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BACKGROUND AND AIMS RESULTS
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67 controls (95 eyes) with clinical assessment of DR grade (confirmed by retina
specialist) and pptlcal coherence .tomc.)graphy (OCT) and angiography (OCTA) at time. Subjects are arranged by average LogMAR within each DR grade and darker colors are used to SUMMARY AND CONCLUSIONS

Byers Eye Institute, Stanford University, between December 2017 and October indicate a worsening of visual acuity. The pattern indicates an association between severity of DR grades

2018. We used custom scripts to extract patient demography, past medical and visual acuity: DRO subjects have fewer cases of LogMAR > 0.50 as compared to other DR grades.
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Figure 3. A. Heatmap illustrating visual acuity of individuals within each diabetic retinopathy grade over

We performed a case-control retrospective study of 197 adults and 313 eyes of
patients with diabetes mellitus and healthy controls and analyzed 45,221 data
points of clinical blood laboratory values and over 100 ophthalmic functional
and structural parameters per eye, including optic disc and macular retinal
microvascular measurements and found:

multiple follow-up measurements over 4-7 years) using the Stanford IRIS Registry

((Intelligent Research in Sight) database, the nation's first comprehensive eye
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Figure 2. Flowchart of ophthalmic imaging analysis in patients with diabetic mellitus.



