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Cernea Manoeuvre —abdominal compression to detect chyle leak
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Introduction

Chyle leak is an uncommon, but morbid, complication of
head and neck surgery. Aides to identify the thoracic duct
can reduce incidence of leaks. We describe the Cernea
manoeuvre as an adjunctive measure in recognising the duct
and leaks intraoperatively.

Methods

Following head and neck surgery in proximity to the left
cervical thoracic duct, careful inspection for chyle leak is
performed, concurrent with haemostasis. We perform a
Valsalva manoeuvre to increase intrathoracic pressure and
examine for chyle leak. Trendelenburg positioning may
also facilitate identification of chyle. Particular attention is
paid to the region near level IV which may be involved in
complex thyroidectomies and low or lateral neck dissections.

Firstly, the anaesthetist disconnects the ventilator to
prevent chest splinting and keep intrathoracic venous
pressure low. During this, the surgical assistant applies
continuous pressure on the abdomen whilst the thoracic
duct and adjacent soft tissues are paid particular attention
(Figure I). This promotes propulsion of chyle through the
chest and into the cervical thoracic duct. Surgical magnified
loupes can aid with detailed inspection. The duct will dilate
(Video I) and unsealed lymphatic vessels should be prompted
to extrude milky-white fluid to enable identification and
ligation. This manoeuvre is repeated with intervening
periods of normal ventilation to ensure adequate occlusion
of any offending lymph ducts.

The study was conducted in accordance with the
Declaration of Helsinki (as revised in 2013). Informed
consent was obtained from the patient for publication of
this study and any accompanying images.
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Discussion

Tatrogenic chyle fistulas from cervical thoracic duct injury
is an uncommon complication of head and neck surgery
that carries significant morbidity and rarely, mortality
(1,2). Intraoperatively, the thoracic duct should be carefully
visualised and any identified chyle leak should be repaired.
Increase in intraluminal pressure is thought to dilate the
vessel and aides to assist visualisation of the duct ensure
meticulous ligation and reduce complication rates.

Intraoperative thoracic duct identification is important to
prevent injury and complications from post-operative chyle
fistula (1). Sequelae following chyle leaks include protein and
fat malabsorption, which can result in malnutrition, weight
loss, electrolyte disturbance and immunosuppression (3).
Wound healing may be compromised from persistent high-
volume chyle extravasation as well as secondary infection
that may result in skin flap failure (4). In very rare cases,
usually in high volume leaks, life threatening chylothorax
can occur (5).

Several alternative options exist to assist operative
thoracic duct identification though evidence for sensitivity is
sparse. The mechanism for cervical thoracic duct dilatation
is proposed to be secondary to increased hydrostatic
pressure. Raising intrathoracic pressure with a Valsalva
manoeuvre (6) and subsequent increased intraabdominal
pressure with the Cernea manoeuvre can aid in dilating
the duct. In a single study, the abdominal compression
manoeuvre identified occult intraoperative chyle leak in
6.3% of patients (7). Lymphangiography has also been
suggested with use of an infrared camera and intravenous
Indocyanine Green (ICG). In the only small series on neck
dissections, ICG identified five of six thoracic ducts (83.3%).
Its application is limited by poor fine tissue penetration
of ICG, additional equipment requirement and cost, and
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Figure 1 Intraoperative example of the left thyroid bed demonstrates
(A) common carotid artery, (B) internal jugular vein, (C) cervical

thoracic duct tracking posterior to great vessels.

added anaesthetic time (8).

Conclusions

The Cernea manoeuvre is a readily available, quick and
reliable intraoperative technique for any head and neck
surgeon to identify the cervical thoracic duct and prevent
post-operative chyle leak.
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