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Aberrent Thoracic Duct Cyst in Postrior Mediastinum

Soo Jin Park, M.D., Seonng Yong Park, M.D., Ho Choi, M.D.

Thoracic duct cysts in the upper portion of the diaphragm are mostly found in the neck and are rarely found in
the mediastinum. Thoracic duct cysts should be differentiated from other mediastinal tumors or cysts, and surgical
treatment is required to avoid the development of chylothorax if the cyst ruptures. Herein, we report the case of a
patient with a thoracic cyst located just above the diaphragm that was treated with surgical resection.
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CASE REPORT

A 42-year-old female patient received inpatient treatment
for acute pyelonephritis in 2003. In 2009, she was diagnosed
with gastroesophageal reflux disease and began taking pre-
scription medication for that condition. During a regular fol-
low-up examination, a chest X-ray revealed a mass lesion in
a portion of the left lower lung field. Chest computed tomog-
raphy was then performed, and the patient was suspected of
having a neurogenic tumor or bronchial cyst in the left poste-
rior mediastinum (Fig. 1A, B). The patient was then admitted
for surgical diagnosis and treatment.

At the time of admission, laboratory tests showed no re-
markable findings. Thoracoscopic resection of a portion of
the posterior mediastinal mass was performed under general
anesthesia in the right lateral decubitus position under single
lung ventilation on the right side. The lesion was a sessile

cyst-like mass fixed to the posterior mediastinum. During dis-

section, the cyst wall was opened and a milky-white leaking
fluid was observed. No serious adhesion to the surrounding
tissue was found, and the lesion seemed benign during intra-
operative observation. The operation was finished after a
pathology report on the resected lesion was requested. The
pathology report indicated that the lesion was composed of
interconnected and dilated lymphatic spaces, lined by a single
attenuated layer of endothelial cells (Fig. 2).

Post-surgical thoracic drainage remained high, with 420 mL
of drainage on the first postoperative day. On the second day,
110 mL of the milky pleural fluid was drained. Laboratory
examination of the pleural fluid revealed that the fluid was
chylothorax, containing 842 mg/dL of triglycerides and 75
mg/dL of total cholesterol. Thereafter, conservative treatment
was started, combining fasting and total parenteral nutrition.
However, after one week of conservative treatment, the chy-
lothorax continued to leak. More than 900 mL of pleural ef-

fusion was drained daily. The resected mediastinal mass was
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Fig. 1. Preoperative computed tomography images showing the mediastinal mass located at the level of the left diaphragm. (A) Axial view.

(B) Coronal view.

Fig. 2. Hematoxylin and eosin staining of the surgical specimen
(x40). The lymphatic spaces are interconnected and dilated, and
are lined by a single attenuated layer of endothelial cells.

confirmed to be a cystic lymphangioma in the final pathology
report. Considering the clinical presentation of chylothorax af-
ter the operation and the pathologic confirmation of the re-
sected mediastinal mass, the mediastinal mass was diagnosed
as a thoracic duct cyst. Seven days after the initial operation,
the patient underwent reoperation to ligate the thoracic duct
by video-assisted thoracoscopic surgery and talc pleurodesis
under general anesthesia (Fig. 3). The patient ingested 200
mL of olive oil to identify the thoracic duct leaks before
reoperation. After reoperation, normal meals were ad-

ministered, and no chyle drainage was observed. The patient

Fig. 3. Intraoperative findings during the reoperation.

was discharged seven days after the reoperation.

DISCUSSION

The thoracic duct begins at the cisterna chyli, which drains
the lymphatic glands of the intestinal canal and lower ex-
tremity and ascends along the aorta [1]. Thoracic duct cysts
can occur in the upper and/or the lower portions of the dia-
phragm [2,3]. Thoracic duct cysts in the upper portion of the
diaphragm are mostly found in the neck and are rarely found
in the mediastinum [4]. Typically, thoracic duct cysts are re-
lated to congenital or degenerative weaknesses in the wall of

the thoracic duct [5]. These cysts are usually asymptomatic,
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but sometimes result in clinical symptoms such as chest pain,
dyspnea, dysphagia, cough, or backache due to pressure on
the surrounding structures [5]. Using computed tomography,
thoracic duct cysts cannot be differentiated from other media-
stinal tumors or cysts [4,5]. In magnetic resonance imaging,
signals indicating a high concentration of lipids in the cyst
can aid in the diagnosis. Fine-needle aspiration is another op-
tion; however, the diagnosis should then be pathologically
confirmed after surgical resection [6].

Typically, thoracic duct cysts are treated using surgical re-
section [6]. Although some reports have argued that surgical
resection is unnecessary, surgical resection of thoracic duct
cysts should be performed to avoid chylothorax if the cyst
ruptures into the pleural cavity [6]. Chylothorax is the most
common postoperative complication, making ligation of all
branches of the thoracic duct mandatory [6].

Our patient was incidentally diagnosed with a mediastinal
tumor during a regular follow-up examination. Based on ra-
diological findings, a neurogenic tumor or bronchial cyst was
suspected. Initially, the presence of a thoracic duct cyst was
not considered because the lesion was located at the level of
the left diaphragm, which is not the usual anatomical location
of the thoracic duct. Since there was no clinical suspicion of
a thoracic duct cyst, resection of the mediastinal mass was

performed without ligating the thoracic duct; consequently,

Thoracic Duct Cyst in the Mediastinum

chylothorax developed postoperatively. This rare case, in
which a thoracic duct cyst was located at the level of the left
diaphragm, is of clinical significance because such cysts can

easily be mistaken for neurogenic tumors or bronchial cysts.
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