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Endoscopic Thyroidectomy via an Axillo-bilateral
Breast Approach: 5 Years of Experience

Jae Eun Han, M.D. and Je Ryong Kim, M.D.

Purpose: Conventional surgery for thyroid disease requires
long skin incisions and can lead to prominent scars of the
neck, adhesions, hypoesthesia, and paresthesia. To over-
come these problems we performed an endoscopic thyroi-
dectomy via an axillo-bilateral breast approach.

Methods: Seventy patients with benign thyroid nodules by
fine needle aspiration were selected. Patients underwent
endoscopic thyroidectomy via axillo-bilateral breast ap-
proach from May, 2003, through November, 2007.
Results: Operations included 67 lobectomies, 1 isthmec-
tomy, and 2 total thyroidectomies. Two cases were con-
verted to an open thyroidectomy because of bleeding. The
mean operating time was 90.6 min (range, 60~170). The
mean length of hospital stay was 6.39 days (range, 4~12),
and the mean duration of drainage was 3.87 days (range,
2~9). Postoperative hematoma for 3 patients was observed,
but absorbed spontaneously. Two patients complained of
hoarseness and 1 patient had vocal cord palsy, but these
disappeared during follow-up.

Conclusion: This approach resulted in satisfactory cosmetic
results and no significant complications. We believe that en-
doscopic thyroidectomy via an axillo-bilateral breast ap-
proach is feasible and safe. (Korean J Endocrine Surg
2008;8:33-37)

Key Words: Endoscopic thyroidectomy, CO2
S4 Ol UiAE A EE =, CO2

Department of Surgery, College of Medicine, Chungnam
National University, Daejeon, Korea

YA - AAE, WA T oA 64007
® 301721, Fholeay sy ols)
Tel: 042-280-7184, Fax: 042-257-8024
E-mail: kimjr@cnu.ac.kr

ALY 20084 3Y 102

33

0 XD
x4 Fa
2ot BNs: 5H2e 3y
N =
AT P By SE 1T st $719) S
7 7ol wel slat 4 Rokel 719 Al Fooll 4 B4
A9 WA el AgHm AEsel 712 A e
olth & ARANE B FEolA 247 U WA 54
29] Aol ghol A gxa vt

3 Azl tigt 4 HhEE AR 39 AAE
E3)] o] FolA gront 19961 Gagner(l)oll <l sl A2g= W
A7 B4 AAES AZo 2 1997\ Huscher S(2)0]
Hxg WAZA 1A 9 AL Lo APt o]

% WA 7ele] el

S ok

A7
=
3]

Q%
o

2 elale] el dold ikl
E ok Jelel WA AR Sel A gl

WA 84 g Hg E4EAE A9 7&%@
AAgAAE € 379 FEE 3t HosE a3
oji3tet A FYshe W el
S3ell «1°H sk
3% o] w2} Ohgami 5(4)<
FUe A3l T 27 °l££¥%i-‘§t %‘%J‘SP% Pl
Alekstdct. Aol WA A4 42 4~6 mmHg
o] B vt gt AL EHY “JE'—:.'A ol t3tek4
FHell v E A ETS A F Jdom AR A o] WS
g8kl

HE3F Brunt 5(5)< o|4k3hgk A&sA e
WA A 33 AAlE= *llio 5 &qik 22 59zt

Bl g2 Algase] Frlst AR <
= 3L, AlgAtel| whet 7H7] ohE W el B
aL %2134 75 AQlsl v $e dHse 7T
3 o] k= et s Ss| ke R A
17l *}%91 71 v)&Euk oy e} JJ%‘— I7] 43 €] vk
W& A Aok FHI) AljtEE ghde] gl
= AdE Y olitztgka FYE
NS Xd%f”&i Alestar 9lem 20031
oAl A gk EApoll oJ3}o] AJ3HH WA 7‘%*&
oS z&ste] & WS Llsta, o &3

slo] Huslwzl shr},

&
<
=

[¢}

ol o 7]—1—

¥
N mlm

<



34 WHSHH=HIQIDISISIX] : RI8 A Xl 1S 2008

20034 SUHE 20074 1197HA Foieka wlel A

7 A 0] BAE ooz
& F94 ATZ AQeieleh. of
|Esgrbl AAE AR dE AT o

e AgFoRE % A 25915 Agste] A% 2
7
=

a2 HE AAE U 55 e
o ehglon] Eake] Z7lo AL FA Wkeh o] Aol
AR SE L A 2AE R BA £ A A
o)
H v

Fig. 1. The patient is placed in supine position with neck hyper-

extended under general anesthesia.
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Fig. 3. Endoscopic thyroidectomy via axillo-bilateral breast ap-
proach. Two incisions are made on both upper circum-
areolar area and a 1.5 cm vertical skin incision is made
in the axilla. Three trocars are used: two 12 mm for endo-
scopic instruments and 12 mm for endoscope.

Fig. 2. To create a working space, 1 : 200,000 diluted epinephrine solution is injected subcutaneous tissue, and then subcutaneous tissue
is dissected by dissector.
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Fig. 5. Wound closure. (A) All incisions are closed by stapler and 100 ml closed suction drain is placed into the neck through axilla.
(B) After 2 days, all staplers are removed, and replaced by skin tape.
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Table 1. Fine needle aspiration cytology

Classification Cases (%)
Adenomatous hyperplasia 15 (21.4)
Nodular hyperplasia 32 (45.7)
Follicular neoplasm 20 (29)
Huthle cell neoplasm 2 (3)
Graves’ds 1)

Table 2. Surgical parameters

Duration of operation (min)
Length of hospital stay (day)
Duration of drainage (day)

90.6 (60~ 170)
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3.87 2~9)
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Table 3. Pathologic classification of tumors

Classification Cases (%)
Benign 60 (85.7)
Adenomatous hyperplasia 38 (54.3)
Follicular adenoma 20 (28.6)
Hashimoto thyroiditis 2 (2.8)
Malignancy 10 (14.3)
Papillary microcarcinoma 7 (10)
Minimally invasive follicular carcinoma 3 4.3)

Table 4. Postoperative complication (%)

Hematoma 35
Anterior chest discomfort 30
Transient hoarseness 2 (3.3)
Vocal cord palsy 1 (1.7)
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