
Correspondence
Simultaneous donning of goggles and face shield is an
overkill and interferes with care of Covid-19 patients

The spread of severe acute respiratory syndrome-coronavirus-2
(SARS-CoV-2) may occur through the conjunctiva, although this is not
a common route of transmission.1–3 The Centers for Disease Control
and Prevention guidelines recommend using either goggles or a face
shield as a component of personal protective equipment (PPE) for eye
protection.4 However, the exponential increase in cases of Covid-19
has led to the adoption of certain safety measures, such as concomitant
use of goggles and face shield, despite lack of any evidence. I (AB) work
in a hospital where concomitant use is practised. After some time, I
found the goggles particularly uncomfortable, due to fogging and pain
caused by pressure on the nasal bridge. I felt a constant urge to adjust
the goggles to lessen the pressure on my nose. Soon, I noticed some
abrasions and erythema over the bridge of my nose, which then turned
into pustules, compelling me to discontinue wearing goggles. I continued
wearing a face shield for eye protection, and realized that it was much
more comfortable without the goggles. The pressure on my nose
reduced, there was less fogging, better visibility and better peripheral
vision. Most important, it allowed better ventilation, making it much
less claustrophobic. This had a direct effect on patient management,
and I felt more motivated to work. I communicated more with patients
and co-workers.

Whereas previously I was eagerly waiting for my shift to end, I no
longer minded a delay in handover. A detailed handover is extremely
important, especially when there are four 6-hour shifts in a day, where
the cumulative loss of information can be substantial at the end of the
day. Three weeks past my posting, I was asymptomatic and tested
negative for SARS-CoV-2 antibody.

Notably, the WHO guideline for PPE use in filovirus disease
outbreak specifically advised against simultaneous use of goggles and
face shield, as it has not been found to offer any additional protection
and causes more discomfort and fogging.5 Fogging results in compromise
in patient care and safety of healthcare workers (HCWs). Face shields
have been found to be less affected by fogging compared to goggles.
Wearing goggles is even more cumbersome for HCWs who wear
prescription glasses. There is no evidence of greater effectiveness of
a combination of goggles and face shield than face shield alone. The
addition of goggles to the PPE not only adds to the discomfort of
HCWs but also to healthcare expenses for any government, in an
already resource-constrained setting. The use of goggles in addition to
face shield can be recommended for high-risk aerosol-generating
procedures such as intubation or endoscopy, but routine use even in
general wards with relatively stable patients does not seem justified.

In the present scenario of HCWs working under severe psychological
and physical stress,6–8 a simple step of omission of goggles (while
continuing the use of face shield) can go a long way in improving patient
care as well as well-being of HCWs.
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Formative assessment during collection of attendance

India has 531 medical colleges with a median annual intake of 150
students (range 50–250).1 The conduct of 1-hour lectures in a single
hall is a common practice in most medical colleges. For recording
attendance, teachers commonly call the rolls at the end of the class. A
teacher spends an average of 15% of the 1-hour for calling the rolls
of 250 students. If we consider a class of 150 students, a loss of
5–6 minutes is inevitable.2 Hence, an average loss of 5 minutes in a class
and three classes in a day ends up with a loss of 15 minutes in a day.
During the roll call, the students remain idle. This time could be used
for students’ academic engagement and a formative assessment by
‘Students’ engagement during collection of attendance’.3 In this
method, students write answers to questions and handover the answer
sheets to the teacher and the teacher records the attendance from the
sheets later. This method requires a high level of motivation from the
teachers. Besides, students’ anonymity cannot be maintained as the
rolls are written on the response sheet.

Formative assessment is a continuous constructive assessment by
learners. It should be anonymous, non-competitive, flexible, fast,
frequent and should be coupled with fun.4 We designed an online,
smartphone-based quiz that could be used as a method of formative
assessment. We call this method ‘Formative assessment during
collection of attendance (FADCA)’. In this method, the teachers
design a short quiz (e.g. with five questions having multiple-choice
answers) according to the topic of the lecture. These questions are
uploaded on an online platform such as Google forms. At the end of
the lecture, teachers share the link of the online assessment through
a quick response (QR) code on the screen or share a link of the quiz
in students’ social groups. While the teacher calls the rolls, the students
respond to the questions. Immediately after submission of the
answers, the students get the score and the answer key from the online
quiz platform.

Teachers may avoid the roll call and consider the response to the
quiz as the attendance in the class. However, for that, teachers need
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to either record the email id or take the roll number declared by the
students on the quiz form. In this case, the students are bound to
participate in a formative assessment and students’ anonymity cannot
be maintained. In addition, any student facing technical difficulty (e.g.
smartphone malfunction and poor internet connection) or not having
a smartphone may miss the attendance. Furthermore, although teachers
share the quiz link through a QR code, the students in the class may
share the web link of the quiz (after opening the quiz form on the
browser) with absentees. Hence, chances of getting false attendance
cannot be ruled out. Due to these three reasons, FADCA is kept as a
voluntary and anonymous assessment method where students get
immediate feedback on the classroom learning.

The students are instructed to hold answering questions 10 rolls
before their turn, so that they do not miss to respond to the roll calls.
In addition, they are also informed about the aim of self-assessment
so that they do not start a discussion among peers which may cause
chaos in the classroom.

This method has some limitations. It is not applicable for medical
colleges that use biometric attendance of students. Some students may
face technical difficulty in participation in initial days of implementation.
Many faculty members may not find it interesting to make a quiz for
each of their classes.

In conclusion, FADCA is an anonymous formative assessment
method where students can assess classroom learning during the roll
call. This method can utilize that time of the students which is
commonly lost idle. Considering the advantages and limitations, any
medical teacher may apply this method to engage the students during
collection of attendance.
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Lichen scrofulosorum and phlyctenular conjunctivitis

Phlyctens of the conjunctiva are mostly asymptomatic.1 Tuberculosis
(TB) is the underlying aetiology in 77% of phlyctenular kerato-
conjunctivitis (PKC) cases in India.2 Phlyctenular conjunctivitis (PC)
due to underlying tubercular origin usually responds well to antitubercular
treatment (ATT).3 Lichen scrofulosorum (LS) represents the most

common tuberculid in children, yet it remains under-reported and under-
diagnosed. It results due to a delayed-type hypersensitivity reaction to
Mycobacterium tuberculosis. A 12-year-old boy was referred with
redness in the left eye (LE) for 5 days (Figs 1a-c). He presented with
a 4–5 months history of progressively increasing multiple bilateral well-
defined, light brown-coloured pinhead-sized papules over the upper and
lower limbs (bilaterally), neck, groin and trunk. Some of these were
grouped to form ill-defined plaques with xerosis (Figs 1d-e). Most
lesions had white semi-adherent scaling at their periphery.

The child had developed intermittent high-grade fever with
characteristic evening rise 2 years ago without any accompanying
localizing symptoms. Two months following the onset of fever, his
mother noticed these skin lesions. The child also had non-productive
cough accompanied with fever of similar nature for 2 months before
he presented at the clinic. He had been treated for pulmonary TB with
ATT for 11 months when he was 5 years old. The family history had
no points relevant to his present condition. At presentation, he had
bilateral, multiple, non-matted submandibular lymph nodes (LN), and
a 1 cm×1 cm supraclavicular LN on the left side. These lymph nodes
were neither clinically significant nor was fine-needle aspiration
cytology feasible from them. A biopsy from the skin lesion showed
keratotic plugging of the stratified squamous epithelial lining (Figs 2a
and b) and epithelioid cell granuloma containing giant cells in the dermis
(Figs 2b and c). There were lymphocytes seen in the superficial dermis
and around eccrine glands, which was suggestive of LS. A few fungal
hyphae were also seen on a potassium hydroxide mount from skin
lesions over the arms and legs, which was suggestive of tinea corporis.
Mantoux test was strongly positive with induration of 26 mm×28 mm.
His haemoglobin was 12.5 g/dl and the erythrocyte sedimentation rate
was 33 mm. He tested negative for human immunodeficiency virus.
Chest X-ray suggested left paratracheal lymphadenopathy, but there
was no evidence of miliary TB. On computed tomography, none of
the left paratracheal LN were over 10 mm. Gastric aspirate for acid-
fast bacilli (AFB) along with gene expert was negative. Ultrasound of
the abdomen revealed multiple enlarged mesenteric LN with
conglomeration, some showing necrosis and the largest LN measured
15 mm. The thickness of the ileo-caecal junction was 6 mm. Category
2 ATT was started after consulting a paediatrician. Topical antifungal

FIG 1 (a–f). Sequential patient photographs. The child presented
with redness and congestion in the left eye (a and b) with a
pinkish nodule over the temporal limbus suggestive of phlycten
(c). Pinhead-sized raised papular lesions over bilateral arms (thin
white arrow, (d) along with nodular elevated annular lesions with
exudation suggestive of tinea corporis over the arm at places.
Ill-defined plaque was observed over the ear (e). Phlycten
regressed with treatment (f)
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