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ABSTRACT

Background: Bronchopulmonary sequestration, simply called as pulmonary sequestration, is a relatively rare congenital anomaly
with few reports of initial diagnosis occurring during adulthood. It consists of a nonfunctioning mass of lung tissue that lacks
normal communication with the tracheobronchial tree and that receives its arterial blood supply from the systemic circulation.

Case Presentation: We report two cases with bronchopulmonary sequestration and a short review of the clinical/radiologic

features of bronchopulmonary sequestration.

Conclusion: Look carefully at the retrocardiac area of chest radiography in adults for the definition of unexpected lesions. It can
be bronchopulmonary sequestrations. It can be diagnosed easily with a feeding artery by an aberrant systemic artery which

usually arises from the aorta.
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Background

Bronchopulmonary sequestration is a rare congeni-
tal malformation and it is characterized by a mass of
non-functioning lung tissue separated from the normal
bronchopulmonary tree and that receives its arterial blood
supply from the systemic circulation. Although it is con-
genital, it is usually diagnosed in adults. It represents
between 0.15% and 6.45% of all pulmonary malforma-
tions [1]. We report two cases with bronchopulmonary
sequestration and a short review of the clinical/radiologic
features of bronchopulmonary sequestration.

Case 1

A 19 years male patient was admitted to the hospital with
complaints of a recurrent cough and fever. Chest radio-
graph showed reticular opacity on the retrocardiac area of
the left hemithorax (Figure 1).

Thoracic computed tomography scan revealed a para-
vertebral mass lesion with air-space in the left lower lobe
which was compatible with bronchopulmonary sequestra-
tion (Figure 2).

The patient eventually underwent a left thoracotomy
with resection of the left mass lesion and it was consist-
ent with the clinical/radiologic diagnosis of pulmonary
sequestration.

Case 2
A 37 years male patient was admitted to hospital for
check-up examination. There were no complaints and

symptoms. Chest examination revealed the decreased
breath sounds on the base of the left lower lung. Chest
radiograph showed an abnormal opacity on the retrocar-
diac area of the left hemithorax (Figure 3).

Thoracic computed tomography scan revealed a par-
avertebral mass lesion in the left lower lobe (Figure 4).

Contrast-enhanced thoracic MRI and MR angiography
were performed and there was an arterial vessel that arose
directly from the lateral aspect of the aorta supplied the
left lower lobe mass, consistent with a pulmonary seques-
tration (Figures 5 and 6). The patient did not accept any
treatment.

Discussion

Pulmonary sequestration is a rare clinical condition and
difficult to diagnose lung disease due to the absence of
specific symptoms. The most common symptoms of pul-
monary sequestration include recurrent episodes of fever,
chest pain, and cough [2,3]. Radiologically, they usually
escape from the eye due to the locations of the lesions,
like as our cases. There are two subtypes: intralobar and
extralobar, depending on whether it has independent
pleura. An intralobar sequestration shares the visceral
pleura of the adjacent lung, while the extralobar type is
contained within its own visceral pleura, separate from the
involved lung. Intralobar sequestration is more common
(75% of cases) than the extralobar sequestration, roughly
in a 3:1 ratio.
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Figure 1. Chest radiograph showing reticular
opacity on the retrocardiac area of the left
hemithorax.

Figure 2. Thoracic computed tomography scan showing a paravertebral
mass lesion with air-space in the left lower lobe which was compatible with
bronchopulmonary sequestration (Arrows).

Extralobar disease is usually diagnosed in infancy or
childhood, while intralobar disease often remains unrec-
ognized until after the age of 20. Intralobar sequestra-
tion demonstrates no preferences for either lung, while
extralobar sequestration is found in the left lung in 80%
of cases [4—6]. The diagnosis is often suspected from the
results of the clinical and radiological examination. The
diagnostic investigation of choice remains aortography
but it has to be demonstrated whether digital subtraction
angiography or MRI angiography will prove more effi-
cient and less invasive.

The most common diagnostic finding of bronchopul-
monary sequestrations is a feeding artery by an aberrant

Figure 3. Chest radiograph showing an abnormal opacity on the
retrocardiac area of the left hemithorax (Arrow).

systemic artery which usually arises from the aorta, as
seen in our second case [7,8]. The mainstay of treatment
has always been surgical excision. We recommend that the
surgical treatment, usually complete excision in sympto-
matic patients.

Conclusion

In conclusion; look carefully at the retrocardiac area of
the chest radiography in adults for the definition of unex-
pected lesions. It can be bronchopulmonary sequestra-
tions. It can be diagnosed easily with a feeding artery by
an aberrant systemic artery which usually arises from the
aorta.
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Figure 4. Thoracic computed tomography scan showing a paravertebral mass lesion in the left lower lobe (Arrows).
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Figure 5. Contrast-enhanced thoracic MRI showing an arterial vessel that arose directly from the lateral aspect of the aorta sup-
plied the left lower lobe mass, consistent with a pulmonary sequestration (Arrows).

Figure 6. Contrast-enhanced thoracic MR angiography was performed and there was an arterial vessel that arose directly from the
lateral aspect of the aorta supplied the left lower lobe mass (Arrows).
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