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Vertical Axillary Muscle Sparing Thoracotomy in Thoracic Surgery

Tae Hee Won, M.D.*, Sookwhan Sung, M.D.*

Vertical axillary muscle sparing thoracotomy is newly appeared and excellent alternative method of
standard posterolateral thoracotomy. It has many advantages compared to standard posterolateral
thoracotomy, less postoperative pain, well preserved thoracic muscle strength, full range of motion of
the shoulder girdle and attractive cosmetic results.

We performed vertical axillary muscle sparing thoracotomy in 36 patients from November 1993 to
July 1994. The ages of the patients ranged from 6 months to 71 years(mean 45.1 years), and the pat-
ients consisted of 20 males and 16 females. The preoperative diagnosis were as follows : lung cancer in
17 patients, tbc destroyed lung in 7, bronchiectasis in 3, bullous emphysema in 3 and the others are
mediastinal tumor, bronchogenic cyst, lung abscess, empyema, esophageal diverticulum, and CCAM
(congenital cystic adenomatoid malformation). The operative procedures were as follows :lobectomy
and bilobectomy in 16 patients, segmentectomy in 4, wedge resection in 3, penumonectomy in 7, and
the others were open biopsy, lobectomy with diaphragm excision, sleeve right upper lobectomy, de-
cortication, mediastinal mass excision, and esophageal diverticulectomy. We had 6 complications : pos-
toperative bleeding in 2 cases, operative wound infection, arrrhythmia (atrial fibrillation), Horner’s
syndrome, hoarseness in | respectively. The subcutaneous seroma occurred in 4 cases but did not re-
quire drainage and relieved within 4 weeks spontaneously.

We concluded that vertical axillary muscle sparing thoracotomy could be done in most of all tho-
racic surgery with safety. Comparing to standard posterolateral thoracotomy vertical axillary muscle
sparing thoracotomy has many advantages such as less postoperative pain, well preserved muscle stren-
gths and good cosmetic results.

(Korean J Thoracic Cardiovas Surg 1995;28:42-6)
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Fig. 1. Operative position and direction of skin incision

Fig. 2. Retraction of latissimus dorsi and serratus anterior
muscies
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Fig. 3. Operative field made by retraction of muscles and
ribs

Table 1. Diagnosis
Diagnosis Number of patients
Lung cancer 17
Tbe destroyed lung 7
Bronchectasis 3
Bullous emphysema 3
Mediastinal tumor 1
Bronchogenic cyst 1
Empyema 1
Esophageal diverticulum i
Lung abscess i
CCAM* 1
Total 36

*CCAM : congenital cystic adenomatoid malformation
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Table 2. Operative procedures

Operative Procedures Number of Patients

Lobectomy & Bilobectomy 16
Pneumonectomy 7
Segmentectomy 4
Wedge Resection 3
Lobectomy & Diagphragm excision 1
Explorative thoracotomy 1
Sleeve right upper lobectomy 1
Decortication 1
Mediastinal mass excision 1
Esophageal diverticulum excision 1

Total 36

Table 3. Postoperative complications

Complications Number of Patients

Postoperative bleeding 2
Wound infection

Arrhythmia (atrial fibrillation)
Horner’s syndrome
Hoarseness

Seroma
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Total 1
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Fig. 4. Postop lateral view with elevation of upper arm

Fig. 5. Postop lateral view covered incision line with upper
arm
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