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Summary
Introduction Shared decision-making is a collaborative process whereby clinicians and patients work
together to decide on a treatment plan that is informed by evidence, clinical experience and individual
patient characteristics and preferences. This process is particularly important for complex surgical
decisions when the risks and benefits of treatment are finely balanced. However, shared decision-making
has not been implemented consistently in peri-operative pathways and structured shared decision-making
for patients requiring enhanced decisional support is not widely available. We aimed to develop clinical
practice recommendations for peri-operative shared decision-making through an international consensus
process.
Methods A modified nominal group technique was utilised, comprising seven stages. Idea generation
(stages 1 and 2) was conducted online. Stages 3–7 occurred in person over 2.5 days and involved iterative
rounds of deliberation, refinement and voting to develop consensus statements and recommendations. An
international multidisciplinary group of 22 experts was purposively selected to represent diverse
perspectives across healthcare settings and reflected relevant stakeholders in peri-operative shared
decision-making. Three consumer advisors were also recruited who had lived experience of major surgery
either as a patient or carer.
ResultsConsensus for recommendations was defined a priori as 75% of all faculty indicating agreement across
successive rounds of anonymous voting. Universal consensus was obtained on 25 recommendations, which
included a definition of `universal shared decision-making´ for all patients contemplating surgery and referral
criteria for `specialised shared decision-making services´ for patients with higher decisional-support needs. The
core components of shareddecision-making services andpriority areas for researchwere also identified.
Discussion This is the first consensus statement recommendations for peri-operative shared decision-making
co-created by consumers and clinicians. It will support the implementation of shared decision-making for
patients contemplating surgery.
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Whywas this consensus statement
written?
These recommendations were developed to address the

growing need for a structured, operational model of

peri-operative shared decision-making. As surgical care

becomes increasingly complex, clinicians and patients

require clear, practical guidance to support high-quality,

values-aligned treatment decisions.

What guidelines currently exist?
While frameworks outline how shared decision-making can

be delivered as a model of care; none are specific to the

surgical setting [1–3]. Most focus on the clinical interactions

between patients and clinicians, with less attention given to

how shared decision-making can be integrated into existing

broader care pathways (such as the peri-operative journey)

where multiple teams, time-points and system factors are

involved.

Howdoes this consensus statement
differ fromexisting guidelines?
To our knowledge, no existing consensus

recommendations specifically address shared

decision-making in the peri-operative setting. These

recommendations were developed to fill that gap by

combining the available evidence with expert clinical

experience and the lived experience of patients. The result

is a pragmatic implementable model of care tailored to

patients contemplating surgery. This broad, integrative

approach aligns with the evolving direction of shared

decision-making research [4].

Introduction
Shared decision-making is a collaborative process through

which patients and clinicians work together to determine

treatment plans informed by evidence, clinical experience

and patient preferences. Shared decision-making supports

patients to be informed and, to their preferred extent, active

participants in their care. While essential for many

healthcare decisions, it is particularly important for

high-stakes surgical treatment decisions, where the risk of

serious adverse outcomes may be high and potentially

outweigh the anticipated benefits. Such scenarios are

increasing, yet shared decision-making remains

inconsistently embedded in peri-operative care pathways.

Postoperative complications have long-term impacts

on function, quality of life and mortality. Rising rates of

multimorbidity and frailty in the ageing surgical population,

alongside more complex treatment options, contribute to

the growing burden of peri-operative complications [5].

Consequently, patients require increased support to make

informed surgical decisions [6]. Without sufficient support,

patients risk receiving care that is low value, which may be

unduly burdensome or misaligned with their goals. Shared

decision-making mitigates this risk by improving patient

knowledge, encouraging engagement and supporting the

generation of informed preferences and realistic

expectations of surgical treatment [7]. Thus, the

development and implementation of structured decisional

support frameworks within peri-operative pathways

represent a critical opportunity for quality improvement in

surgical care [8, 9].

Niche services have evolved organically to support

complex peri-operative decision-making; these differ

significantly in structure and approach, resulting in

substantive clinical variation [10–12]. This variability reflects

the absence of a standardised definition and deliverymodel

for peri-operative shared decision-making, which has

impededbroader implementation and research efforts.

Clinical practice guidelines based on systematic

reviews support the development of standardised practice.

However, in the absence of high-quality evidence, the

National Institute for Health and Care Excellence (NICE),

advocates using experts and structured consensus

techniques to develop guidance that is nuanced and has

utility in clinical practice [13]. Here, we describe consensus

recommendations developed for peri-operative shared

decision-making.

Methods
The PeriOperative Quality Initiative (POQI) is an

international non-profit collaboration which convenes

multidisciplinary consensus processes to produce clinical

guidance recommendations on peri-operative topics

[14–18]. Shared decision-making for adult patients

considering major surgery was addressed by POQI XVIII.

2 © 2026 TheAuthor(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists.
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While the primary focus was major surgery, the process also

led to the development of broader recommendations

intended to support shared decision-making for all patients

contemplating surgical intervention. For this purpose,

`major surgery´ was defined as surgery necessitating

hospital admission and considered significant by either the

patient or clinician. We adopted a person-centric definition

recognising that surgery may be significant because of the

technical complexity of the proposed procedure, patient

multimorbidity (including frailty) and/or personal beliefs

specific to the patient.

Building on previous POQI processes and Delphi

methods, consensus was achieved through a modified

nominal group technique [19–21]. This comprised iterative

development of recommendations through alternating

small group and plenary sessions. The modified nominal

group technique utilised (online Supporting Information

Figure S1) was modified from the original methodology

described by Delbecq et al. [19]. The nominal group

technique is a structured method of consensus seeking

particularly suited to complex content areas with limited

evidence, is highly adaptable and may be purposively

adapted to the topic and expert group [20].

Participants (referred to as faculty) were purposively

recruited to obtain international, multidisciplinary

representation that reflected stakeholders in peri-operative

shared decision-making. Represented disciplines included:

surgery; palliative care; nursing; allied health; oncology;

specialty medicine; intensive care; bioethics; academia;

health service implementation; and anaesthesia. Faculty

were drawn from public and private hospital sectors to

capture diverse perspectives. Three consumer advisors with

lived experience of major surgery either as a patient or carer

–both positive and negative –were also recruited.

The following criteria were used to ensure sufficient

clinical, academic and experiential knowledge conforming

to the notion of `expert´: over 10 years of clinical/academic

experience in their specialist area; or substantive investment

in peri-operative shared decision-making delivery,

implementation, policy development, research and

healthcare communication skills.

The 25 faculty were divided into three groups, with

each group assigned one of the following questions: ``How

do we understand shared decision-making in the

peri-operative setting in terms of aims, components and

intended service population?´´; ``What should a shared

decision-making model of care for patients contemplating

major surgery include in terms of structure, service delivery

and training?´´; and ``How do we most effectively measure

the process and effects of delivering shared

decision-making to this cohort of patients?´´ Each group was

responsible for initial idea generation and drafting

preliminary recommendations related to their assigned

question. These draft outputs were then reviewed, debated

and refinedby the full faculty.

The consensus process comprised seven stages

summarised in Fig. 1: stages 1 and 2were conducted online

and stages 3–7 took place in a face-to-face conference over

2.5 days inMelbourne, Australia inOctober 2024. All stages

were chaired by twoof the authors (MGandDL).

Before stage 1, a narrative review was conducted to

support each of the three working groups. A structured

search was executed in Ovid MEDLINE using combinations

of terms related to surgery; the peri-operative period; and

shared decision-making (online Supporting Information

Table S1). To refine results for each of the predefined

research questions, extra search concepts were added (e.g.

`decision support tools´, `communication skills´,

`education´). The search was limited to English language

publications from 2020 onwards. In addition, search results

were used to construct a shared reference library for the

working groups and participating experts were invited to

nominate additional notable articles.

During stages 3–7, iterative rounds of idea

generation, deliberation, refinement and voting occurred

to develop consensus statements and recommendations.

Outputs were organised according to the domains

summarised in online Supporting Information Table S2.

Consensus was defined a priori as 75% of all faculty

indicating agreement (rankings of ≥ 6 on a 9-point Likert

scale). Groups assigned a strength and indication of

evidence quality to each recommendation utilising a

structure consistent with NICE guidance (online

Supporting Information Table S3) [24, 25].

Results
Outputs of the consensus process (online Supporting

Information Table S4) are reported as either consensus

statements or recommendations. Statements provide

agreed-upon definitions or contextual clarifications

underpinning our use of key terms, while recommendations

outline actionable practice points. We report each

recommendation with accompanying explanatory text to

provide context to the recommendations and to safeguard

against oversimplification or inadvertent misapplication.

A recommended pathway integrating shared

decision-making principles into patient care is summarised

in Fig. 2 and the consensus structures and functions to

deliver a shared decision-making service model effectively

are outlined in Fig. 3. Together, both these serve as

© 2026 The Author(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists. 3
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an executive summary of the statements and

recommendations within this article.

There is no universally accepted definition for

peri-operative shared decision-making. Moreover,

publications often refer to shared decision-making without

delineating the specific intervention encompassed by the

term. Multidisciplinary discussions, peri-operative risk

discussions and informed consent have all been referred to

erroneously as shared decision-making. The lack of an

accepted working definition has impeded research and

implementation efforts. Hence, the faculty agreed that

having a standardised definition of shared decision-making

was critical in establishing shared decision-making as a

complex intervention with core components and aims that

can be replicated and evaluated. The consensus statements

in Box 1 outline agreed definitions for peri-operative shared

decision-making. We adopted the Australian Commission

on Safety and Quality in Healthcare definition of shared

decision-making due to its clear articulation of the concept’s

purpose, process and components [26]. However, to

ensure applicability within the peri-operative setting,

supplementary elements were included.

The overarching purpose of shared decision-making is

to ensure that clinical care is congruent with the goals and

preferences of patients. To translate this principle into

actionable steps, the faculty identified specific aims, listed in

Box 1, that could be mapped to measurable outcomes. The

shared decision-making process should be tailored to each

patient’s desired level of involvement in decision-making,

recognising that these preferences can evolve both within

and across encounters. Shared decision-making aims to

minimise decision regret related to surgery, thereby

enhancing satisfaction. Decision regret is defined as

negative emotions related to the perception that the

outcome would have been better with a different choice.

Postoperative regret appears higher in cancer and complex

surgeries, and lower when patients are engaged and

assume their desired decision-making role [27]. Notably,

regret is reduced when patients receive care that is goal

congruent [28].

The evidence that shared decision-making benefits

peri-operative clinicians is limited but may be extrapolated

from other contexts. Shared decision-making has been

associated with improved clinician satisfaction and

Stage 1 - Introduction

Identify scope and context 
Clarify and refine research 
questions
Information provided about 
the consensus methods to 
be used

Stage 2 - Idea generation 

Narrative review of 
systematic literature search 
(MEDLINE 2020-2024) 
provided to faculty
Ideas collated through 
REDCap database for use 
in face-to-face stages

Stage 3,4 - Development of 
recommendations

Ideas discussed iteratively 
in working groups to 
generate statements and 
recommendations 
Strength and indication of 
evidence quality assigned 

Stage 5 - Voting

Anonymous voting by each 
working group, via live 
REDCap, for each 
statement and 
recommendation on a nine-
point Likert scale

Stage 6,7 - Discussion and
repeat voting

Each working group presents 
recommendations for 
discussion 
Revisions made based on 
feedback 
Anonymous voting by all 
participants on live REDCap at 
the end of day 1 and 2

Individual: stages 1- 2

Face-to-face (over 2.5 days, October 2024): stages 3 - 7

Figure 1 Summary of study protocol. All stageswere chairedbyDL andMG. Strength and indication of evidence quality for
each recommendation assigned utilising a structure consistent with UKNational Institute for Health andCare Excellence
guidance [22, 23]. REDCap, Research ElectronicData Capture.

4 © 2026 TheAuthor(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists.
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wellbeing [29]. Patients are also more likely to adhere to

behaviour change advice if they perceive it aligns with their

stated goals [30]:

• We recommend that all patients receive `universal

shared decision-making´ encapsulated in the

acronym INFO: I = individualised (type and degree

of information, and how much patients wish to be

involved in discussions about care); N = needs,

preferences and goals (for the future and for

treatment); F = facts (best available evidence to

guide likelihood of benefits, harms and

consequences acknowledging uncertainties where

these exist); and O = Options (which may be surgical

or non-surgical treatments including watchful

waiting or best supportive care) (good practice

statement, strong recommendation).

Although the guidance presented here focuses on

major surgery, the development process underscored the

need to define a consistent approach to shared decision-

making applicable across all surgical contexts. As a result,

recommendation 1 above proposes the concept of

`universal shared decision-making´ as a practical tool for all

patients contemplating surgery. This novel term serves as an

aide-m�emoire (captured by the acronym INFO) to ensure

consistent consideration of key elements when discussing

surgery with any patient. Effective use of INFO requires

tailoring communication to individual patients and avoiding

jargon. This approach mirrors successful initiatives

implementing shared decision-making across entire

hospitals [31, 32] and health systems [33], showing its

feasibility at scale; INFO is informed by this international

experience, aiming to translate established principles into

the surgical context.

While universal shared decision-making aims to

support all patients, some will require greater decisional

support. This increased needmay stem from the complexity

of the proposed surgery, concerns regarding the balance of

peri-operative risks and benefits, or the patient’s

psychosocial context (Fig. 4). Various models of care have

evolved to provide enhanced support, including shared

decision-making and complex decision-making services

Contemplation of 
surgery 

Determine 
decisional needs

II: Individualised 
N: Needs, preferences and goals 
F: Facts to guide likelihood of benefits/ 

harms/consequences. 
Acknowledge uncertainty 

O: Options including best supportive 
care

Frail/multimorbid
Complex 

needs 

SDM services

Measure outcomes for patients 
who do and do not have surgery 

Low 
needs

SDM 
process 

Outcomes 
important to 
healthcare 
systems 

Outcomes 
important 
to patients 

Universal SDM = INFO SDM services model*

Figure 2 Consensus recommendations represented as a pathway of care for peri-operative shared decision-making. Patients
contemplating surgery should have shared decision-making (SDM) principles underpin their care plans. Patients should be
triaged according to their decisional needs, allowing resources to be apportioned accordingly. Thosewith lower decisional
needsmaybe effectively supported by universal SDM,while thosewith higher needsmay bemore efficiently supported by
dedicated SDMservices. This resource-matchedmodel aims to support efficient, equitable and goal-concordant care. The SDM
servicesmodel is shown in Figure 3.

© 2026 The Author(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists. 5
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and `Perioperative care of the Older Person undergoing

Surgery´ clinics [34]. For the rest of this article we refer to

these collectively as `shared decision-making services´,

acknowledging their shared goal of providing enhanced

decisional support.We recommend that:

• All healthcare workers encountering patients in the

peri-operative journey consider the need for

enhanced decisional support and refer accordingly

(goodpractice statement, strong recommendation).
• Peri-operative services have mechanisms to identify

patientswhomay require enhanceddecisional support

(goodpractice statement, strong recommendation).
• A senior healthcare worker performs a secondary

triage to prioritise referrals to ensure peri-operative

shared decision-making resources are allocated

efficiently (good practice statement, strong

recommendation).
• First contact with peri-operative shared decision-

making services (when appropriate) should be as

early as possible after contemplation of surgery

and repeated as often as needed (good practice

statement, strong recommendation).

There are no established criteria for identifying patients

who may require greater decisional support. We propose

shared decision-making services develop locally tailored

screening processes and referral criteria, incorporating

patient-specific factors (e.g. comorbidities, patient concerns,

health literacy) and surgical factors. To ensure timely referral,

we recommend proactive screening of patients considering

surgery to identify those with increased decisional support

needs. To avoid overwhelming service capacity, we

recommend referrals are triaged by a senior peri-operative

clinician based on need, urgency and resources. This role is

suited to a senior nurse or doctor who is knowledgeable

about the surgical procedures undertaken in their institution

and can liaisebetweenperi-operative teams:

• We recommend the following components are

required for an effective peri-operative shared

decision-making service: knowledge of patient

values (i.e. their preferences, goals, how they like to

be supported, how they like to make decisions);

skilled (and trained) communicator(s) for patient

conversations; access to long-term health

information about the patient (e.g. from primary care

or community-based services); an individualised

peri-operative risk assessment; and knowledge of

surgical and non-surgical treatment options

includingwatchful waiting or symptommanagement

(goodpractice statement, strong recommendation).

WHAT = Core components

- Relational skills
- Eliciting goals, values, 

expectations and preferences
- Discussing management options
- Risk communication
- Offering a patient-centric treatment 

recommendation 
- Supporting deliberation 

Experiential 
communication skills 

training 

SDM framework
(3-talk model, SHARE)

Prepared patients
SDM MDT forum

Skilled communicator(s)
for SDM consultations

HOW

Information from primary care
- Treatment options
- Individualised peri-

operative risk assessment
- Likelihoods and 

uncertainties
- Guidance on escalation 

and limitations of care

Figure 3 Shared decision-making servicesmodel. The consensus structure and function of dedicated shared decision-making
(SDM) services should include somenecessary inputs such as preparedpatients and support persons; relevant information from
primary and community care; amultidisciplinary team (MDT) forum for information exchange; and skilled communicators. It also
defines the core components that should be addressed during the SDMconsultation (what needs to be covered) and highlights
the essential skills and frameworks required to effectively deliver the consultation (how it should be delivered).

6 © 2026 TheAuthor(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists.
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Our proposed framework of core components offers a

flexible approach to developing shared decision-making

services, acknowledging the need to adapt to specific

patient populations and operational constraints. When

establishing services, a needs assessment should be

conducted to determine the necessary roles and staffing

required to deliver these core components. Services should

be led by invested clinicians who possess appropriate

training, understanding of the peri-operative pathways and

the ability to engage stakeholders. Whilst the leadership

and composition of services may differ with the clinical and

institutional setting, the focus is on ensuring the core

components are implemented effectively rather than

prescribing a rigidmodel.

Delivery and systems

Shared decision-making aims to co-create care plans that

unite clinicians’ evidence-based knowledge of benefits,

risks and harms with the patient’s knowledge of their goals

and preferences. As a prerequisite to shared decision-

making discussions, clinicians must first collectively

determine the available treatment options. This clinical

decision-making process provides the foundation for

subsequent shared decision-making discussions. We

recommend that:

• All healthcare professionals relevant to the peri-

operative shared decision-making process are

engaged to ensure evidence-based information is

exchanged between them (good practice statement,

strong recommendation).
• A multidisciplinary forum is established to collate

information and consider all management options in

order to inform the shared decision-making

consultation with the patient (good practice

statement, strong recommendation).
• Communication related to the shared decision-making

process should include patient’s circumstances and

their goals, values and preferences (good practice

statement, strong recommendation).

Patients who require greater decisional support

frequently have complex medical and psychosocial needs,

requiring the input of multiple teams. This can lead to

patients inadvertently receiving apparently contradictory

information from different sources, exacerbating decisional

conflict. Furthermore, presenting surgery as the `best

treatment´ before assessing peri-operative risk can create

confusion. To support effective decision-making, it is

essential that this group of patients receive information

about treatment options and their individualised risks and

benefits, delivered through a single point of contact after

discussions between clinicians.

We recommend that all specialties involved in the care

of patients who require greater decisional support convene

early after contemplation of surgery to discuss peri-

operative risk; opportunities for risk modification;

alternatives (including non-surgical and palliative-intent

treatments); anticipated outcomes of each treatment

option; and the trade-offs entailed by each. This should

Box 1 Agreed definitions for peri-operative shared

decision-making

Shared decision-making is a consultation process where

a clinician/s and patient jointly participate in making a

health decision, having discussed the treatment options

and the likelihood of benefits and harms, and having

considered the patient’s values, preferences and goals.

Peri-operative shared decision-making focuses on

decisions about surgery and alternatives, particularly

where there is concern and/or where the anticipated

harmsmay outweigh benefits.

The aims of peri-operative shared decision-making are

shownbelow.

For the patient:

• Involvement in decision-making to the extent that

theywish to be

• Formulation of a goal-congruent collaborative care

plan that takes into account (potentially dynamic)

personal values and preferences at the time of

decision-making

• Satisfactionwith decisions

• Reduced decision regret

For healthcareworkers:

• Delivery of individualised evidence guided care

• Satisfactionwith the decision-making process

• Reducedmoral distress

For the health system:

• Promoting high value care

Effective communication between healthcare

professionals underpins high quality peri-operative

shared decision-making.

© 2026 The Author(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists. 7
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include clinicians outside acute care (e.g. primary care,

community-based services). Where possible, we

recommend this multidisciplinary forum precedes the

shared decision-making consultation with the patient. This

forum may be a formal shared decision-making

multidisciplinary team meeting or may be informal with the

shared decision-making clinician gathering various

viewpoints. These discussions should be detailed in the

patient’s medical record to inform subsequent shared

decision-making consultations and avoid information loss

from informal `corridor consultations´.

It is important to distinguish the shared decision-

making forum from a prototypical surgical multidisciplinary

team meeting. While surgical multidisciplinary teams focus

on optimising disease outcomes, shared decision-making

forums prioritise patient-centred outcomes. Critically,

shared decision-making forums should not make decisions

for patients. Following shared decision-making

consultation(s) with the patient, the forum should reconvene

to discuss the agreed-upon treatment and next steps. We

recommend that:

• Patients and support persons are informed about and

prepared for shared decision-making consultations

(goodpractice statement, strong recommendation).
• The patient is invited to involve support person(s)

in shared decision-making appointments and

processes (good practice statement, strong

recommendation).

Shared decision-making consultations require an

appropriate setting and sufficient clinician time. Clinician

preparation includes gathering information and

considering how to tailor the style and content of

consultations to match linguistic, cultural and health literacy

requirements [36, 37]. Validated tools such as the Control

Preferences Scale may be used to evaluate the decision-

making preferences of patients [38].

Patient engagement enhances the quality of shared

decision-making. Therefore, patients should be provided

with paper-based or digital information (videos/smartphone

applications) to prepare them for the purpose and format of

consultations [39]. Considering a patient’s preferred

decision-making style includes recognisingwhen theywish to

involve support people and actively facilitating their inclusion

where appropriate. Here, we have used the term `support

persons´ to refer to family, friends, carers and others

considered significant to the patient.Question prompt sheets

which encourage patients to consider what is important to

them ahead of time may be considered. However, evidence

suggests they only improve engagement if used as a catalyst

andnot a replacement for discussions [40, 41].

Shared decision-making consultations can be

challenging and therefore clinicians should undertake

experiential training covering shared decision-making

frameworks and the core skills required to operationalise

them. Commonly adopted shared decision-making

frameworks include the 3-Talk Model [42]; Ottawa Decision

Support Framework [43]; SHARE model [44]; and 5-Q

approach [26]. Although the core competencies of shared

decision-making are debated [45], most models share

commonalities, which we have condensed in the consensus

statements in Box 2:

IIntensive

Targeted

Universal

Low-risk
patients

Surgery
and

frailty/multimorbidity

Surgery
and

complex needs

SDM in routine peri-
operative pathways

SDM services

Figure 4 Tiered shared decision-making delivery (SDM). All patients contemplating surgery should receive SDM,with their
decisional needsmatched to the degree of decisional support required. All low-risk patients (green) considering surgery should
receive universal SDM, delivered through routine peri-operative pathways. Although termed `universal´, SDM remains tailored
to each patient’s needs and preferences. Patients requiring greater decisional support (yellow and red)may benefit from
enhanced decisional support provided by dedicated SDMservices with appropriate resourcing. Patientsmaymovebetween
tiers as their decisional support needs vary across time. (Adapted fromNHS England –ComprehensiveModel for Personalised
Care [35]).
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• We recommend clinicians who are providing shared

decision-making to patients who require greater

decisional support participate in experiential skills

training to develop core skills, using shared decision-

making frameworks such as the 3-Talkmodel, SHARE

model or 5-Q approach (high quality, strong

recommendation).

Individualising risk information and eliciting informed

preferences present a challenge for all clinicians [46]. Rather

than being purely rational, decisions can be influenced

heavily by emotion, past experiences and informal

representations of `gist´ [47]. Most shared decision-making

workshops do not address the complexities and

uncertainties encountered in real-world settings adequately

[48]; nor do they focus sufficiently on communication skills.

This may explain why, despite training improving clinician

knowledge and confidence, this does not translate

consistently to enhanced patient engagement in shared

decision-making [48]. Therefore, we recommend

experiential communication skills training focused on

acquiring microskills that can be adapted flexibly to

individual needs (Table 1).

Risk communication is a difficult but essential

component of shared decision-making. Even patients with

strong literacy skills struggle to grasp the nuances of risk

[50]. This challenge is amplified for patients with low health

literacy. To navigate these complexities, key principles

include supplementing verbal communication with written

materials; using natural frequencies (e.g. 1 in 10) rather than

percentages; and using visual representations of risk and

icon arrays.

To be meaningful, risk needs to be individualised. Risk

discussions should include anticipated harms, unintended

consequences and temporary/permanent loss of function.

Where it exists, uncertainty should also be acknowledged.

Risk should be contextualised within a patient’s broader

health trajectory. For some, the risk of dying from

comorbidities may exceed the risk posed by the condition

for which surgery is being considered. Outcomes which are

considered unacceptable to the patient should also inform

discussions about treatment limitations and when these

should be re-evaluated:

• We recommend decision aids which adhere to

International Patient Decision Aid Standards should

be used where available. However, for patients who

require greater decisional support, stated benefit

and harm likelihoods in decision aids are often

inaccurate, and this should be communicated to

patients. In this setting, they should only be used in

conjunction with peri-operative shared decision-

making processes (moderate quality, strong

recommendation).

Patient decision aids are evidence-based ``tools that

can be used to assist patients and clinicians to achieve

shared decision-making´´ [51]. They support patient-

centred decision-making by incorporating patients’

preferences alongside information about the condition

and available treatment options. They have been

embraced for their ability to improve patient knowledge,

reduce decisional conflict and improve decisional

satisfaction [51, 52].

Decision aids are valuable tools but, used alone, do not

constitute the provision of shared decision-making.

Importantly, the population-based treatment risks

presented in decision aids may not accurately reflect the

risks faced by patients requiring greater decisional support.

Therefore, they should be used with caution. Where used,

we recommend that they adhere to International Patient

Decision Aid Standards which provide an ``evidence-

informed framework to guide developers and researchers in

their development, content, evaluation, and implementation´´

[53].Wealso recommend that:

• Patients have access to a record of the peri-operative

shared decision-making consultation (good practice

statement, strong recommendation).
• The outcomes of peri-operative shared decision-

making consultations are documented and

Box 2 Agreed core competencies of shared decision-

making

Core skills underpinning shared decision-making

include the following domains: relational skills (building

trust, rapport and empathy); eliciting patient goals,

values, expectations, preferences; discussing

management options (including benefits, harms,

consequences, risks, likelihoods and uncertainties/

unknowns); risk communication; provision of a patient-

centric treatment recommendation with a rationale; and

supporting deliberation to a person-centred decision.

Core evidence-based communication skills are

fundamental to the shared decision-making process and

ensure effective communication with patients and

support persons.

© 2026 The Author(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists. 9
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accessible in a timelymanner to clinicians andpatients

(goodpractice statement, strong recommendation).
• The peri-operative shared decision-making process

should be documented in a structured format with

agreed upon minimum domains (good practice

statement, strong recommendation).

Peri-operative pathways increasingly involve multiple

teams and depends on reliable information exchange.

Informational loss during health setting transitions leads to

increased risk for patients [54] and contributes to non-goal

congruent care. Documenting the shared decision-making

process is essential to mitigate these risks and ensure core

Table 1 Peri-operative application of the Three TalkModel: tasks and illustrative phrases [42].

Tasks Examplephrases

Team talk Outline role of peri-operative shareddecision-
making

``Weneed to figure out the best way forward/treatment for you´´

Establish an early negotiated shared agenda and
reinforce partnership using partnership
language

``Our job is to support you in decidingwhich treatment is right for
you´´

Individualisation ``Somepeople like to knowall the details, while others prefer just
the key points.What feels right for you?´´

Tailor the process for decision-making
preferences

``Howcan I best support youworking through this decision´´
``Doyou usually like to talk throughdecisionswith family or friends,
or do youprefer to think through things on your own first?´´

Identify goals for treatment and goals for the
future

Values drivengoals:
``Beforewe think about treatment options, I’d like to knowmore
about you´´
``What is a normal day like?´´
``What is a goodday like?´´
``What brings you joy/ a smile to your face?´´
``What are youmissing out on?´´

Treatment orientedgoals:
``Whatwouldmake you feel like the operationwas a success?´´
``What’s bothering you themost that you’dwant the operation to
address?´´
``Whatwould you like to domore of, as a result of any treatment we
might decide on?´´

Identify unacceptable goals or trade-offs ``What do you need to be able to do in order to havewhat you
consider an acceptable quality of life?´´
``Whatwouldworry you themost if you couldn’t do it anymore?´´
``What outcomewouldmake all of this not worth it?´´

Option talk Minimise bias ``Let’s think through the options together´´

Defer closure ``Aswe think througheach option in turn, letme knowwhat
thoughts come tomind´´

Attend to health literacy: chunk and check and
consider teach back

``Having thought through all these options, are there any that you
would rule out?´´

Communicate individualised peri-operative risk
including acknowledging uncertainty

`Best Case,Worst Case´ [49]
``It may be helpful forme to paint a picture of what each of these
treatment optionsmay look like for you´´

Decision
talk

Invite informedpreference construction ``How ready do you feel tomake a decision?What would need to be
in place to help you feelmore ready?´´
``What other information do you think youwould findhelpful?´´
``Let’s start thinking about the best option for you´´
``We’ve thought through the options; are there any that feel like the
right course of action for you?´´
``If so, what led you to prefer that treatment?´´
``If so, what led you to rule out the other treatment?´´

If appropriate, offer a patient-centric treatment
recommendation

``Basedonwhat you have toldme is important to you, we feel that X
treatmentmay bemost likely to help you achieve this. Letme talk
you throughwhy´´
``This is only a recommendation; the decision is still yours´´

Plan next steps together. ``Let’s talk aboutwhat comes next´´

10 © 2026 TheAuthor(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists.
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components are covered. Documentation should be easily

locatable and adhere to a broadly standardised format to

ensure consistent clear communication among clinicians.

Minimum domains for documentation should be mapped

to the core components shown in Box 2.

Measuring impact

Measuring the effectiveness of shared decision-making is

challenging, as no consensus exists on the optimal outcome

measures. The heterogeneity of outcome measures

represented in the literature makes it challenging to

compare and synthesise findings across studies, hindering a

comprehensive understanding of the evidence [55, 56].

Identifying a standard outcome set should be a target for

future research.

Recognising the importance of a coherent approach to

evaluation, the faculty developed a consensus statement

(Box 3) to anchor the development of a peri-operative

shared decision-making measurement strategy. This

statement serves as the basis for the subsequent

recommendations on what and how to measure. When

developing a measurement strategy, identify the core

stakeholders and select measures suited to their purposes.

A clinical team developing a new service may prioritise

measures of the shared decision-making process to drive

improvement, whereas an established service might focus

on the impact on surgical activity and longer-term patient

outcomes.

We recommend measuring, at minimum, a process

measure of shared decision-making, a patient outcome

measure and a health system outcome measure.

Furthermore, we recommend collecting outcomes for

patients who both do and do not proceed to surgery. Ideally,

these should be repeated 6–12 months after the original

decision.

For measuring the shared decision-making

consultation, we recommend a standardised tool such as

the SDM-Q9, Decisional Conflict Scale [57], SURE [58] or

CollaboRATE [59]. However, it is important to recognise that

these tools have inherent limitations. Notably, many focus

on temporally discrete decision points, which may not

accurately reflect the more iterative and prolonged

decision-making process common in peri-operative

settings. Therefore, we recommend:

• Institutions use standardised measures for capturing

patient-reported measures (e.g. the SDM-Q9 or

CollaboRATE for extent of involvement, or Decisional

Conflict Scale or SURE for decisional conflict) at

suitable intervals throughout the peri-operative

period (moderate quality, strong recommendation).
• For patients, conduct patient-reported measures

which capture multiple constructs, such as the extent

towhich the patient felt involved and informed in the

shared decision-making process; decisional conflict

and regret; treatment choice and preference;

quality of life; and alignment of decision/outcomes

with stated goals (moderate quality, strong

recommendation).

Given that traditional outcomes like mortality and

morbidity may not fully reflect the impact of shared decision-

making [2], we propose a shift to include patient-reported

outcome measures. However, to avoid burdensome data

collection, a selective approach to measurement is

warranted:

• For healthcare systems, we recommend

measurements such as the effectiveness of peri-

operative shared decision-making clinic triage of

complex patients; shared decision-making clinic

utilisation; uptake of non-surgical treatment options;

and patient reported experience measures and

patient reported outcome measures that reflect

patient satisfaction and experience with overall care

(moderate quality, strong recommendation).
• For healthcare systems examining the value

proposition of shared decision-making, we

recommend that measurements already captured by

other processes may be useful for assessing shared

decision-making outcomes and conducting cost-

effectiveness analyses, including changes in

postoperative complication rates; duration of hospital

stay and readmission rates; and 30- and 90-day

mortality (moderatequality, strong recommendation).

When evaluating shared decision-making services,

clinical and resource utilisation outcome measures should

be mapped to an implementation science framework such

Box 3 Agreed approach to evaluating peri-operative

shared decision-makingmeasurement implementations

Processes and outcomes should be measured to assess

the efficacy of shared decision-making for the patient

and for the healthcare system, for patients that do, and

do not, proceed to surgery.

© 2026 The Author(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists. 11
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as RE-AIM [60].While financial stakeholders understandably

seek to elucidate the economic implications of shared

decision-making, it must remain primarily an end in itself,

grounded in the ethical principles of autonomy,

beneficence and justice, and driven by a commitment to

high-quality, patient-centred care. Nevertheless, given

resource limitations, the health economics of shared

decision-making should be evaluated.

Concerns exist within the shared decision-making

community that focusing on economic evaluation may shift

the focus inadvertently away from patient-centeredness.

Although evidence suggests shared decision-making can

mean some patients choose less invasive treatments, a clear

correlation with cost reduction is lacking. In the interim, until

robust methods for economic evaluation are developed,

routinely collected metrics such as duration of hospital stay,

postoperative complication rates and unplanned ward/ICU

admissions can offer valuable data for business cases and

cost-effectiveness analyses.

Optimising reach

• We recommend that cross-culturally informed and

responsive universal shared decision-making is

offered to all patients contemplating surgery as part

of routine peri-operative practice (good practice

statement, strong recommendation).
• We recommend engagement with marginal and

vulnerable populations and representatives of

diverse cultures to ensure the creation and adoption

of a cross-culturally informed and responsive shared

decision-making service (good practice statement,

strong recommendation).

Shared decision-making is easier to enact with patient

populations who are educated, empowered and able to

advocate for their needs, thereby inadvertently reinforcing

existing health disparities [22]. Similarly, ``Western-oriented

health care settings are built to support Western-oriented

values and approaches to health. . .´´ [23]. There is evidence

to suggest that minority groups receive lower quality shared

decision-making overall, but that culturally responsive

shared decision-making approaches benefit those who

experience disadvantage [22].

Building culturally responsive shared decision-making

services requires buy-in from clinicians and organisations.

Most shared decision-making models concentrate on the

physician-patient interaction but the organisational context

in which shared decision-making occurs is equally

important in shaping how patients engage [61].

Organisational change that engenders trust and provides

culturally safe spaces for shared decision-making is likely to

be transformational in creating sustainable shared decision-

making services. Themes from the literature advocate

partnering with priority populations and leveraging

community-based assets to co-create high quality solutions-

focused research [23]. For example, `Finding Your Way´,

which is a culturally adapted shared decision-making

resource for First Nations Peoples of Australia [62]. We

recommend that:

• Institutions undertaking major surgery or offering

surgery to patients with complex health needs

establish a dedicated peri-operative shared decision-

making service (good practice statement, strong

recommendation).
• The use of telehealth to maximise reach of shared

decision-making services to regional and remote areas

(goodpractice statement, strong recommendation).

Most peri-operative pathways do not currently include

a shared decision-making service. Having centres where

expertise, training and resources are concentrated, may

represent the most efficient and sustainable model of care.

Such services could act as hubs with spokes out to regional

and rural services. These spokes could assume the form of

either direct provision of telehealth consultations or the

provision of support and training to local clinicians:

• We recommend that shared decision-making

education is embedded in healthcare training

curricula (highquality, strong recommendation).

Currently, a theory-practice gap hinders the

widespread adoption of shared decision-making. Thus,

education initiatives that impart the attitudes, knowledge

and skills essential for shared decision-making are

recommended for clinicians, across disciplines and levels of

seniority. Knowledge about shared decision-making

frameworks should be complimented by parallel training in

communication skills [63] and relational competencies

which are those skills that create an environment which

fosters communication and collaboration [45]. Universal

training in this manner would embed shared decision-

making as standard peri-operative care. Clinicians with a

special interest could undertake advanced training to

provide specialised shared decision-making for patients

who require greater decisional support.

Discussion
Given the growing enthusiasm to embed shared decision-

making into peri-operative pathways, the development

of pragmatic, consensus-based recommendations is

12 © 2026 TheAuthor(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists.
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necessary and timely. Recognising the limited evidence

base in the surgical setting, we developed this guidance to

promote an operational definition and replicable

framework for peri-operative shared decision-making – one

that can support both high-quality research and consistent

clinical implementation.

The consensus methods employed here encouraged

balanced participation and allowed the opinions of all

participants to be voiced and considered in real time.

Although the consensus threshold was pre-determined at

75%, all recommendations reached unanimous agreement,

underscoring the strong alignment of the expert faculty

around the final outputs. While efforts were made to ensure

diverse multidisciplinary representation, the limited sample

size reflects an inherent constraint of consensus-based

methodologies. Involving consumers as part of our expert

faculty helped to ensure that the guidance remains focused

on the needs of the end-users.

Where high-quality evidence was lacking,

recommendations were developed based on the clinical

expertise of the faculty and extrapolated from shared

decision-making research conducted in non-surgical

settings. The evidence informing peri-operative shared

decision-making is developing rapidly, and it is likely that

these recommendations will require revision to reflect

evolutions in practice and research.

It is important to acknowledge that the conceptual

foundations of shared decision-making, including those

discussed in this project, are grounded in Western

medical traditions. These traditions tend to emphasise

individual autonomy, technically-oriented perceptions of

risk and Western-aligned values and preferences –

features that may inadvertently privilege patients who

share these perspectives [64]. A growing body of work

has highlighted the need for culturally responsive

approaches to shared decision-making, particularly in

non-Western settings where decision-making involves

family, reflects culturally embedded belief systems or is

shaped by systemic mistrust in healthcare institutions

[65]. This is a vital and evolving area of research and, in

recognition of this, our recommendations include the

development of culturally responsive shared decision-

making services. However, as a pragmatic first step, we

have proposed a foundational model of peri-operative

shared decision-making that can then be adapted and

contextualised to better align with the cultural norms and

expectations of diverse patient populations. Additional

research opportunities identified by the faculty have been

listed in Box 4.

The scope of this topic is substantial and, while we

attempted to address key aspects of peri-operative shared

decision-making, certain areas remain outside the remit of this

guidance. In keepingwith our focus on developing amodel of

care, we have not provided detailed recommendations on all

the listed components. For example, while individualised peri-

operative risk assessment is recognised as a critical element of

Box4 Future research priorities for peri-operative shared decision-making

Design and adaptation of perioperative shared decision-makingmodels of care:

1 Co-designmodels of carewith consumers

2 Explore stakeholder perspectives on the acceptability, feasibility and perceived impact ofmodels of care

3 Assess the role of primary care in supporting peri-operative shared decision-making across transitions of care

Implementation:

4 Conduct implementation studies of shared decision-making in the peri-operative setting

5 Develop decision aids, tailored to the surgical context, that support individualised risk communication

6 Evaluate the impact of experiential communication skills training on delivery of peri-operative shared decision-making

Evaluation and sustainability:

7 Develop a peri-operative shared decision-making core outcome set

8 Create a core outcomemeasurement setmapped to the core outcome set

9 Conduct economic evaluations of perioperative shared decision-makingmodels of care, including cost-effectiveness

10 Develop funding and reimbursement models to support sustainable integration of shared decision-making services in

peri-operative pathways

© 2026 The Author(s).Anaesthesiapublished by JohnWiley & Sons Ltd on behalf of Association of Anaesthetists. 13
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peri-operative shared decision-making – underpinning risk

communication and shaping discussions about likely

functional outcomes – we did not evaluate or endorse

particular risk calculators or predictive tools.

This represents the first clinical practice guidance for

peri-operative shared decision-making, co-produced by

clinicians and patients. It aims to support the integration of

universal shared decision-making into routine pathways,

while also guiding the development of specialised shared

decision-making services for patients with more complex

decisional needs. By proposing a standardised model of

care, it lays the groundwork for consistent practice and

provides a platform for advancing future implementation

research efforts.
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