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Objectives: To evaluate the adoption of and opinions on the Doha agreement meeting classification in groin pain
in athletes.
Design: Delphi survey and e-survey.
Methods: A 2-round Delphi survey among the Doha agreement meeting expert group, and a separate international
e-survey among clinicians who regularly assess athletes with groin pain. Clinical cases were presented, and partic-
ipants provided their preferred terms for the diagnoses. All participants reported if they had adopted the Doha
agreement meeting classification system in their practice. The Doha agreement meeting experts also shared opin-
ions on amendments to the classification system, and reported their level of agreement with suggested statements.
Results: In the Delphi survey, the Doha agreementmeeting experts (n=21) reported 8–11 different terms for their
primary diagnosis of each presented case. The Doha agreement meeting terminology was used by 50–67% of these
experts. In the international e-survey (n=51), 12–15 different diagnostic termswere reported in each clinical case,
and 43–55% of clinicians used the Doha agreement meeting terminology. Adoption of the Doha agreement classifi-
cation system in practice was reported by 73–82% of the Doha agreement meeting experts and 57–69% of the clini-
cians in the international e-survey. The experts suggested 49 statements regarding amendments to the classification
system. Seven of these reached >75% agreement or disagreement.
Conclusions: Five years after publication, the majority of the Doha agreement expert group and independent inter-
national clinicians report adopting theDoha agreementmeeting classification system. There is still considerable het-
erogeneity in diagnostic terminology when clinical cases are presented, and disagreement on statements related to
amendments of the current classification system.

© 2021 Sports Medicine Australia. Published by Elsevier Ltd. All rights reserved.
Practical implications

• The high adoption of the Doha agreement meeting classification sys-
tem indicates a good perceived clinical utility by clinicians.

• The Doha agreement meeting classification system can assist in clear
communication among clinicians.

• Future consensus statements should include a structured knowledge
transfer and dissemination plan, as well as evaluating their recom-
mendations over time.
r).

y Elsevier Ltd. All rights reserved.
1. Introduction

Diagnosing longstanding groin pain in athletes is challenging.
Within the groin region, numerous anatomical structures are located
in close proximity and there is no gold standard for diagnosis.1,2 Com-
plexity is added by numerous diagnostic terms being used to describe
similar conditions.3,4 A previous study with 23 groin pain experts re-
ported 18 and 22 different terms to describe preferred diagnoses in 2
clinical cases of athletes with longstanding groin pain.4

Homogenous terminology is important beyond just improving com-
munication and interpreting research results. Different diagnostic terms
used for similar conditions can lead to different management strategies
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and can impact patients psychosocially.5 The 2015 Doha agreement
meeting on groin pain in athletes aimed to resolve the problem of het-
erogenous terminology by agreeing to standard terminology and defini-
tions. A clinical classification system was developed based on injury
history and clinical examination. It recommended the use of 4 defined
clinical entities (adductor-, inguinal-, iliopsoas- and pubic-related
groin pain), and is referred to as theDoha agreementmeeting classifica-
tion system.2

Recommendations from agreement meetings or consensus state-
ments are rarely evaluated, although they may change over time due
to emerging evidence and/or user experiences.6,7 The Doha agreement
meeting classification systemhas received considerable academic inter-
est since its publication. A Google Scholar citation search in June 2021
revealed 325 citations. Despite this academic interest, the acceptance
and real-world adoption of the Doha agreement meeting classification
remains unknown. To investigate this issue, we conducted a study
with 2 different groups: Firstly, a Delphi survey among the experts
who participated in the Doha agreementmeeting. Secondly, an interna-
tional e-survey among clinicians who regularly assess and treat athletes
with groin pain.

The aims of the Delphi survey were to: (1) determine if the experts
who participated in the Doha agreement meeting now use more uni-
form terminology; (2) evaluate to what extent the Doha agreement
meeting classification system has been adopted by the original experts;
and (3) seek opinions on potential amendments and quantify the level
of agreement among the experts for the proposed amendments.

The aim of the international e-surveywas to evaluate towhat extent
the terminology and definitions outlined in the Doha agreement meet-
ing classification system have been adopted by clinicians who regularly
assess and treat athletes with groin pain.

2. Methods

We undertook: (1) a 2-round Delphi survey among the members of
theDoha agreementmeeting expert group2 and; (2) a separate interna-
tional e-survey among clinicians who regularly assess and treat athletes
with groin pain. The protocols for these surveys were registered online
prior to commencement: (dx.doi.org/10.17504/protocols.io.8m7hu9n
and dx.doi.org/10.17504/protocols.io.bgkfjutn). An ethics exemption
was obtained from the Institutional Review Board of the Amsterdam
Medical Centre, the Netherlands. The surveys were administered elec-
tronically via Google Forms. Participant responses were housed in Goo-
gle Forms,with the independent study coordinator (WH)being the only
personwith access to this database. Once all respondents completed the
survey, data were exported from the Google Forms database to a pass-
word-protected computer. A detailed description of the Delphi survey
and e-survey methods is available in Supplementary Appendix A. A
brief description of the methods is presented below.

Delphi survey. We invited all 24 experts from the original Doha
agreementmeeting to participate in a 2-roundDelphi survey.4 BothDel-
phi survey rounds were opened for responses for 4 weeks (November
2019–January 2020). Email reminders were sentweekly after the initial
email. If experts did not respond, they were excluded only for the spe-
cific round. All participating experts gave their informed consent.

In Delphi round 1, we asked the experts to report: 1) demographical
information; 2) up to 3 terms to describe themost likely diagnosis for 3
presented clinical cases (Supplementary Appendix B); 3) if they have
adopted the Doha agreement meeting classification system in different
parts of their practice; 4) if they felt that terms and/or definitions of the
4 defined clinical entities of groin pain (adductor-, inguinal-, iliopsoas-
and pubic-related groin pain) should be amended. Free text answers
were provided and used for Delphi survey round 2. The electronic ques-
tionnaire of Delphi round 1 is available in Supplementary Appendix C.

The anonymized statements and suggestions for amendments of the
Doha agreement meeting classification system from Delphi round 1
were rephrased by AW, ASe, WH, and ZV to generate statements that
4

reflected the original suggestions. Duplicate suggestions were amal-
gamated. In Delphi round 2, each expert scored each statement on a
5-point Likert-scale (strongly agree — agree — neither agree or dis-
agree — disagree — strongly disagree). The aim was to quantify the
level of agreement rather than to reach consensus. We pre-defined
cut-off scores for agreement, as described in previous research10,11:

0–50% — no agreement
50–75% — partial agreement
≥75% — agreement/disagreement
The answers “strongly agree” and “agree” on the Likert scale were

grouped as “agree” to calculate the proportions of agreement for the dif-
ferent statements. Likewise, the answers “strongly disagree” and “dis-
agree” on the Likert scale were grouped as “disagree”.

International e-survey. Clinicians were recruited by contacting all 49
FIFA Medical Centres of Excellence and all 11 International Olympic
Committee (IOC) research centers. Two centers are recognized as both
FIFA and IOC-centers, thus in total 58 centers were contacted and
asked for the participation of up to 3 clinicians who regularly assess
and treat athletes with groin pain. Clinicians were eligible for inclusion
if they: 1) assessed at least 1 athletewith groin pain everymonth during
the past year, and 2) could understand and answer in English. Clinicians
who were authors of any of the consensus statements addressing diag-
nostic terminology in groin pain in athletes2,12,13 were excluded. The
link to the e-survey was sent directly to all registered clinicians.

Electronic informed consentwas given before proceeding to the sur-
vey (Supplementary Appendix D). The survey was open for responses
for 4 weeks (June 2020). Email reminders were sent at 2 and 3 weeks
after the initial email. Survey participation was anonymous, and a
unique code was assigned to each respondent.

We asked the clinicians to report: 1) demographical information, 2)
if they use a diagnostic classification systemor specific diagnostic termi-
nology when assessing and treating athletes with groin pain, 3) up to 2
terms to describe themost likely diagnosis for 2 presented clinical cases
(Supplementary Appendix B), 4) to explain their reason for not using
any diagnostic classification system, if thiswas the case. The 2 presented
clinical caseswere identical to cases 1 and 2 as used in theDelphi survey
of the Doha agreement meeting expert group. To limit the response
time with the objective of improving response rate,14 case 3 was ex-
cluded from the international e-survey and no imaging reports were
presented to e-survey clinicians.

Data analysis. Participant characteristics were reported according to
measurement scale and distribution. Normality for continuous datawas
assessed by visual inspection and the Shapiro-Wilk test in R-studio
(RStudio Team (2016). RStudio: Integrated Development for R. RStudio,
Inc., Boston, MA URL: http://www.rstudio.com). Participant responses
were reported as frequency and percentages. In the registered protocol,
we originally planned to calculate Fleiss' kappa statistic for the diagno-
ses of the three cases to compare results with the 2015 Delphi study.4

However, upon further reflection, we realized that this analysis would
actually not be appropriate because the assumption, that the response
variable (diagnosis) must have the same number of categories for
each rater, would be violated.15 Therefore, this analysis was not
undertaken.

3. Results

Delphi survey. Twenty-three experts (96%) responded to Delphi sur-
vey round 1. For the clinical cases, 21 experts were eligible for reporting
diagnoses (AW, RJdV excluded). The responses from 1 expert for diag-
noses after imaging were not recorded due to a technical issue, while
1 expert did not register a diagnosis for case 3. Demographic character-
istics of the experts are described in Table 1.

All reported terms for diagnoses for the 3 clinical cases are presented
in Supplementary Appendix E. For a primary (most likely) diagnosis,
8–11 different (combinations of) terms were reported by the experts.
Supplementary Appendix F presents the reported primary diagnoses
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Table 1
Participant characteristics.

Characteristics Delphi survey
participants
(n =
23)

International
e-survey
participants (n =
51)

Sex
– Male 21 (91%) 44 (86%)
– Female 2 (9%) 7 (14%)

Age (y) 53 (46–60) 41 (37–53)
Different countries 11 22
Profession
– Sports physician 7 (30%) 22 (43%)
– Physiotherapist 6 (26%) 13 (26%)
– Orthopedic surgeon 4 (17%) 13 (26%)
– General surgeon 5 (22%) –
– Radiologist 1 (5%) 2 (4%)
– Orthopedic physician assistant – 1 (2%)

Working years 27 (20−32) 15 (10–25)
Number of athletes with groin pain assessed
per month

8 (5–23) 5 (2–15)

Data reported as n (%) or median (interquartile range).
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of all participants (Delphi survey and e-survey) and the primary diagno-
ses reported by the Doha agreement meeting experts during the 2015
Delphi study.4

For case 1, 2 experts (2/20, 10%) changed their primary diagnosis
after imaging results were revealed. For case 2, 4 experts (4/20, 20%)
changed their primary diagnosis after imaging results were revealed.
For case 3, a primary and secondary diagnosis were combined since
therewere twopatient-reported pain locations in this case. After reveal-
ing available imaging, 3 experts (3/19, 16%) changed their diagnosis. All
reported primary diagnoses after imaging for the 3 clinical cases are
available in Supplementary Appendix G.
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Most experts (73–82%) reported having adopted the Doha agree-
ment meeting classification system “always” or “often” in all 4 domains
of practice (Fig. 1): 1) communication with patients (73%), 2) commu-
nication with colleagues (82%), 3) in research (77%), and 4) in teaching
(82%). A total of 49 different statements regarding amendments to the
current classification system were identified for round 2 of the Delphi
survey.

Twenty-one experts completed round 2 of the Delphi survey (88%).
A table with distributions of agreement level for all statements is avail-
able in Supplementary Appendix H. Out of the 49 statements, >75%
agreement was reached on 2 statements and partial agreement
(50–75%) was reached on 19 statements. No agreement (0–50%) was
reached on 28 statements, of which 5 statements reached >75% dis-
agreement (Table 2).

International e-survey. Sixty-eight clinicians of 174 potential partici-
pants (up to three clinicians from58 centers) registered to participate in
the survey. Of these 68 clinicians, 51 completed the survey (75%). They
worked in 22 different countries on 5 different continents and hadmul-
tidisciplinary backgrounds (Table 1).

For case 1, 15 different terms were reported as a primary diagnosis,
with “inguinal-related groin pain” (43%) and “sports(man)’s hernia”
(16%) as the most frequently used terms. For case 2, 12 different
terms were reported as a primary diagnosis, with “adductor-related
groin pain” (55%), “adductor (longus) tendinopathy” (12%) and “adduc-
tor (longus) enthesopathy” (8%) as the most frequently used terms. All
reported terms for the primary diagnoses of the 2 clinical cases are pre-
sented in Supplementary Appendix F. A full overview of reported terms
for the 2 clinical cases is presented in Supplementary Appendix E.

In total, 69% of international clinicians reported using the Doha
agreement meeting classification; either in isolation (57%) or in combi-
nation with other classification systems (12%). Fifteen clinicians (29%)
reported not using any classification system (Table 3).
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Table 2
Statements that reached >75% agreement or > 75% disagreement in Delphi round 2.

General comments and suggested amendments for the Doha agreement meeting classification system (n = 21) Agreement Neither
agree or
disagree

Disagreement

The role of MRI findings needs to be further clarified to improve the Doha agreement meeting classification. 76% 0% 24%
Pubic bone stress, pubic stress fracture and pubic apophysitis should be differentiated since these diagnoses may provide clarification and
have a different prognosis and management.

76% 0% 24%

The Doha agreement meeting classification terminology is too vague. The Core is a better term. This includes the entire region of the body
from mid-chest to mid-thigh.

5% 5% 90%

“Sportsmen's Groin” or “Athlete's Groin” is a better term than “Inguinal-related groin pain”. 5% 5% 90%
We need a completely different classification system, because the Doha agreement meeting classification does not differentiate enough. 9% 9% 81%
The distinction between adductor- and pubic-related groin pain is ambiguous. Having pubic-related groin pain as a separate entity is not
necessary.

14% 5% 81%

Adductor-related groin pain and pubic-related groin pain should be combined as entities. 19% 0% 81%
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4. Discussion

Five years after publication, the majority of the Doha agreement
meeting expert group (73–82%) and independent international clini-
cians (57–69%) report adopting the terminology of the Doha agreement
meeting classification system. However, when clinical cases were pre-
sented, only 50–67% of the Doha agreement meeting experts and
43–55% of the independent international clinicians used the actual ter-
minology to describe their diagnosis according to agreed definitions.2

Compared to the original 2015 Doha agreement meeting Delphi
survey,4 where only 26–39% of the experts used the Doha agreement
meeting terminology for 2 presented clinical cases, the level of uptake
seems to have improved. Only 7 out of 49 statements regarding possible
amendments of the current classification reached >75% agreement or
disagreement.

During the past decade, 3 consensus statements attempted to ad-
dress the problem of heterogeneous terminology in groin pain in
athletes.2,12,13 However, they themselves provided heterogenous ad-
vice. In 2014, The BritishHernia Society's published a position statement
focused on the inguinal region, proposing the term “inguinal disruption”
instead of the commonly used term “sportsman's hernia/groin”. In
2015, the Doha agreementmeeting classification system recommended
the use of 4 defined clinical entities based on patient history and clinical
examination.2 In 2016, the Italian consensus meeting reported the
Table 3
International e-survey responses on diagnostic terminology (n = 51).

Response n (%)

Classification system(s) used
when clinically assessing
athletes with groin pain (n =
51)

Doha agreement meeting
classification2

29 (57%)

Not using any classification
system

15 (29%)

Doha agreement meeting
classification2 + Italian Groin Pain
Consensus13 + British Hernia
Society position statement12

4 (8%)

Doha agreement meeting
classification2 + Warwick agree-
ment on femoroacetabular
impingement8 + International
Hip-related Pain Research
Network9

1 (2%)

Doha agreement meeting
classification2 + Italian Groin Pain
Consensus13 + “other common
terms”

1 (2%)

Combination of classification
systems (not specified)

1 (2%)

Reason for not using any of the
available classification systems
(n = 15)

I don't know them 7 (14%)
I know them but prefer a different
approach

6 (12%)

Other 2 (4%)

6

umbrella term “groin pain syndrome”, comprising 11 categories and
63 potential (pathoanatomical) causes of groin pain.13 Our Delphi sur-
vey among the Doha agreement meeting expert group mainly focused
on the Doha agreement meeting classification, whereas the interna-
tional e-survey also addressed the other consensus statements.

Delphi survey. Although the Doha agreement is widely adopted by
the Doha agreement meeting expert group, 2–4 experts reported to
rarely or never use the classification system in different contexts. The
main reported reason for not using the Doha agreement meeting classi-
fication by these experts was that they feel the entity approach it is not
specific enough. One of these experts stated: “It needs to have e.g. adduc-
tor-related groin pain diagnosed as X”. Subclassifications with more spe-
cific (pathoanatomical) diagnoses within the current clinical entities
could be relevant if these would alter treatment or prognosis.16 How-
ever, evidence on the prognostic value of specific clinical- or imaging
findings in longstanding groin pain is lacking. In acute adductor injuries,
a recent study showed that palpation pain and/or a palpable defect at
the proximal adductor longus insertion is associated with increased
time to return to full team training.17 Such a clinical subclassification
within adductor-related groin pain could be a valuable amendment, as
it influences prognosis.16 Identifying similar types of findings in athletes
with longstanding groin pain will provide more support for potential
subclassifications of the defined entities.

The number of different terms reported for the primary diagnosis of
the 3 presented clinical cases (8–11 terms per case in this study versus
9–11 terms per case in the 2015 study4) shows that there is still a sub-
stantial amount of heterogeneity in terminology being used by the ex-
perts. Contrarily, the percentage of experts that use the Doha
agreementmeeting specific terminology according to the agreed defini-
tions seems to have increased. In 2015, 26–39% of the Doha agreement
meeting experts used the Doha agreement meeting terminology for 2
presented clinical cases, compared to 50–67% of the same experts in
the present study. Only a limited number of experts changed their diag-
nosis based on the imaging outcomes. This may be due to the fact that
most (50–60%) experts used the Doha agreement criteria (Supplemen-
tary Appendix G). It may be that experts with a lot of clinical experience
recognize clinical patterns and are therefore more confident in estab-
lishing a diagnosis without the use of imaging. It is unknown whether
these findings are generalizable for clinicians with less clinical experi-
ence in diagnosing athletes with groin pain.

The 50–67% of experts that used the Doha agreement meeting ter-
minology for the presented clinical cases contrasts with the 73–82% of
experts who reported having adopted the classification “always” or
“often”. A difference in the perception of what defines a diagnosis may
have caused these conflicting responses. Historically, the term diagnosis
has been used in different ways: to describe the cause of a disease/in-
jury, to describe a disease/injury (without attempt to explain the
cause) or to describe symptoms.18 The Doha agreement meeting classi-
fication system and associated definitions are based on localized symp-
toms and clinical (examination) findings and do not say anything about
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pathoetiology, andmay therefore not be considered a diagnosis by some
of the experts.

There appears to be a lack of agreement in how to improve the Doha
agreement meeting classification system at this stage. On the other
hand, a completely different classification system was also not consid-
ered as a solution by the experts (81% disagreement). We believe that
more original research is needed to create a better foundation for agree-
ment on an improved version, including studies on the reliability of the
classification system and investigations of prognostic examination
findings.

International e-survey. In the e-survey, 69% of clinicians reported
using the Doha agreement meeting classification system in isolation
(57%) or in combination with other classifications (12%) when treating
athleteswith groin pain (Table 3). A review showed that there can be an
average time lag of 17 years between publication of new research find-
ings and adoption in clinical practice.19 In this light, the current adop-
tion of the Doha agreement classification in this cohort of independent
international clinicians can be considered relatively successful. How-
ever, we also note that 1 in every 7 clinicians responding to the e-survey
were not aware of any consensus statements on diagnostic terminology
in groin pain in athletes. Additionally, 1 in 8 clinicians was aware of
these consensus statements but preferred a different approach. This
highlights the importance of a structured knowledge transfer and dis-
semination plan for recommendations of consensus statements, as
well as evaluating these recommendations over time.

For the presented clinical case 1, sports(man)’s hernia was the sec-
ond most frequently used term for a primary diagnosis. The use of this
term is, however, discouraged by two expert groups, since an actual
hernia is rarely present in athletes.2,12 For case 2, adductor-related
groin pain was the most frequently used term, followed by adductor
(longus) tendinopathy and adductor (longus) enthesopathy. Poten-
tially, these latter 2 terms could in time be subclassifications of adduc-
tor-related groin pain, on the basis of sufficient scientific evidence. A
statement in round 2 of the Delphi survey proposing these specific sub-
classifications reached only 43% agreement and 33% disagreement
(Supplementary Appendix H), indicating a current lack of agreement
on this issue.

A strength of our study is that we collected opinions of independent
international clinicians who regularly assess and treat athletes with
groin pain. However, the number of responses to the international e-
survey was relatively low, and results may therefore not be generaliz-
able to all clinicians who treat athletes with groin pain. The sample nev-
ertheless provides a good insight into the practice of a group of
international multidisciplinary clinicians from recognized sports medi-
cine centers. Following best-practice reporting guidelines, the names
of themembers of our research teamwere disclosed to the participants
at the start of the Delphi survey and international e-survey. As 7 out of
the 9 current authors were part of the original 2015 Doha agreement
meeting expert group, we cannot exclude that a bias was introduced
through potentially socially desirable responses. To reduce the likeli-
hood of this potential issue, survey responses were anonymous and
survey registrations (email addresses) were only visible to the indepen-
dent study coordinator (WH).

The current lack of expert agreement to alter the Doha agreement
meeting classification highlights the need for more original research
to inform these opinions. This research should focus on clinical and/or
imaging findings that influence prognosis or treatment, to define clini-
cally meaningful subclassifications. We also recommend that future
consensus statements should include a structured knowledge transfer
and dissemination plan.

5. Conclusion

Five years after publication, the majority of the Doha agreement
meeting expert group and independent international clinicians report
adopting the Doha agreement meeting classification system. There is
7

still considerable heterogeneity in diagnostic terminology when clinical
cases are presented, and disagreement on statements related to amend-
ments of the current classification system.

Patient consent for publication

Not required. Potential identifiers for the presented clinical cases
were adjusted to ensure anonymity.

Funding information

This research did not receive any specific grant from funding agen-
cies in the public, commercial, or not-for-profit sectors.

Declaration of interest statement

The authors declare no financial conflict of interest. Seven out of the
nine authors of this study were also author of the Doha agreement
meeting on terminology and definitions in groin pain in athletes. The
authors declare that this did not influence execution or reporting of
this study.

Confirmation of ethical compliance

An ethics exemption was obtained from the Institutional Review
Board of the Amsterdam Medical Centre, the Netherlands. All partici-
pants gave their informed consent.

Acknowledgments

We would like to sincerely thank all Doha agreement meeting ex-
perts, and all e-survey participants from the FIFA Medical Centres of
Excellence and the IOC research centers for sharing their opinions. We
also would like to thank Chelsea Oester (FIFA medical), Alexis Weber
(FIFA Medical) and Professor Roald Bahr (IOC Medical Commission)
for their assistance with distributing the e-survey invitations.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://doi.
org/10.1016/j.jsams.2021.06.014.

References

1. Naaktgeboren CA, Bertens LCM, van Smeden M et al. Value of composite reference
standards in diagnostic research. BMJ 2013;347:f5605.

2. Weir A, Brukner P, Delahunt E et al. Doha agreement meeting on terminology and
definitions in groin pain in athletes. Br J Sports Med 2015;49(12):768-774.

3. Serner A, van Eijck CH, Beumer BR et al. Study quality on groin injury management
remains low: a systematic review on treatment of groin pain in athletes. Br J Sports
Med 2015;49(12):813.

4. Weir A, Holmich P, Schache AG et al. Terminology and definitions on groin pain in
athletes: building agreement using a short Delphi method. Br J Sports Med 2015;49
(12):768-774.

5. Nickel B, Barratt A, Copp T et al. Words do matter: a systematic review on how dif-
ferent terminology for the same condition influences management preferences.
BMJ Open 2017;7(7):e014129.

6. Clarsen B, Bahr R, Myklebust G et al. Improved reporting of overuse injuries and
health problems in sport: an update of the Oslo Sport Trauma Research Center ques-
tionnaires. Br J Sports Med 2020;54(7):390-396.

7. MountjoyM, Sundgot-Borgen JK, Burke LM et al. IOC consensus statement on relative
energy deficiency in sport (RED-S): 2018 update. Br J Sports Med 2018;52(11):687-
697.

8. Griffin DR, Dickenson EJ, O’Donnell J et al. The Warwick Agreement on
femoroacetabular impingement syndrome (FAI syndrome): an international consen-
sus statement. Br J Sports Med 2016;50(19):1169-1176.

9. Reiman MP, Agricola R, Kemp JL et al. Consensus recommendations on the classifica-
tion, definition and diagnostic criteria of hip-related pain in young and middle-aged
active adults from the International Hip-related Pain Research Network, Zurich 2018.
Br J Sports Med 2020;54(11):631-641.

10. Diamond IR, Grant RC, Feldman BM et al. Defining consensus: a systematic review
recommends methodologic criteria for reporting of Delphi studies. J Clin Epidemiol
2014;67(4):401-409.

https://doi.org/10.1016/j.jsams.2021.06.014
https://doi.org/10.1016/j.jsams.2021.06.014
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0005
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0005
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0010
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0010
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0015
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0015
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0015
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0020
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0020
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0020
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0025
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0025
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0025
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0030
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0030
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0030
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0035
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0035
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0035
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0040
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0040
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0040
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0045
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0045
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0045
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0045
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0050
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0050
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0050


W.M.P. Heijboer, A. Weir, E. Delahunt et al. Journal of Science and Medicine in Sport 25 (2022) 3–8
11. Delahunt E, Bleakley CM, Bossard DS et al. Clinical assessment of acute lateral
ankle sprain injuries (ROAST): 2019 consensus statement and recommenda-
tions of the International Ankle Consortium. Br J Sports Med 2018;52(20):
1304-1310.

12. Sheen AJ, Stephenson BM, Lloyd DM et al. ‘Treatment of the Sportsman’s groin’: Brit-
ish Hernia Society’s 2014 position statement based on the Manchester Consensus
Conference. Br J Sports Med 2014;48(14):1079-1087.

13. Bisciotti GN, Volpi P, Zini R et al. Groin Pain Syndrome Italian Consensus Conference
on terminology, clinical evaluation and imaging assessment in groin pain in athlete.
BMJ Open Sport Exerc Med 2016;2(1):e000142.

14. FanW, Yan Z. Factors affecting response rates of theweb survey: a systematic review.
Comput Hum Behav 2010;26(2):132-139.
8

15. Sim J, Wright CC. The kappa statistic in reliability studies: use, interpretation, and
sample size requirements. Phys Ther 2005;85(3):257-268.

16. Croft P, Altman DG, Deeks JJ et al. The science of clinical practice: disease diagnosis or
patient prognosis? Evidence about “what is likely to happen” should shape clinical
practice. BMC Med 2015;30(13):20.

17. Serner A, Weir A, Tol JL et al. Associations between initial clinical examination and
imaging findings and return-to-sport in male athletes with acute adductor injuries:
a prospective cohort study. Am J Sports Med 2020;48(5):1151-1159.

18. Blaxter M. Diagnosis as category and process: the case of alcoholism. Soc Sci Med
1978;12:9-17.

19. Morris ZS, Wooding S, Grant J. The answer is 17 years, what is the question: under-
standing time lags in translational research. J R Soc Med 2011;104(12):510-520.

http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0055
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0055
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0055
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0055
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0060
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0060
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0060
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0065
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0065
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0065
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0070
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0070
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0075
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0075
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0080
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0080
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0080
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0085
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0085
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0085
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0090
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0090
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0095
http://refhub.elsevier.com/S1440-2440(21)00176-6/rf0095

	A Delphi survey and international e-�survey evaluating the Doha agreement meeting classification system in groin pain: Wher...
	Practical implications
	1. Introduction
	2. Methods
	3. Results
	4. Discussion
	5. Conclusion
	Patient consent for publication
	Funding information
	Declaration of interest statement
	Confirmation of ethical compliance
	Acknowledgments
	Appendix A. Supplementary data
	References




