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Robotic Devices in Head and Neck Surgery

Andressa Teruya Ramos and Renan Bezerra Lira Lira

1 � Platforms Available

1.1 � da Vinci: Intuitive (Models Si, X, Xi, and SP)

The first platform to gain space in the market and remain a successful model in the 
specialty was the da Vinci robot, created with the objective of presenting good 
reproducibility, with an accreditation and security system for the use of the tool and 
thus standardize the procedures performed. It is a multiportal linear system that uses 
four articulated robotic arms and endoscopic cameras with 3D visualization, 
allowing the magnification of the image and high definition of the operative field. 
The surgeon remains on the console and has control of optics, movement and angu-
lation of the tweezers, precision of movements, and ergonomics [1].

The latest model produced by the company, Single Port (SP), has the main 
advantage of keeping all devices coming out of the same portal and improving the 
mobility and angle of optics [2]. The SP has already been tested for use in robotic 
head and neck surgeries mainly in the USA and Asian countries but is not yet 
available in Brazil [3, 4].

At first, every head and neck surgeon who would like to obtain their certification 
as robotic surgeons had to perform their training and qualification in the USA. Since 
2021, Brazil has the only center outside the USA where certification is provided in 
the specialty, through the postgraduate degree in robotic head and neck surgery of 
the private hospital [5].
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1.2 � Versius: Cambridge Medical Robotics

The system has as advantage the modular design with independent arms, facilitating 
the positioning of the robot for the onset of surgery (docking). The commands are 
also performed by the surgeon on the console [6]. There are no published reports 
related in the literature about use in head and neck surgeries.

1.3 � Hugo: Medtronic

As well as Versius, Hugo is mobile and modular; it has four separate arms that can 
be relocated in the operating room as needed [7]. It is still underexplored in head 
and neck surgeries.

1.4 � Flex Robotic System: Medrobotics

The Flex Robotic System is the first flexible system specifically designed for use in 
head and neck surgery, authorized by the FDA (Food and Drug Administration) for 
transoral surgeries. Consisting of a single arm for control the flexible endoscopic 
optic. The other tweezers attach to the mouth opener and the surgeon is close to the 
patient, handling the tweezers. This system is a device that is intended for robot-
assisted visualization and surgical site access to the oropharynx, hypopharynx, and 
larynx in adults (≥ 22 years of age). Also provides accessory channels for compati-
ble flexible instruments used in surgery [8].

2 � Clinical Applications

2.1 � Transoral Robotic Access TORS

Transoral robotic access is used for resection of lesions of the oropharynx (lingual 
tonsils, tonsillar tonsils, tongue base, soft palate), supraglottic larynx, hypopharynx, 
and parapharyngeal space [9]. The oropharynx is the main site affected with the 
greatest number of cases, that’s why it will be highlighted in this chapter (Fig. 1).

Transoral robotic resection for early oropharynx tumors has established itself as 
a feasible and oncologically safe technique, being initially disseminated by Gregory 
Weinstein in 2010 at the University of Pennsylvania where he has also dedicated 
himself to certifying head and neck surgeons around the world to use the da Vinci 
robot [10] (Fig. 2).

The incidence of HPV-related oropharynx tumors has increased significantly in 
the last decade, mainly driven by white men, young adults with no history of 
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Fig. 1  Possible areas of 
transoral resection

Fig. 2  Early-stage tonsil 
cancer tonsil tumor 
exposure after mouth 
opener placement
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smoking, according to US statistics [11]. Brazilian data from 2021 corroborate 
these data for our population, with the mean age of diagnosis being 59 years old 
[12]. Despite having a better prognosis when compared to tumors not related to 
HPV [11], at this time the same pattern of treatment can be performed exclusively 
with radiotherapy or surgery for initial tumors and chemotherapy concomitant with 
radiotherapy or surgical treatment, and for selected cases of locally advanced tumors 
there is the possibility of the use of neoadjuvant chemotherapy [13].

Surgical therapy for early tumors is safe and comparable with IMRT (intensity-
modulated radiation therapy), while advanced tumors that have involved large sur-
gical resections and association with adjuvant chemotherapy and radiotherapy 
should be avoided due to higher morbidity [13]. In this context, patients should be 
well selected for surgical treatment with adequate imaging and if possible magnetic 
resonance imaging to estimate the actual dimensions of the tumor, signs of vascular 
and bone damage, and lymph node extracapsular extravasation, and thus for treat-
ment decision making. Recent studies question current treatments and the possibil-
ity of using robotic transoral surgery (TORS) also for advanced cases [14] (Fig. 3).

The scenario considered pandemic for HPV-related oropharynx tumors in young 
adult patients promotes the search for minimally invasive techniques, with lower 
morbidity and consequently less impact on the quality of life of patients who should 
remain with the sequelae resulting from treatment for a long period [14]. Patients 
with HPV-negative tumors, in the early stages, were also shown to be good 

Fig. 3  Mandibulotomy for 
oropharyngeal tumor 
resection when there is no 
access to the robot
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candidates for surgical treatment with adjuvant radiotherapy when compared to the 
treatment with upfront chemotherapy and radiotherapy [15].

Patients with cervical lymph node metastasis without primary site identified on 
physical examination or complementary tests such as PET-CT (occult primary) may 
be submitted to physical examination under narcosis with the use of a robot, having 
multiple biopsies performed. It is possible to proceed with resection with tonsillar 
tonsillectomy and ipsilateral lingual if necessary [16]. When locating the primary 
tumor, the therapy of choice is directed, which decreases the irradiated field and 
consequently the sequelae resulting from the treatment that, in this region, has 
implications in the rehabilitation of breathing, speech, and swallowing [17].

Hypopharynx and supraglottic larynx lesions are less frequent but also consid-
ered challenging because their structures are closely related to speech and swallow-
ing. The consequences of the treatment, surgical or with radiotherapy/chemotherapy, 
can lead to severe dysfunctions requiring an alternative food route and tracheos-
tomy [17]. Robotic transoral resection aims to provide a good oncological treatment 
with adequate margins with a better functional result, consequently improving the 
quality of life [17].

Using this same approach, it is also possible to treat benign pathologies such as 
resection of lingual tonsils for the treatment of sleep apnea and treatment of Eagle 
syndrome with removal of the styloid process [18]. Patients with tumors in the para-
pharyngeal space also benefit from transoral access [19]. Compared to conventional 
surgery that includes parotidectomy combined or not with access mandibulotomy, 
the use of TORS decreases the manipulation of complex regional neurovascular 
structures with potential for high complications such as facial paralysis and trismus 
[20]. It is noteworthy that the resection of parapharyngeal tumors requires high 
knowledge of local anatomy and familiarity with the use of the robotic platform, 
with its realization at the beginning of the learning curve not being indicated.

2.2 � Vestibular Approach

Access to the anterior cervical region was standardized by Kocher, keeping in his 
honor the name of the cross-sectional incision, first described in 1912, being 
indicated for the surgical treatment of thyroid pathologies, parathyroid scans, and 
congenital malformations such as resection of thyroglossal cyst (Sistrunk surgery) 
[21]. This approach almost hasn’t changed over the decades, but driven by the aes-
thetic and social appeal due the scar [21], remote access began to be studied.

The vestibular access, the space between the mucous part of the lower lip and the 
mandible, proved to be an alternative, being a discrete incision in the mucosa, not 
apparent in the anterior cervical region (Figs. 4, 5, and 6).

With this method, the surgeon makes a workspace (pocket) from the chin to the 
thyroid store with the use of laparoscopic material, insufflating carbon dioxide to 
form the workspace, and it can be performed with or without the robot’s assistance. 
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Fig. 4  View of the 
vestibular access with the 
trocars

Fig. 5  Vestibular incision 
after 30 days of surgery

The use of this approach makes it possible to perform partial or total thyroidecto-
mies, parathyroidectomies, and neck dissection of level VI lymph nodes [22]. The 
main contraindications are related to the restricted space and operative field, 
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Fig. 6  Cervical aspect 
after 30 days of surgery

Fig. 7  Cavity after pocket 
done with thyroid isthmus 
visualization. I Isthmus

voluminous nodules, extensive tumors, and the presence of metastases to the lateral 
cervical lymph nodes, which limits the benefits of the technique and should be 
avoided [23].

Through the same access it is possible to perform thyroplasty to reduce thyroid 
cartilage for aesthetic purposes, in order to feminize the neck [24] (Fig. 7).
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2.3 � Skull and Nasopharynx Base

The main role of the robotic surgery in the treatment of skull base and nasopharynx 
tumors is in the resection of recurrent nasopharyngeal tumors, a surgery considered 
challenging due to the sequelae of previous treatment, difficulty in access, and 
limitation of the workspace [25].

Some combined endoscopic transnasal and transoral robotic approaches may 
facilitate tumor exposure and resection with adequate margins, as evidenced in 
various cases with good local disease control, 86% in 2 years [19].

2.4 � Lateral Cervical Tumors

The most used remote access for cervical surgeries is the retroauricular access 
(Fig. 8), in which the jugulo-carotid space is accessed through the subplatysmal flap 
(Fig.  9). This approach allows the performance of thyroidectomies, mainly 
voluminous goiters that could not be resected by the transoral technique, as well as 
cervical emptying and resection of the salivary glands [26, 27] (Figs. 8 and 9).

Retroauricular access was initially used in video-assisted surgeries and later in 
robotic surgery, especially in Asian countries for patients with a propensity to 
develop hypertrophic or keloid scars [27]. Korean initial studies have observed good 
flap control for the treatment of benign or malignant pathologies of submandibular 
glands [28], which is a procedure considered rapid and important for the mastery of 
the technique and reduction of surgical time. Then, it was compared with the 
conventional technique with robotics, and no significant differences were found 
between the amount of resected lymph nodes and postoperative complications [29, 
30], which at first would be the most feared divergences by the surgeons of the 
specialty. It was also carried out in Brazil almost a decade ago, demonstrating safety 
and reproducibility in Western countries and in our population (Fig. 10) [31, 32].

Fig. 8  Retroauricular 
incision
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Fig. 9  Subplatysmal flap

Fig. 10  Cervical aspect after 30 days of right neck dissection surgery

Based on the experience of the robot use, it was possible to also apply it in the 
surgical treatment of pathologies of the parotid gland and delicate surgery due to 
manipulation of the facial nerve and its branches that permeate the gland.

The first robotic parotidectomies were performed in Asia in 2013 and 2014, and 
the experience was reported as successful [33, 34]. Using the retroauricular 
facelifting incision, it is possible to easily access the parotid store, associated with 
magnified three-dimensional visualization, dexterity gain, and surgical precision 
help in the identification and preservation of the facial nerve, the use of intraopera-
tive nerve monitoring being maintained as in the conventional approach [35].

Since facial nerve paralysis was the most feared complication of parotidectomy, 
even when compared with groups of conventional surgery with video-assisted and 
robotic surgery, there was no difference in the incidence of permanent nerve injury 
and other complications, but it presented longer operative and hospital stay [36].

Robotic Devices in Head and Neck Surgery



110

3 � Limitations of Use

Among the limitations of the use of the robot are as follows: it can be punctuated by 
the need for specific training of techniques, mastery of oncological pathologies for 
precision in surgical indication, and certification with Intuitive, nowadays the holder 
of the right to use the da Vinci platform, the most used in the world. Not only should 
the medical team be prepared, but also the entire team in the operating room, before 
and after surgery, and they should conduct specialization and updating courses in 
the area.

Currently, Brazilian health insurances still do not cover their use due to the non-
inclusion in the ANS List and should be funded exclusively by the patient. The cost 
of new technologies limits the spread of robot use, but this reality has been proven 
accessible as large hospitals have competitive values among themselves. The 
average cost for using the da Vinci Xi robot using two tweezers is 5000 reais.

4 � Prospects for the Future

Several technology companies have launched their own robotic platforms, a promis-
ing and competitive scenario that favors price reduction and the dissemination of the 
tool among the specialty. There is a prospect of expansion in the proportion of sur-
geries with remote access to conventional ones and improvement of the use in parot-
idectomy and surgical treatment of paragangliomas [37].

The great innovation of Intuitive that favors our specialty is the Single-Port 
model, which provides in the same portal the tweezers and the camera, reducing the 
area necessary for dissection, but losing part of the grip strength in the tweezers. 
This model is still tied to high costs, being used in some reference hospitals and not 
yet available in Brazil. Some experiences show the use and possible benefits in lat-
eral transoral and cervical surgeries [2, 3].

References

1.	 Intuitive. n.d.. https://www.intuitive.com/en-us/products-and-services/da-vinci/systems.
2.	Yang TL, Li H, Holsinger FC, Koh YW. Submandibular gland resection via the trans-hairline 

approach: a preclinical study of a novel flexible single-port surgical system and the surgical 
experiences of standard multiarm robotic surgical systems. Head Neck. 2019;41(7):2231–8. 
https://doi.org/10.1002/hed.25692. Epub 2019 Mar 21. PMID: 30896063.

3.	Tae K. Transoral robotic thyroidectomy using the da Vinci single-port surgical system. Gland 
Surg. 2020;9(3):614–6. https://doi.org/10.21037/gs.2020.03.37. PMID: 32775248; PMCID: 
PMC7347821.

4.	Park YM, Kim DH, Kang MS, Lim JY, Choi EC, Koh YW, Kim SH. The first human trial of tran-
soral robotic surgery using a single-port robotic system in the treatment of laryngo-pharyngeal 

A. T. Ramos and R. B. L. Lira

https://www.intuitive.com/en-us/products-and-services/da-vinci/systems
https://doi.org/10.1002/hed.25692
https://doi.org/10.21037/gs.2020.03.37


111

cancer. Ann Surg Oncol. 2019;26(13):4472–80. https://doi.org/10.1245/s10434-019-07802-0. 
Epub 2019 Sep 9. PMID: 31502020.

5.	Cirurgia Robótica. n.d.. https://cirurgiarobotica.ensinoeinstein.com/cirurgia-robotica/
cirurgia_robotica_em_cabeca_e_pescoco/.

6.	Orosco RK, Arora A, Jeannon JP, Holsinger FC. Next-generation robotic head and neck surgery. 
ORL J Otorhinolaryngol Relat Spec. 2018;80(3–4):213–9. https://doi.org/10.1159/000490599. 
Epub 2018 Nov 7. PMID: 30404095.

7.	Medtronic. n.d.. https://www.medtronic.com/covidien/en-gb/robotic-assisted-surgery/hugo-
ras-system/products-and-system.html.

8.	Olaleye O, Jeong B, Switajewski M, Ooi EH, Krishnan S, Foreman A, Hodge JC. Trans-oral 
robotic surgery for head and neck cancers using the Medrobotics Flex® system: the Adelaide 
cohort. J Robot Surg. 2022;16(3):527–36. https://doi.org/10.1007/s11701-021-01270-z. Epub 
2021 Jul 7. PMID: 34232448.

9.	Tamaki A, Rocco JW, Ozer E. The future of robotic surgery in otolaryngology - head and neck 
surgery. Oral Oncol. 2020;101:104510. https://doi.org/10.1016/j.oraloncology.2019.104510. 
Epub 2019 Dec 13. PMID: 31841882.

10.	Quon H, O’Malley BW Jr, Weinstein GS. Transoral robotic surgery and a paradigm shift in 
the management of oropharyngeal squamous cell carcinoma. J Robot Surg. 2010;4(2):79–86. 
https://doi.org/10.1007/s11701-010-0194-y. Epub 2010 Jun 29. PMID: 27628771.

11.	Santos Carvalho R, Scapulatempo-Neto C, Curado MP, de Castro Capuzzo R, Marsico 
Teixeira F, Cardoso Pires R, Cirino MT, Cambrea Joaquim Martins J, Almeida Oliveira da 
Silva I, Oliveira MA, Watanabe M, Guimarães Ribeiro A, Caravina de Almeida G, Reis RM, 
Ribeiro Gama R, Lopes Carvalho A, de Carvalho AC. HPV-induced oropharyngeal squamous 
cell carcinomas in Brazil: prevalence, trend, clinical, and epidemiologic characterization. 
Cancer Epidemiol Biomark Prev. 2021;30(9):1697–707. https://doi.org/10.1158/1055-9965.
EPI-21-0016. Epub 2021 Jun 21. PMID: 34155066.

12.	National Comprehensive Cancer Network (NCCN). NCCN Clinical practice guidelines in 
oncology. Head and neck cancers version 2. Plymouth Meeting, PA: NCCN; 2022.

13.	Nichols AC, Theurer J, Prisman E, Read N, Berthelet E, Tran E, Fung K, de Almeida JR, 
Bayley A, Goldstein DP, Hier M, Sultanem K, Richardson K, Mlynarek A, Krishnan S, Le H, 
Yoo J, MacNeil SD, Winquist E, Hammond JA, Venkatesan V, Kuruvilla S, Warner A, Mitchell 
S, Chen J, Corsten M, Johnson-Obaseki S, Eapen L, Odell M, Parker C, Wehrli B, Kwan K, 
Palma DA. Radiotherapy versus transoral robotic surgery and neck dissection for oropharyn-
geal squamous cell carcinoma (ORATOR): an open-label, phase 2, randomised trial. Lancet 
Oncol. 2019;20(10):1349–59. https://doi.org/10.1016/S1470-2045(19)30410-3. Epub 2019. 
Erratum in: Lancet Oncol. 2019;20(12): e663. PMID: 31416685.

14.	Ferris RL, Flamand Y, Weinstein GS, Li S, Quon H, Mehra R, Garcia JJ, Chung CH, Gillison 
ML, Duvvuri U, O’Malley BW Jr, Ozer E, Thomas GR, Koch WM, Gross ND, Bell RB, 
Saba NF, Lango M, Méndez E, Burtness B. Phase II randomized trial of transoral surgery 
and low-dose intensity modulated radiation therapy in resectable p16+ locally advanced 
oropharynx cancer: an ECOG-ACRIN Cancer Research Group Trial (E3311). J Clin Oncol. 
2022;40(2):138–49. https://doi.org/10.1200/JCO.21.01752. Epub 2021 Oct 26. PMID: 
34699271; PMCID: PMC8718241.

15.	Bollig CA, Morris B, Stubbs VC.  Transoral robotic surgery with neck dissection versus 
nonsurgical treatment in stage I and II human papillomavirus-negative oropharyngeal can-
cer. Head Neck. 2022;44(7):1545–53. https://doi.org/10.1002/hed.27045. Epub 2022 Apr 1. 
PMID: 35365915; PMCID: PMC9324989.

16.	Civantos FJ, Vermorken JB, Shah JP, Rinaldo A, Suárez C, Kowalski LP, Rodrigo JP, Olsen K, 
Strojan P, Mäkitie AA, Takes RP, de Bree R, Corry J, Paleri V, Shaha AR, Hartl DM, Mendenhall 
W, Piazza C, Hinni M, Robbins KT, Tong NW, Sanabria A, Coca-Pelaz A, Langendijk JA, 
Hernandez-Prera J, Ferlito A. Metastatic squamous cell carcinoma to the cervical lymph nodes 
from an unknown primary cancer: management in the HPV era. Front Oncol. 2020;10:593164. 
https://doi.org/10.3389/fonc.2020.593164. PMID: 33244460; PMCID: PMC7685177.

Robotic Devices in Head and Neck Surgery

https://doi.org/10.1245/s10434-019-07802-0
https://cirurgiarobotica.ensinoeinstein.com/cirurgia-robotica/cirurgia_robotica_em_cabeca_e_pescoco/
https://cirurgiarobotica.ensinoeinstein.com/cirurgia-robotica/cirurgia_robotica_em_cabeca_e_pescoco/
https://doi.org/10.1159/000490599
https://www.medtronic.com/covidien/en-gb/robotic-assisted-surgery/hugo-ras-system/products-and-system.html
https://www.medtronic.com/covidien/en-gb/robotic-assisted-surgery/hugo-ras-system/products-and-system.html
https://doi.org/10.1007/s11701-021-01270-z
https://doi.org/10.1016/j.oraloncology.2019.104510
https://doi.org/10.1007/s11701-010-0194-y
https://doi.org/10.1158/1055-9965.EPI-21-0016
https://doi.org/10.1158/1055-9965.EPI-21-0016
https://doi.org/10.1016/S1470-2045(19)30410-3
https://doi.org/10.1200/JCO.21.01752
https://doi.org/10.1002/hed.27045
https://doi.org/10.3389/fonc.2020.593164


112

17.	Sokoya M, Chowdhury F, Kadakia S, Ducic Y. Combination of panendoscopy and positron 
emission tomography/computed tomography increases detection of unknown primary head 
and neck carcinoma. Laryngoscope. 2018;128(11):2573–5. https://doi.org/10.1002/lary.27268.

18.	Gordis TM, Cagle JL, Nguyen SA, Newman JG. Human papillomavirus-associated oropha-
ryngeal squamous cell carcinoma: a systematic review and meta-analysis of clinical trial 
demographics. Cancers. 2022;14(16):4061. https://doi.org/10.3390/cancers14164061. PMID: 
36011055; PMCID: PMC9406828.

19.	Karatzanis AD, Psychogios G, Zenk J, et al. Comparison among different available surgical 
approaches in T1 glottic cancer. Laryngoscope. 2009;119:1704–8.

20.	Dziegielewski PT, Kang SY, Ozer E.  Transoral robotic surgery (TORS) for laryngeal and 
hypopharyngeal cancers. J Surg Oncol. 2015;112(7):702–6.

21.	Cammaroto G, Stringa LM, Zhang H, Capaccio P, Galletti F, Galletti B, Meccariello G, 
Iannella G, Pelucchi S, Baghat A, Vicini C.  Alternative applications of trans-oral robotic 
surgery (TORS): a systematic review. J Clin Med. 2020;9(1):201. https://doi.org/10.3390/
jcm9010201. PMID: 31940794; PMCID: PMC7019293.

22.	Mendelsohn AH. Transoral robotic assisted resection of the parapharyngeal space. Head Neck. 
2015;37(2):273–80. https://doi.org/10.1002/hed.23724.

23.	Vural A, Negm H, Vicini C. Robotic surgery of skull base. In: Cingi C, Bayar Muluk N, editors. 
All around the nose. Cham: Springer; 2020. https://doi.org/10.1007/978-3-030-21217-9_80.

24.	Dubhashi SP, Subnis BM, Sindwani RD. Theodor E. Kocher. Indian J Surg. 2013;75:383–4. 
https://doi.org/10.1007/s12262-012-0469-9.

25.	Juarez MC, Ishii L, Nellis JC, Bater K, Huynh PP, Fung N, Darrach H, Russell JO, Ishii 
M. Objectively measuring social attention of thyroid neck scars and transoral surgery using 
eye tracking. Laryngoscope. 2019;129(12):2789–94. https://doi.org/10.1002/lary.27933. Epub 
2019 Mar 22. PMID: 30900247.

26.	Lira RB, Ramos AT, Nogueira RMR, de Carvalho GB, Russell JO, Tufano RP, Kowalski 
LP.  Transoral thyroidectomy (TOETVA): complications, surgical time and learning curve. 
Oral Oncol. 2020;110:104871. https://doi.org/10.1016/j.oraloncology.2020.104871. Epub 
2020 Jun 30. PMID: 32619928.

27.	Lira RB, De Cicco R, Rangel LG, Bertelli AA, Duque Silva G, de Medeiros Vanderlei JP, 
Kowalski LP.  Transoral endoscopic thyroidectomy vestibular approach: experience from a 
multicenter national group with 412 patients. Head Neck. 2021;43(11):3468–75. https://doi.
org/10.1002/hed.26846. Epub 2021 Aug 12. PMID: 34382715.

28.	Vilaseca I, Blanch JL, Bernal-Sprekelsen M. Transoral laser surgery for hypopharyngeal carci-
nomas. Curr Opin Otolaryngol Head Neck Surg. 2012;20(2):97–102. https://doi.org/10.1097/
MOO.0b013e32834fa8fe.

29.	Lira RB, Kowalski LP.  Robotic head and neck surgery: beyond TORS.  Curr Oncol Rep. 
2020;22(9):88. https://doi.org/10.1007/s11912-020-00950-7. PMID: 32643128.

30.	Tsang RK, To VS, Ho AC, Ho WK, Chan JY, Wei WI. Early results of robotic assisted naso-
pharyngectomy for recurrent nasopharyngeal carcinoma. Head Neck. 2015;37(6):788–93. 
https://doi.org/10.1002/hed.23672.

31.	Koh YW, Chung WY, Hong HJ, Lee SY, Kim WS, Lee HS, Choi EC. Robot-assisted selective 
neck dissection via modified face-lift approach for early oral tongue cancer: a video dem-
onstration. Ann Surg Oncol. 2012;19(4):1334–5. https://doi.org/10.1245/s10434-011-2155-8. 
Epub 2011. PMID: 22187119.

32.	Lee HS, Park DY, Hwang CS, Bae SH, Suh MJ, Koh YW, Choi EC.  Feasibility of robot-
assisted submandibular gland resection via retroauricular approach: preliminary results. 
Laryngoscope. 2013;123(2):369–73. https://doi.org/10.1002/lary.23321. Epub 2012 May 1. 
PMID: 22549880.

33.	Tae K, Ji YB, Song CM, Jeong JH, Cho SH, Lee SH. Robotic selective neck dissection by a 
postauricular facelift approach: comparison with conventional neck dissection. Otolaryngol 
Head Neck Surg. 2014;150:394–400.

A. T. Ramos and R. B. L. Lira

https://doi.org/10.1002/lary.27268
https://doi.org/10.3390/cancers14164061
https://doi.org/10.3390/jcm9010201
https://doi.org/10.3390/jcm9010201
https://doi.org/10.1002/hed.23724
https://doi.org/10.1007/978-3-030-21217-9_80
https://doi.org/10.1007/s12262-012-0469-9
https://doi.org/10.1002/lary.27933
https://doi.org/10.1016/j.oraloncology.2020.104871
https://doi.org/10.1002/hed.26846
https://doi.org/10.1002/hed.26846
https://doi.org/10.1097/MOO.0b013e32834fa8fe
https://doi.org/10.1097/MOO.0b013e32834fa8fe
https://doi.org/10.1007/s11912-020-00950-7
https://doi.org/10.1002/hed.23672
https://doi.org/10.1245/s10434-011-2155-8
https://doi.org/10.1002/lary.23321


113

34.	Sukato DC, Ballard DP, Abramowitz JM, Rosenfeld RM, Mlot S. Robotic versus conventional 
neck dissection: a systematic review and metaanalysis. Laryngoscope. 2019;129(7):1587–96.

35.	Lira RB, Chulam TC, Kowalski LP.  Safe implementation of retroauricular robotic and 
endoscopic neck surgery in South America. Gland Surg. 2017;6(3):258–66. https://doi.
org/10.21037/gs.2017.03.17. PMID: 28713697; PMCID: PMC5503934.

36.	Kowalski LP, Lira RB.  Anatomy, technique, and results of robotic retroauricular approach 
to neck dissection. Anat Rec. 2021;304(6):1235–41. https://doi.org/10.1002/ar.24621. Epub 
2021 Mar 26. PMID: 33773074.

37.	Shin YS, Choi EC, Kim CH, Koh YW.  Robot-assisted selective neck dissection combined 
with facelift parotidectomy in parotid cancer. Head Neck. 2014;36(4):592–5. https://doi.
org/10.1002/hed.23441. Epub 2014 Jan 30. PMID: 23929700.

Robotic Devices in Head and Neck Surgery

https://doi.org/10.21037/gs.2017.03.17
https://doi.org/10.21037/gs.2017.03.17
https://doi.org/10.1002/ar.24621
https://doi.org/10.1002/hed.23441
https://doi.org/10.1002/hed.23441

	Robotic Devices in Head and Neck Surgery
	1 Platforms Available
	1.1 da Vinci: Intuitive (Models Si, X, Xi, and SP)
	1.2 Versius: Cambridge Medical Robotics
	1.3 Hugo: Medtronic
	1.4 Flex Robotic System: Medrobotics

	2 Clinical Applications
	2.1 Transoral Robotic Access TORS
	2.2 Vestibular Approach
	2.3 Skull and Nasopharynx Base
	2.4 Lateral Cervical Tumors

	3 Limitations of Use
	4 Prospects for the Future
	References


