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Symptomatic accessory cardiac bronchus in an infant
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A 13-month-old infant was referred for evaluation of
a severe, therapy-resistant asthma. He presented with
daily wheezing, recurrent acute exacerbations,
chronic dry-to-wet cough and failure to thrive. His
mother had severe allergic asthma with recent admis-
sion to the intensive care unit. Initial chest X-rays
were normal and skin prick tests were negative. It
was decided to undertake a comprehensive work-up
to exclude differential diagnoses. Paediatric radiolo-
gists initially interpreted the chest CT scan as normal.
Bronchoscopic examination revealed an accessory
cardiac bronchus (ACB) originating from the medial

wall of the intermediate bronchus and filled with
purulent secretions (108 Haemophilus influenzae and
108 Moraxella catarrhalis on bronchoalveolar
lavage). The lesion was observed on re-examination
of the CT scan (figure 1A, B) and demonstrated
using three-dimensional (3D) virtual bronchoscopy
and surface-rendered reconstructions (figure 2A–C).
Respiratory symptoms and failure to thrive resolved
after 2 months of chest physiotherapy and prolonged
sequential antibiotherapy regimen.
Numerous variations of lobar or segmental bron-

chial subdivisions have been described, but

Figure 1 Two-dimensional axial and coronal CT scans. (A) Axial view with the accessory cardiac bronchus (ACB)
(arrow) arising from the medial wall of the intermediate bronchus (IB). (B) Coronal reconstructions with vertical and
para-cardiac disposition of the ACB (arrow) arising after the superior lobar bronchus (SLB) and above the middle lobar
bronchus (MLB), and ending as a blind diverticulum.

Figure 2 Three-dimensional (3D) surface-rendered reconstructions and virtual bronchoscopy. (A) 3D surface-rendered
reconstruction showing the disposition of the accessory cardiac bronchus (ACB) (arrow) on the right bronchial tree
with relationship to the remainder of the bronchial tree (superior lobar bronchus (SLB) and middle lobar bronchus
(MLB)). (B) 3D virtual bronchoscopy showing a view of the entrance of the right main bronchus with the SLB, ACB
(arrow) and intermediate bronchus (IB). (C) 3D virtual bronchoscopy showing a view facing the ACB (arrow) with a
linear, horizontal collapse just after the orifice of the bronchus.
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abnormal bronchi originating from the trachea or main bronchi
remain rare conditions, with tracheal bronchus and ACB being
the two most common tracheobronchial variants.1 ACB is an
extremely rare condition (incidence 0.09–0.5%), usually asymp-
tomatic and discovered incidentally.1 ACBs are mostly blind, but
can also lead to vestigial or ventilated parenchymal tissue, which
must be searched for on CT scan. Blind-ended ACB can act as a
reservoir for infected mucus, but forms associated with paren-
chyma are further exposed to chronic infection, with a major
risk of atelectasis and cystic lesions. In adults, symptomatic cases
present with haemoptysis,2 infections and sometimes malignan-
cies. Although the ACB may not have been the sole cause of his
symptoms, the presence of large amounts of infected mucus at
the entrance, the collapsed aspect linked to inflammation and
leading to impaired drainage, and the localised inflammation on
endoscopy support its clinical implication. To our knowledge,
this is the first symptomatic ACB described in infancy, or more
widely in childhood, the youngest symptomatic subject reported
to date being 15 years old. In infants, ACB can initially take the
mask of refractory, ‘asthma-like’ symptoms and can actually be
responsible for a chronic, suppurative lung disease.

The diagnosis of ACB may be difficult even in adults and may
be delayed. It has been reported that bronchoscopists fail to rec-
ognise this abnormality in 22% of adult cases and radiologists

almost always miss it prospectively on two-dimensional (2D) CT
scans.3 It is nevertheless easily visible on axial and coronal 2D
CT scans, even in an infant, and 3D reconstructions may facili-
tate the diagnosis.

ACB can be a differential diagnosis of asthma in infancy.
Paediatric pulmonologists and radiologists should be aware of
this rare condition.
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