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Bilateral Pulmonary Sequestration with a Bridging
Isthmus in an Elderly Person: A Case Report'

Rak Chae Son, M.D., Jae Kyo Lee, M.D., Mi Su Hwang, M.D.

Pulmonary sequestration is a rare congenital disorder where a portion of the pul-

monary parenchyma has no communication with the tracheobronchial tree and re-

ceives the blood supply from a systemic artery. Bilateral sequestration is very rare, and

a bridging isthmus is extremely rare. We report here a case of bilateral sequestration

with a bridging isthmus in a 54-year-old female patient.

Index words : Bronchopulmonary sequestration
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Pulmonary sequestration is a relatively rare disorder
where a normal connection is missing with the
bronchial tree or the pulmonary arteries. Pulmonary se-
questration is classified as either intralobar or extralobar
(1). Most extralobar sequestrations are thought be con-
genital in origin, but competing theories suggest intralo-
bar sequestrations can be either congenital or acquired
(2). Bilateral sequestration is very rare, and the presence
of a bridging isthmus is extremely rare (3). We report
here a case of a bilateral sequestration with a bridging
isthmus in a 54-year-old female patient.

Case Report

A 54-year-old female was admitted to our hospital due
to a non-productive cough and blood tinged sputum that
had persisted for two weeks. A chest radiograph
showed the presence of an ill-defined large cavitary le-
sion with internal air-fluid level at the left lower lung
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zone (Fig. 1A). The initial blood chemistry, serology and
erythrocyte sedimentation rate (ESR) were normal. A
sputum acid fast bacilli (AFB) stain revealed one positive
result.

A CT scan showed the presence of multicystic lesions
in the bilateral lower lobes with a bridging isthmus. The
cystic lesions received the blood supply from an aber-
rant artery, a branch of the abdominal aorta (Fig. 1B-D).
The patient was diagnosed as having bilateral pul-
monary sequestration with a bridging isthmus and re-
ceived oral anti-tuberculous medication.

After one month, a follow-up chest radiograph
showed a decreased size of the air-fluid level in the cavi-
tary lesion located at the left lower lung zone (Fig. 1E).

Discussion

Pulmonary sequestration is a relatively rare disorder,
and is defined as a segment of the lung parenchyma that
lacks communication with the tracheobronchial tree
and receives an aberrant systemic arterial blood supply.
The anomaly can be either intralobar or extralobar (4).
Bilateral pulmonary sequestration is a rare anomaly.
Srikanth et al. (5) reviewed 57 cases and reported that
bilateral sequestrations only occurred in 7% of cases.
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The presence of a bridging isthmus between bilateral mimic a horseshoe lung (3). A horseshoe lung is a rare
pulmonary sequestrations is extremely rare (3). Bilateral congenital pulmonary anomaly where the posterobasal
pulmonary sequestrations with a bridging isthmus may portions of the right and left lungs are fused through a

Fig. 1. A. A chest radiograph demonstrates the presence
of an ill-defined large cavitary lesion (black arrows)
with internal air-fluid level in the left lower lung zone.
B. An axial CT image at the level of the liver tip shows
septated cystic lesions in both lower lobes with a mid-
line bridging isthmus (black arrowhead) posterior to
the heart.

C. A curved MPR image shows an aberrant artery (ar-
rows) arising from the abdominal aorta to both lower
zones. L: lung, Ao: abdominal aorta

D. A three-dimensional reformatted imaging shows bi- ) |

lateral sequestration with an aberrant artery (arrows) E

from the abdominal aorta.

E. A chest radiograph demonstrates the decreased size of air-fluid level in an ill-defined large cavitary lesion (black arrows).
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narrow isthmus between the heart and aorta, and re-
ceive the blood supply from a branch of the pulmonary
artery (6, 7). Most of the reported cases have been asso-
ciated with a certain degree of pulmonary hypoplasia
(8). The feeding artery of the mass in our case turned out
to be an aberrant arterial branch from the abdominal
aorta.

Until recently, angiography has been the diagnostic
tool for pulmonary sequestration. However, the use of
multi-detector row CT (MDCT) has transformed the ap-
proach to image the thoracic vessels and airways, espe-
cially in infants and children (9). In our case, a CT scan
with three-dimensional volume rendering and multipla-
nar reconstruction showed bilateral sequestration with a
bridging isthmus that received the blood supply from an
aberrant artery, a branch of the abdominal aorta (Fig. 1).

In addition, cases confined to pulmonary sequestra-
tions with tuberculosis infection are extremely rare. In
our case, we could not identify any tuberculous or ab-
normal lesion with the use of CT imaging other than the
sequestration area. Therefore, it was suspected that the
sequestration might be infected with tuberculosis. With
a positive result of sputum AFB, empirical anti-tubercu-
lous medication was started.

A one-month follow-up chest radiograph showed de-
creased air-fluid level in the sequestration. M. tubercu-
losis might have reached the sequestration through the
blood stream, through the lymphatic system as a result
of progressive primary infection or from adjacent non-

sequestrated lung tissue via Kohn's pores (2).
Sequestrated tissues also drain poorly due to insufficient
interflow between the sequestrated and normal lung air-
ways, and are susceptible to infection.
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