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INTRODUCTION

Chylothorax refers to the presence of lymphatic fluid in the pleural space secondary to a le-
akage from the thoracic duct (TD) or one of its main tributaries, with a prevalence of about
4-6 7% [1-3]. As evidenced in the literature, indocyanine green (ICG) lymphography can be
performed to obtain real-time fluorescent images of the lymphatic flow, which can be useful
for identifying the TD and a chyle leak. In order to make the procedure safe, the injection of
|CG into the inguinal nodes is ultrasound-guided, so the structures near the inguinal nodes
can be visualized clearly and easily avoided. Therefore this refined and accurate method re-
quires ultrasound guidance and radiological ablilities.

In our experience, the use of ICG US-guided inguinal node injection to identity TD during
robotic esophagectomy using Firefly® system is safe and reproducible but the US-guided
procedure could be complex, requires trained staff, and extends operating times. Recently we
revised the procedure by simplifying it, assuming that the lymphatic drainage of the inguinal
region is adequate to identify the TD without the need for an intranodal injection. [CG was
diluted in 10 ml of sterile water, and according to the patient's weight, 0.5 mg/Kg was injected
in the subcutaneous tissue of the inguinal region bilaterally 14-16 hours before surgery.

DISCUSSION

We enrolled 13 patients from October 2019 to May 2020. The mean age was 68.1 (DS 7.3

v). All the patients examined were affected by adenocarcinoma of the cardia (33.5%) or distal
third of the esophagus (61.5%). The 7/6.9% of patients underwent preoperative chemothe-
rapy. No adverse reactions or iatrogenic lesions at the injection site were observed. The TD
was immediately visualized in every case considered and preventively ligated. No aberrant TD
was visualized. In one patient an intraoperative leak of the TD, despite it having been ligated,
was immediately identified and fixed. Fluorescence was present until the end of the opera-
tion in all cases. No patient had postoperative chylothorax.

The main risk factors for the postoperative chylothorax are the location of the esophageal
neoplasm, histotype, BMI, neoadjuvant therapy [3]. Some papers showed a mortality rate
of 207% in patients who developed chylothorax, attesting the clinical importance of reducing
chylothorax rates. It should be noted that chylothorax has been associated with a higher rate
of morbidity and mortality among patients who underwent esophageal surgery.

Prophylactic ligation of the TD is an effective and safe measure to minimize the risk of po-
stoperative chylothorax. The use of a minimally-invasive approach may reduce complication
rates and postoperative in-hospital staying. Patients developing a chyle leak had a significan-
tly longer critical care stay and overall hospital stay.

CONCLUSIONS

In our initial experience, the procedure is easy to perform and does not require specifically trained staff. In addition, it is not time-

demanding and has comparable results to the procedure performed under ultrasound guide. Certainly, more cases will be needed to

determine the mode of administration and the injection site with greater accuracy. The simpliﬁcation of the procedure that we pro-

pose could increase the diffusion of the method. Further |arger studies are needed to validate the procedure.
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