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A Comparison between Endoscopic Thyroidec-
tomy Performed by the Axillary Approach and
by a Conventional Thyroidectomy

Ho Joong Choi, M.D., Jong Min Baek, M.D., Ji Il Kim,
M.D., Gi Young Sung, M.D., Dong Ho Lee, M.D., Young
Jin Seo, M.D., Seung Hye Choi, M.D., Woo Chan Park,
M.D., Do Sang Lee, M.D., Byung Joo Song, M.D., Se
Jeong Oh, M.D., Jeong-Soo Kim, M.D., Wook Kim, M.D.,
Il Young Park, M.D., Sang Seol Jung, M.D., Jong Man
Won, M.D. and Chung Soo Chun, M.D.

Purpose: Endoscopic thyroidectomy has not become a
widespread procedure because of limited advantages to its
use. We have performed endoscopic thyroidectomies by use
of the axillary approach. The purpose of this study was to
determine the efficacy of this surgical procedure.
Methods: Between June of 2002 and December of 2002,
17 patients underwent an endoscopic thyroidectomy by use
of the axillary approach while 11 patients underwent a
conventional thyroidectomy. Each procedure was performed
by one surgeon under general anesthesia. Patients with
thyroid carcinoma at the preoperative diagnosis or who
received a bilateral thyroidectomy were excluded. We com-
pared the age, size of the tumor, postoperative pain (48
hours after surgery), surgical time, cosmetic result, length of
hospital stay, and paresthesia. Statistical analysis was
determined by use of the Mann-Whitney test and the
chi-square test using SPSS software.

Results: The mean age of the patients was 46.6 years who
received a conventional thyroiodectomy and 32.9 years who
underwent the axillary approach. The size of the tumor was
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3.1 cm for patients who received conventional thyroiodec-
tomy and 3.3 cm for patients who underwent the axillary
approach. The operation time was 80.91 +16.1 (65~ 100)
minutes for the conventional thyroiodectomy and 135.3 +
34.6 (80~210) minutes for the axillary approach. The dif-
ference between the two approaches in regards to para-
meters such as postoperative pain, parethesia, and total
hospital days was negligible. The degree of satisfaction was
2.7710.8 for the conventional thyroiodectomy and 1.1 0.3
for the axillary approach.

Conclusion: While conventional thyroidectomy still offers an
advantage in terms of surgical time, performance of
endoscopic thyroidectomy by the axillary approach has an
advantage in producing better cosmetic results. Although a
multitude of patients will be necessary to follow in further
studies, the use of endoscopic thyroidectomy by the axillary
approach could become the procedure of choice by offering
better cosmetic results to young patients who present with
thyroid nodules. (Korean J Endocrine Surg 2008;6:77-82)
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Fig. 1. The patient’s position for endoscopic thyroidectomy by
axillary approach.

2o §7, ALY, V1§ Dok et FFHo =
Absted vl s

3 S

ZA 3= SPSS (SPSS Inc, Chicago, IL)S o] &3}e] A HE
I, 985, 7 F ol A5 Y -5+ chisquare test,
1 9]+ Mann-Whitney test® Bl 413195 oH, AAX]=
B EEFRA A0 AL Fol5
0.05 m|qto 2 &ttt

-8 P-value

4 22 2y

o-
(1) Aot HIHUES 0|8 HAIZE LA HH: 4
A whstel Bae o SEURERE]

oF9] ApA el 4] 7
a1, Aol A HEE gAY S5t B
110 A= #g WaFoz &d thgol A& gthFig. 1). &
< W99 g HHAE B3t & F99 8 YA
o] 2AE A7 sk7] Yste] 130922 5|4 H epine-
phrine §--& |3 W o] F g} Hopiof] u) R
w2t 3 em 9] AAS x op=m st 3
olg3te EA 2 tF Atoldl FIE THETH
= % 37HE AHgshed Ao B Ao S8l

dr 4o oy N
Mool 2o
2 <1 e

10 mm F#5, ofg FiEoll= 5 mm T35 AU &
7}*%% ) el R 915 BEeta olabsg
& 7taE FRBG F WA S mm BRTE YA Gow

A 7}

HEA F o o] F4d 4 YsthFig. 2). o]4tstg
2F 4~6 mmHgE frA3tAA] Btgjrt & | F9E 25
3} 4%} 7] (harmonic scalpel) 9} A 7] AZF7]| S o] 831
stk AR E

Ho
i
28
S
o

(sternocleidomastoid muscle) ¥} ] =

o 928 24 FAYFOR

muscle)o] TEEH &

Fig. 2. The location of trocar for endoscopic thyroidectomy by
axillary approach.
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Table 1. The result of comparison between endoscopic thyroi-
Complication

Size of tumor (cm)

Female/Male

Age (years)
Operation time (min)
Postoperative pain
Paresthesia

Hospital days
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scopic thyroidectomy by axillary approach.

Fig. 3. The recurrent laryngeal nerve was identified during endo-
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Fig. 5. Postoperative scar of endoscopic thyroidectomy by the axil-
lary approach.
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