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Clinical Analysis of Three Different Surgical
Techniques in Unilateral Thyroid Lobectomy

Tae Il Yoon, M.D., Sang Ick Ahn, M.D., Yong Sik Jung,
M.D. and Euy Young Soh, M.D.

Purpose: The conventional surgical treatment for thyroid
disease requires long skin incision with skin flap that can
result in prominent scar, parethesia, hypesthesia in the neck.
With recent developement in surgical techniques for thyroid
tumors, several apporaches have been applied to neck
surgery. We performed thyroid operations with 3 different
methods and evaluated the role of respective operation
method.

Methods: Three different surgical methods; conventional,
minimally invasive open, and endoscopic thyroidectomy with
axillary approach, were performed on 60 patients who were
admitted to Ajou medical center from June to December
2003. All patients were diagnosed as having a benighn mass
in unilateral lobe of thyroid gland preoperatively by ultraso-
nography and fine needle aspiration cytology. We compared
the clinical results of respective 3 operation methods each
other.

Results: Hospital stay and the operation time for minimal
invasive open thyroidectomy was significantly shorter than
those for endoscopic thyroidectomy (P <0.000). Amounts of
post operative analgesics were the lowest in minimal
invasive open thyroidectomy than other groups (P <0.019).
The patients who was treated by using endoscopic procrdure
were more satisfied with the cosmetic result. There was no
significant complication in three groups.

Conclusion: Minimally invasive open thyroidectomy and
endoscopic thyroidectomy can be performed safely with
cosmetic benefit, and then recommanded as a alternative
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operative method in selected patients. (Korean J Endocrine
Surg 2004;4:97-100)
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Table 1. Clinical characteristics and surgical parameters

Endoscopic (n=20) Minimalinvasive (n=17) Conventional (n=23) P value*
Age (years) 33.0£12.5 41.1+13.6 43.1+15.9 0.061
Gender (male/female) 0/20 4/13 4/19
Side (right/left) 12/8 9/8 15/8
Size of tumor (mm) 22.9+7.8 20.7£8.6 32.7£14.0 0.001
Weight of resected thyroid (g) 16.9+7.0 13.7+4.6 30.7£18.0 0.000
Operative time (min.) 155.7+28.4 76.5+20.4 90.9+16.2 0.000
Hospital stay (days) 4.0+1.4 1.6+0.6 2.4+0.9 0.000
Number of patients who required analgesics 10/20 2/17 13/23
Amounts of analgesics (ampule) 0.75 0.12 0.74 0.019
Complications 1 1 0

*P value was obtained through the ANOVA.



Table 2. Pathologic diagnosis

Minimal

Endoscopic invasive Conventional
(n=20) (n=17) (n=23)
Follicular adenoma 8 3 7
Adenomatous hyperplasia 10 11 13
Hurthle cell ademona 1 0
Papillary carcinoma* 1 2 2
Follicular carcinoma’ 0

*micropapillary thyroid cancer; fminjmally invasive follicular
thyroid cancer.
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