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In this note we describe the standard technical maneuver used in our department to protect the skin during thyroidectomy

in order to get the best aesthetic result. We use surgical gloves to protect the skin during these operations to reduce the

negative impact of thermal trauma and mechanical retractors and energy delivery devices at the edges of the skin incised.

This practice is effective, inexpensive, rapid, reproducible and showed no complication in our experience of over 2,500

thyroidectomies.
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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

The history of modern thyroidectomy begins in the
nineteenth century with Theodor Billroth (1829-1894).

However, one of his disciples, Theodor Kocher (1841-1917),
considered the “father of the thyroid surgery”, was
responsible for most of the development of the technique
and the description of classical cervical “necklace” incision
in 1898, which has had his name until today1.

The well-differentiated carcinoma of the thyroid
gland has had the fastest growing in incidence in recent
years among all types of cancer. The incidence rates almost
tripled in the last 30 years2. In Brazil, it is estimated that
10,590 new cases of thyroid cancer were diagnosed in
women in 2012, it being the fourth most common
malignancy in females3. In our department, between 2008
and 2010, 1,321 patients underwent operations on the
thyroid (1,100 women) with a mean age of 44 years and
85% of cases below 60 years of age. In 2011 and 2012,
1,404 thyroidectomies were performed in the Department
of Head and Neck Surgery. Since this is a disease that
primarily affects women, especially below 60 years of age,
the appearance of the neck scar is considered very
important, and concern with cosmetic results of this
surgical procedure is gaining prominence, with great
intellectual and financial investment in the development
of new techniques that result in smaller or less exposed,
aesthetically favorable scars (transaxillary and posterior
cervical access).

These new surgical techniques increase time and
costs. Moreover, they cannot be applied in most cases.
Therefore, it is essential to achieve the best cosmetic result
in the classic open thyroidectomy scar, since the procedure

is indicated for most patients. For this, several technical
solutions have been proposed, such as prethyroid muscles
section and thyroidectomy without detaching the skin flap4.
Currently, conventional thyroidectomy is performed through
an anterior necklace incision in the neck, two to three in-
ches above the sternal notch, preferably on a natural neck
fold or wrinkle, with a length ranging from four to six in-
ches, depending on the anatomical characteristics of the
patient (neck circumference) and the size of the gland to
be removed4. In general, small incisions are more exposed
to trauma by retractors or thermal injury by energy delivery
devices, with a negative impact on the appearance of the
resulting scar. Therefore, in addition to careful synthesis
technique, protection of the the skin around the incision
during the surgical procedure is mandatory, as well as
the excision of the traumatized edges at the end of the
process, if necessary5. In this context, several techniques
or precautions can and have been used by head and
neck surgeons in the attempt to avoid trauma or burns
of the neck during thyroidectomy. In this article we
describe a simple, rapid and inexpensive technique
routinely used to protect the skin in our operations on
the thyroid.

SURGICAL TECHNIQUESURGICAL TECHNIQUESURGICAL TECHNIQUESURGICAL TECHNIQUESURGICAL TECHNIQUE

After general anesthesia, the patient is
positioned with a pad under the shoulder blades, in order
to get cervical hyperextension. Antisepsis is performed and
the surgical fields are placed. The modified Kocher cervical
incision is planned and marked on the skin. Normally, this
incision is located about 3cm above the sternal notch,
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centralized, coinciding with a natural skin fold or wrinkle
and 4 to 6 cm in length, depending on characteristics
such as height, weight, neck circumference, distance
between the cricoid and sternal notch, thyroid volume
and need for emptying the central compartment of the
neck. The skin is incised with a scalpel (15 blade) down
to the subcutaneous tissue and then with electrocautery
until the subplastimal plan, where skin flaps are dissected
up to the cricoid, superiorly, and sternal notch, inferiorly,
with careful hemostasis.

The skin protectors are made before the
operation, from a pair of sterile powder free surgical gloves
(Figure 1). The gloves are cut in the transition between
the hand and wrist. The parts relating to the glove hands
are discarded. In the gloves wrists, the previously cut edges
are folded and then fixed to the previously sectioned
platysma (one at the top and one at the bottom) with
three inverted stitches at the bottom, three inverted stitches
at the top and one stitch on each side, fixing the protectors
to each other at the end of the incision. Only lateral stitches
are visible during the operation (Figure 2). After this fixation
on the edges of the incision, the free part of each skin
protector is attached to the superior and inferior surgical
fields, keeping the incised skin edges everted, protected
and away.

Thyroidectomy is then performed in the usual way
using retractors, monopolar, bipolar and ultrasonic
electrocautery, as needed. After removal of the surgical
specimen, we proceed to revision of hemostasis, placement
of drains (if necessary) and suturing of pre-thyroid muscles
in the middle region. The skin protectors are then loosened
and removed. The closure continues with separate inverted
sutures of 4-0 absorbable suture in the platysma and
subcutaneous tissue, and intradermal continuous suture with
4-0 nylon in the skin. The dressing is made with sterile
micropore tape forming a truss on the incision. Patients are
instructed to keep the incision covered with silicone or
micropore bandage for at least a month, changing it
whenever necessary. To illustrate this technique and its
results, we show a case of a 30-years-old woman with
papillary thyroid carcinoma who underwent total
thyroidectomy. All images in this article are from this patient
and in figure 3 we can see the resulting scar ten and 45
days after the operation. This patient had no postoperative
complications.

DISCUSSIONDISCUSSIONDISCUSSIONDISCUSSIONDISCUSSION

Theodor Kocher described the anterior cervical
necklace incision in 1898, seeking the best aesthetic result
in his time1,6. Since then, a huge technical evolution
occurred in thyroidectomy, trying to achieve the best
functional and aesthetic results, including smaller incision
and scar. Currently there are at least 20 different surgical
approaches to the thyroid gland7. However, smaller

incisions do not appear to have a direct impact on patients’
aesthetic satisfaction. Bokor et al. compared minimally
invasive approach with conventional open thyroidectomy
and found no significant difference in terms of body image,
beauty and self-confidence scores between groups5. Other
studies showed no relationship between the relative or
absolute length of the scar and satisfaction reported by
patients, even in female patients, suggesting that the issue
of satisfaction with the scar after thyroid operations is far
more complex, involving several other factors beyond
simply length of the scar8,9. In this context, the technical
effort must be directed not only at making smaller
incisions, but at trying to get an aesthetically more
favorable scar, preventing hypertrophic and hyperchromic
scars. Kim et al. analyzed the risk factors for hypertrophic
scarring after thyroidectomy and showed that high body
mass index, prominent sternocleidomastoid and small
distance between the incision and the sternal notch were
associated with a higher incidence of hypertrophic scars10.
This study did not examine the trauma of skin edges during
thyroidectomy as a potential risk factor for hypertrophic
scarring. However, these and other authors have
highlighted the importance of avoiding excessive retraction,
trauma or thermal injury to the skin edges during the
execution of the operation in order to achieve a better
cosmetic result4,5,8,10,11.

To our knowledge, there is only one formally
published technique for skin protection in thyroid surgery.

Figure 1 -Figure 1 -Figure 1 -Figure 1 -Figure 1 - Design and manufacturing of skin protectors using a
pair of sterile surgical gloves. The gloves are cut in the
transition between the hand and wrist (A); the hand
parts are discarded (B); at the gloves’ wrists, the
previously cut edge is folded (C).
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Figure 2 -Figure 2 -Figure 2 -Figure 2 -Figure 2 - Incision and fixation of skin protectors. Planning the
incision (A); fixing the the upper and lower skin
protectors with stitches (B, C, D and E); appearance
after fixation of skin protectors (F).

Lee et al. described the use of Penrose drains to create
envelope-shaped skin protectors, fixing them to the edges
of the skin incision during thyroidectomy11. In Brazil, there
are various unpublished surgical maneuvers, held at different
institutions to avoid trauma to the skin edges of the incision
during thyroid operation.

We here describe a standard practice for thyroid
surgeries in our department, as for others, such as the

Figure 3 -Figure 3 -Figure 3 -Figure 3 -Figure 3 - Aesthetic result of thyroidectomy scar using the
technique described for skin protection. Planning the
incision (A and B); appearance of skin edges after
removal of specimen (C) and after the end of the
procedure (D); resulting scar on the tenth (E) and 45th

(F) postoperative days.

Sistrunk operation, cervical lymphadenectomy and
submandibulectomy: the use of skin protectors made   from
surgical gloves in order to avoid thermal injury and trau-
ma from retractors and energy delivery devices. This
practice, which seems to improve the cosmetic results of
the scar, is effective, inexpensive, rapid and reproducible
and showed no complication in our experience of over
2,500 cases.

R E S U M OR E S U M OR E S U M OR E S U M OR E S U M O

Nesta nota descrevemos a manobra técnica padrão utilizada em nosso departamento para proteger a pele durante as tireoidectomias
com o objetivo de obter o melhor resultado estético. Empregamos luvas cirúrgicas para proteger a pele durante estas operações
objetivando diminuir o impacto negativo dos traumas térmico e mecânico de afastadores e dispositivos de entrega de energia nas
bordas da pele incisada Esta prática é efetiva, barata, rápida, facilmente reprodutível e não mostrou nenhuma complicação em
nossa experiência de mais de 2500 tireoidectomias.

DescritoresDescritoresDescritoresDescritoresDescritores: Tireoidectomia. Procedimentos cirúrgicos operatórios. Estética. Proteção. Pele.
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