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Displaying clinical data relationships using scaled rectangle
diagrams
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SUMMARY

A method is presented to draw rectangles to represent categorical data relationships. The idea is an
adaptation of a scaled Venn diagram. Rectangles are drawn with area proportional to the frequency of
categories and the rectangles are positioned to overlap each other so that the areas of overlap are in
proportion to the joint frequencies of the characteristics. The diagrams are especially useful to illustrate
symptom co-occurrence. Copyright ? 2001 John Wiley & Sons, Ltd.

1. INTRODUCTION

Many clinicians appreciate the importance of logic and logical principles in clinical judgement
and often use Venn diagrams to show how signs, symptoms and disease co-occur [1; 2]. The
purely symbolic set representation of a Venn diagram is sometimes enhanced by attempting
to draw circles proportional, in area, to the frequency of the characteristics they represent and,
further, overlapping them by an amount proportional to their co-frequency. In this way the
diagram conveys statistical as well as symbolic information. Some examples are in references
[3–5] and Figure 1 shows an example for the occurrence of carditis and chorea in a sample
of 271 acute rheumatic fever patients [5].
When the two circles are placed inside a unit that square represents all patients, the diagram

is a visualization of a two-by-two contingency table. This simple representation does not seem
to be widely appreciated. Other graphical representations of contingency tables include mosaic
plots [6–8], parquet diagrams [9], association plots [10] and rose diagrams [11; 12]. In these,
emphasis is placed on representing the frequency of the cells of the tables. In a mosaic
plot cells are represented by discrete rectangles which the viewer has to mentally sum to
appreciate marginal frequencies. On the other hand, a scaled Venn diagram places emphasis
on the marginal frequencies, by the circles, and the di�erent areas within them show the cell
frequencies.
Both mosaic and Venn diagram plots rely on the ability of the eye and mind to translate an

area into a frequency. In practice ‘there are considerable ambiguities in how people perceive
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Figure 1. Scaled Venn diagram representing subsequent occurrence and co-occurrence of
carditis and chorea in a sample of 271 patients acute rheumatic fever. The corresponding

2× 2 table that it represents is also shown.

a two-dimensional surface and then convert that perception into a one-dimensional number’
[13], but nevertheless the idea is appealing. Shape often determines how well area comparisons
are perceived. It is generally accepted that compact shapes are perceived to be smaller than
diverse ones of the same area [14]. In Figure 1 the frequency of the absence of both chorea
and carditis is more di�cult to perceive than the other frequencies because of its irregular
shape.
Drawing a scaled Venn diagram with two circles is simple, but it is not always possible

to enclose them in a unit square. For instance, when all individuals have at least one of the
two characteristics it is impossible, since the two circles themselves represent the entire data.
Further, extending the circle Venn diagram to three or more characteristics becomes di�cult.
It is generally not possible to correctly scale and overlap circles so that areas are in proportion
to frequencies. Also approximations are often not easy to achieve. With four characteristics
it is not even possible to draw and overlap four circles inside a square so as to create the
required 16 potentially non-empty cells of the 24 table; only 14 are possible.
There is, however, little especially compelling about using circles in Venn diagrams; other

shapes can be considered. In this paper I propose using rectangles. Provided rectangles are
all oriented in the same direction, areas of intersecting regions are either simply rectangular
or made up of rectangular sections which makes computations easy.
The idea is to construct a scaled rectangle diagram (SRD) in which the marginal frequency

is represented by a rectangle, drawn with an area proportional to frequency, and positioned
to intersect other rectangles so that the overlapping areas are also in proportion to joint
frequencies. When there are q characteristics, it is hoped that in this way a representation can
be constructed which shows both the non-zero cell frequencies of a 2q contingency table and
also the q marginal frequencies of the characteristics.

Copyright ? 2001 John Wiley & Sons, Ltd. Statist. Med. 2001; 20:1077–1088
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Figure 2. Scaled rectangle diagrams of data in Figure 1.

In Section 2 I give some examples of the method and, in Section 3, I outline how the
diagrams can be constructed.

2. EXAMPLES

2.1. Rheumatic fever

Using the data illustrated in Figure 1, an SRD is shown in Figure 2(a). The position of the
two rectangles inside the unit square is, of course, arbitrary, as is the extent to which the
rectangles are o�set. Figure 2(b) is an alternative representation in which they are not o�set
and which may be preferable as all areas are rectangles; both the marginal and cell frequencies
are rectangular. However, a drawback is that the edges of the two marginal rectangles coincide,
so losing some appreciation of the two distinct characteristics.
Other characteristics of the patients in the rheumatic fever data set [5] included subsequent

residual rheumatic heart disease and presentation with arthritis. Figure 3 shows an SRD for
carditis and chorea together with the occurrence of residual rheumatic heart disease. Although
these diagrams are intended to ‘visualize’ frequencies, it is sometimes also helpful to write
frequencies inside the cells, as in Figure 3. I have also included the raw 23 table in Figure 3.
The SRD clearly shows that the residual heart disease occurred entirely in patients presenting
with carditis. This feature is not obvious from the 23 table or from the corresponding mosaic
plot in Figure 4, in which zero cell frequencies are shown by the vertical lines.
Finally, for these data Figure 5 shows an SRD of the three previous characteristics –

carditis, chorea and residual rheumatic heart disease – plus a fourth: presenting with arthritis.
Again residual heart disease is seen to occur entirely in patients with carditis. Most patients
present with arthritis, but few of them develop residual heart disease. Notice that in this
diagram a value E=2:7 per cent is given. This �gure is a measure of discrepancy between
the representation of areas as frequencies and will be formally de�ned below. E=0 per cent
indicates exact correspondence, as in Figure 3. In Figure 5 the error arises primarily because
there are no patients who do not possess at least one of the characteristics, but it does not
seem possible to con�gure four rectangles within a unit square and not have a residual ‘white
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Figure 3. SRD of three characteristics: presence of carditis; presence of
chorea, and subsequent rheumatic heart disease.

Figure 4. Mosaic plot corresponding to Figure 4.

space’ cell for the absence of all four characteristics. One of the problems with creating SRDs
for q¿2 is that it is not always possible to construct a diagram in which area and frequency
are exactly congruent.

Copyright ? 2001 John Wiley & Sons, Ltd. Statist. Med. 2001; 20:1077–1088
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Figure 5. SRD of four characteristics: presence of carditis; presence of chorea; presence of
arthritis; and subsequent rheumatic heart disease.

Figure 6. SRD of four characteristics of hip operation data.

2.2. Hip operations

Data on 120 hip operations are displayed in Figure 6. It shows an SRD for four characteristics:
general anaesthetic (ANAES=general); lateral surgical approach (APPRO= lateral); age of
patient (above the 50th percentile; AGE¿P50), and length of stay in hospital more than 14
days (LENGT¿14). In this example an exact representation is obtained (E=0 per cent).
It clearly shows that nearly all operations required a general anaesthetic and all longer stay
patients were in the older age group.

Copyright ? 2001 John Wiley & Sons, Ltd. Statist. Med. 2001; 20:1077–1088
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Figure 7. SRD of four characteristics of impaired glucose tolerance data.

2.3. Impaired glucose tolerance

In a work-force survey of 5542 people, glucose tolerance was measured as well as body
mass index, urinary albumin and fructosamine. Figure 7 shows an SRD for: impaired glu-
cose tolerance (IGT¿0); raised body mass index (BMI=high); elevated urinary albumin
(UALB=high), and raised fructosamine (FRUC=high). Clearly, those with impaired glu-
cose tolerance are mostly among the individuals who are more obese, as are people with
raised urinary albumin, although there is not much overlap between these groups.

3. CONSTRUCTING SCALED RECTANGLE DIAGRAMS

In general, suppose there are q characteristics. The problem is to draw q rectangles, which each
represent one of the characteristics, such that their areas are proportional to the q marginal
frequencies and at the same time positioned so that they overlap with areas proportional to
cell frequencies of the characteristic combinations. The con�guration must then be entirely
enclosed in a unit square representing the whole sample.

3.1. The case q=2

A construction as in Figure 2(b) is always possible. Using rectangles that are o�set, as in
Figure 2(a), is obviously not possible when the frequency of the absence of both characteristics
is zero since there is always residual white space when o�set rectangles are enclosed by a
unit square. The extent to which rectangles can be o�set, as in Figure 2(a), is determined by
the frequency of neither characteristic.

Copyright ? 2001 John Wiley & Sons, Ltd. Statist. Med. 2001; 20:1077–1088
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3.2. The case q=3

There are various geometric constructions that can be attempted to draw a diagram with q=3.
One of these begins with the q=2 construction as in Figure 2(b) and superimposes a third
rectangle.
If simple geometric construction fails, which it may do, an optimized approach, as for

q=4 and described below, can be implemented. In this approach the discrepancy, E, between
relative frequency and area is minimized with respect to the positions of the three rectangles.
In certain situations an exact construction may not be possible. One case is when (using

an obvious notation) the frequency of cell 123 is zero, but the frequency of each of the three
cells ˆ123, 1ˆ23 and 12ˆ3 is non-zero. In this case it is not possible to position three rectangles
so that they overlap each other but not all three together.

3.3. The case q=4

Except under independence (see Section 3.4), I have been unable to �nd a simple geometric
way to construct a correctly scaled diagram for q=4. Instead, it can be approached as an
optimization problem; to position four rectangles and enclose them by a unit square so that the
discrepancy, E, between cell area and cell relative frequency is minimized. Here discrepancy
can be measured by

E=
24∑

i=1
|ai − ri| (1)

where ri is the cell relative frequency and ai is the area of cell i. Subject to the restriction that
each rectangle is exactly proportional to its marginal relative frequency, there are three position
parameters of each: the co-ordinates of one corner and the length of one side. Minimization is
therefore with respect to 12 parameters. A surrounding rectangle of unit area can be arbitrarily
positioned to contain the rectangles; if the rectangles will not �t inside a unit rectangle,
a scale reduction can be done to force a �t, with concomitant ination of E. The �nal
optimized con�guration will lie in a unit area rectangle rather than square but an area invariant
transformation from an x; y co-ordinate system to an x′; y′ system with x′= cx and y′=y=c,
for some c, will create a unit square boundary.
The function E is generally not well behaved and does not have a unique minimum, that

is, di�erent con�gurations may achieve the same value. Also E tends to have local minima.
However, minimization can be achieved reasonably well using Powell’s [15] conjugate gra-
dient algorithm, which does not require derivatives. To compute E requires evaluating cell
areas, ai, given corner co-ordinates of each rectangle. To do this, I superimpose an irregular
grid, as in Figure 8, by extrapolating edges of the rectangles. Cell areas, ai, are then obtained
by adding together grid rectangles that lie in a cell. For example, 17 grid cells make up the
white space in Figure 8.
My experience is that convergence to a su�ciently small E depends to some extent on

the initial position. One initial con�guration is the exact construction that is always possible
under an assumption of independence (see below). Other geometric starting con�gurations
can be derived; these are the ‘Methods’ referred to in the diagram headings. One method
uses the con�guration in Figure 8, which shows how four rectangles can be positioned to
give all 16 possible cells. Some inner cells can be determined by simple geometry so that

Copyright ? 2001 John Wiley & Sons, Ltd. Statist. Med. 2001; 20:1077–1088
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Figure 8. Superimposed grid to calculate cell areas. Also shows arrangement of four
rectangles in which all 24 cells are displayed.

ai= ri, and the rectangles themselves completed to ensure their area is equal to each marginal
relative frequency. This usually leaves other cells incorrectly scaled, but the con�guration may
be a good starting point. There are other ways the geometric construction can be done and,
further, each can be achieved with a di�erent permutation of the characteristics. I run through
the di�erent methods and di�erent permutations to �nd the best initial con�guration to start
the minimization algorithm.
Sometimes it does not seem possible to construct a diagram for which E is small. In

particular, this may occur when the union of all four characteristics approaches the entire
sample and it is not possible to ‘�t’ a con�guration inside the unit square. Another situation
is when one or some of the inner cells are empty, as mentioned above for q=3.

3.4. Independence

It is shown in the Appendix that, for q6 4 at least, it is always possible to construct an
exactly scaled rectangle diagram of expected counts under an assumption of complete inde-
pendence. Further, the cells in this situation are all rectangular. Visual comparison of the
‘observed’ and ‘expected’ SRD may sometimes give an indication of the departure from in-
dependence, though typically clinical data are not independent. A scaled rectangle diagram of
expected counts for the data in Figure 5 is shown in Figure 9. The di�erence between these
observed and expected diagrams shows – to no great surprise – that the variables are not
independent (as is con�rmed by a chi-square test P¡0:00001).
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Figure 9. SRD of data in Figure 6 under assumption of complete independence,
showing expected counts (rounded to nearest integer).

3.5. The case q¿ 5

For q=5, there are up to 25 =32 non-empty cells to accommodate by positioning �ve rect-
angles. In principle the E minimization procedure that is described above could be extended,
requiring optimization with respect to 15 parameters. However, it is not possible to position
�ve rectangles and represent all 25− 1=31 possible cells; some error is inevitable, except in
special cases where some cells are empty. Diagrams with �ve, or more, rectangles can look
rather cluttered anyway.

4. DISCUSSION

Graphical representations of data are only useful if they show things that might otherwise
not have been appreciated [12] and if they have the ability to display one or more ‘phe-
nomena’ [16]. Scaled rectangle diagrams seem to achieve these requirements. They show
both the frequency of characteristics and at the same time the extent to which characteristics
are shared. In clinical and health research, diagrams that illustrate these features are often
useful.
An SRD can be regarded, more generally, as a visualization of a 2q contingency table. Other

ways to display such data are available, the most common being the mosaic plot. Mosaic plots
focus on representing cell frequencies by rectangles, the marginal frequencies being less easily
appreciated, while SRDs focus on rectangles for marginal frequencies, with cell frequencies
being areas within them. Both visualizations seem to be useful, and complementary.
Although it is often di�cult in mosaic plots to appreciate the extent to which character-

istics overlap (as in Figure 4), they do have some advantages: they are easier to construct;
are always exactly scaled; are useful in log-linear model building [7]; and have a physical
conceptualization [8]. In principle, they can be extended to any number of variables but, as
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Figure 10. SRD of power transformed frequencies for data in Figure 5. Note that E is here
the discrepancy of power transformed frequencies.

for SRDs, they are really only useful for four or fewer variables, despite a suggestion that
six variables is a ‘practical maximum’ for mosaic plots [6].
Unlike mosaic plots, SRDs are restricted to binary categories. However, the binary case is

so commonplace, especially in clinical applications, to warrant its own graphical representation
(for example, as in rose diagrams [11]).
The main criticism of SRDs is that exact correspondence between area and frequency is

not always possible, at least for q=4 and sometimes for q=3. The question is whether exact
correspondence is absolutely necessary. As the mind cannot perceive exact correspondence
between area and frequency, and compact shapes are generally perceived to be smaller than
diverse shapes of the same area [14], small discrepancies when comparing cells that are a
di�erent shape may not be important. The intention is to convey an impression of the relative
size of groups and the extent to which they overlap. Small discrepancies may not matter
unduly in an appreciation of the whole. Usually a con�guration with a discrepancy under
5 per cent can be achieved which will provide a good representation.
Nevertheless, it would be helpful to know when it is, and when it is not, possible to con-

struct a diagram with good congruence between relative frequency and area. I have, however,
been unable to elicit simple conditions, though some cases are obvious and have been alluded
to. Under independence an exact representation is always possible.
Some work on perception of areas [17] has shown that, for squares at least, perceived

area is an underestimate of actual area, varying as a power law with exponent about 0.9. To
compensate for this e�ect, one could consider an SRD for power transformed frequencies.
Figure 10 shows the diagram corresponding to Figure 5, for cell frequencies raised to the
power 1=0:9 = 1:1. It shows some ampli�cation of areas for larger frequencies and attenuation
of smaller ones. Assessing the merits, if any, of this kind of transformation will require further
work. Another topic for investigation is the discrepancy measure E (expression (1)) that is
used as an objective function in the �tting process. Alternative measures could be employed
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Figure A1. Construction of an SRD for q=4 under assumption of complete independence.

that account for how areas are perceived and, possibly, for aesthetic qualities. For instance,
as discrepancies in small cells seem to be easier to discern, greater weight could be attached
to small cells. Limited trials with di�erent weights have not, however, produced bene�ts.
Aesthetic qualities could be accounted for, as one possibility, by penalizing diagrams with
long skinny rectangles.
Scaled rectangle diagrams can be drawn as a facility of search partition analysis (SPAN)

software [18]. The program allows rectangles to be coloured, which gives greater clarity than
the shades of grey reproduced here. The software is a Windows program that provides, among
other functions, an interactive environment to draw both scaled rectangle diagrams and mosaic
plots. The program is available from the web site URL http:==www.auckland.ac.nz=mch=
span.htm.

APPENDIX: DIAGRAMS OF EXPECTED COUNTS

Consider the case q=4 and suppose pj= nj=n, for j=1; 2; 3; 4, are the marginal relative
frequencies of each characteristic. Draw a separate q=1 SRD for each characteristic positioned
as indicated by Figure A1. It is easily veri�ed that superimposing these four SRDs produces a
q=4 SRD for the four characteristics in which the areas are equal to cell relative frequencies
under an assumption of independence. For example, the intersection of all four rectangles is
a rectangular cell of size p1p2 × p3p4.
Obviously removing any one rectangle leaves a q=3 diagram under independence and

removing any two leaves a q=2 diagram under independence.
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