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Abstract
Background  Atrial septal defect is one of the most common types of congenital heart disease. This study aims 
to explore the surgical and cosmetic effects of open-heart surgery with right vertical axillary incision for simple 
congenital heart disease in infants.

Methods  From June 2018 to October 2021, children who underwent direct surgery of atrial septal defect in our 
department were selected for a propensity score matched study. Those with direct surgery through the right vertical 
axillary incision were included in the right vertical axillary incision group. According to age and weight, propensity 
score matching method was employed to match children from the right vertical axillary incision group with those 
undergoing direct surgery through median sternotomy (median sternotomy group) at a 1:2 ratio. Surgery outcomes 
between two groups were compared to evaluate the effectiveness and safety of right vertical axillary incision group.

Results  The median incision length (median, [interquartile range]) in right vertical axillary incision group (4.8 cm, 
[4.0–5.0]) was shorter than that in median sternotomy group (p < 0.001). The median drainage volume of drainage 
tube of the right vertical axillary incision group (117.5 ml, [92.8,152.8]) was smaller than that of median sternotomy 
group (p = 0.021). While no residual bubbles cases in the left and right ventricles and outflow tract were present in the 
right vertical axillary incision group, 44% of residual air bubble rate in right ventricular outflow tract was detected in 
median sternotomy group (p = 0.001). Additional sedation and analgesia (p = 0.003), wound infection or poor healing 
(p = 0.047), thoracic deformity healing (p = 0.029) and appearance satisfaction questionnaire (p = 0.018) in the right 
vertical axillary incision group were better than those in the median sternotomy group.

Conclusion  Right axillary vertical incision can effectively reduce surgical trauma, accelerate postoperative 
rehabilitation. This surgical approach also provides better cosmetic effect, which is easily accepted by children’s 
families and worthy of further clinical application.

Keywords  Right vertical axillary incision, Median sternotomy; congenital heart disease, Atrial septal defect, 
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Background
Atrial septal defect (ASD) is one of the most common 
types of congenital heart disease (CHD) [1, 2]. This con-
dition is one of the first open-heart operations in cardiac 
surgery. Early surgical treatment results are satisfactory 
[3] with the median sternotomy approach as the stan-
dard method to correct simple heart defects [4, 5]. How-
ever, this procedure has significant surgical trauma and 
suboptimal postoperative recovery outcomes. Due to 
poor cosmetic results and complications related to ster-
notomy, more surgeons are reluctant to use this method 
in common CHD surgery [6, 7]. With the improvement 
of cardiac surgery technology and the progress of anes-
thesia and cardiopulmonary bypass technology, novel 
operation methods have been developed [8–10]. In 
recent years, percutaneous catheter intervention, small 
incision closure or open-heart surgery through different 
approaches, open-heart surgery through full thoraco-
scope, robot-assisted thoracoscope technology have been 
implemented [11–13]. In spite of these progresses, the 
median thoracotomy approach under general anesthe-
sia and hypothermic cardiopulmonary bypass is still the 
standard surgical treatment for atrial septal defect. The 
middle sternum scar is a permanent symbol for patients 
with heart defects, which brings inevitable psychological 
distress for children [8, 14–17]. In recent years, methods 
to reduce surgical trauma and complications during the 
operation and to improve cosmetic outcome have been 
intensely explored. The purpose of this study is to explore 
the surgical and cosmetic effects of open-heart surgery 
through right vertical axillary incision for simple CHD in 
infants.

Methods
Study design
With the approval of the Ethics Committee of Hunan 
Children’s Hospital, a retrospective propensity score 
matched study was conducted with all methods per-
formed in accordance with the Declaration of Helsinki. 
Children who underwent direct surgery of atrial sep-
tal defect in our department from June 2018 to October 
2021 were included. Those who underwent direct surgery 
through the right vertical axillary incision were defined 
as the right vertical axillary incision group. Children who 
underwent direct surgery through median sternotomy 
was defined as the median sternotomy group. In order to 
balance the prognostic factors of the two groups, age and 
weight were used as matching factors for the propensity 
score method (caliper = 0.2, method = nearest). According 
to the demographic data from the right vertical axillary 
incision group, corresponding cases in the median ster-
notomy group was matched at the ratio of 1:2. Selected 
children were diagnosed as simple congenital atrial septal 
defect by preoperative transthoracic and transesophageal 

echocardiographyafter anesthesia. Preoperative infec-
tion index, cardiac function, liver and kidney function, 
coagulation function and other clinical parameters were 
normal. During the operation, the deair was monitored 
by transesophageal echocardiography to evaluate the 
correction of deformity. The same group of surgeons per-
formed the operation for both groups. After the opera-
tion, the same group of clinicians completed the care 
and treatment. The effectiveness and safety outcomes in 
the right vertical axillary incision group were evaluated 
by comparing both operative and postoperative recovery 
and complications with those of the medial sternotomy 
group. Finally, the parents’ satisfaction with the post-
operative appearance of their children was investigated 
through in-person and telephone follow-up. Clinical 
information of the participants is shown in Table 1.

Right vertical axillary incision method
All the patients had a body weight within 6-30 kg, regard-
less of the type of atrial septal defect.

After endotracheal intubation under general anesthe-
sia and transesophageal echocardiographyevaluation, 
the patient is placed in left lateral decubitus position. 
Theright chest israised by 70 degrees while theright arm 
is fixed over the head or hung on the head frame. A lon-
gitudinal incision in the mid-axillary line, about 4-5 cm, 
is made, and the chest is entered through the 4th inter-
costal space, pushing the right lung posteriorly. The 
pericardium is opened 1–2  cm in front of and parallel 
to the phrenic nerve.Pericardial stay stitches are made 
in the ascending aortic fold and the right pericardium 
to fully expose the heart. After heparinization, the right 

Table 1  Clinical information of the study participants
Right verti-
cal axillary 
incision

Median 
sternotomy

U/Z/t/χ2 P

Gender (male/
female)

9/9 20/16 0.386 0.7

Age (months)* 34.5 
[14.0,59.8]

37.0[25.5,63.0] 283.5 0.46

Weight (kg)* 12.5[10.0,18.3] 12.3[10.0,18.0] 322 0.97

ASD diameter 
(mm)#

16.56 ± 1.05 18.58 ± 1.13 1.15 0.256

Hemoglobin (g/l)# 124.44 ± 2.27 122.47 ± 1.90 0.63 0.531

Preoperative NT-
BNP (pg/ml)*

211.0[120.3, 
403.0]

291.0 
[120.8,582.9]

260 0.24

Incomplete right 
bundle branch 
block (Yes/No)

6/16 8/28 0.19 0.663

Arrhythmia (Yes/
No)

2/16 1/35 1.59 0.208

*Data were presented as median [IQR]. # Data were presented as mean ± standard 
deviation. right vertical axillary incision group: surgery was performed with a 
small vertical incision through right armpit. Median sternotomy group: surgery 
was performed through median sternotomy. ASD: Atrial septal defect. NT-BNP: 
N-terminal pro-brain natriuretic peptide



Page 3 of 8Yang et al. Journal of Cardiothoracic Surgery          (2022) 17:256 

auricle is retracted caudally with a snare. The aortic root 
is retracted towards caudally with a right-angle clamp to 
expose the ascending aorta. the purse-strings are sutured, 
and a straight aortic cannula is inserted. A right-angle 
cannula is inserted directly into the superior vena cava 
to start cardiopulmonary bypass, and then a straight can-
nula is inserted into the inferior vena cava through an 
opening about 2–3 cm 6-7th intercostal space below the 
lower end of the skin incision. A right angle aortic cross 
clamp is applied, 20 ml/kg of cold crystalloid cardioplegia 

infused. The temperature is lowered to 31–34 degrees 
Celsius. The defect is repaired with continuous Gore-Tex 
patches with 6 − 0 polypropylene sutures through a right 
atrial incision. (Fig. 1) Routine mechanical assisted venti-
lation and anti-infection prophylaxis is provided postop-
eratively. (Fig. 1)

Median sternotomy method
The patient is placed in the supine position, intu-
bated under general anesthesia. After the evaluation 

Fig. 1  Right vertical axillary incision at different times
 A: right decubitus position before surgery; B: surgical field; C: cannulas inserted for cardiopulmonary bypass; D: length of axillary incision; E: axillary inci-
sion scar; F: front side of a patient after axillary incision heart repair
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of transesophageal echocardiography, a 6–8  cm is was 
made for sternotomy. After the sternum is opened with 
a spreader, the pericardium is cut in a T shape, sus-
pended, and fixed on the chest wall to fully expose the 
heart. Under mild hypothermia cardiopulmonary bypass, 
a 6 − 0 polypropylenesuture and an autologous pericar-
dium patch are used to repair the atrial defect. Routine 
mechanical assisted ventilation and anti-infection pro-
phylaxis is provided postoperatively.

Variables
The incision length, operative duration, cardiopulmonary 
bypass time, aortic cross clamp time, residual bubbles 
rate of right ventricular outflow tract/main pulmonary 
artery, postoperative ventilation duration, intensive care 
duration, drainage volume, indwelling duration of drain-
age tube, postoperative sedation and analgesia, post-
operative hemoglobin, C-reactive protein (CRP), brain 
natriuretic peptide and incidences of chest wall defor-
mitywere compared between the two groups. Postop-
erative cosmetic satisfaction was investigated during 
postoperative follow-ups.

Statistical analysis
Shapiro-Wilk method is used to test the normality of 
the data. Normally distributed data were, described by 
means ± standard deviations and compared by t-test. 
Non-normally distributed data, were described by medi-
ans [interquartile range, IQR] and compared by nonpara-
metric test. The classification data were compared by 
Chi-square test. SPSS 19.0 software(IBM Corp., Armonk, 
NY) was used for statistical analysis. P < 0.05 is consid-
ered statistically significant.

Results
A total of 18 cases were included in the right verti-
cal axillary incision group, 9 males and 9 females, with 
a median age of 34.5 [14.0, 59.8] months and a median 
weight of 12.5 [10.0, 18.3] kg. According to the propen-
sity score method, 36 cases in median sternotomy group 
were matched from 124 children undergoing median 
sternotomy operation. This group includes 20 males and 
16 females, with a median age of 37.0 [25.5, 63.0] months 
and a median weight of 12.3 [10.0, 18.0] kg. There were 
no significant differences in sex, age, and weight between 
the two matched groups. There were also no significant 
differences in the largest diameter of atrial septal defect, 
hemoglobin, N-terminal pro-brain natriuretic peptide 
(NT-BNP), right bundle branch block and arrhythmia 
in electrocardiography (ECG) results between the two 
groups before operation (Table 1).

With regard to the intraoperative conditions, the 
median bypass time of the right vertical axillary incision 
group was 54.0 [45.8, 57.0] minutes, which was longer 

than that of median sternotomy group (42.0 [39.0, 50.0] 
minutes, p = 0.007). The total operative duration of right 
vertical axillary incision group was 166.0 ± 22.5  min, 
which was longer than that of median sternotomy group 
(124.1 ± 21.7  min, p < 0.001). After routine deairing, the 
aortic cross-clamp was released and under transesopha-
geal echocardiography assessment in both groups. While 
there were no cases with residual bubbles in the right 
vertical axillary incision group, the residual bubbles rate 
in the median sternotomy group was 44% (p = 0.001). 
There was no significant difference in aortic cross clamp 
time between the two groups (p = 0.311) (Table 2; Fig. 2).

There were no significant differences in the durations 
of mechanical ventilation, intensive care, hospitalization, 
and indwelling duration of drainage tube. There were no 
significant differences in white blood cell count (WBC,) 
hemoglobin (Hb), CRP and NT-BNP on the first day 
after operation. There was also no significant difference 
between the two groups in the incidence of arrhythmia, 
right bundle branch block, pleural effusion and atel-
ectasis indicated by bedside chest film after operation. 
The median incision length was 4.8 [4.0,5.0] cm in the 
right vertical axillary incision group, which was shorter 
than that of the medial sternotomy group (7.0 [7.0,8.0]
cm, p < 0.001). The median drainage volume of the right 
vertical axillary incision group was 117.5 [92.8,152.8] ml, 
which was smaller than that of the median sternotomy 
group (151.5 [118.5,214.5] ml, p = 0.021). Both groups 
received analgesia pump routinely for postoperative 
analgesia. Two cases in the right vertical axillary incision 
group needed additional oral ibuprofen and/or chloral 
hydrate to assist sedation and analgesia, while 19 cases 
in the median sternotomy group required this procedure 
(p = 0.003). In the right vertical axillary incision group, 
the wound healed well one week after operation while 

Table 2  Operative parameters of the study participants
Right verti-
cal axillary 
incision 
group

Median 
sternotomy 
group

Z/t/χ2/χc2 P

Op-
eration time 
(minutes)#

166 ± 22.5 124.1 ± 21.7 6.61 < 0.001

Bypass time 
(minutes)*

54.0[45.8,57.0] 42.0[39.0,50.0] 179.5 0.007

Cross-
clamp time 
(minutes)*

20.0[18.0,23.0] 20.0[15.0,22.0] 269 0.311

Residual 
bubbles 
rate of right 
ventricular 
outflow tract 
(Yes/No)

0/18 16/20 11.37 0.001

*Data were presented as median [IQR]. # Data were presented as mean ± standard 
deviation
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there were 7 cases of incision infection or poor healing in 
median sternotomy group. The incidence of wound infec-
tion or poor healing after operation in the right vertical 
axillary incision group was less than that of the median 
sternotomy group (p = 0.047). No chest deformities, such 
as secondary pectus excavatum and carinatum after 
operation, were observed in the right vertical axillary 
incision group, while 9 cases in the median sternotomy 
group showed different degrees of local sternum bulge 
or depression. There was a significant difference in the 
incidence of postoperative thoracic deformity between 
the two groups (p = 0.029). Both groups were followed 

onemonth, three months, half a year, and then once a 
yearpostoperatively. Three months after operation, the 
patients or their families were interviewedwith the Van-
couver Scar Rating Scale [18] upon clinic visit or via 
telephone. The results showed that parents in the right 
vertical axillary incision group were all satisfied with the 
postoperative cosmesis, while 9 cases in the median ster-
notomy group were dissatisfied (p = 0.018) (Table 3).

Table 3  Postoperative outcomes of the study participants
Postoperative data Right vertical axil-

lary incision group
Median sternoto-
my group

U/t/χ2/χc2 P

Postoperative reexamination results

WBC (10^9/l)# 12.4 ± 2.4 13.3 ± 4.8 0.72 0.48

Hb (g/l)# 118.6 ± 10.9 114.0 ± 10.9 1.54 0.13

CRP (mg/dl)* 12.3[8.5,25.2] 13.9[9.8,21.0] 300 0.666

NT-BNP (pg/ml)* 1047.0[499.9,1472.0] 912.5[493.0,1683.0] 322 0.970

Arrhythmia (Yes/No) 1/17 2/34 0 0.71

Atrioventricular block (Yes/No) 4/14 4/32 1.174 0.244

Retention time of drainage tube (hours)# 88.6 ± 25.8 86.3 ± 31.3 0.27 0.791

Auxiliary ventilation time (minutes)* 127.5[120.0,155.0] 145.0[112.5,180.0] 295 0.599

Treatment time (hours)* 42.0[19.8,72.3] 41.8[21.3,45.0] 265.5 0.287

Postoperative drainage (ml)* 117.5[92.8,152.8] 151.5[118.5,214.5] 198.5 0.021

The time to pull out the drainage tube after operation was longer than 4 days 
(Yes/No)

5/13 10/36 0 0.62

Postoperative atelectasis (Yes/No) 1/17 6/30 1.31 0.25

Postoperative funnel chest (Yes/No) 0/18 1/35 0.51 0.667

Chicken breast after operation (Yes/No) 0/18 8/28 4.70 0.029

Postoperative sedation and analgesia (Yes/No) 2/16 19/17 8.77 0.00

Wound infection (Yes/No) 0/17 7/29 4.0 0.047

Length of stay (days)* 11.0[9.8,13.3] 9.5[8.0,13.0] 248.5 0.165

Operative incision length (cm)* 4.8[4.0,5.0] 7.0[7.0,8.0] 0 < 0.001

Postoperative appearance (Satisfactory/Unsatisfactory) 18/0 27/9 5.4 0.018*

*Data were presented as median [IQR]. # Data were presented as mean ± standard deviation. WBC: white blood cells; Hb: hemoglobin; CRP:C-reactive protein; BNP: 
N-terminal pro-brain natriuretic peptide

Fig. 2  Operation, bypass and cross-clamp times of the 18 cases with axillary incision
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Discussion
In the treatment of congenital heart disease, the primary 
task of surgical intervention is to complete an optimal 
repair to ensure the longest life expectancy and the best 
quality of life [2, 19]. While early surgical treatment of 
congenital atrial septal defect has achieved satisfactory 
results, the psychological burden brought by conven-
tional median sternotomy scar to children, teenagers and 
adult women cannot be ignored. In recent years, with the 
continuous improvement of related technologies of car-
diac surgery, minimally invasiveness and postoperative 
aesthetics have become the research focus. More cardiac 
surgeons are exploring ways to minimize surgical trauma 
and improve postoperative aesthetics [1, 6, 8, 9]. The suc-
cess rate and long-term results of open-heart surgery 
through a right axillary incision is more satisfactory than 
those obtained through median sternotomy. This finding 
is consistent with a previous report of Hannah et al. [20]. 
Additionally, patients receiving surgeries via right axillary 
incision have a higher quality of life after operation [17], 
which has been widely used in the clinics as a minimally 
invasive operation [8, 16, 21−26]. 

Since 2018, we have completed the reparation of sim-
ple atrial septal defects through the right vertical axillary 
incision. Compared with the traditional median ster-
notomy surgery, there are some limitations in the choice 
of age and weight. The surgical view would be limited in 
small children. In contrast, if the age and weight are too 
large, the surgical field is very deep, making operation 
technique challenging. Due to medical insurance policy 
at our institution, one lung ventilation would increase 
the cost of hospitalization. For the patient in this group, 
the exposure in axillary incision group was acceptable 
without one lung ventilation, During the same period, 
we also carried out the surgical treatment of other condi-
tions such as ventricular septal defect, partial anomalous 
pulmonary venous drainage, etc. and have also achieved 
good results.

The selection of surgical instruments, cardiopulmonary 
bypass tubings, and intercostal space also needexperi-
ence. In this study, there were no special requirements 
for the size and type of atrial septal defects in the right 
vertical axillary incision group. Their related routine 
blood test results, blood biochemistry and ECG data 
before operation are similar to those of the medial ster-
notomy group.

The lack of significant difference in aortic cross-clamp 
time between the two groups shows that different sur-
gical incision approaches do not increase the difficulty 
of defect repair. The cardiopulmonary bypass time and 
total operative duration of the right vertical axillary inci-
sion group were longer than those of the median ster-
notomy group, indicating that the exposure of surgical 
field, surgical skills, and cannulationthrough the right 

vertical axillary incisionare more difficult. Since the 
learning curve during this study has not reached plateau, 
the operative durationwas not optimal. Our preliminary 
experience in this study, however, has suggested a contin-
uous reduction in the operative time andcross-clamping 
time as experience accumulated. A comparative study of 
several different incisions by Praveen Reddy Bayya [27] 
shows that these problems could be overcome by skilled 
surgeons.

The right vertical axillary incision is minimally invasive, 
which does not require special technology and equip-
ment. Compared to the traditional median sternotomy, 
the right vertical axillary incision has a reduced incision 
length and a hidden scar. The incidence of wound infec-
tion or poor healing and the subcutaneous tissue in the 
right vertical axillary incision group were significantly 
less than that in the median sternotomy group. After 
operation, it is easy to affect wound healing by drooling, 
drinking water, drinking milk or eating, or scratching if it 
is sternotomy. However, the right vertical axillary incision 
is hidden, not easy to be contaminated. After a sternot-
omy, it is easy to have a localized bulge or depression of 
sternum in different degrees. In contrast, in children with 
the right vertical axillary incision, thoracic bony struc-
ture is not impaired, resulting less wound pain or tho-
racic deformity duringhealing. Therefore, this approach 
is superiorfor children’s long-term mental health [17].

In this study, the left and right hearts of children with 
right vertical axillary incision were deaired thoroughly 
after routine deair during the operation. No residual 
bubbles were found in the left and right hearts of chil-
dren with right vertical axillary incisionby intraoperative 
transesophageal echocardiography, while the residual 
bubble rate of children with medial sternotomy inci-
sion was higher. This indicates that the posture of the 
right vertical axillary incision group was better fordeair-
ing during the operation, hence reduction or complete 
elimination of air embolism. The drainage volume in 
children with right vertical axillary incision after opera-
tion is significantly less than that of children with medial 
sternotomy incision, indicating that children in the for-
mer group had smaller wound area, betterhemostasis 
upon chest closure, and lower incidence of active bleed-
ing. Although the times of cardiopulmonary bypass and 
operation in children with right vertical axillary inci-
sionwere longer than those of children with median ster-
notomy incision, there were no significant differences in 
mechanical ventilation duration,intensive care duration. 
The surgical and long-term results of the right vertical 
axillary incisionweremore favorable than those of median 
sternotomy group. The scars were cosmetically satisfac-
tory at the 6-month postoperative follow-up, and no 
complications related to thoracic deformity or movement 
impairment of the right upper extremity were identified. 
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These findings are consistent with a study by Hannah et 
al. [19]. More importantly, patients’ satisfaction with the 
treatment and cosmesis was 100% after the operation [10, 
11]. The purpose of this approach is to reduce surgical 
trauma, to accelerate postoperative rehabilitation, and 
to provide better cosmesis [3–5, 17, 28, 29] for children 
with CHD to the greatest extent without compromising 
the surgical results. Therefore, this approach is not only 
feasible and safe for open-heart surgery in children with 
CHD but also easily accepted by the families.

During the same study period, we also used lower 
partial sternotomy. Because the sternum is only par-
tially incised, the lower sternum tends to protrude out-
ward during healing process, and the scar is still visible 
in the front chest [17]. Anterolateral thoracotomy for 
open heart surgery, which has to mobilize large muscle 
area and soft tissue, may lead to muscle deformation, 
nipple sensitivity reduction, breast and pectoralis mus-
cle dysplasia and cosmetic problems [16, 22, 23]. The 
technical requirements of complete VATS-assisted and 
robot-assisted open-heart surgery are demanding, and 
the operative space of infants is limited, so it is difficult 
to implement in small children. Once an accident occurs 
during the operation, it may be necessary to switch to 
open chest surgery, and the cost is too high for most fam-
ilies to afford [17, 20]. There is no need to prepare special 
technology and equipment, and the expenses for patients 
are not increased.

Our study may have some potential limitations. As an 
observational retrospective and a single-institution study, 
our sample size is small. In order to minimize the influ-
ence of selection bias and other confounding factors 
on the results, we conducted a case-matching analysis. 
While the results of this study showed that the right ver-
tical axillary incision approach was a good alternative to 
the median sternotomy approach, the operative duration 
of the former needs to be improved with additional clini-
cal experience. Also, the follow-up period is relatively 
short. Longer term follow-up is warrant for further eval-
uation of this surgical approach.

Conclusion
While the right vertical axillary incision surgery is tech-
nically challenging, it can effectively reduce surgical 
trauma, accelerate the postoperative rehabilitation and 
provide better cosmetic results. In simple congenital 
heart diseases such as atrial septal defect, this approach 
is a promising alternative to the traditional median ster-
notomy incision surgery.

List of abbreviations
ASD	� atrial septum defect
CHD	� congenital heart disease
CRP	� C-reactive protein
ECG	� electrocardiography

Hb	� hemoglobin
IQR	� interquartile range
NT-BNP	� N-terminal pro-brain natriuretic peptide
WBC	� white blood cells

Acknowledgements
Not applicable.

Authors’ Contributions
XD and XY conceived and designed the study, performed the analysis, 
interpreted results and drafted the manuscript.
JD performed the analysis, interpreted results.
XY, PH, JL, GY, XD enrolled subjects, provided clinical examinations and 
surgery, acquired laboratory data and prepared the database for the analysis.
YH performed echocardiography of all the patients involved in the study.
All authors read and approved the final version of the manuscript.

Funding
This project was supported by the Natural Science Foundation of Hunan 
Province, China (Grant No. 2019JJ80106).

Data Availability
Data can be provided upon request.

Declarations

Ethics approval and consent to participate
This study was approved by the Ethics Committee of Hunan Children’s 
Hospital. All methods were performed in accordance with the Declaration of 
Helsinki.

Consent to publish
the ethics committee approval was granted for waiver of written informed 
consent as this study was a retrospective study.

Competing interests
The authors report no competing interests.

Received: 31 March 2022 / Accepted: 24 September 2022

References
1.	 Vasquez AF, Lasala JM. Atrial septal defect closure. Cardiol Clin. 

2013;31(3):385–400. doi:https://doi.org/10.1016/j.ccl.2013.05.003.
2.	 Geva T, Martins JD, Wald RM. Atrial septal defects. Lancet. 

2014;383(9932):1921–32. doi:https://doi.org/10.1016/S0140-6736(13)62145-5.
3.	 Bayya PR, ParayaruKottayil B, et al. Transaxillary Approach for Surgical Repair 

of Simple Congenital Cardiac Lesions: Pitfalls, and Complications.World 
journal for pediatric & congenital heart surgery 2021 May;12(3):337–343 
doi:https://doi.org/10.1177/2150135121989663.

4.	 Timothy Lee, Aaron J, Weiss, et al. The right vertical axillary incision: A Poten-
tial New Standard of Care for Selected Congenital Heart Surgery.Seminars in 
thoracic and cardiovascular surgery 2018 Autumn;30(3):310–316 doi:https://
doi.org/10.1053/j.semtcvs.2018.02.011.

5.	 Heinisch PP, Bartkevics M, et al. Vertical Right Axillary Mini-Thoracotomy for 
Correction of Ventricular Septal Defects and Complete Atrioventricular Septal 
Defects.The Annals of thoracic surgery 2018 10;106(4):1220–1227 doi:https://
doi.org/10.1016/j.athoracsur.2018.05.003.

6.	 Guoying An H, Zhang S, Zheng W, Wang Q, Wu, Quansheng Xing; Minimally 
invasive surgical closure for doubly committed subarterial ventricular septal 
defects through a right subaxillarythoracotomy.Interactive cardiovascular 
and thoracic surgery 2016 12;23(6):924–928 doi:https://doi.org/10.1093/icvts/
ivw255.

7.	 Comber HHasmukhlalDMaurice, Solinger T, Bettex D, Dodge-Khatami A. 
RenéPrêtre; Mid-term results of right axillary incision for the repair of a wide 
range of congenital cardiac defects.European journal of cardio-thoracic sur-
gery: official journal of the European Association for Cardio-thoracic Surgery 
2009 May;35(5):864–9; discussion 869 – 70 doi:https://doi.org/10.1016/j.
ejcts.2009.01.022.

http://dx.doi.org/10.1016/j.ccl.2013.05.003
http://dx.doi.org/10.1016/S0140-6736(13)62145-5
http://dx.doi.org/10.1177/2150135121989663
http://dx.doi.org/10.1053/j.semtcvs.2018.02.011
http://dx.doi.org/10.1053/j.semtcvs.2018.02.011
http://dx.doi.org/10.1016/j.athoracsur.2018.05.003
http://dx.doi.org/10.1016/j.athoracsur.2018.05.003
http://dx.doi.org/10.1093/icvts/ivw255
http://dx.doi.org/10.1093/icvts/ivw255
http://dx.doi.org/10.1016/j.ejcts.2009.01.022
http://dx.doi.org/10.1016/j.ejcts.2009.01.022


Page 8 of 8Yang et al. Journal of Cardiothoracic Surgery          (2022) 17:256 

8.	 Silva LF, Silva JP, Turquetto ALR, et al. Horizontal right axillary minithora-
cotomy: aesthetic and effective option for atrial and ventricular septal defect 
repair in infants and toddlers. Rev Bras Cir Cardiovasc. 2014;29(2):123–30.

9.	 Lee T, Weiss AJ, Williams EE, Kiblawi F, Dong J, Nguyen K. The right axillary inci-
sion: a potential new standard of care for selected congenital heart surgery. 
Semin Thorac Cardiovasc Surg. 2018;30(3):310–6.

10.	 Wang Q, Ye JX, Ge M, Wang DJ. Early- and long-term outcomes of cardiovas-
cular surgery via minimal right vertical infra-axillary thoracotomy: a 15-year 
study of 1126 patients. Sci Rep. 2018;8(1):4376. doi:https://doi.org/10.1038/
s41598-018022824-6.

11.	 Ling Y, Zhou Z-C, et al. Right vertical infra-axillary mini-incision for repair of 
simple congenital heart defects: a matched-pair analysis.European journal 
of cardio-thoracic surgery: official journal of the European Association for 
Cardio-thoracic Surgery 2013 Jan;43(1):136–41 doi:https://doi.org/10.1093/
ejcts/ezs280.

12.	 Aytemir K, Oto A, Özkutlu S, Canpolat U, Kaya EB, Yorgun H, et al. Transcath-
eter interatrial septal defect closure in a large cohort: midterm follow-up 
results. Congenit Heart Dis. 2013;8(5):418–27. doi:https://doi.org/10.1111/
chd.12057.

13.	 Kaneda T, Nishino T, Saga T, Nakamoto S, Ogawa T, Satsu T. Small right vertical 
infra-axillary incision for minimally invasive port-access cardiac surgery: a 
moving window method. Interact Cardiovasc Thorac Surg. 2013;16(4):544–6. 
doi:https://doi.org/10.1093/icvts/ivs544.

14.	 Heinisch PP, Bartkevics M, et al. Right Axillary Thoracotomy in Congenital 
Cardiac Surgery: Analysis of Percutaneous Cannulation.The Annals of 
thoracic surgery 2021 12;112(6):2047–2053 doi:https://doi.org/10.1016/j.
athoracsur.2020.10.011.

15.	 Kang An S, Li, et al. Minimal Right Vertical Infra-axillary Incision for Repair 
of Congenital Heart Defects.The Annals of thoracic surgery 2021 Feb 13; 
doi:https://doi.org/10.1016/j.athoracsur.2021.01.052.

16.	 Nirupama A, Elisabeth S. PallapothuRatnakishore. Primary squamous cell 
carcinoma of the breast: a case report and review of the literature[J].Journal 
of surgical case reports,2019,2019(6):2232.

17.	 Iribarne A, Easterwood ï¼², Chan EY, et al. The golden age of minimally inva-
sive cardiothoracic surgery: current and future perspectives. Future Cardiol. 
2011;7(3):333–46.

18.	 Jonathan Kantor; Reliability and Photographic Equivalency of the Scar 
Cosmesis Assessment and Rating. (SCAR) Scale, an Outcome Measure for 
Postoperative Scars.JAMA dermatology 2017 0101;153(1):55–60 doi:https://
doi.org/10.1001/jamadermatol.2016.3757.

19.	 RenéPrêtre A, Kadner H, Dave A, Dodge-Khatami D, Bettex. Felix Berger; Right 
axillary incision: a cosmetically superior approach to repair a wide range of 
congenital cardiac defects. J Thorac Cardiovasc Surg. 2005 Aug;130(2):277–
81. doi:https://doi.org/10.1016/j.jtcvs.2005.03.023.

20.	 Hannah, Widenka. Alexander Kadner; Right axillary minithoracotomy: An 
alternative access to close an ASD.Multimedia manual of cardiothoracic sur-
gery: MMCTS 2021 05 10;2021 doi:https://doi.org/10.1510/mmcts.2021.029.

21.	 SándorMihályi L, Király Z, Prodán G, Bodor C, Tamás. István Hartyánszky; [Right 
subaxillary and posterolateral thoracotomy for open repair of congenital 
heart defects].Orvosihetilap 2005 Feb 13;146(7):299–304.

22.	 Chen Zhi-NuanHQiang, Lin Z-W, Zhang G-C, Chen L-W, Zhang Q-L. Hua Cao; 
Surgical repair via submammary thoracotomy, right axillary thoracotomy and 
median sternotomy for ventricular septal defects.Journal of cardiothoracic 
surgery 2018 May 21;13(1):47 doi:https://doi.org/10.1186/s13019-018-0734-5.

23.	 Gokhan Arslan M, Ugur İbrahim, Alp V. Temizkan; Is the right vertical axillary 
incision an alternative technique to the submammarian incision for the 
repair of simple congenital heart defects in female patients?European journal 
of cardio-thoracic surgery: official journal of the European Association for 
Cardio-thoracic Surgery 2013 Sep;44(3):584–5 doi:https://doi.org/10.1093/
ejcts/ezt159.

24.	 Hafize Yaliniz MS, Topcuoglu U, Gocen A, Atalay V, Keklik Y, Basturk Y, Gunes. 
Mediha Turktan, Orhan Kemal Salih; Comparison between minimal right 
vertical infra-axillary thoracotomy and standard median sternotomy for repair 
of atrial septal defects. Asian J Surg. 2015 Oct;38(4):199–204. doi:https://doi.
org/10.1016/j.asjsur.2015.01.008.

25.	 Luciana da Fonseca da Silva. José Pedro da Silva, Aida L R Turquetto, Sonia 
Meiken Franchi, Cybelle M Cascudo, Rodrigo Moreira Castro, Walter José 
Gomes, Christian Schreiber; Horizontal right axillary minithoracotomy: 
aesthetic and effective option for atrial and ventricular septal defect repair in 
infants and toddlers.Revistabrasileira de cirurgia cardiovascular: orgaooficial 
da Sociedade Brasileira de Cirurgia Cardiovascular 2014 Apr-Jun;29(2):123 – 
30 doi:https://doi.org/10.5935/1678-9741.20140028.

26.	 Chuan-Xian Hu, Tan J, Chen S, Ding H. Zhi-Wei Xu; Comparison of clinical out-
comes and postoperative recovery between two open-heart surgeries: mini-
mally invasive right subaxillary vertical thoracomy and traditional median 
sternotomy.Asian Pacific journal of tropical medicine 2014 Aug;7(8):625–629 
doi:https://doi.org/10.1016/S1995-7645(14)60105-X.

27.	 Zhu J, Zhang Y, Bao C, Ding F. Ju Mei; Individualized strategy of minimally 
invasive cardiac surgery in congenital cardiac septal defects.Journal of 
cardiothoracic surgery 2022 Jan 15;17(1):5 doi:https://doi.org/10.1186/
s13019-022-01753-6.

28.	 Luo Z-R, Chen Q, et al.Comparative Study between Surgical Repair of 
Atrial Septal Defect via Median Sternotomy, Right Submammary Tho-
racotomy, and Right Vertical Infra-Axillary Thoracotomy.Brazilian jour-
nal of cardiovascular surgery 2020 0601;35(3):285–290 doi:https://doi.
org/10.21470/1678-9741-2019-0096.

29.	 Myers P, Sologashvili T, et al. Non-visible scar surgery: Right axillary 
thoracotomy approach for partial atrioventricular canal repair.Multimedia 
manual of cardiothoracic surgery: MMCTS 2019 Dec 18;2019 doi:https://doi.
org/10.1510/mmcts.2019.030.

30.	 Huagang Liu Z, Wang, et al. Evaluation of Different Minimally Invasive Tech-
niques in Surgical Treatment for Ventricular Septal Defect.Heart, lung & circu-
lation 2018 Mar;27(3):365–370 doi:https://doi.org/10.1016/j.hlc.2017.01.014.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

http://dx.doi.org/10.1038/s41598-018022824-6
http://dx.doi.org/10.1038/s41598-018022824-6
http://dx.doi.org/10.1093/ejcts/ezs280
http://dx.doi.org/10.1093/ejcts/ezs280
http://dx.doi.org/10.1111/chd.12057
http://dx.doi.org/10.1111/chd.12057
http://dx.doi.org/10.1093/icvts/ivs544
http://dx.doi.org/10.1016/j.athoracsur.2020.10.011
http://dx.doi.org/10.1016/j.athoracsur.2020.10.011
http://dx.doi.org/10.1016/j.athoracsur.2021.01.052
http://dx.doi.org/10.1001/jamadermatol.2016.3757
http://dx.doi.org/10.1001/jamadermatol.2016.3757
http://dx.doi.org/10.1016/j.jtcvs.2005.03.023
http://dx.doi.org/10.1510/mmcts.2021.029
http://dx.doi.org/10.1186/s13019-018-0734-5
http://dx.doi.org/10.1093/ejcts/ezt159
http://dx.doi.org/10.1093/ejcts/ezt159
http://dx.doi.org/10.1016/j.asjsur.2015.01.008
http://dx.doi.org/10.1016/j.asjsur.2015.01.008
http://dx.doi.org/10.5935/1678-9741.20140028
http://dx.doi.org/10.1016/S1995-7645(14)60105-X
http://dx.doi.org/10.1186/s13019-022-01753-6
http://dx.doi.org/10.1186/s13019-022-01753-6
http://dx.doi.org/10.21470/1678-9741-2019-0096
http://dx.doi.org/10.21470/1678-9741-2019-0096
http://dx.doi.org/10.1510/mmcts.2019.030
http://dx.doi.org/10.1510/mmcts.2019.030
http://dx.doi.org/10.1016/j.hlc.2017.01.014

	﻿Rightvertical axillary incision for atrial septal defect: a propensity score matched study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Right vertical axillary incision method
	﻿Median sternotomy method
	﻿Variables
	﻿Statistical analysis

	﻿Results
	﻿Discussion
	﻿Conclusion
	﻿References


