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Abstract
Amyotrophic Lateral Sclerosis is a neurodegenerative disease that leads to a patient’s progressive loss of
cognitive and motor capacities. Its mechanisms are poorly understood, meaning no cure is available.
Prognosis based on clinical data thus becomes fundamental to make treatment plans; however, the
heterogeneous progression amongst patients presents a considerable challenge and motivates precision
medicine research.

iDPP � CLEF 2022 aims to develop novel methodologies for predicting ALS disease progression in
the form of a challenge, enabling the research community to combine efforts to improve current methods.
This paper reports on our participation in task 2 to predict critical events (NIV, PEG and DEATH) and
the expected time window for them to occur.

The proposed approach in this work combines a methodology based on pattern mining, which
uncovers relevant patterns in clinical data, and state-of-the-art machine learning methodologies. We
design a hierarchical strategy in which the top layer predicts the event, and the bottom layer the time
window specialized on each possible event.

Results show that our event prediction layer is effective in predicting the event most likely to occur
in a given patient, however, the more significantly challenging task of predicting the time window to
occurrence yielded a subpar performance, calling for future research.
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1. Introduction

Amyotrophic Lateral Sclerosis (ALS) is a chronic disease affecting the neurons of the human
motor system. It is characterized by progressive loss of motor functions, such as walking, speak-
ing and eating. In later stages of the disease, breathing difficulties also arise, with respiratory
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failure being the main cause of death in ALS patients [1].
With no known cure for ALS, current treatments are centered on both retarding the natural

progression of the disease and improving patients’ quality of life. Common therapies include
permanent ventilation and enteral nutrition, especially at later stages of the disease [2].

However, the mostly heterogeneous nature of ALS, in aspects such as affected areas (both at
onset and throughout the disease course), as well as progression and survival times, makes it
challenging for clinicians to effectively diagnose and anticipate the evolution of ALS.

Thus, machine learning techniques have been used to aid in unraveling disease mechanisms
and clinical decision making [3]. Such methods have been applied to the identification of key
biological markers for both diagnosis and prognosis [3], prediction of survival and end-stage
events [4], as well as discovery of patient groups with similar disease progression courses [5] or
treatment response [6].

The iDPP � CLEF 2022 challenge1 uses highly curated data from real ALS patients, followed
at clinical institutions in Lisbon, Portugal, and Turin, Italy. The focus of the challenge is
prognostic prediction in ALS. Particularly, task 2 focuses on the prediction of end-stage events:
initiation of non-invasive ventilation (NIV), percutaneous endoscopic gastrostomy (PEG) and
death, as well as their respective times to occurrence. These subjects are of high importance in
ALS, given the fast-progressing nature of the disease and how crucial timely administration of
ventilation and enteral nutrition can be in improving patients’ life expectancy.

In our contribution to iDPP � CLEF 2022, we propose a hierarchical approach, with a
first-stage event prediction, followed by specialized models predicting the time window to
a particular event. Our procedure is three-fold: first, it implements the innovative approach
proposed by Carreiro et al. [7] to create patient snapshots based on clustering with constraints,
thus organizing patient records in an efficient manner. This methodology was observed to
improve the state-of-the-art classifiers by providing a more consistent description of the patients
condition. Second, it uses the pattern-based approach described by Martins et al. [8] that
incorporates recent advances on temporal pattern mining to the context of classification. This
approach performs end-stage event prediction while allowing the entire patient’s medical history
to be considered. Finally, with the predictions from the previous step we learned specialized
models using the original features to predict the time window to that event. This two-stage
prediction approach aims to promote homogeneity and lessen the impact of class imbalance, in
comparison to performing one single multilabel task.

The rest of the paper is organized as follows: Section 2 presents the related work; Section 3
explains the applied hierarchical approach for task 2 predictions; Section 4 describes the setup
done for the experiments; Section 5 discusses the core results ; and finally, Section 6 concludes
the paper and gives some hints about future work.

2. Related Work

The non-appearance of a curative treatment leads to the need for researching new care treatments
that prolong survival and improve the quality of ALS patients’ life. Patients with ALS and
their family benefit from regular patient follow-up in anticipating and preparing for death

1https://brainteaser.health/open-evaluation-challenges/idpp-2022/
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[9]. Because of their confusing and dynamic illness process, people with ALS have a few
interdisciplinary demands. They benefit from individualised rehabilitation programs to improve
independence, function, and safety. These techniques can also help with symptom management
and quality of life. [10].

In the last years some personalized methods based on machine learning were proposed for the
ALS prognosis. Carreiro et al. [7] was pioneer in proposing prognostic models to predict the need
for non-invasive ventilation support based on clinically defined time windows. More recently,
Pires et al. [11] stratified patients according to their state of disease progression achieving
three groups of progressors (slow, neutral and fast), and proposed specialized learning models
according to this groups with the same target prediction. They further used patient and clinical
profiles with promising results [12].

Regarding survival prediction, some relevant studies were conducted using machine learning
techniques. Tavazzi et al. [13] used 3 months of static and dynamic data to predict if a patient
will succumb to the disease 3 years from its first assessment. Grollemund et al. [14] designed a
probabilistic method to predict short-term survival (1 year) in ALS patients.

Predicting the progression of the functional domains (ten questions) assessed by the well-
known functional scale, the ALSFRS-R, was also investigated by Gordon and Lerner [15]. They
modeled a multiclass classifier using demographic, respiratory assessments, genetic data, and
other dynamic data to predict the values of each ALSFRS-R question at the time of the last
patient visit.

Martins et al. [8] recently proposed combining itemset mining with sequential pattern mining
to uncover disease presentation and progression patterns in ALS patients and utilize these
patterns to forecast the need for NIV. In a similar approach with the same prognostic target,
Matos et al. [16] suggested a classifier based on biclustering. Biclustering was used to locate
groups of patients with similar values in subsets of clinical features (biclusters), which were
then combined with static data as features. Apart from being promising, none of these methods
took into account the characteristics’ temporal relationship. A preliminary assessment of the
role of conventional triclustering techniques in predicting breathing support needs in ALS was
provided by Soares et al. [17].

3. Methodology

The strategy for our contribution to the iDPP � CLEF 2022 is based on a hierarchical approach,
which we named Hierarchical Prognosis. The strategy comprises two stages: the event and
time to event prediction. Due to its hierarchical nature, the predictions made at the upper level,
the event layer, are propagated downwards to the time to event prediction. This hierarchical
approach benefits from (i) less heterogeneity amongst the population of patients used for
predictions; (ii) reduced class imbalance within event data subsets, improving predictions for
the less common (event, time window) pairs. The approach is broadly described in the
diagram found in Figure 1.

This section covers the data preprocessing (Section 3.1), together with the functioning of the
two levels of the hierarchical approach, the Event Prediction (Section 3.2) and Time to Event
Prediction (Section 3.3) layers.
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Figure 1: Hierarchical Prognosis for subtask 2A. In the upper layer, the classifier is trained with patient
data to predict an event. For each event type, on the bottom layers, a classifier is trained on the
corresponding subsection of the dataset to predict the time to event. A similar architecture is adopted
for subtasks 2B and 2C.

3.1. Data Preprocessing

The data preprocessing stage encompassed two phases: (1) general processing of the raw datasets
and (2) specific preprocessing concerning each predictive task, whether predicting the event or
time to event.

Regarding the first step, we first preprocessed the dataset containing patients’ informa-
tion together with their clinical historical assessments of spirometry and the ALSFRS-R scale.
Considering that spirometry and ALSFRS-R assessments were not done on the same day, we
considered to merge these evaluations according to their performance dates, simplifying the
learning instances dealing with temporal distribution and avoiding a large number of blank
values within data. With this in mind, we followed the approach proposed by Carreiro et al.
[7] to create patients snapshots which consist in grouping evaluations based on hierarchical



clustering with constraints. In the original article the author used two constraints, given the
predictive problem in hands. In this case we considered the creation of the snapshots stating
only that the evaluations that compose a snapshot cannot belong to the same test as doctors do
not prescribe the same test twice (we only merged spirometry tests with ALSFRS-R tests in this
case).

The assessments were only grouped if they distance at least 3 months. The reference date for
the resulting snapshot was defined as the median between the dates of its composing assessments.
We coupled the corresponding static features and labels for each patient’s snapshot. This process
was done for the three subtasks 2a, 2b and 2c with their correspondent datasets.

The final datasets with the learning examples were composed by 3.728 snapshots for subtask
2a; 4.333 snapshots for subtask 2b; and 4.435 snapshots for subtask 2c.

Having these datasets created we moved to the second step of preprocessing, specific for
each one of the predictive methods within our hierarchical approach.

3.2. Event Prediction

The first part of our strategy consists on predicting the occurrence of end-stage events, with
each subtask focusing on a key event. Subtasks 2a and 2b are multilabel problems, each with
3 possible outcomes: NIV (2a), PEG (2b), DEATH and NONE. Subtask 2c is a binary problem,
with DEATH and NONE as available events.

Prediction of event for task 2 was based on employing pattern mining algorithms from the
SPMF library [18], and using occurrence of extracted patterns as features. While they might be
less informative than the original variables, this approach allows for the entire clinical history
to be taken into account without missing value imputation.

The procedure followed the approach described by Martins et al. [8], adjusting for the features
and the multilabel problem at hand in subtasks 2a and 2b. After general preprocessing described
in Section 3.1, the snapshot sets were firstly transformed into sequence databases for the pattern
mining algorithms. Then, static and temporal patterns were retrieved, and finally new learning
instances were built for classification.

Snapshot sets were firstly split by event type: {NIV, DEATH, NONE} for subtask 2a, {PEG,
DEATH, NONE} for subtask 2b and {DEATH, NONE} for subtask 2c. The following preprocessing,
up to and including pattern mining, is done independently for each event. We make this split in
order to avoid extracting patterns only found in the most common event labels, which could
impact event prediction. Then, static and temporal features were also split, as different pattern
mining algorithms will be applied to both parts. Features were also selected at this stage, based
on the percentage of non-missing values, which should be above the selected support threshold.
Additionally, features with a large number of values (such as occupation and limb onset type)
were also removed, as they could originate a prohibitively large amount of extracted patterns.
ALSFRS-R individual questions were also not utilized due to this possibility.

Static and temporal feature sets were discretized, with pattern items being of the form
feature = interval (if numeric) or feature = value (if categorical). Intervals were set as proposed
by Martins et al. [8] and on value distributions. In the case of genetic features, where there
were separate columns for Lisbon and Turin patients, the values were transformed so that
single binary columns were kept. The resulting items were indexed as required by SPMF, with



sequence databases being written in the required format and each sequence representing one
patient. In the static case, each sequence is comprised of the items in a single snapshot (since
the information is repeated across all of the patient’s snapshots). In the temporal sequences,
a snapshot set is depicted in a single row, with temporal delimiters specifying the snapshots.
For predictions made using only month 0 (M0) data, this transformation is solely applied to the
set’s first snapshot. Otherwise, we use all the available clinical history of the patients (6 month
period – M6).

The sequence databases serve as input to the SPMF pattern mining algorithms, which were
applied according to the followed approach. AprioriTID [19] and Fournier_08 [20] were utilized
to extract static and temporal closed patterns, respectively, using 25% as support threshold.
Fournier_08 has additional parameters, which were set as not to exclude any patterns based on
overall length or temporal gaps.

The following step comprised on building the pattern sets to be added to the training data.
As pattern mining was done separately for each event, there are two points to take into account:
(1) there can be repeated patterns, and (2) it is unknown if patients in one event group verify
the patterns of another event group. The first point is addressed by compiling a pattern list
containing duplicate status, as well as available sequence identifiers and number of items and/or
time points. At this stage, 1-item patterns are removed.

The available information in this list is used to build a binary matrix, with each row pertaining
a patient and each column matching a singular pattern. Elements are 1 if the patient verifies the
pattern, and 0 if otherwise or unknown. The unknown elements are dealt with through distance
computation. Through the snapshot sets and pattern lists, a table containing all known feature
values at each time point is computed for both patients and patterns. Discrete feature values,
normalized between 0 and 1, are also added. These tables were named patient and pattern
vectors.

In the case of static patterns, the euclidean distance between patient 𝑃 and pattern 𝑄 is
computed as:

𝑑𝑡(𝑃,𝑄) =

√︃∑︁
𝜏∈𝒯

∑︁
𝑓∈ℱ

(𝑝𝑡+𝜏,𝑓 − 𝑞𝜏,𝑓 )2, (1)

where 𝒯 contains the pattern’s time points and ℱ the set of features presented at each time
point 𝜏 . 𝑝 and 𝑞 take the normalized feature values for patient and pattern, respectively.

For temporal patterns, several distances must be computed, as the time stamps on the patterns
are relative, and therefore a pattern can be found at various stages of the patient sequences.
Thus, one distance is calculated for each potential starting point in the sequence.

However, when performing these calculations, we may encounter missing values on the
patient end. In that case, the individual feature distance is set as the maximum possible distance
to the value included in the pattern:

𝑝𝑡+𝜏,𝑓 = 𝑛𝑎𝑛 → (𝑝𝑡+𝜏,𝑓 − 𝑞𝜏,𝑓 ) = max {|0− 𝑞𝜏,𝑓 |, |1− 𝑞𝜏,𝑓 |} (2)

As in the proposed approach, this is only done if at least one value per pattern time point is
known within the patient sequence. Otherwise, the distance is considered infinite. This results
in a set of distances, out of which the shortest is selected. If a patient verifies the pattern in



question, then at least one of the distances in the set will be 0. The corresponding similarity
value, defined as:

𝑠 =
1

1 +min 𝑑𝑡
(3)

is then added to the training matrix. While this procedure allows for building both similarity or
binary matrices (as the similarity value may only be added if it is 1), we have elected to only
use the similarity matrix, as it provides more information than its binary counterpart.

Finally, the event class is added to the matrices. These datasets are comprised of 391, 492
patterns for subtask 2a; 276, 406 patterns for subtask 2b; 184, 298 patterns for subtask 2c, for
M0 and M6, respectively.

Models for event prediction were trained using Random Forests with 200 classifiers. Sampling
was performed through SMOTE [21], with a non-majority strategy (that is, only the majority
event is not oversampled). Tests were done following a stratified train/test split, with the test set
comprising 20% of the provided learning examples for each subtask. However, final predictions
on the provided test set were made through Random Forest models trained on the complete
training data.

In order to perform these predictions, however, the test set had to also be transformed into a
similarity matrix. Thus, we applied a similar procedure to that used to compute the unknown
similarity values on the training sets. Patient vectors were obtained for the patients in the test
set and similarity values were computed between patient and pattern, using the same pattern
vectors as in the training data.

3.3. Time to Event Prediction

In Section 3.2 we described the upper level of our hierarchical system, the event prediction
layer. Given a new patient, the event most likely to happen in the near future is first predicted
through this layer. The predicted event is then propagated to the lower level, the time to event
layer, which is itself composed of different sub-layers depending on the event, as pictured in
Figure 1.

The dataset is split by event type, creating different populations composed of patients with
the same event type. For each event type, a classifier is trained to predict, based on the patients’
features, one of the possible time windows (in months): 6-12, 12-18, 18-24, 24-30, 30-36, >36.
Some patients with the event NONE had a time to event of less than six months in the training
dataset. Due to this, we created an additional time window not described in the task definition,
which encompasses patients with a time to event of 0-6 months.

The representation of a patient through its features differs slightly from the representation
used in Section 3.2. A summary of the preprocessing and encoding steps made to each type of
features (static and temporal) is given below.

Static Features

• FUS, SOD1, TARDBP, C9orf72 TURIN/LISBON Merge;
• Onset bulbar, axial, generalized, and limbs converted to single categorical feature “onset”,

with values corresponding to the onset type;



• Limb onset type missing values imputed with value “not applicable”;
• Median and mode value imputation used for missing values in other features, for numerical

and categorical features respectively;
• Only kept features below 50% of missing values.

Temporal Features

• Only the ALSFRS-R total and subscores, and the forced vital capacity value were consid-
ered for the temporal features;

• The individual questionnaire questions and the start date were discarded;
• A simplistic method to deal with temporality was employed by using either the last N visits

or the first N visits. In our experiments (Section 5), we experiment with 𝑁 ∈ {1, 2, 3},
creating six strategies from the cartesian product between taking the first or last visits
with the possible N values.

Putting it all together, the lower part of the hierarchical prognosis are classifiers, which
span the multiple event types. In order to predict the (event, time to event) pair for a
new patient, first, the most likely event to happen in the near future is predicted by the event
prediction layer (Section 3.2).

Let us assume the predicted event was DEATH. Then, the patient is given to the time to
event classifier that was trained with patients that have the same event exclusively, which is
the DEATH Time to Event Classifier. The prediction from the latter is then joined with the
event prediction to form a final prediction pair for the patient’s prognosis.

The classifier used for each event type is empirically determined by choosing the best
performing classifier from the following list: K-Nearest Neighbors, Logistic Regression, Multi-
Layer Perceptron, Random Forest, AdaBoost, XGBoost and SVM’s. The challenge’s training
dataset was split into a new training and development split with an 80/20 ratio. Hyperparameter
tuning was done for each classifier with a 5-fold cross-validation grid search using the training
dataset. The classifiers, with their best configuration obtained with the grid search, are tested
on the development split, and the best performing classifiers for each event type are selected
for the challenge.

4. Experimental Setup

The experiments were conducted using the datasets made available by the organization for the
task 2 [22, 23].

For the event prediction (Section 3.2), the first stage of our hierarchical methodology, the
experiments were run using an Apple M1 CPU with 16GB of RAM and MacOS Monterey 12.3.1.

The time to event prediction (Section 3.3) stage ran on a server with 2 Intel Xeon Silver 4216
CPU, 64GB of RAM, and Ubuntu 20.04.

The code used to learn the predictive models have been made openly available.2

All the details about the raw datasets and the used evaluation measures can be consulted
in [22, 23].
2https://github.com/dfmsoares/Hierarchical-Modelling-for-ALS-Prognosis

https://github.com/dfmsoares/Hierarchical-Modelling-for-ALS-Prognosis


Table 1
Event prediction results. Random Forests were trained on 80% of the provided training data and tested
on the remaining 20% through macro F1 scores.

Subtask Data F1 Score
A M0 0.958
A M6 0.967
B M0 0.926
B M6 0.938
C M0 0.960
C M6 0.954

5. Results

Due to the hierarchical nature of our method, its two stages / components follow different
methodologies and experimental setups. As such, we will first present the results at a layer
level, with their own derivative task: event prediction (Section 5.1) and time to event prediction
(Section 5.2). Subsequently, we will discuss the results of the system as a whole (Section 5.3).

5.1. Event Prediction Results

Following the described approach for event prediction (Section 3.2), we have obtained 2 datasets
per subtask, corresponding to month 0 (M0) and up to month 6 (M6) data. Model evaluation
results was made through macro-averaged F1 scores, as presented in Table 1.

From the obtained results, we can extract some conclusions regarding the best strategy for
this layer. First of all, the F1 scores obtained were significantly high, meaning the error rate
is so small such that one can consistently predict the correct event that will happen for any
given patient, leaving the remaining burden to the lower layer. In terms of the different sets of
data (M0 and M6), for subtask A and B, M6 was marginally better. This is somewhat expected
as the longitudinal data helps better distinguish between the possible events. For subtask C,
which regards predicting only death, M0 was marginally better than M6, which could be due to
the fact that in our population, clear signs are shown at the first visit which allow for a good
prediction of death outcomes and some other unknown competing event.

Looking into feature importance, there was a majority of static patterns as most important
features, for both M0 and M6 sets. The temporal patterns with higher feature importance mostly
included the higher brackets/intervals of ALSFRS-R and its subscores. Diagnosis and onset dates,
onset site, ALSFRS-R slope, weight loss over 10% and age at onset were the most commonly
found factors among static patterns.

However, the performance obtained on the provided training set carries a prediction bias
into the competition test set (with hidden labels). In Figure 2, we can observe the distribution of
predicted events for the test set. A clear unbalance is noticed, as in the particular case of subtask
A, most instances had NIV as the predicted event, with close to no examples being classified as
NONE. The remaining two subtasks also had this occurring to a lesser extent.

It was observed that many instances did have non-negligible probabilities for the non-
predicted event labels. As an example, in the event model for target A using M0 data, 24.6% of



test instances had over 10% probability of being labeled as DEATH, while 10.6% of instances
had over 10% probability of being labeled as NONE.

These results may indicate that (1) SMOTE was not effective at dealing with imbalance, with
majority events being outputted regardless; and/or (2) the patterns used by the Random Forests
were most prevalent in one of the event groups, namely NIV and PEG. The first point might
justify the lack of predictions for the NONE label, but not for the remaining events, which were
mostly balanced in the training set. Due to the small amount of instances (and thus low absolute
support), NONE was also the largest contributor in extracted patterns. However, these may also
be common in the other two groups, possibly leading to few actually being informative towards
predicting the minority class.

Figure 2: Distribution of predicted events for the competition test set in each subtask, according the
different temporal contexts (M0 and M6).

5.2. Time to Event Prediction Results

As described in Section 3.3, the temporal context used for predictions followed a simple strategy:
either selecting the first or last N visits, with N taking values from 1 to 3.

Table 2 shows the classifier with the corresponding best parameter set and selected strategy
for each dataset and event type. The S column indicates whether the data was standardized or
not. The table shows that the F1 score obtained for the best-selected classifiers is low. These
results could be due to the fact that we are dealing with a non-trivial multi-class problem (6
classes) and the data unbalance is considerable. Regarding the results shown in Table 2, it
can be observed that the classifiers achieve the best performance considering all the clinical
visits collected, i.e. a six-month patient follow-up, except for subtask C. The best performance
with M6 is expected as it gathers more information regarding each patient, from which a time-



Table 2
Results obtained using the training set for the time to event prediction task. Strategy corresponds
to the 𝑁 visits selected, either the first or last 𝑁 visits (𝑁 ∈ 1, 2, 3) and S indicates if the data was
standardized or not.
Subtask Strategy Event type S Classifier F1 Score

A First 2 DEATH Y MLPClassifier(hidden_layer_sizes=(25, 25, 25)) 0.298
A Last 1 NONE Y AdaBoostClassifier(n_estimators=25) 0.302
A First 2 NIV Y KNeighborsClassifier(metric=’euclidean’, n_neighbors=6) 0.317
B Last 1 DEATH Y XGBClassifier(n_estimators=200) 0.336
B First 3 NONE N LogisticRegression() 0.256
B Last 3 PEG Y MLPClassifier(hidden_layer_sizes=(25, 25, 25)) 0.341
C Last 1 DEATH Y XGBClassifier(n_estimators=200) 0.290
C First 1 NONE Y MLPClassifier(hidden_layer_sizes=(100, 100)) 0.302

dependency can be deduced that underlines the importance of including longitudinal features
in the classifiers.

For each subtask, the distribution of the time window predictions for each event type is
pictured. Figure 3 shows the boxplots for Dataset A, B, and C, respectively. It is interesting
to note how the prediction time changes when considering only the first visit vs all available
visits up to six months, indicated as M0 and M6 respectively. In particular, the predictions for
the competition test set shows that for subtask B there is a change from a PEG intervention
in 18-24 months to 12-18 months later. This difference highlights the impact of the temporal
features and their longitudinal time span on the perceived prognosis by the models.

Figure 3: Time to Event Predictions for the test set of each subtask (A, B and C).



5.3. iDPP @ CLEF 2022 Results

Tables 3 and 4 show the final results delivered by the organization, for the models predicting
only the event and the pair (event, time window), respectively. We detailed the results by
the macro average for recall and specificity, considering the available classes for the tasks, for
the five submissions made by our team.

Table 3
Final iDPP challenge results with test data: Macro average recall and specificity for each submission
predicting only the event, made by our team. M0 and M6 mean that used the available data for the
first month and all the available months, respectively

Subtask Data Macro-Recall Macro-Specificity
A M0 0.498 0.749
A M0 0.513 0.757
A M6 0.484 0.742
A M6 0.498 0.749
A M6 0.500 0.750

B M0 0.503 0.752
B M0 0.554 0.777
B M6 0.502 0.751
B M6 0.494 0.748
B M6 0.502 0.751

C M0 0.904 0.968
C M0 0.896 0.965
C M6 0.887 0.962
C M6 0.887 0.962
C M6 0.887 0.962

Regarding the prediction of the event (regardless of the time window) we could confirm that
our method achieved good results, particularly in subtask C, when considering only the first
month of data (M0).

Concerning the time to event prediction, as expected by the F1 scores obtained with the
trained data (see Table 2), the recall value was low. These values were somewhat expected given
the high number of classes considered (16 classes, resulting from the product between events
and time windows).

Figures 4, 5 and 6 show the distribution of recall and specificity values for each class, calculated
from the five submissions made by our team. From the class-level measures, we can gain a few
insights regarding the behavior and performance of the followed approach.

The challenge is a multi-class problem, meaning when the recall rises, specificity tends to
follow the opposite direction and vice versa. Specificity is extremely high in labels where recall
is low, such as any DEATH event. We expected recall to be low for these labels as we had noted
beforehand that due to the extreme unbalance of the data, DEATH event predictions were scarce
(Figure 2).

We can also observe that the NONE event features better recall scores, despite not being a
predominant prediction.



Table 4
Final iDPP challenge results with test data: Macro average recall and specificity for each submission
predicting the event and the time window to event, made by our team. M0 and M6 mean that
used the available data for the first month and all the available months, respectively

Subtask Data Macro-Recall Macro-Specificity
A M0 0.203 0.904
A M0 0.203 0.902
A M6 0.202 0.902
A M6 0.202 0.903
A M6 0.202 0.902

B M0 0.239 0.889
B M0 0.239 0.889
B M6 0.245 0.895
B M6 0.244 0.896
B M6 0.234 0.886

C M0 0.405 0.852
C M0 0.404 0.850
C M6 0.412 0.857
C M6 0.413 0.858
C M6 0.412 0.860
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Figure 4: Bar plot showing the mean and standard deviation scores for the recall (left) and specificity
(right) of each class individually for task 2A.

An important pattern to notice is that recall for events other than NONE (e.g., NIV and PEG)
tends to worsen for longer timespan predictions. The recall for time windows 12-18 is higher
than for the subsequent time windows. We cannot evaluate for time windows 6-12 and >36 as
their metrics were not supplied. This could be tied to two factors, which could be happening
together: (i) the data unbalance is quite high, which posed a significant obstacle in this challenge;
(ii) it could be that the faster the event occurs, the clearer the patterns are as the state of the
patient may reflect a clear degradation of their cognitive and motor capabilities, indicating an
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Figure 5: Bar plot showing the mean and standard deviation scores for the recall (left) and specificity
(right) of each class individually for task 2B.
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Figure 6: Bar plot showing the mean and standard deviation scores for the recall (left) and specificity
(right) of each class individually for task 2C.

imminent event.
Overall, the system’s performance was lower than expected; however, from the finer-grain

analysis, we can gather that some time windows were easier to predict than others and posit
some factors that could contribute to the global performance obtained.

6. Conclusions and Future Work

When diagnosed with ALS, a patient expects a life expectancy of only a few years. With no
cure, treatements are focused in retarding the progression of the disease and to guarantee the
quality of life for the patient. This is a challenge due to the heteregeneous nature of the disease
regarding disease onset, progression rates, and survival times. Machine Learning techniques
set both opportunities to improve classification tasks in ALS and challenges in development of
innovative approaches and the interpretability of solutions. The objective of iDPP � CLEF 2022



challenge is to design and evaluate approaches to prognostic prediction in ALS, in particular
the prediction of end-stage events: initiation of non-invasive ventilation (NIV), percutaneous
endoscopic gastrostomy (PEG) and death, as well as their respective time windows to occurrence.

Our work makes use of three main approaches: first, it uses an approach based on patients
snapshots to group observations of the patients. In the context of ALS, this approach is useful,
since patients will perform a series of clinical tests between appointments. The use of snapshots
allows for a consistent description of patients conditions. Second, it uses pattern mining
techniques for event prediction, which allows to use the entire patient medical history into
consideration. Additionally, the patterns itself, used for classification, have a interpretability
advantage, which is of particular importance in healthcare. Third, the hierarchical nature of
our classification approach allows for reduced class imbalance within event data subsets and
less heterogeneity across the patient population improving predictions for the less frequent
(event, time window) pairs.

Within the proposed approach, the time to event prediction layer had a poor performance
compared to the event layer, calling for future work on introducing methodologies which can
extract more efficiently temporal data, such as deep learning or biclustering/triclustering-based
classifiers [24, 17].
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