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Clinical trial simulations make use of input/output models with covariate effects; the virtual
patient population generated for the simulation should therefore display physiologically reasonable covariate distributions. Covariate distribution modeling is one method used to create
sets of covariate values (vectors) that characterize individual virtual patients, which should
be representative of real subjects participating in clinical trials. Covariates can be continuous
(e.g., body weight, age) or categorical (e.g., sex, race). A modeling method commonly used
for incorporating both continuous and categorical covariates, the Discrete method, requires the
patient population to be divided into subgroups for each unique combination of categorical
covariates, with separate multivariate functions for the continuous covariates in each subset.
However, when there are multiple categorical covariates this approach can result in subgroups
with very few representative patients, and thus, insufficient data to build a model that characterizes these patient groups. To resolve this limitation, an application of a statistical methodology (Continuous method) was conceived to enable sampling of complete covariate vectors,
including both continuous and categorical covariates, from a single multivariate function. The
Discrete and Continuous methods were compared using both simulated and real data with
respect to their ability to generate virtual patient distributions that match a target population. The simulated data sets consisted of one categorical and two correlated continuous
covariates. The proportion of patients in each subgroup, correlation between the continuous
covariates, and ratio of the means of the continuous covariates in the subgroups were varied.
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During evaluation, both methods accurately generated the summary statistics and proper proportions of the target population. In general, the Continuous method performed as well as
the Discrete method, except when the subgroups, defined by categorical value, had markedly
different continuous covariate means, for which, in the authors’ experience, there are few clinically relevant examples. The Continuous method allows analysis of the full population instead
of multiple subgroups, reducing the number of analyses that must be performed, and thereby
increasing efficiency. More importantly, analyzing a larger pool of data increases the precision
of the covariance estimates of the covariates, thus improving the accuracy of the description
of the covariate distribution in the simulated population.
KEY WORDS: covariate; covariate distribution modeling; continuous covariate; categorical
covariate; multivariate distribution; clinical trial simulation.

INTRODUCTION
Clinical trial simulation (CTS) can be a valuable tool to improve
drug development (1–3). By synthesizing the available knowledge about the
drug, patients, and clinical program (e.g., pharmacokinetics and pharmacodynamics, disease progress, demographics) into a stochastic model, the
user can investigate, in silico, aspects of the clinical study plan (dosing regimens, study designs, patient populations, formulations), allowing the clinical team to make rational, informed decisions with regards to optimizing
the development plan of a new compound (4–8).
A clinical trial simulation model consists of three main components
(1): a clinical trial execution model, an input–output (IO) model, and a
covariate distribution model. The execution model describes aspects of the
study conduct such as compliance with dosing schedules, and subject dropouts. The IO model is a collection of models describing the disease progress
during the study period, and the pharmacokinetics and pharmacodynamics of the drugs being tested. The covariate distribution model incorporates
patient-specific factors that may account for inter-individual differences in
observed pharmacokinetics and pharmacodynamics and contribute to variability in individual parameter values. Based on the established or hypothesized impact of the covariates on the IO model, the simulated covariate
information is then used to predict IO model parameters for a virtual patient
with a particular combination of demographics and characteristics.
Covariate distribution modeling can be used to generate virtual patients
for clinical trial simulation (3, 9). Each patient is represented by a set of intrinsic or extrinsic factors (called a covariate vector) which collectively describe
the characteristics of the patient. Useful covariates typically include demographics (age, weight, sex, race), concomitant drug use (which may also include
abused drugs, tobacco and alcohol), and disease risk or health status biomarkers (e.g., blood pressure, cholesterol concentrations, creatinine clearance, liver
enzymes, disease severity). Note that patient covariates may be continuous
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(such as age and weight) or categorical (such as sex, race, or smoking status).
These covariates are frequently correlated between individuals (e.g., women
are more likely to weigh less and have lower creatinine clearances than men).
Since the covariates are used to predict elements of the IO model that influence
a patient’s trial outcome, it is critical that the covariates associated with each
virtual patient be realistic and consistent with the projected patient population. Therefore, some care should be given to the development of the covariate
distribution model.
There are a number of techniques that use the covariates of an existing patient population (e.g., a patient population with the same indication, or patient information from a previous study of the same drug)
to create new virtual patient populations for clinical trial simulation (9).
The simplest method is to sample complete patient covariate vectors from
observed values in the existing database (also called the empirical distribution), with or without replacement of that vector in subsequent sampling.
The benefit of sampling from an empirical distribution is that covariate
combinations are guaranteed to be realistic, as they are extracted directly
from real patient data. However, no new patient covariate vectors can be
created using this approach.
Rather than sampling complete vectors from single subjects, the
individual empirical distributions of each covariate can be used to create
vectors that do not exist in the empirical database. In this method, covariates are sequentially sampled from their individual empirical distributions,
with each subsequent covariate chosen from a constrained set of values
based upon previously selected covariates (e.g., after randomly sampling
age from the observed age distribution, one would then randomly sample creatinine clearance from its observed distribution; however, the choice
of values would be limited to creatinine clearance measurements obtained
from patients with the age chosen in the first step). Such “conditional distributions” will preserve the correlation between the covariates. It should
be noted, however, that as each additional covariate is selected, subsequent
distributions become increasingly constrained, potentially limiting values
to a highly restricted subset; shuffling the selection order may partly alleviate this problem (9). In addition, the process of sequentially selecting
covariates can be computationally inefficient.
Random sampling of covariate vectors from a multivariate normal
distribution (MVND, Fig. 1) preserves the benefits of the previously
described covariate profile generation methods (generation of unique subjects with realistic covariate vectors), while reducing their limitations (e.g.,
computational inefficiency and sampling from overly constrained distributions). A MVND is represented by two parameters: a vector of means
of the individual covariates, and matrix consisting of the variances of the
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Fig. 1. Illustration of multivariate normal distribution for two covariates (cov1 and cov2).
Covariate combinations that occur naturally in the target population have a high probability
of being selected by the covariate distribution model, whereas unrealistic or physiologically
impossible combinations are selected with lower frequency.

covariates along the main diagonal, and the covariances between each pair
of covariates in the other matrix positions (10).
Two important assumptions fixed in the definition of an MVND must
be considered. First, all covariates in the MVND are assumed to follow
the same known distribution (e.g., normal or log-normal). Second, while
covariance defines the basic association between two covariates, it is not
sufficient to fully define the shape of the relationship; sampling from a
MVND will always result in linearly related simulated covariates. Thus,
regardless of the observed distributions of the covariates, and the shapes
of the relationships between them in the empirical distribution, covariates sampled from an MVND based upon this data will be normally (or
log-normally) distributed and linearly related; the simulated results may
therefore only approximate the original target population. It should be
noted, however, that most common covariates, such as age and weight, are
generally normally or log-normally distributed; in addition, within normal
ranges of covariate values, it is usual to see a linear relationship between
common covariates. Therefore, because the MVND defines the individual covariate distributions as well as maintains the systematic relationship
between the covariates, the generated covariate vectors should be physiologically realistic.
Software packages such as NONMEM (11) and Pharsight Trial
Simulator (Version 2.1.2, Pharsight Inc, Mountain View, CA) allow samples to be obtained from multivariate normal distributions (MVND), but
this can only be accomplished when all covariates are continuous. Because
categorical covariates are not continuous they have not previously been
considered for inclusion in MVNDs. However, the method for covariate distribution modeling that will be introduced creates a single MVND
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which includes both continuous and categorical covariates. This is accomplished by deliberately ignoring the categorical nature of a covariate and
treating it as if it arose from a continuous distribution. Evaluation of the
properties of this method (the Continuous method) was undertaken by
comparing it with a standard method (the Discrete method) with respect
to their abilities to generate virtual patient distributions that match a real
or simulated target population.

METHODS
Discrete Method
A commonly used method for dealing with both continuous and categorical covariates is to use a separate MVND for each unique combination of categorical covariate values. This will henceforth be designated the
Discrete method. For example, if sex and smoking are the two categorical covariates, the population is divided into four groups (female smokers,
female nonsmokers, male smokers, and male nonsmokers). Subgroup specific MVNDs are then created from which continuous covariates (e.g. age,
weight) are sampled. Although the Discrete method is frequently used,
there are significant limitations, which arise from subdividing the patient
population.
First, the Discrete method may be impractical to implement when
there are multiple categorical covariates (e.g. sex ×2, smoking ×3, race
×4, disease status ×5 would lead to 120 separate MVNDs). Even if it
were feasible to simulate this many MVNDs, estimation of their parameters may be impossible because of limited empirical observations of the
continuous covariates in each of the categorical subgroups. When there are
too few patients in a subgroup, there may be insufficient data to create
a reliable MVND; specifically, if there less than N + 1 subjects in a subgroup (where N is the number of covariates in the MVND), the variance–
covariance matrix that is generated will be singular. A worst case scenario
is a subgroup in which there are no patients in the empirical distribution,
yet patients with this combination of categorical covariates could potentially be enrolled in a future clinical trial. Because the relationship between
the continuous covariates in this subgroup is unknown, it is impossible to
determine if the simulated patient covariate vectors are appropriate for this
patient group.
Although there may be no data about the association between covariates (continuous or categorical) for a specific subgroup, it seems reasonable to assume that the variance structure may be similar to those
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observed in subgroups occurring more frequently in the empirical distribution. Thus, we propose an approximate method to capture these
correlations in order to simulate correlated categorical and continuous covariates. The method can be applied using estimates from a sparse (for
some combinations) empirical distribution.
Continuous Method
In the Continuous method the parameters of a single MVND are estimated by treating all categorical covariates as if they are continuous values, a procedure seen commonly in statistical simulation (12–15). In order
to constrain all biological covariates to be positive, we typically assume
a log-normal multivariate distribution. Thus, the MVND variance–covariance matrix is defined in terms of the logarithms of the covariate values.
Likewise, categorical values must all be coded to possess positive values.
Complete patient covariate vectors (both continuous and categorical covariates) are then sampled from a single MVND; because the sampled values are logarithmic, each component of the vector is then exponentiated to
obtain the true covariate values. Note that because categorical covariates
are sampled from a continuous MVND, sampled values for the virtual
patients for these covariates will therefore be nondiscrete (e.g., if nonsmokers = 1 and smokers = 2 in the empirical distribution, a value such as 1.3
would be a possible value for smoking status in vectors sampled from a
MVND). These continuous values must then be mapped to discrete categorical values, based on a continuous critical value (CrV).
The CrV is determined from the inverse of the lognormal cumulative
distribution with a given mean, standard deviation, and cumulative probability (16), according to the following equation:
CrV(µ, σ, Pi ) = eµ+σ ·NORMINV(Pi ) .

(1)

For a categorical covariate X with k discrete values, µ = mean(ln(X )),
σ = SD(ln(X )), Pi is the proportion of subjects in the empirical distribution with categorical value X i (i ≤ k), and NORMINV is the inverse
of the standard normal distribution. Figure 2 illustrates the CrV calculation for an example of a categorical covariate, smoking status, with three
levels. The data set contained 18.6% nonsmokers, 49.3% former smokers,
and 32.1% smokers, coded 1, 2, and 3, respectively. The corresponding
cumulative probabilities (Pi ) were 0.186, 0.679 (0.186 + 0.493), and 1. The
original smoking status values were log-transformed and the mean and
standard deviation of the transformed data were determined (µ = 0.694,
σ = 0.378). These values were used (Eq. 1) to determine two CrV values (1.43 and 2.39). Thus, if the continuous value for smoking status was
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Continuous value for smoking status
Fig. 2. Illustration of the calculation of discrete values for smoking status with three possible
values (nonsmoker, former smoker, current smoker). The mean and standard deviation define
the log-normal probability distribution of smoking status in the empirical distribution, as if it
was a continuous covariate. The histogram is derived from an empirical distribution used to
estimate the continuous distribution parameters. The cumulative probability (P) corresponds
to the area under the probability distribution curve (solid line). The CrVs are indicated by
arrows on the x-axis.

less than or equal to 1.43, the subject would be designated a nonsmoker;
a value between the two CrVs would designate a former smoker, and if
greater than 2.39, the subject would be designated a smoker.
Qualification of Methods
The performances of the Discrete and Continuous methods were evaluated based upon their abilities to reproduce the summary statistics of
target population covariate distributions, using both real and simulated
populations. All simulations were performed using Trial Simulator, and
statistics were determined using SPLUS (Version 6.0, Insightful Corp.,
Seattle, WA).
For the Continuous method, the parameters of a single MVND were
estimated using all covariates (continuous and categorical) from the real
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or simulated data. The following steps were carried out in S-PLUS. First,
summary statistics (geometric mean, minimum, and maximum) were computed for each covariate. All covariates were log-transformed (for categorical covariates with a value of zero in the empirical distribution, 1 was
added to all values prior to log-transformation). The variance–covariance
matrix of the transformed values was then determined. The summary statistics and variance–covariance matrix were entered into Trial Simulator
to define the MVND. All covariates were classified as continuous, regardless of their original type (categorical, continuous) in the empirical distribution. After the covariate vectors were sampled from the MVND, each
element was exponentiated. The “continuous” categorical covariate values
were then discretized based upon the appropriate CrV.
For the Discrete Method, the values from the real or simulated data
were subset into groups corresponding to each unique combination of categorical covariates. In Trial Simulator, each covariate was classified as categorical or continuous according to its type in the empirical distribution.
The method outlined in the previous paragraph was then applied for the
continuous covariates in each subgroup.
1000 subjects were simulated using both the Discrete and Continuous
methods. The population summary statistics and distributions of continuous covariates and proportions of categorical covariate values generated
by both methods were compared to those of the corresponding “observed”
(real or simulated) data. In addition, a test of the method’s ability to
preserve the correlation coefficients between the covariates was examined.
A variance–covariance matrix was created from the simulated population
data, and compared to the variance–covariance matrix obtained from the
original data; the percent difference between the values in the same positions in the two matrices was calculated.
For each original data set (real, simulated), the Discrete and Continuous methods were replicated 10 times. With 1000 subjects simulated per
replicate, good marginal statistics for the covariates, including 95% confidence intervals, could be obtained. Since the results were fairly invariant
between the replicates (based on a small standard error of the mean), 10
replicates were judged to be sufficient to obtain precise estimates of the
covariate summaries.
The Continuous and Discrete methods were applied to both real data
and 27 simulated covariate data sets, as follows:
Empirical distribution of covariates (real data example)
The real data example was based on 467 subjects with seven continuous covariates (age, weight, body mass index, diastolic and systolic blood
pressure, total cholesterol, fasting blood glucose) and three categorical
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Table I. Parameter values for the simulated target population covariate data sets
Parameter

CONT1

CONT2

Mean (CAT = 1)
Mean (CAT = 2)
CV (%)
Minimum
Maximum

10,50,90*
100
30
0
1000

90
100
30
0
1000

Each subgroup (CAT = 1 and CAT = 2) was simulated with a separate log-normal distribution based upon the mean, coefficient of variation, and range. All parameter values were fixed except for the mean
of CONT1 for subgroup CAT=1, which varied dependent upon the
mode ratio, MR* (see Table II).

covariates (sex, smoking status, and diagnosis), with 2, 3, and 4 categories, respectively. Subdividing the population by unique combinations of
categorical covariates created 2 · 3 · 4 = 24 subgroups, with between 1 and
83 subjects per subgroup (median = 9). In this example, due to the large
number of subgroups and the resulting small number of subjects in many
of these subgroups, the Discrete method proved to be impractical.
Simulated distributions of covariates (simulated data example)
The simulated covariate distribution consisted of one categorical
covariate with 2 levels (CAT = 1, CAT = 2), and two correlated continuous covariates (CONT1 and CONT2). Each subpopulation (CAT = 1 and
CAT = 2) was simulated with a separate log-normal distribution for each
continuous covariate, according to the summary statistics in Table I. Both
continuous covariates had a bimodal distribution (the means of the two
subgroups differed). The summary statistics for CONT2 were fixed; for
CONT1, all parameters were fixed except for the mean of the CAT = 1
subgroup.
To test different simulation scenarios, three factors were varied: the
percentage of patients in the CAT = 1 subgroup, the correlation between
CONT1 and CONT2, and the extent of “bimodality” (overlap) of the distributions of CONT1 for the two subgroups, designated as the mode ratio,
MR. The lower the value of MR, the more distinct the modes of the two
subgroups were and the more the overall population distribution appeared
bimodal. Therefore a low MR value (0.1) resulted in a distribution that
appeared to be strongly bimodal whereas a high MR value such as 0.9
indicated a large degree of overlap between the two subgroups, leading to
the appearance that the population is in fact unimodal. Table II lists the
three values chosen for each factor.
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Table II. Variables defining the simulation scenarios (n = 27) for the
simulated target population covariate data sets
% (CAT = 1)

Corr

MR

10
25
50

0
0.45
0.9

0.1
0.5
0.9

The factors varied were the percentage of patients in subgroup
CAT = 1, the correlation between CONT1 and CONT2, and the
mode ratio, MR, which, when multiplied by 100, defined the mean
of CONT1 for subgroup CAT = 1, and indicated the degree of overlap between the two subgroups. The mean of CONT1 for subgroup
CAT = 2 was set to 100.

The MVND parameters for each of the possible scenarios were used
to simulate 27 covariate data sets with Trial Simulator.
Categorical Covariate Coding
An analysis was completed to assess whether the order in which a categorical covariate was coded had a significant impact on the results. For
the real data example, the original coding for smoking status was set at 1
for nonsmokers, 2 for former smokers, and 3 for current smokers (1/2/3).
Two alternate data sets were created with the codes shuffled (2/3/1 and
3/1/2). The Continuous method was performed for the two alternate data
sets and the summary statistics compared to the original data as well as
to the simulated data with the initial coding.
To determine if the results of the methodology were invariant to the
actual values of the codes (for example, 1/2/3 vs. 1/2/10 vs. 1/2/50), a similar analysis to the previous was performed.

RESULTS
Empirical Distribution of Covariates (Real Data Example)
Table III and Figs. 3 and 4 display the covariate summary statistics of
the real data set and those generated using the Continuous Method. The
mean, standard deviation, and range of the continuous covariates in the
original population are maintained in the simulated population. In addition, the proportion of each value of the categorical covariates in the original population is maintained in the simulated population, showing that
the mapping from continuous to discrete value calculation is appropriate.
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Table III. Real Data Example: summary statistics of the categorical covariates of target population (n = 467) and the covariate data generated using the Discrete and Continuous methods (n = 1000 × 10 replicates)

Sex

1
2
1
2
3
1
2
3
4

Smoking Status

Diagnosis

Obs.
(%)

Continuous.
% (SE)

80.3
19.7
18.6
49.3
32.1
40.0
38.0
6.0
16.0

79.9
20.1
19.0
50.2
30.8
40.6
37.7
5.88
15.8

SEX

(0.94)
(0.94)
(1.45)
(2.13)
(1.53)
(1.43)
(1.50)
(0.63)
(0.71)

80.5
19.5
18.9
48.6
32.5
40.0
38.1
6.18
15.7

(1.51)
(1.41)
(0.78)
(1.52)
(0.96)
(0.24)
(1.41)
(0.45)
(1.38)

SMOKING STATUS

1.0

1.0

Proportion

Proportion

Discrete.
% (SE)

0.5

0.0

0.5

0.0

0

1

2

3

4
5
6
Replicate

7

8

9

10

0

1

2

3

7

8

9

10

4

5
6
Replicate

7

8

9

10

DIAGNOSIS

Proportion

1.0

0.5

0.0

0

1

2

3

4 5
6
Replicate

Fig. 3. Real Data Example: Proportion of patients in each level for the three categorical
covariates. The leftmost bar in each plot represents the target population data (n = 467).
Each additional bar represents one replicate of 1000 patients, generated using the Continuous
method. The varying bar colors represent the proportion of subjects in each category.

The standard errors of the mean (continuous) or proportion (categorical)
for each covariate (10 replicates) demonstrate high precision of the method
with negligible bias.
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AGE

BODY WEIGHT

BODY MASS INDEX

DIASTOLIC BP

SYSTOLIC BP

CHOLESTEROL

GLUCOSE

Fig. 4. Real Data Example: Box and whisker plot showing the distribution of values for the
continuous covariates. The leftmost box in each plot represents the target population data
(n = 467). Each additional box represents one replicate of 1000 patients, generated using the
Continuous method. The boxes contain the 25th to 75th percentiles, the horizontal bar represents the median value, the whiskers represent the 10th to 90th percentiles, and the lines outside the whiskers represent outliers.

Due to the underlying assumptions behind the MVND, the simulated
data will have a linear relationship between the covariates, which may not
necessarily reflect the true shape of the relationship in the observed data.
However, a test of the method’s ability to preserve the correlation coefficients was examined by comparing the variance–covariance matrix for the
observed and simulated population covariates. The maximum percent error
in the covariance terms for all scenarios was 10%, indicating that the Continuous method preserved the correlation between the covariates.
Table IV displays the covariate summary statistics of the real data
set and those generated using the Discrete Method. The accuracy, precision, and bias are similar to those of the Continuous method. For the real
data, however, the statistics from the Discrete method using the continuous covariates are based on results from only 16 of the 24 subsets. The
MVNDs for the remaining 8 subsets, containing between 1 and 7 sub-
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Table IV. Real Data Example: summary statistics of the continuous covariates in the target population (n = 467) and the covariate data generated using the Discrete and Continuous
methods (n = 1000 × 10 replicates)
Observed
Mean ± SD
Age
Weight
BMI
Cholesterol
Diastolic BP*
Systolic BP*
Glucose

68.7
72.6
25.8
205.5
77.9
146.1
5.97

±
±
±
±
±
±
±

8.2
12.8
3.5
44.0
11.0
18.4
1.91

Continuous method
Mean (SE) ± SD (SE)
69.7
74.0
26.1
214.0
79.4
148.1
6.70

(0.23)
(0.27)
(0.04)
(1.50)
(0.36)
(0.36)
(0.07)

±
±
±
±
±
±
±

7.20
10.8
2.92
43.7
10.2
17.1
2.36

(0.15)
(0.19)
(0.07)
(1.32)
(0.16)
(0.42)
(0.09)

Discrete method
Mean (SE) ± SD (SE)
69.9
70.5
25.8
212.2
79.4
147.0
6.48

(0.21)
(0.44)
(0.08)
(2.29)
(0.36)
(1.06)
(0.11)

±
±
±
±
±
±
±

4.98 (0.14)
7.19 (0.34)
2.41 (0.09)
30.95 (1.19)
10.2 (0.16)
12.5 (0.45)
1.39 (0.07)

* BP: Blood Pressure

jects, failed to simulate reasonable values for the continuous covariates.
Additional analyses were performed to determine the causality of this failure; it was found that if there are data from less than N + 1 subjects in a
subgroup (where N is the number of covariates in the MVND), the variance–covariance matrix that is generated will be singular. This is clearly a
potential disadvantage of the Discrete method.
Simulated Distributions of Covariates (Simulated Data Example)
Figure 5 displays the proportion of patients in the (CAT = 1) subgroup, and shows that both the Continuous and Discrete methods generate the expected proportion of patients in each subgroup.
As shown in Fig. 6a, for the situations in which MR equals 0.1, indicating little overlap between the subgroups, the Continuous method fails
to describe the distribution of CONT1 in the two subgroups. However, as
MR increases, the subgroup distributions begin to overlap, masking the
bimodal characteristics of the distribution, and the Continuous method
begins to describe the original distributions more accurately. When the
overlap is substantial (MR = 0.9, Fig. 6c), the distribution of CONT1 generated by the Continuous method matches the simulated covariate data
distribution almost exactly. For all values of MR, the Discrete method
adequately distinguishes the distributions of the individual subgroups for
CONT1; this is expected since each subgroup is simulated separately.
The percent prediction errors (%PE) in the summary statistics of
CONT1 for the Continuous method are shown in Fig. 7. %PE is calculated from 100· (predicted-true)/true, where true is the true mean of
CONT1, and “predicted” is the mean of CONT1 in the covariate data
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Fig. 5. Simulated Data: Bar chart showing the percentage of patients in the subgroup
(CAT = 1) for the target population covariate data and the covariate data generated by
the Continuous and Discrete methods. There should be 10, 25, and 50% in the (CAT = 1)
subgroup, respectively, for each set of 9 scenarios.

simulated by the Continuous method. For the whole population, the Continuous method reliably simulates covariates with mean and coefficient of
variation close to the true values. The %PE is negligible, and is relatively
independent of MR and number of patients in the subgroups, with only
a slight negative %PE for both the mean and CV at a MR value of
0.1. However, for the individual subgroup summary statistics, the %PE is
highly dependent upon both MR and the percentage of patients in that
subgroup. For MR = 0.1, the Continuous method results overestimate the
mean and CV of CAT = 1 (as shown by a large positive %PE); as the percentage of patients in this subgroup increases, however, the error decreases.
As MR increases, the errors approach zero for both mean and CV in the
subpopulations. For the Discrete method, there are negligible errors in the
mean and SD for the subgroups and for the whole population, which are
independent of the values of MR or the percentage of patients in each
subgroup (results not shown).
Figure 8 shows the correlation between CONT1 and CONT2 for
the true simulated covariate data, and for the Continuous and Discrete
method results. Comparing the plots of the simulated covariate data and
the Continuous method results indicates that for a MR value of 0.1, the
continuous method fails to capture the relationship between CONT1 and
CONT2, but adequately captures the correlation for larger ratios. For all
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Fig. 6. (a) Simulated Data: Population distribution of CONT1 for MR = 0.1. The target population covariate data (gray bars) is overlaid with the Continuous method results (top) and
Discrete method results (bottom), shown as transparent bars. Only the scenarios for correlation = 0 between CONT1 and CONT2 are shown, but the plots for correlations of 0.45 and
0.9 look similar. (b) Simulated Data: Population distribution of CONT1 for MR = 0.5. (c)
Simulated Data: Population distribution of CONT1 for MR = 0.9.
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Fig. 6. Continued.

ratios, the Discrete method accurately captures the correlation between
CONT1 and CONT2.
Figure 9 shows the %PE for the correlation between CONT1 and
CONT2. For MR = 0.1, the Continuous method underestimates the correlation between CONT1 and CONT2 (large negative %PE) for both the
subpopulations and the whole population. As MR increases, the absolute
errors decrease in the subpopulations, and are negligible in the whole population. There does not appear to be a relationship between percent of
patients in each subgroup and the correlation. For the Discrete method,
there are negligible errors in correlation for the subgroups or for the whole
population for all ratios and proportion of patients in each subgroup
(results not shown).
Categorical Covariate Coding
Shuffling the order of the coding by definition altered Pi (see Eq. 1), but
also transformed the mean and standard deviation for smoking status, and
thus the CrVs. Paired with the new variance–covariance matrix (the row and
column for smoking status was altered), the new parameters for the MVND
compensated for the shuffled coding. Therefore, the order of categorical
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CAT=1

ALL

CAT=2

% PE (mean)

150

CAT=1: 10%
CAT=1: 25%
CAT=1: 50%

110
70
30
-10
-50
150

% PE (CV)

110
70
30
-10
-50
0.1

0.5

0.9

0.1

0.5

0.9

0.1

0.5

0.9

Fig. 7. Simulated Data: Percent error in mean (top row) and CV (bottom row) of CONT1
for the values generated by the Continuous method, as a function of mode ratio and %
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and CAT = 2 (dark gray). Only the scenarios with 50% of patients in each subgroup are
shown, but the plots for 10% and 25% in the CAT = 1 subgroup look similar.
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Fig. 9. Simulated Data: Percent error in correlation between CONT1 and CONT2 for the
values generated by the Continuous method, as a function of mode ratio and % (CAT = 1).

covariate coding had no effect upon the simulated results. The summary
statistics of the continuous covariates, and the proportion of each value of
the categorical covariates in the original population, including smoking status, were nearly identical to that of the original observed population.
While the value of the codes (1/2/3 vs. 1/2/50) did impact the simulated results when the third value became large, this analysis was really not
necessary; should codes such as the latter appear in a data set, the third
value could be simply recoded (i.e., all values of 50 changed to 3) for the
creation of the MVND, and then transformed back (to 50) in the simulated data set.

DISCUSSION
As demonstrated by the real data example, both the Continuous
method and Discrete methods generate accurate summary statistics for
the covariates of the target population. The mean, standard deviation,
and range of the continuous covariates in the target population, and the
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Fig. 10. Scatterplot matrix for observed continuous covariates in real data set. Lines represent Loess smooths of the individual plots, and indicate that the relationships between the
covariates are relatively linear; thus, it is appropriate to enter all covariates into the MVND.

proportion of patients with each of the categorical covariate values, are
maintained in the population simulated using either method. In addition,
the standard error of the 10 replicates shows high precision of both methods, while the prediction error indicates negligible bias.
However, despite the fact that the Discrete method appears to generate the proper values for the target population summary statistics, these
results are misleading because these statistics were calculated from only 2/3
(16 of 24) of the unique combinations of categorical covariate values. The
remaining subsets contained fewer than 8 subjects (one plus the number of
continuous covariates); the amount of data in each subset was thus inadequate to obtain a nonsingular variance–covariance matrix between the
covariates. As the number of patients in each subgroup increases, the
covariate variance–covariance matrix derived from these data becomes
more precisely estimated. Consequently the summary statistics of the simulated data more closely match the original statistics, indicating that the
model is representative of these patient subsets in the clinical trial. By
not dividing the patients into subsets, the Continuous method ensures that
there will be sufficient data to generate the MVND; in addition, since each
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subset requires calculation of summary statistics and creation of a separate
MVND, the number of analyses that must be performed is reduced.
In the simulated covariate data case, both the Continuous and
Discrete method results match the summary statistics of the whole population, with low error in the means and CVs, as well as the expected proportion of patients in each subgroup. However, whereas the Discrete method
adequately recreates the distribution of the CONT1 values for all values of
MR, the Continuous method does not. Because the Continuous method
assumes a unimodal distribution for the covariate in the whole population
but in fact a bimodal distribution for a covariate exists, the Continuous
method is not able to recreate this distribution when MR is low. However,
as the subgroups overlap (i.e., the value of MR increases), the bimodal
characteristics of the distribution of CONT1 become obscured, and the
overall population distribution appears unimodal. Our example suggests
that when MR is greater than or equal to 0.5, the performance of the
Continuous method is adequate.
The Continuous method has limited utility for populations when the
subgroup means are very different; however, to our knowledge, there are
few clinically relevant examples in which such a low value of MR might
be seen. Two possible examples are testosterone/estrogen concentration in
males versus females (17), or carboxyhemoglobin concentration in smokers
versus nonsmokers (18). For most commonly used covariates, such as weight
and age, the means of these covariates are usually quite similar between
subjects with different sexes, races, or smoking status, with an MR value of
perhaps 0.8 or higher. However, even when MR is low between subgroups,
the Continuous method may still be utilized when the Discrete method is
challenged by inadequate numbers of subjects in subgroups in empirically
derived datasets. Rather than completely subdividing the population into
each unique combination of categorical covariate value, the subgroups with
a low value of MR may be separated out and the Continuous method could
then be applied to describe the remaining covariates.
Because a MVND simulates covariates whose pairs are linearly
related, the results may not represent the true shape of the covariate relationships in the underlying empirical distribution. It is therefore recommended that a scatterplot matrix be created for the covariates, as shown
in Fig. 10 for the real data example. This will allow a visual examination
of the relationship between the covariates, and the opportunity to identify
any covariate that shows a significantly nonlinear association with another.
For example, if covA and covB are related nonlinearly, there are methods that can be carried out prior to creating the MVND to correct this.
First, one might attempt to transform the covariates in some way to linearize their relationship (e.g., for a relationship represented by a power
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model, the log transformed covariates are linearly correlated). Alternately,
the relationship between covA and covB may be modeled with both fixed
and random effects to obtain a mathematical expression; covB could then
be excluded when estimating the parameters for the MVND. After sampling values for the covariates from the MVND, for each value of covA
an estimate of covB can be obtained from the quantitative relationship
between the two covariates. Similarly, this method could be used to reconcile two covariates that are linearly dependent, which may cause the variance–covariance matrix to be singular if both are left in the analysis.
The Continuous method can be valuable when the original covariate data from which a MVND is derived does not exactly match the
desired target patient population for the clinical trial simulation. Although
the individual covariates themselves may be the same, it may be desirable to simulate virtual patients in a different age group, or perhaps to
explore the outcome of the model given a larger percentage of smokers than in the original data set. To do this, one simply has to adjust
the inclusion–exclusion criteria for the simulation study without changing
the MVND. For example, if it was desired to have 50% males and 50%
females in a 100 subject study, the criteria would be set such that once
50 males were selected, all subsequent covariate vectors from male subjects would be excluded. Similarly, if older patients were desired, covariate vectors with patients below a certain age would be excluded. Once all
subjects are selected, the demographics of this final population should still
match that of the original patient population, due to the fact that the subjects were selected from the MVND created from these data. It is assumed
that the MVND created from the original population represents the inherent interrelationships between the selected covariates for a typical subject
population. These relationships may be borrowed from other similar subject populations, even if the overall demographics (mean age, percentage
of smokers, etc.) were different.
We hope in the future to investigate this method for more elaborate
covariate distribution models (for example, time-varying covariates).
Compared to the Discrete method, the Continuous method has a
number of benefits that result from analyzing the whole population instead
of small subsets. Including a large amount of data in the creation of the
variance–covariance matrix enhances its stability and, as a consequence,
the reliability of the generated covariate combinations. In addition, by
allowing all covariates to be described by a single MVND (rather than
one for each unique combination of categorical covariates), the number
of analyses that must be performed is reduced, increasing efficiency. With
the exception of the rare instance of a low mode ratio between continuous distributions, the Continuous method appears to efficiently generate
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unbiased, precise covariates for the purposes of simulating virtual patient
covariate vectors in a clinical trial simulation.
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