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Introduction: Anatomy of the 

Thyroid Gland



Goals of Surgery:

 1-to remove the primary tumour and its            
local extension.

2-to minimize treatment related morbidity.

3-to permit accurate staging.

4-fascilitate postop. Radioactive Iodine ttt.

5-fascilitate long term postop. Surveilance

6-minimize disease reccurence and mets. 



Type of Surgery Vs approach.



Thyroidectomy types 







Thyroidectomy types 

 Near-total thyroidectomy: Almost same as total, 
but a little thyroid tissue around one parathyroid 
gland is preserved

 Isthmusectomy: Dividing the isthmus



Conventional thyroidectomy







Minimally Invasive thyroidectomy



Miccoli :   central  neck  access :   J  Endoc  Invest 1999





Shimizu    Neck  access :    J  Am  Coll  Surg 1999

External Retraction 
(Kirschner)

lateral Incision

(SCM border)
subclavicular Incision (5cm)





Ikeda axillary  access:    J  Am  Coll  Surg       2000

Incision  3 cm in axilla

Insufflation of CO2 (4 mm Hg)

Flexible Endoscope 

1 trocar near the main incision





Ohgami   breast access :     Surg  Laprosc 2000

Three incisions: 
1 presternal
2 periareolar
Insufflation of CO2





Gagner supraclavicular  access :      Thyroid 2001

Insuflation of CO2 (8 mm Hg)
Incision central (5 mm trocar)

3 Trocars accessory: 
mid line

mid border  SCM
sup  border SCM



Delbridge 2006







Terris Robotic Face lift (retroauricular approach) : Laryngoscope 2011













ENDOSCOPIC  THYROIDECTOMY :

Different  Techniques  and Approaches

 Axillary  and  breast  access should not  be  

considered minimally  invasive  operations to  

approach  thyroid

JF  Henry  Brit  J  Surg  2006



Wilhelm 2011 (transoral approach) 













Till 2018

 16 Reported series with a sum of 785 patients of 

which 713 (91%) were female and 68 (8%) were 

male.

 Anuwong et al (Thailand) 422 pts.

 Wilhelm et al   (Germany)   96  pts.

 Fu J et al         (China )         81 pts.

 Yang J et al     (China )         46 pts.

 Other centers                       130 pts.



 This systematic review presents cases of 785 patients. Surgeons in 15 of the 

studies used a completely vestibular approach, whereas those in the 

remaining 2 used the floor of the mouth for primary access. Conversion to 

open surgery took place in 1.3%. In total, 4.3% of patients experienced 

transient laryngeal nerve palsy, whereas 0.1% had permanent recurrent 

incidences of the condition. Transient hypocalcemia occurred in 7.4% of 

cases, with no recorded permanent cases. Carbon dioxide embolism 

occurred in 0.6% of cases, and another 0.6% had a deep-seated neck 

infection.





Miccoli (MIVAT) 1998

Patient in supine 

position

Neck not extended

Skin covered by 

drape



MIVAT: Instrumentation

30° 5mm endoscope

Spatulas (2mm)

Spatula-aspirator

Scissors (2mm)

Forceps (2mm)

Retractors

Clip applier

Harmonic Scalpel



MIVAT Incision











INCLUSION  CRITERIA

 Nodule   less  than   3.5  cm

 Thyroid  volume  less  than  20  ml 

(ultrasound  measured)

 No  lymphnodes

 No thyroiditis







COMPLICATIONS

 18  transient laryngeal nerve palsy  (1.8 %)

 9  perman. laryngeal nerve palsy  (0.9 %)

 18  transient hypoparathyroidism  (2.2 %)

 3  permanent hypoparathyroidism  (0.6%)

same  rate  in  multicentric  studies

comparable  to  standard  surgery

World J Surg 2002



American Thyroid Association Statement on 

Remote-Access Thyroid Surgery (2016)

 Remote-access thyroidectomy has a role in a small 

group of patients who fit strict selection criteria. 

These approaches require an additional level of 

expertise, and therefore should be done by 

surgeons performing a high volume of thyroid and 

robotic surgery.



Pros

 Cosmetic outcome.

 Tissue injury.



Cons

 Visualization and field.

 Tactile sensation.

 Transient complications.

 Remote dissection.

 Oncological outcome.

 Cost effectiveness.



Nerve monitor
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