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INTRODUCTION

Perioperative ocular injuries account for nearly
2% of all anesthesia related malpractice suits
and range from mild, irritating injuries to
permanent ocular loss (O'Driscoll & White,
2016).

Liability claims associated with ocular injuries
exhibit 4% higher awards compared to other
anesthesia claims (Papp et. al., 2019).

No professional anesthesia organization has
promulgated national standards for the
prevention of ocular injuries in the
perioperative period and there are no
prospective studies clearly demonstrating that
any specific protocol is best at preventing
corneal abrasions (CAs).

The purpose of this quality improvement
project was to assess CRNAs’ preferences
and practices regarding perioperative eye care
and corneal abrasion prevention and their
perceptions of a corneal abrasion quick
reference guide as a useful tool to prevent
corneal abrasions.

METHODS

A single Plan, Do, Study, Act cycle was
completed utilizing pre- and post-survey
design (Taylor et. al., 2014)

Participants emailed pre-intervention survey
using Qualtrics

Quick-reference guide introduced to
participants via PowerPoint presentation

Quick-reference guide utilized for a two-week
period

Post-intervention survey using Qualtrics
emailed to participants

Data analyzed utilizing Microsoft Excel

CRNA Confidence to Identify Patients at High Risk for Corneal Abrasions
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CRNA Confidence to Take Appropriate Measures to Prevent Corneal Abrasions
Figure 2
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CRNA Confidence to Assess, Diagnose, and Treat Corneal Abrasions
Figure 3
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 Four CRNAs completed the pre-intervention survey while

only three completed the post intervention survey

 One CRNA reported ever being involved with a patient

diagnosed with a CA

* All CRNAs reported adhering to most suggestions/guidelines

described in current literature prior to intervention

 CRNAs reported being more confident in their ability to

identify high risk patients and take appropriate measures to
prevent CAs than assessing, diagnosing and treating.

CONCLUSIONS

* Practice preferences did not appear to be affected by the
intervention
 CRNAs reported they are unlikely to use the quick-
reference guide moving forward
* Intervention slightly increased CRNA reported confidence
in their ability to:
 |dentify patients at high risk for CAs
« Take appropriate measures to prevent CAs
» Assess, diagnose, and treat Cas
* Changes in the electronic charting system resulting from
this project will be useful in future practice
 Recommendations for future projects
« Larger sample size
* More tailored quick-reference guide
» Potentially incorporating a guide in electronic format to
anesthesia work-stations for reference
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