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Comparison Study of Endoscopic Thyroidectomy Versus Robot-assisted
Thyroidectomy by a Cervico-transaxillary Approach

Young Min Park, Woo Sung Lim and Byung In Moon

Department of Surgery, Mokdong Hospital, Ewha Womans University School of Medicine, Seoul, Korea

Purpose: Endoscopic and robot-assisted thyroidectomy has shown rapid development worldwide. In addition, there is no treat-
ment of choice for thyroidectomy as usual. We propose an endoscopic thyroidectomy using a cervico-transaxillary approach,
comparing its results with those of robot-assisted thyroidectomy. We present this study in order to provide advantages and
disadvantages. Methods: Between January 2010 and March 2012, 132 patients were recruited with clinicopathological data
for this study. We divided patients into two groups, the endoscopic and the robot groups, with respect to their clinical charac-
teristics, surgical outcomes. The outcomes were evaluated in terms of operation time, estimated blood loss, hemovac amount,
hospital stay, and number of lymph nodes harvested. Results: A total of 132 patients (male 6 and female 126) were recruited
with clinicopathological data for this study. Of these, 78 patients underwent endoscopic thyroidectomy (the endo group) and
54 underwent robot-assisted thyroidectomy (the robot group) using a cervico-transaxillary approach. The two groups did not
differ significantly in terms of age, estimated blood loss, and complications. None of the patients experienced severe
complications. Conclusion: Results of the preliminary comparison in this study show that both approaches are safe and
feasible, with similar results. However, a smaller hemovac amount was observed with endoscopic thyroidectomy, compared
to robot-assisted thyroidectomy. In order to cut costs, part of robot-assisted thyroidectomy could be replaced by endoscopic

thyroidectomy.

Key Words: Endoscopic thyroidectomy, Robotic thyroidectomy, Cervico-transaxillary approach
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Fig. 1. Patient alignment with showing incision sites of the ro-
botic ports (arrow = axillary port, arrow
port, port = cervical port).

circumareolar

Fig. 2. Robotic port placement and instrument insertion, left side,
for left lobectomy (A = camera, B = Maryland dissector,
C = Prograsp forceps, D = harmonic scalpels.
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Table 1. Clinicopathological characteristics of the patients

Endoscopic  Robot-assisted

(n=78) (54 ©vale
Sex (male : female) 4:74 2:52 0.525
Age (year) 37+7.5 38+8.1 0.015
Tumor size (cm) 1.0£1.0 0.6£0.6 0.000
Pathology (No.) 78 54
Papillrary 54 52
Follicular 13 1
Benign 11 1
Op. time (min) 175.6+504  222.8+67.5  0.000
EBL (ml) 42.2+73.2 62.6194.0  0.142
Hospital stay (day) 3.310.7 3.9£1.0 0.000
Hemovac amount (ml) 79.6£332  146.3t544  0.000
Harvested LN (No.) 3.0£5.1 1.3£3.8 0.385
Complication (No.) 0.1+0.3 0.1+0.3 0.875

No. = number; Op. = operation; EBL = estimated blood loss; LN
= lymph node.
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Table 2. Operation type of endoscopic and robot-assisted thyroi-
dectomy

Endoscopic (n=78)  Robot-assisted (n=54)

Total* 0 17
Near total " 0 8
Lobectomy 78 29

*Total = total thyroidectomy; TNear total = near total thyro-
idectomy.

Table 3. Results of endoscopic thyroidectomy and robot-assisted

thyroidectomy
. Total*  Near total " Lobectomy

Variables =17) (n=8) m=107) P value
Age (years)

Endo’ 0 0 37+7.5  0.999
Robot’ 35.7+9.7  39.4+6.9 38+8.1 0477
Op. time (minutes)

Endo’ 0 0 175.6+50.4  0.661
Robot’ 247.4+84.8 255.04+21.0 199.5+56.4 0.522
Consol time (minutes)

Endo’ 0 0 0 0
Robot’ 125+60.8 121.1425.3 82.8+36.5 0.226
EBL (ml)

Endo’ 0 0 4224732 0.695
Robot’ 85.3+118.7 96.2+166.6 40.0+242 0.121
Tumor size (cm)

Endo’ 0 0 1.0£1.0  0.609
Robot’ 0.640.3 1.0£0 12410  0.548
Harvested LN (No.)

Endo’ 0 0 30451 0.536
Robot’ 3.246.3 0.3%0.7 L1+2.1 0323
Hospital stay (day)

Endo’ 0 0 33+0.7 0281
Robot’ 4.1+1.1 3.6%1.1 38409 0375

*Total = total thyroidectomy; "Near total = near total thyroi-
dectomy; "Endo = endoscopic thyroidectomy, SRobot = robot-as-
sisted thyroidectomy; Op. = operation; EBL = estimated blood
loss; LN = lymph node; No. = number.
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Table 4. Comparison of lobectomy between endoscopic thyroi-
dectomy and robot-assisted thyroidectomy

Endoscopic ~ Robot-assisted P value
(n=78) (n=54)

Age (years) 37+7.5 38+8.1 0.015
Op. time (min) 175.6+50.4 199.5+56.4 0.141
EBL (ml) 42.2%73.2 40.0+24.2 0.072
Tumor Size (cm) 1.0£1.0 1.2£1.0 0.052
Hospital stay (day) 3.310.7 3.840.9 0.028
Hemovac amount (ml)  79.6+£33.2 129.9+94.0 0.001
Harvested LN (No.) 3.0£5.1 1.1£2.1 0.001
Complication 0.1£0.3 0.14+0.35 0.417

Op. = operation; EBL = estimated blood loss; LN = lymph node;
No. = number.

Table 5. Postoperative complications

Variables Endo* (n=78) Robot (n=54)

None 70 48

Total No. of complications (%) 8 (10.3%) 6 (11.1%)
Transient hypocalcemia 3 37.5%) 3 (50%)
Bleeding 0 0
Transient hoarseness 5 (62.5%) 3 (50%)
Nerve injury 0 0

Etc. 0 0

*Endo = endoscopic thyroidectomy; TRobot = robot-assisted thy-
roidectomy; No. = number.



268 [HSHH=HIQIMESIXI - M 12 & K45 2012

(16,19, A A AT okfel v &4 Aol x B
Ao] Zulsh Al WA 23 ol 43 FEo] Sk}
ATH19.20). AL 23 HAAAAES 24H H3AA
A% D WA AEARAET u S el = oA
VS FEAY GE S PO Bol o453 gt

WA AR AE 25t A AIES v

Fig. 4. (A) Postoperative circumareolar scar in the robot-assisted
thyroidectomy (POD #7). (B) Postoperative neck scar in
the robot-assisted thyroidectomy (POD #25), scars were
pointed with arrow. (C) Postoperative axillary scar in the
robot-assisted thyroidectomy (POD #25).
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Fig. 5. (A) Postoperative neck scar in the endoscopic thyroi-
dectomy (POD #25). (B) Postoperative axillary scar in en-
doscopic thyroidectomy (POD #7).
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