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Fig. 1. Early phase of CT angiography.
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A. Coronal reformatted image shows early dense enhancement of right common carotid and subclavian arteries and ductus liga-
ment (arrowheads) between faintly enhanced left common carotid artery (arrow) and left pulmonary artery (P). A; aortic arch.
B. Volume rendering image shows right common carotid and subclavian arteries arising from right aortic arch, but left common

carotid and subclavian arteries are still not identified.

A

Fig. 2. CT scans obtained 7 seconds later.

A. Coronal reformatted image shows contrast filling of left common carotid and subclavian arteries, and ductus ligament (arrow-
heads) connecting between these vessels and left pulmonary artery. A; aortic arch
B. Volume rendering image shows common trunk of left common and subclavian arteries without connection with aortic arch.
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Fig. 3. CT scan obtained 14 seconds later.

Sagittal reformatted image shows ductus ligament (arrow-
heads) between distal portion of left innominate artery and left
pulmonary artery (P). There is no blood flow from innominate
artery into pulmonary artery.
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Isolation of the Left Innominate Artery with a Right Aortic
Arch in a 76 year-old Man: A Case Report!

Young Tong Kim, M.D., Sung Shick Jou, M.D., Won Kyung Bae, M.D.
'Department of Radiology, Soonchunhyang University Cheonan Hospital
Isolation of the left innominate artery is a rare anomaly and is usually combined with a right side aortic arch.

Most patients are neonates or children with congenital heart disease. We report the MDCT findings of a right
aortic arch and isolation of the left innominate artery in a 76-year-old man without congenital heart disease.
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