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Abstract

Identifying Alzheimer’s disease (AD) involves a deliberate diagnostic process
owing to its innate traits of irreversibility with subtle and gradual progres-
sion, hampering the AD biomarker identification from structural brain imaging
(e.g., structural MRI) scans. We propose a novel deep-learning approach through
eXplainable AD Likelihood Map Estimation (XADLiME) for AD progression
modeling over 3D sMRIs using clinically-guided prototype learning. Specifically,
we establish a set of topologically-aware prototypes onto the clusters of latent
clinical features, uncovering an AD spectrum manifold. We then measure the
similarities between latent clinical features and these prototypes to infer a “pseudo”
AD likelihood map. Considering this pseudo map as an enriched reference, we
employ an inferring network to estimate the AD likelihood map over a 3D sMRI
scan. We further promote the explainability of such a likelihood map by revealing
a comprehensible overview from two perspectives: clinical and morphological.

1 Introduction

Alzheimer’s disease (AD) is widely known as a neurodegenerative disease distinguished by its traits of
irreversibility, gradual yet subtle progression, and prevailing cause of dementia. Despite the potential
benefits of exploiting structural magnetic resonance imaging (sMRI)[16], it is still challenging to
identify the risk of AD at the earliest possible stage and time, owing to its innate traits with a diverse
inter-subject progression rate [1] and a high possibility of entangled with normal aging [14].

A prototype-based network belongs to the example-based explanation approach under “explainable
artificial intelligence” that learns a set of class-specific representative samples [10, 15]. Through
prototype learning for AD progression modeling (ADPM), a subtle progression of AD can be imitated
by maintaining the relations across prototype units in the AD spectrum [13]. It is also possible to
dispense multiple samples per clinical stage to reconcile with diverse inter-subject variances and
accommodate the multi-pathological pathways. Nevertheless, sMRI-driven prototype learning for
ADPM is still relatively limited and under-explored.

We argue that a satisfactory ADPM must fulfill the following criteria: (i) it intuitively considers the
natural traits of AD (e.g., irreversibility and progressiveness); (ii) it carries out rigorous diagnostic
performance; (iii) it provides explainability in the form of a set of representative features to reliably
portray the progression facts of AD (clinically and/or morphologically). With these criteria in mind,
we propose a framework for ADPM using a novel approach through eXplainable AD Likelihood Map
Estimation (XADLiME)1 over a whole-brain 3D sMRI scan via clinically-guided prototype learning.
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Figure 1: (a) Overview of XADLiME in estimating AD likelihood map ρ̃ over a 3D sMRI. (b)
Visualization of latent clinical features and clinically-guided prototypes P∗ with 5× 20 arrangement.

2 Proposed Method

As depicted in Fig. 1a, our XADLiME is comprised of two subsequent streams. During the initial
stream, we aim to establish K number of prototypes P = {pk}Kk=1 over the latent clinical features h
given the composite, concatenated clinical information c = [y ◦ s ◦ a] (i.e., clinical stage y, cognitive
score s, and age a) with a predetermined topological arrangement (e.g., 1D, 2D, or 3D) through our
proposed AD-spectrum-aware prototypical embedding network (ADPEN). It is built upon a variational
autoencoder (VAE) [7] along with two key components: (i) an AD-spectrum-aware ordering loss
inspired by [17] to impose the features in comprehending the AD progression consistently and (ii)
a self-organizing map (SOM) [8, 13] to establish a set of topological-aware prototypes adequately.
Note that we train all modules within ADPEN jointly in an unsupervised manner, eliminating the
necessity to predetermine the number of class-specific prototypes. Upon optimizing this network, we
acquire well-established, clinically-guided prototypes P∗ as an enriched clinical reference. As an
auxiliary advantage, our ADPEN has a way to reconstruct each prototype {p∗

k}Kk=1 by employing the
well-trained decoding network to observe their clinical states (i.e., prototypical clinical states).

Subsequently, we utilize the pre-trained, clinically-guided prototypes P∗ to infer a “pseudo” AD
likelihood map ρ ∈ RK through ρk =

exp(−δ(h,p∗
k)/γ)∑

j exp(−δ(h,p∗
j )/γ)

with k ∈ {1, . . . ,K}, δ denotes a distance
function (e.g., squared Euclidean), and γ as the distilling temperature parameter [3]. Intuitively,
we obtain such an AD likelihood map as a set of scores in highlighting which prototype most
resembles the clinical information in question. Given a 3D sMRI scan X, we infer the latent features
z ∈ Rℓ through a convolutional-based feature extractor EX as z = EX(X). We then estimate the
AD likelihood map ρ̃ ∈ RK via a feed-forward networks F as ρ̃ = σ(F(z)), with σ denoting a
sigmoid activation function. To ensure the inherent agreement between pseudo and the estimated
AD likelihood maps, we employ a lightweight, pretrained encoder Eρ which is priorly optimized
via

∑N
n=1 ∥ρn −Dρ(Eρ(ρn))∥22. We further utilize the likelihood map ρ̃ as subsidiary features over

3D sMRI scan for various downstream diagnostic tasks in estimating the predicted label through
ỹ = C(Eρ(ρ̃)). Finally, the entire networks are optimized through a composite loss that evaluates
the element-wise estimation error LEst and topological consistency of the inherent agreement LCons
between two paired likelihood maps (both using MSE and MAE). In addition, it also incorporates
task-dependent loss LTask for the respective downstream task, i.e., cross-entropy for the clinical stage
classification and MSE for the cognitive score and age prediction.

3 Experimental Results

Dataset and Data Preprocessing. We conducted exhaustive experiments by utilizing first-visit
(baseline) 3D brain sMRI scans on the Alzheimer’s Disease Neuroimaging Initiative (ADNI) dataset
[12] with a cohort comprised of 1,540 first-visit subjects in total. Each T1-weighted 3D brain sMRI
sample in such a cohort was coupled with the corresponding clinical information, containing a clinical-
stage, a mini-mental state examination (MMSE) score, and an age. We split the cohort using stratified
five-fold cross-validation. Furthermore, we applied a series of pre-processing procedures upon 3D
sMRI scans [5, 4], obtaining the pre-processed images, each with a dimension of 96× 114× 96.
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Figure 2: Experimental results on clinical stage classification, MMSE score, and age prediction. CN:
cognitively normal, MCI: mild cognitive impairment, sMCI: stable MCI, pMCI: progressive MCI.
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Figure 3: AD likelihood map of an AD subject from (a) clinical and (b) morphological viewpoints.

Ablation Studies We conducted ablation studies on the establishment of clinically-guided proto-
types with the number of prototypes K = {64, 100} and their topological arrangements {1D, 2D,
3D}. Our XADLiME achieved the highest performance with 5 × 20 prototypes. We argue that
a 2D grid-like topology with a sufficient number of prototypes exhibited a favorable mechanism
in discovering a set of prototypes across the AD spectrum while accommodating the intra-stage
variations as meaningful information to estimate the AD likelihood map and draw clinical outcomes.

Downstream Clinical Tasks. We evaluated the effectiveness of XADLiME compared to several
baselines [6, 9, 11, 2] in carrying out a series of downstream clinical tasks, including clinical stage
classification, MMSE score, and age prediction. Our proposed XADLiME considerably achieved
greater classification and prediction performances in almost all scenarios (Fig. 2). Thereby, we
verified that the estimated AD likelihood map accomplished its role as the concise substitute over the
3D sMRIs and provided discriminative features for drawing more accurate clinical verdicts.

Explainability Analysis. We ensured that our ADPEN effectively discovered the AD progres-
sion manifold by establishing the prototypes with a 5 × 20 2D topological arrangement (Fig 1b).
Furthermore, we magnified the explainability from the clinical perspective of the estimated AD
likelihood map (Fig. 3a left) by merging it with the prototypical clinical states (Fig. 3a right).
This comprehensive (heat) map provided beneficial highlights in explaining the existing clinical
conditions of a subject. In addition, as each prototype enclosed a tuple of clinical information, we
were able to retrieve the nearest respective values over the training samples and eventually obtain the
corresponding sMRI scans (i.e., prototypical brains). We further analyzed the morphological changes
map by subtracting the unseen sMRI sample from those sets of selected prototypical brains, treating
the differences in cortical thickness as morphological changes (Fig. 3b).
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Figure 4: Estimated AD likeli-
hood maps on longitudinal data.

Longitudinal Analysis. We performed an additional feasibility
investigation of our XADLiME in real-world clinical applica-
tions in estimating the AD likelihood map from a single subject
by utilizing a series of longitudinal 3D sMRI scans throughout
his/her follow-up years of visits. Here, we treated such scans as
the testing data without additional training over such longitudinal
data. We illustrated a longitudinal study case of a healthy subject
who progressed towards AD during their clinical visits in Fig. 4.
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4 Conclusion

We proposed XADLiME as a novel, explainable predictive framework for modeling AD progression
assisted by clinically-guided prototypes. Such prototypes were established in an AD spectrum
manifold through our proposed ADPEN. We further employed a deep estimation model to transfigure
3D sMRI into an estimated AD likelihood map. Performance comparison on the downstream clinical
tasks over the ADNI cohort demonstrated the effectiveness of our XADLiME in contrast with existing
diagnostics methods while simultaneously providing ease of interpretation as an extra benefit.
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Potential Negative Societal Impacts

We employed prototype-based networks to address the AD progression modeling through our pro-
posed framework. As the currently utilized cohort of ADNI went through the de-identification
procedures, thus, the usage of the proposed framework will not raise any issues. Despite that, we
should emphasize that prototype learning picked a set of clinical-related data from representative
patients, which might potentially violate the patient’s privacy and sensitive information in unobserved
scenarios in real-world clinical applications. Thus, this particular aspect regarding cohort preparation
should undergo special attention concerning privacy-preserving for patients.

On the other hand, by coining the term prototypical brains (briefly mentioned in explainability
analysis), we refer to those sets of sMRI scans that can be considered as the representative samples
in an AD spectrum manifold, reflecting a group of subjects given a population. Through these
prototypical brains, we could further analyze the morphological changes map, which complements
the clinical AD likelihood maps offered by our proposed XADLiME framework. Implicitly, we could
regard the subject with the closest distances in terms of their clinical and morphological similarities
to the selected prototypical brains shall be treated by means of equivalent medical care. In the real
clinical setting, however, a thorough individual medical check-up shall still be administered carefully.
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