Summary

Thyroid surgery has evolved considerably from ih&e$ of Billroth and Kocher
due to better understanding of the surgical priesip better equipment and
advanced surgical techniques. Kocher, in 1909,qaoed what is today known as
the conventional thyroidectomy. It has remained stendard approach to the
thyroid gland and is still the most widely usedhteique world-wide. A recent
advance is minimal access thyroid surgery (MIT3)udgh the concept of minimal
access surgery is not new and it has been practicetiany other surgical
specialties for over two decades now, its acceptanchead and neck surgery
remained rather slow. Since Gageeal. reported an endoscopic approach to the
parathyroid glands, various techniques have besgribed and popularised for
thyroid surgery as well. Shifting focus of thyrosdirgery towards less invasive
techniqgues for better aesthetic outcomes has eekult the emergence of
minimally invasive approaches for the thyroid glemoanpartment. The concept of
MITS is attractive because patients are concerradonly about the results of
treating their thyroid disease, but also outcomesth sas better cosmesis, reduced
hospital stay and decreased pain.

MITS has expanded in the last decade and is beingidered as an alternative to

conventional thyroidectomy simply because it redudessue trauma and



postoperative pain, and provides excellent cosmetsults. Many different
technigues have been developed for MITS over atshemod; these can be
broadly classified into pure endoscopic techniqwedeo-assisted techniques and
minimally invasive open surgery. In pure endoscofachniques, the thyroid
compartment is approached using different routéls thie help of endoscopes with
or without carbon dioxide gas insufflation. Theela neck, axillary, anterior
chest and breast approaches have all been deschitbedese approaches have in
common the use of a 50° endoscope. They differ bylyhe site of placement of
the access cannulas. This technique avoids a @istk scar, provides excellent
cosmetic results and allows early return to work.

Minimally invasive video-assisted thyroidectomy (WAT) is the most widely
used MITS technique. MIVAT was first introduced gmabularised by Miccokt

al. in Italy in the late 1990s. It has been extergiused in other parts of the world
and appears to be an excellent minimally invaspfa@ach to the thyroid. A small
incision (1.5 cm) is made in the cervical skin eseand the operation is completed
using a video-endoscope, except for the final @ejivof the gland, which is
removed through the original neck incision. Anothess commonly used
modification of MIVAT technique is the video-asgdtneck surgery where an
anterior neck flap is lifted without using gas ifidion and a tent-like working

space is created. Minimally invasive open surgeghmiques are also known as



‘small incision thyroidectomy’ and do not requirpesialised instruments like
endoscopes and video assistance. Broadly spediesg techniques are similar to
conventional thyroidectomy but differ only in thength of the incision.

Major advantages of MITS techniques include redutissue trauma, shorter
hospital stay, better cosmetic results, minimaltguosrative pain, reduced cost of
healthcare and, above all, patient comfort. Vidssisied endoscopic techniques in
addition offer a magnified, illuminated view of thaperating field. Miccolet
al., who have reported the largest series of MIVA®ted reduced postoperative
pain, better cosmetic results and short hospitahisatay. In another prospective
study, the authors reported significant reductiorpostoperative pain and better
cosmetic results in the MIVAT group as comparedhe conventional surgery
group.

The main disadvantages of MITS procedures aredhger duration of surgery,
steep learning curve and increased cost of surdeeyto equipment usage. The
reported rate of important complications (like neeat laryngeal nerve palsy and
hypoparathyroidism) are similar to those seen iteratonventional thyroid
surgery. Miccoliet al. reported rates of recurrent nerve palsy and
hypoparathyroidism of 1.3% and 0.3%, respectivielyheir report of MIVAT.

There is an expanding role of MITS techniques igraid malignancies especially

papillary thyroid carcinoma (PTC). Malignancies tie thyroid were not



considered suitable for an endoscopic approach @002, when Miccolet

al. reported a series of endoscopic surgery for PTRe authors found no
significant statistical difference between MIVATdanonventional thyroidectomy
in these patients, both in terms of iodif&l) uptake and circulating thyroglobulin
(Tg) levels. It appears that MITS can be an efiectlternative to conventional
thyroidectomy for selected patients with well diffatiated thyroid cancers,

especially PTC.

Judicious patient selection is the most importanherstone for the success of any
MITS technique for both benign and malignant thgreivellings. At present, there
are no specific criteria laid down for decidingtability of a particular candidate
for MITS; however, there appears to be a consensus on the size of tumour (< 35
mm for benign and < 20 mm for malignant thyroid nledgland). Other commonly
agreed indications for MITS are that there showddnlo previous irradiation or
surgery. Low-risk papillary carcinoma without anubssternal extension and

extrathyroidal spread is the only malignant thymisease suitable at the moment.

As technology continues to develop and impact agisal techniques, it is likely
that these minimally invasive approaches will beeanore widely used and easier
to perform. As of now, MITS appears to be a usefdition to conventional
thyroid surgery. We need more long-term follow-upd acomparative trials to

validate these interesting techniques. There igeno look into the expanding



indications as well as the completeness of MITS@dores, especially in cases

with malignant thyroid disease.



