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VERSION 1 - REVIEW 

REVIEWER Ian Murdoch 
Institute of Ophthalmology and Moorfields Eye Hospital  
UK 

REVIEW RETURNED 09-Jul-2014 

 

GENERAL COMMENTS The authors report an audit of glaucoma patients attending 21/27 
eye services throughout Botswana. All with a diagnosis of glaucoma 
were invited to complete a questionnaire including demographic 
information and questions relating to understanding of glaucoma. 
Such a study is valuable for two principal reasons:  
1 It is a national study  
2 We have very little data of this type from the entire continent of 
Africa where glaucoma is a major blinding disease.  
I have some comments concerning the current presentation:  
1 No detail is given concerning the questionnaire. Whilst I recognise 
that many of the ‘off the shelf’ questionnaires may not be applicable 
– no debate and no detail given as to how the questions were 
derived, external/internal validity, back translation, delivery etc  
2 No attempt is made to quantify the margins of error in estimates 
made. Some examples:  
- the estimate of new diagnoses is acknowledged as likely to be an 
over estimate due to poor record keeping. No debate is given as to 
the margin of this error.  
- 6 units did not participate in the study – how large/what 
catchment/where are those units in relation to the others, what effect 
might this have had on the results?  
- angle closure, PXF, PDG and other glaucoma sub-types will be 
underestimated. Could this not be estimated by looking at the 
proportion that did have gonioscopy/full examination ?  
3 A screening programme is suddenly reported in the results with no 
mention in the methods or in the discussion. Either include properly 
or omit.  
4 The word rate is wrongly used….this should always have a time 
element. 
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REVIEWER A P Rotchford 
Tennent Institute of Ophthalmology  
Gartnavel Hospital  
Glasgow  
Scotland 

REVIEW RETURNED 29-Sep-2014 

 

GENERAL COMMENTS The clinical characteristics of glaucoma patients presenting  
to Botswana health care facilities: an observational study  
 
Thankyou for asking me to review this manuscript.  
While there are some findings of interest to those planning eye 
health services in Botswana, I think overall the inevitable biases in a 
study like this make it difficult to interpret.  
 
The method, particularly relating to recruitment, is unclear. I am not 
sure how people ended up in the sample (or how they didn’t). How 
were people recruited to the drop-in service? Was there any active 
recruitment/advertising/special clinics set up or was this 
representative of the normal work of the service?  
How was the diagnosis of glaucoma made? (This is a notoriously 
difficult diagnosis to make with a large area of overlap between 
normal and early disease even for specialists with access to field 
testing). You state that the diagnosis was confirmed by an 
ophthalmologist at the interview visit. Who did this in the non-tertiary 
centres? A CDR was recorded for only 144; IOP for only 204 (and 
presumably no fields?). How was IOP measured? Given the huge 
SD for IOP, a median should be given as well.  
 
What were the reasons for non-participation of 6 eye units? (this 
must be a concern for anyone considering investing in glaucoma in 
Botswana if >20% of government units were uncooperative at even 
the very basic level of log book inspection).  
 
How many pts did not have their pt held records and what was the 
quality of the information? Are they a better alternative to hospital 
records?  
What was the mean age?  
 
Because the method of recruitment is not clear, it is difficult to 
understand table 2. Does the PC refer to the time of this interview 
visit or does it refer to the original presentation - in which case where 
does the information come from (records?Interview?) and how 
accurate is it likely to be? (historical information is usually of limited 
accuracy in such contexts). Did interview data tally with verbally 
acquired data? Similarly for duration of PC.  
What were the "other" PCs?  
Assessment of past medical history. How was this assessed? If it is 
through pt responses it is unlikely to be at all accurate given 
experience in other similar populations. What was the "previous eye 
surgery". This seems a very high level for this population.  
Time travelled to hospital seems very short by African standards 
where it is often measured in days not hours. Given that Botswana is 
large and sparsely populated does this represent a bias towards 
proximity to urban centres? What proportion of the population 
actually live within an hour of an eye clinic, I wonder?  
Add definitions for VA categories. Note that this does not include 
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blindness due to field restriction so would be a significant under 
estimate of the WHO definition of blindness.  
 
Table 3. How many pts never saw an ophthalmologist and was there 
any difference in the characterisation of these pts? How many pts 
had gonioscopy (you state not all). I have concerns about the 
diagnostic accuracy of glaucoma types. What were the causes of 
secondary glaucoma?  
 
The rate of surgery is actually quite high for any population. What 
operations were done, by whom; antimetabolites used? Were they 
still on medications as an indicator of success?  
 
What are the reasons for the mix of drops used which is totally 
different from clinics in the developed world? Is it cost, storage, 
availability? The almost absence of prostaglandins is most notable. 
Since this is the most effective agent why are so few on latanoprost?  
 
My main concerns are the lack of clarity and probably accuracy of 
much of the data collected based as it is on incomplete records and 
interviews. Historical information from the latter particularly is 
notoriously inaccurate. I am concerned about the accuracy of 
diagnosis and classification of glaucoma.  
 
The population in this study is subject to many biases. Attendance at 
HES in SSA and elsewhere has been shown before to be affected 
by many factors - age, sex, wealth, education, symptoms, distance 
to service, family history etc. You mention this briefly but it is 
fundamental to interpreting every piece of data collected. Clinic-
based studies of this type describe what is being done by the local 
services not what is needed if the intention is to reduce the 
incidence of visual impairment. It is almost certainly not a good 
representation of the population as a whole and is therefore not a 
good guide for service development.  
 
There have been 2 population-based studies of glaucoma 
prevalence in Tswanas living in S Africa suggesting a prevalence of 
primary glaucoma of 3.5% (David, Rotchford) which given that it is 
the same ethnic are worthy of comment. The rate of chronic PACG 
was 0.5-1.0% and lack of a robust mechanism for diagnosing this in 
Botswana is a significant concern which needs highlighting since the 
treatment is quite different.  
 
Outreach and screening programmes for early detection are of 
unproven benefit in SSA (and elsewhere). A higher priority should be 
the establishment of an effective treatment infrastructure including 
the reliable supply of effective medication eg (generic) 
prostaglandins, and access to safe surgery. In this regard the 
absence of PGs and the high (potential) rate of acceptance of 
surgery in your study are worthy of stressing (and further study).  
 
Overall I think if you clarify the method and expand on its limitations 
then this manuscript would be of interest to healthcare providers.  
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VERSION 1 – AUTHOR RESPONSE 

Reviewer 1:  

 

We would like to thank the reviewer for his help in improving our manuscript. In response to the 

specific points raised:  

 

Comment 1: I have some comments concerning the current presentation:  

1 No detail is given concerning the questionnaire. Whilst I recognise that many of the ‘off the shelf’ 

questionnaires may not be applicable – no debate and no detail given as to how the questions were 

derived, external/internal validity, back translation, delivery etc  

 

Response: The reviewer is correct that no existing questionnaire was identified that was suitable for 

this population and therefore our questionnaire was designed by the authors and was subsequently 

translated and back translated. The questionnaire was piloted prior to data collection on 12 patients 

attending the eye clinic at Princess Marina Hospital and adjustments were made on the basis of the 

responses obtained. We have added details about the questionnaire design to paragraph 4 of the 

Methods section.  

 

 

Comment 2: No attempt is made to quantify the margins of error in estimates made. Some examples:  

- the estimate of new diagnoses is acknowledged as likely to be an over estimate due to poor record 

keeping. No debate is given as to the margin of this error.  

 

Response: The number of newly diagnosed cases recorded is likely to be an underestimate of the 

number of actual diagnoses made by the health system. It is difficult to comment on the margins of 

error in the estimate given the lack of effective systems to track referrals and the lack of clear referral 

guidelines for clinics to follow. We also do not know the number of patients referred who don’t end up 

attending a tertiary centre. However, we have been told that peripheral clinics refer most of the newly 

diagnosed or glaucoma-suspect cases to the tertiary centres, and that most attend. We therefore 

suggest the number of new diagnoses at the tertiary centres is a reasonable measure of the number 

of newly diagnosed cases in the country, albeit an underestimate. We share the reviewer’s frustration 

that it not possible to be more precise at this stage but our work does highlight the need to improve 

record keeping as a necessary step to improving glaucoma care in Botswana. This is considered 

further in our revised discussion.  

 

 

- 6 units did not participate in the study – how large/what catchment/where are those units in relation 

to the others, what effect might this have had on the results?  

 

Response: The 6 units that didn’t participate were small primary hospitals that are likely to only see a 

small number of glaucoma patients in relation to the clinics included in the study. We also understand 

that a lot of their glaucoma patients are referred to tertiary centres, therefore we anticipate this having 

a small effect on the results and on our calculation of number of new diagnoses within the glaucoma 

service.  

 

 

- angle closure, PXF, PDG and other glaucoma sub-types will be underestimated. Could this not be 

estimated by looking at the proportion that did have gonioscopy/full examination ?  
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Response: We agree with the reviewer that angle closure and secondary open angle glaucoma is 

likely to be underdiagnosed. There were only 2 clinics during the study period (PMH and 

Nyangabgwe) that had gonioscopes. Similarly, only 3 clinics had visual field analysers (PMH, SMH, 

Deborah Retief Memorial Hospital), therefore the patients attending clinics without this equipment 

could not undergo a full examination. Additionally, examination findings (such as gonioscopy) were 

not being routinely recorded in the patient-held chart for patients who were examined. We have now 

included this point in paragraphs 2 and 7 of the discussion.  

 

 

Comment 3: A screening programme is suddenly reported in the results with no mention in the 

methods or in the discussion. Either include properly or omit.  

 

Response: We apologise for this and have clarified the methods and discussion accordingly.  

 

 

Comment 4: The word rate is wrongly used….this should always have a time element.  

 

Response: The use of the word rate in describing participation has now been corrected.  

   

 

Reviewer 2:  

 

We would like to thank the reviewer for his comments in improving our manuscript. In response to the 

specific points raised:  

 

Comment: The method, particularly relating to recruitment, is unclear. I am not sure how people 

ended up in the sample (or how they didn’t). How were people recruited to the drop-in service? Was 

there any active recruitment/advertising/special clinics set up or was this representative of the normal 

work of the service?  

 

Response: All patients with a diagnosis of glaucoma attending an outpatient clinic were asked to 

participate. There was no active recruitment or advertising. We have now clarified this in the Method.  

 

 

Comment: How was the diagnosis of glaucoma made? (This is a notoriously difficult diagnosis to 

make with a large area of overlap between normal and early disease even for specialists with access 

to field testing). You state that the diagnosis was confirmed by an ophthalmologist at the interview 

visit. Who did this in the non-tertiary centres? A CDR was recorded for only 144; IOP for only 204 

(and presumably no fields?). How was IOP measured? Given the huge SD for IOP, a median should 

be given as well.  

 

Response: Diagnosis was made by an ophthalmologist in the tertiary centres or ophthalmic nurse in 

the non-tertiary centres. Diagnosis was made based upon history and examination of the patients. 

The extent of the examination depended upon equipment available within each clinic. At the time of 

study, only PMH and Nyangabgwe had gonioscopes. Visual field analysers were available in PMH, 

SMH and Deborah Retief Memorial. Five eye clinics were without tonometers. There is likely to be 

diagnostic inaccuracy due to reliance on ophthalmic nurses and lack of sensitive diagnostic 

equipment. We have expanded upon this in the Discussion. Median IOP (25mmHg) has now been 

included in the Results.  
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Comment: What were the reasons for non-participation of 6 eye units? (this must be a concern for 

anyone considering investing in glaucoma in Botswana if >20% of government units were 

uncooperative at even the very basic level of log book inspection).  

 

Response: The 6 units didn’t wish participate as they didn’t want to share what they thought was 

sensitive information. This represents a problem of the eye service as a whole whereby there is lack 

coordination and inadequate management. Some hospitals are only starting to routinely undertake 

audit and research and have not yet fully adopted the role of such studies in service development or 

quality improvement. This issue will be addressed sensitively in our ongoing discussions with officials 

in the Ministry of Health in Botswana.  

 

 

Comment: How many pts did not have their pt held records and what was the quality of the 

information? Are they a better alternative to hospital records?  

What was the mean age?  

 

Response: Almost all patients brought their patient-held records with them. However, many important 

examination findings, such as vertical up/disc ratio and gonioscopy findings, were not being recorded 

in the cards. We have added this to paragraph 2 of the Discussion. Patient held records are practical 

for the eye clinics as they operate a drop-in service for patients. We have suggested the introduction 

of a standardised patient file that encourages ophthalmic staff to record important details of each 

consultation, which appears to be one of the main problems.  

The mean age was 62 years (SD 17.2 years) and we have now included this in the Results.  

 

 

Comment: Because the method of recruitment is not clear, it is difficult to understand table 2. Does 

the PC refer to the time of this interview visit or does it refer to the original presentation - in which 

case where does the information come from (records?Interview?) and how accurate is it likely to be? 

(historical information is usually of limited accuracy in such contexts). Did interview data tally with 

verbally acquired data? Similarly for duration of PC.  

What were the "other" PCs?  

 

Response: The presenting complaint refers to the original presentation that led to the patient’s 

subsequent diagnosis of glaucoma. This was collected from patient held records if it had been 

recorded and confirmed verbally from the patient, or collected from the patient if not recorded in the 

patient file. Interview data generally correlated with verbal information. We accept there is limited 

accuracy from historical information and have included this in the Limitations section and Discussion. 

Other presenting complaints have now been included in the Results.  

 

 

Comment: Assessment of past medical history. How was this assessed? If it is through pt responses it 

is unlikely to be at all accurate given experience in other similar populations.  

 

Response: Past medical history was assessed by inspecting the patient record file for confirmed 

diagnoses of hypertension, diabetes, myopia, eye injury, previous trauma, previous eye surgery, 

migraine and steroid use. The patients were also asked if they knew if they suffered from such 

problems. We have now included the issue of potential historical inaccuracy in the Discussion and 

Limitations section.  

 

 

Comment: What was the "previous eye surgery". This seems a very high level for this population.  

The rate of surgery is actually quite high for any population. What operations were done, by whom; 
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antimetabolites used? Were they still on medications as an indicator of success?  

 

Response: The vast majority were unaugmented trabeculectomy operations. Antimetabolites were 

only available at PMH and were frequently out of stock. There were 3099 ophthalmic operations in 

2011 and 0.8% were glaucoma operations. The majority (70 out of 77) of patients who had had 

surgery were still using medication. Glaucoma surgery was undertaken by ophthalmologists. The 

large proportion of patients who had surgery in our study could be due to this subset of patients 

choosing to attend follow-up more frequently or they may have received surgery from a private 

ophthalmologist in Botswana or another country. There were 4 private ophthalmologists working in 

Botswana at the time of the study. We have amended paragraph 5 of the Discussion to include this.  

 

 

Comment: Time travelled to hospital seems very short by African standards where it is often 

measured in days not hours. Given that Botswana is large and sparsely populated does this represent 

a bias towards proximity to urban centres? What proportion of the population actually live within an 

hour of an eye clinic, I wonder?  

 

Response: This is a very good point. Given the study is clinic based, there will be a bias towards 

people who live near the eye clinics or have access to transport enabling them to attend. We have 

acknowledged that there are likely to be significant numbers of people who are unable to access eye 

clinics due to the distance.  

 

 

Comment: Add definitions for VA categories. Note that this does not include blindness due to field 

restriction so would be a significant under estimate of the WHO definition of blindness.  

 

Response: Definitions for VA categories have been included in the Methods and Results section.  

 

 

Comment: Table 3. How many pts never saw an ophthalmologist and was there any difference in the 

characterisation of these pts? How many pts had gonioscopy (you state not all). I have concerns 

about the diagnostic accuracy of glaucoma types. What were the causes of secondary glaucoma?  

 

Response: The patients included in the study had seen an ophthalmologist at some point following 

their diagnosis. We anticipate a number of patients who aren’t referred to ophthalmologists or don’t 

attend to see an ophthalmologist. Gonioscopes were only available at 2 clinics and gonioscopy 

findings were not often recorded even when performed. Secondary glaucoma types were: 

phacomorphic, pigmentary, uveitic, congenital, traumatic, neovascular. We agree there is a degree of 

diagnostic inaccuracy due to ophthalmic nurses making initial diagnoses and lack of equipment and 

have further expanded on sources of diagnostic error in the Discussion.  

 

 

Comment: What are the reasons for the mix of drops used which is totally different from clinics in the 

developed world? Is it cost, storage, availability? The almost absence of prostaglandins is most 

notable. Since this is the most effective agent why are so few on latanoprost?  

 

Response: The drops used were the medications stocked by the government pharmacies. Our study 

has found that the range of medications available is sub-optimal and, as the reviewer points out, far 

from ideal. All patients reported difficulty in obtaining medication from the government facilities. 

Prescribing was usually guided by what medications were available as opposed to what were most 

effective.  
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Comment: My main concerns are the lack of clarity and probably accuracy of much of the data 

collected based as it is on incomplete records and interviews. Historical information from the latter 

particularly is notoriously inaccurate. I am concerned about the accuracy of diagnosis and 

classification of glaucoma.  

 

Response: Data from the hospital records are limited – an important finding from the current study 

that we hope to help the local team improve in the future. We accept that there could be a recall bias 

from patient interviews and have included this in the Discussion and Limitations section. There is 

likely to be a degree of diagnostic inaccuracy due to ophthalmic nurses making many of the initial 

diagnoses and lack of equipment. We have further expanded on sources of diagnostic error in the 

Discussion. However we still suggest that given the tiny amount of data available in the literature with 

regard to glaucoma in Botswana, our study provides a useful first step in documenting current 

provision of care in the country.  

 

 

Comment: The population in this study is subject to many biases. Attendance at HES in SSA and 

elsewhere has been shown before to be affected by many factors - age, sex, wealth, education, 

symptoms, distance to service, family history etc. You mention this briefly but it is fundamental to 

interpreting every piece of data collected.  

 

Response: The reviewer is absolutely correct. We have now expanded considerably upon this point in 

the Discussion.  

 

 

Comment: Clinic-based studies of this type describe what is being done by the local services not what 

is needed if the intention is to reduce the incidence of visual impairment. It is almost certainly not a 

good representation of the population as a whole and is therefore not a good guide for service 

development.  

 

Response: Point taken, but we would argue that this is a first step in a population where very little 

baseline information is available. We appreciate the findings of this study have limited application to 

the whole population. The purpose of this study was to focus on how patients are presenting to 

clinics, being diagnosed and subsequently managed. There are under-resourced facilities and very 

limited infrastructure in the eye service in Botswana, particularly with regard to glaucoma. This study 

is supposed to provide baseline information and form the basis for further research, particularly into 

the population as a whole. We have added additional points to the ‘Strengths and Limitations’ section 

and further expanded on the limitations in the Discussion.  

 

 

Comment: There have been 2 population-based studies of glaucoma prevalence in Tswanas living in 

S Africa suggesting a prevalence of primary glaucoma of 3.5% (David, Rotchford) which given that it 

is the same ethnic are worthy of comment. The rate of chronic PACG was 0.5-1.0% and lack of a 

robust mechanism for diagnosing this in Botswana is a significant concern which needs highlighting 

since the treatment is quite different.  

 

Response: Once again, excellent point. The lack of capability to diagnose PACG has been highlighted 

in the Discussion.  

 

 

Comment: Outreach and screening programmes for early detection are of unproven benefit in SSA 

(and elsewhere). A higher priority should be the establishment of an effective treatment infrastructure 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-005965 on 3 D

ecem
ber 2014. D

ow
nloaded from

 

http://bmjopen.bmj.com/


including the reliable supply of effective medication eg (generic) prostaglandins, and access to safe 

surgery. In this regard the absence of PGs and the high (potential) rate of acceptance of surgery in 

your study are worthy of stressing (and further study).  

 

Response: We have now highlighted the high potential rate of acceptance and lack of access to 

effective medication in the Abstract and conclusion.  

 

 

Comment: Overall I think if you clarify the method and expand on its limitations then this manuscript 

would be of interest to healthcare providers.  

 

Response: We have re-drafted the methods section and amended the discussion to further expand on 

limitations. We have also added further limitations to the ‘Strengths and Limitations’ section.  

 

 

We believe we have now addressed the issues highlighted during the review process and we hope 

our manuscript is now suitable for publication in BMJ Open. 

VERSION 2 – REVIEW 

REVIEWER A P Rotchford 
Tennent Institute of Ophthalmology  
Gartnavel Hospital  
Glasgow  
Scotland 

REVIEW RETURNED 29-Oct-2014 

 

GENERAL COMMENTS The clinical characteristics of glaucoma patients presenting 
to Botswana health care facilities: an observational study 
 
Thankyou for asking me to review this revised manuscript. 
The methodology of this study is now much clearer and easy to 
understand and the potential sources of bias and the limitations for 
wider generalisation of the findings clearly defined. 
2 small points which still need addressing: 
I can't see any reference to how IOP was measured at the initial 
point of contact (Schiotz, Perkins?). 
Also, you have stated that "There is a lack of reliable 
epidemiological data on the incidence and prevalence of glaucoma 
in Africa" and that "Further research into the incidence and 
prevalence of glaucoma in Botswana is needed". 
While the paucity of data is true for SSA (as indeed it is for the UK), 
the prevalence is unlikely to be significantly different from the 2 
population-based studies using modern methodology in the Tswana 
populations of South Africa. The prevalence of OAG and ACG from 
both these merits quoting in the text if you are suggesting doing 
further (expensive and difficult) prevalence work specifically in 
Botswana. One is your reference 4 but the other is: 
David R, Stone D. The prevalence of glaucoma in a homogeneous 
African population. In: Ticho U, David R editors. Recent Advances in 
Glaucoma. New York: Elsevier Science Publishers, 1984:145-153. 
 

 

REVIEWER Ian Murdoch 
UCL  
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UK 

REVIEW RETURNED 14-Nov-2014 

 

GENERAL COMMENTS Definitely improved thanks. It remains the duty of researchers to 
present the magnitude of bias and error that may exist in their study 
as clearly as possible. Much of this has now been addressed. The 
size of the 6 non-participatory units should be included in the text not 
just in answers to reviewers. I do not accept that estimates of 
margins of error cannot be be made for many of the the results. If 
the authors are willing to make a wild fling at population based 
estimates from a clinic based study then they should surely be 
willing to make a more quantifiable estimate of the margins of error 
of their data points?  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 2  

 

We would like to thank the reviewer for his help in improving our manuscript. In response to the 

specific points raised:  

 

 

Comment: Thankyou for asking me to review this revised manuscript.  

The methodology of this study is now much clearer and easy to understand and the potential sources 

of bias and the limitations for wider generalisation of the findings clearly defined.  

2 small points which still need addressing:  

I can't see any reference to how IOP was measured at the initial point of contact (Schiotz, Perkins?).  

 

Response: Thank you for the comment. One clinic had a Goldman applanation tonometer; the 

remaining clinics with tonometers used puff and Schiotz to measure IOP. We have added this 

information to the Discussion.  

 

 

Comment: Also, you have stated that "There is a lack of reliable epidemiological data on the incidence 

and prevalence of glaucoma in Africa" and that "Further research into the incidence and prevalence of 

glaucoma in Botswana is needed".  

While the paucity of data is true for SSA (as indeed it is for the UK), the prevalence is unlikely to be 

significantly different from the 2 population-based studies using modern methodology in the Tswana 

populations of South Africa. The prevalence of OAG and ACG from both these merits quoting in the 

text if you are suggesting doing further (expensive and difficult) prevalence work specifically in 

Botswana. One is your reference 4 but the other is:  

David R, Stone D. The prevalence of glaucoma in a homogeneous African population. In: Ticho U, 

David R editors. Recent Advances in Glaucoma. New York: Elsevier Science Publishers, 1984:145-

153.  

 

Response: Thank you for the suggested reference. We have now included the prevalence of OAG 

and ACG in the Tswana populations in the discussion and referenced this paper.  

 

 

 

Reviewer 1  

 

We would like to thank the reviewer for his help in improving our manuscript. In response to the 
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specific points raised:  

 

 

Comment: Definitely improved thanks. It remains the duty of researchers to present the magnitude of 

bias and error that may exist in their study as clearly as possible. Much of this has now been 

addressed. The size of the 6 non-participatory units should be included in the text not just in answers 

to reviewers.  

 

Response: We have now included a statement about the size of the 6 non-participating clinics in the 

Discussion.  

 

 

Comment: I do not accept that estimates of margins of error cannot be be made for many of the the 

results. If the authors are willing to make a wild fling at population based estimates from a clinic based 

study then they should surely be willing to make a more quantifiable estimate of the margins of error 

of their data points?  

 

Response: We have discussed the margin of error in our estimation of incidence from new diagnoses 

by comparing with other estimated incidences in Africa, which suggests the true incidence could be 

double the number of patients being diagnosed in the clinic. This has now been expanded upon in the 

discussion. With regards to angle-closure and secondary glaucoma, we have compared prevalence 

with 2 studies from populations of similar ethnicity in South Africa, highlighting the magnitude of 

potential under-representation of angle-closure and secondary glaucoma in our sample.  

 

 

We believe we have now addressed the issues highlighted during the review process and we hope 

our manuscript is now suitable for publication in BMJ Open. 
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