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after TDL

Chylous effusion/ 
chylopericardium

77

Resolution after first 
TDL

60 (77.9%)

Developed PLE

5 (6.5%)

Late deaths

2 (2.6%)

Early deaths

2 (2.6%)

Late deaths

10 (13.0%)

Nonresolution after first 
TDL

17 (22.1%)

Secondary lymphatic 
procedures

8 (10.4%)

Resolution of symptoms

4 (5.2%)

Remained symptomatic after 
secondary lymphatic procedures

4 (5.2%)

Early death

1 (1.3%)

Late death

1 (1.3%)

Developed PLE

1 (1.3%)

Late death

1 (1.3%)

Early deaths 

5 (6.5%)

Late death

4 (5.2%)

Early death 8 pts
Late death 18 pts
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Chylous effusion/ 
chylopericardium

39

Resolution after 
first TDE

33 (84.6%)

Developed PLE

4 (10.3%)

Early death

1 (2.6%)

Late death

1 (2.6%)

Improvement of 
symptoms

1 (2.6%)

Nonresolution after first 
TDE

5 (12.8%)

Secondary lymphatic procedures

5 (12.8%)

Resolution of symptoms

2 (5.1%)

Remained symptomatic 
after secondary 

lymphatic procedures

3 (7.7%)

Developed PLE

1 (2.6%)

Late deaths

2 (5.1%)

Early death 1 pt
Late death 3 pts





Strategy for TD reconstruction

Location of obstruction  …
neck, mid-chest, lower chest, abdomen

Availability of a vein in the vicinity …
direction of the flow, end to side, end to end

Patency of innominate vein, SVC, azygous vein, PV … 
Any downstream issue?

CVP, LAP… 
which side should we connect?





Mitaka Microscope MM51



TD obstruction in the neck



Microvascular anastomosis coupler®



TD obstruction in the chest



Is it possible to divert the TD to a low-pressure left sided system, 
such as a pulmonary vein in a patient with high CVP ?
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Case

• Former 26 weeker, BirthWeight 1.6 kg

• Broken PIC catheter was retained with the vascular lumen. 

• It resulted in sepsis, respiratory failure, multicompartment effusions 
and anasarca

• Chronic thrombosis of the left internal jugular and brachiocephalic 
vein were seen





• Her clinical status improved quickly and all effusions had resolved by 
the 5th operative day.

• The patient was discharged home 12 weeks after the operations, on 
full enteral feedings and on no respiratory support

• The patency of the TD to PV anastomosis on postoperative day 8 by 
injecting ultrasound contrast in the lymphatic system was confirmed.

• No symptoms 14 months after surgery

Postoperative Course



Future implications for this procedure… for Fontan patients?

Fontan patients tend to develop lymphatic issues due to high CVP.

One potential solution for lymphatic issue is to divert TD to low 

pressure system (left side system) without causing desaturation.



Conclusion

TD reconstruction surgery is doable and can be an option for thoracic 

duct obstruction

It can be anastomosed to IJ, azygous vein or,

in the setting of TD occlusion with elevated CVP, creation of an 

anastomosis of the TD to the PV is a viable option.


