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Abstract: Introduction: Response to treatment, according to Clinical Global Impression-Improvement
(CGI-I) scale, is an easily interpretable outcome in clinical trials of autism spectrum disorder (ASD).
Yet, the CGI-I rating is sometimes reported as a continuous outcome, and converting it to dichoto-
mous would allow meta-analysis to incorporate more evidence. Methods: Clinical trials investigating
medications for ASD and presenting both dichotomous and continuous CGI-I data were included.
The number of patients with at least much improvement (CGI-I ≤ 2) were imputed from the CGI-I
scale, assuming an underlying normal distribution of a latent continuous score using a primary
threshold θ = 2.5 instead of θ = 2, which is the original cut-off in the CGI-I scale. The original and
imputed values were used to calculate responder rates and odds ratios. The performance of the im-
putation method was investigated with a concordance correlation coefficient (CCC), linear regression,
Bland–Altman plots, and subgroup differences of summary estimates obtained from random-effects
meta-analysis. Results: Data from 27 studies, 58 arms, and 1428 participants were used. The impu-
tation method using the primary threshold (θ = 2.5) had good performance for the responder rates
(CCC = 0.93 95% confidence intervals [0.86, 0.96]; β of linear regression = 1.04 [0.95, 1.13]; bias and
limits of agreements = 4.32% [−8.1%, 16.74%]; no subgroup differences χ2 = 1.24, p-value = 0.266)
and odds ratios (CCC = 0.91 [0.86, 0.96]; β = 0.96 [0.78, 1.14]; bias = 0.09 [−0.87, 1.04]; χ2 = 0.02,
p-value = 0.894). The imputation method had poorer performance when the secondary threshold
(θ = 2) was used. Discussion: Assuming a normal distribution of the CGI-I scale, the number of
responders could be imputed from the mean and standard deviation and used in meta-analysis. Due
to the wide limits of agreement of the imputation method, sensitivity analysis excluding studies with
imputed values should be performed.

Keywords: response; meta-analysis; continuous outcomes; dichotomous outcomes

1. Introduction

There is still no approved medication for the core symptoms of autism spectrum dis-
order (ASD) (i.e., social communication difficulties and repetitive restricted behaviors [1]),
yet a large number of medications are being investigated in an increasing number of ran-
domized controlled trials (RCTs), with this number increasing sharply after 2008 [2]. Many
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of these trials are pilot trials with small sample sizes and cannot provide definite answers,
and given their increasing number, there is an ongoing need to comprehensively synthesize
their evidence [2].

However, the lack of agreement on the selection of outcome measures for the core
symptoms in clinical trials precludes the synthesis of evidence [3–5]. The available scales
are, at best, “appropriate with conditions“ [3,4], and given the lack of a “gold standard”,
the Clinical Global Impression scales (CGI-Severity and CGI-Improvement) [6,7] have been
widely used in clinical trials of ASD [8,9] not only as important secondary outcomes, but
also as the primary outcome [10]. CGI-Severity (CGI-S) is a seven-point scale used by
clinicians to assess the current severity of illness, ranging from one (“normal, not at all
ill”) to seven (“among the most extremely ill patients”) and usually measured at the trial’s
baseline and endpoint. CGI-Improvement (CGI-I) is a seven-point scale used by clinicians
to measure global response compared to the baseline, ranging from one (“very much
improved”) to seven (“very much worse”). A clinically important response is frequently
defined as at least much improvement (i.e., a number of participants with a CGI-I score of
one or two) [11].

In addition, a comprehensive synthesis of evidence would require the combination of
all available studies; however, some of them may present the CGI-I as a continuous out-
come (i.e., with a mean and standard deviation). The conversion of continuous outcomes
to dichotomous ones would allow the combination all available data across studies. Impu-
tation methods of the number of responders from the means and standard deviations have
been validated with depression [12] and schizophrenia scales [13]. The appropriateness of
these methods might be questioned with the CGI-I, given the limited number of points of
the CGI, as well as in ASD, given its heterogeneity and the small sample sizes of clinical
trials (only 8.7% of RCTs included more than 100 participants [2]). Therefore, our aim was
to validate the imputation of the responder rates from the means and standard deviations
of the CGI-I in ASD trials. We compared the responder rates and odds ratios calculated
from the original and imputed numbers of participants with a clinically important response
to treatment.

2. Methods
2.1. Dataset

This is a secondary analysis which uses part of the dataset from a systematic review
and meta-analysis on pharmacological and dietary supplement interventions for ASD
(PROSPERO ID: CRD42019125317) [14,15]. A comprehensive literature search, study
selection, and data extraction by at least two independent reviewers were conducted (last
update search on 31 August 2020). Response to treatment was investigated as a secondary
outcome in the reviews, and the CGI-I was extracted as continuous and dichotomous
outcomes. In this analysis, we used 27 studies with 58 arms and 1428 participants that
provided data on (1) the means and standard deviations (SDs) of the CGI-I and (2) the
number of responders defined at least as much improved in the CGI-I (CGI-I ≤ 2). Data
from the endpoint of the studies were used (the minimum duration of treatment was set at
seven days). The intention-to-treat (ITT) data were preferred, and when only completer
data was available, we assumed that participants lost to the follow-up did not respond.

The cut-off of the least much improvement (CGI-I 1 or 2) was investigated, which rep-
resents a clinically important response [11] and is frequently reported in clinical trials [10].
The responder rates using the original or imputed number of responders were calculated
in each arm. The odds ratios (ORs) were also calculated for each non-reference arm in a
study, using as a reference the placebo arm of the study or another active treatment (in the
case of non-placebo-controlled trials).

2.2. Imputation Method

We used an imputation method validated with depression [12] and schizophrenia
scales [13] which assumed a normal distribution of the scale (CGI-I in this analysis) given a
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mean (µ) and standard deviation (σ). The number of responders of a threshold (θ) in the
CGI-I (i.e., participants with a CGI-I score ≤ θ) could be calculated using the total number
of participants assessed (n) and the probability of the lower tail of the distribution (p) for
Z-score = (θ − µ)/σ (Figure 1). Then, the number of responders was n * p.
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Figure 1. Underlying distribution of a latent CGI-I score, using an assumed normal distribution of the
CGI-I, such as with µ = 4 and σ = 1. Under the assumption of a normal distribution, the probability
(p) of at least much improvement (CGI-I = 2) could be calculated with Z-score = (θ− µ)/σ, where θ is
a threshold of the response. As a primary threshold, we used θ = 2.5 for at least much improvement
(CGI-I of 1 or 2, the blue and red shaded parts of the distribution), since it could be assumed that a
patient with a score between 2 and 2.5 in the underlying latent continuous variable would have been
classified as at least much improved. As a secondary threshold, we used θ = 2 (red shaded part of
the distribution).

According to the work of Furukawa et al. in 2005 [12], when the CGI-I was used,
responders were imputed using the threshold of θ = 2 (at least “much improved”). However,
the CGI-I is a seven-point Likert-type scale, and an underlying latent continuous variable
could be assumed which could have had different thresholds of mapping the discrete
responses [16]. Both the ordinal scale scores and the scores of the latent continuous variable
would have the same µ and σ, but the threshold θ for the discrete responses (e.g., of at
least “much improved”) would differ [16]. Therefore, we used a threshold of θ = 2.5 as the
primary threshold to impute the number of responders (Figure 1), since a participant with
a latent CGI-I continuous score ranging from 2 to 2.5 would have also been considered as
at least “much improved”. In a secondary analysis, we used a secondary threshold of θ = 2
to impute responders from the assumed normal distribution of the ordinal scale.

We calculated the responder rates from the original and imputed numbers of respon-
ders using the randomized number of participants as the denominator. We also calculated
the odds ratios (OR) between the experimental and control investigations (placebo or an-
other active treatment). The natural logarithm of the ORs (lnOR) was used in the analysis.
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2.3. Assessment of Performance of the Imputation Method
2.3.1. Concordance Correlation Coefficient (CCC)

The agreement between the original and imputed responder rates and the lnORs were
investigated with the concordance correlation coefficient (CCC) [17] and its 95% confidence
intervals. The CCC ranged between −1 and 1 (perfect agreement).

2.3.2. Predictive Accuracy and Linear Regression Model

Linear regression models were used to determine the predictive accuracy of the
imputation method, and a good imputation method should have a slope (β) and R2 close
to one and a low mean squared error (MSE).

2.3.3. Limits of Agreement and Bland–Altman Analysis

The Bland–Altman method was used to investigate the limits of agreement of the bias
(i.e., the difference between the original and imputed values) [18,19]. In the Bland–Altman
plot, the difference of the original and imputed values is presented in the y-axis, and their
average is in the x-axis. The distribution of the difference was inspected for normality,
and a Shapiro–Wilk test was conducted. The limits of agreement were represented with
95% confidence intervals, considering acceptable the ones found in the validation of the
method in schizophrenia scales [13], i.e., −0.7% 95% CI (−9.8%, 8.4%) for the difference of
the original and imputed responder rates and 0.06 95% CI (−0.24, 0.35) for the difference of
the original and imputed lnORs. To investigate if the bias was proportional to the mean, a
linear regression model of the differences on their mean (using the natural logarithms for
both the responder rates and odds ratios) was conducted [18].

2.4. Meta-Analysis

We compared the pooled estimates from the meta-analysis using the original and
imputed values. The responder rates (logit transformed and back-transformed for pre-
sentation) [20] and odds ratios (natural logarithm and back-transformed for presentation)
were pooled in a random-effects meta-analysis [21]. Subgroup analysis was conducted to
investigate the differences of the pooled estimates from the meta-analysis using the original
and the imputed values (primary and secondary thresholds).

Analysis was conducted in R v4.0.3 [22]. The CCC, linear regression, and Bland–
Altman limits were calculated with base R and epiR v2.0.17 [23]. The effect sizes and
meta-analysis were calculated with metafor v2.4−0 [24] and meta v4.15−1 [25]. The data
cleaning and graphs were completed using packages of tidyverse v13.0 [26]. The statistical
threshold was set at two-sided alpha 5%.

3. Results

The results of the CCC, linear regression, and Bland–Altman analysis are presented in
Table 1 and Figure 2 (responder rates) and Figure 3 (odds ratios).

3.1. Responder Rates

The responder rates derived from the imputed values using the primary thresh-
old (θ = 2.5) were in good agreement with the original values (CCC 0.93, 95% confi-
dence interval [0.89, 0.96]), and the imputation method had good predictive accuracy
(β = 1.04 [0.95, 1.13], R2 = 90.86%, MSE = 0.063) (Figure 2A, blue). The difference between
the original and imputed values (normally distributed, Figure S1) was, on average, 4.32%
with 95% confidence intervals [−8.1%, 16.74%] (Figure 2B, blue), and it was not pro-
portional to the mean when natural logarithms were used (β = −0.034 [−0.135, 0.068])
(Figure 2C, blue).
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Table 1. CCC and regression of response rates.

Agreement Predictive Accuracy Bias

Number of
Observations

(k)
CCC (95% CI)

β (95% CI) of
Original (Y) and

Imputed (X)
R2 (%) MSE Bias and 95% Limits

of Agreement

β (95% CI) of
Difference (Y) and

Mean (X)

Responder Rates (Original 58 Observations)

Primary
Threshold 58 0.93 (0.89–0.96) 1.04 (0.95, 1.13) 90.86 0.063 4.32% (−8.1%, 16.74%) −0.034 (−0.135, 0.068) *

Secondary
Threshold 58 0.59 (0.48−0.69) 1.41 (1.26, 1.57) 85.01 0.0813 16.15% (−3.18%,

35.47%) −0.028 (−0.177, 0.121) *

Log OR (Original 30 Observations)

Primary
Threshold 28 0.91 (0.81, 0.95) 0.96 (0.78, 1.14) 82.03% 0.495 0.09 (−0.87, 1.04) 0.06 (−0.120, 0.231)

Secondary
Threshold 27 0.81 (0.63, 0.91) 0.90 (0.65, 1.15) 67.85% 0.664 0.24 (−1.05, 1.53) 0.086 (−0.164, 0.334)

* Natural logarithmic transformation of the responder rates. The dependent and independent variables of linear regressions are indicated
with (Y) and (X), respectively.

On the other hand, the imputation method had poorer performance when the sec-
ondary threshold was used (θ = 2), with poor agreement (CCC = 0.59 [0.48, 0.69]) and
predictive accuracy (β = 1.41 [1.26, 1.57], R2 = 85.01%, MSE = 0.0813). This would mean that
the original responder rates of 20% would correspond, on average, to imputed responder
rates of 14.2% and from 50% to 35.46% (1.41 times higher) (Figure 2A, red). The difference
between the original and imputed values (normally distributed, Figure S2) was larger on
average (16.15% [−3.18%, 35.47%]) (Figure 2B, red) and not proportional to the mean when
natural logarithms were used (β = −0.034 [−0.135, 0.068]) (Figure 2C, red). In comparison
with the schizophrenia scales (bias −0.7% [−9.8%, 8.4%]) [13], the bias was larger and the
limits of agreements were wider.

The summary estimates obtained from the meta-analysis of the imputed values using
the secondary threshold (12.1% [8.8%, 16.4%]) were smaller than those obtained from the
imputed values using the primary threshold (24.3% [19%, 30.4%]) or the original values
(29.1% [23.2%, 35.8%]) (χ2 = 22.22, p-value < 0.001) (Figure 2D). This was reflected in the
post hoc two-by-two comparisons that found the summary estimates obtained from the
imputed values using the secondary threshold were smaller than those using the primary
threshold (χ2 = 12.29, p-value < 0.001) or original values (χ2 = 21, p-value < 0.001), while
there was no difference between the latter two (χ2 = 1.24, p-value = 0.266).

3.2. Odds Ratios

When the primary threshold was used (θ = 2.5), the imputed natural logarithm of
the odds ratios was in good agreement with the original values (CCC 0.91, 95% confi-
dence interval [0.81, 0.95]), and the imputation method had good predictive accuracy
(β = 0.96 [0.78, 1.14], R2 = 82.03%, MSE = 0.495) (Figure 3A, blue). The difference be-
tween the original and imputed values (normally distributed, Figure S3) was, on av-
erage, 0.09 with 95% confidence intervals [−0.87, 1.04] (Figure 3B, blue). This would
mean that the original odds ratios were, on average, 1.1 (=e0.09) times larger than the
imputed values (95% CI [0.42, 2.83]). The differences were not proportional to the mean
(β = 0.06 [−0.120, 0.231]) (Figure 3C, blue).

The imputation method using the secondary threshold (θ = 2) had poorer performance,
with a CCC of 0.81 [0.63, 0.91]) and predictive accuracy of β = 0.90 [0.65, 1.15], R2 = 67.85%,
MSE = 0.664 (Figure 3A, red). The difference between the original and imputed values
(normally distributed, Figure S4) was, on average, 0.24 [−1.05, 1.53] (Figure 2B, red),
meaning that the original odds ratios were, on average, 1.27 (=e0.24) times larger than
the imputed values (95% [0.35, 4.62]). The differences were not proportional to the mean
(β = 0.086 [−0.164, 0.334]) (Figure 3C, red). For both thresholds, the average bias was



Brain Sci. 2021, 11, 908 6 of 11

similar, yet the limits of agreement were considerably wider than those found in the
schizophrenia scales (0.06 [−0.24, 0.35]) [13].
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Figure 2. Response rates. (A) Scatter plot of response rates. Scatter plot of the comparison between original and imputed
response rates (blue for the primary threshold and red for the secondary threshold). The black solid line represents the line
of perfect correspondence. Blue and red dotted lines represent the linear regression model for the primary and secondary
threshold. (B) Bland-Altman plot of response rates. The black solid line represents the optimal difference between original
and imputed responder rates. The solid blue and red lines represent the median difference of the primary and secondary
threshold, and the dashed blue and red dotted lines represent their 95% confidence intervals, corresponding to the limits of
agreement. (C) Linear regression of original minus imputed ln responder rates. Linear regression of the difference between
original and imputed natural logarithms of responder rates to their mean. Regression lines and its 95% confidence intervals
are presented for the primary threshold (blue) and the secondary threshold (red). (D) Meta-analysis. Meta-analysis of
responder rates using original values (black), imputed using the primary threshold (blue) and secondary threshold (red).
Effect sizes with their 95% confidence intervals are presented with circles and error bars for individual arms and with
diamonds and error bars for the pooled estimates.
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correspondence. Blue and red dotted lines represent the linear regression model for the primary and secondary threshold.
(B) Bland-Altman plot of lnORs. The black solid line represents the optimal difference between original and imputed lnORs.
The solid blue and red lines represent the mean difference of the primary and secondary threshold, and the dashed blue
and red dotted lines represent their 95% confidence interval of the difference, corresponding to the limits of agreement.
(C) Linear regression of original minus imputed lnOR. Linear regression of the difference between original and imputed
natural logarithms of odds ratios to their mean. Regression lines and its 95% confidence intervals are presented for the
primary threshold (blue) and the secondary threshold (red). (D) Meta-analysis of odds ratios. Meta-analysis of odds ratios
using original values (black), imputed using the primary threshold (blue) and secondary threshold (red). Effect sizes with
their 95% confidence intervals are presented with circles and error bars for individual arms and with diamonds and error
bars for the pooled estimates.

Nevertheless, no subgroup differences were found in the pooled estimates obtained
from the meta-analysis, regardless of whether the original values (number of observations
k = 30, 2.20 [1.56, 3.09]) or the imputed values using the primary (k = 28, 2.27 [1.64, 3.14])
or secondary threshold (k = 27, 2.23 [1.60, 3.11]) were used (χ2 = 0.02, p-value = 0.991)
(Figure 3D). No subgroup differences were found in the post hoc two-by-two comparisons
(i.e., original versus imputed using the primary threshold (χ2 = 0.02, p-value = 0.894),
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original versus secondary threshold (χ2 < 0.00, p-value = 0.949), and primary versus
secondary threshold (χ2 < 0.00, p-value = 0.945)). It should be noted that the odds ratios
were not calculated in the case of double zeros (i.e., no responder in the experimental or
control interventions). Therefore, some original observations were not paired with the
imputed observations in these meta-analyses (2 out of 30 for the primary threshold and
3 out of 30 for the secondary threshold).

4. Discussion

In this analysis, we applied an imputation method previously validated mainly with
depression [12] and schizophrenia scales [13] to estimate the number of responders from
the means and standard deviations of the CGI-I in ASD. We further replicated the quite
satisfactory performance of the imputation method, suggesting that the number of respon-
ders could be imputed from the CGI-I, and they could be used in the meta-analysis of
the responder rates and odds ratios. Our findings also suggest that, since the imputa-
tion method assumed a normal distribution of the seven-point Likert-type CGI-I scale,
an underlying latent continuous variable could be considered, and a higher threshold
than the original could be used in the imputation method for better performance, such as
with participants that were at least much improved (CGI-I ≤ 2), which would have had a
score in the latent continuous variable ≤2.5. In a previous study validating the method
in depression [12], the number of responders was imputed in a subset of studies from
the CGI-I using the original threshold of “at least much improvement” (θ = 2), yet the
specific performance on the CGI-I was not evaluated. Nevertheless, differences between
the primary and secondary thresholds were less striking when the odds ratios were used in
comparison with the response rates, since relative indices like odds ratios seem to remain
constant across different thresholds and control event rates [27].

Our analysis would facilitate synthesis of evidence in ASD by allowing the conver-
sion of the means and standard deviations of the CGI-I to number of responders and
subsequent meta-analysis to incorporate all available data. There is still no consensus
on the selection of the outcome measures of symptom change in ASD, so diverse scales
that assess different symptom domains (e.g., social communication difficulties, repetitive
behaviors, and problem behaviors) have been used across trials. The majority of them are
not specifically designed to measure treatment response, and only a few have been used
in more than 5% of clinical trials [9]. On the other hand, the CGI-I is recommended for
use in clinical trials irrespective of their objective and clinical context in order to measure
treatment response while incorporating all behavior symptom domains [8,9]. Therefore,
pooled estimates derived from the number of responders according to the CGI-I might be
more clinically interpretable than those from the standardized mean differences (SMDs) of
diverse scales [28].

This analysis has certain limitations. First, there were considerable data for the respon-
der rates (27 studies and 58 arms), yet the data points on the odds ratios were about half the
amount (because a reference should be used in each study), also resulting in wider limits
of agreements. Second, we focused on the clinically important response using the cut-off
of “at least much improvement”, or CGI-I ≤ 2. Therefore, the imputation method was
not directly validated for the other cut-offs, such as “at least minimal improvement”, or
CGI-I ≤ 3. Third, our data were derived from clinical trials investigating pharmacological
and dietary supplement interventions for ASD. Therefore, generalizability to psychoso-
cial interventions or other fields of medicine should be further examined. Fourth, the
imputation method assumes a normal distribution, yet scores from a Likert-type scale
like the CGI-I might be frequently skewed. Indeed, potential skewness was suggested in
45% of the arms (when mean − 1 < 2 * SD), and there was strong evidence of skewness
in 5% of the arms (when mean − 1 < SD) (Figure S5) [29]. Nevertheless, the performance
of the imputation method was surprisingly satisfactory. Fifth, other methods to convert
continuous to dichotomous effect sizes (e.g., from SMD to OR) have been proposed [30]
and were not evaluated here, yet the method in this manuscript allows for the estimation



Brain Sci. 2021, 11, 908 9 of 11

of the number of responders that could be used in meta-analysis of both the proportions
(such as single-group meta-analysis of responder rates) and relative effects (such as odds
ratios or relative risks).

In conclusion, the number of responders could be imputed when given a mean and
standard deviation of CGI-I. The imputation method had better performance when an un-
derlying latent continuous variable was considered and an appropriate threshold was used
(θ = 2.5 and not 2 for “at least much improvement”). The imputed number of responders
could be used in meta-analysis of the responder rates and odds ratios. Given the wide
limits of agreement between the original and imputed values, the robustness of the results
of the main analysis should be investigated in a sensitivity analysis by excluding effect sizes
derived from the imputed number of responders, as has been suggested previously [13].

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/brainsci11070908/s1, Figure S1: Histogram and QQ plot of original-imputed responder
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(secondary threshold), Figure S3: Histogram and QQ plot of original-imputed lnOR (primary thresh-
old), Figure S4: Histogram and QQ plot of original-imputed lnOR (secondary threshold), Figure S5:
Investigation of skewness of CGI-I scores.

Author Contributions: S.S. (study design, study selection, data extraction, data analysis, interpre-
tation of the data, and drafting the first version of the manuscript); A.R. (study selection, data
extraction, and interpretation of the data); O.Ç. (study selection, data extraction, and interpretation of
the data); D.G.M. (interpretation of the data); M.P. (interpretation of the data); C.A. (interpretation of
the data); and S.L. (interpretation of the data and study supervision). All authors critically reviewed
the manuscript for important intellectual content. The authors read and approved the final version of
the manuscript. All authors have read and agreed to the published version of the manuscript.

Funding: This project received funding from the Innovative Medicines Initiative 2 joint undertaking
under grant agreement No. 777394 for the project AIMS−2-TRIALS. This joint undertaking received
support from the European Union’s Horizon 2020 research and innovation program, EFPIA, AUTISM
SPEAKS, Autistica, and SFARI.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: We would like to thank the authors that participated in the completion of
the main systematic review and meta-analysis: Hui Wu, Marc Krause, Anna Ceraso, Giacomo
Deste, Maximilian Huhn, David Fraguas, Antonia San José Cáceres, Dimitris Mavridis, and Tony
Charman. We would like to thank the other contributors to the systematic review: Farhad Sokraneh,
information specialist of the Cochrane Schizophrenia Group who conducted the first search in
electronic databases, Yikang Zhu for the translation of a Chinese study, and Toshi Furukawa for
the translation of a Japanese study. We would like to thank the following authors that kindly
contributed to the review by providing additional data or clarifications about their studies: Adi
Aran, Kaat Alaerts, Nadir Aliyev, Eugene Arnold, Haim Belmaker, Yéhézkel Ben-Ari, Leventhal
Bennet, Stephen Bent, Helena Brentani, Jan Buitelaar, Ana Maria Castejon, Michael Chez, Torsten
Danfors, Paulo Fontoura, Robert Grimaldi, Paul Gringras, Alexander Häge, Randi J. Hagerman,
Antonio Hardan, Robert Hendren, Janet Kern, Bruno Leheup, Wenn Liu, Raquel Martinez, James
McCracken, Tali Nir, Deborah Pearson, Laura Politte, Jeanette Ramer, Dan Rossignol, Kevin Sanders,
Elisa Santocchi, Renato Scifo, Sarah Shea, Lawrence Scahill, Jeremy Veenstra-Vanderweele Paul Wang,
David Wilensky, Hidenori Yamasue, and Lingli Zhang.

Conflicts of Interest: In the last 3 years, Stefan Leucht has received honoraria as a consultant
and advisor and for lectures from LB Pharma, Otsuka, Lundbeck, Boehringer Ingelheim, LTS 760
Lohmann, Janssen, Johnson & Johnson, TEVA, MSD, Sandoz, SanofiAventis, Angelini, Recordati,
Sunovion, and Geodon Richter. Celso Arango has been a consultant to or has received honoraria
or grants from Acadia, Angelini, Gedeon Richter, Janssen Cilag, Lundbeck, Otsuka, Roche, Sage,
Sanofi, Servier, Shire, Schering Plough, Sumitomo Dainippon Pharma, Sunovion, and Takeda. The

https://www.mdpi.com/article/10.3390/brainsci11070908/s1
https://www.mdpi.com/article/10.3390/brainsci11070908/s1


Brain Sci. 2021, 11, 908 10 of 11

other authors have nothing to disclose. Mara Parellada has received educational honoraria from
Otsuka, research grants from FAK and the Fundación Mutua Madrileña (FMM), Instituto de Salud
Carlos III (Spanish Ministry of Science, Innovation and Universities), and European ERANET and
H2020 calls, and travel grants from Otsuka and Janssen. As a consultant for Exeltis and Servier.
Declan G. Murphy has received consulting fees from Roche.

References
1. Díaz-Caneja, C.M.; State, M.W.; Hagerman, R.J.; Jacquemont, S.; Marín, O.; Bagni, C.; Umbricht, D.; Simonoff, E.; De Andrés-

Trelles, F.; Kaale, A.; et al. A white paper on a neurodevelopmental framework for drug discovery in autism and other
neurodevelopmental disorders. Eur. Neuropsychopharmacol. 2021. [CrossRef]

2. Tromans, S.; Adams, C. Brief Report: Autism Spectrum Disorder: A Comprehensive Survey of Randomized Controlled Trials.
J. Autism. Dev. Disord. 2018, 48, 3228–3232. [CrossRef] [PubMed]

3. Scahill, L.; Aman, M.G.; Lecavalier, L.; Halladay, A.K.; Bishop, S.L.; Bodfish, J.W.; Grondhuis, S.; Jones, N.; Horrigan, J.P.;
Cook, E.H.; et al. Measuring repetitive behaviors as a treatment endpoint in youth with autism spectrum disorder. Autism 2013,
19, 38–52. [CrossRef] [PubMed]

4. Anagnostou, E.; Jones, N.; Huerta, M.; Halladay, A.K.; Wang, P.; Scahill, L.; Horrigan, J.P.; Kasari, C.; Lord, C.; Choi, D.; et al.
Measuring social communication behaviors as a treatment endpoint in individuals with autism spectrum disorder. Autism 2014,
19, 622–636. [CrossRef] [PubMed]

5. McConachie, H.; Parr, J.R.; Glod, M.; Hanratty, J.; Livingstone, N.; Oono, I.P.; Robalino, S.; Baird, G.; Beresford, B.;
Charman, T.; et al. Systematic review of tools to measure outcomes for young children with autism spectrum disorder. Health
Technol. Assess. 2015, 19, 1–506. [CrossRef]

6. Guy, W. ECDEU Assessment Manual for Psychopharmacology; US Department of Health and Welfare: Washington, DC, USA, 1976;
pp. 534–537.

7. Choque Olsson, N.; Bolte, S. Brief report: “Quick and (not so) dirty” assessment of change in autism: Cross-cultural reliability of
the Developmental Disabilities CGAS and the OSU autism CGI. J. Autism. Dev. Disord. 2014, 44, 1773–1778. [CrossRef] [PubMed]

8. Aman, M.G.; Novotny, S.; Samango-Sprouse, C.; Lecavalier, L.; Leonard, E.; Gadow, K.D.; King, B.H.; Pearson, D.A.; Gernsbacher, M.A.;
Chez, M. Outcome measures for clinical drug trials in autism. CNS Spectr. 2004, 9, 36–47. [CrossRef] [PubMed]

9. Provenzani, U.; Fusar-Poli, L.; Brondino, N.; Damiani, S.; Vercesi, M.; Meyer, N.; Rocchetti, M.; Politi, P. What are we targeting
when we treat autism spectrum disorder? A systematic review of 406 clinical trials. Autism 2020, 24, 274–284. [CrossRef]

10. King, B.H.; Hollander, E.; Sikich, L.; McCracken, J.T.; Scahill, L.; Bregman, J.D.; Donnelly, C.L.; Anagnostou, E.; Dukes, K.;
Sullivan, L.; et al. Lack of efficacy of citalopram in children with autism spectrum disorders and high levels of repetitive behavior:
Citalopram ineffective in children with autism. Arch. Gen. Psychiatry 2009, 66, 583–590. [CrossRef]

11. Busner, J.; Targum, S.D. The clinical global impressions scale: Applying a research tool in clinical practice. Psychiatry 2007, 4, 28–37.
12. Furukawa, T.A.; Cipriani, A.; Barbui, C.; Brambilla, P.; Watanabe, N. Imputing response rates from means and standard deviations

in meta-analyses. Int. Clin. Psychopharmacol. 2005, 20, 49–52. [CrossRef] [PubMed]
13. Samara, M.T.; Spineli, L.M.; Furukawa, T.A.; Engel, R.R.; Davis, J.M.; Salanti, G.; Leucht, S. Imputation of response rates from

means and standard deviations in schizophrenia. Schizophr. Res. 2013, 151, 209–214. [CrossRef]
14. Siafis, S.; Çıray, O.; Schneider-Thoma, J.; Bighelli, I.; Krause, M.; Rodolico, A.; Ceraso, A.; Deste, G.; Huhn, M.; Fraguas, D.; et al.

Placebo response in pharmacological and dietary supplement trials of autism spectrum disorder (ASD): Systematic review and
meta-regression analysis. Mol. Autism 2020, 11, 66. [CrossRef] [PubMed]

15. Siafis, S.; Çıray, O.; Wu, H.; Schneider-Thoma, J.; Bighelli, I.; Krause, M.; Rodolico, A.; Ceraso, A.; Deste, G.; Huhn, M.;
et al. Pharmacological and dietary supplement treatments for autism spectrum disorder: A systematic review and network
meta-analysis. 2021; In preparation.

16. Liddell, T.M.; Kruschke, J.K. Analyzing ordinal data with metric models: What could possibly go wrong? J. Exp. Soc. Psychol.
2018, 79, 328–348. [CrossRef]

17. Lin, L.I. A concordance correlation coefficient to evaluate reproducibility. Biometrics 1989, 45, 255–268. [CrossRef] [PubMed]
18. Bland, J.M.; Altman, D.G. Measuring agreement in method comparison studies. Stat. Methods Med. Res. 1999, 8, 135–160. [CrossRef]
19. Bland, J.M.; Altman, D.G. Statistical methods for assessing agreement between two methods of clinical measurement. Lancet 1986,

1, 307–310. [CrossRef]
20. Schwarzer, G.; Chemaitelly, H.; Abu-Raddad, L.J.; Rücker, G. Seriously misleading results using inverse of Freeman-Tukey double

arcsine transformation in meta-analysis of single proportions. Res. Synth. Methods 2019, 10, 476–483. [CrossRef]
21. DerSimonian, R.; Laird, N. Meta-analysis in clinical trials revisited. Contemp. Clin. Trials 2015, 45, 139–145. [CrossRef]
22. R Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna, Austria, 2018;

Available online: https://www.r-project.org/ (accessed on 22 March 2021).
23. Stevenson, M.; Nunes, T.; Heuer, C.; Marshall, J.; Sanchez, J.; Thornton, R.; Reiczigel, J.; Robison-Cox, J.; Sebastiani, P.;

Solymos, P. epiR: Tools for the Analysis of Epidemiological Data. R Package Version 2.0.17. 2020. Available online: https:
//cran.r-project.org/package=epiR (accessed on 22 March 2021).

24. Viechtbauer, W. Conducting meta-analyses in R with the metafor package. J. Stat. Softw. 2010, 36, 1–48. [CrossRef]

http://doi.org/10.1016/j.euroneuro.2021.02.020
http://doi.org/10.1007/s10803-018-3569-y
http://www.ncbi.nlm.nih.gov/pubmed/29644586
http://doi.org/10.1177/1362361313510069
http://www.ncbi.nlm.nih.gov/pubmed/24259748
http://doi.org/10.1177/1362361314542955
http://www.ncbi.nlm.nih.gov/pubmed/25096930
http://doi.org/10.3310/hta19410
http://doi.org/10.1007/s10803-013-2029-y
http://www.ncbi.nlm.nih.gov/pubmed/24379174
http://doi.org/10.1017/S1092852900008348
http://www.ncbi.nlm.nih.gov/pubmed/14999174
http://doi.org/10.1177/1362361319854641
http://doi.org/10.1001/archgenpsychiatry.2009.30
http://doi.org/10.1097/00004850-200501000-00010
http://www.ncbi.nlm.nih.gov/pubmed/15602117
http://doi.org/10.1016/j.schres.2013.10.029
http://doi.org/10.1186/s13229-020-00372-z
http://www.ncbi.nlm.nih.gov/pubmed/32847616
http://doi.org/10.1016/j.jesp.2018.08.009
http://doi.org/10.2307/2532051
http://www.ncbi.nlm.nih.gov/pubmed/2720055
http://doi.org/10.1177/096228029900800204
http://doi.org/10.1016/S0140-6736(86)90837-8
http://doi.org/10.1002/jrsm.1348
http://doi.org/10.1016/j.cct.2015.09.002
https://www.r-project.org/
https://cran.r-project.org/package=epiR
https://cran.r-project.org/package=epiR
http://doi.org/10.18637/jss.v036.i03


Brain Sci. 2021, 11, 908 11 of 11

25. Balduzzi, S.; Rücker, G.; Schwarzer, G. How to perform a meta-analysis with R: A practical tutorial. Evid. Based Ment. Health 2019, 22,
153–160. [CrossRef] [PubMed]

26. Wickham, H.; Averick, M.; Bryan, J.; Chang, W.; McGowan, L.D.A.; François, R.; Grolemund, G.; Hayes, A.; Henry, L.; Hester, J.
Welcome to the Tidyverse. J. Open Source Softw. 2019, 4, 1686. [CrossRef]

27. Furukawa, T.A.; Akechi, T.; Wagenpfeil, S.; Leucht, S. Relative indices of treatment effect may be constant across different
definitions of response in schizophrenia trials. Schizophr. Res. 2011, 126, 212–219. [CrossRef] [PubMed]

28. Johnston, B.C.; Alonso-Coello, P.; Friedrich, J.O.; Mustafa, R.A.; Tikkinen, K.A.O.; Neumann, I.; Vandvik, P.O.; Akl, E.A.; Da
Costa, B.R.; Adhikari, N.K.; et al. Do clinicians understand the size of treatment effects? A randomized survey across 8 countries.
Cmaj 2016, 188, 25–32. [CrossRef]

29. Higgins, J.P.T.; Thomas, J.; Chandler, J.; Cumpston, M.; Li, T.; Page, M.J.; Welch, V.A. Cochrane Handbook for Systematic Reviews of
Interventions; John Wiley & Sons: Hoboken, NJ, USA, 2019.

30. Meister, R.; Von Wolff, A.; Kriston, L. Odds ratios of treatment response were well approximated from continuous rating scale
scores for meta-analysis. J. Clin. Epidemiol. 2015, 68, 740–751. [CrossRef] [PubMed]

http://doi.org/10.1136/ebmental-2019-300117
http://www.ncbi.nlm.nih.gov/pubmed/31563865
http://doi.org/10.21105/joss.01686
http://doi.org/10.1016/j.schres.2010.10.016
http://www.ncbi.nlm.nih.gov/pubmed/21062670
http://doi.org/10.1503/cmaj.150430
http://doi.org/10.1016/j.jclinepi.2015.02.006
http://www.ncbi.nlm.nih.gov/pubmed/25801601

	Introduction 
	Methods 
	Dataset 
	Imputation Method 
	Assessment of Performance of the Imputation Method 
	Concordance Correlation Coefficient (CCC) 
	Predictive Accuracy and Linear Regression Model 
	Limits of Agreement and Bland–Altman Analysis 

	Meta-Analysis 

	Results 
	Responder Rates 
	Odds Ratios 

	Discussion 
	References

