
Abstract

Thymectomy is   per formed for 

myasthenia gravis with or without 

thymoma. Performing by thoracoscopy 

reduces  the  surgica l  morbid i ty. 

Anatomical landmarks play a key role to 

perform a safe surgery. We present the 

anatomical highlights of a patient who 

underwent the procedure

Introduction 

Thymectomy improves mysthenia 

gravis(MG) and may induce remission or 

reduce the doses of pharmacological 

treatment(1). Traditional ways of doing 

Thymectomy are trans-sternal or trans-

ce rv ica l .  How eve r  i f  done  by 

thoracoscopy, morbidity of open surgery 

will be reducced(2). 

We discuss a patient who underwent  

Thoracoscopic Thymectomy for MG 

with a thymoma who was also dependent 

on steroids.

Case report 

The patient being discussed is a 55 year 

old female diagnosed with MG. On cross 

sectional imaging he was found to have a 

thymoma. She required several ICU 

admisions to control myesthenic crisis.  

Further she was also dependent on 

steroids. (Figure 1)

Procedure 

Patient positioning

A f t e r  g e n e r a l  a n a s t h e s i a  w i t h 

endotracheal intubation patient was 

placed on supine position with abduction 

of right upper limb over the head to 

expose the axilla.

Ports placement 

3 ports were inserted using following 

land marks in an inverted triangle in 

third, fifth and seventh intercostal 

spaces. (Figure 2)

Creating space for dissection 

To obta in  space  for  d issec t ion , 

pneumothorax 8 mmHg  was induced by 

insuflation of carbon dioxide.

Identifying and demostration of 

anatomical land marks

 Following anatomical structures were 

identified; right brachiochephalic vein, 

it's union with left brachiochephalic 

vein, superior vena cava, phrenic nerve 

and internal mamary vessels which are 

running downwards over the right side of 

the pericardium. The magnified image 

allows clear identification of anatomy. 

Anatomical relations of above are as 

follows. (Figure 3, Figure 4)
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Surgical dissection

After demostrating the anatomy clearly, 

dissection was started with incision of 

parital pleura over the superior and 

an te r io r  med ias t inum by  us ing 

coagulation diathermy. Then proceeded 

with dissecting around the thymus with 

surrounding fatty tissue by using bipolar 

diathermy and ultrasonic dissector. 

Thymic vein was clipped and divided. 

Specimen was retrieved using a retrieval 

bag. 22G intercostal tube was inserted 

through one of 5mm port and kept it for 1 

day.

Post operative

Patient was managed on the first day in 

the intensive care unit on spontaneous 

breathing. She had minimal analgesic 

requirements, oral feeding commenced 

on same day. She was discharged on the 

fifth post operative day.

Discussion 

Traditional ways of doing Thymectomy 

are trans-sternal and trans-cervical 

approaches associated with a higher 

morbidity. In contrast in thoracoscopic 

approach, there is minimal incision, 

minimal pain, less wound related 

complications and early retern to normal 

activities. This was seen our patient.

In thoracoscopic thymectomy usually 

the access to the thymus(thymoma) is 

through right hemithorax. But in some 

cases where thymoma is more towards 

left side approach is through the left 

hemithorax. Here we approached 

through right hemithorax. 

Standard way of getting space for 

Thoraco tomy or  Thoracoscop ic 

procedure is single lung ventilation with 

the use of a double lumen endotracheal 

intubation and complete collapse of 

ipsilateral lung. However this needs 

more expertise and has some associated 

complications. The technique we use is 

with a single lumen tube ventilating both 

lungs and obtaining a partial lung 

collapse using a capnothorax.  This is 

easy to perform, less complicated while 

p r o v i d i n g  a d e q u a t e  s p a c e  f o r 

dissection.(3)

Clear identification  and demostration of 

anatomical structures is necessary prior 

to initiation of dissection. Those 

structures are right brachiochephalic 

v e i n ,  i t ' s  u n i o n  w i t h  l e f t 

brachiochephalic vein, superior vena 

cava, phrenic nerve and internal 

mammary vessels which are running 

downwards over the right side of the 

pericardium. With thoracoscopy  

perception of Anatomy is easy due to 

magnified image and ability to zoom 

closer as demonstrated in this patient.

Conclusion

The patient presented illustrates that  

clear identification of anatomical land 

marks and a safe dissection is possible 

during thoracoscopic thymectomy and is 

associated with a lower morbidity.
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Figure 1
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Figure 3

Right Phrenic nerve

Superior vena cava

Figure 4

Thymoma

Right Phrenic nerve

Superior vena cava

55

Anuradha B Jayathilake, UDP Madushanka, V Pinto, KB Galketiya - Anatomy of thoracoscopic thymectomy; case report

Sri Lanka Anatomy Journal (SLAJ), 3(I) 2019, 52-55


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59
	Page 60
	Page 61
	Page 62
	Page 63
	Page 64
	Page 65
	Page 66
	Page 67
	Page 68
	Page 69



