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Transoral endoscopic thyroidectomy (TOET) is the recent remote access approach which
leaves no cutaneous scar in the body. It has advantages in minimize the surgical dissection,
could perform total thyroidectomy and central lymph node dissection easily under a good sur-
gical view. TOET has gained popularity in both the East and Western countries since the first
large series report by Dr. Anuwong in 2016. In this article we described and critically analyze
the indications and contraindications, advantages and limitations, landmarks for recurrent la-
ryngeal nerve and strategies for superior pole dissection in transoral thyroidectomy.
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Table 1. Indications for transoral endoscopic thyroidecomy
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Indications

Contradindications

Ideal candidates for beginners

Maximal thyroid volume <10 cm
Benign nodule or follicular adenoma <6 cm
Well differentiate thyroid cancer <2 cm

Previous neck surgery

Lateral neck metastasis
Extrathyroidal extension

Small thyroid volume or thyroid nodule
Right lobectomy (for right hand surgeon)

Poorly or undifferentiated thyroid cancer Female

Exclude, superior pole nodule
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Fig. 1. Intraoperative and postoperative photo. A: The incision in the oral vestibule. B: Excellent cosmesis taken 1 week after surgery. C:
Skin ecchymosis and bruising. D: Skin dimpling on chin. E: Band formation under the chin.
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Fig. 2. Intraoperative view. A: Performing left central neck dissection. B: After completing central neck dissection showing wide view of
the lower neck (arrows: recurrent laryngeal nerve). ST, sternothyroid muscle; T, trachea.
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s

Fig. 3. Identification of RLN. A: RLN lies medial to superior parathyroid gland. B: Left RLN lies deep in the lower half of the trachea. C:
Right RLN lies in the lower half of the trachea. D: RLN lies posteromedial to the Zuckerkandl tubercle. Arrows: RLN. SPG, superior para-
thyroid gland; T, trachea; ZT, Zuckerkand| tubercle; RLN, recurrent laryngeal nerve.

Table 3. Strategies for superior pole dissection

Comment

¢ Use 5 mm/30° endoscope

¢ External hanging suture fo the strap muscle  — Expose & suture to the sternothyroid muscle
— Suture & fraction the upper 1/3 of the sternothyroid muscle.

¢ Thyroid isthmectomy
¢ Incise the sternothyroid muscle cranially — Incise the sternothyroid musle to expose the superior pole completely
e Grasp & fract the superior pole medially

* Ligate superior thyroid vessels individually — If the vessels are ligated at once, the upper pole may incompletely removed
and the possibility of bleeding increases
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