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VERSION 1 - REVIEW 

REVIEWER Sameer Trikha 
Singapore Eye Research Institute,  
11 Third Hospital Avenue,  
Singapore, 

REVIEW RETURNED 01-Aug-2015 

 

GENERAL COMMENTS This is a well-written prospective study addressing a clearly defined 

issue with stated objectives. The role of virtual clinics is vital to 

alleviate the increasing service pressures that glaucoma 

management faces, and the authors should be commended on their 

attempt to assess quality of such a scheme.  

 

There is a discrepancy in the number of authors in the manuscript 

document.  

 

I have a number of comments: 

 

Methods and Results: 

- A validated questionnaire appears to have been used, 
despite using principally subjective measures. No specific, 
standardised outcome measures appear to have been used. 
Quantitative transfer to a 10 point grading scale would be 
useful.  

- The sample size is small. How was the total number of 
patients chosen? No power calculation appears to have 
been included in the study. Whilst convenience sampling 
does have its benefits, a powered study would add further 
strength. 

- No statistical methodology appears to have been included 
for analysis, and therefore any conclusions drawn need to 
be interpreted with extreme caution (they are purely 
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qualitative). 
- The sample of patients recruited is not necessarily 

representative of all glaucoma populations. It is heavily 
biased to Caucasian ethnicity.  

- Little information is included as to the type and severity of 
glaucoma patients included.  

- The authors do not fully address a number of confounding 
factors that may influence their outcome measure. No 
adjustment has been made for age, gender, socioeconomic 
status, literacy, english as first language, different ethnicity, 
etc. Some attempt has been made to stratify according to 
disease severity – this needs to be elaborated upon. 

- Was the outcome assessor was not masked to the patient 
pathway? 

- How was the time delay for interview post consultation 
agreed? Recall bias is likely to play a role here. 

- A grounded theory approach has been used for data 
analysis, which has the strong potential to introduce 
researcher-led bias. Whilst this is an appropriate technique 
to understand social processes, perhaps an alternative 
method of analysis can also be introduced to validate the 
initial findings. 

- Similarly, further limitations on the use of thematic analysis, 
and its lack of clear ‘demarcation lines’ should be mentioned 
in the discussion section of the manuscript. 

- The presentation of results via grounded theory makes it 
difficult for readers to use the results.  

 

 

REVIEWER Selena Gray 
University of the West of England, Bristol, UK 

REVIEW RETURNED 05-Aug-2015 

 

GENERAL COMMENTS Important piece of work which has wider lessons for engagement of 
patients in new models of care beyond the field of glaucoma. 

 

REVIEWER John Somner 
Vision and Eye Research Unit, Anglia Ruskin University, UK 

REVIEW RETURNED 16-Aug-2015 

 

GENERAL COMMENTS This is an interesting and important paper given current changes in 
care models. However, the key findings are rather hidden in an 
overlong manuscript. While interesting it could be considerably 
improved by more focused discussion and more careful comparison 
between the two care models studied.  
Some comments:  
1) While the introduction is interesting it is rather long and could be 
more focused on the particular intervention. It also prejudges 
solutions with non-evidence based statements such as “Whilst 
regular patient monitoring is necessary in glaucoma management, a 
more streamlined approach to patient care is required if the HES is 
to cope with increasing demand for services.” An alternative would 
be to employ more staff and increase capacity for instance.  
2) The information about the Moorfields clinic contained in the 
introduction would be better placed in the methods section. Some of 
this detail is unnecessary.  
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3) This study falls into a somewhat grey area between research and 
service evaluation – it would be helpful if the authors could indicate if 
ethical approval was gained or if an opinion was sought from an 
ethics committee which indicated that this was unnecessary.  
4) The report includes what appear to be several verbatim quotes. 
However audio recording did not occur and it is a little unclear how 
these quotes were generated.  
5) There are several limitations to this study which are inadequately 
discussed. For example the transcripts / coding does not appear to 
have been verified / checked by participants. Others include  
a. Information is not given on how the interview guide was 
developed  
b. Little information is given about how the interviewers / note takers 
were selected and any bias that may have resulted.  
c. There is no information on the duration of the interviews or the 
numbers of interviews done by each of the interviewers  
d. Sample size - while the rationale given for the sample size 
appears reasonable and pragmatic, could the authors comment on 
whether thematic saturation was reached and if so how this was 
judged and when it was reached?  
e. The authors state that they used grounded theory but do not 
appear to have developed an underlying theory from their data. This 
appears to be more of a simple thematic analysis in the style of 
Braun and Clark. Braun, V., & Clarke, V. (2006). Using thematic 
analysis in psychology. Qualitative Research in Psychology, 3(2), 
77–101.  
f. The patients were interviewed before their clinic appointment – 
isn’t it possible that they might not yet have known what they felt 
about the absence of the clinician from the process at this stage? 
They may also have been less likely to be frank as they may have 
felt that this would influence the care that they received. It might 
have made more sense to ask question 5 from the pre-appointment 
interview in the post-appointment interview.  
g. Interviews took place in a quiet waiting area – were there other 
people there? This may have affected responses.  
6) The study indicates that Trust was one of the key findings 
however this does not appear to have been overtly mentioned in any 
of the testimonies quotes. It also seems strange that there is no 
section on Trust which is highlighted as one of the key themes. 
There are several quotes in various sections which could be aligned 
under the “Trust” heading e.g. FUGSMS 3, F concern about records 
/ test results  
7) The study appears to prejudge what the virtual service is 
appropriate for “the service only being suitable for stable, low risk 
patients." – shouldn’t this be the subject of a further research 
project? Did patients with different severities of glaucoma have 
views about whether they would mind being seen by the new virtual 
method?  
8) In the abstract the study concludes that patients accept the 
removal of the doctor from the consultation provided that they are 
reassured by the staff they meet. However elsewhere the paper 
raises the important point that such staff are not in a position to 
discuss the patient’s results or reassure them. This is an important 
point and made clearer and elaborated upon elsewhere.  
9) The article is somewhat over long and a little unfocused. Some 
sub-categorization would be helpful with less but more focused 
examples. In addition the issues around timing are of less interest 
and are self-evident. I would cut this to focus on the key issues 
which appear to be those around communication and how this 
should be managed when clinicians are removed from part of the 
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pathway.  
10) Too many quotes to illustrate one point e.g. patients who were 
well informed more accepting of service received – four quotes.  
11) Prior information section of results – there is a lot of information 
in this section which should be contained in the methods section e.g. 
protocol for providing information to different groups of patients. It is 
unclear how information from the virtual clinic is fed back to the 
patient and what timescale they can expect to know the results and 
interpretation of their tests. A simple flow chart might be helpful to 
explain the two models.  
12) Prior information category contains a lot of material which does 
not necessarily fit into this category e.g. thoughts about contact with 
senior clinician etc.  
13) It would be worth exploring patient’s views on the difference 
between face to face and written communication which is not 
currently discussed. Did this come up at all? Was there a suggestion 
that written communication was fine if disease was stable but that 
oral communication was required if there were complications / signs 
of progression?  
14) It would be helpful to discuss issues around communication with 
optometrists – is there a requirement for more training for 
optometrists / optometrist provision of standardised information?  
15) It might be worth discussing the patient’s misapprehension about 
the seriousness of their condition and the challenge of risk 
stratification and explaining this to the patients e.g. comments about 
need for senior to do pressure check / coming to hospital to see top 
person.  
16) I’m not sure that the current categorisation works very well. For 
example many of the quotes in the “engagement” section appear to 
principally deal with “prior information” e.g. lady with no idea about 
who she was seeing in clinic or why she was there ( FU Consultant 
4,M)  
17) Further discussion of the technicians’ adopting physician roles 
e.g. quote “they said all the test looked oK” – there seems to be 
some pressure on the technicians as the patients naturally treat 
them as clinicians and want immediate feedback – this merits further 
discussion – were any interviews carried out with the technicians? 
This would be of interest.  
18) It would have been interesting to look at how patients would like 
to receive the results of their appointment and what their views were 
on different methods by which feedback might be given e.g. paper 
formats / email / phone call etc.  
19) The final paragraph represents something of an oxymoron the 
authors state that patients are accepting of a virtual clinic provided 
they are “ reassured by the method of data collection and the 
personnel they see at their appointment.” However this is precisely 
the reassurance they will not receive from a trained person at their 
appointment. I think the conclusion needs to be altered as this does 
not appear to be what the paper is saying and further discussion is 
required about delayed reporting of test results – in effect a two stop 
model including data gathering at one stop and interpretation and 
feedback at another. 

 

REVIEWER Michael Austin 
Department of Ophthalmology  
Singleton Hospital  
ABM University Health Board  
Swansea  
SA2 8QA  
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United Kingdom 

REVIEW RETURNED 19-Aug-2015 

 

GENERAL COMMENTS This is an important and timely report. Whilst glaucoma is 
undoubtedly a leading cause of potentially preventable blindness 
and sight impairment that is relevant to affected persons’ quality of 
life, there is a large clinical workload for review of patients within the 
glaucoma care pathway whose risk of glaucoma blindness is small 
and whose care may not require the significant amounts of time 
required were they to be seen for ‘traditional’ ophthalmology 
outpatient clinic appointments.  
 
 
The abstract could contain some numerical data if only for numbers 
of patients in each group who were ‘overall positive or negative’ and 
if available, for patient journey times in the study and control groups.  
 
There is some work in the area of virtual glaucoma clinics in the 
peer-reviewed literature…  
 
Rathod D, Win T, Pickering S, Austin M.  
Incorporation of a virtual assessment into a care pathway for initial 
glaucoma management: feasibility study.  
Clin Experiment Ophthalmol. 2008 Aug;36(6):543-6.  
 
Trikha S; Macgregor C; Jeffery M; Kirwan J.  
The Portsmouth-based glaucoma refinement scheme: a role for 
virtual clinics in the future?.  
Eye. 26(10):1288-94, 2012 Oct.  
 
Court JH, Austin MW  
Virtual glaucoma clinics: patient acceptance and quality of patient 
education compared to standard clinics  
Clinical ophthalmology  
2015;9:745-9  
http://dx.doi.org/10.2147/OPTH.S75000  
 
 
With respect to methodology – an interview prior to consultation with 
questions relating to the consultation about to take place will capture 
data for opinions resulting from prior experience or prejudice rather 
than the patients’ opinion as to what took place in the consultation in 
question.  
 
Similarly, having the post consultation interview after a period of one 
month might be subject to lapse of memory in addition to more 
mature reflections. Could the patients have been interviewed after 
their consultation, before they left the clinic?  
 
The questions relate to patient experience in the general sense that 
might be applied to patients attending many different types of 
outpatient clinic. They do relate to patients conceptions, 
understanding and concerns with respect to glaucoma and its 
potential impact.  
 
It is interesting that the free text comments of patients relate to 
disease specific areas and the various tests and the professionalism 
of the staff and the need for consultant involvement – the 
questionnaire used in the study might have been designed to 
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investigate these predictable areas, perhaps by using the QUOTE 
type questions.  
 
M D Nijkamp, H J M Sixma, H Afman et al  
Quality of care from the perspective of the cataract patient: the 
reliability and validity of the QUOTE-Cataract  
Br J Ophthalmol 2002;86:840-842  
 
 
The study design does give as a stated objective the use of the 
virtual clinic for glaucoma per se and the authors could say whether 
their report is for a general readership looking at virtual clinics in 
general or primarily for ophthalmic professionals considering this 
model of service delivery. If it for a general readership then perhaps 
some of the general references might include…  
 
Improving outpatient services: the Southampton IBD virtual clinic.  
Hunter J; Claridge A; James S; Chan D; Stacey B; Stroud M; Patel 
P; Fine D; Cummings JR.  
Postgraduate Medical Journal. 88(1042):487-91, 2012 Aug.  
 
Assessment of the quality of care and financial impact of a virtual 
renal clinic compared with the traditional outpatient service model.  
Mark DA; Fitzmaurice GJ; Haughey KA; O'Donnell ME; Harty JC.  
International Journal of Clinical Practice. 65(10):1100-7, 2011 Oct.  
 
Pilot study of a virtual diabetes clinic: satisfaction and usability.  
Powell J; Jennings A; Armstrong N; Sturt J; Dale J.  
Journal of Telemedicine & Telecare. 15(3):150-2, 2009.  
 
Stakeholder perspectives on the development of a virtual clinic for 
diabetes care: qualitative study.  
Armstrong N; Hearnshaw H; Powell J; Dale J.  
Journal of Medical Internet Research. 9(3):e23, 2007.  
 
 
The bulk of this report is taken up by verbatim comments from 
patients’ answers to interview questions – as selected by the 
authors. A weakness of this is that the reader is not aware of the 
statements that were not selected for reporting. Summary data for a 
standardised questionnaire relating to the areas described by the 
patients would be more likely to give a more robust report. This 
could be discussed more fully as a potential drawback and area for 
further work. Nevertheless, the comments do make for very 
interesting reading.  
 
The discussion is well-written, but rather long for the overall 
message. 

  

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1: Sameer Trikha  

 

Comments to the Author  

This is a well-written prospective study addressing a clearly defined issue with  

stated objectives. The role of virtual clinics is vital to alleviate the increasing  

service pressures that glaucoma management faces, and the authors should be  

commended on their attempt to assess quality of such a scheme.  
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There is a discrepancy in the number of authors in the manuscript document.  

Response: We thank the reviewer for their kind comments and detailed review of our paper. We have 

amended the author list in the electronic submission to reflect the correct number of authors of this 

study.  

 

I have a number of comments:  

Methods and Results:  

- A validated questionnaire appears to have been used, despite using  

principally subjective measures. No specific, standardised outcome  

measures appear to have been used. Quantitative transfer to a 10 point  

grading scale would be useful.  

Response: We chose to adopt a qualitative research method analysis method as this study was 

based on interviews of patients following a pre-determined topic guide. The purpose of this study was 

to explore opinions and is thus unsuitable for quantitative analysis.  

 

We understand that using a standardised validated questionnaire with quantifiable responses would 

be another method for assessing patient satisfaction of alternative methods of service delivery. 

However, to our knowledge there are no validated questionnaires that could measure the experience 

of the glaucoma patient in the care pathway. We understand that the glaucoma patient-reported 

outcome and experience measure (POEM) developed by Somner et al (Somner JE, Sii F, Bourne RR, 

Cross V, Burr JM, Shah P. Moving from PROMs to POEMs for glaucoma care: a qualitative scoping 

exercise. Invest Ophthalmol Vis Sci. 2012 Aug 31;53(9):5940-7) is currently undergoing validation and 

we hope that we may use this in the future.  

 

 

- The sample size is small. How was the total number of patients chosen?  

No power calculation appears to have been included in the study. Whilst  

convenience sampling does have its benefits, a powered study would add  

further strength.  

Response: In a qualitative interview project such as ours, theoretical saturation is often cited as the 

‘gold standard’ criterion for determining an appropriate sample size. This requires coding of existing 

data to occur as new data is being collected, in order to determine the point at which no more new 

codes are obtained, as it is difficult to predict the sample size for saturation in advance. In a paper by 

Guest et al (How many interviews are enough? An experiment with data saturation and variability, 

Field Methods (18:1), 1st February 2006, pp 59–82.) their specific qualitative experiment found that at 

12 interviews, saturation was reached. Whilst they did not recommend that this number of interviews 

would work for every project, they stated: “For most research enterprises, however, in which the aim 

is to understand common perceptions and experiences among a group of relatively homogeneous 

individuals, twelve interviews should suffice.” Other qualitative research studies evaluating patient 

perceptions in glaucoma have chosen between 11 and 30 patients for interview (Glen FC, Baker H, 

Crabb DP. A qualitative investigation into patients' views on visual field testing for glaucoma 

monitoring. BMJ Open. 2014 Jan 10;4(1):e003996; Green J, Siddall H, Murdoch I. Learning to live 

with glaucoma: a qualitative study of diagnosis and the impact of sight loss. Soc Sci Med. 2002 

Jul;55(2):257-67; Prior M, Francis JJ, Azuara-Blanco A, Anand N, Burr JM; Glaucoma screening 

Platform Study group. Why do people present late with advanced glaucoma? A qualitative interview 

study. Br J Ophthalmol. 2013 Dec;97(12):1574-8.) Based on the work described above we chose 10 

patients per group as the sample size, as it was felt that this number should generate enough data 

and would be practical for data collection.  

 

We have added the following explanation to the Methods section:  

We decided upon a sample size of between 10-12 participants from each group. We did not analyse 

the data prospectively and determine the sample size at the point of data saturation, but felt that this 
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number would generate an overall sample size that was both practical for the researchers to analyse 

and give a broad enough view of patient perceptions. [Guest 2006] The sample size fits well with 

other qualitative research projects into glaucoma patient perceptions. [Green 2002, Prior 2013, Glen 

2014]  

 

- No statistical methodology appears to have been included for analysis,  

and therefore any conclusions drawn need to be interpreted with extreme  

caution (they are purely qualitative).  

Response: We have analysed all data qualitatively as this is a purely qualitative study.  

 

- The sample of patients recruited is not necessarily representative of all  

glaucoma populations. It is heavily biased to Caucasian ethnicity.  

Response: We have mentioned this as a weakness at the start of the article in one of the 5 bullet 

points summarising the paper. We have now also added a comment in the discussion to reflect this:  

 

“Limitations to the study include the predominantly Caucasian sample which consisted of patients 

attending a specialist tertiary referral centre, thus it is not clear how well the findings may translate to 

other departments.”  

 

- Little information is included as to the type and severity of glaucoma  

patients included.  

Response: The virtual clinic is only for low risk stable early to moderate glaucoma patients. We have 

added a paragraph at the start of the Methods section that describes the disease stage & risk of those 

suitable for the service:  

“The GSMS was suitable for low to moderate risk new glaucoma suspect or ‘low to moderate’ stage 

stable existing glaucoma patients at low risk of progression, as deemed by their consultant. For new 

patients, ‘low to moderate’ risk was defined as having up to 2 of the following risk factors for 

developing glaucoma: raised IOP, suspicious looking optic nerves, suspicious visual fields, positive 

family history. For existing patients, ‘low’ and ‘moderate’ disease stages were defined using the 

Canadian Glaucoma Society disease staging guidelines. [Damji 2013]  

 

- The authors do not fully address a number of confounding factors that  

may influence their outcome measure. No adjustment has been made for  

age, gender, socioeconomic status, literacy, english as first language,  

different ethnicity, etc. Some attempt has been made to stratify according  

to disease severity – this needs to be elaborated upon.  

Response: As this is a qualitative research paper, interviewing a relatively homogenous group of 

patients with similar disease state, we feel that an adjustment for confounders is not appropriate.  

 

- Was the outcome assessor was not masked to the patient pathway?  

Response: No, the qualitative researcher conducting the interview was aware of the patient’s 

pathway. However, as they were not members of staff of the hospital (i.e. did not have a vested 

interest in service provision in the hospital) and were required to follow a predetermined topic guide, it 

is unlikely that the responses recorded would be subject to interviewer bias.  

 

- How was the time delay for interview post consultation agreed? Recall  

bias is likely to play a role here.  

Response: This has been raised by reviewer 4 and we have added this comment to the discussion:  

“Furthermore, as post-appointment interviews took place approximately 1 month following attendance, 

there is a possibility that some aspects of the appointment were not recalled and thus not captured by 

the researchers.”  
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- A grounded theory approach has been used for data analysis, which has  

the strong potential to introduce researcher-led bias. Whilst this is an  

appropriate technique to understand social processes, perhaps an  

alternative method of analysis can also be introduced to validate the  

initial findings.  

Response: It is true that a grounded theory approach may be subject to researcher led bias in 

interview interpretation. However, based on the study design, it is difficult to see how a different 

approach to analysis would fit the data.  

 

- Similarly, further limitations on the use of thematic analysis, and its lack  

of clear ‘demarcation lines’ should be mentioned in the discussion section  

of the manuscript.  

Response: We are unclear by what the reviewer means by this comment. It is true that many aspects 

of the coding tree are interlinked and thus we are unable to separate categories distinctly from each 

other, but we do not see this as a weakness of the study.  

- The presentation of results via grounded theory makes it difficult for  

readers to use the results.  

Response: We hoped that our qualitative interview study reflect our experience on patient perceptions 

of a new model of service delivery that removes the doctor from the face to face consultation. We 

have added a comment at the end of the discussion (penultimate paragraph) that the results of this 

study are probably not generalizable to other patient population and that further work is required to 

assess the acceptability of these new models in the changing health service.  

 

 

 

Reviewer 3: Reviewer Name John Somner  

 

Please leave your comments for the authors below  

This is an interesting and important paper given current changes in care models. However, the key 

findings are rather hidden in an overlong manuscript. While interesting it could be considerably 

improved by more focused discussion and more careful comparison between the two care models 

studied.  

 

Response: We thank the reviewer for their most detailed review of our work.  

 

Some comments:  

1) While the introduction is interesting it is rather long and could be more focused on the particular 

intervention. It also prejudges solutions with non-evidence based statements such as “Whilst regular 

patient monitoring is necessary in glaucoma management, a more streamlined approach to patient 

care is required if the HES is to cope with increasing demand for services.” An alternative would be to 

employ more staff and increase capacity for instance.  

Response: As some of the other reviewers have pointed out, the introduction is a little long and 

unfocussed and we have edited it accordingly.  

 

2) The information about the Moorfields clinic contained in the introduction would be better placed in 

the methods section. Some of this detail is unnecessary.  

Response: We have removed these details from the manuscript.  

 

3) This study falls into a somewhat grey area between research and service evaluation – it would be 

helpful if the authors could indicate if ethical approval was gained or if an opinion was sought from an 

ethics committee which indicated that this was unnecessary.  

Response: We discussed the project with Anna Jones, Research Portfolio Manager, Moorfields Eye 
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Hospital NHS Foundation Trust (i.e. where the study was conducted) whether this study required 

ethics committee approval. She discussed it with the research department and advised us that the 

study fell into the remit of a service evaluation and thus did not require ethics approval. However, she 

did advise that all patients would be required to give informed consent to participating in the study and 

to using any of their comments in any papers generated from the work.  

 

4) The report includes what appear to be several verbatim quotes. However audio recording did not 

occur and it is a little unclear how these quotes were generated.  

Response: The researchers’ notes recorded verbatim responses. We have added the word ‘verbatim’ 

to the paragraph that explains the note-taking procedure:  

 

“Patients were advised that the interviewer would take verbatim notes regarding their statements and 

that all responses would be anonymised. Once notes had been taken, the interviewer would read 

back their notes to the patient to confirm that they had captured the patient’s responses to questions 

asked.”  

 

5) There are several limitations to this study which are inadequately discussed. For example the 

transcripts / coding does not appear to have been verified / checked by participants.  

Response: As stated above, the researcher would read back the notes they had made regarding 

patient responses to confirm that what they had captured was correct.  

However, whilst we did not verify our coding tree with the study participants, we do not feel that this is 

a major limitation of the study.  

Others include  

a. Information is not given on how the interview guide was developed  

Response: The interview guide was developed based on a combination of responses to a freetext 

section of our in-house feedback forms (non-standardised, non-validated, patient satisfaction forms 

used to capture patient feedback in the clinic), and the service managers’ own interest into how the 

clinic was being viewed by patients.  

We have added this to the Methods section:  

 

“The topic guide was developed based on some of the common free-text responses to an in-house 

patient satisfaction feedback form given to patients attending the GSMS in the preceding months, as 

well as the service managers’ interest into how the service was being perceived. “  

 

b. Little information is given about how the interviewers / note takers were selected and any bias that 

may have resulted.  

Response: As stated previously in the Methods section:  

“The team involved in conducting the interviews were not part of the patients’ clinical care team and 

did not work in the hospital’s glaucoma department. All researchers had been previously involved in 

qualitative research exercises as part of the institution’s Public and Patient Involvement project.”  

There was no ‘selection’ as such. All the interviewers had experience with either focus groups or 

‘patient days’ and were heavily involved in the BRC PPI project, so it was felt that they were best 

qualified to conduct the interviews. Furthermore, as they had no vested interest in the service as 

such, and only wanted to capture patient opinions, it was felt that this would reduce the potential for 

bias when recording patient opinions. However, in order to clarify, we have reworded the Methods 

section:  

 

“All researchers were part of the University College London Biomedical Research Centre 

(Ophthalmology) Public and Patient Involvement team and were involved and experienced in 

qualitative research exercises.”  

 

c. There is no information on the duration of the interviews or the numbers of interviews done by each 
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of the interviewers  

Response: The interviews took as long as was needed to complete the topic guide, but a timeframe of 

30 minutes was given for each interview slot. Researchers conducted the interviews based on their 

availability, but effort was made to ensure that all interviewers saw equal number of patients.  

 

We have added this to the Methods:  

“A half hour slot was given for each interview, although interviews were terminated when the end of 

the topic guide had been reached and/or patients had nothing further to add.”  

 

d. Sample size - while the rationale given for the sample size appears reasonable and pragmatic, 

could the authors comment on whether thematic saturation was reached and if so how this was 

judged and when it was reached?  

Response: Reviewer 1 also commented upon the sample size, and as discussed earlier, it is difficult 

to predict the sample size to reach theoretical saturation prior to this type of study commencing. We 

based our sample size on both comments made by Guest et al in their paper ‘How many interviews 

are enough? An experiment with data saturation and variability’ Field Methods (18:1), 1st February 

2006, pp 59–82) and that of other qualitative research studies evaluating patient perceptions in 

glaucoma interview (Glen FC, Baker H, Crabb DP. A qualitative investigation into patients' views on 

visual field testing for glaucoma monitoring. BMJ Open. 2014 Jan 10;4(1):e003996; Green J, Siddall 

H, Murdoch I. Learning to live with glaucoma: a qualitative study of diagnosis and the impact of sight 

loss. Soc Sci Med. 2002 Jul;55(2):257-67; Prior M, Francis JJ, Azuara-Blanco A, Anand N, Burr JM; 

Glaucoma screening Platform Study group. Why do people present late with advanced glaucoma? A 

qualitative interview study. Br J Ophthalmol. 2013 Dec;97(12):1574-8.)  

 

We have added this to the Methods section:  

We did not analyse the data prospectively and determine the sample size at the point of data 

saturation, but felt that this number would generate an overall sample size that was both practical for 

the researchers to analyse and give a broad enough view of patient perceptions. [Guest 2006] The 

sample size fits well with other qualitative research projects into glaucoma patient perceptions. [Green 

2002, Prior 2013, Glen 2014]  

 

e. The authors state that they used grounded theory but do not appear to have developed an 

underlying theory from their data. This appears to be more of a simple thematic analysis in the style of 

Braun and Clark. Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 

Research in Psychology, 3(2), 77–101.  

Response: We thank the reviewer for this observation and have made the following changes to the 

data analysis section:  

“Themes were identified using a thematic analysis approach”.  

 

f. The patients were interviewed before their clinic appointment – isn’t it possible that they might not 

yet have known what they felt about the absence of the clinician from the process at this stage? They 

may also have been less likely to be frank as they may have felt that this would influence the care that 

they received. It might have made more sense to ask question 5 from the pre-appointment interview 

in the post-appointment interview.  

Response: Prior to being interviewed, patients were advised that the interviewers were not part of the 

care team and that all data would be anonymised. As the researchers were experienced PPI team 

members, they would make further inquiry if they felt that the participant appeared reticent, but the 

researchers did not report that this was an issue as most patients were happy to give their views.  

It’s true that patients might not have known how they felt about not seeing a doctor – but we felt it was 

important to ask this before as some might have been very accepting of the idea, but in reality may 

not have liked it as much. Furthermore, asking this question ‘before’ is probably quite important as it 

reflects in one of the themes we identified: if a patient is informed about the status of their condition- 
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that they are stable, low risk of progressing- they are more accepting of different models. Whereas if 

they are relatively uninformed, they are more anxious about the new clinic.  

 

g. Interviews took place in a quiet waiting area – were there other people there? This may have 

affected responses.  

Response: We have added the following to clarify the area in which the interviews were conducted:  

“Pre-appointment interviews took place in a quiet waiting area in the hospital that was a corridor 

between the back of the pharmacy department and the back of other clinics. This area was not used 

by waiting patients.”  

 

6) The study indicates that Trust was one of the key findings however this does not appear to have 

been overtly mentioned in any of the testimonies quotes. It also seems strange that there is no 

section on Trust which is highlighted as one of the key themes. There are several quotes in various 

sections which could be aligned under the “Trust” heading e.g. FUGSMS 3, F concern about records / 

test results  

Response: Trust was identified as being the core of all responses – the overarching theme, or the 

theme central to all the other themes. But we appreciate that in a thematic analysis such as ours we 

need to be quite clear with how we defined and coded the themes, and thus we have added a section 

to the paper accordingly.  

 

7) The study appears to prejudge what the virtual service is appropriate for “the service only being 

suitable for stable, low risk patients." – shouldn’t this be the subject of a further research project? Did 

patients with different severities of glaucoma have views about whether they would mind being seen 

by the new virtual method?  

Response: The hospital’s Glaucoma Department decided upon the inclusion criteria for entry into the 

GSMS. The virtual clinic is new to the Glaucoma Department and understandably there was reticence 

expressed by some consultants to move all stable patients into a new clinic when we had not 

established the ‘safety’ of this new method of patient assessment. The virtual glaucoma clinic may not 

be new to other hospitals, but it is new to us and our case mix. The department is currently in the 

midst of a Glaucoma Transformation Project that will involve risk stratifying patients and identifying 

other models of service delivery – e.g. optometrist led clinics, nurse led clinics etc. The virtual clinic is 

( and for the time being will continue to be) only suitable for a subset of patients attending the hospital 

until there is evidence that the service is safe for monitoring more complex stable cases.  

The ‘further research project’ would be judging the safety of the service – in terms of it being able to 

detect progressive disease – and thus does not fit into the remit of this qualitative paper.  

 

8) In the abstract the study concludes that patients accept the removal of the doctor from the 

consultation provided that they are reassured by the staff they meet. However elsewhere the paper 

raises the important point that such staff are not in a position to discuss the patient’s results or 

reassure them. This is an important point and made clearer and elaborated upon elsewhere.  

Response: When we talk of ‘reassurance’ what we mean is having some sort of interaction/ ‘customer 

service’ skills. The reviewer is correct in that the technicians cannot give an opinion on the status of 

disease, but if they are reassuring in terms of how the collect the data and the patient interaction, this 

had (and has) a huge effect on patient confidence in the system.  

 

9) The article is somewhat over long and a little unfocused. Some sub-categorization would be helpful 

with less but more focused examples. In addition the issues around timing are of less interest and are 

self-evident. I would cut this to focus on the key issues which appear to be those around 

communication and how this should be managed when clinicians are removed from part of the 

pathway.  

Response: Thank you for this- we have shortened the article as recommended.  
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10) Too many quotes to illustrate one point e.g. patients who were well informed more accepting of 

service received – four quotes.  

Response: It was difficult to decide which quotes to keep in and which to remove as they all offered 

slightly different perspectives. But we have reduced the number of quotes within each theme, as well 

as editing the quotes themselves, in order to better illustrate the theme.  

 

11) Prior information section of results – there is a lot of information in this section which should be 

contained in the methods section e.g. protocol for providing information to different groups of patients. 

It is unclear how information from the virtual clinic is fed back to the patient and what timescale they 

can expect to know the results and interpretation of their tests. A simple flow chart might be helpful to 

explain the two models.  

Response: Thank you for this suggestion. We have added two flow charts as recommended (Figure 

1a and 1b).  

 

12) Prior information category contains a lot of material which does not necessarily fit into this 

category e.g. thoughts about contact with senior clinician etc.  

Response: We have reformatted the Results section and hopefully things will be clarified.  

 

13) It would be worth exploring patient’s views on the difference between face to face and written 

communication which is not currently discussed. Did this come up at all? Was there a suggestion that 

written communication was fine if disease was stable but that oral communication was required if 

there were complications / signs of progression?  

Response: We did not look at this, although we agree that this would be a very useful aspect to 

follow-up on.  

 

14) It would be helpful to discuss issues around communication with optometrists – is there a 

requirement for more training for optometrists / optometrist provision of standardised information?  

Response: Does the reviewer mean in terms of educating the local optometrists regarding how to 

‘relay bad news’ (as it were) to the patient when referring them to the ophthalmologist? Moorfields is 

served by a broad optometric base, and educational evenings are often attended by a motivated 

group of self-selected individuals, so it is often a case of ‘preaching to the converted’. Optometry 

university training and the pre-registration year have modules on patient counselling and how to 

inform a patient when referring to secondary care. In addition, the General Optical Council’s new 

Continuing Education and Training cycles have identified that CET in patient communication is 

mandatory. The lead author, being an optometrist herself, will bring up this aspect of optometrist 

communication with her optometry academic colleagues to see whether a formal post-graduate 

training module in patient communication and counselling skills can be developed.  

 

15) It might be worth discussing the patient’s misapprehension about the seriousness of their 

condition and the challenge of risk stratification and explaining this to the patients e.g. comments 

about need for senior to do pressure check / coming to hospital to see top person.  

Response: We have tried to do this in the Discussion section, particularly when we talk about the 

importance of doctor-patient communication and explaining to them where they sit on the glaucoma 

disease spectrum. However, this may have been missed due to the excessive detail in the first 

manuscript, and we hope the reviewer finds it easier to read the second time round.  

 

16) I’m not sure that the current categorisation works very well. For example many of the quotes in 

the “engagement” section appear to principally deal with “prior information” e.g. lady with no idea 

about who she was seeing in clinic or why she was there ( FU Consultant 4,M)  

Response: The coding tree shows how prior information and engagement are interconnected. Prior 

information relates to what the patient was told regarding processes, whereas engagement relates 

more to how engaged the patient themselves wanted to be – in a sense, whether they were ‘hands 
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off’ and wanted the doctors to make decisions for them or whether they wanted to be more involved in 

their own care. Patient FU Consultant 4, M was actually quite ‘hands off’ – and happy to be told what 

to do, although we appreciate now that this wasn’t particularly evident in the manuscript. Prior 

information and engagement are very dependent on each other. However, we agree that some of our 

quotes don’t obviously fit under some of our headings and we hope our more succinct results section 

will make the categorisations easier to follow.  

 

17) Further discussion of the technicians’ adopting physician roles e.g. quote “they said all the test 

looked oK” – there seems to be some pressure on the technicians as the patients naturally treat them 

as clinicians and want immediate feedback – this merits further discussion – were any interviews 

carried out with the technicians? This would be of interest.  

Response: Interviews with technicians were not part of the project, although a wider stakeholder 

evaluation of the virtual clinic has been done with our other collaborators 

(http://iris.ucl.ac.uk/iris/publication/960112/1).  

 

18) It would have been interesting to look at how patients would like to receive the results of their 

appointment and what their views were on different methods by which feedback might be given e.g. 

paper formats / email / phone call etc.  

Response: We agree that this would be an interesting evaluation and will consider carrying out further 

work to examine patient preferences on feedback.  

 

19) The final paragraph represents something of an oxymoron the authors state that patients are 

accepting of a virtual clinic provided they are “ reassured by the method of data collection and the 

personnel they see at their appointment.” However this is precisely the reassurance they will not 

receive from a trained person at their appointment. I think the conclusion needs to be altered as this 

does not appear to be what the paper is saying and further discussion is required about delayed 

reporting of test results – in effect a two stop model including data gathering at one stop and 

interpretation and feedback at another.  

Response: We think our study does show that reassurance – in terms of the quality of data gathered 

and the interaction between technician and patient – play a very important part in the virtual clinic 

acceptance. We did not mean reassurance in terms of the patient’s disease status, but rather in terms 

of making the patients feel safe and secure that the personnel they were seeing were well qualified. 

On reflection, it is more about whether a patient trusts the care processes – trust that what is being 

done is appropriate to their needs, trust that the data collected is of high quality and will be 

transmitted appropriately, and trust that the consultant will have access to all data and be able to 

make decisions appropriately. We have altered our conclusion to:  

 

 

 

Reviewer 4: Michael Austin  

Please leave your comments for the authors below  

This is an important and timely report. Whilst glaucoma is undoubtedly a leading cause of potentially 

preventable blindness and sight impairment that is relevant to affected persons’ quality of life, there is 

a large clinical workload for review of patients within the glaucoma care pathway whose risk of 

glaucoma blindness is small and whose care may not require the significant amounts of time required 

were they to be seen for ‘traditional’ ophthalmology outpatient clinic appointments.  

Response: We thank the reviewer for their comments and detailed review of our paper.  

 

The abstract could contain some numerical data if only for numbers of patients in each group who 

were ‘overall positive or negative’ and if available, for patient journey times in the study and control 

groups.  

Response: We did not undertake a quantitative assessment of the data as we wished to present a 
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purely qualitative piece of research. However, we have recently submitted a paper describing the 

practicalities of the service – including patient satisfaction and journey times- to another journal and 

hope that it will be in print shortly.  

 

There is some work in the area of virtual glaucoma clinics in the peer-reviewed literature…  

 

Rathod D, Win T, Pickering S, Austin M.  

Incorporation of a virtual assessment into a care pathway for initial glaucoma management: feasibility 

study.  

Clin Experiment Ophthalmol. 2008 Aug;36(6):543-6.  

 

Trikha S; Macgregor C; Jeffery M; Kirwan J.  

The Portsmouth-based glaucoma refinement scheme: a role for virtual clinics in the future?.  

Eye. 26(10):1288-94, 2012 Oct.  

 

Court JH, Austin MW  

Virtual glaucoma clinics: patient acceptance and quality of patient education compared to standard 

clinics  

Clinical ophthalmology  

2015;9:745-9  

http://dx.doi.org/10.2147/OPTH.S75000  

Response: We have added these references to the paper.  

 

With respect to methodology – an interview prior to consultation with questions relating to the 

consultation about to take place will capture data for opinions resulting from prior experience or 

prejudice rather than the patients’ opinion as to what took place in the consultation in question.  

Similarly, having the post consultation interview after a period of one month might be subject to lapse 

of memory in addition to more mature reflections. Could the patients have been interviewed after their 

consultation, before they left the clinic?  

Response: Other reviewers have also picked up upon this point. We agree that patients’ comments 

pre-interview were probably coloured by their previous experience, but we still felt that this was an 

important aspect of the analysis- this factor itself populated aspects of the ‘prior information’ theme 

and highlighted the importance of good communication regarding patient suitability for our new 

service.  

 

As for recall bias, we have added a comment pertaining to this in the penultimate paragraph.  

 

 

The questions relate to patient experience in the general sense that might be applied to patients 

attending many different types of outpatient clinic. They do relate to patients conceptions, 

understanding and concerns with respect to glaucoma and its potential impact. It is interesting that the 

free text comments of patients relate to disease specific areas and the various tests and the 

professionalism of the staff and the need for consultant involvement – the questionnaire used in the 

study might have been designed to investigate these predictable areas, perhaps by using the QUOTE 

type questions.  

 

M D Nijkamp, H J M Sixma, H Afman et al  

Quality of care from the perspective of the cataract patient: the reliability and validity of the QUOTE-

Cataract  

Br J Ophthalmol 2002;86:840-842  

Response: We thank the reviewer for bringing the QUOTE questionnaire to our attention. We would 

like to clarify that the questions highlighted in Figure 2 were a guide to the interviewer and that the 
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study was an interview based, qualitative research exercise to explore themes relating to glaucoma 

patient perspectives of the care processes.  

 

The study design does give as a stated objective the use of the virtual clinic for glaucoma per se and 

the authors could say whether their report is for a general readership looking at virtual clinics in 

general or primarily for ophthalmic professionals considering this model of service delivery. If it for a 

general readership then perhaps some of the general references might include…  

 

Improving outpatient services: the Southampton IBD virtual clinic.  

Hunter J; Claridge A; James S; Chan D; Stacey B; Stroud M; Patel P; Fine D; Cummings JR.  

Postgraduate Medical Journal. 88(1042):487-91, 2012 Aug.  

 

Assessment of the quality of care and financial impact of a virtual renal clinic compared with the 

traditional outpatient service model.  

Mark DA; Fitzmaurice GJ; Haughey KA; O'Donnell ME; Harty JC.  

International Journal of Clinical Practice. 65(10):1100-7, 2011 Oct.  

 

Pilot study of a virtual diabetes clinic: satisfaction and usability.  

Powell J; Jennings A; Armstrong N; Sturt J; Dale J.  

Journal of Telemedicine & Telecare. 15(3):150-2, 2009.  

 

Stakeholder perspectives on the development of a virtual clinic for diabetes care: qualitative study.  

Armstrong N; Hearnshaw H; Powell J; Dale J.  

Journal of Medical Internet Research. 9(3):e23, 2007.  

Response: We feel that the work presented is too sub-specialised and reflects perceptions of a group 

of glaucoma patients attending a tertiary referral centre. However, that is not to say that some of our 

findings cannot be transferred to other medical specialities, but we feel that a discussion of the papers 

above will only lengthen the paper and make it more difficult to read.  

 

The bulk of this report is taken up by verbatim comments from patients’ answers to interview 

questions – as selected by the authors. A weakness of this is that the reader is not aware of the 

statements that were not selected for reporting. Summary data for a standardised questionnaire 

relating to the areas described by the patients would be more likely to give a more robust report. This 

could be discussed more fully as a potential drawback and area for further work. Nevertheless, the 

comments do make for very interesting reading. The discussion is well-written, but rather long for the 

overall message.  

 

Response: As we wished to present a qualitative analysis, we reported our findings according to 

COREQ guidelines that require patient quotes to be reported. An earlier reviewer has now advised 

that we had too many quotes, so we have reduced the number and shortened both the Results and 

Discussion section. We did not present the data collected from our ‘Feedback Questionnaire’ as we 

felt that this would detract from the qualitative analysis aspect of this paper. However, as mentioned 

earlier we hope these quantitative ‘patient satisfaction’ data will be published elsewhere.  

We hope that the reviewer now finds the paper’s message better defined following the changes we 

have made following review. 
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