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Abstract

Observational studies of treatment effects require adjustment for confounding vari-
ables. However, causal inference methods typically cannot deliver perfect adjustment
on all measured baseline variables, and there is often ambiguity about which variables
should be prioritized. Standard prioritization methods based on treatment imbalance
alone neglect variables’ relationships with the outcome. We propose the joint variable
importance plot to guide variable prioritization for observational studies. Since not
all variables are equally relevant to the outcome, the plot adds outcome associations
to quantify the potential confounding jointly with the standardized mean difference.
To enhance comparisons on the plot between variables with different confounding re-
lationships, we also derive and plot bias curves. Variable prioritization using the plot
can produce recommended values for tuning parameters in many existing matching
and weighting methods. We showcase the use of the joint variable importance plots
in the design of a balance-constrained matched study to evaluate whether taking
an antidiabetic medication, glyburide, increases the incidence of C-section delivery
among pregnant individuals with gestational diabetes.

Keywords: Graphical Methods; Inference; Variable Selection.



1 INTRODUCTION

Researchers often seek to evaluate treatments to understand whether they are beneficial.
In observational (non-randomized) studies, treatments may be confounded, or associated
with other baseline variables so that it is unclear whether to attribute group outcome
differences to treatment or baseline dissimilarity. To reliably estimate an effect, researchers
must adjust for these variables, typically either by modeling their impact on study outcomes
or by creating new comparison groups that eliminate baseline differences or imbalances, for
example by matching or weighting.

One crucial decision is deciding which variables are most important for adjustment.
While creating comparison groups with perfect balance on the joint distribution of all
baseline variables, or conditioning appropriately on this joint distribution in an outcome
model, is sufficient to remove observed sources of confounding, this is impossible in datasets
with a large number of measured variables. Attempting to adjust for too many variables
can lead to undesirable designs, such as heavily overfitted models, matches with too few
subjects to be useful (Zubizarreta et al., 2014), or weighting designs with high-variance
weights that hurt precision (Miratrix et al., 2018). Many modern causal inference methods
are designed with variable prioritization in mind and incorporate substantive or data-driven
knowledge about which variables are likely to matter most. These include regularization
procedures for outcome regression (Athey et al., 2018), balance tolerances for weighting
(Ben-Michael et al., 2021b), and covariate distances or balancing constraints for matching
(Stuart, 2010; Pimentel et al., 2015; Bennett et al., 2020). However, there is a need for
better data-driven diagnostic tools to guide researcher choices about prioritization.

Researchers may be tempted to prioritize variables based on standard balance diag-

nostics, including tables of standardized mean differences (SMD) for each variable or Love



plots (Ahmed et al., 2006; Stuart et al., 2011; Greifer, 2021; Hansen and Bowers, 2008;
Rosenbaum and Rubin, 1985). These diagnostics are useful for highlighting variables with
large imbalances between treated and control groups. However, prioritizing variables ac-
cording to their imbalance ignores important information about the role of each variable
in the outcome model. Variables strongly related to treatment but unrelated to outcomes
are not confounders. In contrast, if variables are strongly associated with the outcome but
with only moderate imbalance, they may be strong confounders. When choosing which
baseline variables to prioritize for adjustment, focusing solely on the treatment imbalance
can risk ignoring variables that should take precedence due to their outcome importance.

The joint importance of covariate-treatment and covariate-outcome relationships is a
general principle in observational causal inference, not specific to a particular framework or
set of identification assumptions. For example, outcome regression approaches typically do
not make assumptions about the treatment-covariate relationship, but these relationships
influence treatment effect estimation (see Section 2.2). Similarly, matching and weighting
approaches are typically motivated by models of the treatment variable in covariates, but
similarity of outcomes within matched pairs or across weighted groups affects residual
bias (Sales et al., 2018; Ben-Michael et al., 2021a). Another reason outcome-covariate
relationships matter is their influence on sensitivity to unmeasured bias. In both matching
and weighting, increasing homogeneity of the outcomes via better control for prognostic
covariates increases robustness to worst-case confounding as measured by design sensitivity
(Rosenbaum, 2005; Huang et al., 2023). Unfortunately design sensitivity is understudied
in observational study design, and diagnostic tools to improve it are badly needed.

To meet these needs we propose selecting high-priority variables for adjustment using
the joint treatment-outcome variable importance plot (jointVIP). Joint VIP represents each

variable in two dimensions: one describing treatment model importance as measured by



the SMD, and one describing outcome-model importance, measured by outcome correlation
among controls from a pilot sample (chosen disjointly from the analysis sample to ensure
the integrity of the analysis). In addition, under a set of simple working models, the bias
incurred by ignoring each variable can be derived separately and represented on the plot
using unadjusted bias curves, enhancing opportunities for variable comparisons. We show
an example comparison between the traditional Love plot and jointVIP with a subset of
the baseline variables from the case study (absolute measures shown in Figure 1 and signed
measures shown in Supplemental Appendix A.1).

We illustrate joint VIP in detail in a case study of drug safety for diabetes medication in
pregnant individuals. Specifically, we use a matched design with refined covariate balance
constraints, which require a prioritized list of variables to be specified for balancing, and
joint VIP provides a principled way to choose this. However, we argue that jointVIP’s value

is not specific to a given estimation strategy or set of identification assumptions.

2 METHOD

2.1 Joint variable importance plot construction

The high-level purpose of the jointVIP is to illustrate two different dimensions of a variable’s
possible role as a confounder — its imbalance, or association with the treatment variable,
and its association with the outcome — on two axes, with each variable plotted as a single
point. We now discuss the specific measures of variable importance on each axis.

For treatment model importance, described by the x-axis, we use SMDs, or differences
between the treated mean and the control mean divided by an estimate of the variable’s

standard deviation. Many different standard deviation estimates have been proposed lead-
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Figure 1: Comparison between the Love plot and the joint variable importance plot
(jointVIP). Note that some variables (BMI in the obese category and OGTT for fasting
blood glucose used at GDM diagnosis) take on much more prominent positions in joint VIP
than in the Love plot, which only displays SMD values.

BMI: body mass index, C-C: Carpenter-Coustan, C-section: Cesarean section, GDM: gestational diabetes,
OGTT: oral glucose tolerance test, PI: Pacific Islander, SD: standard deviation, SMD: standardized mean

difference.

ing to slightly different SMD definitions; we focus on a version denoted as the “cross-
sample” SMD, which uses the sample standard deviation of the variable in question com-
puted in the pilot (control) sample. For more motivation and discussion of the cross-sample
SMD, see Section 2.2. The variant we propose is similar to an effect size estimator from
Glass (1976), which standardizes the mean difference by dividing by the standard deviation
from the control group (Hedges, 1981). SMDs allow intuitive comparisons across variables
with very different scales, including both binary and continuous variables. They are widely
used to assess imbalance and are commonly reported in balance tables or Love plots. Thus,

using SMD on the z-axis allows jointVIP to preserve all information typically contained in

the Love plot while adding new insights.



For outcome model importance, represented on the y-axis, we compute the sample Pear-
son correlation between each variable and the outcome among controls. Sample correlation
is a familiar, bounded quantity and makes sense for relationships not only between two
continuous variables but also between two binary variables (phi coefficient), and between
binary and continuous variables (point biserial correlation) (Pearson, 1895). The outcome
relationship is calculated only among controls to avoid having to model treatment effects.

It is vital that the outcome correlations be computed in a pilot sample separate from the
data used for the ultimate outcome analysis. Using controls from the analysis sample for
computing outcome correlations can bias treatment effect estimates. For example, suppose
treated and control samples exhibit imbalance on several continuous background variables
(with treated individuals taking larger values), but the study outcome is independent of
all these variables in the population. If we compute sample outcome correlations in the
analysis control sample and form matched pairs based solely on the variable with the largest
such (positive) sample correlation, we essentially match on the variable with the largest
spurious correlation (with the random outcome noise in the current sample). Because of
the imbalance, the matching algorithm will systematically select controls with large values
for the spuriously correlated variable. Hence, the result will have large positive outcome
errors that introduce positive bias into the average outcome for the matched controls. For
related examples see Hansen (2008) and Abadie et al. (2018).

To construct a pilot sample, one may select a small (10-20%) portion of the control
sample at random from the full control group. To ensure the pilot sample is drawn from
the portion of the control space most relevant for the observational study, Aikens et al.
(2020) instead suggest conducting an initial round of matching on a standard Mahalanobis
distance to pair each treated subject to two controls, then selecting one control from each

set at random to construct the pilot sample. Alternatively, external data separate from the



analysis of interest may be used as a pilot sample.

2.2 Addition of unadjusted bias curves for variable comparison

Comparing the relative importance of two distant points on the jointVIP, one with a high
outcome correlation and low SMD, and the other with a high SMD and low outcome corre-
lation, can be difficult. A natural answer lies in the relative sizes of the biases contributed
by ignoring each variable, since our ultimate goal is to avoid biases in treatment effect esti-
mation. We consider each baseline variable and evaluate the bias incurred by omitting this
potential confounder under a simple one-variable model. Inspired by Cinelli and Hazlett
(2020) and Soriano et al. (2021), we plot these bias estimates as curves on the joint VIP.
For any baseline variable X; with j € 1, ..., J), consider the sample least-squares fit of

outcome Y on baseline variable X; and binary treatment Z:
Y = Zro+ X;8; + ¢ (1)
Here € is a residual. In addition, consider two related sample regressions:

Y=7Jr+é (2)
X; = ZA; + i (3)

Following Cochran’s formula (Cox, 2007), we may use (3) to rewrite (1) and obtain a new

representation for (2):
Y = Xjﬂj + ZT() +é= (ZAJ + QAJJ)BJ + ZT() +é= Z(AJBJ + T()) + (ﬂﬁj + €) (4>

Since the new error term (uf; + €) is orthogonal to Z by the construction of residuals @

8



and €, we have 7 = (A;B3; + 79) and é = uf; + €. Note that until now we have made
no model assumptions, merely fit regressions using sample quantities; however, if we add
a working assumption that triples (X,Y,Z) are sampled independently from an infinite
population, with model (1) correctly specified (i.e. that E(Y|X}, Z) = B X; + 77?7 for

some parameters 37" and 77), then the difference
T — Ty = Ajﬁj (5)

is an estimate of the large-sample omitted variable bias (OVB) incurred by estimating
treatment effects via regression on Z alone, ignoring X;.

Importantly for our purposes, the OVB can be rewritten in terms of sample correlation
between X; and Y and a SMD with normalization by the control standard deviation. The
key is that when equation (1) is fit on controls alone (as it will be in our pilot-sample
approach), both (1) and (3) are simple regressions. We rewrite the corresponding simple
regression equations using familiar simple regression formulae. Sy, , and Sy, ., denote
the standard deviation of the pilot sample for outcome and the standard deviation of the

confounder in question respectively. We include the pilot and analysis notations for clarity.

/6‘ _ Sypilot 6

J TXj,pilthpilot ( )
J,pilot

Aj = le,analysis - XjO,analysis (7>

Using (3), we obtain (7), where X1 anatysis and X o anatysis denote variable j’s sample means

among treated subjects and controls, respectively, in the analysis sample. Substituting into



expression (5) and rearranging, we obtain:

Ajﬁj (le,analysis - XjO,analysis)

SY = TXj,pilotaYpilot SX <8>
pilot j

J,pilot

The left-hand side is a conveniently normalized version of the OVB that is invariant to
rescalings of the outcome, and the right-hand side is a product between a sample correlation

computed in the pilot sample and a standardized difference defined as follows:

X‘l analysis — X'O analysis
cross-sample SMD = —="Y J0,analy 9)

Xj,pitot
The SMD calculates the difference between treated and control groups from the analysis
sample and is standardized by the standard deviation from the pilot sample. Hence, we
define this SMD as “cross-sample SMD”.

Since the standardized OVB is a product of two terms, level sets for bias take the form
of hyperbolic curves on the jointVIP to demarcate equivalent levels of confounding under
the crude one-confounder models. In addition, a measure of bias may be computed for any
individual variable using its respective SMD and outcome correlation, and color-coding
based on these quantities is used for plotting points. We refer to the marginal bias measure

as “unadjusted bias” to distinguish from the typical multivariate OVB models.

2.3 Bias in a finite population framework

The bias analysis of Section 2.2 assumes covariates, treatments, and outcomes are sampled
jointly from an infinite population. Although the case study in Section 3 instead uses a
finite population framework, this analysis still turns out be relevant. Given K matched

pairs (with the treated unit indexed k1 in each pair k& and the control unit indexed k2),
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that unobserved confounding is absent, and that Y;(1) — Y%;(0) = 7 for all k, 7. The bias
of a matched difference-in-means estimator for 7, viewing only Z as a random variable and

holding potential outcomes Y (1), Y (0) and covariates X fixed, can be written as follows:

= S (i (0) = Yial0) (5 — i) (10)

k=1

i /(1=Ags)
A1/ (1=Ag1)+FAr2/(1=Ag2)

derivations see Sales et al. (2018, §4) and Huang and Pimentel (2022). This formula suggests

where py; = with \g; representing the propensity score for unit ki; for
that attention to covariate-outcome relationships can improve estimation and inference via
reduction in the magnitude of the Yi1(1) — Y2(0) terms. In principle it would vanish if
matching were exact on the propensity score, but in practice this is implausible (Guo and
Rothenhé&usler, 2023; Pimentel and Huang, 2023). Additionally, if we consider the expected
behavior of this bias when potential outcomes are drawn from a model and covariate X
is ignored, we arrive at an approximate bound that is a rescaled version of unadjusted
bias (see the Supplemental Appendix A.2 for full derivation). Under similar assumptions,
Rosenbaum (2005) shows that reducing the variance of the Yj;(0) — Yj2(0) terms reduces
sensitivity to unmeasured bias, even when propensity score matching is exact. In summary,
although in Section 2.2 we did not explicitly motivate the unadjusted bias curves in the
context of biases incurred under matched designs nor explicitly invoke the finite-sample
framework typically used to analyze such designs, the tools developed in Section 2.2 retain
useful interpretations from the perspective of matched analysis. We anticipate similar

benefits for other causal inference strategies.
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2.4 Using jointVIP to guide study design

Once the jointVIP has been created, researchers can select variables with large potential
bias contributions (as measured by the unadjusted bias curves) for adjustment or otherwise
leverage its information to choose tuning parameters. In a matched study, selected variables
might be used to create a Mahalanobis distance (Hansen, 2004), or their marginal imbalance
could be restricted via fine or refined balance constraints (Yang et al., 2012; Pimentel
et al., 2015) as in our case study in Section 3. In a study using stable balancing weights
inverse values of the outcome correlations plotted on the y-axis of the jointVIP could
be used as balance tolerances (Zubizarreta, 2015). In outcome regression settings where
the data is too high-dimensional to allow inclusion of all covariates, variables highlighted
by jointVIP could be chosen as regressors. For matched and weighted studies, a post-
design version of the jointVIP can also be created using new SMDs computed on the
matched or weighted data. This can suggest further refinements of the original matching
or weighting specification, or whether residual bias is large enough to require additional
regression adjustment after matching and weighting and which variables should be included
in such an adjustment model (Rosenbaum, 2002). Table 1 summarizes the process of
creating and applying jointVIP for practitioners, and a simulation study in Supplemental
Appendix A.3 empirically demonstrates the value of this process for bias reduction.

A natural question is how or whether to combine the process just described with the bal-
ance testing approach to study design proposed by Hansen and Bowers (2008) for matched
or stratified observational studies. Here the design is improved iteratively until an omnibus
test using all measured covariates fails to reject the hypothesis that treatment is distributed
uniformly within strata. While the jointVIP framework offers important new information
by leveraging outcome-covariate relationships ignored by balance tests, balance tests offer a

clearer ideal benchmark for success in the form of a hypothetical study randomized within
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strata, and a single condition to check incorporating all covariates. A researcher might
proceed by requiring the final stratified design both to pass a balance test and to minimize
potential bias as computed under jointVIP to enjoy the benefits of both frameworks. If
this proves impossible, a researcher might instead use jointVIP to select a priority subset
of covariates with highest outcome correlation, and search for a design for which the tests
of Hansen and Bowers (2008) fail to detect differences with respect to these variables. For
an interesting related proposal to use prognostic information to construct a test statistic

for balance testing, see Bicalho et al. (2022).

1. choose pilot sample define pilot sample either as hold-out set from
main analysis sample or from external historical data
2. create the jointVIP fit outcome correlations from the pilot sample

and compute SMD from the analysis sample

3. identify potential confounders prioritize variables in top right region
of the plot and use bias curves to make fine distinctions

4. adjust for confounders create balance constraints (matching or weighting),
a covariate distance (matching), a regressor
matrix (outcome regression), etc. using chosen variables.

5. (optional) plot post-jointVIP  for matching and weighting re-plot with post-design SMD
repeat steps 3-5 repeat as desired

Table 1: Suggested procedure for use of the joint variable importance plot. As discussed in
Section 2.1, the pilot sample typically consists of controls only. See Section 2.4 for further
details on practical use of jointVIP.

JointVIP can also draw attention to variables with high treatment-model importance
but negligible outcome-model importance, sometimes referred to as instrumental variables
or prods (Pimentel et al., 2016). Even when all variables could be used for adjustment,
it is wise to exclude to such variables since they can inflate unmeasured confounding bias

(Brooks and Ohsfeldt, 2013; Ding et al., 2017). JointVIP enables either excluding such
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variables or (if it is not entirely clear whether a variable should be excluded) constructing
multiple control groups that adjust for these variables differently (Pimentel et al., 2016).
Some caution should be exercised when using and interpreting joint VIP. Outcome corre-
lations can change substantially when variables are transformed; outliers may also skew the
means of either treatment or control groups and hence the standardized mean differences.
Blindly using all variables above a bias cutoff may also be suboptimal. For example, if two
variables are near-perfectly collinear, both would be highlighted as priorities in jointVIP,
but adjusting for one may be sufficient to remove bias. Finally, baseline variables that are

absent or rare in the pilot sample may not be well-represented in the plot.

3 CASE STUDY

3.1 Glyburide as a treatment for gestational diabetes

Due to improved ease of use and lower cost, oral antidiabetic medications, such as gly-
buride, are often prescribed compared to the recommended insulin therapy as treatment
for gestational diabetes (Castillo et al., 2014). The safety of glyburide, however, remains
contentious due to potential transfer to the fetus through the placenta (American College of
Obstetricians and Gynecologists, 2018). The question remains: does glyburide increase the
risk of adverse perinatal outcomes in real-world settings? We investigate glyburide’s im-
pact on C-section delivery compared to medical nutritional therapy, the universal first-line
therapy in a large, population-based cohort.

The study population consists of Kaiser Permanente Northern California (KPNC) mem-
bers. Individuals who are diagnosed with GDM receive medical nutritional therapy (MNT)

as the universal first line of therapy. Pharmacologic treatment, including oral antidiabetic
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medications (glyburide, metformin, or other) and/or insulin, is prescribed in addition to
MNT if glycemic control goals are not met. Individuals with GDM who received MNT
alone constituted our control group while those who additional received glyburide as the
only pharmacologic therapy constituted our treatment group. There are 54 common vari-
ables between the 2007-2010 data (pilot sample) and 2011-2021 data (analysis sample),
including indicators of missing data as variables. Table 2 summarizes selected baseline
variables (see Supplemental Appendix A.4 for the full data summary). Missing values were
imputed separately for each year using random forest (Stekhoven and Bithlmann, 2012).
Details about the pattern of missing values and the imputation procedure are reported in
Supplemental Appendix A.5. Our use of KPNC data for this study is approved by the
KPNC Institutional Review Board, which waived the requirement for informed consent

from participants.

3.2 Design
3.2.1 Variable selection using jointVIP

JointVIP is constructed using the jointVIP package in R; for a brief software tutorial
see Liao and Pimentel (2023). To ensure particularly stringent control of the propensity
score, we impose a caliper equal to 0.2 standard deviations of the fitted propensity score
values in the entire sample. Using a caliper on the propensity score is a natural choice
because our approach to inference relies on similar propensity scores within matched pairs
(Pimentel and Huang, 2023). We match exactly on year to address substantive concerns
about potential for temporal shifts in the standard of care in the absence of reliable outcome
correlations.

We address potential bias from additional variables by imposing a series of refined bal-
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Table 2: Summary of selected baseline variables for pregnant individuals with gestational
diabetes.

BMI: body mass index, C-C: Carpenter-Coustan, GDM: gestational diabetes, OGTT: oral glucose tolerance
test, SD: standard deviation A normal OGTT fasting blood glucose level is lower than 95 mg/dL. Abnormal

indicates a result higher than normal.

2007-2010 2011-2021 2011-2021
Control Control Treated
n = 7,526 n = 19,183 n = 10,786
Family history of 198 (2.6) 1,202 (6.3) 822 (7.6)
diabetes = yes (%)
OGTT for 2,165 (28.8) 3,762 (19.6) 4,512 (41.8)
fasting blood glucose = abnormal (%)
GDM severity = severe (%) 775 (10.3) 1,744 (9.1) 1,215 (11.3)
GDM diagnosed by the 7,323 (97.3) 17,303 (90.2) 8,419 (78.1)
C-C criteria = yes (%)
Age (%) Under 25 552 (7.3) 1,029 (54) 349 (3.2)
Between 25-29 1,665 (22.1) 3,762 (19.6) 1,866 (17.3)
Between 30-34 2,584 (34.3) 7,101 (37.0) 4,165 (38.6)
Over 35 2,725 (36.2) 7,291 (38.0) 4,406 (40.8)
Gestational age at 26.06 (6.10) 26.86 (6.02) 23.53 (7.12)
GDM diagnosis (mean (SD))
History of macrosomia = yes (%) 69 (0.9) 145 (0.8) 147 (1.4)
History of GDM = yes (%) 856 (11.4) 3401 (17.7) 2,608 (24.2)
Parity (%) 0 3,121 (41.5) 7,611 (30.7) 3,873 (35.9)
1 2,347 (31.2) 6,566 (34.2) 3,994 (37.0)
more than 2 2,058 (27.3) 5,006 (26.1) 2,919 (27.1)
Pre-pregnancy BMI (%) Underweight 100 (1.3) 391 (2.0) 76 (0.7)
Normal 1,921 (255) 5,107 (26.6) 1,706 (15.8)
Overweight 2,847 (37.8) 6,369 (33.2) 3,361 (31.2)
Obese 2,658 (35.3) 7,316 (38.1) 5,643 (52.3)
Race/ethnicity (%) Asian or 2,919 (38.8) 8,553 (44.6) 4,560 (42.3)
Pacific Islander
Hispanic 2,322 (30.9) 5013 (26.1) 2,923 (27.1)
White 1,602 (21.3) 4,000 (21.3) 2,381 (22.1)
Black or 315 (4.2) 736 (3.8) 410 (3.8)
African American
Other or unknown 368 (4.9) 791 (4.1) 512 (4.7)
Pre-pregnancy 479 (6.4) 1,802 (9.4) 1,915 (17.8)
pre-diabetes = yes (%)
Glucose challenge 169.43 (22.38) 169.71 (22.14) 173.22 (24.32)

test value (mean (SD))

16



ance constraints tailored to the outcome. Refined covariate balance enables users to specify
top-priority variables and their interactions to be balanced as though they were the only
variables in the study, with lower-priority variables receiving further attention as possible
(Pimentel et al., 2015). While this framework offers substantial flexibility to the researcher,
it relies on strong substantive knowledge to specify the balance tiers in a reasonable man-
ner. Frequently it is not immediately clear how to organize a group of baseline variables
into balance tiers in a principled way. JointVIP offers a data-driven approach in settings
where ambiguity remains even after accounting for substantive knowledge. We specify tiers
of variables for refined covariate balance by identifying sets of variables with high impor-
tance. Since the prognostic score (fit in the pilot sample using LASSO regression) ranks
among the variables contributing the largest unadjusted bias, we include quintiles of the
prognostic score in the first balance tier. We include all variables contributing unadjusted
bias greater than or equal to 0.010 with variables in subsequent tiers, with those contribut-
ing larger amounts of bias in higher tiers. Table 3 summarizes the chosen balance tiers for
the design. Specific potential bias values can be found in Supplemental Appendix A.6 col-
umn Pre-matched bias. In addition, we discretized the continuous variable for gestational

age at GDM diagnosis for compatibility with refined covariate balance algorithm.

3.2.2 Matched Design

We conduct matching with refined covariate balance using the rcbalance package in R
and the balance tiers in Table 3. Post-matched jointVIP results, reflecting new levels of
balance after matching, are plotted in Figure 2.B. For variables that were specified, post-
matched biases are compared to pre-matched biases in Supplemental Appendix A.6, which
shows all baseline variables and summary measures to have small biases (around 0.005 or

less) post-matching. Note in particular that variables with high outcome correlation are
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Balance tier

C-section delivery

1 Prognostic score quintile
2 OGTT for fasting blood glucose
Obese pre-pregnancy BMI
3 GDM diagnosed by Carpenter-Coustan criteria

Gestational age category at GDM diagnosis
Pre-pregnancy pre-diabetes
Normal pre-pregnancy BMI

Table 3: Balance tiers for refined covariate balance for each outcome, chosen using joint VIP

plots.
BMI: body mass index, C-section:

outcome variable importance plot

Cesarean section, GDM: gestational diabetes, joint VIP: joint treatment-

, OGTT: oral glucose tolerance test.
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Figure 2: Pre-post match results for Cesarean section delivery.

BMI: body mass index, C-section: Cesarean section, GDM: gestational diabetes, joint VIP: joint treatment-

outcome variable importance plot, OGTT: oral glucose tolerance test, SMD: standardized mean difference.
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balanced especially well, a feature of the design that traditional methods based on Love
plots are not equipped to guarantee.

2,093 treated subjects are excluded from the match due to caliper and exact matching
constraints, and 8,693 pairs are matched. Those who are excluded tend to have more signs
of severe GDM and higher probability of treatment; it is not surprising that it is difficult to
find comparable controls for matching them (Supplemental Appendix A.7). We note that
the average risk difference for C-section is best understood not as an estimate of an average
treatment effect on the treated (Stuart, 2010), but as an average effect on a “marginal”
population consisting of individuals for whom treatment by either arm is reasonably likely
(Rosenbaum, 2012; Li et al., 2019; Greifer and Stuart, 2021). This estimand, while less
common in theoretical discussions of causal inference, adheres more closely to the sub-
stantive quantity of interest for physicians who are typically more interested in guidance
for patients with equipoise, and less interested in effects on patients who would clearly be

assigned glyburide or not in the large majority of cases.

3.3 Outcome analysis

To perform inference, we index matched pairs by ¢ = 1,--- I, and individuals in each
matched pair by £ = 1,2. For a matched pair ¢, one person is treated with glyburide,
Zi. = 1, and the other with MNT, Z;, = 0, hence Z;; + Z;» = 1. Let Z denote the event
that Z;; + Z;» = 1 for each matched pair 7. Each subject ¢k has corresponding potential
outcomes Y (1) and Y, (0) for treatment with and without glyburide respectively. We col-
lect quantities fixed in advance of treatment, including potential outcomes and covariates,
in the set F = {(Yix(1),Yir(0),xi),i = 1,--- , I,k = 1,2}. Our outcome of interest is a
binary indicator for C-section.

We test the sharp null hypothesis, Hy : Y, (1) = Yi(0) for all ¢, k. Assuming that paired
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subjects are equally likely to receive glyburide, we can test this hypothesis by repeatedly
permuting treatment indicators within pairs (independently across pairs) with probability
1/2; this corresponds to resampling treatment indicators conditional on Z and F. Since
under the sharp null the outcomes remain identical regardless of treatment assignment,
we can compute a test statistic under each permutation using observed outcomes and
compare the actual observed value of the test statistic to this reference distribution to
conduct inference. For binary outcomes, in particular, we may apply McNemar’s test
(McNemar, 1947). The above procedure relies on the assumption Pr(Z; = 1|F,2Z) =1/2
with independent assignment for each pair, which is true when unobserved confounding is
absent and propensity scores are matched exactly; it is a quasi-randomization test in the
sense of Zhang and Zhao (2022). In real observational studies this assumption may fail,
and sensitivity analysis is needed to probe the robustness of the initial findings to such

failures. We perform sensitivity analysis as described in Rosenbaum (2010) Section 3.

3.3.1 Results

There are 2 x 8,693 individuals who are matched in pairs, 6,023 (34.64%) individuals
delivered by C-section. Matched results are shown in Table 4. For control (MNT only) in-
dividuals, 33.61% delivered by C-section, and for treated (glyburide and MNT) individuals,
35.67% delivered by C-section (raw treatment-control difference of 2.06%). McNemar’s test
yields a one-sided p-value of 0.0020. Evaluating at significance level 0.05, there is evidence
to reject the null hypothesis under a no unmeasured confounding assumption. However,
the sensitivity analysis produces a threshold I' of 1.041, which indicates that a very small
degree of unmeasured confounding (the amount needed to shift a a 0.50 probability of
treatment to a 1.041/(1 4 1.041) ~ 0.51 probability of treatment) can explain away the

causal effect detected. As such we find no substantial evidence that glyburide is causing
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Treated with glyburide

C-section not C-section
Control C-section 1078 1844
not C-section 2023 3748

Table 4: Matched analysis for Cesarean section delivery.

the increase in cases of C-section delivery in this study.

4 DISCUSSION

JointVIP is a useful tool for selecting variables to balance during the observational study de-
sign phase. One notable advantage over traditional methods is the visual ease of comparison
for marginal relationships of each variable with both the outcome and treatment. Methods
leveraging joint VIP can offer better bias reduction and increased robustness against unmea-
sured confounders (Rosenbaum, 2005). Several other authors have discussed ideas closely
related to jointVIP. Zhao and Yang (2022) propose variable selection for fitting generalized
propensity scores using measures of outcome importance and provide supporting theory
suggesting the optimality of this approach. Aikens et al. (2020) and Aikens and Baiocchi
(2022) construct an alternative design-stage visualization based partially on a pilot sample
incorporating outcomes, the assignment-control (AC) plot. In contrast to jointVIP how-
ever, the AC plot represents subjects rather than variables on the plot, using the estimated
prognostic score and propensity score values on the axes. AC plots and jointVIP thus pro-
vide valuable complementary representations of observational data. Finally, Cinelli and

Hazlett (2020) propose a similar contour plot based on omitted-variable-bias calculations
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that consider each variable in turn as a potential omitted confounder, for use in inter-
preting parameters in sensitivity analysis. For matching and weighting, the post-match
jointVIP has potential to be used in a similar way. However, additional mathematical
work is required to establish a mapping between the A; and /3, quantities represented on
the jointVIP and the parameters of existing sensitivity analysis approaches.

A natural question is why the omitted variable biases for the unadjusted bias curves
should be computed under the one-covariate model in equation (1) instead of a model con-
taining all measured covariates. This relates to a larger question about whether to focus on
visualizing marginal measures of association between covariates and treatment or outcome,
or instead to focus on conditional or partial measures that account for other variables. We
focus on marginal measures rather than conditional measures (such as multiple regression
coefficients from models for treatment or outcome and OVB from excluding one variable
from a regression with many covariates), in contrast to previous works such as Cinelli and
Hazlett (2020). While previous authors focused on post-hoc sensitivity analyses in which a
single model had already been chosen for analysis, jointVIP is a pre-analysis tool aimed at
helping select covariates for which to adjust. As such, it is unclear which covariates should
be adjusted for in computing partial correlations with outcome and treatment. This is
especially true in high-dimensional settings where the number of covariates may exceed the
number of sample points in either the pilot or main analysis sample, in which case partial
measures of association may not be well-defined for some sets of adjustment covariates.
We also note that current standard heuristics emphasize reporting and minimizing SMDs
rather than regression coefficients from a propensity score, so a marginal approach gen-
eralizes existing practice more naturally (as demonstrated above). However, developing
a conditional jointVIP is an interesting topic for future work. For example, a forward-

selection method with attention to multicollinearity could be developed by selecting only
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one variable for adjustment from the original jointVIP, then creating a conditional ver-
sion of jointVIP for the remaining variables where all plotted measures adjust for the first
selected variable, and iterating until a stopping criterion is reached.

While we focused on using pilot samples consisting only of controls, if extensive treat-
ment effect heterogeneity is present this approach might underestimate the bias contributed
by individual variables. Instead, one could take a pilot sample from each study arm and fit
distinct treatment and control outcome correlations Bj(l) and B](O). A generalized version of
our argument in Section 2.2 due to Zhao and Ding (2021) suggests plotting ﬁ](-l)po + 6§0)p1
on the y-axis of the jointVIP, where p; and py are the anticipated proportions of treated
and control subjects in the final design. Of course, it may not be advisable to sacrifice
treated subjects to the pilot sample for such an analysis when treatment is rare.

Another area for future work is generalizing joint VIP to allow for nonlinearity. Pearson
correlation captures linear relationships but may miss strong nonlinear relationships. Non-
linear measures of importance such as the interpretable mean decrease in impurity (MDI+)
derived by Agarwal et al. (2023) for random forests, could in principle be used on the y-
axis of the jointVIP. Two primary challenges arise. First is the question of marginal versus
conditional relationships raised above, if nonlinear importance measures vary depending
on the other variables included in the model. Second is the difficulty of deriving nonlinear
versions of the unadjusted bias curves. Statistical interpretation of variable importance in
nonlinear models such as random forest is an active research area and we are not aware of

any straightforward generalization of omitted variable bias for this context.
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Figure A1l. Comparison between the Love plot and the joint treatment-outcome variable
importance plot with signed measures

NOTE: BMI: body mass index, C-C: Carpenter-Coustan, C-section: Cesarean section, GDM: gestational diabetes,
jointVIP: joint treatment-outcome variable importance plot, OGTT: oral glucose tolerance test, PI: Pacific Islander,
SD: standard deviation, SMD: standardized mean difference

Love plot (Supplemental Fig. 1.A) visualizing treatment imbalance alone using SMDs, and joint variable importance
plot (Supplemental Fig. A1.B) visualizing both treatment imbalance and outcome model importance using SMDs
and outcome correlations (among pilot controls) respectively. Signed measures are plotted on both axes.



2 The American Statistician

Appendix A.2

Unadjusted bias as normalized expected bias in a finite population framework

We now show that the change in the expected value of the finite population bias in equation
(10) associated with matching on one additional covariate X is related to the unadjusted
bias formula (8) when outcomes are drawn from a particular distribution. Assume the finite
population framework of Section 2.3 but suppose that in addition all 2K potential outcomes
under control in the study come from the following model:

Y(0) = BoX +e. (11)
Note that this assumption does not change our strategy for inference, which will condition
on the realized values of Y(1) and Y (0); rather, we invoke it only at the design stage (i.e.
prior to observing or using study outcomes from the analysis sample) to help select a match.
Considering hypothetical outcome distributions in this manner in this way is common in
the matching literature, even though outcomes are not considered random for purposes of
inference (Rosenbaum, 2010; Heng et al., 2021; Howard and Pimentel, 2021).

Consider the expected value of expression (10) over all realizations of Y (0)s sampled from
model (11). We rewrite the resulting expression in terms of an expectation over all possible
treatment assignments Zy; within matched pairs, conditional on the pairs themselves and
the covariates. The shorthand notations Fy and E; will be used to denote expectations over
these two distinct types of random variation.

Ey

% Z[Ykl(o) — Yo (0)](pr1 — pr2)| X1, - - ,XK2]

K
= %Z By [Yi1(0) — Yia(0) | Xu1, ..., Xico) (Pr1 — P2)
k11 )
= 0o~ e ;(Xkl — Xi2)(Pr1 — Pr2)
| X
=060 Bz |1 ;(Xkl — Xi2)(Zi1 = Zia)
= B0 - Ez [X1matched — Xomatched) (12)

where Xz,matched indicates the sample mean of covariate values for matched individuals with
observed treatment z.

Now compare this quantity to the unadjusted bias formula (8), which we reprint here for
easier comparison:

Ajﬁj o (le,analysis — XjO,cmalysis)
- /er,pilthpilot S
Ypilot Xj,pilot

The B; and A; terms are sample quantities, while the terms in expression (12) are pa-
rameters. However, under model (11) f; is the expected value of ;. The link between
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Aj = (Xﬂ*“"““g}i:_on’“"‘”ys“) and F [lematched — XO,matched] is not as immediate; the scaling
J,pilot
factor Sx. is present in the first term but not the second, and they differ in whether

J,pilot
covariate imbalance is measured before or after matching. However, to construct a design-

stage diagnostic, it is reasonable to view )_(jl,amlysis — X0,analysis @S an approximation to
Xl,matched — XO,matched in the case where we ignore variable X when matching. Under this
interpretation, we may view unadjusted bias as a normalized estimate of the bias incurred
by ignoring variable X when matching as opposed to matching exactly on it.
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Appendix A.3
Simulation study setup
We conduct a simulation to assess jointVIP’s ability to reduce bias empirically. Our data
generating process is structured with 5 confounders X's (contribute to both treatment and
outcome regressions), 30 variables Ws contributed to treatment only, 3 variables V's con-
tributed to outcome only, and 30 variables Rs contributing to neither treatment or outcome
dimensions. I denotes the indicator function.

X; ~I(Unif(0,1) > 0.5) wherei € {1,...,5}

W; ~ I((Unif(0,1) —0.4) > 0.5) where j € {1, ...,30}

Vi ~ I((Unif(0,1)) > 0.5) where k € {1, 2,3}

Ry ~ I((Unif(0,1)) > 0.5) wherel € {1, ...,30}
This yields 68 observed covariates in total. The treatment and outcome regressions are
specified linearly with a constant treatment effect of 0.5.

1
1+ (02627, X)+(0.5+ 52, (- 1)) W;)=3)

Z ~ Binom(1, )

3 5
Y:S*ZW—Z*ZXZ-+O.5*Z+6
k=1 i=1
Here € denotes random normal noise simulated with mean 0 and standard deviation 0.5. We
take a pilot sample consisting of 4,000 control subjects, and an analysis sample with 3,000
subjects, among whom 292 receive treatment.

Design and estimation

In the simulated dataset, we conduct optimal pair matching using a Mahalanobis distance
(Hansen and Klopfer, 2006). We conduct a randomization test for the difference-in-mean
statistics using a similar formal framework to the one described in Section 3.3 of the main
manuscript, but also invert this test to construct confidence intervals (CIs) for matched pairs,
following Rosenbaum (2007)).

The key question in this study design is which variables to use when computing the
multivariate matching distance. We test three general strategies: using all available vari-
ables, selecting variables based on imbalance information alone, and selecting variables using
jointVIP. For the latter two approaches, we also consider successive refinements of an initial
match based on computation of post-match versions of the relevant diagnostic.

For adjustment based on imbalance alone, we first generate a traditional Love plot or
balance table using pooled standardized mean difference (SMD) to evaluate imbalance. There
are 68 variables and 24 variables are have measured imbalance above the traditional absolute
0.1 cutoff for pooled SMD. First adjustment for the 24 variables would still leave 15 variables
still imbalanced, including 12 not included in the first Mahalanobis distance. Refining the
original distance to include these 12 additional variables leaves 18 variables still imbalanced,
but all are already present in the Mahalanobis distance so no further refinements are explored.
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curve

Iterative usage of the jointVIP showing all the variables are under 0.005 bias

For adjustment using jointVIP, the researcher would first examine the unadjusted jointVIP
(Figure A2.A). The unadjusted plot indicates 6 variables needing adjustment above a 0.01
bias tolerance threshold. After the initial adjustment, the post-match jointVIP (Figure
A2.B) indicates an additional variable to be included as a variable for tuning using this
bias threshold, and a third iteration is suggested by the post-match jointVIP following
this refinement (Figure A2.C). Note the difference in approach between jointVIP-based
and imbalance-based selection; although unadjusted bias metrics are under 0.005 for every
variable after the final jointVIP refinement (Figure A2.D), 28 absolute standardized mean
differences remain above the 0.1 cutoff.

Point estimates and confidence intervals for all six matches are reported in Table Al.
While imbalance-based selection improves on the strategy using all variables (for which
the confidence interval does not even cover the true parameter), jointVIP is by far the
best performer both in terms of smallest bias achieved and shortest confidence interval
constructed. Replication code for the simulation is publicly available on GitHub:
(https://github.com/ldliao/joint VIP /blob/main/paper/simulation/code).
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Matched Pairs Design Estimate and CI
Adjust all background variables 0.086 CI:(-0.327, 0.499)
Adjust with imbalance via pooled SMD first iteration 0.349 CI:(-0.177, 0.862)
second iteration 0.155 CI:(-0.188, 0.886)
first iteration 0.555 CI:(0.239, 0.870)
Adjust with bias via jointVIP second iteration 0.515 CI:(0.259, 0.770)
third iteration  0.532 CI:(0.4545, 0.6099)

Table A1l: Comparing different designs in the simulation,
where the true treatment effect is 0.5.
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Table A2: Summary of all baseline variables of pregnant individuals with

gestational diabetes.

2007-2010 2011-2021 2011-2021
Control Control Treated
n = 7,526 n = 19,183 n = 10,786
Age (%) Under 25 552 (7.3) 1,029 (5.4) 349 (3.2)
Between 25-29 1,665 (22.1) 3,762 (19.6) 1,866 (17.3)
Between 30-34 2,584 (34.3) 7,101 (37.0) 4,165 (38.6)
Over 35 2,725 (36.2) 7,291 (38.0) 4,406 (40.8)
KP member 6 months 5,891 (78.3) 15,752 (82.1) 9,004 (83.5)
prior to pregnancy = yes (%)
Median housing income (%) Less than $ 40,000 892 (11.9) 784 (4.1) 355 (3.3)
$ 40,000 - $ 59,999 1,800 (23.9) 2,807 (14.6) 1,325 (12.3)
$60,000-$79,999 1,903 (25.3) 3,769 (19.6) 2,132 (19.8)
$ 80,000 and above 2,931 (38.9) 11,823 (61.6) 6,974 (64.7)
Parity (%) 0 3,121 (41.5) 7,611 (39.7) 3,873 (35.9)
1 2,347 (31.2) 6,566 (34.2) 3,994 (37.0)
2 or more 2,058 (27.3) 5,006 (26.1) 2,919 (27.1)
Pre-pregnancy BMI (%) Underweight 100 (1.3) 391 (2.0) 76 (0.7)
Normal 1,921 (25.5) 5,107 (26.6) 1,706 (15.8)
Overweight 2,847 (37.8) 6,369 (33.2) 3,361 (31.2)
Obese 2,658 (35.3) 7,316 (38.1) 5,643 (52.3)
Race /ethnicity (%) Asian or 2,910 (38.8) 8,553 (44.6) 4,560 (42.3)
Pacific Islander
Hispanic (%) 2,322 (30.9) 5,013 (26.1) 2,923 (27.1)
White (%) 1,602 (21.3) 4,00 (21.3) 2,381 (22.1)
Black or 315 (4.2) 736 (3.8) 410 (3.8)
African American
Other/Unknown (%) 368 (4.9) 791 (4.1) 512 (4.7)
Singleton pregnancy = yes (%) 7,286 (96.8) 18,579 (96.9) 10,567 (98.0)
Alcohol consumption 2,915 (38.7) 7,715 (40.2) 4,954 (45.9)
prior to pregnancy = yes (%)
Alcohol consumption 437 (5.8) 1,893 (9.9) 946 (8.8)
during pregnancy = yes (%)
Smoking 611 (8.1) 919 (4.8) 690 (6.4)
prior to pregnancy = yes (%)
Smoking 207 (2.8) 314 (1.6) 222 (2.1)
during pregnancy = yes (%)
Arrythmia diagnosis = yes (%) 52 (0.7) 194 (1.0) 107 (1.0)
Asthma diagnosis = yes (%) 737 (9.8) 2,279 (11.9) 1,507 (14.0)
Chronic hypertension = yes (%) 435 (5.8) 846 (4.4) 591 (5.5)
Depression diagnosis 624 (8.3) 1,538 (8.0) 1,020 (9.5)
prior to pregnancy = yes (%)
Depression diagnosis 455 (6.0) 2,639 (13.8) 1,626 (15.1)
during pregnancy = yes (%)
Dyslipidemia diagnosis = yes (%) 305 (4.1) 1173 (6.1) 861 (8.0)
Family history of 198 (2.6) 1202 (6.3) 822 (7.6)
diabetes = yes (%)
History of 694 (9.2) 2,253 (11.7) 1,412 (13.1)
abortive outcome = yes (%)
History of GDM = yes (%) 856 (11.4) 3,401 (17.7) 2,608 (24.2)
History of macrosomia = yes (%) 69 (0.9) 145 (0.8) 147 (1.4)
Polycystic ovary syndrome 263 (3.5) 831 (4.3) 653 (6.1)
by diagnosis = yes (%)
Pre-pregnancy 479 (6.4) 1,802 (9.4) 1,915 (17.8)

pre-diabetes = yes (%)
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Continuation of Table A2

2007-2010 2011-2021 2011-2021
Control Control Treated
n = 7,526 n = 19,183 n = 10,786
Count of blood pressure 6.21 (9.35) 4.65 (3.49) 5.11 (3.83)
measurements taken (mean (SD))
Diastolic blood pressure 72.89 (8.32) 71.44 (10.15) 72.47 (10.08)

prior to pregnancy (mean (SD))
Systolic blood pressure

prior to pregnancy (mean (SD))
Diastolic blood pressure

prior to GDM diagnosis (mean (SD))
Systolic blood pressure

prior to GDM diagnosis (mean (SD))
Average diastolic blood pressure
prior to pregnancy (mean (SD))
Average systolic blood pressure
prior to pregnancy (mean (SD))
Median diastolic blood pressure
prior to pregnancy (mean (SD))
Median systolic blood pressure
prior to pregnancy (mean (SD))
Average diastolic blood pressure
prior to GDM (mean (SD))
Average systolic blood pressure
prior to GDM (mean (SD))
Median diastolic blood pressure
prior to GDM (mean (SD))
Median systolic blood pressure
prior to GDM (mean (SD))
Infant sex (%) Female
Male
Unknown
Glucose challenge

test value (mean (SD))

Gestational age at

GDM diagnosis (mean (SD))

Gestational weight gain

up to GDM diagnosis (mean (SD))
Gestational hypertension = yes (%)

GDM diagnosed by the

C-C criteria = yes (%)

One-hour OGTT = abnormal (%)

Two-hour OGTT = abnormal (%)

Three-hour OGTT = abnormal (%)

OGTT for

fasting blood glucose = abnormal (%)

GDM severity = severe (%)

116.69 (11.53)
68.63 (8.76)
114.45 (12.17)
72.96 (7.38)
117.33 (10.42)
72.98 (7.52)
117.16 (10.56)
69.26 (7.37)
115.11 (10.55)
69.20 (7.55)
114.91 (10.73)
3,577 (47.5)
3,855 (51.2)
94 (1.2)
169.43 (22.38)
26.06 (6.10)

15.28 (11.04)

385 (5.1)
7,323 (97.3)

6,536 (86.8)
6,662 (88.5)
2,875 (38.2)
2,165 (28.8)

775 (10.3)

117.26 (13.38)
66.82 (9.70)
114.43 (13.14)
71.26 (8.05)
117.14 (11.00)
71.22 (8.26)
116.86 (11.23)
67.68 (8.08)
115.38 (11.15)
67.56 (8.29)
115.13 (11.38)
9,250 (48.2)
9,862 (51.4)
71 (0.4)
169.71 (22.14)
26.86 (6.02)

14.82 (10.99)

1,546 (8.1)
17,303 (90.2)

15,534 (81.0)
15,829 (82.5)
7,194 (37.5)
3,762 (19.6)

1,744 (9.1)

118.86 (13.36)
67.83 (9.59)
116.37 (12.94)
72.24 (8.06)
118.70 (10.98)
72.21 (8.29)
118.41 (11.25)
68.89 (8.18)
117.40 (11.17)
68.80 (8.38)
117.16 (11.40)
5,145 (47.7)
5,605 (52.0)
36 (0.3)
173.22 (24.32)
23.53 (7.12)

12.86 (11.35)

884 (8.2)
8,419 (78.1)

8,244 (76.4)
7,082 (65.7)
2,966 (27.5)
4,512 (41.8)

1,215 (11.3)

BMI: body mass index, C-C: Carpenter-Coustan, GDM: gestational diabetes, KP: Kaiser Permanente,

OGTT: oral glucose tolerance test, SD: standard deviation.

A normal OGTT fasting blood glucose level is lower than 95 mg/dL.

A normal one-hour OGTT blood glucose level is lower than 180 mg/dL.
A normal two-hour OGTT blood glucose level is lower than 155 mg/dL.
A normal three-hour OGTT blood glucose level is lower than 140 mg/dL.
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Table A3: Missingness summary and out-of-bag imputa-
tion error estimate.

Variables with missingness indicators

2007-2010 2011-2021 2011-2021
Control Control Treated
n = 7,526 n = 19,183 n = 10,786
Gestational weight gain 1,391 (18.5) 2,504 (13.1) 1,307 (12.1)
up to GDM diagnosis (%)
Blood pressure measured 2,988 (39.7) 2,914 (15.2) 1,353 (12.5)
prior to pregnancy (%)
Blood pressure measured 658 (8.7) 35 (0.2) 46 (0.4)
prior to GDM (%)
Pre-pregnancy BMI (%) 1,326 (17.6) 866 (4.5) 350 (3.2)
Glucose challenge test value (%) 204 (2.7) 152 (0.8) 104 (1.0)
Median housing income 4 (0.1) 7 (0.0) 0 (0.0)
Parity! 0 (0.0) 26 (0.0) 13 (0.0)
Out-of-bag imputation error
Year NRMSE PFC
2007 2.14%10°° 7.96%1072
2008 2.27%107° 0.00
2009 2.35%107¢ 8.02*1072
2010 2.35%107° 7.83%1072
2011 3.83*%107° 1.01*10
2012 4.17%10°® 0.00
2013 4.09%107° 9.73%102
2014 4.08*%107° 0.00
2015 4.13*107° 0.00
2016 4.13*%107° 1.69*10*
2017 4.04*107° 8.37%102
2018 3.98%1075 1.76%10*
2019 3.79%10° 0.00
2020 3.43*107° 1.82*101
2021 3.28%107° 1.82*10"

NOTE: BMI: body mass index, GDM: gestational diabetes, NRMSE: Root mean squared error,
PFC: proportion of falsely classified entries
!Parity is only missing in analysis 2011-2021 dataset. Since the missingness is quite small compared

to data available, this indicator is dropped after imputation.

2007-2010 is the pilot data, and 2011-2021 is the analysis data.
The out-of-bag error imputation is calculated separately for continuous (NRMSE) and categorical

variables (PFC).
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Appendix A.6

Table A4: Pre-and-post matching comparison of back-
ground variables with high unadjusted bias.

C-section delivery

Background variable Pre-matched bias Post-matched bias

Propensity score! 0.074 0.0056

Prognostic score 0.043 0.0025

OGTT for 0.023 0.0000
fasting blood glucose

Obese pre-pregnancy BMI  0.023 0.0000

GDM diagnosed by the 0.017 0.0001
C-C criteria

Gestational age at 0.013 0.0018
GDM diagnosis

Pre-pregnancy pre-diabetes 0.012 0.0005

Normal pre-pregnancy BMI  0.010 0.0001

NOTE: BMI: body mass index, C-C: Carpenter-Coustan, C-section: Cesarean section,
GDM: gestational diabetes, OGTT: oral glucose tolerance test
Denotes the maximum post-matched unadjusted bias for that outcome.
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Table A5: Summary of all baseline variables of post-matched treated

pregnant individuals.

C-section delivery
included

C-section delivery
excluded

n = 8,693 n = 2,093
Age (%) Under 25 322 (3.7) 27 (1.3)
Between 25-29 1,522 (17.5) 344 (16.4)
Between 30-34 3,405 (39.2) 760 (36.3)
Over 35 3,444 (39.6) 962 (46.0)
KP member 6 months 7,229 (83.2) 1,775 (84.8)
prior to pregnancy = yes (%)
Median housing income (%) Less than $ 40,000 286 (3.3) 69 (3.3)
$ 40,000 - $ 59,999 1,051 (12.1) 274 (13.1)
$ 60,000 - $ 79,999 1,720 (19.8) 412 (19.7)
$ 80,000 and above 5,636 (64.8) 1,338 (63.9)
Parity (%) 0 3,214 (37.0) 659 (31.5)
1 3,203 (36.8) 791 (37.8)
2 or more 2,276 (26.2) 643 (30.7)
Pre-pregnancy BMI (%) Underweight 69 (0.8) 7 (0.3)
Normal 1,612 (18.5) 94 (4.5)
Overweight 2,862 (32.9) 499 (23.8)
Obese 4,150 (47.7) 1,493 (71.3)
Race/ethnicity (%) Asian or 3,796 (43.7) 764 (36.5)
Pacific Islander
Hispanic (%) 2,316 (26.6) 607 (29.0)
White (%) 1,880 (21.6) ) 501 (23.9)
Black or 315 (3.6) 95 (4.5)
African American
Other/Unknown (%) 386 (4.4) 126 (6.0)
Singleton pregnancy = yes (%) 8,508 (97.9) 2,059 (98.4)
Alcohol consumption 3,731 (42.9) 1,223 (58.4)
prior to pregnancy = yes (%)
Alcohol consumption 750 (8.6) 196 (9.4)
during pregnancy = yes (%)
Smoking 467 (5.4) 223 (10.7)
prior to pregnancy = yes (%)
Smoking 156 (1.8) 66 (3.2)
during pregnancy = yes (%)
Arrythmia diagnosis = yes (%) 81 (0.9) 26 (1.2)
Asthma diagnosis = yes (%) 1,138 (13.1) 369 (17.6)
Chronic hypertension = yes (%) 397 (4.6) 194 (9.3)
Depression diagnosis 786 (9.0) 234 (11.2)
prior to pregnancy = yes (%)
Depression diagnosis 1,230 (14.1) 396 (18.9)
during pregnancy = yes (%)
Dyslipidemia diagnosis = yes (%) 619 (7.1) 242 (11.6)
Family history of 590 (6.8) 232 (11.1)
diabetes = yes (%)
History of 1,102 (12.7) 310 (14.8)
abortive outcome = yes (%)
History of GDM = yes (%) 1,930 (22.2) 678 (32.4)
History of macrosomia = yes (%) 105 (1.2) 2 (2.0)
Polycystic ovary syndrome 468 (5.4) 185 (8.8)
by diagnosis = yes (%)
Pre-pregnancy 1,213 (14.0) 702 (33.5)
pre-diabetes = yes (%)
Count of blood pressure 4.95 (3.58) 5.77 (4.67)
measurements taken (mean (SD))
Diastolic blood pressure 72.05 (9.99) 74.21 (10.27)

prior to pregnancy (mean (SD))
Systolic blood pressure
prior to pregnancy (mean (SD))

118.10 (13.26)

121.97 (13.30)

11
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C-section delivery  C-section delivery
included excluded
n = 8,693 n = 2,093

Diastolic blood pressure 67.29 (9.40) 70.04 (10.04)
prior to GDM diagnosis (mean (SD))

Systolic blood pressure 115.50 (12.67) 119.96 (13.46)
prior to GDM diagnosis (mean (SD))

Average diastolic blood pressure 71.77 (7.93) 74.15 (8.29)
prior to pregnancy (mean (SD))

Average systolic blood pressure 117.91 (10.81) 121.98 (11.07)
prior to pregnancy (mean (SD))

Median diastolic blood pressure 71.75 (8.16) 74.15 (8.54))
prior to pregnancy (mean (SD))

Median systolic blood pressure 117.62 (11.06) 121.71 (11.42)
prior to pregnancy (mean (SD))

Average diastolic blood pressure 68.36 (7.96) 71.06 (8.71)
prior to GDM (mean (SD))

Average systolic blood pressure 116.54 (10.92) 120.99 (11.49)
prior to GDM (mean (SD))

Median diastolic blood pressure 68.27 (8.16) 70.98 (8.89)
prior to GDM (mean (SD))

Median systolic blood pressure 116.27 (11.15) 120.85 (11.67)
prior to GDM (mean (SD))

Infant sex (%) Female 4,134 (47.6) 1,011 (48.3)

Male 4528 (52.1) 1077 (51.5)
Unknown 31 (0.4) 5(0.2)

Glucose challenge 172.47 (23.80) 176.32 (26.16)
test value (mean (SD))

Gestational age at 24.52 (6.57) 19.39 (7.80)
GDM diagnosis (mean (SD))

Gestational weight gain 13.63 (11.16) 9.64 (11.56)
up to GDM diagnosis (mean (SD))

Gestational hypertension = yes (%) 634 (7.3) 250 (11.9)

GDM diagnosed by the 7,107 (81.8) 1,312 (62.7)
C-C criteria = yes (%)

One-hour OGTT = abnormal (%) 6,825 (78.5) 1,419 (67.8)

Two-hour OGTT = abnormal (%) 6,146 (70.7) 936 (44.7)

Three-hour OGTT = abnormal (%) 2,575 (29.6) 391 (18.7)

OGTT for 3,095 (35.6) 1,417 (67.7)
fasting blood glucose = abnormal (%)

GDM severity = severe (%) 936 (10.8) 279 (13.3)
NOTE: BMI: body mass index, C-C: Carpenter-Coustan, GDM: gestational diabetes, KP: Kaiser Permanente,
OGTT: oral glucose tolerance test, SD: standard deviation.

A normal OGTT fasting blood glucose level is lower than 95 mg/dL.

A normal one-hour OGTT blood glucose level is lower than 180 mg/dL.

A normal two-hour OGTT blood glucose level is lower than 155 mg/dL.

A normal three-hour OGTT blood glucose level is lower than 140 mg/dL.
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