Supplementary Table S1 | Consensus preferences for involvement in injury care policy (Phase 1 results58) 

	Theme/ 
Setting
	Legitimacy/
authority

	Entry points
	Inclusion
	Resourcing

	Ghana 
	Local to international 
✓ 
	Community engagement 
✓

	Discrimination, resource constraints 
✓
	Funding, training networks 
✓

	Pakistan
	Local and national 
✓
	Community awareness, policy implementation 
✗
	Financial constraints 
✓
	Funding
✓

	Rwanda
	Local to international 
✓
	Advocacy 

✓

	Resource limitations
✓
	Governance, technology, education 
✗

	South Africa
	Local and provincial 
✓
	Multisectoral engagement 
✗

	Power imbalances, hierarchies 
✗

	Multistakeholder collaboration
✗

	All settings
	Broad consensus on importance of stakeholder involvement in injury care policy, particularly at local levels. Resource and funding constraints most consistently reported barriers. While entry points and resourcing/inclusion varied, community-based and multisectoral strategies were recurring themes. Consensus on these was not universal, reflecting contextual differences in stakeholder priorities together with systemic challenges and opportunities.



✓: consensus across stakeholder groups; ✗: no consensus across groups N.B.: this table summarises Phase 1 individual stakeholder priorities; it was used as an input to the Phase 2 multistakeholder deliberations (reported here)

Supplementary Table S2 | ACCORD checklist mapping
Mapping against ACCORD checklist for consensus methods (Gattrell et al., PLoS Medicine 2024, e1004326; CC BY). Item topics abridged; full item wording available with the published checklist.

	Item
	Item topic (abridged)
	Where reported

	T1
	Consensus exercise identified in the title
	Title and abstract

	I1
	Background and context for consensus exercise
	Introduction, opening paragraphs

	I2
	Rationale for a consensus approach
	Introduction (engagement rationale; Kingdon framework)

	I3
	Aim of the consensus process
	Introduction, final paragraphs

	M1
	Protocol and registration status
	Methods, Study design (programme protocol; not separately registered)

	M2
	Ethics approvals and consent
	Methods, Reflexivity and ethics

	M3
	Composition of the organising group
	Methods, Study design; Supplementary Table S1

	M4
	Role of the organising group
	Methods, Study design and Analysis

	M5
	Patient and public involvement
	Methods, Participant recruitment (CEI leads)

	M6
	Panel size and rationale
	Methods, Participant recruitment; Table 4

	M7
	Participant selection criteria
	Methods, Participant recruitment

	M8
	Recruitment approach
	Methods, Participant recruitment

	M9
	Participant characteristics reported
	Table 4; Methods, Participant recruitment

	M10
	Anonymity between participants
	Not applicable: open, face-to-face deliberation (Methods, Data collection)

	M11
	Management of interests and relationships
	Methods, Reflexivity; Declarations

	M12
	Source of items or statements considered
	Methods, Data collection (Phase 1 priorities; Supplementary Table S2)

	M13
	Number and sequence of rounds
	Methods, Data collection (workshops, by setting)

	M14
	How items were presented and responses gathered
	Methods, Data collection (nominal group technique)

	M15
	A priori definition of consensus
	Methods, Data collection (criteria i to iv)

	M16
	Criteria for further rounds or stopping
	Methods, Data collection (further deliberation; Pakistan second workshop)

	M17
	Feedback between rounds
	Methods, Data collection (plenary verification); Supplementary Table S1, Panel A

	M18
	Handling of modifications to items
	Methods, Data collection (verify and amplify)

	M19
	Mode of administration
	Methods, Data collection (in-person, local languages)

	M20
	Facilitation of deliberation
	Methods, Reflexivity; Supplementary Table S1, Panel A

	M21
	Analysis of consensus data
	Methods, Analysis (RREAL procedures)

	R1
	Participation across the process
	Table 4; Methods, Data collection (attendance by workshop; attrition noted)

	R2
	Flow of items through the process
	Results; Supplementary Table S2, Tables 1 and 2

	R3
	Quantitative consensus results
	Results (consensus criteria met; Methods)

	R4
	Qualitative findings from deliberation
	Results

	R5
	Modifications made during the process
	Results (Pakistan candidate strategies; refined priorities)

	D1
	Limitations of the consensus process
	Discussion, final paragraph

	D2
	Interpretation and implications
	Discussion; Conclusion

	O1
	Funding
	Declarations

	O2
	Competing interests
	Declarations

	O3
	Availability of data and materials
	Declarations (data and facilitation materials on request)



Supplementary Table S3 | Reflexivity and positionality 

	
Panel A: Facilitation and reflexive practice

Workshops were facilitated by mixed-gender, multilingual country teams with expertise in injury, health systems and community engagement, following a shared field manual adapted into country-specific facilitation plans. Written ground rules for inclusive and respectful exchange, specified in the manual, were agreed at the start of each workshop. Group composition was staged, bringing stakeholder-homogeneous roundtables, in which each policy community reviewed Phase 1 priorities among peers, into heterogeneous dialogue in small mixed groups and plenaries, with adaptations as needed by setting: Ghana moved from three stakeholder tables to two mixed tables across four rounds; Rwanda from homogeneous to mixed round tables within a single day; Pakistan from homogeneous strategy groups to a heterogeneous consensus workshop; and South Africa through five staged group discussions, homogeneous, then mixed, then grouped by rural and urban context, over two days. The manual frames homogeneous rounds as a deliberate device for establishing shared voice among groups whose perspectives are often excluded, before mixed rounds bring these into exchange; rotating rapporteurs supported balanced participation. 

Workshops ran in local languages, with interpretation where needed; in Ghana, Dagbani, Twi and English were used fluidly within sessions. Facilitators actively managed divergence: surfacing disagreement under the ground rules, managing dominant voices, returning contested topics to plenary or, where dissent persisted, to further deliberation. In South Africa, agreement came readily on day one while strategy development on day two required extended negotiation; in Pakistan, a second workshop was convened at participants’ request when time constraints prevented consensus. Country teams completed structured RREAL sheets immediately after each workshop, recording substantive findings and process reflections covering attendance, group dynamics, challenges, and changes for future rounds. Reflexive practice included within-country debriefs and cross-site analytic meetings examining how positionality and institutional relationships shaped interactions and interpretation.

Panel B: Research team and positionality

The research team comprised 20 women and 21 men spanning multiple career stages, from doctoral candidates and early-career researchers through to mid-career investigators and senior principal investigators. The team was geographically distributed across the four study countries: Ghana, Pakistan, Rwanda, and South Africa, and centrally coordinated in the United Kingdom, with country leads based at partner institutions in each setting holding primary responsibility for study conduct, data collection, and country-level analysis. The team reflects long-standing institutional partnerships within the NIHR Global Health Group on Equitable Access to Quality Healthcare for Injured People (Equi-Injury), and several authors have lived and professional experience of the contexts in which the research was conducted. 

Disciplinary expertise spanned trauma and emergency surgery, public health, health policy and systems research, qualitative and participatory methods, and community engagement and involvement. We recognise that women remain under-represented at senior career stages within the team, reflecting broader patterns in global health and trauma care leadership, and we are working to address this through ongoing mentorship and capacity building across the consortium. We also acknowledge that participants were predominantly male overall, with near-parity in Rwanda and a female majority in South Africa, and have reflected on the implications of this for the diversity of perspectives represented in the findings within the manuscript







 
