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a b s t r a c t 
Introduction: Abdominal aortic aneurysm (AAA) repair may be performed through open or 
endovascular approaches, but the factors in.uencing a patient’s repair-type preference are 
not well characterized. Here we performed a qualitative analysis to better understand fac- 
tors in.uencing patient preference within the Preference for Open Versus Endovascular Re- 
pair of AAA Trial. 
Methods: Open-ended responses regarding primary ( n = 21) and secondary ( n = 47) fac- 
tors in.uencing patient preference underwent qualitative analysis using the constant com- 
parative method with iterative reviews. Codes were used to generate themes and themes 
grouped into categories, with each step conducted via consensus agreement between three 
researchers. Relative prevalence of themes were compared to ascertain trends in patient 
preference. 
Results: Patient responses regarding both primary and secondary factors fell into four cat- 
egories: Short-term concerns, long-term concerns, advice & experience, and other. Patients 
most frequently described short-term concerns (23) as their primary in.uence, with themes 
including post-op complications, hospitalization & recovery, and intraoperative concerns. 
Long-term concerns were more prevalent (20) as secondary factors, which included themes 
such as survival, and chronic management . The average age of patients voicing only long- 
term concerns as a primary factor was 11 years younger than those listing only short-term 
concerns. 
Conclusion: Short-term concerns relating to the procedure and recovery are more often the 
primary factor in.uencing patient preference, while long term concerns play a more sec- 
ondary role. Long-term concerns are more often a primary factor in younger patients. Vas- 
cular surgeons should consider this information in shared decision making to reach an op- 
timal outcome. 

© 2021 Published by Elsevier Inc. 

Introduction 
Surgical repair of abdominal aortic aneurysm (AAA) may pro- 
ceed through either open or endovascular means. The less- 
invasive endovascular AAA repair (EVAR) procedure repeat- 
edly shows short term advantages in recovery, morbidity and 
mortality over open surgical repair (OSR), but these bene- 
!ts come with drawbacks.1–4 EVAR requires mandatory lifelong 
surveillance, and re-intervention is required at four years in 
nearly 20% of cases.5–7 Large randomized trials conducted to 
compare EVAR showed early survival bene!ts of EVAR were 
not sustained over time, and demonstrated other important 
differences without establishing a single method that is best 
for all patients. 

Given the important differences in recovery time, surveil- 
lance and re-intervention rates between procedures, a shared 
decision-making framework between patients and physicians 
can help ensure alignment of patient goals and medical out- 
comes.8 , 9 The Preferences for Open Versus Endovascular Re- 
pair of Abdominal Aortic Aneurysm (PROVE-AAA) Trial seeks 
to test a two-part hypothesis in regards to shared decision 
making.10 First, patients who are well informed of the risks 
and bene!ts of both OSR and EVAR will express a prefer- 
ence for speci!c, measurable reasons. Second, patients who 
are well informed of these risks and bene!ts will be more 
likely to receive the type of repair that aligns with their prefer- 
ences.11–13 The PROVE-AAA Trial is designed to quantitatively 
address these hypotheses. 

The aim of this study is to better understand factors in- 
.uencing patient preference for repair type based on qualita- 
tive analysis of open-ended patient comments on the PROVE- 
AAA questionnaire. As part of this survey, patients provided 
comments regarding both the primary factor and secondary 
factors which in.uenced their preference for EVAR or OSR. 
Through qualitative analysis we identi!ed common themes 
and categories presented here to provide vascular surgeons 
with additional perspective to improve the shared decision- 
making process. 
Methods 
PROVE-AAA trial 
The PROVE-AAA trial is a multi-center, cluster randomized 
controlled trial which enrolled 235 veterans from 23 geograph- 
ically diverse centers in the Veterans Administration sys- 
tem. Selected study sites had a surgical volume of at least 
20 AAA repairs annually. Enrolled Veterans had a AAA mea- 
suring at least 5.0 cm in anterior-posterior diameter, and 
were both anatomical and physiological candidates for both 
OSR and EVAR. Detailed description of study design and aims 
was described by Columbo et al.10 The PROVE-AAA trial was 
granted Central Institutional Review Board approval by the 
Veteran’s Health Administration and registered at Clinical- 
Trials.gov ( www.clinicaltrials.gov NCT03115346). The use of 
patient responses in this qualitative analysis fell within the 
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Fig. 1 – Study Work!ow & Terminology. The constant comparative method with iterative reviews was used to distill patient 
responses into themes and categories. Each step was done via consensus agreement. 

scope of informed consent obtained during patient enroll- 
ment in the PROVE-AAA trial. 
Collection of survey data 
Veterans enrolled in the PROVE-AAA trial were given a survey 
to assess their preference for repair type during their !rst 
clinic visit to vascular surgery after enrollment. As part of 
this, select questions contained an open-ended response box 
if respondents chose to provide further information. Digi- 
tized transcriptions of these answers were generated by 
individual study site coordinators as part of the overall 
PROVE-AAA dataset. 
Generation of codes, themes & categories 
This qualitative study used the constant comparative method 
with iterative reviews to identify and categorize themes in 
two open response !elds related to factors in.uencing patient 
preference. A graphical overview of the work.ow is provided 
in Figure 1 . 

Anonymized transcriptions of patient responses were im- 
ported into Microsoft Excel and a team of three blinded re- 
searchers (AJ, CS, YH) conducted qualitative analysis using 
the constant comparative method with iterative review. In 
the !rst phase, data was independently coded by each re- 
searcher using an inductive, semantic approach. These codes 
were then reviewed during group meetings and uni!ed into 
a single coded dataset (i.e. “codebook”) via consensus agree- 
ment on the coding of individual responses. In the next phase, 

this coded data was used to generate and de!ne a set of 
themes for each question via consensus agreement. Based 
on the emerging trends in the codebook, each researcher in- 
dependently generated a list of themes and these themes 
were reviewed and de!ned by the team to create a common 
list of themes. Each code was then assigned a mutually ex- 
clusive theme via consensus agreement. Any disagreements 
were settled via discussion and/or revision of themes with a 
master arbiter (ME). In the !nal step, the themes themselves 
were grouped into common, overarching categories to allow 
for semi-quantitative comparisons. Table 1 lists a representa- 
tive sample of direct patient quotes regarding both primary 
and secondary concerns and includes the themes and overar- 
ching categories of each quote. Generation of codes, themes 
and categories was conducted using Microsoft Excel. All qual- 
itative analysis for the manuscript was developed and written 
adhering to the COREQ guidelines where applicable.14 

Patient age analysis 
Amid emerging themes of short-term and long-term con- 
cerns, we hypothesized that patients of differing ages may 
prioritize these differently. We therefore isolated all patients 
whose responses could be wholly categorized as either short- 
term or long-term (with no overlap) and quantitatively per- 
formed statistical analysis of the age of participants relative to 
their procedural preferences. All statistical analysis was con- 
ducted using Stata statistical software (StataCorp; College Sta- 
tion, TX). 
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Table 1 – Representative sample of patient comments used for qualitative analysis. 
ID Comment Themes Categories 

Main Factor In!uence 
Preference 1302 feel like the doctors could see 

what they are doing better Intraoperative concerns Short-term concerns 
1307 no worries at all. Allergy to 

morphine Intraoperative concerns, 
Post-op complications Short-term concerns 

1008 Because of the possibility that the 
stent could move, I’m less inclined 
to do it 

Post-op complications Short-term concerns 
0410 Preffered[sic.] open due to ‘done 

with follow ups’ Chronic Management Long-term concerns 
1802 I don’t want to die (main concern) Survival Long-term concerns 
0412 Bad experience with friends open 

repair Non-medical 
advice/experience Advice/experience 

1507 length of hospital stay and 
likelihood of survival Hospitalization & recovery, 

Survival Short-term concerns, 
Long-term concerns 

1508 likelihood of survival, I would take 
the doctor’s advice Survival, Medical 

advice/experience Long-term concerns, 
Advice/experience 

2012 recovery time at home, I would 
take the doctor’s advice Hospitalization & recovery, 

Medical advice/experience Short-term concerns, 
Advice/experience 

1511 don’t want anything done No procedure wanted Other 
Secondary Factors 
In!uencing Preference 0612 life or death Survival Long-term concerns 

1804 The need for further surgery with 
EVAR Chronic Management Long-term concerns 

1801 Ability to physically come through 
and length of time that the repair 
will last 

Survival, Hospitalization & 
Recovery, Chronic Management Short-term concerns, 

Long-term concerns 
0103 Best survival rate. Best for long 

term health Survival, Chronic Management Long-term concerns 
0803 Fear of unknown complications 

(due to past experiences) Fear, Chronic Management, 
Medical History & Clinical 
Concerns, Multifaceted 

Short-term concerns, 
Long-term concerns, Other 

2005 scared stiff! Can’t tell what effect it 
will have in the long run! Fear, Chronic Management, 

Lack of Information, 
Multifaceted 

Short-term concerns, 
long-term concerns, other 

0723 I want to watch Perioperative & Intraoperative 
Concerns Short-term concerns 

0706 Don’t want to be awake in 
operation Perioperative & Intraoperative 

Concerns Short-term concerns 
0726 All up to the doctor Medical advice/experience Advice/experience 
0503 My own past experiences 

regarding surgery. Other people’s 
experience with surgery 

Non-medical 
advice/experience Advice/experience 

1509 need more info Lack of information Other 
0703 Thought there is only one way of 

treatment for the AAA repair, 
which was the open repair 

Lack of information Other 
1702 Family & wife saying whether or 

not to do it or saying to get a 
second opinion. Age may be a 
factor. ‘Why do it?’ 

Multifaceted, Medical 
History/Clinical Concerns, 
Non-medical 
Advice/Experience, Lack of 
Information 

Long-term concerns, 
Advice/experience, Other 

0410 1) Open repair has less risk of 
follow up interventions 
post-operatively. 2) umbilical 
hernia will be repaired 

Multifaceted, Medical 
History/Clinical Concerns, 
Chronic Management 

Long-term concerns, Other 
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Table 2 – What was the main factor in!uencing your preference? 
Total Responses: 21 
Themes Code Count 
SHORT TERM (23) 
Post-op Complications 8 
Hospitalization & Recovery 7 
Intraoperative Concerns 8 
LONG TERM (6) 
Survival 3 
Chronic Management 3 
ADVICE or EXPERIENCE (5) 
Non-medical Advice/Experience 3 
Medical Advice/Experience 2 
OTHER (8) 
Multifaceted 7 
No Procedure Wanted 1 
Total: 42 

Categories (bold) and themes derived from patient responses regarding the main factor in.uencing preference. The total number of codes in 
each theme is tallied on the right, and the total number of codes in each category is shown in parentheses. 

Results 
Respondents & theme generation 
Twenty one patients (9%) provided open-ended responses 
about the main factor in.uencing their preference, and forty 
seven (20%) provided responses regarding other aspects of 
care that in.uenced their decision (i.e. secondary factors). 
These answers were variably !lled in by the patient them- 
selves or transcribed verbatim by a research assistant depend- 
ing on the study site. Thematic analysis led to the develop- 
ment of closely overlapping themes between both primary 
and secondary factors. Nine themes were developed regard- 
ing the primary factor in patient preference: Post-op complica- 
tions, hospitalization & recovery, intraoperative concerns, sur- 
vival, chronic management, non-medical advice/experience, 
medical advice/experience, multifaceted, and no procedure 
wanted. Ten themes were developed regarding secondary fac- 
tors in patient preference: hospitalization & recovery, periop- 
erative & intraoperative concerns, fear, survival, chronic man- 
agement, medical history & clinical concerns, non-medical 
advice/experience, medical advice/experience, lack of infor- 
mation and multifaceted . 

Categorization of responses 
Veteran’s responses to open-ended questions about primary 
and secondary concerns in.uencing preference for AAA repair 
type followed many similar trends. These responses were dis- 
tilled into four overarching categories common to both ques- 
tions: Short-term concerns, long-term concerns, advice or ex- 
perience, and other ( Table 2 and 3 ). 

Qualitative observation of response data 
Responses were typically short, ranging from single words to 
two sentences. Seven responses regarding primary factors and 
six responses regarding secondary factors listed multiple con- 
cerns. These responses were assigned an additional code of 
“multifaceted” and constitute much of the other category. The 
individual parts of multifaceted responses were also assigned 
codes and tallied for semi-quantitative analysis. 

There was a much higher number of responses in the 
space for secondary concerns (21 versus. 47), but seventeen of 
these were versions of “No”, “N/A” or “None”. These responses 
(or these parts of responses) were not counted in the semi- 
quantitative part of thematic analysis as they were deemed 
an artifact of phrasing in the questionnaire. Following this ad- 
justment, the total number of responses to each question was 
nearly the same (21 and 22 for primary and secondary factors, 
respectively). 

Responses were widely distributed between study centers, 
and only 4 patients responded to both questions. The mean 
age of respondents was 72 and the mean age of all patients 
enrolled in the PROVE-AAA was 73. 
Main factor in!uencing patient preference 
Nine themes were identi!ed for the main factor in.uencing 
patient preference for type of aneurysm repair ( Table 2 ). Ex- 
ample quotations from each category can be found in Table 1 . 
Patients most frequently described short-term concerns (23 
codes) as their primary factor, with themes including post-op 
complications, hospitalization & recovery, and intraoperative 
concerns. Only !ve responses indicated advice or experience 
as a primary factor. 

Interestingly seven of the twenty one patient responses 
listed more than one, and often multiple concerns. These con- 
cerns spanned across both themes and categories. Some pa- 
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Table 3 – Do you have any other aspects of care that in!uence your preference? 
Total Responses: 22 ∗
Themes Code Count 
SHORT TERM (13) 
Hospitalization & Recovery 7 
Perioperative & Intraoperative Concerns 4 
Fear 2 
L ONG TERM (20) 
Survival 4 
Chronic Management 8 
Medical History & Clinical Concerns 8 
ADVICE or EXPERIENCE (10) 
Non-medical Advice/Experience 5 
Medical Advice/Experience 5 
OTHER (16) 
Lack of Information 10 
Multifaceted 6 
Total: 59 

Categories (bold) and themes derived from patient responses regarding secondary factors in.uencing preference. The total number of codes 
in each theme is tallied on the right, and the total number of codes in each category is shown in parentheses. ∗This is the total number of 
responses after removing all responses equivalent to “n/a”. 

tients made a very extensive list. Each aspect of these re- 
sponses was coded individually and tallied to quantify the 
overall prevalence of each theme and category. A code and 
theme of ‘multifaceted’ was applied to complex responses 
to facilitate quanti!cation . This theme accounts for 7 of the 
8 codes in the other category. The only other theme in the 
other category belongs to the response of an 89-year-old dis- 
abled patient who stated: “don’t want anything done” –Pt. 
1511, Theme: No Procedure Wanted 
Secondary factors in!uencing patient preference 
Other than the 17 responses equivalent to “none”, 10 themes 
were identi!ed as secondary factors in.uencing patient pref- 
erence ( Table 3 ). Example quotations from each category can 
be found in Table 1 . Of interest, more variation in responses 
were noted in this section, but overall the themes derived from 
these responses bore remarkable similarity to those identi!ed 
from patients’ main concerns. When describing secondary 
factors, responses categorized as long-term concerns were 
most prevalent (20 codes), which included the themes sur- 
vival, chronic management, and medical history & clinical 
concerns. Some patients listed multiple long-term concerns, 
referred to pre-existing medical conditions, or made state- 
ments that also incorporated other themes. 

As compared to primary motivating factors, there were 
fewer responses categorized as short-term concerns (13 ver- 
sus 23). The themes hospitalization & recovery, and perioper- 
ative & intraoperative concerns were nearly identical to those 
generated from primary motivating factors. However, an en- 
tirely new theme – fear , was identi!ed among patient re- 
sponses to this question. Fear was categorized as a short-term 
concern. 

Many more patient responses categorized as Advice or Ex- 
perience (10) were listed as a secondary factor than a primary 
factor (5). This included an equal split of both medical and 
non-medical advice. 

One of the most prevalent themes encountered was an 
overall lack of information (10), which included statements 
regarding misinformation and a desire for more information. 
This was placed in the other category, as it did not occur in re- 
sponses to the primary factor question. One notable example 
can be seen from a 64-year-old patient who wrote: 

“Thought there is only one way of treatment for the AAA 
repair, which was the open repair” –Pt 0X-03, Theme: Lack of 
information 

Despite being almost 10 years younger than the mean 
study age, this patient ended up expressing a preference for 
EVAR after going through his enrollment. 

Six patient responses listed multifaceted secondary fac- 
tors. Some of these were quite complicated, encompassing 
multiple themes and categories. 
Comparison of factors in!uencing patient preference for 
EVAR versus OSR 
The signi!cant overlap in themes that existed between both 
primary and secondary factors facilitated comparison be- 
tween the two. Figure 2 Illustrates the relative number of 
codes in each category for both primary and secondary 
factors. Patients were more likely to list short-term con- 
cerns as primary factors, and long-term concerns as sec- 
ondary factors. We can also see that advice or experi- 
ence (which includes physician recommendation) was more 
likely to be listed as a secondary factor. The other cate- 
gory primarily consists of multifaceted responses or lack 
of information (see Tables 2 & 3 ). Responses equivalent to 
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Fig. 2 – Factors In!uencing Patient Preference for EVAR versus. Open Repair. Bars depict the number of individual codes that 
fell into each category. 

“none” were not included. The nature of this qualitative 
analysis precludes strict statistical hypothesis testing, but 
the strong numerical trends help reinforce observations re- 
garding the relative frequency of patient concerns in each 
category. 
Patient age subgroup analysis 
The mean age of patients enrolled in the PROVE-AAA trial is 
73., The average age of patients preferring OSR ( n = 52) and 
EVAR ( n = 162) was 72.3 and 73 respectively (difference of 0.7 
years, P = 0.23), which showed a slight, non-signi!cant de- 
crease in average age of patients who preferred OSR. For both 
primary & secondary factors, patients favoring long-term con- 
cerns tend to be younger. For the primary factor, it is a gener- 
ous difference of 11 years, (76 years versus. 65 years, P = 0.056, 
Fig. 3 ). 

From a qualitative perspective it is interesting to note 
that the youngest patient in the entire study (a 52-year- 
old) very clearly expressed a long term concern; "length 
of time repair lasts" as their primary factor. This pa- 
tient also indicated a preference for OSR. In contrast, 
the disabled 89-year-old patient (one of four oldest pa- 
tients in the study) simply said “don’t want anything 
done”. 
Discussion 
This qualitative analysis suggests that for patients facing a 
choice between open or endovascular AAA repair, short-term 
concerns relating to the procedure and recovery are more of- 
ten the primary factor in.uencing patient preference, while 
long term concerns play a more secondary role. EVAR is as- 
sociated with better short-term outcomes and has largely re- 
placed OSR for anatomically appropriate patients.15 However, 

in the long-term, EVAR is also associated with higher all-cause 
mortality, rupture, reintervention and secondary rupture rates 
versus OSR.16 Previous studies have indicated a relative pa- 
tient preference for EVAR.17 , 18 Given that many of the advan- 
tages of EVAR involve the short-term bene!ts (i.e. faster hospi- 
tal discharge, shorter recovery period, fewer initial complica- 
tions), the relative prevalence of short-term concerns found 
in this qualitative study supports the notion that a focus on 
‘short-term’ issues may be a driver in the preference for EVAR 
seen in the literature. 70% of respondents in the PROVE-AAA 
expressed a preference for EVAR (versus. 22% for OSR), which 
aligns with the relative abundance of Short-Term concerns 
observed in open responses about the primary factor in.uenc- 
ing patient preference. 

Considering each patient’s individual goals remains critical 
to effective shared decision-making. The literature on shared 
decision-making in breast cancer patients is robust and pro- 
vides a useful reference point for discussion. This decision be- 
tween radical mastectomy and lumpectomy bears some re- 
semblance to the treatment of AAA, where an OSR de!ni- 
tively repairs the AAA while EVAR requires lifelong surveil- 
lance and potentially additional procedures. In breast can- 
cer patients, the alignment between patient preference and 
surgery received is the most important factor in determin- 
ing patient satisfaction.19 Moreover, among patients who were 
clinically eligible for either mastectomy or lumpectomy, stud- 
ies found that increasing patient involvement in shared de- 
cision making leads to increased preference for more radi- 
cal mastectomies.19–21 This contradicts longstanding assump- 
tions in the oncologic surgery community that educated and 
empowered patients would prefer breast-conserving lumpec- 
tomies.19 These patients tend to favor more invasive surgery 
due to lower risks of recurrence, perceiving that long term 
health outweighs the drawbacks of more signi!cant resec- 
tion.21 In breast cancer, the majority of patients preferred the 
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Fig. 3 – Impact of Patient Age on Short versus Long-Term Concerns. Bars represent the mean age of the subset of patients 
whose comments were wholly categorized as either short or long term concerns. On average, patients wholly favoring 
long-term concerns as their primary factor ( n = 4) were 11 years younger than those wholly favoring short term concerns 
( n = 7) (76 years versus. 65 years, P = 0.056, 2-tailed t-test). A similar but less pronounced trend was observed for secondary 
factors. The mean age of enrolled patients is 73 (horizontal bar). 
most permanent solution even at the cost of increased inva- 
siveness and signi!cant dis!gurement. 

This might suggest a contrast to the apparent preference 
for EVAR in AAA patients, but also may be due to intrinsic dif- 
ferences in each medical condition. Importantly, many breast 
cancer patients not only elected mastectomy, but refused cos- 
metic reconstructive surgery, citing age and worry for multi- 
ple operations as reasons.20 This suggests that for some pa- 
tients the loss of a breast is a relatively unimportant cosmetic 
issue, and the election for mastectomy without reconstruc- 
tion re.ects a desire for a simple, straightforward solution that 
removes all the tissue at risk for malignancy. The apparent 
preference for EVAR instead may re.ect a similar interest in 
relative safety and rapid hospital discharge so that patients 
can resume their lives. These !ndings highlight the fact that 
surgeons cannot assume what is important to each patient, 
and when faced with a choice involving life-long repercus- 
sions, shared decision making is critical to achieving the most 
preferable outcome. 

The qualitative nature of this study allows for more nu- 
anced analysis of speci!c cases to elucidate trends and poten- 
tial exceptions. The age subgroup analysis supports the no- 
tion that younger patients may be interested in the relative 
durability afforded by OSR. Patients who were selectively con- 
cerned with repair durability and other Long-Term concerns 
tended to be younger. This aligns with the work of Winter- 
born et. al. who found that overall 84% of respondents pre- 
ferred EVAR, but the average age among patients favoring OSR 
was signi!cantly younger.18 

However, there was no signi!cant difference in average age 
between patients who preferred OSR and those who preferred 
EVAR in this trial. While age may be a factor, it clearly is not 
the only factor. 

Concomitant procedures are associated with increased pe- 
rioperative morbidity and mortality 22 , but they may be an im- 
portant factor for patients as well. For comparatively young 
patients interested in completing concomitant procedures, 
OSR clearly has speci!c bene!ts which in.uence preference. 

Another important takeaway comes from the 89-year-old 
patent who expressed that he had no desire for treatment. In- 
vasive or even minimally-invasive treatment may be an insur- 
mountable obstacle for frail patients, reinforcing the critical 
need for appropriate patient counseling and shared-decision 
making regarding not just treatment modality but the deci- 
sion to treat. 
Limitations 
The PROVE-AAA questionnaire was not designed as a quali- 
tative research tool – instead, this analysis was done post-hoc 
to glean qualitative meaning from open-ended responses. The 
questionnaire provided a multiple-choice list of options re- 
garding primary factors affecting preference immediately fol- 
lowed by an open response !eld. Thus the low response rate is 
likely attributable to many patients feeling they could answer 
satisfactorily with the space provided. Answers codi!ed by 
the multiple-choice section will be addressed quantitatively 
as part of the endpoints of the PROVE-AAA, but they were 
not factored into this analysis as it was focused on patients 
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personalized responses. A more thorough qualitative analysis 
of factors in.uencing patient preference for AAA repair type 
could be conducted prospectively via utilization of an inter- 
view format, but the present analysis provides an important 
!rst step in establishing trends and common themes. 
Implications 
From this work, we have important implications. Previous 
qualitative investigations have established that patients have 
a strong desire for thorough information on options during the 
informed consent process for AAA repair,23 and to contribute 
to shared decision making in vascular surgery.24 We now have 
a more nuanced understanding of what drives patient prefer- 
ence for AAA repair, and appreciate that this decision process 
is multifaceted. For instance, patients were instructed to pick 
only one response in the multiple-choice question regarding 
the main factor in.uencing their preference, but 7 out of 21 pa- 
tients used the blank !eld afterwards to list multiple concerns. 
This likely re.ects indecision on the previous question. Many 
others used the !eld to provide a response that clari!ed, added 
to, or overlapped with their multiple-choice selection. Six pa- 
tients also listed multifaceted secondary concerns. In addition 
to multifaceted concerns, one of the more common themes 
encountered was Lack of Information (10 codes), which in- 
cluded statements expressing lack of understanding, misin- 
formation, and a desire to know more. When taken in con- 
cert, all these responses represent the complexity and multi- 
faceted nature of patient preference when approaching AAA 
repair, reinforcing the importance of shared decision making. 
Conclusion 
In conclusion, this qualitative analysis provides new and com- 
plimentary !ndings regarding patient preference for AAA re- 
pair type in the PROVE-AAA trial. When describing their pref- 
erence, patients are more likely to list a short-term concern 
such as hospitalization time as a primary factor. Generally, 
EVAR is associated with improved short-term outcomes 15 , and 
previous studies have found patients tend to prefer EVAR.17 , 18 
This analysis adds a speci!c study of the subjective factors 
in.uencing patient preference to the qualitative literature 
on AAA repair. Most often, we found that patients empha- 
size short-term concerns such as hospitalization and recovery 
time, but a select subset of patients prefer open surgery and 
often have strong reasons for doing so. Age may play an impor- 
tant role, with younger patients being more likely to list long- 
term concerns as the primary factor in their preference. This 
underscores the importance of patient education and shared 
decision making in the realm of AAA repair, and vascular sur- 
geons should consider this when working with patients in or- 
der to reach an optimal outcome. 
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