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Axillary Approach for Thyroidectomy under Operating Microscope

Jong-Ouck Choi, M.D., Byung-Sun Jun, M.D., Jang-Woo Lee, M.D.,
Dong-Jin Lee, M.D., Hang-Soo Sohn, M.D.
Gwanak Otorhinolaryngology-Head and Neck Surgery Clinc, Seoul, Korea

Background and Objective : A post-operative hypertrophic scar of the anterior neck is the leading complaint
of the patients who underwent conventional thyroid surgery. In order to minimize the post-operative scar of the
anterior neck, we performed thyroidectomy via axillary approach using operating microscope and a specialized
retractor to determine technical feasibility.

Patients and Methods : From January 2005 to December 2006, we performed thyroidectomy via axillary
approach under operating microscope(f=400mm, < 2.5 ; OPMI pico® ; Zeiss, Germany) for benign unilateral
nodule in 25 cases(all female, average age 34.5yrs) . Under general anesthesia less than 7cm of skin incision
was madein the axilla of ipsilateral side. A subcutaneous tunnel went over the pectoralis major muscle and the
clavicle, and then through the sternocleidomastoid muscle and sternothyroid muscle was excised. The area
around the thyroid was sufficiently dissected, and then a retractor designed for exposure via axillary approach
was placed within the tunnel and under operating microscope thyroidectomy was performed.

Results : There were 17 cases of thyroid nodulectomy and 8 cases of subtotal |obectomy. The mean average
operative time was 102.64minutes. Postoperative complications included one case of postoperative bleeding,
one case of temporary vocal cord paralysis, two cases of delayed wound healing, two cases of paresthesia of
shoulder and arm, and two cases of hypertrophic scar of the axilla. Postoperative histopathology includes 17
cases of adenomatous hyperplasia, six cases of cyst, and two cases of follicular adenoma. For all cases hospita-
lization period was two days.

Conclusion : Thyroidectomy via axillary approach under operating microscope has agood cosmetic advantage
without a post-operative scar of the anterior neck. The procedure is simple due to direct vision using operating
microscope, easy to identify important structures by magnifying them, and therefore surgical time can be reduced.

KEY WORDS : Microscope - Thyroidectomy - Axilla.
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Table 1. Size and imagic components of the tumor by ultraso-
nographic examination

Ultrasonographic image

Tumor size
(mm) Cystic- Mixed Solid- No.
hypoehco hyperecho
10-20 - 2 2 4
20—-30 3 10 2 15
>30 3 3 - 6
Total 6 15 4 25

Fig. 1. Thyroidectomy (A) under operating microscope (A : arrow, f=400mm, X 2.5 ; OPMI pico® ; Zeiss, Germany) via axillary approach

was performed with the gasless retractor system (B : Az} 73,

53] #110-0660650%.).
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Table 2. Types of operation(n=25)

Types of operation No.
Nodulectomy 17
Subtotal lobectomy 8

Table 3. Postoperative histopathologic findings(n=25)

Histopathologic findings No.
Adenomatous goiter 17
Cyst

Follicular adenoma

Table 4. Postoperative complications

Complications No.

Bleeding

Temporary vocal cord paralysis
Delayed wound healing
Hypertrophic scar

N W N P

Paresthesia of shoulder & arm
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Fig. 2. The preoperative (A) and postoperative (B) neck region of a 38-year-old woman. There was a preoperative mass(arrow), but
no mass and scar(arrow) in the postoperative neck. There was a postoperative scar(arrow head) in the axilla(B).
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