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Abstract

Background: Exposure keratopathy (EK) has a high incidence in critically ill patients. We aimed to determine the
rate of EK in patients admitted to our intensive care unit (ICU), identify risk factors for developing EK and ascertain
the effectiveness of a protocol to prevent EK.

Methods: We undertook a two-phase prospective cohort single-centre study in a general adult ICU. The first phase of
the study was observational. In the second phase of the study an eye care protocol was introduced. Daily ophthalmic
assessment was carried out using a portable slit lamp. We also recorded Acute Physiology and Chronic Health Evaluation
II score, daily Sequential Organ Failure Assessment score, mechanical ventilation, Richmond Agitation-Sedation Scale, and
level of eye care. Student’s t test and χ2 statistics were used for simple analysis of continuous data and categorical data,
respectively. Binary logistic regression was used to analyse the relationship between EK (yes/no), as the dependent
variable, and multiple independent variables, calculating unadjusted and adjusted odds ratios.

Results: We studied 371 patients. In the first phase, the overall rate of EK was 21% but the rate in mechanically ventilated
patients was 56%; χ2 (1, N = 257) = 80.8, p < 0.001. Adjusted odds ratios (AOR) for development of EK were 28.6 (8.19–43.
37), 13.0 (3.16–54.38) and 1.2 (1.03–1.33) with incomplete eye closure, mechanical ventilation, and higher SOFA score,
respectively. Following the introduction of the protocol in the second phase, the overall rate of EK reduced to 2.6% (three
cases); χ2 (1, N = 371) = 18.6, p < 0.001. Compliance with the protocol was 97%.

Conclusions: EK is common in critically ill patients, and is associated with mechanical ventilation and incomplete eye
closure. A simple protocol substantially reduces the incidence of EK and is easily achieved in clinical practice.
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Background
Exposure keratopathy (EK) (Fig. 1) is a clinical syndrome
characterised by incomplete eye closure and tear film
defect leading to corneal damage of a spectrum of sever-
ity and extent [1]. A myriad of risk factors predisposes
critically ill patients to EK, ranging from iatrogenic
causes such as mechanical ventilation [2], sedation [3, 4]
and muscle relaxants [5], to patient factors such as re-
duced consciousness [3], reduced tear production [6–8],

reduced blink rate [6, 9], impaired corneal reflex [8, 10],
incomplete eye closure [2, 11] and vascular permeability
[10]. The EK rate in critically ill patients has been reported
as low as 10% to as high as 55–60% [2]. Although usually
EK resolves once the patient recovers, it is a distressing
condition and can cause corneal scarring and permanent
visual loss [12]. At worst, EK precipitates microbial
keratitis leading to acute perforation, endophthalmitis and
permanent visual impairment [13].
In view of this, efforts have been made to prevent EK

[14]. Many strategies such as moisture chamber, lubrica-
tion and artificial tears have been developed [15–19].
Nevertheless, in an environment where the patient is
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suffering from acute life-threatening conditions, there is
a lack of attention to issues such as EK, which may carry
no immediate threat [20]. Therefore, a multidisciplinary
focused approach is needed if EK is to be prevented,
rather than simple prescriptions. Simply raising aware-
ness of eye care through education of healthcare profes-
sionals working in an ICU reduces the rate of EK
substantially without any changes to prescribed treat-
ment [21]. Furthermore, formalised guidelines and pro-
tocols, when incorporated in patient care plans, can
significantly reduce the rate of EK [22, 23].
Guidelines or protocols need to be simple to be effect-

ive. Significant adherence issues arise with detailed and
complicated protocols [14]. The most pertinent risk
factors need to be identified to develop a simplified eye
assessment and management plan. However, to date,
there is no widely accepted eye care protocol for preven-
tion of EK in critically ill patients.

Methods
Aim
First, we aimed to determine the rate of EK in patients
admitted to the ICU and to identify the risk factors for
developing EK. Second, using the identified risk factors
and experience from the first part of the study, we devel-
oped an eye care protocol. Third, we studied the effect-
iveness of this protocol to prevent EK.

Study design
We undertook a two-phase prospective cohort single-
centre study between November 2014 and August 2015 in
a 19-bed general ICU in a large district general hospital
(The Royal Cornwall Hospital NHS Trust, Cornwall, UK).
The first phase of the study was primarily observational
and was conducted from November 2014 to March 2015.
However, in the course of the observational phase of the
study when a patient was identified requiring further eye

care, we intervened as needed. In the second phase of the
study, from June 2015 to August 2015, we introduced an
eye care protocol.

Study population
All sequential patients admitted into the ICU were con-
sidered for inclusion into the study within 24 hours of
admission in both phases of the study. Exclusion criteria
were age <16 years, established pre-existing external eye
disease, patient too agitated to tolerate the assessment,
and patient’s or relative’s refusal to participate in the
study. The patient remained as part of the study for the
duration of their stay in the unit, unless palliated, which
was treated as discharge from the unit.

Data collection
All data were collected by one investigator (OK) trained
in using a portable slit lamp using a pro forma (Fig. 2)
adopted but modified from Mercieca et al. [3]. Data were
collected every day from every patient throughout their
stay on the ICU. Data collection involved accessing the
patient’s electronic and paper record to exclude established
external eye disease. The electronic patient record was used
to calculate the patient’s Acute Physiology and Chronic
Health Evaluation II (APACHE II) score for the admission
and the daily Sequential Organ Failure Assessment (SOFA)
score. Information related to mechanical ventilation, sed-
ation including the Richmond Agitation-Sedation Scale
(RASS), Glasgow Coma Score and eye care were collected
at the bedside. Ophthalmic assessment was full examin-
ation of the external eye, eyelids including eyelid position
and ocular surface using a portable slit lamp (Keeler PSL
Classic). Ocular surface examination was carried out pre
and post instillation of fluorescein dye (Minims Fluorescein
sodium 2% w/v single-use preservative-free, manufactured
by Bausch & Lomb UK Ltd). The pro forma was completed
at the patient’s bedside.

Eye care protocol
In the first phase of the study, before the development
of an eye care protocol, eye care was left to the discre-
tion of the bedside nurse until the patient developed EK.
EK was defined as damage detected on the corneal surface
using the fluorescein dye staining method, which was devel-
oped in the unit, except for microbial keratitis. All EK were
managed upon detection. Punctate epithelial erosions and
macro-epithelial defects were treated without referral to an
ophthalmologist. Patients with corneal stromal whitening
and scarring or non-resolving corneal signs were referred to
an ophthalmologist. We developed the eye care protocol
(Fig. 3) based on the risk factors identified and experience
gained in the first phase of the study. The data from the first
phase of the study were analysed, risk factors identified, level
of treatment agreed upon and an eye care protocol

Fig. 1 Exposure keratopathy due to lagophthalmos - fluorescein
stain demonstrating extensive inferior corneal epithelial
punctate erosion
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produced, which was adopted by the unit after multidiscip-
linary team discussion. The eye care protocol was incorpo-
rated into the electronic record keeping and prescribing
system.

Statistical analysis
Statistical analysis was performed using IBM SPSS
Statistics for Windows, Version 22. The tests were two-
tailed with type I error set at α = 0.05. When analysing
continuous data, two independent means were com-
pared using Student’s t test. To analyse the relationships
between binary categorical data, χ2 statistics were used.
Binary logistic regression was used to analyse the
relationship between EK (yes/no), as the dependent vari-
able, and multiple independent variables, calculating un-
adjusted and adjusted odds ratios (ORs). The adjusted
ORs were calculated to determine the effect of each risk
factor independently when all else was equal. For the
adjusted model, collinearity of the independent variables
was tested by testing for correlation and if two variables

were found to be strongly correlated, one was removed
from the model to avoid model instability. We used
Pearson correlation for parametric data, Spearman’s rank
correlation for non-parametric non-binary data and the
phi-coefficient for non-parametric binary data. To assess
how much variation in the dependent variable is
explained by the model, Nagelkerke R2 was used.

Results
There were 371 patients included in this study, with 257
included in the first phase and 114 included in the second
phase (Fig. 4). Patient characteristics in the control group
and the intervention group were well-matched (Table 1).

First phase
The first phase of the study was conducted to ascertain
the rate of and the risk factors for development of EK.
The overall rate of EK was 21%. Among mechanically
ventilated patients the rate was 54.3% compared to 5.1%

Fig. 2 Data collection pro forma
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in patients receiving non-invasive ventilation or no ven-
tilatory support, χ2 (1, N = 257) = 80.8, p < 0.001: 69% of
EK developed in the first 48 hours of admission.
To further elucidate the contribution of age, APACHE II

score, SOFA score, ventilation status, mean ventilation
pressure (Pmean), chemosis, sedation and incomplete eye
closure to the development of EK, unadjusted and adjusted
ORs were calculated using a binary logistic regression
model (Table 2). Although unadjusted ORs identify
multiple risk factors, this is narrowed down when ORs
are adjusted (Table 2). Hence, when all else is equal,
incomplete eye closure, mechanical ventilation or one
point increase in median SOFA score each independ-
ently increase the odds of developing EK by a factor
of 28.6 (8.19–43.37), 13.0 (3.16–54.38) and 1.2 (1.03–
1.33) respectively. Sedation was omitted from the ad-
justed ORs due to severe collinearity with mechanical
ventilation but other factors had no independent sta-
tistically significant effect on EK (Table 2).
The majority of the cases of EK were punctate epithe-

lial erosions, a mild form of EK (Table 1). All but one of
the patients who developed EK were managed success-
fully without long-term sequelae. Of the 53 patients with
EK, 51 were successfully managed in the unit and 2
required specialist ophthalmology input. In one case
permanent scar to the cornea was sustained but no
patients developed microbial keratitis.

Second phase
Following institution of the protocol in the second phase
of the study, the rate of EK was significantly reduced.
Overall, compared to the 21% rate of EK in the first-
phase cohort, only 2.6% of patients (n = 3) developed
EK, χ2 (1, N = 371) = 18.6, p < 0.001. On average, the time
of resolution of EK was three times longer in the first
phase of the study as compared to the second phase
(Table 1).
The adherence rate to the eye care protocol was 97%.

There were three cases of EK in the second-phase
cohort (Table 1). In two of these cases, both in mechan-
ically ventilated patients, the eye care protocol was not
started. In the third case, a mechanically ventilated
patient who subsequently developed incomplete eye
closure during his stay in the ICU, the eye care protocol
was started initially at the correct step but eye care was
not escalated as per protocol when the patient developed
incomplete eye closure. All patients with EK were suc-
cessfully managed in the unit and no speciality referral
was required in the second phase of the study.

Discussion
In the largest study of its kind to date, we have shown
that the introduction of protocolised eye care in critic-
ally ill patients, developed in conjunction with the

Fig. 3 Eye care protocol

Kousha et al. Critical Care  (2018) 22:5 Page 4 of 8



multidisciplinary team, substantially reduced the inci-
dence and duration of EK. It was the first study to date
to assess the development of EK in patients admitted to
the ICU pre and post implementation of protocolised
eye care. Early detection, treatment and daily follow up
of EK meant that the majority of patients developed only
a mild form of EK, with quick resolution. However, if left
untreated, mild EK is highly likely to progress to a more
severe form.
In the first-phase, the overall rate of EK, its timing of de-

velopment and its rate in patients with mechanically venti-
lated lungs were similar to the findings of others [2, 24, 25].
Studies reporting lower prevalence are either retrospective
in nature [8] or carry out examination infrequently [23].

Consistent with our findings, the relationship between
incomplete eye closure [2–4, 11] or mechanical ventilation
[2, 3, 26] and developing EK is widely documented. The
SOFA score was associated with EK development; however,
the APACHE II score on admission had little effect. The
SOFA score is calculated daily and exclusively takes
into account multiple organ dysfunction while the
APACHE II score is calculated only once within
24 hours of admission and measures physiological de-
rangement and co-morbidities. Therefore, it may be
that organ dysfunction is more important in the develop-
ment of EK than admission physiological derangement.
Due to severe collinearity between sedation and mechanical
ventilation, it was statistically impossible to calculate their

Fig. 4 Flow diagram for the first (a) and second (b) phase of the study
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individual effects independent of each other. Other factors
such as Pmean and chemosis had no statistically significant
effect on the development of EK. This may be because they
can be considered as surrogate markers for incomplete eye
closure and independently, with complete eye closure, they
have little effect on the development of EK. Studies that re-
port an association between chemosis and EK do so only in
patients with concurrent eyelid malposition [3, 4].

Many different preventative techniques have been
investigated in eye care [15–19], principally moisture
chamber techniques and lubrication. However, no one
method is shown to be superior [17–19]. Our adopted
lubrication method (Lacri-Lube) was popular with the
nursing staff due to familiarity and its effectiveness in
treating EK in the first phase of the study. The frequency
and intensity of intervention for different at-risk groups

Table 2 Study phase I: odds ratios (OR) of developing exposure keratopathy in control group for various factors

Risk factors Unadjusted OR (95% CI) Adjusted OR (95% CI)

Agea 1.00 (1.00–1.03) 1.02 (1.00–1.04)

Average APACHE II scoreb 1.13 (1.09–1.18)*** 1.04 (0.98–1.10)

Median SOFA scorec 1.41 (1.31 –1.58)*** 1.22 (1.03–1.33)*

Mechanical ventilation 22.8 (12.0–46.5)*** 13.0 (3.16–54.3)***

Average Pmean
d 1.29 (1.22–1.37)*** 0.946 (0.826–1.08)

Chemosis 3.30 (1.41–6.23)*** 1.30 (0.51–5.53)

Sedation 24.6 (12.7–51.6)*** Omittede

Incomplete eye closure 77.4 (25.8–347)*** 28.6 (8.19–43.4)***

Binary logistic regression model for adjusted OR had Nagelkerke R2 = 0.58
APACHE II Acute Physiology and Chronic Health Evaluation II, SOFA Sequential Organ Failure Assessment, Pmean mean ventilation pressure
aIncrease in age of 1 year
bIncrease in APACHE II score of 1 point
cIncrease in median SOFA score of 1 point
dIncrease in average Pmean of 1 cmH2O
eDue to severe collinearity between mechanical ventilation and sedation (Phi coefficient (rφ) = 0.95 p value <0.001), sedation was omitted from the analysis to
avoid instability of the model
*P value <0.05; ***p value <0.001

Table 1 Characteristics of patients in the control and intervention groups

Control Intervention P value

Patients (n) 257 114

Eye assessment (n) 2712 980

Male (n) 123 (48%) 62 (54%) 0.246

Age (years) 62 (17) 63 (17) 0.759

APACHE II score 16 (7) 17 (7) 0.547

Median SOFA score 3 (1.5–5.0 (0–15)) 3 (1–4.75 (0–18.5)) 0.792

Mechanically ventilated (n) 80 (31%) 33 (29%) 0.674

Average Pmean 3.1 (4.9) 2.9 (4.6) 0.396

Chemosis (n) 37 (14%) 13 (12%) 0.216

Sedated (n) 83 (32%) 30 (26%) 0.248

Incomplete eye closure (n) 25 (10%) 11 (9.6%) 0.981

EK (n) 53 (21%) 3 (2.6%) <0.001

• PEE involving Inferior 3rd

• PEE more than Inferior 3rd

• Macro-epithelial defect
• Stromal whitening with ED
• Stromal scar

30 (11.7%)
12 (4.7%)
9 (3.5%)
1 (0.4%)
1 (0.4%)

3 (2.6%)

Average resolution of EK in days 3.73 (4.11) 1.25 (0.5) <0.001

Referred to ophthalmology (n) 2 (1%) 0

Compliance with protocol (n) N/A 111 (97%)

Values are mean (SD), median (IQR (range)) or number (proportion) unless stated otherwise
APACHE II Acute Physiology and Chronic Health Evaluation II, SOFA Sequential Organ Failure Assessment, Pmean mean ventilation pressure, EK exposure
keratopathy, PEE punctuate epithelial erosion, ED epithelial defect, N/A Not applicable
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in the protocol is at the same level as was used for treat-
ing EK in those groups during the first phase of the
study, thus selecting a very low threshold for preventing
EK. Taping the eyelid is an effective method of prevent-
ing EK in incomplete eye closure [27]; however, as
others [23] and we have found, it can increase the rela-
tive’s distress so in our protocol it is restricted to night-
time as an option. We have kept the assessment simple
and restricted it to the main risk factor identified in the
first phase of the study i.e. incomplete eye closure and
mechanical ventilation or sedation. A myriad of complex
assessment methods have been suggested [22, 28, 29]
but given adherence to a protocol is already a major
issue [14], a complex assessment is likely to exacerbate
the situation.
The strengths of this study are determining the rate of

EK and its risk factors in a large sample size with patients
having a wide range of severity of illness, daily ophthalmic
assessment of all patients during their stay in the ICU
using a portable slit lamp, development of a protocol and
conducting further study to see the effect of protocolised
eye care on developing EK. All of the eye assessments
were carried out by one investigator who was fully trained
in using a portable slit lamp and recognising eye signs,
thus removing interobserver variability. We demonstrated
that when a protocol is developed with the involvement of
the nursing staff and incorporated into the patient elec-
tronic record, excellent adherence and prevention of EK
can be achieved. However, the Hawthorne effect of aware-
ness of the study being conducted by the health workers is
likely to improve eye care in the first phase and the adher-
ence to the protocol in the second phase of the study.
We did not investigate the long-term visual benefits of

preventing EK in the ICU in this study. The study
excluded paediatric patients and patients with specialist
needs such as those with burns. We did not collect data
on the indication for ICU admission or on factors such
as use of neuromuscular blocking drugs, fluid balance or
renal replacement therapy, so cannot comment on any
potential influence of these factors in the development
of EK. Although a power calculation was not performed
to ascertain the sample size, the results demonstrate that
type I or type II error is unlikely to have occurred.

Conclusions
We conclude that EK is common, but preventable, in critic-
ally ill patients. Mechanical ventilation and incomplete eye
closure are the major risk factors for development of EK. A
simple eye care protocol substantially reduces the incidence
of EK, which can be easily achieved in clinical practice
when a multidisciplinary focused approach is taken.

Abbreviations
AOR: Adjusted odds ratio; APACHE II: Acute Physiology and Chronic Health
Evaluation II; ED: Epithelial Defect; EK: Exposure keratopathy; GCS: Galsgow

Coma Scale; ICU: Intensive Care Unit; MC&S: Microbiology, Culture and
Sensitivity; MV: Mechanical Ventilation; OR: Odds ratio; PEE: Punctate
Epithelial Erosion; Pmean: Mean ventilation pressure; RASS: Richmond
Agitation-Sedation Scale; SOFA: Sequential Organ Failure Assessment

Acknowledgements
We would like to thank the staff of the Critical Care Unit and the Eye Unit at
Royal Cornwall Hospital for their help and support during the study.

Funding
No funding was received for this work.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
Study design: OK, ZK, JP. Patient recruitment: OK. Data collection: OK. Data
analysis: OK, ZK. Manuscript preparation: OK, ZK, JP. All authors read and
approved the final manuscript.

Ethics approval and consent to participate
The study was registered as a quality improvement project with the Royal
Cornwall Hospitals NHS Trust Research and Development office, and as such,
the requirement for ethical approval of the study and written informed
consent was waived by the Trust’s ethics committee. Patients without
capacity were assessed based on the principle of best interest. When a
patient had capacity and/or a relative was present, the project was explained
and verbal consent was obtained for the assessment.

Consent for publication
Available upon request.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Critical Care Unit, Royal Cornwall Hospital, Royal Cornwall Hospitals NHS
Trust, Treliske, Truro TR1 3LJ, UK. 2UCL Medical School, University College
London, Gower Street, London WC1E 6BT, UK.

Received: 23 February 2017 Accepted: 15 December 2017

References
1. American Academy of Ophthalmology. Basic and clinical science course:

section 8: external disease and cornea. Singapore: American Academy of
Ophthalmology; 2011. p. 80.

2. Kuruvilla S, Peter J, David S, et al. Incidence and risk factor evaluation of
exposure keratopathy in critically ill patients: a cohort study. J Crit Care.
2015;30:400–4.

3. Mercieca F, Suresh P, Morton A, Tullo A. Ocular surface disease in intensive
care unit patients. Eye. 1999;13:231–6.

4. Imanaka H, Taenaka N, Nakamura J, Aoyama K, Hosotani H. Ocular surface
disorders in the critically ill. Anesth Analg. 1997;85:343–6.

5. Frazee EN, Personett HA, Bauer SR, et al. Intensive Care nurses’ knowledge
about use of neuromuscular blocking agents in patients with respiratory
failure. Am J Crit Care. 2015;24:431–9.

6. Masoudi AN, Sharifitabar Z, Shaeri M, Adib HM. An audit of eye dryness and
corneal abrasion in ICU patients in Iran. Nurs Crit Care. 2014;19:73–7.

7. Ousler 3rd GW, Hagberg KW, Schindelar M, Welch D, Abelson MB. The
ocular protection index. Cornea. 2008;27:509–13.

8. Saritas TB, Bozkurt B, Simsek B, Cakmak Z, Ozdemir M, Yosunkaya A. Ocular
surface disorders in intensive care unit patients. Sci World J. 2013;2013:
182038.

Kousha et al. Critical Care  (2018) 22:5 Page 7 of 8



9. Werli-Alvarenga A, Ercole FF, Botoni FA, Oliveira JA, Chianca TC. Corneal
injuries: incidence and risk factors in the Intensive Care Unit. Rev Lat Am
Enfermagem. 2011;19:1088–95.

10. Rosenberg JB, Eisen LA. Eye care in the intensive care unit: narrative review
and meta-analysis. Crit Care Med. 2008;36:3151–5.

11. Jammal H, Khader Y, Shihadeh W, Ababneh L, Aljizawi G, AlQasem A.
Exposure keratopathy in sedated and ventilated patients. J Crit Care. 2012;
27:537–41.

12. Hernandez EV, Mannis MJ. Superficial keratopathy in intensive care unit
patients. Am J Ophthalmol. 1997;2:212–6.

13. Ti SE, Scott JA, Janardhanan P, Tan DT. Therapeutic keratoplasty for
advanced suppurative keratitis. Am J Ophthalmol. 2007;143:755–62.

14. Dawson D. Development of a new eye care guideline for critically ill
patients. Intensive Crit Care Nurs. 2005;21:119–22.

15. Koroloff N, Boots R, Lipman J, Thomas P, Rickard C, Coyer F. A randomised
controlled study of the efficacy of hypromellose and Lacri-Lube
combination versus polyethylene/Cling wrap to prevent corneal epithelial
breakdown in the semiconscious intensive care patient. Intensive Care Med.
2004;30:1122–6.

16. Kalhori RP, Ehsani S, Daneshgar F, Ashtarian H, Rezaei M. Different nursing
care methods for prevention of keratopathy among intensive care unit
patients. Glob J Health Sci. 2015;8:53131.

17. Zhou Y, Liu J, Cui Y, Zhu H, Lu Z. Moisture chamber versus lubrication for
corneal protection in critically ill patients: a meta-analysis. Cornea. 2014;33:
1179–85.

18. Ezra DG, Chan MP, Solebo LM, et al. Randomised trial comparing ocular
lubricants and polyacrylamide hydrogel dressings in the prevention of
exposure keratopathy in the critically ill. Intensive Care Med. 2009;35:455–61.

19. So HM, Lee CC, Leung AK, Lim JM, Chan CS, Yan WW. Comparing the
effectiveness of polyethylene covers (Gladwrap) with lanolin (Duratears) eye
ointment to prevent corneal abrasions in critically ill patients: a randomized
controlled study. Int J Nurs Stud. 2008;45:1565–71.

20. Edwards JR, Peterson KD, Andrus ML, et al. National healthcare safety
network (NHSN) report, data summary for 2006, issued June 2007. Am J
Infect Control. 2007;35:290–301.

21. Demirel S, Cumurcu T, Fırat P, Aydogan MS, Doğanay S. Effective
management of exposure keratopathy developed in intensive care units:
the impact of an evidence based eye care education programme. Intensive
Crit Care Nurs. 2014;30:38–44.

22. Azfar MF, Khan MF, Alzeer AH. Protocolized eye care prevents corneal
complications in ventilated patients in a medical intensive care unit. Saudi J
Anaesth. 2013;7:33–6.

23. Suresh P, Mercieca F, Morton A, Tullo AB. Eye care for the critically ill.
Intensive Care Med. 2000;26:162–6.

24. Marshall AP, Elliott R, Rolls K, Schacht S, Boyle M. Eye care in the critically ill:
clinical practice guideline. Aust Crit Care. 2008;21:97–109.

25. Sivasankar S, Jasper S, Simon S, Jacob P, John G, Raju R. Eye care in ICU.
Indian J Crit Care Med. 2006;10:11–4.

26. Hernandez EV, Mannis MJ. Superficial keratopathy in intensive care unit
patients. Am J Ophthalmol. 1997;124:212–6.

27. Wincek J, Ruttum MS. Exposure keratitis in comatose children. J Neurosci
Nurs. 1989;21:241–4.

28. Alansari MA, Hijazi MH, Maghrabi KA. Making a difference in eye care of the
critically ill patients. J Intensive Care Med. 2015;30:311–7.

29. McHugh J, Alexander P, Kalhoro A, Ionides A. Screening for ocular surface
disease in the intensive care unit. Eye. 2008;22:1465–8.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Kousha et al. Critical Care  (2018) 22:5 Page 8 of 8


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Aim
	Study design
	Study population
	Data collection
	Eye care protocol
	Statistical analysis

	Results
	First phase
	Second phase

	Discussion
	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

