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ABSTRACT
Objective  To explore patient and healthcare professional 
perceptions about the acceptability and impact of a large-
scale system for automated, real-time monitoring and 
feedback of shared decision-making (SDM) that has been 
integrated into surgical care pathways.
Design  Qualitative, semistructured interviews were 
conducted with patients and healthcare professionals 
between June and November 2021. Data were analysed 
using deductive and inductive approaches.
Setting  Large-scale monitoring of SDM has been 
integrated in NHS surgical care across two large UK 
National Health Service Trusts.
Participants  Adult surgical patients (N=18, 56% 
female), following use of an SDM real-time monitoring 
and feedback system, and healthcare professionals 
(N=14, 36% female) involved in their surgical care. 
Patient recruitment was conducted through hospital 
research nurses and professionals by direct approach 
from the study team to sample individuals purposively 
from seven surgical specialties (general, vascular, urology, 
orthopaedics, breast, gynaecology and urgent cardiac).
Results  10 themes were identified within three areas 
of exploration that described factors underpinning: (1) 
the acceptability of large-scale automated, real-time 
monitoring of SDM experiences, (2) the acceptability of 
real-time feedback and addressing SDM deficiencies 
and (3) the impact of real-time monitoring and feedback. 
There was general support for real-time monitoring 
and feedback because of its perceived ability to 
efficiently address deficiencies in surgical patients’ SDM 
experience at scale, and its perceived benefits to patients, 
surgeons and the wider organisation. Factors potentially 
influencing acceptability of large-scale automated, real-
time monitoring and feedback were identified for both 
stakeholder groups, for example, influence of survey 
timing on patient-reported SDM scores, disease-specific 

risks, patients’ dissatisfaction with hospital processes. 
Factors particularly important for patients included 
concerns over digital exclusion exacerbated by electronic 
real-time monitoring. Factors unique to professionals 
included the need for detailed, qualitative feedback of SDM 
to contextualise patient-reported SDM scores.
Conclusions  This study explored factors influencing 
the acceptability of automated, real-time monitoring and 
feedback of patients’ experiences of SDM integrated 
into surgical practice, at scale among key stakeholders. 
Findings will be used to guide refinement and 
implementation of SDM monitoring and feedback prior to 
formal development, evaluation and implementation of an 
SDM intervention in the NHS.
Trial registration number  ISRCTN17951423.
The original protocol  doi: 10.1136/bmjopen-2023-079155.

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ A strength of this study is its methodologically ro-
bust approach to explore the perspectives of both 
patients and healthcare professionals.

	⇒ Factors underpinning acceptability and impact of 
a system for automated, real-time monitoring and 
feedback of shared decision-making (SDM) were 
identified to inform its large-scale implementation 
and intervention development to improve SDM at 
scale.

	⇒ Limitations with regard to diversity and inclusivity 
have been identified that are being addressed in 
ongoing work, which examines the views of under-
served groups on real-time SDM monitoring and 
feedback.
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INTRODUCTION
Shared decision-making (SDM) is a key pillar of patient-
centred care1 2 and can impact health outcomes.3–6 High-
quality SDM discussions for many surgical treatment 
decisions are particularly important, especially those 
that are preference-sensitive, because consequences are 
usually irreversible.7 About one-third of surgical patients, 
however, report deficiencies with SDM experiences.8 
Improving surgical care pathways to enable consistent 
SDM practices. SDM remains a key patient and policy 
priority in many modern healthcare systems.1 9 10

Health policy recommends a comprehensive approach 
to improving SDM in practice. It suggests a combination 
of interventions to support patients, professionals and 
organisations, for example, use of patient decision aids, 
provision of healthcare professional (HCP) training and 
supportive leadership.11 12 Routine measurement and 
evaluation of patient-reported SDM within healthcare 
organisation systems has been identified as essential for 
driving these improvements, with financial incentives 
promoting its uptake.13 14 Although previous UK service 
improvement programmes incorporated SDM measure-
ment in specific healthcare contexts,15–17 limited evidence 
exists for how to effectively integrate, monitor and sustain 
SDM measurement at scale.3 12 In addition, feedback of 
patient-reported measures, either as a key intervention 
component or on its own, is a widely used quality improve-
ment intervention18 19 and has been shown to positively 
impact patient care and outcomes in other contexts.20–22 
For example, a trial evaluating integrated, real-time 
symptom monitoring with feedback to clinical teams has 
led to improvements in overall 2-year survival in advanced 
cancer patients by enabling clinicians to respond timely 
to patient-reported symptoms and preventing down-
stream adverse complications.23 Similar interventions in 
chronic disease patients improved outcomes due to early 
detection of problems.24 Therefore, it is plausible that 
measuring patient experiences of SDM can detect defi-
ciencies early, and feedback to clinicians can be prom-
ising mechanisms to prompt efficient remediation of 
problems, improving SDM experiences before surgery. 
The optimal approach for feedback design and imple-
mentation, however, remains to be explored. A better 
understanding of key stakeholders’ perspectives can opti-
mise the design of feedback mechanisms to drive mean-
ingful and sustained behaviour change within clinical 
teams along the surgical care pathway.25–27

We integrated within surgical care pathways of two 
National Health Service (NHS) trusts, a novel electronic 
system to monitor and feedback surgical patients’ expe-
rience of SDM automatically and in real-time.28 29 The 
system has the potential to support large-scale interven-
tions to enhance patients’ experiences of SDM before 
surgery and to ultimately improve patient and health 
service outcomes.4 6 In-depth exploration, using qual-
itative methods, of stakeholders’ views towards new 
systems is important to inform organisation-wide imple-
mentation.30–33 Surgical patients and surgeons are key 

stakeholders and primary intended users of real-time 
SDM monitoring and feedback. Improved understanding 
of their perceptions of the system and factors influencing 
its acceptability is necessary to facilitate its effective imple-
mentation and intervention development to improve 
SDM.

Aim
To explore patient and HCP perceptions about the 
acceptability and impact of a system for automated, real-
time monitoring and feedback of SDM integrated into 
elective surgical care pathways in the NHS.

METHODS
This qualitative study was guided by the interpretivist para-
digm which epistemologically and ontologically acknowl-
edges multiple realities.34 It employed semistructured 
interviews to elicit views and experiences of patient and 
HCP participants and applied codebook thematic analysis 
to generate themes.35 Conduct and reporting of this study 
followed the Consolidated criteria for Reporting Qualita-
tive research checklist.36

Study context
This study was part of a larger programme of work (the 
ALPACA study) that seeks to codevelop a decision support 
intervention to improve SDM practices within surgical 
pathways.28 The intervention is expected to use a system 
for automated and real-time monitoring and feedback of 
patients’ experiences of SDM before surgery. It is designed 
for broad integration across multiple surgical specialties 
to support organisation-level improvements in SDM by 
enabling scalable, routine SDM measurement across a 
large range of surgical decision contexts, including, for 
example, cancer or benign, and more or less preference-
sensitive treatment decisions. Details about the system 
and processes for its integration into surgical practice are 
available elsewhere28 29 and briefly described below.

Incorporating routine data into clinical practice is a 
multistep process involving systematic measurement and 
data collection, analysis, interpretation and integration 
into clinical care. Our protocol describes this process as 
‘SDM monitoring and feedback’. Integrating real-time 
SDM monitoring in surgical care pathways was achieved 
through procuring and customising an off-the-shelf elec-
tronic patient-reported outcome software (Cemplicity, 
New Zealand) in two NHS Trusts in England (North 
Bristol Trust (NBT), University Hospitals Bristol and 
Weston Foundation Trust (UHBW)) from April 2021. 
In collaboration with the software provider, Structured 
Language Queries were developed to enable secure, 
automated, daily data transfers between the system 
and hospital data warehouse to monitor and feedback 
surgical patients’ experiences. Monitoring involved the 
system automatically administering validated, electronic 
patient-reported SDM instruments via text message 
or email to patients within 24 hours of elective surgery 
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booking, following SDM discussions. Patients’ responses 
were received in real-time and securely returned to NHS 
Trust Electronic Patient Records. Feedback involved the 
system processing, analysing and displaying patients’ 
responses in an electronic dashboard accessible to the 
clinical teams.

The participating hospitals are large tertiary care 
centres in the South West of England, UK. NBT is among 
the largest acute NHS trusts in the UK, offering a compre-
hensive range of acute clinical care to both local and 
regional clinical commissioning groups in South West of 
England. Surgical departments where the system for real-
time SDM monitoring and feedback has been integrated 
included services in general surgery, urology, gynaecology, 
orthopaedic, breast and vascular surgery. One of UHBW’s 
departments was included as the regional cardiac surgical 
centre for the South West of England.

Data were collected for NHS quality improvement 
purposes with approval from Trust clinical governance 
committees.

Participants, sampling and recruitment
Patient participants
Patient participants were recruited from the two NHS 
Trusts (NBT, UHBW) where the system for real-time 
monitoring and feedback of SDM had already been inte-
grated into surgical practice.

Patients were eligible if they used the electronic plat-
form to complete an SDM measure as part of the wider 
study. The electronic platform invited all adult patients 
booked for elective surgery across general, gynaecolog-
ical, breast, urological, orthopaedic or vascular surgical 
departments (NBT) and urgent cardiac surgery (UHBW). 
Patients were excluded if they lacked decisional capacity 
for medical treatments, had undergone unplanned 
(emergency) surgery or were booked for outpatient 
procedures (eg, gastrointestinal and urological endos-
copy) because these decision contexts differ from those 
typically required to achieve high-quality SDM, including 
the ability and time for deliberation, the availability of 
multiple options and the involvement of both the patient 
and professional in making the treatment choice.7

A purposive sampling strategy was adopted to ensure 
that insights are drawn from a range of perspectives. 
Sampling characteristics considered a priori included vari-
ation by (1) experiences of different types of surgery (eg, 
general, vascular, urology, orthopaedics, breast, gynae-
cology, urgent cardiac), (2) experience of SDM process 
(ie, good/poor experience as determined by SDM scores) 
and (3) sociodemographic characteristics (ie, sex, age, 
ethnicity). Available sociodemographic characteristics 
of participants were reviewed as recruitment progressed 
to adjust recruitment efforts to purposively sample indi-
viduals with different experiences, offering potentially 
varied perspectives. No further sociodemographic details 
were collected to retain the anonymity of participants. 
Data on the number of participants declining to take part 
in interviews were not collected.

Potential patient participants were identified and 
contacted by a member of hospital staff (eg, research 
nurse) with authorised access to patient data and the 
system for real-time SDM monitoring and feedback. 
Contact was initiated via email or telephone to explain 
the study, send the patient information sheet and consent 
form and to ask for permission to pass on their contact 
details to a researcher. If patients agreed and expressed 
interest in participating, a member of the study team 
(CH) followed up with a phone call to answer any queries 
and arrange a suitable interview date.

Recruitment stopped when no new codes or meanings 
were identified through analysis of additional transcripts. 
This decision was supported by regular multidisciplinary 
team discussions which involved reviewing whether the 
identified codes/themes provided sufficient concep-
tual depth to answer the research question (see analysis 
section for more details).37–39

Professional participants
HCPs were consultant surgeons working in the partici-
pating surgical departments. Included were those that: 
(1) booked eligible patients for surgery, (2) were involved 
in SDM discussions with eligible patient participants or 
(3) had overall responsibility for eligible patients’ care.

Eligible HCPs were identified through their involve-
ment in surgical teams within the two NHS Trusts and 
approached by the principal investigator (AGKM). 
Contact was initiated through face-to-face conversations 
in the hospital or clinical departmental meetings where 
the project was presented, inviting HCPs to take part in 
interviews. Follow-up emails including a participant infor-
mation sheet and consent form were sent to HCPs and 
teams expressing interest in arranging a suitable time and 
date for an interview.

A purposive sampling approach sought variation by 
surgical specialty and sex. No information about other 
personal details (eg, ethnicity, age) or those declining 
the interview was recorded. Recruitment continued until 
sufficient conceptual depth was achieved as outlined 
above.

Data collection
Semistructured, one-to-one interviews with participants 
were undertaken remotely using video conferencing soft-
ware (Zoom, MS Teams) or telephone. All interviews were 
audio-recorded and conducted in English by one of two 
authors (AGKM, a methodologist and academic surgeon 
not involved in the care of participants; CH, a social scien-
tist with extensive experience of health services research). 
Both interviewers are trained in qualitative methods 
and have extensive experience conducting qualitative 
research in secondary care settings and for health services 
research.

Patients received a participant information sheet and 
completed an electronic consent form prior to the inter-
view. Participants were made aware of the study purpose, 
aims and why they were invited to participate. Interviewers 
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introduced themselves to explain their occupation and 
role in the study. It was emphasised that in case the 
patient participant raised any issues about their clinical 
care, the interviewees were unable to address these, but 
could direct them back to the clinical team.

Topic guides, developed separately for patient and 
professional stakeholders, were piloted and refined 
before interviews commenced (online supplemental 
file 1). Topic guides focused on two areas of explora-
tion aligned with the study aim: acceptability of real-time 
monitoring and feedback and impact of this on clinical 
care. These were defined a priori as topics of interest to 
support the wider ALPACA study.28

Analysis
Anonymised interview transcripts were uploaded to a 
qualitative data management software (NVivo, V.14). 
The analytical process followed principles of deductive 
and inductive coding40 and template analysis41 and was 
performed in parallel to data collection to prospectively 
inform ongoing participant sampling. Data analyses were 
performed separately and sequentially for each stake-
holder group (HCPs, patients) to allow exploration of 
any potential differences within their experiences and 
context. Analyses were performed by two trained and 
experienced qualitative researchers (AGKM and CH).

The analytical process involved the two researchers 
separately (1) reading the transcripts several times; (2) 
deductively coding participants’ responses according 
to the two broad areas of exploration (ie, the accept-
ability of real-time SDM monitoring and feedback and 
impact on clinical practice); (3) generating initial codes 
within the two broad areas of exploration, by assigning 
latent and semantic labels to relevant excerpts and 
drawing on constant comparison42; (4) generating early 
themes by collating similar codes and defining an initial 
coding template41 and (5) iteratively refining the coding 
template and early themes through interpretation of the 
data and by triangulating views through multidisciplinary 
study team discussions. Themes were further developed 
through analysis of more sets of transcripts, applying and 
further modifying the coding template as necessary.

Summaries (descriptive reports) of findings were written 
for each stakeholder group following rounds of transcript 
analyses and discussed within the multidisciplinary study 
team and patient advisory group. Discussions were used 
to enrich interpretations of the data by exploring new 
lines of enquiry considered important to addressing the 
study objectives. The summaries were iteratively devel-
oped as analyses proceeded. The separate reports were 
then synthesised to form the basis for research outputs by 
comparing and contrasting participants’ accounts within 
and between stakeholder groups. Thereby, themes with 
similar conceptual meaning were combined and theme 
labels harmonised; themes that were identified as concep-
tually distinct and unique to either patient or professional 
participants were kept separate.

Patient and public involvement
A dedicated patient and public advisory group was 
established for the wider ALPACA study.28 Responsibili-
ties included oversight of study and patient and public 
involvement and engagement activities to ensure these 
are aligned with patient priorities. The group was involved 
in interpreting the results following initial analyses. The 
patient coauthor (VS) codeveloped topic guides and 
recruitment materials for this study and was involved in 
writing this manuscript.

RESULTS
Participant characteristics
A total of 18 patient and 14 professional participants were 
interviewed. Interviews were conducted between June 
and November 2021 and lasted between 25 and 57 min. 
One patient participant consented but did not attend the 
interview. All professional participants who consented to 
take part proceeded with the interview.

Participant characteristics are summarised in table  1. 
Patient participants were 56% female, and all from a white 
British background. They were on average 52 years old, 
and their surgical experiences spanned a total of seven 
surgical specialties. HCPs were 64% male and represented 
consultant surgeons from three surgical specialties.

Themes identified from interviews
A total of 10 themes relating to participants’ perceptions 
were identified across three areas of exploration (accept-
ability of real-time monitoring, acceptability of real-time 
feedback and addressing SDM deficiencies, impact on 
clinical practice). An overview of themes and summaries 
of findings per theme are displayed in table 2. Detailed 
descriptions of each theme, including illustrative quotes, 

Table 1  Participant characteristics

Characteristic

Patient 
participants 
(N=18)

Professional 
participants 
(N=14)

Age (years), mean (±SD) 52 (±14) Not reported

Sex, n

 � Female 10 5

 � Male 8 9

Ethnicity, n

 � White British 18 Not reported

Specialty, n

 � Urology 5 7

 � General 4 3

 � Breast 3 –

 � Orthopaedics 2 –

 � Urgent cardiac 2 –

 � Vascular 1 4

 � Gynaecology 1 –
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are provided below. Anonymised quotes were labelled 
with a unique participant ID, using acronyms ‘PAT’ 
(patient participant) and ‘HCP’ (healthcare profes-
sional) to distinguish their participant groups.

Acceptability of real-time monitoring of SDM experiences
Benefits and challenges in identifying SDM deficiencies
Participants expressed overall support for electronic, 
automated real-time monitoring of patients’ SDM expe-
riences. Participants highlighted the benefits of the elec-
tronic survey, such as “it was quite quick” (PAT004), “very 
easy to complete” (PAT015) and “seems efficient” (HCP004), 
and “straightforward and simple to use”(HCP013), which 
support the acceptability of SDM monitoring.

It was widely recognised that monitoring has the poten-
tial to detect SDM deficiencies and serves as a crucial first 
step towards improving SDM experiences.

I want that opportunity to be able to discuss exactly 
what’s involved and you know if that can happen as a 
result of this survey then that’s great. (PAT003)

I received the survey without knowing they had made 
a decision to have an operation. […] (PAT018)

It seemed one of those projects that you think how 
do we not know that? How have we not asked this be-
fore? Why are we just steaming ahead with informa-
tion leaflets and bespoke consent forms with all the 
risks written out and yet we didn’t ask them whether it 
was what they wanted rather than what a medico legal 
team thought we should do. So it’s a critical project. 
(HCP006)

Patient participants often cited an interest in giving 
feedback and thereby potentially improving care for 
future patients as important drivers for completing SDM 

Table 2  Overview of areas of exploration, identified themes and summary of findings

Area of exploration Themes Summary of findings

Acceptability Real-time 
monitoring of SDM 
experiences

Benefits and 
challenges in 
identifying SDM 
deficiencies

All participants expressed support for a real-time monitoring 
system to assess SDM experiences and its ability to detect 
deficiencies in SDM experiences. Professionals discussed 
engagement-related challenges.

Complexities of SDM 
measurement

Both participant groups discussed the perceived complexities 
of reliably measuring SDM and pointed out common sources 
of variability of SDM experiences that might influence patient-
reported SDM scores.

Challenges of 
distributed decision 
making

Some participants in both participant groups discussed 
difficulties in tracking and attributing SDM experiences in 
complex care pathways involving multiple healthcare providers.

Limited inclusivity of 
real-time monitoring

Both participant groups expressed concerns regarding digital 
and language inclusivity, with patients frequently highlighting 
limitations for elderly, ethnic minority and disabled patients.

Real-time feedback 
and addressing 
SDM deficiencies

Balanced and 
informative feedback

Both participant groups highlighted the importance of sharing 
positive and negative feedback, with professionals emphasising 
the need for details about reasons for poor SDM experiences.

Approaches to 
providing feedback to 
clinical teams

Professionals expressed their preference for a ‘triage process’ to 
providing feedback to clinical teams, whereby data about patient-
reported SDM scores are initially processed and filtered by 
intermediaries before involving surgeons, only where necessary.

Approaches to 
responding to 
feedback

Both participant groups considered a follow-up encounter to 
be an appropriate response when patient-reported SDM scores 
suggest deficiencies in SDM experiences, emphasising that 
tailored discussions need to address individual concerns.

Impact on clinical practice Perceived impact on 
patients

All participants stressed the important role of the system in 
promoting patient-centred care, with patients discussing specific 
benefits of decision satisfaction and reassurance.

Perceived impact on 
surgeons

Participants perceived the system as beneficial for identifying 
practice improvements and training needs, with professionals 
expressing concern about workload and emotional burden.

Perceived impact 
on department or 
organisation

Professionals discussed the potential of the system for identifying 
and addressing systemic performance issues, highlighting 
benefits such as trend analysis and organisational reputation.

SDM, shared decision-making.
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measurement. Interviewees often noted that reporting 
SDM experiences can lead to feeling valued and listened 
to.

I think most people would fill out a survey like this, 
especially for, if it’s on their own health. (PAT004)

Unless you were part of doing a survey on something 
like this, you never really get to tell people your expe-
rience, whether it be a good one, whether it be a bad 
one, you might get somebody who has had the most 
horrendous time (PAT007)

Again, being taken seriously, so if there is a real, se-
rious problem, sometimes it’s not heard, it’s not lis-
tened to and I feel […] that it’s going to help in the 
future (PAT002)

Some professional participants also commented on 
the wide applicability of real-time SDM monitoring 
beyond surgery, demonstrating the perceived potential to 
enhance SDM in various clinical settings.

It could be extended to the non-operative cases 
(HCP008).

So what’s good about it is it’s rapid, the questionnaire 
is short, […] it’s not complex and the questions are 
quite well designed. If you look at them you think 
you know what, actually they have wide applicability. 
(HCP001)

Professional participants emphasised the importance of 
HCP buy-in for the successful uptake and acceptance of 
a system for real-time SDM monitoring. They highlighted 
the need for engagement strategies that address concerns 
such as time pressure and fear of SDM monitoring being 
perceived as a tool for assigning blame for deficiencies in 
decision-making.

[D]o it in a way that doesn’t make time pressured, 
angry surgeons more angry (HCP003)

What we’ve got to do is engage the clinicians in the 
fact that it’s not a blame culture (HCP001)

The importance of engaging all clinical team members 
during the implementation process was also apparent in 
one patient’s experience who reported: “The ward doctor 
was surprised I got the survey because he didn’t know you did 
surveys” (HCP018).

Complexities of SDM measurement
Both participant groups noted complexities of real-time 
SDM monitoring and discussed factors that can impact 
perceived reliability of the data. Participants shared their 
concern about SDM being influenced by the context 
in which care is provided and varying preferences for 
decision styles. Most commonly, procedure/disease and 
specialty-dependency were highlighted. In particular, 
participants stressed the importance of SDM for elective 
surgery and operations that carry the greatest risks for 
and impacts on patients’ quality of life.

All of us [patients] don’t necessarily want to question 
the decisions of those who have positions which are 
not equal to our own do we. […] I think it will de-
pend on how patients feel about their consultations 
and where in the cycle of treatment they get it be-
cause there’s no doubt at all if you’re looking at can-
cer it’s very emotive. Surgery often takes place very 
quickly […] so it’s how you catch people and that will 
be quite individual in some ways. (PAT001)

[…]bigger operations have higher risk, it’s more 
important that those patients are engaged in the 
process, particularly for what we do. Carotid endar-
terectomy [surgery to unblock a main blood vessel], 
an operation that prevents something that might or 
might not happen, shared decision-making is crucial. 
(HCP001)

About half of patient participants also mentioned other 
sources of potential variability in patient-reported SDM 
experiences which may influence responses to real-time 
data capture. Participants discussed the importance of 
the timing of the SDM survey, suggesting that patients 
might feel too unwell or distressed at various points in 
time before surgery.

I think probably if its straight after the consultation 
or before the operation, I mean a lot of these people 
are… well I know I was, I was really ill and probably 
giving your time to do that is probably not a high pri-
ority. (PAT005)

Patients not wanting to criticise their care team or 
potentially affecting care (see also theme 2.1) was 
mentioned as another factor that may influence 
responses.

My mum is a very quiet person and she wouldn’t push 
forward for anything, you know, she wouldn’t go, well 
actually I’m not happy about that, and there are lots 
of people like that and they may not want it to rock 
the boat or cause problems when they have surgery. 
(PAT002)

All professional participants raised concerns that poor 
patient-reported experiences might not always reflect 
actual SDM deficiencies, potentially affecting surgeons’ 
acceptability of SDM monitoring. They noted that misin-
terpretation of survey questions or unrelated frustrations 
(eg, with hospital processes) could influence patients’ 
survey responses.

I think patients can just lump everything […] into 
one big umbrella and […] saying that they’re not 
happy about shared decision-making, actually if you 
unpick it, it might be more about the practicalities of 
the booking process or the kind of logistics (HCP010)

It’s not always that it is a poor experience as such, it’s 
just that you might have worked on a slightly different 
agenda to them or you may not have said what they 
wanted you to say. (HCP003)
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[I]f a patient’s told that they have to have an opera-
tion, then they have to think about the consequences 
(but) they might not instantly think about all that and 
have all their questions ready and then they might be-
come unhappy that they’ve forgot to or it was sprung 
on them. (HCP008)

Professional participants also highlighted broader chal-
lenges in capturing patients’ SDM experiences by acknowl-
edging “It can be a difficult thing to measure” (HCP007). 
Interviewees drew comparisons to other patient-reported 
outcome measures and associated potential difficulties 
with interpreting scores.

I still think it is difficult because if you give three pa-
tients a pain score who have the same pain, they will 
score differently on the pain scales because some of 
them will be more bothered by it and others will be 
less bothered by it. (HCP012)

Challenges of distributed decision making
Though discussed by fewer participants, both participant 
groups talked about challenges caused by distributed 
decision-making contexts that could affect stakeholder 
acceptability of SDM monitoring. This means care path-
ways where patients are under the care of multiple HCPs 
and providers (eg, general practitioner, oncologist, nurse, 
surgeon) and where the SDM experience cannot be 
isolated to a single event. This leads to challenges in iden-
tifying where SDM problems have occurred and what/
who they can be attributed to. For example, patients may 
be referred from other hospitals or are on pooled oper-
ating lists where multiple healthcare encounters influ-
ence the decision-making experience.

The whole feeling with this whole gynae thing, is that 
it doesn’t feel very centralised, you're dealing with 
the physio, you go and see a nurse for the pessary, you 
just don’t feel like it’s very joined together. (PAT017)

My worry about urology for example is about our 
pooled list system […] I don’t really want to be get-
ting alerts when one of my other colleagues has not 
had a good interaction with a patient in the one stop 
clinic. (HCP010)

A perceived lack of communication between institu-
tions and teams ultimately led to a feeling of uncertainty 
about whether their health problems were understood 
and doubt whether surgery was really the best option. A 
small number of patients explained how discrepancies or 
delays in information provision caused by different teams 
or institutions may impact their SDM experience, which 
may affect patient-reported experiences.

To be honest, up until the phone call—up until 
six weeks before I was due for my op, I've had a little 
contact with the doctor, I've had very little informa-
tion. I’ve been given probably three different diagno-
ses of what was wrong with my knee. (PAT015)

Limited inclusivity of real-time monitoring
Both participant groups commonly discussed barriers 
to digital and language inclusivity common to accessing 
electronic, real-time monitoring systems in a healthcare 
setting.

Patient participants frequently highlighted limitations 
in relation to patients’ age, preferred language and 
disability status, which can increase difficulty engaging 
in real-time SDM monitoring without the synchronous 
provision of additional support.

I think the challenges would be people’s ability to use 
technology. Moving forward there are people of any 
age group who still can’t, especially if you have got 
people with special needs. […] There are obvious-
ly sectors in society where they need more care in a 
situation like that, because it is very frightening, so 
filling out questionnaires beforehand, they are always 
gonna need help. […] when you have got elderly or 
people with a disability or a learning disability, their 
interpretation of things can cause a stressful situation 
(PAT007)

Professional participants also raised concerns about 
potentially encouraging health-related inequalities for a 
range of under-served groups.

People with learning disabilities, people with men-
tal health issues, people whose literacy levels are not 
high might struggle with this. (HCP004)

One of the concerns that I have with any form of pa-
tient reported measures […] they lead to an increase 
in health inequality and I think there is a little bit 
of evidence for that as well is that those who shout 
loudest, tend to get the most input and those who are 
quietest who are often those that need the most input 
(HCP011)

Some suggested the lack of inclusivity needs addressing 
in later stages of implementing real-time monitoring of 
SDM to avoid exacerbating inequalities in future health-
care provision.

I think the only downside for me is the health and 
equalities possibly, that you’re not reaching the hard 
to reach groups, so that’s the only downside but it’s 
still better than doing nothing which is what we do 
now so, even if you don’t reach everyone, it’s still bet-
ter than nothing. (HCP004)

The problem of course is that we’re using an elec-
tronic format and we are therefore serving ourselves 
up to patients who’ve got Smartphones, who are 
electronically engaged, who speak good English 
and therefore largely the middle-classes. […] So 
we by definition have a huge sampling error in this 
and […] it’s going to have to be a project priority at 
some point to identify those patients and think about 
another intervention (HCP001)
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Acceptability of real-time feedback and addressing SDM 
deficiencies
Balanced and informative feedback
Both participant groups considered it appropriate to 
provide feedback on patients’ personal SDM experi-
ence and stressed the importance that SDM deficiencies 
should be known.

Yes, I would like them to know how I feel about it and 
my concern. (PAT008)

I’m terribly concerned about the individual. So, if a 
person hadn’t had a good experience, I would want 
to put it right for that individual. (HCP009)

I think from a personal perspective, if you’d seen that 
patient, you’d want to know which areas they felt the 
decision making was deficient in. (HCP002)

The need to share positive alongside negative feedback 
was highlighted by stakeholders in different ways. Patient 
participants raised concerns that providing negative feed-
back may cause distress and additional workload for HCPs 
or could negatively affect their own care.

I don’t want to put pressure on anybody that’s under 
pressure as it is. […] It’s a worry because you do feel, 
so if I say this, will they not do my surgery? Will they 
take it to heart and you know, or will I cause stress and 
anguish with the surgical team? (PAT002)

Professional participants also suggested that balancing 
positive and negative messages can impact acceptability 
in real-time monitoring and feedback among surgeons 
who demonstrate lower engagement.

I think the other thing is not to forget positive feed-
back can be as important as negative. So actually, as 
a clinician, occasionally getting a positive feedback is 
also very nice. I think, particularly as surgeons, we are 
very good at picking up when someone else has done 
something wrong. (HCP005)

The problem is that you get a lot of egotistical charac-
ters, and I think that a lot of times the base response 
will be ‘I didn’t do anything wrong.’ So, you’ve got to 
make sure that information is coming across in a way 
that you're not reinforcing that that initial reaction. 
(HCP007)

Professional participants unanimously agreed that 
receiving patient-reported scores from real-time SDM 
monitoring is helpful to contextualise responses, but 
numerical data alone are insufficient. They emphasised 
the need for qualitative detail about the reasons for 
patients’ low scores to understand and address any defi-
ciencies in patients’ SDM experience. Some interviewees 
also suggested a call to action in feedback to facilitate 
further action.

[These] scores mean nothing to the clinician. 
(HCP001)

I think it needs to be more descriptive. Yes, you can 
give the overall number as well but I still think you 
need more description one way or another. (HCP012)

I suppose some detail as to what made that an unsat-
isfactory experience for the patient and also what to 
do next. (HCP008)

Approaches to providing feedback to clinical teams
Professional participants discussed in detail how to provide 
feedback of patient-reported SDM scores to clinical teams, 
evaluating the acceptability of different approaches to 
using feedback. Interviewees initially discussed surgeons 
receiving feedback as personal notification (email or text 
message) about poor patient-reported SDM experiences 
to prompt further intervention. This was found accept-
able in case of a low number of patients requiring atten-
tion and sometimes preferred by some participants.

[T]he actual practicalities of how I want to be fed 
back, I wouldn’t be averse to having an email alert 
to say that somebody that’s under my care is wor-
ried about their surgery. […] I know we have a lot of 
emails, but if we had… I think because the numbers 
would be relatively low and we want to obviously nip 
those sort of issues in the bud, I think it’s a reasonable 
(HCP010)

I wouldn’t want it [feedback] to go anywhere else 
first. Especially if I’ve listed the patient and I’ve seen 
the patient, then it’s feedback to me really and I need 
to explore that further. (HCP013)

There was overall strong support for a process where 
feedback is initially provided to someone other than the 
surgeon. Professional participants frequently discussed 
the need for care pathway changes whereby introducing 
a “filter” (HCP011), a “triage kind of mechanism” (HCP010) 
or “bringing someone in the middle” (HCP003).

I think having a process delivered by someone who’s 
not the consultant as a first step would be more effi-
cient and reliable. (HCP004)

Interviewees cited several reasons for the acceptability 
of this solution. Patients may prefer speaking to other 
staff due to communication issues or weak relationships 
with surgeons, and surgeons may miss feedback due to 
absence or competing demands. Participants also felt 
that other professional roles could often better address 
issues not requiring clinical input. While there was no 
consensus on who should receive feedback, professional 
participants commonly suggested specialist nurses or 
administrative staff (eg, waiting list coordinators, secre-
taries) in settings without them.

Another one that they might like to talk to a different 
doctor or a specialist nurse or some other member of 
staff because they didn’t get along with that particular 
doctor. (HCP008)

[M]y ideal would be one of your team, or one of my 
team has spoken to the patient and explored it, and 
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said actually, these were the concerns, because then I 
can address them. (HCP005)

[Y]ou could weed out people that have just either 
made a mistake with the survey and got their scale 
the wrong way round. (HPC004)

I wouldn’t be averse to having an email alert to say that 
somebody that’s under my care is worried about their 
surgery […] because obviously I’d want to act on it. 
[…] I suppose we need to think about what happens 
if the person receiving that email isn’t around and 
[…] what the sort of process is to have a backup plan 
in terms of our maybe admin team. […] I suppose 
sort of looking at it in a sort of similar way to how we 
manage our kind of complaints, is that essentially the 
default is that they’re all for our admin managerial 
team to look at in the first instance and only come 
to us with the clinical stuff that can’t be dealt with by 
them. (HCP010)

Approaches to responding to feedback
Both stakeholder groups frequently talked about the need 
to refine processes for responding to feedback. All partic-
ipants indicated that a process which provided a follow-up 
encounter (eg, another consultation discussion) would 
be acceptable to them to address deficiencies in patient-
reported SDM experiences. There was emphasis from 
both participant groups that follow-up encounters should 
be tailored to the individual and address the specific issue 
underlying the poor SDM experience.

I want that opportunity to be able to discuss exactly 
what’s involved and you know if that can happen as a 
result of this survey then that’s great. (PAT003)

I would assume that the next step would be a follow 
up consultation to go through and make sure that 
the things that mattered most were discussed if they 
didn’t feel they had been already. (HCP013)

Most frequently, participants in both stakeholder 
groups thought that telephone conversations would be 
an appropriate and “more convenient” (HCP004) method 
for follow-up encounters. Some interviewees expressed 
a preference for face-to-face or virtual conversations 
because “you can get a lot more information across” (PAT006) 
but acknowledged the associated resource implications.

While some patient participants preferred to speak to a 
surgeon, most felt that additional communication can be 
with “anyone from that department really that has the authority 
to be able to answer those questions” (PAT003). Most often, 
patients mentioned nurses or specialist nurses as appro-
priate roles to address SDM deficiencies.

I think it’s a bit much to expect to speak to the sur-
geon, I know that’s what they're there for, but you 
don't want to take them away from what they’re 
meant to be doing. But it would have been nice to 
just have said, ‘If you want talk about your op…’ even 
if it had been 10 minutes, just to explain to me about 
exactly what I’m having done. (PAT017)

I feel that if I had put that survey score back in, but I 
still didn’t feel that I had the opportunity to discuss 
why and if somebody had have contacted me immedi-
ately and then said look is there anything we can do, 
it could have even been with the Breast Care Nurse, 
a meeting to discuss the specific concerns because I 
think that would have helped me, just even her act-
ing as a conduit between the Consultant who didn’t 
have much time, but it would have only been a short 
discussion really. (PAT010)

Improving SDM experiences during follow-up encoun-
ters was widely viewed as essential to ensuring the cred-
ibility and effectiveness of real-time monitoring and 
feedback. Both participant groups felt that HCPs should 
lead this improvement by adapting their communication 
styles, with some patients also noting the need to be better 
prepared for treatment discussions.

I think maybe there’s somebody available, where you 
can just say, ‘Can I have a quick chat and ask more 
questions?’ because you go to your appointment, 
you’re not really prepared, and maybe I should have 
had questions, but I didn't at the time (PAT017)

I’m trying to understand what parts of the conver-
sation are difficult to understand. Which parts are 
relatively straightforward to understand, and indeed 
which parts may need to be presented in a different 
way? (HCP009)

Successful engagement of staff in responding to feed-
back was a key concern mentioned by professional partic-
ipants. Sharing data demonstrating current practices, for 
example, was identified as important for encouraging 
their involvement in follow-up encounters.

I mean it’s an extra step isn’t it? So I think if you’ve 
not engaged everybody into the process then getting 
people to act on the results might initially be difficult 
but if there’s a consistent trend, like I said, the reality 
is the data speaks for itself. (HCP002)

Impact of real-time monitoring and feedback
Perceived impact on patients
Positive patient-level impacts of real-time SDM moni-
toring and feedback were commonly discussed by patient 
participants and by about half of professional partic-
ipants. Both participant groups emphasised its value in 
realising patient-centred care.

what’s important for one person is really irrelevant 
to somebody else and unless you ask them what’s im-
portant for them, you don’t know (PAT010)

I think it’s incredibly important, the project [real-
time monitoring and feedback of SDM]. I admire it 
because it is patient focused. Often, we tend to be 
process focused rather than patient focused, and 
this will just provide that additional insight into the 
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patients experience that actually can modify things 
that sometimes we tend to ignore (HCP009)

Patient participants often felt that monitoring and 
feedback of SDM would positively impact their general 
satisfaction and happiness. Some interviewees empha-
sised how improved SDM may provide reassurance about 
their treatment decision and thereby decrease their worry 
about having surgery.

Just to get some clearer explanation as to you know, 
what exactly the surgery entails, somebody to listen to 
my concerns just so that I feel happier overall. […] I 
think the impact is you know, reassurance and peace 
of mind. I would just feel a lot more comfortable 
knowing what is going to happen to me than going in 
blindly putting literally my life in the hands of anoth-
er person. (PAT003).

Similarly, professional participants mentioned 
increased satisfaction and improved treatment outcomes 
as potentially positive impacts.

[I]f the patient feels they’ve made an active decision 
with you, they will be much happier with the treat-
ment outcome, whatever that is. (HCP007)

Perceived impact on surgeons
Potential impacts on surgeons were mentioned by both 
participant groups.

A few patient participants stated that real-time moni-
toring and feedback of SDM could help surgeons identify 
training needs or areas where they could provide better 
support.

It will help the surgeons then, they’ll think, ‘Oh, hang 
on I’ve got to help out a bit more,’ (PAT016)

I think they should learn from it and teach the solu-
tion, do you know what I mean? Not my individual 
solution but I’m sure [there are] courses and proce-
dures where you have to go by what’s been said and 
how to deal with it. (PAT002)

Professionals often discussed positive as well as nega-
tive impacts of real-time SDM monitoring and feedback 
on their own practice. Interviewees also perceived real-
time monitoring and feedback of SDM as a crucial part 
of their professional development and highlighted they 
would “be open to learning from that sort of data” (HCP010). 
Specifically, the majority felt that receiving information 
about patients’ experience with SDM was an opportunity 
for reflection and improvement in communication skills. 
Interviewees were interested in personal performance 
trends and felt there was value in receiving analytical 
feedback from aggregate scores over time.

I think that the utility of this tool is in providing ag-
gregate feedback. (HCP011)

My view is, if you get negative feedback, that’s much 
more important than any positive feedback because 

somebody’s really wanted to say that, if you see what 
I mean. They’ve really felt—they’ve climbed and 
crossed a threshold in order to actually criticise some-
body who’s trying to help them. So, from my point of 
view, certainly that negative side, those themes that 
might come out on an analysis over a period of time 
were probably more helpful than the individual cas-
es.[…] it’s giving the clinician the tool to examine 
their general practice so that they can modify and im-
prove matters. (HCP009)

However, challenges with regard to individual surgeons’ 
motivation to change and improve their communication 
style were also acknowledged.

I guess you’ve got to be wanting to improve before 
with this information, rather than thinking: ‘Gosh, 
well I do a good enough job anyway and I don’t care 
what anybody says’. But there will be people like that 
but there’s nothing you can do about that (HCP009)

I’d be interested in knowing is whether they can actu-
ally change their communication style to the extent… 
If you feed this back to a 55 year old surgeon, can that 
person actually change their style in the last few years 
of their career, to improve their patient satisfaction? I 
don't know. (HCP007)

Use of SDM data for appraisal and revalidation was 
sometimes discussed by professionals. Participants were 
divided over whether the data should be used for formal 
performance evaluation. Some interviewees perceived 
it as “a much better way of doing it [revalidation]” 
(HPC008), whereas others were sceptical, expressing 
concerns about the potential misuse of SDM measure-
ment for performance management and the overlap with 
existing performance reviews.

I suppose the only thing is every time a Trust measure 
something there’s a risk that they’re using it for per-
formance management […] and is that a bad thing 
or is it a good thing? (HCP004)

I think the difficulty is whether it is going to end up 
being part of your revalidation I guess is something 
that might be considered. Yes, I think that might be 
one way to take it and then I guess to show reflection 
and if you have changed your style (HCP012)

We already get a lot of reviews of our performance 
from a cancer perspective and it [the national pros-
tate cancer audit] already surveys the quality of infor-
mation (HCP002)

Interviewees were often concerned about possible addi-
tional burden resulting from receiving negative feedback 
about patients’ SDM experience. Some expressed worries 
about increased workload to address feedback which was 
often discussed in connection with existing performance 
pressures (eg, reviews on cancer targets). Others viewed 
actions on feedback as manageable if these are offset with 
a reduction in complaints in the long term.
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I know it’s only a phone call, but it is another phone 
call – it all adds burden, time (HCP005)

The tricky bit is going to be if your patient thinks that 
they’ve been hard done by and you’ve got to try and 
meet their cancer target, you’re suddenly going to go 
‘how am I going to fit all that in before their opera-
tion in a week’s time? (HCP003)

I would feel completely happy with that, assuming 
I’m not going to get 40. […] We get feedback in lots 
of different ways already and again, if it can stop com-
plaints because I think what you are trying to do is 
almost pre-empt that. (HCP012)

Professional participants occasionally highlighted 
emotional burden as a negative consequence of receiving 
negative feedback.

I pride myself on my communication and if some-
one said […] that I have made no attempt to… and 
that is pretty awful. Of course I’d be upset about that 
(HCP004)

Perceived impact on departments or the organisation
Organisation or department-level impacts of SDM moni-
toring and feedback were rarely mentioned by patient 
participants but were discussed by all professional partic-
ipants. These commonly included the potential to detect 
and address wider systemic performance issues.

Well, it’s making sure that any errors or problems that 
there might be with the system, or the procedures 
that are in place, any problems that they might have 
can be identified and eliminated. (PAT006)

I suspect that might be an area where we don’t do so 
well. […] I think if there are particular themes within 
our department then we could look to address that 
(HCP012)

Professionals further discussed the potential for larger-
scale training in connection with the importance of moni-
toring trends and analysing cumulative data. For around 
half of the interviewees, the benefit of cohort-level feed-
back outweighed the benefits of receiving feedback on an 
individual, patient-level. This extended to the desire to 
“see how we ranked vs other specialities, other clinicians, 
you know anonymised” (HCP008).

It would be incredibly useful to have a sort of annual 
appraisal style report to allow you to influence prac-
tice, and I think it would be extremely helpful to flag 
up when there are any trends. (HCP005)

Professional participants sometimes pointed out wider 
impacts such as reputational benefits for the organisa-
tion resulting from potentially reduced complaints and 
litigation, or the value of gathering evidence to inform 
improvements to hospital processes (eg, longer clinic 
times).

I mean, I think from a hospital perspective and an 
organisation perspective, maybe the hope is that they 
might, you know, the great thing about this is it might 
avoid people complaining. (HCP002)

Something we talk about fairly regularly is about 
whether we should be doing a consent clinic for the 
patients we’re operating on in two weeks’ time and 
there is so much pressure on clinic spaces and our 
time that we haven’t done it, you know. I suppose 
we were surveyed and we were scoring low and addi-
tional phone calls weren’t solving it then you can say, 
“Well, actually, we’ll formalise this and everyone who’s 
having an operation in the next two weeks is booked, 
schedule two hours for phone calls for patients next 
week. (HCP006)

DISCUSSION
This qualitative study explored the acceptability and 
impact of real-time monitoring and feedback of patients’ 
experiences of SDM measurement. 10 themes were iden-
tified describing the perspectives of surgical patients 
and HCPs in relation to acceptability of real-time SDM 
monitoring, real-time feedback and addressing SDM defi-
ciencies and impact on clinical practice. Findings suggest 
that integrating an automated system for real-time SDM 
measurement and feedback within surgical pathways of 
NHS Trusts is acceptable. It was endorsed by both groups 
who also felt it would be valuable to improve the process 
of care where deficiencies were identified. Results empha-
sised the complexities of SDM measurement in surgical 
contexts, specifically regarding the timing of the SDM 
monitoring, how and what feedback was implemented 
and actioned within the care pathways, and the differing 
SDM needs of individuals with various conditions. These 
complexities might significantly impact the acceptability 
of real-time monitoring and feedback, with some issues 
being of particular importance to patients (eg, limited 
inclusivity of real-time SDM monitoring) and others 
unique to professionals (eg, the need for additional 
qualitative feedback alongside SDM scores). Insights also 
revealed support for real-time SDM monitoring and feed-
back because of the potential to improve patient-centred 
care and associated benefits to patients, surgeons and 
clinical teams, and the wider organisation. Facilitators 
and barriers at all levels were identified that can affect 
the adoption of future interventions aimed at improving 
SDM.

Implications for research
The acceptability and impact of real-time electronic 
measurement and feedback have been explored in 
other healthcare contexts which examined other types 
of patient-reported data, such as symptoms and health-
related quality of life scores,31 43 clinical outcomes44 
or safety.45 Findings in those studies align with results 
reported here, demonstrating that clearly presented 
feedback on patient-reported outcomes and user-friendly 
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technology can enable adoption of similar systems. To 
our knowledge, however, no previous research has yet 
investigated stakeholders’ views towards integrating, 
at scale within a healthcare setting, the real-time moni-
toring and feedback of patients’ experiences of SDM. 
This study provides an important first step to addressing 
the UK National Institute for Health and Care Excel-
lence call for research into new interventions targeting 
inclusive, sustained, health system-level SDM improve-
ment.14 Results add to our understanding of how to effi-
ciently and routinely monitor patients’ SDM experiences 
at scale, and it adds insights into factors impacting the 
acceptability among key stakeholders that are necessary 
to inform intervention development for organisation-
wide improvements in SDM.

Insights gained from this study are crucial to inform the 
development, implementation and evaluation of an SDM 
improvement intervention in alignment with the princi-
ples of the Medical Research Council’s framework for the 
development and evaluation of complex interventions 
and the Health Technology Assessment framework.33 46 
Factors were identified relevant to optimising the accept-
ability of a system for real-time SDM monitoring and 
feedback that can be used to inform the codesign of 
components of a future SDM intervention that meet the 
specific needs of key stakeholders. For example, identi-
fied themes suggest that the approach to providing feed-
back of SDM scores to clinical teams will require careful 
management along the pathway of care. Participants 
highlighted consequences of potential emotional burden 
and disengagement in cases of negative feedback. Patient 
and professional-facing communication may therefore 
consider strategies linked to positive message framing to 
optimise engagement with SDM monitoring and feed-
back. Concerns regarding the reliability and validity of 
SDM data were prominent in this study, affecting accept-
ability of routine SDM monitoring and feedback in partic-
ular among professionals. These concerns reflect ongoing 
debates in the field where significant challenges in SDM 
measurement quality have been well documented.12 47 48 
Many existing instruments lack high-quality psychometric 
and methodological foundations,49 and studies have 
highlighted misalignment between patient, provider and 
observer assessment of SDM quality.50 51 Such discrepan-
cies raise important questions about conceptual deficits 
and valid perspectives in SDM measurement that warrant 
attention in future research.

SDM is widely recognised as a multifaceted process 
with various conceptual models describing the steps to 
be taken, or core elements necessary to achieve high-
quality SDM.52 Importantly, SDM can be an ongoing 
process and ‘distributed over time, place and between 
different participants’.53 Participants’ narratives in this 
study reflected this complexity, describing multiple inter-
actions with different healthcare providers, including 
primary care and perioperative services. Interactions 
during any of these encounters are likely to contribute 
to the collective process of decision-making and affect 

patients’ overall SDM experience.54 Distributed decision-
making has also shown to exclude patients from involve-
ment in decision-making.55 These dynamics present 
challenges for capturing patient-reported SDM experi-
ence at a single, fixed time point and underscore existing 
research gaps regarding the optimal timing of SDM 
measurement.12 48 Routine SDM measurement following 
a surgical consultation may only represent a narrow snap-
shot or would give little insight into deficiencies that 
arose earlier in the SDM process.56 Addressing this limita-
tion may require a deeper understanding of individual 
patient pathways and personal contexts, as well as more 
collaborative, longitudinal approaches to SDM assess-
ment to identify how patients develop informed prefer-
ences. There is, however, a lack of evidence to understand 
how SDM can be effectively supported across varying 
time, places and participants. Some SDM models have 
taken distributed decision-making into account during 
their theoretical development57 and emphasise the need 
for practical guidance for clinicians to incorporate, for 
example, diverse information sources and patients’ social 
networks into the decision-making processes.58 59 Some 
more radical suggestions include restructuring consulta-
tions to include perspectives from a range of healthcare 
providers.55 There are important future research oppor-
tunities to explore how SDM measurement can be opti-
mised and how SDM can be supported in the context of 
distributed decision-making in surgery.

The use of digital systems to monitor patient outcomes 
in surgery has accelerated since the COVID-19 pandemic, 
but the need to prioritise health equity and research 
to improve language and digital inclusivity is widely 
acknowledged.60 A related study has found a range of 
factors affecting use and engagement with the system 
for real-time SDM monitoring.29 Patients particularly 
valued its low burden and ease of use, noting that the 
clear, accessible design supported participation across 
a diverse range of users, including those with varying 
levels of health literacy and digital confidence. This study 
explored the views of additional key stakeholders and 
reports insights gained above and beyond other related 
work. Participants highlighted the potential for effectively 
reaching a large number of patients and the ability to 
adapt the system to suit different populations of patients 
and different contexts. More work is needed, however, 
to inform intervention design which supports inclusive, 
sustained, health system-level improvements in SDM. A 
complementary study (in preparation) examined the 
views of members of the public representing underserved 
groups (ie, elderly, economically disadvantaged and 
ethnic minority) on real-time SDM monitoring and feed-
back.28 Specifically, this work used non-English, face-to-
face qualitative data collection drawing on citizen science 
approaches61 to explore and understand how inclusivity 
can be optimised in this context. For example, it is antic-
ipated that the decision support intervention will include 
non-English and non-digital components, and integra-
tion of services that proactively reach under-represented 
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populations. Specifically, findings suggested translations 
of SDM measurement instruments, using interpreters 
and supported completion of the electronic system (eg, 
on tablet computers in clinic, supported by staff/family) 
to meet inclusivity and accessibility needs and maximise 
engagement. In addition, it is important to explore the 
views of other relevant professions (eg, NHS managers, 
administrative staff) in future research to understand 
other relevant system-wide barriers and requirements to 
the successful implementation of a system for real-time 
monitoring and feedback. Planned future intervention 
development work will incorporate views of a wider 
and more diverse range of professional stakeholders 
and communities to address relevant factors identified 
through formative work.

Strengths and limitations of this study
Strengths included use of robust qualitative methods 
which explored and compared perspectives from both 
patients and HCPs. Investigating perspectives of key 
stakeholders who had the opportunity to engage with the 
electronic system obtained new insights about important 
issues impacting acceptance and implementation of a 
real-time SDM monitoring and feedback. The study was 
conducted in a real-world clinical setting and will likely 
inform wider implementation of the system in UK NHS 
Trusts.

Limitations include a self-selected sample that lacked 
diversity. Consideration of ethnicity, diversity and inclu-
sion principles is particularly important in the design 
and development of digital health interventions62 and 
for improving SDM.63 Recruitment of patient partici-
pants from a more diverse range of population groups 
was hindered by a lack of comprehensive ethnicity data 
in the hospital electronic patient record system. This 
meant that ethnicity data were not used as an a priori 
sampling criterion but collected retrospectively. Similarly, 
governance approvals restricted the eligibility criteria to 
patients who have already completed SDM monitoring. 
It may be that patient participants in this study were 
comfortable with using digital technologies and inter-
ested in enhancing patient involvement in their care. 
Likewise, the self-selection of professional interviewees 
poses a further bias. HCPs represented three of seven 
surgical specialties. Recruitment relied on convenience 
methods and depended on surgeons’ availability and will-
ingness to participate in interviews. While participation 
from all surgeons within departments was actively encour-
aged, including those who might hold opposing views, it 
is possible that individuals less interested in improving 
SDM or those constrained by heavy workloads lacked the 
motivation or capacity to take part. These limitations may 
help to explain why themes frequently reflected positive 
perspectives of the system and might mean additional 
critical viewpoints were not captured.

Clinical implications
International health policy emphasises the importance of 
high-quality SDM processes in patient-centred care.2 9 10 

Results have direct relevance for health service or quality 
improvement managers seeking to enhance SDM in prac-
tice. Implementing real-time monitoring and feedback 
of SDM addresses a key policy recommendation to track 
SDM at large scale.12 It can, therefore, be a critical mecha-
nism to guiding new interventions for targeted, sustained 
improvement activities at organisation level.

Sustained improvements in SDM, however, require 
complex interventions involving multiple stakeholders 
at different levels of the organisation.11 15 33 64 Although 
the findings identified several factors influencing the 
acceptability of real-time SDM monitoring and feedback 
within clinical practice, there are many unknowns as to 
what components and mechanisms are needed for all 
stakeholders to ensure its effective adoption and impact 
on service outcomes and patient benefit. Research to 
formally develop and evaluate a decision-support inter-
vention using real-time SDM monitoring and feedback is 
needed to improve the evidence base. Feedback compo-
nents, for example, have been widely used to prompt 
enhancements in professional practice, but the mech-
anisms through which consistent improvements can be 
achieved are not well understood.18 27 Findings high-
lighted real-time SDM monitoring and feedback provided 
opportunities for HCP reflection, potentially prompting 
practice improvements. This can be crucial for enhancing 
clinical reasoning that underpins high-quality SDM65 and 
may be a key mechanism through which decision support 
interventions help achieve higher standards of care in 
this field. Future intervention development work should 
draw on specific theories (eg, Clinical Performance Feed-
back Intervention Theory27) to help explain the specific 
factors that influence feedback success to enhance the 
effectiveness of an intervention that uses real-time SDM 
monitoring and feedback.

Findings suggest that the implementation of real-time 
SDM monitoring and feedback is a service-wide respon-
sibility. Results highlighted the need for careful consid-
eration of core responsibilities and complexities when 
remediating patient-reported deficiencies in SDM. Both 
professional and patient participants noted that surgeons 
are not always the most appropriate to lead SDM improve-
ments and discussed the potential suitability of other 
members of the clinical or departmental team members 
(eg, nurses, administrative staff) in certain contexts. 
Careful consideration should, therefore, be given to 
identifying appropriate professional roles for receiving 
feedback and defining new processes for how services 
should respond.66–70 Results highlight the need to code-
sign approaches to ensure tailored responses to SDM 
feedback are acceptable to patients and professionals. 
This includes identifying suitable roles within each 
surgical department, defining new responsibilities collab-
oratively with teams and co-developing supportive mate-
rials (eg, new standard operating procedures) to ensure 
seamless integration into existing workflows. Substantial 
challenges to widely adopting SDM in clinical practice, 
however, have been noted,66 67 71 and various facilitators 
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and barriers to implementation have been identified.68–70 
Any programmes that aim to routinely embed SDM moni-
toring and feedback should build on existing knowledge 
about mechanisms that support the adoption of SDM 
in practice15 72 73 and may use strategies for embedding 
SDM into care pathways at varying levels, including micro 
(individual), meso (departmental) and macro (organisa-
tional) levels.65 Established frameworks from behavioural 
and implementation sciences (eg, theoretical domains 
framework, normalisation process theory74 75) could help 
in developing approaches systematically and transpar-
ently which incorporate relevant stakeholder insights and 
map context-specific barriers and facilitators. Addition-
ally, more work is needed to develop effective strategies 
for stakeholder engagement that can address identified 
HCP concerns (eg, worries about time pressures, perfor-
mance evaluation or scrutiny) to maximise uptake of the 
future intervention to improve SDM.

CONCLUSIONS
This study explored patient and HCP views towards a 
novel system for automated, real-time monitoring and 
feedback of surgical patients’ experiences of SDM inte-
grated within elective surgical care in two English NHS 
Trusts. The system was acceptable to the sampled popula-
tion and well-positioned to form the basis for future inter-
vention development to improve SDM. Ongoing work 
addresses the need to understand views of a more diverse 
sample to ensure the acceptability of SDM to the general 
UK population. Findings will guide effective strategies for 
wider implementation of real-time SDM monitoring and 
feedback in the NHS.

Author affiliations
1NIHR Bristol Biomedical Research Centre, University Hospitals Bristol and Weston 
NHS Foundation Trust and University of Bristol, Bristol, UK
2Patient Representative, Bristol, UK
3Leeds Unit of Complex Intervention Development (LUCID), Leeds Institute of Health 
Sciences, School of Medicine, University of Leeds, Leeds, UK
4The Research Centre for Patient Involvement (ResCenPI), Department of Public 
Health, Aarhus Universitet, Aarhus, Central Denmark Region, Denmark
5North Bristol NHS Trust, Bristol, UK
6Centre for Academic Primary Care, Bristol University, Bristol Medical School, 
Bristol, UK
7University Hospitals Bristol and Weston NHS Foundation Trust, Bristol, UK
8Bradford Institute for Health Research, Bradford Teaching Hospitals NHS 
Foundation Trust, Bradford, UK
9Bristol Urological Institute, Southmead Hospital, North Bristol NHS Trust, Bristol, UK
10Population Health Sciences, Bristol Medical School, University of Bristol, Bristol, 
UK
11Translational Health Sciences, Bristol Medical School, University of Bristol, Bristol, 
UK
12Bristol Trials Centre, Population Health Sciences, University of Bristol, Bristol 
Medical School, Bristol, UK

X Christin Hoffmann @CS_Hoffmann, Kerry N L Avery @KnlAvery, Rhiannon C 
Macefield @CSR_Bris, Ben Gibbison @bengibbison, Shelley Potter @drshelleypotter 
and Angus G K McNair @angusgkmcnair

Contributors  AGKM developed the original idea for this study along with KA and 
JB. AGKM, KA, CH, RM, JB, DH, SH, CC, BG, LR, AW, JA and HB contributed to the 
development of the research question and objectives and were involved in the 

design of the study. KA, RM, CC, LR and HB provide methodological expertise. CH 
and AGKM wrote the first draft of the manuscript, and all coauthors reviewed and 
critically appraised the manuscript. AGKM has overall responsibility for the content 
and project with strategic oversight from JB. VS contributed to the patient and 
public involvement and engagement strategy. AJ, AS, AL, BR, JP, MRW, PC, PB, SP, 
TB and TW provided clinical liaison and subject expertise that have shaped the 
study design. All authors have critically reviewed the manuscript and approved the 
final version. AGKM is the guarantor for this study.

Funding  The ALPACA Study is funded by the National Institute for Health and Care 
Research (NIHR) Programme Development Grant (NIHR205174). This study was 
also supported by an NIHR Clinician Scientist award to AM (NIHR CS-2017-17-010) 
and delivered through the NIHR Biomedical Research Centre (BRC) at the University 
Hospitals Bristol and Weston NHS Foundation Trust and the University of Bristol 
(BRC-1215-20011, NIHR203315).

Disclaimer  The views expressed in this publication are those of the authors and 
do not necessarily reflect those of the NIHR, the Department of Health and Social 
Care or the UK National Health Service.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication  Not applicable.

Ethics approval  This study involves human participants and was approved by 
NHS HRA North West—Liverpool Central Research Ethics Committee (reference: 
21/PR/0345). Participants gave informed consent to participate in the study before 
taking part.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available on reasonable request. Summaries 
and examples of anonymised data have been included as supplementary material 
in this manuscript. Original pseudo-anonymised datasets are stored in a non-
publicly available repository. Pseudo-anonymised datasets can be made available 
via the University of Bristol’s Research Data Repository, ​data.​bris to bona fide 
researchers, subject to a legally binding data access agreement. Any applications 
to access data will involve a case-by-case review by the University of Bristol Data 
Access Committee. Qualifying researchers will be required to sign a data access 
agreement and closely liaise with study team members to ensure that the data 
they plan to make public are sufficiently anonymised. Generally, data will be made 
available for non-commercial use, only for the purpose of health and care research 
and with appropriate approvals in place.

Supplemental material  This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer-reviewed. Any opinions or recommendations discussed are solely 
those of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability 
and responsibility arising from any reliance placed on the content. Where the 
content includes any translated material, BMJ does not warrant the accuracy and 
reliability of the translations (including but not limited to local regulations, clinical 
guidelines, terminology, drug names and drug dosages), and is not responsible 
for any error and/or omissions arising from translation and adaptation or 
otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/​
licenses/by/4.0/.

ORCID iDs
Christin Hoffmann http://orcid.org/0000-0002-6293-3813
Kerry N L Avery http://orcid.org/0000-0001-5477-2418
Rhiannon C Macefield http://orcid.org/0000-0002-6606-5427
Leila Rooshenas http://orcid.org/0000-0002-6166-6055
Jane M Blazeby http://orcid.org/0000-0002-3354-3330
Ben Gibbison http://orcid.org/0000-0003-3635-6212
Andrew Judge http://orcid.org/0000-0003-3015-0432
Barnaby Reeves http://orcid.org/0000-0002-5101-9487
Michael R Whitehouse http://orcid.org/0000-0003-2436-9024
Shelley Potter http://orcid.org/0000-0002-6977-312X
Angus G K McNair http://orcid.org/0000-0002-2601-9258

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 A

u
g

u
st 6, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
27 Ju

n
e 2025. 

10.1136/b
m

jo
p

en
-2025-099090 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

https://x.com/CS_Hoffmann
https://x.com/KnlAvery
https://x.com/CSR_Bris
https://x.com/bengibbison
https://x.com/drshelleypotter
https://x.com/angusgkmcnair
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-6293-3813
http://orcid.org/0000-0001-5477-2418
http://orcid.org/0000-0002-6606-5427
http://orcid.org/0000-0002-6166-6055
http://orcid.org/0000-0002-3354-3330
http://orcid.org/0000-0003-3635-6212
http://orcid.org/0000-0003-3015-0432
http://orcid.org/0000-0002-5101-9487
http://orcid.org/0000-0003-2436-9024
http://orcid.org/0000-0002-6977-312X
http://orcid.org/0000-0002-2601-9258
http://bmjopen.bmj.com/


15Hoffmann C, et al. BMJ Open 2025;15:e099090. doi:10.1136/bmjopen-2025-099090

Open access

REFERENCES
	 1	 NHS England and NHS Improvement. Personalised Care Shared 

Decision Making Summary guide. 2019.
	 2	 National Health Service. The NHS Long Term Plan. 2019.
	 3	 Légaré F, Adekpedjou R, Stacey D, et al. Interventions for increasing 

the use of shared decision making by healthcare professionals. 
Cochrane Database Syst Rev 2018;7:CD006732. 

	 4	 Shay LA, Lafata JE. Where is the evidence? A systematic review of 
shared decision making and patient outcomes. Med Decis Making 
2015;35:114–31. 

	 5	 Bieber C, Nicolai J, Gschwendtner K, et al. How Does a Shared 
Decision-Making (SDM) Intervention for Oncologists Affect 
Participation Style and Preference Matching in Patients with Breast 
and Colon Cancer. J Cancer Educ 2016;33:708. 

	 6	 Hughes TM, Merath K, Chen Q, et al. Association of shared decision-
making on patient-reported health outcomes and healthcare 
utilization. Am J Surg 2018;216:7–12. 

	 7	 van der Horst DEM, Garvelink MM, Bos WJW, et al. For which 
decisions is Shared Decision Making considered appropriate? - A 
systematic review. Patient Educ Couns 2023;106:3–16. 

	 8	 de Mik SML, Stubenrouch FE, Balm R, et al. Systematic review of 
shared decision-making in surgery. Br J Surg 2018;105:1721–30. 

	 9	 Légaré F, Stacey D, Forest P-G, et al. Milestones, barriers and 
beacons: Shared decision making in Canada inches ahead. Z Evid 
Fortbild Qual Gesundhwes 2017;123–124:23–7. 

	10	 Australian Commission on Safety and Quality in Health Care. 
National safety and quality health service standards. 2nd edn. 2021.

	11	 Carmona C, Crutwell J, Burnham M, et al. Shared decision-making: 
summary of NICE guidance. BMJ 2021;373:n1430. 

	12	 National Institute for Health and Care Excellence. Shared decision 
making [B] Evidence review for interventions to support effective 
shared decision making. 2021.

	13	 NHS England. Commissioning for Quality and Innovation (CQUIN): 
2022/23. 2022.

	14	 National Institute for Health and Care Excellence. Shard decision 
making [NG197]. Evidence Reviews. 2021.

	15	 Joseph-Williams N, Lloyd A, Edwards A, et al. Implementing shared 
decision making in the NHS: lessons from the MAGIC programme. 
BMJ 2017;357:j1744. 

	16	 NHS Rightcare. Your Health – Your Decision. London. 2013.
	17	 NHS Rightcare. Measuring Shared Decision Making: A review 

of research evidence - A report for the Shared Decision Making 
programme in partnership with Capita Group Plc. London. 2012.

	18	 Ivers N, Jamtvedt G, Flottorp S, et al. Audit and feedback: effects on 
professional practice and healthcare outcomes. Cochrane Database 
Syst Rev 2012;2012:CD000259. 

	19	 NIHR Dissemination Centre. Improving Care by Using Patient 
Feedback. Health and Social Care Services Research. 2019. 

	20	 Lee R, Baeza JI, Fulop NJ. The use of patient feedback by hospital 
boards of directors: a qualitative study of two NHS hospitals in 
England. BMJ Qual Saf 2018;27:103–9. 

	21	 Aiyegbusi OL, Nair D, Peipert JD, et al. A narrative review of current 
evidence supporting the implementation of electronic patient-
reported outcome measures in the management of chronic diseases. 
Ther Adv Chronic Dis 2021;12:20406223211015958. 

	22	 Gibbons C, Porter I, Gonçalves-Bradley DC, et al. Routine provision 
of feedback from patient-reported outcome measurements to 
healthcare providers and patients in clinical practice. Cochrane 
Database Syst Rev 2021. 

	23	 Absolom K, Warrington L, Hudson E, et al. Phase III Randomized 
Controlled Trial of eRAPID: eHealth Intervention During 
Chemotherapy. J Clin Oncol 2021;39:734–47. 

	24	 Kyte D, Anderson N, Bishop J, et al. Results of a pilot feasibility 
randomised controlled trial exploring the use of an electronic patient-
reported outcome measure in the management of UK patients with 
advanced chronic kidney disease. BMJ Open 2022;12:e050610. 

	25	 Sheard L, Peacock R, Marsh C, et al. What’s the problem with patient 
experience feedback? A macro and micro understanding, based 
on findings from a three-site UK qualitative study. Health Expect 
2019;22:46–53. 

	26	 Flott KM, Graham C, Darzi A, et al. Can we use patient-reported 
feedback to drive change? The challenges of using patient-reported 
feedback and how they might be addressed. BMJ Qual Saf 
2017;26:502–7. 

	27	 Brown B, Gude WT, Blakeman T, et al. Clinical Performance 
Feedback Intervention Theory (CP-FIT): A new theory for designing, 
implementing, and evaluating feedback in health care based on 
a systematic review and meta-synthesis of qualitative research. 
Implement Sci 2019;14:1–25. 

	28	 Hoffmann C, Avery KNL, Macefield RC, et al. Real-time monitoring 
and feedback to improve shared decision-making for surgery 

(the ALPACA Study): protocol for a mixed-methods study to 
inform co-development of an inclusive intervention. BMJ Open 
2024;14:e079155. 

	29	 Hoffmann C, Avery K, Macefield R, et al. Usability of an Automated 
System for Real-Time Monitoring of Shared Decision-Making 
for Surgery: Mixed Methods Evaluation. JMIR Hum Factors 
2024;11:e46698. 

	30	 Avery KNL, Richards HS, Portal A, et al. Developing a real-time 
electronic symptom monitoring system for patients after discharge 
following cancer-related surgery. BMC Cancer 2019;19:1–15. 

	31	 Richards HS, Blazeby JM, Portal A, et al. A real-time electronic 
symptom monitoring system for patients after discharge following 
surgery: A pilot study in cancer-related surgery. BMC Cancer 
2020;20:1–17. 

	32	 Warrington L, Absolom K, Holch P, et al. Online tool for monitoring 
adverse events in patients with cancer during treatment (eRAPID): 
field testing in a clinical setting. BMJ Open 2019;9:e025185. 

	33	 Skivington K, Matthews L, Simpson SA, et al. A new framework for 
developing and evaluating complex interventions: update of Medical 
Research Council guidance. BMJ 2021;374:n2061. 

	34	 Cresswell J. Qualitative inquiry & research design: Choosing among 
five approaches. 2013.

	35	 Braun V, Clarke V. Conceptual and design thinking for thematic 
analysis. Qualit Psychol 2021;9:3–26. 

	36	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting 
qualitative research (COREQ): a 32-item checklist for interviews and 
focus groups. Int J Qual Health Care 2007;19:349–57. 

	37	 Hennink MM, Kaiser BN, Marconi VC. Code Saturation Versus 
Meaning Saturation: How Many Interviews Are Enough? Qual Health 
Res 2017;27:591–608. 

	38	 Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative 
research: exploring its conceptualization and operationalization. Qual 
Quant 2018;52:1893–907. 

	39	 Nelson J. Using conceptual depth criteria: addressing the challenge 
of reaching saturation in qualitative research. 2016;554–70. 

	40	 Bingham AJ. From Data Management to Actionable Findings: A 
Five-Phase Process of Qualitative Data Analysis. Int J Qual Methods 
2023. 

	41	 Brooks J, McCluskey S, Turley E, et al. The Utility of Template 
Analysis in Qualitative Psychology Research. Qual Res Psychol 
2015;12:202–22. 

	42	 Glaser BG, Strauss AL. The discovery of grounded theory: 
strategies for qualitative research. Mill Valley, CA: Sociology Press, 
1967.

	43	 van den Hurk CJG, Mols F, Eicher M, et al. A Narrative Review on 
the Collection and Use of Electronic Patient-Reported Outcomes in 
Cancer Survivorship Care with Emphasis on Symptom Monitoring. 
Curr Oncol 2022;29:4370–85. 

	44	 Pickens R, Cochran A, Tezber K, et al. Using a Mobile Application 
for Real-Time Collection of Patient-Reported Outcomes in 
Hepatopancreatobiliary Surgery within an ERAS® Pathway. Am Surg 
2019;85:909–17. 

	45	 Hernan AL, Kloot K, Giles SJ, et al. Investigating the feasibility of a 
patient feedback tool to improve safety in Australian primary care: a 
study protocol. BMJ Open 2019;9:e027327. 

	46	 National Institute for Health and Care Research. Health technology 
assessment 2020. 2020.

	47	 Barr PJ, Elwyn G. Measurement challenges in shared decision 
making: putting the ‘patient’ in patient‐reported measures. Health 
Expect 2016;19:993–1001. 

	48	 Sepucha KR, Breslin M, Graffeo C, et al. State of the Science: Tools 
and Measurement for Shared Decision Making. Acad Emerg Med 
2016;23:1325–31. 

	49	 Gärtner FR, Bomhof-Roordink H, Smith IP, et al. The quality of 
instruments to assess the process of shared decision making: A 
systematic review. PLoS One 2018;13:e0191747. 

	50	 Entwistle VA, Watt IS, Gilhooly K, et al. Assessing patients’ 
participation and quality of decision-making: insights from a 
study of routine practice in diverse settings. Patient Educ Couns 
2004;55:105–13. 

	51	 Kasper J, Heesen C, Köpke S, et al. Patients’ and observers’ 
perceptions of involvement differ. Validation study on inter-relating 
measures for shared decision making. PLoS One 2011;6:e26255. 

	52	 Bomhof-Roordink H, Gärtner FR, Stiggelbout AM, et al. Key 
components of shared decision making models: a systematic review. 
BMJ Open 2019;9:e031763. 

	53	 Elwyn G. Shared decision making: What is the work? Patient Educ 
Couns 2021;104:1591–5. 

	54	 Rapley T. Distributed decision making: the anatomy of decisions-in-
action. Sociol Health Illn 2008;30:429–44. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 A

u
g

u
st 6, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
27 Ju

n
e 2025. 

10.1136/b
m

jo
p

en
-2025-099090 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.1002/14651858.CD006732.pub4
http://dx.doi.org/10.1177/0272989X14551638
http://dx.doi.org/10.1007/S13187-016-1146-7
http://dx.doi.org/10.1016/j.amjsurg.2018.01.011
http://dx.doi.org/10.1016/j.pec.2022.09.015
http://dx.doi.org/10.1002/bjs.11009
http://dx.doi.org/10.1016/j.zefq.2017.05.020
http://dx.doi.org/10.1016/j.zefq.2017.05.020
http://dx.doi.org/10.1136/bmj.n1430
http://dx.doi.org/10.1136/bmj.j1744
http://dx.doi.org/10.1002/14651858.CD000259.pub3
http://dx.doi.org/10.1002/14651858.CD000259.pub3
http://dx.doi.org/10.1136/bmjqs-2016-006312
http://dx.doi.org/10.1177/20406223211015958
http://dx.doi.org/10.1002/14651858.CD011589.PUB2/MEDIA/CDSR/CD011589/IMAGE_T/TCD011589-CMP-010.01.PNG
http://dx.doi.org/10.1002/14651858.CD011589.PUB2/MEDIA/CDSR/CD011589/IMAGE_T/TCD011589-CMP-010.01.PNG
http://dx.doi.org/10.1200/JCO.20.02015
http://dx.doi.org/10.1136/bmjopen-2021-050610
http://dx.doi.org/10.1111/hex.12829
http://dx.doi.org/10.1136/bmjqs-2016-005223
http://dx.doi.org/10.1186/S13012-019-0883-5/TABLES/10
http://dx.doi.org/10.1136/bmjopen-2023-079155
http://dx.doi.org/10.2196/46698
http://dx.doi.org/10.1186/S12885-019-5657-6/TABLES/6
http://dx.doi.org/10.1186/S12885-020-07027-5/FIGURES/4
http://dx.doi.org/10.1136/bmjopen-2018-025185
http://dx.doi.org/10.1136/bmj.n2061
http://dx.doi.org/10.1037/qup0000196
http://dx.doi.org/10.1093/intqhc/mzm042
http://dx.doi.org/10.1177/1049732316665344
http://dx.doi.org/10.1177/1049732316665344
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.1177/16094069231183620/ASSET/IMAGES/LARGE/10.1177_16094069231183620-FIG11.JPEG
http://dx.doi.org/10.1080/14780887.2014.955224
http://dx.doi.org/10.3390/curroncol29060349
http://dx.doi.org/10.1177/000313481908500847
http://dx.doi.org/10.1136/bmjopen-2018-027327
http://dx.doi.org/10.1111/hex.12380
http://dx.doi.org/10.1111/hex.12380
http://dx.doi.org/10.1111/ACEM.13071;JOURNAL:JOURNAL:15532712;WGROUP:STRING:PUBLICATION
http://dx.doi.org/10.1371/journal.pone.0191747
http://dx.doi.org/10.1016/j.pec.2003.08.005
http://dx.doi.org/10.1371/journal.pone.0026255
http://dx.doi.org/10.1136/bmjopen-2019-031763
http://dx.doi.org/10.1016/j.pec.2020.11.032
http://dx.doi.org/10.1016/j.pec.2020.11.032
http://dx.doi.org/10.1111/j.1467-9566.2007.01064.x
http://bmjopen.bmj.com/


16 Hoffmann C, et al. BMJ Open 2025;15:e099090. doi:10.1136/bmjopen-2025-099090

Open access�

	55	 Johnson R, Turner K, Feder G, et al. Shared decision making in 
consultations for hypertension: Qualitative study in general practice. 
Health Expect 2021;24:917–29. 

	56	 Ofstad EH, Frich JC, Schei E, et al. Temporal characteristics of 
decisions in hospital encounters: a threshold for shared decision 
making? A qualitative study. Patient Educ Couns 2014;97:216–22. 

	57	 Elwyn G, Lloyd A, May C, et al. Collaborative deliberation: a model 
for patient care. Patient Educ Couns 2014;97:158–64. 

	58	 Entwistle VA, France EF, Wyke S, et al. How information about other 
people’s personal experiences can help with healthcare decision-
making: a qualitative study. Patient Educ Couns 2011;85:e291–8. 

	59	 Bussey LG, Sillence E. The role of internet resources in 
health decision-making: a qualitative study. Digit Health 
2019;5:2055207619888073. 

	60	 Fong Y, Melstrom L, Evans HL. Practical Guide to Remote Patient 
Monitoring in Surgical Patients. JAMA Surg 2025;160:457–8. 

	61	 Islam S, Joseph O, Chaudry A, et al. “We are not hard to reach, 
but we may find it hard to trust” …. Involving and engaging 
‘seldom listened to’ community voices in clinical translational 
health research: a social innovation approach. Res Involv Engagem 
2021;7:46. 

	62	 Thomson A, Gooberman-Hill R. How can EDI be nurtured through 
communities and individuals. Policy Press 2024. 

	63	 Mead EL, Doorenbos AZ, Javid SH, et al. Shared decision-making for 
cancer care among racial and ethnic minorities: a systematic review. 
Am J Public Health 2013;103:e15–29. 

	64	 Bekker HL, Winterbottom AE, Gavaruzzi T, et al. Decision aids to 
assist patients and professionals in choosing the right treatment for 
kidney failure. Clin Kidney J 2023;16:i20–38. 

	65	 Holm A, Rodkjær LØ, Bekker HL. Integrating Patient Involvement 
Interventions within Clinical Practice: A Mixed-Methods Study of 
Health Care Professional Reasoning. MDM Policy Pract 2024. 

	66	 National Institute for Health and Care Excellence. Shared decision 
making. NICE guideline [NG197]. 2021.

	67	 Bravo P, Härter M, McCaffery K, et al. Editorial: 20 years after 
the start of international Shared Decision-Making activities: Is it 
time to celebrate? Probably…. Z Evid Fortbild Qual Gesundhwes 
2022;171:1–4. 

	68	 Légaré F, Ratté S, Gravel K, et al. Barriers and facilitators to 
implementing shared decision-making in clinical practice: update 
of a systematic review of health professionals’ perceptions. Patient 
Educ Couns 2008;73:526–35. 

	69	 Alsulamy N, Lee A, Thokala P, et al. What Influences the 
Implementation of Shared Decision Making: An Umbrella Review. 
Patient Educ Couns 2020;103:2400–7. 

	70	 Légaré F, Witteman HO. Shared Decision Making: Examining Key 
Elements And Barriers To Adoption Into Routine Clinical Practice. 
2017;276–84. 

	71	 Frosch DL, Moulton BW, Wexler RM, et al. Shared decision making 
in the United States: policy and implementation activity on multiple 
fronts. Z Evid Fortbild Qual Gesundhwes 2011;105:305–12. 

	72	 Davies C, Fattori F, O’Donnell D, et al. What are the mechanisms that 
support healthcare professionals to adopt assisted decision-making 
practice? A rapid realist review. BMC Health Serv Res 2019;19:1–14. 

	73	 Waldron T, Carr T, McMullen L, et al. Development of a program 
theory for shared decision-making: A realist synthesis. BMC Health 
Serv Res 2020;20:1–17. 

	74	 Murray E, Treweek S, Pope C, et al. Normalisation process theory: 
A framework for developing, evaluating and implementing complex 
interventions. BMC Med 2010;8:1–11. 

	75	 Francis JJ, O’Connor D, Curran J. Theories of behaviour change 
synthesised into a set of theoretical groupings: introducing 
a thematic series on the theoretical domains framework. 
Implementation Sci 2012;7:1–9. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 A

u
g

u
st 6, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
27 Ju

n
e 2025. 

10.1136/b
m

jo
p

en
-2025-099090 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.1111/HEX.13234;REQUESTEDJOURNAL:JOURNAL:13697625;JOURNAL:JOURNAL:13697625;WGROUP:STRING:PUBLICATION
http://dx.doi.org/10.1016/j.pec.2014.08.005
http://dx.doi.org/10.1016/j.pec.2014.07.027
http://dx.doi.org/10.1016/j.pec.2011.05.014
http://dx.doi.org/10.1177/2055207619888073
http://dx.doi.org/10.1001/jamasurg.2024.6015
http://dx.doi.org/10.1186/s40900-021-00292-z
http://dx.doi.org/10.51952/9781447368014.ch005
http://dx.doi.org/10.2105/AJPH.2013.301631
http://dx.doi.org/10.1093/ckj/sfad172
http://dx.doi.org/10.1177/23814683241229987/ASSET/IMAGES/LARGE/10.1177_23814683241229987-FIG4.JPEG
http://dx.doi.org/10.1016/j.zefq.2022.05.009
http://dx.doi.org/10.1016/j.pec.2008.07.018
http://dx.doi.org/10.1016/j.pec.2008.07.018
http://dx.doi.org/10.1016/j.pec.2020.08.009
http://dx.doi.org/10.1016/j.zefq.2011.04.004
http://dx.doi.org/10.1186/S12913-019-4802-X/TABLES/4
http://dx.doi.org/10.1186/S12913-019-4649-1/TABLES/4
http://dx.doi.org/10.1186/S12913-019-4649-1/TABLES/4
http://dx.doi.org/10.1186/1741-7015-8-63/TABLES/3
http://dx.doi.org/10.1186/1748-5908-7-35
http://bmjopen.bmj.com/

	Patient and surgeon perspectives of a large-­scale system for automated, real-­time monitoring and feedback of shared decision-­making integrated into surgical practice: a qualitative study
	Abstract
	Introduction﻿﻿
	Aim

	Methods
	Study context
	Participants, sampling and recruitment
	Patient participants
	Professional participants

	Data collection
	Analysis
	Patient and public involvement

	Results
	Participant characteristics
	Themes identified from interviews
	Acceptability of real-time monitoring of SDM experiences
	Benefits and challenges in identifying SDM deficiencies
	Complexities of SDM measurement
	Challenges of distributed decision making
	Limited inclusivity of real-time monitoring

	Acceptability of real-time feedback and addressing SDM deficiencies
	Balanced and informative feedback
	Approaches to providing feedback to clinical teams
	Approaches to responding to feedback

	Impact of real-time monitoring and feedback
	Perceived impact on patients
	Perceived impact on surgeons
	Perceived impact on departments or the organisation


	Discussion
	Implications for research
	Strengths and limitations of this study
	Clinical implications

	Conclusions
	References


