KRISHNANKOIL RURAL EYE HOSPITAL





INTRODUCTION





	A medical elective period of training in the specialty of ophthalmology was undertaken for the five weeks from 28th February to 5th April 1992, with Dr. A. R. Vivekananda Raja, MBBS, D.O.  Dr. Vivek is the Consultant Ophthalmic Surgeon and Managing Trustee of:





	Krishnankoil Rural Eye Hospital,


	Krishnankoil - 626 190,


	(via) Srivilliputtur,


	Kamarajar District,


	Tamil Nadu,


	South India.








HOSPITAL BACKGROUND





	Krishnankoil Rural Eye Hospital is a very modern 40 bed hospital situated in a beautiful rural setting near a small mountain range in the western region of Kamarajar District.  It serves the primary eye care needs of the people of villages and hamlets within a radius of about twenty-one miles from the hospital, representing a population of more than one million people, and which was previously completely lacking.





	The hospital is a private, non-government organisation.  It was established in 1980 as a Public Charitable Trust with Dr. Vivek and his three brothers, Mr. A. R. Ramakrishnan Raja, Mr. A. R. Dharma Raja and Mr. A. R. Dhasaratha Raja, as the Trustees.  None of the Trustees have any pecuniary interest in the Trust.  The Trustees have dedicated the hospital to the memory of their parents, Mr. A. K. D. Rangaswarmy Raja and Mrs. Seethai Ammal, from whom they derive their philanthropic heritage.  Krishnankoil Rural Eye Hospital is largely self-financed by the Trust, helped by National and International organisations such as Help Age and The Royal Commonwealth Society for the Blind.  (The RCSB contributes 100 Rupees (£2) towards the cost of each free eye camp operation, and has helped build the eye camp, modernise the theatre and build an extension for staff quarters with donations amounting to a total of £4,000).  The hospital also charges nominal fees for treatment which go towards running expenses.  Most villagers are able to pay this without any difficulty; the cost for a cataract operation is 350 Rupees (£7) and follow-up care in the clinic 5 Rupees (10p) for 3 months.  Nearly a third of the patients who are too poor even to afford this are treated completely free.





	Dr. Vivek has dedicated his life to preventing and curing blindness among the poor and his services to the hospital are free without any salary.  He is the only full-time, resident doctor at Krishnankoil Rural Eye Hospital but ophthalmologists from Madurai Government Hospital (forty miles away) visit in their spare-time to help.  Fourteen lady ophthalmic assistants, who come from the surrounding villages, were comprehensively trained (over the last five to ten years) by Dr. Vivek and undertake nursing, refraction (measuring for glasses) and theatre work.  There is also a hospital manager, six domestic and three canteen staff.





	The hospital is exceptionally well equipped with all the up-to-date ophthalmic diagnostic and therapeutic tools.  There are two operating microscopes, three slit-lamps (including one Haag Streit donated by Dr. E. O. Tillner of Switzerland), two refractionometers, one keratometer, one indirect ophthalmoscope, one Keeler Pulsair non-contact tonometer and numerous direct ophthalmoscopes.  The hospital also has two computers (with a printer) for the storage of clinical data.





	Krishnankoil Rural Eye Hospital occupies three acres of land.  It was carefully sited with water and transport facilities in mind.  The water supply comes from a significant underground water-table via a well and pump-house and the hospital has good road links, being on the main Tenkasi-Madurai highway.  The main, new hospital building (opened in 1985 by Dr. Carl Kupfer MD, President of the International Agency for the Prevention of Blindness) has an out-patient area, eight cubicles for refraction, the main aseptic operating theatre and the paying male and female wards each with eight beds.  The original hospital building, now the eye camp, has the second aseptic theatre and the free male and female wards each with ten beds.  Another building houses the minor septic operating theatre, the septic review patient clinic, the pharmacy, the opticians, the library and a sterilisation room.  Everyone washes their feet in flowing tap-water before entering any of the hospital buildings barefooted; strict hygiene being insisted upon, patients are not allowed to spit either while on the hospital campus.  There is excellent accommodation for all the staff and additional spare rooms for a further two males and four females, each with separate bathroom facilities.  The hospital has a canteen and laundry which serves the requirements of the patients and staff.








PATIENT MANAGEMENT





	Between 150 and  250 patients attend the hospital daily, registering to be seen on arrival up to 10:30 in the morning.  About half of these will be new patients, a few presenting as emergencies.  The septic review patients are seen in a small clinic room adjacent to the septic operating theatre, while all other patients are seen in the new main block.  There are six out-patient days and five operating sessions each week.  Follow-up and new out-patient clinics take place in the mornings starting at 07:30 and continue until late afternoons.  Minor septic operations take place just before lunch-time while the major aseptic operating list of about six cases begins in the early evenings and continues until around 21:30.








Outpatients





	Patients are usually seen first by one of the ophthalmic assistants.  They take the history, measure visual acuities with Snellen charts, and examine the eyelids, conjunctivae, corneas, lens, irises, pupils, and ocular movements for obvious pathology.





	Next the patients are seen by Dr. Vivek.  He goes over the history with the patient and scans the findings of the nursing staff.  He initially examines patients' eyes under direct vision with a standard torch.  A magnifying headband loupe is then worn for a closer inspection.  Most of the anterior segment (front of the eye) diseases were thus easily demonstrated.  Around a quarter of patients undergo slit-lamp examination for finer diagnostic detail.  Most patients will have their fundi (retinas and optic nerves at the back of the eyes) examined with a direct ophthalmoscope (small field of view but magnified and bright), a few have their pupils dilated and are examined with the indirect ophthalmoscope (wide birds-eye view, good for looking beyond lens opacities).





	Further investigations are carried out as indicated by the ophthalmic assistants.  These frequently include tonometry with Schoitz or Pulsair intraocular pressure measuring devices (the applanation tonometer was not usually employed) as part of a wide glaucoma screening programme, syringing of the tear-duct to test for patency, refraction, blood pressure measurement and urine sugar testing for diabetes (with test-tube, candle and Benedict's solution).





	Treatments would then be ordered by Dr. Vivek.  Prescribed spectacles could be obtained from the opticians and eye medicines from the pharmacy both on the hospital campus.  These services are provided by private local companies who have been given their shops rent-free, on the understanding that their savings be transferred into cheaper glasses and drugs for the patients (free drug samples being saved for the very poor).  The ophthalmic assistants undertake routine patient counseling, education (including motivation to attend early with any eye problems) and instruction in the use of drugs and treatments.








Surgery





	The hospital has two main theatres, each with operating microscope and air-conditioning.  All the daily theatre preparations are undertaken by the nursing staff.  A solution of formalin is left in the theatre to evaporate each night, a fan-exhaust then being used for one-and-a-half hours prior to surgery.  Otherwise, standard sterilisation techniques are used.  All of the swabs, bandages and eye pads are made in the hospital by the nurses from raw materials.  However, these meticulous preparations often fall victim to the periodic power cuts, and so delay the start of operations sometimes until after 21:00.  Power failure during an operation has always to be anticipated and an emergency hand-held rechargeable fluorescent light is on continuous stand-by for immediate use, until either the hospital's small petrol generator or the main electricity grid restore the use of all the theatre equipment.





	Patients are selected for surgery when the visual acuity in their better eye falls below 6/60 (unable to see top figure on an optician's chart), although the vast majority will only be able to detect hand-movements.  Most patients have their cataracts removed by the intracapsular method.  Selected patients undergo extracapsular cataract extraction, which is the main method employed in Western hospitals as it is more suited for lens implantation.  For financial and technical reasons (primarily the absence of a YAG laser for posterior capsulotomy and ultrasound for lens measurements) patients do not have lens implants at Krishnankoil Rural Eye Hospital.  All surgical patients undergo a general medical check-up.  Admission the evening before the day of surgery allows time for trial bandage and lignocaine sensitivity testing, and cutting of the eyelashes.  The next day if the trial bandage shows no signs of discharge, the patient will be prepared for their operation.








Procedure for Cataract Extraction





	Dr. Vivek routinely gives both retrobulbar and peribulbar local anaesthetic blocks, both being equally preferred.  (A general anaesthetic facility is unfortunately not available at Krishnankoil Rural Eye Hospital.)  A "Pinky-ball" bandage is tightly applied to the eye for five minutes which reduces the intraocular pressure.  Two patients are thus prepared for theatre at a time.





	A long ten to fifteen minute scrub is performed at the beginning of the evening list - first with antiseptic soap, then chlorhexidine and then iodine solutions - using sterile, boiled water poured by an ophthalmic assistant from a large kettle, the spout of which is guarded by bandage gauze against particles.  Dr. Vivek does not change gloves or gown in between cases, sterile conditions being maintained by pouring surgical spirit disinfectant over his gloves after each operation.  The theatre sister does not wear gloves.  A non-touch technique is strictly followed.  The post-operative infection rate from the surgeries is less than 0.5%.





The main surgical steps for intracapsular cataract extraction at the hospital are:





1. Lid retractor and superior rectus muscle suture placed.


2. Limbal based conjunctival flap, reflected across the cornea. Thermal cautery applied to Tenon's capsule and episcleral vasculature.


3. Ab-externo corneoscleral section with scalpel and scissors.


4. Peripheral iridectomy and pre-placed suture insertion.


5. Intracapsular lens extraction with nitrous oxide cryoprobe, with assistant holding cornea away.


6. Wound closed with a minimum of 7, 8'0' silk sutures.


7. Anterior chamber reformed with air.


8. Conjunctival flap sutured with continuous 6'0' silk.


0.5ml Subconjunctival injection of gentamicin.


Used cataract set re-sterilised in the steriliser and dried on a hot plate ready for the next operation.  (Krishnankoil Rural Eye Hospital has a total of six cataract sets.)





	After the operation the patient is assisted down from the table and lead to the door and a waiting wheel-chair.  Patients normally stay for three days; each day on the ward-round the eye is assessed, cleaned, and usually steroid-antibiotic and atropine eye-drops administered.  The conjunctival suture is removed the day before discharge.  The patient is sent home with a steroid-antibiotic drop combination and is asked to report back to the hospital in ten days time or sooner if problems are encountered.  Approximately thirty days after surgery patients are seen again for a thorough ocular examination (especially of the retina through the now clear media), and measurements are made for an aphakic (without intraocular lens) spectacle correction.  Patients having bilateral mature (dense) cataracts have a family member accompany them in hospital, and would normally have the two operations performed one month apart.  Otherwise the patients do not have family attendants, receiving full personal care from the nurses and all meals from the hospital's canteen.








RECORD OF SERVICE





	To date, over 135,000 new patients have registered at the hospital since first opening, with 7 000 major and  3 000 minor eye operations having been performed during this time.  The reader is referred to the table and graphs to be found at the end of this report.





YEAR	PATIENTS	OPERATIONS


	REGISTERED	PERFORMED





1981	6 066	222


1982	8 339	324


1983	8 670	428


1984	 10 904	629


1985	 12 771	870


1986	 14 246	943


1987	 12 881	933


1988	 15 541	  1 388


1989	 16 208	  1 440


1990	 16 381	  1 430


1991	 15 581	  1 409





TOTALS	 137 588	10 016








DISEASE PRESENTATION





	Krishnankoil Rural Eye Hospital is dealing with eye care problems common to the Indian subcontinent.  The disease pattern of the rural community is dominated by afflictions of the anterior segment of the eye, that is, of the cornea, conjunctiva and lens.  Indeed, Krishnankoil Rural Eye Hospital's primary resolution is to "prevent corneal blindness".  The table below illustrates the major diseases encountered in the new patients at the hospital in percentages:





1. Lens					29


							Immature cataracts		23


							Mature cataracts			3


							Aphakic patients			3





2. Conjunctiva				17


							Congestion			8


							Pterygium			4


							Conjunctivitis			2


							Pinguecula			1


							Bitot's				1


							Phlycten				1





3. Refractive errors			14





4. Examination				11


     of the eyes





5. Cornea				10


							Ulcers				8


							Opacities			2





6. Trauma				6


							Foreign bodies			3


							Haemorrhage			2


							Blunt injury			1





7. Eyelids										3


8. Glaucoma										2


9. Lacrimal apparatus									2


10. Nutritional deficiency									2


     (including Xerophthalmia)


11. Retina										1


12. Uveal tract										1


13. Neuro-ophthalmology									1


14. Miscellaneous (including Trachoma)							2








PERSONAL EXPERIENCE





	I came to know about Krishnankoil Rural Eye Hospital through working with Mr. Arvind Singh, a senior registrar in ophthalmology at the Royal Hallamshire Hospital in Sheffield.  A close friend of the Raja family, Mr. Singh suggested I write to Dr. Vivek on hearing of my desire to do Ophthalmology in India for my elective.





	For someone who has never traveled beyond London before, this elective was to be some adventure!  While I was extremely excited, I was also a little nervous, daunted especially by all the complicated planning, the cost, and not to mention the paediatric exams that had to be passed first!  I didn't really have the first idea about passports, visas, flights, insurance, vaccinations or travelers cheques!  Friends and colleagues came to my rescue and generally pointed me in the right directions.





	I made several successful applications for financial help to charitable organisations and educational trusts in my home town:  The Chester Business Club very kindly sponsored my trip with an award of £500, making me their Youth Ambassador to establish an "Eyes For India" sixth-form exchange scheme; The Educational Foundation of Dr. Robert Oldfield kindly donated £300; Chester Rotary Club kindly sponsored me with £150; and Bishops' High School, my Comprehensive School, kindly donated £100.





	February 28th soon came.  National Express coaches got me to London Heathrow, and Egypt Air planes to Bombay (via Cairo).  After the long thirty-eight hour journey and the initial shock of landing and spending one day in Bombay (jetlagged, hot and tired, hungry and thirsty, messed around and conned by supposed officials, busing through the slums, trying to find a half-decent hotel), I soon gained my confidence and then remained in my element for the whole of my stay.





	India is truly an amazing and unforgettable place.  No travel book or Worldly person could have adequately prepared me for the sensory load, the complex experiences, the different perception, the culture shock...





	...the beggars, the poor children, the severely disabled, the endless crowds of people, the incessant demands for "baksheesh" (tips); the bureaucracy, the corruption, the red-tape of even the simplest of transactions; the "no-rules" driving style (take a deep breath!), the continual blasting of car-horns (take ear-plugs!), the bone-shaking bumpy roads, the bicycles, the rickshaws, the taxis, the cows?!; the incredible heat (open an oven door), the dust (a strain on all the mucous membranes), the filth, the open sewers, the ubiquitous and distinct smells; the innumerable small open shops, the terrible hotels, the suspect restaurants, the food and the water (be careful!), the toilets, and troublesome bowels...





	...but then, the sheer colour and natural drama of the scene and people, the breathtakingly beautiful, the affluence (the stunning Taj Mahal Hotel), the wondrous (the Temples), the lusciousness; the religiousness, the romantic, the extraordinary, the delightful; the shopping, the craftsmanship, the favourable exchange rate!; the people, their warmth, their friendliness, their generosity, their hospitality; all the impromptu friendships struck-up with fellow travelers, a British travel book writer, an Iranian journalist, the Chief of Madras Police, the Chairman and Managing Director of Indian Bank!; and, after the hustle and bustle of the big cities, the peace and tranquillity of arriving at Krishnankoil Rural Eye Hospital....





	I had taken an internal flight from Bombay to Madras (hotter), stayed one night there at Mr. A. R. Ramakrishnan Raja's house, taken the fourteen hour night-train south to the town of Rajapalayam (hotter again), and then a jeep for the thirty minute journey by road north to the village of Krishnankoil (the hottest!).  At last I had reached my destination!





	After breakfasting and changing I joined Dr. Vivek at work in the follow-up clinic.  A very warm and friendly gentleman, he welcomed and made me feel altogether at home.





	I was struck straight away by the no-nonsense efficiency with which large numbers of patients are seen; always the nursing staff would have the next patient sitting on an adjacent stool, the doctor then swiveling from one patient to another, the nurses leading away and taking care of the previous patient.





	At first I found it very difficult to keep up with Dr. Vivek and his nursing staff, totally unaccustomed to the heat and the intense, long hours of work.  As I slowly acclimatised, the temperature relentlessly approached to the annual peak reached in April of forty plus degrees Celsius (the most comfortable time of the year to visit is October - November).  The fans were simply not enough and had to be supplemented with regular drenchings of water and frequent drinks of double-boiled iced water.  I also found that I could not really manage going outside in the mid-day sun without an umbrella.  The patients must have wondered who this Englishman was who always carries a large metal thermos flask and a brolly with him everywhere!  My only comfort was that Dr. Vivek confessed even he was finding it difficult!





	Nevertheless, I very quickly became totally and thoroughly involved with all aspects of the clinical management of the patients.  Working alongside Dr. Vivek, I saw many interesting and varied cases, common and uncommon.  New conditions were always fully explained and all my questions answered - Dr. Vivek is a very enthusiastic teacher.





	The Krishnankoil Rural Eye Hospital situation is ideal for medical students.  I had the opportunity of examining patients by myself and, most importantly, to take my time and make sure I was being thorough and not missing signs.  The hospital has plenty of spare rooms and equipment to take patients away for detailed examination.  The patients themselves are simply marvelous - patient and stoic, simply grateful for the service.  The nursing staff are extremely helpful with the language and telling the patient exactly what is wanted, although I did eventually get round to picking up the useful ophthalmic phrases in Tamil ("Kanna nalla therenga!" - "Eyes wide open!!").





	I learned much more about cataracts and glaucomas, the various types, their natural histories and treatments.  I saw hundreds of corneal ulcers, the likes of which I had not come across before, understanding the important points in the history (how long? any injury? any native (injurious) medicines applied?), the clinical examination (severity? bacterial? fungal?), the investigations (pressure over tear sac region and syringing - regurgitation of pus?), and the treatment (pad and bandage the eye, atropine drops with antibiotic or antifungal as indicated, daily review to cure and most importantly education to attend early if it occurs again).  I was interested to observe the high incidence of chloramphenicol resistant infections in this respect, and the reliance on more aggressive antibiotics such as neomycin, framycetin and gentamicin.  Thorn injuries are also commonly sustained by people in the villages and the ocular trauma and consequent infection encountered was of a degree previously unseen.  I became familiar with the signs and diagnosis of uveitis (inflammation in the eye) and the investigations which would perhaps only rarely be positive in the UK, such as tuberculosis, syphilis and leprosy.  General malnutrition is all but too common; xerophthalmia, an ocular manifestation of vitamin A deficiency leading to xerosis (drying) and ultimately sight-threatening keratomalacial changes (scarring of the cornea) had only ever been seen in books before; vitamin B deficiency manifested as a superficial punctate keratitis with angular stomatitis (inflammations of the cornea and corners of the mouth), especially in breast-feeding mothers.  Pterygia were very common (degenerative changes of the conjunctiva which can threaten vision by encroaching upon the cornea) with the windy, dry and dusty climate.  I was expecting to encounter the blinding infection of trachoma in large numbers and so I was pleasantly surprised to see only a few cases in the earlier follicular stages, the fortunate result of a declining incidence in South India through control of the causative organism, Chlamydia Trachomatis.  Leprosy, resulting from infection with Mycobacterium Leprae, is still widespread, and blindness caused by uveitis and neurotropic facial palsy exposure keratitis (the sensation of the eye and ability to blink are lost through damage to nerves supplying the face) was seen in its most severe forms.  Babies and children were seen with Ophthalmia Neonatorum and purulent discharge.  And there were always plenty of patients requiring glasses with whom to practice refraction, retinoscopy and keratometry.


	


It happened that on two days and with the help of the nurses I saw all the patients by myself!  Dr. Vivek had a fever on the first occasion and attended a blindness prevention conference on the second.  These were marvelous experiences, for while I just about managed and thoroughly enjoyed myself, I became chillingly aware of just how little I actually know and how difficult the job really is.  It also made me realise the masses of detail that I had not been appreciating before, something that made me watch Dr. Vivek even more intently.





	I began to get to grips with two difficult pieces of ophthalmic diagnostic equipment, the slit-lamp and indirect ophthalmoscope.  The slit-lamp requires practice to know how set up the controls to look for various signs and then to be able to interpret what you are seeing and where.  The indirect ophthalmoscope is a real challenge between a magnifying hand-lens and a head-band microscope used together to firstly focus the retina and then to overcome everything moving in the opposite directions to what you would expect and lastly to make sense of it all (being rather unhelpfully upside down and laterally inverted)!  I still, however, managed to see many clinical signs well and for the first time outside of textbooks which made me very happy!





	Professor Manickavasagam, the senior ophthalmologist from Madurai, comes to Krishnankoil Rural Eye Hospital for a weekend each month to work in the theatre and clinic with patients requiring a second opinion.  I had the most fascinating weekend of seeing difficult management and extremely rare cases being assessed and discussed by Dr. Vivek and his Professor.  Some patients will have to go to Madurai Government Hospital for more complicated investigations or  operations than could be undertaken at Krishnankoil, while others are requested to attend for post-graduate examination purposes (at least now I have a little insight and perhaps some idea of what to expect in clinical ophthalmology exams!).





	In the operating theatre I would watch operations being performed closely.  I saw many cataracts removed by the intracapsular method, pterygia removed, tear sacs excised and a lateral tarsorrhaphy (eyelids stitched together to prevent exposure damage of the cornea), all of which I had not seen before, and all using slightly different surgical techniques.  Dr. Vivek very kindly allowed me to get the feel of giving the local anaesthetic blocks, to do some suturing (conjunctival and corneoscleral) and to give subconjunctival injections, all of which again gave me an insight into what had previously looked deceptively straight-forward.  I would practice suturing with an old pair of needle holders Dr. Vivek kindly gave me at night in my room on limes and tomatoes; the problem of the (unsupported) globe rolling off the bed was a nuisance, though, something with which I hope I would never have to deal with in the operating theatre for real!





	Dr. Vivek is an excellent eye surgeon; his hands are minutely steady, his surgery neat and accurate.  He does not believe in rushing operations and takes his time to ensure perfection, an intracapsular cataract extraction taking around forty-five minutes.  Dr. Vivek ties more sutures than the five invariably placed in the UK, averaging about seven (I once saw him put a record thirteen!!).  A length of suture being relatively expensive part of the operation (100 Rupees or £2), Dr. Vivek ties the sutures sparingly, using one suture on as many patients as possible, perhaps five.  Other interesting small differences were the use a spirit burner with metal probes to provide thermal cautery and of the reliance on re-usable glass syringes and needles.





	Leaving Krishnankoil Rural Eye Hospital for three days, I attended an eye camp in Kodaikanal, a hill station, with three ophthalmic surgeons from Madurai, Dr. Srinivasan, Dr. Muthuramalingam and Dr. Elangovan.  Large numbers of patients from very remote villages are screened for cataracts and then requested to attend on the eye camp day for surgery.  This was an amazing quantitative feat the likes of which I could not of previously imagined!!  Given the challenging conditions and limited resources available to them, the surgeons are doing a most remarkable job with surprisingly good post-operative visual results.  I also owe a great deal to the surgeons who allowed me to undertake my very first, complete (intracapsular) cataract extraction on the very last patient at the camp; I enjoyed it more than delivering my first baby in obstetrics and will long cherish the warm feeling it gave me inside!  I was even more happy (and relieved) when news came afterwards that the lady was seeing very well just a few days later!








Leisure Time





	Most evenings after dinner would be spent relaxing and talking with Dr. Vivek, reading-up the ophthalmology seen during the day, writing letters home and making the all important diary entries.  Ruby, the hospital labrador, was always game for a little jogging, but much preferred taking a cold bath under one of the outside taps!  Listening to Indian music is an experience, as is listening to the hubba-bubba of the tropical night creatures!





	At the weekends, Dr. Vivek and I would visit his relatives and friends in Rajapalayam which was really nice - I can not say I have ever met so many people!  My first weekend was spent exploring Bombay, another in Kodaikanal with an American medical student who had briefly visited Krishnankoil Rural Eye Hospital, and another in Madurai when I also visited the most incredible Meenarkshi Temple.  Although I did not have enough time to fit it in, I would have liked to go a wildlife sanctuary - perhaps next time!  My last Saturday in India was spent back in Madras; I attended a meeting of The Madras Rotary Club with Mr. Ramakrishnan in the evening, the day being spent shopping for presents and gifts; I also became the proud owner of Kanski's Clinical Ophthalmology text-book for just £22! (I have longed for a bedside copy for ages but it was way beyond my budget at £90 in the UK).








CONCLUSIONS





	Krishnankoil Rural Eye Hospital has established enduring credibility in serving the ophthalmic eye care needs of rural people in a poor area of India, the principles employed benefiting thousands of people with preventable and curable blindness.  Several authorities have recognised the hospital as an example for which other rural eye hospitals in India should follow. Krishnankoil Rural Eye Hospital is continuing its expansion programme to meet the ever-increasingly felt need for comprehensive eye health services.  It hopes to train community members in basic ophthalmology to become rural health workers to detect early preventable cases of blindness and to advise about curable blindness and to ensure that patients visit the hospital promptly. Emphasis is currently being heavily placed on immunization and nutrition programs for children, as well as planning for a paediatric ward and theatre.  The development of hospital medical manpower is a continuous and successful process for nursing staff, although difficulty has been encountered in attracting ophthalmologists to the hospital - even one more full-time doctor would mean many more patients seen in the clinic and nearly double the number of cataract operations.  The hospital is also hoping to expand its inventory of equipment with the additions of a YAG laser and A and B ultrasound, which would be of enormous benefit for cataract patients (implants could be used - no need for thick and distorting glasses) and also in the treatment of glaucoma patients (laser iridotomies reduce eye pressure so delaying, and often doing away with completely, the need for the more time-consuming drainage surgery). Of course, the main problem is the high cost of the technology.


	


Personally, I enjoyed a completely and thoroughly fantastic ophthalmology elective at Krishnankoil Rural Eye Hospital!  Seeing the problems faced by Ophthalmologists in India, working as they do with such a huge clinical need, minimal staffing and limited financial resources, and how they are being tackled first hand has had a profound and inspiring affect on me. The extreme poverty encountered has also put my own life into a new perspective.  The very alien cultural differences have I think opened my horizons, decreased my narrow-mindedness and increased my flexibility.  I gained enormously from all my experiences and I am still in the pleasurable process of putting my thoughts in order and reflecting on them!





	I was very fortunate indeed to meet such dedicated people.  Dr. Vivek has been, and always will, be a very great influence on me.  I am determined and intend to strive to try and attain his very high standards (I realise I have a very long way to go!).  We became close friends and I became very attached to the hospital, so much so that I was tearful as I left, for as much as I wanted to return home, I genuinely wanted to stay.  I promised to return many times to help (hopefully) as a qualified eye doctor!





	I would strongly recommend this elective period to other medical students totally interested and fascinated by ophthalmology, and assure sixth-formers and others interested in seeing and learning about the social conditions and eye care in India that they would be very well received and would undoubtedly enjoy and benefit from the unique experiences that traveling and working in India brings.  Good luck!
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