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The results* of the last survey

1. When undertaking cataract surgery,
do you always write the patient details
and lens power on the board in your
operating theatre?

. 50% Yes
. 50% No

2. Do you always personally pick
the IOL power for patients
you are operating on?

. 90% Yes

. 10% No

3. Whenis the IOL power picked?

. 14% In clinic on listing
. 8% At pre-assessment

56% On the day
before the patient
comes to theatre

. 14% Inthe
anaesthetic room

-

8% Intheatre

4. Is your biometry printed on paper or
viewed electronically on a screen?

. 78% Printed

. 12% Electronic

5. When is the chosen IOL brought

into theatre?

. 17% AllIOLs are
broughtin at the
start of the
operating list

. 55% Before the
0L check when
the patientisin
theatre

28% After the IOL
check when the
patientisin
theatre

6. How many cataract procedures do you
undertake on a routine operating list?

7 [s]
. 41% [6]
22% [7]
3~ @
[l o 9]
I 5% [l

2% [11+]

*Please be aware that this data does not form part of a peer reviewed research study. The information therein should not be relied upon for clinical purposes but instead used as a guide for clinical

practice and reflection.

hank you so much again for
participating in the survey. | have been
asked to give several talks at regional
teaching sessions about some of the
issues | discuss in these articles and | am happy
to continue to do so. It is vital that we continue
to challenge, evolve and improve our practice.

Awrong intraocular lens implantation is a
never event and should not occur. When it does
happen, itis usually due to a sequence of errors
resulting in the perfect storm of errors.

Often | have asked you questions where
there is no real guidance available but in this
case there is guidance. The Quality Standard
from the Royal College of Ophthalmologists
‘Correct IOL implantation in cataract surgery’
was published in March 2018.

I write the IOL power on the board and
where | will place my corneal incision as |
prefer on-steep-axis surgery. | write down
all my IOL powers on my operating list as |
am seeing and marking my patients. | then
transcribe that to the whiteboard as a triple
check mechanism. When we check the IOL we
check the notes and the biometry, then look
at the whiteboard, and aloud state “20 dioptre
circled on biometry, 20 dioptre written on the
board and 20 dioptre lens got.” | appreciate
the argument is that we leave ourselves open
to transcription errors, however, the number
on the board is not the only check and it has to
tally with the biometry. If there is a discrepancy
it gives us a chance to stop and reassess where
it has come from.

The guidance states: “Consider circling or
highlighting the correct IOL model and power
required on the source biometry print out page.

This needs to be signed or initialled / dated
and traceable.”

Interestingly, it also states: “Minimise use
of operating theatre ‘white boards’ and, if
using theatre lists or white board transcription
for recording IOL selection, all checks must
also consult the source biometry printout.”
Itis guidance and | have a rationale for using
my methodology so | will stick with writing
my surgical plan on the whiteboard. Half of
you agree with me and half of you do not use
the whiteboard.

When asked who picks the IOL power | was
surprised to see that in 10% of cases someone
else picks it. | appreciate that you recheck
it yourselves, but you leave yourselves wide
open to confirmation bias whereby you will
simply rubber stamp the original IOL choice.
And who takes the blame if the wrong IOL is
chosen, the operating surgeon, or person who
picked the IOL?

The guidance says: “IOL selection should be
performed by the operating surgeon if possible,
or by a suitably trained clinical professional
to be confirmed by the operating surgeon.”
Personally, | think we should be picking the IOL
power ourselves.

When asked about the timing of the IOL
choice there was a spread of opinion. In 14%
the lens was chosen in clinic on listing. | can
appreciate this. You have just spoken to the
patient and discussed their refractive outcome
so everything is fresh in your mind. My worry,
as mentioned above, is that you may not be
operating upon the patient yourself and so you
are picking an IOL for another surgeon who
should really be refining their IOL power choice
with their personalised A-constant.

The guidance clearly states: “IOL selection
should take place during the assessment clinic
orin the preoperative ward-round.” And: “IOL
selection performed during the assessment
clinic should be checked at the preop ward
round on the day of surgery.”

Sixty-four percent of respondents chose the
I0L power at the pre-assessment visit or on the
day before the patient comes to theatre and,
personally, | feel this is best practice. Twenty-
four percent of you chose the IOL power in the
anaesthetic room or in theatre. | worry that this
is leaving the door open for error. You are in the
midst of doing several things and you are not
focussed on the notes, the measurements and
the biometry.

Seventy-eight percent of you are old
fashioned and have the biometry on paper
rather than on a screen. | like having the paper
biometry there so | can physically look at it
when we are checking the consent form and
confirming the patient details.

When asked when the I0Ls are brought
into theatre | was surprised to see that 17% of
you have all the IOLs brought into theatre at
the start of the list. | seem to spend my nights
sleepless and worrying about you all and this
adds to the list of concerns. Again, we are
prone to confirmation bias. If the IOL is in the
room then we are more likely to assume it is
the correct one. If the list order changes then
can we be confident that the IOL will change its
position in the queue too?

I think it is much safer to have only one
IOL (the IOL for that patient) in the operating
theatre at a time. The guidance states: “Check
lens and backup are available and only one lens
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is in theatre prior to anaesthetic. There should only be one lens out

in theatre at any one time.”

| wonder why we have one off guidance and then no reminders?
How many of you have read the guidance | refer to above? Is
there a mechanism whereby we can be reminded of these
recommendations? We will sadly be criticised for not following the
guidance and yet how often are we nudged to look at it again?

My last question shows the variance of numbers of cataracts
done on each operating list. Fifty-eight percent of you do five or
six cataracts on a list. Thirty-five percent did seven or eight, while
only 7% did more than that. We each work at different speeds but
it does make me wonder about the processes that surround our
operating and whether these could be improved to standardise
productivity and improve throughput for the benefit of the health
economy as a whole.

Our next survey

Do you have a question you would like asked?
Please email AmarAlwitry@btinternet.com

SECTION EDITOR

Amar Alwitry FRCOphth MMedLaw,

Consultant Ophthalmologist, Leicestershire and
Nottingham, UK.

E: amar.alwitry@nhs.net

When seeing a patient with an isolated optic haemorrhage,
normal optic disc morphology clinically and on OCT, normal IOPs
and a normal visual field, do you:

O Discharge to own optician?

O Follow-up?

. Doyou ask patients to remove contact lenses for a period before

cataract surgery?

3 No

O Yes, just the day of the operation
O Yes, 1week

O VYes, 2 weeks

3 Yes, longer

. Inapatient with narrow angles and a patent peripheral iridotomy

with normal optic discs, normal IOPs and a normal visual field, do
you follow them up regularly?
O Yes d No

. Do you think there would be any value in a discussion forum

for ophthalmologists to discuss cases, ask advice and discuss
practice variance?
0 Yes O No

. During cataract surgery your cannula flies off the Luer lock

syringe and causes a posterior capsule rupture. Who is to blame?
0 Thesurgeon 0 Thescrub nurse
O Both 3 Unsure

. During cataract surgery your cannula flies off the Luer lock

syringe and causes a posterior capsule rupture and the patient
ends up with poor vision. Is there a breach of duty?

O Yes d No

O Unsure

Complete the next survey online here:

www.eyenews.uk.com/survey
Deadline 30 June 2021
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