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Communicating Bronchopulmonary Malformation

Jong Ho Kim, M.D.*, Hyang Mi Ko, M.D.**, Yong Il Min, M.D.*, Bong Suk Oh, M.D.*

We have experienced a case of communicating bronchopulmonary malformation. A 35-year-old
female patient was admitted for coughing with sputum. About eight years ago, she had treated for
bronchiectasis with medication. Chest computed tomography revealed esophagopulmonary communi-
cation with upper esophageal dilatation and bronchiectasis of the left lower lobe. A about 3 mm diam-
eteded abnormal feeding vessel from descending thoracic aorta to the left lower lobe was detected at
operation. Division and closure of the communication between the esophagus and left lower lobe was

performed.

Communicating bronchopulmonary malformation is the rare form of pulmonary sequestion and
chest computed tomography is one of the useful diagnostic methods for pulmonary sequestion.

(Korean J Thorac Cardiovasc Surg 1995;28:1183-7)
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Fig. 1. Preoperative simple chest x-ray

Fig. 2. Preoperative chest computed tomography : marked dil-

ated bronchi
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Fig. 3. Preoperative chest computed tomography : marked di-
latation of the proximal esophagus (arrow)

Fig. 4. Preoperative chest computed tomography : anomalous
fistulous tract between distal esophagus and left lower lobe (ar-
row)
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Fig. 5. Note two openings in resected left lower lobe. One (ar-
row) is connected with bronchus and the other(arrow head)
with esophagus.

Fig. 7. Whole mount-section of cystic mass of the lung. Ir-
regular shaped cystic space (arrow head) is surrounded by bron-
chiectatic lung parenchyme. The cyst is lined by squamous epi-
thelium (inset)

Fig. 6. The opened specimen shows large central cyst with
multiple openings communicating with surrounding bronchi. In-
ner surface of the cyst reveals whitish yellow colored and
smooth surface.

BA2k9] wFo) AdSS YAs

Z223A AP Fdel 2 TR BFHR e
3o WF-E d2gle 29 e v 58 A
o] e, Axe dAs = A e FF UYL
A EG I IR = ARG TG 2. T AR

Fig. 8. Postoperative simple chest x-ray
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