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ABSTRACT
Objective: We sought to obtain information on the number of thymic lesions, surgical method, histopathology. We also investigat-
ed the relationship between thymic lesions and myasthenia gravis. 
Methods: We retrospectively examined patients who underwent thymectomy for different thymic pathologies in our clinic be-
tween February 1998 and April 2014 according to their demographic characteristics, symptoms, surgical method, resection width, 
and histopathological diagnosis.
Results: The proportion of men and women was similar. The average age was 40.6±14.7 years. The most common symptom was 
rapid fatigue and the most common surgical method was median sternotomy. During extended thymectomy, we resected and 
recontructed the anatomical structures. We found a high degree of association between thymoma and myasthenia gravis. The 
average life expectancy of the patients was 171.8±8.8 months.
Conclusion: Although the indications of thymectomy are not well known, the surgical procedures vary. We would therefore contin-
ue developing ourselves as the center where these surgeries are most frequently performed in the Southeastern Anatolia Region.
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INTRODUCTION
Thymoma, seminoma, and lymphoma are primary malignant 
tumors occurring in the anterior mediastinum, making up the 
majority of malignant mediastinal tumors (1). Studies on anterior 
mediastinal tumors and those of the thymus correlate with those 
on myasthenia gravis (MG) (2). According to the literature, 30% 
of patients with thymoma develop MG, while approximately 10-
15% of patients with MG develop thymoma (3, 4).

The most common indications for thymectomy are thymic neo-
plasia and MG (5). The main goal of surgery in thymic neoplasia 
is complete resection of the tumor, and tumoral invasion and 
metastasis when necessary (6); this is because complete surgical 
removal of thymomas is the most important long term prognos-
tic marker of thymic malignancies (7). The main goal of surgery 
in MG is to eliminate the production of antibodies that cause 
autoimmune diseases. Currently, thymectomy is indicated in pa-
tients with common MG and ocular symptoms that cannot be 
controlled by anticholinesterase (ACE) (2, 8).

Thymectomy can be performed with median sternotomy (MS), 
and with less invasive methods such as partial sternotomy, tran-
scervical approach, video-assisted thoracoscopic surgery (VATS), 
and transcervical-VATS combination (9). There are two schools of 
thought concerning the form of excision during thymectomy: 
those who advocate the method that protects the sternum and 
those who perform sternotomy with resection of the surround-
ing tissue and thymus to prevent local recurrence (10). The sur-
gery indicated for MG depends on the width of the thymecto-
my required for complete remission. For this purpose, studies 
revealing the thymic tissue distribution and presence of ectopic 
thymic tissue in the anterior mediastinum have been conducted. 
Regardless of the approach used in MG patients, the aim is com-
plete remission (11, 12).

In this study, we retrospectively examined patients who under-
went thymectomy for various reasons according to their demo-
graphic data, symptoms, surgical methods, resection width, and 
histopathological diagnoses, and aimed to obtain information 
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on thymic lesions in our region and the connection between the 
thymic lesions and MG.

METHODS

Cases
We included 80 patients who underwent thymectomy for differ-
ent thymic pathologies between February 1998 and April 2014 
in Gaziantep University, Faculty of Medicine, Şahinbey Research 
and Practice Hospital Thoracic Surgery Clinic. Gaziantep University 
Clinical Research Ethics Committee Presidency (ethics committee 
approval number: 167). All patients provided an informed consent.

The inclusion criteria were as follows:
· Patients with benign or malignant lesions on radiology
· Patients with MG who have thymic lesions or thymus resi-

dues in the anterior mediastinum on radiology
· Patients with unresectable thymomas or thymic carcinomas 

that became resectable after chemotherapy (CT), radiother-
apy (RT), or chemoradiotherapy (CRT)

The exclusion criteria were as follows:
· Patients operated for an anterior mediastinal mass and 

whose pathological diagnosis was out of the thymus (such 
as lymphoma)

· Patients undergoing thymectomy but whose pathology re-
ports were not available

· Patients aged ≤ 16 years 

Preoperative Evaluation
We obtained a detailed anamnesis from all patients and per-
formed physical examinations. We performed routine biochem-
ical tests, chest X-ray, electrocardiography, and chest computed 
tomography (CT) tests in all patients (Figure 1). In some patients, 
we performed a mediastinal magnetic resonance imaging to 
evaluate the relationship between the lesion and anatomical 
structures, and the resectability of the lesion (Figure 2). We per-
formed CT scan and positron emission tomography (Figure 3) 
to screen for metastases in patients with thymomas or thymic 
carcinoma.

We evaluated MG patients in the neurology clinic and requested 
a surgery upon neurologist approval. While all of this group of 
patients used ACEs, some of them also used immunosuppressive 
drugs. Some patients required intravenous immunoglobulin and 
plasmapheresis.

Main Points:

• When a thymic mass is diagnosed, myasthenia gravis 
screening should be performed for each patient.

• Thorax computed tomography should be performed in 
every patient diagnosed with myasthenia gravis to investi-
gate the presence of thymic lesion.

• Median sternotomy may be considered for wide resection 
in the presence of thymoma or thymic carcinoma.

• Minimally invasive surgery may be considered in patients 
with myasthenia gravis if thymoma is not suspected.

Figure 1. Axial CT image of a patient with thymic lesion

Figure 2. MRI image of a patient with suspected invasion

Figure 3. PET-CT image of a patient diagnosed with thymoma 
with metastasis
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Anesthesia Applications
Although standard procedures for thoracic surgery are applied, 
muscle relaxants are either not used or used in selected patients, 
according to the anesthesiologist and neurologist.

Surgical Methods
Our basic rules in thymus surgery are: The mediastinum should 
be well explored, the cervical pole and mediastinal fat tissue 
should be resected, the phrenic nerve should be preserved, the 
tumor capsule should not be damaged, and the resection should 
be extended from the diaphragm to the neck. Therefore, MS has 
been used frequently. In patients with MG, right VATS was used 
from 2008 if there was no radiologic image of the thymoma.

Exploration also included the lungs and pleura to determine 
whether the thymic mass invaded the surrounding tissues and 
whether there is a metastasis (Figure 4). This was in accordance 
with the definition of extended thymectomy defined as “block 
resection of the thymus and adipose tissue in the anterior me-
diastinum via MS” (Figure 5). Due to invasion, various degrees of 
resection and reconstruction have been applied to anatomical 
structures like the pericardium, diaphragm, vascular structures, 
phrenic nerve, and lung. 

Right VATS was done in patients with MG and no thymoma image 
(Figure 6). Left VATS was done to some patients with masses lo-
calized to the left and requiring exploration of the aorticopulmo-
nary window. As a rule, complete thymectomy was performed in 
VATS (Figure 7). Some patients who started with VATS switched 
to thoracotomy or MS for various technical reasons, and these 
patients were not included in the VATS group.

Postoperative Care
All patients were taken to the intensive care unit, and most patients 
were taken to the service after a day of intensive care follow-up. All 
MG patients were evaluated by the postoperative neurologist, and 
ACE and immunosuppressive treatments were continued.

Histopathologically, all patients diagnosed with thymoma or 
thymic carcinoma presented to the tumor council and the need 
for an additional oncological treatment was decided. Patients 
with MG continued their neurological follow-up.

Statistical Analysis
Statistical analyses were conducted using IBM SPSS Statistics for 
Windows 22.0 (IBM SPSS Corp.; Armonk, NY, USA). Student’s t test 
(for normally distributed variables) and Mann Whitney u tests (for 
variables without normal distribution) were used to compare nu-
merical variables in groups. Kaplan Meier method was used to 
calculate survival probabilities. P <0.05 was considered significant.

RESULTS
Regardless of the reasons for performing thymectomy, we ex-
amined the demographic data, symptoms, surgical approaches, 
resection width, and histopathological diagnosis of all patients. 
In addition, we obtained the survival analyses of all patients who 
underwent thymectomy. The invasion status of patients under-
going extended thymectomy and the resections and recon-

Figure 4. Exploration of a patient with thymoma by MS ap-
proach

Figure 5. Thymectomy material removed in block with medi-
astinal adipose tissue in a patient approached with MS

Figure 6. Thoracoport incisions in right VATS approach
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structions applied to anatomical structures depending on this 
invasion are given in table 3. We delayed the analysis on the im-
provement in the clinical condition of MG patients because it is 
seen in the long term. However, we an analyzed the connection 
between MG and histopathological diagnosis.

Demographic Data
Of the 80 patients included, 38 (47.5%) were women and 42 
(52.5%) men. The age range of the patients was 17–74 years and 

the mean age was 40.6±14.7 years. Concerning the age distribu-
tion by gender, the age range of women was 17–72 years (mean 
39.1), and that of men was 20–74 years(mean 41.7) (Table 1).

Symptoms
Table 2 shows the distribution of the symptoms, which were 
mostly associated with MG. None of the 8 asymptomatic patients 
(10%) had MG.

Surgical Method
MS was most commonly used, followed by right VATS. Table 3 
shows the number of malignancy and number of patients with 
MG according to the surgical approach used.

In our clinic, before 2008, thymectomies were performed by MS. 
Of the 20 patients who underwent right VATS, 11 (55%) were pa-
tients with non-thymomic MG. Only one (5%) of the 20 patients 
who underwent thymectomy through right VATS had a thymoma.

The Rate Of Surrounding Organ Invasion In Extended 
Thymectomies
Invasion into the surrounding anatomical structures was detect-
ed in 13 (16.25%) patients, 10 with thymoma, and 3 with thymic 
carcinoma. While 4 (5%) of these patients had macroscopic resi-
dues, 9 (11.25%) were completed with no residue (Table 4). Inva-
sion of more than one anatomical structure was frequently seen 
in the same patient (Figure 8).

Eight (10%) patients had lung invasion in various degrees and 
localizations (Figure 9).

Six patients (7.5%) underwent various levels of resection and re-
construction of the vascular structures due to invasion (Figure 10).

One of three patients with phrenic nerve invasion had MG, and a 
residual tumor was left on the phrenic nerve. The phrenic nerve 
of the other two patients was resected.

One patient with thymoma underwent pleurectomy for pleural 
invasion, and intracavitary hyperthermic perfusion chemothera-
py (HIPEC) was performed after the operation.

Histopathological Evaluation
Histopathological results of the 80 patients who underwent 
thymectomy showed thymoma and thymic hyperplasia (Table 5).

Survival
Six of the 80 patients who underwent thymectomy died during 
follow-up, and one died early in the postoperative period. Figure 

Figure 7. Thymic lesion and mediastinal adipose tissue in the 
patient approached with right VATS

Figure 8. Diaphragmatic graft (white arrow) and pericardial 
graft (black arrow) after resection in a patient with diaphragm 
and pericardial invasion

Table 1. Distribution of all patients undergoing thymectomy by age and gender

 Under 20 20-29 years 30-39 years 40-49 years 50-59 years 60 years and over Total n (%)

Female n (%) 4 (5%) 11 (13,75%) 4 (5%) 6 (7,5%) 8 (10%) 5 (6,25%) 37 (46,25%)

Male n (%) - 8 (10%) 10 (12,5%) 14 (17,5%) 6 (7,5%) 4 (5%) 43 (53,75%)

Total n (%) 4 (5%) 18 (22,5%) 14 (17,5%) 20 (25%) 14 (17,5%) 9 (11,25%) 80 (100%)
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11 shows the survival analysis of patients undergoing thymecto-
my. The causes of death of patients are:
· Myocardial infraction on postoperative day 11 in 1 patient
· Heart failure in two patients, one at the 6th postoperative 

month and the other at the 68th postoperative month
· Myasthenic crisis in two patients, one at the 8th postopera-

tive month and the other at the 17th postoperative month
· Thymoma in one patient at the 38th postoperative month
· Non-hodgkin lymphoma in one patient at the 45th postoper-

ative month

The average life expectancy of the patients was 171.8±8.8 
months.

MG-Histopathology Relationship
Histopathologically, 54% of patients diagnosed with thymoma 
had MG, while 47.6% of patients with MG had a thymoma. The 
number of non-MG and non-thymoma patients was 17 (21.25%). 

Figure 10. Resection and repair in a patient with right brachio-
cephalic vein invasion (black arrow)

Figure 11. Graph showing survival analysis of patients under-
going thymectomy

Figure 9. Lung invasion and wedge resection Table 2. Application symptoms of patients undergoing 
thymectomy

Symptoms number %

Rapid fatigue 37 46,3

Drooping of eyelides 26 32,5

Difficulty swallowing 19 23,8

Chest pain 17 21,3

Difficulty breathing 14 17,5

Difficulty speaking 7 8,8

Cough 2 2,5

Swelling of the face and neck 2 2,5

Hemoptysis 1 1,3

Frequent expectoration 1 1,3

Hoarseness 1 1,3

Arm pain 1 1,3

Backache 1 1,3

No symptoms 8 10

Table 3. Malignancy and MG rates according to the surgical 
approach

Surgical Approach
Number of 

Cases Malignant MG

Median Sternotomy, n (%) 50 34 (68%) 30 (60%)

Right  VATS, n (%) 20 1 (5%) 11 (55%)

Left VATS, n (%) 4 2 (50%) 0 (0%)

Right Thoracotomy, n (%) 4 3 (75%) 0 (0%)

Left Thoracotomy, n (%) 2 1 (50%) 1 (50%)
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Table 6 shows the relationship between MG and histopatholog-
ical diagnosis.

DISCUSSION
Mediastinal masses arise from tissues normally located in the 
mediastinum or which migrated to the mediastinum during their 
development. The most common lesions in adults are thymomas, 
which are located in the anterior mediastinum (13, 14). Approx-
imately 25% of all mediastinal tumors in adults and children are 

malignant (15). We did not include patients aged ≤16 years. Thir-
ty-seven (46.25%) of 80 patients who underwent thymectomy 
were diagnosed with different histopathological types of thymo-
ma and 4 (5%) were diagnosed with thymic carcinoma (Table 7).

Most patients with thymoma (50–60%) were asymptomatic. 
Symptoms depend on the compression effect of the lesion on 
the surrounding tissues or systemic disease accompanied by the 
thymoma (6, 16, 17). According to our study, the most common 
symptoms in thymoma patients were those associated with MG.

While 30% of patients with thymomas have MG, approximately 
10–15% of patients with MG had thymoma. In our study, 54% 
of patients diagnosed with thymoma had MG and 47.6% of pa-
tients with MG had thymoma. The coexistence of MG and thymo-
ma in our study group was high, because all patients who apply 
to our clinic with thymic lesions were diagnosed with MG. This 
increased the number of patients with MG.

Literature on the form of excision had divided opinions some 
adopt sternotomy and others advocate the method that pro-
tects the sternum (11).

Most people advocate the transsternal thymectomy method be-
cause it extends out of the capsule (18). Stage I thymomas may 
relapse or metastasize although they are histologically mild in 
those who undergo transsternal thymectomy (19).

Advocates of the transcervical approach say that it is possible to 
see the anterior mediastinum directly with advanced imaging 
methods (20).

In a study in which minimally invasive thymectomy was recom-
mended, VATS was considered safe and had a comparable resec-
tion rate when selectively used in MG and small thymic masses 
(21).

Minimally invasive approaches such as videothoracoscopic, tran-
scervical, and robotic surgery can be applied in early stage thy-
momas but no large series exist on this issue. Therefore, MS is still 
the most valuable approach for complete resection (22).

In our study, MS was used in patients with thymomas radiolog-
ically seen before surgery. However, if the tumor was encapsu-
lated, there was no invasion into the surrounding tissue and the 
tumor could be removed with mediastinal fatty tissue using VATS 
or thoracotomy. Nevertheless, the results of multi-patient stud-
ies are needed to confirm that minimally invasive methods pro-
vide complete resection and complete remission.

Among patients with MS, 32% had benign thymic. This rate was 
40.9% before the thoracoscopic approach, and decreased to 
25% after its start. This may indicate that the minimally invasive 
approach is more rational in cases that we consider to be histo-
pathologically benign.

Today, there is consensus on the application of surgery to ocular 
MG patients who cannot be controlled by ACE common MG and 

Table 4. Invasive structures and resection rates in patients 
approached with MS

İnvasion  
n (%)

Resection 
n (%)

Grafting  
n (%)

Residue  
n (%)

Pericardium 10 (%12,5) 10 (%12,5) 5 (%6,25) 1 (%1,25)

Lung 8 (%10) 7 (%8,75) - 1 (%1,25)

Vascular 6 (%7,5) 4 (%5) 3 (%6) 2 (%2,5)

Phrenic nerve 3 (%3,75) 2 (%2,5) - 1 (%1,25)

Diaphragm 1 (%1,25) 1 (%1,25) 1 (%1) 0 (%0)

Pleura 1 (%1,25) 1 (%1,25) - 0 (%0)

Atrium 1 (%1,25) 0 (%0) - 1 (%1,25)

Table 5. Histopathological diagnoses after thymectomy

Histopathological diagnosis Number %

Thymoma 37 46,25

Thymic hyperplasia 29 36,25

Thymic carcinoma 4 5

Thymus tissue 4 5

Thymolipoma 4 5

Thymic cyst 2 2,5

Total 80 100

Table 6. The relationship between MG with histopathological 
diagnosis of patients undergoing thymectomy

Histopathological 
diagnosis

Patients with 
MG (n)

Patients  
without MG (n)

Total  
(n)

Thymoma 20 17 37

Timic hyperplasia 14 15 29

Timic carcinoma - 4 4

Normal thymus tissue 4 - 4

Thymolipoma 4 - 4

Thymic cyst - 2 2

TOTAL 42 38 80
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patients (23, 24). Unfortunately, appropriate patient selection cri-
teria for remission have not been defined. Likewise, the size re-
quired to perform surgery is not exactly defined (25). In the study 
by Toker, thymectomy was presented as a reliable surgery in MG 
patients (26). The current approach of our clinic was used MS 
only in MG patients who have radiologically thymoma images.

There is no standard treatment approach defined for thymic car-
cinoma, nor is there a universally accepted staging system. The 
most common approach is RT, CT, or both following surgical re-
section. Unfortunately, most tumors are not resectable and the 
effect of surgery is unclear. Most patients experience local and 
distant disease recurrence (6, 16).

In our study, there were four patients operated for thymic car-
cinoma. The symptoms of these patients were due to the lesion 
pressing on the surrounding tissue. There is no MG in our pa-
tients with thymic carcinoma. All patients were subjected to CRT 
before or after surgery according to the resectability condition.

Thymic benign lesions are thymic hyperplasia, thymic cysts, and 
thymolipoma. Surgical resection of benign thymic lesions can 
be performed by many methods depending on the size of the 
tumor, the body condition of the person, and the experience of 
the surgeon (27).

The histopathological results of 39 patients included in our 
study were benign. Among these patients, thymic hyperplasias 
accounted for 74.3% of benign thymic lesions. No recurrence 
was observed in the follow-up of patients with benign thymic 
lesions. Especially non-MG non-thymoma patients are excellent 
candidates for VATS.

CONCLUSION
Thymectomies can be performed using various methods as cu-
rative treatment in malignant or benign thymic diseases and to 
contribute to the treatment of the disease in MG. Although there 
is not much discussion on the indication of thymectomy, there 
are differences in opinion regarding the method used. MG and 
thymic lesions have important health problems and change the 
comfort of patients. Because these patients may have a long hos-
pital stay, it is very important for patients who will undergo thy-
mus surgery, especially those with MG, to be treated in a hospital 
near their home.We would therefore continue developing our-
selves as the center where these surgeries are most frequently 
performed in the Southeastern Anatolia Region.

Ethics Committee Approval: Ethics committee approval was received 
for this study from the ethics committee of Gaziantep University 
(05.05.2014 / 167).

Informed Consent: Informed consent was obtained from the patients 
who participated in this study.

Peer-review: Externally peer-reviewed. 

Author Contributions: Concept - B.E., B.T.; Design - B.E., B.T., M.Ş.; Super-
vision - B.T., A.F.I.; Resources - B.E., B.T., M.Ş.; Materials - B.T., A.F.I.; Data 
Collection and/or Processing - A.F.I.; Analysis and/or Interpretation - B.E., 

B.T., A.F.; Literature Search - B.E., B.T., M.Ş.; Writing Manuscript - B.E.; Criti-
cal Review - B.E., B.T., M.Ş., A.F.I.; Other - B.E., M.Ş.

Conflict of Interest: The authors have no conflicts of interest to declare.

Financial Disclosure: The authors declared that this study has received 
no financial support.

REFERENCES
1. Shah PC, McNamee CJ. Malignant Primary Anterior Mediastinal Tu-

mors. Sugarbaker DJ, Bueno R, Colson YL, Jaklitsch MT, Krasna MJ, 
Mentzer SJ, editors. Adult Chest Surgery. 2nd edition. New York: Mc-
Graw-Hill Education; 2015.p.1296-303.

2. Demirkaya A, Tüzün H. Thymic Tumors and Surgical Therapy. J Surg 
Med Sci 2006; 47: 11-7.

3. Osserman KE, Genkins G. Studies in myasthenia gravis: Review of a 
twenty-year experience in over 1200 patients. Mt Sinai J Med 1971; 
38: 497-537.

4. Lopez-Cano M, Ponseti-Bosch JM, Espin-Basany E, Sánchez-García 
JL, Armengol-Carrasco M. Clinical and pathologic predictors of out-
come in thymoma-associated miyasthenia gravis. Ann Thorac Surg 
2003; 76: 1643-9. [Crossref]

5. D’Agostino Jr HJ, Nussbaum MS. Radical Transsternal Thymectomy. 
Sugarbaker DJ, Bueno R, Colson YL, Jaklitsch MT, Krasna MJ, Mentzer 
SJ, editors. Adult Chest Surgery. 2nd edition. New York: McGraw-Hill 
Education; 2015. p.1266-76.

6. Wright CD. Tumors of the Mediastinum. Pearson GF, Cooper JD, De-
slauriers JD, editors. Thoracic Surgery. Edinburgh: Churchill-Living-
stone; 2002.

7. Venuta F, Rendina EA, Anile M, de Giacomo T, Vitolo D, Coloni GF. 
Thymoma and thymic carcinoma. Gen Thorac Cardiovasc Surg 2012; 
60: 1-12. [Crossref]

8. Maggi G, Casadio C, Cavallo A, Cianci R, Molinatti M, Ruffini E. 
Thymectomy in myasthenia gravis. Results of 662 cases oper-
ated upon in 15 years. Eur J Cardiothorac Surg 1989; 3: 504 -11. 
[Crossref]

9. Trastek V: Thymectomy. Philadelphia: Lippincott-Raven; 1998. 
p.105-111.

10. Cheng YJ, Kao EL, Chou SH. Videothoracoscopic resection of stage II 
thymoma: Prospective comparison of the results between thoraco-
scopy and open methods. Chest 2005; 128: 3010-2. [Crossref]

11. Masaoka A, Nagaoka Y, Kotake Y. Distribution of thymic tissue at the 
anterior mediastinum: Current procedures in thymectomy. J Thorac 
Cardiovasc Surg 1975; 70: 747-54. [Crossref] 

12. Jaretzki A 3rd, Barohn RJ, Ernstoff RM, Kaminski HJ, Keesey JC, Penn 
AS, et al. Myasthenia gravis: Recommendations for clinical research 
standards. Task Force of the Medical Scientific Advisory Board of the 
Myasthenia Gravis Foundation of America. Neurology 2000; 55: 16-
23. [Crossref]

13. Su S, Colson YL. Overview of Benign and Malignant Mediastinal Dis-
ease. Sugarbaker DJ, Bueno R, Colson YL, Jaklitsch MT, Krasna MJ, 
Mentzer SJ, editors. Adult Chest Surgery. 2nd edition. New York: Mc-
Graw-Hill Education; 2015. p.1234-40.

14. Takeda S, Miyoshi S, Akashi A, Ohta M, Minami M, Okumura M, et al. 
Clinical spectrum of primary mediastinal tumors: A comparison of 
adult and pediatric populations at a single Japanese institution. J 
Surg Oncol 2003; 83: 24-30. [Crossref]

15. Deslauriers J, LeTourneau L, Giubilei G. Tumors and Masses: Diag-
nostic strategies in Mediastinal Tumors and Masses. New York: Chur-
chill-Livingstone; 2002. 2: p.1655-73.

16. Kaynak K. Mediastenin Primer Tümörleri [Primary Tumors of the Me-
diastinum]. Ökten İ, Güngör A, editors. Göğüs Cerrahisi. Ankara: Sim 
Matbaacılık; 2003. p.1173-82.38

Elma et al. Thymus Surgery in Southeast Anatolia Eur J Ther 2021; 27(1): 32-9

https://doi.org/10.1016/S0003-4975(03)01139-1
https://doi.org/10.1007/s11748-011-0814-0
https://doi.org/10.1016/1010-7940(89)90109-7
https://doi.org/10.1378/chest.128.4.3010
https://doi.org/10.1016/S0022-5223(19)40309-7
https://doi.org/10.1212/WNL.55.1.16
https://doi.org/10.1002/jso.10231


17. Shields TW. Thymic Tumors. Shields TW, Locicero J, Ponn RB, editors. 
General Thoracic Surgery. Philadelphia: Lippincott Williams&Wilkins; 
2005. p.2581-616.

18. Zielinski M, Kuzdzal J, Szlubowski A, Soja J. Comparison of late re-
sults of basic transsternal and extended transsternal thymectomies 
in the treatment of myasthenia gravis. Ann Thorac Surg 2004; 78: 
253-8. [Crossref]

19. Roviaro G, Varoli F, Nucca O, Maciocco M. Videothoracoscopic ap-
proach to primary mediastinal pathology. Chest 2000; 117: 1179-83. 
[Crossref]

20. Calhoun RF, Ritter JH, Guthrie TJ, Pestronk A, Meyers BF, Patterson 
GA, et al. Results of transcervical thymectomy for myasthenia gravis 
in 100 consecutive patients. Ann Surg 1999; 230: 555-9. [Crossref]

21. Jurado J, Javidvar J, Newmark A, Lavelle M, Bacchetta M, Gorenstein 
L, et al. Minimally Invasive Thymectomy and Open Thymectomy: 
Outcome Analysis of 263 Patients. Ann Thorac Surg 2012; 94: 974-
82. [Crossref]

22. Detterbeck FC, Parsons AM. Management of stage I and II thymoma. 
Thorac Surg Clin 2011; 21: 59-67. [Crossref]

23. Kirschner PA. The history of surgery of the thymus gland. Chest Surg 
Clin North Am 2000; 10: 153-65.

24. Wilkins KB, Bulkley GB. Thymectomy in the integrated management 
of myasthenia gravis. Adv Surg 1999; 32: 105-33.

25. Sihvo E, Keshavjee S. Transcervical Thymectomy. Sugarbaker DJ, 
Bueno R, Colson YL, Jaklitsch MT, Krasna MJ, Mentzer SJ, editors. 
Adult Chest Surgery. 2nd edition. New York: McGraw-Hill Education; 
2015. p.1254-59.

26. Toker A, Tanju S, Sungur Z, Parman Y, Senturk M, Serdaroglu P, et al. 
Videothoracoscopic thymectomy for nonthymomatous myasthenia 
gravis: results of 90 patients. Surg Endosc 2008; 22: 912-6. [Crossref]

27. McNamee CJ. Resection of benign Anterior and Middle Mediastinal 
Cysts and tumors. Sugarbaker DJ, Bueno R, Colson YL, Jaklitsch MT, 
Krasna MJ, Mentzer SJ, editors. Adult Chest Surgery. New York: Mc-
Graw-Hill Education; 2015. p.1277-86.

Elma et al. Thymus Surgery in Southeast AnatoliaEur J Ther 2021; 27(1): 32-9

39

https://doi.org/10.1016/j.athoracsur.2003.11.040
https://doi.org/10.1378/chest.117.4.1179
https://doi.org/10.1097/00000658-199910000-00011
https://doi.org/10.1016/j.athoracsur.2012.04.097
https://doi.org/10.1016/j.thorsurg.2010.08.001
https://doi.org/10.1007/s00464-007-9507-2

