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Residents’ proficiency in diagnostics 
with all ophthalmic equipment – Need 
of the hour

Dear Editor,
From the days of Sushruta until now, ophthalmic surgery 
has undergone a sea change.[1] Therefore, it is no wonder that 
ophthalmic surgery in the 21st century is aided by advancement 
in technology. More than first‑class technical skill, an excellent 
judgement is required when performing an operation to 
achieve optimum result. A good surgeon is one who knows 
how to operate. A better surgeon is one who knows when to 
operate, but the best surgeon is one who knows when not to 
operate.[2] Proper diagnostics for the preoperative management 
of any patient are an essential part of a continuum of care 
that extends from the surgeon’s initial consultation through 
patient’s full recovery.[3]

Competency is defined as “the ability to do something 
successfully and efficiently.”[4] All residency programs should 
be committed toward a competency‑based curriculum, which 
trains budding surgeons in ways that focus on the development 
of competencies, and continues until the desired competency is 
achieved.[5] The successful and efficient handling of diagnostic 
equipment are critical for the preoperative management 
of patients undergoing ophthalmic surgery, and the role 
of competency‑based curriculum and training cannot be 
overemphasized in this regard.

Residents of today are the ophthalmologists of tomorrow, 
and a correct amount of handholding shapes them into 
competent clinicians. What, then, is the extent to which 
ophthalmic residency programs should train their residents in 
the handling of diagnostic equipment? The national curriculum 
for ophthalmology residency training India includes a list of 
common instruments, the knowledge of which would help 
the ex‑residents‑turned‑consultants in their independent or 
institutional setups.[6] However, very few residency‑training 
institutes have “all” gadgets, and this is true even for developed 
nations.

We recommend that residency programs must first aim 
for maximum surgical and clinical skill training within the 
limitations of the institutes. They must then compensate for 
the nonavailability of these instruments through collaboration 

between institutes and rotation of residents between their 
own setups and higher centers for developing first, a sense 
of orientation toward the length and breadth of ophthalmic 
diagnostics, and then, specific competencies for each 
ophthalmic instrument including the cognitive and technical 
skills required by a comprehensive ophthalmologist. These 
may be classified into basic‑level goals  (PG year  [PGY] 1), 
standard‑level goals  (PGY 2), and advanced‑level goals 
(PGY 3).[6]

It is least expected of a trainee ophthalmologist to 
acquire proficiency in a day. In fact, it is a long process 
shown by the Miller’s pyramid: where the trainee first 
knows, knows how, then shows how, and then does a 
task.[7] Given the limited period for which residency 
programs enroll trainees, there is increasing need for 
an extra push from the faculty of training institutions. 
We suggest that this process is augmented by imparting 
concurrent knowledge of instruments, involvement of 
residents during instrument demonstrations in‑house 
and during conferences, allowing an open environment 
to clear doubts, training to handle instruments under 
supervision, teaching the correct method, common errors 
and precautions, and continuation of supervision and 
guidance with effective feedback till proficiency is attained 
for independent handling.

What are the advantages thus gained? This training allows 
residents to share the workload of consultants, and dependence 
on specific trained personnel to handle instruments is removed. 
This is especially beneficial for prompt service in emergency 
conditions, such as B‑scan ultrasonography in an emergency 
room, or missed biometry when a patient has been scheduled 
for cataract surgery. It also empowers them to train their own 
personnel later in life with the confidence required for routine 
clinical practice.

In summary, it is prudent to think of residency training 
as a machine, wherein the input consists of residents and 
infrastructure with all necessary instruments, a process wherein 
training and use of all instruments is ensured during the period 
of residency, and the output, which is a good quality resident 
surgeon proficient in diagnostics. The responsibility of teachers 
is to challenge their limits, and not limit their challenges. We 
therefore implore that residents’ proficiency in diagnostics with 
all ophthalmic equipment is a need of the hour.
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Impact of COVID‑19 pandemic on 
patients with corneal transplant

Dear Editor,
The recent COVID‑19 emergence has inflicted the entire world 
dreadfully with India being no exception.[1] Enduring effect on 
health of people was observed due to delayed treatment caused 
by global travel restrictions.

We, hereby, report a data of 10 cases presenting with graft 
rejection/failure in postcorneal transplant patients during 
COVID‑19 pandemic lockdown April to July 2020 [Fig. 1].

The demographics are shown in Table  1. Four patients 
were one eyed. Six patients had no access to topical 
immunosuppressants and five patients had no access to 
ophthalmologists during this period. Eight patients at 
presentation had  Best Corrected Visual Acuity (BCVA)  less 
than 6/60. None of the lamellar transplant patients presented 
with rejection. The mean duration from onset of symptoms to 
presentation to hospital was 9.5 days [Graph 1]. None of the 
patients had any COVID‑19 symptoms. 

Three out of ten patients developed graft failure despite 
treatment, and one of them subsequently underwent 
Descemet's Stripping Endothelial Keratoplasty (DSEK). One 
patient with recurrent melt underwent tectonic keratoplasty 
to salvage the globe. Restraints and apprehensions regarding 
eye donation and procurement of tissues during the pandemic 
posed an additional challenge of visual morbidity in one‑eyed 
patients. However, despite delayed presentation, we could 

manage to restore functional vision in the remaining six 
patients post rejection.

We also compared the number of patients with graft 
rejection with that of the previous year during the same period. 
Although the number of patients that presented to us was 
almost the same (n = 9), the mean duration to presentation to 
hospital was 3 days.

We have observed delayed presentation of patients with 
rejection during the pandemic (9.5 days versus 3 days), which 
was contributed by the on‑going pandemic indirectly in the 
form of lack of timely access to medications/ophthalmologists, 
hesitance to visit hospitals due to fear of contracting COVID‑19, 
and lack of transport as a sequelae of restrictions of the lockdown.

Studies have shown that early treatment is beneficial and a 
longer interval between corneal graft rejection and treatment 
increases the risk of corneal decompensation and graft failure,[2] 
which was reflected in our cases as well. There have been few 
isolated case reports on COVID‑19 and acute graft rejection,[3] 
which should also be borne in mind as a precipitating cause for 
rejection. Although the psychological impact of the pandemic on 
graft rejection is subtle, it will definitely be reflected in the form 
of low self‑esteem and gross dependence especially in one‑eyed 
patients. Despite attempts to track and telephonically contact 
patients who underwent keratoplasty, the fear of the pandemic 
still led to delayed presentation. Use of technology in the form 
of teleconsultation has helped in better management of patients. 
Educating, proper counseling, and creating awareness among 
patients will definitely help us in managing and preventing 
untoward outcomes in these patients in the coming time. With 
one year of pandemic gone by, arrival of second wave and with 
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