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Gasless Endoscopic Thyroidectomy Via an
Axillary Approach

Soo Jin Kim, M.D, Jong Ho Yoon, M.D.2 Woong Youn
Chung, M.D.1, Kee Hyun Nam, M.D.1, Chan Heun Park,
M.D.? and Cheong Soo Park, M.D."

Purpose: Surgery for thyroid disease requires skin incisions
that can result in postsurgical problems, such as prominent
scars, adhesions and hypesthesia, as well as paresthesia of
the neck. To overcome these problems we performed a gas-
less endoscopic thyroidectomy via an axillary approach.
Methods: Between November 2001 and April 2005, 141
patients underwent a gasless endoscopic thyroidectomy via
an axillary approach. The surgical outcomes were evaluated
in terms of the operating time, length of hospital stay and
the incidence of perioperative complications. Patient opinions
were assessed using a verbal response scale at two and
four months after surgery.

Results: The mean operating time and length of hospital
stay were 122.7+32.8 minutes and 3.4+0.9 days, respec-
tively. No cases required either conversion to open surgery
or involved significant intraoperative complications. Two mo-
nths after surgery, 75 patients (53.2%) complained of hypes-
thesia or paresthesia in the anterior chest wall. The number
of patients with such complaints (9.9%) had decreased 4
months after surgery (P <0.001). Four months after surgery,
only 4 patients (2.8%) complained of hypesthesia or pares-
thesia in the neck, and 10 (7.1%) complained of discomfort
while swallowing. All patients were satisfied with the cosme-
tic results.

Conclusion: A gasless endoscopic thyroidectomy via an
axillary approach is feasible and safe, and provides excellent
cosmetic results, with a minimal degree of postoperative
complaints. This procedure provides another surgical option
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for the treatment of benign thyroid disease in selected patients.
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Fig. 1. Gasless endoscopic thyroidectomy via an axillary approach.
A 3.5 cm vertical skin incision was made in the axilla. To
create a working space, an external retractor was inserted
through the incision and was raised using a lifting device.
Another 0.5 cm skin incision was made near the 3.5 cm
skin incision.
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Fig. 2. Anatomical relationship between the right recurrent laryn-
geal nerve (RLN) and the inferior thyroid artery (ITA).
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Fig. 3. The whole cervical course of the right recurrent laryngeal
nerve (RLN). The magnification of the surgical field
allows easy identification of the nerve and parathyroid
glands.

Fig. 4. A 3 mm closed suction drain was placed at the site of the
0.5 cm skin incision. The wound was closed cosmetically.
The small incision scar in the axilla was completely co-
vered when the arm was in the natural position.
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Table 1. Patient characteristics and surgical outcomes

Endoscopic surgery (n=141)

Age (range)

Gender (male : female)
Tumor size by preoperative
ultrasonography (range)

Type of operation
Unilateral lobectomy, only
Unilateral lobectomy
with CCND*
Operating time (range)
Length of hospital
stay (range)

34.7£10.8 years (6~59)
2:139

2.1£1.3 cm (0.3~6.0)

133
8
122.7+32.8 minutes (50~255)

3.4%£0.9 days (3~8)

*CCND =

central compartment node dissection.

Table 2. Pathological classification of tumors

Classification Cases (%)
Benign 90 (63.8%)
Adenomatous hyperplasia 61 (43.3%)
Follicular adenoma 27 (19.1%)
Hurthle cell adenoma 2 (1.4%)
Malignancy 51 (36.2%)
Papillary microcarcinoma 49 (34.8%)
Minimally invasive follicular carcinoma 2 (1.4%)
Table 3. Perioperative complications
Complication Cases (%)
Transient voice change 6 (4.3%)
Minor tracheal injury without air leakage 6 (4.3%)
Skin burn 3 (2.1%)
Seroma 3 (2.1%)
4 il
1) &t EY & = 4
W B4 BRAN WAAA GAREASE DAA 7
BAAA R A% glo] 4F3H R AP
7 28] 54 B < F A= Table 1~30] AA8HA
oo S A v B e AR 12274328
oItk o] F 4 cm M|RHS] A-l| i3 1 A FHA
< 2 JAFAAES AYS 11049 FHT FE A



360 tistelutEte| Al M 70 K 5 S 2006

Table 4. Patient opinion and cosmetic results after surgery

Cases (%)
Complaint P value*
2 months 4 months

Hypesthesia or paresthesia

In the neck 10 (7.1%) 4 28%) 0.169

In the anterior chest 75 (53.2%) 14 99%)  0.000
Di fort whil

scomtfort wiile 28 (199%) 10 (7.1%)  0.003

swallowing

Cosmetic result
Extremely satisfied
Satisfied

104 (73.8%) 111 (78.7%)
37 (262%) 30 (21.3%) 0.401

*P value calculated using the Fisher’s Exact test.
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Fig. 5. A photo of a 43-year-old woman 8 months after gasless
endoscopic thyroidectomy via an axillary approach.
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swallowing. All patients were satisfied with the cosmetic results. Conclusion: A gasless
endoscopic thyroidectomy via an axillary approach is feasible and safe, and provides excellent
cosmetic results, with a minimal degree of postoperative complaints. This procedure provides
another surgical optionfor the treatment of benign thyroid disease in selected patients. (J Korean
Surg Soc 2006;70:357-362)
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