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(all	no	perception	of	 light	 [PL]).	One	patient	with	bilateral	
involvement	 underwent	 bilateral	 FESS	 in	 the	 first	 sitting,	
followed	by	left-eye	exenteration	after	5	days	[Table 2].	One	
patient had a permanent vision loss, who was already PL 
positive	 at	 presentation.	 Fortunately,	 no	 death	 has	 been	
reported	so	far.	All	patients	were	on	liposomal	Amphotericin	
B	 on	 the	 last	 follow-up.	An	 epidemic	 of	 ROCM	 is	 still	
coming	with	more	than	60	patients	reported	till	now	to	us.	
It	is	a	challenge	to	manage	this	fungal	epidemic	in	the	viral	
pandemic	now	when	we	are	also	short	of	our	‘Sanjeevani Booti,’ 
i.e.	liposomal	Amphotericin	B.
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Improving surgical scrub time in the 
eye operation theatre using quality 
improvement methodology

Dear Editor,
An	effective	surgical	scrubbing	routine	 is	essential	but	often	
surgical	teams	compromise	scrubbing	technique	and	scrubbing	
time.[1]	Noticing	the	inadequate	surgical	scrubbing	time	in	the	
operation theatre of our eye hospital, a team of nurses led a 
pilot	quality	 improvement	 (QI)	project	 to	 improve	 surgical	
scrub	 time.	A	QI	 team	collected	data	on	 selected	operation	
theatre	days	(Tuesday/Friday),	for	1	h	(9	AM–10	AM)	for	both	
resident	surgeons	and	nurses	from	only	one	scrub	station	in	
a	nonobtrusive	manner.	Consent	was	not	individually	taken.	
Scrub	time	was	measured	from	starting	water	tap	with	surgical	
scrub	application	till	closure	of	tap.	Scrubbing	technique	was	
not	studied.	A	recommended	scrub	time	of	2	min	was	targeted	
based	on	product	label	of	the	4%	w/v	Chlorhexidine	Gluconate	
solution	 (Microshield	Chlorhexidine	 Surgical	Handwash,	
Schulke	India	Pvt.	Ltd.).

The	baseline	data	 (average	5	 residents/nurses	daily)	was	
collected	for	first	five	sessions	and	had	a	median	scrub	time	

of	1.39	min	(99	s).	Root	cause	analysis	revealed	that	surgical	
team	never	read	the	product	label	and	were	unaware	about	
minimum	2	min	scrub	time.	The	single	analog	clock	was	not	
suitable	to	track	seconds’	time	properly.	There	was	no	public	
display	of	official	policy,	educative	posters,	no	orientation	of	
new	surgical	teams,	with	no	monitoring	or	audit	to	assess	if	
surgical	teams	were	scrubbing	properly.

The	team	tested	two	plan	do	study	act	cycles	(PDSA).[2]	In	first	
PDSA	(session	5)	change	ideas	tested	were	targeted	education	via	
group	meetings	and	social	media	messages	to	raise	awareness	
and	motivate	teams	about	the	need	and	importance	to	improve	
scrubbing	time.	In	PDSA	2	(session	7),	an	official	policy	about	
scrubbing	time	and	technique	was	circulated/displayed	publicly	
and	reminder	posters	pasted	on	scrub	stations.	The	analogue	
clock	was	replaced	by	a	digital	clock	to	easily	track	the	2	min	
time.	The	same	team	collected	the	data	and	reviewed	it	twice	
weekly.

Thereafter,	the	median	scrub	time	improved	and	sustained	
at	2.39	min	 (159	 s),	 an	 improvement	of	60.6%	over	baseline	
and	well	above	the	target	median	of	2	min	[Fig.	1].	Scrubbing	
technique	was	not	studied	but	is	a	more	important	factor	to	
consider	 than	 time	 alone.	To	 implement	 on	 a	 larger	 scale,	
video	surveillance	is	useful	to	improve	compliance.[3] This pilot 
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project	highlights	how	simple	quality	improvement	techniques	
can	improve	quality	of	health	care.	However,	it	is	essential	to	
incorporate	change	ideas	into	health	systems	so	the	benefits	
can	be	sustained.[4]
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Figure 1: Run chart showing sustained surgical scrub time 
improvement after two PDSA cycles  (arrows), with simple quality 
improvement initiatives
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Do it yourself non-contact eyelid 
eversion: I-Verter

Dear Editor,
In	this	era	of	the	COVID-19	pandemic,	there	is	a	potential	risk	
of	transmission	of	viral	infections	during	lid	eversion	due	to	
the	exposure	of	ocular	fluids	such	as	tears	and	conjunctival	
secretions	 following	 contact	 between	 the	 examiner’s	finger	
and	the	patient’s	bare	ocular	surface.[1,2] Lid eversion in deep 
sockets,	madarosis,	 and	pediatric	patients	 are	 some	of	 the	
other	challenges	faced.	Alternate	methods	using	paper	clips[3] 
and	wire	speculum[4]	have	been	described	in	the	past	but	none	
reduce	the	risk	of	transmission	of	the	infection.	The	principle	
of	lid	eversion	consists	of	a	combination	of	two	forces—pulling	
force	 by	fingers	 on	 the	 eyelashes	 [Fig.	 1a] and a pushing 
force	by	fingers	on	the	upper	tarsus	[Fig.	1b].	Adopting	this,	
a	simple	tool	which	made	no	direct	contact	with	the	ocular	
surface	was	made	using	two	materials:	(a)	Double-sided	tape	
and	 (b)	 Ice	 cream	 stick.	An	 ice	 cream	 stick	was	 cut	 at	 one	
end	with	dimensions	of	 3.5	 cm	×	 6	mm	 to	which	one	 side	

of	the	double-sided	tape	of	dimensions	3.5	cm	×	5	mm	was	
stuck	[Fig.	2a].	The	other	side	of	the	tape	adheres	to	the	skin	of	
the	upper	eyelid	overlying	the	upper	tarsus.	The	adherence	of	
the	double	tape	creates	the	pulling	force	on	the	upper	eyelid	
and	the	rotational	motion	along	the	axis	of	the	ice	cream	stick	
creates	 the	pushing	 force	 on	 the	 tarsus	 just	 over	 its	upper	
border	everting	the	eyelid.	It	can	be	used	to	examine	the	upper	
tarsal	conjunctiva,	superior	fornix	and	lid	swellings,	foreign	
body	 removal,	 saline	wash	 in	 chemical	 injury,	 etc.	 [Fig.	 2b	
and	Video	1].	Double	eversion	can	also	be	attempted	[Fig.	2c].	
Paramedical	 staff	can	also	evert	 the	upper	eyelid	while	 the	
doctor	examines	the	patients	[Fig.	2d].	Thus,	I-Verter	is	a	safe,	
universal,	easily	disposable,	and	economical	DIY	device	for	
lid	eversion	with	a	minimum	risk	of	infection.
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