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Abstract
Background: The development of a standardised reporting set is important to ensure that research is directed
towards the most important outcomes and that data is comparable. To ensure validity, the set must be agreed by a
consensus of stakeholders including patients, healthcare professionals and lay representatives. There is currently no
agreed core outcome set for patients undergoing major lower limb amputation for peripheral arterial disease (PAD)
for either short- or medium-term research outcomes. By developing these sets we aim to rationalise future trial
outcomes, facilitate meta-analysis and improve the quality and applicability of amputation research.
Methods/design: We will undertake a comprehensive systematic review of studies of patients undergoing major
lower limb amputation for PAD. Data regarding all primary and secondary outcomes reported in relevant studies
will be extracted and summarised as outcome domains. We will then undertake focus groups with key stakeholders
(patients, carers, health and social care workers) to collect qualitative data to identify the main short- and mediumterm research outcomes for patients undergoing major lower limb amputation. Results of the systematic review and
focus groups will be combined to create a comprehensive list of potential key outcomes. Stakeholders (patients,
researchers and health and social care workers) will then be polled to determine which of the outcomes are
considered to be important in a general context using a three-phase Delphi process. After preliminary analysis,
results will be presented at a face-to-face meeting of key stakeholders for discussion and voting on the final set of core
outcomes. This project is being run in parallel with a feasibility trial assessing perineural catheters in patients undergoing
lower limb amputation (the PLACEMENT trial). Full ethical approval has been granted for the study (Wales REC 3 reference
number 16/WA/0353).
(Continued on next page)
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Discussion: Core outcome sets will be developed for short- and medium-term outcomes of research involving patients
undergoing major lower limb amputation for PAD. This will help with the design of future trials and facilitate metaanalyses of trial data.
Trial registration: PROSPERO: CRD42017059329. Registered on 30 March 2017.
COMET: 975. Registered on 5 April 2017.
Keywords: Amputation, Peripheral arterial disease, Vascular surgical procedures, Outcome assessment (Healthcare)

Background
The rising prevalence of diabetes combined with high
historical rates of smoking have resulted in global
levels of peripheral arterial disease (PAD) exceeding
10% in 65–69 year olds [1]. Despite advances in
techniques for revascularisation, a small but significant proportion (1–2%) of these patients will progress
to non-reconstructable or non-salvageable PAD, and
be faced with major lower limb amputation [2]. This
has led to approximately 5000 major lower limb
amputations being performed each year in the United
Kingdom alone [3]. A recent UK-wide report
highlighted the substandard outcomes experienced by
these patients; including poor pain control, delays
getting patients to the operating room and high rates
of in-hospital mortality [2]. Outcomes in the UK
appear to be worse than in other developed countries
[2]. There is, therefore, an urgent need for research
into improving outcomes for patients undergoing
lower limb amputation.
Systematic review with meta-analysis is the optimal
strategy for pooling results from multiple studies, but it
is being increasingly realised that many studies involving
similar patient cohorts report similar, but subtly different, outcomes [4]. This heterogeneity makes metaanalysis difficult, and it is often impossible to generate
pooled effect estimates [5]. This can result in studies
being excluded from analysis simply because their outcomes are not directly comparable. In response to this
issue, a growing number of ‘core outcome sets’ have
been developed [6]. Core outcome sets aim to find
consensus on which key outcomes should be reported
for all studies involving a particular group of patients,
presenting a minimum standard. If adopted, future
research will then be more directly comparable. In
addition to this, they aim to reduce research waste by
directing research towards the most important
outcomes, and reduce the under-reporting of harms by
listing the important harms which should be reported in
clinical studies.
Although there has been some work examining core
outcomes for longer-term functional issues in established
amputees [7], there is no consensus about which short(within 30 days) and medium-term (up to 2 years)

outcomes are important to report for patients undergoing
major lower limb amputation. These definitions of shortterm and medium-term were chosen because many
established quality metrics in surgery are concerned with
outcomes such as mortality or readmission within 30 days;
and after consulting colleagues in rehabilitation, who told
us that they would regard patients 2 years after their
amputation as ‘established’ amputees. There is currently a
significant focus on the poor short- and medium-term
outcomes of amputees in the UK [3], so it is vitally
important that core outcomes sets for both short- and
medium-term outcomes are developed soon. These
should then be reported in any study involving patients
undergoing major lower limb amputation. The lack of
core outcome sets for patients undergoing major lower
limb amputation was evident to the authors when
designing a randomised controlled feasibility trial examining the use of a perineural catheter to improve pain
following major lower limb amputation (Perineural Local
Anaesthetic Catheter aftEr Major lowEr limb amputatioN
(PLACEMENT) trial) [8]. Development of these core
outcome sets will, therefore, be undertaken in tandem
with this study (Wales Research Ethics Committee (REC)
3 reference number 16/WA/0353).
The aim of the current work is to develop core outcome
sets for short- and medium-term outcomes for research
involving patients undergoing major lower limb amputation for complications of peripheral vascular disease. The
reason for restricting attention to this subgroup of amputees and excluding those patients undergoing amputation
for other reasons, such as trauma or tumour, is that these
two subsets of patients are quite distinct. Patients
undergoing amputation for complications of peripheral
vascular disease are generally older, with significant comorbidities. Patients undergoing amputation for trauma
or tumour are generally younger, and often otherwise
healthy. The latter patient group often return to full independence quickly, whereas the former have a significant
risk of not even surviving admission, and often have a
prolonged, difficult rehabilitation phase. It was, therefore,
felt that core outcomes for the two groups might be quite
different, so we focussed attention on the larger subset,
which in most countries is the subset with peripheral
vascular disease.
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Drawing upon methods used in the development of
previous core outcome sets and described in The
COMET Handbook [9], the study will take a mixedmethods approach [10], utilising both quantitative and
qualitative aspects. It will be undertaken in four key
stages as described in the Handbook: (1) a systematic
review to identify existing published outcomes; (2) focus
groups to ensure that published outcomes adequately
capture the issues which are most important to patients
undergoing amputation as well as those who care for
them; (3) a consensus (Delphi) survey; and (4) generation of the final core outcome set using the results of
the consensus survey and a nominal group technique.
The objective of this report is to describe a protocol for
the development of a core outcome set for studies of
major lower limb amputation for peripheral vascular
disease using this process.

Methods/design
Phase I: Systematic review

The first stage of core outcome set development will
involve a systematic review of published academic literature. The objective of this phase is to create a long-list
of outcome measures which have been reported in previous studies. The review will be conducted according to
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) Statement as appropriate
[11], and has been registered in the PROSPERO registry
(ID: CRD42017059329).
Criteria for considering studies

All clinical studies reporting at least one short- (within
30 days) or medium-term (up to 2 years) outcome
involving human subjects undergoing major lower limb
amputation (i.e. amputation of the lower limb above the
ankle) as a result of PAD will be included. This includes
non-interventional studies (e.g. case series, cohort and
qualitative studies), non-randomised and randomised
interventional trials. Study reports describing the same
patient sample will be included if they report different
outcomes, but outcomes which are duplicated will only
be counted once in any quantification of the frequency
of outcome reporting. Studies reporting only patients
undergoing amputation for non-ischaemic disease, such
as trauma, tumour, chronic non-ischaemic pain or
congenital malformations, will be excluded. Systematic
reviews will be included as providing a source of
additional references which might otherwise be missed.
Non-systematic reviews, commentary, editorials and
articles which discuss general principles rather than
patient cases will be excluded. Non-English language
clinical studies will be included if there is a publicly
available translation of either the abstract or full
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study, and data extraction will be limited to what is
available in English.
Outcomes

All outcomes described as either primary or secondary
outcomes from included studies will be reported. When
more than a single study reports an outcome, the number and proportion of studies reporting that outcome
will be recorded.
Search strategy

Medical Literature Analysis and Retrieval System Online
(MEDLINE) and Excerpta Medica dataBASE (EMBASE)
will be searched through Ovid using the Medical Subject
Headings (MeSH) terms given in Additional file 1:
Appendix A. Titles will be screened then abstracts of
potentially relevant articles will then be retrieved,
screened and full-text articles retrieved when necessary
to determine inclusion in the study. Reference lists of
included studies will also be screened, and a search
using the ‘Related Articles’ function in Public MEDLINE
interface (PubMed) will capture any further relevant
papers. Two individuals will independently screen
studies for inclusion. Disagreements will be resolved
through discussion and consensus. A flow chart will be
presented to describe the search process and results.
Data extraction

A standardised data collection proforma will be used.
Extracted data will include the participant details (number and demographics: age, gender and study country),
study type (for example, randomised or non-randomised
controlled trial, cohort study, case series, qualitative),
interventions (if any), stated outcomes presented in the
methods (both primary and secondary) and reported
outcomes. Outcomes will be extracted verbatim. As this
study focusses on which outcomes are reported rather
than the value of those outcomes, neither study quality
nor risk of bias is relevant so will not be assessed. Data
will be extracted from 10% of studies by two independent reviewers. Concordance between reviewers will be
maximised by discussing in detail the first 10% and
coming to a consensus decision. Following this, the next
10% will also be extracted independently and concordance will then be assessed by calculating Kendall’s τ
(tau) statistic for the number of extracted outcomes.
Provided that the concordance between reviewers is high
(i.e. a 95% confidence interval for the value of τ includes
zero), the remainder of studies will be extracted by a
single reviewer. If concordance is poor, discrepancies will
be investigated and a further 10% of studies will be
double-extracted. If concordance is high at this point,
the remainder of studies will be single-extracted, otherwise double-extraction and consensus will continue.
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Results synthesis

The principal outcome of the systematic review is a list of
outcomes, with frequencies of reporting. Following generation of this (long)-list, outcomes will be grouped by the
study authors into appropriate domains in order to draw
out common themes for consideration in qualitative focus
groups, discussed below. For example ‘30-day mortality’,
‘in-hospital mortality’ and ’12-month mortality’ would all
be grouped into the domain ‘mortality’.
Phase II: Qualitative focus groups

Following the systematic review, we will conduct
focus groups with key stakeholders to identify further
outcomes not identified in the systematic review. The
stakeholders will include patients who have had a
major lower limb amputation, family/carers, surgeons,
anaesthetists, rehabilitation physicians, nurses, physiotherapists, occupational therapists, prosthetics technicians, social workers and other allied groups affiliated
to amputees and their care. If a certain group cannot
be represented in a focus group we may interview
them on a separate occasion. We anticipate three
focus groups, comprising one with patients and
carers, one with physicians and one with other
healthcare professionals, each with 6–10 participants.
This is based on guidance on focus groups in terms
of numbers of groups and numbers of participants
[12]. While the sample population is relatively small,
efforts will be made to include representatives from a
range of professions, and patients (in terms of type of
amputation, gender). The research team will be
pragmatic in their sample size and the need to
conduct further focus groups will be based on preliminary analysis/facilitator field notes indicating whether
the data collected sufficiently answers the research
question [13]. In line with recent methodological
debates on the notion of saturation in qualitative
research [13], we will maintain transparency in our
approach by keeping detailed notes on our sampling
strategy. In real terms, decision on whether to sample
more participants will be based on discussions within
the research team (GA and LBH) about whether there
is sufficient breadth and depth of data, whether the
specific participants represent the research topic, and
practical aspects of recruitment (taking into consideration
attempts to invite participants, numbers declined, and
withdrawn). Informed consent will be obtained for all
participants by trained study personnel.
Data collection

We will use a flexible, semi-structured topic guide and
begin with an open discussion of issues relating to the
care of patients undergoing major lower limb amputation, the level of importance participants place on these
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issues, and how these issues may change over time (i.e.
over the short- and medium-term time periods). The
first part of the interview will be guided by participants
themselves, and reference to the areas identified in the
systematic review will not be revealed. However, after
this open discussion, prompts from the outcome domains developed in the systematic review may be used if
areas have not naturally occurred. The facilitator will use
these prompts to explore whether the outcome domains
revealed by the systematic review are relevant to the
real-life experiences and attitudes of the focus group
participants and whether they are comprehensive to the
concerns and needs of patients with lower limb amputations. We will encourage participants to initiate and
elaborate on topics most important to them. Participants
will be encouraged to respond directly to other participants’ responses in order to generate a group discussion.
Focus groups are likely to take around 60-90 min and
will be audio-recorded and transcribed verbatim, with
references to identifiable personal details removed. Brief
demographic details of participants will be taken by the
facilitator. Field notes will be made by the facilitator following the focus groups which will include reflections
on the process, overall observations, and relevant contextual details. The data will be managed using qualitative coding software (NVivo qualitative analysis software;
QSR International Pty Ltd., Version 11). Data will be
coded, stored and analysed at the Centre for Trials
Research, and kept on encrypted storage devices. The
study is coordinated by the CTR, who will monitor and
audit study procedures. Monitoring will be conducted
independently by a qualified member of CTR staff not
participating in the day-to-day study activities.
Analysis

We will carry out thematic analysis of the focus group
transcripts, and the facilitator’s field notes [14]. Following familiarisation with the data, LBH will develop a way
of categorising the data into themes and subthemes (the
analytical framework). We will take an inductive
approach, where the themes are identified directly from
the focus group data, without referring to the categories
identified in the systematic review. LBH and GA will discuss the framework and agree a framework between
them. LBH will then systematically code the focus group
data, using qualitative data analysis software NVivo (QSR
International Pty Ltd.), according to these themes (data
topics that are common in the dataset), but also looking
for contradictory views (negative cases). GA will code a
proportion of the dataset independently (10–20%) and
LBH and GA will meet to discuss discrepancies in coding
until consensus is reached. Any refinements will be made
to the analytical framework and reapplied to the data.
LBH will then interpret the coded data, taking into
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consideration the stakeholder group (i.e. themes
according to patient, carer, health professional type). The
next, and final stage of analysis will then involve considering this interpretation of the focus group data against the
outcome domains identified in the systematic review. GA
and LBH will identify: (1) areas where themes in the focus
group data are similar or correspond to those identified in
the systematic review; (2) areas where new themes were
initiated by focus group participants but were not found
in the systematic review; and (3) areas where themes were
found in the systematic review but not present in the
focus group data. By bringing these elements together
we will produce a list of outcome domains to be
taken forward to the consensus study.
As we will use an inductive approach in which the
data takes centre stage, the theoretical framework is not
predetermined but description will be derived from the
data itself. We will take a phenomenological approach to
attempt to uncover the meaning of the ‘lived experience’
of groups of individuals – in this case people who have
undergone major lower limb amputation and their
family, and a range of health professionals involved in
the management of patients who have undergone
amputation – on the phenomenon (issues or outcomes
of importance to patients after undergoing major lower
limb amputation). As Tavallaei and Abu (2010: p. 575)
[15] describe the major aim of phenomenology is to ‘reduce’ the experience individuals have about a certain
phenomenon so that finally the description of the universal essence is created which means “to grasp the very
nature of the thing” (VanManen, 1990:177) [16].
Phase III: Consensus survey

Following synthesis of results from the systematic review
and qualitative focus groups, stakeholders (patients and
health and social care workers) will be surveyed to determine which outcomes should comprise the core outcome set for studies of lower limb amputation for PAD.
The list of stakeholders will include those participating
in the focus groups in addition to health and social care
workers, who will be invited to contribute via national
and international societies, and the corresponding
authors of studies included in phase I. This will be a
Delphi consensus process [17], and will mainly use an
online survey tool, but a paper version will also be
available for participants who prefer this. Stakeholders
will be asked to rate the putative outcomes on a 1–9
Likert-like scale, with 7–9 labelled as ‘essential’ (must be
reported in all trials), 4–6 as ‘desirable’ and 1–3 as ‘not
important’. Outcomes not achieving a mean score of
greater than 6 by the respondents will be eliminated, and
the process will proceed to a second round of voting.
In the second round, stakeholders will again be asked to
rate the putative outcomes as essential (7–9), desirable
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(4–6) or not important (1–3). They will also be given the
opportunity to propose outcomes that they feel to be
essential but have been excluded from the first round.
Any additional outcomes proposed in this way will be
considered by the study authors, and added to the list of
potential core outcomes for voting. Outcomes not achieving a mean score of at least 7 will be eliminated, and the
process will proceed to a third round of voting.
In the third round, stakeholders will be asked to rate
the putative outcome measures as essential (7–9),
desirable (4–6) or not important (1–3). Outcomes not
voted ‘essential’ (7–9) by 75% of the respondents will
be eliminated.
At each stage, participants will be asked to rate
outcomes separately for short-term and medium-term
studies. This is because it is recognised that some
outcomes may be considered more or less important
depending upon the timing of the study. For example,
stakeholders may consider the rate of post-operative
pneumonia very important for short-term studies but
less important for medium-term studies, whereas the
rate of prosthetic limb prescription may be considered
very important for medium-term studies but less
important for short-term studies.
Phase IV: Synthesis of results and nominal group analysis

The ultimate goal of this research is to define core sets of
short- and medium-term outcomes for reporting by research studies on patients undergoing major lower limb
amputation for PAD. The results of the consensus survey
will, therefore, be discussed at a face-to-face meeting of
key stakeholders and a nominal group technique applied
to determine a list of short-term outcomes and a second
list of medium-term outcomes which will represent the
core outcome sets. Stakeholders will include members of
the PLACEMENT Trial Management Group, along with
individuals from professions or specialties not represented
by the Group, who participated in the focus groups in
phase II. A nominal group technique will be used rather
than a straightforward vote to either accept or reject the
results of the consensus survey because of the risk that by
choosing somewhat arbitrary levels at which to eliminate
outcomes during the Delphi process, it is possible to arrive
at either a core outcome set with an enormous number of
items, or a core outcome set with only a very small number of items. By using a nominal group technique, the
members of the face-to-face meeting, therefore, have the
opportunity to present potential solutions to these problems if they arise, rather than simply voting to reject the
result of the Delphi.
Publication and dissemination of results

All publications and presentations relating to the study will
be authorised by the PLACEMENT Trial Management
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Group and will be in accordance with the main trial’s publication policy. In addition to the required final report and
monograph for the funding body, we will publish the main
study results in international, peer-reviewed, open-access
journals and present them at national and international
scientific meetings. With the assistance of our collaborators
and lay representatives we will disseminate the trial findings
to a wide audience and vigorously promote uptake of the
trial results into clinical care. This will include presentations
at meetings and written executive summaries for key
stakeholder groups such as Secondary Care Trusts, Royal
Colleges, Medical Schools and relevant patient groups.
Access to the full protocol, anonymised participant-level
data, and statistical code will be available from the
study team upon request after the main study results
have been published.

Discussion
Short- and medium-term outcomes after major lower
limb amputation are surprisingly poor, especially in the
UK [2]. Given that the global diabetes epidemic has
caused rates of PAD to rise by over a third in the first
decade of the 21st century [1], it is likely that major
lower limb amputation rates will also rise. There is,
therefore, an urgent need for high-quality research to
improve these outcomes. Core outcome sets for both
short- and medium-term outcomes are critical so that
trials can concentrate on the most important issues to
patients and healthcare workers in a way that facilitates
future meta-analysis and guideline development.
Study status
The systematic review is currently underway.
Additional files
Additional file 1: Appendix A Search Details. (DOCX 85 kb)
Abbreviations
EMBASE: Excerpta Medica dataBASE; MEDLINE: Medical Literature Analysis and
Retrieval System Online; MeSH: Medical Subject Headings;
MINORS: Methodological Index for Non-randomized Studies; PAD: Peripheral
arterial disease; PLACEMENT: Perineural Local Anaesthetic Catheter aftEr Major
lowEr limb amputatioN Trial; PRISMA: Preferred Reporting Items for Systematic
Reviews and Meta-Analyses; PubMed: Public MEDLINE interface; REC: Research
Ethics Committee
Acknowledgements
In addition to the authors, the PLACEMENT team comprises: Judith Evans, Mark
Kelson, Deborah Fitzsimmons, Debbie Harris, Neeraj Saxena, Tim Pickles,
Melanie Morgan and Heather Strange. The authors would like to acknowledge
the contribution of David Cox and Sian Jones as the patient/public
representatives on the Trial Management Group.
The authors also gratefully acknowledge the contribution of the Trial
Steering Committee members, namely Paul Hayes, Nia Goulden, John Bevan
and Geinor Bean, along with the support from Kristian Glover, Vascular
Coordinator at the Royal Gwent Hospital and the Health and Care Research
Wales Workforce, South West Wales Research Network.

Page 6 of 7

Funding
PLACEMENT and the parallel core outcome sets project, are funded by the
Welsh Government through Health and Care Research Wales. This is through
the Patient and Public Benefit (RfPPB) scheme, reference number 1198 and is
sponsored by Aneurin Bevan University Health Board, Newport, South Wales
(protocol number ABUHB/01/0816/1, version 1.3 dated 1 June 2017).
Availability of data and materials
Not applicable.
Authors’ contributions
CT and DB are co-chief investigators of the main PLACEMENT trial. CT, DB,
GA and LB-H led the development of the research question, study design,
obtaining funding, obtaining ethical and regulatory approval, and implementation of the study protocol, along with AE, E T-J and CAW. All authors listed
provided critical review and final approval of the manuscript. Neither the
sponsor nor funders have been, or will be, involved in, or have authority
over, study design; management, analysis and interpretation of data; writing
of the report; or decision to submit the report for publication.
Ethics approval and consent to participate
Full ethical approval has been granted (Wales REC 3 reference number 16/WA/
0353). Informed consent will be obtained from all participants in the study.
Consent for publication
Not applicable
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Aneurin Bevan University Health Board, Royal Gwent Hospital, Cardiff Road,
Newport NP20 2UB, UK. 2Division of Population Medicine, Cardiff University,
5th Floor, Neuadd Meirionnydd, Heath Park, Cardiff CF14 4XW, UK. 3Centre
for Trials Research, Cardiff University, 7th Floor, Neuadd Meirionnydd, Heath
Park, Cardiff CF14 4XW, UK.
Received: 16 July 2017 Accepted: 21 November 2017

References
1. Fowkes FGR, Rudan D, Rudan I, Aboyans V, Denenberg JO, McDermott MM,
et al. Comparison of global estimates of prevalence and risk factors for
peripheral artery disease in 2000 and 2010: a systematic review and analysis.
Lancet. 2013;382:1329–40.
2. NCEPOD. Lower limb amputation: working together. 2014. http://www.
ncepod.org.uk/2014lla.html. Accessed 11 July 2017.
3. Waton S, Johal A, Heikkela K, Cromwell D, Loftus I. National Vascular Registry
annual report. 2016. https://www.vsqip.org.uk/reports/2016-annual-report/.
Accessed 11 July 2017.
4. Tovey D. The impact of Cochrane Reviews. 2010. http://www.
cochranelibrary.com/editorial/10.1002/14651858.ED000007. Accessed 11 July
2017.
5. Kirkham JJ, Dwan KM, Altman DG, Gamble C, Dodd S, Smyth R, Williamson PR.
The impact of outcome reporting bias in randomised controlled trials on a
cohort of systematic reviews. BMJ. 2010;340:c365. doi:10.1136/bmj.c365.
6. Williamson PR, Altman DG, Blazeby JM, Clarke M, Devane D, Gargon E, et al.
Developing core outcome sets for clinical trials: issues to consider. Trials.
2012;13:132.
7. Radhakrishnan S, Kohler F, Gutenbrunner C, Jayaraman A, Li J, Pieber K,
Schiappacasse C. The use of the International Classification of Functioning,
Disability and Health to classify the factors influencing mobility reported by
persons with an amputation: an international study. Prosthet Orthot Int.
2016 [Epub ahead of print].
8. Bosanquet DC, Ambler GK, Waldron C, Brookes-Howell L, Thomas-Jones RE,
Kelson M, Fitzsimmons D, Harris D, Saxena N, Twine CP. Perineural Local

Ambler et al. Trials (2017) 18:628

9.
10.
11.

12.
13.

14.
15.
16.
17.

Page 7 of 7

Anaesthetic Catheter aftEr Major lowEr limb amputatioN Trial (PLACEMENT);
study protocol for a pilot study. 2017. Submitted to Trials.
Williamson PR, Altman DG, Bagley H, Barnes KL, Blazeby JM, Brookes ST,
et al. The COMET Handbook: version 1.0. Trials. 2017;18 Suppl 3:280.
Cresswell J, Plano Clark VL. Designing and conducting mixed methods
research. 2nd ed. Thousand Oaks: Sage; 2011.
Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioannidis JPA, for
the PRISMA Group, et al. The PRISMA statement for reporting systematic
reviews and meta-analyses of studies that evaluate healthcare interventions:
explanation and elaboration. BMJ. 2009;339:b2700.
Carlsen B, Glenton C. What about N? A methodological study of sample-size
reporting in focus group studies. BMC Med Res Methodol. 2011;11:26.
O’Reilly M, Parker N. ‘Unsatisfactory Saturation’: a critical exploration of
the notion of saturated sample sizes in qualitative research. Qual Res.
2012;13:190–7.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101.
Tavallaei M, Abu TM. A general perspective on role of theory in qualitative
research. J Int Social Res. 2010;3(11):570–7.
Vanmanen M. Researching lived experience: human science for an action
sensitive pedagogy. London: The University of Western Ontario; 1990.
Diamond IR, Grant RC, Feldman BM, Pencharz PB, Ling SC, Moore AM, Wales
PW. Defining consensus: a systematic review recommends methodologic
criteria for reporting of Delphi studies. J Clin Epidemiol. 2014;67(4):401–9.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

