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Abstract

Objective. To qualitatively explore the broad set of

preferences and attitudes patients have about thyroid

nodules, which influence the decision-making process.

Study Design. A descriptive survey design was administered as

interviews.

Setting. Outpatient thyroid surgery clinic.

Methods. Semistructured interviews were conducted with

20 patients presenting for initial evaluation of thyroid

nodules at a surgeon's office. Probative, open-ended

questions were posed regarding diagnosis, treatment, risk

attitudes, and the decision-making process. Thematic

analysis was used to develop code-transcribed interviews,

and an iterative refinement resulted in underlying

themes.

Results. During the diagnostic process, patients integrated

emotional responses (fear, anxiety, and shock) with

rationale concerns (likelihood of cancer, risk assessment),

and ultimately relied heavily on expert opinion and

recommendation. Contextualization with other personal

or familial health problems served as helpful touchstones

for decision-making. Overtreatment and overdiagnosis

were not commonly discussed. When thinking about

potential therapies, there was a strong bias to action

rather than surveillance among patients. Surgical risk and

the possibility of lifelong medication, however, were strong

motivators for a subset of patients to seek nonsurgical

alternatives.

Conclusion. Patients describe a decision-making process

that incorporates emotional response and rational con-

sideration of risks, contextualized within the personal

experience and physician expertise. The bias for action

and intervention is strong, and most patients strongly

weighted physicians' recommendations. Themes from

this qualitative analysis may serve as the backbone for

future stated preference research pertaining to thyroid

disease.

Keywords

decision-making, patient preferences, preferences, thematic

analysis, thyroid

Received December 13, 2022; accepted January 28, 2023.

Thyroid nodules are a common clinical problem.
Researchers estimate a 2% to 6% prevalence of
thyroid nodules on palpation, with approximately

19% to 35% having nodules visible on ultrasound.1

Decision‐making regarding thyroid nodules is aided by
the Bethesda criteria and American Thyroid
Association guidelines, which help define which lesions
should be biopsied, followed, and/or treated.2–4 Decisions
are made with multiple factors (size, features, patient
factors, etc) taken into account.

Patient preferences should also be assessed for patients
with thyroid nodules. To date, patient preferences
regarding surgical and observational treatment are not
well understood. Incorporating such preferences into
shared decision‐making models is not common in head
and neck surgery,5 but has enormous potential benefit to
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patients. Many patients present with thyroid nodules for
which there are several options available (eg, observation,
biopsy, medication, surgery); such conditions are termed
“preference sensitive,” and decision‐making should
heavily weigh the patient's preference. Incorporation of
the patient perspective is critical to ethical medical
practice, improves decision‐making, and may improve
patient outcomes.6,7 Understanding these preferences
should begin with a qualitative exploration of thyroid
patients' experiences regarding diagnosis and treatment,
which underpins further investigation.

The objective of this research is to qualitatively explore
the broad set of preferences, concerns, and opinions
patients have about thyroid care using structured inter-
views and thematic analysis. A secondary objective is to
develop a list of relevant attributes which are important to
patients for future quantitative stated preference research
into thyroid disease.

Methods

Study Population
This study was approved by the institutional review board
of the Mass General Brigham. We recruited a sample of
English‐ and Spanish‐speaking patients presenting for
evaluation of a thyroid nodule at a specialty otolaryngology
clinic from July to September 2020. Patients were included
regardless of suspected or confirmed histopathology (eg,
papillary thyroid carcinoma, medullary thyroid carcinoma)
or stage of disease (eg, locally advanced disease) to reflect
the heterogeneity of this population. All patients were seen
as referrals from either an endocrinology clinic or a primary
care physician's clinic, during which the thyroid nodule had
been previously discussed. After a discussion of the patient's
condition with the thyroid surgeon, which included
education about the nature of the thyroid nodule and
potential treatments, contact was made in the clinic by the
research assistant informing them of the study. The patient
was contacted 24 to 48 hours later for the interview if they
agreed to participate. In‐person interviews were not used
given contemporaneous restrictions on face‐to‐face interac-
tions during the COVID‐19 pandemic. Patients were limited
to adults (18+) and to patients presenting for initial visits;
established patients and children were excluded. Patients
were selected purposively based on their diagnosis of a
thyroid nodule. Other diagnoses (eg, thyroiditis, hypothyr-
oidism, thyroglossal duct cyst) were excluded. All patients
had discussed options for surveillance, diagnosis, and
treatment, including imaging, fine needle aspiration, and
surgical removal as appropriate with their primary surgeon.
There was no remuneration.

Qualitative Interviews
A semistructured interview guide (Supplemental
Appendix 1 available online) was developed to query
subjects on their experiences with thyroid disease and

their opinions of their care related to this. We used
published guidelines in the field of thematic analysis and
qualitative methods to guide the design of this study.8,9

Open‐ended questions were grouped into several topics
including thought processes regarding diagnosis, treat-
ment options, treatment side effects, and support during
treatment. Specific questions included probed risk appe-
tite and aversion. Additional questions included elicited
additional details and were included at the discretion of
the interviewer to prompt further discussion. Several yes/
no questions were included after the open‐ended ques-
tions quantified the frequency of relevant factors in
decision‐making across patients. Additionally, the 3 risk‐
focused questions from the Jackson Personality Index
assessing personality traits were assessed on a 5‐point
Likert scale.10 We evaluated and refined this guide for
clarity and comprehension through pretesting on a
convenience sample of providers (n = 3) and patients
(n = 2) before final administration.

Interviews were administered by a bilingual (English
and Spanish) researcher to 20 patients. Interviews were
audio‐recorded.

Qualitative Analysis
All audio‐recorded tapes were transcribed verbatim, and the
transcripts were reviewed independently by 2 independent
researchers in accordance with published guidelines for
thematic analysis.8 We used Taguette, an open‐source
software for qualitative data analysis, to catalog the coding
scheme.11 Data were coded in a deliberately exhaustive
fashion and iteratively evaluated for themes regarding the
process of diagnosis and treatment of thyroid nodules. An
inductive strategy was employed to identify themes and
confirm group consensus among the researchers. Themes
were mapped diagrammatically to contextualize the data
and text excerpted from interviews.

Results
Twenty semistructured interviews were conducted with
patients who presented with thyroid nodules. 65% were
female (n = 13), with a median age of 54 (interquartile
range 42‐63). A chart review 3 months later indicated that
70% (n = 14) of patients ended up undergoing surgical
treatment, and 30% (n = 6) did not. The majority of
patients (14/20) indicated that they did not enjoy taking
risks, but only 3/20 disagreed with the statement “Taking
risks does not bother me if the gains involved are high.”
Tables 1 and 2 delineate the topics that emerged from the
thematic analysis, grouped into categories pertaining to
diagnostic and therapeutic options.

Themes Regarding the Diagnosis of Thyroid Nodules
After an iterative review among the authors, several
prominent themes emerged regarding the diagnostic
process for thyroid nodules (Table 1): emotional
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reaction to the news; rational concern about cancer;
a resulting reliance on expertise; and a contextualiza-
tion within past experience. An overview of each
diagnostic theme is presented below, incorporating
both open‐ended (Table 1) and categorical (Figure 1)
responses:

a. Emotional reaction and fear: Many patients noted
that their initial reaction to the discovery of
thyroid nodules was primarily emotional. Fear,
shock, and anxiety predominated: “It was pretty
scary, and I thought I was going to throw up and

pass out at the same time” (patient 8).
Uncertainty also drove these emotions: “I don't
like feeling out of control, not knowing what is
going on” (patient 6). Fifty percent (50%) of
interviewed patients noted that they had a “fear
of not knowing what the nodule is.” While
emotions pertaining to possible cancer (see b.)
were important, there was also an emotional
response to possible treatment modalities. For
example, “I think I would drop if he said ‘you
know you have to get it taken care of immedi-
ately.’ Oh man I would've just defecated right

Table 1. Themes Arising From the Diagnostic Process

Emotional upset and fear Cancer concern Reliance on expertise

Contextualization within past

experience

“It was pretty scary, and I
thought I was going to throw
up and pass out at the
same time.”

“I mean, I was shocked.”
“There's a 1 percent chance
that doing the operation that
they could hit my vocal cords,
and that's, I know its 1 percent
but we have no luck in the
family so, that 1 percent is like
100 percent to me so I, you
know, I get nervous about it.”

“I don't like feeling out of
control, not knowing what is
going on.”

“I think I would drop if he said
‘you know you have to get it
taken care of immediately.’ Oh
man I would've just defecated
right there. It was a nice
comfortable chair too I didn't
want to ruin it.”

“Nervous, nervous cause you
know, I mean, my first thought
is cancer.”

“I am definitely concerned that
it has spread farther than they

admitted to.”
“It was very important to get
this treated right away because
if it was, if its an aggressive

cancer I rather have it treated,
you know, quickly.”

“So at first, I was told it was
not something I needed to
worry about, that we'll just

keep an eye on it, and that was
okay with me until recently

when a new doctor said ‘hmm,
I don't know about the very
smallest of them all, we never
checked it out, let me check it
out’, and then he came back
with 80% malignant and that's

when I freaked out.”
“I thought it was going to be
cancerous and that I was going

to die until I did further
research on my own, but, but

it was scary.”
“I'm probably more interested
in doing periodic review, you
know every 4 months, 6

months and be watching it that
way since the doctor told me

the one nodule that he's
concerned about has about a
30% chance of becoming

cancerous.”
“I try to be careful and we live
in a world filled with all sorts
of perils but I try to take

measures, I try to do the best
choices that I can with diet and
exercise and my environment
so, as far as a risk of cancer I
wouldn't say I'm, I'm not really
worried about it, if it happens
I'll deal with it but it, it is out

there.”

“I've never had a surgery before
so it's just trusting doctors to

take out my thyroid, is a
challenge.”

“I formed a strong opinion from
my doctor's advice. And then

once I was transferred over to a
new doctor those came

with me.”
“It was not a hard decision
because anyway we were

knowing that because when we
consulted a few of the doctors,
my primary care physician here,
she and also my endocrinology
doctor which she, my primary
care physician has referred to,
she also recommended to have it
removed as soon as possible.”
“So, we thought that okay, just
go with the flow and get it

removed so it was not a hard
decision as of now.”

“I absolutely trust [my doctor]
and [my hospital].”

“I felt like I really didn't have
choice, so that, it was kind of
just going down that road.”

“I found out later after talking to
some family members that I found
out that my mother had a thyroid
problem years ago, with nodules,
and they were not cancerous, so I
was kind of like okay maybe I'm
going to follow suit with that, you

know that sort of thing.”
“My father had cancer as well so,
you know, I'm increased chances for
getting any type of cancer at this
point so when they said that I had
nodules it was a little, just, I was

taken back.”
“I'm BRCA2, I'm always going to be
concerned about anything now with

cancer, after what I just went
through with my breast

cancer.””You know they would
obviously take out the thyroid not
that I would jump up and down for
that but, you know, it's not having
my leg amputated so I would not be,

I would be okay with that.”
“[Surveillance is] equal to

screenings for breast cancer.”
“There's [sic] certain cancers that
kind of run in the family, you know
I've had breast cancer, lung cancer
you know things like that so it was
like you know, is this, you know is

this something that's going to
happen to me?”
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Table 2. Themes Regarding Possible Treatment

Bias to action

Metabolic and medication

concerns Surgical complications

Convenience and financial

factors

“Well I did go to see the doctor
and they did ultrasound [and]
CAT scan and they saw it. And I
then had the extractions, the
thyroid needle biopsies, came
back non-cancerous, they said the
follow up was in a year but that's
not cool with me.”

“The doctor said that when he gets
in there they might have to just,
they might just do one half of the
thyroid, and then I said to him, I
said ‘well gee,’ I said ‘does that
mean the nodules on the other
side are going to grow? Freaking
take them all out.””

“I'm the one that asked him to take
the whole thing

out so I could put this behind me.”
“It was not a hard decision because
anyway we were knowing that
because when we consulted a few
of the doctors, my primary care
physician here, she and also my
endocrinology doctor which she,
my primary care physician has
referred to, she also
recommended to have it
removed as soon as possible.”

“I just opted for the surgery
because it got rid of it, you
know, so.”

“I am 100% [decided on surgery]
but sometimes I'm just suddenly
like only, you know, maybe 2%…
If it's only a benign why should I?”

“Nobody wants to not have
their thyroid because you

know you die if you don't take
your medication, so that's
pretty nerve wrecking.”

“I don't want to say it messes
with your metabolism but

your body is kind of thrown
off from it and you have to

figure out how to live
without it.”

“I was very nervous about that
because you know you're

taking something out of your
body that, you know he says
oh you just need a pill and

you'll be fine.”
“The pills are not going to
bother me I take pills, I take
enough pills throughout the
day anyway so one more isn't

going to be a big deal.”
“There is a little bit of a

concern there, to take a pill
every day.”

“Yeah, the only thing with this
concerning now is that about
my sound, how its going to
sound after the surgery, will

there be any impact?”
“Losing your voice –

that's huge.”
“I was significantly concerned
about effects on any vocal cord
damage. As I'm sure it is for
everyone, my voice is very

important for me so anything
that would change that in any
way was really scary, I really
enjoy singing so anything that
could potentially get in the way

of that was very scary.”
“There's a 1 percent chance
that doing the operation that
they could hit my vocal cords,
and that's, I know its 1 percent
but we have no luck in the

family so, that 1 percent is like
100 percent to me.”

“The biggest thing is the
anesthesia and then of course
other things that could go

wrong but with me”
“if we're talking about surgery,
I have some skeptical positions
on that. I had the open heart
surgery and, with all of the

surgery and the medication and
the, it took me a year to get
back. And as a result, I have
some vascular dementia. Not
terribly bad but, so, but, yeah
we have to decide how to treat
it when we're going to treat it
or whether we are just going to
watch it and see what happens.”
“Mostly it's the losing your

voice, that's huge, I like to talk,
we all do, and beyond that
breathing is a big deal.”

“My thyroid nodule is bigger in
size. I was thinking that if I got it
treated way before when it was
not difficult… it would have not
[been] a big scar on my neck.
Because now that it is about
11 centimeters, I believe it will

be a very big scar.”
“I know exactly what the most
important is. Pain. That's my

only issue, ever.”

“They were recommending few
things but I was not following up
with that I was busy with my child
and all those things which were
going on with my work and

all that.”
“I'm a diabetic I go to the doctor's
every three months so I mean you
know if I have to go to another
doctor the same month or

something I'm not that concerned
about it.“

“For me also since I am planning
to hopefully get pregnant within
the next year, earlier would be

important for me.”
“Originally it was the financial

piece. I have some, I have my own
insurance from my work but I also
just got a full time job in May so it

was a little bit of a shock
from that.”

“Coverage by my insurance would
probably be my number one

[concern].”
“I'm probably more interested in
doing periodic review, you know
every 4 months, 6 months and be
watching it that way since the
doctor told me the one nodule
that he's concerned about has

about a 30% chance of becoming
cancerous.”
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there. It was a nice comfortable chair too I didn't
want to ruin it” (patient 4).

b. Cancer concern: Fourteen (70%) patients reported
that they initially were concerned about the risk of
having cancer as evidenced by comments like “I
thought it was going to be cancerous and that I
was going to die until I did further research on my
own” (patient 19) and “I am definitely concerned
that it has spread farther than they admitted to”
(patient 1). One of these patients, however, noted
that the concern for cancer was not all‐consuming:
“I try to be careful and we live in a world filled
with all sorts of perils but I try to take measures, I
try to do the best choices that I can with diet and
exercise and my environment so, as far as a risk of
cancer I wouldn't say I'm, I'm not really worried
about it, if it happens I'll deal with it” (patient 19).
Other patients often couched their feelings in
terms of likelihoods and percentages. For ex-
ample, “I'm probably more interested in doing
periodic review [for the thyroid nodule]…. since
the doctor told me the one nodule that he's
concerned about has about a 30% chance of
becoming cancerous” (patient 17) and “I was told
it was not something I needed to worry about,
that we'll just keep an eye on it… and then [the
testing] came back with 80% malignant and that's
when I freaked out” (patient 16).

c. Reliance on expertise: Amidst the emotions and
rational concerns about malignancy, patients
seemed to rely on—and take comfort in—in
their physicians’ opinions and recommendations,
with 90% of respondents indicating that they
considered their doctor's opinion paramount

(Figure 1). “I formed a strong opinion from
my doctor's advice. And then once I was
transferred over to a new doctor those came
with me” (patient 1). Path dependency resulted
from such recommendations, from which pa-
tients derived significant benefits in the decision‐
making process: “So, we thought that okay, just
go with the flow and get it removed so it was not
a hard decision as of now” (patient 3) and “I felt
like I really didn't have a choice, so that, it was
kind of just going down that road” (patient 8).
Patients generally valued the opinions of their
doctors (primary care, endocrinology, surgery),
but this did not make the process easy for all
patients, with one noting that “I've never had a
surgery before so it's just trusting doctors to take
out my thyroid, is a challenge” (patient 1).

d. Contextualization within past experience:
Routinely, patients noted that their decision‐
making process revolved around either personal
experience or a friend or family member's
experience. Sometimes, this was reassuring, for
example, “My mother had a thyroid problem
years ago, with nodules, and they were not
cancerous, so I was kind of like okay maybe I'm
going to follow suit with that, you know that sort
of thing” (patient 4). Cancer was a significant
touchstone in the contextualization process:
“There's [sic] certain cancers that kind of run
in the family, you know I've had breast cancer,
lung cancer you know things like that so it was
like you know, is this, you know is this something
that's going to happen to me?” (patient 4), and
“I'm BRCA2, I'm always going to be concerned

Figure 1. Factors affecting decision-making, categorical responses (yes/no).
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about anything now with cancer, after what I just
went through with my breast cancer” (patient
18). Similarly, surgical experiences served as
benchmarks for decision‐making, with 50% of
patients responding that the “risk of surgery”
was a significant factor for them. “They would
obviously take out the thyroid. Not that I would
jump up and down for that but, you know, it's
not having my leg amputated so I would not be, I
would be okay with that” (patient 12).

Themes Regarding Treatment and Therapeutic Options
Additional themes regarding treatment options included:
a bias to action; concern for side effects related to thyroid
medication; fear of surgical complications; and factors
related to convenience and finance (eg, hospital stay,
frequency of follow‐up). An overview of each treatment‐
related theme is presented below, incorporating both
open‐ended (Table 2) and categorical (Figure 1)
responses:

a. Bias to action: Most patients demonstrated their
preference to “get it out” even if that led to the
possibility of overtreatment. “The doctor said
that when he gets in there they might have to just,
they might just do one half of the thyroid, and
then I said to him, I said ‘Well gee… Does that
mean the nodules on the other side are going to
grow? Freaking take them all out’” (patient 4).
To many this seemed a simple decision: “I'm the
one that asked him to take the whole thing out so
I could put this behind me” (patient 5), and “I
just opted for the surgery because it got rid of it”
(patient 7). Nonetheless, many had doubts about
the recommended course of action, based on the
possibility of uncertainty: “I am 100% [decided
on surgery] but sometimes I'm just suddenly like
only, you know, maybe 2%… If it's only a benign
why should I?” (patient 1); “I then had the
extractions, the thyroid needle biopsies, [they]
came back non‐cancerous, they said the follow
up was in a year but that's not cool with me”
(patient 2).

b. Metabolic and medication concerns: Apart from
surgical concerns (see c.), concerns about medi-
cations and the hormonal effect of treatment
were repeatedly broached by patients. One noted
“Nobody wants to not have their thyroid because
you know you die if you don't take your
medication, so that's pretty nerve wrecking”
(patient 16), and another noted about hypothyr-
oidism that “I don't want to say it messes with
your metabolism but your body is kind of thrown
off from it and you have to figure out how to live
without it” (patient 18). Some were more
bothered by taking medication than others,

with one patient noting “The pills are not going
to bother me I take pills, I take enough pills
throughout the day anyway so one more isn't
going to be a big deal” (patient 4) while another
patient who was naïve to medication noted that
“There is a little bit of a concern there, to take a
pill every day” (patient 14).

c. Surgical complications: 65% of patients reported
that surgical complications factored into their
decision‐making about their thyroid nodule, and
education about voice change after thyroid
surgery (both from providers and the Internet)
weighed on patients' minds; one patient noted “I
was significantly concerned about effects on any
vocal cord damage. As I'm sure it is for everyone,
my voice is very important for me so anything
that would change that in any way was really
scary, I really enjoy singing so anything that
could potentially get in the way of that was very
scary” (patient 9). Another couched this again in
terms of percentages: “There's a 1% chance that
doing the operation that they could hit my vocal
cords, and that's, I know it's 1% but we have no
luck in the family so, that 1% is like 100% to me”
(patient 4). Concerns were not limited to voice.
Risks related to anesthesia, mental status
changes, pain, and scarring were also noted.
For example, “My thyroid nodule is bigger in
size. I was thinking that if I got it treated way
before when it was not difficult… it would have
not [been] a big scar on my neck. Because now
that it is about 11 centimeters, I believe it will be
a very big scar” (patient 3).

d. Convenience and financial factors: Categorical
responses indicated that cost, hospital stay, and
insurance coverage were of less concern overall
(Figure 1); however, several patients were vocal
about these. Treatment for a likely benign nodule
was delayed in one patient due to these factors:
“They were recommending a few things but I was
not following up with that. I was busy with my
child and… my work” (patient 3). Follow‐up
surveillance was noted to be mildly inconvenient
but also provided reassurance.

Discussion
The present study explored patients' feelings, experiences,
and preferences as they pertain to the diagnosis and
treatment of thyroid nodules. Patients described the
confluence of emotional response with rational considera-
tion of cancer and treatment‐related risks, considering
heavily both past personal experience and input from
physicians. There was a strong bias to action, with the
specter of cancer looming large in patients' minds, but
concomitantly considerations about surgical risks, hor-
monal disruption, and long‐term factors related to
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medication and convenience emerged. Certainly, knowing
these factors can help physicians guide patients, and they
can also serve as touchstones for educational interven-
tions and future quantitative analysis (state preference
research, risk tradeoff assessment) of patient preferences
related to thyroid disease.

These data are illustrative in the context of current
thyroid nodule management. Despite the existence of
guidelines for treatment, there remains a concern in the
medical community about significant overdiagnosis12‐14

and overtreatment.15,16 Our exploration of patient atti-
tudes cannot reveal precisely where this bias toward treat-
ment (both biopsy and surgery) originates, but there are
clear preferences among some patients for an upfront,
surgical approach to remove the risk of cancer growth or
metastasis—even when the diagnosis of cancer is un-
certain. Interestingly no patient herein explicitly men-
tioned overtreatment, although several discussed possible
misdiagnosis. Previous research indicates that providers
are more concerned about overtreatment and overdiag-
nosis than patients, and that using the word “cancer”
prompts patients to want to “get it out.”16 This has been
demonstrated in large stated preference research in the
patients; Nickel et al17 noted that respondents who had a
lesion described as a “cancer” instead of a “lesion” were
significantly more willing to accept lifelong medication
and the need to manage hypocalcemia. Recent studies
have confirmed similar findings regarding such termi-
nology.18 Patient education and the framing of the issue
may therefore be determinants of patient choice.
Converse to the concept of “getting it out,” several
studies indicate that patients who have education about
small, low‐risk papillary thyroid carcinoma choose to
observe, rather than opt for surgery, in approximately
70% of cases.19,20

These seeming contradictions in what patients want,
and the tensions between concern for disease progression
and concern for treatment‐related side effects, suggest
that further large‐scale, quantitative work should be
undertaken. Stated preference methods enable both
elicitations of underlying patient preferences and the
elucidation of the underlying tradeoffs inherent in
complex medical decision‐making.21‐23 These techniques
have previously been used in otolaryngology and thyroid
surgery.17,24‐28 Studies have demonstrated that antith-
yroid drugs for Graves disease were generally preferred by
patients over surgery or radioactive iodine,29 that
significant cosmetic considerations regarding thyroid
surgery should be factored into decision‐making,30 and
that risk of needing a subsequent contralateral hemithyr-
oidectomy for those undergoing unilateral procedures is a
significant driver of decision‐making.31 (Although the
topic of hemithyroidectomy was not explicitly addressed
in our study, the underlying concerns regarding total
vs hemithyroidectomy were explored through discussion
of the need for lifelong medication and the risk of
potential recurrence.) However, such studies typically

describe average preferences across all groups, and there
are clear differences within thyroid nodule patients;
deeper investigation with latent class analysis into the
subgroups and “preference phenotypes” of these patients
would more effectively help physicians make personalized
decisions regarding care. The relevant attributes identified
in our thematic analysis above can assist in this effort.

There are several limitations to this study. While we
achieved a purposive sample, we cannot be sure that we
have represented all possible themes from the entire
population of patients with thyroid disease. Previous studies
have shown, however, that there is thematic saturation in
this group after approximately 18 patients.16 There may be
selection bias in those willing to participate in this survey,
and it is important to note that 70% of respondents ended
up undergoing some sort of surgical treatment (thyroi-
dectomy, lobectomy, completion hemithyroidectomy).
Additionally, the setting of research in a surgical clinic
may have biased responses; although all responses were
confidential and not shared with the treating team, patients
may have changed their responses to appeal to their
physicians’ opinions. Finally, patients present with varying
levels of understanding about their condition and the
potential treatment options. While this makes the included
population heterogeneous, somewhat limiting generaliz-
ability, this heterogeneity is key to capturing a full breadth
of opinions, attitudes, and beliefs regarding care, and reflects
some of the underlying uncertainty and ambiguity of
thyroid nodule management.

Conclusion
In this thematic analysis of patients with thyroid nodules,
patients describe a decision‐making process that incorpo-
rates emotional response and rational consideration of risks,
contextualized within the personal experience and physician
expertise. Patients describe their bias to action and surgical
treatment in terms of the unknown risks pertaining to
cancer, balanced with metabolic and surgical risks.
Ultimately, these findings can help with educational
interventions for both physicians and patients and can serve
as the backbone for future stated preference research.
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