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Conventional open thyroidectomy provides direct exposure to perform safe and quick operations
with minimal morbidity and almost no mortality. However, the procedure leaves a scar on the
anterior neck. Thyroid nodules are common in young women, who are interested not only in
treatment of the disease but also in aesthetic results. As a result, a variety of minimally invasive
techniques to minimize neck scars and surgical morbidity have been developed. The minimally
invasive thyroidectomy technique includes mini open incision thyroidectomy, video assisted
minimally invasive thyroidectomy, and pure endoscopic thyroidectomy. However, there are
some limitations to endoscopic thyroidectomy in obtaining adequate surgical viewing angles,
precisely manipulating endoscopic instruments and meticulously dissecting tissues. These
limitations result from the narrow working space, two-dimensional operative views and the use
of inadequate endoscopic instruments. Recently, robotic technology using the da Vinci surgi-
cal system robot has been applied to minimally invasive thyroid surgery to overcome the limita-
tions of endoscopic thyroidectomy. The da Vinci surgical system robot provides a three-dimen-
sional 10-12 x magnified view of the surgical area. It also provides hand-tremor filtration,
fine motion scaling, and precise and multi-articulated hand-like motions. Robotic thyroidec-
tomy by a gasless unilateral axillo-breast or axillary approach using da Vinci surgical system
robot is safe, feasible and cosmetically excellent procedure in properly selected patients. It
might have an advantage in the preservation of recurrent laryngeal nerve and parathyroid gland
with magnified view. However, it is more invasive than open thyroidectomy. The postopera-
tive pain or discomfort is comparable with open thyroidectomy. The oncologic safety of robotic
thyroidectomy should be verified with long-term follow-up data.
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Fig. 1. Robotic thyroidectomy by a gasless unilateral axillo-breast approach. A 5-6 cm skin incision was made in the axillary fossa, and a
0.8 cm incision was made on the circumareolar margin (A). An external retractor was used to maintain the working space (B). In the
axillary port, an endoscope was placed in the center and two robotic arms were placed on either side of the endoscope (C). The third
arm of the da Vinci S Robot was placed through the breast port for retraction of the thyroid gland with Prograsp.

Fig. 2. Surglcal procedure for robotlc thyroidectomy by a gasless unllateral axillo-breast approach. The left thyr0|d lobe was exposed
with placement of an external retractor (A). Dissection of pretracheal lymph nodes and identification of the trachea (B). Superior thyroid
vessels were divided with Harmonic curved shears (C). The superior parathyroid gland should be preserved (D). Identification and pre-
servation of the recurrent laryngeal nerve (E). Surgical view after completion of left lobectomy and ipsilateral central compartment neck
dissection (F).
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