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« Prognosis depeds  on gross appesrane 0d: Ligolen

- If the tumor is small and appears readily accessible,
perform a total thymectomy with contiguous removal
of mediastinal fat.

If the tumor is invasive, perform a total thymectomy
in addition to en bloc removal of involved
pericardium, pleura, lung, phrenic nerve, innominate
vein, or superior vena cava. Resect one phrenic nerve;
however, if both phrenics are involved, do not resect
either nerve, and debulk the area.
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SURGERY
- TWO TECHNIQUES:

- 1. OPEN MEDIAN STERNOTOMY.

- 2. VIDEO ASSISTED THORACOSCOPIC SURGERY
( VATYS)

- The preferred approach is a median sternotomy
providing adequate exposure of the mediastinal
structures and allowing complete removal of the

thymus,
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