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A Clinical Analysis of Endoscopic Thyroidec-
tomy by the Axillary and Anterior Chest
Approach

Gi Young Sung, M.D., Se Jeong Oh, M.D., Jong Min
Baek, M.D., Do Sang Lee, M.D., Wook Kim, M.D., Il Young
Park, M.D. and Jong Man Won, M.D.

Purpose: The thyroid suregry has recently become one of
the newest fields for the application of endoscopic surgery.
We have performed endoscopic thyroidectomy by an anterior
chest approach and an axillary approach. In this study, we
evaluated these two types of endoscopic procedures with
regard to efficacy and patients' complaints after surgery.
Methods: Between December 2000 and March 2002, 41
patients were treated by endoscopic thyroidectomy via
axillary or anterior chest approach. Each procedure was
performed by one surgeon under a general anesthesia. We
analysed the operating time, postoperative complications,
postoperative scar, the degree of pain to assess the surgical
invasiveness of each procedure.

Results: Three cases treated using anterior chest approach,
and 2 cases treated using axillary approach were converted
to conventional thyroidectomy. The mean age of patients
was 36 years in anterior chest approach group and 30 years
in axillary approach group. The operation time was 238+60
(160~ 370) minutes in anterior chest approach and 178+71
(100~295) minutes in axillary approach. Postoperative com-
plications are; 1 case of a minimal hematoma, 3 cases of
minor wound infection, 3 cases of chest pain in anterior
chest approach group, and 1 case of a minimal hematoma,
1 case of transient recurrent laryngeal nerve injury, 1 cases
of transient swallowing difficulties in axillary approach group.
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Conclusion: Endoscopic (gasless and axillary approach)
thyroidectomy is a safe and effective procedure. Gasless
endoscopic thyroidectomy is a useful procedure for unex-
perienced surgeon due to safety. Endoscopic thyroidectomy
by the axillary approach is a better effective procedure with
good cosmetic result for a unilateral tumor especially in
young women. (Korean J Endocrine Surg 2003;4:26-30)

Key Words: Endoscopic thyroidectomy, Axillary approach, An-
terior chest approach
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Fig. 1. External view of the patient during gasless endoscopic
thyroidectomy by anterior chest approach.
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Fig. 2. External view of the patient during endoscopic thyroidecmy

by axillary approach.
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Fig. 3. Lateral view of left lobe of thyroid. The recurrent laryngeal
nerve is identified (arrow).
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Table 1. Comparison between anterior chest approach and axillary approach

Gasless ant. chest approach

Axillary approach

Age 36 (15~51) years

Tumor size 34+1 (1.3~7) cm

Operative time 238+60 (160~370) min

Lobectomy : 15
Subtotal lobectomy : 4

Type of operation

Subtotal thyroidectomy : 1

Isthmectomy : 1
Conversion : 3 cases*

Cosmetic result All satisfied

Number of case with pain 1
at 1 week after ioeration

Complcation Hematoma : 1
Minor wound infection :

Severe chest pain : 3

30 (11~47) years
3.0+1 (1.4~5.5) cm
17871 (100~295) min

Lobectomy : 8
Subtotal lobectomy : 6
Isthmectomy : 1
Conversion : 2 cases'

Unsatisfied in 3 cases

Recurrent laryngeal n. injury : 1 (transient)

Hematoma : 1
Transient swallowing difficulty : 3

= due to papillary carcinoma (1), machinery failure (1), bleeding (1); " = due to bleeding (2).
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Fig. 4. The appearance of the patient who underwent gasless
endoscopic thyroidectomy by anterior chest approach.
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Fig. 5. The appearance of the patient who underwent endoscopic
thyroidectomy by the axillary approach.
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