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Abstract

Background: Surgery remains the main treatment for locally advanced thyroid cancers invading the trachea,
esophagus, and recurrent laryngeal nerve. However, extensive resection of such tumors can sometimes involve
difficulties and may result in the deterioration of the patient’s quality of life. The surgeon should consider not only
the patient’s prognosis but also the preservation of postoperative function.

Methods: This report describes a minimally invasive surgical procedure for recurrent poorly differentiated papillary
thyroid carcinoma involving the trachea and esophagus. To decrease the potential for recurrent laryngeal nerve
injuries and to preserve both the tracheal and esophageal blood supply, we adapted a transtracheal approach; the
recurrent tumor was safely and completely removed without causing a dysfunction. After a tracheotomy to the
right, the tumor was easily detected through the tracheostoma and delineated by palpation. The mucous
membrane of the trachea was minimally incised along the right-hand border of the tumor and a mucosal flap was
elevated. The left side of the trachea including the membranous wall and cartilage of the tracheal mucosa was
maximally preserved, to maintain the vascular supply to the trachea. Finally, the membranous wall of the trachea
was preserved to within one-third of the left-hand side. Furthermore, the risk of bleeding from major lateral vessels
was reduced. A sternocleidomastoid muscle flap was elevated and inserted into the cavity resulting from the tumor
resection and sutured between the esophagus and trachea. The membranous wall of the tracheal mucosa was also
sutured submucosally.

Results: The tumor was removed completely with the muscular layer of the esophagus without injury to the intact
recurrent laryngeal nerve and lateral major vessels. The patient started oral nutritional intake on the first postoperative
day and was discharged without any significant postoperative complications.

Conclusions: This new procedure for transtracheal resection for recurrent thyroid cancer involving the trachea and
esophagus was useful and safe.
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Background
Surgery remains the mainstay for the treatment of
locally advanced recurrent thyroid cancer. However, with
complex recurrent thyroid cancer with recurrent laryn-
geal nerve palsy, dissection for the trachea and eso-
phagus can be associated with significant morbidity,
including dyspnea and dysphagia [1,2]. The morbidity
from radical resection has led some surgeons to avoid
curative treatments. Our objective was to perform
minimally invasive surgery with transtracheal central
neck dissection for recurrent thyroid cancer. The key
point of this technique was to complete the procedure
with potentially less risk of injury to the intact recur-
rent laryngeal nerve or the lateral major vessels. To
our knowledge, there have been no reports regarding
minimally invasive surgery for the treatment of recur-
rent thyroid cancer.

Methods
Case presentation
A 69-year-old woman with a past surgical history for a
poorly differentiated thyroid cancer presented with a
2 × 2 cm mass between the trachea and the esophagus.
The patient already had right recurrent laryngeal palsy
from the first treatment. This recurrence was detected by
computed tomography (CT), and was shown to be rapidly
enlarging over the course of two months (Figure 1). The
lesion was also examined by fluorodeoxyglucose (FDG)
positron emission tomography (PET), which showed
high FDG uptake (maximum standardized uptake value,
15.45) and demonstrated a recurrence of thyroid cancer
(Figure 2). After providing written informed consent,
the patient underwent surgical resection of the recur-
rent thyroid cancer with the new procedure. The patient
was positioned under general anesthesia in a supine pos-
ition on the operating table with her neck hyperextended.
Figure 1 CT of neck with contrast medium, showing heterogeneous e
(B) sagittal section.
Through a transverse cervical incision made just along the
previous surgical scar, a tracheotomy was performed. The
tumor was easily detected through the tracheostoma, then
delineated by palpation. The mucous membrane of the
trachea was minimally incised along the right-hand border
of the tumor and a mucosal flap was elevated (Figure 3).
The left-hand side of the trachea including the membran-
ous wall and cartilage of the tracheal mucosa was max-
imally preserved, to maintain the vascular supply to the
trachea. Finally, the membranous wall of the trachea
was preserved to within one-third of the left-hand side
(Figure 4A). Bleeding from both cut edges of the tracheal
mucosa was confirmed. There was no extracapsular
spread and the tumor was removed completely with the
muscular layer of the esophagus. Intraoperative frozen
examination revealed that the tumor was completely
resected. A right sternocleidomastoid muscle flap was ele-
vated and inserted into the cavity resulting from the tumor
resection and sutured between the esophagus and the tra-
chea. The membranous wall of the tracheal mucosa was
also sutured submucosally. A temporary tracheocutaneous
stoma was made.

Results
The tumor was removed completely with the muscular
layer of the esophagus without injuring the intact recur-
rent laryngeal nerve and lateral major vessels. The total
surgical time was 170 minutes with 30 ml blood loss. All
the removed tissues were sent for histopathologic evalu-
ation, and were found to be consistent with poorly
differentiated thyroid carcinoma (Figure 2B). The patient
started oral nutritional intake on the first postoperative
day, and she was discharged on the seventh postopera-
tive day. The patient did not experience any significant
postoperative complications, such as dysphagia. By the
3-month follow-up, the healing of the intratracheal
nhanced mass between trachea and esophagus. (A) axial section;



Figure 2 PET/CT and pathological findings. (A) Axial view of PET/CT study shows the recurrent tumor mass between the trachea and esophagus
with high uptake of FDG at a peak standardized uptake value of 15.45. (B) Low-power magnification; arrow shows extracapsular extension.
(C) High-power magnification. Pathological findings demonstrate poorly differentiated thyroid carcinoma.
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mucosa had been completed and no granulation could
be seen (Figure 4B). The tracheostoma was closed under
local anesthesia. The patient has been alive with no evi-
dence of recurrence for 5 postoperative years.

Discussion
Poorly differentiated thyroid carcinoma is a group of
carcinomas that exists between well differentiated and
anaplastic thyroid carcinoma in terms of both morpho-
logical appearance and biological behavior [3,4]. The
World Health Organization classification of endocrine
Figure 3 Intraoperative findings. (A) The tumor was detected just under
wall of the trachea. (B) The tumor was resected with minimal additional in
tumor from between the membranous portion of the retracted trachea an
tumors separately categorized poorly differentiated and
well differentiated thyroid carcinoma in 2004. In 2006,
the Turin proposal for an algorithm for the diagnosis of
poorly differentiated carcinomas recommended that it
be defined as the presence of a solid, trabecular, or insu-
lar growth pattern but with the absence of the conven-
tional nuclear features of papillary carcinoma [5,6]. The
principal treatment for this entity is surgical manage-
ment. However, bilateral recurrent laryngeal palsy is
easily caused by surgical procedures, such as heat
resulting from electrocautery or traction used to watch
the tracheal mucosa. Dashed circle: tumor behind the membranous
cision of the membranous wall of the trachea. Arrow: pulling out the
d the esophagus.



Figure 4 Surgical procedure and postoperative endotracheal finding. (A) Surgical procedure. (B) Endotracheal finding 3 months after the
surgery. There is no granulation formation. Arrow indicates the left-hand end of the surgical scar on the membranous wall of the trachea.
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tumors and resect tumors. Bilateral vocal cord paraly-
sis is a serious disease, causing life-threatening respira-
tory distress or swallowing dysfunction. Moreover, a
tracheal anastomotic leak potentially causes painful
dyspnea resulting from mediastinal emphysema. Since
significant morbidities and poor quality of life may
result from surgical procedures for recurrent cancer
involving the trachea and esophagus, a minimally inva-
sive procedure is needed. However, it was challenging
for us to establish an ideal surgical strategy for recur-
rent thyroid cancer with unilateral vocal cord paralysis.
To reduce morbidities associated with extensive resec-
tion and to decrease the potential for bilateral recurrent
nerve injury, we adopted an endoluminal approach. The
approach through a tracheostoma enables the surgeon
to identify the tumor site with ease and without causing
recurrent laryngeal nerve injury. There is less risk of
bleeding from major lateral vessels, or of injuries to the
recurrent laryngeal nerves. The disadvantages of the
procedure include the need for a temporary tracheos-
tomy and the possibility of granulation. To avoid tra-
cheal granulation, we sutured the tracheal mucosa
submucosally. As a result, there was no granulation of
the trachea at all.
The best-known minimally invasive surgical procedure is

natural orifice transluminal endoscopic surgery (NOTES),
which does not require incision of the skin [7]. Several
studies have demonstrated the feasibility of transoral thy-
roidectomy and parathyroidectomy in animal models [8,9].
Regarding transtracheal surgery, the feasibility of transtra-
cheal evaluation of the pleural cavity using the NOTES
procedure and endoluminal repair of the membranous tra-
cheal disruptions has been reported [10]. However, there
has been no report in the literature of transluminal surgery
for head and neck lesions. Transtracheal surgery is a modi-
fication of the NOTES technique and a feasible option for
tumors around the central neck structures. The morbidity
from extensive resection for patients with thyroid cancer
has led to a poor quality of life. To reduce complications
and preserve postoperative function, we recommend trans-
tracheal central neck dissection for recurrent thyroid can-
cers involving the trachea and esophagus to avoid injuries
to the lateral major vessels or recurrent laryngeal nerves.

Conclusion
The new procedure of transtracheal resection for recur-
rent thyroid cancer involving the trachea and esophagus
was useful and safe.

Consent
Written informed consent was obtained from the patient
for publication of this case report and accompanying
images. A copy of the written consent is available for
review by the editor-in-chief of this journal.

Abbreviations
CT: computed tomography; FDG: fluorodeoxyglucose; NOTES: natural orifice
transluminal endoscopic surgery; PET: positron emission tomography.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
JY conceived the study design. SO and JY drafted the manuscript. MF and
MK contributed to data acquisition. JY and KI approved the final version of
the manuscript. All authors read and approved the final manuscript.

Acknowledgements
We would like to thank Dr. Yuki Fukumura (Department of Pathology,
Juntendo University School of Medicine) for helpful pathological comments
during the preparation of this manuscript.



Ohba et al. World Journal of Surgical Oncology 2014, 12:303 Page 5 of 5
http://www.wjso.com/content/12/1/303
Received: 18 April 2014 Accepted: 25 September 2014
Published: 2 October 2014

References
1. Price DL, Wong RJ, Randolph GW: Invasive thyroid cancer: management

of the trachea and esophagus. Otolaryngol Clin North Am 2008,
41:1155–1169.

2. Honings J, Stephen AE, Marres HA, Gaissert HA: The management of
thyroid carcinoma invading the larynx or trachea. Laryngoscope 2010,
120:682–689.

3. Patel KN, Shaha AR: Poorly differentiated and anaplastic thyroid cancer.
Cancer Control 2006, 13:119–128.

4. Yang R, Yu X, Ma L, Wu F: Emergency management of a patient with
severe airway obstruction resulting from poorly differentiated thyroid
carcinoma: a case report. Oncol Lett 2012, 4:771–774.

5. Volante M, Collini P, Nikiforov YE, Sakamoto A, Kakudo K, Katoh R, Lloyd RV,
LiVolsi VA, Papotti M, Sobrinho-Simoes M, Bussolati G, Rosai J: Poorly
differentiated thyroid carcinoma: the Turin proposal for the use of
uniform diagnostic criteria and an algorithmic diagnostic approach.
Am J Surg Pathol 2007, 31:1256–1264.

6. Sanders EM Jr, LiVolsi VA, Brierley J, Shin J, Randolph GW: An evidence-
based review of poorly differentiated thyroid cancer. World J Surg 2007,
31:934–945.

7. Della Flora E, Wilson TG, Martin IJ, O’Rourke NA, Maddern GJ: A review of
natural orifice translumenal endoscopic surgery (NOTES) for intra-abdominal
surgery experimental models, techniques, and applicability to the clinical
setting. Ann Surg 2008, 247:583–602.

8. Witzel K, von Rahden BH, Kaminski C, Stein HJ: Transoral access for
endoscopic thyroid resection. Surg Endsoc 2008, 22:1871–1875.

9. Karakas E, Steinfeldt T, Gockel A, Westermann R, Kiefer A, Bartsch DK:
Transoral thyroid and parathyroid surgery. Surg Endosc 2010, 24:1261–1267.

10. Lancelin C, Chapelier AR, Fadel E, Macchiarini P, Dartevelle PG:
Transcervical-transtracheal endoluminal repair of membranous tracheal
disruptions. Ann Thorac Surg 2000, 70:984–986.

doi:10.1186/1477-7819-12-303
Cite this article as: Ohba et al.: A novel procedure for transtracheal
resection for recurrent thyroid cancer involving a trachea and
esophagus. World Journal of Surgical Oncology 2014 12:303.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Case presentation

	Results
	Discussion
	Conclusion
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	References

