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ABSTRACT

PURPOSE Building timely consensus among diverse stakeholders is important in primary
health care research. Consensus can be obtained using the nominal group technique which
includes 5 steps: (1) introduction and explanation; (2) silent generation of ideas; (3) sharing
ideas; (4) discussion; and (5) voting and ranking. The main challenges in using this tech-
nique are a lack of representation of different stakeholder opinions and the amount of time
taken to reach consensus. In this paper, we demonstrate how to effectively achieve consen-
sus using an adapted nominal group technique that mitigates the challenges.

METHODS This project aimed to reach consensus on the priority care domains for individu-
als aged 65 or older, using an adapted nominal group technique with 4 strategies: (1)
recruit 4 stakeholders groups (older people, clinicians, managers, decision makers) by using
maximum variation and snowballing sampling approaches; (2) use remote tools to ensure
high participation; (3) add an individual pre-elicitation activity to increase effectiveness; and
(4) adapt discussions to the stakeholders’ preferences for meaningful engagement.

RESULTS In total, 28 diverse stakeholders participated. After the pre-elicitation activity and

1 round of group discussion, we reached consensus on a priority domain called symptoms,
functioning, and quality of care. Adaptive group discussions and remote tools were the most
effective strategies. All participants strongly agreed that they were able to express their views
freely. Some perceived a need for emphasizing the alignment between the research objec-
tives and anticipated practice and policy implications.

CONCLUSIONS This adapted nominal group technique is an effective and enriching method
when timely consensus is needed among diverse stakeholders. Health care researchers in
various fields can benefit from using this research methodology.

Ann Fam Med 2024;22:525-532. https://doi.org/10.1370/afm.3166

INTRODUCTION

he participatory research approach is an important tool for family medicine

and primary health care research.' By recognizing stakeholders’ expertise

and lived experiences,? this approach increases the applicability of research
outputs.? To achieve this, it is essential to rely on consensus-building methods
that enable individuals with diverse backgrounds and opinions to collaboratively
arrive at acceptable decisions.* As this process can be challenging due to time
and resource constraints,’ it is important to choose the best method for a given
research project. There is a wide variation in the selection, use, and application of
consensus-building methods and their reporting in health care, indicating a need for
standardization.®

The Delphi technique for consensus-building method is used most often.® It
involves a series of questionnaires that gather opinions from a large number of
respondents, usually with the goal to develop guidelines.” The Delphi technique,
however, has some disadvantages: repeated rounds of questionnaire completion is
time-consuming, some people who participate in early rounds may drop out,” and
participants often do not engage with each other to discuss their opinions.®
Another well-known and highly utilized method to build consensus is the nomi-

nal group technique.* Originally developed as an organizational planning tech-
nique,® this method can be appropriate when dealing with a well-defined question.’
It can be used for problem solving, idea-generation, or eliciting priorities on a given
topic from different groups of stakeholders.” The classical nominal group technique
is a structured process'’ encompassing 5 steps: (1) introduction and explanation; (2)
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silent generation of ideas; (3) round-robin sharing of ideas;
(4) group discussion and clarification of ideas; and (5) voting
on and ranking the ideas." The nominal group technique has
advantages as it is an efficient and productive way to reach
consensus among a limited number of participants, provides
rapid results to researchers, and allows participants to explain
their opinions with rich justifications.'” The nominal group
technique is also flexible enough to adapt to circumstances’
and can be used in combination with a range of techniques®
and supporting tools for participants.'> The 2 main challenges
in implementing the nominal group technique are a lack of
representation of opinions from different stakeholders and
the amount of time to reach consensus.’ In this methodology
article, we demonstrate how to effectively achieve consensus
among stakeholders with a wide range of backgrounds and
opinions using an adapted nominal group technique (aNGT)
that mitigates these challenges.

METHODS

Older Persons’ Health and Social Services Research
This work was part of a project designed to understand the
care trajectories of persons aged 65 or older. The Research
Ethics Office (Institutional Review Board) of McGill Univer-
sity approved this study (A11-B63-19A). The first phase of this
study consisted of adapting the International Consortium for
Health Outcomes Measurement (ICHOM) standard set of
health and social service indicators for older persons'* to the
province of Quebec, Canada. The [ICHOM encompasses 6
domains: (1) disutility of care (ie, treatment-related complica-
tions); (2) symptoms, functioning, and quality of care (eg,
activities of daily living); (3) care (ie, care burden); (4) health
care responsiveness (ie, participation and decision making);
(5) clinical status (eg, frailty); and (6) quality of death (ie,
place of death)."* We aimed to develop of a consensus on the
priority domains and identify new indicators, if any, deemed
important to the stakeholders.

The Adapted Nominal Group Technique

Given the challenges of the nominal group technique in
terms of lack of representation and required time,'3 we incor-
porated the following 4 strategies in the aNGT.

Recruitment of Diverse Participants

We used 2 sampling methods to elicit diverse perspectives.
Using a purposeful sampling with maximum variation,'” we
targeted participants of different ages, genders, geographic
locations, and backgrounds.” In the nominal group technique,
it is recommended that the experts in each group are kept
homogeneous in status and limited to a maximum of 7 par-
ticipants.* We created 4 groups with varying backgrounds
(occupation or roles in care of older persons): (1) persons aged
65 years or older; (2) clinicians (eg, family physicians, geri-
atricians, nurses); (3) managers (eg, directors and health care
professionals working in the management of Quebec regional

health organizations); and (4) decision makers (eg, representa-
tives of the Ministry of Health). A letter to potential partici-
pants, written by the senior author (I.V.), introducing the study
team and objectives was e-mailed to our large network of
researchers and collaborators. At this stage, we also employed
a snowball sampling method."” Those who agreed to be con-
tacted (ie, potential participants) were sent an invitation e-mail
that outlined the study activities and asked them to confirm
their participation. In the e-mail, we also asked them to refer
other individuals knowledgeable in the subject matter.'

Use of Remote Tools

The study was conducted during the COVID-19 pandemic,
and we needed to reach many stakeholders over a vast terri-
tory. We facilitated recruitment by offering potential partici-
pants brief individual online meetings to explain the study:.
We used online consent and questionnaire completion, and
a remote aNGT'*"'® to facilitate participation, streamline the
process, expedite data analysis, and generate timely results."”

Individual Pre-Elicitation Activity Before Discussions
Before the aNGT group discussion, participants individually
reviewed materials that explained the study and ranked the
ICHOM domains (ie, pre-elicitation).'® This approach allowed
us to minimize the time needed for multiple votes.” The
questionnaire results for each group were then used to stimu-
late reconsideration and interaction among participants of the
group during discussion (ie, controlled feedback)'® and lead
the group to achieve consensus.

Adapt Discussions to the Stakeholder Group

To promote equity, diversity, inclusion, and active participa-
tion in discussions, we tailored group discussions to the needs
of each stakeholder group. We gave older persons additional
time to allow them to express their ideas (duration), sched-
uled group discussions with clinicians, managers, and decision
makers around lunch hours (time of day), and adjusted the
terminology to the group to avoid jargon (vocabulary).

Description of aNGT Activities
We conducted 3 online activities from April through Decem-
ber 2022 (Figure 1).

Individual Activity

The objective of this activity was to introduce the [CHOM
set of indicators'* for older persons and pre-elicit*® partici-
pants’ opinions while maintaining anonymity.'® We prepared
a 20-minute video and PowerPoint presentation introducing
the project and French translations of the ICHOM domains
and indicators. An e-mail included a link to the consent form
which directed participants to these study materials. Partici-
pants were invited to complete a 15-minute online question-
naire in Microsoft Forms asking them to rank the [CHOM
domains in order of priority based on their perspective (ie,
first priority being 1, and last priority being 6). Text boxes

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 22, NO. 6 * NOVEMBER/DECEMBER 2024

~eg >



BUILDING TIMELY CONSENSUS AMONG DIVERSE STAKEHOLDERS

were provided to allow participants to explain their thoughts
behind the prioritization and propose new aspects not
included in the original ICHOM set of 6 domains.'

Group Discussion
The objective of this activity was to allow participants to
reflect on their initial ranking at the questionnaire stage, gen-
erate additional insights, and suggest modifications through
iterative thinking and discussions.'® We conducted 4 group
discussions, 1 with each stakeholder group. Before each group
discussion, we descriptively analyzed the deidentified ques-
tionnaire responses (analysis within each group). We totaled
ranking points for each domain (smaller total score indicated
higher priority), and listed proposed aspects inportant to
include in the ICHOM. We also prepared a short presenta-
tion of the results and sent it to the stakeholder groups the
week before discussions.*

The specific logistic and organizational details
of the group activities were designed to reduce

RESULTS

Among the 62 eligible participants who received the study
link, 28 (14 women, 14 men) participants consented and
completed the questionnaire (45% response rate). Mean
(range) age was 58 (33-73) years. Participants were from 6
regions of Quebec. Reasons for not being able to participate
in the study included time concerns, travel outside of the
country, and personal (eg, health issues, loss of family mem-
bers). Among those who completed the questionnaire, 20 (14
women, 6 men) participants joined a group discussion (4 per-
sons aged 65 years or older, 7 clinicians, 5 managers, and 4
decision makers). There was a 29% attrition rate at this stage.
The main reason for not participating in group discussion was
a schedule conflict with the proposed days or times (Table 2).
Both the sum of total scores and overall ranking showed
that the priority domain was symptoms, functioning,
and quality-of-life; followed by the domains health care

facilitator bias® and to create a non-judgmental,

Figure 1. Study activities and outputs.

inclusive atmosphere*. Two co-facilitators (I.V,,
A.Q-V), who are experts on the topic and had
credibility within the group, led discussions using a
guide adapting the nominal group technique proto-
col stages'' (Table 1). In addition, 3 team members
took notes (D.C-S., G.A-L., C.F-B), wrote partici-

pants' ideas in a shared document, and ensured that

Individual activity

the logistical aspects ran smoothly (eg, Zoom plat-
form management, time keeping).

To determine whether we had reached a con-
sensus or needed to hold another round of group
discussion, the facilitator summarized main con-
vergences and any discordances among the group
members at the end of each group discussion. We
defined acceptable levels of consensus as conclusions
with minimal discordance that did not require fur-
ther discussion as confirmed by the group members.

Group discussion

Evaluation of Participant Experience

The objective of this activity was to assess the
perceptions of stakeholders regarding our 4 aNGT
strategies and their overall satisfaction with partici-
pation in this research. At the end of each group
discussion, we provided participants with a link

to a 5-minute anonymous online questionnaire

in Microsoft Forms. We adapted the Public and
Patient Engagement Evaluation Tool (version 2.0,
August 2018), which promotes a comprehensive

Evaluation

assessment of participants’ engagement level and
experiences with different types of research activi-

tiCS 21,22

Responses to close-ended questions using a
5-point Likert scale ranging from strongly disagree

to strongly agree were tabulated. Comments writ-

Centered Outcome Measures for Older Persons

Watched the video and read the presentation

Completed an online questionnaire: ranked
(prioritized) the domains & proposed new
aspects missing in the ICLHOM Set of Patient-

Analysis within each group

Ranking scores for each ICHOM
domain were totaled

Y

New, proposed aspects important
to include in the ICHOM were listed

Y

Reviewed the results of the group ranking
and proposed new aspects

Explained their processes of rank-
ing from their lived experiences

Achieved consensus on domain ranking and
new aspects to adapt the ICHOM to Quebec

Analysis of all groups

Totaled ranking scores for
each ICHOM domain

Adapted the ICHOM to Quebec
via research team discussions

\ 4

\ 4

Completed a brief online questionnaire eval-
uating their participation in this research

\4
Informing future
research

Strengths

Areas for improvement

ten for open-ended questions were categorized as

either strengths or areas for improvement.

ICHOM = International Consortium for Health Outcomes Measurement.
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responsiveness, care, clinical status, disutility of care, and
quality of death. After 1 round of group discussions, partici-
pants reached a consensus for the priority domain and identi-
fied new aspects of care that are important to include in the
revised [ICHOM for Quebec. Participants mentioned that the
reason for prioritizing these domains was not obvious and
suggested doing so according to different contexts (eg, com-
munity vs long-term care setting, home care vs end-of-life
care). Details of these results will be published separately.
Of the 20 participants who completed the individual
questionnaire and participated in discussion, 14 completed
the evaluation (30% attrition). The reasons for dropouts
were unknown as evaluations were anonymous. The results
are summarized in Table 3. Adapting group discussions to
stakeholder groups was the most effective strategy. All par-
ticipants strongly agreed that they were able to express their
views freely, that their views were heard, and that they were
confident their input in the initiative would be considered.
Use of remote tools was the second most effective strategy.
Regarding the recruitment of diverse participants, some par-
ticipants felt that there could have been more representation

from community health care providers and older persons.
Some participants felt that the pre-elicitation could have been
clearer about the research context or questions and antici-
pated implications.

DISCUSSION

We presented an aNGT using strategies to alleviate the
challenges of achieving representation and reaching timely
consensus among diverse stakeholder groups. In addition, we
demonstrated how evaluating participants’ opinions about
the research activities helped assess consensus methods. The
aNGT identified the domain of symptoms, functioning, and
quality of care as stakeholders' number 1 priority for care of
older persons. This finding is consistent with an international
nominal group technique study in which participants reached
consensus on the importance of considering the individual
life situation with a holistic perspective, and addressing
functioning as a focus of care among community-dwelling
older persons.?

Through evaluation of our results and experiences, we

Table 1. The Adapted Nominal Group Technique Protocol Checklist

developed 6 recommendations for

using the aNGT (Table 4).

Activity

Guiding questions

Recruit Diverse Participants From

Network

Stage 1 Introduction and explanation

Set rules of engagement (Chatham House Rules) and
remind participants that they may end their participa-
tion at any time.

Say your name and mention something
you care about and want to promote
in your community. The community
can be your family, neighborhood,
workplace, relatives, or friends.

Stage 2 Silent generation of ideas

After being introduced to each question, participants
were given a few minutes to write down their own
ideas so they could then listen to others’ ideas.

What is your response to the result of
the questionnaire presented? Is there
any information that resonates with
you? Do you agree? Are you sur-
prised? Is there anything you would
like to add?

Stage 3 Round-robin sharing of ideas (item generation)

Participants were asked to share their ideas in response
to the question. This process continued until all par-
ticipants shared their ideas and no new ones were
generated. To prevent bias, the facilitator did not
provide ideas.

Can you share a personal or profes-
sional experience that has contrib-
uted to how you think about the
topic we are discussing today?

Stage 4 Group discussion and clarification of ideas

Participants were invited to discuss and clarify what
the ideas meant by asking questions of each other.
They grouped similar ideas, suggested modifications
of terminology, and added new ideas. Participants
led the conversation. The facilitator did not direct
participants during this process.

Are you curious to know more about
what someone has said, or is there
something you would like to under-
stand something better?

Stage 5 Voting and ranking

The facilitator summarized the main content of the dis-
cussion while the document with team member notes
(convergence and divergence of ideas) was shared on
screen. Participants were invited to confirm whether
they agreed with the summary or had other ideas to
discuss further. (Adapted final concensus validation.)

These are the main convergences (and
divergences, if any) of opinion within
the priority areas and indicators. Is
there anything you would like to
add or change? If so, what should
be discussed further and who should
continue the discussion?

Our recruitment strategy of using
our research network helped us suc-
cessfully engage diverse stakeholders.
Although response rates for individual
and group activity participation

were reasonable, there is likely some
nonresponse bias.?* It is possible that
participants recruited with snowball
sampling had views compatible with
those who referred them; however,
this method helped reach difficult-
to-access populations.?” One-third of
participants completing the individual
activity were unavailable to partici-
pate in discussions, so we potentially
missed their complete opinions.
Another limitation was that most of
the participants were from urban or
suburban regions. If the study timeline
allows, researchers may spend more
time to reach rural areas.

Repeat Study Objectives

and Potential Implications
Overall, most participants were satis-
fied with this engagement initiative,
though there was uncertainty about
the extent to which the project would
effect change. We recommend future
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Table 2. Participation Results
Initial Completed Participated in
Invitations Individual Group Discussion?

Stakeholder Group (n=62) Activity (n =28) (n=20) Current Role (No. Gender)

Older persons, No. 13 5 4 Retired (3W, 1M)

Clinicians, No. 20 10 7 Family physician (1W)
Geriatrician (2W, 1M)
Nurse (2W)
Occupational therapist (1M)

Managers, No. 16 8 5 Director of support program for home care and assisted living

facilities or nursing home (1\W, 1M)

Director of family medicine clinic (1M)
Responsible for the Alzheimer’s Plan in 1 Quebec region (1W)
Chief nurse in a hospital (1W)

Decision makers, No. 13 5 4 Deputy Minister (1W)
Responsible for the policy on informal caregivers (1W)
Director of the integrated health and social services centers

(W, 1 M)

M = man; W = woman.

2 Fourteen of these participants completed the evaluation questionnaire.

b The pre-elicitation questionnaire included the question “What is your gender?” with 3 choices for the answer (woman, man, other). None selected other.

researchers reiterate the aim and objectives of the study in a
broad context during each activity. We told participants that
we would send the summary of the results once the study
was completed; however, they wanted to know more about
potential implications sooner. Knowledge translation pro-
cesses can be accelerated for small groups by sending them
group-level preliminary results the week after completion of
study activities.

Use Effective Communication Tools

For future aNGT studies, we recommend offering a remote
approach as it was the second most effective strategy. We
used remote technologies and visual representations as much
as possible. We did not discuss how to adopt remote nomi-
nal group technique as this was previously published.'® We
strongly recommend creating a minute-by-minute agenda for
each discussion and sending it to participants beforehand as
participants appreciated this and it helped us complete the
discussions as planned.

Add an Individual Pre-Elicitation Activity Before
Discussions

The pre-elicitation method mitigated the need for repeated
rounds of questionnaire completion and accelerated the
voting process. A single round of group discussion yielded
consensus among stakeholders. Our introductory video and
PowerPoint presentations were detailed enough, and we gave
stakeholders the opportunity to contact us in case they had
questions. Although none of the participants opted to do

this, the evaluation results revealed a lack of clarity about
the objectives of the activity. We recommend future aNGT
pre-elicitation methods be more informative on the topic and
explicitly state the objectives of the activity:.

Adapt Discussions to the Stakeholder Group
Adapting group discussions to the needs and time con-
straints of each stakeholder group appeared to be most
effective strategy. Adaptations may include the proposed
duration, time of day, and vocabulary to be used in the
discussion. In all 4 groups, participants used all the time
allocated for the group discussion, where they were invited
to ask questions of each other and discuss among them-
selves. They expressed that they felt privileged to have had
the opportunity to share ideas with their peers, and felt less
alone in the challenging process of caring for older persons.
We suggest future aNGT researchers allocate sufficient time
for discussion.

Hold 1 or 2 Rounds of Group Discussions

Although the group sizes were appropriate for small group
discussions* and we did not feel the need for a second round,
participants expected more diversity from community clini-
cians and older persons. Having a mixed clinician and man-
ager group discussion was suggested to improve exchange of
ideas. This suggestion indicates that, although the classical
nominal group technique is conducted with relatively homo-
geneous groups, the aNGT might allow for more flexibility
and interdisciplinary research.
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Table 3. Results of the Evaluation Questionnaire (N = 14)

Responses to 5-Point Likert Scale, No. Comments to Open-Ended Questions?

Neither Strongly
. . Disagree, Agree Nor Agree, Agree,
Questionnaire Item No. Disagree, No. No. No. Strengths
The purpose of the activity was 1 1 7 5 “"Better document the essential elements for good care of older
clearly explained adults along the care trajectory”
“As time went on and the project got under way, my questions
were answered”
The supports | needed to partici- 0 0 2 12 "I like the Zoom platform”
pate were available "The presentation was clear”
"Visual tool to support the discussion”
“The meeting was excellent in every way. What's more, the
researchers present were excellent communicators”
I had enough information to 0 0 6 8 "Since | received the agenda and presentation materials in
contribute to the topic being advance, | was able to prepare for the meeting”
discussed “It was interesting to see all the elements that had been added
following the individual exercise carried out by each partici-
pant before the discussion”
| ' was able to express my views 0 0 0 14 "| appreciated that we all had the opportunity to express our-
freely selves. The screen tour after each question was very helpful in
allowing everyone to participate”
| feel that my views were heard 0 0 0 14 "I really liked the dynamism of the group. It was a very respect-
ful environment”
A wide range of views on the 0 0 5 9 "People with extensive experience in the health and social ser-
topics discussed was shared vices network”
The individuals participating 0 3 3 8 “| really liked the diversity of the group”
in the activities represented
a broad range of perspectives
on the topic
| think that the project achieved 0 1 8 5 "This project is a synthesis of all the needs and concerns of
its objectives seniors and also caregivers”
| am confident that the research 0 0 0 14 “An excellent team that has the well-being of seniors at heart. A
team has taken the information presenter who knows her subject very well. A researcher who
gathered into consideration is concerned about innovation in supporting a meeting”
I think the input provided 0 3 6 5 "I sincerely believe that we are in the midst of a change in
through this activity will make senior care. Each new initiative is one step closer to getting
a difference there”
As a result of my participation, 0 3 5 6 "Thank you for allowing me to participate. It allowed me to add
| am better informed new elements to my toolbox which will serve as a reflection in
other projects on the subject”
Overall, | was satisfied with this 0 0 4 10 "I greatly appreciated the initiative of this project”
engagement initiative
This engagement initiative was 0 0 6 8 “It's a pleasure to participate, share, and learn”

a good use of my time

Note: The strongly disagree option was never chosen and is not presented.

“Translated from French.

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 22, NO. 6 * NOVEMBER/DECEMBER 2024

~e gy



BUILDING TIMELY CONSENSUS AMONG DIVERSE STAKEHOLDERS

Areas for Improvement

“Better explain the objective of prioritization”
"Perhaps better specify the tangible objectives to improve the trajectory”

"Allow more time for personal reflection”

"It would have been interesting to give a little more context before
the meeting to fully understand the objective of the meeting in the
project”

“In my opinion, to improve sharing, a questionnaire covering
the same questions could have been made available before the
exchange to go into greater depth”

“It would have been interesting to have a few more people working in
the community”

"It would have been interesting to have a wider range of professionals.
Most of the participants were doctors”

"It would have been interesting to have a wider range of experience.
A variety of patient partners in their personal experience”

"] don‘t know if there were other groups, but the sample seemed
small to me, and we didn‘t have people from the regions or medical
specialists”

"I hope that the points raised can help to improve the health care system.
It's difficult even for health care workers to navigate this system...”

“l'am not sure that there is ministerial listening which has more quan-
titative than qualitative indicators, and because the vision of older
people and their needs is based on a hospital-centric approach”

"It could have been interesting to have managers with clinicians. There
is often a lack of communication and listening between managers
and clinicians”

"It might be a good idea to give each participant as much time as
possible”

“Interested in knowing the results”

Table 4. Recommendations for Future Use of the
Adapted Nominal Group Technique

1. Recruit diverse participants from research network.
2. Repeat the research objectives and potential implications through-
out the study.

3. Use effective communication tools (ie, remote technologies and
visual representations) as much as possible.

4. Add an individual pre-elicitation activity before group discussions
and explicitly state the objective of the activity.

5. Adapt discussions to the needs and preferences of stakeholder
group.

6. Hold 1 or 2 rounds of group discussions depending on if consen-
sus reached and time constraints.

CONCLUSIONS

The aNGT created an open and engaging platform to reach
timely consensus among diverse stakeholders while allowing
participants to explain their opinions. To promote participa-
tion and reduce the time to reach consensus, adapting discus-
sions to stakeholder groups' needs and preferences appears
to be the most effective strategy, followed by using remote
technologies and visual representations. Recruitment using
research networks is valuable. The number of group discus-
sion rounds can be determined depending on reaching con-
sensus and time constraints. Pre-elicitation methods acceler-
ate the consensus process, provided that research objectives
and potential implications are explicit. Health care research-
ers in various fields, including primary care and family medi-
cine, can benefit from our experiences with using the aNGT
to achieve a shared goal of improving care.
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