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ABSTRACT
Climbing has grown into a grassroots participation sport 
and Olympic discipline. The high loads expressed through 
the upper limb may increase the risk of injury in this 
population. This may also affect rehabilitation and return 
to sport (RTS) considerations after injury. Treatment, 
management, rehabilitation and RTS parameters after 
injury are poorly documented. The aim of this study is to 
reach international expert consensus on the postinjury 
and surgical rehabilitation, physical preparation and 
RTS strategies in a range of climbers. This will provide a 
framework for the safe RTS of climbers. The study will be 
reported in accordance with guidance on conducting and 
reporting Delphi Studies guidelines. Panel members will be 
recruited with expertise in either the delivery of healthcare 
and/or physical preparation of climbers. The electronic 
Delphi is anticipated to consist of three irritative rounds. 
Round 1 will consist of open and closed questions to 
generate a broad range of statements on the rehabilitation, 
RTS and outcome measures used after climbing injury. In 
round 2, all participants will be provided with a summary 
of the current literature of the rehabilitation and RTS 
strategies for upper limb sports injuries. Rounds 2 and 3 
will consist of a summary of the results from the previous 
round including any dissonance. Participants will be asked 
to anonymously rate responses on a 5-point Likert scale. 
The study steering group and patient public involvement 
representatives will be involved from conceptualisation 
until final dissemination.

INTRODUCTION
Climbing in the past two decades has grown 
into both a dynamic grassroots participa-
tion sport and Olympic discipline.1 In 2021 
for the first time, the sport of climbing was 
included in the Olympic Games featuring 
the main three competition disciplines (lead 
climbing, speed climbing and bouldering). 
Climbing has also seen rapid growth in 
participation in both outdoor rock climbing 
and indoor climbing on artificial climbing 
walls.2 Climbing indoors on artificial holds 
or outdoors on natural rock formations is 

underscored by participants reaching the end 
of a predetermined route without falling.3 
The sport is made up of different categories 
of climbing each with its own unique style, 
rules and physiological characteristics which 
define participation. The different types of 
climbing include traditional climbing, boul-
dering, speed climbing, ice climbing and 
sport or lead climbing.4

Traditional climbing is the oldest type of 
climbing and is undertaken outdoors on 
natural rock formations. The climber is 
attached to a rope and is belayed by a second 
climber. The climber ascends the route and 
places protective equipment into the rock 
and connects the rope. Sport climbing can be 
undertaken both outdoors and indoors and 
again the climber is attached to a rope while 
belayed by a second climber. In contrast to 
traditional climbing, the rope is attached by 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ There is an absence of literature documenting re-
habilitation, physical preparation and return to 
climbing parameters after musculoskeletal injury in 
climbers. This is in large part because climbing is 
still a minority sport with a limited research base.

WHAT THIS STUDY ADDS
	⇒ This study will provide international expert con-
sensus on the postinjury and surgical rehabilita-
tion, physical preparation and return to sport after 
musculoskeletal climbing injuries. It will provide a 
framework for the safe return to participation, sport 
and performance in a range of climbers.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ The results obtained in this study will be important 
for developing future pilot and feasibility studies for 
rehabilitation and return to performance strategies 
in climbers after injury.
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the climber ascending to prefixed anchor points for their 
protection in the event of a fall.5

Bouldering is a separate discipline which involves the 
ascent or traverse along a predetermined route. This 
type of climbing is short in duration, typically 10–40 s 
utilising several powerful gymnastic-style movements to 
reach the end of the route. The height of these routes is 
low in comparison to traditional and sport climbing. The 
climber is not attached to a rope and in the event of a fall 
is managed by spotters and safety mats to reduce the risk 
of injury.2

Speed climbing is a separate Olympic sport at present. 
The aim is to ascend a predefined route while racing 
against another climber. The climber who reaches the 
end of the route first is the winner.6 The time taken to 
ascend the route is quantified by an electronic timing 
plate at the start and end of the route.7 All climbing disci-
plines are accessible to climbers with disabilities and are 
termed Para climbing.8 This diversity of climbing activities 
contributes to a variety of injury types and biomechanical 
and physiological demands.

The upper limb is an important anatomical region to 
understand in relation to training, injury and return to 
performance. The primary interface between the wall or 
natural rock is the hand and upper limb. The magnitude 
of forces expressed through the musculoskeletal system 
is influenced by biomechanical moment arms both at 
the whole body, body segment and local joint muscle 
interface.9 The upper limb and especially the hand have 
a smaller surface area of bone, connective tissue and 
muscles in comparison to the lower body.10 The smaller 
surface area for the absorption, transfer and the genera-
tion forces imposes mechanical penalties on these tissues. 
This applied force and surface area are directly related to 
the degree of mechanical stress imposed on biological 
tissues.9 The relatively high loads expressed through the 
interface of the hand, wrist, elbow and shoulder regions 
may increase the risk of injury in this population.11 It may 
also affect the rehabilitation, physical preparation and 
return to sport (RTS) considerations for the climber and 
clinicians.12

The injury burden associated with climbing has been 
well documented in the disciplines (sport and boul-
dering) with the highest participation levels.3 4 Across a 
spectrum of performance levels the prevalence of injury 
has been reported to vary between 10 and 81% regard-
less of the cause.13 14 This can be broken down into acute 
and chronic injuries and impact and non-impact inju-
ries. Injuries associated with impact typically involve a 
fall from height and impact with the ground or climbing 
surface.13 14

The upper limb is most commonly associated with 
these injuries often affecting the fingers, wrist, elbow 
and shoulder regions.11 Chronic overuse injuries account 
for between 33% and 44% of injuries in climbers, the 
result of repetitive and forceful exertions of tissues over a 
protracted timeframe.15 16 The upper limb is the anatom-
ical region subjected to the most chronic overuse injury 

at the site of the fingers, wrist, elbow and shoulder.17 
Upper limb injuries are common in elite climbers18 and 
recreational climbers.19 The hand is the most frequently 
reported anatomical location accounting for around 
22.9% of injuries in a cohort of 436 elite climbers.18 The 
prevalence of upper limb injuries was 77.1% and 17.7% 
in the lower limb and 5.2% associated with other regions. 
However, while the burden of injury is well documented 
and the surgical procedures20 frequently reported in 
the literature, rehabilitation parameters after injury is 
sparce.21

The treatment, management, rehabilitation and RTS 
parameters after injury are poorly documented with only 
limited literature detailing approaches and principles of 
management. In situations in which physiotherapy and 
rehabilitation have been reported, it is as part of surgical 
treatment algorithms,22 case studies23 24 and clinical 
commentaries.25 26 In these reports, rehabilitation is not 
reported in adequate detail and no guidance on return 
to climbing and subsequent return to performance 
is included. This level of detail is incompatible with 
the delivery of evidence-based rehabilitation and RTS 
guidance, which can direct care for the healthcare and 
physical preparation professional.

Aim
To reach international expert consensus among a panel 
of climbing experts on the postinjury and surgical reha-
bilitation, physical preparation and return to climbing 
strategies in a range of adult climbers. This will provide 
a framework for the safe return to participation, sport 
and performance in a range of climbers in a real-world 
applied setting.

Objectives
1.	 To determine expert consensus on important quan-

titative and qualitative outcome measures for early, 
middle and late-stage rehabilitation, RTS and return 
to performance.

2.	 To determine expert consensus on the components of 
early, middle and late-stage rehabilitation phases.

3.	 To determine expert consensus on the components of 
RTS and return to performance phases of a climber’s 
recovery.

METHODS AND ANALYSIS
Study design
This study will be reported in accordance with guidance 
on conducting and reporting Delphi studies guidelines 
recommended by Enhancing the Quality and Transpar-
ency of Health Research.27

The purpose of the Delphi technique is the formation 
of consensus or exploration of a field beyond the existing 
knowledge or when there is a lack of published guidance. 
The aim is to build systematic consensus to resolve uncer-
tainty about a clinical question or concept of care.28 An 
electronic Delphi study allows input from a wide spec-
trum of experts across a range of disciplines related to 
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medicine, rehabilitation and performance from several 
countries.29 It also allows anonymity preventing dominant 
behaviours or peer pressure influencing the responses of 
its participants.30 The Delphi approach also allows irri-
tation and controlled feedback to all participants of the 
group opinion. Participants during this process are able 
to refine, comment and amend their view in anonymity 
working towards consensus.31

Sample size and expert eligibility
Panel members will be selected because of their exper-
tise in either the delivery of healthcare (such as athletic 
trainers, physiotherapists, doctors, osteopaths or other 
allied healthcare or medical professionals) and/or 
physical preparation and/or strength and conditioning 
(climbing coaches, physical preparation and S&C coaches 
and sports scientists) of climbers with a special interest 
in elite, subelite or recreational climbers in either boul-
dering, speed climbing, traditional climbing or sport/
lead climbing. A sample of at least 20 healthcare profes-
sionals and 20 applied practitioners with expertise in the 
physical preparation and/or strength and conditioning 
of climbers will be recruited from two populations32:
1.	 Healthcare professionals or applied practitioner aca-

demics with ≥2 publications or conference proceed-
ings as the first author in peer-reviewed scientific 
journals or textbooks on related subjects to injury 
management and/or rehabilitation in climbing or 
presented at sports medicine or rehabilitation confer-
ences on related topics in the last 10 years.

2.	 Healthcare professionals and applied practitioner 
experts who can demonstrate a case load of ≥20% 
climbing-related injuries and/or training and/or con-
sultancy on return to performance.

No exclusion criteria will be applied with regard to 
geographical location, biological sex, gender or cultural 
background. A balance will attempt to be made between 
experience, biological sex, gender, ethnicity, nationality 
and professional representation.

Recruitment
Participants will be recruited through professional 
networks and social media via a purposeful snowballing 
sampling approach,33 including the International 
Climbing Research Association and International Feder-
ation of Sport Climbing. This sampling method is applied 
when it is difficult to access participants with specific 
target characteristics. In this method, existing partic-
ipants will be asked to recruit and recommend other 
suitably qualified participants from their network. A long 
list of potential participants will be constructed and once 
consolidated potential participants will be contacted and 
invited to participate because of their experience and 
knowledge in this area.

Sample size
Sample sizes and sampling methods are not well defined 
in the Delphi technique, however, if the groups are 

representative and knowledgeable in the area of study, 
then content validity can be assumed.34 The purpose 
of the Delphi technique is the formation of consensus 
and exploration of a field beyond the existing knowl-
edge when there is a lack of published guidance. The 
aim is to build systematic consensus to resolve uncer-
tainty about a clinical question or concept of care.28 
Expert practitioners that mange the care of climbers is 
very small internationally. For example, in the United 
Kingdom, there are approximately five practitioners with 
a special interest in climbing injuries. In clinical rehabili-
tation fields, evaluating interventions consensus has been 
achieved with 14–27 experts previously.35 36 Therefore, to 
achieve consensus, it is estimated that a minimum of 27 
experts will be required. In these studies, the response 
rate is typically about 70%, therefore a minimum of 
40 experts will be recruited because of the anticipated 
levels of dropout.37 Furthermore, there is no data on the 
number of practitioners internationally involved in the 
management of climbing injuries. Therefore, the sample 
size will account for the likely range of experts interna-
tionally with a special interest in the rehabilitation and 
physical preparation of climbers.

Procedure
The study will consist of three rounds. Figure 1 presents 
a summary of the e-Delphi rounds. A pilot study will be 
conducted by the principal investigator to evaluate the 
questionnaire. This will be to refine the readability and 
meaning of open and closed questions in round 1. This 
feedback will be analysed and necessary changes made 
before distribution to participants in each round. This 
data will be separated from the Delphi survey and used 
only for the development and piloting of questionnaires. 
The questionnaire will be piloted by a small group of 
healthcare professionals with expertise in climbing 
research and clinical practice. To increase feasibility and 
readability, the survey in all three rounds will be piloted. 
The survey will be compiled and distributed using the 
Joint Information Systems Committee (Jisc UK) V.3 
Online Surveys.

Round 1
Aim
The aim of round 1 is to generate a broad range of state-
ments on the rehabilitation, RTS, performance strategies 
and techniques used after climbing injury. It will also aim 
to understand which outcome measures experts believe 
are important in each phase.

Procedure
After the pilot testing and prior to e-Delphi survey distri-
bution, a discussion among the study steering group and 
patient public involvement representative will be under-
taken.

Round 1 will include demographic questions about 
the participants’ percentage of climbing injury practice 
and the nature of their clinical or academic work and 
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geographical location. The survey will then follow the 
following category format: at least 5–10 open-ended 
and closed questions about rehabilitation and injury 
management strategies after climbing injury. Then, 5–10 
open-ended and closed questions about physical prepara-
tion strategies in the middle to late stage of rehabilitation 
(eg, strength training, load management periodisation, 
power and rate of force development (RFD), sports-
specific skills, energy system development and kinetic 
chain development). Then, 5–10 open-ended and closed 
questions about return to climbing performance consid-
erations will be sought (eg, physical and psychological). 
Finally, two open-ended questions about diagnostic 
testing for progression through the different stages of 
rehabilitation and RTS in an applied setting (eg, early, 
middle and late stage/RTS).

Data analysis
The data will be analysed using inductive content anal-
ysis for open questions to identify themes, patterns and 
concepts38 using NVivo V.14 (Lumivero Denver, USA). 
The results will be reviewed by a second researcher to 
ensure consistency.39 Closed questions will be anal-
ysed descriptively for measures of central tendency 
and converted to Likert numerical data (mode and 
percentage agreement)40 using SPSS V.29.020(20) 
(IBMY). Areas of disagreement among the group will 
be determined and highlighted in round 2 to attempt 

to move the entire group towards consensus. Data on 
participant demographics and characteristics will also be 
tabulated to aid analysis of the results and to illustrate 
potential confounders or mediators in the results.

Definition of consensus
During round 1, consensus will be defined as agreement 
>2. Therefore, only responses where there is agreement 
between two or more participants will be redistributed.41

Round 2
Aim
The aim of round 2 is to move the groups towards 
consensus. This will be achieved by allowing participants 
to revise, review and anonymously rate the statements.

Procedure
All participants will be invited to round 2 including those 
that consented to round 1 but did not complete round 1. 
This will be to reduce the risk of false consensus.41 The 
statements generated during round 1 will be distributed 
to participants in round 2. Any disagreement or disso-
nance between professional groups (eg, physiotherapists, 
doctors and performance/conditioning coaches) during 
round 1 will be summarised and redistributed for further 
consideration and feedback. During round 2, partici-
pants will be requested to reconsider all responses where 
there is agreement between two or more participants. 

Figure 1  Stages of the Delphi procedure.
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Participants will be invited to rate their agreement 
with statements using a 5-point Likert scale (1=strongly 
disagree, 5=strongly agree). An open text box will also be 
provided for participants to offer their opinion on issues 
raised during round 1.

Information provided
At the start of round 2, all participants will be provided 
with a summary of the current literature on the reha-
bilitation and physical preparation for return to play 
following sports injuries of the upper limbs.42 Research 
literature for managing acute and chronic upper 
limb injuries in athletes of all ages and participation 
levels will be reviewed using the following databases 
(PubMed, Cochrane Central Register of Controlled 
Trials, CINAHL, Medline, PEDRO, NICE, AMED and 
Gray literature searches in Google Scholar). Articles 
will be extracted and reviewed prioritising system-
atic reviews, clinical practice guidelines and original 
research and narrative reviews (in that order). The 
search terms used will be purposefully broad using 
patients with shoulder, arm, forearm, elbow, hand, 
upper limb injury, upper limb injury management 
AND return to sport OR return to play OR RTP OR 
physical preparation OR rehabilitation medicine OR 
athletic rehabilitation OR sports medicine. Articles 
which mention rehabilitation, or injury management 
of upper limb, elbow or hand or finger injuries will be 
included for review. Articles not mentioning shoulder, 
elbow or hand or finger injury management or reha-
bilitation in a sporting context or its focus is only on 
surgical management of injuries will be excluded. A 
deductive content analysis will be conducted to iden-
tify key themes from the literature search39 to inform 
the first and second round of the Delphi. This will lead 
to the generation of specific open-ended and closed 
statements, which will be constructed into a question-
naire.
This literature review will be used in the following way:
1.	 It will lead to the generation of specific open-ended 

and closed statements, which will be used to con-
struct the questionnaire used in round 1.

2.	A summary of the literature review will be circulat-
ed to all participants at the start of round 2. This 
seeded approach of providing the participants 
with pre-existing information provides the panel-
lists from different professional groups (doctors, 
physiotherapists and performance coaches) with 
an equitable starting point for upper limb rehabil-
itation, physical preparation and return to perfor-
mance before the start of consensus development. 
Providing participants with pre-existing informa-
tion from the general upper limb field is important 
because climbing specific rehabilitation and RTP is 
an under-researched area. However, this seeded ap-
proach will still allow expert panellists the opportu-
nity to volunteer ideas that are not reported in the 
current literature.

Data analysis
Numerical data from round 2 will be analysed quantita-
tively using descriptive statistics to establish percentage 
agreement. Statements which are rated agree or strongly 
agree using the Likert scale will be used to calculate the 
percentage agreement. The median and mode will be 
used as a form of secondary analysis and the dispersion 
of each statement captured with IQR.43 The median is 
not affected by extreme scores or outliers in the data and 
is the recommended measure of central tendency for 
ordinal data.40

Definition of consensus
Consensus will be determined when 70% of participants 
within the group agree with a statement.

During round 1, consensus will be defined as agree-
ment >2. However, when a statement achieves consensus 
in round 2, it will proceed to round 3.41

Round 3
Aim
The aim of this round will be to determine consensus 
of any remaining statements which have not reached 
consensus.

Procedure
The results of round 2 will be sent to all participants 
including descriptive and inferential statistics outlining 
stability, disagreement and percentage agreement. Likert 
scales will be used in round 3 to ascertain the level of 
agreement. Participants will be asked to rate their agree-
ment with statements that achieve 70% agreement during 
round 2 with the additional opportunity for open answer 
comments.

Information provided
Participants will be provided with a summary of the 
results from round 2 and areas of disagreement.

Definition of consensus
Consensus will be reached in each subdomain of study 
(eg, initial injury management, chronic injury manage-
ment, intermediate stage, late stage and RTS, outcome 
measures and return to performance) when the Kend-
all’s coefficient is ≥0.7.41

Data analysis
Numerical data from round 3 will be analysed quantitatively 
to establish percentage agreement from the remaining 
statements. Again, statements which are rated agree or 
strongly agree using the Likert scale will be used to calcu-
late the percentage agreement. The median, mode and 
IQR will be computed. The assessment of stability is recom-
mended in the final two rounds of Delphi studies to assess 
the degree of consensus.40 The Wilcoxon Paired signed-
ranks t-test with a significance level of p<0.05 will be used to 
compare differences in panellists’ responses from rounds 
2 to 3.44 Kendall’s coefficient of concordance will be used 
to evaluate overall agreement in each subdomain of the 
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study. Overall consensus will be determined with a value 
of 0 indicating weak association and 1 indicating strong 
association.45 The data will then be tabulated and a visual 
summary of the results presented to participants. At the 
completion of this round, the data will be synthesised and 
recommendations proposed. An anonymous survey will be 
sent to all participants in all three rounds to ascertain their 
consensus on the project’s overall recommendations using 
similar Likert scales from rounds 2 and 3.

Study steering group
Coauthors (SP, MB, VRS and GJ) are the study steering 
group and provide academic, methodological and 
clinical expertise in rehabilitation, strength and condi-
tioning, performance and climbing. The group will meet 
to discuss results after each round and provide feedback 
and critical insights as the project progresses.

Patient and public involvement
Two patient and public involvement (PPI) represen-
tatives, a male and female climber, will be involved in 
the conceptualisation of the project until final dissemi-
nation. The PPI representatives will provide important 
insights and feedback on the methodology and results 
synthesis at all stages of the process. To promote trans-
parency Guidance for Reporting Involvement of Patients 
and Public Short Form Checklist will be used.46

DISCUSSION
There is an absence of literature documenting reha-
bilitation, physical preparation and return to climbing 
parameters after musculoskeletal injury in climbers. 
This is large part because climbing is still a minority 
sport with a limited research base.47 In situations in 
which rehabilitation is reported, it is typically as a part of 
surgical treatment algorithms,22 case studies23 24 or clin-
ical commentaries.21 26 In many situations, rehabilitation 
parameters are not reported in adequate detail and there 
is limited guidance about return to climbing and return 
to performance. This is incompatible with the delivery 
of evidence-based rehabilitation and RTS guidance for 
healthcare and physical preparation professionals. This 
gap in the knowledge may have wider reaching implica-
tions for patient care and reinjury. Recently, Gronhaug 
and Saeterbakken48 have reported that climbers believe 
that healthcare professionals do not have adequate knowl-
edge to treat climbing-related upper limb injuries. In this 
study, climbers report not seeking professional advice 
and instead trusting management advice from other 
climbers or using social media forums to manage injuries. 
This may underscore the need to develop evidence-based 
frameworks for rehabilitation and return to performance 
after climbing injury. This should include defining the 
principles of rehabilitation after climbing injuries and 
developing consensus in physical preparation and return 
to performance considerations with climbers, clinicians, 
coaches and physical development practitioners.

In the absence of primary research, the Delphi 
approach has been shown to be beneficial in gathering 
data from specific individuals, groups and populations 
across multiple sectors.49 The Delphi approach is a 
descriptive explanatory approach for achieving expert 
consensus.50 It is based on the assumption that expert 
group opinion is more valid than expert individual 
opinion using a rigorous methodology which is repro-
ducible.51 Importantly, a Delphi technique does not 
produce definitive answers, but instead valid expert 
opinion.40 The anonymity of responses from its panel 
members provides the opportunity to express opinions 
to others without feeling pressurised by more influential 
members. This helps to promote honesty and reduces 
the risk of bias.34 The controlled feedback in each round 
of the survey, its multiple irritations and the exploration 
of consensus enhance the validity and reliability of the 
end product.42

There is currently no example in the literature of 
using the Delphi technique in the rehabilitation, return 
to sport and return to performance of climbers after 
injury. However, there are many examples of its applica-
tion in healthcare for developing clinical guidelines52 53 
and research priorities.54 55 Consensus obtained in this 
study will be important for developing future pilot and 
feasibility testing for rehabilitation and return to perfor-
mance strategies for climbers.

ETHICS AND DISSEMINATION
Full ethical approval is provided by St Marys Univer-
sity (Reference number SMU_ETHICS_2024–25_872). 
Dissemination will take place through peer-reviewed 
publications and conference proceedings.

X Uzo Ehiogu @consultantpt

Contributors  Conceptualised and proposed the consensus study. UE drafted the 
initial manuscript. VRS and GJ contributed to the development and piloting of the 
research questions. MB and SP contributed to the development of the study design, 
framework and subsequent revisions and approved the final manuscript. UE is the 
guarantor of the work accepting full responsibility for its content, data integrity and 
decision to publish. Mrs Beth Boddice at the Royal Orthopaedic Hospital Library 
Service assisted with literature searching. Miss Jo Neame and Mr Luke Smith were 
patient and public representatives and provided critical insights on aspects of the 
development of research questions.

Funding  Chartered Society of Physiotherapy—Academically accredited course 
award 072792. Musculoskeletal Association of Chartered Physiotherapists—Level 
2 Continued Professional Development Award.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication  Not applicable.

Ethics approval  Ethics reference number is SMU_ETHICS_2024-25_872: St 
Marys University—Faculty of Sport, Technology and Health Sciences. Participants 
gave informed consent to participate in the study before taking part.

Provenance and peer review  Not commissioned; internally peer-reviewed.

Data availability statement  Data are available upon reasonable request.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 

B
M

J O
pen S

port &
 E

xercise M
edicine: first published as 10.1136/bm

jsem
-2025-002584 on 19 M

ay 2025. D
ow

nloaded from
 https://bm

jopensem
.bm

j.com
 on 3 June 2025 by guest.

P
rotected by copyright, including for uses related to text and data m

ining, A
I training, and sim

ilar technologies.

https://x.com/consultantpt


7Ehiogu U, et al. BMJ Open Sp Ex Med 2025;11:e002584. doi:10.1136/bmjsem-2025-002584

Open access

and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the 
use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Uzo Ehiogu http://orcid.org/0000-0001-5581-9556
Volker Rainer Schöffl http://orcid.org/0000-0002-3855-7934
Gareth Jones http://orcid.org/0000-0002-0313-0092

REFERENCES
	 1	 Lutter C, El-Sheikh Y, Schöffl I, et al. Sport climbing: medical 

considerations for this new Olympic discipline. Br J Sports Med 
2017;51:2–3. 

	 2	 Saul D, Steinmetz G, Lehmann W, et al. Determinants for success in 
climbing: A systematic review. J Exerc Sci Fit 2019;17:91–100. 

	 3	 Jones G, Schöffl V, Johnson MI. Incidence, Diagnosis, and 
Management of Injury in Sport Climbing and Bouldering: A Critical 
Review. Curr Sports Med Rep 2018;17:396–401. 

	 4	 Jones G, Johnson MI. A Critical Review of the Incidence and Risk 
Factors for Finger Injuries in Rock Climbing. Curr Sports Med Rep 
2016;15:400–9. 

	 5	 Schweizer A. Sport climbing from a medical point of view. Swiss 
Med Wkly 2012;142:w13688. 

	 6	 Ehiogu UD, Krawczyk M, Tallent J. Strength and Conditioning 
Considerations for Speed Climbing. Strength Cond J 
2022;45:259–71. 

	 7	 Chen R, Liu Z, Li Y, et al. A Time-Motion and Error Analysis of Speed 
Climbing in the 2019 IFSC Speed Climbing World Cup Final Rounds. 
Int J Environ Res Public Health 2022;19:6003. 

	 8	 Lutter C, Tischer T, Schöffl VR. Olympic competition climbing: 
the beginning of a new era-a narrative review. Br J Sports Med 
2021;55:857–64. 

	 9	 Lu TW, Chang CF. Biomechanics of human movement and its clinical 
applications. Kaohsiung J Med Sci 2012;28:S13–25. 

	10	 Kubiak EN, Klugman JA, Bosco JA. Hand injuries in rock climbers. 
Bull NYU Hosp Jt Dis 2006;64:172–7.

	11	 Holtzhausen LM, Noakes TD. Elbow, Forearm, Wrist, and 
Hand Injuries Among Sport Rock Climbers. Clin J Sport Med 
1996;6:196–203. 

	12	 Schöffl VR, Schöffl I. Injuries to the Finger Flexor Pulley System in 
Rock Climbers: Current Concepts. J Hand Surg Am 2006;31:647–54. 

	13	 Josephsen G, Shinneman S, Tamayo-Sarver J, et al. Injuries 
in bouldering: a prospective study. Wilderness Environ Med 
2007;18:271–80. 

	14	 Jones G, Asghar A, Llewellyn DJ. The epidemiology of rock-climbing 
injuries. Br J Sports Med 2008;42:773–8. 

	15	 Wright DM, Royle TJ, Marshall T. Indoor rock climbing: who gets 
injured? Br J Sports Med 2001;35:181–5. 

	16	 Woollings KY, McKay CD, Kang J, et al. Incidence, mechanism 
and risk factors for injury in youth rock climbers. Br J Sports Med 
2015;49:44–50. 

	17	 Backe S, Ericson L, Janson S, et al. Rock climbing injury rates and 
associated risk factors in a general climbing population. Scand J 
Med Sci Sports 2009;19:850–6. 

	18	 Lutter C, Tischer T, Hotfield T, et al. Current Trends in Sport Climbing 
Injuries after the Inclusion into the Olympic Program. Analysis of 633 
Injuries within the years 2017/18. Muscle Ligaments and Tendons J 
2020;10:201. 

	19	 Grønhaug G. Self-reported chronic injuries in climbing: who gets 
injured when? BMJ Open Sport Exerc Med 2018;4:e000406. 

	20	 Artiaco S, Bosco F, Lusso A, et al. Flexor Tendon Pulley Injuries: A 
Systematic Review of the Literature and Current Treatment Options. 
J Hand Microsurg 2023;15:247–52. 

	21	 Ehiogu UD, Schöffl V, Jones G. Rehabilitation of Annular Pulley 
Injuries of the Fingers in Climbers: A Clinical Commentary. Curr 
Sports Med Rep 2023;22:345–52. 

	22	 Mohn S, Spörri J, Mauler F, et al. Nonoperative Treatment of Finger 
Flexor Tenosynovitis in Sport Climbers-A Retrospective Descriptive 
Study Based on a Clinical 10-Year Database. Biology (Basel) 
2022;11:815. 

	23	 Vagy J. Clinical management of finger joint capsulitis/synovitis in a 
rock climber. Front Sports Act Living 2023;5:1185653. 

	24	 Vagy J. Case Report: Using Telehealth to Treat Triceps Tendinopathy 
in a Rock Climber. Front Sports Act Living 2022;4:829480. 

	25	 Ehiogu UD, Stephens G, Jones G, et al. Acute Hamstring Muscle 
Tears in Climbers-Current Rehabilitation Concepts. Wilderness 
Environ Med 2020;31:441–53. 

	26	 Meyers RN, Schöffl VR, Mei-Dan O, et al. Returning to Climb 
after Epiphyseal Finger Stress Fracture. Curr Sports Med Rep 
2020;19:457–62. 

	27	 Jünger S, Payne SA, Brine J, et al. Guidance on Conducting 
and REporting DElphi Studies (CREDES) in palliative care: 
Recommendations based on a methodological systematic review. 
Palliat Med 2017;31:684–706. 

	28	 McMillan SS, King M, Tully MP. How to use the nominal group and 
Delphi techniques. Int J Clin Pharm 2016;38:655–62. 

	29	 Toronto C. Considerations when conducting e-Delphi research: a 
case study. Nurse Res 2017;25:10–5. 

	30	 Msibi PN, Mogale R, De Waal M, et al. Using e-Delphi to formulate 
and appraise the guidelines for women’s health concerns at a coal 
mine: A case study. Curationis 2018;41:e1–6. 

	31	 Taylor RM, Feltbower RG, Aslam N, et al. Modified international 
e-Delphi survey to define healthcare professional competencies for 
working with teenagers and young adults with cancer. BMJ Open 
2016;6:e011361. 

	32	 Manyara AM, Purvis A, Ciani O, et al. Sample size in 
multistakeholder Delphi surveys: at what minimum sample size do 
replicability of results stabilize? J Clin Epidemiol 2024;174:111485. 

	33	 Faugier J, Sargeant M. Sampling hard to reach populations. J Adv 
Nurs 1997;26:790–7. 

	34	 Nasa P, Jain R, Juneja D. Delphi methodology in healthcare 
research: How to decide its appropriateness. World J Methodol 
2021;11:116–29. 

	35	 Boereboom CL, Williams JP, Leighton P, et al. Forming a consensus 
opinion on exercise prehabilitation in elderly colorectal cancer 
patients: a Delphi study. Tech Coloproctol 2015;19:347–54. 

	36	 Price J, Rushton A, Tyros V, et al. Expert consensus on the important 
chronic non-specific neck pain motor control and segmental 
exercise and dosage variables: An international e-Delphi study. PLoS 
One 2021;16:e0253523. 

	37	 Keeney S, Hasson F, Mckenna H. The delphi technique in nursing 
and health research. Oxford, UK: Wiley Online Books, 2011:69–97.

	38	 Erlingsson C, Brysiewicz P. A hands-on guide to doing content 
analysis. Afr J Emerg Med 2017;7:93–9. 

	39	 Bengtsson M. How to plan and perform a qualitative study using 
content analysis. NursingPlus Open 2016;2:8–14. 

	40	 Shang Z. Use of Delphi in health sciences research: A narrative 
review. Medicine (Abingdon) 2023;102:e32829. 

	41	 Tucker S, Heneghan NR, Gardner A, et al. Promotion of sports, 
exercise and physical activity participation during postoperative 
interventions for adolescent idiopathic scoliosis: protocol for an 
international e-Delphi study. BMJ Open 2024;14:e084487. 

	42	 Keeney S, Hasson F, McKenna H. Consulting the oracle: ten lessons 
from using the Delphi technique in nursing research. J Adv Nurs 
2006;53:205–12. 

	43	 von der Gracht HA. Consensus measurement in Delphi studies: 
Review and implications for future quality assurance. Technol 
Forecast Soc Change 2012;79:1525–36. 

	44	 Kalaian SA, Kasim RM. Terminating Sequential Delphi Survey Data 
Collection. Pract Assess Res Eval 2012;17. 

	45	 Meijering JV, Kampen JK, Tobi H. Quantifying the development of 
agreement among experts in Delphi studies. Technol Forecast Soc 
Change 2013;80:1607–14. 

	46	 Staniszewska S, Brett J, Simera I, et al. GRIPP2 reporting checklists: 
tools to improve reporting of patient and public involvement in 
research. BMJ 2017;358:j3453. 

	47	 Künzell S, Balas J, España-Romero V, et al. Editorial: Research in 
Sport Climbing. Front Psychol 2021;12:752617. 

	48	 Grønhaug G, Saeterbakken A. No pain no gain: a survey of use 
of healthcare and reasons not to seek healthcare by Norwegian 
climbers with chronic injuries. BMJ Open Sport Exerc Med 
2019;5:e000513. 

	49	 McKenna HP. The Delphi technique: a worthwhile research approach 
for nursing? J Adv Nurs 1994;19:1221–5. 

	50	 McPherson S, Reese C, Wendler MC. Methodology Update: Delphi 
Studies. Nurs Res 2018;67:404–10. 

	51	 Makhmutov R. The Delphi method at a glance. Pflege 2021;34:221. 
	52	 Morita T, Bito S, Kurihara Y, et al. Development of a Clinical 

Guideline for Palliative Sedation Therapy Using the Delphi Method.  
J Palliat Med 2003;6:345–50. 

	53	 Varndell W, Fry M, Lutze M, et al. Use of the Delphi method to 
generate guidance in emergency nursing practice: A systematic 
review. Int Emerg Nurs 2021;56:100867. 

	54	 McElroy L, Robinson L, Battle C, et al. Use of a modified Delphi 
process to develop research priorities in major trauma. Eur J Trauma 
Emerg Surg 2022;48:1453–61. 

	55	 Schneider PJ, Evaniew N, McKay P, et al. Moving Forward Through 
Consensus: A Modified Delphi Approach to Determine the Top 
Research Priorities in Orthopaedic Oncology. Clin Orthop Relat Res 
2017;475:3044–55. 

B
M

J O
pen S

port &
 E

xercise M
edicine: first published as 10.1136/bm

jsem
-2025-002584 on 19 M

ay 2025. D
ow

nloaded from
 https://bm

jopensem
.bm

j.com
 on 3 June 2025 by guest.

P
rotected by copyright, including for uses related to text and data m

ining, A
I training, and sim

ilar technologies.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5581-9556
http://orcid.org/0000-0002-3855-7934
http://orcid.org/0000-0002-0313-0092
http://dx.doi.org/10.1136/bjsports-2016-096871
http://dx.doi.org/10.1016/j.jesf.2019.04.002
http://dx.doi.org/10.1249/JSR.0000000000000534
http://dx.doi.org/10.1249/JSR.0000000000000304
http://dx.doi.org/10.4414/smw.2012.13688
http://dx.doi.org/10.4414/smw.2012.13688
http://dx.doi.org/10.1519/SSC.0000000000000745
http://dx.doi.org/10.3390/ijerph19106003
http://dx.doi.org/10.1136/bjsports-2020-102035
http://dx.doi.org/10.1016/j.kjms.2011.08.004
https://pubmed.ncbi.nlm.nih.gov/17155926
http://dx.doi.org/10.1097/00042752-199607000-00010
http://dx.doi.org/10.1016/j.jhsa.2006.02.011
http://dx.doi.org/10.1580/06-WEME-OR-071R1.1
http://dx.doi.org/10.1136/bjsm.2007.037978
http://dx.doi.org/10.1136/bjsm.35.3.181
http://dx.doi.org/10.1136/bjsports-2014-094067
http://dx.doi.org/10.1111/j.1600-0838.2008.00851.x
http://dx.doi.org/10.1111/j.1600-0838.2008.00851.x
http://dx.doi.org/10.32098/mltj.02.2020.06
http://dx.doi.org/10.1136/bmjsem-2018-000406
http://dx.doi.org/10.1055/s-0042-1749420
http://dx.doi.org/10.1249/JSR.0000000000001107
http://dx.doi.org/10.1249/JSR.0000000000001107
http://dx.doi.org/10.3390/biology11060815
http://dx.doi.org/10.3389/fspor.2023.1185653
http://dx.doi.org/10.3389/fspor.2022.829480
http://dx.doi.org/10.1016/j.wem.2020.07.002
http://dx.doi.org/10.1016/j.wem.2020.07.002
http://dx.doi.org/10.1249/JSR.0000000000000770
http://dx.doi.org/10.1177/0269216317690685
http://dx.doi.org/10.1007/s11096-016-0257-x
http://dx.doi.org/10.7748/nr.2017.e1498
http://dx.doi.org/10.4102/curationis.v41i1.1934
http://dx.doi.org/10.1136/bmjopen-2016-011361
http://dx.doi.org/10.1016/j.jclinepi.2024.111485
http://dx.doi.org/10.1046/j.1365-2648.1997.00371.x
http://dx.doi.org/10.1046/j.1365-2648.1997.00371.x
http://dx.doi.org/10.5662/wjm.v11.i4.116
http://dx.doi.org/10.1007/s10151-015-1317-2
http://dx.doi.org/10.1371/journal.pone.0253523
http://dx.doi.org/10.1371/journal.pone.0253523
http://dx.doi.org/10.1016/j.afjem.2017.08.001
http://dx.doi.org/10.1016/j.npls.2016.01.001
http://dx.doi.org/10.1097/MD.0000000000032829
http://dx.doi.org/10.1136/bmjopen-2024-084487
http://dx.doi.org/10.1111/j.1365-2648.2006.03716.x
http://dx.doi.org/10.1016/j.techfore.2012.04.013
http://dx.doi.org/10.1016/j.techfore.2012.04.013
http://dx.doi.org/10.7275/g48q-je05
http://dx.doi.org/10.1016/j.techfore.2013.01.003
http://dx.doi.org/10.1016/j.techfore.2013.01.003
http://dx.doi.org/10.1136/bmj.j3453
http://dx.doi.org/10.3389/fpsyg.2021.752617
http://dx.doi.org/10.1136/bmjsem-2019-000513
http://dx.doi.org/10.1111/j.1365-2648.1994.tb01207.x
http://dx.doi.org/10.1097/NNR.0000000000000297
http://dx.doi.org/10.1024/1012-5302/a000812
http://dx.doi.org/10.1089/109662103322144655
http://dx.doi.org/10.1089/109662103322144655
http://dx.doi.org/10.1016/j.ienj.2020.100867
http://dx.doi.org/10.1007/s00068-021-01722-z
http://dx.doi.org/10.1007/s00068-021-01722-z
http://dx.doi.org/10.1007/s11999-017-5482-7

	Developing consensus for upper limb rehabilitation, physical preparation and return to climbing in adults: protocol for an international e-­Delphi study
	ABSTRACT
	Introduction﻿﻿
	Aim
	Objectives

	Methods and analysis
	Study design
	Sample size and expert eligibility
	Recruitment
	Sample size
	Procedure
	Round 1
	Aim
	Procedure
	Data analysis
	Definition of consensus

	Round 2
	Aim
	Procedure
	Information provided
	Data analysis
	Definition of consensus

	Round 3
	Aim
	Procedure
	Information provided
	Definition of consensus
	Data analysis
	Study steering group


	Patient and public involvement

	Discussion
	Ethics and dissemination
	References


