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INTRODUCTION: 

 

Patient participation in decision-making process or “Shared decision making” (SDM) is 

one of the three important pillars of evidence-based medicine.  Through shared decision 

making, clinicians can help patients understand the importance of their values and 

preferences in making the decisions that are best for them. In the pre- operative period, 

anaesthetists have multiple options with regard to the choice of anaesthetic technique.  

The final choice will depend on multiple factors including the underlying disease, type 

and duration of surgery, laboratory investigations and of course patient preference.  

                      This study will evaluate patients who are scheduled for elective surgery of 

the upper limb or lower limb where different techniques of anaesthesia can be 

administered to the same patient.  The primary aim of this study will be to look at how 

much role the patient wants in deciding the anaesthetic technique and patient preference 

with regard to technique of anaesthesia. Hence, this study aims to fill the knowledge gaps 

in relation to shared decision making in the field of anaesthesia. 
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AIM: 
 

 

The aim of this study was to assess the role of the patients in decision-making with regard 

to technique of anaesthesia and their preference of anaesthesia technique for elective 

surgery of a single limb. 
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OBJECTIVES: 
 

 

• To assess patient role in decision-making with regard to technique of anaesthesia 

and their preference of anaesthesia technique for elective surgery of a single limb. 

 

• To compare the decision made with regard to anaesthesia technique before and after 

 pre-anesthesia evaluation 

 

• To compare the variation in patient and doctor perception with regard to the 

patient’s role in the shared decision making with regard to technique of 

anaesthesia. 
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LITERATURE REVIEW: 
 

“Nothing about me without me.” 

 — Valerie Billingham, ‘Through the Patient’s Eyes’, Salzburg Seminar  Session 356, 

1998.(1) 

Advances in medical science over the years have resulted in multiple treatment options 

available for a particular medical condition. These have proved to improve the disease 

outcome but increased the distance between the treating physician and his patient, where 

the patient is most often excluded from important decision making, not fully 

understanding the magnitude of his disease state. 

 

In the past, patients played a passive role in the process of decision making and most 

often decisions were made for them by their treating doctor.  This assumes that the doctor 

had the same preferences as the patient, making the doctor the sole decision-maker.  

Medical decision making in the recent times however, has shown a significant shift from 

the paternalistic pattern of health care where patients are merely told about what is to be 

done by clinicians, most often ineffectively, to a system where clinicians partner with 

patients and make a decision on their health care together.(2) 
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The concept of ‘patient- centered care’ was introduced to stress the need for health care 

systems to shift their focus to the patient and family.(1)  It is defined as “care that is 

respectful of and responsive to individual patient preferences, needs, and values” and 

ensures “that patient values guide all clinical decisions.”.(1,2)  This pattern of 

collaborative decision making intends to make better clinical decisions, educate the 

patients on how to stay healthy and manage conditions, develop systems to activate 

patients and sustain their interest in their ongoing healthcare.(2)  It highlights the 

importance of clinicians and patients working together to produce the best outcomes 

possible.(1)  

 

Patient involvement also has an ethical basis with regard to the patient, an interpersonal 

basis, where it promotes confidence and trust between the treating clinician and the 

patient as well as an educational basis where knowledge is improved and reasonable 

expectations are set.  A good decision can be made only by involving patient values and 

preferences.  It has been shown that areas having a higher level of patient engagement 

had a better quality of care, lower rates of medical error and much greater satisfaction 

with the experience of care.(2) 
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Figure 1.Flowchart depicting the relationship between well-informed patients and improved 

healthcare outcomes(3) 

When multiple options are available for a particular condition, the patient is left confused 

with regard to the process of decision making.  This is where the concept of ‘Shared 

decision-making’ comes into play.  In shared decision making, both parties share 

information: the clinician offers options and describes their risks and benefits, and the 

patient expresses his or her preferences and values.  Here, knowledge, concerns, and 

perspectives of both the physician as well as the patient are integrated in an effort to form 

an agreement about treatment.  Each participant is thus armed with a better understanding 

of the relevant factors and shares responsibility in the decision. 
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Studies have found that patients involved in the decision- making process are more 

satisfied, less anxious, and have more knowledge about their disease and possible 

treatment options. (5)  Patients can understand the importance of their values and 

preferences in making the decisions that are best for them.   

Shared decision-making has been described as a three - stage decision-making model 

involving bidirectional information exchange, deliberation and selection of treatment.(4)  

It is a critical feature of patient-centered communication, and is defined as “the process of 

negotiation by which physicians and patients arrive at a specific course of action, based 

on a common understanding of the goals of treatment, the risks and benefits of the chosen 

treatment versus reasonable alternatives, and each other's values and preferences”.(3)  

Conceptually, it is an intermediate stage between the traditional paternalistic model 

where physicians govern the medical encounter and the informed choice model (or 

consumerism) where decisions are left entirely to the patient.(4) 

 There are several arguments that favour the application of Shared Decision-Making in 

various specialties(5), such as: 

• Shared Decision-Making is considered a moral and ethical principle.(1,5)  

• Patients’ preferences may differ from the doctors’, and when there is equipoise 

between two or more different treatment options, patients’ preferences should be 

guiding the final choice.  

• Shared Decision-Making may also reduce overdiagnosis and may lower surgical 

overtreatment. 
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• Finally, research has shown that patients usually desire a more active role in 

decision-making.(5) 

                  The Salzburg statement endorsing the concept of shared decision – making, 

emphasizes that when patients, worldwide, know that they have options for the best 

treatment, screening test, or diagnostic procedure, most of them will want to participate 

with their clinicians in making this choice. (1)  The process of routinely engaging patients 

in this decision process can prove to be a challenging one and it requires the patients to 

fully understand the present disease condition, treatment options available to them and 

also understand the importance and consequences of their decisions.  Clinicians also need 

to be able to train themselves to understand what actually matters to the patient as an 

individual.  This being said, the recognition of shared decision making as the pinnacle of 

patient-centered care is long overdue (1).  

            The Agency for Healthcare Research and Quality has published the “SHARE” 

approach(6) for this type of process.  It includes the following 5 steps:  

1) Seek your patient’s participation 

2) Help your patient explore and compare treatment options 

3) Assess your patient’s values and preferences 

4) Reach a decision with your patient 

5) Evaluate your patient’s decision 
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                  Figure 2. The SHARE Approach to shared decision making. (6)          

 

The following elements have been defined by Braddock(2) which may be implemented in 

this pattern of decision making: 

• discussion of the patients role in decision making 

• discussion of the clinical issue 

• discussion of alternatives 

• discussion of the pros and cons of alternatives 

• discussion of uncertainties 

• assessment of patient understanding 

• exploration of patient preference  

He acknowledged that medical decisions can vary in complexity and that these elements 

can be employed to varying degrees depending on the medical condition.  Embedded in 
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each of the above elements is a recognition that in order for patients to fully engage in 

any discussion, there is need for them to have some health literacy.  This must be  taken 

into consideration when the decision is being made.(2)              

 A survey conducted among 1,068 adults who had seen at least one health care clinician 

in the previous year revealed that the majority of adults strongly agreed that they should 

be actively involved in understanding and making decisions about their care.(3) 

Their findings were as follows: 

• 82% of individuals strongly agreed that they expected their provider to 

listen to them - here, women showed stronger preference (87% versus 77%) 

• 80% of people strongly agreed that they expected their health care provider 

to tell them the full truth about their diagnosis, even though it may have 

been uncomfortable or unpleasant to hear at the time 

• 69% individuals wanted their healthcare provider to tell them the risks of 

their treatment options so they would know how each might affect them 

• 65% of the individuals wanted to hear about each option’s potential impact 

on the quality of life 

• 54% preferred that their provider took the time to understand their goals 

and concerns – more among women (60% versus 48%) 

• 53% of those surveyed wanted to know about each option’s cost to 

themselves and their family 
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• 52% individuals strongly agreed and 38% individuals somewhat agreed that 

they wanted to be offered choices rather than having their health care 

provider offer only the option that was recommended 

• 47% of those surveyed said that they wanted their health care provider to 

discuss the option of not pursuing a test or treatment 

  

Level of Shared decision – making in clinical practice: 

Patient involvement in decision making varies worldwide. (7)  A large population-based 

study done in Europe revealed that 51% of the patients preferred shared decision-making, 

26% preferred to have doctors as their sole decision makers and 23% preferred to have a 

primary role in this decision-making process.  However only a little more than 50% of the 

patients were seen to be involved in the decision-making process, showing that there was 

a gap between patients’ preference with regard to role in decision making and their actual 

experience.(7) 

                       A US population based general social survey done in 2002 showed that 

majority (96%) of patients wanted to discuss options and share their opinions about 

clinical management with their doctors.  However 52% of them preferred to leave the 

final decision to their doctors.(7) M. Briel et al conducted a similar study in Switzerland 

which showed that 66% of patients preferred a doctor-centered approach.(7,8)  A study 

conducted in Japan in 1996 revealed that patients played predominantly a passive role in 

the decision- making process.(7,9)  This study showed that older patients (≥65 years of 
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age) trusted their doctors to make the decision for them.  However, a more recent study 

conducted in 2004, in the same setting, showed that majority of the patients preferred a 

collaborative role (71%), followed by passive (17%) and active (12%) roles.  This 

suggests that patients who previously preferred a more paternalistic approach, now seem 

to want to play a more active role in decision-making.(7,10)  

                       A similar study was conducted in Malaysia by Ambigapathy R et al.(7)  

This study revealed that more than half of the patients preferred shared decision-making 

(before consultation), but few (45.3%) of them felt that the decision was shared during 

the consultation, revealing that there was still a gap between patients’ expectation and 

doctors’ perception of patients’ role preference.  This study showed that most of the 

patients preferred to share their decision with their family (49.1%). There was a 

significant association between total household income and patients preferred decisional 

role. Patients who had a lower total household income preferred a more passive role in 

decision-making than those from a higher total household income group.(7) 

                       Hui Chin Maha assessed perceived involvement and role preferences of 

patients with hypertension in treatment decision-making.(4)  They concluded that the 

perceived level of involvement in treatment decision-making among respondents varied 

according to different aspects of the decision-making process.  A large proportion of the 

respondents agreed that their doctor recognized that a treatment decision needs to be 

made (89.5%) and informed them that different treatment options are available (77.1%).   

However, only about a third of the respondents agreed that their doctor wanted to know 
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about their preferred involvement in decision-making.  Although almost half of the 

respondents perceived that their doctor helped them understand information, only a few 

of them agreed that they were asked about their preferred options (11.4%), or that the 

doctor weighed the different options together with them (11.0%).  Even fewer 

respondents agreed that they were involved in the selection of treatment options (8.1%), 

or that they reached an agreement with their doctor on how to proceed with treatment 

(10.5%). While looking at the preferences on involvement in treatment decision-making, 

51.4% indicated their preference to make treatment decisions together with their doctor 

(i.e. a shared decision-making approach).  However, 26.2% of all respondents reported 

preferring passive decision-making, either through physicians making treatment decisions 

entirely by themselves or after talking to the patient.  Only four respondents (1.9%) 

indicated their preferences to make treatment decisions on their own.(4) 

                          Evaluation of the association between demographic characteristics and 

preferences on involvement in decision-making by Maha HC et al revealed that age and 

educational level of respondents were significantly associated with respondents’ 

preferences to participate in either SDM or passive decision-making.  It was observed 

that younger respondents (<60 years) preferred SDM compared to passive decision-

making (69.1% versus 30.9%).  However, older respondents (≥60 years) preferred 

passive decision-making rather than SDM (54.5% versus 45.5%).(4)  Similar finding 

were reported in other studies as well.(11,12)  In addition, most respondents with primary 

education or no formal education preferred passive decision-making over SDM (67.3% 



24 
 

versus 32.7%), while most respondents with secondary and tertiary education preferred 

SDM (57.7% and 68.0%, respectively) compared to passive decision-making. These 

finding were consistent with those from previous studies.(11–15)  No significant 

associations were found between respondents’ preferences with gender, ethnicity, marital 

status or duration of disease.  Some previous studies have found that active involvement 

in decision-making is associated with female gender and race; (11,14,16) however others 

have also found no association between these characteristics and SDM 

preferences.(12,14,15) 

                     Encouragement from health care providers (91%) was identified as a major 

factor that motivated patient participation in SDM.  In addition, most of the respondents 

also agreed that they would participate in SDM if they have knowledge about the 

treatment options (71%) or if there is adequate consultation time with the doctor (70%).    

Another important factor which determined participation in SDM included method of 

delivery of health information and explanation in layman terms. (4) 

Challenges associated with SDM: 

The challenges with shared decision making (3) from a patient’s point of view include 

the following: 

a) Inability of patients to understand the nature of the disease and treatment options – it 

may be on account of lack of knowledge or exposure to the same 

b) Emotional repercussions of the diagnosis 
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c)Lack of assertiveness giving rise to challenges in communication 

d)Inability to connect with the clinician – some possible reasons could be  

            - lack of receptiveness from the clinician 

            - failure to express their needs, fears, expectations and preferences 

            - fear 

e) Patient’s level of health literacy  

f) Cultural differences- can have a significant impact on patient preferences for care. 

Some cultures might value the clinician has the primary decision-maker.  These patients 

may be less likely to want to engage in shared decision-making. 

Challenges associated with SDM from a clinician’s point of view include(3): 

a) Lack of training in communication 

b) Clinician characteristics - such as age, gender, and training.  

c) Insensitivity to patients' informational, cultural, and emotional needs 

d) Failure to appreciate the range of patient and family needs 

e) Wrong judgment of patient preference 

f) Language and cultural barriers  

g) Lack of time. 

 

https://patientengagementhit.com/news/cultural-barriers-limit-immigrant-patient-provider-interactions
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                       A study conducted in 2016 by Corey Siegel(17), a gastroenterologist at 

Dartmouth Hitchcock Medical Center on his ulcerative colitis patients who faced two 

treatment options with significant, life-altering side effects.  Siegel hypothesized that 

patients were conflicted about the side effects of the treatments, but a patient 

preference analysis revealed otherwise.  Patients were fundamentally concerned with 

adverse side effects of their ulcerative colitis.  This revealed that doctors do not 

always know patients’ thoughts or concerns and should not presume to know either.  

He concluded that it is always best to ask the patients their concerns in order to 

engage them in shared-decision making in the best possible way.  

The following strategies can be adopted for improving patient-centered communication 

and shared decision making: 

    a) The information available to patients and their families should be made more 

comprehensive and understandable 

    b) Development of decision aids to facilitate patient-centered communication and 

shared decision making.  Researchers found that patients who received decision aids were 

more likely to discuss their treatment options during clinic visits.  ‘Helping patients 

understand their choices allows them to feel fully prepared to discuss their options and 

make a mutually agreed upon decision in partnership with their physician 

anesthesiologist’.(18) 

    c) prioritizing clinician training in communication  
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    d) preparing treatment care plans 

    e) using new models of payment to incentivize patient-centered communication and 

shared decision making.(3) 

f) Option grids for health care professionals to support the process of shared decision -

making in the consultation room(5) 

g) SDM e-learning modules which can instruct patients and health care professionals on a 

h) Involving family members in the care decision-making process is a key strategy to 

supporting patient care and driving a positive experience.(17) 

Extent of Shared decision- making in Anaesthesia: 

There is little evidence regarding the extent of shared decision making in the field of 

anesthesia.  However, studies have shown that a vast majority of patients requiring 

anesthesia wish to be involved in the decision- making process.(5,19)  It is also a 

particularly suitable field for practicing shared decision making as a wide range of 

equally effective anesthesia techniques can be offered for various patients undergoing 

surgery.   

A study conducted by F.E.Stubenrouch et al assessed the level of shared decision making 

in the pre-assessment outpatient clinic in the anesthesia department of a tertiary care 

university hospital. (5)  115 patients requiring surgery of the upper limb, lower abdomen 

or lower limb, for whom different techniques of anesthesia could be administered were 

included in the study.  Once the anesthesia consultation was completed, the perceived 
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level of shared decision-making during the consultation was evaluated.  The SDM-Q-9 

and CollaboRATE questionnaires were used to subjectively assess patient perceived level 

of shared decision-making and the SDM-Q-Doc questionnaire was used for clinicians.  

Information about the patient including demographic details, previous surgeries, 

preference regarding anaesthesia technique was also noted.  The 5-item OPTION score 

was used to make an objective assessment about the level of shared decision-making.  

This was done by independent observers who were experienced in judging clinician-

patient encounters.  These observers were not present during the time of consultation, 

therefore the consultations between patients and clinicians were audiotaped for analysis.   

These objectively scored shared decision-making levels was found to be low (median 

total score ranging from 20% to 35% and the mean total OPTION score was only 30.5%).  

It was observed that the pros and cons of different modes of anesthesia were explained to 

patients by the doctors.  However, the doctors hardly ever involved their patients in the 

process of decision-making.  There was no significant difference noticed among the 

group of clinicians.   

On the other hand, the subjectively perceived shared decision-making level scores among 

patients and clinicians were observed to be high.  The median SDM-Q-9 score was 91.7% 

in patients and 84.3% in clinicians. Analysis of the CollaboRATE’ scores also revealed 

that patients scored significantly higher than clinicians.   

One possible explanation for this discrepancy between the subjective and objective 

appreciations of the level of shared decision making could be that the patients and 
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clinicians most often express their degree of satisfaction with the consultation rather than 

the perceived level of SDM.  Their scoring may even be biased because of leniency or 

gratitude.  The lack of familiarity with the concept of shared decision-making itself could 

be add to this.   

The low level of shared decision-making as inferred from this study is in consensus with 

multiple other studies as those mentioned above.  Although the anesthesiologist is the 

expert in his medical practice, the patient is the expert when it comes to their values, 

goals and preferences.  There is growing evidence that shared decision-making 

contributes to better quality, safety and cost-effectiveness of health care.  Thus, this study 

concluded that there is more room to improve the level of SDM and as long as the 

personal preferences of patients are influenced by the expert opinion given by the 

caregiver, SDM falls short of the intended purpose.(5) 

W.J. Flierler et al(19)  conducted a  study on ‘Implementation of shared decision making 

in anesthesia and its influence on patient satisfaction’.  All patients more than 16 years of 

age scheduled to undergo surgery on an elective basis from the different specialties were 

recruited into the study.  A total of 197 patients were assessed on the day before their 

surgery on the following issues: 

• If the patients really got what they wanted – to assess congruence between 

patients’ preference and their real involvement in shared decision making – the 

Control Preference Scale was used for this assessment 
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• If the anesthetist correctly appraised the patients’ preference – to assess 

congruence between patient preference and anesthetist assumption of patients’ 

preference regarding shared decision- making – the Control Preference Scale was 

used 

• Regarding whom the decision was really made by – to assess congruence between 

patients and anaesthetist perception with regard to actual role distribution in the 

process of decision-making - The MAPPIN'SDM questionnaire was used for this 

detailed assessment 

• Influence of shared decision making on patient satisfaction – classified as very 

satisfied, somewhat satisfied, somewhat unsatisfied, unsatisfied. 

 

It was observed that 94% of the individuals wished to be involved in shared decision 

making.  Among these, 62% experienced the exact amount of shared decision making 

that they wanted; 22% were slightly more involved and 10% were slightly less involved 

in the shared decision-making than they desired.  The preferences regarding involvement 

in shared decision-making were similar between patients (54.1%) and anesthetists 

(56.4%).  However, patients seemed to show a stronger preference for a totally balanced 

shared decision‐making process.  This was significantly underestimated by their 

anesthetist.  In spite of these discrepancies, 88% patients were very satisfied and 12% 

were satisfied with this process of decision making.  It seemed to be more important that 
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the patients were involved in decision-making process and the extent of involvement did 

not make a significant difference in this study. 

Spies C D et al conducted a study(20)  which compared the preferred level of shared 

decision-making, desire for information and perceived level of care between chronic pain 

patients and patients who came for a premedication visit.  The autonomy preference 

index and perceived involvement care scale were used for these assessments.  A total of 

190 chronic pain patients and 151 patients of premedication were included in this study.  

The desire for information was seen to be high in both the groups of patients.  However, 

patients of the premedication visit group had significantly higher SDM scores.  Younger 

patients, women and patients with higher educational level had more desire for SDM.  

                           A survey was conducted among 156 individuals at the University of 

Gondar Hospital, Ethiopia to assess the patient satisfaction with anesthesia services.(21)  

Here, it was identified that 50.6 % of the respondents were not given adequate 

information about anesthesia.  Only 26.9 % patients had a chance to choose anesthesia, 

among whom only 9.5 % were dissatisfied with anaesthesia services. On the other hand, 

among the 73.1% of patients who did not get a chance to choose anaesthesia, 36.5 % 

were dissatisfied. Out of 156 participants, 23.7 % got a chance for questioning, of these 

2.7 % were dissatisfied. Whereas 76.3 % did not get a chance for questioning and from 

these, 11.8 % patients were dissatisfied. These findings showed that patient involvement 

in decision making seems to have a positive impact on patient satisfaction with anesthesia 

service.          
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A study conducted by Sung Mi Hwang et al(22) looked at patient preference and 

satisfaction with their selection of anesthetic method for surgery.  Patients more than 20 

years of age scheduled for simple surgeries of the upper and lower limbs, who had no 

factors which could influence the choice of anesthesia for their surgery were included in 

this study.  Criteria for exclusion from the study included inability to consent to 

participate in the study, age less than 20 years, obesity, anticipated difficult airway, drug 

or alcohol abuse, mental incompetence, and preexisting coagulopathy, neuropathy or 

allergy to local anesthetic agents.  For standardization, only one anesthetist explained to 

the patients and their families the preoperative study findings, physical status and 

possible anesthetic techniques for their surgeries.  The anesthesia techniques offered 

included general anaesthesia and ultrasound guided brachial plexus block for surgeries of 

the upper limb.  The anaesthesia techniques offered for surgeries of the lower limb 

included general anesthesia and spinal anesthesia.  The patients also received brochures 

describing the various anesthesia techniques, their advantages, disadvantages and 

possible complications associated following which they proceeded to select one of the 

following decision- making models: 

• Active role – where a decision was made by the patient along with their family 

• Collaborative role – decision made after discussion and together with the 

anesthesiologist 

• Passive role – where the patients fully rely on the decision of the anesthesiologist 
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Finally, the patient made a decision regarding the anaesthesia technique they preferred 

for their surgery.  24 hours after the surgery, patients were questioned regarding their 

level of satisfaction and feelings of respect with regard to involvement in the decision 

making with regard to anesthesia for their surgery.  To assess the change in patient’s 

decision-making preference after being involved in this process, the patients questioned 

regarding the decision-making model they would prefer if they were to undergo the same 

surgery once again. 

It was observed that 69.6% of patients preferred a collaborative role, 18.3% and 12.1% 

preferred an active and a passive role, respectively.  A higher percentage of patients who 

had an active role were very satisfied (78.7%) and felt very respected (76.6%) than those 

patients who opted to have a collaborate or passive role.  The patients also expressed a 

change in preference for assuming an active role (49.4%) and a collaborative role 

(43.6%) in the decision-making process for their anaesthesia needs in the future.  This 

study also highlighted the patient preference with regard to technique of anesthesia.  It 

was found that 64.3% of patients requiring surgery on an upper extremity expressed a 

preference for general anesthesia over a brachial plexus block, and 51.3% of patients 

requiring surgery on a lower extremity preferred general anaesthesia over spinal 

anesthesia.   

A similar preference for general anaesthesia(69%) over regional techniques was observed 

in a study conducted by Shevde and Panagopoulos.(23) The preference for general 

anaesthesia was irrespective of whether they had received it in the past or not.  
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         The field of anaesthesia has evolved leaps and bounds since when William T. G. 

Morton made anaesthesia history with the successful use of ether "anesthesia" to prevent 

pain during surgery.  The anaesthetist has multiple options with regard to technique of 

anaesthesia for any given surgery which may include general anaesthesia, subarachnoid 

blockade, peripheral nerve block, epidural analgesia, local anaesthesia, etc.  The final 

decision made would depend on multiple factors which include nature of the underlying 

disease, associated co-morbidities, type and duration and of the surgery, patient position 

for the particular surgery, laboratory investigations and of course patient preference.(22)  

Patients cannot effectively participate in shared decision-making if they do not fully 

understand their current health condition, all of the treatment options, and the potential 

side effects of each treatment option. (10)  Often, patients have a poor understanding of 

anesthesia and desire more information about their options and post-operative pain 

management choices.(18)  It is possible that patients may harbor incorrect assumptions 

regarding anesthetic management which may be from a previous occasion, a family 

member’s experience, or even information researched online. A number of studies have 

shown similar results that patient awareness regarding the field of anesthesia, the role of 

anesthetist as a healthcare professional and their importance during surgery is very 

poor(24,25,26,27). 

It is a good practice to have a pre-operative anesthesiology clinic where patients are given 

a briefing of what to expect on the day of surgery, adequate counselling regarding various 

options for anaesthesia and analgesia during and after the surgery.  Important decisions 
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can be made about technique of anesthesia.  In the absence of such a setting, the first 

interaction between the anaesthesiologist and the patient would be on the day of surgery, 

when anxiety levels will be high.  It consequently may be difficult to process new 

information and make an unbiased decision on their treatment plan.  A research done at 

the University of Pennsylvania identified that patients who had an early education on 

anesthetic options were more likely to choose a regional anesthetic in the form of 

neuraxial anesthesia than those who did not have that educational experience.  This study 

demonstrated that patient education is a crucial step toward fostering an environment for 

informed decision making.(6) 

           In recent times, anesthetists have made efforts to involve their patients and their 

families in the decision-making process with regard to their anaesthesia technique.  

However, there is lack of data about the effect of patient involvement in the decision-

making for the anaesthetic method used for surgery in the Indian setup.  The purpose of 

this prospective study is to evaluate the patients’ decision-making preferences for 

selecting the anesthetic method, their role in decision making, and the preferred 

anesthetic methods of the patients.  We also evaluated if there was any change in the 

patients’ decision-making preference after experiencing this decision- making process. 
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METHODOLOGY: 
 

The study enrolled 156 adults who were planned for elective surgery of the upper limb or 

lower limb for whom a variety of anesthesia techniques such as general anesthesia, 

peripheral nerve block, spinal, epidural and local anesthesia could be employed.   They 

were identified and recruited into the study at their pre-anesthesia evaluation.   

 

• Information regarding the purpose of the study was provided to the patient. 

• Informed consent was obtained from all eligible persons. 

• Recruitment for the study was done based on the inclusion and exclusion criteria 

as mentioned below.   

• While waiting for their pre-anesthesia evaluation, the patients were asked to 

complete a questionnaire (Questionnaire 1, Annexure 1).  The details in the 

questionnaire included demographic details of the patient such as age, gender, 

level of education, occupation, locality of residence and availability of medical 

insurance for treatment.  Other details included knowledge regarding different 

techniques of anesthesia, source of knowledge, previous exposure to anesthesia 

and type of anesthesia employed for patient as well as family or close peers.   

• The preferred technique of anesthesia, reason for preference of a particular 

anesthesia technique and preferred role in the process of decision-making (whether 
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active role, collaborative role or passive role) with regard to technique of 

anesthesia was also recorded. 

• Following this, the patient underwent their regular pre-anesthesia evaluation as per 

the institutional protocol.  This was carried out by the primary investigator of the 

study.  Fitness for anesthesia was assessed and a decision made regarding the 

anesthesia technique after adequate counselling regarding the different anesthesia 

techniques, their possible advantages, disadvantages and possible side effects. 

• After the pre-anesthesia evaluation was completed, the patient perceived role in 

decision-making during the pre-anesthesia evaluation was assessed using the 

‘sdm-q-9 questionnaire’.  This questionnaire is a standardized questionnaire to 

assess the level of shared decision-making from the patient’s point of view.  

• Similarly, the doctors answered the ‘sdm-q-doc questionnaire’ to assess the level 

of shared decision-making from the doctor’s point of view. 

• The data was collected by the primary investigator and analyzed using SPSS 

(Statistical Package for the Social Sciences) Version 23.0. 
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Detailed diagrammatic Algorithm of the study: 

 

                                 Figure 3. Detailed algorithm of the study  

Patient recruitment into 
study

Informed consent obtained

Questionnaire 1 filled by 
patient

Pre-anesthesia evaluation

sdm-q-9 filled by patients & 
sdm-q-doc filled by doctor

Data collection

Data analysis and reporting
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Research Plan: 

  Setting:  A Tertiary health care, teaching institute (Christian Medical College, Vellore) 

  Location: Pre-Anaesthesia Clinic (Room 360), Department of Anaesthesia 

  Study period: August 2018 – August 2019  

Participants:  

All patients scheduled to undergo elective surgery of a single upper limb or lower limb 

were identified during their visit to anesthesia OPD for preanesthetic evaluation.    

Eligibility Criteria:  

   Inclusion Criteria:  

• ASA (American Society of Anesthesiologists) Physical status class 1,2,3 

• Age: 18 – 70 years  

• Scheduled to undergo elective surgery of the upper limb or lower limb (single 

limb) where more than one technique of anesthesia could be employed 

• Hemodynamically stable condition 

Exclusion Criteria: 

• ASA (American Society of Anesthesiologists) Physical status > 3  

• Known coagulopathy or bleeding manifestations 
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• Neuromuscular weakness 

• Patient weighing >100kg 

• Known alcohol or drug abuse 

• Known psychiatric illness or mental incompetence 

• Known allergy to local anesthetic drugs 

• Inability to read or answer questionnaire 

Type of Study: Prospective observational cross-sectional study  

Outcomes: 

Primary Outcomes: 

Our primary outcome was to assess how much participation the patient wanted while 

determining the technique of anaesthesia.  Patient participation was classified as 

described below: 

• Active role – patient preferred to decide by themselves along with their family 

• Collaborative role – patient preferred to discuss and decide together with the 

anaesthetist 

• Passive role – patient preferred to rely on the anaesthetist’s decision 

 

Secondary Outcome: 

Our secondary outcomes were the following: 

• To assess patient preference about technique of anaesthesia. 
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• To compare the decision made with regard to anesthesia technique before and after pre-

anesthesia evaluation 

• To compare the variation in patient and doctor perception with regard to the 

patient’s role in the final decision made 

 

 

Exposure:  

 

Patients posted for surgery of a single limb on an elective basis. 

 

‘Questionnaire 1’ was used to assess the demographic details of the patient, knowledge, 

exposure and preference for anaesthesia technique.  It also determined the role preferred 

by the patient in the decision-making process. 

 

The sdm-q-9 questionnaire was filled by the patient to assess level of shared decision-

making from the patient’s point of view. The sdm-q-9 questionnaire is a standardised 

questionnaire which has been proved to be a reliable, brief and well accepted tool to 

assess the level of shared decision-making.  It consists of 9 statements, each of which can 

be rated on a 6-point Likert scale from completely disagree to completely agree.  The 

scoring pattern for each of the options is as follows: 

• Completely disagree – 0  

• Strongly disagree – 1 

• Somewhat disagree – 2 
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• Somewhat agree – 3 

• Strongly agree – 4 

• Completely agree – 5 

A summation of the score for all the 9 statements gives a raw total score ranging from 0 

to 45.  To standardize the analysis, all scores are converted into aggregates of 100 where, 

0 could be the lowest possible level of shared decision-making and 100 could be the 

maximum level of shared decision-making.  (27) 

The sdm-q-doc questionnaire was filled up by the clinician performing the pre-anesthesia 

evaluation to assess level of shared decision-making from the clinician’s point of view.  It 

has statements similar to those in the sdm-q-9 questionnaire and the analysis of result 

follows a similar pattern.(28) 

In our study, we also calculated a score including only the 6th – 9th statements from the 

sdm-q-9 questionnaire as more than half of the overall information was conveyed by 

these four statements.(29)  There scores were also converted to aggregates of 100 to 

standardize the analysis. Only the primary investigator was involved in the data 

collection process to avoid inter observer variability in providing the patient with details 

of the anaesthesia techniques. 
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Data Sources and measurement: 

The data was collected from all patients recruited for the study. The questionnaire was 

administered by the primary investigator of the study. Quantitative variables were 

summarised using mean and standard deviation or median and IQR (interquartile range). 

The preference of anaesthetic type was presented.  The other clinical and demographical 

variables were compared using Chi square test if the variables were categorical and two 

sample t test for continuous variables. 

 

Sample size: 

A similar study done among 257 patients planned for elective surgery of the upper limb 

or lower limb by Sung Mi Hwang et al which determined patient and satisfaction with 

involvement in selection of anaesthesia method for surgery concluded that 18% patients 

preferred an active role in the decision-making process.  In our study, assuming the 

proportion of patients who prefer an active role in decision making as 18% as reported in 

the above-mentioned study with precision of 5% and α error of 5%, the sample size 

requirement was 227 patients. Anticipating a dropout rate of 10%, we decided to study 

250 patients. 

However, in the given time period (August 2018-August 2019), we were able to collect 

data from only 156 patients. 
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Table 1. Sample size 

calculation 

 

Formula: 

  

Where, 

 p :  Expected proportion 

 d :  Absolute precision  

          1- /2    :  Desired Confidence level 

 

Statistical analysis: 

Demographic data such as age group, level of education, occupation, previous exposure 

to anaesthesia and preference about anaesthesia technique were reported in terms of 

frequency distribution and percentages.  Mean scores in various categories were 

compared using ANOVA test.  The Pearson’s correlation was used to calculate the 

correlation between two values.  Data was analysed with the Statistical Package for the 

Social Sciences SPSS version 23.0 (IBM Corp., USA 2010). 

 

 

Single Proportion - Absolute Precision 

Expected Proportion 0.18 0.18 0.18 

Precision (%) 4 4.5 5 

Desired confidence level (1- alpha) % 95 95 95 

Required sample size 354 280 227 
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RESULTS: 
 

 

 

 

              

                                Figure 4. Gender distribution of the patient population 

 

 

There were 39 (25%) women and 117(75%) men among the 156 patients included in our 

study. 
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                                   Figure 5. Age Distribution of the patient population 

 

In our study population, 47(12%) individuals were less than 30 years of age, 38(24%) of 

them were between 31-40 years of age, 17(26%) of them were 41-50 years of age, 

33(21%) of them were 51-60 years of age and 12(8%) individuals were more than 60 

years of age. The mean age was 40.49 years, median age was 39years, standard deviation 

was 13.57. The range was 18-69 years. 
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                              Figure 6. Highest level of education among participants 

 

Among the patients recruited in our study, the level of education was classified as 

described above.  15(9.6%) patients had a primary education (class 1st-5th), 40(25.6%) 

patients had studied from class 6th-10th, 34(21.8%) patients had a higher secondary 

education (class 11th-12th), 45(28.8%) patients were college graduates and 22(14.1%) 

patients had done postgraduate courses or honors. 
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                          Figure 7. Occupation of participants in the study 

 

Among the patients who were recruited in our study, 17(11%) were students, 43(28%) 

were skilled laborers, 9(6%) were shopkeepers, 5(3%) were retired 42(27%) were 

professionals, 22(14%) were homemakers and 18(11%) were unemployed. 
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                                   Figure 8. Exposure to anaesthesia in the past 

 

Among our study population, 95 (61%) of patients had an exposure to anesthesia in the 

past. 

 

 

 

39%

61%

PREVIOUS EXPOSURE TO ANAESTHESIA

no

yes



50 
 

 

 

            

                                            Figure 9. Type of anesthesia in the past 

 

Among the 95 patient who had received anesthesia in the past, only 1 patient had surgery 

under local anesthesia, 2 patients had received nerve block, 7 patients had both general 

and regional anesthesia in the past and 6 patients were unable to recollect the type of 

anesthesia they had received previously.  The majority of patients (43 patients, 45.2%) 

had received general anesthesia in the past followed by spinal anesthesia in 36 patients 

(37.9%). 
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   Figure 10. Exposure to anesthesia in the past among family and close peers 

 

Among the patients included in our study, 52 (33.3%) patients had family members or 

close peers who had an exposure to anesthesia in the past.   
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                Figure 11. Type of anesthesia in the past among family and close peers 

 

Among those (52 patients) who had family members or close peers with exposure to 

anesthesia in the past , 21(40.4%) patients were not aware of the mode of anesthesia 

administered to their relatives or peers, 18(34.6%) of the patients reported that their 

relatives or close peers had received general anesthesia in the past and 13(25%) had 

reported to have received spinal anesthesia previously. 
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 Figure 12. Representation of source of knowledge of anesthesia among study population 

 

Most participants, 76 people (48.7%), reported that their knowledge regarding anesthesia 

was mainly from their previous experience.  39 people (25%) said that their knowledge 

was from what other people had told them, 19 people (12.2%) reported their source of 

knowledge to be from mass media services (television, newspaper, internet) and 

15(9.6%) people reported hospital sources to be the source of knowledge regarding 

anesthesia.  Seven patients (4.5%) had received information regarding anesthesia from 

their treating surgeon. 
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Figure 13. Knowledge regarding the different techniques of anesthesia among participants 

 

While looking at the knowledge regarding the various techniques of anesthesia, it was 

observed that most patients (129 patients,82.7%), knew regarding general anesthesia 106 

participants (67.9%) knew about spinal anesthesia and 91 participants (58.3%) knew 

about local anesthesia.  Only 25.6% of the study population (40 people) knew about 

peripheral nerve blockade. 
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                                            Figure 14. Site of planned surgery  

 

Among the patient who consented to be a part of part of our study, 117 (75%) of the 

patients were planned for surgery of the lower limb and 39 (25%) were planned for 

elective surgery of the upper limb. 
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Figure 15. Representation of preferred anesthesia techniques among study population 

 

Among the 117 individuals planned for lower limb surgery, 54 patients (46.2%) preferred 

to have general anesthesia, 56 (47.9%) patients showed a preference for spinal anesthesia 

and 7 (6%) patients preferred to have nerve block for their surgery.   

Among the 39 patients who were planned for surgery of the upper limb, 21 (53.8%) 

patients preferred general anesthesia and 18 (46.2%) patients showed a preference for 

peripheral nerve blockade.  
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               Figure 16. Patient preferred role in decision-making 

 

On assessment of the preferred role with regard decision-making process, it was observed 

that majority of the patients (93 patients, 60%) preferred a passive role in the decision-

making process.  41 patients (26%) wanted a collaborative role in the decision made and 

22 patients (14%) wanted an active role in the process of decision making. 
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COMPARISON OF DECISION MADE WITH REGARD TO TECHNIQUE OF 

ANESTHESTHIA BEFORE AND AFTER PRE-ANESTHESIA EVALUATION: 

(i) Lower Limb Surgery: 

Preferred Anesthesia 

technique 

Before Pre-anesthesia 

evaluation 

After Pre-anesthesia 

evaluation 

General Anesthesia 54 (46.1%) 21 (17.9%) 

Spinal Anesthesia 56 (47.8%) 95 (81.1%) 

Peripheral Nerve Block 7 (5.98%), 1(0.8%) 

           Table 2. Comparison of preferred anesthesia technique for lower limb surgery before and 

after pre-anaesthesia evaluation 

Among the 117 patients who were planned for surgery of the lower limb, 

54(46.1%) preferred to have general anesthesia before their pre-anesthesia 

evaluation and only 21(17.9%) patients chose general anesthesia once the pre-

anesthesia evaluation was completed. 56 patients preferred spinal anesthesia 

before their pre-anesthesia evaluation but 95(81.1%) of them chose spinal 

anesthesia after their pre-anesthesia evaluation. Seven (5.98%) preferred 

peripheral nerve block before pre-anesthesia evaluation and only one patient chose 

nerve block after their evaluation. 
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(ii) Upper Limb Surgery: 

 

Preferred Anesthesia 

technique 

Before Pre-anesthesia 

evaluation 

After Pre-anesthesia 

evaluation 

General Anesthesia 21 (53.8%) 26 (66.6%) 

Peripheral Nerve Block 18 (46.1%) 13 (33.3%) 

Table 3. Comparison of preferred anesthesia technique for upper limb surgery before and after 

pre-anaesthesia evaluation 

 

Among the 39 patients planned for surgery of the upper limb, 21 (53.8%) preferred 

general anesthesia before and 26 (66.6%) chose general anesthesia after their pre- 

anesthesia evaluation. 

18(46.1%) patients chose peripheral nerve block before and 13 (33.3%) patients chose 

peripheral nerve block after their pre-anesthesia evaluation. 
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COMPARISON OF THE VARIATION IN PATIENT AND DOCTOR 

PERCEPTION WITH REGARD TO THE PATIENT’S ROLE IN THE FINAL 

DECISION MADE: 

The nine-item Shared Decision-Making Questionnaire (SDM-Q-9) was used to assess 

patient perceived role in decision-making process and the SDM-q-doc questionnaire was 

used to assess the patient involvement in decision-making from the doctor’s perspective.   

The findings from our study were as follows: 

a) ‘Doctor made it clear that a decision needs to be made’: 

 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

7 (4.5%) 0 

STRONGLY DISAGREE 6 (3.8%) 2 (1.3%) 

SOMEWHAT DISAGREE 4 (2.6%) 5 (3.2%) 

SOMEWHAT AGREE 19 (12.2%) 43 (27.6%) 

STRONGLY AGREE 32 (20.5%) 94 (60.3%) 

COMPLETELY AGREE 88 (56.4%) 12 (7.7%) 

 

Table 4. Comparison of patient’s score and doctor’s score from statement 1 of the shared 

decision-making questionnaires  
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88 (56.4%) patients completely agreed, 32 (20.5%) patients strongly agreed and 19 

(12.2%) patients somewhat agreed that their doctor made it clear to them that a 

decision needed to be made.   

 

However, the doctor completely agreed that they made it clear to their patients that 

a decision needed to be made for only 12 (7.7%) patients, strongly agreed for 

94(60.3%) patients and somewhat agreed for 43 (27.6%) patients. 

 

 

7 patients (4.5%) completely disagreed, 6(3.8%) patients strongly disagreed and 

4(2.6%) patients somewhat agreed that their doctor made it clear to them that a 

decision had to be made. 

 

However, the doctor somewhat disagreed to the same in 5(3.2%), strongly 

disagreed in only 2 patients (1.3%) and did not completely disagree for any of the 

patients. 
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b) Doctor wanted to know exactly how involved the patient wanted to be in 

making the decision’: 

 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

15 (9.6%) 1 (0.6%) 

STRONGLY 

DISAGREE 

7 (4.5%) 9 (5.8%) 

SOMEWHAT 

DISAGREE 

5(3.2%) 22 (14.1%) 

SOMEWHAT AGREE 16 (10.3%) 49 (31.4%) 

STRONGLY AGREE 40 (25.6%) 68(43.6%) 

COMPLETELY AGREE 73 (46.8%) 7 (4.5%) 

Table 5. Comparison of patient’s score and doctor’s score from statement 2 of the shared 

decision-making questionnaires  

 

73 (46.8%) patients completely agreed, 40(25.6%) strongly agree and 16(10.3%) 

somewhat agreed that the doctor wanted to know exactly how involved the patient 

wanted to be in making the decision.  
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 However, doctors completely agreed to know the same in only 7 (4.5%) patients, 

strongly agreed in 68(43.6%) patients and somewhat agreed in 49 (31.4%) of the 

patients. 

15 (9.6%) patients completely disagreed, 7(4.5%) strongly agreed, 5(3.2%) 

somewhat agreed that the doctor wanted to know exactly how involved the patient 

wanted to be in making the decision.   

The doctor completely disagreed to have involved the patient in decision-making 

for only 1(0.6%) patient, strongly disagreed in 9(5.8%) and somewhat disagreed in 

22(14.1%) of the patients. 
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c) ‘Doctor told that there are different options available’: 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

12 (7.7%) 1 (.6%) 

STRONGLY DISAGREE 12 (7.7%) 8 (5.1%) 

SOMEWHAT DISAGREE 5 (3.2%) 20 (12.8%) 

SOMEWHAT AGREE 13 (8.3%) 33 (21.2%) 

STRONGLY AGREE 32 (20.5%) 77 (49.4%)  

COMPLETELY AGREE 82 (52.6%) 15 (12.6%) 

Table 6. Comparison of patient’s score and doctor’s score from statement 3 of the shared 

decision-making questionnaires  

 

82 (52.6%) patients completely agreed, 32(20.5% strongly agreed and 13(8.3%) 

somewhat agreed that they were told by their doctors that different options were 

available for administering anesthesia for that particular condition.   

The doctor completely agreed in explaining the same in only 15 (9.6%) patients, 

strongly agreed in 77(49.4%) patients and somewhat agreed in 33(21.2%) patients. 

12 (7.7%) patients completely disagreed, 12 (7.7%) patients strongly disagreed and 5 

(3.2%) patients somewhat disagreed that their doctor told them regarding different 

anesthesia options for their surgery. However, the doctor completely disagreed in the 
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same for only 1 patient, strongly disagreed in 8(5.1%) and somewhat disagreed in 

20(12.8%) patients. 

 

d) Advantages and disadvantages explained for each option: 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

22 (14.1%) 13 (8.3%) 

STRONGLY DISAGREE 22  47 (30.1%) 

SOMEWHAT DISAGREE 5(3.2%)  25 (16%) 

SOMEWHAT AGREE 13(8.3%) 35 (22.4%) 

STRONGLY AGREE 25 (16%) 31 (19.9%) 

COMPLETELY AGREE 69 (44.2%) 5 (3.25) 

Table 7. Comparison of patient’s score and doctor’s score from statement 4 of the shared 

decision-making questionnaires  

 

69 (44.2%) patients completely agreed, 25(16%) strongly agreed and 13(8.3%) 

somewhat agreed that they were explained to about the advantages and 

disadvantages for each of their available anesthesia options.  
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The doctor completely agreed regarding the same for only 5(3.2%) patients, 

strongly agreed in 31(19.9%) patients and somewhat agreed in 35(22.4%) patients. 

 

22 (14.1%) patients completely disagreed, 22 (14.1%) patients strongly disagreed 

and 5(3.2%) patients somewhat agreed that the advantages and disadvantages for 

each anesthesia option was explained to them. 

 

The doctor completely disagreed in 13(8.3%) patients, strongly disagreed in 

47(30.1%) patients and somewhat disagreed in 25(22.4%) patients about 

explaining the advantages and disadvantages of each anesthesia option. 
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e) Doctor helped understand all the information: 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

2 (1.3%) 0 

STRONGLY DISAGREE 0 0 

SOMEWHAT DISAGREE 1 (0.6%) 1 (0.6%) 

SOMEWHAT AGREE 14(9%) 27 (17.35) 

STRONGLY AGREE 56 (35.9%) 120 (76.9%) 

COMPLETELY AGREE 83 (53.2%) 8 (5.1%) 

Table 8. Comparison of patient’s score and doctor’s score from statement 5 of the shared 

decision-making questionnaires  

 

83 (53.2%) patients completely agreed, 56 (35.9%) strongly agreed and 14(9%) patients 

somewhat agreed that the doctor helped them understand all the information. 

The doctor completely agreed in 8(5.1%) patients, strongly agreed in 120(76.9%) and 

somewhat agreed in 27(17.3%) of patients that they helped the patient understand all the 

information. 

 

Only 2(1.3%) patients completely disagreed, 1(0.6%) patient somewhat disagreed and no 

patients strongly disagreed about the doctor helping to understand all the information. 
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Similarly, the doctor somewhat disagreed in only one patient, strongly disagreed and 

completely disagreed in none of the patients about helping the patient understand all the 

information. 

 

f) Doctor asked the patient which treatment option they prefer: 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

3 (1.9%) 0 

STRONGLY DISAGREE 8 (5.1%) 0 

SOMEWHAT DISAGREE 1 (0.6%) 8 (5.1%) 

SOMEWHAT AGREE 11 (7.1%) 18 (11.5%) 

STRONGLY AGREE 44 (28.2%) 117 (75%) 

COMPLETELY AGREE 89 (57.1%) 13 (8.3%) 

Table 9. Comparison of patient’s score and doctor’s score from statement 6 of the shared 

decision-making questionnaires  

 

89(57.1%) patients completely agreed, 44(28.2%) patients strongly agreed and 

11(7.1%) somewhat agreed that the doctor asked them which treatment option 

they prefer. 
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The doctor completely agreed in 13(8.3%) patients, strongly agreed in 117(75%) 

and somewhat agreed in 18(11.5%) patients that they asked the patient which 

treatment option they preferred. 

 

3(1.9%) patients completely disagreed, 8(5.1%) strongly disagreed and 1(0.6%) 

patients somewhat disagreed that the doctor asked them which treatment option 

they prefer. 

The doctor somewhat disagreed about asking the patient which treatment option 

they preferred in only 8(5.1%) patients.  There were no patients for whom they 

completely disagreed and strongly disagreed regarding the same. 
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g) Doctor and patient thoroughly weighed the different treatment options: 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

3 (1.9%) 2 (1.3%) 

STRONGLY DISAGREE 7 (4.5%) 13 (8.3%) 

SOMEWHAT DISAGREE 12 (7.7%) 26 (16.7%) 

SOMEWHAT AGREE 15 (9.6%) 38 (24.4%) 

STRONGLY AGREE 40 (25.6%) 72 (46.2%) 

COMPLETELY AGREE 78 (50%) 5 (3.2%) 

Table 10. Comparison of patient’s score and doctor’s score from statement 7 of the 

shared decision-making questionnaires  

 

78(50%) patients completely, 40(25.6%) strongly agreed and 15(9.6%) patients 

somewhat agreed that the doctor and patients thoroughly weighed the different treatment 

options. 

The doctor completely agreed in 5(3.2%) patients and strongly agreed in 72(46.2%) 

patients and somewhat agreed in 38(24.4%) patients that they thoroughly weighed the 

different treatment options with the patient. 
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Only 3(1.9%) patients completely disagreed,7(4.5%) patients strongly disagreed and 

12(7.7%) patients somewhat disagreed that the doctor and patient thoroughly weighed the 

different treatment options together. 

The doctor completely disagreed in 2(1.3%) patients, strongly disagreed in 13(8.3%) 

patients and somewhat disagreed in 26(16.7%) patients regarding the same. 

 

h) Doctor and patient selected a treatment option together: 

 

 Patient score (SDM-q-9) Doctor score (SDM – q-

doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY 

DISAGREE 

2 (1.3%) 0 

STRONGLY DISAGREE 6 (3.8%) 2 (1.3%) 

SOMEWHAT DISAGREE 5 (3.2%) 8 (5.1%) 

SOMEWHAT AGREE 18 (11.5%) 27 (17.3%) 

STRONGLY AGREE 46 (29.5%) 110 (70.1%) 

COMPLETELY AGREE 79 (50.6%) 9 (5.8%) 

Table 11. Comparison of patient’s score and doctor’s score from statement 8 of the 

shared decision-making questionnaires  
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79(50.6%) patients completely agreed, 46(29.5%) patients strongly agreed and 

18(11.5%) patients somewhat agreed that they selected a treatment option together 

with their doctor. 

The doctor completely agreed in 9(5.8%) patients and strongly agreed in 

110(70.5%) about selecting a treatment option together with the patient. 

 

2(1.3%) patients completely disagreed, 6(3.8%) strongly disagreed and 5(3.2%) 

somewhat disagreed that they selected a treatment option together with their 

doctor. 

The doctor completely disagreed in 2(1.3%) patients and somewhat disagreed in 

8(5.1%) patients regarding the same. 

 

 

 

 

 

 

 

 

 

 

 



73 
 

i) Doctor and patient reached an agreement on how to proceed: 

 Patient score (SDM-q-9) Doctor score (SDM – q-doc) 

 No. of patients (%) No. of patients (%) 

COMPLETELY DISAGREE 2 (1.3%) 0 

STRONGLY DISAGREE 2 (1.3%) 0 

SOMEWHAT DISAGREE 5 (3.2%) 2 (1.3%) 

SOMEWHAT AGREE 19 (12.2%) 10 (6.4%) 

STRONGLY AGREE 45 (28.85) 128 (82.1%) 

COMPLETELY AGREE 83 (53.2%) 16 (10.3%) 

Table 12. Comparison of patient’s score and doctor’s score from statement 9 of the 

shared decision-making questionnaires  

 

83(53.2%) patients completely agreed, 45(28.8%) strongly agreed and 19(12.2%) 

patients somewhat agreed they reached an agreement on how to proceed along with 

their doctor. 

 

The doctor completely agreed in 16(10.3%), strongly agreed in 128(82.1%) and 

somewhat agreed in 10(6.4%) patients that reached an agreement on how to proceed 

along with their patient. 
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2(1.3%) completely disagreed, 2(1.3%) strongly disagreed and 5(3.2%) patients 

somewhat disagreed that they reached an agreement on how to proceed along with 

their doctor. 

 

The doctor somewhat disagreed with regard to the same in only 2(1.3%) patients and 

strongly and completely disagreed in none of the patients. 
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 Mean ±SD 

(max. total 

of 5) 

Median 

(max. total 

of 5)           

Standard 

error 

95% CI 

Doctor made clear that a decision needs to 

be made. 

4.09 ± 1.36 5.0 0.11 3.89-4.29 

Doctor wanted to know exactly how I want 

to be involved in making the decision. 

3.78 ±1.61 4.0 0.13 3.53-4.01 

Doctor told that there are different options 

for treating my medical condition. 

3.83 ± 1.62 5.0 0.13 3.56-4.09 

Doctor precisely explained the advantages 

and disadvantages of the treatment options. 

3.31 ± 0.15 4.0 0.15 3.0-3.62 

Doctor helped patient understand all the 

information 

4.38 ± 0.85 5.0 0.07 4.24-4.51 

Doctor asked patient which treatment 

option they prefer 

4.26 ± 1.17 5.0 0.93 4.06-4.44 

Doctor and patient thoroughly weighed the 

different treatment options 

4.04 ±1.27 4.5 0.09 3.81-4.23 

Doctor and patient selected a treatment 

option together 

4.16 ±1.13 5.0 0.09 3.99-4.33 

Doctor and patient reached an agreement on 

how to proceed 

4.26 ± 1.02 5.0 0.081 4.10-4.41 

 

Table 13. Mean scores of individual questions from the sdm-q-9 questionnaire: 
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 Mean±SD 

(max. total 

of 5) 

Median 

(max. total 

of 5) 

Standard 

error 

95% CI 

Doctor made clear that a decision needs to 

be made. 

3.70 ± 0.71 4.0 0.06 3.58-3.81 

Doctor wanted to know exactly how I want 

to be involved in making the decision. 

3.25 ± 0.99 3.0 0.08 3.08-3.40 

Doctor told that there are different options 

for treating my medical condition. 

3.44 ±1.04 4.0 0.83 3.27-3.60 

Doctor precisely explained the advantages 

and disadvantages of the treatment options. 

2.26 ± 1.38 2.0 0.11 2.03-2.48 

Doctor helped patient understand all the 

information 

3.87 ± 0.48 4.0 0.04 3.79-3.94 

Doctor asked patient which treatment 

option they prefer 

3.86 ± 0.62 4.0 0.05 3.76-3.96 

Doctor and patient thoroughly weighed the 

different treatment options 

3.15 ± 1.09 3.0 0.09 2.99 -3.32 

Doctor and patient selected a treatment 

option together 

3.74 ± 0.70 4.0 0.06 3.63-3.86 

Doctor and patient reached an agreement on 

how to proceed 

4.01 ± 0.47 4.0 0.04 3.94-4.08 

 

Table 14. Mean scores of individual questions from the sdm-q-doc questionnaire: 
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COMPARISON OF AGGREGATE SCORES: 

 

 Patient score ±SD (% 

score) 

Doctor score ±SD (% 

score) 

Mean 36.12 ± 9.28 (80.26%) 31.28 ± 4.77 (69.52%) 

Median 38.0 (84.44%)  32.0 (71.11%) 

Table 15. Comparison of total level of shared decision making as perceived by the patient 

and the doctor  

 

The sdm-q-9 questionnaire was used to calculate the level of shared decision-making 

from the patient’s point of view.  The scores were calculated as mentioned to get a 

maximum total score of 45 and converted to an aggregate of 100 to standardize the 

analysis. 

Similarly, the level of shared decision making from the doctor’s point of view was 

calculated using the SDM-q-doc questionnaire and all the scores were converted to an 

aggregate of 100 in standardize.  

An ANOVA test was carried out to predict the changes in patient score based on changes 

in doctor’s score.  The correlation was significant (F value – 30.98, p value < 0.001). 
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COMPARISON OF SHARED DECISION-MAKING LEVELS AS PERCEIVED 

BY THE PATIENT AND BY THE DOCTOR: 

 

 

 Patient score 

Low doctor score (<=28) Mean -30.68 

SD – 11.7 

High doctor score (>28) Mean -38.5 

SD – 6.9 

Table17.  a comparison of shared decision-making levels between doctors and patients. 

 

The doctor’s score was dichotomized into high and low scores using a score of 28 as cut-

off (25th percentile).  An ANOVA test was carried out to test the difference between the 

means of the patient score in the two doctors score groups.  The differences were 

significant (F value – 26.90, p value < 0.001). 
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AGGREGATE SCORES OF STATEMENTS 6 – 9: 

 Patient score ±SD (% score) Doctor score ±SD (% score) 

Mean 16.7 ±4.04 (83.6%) 14.8± 1.96(73.9%) 

Median 18 (90%) 15 (75%) 

Table 18. Comparison of patient and doctor’s transformed scores calculated from statements 

6-9 

 

Since the 6th - 9th statements of the sdm-q-9 and sdm-q-doc questionnaire contributed 

maximum to the shared decision-making levels, we also calculated a total score from 

those of the above.  The scores were calculated for the statement 6-9 to get a maximum 

total score of 20 and converted to an aggregate of 100 to standardize.  

An ANOVA test was carried out to predict the changes in patient score based on changes 

in doctor’s score.  The correlation was significant (F value – 11.517, p value < 0.01). 
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Comparison of level of shared decision making between the 2 scores: 

Patient score (total questions 1-9) in % Mean – 80.26% 

SD – 20.63% 

Patient score (qn. 6-9) in % Mean – 83.56% 

SD – 20.21% 

Table 19. Comparison of mean shared decision-making levels(sdm-q-9) as reported by patient 

between 2 scores 

The correlation between the total aggregate scores and those from the questions 6-9 was 

tested.  The correlation was significant (correlation co-efficient – 0.893, p value < 0.001). 

 

Doctor score (qn. 1-9) in % Mean – 69.52% 

SD -10.52% 

Doctor score (qn. 6-9) in % Mean – 73.87% 

SD – 9.83% 

Table 20. Comparison of mean shared decision-making levels(sdm-q-doc) as reported by the 

doctor between 2 scores 

 

Similarly, the correlation between the 2 scores was tested from the doctor’s point of view 

was tested.   The correlation was significant (correlation co-efficient – 0.787, p value < 

0.001). 
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Influence of previous anesthesia exposure on shared decision-making: 

 Mean patient score SD 

Previous exposure to 

anesthesia 

35.19 (78.20%) 9.32 (20.71%) 

No previous exposure 37.56 (83.46%) 9.12(20.26%) 

Table 21. Comparison of shared decision- making level as reported by patient with previous 

exposure to anesthesia  

There was no significant difference in levels of shared decision making with previous 

exposure to anesthesia. (F value – 2.439, p value – 0.12 – not significant) 

 

 

 Mean doctors score SD 

Previous exposure to 

anesthesia 

30.87(68.61%) 4.69(10.41%) 

No previous exposure 31.92(70.93%) 4.77(10.61%) 

Table 22. Comparison of shared decision- making level as reported by patient with previous 

exposure to anesthesia  

Similar findings were seen from the doctor’s scores as well. (F value – 1.817, p value 

0.81 – not significant). 
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DISCUSSION: 
 

Patient participation has been identified as one of the important components of evidence-

based medicine.  It combines clinical experience, available research and patient values to 

offer the best available treatment to an individual patient.  Several studies have shown 

that patient participation is often not up to the required level and falls short of the 

intended purpose.(3,21)   

In our study we found that 60% of the patients preferred a passive role, 26% preferred 

collaborative role and 14% an active role in the process of decision-making regarding 

anesthesia technique.  However, the study by Sung Mi Hwang et al (22) which assessed 

patient preferred role in decision making about anesthesia technique reported that 69.6% 

preferred a collaborative role and 12.1% preferred a passive role in the process of 

decision making. This difference in preference may be attributed to differences in patient 

exposure, knowledge and awareness regarding anesthesia; population characteristics and 

consideration of the doctor’s word as final among those in our study population. 

Multiple studies have assessed patients’ preferred role in decision-making in other fields.  

A high preference for passive role in decision-making for cancer treatment was seen in 

the studies by Davison BJ et al.(30) and Rothenbacher D et al.(31)  A similar study to 

assess role in breast cancer treatment showed a preference for collaborative role(44%) in 

decision-making.(32)  The study done by Hui Chin Mah et al which assessed preferences 

in shared decision-making among patients with hypertension found that 51.4% patients 
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preferred a collaborative role with their physicians, 44.8% preferred a passive role while 

only 1.9% preferred an active role.(4) 

Some causes for the preference of passive role in decision-making include: 

• Low level of education: - In the above mentioned study (22), 89.5% of the participants 

(237 among a total of 257) had an education of high school level or above.  However, in 

our study only 64.7% (101 among 156 participants) had an education of high school level 

and above.  This is in agreement with multiple other studies which have proved that 

patients with a higher educational level showed preference for shared decision-

making.(4,12,15,33).  

• Knowledge regarding anaesthesia and role of anesthetist is low among the general 

population in our country.  This has been highlighted in a number of studies and we have 

done little to improve awareness. Poor knowledge was seen more in the rural setup and 

among those with low levels of education.  (23,24,26,34–36).  Similar conclusions were 

derived from the study done by Gurunathan et al done among patients from our study 

centre.(37)  This could contribute to a preference for passive role in deciding the 

anesthesia technique. 

• Patient who had  previous exposure to anaesthesia preferred a collaborative role in 

making the decision regarding anesthesia technique.(22)   

• No previous counselling or explanation regarding the various advantages or 

disadvantages of different anesthesia techniques was provided in our study population.  

In contrast, a more collaborative role was preferred in the study done by Hwang et al 
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where brochures and detailed information regarding anesthesia was given to all patients 

before participating in the study. (22) 

While looking at preference with regard to anesthesia technique, in our study we found 

that among the 39 patients planned for upper limb surgery, 53.8% (21 patients) showed a 

preference for general anaesthesia over peripheral nerve block.  Among the 117 patients 

planned for lower limb surgery, 54 patients (46.2%) preferred to have general anesthesia, 

56 (47.9%) patients preferred spinal anesthesia and 7 (6%) patients preferred to have 

nerve block for their surgery.  This was in concordance with the studies by Shevde and 

Panagopoulos(23) where patients showed a preference for general anesthesia(69%) over 

regional techniques.  Similarly, another study identified that 64.3% of patients requiring 

upper limb surgery preferred general anaesthesia over a brachial plexus block, and 51.3% 

of patients requiring lower limb surgery preferred general anesthesia over spinal 

anaesthesia.(22)  Patient preference for general anaesthesia was also seen in a study 

conducted in the same centre as our study.(37)  

We also assessed changes in the decision made with regard to technique of anaesthesia 

after the pre-anaesthesia evaluation was completed. There was a higher preference seen 

for spinal anaesthesia after pre-anesthesia evaluation.  Among those planned for lower 

limb surgery, only 21(17.9%) patients chose general anesthesia after the pre-anesthesia 

evaluation.  We found that 95(81.1%) of them chose spinal anaesthesia after the pre-

anaesthesia evaluation and only one patient opted for peripheral nerve block.  Twenty six 

(66.6%) patients planned for upper limb surgery (among 39 patients) chose general 
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anaesthesia and only 13 (33.3%) patients chose peripheral nerve block after their pre-

anaesthesia evaluation. 

As a part of our study, we calculated the level of shared decision-making using the sdm-

q-9 and sdm-q-doc questionnaires. We found that the level of shared decision making as 

perceived by the patient as calculated from the sdm-q-9 questionnaire was 80.25% and 

median patient score was 84.4%.  However, the level of shared decision-making as 

perceived by the doctor as calculated from the sdm-q-doc questionnaire was 69.51% and 

the median score was 71.1%. 

Calculating the score by including only the 6th-9th statements from the sdm-q-9 and sdm-

q-doc questionnaires (which are the most relevant questions for SDM) revealed that the 

level of shared decision-making as perceived by the patient was 80.67%(28.24) with 

median score of 85.7%(30.0) and the level of shared decision-making as perceived by the 

doctor was 69.32% (24.33) with a median score of 70%(24.5).  The findings were in 

close comparison to the total aggregate scores of the sdm-q-9 and sdm-q-doc 

questionnaire. In contrast, the study by F.E.Stubenrouch et al. which assessed the level of 

shared decision making in anesthesia using the sdm-q-9 and sdm-q-doc questionnaires 

reported that that the median SDM-Q-9 score was 91.7% in patients and 84.3% in 

clinicians.(5) 

Although 81.4% of participants in our study agreed that they were told by their doctor the 

different options available for anaesthesia, only 68.5% participants agreed that they were 

told by the doctor the advantages and disadvantages of the different anesthesia 
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techniques.  92.4% patients reported that they were asked by the doctor which anesthesia 

option they prefer and 91.6% patients reported that they selected a treatment option 

together with their doctor.  Our findings are comparable to the study done by Mah et al 

which reported that the doctor told the different options for anesthesia in 77.1% patients 

but the advantages and disadvantages of the different options were explained to only 

13.8% patients.  However, only 11.4% of the patients were asked by the doctors the 

option they prefer and the final option was chosen together with the patient in only 8.1%. 

In comparison, the doctor reported that although the different options for anaesthesia 

were explained to 83.2% patients, the advantages and disadvantages were told only to 

45.55% of the patients.  The doctor also reported to have asked 94.8% of the patients the 

anesthesia option they prefer and selected the anesthesia option along with 93.2% of the 

patients. 

This study elucidated that the patient perceived level of shared decision-making was 

higher than that perceived by the doctor and that patients generally preferred to rely on 

the doctor’s decision when it came to making a plan on their technique of anesthesia.  

Previous exposure to anesthesia did not make a significant difference in the level of 

shared decision making. 

The following methods may be adopted to increase the patient participation in the process 

of decision making: 

• Taking active measures to improve patient awareness about anaesthesia 

• Providing brochures/pamphlets to patients with information about anesthesia 
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• Increasing the time taken for patient evaluation 

• Educating the doctors about importance of shared decision making 

• Providing options and detailed explanations about the various anesthesia 

techniques to patients. 
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CONCLUSION: 
 

 

In our study, majority of the patients preferred to have a passive role in the process of 

decision-making with regard to anesthesia technique.   

Preference for general anaesthesia was seen among patients planned for upper limb and 

lower limb surgery as compared to regional anaesthesia.   

There was a marked increase in preference for spinal anaesthesia among those planned 

for lower limb surgery following pre-anaesthesia evaluation.   

We attributed the low preference for peripheral nerve block among those for upper limb 

and lower limb surgery to a lack of knowledge about this technique among our patient 

population.   

The perceived level of shared decision-making was found to be higher among patients as 

compared to clinicians. 
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LIMITATIONS: 

 

• Due to restrictions of the duration of the study we were unable to collect data from 

our calculated sample size.  

• All questionnaires were administered by the primary investigator of the study to 

avoid inter observer bias and variability. Therefore, this may not be a full 

representation of all the doctors from this centre and hence the findings cannot be 

generalized. 

• Recall bias for the technique of anesthesia during the previous exposure to 

anaesthesia cannot be ruled out. 

• The questionnaire used were both subjective assessments and could have been 

affected by multiple factors including time taken for the pre-anaesthesia 

evaluation, tone of the doctor, patient experiences in the past, understanding of the 

study and its expectations.   
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ANNEXURES 

 

PATIENT INFORMATION SHEET 

 

Study title:  A study to assess the anaesthesia technique preferred by patients and how 

much role they have in the decision made. 

Purpose of research: 

Patient participation is one of the most important components of the practice of modern-day 

medicine. It has been realized from studies done before that patients prefer to be a part of the 

decision made with regard to their treatment. Little data is available regarding patient choice 

with regard to anaesthesia and how much they want to participate in this decision-making 

process. This study will mainly look at patients who are scheduled to undergo surgery of the 

upper limb and lower limb on an elective basis and identify how much participation the patient 

wants with regard to the decision made with regard to technique of anaesthesia and what are the 

factors which affect the same. We will also look at what is the preferred technique of anesthesia 

among patients. 

Expected duration of patient’s participation: 

Your participation will be confined to giving consent to take part in this study and answering a 

few questions before and after your regular pre-anaesthesia evaluation. 

Description of the procedure: 
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After taking your informed consent, we will require you to answer a questionnaire. Following 

this you will undergo your regular pre-anaesthesia evaluation. Another set of questions will need 

to be answered after the pre-anesthesia evaluation. 

Risks or benefits to the patient: 

By participating in this study, you are not expected to have any risks or benefits. The study is 

purely observational, which means that participating in it will not affect the course of your 

treatment. 

Benefit to others: 

We will be able to identify if patient preference is being taken into account during pre-operative 

evaluation. We will also be aware of how much patient awareness is with regard to the various 

anaesthesia techniques and if any changes can be brought about in the way of pre-anaesthesia 

evaluation which is being adopted at present. 

Participation: 

It is up to you to decide whether to take part or not. You are still free to withdraw from the study 

at any point, without giving any reason. A decision to withdraw, or a decision to not take part 

will not affect the standard of care you receive. 
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INFORMED CONSENT FORM  

 

Study Title: Assessment Of Patient Role In Decision Making And Preference With 

Regard To Technique Of Anaesthesia – A Prospective, Observational, Cross Sectional 

Study 

 

Study Number: ____________ 

 

Subject’s Initials: __________________  

Subject’s Name: _________________________________________ 

Date of Birth / Age: ___________________________ 

 

(i)  I confirm that I have read and understood the information sheet dated 

____________ for the above study and have had the opportunity to ask questions. 

[  ] 

 

(ii)  I understand that my participation in the study is voluntary and that I am free to 

withdraw at any time, without giving any reason, without my medical care or legal 

rights being affected. [  ] 

 

(iii)  I understand that the investigators of this study, the Ethics Committee and the 

regulatory authorities will not need my permission to look at my health records 

both in respect of the current study and any further research that may be conducted 

in relation to it, even if I withdraw from the trial. I agree to this access. However, I 

understand that my identity will not be revealed in any information released to 

third parties or published. [  ] 
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(iv)  I agree not to restrict the use of any data or results that arise from this study 

provided such a use is only for scientific purpose(s). [  ] 

 

(v)  I agree to take part in the above study. [  ] 

 

Signature (or Thumb impression) of the Subject/Legally Acceptable  

 

Date: _____/_____/______ 

Signatory’s Name: _________________________________         Signature:  

 

Or 

 

 

 

 

 

 

 

Representative: _________________ 

 

Date: _____/_____/______ 

 

Signatory’s Name: _________________________________ 

 

 

Signature of the Investigator: ________________________ 

 



101 
 

Date: _____/_____/______ 

 

Study Investigator’s Name: _________________________ 

 

 

Signature or thumb impression of the Witness: ___________________________ 

 

Date: _____/_____/_______ 

 

Name & Address of the Witness: ______________________________ 
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          QUESTIONNARE 1 

1) Age: 

a) <30years 

b) 31-40years 

c) 41-50 years 

d) 51-60 years 

e)61-70 years 

f)>70 years 

 

2) Gender: 

a) Male 

b) Female 

 

3) Highest level of education: 

a) Class 1-5 

b) Class 6-10 

c) Class 11-12 

d) College graduate 

e) Postgraduate/honours 

 

4) Occupation:  

a) Student 

b) Skilled laborer 

c) Professional 

d) Unemployed 
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e) Homemaker 

f) Salesman 

 

5)Locality: 

(i)State 

(ii)  a) Rural 

b) Urban 

 

6)Accommodation – a) Own house 

                                   b) Rented house 

 

7)Medical insurance – Yes /No 

 

8)Anesthesia in the past – Yes/No, If yes what type? 

 

9)Anesthesia for close relative or peer – Yes/No 

 

10)Source for present knowledge regarding anaesthesia: 

       a) Previous experience 

       b) Mass media - television, magazine 

       c) Hospital sources - hospital brochure, information sheet, anesthesia personnel  

       d) Treating surgeon 

       e) Hear say 
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11) Do you know the different anaesthesia techniques which can be employed for 

your surgery 

         a) General anaesthesia – Yes/No 

         b) Spinal /epidural– Yes/No 

         c)Regional nerve blockade– Yes/No 

         d)Local anesthesia– Yes/No 

 

12)  Surgical site – upper limb or lower limb 

 

13) Preferred anaesthesia technique: 

         a) Upper extremities 

                   (i) General anesthesia 

                   (ii) Regional nerve block 

 

          b) Lower extremities 

                   (i) General anesthesia  

                   (ii)Spinal anesthesia/Epidural 

                   (iii)Regional nerve blockade 

 

14) Reasons for preference of Regional: 

a) Feel safe as I remain conscious. 

b) I am afraid of GA as I think it can lead to complications. 

c) Can watch the procedure 

d) Can get better post op pain relief under RA 

e) Other reasons -less expensive 
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15)Reasons for preference for GA: 

a) I like to be fully unconscious 

b) RA can cause paralysis/paresis 

c) I do not want to see what is happening around me 

d) Post op feeling after GA is better 

e) Other reasons 

 

16) What role would you prefer with regard to deciding about the anaesthesia 

technique? 

a) Active role - I prefer to make a decision by myself with my family 

b) Collaborative role - I prefer to discuss and make a decision together with my doctor 

c) Passive role - I prefer to rely on the doctor’s decision 
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The 9-item Shared Decision-Making Questionnaire (SDM-Q-9): 

 

Please indicate which health complaint/problem/illness the consultation was about 

(surgery planned): 

 

Please indicate which decision was made (regarding anesthesia technique): 

 

1. My doctor made clear that a decision needs to be made: 

 

▪ Completely disagree  

▪ Strongly disagree  

▪ Somewhat disagree  

▪ Somewhat agree  

▪ Strongly agree 

▪ Completely agree         

 

2. My doctor wanted to know exactly how I want to be involved in making the 

decision: 

▪ Completely disagree  

▪ Strongly disagree  

▪ Somewhat disagree  

▪ Somewhat agree  

▪ Strongly agree 

▪ Completely agree        

  

3. My doctor told me that there are different options for treating my medical 

condition: 

▪ Completely disagree  

▪ Strongly disagree  

▪ Somewhat disagree  

▪ Somewhat agree  

▪ Strongly agree 

▪ Completely agree        
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4. 4. My doctor precisely explained the advantages and disadvantages of the 

treatment options: 

 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

5. My doctor helped me understand all the information: 

 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

6. My doctor asked me which treatment option I prefer: 

 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

7. My doctor and I thoroughly weighed the different treatment options 

 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 
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8. My doctor and I selected a treatment option together 

 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

9. My doctor and I reached an agreement on how to proceed. 

 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 
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The 9-item Shared Decision-Making Questionnaire (SDM-Q-Doc, physician 

version): 

 

Please indicate which health complaint/problem/illness the consultation was about 

(surgery planned): 

 

Please indicate which decision was made (regarding anesthesia technique): 

 

1. I made clear to my patient that a decision needs to be made. 

▪ Completely disagree  

▪ Strongly disagree  

▪ Somewhat disagree  

▪ Somewhat agree  

▪ Strongly agree 

▪ Completely agree         

 

2. I wanted to know exactly from my patient how he/she wants to be involved in making 

the decision 

▪ Completely disagree  

▪ Strongly disagree  

▪ Somewhat disagree  

▪ Somewhat agree  

▪ Strongly agree 

▪ Completely agree        

  

3. I told my patient that there are different options for treating his/her medical condition.                    

▪ Completely disagree  

▪ Strongly disagree  

▪ Somewhat disagree  

▪ Somewhat agree  

▪ Strongly agree 

▪ Completely agree        
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4. I precisely explained the advantages and disadvantages of the treatment options to my 

patient 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

5. I helped my patient understand all the information. 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

6. I asked my patient which treatment option he/she prefers. 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

7.My patient and I thoroughly weighed the different treatment options. 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

 

 

 



111 
 

8. My patient and I selected a treatment option together. 

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 

 

9. My patient and I reached an agreement on how to proceed.  

▪ Completely disagree  

▪ Strongly disagree 

▪ Somewhat disagree 

▪ Somewhat agree  

▪ Strongly agree  

▪ Completely agree 
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ETHICAL CLEARANCE LETTER 











Age Sex Education OccupationState Locality AccomoationMed insurancePast anes

37 Male College gradSkilled laborerWest Bengalrural own house no no

26 Female Post graduateProfessionalTamil Nadurural own house no yes

30 Male 6th-10th Skilled laborerBangladeshrural own house no no

57 Female College gradhomemakerTamil Naduurban own house yes yes

Male 11th-12th Retired Kerala rural own house no no

35 Male 11th-12th ProfessionalTamil Nadurural own house no no

42 Male 6th-10th ProfessionalWest Bengalrural rented houseno no

33 Female 11th-12th homemakerKarnataka urban rented houseyes no

55 Female 6th-10th homemakerTamil Nadurural own house no no

Male College gradSkilled laborerTamil Nadurural own house yes no

24 Male Post graduateStudent West Bengalurban own house no yes

40 Male 6th-10th Skilled labourerBangladeshurban own house no yes

52 Male College gradSkilled laborerJharkand rural own house no no

36 Male College gradSkilled laborerWest Bengalrural own house yes yes

51 Male College gradSkilled laborerJharkand urban own house no yes

27 Male Post graduateProfessionalBangladeshurban rented houseno no

44 Male 11th-12th Skilled laborerWest Bengalrural own house yes no

41 Male College gradProfessionalBangladeshrural rented houseno yes

29 Male Post graduateunemployedTelengana rural rented houseno yes

65 Female 11th-12th unemployedTamil Nadurural own house yes yes

56 Female 6th-10th ProfessionalWest Bengalrural own house yes no

Male College gradProfessionalWest Bengalurban own house no no

35 Female 6th-10th homemakerAndhra rural own house no yes

44 Male 6th-10th Skilled laborerBangladeshrural rented houseno yes

Female 1st-5th homemakerTamil Nadurural own house no yes

49 Female 6th-10th homemakerJharkand rural own house no yes

39 Male 6th-10th unemployedWest Bengalrural own house no no

37 Male 6th-10th Skilled laborerTamil Naduurban rented houseno yes

65 Male 6th-10th Retired Jharkand rural own house no yes

51 Male College gradProfessionalBihar urban own house no no

52 Male 1st-5th Skilled laborerWest Bengalrural own house no no

56 Male College gradProfessionalWest Bengalurban rented houseno yes

43 Male 1st-5th unemployedJharkand rural own house no yes

30 Male 6th-10th Skilled laborerBangladeshrural own house no yes

39 Female 6th-10th homemakerBangladeshrural own house no yes

57 Male 1st-5th Skilled laborerWest Bengalrural rented houseno yes

42 Male Post graduateProfessionalAndhra urban own house yes yes

53 Male 11th-12th ProfessionalBangladeshurban rented houseno yes

36 Male 11th-12th ProfessionalBangladeshrural own house no no

22 Female College gradStudent Chattisgarhurban own house yes yes

35 Male 11th-12th ProfessionalJharkand urban own house no yes

65 Male College gradProfessionalTamil Nadurural own house no no

27 Female College gradProfessionalAndhra urban own house no yes

21 Male College gradStudent Bangladeshurban rented houseno no

31 Male 6th-10th Skilled labourerAndhra rural rented houseno yes

24 Male Post graduateStudent Bangladeshrural rented houseno no

20 Male 6th-10th unemployedJharkand rural own house yes yes

36 Male 1st-5th Skilled labourerTamil Nadurural own house no yes

59 Male Post graduateProfessionalBihar urban own house no yes



23 Female College gradstudent madhya pradeshurban own house yes yes

48 Male 1st-5th skilled laborerBangladeshrural own house no no

29 Male 11th-12th Skilled laborerTamil Naduurban own house yes yes

38 Female 6th-10th homemakerWest Bengalrural own house no yes

Male 6th-10th Skilled laborerAndhra urban rented houseno yes

29 Male 11th-12th unemployedKerala urban own house no no

51 Female 11th-12th homemakerJharkand urban own house yes no

39 Female Post graduateunemployedBihar urban rented houseno no

28 Male College gradstudent West Bengalrural own house no no

59 Male 6th-10th ShopkeeperJharkand rural own house no yes

35 Male Post graduateProfessionalUP urban own house no yes

30 Male 6th-10th skilled laborerTamil Nadurural own house no yes

46 Male 6th-10th Skilled laborerWest Bengalurban rented houseyes yes

34 Male 11th-12th ProfessionalBangladeshrural own house yes yes

25 Female College gradStudent West Bengalurban own house yes yes

65 Male College gradRetired Andhra urban own house yes yes

48 Male 11th-12th ProfessionalWest Bengalurban own house no yes

64 Male 6th-10th Retired West Bengalrural own house no no

39 Male 6th-10th Skilled laborertripura rural own house no no

57 Male 6th-10th skilled laborerBangladeshrural own house no yes

23 Male 6th-10th unemployedWest Bengalrural own house no yes

39 Male College gradunemployedWest Bengalurban own house no no

41 Female 11th-12th skilled laborerTamil Naduurban own house no no

60 Female 6th-10th unemployedTamil Nadurural rented houseno no

36 Male 11th-12th ProfessionalTamil Naduurban own house no no

25 Male College gradProfessionalTamil Naduurban own house no yes

Female 11th-12th Skilled laborerWest Bengalrural rented houseno yes

20 Male College gradStudent Andhra rural own house yes no

69 Male 11th-12th Retired Jharkand rural own house no yes

20 Female 11th-12th unemployedBangladeshurban own house no no

26 Male College gradunemployedTamil Nadurural rented houseno no

59 Male 1st-5th Skilled labourerBangladeshrural own house no yes

25 Male College gradStudent Bangladeshrural own house no yes

58 Male 1st-5th Skilled laborerTamil Nadurural own house no yes

29 Male College gradStudent West Bengalrural own house no no

46 Male 6th-10th Skilled laborerWest Bengalurban own house no yes

34 Male 6th-10th ShopkeeperWest Bengalrural own house yes no

28 Male Post graduateStudent Bangladeshurban own house no yes

27 Male Post graduateProfessionalTamil Naduurban own house yes no

22 Male College gradProfessionalTamil Naduurban own house no yes

36 Male Post graduateProfessionalBangladeshurban rented houseno yes

25 Female College gradhomemakerBangladeshurban own house no yes

58 Male 11th-12th ProfessionalWest Bengalurban own house no yes

59 Male 1st-5th ShopkeeperWest Bengalrural own house no no

48 Female 6th-10th homemakerTamil Naduurban own house yes yes

59 Female Post graduateProfessionalWest Bengalurban own house yes yes

46 Female 6th-10th homemakerTamil Naduurban own house yes no

58 Male Post graduateProfessionalodisha urban rented houseno yes

39 Male 11th-12th ShopkeeperBangladeshurban rented houseno no

41 Male 11th-12th Skilled laborerBangladeshrural own house no yes



69 Male 11th-12th skilled laborerTamil Naduurban own house yes no

35 Male Post graduateProfessionalTamil Naduurban rented houseno yes

27 Male 6th-10th Skilled labourerTamil Nadurural rented houseno yes

66 Female Post graduatehomemakerTamil Naduurban own house yes no

39 Male 1st-5th Skilled labourerBangladeshurban own house no yes

64 Male 6th-10th Skilled labourerTamil Nadurural own house no yes

23 Male 11th-12th unemployedWest Bengalrural own house no yes

58 Male College gradProfessionalBangladeshurban rented houseno yes

29 Male 11th-12th ProfessionalJharkand rural rented houseno no

24 Male 6th-10th Skilled labourerTamil Nadurural own house no yes

30 Male College gradProfessionalJharkand urban own house yes no

68 Female College gradhomemakerTamil Nadurural own house yes no

63 Male 6th-10th Skilled labourerTamil Nadurural rented houseyes yes

50 6th-10th homemakerTamil Nadurural rented houseno yes

22 Male College gradunemployedTamil Naduurban own house no yes

18 Male College gradStudent Bangladeshurban own house no no

58 Male College gradProfessionaltripura urban rented houseno no

26 Male 11th-12th unemployedWest Bengalurban own house no yes

25 Male College gradStudent Bangladeshurban own house no yes

26 Male College gradProfessionalWest Bengalrural own house no yes

35 Male 6th-10th ProfessionalBangladeshurban rented houseyes no

51 Male 6th-10th Skilled labourerTamil Nadurural own house no yes

52 Male 11th-12th Skilled labourerBangladeshrural own house no yes

23 Male College gradStudent Chattisgarhrural own house no no

41 Female 11th-12th homemakerTamil Naduurban own house no no

28 Female College gradStudent West Bengalurban rented houseno no

53 Female College gradhomemakerWest Bengalurban own house no no

51 Male Post graduateProfessionalChattisgarhurban own house no yes

43 Male 1st-5th Skilled labourerJharkand urban own house no yes

20 Male 11th-12th ShopkeeperWest Bengalrural own house yes yes

31 Male 11th-12th ProfessionalMaharashtrarural rented houseno yes

38 Female College gradhomemakerWest Bengalurban own house no no

36 Female 11th-12th homemakerWest Bengalurban own house no yes

43 Male 6th-10th Skilled labourerTamil Naduurban own house yes yes

23 Male College gradStudent Bangladeshurban own house yes yes

31 Male 6th-10th ProfessionalBangladeshurban own house no no

43 Male 1st-5th Skilled labourerJharkand rural rented houseno yes

51 Male College gradShopkeeperBangladeshrural own house no no

53 Male 11th-12th ProfessionalTamil Naduurban own house yes no

36 Male Post graduateShopkeeperJharkand urban own house no yes

22 Female 11th-12th homemakerTamil Nadurural rented houseno no

43 Male Post graduateShopkeeperBangladeshrural own house no yes

47 Male 1st-5th ShopkeeperBangladeshurban own house no yes

38 Female Post graduateProfessionalAndhra urban own house no yes

29 Male College gradSkilled labourerBangladeshrural own house no yes

55 Male Post graduateProfessionalorissa urban own house no yes

57 Female 11th-12th Skilled labourerJharkand urban rented houseno yes

42 Male College gradSkilled labourerBangladeshrural own house no no

25 Female College gradhomemakerBangladeshurban rented houseno yes

25 Male Post graduatestudent Bangladeshrural own house no no



48 Female 11th-12th homemakerJharkand urban own house no yes

19 Female 6th-10th unemployedWest Bengalrural own house no yes

33 Male College gradProfessionalBangladeshurban rented houseno no

59 Male 1st-5th unemployedWest Bengalurban own house yes yes

35 Male College gradProfessionalBangladeshurban own house yes yes

51 Male 1st-5th unemployedBangladeshrural own house no yes

34 Male 6th-10th Skilled labourerTamil Nadurural rented houseyes no



PaSt yes whatFamily/peerFamily whatSource GA Spinal Nerve blockLA Site of Sx

no hear say yes yes no yes LL

spinal no hospital sourcesyes yes yes yes LL

yes GA mass mediayes yes no yes LL

GA yes GA previous experienceyes yes no no LL

yes don’t knowmass mediayes no no yes LL

no hospital sourcesno no no no LL

no hear say no no no no LL

no don’t knowhear say no no no no UL

no treating surgeonno no no no LL

yes don’t knowhospital sourcesno no no no UL

nerve blockno mass mediano no yes yes UL

both no previous experienceyes yes yes yes UL

no hear say no no no no LL

GA no previous experienceyes yes no yes LL

GA yes don’t knowprevious experienceyes yes no yes LL

no mass mediano no no yes LL

yes spinal hear say yes yes yes yes LL

spinal no previous experienceyes yes no no LL

GA no previous experienceyes yes yes yes LL

GA yes GA previous experienceyes yes no yes UL

yes don’t knowhear say yes no no yes LL

no hear say no no no yes LL

spinal no previous experienceyes yes no no LL

GA no mass mediayes no no no LL

GA no previous experienceyes no no no LL

GA no previous experienceyes yes no no LL

no hear say yes yes no yes LL

GA no previous experienceyes no no yes UL

GA yes don’t knowhospital sourcesyes no no yes LL

no hospital sourcesyes no no no LL

no hear say no no no no LL

spinal yes spinal previous experienceyes yes no yes UL

GA yes GA previous experienceyes no no no LL

spinal no previous experienceyes yes no no LL

GA no previous experienceyes yes yes yes UL

GA no previous experienceyes yes yes no LL

GA yes GA previous experienceyes yes no no LL

spinal yes GA previous experienceno yes no yes LL

no hear say yes yes no no LL

GA no previous experienceyes no no no LL

spinal no previous experienceyes yes no no LL

no hear say no no no no UL

nerve blockyes don’t knowprevious experienceyes yes yes yes UL

no hear say yes yes yes yes LL

GA yes spinal previous experienceyes yes no no LL

yes GA treating surgeonyes yes yes yes UL

both yes GA previous experienceyes yes no yes LL

spinal no previous experienceno yes no yes LL

spinal yes spinal previous experienceyes yes no yes LL



GA no previous experienceyes yes yes yes UL

no mass mediayes yes no yes LL

GA no previous experienceyes yes yes yes UL

both yes spinal previous experienceyes yes yes yes UL

spinal yes spinal previous experienceyes yes no yes LL

no mass mediano no no yes LL

no hear say yes yes no no UL

yes don’t knowhear say yes no no no UL

no treating surgeonyes no no no LL

spinal yes GA previous experienceyes yes no no LL

LA no hear say yes yes no yes UL

both no previous experienceyes yes yes yes LL

spinal no previous experienceyes yes no no LL

spinal yes spinal previous experienceyes yes no no LL

spinal yes GA previous experienceyes yes no yes LL

GA no previous experienceyes no no no UL

GA no previous experienceyes no no yes LL

no hear say yes yes no yes LL

yes GA hear say yes yes yes yes LL

spinal yes don’t knowprevious experienceyes yes yes yes LL

GA no previous experienceyes yes yes yes UL

no hospital sourcesyes no yes no LL

no hear say no no no no LL

no mass mediano no no no LL

no mass mediayes yes no no LL

GA yes don’t knowprevious experienceyes yes no yes LL

GA no previous experienceyes yes no yes LL

no hospital sourcesyes yes yes yes LL

GA yes spinal hear say yes yes yes yes LL

no hear say yes yes yes yes LL

no treating surgeonno no no no LL

don’t knowyes don’t knowmass mediayes no no no LL

don’t knowyes don’t knowmass mediayes no no no LL

don’t knowyes don’t knowhear say yes no no no LL

no hear say yes yes yes no UL

GA no mass mediayes yes yes yes LL

no mass mediayes yes no no LL

GA no previous experienceyes yes no yes LL

no mass mediayes yes yes yes LL

GA no previous experienceyes yes no no UL

don’t knowyes don’t knowhospital sourcesyes yes no yes LL

spinal no previous experienceyes yes no LL

GA yes don’t knowprevious experienceyes yes no yes LL

no hear say no yes no yes LL

spinal no hear say yes yes no yes UL

don’t knowyes don’t knowprevious experienceyes no no yes UL

no treating surgeonyes yes yes yes LL

GA no previous experienceyes no no yes UL

yes spinal hear say yes yes no yes LL

spinal no previous experienceyes yes no yes LL



no treating surgeonyes yes yes yes UL

GA no previous experienceyes no no no UL

GA no previous experienceyes no no no UL

no mass mediano no no no UL

both yes spinal previous experienceyes yes yes yes LL

spinal yes GA previous experienceyes yes yes yes LL

spinal no previous experienceyes yes no yes LL

spinal no previous experienceno yes no no LL

no hear say yes yes no no LL

both no previous experienceyes yes no no LL

no hospital sourcesyes yes no yes UL

no hear say yes yes yes yes UL

spinal yes don’t knowhear say no yes no no LL

spinal no treating surgeonyes yes yes yes UL

spinal no previous experienceno yes no no LL

no don’t knowhear say yes yes yes yes LL

no hospital sourcesyes yes no no UL

GA yes don’t knowprevious experienceyes yes no no LL

spinal yes don’t knowprevious experienceyes yes yes yes LL

GA yes don’t knowprevious experienceyes yes no yes UL

yes don’t knowhospital sourcesno no no no UL

spinal no previous experienceyes yes no yes LL

GA no previous experienceyes yes no yes LL

no hear say yes yes no no LL

no hear say yes yes no yes LL

no hear say yes yes no no LL

no hospital sourcesyes yes no no LL

spinal no previous experienceyes no no yes LL

both no previous experienceyes yes yes yes LL

GA no previous experienceyes no no yes UL

spinal no hear say yes yes no yes LL

no hear say no no no no LL

GA no previous experienceyes no no yes LL

GA yes GA mass mediayes yes no yes UL

spinal yes GA previous experienceyes yes no yes LL

no hear say yes yes yes yes LL

don’t knowno previous experienceyes yes no yes UL

no hospital sourcesyes yes yes yes LL

no hear say no no no no LL

GA yes GA mass mediayes no yes yes LL

no hear say no no no no LL

GA no previous experienceyes yes yes yes LL

spinal yes GA previous experienceyes yes no yes LL

spinal no hospital sourcesyes yes yes yes LL

spinal no previous experienceyes yes no yes LL

spinal yes spinal hospital sourcesyes yes no yes LL

GA no previous experienceyes yes no no LL

no hear say yes yes no yes LL

spinal yes don’t knowprevious experienceno yes no yes LL

yes GA hear say yes no no no LL



spinal no previous experienceyes yes no yes LL

GA no previous experienceyes no no no LL

yes spinal mass mediayes yes yes yes LL

GA no previous experienceyes no no no UL

spinal no mass mediayes yes no yes LL

GA yes GA previous experienceyes no no no LL

yes spinal previous experienceyes yes no no UL



Preferred techReason Role preferredFinal choice pQ1p Q2p Q3p Q4p Q5p

nerve blockfeel safe passive GA 5 4 5 5 5

spinal feel safe passive spinal 4 4 4 4 3

spinal afraid passive spinal 5 5 5 5 4

spinal feel safe passive spinal 5 5 5 5 5

GA don’t want to seepassive spinal 5 5 5 5 5

nerve blockfeel safe collaboarativespinal 3 3 5 5 5

spinal feel safe passive GA 5 5 5 5 5

GA don’t want to seeactive GA 5 5 5 5 5

GA don’t want to seepassive spinal 5 5 5 5 5

GA don’t want to seepassive GA 3 4 5 5 4

nerve blockfeel safe passive nerve block 5 5 3 3 5

GA don’t want to seepassive GA 5 5 5 5 5

spinal afraid passive spinal 5 5 5 0 5

GA post op feeling is betterpassive spinal 5 5 5 5 5

spinal afraid passive spinal 5 4 4 5 3

GA don’t want to seeactive spinal 5 5 5 5 5

spinal afraid collaboarativespinal 4 4 3 0 5

spinal feel safe passive spinal 5 5 5 5 5

GA like to be fully unconciouscollaboarativeGA 5 5 5 5 5

nerve blockfeel safe passive GA 4 5 5 5 5

GA post op feeling is betterpassive GA 5 5 5 5 5

GA don’t want to seepassive spinal 5 5 5 5 5

spinal better post op pain reliefpassive spinal 3 3 2 4 4

GA like to be fully unconciouscollaboarativespinal 0 0 4 3 3

GA like to be fully unconciouscollaboarativespinal 5 4 1 3 5

GA don’t want to seeactive spinal 4 3 3 3 3

GA don’t want to seepassive spinal 5 5 5 5 5

GA don’t want to seepassive GA 5 0 0 0 4

GA don’t want to seeactive spinal 4 4 4 4 4

GA don’t want to seepassive spinal 5 5 5 5 5

spinal same site passive GA 1 3 4 1 4

nerve blockfeel safe passive nerve block 3 2 3 2 4

GA don’t want to seepassive spinal 1 3 3 1 4

spinal feel safe passive spinal 2 2 1 1 3

GA post op feeling is betterpassive GA 3 2 3 2 3

GA post op feeling is betterpassive spinal 5 5 5 5 5

GA like to be fully unconciousactive GA 5 5 5 5 5

spinal same site active spinal 5 5 5 5 5

spinal feel safe passive spinal 1 1 1 1 3

GA like to be fully unconciouscollaboarativeGA 4 4 4 4 4

GA don’t want to seepassive spinal 5 5 4 1 3

GA don’t want to seecollaboarativeGA 5 5 5 5 5

nerve blockfeel safe collaboarativenerve block 5 4 5 5 4

spinal feel safe collaboarativespinal 5 5 5 5 5

GA like to be fully unconciouspassive spinal 5 5 4 3 4

GA like to be fully unconciouspassive GA 4 1 1 1 4

GA post op feeling is betterpassive GA 3 3 3 4 4

spinal can watch procedurepassive spinal 0 0 0 1 5

spinal bad smell of GApassive spinal 5 5 5 0 5



nerve blockfeel safe active nerve block 5 5 5 5 5

spinal can watch procedurecollaboarativespinal 4 3 4 4 4

GA post op feeling is betterpassive GA 5 5 5 5 5

GA don’t want to seecollaboarativeGA 4 4 4 1 4

spinal afraid passive spinal 3 1 1 1 4

spinal same site collaboarativeGA 5 5 5 5 5

nerve blockbetter post op pain reliefpassive GA 4 3 3 3 3

GA like to be fully unconciousactive GA 4 4 0 5 4

GA like to be fully unconciousactive GA 5 5 5 5 5

spinal afraid collaboarativespinal 4 4 4 4 4

nerve blockfeel safe active spinal 5 5 5 5 5

GA don’t want to seeactive GA 4 4 4 4 4

GA like to be fully unconciouspassive spinal 5 5 5 5 5

spinal same site passive spinal 4 4 3 1 4

spinal feel safe collaboarativespinal 3 4 4 1 4

nerve blocksame site passive nerve block 1 1 1 1 4

GA like to be fully unconciouspassive spinal 3 4 4 2 4

GA don’t want to seecollaboarativespinal 5 5 5 5 5

GA don’t want to seepassive GA 5 5 5 5 5

spinal afraid passive spinal 4 5 5 5 4

GA don’t want to seeactive GA 0 0 5 0 5

GA post op feeling is bettercollaboarativespinal 5 5 5 5 5

spinal same site passive spinal 5 4 5 5 5

GA like to be fully unconciouscollaboarativespinal 4 4 5 5 4

nerve blockfeel safe passive spinal 5 4 5 5 5

GA don’t want to seecollaboarativespinal 5 5 5 5 5

GA don’t want to seeactive GA 5 5 5 5 5

spinal feel safe passive spinal 5 4 5 5 4

GA don’t want to seepassive spinal 4 5 5 2 5

GA don’t want to seepassive spinal 5 0 3 1 4

spinal feel safe passive spinal 5 2 1 3 4

nerve blocksame site passive spinal 5 4 5 0 3

nerve blockfeel safe collaboarativespinal 5 5 5 0 3

GA like to be fully unconciousactive spinal 5 5 5 5 4

nerve blockcan watch procedurepassive GA 5 0 5 0 5

nerve blockfeel safe passive spinal 5 5 5 5 4

GA don’t want to seecollaboarativespinal 3 3 3 4 3

GA don’t want to seepassive GA 3 0 0 0 3

GA like to be fully unconciousactive spinal 5 4 1 3 3

GA like to be fully unconciousactive nerve block 5 3 5 5 5

GA don’t want to seecollaboarativespinal 5 5 5 5 5

GA don’t want to seecollaboarativespinal 2 4 4 1 4

spinal feel safe passive spinal 4 4 4 4 4

spinal can watch procedurepassive spinal 4 5 5 1 4

nerve blockfeel safe passive GA 5 5 4 4 4

nerve blockfeel safe passive nerve block 5 5 5 5 5

GA don’t want to seepassive spinal 5 3 5 3 5

GA like to be fully unconciouspassive GA 5 5 5 5 5

spinal afraid passive spinal 3 2 1 1 4

spinal can watch procedurecollaboarativespinal 4 4 4 0 4



GA don’t want to seeactive GA 3 4 2 4 5

GA like to be fully unconciousactive GA 5 5 5 5 5

GA don’t want to seepassive GA 4 4 4 1 4

nerve blockfeel safe passive GA 5 5 5 5 5

spinal can watch procedurecollaboarativespinal 2 3 1 1 4

GA post op feeling is betterpassive spinal 3 1 1 2 4

spinal can watch procedurepassive spinal 4 4 5 5 5

spinal same site collaboarativespinal 4 3 4 4 4

spinal can watch procedurecollaboarativespinal 5 4 5 4 5

spinal feel safe passive spinal 5 5 5 5 4

GA don’t want to seepassive nerve block 5 5 5 4 5

nerve blocksame site passive nerve block 5 5 5 5 5

spinal feel safe passive spinal 5 0 5 3 5

nerve blockfeel safe passive nerve block 4 3 5 4 5

spinal better post op pain reliefcollaboarativespinal 4 4 3 4 4

nerve blockbetter post op pain reliefcollaboarativenerve block 4 4 5 3 5

GA don’t want to seepassive GA 5 5 5 5 5

GA don’t want to seepassive spinal 4 4 5 5 5

GA don’t want to seecollaboarativespinal 5 5 5 4 5

GA like to be fully unconciouscollaboarativeGA 5 5 5 5 5

nerve blockafraid active nerve block 5 0 4 4 4

spinal can watch procedurepassive GA 4 5 2 4 4

GA like to be fully unconciouspassive Ga 5 5 5 1 4

GA don’t want to seecollaboarativespinal 4 5 4 4 4

GA other -back pain with spinalactive spinal 5 4 4 4 5

GA don’t want to seepassive GA 5 5 4 4 5

GA like to be fully unconciouspassive GA 5 5 5 5 5

spinal feel safe passive spinal 5 5 5 5 5

spinal feel safe active spinal 5 5 0 0 4

GA like to be fully unconciouspassive GA 0 0 0 0 0

spinal better post op pain reliefcollaboarativespinal 5 5 5 5 5

GA like to be fully unconciouscollaboarativespinal 4 4 4 4 4

GA like to be fully unconciousactive spinal 5 5 5 5 5

nerve blocksame site passive GA 3 3 3 1 4

spinal feel safe passive spinal 4 4 4 0 5

spinal better post op pain reliefcollaboarativespinal 5 5 5 5 5

nerve blockfeel safe passive nerve block 4 4 5 5 5

spinal same site collaboarativespinal 0 0 0 0 0

spinal same site collaboarativespinal 5 4 5 5 5

GA don’t want to seecollaboarativeGA 5 0 0 0 5

spinal feel safe passive spinal 5 5 5 5 5

spinal same site passive spinal 5 5 5 0 5

spinal same site passive spinal 5 0 0 0 5

spinal feel safe collaboarativespinal 4 5 4 3 4

GA don’t want to seecollaboarativespinal 1 0 0 0 5

GA don’t want to seepassive GA 5 5 4 5 4

spinal afraid passive spinal 5 5 5 5 5

spinal same site passive spinal 2 4 4 1 3

spinal afraid passive spinal 1 1 0 0 2

spinal feel safe collaboarativespinal 4 4 4 4 4



GA don’t want to seepassive spinal 0 0 0 0 5

GA don’t want to seecollaboarativeGA 5 5 5 5 5

spinal can watch procedurepassive spinal 0 5 2 3 4

GA don’t want to seepassive GA 3 4 3 0 4

spinal afraid passive spinal 5 3 4 0 5

spinal afraid passive spinal 5 5 4 5 5

nerve blockcan watch procedurepassive nerve block 3 1 1 1 4



Q6p Q7p Q8p Q9p Final choice dQ1d Q2b Q3d Q4d

5 4 4 4 GA 4 3 4 3

5 3 4 3 spinal 4 3 4 2

5 5 4 4 spinal 4 4 4 4

5 5 5 5 spinal 4 4 4 3

5 5 5 5 spinal 4 3 4 3

5 5 5 5 spinal 4 3 4 3

5 5 5 5 GA 5 5 5 0

5 5 5 5 GA 4 4 4 3

5 5 5 5 spinal 4 4 5 4

3 5 5 4 GA 5 4 5 3

5 3 3 3 nerve block 4 4 4 3

5 5 5 5 GA 4 4 3 3

5 5 5 5 GA 4 4 4 2

5 5 5 5 spinal 3 3 4 4

3 5 3 5 spinal 5 5 5 5

5 5 5 5 spinal 4 3 4 3

5 5 5 5 spinal 4 3 4 1

5 5 5 5 spinal 3 3 3 2

5 5 5 5 GA 4 4 4 3

5 5 5 5 nerve block 4 4 4 3

5 5 5 5 spinal 4 4 4 4

5 5 5 5 spinal 4 4 4 4

5 4 5 4 spinal 4 4 1 3

4 3 3 3 spinal 3 3 4 3

4 3 5 5 spinal 4 4 4 4

3 3 3 3 spinal 3 3 4 4

5 5 5 5 spinal 5 3 5 5

5 5 5 5 GA 4 4 4 1

5 5 5 5 spinal 4 3 5 5

5 5 5 5 spinal 3 2 2 1

4 4 3 3 GA 3 3 3 1

4 2 2 2 nerve block 3 3 3 2

4 3 2 3 spinal 3 2 3 2

1 1 1 1 spinal 3 4 2 1

3 2 2 3 GA 4 4 4 1

5 5 5 5 spinal 2 2 4 1

5 5 5 5 GA 5 4 4 4

5 5 5 5 spinal 4 4 4 1

1 2 2 3 spinal 4 3 3 1

4 4 4 4 GA 4 3 3 2

4 3 4 4 spinal 3 3 3 1

5 5 5 5 GA 4 3 3 3

5 5 5 5 nerve block 4 4 4 1

5 5 5 5 spinal 4 4 4 1

4 4 4 4 spinal 4 4 4 3

1 2 2 5 GA 4 4 4 4

4 3 3 3 GA 4 4 4 2

5 3 3 3 spinal 3 3 4 3

0 2 3 4 spinal 4 3 3 1



5 4 4 5 nerve block 4 5 5 3

4 4 4 4 spinal 3 3 3 0

5 5 1 2 GA 4 3 4 3

1 1 1 1 GA 3 3 4 2

4 4 4 4 spinal 3 2 3 1

5 5 5 5 GA 3 4 4 1

3 3 3 3 GA 3 3 4 4

4 5 4 4 GA 4 4 4 4

5 5 5 5 GA 4 2 4 2

4 4 4 4 spinal 3 4 4 3

5 5 5 5 spinal 3 1 4 1

4 4 4 4 GA 4 3 4 3

5 5 5 5 spinal 4 1 4 3

4 2 4 4 spinal 4 1 2 1

4 4 4 4 spinal 4 2 2 2

1 2 4 4 nerve block 4 2 4 1

4 4 4 4 spinal 4 1 4 1

5 5 5 5 spinal 4 4 5 4

5 5 4 5 GA 4 4 4 3

5 5 5 5 spinal 4 4 3 2

5 5 5 5 GA 3 3 3 2

5 5 5 5 spinal 4 4 4 4

5 5 5 4 spinal 4 4 4 4

5 4 5 2 spinal 3 2 2 3

4 5 5 5 spinal 3 3 2 3

5 5 5 5 spinal 3 4 3 2

5 5 5 5 GA 5 4 5 4

4 4 4 4 spinal 4 4 4 4

5 5 5 5 spinal 4 4 4 3

1 1 1 2 spinal 4 2 4 4

3 1 5 5 spinal 3 4 4 1

4 3 3 3 spinal 4 4 4 1

5 4 4 4 spinal 3 4 4 1

5 4 5 5 spinal 4 4 4 4

5 4 3 4 GA 3 4 5 2

5 4 4 4 spinal 4 3 4 2

3 3 3 3 spinal 5 5 5 5

1 1 1 2 GA 4 2 2 2

5 5 3 4 spinal 4 3 4 5

5 5 5 5 nerve block 4 2 4 4

5 5 5 5 spinal 4 4 3 2

4 4 4 4 spinal 4 4 4 1

4 4 4 4 spinal 4 3 4 2

4 4 4 4 spinal 4 4 4 2

4 4 4 4 GA 4 4 4 4

5 5 5 5 nerve block 4 2 2 1

4 5 5 3 spinal 4 3 2 1

5 5 5 5 GA 4 4 3 1

3 4 4 4 spinal 4 3 2 1

4 2 4 4 spinal 4 3 3 1



3 3 5 4 GA 3 1 2 0

5 5 5 5 GA 5 4 5 3

4 4 4 4 GA 3 4 2 1

5 5 5 5 GA 4 2 4 1

1 1 3 4 spinal 3 3 3 1

4 4 3 3 spinal 4 4 4 4

5 5 4 4 spinal 4 4 4 4

4 4 4 4 spinal 4 4 4 2

4 5 4 5 spinal 4 4 4 3

4 3 5 4 spinal 4 4 5 4

4 5 5 5 nerve block 4 3 3 4

5 5 5 5 nerve block 4 3 4 2

5 5 5 5 spinal 3 2 1 3

5 4 4 4 nerve block 4 3 3 2

5 5 5 5 spinal 3 3 3 3

4 4 5 5 nerve block 4 3 4 3

5 5 5 5 GA 4 4 4 4

5 5 5 5 spinal 3 3 2 2

5 4 5 5 spinal 3 2 2 1

5 5 5 5 GA 4 3 3 3

5 4 3 5 nerve block 3 3 4 3

4 2 4 5 GA 4 4 4 3

5 4 4 5 GA 4 4 3 1

4 4 5 5 spinal 4 5 5 3

4 4 5 5 spinal 4 5 3 1

5 5 4 3 GA 5 4 3 1

5 5 5 5 spinal 5 4 3 2

5 5 5 5 spinal 3 3 3 4

5 4 4 5 spinal 4 4 3 3

0 0 0 0 GA 2 2 2 2

5 5 5 5 spinal 4 4 3 3

4 4 4 4 spinal 4 4 2 1

5 5 5 5 spinal 5 4 4 1

3 4 4 4 GA 3 2 3 1

4 5 1 3 spinal 4 3 2 1

5 5 5 5 spinal 3 1 1 0

5 5 5 5 nerve block 4 4 4 3

0 0 0 0 spinal 2 1 2 0

5 5 5 5 spinal 3 4 3 1

5 2 4 4 GA 3 3 2 1

5 5 5 5 spinal 4 4 4 4

5 5 5 5 spinal 4 2 1 0

5 0 5 5 spinal 4 3 1 0

4 5 3 3 spinal 4 3 4 4

5 4 4 5 spinal 1 1 0 0

4 4 4 4 spinal 5 5 5 4

5 5 5 5 spinal 4 2 4 4

4 2 4 4 spinal 1 1 1 0

2 4 4 4 spinal 2 2 1 1

4 4 4 4 spinal 4 3 4 1



5 5 5 5 spinal 3 2 2 1

5 5 5 5 GA 3 2 3 1

4 2 3 3 spinal 3 4 4 0

3 4 4 4 GA 2 3 3 1

5 1 4 5 spinal 3 3 3 0

5 5 5 5 spinal 3 3 3 0

4 4 4 4 nerve block 4 0 1 0



Q5d Q6d Q7d Q8d Q9d

4 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 3 3 4 4

4 3 3 3 4

4 5 3 4 4

5 5 5 4 4

4 4 4 4 4

4 4 4 4 4

5 5 3 5 5

4 4 3 3 4

4 4 4 4 4

4 2 4 4 4

4 4 4 4 4

5 4 4 5 5

4 4 3 4 4

4 4 3 4 4

3 4 4 3 3

4 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 4 3 3 4

4 5 4 5 5

4 4 4 3 3

4 4 4 4 4

3 4 3 4 4

5 5 3 5 5

4 4 4 4 4

5 2 3 3 5

4 4 3 4 4

4 4 2 3 4

3 4 2 3 2

3 3 2 2 4

4 4 2 4 4

4 2 2 2 4

4 4 1 3 4

4 4 4 4 4

4 4 1 4 4

4 2 3 4 4

3 3 2 2 3

3 4 3 3 4

4 3 4 4 3

3 4 1 3 3

3 4 4 4 4

4 4 3 4 4

4 4 4 4 4

4 4 4 4 4

4 4 3 4 4

4 4 4 4 4



5 5 4 4 4

3 4 5 4 4

4 4 4 4 4

4 4 3 3 3

4 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 4 3 4 4

4 4 2 4 4

4 4 4 4 4

4 4 4 4 4

3 4 4 4 4

4 3 4 4 4

4 4 2 3 4

4 4 4 4 4

4 4 3 3 4

4 4 3 3 4

3 4 3 4 4

4 4 4 4 4

4 4 3 4 4

4 4 4 4 4

3 3 4 4 4

4 3 4 4 3

3 3 4 4 4

4 5 3 4 5

4 3 4 4 4

3 3 3 3 3

4 4 4 3 4

3 4 3 4 4

3 4 3 4 4

3 4 2 4 4

4 4 4 4 4

3 4 2 4 4

3 4 4 2 4

4 5 5 5 5

4 2 2 4 4

4 4 4 4 3

4 4 4 4 4

4 4 4 4 4

4 4 2 4 4

4 4 2 4 4

3 3 3 2 4

4 4 4 4 4

4 2 1 3 4

4 4 1 1 4

3 4 2 3 4

3 4 2 4 4

4 4 2 3 4



4 4 2 3 4

5 5 5 5 5

4 4 2 2 4

4 3 3 3 4

4 4 2 3 4

4 4 4 4 4

4 4 4 4 4

4 4 3 4 4

4 4 4 5 5

4 5 4 4 4

3 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 3 4 5 4

3 4 3 4 4

4 4 3 4 4

4 4 4 4 4

4 4 2 3 4

4 3 3 4 4

4 4 4 4 4

4 4 4 4 4

4 4 4 4 4

4 4 2 4 4

3 4 4 3 3

4 4 4 4 4

4 4 3 4 4

3 4 4 4 5

4 4 4 4 4

3 4 3 4 5

2 2 2 2 2

4 4 4 4 4

4 4 1 1 4

4 4 3 4 4

4 3 3 2 4

4 4 2 4 4

4 3 1 4 4

4 4 4 4 4

4 4 4 4 4

4 4 3 4 4

4 4 4 4 4

4 4 4 4 4

4 4 1 4 4

4 4 1 4 4

4 4 4 4 4

4 4 2 4 5

5 5 5 5 5

4 3 4 4 4

3 4 2 3 4

4 3 1 4 4

4 4 2 3 4



4 4 3 4 4

4 4 4 4 4

4 4 1 4 4

4 4 1 4 4

4 5 0 4 5

4 5 0 4 5

4 4 1 4 5


