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ABSTRACT

Aim To explore and evaluate an appropriate deep
learning system (DLS) for the detection of 12 major
fundus diseases using colour fundus photography.
Methods Diagnostic performance of a DLS was

tested on the detection of normal fundus and 12 major
fundus diseases including referable diabetic retinopathy,
pathologic myopic retinal degeneration, retinal vein
occlusion, retinitis pigmentosa, retinal detachment, wet
and dry age-related macular degeneration, epiretinal
membrane, macula hole, possible glaucomatous optic
neuropathy, papilledema and optic nerve atrophy. The
DLS was developed with 56 738 images and tested with
8176 images from one internal test set and two external
test sets. The comparison with human doctors was also
conducted.

Results The area under the receiver operating
characteristic curves of the DLS on the internal test set
and the two external test sets were 0.950 (95% Cl
0.942 to 0.957) to 0.996 (95% Cl 0.994 to 0.998),
0.931(95% C10.923 t0 0.939) to 1.000 (95% CI 0.999
to 1.000) and 0.934 (95% Cl 0.929 to 0.938) to 1.000
(95% C1 0.999 to 1.000), with sensitivities of 80.4%
(95% C179.1% to 81.6%) to 97.3% (95% C1 96.7%

10 97.8%), 64.6% (95% Cl 63.0% to 66.1%) to 100%
(95% Cl 100% to 100%) and 68.0% (95% Cl 67.1% to
68.9%) to 100% (95% CI 100% to 100%), respectively,
and specificities of 89.7% (95% CI 88.8% to 90.7%)

10 98.1% (95%Cl 97.7% to 98.6%), 78.7% (95% Cl
77.4% 10 80.0%) t0 99.6% (95% Cl 99.4% to0 99.8%)
and 88.1% (95% Cl 87.4% to 88.7%) t0 98.7% (95%
C198.5% to 99.0%), respectively. When compared with
human doctors, the DLS obtained a higher diagnostic
sensitivity but lower specificity.

Conclusion The proposed DLS is effective in diagnosing
normal fundus and 12 major fundus diseases, and thus
has much potential for fundus diseases screening in the
real world.

INTRODUCTION

Colour fundus photography (CFP) plays an
important role in detecting prevalent vision-
threatening fundus diseases such as diabetic reti-
nopathy (DR), retinal vein occlusion (RVO),
age-related macular degeneration (AMD) and
glaucoma. According to recent epidemiological
studies, approximately 79.6 million people world-
wide will have glaucoma by 2020,' while the
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number of people with AMD is expected to reach
around 200million.> The prevalence of diabetes
around the world will reach 592 million people by
2035,® with one-third affected by DR.** However,
medical services are extremely limited worldwide.
For example, in mainland China, the ophthalmic
human resource at the country level was only 0.14
per thousand people according to a survey in 2014.°
This serious situation imposed a substantial burden
on the large-scale screening of multiple fundus
diseases for early detection.

Deep learning system (DLS)-based diagnosing and
grading in ophthalmology has progressed rapidly
in many conditions, including cataracts,” ® DR,*™"!
glaucoma,'? retinopathy of prematurity (ROP),"* *
AMD"Y ¢ and macular telangiectasia type 2.7 '*
However, current studies mostly focus on one or
only a few (less than five) diseases.'” ** To the best
of our knowledge, there are still lack of efficient
DL models for multiple disease (especially more
than 10) recognition using CFPs. We attribute
this absence to two factors: the difficulties of
establishing a large-scale multidisease data set for
training and validation and the technical challenges
of developing a DLS suited not only for separating
abnormal and normal CFPs but also for distin-
guishing one disease from many others.

Recently, Son et al*' proposed a DLS for the
detection of 12 major fundus abnormalities using
12 binary classification models, which could
help greatly on the detection of retinal lesions.
However, for disease recognition, it still needs
professional interpretation, which may bring
obstacles for screening and Al-assisted diagnosis
if there is no trained ophthalmologists available.
Also, the application of a panel of binary classi-
fication models will take much more time and
computer resources than a single multiclassifica-
tion model. This paper aims to develop an auto-
mated screening DLS for multiple major fundus
diseases, which could be of great significance for
clinical practice in future.

METHODS

The current study complied with the Declara-
tion of Helsinki and was approved by the Ethics
committee of Peking Union Medical College
Hospital (Number S-K631). The review board
waived the need to obtain informed patient consent
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because of the retrospective study design and the use of fully
anonymised CFPs.

Image acquisition and data sets

The selection of diseases was decided according to their prev-
alence and morbidity, also taking into account their clinical
potential for screening using CFPs. Hence, in addition to normal
fundus images, we selected 12 major fundus diseases including
nine retina diseases: referable DR, pathologic myopic (PM)
retinal degeneration, RVO, retinitis pigmentosa (RP), retinal
detachment (RD), wet and dry AMD, epiretinal membrane
(ERM) and macula hole (MH) and three optic nerve disorders:
possible glaucomatous optic neuropathy (GON), papilledema
and optic nerve atrophy. The imaging diagnosis was made on
standard diagnostic criteria (online supplemental eTablel).
Although dry and wet AMD can be considered as the same
disease of different stages,”> we still classified them into two
categories considering their potential difference on treatments
and prognoses.

Since there were no publicly available data sets for the detec-
tion of multiple fundus diseases, we acquired and annotated a
data set for the development and internal test of the DLS. To test
the generalisability of the model, we also collected CFPs from
an independent tertiary medical centre forming the external test
set A and three primary hospitals forming the external test set B.

Development set

A total of 56 738 CFPs taken between January 2014 and
December 2018 were collected from three participating centres
(Henan Provincial Peoples’ Hospital, Zhengzhou, Henan, Beijing
Tongren Hospital, Beijing and Beijing Aier Intech Eye Hospital,
Beijing). These images formed the development data set for the
models’ training and validation.

Test sets

Another 8176 CFPs were collected for the DLS testing. Among
them, 3579 were from the same source of the development set
and ensured that the sample size of each disease reached over
100, forming the internal test set. Another 1245 CFPs from
757 patients were collected from another independent tertiary
medical centre (Peking Union Medical College Hospital) from
1 January 2019 to 30 June 2019, as the external test set A. The

last 3352 CFPs from 2558 patients were collected from three
primary hospitals from 4 July 2017 to 14 September 2020, as
the external test set B.

For each patient enrolled, only one image of each eye could
be included. The detailed inclusion and exclusion criteria are
provided in the online material (online supplemental file).

After preprocessing and desensitisation, the development data
set was separated into a training set and a validation set with the
ratio of 4:1, according to the patients’ number, which means that
the bilateral CFPs of the same patient were assigned together
to either the training set or validation set. This process was
organised randomly. The three test sets were maintained inde-
pendently to test the performance and generalisation of the DLS.

Online annotation was carried out to label the images as
normal fundus or the 12 selected diseases. A total of 17 senior
board-certified ophthalmologists (with 5-12 years of experi-
ence) were randomly assigned for image annotation. Thirteen
of them were assigned to label the development data set and
internal test set. The other four doctors were assigned to label
the external test sets. Images in the test sets were labelled three
times by different ophthalmologists to obtain high reliability.
Consistent labels by all three doctors were retained. If the label
was only agreed by two doctors, then the final decision would be
made by a fourth, more senior ophthalmologists (with over 10
years of experience). Images with no consistent labels or those
annotated with poor quality, such as loss of focus, misalignment,
excessive brightness or dimness, were excluded.

Development of evaluation of the DLS

The DLS was designed using the convolutional neural network
(CNN) of SeResNext50%* network as a multilabel model selected
from four-candidate CNNs with two parallel branches at the fully
connected layer, one for the distinguish of normal and abnor-
malities and the other for the recognition of diseases it predicted
to have, which could be more than one kind of diseases, simul-
taneously. The details are available in online materials (online
supplemental eFigurel).

The performance of the DLS was evaluated on the three test
sets. We used the area under the receiver operating characteristic
(ROC) curve (AUC), sensitivity and specificity for assessments.
The metrics were calculated for each label instead of each image,
since one image could be annotated with more than one label.

Table 1 The sample size of normal fundus and 12 fundus diseases in the five datasets

Development set

Test sets

Training set Validation set Intern test set External test set A External test set B
Label N=46501 N=10237 N=3 579 N=1 245 N=3 352
Normal fundus 19146 (41.2) 4315 (9.3) 1053 (29.4) 441 (12.3) 1804 (50.4)
Retinal vein occlusion 3528 (7.6) 967 (2.1) 531 (14.8) 54 (1.5) 123 (3.4)
Referable diabetic retinopathy 2701 (5.8) 642 (1.4) 285 (8.0) 292 (8.2) 388 (10.8)
Pathological myopic retinal degeneration 8243 (17.7) 989 (2.1) 192 (5.4) 84 (2.3) 113 (3.2)
Retinitis pigmentosa 587 (1.3) 137 (0.3) 130 (3.6) 62 (1.7) 38(1.1)
Retinal detachment 315(0.7) 88(0.2) 110 (3.1) 5(0.1) 14 (0.4)
Epiretinal membrane 2403 (5.2) 544 (1.2) 268 (7.5) 36 (1.0) 165 (4.6)
Dry age-related macular degeneration 2669 (5.7) 808 (1.7) 267 (7.5) 86 (2.4) 404 (11.3)
Wet age-related macular degeneration 1564 (3.4) 433 (0.9) 146 (4.1) 67 (1.9) 75(2.1)
Macular hole 266 (0.6) 59 (0.1) 137 (3.8) 1(0.0) 14 (0.4)
Possible glaucomatous optic neuropathy 3648 (7.8) 544 (1.2) 270 (7.5) 79(2.2) 227 (6.3)
Papilledema 2882 (6.2) 682 (1.5) 228 (6.4) 78 (2.2) 82(2.3)
Optic nerve atrophy 1459 (3.1) 462 (1.0) 202 (5.6) 23 (0.6) 150 (4.2)

The results are presented with: number (%).
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Table 2 The model’s performance on the three test sets

External test set B

External test set A

Intern test set

AUC

Specificity AUC Sensitivity Specificity AUC Sensitivity Specificity

Sensitivity

0.945

0.804
0.964
0.958
0.962
0.973
0.918
0.858
0.842
0.876
0.804
0.904
0.950

Normal fundus

Referable diabetic retinopathy

Retinal vein occlusion

Pathological myopic retinal degeneration
Retinitis pigmentosa

Retinal detachment

Epiretinal membrane

Dry age-related macular degeneration
Wet age-related macular degeneration
Macular hole

Possible GON

Papilledema

Optic nerve atrophy

The results are presented with: percentage (95%Cl).

AUC, area under the receiver operating characteristic curve; GON, glaucomatous optic neuropathy.

Information learnt in our automated method was visualised for
further clinical review using Class Activation Map (CAM)*!
which is a CNN’s visualisation technique that can identify the
importance of the image regions by projecting back the weights
of the classification layer on the convolutional feature maps
obtained from the last convolution layer.

Comparison of the DLS with human doctors

To assess whether the DLS has reached a comparable diagnostic
performance with human doctors, four ophthalmic residents
were tested using the external test set B. Each of them was
assigned randomly with one quarter samples of the whole set
and annotated online and then compared the performance with
DLS, which annotated the same images.

All statistical analyses, including ROC curves, were carried out
using the programming language Python (V.2.7; Python Soft-
ware Foundation; Wilmington, Delaware, USA). The results of
the indicators are presented as values with 95% ClIs.

RESULTS

A total of 64 914 CFPs were enrolled in this study with the field
of 35-55 degrees of the posterior pole covering the whole area
of macula and the optic disc. The DLS was trained and validated
using 46501 and 10237 images, respectively, and evaluated on
the three test sets with 3 579 images (2 635 patients with a mean
age (x£SD) of 55.4+18.3 ranging from 2 to 96), 1 245 images
(757 patients with a mean age (£SD) of 48.7%=18.0 ranging
from 4 to 89) and 3 352 images (2 558 patients with a mean age
(=SD) of 52.6%20.6 ranging from 3 to 97), respectively. The
numbers of images in each category of the internal test set were
all over 100, which ensured the reliability of the test results. The
two external test sets represented a real clinical scenario and the
disease distribution of both tertiary medical centre and primary
hospitals in China over a certain period of time (table 1). CFPs
with more than one label in the training, validation internal test
set, external test sets A and B were 3 202 (6.9%), 488 (4.8%),
334 (9.3%), 70 (5.6%) and 217 (6.5%), respectively.

The model performance on the test sets

We developed a late-fusion multilabel model as well as 12 binary
classification models for comparison, and the former achieved a
higher mean average precision on validation set with statistical
significance (p=0.020) (online supplemental eTables 2 and 3).
The ROC curves were also listed online (online supplemental
eFigure 2 and 3). We, therefore, selected the late-fusion multi-
label model for testing. The threshold of the model on validation
set was listed in online materiel (online supplemental eTable 4).
The AUC:s in the internal test set and the two external test sets
were 0.950 (95% CI 0.942 to 0.957) to 0.996 (95% CI 0.994 to
0.998), 0.931 (95% CI 0.923 to 0.939) to 1.000 (95% CI 0.999
to 1.000) and 0.934 (95% CI 0.929 to 0.938) to 1.000 (95%
CI 0.999 to 1.000), with corresponding sensitivities of 80.4%
(95% CI79.1% to 81.6%) to 97.3% (95% CI 96.7% to 97.8%),
64.6% (95% CI 63.0% to 66.1%) to 100% (95% CI 100% to
100%) and 68.0% (95% CI 67.1% to 68.9%) to 100% (95%
CI 100% to 100%), and corresponding specificities of 89.7%
(95% CI 88.8% to 90.7%) to 98.1% (95% CI 97.7% to 98.6%),
78.7% (95% CI 77.4% to 80.0%) to 99.6% (95% CI 99.4% to
99.8%) and 88.1% (95% CI 87.4% to 88.7%) to 98.7% (95% CI
98.5% to 99.0%), respectively. For the major blindness leading
diseases, the AUCs of referable DR, possible GON, dry and wet
form AMD in the external test sets were 0.965 (95% CI 0.960 to
0.971) to 0.986 (95% CI 0.984 to 0.988), 0.931 (95% CI 0.923
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A Normal fundus B. Retinal detachment

C. Retinitis pigmentosa

D. Medullated fibers E. Retinal vein occlusion
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Figure 1

to 0.939) to 0.946 (95% CI 0.942 to 0.950) and 0.968 (95% CI
0.964 to0 0.971) to 0.988 (95% CI 0.986 to 0.990), respectively.
Table 2 shows the results of the AUC, sensitivity and specificity,
of the DLS tested on the three test sets. The ROC curves of the
DLS tested in the internal set were as figure 1 shows. Other ROC
results tested in the external sets are listed in the online material
(online supplemental eFigure 4 and 35).

To further understand the model’s performance, we used
heat maps for visualisation and clinical review. Figure 2 shows
heat maps of the true-positive reports of normal fundus and
12 fundus diseases on the external test sets. Different colours
mark subregions with different degrees of activation of the DLS,
which increase progressively from blue to red as indicated by the
colour bar. The heat maps indicate that the features extracted
by the model generally present a high consistency with human
doctors’ diagnostic basis in real clinical work according to the
specific lesions on CFPs. Some false-positive and false-negative
cases indicated that the DLS seemed to miss some fine abnor-
malities like the change of the disc rim, optic disc pit in possible
GON or small MH (figure 3).

We also noticed that the model achieved a relatively lower
sensitivity on the detection of possible GON. To further inter-
pret and prove the model’s performance, we compared our
DLS with some other specialised GON detecting models using
public available data set. The test was performed on Retinal
Fundus Glaucoma Challenge, REFUGE (https://refuge.grand-
challenge.org) test set, which contains 400 fundus images
with 360 normal fundus and 40 glaucoma. We achieved 0.955
AUC and 0.931 reference sensitivity, which rank six and four
among all the 12 participating team, that is comparable to the
state-of-the-art models (reference sensitivity: 0.725 to 0.976,
AUC: 0.846 to 0.989).% The detailed comparison results were
available in online materiel (online supplemental eTable 5 and
eFigure 4).

1-Specificity

o6 08 10 oo 02 o4 06 08 10 0o 02 o4 06 08 10
1-Specificity 1-Specificity

The receiver operating characteristic curves of the deep learning system tested in the internal test set.

The comparison between human doctors and the DLS model
The mean sensitivity and specificity of the four human doctors
were 69.5%, 75.7%, 74.0% and 71.1%, and 98.1%, 97.8%,
97.8% and 97.6%, respectively. The corresponding DLS
model’s sensitivity and specificity were 90.2%, 86.8%, 84.0%
and 82.4%, and 97.6%, 92.6%, 93.7% and 93.6%, respectively.
Statistical analysis (Mann-Whitney U test) showed that the DLS
achieves significant higher sensitivity comparing with two of
the four doctors and lower specificity comparing with all four
doctors. Detailed results are available in online materials (online
supplemental eTable 6).

DISCUSSIONS

DL models for the detection of multiple fundus diseases
Previous studies have reported a large number of DLSs used for
multiclassification, such as the detection of several diseases or
severity of DR and AMD using CFPs or optical coherence topog-
raphy.” 1 ¢ There have also been studies focused on the detection
of multiple fundus lesions recently.”?! The detection of certain
fundus diseases using DLS exceeding 10 categories remains very
rare. Choi et al*” described automated differentiation between
normal fundus and nine retinal diseases but achieved an accuracy
of only 36.7% for all 10 classes. Comparing with their study,
our work was carried out using a large data set with over 60000
images acquired from real clinical patients. The DLS developed
by Son et al*' proposed a deep learning method for detecting
multiple lesion-level abnormalities in colour fundus images.
The strength to their study is that the detected lesions provide
a more intuitive interpretation than holistic predictions as made
by the prior art. However, as there lacks a one-to-one correspon-
dence between lesions and fundus diseases, a gap naturally exists
when converting lesion-level findings to diseases, which is left
untouched by Son et al in this work, we take a orthogonal direc-
tion, making a novel attempt to directly recognise 12 fundus
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A. Normal fundus

C. Retinal vein occlusion

E. Retinitis pigmentosa

F. Rerinal detachment

G. Epiretinal membrane

H. Dry age-related macular degeneration

K. Possible optic pathy

I. Wet age-related macular degeneration

L. Papilledema

J. Macular hole

M. Optic nerve atrophy

Figure 2 CFPs and visualisation heat maps of true-positive cases on the internal test set. The colour bar mark subregions with different active
intensities of the model, which increase progressively from the blue end to the red end. These heat maps represent the ability of our method to

objectively distinguish different diseases. CFP, colour fundus photography.

diseases from a given colour fundus image. Moreover, we adopt
the CAM technique to visualise which part of the given image is
responsible for the final prediction.

Furthermore, the diseases selected in this study mostly comprise
leading causes of blindness that need early detection and inter-
vention covering a broad spectrum including retinal vascular
diseases (RVO, referable DR), retinal degeneration diseases (PM
retinal degeneration, RP, RD), macular disease (ERM, AMD and
MH) and optic nerve disorders (possible GON, papilledema and
optic nerve atrophy). Most of them have rarely been reported in
previous studies.

Development and selection of the models

The models developed for multidisease detection were diverse in
previous studies. The scenario targeted most often by machine
learning methods for applications in ophthalmology is image
classification,”® which is typically used in retinal analysis for
automatic screening. Multiclass classification is used®® to detect

the type of disease present or to accurately determine the stage
of disease. This has been done for DR' ' and ROP**° In the
case of multiclass classification, images belong to only one of the
mutually exclusive categories. Choi et al*” reported a multidis-
ease recognition model that applied a method of classification to
classify fundus images into different categories of retinal diseases
for diagnosis. The authors attributed part of the dissatisfactory
performance of the model to decreased expected accuracy as the
number of categories multiplied, which has been demonstrated
in previous studies.’’ However, mutually exclusive multiclassifi-
cation model may not be unsuitable for multiple disease recog-
nition since some fundus diseases may coexist. For example,
patients could have DR and ERM simultaneously,’* and the
incidence rate of open-angle glaucoma in patients with RVO is
significantly higher than that in the general population.”> Our
multilabel model was developed with the modified feature layer
of SeResNext50 in order to simultaneously classify abnormal
versus normal CFP images and to accurately detect the presence
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Prediction: Normal fundus
Answer: Diabetic retinopathy

Prediction: Normal fundus
Answer: Possible GON

Prediction: Wet AMD
Answer: Macular hole

Prediction: Wet AMD
Answer: Macular hole

Figure 3  The fundus image and corresponding heat maps of some cases of false positive and false negative results predicted by the DLS in the
validation set. A1 and A2 are false negative cases: the DLS miss diagnosed referable diabetic retinopathy (A1) and possible GON (A2) to normal
fundus; B1 and B2 are false positive cases: the DLS miss diagnosed macular hole to wet age-related macular degeneration. AMD,age-related macular
degeneration; DLS, deep learning system; GON, glaucomatousoptic neuropathy.

of multiple diseases. We combined the two steps into a single
model to simplify implementation in future clinical practice.

The data sets and the model’s performance

Our model was trained and tested in real clinical data sets,
and this was an important feature of the study, mimicking real
screening scenarios as closely as possible at this early stage of
development. To assure the accuracy, diversity and reliability of
the data sets, we used CFPs from real-life data sets from three
different clinical centres that were annotated by 17 experienced
ophthalmologists. The amount of work involved in annotating
the images was formidable, and this data set was much larger
than in previous studies on multidisease classification with only
279 images.”” To our knowledge, this is also the largest multidis-
ease recognition data set thus far.

Considering the future application scenarios of the model is
screening especially in lower level medical places, which may be
accompanied with more complex conditions and interferences
while screening, we provided two external test sets from tertiary
medical centre and primary hospitals, respectively. The results
showed that the disease distribution was different from that
of tertiary hospital. For example, the proportion of dry AMD
and possible GON was much higher. Even so, the results still
supported, that the DLS could do well in both scenarios, which
proved the possibility of large-scale screening in the future work.

Notice that for glaucoma detection, the sensitivity of our
DLS varies, which is 0.913, 0.797 and 0.646 on REFUGE, the
external test set B and the external test set A, respectively. We
attribute this variation to the distinct sources of the three test
sets. REFUGE, as a public benchmark data set, tends to include
images of less ambiguity to ensure the reliability of its ground
truth. Indeed, we observed that images from this data set are
typical with respect to glaucoma. Recall that the external test
sets B and A were collected from primary hospitals and tertiary
hospitals, respectively. Given the common practice of a referral

medical system, where cases that are less typical and thus more
difficult to diagnose are to be referred from a primary hospital to
a tertiary hospital, it is fair to claim that images from A were the
most challenging. The increasing difficulty in glaucoma diagnosis
from REFUGE to the test set B and to the test set A explains the
decreasing sensitivity of the DLS to detect this condition.

The interpretation of the heat maps

The ‘black box’ problem of DLS has greatly limited its appli-
cation and acceptance in real clinical practice. In this study, we
used heat maps for visualisation. As the heat maps indicated, the
features extracted by the model for prediction are very similar
to human doctors’ considerations. Taking referable DR as an
example (figure 2B), the model precisely extracted the appro-
priate retinal lesions (intraretinal and preretinal haemorrhages)
and provided a correct prediction. The heatmaps are also helpful
on understanding the false results. For example, the heatmap
indicated that in false-negative case of possible GON (figure 3
A2), the model paid almost no attention on the optic disc and
failed to give the correct answer. The DLS model presented a
limited performance on the detection of specific diseases like
possible GON. To further interpret the results, we tested the
model in a public available REFUGE dataset and proved that
our DLS model presented a comparable performance with some
of the other specialised GON detecting models. We attribute this
variation to the distinct source of the test sets. REFUGE as a
public benchmark dataset tends to include images of less ambi-
guity to ensure the reliability of its ground truth. Indeed, we
observed that images from this dataset are typical with respect to
glaucoma. Recall that the external test set A and B were collected
from primary hospitals and tertiary hospitals respectively. Given
the common practice of a referal medical system, whare cases
that are less typical and thus more difficult to diagnose are to be
referred from a primary hopital to a tertiary hospital, it is fair to
claim that images from A were the most challenging.
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Limitations and future works

Our work has some limitations. First, while we have spent much
efforts to expand our external test sets, the testing sample sizes
for MH and RD, which are 19 and 15 in total, remain relatively
small, as compared with the other conditions. To improve the
reliability of the detection performance of the two diseases, more
test samples need to be collected for future exploration. Second,
the external evaluation on a clinical data set collected from
tertiary hospitals (external test set A) shows that our DLS detects
glaucoma with a relatively lower sensitivity of 0.646. Given that
glaucoma is a major blinding disease, much work remains to be
done for real-world deployment. Third, some diseases included
in this study initiate from the peripheral retinal area such as
RP and RD, but most of the images we used for analysis were
centred by the macula fovea with the maximal field of 55 degree.
Therefore, the detection of these diseases may be limited. With
the future common use of ultrawide fundus camera, DLS model
for this kind of CFP is of high research value. Finally, future
prospective trials are needed to assess the DLS in multiple inde-
pendent real clinical scenarios.

CONCLUSION

The proposed DLS showed well performance on the three test
sets for the detection of normal fundus as well as 12 major
fundus diseases. The application of this model may alleviate the
workloads of trained specialists and provide an efficient, low-
cost approach for preliminary screening in places with scarce
medical resources and ophthalmologists. Further acquisition of
data to broaden the extent of screening for more fundus diseases
will be the next step of our work.
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1. The inclusion and exclusion criteria of the datasets

The inclusion criterion of the development dataset and internal test set included: (Dthe initial
diagnosis were normal fundus and 12 selected fundus diseases with a standard diagnostic
criteria (eTable1); (@for each patient, bilateral fundus images could be enrolled but only one
for each eye; (3)the CFPs should be posterior fundus photograph centralized by the macular
fovea and contain the whole area of the optic disc. The exclusion criteria included: (1images
identified with insufficient quality by the doctors; (2)images annotated without consistent labels
at the annotation stage.
For the CFPs in the external test set, the original diagnosis was not limited considering the real

clinical condition. Other inclusion and exclusion criteria remained the same.
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2. The development and selection of the deep learning system.

We first selected four state-of-the-art convolutional neural network (CNN) architectures as
candidate multilabel classification models: Inception-V3, ResNet101, DenseNet121 and
SeResNext50. They were all pretrained in ImageNet Datasets. To meet the joint requirement
of abnormal versus normal classification and fine-grained recognition of multiple diseases, we
modified the feature layer of the four CNNs to adapt to a certain situation. Two different
branches were applied, with one branch for normal and abnormal classification and the other
branch for diseases annotation (eFigure1). The binary classification models were trained with
only one branch in the feature layer to predict disease or non-disease. The prediction of the
late-fusion multilabel model is based on the average predictive value of 3 multilabel models.
The detail of the cross entropy of the models, the postprocessing and conflict resolutions are
available in the online materials.

The input size of the images was 512x512. Through several convolution layers and blocks, we
obtained a feature vector. The cross-entropy loss was applied for the first branch since
predicting abnormalities from normal images is a binary classification problem. The definition
of cross entropy loss is as follows:
LoSScross—entropy = —[y - logy + (1 —y) - log(1 — 9)]

y is the target label of an image, and J is the predicted score of the model. We utilized the
multi-label loss function logits binary cross entropy for the second branch, and the definition of
this loss is as follows:

Lossgep = —

N N
Zyi “logs(¥;) + Z(l =) - logd()
i=1 i=1

N is the total number of disorders, yiand y; are the target label and predict score of the model,
respectively, and §(-) is the sigmoid function to transform the predict score from infinity to
(0.1). Then, we involved weights of the 2 branches as the hyperparameter to combine two
losses together:

Loss = w, * L0SS¢ross—entropy + W2 * LOSSpcE
ws and w2 are the weights of the first and second branches, respectively. This reconstruction
makes it possible to combine a binary classification system with multi-label recognition into a
single network.

The model was validated in the validation set for model selection and hyperparameter
optimization, and was trained using the remaining images in the training set. We utilized
stochastic gradient descent (SGD) optimizer to train the model with an initial learning rate of
0.001, a momentum of 0.9, and a weight decay of 10-4. We used the initial learning rate to
train 5 epoch. If the mean average precision in the validation doesn’t increase in two
consecutives then the learning rate was halved. The Batch size was set to 10 and the following
hyperparameters: ws=0.5 and w2=1. We obtained the model with the best mean average
precision score in the validation set as the final model.
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The sensitivity and specificity were calculated by the decision threshold, which was selected
when the model obtained the optimal harmonic average of the two indexes in the validation set.
Since the two branches of the task may provide conflict results like predicting “normal fundus”
and “Possible GON” together if they both reach the threshold in two branches. To solve this
kind of conflict, we designed a conversion method to unify the predictive values of the 12
categories based on the probability. We divided [0.1] into 100 equal intervals and analyze the
possibility distribution of positive images in each category. Then the predictive value of the
testing image was introduced into the calculation to get a new predictive value. Considering
the screening application scenarios, we set that the label of “normal fundus” would be provided
as the predictive label only when the predictive value was the highest of all the predicted labels.
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3. eTable1. The standard criteria of the 12 selected fundus diseases

Diseases

Standard diagnostic criteria

Referable diabetic retinopathy

(DThe patients should have clear medical history of diabetes. (2)The fundus images presented a diabetic retinopathy
severity level of moderate nonproliferative diabetic retinopathy or worse, diabetic macular edema, and/or ungradable
image’

Retinal vein occlusion

The fundus appearance presented with flame-shaped hemorrhage, dilation of the involved veins, cotton-wool spots,
with or without papilledema?

Pathologic myopic retinal degeneration
maculopathy

(D The myopic diopter should be over -6.0DS. (2)The fundus images presented myopic maculopathy lesions in
category 2-4 according to the META-PM (meta analyses of pathologic myopia) study classification*

Retinitis pigmentosa

Fundus appearance with peripheral bone spicule pigmentations and thin retinal arteries®

Retinal detachment

The elevation of the sensory retina presented as translucent membranoid structure with vessels on. This cartogory
included three major types of RD: rhegmatogenous, tractional and exudative.

Epiretinal membrane

A thin glistening membrane over the macula with or without retinal wrinkling®

Dry age-related macular degeneration

Early, intermediate AMD” and geographic atrophy

Wet age-related macular degeneration

Neovascular AMD which belongs to the late stage of AMD”

Macular hole

Stage 2-4 according to Gass'’s classification® of macular hole.

Possible glaucomatous optic
neuropathy

With cup disc ratio greater than 0.7 with or without corresponding retinal fiber layer defect

Papilledema

Swollen and elevation of the optic disc, blurred disc range, with or without hemorrhage and retinal vein dilation®

Optic nerve atrophy

Pallor of the optic nerve®

Li B, et al. Br J Ophthalmol 2021;0:1-8. doi: 10.1136/bjophthal mol-2020-316290
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4. eTable2. The four multilabel models' performance using different convolutional neural networks tested in the validation

set

4.1 eTable2-1. The area under the curve (AUC) results

Area under the curve (AUC) values (95% confidence interval)

SeResNext50

ResNet101

Inception-V3

DenseNet121

Normal fundus

0.987 (0.983, 0.991)

0.984 (0.980, 0.988

0.982 (0.978, 0.986)

0.987 (0.983, 0.991)

Retinal vein occlusion

0.941 (0.933, 0.948)

0.939 (0.931, 0.947

0.916 (0.907, 0.925)

0.946 (0.938, 0.953)

Referable diabetic retinopathy

0.990 (0.987, 0.993)

0.991 (0.988, 0.994

0.989 (0.986, 0.993)

0.988 (0.985, 0.992)

Pathological myopic retinal degeneration

0.985 (0.981, 0.989)

0.985 (0.981, 0.989

0.986 (0.982, 0.989)

0.989 (0.986, 0.993)

Retinitis pigmentosa

0.996 (0.994, 0.998)

0.998 (0.996, 0.999

0.989 (0.986, 0.993)

0.997 (0.995, 0.999)

Retinal detachment

0.995 (0.993, 0.998)

0.991 (0.988, 0.994

0.970 (0.965, 0.976)

0.995 (0.993, 0.997)

Epiretinal membrane

0.960 (0.954, 0.967)

0.950 (0.943, 0.957)

0.969 (0.964, 0.975)

Dry age-related macular degeneration

0.966 (0.960, 0.972)

0.963 (0.957, 0.970

0.937 (0.929, 0.945)

0.968 (0.963, 0.974)

Wet age-related macular degeneration

0.950 (0.943, 0.957)

0.963 (0.957, 0.970

0.925 (0.916, 0.934)

0.956 (0.950, 0.963)

Macular hole

0.969 (0.963, 0.975)

0.958 (0.952, 0.965

0.959 (0.953, 0.965)

0.967 (0.961, 0.973)

Possible glaucomatous optic neuropathy

0.941 (0.934, 0.949)

0.950 (0.942, 0.957

0.943 (0.935, 0.950)

0.948 (0.941, 0.955)

Papilledema

0.971 (0.965, 0.976)

0.977 (0.972, 0.982

0.981 (0.976, 0.985)

0.979 (0.974, 0.984)

Optic nerve atrophy

0.985 (0.981, 0.989)

)
)
)
)
)
)
0.971 (0.965, 0.976)
)
)
)
)
)
)

0.985 (0.981, 0.989

—~l~ N~~~ ~l~|~|l~|~ |~

0.986 (0.983, 0.990)

0.988 (0.984, 0.991)
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4.2 eTable2-2. The average precision (AP) results

Average precision values (95% confidence interval)

SeResNext50

ResNet101

Inception-V3

DenseNet121

Normal fundus

0.961 (0.954, 0.967)

0.946 (0.939, 0.954

0.938 (0.930, 0.946)

0.954 (0.947, 0.960)

Retinal vein occlusion

0.747 (0.732, 0.761)

0.758 (0.744, 0.772

0.695 (0.680, 0.710)

0.796 (0.783, 0.809)

Referable diabetic retinopathy

0.962 (0.956, 0.968)

0.944 (0.937, 0.952

0.935 (0.927, 0.943)

0.918 (0.909, 0.927)

Pathological myopic retinal degeneration

0.887 (0.877, 0.898)

0.893 (0.883, 0.903

0.874 (0.864, 0.885)

0.907 (0.897, 0.916)

Retinitis pigmentosa

0.967 (0.961, 0.973)

0.967 (0.961, 0.972

0.918 (0.909, 0.926)

0.969 (0.964, 0.975)

Retinal detachment

0.954 (0.947, 0.961)

0.921 (0.912, 0.930

0.880 (0.870, 0.891)

0.944 (0.937, 0.952)

Epiretinal membrane

0.862 (0.850, 0.873)

0.838 (0.826, 0.850)

0.880 (0.870, 0.891)

Dry age-related macular degeneration

0.780 (0.767, 0.794)

0.723 (0.709, 0.738

0.645 (0.629, 0.660)

0.756 (0.742, 0.770)

Wet age-related macular degeneration

0.764 (0.750, 0.778)

0.798 (0.785, 0.811

0.723 (0.709, 0.738)

0.777 (0.764, 0.791)

Macular hole

0.842 (0.830, 0.854)

0.799 (0.786, 0.812

0.784 (0.771, 0.798)

0.816 (0.803, 0.828)

Possible glaucomatous optic neuropathy

0.710 (0.696, 0.725)

0.704 (0.689, 0.719

0.662 (0.647, 0.677)

0.680 (0.665, 0.696)

Papilledema

0.869 (0.858, 0.880)

0.889 (0.879, 0.899

0.859 (0.847, 0.870)

0.896 (0.886, 0.905)

Optic nerve atrophy

0.851 (0.839, 0.862)

)
)
)
)
)
)
0.873 (0.862, 0.884)
)
)
)
)
)
)

0.854 (0.842, 0.865

~l~ N~~~ ~l~|~|l~|l~ |~

0.869 (0.858, 0.880)

0.868 (0.857, 0.879)
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4.3 eTable2-3. The sensitivity results

Sensitivity values (95% confidence interval)

SeResNext50

ResNet101

Inception-V3

DenseNet121

Normal fundus

0.932 (0.924, 0.940)

0.933 (0.925, 0.941

0.924 (0.915, 0.932)

0.943 (0.935, 0.951)

Retinal vein occlusion

0.793 (0.780, 0.806)

0.761 (0.748, 0.775

0.758 (0.744, 0.772)

0.811 (0.798, 0.823)

Referable diabetic retinopathy

0.960 (0.954, 0.967)

0.964 (0.958, 0.970

0.942 (0.934, 0.949)

0.947 (0.940, 0.955)

Pathological myopic retinal degeneration

0.937 (0.930, 0.945)

0.953 (0.946, 0.960

0.922 (0.913, 0.931)

0.953 (0.946, 0.960)

Retinitis pigmentosa

0.954 (0.947, 0.961)

0.969 (0.964, 0.975

0.954 (0.947, 0.961)

0.962 (0.955, 0.968)

Retinal detachment

0.936 (0.928, 0.944)

0.918 (0.909, 0.927

0.864 (0.852, 0.875)

0.927 (0.919, 0.936)

Epiretinal membrane

0.862 (0.851, 0.873)

0.869 (0.858, 0.880)

0.922 (0.913, 0.930)

Dry age-related macular degeneration

0.861 (0.850, 0.873)

0.816 (0.804, 0.829

0.764 (0.750, 0.778)

0.839 (0.827, 0.851)

Wet age-related macular degeneration

0.863 (0.852, 0.874)

0.849 (0.838, 0.861

0.842 (0.831, 0.854)

0.822 (0.809, 0.834)

Macular hole

0.832 (0.820, 0.844)

0.745 (0.730, 0.759

0.803 (0.790, 0.816)

0.788 (0.775, 0.802)

Possible glaucomatous optic neuropathy

0.719 (0.704, 0.733)

0.793 (0.779, 0.806

0.756 (0.742, 0.770)

0.793 (0.779, 0.806)

Papilledema

0.886 (0.876, 0.896)

0.886 (0.876, 0.896

0.890 (0.880, 0.901)

0.846 (0.835, 0.858)

Optic nerve atrophy

0.911 (0.902, 0.920)

)
)
)
)
)
)
0.884 (0.874, 0.895)
)
)
)
)
)
)

0.926 (0.917, 0.934

~l~ N~~~ ~l~|~|l~|l~ |~

0.876 (0.866, 0.887)

0.931 (0.922, 0.939)
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4.4 eTable2-4. The specificity results
Specificity values (95% confidence interval)
SeResNext50 ResNet101 Inception-V3 DenseNet121

Normal fundus 0.977 (0.972, 0.982) | 0.967 (0.961, 0.973) | 0.965 (0.959, 0.971) | 0.966 (0.960, 0.972)
Retinal vein occlusion 0.889 (0.879, 0.900) | 0.892 (0.882, 0.902) | 0.877 (0.867, 0.888) | 0.906 (0.897, 0.916)
Referable diabetic retinopathy 0.951 (0.944, 0.958) | 0.959 (0.953, 0.966) | 0.963 (0.957, 0.969) | 0.961 (0.954, 0.967)
Pathological myopic retinal degeneration 0.976 (0.971, 0.981) | 0.958 (0.952, 0.965) | 0.969 (0.963, 0.975) | 0.963 (0.957, 0.969)
Retinitis pigmentosa 0.982 (0.978, 0.987) | 0.981 (0.977, 0.986) | 0.976 (0.971, 0.981) | 0.985 (0.981, 0.989)
Retinal detachment 0.990 (0.986, 0.993) | 0.987 (0.984, 0.991) | 0.988 (0.984, 0.991) | 0.978 (0.973, 0.983)
Epiretinal membrane 0.950 (0.943, 0.957) | 0.940 (0.932, 0.948) | 0.920 (0.911, 0.929) | 0.935 (0.927, 0.943)
Dry age-related macular degeneration 0.921 (0.912, 0.929) | 0.934 (0.925, 0.942) | 0.921 (0.913, 0.930) | 0.911 (0.902, 0.920)
Wet age-related macular degeneration 0.918 (0.909, 0.927) | 0.942 (0.935, 0.950) | 0.924 (0.915, 0.932) | 0.951 (0.944, 0.958)
Macular hole 0.962 (0.956, 0.968) | 0.986 (0.982, 0.990) | 0.969 (0.963, 0.974) | 0.968 (0.963, 0.974)
Possible glaucomatous optic neuropathy 0.940 (0.932, 0.947) | 0.913 (0.904, 0.922) | 0.919 (0.910, 0.928) | 0.923 (0.915, 0.932)
Papilledema 0.938 (0.930, 0.946) | 0.949 (0.942, 0.956) | 0.927 (0.918, 0.935) | 0.955 (0.948, 0.962)
Optic nerve atrophy 0.953 (0.946, 0.960) | 0.959 (0.952, 0.965) | 0.939 (0.931, 0.947) | 0.948 (0.940, 0.955)
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5. eTable3. The comparison of the selected multilabel model, binary classification models and the late-fusion multilabel

model tested in the validation se

t

5.1 eTable3-1. The area under the curve (AUC) results

Area under the curve (AUC) values (95% confidence interval)

Model A

Model B

Model C

Normal fundus

0.987 (0.983, 0.991)

0.988 (0.983, 0.994)

0.989 (0.985, 0.992

Retinal vein occlusion

0.941 (0.933, 0.948)

0.957 (0.946, 0.969)

0.950 (0.942, 0.957

Referable diabetic retinopathy

0.990 (0.987, 0.993)

0.996 (0.993, 1.000)

0.994 (0.992, 0.997

Pathological myopic retinal degeneration

0.985 (0.981, 0.989)

0.989 (0.983, 0.995)

0.988 (0.984, 0.991

)
)
)
)
Retinitis pigmentosa 0.996 (0.994, 0.998) | 0.992 (0.987, 0.997) | 0.996 (0.994, 0.998)
Retinal detachment 0.995 (0.993, 0.998) | 0.998 (0.996, 1.000) | 0.996 (0.993, 0.998)
Epiretinal membrane 0.960 (0.954, 0.967) | 0.974 (0.965, 0.983) | 0.968 (0.963, 0.974)
Dry age-related macular degeneration 0.966 (0.960, 0.972) | 0.954 (0.942, 0.966) | 0.976 (0.971, 0.981)
Wet age-related macular degeneration 0.950 (0.943, 0.957) | 0.984 (0.978, 0.991) | 0.964 (0.958, 0.970)
Macular hole 0.969 (0.963, 0.975) | 0.963 (0.952, 0.973) | 0.978 (0.973, 0.983)
Possible glaucomatous optic neuropathy 0.941 (0.934, 0.949) | 0.959 (0.948, 0.970) | 0.953 (0.946, 0.960)
Papilledema 0.971 (0.965, 0.976) | 0.962 (0.951, 0.973) | 0.980 (0.975, 0.985)
)

Optic nerve atrophy

0.985 (0.981, 0.989)

0.978 (0.970, 0.986)

0.989 (0.985, 0.992

Model A=the multilabel model; Model B=the combination of binary classification models; Model C=the late fusion model
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5.2 eTable3-2. The average precision (AP) results

Average precision (AP) value (95% confidence interval)

Model A Model B Model C

Normal fundus 0.961 (0.954, 0.967) | 0.975 (0.966, 0.984) | 0.969 (0.964, 0.975)
Retinal vein occlusion 0.747 (0.732, 0.761) | 0.775 (0.752, 0.799) | 0.809 (0.797, 0.822)
Referable diabetic retinopathy 0.962 (0.956, 0.968) | 0.984 (0.977,0.991) | 0.966 (0.960, 0.972)
Pathological myopic retinal degeneration 0.887 (0.877, 0.898) | 0.889 (0.871, 0.906) | 0.895 (0.885, 0.905)
Retinitis pigmentosa 0.967 (0.961, 0.973) | 0.970 (0.961, 0.980) | 0.971 (0.965, 0.976)
Retinal detachment 0.954 (0.947,0.961) | 0.968 (0.958, 0.977) | 0.965 (0.959, 0.971)
Epiretinal membrane 0.862 (0.850, 0.873) | 0.822 (0.801, 0.844) | 0.884 (0.874, 0.895)
Dry age-related macular degeneration 0.780 (0.767, 0.794) | 0.753 (0.729, 0.777) | 0.811 (0.798, 0.824)
Wet age-related macular degeneration 0.764 (0.750, 0.778) | 0.815 (0.794, 0.837) | 0.810 (0.797, 0.823)
Macular hole 0.842 (0.830, 0.854) | 0.806 (0.784, 0.828) | 0.871 (0.860, 0.882)
Possible glaucomatous optic neuropathy 0.710 (0.696, 0.725) | 0.714 (0.689, 0.739) | 0.742 (0.728, 0.756)
Papilledema 0.869 (0.858, 0.880) | 0.851 (0.832,0.871) | 0.901 (0.892, 0.911)

)

Optic nerve atrophy

0.851 (0.839, 0.862)

0.819 (0.797, 0.840)

0.873 (0.862, 0.884

Model A=the multilabel model; Model B=the combination of binary classification models; Model C=the late fusion model
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5.3 eTable3-3. The sensitivity results

Sensitivity Value (95% confidence interval)

Model A Model B Model C

Normal fundus 0.932 (0.924, 0.940) | 0.964 (0.954, 0.974) | 0.945 (0.938, 0.953)
Retinal vein occlusion 0.793 (0.780, 0.806) | 0.822 (0.801, 0.843) | 0.804 (0.791, 0.816)
Referable diabetic retinopathy 0.960 (0.954, 0.967) | 0.974 (0.965, 0.983) | 0.964 (0.958, 0.970)
Pathological myopic retinal degeneration 0.937 (0.930, 0.945) | 0.949 (0.936, 0.961) | 0.958 (0.952, 0.965)
Retinitis pigmentosa 0.954 (0.947,0.961) | 0.976 (0.967, 0.984) | 0.962 (0.955, 0.968)
Retinal detachment 0.936 (0.928, 0.944) | 0.956 (0.945, 0.967) | 0.973 (0.967, 0.978)
Epiretinal membrane 0.862 (0.851, 0.873) | 0.869 (0.850, 0.888) | 0.918 (0.909, 0.927)
Dry age-related macular degeneration 0.861 (0.850, 0.873) | 0.825 (0.804, 0.846) | 0.858 (0.846, 0.869)
Wet age-related macular degeneration 0.863 (0.852, 0.874) | 0.917 (0.901, 0.932) | 0.842 (0.831, 0.854)
Macular hole 0.832 (0.820, 0.844) | 0.783 (0.760, 0.806) | 0.876 (0.865, 0.887)
Possible glaucomatous optic neuropathy 0.719 (0.704, 0.733) | 0.720 (0.695, 0.745) | 0.804 (0.791, 0.817)
Papilledema 0.886 (0.876, 0.896) | 0.818 (0.797, 0.840) | 0.904 (0.894, 0.913)

)

Optic nerve atrophy

0.911 (0.902, 0.920)

0.876 (0.858, 0.894)

0.950 (0.943, 0.958

Model A=the multilabel model; Model B=the combination of binary classification models; Model C=the late fusion model
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5.4 eTable3-4. The specificity results

Specificity value (95% confidence interval)

Model A Model B Model C

Normal fundus 0.977 (0.972, 0.982) | 0.941 (0.928, 0.954) | 0.967 (0.961, 0.973)
Retinal vein occlusion 0.889 (0.879, 0.900) | 0.856 (0.837, 0.876) | 0.897 (0.888, 0.907)
Referable diabetic retinopathy 0.951 (0.944, 0.958) | 0.967 (0.958, 0.977) | 0.969 (0.963, 0.974)
Pathological myopic retinal degeneration 0.976 (0.971, 0.981) | 0.964 (0.953, 0.974) | 0.971 (0.965, 0.976)
Retinitis pigmentosa 0.982 (0.978, 0.987) | 0.973 (0.963, 0.982) | 0.978 (0.973, 0.983)
Retinal detachment 0.990 (0.986, 0.993) | 0.991 (0.986, 0.996) | 0.981 (0.977, 0.986)
Epiretinal membrane 0.950 (0.943, 0.957) | 0.945 (0.932, 0.957) | 0.923 (0.915, 0.932)
Dry age-related macular degeneration 0.921 (0.912, 0.929) | 0.905 (0.888, 0.921) | 0.939 (0.931, 0.947)
Wet age-related macular degeneration 0.918 (0.909, 0.927) | 0.938 (0.925, 0.951) | 0.953 (0.946, 0.960)
Macular hole 0.962 (0.956, 0.968) | 0.982 (0.974, 0.989) | 0.963 (0.957, 0.970)
Possible glaucomatous optic neuropathy 0.940 (0.932, 0.947) | 0.927 (0.912, 0.941) | 0.934 (0.925, 0.942)
Papilledema 0.938 (0.930, 0.946) | 0.961 (0.950, 0.971) | 0.950 (0.943, 0.957)

)

Optic nerve atrophy

0.977 (0.972, 0.982)

0.941 (0.928, 0.954)

0.967 (0.961, 0.973

Model A=the multilabel model; Model B=the combination of binary classification models; Model C=the late fusion model
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6. eTable 4. The threshold point and the corresponding results of the model tested in the validation set.

Validation set

Sensitivity

Specificity

AP

AUC

Normal fundus

0.891 (0.885, 0.897)

0.913 (0.907, 0.918)

0.936 (0.932, 0.941

0.960 (0.956, 0.964)

Referable diabetic retinopathy

0.688 (0.680, 0.697)

0.923 (0.918, 0.928)

0.651 (0.642, 0.660

0.904 (0.899, 0.910)

Retinal vein occlusion

0.965 (0.961, 0.968)

0.979 (0.976, 0.981)

0.963 (0.959, 0.967

0.993 (0.992, 0.995)

Pathological myopic retinal degeneration

0.941 (0.937, 0.946)

0.973 (0.970, 0.976)

0.948 (0.944, 0.952

0.987 (0.984, 0.989)

Retinitis pigmentosa

0.949 (0.945, 0.953)

0.986 (0.984, 0.988)

0.914 (0.909, 0.919

0.992 (0.990, 0.993)

Retinal detachment

0.898 (0.892, 0.904)

0.989 (0.987, 0.991)

0.861 (0.854, 0.867

0.985 (0.983, 0.988)

Epiretinal membrane

0.862 (0.855, 0.869)

0.943 (0.939, 0.948)

0.975 (0.972, 0.978)

Dry age-related macular degeneration

0.752 (0.744, 0.761)

0.919 (0.914, 0.925)

0.612 (0.603, 0.621

0.932 (0.927, 0.936)

Wet age-related macular degeneration

0.894 (0.888, 0.900)

0.948 (0.944, 0.952)

0.750 (0.742, 0.759

0.975 (0.972, 0.978)

Macular hole

0.593 (0.584, 0.603)

0.979 (0.976, 0.982)

0.401 (0.392, 0.411

0.920 (0.914, 0.925)

Possible glaucomatous optic neuropathy

0.664 (0.654, 0.673)

0.892 (0.886, 0.898)

0.413 (0.404, 0.423

0.912 (0.907, 0.918)

Papilledema

0.818 (0.811, 0.826)

0.969 (0.965, 0.972)

0.862 (0.855, 0.869

0.978 (0.975, 0.981)

Optic nerve atrophy

—_~l~~l NN~~~ ]~~~ |~

0.803 (0.795, 0.811)

0.939 (0.934, 0.944)

)
)
)
)
)
)
0.838 (0.830, 0.845)
)
)
)
)
)
)

0.662 (0.653, 0.671

0.972 (0.969, 0.975)
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7. eTable5 Comparing our DLS with the state-of-art for glaucoma detection on the REFUGE challenge dataset. Performance scores
of the individual teams are cited from the REFUGE challenge paper

Rank Team AUC Reference
sensitivity
1 VRT 0.9885 0.9752
2 SDSAIRC 0.9817 0.9760
3 CUHKMED 0.9644 0.9500
4 NKSG 0.9587 0.8917
5 Mammoth 0.9555 0.8918
6 Our DLS 0.9546 0.9305
7 Masker 0.9524 0.8500
8 SMILEDeepDR 0.9508 0.8750
9 BUCT 0.9348 0.8500
10 WinterFell 0.9327 0.9250
11 NightOwl 0.9101 0.9000
12 Cvblab 0.8806 0.7318
13 AIML 0.8458 0.7250
Ground truth  vCDR 0.9471 0.8750

15

Li B, et al. Br J Ophthalmol 2021;0:1-8. doi: 10.1136/bjophthalmol-2020-316290



BMJ Publishing Group Limited (BMJ) disclaims all liability and ibility arising f eli
Supplemental material B T Gt e i winan het Baer Saiie by the uiiorfg 2y reliance Br J Ophthalmol

8 eTable6 The comparison between human doctors and the DLS model in the validation set.
8.1 eTable6-1 The diagnostic sensitivity and specificity of ophthalmic resident 1 and the DLS model in the subset of the external test

set B.

No Sensitivity Specificity

Doctor DLS model Doctor DLS model

Normal fundus 647 0.958 0.923 0.827 0.957
Retinal vein occlusion 39 0.769 0.949 0.994 0.958
Referable diabetic retinopathy 21 0.810 1.000 0.996 0.990
Pathological myopic retinal degeneration 16 0.500 1.000 0.996 0.982
Retinitis pigmentosa 15 0.467 0.867 0.999 0.994
Retinal detachment 2 1.000 1.000 1.000 0.992
Epiretinal membrane 21 0.762 0.857 0.982 0.971
Dry age-related macular degeneration 25 0.560 0.800 0.993 0.977
Wet age-related macular degeneration 15 0.867 1.000 0.999 0.994
Macular hole 4 0.750 1.000 1.000 0.981
Possible glaucomatous optic neuropathy 44 0.568 0.909 0.981 0.969
Papilledema 10 0.800 0.800 0.993 0.982
Optic nerve atrophy 13 0.231 0.615 0.995 0.948
Mean 0.695 0.902 0.981 0.976
Mann-Whitney U test P=0.005 P=0.003
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8.2 eTable6-2 The diagnostic sensitivity and specificity of ophthalmic resident 2 and the DLS model in the subset of the external test

set B.

No Sensitivity Specificity

Doctor DLS model Doctor DLS model

Normal fundus 340 0.876 0.844 0.877 0.850
Retinal vein occlusion 110 0.745 0.927 0.980 0.851
Referable diabetic retinopathy 28 0.857 1.000 0.994 0.976
Pathological myopic retinal degeneration 34 0.735 1.000 0.997 0.910
Retinitis pigmentosa 5 0.800 1.000 1.000 0.961
Retinal detachment 6 0.833 0.833 1.000 0.980
Epiretinal membrane 45 0.533 0.711 0.978 0.855
Dry age-related macular degeneration 145 0.641 0.697 0.973 0.932
Wet age-related macular degeneration 23 0.652 0.957 0.991 0.960
Macular hole 2 1.000 1.000 0.999 0.945
Possible glaucomatous optic neuropathy 78 0.744 0.846 0.958 0.914
Papilledema 27 0.704 0.778 0.979 0.967
Optic nerve atrophy 43 0.721 0.698 0.986 0.936
Mean 0.757 0.868 0.978 0.926
Mann-Whitney U test P=0.057 P <0.001
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8.3 eTable6-3 The diagnostic sensitivity and specificity of ophthalmic resident 3 and the DLS model in the subset of the external test

set B.

No Sensitivity Specificity

Doctor DLS model Doctor DLS model

Normal fundus 382 0.809 0.846 0.905 0.880
Retinal vein occlusion 113 0.681 0.885 0.990 0.847
Referable diabetic retinopathy 37 0.865 1.000 0.995 0.991
Pathological myopic retinal degeneration 36 0.861 1.000 0.984 0.927
Retinitis pigmentosa 2 0.500 1.000 0.995 0.974
Retinal detachment 3 1.000 0.667 1.000 0.992
Epiretinal membrane 55 0.636 0.764 0.967 0.861
Dry age-related macular degeneration 137 0.613 0.745 0.972 0.934
Wet age-related macular degeneration 21 0.667 0.810 0.993 0.970
Macular hole 3 1.000 1.000 0.995 0.962
Possible glaucomatous optic neuropathy 57 0.702 0.737 0.947 0.911
Papilledema 19 0.737 0.789 0.988 0.981
Optic nerve atrophy 56 0.554 0.679 0.989 0.956
Mean 0.740 0.840 0.978 0.937
Mann-Whitney U test P=0.091 P=0.009
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8.4 eTable6-4 The diagnostic sensitivity and specificity of ophthalmic resident 4 and the DLS model in the subset of the external test

set B.

No Sensitivity Specificity

Doctor DLS model Doctor DLS model

Normal fundus 435 0.860 0.871 0.883 0.851
Retinal vein occlusion 126 0.754 0.944 0.969 0.858
Referable diabetic retinopathy 37 0.568 1.000 0.999 0.985
Pathological myopic retinal degeneration 27 0.778 0.963 0.991 0.933
Retinitis pigmentosa 16 0.500 0.875 0.998 0.979
Retinal detachment 3 0.667 0.667 0.999 0.986
Epiretinal membrane 44 0.659 0.705 0.971 0.866
Dry age-related macular degeneration 97 0.588 0.691 0.975 0.918
Wet age-related macular degeneration 16 0.875 0.937 0.987 0.961
Macular hole 5 1.000 1.000 1.000 0.974
Possible glaucomatous optic neuropathy 48 0.604 0.687 0.955 0.925
Papilledema 26 0.654 0.692 0.989 0.971
Optic nerve atrophy 38 0.737 0.684 0.973 0.967
Mean 0.711 0.824 0.976 0.936
Mann-Whitney U test P <0.001 P=0.007
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9. eFigures and legends

A 7|

™ max SeResNext | X3 SeResNext | *4 SeResNext X6 SeResNext X3
pooling Block1 - Block2 R Block3 - —> Block4
GAP
seResNext block

1x1
1x1 3x3 - x32 @ , _>®_, @

se Module
1x1 1x1
— —
s 256 1 (3 s 256

1 1 1

9.1 eFigure1 Convolutional neural network (CNN) architecture of the model. A parallel 2-branch network was applied for the task layer to distinguish abnormal and normal images in the first branch

and to report diseases it predicted in the second branch.
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9.2 eFigure2. The receiver operating characteristic (ROC) curves of the four-candidate convolutional neural networks (CNNs) tested in the internal testn set. Among all CNNs, SeResNext50 showed slightly better

performance than others with the mean average precision reached 0.878.
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9.3 eFigure3 The receiver operating characteristic (ROC) curves of the single multilabel model, combination of the 13 binary classification models and the late-fusion multilabel model. The multilabel model showed

comparable performance with the binary classification models. The late-fusion model presented more stable performance than the single multilabel model. It also showed the best performance with the mean average

1 specificity

precision reached 0.889 in the validation set.

1~ specificity

1 specificity
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9.4 eFigure4. The ROC curved of the selected DLS tested on the internal test set A.
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9.5 eFigure5. The ROC curved of the selected DLS tested on the internal test set B.
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9.6 eFigure6 The receiver operating characteristic (ROC) curves and the results of the DLS and the diagnostic sensitivity and specificity of the four participate four ophthalmic residents.
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1. Introduction

According to data from the International Diabetes Federation,
there were about 463 million diabetes mellitus (DM) patients
worldwide in 2019, and it is predicted that this number will
increase to 700 million by 2045 [1]. Diabetic retinopathy (DR)
is one of the most common and serious complications of
DM. It is the primary eye disease that causes blindness in
the working population [2-4|. The reported prevalence of DR
varies from 10% to 61% in people with DM in different coun-
tries [5]. However, research has shown that reasonable inter-
vention and treatment of DR in the early stage can achieve
good results in preventing the development of the disease
and significantly reduce the blindness rate [6-8].

Unfortunately, people who live in counties, townships,
villages, and marginal areas, often lack sufficient health
knowledge. By the time DR is found in these individuals, it
has often developed to a serious stage and caused irre-
versible visual impairment, which not only affects patients’
quality of life but also increases the economic burden on
society and the family, often leading to poverty in the latter
case. Therefore, expanding the screening area of DR and car-
rying out targeted prevention and treatment of blindness
can greatly reduce curable blindness. Regrettably, the num-
ber of ophthalmologists in China is insufficient, especially
in primary medical institutions. According to data from the
21st National Ophthalmology Conference of the Chinese
Medical Association held in 2016, 20% of county hospitals
in China do not have an ophthalmology department. Even
in institutions with such a department, there are few spe-
cialists in fundus diseases. The ratio of ophthalmologists
to patients is 1:3000 in these areas [9], which is extremely
unbalanced. Therefore, increasing the screening of DM
patients to improve awareness, the treatment rate, and con-
trol rate of DR has become one of the main public health
challenges in China [10-12].

Auxiliary measures based on artificial intelligence (Al) are
efficient, cheap, and easy to operate for DR diagnosis [13].
EyeWisdom is an auxiliary diagnosis system for fundus dis-
eases based on an Al algorithm developed by the company
Zhiyuan Huitu (Vistel) in 2017. It mainly includes EyeWis-
dom®DSS software, a DR-specific auxiliary diagnosis system,
and EyeWisdom®MCS software, a system with ophthalmic
multi-disease screening as its core function [14]. EyeWisdom
can screen for nearly 20 different eye diseases, such as DR,
glaucoma, and age-related macular degeneration, based on
the fundus photographs and disease history of subjects using
an Al algorithm. It can not only directly provide suggestions
for screening results, but it can also display nine typical DR
lesions, such as microvascular tumor, retinal hemorrhage,
hard exudation, and cotton wool spot, to help clinicians con-
firm the examination results. In addition, this fundus image
analysis software is a cloud-based product, which can be used
for real-time telemedicine combined with internet and 5G
technology. It only takes 10 s from reading an image to out-
putting the results. The EyeWisdom AI algorithms have been
trained in clinical practice and verified by retinal images
obtained from the EyePACS database [15]. However, as yet,
no report on the diagnostic and grading efficacy of

EyeWisdom®DSS and EyeWisdom®MCS in patients with DM
has been found.

Therefore, this study collected the disease history and fun-
dus photographs of DM patients at the Fundus Disease Center
in Henan Provincial People’s Hospital from 2018/10-2020/09.
The diagnostic efficacy of the EyeWisdom®DSS and EyeWis-
dom®MCS systems were evaluated according to the sensitiv-
ity, specificity, area under the curve (AUC), as well as the
positive predictive value (PPV) and negative predictive value
(NPV), with an ophthalmologist’s diagnosis as a reference
standard. This study was designed to improve the awareness
rate and treatment rates of DR and reduce the blindness rate
in primary medical institutions.

2. Methods
2.1.  Participants

DM patients at the Fundus Disease Center in Henan Provincial
People’s Hospital from 2018/10/01-2020/09/30 were invited to
participate in this study. Type 2 diabetes mellitus (T2DM)
patients > 18 years old for whom fundus photographs could
be obtained were included in this research. The exclusion cri-
teria were as follows: (1) T2DM patients with missing key vari-
ables, such as age, gender, and disease history; (2) patients
whose fundus photographs were not clear enough due to
small pupils, cataracts, or vitreous opacity that prevented
ophthalmologists from making a diagnosis; (3) patients who
suffered from heart, liver, kidney, and/or other important
organ failure; (4) and those with malignant tumors. Demo-
graphic characteristics, disease history, fundus photographs,
and images from optical coherence tomography examination
(if available) were collected, which was performed by two
authors (M.X. and R.H.) independently and consistency check
was conducted. The study was approved by the Ethics Com-
mittee of Henan Provincial People’s Hospital (registration
number 58/2017), and written informed consent was obtained
from all participants.

The sample size was calculated using formula (1) below
based on the diagnostic test [16], where o = 0.05, allowable
error 6 = 0.08, and p is the sensitivity or specificity of the
method to be tested. According to our pre-analysis, the sensi-
tivity and specificity were 90.0% and 80.0%, respectively, for
the DR-specific system (EyeWisdom®DSS), and 75.0% and
92.0%, respectively, for the multi-disease system (EyeWis-
dom®MCS). The minimum sample size of the DR group was
113, and that of the non-DR group was 97. A margin of 20%
was used for the sample size to account for any invalid sam-
ples. Therefore, the minimum sample size was 136 for the DR
group and 117 for the non-DR group.

Z,\ 2

n= (%) @-pp M

2.2.  Acquisition of retinal images

Fundus examinations of DM patients were performed using
the Zeiss non-mydriatic fundus camera (VISUCAM 224,
Germany) by an ophthalmologist according to the unified
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standards. This camera does not require mydriasis before use
and provides a 45° field of view for each eye. Five fields were
captured in each eye: macula centered, temporal side, nasal
side, and the upper and lower quadrant of the retina.

2.3.  Definitions and diagnostic criteria

DM was determined according to the Standards of Medical
Care in Diabetes set in 2018 by the American Diabetes Associ-
ation [17]. The diagnosis and grading of DR were determined
by two ophthalmologists (H.D. and D.Q.) with more than five
years of work experience according to International Clinical
Diabetic Retinopathy (ICDR) criteria [18,19]. DR was divided
into five stages as follows: (1) absence of DR: no obvious
retinopathy and no abnormality; (2) mild non-proliferative
diabetic retinopathy (NPDR): the early stage of retinopathy
with only microaneurysms; (3) moderate NPDR: some of the
blood vessels that nourish the retinas are blocked; (4) severe
NPDR: one or more of the following: (i) more than 20 intrareti-
nal hemorrhages in each of the four quadrants of the retina,
(ii) clear venous beading in two or more quadrants, and (iii)
significant intraretinal microvascular abnormality in one or
more quadrants; and (5) proliferative diabetic retinopathy
(PDR): retinal signals triggering the growth of neovasculariza-
tion in which the new blood vessels are abnormal and fragile.
The kappa (k) agreement between the two ophthalmolo-
gists was 0.91. When the diagnosis or grading results were
inconsistent, the fundus photographs were adjudicated by a
third retinal specialist (D.W.), whose diagnosis was accepted
as the final judgment for subsequent analysis. Any patient
diagnosed with DR in both eyes was considered one case, with
the DR grade of the more serious eye accepted as the final
diagnosis according to the ICDR severity grading system.

2.4.  Al-based grading

The retinal photographs and medical history (after masking
the patient’s identity and diagnosis) were uploaded to the
EyeWisdom platform for automatic diagnosis and grading.
EyeWisdom is a software-based online cloud-computing plat-
form. It has two systems: a DR-specific diagnosis system
(EyeWisdom®DSS) and eye-related multi-disease diagnosis
system (EyeWisdom®MCS). It can automatically analyze reti-
nal images in conjunction with information about the
patient’s age, gender, and DM history, and then it provides
information about the DR diagnosis and severity by automat-
ically detecting the type, quantity, size, and location of
retinopathy. In addition to the severity of DR, this software
can also report the presence/absence of retinal hemorrhage,
micro angioma, neovascularization, hard exudation, and
fibroproliferative membrane. Images not clear enough to be
diagnosed by EyeWisdom were excluded. The diagnosis of
DR by EyeWisdom®DSS and EyeWisdom®MCS and the grad-
ing results of EyeWisdom®DSS were collected.

2.5.  Statistical analysis
Statistical analyses were performed using IBM SPSS Statistics

23.0 (SPSS Inc, Chicago, IL). Qualitative data were described as
frequencies. Sensitivity, specificity, PPV, and NPV were used to

evaluate the diagnostic efficacy of EyeWisdom with the diag-
nosis of an ophthalmologist as a reference standard. Among
these terms, PPV refers to the probability of disease when
the test result is positive and NPV refers to the probability
of absence of disease when the test result is negative. Kappa
statistics were used to quantify and evaluate the consistency
between Al analysis and the ophthalmologist’s grading. All P-
values were two-tailed, and the level of significance was set at
o = 0.05.

3. Results
3.1.  Participant characteristics

Based on the inclusion criteria, 1768 retinal images from 563
DM patients were obtained; 14 DM patients (40 retinal images)
were removed due to cataract or vitreous hemorrhage. A total
of 549 DM patients aged 18-97 years old, for whom there were
1728 final images, were diagnosed by doctors and EyeWis-
dom. Of them, 272 (49.5%) were male and 277 (50.5%) were
female. The mean age was 61.2 + 11.8 years old. According
to the ICDR standards, 225 (41%) were diagnosed as not hav-
ing DR by the ophthalmologist. There were 324 (59.0%) DM
patients diagnosed with DR, among whom 43 (7.8%) had mild
NPDR, 79 (14.4%) had moderate NPDR, 61 (11.1%) had severe
NPDR, and 141 (25.6%) had PDR. Based on the ICDR standards,
typical fundus photographs of DR in different stages are
shown in Fig. 1.

3.2 Comparison of ophthalmologist and AI DR diagnosis

EyeWisdom®DSS software detected 337 (61.4%) cases of DR in
549 DM patients, and EyeWisdom®MCS software detected 264
(48.1%) DR cases in these participants. Based on automatic
grading by EyeWisdom®DSS, 68 (12.4%) patients had mild
NPDR, 79 (14.4%) had moderate NPDR, 71 (12.9%) had severe
NPDR, and 119 (21.7%) had PDR. The comparison of DR grad-
ing severity between the ophthalmologist and EyeWis-
dom®DSS software is shown in Fig. 2. In the 324 DR
patients, 295 (91.0%) were correctly diagnosed with DR by
EyeWisdom®DSS and 247 (76.2%) by EyeWisdom®MCS. For
the 225 DM patients without DR, 83 (81.3%) were correctly
diagnosed as not having DR by EyeWisdom®DSS, and 208
(92.4%) were correctly diagnosed by EyeWisdom®MCS.
Fig. 3A shows the Venn diagram of the DR identified by the
ophthalmologist versus Al and the overlap of DR observed
in 373 patients. Fig. 3B shows the overlap of the absence of
DR identified by the ophthalmologist versus Al Fig. 3C-D
show the overlap of NPDR and PDR identified by the ophthal-
mologist versus EyeWisdom®DSS software.

3.3. Efficacy of Al in the screening of DR in DM patients

The sensitivity, specificity, AUC, PPV, NPV, and kappa values
for detecting DR, NPDR, and PDR using EyeWisdom software
are shown in Table 1, in which ophthalmologist grading was
taken as the reference standard. EyeWisdom®DSS correctly
identified 91.0% (95% CI: 87.3%-93.8%) of patients with DR
and 81.3% (95% CI: 75.5%-86.1%) of patients without DR, and
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D

F

Fig. 1 - Typical fundus photographs of DR in different stages. Typical fundus photograph showing the absence of DR. (B-E)
Typical fundus photographs of mild NPDR (B), moderate NPDR (C), severe NPDR (D), and PDR (E). (F) Fundus lesion markings of
severe NPDR identified by EyeWisdom®DSS. The purple outline marks retinal hemorrhage, green identifies hard exudation,

and yellow shows macular fovea.

100%
80% . .

= Normal
11.1% 12.9% ® Mild NPDR
60% = 5 u Moderate NPDR
Severe NPDR
40% #PDR
20%

Ophthalmologist EyeWisdom®DSS

Fig. 2 - Comparison of ophthalmologist and
EyeWisdom®DSS software DR severity grading.

EyeWisdom®MCS correctly identified 76.2% (95% CL: 71.1%-
80.7%) of patients with DR and 92.4% (95% CI: 87.9%-95.4%)
of patients without DR. EyeWisdom®DSS showed 76.5%
(95% CI: 69.6%-82.3%) sensitivity and 78.4% (95% CI: 73.7%—
82.5%) specificity for detecting NPDR and 64.5% (95% CI:
56.0%-72.3%) sensitivity and 93.1% (95% CI: 90.1%-95.3%)
specificity in diagnosing PDR. The PPV of EyeWisdom®DSS
for the detection of DR, NPDR, and PDR was 87.5% (95% CI:
83.4%-90.8%), 64.2% (95% CI: 89.7%-96.1%), and 74.5% (95%
CI: 67.6%-83.6%), respectively. In addition, the NPV of EyeWis-
dom®DSS for the detection of DR, NPDR, and PDR was 86.3%
(95% CI: 80.8%-90.5%), 86.8% (95% CI: 82.5%-90.2%), and 88.4%

(95% CI: 84.9%-91.2%), respectively. The degree of agreement
between EyeWisdom®DSS and the ophthalmologist grading
for DR was 0.730 (P < 0.001), for NPDR it was 0.527
(P < 0.001), and for PDR it was 0.608 (P < 0.001) using the kappa
statistics. The kappa value between EyeWisdom®MCS and
ophthalmologist grading for DR was 0.660 (P < 0.001).

4, Discussion

This study evaluated the accuracy of EyeWisdom Al software
for DR screening. We found that EyeWisdom®DSS has higher
sensitivity and EyeWisdom®MCS has greater specificity. That
is, the specific disease system was good at identifying
patients and the multi-disease system was good at identify-
ing normal participants, which suggested EyeWisdom can
be established as an Al-based DR-screening model to be used
in community and grassroots clinics in China in the future.
The combination of these two systems may improve the
awareness and treatment rate of DR, including avoiding or
delaying its progression.

With the aging of the global population and increased
prevalence of DM, the incidence of DR is also increasing
[20,21]. A meta-analysis indicated that from 1990 to 2017 in
the Chinese population, the pooled prevalence of DR, NPDR,
and PDR was 1.14%, 0.90%, and 0.07%, respectively, and in
patients with DM, the corresponding prevalence was 18.45%,
15.06%, and 0.99%, respectively [22]. A study conducted by
Ruta et al., which was based on 72 articles from 33 developing
and developed countries, showed the prevalence of DR varied
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A Ophthalmologist EyeWisdom®DSS

50
(13.4%)

32
(8.6%)

245
(65.7%)

EyeWisdom®MCS

C Ophthalmologist EyeWisdom®DSS

43 140 78
(16.5%) (29.9%)

(53.6%)

B Ophthalmologist EyeWisdom®DSS

176
(57.9%)

50
(16.4%)

27
(8.9%)

EyeWisdom®MCS

D Ophthalmologist

91
(53.8%)

EyeWisdom®DSS

50
(29.6%)

28
(16.6%)

Fig. 3 — Overlap of DR and absence of DR identified by the ophthalmologist and Al. (A) Overlap of DR identified by the
ophthalmologist versus Al (EyeWisdom®DSS and EyeWisdom®MCS). (B) Overlap of the absence of DR identified by the
ophthalmologist versus Al (EyeWisdom®DSS and EyeWisdom®MGCS). (C-D) Overlap of NPDR (C) and PDR (D). identified by the

ophthalmologist versus EyeWisdom®DSS software.

from 10% to 61% in people with known type 2 diabetes melli-
tus (T2DM) and from 1.5% to 31% in people with newly diag-
nosed T2DM |[5]. The prevalence of DR was 33.2% in the
United States and 17.6% in India [5]. In this study, the preva-
lence of DR, NPDR, and PDR in DM patients was 59.0%,
33.3%, and 25.7%, respectively. The reasons for the difference
in DR prevalence in different regions are multifactorial and
include differences in demographic characteristics, research
methods, and diagnosis and classification criteria of DR. In
addition, DM patients in this study were all from the Fundus
Disease Center at Henan Provincial People’s Hospital. They
cannot represent the general DM population that from the
Department of Endocrinology. Therefore, most of these indi-
viduals were DM patients who had developed ocular symp-
toms or fundus lesions. This may explain the higher
prevalence of DR, NPDR, and PDR in this study.

It should be noted that the onset of DR is insidious, and
most patients have a long asymptomatic period before visual
impairment. During this time, fundus lesions can be easily
identified by fundus examination or retinal photography. Early
detection is necessary for a good DR prognosis [23]. Therefore,
DR screening for all DM patients is cost-effective in the long
run and significant in terms of public health, especially in
developing countries [24]. However, in the grassroots areas of

China and other developing countries, the awareness and
treatment rates of DR are very low due to a lack of medical
resources, education, and experienced ophthalmologists.
Existing DR-screening equipment has not been widely used
due to the need for operation by professional ophthalmolo-
gists, its slow output, and the fact that it is inconvenient to
move. In contrast, EyeWisdom, as an auxiliary Al diagnosis
system for fundus diseases, has a number of advantages. If
fundus photographs can be obtained, the system can provide
diagnosis suggestions with only a computer. After simple
training, the operator can complete the screening without
needing professional ophthalmic knowledge. Therefore, this
approach is not only suitable for large-scale screening of DR,
glaucoma, and age-related macular degeneration, but it is also
helpful for the long-term follow-up of DM patients. The sys-
tem also enables remote guidance from ophthalmologists in
tertiary hospitals, which could contribute to solving the prob-
lems related to diagnosis and treatment in poor areas.

The results of our study showed that the sensitivity of DR
screening using EyeWisdom®DSS and the specificity of DR
screening using EyeWisdom®MCS were high, reaching 91.0%
and 92.4%, respectively. However, the efficacy of NPDR
(76.5%) and PDR (64.5%) screening using EyeWisdom®DSS
was relatively lower. For EyeWisdom®DSS, when the screen-



Table 1 - Efficacy of Al for detection of varying degrees of DR with ophthalmologist grading as reference standard (N = 549).

Retinopathy Sensitivity (95% CI), % Specificity (95% CI), % AUC (95% CI) PPV (95% CI), % NPV (95% CI), % Kappa P

DRpss 91.0 (87.3, 93.8) 81.3 (75.5, 86.1) 0.862 (0.827, 0.897) 87.5 (83.4, 90.8) 86.3 (80.8, 90.5) 0.730 <0.001
DRycs 76.2 (71.1, 80.7) 92.4 (87.9, 95.4) 0.843 (0.809, 0.878) 93.5 (89.7, 96.1) 73.0 (67.4, 78.0) 0.660 <0.001
NPDR 76.5 (69.6, 82.3) 78.4 (73.7, 82.5) 0.776 (0.733, 0.819) 64.2 (57.4, 70.5) 86.8 (82.5, 90.2) 0.527 <0.001
PDR 64.5 (56.0, 72.3) 93.1 (90.1, 95.3) 0.788 (0.738, 0.839) 76.5 (67.6, 83.6) 88.4 (84.9, 91.2) 0.608 <0.001

DRpss: Diabetic retinopathy diagnosis by EyeWisdom®DSS; DRycs: Diabetic retinopathy diagnosis by EyeWisdom®MCS; NPDR: non-proliferative diabetic retinopathy; PDR: proliferative diabetic

retinopathy; AUC: area under the curve; PPV: positive predictive value; NPV: negative predictive value.
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ing result was positive, the probability of DR was 87.5%, and
when the screening result was negative, the probability of
participants not suffering from DR was 86.3%. For EyeWis-
dom®MCS, when the screening result was positive, the prob-
ability of DR was 93.5%, and when the screening result was
negative, the probability of participants not suffering from
DR was 73.0%. Our sensitivity was similar to that found in
He et al’s study [23], in which the sensitivity of Al software
(Airdoc, Beijing, China) was 90.8%. Another study by Rajalak-
shmi et al. reported that EyeArt smartphone-based Al soft-
ware showed 95.8% sensitivity and 80.2% specificity for
detecting DR. The kappa agreement between EyeArt and the
ophthalmologist grading for DR was 0.78 and for PDR it was
0.53 [25]. EyeWisdom has two systems: EyeWisdom®DSS
has the advantage in detecting “DR” and EyeWisdom®MCS
is good at detecting “no DR”. Thus, it is necessary to build a
new synthetic deep-learning Al system based on the algo-
rithms of both EyeWisdom®DSS and EyeWisdom®MCS that
can detect both “DR” and “no DR” effectively.

Undoubtedly, some limitations of this study should be
noted. First, although EyeWisdom can diagnose and grade DR
through an Al algorithm, it is not suitable for some patients.
For example, it is not possible to obtain fundus photographs
from some DM patients due to their small pupils or poor image
quality from the opacity of cataracts. Second, EyeWisdom
completes the diagnosis and grading according to the location
and number of typical fundus lesions, such as retinal hemor-
rhage, micro angioma, and hard exudation. For retinal hemor-
rhage or neovascularization caused by other diseases,
EyeWisdom cannot make a differential diagnosis. Third, the
study participants were DM patients at the Fundus Disease
Center, most of which had developed eye-related symptoms
or retinopathy. Therefore, the prevalence and diagnostic effi-
cacy found in this study may not be representative for all DM
patients. Finally, the sample size was relatively small and the
patients were from a single hospital; therefore, future studies
should be conducted with larger samples and field settings.

Measures can be taken to address these limitations in the
future. For example, the Al algorithm can be optimized to
enable the system to make a differential diagnosis by taking
into account more detailed information, such as disease his-
tory indicators, duration of disease, and pathological charac-
teristics. For patients with a smaller pupil, manual
photography after mydriasis and then transmission of the
image to EyeWisdom®DSS and EyeWisdom®MCS may be
suitable. Where mydriasis cannot be photographed, scanning
laser ophthalmoscopy is currently used for DR diagnosis.

In conclusion, the prevalence of DR, NPDR, and PDR was
high in patients with DM. On the one hand, EyeWisdom®DSS
is more proficient at identifying DR, but its DR-classification
accuracy is relatively poor. EyeWisdom®MCS, on the other
hand, is better at identifying the absence of DR. Although
the classification efficacy of EyeWisdom is poor, it has the
benefits of economy, simple operation, convenient image
transmission, and remote guidance. With the development
of the Internet and 5G technology, using Al to diagnose DR
will undoubtedly save significant manpower and financial
resources in countryside or rural district and help to make
population screening for DR more affordable [26,27]. There-
fore, the system can not only provide a diagnostic platform

for community clinics and countryside areas in developing
countries, but it can also help establish a large-scale Al-
based screening model for DR. It can also play an important
auxiliary role in improving the awareness, treatment, and
monitoring of disease progression of patients in developing
countries, especially in rural areas.
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