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Extraction of tumors remains a major problem in thora-
coscopic surgery. In this study, we used an efficient
instrument to morcellate a tumor during thoracoscopic
surgery. The cosmetic result of this technique was satis-
factory; thus, we suggest that this technique is a reliable
option for use during thoracoscopic surgery for benign
solid tumors.
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Thoracoscopic tumor extirpation has become an ac-
cepted alternative to the traditional open surgery for

the treatment of benign disease. The characteristic ad-
vantages of this minimally invasive extirpation approach
have been previously reported in several series [1–3]. In
summary, the analgesic requirements, hospital stay, and
time to full convalescence with this approach are all
lower than those observed for traditional surgery. How-
ever, in cases of large intrathoracic tumors, removal has
remained a problem. In a previously examined series of
neurogenic tumors, the tumors larger than 6 cm were
excluded from the usual indication of this minimally
invasive approach.

Many previous reports on laparoscopic surgery have
compared specimen removal by morcellation with other
established methods. They have demonstrated signifi-
cant reduction in duration of hospital stay and postoper-
ative analgesic requirements in patients with morcella-
tion method [4, 5]. In this study, we report the use of a
morcellator for the removal of large, solid, intrathoracic
tumors.

Technique

We applied an electric Gynecare Morcellator device
(Ethicon Inc, Somerville, NJ) for removal of thoracic
benign tumors. After each tumor had been removed, we
replaced 1 trocar with a 15-mm trocar. The tumor was
held with 5-mm forceps in the specimen bag during
morcellation. Claw-tooth forceps were used to grasp the
lateral portion of the tumor. Shaving was begun at the
lateral edge such that the sharp edge of the powered

morcellator was visible at all times. We suggest grasping
a small enough section of the tumor to allow the claw-
tooth forceps to completely close and pass through the
morcellator. When the grasper was tightly closed on the
lateral edge of the tumor, we activated the morcellator by
pressing the foot pedal and gently pushing the device
into the tumor. We stopped applying forward pressure as
soon as the morcellator had cut into the tumor, and
continued the procedure by pulling up the grasper while
directing the morcellator into the tumor. We completely
cut through the lateral side of the tumor, removed the
resected specimen through the morcellator, and repeated
lateral morcellation of the tumor. Finally, the specimen
bag containing the remaining tumor fragments was
pulled out from the port incision.

From November 2002 to March 2010, there were 3
female patients (mean age, 34 years; range, 14 to 78 years)
with a solid intrathoracic mass that was larger than 70
mm, measured by preoperative computed tomographic
scan. All of the patients underwent thoracoscopic surgery
and a computed tomographic scan and magnetic reso-
nance imaging. Only 2 patients underwent an additional
preoperative computed tomographic-guided fine-needle
aspiration biopsy. All patients were clinically diagnosed
with a benign tumor and were operated on under general
anesthesia, along with double-lumen endotracheal intu-
bation. Three to four ports were used for each patient,
and fine-needle aspiration biopsy revealed no malig-
nancy. Typically, we chose to make a 15-mm incision at
the submammary line for cosmetic reasons. Other 5-mm
ports for the thoracoscope and other instruments were
positioned after a deliberate assessment of the computed
tomographic findings to ensure that the tip of the
endoscope was away from the tumor and an optimal
space was available for maneuvering the instruments.
Thoracoscopic resection was completed in all patients.
Representative images and schema are shown in Fig-
ures 1 and 2.

Neither mortality nor postoperative complications
were recorded after the patients underwent surgery.
Total operation time ranged from 128 to 270 minutes
(mean, 176 minutes), and duration of morcellation
ranged from 8 to 20 minutes. The chest drain was
removed from each patient on postoperative day 1, and
the mean hospital stay of the patients was 4 days (range,
2 to 6 days). The final pathologic diagnosis was benign
neurogenic tumor in 2 patients and benign lymphangi-
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Giriş ve Amaç
•Benign hastalıkların rezeksiyonunda torakoskopik 
yaklaşım kabul edilen bir yöntemdir.

• Analjezik gereksinimi, hastanede kalış ve normal 
hayata dönüş süresi kısalır.

• Ancak, büyük intratorasik kitlelerin göğüs kafesinden 
çıkarılması bir problem yaratabilir.

• Bir çalışmada, 6 cm’den büyük tümörlerin 
videotorakoskopik yaklaşıma uygun olmadığı 
bildirilmiştir.
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Giriş ve Amaç-2
• Bir çok genel cerrahi çalışmasında, çıkarılan piyesin, 
batından ‘kıyılarak’ çıkarılması ile diğer metodlar 
karşılaştırılmıştır.

• Bu çalışmalarda, ‘kıyılma’ metodu ile, hastanede 
yatış süresinin ve kullanılan analjeziğin düştüğü 
bildirilmiştir.

• Bu çalışmada, büyük toraks içi solid tümörlerde 
‘kıyılma’ metodunun kullanılabilirliği araştırılmıştır.
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Teknik ve Hastalar
•‘Gynacare’ Morcellator kullanıldı

• Tümör rezeke edildikten sonra, bir trokar 15 mm’lik 
torkar ile değiştirildi.

• Elektirkli kıyıcı ile, tümör, yanlarından kıyıldı.

• Kasım 2002 -  Mart 2010 arasında 70 mm’den büyük 
toraks içi kitlesi olan 3 bayan hasta (Ortalama yaş: 34; 
14-78 yaş) opere edildi.

• 2 hastada BT eşliğinde biopsi yapıldı.
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Hastalar ve Yöntemler
• Tüm hastalarda, klinik olarak benign tümör olduğu 
düşünüldü.

•3-4 port kullanıldı.

• 15 mm’lik insizyon meme altına yapıldı. 

• Diğer portlar 5 mm idi.

• Mortalite ya da ameliyat sonrası morbidite 
gerçekleşmedi.

• Ameliyat süresi : 128 - 270 dk 
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Hastalar ve Yöntemler

• Kıyma işlemi: 8 - 20 dk sürdü.

• Göğüs tüpleri 3 hastada da postop. 1.gün çekildi.

• Ortalama yatış süresi: 4 gün

• Tanı: Benign nörojenik tümör (n=2), benign 

lenfanjiom (n=1).

• Takip: Nüks yok (Ortalama: 4 yıl takip)
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Yorumlar
• Torakoskopik rezeksiyon benign toraks içi tümörlerde 
standarttır.

• Büyük tümörlerin torakotomi ile çıkarılması 
önerilmiştir.

• Ancak, bir çok benign tümörlü hastada semptomlar 
çok azdır ve hastalar genelde gençtir.

• Cardillo ve ark.: Büyük nörinomları, piyes torbası 
içinde parçalara ayırmıştır.
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Yorumlar-2

• Biz, bu hastalarla olan deneyimimizde, göğüs kafesi 

içinde kullanılabilen kıyıcının büyük tümörlerin küçük 

portlardan çıkarılmasını güvenle sağlayabildiğini 

gördük.

• Kullanılan cihazın motoru tekrar kullanılabilir.

• Kıyıcının el-parçası ve kesen kısmı tek kullanımlıktır.
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Yorumlar-3

•Bazı noktalara dikkat etmek gerekir: 

     - Cerrah, kıyıcıyı kullanır iken öne doğru basınç 

uygulamalı

         - Kıyıcı kullanır iken, tutucuyu yukarı çekmelidir. 

Tümör implantasyonu ve tekrarlama olabilir.

  Ancak, bir komplikasyon saptanmadı.
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oma in 1 patient. No recurrence was observed during the
follow-up of 1 to 9 years (mean, 4 years).

Comment

Although many publications have mentioned thoracos-
copy as the standard approach for treating various types
of intrathoracic tumors, no study has addressed the issue
of critical tumor size that can be successfully removed by
using this approach. Only a few reports have discussed
the diameter of the removed tumor lesions, although
most surgeons continue to suggest that giant tumors
should preferably be removed by open surgery. How-
ever, most patients with an intrathoracic benign tumor
are young and free of symptoms; hence, it is important to
minimize chest trauma in such cases. Cardillo and col-

leagues [3] showed that larger neurinomas were broken
into pieces in the specimen bag; however, the practical
method was not mentioned in this study.

For a gynecological surgeon performing laparoscopic
myomectomy, the most difficult and tedious part of the
procedure is the removal of tumors from the abdominal
cavity after dissection. It has been shown that an electric
morcellator can be used to resolve this issue, and thereby
simplify and shorten the usually lengthy process. Thus,
we modified this efficient method for use in thoraco-
scopic surgery.

In our experience, morcellation through trocars is the
most efficient and effective method to remove large
tumors. Powered by its reusable motor drive unit, the
morcellator has a 15-mm diameter that facilitates cutting
of tumors. Moreover, it permits the surgeon to morcellate

Fig 1. A representative case from our study. A
mediastinal tumor of a 15-year-old girl. (A)
Computed tomographic scan shows a 7-cm
mediastinal mass partially enhanced by the
contrast medium. (B) The tumor is being re-
tracted into the morcellator within the re-
trieval bag. (C) The specimen is retrieved
through the morcellator.

Fig 2. Schema of the instrument used thoras-
copically. Morcellation performed inside the
specimen bag.
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