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Fig. 1

Type VI TD (right TD with left outflow) . Cisterna chyli
is seen in the midline of the upper abdomen (arrowhead). The
thoracic duct (TD) runs along the right side of the aorta (A)
and bends to the left in the supraclavicular region. The TD flows
into the left venous angle (arrow).
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Table 1 TD Configuration and Classification (n=73)

Outflow Location
position Bilateral TDs Right TD Left TD
Bilateral
outflow Type 1 | Type N Type VI
n=0 | n=2 n=0
f 2.7%
Right !
outflow Type T i Type V Type VI
n=0 | n=1 n=0
' 1.3%
Left ¢
outflow Type Il Type I Type X
n=3 n==63 n=4
4% 86% i 5%
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Thoracic duct depiction by MRI: embryological consideration of thoracic duct configuration
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We describe here the protocol of magnetic resonance-thoracic ductography (MRTD) and provide examples of thoracic duct (TD) and
various anomalies. The anatomic pathway of the TD was analyzed based on embryological considerations. The TD configuration was
classified into nine types based on location (right and/or left side/s of the descending aorta) and outflow (right and/or left venous an-
gle/s). The MRTD protocol included a long echo time and was based on enhancement of signals from the liquid fraction and suppres-
sion of other signals, based on the principle that lymph flow through the TD appears hyperintense on T2-weighted images. MRTD
was conducted in 78 patients and the 3—dimensional reconstruction was considered to provide an excellent view of the TD in 69,
segmentalization of TD in 4 and poor view of the TD in 5 patients. The majority of patients (n=63) had a right-side TD that flowed
into the left venous angle. Major configuration variations were noted in 149 of cases. Minor anomalies such as divergence and mean-
dering were frequently seen. MRTD allows non-invasive evaluation of TD and can be used to identify TD configuration.
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