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Technical Feasibility and Cosmetic Superiority of Far Lateral
Approach Using Natural Skin Fold of Lateral Neck for
Thyroidectomy

Purpose: Surgery for thyroid disease requires skin incisions that can result in postsurgical
problems. Therefore, several approaches in thyroid surgery have been developed to avoid
large scars on the anterior neck. Since the first report of endoscopic subtotal
parathyroidectomy, various endoscopic approaches have been reported. However, to be
able to perform these procedures using endoscopic instruments in a skillful manner,
sufficient training time and effort is required. We assessed the feasibility and cosmetic
benefit of the far lateral neck approach using natural skin fold thyroidectomy.

Methods: From July 2011 to February 2014, 123 patients underwent thyroidectomy via far
lateral neck approach by one surgeon. An approximately 5 to 6 cm incision was created on
the natural skin fold at the far lateral neck, so that the scar can be completely hldden by
a V-shaped collar shirt. Thyroidectomy was performed using a Harmonic scalpel™ and
conventional tie technique.

Results: The mean operation time was 89.6+18.4 min for benign tumors and 79.1+30.1
min for malignant tumors. The number of retrieved lymph nodes (mean) was 5.4+3.5 in the
central neck compartment dissection group, and 26.9+13.1 in the lateral neck lymph node
dissection group. The 3, 6, and 12 month cosmetic satisfaction score (mean) after the
operation was 7.47, 7.68, and 8.81. There were no hypertrophic scars or keloid on the neck.
Conclusion: Far lateral approach using natural skin fold for thyroidectomy is safe and
patients expressed high cosmetic satisfaction. In addition, the technique is suitable for
inexperienced surgeons in endoscopic thyroidectomy. It can be a feasible alternative to
conventional or endoscopic thyroidectomy.
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Fig. 1. The conceptual diagram for
operation: About 5 to 6 ¢m
natural skin fold incision was
created on far lateral neck, so
the scar can be completely
hidden by a V-shaped collar
shirt (A~D).
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skin fold at far lateral neck. (B) The strap muscle is cut partially and retracted laterally to expose the thyroid. (C) Recurrent laryngeal
o

nerve is identified by direct procedure. (D) The thyroid gland is delivered through the incision. (E) The contralateral thyroid gland

is exposed. (F) The recurrent laryngeal nerve and the superior parathyroid gland are identified.
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Fig. 2. Procedures of far lateral neck approach using natural skin fold for thyroidectomy. (A) The skin is marked for an incision on natural
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Table 1. Clinicopathological characteristics of patients

n=123

Age (range) 50.0+11.5

Gender (female/male) 105/18
Mean tumor size (cm)

Benign 3.5+%2.2

Malignant 1.1+0.7
Extent of surgery (case)

Benign (n=24)

Less than total thyroidectomy 20

Total thyroidectomy 4

Malignant (n=99)

Less than total thyroidectomy with CND* 71

Total thyroidectomy with CND* 17

Total thyroidectomy with mRND' 11
Operation time (min)

Benign (n=24) 89.6+18.4

Less than total thyroidectomy 86.0+15.1

Total thyroidectomy 107.5£25.0

Malignant (n=99) 79.1+30.1

Less than total thyroidectomy with CND* 6711148

Total thyroidectomy with CND* 85.6+22.8

Total thyroidectomy with mRND' 135.5+42.3
Pathologic result

Cancer/Benign 99/24
Retrieved lymphnode (mean) (n=99) 8.0+8.9

CND* 5.4+35

mRND' 26.9+13.1
Post operative hospital stay (day) 4.6+2.0

*CND = central neck dissection; "mRND = modified radical
neck dissection.
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Fig. 3. Operation time of unilateral
thyroidectomy with CND. This
shows far lateral approach
using natural skin fold of
lateral neck for thyroidectomy
requires no learning time.

Table 2. Postoperative outcome (median follow-up: 15.6+

9.5 months)

Complication No.

Major complications

Recurrent laryngeal nerve injury 0

Bleeding 0
Minor complications

Transient hoaseness 2

Minor chyle leakage 0

Table 3. Cosmetic satisfaction after operation

Far lateral approach
thyroidectomy
(Mean scores) (n=96)

Three months after operation 7.47
Six months after operation 7.68
One year after operation 8.81

The scores were consisted of the sum from patients' satisfac—
tion (maximum satisfied cosmetic score: 10, minimum satis—
fied cosmetic score: 1).
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Fig. 4. Cosmetic results of far lateral neck approach using natural skin fold for thyroidectomy. Yellow arrow: postsugical scar is

completely hidden by a collar shirt, red arrow: postsurgical scar on natural skin fold at far lateral neck (A~D).
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