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The training of ophthalmologists in medical college departments 
is crucial to combat the blindness in our country.1�4 It is 
important that residents be trained in modern examination, 
diagnostic and surgical techniques. Additionally, training and 
eye care in teaching departments should conform to modern 
standards and follow preferred practice patt erns. It is however 
well known that most newly qualiÞ ed Indian ophthalmologists 
are compelled to seek additional training, even in modern 
cataract surgery.3 

With a view to improving the quality of cataract surgery 
and eye care, the government of India and the World Bank 
supported a program to convert surgeons to extra-capsular 
cataract surgery with intraocular lens (IOL) implantation.5,6 
The World Bank �funding,� however, was not a grant but was 
a loan that the Indian taxpayer paid for. It would be desirable, 

therefore, to incorporate modern ophthalmic techniques into 
residency training programs, obviating the need for �catch-up� 
loans for future upgrades. 

While the status of Indian residency training programs 
has been mentioned, to the best of our knowledge there 
are no reports on the functioning of these medical college 
departments.3,4,7,8 We report the assessment of teaching and 
care in the medical college ophthalmology departments in one 
representative state in the country. The evaluation was repeated 
8 years later following two �grants,� Þ rst by the World Bank 
(approximately Rs. 28 crores) and then by a local body (Rs. 
6 crores), 6 years apart, towards state-of-the-art ophthalmic 
instrumentation and training in their use. 

Materials and Methods
All medical college departments of ophthalmology in a 
representative state of the country were evaluated by two 
external assessors. The state was chosen for convenience; 
logistical ease; and the fact that it was one of the beneÞ ciaries 
of the World Bank program, as well as of a second round of 
funding by a local body. The Þ rst visit was undertaken by RT 
and the second by MD. The data were accumulated during 
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departments examined on the two occasions. For the three 
newer departments, only their current functioning was detailed. 
The nature of the data permitt ed only a descriptive analysis. 

Results

First evaluation (1998)
The number of outpatients seen in the departments varied from 
95 (70 new and 25 old) to 1,300 (800 new, 500 old) per month. 
The number of beds varied from 16 to 500; and the number of 
ophthalmologists in each department, from 4 to 46. The number 
of residents (DO and MS) ranged from 4 to 16. One department 
was only training undergraduates. Three departments with 

Table 1: On-site activities undertaken by the evaluator

1. Appraise the heads of department that the objective of the visit 
was to try and improve matters; cooperation was sought to help 
improvement of the department and services.

2. The physical structure of the building was superÞ cially inspected.

3. The pattern of functioning of the hospital was determined. 

4. The functioning of the outpatient department (OPD) was 
observed with a view to:

(a) Determine the quality of care provided in the OPD

(b) Observe the teaching of the residents during outpatient times 
and also how residents examined and managed patients

5. The wards were visited. Random cases that had been operated 
by both residents and consultant were examined.

6. Operating Room procedure was observed, preferably when 
operations were in progress. The speciÞ c factors looked for were:

(a) The manner in which the residents were assisted during 
surgery

(b) The manner in which the residents performed surgery

(c) The manner in which consultants performed surgery

(d) The equipment available and used for management of 
intraoperative complications

7. Medical students (where possible) and residents were 
interviewed in private to obtain their perceptions of their training 
and their competence to go into practice following graduation. 

two evaluations performed 8 years apart. While the second 
evaluation was �suggested� at the end of the Þ rst study, it was not 
part of the plan when the Þ rst assessment took place. However, 
the methodology, as well as the data collected during the second 
study, was based on the Þ rst. 

Eight medical college departments were evaluated during 
the Þ rst visit. During the ensuing years, 3 more departments had 
developed; and a total of 11 departments were evaluated during 
the second phase. A structured questionnaire [Appendix 1, 2] 
was sent out in advance to the respective heads of department 
to determine details like the number of students, patients 
seen, operations done and list of the equipment available. 
Following this, the evaluator scheduled a site visit and spent a 
day in each of the departments. Details of the programs were 
personally collected and entered by the evaluator. The activities 
undertaken during this visit are detailed in Table 1. 

The preferred characteristics of an ophthalmology training 
program were speciÞ ed in advance and were the considered 
opinion of the Þ rst evaluator and agreed to by the second prior 
to the next evaluation. The features considered essential for 
resident training are shown in Table 2. The criteria considered 
indicators of suitable outpatient and ward care in a medical 
college department are shown in Table 3; those for the 
operating room are shown in Table 4. Undergraduate training 
was assessed using a questionnaire, observation and personal 
interview only during the Þ rst evaluation. 

At the time of the Þ rst visit, the World Bank training program 
was underway. Fourteen �trainer of trainers� who had been 
trained by the World Bank program were interviewed. The 
questions asked are shown in Table 5. 

Changes in teaching and practice patt ern, including surgery, 
instrumentation and their use, were documented for the eight 

Table 2: Features considered essential for resident training 

1. Ability to perform a comprehensive ocular examination using 
modern ophthalmic equipment: external examination, slit lamp, 
applanation tonometry, pupil examination including a swinging 
ß ashlight test, gonioscopy, indirect ophthalmoscopy and stereo-
biomicroscopic examination of the optic disc and macula. 

2. Ability to perform and evaluate routine ophthalmic investigations: 
keratometry, A and B scan ultrasound, automated perimetry and 
ability to scrape a corneal ulcer and perform staining. 

3. The ability to independently and competently perform common 
surgical procedures. At the time of the Þ rst visit, extra-capsular 
cataract surgery was considered the desirable technique taught 
for cataract surgery, with manual small incision surgery being 
ideal. For the second evaluation, manual small incision cataract 
surgery (MSICS) was considered the norm; phacoemulsiÞ cation 
was considered ideal. Other procedures included trabeculectomy 
and sac surgery. Assisted: squints, keratoplasties and 
detachments assisted were also noted. 

4. Access to library facilities. Judged according to availability of Þ ve 
standard text books, Þ ve standard journals (including the Indian 
Journal of Ophthalmology). 

Table 3: Criteria considered indicators of suitable eye care in 
outpatient department (OPD) and ward 

A. OPD: 

 1. Each patient receives a comprehensive eye examination 
including a dilated fundus examination.

 2. All patients scheduled for cataract surgery with intraocular 
lens (IOL) implantation undergo keratometry and A-scan. IOL 
power is individualized. 

 3. Automated Þ elds (or Goldmann perimetry) are used for 
glaucoma and neurological diagnosis and follow-up. 

 4. Corneal ulcer management includes scraping and staining; 
culture and sensitivity performed where indicated. 

B. Wards:

 1. Each patient admitted to the ward has a detailed, 
comprehensive work-up, separate from that done in the 
outpatients.

 2. Appropriate investigations performed for each admitted 
patient.

 3. The patient is seen on ward rounds by a consultant each day 
and discussed with the bed in charge.

 4. Post-op patients are evaluated on the slit lamp on the Þ rst 
day and at each follow-up; other clinical investigations 
performed as required.
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residency programs had no slit lamps; the maximum number of 
functioning slit lamps in a department was 10. Two departments 
did not have indirect ophthalmoscopes; Þ ve departments had 
one to two in working order, while one department had six. 
Only one department had a functioning A-scan. The number 
of cataracts done each year varied from 234 to 8,371; cataracts 
with intraocular lenses (IOLs) were 20 to 5,600. 

None of the criteria considered necessary for patient care in 
a teaching department were routine in any of the departments. 
None of the criteria for resident teaching were met in any of 
the departments. A brief description follows. 

Most departments had an adequate outpatient load, but 
patients were managed (and teaching undertaken) between 9 
a.m. and 2 p.m. None of the departments practiced a routine 
comprehensive eye examination. This concept was not taught to 
residents either. Routine tonometry (even Schiotz) and fundus 
examination were not the norm. Patients were dilated only rarely. 
This practice was prevalent even in the only hospital that had all 
the essential equipment for teaching. None of the departments 
had an automated perimeter. The Goldman perimeters available 
in some departments were unused. Bjerrum�s screens were not 
used either. The examination patt ern in all hospitals could best 
be described as what would be considered routine in an �eye 
camp.� While there was clinical teaching, the residents did not 

manage patients �independently� or even under supervision. 
They mainly observed the proceedings and participated in 
formal case discussions. This patt ern was true even in the 
only department that had most of the modern ophthalmic 
instrumentation. 

There were several reports of essential instrumentation being 
�locked up� without access for residents, and, in some instances, 
even the faculty. In one department, there was a well-preserved 
10-year-old indirect ophthalmoscope reported to be in �routine 
use.� The original bulb was still functioning. 

The operating room (OR) design was unsuitable in six of 
the departments. The sterile area and procedures were violated 
in most ORs. While most surgeons scrubbed between cases, 
the gowns were not changed throughout the day; gloves 
were not used. A �no touch� technique was not used in any 
department. Surgeons with the training and skills to perform 
microsurgery could not do so, due to lack of instrumentation. If 
a microscope was available, only some surgeons were allowed 
to use it. MagniÞ cation for cataract surgery was not the norm; 
in one department, a 2-year-old child had undergone an IOL 
implantation without any magniÞ cation. A-scans were not 
routine in the only department that had one. Postoperative slit 
lamp examinations were not the norm. 

Undergraduates had regular theory and clinical teaching. In 
one department, Þ ndings were demonstrated on the slit lamp. 
The evaluator was impressed by the intelligence of, and the 
interest shown by, the residents interviewed � which he put 
on record. The residents too were happy with the theoretical 
teaching. They all felt they got enough cataracts to do. The 
number of intra-capsular operations performed during the 
course ranged from 15 to 150; extra-capsulars, from 0 to 300; 
and IOLs, from 0 to 25. Residents were not supervised in the 
recommended manner during surgery. None of them had been 
taught an automated vitrectomy. There was no training in 
glaucoma or other types of operations listed. Only one of the 
residents interviewed felt conÞ dent about going into practice 
immediately aft er graduation. 

Intervention: The World Bank program spent approximately 
Rs. 56 crores for instrumentation, training and other costs 
in the chosen state. We assumed that approximately half of 
this, that is Rs. 28 crores, was used for instrumentation and 
training. The instrumentation provided included slit lamps with 
applanation tonometers, teaching microscopes, A-scans and 
other basic instrumentation. About 5 years later, a local funding 
body provided an additional Rs. 6 crores for state-of-the-art 
instrumentation � including high-quality surgical microscopes, 
slit lamps with applanation tonometers, phacoemulsiÞ cation 
machines, additional A-scans, fundus cameras, lasers (Yag and 
green), automated perimeters and audiovisual equipment. 
Each department also received state-of-the-art teaching 
surgical microscopes and slit lamps with beam splitters, 
stereo observer-scopes and monitors provided speciÞ cally for 
teaching purposes. In other words, the departments were as 
well equipped as any medical college department anywhere 
in the world could be.

Second evaluation (2006)
The number of doctors, postgraduates, beds and patients seen 
remained almost at the same level between the two visits. 

Table 4: Criteria for suitable eye care in the operating room

1. Appropriate design of the OR. 

2. Sterile techniques followed meticulously. Scrub and change 
gloves between operations. 

3. No sharing of instruments between cases. 

4. Microscope should be used routinely to perform cataract surgery.

5. A �no touch� technique taught and practiced � considered ideal.

6. All complications managed appropriately; for example, 
automated vitrectomy for vitreous loss. Management of 
complications taught to residents. 

7. All residents initially assisted by a faculty member scrubbed up 
and using the beam splitter. 

7. Appropriate microbiological surveillance of the OR. 

OR - Operating room

Table 5: Questions for the trainer of trainers

1. Observed and assisted a �signiÞ cant� number of cases under 1:1 
supervision using the appropriate teaching methodology. 

2. Performed appropriate speciÞ ed number of cases under 
supervision and subsequently independently. The number 
of cases �assisted� and �done� had already been speciÞ ed by 
the World Bank. The question was intended to determine the 
conÞ dence level of the trainer.

3. Had been taught to manage intraoperative complications in an 
appropriate manner.

4. Was capable of examining, and had been taught to examine 
case preoperatively in a modern manner with a view to 
anticipating intraocular problems; was capable of appreciating 
intraoperative steps and correlating them with the postoperative 
response and the patient as assessed in an appropriate manner.

5. Was capable of teaching his skills to others.
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The head of departments reported that instrumentation 
provided was used �frequently� in 4 of the 11 departments. One 
head of department stated that patient care and teaching had 
improved considerably. All felt that the audiovisual equipment 
had improved the teaching and student presentations. However, 
the criteria of care and teaching considered appropriate for 
medical colleges [Tables 2-4] were not achieved. The timings for 
patient management and teaching were still 9 a.m. to 2 p.m. 

A comprehensive eye examination was still not the norm 
and was not routinely undertaken by the residents or faculty. 
Resident interviews revealed that the residents were not 
allowed to use diagnostic instruments provided for training. 
Applanation prisms were locked up, as were diagnostic lenses. 
Resident interviews also revealed that while the residents now 
used microscopes for surgery, the recommended supervision 
was lacking. The teaching microscopes with the beam splitt ers 
and monitors were not made available to postgraduates; in 
some cases, not even to faculty. Diagnostic instruments were 
still �locked� up. 

In two departments the teaching slit lamps were used 
for demonstrations for undergraduates and residents, but 
residents did not get to use the newer equipment provided. 
One department used the fundus camera daily. Two others 
had done three ß uorescein angiographies in the last year. Laser 
machines were unused or sparingly used (two lasers in a year). 
High-end automated perimeters were available; but as they 
were sparingly used, Þ elds were not preformed for all glaucoma 
suspects or cases. PhacoemulsiÞ cation machines were still in 
their packing in three departments, and phacoemulsiÞ cation 
was not the norm in any of the hospitals. None of the residents 
had been taught phacoemulsiÞ cation. Some had performed 
manual small incision cataract surgery (SICS). A-scans were 
available in all the departments but were not routine for all 
IOL surgery. 

The surgical patt ern had changed in that IOL usage was 
now the norm (91 to 99%). Other surgical practices, however, 
remained the same and actual visual outcomes were not known. 
An automated vitrectomy was still not routine for vitreous 
loss. Routine postoperative slit lamp examination was still not 
the norm. 

At the time of both the visits, patients were not informed 
about the examinations, investigations or procedures they were 
about to undergo. An informal discussion of risks and beneÞ ts 
or a formal informed consent was not the norm and was not 
witnessed during either visit. 

The trainer of trainer (TOT) issue was addressed formally 
only at the Þ rst visit, but, as will be seen, still has relevance. The 
trainers interviewed had been trained in one of the three centers. 
All were happy with their training. They had independently 
performed the minimum number of cases stipulated by the 
World Bank. Only one training institution taught what would 
be considered the appropriate evaluation (required of a trainer) 
necessary to diagnose and manage potential problems. Training 
using a microscope with beam splitt ers was not imparted 
in most instances. Additionally, only one institution taught 
�trainers� appropriate management of vitreous loss. A �no touch� 
technique was not taught in any institution to the trainers or 
students. All 14 �trainers of trainers� who had returned to their 
parent institutions and were interviewed were male.

Following their return from the TOT program, till the Þ rst 
evaluation took place, none of the trainers had taught a single 
person. Some were doing IOLs in the department but not 
teaching it. However, most were doing IOLs in the private 
sector. One trainer on his return was posted to the biochemistry 
department. 

Teachers interviewed during the second visit felt their 
training was insuffi  cient to enable them to conÞ dently use, 
and teach the use of, the instrumentation provided. Many were 
uncomfortable with performing or teaching phacoemulsiÞ cation 
as they did not have the wherewithal to manage complications. 
Overall, most felt they required more training. Some of 
them did, however, use the instrumentation (and perform 
phacoemulsiÞ cation) in private practice. As far as inappropriate 
postings were concerned, the second evaluator too reported that 
many ophthalmologists trained in microsurgery were posted 
to departments of anatomy, microbiology and radiology even 
when trainers were not available in the parent department of 
ophthalmology. 

Discussion
Residency training is crucial for the future of Indian 
ophthalmology, as well as for the delivery of quality eye care 
to the population. We are aware of the constraints under which 
the publicly funded medical college departments function; 
however, there are public and private departments in the 
country that can compete with the best in the world. Therefore, 
the objective was to compare the training programs to what is 
possible in the country. To the best of our knowledge, there are 
no published reports of on-site evaluation of residency training 
in India.

The residents were happy with the theoretical training. The 
teachers felt that with the provision of audiovisual equipment, 
student presentations had improved dramatically. Also, IOL 
usage in all departments had increased dramatically and had 
become the norm. The visual outcomes of this advance and 
the occurrence of complications were however not available. 
Nevertheless, teaching standards and care delivery in all medical 
college departments failed to meet the speciÞ ed benchmarks, at 
both the evaluations, performed aft er the provision of quality 
equipment (and training in their use) on two separate occasions. 
This was true both for teaching as well as for management of 
patients. The provision of instrumentation and training had 
not eff ected the desired changes. 

What should our training philosophy be? Patients treated 
in training departments participate in the learning process. 
It behooves us then to ensure that the probability of best 
possible outcomes is maximized. This can only be achieved if 
all patients are carefully examined not just from the training 
point of view, but also from the view of selecting (at least, at 
Þ rst) uncomplicated cases for training. This critical selection 
cannot be achieved by a ß ashlight and intuition. Additionally, 
all surgery in such situations must be taught by experienced 
surgeons using the recommended instrumentation; for the 
initial cases, this requires an experienced surgeon scrubbed 
up and actively assisting through the observer scope. 
Furthermore, all complications in a training situation must be 
managed in the best possible manner to minimize morbidity 
and maximize acceptable outcomes. The student must be 
taught the management of complications. This too requires 
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an experienced surgeon assisting the student, using accepted 
modern instrumentation. Management of complications 
extends well into the postoperative period and mandates 
routine postoperative slit lamp and fundus examination. Such 
routine pre- and postoperative examinations, assistance during 
surgery and management of complications (and its teaching) 
did not exist in any of the departments. 

The faculty in some departments indicated that students 
�routinely� used slit lamps, applanation tonometers, gonioscopes 
and indirect ophthalmoscopes. In all departments, however, the 
residents told a diff erent story. They were not allowed to use 
instruments speciÞ cally provided for them, and some diagnostic 
instruments were locked up to prevent access for anyone. 
They were not taught to perform routine comprehensive eye 
examination and did not manage cases either under supervision 
or independently. 

While not a part of the checklists, an important aspect of 
modern eye care is informed consent and patient participation 
in the treatment. This was not practiced in any department; 
unless it is part of patient care in teaching departments, students 
are unlikely to understand its importance and employ it in 
practice. In a training department, this ethical aspect becomes 
even more demanding. Ideally patients should be informed that 
they may be operated on by a trainee or at least be informed that 
they will not have the choice of surgeon. Research methodology 
is another important component of postgraduate teaching, 
especially if we want to encourage ophthalmic research in India. 
This was not formally taught in any program. The paucity of 
publications from most medical college departments would 
seem to be a direct consequence.8 

The reasons for lack of appropriate teaching and eye care 
are complex. One reason could be issues with the training of 
trainers and is discussed below. Another cause could be the 
limited working hours. The usually large patient loads cannot 
be appropriately managed and teaching undertaken in a 5-hour 
day. The issues of private practice and nonpracticing allowance 
responsible for such limited working hours need urgent 
resolution. On the other hand, an increase in working hours 
may not guarantee that desired benchmarks will be achieved. 
(There are states where the working hours are longer but the 
patient care and practice is similar.) Another unlikely, purely 
theoretical possibility is poor leadership, improper att itude 
and lack of accountability. Measures to identify and address 
the source of the problem and ensure appropriate teaching and 
preferred practice are urgently needed. 

As far as modern ophthalmology is concerned, the existing 
archaic guidelines for the recognition and continued accreditation 
of teaching departments need major restructuring. Programs 
without the necessary instrumentation, teaching and practice 
required for modern ophthalmology are �recognized� for training. 
On the other hand, we are aware of one well-functioning 
modern teaching department (fulÞ lling all the benchmarks) 
that was not �recognized� as it was not split into �units� and 
had �too many beds.� It would seem that the rules require units 
and beds, not instrumentation, teaching or preferred practice 
patt erns. Interestingly, while modern ophthalmology hardly 
requires �beds�, provision of such beds in teaching departments 
may actually be desirable. Postgraduates could then at least be 
responsible for the care of patients on their beds; if undertaken 
and supervised properly, the work-up, investigations and 

intervention on their �own� patients is one way to ensure 
examination, management and follow-up skills. To ensure 
modern requirements, the Þ nal postgraduate examination to 
certify ophthalmologists too needs major change. The clinical 
component of the examinations should at least observe and 
test competence in the components of a comprehensive eye 
examination and clinical (including surgical) ability, not just 
theoretical knowledge as is currently the case. 

The TOT became accepted terminology during the �World 
Bank�-funded program. During the planning of this program, 
Indian experts had stressed the need for placement of quality 
training equipment in the parent department before the TOT 
returned. They also expressed concern about maintenance of 
equipment and the potential for transfers of the TOT before the 
objective of the program was achieved. In reality, the promised 
equipment for training was not available on return in any of 
the parent departments. A TOT who was waiting for 6 months 
for the basic equipment dourly expressed the need for a 
�refresher� course. TOT was to be the backbone of the modern 
training process; yet their training too was below par. A �no 
touch� technique was not taught to any of them. This technique 
is desirable in all cataract surgery but becomes especially 
important in less-than-ideal conditions, especially where gloves 
are not used: the existing situation in all departments. And 
once in their parent departments, the TOTs did not or could 
not function to the desired potential. 

The report generated at the end of the first evaluation 
recommended the provision of quality teaching instruments in 
all medical college departments, as well as measures to improve 
training and care delivery. The crucial aspect of maintenance 
and budget for spare parts was highlighted. The issues faced 
by the TOTs were specially highlighted with possible solutions. 
To the best of our knowledge, this report was available to 
all policy makers. The lessons of the World Bank program 
notwithstanding, the condition remained the same aft er the next 
round of funding. Expensive new instrumentation, including 
Þ eld analyzers, lasers, fundus cameras and phacoemulsiÞ cation 
machines, lay unused even a year aft er it had been provided. 
Lack of training was again one factor mentioned by those 
interviewed. Further training may indeed be needed; however, 
even those who were trained did not transfer their skills to 
others in the department or their students. Modern procedures 
performed in private practice were neither undertaken nor 
taught in the teaching department. The use of beam splitt ers in 
microscopes usually warrants no extra training. Other reasons 
cited included fear of spoiling the new instruments, lack of 
spares and maintenance support. The practice of trained staff  
being deputed out to unrelated departments too continued 
over the years. 

The study has several limitations. The second evaluation 
was not part of the original plan but serendipitously provided 
follow-up information. While the same evaluator would have 
been desirable for both assessments, logistical and other 
constraints mandated another assessor. Although the format 
and benchmarks used were the same for visits, the methods did 
vary and precluded some comparisons. We felt that the use of 
checklists helped avoid potential bias.

We assumed that half of the Rs. 56 crores allott ed to the state 
by the World Bank was used for instrumentation and training. 
The actual amount might have been less than this. We accept 
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that the Þ rst estimate may be wrong (in either direction) but 
highlight that an outlay was provided for instrumentation 
and training on two temporally separated occasions and have 
reported the impact of that investment on teaching and care. 

The study state was chosen for convenience, logistics and 
because it was a beneÞ ciary of World Bank and other funding. 
It is however a �representative� state of the country, and we 
feel that the data can be extrapolated to most medical college 
teaching departments. The standards in the country do vary 
dramatically, and there are some departments that not only 
meet but also exceed the benchmarks. 

Some may consider the quality benchmarks as too strict 
for a �developing� country. We feel that this pretext has 
been used to maintain status quo for too long. We argue 
that at least in departments responsible for the training of 
future ophthalmologists, this overused �developing country� 
justiÞ cation is no longer valid. The benchmarks used are not 
unrealistic; they have been achieved in the country and are 
eminently desirable. 

In conclusion, the postgraduate programs do not train 
residents in modern ophthalmic examination and surgical 
techniques. The residents were not taught current cataract 
surgical techniques and were not conÞ dent of independent 
practice. The quality of care in the teaching departments did 
not conform to accepted preferred practice patt erns. Finally, 
two rounds of funding totaling about Rs. 34 crores towards 
modern instrumentation and training did not materially change 
the standard of training and care. 

The state of aff airs has been an open secret for a long time. 

While there may be denials, accusations, recriminations and 
inaction, we hope that publication in our journal will help 
the ophthalmic community to acknowledge the problems, 
encourage dialog and initiate changes that ophthalmology 
training in India so obviously and desperately needs.
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Appendix 1:

Proforma sent to Head of Department 
Name of the Institute:
Section I  Infrastructure:

A. Staff Strength:
 (Number currently in the department)

Professor:  Nurses:
Assoc. Professor:  Optometrists:
Reader:  Others:
Lecturer:  
Per Year   Total
M.S. Residents:    
DIP Residents:
DNB Residents:
Undergraduates:

B. Equipment:
1. Basic 
OPD Number Functional  Non-Functional Utilization
Slit Lamp
-With Applanation
-Without Applanation
-With Beam splitter
Gonioscopes
Direct Ophthalmoscopes
Indirect Ophthalmoscopes
Utilization: Is the instrument made available for use to all postgraduate students?

Comments???: DifÞ culties (if non-functional) with regard to repairing facilities, availability of spare parts, etc. [Please use this space for 
additional comment.]

2. Advanced
(Tick the appropriate columns)
  Yes  No  Functional   Non-Functional Utilization
A-Scan     
B-Scan     

Source of Support: Nil, Confl ict of Interest: None
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Keratometer     
Automated Perimeter     
Yag Laser     
Fundus Camera     
Slit Lamp Camera     
Three Mirror
     
3. Ward: Are the following instruments also available in the ward?
  Yes  No  Functional   Non-Functional Utilization
 Slit Lamp     
Applanation     
Indirect Ophthalmoscope     
Utilization: Is the instrument made available for use to all postgraduate students?

4. Operating Microscopes:
  Functional   Non-Functional  Utilization
Numbers   
Model   
Teaching Attachment Yes/No   
Is the instrument made available for use to all postgraduate students?

5. Mechanized Vitrectomy Instrument:
Do you have a Mechanized Vitrectomy Instrument?   Yes/No
a. If yes, are all the residents trained to use it for managing vitreous loss?   Yes/No
b. If no, what is the routine method for managing vitreous loss in your hospital? � Sponge Vitrectomy[ ] / Aspiration [ ] 

C. Ward Capacity:
(Total number of beds available)
Average Occupancy:
(Average number of beds occupied by patients at any one time)
Average Duration of Stay for Cataract Patients:
D. Average OPD Load:
a. Average number of new registrations per day
b. Average number of old cases seen per day

E. Average Number of Doctors Seeing Patients in OPD/Day

F. Number of Surgeries Done (1 Year)
(1st January 1995 to 31st December 1995)
  Staff  Residents
Cataract Surgeries  
-Extra-capsular extraction  
-with intraocular lens   
-Intra-capsular extraction  
Glaucoma  
Combined (glaucoma and cataract)  
Retinal Detachment  
Trauma  
DCR/DCT  
Squint  
Penetrating Keratoplasty
  
G. Outreach Program:
A. Do you organize �camps� outside the hospital?
B. If so, are they conducted by doctors?
C. Do they consist of 

i) Screening with torch light for cataract surgery to be done in the base hospital? Yes/No
ii) Screening for diminished vision/ night blindness in school-going children? Yes/No
iii) Screening for other ophthalmic conditions requiring referrals to base hospital? Yes/No

D. Do you do cataract surgeries in the camp setting? Yes/No
E. If so, are they i) intra-capsular/ extra-capsular/ both?
 ii) with/ without magniÞ cation/ both? 
  Is a microscope used?
H. Eye Bank Facilities

Available / Not available
I. Microbiology Facilities:
 a. Do you have microbiology facilities for 
 i) Bacterial cultures?
 ii) Fungal cultures?
 b. Number of cultures sent in the last one month
 c. Is scraping and smear done for corneal ulcer on site?
 d. Do the residents do it?
J. Which area do you feel needs improvement? What input do you need to help achieve this?

Signature:
Name of the Head of Department:

Address:
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Appendix 2:

Section II: Evaluation of Undergraduate Training Programs
Number of students per batch posted:
Number of batches per year:
(Kindly furnish the following particulars for each batch.)
Duration of posting: How many hours per day:
Number of lectures per week:
Bedside clinics per week:
OPD postings:
(per week)
Theatre postings:
(Total number of days in OR per student)
Signature:
Name of Head of Department:
Address:

Advertisement

Azhar
Rectangle


