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Case report

A 6 year old German girl, with no history of any chro-
nic disease, fell ill with cough and otitis.  Penicillin treat-
ment was started. Because of fever, abdominal pain and
worsening of the coughing during the next days, a chest
X-ray was performed.  It showed an extensive infiltra-
tion of the right upper lobe.  Under suspicion of pneu-
monia, oral antibiotic treatment was extended to amoxycillin
for 10 days.  Meanwhile, fever had decreased.  However,
chest X-ray showed no improvement.  The girl was
referred to our department for further diagnostic proce-
dures.

Chest radiograph on admission (fig. 1) showed an infil-
tration of the right upper lobe, in which a fluid contain-
ing structure, with a round air bubble, attracted attention.
In addition a dystelectasis of the middle lobe was noted.
Because of these findings, the history and the subfebrile
temperature of 38.5°C, an intravenous broad antibiotic
treatment with fosfocine, gentamicin and metronidazole
was started, under suspicion of an insufficiently treated
pneumonia with liquefactive necrosis.

Laboratory data revealed an elevated erythrocyte sedi-
mentation rate of 60/120 mm, C-reactive protein was 1.3
mg·l-1.  Differential blood cell count was normal.  Other
data were also unremarkable: immunoglobulins, tumour
markers alpha-fetoprotein (aFP) and human chorionic
gonadotrophin (HCG), serological investigations con-
cerning echinococcus and other pathogens.  Intradermal
tuberculin test with 10 tuberculin units (TU) purified pro-
tein derivative (PPD) remained negative.

For further diagnosis bronchoscopy was performed,
which showed thick, purulent hypersecretion from the
right upper lobe.  The cystic lesion could not be reached
by any instrument.  Bacteriological investigations remained
without growth of any micro-organism.  Taking all
findings into consideration, an unresolved abscess form-
ing pneumonia seemed to be the most probable diag-
nosis, at that time, and thoracic surgical intervention was
performed.
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Fig. 1.  –  Chest radiograph on admission.  a) posterioranterior view;
b) lateral view.
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Intraoperatively, a cystic tumour 8 cm in diameter
within the first and second segment of the right upper lobe
was noted.  A funnel-shaped configuration extended to
the right hilar region.  This part of the lung was supplied
by two accessory blood vessels (artery and vein), which
originated from the aortic arch and superior vena cava,
respectively.  An atypical resection by laser surgery was
performed.  No other abnormalities could be detected.

DIAGNOSIS: intralobar pulmonary sequestration 
of the right upper lobe

The histological work-up showed structures of an ectat-
ic bronchus, fibrosis, and massive granulocyte infiltra-
tion.  There were no signs of malignancy.  After surgery,
our patient recovered quickly, and no postoperative com-
plications were seen.  Chest radiographs weeks and months
later showed a little remaining infiltration, which can be
interpreted as scarred tissue.

Discussion

Pulmonary sequestration is a rare congenital malfor-
mation.  In most cases a cystic mass of nonfunctioning
lung tissue lacks normal communication with the bronchial
tree, and a typical blood supply derives from systemic
arteries [1].  There are two types of sequestration: intralo-
bar (abnormal tissue and the normal lung are surrounded
by the common visceral pleura), and extralobar (abnor-
mal lung tissue is completely separated from normal lung
tissue and with its own pleural investment).  Intralobar
sequestration is reported to be more common than extralo-
bar [2–4], which is in keeping with our finding.  Other
authors found extralobar sequestration to be more com-
mon in their patients [5, 6].

As in our child, patients most often present clinically
with unresolving pneumonia or recurrent chest infections
[2, 7, 8].  Few asymptomatic children are diagnosed inci-
dentally because of abnormal chest radiographs, performed
for other reasons, but the chest X-ray is always abnor-
mal [7, 8], and provides the main diagnostic clue.  Cysts,
as in our child, are a well-known sign of pulmonary
sequestration in imaging techniques [3].  Arteriography
can also provide proof.  In our case, we did not perform
an arteriogram, because unresolved abcedating pneumo-
nia was thought to be a more probable diagnosis than
pulmonary sequestration or an infected bronchogenic cyst
[9].

A particular feature of our case report concerns local-
ization: while the vast majority (98%) of cases of pul-
monary sequestrations are found in the lung base [2, 8,
10], our child presented with striking localization of the

right upper lobe.  There are only a few other case reports
with this localization in the literature [10, 11].  Arterial
vascular supply in our child originated from the aortic
arch, instead of the descending thoracic or abdominal
aorta, typical for cases of pulmonary sequestration of the
lung base [4].

Diagnosis is usually made in childhood, but there are
case reports in adults also [12].  The management of pul-
monary sequestration is thoracotomy, with tissue pre-
serving resection of the abnormal lung mass, preferably
after treatment of any intercurrent infection, as in our
child.

In cases of unresolved or recurrent localized pneumo-
nia, diagnosis of pulmonary sequestration should be con-
sidered, irrespective of localization within the lung.
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