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 Pulmonary sequestration is a congenital malformation of lung wherein 

there is aberrant lung tissue which is non-functional and has no 

communication with bronchial tree and has supply from systemic arterial 

circulation. We present a case report of pulmonary sequestration in 28-

year-old ANC patient on 17 weeks and 22 weeks of gestation. 
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1. Introduction 

Pulmonary sequestration is a type of bronchopulmonary foregut malformation, also known as accessory 

lung is composed of primitive non-functional lung tissue which receives anomalous blood supply from 

systemic circulation [1]. 

 

It can be of two types i.e intra lobar and extra lobar pulmonary sequestration. Intra lobar is the more 

commoner form accounting for 75% of all cases, here the non-functional lung tissue is present within the 

visceral pleural whereas in case of extra lobar form the non-functional lung tissue has its own pleural 

covering. The extra lobar form accounts for 25% of case [2]. 

 

2. Case Report 

We present a case of 28 year old female G2P2L1 ANC patient who came for regular ANC checkup at 17 

weeks and 22 weeks of gestation. She was asymptomatic with unremarkable labs and her previous 

medical/surgical/obstetrical history was unremarkable. Last child born was normal at birth and has had 

normal development history with no significant medical/surgical history. 

 

On ultrasonography, there was evidence of hyperechoic solid well defined triangular mass in left 

hemithorax, which on colour doppler revealed aberrant anomalous blood supply from systemic circulation 

i.e descending aorta. The diaphragm was normal with no e/o subdiaphragmatic extension of the mass. 
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Figure 1: Longitudnal view of the fetal thorax and abdomen, There is evidence of hyperechoic solid well 

defined triangular mass in left hemithorax. 

 

 
Figure 2: Axial View of fetal thorax showing the hyperechoic solid well defined triangular mass in left 

hemithorax and colour doppler revealed aberrant anomalous blood supply from systemic circulation i.e 

descending aorta. 

 

3. DISCUSSION 

Pulmonary sequestration is a rare congenital malformation which typically accounts for less than 6 percent 

of all congenital malformations. The lung tissue in this case is non-functional or dysplastic, has anomalous 

blood supply but no communication with any part of tracheobronchial tree. The condition was first 

described by Pryce in 1946 wherein he divided into two subtypes [3]. 

 

3.1 Intralobar Pulmonary Sequestration 

It is characterized by presence of lung tissue within the visceral pleura, commoner of the two subtypes 

accounting for approximately 75 to 85 % of all cases. The subtype has a left lung preponderance, with 

involvement of left lower lobe being most common. The venous drainage is typically seen in pulmonary 

veins [3]. 

 

3.2 Extralobar Pulmonary Sequestration 

It is characterized by presence of dysplastic lung tissue outside the normal lung, most commonly seen 

between the lower lobe of lungs and diaphragm, 90% of the cases being on the left side. The subtype 

accounts for 15-25% of the cases with a predilection for males and can be associated with other congenital 
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anomalies involving the respiratory and cardiovascular system [3]. 

 

Etiology wise, the most commonly accepted theory is that of a accessory supernumerary lung bud which 

forms below the normal lung bud. In cases when this accessory lung bud forms before the development of 

pleura, it results in intralobar subtype, otherwise it continues to migrate upwards with the esophagus in 

extralobar subtype [3]. 

 

Clinically, intra-lobar sequestrations tend to present later in childhood with history of recurrent pulmonary 

infections and productive cough, While extra-lobar sequestrations tend to present in neonatal period with 

symptoms of respiratory distress [3]. 

 

Imaging wise, Diagnosis of pulmonary sequestration can be made in antenatal period, as early as 18 to 19 

weeks of gestation. On ultrasound the dysplastic lung appears more echogenic than normal lung tissue and 

on antenatal USG it mostly appears as triangular area of increased echogenicity. With colour doppler, we 

can usually identify the feeding vessel [4]. 
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