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Abstract
This paper draws attention to the historical role of the thoracic duct in cancer cell carriage. It begins with the
1798 weighty work of the great Sir Astley Cooper who (i) believed that the thoracic duct was a vessel of much
importance in the animal economy, (ii) carried out experiments on cadavers and dogs and (iii) autopsied a man who
died with testicular cancer that had spread all the way through the lymphatics of the spermatic cord to the thoracic
duct. Succeeding other eponymous giants like Paget, Hodgkin, Warren, and Andral contributed their own quota
to the knowledge of cancer carriage through this conduit. No wonder that, by 1895, classical embolic metastasis
was firmly on record. A weighty modern textbook was cited. Then, attention was drawn to the observations made
on 40 coiled-up thoracic ducts. It was concluded that necrosis of cancer cells occurred naturally in some ducts
during transportation from the abdomen to the neck and back to the chest by the moment of death. Consequently,
it was hypothesized that, if the actively dying cells are retrieved from consenting patients by way of cannulation and
videomicroscopy, the scientific replication of this normal phenomenon would in all probability point to target therapy
and eventual cancer cure.
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Introduction
Academic interest was manifested in a Manchester University
dissertation wherein it was stated that “Looking back over the history
of the lymphatic system, it is clear that there have been periods of great
activity followed by periods of rest” [1]. In an inaugural dissertation
defended at the University of Zurich, Brunner [2] affirmed that the
thoracic duct “shows itself to be of extreme importance as a path
for metastasis in primary and secondary malignant tumours of the
abdomen”. Earlier, Young [3] dissected the thoracic duct in 150
consecutive cases of tumor deaths, collected significant data and paid
tribute to the account that Astley Cooper gave as far back as 1798.

Historical Texts
Therefore, it was gratifying to find, as regards that great man, that he
had long and abiding interest in this duct. Thus, Cooper [4] had asserted
that “The thoracic duct is a vessel of so much importance in the animal
economy”. He had discovered by both quicksilver injection and disease
observation “that nature, with a kind regard for our preservation, has
provided security against this evil,” namely, through the provision of
functioning collateral branches and anastomosing vessels. He gave
detailed accounts of a postmortem case and three animal injection
experiments. Here, it suffices to abstract his case of a 22-year-old
man with right testicular cancer. He found that the lymphatics of the
spermatic cord contained the same matter as that existing in the testis.
Moreover, diseased coalesced lymph nodes exhibited the same matter.
In particular, what of the thoracic duct? He extensively wrote:
The appearance of the thoracic duct was much altered: its coats
were thickened and opake, and it was rounder than usual, bearing more
resemblance to a nerve than to the principal trunk of the absorbent
system.
The receptaculum chyli was filled with matter of the same kind with
that found in the tumour, in the absorbents of the spermatic cord, and
in the body of the testis. It adhered with firmness to the inner coat of
the vessel, which was thickened, opake, and irregular.
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The thoracic duct had undergone a similar change, for in its cavity
a substance was obtained, resembling that in the other diseased parts,
by which the tube was rendered impervious.
In his later lectures on breast cancer, Cooper [5] drew attention
to some invaded lymph nodes present above the clavicle. As he put
it, “by pressure on the thoracic duct they cause an interruption to the
process of absorption: chyle is prevented from being transmitted into
the blood …”
Few years afterwards, Cooper [6] returned to the subject in his
book on the testis. In particular, he mentioned placing, in St. Thomas’s
Hospital Museum, the preparation of “thoracic duct obliterated by
this disease, and at one part forming a tubercle as large as a walnut”.
Incidentally, in those days, as I personally documented elsewhere [7],
“tubercle” was interchangeable in the literature of both tuberculosis
and cancer.
It is noteworthy that Cooper [6] had also taken the trouble to
describe negative findings. Thus, in another cancer report, he was
specific. “The thoracic duct,” he remarked, “was healthy; but there was
a small gland attached to it, which appeared to have been attacked with
the same diseased action”. In this connection, it is remarkable that
Frerichs [8] observed that liver cancer could extend to the lymphatic
glands in its fissure and “occasionally along the thoracic duct to the
deep cervical glands”.
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Of some interest was purposive search of the thoracic duct for
evidence of cancer carriage and its reportage even when this proved
negative. Thus, concerning a pelvic primary tumor, Farre [9] wrote:
“The lymphatic glands, in the direct line of absorption, were affected
with the same disease; but the alimentary canal, the mesenteric glands,
the thoracic duct, the pancreas, spleen, and kidneys were free from it”.
Paget [10] also searched in vain. In his case report on a peculiar
testicular tumor with marked lymphatic extension, he noticed that no
deposit was present beyond the level of the renal veins: “Beyond this
point no affection of the lymphatic system could be traced. The thoracic
duct was healthy, and so were the lymphatic glands of the lungs”.
A problem arose as regards the concept of cancer carriage by the
thoracic duct. It was Dickinson [11] who discussed it in these words:
It might be inferred from what has been proved as to the
independent life of the cancer-cell, that these bodies are taken up by the
absorbents and deposited as seeds in the glands and organs traversed. I
have, however, repeatedly examined the thoracic ducts in cases of this
nature, and never could find anything abnormal either in the canal
itself or its contents, and I have been almost led to believe that the cells
are not taken up as such, but rather that fluid poison is conveyed.
However, there were other old observers who firmly noted an
aspect of this “fluid”. This was because they were able to notice the
coloration of the transported cancer matter. For example, Earle [12]
encountered one such case. As he wrote, “The large lymphatic trunks
passing between those abdominal glands, which exhibited the bloody
colour in the most remarkable degree, were distended with a reddish
fluid”. “The thoracic duct,” he continued, “contained a similar fluid,
and was pervious throughout”.
Also fortunate was Hodgkin [13] himself in his classical paper. In
Case I, he found the coats of the thoracic duct “perfectly transparent
and healthy”. The duct in Case III also “presented nothing unusual”. As
regards Case IV, the lymphatic vessels “were enlarged and distended
with a bloody serum” while “A similar fluid less deeply tinged was
found in the thoracic duct”. The same tinctorial characteristics were so
striking in Case V that Hodgkin expatiated as follows:
The remarkable appearance of blood in the thoracic duct and some
of the absorbents, observed in the case of Thomas Westcott, (No. IV.,)
although it sufficiently attracted my attention to induce me to have
a drawing immediately made, was only regarded as an accidental
occurrence; but the recurrence of the same phenomenon to a much
considerable and striking extent in the recent case, (No. V.,) induces me
to suppose that it is intimately connected with this glandular disease.
Little wonder that, not long afterwards, Hodgkin [14] appreciated
the exact sequence of events in cases of encephaloid cancer. According
to him, such a cancer “like true scirrhus, also extends to the lymphatic
glands, through which the absorbent vessels pass, in their way to the
thoracic duct or right trunk.
Subsequently, great authorities such as Warren [15], Hasse [16] and
Macewen [17] affirmed that spread occurred through the lymphatics to
the thoracic duct and beyond. In the explicit words of Paget [18], “The
lymphatic glands usually become cancerous in direct succession from
the primary disease to the thoracic duct”.
In the case of carried tumor tissue, it was microscopical observation
as well as animal experimentation that finally led to the discernment of
this process. In this respect, the work of Langenbeck [19] stood out.
He not only performed animal experiments but also exemplified with
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human uterine cancer. From such a primary site, he observed that “the
cancerous cellules are quickly taken up, but, being arrested in some
point of their course, such as in the thoracic duct, or the capillaries of
the lungs, quickly form cancerous masses”. In that decade, too, Andral
[20] documented his first experience after avowing that he knew of
no previously recorded case. As it transpired, when he dissected the
thoracic duct of a woman dying from uterine cancer, he found it to be
considerably enlarged while “its internal surface was studded with an
infinite number of round white bodies”.
Walshe [21] was aware of a long standing disturbing problem,
namely, whether the communicating lymphatics must show visible
evidence of their transportation role or not. He put the two issues
squarely:
Now, when the tubes are themselves loaded with cancerous
substance, and are, for example, traceably so loaded from the diseased
organ even to the thoracic duct, (the latter tube has been found to
contain the morbid matter by Andral, A. Cooper, Hourmann, and
others), without any evidence existing of the matter being a product
from the walls of the tubes themselves, the implication of the lymphatic
system is evidently the result of absorption. But when the glands are
cancerous, and the connecting tubes in the natural state, the condition
of the former is not thus so satisfactorily explicable.
Explication arose satisfactorily before the end of the 19th century.
Thus, Pepper and Stengel [22] in 1895, put the stamp of authority on
the issue when they accepted that “there may be embolism through the
thoracic duct to the chest”.

Discussion
As knowledge and technology progressed, the natural pathway
offered by the thoracic duct in cancer carriage was so well understood
that Willis [23] devoted a whole chapter to it in his massive monograph
on “The Spread of Tumours in the Human Body”. Hitherto, the
problem with doing research on the thoracic duct was the sheer length
of it. For example, Young3 dissected the duct, while a Japanese [24]
worked laboriously on its cross sections. Personally, I documented this
easily by using the Swiss-roll method [25] to so coil the duct that each
prepared microscope section revealed the progression of cancer cells at
the moment of death.
Both solitary and clumped cancer cells were in evidence. Indeed,
one oat-celled growth exhibited, as it were, a procession of cancer
cells almost throughout the entire duct. In particular, I concluded
significantly as follows: “Necrosis of the cancer cells was apparent in 3
cases, but it was clear that this had occurred in association with large
aggregates of the malignant cells and that among such aggregated cells
red blood corpuscles abounded”.
A complementary aspect of the work was that I determined the
fate of the cancer cells carried from the thoracic duct to the base of the
contralateral lung. For this purpose, each-square blocks were studied.
This maneuver revealed that “necrosis was evident even among small
clumps of cancer cells”. Perhaps, more elaborate studies may disclose
the fate of even the single lung cancer cell. Certainly, my study [26]
of the most important Pathologic Unit of the kidney, the glomerulus,
showed evidence of “the destruction of entrapped cancer clumps”.
Here again, closer investigation may also elaborate on the fate of the
single cancer cell.
If necrosis of the cancer cells occurs when commingled with
red cells, I hypothesized that this is due to the presence of a hitherto
hidden natural Factor [27]. I named it as the “Erythrocyte Associated
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Necrosis Factor” (EANF). Therefore, I postulated that the duct should
be cannulated as hitherto practiced [28]. Then, with the aid of the new
technique of intravital videomicroscopy [29], the retrieved single cells
or larger materials should be manipulated and replicated in leading
laboratories for designing the target therapy of cancer [26]. However,
the proviso is to follow what a Memorial Lecturer [30] said, “Ideas must
be sought after and cultivated. We must not be afraid to attempt the
impossible; no device or technique that holds out the faintest hope of
discovery can be put aside …”.
References
1. Sharp JA. History of Lacteals and Lymphatic Vessels. BSc Thesis, Manchester
University. 1940.
2. Brunner US. als Metasierungsweg abdominaler Die Bedentung des Ductus
thoracicus Geschwulste. English Translation. Basel: Druck von Benno
Schwabe & Co. 1960.
3. Young JM (1956) The thoracic duct in malignant disease. Am J Pathol 32:
253-269.
4. Cooper A (1813) Three instances of obstruction of the thoracic duct, with some
experiments, showing the effects of tying that vessel. Med Rec Re, London.
5. Cooper A (1824) Lectures on diseases of the breast. Lancet 2: 704-725.
6. Cooper A (1830) Observations on the Structure and Diseases of the Testis.
Longman, Rees, O, Brown & Green, London: 124, 141.
7. Onuigbo W (1975) Some nineteenth century ideas on links between tuberculous
and cancerous diseases of the lung. Br J Dis Chest 69: 207-210.
8. Frerichs FT (1861) A Clinical Treatise on Diseases of the Liver. Translated by
Murchison C, New Sydenham Society, London 2: 296.
9. Farre JR (1815) Morbid Anatomy of the Liver. London: 40-41.
10. Paget J (1855) Account of a growth of cartilage in a testicle and its lymphatics,
and in other parts. Med Chir Trans 38: 247-259.
11. Dickinson WH (1863) Subcutaneous cancer, secondary to cancer of the glans
penis. Trans Pathol Soc Lond 14: 240-242.
12. Earle H (1816) A case of diseased testicle, accompanied with disease of the
lungs and brain, and terminating fatally. Med Chir Trans 3: 59-79.
13. Hodgkin T (1832) On some morbid appearances of the absorbent glands and
spleen. Med Chir Trans 17: 68-114.
14. Hodgkin T (1836) Lectures on the Morbid Anatomy of Serous and Mucous
Membranes. Sherwood, Gilbert and Piper, London 1: 290.

Single Cell Biol, an open access journal
ISSN: 2168-9431

15. Warren JC (1837) Surgical Observations on Tumours, with Cases and
Operations. Crocker and Brewster, Boston: 169.
16. Hasse CE (1846) An Anatomical Description of the Diseases of the Organs of
Circulation and Respiration. Translated by W. E. Swaine, Syd Soc, London:
109.
17. Macewen W (1886) Carcinoma in its pathological and aetiological aspects, with
remarks on the principles of surgical treatment. Glasg Med J 25: 271-291.
18. Paget J (1853) Lectures on Surgical Pathology. Longman, Brown, Green &
Longmans, London 2: 311-12.
19. Langenbeck B (1841) On the development of cancer in the veins, and the
transmission of cancer from man to the lower animals. English Translation,
Edin Med Surg J 55: 251-253.
20. Andral G ( 1832) A Treatise on Pathological Anatomy. Dublin, Hodges and
Smith 2: 443-444.
21. Walshe W (1846) The Nature and Treatment of Cancer. Taylor and Walton,
London312,576.
22. Pepper W, Stengel A (1895) A contribution to the clinical study of intra thoracic
tumors. x Trans Assoc Am Physicians 10: 198-225.
23. Willis R (1973) The Spread of Tumours in the Human Body. ButterworthHeinemann, Edition 3, London: 31-35.
24. Udah H (1960) Pathological study of ductus thoracicus with special reference
to leukemia. Acta Hematol Jap 23: 723-739.
25. Onuigbo WIB (1967) The carriage of cancer cells by the thoracic duct. Br J
Cancer 21: 496-500.
26. Onuigbo WIB (1963) An index of the fate of the circulating cancer cells. Lancet
2: 828-831.
27. Onuigbo WIB (2013) Nature’s necrosis factor when associated with erythrocytes
may not only explain the surprises in lung cancer metastasis but also suggest
target therapy. Med Hypotheses 80: 698-700.
28. Mittleider D, Dykes TA, Cicuto KP, Amberson SM, Leusner CR (2008)
Retrograde cannulation of the thoracic duct and embolization of the cistern
chyli in treatment of chylous ascites. J Vasc Intervent Radiol 19: 285-290.
29. Chambers AF, MacDonald IC, Schmidt EE, Koop S, Morris VL, et al. (1995)
Steps in tumor metastasis: new concepts from intravital videomicroscopy.
Cancer Metastasis Rev 14: 279-302.
30. Le Gros Clark W (1957) Hypothesis and speculation in scientific research. In:
Lectures on the scientific basis of medicine. Ed by R.R. Fraser, Vol. 5, London:
Athlone Press: 3.

Volume 3 • Issue 1 • 1000104

