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ABSTRACT

Background: Anaesthesia is crucial in ensuring patient comfort and safety during surgical procedures by
inducing a temporary loss of sensation, memory, and consciousness. However, its multifaceted nature
presents challenges in defining its aims and expected outcomes. This study aimed to establish a
consensus on anaesthesia’s definition and core aims using a structured Delphi process.

Methods: We conducted a modified three-round eDelphi method involving 23 international experts.
Participants engaged in iterative online surveys to refine a consensus definition and aims. Consensus was
predefined as achieving >80% agreement. The process included external expert reviews to enhance
objectivity and validity. Statistical analyses included median, interquartile range (IQR), and agreement
percentages.

Results: The Delphi process resulted in consensus on 49 aims and a refined definition of anaesthesia. The
final definition emphasises safe, effective, individualised, patient-centred, and empathetic care, ensuring
optimal surgical conditions while enhancing patient outcomes. Key aims included preoperative
optimisation, stress and pain reduction, organ function preservation, prompt emergence and recovery,
interdisciplinary teamwork, continuous outcome assessment, and sustainability in anaesthesia
practices. The final agreement rate for the updated definition was 82.6% (median: 10, IQR: 9-10).
Additionally, environmental sustainability was recognised as an integral aim.

Conclusion: The consensus developed in this study provides a structured framework for defining
anaesthesia’s objectives, improving patient-centred care, guiding clinical practice, and fostering
research. By incorporating sustainability and long-term patient outcomes, the consensus supports the
evolution of precision anaesthesia. Future research will validate these defined aims in various
perioperative settings and refine the consensus based on real-world applications.

©2025 The Author(s). Published by Elsevier Masson SAS on behalf of Société Francaise d’Anesthésie et de

Réanimation (SFAR). This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

Anaesthesia is pivotal in ensuring patient comfort and safety
during surgical procedures. It encompasses a broad spectrum of
medical interventions designed to induce temporary loss of
sensation, memory, and consciousness. Ultimately, it promotes
successful procedures and improves surgical outcomes by
facilitating optimal surgical conditions.

However, the multifaceted nature of anaesthesia presents
challenges in defining its aims and outcomes. The goals of
anaesthesia encompass pain relief, lack of awareness or sensation,
physiological stability, control of surgical stress, surgical procedure
facilitation, and a smooth recovery process. Each aim is inter-
connected, requiring a delicate balance of pharmacological agents,
monitoring techniques, and meticulous care. Anaesthesia pro-
viders must navigate the complexities of individual patient
characteristics, diverse surgical procedures, and advancing medi-
cal technologies, making it difficult to establish precise aims and
outcomes. Other crucial aspects further contribute to the
complexity of anaesthetic care. First, there is a risk of losing focus
on patient-centred outcomes and care, mainly when the main onus
lies in the intraoperative phase [1]. Recognising this challenge is
essential to ensure patient-centred care during anaesthesia.
Second, educating staff about the clear and explicit focus of
anaesthetic care can enhance the overall quality of the provided
services. Lastly, the paucity of intermediate and long-term
outcomes underscores the need to explicitly state and emphasise
these outcomes to align them with clinical efforts.

It is important for various stakeholders [2] to establish clear
definitions of anaesthesia’s aims. Precise definitions offer a
framework for anesthesia providers to guide their practice and
set benchmarks for patient care [3]. They enhance communication
among healthcare professionals, fostering a shared understanding
of goals and facilitating interdisciplinary collaboration. Well-
defined aims and outcomes enable the development of standardi-
sed protocols and guidelines, optimising patient safety and the
quality of care [4,5].

There is currently a lack of consensus on providing clinical
outcome data [6-8] in anaesthesia. Although core outcome sets
relevant to research [2] or specific sub-populations [9-11] have
been published, no core aims have been developed for patient-
centred anaesthesia. This manuscript seeks to establish a consen-
sus on the definition and aims of anaesthesia. The need for a
definition and aims arises from the multifaceted nature of
anaesthesia. The purpose is to advance patient-centred precision
care by providing anaesthesia clinicians with recommendations for
improved perioperative outcomes. With this work, we report
eDelphi Group results to define anaesthesia and identify the aims
of fundamental importance to anaesthesia care providers.

Materials and methods
Ethics

This study followed the World Medical Association Declaration
of Helsinki Ethical Principles for Medical Research Involving
Human Subjects [12] and complied with the Swiss Human
Research Act. The Cantonal Ethics Committee of Bern (KEK Bern)
waived the need for ethics approval (BASEC-number: Req-2023-
00845). All participants gave their consent to participate. A cover
letter explaining the purpose of each round accompanied all
questionnaires. We followed the Guidance on Conducting and
Reporting Delphi Studies (CREDES) [13]. While preparing this
work, the authors used ChatGPT 4.0 and Grammarly (Grammarly,
Inc., San Francisco, CA, USA) to improve readability. After using
these services, the authors reviewed and edited the content as
needed and take full responsibility for the publication’s content.

Study design and setting

We used a modified three-round Delphi technique to establish a
definition of the aims of anaesthesia [14,15]. We used the Delphi
technique because it enables stakeholders to work remotely with
various target group representatives [16,17] and allows opinions from
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a broad range of experts to be consolidated into a manageable number
of precise statements [14]. This technique defines “pooled intelli-
gence” as the capture of the collective opinion of stakeholders [18].
Briefly described, stakeholders answer questionnaires in rounds, after
which an external facilitator summarises the forecasts [14,15]. This
way, stakeholders can revise their former answers in light of the result
that the group will converge towards a “consensus” [19].

Procedure

The eDelphi Working Group met in Potsdam, Germany, on
February 2nd and 3rd, 2023, to identify research priorities. During
this meeting, a collaborative group of diverse international experts
from different anaesthesia subdisciplines was tasked with
developing consensus-based recommendations for anaesthesia
definitions and aims.

The Aims of Anaesthesia (AoA) process was based on an
established modified Delphi process already successfully used in
the Acute Dialysis Quality Initiative (ADQI) conferences [20],
including the following iterative steps: (1) building consensus
around the most critical questions related to the topic, (2) a
literature review of the topic raised by each question, and (3)
sequential steps of content development and refinement until an
agreement is achieved and a consensus document is created. After
the initial meeting, a literature search was conducted in Medline
based on predefined questions and previously published literature
[2,21]. Upon the conclusion of the preliminary search phase, a
comprehensive compilation of aims, along with their respective
conceptual clarifications, was synthesised. The synthesis involved
combining and organising the search results into well-defined
thematic dimensions. The final step of content development and
consensus refinement involved a three-round, stepwise Delphi
consensus process that took place online. Finally, plenary group
members voted to signal formal agreement or disagreement with
the final statements/recommendations.

Study participants

The consensus meeting participants were recruited based on
their expertise in perioperative medicine (Appendix 1, List of
Experts). We aimed to include 25 stakeholders as participants
[22,23]. A set of 30 invitations to stakeholders was sent out to
obtain sufficient participants in addition to the experts attending
the meeting. The process of selecting collaborators was carried out
systematically and with careful consideration. Anaesthesiologists
were identified based on their involvement in executing,
researching, or imparting education in anaesthesia. They were
chosen based on their role in shaping how patients are treated and
their impact on discussions in local and global settings. The
geographic dispersion was purported to encapsulate a diverse
spectrum of ethnodemographic backgrounds, thus reflecting
different theoretical orientations and clinical practices.

Data collection and management

We followed a modified eDelphi technique [15]. In the first
round, all participating stakeholders were invited by email to
answer the questionnaire. Ten days after the first invitation, they
received a second e-mail reminder. All stakeholders participating
in round 1 were invited via email to the following online rounds.

The response formats for rounds 1 and 2 were a 10-point Likert
scale (strongly disagree = 1 to strongly agree = 10). After the first
and second rounds, we calculated the median and Interquartile
Range [IQR] for each statement and percentage of agreement by
adding points 9 and 10 and checking their proportionate part of the
total answers for each given question.
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Although a uniform set of guidelines and unanimous agreement
for Delphi studies is absent in the existing literature, most Delphi
studies characterise consensus as a specific percentage of
participants agreeing on a certain statement. In this study, a
consensus was predefined as having >80% agreement, denoting
that a minimum of 80% of participants needed to categorise their
stance as Strongly Agree (9 or 10) on a ten-point Likert scale. This
threshold used was deemed most appropriate considering that
consensus thresholds are typically set at >70%, >75%, or >80%
agreement, with >80% representing a very rigorous level of
agreement [24]. Items with agreement and consensus were added
to the final list. Items with disagreement (less than 50% agreement)
were immediately excluded.

After completing each round, the facilitator (JBE) read all the
comments, edited and merged similar answers, and grouped them
into categories to organise the following round questionnaire. BCM
double-checked the results. After each round, stakeholders were
given the median ratings from the previous findings and levels of
agreement for each statement. All items without consensus had to
be re-rated. Items included in the questionnaire were again re-
piloted, and final edits were made based on the received feedback.
In round 3, participants could only answer “yes” or “no”, deciding
whether the remaining items should be included in the final aims
list. Items with 80% or more of stakeholder agreement were
accepted, and the remaining were discarded. The pre-final list was
sent again to all stakeholders for comment and/or approval
(flowchart illustrating all rounds; Fig. 1).

To ensure a high-quality survey instrument, all rounds of
questionnaires were developed iteratively through consultation
and feedback. The online version was pilot-tested with two
steering committee stakeholders (BCM and FR) and one native
English speaker (CS) to affirm the comprehensibility of the
questionnaire and the usefulness of the response options. At the
end of round 3, a final item list and an updated definition were
developed. The final version was then distributed to all members
who were required to reply to or otherwise support the final
document. Some minor changes were made according to the
consensus at this final stage. In addition, an external review of the
Delphi findings was conducted to ensure impartial evaluation and
validation of the consensus-building process. This external
scrutiny aimed to enhance the credibility and robustness of the
study outcomes by obtaining independent expert perspectives on
the panel’s deliberations and resultant conclusions. The engage-
ment of external reviewers, who were not directly involved in the
Delphi rounds, introduced an additional layer of objectivity and
critical appraisal to the consensus achieved. This rigorous external
assessment contributed to the overall validity and robustness of
the study’s consensus outcomes. In the end, all recommendations
were unanimously approved unless stated otherwise.

Data handling

Each questionnaire result was descriptively analysed. Data
from the consecutive rounds were stored in Google Forms®,
password-protected, and only accessible to the facilitator (JBE).

Statistical analysis

Descriptive statistics were used to analyse the responses across
all three Delphi rounds. The median and interquartile range (IQR)
were calculated for each statement to determine the participants’
degree of agreement and variability. The percentage of consensus
for each statement was determined by calculating the proportion
of participants rating the statement as 9 or 10 on the Likert scale
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Fig. 1. Study Flowchart.

(strong agreement). In round 3, the percentage of “yes” votes was
calculated for each statement. All statistical analyses were
conducted using IBM SPSS Statistics Version 27 (IBM Corp,
Armonk, NY, USA). Results were reported with medians, IQRs,
and consensus percentages for transparency.

Results
Data were collected between May and July 2023. Round 1 took

15 days and enrolled 23 participants. Round 2 took 17 days, and
round 3 took 5 days. There were no dropouts after enrollment.

First proposal list of aims and definition of anaesthesia

After the Potsdam meeting and literature review, we proposed
an initial definition and 44 aims of anaesthesia (shown in Table S1,
Delphi Round 1 results). All of these were organised into a
framework based on six domains. These domains were listed as
preoperative (n =7, 16%), intraoperative (n =12, 27%), and
postoperative (n = 8, 18%) aims. In addition, there were anaesthe-
sia aims at hospital discharge (n =7, 16%), long-term outcomes
(n = 6, 14%), patient-centeredness (n = 2, 5%), and environmental
impact of anaesthesia (n = 2, 5%).
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The initial proposed definition of the Aims of Anaesthesia was:
The aim of Anaesthesia is to provide exceptional patient care (1)
through safe and effective administration of the anaesthetic
procedure (2) while ensuring optimal surgical conditions (3). This
involves minimising stress and anxiety (4), maximising comfort (5)
and cognitive function (6), ensuring prompt awakening (7) and
recovery (8), reducing adverse events (9), and facilitating early
discharge (10). The general perioperative approach and commu-
nication are patient-centred (11). The basis for exceptional patient
care (12) will be achieved through teamwork (13) and effort for
efficiency (14) in a sustainable fashion (15).

First Delphi round results

The response rate was 100% (n = 23 participants). The median
and percentage of agreement for each item are shown in Table S1
(Delphi Round 1 Results). Sixteen items (36%) were accepted as
consensual.

The overall agreement for round 1 was 72.8%. Overall
agreement for each dimension was as follows: preoperative:
77.9% (items with consensus 3/7, 42%), intraoperative: 76.4%
(items with consensus 7/12, 58%), postoperative: 67.2% (no items
with consensus 0/8, 0%), at hospital discharge: 72.0% (items with
consensus 2/7, 29%), long-term outcomes: 69.4% (items with
consensus 2/6, 33%), patient-centeredness: 85.4% (items with
consensus 2/2, 100%), and environmental impact: 56.3% (items
with consensus 0/2, 0%). No items were excluded. Twenty-eight
(64%) items showed disagreement and were taken up in round 2,
along with nine new aims added by stakeholder suggestions.

Second round results

The response rate was 100%. The median and percentage of
agreement for each item are shown in Table S2 (Delphi Round
2 results). Twenty-five items (68%) were accepted as consensual.

The overall agreement for round 2 was 82-6%. Overall
agreement for each dimension was as follows: preoperative:
88% (items with consensus 4/4, 100%), intraoperative: 75-3% (items
with consensus 2/6, 33%), postoperative: 84.3% (items with
consensus 5/8, 62-5%), at hospital discharge: 86-1% (items with
consensus 5/5, 100%), long-term outcomes: 82-6% (items with
consensus 2/4, 50%), patient-centeredness: 87% (items with
consensus 4/5, 80%), and environmental impact: 84.3% (items
with consensus 3/4, 75%). One new item, classified as the
dimension “economy”, was excluded. Eleven (30%) items showed
disagreement and were taken up in round 3, along with two new
aims added by stakeholder suggestions. The overall agreement
with the updated definition of anaesthesia was 87-0%, M:9, IQR
[9,10].

We also updated the definition of the Aims of Anaesthesia,
which read: “The aim of anaesthesia, following a shared-decision
making process (0), is to provide state-of-the-art (1), safe (2), and
effective (3) individualised (4), patient-centred (5) empathetic care
(6). Its focus is on maintaining or enhancing patient outcomes (7)
while ensuring optimal conditions for surgery and other pro-
cedures (8), executed sustainably and efficiently (9). This involves
preoperative optimisation (10), minimising stress (11), anxiety
(12), and pain (13), maximising comfort (14), and preserving or
enhancing organ function (15), inclusive of brain and cognitive
function (16). The goal encompasses prompt emergence (17) and
recovery (18), and fostering an environment conducive to
facilitating a timely discharge (19). Outstanding patient care
(20) is accomplished through effective teamwork (21), continuous
and systematic review with learning from outcomes (22),
adherence to sustainable healthcare practices (23), and the
promotion of both clinical and economic efficiency (24).”
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Third round results

All twenty-three stakeholders assessed the remaining thirteen
items for inclusion in the final document. All items with an 80% or
more agreement were selected for the final listing. This round
reached a consensus for eight items (62%). Overall agreement was
76-2%. Table S3 (Delphi Round 3 results) shows all included items
during this round. After merging redundant items, we had 49 items
to be included in the Aims of Anaesthesia (Table 1).

Final updated definition of the Aims of Anaesthesia

After the three Delphi rounds, the final definition reads: The aim
of anaesthesia, following a shared and supported decision-making
process, is to provide state-of-the-art, safe, effective, individual-
ised, patient-centred, empathetic care. Its focus is on maintaining
or enhancing patient outcomes while ensuring optimal conditions
for surgery and other procedures, executed in a sustainable and
efficient manner, M: 10, IQR [9,10], Agreement 82-6%.

This involves preoperative optimisation (10), minimising stress
(11), anxiety (12), and pain (13), maximising comfort (14), and
preserving or enhancing organ function (15), inclusive of brain and
cognitive function (16). The goal encompasses prompt emergence
(17) and recovery (18), and fostering an environment conducive to
facilitating a timely discharge (19) and ongoing recovery.
Outstanding patient care (20) is accomplished through effective,
interdisciplinary teamwork (21), a continuous and systematic
review with learning from outcomes (22), adherence to sustain-
able healthcare practices (23), and the promotion of both clinical
and economic efficiency (24), M: 9, IQR [9,10], Agreement 87.0%]

External review

We used NASA’s recommendation [14] to have our results
externally reviewed upon completion of data handling. Five
anaesthesiology and surgical experts (MW, LFF, CMS, DS, and IG)
were selected as external reviewers to briefly comment on the
validity and usefulness of our methodology and results. The
selection process involved identifying individuals with extensive
expertise in anesthesiology and surgery, ensuring a diverse range
of experiences and perspectives. The criteria for selection included
a track record of scholarly contributions, experience in clinical
practice, and expertise in research methodology relevant to the
study. These external reviewers evaluated the methodology, data
handling, and validity of the study findings while also assessing
their practical usefulness in the fields of anaesthesiology and
surgery. Their analysis encompassed comparisons of the definition
and list of aims with existing research, interpretation, clarity,
ethical considerations, and recommendations for future research,
all contributing to the overall quality and impact of the study.

Discussion

The Delphi process resulted in developing a comprehensive list
of 49 anaesthesia aims, categorised into seven domains: preoper-
ative, intraoperative, postoperative, at-hospital discharge, long-
term outcomes, patient-centeredness, and environmental impact.
The Delphi process achieved consensus on many aims (16 in Round
1 and 25 in Round 2). Eight additional aims were included in the
final document, highlighting the approach’s success in generating
clear and agreed-upon objectives.

The active inclusion of anxiety, stress, and well-being as
parameters in the aims and definition of anaesthesia underscores
the paramount importance of patient-centred care and a holistic
view of the quality of life after anaesthesia [25]. By acknowledging
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Table 1
Aims of anaesthesia as per delphi consensus.
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Preoperative PRE1 To minimize stress and anxiety
PRE2 To maximize patient comfort and wellbeing
PRE3 To reduce thirst, fluid fasting times and dehydration
PRE4 To establish baseline values for patient-reported outcomes
PRE5 To protect cognitive functions and avoid postoperative delirium
PRE6 To prevent pain and optimize patient reported outcomes (PROs)
PRE7 To identify frail and other high-risk patients and focus on their outcomes
Intraoperative INT1 To provide optimal surgical conditions
INT2 To maintain homeostasis
INT3 To avoid unnecessary harm
INT4 To provide anaesthesia so that surgery can occur
INT5 To deliver sufficient analgesia/nociception
INT6 To prevent postoperative nausea and vomiting (PONV)
INT7 To provide a sufficient level of sedation/anaesthesia and to avoid oversedation
INT8 To maintain normothermia, normovolaemia and targeted and stable hemodynamic management
INT10 The absence of intra-operative complications due to anaesthesia
INT11 The absence of intra-operative adverse effects of drugs
INT12 To avoid unexpected admission to high-dependency unit (HDU) / intensive care unit (ICU) due to anaesthesia
Postoperative POS1 To ensure prompt emergence and recovery of the patient
POS2 To provide early postoperative care in a safe environment (well-designed post-anaesthesia care unit [PACU]) with hemodynamic,
respiratory and cognitive monitoring, and pain management
POS3 To ensure comfort after the surgical procedure
POS4 To assure adequate pain control after the surgical procedure
POS5 To avoid airway discomfort after surgery
POS7 To ensure patient satisfaction with the in-hospital experience
POS8 To assess the patient’s wellbeing after anaesthesia
At hospital discharge DIS1 The patient can be discharged from the hospital in a timely fashion
DIS2 To avoid postoperative complications that might delay recovery
DIS3 To avoid organ failure after surgery
DIS4 To avoid postoperative delirium
DIS5 To avoid cognition dysfunction
DIS6 To achieve high patient satisfaction
DIS7 To assess the patient’s wellbeing at discharge
Long-Term outcomes LTO1 To assess the patient’s wellbeing after discharge
LTO2 To (at least) maintain the patient’s quality of life
LTO4 To restore the patient’s previous physical activity/functional capacity
LTO5 To avoid postoperative complications that might cause permanent disability
LTO6 To avoid long-term cognition disturbances
LTO7 To avoid chronification of pain
Patient-Centeredness PC1 To have an individualized approach
PC2 To have a safe approach
PC3 To work in partnership with your patient and coordinate with other specialties to the benefit and safety of the patient
PC4 To ensure that anaesthesia is provided by appropriately trained healthcare professionals
PC5 To balance the complexities of the requirements of the surgery/diagnostic procedure with those of safe anaesthetic care.
PC6 To reduce the negative effects of anaesthesia on the patient
PC7 To work in collaboration with other perioperative specialties and the multidisciplinary team to the benefit of the patient
Sustainability SUS1 To practice anaesthesia in an environmentally sustainable way
SuUS2 To have a low environmental footprint
SuUS3 To provide a system for the safe and environmentally responsible disposal of anaesthetic gases and other medications
Sus4 To have knowledge about the environmental footprint of intravenous and inhalational anaesthetic agents

Preoperative (PRE): Aims related to the period before surgery, focusing on patient preparation and well-being; Intraoperative (INT): Aims pertaining to the surgical procedure
itself, emphasising the safe and effective administration of anaesthesia; Postoperative (POS): Aims for the period immediately following surgery, emphasising patient
comfort, recovery, and monitoring; At Hospital Discharge (DIS): Aims to ensure a smooth patient transition from the hospital and prevent complications; Long-Term
Outcomes (LTO): Aims concerning the patient’s well-being and quality of life beyond the immediate postoperative period; Patient-Centeredness (PC): Aims promoting

personalised, safe, and collaborative anaesthesia care.

Sustainability (SUS): Aims for environmentally responsible anaesthesia practices, minimising the ecological impact of anaesthesia procedures.

and addressing these psychologically essential facets, the consen-
sus statement emphasises a comprehensive approach that extends
beyond the physical aspects of medical interventions and aligns
with other studies [21]. This alignment highlights the multidi-
mensional nature of patient care, requiring effective teamwork,
communication, and shared decision-making to ensure optimal
outcomes [25]. By introducing these elements into the aims and
definition of anaesthesia, this consensus acknowledges the
interconnectedness of physical and psychological well-being
during and after anaesthesia.

Recording baseline values of PROMs emerged as a surprising yet
fundamental aim in anaesthesia research [26]. This practice
enables assessments, benchmarks intervention effectiveness,
and facilitates tailored patient care, ultimately supporting a
patient-centred approach and enhancing anaesthesia practices
[27].

Introducing a novel category, "environmental”, as an aim of
anaesthesia indicates a forward-looking and comprehensive
approach to anaesthesia practice. This addition holds remarkable
importance because it recognises the broader implications of
anaesthetic interventions on the environment and embraces the
imperative for sustainable medical approaches. Viewing environ-
mentally responsible practice as an aim of anaesthesia underscores
the ethical responsibility of healthcare providers to minimise the
ecological footprint of medical procedures, thus fostering a more
sustainable and conscientious healthcare system [28]. Notably,
this category corresponds with the principles outlined in the
Glasgow Declaration on Sustainability in Anaesthesiology and
Intensive Care [29]. By aligning with the principles outlined in the
Glasgow Declaration [29], which emphasises sustainable practices
in anaesthesia and intensive care, the incorporation of environ-
mental impact as an aim of anaesthesia further strengthens the
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commitment of healthcare professionals to holistic well-being,
paving the way toward a future where medical interventions not
only enhance patient recovery but also contribute positively to the
long-term health of both individuals and the planet. The relatively
modest initial agreement on sustainability aims may reflect both a
lack of standardised metrics in this domain and a broader
opportunity to define further and expand this critical area of
anaesthetic practice.

Of note, patient experiences were not considered as explicit
outcomes. The traditional emphasis on objective, measurable
outcomes, alongside the assumption that improving clinical
measures enhances experiences, may have contributed to these
results. However, contemporary healthcare increasingly recogni-
ses the significance of patient-reported experience measures
(PREMs), and the research group is committed to addressing the
patients’ perspectives in future studies.

The comprehensive application of the Delphi process success-
fully culminated in the development of a consensus-based, well-
defined, and patient-centred definition of anaesthesia. This
achievement represents a significant stride toward enhancing
clarity and precision within the field of anaesthesia. The robustness
of this definition hinges on its emphasis on preserving physiologi-
cal equilibrium, ensuring patient comfort, establishing optimal
surgical conditions, and promoting a smooth recovery. By
encapsulating these core dimensions, the goals of anaesthesia
become more explicit, empowering anaesthesia providers to
implement measures for patient-centric care effectively. More-
over, recognising the vital link between anaesthesia and post-
surgery quality of life in the years that follow, this definition serves
as a foundation for improving long-term patient outcomes and
overall well-being.

In addition, these clear and transparent anaesthesia objectives
can serve as fundamental stepping stones towards realising
precision, patient-centric anaesthesia care. Precision anaesthesia
aims to provide the right anaesthetic, in the right dose, at the right
time, and to the right patient [30]. The present definition of
anaesthesia’s aims can accelerate the evolution of precision
anaesthesia care. By tailoring anaesthetic interventions to
individual patient needs and optimising outcomes, precision
anaesthesia strives to improve clinical outcomes while minimising
side effects.

Finally, the eDelphi technique has proven effective in aligning
the results with the aim of anaesthesia. By leveraging expert
opinions and fostering consensus within a panel of anaesthesia
professionals, the Delphi method ensures the validity and
reliability of the findings. The anonymous nature of the process
allows for unbiased contributions, further enhancing the quality of
the results. This alignment with the aim of anaesthesia reinforces
the importance of the defined aims and their potential impact on
patient care and outcomes. Clear aim definitions are paramount for
all stakeholders involved in the anaesthetic act. Patients benefit
from enhanced comprehension and expectations, leading to
patient-centred care. Surgeons gain valuable insights for intraop-
erative decision-making, potentially optimising surgical outcomes.
Hospital administrators can efficiently allocate resources and
ensure quality control with clear aims. Moreover, periodic updates
to aim definitions align anaesthesia practices with evolving
techniques and interventions, enabling precision care.

While the study has made significant progress in defining the
aims of anaesthesia, limitations should also be acknowledged. The
reliance on expert opinions inherent to all Delphi processes might
introduce bias, even with a diverse panel of international experts.
Additionally, it's essential to consider that the generalizability of
these findings to settings with fewer available resources may be
restricted, given the primary focus on anaesthesia within contexts
characterised by more abundant resources. Future research should
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address these limitations to ensure the relevance and inclusivity of
the defined aims and remaining stakeholders relevant to
anaesthesia practice.

Moving forward, the AoA project seeks to implement and
validate the defined aims across a range of perioperative clinical
settings and stakeholders, including patients, surgeons, and c-suite
stakeholders. The AoA project seeks to present these findings at
professional conferences, develop objective measures for the
highest-priority aims, and actively collaborate with key anaesthe-
siology societies to broaden the discussion and support imple-
mentation at local and international levels. However, assessing the
applicability and relevance of these current aims in real-world
practice will serve as a foundation for their effective implementa-
tion and influence. This work can provide valuable insights, and the
broader implementation of these aims should be considered a
collaborative effort. Future work should aim to prioritise and refine
the most impactful aims within each domain, allowing for a more
focused and practical implementation of the AoA framework
across diverse clinical contexts. Therefore, the next logical step is
to view this manuscript as a starting point for discussions and
establishing partnerships, such as research groups.

Finally, the study’s methodology, employing the Delphi process,
could serve as a blueprint for other healthcare domains seeking to
define clear aims that enhance practice. By establishing a robust
and evidence-based framework, anaesthesia providers can ad-
vance precision anaesthesia care, ultimately improving patient
outcomes and safety.
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