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Endoscopic thyroid resections should meet the standards of minimally invasive surgery. 
Consequently, a minimally invasive resection of the thyroid gland should not be a 
compromise: it should be as safe as open surgery, and the thyroid gland must be 
extracted without enlarging the incision. Besides, it should meet cosmetic demands, 

which means that it should be carried out 
without leaving a prominent scar in the front 
neck region. We present the intermediate 
results of our proof of concept study with 15 
patients.  
 
In the course of this study we will show that a 
resection of the thyroid using a 20 mm axillary 
access and a 3,5 mm incision in the jugulum is 
possible, thus avoiding the above mentioned 
scar. For this technique, a modified axilloscope 
and an ultrasonic scalpel are used, which 
permit a total resection of the unilateral thyroid 
with partial resection of the contralateral side. 
The technique was successfully applied in 
thyroid operations of corpses and living pigs. 
At present, the results suggest that this 
technique is likely to become a standard 
alternative to open thyroid surgery for up to 20 

percent of all patients. 
 
Material and Methods 
 
A 20 to 25 mm incision in the anterior axillary line 
provides the access for the ipsilateral resection. The  
modified axilloscope is subsequently introduced. This 
instrument, consisting of two telescopced tubes, is 
pushed forwards to the jugulum under visual control 
so that unnecessary injuries are avoided. When the 
jugulum is reached, the inner tube with its transparent 
top is removed so that the ultrasonic scalpel can be 
introduced for preparation. The space for preparation 
is created by inflating  CO²-Gas at 6mm pressure.  
Next, a 3 mm incision is made to permit the 
introduction of a trocar. After localizing the 
sternocleidomastoid muscle, we start to prepare towards the thyroid along the side of the 
muscle, making sure not to come too close to the jugular vein. The other neck muscles 
are divided lenghthwise. Due to the lack of anatomical landmarks this is probably the 
most difficult part of the procedure. After identification of the ipsilateral thyroid we hold 

and lift it carefully with a 
forceps. The Medtronic© 
neuro-monitoring system 
permits to locate the 
recurrent laryngeal nerve. 
When the nerve has been 
identified we start to 
dissect the thyroid using 
an ultrasonic scalpel. It is 
possible to extract the 
thyroid tissue via the 20 
mm tube without its 
touching other tissue and 
without enlarging any 
incision. Patients 
included in this proof-of-
concept study must meet 
the following 
requirements:  
-unilateral nodes with a 
size of less than 2,5 
centimeters in diameter 

- no suspicion of malignancy 
 
First results 
 
We have so far operated on 11 patients (10 female, 1 male) according the above 
described technique, using a left-side access with seven and a right-side access with four 
patients. The average operation time was 128 minutes (87 to 151 minutes).  
 
Of these 11 patients, 6 had anterolateral isthmus nodes removed; identifying the 
recurrent laryngeal nerve was considered unnecessary in these operations.  However, in 
three cases 2 nodes in the lower pole were removed with the neuro-monitoring system 

being used for identifying the recurrent laryngeal nerve. In the other two operations we 
made a subtotal resection including the isthmus. In one of these cases, the neuro-
monitoring system 
was used, in the 
other case, the risks 
that a further search 
for the nerve 
implied lead to our 
decision to refrain 
from drawing on 
the neuro-
monitoring system. 
In none of these  11 
patients were any 
bleeding or 
infection or any 
other complications 
observed.  
The patients staid in 
hospital for an 
average of 3.4 days. 
Our subjective 
impression is that patie
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Discussion 
 
Our experience with the described procedure shows  
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