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a b s t r a c t
Minimally invasive surgery is rapidly expanding its role in almost all of the surgical sub-specialties. There
is also a growing demand of this service as patients became more and more concerned about cosmesis
in addition to their original surgery. Although its role in thyroid surgery has already been proven earlier;
but it is not yet accepted as a routine approach amongst many thyroid surgeons. There is no reported
case of laparoscopic thyroid surgery in the English literature from the Caribbean. We are reporting our
ﬁrst clinical experience in performing laparoscopic thyroid surgery in the Caribbean with a successful
outcome.
© 2017 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

2. Case presentation

This case report documents a new technique, Endoscopic Thyroid Surgery in the Caribbean and its results. It is compliant with
the process criteria [1].
The application of minimally invasive and endoscopic techniques as an approach to neck surgery and speciﬁcally thyroid
surgery has been an innovative method of eliminating the most
common complaint postoperatively- the unsightly scar.
Hüscher et al. ﬁrst described endoscopic thyroidectomy in 1997
[2]. The goals are to limit external scarring and improve cosmesis,
decrease postoperative pain and recovery time and to meet these
criteria without compromise to the efﬁcacy of treatment. Other
advantages of endoscopic approach include better magniﬁcation
of the anatomy, improved illumination of the operative ﬁeld [3,4].
In this article we present our ﬁrst clinical experience of minimally invasive endoscopic thyroidectomy, performed as a joint
endeavor between local surgeons and visiting members of the Chinese Medical Brigade.

A 42 year old female patient presented to the Surgical out
patients department of San Fernando Teaching Hospital with a
3 year history of an enlarging right solitary thyroid nodule. She
additionally complained of dysphagia to solids for the past 4
months. Thyroid function tests were normal.
Ultrasound evaluation of the nodule indicted a well-deﬁned
complex nodule with dimensions of 32 mm × 14 mm (Fig. 1). Fine
needle aspiration ﬁndings were in keeping with a benign lesion. CT
scan ﬁndings were consistent (Figs. 2 and 3).
The patient was preoperatively concerned about cosmetic
results due to her profession in the cosmetology industry and with
her otherwise satisfactory health was considered for minimally
invasive thyroidectomy procedure. Informed written consent was
obtained form the patient.
The axillary-breast approach was used to perform endoscopic
right lobectomy in our index case.
3. Operative technique
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Under general anesthesia the patient was placed in the supine
position with a roll placed between scapulae to extend the neck.
The right arm was additionally extended slightly above the patient’s
head. The port sites were identiﬁed and marked as well as the location of the sternal notch, thyroid cartilage, thyroid lobe and the
routes form the axilla and breast towards the thyroid (Fig. 4). The
port sites and routes were inﬁltrated with a 1:10000 adrenaline
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Fig. 1. Thyroid Ultrasound showing a well-deﬁned
(32 mm × 14 mm) in the right lobe of thyroid gland.

complex

nodule

Fig. 4. Surface marking for the axillary-breast approach.
Fig. 2. CT scan of neck with intravenous contrast (coronal view) showing a
2.21 cm × 2.20 cm complex nodule in right thyroid lobe.

Fig. 5. Laparoscopic view of mobilization of right thyroid lobe.

Fig. 3. CT scan of neck with intravenous contrast (cross sectional view) showing a
2.21 cm × 2.20 cm complex nodule in right thyroid lobe.

solution. The ﬁrst 10 mm longitudinal incision was made in the
anterior axillary region and another in the circumareolar position.
Then a 5 mm incision posterior to lateral border of pectoralis major
muscle was made.
A 10 mm optical port was placed subcutaneously and operating ﬁeld was maintained with a CO2 gas insufﬂation pressure of
8 mmHg. The other operating ports were paced under guidance of
the optical port. The lateral border of Sternocleidomastoid muscle was dissected and strap muscles were elevated to reveal the
inferior pole of the right thyroid lobe. The inferior and superior
pedicles were divided with the harmonic scalpel and the middle
thyroid vein was clipped and divided. The right inferior parathyroid
gland and recurrent laryngeal nerve were identiﬁed and preserved.
The gland was dissected with harmonic scalpel and isthmus was
divided (Fig. 5). The specimen was removed using the endo-bag.

Hemostasis was conﬁrmed, pneumatic ﬁeld was decompressed and
a 10 French active Jackson-Pratt drain as inserted before skin closure.
4. Results
The operative time was approximately 268 min with an estimated blood loss of 100mls. Post operatively pain was controlled
with low dose intramuscular opioids for 24 h and then switched to
oral analgesia. Day 1 post op patient complained of mild shoulder
discomfort which resolved with mobilization and mild analgesic.
There was minimal drainage form the Jackson-Pratt device and this
was removed on second day postop. There was no postoperative
seroma, hematoma, hypocalcaemia or recurrent laryngeal nerve
paralysis. The patient was discharged on 3rd postoperative day.
At one year followup, the patient is very happy with her cosmetic
outcome and has no further complaints (Fig. 6).
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approach in the Caribbean setting. Advanced training in this subspecialty is off paramount importance, before its application for
each and every case of thyroid surgery.
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Fig. 6. Post-operative image with no visible scar on the neck.

Consent
Patient consent was obtained.

5. Discussion
The history of thyroid surgery dates back to ancient times
and is still amongst the most commonly performed surgical neck
procedures. The Kocher incision on the neck has remained the
standard approach, but for the last few decades there has been a
shift towards minimally invasive and endoscopic techniques with
a view to improve cosmetic outcomes of thyroidectomy patients.
The innovative work of Gagner et al., described cervical endoscopic
parathyroidectomy, which was subsequently adapted by Miccoli
for thyroid surgery.
A variety of approaches have been devised including the cervical [5], anterior chest approach [6], axillary [7,8], axillo-breast
[9,10] and breast [11,12] approaches but ultimately the method
used appears to be dependent on surgeon experience and preference with no consensus by evidence to promote any particular
approach over another.
The common goal of these approaches is better cosmetic results,
decreased postoperative pain and shortened inpatient period with
out increase in postoperative complications. It is advised that the
strict indications should be adhered to in patient selection for this
procedure in order to maintain these goals.
For Minimally Invasive Video- assisted Thyroidectomy as stated
by Miccoli et al., these were (1) thyroid nodule smaller than 30 mm
in largest diameter; (2) thyroid glands with a volume less than
25 ml (3) absence of thyroid gland ﬁxation – thyroiditis, history of
neck irradiation or previous neck surgery and extra-thyroid cancer
spread (4) follicular tumor or low risk papillary carcinoma and (5)
RET gene mutation carriers for elective thyroidectomy.
A review of the literature has overall shown that endoscopic
approaches on the whole, with appropriate patient selection, are
safe and generally meet the goals intended. The surgeon learning
curve however, seems to be slow and it is accepted, as experienced
in this case, that the procedure will initially take longer than open
surgery and requires more surgeon experience for instrument handling in order to see any signiﬁcant decrease in operative time.
Feling et al. found only after 25 cases [13] was there any appreciable
decrease in procedure time.
6. Conclusion
Laparoscopic thyroid surgery is increasing become popular
among many patients all over the world. The patient described in
our case had an uncomplicated postoperative course with excellent
cosmetic results. It is therefore reasonable to deduce that endoscopic thyroid surgery is a feasible alternative to traditional open

Author contribution
All authors have contributed signiﬁcantly in designing and organizing to write manuscript, collecting data as well help in critical
analysing the manuscript. All authors have approved the ﬁnal version of this manuscript.
Guarantor
The corresponding author will accept the full responsibility for
the work.
Disclosure
The authors have nothing to disclose.
Acknowledgement
The authors have nothing to acknowledge.
References
[1] R.A. Agha, A.J. Fowler, A. Saetta, I. Barai, S. Rajmohan, D.P. Orgill, the SCARE
Group, The SCARE statement: consensus-based surgical case report
guidelines, Int. J. Surg. 34 (2016) 180–186.
[2] C.S. Huscher, S. Chiodini, C. Napolitano, A. Recher, Endoscopic right thyroid
lobectomy, Surg. Endosc. 11 (1997) 877.
[3] M. Gagner, W.B. Inabnet 3rd, Endoscopic thyroidectomy for solitary thyroid
nodules, Thyroid 11 (2) (2001) 161–163.
[4] A. Pazouki, S. Safamanesh, E. Mohammed, J. Fatemeh, T. Zeinab, Minimally
invasive endoscopic thyroidectomy: a case report of the ﬁrst clinical
experience, J. Minim. Invasice Surg. Sci. 3 (4) (2014) e19565.
[5] W.B. Inabnet 3rd, B.P. Jacob, M. Gagner, Minimally invasive endoscopic
thyroidectomy by a cervical approach, Surg. Endosc. 17 (11) (2003)
1808–1811, http://dx.doi.org/10.1007/s00464-002-8760-7.
[6] Y.U. Cho, I.J. Park, K.H. Choi, S.J. Kim, S.K. Choi, Y.S. Hur, K.Y. Lee, S.I. Ahn, K.C.
Hong, S.H. Shin, K.R. Kim, Z.H. Woo, Gasless endoscopic thyroidectomy via an
anterior chest wall approach using a ﬂap-lifting system, Yonsei Med. J. 48 (3)
(2007) 480–487, http://dx.doi.org/10.3349/ymj.2007.48.3.480.
[7] Y. Ikeda, H. Takami, Y. Sasaki, J. Takayama, M. Niimi, S. Kan, Clinical beneﬁts in
endoscopic thyroidectomy by the axillary approach, J. Am. Coll. Surg. 196 (2)
(2003) 189–195, http://dx.doi.org/10.1016/S1072-7515(02)01665-4.
[8] J. Lee, W.Y. Chung, Current status of robotic thyroidectomy and neck
dissection using a gasless trans-axillary approach, Curr. Opin. Oncol. 24 (1)
(2012) 7–15, http://dx.doi.org/10.1097/CCO.0b013e32834cb813.
[9] J.H. Choe, S.W. Kim, K.W. Chung, K.S. Park, W. Han, D.Y. Noh, S.K. Oh, Y.K.
Youn, Endoscopic thyroidectomy using a new bilateral axillo-breast approach,
World J. Surg. 31 (3) (2007) 601–606, http://dx.doi.org/10.1007/s00268-0060481-y.
[10] Y.W. Koh, J.W. Kim, S.W. Lee, E.C. Choi, Endoscopic thyroidectomy via a
unilateral axillo-breast approach without gas insufﬂation for unilateral

CASE REPORT – OPEN ACCESS
236

Y. Singh et al. / International Journal of Surgery Case Reports 37 (2017) 233–236

benign thyroid lesions, Surg. Endosc. 23 (9) (2009) 2053–2060, http://dx.doi.
org/10.1007/s00464-008-9963-3.
[11] W. Zhang, D.Z. Jiang, S. Liu, L.J. Li, X.M. Zheng, H.L. Shen, C.X. Shan, M. Qiu,
Current status of endoscopic thyroid surgery in China, Surg. Laparosc. Endosc.
Percutan. Tech. 21 (2) (2011) 67–71, http://dx.doi.org/10.1097/SLE.
0b013e318213961d.
[12] W. Zhang, D.Z. Jiang, S. Liu, L.J. Li, X.M. Zheng, H.L. Shen, C.X. Shan, M. Qiu,
Current status of endoscopic thyroid surgery in China, Surg. Laparosc. Endosc.
Percutan. Tech. 21 (2) (2011) 67–71, http://dx.doi.org/10.1097/SLE.
0b013e318213961d.

[13] C. Feilin, J. Ketao, C. Binbin, X. Bojian, Learning curve for endoscopic
thyroidectomy: a single teaching hospital study, Onco Targets Ther. 6 (2013)
47–52.

Open Access
This article is published Open Access at sciencedirect.com. It is distributed under the IJSCR Supplemental terms and conditions, which
permits unrestricted non commercial use, distribution, and reproduction in any medium, provided the original authors and source are
credited.

