensus MRA | + 22 |3 |25
evaluations (True positive — 210 2
(TP: +) and false negative Total 24 13 |27

FN: — i tal. [4
( ) (ager etal. [4]) DSA, digital subtraction angiography; FN, false negative;

MRA, magnetic resonance angiography; TP, true positive

consensus evaluations is ;XCE = 0.037, and the score test derived from Nam [10]
and Tango [17] has Zg = 1.510 (one-sided p-value = 0.066). Moreover, the
score-based 95 % confidence interval derived from Tango [17] is —0.150 to 0.227.
These results suggest that the non-inferiority of MRA to DSA cannot be claimed at
the one-sided significance level. However, although the difference in the sensitivities
based on the two raters Ag—, is a negative value, the difference in the sensitivities
based on the consensus evaluations A¢g is a positive value. We consider that bias
from the consensus evaluations caused this phenomenon.

7.6 Conclusion

A non-inferiority trial of diagnostic procedures is generally evaluated on the basis
of the results from multiple independent raters who are independent of the study
centers. However, consensus evaluations or majority votes to handle multiple results
from the multiple raters are not recommended in terms of bias or loss of information
[1,2, 12]. Therefore, it is important that all of the results from the multiple raters
are utilized appropriately in the statistical analysis. The methods addressed in
this chapter are available for inference of the difference in correlated proportions
between the two diagnostic procedures based on the multiple raters. In this chapter,
we introduced methods on the basis of sensitivity. However, the methods can be
applied to inference of the difference in specificity. Furthermore, if we need to
consider the simultaneous non-inferiority of a new diagnostic procedure to the
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standard diagnostic procedure in sensitivity and specificity, we can extend the
methods using an approach proposed by Lu et al. [8]. Lu et al. extended the score
test proposed by Nam [10] and Tango [17] for a single proportion to a simultaneous
test for both sensitivity and specificity based on the principle of intersection-union
test.

We carried out Monte Carlo simulation studies to evaluate the performance of
these methods. The normal deviate test for non-inferiority was shown to have an
empirical size closer to a nominal significance level of one-sided 2.5 % than the
Wald-type test or the test based on the majority votes. Moreover, the score-type
confidence interval had better performance than the Wald-type confidence interval
under the null-hypothesis in terms of coverage probability, when the sample size
was small. On the other hand, the confidence interval based on the majority votes
shows a conservative property.

When we plan a clinical trial to compare the efficacies between two diagnostic
procedures, it is very important to take into account the study design. The methods
addressed in this chapter are only useful for a study design in which two diagnostic
procedures are applied to each subject and all raters evaluate all subjects, that is,
paired-patient, paired-rater design. Zhou et al. [18] provided information on study
designs for diagnostic procedures in detail. Moreover, it is noted that these methods
may not be appropriate for clustered matched-pair data. Schwenke and Busse [16]
proposed a Wald-type test for clustered matched-pair data based on multiple raters.
However, the test of Schwenke and Busse is a so-called test for superiority and
cannot be used as a test for non-inferiority. If the results of the two diagnostic
procedures are evaluated by a single rater, we can apply several non-inferiority
tests for clustered matched-pair data [3, 5, 11]. Therefore, we expect that a non-
inferiority test for clustered matched-pair data on the basis of the results from
multiple raters will be developed. If there are missing data among the results from
the multiple raters in some subject, we would have to apply some kind of imputation
method, which would require future research. Furthermore, if the presence of a
qualitative interaction between the two diagnostic procedures and the multiple raters
is demonstrated, we would not be able to apply these methods for those data.
However, this problem could probably be solved by a non-statistical study, for
example, by training all of the raters on the criteria of judgment about diagnostic
procedures before the start of evaluation.

7.7 Program

The R programs for the methods of this chapter can be downloaded at http://www.
medstat.jp/downloadsaeki.html.


http://www.medstat.jp/downloadsaeki.html
http://www.medstat.jp/downloadsaeki.html
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