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Key targets for activating anaesthesia shared
decision-making: a mixed methods systematic review

Adam Madhani, (") Nicolas Suarez (/') and Katherine A. Finlay

Summary

Introduction Shared decision-making in anaesthesia is widely endorsed yet delivered inconsistently. This
mixed methods systematic review aimed to identify primary activation targets for enhancing shared
decision-making in peri-operative anaesthesia practice.

Methods Databases were searched for qualitative, quantitative and mixed methods studies employing shared
decision-making in adult anaesthesia. Data were narratively synthesised, appraised with the Mixed Method
Appraisal Tool, and mapped to the Theoretical Domains Framework to identify behavioural determinants.
Findings were grouped at clinician, patient and system levels to derive shared decision-making activation
targets.

Results Eleven studies met inclusion criteria. Synthesis yielded nine activation targets across levels.
Clinician-focused priorities included: training in shared decision-making communication with rehearsal and
feedback; structured elicitation of patient preferences using open questions and direct invitations; and
avoiding assumptions about patient capacity during shared decision-making discussions. Patient-level
priorities required making anaesthesia choices explicit; providing anxiety-reducing explanations; and ensuring
accessible educational materials. Scheduling shared decision-making earlier in the care pathway, protecting
consultation time and offering decision support before appointments emerged as system-level priorities,
alongside embedding shared decision-making prompts within clinic templates to support workflow
integration.

Discussion This review identifies that shared decision-making in anaesthesia requires co-ordinated action on
key activation targets. To embed shared decision-making into routine clinical workflows, earlier consultation
scheduling, protected time for anaesthesia discussions and the use of standardised shared decision-making
tools with accessible patient information are priority components for service enhancement. The
theoretically-informed findings offer a practical route moving anaesthesia practice away from tokenistic shared
decision-making endorsement, towards streamlined, patient-centred shared decision-making delivery in
anaesthetic care.
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Introduction

Although anaesthesia has become significantly safer in
recent decades, patients are rarely involved in decisions
about how it is delivered [1, 2]. Postoperative discomfort,
including symptoms such as pain or drowsiness, is reported
frequently by surgical patients and serious intra-operative
complications occur in approximately one in 18 patients [3].
While safety initiatives have reduced anaesthetic risk [1], the
processes by which patients engage in peri-operative
anaesthesia decisions have received less attention [2, 4].
Anaesthetic consultations typically take place shortly before
surgery, when factors such as patient anxiety, cognitive load
and clinician time pressures may hinder fuller engagement
in discussion [5-7]. These compressed encounters highlight
the need for approaches that enable meaningful patient
participation within realistic time frames [4, 8]. Shared
decision-making provides one such approach, offering a

framework for improving these interactions.
Shared decision-making is a collaborative process in

which clinicians and patients make decisions together,
integrating clinical evidence with patient preferences
[9-11]. It is inherently dialogic, reflecting interaction and
co-construction of meaning between clinician and patient
[12]. Conceptually, shared decision-making extends
beyond informed consent to support mutual deliberation,
respect for autonomy and more participatory approaches
[2, 13, 14]. Within anaesthesia, decisions are often
preference-sensitive, as more than one reasonable option
may exist, including choices about techniques, sedation
and postoperative pain management [2, 6, 11]. Evidence
shows  that  meaningful  involvement  enhances
preparedness, reduces anxiety and fosters satisfaction and
trust between patients and clinicians [4, 6, 15-21], while also
increasing patients’ knowledge and decision quality
[22-24].

The emphasis on patient-reported experience and
outcome measures positions shared decision-making as a
key mechanism for achieving high-quality, person-centred
anaesthetic care [8, 16]. Despite strong policy endorsement
[8, 20], shared decision-making is practised inconsistently in
anaesthesia. Consultations are frequently clinician-led,
constrained by time and organisational pressures, and
focused on technical details rather than shared discussion
[4, 7, 17, 25]. Such limited shared decision-making can
reduce patients’ sense of involvement in their care [16, 24].
For clinicians, it may contribute to communication
breakdowns, repeated consultations and increased risk of
complaints or litigation [26, 27], reinforcing the importance
of embedding shared decision-making as a marker of
ethical, high-quality anaesthetic care.

Previous systematic reviews have examined barriers
and facilitators to shared decision-making across healthcare
[7, 25, 28, 29]. However, this has not been done within
anaesthesia specifically, where the evidence base is small.
Anaesthesia presents unique challenges and improving
implementation requires understanding how behavioural
and contextual factors influence shared decision-making in
anaesthetic care. Current evidence in anaesthesia shared
decision-making is typically qualitative and observational,
which can reveal critical behavioural, contextual and
organisational influences often missed by randomised
control trials [30, 31]. Such designs can support
interpretation of clinical communication patterns, patient
experiences and system-level constraints within real-world
practice [32-34]. The Theoretical Domains Framework
provides a structured lens to translate contextual influences
into  behavioural mechanisms [35-37], deepening
understanding of co-constructed interactions [12].

This mixed methods systematic review aimed to:
identify reported barriers and facilitators to shared
decision-making in anaesthesia across patient, provider and
organisational levels; synthesise these findings using a
theoretical framework; and generate theory-informed
insights to guide future research, training and policy aimed
at embedding shared decision-making in routine

anaesthetic care.

Methods

Studies were eligible if they explored or evaluated shared
decision-making within anaesthesia. Primary research
employing qualitative, quantitative or mixed methods
designs were included. Eligible participants were adult
patients involved in peri-operative decision-making and
healthcare professionals involved in anaesthesia planning
or delivery. Studies had to report barriers or facilitators to
shared decision-making or evaluate shared decision-
making as a primary target or process. Barriers were defined
as factors hindering shared decision-making, and
facilitators as those enabling it [38]. These influences can
stem from individual, organisational or broader social
contexts [39, 40]. Studies were not included if they
addressed surgical decisions without anaesthesia; focused
solely on consent; centred on caregiver or family
perspectives rather than patients’ own involvement in
peri-operative decision-making; lacked primary data or
methodological detail; or were opinion-based, editorials,
commentaries or reviews.

Shared decision-making was defined as a collaborative
process integrating clinical evidence with patient values and
preferences [18, 19, 21]. Studies were included if they
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explored shared decision-making behaviours; perceptions;
interventions; or clinician—patient interactions involving
deliberation and mutual agreement beyond information or
consent.

Following PRISMA 2020 guidance [41], PubMed,
PsycINFO, CINAHL, Scopus, Web of Science and the
Cochrane Library were searched from inception to April
2025 with no language limits. The Education Resources
Information Center and grey-literature sources (OpenGrey,
ISRCTN Registry and ClinicalTrials.gov) were also searched.
Backward citation searching (reference list screening) and
forward citation tracking (via Scopus and Web of Science)
were conducted to identify any additional studies missed by
the primary search.

The search strategy combined controlled vocabulary
(e.g. MeSH, Emtree) and free-text keywords spanning three
core domains: shared decision-making (e.g. “shared
decision-making’,  ‘patient  participation’,  “patient
engagement’, ‘decision involvement’); anaesthesia (e.g.
‘anaesthesia’, ‘regional anaesthesia’, ‘general anaesthesia’,
‘local anaesthesia’, “spinal sedation’, “perioperative care’);
and implementation (e.g. ‘barrier®’, facilitat™”’,
‘implement*’, “challenge*’, "adopt*").

To maximise sensitivity and specificity, the strategy was
developed iteratively, with two search string refinements,
encompassing retrieval of key sentinel studies known a
priori. When any were not captured, search strings were
adjusted to include alternative terminology across the three
conceptual domains. Full database-specific search strings
are in online Supporting Information Appendix S1 and the
study selection process is shown in Figure 1.

The first author (AM) screened all records using Rayyan
[42], with 20% screened independently by a second
reviewer (KF), to balance rigour and feasibility [43-46]. The
quality of each included study was assessed using the Mixed
Methods Appraisal Tool [47], which assesses qualitative,
quantitative (randomised, non-randomised, descriptive)
and mixed methods designs within a unified framework.
This tool was selected because it enables consistent
appraisal across diverse study designs while maintaining
comparability within a single review process, and it is used
widely in mixed methods systematic reviews [47-49].

Each study was assessed independently by two
reviewers, with discrepancies resolved through discussion.
Criteria were rated as "Yes,” 'No” or ‘Cannot tell’. In line with
guidance, no aggregate scores were calculated to stratify
studies as high or low quality; instead, response patterns
informed interpretation of methodological strengths and
limitations [47]. Risk of bias was considered through

qualitative appraisal of methodological rigour, recognising

that bias manifests differently across study designs. No
studies were omitted based on quality, ensuring
comprehensive coverage across contexts and methods
[50].

A narrative synthesis approach was used [32].
Meta-analysis was not conducted due to heterogeneity in
study designs, outcomes and measurement tools. Instead, a
behaviourally informed synthesis was conducted using the
Theoretical Domains Framework, which provides a
structured, theory-driven approach to implementation
analysis [35-37, 51]. The framework integrates constructs
from 33 behaviour change theories into 14 domains that
explain determinants of healthcare behaviour [35]. This
approach provided a structured, theory-driven basis for
coding barriers and facilitators systematically by linking
contextual influences to behavioural mechanisms [35-37,
51]. In anaesthesia, this highlights how workflows, roles and
team dynamics shape peri-operative decision-making.

Qualitative data were analysed thematically using a
hybrid inductive-deductive approach [52]. Inductive
analysis began with line-by-line coding of the extracted
qualitative results, generating a set of data-driven
codes [52]. Initial codes were reviewed, compared and
clustered to reflect semantic and conceptual similarity,
which supported the development of preliminary and then
higher order themes. Coding and theme development were
iterative, undertaken in close consultation with the full text
manuscripts and extracted qualitative text to ensure that
interpretations remained grounded in the primary studies.
An analytic memo log was used to document decisions and
reflections throughout the process, enhancing transparency
and reflexivity. These themes were then deductively
mapped onto the Theoretical Domains Framework, using
the framework to structure interpretation and support
theory-informed understanding of barriers and facilitators.
Extracted material was reviewed independently (KF) to
support consistency in interpretation. Quantitative findings
were narratively integrated, focusing on psychosocial
predictors and implementation outcomes, and synthesised
across patient, clinician and organisational levels [53, 54].
This multi-level approach captured how individual, team
and system factors interact to shape shared decision-
making in anaesthesia and was interpreted using the
individual, social and contextual domains of the Theoretical
Domain Framework [36, 37].

This synthesis adopted a pragmatic orientation,
integrating postpositivist quantitative findings
(acknowledging real effects within context) with
constructivist qualitative insights (recognising meaning as
experience-based) [54, 55]. The behavioural lens guided
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[ Identification of studies via databases and registers ] [ Identification of studies via other methods ]
—
Records identified from:
Records identified from: - .
= Citation searching (n= 8)
5 = PubMed (n =235)
'.‘3 = PsycINFO (n =78)
% = CINAHL (n = 183) Records removed before screening:
7} * Cochrane Library (n =86) = Duplicate records removed (n=613)
3 = Scopus(n=281)
= Web of Science (n = 443)
!
Records screened Records excluded Reports sought for retrieval Reports not retrieved
(n=693) (n=588)* (n=8) (n=0)
o
<
£ 1
o
o
3
Reports sought for retrieval .| Reports not retrieved
(n=105) (n=0)
—
Reports excluded (n = 95):
> o = Not in anaesthetic setting (n = 39) o Reports excluded (n =7):
% Reports assessed for eligibility | = No barriers/facilitators reported (n = 25) Reports assessed for eligibility »| * Notin anaesthetic setting (n = 3)
) (n=105) = Paediatrics (n = 18) (n=8) = No barriers/facilitators reported
o = Review article (n =9) (n=4)
= Development study (n = 4)
—
Y
—
°
3 Studies included in review
3 (n=11)
=
—

Figure 1 Study flow diagram. *Records were excluded during title and abstract screening as they did not meet the inclusion
criteria, most commonly because they did not address shared decision-making in anaesthesia or peri-operative care.

interpretation and mapping of determinants across study
types [35]. This stance ensured a theory-informed synthesis
focused on practical implementation rather than
philosophical alignment [56, 57]. The review team brought
complementary expertise: AM (trainee health psychologist)
training in behaviour change theory and mixed methods
research; KF (chartered health psychologist) with advanced
training in behavioural science and mixed methods
research; and NS (consultant anaesthetist) providing clinical
insight into practice. Reflexivity was maintained through
ongoing team discussions and consensus review to
consider how  disciplinary  perspectives  shaped
interpretation [58, 59].

Results

The database search identified 1306 records. Forward
citation tracking identified eight additional records, one of
which met eligibility criteria. Grey-literature searches
yielded no records. The Education Resources Information
Center yielded only education-focused anaesthesia records
unrelated to decision-making and therefore contributed no
additional eligible studies. After screening and full-text
review, 11 studies were included in the final synthesis

[60-70]. Included studies were published between 2005
and 2025 and involved data from over 3000 patients and
healthcare professionals. Studies were conducted across
five countries: USA (n = 6); Switzerland (n = 2); and the UK,
Netherlands and Singapore (n = 1 each).

Seven studies were quantitative [60, 62, 65, 66, 68-70],
three qualitative [63, 64, 67] and one mixed methods [61].
Quantitative studies used cross-sectional surveys or
structured ratings of real pre-operative consultations
primarily, while qualitative studies drew on semi-structured
interviews or focused ethnographic observations with
iterative coding. The mixed methods study combined
quantitative survey ratings with qualitative free-text
feedback from clinicians attending workshops. Two studies
[63, 66] form part of a broader programme of research
culminating in a stepped-wedge cluster randomised trial
[71] evaluating the clinical implementation of the My
Anesthesia Choice decision aid. Study characteristics are
summarised in Table 1 and full study characteristics are in
online Supporting Information Table S1.

Six studies used at least one validated decision-making
or communication instrument. Common measures included
the Control Preferences Scale (n = 3); CollaboRATE (n = 2);
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Table 1 Summary of included studies on shared decision-making in anaesthesia.

Study (country)

Ankuda etal.[60]
(USA)

Bougeard etal.[61]
(UK)

Flierleretal.[62]
(Switzerland)

Goldstein etal.[63]
(USA)

Graffetal.[64](USA)

Kindleretal.[65]
(Switzerland)

Neuman etal.[66]
(USA)

Park etal.[67](USA)

Pennington etal.[68]
(USA)

Stubenrouch etal.
[69](Netherlands)

Yeketal.[70]
(Singapore)

Design/participants

Cross-sectional survey; patients in
pre-operative tertiary clinic
(n=1034)

Mixed methods (Likert survey +
thematic analysis); clinicians
(mainly anaesthetists) across
nine workshops (n = 179)

Quantitative survey; patient
—anaesthetist pairs (n = 197)

Qualitative interviews; (n = 12
clinicians + 12 patients/
caregivers) (hip fracture surgery)

Focused ethnography; (n = 36
patients, 8 anaesthetists)

Quantitative observation;
videotaped anaesthetist—patient
consultations (n = 57)

Online pre—post experiment;
age > 50y(n=179)

Qualitative interviews (n = 20
patients, 22 providers)

Cross-sectional survey; patients
with a history of a general
anaestheticin past5 years
(n = 806)

Observational; (n = 80 patients
and 21 clinicians)

Cross-sectional survey; patients
pre-operatively (n = 364)

Focus/objective

Examined deficits in shared
decision-making and informed-
consent processes and advance
care planning before elective
surgery

Adapted and evaluated shared
decision-making training for
peri-operative staff

Assessed preference—experience
congruence and impacton
satisfaction

Explored barriers/ facilitators and
refined shared decision-making
conversation aid

Analysed real pre-operative
consultations for patients
undergoing knee arthroplasty

Quantified communication and
patientinvolvement

Tested "My Anesthesia Choice
—HF" shared decision-making
conversation aid

Explored shared decision-making
and communication during
caesarean delivery

Investigated patient preferences
and attitudes to general
anaesthesia decision-making

Evaluated shared decision-
making practice in pre-operative
consultations

Assessed patient preferences for
shared decision-making and risk
discussion

Key findings (summary)

13% had critical consent deficits;
patients who did not speak English
or with lower education had
greater risk; low advance-directive
completion.

1 confidence and skills post-
workshop; role-play and video
demonstrations mostvalued.

94% desired shared decision-
making; 62% received preferred
involvement; under-involvement {
satisfaction; olderage *
satisfaction.

Broad supportfor shared decision-
making; barriers = time, culture,
assumptions; aid helped address
barriers.

Shared decision-making
inconsistently practised; clinicians
often led decisions; patients
sought reassurance >choice.

Communication mostly biomedical;
OPTION mean (SD)26.8(16.8);
open questions 1 involvement.

Decisional conflict{ (63 — 34%);
knowledge 1 (50 — 67%); high
acceptability (> 80%).

Shared decision-making was
limited; patients rarely offered
choice; time pressure and anxiety
barriers; clearerinformation 1
satisfaction.

Only 7.8% experienced full shared
decision-making; < 50y and Black
patients preferred more patient-
led role; 43% anxious about
general anaesthesia.

Observer-rated shared decision-
making low (30%); patients and
clinicians over-estimated shared
decision-making; longer consults
OPTION scores.

52% preferred shared decisions;
younger/educated patients more
autonomous; risk disclosure
valued.

OPTION, Observing Patient Involvement in Decision-Making scale.

Decisional Conflict Scale or SURE form (n = 2); and the
Observer OPTION scale, including OPTION and OPTION 5
(n = 2). Additional tools included SDM-Q-9; SDM-Q-Doc;
Reynold Intellectual Assessment Scale; Decision Self
and MAPPIN SDM

Efficacy Scale; observer and

questionnaire instruments (all n=1). Four studies used
adapted or study-specific questionnaires and four relied on
qualitative or observational frameworks: thematic analysis
[61, 67]; Practical, Robust Implementation and Sustainability
Model (PRISM)[63]; and focused ethnography [64].
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Patients came from varied peri-operative settings: eight
were in clinical environments (five in pre-operative
assessment clinics [60, 62, 65, 69, 70]; two in hospital-based
anaesthetic services [63, 64]; and one on a labour and
delivery unit [67]). One study evaluated a clinician-focused
educational workshop [61], one assessed a conversation aid
via an online community survey [66] and one used a national
outpatient survey [68].

Four studies involved only patients [60, 66, 68, 70], one
included only healthcare professionals [61] and six
combined both groups [62-65, 67, 69]. The clinician-only
study was retained because it targeted modifiable clinician
behaviours that influence shared decision-making [61].
Healthcare professionals were typically anaesthetists [61,
62, 67, 69]; nurse anaesthetists [63]; or obstetricians,
midwives and delivery nurses[67].

Across studies, mean (SD) patient ages ranged from
33.4 (5.2) to 78.4 (12.1) y. The youngest sample involved
patients undergoing caesarean delivery [67] and the oldest
involved adults undergoing hip fracture surgery [63]. Most
other studies reflected middle-aged surgical populations,
with mean ages between 49.3 (14.9) y and 54.8 (15.3) y [60,
62, 69], with one community sample aged > 50 (63.8 (8.9) y)
[66].

Biological sex data established a predominance of
patients recorded as female across general adult surgical
samples (48-65%) [60, 62, 64, 65, 68-70]. The study
involving patients with hip fractures reported a higher
proportion of patients recorded as female (83%) [63]. One
study included five patients (0.6%) identifying as non-binary
[68]. No other study reported gender identity beyond
binary categories, limiting insight into how gender may
shape shared decision-making.

Although  conceptualisation varied, all studies
described shared decision-making as a deliberative and
collaborative process extending beyond routine consent.
Quantitative studies used validated involvement or
communication measures to assess preferences, attitudes
and decision-making behaviours [60, 62, 65, 66, 68, 69],
with study-specific preference items used to assess decision
preferences [70]. Qualitative and mixed methods studies
examined how patient preferences, institutional constraints
and clinician norms shaped opportunities for shared
decision-making [61, 63, 64, 67].

According to the Mixed Methods Appraisal Tool, the
seven quantitative studies generally showed robust
methodological quality, with appropriate measurement
tools and statistical analyses [60, 62, 65, 66, 68-70].
Common limitations included single-centre recruitment;

incomplete reporting of non-response or exclusion data;

and restricted generalisability due to sampling and design
constraints. All three qualitative studies [63, 64, 67] met
quality criteria, with findings substantiated clearly by patient
data. Bougeard et al. combined quantitative feedback with
qualitative thematic analysis [61]; while it met core quality
criteria, reporting provided limited detail on instrument
validation, reflexivity and integration of methods. Detailed
appraisal results are in online Supporting Information
Table S2.

Themes identified across all included studies are
presented in online Supporting Information Table S3. Four
major themes were identified among the four studies
reporting qualitative  findings [61, 63, 64, 671
Organisational constraints and workflow misalignment:
time-limited consultations [64, 67], same-day surgical
scheduling [64] and competing clinical priorities were
barriers to meaningful shared decision-making [64, 67].
These constraints restricted dialogue, especially where
structured tools or pre-visit materials were absent [61, 63,
67]. Clinicians reported difficulty embedding shared
decision-making within fast-paced workflows, uncertainty
about whether surgeons or anaesthetists should lead
discussions [63] and entrenched routines that left little

opportunity to introduce new approaches[61, 63, 67].

Clinician role perception and confidence

In a US-based study, some anaesthetists viewed shared
decision-making as outside their remit, reflecting
uncertainty about how to integrate it into practice and
reinforcing role divisions where surgeons were seen as
responsible for treatment decisions [63]. Patients likewise
reported that anaesthetists often presented options as
predetermined rather than open for discussion [64]. In
addition, clinicians expressed uncertainty about how to
implement shared decision-making in practice [63].
Education and skills-based training (particularly role-play
and video demonstrations) were associated with improved
confidence and a greater willingness to engage patients,
especially when supported by communication tools [61].
Some clinicians also described the psychological tension of

balancing safety with patient autonomy [67].

Patient understanding and perceptions of involvement

Patients often believed that anaesthetic decisions had
already been made or were unaware that a choice existed
[63, 64, 67]. Some equated being informed with being
involved, while others assumed clinicians were responsible
for decisions [64, 67]. These interpretations were shaped by
previous experiences and by how options were framed
during the consultation [63, 64]. Variability in how clinicians
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presented options and elicited patients’ views influenced

the quality of how involvement was perceived [63, 64].

Communication, trust, and emotional support

Patients emphasised the importance of clear and
empathetic communication [61, 64, 67]. Supportive
language and opportunities to ask questions increased
patients’ confidence and comfort [64, 67], whereas directive
or rushed consultations heightened anxiety, confusion and
dissatisfaction  [61, 63, 67]. Patients described
communication as most helpful when clinicians offered
respectful explanations and real-time updates that
reassured them and eased pre-operative anxiety [67].

Four major themes were identified among the eight
studies reporting quantitative findings [60-62, 65, 66,
68-70], which assessed decision quality [66, 69]; patient
satisfaction [62]; clinician—patient communication [60, 65,
69]; and the acceptability or evaluation of shared decision-

making practices or supporttools[61, 66].

Low observed and perceived shared decision-making
across settings

Observed shared decision-making was consistently low
across quantitative studies. Stubenrouch et al. reported low
objectively scored shared decision-making, with mean (SD)
OPTION-5 scores of 30.5 (10.5) out of 100 [69]. Similarly,
Kindler et al. reported a modified OPTION mean (SD) of
26.8(16.8)[65]. Conversely, self-reported engagement was
high [69], with median (IQR) SDM-Q-9 91.7% (83.3-100),
SDM-Q-Doc 84.3% (74.3-90.5) and CollaboRATE 96.3%
(88.9-100). Nationally, Pennington et al. found only 7.8%
achieved top-box CollaboRATE scores, indicating limited
perceived shared decision-making [68]. Flierler et al.
reported discrepancies between patient and clinician
perceptions of involvement, with patients rating shared

decision-making more highly than anaesthetists [62].

Patient factors shaping engagement

Preferences for involvement varied across individuals.
Higher educational attainment and younger age were
associated with more autonomous role preferences [70].
Previous anaesthesia experience did not appear to
influence patients’ preferences for shared decision-making
[68, 70]. Sex was not predictive and age predicted
autonomy where examined [60, 62, 68, 70].

Clinician-led consultations limiting participation
Consultations  were frequently  clinician-dominated.
OPTION scores showed limited preference elicitation and

minimal deliberation [69], and patients similarly reported

little opportunity to discuss information or alternatives [62].
Clinicians tended to lead exchanges, with clinicians
expressing lower support for shared decision-making than
patients [62] and communication dominated by biomedical
content; psychosocial exchange accounted for < 0.1% of
anaesthetist utterances [65]. Although alternatives were
listed in 19 of the 21 consultations coded with OPTION,
understanding was checked in only two encounters [65].

Implementation tools improve patient experience
Decision aids and clinician training were associated with
better communication and confidence outcomes. The use
of the "My Anesthesia Choice-HF aid” significantly improved
patient knowledge and reduced decisional conflict, with
acceptability ratings ranging from 71% to 86% across items
assessing clarity, usefulness and ease of discussion [66].
Clinician workshops increased perceived confidence, skills
and awareness of how to support patient involvement
among clinicians, and many highlighted the need for more
training in using decision aids [61].

Barriers and facilitators in shared decision-making
Across studies, 45 barriers and 13 facilitators to shared
decision-making in anaesthesia were identified (online
Supporting Information Table S4). Clinician-level barriers
were reported in eight studies [61-65, 67-69]. These
included uncertainty about how to implement shared
decision-making in everyday practice [61] and concerns
about its feasibility in time-limited or high-pressure peri-
operative settings [63, 67]. Cognitive impairment was
described as limiting some patients’ ability to participate
actively in decisions [63], and several studies reported
consultation patterns in which decisions were effectively
clinician-led, with patients having little opportunity to
explore options or express preferences [62, 64, 69]. While
structural and systemic factors may also contribute to these
challenges, the studies primarily framed them as arising
within clinician—patient interactions. Clinicians often led
anaesthetic consultations, at times presenting their
preferred option rather than supporting a balanced
discussion [62, 64]. Anaesthetists who received shared
decision-making training reported greater preparedness to
involve patients in decisions [61]. The use of facilitators,
open questions and emotional statements coincided with
higher patient involvement [65], and that higher levels of
shared decision-making were associated with greater
patient satisfaction [62].

Patient-level barriers, reported across seven studies
[60, 62-64, 67-69], most commonly reflected limited
understanding of shared decision-making or unawareness
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that a choice existed [60, 64, 68]. Some patients assumed
that decisions should be left to clinicians, contributing to
clinician-led encounters [64, 69]. Others equated being
informed with being involved [64]. Challenges related to
how health information was understood and communicated
[68], and communication difficulties linked to language or
situational stress [60, 67], also restricted meaningful
engagement, particularly in high-pressure environments
[63, 67]. Patient-level facilitators included clear
explanations, emotionally supportive communication and
explicit opportunities to ask questions, all of which
strengthened patient involvement [63-65, 67]. Clinician
encouragement and open dialogue increased confidence
among patients who were initially hesitant to participate
[67].

System-level barriers were identified in five studies [61,
63, 64, 67, 68]. Short consultations [61, 67], limited staffing
[61, 63, 67] and competing workload pressures [61, 67]
restricted discussion of anaesthetic options. Clinician-led
communication patterns, including predetermined or
clinician-driven presentation of options, limited dialogue
during consultations [64]. Time-pressured environments,
particularly where assessments occurred close to the point
of surgery [63], further constrained shared decision-making.
Lack of consistent protocols or decision aids contributed to
variability in communication and planning [61, 68]. System-
level facilitators included better-timed consultations; pre-
appointment information; and structured decision tools [61,
63, 66]. Organisational conditions that supported clearer
communication, such as smoother workflow and adequate
staffing, also enabled more effective shared decision-
making [67]. Clinicians emphasised the importance of
protected time and structured formats to embed shared
decision-making within routine practice [61].

Barriers and facilitators were mapped to 11 of the 14
domains of the Theoretical Domains Framework (Table 2).
Social influences (eight studies) captured interpersonal
dynamics shaping involvement, including hierarchical team
structures; cultural expectations; and patterns of patient
deference. Environmental context and resources (five
studies) reflected time pressure; short consultations; limited
access to shared decision-making tools; and inconsistent
organisational processes. Knowledge (five studies)
encompassed limited patient awareness of options; and
insufficient clinician training. Beliefs about capabilities and
beliefs about consequences (each in three studies)
described clinicians’ uncertainty about patient capacity;
confidence in delivering shared decision-making; and
concerns about its feasibility or appropriateness in urgent or

high-stress settings. Skills (three studies) related to

communication gaps constraining delivery. Less frequent
domains included social/professional role and identity (two
studies; workflow demands); memory, attention and
decision processes (two studies; patients mistaking
information for participation); intentions (two studies;
clinician-led steering of decisions); and emotion (two
studies; pre-operative anxiety).

Facilitators were identified across nine domains.
Environmental context and resources (five studies) included
decision aids; preparatory materials; and better-timed
consultations. Social influences (four studies) involved
supportive communication; and explicit invitations to
participate. Beliefs about capabilities (four studies) and
knowledge (four studies) reflected the effects of training
and clearer information. Skills (three studies); beliefs about
consequences (three studies); emotion (two studies);
reinforcement (two studies); memory and decision
processes (one study); and social/professional role and

identity (one study) were reported less frequently.

Discussion

By examining 11 studies, this review has identified reasons
why shared decision-making in anaesthesia is implemented
inconsistently and, using a theoretical lens, distilled
practical activation targets at clinician, patient and system
levels. Taken together, these targets offer a theory-informed
roadmap for embedding shared decision-making in peri-
operative practice (Table 3). Addressing them in
combination may deliver the most sustainable
improvements for clinicians, educators and service leads
[41,53,72].

Clinician-level targets involve enhancing skills,
behaviours and professional norms that foster collaboration
within consultations. First, targeted shared decision-making
communication training can improve confidence in
presenting options, eliciting patient values and supporting
meaningful discussion even wunder time constraints.
Anaesthesia-specific  workshops increased clinician
preparedness and confidence in involving patients in
decision-making [61]. Communication behaviours such as
open questioning, facilitation and affective statements were
also associated with greater patient participation and
satisfaction [62, 65], aligning with broader evidence that
tailored shared decision-making training improves clinician
self-efficacy and decision quality [18, 72]. Training
incorporating interactive or practice-based elements can
support the development of these skills [73]. Second,
clinicians should elicit patient preferences actively using
open-ended and structured prompts. Explicitly inviting

patients to share preferences and ask questions was
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Table 2 Barriers and facilitators to shared decision-making in anaesthesia mapped to domains of the Theoretical Domains

Framework (domains are detailed in online Supporting Information, Appendix S2).

Domain

Beliefs about
capabilities

Beliefs about
consequences

Emotion

Environmental context
and resources

Intentions

Knowledge

Memory and decision

processes

Reinforcement

Social influences

Social/professional
role and identity

Skills

860

Barriers

Clinicians sometimes assumed that older adults or
cognitively impaired patients were less able to
participate[62, 63]; anxious or distressed patients
were seen as too overwhelmed[67]; and
differences in understanding or confidence
reduced engagement[64].

Clinicians feared that offering options might
overwhelm patients in high-stress settings [64,
67], often viewing limited choice as protective
[64, 67], and some felt shared decision-making
was impractical under clinical pressure [63].

Pre-operative anxiety or uncertainty led some
patients to defer decisions to clinicians [60, 67].

Time pressure, same-day consultations and high-
workload settings limited shared decision-
making [61, 63, 64, 67]. Patients also struggled to
find clear, trustworthy pre-operative information,
which reduced preparedness for participation
[68].

Clinicians sometimes led patients toward a
particular anaesthetic option rather than
facilitating deliberation, with consultations often
shaped around clinician preferences[63, 64].

Patients were often unaware of their role or of
available anaesthetic options[60, 64, 68], and
clinicians reported limited training or confidence
in delivering shared decision-making [61, 63].

Patients mistook information provision for
participation [64] and anaesthetists controlled the
consultation structure, limiting opportunities for
patients to process information [65].

None reported.

Clinicians often underestimated patients’ desire or
ability to be involved [61-63, 69]; engagement
differed across demographic and cultural groups
[68, 70]; hierarchical team structures discouraged
shared decision-making [61, 63, 67]; and many
patients deferred to clinicians based on trust,
habit, or perceived authority [62, 64, 68].

Clinicians sometimes viewed shared decision-
making as difficult to integrate within their
professional role or deprioritised it due to
workflow expectations[61, 67].

Limited repertoire of communication techniques
and absence of structured skill training
constrained clinicians’ ability to facilitate
discussion[63, 65, 671].

©2026 The Author(s). Anaesthesia published by John Wiley & Sons Ltd on behalf of Association of Anaesthetists.

Facilitators

Workshops and skills-based training enhanced
clinician confidence even in time-limited settings
[61]; accessible decision aids supported
understanding across literacy and education levels
[66]; and inclusive invitations to participate
improved engagement across age groups and
perceived capacity levels[63, 67].

Patients reported greater satisfaction when shared
decision-making was incorporated [62] and
expressed feeling more respected, confidentand
reassured when clinicians supported participation
[63,67].

Clear explanations and structured conversations
reduced anxiety and supported engagement[63,
67].

Structured tools and pre-consultation materials
improved understanding and preparedness[61, 63,
66], clearer communication supported engagement
even in busy settings [67] and longer consultations
increased observed shared decision-making [69].

None reported.

Decision aids improved patient understanding and
preparedness[66], and training and supportive
communication increased clinicians’ ability to
involve patients[61, 63, 67].

Preparatory materials, including structured
conversation aids, improved information retention
and supported greater engagement[66].

Positive feedback loops reinforced engagement:
patients who feltinvolved reported greater
satisfaction [62] and real-time decision aids
reinforced shared participation during
consultations [66].

Multidisciplinary teamwork and visible support from
multiple clinicians encouraged collaborative
involvement[67], while clinicians who actively
invited patientinput strengthened engagement and
confidence during consultations [64-66].

Supportforshared decision-making increased when
it was institutionally prioritised and integrated into
clinicians’ roles and responsibilities[61].

Shared decision-making-specific workshops
developed communication skills and preparedness
[61], and observed use of open questioning,
facilitation and affective statements was linked to
greaterengagement[62, 65].
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Table 3 Key activation targets for shared decision-making in anaesthesia.

Level

Clinician-
level

Patient-
level

System-
level

Activation target

1. Train clinicians in shared
decision-making
communication

2. Actively elicit patient
preferences

3. Avoid assumptions about
patient capacity

4. Make the decision explicit

5. Reduce pre-operative
anxiety

6. Ensure accessibility for all
literacy levels

7. Allocate sufficient time for
shared decision-making

8. Provide pre-consultation
information and tools

9.Embed shared decision-
making into workflows and
protocols

Description

Build communication skills to
explain anaesthesia options
clearly, check understanding
and support two-way
discussion.

Use open questions and
prompts to draw out patient
values and concerns.

Engage all patients regardless of
age, education, or cognitive
status.

Clearly state that an anaesthesia
choice exists and that patient
inputin that choice is valued.

Use clear explanations of
anaesthesia choices and
reassurance to support
participation.

Provide plain language, visual
aids and culturally adapted
materials.

Create space in the schedule for
meaningful discussion.

Give patients decision aids:
conversation aid pre-
consultation leaflets or
question prompt listsin
advance.

Formalise shared decision-
making within organisational
processes and team roles.

Evidence from review

Anaesthesia-specific training increased clinician
confidence and preparednessto involve
patientsin decisions[61]. Communication
behaviours such as open questioning, facilitation
and affective statements were associated with
greater patientinvolvement[62, 65].

Engagement rose when clinicians invited
contributions explicitly or used open questions
to explore values[64, 65, 67]. Consultations that
remained clinician-dominated limited
opportunities for patients to express preferences
or discuss options[62-64].

Inclusionimproved when all patients were
invited; assumptions about ability or distress
hindered involvement [63, 64, 67].

Patients were often unaware of a choice [60, 64,
67,68], and clear explanations helped them
understand their role [70]. Awareness increased
engagement and confidence [63, 66, 67].

Supportive communication reduced anxiety and
improved engagement[63, 64, 67]. Anxiety and
stress led some patients to defer decision-
making [64, 67].

Educational tools designed in clear, plain
language improved understanding and
confidence [66]. Lower involvement was
observed among patients with limited
understanding, language differences or varying
educational backgrounds[60, 64, 67, 70].

Observed shared decision-making increased with
longer consultations [69]. Availability of pre-
consultation materials improved preparedness
[61,63]

Decision aids and early information improved
clarity, understanding and engagementin
shared decision-making [63, 66, 67].

Written guidance, team-based approaches and
structured communication processes improved
consistency[61, 63, 66]. Lack of clear protocols
ortools hindered delivery[61, 63].

associated with higher engagement [64, 65], which is
consistent with evidence that preference elicitation is
central to shared decision-making [28, 74]. Third,
assumptions about patient capacity should be avoided,
since engagement increased when all patients were invited
to participate regardless of age, education or perceived
engage [63, 64, 671

communication confidence and language [70] highlight the

capacity to Differences in

importance of inclusive approaches that actively support

and encourage participation. This reflects wider literature

showing that inclusive invitations can reduce inequities in
participation[75, 76].

Patient-level targets aim to strengthen readiness,
understanding and confidence to participate. First,
clinicians should make the decision explicit, clearly
signalling that a choice exists and that patient input will
influence the outcome. Many patients were unaware that
there was a decision to be made about their anaesthetic [60,
64, 67, 68]. Awareness was linked to higher engagement
[63, 66, 67], supporting evidence that decision signposting
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increases engagement [77-79]. Second, measures to
reduce pre-operative anxiety, including clear explanations,
reassurances and supportive communication, were
associated with improved participation [63, 64, 67],
consistent with findings from surgical and oncology care
[80, 81]. Third, ensuring accessibility for patients with
different communication or literacy needs is critical. Tools
designed in clear, plain language and supported by
accessible communication  strategies can improve
understanding and confidence across diverse patient
groups [60, 66, 67], reflecting broader evidence that plain
language, visual aids and culturally adapted formats can
improve equity [82, 83].

System-level  targets address  structural and
organisational factors. First, services should allocate
sufficient time for shared decision-making by extending
consultations or moving discussions to earlier points in the
pathway. Time constraints limited shared decision-making
consistently [61, 63], and clinicians identified longer or
better-timed consultations as essential for meaningful
involvement [61], echoing wider findings that adequate
time enables patient involvement[19, 74]. Second, services
should provide pre-consultation information and tools to
prepare patients before their appointment. Decision
support in the included studies comprised conversation
aids and pre-consultation written information, which
improved clarity, preparedness and satisfaction [63, 66].
Both patients and clinicians described earlier information as
a valuable enabler of understanding and engagement [63,
66], consistent with systematic review evidence for decision
aid benefits [77]. Third, organisations should embed shared
decision-making into workflows and protocols, ensuring itis
a consistent expectation rather than an optional practice.
While structured protocols and decision aids can improve
reliability, excessive standardisation may limit patient-
centred dialogue. These tools should guide rather than
prescribe discussions, maintaining both consistency and
individualisation [28, 84]. Achieving this balance between
structure and personalisation is essential for equitable and
authentic shared decision-making. Clear guidance, team-
based approaches, and structured communication
processes supported consistency [61, 63, 66], aligning with
broader implementation research on integrating shared
decision-making into standard care pathways[72, 85].

The identified barriers and facilitators illustrate how
multilevel factors interact to produce inconsistent shared
decision-making in anaesthesia. Structural pressures such
as fast-paced, brief or same-day consultations limited
deliberation[61, 63] and were also associated with clinician-

led talk, single anaesthetic-option framing and lower patient

recognition that a choice existed [64, 68]. A
perception-observation gap was evident, with low
observed shared decision-making alongside high self-rated
involvement and mismatches between preferred and
experienced roles, influencing satisfaction and decisional
confidence [62, 68]. Professional norms and role
perceptions shaped practice, with shared decision-making
often viewed as peripheral under clinical pressure and
consultations often steering toward a preferred option [61,
64]. Equity-related barriers were linked to differences in
understanding and language proficiency, compounded by
assumptions about the capacity of older adults [60, 63, 671].

Facilitators that acted across levels were most
promising. Pre-consultation materials and decision aids
improved preparedness and structured dialogue [63, 66],
and early, clear information was described as valuable
supports for understanding and engagement [63, 67].
Anaesthesia-specific training increased clinician confidence
[61] while effective communication behaviours were
associated with greater patient participation [62, 65]. These
patterns justify multi-component strategies that prepare
patients, support clinicians and adjust workflows, directly
underpinning the activation targets described above.

Mapping barriers and facilitators to the Theoretical
Domains Framework clarifies where efforts to strengthen
shared decision-making should focus. The prominence of
social influences highlights how interpersonal expectations
and established professional norms shape whether shared
decision-making is treated as integral rather than optional.
Environmental context and resources further illustrate how
structural pressures constrain time and limit opportunities
for earlier preparation. Knowledge and beliefs about
capabilities point to parallel requirements; patients need
accessible information to recognise genuine choice and
clinicians need confidence and skills to present options in
equipoise. Less frequent domains, such as emotion and
intentions, show how anxiety or clinician steering can still
shape decisions. Framing activation targets within these
domains shows that inconsistent shared decision-making
reflects modifiable structural and professional pressures
rather than inherent patient reluctance.

Embedding shared decision-making in anaesthetic
care requires co-ordinated action across clinicians, patients
and healthcare systems. Training and communication
initiatives are most effective when supported by
organisational policies that make collaborative decision-
making a routine part of peri-operative workflows. Clinicians
can apply anaesthesia-specific communication training to
promote open inclusive discussions and consistent practice.

At the same time, patients need accessible education and

862 ©2026 The Author(s). Anaesthesia published by John Wiley & Sons Ltd on behalf of Association of Anaesthetists.
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supportive dialogue to enhance understanding and
participation. Sustainable progress also depends on
system-level alignment, including decision-support tools;
protected consultation time; and integration within
standard care pathways. Taken together, these efforts
translate behavioural evidence into everyday practice and
outline a pragmatic route toward genuinely person-centred
anaesthesia decision-making.

This review offers a structured, theory-informed
synthesis of factors influencing shared decision-making in
anaesthesia, identifying primary targets for improvement. A
key strength is the use of the Theoretical Domains
Framework [35-37], which enabled behavioural mapping
across diverse study designs, supporting reproducible
synthesis and identifying modifiable mechanisms for
practice and policy. The inclusion of both patient and
clinician perspectives across varied health systems enhances
the breadth of insight and supports transferability. The
search spanned six databases without date or language
restrictions, and identified eligible studies published
between 2005 and 2025. Study quality was assessed
consistently using the Mixed Methods Appraisal Tool [47],
ensuring comparability across methods.

Several limitations should be considered. None of the
included studies reported a fully powered randomised trial;
most were qualitative or observational. Although this limits
causal inference, such designs can provide valuable
contextual and behavioural insights that are often missed in
trials[31, 86]. Heterogeneity in how shared decision-making
was defined, measured and described limited the precision
of domain-level mapping and precluded meta-analysis,
reflecting broader gaps in standardised reporting. The use
of the Theoretical Domains Framework partly mitigated this
by enabling consistent synthesis across diverse approaches.
Rather than detracting from the evidence base, these issues
highlight the early stage of anaesthesia-specific shared
decision-making research and the need for theory-driven,
transparently reported studies. Future research should draw
on frameworks such as the Behaviour Change Intervention
Ontology to specify intervention components more
precisely [87].

Several studies relied on clinicians’ self-assessments of
their communication skills to gauge preparedness for shared
decision-making. However, such measures should be
interpreted cautiously, as self-evaluations may not reflect
actual performance accurately. Assessing one's own
competence is inherently difficult and studies show that self-
assessments often diverge from external evaluations [88-90].
Combining reflection with feedback and observation can

support more accurate skill development. Finally, gender

and other identity factors remain largely unexplored. None
of the included studies examined how gendered social
dynamics or identity-related processes, such as epistemic
injustice (where patients’ testimonies may be undervalued)
for example, shape anaesthesia consultations [91, 92].
Addressing these gaps is critical for advancing equity and
inclusivity in peri-operative communication.

The focus of this review on shared decision-making may
have omitted studies centred on informed consent or
patient communication that reflect similar deliberative
principles. Future syntheses could examine this overlap to
clarify how informed consent transitions into shared
decision-making. Further, factors such as socio-economic
status or health literacy were beyond scope of the review
but remain essential to understanding equity in
patient—clinician interactions.

In conclusion, shared decision-making in anaesthesia is
delivered inconsistently due to modifiable clinician, patient
and system-level constraints. This synthesis identifies
persistent barriers and facilitators and distils them into
actionable activation targets, mapped to the Theoretical
Domains Framework to show where change is most likely to
have impact. Priorities for practice are achievable within
existing peri-operative pathways: preparing patients with
clear pre-consultation information; supporting clinicians to
present options in equipoise and elicit preferences; and
embedding shared decision-making into workflows through
earlier scheduling, protected time, standardised tools and
clear documentation. A co-ordinated implementation
approach is needed, with consistent communication
practices and clear processes to support shared decision-
making across the peri-operative pathway. Taken together,
these insights show that meaningful progress does not
require redesigning pathways but co-ordinated action
across levels, with activation targets offering practical entry
points that link patient and clinician preparation with
preference elicitation and modest workflow changes.
Applying behavioural theory strengthened understanding
of mechanisms and priorittes and can guide future
evaluations, providing a realistic route from intention to
delivery. Implementing shared decision-making in
anaesthesia is both feasible and necessary to achieve safe,
person-centred care aligned with current clinical standards.

Author affiliations

Adam Madhani,” Nicolas Suarez,? and Katherine A. Finlay1
1 School of Psychology and Clinical Language Sciences,
University of Reading, Reading, UK

2 Nuffield Department of Anaesthesia, John Radcliffe
Hospital, Oxford, UK

©2026 The Author(s). Anaesthesia published by John Wiley & Sons Ltd on behalf of Association of Anaesthetists. 863

A '9 '920¢ ‘vr0CSIET

woyy

35LS01 SUOWILIOD SAIEa1D) 3|qeotidde Uy Aq peusenob e Sopiie WO ‘SN JO S9N Joj AiqIT 8UIUO A8]IM UO (SUORIPUOO-PUR-SWSYW00™A8 1M ARe1q)1)BU1UO//SANY) SUORIPUED PUe SWB 1 U1 88S *[9202/50/62] UO AX1q1T8UIUO /8|1 ‘80Us|[pOX3 2180 PUE U}IESH 1043IN1isu| [UOIN ‘OIN AQ 9T0L SeUe/TTTT OT/I0p/W00™ A8 1M



Anaesthesia 2026, 81, 852-866

Madhanietal. | Activating anaesthesia shared decision-making

Acknowledgements

This systematic review was pre-registered on PROSPERO
(CRD42024628636). No statistical code or data were
generated. No external funding or competing interests

declared.

References

1.

864

Warner MA, Arnal D, Cole DJ, et al. Anesthesia patient safety:
next steps to improve worldwide perioperative safety by 2030.
Anesth Analg 2022; 135: 6-19. https://doi.org/10.1213/ANE.
0000000000006028.

. Chrimes N, Marshall SD. The illusion of informed consent.

Anaesthesia 2018; 73: 9-14. https://doi.org/10.1111/anae.
14002.

. Kane A, Kursumovic E, Soar J, et al. NAP7 Activity Survey:

serious complications during anaesthesia — key findings.
London: Royal College of Anaesthetists, 2023. Available at:
https://www.rcoa.ac.uk/sites/default/files/documents/2023-
11/NAP7_Chapter%2012_FINAL.pdf (accessed 18/10/2025).

. Sturgess J, Clapp JT, Fleisher LA. Shared decision-making in

peri-operative medicine: a narrative review. Anaesthesia 2019;
74:13-9. https://doi.org/10.1111/anae.14504.

. Royal College of Anaesthetists. Raising the Standards: RCoA

Quality Improvement Compendium, 4th edn. London: RCoA,
2020. Available at: https://www.rcoa.ac.uk/safety-standards-
quality/quality-improvement/raising-standards-rcoa-quality-im
provement-compendium (accessed 18/10/2025).

. Leung D. The role of perioperative shared decision making:

when risk is non-modifiable. Curr Anesthesiol Rep 2022; 12:
148-55. https://doi.org/10.1007/s40140-021-00492-z.

. Légaré F, Ratté S, Gravel K, Graham ID. Barriers and facilitators

to implementing shared decision-making in clinical practice:
update of a systematic review of health professionals’
perceptions. Patient Educ Couns 2008; 73: 526-35. https://doi.
org/10.1016/j.pec.2008.07.018.

. National Institute for Health and Care Excellence. Shared decision

making (NICE guideline NG197). 2021. Available at: https://www.
nice.org.uk/guidance/ng197 (accessed 01/10/2025).

. The Royal College of Surgeons. Consent: Supported

Decision-Making. London: RCS, 2016. Available at: https://
www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/
Non-journal-publications/Consent_2016_combined-P2.pdf
(accessed 22/10/2025).

. Emanuel EJ, Emanuel LL. Four models of the physician-patient

relationship. JAMA 1992; 267: 2221-6. https://doi.org/10.
1001/jama.1992.03480160079038.

. Stiggelbout AM, Pieterse AH, De Haes JCJM. Shared decision

making: concepts, evidence, and practice. Patient Educ Couns
2015; 98: 1172-9. https://doi.org/10.1016/j.pec.2015.06.022.

. Bakhtin MM, Holquist M, Emerson C. The Dialogic Imagination:

Four Essays. Austin: University of Texas Press, 1981. https://doi.
org/10.2307/1772435.

. Steinberg A. Disclosure of information and informed consent:

ethical and practical considerations. J Child Neurol 2009; 24:
1568-71. https://doi.org/10.1177/0883073809337033.

. Hughes JC, Crepaz-Keay D, Emmett C, Fulford KWM. The

Montgomery ruling, individual values and shared decision-
making in psychiatry. BJPsych Adv 2018; 24: 93-100.
https://doi.org/10.1192/bja.2017.12.

. Tylee MJ, Rubenfeld GD, Wijeysundera D, Sklar MC, Hussain S,

Adhikari NKJ. Anesthesiologist-to-patient communication: a
systematic review. JAMA Netw Open 2020; 3: e2023503.
https://doi.org/10.1001/jamanetworkopen.2020.23503.

. Aubree Shay L, Lafata JE. Where is the evidence? A systematic

review of shared decision making and patient outcomes. Med

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Decis Mak 2015; 35:
1177/0272989X14551638.
Barry MJ, Edgman-Levitan S. Shared decision making — the
pinnacle of patient-centered care. N Engl J Med 2012; 366:
780-1. https://doi.org/10.1056/NEJMp1109283.

Elwyn G, Frosch D, Thomson R, et al. Shared decision making: a
model for clinical practice. J Gen Intern Med 2012; 27: 1361-7.
https://doi.org/10.1007/s11606-012-2077-6.

Elwyn G, Lloyd A, Joseph-Williams N, Cording E, Thomson R,
Durand MA, Edwards A. Option grids: shared decision making
made easier. Patient Educ Couns 2013; 90: 207-12. https://doi.
org/10.1016/j.pec.2012.06.036.

Coulter A, Edwards A, Entwistle V, Kramer G, Nye A, Thomson
R, Walker E. Shared decision making in the UK: moving towards
wider uptake. Z Evid Fortbild Qual Gesundhwes 2017; 123: 99—
103. https://doi.org/10.1016/j.zefq.2017.05.010.

Charles C, Gafni A, Whelan T. Shared decision-making in the
medical encounter: what does it mean? (Or, it takes at least two
to tango). Soc Sci Med 1997; 44: 681-92. https://doi.org/10.
1016/50277-9536(96)00221-3.

Boss EF, Mehta N, Nagarajan N, et al. Shared decision-making
and choice for elective surgical care: a systematic review.
Otolaryngol Head Neck Surg 2016; 154: 701-13. https://doi.
org/10.1177/0194599815620558.

Deniz S, Akbolat M, Cimen M, Unal O. The mediating role
of shared decision-making in the effect of the patient-
physician relationship on compliance with treatment. J
Patient Exp 2021; 8: 8. https://doi.org/10.1177/2374373
5211018066.

Niburski K, Guadagno E, Abbasgholizadeh-Rahimi S, Poenaru
D. Shared decision making in surgery: a meta-analysis of
existing literature. Patient 2020; 13: 667-81. https://doi.
org/10.1007/s40271-020-00443-6.

Waddell A, Lennox A, Spassova G, Bragge P. Barriers and
facilitators to shared decision-making in hospitals from policy
to practice: a systematic review. Implement Sci 2021; 16: 74.
https://doi.org/10.1186/s13012-021-01142-y.

Durand M-A, Moulton B, Cockle E, Mann M, Elwyn G. Can
shared decision-making reduce medical malpractice litigation?
A systematic review. BMC Health Serv Res 2015; 15: 167.
https://doi.org/10.1186/s12913-015-0823-2.

Douglas RN, Stephens LS, Posner KL, et al. Communication
failures contributing to patient injury in anaesthesia malpractice
claims. Br J Anaesth 2021; 127: 263-72. https://doi.org/10.
1016/j.bja.2021.05.030.

Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not
power for patients: a systematic review and thematic synthesis
of patient-reported barriers and facilitators to shared decision-
making. Patient Educ Couns 2014; 94: 291-309. https://doi.
org/10.1016/j.pec.2013.10.031.

Boland L, Graham ID, Légaré F, et al. Barriers and facilitators of
pediatric shared decision-making: a systematic review.
Implement Sci 2019; 14: 7. https://doi.org/10.1186/s13012-
018-0851-5.

Kim H, Sefcik JS, Bradway C. Characteristics of qualitative
descriptive studies: a systematic review. Res Nurs Health 2017;
40: 23-42. https://doi.org/10.1002/nur.21768.

Ligthelm RJ, Borzi V, Gumprecht J, Kawamori R, Wenying Y,
Valensi P. Importance of observational studies in clinical
practice. Clin Ther 2007; 29: 1284-92. https://doi.org/10.
1016/j.clinthera.2007.07.004.

Popay J, Roberts H, Sowden A, et al. Developing guidance on
the conduct of narrative synthesis in systematic reviews. A
product from the ESRC methods programme. 2006; 1.
https://doi.org/10.13140/2.1.1018.4643.

Charmaz K, Henwood K. Grounded theory methods for
qualitative psychology. In: Willig C, Stainton-Rogers W, eds.
The SAGE Handbook of Qualitative Research in Psychology.

114-31.  https://doi.org/10.

©2026 The Author(s). Anaesthesia published by John Wiley & Sons Ltd on behalf of Association of Anaesthetists.

A '9 '920¢ ‘vr0CSIET

woyy

B5UB0 17 SUOWIWOD dAIER 1D 3|ged! (dde auy) Aq peusenoh ae sapie WO ‘8sn JO Sajni Joy Arig 1 auluO A3|1 UO (SUO N IPUOD-PUR-SLLBIALIOD" A8 | 1M AReiq 1BUI|UO//ScIY) SUONIPUOD Pue SWiS | 841 39S *[9202/50/62] U0 ARiqIauljuO A3|1IM ‘90U | poX3 a1eD pue UieaH Jojaimisu| uotieN ‘3OIN Aq #9T0L @eue/TTTT OT/I0PAL0Y S| IM"


https://doi.org/10.1213/ANE.0000000000006028
https://doi.org/10.1213/ANE.0000000000006028
https://doi.org/10.1111/anae.14002
https://doi.org/10.1111/anae.14002
https://www.rcoa.ac.uk/sites/default/files/documents/2023-11/NAP7_Chapter%2012_FINAL.pdf
https://www.rcoa.ac.uk/sites/default/files/documents/2023-11/NAP7_Chapter%2012_FINAL.pdf
https://www.rcoa.ac.uk/sites/default/files/documents/2023-11/NAP7_Chapter%2012_FINAL.pdf
https://www.rcoa.ac.uk/sites/default/files/documents/2023-11/NAP7_Chapter%2012_FINAL.pdf
https://doi.org/10.1111/anae.14504
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://www.rcoa.ac.uk/safety-standards-<?A3B2 tlsb=.003w?>quality/quality-improvement/raising-standards-rcoa-quality-improvement-compendium
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1007/s40140-021-00492-z
https://doi.org/10.1016/j.pec.2008.07.018
https://doi.org/10.1016/j.pec.2008.07.018
https://www.nice.org.uk/guidance/ng197
https://www.nice.org.uk/guidance/ng197
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://www.rcseng.ac.uk/-/media/Files/RCS/Library-and-publications/Non-journal-<?re3,j?>publications/Consent_2016_combined-P2.pdf
https://doi.org/10.1001/jama.1992.03480160079038
https://doi.org/10.1001/jama.1992.03480160079038
https://doi.org/10.1016/j.pec.2015.06.022
https://doi.org/10.2307/1772435
https://doi.org/10.2307/1772435
https://doi.org/10.1177/0883073809337033
https://doi.org/10.1192/bja.2017.12
https://doi.org/10.1001/jamanetworkopen.2020.23503
https://doi.org/10.1177/0272989X14551638
https://doi.org/10.1177/0272989X14551638
https://doi.org/10.1056/NEJMp1109283
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1016/j.pec.2012.06.036
https://doi.org/10.1016/j.pec.2012.06.036
https://doi.org/10.1016/j.zefq.2017.05.010
https://doi.org/10.1016/S0277-9536(96)00221-3
https://doi.org/10.1016/S0277-9536(96)00221-3
https://doi.org/10.1016/S0277-9536(96)00221-3
https://doi.org/10.1016/S0277-9536(96)00221-3
https://doi.org/10.1016/S0277-9536(96)00221-3
https://doi.org/10.1016/S0277-9536(96)00221-3
https://doi.org/10.1177/0194599815620558
https://doi.org/10.1177/0194599815620558
https://doi.org/10.1177/23743735211018066
https://doi.org/10.1177/23743735211018066
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s13012-021-01142-y
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1186/s12913-015-0823-2
https://doi.org/10.1016/j.bja.2021.05.030
https://doi.org/10.1016/j.bja.2021.05.030
https://doi.org/10.1016/j.pec.2013.10.031
https://doi.org/10.1016/j.pec.2013.10.031
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1186/s13012-018-0851-5
https://doi.org/10.1002/nur.21768
https://doi.org/10.1016/j.clinthera.2007.07.004
https://doi.org/10.1016/j.clinthera.2007.07.004
https://doi.org/10.13140/2.1.1018.4643

Madhanietal. | Activating anaesthesia shared decision-making

Anaesthesia 2026, 81, 852-866

Volume 2. London: SAGE Publications, 2017: 238-56.
https://doi.org/10.4135/9781526405555.n14.

mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/
127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.

34. Pfadenhauer LM, Mozygemba K, Gerhardus A, et al. Context pdf.
and implementation: a concept analysis towards conceptual 50. Higgins JPT, Thomas J, Chandler J, et al. Cochrane Handbook
maturity. Z Evid Fortbild Qual Gesundhwes 2015; 109: 103-14. for Systematic Reviews of Interventions, 2nd edn. Chichester:
https://doi.org/10.1016/j.zefq.2015.01.004. John Wiley & Sons, 2019. https://doi.org/10.1002/

35. Atkins L, Francis J, Islam R, et al. A guide to using the theoretical 9781119536604.
domains framework of behaviour change to investigate 51. Michie S, Johnston M, Francis J, Hardeman W, Eccles M. From
implementation problems. Implement Sci 2017; 12: 77. theory to intervention: mapping theoretically derived
https://doi.org/10.1186/s13012-017-0605-9. behavioural determinants to behaviour change techniques.

36. Cane J, O'Connor D, Michie S. Validation of the theoretical Appl Psychol 2008; 57: 660-80. https://doi.org/10.1111/j.
domains framework for use in behaviour change and 1464-0597.2008.00341 x.
implementation research. Implement Sci 2012; 7: 37. 52. Roberts K, Dowell A, Nie JB. Attempting rigour and replicability
https://doi.org/10.1186/1748-5908-7-37. in thematic analysis of qualitative research data: a case study of

37. Michie S, Johnston M, Abraham C, Lawton R, Parker D, Walker codebook development. BMC Med Res Methodol 2019; 19:
A, "Psychological Theory” Group. Making psychological theory 66. https://doi.org/10.1186/s12874-019-0707-y.
useful for implementing evidence-based practice: a consensus 53. Ferlie EB, Shortell SM. Improving the quality of health care in
approach. Qual Saf Health Care 2005; 14: 26-33. https://doi. the United Kingdom and the United States: a framework for
org/10.1136/qshc.2004.011155. change. Milbank Q 2001; 79: 281-315. https://doi.org/10.

38. Garcia L, Mendonca G, Benedetti TRB, et al. Barriers and 1111/1468-0009.00206.
facilitators of domain-specific physical activity: a systematic 54. Creswell JW, Plano Clark VL. Designing and Conducting Mixed
review of reviews. BMC Public Health 2022; 22: 2164. Methods Research, 2nd edn. Thousand Oaks: SAGE
https://doi.org/10.1186/s12889-022-14385-1. Publications, 2011. https://doi.org/10.1111/j.1753-6405.2007.

39. Dogherty EJ, Estabrooks CA. Why do barriers and facilitators 00096.x.
matter? In: Richards DA, Hallberg IR, eds. Complex 55. Kaushik V, Walsh CA. Pragmatism as a research paradigm and
Interventions in Health: An Overview of Research Methods. its implications for social work research. Soc Sci 2019; 8: 255.
Abingdon: Routledge, 2015: 57-68. https://doi.org/10. https://doi.org/10.3390/s0csci8090255.
4324/9780203794982. 56. O'Cathain A, Murphy E, Nicholl J. The quality of mixed methods

40. Grol R, Wensing M. What drives change? Barriers to and studies in health services research. J Health Serv Res Policy
incentives for achieving evidence-based practice. Med J Aust 2008; 13: 92-8. https://doi.org/10.1258/jhsrp.2007.007074.
2004; 180: S57-60. https://doi.org/10.5694/j.1326-5377. 57. Morgan DL. Pragmatism as a paradigm for social research.
2004.tb05948.x. Qual Ing 2014; 20: 1045-53. https://doi.org/10.1177/

41. Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 1077800413513733.
statement: an updated guideline for reporting systematic 58. Malterud K. Qualitative research: standards, challenges, and
reviews. BMJ 2021; 372: n71. https://doi.org/10.1136/bmj. guidelines. Lancet 2001; 358: 483-8. https://doi.org/10.
n71. 1016/50140-6736(01)05627-6.

42. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan 59. Berger R. Now | see it, now | don't: researcher’s position and
—a web and mobile app for systematic reviews. Syst Rev 2016; reflexivity in qualitative research. Qual Res 2015; 15: 219-34.
5:210. https://doi.org/10.1186/s13643-016-0384-4. https://doi.org/10.1177/1468794112468475.

43. Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping 60. Ankuda CK, Block SD, Cooper Z, et al. Measuring critical
reviews (PRISMA-ScR): checklist and explanation. Ann Intern deficits in shared decision making before elective surgery.
Med 2018; 169: 467-73. https://doi.org/10.7326/M18-0850. Patient Educ Couns 2014; 94: 328-33. https://doi.org/10.

44. Greenhalgh T, Thorne S, Malterud K. Time to challenge the 1016/j.pec.2013.11.013.
spurious hierarchy of systematic over narrative reviews? Eur J 61. Bougeard AM, Nair A, Santhirapala R. Perioperative shared
Clin Investig 2018; 48: €12931. https://doi.org/10.1111/eci. decision making — how do we train clinicians? PEC Innov 2023;
12931. 3:100159. https://doi.org/10.1016/j.pecinn.2023.100181.

45. Gartlehner G, Affengruber L, Titscher V, Noel-Storr A, Dooley G, 62. Flierler WJ, Nubling M, Kasper J, Heidegger T. Implementation
Ballarini N, Konig F. Single-reviewer abstract screening missed of shared decision making in anaesthesia and its influence on
13 percent of relevant studies: a crowd-based, randomized patient satisfaction. Anaesthesia 2013; 68: 713-22. https://doi.
controlled trial. J Clin Epidemiol 2020; 121: 20-8. https://doi. org/10.1111/anae.12196.
org/10.1016/}.jclinepi.2020.01.005. 63. Goldstein EC, Neuman MD, Haar VV, et al. Preparing to

46. Waffenschmidt S, Knelangen M, Sieben W, Biihn S, Pieper D. implement shared decision making in anaesthesia for hip
Single screening versus conventional double screening for fracture surgery: a qualitative interview study. Br J Anaesth
study selection in systematic reviews: a methodological 2025; 134: 1058-67. https://doi.org/10.1016/j.bja.2025.01.
systematic review. BMC Med Res Methodol 2019; 19: 107. 012.
https://doi.org/10.1186/s12874-019-0782-0. 64. Graff V, Clapp JT, Heins SJ, et al. Patient involvement in

47. Hong QN, Fabregues S, Bartlett G, et al. The mixed methods anaesthesia decision-making: a qualitative study of knee
appraisal tool (MMAT) version 2018 for information arthroplasty. Anesthesiology 2021; 135: 1009-20. https://doi.
professionals and researchers. Educ Inf 2018; 34: 285-91. org/10.1097/ALN.0000000000003795.
https://doi.org/10.3233/EFI-180221. 65. Kindler CH, Szirt L, Sommer D, Hausler R, Langewitz W. A

48. Pace R, Pluye P, Bartlett G, Macaulay AC, Salsberg J, Jagosh J, quantitative analysis of anaesthetist-patient communication
Seller R. Testing the reliability and efficiency of the pilot mixed during the pre-operative visit. Anaesthesia 2005; 60: 53-9.
methods appraisal tool (MMAT) for systematic mixed studies https://doi.org/10.1111/].1365-2044.2004.03995 x.
review. Int J Nurs Stud 2012; 49: 47-53. https://doi.org/10. 66. Neuman MD, Elwyn G, Graff V, Schmitz V, Politi MC. My
1016/j.ijnurstu.2011.07.002. anesthesia choice-HF: development and preliminary testing of

49. Nha Q, Pluye P, Fabregues S, et al. Mixed Methods Appraisal a tool to facilitate conversations about anaesthesia for hip
Tool (MMAT) Version 2018 User Guide. Registration of fracture surgery. BMC Anesthesiol 2024; 24: 165. https://doi.
copyright, 1148552(10), 1-7. 2018. Available at: http:// org/10.1186/s12871-024-02547-0.

©2026 The Author(s). Anaesthesia published by John Wiley & Sons Ltd on behalf of Association of Anaesthetists. 865

A '9 '920¢ ‘vr0CSIET

woyy

B5UB0 17 SUOWIWOD dAIER 1D 3|ged! (dde auy) Aq peusenoh ae sapie WO ‘8sn JO Sajni Joy Arig 1 auluO A3|1 UO (SUO N IPUOD-PUR-SLLBIALIOD" A8 | 1M AReiq 1BUI|UO//ScIY) SUONIPUOD Pue SWiS | 841 39S *[9202/50/62] U0 ARiqIauljuO A3|1IM ‘90U | poX3 a1eD pue UieaH Jojaimisu| uotieN ‘3OIN Aq #9T0L @eue/TTTT OT/I0PAL0Y S| IM"


https://doi.org/10.4135/9781526405555.n14
https://doi.org/10.1016/j.zefq.2015.01.004
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1136/qshc.2004.011155
https://doi.org/10.1136/qshc.2004.011155
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.1186/s12889-022-14385-1
https://doi.org/10.4324/9780203794982
https://doi.org/10.4324/9780203794982
https://doi.org/10.5694/j.1326-5377.2004.tb05948.x
https://doi.org/10.5694/j.1326-5377.2004.tb05948.x
https://doi.org/10.5694/j.1326-5377.2004.tb05948.x
https://doi.org/10.5694/j.1326-5377.2004.tb05948.x
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.7326/M18-0850
https://doi.org/10.7326/M18-0850
https://doi.org/10.7326/M18-0850
https://doi.org/10.1111/eci.12931
https://doi.org/10.1111/eci.12931
https://doi.org/10.1016/j.jclinepi.2020.01.005
https://doi.org/10.1016/j.jclinepi.2020.01.005
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.1186/s12874-019-0782-0
https://doi.org/10.3233/EFI-180221
https://doi.org/10.3233/EFI-180221
https://doi.org/10.3233/EFI-180221
https://doi.org/10.1016/j.ijnurstu.2011.07.002
https://doi.org/10.1016/j.ijnurstu.2011.07.002
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
https://doi.org/10.1002/9781119536604
https://doi.org/10.1002/9781119536604
https://doi.org/10.1111/j.1464-0597.2008.00341.x
https://doi.org/10.1111/j.1464-0597.2008.00341.x
https://doi.org/10.1111/j.1464-0597.2008.00341.x
https://doi.org/10.1111/j.1464-0597.2008.00341.x
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1111/1468-0009.00206
https://doi.org/10.1111/1468-0009.00206
https://doi.org/10.1111/1468-0009.00206
https://doi.org/10.1111/1468-0009.00206
https://doi.org/10.1111/j.1753-6405.2007.00096.x
https://doi.org/10.1111/j.1753-6405.2007.00096.x
https://doi.org/10.1111/j.1753-6405.2007.00096.x
https://doi.org/10.1111/j.1753-6405.2007.00096.x
https://doi.org/10.3390/socsci8090255
https://doi.org/10.1258/jhsrp.2007.007074
https://doi.org/10.1177/1077800413513733
https://doi.org/10.1177/1077800413513733
https://doi.org/10.1016/S0140-6736(01)05627-6
https://doi.org/10.1016/S0140-6736(01)05627-6
https://doi.org/10.1016/S0140-6736(01)05627-6
https://doi.org/10.1016/S0140-6736(01)05627-6
https://doi.org/10.1016/S0140-6736(01)05627-6
https://doi.org/10.1016/S0140-6736(01)05627-6
https://doi.org/10.1177/1468794112468475
https://doi.org/10.1016/j.pec.2013.11.013
https://doi.org/10.1016/j.pec.2013.11.013
https://doi.org/10.1016/j.pecinn.2023.100181
https://doi.org/10.1111/anae.12196
https://doi.org/10.1111/anae.12196
https://doi.org/10.1016/j.bja.2025.01.012
https://doi.org/10.1016/j.bja.2025.01.012
https://doi.org/10.1097/ALN.0000000000003795
https://doi.org/10.1097/ALN.0000000000003795
https://doi.org/10.1111/j.1365-2044.2004.03995.x
https://doi.org/10.1111/j.1365-2044.2004.03995.x
https://doi.org/10.1111/j.1365-2044.2004.03995.x
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0
https://doi.org/10.1186/s12871-024-02547-0

Anaesthesia 2026, 81, 852-866

Madhanietal. | Activating anaesthesia shared decision-making

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

866

Park YL, Clifton B, Ashraf R, et al. Patient and provider
perspectives on pain and other dimensions of anaesthesia
experience for caesarean delivery: a qualitative study. Womens
Health Rep 2025; 6: 711-22. https://doi.org/10.1177/
26884844251364123.

Pennington BRT, Politi MC, Abdallah AB, et al. A survey of
surgical patients’ perspectives and preferences towards
general anaesthesia techniques and shared decision-making.
BMC Anesthesiol 2023; 23: 322. https://doi.org/10.
1186/512871-023-02219-5.

Stubenrouch FE, Mus EMK, Lut JW, et al. The current level of
shared decision-making in anaesthesiology: an exploratory
study. BMC Anesthesiol 2017; 17: 118. https://doi.org/10.
1186/s12871-017-0386-3.

Yek JLJ, Lee AKY, Tan JAD, Lin GY, Thamotharampillai T,
Abdullah HR. Defining reasonable patient standard and
preference for shared decision-making among patients
undergoing anaesthesia in Singapore. BMC Med Ethics 2017;
18: 35. https://doi.org/10.1186/s12910-017-0172-2.

Goldstein  EC, Politi MC, Baraldi JH, et al. Refining,
implementing, and evaluating an anaesthesia choice
conversation aid for older adults with hip fracture: protocol for
a stepped-wedge cluster randomised trial. Implement Sci
Commun 2024; 5: 97. https://doi.org/10.1186/s43058-024-
00635-3.

Légaré F, Adekpedjou R, Stacey D, et al. Interventions for
increasing the use of shared decision-making by healthcare
professionals. Cochrane Database Syst Rev 2018; 7:
CD006732. https://doi.org/10.1002/14651858.CD006732.
pub4.

Clayman ML, Bylund CL, Chewning B, Makoul G. The impact of
patient participation in health decisions within medical
encounters: a systematic review. Med Decis Mak 2016; 36:
427-52. https://doi.org/10.1177/0272989X15613530.

Couét N, Desroches S, Robitaille H, et al. Assessments of the
extent to which healthcare providers involve patients in
decision-making: a systematic review of studies using the
OPTION instrument. Health Expect 2015; 18: 542-61.
https://doi.org/10.1111/hex.12054.

Grande SW, Faber MJ, Durand MA, et al. A classification model
of patient engagement methods and assessment of their
feasibility in real-world settings. Patient Educ Couns 2014; 95:
365-71. https://doi.org/10.1016/j.pec.2014.01.016.

Frosch DL, May SG, Rendle KAS, Tietbohl C, Elwyn G.
Authoritarian physicians and patients’ fear of being labeled
‘difficult’” among key obstacles to shared decision-making.
Health Aff (Millwood) 2012; 31: 1030-8. https://doi.org/10.
1377/hlthaff.2011.0576.

Stacey D, Légaré F, Barry M, et al. Decision aids for people
facing health treatment or screening decisions. Cochrane
Database Syst Rev 2017; 2017: CD001431. https://doi.org/10.
1002/14651858.CD001431.pub5.

Eggly S, Hamel LM, Foster TS, et al. Randomized trial of a
question prompt list to increase patient active participation
during interactions with Black patients and their oncologists.
Patient Educ Couns 2017; 100: 818-26. https://doi.org/10.
1016/j.pec.2016.12.026.

Shepherd HL, Barratt A, Trevena LJ, et al. Three questions that
patients can ask to improve the quality of information
physicians give about treatment options: a cross-over trial.
Patient Educ Couns 2011; 84: 379-85. https://doi.org/10.
1016/j.pec.2011.07.022.

Brandes K, Linn AJ, Butow PN, van Weert J. The characteristics
and effectiveness of question prompt list interventions in
oncology: a systematic review of the literature. Psychooncology
2015; 24: 245-52. https://doi.org/10.1002/pon.3637.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

Pereira L, Figueiredo-Braga M, Carvalho IP. Preoperative
anxiety in ambulatory surgery: the impact of an empathic
patient-centred approach on psychological and clinical
outcomes. Patient Educ Couns 2016; 99: 733-8. https://doi.
org/10.1016/j.pec.2015.11.016.

McCaffery KJ, Holmes-Rovner M, Smith SK, et al. Addressing
health literacy in patient decision aids. BMC Med Inform Decis
Mak 2013; 13: S10. https://doi.org/10.1186/1472-6947-13-S2-
S10.

Bunge M, Mihlhauser |, Steckelberg A. What constitutes
evidence-based patient information? Overview of discussed
criteria. Patient Educ Couns 2010; 78: 316-28. https://doi.
org/10.1016/j.pec.2009.10.029.

Elwyn G, Durand MA, Song J, et al. A three-talk model for
shared decision-making: multistage consultation process. BMJ
2017; 359:j4891. https://doi.org/10.1136/bmi.j4891.
Grimshaw JM, Eccles MP, Lavis JN, Hill SJ, Squires JE.
Knowledge translation of research findings. Implement Sci
2012; 7:50. https://doi.org/10.1186/1748-5908-7-50.

Mauro MJ, Davis C, Zyczynski T, et al. The role of observational
studies in optimizing the clinical management of chronic
myeloid leukaemia. Ther Adv Hematol 2015; 6: 83-98.
https://doi.org/10.1177/2040620714560305.

Marques MM, Wright AJ, Corker E, et al. The behaviour change
technique ontology: transforming the behaviour change
technique taxonomy v1. Wellcome Open Res 2024; 8: 57.
https://doi.org/10.12688/wellcomeopenres.19363.2.

Davis DA, Mazmanian PE, Fordis M, van Harrison R, Thorpe KE,
Perrier L. Accuracy of physician self-assessment compared with
observed measures of competence: a systematic review. JAMA
2006;296: 1094-102. https://doi.org/10.1001/jama.296.9.1094.
Eva KW, Regehr G. Self-assessment in the health professions: a
reformulation and research agenda. Acad Med 2005; 80: S46—
54. https://doi.org/10.1097/00001888-200510001-00015.

Jug R, Jiang XS, Bean SM. Giving and receiving effective
feedback: a review article and how-to guide. Arch Pathol Lab
Med 2019; 143: 244-50. https://doi.org/10.5858/arpa.2018-
0058-RA.

Fricker M. Forum on Miranda Fricker's Epistemic Injustice:
power and the ethics of knowing. Theoria 2008; 23: 69-71.
https://doi.org/10.1387/theoria.7.

Carel H, Kidd IJ. Epistemic injustice in healthcare: a
philosophical analysis. Med Health Care Philos 2014; 17: 529—
40. https://doi.org/10.1007/s11019-014-9560-2.

Supporting Information
Additional supporting information may be found online via

the journal website.

Appendix S1. Full database-specific search strings.

Appendix S2. Descriptions of Theoretical Domains

Framework domains.

Table S1. Characteristics of included studies on shared

decision-making in anaesthesia.

Table S2. Detailed appraisal results using the Mixed

Methods Appraisal Tool.

Table S3. Qualitative and quantitative themes identified

across included studies.

Table S4. Detailed summary of reported barriers and

facilitators to shared decision-making in anaesthesia.

©2026 The Author(s). Anaesthesia published by John Wiley & Sons Ltd on behalf of Association of Anaesthetists.

A '9 '920¢ ‘vr0CSIET

woyy

B5UB0 17 SUOWIWOD dAIER 1D 3|ged! (dde auy) Aq peusenoh ae sapie WO ‘8sn JO Sajni Joy Arig 1 auluO A3|1 UO (SUO N IPUOD-PUR-SLLBIALIOD" A8 | 1M AReiq 1BUI|UO//ScIY) SUONIPUOD Pue SWiS | 841 39S *[9202/50/62] U0 ARiqIauljuO A3|1IM ‘90U | poX3 a1eD pue UieaH Jojaimisu| uotieN ‘3OIN Aq #9T0L @eue/TTTT OT/I0PAL0Y S| IM"


https://doi.org/10.1177/26884844251364123
https://doi.org/10.1177/26884844251364123
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-023-02219-5
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12871-017-0386-3
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s12910-017-0172-2
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1186/s43058-024-00635-3
https://doi.org/10.1002/14651858.CD006732.pub4
https://doi.org/10.1002/14651858.CD006732.pub4
https://doi.org/10.1177/0272989X15613530
https://doi.org/10.1111/hex.12054
https://doi.org/10.1016/j.pec.2014.01.016
https://doi.org/10.1377/hlthaff.2011.0576
https://doi.org/10.1377/hlthaff.2011.0576
https://doi.org/10.1002/14651858.CD001431.pub5
https://doi.org/10.1002/14651858.CD001431.pub5
https://doi.org/10.1016/j.pec.2016.12.026
https://doi.org/10.1016/j.pec.2016.12.026
https://doi.org/10.1016/j.pec.2011.07.022
https://doi.org/10.1016/j.pec.2011.07.022
https://doi.org/10.1002/pon.3637
https://doi.org/10.1016/j.pec.2015.11.016
https://doi.org/10.1016/j.pec.2015.11.016
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1186/1472-6947-13-S2-S10
https://doi.org/10.1016/j.pec.2009.10.029
https://doi.org/10.1016/j.pec.2009.10.029
https://doi.org/10.1136/bmj.j4891
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1177/2040620714560305
https://doi.org/10.12688/wellcomeopenres.19363.2
https://doi.org/10.1001/jama.296.9.1094
https://doi.org/10.1097/00001888-200510001-00015
https://doi.org/10.1097/00001888-200510001-00015
https://doi.org/10.1097/00001888-200510001-00015
https://doi.org/10.1097/00001888-200510001-00015
https://doi.org/10.1097/00001888-200510001-00015
https://doi.org/10.5858/arpa.2018-0058-RA
https://doi.org/10.5858/arpa.2018-0058-RA
https://doi.org/10.5858/arpa.2018-0058-RA
https://doi.org/10.5858/arpa.2018-0058-RA
https://doi.org/10.5858/arpa.2018-0058-RA
https://doi.org/10.5858/arpa.2018-0058-RA
https://doi.org/10.1387/theoria.7
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1007/s11019-014-9560-2

	Key targets for activating anaesthesia shared decision-making: a mixed methods systematic review
	 Summary
	 Introduction
	 Methods
	 Results
	 Clinician role perception and confidence
	 Patient understanding and perceptions of involvement
	 Communication, trust, and emotional support
	 Low observed and perceived shared decision-making across settings
	 Patient factors shaping engagement
	 Clinician-led consultations limiting participation
	 Implementation tools improve patient experience
	 Barriers and facilitators in shared decision-making

	 Discussion
	 Acknowledgements
	 References
	Supporting Information
	 


