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IMAGES IN THORAX

Right intralobar sequestration with arterial supply

from left gastric artery

llaria Onorati,’ Daniele Diso," Michele Anzidei,? Tiziano De Giacomo,"' Marco Anile’

A 61-year-old man with recurrent episodes of haem-
optysis and pneumonia underwent chest CT scan
showing an intralobar sequestration in the right
lower lobe (figure 1); at the multiplane CT recon-
struction, the artery supplying the sequestration arose
from the left gastric artery (figure 2). The patient
underwent right lower lobectomy with closure of the
aberrant arterial vessel by mechanical stapler. The
postoperative course was uneventful, and the patient
was discharged on the fifth postoperative day. The
arterial supply arising from left gastric artery is a rare
condition;' in our knowledge, this is the first adult®
case supplying a right intralobar sequestration.

Figure 2 Volume rendering reconstruction (right
oblique view) from contrast-enhanced CT acquisition
shows an anomalous arterial vessel arising from the left
gastric artery (white arrowheads), coursing through the
diaphragm and feeding the sequestration in the right

lung base. Image also demonstrates an area of very high
attenuation (open arrow), consistent with flebolytes.
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Figure 1 Volume rendering reconstruction (frontal reviewed.

view) from unenhanced CT acquisition demonstrates an
area of increased attenuation in the right lung base
(white arrowheads), with retraction of adjacent pleura
(open arrow), consistent with intralobar pulmonary
sequestration. Image also shows an area of decreased
attenuation (asterisk) adjacent to the sequestration, )
consistent with hyperinflated parenchyma due to

segmental bronchial obstruction.
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