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Abstract

Background: Glaucoma is a leading cause of blindness. Early detection is advocated but there is insufficient
evidence from randomized controlled trials (RCTs) to inform health policy on population screening. Primarily, there
is no agreed screening intervention. For a screening programme, agreement is required on the screening tests to
be used, either individually or in combination, the person to deliver the test and the location where testing should
take place. This study aimed to use ophthalmologists (who were experienced glaucoma subspecialists),
optometrists, ophthalmic nurses and patients to develop a reduced set of potential screening tests and testing
arrangements that could then be explored in depth in a further study of their feasibility for evaluation in a
glaucoma screening RCT.

Methods: A two-round Delphi survey involving 38 participants was conducted. Materials were developed from a
prior evidence synthesis. For round one, after some initial priming questions in four domains, specialists were asked
to nominate three screening interventions, the intervention being a combination of the four domains; target
population, (age and higher risk groups), site, screening test and test operator (provider). More than 250 screening
interventions were identified. For round two, responses were condensed into 72 interventions and each was rated
by participants on a 0-10 scale in terms of feasibility.

Results: Using a cut-off of a median rating of feasibility of ≥5.5 as evidence of agreement of intervention feasibility,
six interventions were identified from round 2. These were initiating screening at age 50, with a combination of
two or three screening tests (varying combinations of tonometry/measures of visual function/optic nerve damage)
organized in a community setting with an ophthalmic trained technical assistant delivering the tests. An alternative
intervention was a ‘glaucoma risk score’ ascertained by questionnaire. The advisory panel recommended that
further exploration of the feasibility of screening higher risk populations and detailed specification of the screening
tests was required.

Conclusions: With systematic use of expert opinions, a shortlist of potential screening interventions was identified.
Views of users, service providers and cost-effectiveness modeling are now required to identify a feasible
intervention to evaluate in a future glaucoma screening trial.
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Background
Glaucoma is a chronic progressive eye disease and is the
leading cause of irreversible blindness worldwide [1].
Open Angle Glaucoma (OAG) is the most common
form of glaucoma [2]. OAG is asymptomatic until
advanced stages of the disease but if identified early,
treatment can be relatively effective at reducing the rate
of progression [3]. In the UK, glaucoma is detected by
opportunistic case finding usually bay an optometrist.
Tests for glaucoma involve assessment of structural
changes at the optic nerve head by fundoscopy or im-
aging, functional visual loss by visual field testing and
the level of intraocular pressure. Of an estimated half a
million people affected in the UK, estimates from popu-
lation based studies suggests that less than half have
been diagnosed [4]. A population screening programme
for OAG has been proposed as a policy to reduce the
burden of glaucoma; however, before a screening
programme is introduced robust evidence from high
quality randomized controlled trials (RCTs) is required
to demonstrate that any benefits of screening on redu-
cing sight loss outweigh any potential harms and that
this is cost effective [5].
The available literature on the clinical and cost-

effectiveness of screening for OAG was summarized in a
recent health technology assessment (HTA) [6,7]. No
RCTs of screening were identified [6]. Prior to the con-
duct of any large definitive screening trial, evidence is
required to develop the components of the screening
interventions to be tested. The HTA report identified
uncertainties regarding the clinical components of the
intervention namely: the selection of optimal screening
approaches (including the choice of screening tests);
how and where screening should be provided and which
healthcare professionals would administer the test;
whether the screening process should be limited to
individuals in the ‘at risk’ groups, (e.g. those with a
family history of glaucoma in a first degree relative or
those of black ethnicity) or to screening based on age
criteria alone.
Screening tests should be relatively simple, safe and

acceptable to the population being tested and sufficiently
sensitive and specific to distinguish those who do or do
not have the condition. Facilities should be in place for
those screening positive to have further testing to estab-
lish a diagnosis [5].
The process of intervention development requires that

the intervention is feasible for both evaluation in the
RCT and importantly for any future implementation in a
policy context. Thus, in addition to likely future effect-
iveness identified from evidence synthesis, selection of
the optimal glaucoma screening intervention rests on
the feasibility and in a service context and on economic
considerations.
These criteria may be explored using a range of re-
search methods. The Delphi method provides opportun-
ity for experts to communicate their opinions and
knowledge about a complex problem in order to explore
options and potentially reach consensus even if they are
in geographically dispersed areas. It has application in
many fields such as healthcare, education and sociology
[8]. It can also help to remove the bias of face to face
consensus meetings where interaction can sometimes
lead to those with a stronger opinions dominating the
decision making process [9-11].
The process is repeated until a level of agreement is

reached [9]. This is achieved through a series of question-
naires (known as ‘rounds’) together with feedback about
questionnaire data from earlier rounds [12]. There are no
strict guidelines on the most appropriate number of rounds
as this is a function of the complexity of the issues to be
decided and the heterogeneity of the sample recruited. How-
ever, it generally ranges from two to four rounds [11-14].
We report a two round Delphi process with experts in

the area of glaucoma screening. The purpose of the Del-
phi was to reduce the many potential components of a
screening intervention, in terms of who to screen and
how in terms of optimal testing schedule, to a reduced
set of potential interventions that could be explored in
depth in a qualitative enquiry within a UK National
Health Service (NHS) context. The qualitative enquiry
has been reported elsewhere [15].

Methods
Taking evidence from a prior evidence synthesis [8] a
two-round Delphi process was conducted. Results were
then reported to the project advisory panel for discus-
sion and critique of the results. The results including
suggestions from the project advisory panel were taken
forward to the next stage of the research [15,16].

Group selection
We sampled purposively to include a range of relevant
health professional groups (ophthalmologists, optome-
trists and ophthalmic nurses) as well as patient represen-
tation in the UK and internationally [9]. Sampling was
weighted in favor of ophthalmologists from the UK (due
to their expert knowledge of the NHS system where the
proposed trial and future screening policy would be
implemented). Ophthalmologists were selected who
were subspecialists in glaucoma and had published in
the field (in order to examine the views of those treating
glaucoma, about the best screening strategies). Those
ophthalmologists selected as International experts were
members of the World Glaucoma Association consensus
panel for screening for glaucoma. Optometrists were
selected as they would have additional views particularly
on the administration of the tests, nurses who had
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training in ophthalmology and patients who were repre-
sentatives of the International Glaucoma Association.

Measures and procedures
The first-round questionnaire was sent with a partici-
pant information sheet and an explanation of the attri-
butes of potential glaucoma screening tests to 38
potential participants. The screening tests chosen, and
the detail on each test, were based on evidence from a
systematic review, and from subsequent reports on
population based screening studies [4,6,7,17-24]. There
were three tests of visual function, three tests of optic
nerve damage and three alternative methods of measur-
ing intraocular pressure (tonometry). (For details of the
screening test attributes see Additional file 1).
The questionnaire consisted of four sections. First,

participants were invited to rate tests of visual function
and structural loss and intraocular pressure on a scale
between 0-4 with 4 indicating that the test was ‘very
suitable’ as part of an intervention to be evaluated in a
future RCT and 0 indicating that it was ‘not suitable’.
Second, to suggest one or more tests to be used to
screen for glaucoma; third to give their views on the tar-
get population, such as age, risk factor, whether screen-
ing should be based on age alone and whether screening
tests should vary according to the population being
screened; and fourth, to suggest the screening site and
operator, e.g. the home, mobile van or General Practi-
tioner and who should provide the test, e.g. a nurse,
ophthalmologist, optometrist, ophthalmic trained tech-
nical assistant, as well as the combinations of where the
screening should take place and by whom. These four
parts to the questionnaire were essentially to help focus
participants into, finally, listing their top three combina-
tions of screening interventions within each of the four
domains:, tests, population, provider and site, to be eval-
uated in the proposed RCT. Free text boxes were pro-
vided to allow participants to add additional comments.
Results from the first round questionnaire for each

section of testing strategy, target population, screening
site and operator were fed back to 31 (82%) of the 38
participants who completed round one and two partici-
pants who were unable to complete round one but could
take part in round two (Additional file 2, feedback to
participants). Then the second questionnaire presented
the combinations of screening interventions which each
participant had identified in the final part of the round
one questionnaire. As there were more than 250 combi-
nations we condensed responses into common themes.
For example for the location of the test, mobile van, the
General Practitioners’ surgery, or a retail setting were
represented as a community-based “visual screening
centre” (VSC). This condensing process resulted in a
questionnaire consisting of 72 combinations being sent
to participants. Eight of these combinations were chosen
by more than one participant and were automatically
included in the second round (Table 1). An asterisk next
to the eight combinations on the second questionnaire
indicated that it had been chosen by more than one re-
spondent in round one.
Figure 1 displays an example test combination and

instructions that were given to participants for complet-
ing the questionnaire. The round two questionnaires
were sent to those who agreed to participate in this next
round, with the detailed report of round one, as well as
an explanation of the attributes of tests of visual func-
tion, the same as the round one material (Additional file 1).
The 72 testing combinations described in the feedback
portion of questionnaire specified the target population,
the site where the screening could take place, who would
conduct the screening and finally the tests which would
be carried out. Participants were asked to rate their prefer-
ences on a scale of 0 (the test should not be considered)
to 10 (should be considered) as the screening intervention
to be evaluated.

Data analysis
The first round percentage agreement is presented,
below, for each section of the questionnaire. For the sec-
ond round it was agreed a priori to include all combina-
tions with a median above 5 (on the 0 – 10 point scale).
Therefore for each of the 72 combinations, the median
of the participants’ scores was calculated and the combi-
nations with median scores of 5.5 and over were pre-
sented and discussed with the advisory panel before
being taken forward to the next phase of research [15].
The advisory panel of 12 people included ophthalmolo-
gists, optometrists, an ophthalmic nurse, a patient and a
patient organization representative.
This study was classified as a service evaluation and

did not require national research ethics committee
approval (as advised by the North of Scotland Ethics
Committee). We certify that all applicable institutional
and governmental regulations concerning the ethical use
of human volunteers were followed during this research.

Results
Round 1
Thirty-one of 38 (82%) questionnaires were returned in
round one. However, two who were unable to be involved
in the first round had indicated their willingness to be
involved in round 2. Therefore, the round 2 sample con-
sisted of 33 participants and 23 (70%) questionnaires
were returned. Respondents consisted of 15 ophthalmol-
ogists, 6 optometrists, 1 ophthalmic nurse and 1 service
user. The majority of respondents were from the UK due
to the sampling strategy but Europe, USA, Canada and
Australia were also represented.



Table 1 Combinations from round one suggested by more than one respondent

Population Site Provider Test

60 years vision screening centre technician* SAP

50 years hospital nurse GAT and fundoscopy

50 years vision screening centre technician* tonometry (Icare or tonopen or NCT) and FDT

50 years optometry practice optometrist GAT and fundoscopy

50 years optometry practice optometrist GAT and FDT

40 years for those with FH or of black ethnicity vision screening centre technician* SAP (non specified) repeat test required

40 years for those with FH or of black ethnicity vision screening centre optometrist or technician* GAT and angle assessment,
HRT and visual function test

40 years for those with FH or of black vision screening centre technician* FDT

* ophthalmic trained technical assistant FDT – Frequency doubling perimetry GAT - Goldmann applanation tonometry HRT-Heidelberg Retina Tomograph.
NCT – Non-contact tonometry.
SAP – Standard automated perimetry.
FH - First degree relative with glaucoma.
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The main results for round 1 are summarized in the text
for more detailed tables these are detailed in Additional
file 2 Feedback to participants from the round one Delphi.
Twenty nine (93%) indicated that a test of visual func-

tion should be considered, 28 (90%) a test of structural
loss and 28 (90%) a measure of intraocular pressure.
However, there was wide variation in rating of which test
Population Site Provide

* 50 years Community 

Optometric 

Practice

Technic

This example means that you rate this comb

would strongly consider this screening strate

* - indicates that this combination was sugg

the first round of questionnaires.

Please now rate the following combinations o

Should not be considered

0 5

Figure 1 Example combination and instructions on how participants
means that you rate this combination as an 8 on a scale of 0-10, and woul
* - indicates that this combination was suggested by more than one respo
following combinations on a scale from 0-10.
in each of these categories was most suitable for use.
(See Additional file 2).
For the age when screening should start, one participant

(3%) would screen at 30 years of age for those of black
ethnicity. Nine (29%) would begin screening for those in
their 40s but the majority, 17 (55%) recommended 50s
with four (16%) recommending 60 years of age.
r Test Preference 

Rating

ian FDT & HRT or GDX

8

ination as an 8 on a scale of 0-10, and 

gy in a RCT.

ested by more than one respondent in 

n a scale from 0-10.

Should be considered

10

were asked to complete the questionnaire (Round 2). This example
d strongly consider this screening strategy in a RCT.
ndent in the first round of questionnaires. Please now rate the
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Fourteen (45%) would screen on age alone as opposed
to age and an additional risk factor, 12 (39%) would
screen on age alone with an additional risk factor and
five (16%) were unsure. Respondents who recom-
mended screening on age and another risk factor, 24
(77%) identified having a parent with OAG, 23 (74%) a
sibling with OAG, 22 (71%) people of black ethnic
group, as the important risk factors. When asked if the
screening tests would vary according to the population
screened only 8 (26%) respondents would vary their
choice of tests according to the population being
screened.
The majority indicated suitable (rated 3 and 4 on the

0-4 scale) sites to administer the tests were community
optometric practice (24, 78%), mobile van (14, 46%) or
general practice (13, 42%). Several novel sites were also
suggested, open access care centers for those not regis-
tered with a General Practitioner, shopping malls,
church or community centers. The top test operator
(rated 4, very suitable) was technician (15, 48%), com-
munity optometrist (12, 39%), specialist glaucoma
trained optometrist (12, 39%), nurse (8, 26%) and only
one (3%) rated self testing as very suitable.

Round 2
Based on the reported responses the participants were
then asked to rate the 72 combinations in terms of their
feasibility as screening interventions for evaluation in a fu-
ture screening trial. Figure 2 shows the median scores for
every screening strategy combination. The top six combi-
nations (median of 5.5 and over) are detailed in Table 2.
There was evidence of consensus for initiating screening
at age 50 and for screening taking place in a community
setting (either the optometrists or a community visual
Figure 2 Distribution of median scores for every screening strategy c
screening centre (VSC), with ophthalmic trained technical
assistants delivering the screening tests which were all
rated individually as very suitable in round 1. Tailoring
screening to higher risk groups was not short-listed.
However, one combination did include a questionnaire to
identify at-risk groups.
The selected top combinations were a combination of

the individual preferences in round one for screening
starting at age 50, in a community setting, by a technician.
A wide range of tests for the screening intervention
were identified and round one had highlighted some
uncertainties around the tests from free text comments
(section “Quotes from the round one Delphi ques-
tionnaires showing reasons for lack of consensus
about tests”) which seems to be reflected in the differ-
ent tests chosen.

Choice of screening strategy
‘It is my belief that threshold field tests are
inappropriate for screening
(should be reserved for diagnosis) because they are
associated with considerable false positives (and
probably false negatives).’
‘Simple functional test should be used’
‘Any screening programme for glaucoma must include
a field test.’
‘Technicians are better at following protocols than
doctors’.
‘I rated certain combinations low because I don’t
believe the method has any value in any usage (i.e.
Icare tonometer).’
‘I am very uncertain about tonometry in screening-do
we want to detect ocular hypertension or glaucoma? If
we test for ocular hypertension we will generate huge
Top 6 

Combinations

ombination.



Table 2 Shortlisted interventions from round two

Population Site Provider Test Median

50 years Optometry Practice Technician*/Optometrist NCT, SAP (multiple stimuli) and HRT 6

50 years Optometry Practice Technician* Icare tonometry, FDT, and disc photography 6

50 years VSC Technician* Tonometry (Icare or tonopen or NCT) and FDT 6

50 years VSC Technician* GAT, SAP and disc photography 6

50 years + risk score VSC Technician* Tonometry and rapid reproducible imaging or visual function test 6

50 years VSC Technician* NCT and FDT and HRT or GDx 5.5

* ophthalmic trained technical assistant.
Risk score - based on self identified risk factors by questionnaire sent to the screening cohort - including family history, black ethnic group, myopia or no prior
visits to eye care services.
VSC – Vision Screening Centre.
FDT – Frequency doubling perimetry GAT - Goldmann applanation tonometry GDx - Scanning laser polarimetry.
HRT – Heidelberg retinal tomograph.
NCT – Non-contact tonometry.
SAP – Standard automated perimetry.
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numbers of false positives for glaucoma but who do
have ocular hypertension (many of whom will have a
thick cornea). Though radical, I think we should
exclude intraocular pressure, on balance, since it is
such a poor test for glaucoma.’
‘The screening programme must be feasible in terms of
cost of equipment and paying for technicians, which
eliminates almost everything except Non Contact
Tonometry, and computer based solutions such as
Frequency Doubling Technology, Motion Detection
Technology and Oculo-Kinetic Perimetry.’

The advisory panel
These results were then presented to the advisory panel.
The panel agreed that the six short-listed interventions
would be combinations which would be worth taking
forward to explore in our interviews with providers in
the next part of the research [15,16]. It was noted that
many of the chosen tests were not screening tests but
diagnostic tests, in that the initial test for screening is
not supposed to give the definitive answer but to identify
those who are unlikely to have glaucoma and move
those with a positive result for further scrutiny and diag-
nosis [24]. The advisory panel recommended that during
the interviews a single technology based test ± tonome-
try as the screening intervention should also be
explored, with the battery of tests identified in round
two as the diagnostic strategy for people whose test re-
sult was positive on the initial screening.
The panel noted that the six combinations did not in-

clude a combination for identifying at risk groups, (those
with a family history of glaucoma in a first degree rela-
tive or those of black ethnicity), apart from a screening
questionnaire. It was recommended to explore how best
to target the higher risk groups in the coming interviews
highlighted above. The panel recommended that other
vulnerable groups at greater risk of going blind from late
detected glaucoma are those from low socio-economic
groups, low education groups and those who are house-
bound and known not to have easy access to eye care
services. A few members of the panel argued that the
greatest risk was linked to late or no contact with eye
care services and social deprivation rather than to black
ethnicity. For all members the main problem proposed
was identifying interventions that would encourage
those at risk to attend for screening. This would be
particularly difficult for at risk groups, such as Afro-
Caribbean groups, where the risk of open angle
glaucoma may be greater than for other African groups.
Most members felt it would be more acceptable and
feasible to identify the target population by age, geog-
raphy and social deprivation scores for example by post
code, electoral roll and General Practice records.

Discussion
The Delphi panel of experts identified six screening inter-
vention combinations to take forward to the next phase of
the research. All included starting screening at age 50 years
with one using an additional risk score to identify at risk
groups. Most identified the site as a community based
visual screening centre which included, general practice,
mobile van or retail outlet, with the other combinations
identifying community optometry. All combinations
included an ophthalmic trained technician as the test pro-
vider with one combination also including an optometrist.
Opinions about tests were less certain but most included
a measure of intra ocular pressure.
The response rate to our Delphi survey for both

rounds was high. Main studies detailing the method
argue that rigor can be maintained with a response rate
of 70% which we have reached [8,10]. Our panel was
made up of a range of experts in the field of ophthalmol-
ogy. Mainly UK based as this was related to provision
within the NHS. Our panel of international experts was
small and may not include the views of all with an inter-
est in glaucoma screening.
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There are no universally agreed criteria in Delphi meth-
odology for the selection of experts and there are varia-
tions in the guidance on the minimum or maximum
number of experts required [25]. What appears to be im-
portant is common sense, and practical logistics to gain
coverage of relevant expertise, not based on numbers but
on the quality of the group, to ensure specialist consider-
ation of a wide range of views [14]. Using the purposive
sampling approach helped to achieve agreement in most
of the components and the range of tests reflects the dif-
ferences in clinical opinion which does require further ex-
ploration. Having a further advisory panel which included
a range of experts and a service user helped to provide an-
other clinical view as well as explore other areas of im-
portance (such as at risk groups) and the possibilities for
further study. However, we do acknowledge the potential
for bias in the experts and group selected.
Although a Delphi process removes some of the pro-

blems of interaction it also can remove some of the ben-
efits of an exchange of information [25]. Therefore,
reporting the results to the advisory panel, the further
discussion helped to confirm that, given the number of
tests selected, some participants appeared to be identify-
ing a diagnostic strategy rather than a screening strategy.
There was also recognition that high-risk groups had
not been shortlisted. They advised that there should be
further exploration of the tests and at risk groups
through the qualitative interviews in the next phase of
the intervention development [15,16].
There is debate about what initial percentage agree-

ment demonstrates consensus. We selected those with a
median of 5.5 and above on our 0-10 scale and this is
supported in other studies where consensus or agree-
ment can range from a starting percentage of 51% to
70% [14,26,27].
It may be argued that using an advisory panel as well

as doing a Delphi survey made our study complicated
and that the Delphi study was in some ways over ruled
by the panel. However, we believe that both approaches
enhanced our work in that we gained both a clinical per-
spective, evidence based perspective as well as a practical
approach to the next stage of the study.
The findings from this study are consistent with the

World Glaucoma Association (WGA) consensus guide-
lines on glaucoma screening [28]. The guidelines high-
light that the best single test or group of tests for OAG
screening are not yet determined and it was noted that
the tests that are available and effective for case- finding
are not necessarily the same as those for population
screening. The WGA consensus guidelines note that al-
though the best evidence to date suggests screening of
high risk subgroups is more cost-effective it also sug-
gests that population-based screening studies are
required to determine optimal screening strategies and
their cost-effectiveness [28]. The WGA guidelines
process did not use formal consensus methodology and
the evidence to underpin the guidance was not identified
or synthesized systematically.
Conclusions
This study has used an established method for the sys-
tematic use of expert opinion, informed by prior Health
Technology Assessment reviews [4,6,7]. It informs the
choice, from the many potential screening test interven-
tions, of those interventions most likely to be feasible for
population screening for glaucoma. The next step of this
research is to explore the feasibility and acceptability of
these interventions to both service providers and users
and to evaluate their potential cost-effectiveness. This
phased approach develops the methodology for complex
interventions in the context of a potential glaucoma
screening trial.
Additional files

Additional files 1: Attributes of candidate glaucoma screening
tests. An explanation of the attributes of tests of visual function to be
considered as part of a glaucoma screening intervention.

Additional file 2: Feedback to participants from the round one
Delphi. A summary of the responses from round one sent to all
participants with their round two questionnaires.
Competing interests
The authors declare that they have no competing interests.

Authors' contributions
JMB, MKC, JF, AG, and CRR had the original ideas for the study. All authors
developed the protocol. SEC, AG, JB, CRR conducted the Delphi survey and
performed the analysis. AAB gave clinical advice on each round of the
Delphi process. All authors contributed to revisions of the paper.

Acknowledgements
We thank all the glaucoma specialists who took part in the Delphi process.
We thank the Glaucoma screening Platform Study advisory panel including R
Bativala, D Crabb, D Garway-Heath, M Griffiths, R Hitchings; S McPherson, A
Tuulonen, A Viswanathan, H Waterman, R Wormald, D Wright for their
guidance and contribution to the Delphi process and Luke Vale and Rodolfo
Hernandez for their advice on development of the Delphi questionnaires.
This paper was developed from the first phase of a project funded by the
MRC (project reference G0701759) Developing the intervention & outcome
components of a proposed randomized controlled trial of screening for
open angle glaucoma. The Health Services Research Unit is core funded by
the Chief Scientist Office of the Scottish Government Health Directorates.
The views expressed in this report are those of the authors and not
necessarily those of the funders.

Author details
1School of Nursing Sciences, Edith Cavell Building, University of East Anglia,
Norwich Research Park, Norwich, UK. 2Health Services Research Unit,
University of Aberdeen, Health Sciences Building, Foresterhill, Aberdeen, UK.
3Child Health, University of Dundee, MACHS Building, Tayside Children’s
Hospital, Ninewells Hospital and Medical School, Dundee, UK.

Received: 28 September 2011 Accepted: 31 July 2012
Published: 5 December 2012

http://www.biomedcentral.com/content/supplementary/1472-6963-12-447-S1.pdf
http://www.biomedcentral.com/content/supplementary/1472-6963-12-447-S2.pdf


Campbell et al. BMC Health Services Research 2012, 12:447 Page 8 of 8
http://www.biomedcentral.com/1472-6963/12/447
References
1. Pascolini D, Mariotti SP: Global estimates of visual impairment 2010.

Br J Opththalmol 2012, 96(5):614–618.
2. Quigley HA, Broman AT: The number of people with glaucoma worldwide

in 2010 and 2020. Br J Ophthalmol 2006, 90(3):262–267.
3. Maier PC, Funk J, Schwarzer G, Antes G, Falck-Ytter YT: Treatment of ocular

hypertensionand open angle glaucoma: meta-analysis of randomised
controlled trials. Br Med J 2005, 33:134–136.

4. Burr JM, Mowatt G, Hernandez R, Siddiqui MAR, Cook J, Lourenco T, Ramsay
C, Vale L, Fraser C, Azuara-Blanco A, Deeks J, Cairns J, Wormald R,
McPherson S, Rabindranath K, Grant A: The clinical effectiveness and
cost-effectiveness of screening for open angle glaucoma: a systematic
review and economic evaluation. Health Technol Assess 2007, 11(41).

5. UK National Screening Committee: UK National Screening Committee's Policy
Positions. 2007. http://www.screening.nhs.uk/criteria.

6. Mowatt G, Burr JM, Cook JA, Siddiqui MAR, Ramsay CR, Fraser C, Azuara
Blanco A, Deeks J, and for the OAG screening project: Screening tests for
detecting open-angle glaucoma: Systematic review and meta-analysis.
Invest Ophthalmol Visual Sci 2008, 49(12):5373–5385.

7. Hatt S, Wormald R, Burr J: Screening for prevention of optic nerve
damage due to chronic open angle glaucoma. Cochrane Database Syst
Rev 2006, 4:006129.

8. Akins RB, Tolson H, Cole BR: Stability of response characteristics of a
Delphi panel: application of bootstrap data expansion. BMC Med Res
Methodol 2005, 5:37.

9. Bowling A: Research methods in health: investigating health and health
services. Buckingham: Open University Press; 1997.

10. Hasson F, Keeney S, McKenna H: Research guidelines for the Delphi
survey technique. J Adv Nurs 2008, 32(4):1008–1015.

11. Powell C: The Delphi technique: myths and realities. J Adv Nurs 2003,
41(4):376–382.

12. Linstone HA, Turoff M: The Delphi Method. Techniques and applications.
Massachusetts: Addison-Wesley Publishing Company; 1975.

13. Jones J, Hunter D: Qualitative Research: Consensus methods for medical
and health services research. Br Med J 1995, 311:376–380.

14. Keeney S, Hasson F, McKenna H: Consulting the oracle: ten lessons from
using the Delphi technique in nursing research. J Adv Nurs 2006,
53(2):205–212.

15. The Glaucoma screening Platform Study (GPS) Group: Developing the
clinical components of a complex intervention for glaucoma screening
trial: a mixed methods study. BMC Med Res Methodol 2011, 11:54.

16. Burr J: Developing the intervention and outcome components of a proposed
RCT of screening for open angle glaucoma (lay summary). 2009.
http://www.mrc.ac.uk/ResearchPortfolio/Grant/Record.htm?GrantRef =
G0701759&C aseId = 11357.

17. Vaahtoranta-Lehtonen H, Tuulonen A, Aronen P, Sintonen H, Suoranta L,
Kovanen N, Linna M, Laara E, Malmivaara A: Cost effectiveness and
cost utility of an organized screening programme for glaucoma.
Acta Ophthalmol Scand 2007, 85(5):508–518.

18. Iwase A, Tomidokoro A, Araie M, Shirato S, Shimizu H, Kitazawa Y, Tajimi
Study Group: Performance of Frequency-Doubling Technology Perimetry
in a population-based prevalence survey of glaucoma.
Ophthalmology 2007, 114:27–32.

19. Wang YX, Zu L, Zhang R, Jonas JB: Frequency-doubling threshold
perimetry in predicting glaucoma in a population-based study: The
Beijing eye study. Arch Ophthalmol 2007, 125:1402–1406.

20. Mansberger SL, Johnson CA, Cioffi GA: The results of screening Frequency
Doubling Perimetry Technology Perimetry in different locations in the
community. J Glaucoma 2007, 16:73–80.

21. Lester M, Mikelberg FS, Drance SM: The effect of optic disc size on
diagnostic precision with the Heidelberg retina tomograph.
Ophthalmology 1997, 104:545–8.

22. Medeiros FA, Zangwill LM, Bowd C, Sample PA, Weinreb RN: Influence of
disease severity and optic disc size on the diagnostic performance of
imaging instruments in glaucoma. Invest Ophthalmol Vis Sci 2006,
110:1145–50.

23. Toth M, Kothy P, Vargha P, Hollo G: Accuracy of combined GDx-VCC and
Matrix FDT in a glaucoma screening trial. J Glaucoma 2007, 16:462–470.

24. Raffle A, Gray M: Screening: evidence and practice. Oxford: Oxford University
Press; 2007:34–38.
25. Murphy M, Black NA, Lamping DL, McKee CM, Sanderson CFB, Askham J,
Marteau T: Consensus development methods, and their use in clinical
guideline development. Health Technol Assess 1998, 2(3).

26. Behrens A, Doyle JJ, Stern L, Chuck RS, McDonnell PJ, Azar DT, et al:
Dysfunctional tear syndrome: A Delphi approach to treatment
recommendations. Cornea 2006, 25(8):900–907.

27. Loughlin KG, Moore LF: Using Delphi to achieve congruent objectives
and activities in a paediatrics department. Acad Med 1979,
54(2):101–10628.

28. World Glaucoma Association: 5th Consensus Meeting 2008: Glaucoma
Screening. http://www.worldglaucoma.org/pages/Consensus/5/
5thconsensus.php.

doi:10.1186/1472-6963-12-447
Cite this article as: Campbell et al.: Developing the specifications of an
Open Angle Glaucoma screening intervention in the United Kingdom: a
Delphi approach. BMC Health Services Research 2012 12:447.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.screening.nhs.uk/criteria
http://www.mrc.ac.uk/ResearchPortfolio/Grant/Record.htm?GrantRef=G0701759&C aseId=11357
http://www.mrc.ac.uk/ResearchPortfolio/Grant/Record.htm?GrantRef=G0701759&C aseId=11357
http://www.worldglaucoma.org/pages/Consensus/5/5thconsensus.php
http://www.worldglaucoma.org/pages/Consensus/5/5thconsensus.php

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Group selection
	Measures and procedures
	Data analysis

	Results
	Round 1
	Round 2
	The advisory panel

	Discussion
	Conclusions
	Additional files
	Competing interests
	Authors' contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


