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Natural orifice transluminal endoscopic surgery (NOTES) is the latest surgical technique for
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thyroid surgery.
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inserting an endoscope through the mouth, anus, vagina etc., and for performing surgery with
mucosal incision only, i.e., without skin incision. Recently, a number of researchers have ap-
plied NOTES to thyroid surgery in several trials, with the aim of removing the thyroid gland
through oral cavity. The transoral endoscopic thyroid surgery became widely known after
Anuwong et al. reported successful results for their first 60 patients and it has become increas-
ingly recognized as a feasible novel surgical procedure. The purpose of this article is to review
and summarize the existing literature, and describe in detail the preoperative considerations,
rationale for patient selection, surgical method and postoperative management for transoral
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Fig. 1. The usual instruments for transoral endoscopic thyroid sur-
gery. *vascular tunneller for creating and widening working space.
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Fig. 2. Patient’s position. The patient’s head is fixed to the bed firmly using adhesive plaster so that the head does not turn during sur-
gery (arrows, arrowhead: orotracheal tube) (A). The usual draping is done so that the upper lip is sufficiently exposed superiorly and
the sternal notch inferiorly (B). Surgical team consists of four medical staff (C). S: surgeon (operator), AS1: first assistant surgeon, AS2:
second assistant surgeon, SN: scrub nurse.
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Fig. 3. Creation of a working space
for transoral endoscopic thyroidec-
tomy. A 2-cm-long curvilinear incision
in the midline of the vestibule (A).
Injection of normal saline into the
subplatysmal space to widen the
space (B). Widening of the working
space in the submental and anteri-
or neck using a blunt instrument (C).
Insertion of 5-mm-diameter cannu-
la through right lateral incision in the
vestibule near the first molars (D).
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. Fig. 4. Transoral endoscopic right
thyroid lobectomy. Division of the MR
(A). Division of the superior lobe (ar-
rows: the direction of traction) (B).
Identification of the RLN (C). Identi-
fication of all the important anatom-
& ical structures such as RLN and PTG
4 (D). MR: median raphe, RLN: recur-
rent laryngeal nerve, PTG: parathy-
roid gland.
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