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Referral of a patient with thyroid nodule

Diagnostics:

- lab: determine TSH if necessary
- Preferably ultrasound-guided FNA by an expert specialist. Echo: indication of 
microcalcifications, delimitability, echogenicity, shape, dimensions, halo and
vascularization.
- With palpable nodule: FNA, unless a true cyst. Description according to Bethesda
criteria.
- If lobectomy is planned: measure calcitonin preoperatively (Erasmus MC only). 

First outpatient visit preferably with an internist-endocrinologist, if necessary 
supplemented by a visit to the endocrine surgeon and radiologist

Care Pathway Thyroid Nodule

This process requires the effort of 
dedicated specialists with specific 
expertise in the field of thyroid 
care.

The process, together with the 
Dutch Guideline on Thyroid 
Carcinoma, forms an important 
starting point for the way of 
working within the Thyroid 
Network.

Section 2.1 of the plan (December 
2015) describes the standards and 
principles for thyroid care.

Each hospital appoints a case 
manager per patient. This is 
recorded in the EPD, together 
with the main practitioner. When 
referred, the case managers 
inform each other.

Bethesda score 

Bethesda 1 
Bethesda 2
FNA Benign

Bethesda 3 / 4 
FNA Inconclusive

Bethesda 5 / 6
FNA Malign

Preoperative discussion in the MTB*. There are two 
types of MTBs: loco-regional and regional with the 

academy.

- discussion of additional research
- advice on the desired (after) treatment

Outpatient visit: 
Informing the patient 

about findings and 
desired follow-up.

Outpatient visit: 
Informing the patient 

about findings. 
Reassure the patient.

Found Bethesda 
1 repeatedly? 

Ultrasound-guided 
FNA

YES

Follow-up: repeat 
ultrasound-guided 

FNA after 6 weeks to 3 
months.

Discharge or, if 
desired, follow-up 

with ultrasound FNA 
repeat after 1 year 

(only in clinically very 
suspect).

* Explanation:

Patients who have been registered from the 
regional hospitals are discussed in the regional MDO 

with the academy. Any patient who is in doubt 
about the treatment policy to be used can be 

submitted for this regional MTB. Patients with T3, 
T4, N1 and/or M1 and patients with a medullary or 

anaplastic thyroid carcinoma are always discussed in 
the regional MTB with the academy.

During this rMTB, Erasmus MC also provides 
feedback about the patients referred to them. 

See page 
2

MANUAL MTB

Ultrasound-guided 
FNA
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Preoperative discussion in 
the regional MTB*

Operation in level 2 hospital

Registration for RAI and calcium control 
according to protocol.

Postoperative discussion in the MTB*. There are two types of MTBs: loco-regional 
and regional with the academy.

Recommendation: surgery in level 1 hospital if it is 
established preoperatively that there is:

- T3, T4 and/or N1 tumor
- Medullary/poorly differentiated

Registration for RAI and calcium control according 
to protocol.

Pathology 
result

Pathology: T1/T2, No/
Nx

Pathology:   T3, N1

Ablation by 
recombinant TSH

Tg determination on 
day 3 after rTSH

Ablation after 
withdrawal

Low risk? 

Pre-ablation:
I-123 scan for uptake 
determination and Tg 

determination.

If uptake >10%: 
consider reoperation 

before ablation.

See page 
3

Manual MTB

Bethesda 3 / 4 

Treatment according 
to the advice of the 

MTB

Bethesda 5 / 6 
- Discuss results/
consequences with
patient.
- Explanation operation
- Visit anesthetist
- If registration for RAI 
follows: offer men
cryopreservation semen

Repeat FNA with 
ultrasound

Surgery

* Explanation:

Patients who have been registered 
from the regional hospitals are 

discussed in the regional MDO with the 
academy. Any patient who is in doubt 
about the treatment policy to be used 

can be submitted for this regional MTB. 
Patients with T3, T4, N1 and/or M1 and 
patients with a medullary or anaplastic 
thyroid carcinoma are always discussed 
in the regional MTB with the academy.

During this rMTB, Erasmus MC also 
provides feedback about the patients 

referred to them. 



©
  S

ch
ild

kl
ie

r 
N

et
w

er
k 

 -
 ju

li 
2

0
1

7
 

3

Status after thyroidectomy and 
radioactive iodine treatment 

Post-therapy scan
If N1 or M1: nuclear physician contacts the attending 

physician, who then introduces the patient for 
discussion in the regional MTB with the academy.. 

Outpatient visit 1
2 WEEKS AFTER TREATMENT

Discuss post-therapy scan results
Discuss follow-up plan

Outpatient visit / telephone 
consultation 2

2 MONTHS AFTER TREATMENT
Result lab / Adjustment medication

Target = TSH suppression: TSH<0.1 mU/
l

Outpatient visit 3
HALF YEAR AFTER TREATMENT

Discuss neck ultrasound and blood test 
results.

Tg-on in connection with course curve

Blood test before outpatient visit 2
(TSH, FT4, Tg and anti-Tg). 

According to the same assay

Ultrasound neck and blood test 
(TSH, FT4, Tg and anti-Tg)

for outpatient visit 3

Stimulated Tg   0,9 ng/ml 

Stimulated Tg Measurement
1 YEAR AFTER TREATMENT

Re-risk stratification:
- recombinant TSH 

- Withdrawal and scan I-123 or I-131 if
anti-Tg+ persists

- perform an additional examination
(neck ultrasound) before a second I-131 

therapy is requested. Outpatient visit 4
Discuss results. Discuss 

possible follow-up policy. 
Consider second I-131 therapy 

if no resectable lesions.

Stimulated Tg < 0,9 ng/ml 

Outpatient visit 4
Discuss results. Discuss 
follow-up policy: Lower 

Thyrax.

TSH target value: between the 
lower reference value and 2 

mU/l.

Annual Tg-on and neck 
palpation

During follow-up: discuss local 
recurrence or lymph node 

metasteses in the MTB. Follow-up in accordance with 
protocol

Discuss in MTB
Strive to do this before 

outpatient visit 4.

Low risk? 

If stable after 5 years: 
discharge.



©
  S

ch
ild

kl
ie

r 
N

et
w

er
k 

 -
 ju

li 
2

0
1

7
 

4

Disclaimer 

This care pathway originates from the Thyroid Network in the Southwest Netherlands region. Each 

hospital is itself responsible for the quality and efficiency of the thyroid care as provided by their 

professionals to the patient. Although the professionals involved in the Thyroid Network do their 

best to provide all information, including this care pathway, as good and error-free to third parties 

for information, they cannot be held responsible for any errors or for keeping the care pathway 'up-

to-date'. The Thyroid Network therefore waives any liability whatsoever, within the limits of Dutch 

law. 




