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Abstract

In thoracic surgery, anatomic variations of pulmonary artery increase the risks for vessel injury and critical mistakes
during pulmonary artery resection. We report a case of lung cancer with an extremely rare branch, a mediastinal A7
pulmonary artery. Some case reports of the mediastinal pulmonary artery exist until now. However, to the best of
our knowledge, this is the first case of a medial basal segmental artery (from the following, it is referred to as A7)
branching directly from main pulmonary artery in the literature. Therefore, there is no report that showed three-
dimensional computed tomography (3D-CT) and operative findings. So, these information is very useful for thoracic
surgeon. A 67-year-old man was admitted to our hospital in order to undergo operation for the treatment of lung
cancer. We detected the anomalies preoperatively by 3D-CT. The 3D-CT shows the A7 pulmonary artery branches
from the right main pulmonary artery directly. According to previous literature, the cases of a single branch from
main pulmonary artery to lower lobe are only five cases. And, the only two of them are right side including our
case. In spite of an extremely rare case, we were able to successfully perform a right middle lobectomy because
the information obtained from the 3D-CT findings was sufficiently understood preoperatively.
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Background
Branching of the pulmonary artery, pulmonary vein and
bronchus vary among individuals [1], and abnormal
blood vessel and vascular branch are observed in rare
cases. Sharing of this information with the team is
important for the performance of safe surgery. Low-
invasive surgery, such as video-assisted thoracic surgery
(VATS) and segmentectomy, is increasingly performed,
and preoperative confirmation of the vascular branching
is important in this surgery. Computed tomography
(CT) and reconstructed vascular images from 3D-CT
angiography are useful for this purpose [2, 3]. Herein,
we summarize the key points during surgery and review
the literature on similar cases.

Case presentation
The patient was a 67-year-old man in whom an abnor-
mal shadow was detected on plain chest radiography in

medical checkup in February 2015. Lung cancer was
detected on bronchoscopy and was diagnosed as cT4
(mediastinal fat invasion) N0M0 stage IIIA. There was
no particular medical history other than treatment of
hepatitis C and psoriasis. The patient had smoked 10
cigarettes per day for 40 years but had stopped smoking
1 year earlier. In blood tests, there was no elevation of
tumor markers and only mild liver dysfunction (aspar-
tate aminotransferase: 33 IU/L, alanine aminotransfer-
ase: 28 IU/L). Branching of A7 from the right main
pulmonary artery was noted on preoperative CT and 3D
angiography (Fig. 1). There was no abnormal branching
of the bronchus on bronchoscopy.
Right middle lobectomy, combined partial resection of

the right upper lobe, and mediastinal lymph node dissec-
tion were performed by VATS. A7 branching from the
right main pulmonary artery was observed during sur-
gery, as detected on CT and 3D angiography (Fig. 1),
and attention to the A7 was required during interlobular
formation between the upper and middle lobes. Surgery
was completed without a trouble. The chest drain was
removed on postoperative day 2, and the patient was

* Correspondence: mai0923@gipc.akita-u.ac.jp
1Department of Thoracic Surgery, Saitama Cancer Center, 780 Komuro, Ina,
Kita-adachi-gun, Saitama 362-0806, Japan
Full list of author information is available at the end of the article

© 2016 Atari et al. Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made.

Atari et al. Surgical Case Reports  (2016) 2:16 
DOI 10.1186/s40792-016-0141-x

http://crossmark.crossref.org/dialog/?doi=10.1186/s40792-016-0141-x&domain=pdf
http://orcid.org/0000-0002-2672-7545
mailto:mai0923@gipc.akita-u.ac.jp
http://creativecommons.org/licenses/by/4.0/


discharged on day 7. The final pathological diagnosis
was lung squamous cell carcinoma, pT2a (PL3) N0M0
pStage IB. As of 7 months after surgery, there has been
no recurrence.

Discussion
Low-invasive procedures such as VATS and segmentect-
omy are becoming increasingly used as the surgical indi-
cation has expanded for lung cancer discovered in an
early stage. Preoperative confirmation of the vascular
variation is particularly important for safe performance
of these surgeries. Since variation of veins in the lower
lobe is diverse compared to that in the upper lobe, the
distribution of veins cannot be used as an index to iden-
tify arteries in segmentectomy of the lower lobe, and
identification of the branching of arteries in the segment

is important [1]. Regarding the A7 branching pattern,
A7 and A8 branch from the same trunk in 60 % of cases,
A7 independently branches from the basal trunk in
34 %, and A7 is absent in 6 % [1]. Thus, A7 branching
from the pulmonary artery trunk is very rare. In com-
parison of the bilateral sides, the right pulmonary artery
is longer and thicker than the left pulmonary artery, but
the branching pattern of the left pulmonary artery is
more diverse. The pulmonary arteries develop from the
bilateral sixth branchial arch arteries. The abnormal
branch is thought to occur during remodeling of these
arteries, but the detailed reasons are not understood.
Most cases with abnormal branch of the pulmonary

artery have accompanying abnormal bronchial bifur-
cation, and the incidence of such cases is higher in the
upper lobe. Direct branching of the lower pulmonary
artery from the thoracic aorta is occasionally observed,
such as that in cases of pulmonary sequestration and
anomalous arising of the basal segmental artery. How-
ever, very few cases with a mediastinal basal pulmonary
artery, in which the pulmonary artery directly branches
from the pulmonary artery trunk to the lower lobe, have
been described. We searched similar cases on PubMed,
a service of the National Library of Medicine (http://
www.ncbi.nlm.nih.gov/pubmed). The search focused on
the key words “mediastinal pulmonary artery,” “abnor-
mal vessel of lung,” and “abnormality of the pulmonary
artery.” The search identified only Japanese reported
cases. Only 4 right-side cases, including our patient, and
12 left-side cases have been reported in Japan (Table 1,
[2, 4–12]). The lower pulmonary artery independently
branched from the main pulmonary artery in 5 of these
cases, and only in 2 right-side cases, including our pa-
tient. Abnormal distribution of the lower pulmonary ar-
tery combined with the middle or lingular pulmonary
artery was observed in 7 cases, and the middle lobec-
tomy was performed in only 2 cases. There has been a
recent increase in the number of such case reports, which
may be due to the increased use of 3D-CT angiography.
The identification rate of abnormal branches by preopera-
tive 3D-CT is 98 %, compared to intraoperative operative
findings [3]. Certainly, Anomaly in vessels was pointed out
in all of 5 cases undergoing preoperative 3D-CT evaluation.
Preoperative evaluation be 3D-CT was not performed in 4
cases whose vessel anomaly was not recognized. 3D-CT is
capable of vessel construction even without a contrast
agent, so it would be ideal to take in the routine
preoperatively.

Operative findings and notes in surgery
In our patient, A7 passed through the region posterior
to the superior pulmonary vein and was also distributed
anterior to the inferior pulmonary vein, while projecting
a thin branch toward the posterior region of the inferior
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Fig. 1 The tumor exists in the right middle lobe and is suspected
the infiltration into the mediastinal fat (T4) in the preoperative chest
CT (a). And, the coronal CT shows abnormal A7 (◁) branching from
right main pulmonary artery (b). The three-dimensional computed
tomography is the similar findings (c). If we look from the bottom a
little, branching from main PA was easier to understand (d)

Atari et al. Surgical Case Reports  (2016) 2:16 Page 2 of 4

http://www.ncbi.nlm.nih.gov/pubmed
http://www.ncbi.nlm.nih.gov/pubmed


pulmonary vein. A pulmonary artery is not normally
present in the posterior region of the inferior pulmonary
vein, and thus resection of the lower lobe and segmen-
tectomy in this patient would have had a risk of injuring
the blood vessel if the A7 branch had not been identified
beforehand. Required reconstruction of a mediastinal
basal pulmonary artery (A8+9), which was regarded as a
mediastinal lingular artery and erroneously transected,
has been reported in a patient treated with the left upper
lobectomy [13]. Thus, evaluation of the vascular distri-
bution on preoperative CT in combination with 3D-CT
angiography is useful to prevent unexpected hemorrhage
during surgery and transection of an artery outside the
range of resection (Fig. 2).

Conclusions
Since the surgery was the right middle lobectomy, care-
ful attention to this A7 branch was required during
interlobular formation. Vascular dissection should be

performed carefully in the right lower lobectomy and
segmentectomy in patients with this pulmonary arterial
distribution. Preoperative determination of the vascular
distribution using CT and 3D-CT angiography is particu-
larly important for safe VATS and segmentectomy and
will continue to be important because of the recent
increase in this type of surgery.

Consent
Consent was obtained from the patient for the publication
of this case report.

Abbreviations
CT: computed tomography; 3D-CT: three-dimensional computed
tomography; VATS: video-assisted thoracoscopic surgery.

Competing interests
All authors declare no conflicts of interest.

Authors’ contributions
MA, YN, and HU conceived and designed the report. MA, YN, MF, YI, HK, HA,
YM, and HU critically revised the report. All authors read and approved the
final manuscript.

Authors’ information
MA, MD, is a clinician of the Department of Thoracic Surgery, Saitama Cancer
Center. YN, MD, PhD, is a clinician of the Department of Thoracic Surgery,
Saitama Cancer Center. MF, MD, is a clinician of the Department of Thoracic
Surgery, Saitama Cancer Center. YI, MD, PhD, is a clinician of the Department
of Thoracic Surgery, Saitama Cancer Center. HK, MD, PhD, is a clinician of the
Department of Thoracic Surgery, Saitama Cancer Center. HA, MD, PhD, is a
clinician of the Department of Thoracic Surgery, Saitama Cancer Center. YM,
MD, PhD, is a professor of the Department of Thoracic Surgery, Akita
University Graduate School of Medicine. HU, MD, PhD, is a clinician of the
Department of Thoracic Surgery, Saitama Cancer Center.

Acknowledgements
We thank Tomohiro Matsumoto, who is a radiological technician and provided
the 3-D angiographic image.

Author details
1Department of Thoracic Surgery, Saitama Cancer Center, 780 Komuro, Ina,
Kita-adachi-gun, Saitama 362-0806, Japan. 2Department of Thoracic Surgery,
Akita University Graduate School of Medicine, Akita, Japan.

Received: 14 November 2015 Accepted: 10 February 2016

References
1. Nomori H, Okada M. Right lower segmentectomy. In: Asai H, editor.

Atlas of segmentectomy. Tokyo: Bunko-do; 2011. p. 81.
2. Matsumoto K, Yamasaki N, Tsuchiya T, et al. Three-dimensional computed

tomography for a mediastinal basal pulmonary artery. Ann Thorac Surg.
2012;94:115–6.

3. Watanabe S, Arai K, Watanabe T, et al. Use of three-dimensional
computed tomographic angiography of pulmonary vessels for lung
resections. Ann Thorac Surg. 2003;75:388–92.

4. Sano M, Mizuno T, Iizuka M, et al. Abnormal branching of left pulmonary
artery to the lateral and posterior basal segments. Nihon Kyobu Geka Gakkai
Zasshi. 1996;44:1772–75.

5. Kataoka K, Nishikawa T, Fujiwara T, et al. A case of lung cancer with an
extremely rare branching pattern of the left A5+8+9+10 pulmonary artery.
Jpn J Lung Cancer. 2010;50:362–5.

6. Iwabuchi S, Okabe T, Koike K. Aberrant ramuts of left pulmonaly artery to
inferior lingular and anterior basal segment (A5+8). J Jpn Assoc Chest Surg.
1995;9:39–43.

UUpper Lobe

Lower Lobe

Hear t

A7

Basa l a r tery

Stump of Middle lobe bronchus

Fig. 2 Operative findings. We took care of interlobular formation in
RML, because A7 passed through the region posterior to the superior
pulmonary vein and was also distributed anterior to the inferior
pulmonary vein

Table 1 Reports of mediastinal basal pulmonary artery: review
of literature

Right Left

n Rate n Rate (%)

Procedure RUL 0 0 LUL 5 42

RML 2 50 LLL 6 50

RLL 2 50 Unknown 1 8

Pattern of
branch from
main PA

Basal (single) 1 25 Basal (single) 3 25

Basal (multiple) 2 50 Basal (multiple) 3 25

Complex with
middle lobe
artery

1 25 Complex with
lingular lobe
artery

6 50

Preoperative
diagnosis

Obtained 4 100 Obtained 8 66

Not obtained 0 0 Not obtained 4 33

Atari et al. Surgical Case Reports  (2016) 2:16 Page 3 of 4



7. Sueda T, Takami K, Omiya H, et al. A case of abnormal branching of the left
anterobasal pulmonary artery with primary lung cancer. J Jpn Surg Assoc.
2011;72:630–5.

8. Moriyama S, Miyoshi K, Tada A, et al. A case report of abnormal branching
of left A8+9 pulmonary artery. J Jpn Assoc Chest Surg. 2009;23:58–61.

9. Kaneda Y, Samura M, Kanayama Y, et al. A case of abnormal branching of
the left a pulmonary artery from the left main pulmonary artery. J Jpn Assoc
Chest Surg. 2012;73:1920–23.

10. Kozu Y, Maniwa T, Isaka M, et al. A case of abnormal branching of A5 and
A8b as a common trunk from the left main pulmonary artery. J Jpn Assoc
Chest Surg. 2012;26:772–5.

11. Yajima K, Neyatani H, Takahashi T. A resected case of left upper lung cancer
with A4, A5, A9 and A10 arising as a common trunk from the left main
pulmonary artery. Jpn J Lung Cancer. 2014;54:84–8.

12. Kajiura K, Sakiyama S, Toba H, et al. A case of right lower lobectomy with
mediastinal type A8. J Jpn Assoc Chest Surg. 2012;26:175–9.

13. Yamada S, Inoue Y, Suga A, et al. Surgical risk of vessel injury: an unusual
anatomical variant of the right medial basal segmental pulmonary artery.
Gen Thoracic Cardiovasc Surg. 2012;59:301–3.

Submit your manuscript to a 
journal and benefi t from:

7 Convenient online submission

7 Rigorous peer review

7 Immediate publication on acceptance

7 Open access: articles freely available online

7 High visibility within the fi eld

7 Retaining the copyright to your article

    Submit your next manuscript at 7 springeropen.com

Atari et al. Surgical Case Reports  (2016) 2:16 Page 4 of 4


	Abstract
	Background
	Case presentation
	Discussion
	Operative findings and notes in surgery


	Conclusions
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgements
	Author details
	References



