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ABSTRACT

Multimodal Large Language Models (MLLMs) have achieved remarkable progress
in domains such as visual understanding and mathematical reasoning. However,
their application in the medical domain is constrained by two key challenges:
(1) multimodal medical datasets are scarce and often contain sparse information,
limiting reasoning depth; and (2) Reinforcement Learning with Verifiable Rewards
(RLVR), though effective in general domains, cannot reliably improve model
performance in the medical domain. To overcome these challenges, during the
supervised fine-tuning (SFT) stage, we incorporate high-quality textual reasoning
data and general multimodal data alongside multimodal medical data to efficiently
enhance foundational medical capabilities and restore the base model’s reasoning
ability. Moreover, considering that there are some multimodal medical datasets
with sparse information, we further synthesize reflective-pattern-injected chain-of-
thought (CoT) in addition to general CoT samples, equipping the model with initial
reflective reasoning capabilities that provide a structured foundation for subsequent
RLVR training. Finally, we introduce our InfiMed-Series models, InfiMed-SFI-3B
and InfiMed-RL-3B, both of which deliver state-of-the-art performance across
seven multimodal medical benchmarks. Notably, InfiMed-RL-3B achieves an
average accuracy of 59.2%, outperforming even larger models like InternVL3-
8B, which achieves 57.3% Specifically, during the SFT phase, we utilized 188K
samples, while the RLVR phase incorporated 36K samples, demonstrating the
efficacy of both training strategies in achieving superior performance. We also
conducted a series of extensive experiments, which provide valuable insights that
contribute to advancing the performance of MLLMs in medical scenarios.

1 INTRODUCTION

The rapid development of multimodal large language models (MLLMs) in recent years has marked a
transformative phase in artificial intelligence, driving substantial progress across diverse domains.
Notably, MLLMs have achieved significant breakthroughs in areas such as object recognition (Yin
et al.| 2025} [Liu et al., |2025d)), mathematical reasoning (Zhuang et al., 2025} |Peng et al.| 2024; |Liu
et al.,2025b)), and graphical user interface (GUI) interaction (Liu et al., 2025a; |Luo et al., 2025} Qin
et al.| 2023)), largely attributable to the availability of abundant high-quality multimodal datasets. In
contrast, the medical domain remains particularly challenging due to the scarcity of high-quality
multimodal data, which severely limits the performance of MLLMs in medical scenarios.

To enhance the medical reasoning capabilities of MLLMs, prior work has primarily relied on large-
scale, domain-specific supervised fine-tuning (SFT). For instance, LLaVA-Med (Li et al., [2023))
directly utilizes the PMC-15M (Zhang et al.l 2023b) dataset for medical concept alignment and
instruction following. However, its performance is constrained by the inherent noise of the dataset and
the limited amount of reasoning information it provides. Recent studies, such as MedGemma (Sel-
lergren et al., 2025), collect larger and higher-quality medical datasets that cover both textual and
multimodal modalities, aiming to further enhance the general medical capabilities of MLLMs. While
SFT can be effective, it is highly data-intensive and mainly focuses on memorizing training data (Chu
et al.,|2025). Building on the success of DeepSeek-R1 (Guo et al.| 2025), Reinforcement Learning
with Verifiable Rewards (RLVR) has shown significant improvements in exploration and general-
ization for multimodal tasks (Zhang et al., 2025} |Liu et al.,[2025a3c). RLVR, which often includes
a ’cold-start” phase in (MLLMs)(Huang et al., [2025] Peng et al., 2025} |[Liu et al., [2025a)), is also
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Self-Reflective Answer:
The arrow in image b is pointing o a structure that appears to be a **suprapatellar synovial recess**. This is a normal anatomical structure that ‘

connects the suprapatellar pouch to the main joint space and is often visualized on MRI.\n\n\boxed{A}\n Wait, perhaps we could consider it from a
different perspective. Let's re-evaluate the problem step by step o ensure accuracy.\nTo determine what the arrow in image b indicates, let's
analyze the provided information and the labeled images:\n\n1. **Image b** shows a sagittal view of the knee joint.\n2. The arrow in image b is
pointing o a specific area near the patella and the femur.\n3. The structures visible in the image include the femoral cortex, the synovial membrane,
and other soft tissues.\n\n### Analysis of the Options:\n- **A: Suprapatellar Synovial Recess** \n The suprapatellar synovial recess is the space ®

SFT Model with
Enhanced -Exploration

above the patella where the synovial membrane extends. It is typically seen as a packet of fluid or enhancement on MRT. \n\n- **B: Femoral Cortex**
\n The femoral cortex is the dense, compact bone of the femur. It is usually well -defined on MR, especially in the sagittal view. The arrow does not
seem to be pointing directly to the cortex but rather to an area that includes soft tissue structures.\n\n- **C: Venous Malformation** \n Venous
malformations typically appear as areas of low signal infensity on Ti-weighted images and high signal intensity on T2-weighted images. While the arrow @ ©)
could potentially indicate a mass or abnormality, there is no specific indication that this is a venous malformation based solely on the information ©)
provided.\n\n- **D: Synovial Tnvolvement** \n Synovial involvement refers to abnormal enhancement or thickening of the synovia | membrane, often
seen in inflammatory conditions like arthritis. The arrow could be indicating synovial thickening or enhancement, which would be consistent with the
anatomy near the joint.\n\n### Conclusion:\nGiven that the arrow is pointing to an area near the knee joint where the synovial membrane is located, oo o O
and considering the context of the question, the most likely answer is:\n\n\boxed{D}

Figure 1: Left: Comparison of information-sparse and reflection-enriched, information-dense outputs.
Right: A model with Enhanced Exploration (bottom) generates a broader, more effective search
space, while Limited Exploration (top) results in a narrower, less efficient search.

beginning to find notable applications in medical scenarios (Su et al.} 2025} Xu et al} 2025} [Pan et al.|
2025).

Despite these ongoing efforts, existing approaches still exhibit notable limitations, which can be
summarized into two key challenges. First, the scarcity of high-quality multimodal medical datasets
remains a bottleneck: most existing datasets suffer from sparse information and contain limited
explanatory information, which hinders effective model training and results in poor reasoning
performance, as shown in Figure[I] Second, although RLVR has been shown to substantially enhance
model performance in other domains, its application in medical scenarios remains underexplored.
Existing work either lacks extensive exploration across broad benchmarks (Pan et al.,[2025} [Su et al}

2025)) or fails to effectively improve model performance (Xu et al., 2025)).

To address the challenges mentioned above, during the SFT stage, we leverage not only multimodal
medical data but also general multimodal data to preserve the model’s visual perception capabilities,
while integrating medical textual data to enhance its domain-specific knowledge. Additionally, we
introduce a novel synthesis of reflective-pattern-injected chain-of-thought (CoT) data, effectively
addressing the information sparsity present in certain multimodal medical datasets. This approach
could also provide a more robust exploratory foundation for subsequent RLVR, enabling a cold-
start method with limited resources. Building upon this, we train our InfiMed-SFT-3B model on
188K samples, equipping it with both fundamental reasoning and reflective patterns. We then apply
RLVR on top of InfiMed-SFT-3B using 36K samples to obtain InfiMed-RL-3B, further enhancing
its exploration capabilities and generalization performance. Extensive experiments show that our
InfiMed-series models set new SOTA performance across multiple multimodal medical benchmarks,
outperforming similarly-sized models like MedGemma-4B-IT and larger models such as InternVL3-
8B, demonstrating the effectiveness of our reflective SFT and RLVR approach. We also investigated
the impact of data composition and reasoning strategies through a series of exploratory experiments,
yielding valuable insights for the advancement of medical MLLM applications.

In summary, the key contributions of our work are as follows: (1) We synthesize reflective-pattern-
injected CoT data, equipping the model with initial reflective capabilities and a stronger cold-start
foundation for subsequent RLVR. (2) We employ a low-resource SFT with 188K samples, enabling
the model to develop robust reasoning, comprehension, and reflective patterns. Subsequently, RLVR is
applied with 36K samples, effectively boosting the model’s exploration capabilities and performance.
(3) We introduce the InfiMed-series models, InfiMed-SFT-3B and InfiMed-RL-3B, which achieve
SOTA performance among 3B-level MLLMs, with InfiMed-RL-3B outperforming models like
MedGemma-4B-IT by 7.64%, and remain competitive even against 7B-level models.

2 RELATED WORK

2.1 MEDICAL MULTIMODAL LARGE LANGUAGE MODELS

In recent years, MLLMs have evolved rapidly and achieved remarkable progress across a wide
range of domains, attracting increasing interest in their potential applications within the medical



Under review as a conference paper at ICLR 2026

field (AlSaad et al.| [2024). Extensive research efforts have been devoted to enhancing MLLMs’
ability to integrate heterogeneous medical data to support critical dimensions in healthcare. Inspired
by the success of medical LLMs like HuatuoGPT (Zhang et al., [2023a)), Apollo (Wang et al., |2024)),
and Med-PalLM series (Singhal et al.| 2023} |2025)), recent efforts have increasingly focused on
extending LLM capabilities to multimodal medical. LLaVA-Med (Li et al., [2023) introduces a
biomedical-specialized large language-and-vision model trained on a curated figure-caption dataset
with self-instructed instruction-following data. The model highlights the potential of cost-efficient
training strategies for domain-specific MLLMs. MedGemma (Sellergren et al., [2025) has shown
strong generalization across medical vision-language and text-only tasks, demonstrating advanced
medical understanding and reasoning on multimodal data. Lingshu (Xu et al., 2025)) proposed
a domain-specialized multimodal foundation model for medical, supported by a curated dataset
enriched with medical VQA, CoT reasoning, and report annotations. And they also introduced a
unified evaluation framework (MedEvalKit) for standardized benchmarking across medical tasks.
While prior work has made notable progress in adapting MLLMs to the medical domain, many
approaches depend on large model sizes and substantial computational resources, which limit their
accessibility and scalability. In contrast, our work focuses on developing lightweight medical
MLLMs that achieve strong performance with significantly fewer resources. By integrating high-
quality multimodal SFT and RLVR, we show that smaller models can outperform larger counterparts
across a wide range of medical benchmarks.

2.2 REASONING IN MEDICAL LARGE LANGUAGE MODELS

Interpretable reasoning remains a central desideratum in medical Al, with recent efforts exploring
CoT prompting (Wei et al.,2022) and program-based logic (Chen et al.|[2022) modeling. Although
these approaches have shown potential, they typically rely on costly expert-curated annotations (L1
et al.,|2024b), which limits their scalability in real-world clinical settings. RL offers a compelling
alternative by enabling emergent reasoning capabilities without requiring explicit supervision, as
demonstrated by recent models such as DeepSeek-R1 (Guo et al.| [2025), which achieve notable
improvements in reasoning with rule-based reward. Building on this paradigm, RLVR has been used
to improve reasoning reliability, with Group Relative Policy Optimization (Shao et al2024)) known
for its efficiency and good performance. This method is now increasingly used to train MLLMs
to improve their reasoning ability (Meng et al., 2025; |Wang et al.| 2025} [Tan et al.| [2025)). With
the success of RLVR, several work leverages it on medical MLLMs. MedVLM-R1 (Pan et al.|
2025) employs RLVR to explicit reasoning in medical VQA, achieving strong performance and
generalization. Its emphasis on reasoning highlights the role of RL in enhancing transparency and
trustworthiness in clinical Al systems. GMAI-VL-R1 (Su et al.l2025) explores RLVR to enhance
reasoning and reflection in multimodal medical models. By introducing a multi-agent reasoning data
synthesis framework, the model outperforms prior models on some complex tasks. Lingshu (Xu et al.,
2025)) also leverages an RLVR paradigm, achieving strong performance across medical VQA, report
generation, and text-only QA. Despite these promising advances, prior work has been limited in its
exploration of the RLVR stage. Existing studies either focus on a narrow set of benchmarks or fail to
consistently improve the performance of the SFT model. In contrast, our work not only successfully
enhances model performance during the RLVR stage but also conducts extensive experiments to
analyze the improvements brought by RLVR. Additionally, we perform case studies comparing the
outputs of the SFT and RLVR models, aiming to provide new insights into this stage for multimodal
medical large language models.

3 METHODOLOGY

In this section, we outline our methodology for advancing multimodal medical understanding and
reasoning through RLVR with a self-reflective cold start, which is depicted in Figure 2] Our
approach unfolds in two stages: (1) A cold start phase, in which we uniquely integrate general
multimodal data with medical text reasoning data to simultaneously enhance image understanding
and restore fundamental reasoning skills. Crucially, to address the information sparsity of existing
medical datasets, we further synthesize both distilled CoT and self-reflective CoT for SFT, thereby
establishing a richer and more exploratory reasoning foundation. (2) A RLVR phase, which enables
the model to explore a wider spectrum of reasoning trajectories, thereby producing more robust and
clinically faithful multimodal reasoning.



Under review as a conference paper at ICLR 2026

SFT Data Source  formatin B SFT with Reflective Format Reward ~ Accuracy Reward Refarence — forward
” - Data 1/ -Pattern-Injected <thinko...\think> String-Based 63 " 2] backnard
Powerful - <answer>..<\answer> Multi-Choice Question |\ €&% = = backwar
[} General knowledge \

L-
—

48 Reasoning Ability

—g & Reflective-pattern Multimodal @ O
Multimodal Multimodal General Quer‘y ®
General Data Medical Data CoT §
=
<
z
9 an::ye :fv\tamm A during pregn- % Reflective u - B =
G (- pattern & 5 &
A. 600 mg B. 800 mg ¥ njected CoT J InfiMed-SFT, s 8
C.950 mg D. 350 mg D g %
- o >
& 8

\°

Text Medical Data InfiMed-RL

Figure 2: The overall training process of InfiMed-Series models.
3.1 REFLECTIVE-INJECTED SUPERVISED FINE-TUNING

As mentioned above, since SFT constitutes the foundation for subsequent RLVR, we incorporated not
only general multimodal data but also text-based medical reasoning data during SFT to strengthen the
model’s fundamental multimodal understanding and reasoning capabilities (Sellergren et al.| 2025}
Xu et al., [2025). However, several existing multimodal medical SFT datasets suffer from insufficient
informational richness. For instance, multiple-choice question datasets often only provide the final
choice and always lack explicit explanation. To address this limitation, in addition to only generating
conventional CoT data to supplement the missing information, we further construct reflective-pattern-
injected CoT data, enabling the model to develop more comprehensive and self-corrective reasoning
capabilities (Cheng et al.| 2024).

The core premise of reflective-pattern-injected is that directly exposing the model to a spectrum of
reasoning trajectories, including correct, partially inconsistent, and subtly flawed chains, encourages
the development of self-evaluation and error-correction mechanisms.

Formally, given a multimodal medical question ¢, whose original response consists of insufficient
information, consisting of a textual task instruction z and one or more images Z, i.e. ¢ = {x,Z}.
We utilize a powerful MLLM (e.g., Qwen2.5-VL-32B (Bai et al., [2025)) to generate a batch of
candidate responses {y; }. Subsequently, leveraging rejection sampling, we partition these candidates
into two disjoint subsets: {yl }, corresponding to correct responses, and {y; }, corresponding to
incorrect responses. For the correct responses {y;" }, we further engage a more advanced MLLM
(e.g., Qwen2.5-VL-72B (Bai et al., 2025))) to evaluate each response across multiple dimensions,
including clinical accuracy, logical reasoning, factual correctness, and completeness.

Finally, we synthesize a reflective-pattern-injected CoT by combining one of the highest-quality
responses from {y;"} with a randomly selected response from {y; }, thereby creating a novel training
instance that emphasizes both reasoning and error-awareness. More details of the reflective-pattern-
injected CoT synthesis can be found in the Appendix [A.2]

3.2 REINFORCEMENT LEARNING WITH VERIFIABLE REWARDS

3.2.1 OVERALL PROCESS OF RLVR

After the SFT stage with reflective-pattern injection, we use Group Relative Policy Optimization
(GRPO) in the RLVR phase to improve stability, building on the method from Deepseek-R1 (Guo
et al., [2025). GRPO computes advantages by generating multiple responses for the same query,
removing the need for an explicit critic model.

We formally denote the model after the SFT stage with reflective-pattern injection as 7y, the policy
model in RLVR. Given a multimodal medical query g, the policy model 7y, (prior to parameter
updates) generates a set of G candidate responses {ol} ~,. For each response o;, a rule-based
reward function R(o, gt) is used to evaluate its quality and assign a score r;, where gt denotes the
ground-truth answer. Based on the collection of rewards {r;}$ ,, the group-relative advantages
{A;}$,, which quantify the relative quality of responses within the batch, can be calculated as:

r; —mean({ry,r2,...,7G}) 60
std({h,?“z, R 7TG})

where mean(-) indicates the average value, and std(-) refers to the standard deviation.

A; =
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Based on the above group-relative advantages, GRPO updates the policy by maximizing the expected
advantage-weighted likelihood ratio. The optimization objective can be formulated as:

G
1 &1
Tarp0(0) = By p(Q), (0,15, oy (Ol 5 D Torl
i=1 "

[oi]
3 {min [WAi,clip <7T9(0|q> 1—e1+ e> Az} — BDy1 [wawref]} .

=1 T4 (Oi |q) T o1 (Oi |Q) ’

where the additional Kullback—Leibler term Dxy. [mg|| ] is applied to penalize divergence from the
reference policy model 7, thereby helping to maintain training stability.

3.2.2 RULE-BASED REWARD CONSTRUCTION

Considering the reward function R(o, gt) aims to guide the policy model to learn a suitable and
correct reasoning trajectory, we design our total reward ?;,:4;, Which integrates assessments of both
output format correctness and accuracy:

Rtotal(07 gt) = Wformat * anrmat(o) + Wacc - Raccuracy(oa gt), (3)

where Riormat(0) denotes the reward for the correctness of the output format and ¢ denotes the reward
for the accuracy of the output o; relative to the ground-truth result. The non-negative coefficients
Weormat AN Wyee serve as hyperparameters weighting the relative contribution of the two components,
with Weormar + Waee = 1.

The format reward Rpoma(0) assesses whether the output of the policy model 7y satisfies the
predefined format. Notably, Riyma(0) € {0,1}, where Rgyma(0) = 1 if all specified format
requirements are satisfied; otherwise, Reomai(0) = 0. Specifically, it verifies two primary aspects:

* Thinking Progress: We evaluate whether the model correctly presents its reasoning process
according to a predefined format. Specifically, the model may be required to encapsulate its
reasoning process and final answer within designated tags.

* Final Answer Format: We examine whether the model outputs an explicit final answer, with
particular attention to cases where the instructions related to query q require such a response.

The accuracy reward Raccuracy(o, gt) evaluates the correctness of the model output o relative to the
ground truth of query ¢. Importantly, Raccuracy (0, gt) is defined only when the output meets the format
constraint, i.e., Riymat(0) = 1; otherwise, it is zero. This design ensures that the model generates
well-structured outputs before being evaluated for correctness. When Riorma(0) = 1, the computation
of Raccuracy (0, gt) depends on the task-specific ground-truth format. The two main tasks’ reward
functions are as follows; others are presented in the Appendix

* String-based Tasks: For textual answers, Raccuracy (0, gt) is computed by normalizing both the
model output and the ground truth (e.g., lowercasing, removing redundant spaces). This function
evaluates the extracted answer from the output o, denoted as 0,5, by comparing it to the ground
truth answer gt. We use the Jaccard function to measure the similarity between o,,,s and gt. The

Jaccard function can be formulated as: Jaccard(oas, gt) = %.

* Multiple-Choice Questions: For tasks that require selecting an option from a predefined set,
Raccmcy(o, gt) is calculated by directly comparing the model’s extracted predicted answer, 0y,
with the correct ground truth option, gt. A match results in a reward of 1, while a mismatch yields

a reward of 0.

4 EXPERIMENT

In this section, we present the experimental setup used to train and evaluate our proposed InfiMed-
series models, which are built upon Qwen2.5-VL-3B-Instruct (Bai et al.| |[2025). We detail the
implementation process, outline the evaluation benchmarks, and provide a comprehensive comparison
with SOTA models. Furthermore, we analyse the impact of our training recipe to better understand
its contributions to overall performance. We also aim to address the following research questions.

* RQ1: How do the InfiMed-Series models perform compared with other MLLMs across various
medical benchmarks?
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Figure 3: Overview of the training samples for the InfiMed series models in the reflective-injected
SFT and RLVR stages.

* RQ2: How different data types influence SFT and RLVR performance?

* RQ3: Does reasoning really enhance performance in medical tasks?

* RQ4: How do models trained with self-reflection via SFT compare to RLVR-optimized models in
their quality and reliability of medical responses?

4.1 EXPERIMENTAL SETUP

Models. We conduct a comprehensive comparison across a wide range of models. The models include:
(1) Proprietary models: GPT-series models (Achiam et al., 2023)), Claude Sonnet 4 (Anthropicl 2025),
and Gemini-2.5-Flash (Comanici et al., [2025); (2) General open-source models: Qwen2.5-VL series
models (Bai et al., [2025)) and InternVL series models (Chen et al., [2024c}; [Zhu et al., 2025); (3)
Medical open-source models: MedVLM-R1-2B (Pan et al.} 2025), MedGemma-4B-IT (Sellergren
et al.}|2025)), LLaVa-Med-7B (Li et al.| 2023, HuatuoGPT-V-7B (Chen et al.|[2024b), Lingshu-7B (Xu
et al.| 2025), BioMediX2-8B (Mullappilly et al., [2024).

Datasets. During the reflective-injected SFT stage, we utilize a total of 188K samples from three
categories: (1) multimodal general data, (2) multimodal medical data, and (3) text-based medical data.
In the RLVR stage, we utilize 36K multimodal medical datasets and multimodal general datasets. An
overview of the training datasets is provided in Figure[3] The detailed description of the datasets is
provided in the Appendix [A.4]

Evaluation Benchmark We adopt seven widely used multimodal medical benchmarks: MMMU-
Health&Medicine MMMU-H&M) (Yue et al.,[2024), VQA-RAD (Lau et al][2018)), SLAKE (Liu
et al.| [2021)), PathVQA (He et al., 2020), PMC-VQA (Zhang et al.,|2023c), OmniMedVQA (Hu
et al.| 2024)), and MedXpertQA (Zuo et al.,[2025). These benchmarks span a wide range of imaging
modalities, including X-ray, CT, MRI, PET, ultrasound, and pathology. Collectively, they form a
comprehensive evaluation framework for assessing both reasoning ability and proficiency in general
medical knowledge. A detailed description of these benchmarks is provided in Appendix

Additional experimental setup details are provided in Appendix [A.4]

4.2 RESULTS ON VARIOUS MEDICAL BENCHMARKS (RQ1)

Table [I] presents a comprehensive comparison of different MLLMs across seven diverse medical
vision-language benchmarks. Among all models, proprietary closed-source models (e.g., GPT-5,
Gemini-2.5, Claude) consistently outperform both general-purpose and medical-domain open-source
models, achieving the highest average accuracy (e.g., 70.0% for GPT-5). These models set a
strong upper bound, particularly excelling on complex benchmarks such as MMMU-H&M and
MedXpertQA, indicating their superior reasoning and image understanding capabilities.

Furthermore, comparisons with existing open-source models show that the InfiMed-series mod-
els offer significant performance advantages. Both InfiMed-SFT-3B and InfiMed-RL-3B notably
outperform other models of similar scale, achieving average accuracies of 57.1% and 59.2%, respec-
tively, across seven multimodal medical benchmarks. We also notice that MedVLM-R1-2B achieves
77.7% on OmniMedVQA, primarily because its training dataset may overlap with a portion of the
OmniMedVQA benchmark.
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Table 1: Performance comparison of different MLLLMs across various medical vision-language
benchmarks. Results of comparison of InfiMed-series models with other MLLMs on medical multi-
modal benchmarks. MMMU-H&M, OMVQA, and MedXQA denote MMMU-Health&Medicine,
OmniMedVQA, and MedXpertQA-Multimodal, respectively. The best results among models in the
2-4B parameter are bolded.

M . Accuracy (%)
odel Size

MMMU-H&M VQA-RAD SLAKE PathVQA PMC-VQA OMVQA MedXQA Avg.
Proprietary Models
GPT-5 - 83.6 67.8 78.1 52.8 60.0 76.4 71.0 70.0
GPT-5-mini - 80.5 66.3 76.1 52.4 57.6 70.9 60.1 66.3
GPT-5-nano - 74.1 55.4 69.3 45.4 513 66.5 45.1 58.2
GPT-4.1 - 75.2 65.0 722 55.5 55.2 75.5 452 63.4
Claude Sonnet 4 - 74.6 67.6 70.6 54.2 54.4 65.5 43.3 61.5
Gemini-2.5-Flash - 76.9 68.5 75.8 55.4 55.4 71.0 52.8 65.1
General Open-source Models
Qwen2.5VL-3B 3B 51.3 56.8 63.2 37.1 50.6 64.5 20.7 49.2
Qwen2.5VL-7B 7B 54.0 65.0 67.6 44.6 51.3 63.5 21.7 525
InternVL2.5-8B 8B 53.5 59.4 69.0 42.1 51.3 81.3 21.7 54.0
InternVL3-8B 8B 59.2 65.4 72.8 48.6 53.8 79.1 22.4 57.3
Medical Open-source Models
MedVLM-R1-2B 2B 35.2 48.6 56.0 325 47.6 717 20.4 454
MedGemma-4B-IT 4B 43.7 49.9 76.4 48.8 49.9 69.8 223 51.5
LLaVA-Med-7B 7B 293 53.7 48.0 38.8 30.5 443 20.3 37.8
HuatuoGPT-V-7B 7B 473 67.0 67.8 48.0 533 74.2 21.6 542
Lingshu-7B 7B 54.0 67.9 83.1 61.9 56.3 82.9 26.7 61.8
BioMediX2-8B 8B 39.8 49.2 57.7 37.0 435 63.3 21.8 44.6
Ours (InfiMed-Series)
InfiMed-SFT-3B 3B 54.7 58.1 82.0 60.6 532 67.0 235 57.1
InfiMed-RL-3B 3B 55.3 60.5 82.4 62.0 58.7 71.7 23.6 59.2

Table 2: Ablation study examining data composition during the SFT stage. A|Data| denotes the
reduction of the training dataset. w/o-general, w/o-text, and w/o-refcot denote versions of the training
dataset without the multimodal general data, textual medical data, and reflective-pattern-injected CoT
data, respectively.

Model A|Data| Accuracy (%)

MMMU-H&M VQA-RAD SLAKE PathVQA PMC-VQA OMVQA MedXQA Avg.
Base Model
Qwen2.5VL-3B - 51.3 56.8 63.2 37.1 50.6 64.5 20.7 49.2

Ablation Study in SFT Stage

InfiMed-SFT-3B - 54.7 58.1 82.0 60.6 53.2 67.0 23.5 57.1
InfiMed-SFT-3B-w/o-general 50k 50.0 60.5 80.5 60.4 51.6 59.7 22.6 55.1
InfiMed-SFT-3B-w/o-text 40k 44.0 61.0 81.6 60.4 51.1 64.7 21.9 54.9
InfiMed-SFT-3B-w/o-refcot 5k 50.0 60.1 81.3 60.5 53.1 64.7 22.8 56.1
Ablation Study in RLVR Stage

InfiMed-RL-3B - 553 60.5 824 62.0 58.7 71.7 23.6 59.2
InfiMed-RL-3B-w/o-general 10k 533 60.7 81.9 61.6 58.3 70.0 23.6 584

Notably, our 3B models outperform some larger 7B and 8B models, such as HuatuoGPT-V-7B
and InternVL2.5-8B, despite their greater scale. Although a gap remains between InfiMed-RL-3B
and Lingshu-7B, our model achieves competitive performance with fewer parameters and using a
low-resource dataset (188K for SFT and 36K for RLVR), compared to Lingshu-7B’s 12M samples,
HuatuoGPT-V-7B’s 1.3M samples, highlighting the efficiency and effectiveness of our training.

Although models such as MedVLM-R1-2B, GMAI-VL-R1-7B (not open-sourced), and Lingshu-7B
provide some evidence that RLVR can be effective after SFT, they either target only a narrow range of
benchmarks or fail to achieve consistent overall gains. By contrast, the 2.1% overall improvement of
InfiMed-RL-3B over InfiMed-SFT-3B, along with consistent gains across seven medical benchmarks,
clearly demonstrates that RLVR not only could enhance model performance in the medical domain
but also complements our SFT phase training, thereby substantiating the effectiveness of RLVR.

4.3 ABLATION STUDY ON DATA COMPOSITION (RQ2)

For the SFT and RLVR stage, we assessed the contribution of each component in our dataset by
conducting an ablation study. For the SFT, we systematically remove specific types of training data,
including general multimodal data, textual medical data, and reflective-pattern-injected CoT data.
The overall detailed results are presented in Table [2| Based on these experiments, we draw the fol-



Under review as a conference paper at ICLR 2026

MMMU-H&M MMMU-H&M MMMU-H&M

/\ VOA-RAD MedXpertQa-MM /\ VQA-RAD

MedXpertQA-MM VQA-RAD MedXpertQA-MM

OmniMedVQA & / SLAKE OmniMedVQA SLAKE OmniMedVQA SLAKE

PMC-VQA PathVQA PMC-VQA PathVQA PMC-VQA PathvQA

(a) Qwen2.5-VL-3B (b) Infimed-SFT-3B (c¢) Infimed-RL-3B
Figure 4: Comparison of direct-answer and reasoning-based prompts on medical benchmarks.

lowing conclusion: Unlike general multimodal tasks, medical multimodal problems are inherently
comprehensive, requiring the integration of textual, visual, and domain-specific knowledge. As a
result, medical training datasets alone are insufficient to ensure robust MLLM performance. A
detailed analysis is provided below:

During the SFT stage, we observe that each data component serves a distinct function. Removing
general multimodal data has a pronounced negative effect on benchmarks like OmniMedVQA, which
require nuanced visual understanding. This suggests that general-domain multimodal examples help
the model interpret complex visual patterns, align visual and textual features, and handle diverse
image information in medical-specific datasets. Excluding textual medical data severely degrades
performance on MMMU-H&M, indicating that such data provides critical domain-specific knowledge,
including medical terminology, clinical reasoning strategies, and structured question-answering
patterns essential for accurate interpretation and reasoning. Even though reflective-pattern-injected
CoT data contains only 5K examples, its removal leads to noticeable declines across most benchmarks,
highlighting its role in enhancing multi-step reasoning and self-reflection for complex or ambiguous
medical questions. Interestingly, VQA-RAD performance slightly increases after removing certain
data, as this older benchmark emphasizes memorization; reducing other data effectively increases the
relative proportion of VQA-RAD examples, yielding a modest gain.

The lower half of Table 2| reports the RLVR ablation, focusing on variants excluding general multi-
modal data. When removed, performance on MMMU-H&M drops below InfiMed-SFT-3B, suggest-
ing that RLVR relying solely on medical multimodal data, which is typically less reasoning-intensive,
reduces overall reasoning capability, leading to lower performance. More ablation studies are
presented in the Appendix [A.5]

4.4 ANALYSIS OF REASONING EFFECTIVENESS IN MEDICAL SCENARIOS (RQ3)

To assess reasoning effectiveness in medical scenarios, we evaluated the model using two prompts:
(1) a direct-answer prompt, where the model is asked to output only the final prediction; (2) a
reasoning-augmented prompt, where the model is encouraged to generate intermediate reasoning
steps before providing the answer. This setup allows us to examine the impact of explicit reasoning.
Results are shown in Figure 4]

Our experiments reveal a consistent trend: explicit reasoning prompts tend to reduce performance
on most medical benchmarks, with two exceptions. First, both InfiMed-SFT and InfiMed-RL
benefit from reasoning on MMMU-H&M. Second, the general-purpose Qwen2.5-VL-3B benefits
on both MMMU-H&M and MedXpertQA-MM. This indicates that explicit reasoning alone does
not universally improve medical-focused MLLMs, even with additional optimization like RLVR.
We attribute the gains on MMMU-H&M and MedXpertQA-MM (for Qwen2.5-VL-3B) to their
reasoning-intensive design requiring multi-step logical deduction and cross-modal integration. For
Qwen2.5-VL-3B, reasoning prompts structure latent knowledge, reduce uncertainty, and guide
coherent intermediate steps. In contrast, InfiMed models have learned efficient, domain-specific
strategies for direct medical answering, and enforcing explicit reasoning can disrupt these pathways,
lowering performance on MedXpertQA-MM. Meanwhile, many other benchmarks are knowledge-
driven, where answers can often be derived directly from visual information or domain expertise.
For such tasks, step-by-step reasoning introduces redundant steps, increases hallucination risk, and
interferes with the streamlined strategies of medically optimized models.
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Question: .
Where in the neck was the soft tissue located? ?‘:’:‘;’: :‘e::"l‘:t‘ompn Tt

A: Left neck compartment (Level IIa) B: Right neck compartment (Level IIa) (Level ITa)
C: Superior neck compartment (Level IIT) D: Inferior neck compartment (Level IV).

Qwen2.5-VL-3B Answer:
$-w¢ Assuming that we are referring fo the images of the brain and neck, without further specification or context, it
% ;b is not possible to determine where the soft tissue was located based solely on these diagnostic images. Medical
L~ ' professionals would typically require additional clinical information, physical examination, and imaging for
«(ﬁ accurate diagnosis. Therefore, none of the options provided (A, B, C, or D) can be confirmed as correct

~ based on the given images alone.

InfiMed-SFT-3B Answer:
Okay, let's see. The question is asking about the location of the soft tissue in the neck based on the image provided. The options are different
compartments of the neck: Level IIa, Level III, Level IV, or Level IIb. First, I need to recall what each neck compartment level refers to. From what
I remember, the neck is divided into four main compartments: Level I is the anterior compartment, Level IT is the lateral compartment, and

d’{.; &) Levels IIT and IV are deeper layers. The image shows a CT scan of the neck. In the image, there's a soft tissue mass visible. Let me try to orient

- P myself. The soft tissue is located in the lateral aspect of the neck, which would be the lateral compartment. Now, the lateral compartment is further

(‘} divided into levels. Level IT is the lateral compartment, and Level IIa is the superficial part, while Level IIb is the deep part. Looking at the image, the

A +R soft tissue appears to be in the superficial part of the lateral compartment, which corresponds to Level ITa. So, the answer should be A: Left neck
compartment (Level IIa). Wait, but the image shows a sagittal view. The soft tissue is in the lateral neck, so it's definitely Level IIa. The other
options don't fit because Level III and IV are deeper, and Level IIb is deep. The left side is also indicated in the image. So yes, A seems correct.

InfiMed-RL-3B Answer:
Okay, let's see. The question is about where the soft tissue was located in the neck, specifically in relation to the levels mentioned. The options are A
to D, each referring to different neck compartments or levels. First, I need to recall the anatomy of the neck. The neck is divided into different
compartments, and these are typically classified based on the level of the spine they correspond to. The levels are usually numbered from the top,
ﬂ starting at the base of the skull. The neck compartments are often categorized into levels I to IV, with each level corresponding to a specific area of
(~ ~\i the neck. Level T is the superior neck, which is the upper part of the neck, near the base of the skull. Level IT is the middle neck, and Level
h L i III is the lower neck. Level IV is the infrahyoid region, which is below the hyoid bone. The soft tissues in the neck can be divided into
“a~ compartments based on these levels. For example, Level IIa is the anterior neck, which is the most common site for certain tumors or lesions. The
@ question mentions a soft tissue in the neck, and the options are about the level. The key here is to determine which level corresponds to the location
of the soft tissue. The images provided (a, b, ¢, d) are MRI scans of the brain and possibly the neck. The location of the soft tissue might be indicated
by the position of the lesion in the images. The question states that the soft tissue was located in the right neck compartment (Level ITa). This
directly points to the answer being B. The other options: A is left neck (which would be Level ITa as well, but the direction is different), C is
superior (Level IIT), D is inferior (Level IV). Since the question specifies "right neck compartment," the correct answer is B.

Figure 5: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information.

In summary, these results suggest that the effectiveness of explicit reasoning depends on both task
type and model. 1t may benefit reasoning-intensive tasks and general-purpose models on medical
tasks requiring light reasoning, but can hinder performance on recognition-oriented benchmarks
where direct factual or visual knowledge suffices.

4.5 CASE STUDY (RQ4)

Beyond benchmark evaluations, we conduct a case study to examine the qualitative differences
between the Qwen2.5-VL-3B, reflective-pattern-injected InfiMed-SFT-3B, and the RLVR-optimized
InfiMed-RL-3B, as illustrated in Figure[5] Our case study highlights distinct response behaviours
across models. The general-purpose Qwen2.5-VL-3B adopts a conservative strategy, emphasizing its
lack of sufficient medical knowledge and ultimately failing to produce a definitive answer. InfiMed-
SFT-3B, by contrast, can generate a reasoning chain and reproduce a reflective pattern. However,
despite this reflection, it still converges on the same incorrect answer. This suggests that SFT
primarily teaches the model to mimic the form of reflection, yet falls short of enabling genuine
understanding or effective application of reflective reasoning. InfiMed-RL-3B, on the other hand,
demonstrates a more structured reasoning process. In addition to identifying the correct option,
it actively explores and evaluates the other options, reflecting the impact of RLVR in pushing the
model beyond memorized patterns toward deliberate and systematic reasoning. More case studies are
presented in the Appendix [A.6

5 CONCLUSION

In this work, we introduce the InfiMed-Series models, including InfiMed-SFT-3B and InfiMed-RL-
3B, a set of multimodal large language models (MLLMs) specialized for medical tasks. To address
the scarcity and sparsity of multimodal medical data, we augmented the training sets with general
multimodal and textual medical data and synthesized reflective-pattern-injected chain-of-thought data,
enabling the models to acquire initial exploratory capabilities and providing a structured foundation
for subsequent Reinforcement Learning with Verifiable Rewards (RLVR) training. Experimental
results across diverse medical benchmarks, covering both reasoning-intensive and understanding-
oriented tasks, show that the InfiMed-Series models achieve state-of-the-art accuracy among models
with similar parameter counts and even surpass some larger models. Beyond performance gains, our
analysis provides new insights into the behavior and potential of MLLMs in medical scenarios.
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A APPENDIX

A.1 THE USE OF LARGE LANGUAGE MODELS

We used a Large Language Model (LLM) exclusively for editing purposes, focusing on correcting
grammar and typing errors. It’s crucial to clarify that the LLMs were not involved in the core
aspects of the research, including the development or revision of key ideas and experimental design.

A.2 CONSTRUCTION OF REFLECTIVE-PATTERN-INJECTED COT

In this section, we present the detailed construction process of the reflective-pattern-injected CoT.

For multimodal datasets with sparse information (e.g., multiple-choice questions), each query is
defined as ¢ = {x,Z}, where x denotes the textual task instruction and 7 represents one or more
images. We first employ Qwen2.5-VL-32B (Bai et al., [2025) to generate 10 candidate responses
{y;}10, for each query ¢. Through rejection sampling, we divide these into two subsets: {y;r A
and {y; }7_;, where m + n = 10.

For each response in {yl+ ™ 1, we apply the following prompt to generate a score:

Prompt for CoT Quality Evaluation

You are a medical reasoning evaluator. Assess the following response based on these criteria:
1. Clinical accuracy: Correct incorporation of medical facts, clinical guidelines, and
evidence-based practices. Accuracy, relevance, and appropriateness of clinical details.

2. Logical reasoning: Coherent reasoning process, logically leading to the answer, well-
supported by clinical knowledge.

3. Factual correctness: All statements are factually correct and consistent with established
medical knowledge.

4. Completeness: Thorough coverage of all necessary aspects without missing critical
information.

Question: {q}

Response: {y;" }

Please evaluate the response on the above criteria and ONLY provide the Dict object with
two keys:

{" score’: integer between 1 and 10, ' justification’: concise explanation of the
score. }

After that, we compute the pass@ 10 for each query ¢, which corresponds to the number of correct
responses among the 10 generated candidates, i.e., m. For m > 6, we directly select the yf with the
highest score as the generated CoT. If multiple yj' share the highest score, we randomly choose one.

For queries with 1 < m < 5, we synthesize a reflective-pattern-injected CoT. Specifically, we first
select one of the correct responses y;“ with the highest score and then randomly select one of the
incorrect responses y; . The reflective-pattern-injected CoT is subsequently synthesized through the
following operation:

Synthesis of the reflective-pattern-injected CoT

{y; } Wait, perhaps we could consider it from a different perspective. Let’s re-evaluate the
problem step by step to ensure accuracy. {y;"}

Finally, we obtain CoT data enriched with reflective patterns through the integration of the aforemen-
tioned data, and we will release it once it is ready.

A.3 REWARD FUNCTION

The other tasks’ reward functions are as follows:
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* Mathematical Tasks: For tasks involving mathematical expressions or numerical an-
swers, Raccuracy(o7 gt) is determined by a specialized verification function, denoted
math_verify(oums,gt). This function evaluates the extracted answer from the output o, de-
noted o4y, against the ground truth answer gt. The math_verify function is designed to handle
nuances of mathematical evaluation, potentially allowing for symbolic equivalence or specified
numerical tolerances. A successful verification yields a reward of 1; otherwise, 0.

* Grounding Tasks: For tasks where a model predicts a bounding box, we use the Intersection over
Union (IoU) as the reward. This score measures the overlap between the predicted and ground-truth
bounding boxes.

A.4 DETAILS OF THE EXPERIMENTAL SETUP

Training Datasets. In the SFT stage, we use a total of 188K training samples from three cate-
gories: (1) multimodal general data (LLaVA-OneVision (Li et al.| [2024a)), (2) multimodal med-
ical data (VQA-RAD (Lau et al, [2018)), SLAKE (Liu et al.| 2021)), PathVQA (He et al., [2020),
PMC-VQA (Zhang et al.,|2023c)), and our synthetic reflective-pattern-injected CoT), and (3) text-
based medical data (ReasonMed (Sun et al., [2025)), Medical-R1-Distill (Chen et al., 2024a), and
Medical-o1-Reasoning (Chen et al., [2024a)). During the RLVR stage, we employ 36K samples
from multimodal general and medical datasets, including VQA-RAD, SLAKE, PathVQA, PMC-
VQA, GMAI-Reasoning (Su et al., [2025), IconQA (Lu et al., 2021}, ScienceQA (Lu et al.,2022a)),
TabMWP (Lu et al.| 2022b), TQA (Zhoul 2025)), and VIRFT_COCO (Liu et al.l[2025€).

A detailed description of each dataset is provided as follows:

* LLaVA-OneVision (Li et al., |2024a): LLaVA-OneVision is a large-scale multimodal dataset
comprising 4.8 million samples collected from diverse sources. It includes single-image, multi-
image, and video modalities, and is specifically designed to train vision-language models for unified
visual and textual understanding.

* VQA-RAD (Lau et al.| 2018): VQA-RAD is a medical visual question answering dataset con-
structed for assessing multimodal understanding of radiology. It consists of radiological images
paired with manually curated question-answer pairs authored by clinical experts. The dataset
includes both open-ended and binary (yes/no) questions.

* SLAKE (Liu et al.} 2021): SLAKE is a medical visual question answering dataset comprising 642
annotated radiological images spanning 39 anatomical structures and 12 disease categories. The
dataset includes conditions such as various cancers (e.g., brain, liver, kidney, lung) and thoracic
diseases (e.g., atelectasis, pleural effusion, pulmonary masses, and pneumothorax).

» PathVQA (He et al.||2020): PathVQA is a large-scale dataset developed for medical visual question
answering tasks in the domain of pathology. It comprises 32,799 expert-annotated question-answer
pairs spanning seven question categories, grounded in 4,998 high-resolution pathology images.
The dataset includes both binary (yes/no) and open-ended questions.

* PMC-VQA (Zhang et al.|2023c) PMC-VQA is a large-scale medical visual question answering
dataset designed to facilitate research on multimodal understanding in the medical domain. It
comprises 227K VQA pairs grounded in 149K medical images, covering a wide range of imaging
modalities and disease types.

* ReasonMed (Sun et al.,[2025): ReasonMed is the largest open-source medical textual reasoning
dataset containing 370K QA examples, which is distilled and filtered from three competitive large-
language models (Qwen-2.5-72B, DeepSeek-R1-Distill-Llama-70B, and HuatuoGPT-01-70B).

¢ Medical-R1-Distill (Chen et al.,|20244a)): Medical-R1-Distill-Data is an SFT dataset distilled from
the DeepSeek-R1, constructed on verifiable medical questions from HuaTuoGPT-ol. It provides
reasoning chains for medical problems, enabling the initialization and supervision of models’
reasoning processes in the medical domain.

* Medical-ol-Reasoning (Chen et al.l 2024a)): medical-ol-reasoning-SFT is a SFT dataset focused
on verifiable medical problems, where candidate solutions are generated by GPT-40 and validated
by a medical verifier, providing high-quality reasoning chains and answers for training medical
reasoning models.

* GMAI-Reasoning (Su et al.| 2025): GMAI-Reasoning10K is a high-quality medical visual rea-
soning dataset comprising 10K curated multiple-choice questions constructed from 95 publicly
available medical datasets spanning 12 imaging modalities (e.g., X-ray, CT, MRI). Each question is
paired with standardized visual inputs and metadata, and generated using GPT-based prompting,
following rigorous preprocessing and quality control procedures.
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* IconQA (Lu et all 2021)): IconQA is a large-scale dataset containing 107,439 questions designed
to assess abstract icon image understanding and visual language reasoning abilities.

* ScienceQA (Lu et al.| [2022a)): ScienceQA contains 21k multimodal questions, which align with
California Common Core Content Standards, covering diverse science domains, many enriched
with images, lectures, and explanations to support reasoning-oriented training.

e TabMWP (Lu et al., 2022b): Tabular Math Word Problems (TabMWP) is a multimodal dataset
designed for training models to solve math word problems using both textual and tabular data. It
contains 38,431 problems spanning elementary to high school levels, including both free-text and
multiple-choice questions.

* TQA (Zhoul 2025): Textbook Question Answering (TQA) is a multimodal dataset designed for
training models to answer questions using both textual and visual content from middle school
science textbooks. Each sample provides a question, relevant textual context, and associated images,
enabling models to learn to reason over multimodal inputs and generate accurate answers.

* ViRFT_COCO (Liu et al., 2025¢)): VIRFT_COCO is a vision-language dataset derived from COCO,
containing around 6,000 samples. It aims to enhance models’ ability to detect all instances of a
given category within an image and output the corresponding bounding boxes with confidences
under strict formatting constraints.

Implementation Details. Our InfiMed-Series models include InfiMed-SFT-3B and InfiMed-RL-3B.

* InfiMed-SFT-3B, which is built upon Qwen2.5-VL-3B (Bai et al., |2025), is trained using LLaMA-
Factory (Zheng et al., [2024). We utilize § NVIDIA H800 GPUs. The vision tower and multimodal
projector are frozen during training, while the language model remains fully trainable. We use a
cosine learning rate scheduler with an initial learning rate of 5 x 10—, a warmup ratio of 0.1, and
train for 5 epochs. The batch size is set to 4 per device. Furthermore, we set the maximum input
resolution to 262,144 pixels for images, while text inputs are truncated to a maximum length of
4,096 tokens.

* InfiMed-RL-3B is built upon InfiMed-SFT-3B via EasyR1 (Sheng et al.| 2024). For the RLVR
reward function Rioai(0,8t) = Wormat * Rformat(0) + Wace * Raccuracy (0, gt), We set the weights
Weormat = 0.1 and w,e. = 0.9. All experiments were conducted using 16 NVIDIA H800 GPUs.
For each phase, we used a learning rate of 1.0 x 1075, a batch size of 256 for training updates, a
rollout batch size of 256, and generated 16 rollouts per sample during policy exploration.

Evaluation Framework To ensure consistency with prior work and a comprehensive, standardized
evaluation, we adopt MedEvalKit (Xu et al.,[2025)), a systematic framework that integrates mainstream
medical benchmarks and task types, supporting a range of question formats, including multiple-choice
questions, open-ended questions, and closed-ended questions. We adopt the multimodal evaluation
component of the framework, combining rule-based methods with the LLM-as-a-Judge strategy.

Evaluation Benchmarks We evaluate our InfiMed-Series models on seven widely used multimodal
medical benchmarks, assessing both their reasoning ability and their understanding of medical
knowledge. The detailed description of the benchmarks is as follows:

* MMMU (Yue et al., 2024): MMMU is a benchmark designed to assess the capabilities of multi-
modal models on large-scale, multidisciplinary tasks. It comprises 11.5K meticulously curated
multimodal questions drawn from university exams, quizzes, and textbooks, covering six core
disciplines, including Health & Medicine. The Health & Medicine includes 1,752 test ques-
tions—accounting for 17% of the entire benchmark—and is further subdivided into five specialized
domains: Basic Medical Science, Clinical Medicine, Diagnostics and Laboratory Medicine, Phar-
macy, and Public Health.

* VQA-RAD (Lau et al.,|2018): VQA-RAD is a dataset consisting of question—answer pairs grounded
in radiological medical images, intended for training and evaluating medical visual question
answering systems. It includes both open-ended questions and binary yes/no questions. In total,
the dataset comprises 2,248 QA pairs linked to 315 medical images, with all annotations manually
curated by a team of clinicians to ensure clinical relevance and accuracy.

* SLAKE (Liu et al.,|2021)): SLAKE is a bilingual (Chinese-English) dataset specifically designed
for medical visual question answering systems. It consists of 642 medical images paired with
14,028 question-answer instances.

* PathVQA (He et al.l [2020): PathVQA is designed for visual question answering in the field of
pathology. It comprises 4,998 pathology images collected from two pathology textbooks and the
PEIR digital library, accompanied by a total of 32,799 question-answer pairs.
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Figure 6: Performance comparison of InfiMed-RL-3B and InfiMed-RL-3B_naive on medical bench-
marks. InfiMed-RL-3B _naive denotes directly utilizing RLVR upon Qwen2.5-VL-3B.

* PMC-VQA (Zhang et al., |2023c): PMC-VQA is a large-scale multimodal dataset constructed
for medical visual question answering. It contains 227,000 VQA questions grounded in 149,000
medical images spanning a wide range of imaging modalities and disease types.

* OmniMedVQA (Hu et al. [2024): OmniMedVQA is a large-scale and comprehensive visual
question answering benchmark tailored specifically for the medical domain. It aggregates data
from 73 distinct medical datasets, comprising 118,010 images and 127,995 question-answer pairs.
The benchmark encompasses 12 different medical imaging modalities and covers more than 20
anatomical regions of the human body.

* MedXpertQA (Zuo et al.| 2025): MedXpertQA is a benchmark specifically designed to evaluate
professional medical knowledge. It comprises 4,460 questions spanning 17 medical specialties and
11 organ systems. In our experiments, we utilize only the multimodal subset of the dataset.

A.5 ABLATION STUDY ON RLVR

In this subsection, we present ablation studies related to RLVR, where we explore training from two
different starting points: one from the Qwen2.5-VL-3B model (Bai et al.,[2025), and the other from
our InfiMed-SFT-3B. The results are presented in Figure 6]

Notably, in tasks requiring the integration of large amounts of domain-specific information, such as
VQA-RAD, PathVQA, and SLAKE, the InfiMed-RL-3B _naive model significantly underperforms
compared to InfiMed-RL-3B. This suggests that directly applying RLVR to Qwen2.5-VL-3B without
incorporating domain-specific data during the SFT phase can lead to much lower performance,
especially on tasks that require understanding and memorizing domain-specific knowledge. This
underscores the importance of the cold start phase, where injecting relevant, knowledge-rich data
during SFT is essential to building a solid foundation for the subsequent RLVR phase.

Additionally, in MMMU-H&M, InfiMed-RL-3B achieves a significantly higher score of 55.33,
compared to 46.67 for InfiMed-RL-3B _naive. Given that this benchmark demands both reasoning and
comprehensive multimodal understanding (general and medical), this highlights the critical role of the
SFT phase in helping the model integrate complex information effectively. The results on PMC-VQA
and MedXpertQA-MM further demonstrate that prior domain-specific fine-tuning improves RLVR
training outcomes.
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Question: Qwen2.5-VL-3B Answer: R
Which lobe of the lung was affected by To determine which lobe of the lung was

the nodule seen on the PET/CT scan? affected by the nodule, we need to

A:Right middle lobe consider the anatomical location of the
B:Left lower lobe % Nodule in relation fo the lung lobes.

C:Right upper lobe "; ;b Typically, the right lung has three lobes
D:Left upper lobe {_~ ! (upper, middle, and lower), while the left

lﬂ lung has two lobes (upper and lower). The
- nodule is located near the heart, which is
positioned more towards the center of

Ground Truth: the chest. Given this information, it is
B:Left lower lobe more likely that the nodule is in the left
) lower lobe. The final answer is B. Y,

~
InfiMed-SFT-3B Answer:
To determine which lobe of the lung is affected by the nodule seen on the PET/CT scan, let\'s analyze the image step by step:\n\nl. **Orientation**:
The image is labeled with "R" (right) and "L" (left), indicating the patient\'s right and left sides. The nodule is located towards the left side of the
image.\n\n2. **Anatomical Location**: The nodule appears to be in the central part of the chest, near the mediastinum. It is positioned in the area
/=4 that corresponds to the left lung.\n\n3. **Lung Lobes™*: \n - The **right lung** has three lobes: upper, middle, and lower.\n - The **left lung**
(L}? has two lobes: upper and lower.\n - The nodule is located in the central area, closer to the mediastinum, which is consistent with the location of the
» left upper lobe. Given these observations, the nodule is most likely affecting the **left upper lobe**.\n\n\\boxed{D}\n Wait, perhaps we could
consider it from a different perspective. Let's re-evaluate the problem step by step to ensure accuracy.\nThe image provided is a CT scan
showing a cross-sectional view of the thorax. The arrow points to a region in the lower part of the image, which corresponds to the left side of the
patient. The structure indicated by the arrow appears to be in the lower lobe of the lung.\n\nGiven the orientation:\n- The left side of the image
corresponds to the patient\'s right side.\n- The right side of the image corresponds to the patient\'s left side.\n\nThus, the structure indicated
by the arrow is in the **left lower lobe**.\n\n\\boxed{B}

v
~
InfiMed-RL-3B Answer:
ﬂ The PET/CT scan shows a nodule in the left lower lobe of the lung, as indicated by the arrow pointing to the left side of the image. The
i orientation of the scan is such that the right side of the patient's body is on the left side of the image, and the left side of the patient's body is on
the right side of the image. Therefore, the nodule is in the left lower lobe. \\boxed{B}
J

Figure 7: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. All of the
models answered correctly; InfiMed-SFT-3B answered correctly after reflection.

Question: Qwen2.5-VL-3B Answer:
What can be observed in this To determine what can be observed in this image, we need to consider the
image? typical characteristics of each condition mentioned:\n- A) Gastric ulcer:
A) Gastric ulcer This is a lesion in the stomach lining that appears as a hypoechoic (dark)
B) Pulmonary embolism . areaon ultrasound.\n- B) Pulmonary embolism: This is a blockage in a
C) Cardiac arrhythmia 51°\< blood vessel in the lungs and is not typically imaged using MRI.\n- C)
D) Osseous neoplasm |9 ) Cardiac arrhythmia: This involves irregular heartbeats and is usually
;[5; d through ECG or other imaging modalities like
+3® echocardiography.\n- D) Osseous neoplasm: This refers to a tumor in
bone tissue and would appear as an abnormal mass on imaging.\n\n&iven
6Ground Truth: the appearance of the image, which shows a dark area with a
D) Osseous neoplasm surrounding rim, it is most consistent with a gastric ulcer. Therefore,
the answer is A.

InfiMed-SFT-3B Answer:
The image appears to be a medical scan, likely an MRI or CT scan, showing a cross-sectional view of a structure that resembles the heart. The dark
}j central area could represent the cardiac chambers, and the surrounding structures might indicate the presence of a mass or abnormality.\n\nGiven
A
)

the options:\n- **Gastric ulcer**: This is typically visualized on an upper GI series or endoscopy, not an imaging scan of the heart.\n- **Pulmonary

embolism**: This would show up as a blockage in the pulmonary arteries, usually seen on a CT pulmonary angiogram or V/Q scan, not a cardiac scan.\n-
‘z) **Cardiac arrhythmia**: This could be inferred from the presence of an abnormal mass or structure affecting the heart's electrical system, which is
# B consistent with the appearance of a cardiac neoplasm.\n- **Osseous neoplasm™*: This would show bone abnormalities, which are not visible in this
type of scan.\n\nThe most plausible observation based on the image is related to the heart, making **cardiac arrhythmia** the least likely
option, while **osseous neoplasm** is also unlikely.\n\nThus, the most appropriate answer is:\n\n\\boxed{C}

InfiMed-RL-3B Answer:

<4®¥, The image appears to be a medical scan, likely an MRT or CT scan, showing a cross-sectional view of a structure that resembles a bone or a bony

B i structure. The presence of a well-defined, possibly abnormal, area within the structure suggests the possibility of a neoplasm (tumor) or a lesion. The
5,), context and appearance are consistent with imaging findings of a bone tumor.\n</think>\n\\boxed{D}.

£33

Figure 8: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Only InfiMed-
RL-3B answered correctly, providing a direct and accurate response by correctly identifying the key
visual information and selecting the correct answer with a concise and focused explanation.

A.6 CASE STUDIES ON QWEN2.5-VL-3B, INFIMED-SFT-3B, AND INFIMED-RL-3B

In this section, we present additional case studies to illustrate the distinct responses of Qwen2.5-VL-
3B, InfiMed-SFT-3B, and InfiMed-RL-3B. In summary, our analysis reveals that the InfiMed-SFT-3B
model already obtains self-reflective ability but is prone to delivering redundant responses, whereas
the InfiMed-RL-3B model minimizes verbosity while ensuring accuracy in its answers.
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Question: .
: . I . ) . Ground Truth:
What diagnostic tool was used to visualize the patient's liver lesion? D: Ultrasound

A: CT scan B: X -ray C: MRI D: Ultrasound

Qwen2.5-VL-3B Answer:

=< The images provided in the figure show cross-sectional views of the liver, which is characteristic of a
dﬂ :' CT scan. Ultrasound images typically do not show such detailed cross-sectional views of organs. X-
L~ J rays are not commonly used for visualizing liver lesions in this manner. MRI images often have different
lh characteristics compared to the ones shown here. The answer is A.

InfiMed-SFT-3B Answer:
The images provided are grayscale and show a cross-sectional view with clear visualization of internal structures, including what appears to be a liver
2= lesion. The presence of white arrows pointing to specific areas suggests a diagnostic imaging technique that allows for detailed visualization of soft
@ &'p tissues.\n\n- **CT scan (A)**: Typically shows detailed anatomical structures but is not as sensitive for soft tissue differentiation as ultrasound.\n-
t‘f **X-ray (B)**: Primarily used for bone structures and does not provide detailed soft tissue images.\n- **MRI (C)**: Provides excellent soft tissue
‘!} contrast but is less commonly used for real-time imaging compared to ultrasound.\n- **Ultrasound (D)**: Uses sound waves to create images and is
excellent for visualizing soft tissues, including liver lesions. It is also real-time, which aligns with the dynamic nature of the images shown.\n\nGiven the
characteristics of the images, the most likely diagnostic tool used is **ultrasound** .\n\n\\boxed{D}

InfiMed-RL-3B Answer:
<think>The image provided appears to be a series of ultrasound scans, as indicated by the characteristic grayscale and the appearance of the tissue
structures. Ultrasound is commonly used for visualizing internal organs, including the liver, and is particularly useful for detecting lesions due to
H’;‘g :i its ability to show detailed structural information in real-time.\n\nCT scans and X-rays typically provide cross-sectional images and are less detailed
\_= J in real-time visualization of soft tissues like the liver. MRT provides detailed images but is usually not the first choice for real-time visualization of liver
£y lesions, and it is less likely to be the format shown here.\n\nTherefore, the most appropriate diagnostic tool used here is an
ultrasound.</think>\n\\boxed{D}\n

Figure 9: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Qwen2.5-VL-
3B’s response is incorrect because it fundamentally fails to recognize the visual characteristics of an
ultrasound scan, leading to a flawed conclusion. InfiMed-SFT-3B provides a detailed, step-by-step
reasoning process, while InfiMed-RL-3B offers a more direct and accurate answer, showcasing its
improved ability to instantly recognize diagnostic imaging types.

uestion:
«Q I S . Ground Truth:
What is being displayed in this ultrasound image? (B) uterus

A) Esophagus B) uterus C) Testis D) Prostate

Qwen2.5-VL-3B Answer:

=< The ultrasound image shows a structure with a central area that appears to be fluid-filled, surrounded by a more
(] 45 Jsolid, echogenic (bright) area. This is characteristic of a testicular ultrasound. The central area could represent
.~ the epididymis or spermatic cord, while the surrounding area represents the testicle.\nTherefore, the answer
L£his C.

L

InfiMed-SFT-3B Answer:
To determine what is being displayed in the ultrasound image, let's analyze the visual characteristics:\n\nl. **Shape and Structure**: The image
7 shows a structure that appears to be a solid, oval-shaped mass with some internal echoes. This suggests it could be a gland or organ.\n\n2.
(‘3’ **Location**: The structure is located in a region that is consistent with the location of the prostate gland in males.\n\n3. **Ultrasound
Features**:\n - The image shows a relatively homogeneous structure with some internal echoes.\n - There are no clear indications of the typical
s ) features of other structures like the esophagus, uterus, or testis.\n\nGiven these observations, the most likely structure being displayed is the

prostate gland.\n\n\\boxed{D} )

InfiMed-RL-3B Answer:
The ultrasound image shows a structure that appears to be the uterus, given its characteristic appearance with a central area that might represent
® :ﬁ the endometrial cavity and surrounding tissue. The structure is consistent with the typical appearance of a uterus in an ultrasound
U7/ scan.\n\n\\boxed{B}.

Figure 10: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Incorrectly
identifies the image and chooses the wrong answer. InfiMed-SFT-3B provides a detailed analysis that
correctly rules out most options but ultimately guesses the wrong answer. InfiMed-RL-3B is the only
model that correctly identifies the organ shown, providing the most direct and accurate response.
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Question: [Ground Truth: (B) Osteosarcoma )
An 18-year-old female athlete who plays basketball

comes to the clinic with persistent knee pain that has

been unresponsive to anti-infl y medication. V- .

The plain radiograph demonstrates a lesion located in Qwe".ﬁ;t—, Ivnlr_\ 33 A"s:‘v;r‘.' s a lytic lesion in

the femoral metaphysis (figure shown). What is the -3 fh::\:fupr:ysi?;?fhe foevrlnu(r]‘ thicche i:

:"méf F:ozg't:leo d::gnos:s? 5’5 characteristic of Ewing sarcoma. This type

B Og;e% sarco ma .~ of tumor typically presents with bone pain
3 m and can be aggressive, of ten requiring

g’ Eii';‘:zg:‘tfnzm"u‘oma surgical intervention. Therefore, the
; answer is A.

E. Osteoid osteoma

InfiMed-SFT-3B Answer:
The plain radiograph shows a lesion in the femoral metaphysis of an 18-year-old female athlete. Let\'s evaluate the options ... The presence of a
% @} Sunburst pattern on imaging would support this diagnosis.\n\n\\boxed{B}\n Wait, perhaps we could consider it from a different perspective. Let's
w J re-evaluate the problem step by step fo ensure accuracy.\nTo determine the most probable diagnosis for the lesion in the femoral metaphysis of an
18-year-old female athlete, let\'s analyze the provided information and the options:\nl. **Patient Demographics and Activity**: .. \n2. **Lesion
Characteristics™: ... \n3. **Option Analysis**: ... \n4. **Most Likely Diagnosis**: Given the patient\'s age, activity level, and the characteristics of
the lesion (well-circumscribed and radiolucent), the most probable diagnosis is **enchondroma**.\n\n\\boxed{D}

InfiMed-RL-3B Answer:

The patient is an 18-year-old female athlete with persistent knee pain unresponsive to medication. The plain radiograph shows a lesion in the femoral
metaphysis. The options provided include various bone lesions, and the context suggests a young adult with a specific location of the lesion. \n\n-

\\_ **Ewing sarcoma™™ typically affects younger individuals and often occurs in the diaphysis or metaphysis of long bones, but it is more common in the

) pelvis and femur.\n- **Osteosarcoma™* is another common primary bone tumor, offen occurring in adolescents and young adults, and it typically
affects the metaphysis of long bones.\n- **Eosinophilic granuloma** is a form of Langerhans cell histiocytosis, which can occur in young adults but is
, less common.\n- **Enchondroma** is a benign cartilage tumor that usually occurs in the hands and feet, and it is less likely to present with such a
localized lesion in the femur.\n- **Osteoid osteoma™* is a benign bone tumor that typically presents with pain that improves with NSAIDs and is
often located in the diaphysis of long bones.\n\nGiven the age, location, and presentation, the most probable diagnoesis is
**osteosarcoma**.n\\boxed{B}

Figure 11: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Qwen2.5-VL-
3B incorrectly identifies the lesion. InfiMed-SFT-3B initially makes a correct deduction but then
overthinks the problem, leading to a self-correction that results in the wrong answer. InfiMed-RL-3B
provides a detailed and accurate analysis.

Question:

A 62-year-old male patient is admitted to the hospital with symptoms including
bilateral muscle aches and weakness affecting the anterior thighs and lower
posterior legs, persisting for one month. He reports a 10 kg weight loss. Physical
examination reveals numbness in the anterior thighs and posterior lower legs,
without any skin abnormalities or abdominal tenderness. Laboratory results
indicate elevated inflammatory markers. CT scans of chest, abdomen, and pelvis
show no significant findings, and ANCA testing is negative. After performing
abdominal angiography (images shown), which of the following conditions is most
commonly associated with this patient's underlying diagnosis?

(A)Systemic lupus erythematosus

(B) Chronic lymphocytic leukemia

(€) HIV

(D) Tuberculosis

(E) Hepatitis B

[Ground Truth: (E) Hepatitis B ]
/

Qwen2.5-VL-3B Answer:
< The patient's symptoms include bilateral muscle aches and weakness, weight loss, and numbness in the anterior thighs and posterior lower legs. These
¥ & ) symptoms are consistent with vasculitis, which can be caused by various conditions such as systemic lupus erythematosus (SLE), chronic lymphocytic
L= J" leukemia (CLL), HIV, tuberculosis (TB), and hepatitis B. However, the abdominal angiography images show multiple small vessel occlusions, which is

,{h more suggestive of a vasculitis that affects small vessels. The correct answer is A.

InfiMed-SFT-3B Answer:
The images provided are angiograms showing abnormal vascular structures, likely indicative of a vascular malformation or abnormal blood flow. Given the
clinical presentation of bilateral muscle aches and weakness, numbness, weight loss, and elevated inflammatory markers, the most likely diagnosis is
**polyarteritis nodosa (PAN)**, which is a systemic vasculitis affecting medium-sized arteries.\n\n Analysis of Answer Choices:\n- **(A) Systemic
lupus erythematosus (SLE):** While SLE can cause vasculitis, it typically affects small to medium-sized vessels and is more commonly associated with
other symptoms such as joint pain, malar rash, and serositis. The angiographic findings do not strongly suggest SLE.\n \n- **(B) Chronic lymphocytic
7 @) leukemia (CLL):** CLL is a cancer of the white blood cells and does not typically present with the vascular abnormalities seen here. The angiographic
= J findings are more consistent with a vasculitis rather than a hematologic malignancy.\n\n- **(C) HIV:** HIV can lead to various complications, including
& vasculitis, but the angiographic findings are not characteristic of HIV-related vasculitis. Additionally, the patient's age and presentation do not strongly
suggest HIV.\n\n- **(D) Tuberculosis:** Tuberculosis can cause vasculitis, particularly in the context of granulomatous disease. However, the
angiographic findings are not typical for TB-related vasculitis, and the patient's presentation does not strongly suggest TB.\n\n- **(E) Hepatitis B:**
Hepatitis B can cause liver-related complications and is not typically associated with the vascular abnormalities seen in the angiograms. The patient's
presentation does not strongly suggest hepatitis B.\n\n Conclusion:\nThe angiographic findings are most consistent with **polyarteritis nodosa (PAN)**,
which is a systemic vasculitis that can affect medium-sized arteries. Among the given options, **HIV** is the least likely, as the angiographic
findings do not align with typical HIV-related vasculitis. Therefore, the most appropriate answer is C.

InfiMed-RL-3B Answer:

ﬂ The patient's symptoms and clinical presentation suggest a vasculitis, likely involving the small to medium-sized vessels. The abdominal angiography
[~ ~| images show abnormalities consistent with vasculitis, such as vessel narrowing or occlusion. The most common vasculitis associated with abdominal
(2 angiography findings in this context is polyarteritis nodosa, which is often linked to hepatitis B virus (HBV) infection. Therefore, the most likely

& underlying diagnosis is hepatitis B.\\boxed{E}.

>

Figure 12: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Only InfiMed-
RL-3B successfully synthesizes the angiographic findings and patient symptoms to provide the correct
diagnosis.
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Question: N

A 6-year-old boy presents with a forearm deformity, and Qwen2.5-VL-3B Answer:

radiographs in Figure A confirm the diagnosis. What The patient has a forearm deformity that is

additional diagnostic tests should be performed for this confirmed by the radiographs. The most common

patient? . _, causes of forearm deformities include radial head

(A) CBC, renal ultrasound, and echocardiogram :':“\ dislocation, radial head fracture, and radial head

(B) CBC and MRT d",.‘ subluxation. These conditions can be diagnosed based

(€) CBC and renal ultrasound only b ‘i‘ on the clinical presentation and physical examination

(D) No additional testing needed L3 findings. However, if there is any suspicion of a more

(E)cBc serious underlying condition such as radial head
dislocation or fracture, further imaging studies like
MRTI may be necessary to rule out other potential

Ground Truth: diagnoses. Therefore, the answer is B.

(A) CBC, renal ultrasound, and echocardiogram )

InfiMed-SFT-3B Answer:
To determine the appropriate additional diagnostic tests for a 6-year-old boy presenting with a forearm deformity, let's analyze the situation step by
step:\n\nl. **Clinical Presentation**: The patient is a young child with a forearm deformity. This could be due to various reasons such as congenital
conditions, trauma, or metabolic disorders.\n\n2. **Radiographic Findings**: The provided image shows radiographs of the forearm and hand. The
°> specific findings would help in diagnosing conditions like rickets, osteogenesis imperfecta, or other bone disorders. However, without specific details
% o from the radiographs, we cannot pinpoint the exact condition.\n\n3. **Diagnostic Considerations**:\n - **CBC (Complete Blood Count)**: Useful for
tw detecting anemia, infection, or other hematological abnormalities.\n - **Renal Ultrasound**: To evaluate kidney function and look for structural
;) abnormalities that might be related to renal issues.\n - **Echocardiogram**: To assess cardiac function and detect any underlying cardiovascular
A+ issues that could be related to metabolic disorders.\n\n4. **Additional Tests**:\n - **CBC**: Essential to rule out systemic conditions like anemia or
infection.\n - **Renal Ultrasound**: Important to check for renal abnormalities, especially if there is suspicion of renal tubular acidosis or other renal
metabolic disorders.\n - **Echocardiogram**: Necessary to evaluate cardiac function and detect any underlying cardiovascular issues related to
metabolic disorders.\n\n5. **Conclusion**: Given the clinical presentation and the need to rule out systemic conditions, the most appropriate additional
tests would include a CBC, renal ultrasound, and echocardiogram.\n\nThus, the correct answer is:\n\\boxed{A}.

InfiMed-RL-3B Answer:
ﬂ The patient is a 6-year-old boy with a forearm deformity, and the radiographs suggest a potential bone or joint issue. Given the age and presentation,
(-~ it's important to rule out any underlying systemic conditions or complications. A complete blood count (CBC) is a basic test that can help identify
h@;i infections, anemia, or other systemic issues. A renal ultrasound might be necessary to check for renal abnormalities or conditions that could affect bone
&~ health. An echocardiogram could be important if there are concerns about cardiac involvement, especially if the deformity is related to a systemic

P condition. Therefore, the most appropriate additional tests would include a CBC, renal ultrasound, and echocardiogram.\\boxed{A}

Figure 13: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Qwen2.5-VL-
3B incorrectly identifies the necessary tests. Both InfiMed-SFT-3B and InfiMed-RL-3B correctly
solve this case, but InfiMed-RL-3B provides a more direct and efficient answer.

Question:

What does figure B show? .

(A)The concentration of CA after 7 hours of administration. (GBr)‘o.:.l:gCT:gl'f‘;uﬁ n of CA
(B)The concentration of CA after 14 hours of administration. fer 14 :‘ yar ‘:!m"’n's? tion
(C)The concentration of CA after 21 hours of administration. QAL =08 G CELTI AU L
(D)The concentration of CA after 28 hours of administration.

Qwen2.5-VL-3B Answer:
"= In the figure, the x-axis is labeled 'Time [h]' and the y-axis is labeled ‘Conc. [nM]', indicating that it shows the
",F concentration of CA over time. The graphs in panel D correspond to different time points, with the graph labeled
“ 'a’ showing data from O to 7 hours, 'b' from O to 14 hours, ‘¢’ from O to 21 hours, and 'd" from O to 28 hours.
(h Therefore, the correct answer is (C) 'The concentration of CA after 21 hours of administration.

ed-SFT-3B Answer:
Figure B shows the concentration of CA (likely referring to a compound like curcumin or another substance) over time, with labeled points a, b, ¢, and
(@ @} d indicating different regions or stages of concentration change. The graphs in Figure D correspond to these labeled points, showing the

* J concentration over time. Since the graphs in Figure D represent data points at regular intervals (likely hourly), and considering the options provided,
‘5 the correct answer is:\n\nAnswer Choice: (A)The concentration of CA after 7 hours of administration.

J
N
InfiMed-RL-3B Answer:

Okay, let's see. The question is asking what Figure B shows. The image is divided into parts A, B, C, and D. Figure B is the middle panel, I think.
\n\nLooking at Figure B, it has a color bar that goes from O to 0.5 mM, and there are labeled points a, b, ¢, d. These points are likely indicating
different locations in the sample. The graph in Figure D corresponds to these points, with time on the x-axis and concentration on the y-axis. \n\nThe
graphs in D (a, b, ¢, d) show concentration over time. The concentration starts at around 0.1 mM and increases over 15 hours. Since the graphs
are for the same time period, and the concentration increases linearly, it suggests that Figure B is showing the concentration profile of a substance
over time. \n\nNow, the question is about Figure B specifically. Figure B is a map or a distribution of concentration across the sample. The labeled
points a, b, ¢, d correspond to the locations in the sample where the concentration is being measured. Since the graphs in D are for these points,
and they show the concentration increasing over time, Figure B must be the concentration map after some time of administration. \n\nThe
options given are about the time after administration. The graphs in D show that the concentration increases over 15 hours. So Figure B, which is the
concentration map, would be showing the distribution of the substance after a certain period. If the graphs in D are for 15 hours, then Figure B
must be the concentration after 14 hours, as the graphs continue to the 15-hour mark. \n\nTherefore, the answer should be B: The
concentration of CA after 14 hours of administration.

1))

Figure 14: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical-related VQA (MMMU-
H&M). Red denotes errors or irrelevant content, whereas Green denotes correct or important informa-
tion. Qwen2.5-VL-3B incorrectly identifies the relevant data series. InfiMed-SFT-3B fails to correctly
interpret the graphs and provides an incorrect analysis. Only InfiMed-RL-3B correctly synthesizes
the information from both the concentration map and the graphs to provide the right answer.
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Question:

Does this image show any variation from normal?

A. It's difficult to determine if there is an abnormality based on this
image.

B. There is a possibility of abnormality, but further tests are needed for
confirmation.

C.I'm not sure, but there might be a slight abnormality.

D. No, It's normal.

A v

Ground Truth:
D. No, It's normal.

A

-
Qwen2.5-VL-3B Answer:

i shapes or densities, it could indicate an abnormality. For example, an enlarged thyroid gland, a mass in the

To determine if there is an abnormality in the image, we need to consider the typical appearance of normal
tissues and structures. The image shows a cross-sectional view of what appears fo be a body part, possibly
the neck or throat area, with various structures visible.\n\nl. **Identify Normal Structures**: In a normal
CT scan of the neck or throat, you would expect to see structures such as the thyroid gland, larynx, trachea,
and other soft tissues. These structures should have specific shapes and densities that are characteristic
of their normal state.\n\n2. **Analyze Abnormalities**: If there are any deviations from these expected

larynx, or changes in the tracheal wall could suggest pathology.\n\n3. **Consider the Image**: Based on the
provided image, there are no obvious signs of gross abnormalities like masses, calcifications, or unusual
shapes that would typically indicate pathology. However, without a detailed analysis by a radiologist who
specializes in interpreting such images, it is challenging to definitively say whether there is an
abnormality.\n\n Given the options:\n- Option A suggests it's difficult to determine if there is an
abnormality based on this image alone.\n- Option B implies there is a possibility of abnormality but requires
further testing.\n- Option C suggests there might be a slight abnormality, which is less definitive than
option A.\n- Option D states it's normal, which is too definitive given the lack of clear indicators of
abnormality.\n\n Considering all factors, the most appropriate answer is: A

Ve

InfiMed-SFT-3B Answer:

» reference image or additional context, it is challenging to definitively say whether there is an abnormality.

) appropriate answer is:\n\n\\boxed{A}. Wait, perhaps we could consider it from a different perspective.

, variation from normal, let's analyze the provided MRI scan step by step:\n\nl. **General Observations**:\n

To determine if the image shows any variation from normal, let's analyze the visual characteristics:\n\nl.
**Qverall Structure**: The image appears to show a cross-sectional view of a structure, possibly a part of
the body like the brain or spinal cord. The symmetry and structure seem intact.\n\n2. ** Anatomical
Features**: There are no obvious structural abnormalities such as holes, irregularities, or unusual shapes
that would suggest a pathological condition.\n\n3. **Color and Texture**: The colors and textures appear
consistent with what would be expected in a normal anatomical structure. There are no areas that stand out
as abnormal in terms of color or texture.\n\n4. **Comparison to Normal Expectations**: Without a

However, the image does not show any clear signs of pathology.\n\nGiven these observations, the most
Let's re-evaluate the problem step by step to ensure accuracy.\nTo determine if the image shows any

- The image appears to be an MRI scan of the abdomen or pelvis.\n - There are structures visible, including
what looks like the spine, surrounding tissues, and possibly organs.\n\n2. **Specific Features**:\n - The
central area appears to have a relatively uniform structure, which is typical for normal tissue.\n - There
are no obvious signs of abnormal masses, lesions, or distortions in the immediate vicinity of the spine or
surrounding structures.\n\n3. **Comparison to Normal Anatomy**:\n - Normal anatomy in this region would
typically show well-defined structures without significant abnormalities.\n - The image does not show any
clear signs of pathology such as tumors, inflammation, or other anomalies.\n\n4. **Conclusion**:\n - Based
on the uniform appearance and lack of visible abnormalities, the image does not show any variation
from normal.\n\nTherefore, the most appropriate answer is:\n\n\\boxed{D}

InfiMed-RL-3B Answer:

| The presence of contrast and the structure suggest it could be a diagnostic image. However, without

The image appears to be a medical scan, likely an MRT or CT scan, showing a cross-sectional view of the body.

specific medical training or additional context, it's challenging to definitively identify any abnormalities. The
appearance could be normal, but the presence of contrast and the complexity of the image might
indicate the presence of some structural or physiological changes.\n\\boxed{D}

/

Figure 15: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. Qwen2.5-VL-
3B’s response is incorrect, while InfiMed-SFT-3B correctly answers after a detailed analysis and
reflection, and InfiMed-RL-3B provides the most direct and accurate correct answer.
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Question:

What is the cardiac size on the chest X-ray in panel (A)?
A: Enlarged B: Normal

C: Small  D: Cannot be determined

Ground Truth:
B: Normal

s 2
- InfiMed-SFT-3B Answer:
L To determine the cardiac size on the chest X-
p N ray in panel (A), let's analyze the image step by
step:\n\nl. Chest X-ray (Panel A):\n - The
_VI - . image shows a frontal view of the chest.\n - The
Qwen2.5-VL-3B Answer hen?"r shadow is visible, and its size relative to
the rest of the thoracic cavity can be
assessed.\n - There is no clear indication of
» significant enlargement or reduction in the size
of the heart compared to the surrounding
) structures.\n\n2. Comparison with Normal
Cardiac Size:\n - In a normal chest X-ray, the
, heart should not appear disproportionately large
or small compared to the thoracic cavity.\n - The

The chest X-ray in panel (A) shows a normal-sized
. heart, which is indicated by the absence of any
signs of enlargement such as cardiomegaly. The

| answer is B.

InfiMed-RL-3B Answer:

The chest X-ray in panel (A) shows a clear view of heart should occupy a proportionate portion of
the heart. The cardiac silhouette appears to be the thoracic cavity.\n\n3. Analysis:\n - The

; within the normal range for the patient's thoracic heart appears to be of normal size in relation to
cavity, suggesting a normal cardiac size. Enlarged the thoracic cavity.\n - There is no evidence of

, or abnormal cardiac size would typically be cardiomegaly (enlargement) or microcardia
indicated by a heart that appears (smallness).\n\nGiven this analysis, the cardiac
disgroporﬁona?ely large relative to the thoracic size on the chest X-ray in panel (A) appears to
cavity.\n\boxed{B} be normal.\n\n\boxed{B}

N / ol

Figure 16: Case study on Qwen2.5-VL-3B, InfiMed-Series models in medical VQA. Red denotes
errors or irrelevant content, whereas Green denotes correct or important information. All three models
correctly identify the cardiac size as normal, with Qwen2.5-VL-3B providing a concise answer,
InfiMed-SFT-3B offering a detailed, step-by-step analysis, and InfiMed-RL-3B giving a direct and
well-reasoned response.

A.7 LIMITATIONS AND FUTURE WORKS

Although our InfiMed-Series models achieve state-of-the-art (SOTA) performance among MLLMs
with a similar number of parameters, they even outperform some MLLMs with larger parameter
counts. However, it is undeniable that open-source medical multimodal data often exhibit low quality,
including poor image resolution, non-uniform distribution of modalities, and errors introduced
during model synthesis. Consequently, some of the results may lack full confidence, and the
models’ performance on more complex medical downstream tasks remains to be thoroughly explored.
Moreover, how to develop reasoning steps that can be more efficient and accurate in the medical field
is a critical issue that needs further study.

Additionally, we want to clarify that our training datasets are sourced exclusively from publicly
available datasets, ensuring that no private or sensitive data is involved.
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