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Abstract

Background and Objectives: To achieve a consensus, among a panel of experts, on the best clinical criteria for the clinical diagnosis
of carpal tunnel syndrome (CTS).

Method: Experts rated the diagnostic importance of items from the clinical history and physical examination for CTS. The ratings
were expressed on a 10-cm visual analog scale. The average and standard deviation of the scores for each item were returned to the
panelists. The panel members evaluated the items a second time with knowledge of the group responses from the first round. The scores
were standardized to minimize scaling variations and, after the second round, the items were ranked in order of importance assigned by
the group. Cronbach’s o0 was used as a measure of homogeneity for the rankings. Increasing homogeneity was considered to be an indication
of consensus among the panelists.

Results: Cronbach’s o increased from 0.86 after the first round to 0.91 after the second iteration. Panelists who were relative outliers
on the first round demonstrated a much higher correlation with the entire group after the second round.

Conclusions: Delphi is an effective method of establishing consensus for certain clinical questions. Cronbach’s o was a useful statistic
for measuring the extent of consensus among the panel members. Delphi was chosen from the possible methods of group process because
of its inherent feasibility. The absence of a need by the panelists to meet in person removed any constraint on the geographic location of
the panel members. In addition, the anonymous nature of Delphi was thought to be a key factor in avoiding a result that might be skewed
by one or more persuasive panelists. Both of these characteristics were felt to be particularly important to the topic on which consensus
was sought, the clinical diagnostic criteria for CTS. This movement in the opinions of some of the panelists appeared to result from the
feedback of information describing the group opinion. ~ © 2003 Elsevier Inc. All rights reserved.
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1. Introduction consensus has been achieved requires an operational defini-
tion that is appropriate to the issue under consideration.
Delphi is particularly attractive for the task of achieving
consensus, especially among health care professionals. First,
the absence of an obligation to meet in person greatly im-
proves the feasibility of Delphi and lowers the cost signifi-
cantly. Second, and perhaps more importantly, there are less
likely to be constraints on either the size or composition
of the group. Participants may be recruited from diverse
geographic locations and clinical backgrounds. Third, the
reliability of group consensus for the issue being examined
improves as the number of panelists is increased [2]. A panel
size appropriate to the issue under consideration is easier to
achieve because of the inherent feasibility of the Delphi
process. Finally, the anonymous nature of the exercise en-
sures that a single influential participant will not have a
disproportionate impact on the outcome of the group as can
occur with other group processes.
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Delphi is a well-recognized group process in the social
sciences [ 1-8]. Although prior studies have used this method
to establish appropriateness criteria for treatment [9—16], it
has received less attention as a tool to establish consensus
among health care professionals on diagnosis.

Delphi is a completely anonymous process in which
the participants never meet. Delphi otherwise resembles the
nominal group in structure. Ideas are expressed to the partici-
pants in the context of a mailed questionnaire. Responses
to the items in the questionnaire are collated and analyzed.
Items may be dropped or added in a second round in which
the group responses to the first round are reported to the
participants. New responses to the items are recorded and
repeated iterations of the process carried out until a consen-
sus appears to have been reached. The determination that a
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evaluated by the panelists. Thus, as the breadth of the
issue under consideration is at least partially controlled by
the investigator, any consensus that may emerge may be
somewhat distorted [5]. The Delphi method has also been
criticized for the fact that the panelists never meet together.
Other group processes depend on the interaction between
the participants as a source of novel insight into an issue.
Due to the nature of Delphi, no discussion takes place, and
any consensus that the group appears to have developed can
only derive from information provided to it by the investiga-
tor. Where there is discussion among panelists, like in other
types of group process, the consensus reached may be sig-
nificantly different from that expected prior conducting the
group process [4]. Finally, criteria for determining that group
consensus has been achieved have not been established.

Carpal tunnel syndrome (CTS) is a diagnosis commonly
made in industrialized societies. The prevalence of CTS
reportedly varies with the geographic location of the popula-
tion under study [17-19]. There also are variations in the
reported prevalence of the condition between different indus-
tries [20-27]. Potential explanations for these variations may
include intrinsic differences among the populations, different
exposures, or variations in the diagnostic criteria for identi-
fying CTS. One of the more likely explanations for these
variations is the different case definition for this condition
among reports. These vary in their nature, emphasis, and
stringency.

The clinical evaluation remains an important aspect of
the diagnostic process for CTS. Electrodiagnostic studies
are often considered to be a gold standard diagnostic test
for CTS [28-30]. In other words, electrodiagnostic tests
are frequently taken to represent a demonstration of the
essential lesion for the clinical condition called CTS. There is
not consensus on this issue, and the assumption that these
tests represent the essential lesion in CTS may be flawed
for the following reasons. First, electrodiagnostic testing
does not have perfect sensitivity or specificity, and the tests
may be normal despite clinically significant nerve com-
pression [31,32]. Second, the standard interpretation of elec-
trodiagnostic data assumes a normal distribution of nerve
conduction velocities, and arbitrarily designates velocities
more than two standard deviations from the mean as abnor-
mal. This results in a misclassification of asymptomatic indi-
viduals as being affected by CTS. In addition, the literature
reports that assumption of a normal distribution of nerve con-
duction velocity may not be reasonable [33]. The third point
is that cut point for defining an abnormality of nerve conduc-
tion velocity varies in the literature [30,34,35]. There is no
established consensus on the electrical evidence for CTS.
The specificity and sensitivity of sensory nerve conduction
measurements is affected by the threshold defining CTS.
This would not be expected of a gold standard test in the
usual connotation for this term.

The use of electrodiagnostic tests is not universal among
experts who treat CTS [36]. Like any diagnostic test, elec-
trodiagnostic evaluations should be interpreted from within a

clinical context. Ideally, they should be used in a bayesian
manner to modify the pretest probability of CTS established
clinically. Thus, there is a need to standardize the clinical
criteria for the diagnosis of CTS.

Clinical experience at our center has indicated that CTS
is a condition that is diagnosed and treated by a broad spec-
trum of specialist and primary care clinicians. These diagnos-
ticians bring varying experiences to the task of diagnosing
CTS, experiences that have been obtained within an intellec-
tual framework or paradigm specific to a particular clinical
specialty. These unique clinical experiences could form the
basis for diagnostic criteria that are not uniform among
diagnosticians from different training backgrounds. The ab-
sence of uniform diagnostic criteria makes the study of po-
tentially important factors, like industrial exposures, difficult
or even impossible. Thus, CTS is a common clinical condi-
tion diagnosed using widely varying clinical criteria.

Diagnostic criteria for any condition must be both valid
and clinically sensible. Establishing a consensus among clin-
ical experts on what the criteria should comprise does not
ensure validity. As clinical experience evolves, the opinions
of experts may also change, together with their diagnostic
practices. The development of methods for seeking consen-
sus must consider this and be flexible so that the criteria
can be re-examined and revised at intervals. Obtaining
agreement among clinical opinion makers should be seen as
a starting point for establishing criteria that are likely to
have significant clinical sensibility and that can be tested
to evaluate validity. The key issue is the development of a
consensus so that a gold standard diagnostic criterion can
be established.

The objective of this study was to determine whether the
Delphi method could be used to achieve consensus among
influential expert clinicians representing all of the involved
clinical disciplines for diagnostic criteria for CTS. An addi-
tional goal was to measure agreement within the panel using
Cronbach’s o as a measure of the internal consistency of
the group.

2. Method
2.1. Selection of the panelists

Panelists were recruited from clinical disciplines involved
in the diagnosis and treatment of CTS including neurology,
neurosurgery, rheumatology, occupational health, plastic sur-
gery, and orthopedic surgery. We attempted to identify ex-
perts defined in at least one of two ways. First, some panelists
were leaders in their clinical fields as evidenced by their
roles as opinion makers within national organizations such
as the American Society for Surgery of the Hand and the
American Society for Peripheral Nerve. Second, a MED-
LINE search of the literature on CTS was carried out to
identify individuals who had authored one or more papers
directly concerned with CTS in a peer-reviewed medical
journal during the preceding 3 years.
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Although primary care physicians frequently evaluate
CTS, none were included in the Delphi panel. The reason
for this was that the overall objective was to eventually
develop a diagnostic instrument for CTS that modeled the
practices of expert specialist clinicians. This phase in the
development of the diagnostic instrument was concerned
with establishing the presence of consensus among the clini-
cians upon whose practices the scale would be based. Other
aspects of the development of the diagnostic scale will be
described in subsequent publications. The focus of this
article was to evaluate a method measuring consensus with a
particular group of clinicians, in this case specialist physicians
and surgeons, participating in a group process, Delphi.

Prospective panelists were sent an information package
containing a synopsis of the study goals and a description of
Delphi. One individual who had authored a peer-reviewed
publication refused participation because he was an epidemi-
ologist and not a clinician. Fourteen panelists participated in
the initial round and 12 completed the second round. The
membership of the panel was not disclosed to the participants.

2.2. Delphi items

The Delphi panelists considered 57 items that represented
findings on the history and physical examination of patients
in whom CTS is diagnosed (Table 1). These items had been
compiled from four sources: (1) focus groups involving
specialist clinicians. These focus groups were conducted at
the meetings of the academic organizations to which these
individuals belonged; (2) key informant interviews of local
faculty members with experience in assessing and treating
CTS; (3) textbooks from the clinical specialties; and (4) the
published literature on the topic of CTS. The investigators
extracted the items from the literature and from the tran-
scripts of the focus groups and key informant interviews.
They did not participate in any capacity in either the key
informant interviews or in the focus group discussions.

In the first Delphi round each member of the panel evalu-
ated each of the 57 items for its importance to the clinical
diagnosis of CTS. For each item, each panelist was asked
to answer the question: “How important to you is [item] in
diagnosing carpal tunnel syndrome.” A 10-cm visual analog
scale with the anchors “completely unimportant” and “‘ex-
tremely important” was used to record the responses. The
mean score and standard deviation for the group as a
whole was established for each individual item.

In the second round the panelists considered the same
items, and this time were also informed what the group mean
score and standard deviation was for each item in the first
round. The panelists were asked to evaluate the items again
in light of this information. The process was terminated after
the second round because a consensus had been reached
using the criteria described in the next section.

2.3. Analysis of Delphi data

For this study, the concept of consensus within a group
was defined as a condition of homogeneity or consistency of

Table 1
Delphi panel items

Patient characteristics
Female gender
Middle age
Obesity
History
Relief with shaking hand
Relief by hanging hand over bedside
Relief with splinting
Relief following a steroid injection into carpal canal area
Symptoms improve during periods of inactivity
Onset with recent change in work activity
Symptoms
Nocturnal sensory symptoms
Numbness or tingling in median nerve distribution
Symptoms only on radial side of ring finger
Burning pain on radial side of palm
Hypersensitivity in digits
Sense of coldness in digits
Swelling of digits
Diaphoresis in hand
Pain in hand
Subjective weakness in hand
= dropping objects
= weak pinch
= clumsiness
Precipitation by driving
Precipitation by reading newspaper
Precipitation by typing at computer keypad
Precipitation by grasping telephone
Pain in wrist
Pain in fingers
Radiating pain in forearm but not proximal to elbow
Radiating pain into proximal limb, shoulder or neck
Precipitation by manual work activity
= specific occupations e.g. meat cutting
= vibratory activity
Bilateral symptoms
Coexisting diagnoses
Fibromyalgia
Inflammatory arthropathy
Diabetes
Previous fracture of distal radius
Osteoarthritis
Cervical disc disease
Hypothyroidism
Pregnancy
Physical signs
Tinel sign
Phalen sign
Local swelling
Thenar atrophy
Weakness of abductor pollicis brevis muscle
Thickening of flexor tendons
Negative findings
Absence of sensory symptoms
Failure to respond to splinting
Failure to respond to steroid injection
Sensory loss outside median nerve distribution
Pain with passive flexion/extension of wrist
Loss of two point discrimination
Hypersensitivity in digits
Decreased vibratory sensation
Tenderness to palpation over median nerve
Weakness with intrinsic positive posture
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opinion among the panelists. Cronbach’s ol is one statistical
index, among others, that has been used to quantify the
reliability of a summation of entities, in this case, panel-
ists [37]. Where the responses of the panelists are highly
correlated, they are considered to be internally consistent
or homogeneous.

Assuming that each clinical item was characterized by a
constant, but unknown, importance as a diagnostic criterion,
the opinions of the panelists, represented by their scores
recorded on the visual analog scale, could be considered
multiple measures of this characteristic. In this sense, each
item could be thought of as being evaluated by the different
criteria in a measurement scale, each of these criteria being
represented by a panelist. Thus, the internal consistency of
the panel for each item would be expected to reflect the
extent of consensus within the group for the importance of
that item.

Were the reliabilities of each rater for item importance
known to be equal, then the Spearman-Brown formula could
be used to estimate the reliability of the sum of the raters.
However, Bravo and Potvin [38] indicate that the Spearman-
Brown formula is not applicable where the reliability of
each panelist may differ. The reliability of the sum of the
panelists’ responses, is more meaningful than the sum of
reliabilities. Cronbach’s o estimates the reliability of the
sum of panelists responses:

o, = kk—1(1-20%,/0°)

where k is the number of panelists, 6?yi are the variances
of each individual panelist responses, and 62x is the variance
of the sum of responses for each individual panelist.

The more the individual panelists covary, that is, the
smaller the variance between panelists, compared with the
variance within each panelist, the closer Cronbach’s o will
be to 1.0.

The interpretation of Cronbach’s o is that the panelists
chosen for the study are a sample from a population of content
experts on the topic of CTS. Evaluation of the items by
a new panel, chosen from this population, would have an
expected correlation with the index sample equal to
Cronbach’s o [37]. This line of reasoning justifies the use
of Cronbach’s o as the summarizing measure of internal
consistency for the assessment of all 57 items by the
panel because it suggests that the responses reported by
the index panel would be correlated with other samples
from the same population. Where Cronbach’s o is close to
1.0, it can be argued that there is consistency in the responses
of the index panel, suggesting consensus, and that this
agreement is likely to observed in other samples selected in
the same way from the same population. The meaning of the
value of Cronbach’s o depends on the context. Bland and
Altman [37] and others [39] suggest that a reliability coeffi-
cient like Cronbach’s o should be above 0.90 for a diagnostic
scale to be useful in clinical practice.

3. Results

Cronbach’s o for the first round of the Delphi process
was 0.86. The individual panelist-group correlation ranged
between 0.23 and 0.73 (Table 2). This suggested that there
were some panelists who were relative outliers. Two of
the three panelists with the lowest correlation with the entire
group were from the same clinical specialty, rheumatology.
The three highest values were orthopedic hand surgeons.

The items were ranked in descending order according to
the average score assigned by the entire panel. Items that
were clearly closely related to each other had similar rank-
ings. For example, the top-ranked item was “thenar atrophy,”
and the third most highly ranked item was “weakness of
the abductor pollicis brevis muscle,” both of which are
physical examination findings suggesting motor denervation
of the median nerve-innervated muscles in the hand. The
items ranked second, fourth, and eighth all related to the
distribution of the sensory complaint of numbness. These
findings appeared to corroborate the concept that there was
consistency in rating the items on the visual analog scale.

In the second round panelists were sent a slightly revised
list of items. In a few instances items were reworded because
they were noted by the panelists to be ambiguous in their
meaning on the first iteration. Two items were added at the
suggestion of several of the panelists.

Only 12 of the panelists responded to the second round.
Two of the three neurologists from the first round did not
respond for unknown reasons. The same analysis was used
to evaluate the data from the 12 panelists. Cronbach’s o
increased from 0.86 in the first round to 0.91 in the second.
The panelist-group correlation substantially increased in 11
of 12 instances (see Table 2). These values ranged from 0.58
to 0.75, corresponding to the higher Cronbach’s o observed

Table 2

Individual panelist-group correlation over two Delphi iterations
Panelist Iteration 1 Iteration 2
Neurol 1 0.43 4
Neurol 2 0.68 0.74
Neurol 3 0.57 a
Neurosurg 1 0.62 0.74
Neurosurg 2 0.51 0.61
Occ Med 1 0.58 0.76
Occ Med 2 0.38 0.59
Ortho 1 0.62 0.79
Ortho 2 0.73 0.81
Ortho 3 0.73 0.66
Plast 1 0.23 0.63
Plast 2 0.62 0.74
Rheum 1 0.32 0.75
Rheum 2 0.36 0.64
Cronbach’s o 0.86 0.91

“Did not respond to second iteration.

Abbreviations: Neurol, Neurologist; Neurosurg, Neurosurgeon; Occ
Med, Occupational Medicine Specialist; Ortho, Orthopedic surgeon; Plast,
Plastic surgeon; Rheum, Rheumatologist.
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for the entire group. The disparity in correlation with the
group among members of particular specialties also was
markedly attenuated.

The ranking of items in the second iteration was not
qualitatively different from those obtained in the first round.
Fourteen of the 15 most highly ranked items in the first
round appeared among the top 15 items in the second itera-
tion, although the order of the rankings was slightly different.
Among the 20 top items identified in the first iteration, 17
were in the top 20 ranked items after the second round
(Table 3).

4. Discussion

The concept of consensus within a group is easily under-
stood, but the best way to measure this phenomenon is
unclear. Furthermore, criteria that indicate a consensus
has been achieved will vary with the setting in which
agreement is sought and the method being utilized.

Consensus within the group in general should be reflected
in decreases in the variance of the responses. Consensus

Table 3

Clinical features of CTS, ranked by importance on Delphi
iteration 1 and 2

Rank Iteration 1

Tteration2

1

Thenar atrophy

Sensory symptoms restricted
to median nerve

2 Absence of sensory symptoms Thenar atrophy
3 Weakness of APB Sensory symptoms only
outside median nerve
4 Sensory symptoms restricted Weakness of APB
to median nerve
5 Nocturnal sensory symptoms Absence of sensory symptoms
6 Coexisting condition: pregnancy Nocturnal sensory symptoms
7 Coexisting condition: diabetes Sensory symptoms described
mellitus as numbness or tingling
8 Sensory symptoms only outside  Coexisting condition:
median nerve pregnancy
9 Sensory symptoms described as  Phalen sign
numbness or tingling
10 Phalen sign Loss of two point
discrimination
11 Precipitation by: driving Tinel sign
12 Loss of two point discrimination ~Coexisting condition:
previous distal radius
fracture
13 Coexisting condition: Precipitation by: Driving
Hypothyroidism
14 Decreased vibratory sensation Decreased vibratory sensation
15 Response to: splinting Response to: splinting
16 Tinel sign Response to: steroid injection
17 Coexisting condition: previous Precipiptation by: grasping
distal radius fracture the newspaper
18 Exposure to vibration Exposure to vibration
19 Coexisting condition: Coexisting condition:
inflammatory arthropathy Hypothyroidism
20 Dropping objects Precipitation by: grasping

the phone
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among groups has often been quanitated using group
means and standard deviations [16]. In our study, the stan-
dard deviation for the group decreased in the second round,
but the difference from the first round was not statistically
significant.

Where the true answer to a question is known, experi-
ments in group opinion have suggested that the variance and
standard deviation of panelists’ answers are not as accurate
as some measure of group confidence [3] in gageing whether a
consensus has been reached by the panel. The extent of
group confidence can be evaluated by having each panelist
express how confident they are in the opinion they have
stated. Decreases in the variance of this response are inter-
preted as showing increasing group confidence in the opinion
established by the process. This approach may be most useful
where panelists are not necessarily experts on the topic under
discussion [3]. In contrast, studies involving experts on
the issue under discussion have not supported the group
confidence concept as an indication of consensus. For exam-
ple, in a study of the management of blunt hepatic trauma,
involving 14 expert general surgeons, Milholland et al. [16]
found that ratings of confidence in the answers given by the
panelists were almost uniformly high. The authors concluded
that this approach could not be used with groups comprising
experts because, by their nature, experts will usually have
a high degree of confidence in their opinion. As a result,
the variance of any measure of confidence for the group will
likely be small, even where no consensus on the issue has
been achieved.

In the present study, consensus was equated to a homoge-
neity of opinion expressed by a group of individuals rating
items on a visual analog scale. Agreement defined in this
way can be evaluated using Cronbach’s a. Cronbach’s o
can be directly interpreted as the correlation expected be-
tween the present panel and a second panel selected from
the same population of content experts [37]. The question
of the extent of homogeneity of opinion required to state with
confidence that a consensus exists was set high because
these criteria will ultimately be used at the individual patient
level. The value of 0.91 observed in our study after the
second Delphi round should be considered to be very sub-
stantial, and is consistent with reliability values obtained for
validated scales in clinical use [37,39].

Even during the first Delphi round Cronbach’s o was 0.86,
indicating substantial homogeneity among the panelists from
the beginning. This might be somewhat surprising given the
widely divergent criteria in the literature for the diagnosis
of CTS. Variations in the peer-reviewed literature may be due
to poor study methodology, misleading or naive statistical
analyses, failure to publish negative results, and many other
sources of systematic error leading to inconsistency. In this
study, the reasonably high consistency among experts from
diverse clinical specialties, even in the first round, is some-
what reassuring, and suggests that clinical judgment and
consensus, provided that these are based on experts, is a
reasonable approach to establishing diagnostic criteria.
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Delphi was useful not only for evaluating consistency
among experts but also for improving agreement. Cronbach’s
o improved from 0.86 in the first iteration to 0.91 after
the second round. There was particular movement among the
members of the panel who had the lowest correlation with
the rest of the group after the first round. In fact, there was
general improvement in the correlation with the whole group
observed in almost all of the panelists. This finding suggests
that feedback to the group of the results in the first round
influenced the responses of the panelists in the second
round, resulting in a greater degree of agreement. The fact
that the participants, who are acknowledged to be opinion
leaders in this area, appeared to have been influenced by
the group as a whole, indicates that Delphi can be effective
even in the context of a well-informed, and possibly even
opinionated, group of panelists.

The loss of two panelists for the second iteration could
have influenced the outcome of the study. However, Cron-
bach’s o is sensitive to the number of items, or in this case,
panelists. The loss of two panelists would be most likely to
decrease the value of Cronbach’s o. In fact, Cronbach’s o
increased in the second round, suggesting that the increase in
consistency within the remaining group more than offset the
effect of losing two participants.

The two panelists who did not participate in the second
round were both neurologists. Neurologists play a prominent
role in the diagnosis of CTS, and the effect of the absence
of these two individuals on the achievement of consensus
is not clear. It’s possible that the qualitative nature of the
consensus that was established might have been different
with the full participation of these individuals; however, this
does not seem likely. Although itis impossible to predict what
the response of the two neurologists who did not complete the
study might have been in the second round, it’s unlikely that
they would have differed significantly from the rest of the
group. Eleven of the 12 remaining panelists showed an in-
crease in the magnitude of their individual correlation with
the group. In addition, the responses of the remaining neurol-
ogist who participated in both rounds of the study were
highly correlated with the rest of the panel, suggesting that
this individual contributed substantively to the consensus.

The objective of the study was not to compare Delphi to
any other method of establishing clinical agreement but
rather to determine whether this method could be used for
this purpose. Owing to its inherent feasibility, certain ques-
tions requiring agreement might be particularly well
suited to the advantages of the Delphi method. For example,
Delphi could be used to establish diagnostic criteria for
other conditions on which consensus is lacking. Treatment
protocols and other “best practice” issues where agreement is
desirable might also benefit from a group process approach
using either Delphi or some other technique. The study
of many of these issues using traditional clinical research
methods like randomized trials may simply be infeasible.
There seems to be clear value in pooling the experiences of
experts in a field to establish a consensus on a controversial

topic at least as a starting point toward collecting actual evi-
dence on a clinical question. Group processes such as
Delphi may be a cost-effective approach to some of these
problems. Questions of preferences for resource allocation
have already been studied using Delphi [40].

This study has several limitations. Although Cronbach’s o
allowed quantification of group consensus and comparison
of the level of consensus to generally accepted standards,
no direct comparison was made between Cronbach’s o and
any other measures of consensus. It is unknown how useful
Cronbach’s o would be in other situations.

Our study attempted to minimize the risk of bias associ-
ated with the Delphi methods in several ways. First, the
items for inclusion in the study were not chosen by the inves-
tigators but resulted from a formal process of item generation
that included literature review, focus group discussions, and
key informant interviews. The investigators did not partici-
pate in the identification of the items for study, beyond
extracting them from the source material. The participants
in the focus groups and key informant interviews were from
all of the clinical specialties commonly involved in the care
of CTS. These individuals were also from a wide range of
geographic locations, mostly in North America, but in a few
instances from Europe as well. Both of these factors limited
the risk of generating a pool of items for consideration by the
Delphi panel that was based on a limited clinical point of
view.

The absence of face-to-face encounters by the panelists
that characterize Delphi was felt to be an advantage for the
goal of this project—the establishment of consensus on
the controversial issue of diagnostic criteria for CTS. Al-
though the potential for productive interaction was lost, the
benefits gained in the lack of constraint on the location
and clinical background of the participants outweighed this
disadvantage. The broadly based process of item generation
also seems likely to have limited the risk of neglecting
important issues.

No attempt has been made to compare Delphi with any
other method of obtaining consensus on this issue. For the
reasons listed above Delphi was considered best suited,
among a number of potentially useful techniques, to meet
the objectives of this particular question. It is unknown
whether or not it would be as informative in another context.
Nonetheless, our results indicate that under the appropriate
circumstances, Delphi is a useful consensus method.

In conclusion, Delphi was useful for the goal of establish-
ing consensus on diagnostic criteria in CTS. The concept
of consensus, reframed as one of consistency witnin the
group, allowed the use of Cronbach’s o. This statistic
detected movement of the group opinion where other mea-
sures of consensus, like the group standard deviation, were
uninformative. The next step in this project will be to estab-
lish weights for the most highly ranked clinical items and
to create a diagnostic scale for clinical use. Once weightings
have been determined for the items included in the final
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instrument, validity testing will be carried out. The long-
term objective is to create a scale that is a model of expert
clinician practice. Among the potential uses of such an in-
strument would be the possibility of screening patients for
further assessment with electrodiagnostic tests. Cases in
which the scale indicates that the likelihood of CTS is either
very high or very low may not require electrodiagnostic
evaluation. This has implications for sparing patients the
expense, inconvenience, and discomfort of testing that might
not materially contribute to their care.
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