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Lack of agreement between radiologists: implications
for image-based model observers
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Abstract. We tested the agreement of radiologists’ rankings of different reconstructions of breast computed
tomography images based on their diagnostic (classification) performance and on their subjective image quality
assessments. We used 102 pathology proven cases (62 malignant, 40 benign), and an iterative image
reconstruction (IIR) algorithm to obtain 24 reconstructions per case with different image appearances. Using
image feature analysis, we selected 3 IIRs and 1 clinical reconstruction and 50 lesions. The reconstructions
produced a range of image quality from smooth/low-noise to sharp/high-noise, which had a range in classifier
performance corresponding to AUCs of 0.62 to 0.96. Six experienced Mammography Quality Standards Act
(MQSA) radiologists rated the likelihood of malignancy for each lesion. We conducted an additional reader
study with the same radiologists and a subset of 30 lesions. Radiologists ranked each reconstruction according
to their preference. There was disagreement among the six radiologists on which reconstruction produced
images with the highest diagnostic content, but they preferred the midsharp/noise image appearance over
the others. However, the reconstruction they preferred most did not match with their performance. Due to
these disagreements, it may be difficult to develop a single image-based model observer that is representative
of a population of radiologists for this particular imaging task. © 2017 Society of Photo-Optical Instrumentation Engineers (SPIE)

[DOI: 10.1117/1.JMI.4.2.025502]
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1 Introduction
Computed tomography (CT) is one of the most valuable clinical
tools available, because it can provide noninvasive and detailed
information of internal organs to visualize disease/injury,
enable surgical/treatment planning, and monitor the progress/
effectiveness of treatments on patients. Because of these bene-
fits, CT usage has increased dramatically over the last several
decades;1 recently, from 2000 to 2013, the number of CT
scans performed on parts of the body (other than head) has
more than doubled.2 This trend has increased the radiation expo-
sure to the general population in Western Europe,3 as well as in
the United States,4 which may increase the cancer risk in some
patients. To ensure that the benefits of CT outweigh the risks,
reducing radiation dose has been a major focus in establishing
new CT protocols. Hence, reducing CT radiation dose is an area
of active research in the medical imaging community.

To achieve reduced radiation dose, it is necessary to evaluate
and optimize CT image quality to allow radiologists to make the
correct diagnosis, while reducing radiation dose to the patient.
The standard for evaluating radiologists’ diagnostic perfor-
mances is an observer study with a large number of radiologists
performing a relevant clinical task. However, conducting such
a study can be difficult, time-consuming, and expensive. As an
alternative, investigators are developing model observers3,5–19

for optimizing imaging devices or software.
Based on the nature of given tasks (e.g., localization, detec-

tion, estimation, or classification) and optimization objective
[i.e., figure of merit, such as signal-to-noise ratio (SNR) or

area under the receiver operating characteristic (ROC) curve
(AUC)], and the level of background statistics and signal
knowledge (e.g., signal known exactly, background known
statistically, etc.), one can develop different types of model
observers to optimize imaging devices or software.20 The
ideal observer (IO) utilizes the probability density functions
(PDF) of signal-present and signal-absent hypotheses to com-
pute the likelihood ratio, and uses the ratio as a decision variable
to determine the existence of the desired signal in the image.
Hotelling observer (HO) is another type of model observer.
HO utilizes the sample mean and variance of given hypotheses
(e.g., signal-present or signal-absent hypotheses) to maximize
the SNR for a given task. Researchers9,13–15,21 also developed
channelized Hotelling observers (CHO) to reduce the dimen-
sionality and computational burden of developing HO or IO
by applying various channels to the signal, and using the result-
ing channel outputs to approximate the performance of regular
HO or IO for a given task. Some examples of channels for model
observers include: (1) anthropomorphic channels, such as
Gabor channels,22 which utilize the characteristics of the human
visual system and (2) efficient channels, such as partial least
square channels,23 where they are optimized to use as few as
possible channels while maintaining the performance of optimal
observers.20 These model observers have been applied to various
imaging device optimizations, including ultrasound,19 MRI,24

single-photon emission computed tomography (SPECT),11–15

digital breast tomosynthesis,7,16 and CT imaging.10,17,18

Training these model observers involves estimating mean and
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covariance matrixes of signal and noise/background through
simulations using various phantoms or analytical computation
from reconstructed images or frequency domain.20

However, most of these model observers have been devel-
oped for localization tasks,7–10 detection tasks,11–17 or rather sim-
plified diagnostic tasks18,19 (e.g., determining diseases versus
normal or simplified/simulated malignant lesions versus benign
lesions). Therefore, developing model observers for classifying
real benign and malignant lesions is limited. In addition, the
generalizability of these model observers for human observers
is not always guaranteed, as they are based on a surrogate
population of images.20 In fact, Brankov et al.12–15 developed
machine-learning-based CHO, where they trained the CHO
using scores from human observers for cardiac perfusion-defect
detection using SPECT images. They showed that their CHO
estimated the human observer’s performance better than regular
CHO for unseen images reconstructed by different algorithms.
However, as their studies were based on a phantom and not real
clinical images, more research is required to show the general-
izability of their CHO for real clinical images.

We, and others, are developing clinical image-based model
observers, where quantitative image features are extracted
directly from clinical images and are used in a statistical clas-
sifier to emulate radiologists’ performances for a given imaging
task.25–27 These quantitative image features have been developed
for computer-aided detection28 or computer-aided diagnosis,29–31

and they have been carefully crafted to capture the useful
characteristics of given images for a given task. Thus, these
features are easy to interpret and link how real humans perceive
the given images compared to traditional model observers.
The imaging task of these previous studies included rankings of
radiologists’ perceptual quality of chest radiographs25,26 and
radiologists’ rankings of diagnostic performance27 on breast
CT (bCT) images. As clinical image-based model observers
utilize the features extracted directly from the clinical image,
it does not require mathematical or statistical assumptions
(e.g., mathematical formulation of a given task and determining
statistical characteristics of signal and noise/background compo-
nents) that traditional model observers require. Thus, we can use
clinical image-based model observers to evaluate more clini-
cally difficult tasks, such as classifying benign and malignant
breast lesions.

However, to utilize model observers for optimizing CT to
answer diagnostic questions, we first need to determine the
agreement of radiologists’ diagnostic performances across a
range of image qualities. Note that we refer to the diagnostic
task in this study as the classification of benign and malignant
lesions. Investigating this agreement is critical, since it will
determine the feasibility of developing clinical image-based
model observers, as well as other model observers for emulating
radiologists’ diagnostic tasks. If there are large differences
between radiologists’ diagnostic performances across different
image qualities, there may be less guidance in developing
model observers for clinically relevant tasks.

In this study, we investigated the agreement of radiologists’
diagnostic performances over a spectrum of different breast
CT image qualities. To do so, we reconstructed bCT cases
with different appearances, or qualities, using iterative and
clinical image reconstruction algorithms. We conducted quanti-
tative image feature analysis to select a few reconstruction algo-
rithms and a subset of bCT cases, which cover a wide range of
image appearances or qualities that might affect a radiologist’s

diagnostic performance. We then conducted a reader study to
determine radiologists’ diagnostic performances on selected
reconstruction algorithms and bCT cases. In addition, we
conducted an additional reader study to determine radiologists’
rankings, in terms of their impression of the best diagnostic
information (or simply their preference of one reconstruction
algorithm over the others) for the same reconstruction algo-
rithms and bCT cases used for the first reader study.

2 Methods

2.1 Dataset

Under the approval of an Institutional Review Board (IRB),
we included a total of 137 pathology proven breast lesions
(90 malignant, 47 benign) of 122 noncontrast bCT images of
women imaged at the University of California at Davis for
this study using a prototype dedicated bCT system developed
at the University of California at Davis.32 Table 1 summarizes
the detailed characteristics of the dataset, which include patient
age, lesion size, breast density, and lesion diagnosis.

2.2 Iterative Image Reconstruction Algorithm

To determine radiologists’ diagnostic rankings on different
image reconstructions, we used an iterative image reconstruc-
tion (IIR) algorithm to obtain CT images with different
appearances.33 Reconstructed images (f) were obtained by using

EQ-TARGET;temp:intralink-;e001;326;447fðvi; c1Þ ¼ fTV-LSQðv1; v2Þ þ c1fTV-δLSQðv3; v4Þ; (1)

where fTV-LSQðv1; v2Þ is reconstructed by minimizing a total-
variation (TV) penalized least squares data fidelity, whereas
fTV-δLSQðv3; v4Þ is reconstructed by minimizing a TV-penalized
derivative weighted data fidelity. Image reconstruction by
fTV-LSQðv1; v2Þ maintains the gray-scale information, whereas
reconstruction by fTV-δLSQðv3; v4Þ provides edge information
(i.e., high-spatial-frequency image content). Images recon-
structed with each method separately are combined using a
weighting factor c1 to create reconstructed images with differ-
ent appearances (i.e., image quality). The internal variables
for each reconstruction represent the number of iterations
(v1 and v3) and a flag (v2 and v4) to indicate whether the
respective reconstructed image was obtained before or after
TV minimization. For each bCT exam, a total of 24 images
was reconstructed using the above algorithm with different
combinations of the variables v1 − v4 and c1. Figure 1 shows
how the algorithm performs on an example image. In addition,
one clinical reconstruction using the Feldkamp–Davis–Kress
(FDK) algorithm34 was added for this study.

To quantify the appearance of each reconstruction, the stan-
dard deviation of a homogeneous portion of breast (σsig) was
used to characterize noise, and the gradient of a parenchymal
portion (∇sig) was used to characterize sharpness. Since our
final reconstruction was the linear combination of two recon-
structions with different weights [Eq (1)], all bCT cases
would show similar change in the estimated noise and the sharp-
ness values from one reconstruction to another reconstruction.
Thus, we used a single representative breast to quantify image
appearance of each reconstruction. The image noise values
for all reconstructions ranged from 0.01 to 0.024 ð1∕cmÞ,
whereas the image sharpness values ranged from 0.002 to

Journal of Medical Imaging 025502-2 Apr–Jun 2017 • Vol. 4(2)

Lee et al.: Lack of agreement between radiologists. . .



0.007 ð1∕cm2Þ. Figure 2 shows the scatter plot between the
image noise and sharpness values for all reconstructions consid-
ered in this study.

2.3 Quantitative Image Features Analysis

We conducted quantitative image feature analysis to identify a
set of reconstruction algorithms that cover a range of image
appearances that could affect radiologists’ diagnostic perfor-
mances. We first segmented all lesions in each of the 24 iterative
image and FDK reconstructions using an existing semiauto-
mated segmentation algorithm.35 Then, we computed the
segmentation accuracy by comparing the segmentation results
of the algorithm to that of a research specialist with more
than 15 years of experience in mammography. We utilized
the Dice coefficient36 for evaluating segmentation accuracy.
Following the existing study’s criteria37 for good segmentation
(i.e., Dice coefficient > 0.7), we removed cases (a total of 10
lesions) that did not meet the criteria for further consideration.
In addition, we removed cases (a total of 25 lesions) with miss-
ing information (e.g., manual segmentation by the research
specialist or seed point for the algorithm) for either IIR or

FDK reconstructions. As a result, we utilized 102 breast lesions
(62 malignant, 40 benign) for the subsequent feature analysis
(Table 1).

We extracted a total of 23 image features from the segmen-
tation results. These 23 image features included both tradi-
tional (F1 to F20)28,30,31,38 and newly introduced features
(F21 to F23)29 for classifying a breast tumor in bCT images.
Table 2 shows the list of image features used for this study. The
operators h·i, j · j, and σð·Þ represent the average, the norm of a
vector, and the standard deviation, respectively. In addition, R,
M, S, d, and A are the segmented region, its margin, its surface,
the distance from the margin voxel from the center, and adipose
regions, respectively. Moreover, GV, G, Gr, h, and RS are the
image gray values, the image gradient vector, its radial compo-
nent, the semiaxes of an ellipsoid fit to R, and the spherical
region with the equal volume of R, respectively. Three-dimen-
sional (3-D) gray-level co-occurrence matrix (GLCM) refers to
the 3-D version of the gray-level co-occurrence matrix, which
was used to measure the characteristics of lesion texture. In
addition, KMax and KMin refer to maximum and minimum prin-
cipal curvatures at a given point on S, where they represent how
much the given surface bends in a certain direction at that point.

Table 1 Characteristics of bCT dataset.

Total number of lesions

All
Selected for train/
test the classifier

Selected for the
reader study I

Selected for the
reader study II

137 102 50 30

Subject age (years) Mean [min, max] 55.6 [35, 82] 55 [35, 82] 54.6 [37, 82] 55.3 [37, 82]

Lesion diameter (mm) Mean [min, max] 13.5 [2.3, 35] 13.4 [2.3, 32.1] 13.3 [4.3, 29.2] 13.7 [4.5, 28.5]

Breast density
(% among lesions considered)

1 16 (12%) 11 (11%) 5 (10%) 3 (10%)

2 51 (37%) 36 (35%) 20 (40%) 14 (46%)

3 51 (37%) 38 (37%) 17 (34%) 9 (30%)

4 19 (14%) 17 (17%) 8 (16%) 4 (14%)

Diagnosisa Malignant (% among
malignant lesions
considered)

IDC 61 (68%) 41 (66%) 18 (72%) 12 (70%)

IMC 13 (14%) 10 (16%) 5 (20%) 4 (24%)

ILC 8 (9%) 6 (10%) 1 (4%) 0 (0%)

DCIS 7 (8%) 5 (8%) 1 (4%) 1 (6%)

Lymphoma 1 (1%) 0 (0%) 0 (0%) 0 (0%)

Benign (% among
benign lesions
considered)

FA 20 (43%) 17 (43%) 11 (44%) 7 (54%)

FC 7 (15%) 4 (10%) 3 (12%) 1 (8%)

FCC 4 (9%) 4 (10%) 1 (4%) 0 (0%)

PASH 2 (4%) 2 (5%) 2 (8%) 0 (0%)

CAPPS 2 (4%) 2 (5%) 2 (8%) 1 (8%)

Other benign lesions
such as sclerosing
adenosis and cyst

12 (25%) 11 (27%) 6 (24%) 4 (30%)

aIDC, invasive ductal carcinoma; IMC, invasive mammary carcinoma; ILC, invasive lobular carcinoma; DCIS, ductal carcinoma in situ; FA, fibroa-
denoma; FC, fibrocystic; FCC, fibrocystic changes; PASH, pseudoangiomatous stromal hyperplasia; CAPPS, columnar alteration with prominent
apical snouts and secretions.
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Fig. 1 The IIR algorithm reconstructed images with different image appearances. (a) An image recon-
structed by f TV-LSQ ðv1; v2Þ. This reconstruction maintains the gray-scale information. (b) An image
reconstructed by f TV-δLSQ ðv3; v4Þ. This reconstruction provides the edge information. (c)–(e) Final
reconstructed images obtained by combining two reconstructions (a) and (b) with different weights
(c ¼ 1, d ¼ 3, and e ¼ 5).

Fig. 2 The scatter plots of (a) the image noise versus image sharpness and (b) the image sharpness
versus the AUC of trained classifiers for all reconstructions that were considered in this study. To
compute AUC values, we trained and tested linear discriminant analysis (LDA) classifiers using the
quantitative image features extracted from the segmented breast lesions, and then conducted ROC
analysis. Section 2.3 explains the details of the ROC analysis on the trained LDA classifiers. The four
reconstructions that were selected for the reader study were highlighted with the large markers.

Journal of Medical Imaging 025502-4 Apr–Jun 2017 • Vol. 4(2)

Lee et al.: Lack of agreement between radiologists. . .



Using a forward feature selection algorithm (“sequentialfs”
function in MATLAB) under a leave-one-out-cross-validation
(LOOCV), we selected quantitative image features that retained
useful information for classifying breast lesions. We repeated
the above analysis for 24 IIRs and FDK reconstructions. We

selected those features that were selected the most for all
LOOCV training samples per each of the 25 reconstructions
(i.e., 102 LOOCV training samples × 25 reconstructions, result-
ing in 2550 feature selections). The selected quantitative
image features were F11, F13, and F21 with the corresponding
selection frequencies of 59%, 68%, and 96%, respectively, for
training and testing a classifier.

Then, we trained and tested classifiers using those three final
features and biopsy results of lesions under the LOOCV. We
used the AUC as a figure of merit to determine the set of
reconstruction algorithms for the reader study. The AUC values
of the trained classifiers for all reconstructions ranged from
0.66 to 0.85 (Fig 2). Note that these AUC values were computed
from all lesions (N ¼ 102). Among the 24 IIRs and FDK recon-
structions, we selected the three IIRs (let IIR #1, IIR #2, and
IIR #3 denote each of these three IIRs) and FDK reconstruc-
tions that covered the range of AUCs for all reconstructions,
with corresponding AUCs of 0.66, 0.73, 0.85, and 0.82, respec-
tively. These selected reconstructions spanned a range of
smooth, low-noise to sharp, and high-noise image appearance
(Fig 2).

2.4 Reader Study I: Performance Study

Under an IRB approved protocol, we recruited a total of six
experiencedMammography Quality Standards Act (MQSA) radi-
ologists (15 years or higher in practice), who specialize in breast
imaging, for this study. All radiologists have experience reading
bCT cases from previous observer studies conducted at our insti-
tution (using different cases). To reduce the burden of reading
all 102 lesions with four different reconstructions, we further
selected a subset of 50 lesions (25 malignant, 25 benign). The
50 lesions selected kept the performance ranking of the selected
reconstructions the same as that of the full 102 lesions. The
trained classifier’s performance on these 50 lesions was increased
in the order of IIR #1, IIR #2, FDK, and IIR #3 with associated
AUCs of 0.62, 0.76, 0.85, and 0.96, respectively. Their corre-
sponding 95% confidence intervals (CI) of AUCs estimated
from bootstrap sampling over cases (N ¼ 10;000) in Table 3
shows good separation between the selected reconstructions.
This proved a wide span in classifier performance with the
hope of producing a wide span in the radiologists’ performances.
A wide span in the radiologists’ performances would increase
the statistical power of the experiment.

Before the study session, all radiologists underwent a single
training session. We utilized 10 cases (half malignant and half
benign), which were independent of the selected 50 cases, with
random selection of the four reconstructions (i.e., FDK, IIR1 to
IIR3), to help familiarize the radiologists to the range of image
appearances of the cases that they would read in the actual
reading sessions.

There was a total of four reading sessions and each session
consisted of 50 cases with randomized presenting order.
Each case was presented once per session and the choice of
reconstruction algorithm for each case within the same study
session was also randomized. Radiologists were asked to com-
plete up to two sessions during each study visit. To minimize
memory effect due to reading the same cases reconstructed by
different algorithms, we asked the radiologists to come back
at least one week after their last study visit to complete their
next session(s). Thus, the above radiologists read 200 cases
(50 cases × 4 reconstructions) and provided the likelihood of
malignancy and BI-RADS assessment of the lesion present in

Table 2 List of image features used for this study.

Feature name Definition

Histogram descriptors

Average region gray value (HU) F1 hGViR
Region contrast (HU) F2 hGViR − hGVi∼R∩A

Region gray value variation (HU) F3 σðGVÞR
Margin gray value variation (HU) F4 σðGVÞM

Shape descriptors

Irregularity F5 2.2 � R1∕3∕M1∕2

Compactness F6 ðΣR ∩ RSÞ∕ðΣRSÞ

Ellipsoid axes min-to-max ratio F7 minðhÞ∕maxðhÞ

Margin distance variation (mm) F8 σðjd jÞM
Relative margin distance variation F9 σðjd jÞM∕hjd jiM
Average gradient direction F10 hcos½∠ðG; rÞ�iM
Margin volume (mm3) F11 ΣM

Margin descriptors

Average radial gradient (HU) F12 hGr iM
Radial gradient index F13 hGr iM∕hjGjiM
Margin strength 1 F14 hjGjiM∕c, where

c ¼ hGViM − hGViA
Margin strength 2 F15 σðjGjÞM∕c

Radial gradient variation F16 σðGr ÞM
Texture descriptors

GLCM|energy F17 Energy of 3-D
gray-level-co-
occurrence matrix

GLCM|contrast F18 Contrast of 3-D
gray-level-co-
occurrence matrix

GLCM|correlation F19 Correlation of 3-D
gray-level-co-
occurrence matrix

GLCM|homogeneity F20 Homogeneity of
3-D gray-level-co-
occurrence matrix

Surface curvature descriptors

Total curvature F21 hjKMaxj þ jKMinjiS
Mean curvature F22 h0.5 � ðKMax þ KMinÞiS
Gaussian curvature F23 hKMax � KMiniS
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Table 3 The diagnostic performances of radiologists on each reconstruction measured in terms of AUC. 95% CI of AUC estimates are given in the
brackets.

Reconstruction type IIR #1 IIR #2 IIR #2 FDK

Image sharpness and noise Low → High

Trained classifier 0.62 [0.56, 0.75] 0.76 [0.61, 0.87] 0.96 [0.88, 0.99] 0.85 [0.73, 0.93]

Radiologist #1 0.74 [0.57, 0.87] 0.79 [0.63, 0.89] 0.73 [0.56, 0.86] 0.81 [0.65, 0.91]

Radiologist #4 0.82 [0.67, 0.92] 0.84 [0.69, 0.93] 0.81 [0.66, 0.91] 0.88 [0.72, 0.96]

Radiologist #5 0.86 [0.73, 0.93] 0.77 [0.62, 0.87] 0.85 [0.73, 0.93] 0.78 [0.64, 0.88]

Radiologist #6 0.80 [0.64, 0.90] 0.71 [0.55, 0.84] 0.75 [0.59, 0.87] 0.70 [0.55, 0.83]

Radiologist #2 0.81 [0.65, 0.91] 0.78 [0.61, 0.89] 0.79 [0.62, 0.90] 0.80 [0.64, 0.91]

Radiologist #3 0.72 [0.54, 0.85] 0.70 [0.53, 0.84] 0.74 [0.58, 0.87] 0.76 [0.60, 0.88]

Averaged across radiologists 0.78 [0.68, 0.87] 0.76 [0.66, 0.86] 0.77 [0.67, 0.86] 0.77 [0.68, 0.86]

Fig. 3 The layout of the viewer used for the reader study 1. Radiologists were able to review entire breast
volume by dynamically moving through slices in three different cross-sectional views. Target lesion was
highlighted and centered in the viewer.

Journal of Medical Imaging 025502-6 Apr–Jun 2017 • Vol. 4(2)

Lee et al.: Lack of agreement between radiologists. . .



the images. Figure 3 shows an example of one lesion case used
for this reader study. Radiologists were able to dynamically
move through, zoom, and adjust window level of the displayed
volume datasets. We used a 27-in. LCD monitor with a resolu-
tion of 1920 × 1280 for this reader study. We turned on the dis-
play at least 30 min before conducting each reading session to
warm up the display. We set the contrast, brightness, and gamma
of the display at the factory defaults and kept the same setup for
all radiologists.

We conducted empirical ROC analysis using radiologists’
likelihood of malignancy scores of the 50 lesions and their
biopsy truth, and computed the corresponding AUC values
from the ROC curves. We conducted a multireader-multicases
(MRMC) analysis using the OR-DBM MRMC tool39–43 to
check if the change in reconstructions affected the radiologists’
diagnostic performances as a group.

2.5 Reader Study II: Preference Study

The same group of radiologists participated in a second reader
study with a subset of the cases from the first reader study

(N ¼ 30 lesions, 13 benign, 17 malignant). We selected the
cases where they maintained the rank order of the trained clas-
sifier’s AUC on each reconstruction. The resulting AUCs for
each reconstruction (i.e., IIR1-3 and FDK) were 0.67, 0.76,
0.92, and 0.87, respectively. For each lesion case, we displayed
all four reconstructed image data using three different views
(sagittal, coronal, transverse views) at the same time on a
high-resolution monitor (2560 × 2048) (Fig. 4). Radiologists
were able to zoom and adjust window level of the displayed
images, but the individual images were fixed at the lesion center.
Then, we asked radiologists to rank image datasets in terms of
diagnostic information (or their preference of one appearance
over others). We conducted the Kruskal–Wallis test44 on the
sum of each reconstruction’s ranking made by the radiologists
to check if the six radiologists as a group agreed on which
reconstruction they thought was the most diagnostic. We used
Kruskal–Wallis test instead of regular parametric one-way
analysis of variance, as we were interested in finding the
changes in individual radiologist’s preference rankings on the
selected reconstructions, not the magnitude of each radiologist’s
preference changes on the reconstructions.

Fig. 4 The layout of the viewer used for the second reader study. Each cross-sectional view of four
selected reconstructions was grouped. Target lesion was highlighted. For this reader study, radiologists
reviewed the center slice of each view of four selected reconstructions and ranked them in terms of which
reconstruction provided the best diagnostic information (or simply their preference of one reconstruction
algorithm over others).
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3 Results

3.1 Reader Study I: Performance Study

Radiologists’ diagnostic performances (AUC) ranged from 0.70
to 0.89 (Table 3). Note that we ordered radiologists in three
groups in terms of the similarity of their diagnostic performance
on selected reconstruction methods. The OR-DMB MRMC
analysis results for random readers and random cases indicated
that the AUCs for reconstruction were not significantly different
(p-value ¼ 0.71). This indicates that there was no effect due
to the reconstruction change on radiologists’ performances on
average. In addition, we estimated the 95% CI of each radiol-
ogist’s diagnostic performance on each reconstruction using
10,000 bootstrap samplings of the cases. Within each radiolo-
gist, there was no statistical difference found between his/her
performance on the four reconstruction methods.

There was, however, a trend between radiologists (Table 3).
Radiologists #1 and #4 tended to show better performance for
the sharpest reconstruction, i.e., FDK, whereas radiologists #5
and #6 tended to show better performance for the smoothest
reconstruction, i.e., IIR #1. Radiologists #2 and #3 seemed
to have the same performance independent of reconstruction
algorithm. To check this trend further, we conducted a post
hoc analysis to compare the difference in reconstruction AUC
values at the two extreme image sharpness values (i.e., differ-
ence from the smoothest reconstruction IIR#1 to the sharpest
reconstruction FDK) for the above possible groups, bootstrap-
ping over the 50 lesions. Specifically, we first computed the
difference between the IIR#1 and FDK reconstruction AUC val-
ues for all radiologists. Then, we averaged the AUC differences
in each of the above possible groups. We repeated the above
process for 10,000 bootstrap samples and computed the differ-
ence between the averaged AUC differences among the three
groups of radiologists. We then checked if there was a statistical
difference between two groups of radiologists (i.e., if 95% and
99% CIs do not include 0), to confirm the trend above. Note that
the purpose of this post hoc analysis was to check the aforemen-
tioned trend within the six radiologists and 50 cases utilized for
this study only, not to generalize our findings to all radiologists
and other breast lesion cases.

Table 4 shows the difference in the group averaged AUC
differences for the IIR#1 and FDK reconstruction (i.e.,
AUCFDK − AUCIIR#1) for the possible pairs of the three groups
of radiologists. There was a statistical difference between
the radiologist #1 and #4 group and the radiologist #5 and
#6 group, as confirmed by both the 95% and 99% CIs.
However, there was no statistical difference between the radiolo-
gist #2 and #3 group and the radiologist #1 and #4 group and
the radiologist #5 and #6 group, which may indicate that the
radiologist #2 and #3 group is the random fluctuation of the

data (or simply noise). This result may suggest that there
exist at least two trends among the six radiologists in diagnostic
performances for different reconstructions. As these two trends
are completely opposite, it might create considerable interreader
variability or disagreement among radiologists in their perfor-
mances on different reconstructions such that the effect due to
the reconstruction change in the diagnostic performance among
the six radiologists for this study was canceled out when their
AUC values were averaged, as shown in Table 3.

3.2 Reader Study II: Preference Study

Although there was disagreement among radiologists on which
reconstruction method was diagnostically superior, we found
that radiologists agreed on which reconstruction they thought
was the most diagnostic; the Kruskal–Wallis test on the sum
of each reconstruction’s ranking performed by each radiologist
resulted in a p-value of 0.002. This result indicates that there is
at least one reconstruction method that all radiologists preferred
than others. Table 5 shows the ranksum of radiologists’ rankings
on each reconstruction. All radiologists, except radiologist #1,
preferred the IIR #2. We conducted post hoc tests (i.e., pairwise
comparisons among reconstructions) between each pair of
reconstructions, via comparing the column-wise differences
in aggregated ranksums in Table 5. Note that we used “multcom-
pare” function in MATLAB for the post hoc tests. We used
the Tukey’s honest significant difference45 as the multiple
comparison correction method for the function. The result in
Table 6 showed that IIR #2 was ranked lower than IIR #1
(p-value ¼ 0.017) and the FDK reconstruction (p-value ¼
0.004), whereas there was no statistical significant difference
between IIR #2 and IIR #3.

Table 4 10,000 bootstrap analysis on the difference in the group averaged AUC differences for the IIR#1 and FDK reconstruction (i.e.,
AUCFDK − AUCIIR#1) for three possible groups of radiologists.

Radiologist group L Radiologist group R Mean (L − R) 95% CI 99% CI

Radiologist #1 and #4 Radiologist #5 and #6 0.1528 [0.0376, 0.3080] [0.0044, 0.3624]

Radiologist #1 and #4 Radiologist #2 and #3 0.0456 ½−0.0336;0.1380� ½−0.0579;0.1779�

Radiologist #2 and #3 Radiologist #5 and #6 0.1072 ½−0.0016;0.2328� ½−0.0339;0.2786�

Table 5 The ranksum of each reconstruction ranking in terms of
diagnostic information availability. Lower ranksum indicates higher
radiologists’ preference over others.

IIR #1 IIR #2 IIR #3 FDK

Image sharpness and noise Low → High

Radiologist #1 69 75 76 80

Radiologist #4 89 65 68 78

Radiologist #5 80 57 68 95

Radiologist #6 74 67 70 89

Radiologist #2 84 62 78 76

Radiologist #3 89 64 64 83

Journal of Medical Imaging 025502-8 Apr–Jun 2017 • Vol. 4(2)

Lee et al.: Lack of agreement between radiologists. . .



4 Discussion
In this study, we could not find a statistical difference between
radiologists’ diagnostic performances as a group on different
reconstructions. It was an unexpected result, as previous
studies46–48 for different clinical tasks and images (detection
of polyps in CT colonography,46 detection of lung nodules in
chest CT,48 and detection of focal lesions in abdominal CT)47

reported that different reconstructions at the same radiation
dose level affected radiologists’ performances for the tasks (i.e.,
detection tasks). It is possible that the differences in imaging
modality (i.e., bCT versus CT colonography, chest CT, and
abdominal CT), task (classification versus detection), and radi-
ologists’ experiences on imaging modalities could be reasons
for our results, but it requires further research to confirm or
refute our findings.

However, we observed opposite trends in the diagnostic per-
formances on different subsets of radiologists in this study,
which might be a result of a disagreement among radiologists
as a group, on which reconstructions are diagnostically superior
to others. Our data suggest that there exist at least two trends on
radiologists’ diagnostic performances on different reconstruc-
tions; one group tended to perform better with the sharpest
image reconstruction, whereas another group tended to perform
better with the smoothest image reconstruction. These opposite
trends of radiologists’ diagnostic performances on different
reconstructions could cancel out each other when their diagnos-
tic performances were averaged. We caution that this was a post
hoc analysis and needs to be verified in a hypothesis driven
study, as we cannot generalize our findings from the post hoc
analysis for other radiologists and breast lesion cases.

In our study, we selected four reconstructions out of 25
reconstructions based on the diagnostic performances of the
trained classifier on those reconstructions. The diagnostic per-
formances of the classifiers on the selected four reconstructions
were ranked in the ascending order of IIR #1, IIR #2, FDK, and
IIR #3 (Table 3). However, no subgroup of the six radiologists
followed the classifier’s diagnostic ranks on those reconstruc-
tions. Instead, as we discussed above, we found opposing trends
in diagnostic performances for subgroups in those six radiolog-
ists. One of the possible reasons for the low correlation in
diagnostic performance between the radiologists and the trained
classifiers could be the fact that we trained the classifiers using
the biopsy truth, not the radiologists’ malignancy scores. Thus,
one could improve the correlation in diagnostic performance

between radiologists and the classifier by using the radiologists’
malignancy scores. However, one needs to be cautious about
possible variations in malignancy scores among radiologists,
which may hinder training of the classifier on an individual
radiologist’s diagnostic performance. Nonetheless, the classifier
can be trained on malignancy scores from a pool of radiologists,
and such a classifier could be useful to estimate the averaged
diagnostic performances of radiologists.

Radiologists as a group agreed on which reconstruction
method they thought provided the best diagnostic information;
radiologists preferred midsharp and midnoise reconstruction
methods over other reconstruction methods. However, the
reconstruction algorithm preference of an individual radiologist
did not match with his/her diagnostic performance. For exam-
ple, most radiologists preferred IIR #2 (Table 5), but their high-
est performing reconstructions were either IIR#1 or FDK, not
IIR #2 (Table 3). In fact, this disagreement is not a new finding,
as previous studies reported similar results on other clinical tasks
(screening or detection) on different areas of the body (e.g., CT
colonoscopy, cranial CT).49,50

This calls into question the most common method of select-
ing image quality used for any medical imaging technique,
which is the subjective opinion of radiologists on perceived
image quality. This study demonstrates that image preference
does not necessarily lead to images that deliver the best diagnostic
performance. Extrapolating our results, validating observer
models may be problematic, because radiologists do not agree
on which types of images provide the most diagnostic informa-
tion. That is, it may be difficult to find a single set of image
features that can accurately represent a population of radiolog-
ists’ diagnostic performances. Instead, one may need to search
multiple sets of image features correlated with a group of
radiologists with similar diagnostic performance trends based
on reconstruction types or image qualities. Samei et al.26 have
shown that they could extract features that correlate with radi-
ologist’s perceived quality of image features.25 However, based
on our results (i.e., radiologists’ preferences do not necessarily
match their diagnostic performances), this may not lead to
model observers that correlate with diagnostic performance.

Given the level of disagreement between the six radiologists,
creating a single model observer to represent a population of
radiologists may not be advisable, at least for this particular
task and imaging modality. The six radiologists can be grouped
into at least two trends (Table 3): those that performed best with
the noisiest, sharpest images (radiologists #1 and #4); those that
performed best with the smoother, less noisy images (radiolog-
ists #5 and #6). From this, one may develop at least two different
model observers, where they can represent the range in perfor-
mance preference found in radiologists reading bCT images.
Or, it may also be possible to develop a single model observer
for all radiologists, if one knows the underlying distribution of
radiologists’ aptitudes toward choosing a reconstruction algo-
rithm for them to have the highest diagnostic performance, and
model their aptitudes as random terms in the model observer.

This was an unexpected result given how reconstruction
algorithms are ultimately determined clinically, i.e., based on
radiologists’ subjective impressions. Possible reasons for the
disagreement among radiologists on diagnostic performance
include: (1) limited experience in reading bCT images, (2) the
more variable nature of classification tasks compared to other
tasks (e.g., detection tasks), and (3) being specific only to six
radiologists recruited for this study. As bCT is a new imaging

Table 6 Post hoc comparison between each pair of reconstructions,
i.e., analysis on the column-wise differences in aggregated ranksums
in Table 5.

Reconstruction L Reconstruction R
Mean (L − R)

[95% CI] p-value

IIR #1 IIR #2 12 [1.53, 22.47] 0.017

IIR #3 7.3 ½−3.13;17.8� 0.273

FDK −1.67 ½−12.13; � 0.977

IIR #2 IIR #3 −4.67 ½−15.13; 5.8� 0.661

FDK −13.67 ½−24.13;−3.2� 0.004

IIR #3 FDK −9 [19.47, 1.47] 0.121
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modality and it is not clinically practiced, radiologists do not
have extensive experience in reading bCT images and, therefore,
it may be difficult for them to establish the best clinical criteria
for breast lesion diagnosis. Furthermore, given the relative
newness of the modality, each radiologist may have selected
different criteria for what distinguishes a malignant lesion from
a benign one. For the case of interpreting screening mammo-
grams, radiologists’ performances increase with the years of
clinical practice,51,52 and the annual volume of reading mammo-
grams is positively correlated with radiologists’ performance.51

In fact, many countries regulate the minimum number of
mammograms interpreted per year, ranging from 960 to
5000, to meet and maintain the desired level of expertise.51,53,54

Although all radiologists in this study had some experience
reading bCT cases in research settings, the number of cases
that they read may not have been enough to establish the criteria
for breast lesion diagnosis that all radiologists agree on. This
lack of clinical criteria may also result in large interreader
variability when radiologists diagnose given breast lesions.

It is possible that a classification task is inherently more var-
iable than a detection task. The vast majority of model observer
studies are detection tasks and the models are validated against
radiologists’ or human observers’ ability to find an abnormality
in an image. For these tasks, the target is usually well known to
the observer. However, a classification task is less well defined.
It is possible that radiologists use different criteria to decide
whether a lesion is benign or malignant, and that those
differences have different dependence on the quality character-
istics of the image. More studies are needed to investigate this
postulate.

It is also possible that our finding (i.e., the disagreement
among radiologists) was only specific to the radiologists
recruited for our study. That is, a different set of six radiologists
may agree on which type of reconstruction provided the most
diagnostic information, which implies large interobserver vari-
ability. Or, it is also possible that we may obtain different pat-
terns from the same radiologists, if we repeat the same reader
studies, which implies the large intraobserver variability.
However, even if these were true, further investigation with
a larger number of radiologists with repeated tests would be
needed to conclude that the six radiologists who participated
in this study were not representative of a population of radiolog-
ists, and they have high or low intraobserver variability on their
decisions. Furthermore, if our result is correct, then to develop
different types of model observers for each group of radiologists
with similar diagnostic performance patterns (e.g., a group of
radiologists who perform well with smooth image appearance)
will require a larger number of radiologists to be tested.

5 Conclusion
We could not find a statistical difference between radiologists’
diagnostic performances as a group on different reconstructions.
We found that this may be due to the disagreement among radi-
ologists on reconstructions. Specifically, we observed opposite
trends in the diagnostic performances on different reconstruc-
tions for different subgroups of the radiologists in this study,
which were canceled out to each other when their diagnostic
performances were averaged. This observation has to be verified
in a hypothesis driven study. In addition, we found that the
radiologists’ preference on reconstructions do not match with
their diagnostic performance. Our result indicates that these dis-
agreements may hinder the development of clinical image-based

model observers for diagnostic tasks on bCT cases, since the
difficulty of validating model observers against radiologists.
Future studies with larger numbers of radiologists and cases
will be necessary to check, confirm, or refute our findings
for this and other imaging tasks.
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