
From the *Stavang
‡Australian Institu
Correspondence: I

Norway (e‐ma
The authors disclo
Copyright © 2022

Attribution-N
cited. The wo

TIPS FOR SUCCESS

J Patient Saf • V
Developing Methods to Support Collaborative
Learning and Co-creation of Resilient

Healthcare—Tips for Success and Lessons
Learned From a Norwegian Hospital Cancer

Care Study
Inger Johanne Bergerød, PhD,*† Robyn Clay-Williams, PhD,‡ and Siri Wiig, PhD†
Background: There is a growing attention on the role of patients and stakeholders in resilience, but there is lack of
knowledge and methods on how to support collaborative learning between stakeholders and co-creation of resilient
healthcare. The aim of this article was to demonstrate how the methodological process of a consensus process for ex-
ploring aspects of next of kin involvement in hospital cancer care can be replicated as an effort to promote resilient
healthcare through co-creation with multiple stakeholders in hospitals.
Methods: The study applied a modified nominal group technique process developed by synthesizing research find-
ings across 4 phases of a research project with a mixed-methods approach. The process culminated in a 1-day meeting
with 20 stakeholder participants (5 next of kin representatives, 10 oncology nurses, and 5 physicians) from 2 Norwe-
gian university hospitals.
Results: The consensusmethod established reflexive spaces with collective sharing of experiences between the 2 hos-
pitals and between the next of kin and healthcare professionals. The method promoted collaborative learning processes
including identification and reflection upon new ideas for involvement, and reduction of the gap between healthcare
professionals’ and next of kin experiences and expectations for involvement. Next of kin were considered as important
resources for resilient performance, if involved with a proactive approach. The consensus process identified both suc-
cessful and unsuccessful collaborative practices and resulted in a co-designed guide for healthcare professionals to sup-
port next of kin involvement in hospital cancer care.
Conclusions: This study expands the body of knowledge on methods development that is relevant for collaborative
learning and co-creation of resilient healthcare. This study demonstrated that the consensus methods process can be used
for creating reflexive spaces to support collaborative learning and co-creation of resilience in cancer care. Future research
within the field of collaborative learning should explore interventions that include a larger number of stakeholders.

T here is a growing attention on the role of patients and stakeholder involvement and collaborative
learning in resilient healthcare.1–11 However, there is still a lack of knowledge and methods on

how to support collaborative learning among healthcare stakeholders to promote the co-creation of resil-
ient healthcare.12,13 The objective of this article is to demonstrate and reflect on how a consensus
methods process was developed to explore next of kin involvement in resilient healthcare and collabo-
rative learning among stakeholders in hospital cancer care in 2 Norwegian university hospitals. Based
on the lessons learned, we suggest ways for others to replicate our methodological approaches in their
effort to promote resilient healthcare.

Collaborative Learning and Co-creation of Resilient Healthcare
Resilient healthcare can be defined as “a healthcare system’s ability to adjust its functioning before,

during, or following changes and disturbances, so that it can sustain required performance under both
expected and unexpected conditions.”14(pXXV) Resilient performance in organizations depends on 4 re-
silience potentials suggested by Hollnagel15: anticipation (knowing what to expect), monitoring (know-
ing what to look for), responding (knowing what to do and how to adjust), and learning (knowing what
has happened and how to improve).15 The capacity to learn and adapt is a fundamental part of resilience
thinking, including learning from what went wrong and from innovative practices or changes.16–18 Col-
laborative learning, which happens in teams and as part of organizational dynamics and change, is a nat-
ural consequence of learning at work.19,20 Collaborative learning consists of adaptations, adjustments,
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improvization, and flexibility, all of which are key characteristics
of resilient healthcare. The literature on resilient healthcare uses
the terminology of learning potential to reflect how organizations
use previous knowledge, errors, and successes to learn and im-
prove their practice.15 However, this literature still lacks a closer
connection to the way in which collaborative learning occurs,
from both success and failure, and as part of everyday work.3,21–23

Moreover, with a few exceptions,24,25 there is a lack of knowledge
about how healthcare providers can apply specific methods in
their practice to promote certain types of learning processes in re-
silience. These methods include patient and stakeholder involve-
ment and how they can be used as a source of resilience and be in-
tegrated into collaborative learning processes, either as part of the
treatment team, as part of improvement projects, or as part of ser-
vice development and delivery on a general basis.26–29

Aim and Research Questions
The aim of this study is to explore collaborative learning and

user involvement as 2 prerequisites for conceptualization and
operationalization of resilience to maintain quality in healthcare.3

This includes acknowledging the role of stakeholders and their
contribution in the co-creation of resilient healthcare.5,10 The fol-
lowing research questions guided this study:
1. How can the application of consensus process methods be ap-

plied to foster collaborative learning and co-creation of resil-
ience in hospital cancer care?

2. Based on this process, what lessons can be learned for next of
kin, researchers, and service providers interested in supporting
resilient healthcare processes?
By investigating how the mixed-methods research project

“Quality and safety in hospital cancer care: a mixed-methods
study of next of kin involvement”30 used results from different
project phases5,31,32 and involved the participants from the study
hospitals and next of kin representatives in a modified nominal
group technique consensus process, this article expands the body
of knowledge on methods development that is relevant for collab-
orative learning and the co-creation of resilient healthcare.

METHODS

Design, Data Collection, and Study Setting
This study builds on and synthesizes findings from a mixed-

methods research project consisting of 3 substudies that explored
quality and safety in 2 Norwegian hospitals.30,33,34 Substudy one
was a qualitative study that explored next of kin involvement
and methods used in hospital cancer care from the perspectives
of healthcare professionals.5,31 Substudy 2 was a quantitative
measurement study involving 238 next of kin in a survey of next
of kin satisfaction with cancer care services.32 Substudy 3 was a
consensus process where the results of substudies 1 and 2 were
merged and presented to a stakeholder group.35 The design of
substudy 3 was a multistage modified nominal group technique
performed as a collaborative learning forum leading to consensus
on specific research questions.36 The process was conducted as a
1-day meeting with 20 stakeholder participants, and the main goal
was to develop a next of kin involvement guide for hospital cancer
care. The healthcare professionals were recruited from affiliated
cancer care departments at the same 2 Norwegian university hos-
pitals, and the next of kin representatives were recruited by the re-
gional health authority and by learning and coping centers in the
cities in which the 2 hospitals were located.

Three questions guided the consensus process: What can we
learn from next of kin experiences with hospital cancer care? How
can these experiences be valued more systematically to improve the
2 www.journalpatientsafety.com
quality and safety of cancer care? What methods or tools are ap-
propriate for collecting experiences and for next of kin involve-
ment locally, regionally, and nationally? The consensus process
had a 2-fold aim: to establish consensus on the 3 questions that in-
formed the development of a guide for next of kin involvement in
cancer care and to bring together stakeholders from 2 hospitals in
a collaborative learning process to reflect on research findings
from their own hospitals5,31,32,35 and learn from each other’s and
from next of kin representatives’ experiences and practices. Results
from the development of the guide, including methodological de-
tails, have been published elsewhere.35 This article reports on the
second aim of the consensus process: focusing on lessons learned
from the entire process and how to model methods for collabora-
tive learning and co-creation of resilient healthcare.

Ethics Approval and Consent to Participate
The study is approved by the regional committee for medicine

and health research ethics in Norway (2015/1488). Participation
was based on voluntary recruitment and informed consent. The
study governance was also approved by data protection officers
at the 2 hospitals.

Modeling Methods–Research Phases and Analysis
The consensus process was informed by 4 steps of the research

project,35 before the actual consensus meeting, as illustrated in
Figure 1.

Step 1—Identify Potential Areas of Co-creation
In step 1, we identified how 32 cancer care managers and staff

in 2 Norwegian university hospitals experienced the role of next of
kin in cancer care quality and safety and potential areas of co-creation
(information, pain treatment, transitions, observation, motivation and
emotional support, physical activity and rehabilitation, daily care,
nutrition, and palliative and terminal care31). The voluntary infor-
mants in this step were recruited by their nearest manager with
close collaboration with appointed local coordinators in both hos-
pitals.30,31 The sample consisted of 8 nurses, 12 oncology nurses,
7 consultants, and 1 quality manager. Thirteen of the participants
were managers and 19 were healthcare professionals. The partic-
ipants had desired variation in different positions, age, service
levels, and experience.30

Step 2—Identify Improvement Areas andMethods
for Involvement

In step 2, we surveyed 238 next of kin to cancer care patients. A
consecutive sampling strategy was used to identify participants for
this step.37 The sample comprised 59% women and 41% men.
The most frequent cancer diagnoses for the patient was hemato-
logic cancer, gastrointestinal cancer, and breast cancer.32 Partici-
pants reported on satisfaction with cancer care using the 20-item
FAMCARE Scale.38,39 In addition, many of the survey respon-
dents (n = 100) answered a question in free text about their pre-
ferred methods for involving next of kin in cancer care.32 Results
showed that hospital cancer care should provide next of kin in-
volvement through a 2-sided approach by balancing the next of
kin needs with the patient perspective.32

Step 3—Preparation and Individual Learning From
Research and Giving Feedback

In step 3, all results from step 1 and 2 were analyzed across
hospitals with a mixed-methods apporach.30,33,34 At this stage,
we recruited 20 participants for participation in the consensus
process with the purpose of creating a collaborative learning
© 2022 The Author(s). Published by Wolters Kluwer Health, Inc.
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FIGURE 1. Modeling methods for collaborative learning and co-creation of resilience.
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forum between the 2 hospitals and next of kin representatives. A
purposive sampling strategy was used to recruit participants for
the consensus meeting.30,35,37 The participants were 2 local and 1
regional next of kin representatives, 2 next of kin representatives
form coping centers, 5 physicians, and 10 oncology nurses.30,35

We circulated 2 published research articles5,31 and a summary
of the results in step 2 to the participants, in preparation for the
consensus meeting. All participants replied with sending in one
written page of their individual feedback about the 3 questions
guiding the consensus process. The author team, with I.J.B. in
the lead, completed a qualitative content analysis of the written
material inspired by Graneheim and Lundman.40

Step 4—Meeting in a Collaborative Learning
Forum and Co-create Consensus

In step 4, we gathered all the participants in a 1-day consensus
meeting. The day started with an informal introduction and wel-
come session with all participants and the 5 researchers who facil-
itated the process. I.J.B. presented a summary of the findings and
the results of the content analysis from step 3 to set the scene, be-
fore breaking participants into 2 working groups. The 2 groups in-
cluded healthcare professionals and next of kin representatives
from both hospitals. Each group discussed separate questions
and reached agreement on codes. After each group reached agree-
ment, the researchers brought the 2 groups together in a plenary
session, where they both presented their codes.We continued with
further input and discussion with all participants. The day ended
with all participants voting anonymously on their top 5 priorities
for the questions of both groups. A minor change was made to
only one of the codes in the list. The results of the consensus pro-
cess have been integrated into a guide for healthcare professionals
in next of kin involvement in cancer care (Fig. 2). This is a co-created
reflexive tool for hospital managers and staff.35

In the consensus meeting, 2 researchers facilitated each of the
groups during the group work and all researchers contributed to
© 2022 The Author(s). Published by Wolters Kluwer Health, Inc.
facilitating the discussions during the plenary sessions if needed.
Researchers consisted of 2 cancer nurses, 2 doctors, and 1 safety
scientist. One of the researchers observed the entire process and
took notes. In this article, we use the observation notes, data from
the consensus meeting, and researchers’ experiences, to reflect on
the method in light of a resilient healthcare perspective to derive
the lessons learned and suggest tips for success.

RESULTS

Creating Reflexive Spaces Between Stakeholders
The consensus process contributed to the establishment of re-

flexive spaces4 for face-to-face dialogical practices. This involved
the sharing of experiences and suggestions between the 2 hospitals
and between next of kin and healthcare professionals. New ideas
were generated and debated. The participants agreed that next-
of-kin stakeholders can be important resources for the patient
and healthcare professionals in terms of hospital quality and
safety, if they take an appropriate proactive approach.

The 1-day consensus meeting consisted of several reflexive
spaces. First, the collective setting of the agenda and presentation
to the participants created an important starting point. On the neu-
tral ground of a hotel conference room, all participants could in-
troduce themselves and tell others about their background and ex-
pectations for the day. The participants briefly spoke about their
workplace, occupation, background, and expectations. No one be-
haved in a condescending manner or appeared superior to others.
Second, presentation of the results by the researchers opened dialog,
allowing opportunity for clarifications, and prepared all participants
for group discussions. Third, group discussions with reflections
around the learning from next of kin and ways of using their expe-
riences, and identification of appropriate involvement methods,
demonstrated awide variety of perspectives, ideas, and challenges
to make this happen. The mix of participants in the groups and the
heterogeneous group design ensured that no hospital or professional
www.journalpatientsafety.com 3
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FIGURE 2. Bergerød et al’s revised organizing for quality framework model31(p10) inspired by Bate et al.41
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group was overrepresented. Here, we observed a high degree of
sharing of ideas, suggestions, and reflections. Although next of
kin representatives were a minority in the 2 groups, they contrib-
uted and were invited to participate either by the facilitators or by
the other participants. Fourth, the following plenary session to dis-
cuss and finalize the voting of the top priorities also constituted a
reflexive space where the groups shared their results and met for a
plenary discussion and additional input. However, we observed
less debate and fewer suggestions in the group sessions. In the ple-
nary session, all 20 participants and the 5 researchers were pres-
ent, and we observed less eagerness and interest in speaking than
in the smaller group sessions. Still, everyone contributed and added
new ideas and discussed the results to ensure a common under-
standing of the topics before the voting. Moreover, the final plenary
session constituted an arena where all participants were given the
opportunity to ask questions, evaluate the meeting, and obtain the
same information about the finalization of the consensus process.
This resulted in all participants leaving the 1-day meeting with a
shared understanding of the further progress of completing the
next of kin involvement guide (Fig. 2). Establishing reflexive
spaces has been suggested as a way of incorporating resilience
into management and regulation.4 Our approach also demonstrated
its relevance for groups of different patients and stakeholders.
Identifying and Reflecting Upon New
Involvement Methods

The participants in the 1-day consensus meeting had prepared
for the session by reading and reflecting on involvement (Fig. 1).
The consensus meeting identified what worked well for both next
of kin and healthcare professionals and areas where types and
methods of involvement either could be improved or were lacking.
Also important was the articulation of work-as-done by healthcare
professionals and work-as-experienced by next of kin. This articu-
lation identified work processes in the cancer care trajectory and
how these might or might not benefit from next of kin involvement
4 www.journalpatientsafety.com
and where such involvement might be of utter importance and
therefore in need of stronger acknowledgement and support.

We experienced a large interest in new ideas for involvement
methods but also suggestions for how involvement could be better
systematized by the healthcare professionals and providers (e.g.,
prompted and documented in medical record). In addition, the re-
quirements for success, both from the healthcare professionals’
and from the next of kin’s point of view, were identified (e.g.,
time, money, training, IT registration systems). Although no repre-
sentatives from the primary care services participated in the consen-
sus process (e.g., from general practitioners, home care, nursing
homes, municipal decision offices), several of the methods and sug-
gestions also related to these service providers, because cancer pa-
tients often receive services from all levels of the healthcare service.

Some of the suggested involvement initiatives in the next-of-
kin involvement guide (Fig. 2)35 were a system improvement that
uses next of kin evaluation as a measure (user surveys), closer in-
teraction with external support bodies in cancer care, systematic
involvement in the cancer care trajectory, and training for
healthcare professionals in next of kin involvement. In addition,
the participants pinpointed that the way in which next of kin expe-
riences are used for improvement can be of importance for how
well a patient manages the illness and treatment through the can-
cer care trajectory.35 Both next of kin and healthcare professionals
agreed that next of kin may contribute with essential information
and play a key role in patient transitions between service levels,
in medication management, and in foreseeing possible deteriorations
and treatment consequences. However, neither of the hospitals’ par-
ticipants nor the next of kin representatives had experienced these
contributions being taken into account in a systematicway. Therefore,
they suggested specific methods for registration and reminders to
follow up and document the next of kin involvement, to ensure
double loop learning and improvement in their organizations.35

Co-designing a Guide to Improve Involvement
The participants in the consensus meeting knew upfront that

the research process was intended to develop and co-design an
© 2022 The Author(s). Published by Wolters Kluwer Health, Inc.

www.journalpatientsafety.com


J Patient Saf • Volume 00, Number 00, Month 2022 Collaborative Learning and Resilient Healthcare
experience-based guide for next of kin involvement for healthcare
professionals in hospital cancer care. Some healthcare profes-
sionals from both hospitals had participated in the early-phase in-
terviews, but all participants acquired insight into the research
process leading up to the consensus meeting. The consensus vot-
ing process included 2 rounds of voting to agree on: (1) methods
or tools appropriate for collecting experiences and for involve-
ment of next of kin and (2) what can be learned from next of
kin experiences and how these experiences can be valued more
systematically to improve cancer care quality and safety. The top
5 priorities (e.g., document next of kin experiences; clarify in-
volvement in patient care) in both voting rounds resulted in more
than 5 topics, because several topics received equal scores (e.g.,
provide healthcare professionals with objective information; next
of kin need to be trained in basic treatment skills). We included
all items in the guide and did not run an additional round of voting
to exclude topics, because we found the suggestions relevant and
anchored in the group.35

The next of kin involvement guide35 is structured around the
organizing for quality framework, developed by Bate and Roberts.41

The foundation for the framework is based on large studies of hospi-
tals in Europe and the Unites States showing the need to resolve 6
challenges to ensure quality and safety in healthcare: structure,
culture, emotions, education, politics, and physical and technical
challenges. In step 1 of the research process (Fig. 1), we analyzed
the results according to the organizing for quality framework, suggested
adaptations, and developed the theoretical framework to increase
its relevance for the cancer care context,31 depicted in Figure 3.

We used the model in Figure 3 as a basis for the next of kin in-
volvement guide and added the participants’ topics to each of the
6 challenges to operationalize these into practical tasks or ideas for
healthcare professionals. The final guide (Fig. 2) includes the 6
challenges and several items for each challenge to guide everyday
involvement in cancer care.35 The guide is oriented around reflection
FIGURE 3. “Organizing for quality and safety: a next of kin involvement

© 2022 The Author(s). Published by Wolters Kluwer Health, Inc.
and support for successful involvement, rather than as a basis for
identifying gaps, failures, and malpractice.

DISCUSSION
In this article, we have illustrated how a consensus process was

used to link 4 phases of a research project and bring together
stakeholders (doctors, nurses, and next of kin representatives)
from 2 university hospitals. In the following section, we discuss
lessons learned for service providers, next of kin, and for research
with a resilient healthcare perspective.

Lessons Learned for Service Providers and
Next of Kin

In the literature, reflexive spaces can be understood as physical
or virtual platforms where reflexive dialogical practices happen
among stakeholders.42 The consensus process generated reflexive
spaces and supported learning processes between hospitals and
between stakeholders.42–44 It also constituted an arena for learning
from within hospitals, because professional groups that often tend
to learn within professional silos45 were brought together to dis-
cuss and share experiences. Although our research project was
conducted over a longer period than a typical improvement pro-
cess in a hospital or primary care service provider, we argue that
the approach is not time-sensitive and constitutes process-based
tips for other service providers whether this is a large- or small-
scale process in a short- or long-term perspective. It is essential
to bring healthcare professionals and other stakeholders together
to learn and close the gap between work-as-imagined and work-
as-done,24,46 and the consensus process proved successful.

As demonstrated by Ellis and colleagues,47 resilience research
needs newmethods for investigating resilience and for identifying
interventions to support resilient healthcare. This is also supported
by others4,46,48; however, an intervention in resilience in healthcare
guide.”35(p8)

www.journalpatientsafety.com 5
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is not a tool, technology, or rule to be implemented. Instead, we ar-
gue that interventions should be designed to foster work conditions
and work processes under which resilient performance is more
likely to occur. Resilience is not something an organization has; it
is an adaptive capacity in organizations depending on the potentials
to anticipate, monitor, respond, and learn.15 Here, learning pro-
cesses are key because learning is always involved in everyday
work.20,43,44 By investing time in bringing together healthcare pro-
fessionals, managers, and other stakeholders, wewere able to create
reflexive spaces42 that promoted a shared understanding andmental
models of what were experienced as best work practices (e.g., spe-
cific meeting with next of kin, systematic questions to next of kin
during cancer care trajectory; organize and cover of all transport
costs) and work-as-done14,49 (e.g., irregular meetings, limited op-
tion for individual conversation without patient present). Thereby,
the process supported learning from successful involvement prac-
tices, while also identifying practices that should be improved or
avoided. We hold that other service providers could take advan-
tage of this approach in their effort to promote resilient perfor-
mance and co-design services with next of kin, healthcare profes-
sionals, and managers. All of these stakeholders are playing a key
role in the healthcare service provision,12,50 and next of kin in par-
ticular in co-creating resilience as they support resilience poten-
tials and complement the healthcare professionals at times of peak
demand, low staffing, and care transitions.1,5

Thinking in practical terms of how such a consensus process
could take place in, for example, a hospital or nursing home set-
ting, our tip for service providers is to treat the process as integral
to ongoing improvement work.51 In Figure 4, we provide an ex-
ample of how this might be implemented, inspired by the Forma-
tive Evaluation Feedback Loops (FEFLs) method proposed by
Braithwaite and colleagues.52,53 The FEFL method is based on
the Plan-Do-Study-Act approach, which consists of a 4-stage
learning approach to improvement: (1) determining the nature
and scope of the problem, (2) deciding the changes to be made,
(3) implementing the changes, and (4) assessing the results. Action
should then be advanced with the FEFL cycle resuming. As depicted
in Figure 4, we recommend testing on a small scale and start by
identifying the area of interest for care quality (e.g., medication
administration, investigations, adverse events, success stories)
and reveal the diverse perspectives from stakeholders (patient,
next of kin, healthcare professionals, managers). Similar to our pro-
cess, the next step could be to disseminate aggregated information
FIGURE 4. Formative evaluation feedback loops—integrating consensus p

6 www.journalpatientsafety.com
to the involved stakeholders about the different views and ask
stakeholders to reflect individually, before bringing all partici-
pants together to discuss and establish consensus on the best
way forward. This could, for example, be translated into practice
by implementing ideas in pilot testing of a new work practice in
award or clinic and assess development over time; or by establish-
ing new joint meeting arenas for sharing of knowledge between
stakeholders. Over time the process could be repeated to continu-
ously improve work practices, as shown in Figure 4 where loops
move upwards and to the right.
Lessons Learned for Resilient Healthcare Research
Lessons learned for resilient healthcare research highlight the

value of analyzing research results across phases of research pro-
jects and synthesize results from different research methods. We
argue that this could increase the value of the current research tra-
dition in resilient healthcare studies, which have been based on
single-case studies, often at the sharp end of the healthcare sys-
tem.7,47,54 Mixed-methods designs are lacking in studies of resil-
ient healthcare, but our study shows the added value of combining
interviews, surveys, and consensus methods. Not only does a
mixed-methods design support the application of different methods,
but it also contributes to the collection of data from healthcare pro-
fessionals, managers, and next of kin at the micro, meso, and macro
levels of the system, as is required to understand how resilience is
created and co-created in healthcare.7,55

As mentioned, developing interventions is an area of interest in
resilient healthcare research.47,48 Our study has illustrated how the
thinking around interventions could be extended. Designing a con-
sensus process that includes several stakeholders may in itself be an
intervention and a way to create arenas for reflection, co-creation,
and knowledge sharing. Such arenas are vital to establish in addi-
tion to an environment that supports psychological safety and a
work climate that cultivates resilience in healthcare.56 We suggest
further studies to develop and test resilience interventions focusing
on supporting reflexive spaces in different healthcare contexts.4

Finally, we argue that creating an opportunity for the partici-
pants in the consensus process to reflect on the entire research pro-
cess has the potential to foster second-order learning processes as
depicted in Figure 5.57–59

In our study, organizational learning was highlighted as a rea-
son for establishing structures and processes for more systematic
rocesses into quality improvement. Adapted from Braithwaite et al.52

© 2022 The Author(s). Published by Wolters Kluwer Health, Inc.
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FIGURE 5. Modeling methods for second-order learning processes
in resilience.
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next of kin involvement. By bringing the participants together, the
consensus process was a way of creating the time and space for
taking a step back and considering how the organizations can
use the knowledge provided by the entire research process, not
only to correct deviant work practices but also to make changes
that solve everyday problems and support functional work
practices. We believe that there is a potential for additional
testing and developing similar research activities in resilient
healthcare studies.

CONCLUSIONS
Methods for collaborative learning and co-creation of resilient

healthcare with multiple stakeholders in healthcare services are
rare.3,22,23 This study demonstrated how a consensus method
can be used to create reflexive spaces that support collaborative
learning and co-creation of resilient hospital cancer care. The meth-
odology presented could identify potential areas for co-creation in
hospitals and improvement efforts (methods, areas) and integrate
learning in collaboration with multiple stakeholders in collabora-
tive learning forums. This methodological approach has future
implications for clinical practice by leveraging the healthcare sys-
tem toward more systematic involvement of key stakeholders in
resilient healthcare.

Limitations
First, the consensusmeeting was conducted as a 1-daymeeting.

Because of the extensive process, it could benefit from being con-
ducted over 2 days.35 Second, healthcare professionals comprised
the largest group of the participants in the meeting, and an in-
creased number of user representatives (patient and next of kin)
© 2022 The Author(s). Published by Wolters Kluwer Health, Inc.
might have contributed to an even greater understanding of the re-
sult of the study.35 Third, there is a possibility that the participants
reading and reflection on published articles of the study (step 1,
Fig. 1) might have affected their view. However, this is a key step
in the modified nominal group technique (Fig. 1) and away to en-
sure and use stakeholder involvement in the study.30,35
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