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Introduction: Theoretical models of health behavior are important guides for 
disease prevention and detection, treatment and rehabilitation, and promotion 
and maintenance of physical and mental health, but there are no intervention 
studies related to differentiated thyroid cancer (DTC) that use theoretical 
models of health as a guide. In this study, we used a microblogging platform as 
an intervention vehicle and mobile patient-doctor interactive health education 
as a means of intervention, with the aim of improving the health behaviors of 
DTC patients as well as the corresponding clinical outcomes.

Methods: This research project is a quantitative methodological study, and the 
trial will be a single-blind, single-center randomized controlled trial conducted 
at the Fourth Hospital of Harbin Medical University in Harbin, Heilongjiang 
Province. The study subjects are patients over 18  years of age with differentiated 
thyroid cancer who were given radioactive iodine-131 therapy as well as 
endocrine therapy after radical surgery for thyroid cancer. The intervention 
group will receive MTM-mhealth, and the realization of health education will 
rely on the smart terminal WeChat platform. Routine discharge education will 
be given to the control group at discharge. The primary outcome will be change 
in thyroid-stimulating hormone (TSH) from baseline and at 3 and 6  months of 
follow-up, and secondary outcomes will include change in self-management 
behavior, social cognitive and psychological, and metabolic control.

Discussion: This study will explore a feasible mHealth intervention program 
applied to a population of DTC patients using the Multi-theory model of health 
behavior change (MTM) as a guide, with the aim of evaluating the MTM-based 
intervention program for clinical outcome improvement in DTC patients, as 
well as determining the effectiveness of the MTM-based intervention program 
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in improving self-management skills in DTC patients. The results of this study 
will indicate the feasibility as well as the effectiveness of the application of 
health theoretical modeling combined with mHealth applications in disease 
prognostic health management models, and provide policy recommendations 
and technological translations for the development of mobility-based health 
management applications in the field of health management.
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1 Introduction

Thyroid cancer can be divided into differentiated thyroid cancer 
and undifferentiated thyroid cancer according to tissue classification, 
in which differentiated thyroid cancer (DTC) develops in more than 
90% of patients (1, 2), and the global incidence of thyroid cancer 
increased by about 20% from 1990 to 2013 (3). According to the 
Annual Report of China Tumor Registry, the incidence of thyroid 
cancer in China has continued to increase from 2008 to 2018, and the 
incidence is likely to continue to rise in the foreseeable future (4). 
Wiltshire et al. conducted a systematic review of studies in Europe, 
North America, Asia, Oceania, and South America, confirming that 
the overall incidence of thyroid cancer has continued to increase 
globally (5).

Surgical resection is the standard of care for most patients with 
DTC. In particular, low-risk patients with highly differentiated thyroid 
cancer can be treated with surgical resection only, without the need 
for excessive radiation therapy (6–8), whereas patients with high-risk 
features require thyroid-stimulating hormone (TSH) suppression and 
radioactive iodine therapy (RAI) in conjunction with each other (9, 
10).DTC is a TSH-dependent tumor, and TSH is able to stimulate the 
expression of TSH receptors in normal thyroid cells and DTC cells, 
leading to abnormal proliferation of normal thyroid tissue and 
cancerous tissue that may remain, increasing the likelihood of 
recurrence (11–13). Therefore, TSH suppression therapy plays a 
crucial role in postoperative DTC, particularly for patients undergoing 
total or near-total resection. These patients require thyroid hormone 
supplementation to lower TSH levels after surgery, not only to 
compensate for hormone deficiencies but also to impede the growth 
of DTC cells and prevent recurrence (14–17). Consequently, the 
continuous self-management of DTC patients, guided by medical 
professionals, becomes pivotal for effective TSH suppression therapy. 
Unfortunately, the existing postoperative care measures are 
insufficient, leading to various disease-specific health issues following 
initial treatment (18–20). Thus, it is imperative to adopt more 
innovative and effective approaches to enhance the prevention and 
treatment of differentiated thyroid cancer, ultimately improving 
prognosis and reducing the risk of recurrence.

With the advancement of medical technology, there is an 
increasing demand for personalized and precise disease management 
in patients with thyroid tumors. Studies have shown that fatigue and 
insomnia are two of the most common symptoms in DTC patients, 
for whom self-monitoring of serum TSH levels should be proactive in 
order to achieve a favorable prognosis (21, 22). The definition of self-
management is for patients to take on the task of managing their own 

health (9, 23). This self-management by patients by rationalizing their 
exercise, diet, routine and taking medication in a self-disciplined 
manner is one way to address this need and may have a crucial role in 
improving the cure rate of patients with differentiated thyroid cancer.

The development of mobile technology has led to the gradual 
popularization of social software such as WeChat, where 
communication between patients and physicians can be shifted from 
offline to online, in addition, the World Health Organization has 
called for the expansion of the use of digital technology to improve 
health support for patients, which have effectively contributed to the 
development of mobile health (mHealth) (24–28). As a result, 
mHealth is widely used by a large number of healthcare entities and 
plays an important role in the prevention and treatment of chronic 
diseases such as hypertension, diabetes, asthma, and postoperative 
rehabilitation of the heart and lungs and can save up to seven billion 
dollars in budgets annually (29, 30). The use of cell phones and 
mHealth apps continues to proliferate, with an increasing number of 
healthcare professionals, young and highly educated patients, and the 
general public using health apps (31–34). Evidence suggests that the 
use of mHealth apps can play an important role in patient education, 
disease self-management, remote monitoring of patients, and 
improvement of quality of life (35–37). For example, LianHong Wang 
et al. demonstrated that the Transtheoretical Model (TTM)-based 
mHealth apps can reduce body mass index and other physiological 
indicators in patients with polycystic syndrome, and improve the 
exercise and dietary adherence of polycystic syndrome patients in the 
long term (31–34). syndrome patients’ exercise and diet adherence 
(38). Basch et al. found that a convenient electronic system for cancer 
patients to query symptom outcomes could lead to early detection of 
symptoms and prompt clinicians to intervene (39). Therefore, 
we believe that mHealth intervention models can be well suited to the 
postoperative self-management environment for patients with 
differentiated thyroid cancer, which effectively reduces the stress on 
healthcare providers and improves patient recovery (40), and reduces 
patients’ fear of recurrence (41). In public health research, many 
interventions have helped to improve patients’ self-management level, 
but there is no study that uses the health theory behavior model as a 
guide to intervene in the self-health management level of differentiated 
thyroid cancer patients after surgery. In this study, we will use the 
WeChat platform as an intervention vehicle for mobile health 
interventions for DTC patients, with the aim of improving the health 
behaviors of DTC patients and the corresponding clinical outcomes.

Health behaviors are positive actions taken by individuals to 
prevent disease and maintain their own health, which include changing 
health-hazardous lifestyles, reducing or stopping health-risk behaviors 
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(e.g., smoking, alcohol abuse, poor diet, and unprotected sexual 
behavior, etc.), adopting positive health behaviors (e.g., regular 
exercise, regular medical checkups, etc.), and complying with medical 
advice (42, 43). Theoretical models of health behaviors are important 
for disease prevention and detection, treatment and rehabilitation, and 
the promotion and maintenance of physical and mental health, but no 
intervention studies related to DTC have used theoretical models of 
health as a guide. Therefore, we  aimed to evaluate a mHealth 
intervention study based on the Multi-theory model of health behavior 
change (MTM) (44–46) in anticipation of improving self-management 
in postoperative patients with differentiated thyroid cancer. The MTM 
divides behavioral change into two components: (1) initiation of 
behavior change (2) maintenance of behavior change. The initiation of 
behavior change is influenced by three factors: Participatory Dialog 
(PD), Behavioral Confidence (BC), and Changes in Physical 
Environment (CPE). The maintenance of behavioral change is 
influenced by three factors: Emotional Transformation (ET), Practice 
for Change (PC) and Changes in Social Environment (CSE) (Figure 1). 
Its role as a fourth-generation theoretical model used for health 
education (47–49) has been demonstrated to play an important role in 
health behavior change, such as smoking cessation (50), promotion of 
human papilloma virus (HPV) vaccination behaviors (51), and 
promotion of physical activity practice (47, 52). However, the 
application of MTM in the field of differentiated thyroid cancer is still 
in the exploratory stage, with fewer theoretical studies and applications.

In summary, given the great potential of health intervention 
models guided by the health behavior theory model for prognostic 
improvement in health care for a wide range of diseases, this study 
aims to MTM model to construct a health education intervention 
model for patients with DTC, and to provide a clinical rationale for 
mobile health intervention to assist in treatment plans related to 
prognostic rehabilitation of oncology patients by means of mobile 
patient-doctor interactive health education as a means of intervention.

Specific objectives are

 1 To evaluate the impact of the Multi-theory model of health 
behavior change (MTM) interventions on clinical outcomes in 
patients with DTC.

 2 To determine the effectiveness of the MTM-based intervention 
program in improving self-management skills of DTC patients.

2 Methods

2.1 Study design

The study will be conducted from March 2023 to March 2024 using 
a quantitative methodology study with a measurement protocol that 
utilizes clinical reagent tests as well as internationally accepted scales to 

FIGURE 1

Schematic diagram of a multi-theoretical model of health behavior change.
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effectively ensure the objectivity of the trial. The quantitative investigation 
will be conducted as a randomized controlled trial in a hospital-based 
patient population compared to a routine education control group to 
compare the effectiveness of the MTM-based intervention program in 
patients’ TSH control and self-management behaviors (e.g., medication 
use, diet). The intervention group will receive the MTM-mHealth model 
intervention and the control group will receive usual care. The 
intervention will last for 3 months. Questionnaires and physical 
examinations will be conducted at baseline and at 3 and 6 months of 
follow-up to check for changes in self-management behaviors and TSH 
control. The flow chart of the study is shown in Figure 2 and Table 1.

2.1.1 Study setting and randomization
This research project is a single-blind, single-center randomized 

controlled trial to be conducted at the Fourth Hospital of Harbin 

Medical University in Harbin, Heilongjiang Province, China. The 
study population is patients with differentiated thyroid cancer. 
Convenience sampling of patients with differentiated thyroid cancer 
was performed. Given that the proposed patient population is 
socially dispersed cancer patients, the patients coming to the 
hospital are far from meeting the trial needs of the minimum study 
sample size at one time, so the patients will be recruited in the form 
of consecutive enrollment, and the researcher will recruit the 
patients who have high adherence to the treatment when they come 
to the hospital on the same day. A random integer will be generated 
by the EXCEL function RANDBETWEEN for each patient registered 
on that day.

Given that the total number of patients registered at the hospital 
on the daily visit may be odd or even, in order to ensure the complete 
realization of randomized allocation, if the total number of registered 

FIGURE 2

Flow chart of patient recruitment and study implementation.
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patients on the day is even, we will use the random integer of two 
patients as a combination of numbers, and the groups will 
be compared, and divided into different groups according to the size 
of the corresponding random number (large, intervention group, 
small, control group); if the total number of registered patients on the 
day is odd, after removing the even pairs of patients, the remaining 
individual patients are judged by the parity attribute of their random 
numbers (odd, intervention group, even, control group), thus 
achieving randomized allocation.

2.2 Study participants

Participants in this study are consecutive patients admitted to the 
Fourth Hospital of Harbin Medical University in Harbin, Heilongjiang 
Province, China from March 2023 to March 2024 with differentiated 
thyroid cancer. We  have begun recruiting study participants from 
March 2023, and each participant will begin the formal trial intervention 
after enrollment in the trial through face-to-face interactions at the 
hospital as well as signing the study informed consent form. Therefore, 
all patients are not recruited or starting the intervention at the same 
time, but will all complete the 3-month intervention cycle.

Inclusion criteria:

 1 Patients are ≥18 years old.
 2 The patients are permanent residents of Heilongjiang Province 

(annual out-of-home time less than 1 month).
 3 The patients all met the relevant diagnostic criteria for thyroid 

cancer in the Guidelines for Diagnosis and Treatment of 
Thyroid Nodules and Differentiated Thyroid Cancer, and 
were diagnosed with differentiated thyroid cancer by 
pathological examination.

 4 Radiation iodine-131 therapy and endocrine therapy were 
given after radical surgery for thyroid cancer.

 5 The patient uses a smartphone on a daily basis and is familiar 
with the general function of WeChat.

 6 The patient voluntarily participates in the study and signs an 
informed consent form.

Exclusion criteria:

 1 The patient has no fixed contact information, no family 
member is responsible for contacting the patient, and it is not 
convenient to contact the patient by phone or WeChat.

 2 The patient is taking any psychotropic drugs.
 3 The patient has mental symptoms such as delirium, slurred 

speech, uncooperative, etc.
 4 The patient has a combination of other serious systemic 

diseases, serious physical impairment and participation in 
other clinical trials.

 5 Pregnant or lactating women.
 6 Other reasons are not suitable to participate in the trial.

2.3 Sample size

This study is a randomized controlled trial, the intervention group 
is the mHealth intervention group and the control group is the usual 
care group, the achievement rate of TSH in the study population is the 
main outcome indicator observed, and the patients’ TSH level control 
﹤0.1 mU/L will be completed to achieve the standard. Based on the 
review of the literature, it is expected that the achievement rate of the 
mHealth intervention group is 90%, and the achievement rate of the 
control group is 60%. Setting bilateral α = 0.05, the degree of certainty 
was 90%. Using the PASS15 software, we obtained a sample size of 
N1 = 39 cases for the treatment group and N2 = 39 cases for the control 
group, and taking into account the loss of visits and refusal of visits by 
20%, the final minimum number of subjects needed for the 
intervention group and the control group was 49 cases each, for a total 
of at least 98 subjects to be included in the study.

2.4 Treatment programs

Patients in both groups will receive administration of iodine 131 
therapy combined with thyroid hormone replacement therapy (53, 
54). Prior to receiving iodine 131 therapy, patients will be required to 

TABLE 1 Timeline for study enrollment, intervention, and evaluation.

Study Period Recruitment Allocation Intervention Follow-up

TIMEPOINT -T1 0 0  M 3  M 6  M

ENROLMENT: eligbility screen √

Informed consent √

Allocation √

INTERVENTIONS: MTM-mHealth

Control

ASSESSMENTS: sociodemographic variables √

Anthropometric variables √ √ √

The MTM theory scale √ √ √

The frequency of iodine-containing diets √ √ √

Medication adherence √ √ √

Social cognition and psychology √ √ √
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undergo a thyroid uptake scan to determine if there is any residual or 
recurrent thyroid cancer (55). Depending on individual circumstances, 
patients are administered iodine 131 between 50 and 200 meters Curie 
(mCi) in a separate isolation room within the hospital. After 
administration, patients are hospitalized in an isolation room for 
3 days to minimize radiation hazards, and are kept away from pregnant 
women and small children, avoiding close contact with other people, 
etc., to ensure safety. After iodine 131 treatment, start to take oral 
levothyroxine sodium tablets on the second natural day, generally the 
initial dose is 50 μg per day, the maximum amount does not exceed 
100 μg, and the maintenance dose is 50–200 μg per day. Four weeks 
later, review the thyroid function index, and according to the results 
of the test, the dose will be maintained or adjusted. Therapeutic target: 
TSH 0.3 ~ 0.5 mU/L, free thyroxine (FT4) 10.3 ~ 25.8 pmol/L, free 
triiodothyronine (FT3) 2.16 ~ 6.78 pmol/L.

2.5 Interventions

The research team formed a multidisciplinary team consisting of 
a thyroid cancer pharmacist, a nursing specialist, a thyroid cancer 
physician, and a public health specialist to discuss and develop the 
intervention program. The control group received routine medical and 
nursing care, and the intervention group received the MTM-based 
mHealth intervention in addition to routine medical care.

2.5.1 Intervention group: online MTM-based 
health education

The intervention group receives MTM-mHealth, and the 
realization of health education will rely on the smart terminal WeChat 
platform. Combined with the chat communication function of 
WeChat, timely communication between physicians and patients will 
be realized, and patients’ concerns will be answered by physicians or 
professional nurses in a timely manner. At the same time, through the 
WeChat platform, physicians or professional nurses can realize timely 
interventions for patients, including daily reminders of medication 
taking, popularization of thyroid cancer-related science, and 
interpretation of cutting-edge research on thyroid cancer.

The intervention group had WeChat group health education, 
online health education lectures, received routine medical care such 
as health education program and medication supervision on the day 
of hospitalization, then received treatment in the outpatient clinic, and 
received intervention in mobile health education after discharge for 
3 months, and the content of the intervention was designed based on 
the theory of MTM, and the flowchart is shown in Figure 2.

2.5.1.1 Participatory dialog (when strengths outweigh 
weaknesses)

Purpose: to motivate patients to start behavioral change, so that 
patients produce initial action self-efficacy.

Measures: Give each patient a copy of the booklet “Health 
Education for Thyroid Cancer Patients.” While distributing the 
education booklet, the physician explains and emphasizes the 
common problems of the patients, encourages the patients to face the 
disease positively, and guides the patients to consciously improve their 
own health behaviors. During the first visit, patients and physicians 
ask each other questions as much as possible, encouraging patients to 
actively participate in the initial patient-physician communication. At 

the same time, the physician added the patient’s WeChat contact 
information, in order to further provide timely health education to 
the patient.

After the patient is discharged from the hospital, the physician 
and the patient regularly communicate with each other through the 
online doctor-patient salon at 9:00 a.m. on Saturdays, the content of 
the communication includes disease cognition, prognosis and 
development, etc., and the link includes the physician’s explanation, 
the physician-patient Q&A, and the patient–patient communication, 
etc., and the physician needs to guide the patient to explore the 
advantages and disadvantages of improving the self-health behaviors 
on the recovery of the disease, and the physician needs to emphasize 
that the advantages of the self-health behaviors outweigh the 
disadvantages so that the patient The physician should emphasize that 
the advantages of self-health behaviors outweigh the disadvantages, so 
that the patient can actively participate in the joint decision-
making process.

2.5.1.2 Behavioral confidence (belief in one’s ability to 
achieve desired behaviors)

Purpose: to enhance patients’ confidence in changing health 
behaviors in the future.

Measures: Physicians and relevant nursing staff set up a doctor-
patient exchange group on WeChat, grouping patients according to 
the initial treatment ward and electing a group leader, who organizes 
regular exchanges between patients, with the group leader deciding 
the time of exchanges himself/herself. Physicians and related nursing 
staff encouraged and instructed all patients to fill out a “health 
behavior diary” to record the daily maintenance of health behaviors 
and problems and experiences encountered during the process, and 
to share and exchange them in the WeChat group every day. At the 
same time, patients were encouraged to communicate with their 
physicians in a timely manner, and the physicians evaluated the 
progress of the patients’ health behaviors in a timely manner. With 
half a month as a cycle, physicians or relevant nursing staff after 
evaluation and comparison, the merit of inviting patients who 
maintain good health behavior to present themselves, in the form of 
WeChat group to open a patients’ club, the patients through the group 
learning and communication, sharing daily experience, discussion, 
interaction and mutual learning.

2.5.1.3 Changes In The physical environment 
(environments that enable behavior)

Purpose: Provide patients with educational resources in an online 
format to make resources that support patient health behavior change 
more accessible.

Measures: Physicians as well as relevant nursing staff need to 
emphasize with patients and their families at the time of patient 
discharge and during online communication that common salt should 
be used to replace iodized salt as much as possible in daily life, educate 
patients to control the intake of iodine-containing foods, avoid high 
iodine diets, such as seaweeds like kelp, seaweed and sea fish, and 
refrain from drinking stimulating beverages such as coffee, strong tea, 
and cola, and that they should be given diets that are high in calories 
and contain sugar, proteins, and B-vitamins.

Based on the “Health Education for Thyroid Cancer Patients” 
manual, physicians and related nursing staff will independently 
design a delivery program for educational materials, which will 
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be based on an independently constructed multimedia database, and 
the health education materials in the multimedia database will 
be evaluated and screened by several related experts before inclusion. 
The push program will take every 3 days as a push cycle, and push 
three or more pieces of thyroid cancer related educational materials 
to patients, which will include video, graphics, voice explanations, etc. 
The content will include popularized articles about the disease 
process, interspersed with relevant information about the past cases, 
the danger of thyroid cancer, and the adverse outcomes of the later 
stages of the development of thyroid cancer, etc. Physicians can 
cooperate with the related materials to explain the health behavior. 
Physicians can explain the necessity and effect of healthy behaviors 
to improve the adverse outcomes, and guide patients to establish risk 
awareness. Nursing staff will encourage patients to punch cards in the 
WeChat group every day, so that they can effectively read the relevant 
popular science articles.

2.5.1.4 Emotional transformation (intention to overcome 
self-doubt)

Purpose: To guide the patient’s feelings and emotions to focus on 
changes in health behaviors, and to guide thoughts to maintain 
such changes.

Measures: Physicians or relevant nursing staff will remind patients 
of the health behaviors they need to pay attention to in their lives on 
the WeChat platform at 9:00 p.m. every day. Relevant texts will 
be edited in advance and archived in the missionary material push 
plan, and reminders will be  given according to the relevant plan. 
Physicians encourage and help patients to develop long-term health 
behavior improvement plans. For those with low adherence: focus on 
behavioral reinforcement and supervision, repeatedly emphasizing to 
patients the dangers of thyroid cancer and the benefits of maintaining 
healthy behaviors, the benefits of taking medication on time, etc.; for 
those with intermediate levels: focus on praise and encouragement to 
help them maintain confidence; for those with high levels: focus on 
monitoring. Physicians need to take the initiative to solicit the 
recovery effect of all patients, guide patients to take levothyroxine 
sodium tablets accurately, inform patients of the precautions to 
be taken after radioactive iodine-131 treatment in a timely manner, 
and in response to the adverse reactions of the patients after 
radioactive iodine-131 treatment, patients should be pacified in a 
timely manner and encouraged to cooperate with the 
treatment positively.

If patients have negative emotions, resist or discontinue health 
behaviors during treatment, physicians should promptly analyze the 
reasons for the discontinuation of their behaviors, take corresponding 
measures, and guide patients to carry out self-regulation, so that they 
can quickly resume healthy behaviors despite the discontinuation of 
their behaviors in a timely manner.

2.5.1.5 Practice change (assessing and adjusting efforts to 
achieve desired behaviors)

Purpose: To guide the patient in reflective action and make the 
patient think about the impact of his or her health behavior change.

Measures: The physician regularly organizes a patient exchange 
salon on Saturday mornings at 9:00 a.m. every week, where patients 
share their “health behavior diaries” with each other, the daily 
maintenance of health behaviors and the problems encountered 
during the process, experiences, etc. For those with low compliance: 

focusing on the reinforcement of behaviors and urging, the 
physician needs to discuss the reasons with the patient and help 
him or her to find a specific solution. For those with low adherence: 
focus on behavior reinforcement and supervision, the physician 
needs to discuss the reasons with the patient and help him/her find 
specific solutions, and emphasize to the patient the disadvantages 
of abandoning the maintenance of healthy behaviors; for those 
with medium level of adherence: focus on praise and 
encouragement, and help him/her maintain confidence; for those 
with high level of adherence: focus on monitoring.

2.5.1.6 Social environment change (using positive 
relationships to achieve desired behaviors)

Purpose: construct timely incentives for patients to change 
health behaviors.

Measures: Physicians and patients communicate with each 
other in a timely manner on the WeChat platform to understand 
their psychological state, and combine psychological massage 
method, verbal appeasement method, and distraction method to 
motivate patients to make changes and alleviate their poor 
psychological state through good cases. For those who maintain 
good health behaviors, timely encouragement is provided in the 
WeChat group; for those who maintain poor health behaviors, 
physicians need to communicate with them on a one-to-one basis 
in a timely manner, take appropriate measures, and guide the 
patients to self-regulation, so that they can quickly restore healthy 
behaviors even in the event of behavioral interruptions in a 
timely manner.

2.5.2 Control group: routine care
Routine discharge education will be given to the control group at 

the time of discharge, and patients will be given a booklet entitled 
“Health Education for Patients with Thyroid Cancer,” which includes 
basic knowledge of thyroid cancer and lifestyle guidance, such as 
rational diet, medication guidance and adverse reactions. Regular 
telephone follow-up will be given to the patients, the first telephone 
follow-up will be given at the end of the first month after discharge 
and monthly thereafter.

2.6 Collection and screening of health 
education materials

2.6.1 Sources of health education materials
The educational materials used for health education come 

from the Internet, including videos and illustrations. The 
illustrations come from WeChat, Wikipedia, doctor’s Q&A, or 
domestic and international databases such as CNKI, and the 
videos come from WeChat, Wikipedia, doctor’s Q&A, etc. The 
cases come from Baidu documents or literature. The case 
information was obtained from Baidu documents or literature, 
and the educational materials used should be scientific and have 
corresponding references.

2.6.2 Screening of health education materials
After centralizing all the health education materials, they will 

be sent for external review to the experts in thyroid cancer related 
fields, who will evaluate the materials according to the thyroid cancer 
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expert evaluation form. After the experts return the evaluation 
opinions, they will centralize the screening of the quality health 
education materials, and the selected health education materials will 
be used as the push database of the health education materials. The 
push database will contain article titles, related links, corresponding 
sources, corresponding material types, etc. The materials will 
be  categorized according to their corresponding contents. The 
materials will be categorized into disease awareness, postoperative 
care, diet, exercise, and other sections according to their corresponding 
content, so as to facilitate the formulation of a corresponding delivery 
plan for patients.

2.7 Outcomes

Primary Outcome: Change in TSH from Baseline and at 3 and 
6 Months Follow-Up.

Secondary outcomes:

 1 changes in self-management behaviors: changes measured by 
the MTM Theory Scale, changes in frequency of iodine-
containing diets, medication adherence.

 2 Social cognitive and psychological: quality of life, satisfaction, 
depression, anxiety and fear of cancer recurrence.

 3 Metabolic control: thyroxine (T4), triiodothyronine (T3), 
FT3, FT4.

The corresponding study questionnaires completed by all patients 
at baseline as well as at follow-up were piggybacked on a web-based 
platform (Questionnaire Star). Clinical pharmacists distributed the 
questionnaires via Questionnaire Star, and patients were instructed to 
fill them out by pharmacists either face-to-face (during hospitalization) 
or by telephone (after discharge). Patient demographic information 
was collected through the case system and self-designed questionnaires.

2.8 Variables measurement

Socio-demographic variables will be  collected: gender, age, 
education, usual residence, per capita monthly income of the family, 
mode of bearing medical expenses, and clinical information such as 
duration of DTC, detailed medical history.

Physiological Indicator Variables: TSH will be  detected using 
radioimmunoassay (RIA), the medical staff will clean the patient’s 
blood collection site using a sterilized cotton ball, and then use a 
needle to take an appropriate amount of fasting venous blood 5 mL, 
centrifuged at 3000 r/min for 5 min, serum will be separated, and a 
certain amount of TSH antibody labeled with the radioisotope iodine-
125 will be  added to the processed serum to bind to the TSH to 
be detected. TSH. Using biochemical techniques, the antibody-bound 
TSH and unbound free TSH were separated into solid phase and free 
phase. The radioisotopes in the solid phase are measured to obtain a 
corresponding count value, from which the concentration of TSH in 
the sample can be  determined. Based on the stratification of risk 
factors for recurrence of differentiated thyroid cancer, patients can 
be categorized into low-risk, intermediate-risk, and high-risk strata, 
and postoperative serum TSH target values are set accordingly (56). 
In general, the division is based on factors such as age, gender, tumor 

stage, presence of lymph node metastasis, and type of thyroid cancer 
variant. All patients included in this trial were high-risk patients 
treated with iodine 131, and according to treatment guidelines, for 
high-risk patients, postoperative serum TSH should be suppressed to 
very low levels (﹤0.1 mIU/L) or completely suppress thyroid function 
to minimize the risk of recurrence. Therefore, the TSH compliance 
rate was defined as postoperative serum TSH ﹤ 0.1 mU/L, and this 
criterion was used to calculate the TSH compliance rate.

T4, T3, FT3, and FT4 will be  measured by enzyme-linked 
immunosorbent assay (ELISA). The medical staff will clean the 
patient’s blood collection site using a sterilized cotton ball, and 
then use a needle to take a tube of appropriate amount of fasting 
venous blood of 5 mL, respectively, to prepare the required 
reagents, including enzyme-labeled antibody, substrate, and 
washing buffer. At the same time, prepare the sample to be tested. 
Fix the specific antigen or antibody on a microtiter plate, usually 
using a multiwell plate, such as a 96-well plate. Add enough antigen 
or antibody solution to each well and incubate at a constant 
temperature so that it adsorbs to the well walls. The samples to 
be tested are pretreated as necessary, e.g., dilution, protein cleavage. 
The pre-treated samples or standards are added to each well. A 
series of standard curve samples of varying concentrations are 
usually set up and used to generate a standard curve to calculate 
the concentration of the target in the sample to be tested. Enzyme-
labeled antibodies conjugated to the target are then added and 
incubated. The samples and unbound material in the wells are 
washed away to minimize non-specific binding. An appropriate 
substrate is added to react with the enzyme-labeled antibody. The 
choice of substrate depends on the enzyme marker used, commonly 
horseradish peroxidase (HRP) used in ELISA. After an appropriate 
period, the reaction is terminated by the addition of a reaction 
stopping solution and prevented from producing further color 
changes. The absorbance values of each well are read using an 
enzyme meter or photometer. Based on the standard curve, the 
concentration of the target in the sample to be tested is calculated.

Sociodemographic variables will be  collected from patients at 
baseline. Clinical reagent testing and questionnaires will be completed 
at baseline as well as at 3 and 6 months of follow-up, with data 
collection times shown in Table 2.

2.9 Questionnaires

Changes in self-management behaviors will be assessed by a self-
designed MTM scale (57) consisting of 6 dimensions including PD, 
BC, CPE, ET, PC, and, CSE using a 5-point Likert scale design, the 
scale will be developed and final validation will be completed by the 
researcher, and 20 randomly selected participants who did not take 
part in the final trial will complete a pre-test from the recruited 
participants to determine the appearance validity and the content 
validity through pre-testing and expert testing to refine the 
model scale.

Changes in the frequency of iodine-containing diets will 
be  assessed by patients through a self-administered the Iodine-
containing Food Frequency Questionnaire (I-FFQ) questionnaire 
after adaptive adaptation and refinement based on the Food Frequency 
Questionnaire (FFQ) (58, 59). Preparation will be done in consultation 
with experts and based on food guidelines, several foods likely to 
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be  consumed on a daily basis with an iodine value greater than 
400 mg/kg (60, 61), including iodized salt, will be selected as the target 
for measurement, and the time scale will be measured as the basis for 
frequency (62).

Medication adherence will be measured using the Renewal or 
Medication Adherence Scale (ARMS-7), which has seven entries 
and two dimensions: medication adherence (entries 1–4) and 
refills (entries 5–7), which is a 4-point Likert scale ranging from 1 
(none) to 4 (all), notably one entry in the scale (the seventh) is 
reverse scored (1 = all to 4 = none). It measures self-reported 
medication adherence with respect to both taking medication as 
prescribed and taking medication as scheduled. The total score was 
derived by summing the responses to all items. The total score 
ranges between 7 and 28, with higher scores being associated with 
lower medication adherence. The scale has high validity and 
reliability in measuring medication adherence, with total scale item 
correlation coefficients ranging from 0.35 ~ 0.58 and a Cronbach’s 
alpha of 0.75 (63).

Quality of life will be assessed using the EuroQol-5 Dimensions 5 
Levels (EQ-5D-5L), which is an improved version of the EQ-5D that 
introduces five tiers (64, 65) on top of the original five dimensions, (eg. 
no difficulty, minor difficulty, moderate difficulty, major difficulty, 
total difficulty) thus providing a more refined health status 
Assessment. Its health utility values ranged from 0.62 to 0.90 in seven 
studies reporting cancer patients with high validity and reliability 
(66–72). Compared to the traditional EQ-5D (EQ-5D-3L), the 
dimensional and hierarchical structure of the EQ-5D-5L remains 
unchanged, but the number of ratings for each dimension has been 
increased to five. The five dimensions of the EQ-5D-5L include 
Mobility (Mobility), Self-care (Self-care), Usual activities (Usual 
activities), Pain/Discomfort, and Anxiety/Depression. For each 
dimension, the individual selects the appropriate level according to his 
or her situation, thus constituting a five-dimensional description. In 
addition to the five-dimensional descriptors, the EQ-5D includes a 
Visual Analog Scale, which allows individuals to give a subjective 
rating of their current state of well-being based on their feelings on a 
scale of 0 to 100. This score provides a continuous variable to measure 
an individual’s overall quality of life.

Satisfaction will be adapted using the Customer Satisfaction 
Questionnaire (CSQ-3), which is a commonly used customer 
satisfaction questionnaire for assessing customer satisfaction with 
a product, service, or experience, with a Cronbach’s alpha of 0.84, 
and good reliability and validity (73, 74). The CSQ-3 is a revised 
version of the CSQ which was developed by Roger, D et al. in 1993 
and has been widely used in the fields of market research, customer 
relationship management, and business decision making (75, 76). 
This question is designed to assess the customer’s level of 
satisfaction with the overall product, service, or experience. 
Response options are usually on a five-point scale from very 
dissatisfied to very satisfied. The CSQ-3 is designed to be simple 
and straightforward and is suitable for quickly gathering 
information on customer satisfaction.

Depression and anxiety will be assessed using a simplified version 
of the Anxiety Depression Scale (PHQ-4), which is a short, self-report 
scale used to assess an individual’s symptoms of depression and 
anxiety over the past 2 weeks, and consists of two dimensions of 
depression as well as anxiety, with a total of four entries, the first two 
of which relate to depressed mood and the last two to anxiety (77). 
Each entry was rated on a 4-point scale, with “not at all, ““a few days,” 
“more than half the days,” and “almost every day,” corresponding to 0, 
0, and 0, respectively. Each entry is rated on a 4-point scale, with “not 
at all,” “a few days,” “more than half the days,” and “almost every day” 
corresponding to a score of 0, 1, 2, and 3, respectively, and the total 
score ranges from 0 to 12. The Cronbach’s alpha of the PHQ-4 was 
0.833, which is of high validity and reliability, in a study conducted in 
China (78). The PHQ-4 scale is very concise, and it is easy to use and 
comprehend. It can help healthcare professionals to quickly screen 
individuals with symptoms of anxiety and depression and provide an 
initial assessment.

Fear of cancer recurrence will be assessed using the Fear of Cancer 
Recurrence Scale (FCR-4) (79). The FCR-4 scale is a simplified version 
based on the “FCR-7” scale, developed by Simard and Savard in 2018, 
with a measured Cronbach’s alpha of 0.86 (80). The FCR-4 consists of 
four questions to assess the level of fear of cancer recurrence among 
cancer patients. Recurrence and is usually rated on a five-point Likert 
scale from completely disagree to completely agree. The use of the 

TABLE 2 Data collection components and collection timeline.

Type of 
research

Data collection 
component

Timepoint

0  M 3  M 6  M

Quantitative 

research

Sociodemographic 

variables

Sex, age, social insurance status, place of residence, average monthly household 

income, educational level, area of domicile, clinical information √

Anthropometric variables

Thyroid stimulating hormone (TSH), thyroxine (T4), triiodothyronine (T3), Free 

T3, Free T4 √ √ √

The MTM theory scale Questionnaire: Changes measured by the MTM Theory Scale √ √ √

Tthe frequency of iodine-

containing diets Questionnaire: Changes in the frequency of iodine-containing diets √ √ √

Medication adherence Questionnaire: Medication Refill or Medication Adherence Scale (ARMS-7) √ √ √

Quality of life Questionnaire: EuroQol-5 Dimensions 5 Levels(EQ-5D-5 L7) √ √ √

Satisfaction Questionnaire: Customer Satisfaction Questionnaire (CSQ-3) √ √ √

Depression and anxiety Questionnaire: Simplified version of the Anxiety Depression Scale (PHQ-4) √ √ √

Fear of cancer recurrence Questionnaire: Fear of Cancer Recurrence Scale (FCR-4) √ √ √
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FCR-4 scale can help healthcare professionals to understand the level 
of fear cancer patients have about cancer recurrence and provide them 
with appropriate support and mental health resources. This 
information can be  used in the development of individualized 
treatment plans to help patients cope with their fears and improve 
their quality of life.

3 Statistical analysis

Statistical analysis was performed using SPSS Statistics 26.0 
software. Count data were expressed as a number of cases and rate 
(%). The distribution of continuous data will be tested for normality, 
and information conforming to normal distribution will be expressed 
as mean ± standard deviation (M ± SD), and non-normal information 
will be expressed as median (IQR). The Mann–Whitney U test will 
be used to compare the change in scale scores between baseline and 
endpoint between the two groups, and the Wilcoxon test will be used 
to compare the difference in scale scores between baseline and 
endpoint between the two groups. The chi-square test will be used to 
compare the demographic characteristics of the two groups. A 
two-sided test will be  used and will be  considered statistically 
significant if p ﹤ 0.05.

Assuming a reasonable amount of missing data, the data summary 
will indicate that data are missing at random. In this case, all analyses 
will be performed with the baseline variable as the auxiliary variable, 
the missing data will be  supplemented by multiple interpolation 
procedures, linear regression and logistic regression will be selected 
for the analyses, and the final combined analyses will be performed to 
complete the process of interpolation and analysis.

3.1 Study management

3.1.1 Data collection
Prior to the commencement of the study, the investigator will 

be fully trained and assessed. The investigator will need to ensure 
that all study results, including clinical and laboratory data, will 
be recorded in a pre-made subject registration form so that study 
subjects can be enrolled and coded to minimize the incidence of 
missed visits during follow-up. To maintain consistency between 
the intervention and control groups, survey times and 
questionnaires will remain essentially the same. The investigator 
will need to ensure that all sections of the registration form are 
entered correctly and that each completed patient’s data must 
be  dated and signed to ensure that the trial can be  validated 
retrospectively based on the data once completed. During 
subsequent data analysis, a double-checking procedure will 
be implemented to improve the quality of data entry, and experts 
will be consulted to select appropriate statistical methods.

3.1.2 Storage and archiving of data
Investigators are required to archive all trial data (list of subject 

identification codes, source data, and investigator files) and related 
correspondence in study-specific database files. All source data for the 
database and all related documentation for the study will be archived 
in accordance with laws and regulations after the trial is finalized.

3.1.3 Ethics and regulations
The procedures set out in this trial protocol relating to the 

conduct, evaluation and documentation of this trial are designed to 
ensure that all participants in the trial adhere to the ethical principles 
described in GCP and the current revision of the Declaration of 
Helsinki. The trial will be  conducted in accordance with the 
requirements of local laws and regulations, and approval for this trial 
protocol was obtained from the Ethics Committee of the Fourth 
Hospital of Harbin Medical University (2022-WZYSLLSC-20).

3.1.4 Ethics committee
For quality assurance, this trial will comply with ethical and legal 

requirements and the trial will have to inform the Ethics Committee 
of all subsequent protocol revisions that require formal approval in 
accordance with local legal requirements. The Ethics Committee will 
have to be informed in advance of the trial procedures, if not specified 
more in the documentation. The Ethics Committee will have to 
be informed of the end of the trial at the end of this trial.

3.1.5 Informed consent
Prior to undergoing the trial, patients will have to voluntarily 

agree to participate after an explanation of the nature, scope and 
possible consequences of this trial. Informed consent must be obtained 
from each individual patient or their legally authorized representative 
prior to the start of the trial. Patients who are unable to sign but are 
able to understand the significance of participation in the study may 
give verbally witnessed informed consent. These patients must clearly 
demonstrate that they are willing to participate voluntarily and must 
be able to understand an explanation of the contents of the informed 
consent form.

3.1.6 Confidentiality
Authorized consent to use their trial data must be obtained 

from the patient prior to enrollment. To protect patient privacy, 
the patient’s age will be recorded on the registration form without 
recording the patient’s year of birth, and the name will be replaced 
by a cell phone number. During the trial, trial results stored on 
computers will be stored in accordance with local data protection 
laws and will be handled in strict confidentiality. The investigator 
will implement organizational procedures that set access rights to 
the files to prevent data from being sent to unauthorized persons. 
Appropriate provisions of local data regulations will be  fully 
complied with. Authorized personnel may inspect subject-related 
data collected during the trial to ensure that the data are 
legally protected.

3.1.7 Investigator responsibilities
Prior to the start of the trial, the trial protocol, informed 

consent document and any other appropriate documentation will 
be presented to the independent study team members. The study 
leader and principal investigator will regularly supervise the study 
implementers to ensure that all study procedures are being carried 
out correctly and that the data collected are accurate. Each 
investigator should ensure that all personnel assisting with the trial 
are fully informed about the protocol, any modifications to the 
protocol, the trial treatment, and their duties and functions related 
to the trial.
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3.1.8 Approval of trial protocol and amendments
If the investigator fails to comply with the pre-established survey 

and follow-up criteria, the study leader will retain the authority to 
terminate the trial, revise the randomization protocol, and re-collect 
the data after the revisions have been completed. In the event of 
fundamental or widespread design errors or inaccuracies in the study 
questionnaire during the course of the investigation, the investigator 
will discontinue the trial and revise and redesign the questionnaire. 
After the necessary revisions have been completed, the revised 
questionnaire will be redistributed to patients.

3.1.9 Data monitoring
The Data Monitoring Committee (DMC) will consist of at least 

two members from the Medical Ethics Committee of the Fourth 
Affiliated Hospital of Harbin Medical University, who must not have 
a conflict of interest with the investigators of the project. The DMC 
will monitor and review the study on a regular basis and report the 
results to the Ethics Committee. This process will be independent of 
the principal investigator. The DMC will have the right to suspend or 
terminate the study if they find any deviation from the approved study 
protocol or any unauthorized changes in the study procedures during 
the course of the study.

3.1.10 Safety
All adverse events (SAEs) or adverse events (AEs) reported by the 

patient or detected by the investigator will be collected during the trial 
and must be recorded on the appropriate page of the registration form. 
All SAEs and AEs that occur after the patient has signed the informed 
consent document will be recorded on the page of the registration 
form. All patients with SAEs and AEs, whether or not considered 
relevant to the trial, must be monitored to determine outcomes. This 
trial will have to be reported to the primary study leader within 24 h 
of the SAE and AE occurring. The initial report must be as complete 
as possible, including details of the (serious) SAE and AE in the 
current trial and an assessment of the causal relationship between the 
event and the trial and the occurrence of the event. The Principal 
Study Leader will notify the Trial Supervisor of serious SAEs on 
request and also has a responsibility to report any serious SAEs or AEs 
to the Ethics Committee in a timely manner.

4 Discussion

The great leap forward in the information age has broken the 
information gap between “medical” and “personal” for centuries. 
Obtaining personalized medical knowledge and information through 
the mobile Internet is an essential skill in this era, and therefore 
mHealth is rapidly developing. mHealth can be  thought of as a 
healthcare that uses mobile communication devices as a carrier, and 
supports the long-term sustainability of healthcare by improving 
effective communication between doctors and patients and the 
patient’s understanding of the disease based on online communication 
channels, such as video, telephone, and discussion forums. Both at 
present and in the foreseeable future, mHealth has shown great 
potential for development in all kinds of medical scenarios, whether 
it is in the prognosis and management of chronic diseases, or the 

construction of rapid treatment solutions for sudden illnesses, which 
can efficiently realize the deployment of medical resources. In 
addition, mHealth is more affordable than traditional doctor-patient 
scenarios, with time and geographic costs close to zero for patients, as 
evidenced by studies of primary care self-management behaviors 
related to chronic diseases. However, more authoritative health 
theories have not been widely applied as theoretical guides for health 
interventions in common mHealth research, especially in the cancer 
patient population, which is in greater need of postoperative health 
care. This study will explore the application of MTM theoretical 
modeling as a guide for health intervention research in the DTC 
patient population, with the aim of evaluating MTM-based 
intervention programs for clinical outcome improvement in DTC 
patients, as well as determining the effectiveness of MTM-based 
intervention programs in improving self-management skills in DTC 
patients. This study is conducive to filling the research gap of 
postoperative health management of Chinese DTC patients after being 
guided by health-based theories.

For patients with DTC, especially those who are at high risk of 
recurrence as determined by the postoperative risk factor 
stratification, it is especially crucial for them to actively cooperate 
with the doctor’s prescription for continuous TSH-suppressing 
endocrine therapy and self-health management after postoperative 
iodine 131 treatment. However, given that the mortality rate of 
differentiated thyroid cancer is very low compared with other types 
of cancer, patients may become lax in the prognosis process, 
especially the insufficient control of iodine-containing foods in 
their daily diets, or the erroneous consumption of other foods or 
beverages that may have an impact on the TSH-inhibiting drugs, 
which may have a great negative impact on the therapeutic effect. 
Therefore, it is important to explore more effective ways to improve 
patients’ self-management in the context of the current information 
age. In public health research, most mHealth interventions have 
been helpful in improving patients’ self-management, but there is 
no research on self-management of DTC patients in the context of 
mHealth. After combining mHealth, we  selected the fourth-
generation MTM model, which is a guiding significance for health 
intervention research in the international frontiers, to improve our 
intervention pathway and transform the theory into practice. 
Meanwhile, the application of MTM model in China is in the 
preliminary stage of exploration, and this study will fill the gap in 
this direction and provide new ideas for health management 
programs related to cancer prognosis and rehabilitation. The results 
of this study will show whether the application of health theory 
modeling based on health theory combined with mHealth 
application for disease prognosis health management model is 
feasible as well as effective, and provide policy recommendations 
and technical translation for the development of the application of 
mobility health management in the field of health management.
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of the study protocol with the China Clinical Trial Registry 
(ChiCTR2200064321) has also been completed. The participants 
provided their written informed consent to participate in 
this study.

Author contributions

YJ: Conceptualization, Investigation, Methodology, Writing – 
original draft, Writing – review & editing. XS: Conceptualization, 
Investigation, Project administration, Resources, Writing – original 
draft, Writing – review & editing. MJ: Funding acquisition, Resources, 
Writing – review & editing. HM: Supervision, Writing – review & 
editing. JW: Writing – review & editing. XF: Writing – review & 
editing. JQ: Writing – review & editing. ZY: Writing – review & 
editing. XZ: Project administration, Supervision, Writing – review & 
editing. YW: Project administration, Supervision, Writing – review & 
editing.

Funding

The author(s) declare financial support was received for the 
research, authorship, and/or publication of this article. This work was 
supported by the General Project of National Natural Science 
Foundation of China (No. 72274023).

Acknowledgments

We are grateful to the professionals and students who provided 
enormous support in the recruitment and data collection of this study, 
and the participants who took the time to cooperate with the survey.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpubh.2024.1327442/
full#supplementary-material

References
 1. Sherman SI. Thyroid carcinoma. Lancet. (2003) 361:501–11. doi: 10.1016/

s0140-6736(03)12488-9

 2. Christofer Juhlin C, Mete O, Baloch ZW. The 2022 WHO classification of thyroid 
tumors: novel concepts in nomenclature and grading. Endocr Relat Cancer. (2022) 
30:e220293. doi: 10.1530/ERC-22-0293

 3. Kim J, Gosnell JE, Roman SA. Geographic influences in the global rise of thyroid 
cancer. Nat Rev Endocrinol. (2020) 16:17–29. doi: 10.1038/s41574-019-0263-x

 4. Jing W, Chengyu Y, Guowei L, Yuan W, Jie Z. Application of GM (1, 1) gray model 
to predict the incidence trend of thyroid cancer in China. Mod. Med Oncol. (2022) 
30:899–902. doi: 10.3969/j.issn.1672-4992.2022.05.030

 5. Wiltshire JJ, Drake TM, Uttley L, Balasubramanian SP. Systematic review of trends 
in the incidence rates of thyroid cancer. Thyroid. (2016) 26:1541–52. doi: 10.1089/
thy.2016.0100

 6. Ullmann TM, Papaleontiou M, Sosa JA. Current controversies in low-risk 
differentiated thyroid Cancer: reducing overtreatment in an era of Overdiagnosis. J Clin 
Endocrinol Metab. (2023) 108:271–80. doi: 10.1210/clinem/dgac646.1

 7. Lee MC, Kim MJ, Choi HS, Cho SW, Lee GH, Park YJ, et al. Postoperative thyroid-
stimulating hormone levels did not affect recurrence after thyroid lobectomy in patients 
with papillary thyroid Cancer. Endocrinol Metab (Seoul). (2019) 34:150–7. doi: 10.3803/
EnM.2019.34.2.150

 8. Hasbek Z, Turgut B, Kilicli F, Altuntas EE, Yucel B. Importance of postoperative 
stimulated thyroglobulin level at the time of 131I ablation therapy for differentiated thyroid 
cancer. Asian Pac J Cancer Prev. (2014) 15:2523–7. doi: 10.7314/apjcp.2014.15.6.2523

 9. Haugen BR, Alexander EK, Bible KC, Doherty GM, Mandel SJ, Nikiforov YE, et al. 
2015 American Thyroid Association management guidelines for adult patients with 
thyroid nodules and differentiated thyroid cancer: the American Thyroid Association 
guidelines task force on thyroid nodules and differentiated thyroid cancer. Thyroid. 
(2016) 26:1–133. doi: 10.1089/thy.2015.0020

 10. Thai JN, De Marchena IR, Nehru VM, Landau E, Demissie S, Josemon R, et al. 
Low correlation between serum thyroglobulin and 131I radioiodine whole body 
scintigraphy: implication for postoperative disease surveillance in differentiated thyroid 
cancer. Clin Imaging. (2022) 87:1–4. doi: 10.1016/j.clinimag.2022.04.003

 11. Grani G, Ramundo V, Verrienti A, Sponziello M, Durante C. Thyroid hormone 
therapy in differentiated thyroid cancer. Endocrine. (2019) 66:43–50. doi: 10.1007/
s12020-019-02051-3

 12. Yoo JY, Stang MT. Current guidelines for postoperative treatment and follow-up 
of well-differentiated thyroid Cancer. Surg Oncol Clin N Am. (2016) 25:41–59. doi: 
10.1016/j.soc.2015.08.002

 13. Gigliotti BJ, Jasim S. Differentiated thyroid cancer: a focus on post-operative 
thyroid hormone replacement and thyrotropin suppression therapy. Endocrine. (2023). 
doi: 10.1007/s12020-023-03548-8

 14. Fussey JM, Khan H, Ahsan F, Prashant R, Pettit L. Thyroid-stimulating hormone 
suppression therapy for differentiated thyroid cancer: the role for a combined T3/T4 
approach. Head Neck. (2017) 39:2567–72. doi: 10.1002/hed.24926

 15. Durante C, Costante G, Filetti S. Differentiated thyroid carcinoma: defining new 
paradigms for postoperative management. Endocr Relat Cancer. (2013) 20:R141–54. doi: 
10.1530/ERC-13-0066

 16. Schumm MA, Lechner MG, Shu ML, Ochoa JE, Kim J, Tseng CH, et al. Frequency 
of thyroid hormone replacement after lobectomy for differentiated thyroid Cancer. 
Endocr Pract. (2021) 27:691–7. doi: 10.1016/j.eprac.2021.01.004

 17. Kim SY, Kim HJ, Kim SM, Chang H, Lee YS, Chang HS, et al. Thyroid hormone 
supplementation therapy for differentiated thyroid Cancer after lobectomy: 5 years of 
follow-up. Front Endocrinol (Lausanne). (2020) 11:520. doi: 10.3389/fendo.2020.00520

 18. Chen C, Cao J, Wang Y, Han X, Zhang Y, Zhuang S. Health-related quality of life 
and thyroid Cancer-specific symptoms in patients treated for differentiated thyroid 
Cancer: a single-center cross-sectional survey from mainland China. Thyroid. (2023) 
33:474–83. doi: 10.1089/thy.2022.0490

 19. Wang S, Wang Y, Zhu L, He L, Lv M, Zhang H, et al. Effects of TSH suppressive 
therapy on bone mineral density (BMD) and bone turnover markers (BTMs) in patients 
with differentiated thyroid cancer in Northeast China: a prospective controlled cohort 
study. Endocrine. (2023) 79:113–24. doi: 10.1007/s12020-022-03186-6

 20. Sohn SY, Joung JY, Cho YY, Park SM, Jin SM, Chung JH, et al. Weight changes in 
patients with differentiated thyroid carcinoma during postoperative long-term follow-up 
under thyroid stimulating hormone suppression. Endocrinol Metab (Seoul). (2015) 
30:343–51. doi: 10.3803/EnM.2015.30.3.343

 21. Chan WL, Choi HC, Lang B, Wong KP, Yuen KK, Lam KO, et al. Health-related 
quality of life in Asian differentiated thyroid Cancer survivors. Cancer Control. (2021) 
28:9726. doi: 10.1177/10732748211029726

 22. Peng S, Liu Y, Lv W, Liu L, Zhou Q, Yang H, et al. Deep learning-based artificial 
intelligence model to assist thyroid nodule diagnosis and management: a multicentre 
diagnostic study. Lancet Digit Health. (2021) 3:e250–9. doi: 10.1016/
S2589-7500(21)00041-8

 23. Bourbeau J, Nault D, Dang-Tan T. Self-management and behaviour modification 
in COPD. Patient Educ Couns. (2004) 52:271–7. doi: 10.1016/S0738-3991(03)00102-2

 24. Bhavnani SP, Narula J, Sengupta PP. Mobile technology and the digitization of 
healthcare. Eur Heart J. (2016) 37:1428–38. doi: 10.1093/eurheartj/ehv770

https://doi.org/10.3389/fpubh.2024.1327442
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1327442/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1327442/full#supplementary-material
https://doi.org/10.1016/s0140-6736(03)12488-9
https://doi.org/10.1016/s0140-6736(03)12488-9
https://doi.org/10.1530/ERC-22-0293
https://doi.org/10.1038/s41574-019-0263-x
https://doi.org/10.3969/j.issn.1672-4992.2022.05.030
https://doi.org/10.1089/thy.2016.0100
https://doi.org/10.1089/thy.2016.0100
https://doi.org/10.1210/clinem/dgac646.1
https://doi.org/10.3803/EnM.2019.34.2.150
https://doi.org/10.3803/EnM.2019.34.2.150
https://doi.org/10.7314/apjcp.2014.15.6.2523
https://doi.org/10.1089/thy.2015.0020
https://doi.org/10.1016/j.clinimag.2022.04.003
https://doi.org/10.1007/s12020-019-02051-3
https://doi.org/10.1007/s12020-019-02051-3
https://doi.org/10.1016/j.soc.2015.08.002
https://doi.org/10.1007/s12020-023-03548-8
https://doi.org/10.1002/hed.24926
https://doi.org/10.1530/ERC-13-0066
https://doi.org/10.1016/j.eprac.2021.01.004
https://doi.org/10.3389/fendo.2020.00520
https://doi.org/10.1089/thy.2022.0490
https://doi.org/10.1007/s12020-022-03186-6
https://doi.org/10.3803/EnM.2015.30.3.343
https://doi.org/10.1177/10732748211029726
https://doi.org/10.1016/S2589-7500(21)00041-8
https://doi.org/10.1016/S2589-7500(21)00041-8
https://doi.org/10.1016/S0738-3991(03)00102-2
https://doi.org/10.1093/eurheartj/ehv770


Jiang et al. 10.3389/fpubh.2024.1327442

Frontiers in Public Health 13 frontiersin.org

 25. Weinstein RS, Lopez AM, Joseph BA, Erps KA, Holcomb M, Barker GP, et al. 
Telemedicine, telehealth, and mobile health applications that work: opportunities and 
barriers. Am J Med. (2014) 127:183–7. doi: 10.1016/j.amjmed.2013.09.032

 26. Free C, Phillips G, Felix L, Galli L, Patel V, Edwards P. The effectiveness of M-health 
technologies for improving health and health services: a systematic review protocol. 
BMC Res Notes. (2010) 3:250. doi: 10.1186/1756-0500-3-250

 27. Fetters MD, Guetterman TC. Discovering and doing family medicine and 
community health research. Fam Med Community Health. (2019) 7:e000084. doi: 
10.1136/fmch-2018-000084

 28. Muscat D, Hinton R, Nutbeam D, Kenney E, Kuruvilla S, Jakab Z. Universal health 
information is essential for universal health coverage. Fam Med Community Health. 
(2023) 11:e002090. doi: 10.1136/fmch-2022-002090.0

 29. The Lancet. Does mobile health matter? Lancet. (2017) 390:2216. doi: 10.1016/
S0140-6736(17)32899-4

 30. Seeballuck C, Blair A, Donnelly J, Towers A. Mobile apps for oral healthcare: 
recommendations for navigating uncharted terrain. Br Dent J. (2022) 233:462–6. doi: 
10.1038/s41415-022-4971-6

 31. Giannoula E, Iakovou I, Katsikavelas I, Antoniou P, Raftopoulos V, Chatzipavlidou 
V, et al. A mobile app for thyroid Cancer patients aiming to enhance their quality of life: 
protocol for a Quasiexperimental interventional pilot study. JMIR Res Protoc. (2020) 
9:e13409. doi: 10.2196/13409

 32. Klasnja P, Pratt W. Healthcare in the pocket: mapping the space of mobile-
phone health interventions. J Biomed Inform. (2012) 45:184–98. doi: 10.1016/j.
jbi.2011.08.017

 33. Uhm KE, Yoo JS, Chung SH, Lee JD, Lee I, Kim JI, et al. Effects of exercise 
intervention in breast cancer patients: is mobile health (mHealth) with pedometer more 
effective than conventional program using brochure? Breast Cancer Res Treat. (2017) 
161:443–52. doi: 10.1007/s10549-016-4065-8

 34. Lozano-Lozano M, Martín-Martín L, Galiano-Castillo N, Fernández-Lao C, 
Cantarero-Villanueva I, López-Barajas IB, et al. Mobile health and supervised 
rehabilitation versus mobile health alone in breast cancer survivors: randomized 
controlled trial. Ann Phys Rehabil Med. (2020) 63:316–24. doi: 10.1016/j.
rehab.2019.07.007

 35. Smahel D, Elavsky S, Machackova H. Functions of mHealth applications: a user's 
perspective. Health Informatics J. (2017) 25:1065–75. doi: 10.1177/1460458217740725

 36. Sun X, Zhou W, Feng Y. Mobile healthcare platforms' sustainability: the perspective 
of health information quality. Front Public Health. (2023) 10:1059252. doi: 10.3389/
fpubh.2022.1059252

 37. Tamminga SJ, Hoving JL, Frings-Dresen MH, De Boer AG. Cancer@work - a 
nurse-led, stepped-care, e-health intervention to enhance the return to work of patients 
with cancer: study protocol for a randomized controlled trial. Trials. (2016) 17:453. doi: 
10.1186/s13063-016-1578-8

 38. Wang L, Liu Y, Tan H, Huang S. Transtheoretical model-based mobile health 
application for PCOS. Reprod Health. (2022) 19:117. doi: 10.1186/s12978-022-01422-w

 39. Basch E, Schrag D, Henson S, Jansen J, Ginos B, Stover AM, et al. Effect of 
electronic symptom monitoring on patient-reported outcomes among patients with 
metastatic Cancer: a randomized clinical trial. JAMA. (2022) 327:2413–22. doi: 10.1001/
jama.2022.9265

 40. Van der Hout A, Van Uden-Kraan CF, Holtmaat K, Jansen F, Lissenberg-Witte BI, 
Nieuwenhuijzen GAP, et al. Role of eHealth application Oncokompas in supporting 
self-management of symptoms and health-related quality of life in cancer survivors: a 
randomised, controlled trial. Lancet Oncol. (2020) 21:80–94. doi: 10.1016/
S1470-2045(19)30675-8

 41. Wagner LI, Tooze JA, Hall DL, Levine BJ, Beaumont J, Duffecy J, et al. Targeted 
eHealth intervention to reduce breast Cancer Survivors' fear of recurrence: results from 
the FoRtitude randomized trial. J Natl Cancer Inst. (2021) 113:1495–505. doi: 10.1093/
jnci/djab100

 42. Mengjie HUANG, Wenjing WANG, Xiaonan SUN, Yujia WANG, Hewei MIN, 
Xinxue SUN, et al. A review of multi-theoretical models of health behavior change. 
Modern. Prev Med. (2022) 49:3396–402. doi: 10.20043/j.cnki.MPM.202202113

 43. Selçuk-Tosun A, Zincir H. The effect of a transtheoretical model-based 
motivational interview on self-efficacy, metabolic control, and health behaviour in adults 
with type 2 diabetes mellitus: a randomized controlled trial. Int J Nurs Pract. (2019) 
25:e12742. doi: 10.1111/ijn.12742

 44. Sharma M, Chandra A, Toth R, Nahar VK. Utility of multi-theory model (MTM) 
to explain the intention for PAP adherence in newly diagnosed sleep apnea patients. Nat 
Sci Sleep. (2021) 13:263–71. doi: 10.2147/NSS.S294183

 45. Sharma M, Asare M, Lakhan R, Kanekar A, Nahar VK, Moonie S. Can the 
multi-theory model (MTM) of health behavior change explain the intent for people 
to practice meditation? J Evid based. Integr Med. (2021) 26:4582. doi: 
10.1177/2515690X211064582

 46. Sharma M, Johansen C, Batra K, Dai CL, Batra R, Hayes T, et al. Using the multi-
theory model (MTM) of health behavior change to explain the seeking of stool-based 
tests for colorectal Cancer screening. Int J Environ Res Public Health. (2023) 20:6553. 
doi: 10.3390/ijerph20166553.7

 47. Sharma M. Multi-theory model (MTM) for health behavior change. Webmed 
central. Behaviour. (2015) 6:WMC004982.

 48. Hayes T, Sharma M, Shahbazi M, Sung JH, Bennett R, Reese-Smith J. The 
evaluation of a fourth-generation multi-theory model (MTM) based intervention to 
initiate and sustain physical activity. Health Promot Perspect. (2019) 9:13–23. doi: 
10.15171/hpp.2019.02

 49. Sharma M. Theoretical foundations of health education and health promotion. 3rd 
Edn. Burlington, MA: Jones and Bartlett, pp. 250–262. (2017).

 50. Sharma M, Khubchandani J, Nahar VK. Applying a new theory to smoking 
cessation: case of multi-theory model (MTM) for health behavior change. Health Promot 
Perspect. (2017) 7:102–5. doi: 10.15171/hpp.2017.18

 51. Hayes T, Nahar VK, Sharma M. Predicting physical activity behavior in African 
American females: using multi theory model. J Res Health Sci. (2018) 18:e00410.

 52. Sharma M, Nahar VK. Promoting physical activity in upper elementary children 
using multi-theory model (MTM) of health behavior change. J Prev Med Hyg. (2018) 
59:E267. doi: 10.15167/2421-4248/jpmh2018.59.4.847

 53. Ambrosetti MC, Colato C, Dardano A, Monzani F, Ferdeghini M. Radioiodine 
ablation: when and how. Q J Nucl Med Mol Imaging. (2009) 53:473–81.

 54. Liu N, Meng Z, Jia Q, Tan J, Zhang G, Zheng W, et al. Multiple-factor analysis of 
the first radioactive iodine therapy in post-operative patients with differentiated thyroid 
cancer for achieving a disease-free status. Sci Rep. (2016) 6:34915. doi: 10.1038/
srep34915

 55. Hänscheid H, Verburg FA, Biko J, Diessl S, Demidchik YE, Drozd V, et al. Success 
of the postoperative 131I therapy in young Belarusian patients with differentiated 
thyroid cancer after Chernobyl depends on the radiation absorbed dose to the blood and 
the thyroglobulin level. Eur J Nucl Med Mol Imaging. (2011) 38:1296–302. doi: 10.1007/
s00259-011-1788-y

 56. Singh SS, Mittal BR, Sood A, Bhattacharya A, Kumar G, Shekhawat AS, et al. 
Applicability of adults 2015 American Thyroid Association differentiated thyroid Cancer 
guidelines for postoperative risk stratification and Postradioiodine treatment dynamic 
risk stratification in pediatric population. World J Nucl Med. (2022) 21:127–36. doi: 
10.1055/s-0042-1750334

 57. Sharma M, Batra K, Chen CC, Dai CL, Batra R, Cappelli DP. Predicting flossing 
through the application of the multi-theory model (MTM) of health behavior change 
among minority adolescents in the United States. Int J Environ Res Public Health. (2022) 
19:15106. doi: 10.3390/ijerph192215106

 58. El Kinany K, Garcia-Larsen V, Khalis M, Deoula MMS, Benslimane A, Ibrahim A, 
et al. Adaptation and validation of a food frequency questionnaire (FFQ) to assess 
dietary intake in Moroccan adults. Nutr J. (2018) 17:61. doi: 10.1186/s12937-018-0368-4

 59. Lee H, Kang M, Song WO, Shim JE, Paik HY. Gender analysis in the development 
and validation of FFQ: a systematic review. Br J Nutr. (2016) 115:666–71. doi: 10.1017/
S0007114515004717

 60. Farebrother J, Zimmermann MB, Andersson M. Excess iodine intake: sources, 
assessment, and effects on thyroid function. Ann N Y Acad Sci. (2019) 1446:44–65. doi: 
10.1111/nyas.14041

 61. Lee KW, Shin D, Cho MS, Song WO. Food group intakes as determinants of iodine 
status among US adult population. Nutrients. (2016) 8:325. doi: 10.3390/nu8060325

 62. Watkins S, Freeborn E, Mushtaq S. A validated FFQ to determine dietary intake 
of vitamin D. Public Health Nutr. (2021) 24:4001–6. doi: 10.1017/S136898002000453X

 63. Aldan G, Helvaci A, Ozdemir L, Satar S, Ergun P. Multidimensional factors 
affecting medication adherence among patients with chronic obstructive pulmonary 
disease. J Clin Nurs. (2022) 31:1202–15. doi: 10.1111/jocn.15976

 64. Kaambwa B, Ratcliffe J. Predicting euro QoL 5 dimensions 5 levels (EQ-5D-5L) 
utilities from older People's quality of life brief questionnaire (OPQoL-brief) scores. 
Patient. (2018) 11:39–54. doi: 10.1007/s40271-017-0259-3

 65. Luo N, Li M, Liu GG, Lloyd A, de Charro F, Herdman M. Developing the Chinese 
version of the new 5-level EQ-5D descriptive system: the response scaling approach. 
Qual Life Res. (2013) 22:885–90. doi: 10.1007/s11136-012-0200-0

 66. Xu RH, Cheung AWL, Wong ELY. The relationship between shared decision-
making and health-related quality of life among patients in Hong Kong SAR. China Int 
J Qual Health Care. (2017) 29:534–40. doi: 10.1093/intqhc/mzx067

 67. Huang W, Yang J, Liu Y, Liu C, Zhang X, Fu W, et al. Assessing health-related 
quality of life of patients with colorectal cancer using EQ-5D-5L: a cross-sectional study 
in Heilongjiang of China. BMJ Open. (2018) 8:e022711. doi: 10.1136/
bmjopen-2018-022711

 68. Gavin AT, Donnelly D, Donnelly C, Drummond FJ, Morgan E, Gormley GJ, et al. 
Effect of investigation intensity and treatment differences on prostate cancer survivor's 
physical symptoms, psychological well-being and health-related quality of life: a two 
country cross-sectional study. BMJ Open. (2016) 6:e012952. doi: 10.1136/
bmjopen-2016-012952

 69. Lloyd AJ, Kerr C, Penton J, Knerer G. Health-related quality of life and health 
utilities in metastatic castrate-resistant prostate cancer: a survey capturing experiences 
from a diverse sample of UK patients. Value Health. (2015) 18:1152–7. doi: 10.1016/j.
jval.2015.08.012

https://doi.org/10.3389/fpubh.2024.1327442
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1016/j.amjmed.2013.09.032
https://doi.org/10.1186/1756-0500-3-250
https://doi.org/10.1136/fmch-2018-000084
https://doi.org/10.1136/fmch-2022-002090.0
https://doi.org/10.1016/S0140-6736(17)32899-4
https://doi.org/10.1016/S0140-6736(17)32899-4
https://doi.org/10.1038/s41415-022-4971-6
https://doi.org/10.2196/13409
https://doi.org/10.1016/j.jbi.2011.08.017
https://doi.org/10.1016/j.jbi.2011.08.017
https://doi.org/10.1007/s10549-016-4065-8
https://doi.org/10.1016/j.rehab.2019.07.007
https://doi.org/10.1016/j.rehab.2019.07.007
https://doi.org/10.1177/1460458217740725
https://doi.org/10.3389/fpubh.2022.1059252
https://doi.org/10.3389/fpubh.2022.1059252
https://doi.org/10.1186/s13063-016-1578-8
https://doi.org/10.1186/s12978-022-01422-w
https://doi.org/10.1001/jama.2022.9265
https://doi.org/10.1001/jama.2022.9265
https://doi.org/10.1016/S1470-2045(19)30675-8
https://doi.org/10.1016/S1470-2045(19)30675-8
https://doi.org/10.1093/jnci/djab100
https://doi.org/10.1093/jnci/djab100
https://doi.org/10.20043/j.cnki.MPM.202202113
https://doi.org/10.1111/ijn.12742
https://doi.org/10.2147/NSS.S294183
https://doi.org/10.1177/2515690X211064582
https://doi.org/10.3390/ijerph20166553.7
https://doi.org/10.15171/hpp.2019.02
https://doi.org/10.15171/hpp.2017.18
https://doi.org/10.15167/2421-4248/jpmh2018.59.4.847
https://doi.org/10.1038/srep34915
https://doi.org/10.1038/srep34915
https://doi.org/10.1007/s00259-011-1788-y
https://doi.org/10.1007/s00259-011-1788-y
https://doi.org/10.1055/s-0042-1750334
https://doi.org/10.3390/ijerph192215106
https://doi.org/10.1186/s12937-018-0368-4
https://doi.org/10.1017/S0007114515004717
https://doi.org/10.1017/S0007114515004717
https://doi.org/10.1111/nyas.14041
https://doi.org/10.3390/nu8060325
https://doi.org/10.1017/S136898002000453X
https://doi.org/10.1111/jocn.15976
https://doi.org/10.1007/s40271-017-0259-3
https://doi.org/10.1007/s11136-012-0200-0
https://doi.org/10.1093/intqhc/mzx067
https://doi.org/10.1136/bmjopen-2018-022711
https://doi.org/10.1136/bmjopen-2018-022711
https://doi.org/10.1136/bmjopen-2016-012952
https://doi.org/10.1136/bmjopen-2016-012952
https://doi.org/10.1016/j.jval.2015.08.012
https://doi.org/10.1016/j.jval.2015.08.012


Jiang et al. 10.3389/fpubh.2024.1327442

Frontiers in Public Health 14 frontiersin.org

 70. Philipp-Dormston WG, Müller K, Novak B, Strömer K, Termeer C, Hammann U, 
et al. Patient-reported health outcomes in patients with non-melanoma skin cancer and 
actinic keratosis: results from a large-scale observational study analysing effects of 
diagnoses and disease progression. J Eur Acad Dermatol Venereol. (2018) 32:1138–46. 
doi: 10.1111/jdv.14703

 71. Noel CW, Lee DJ, Kong Q, Xu W, Simpson C, Brown D, et al. Comparison of health 
state utility measures in patients with head and neck cancer. JAMA Otolaryngol Head 
Neck Surg. (2015) 141:696–703. doi: 10.1001/jamaoto.2015.1314

 72. Mastboom MJ, Planje R, van de Sande MA. The patient perspective on the impact 
of tenosynovial giant cell tumors on daily living: crowdsourcing study on physical 
function and quality of life. Interact J Med Res. (2018) 7:e4. doi: 10.2196/ijmr.9325

 73. Mol M, Van Schaik A, Dozeman E, Ruwaard J, Vis C, Ebert DD, et al. 
Dimensionality of the system usability scale among professionals using internet-based 
interventions for depression: a confirmatory factor analysis. BMC Psychiatry. (2020) 
20:218. doi: 10.1186/s12888-020-02627-8

 74. Ireland JL, Boustead R, Ireland CA. Coping style and psychological health among 
adolescent prisoners: a study of young and juvenile offenders. J Adolesc. (2005) 
28:411–23. doi: 10.1016/j.adolescence.2004.11.002

 75. Attkisson CC, Greenfield TK. The client satisfaction questionnaire (CSQ) scales. 
Outcome assessment in clinical practice. Baltimore: Williams and Wilkins (1995).

 76. Roger D, Jarvis P, Najarian B. Detachment and coping: the construction and 
validation of a new scale for measuring coping strategies. Personal Individ Differ. (1993) 
15:619–26. doi: 10.1016/0191-8869(93)90003-L

 77. Kroenke K, Spitzer RL, Williams JB, Löwe B. An ultra-brief screening scale for anxiety 
and depression: the PHQ-4. Psychosomatics. (2009) 50:613–21. doi: 10.1176/appi.psy.50.6.613

 78. Jie Q, Minmin J, Chen C, Yujiao C, Dehua Y, Chunbo L. A study of the reliability 
and validity of the ultra-simple depression and anxiety screening scale in a community-
based outpatient clinic. Internal Medicine Theory and Practice. (2021) 16:116–20. doi: 
10.16138/j.1673-6087.2021.02.010

 79. Yang Y, Sun H, Luo X, Li W, Yang F, Xu W, et al. Network connectivity between 
fear of cancer recurrence, anxiety, and depression in breast cancer patients. J Affect 
Disord. (2022) 309:358–67. doi: 10.1016/j.jad.2022.04.119

 80. Humphris GM, Watson E, Sharpe M, Ozakinci G. Unidimensional scales for fears 
of cancer recurrence and their psychometric properties: the FCR4 and FCR7. Health 
Qual Life Outcomes. (2018) 16:30. doi: 10.1186/s12955-018-0850-x

https://doi.org/10.3389/fpubh.2024.1327442
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1111/jdv.14703
https://doi.org/10.1001/jamaoto.2015.1314
https://doi.org/10.2196/ijmr.9325
https://doi.org/10.1186/s12888-020-02627-8
https://doi.org/10.1016/j.adolescence.2004.11.002
https://doi.org/10.1016/0191-8869(93)90003-L
https://doi.org/10.1176/appi.psy.50.6.613
https://doi.org/10.16138/j.1673-6087.2021.02.010
https://doi.org/10.1016/j.jad.2022.04.119
https://doi.org/10.1186/s12955-018-0850-x


Jiang et al. 10.3389/fpubh.2024.1327442

Frontiers in Public Health 15 frontiersin.org

5 Glossary

DTC Differentiated thyroid cancer

MTM Multi-theory model of health behavior change

PD Participatory Dialog

BC Behavioral Confidence

CPE Changes in Physical Environment

ET Emotional Transformation

PC Practice for Change

CSE Changes in Social Environment

mHealth Mobile health

T4 Thyroxine

T3 Triiodothyronine

TTM Transtheoretical model

DMC The Data Monitoring Committee

SAEs All adverse events

AEs Adverse events

CSQ-3 The Customer Satisfaction Questionnaire

EQ-5D-5L The EuroQol-5 Dimensions 5 Levels

ARMS-7 The Renewal or Medication Adherence Scale

FFQ The Food Frequency Questionnaire

I-FFQ The Iodine-containing Food Frequency Questionnaire

HRP Horseradish peroxidase

ELISA Enzyme-linked immunosorbent assay

HPV Human papilloma virus

mCi Meters Curie

FT4 Free thyroxine

FT3 Free triiodothyronine

RIA Radioimmunoassay

PHQ-4 A simplified version of the Anxiety Depression Scale

FCR-4 The Fear of Cancer Recurrence Scale
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