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Table 1: Baseline characteristics Figure 1: Number of participants with DR/DR
progression at baseline and year one

Objective

Participants | Participants All

To assess the prevalence and progression of diabetic with DR without DR | participants

retinopathy (DR) among patients with diabetes mellitus Characteristic (n=84) (n=118) (n=202)

(DM) in Masvingo, Zimbabwe; determine the baseline Age (years), mean (SD) | 5750 (11.43) | 55.99 (13.38) | 56.62 (12.60)

variables associated with DR and its progression over [ ]

one year; and assess the feasibility of embedding Sex, n (%)

digital fundoscopy (DF) as a screening method for DR Female 69 (8214) 88 (74.58) 157 (77.72) 118 did not

) ) : 84 had DR

in this setting. have DR

Male 15 (17.86) 30 (25.42) 45 (22.28)
k d Number of years since l v l l l
Bac grounn DM chiagnosie. moan (6p) | 793(650) | 637(6.85) | 7.02(674)
: : : : : 11
- Diabetic retinopathy (DR) is estimated to affect 22.3% of 8 10 di
- TORGE - - - Triglycerides (mg/dL), progressed || 51 it not 13 rogressed did not

particularly high reported prevalence of 35.9% in Africa, severe form|| Progress || regressed || to ngg having DR

a figure projected to rise through 20303 LDL (mg/dL), mean (SD) | 106.6 (39.70) | 10312 (37.60) | 104.55 (38.42) of DR
- DR is a leading cause of blindness; early diagnosis HbA1C

enables effective DM management to prevent DR . No

orogression and adverse outcomes.*® %, mean (SD) 7.67 (2.51) 713 (3.06) 7.35 (2.85) DR
° Many underserved communities lack access to SIS L, TSN 60 o4 o7 Raw dataset included 204 patients. One patient was excluded from the data analyses due to age

Screening programmes. <18 years, and one was excluded due to the number of years since their DM diagnosis being larger

Three patients had missing data for LDL at baseline. than their age.

- Digital fundoscopy (DF) offers a well-established,
non-invasive screening method for early detection that is .
easy to operate by non-specialist physicians.® Figure 2

A. Unadjusted association of baseline variables with DR at baseline
Methods

Decreased odds of DR progression Increased odds of DR progression

- In this observational study (2019-2021), 202 patients with < >  OR(95%Cl)
DM aged >18 who routinely attended Masvingo Provincial Age, years 1.01(0.99, 1.03)
Hospital, Zimbabwe, were screened for DR presence and Male sex (vs female sex) 0.64 (0.31, 1.26)
. . : bl Type Il DM (vs type | DM) 1.02 (0.37, 2.92)

severity using DF at baseline and one year (I'able 1). | , ,

Number of years since DM diagnosis 1.03 (0.99, 1.08)
- Images were sent to a remote ophthalmologist Insulin only (vs oral medications only) 1.32 (0.55, 318)
Oral medications and insulin (vs oral medications only) 0.72 (0.03, 7.68)

for diagnosis.

Elevated (vs normal) 113 (0.57, 2.21)

|

. I i ISti I i iati Total cholesterol, mg/dL:
Univariable logistic regressmn exgmlngd assoc.:latlons g High (vs normal 2.01(0.85, 4.57)
between demographics and medical history with DR, Borderline high | ) 1.33(0.63, 2.85)
. . . . Trial cerides,m /dL: ordaeriine nign (vs norma . 0o, Z.
followed by a multivariable model adjusting for DM gly 9 High or very high (vs normal) A 0.46 (0.21, 0.95)

type, number of years with DM, total cholesterol, and

haemoalobin Alc (HbA1C) HDL, mg/dL: Low HDL (vs optimal/normal) I 1.77 (0.83, 3.82)
9 . LDL. ma/dL: Borderline high (vs normal or near optimal) 0.57(0.22, 1.34)
1 » moret High or very high (vs normal or near optimal) ﬂ 1.22 (0.46, 3.19)
Resu tS HbA1C. %: Elevated (vs normal) r * 3.35 (118, 10.35)
. At baseline, 84 (41.6%) participants were diagnosed with High (v normab | | | | | | | 19084289
DR (Figure 1). 0.0 0.5 1.0 15 2.0 25 3.0 3.5 4.0
- At year one, among 84 with baseline DR, DR progressed
in 11 participants and regressed in 13; among 118 without B. Adjusted association of baseline variables with DR at baseline
baseline DR, eight had developed DR at year one — an
annual incidence of 6.8% (Figure 1). Decreased odds of DR progression Increased odds of DR progression

> OR (95% ClI)

levels (Figure 2A, Figure 2B), as well as low density Elevated (vs normal) 110 (0.54, 219)
. . . . . . Total cholesterol, mg/dL: ' U
lipoproteins (Figure 2B); however, the relationship High (vs normal) 216 (0.90, 5.33)

<
- Elevated levels of HbAlc were associated with R 1.01(0.99, 1.04)
. . o . . e, years . 99, 1.
significantly increased odds of DR at baseline Male sex (vs fe,ialgsex) 0.62 (0.29, 1.26)
(Figure 2A, Figure 2B). Type Il DM (vs type | DM) 122 (0.42, 3.71)
. . . . . Number of years since DM diagnosis 1.03 (0.98, 1.07)
- High levels of triglycerides werg associated with Insulin only (vs oral medications only) 215 (0.37, 16.82)
decreased odds of DR at baseline compared to normal Oral medications and insulin (vs oral medications only) 0.87(0.04, 9.74)
R

i 7,8

between these and DR varies across research. Higlycerides, ma/dL: Borderline high (vs normal) 111(0.49, 2.49)
. Logistic regression for DR progression was not conducted High orvery high (vs normal) 0.37(015,0.84)

due to the small number of participants with this outcome; HDL, mg/dL: Low HDL (vs optimal/normal) 1.63 (0.72, 3.68)

further research is required to explore the factors LDL, mydL: Borderline high (vs normal or near optimal) * 043 (0.03, 0.50)

associated with DR prog ression. ’ . High or very high (vs normal or near optimal) * = 0.11(0.02, 0.58)
. The mean turnaround between image capture and clinical HbA1c, %: Elevated (vs normal) ' 3.43(118,10.83)

. - . High (vs normal) 1.56 (0.83, 2.93)
report availability at baseline (36.16 days) and year one | | | | | | | | |
(18.89 days) were aligned with global guidelines.® " 0.0 0.5 1.0 1.5 2.0 2.5 3.0 3.5 4.0

The lab values were categorised as follows: total cholesterol (normal, <200 mg/dL; elevated, 200-239 mg/dL; high, 2240 mg/dL), triglycerides (normal, <150 mg/dL; borderline high, 150-199 mg/dL; high

or very high, 2200 mg/dL), HDL (low, <40 mg/dL; optimal/normal, 240 mg/dL), LDL (optimal or near optimal, <130 mg/dL; borderline high, 130-159 mg/dL; high or very high, >160 mg/dL), creatinine (normal,
<125 umol/L; elevated, 125-199 umol/L; high, 2200 pmol/L), and HbA1c (normal, <7.0%/<53 mmol/mol; elevated, 7.0-7.9%/53-63 mmol/mol; high, >8.0%/>64 mmol/mol). ORs for patients with elevated or high
creatinine could not be estimated due to the small number of patients observed in these groups. For Figure 2B, adjusted associations were adjusted for DM type, number of years since DM diagnosis, total

COHClUSiOnS cholesterol and HbA1c. *p<0.05.

ngh DR rates In MGSVIHgO hlgh“ght the need fOI’ Abbreviations: pmol: micromole; Cl: confidence interval; DF: digital fundoscopy; dL: decilitre; DM: diabetes mellitus; DR: diabetic retinopathy; HbA1c: haemoglobin Alc; HDL: high-density lipoprotein; L: litre;
increased Screening and healthcare resources in this LDL: low-density lipoprotein; mg: milligram; mmol: millimole; mol: mole; OR: odds ratio; SD: standard deviation.

setting; integrating DF into standard practice would be
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future healthcare provision strategies in Zimbabwe.
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