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Bilateral lung cancer resection with preservation of 
an accessory cardiac lobe
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DESCRIPTION
Accessory cardiac bronchus, which usually ends as 
a blind pouch, has a low incidence rate of 0.07%–
0.5%. Mangiulea et al distinguished three types 
of accessory cardiac bronchus, namely short type 
with blind extremity, accessory- lobed type and 
long diverticular type without bronchial or alve-
olar arborisation.1–3 Here, we present the case of a 
patient with synchronous bilateral lung cancer and 
an accessory- lobed type cardiac bronchus. Two- 
stage thoracoscopic right lower lobectomy and left 
S8 segmentectomy were performed and the acces-
sory lobe was preserved to maintain pulmonary 
function.

An asymptomatic 66- year- old woman was found 
to have bilateral lung tumours on medical examina-
tion. CT revealed a solid nodule in the right lower 
lobe and a part- solid nodule in the left lower lobe. 
Bilateral lung cancer was suspected, and two- stage 
thoracoscopic right lower lobectomy and left S8 

segmentectomy were planned. She was a smoker 
and had mildly impaired preoperative lung func-
tion (the ratio of forced expiratory volume in 1 s to 
forced vital capacity was 73%).

CT and bronchoscopy revealed an accessory 
cardiac bronchus arising from the medial wall of 
the bronchus intermedius and a well- ventilated 
accessory lobe (figures 1 and 2). Three- dimensional 

Figure 1 (A) Chest CT showing the accessory lobe- type 
cardiac bronchus (orange arrow). (B) The interlobar plane 
between the accessory lobe and the right lower lobe is 
also shown (purple arrow heads). Rt, right; RLL, right 
lower lobe; RML, right middle lobe; RUL, right upper lobe.

Figure 2 Bronchoscopy showing the accessory cardiac 
bronchus arising from the medial wall of the bronchus 
intermedius (orange arrow).

Figure 3 (A) Three- dimensional CT confirming that 
the accessory cardiac bronchus arose from the bronchus 
intermedius (orange arrow). (B) The blood vessels of the 
accessory lobe are a pulmonary artery branching from the 
right main pulmonary artery (red arrow) and a pulmonary 
vein branching from the right lower pulmonary vein (blue 
arrow). PA, pulmonary artery; PV, pulmonary vein; RLL, 
right lower lobe; RML, right middle lobe; RUL, right upper 
lobe.
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CT confirmed that the accessory lobe had a pulmonary artery 
branching from the right main pulmonary artery and a pulmo-
nary vein branching from the right lower pulmonary vein 
(figure 3). The accessory cardiac bronchus had an inner diameter 
of 7 mm and a length of 22 mm. Three- dimensional CT volu-
metry showed that the accessory lobe volume was 72 mL and 
about 8% of the right lower lobe volume, which corresponds to 
a subsegment. We did not perform a ventilation and perfusion 
scan preoperatively.

We considered the contribution of the accessory lobe as clin-
ically significant. Thoracoscopic right lower lobectomy was 
performed with the preservation of the accessory lobe to main-
tain pulmonary function (figure 4). The patient’s postoperative 
course was uneventful, and thoracoscopic left S8 segmentectomy 
was performed after 4 months. Postoperative CT showed suffi-
cient expansion of the accessory lobe, and pulmonary function 
was well preserved after bilateral lung resection.

In this case, three- dimensional CT clearly showed that the 
accessory lobe had a pulmonary artery branching from the right 
main pulmonary artery and a pulmonary vein branching from 
the right lower pulmonary vein. We confirmed the accessory 
bronchus and the vein intraoperatively and preserved them.

The accessory lobe presents a potential risk as it is usually small 
and undeveloped and may therefore be a reservoir of infectious 
material and a source of haemoptysis. However, in this special 
case, the accessory lobe was relatively large and well ventilated. 
The patient had not suffered pneumonia or haemoptysis. More-
over, the patient needed to undergo resection of contralateral 
lung cancer. She was a smoker and had mildly impaired preoper-
ative lung function. We reckoned that the advantage of sparing 
the accessory lobe outweighed the potential risk.

Learning points

 ► Accessory cardiac bronchus with a well- ventilated accessory 
lobe is rare. The accessory lobe had a pulmonary artery 
branching from the right main pulmonary artery and a 
pulmonary vein branching from the right lower pulmonary 
vein.

 ► Bilateral lung cancer resection was performed with the 
preservation of the accessory lobe to maintain pulmonary 
function.
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Figure 4 Surgical view after thoracoscopic right lower lobectomy 
with mediastinal lymphadenectomy. The preserved accessory lobe, its 
bronchus (orange arrow) and pulmonary vein (blue arrow) are shown.
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