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Cas e  1

A 53 year-old man has elective Computed

Tomography (CT) scan of the thorax for the

investigation of cough and opacities noted on chest

radiograph. The CT scan revealed bilateral upper

lobes lung consolidations. He also had extensive

thoracic aorta calcifications and aberrant right

subclavian artery. The aberrant artery was traversing

posterior to the oesophagus and trachea. There was

compression onto the oesophagus but he has no

dysphagia (Fig. 1)
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Figure  1: (a) Coronal reconstruction CT Thorax image in lung window showed bilateral lung consolidations. (b) Axial CT Thorax

image demonstrated the ARSA (black arrow), oesophageal compression (white arrow) and trachea (short white arrow). (c) Coronal

reconstruction CT Thorax image in mediastinal window to show the course of the ARSA (white arrow) from the aortic arch.

(d) Sagittal reconstruction CT Thorax image showed the ARSA (long arrow) with oesophageal compression (short arrow). The

trachea is normal (dashed arrow). Volume rendering image anterior view (e ) and posterior view (f) showed the ARSA (arrow

head) originated after the right carotid artery (long arrow), left carotid artery (short arrow) and left subclavian artery (dashed arrow).
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The CTA revealed hypo dense intimal flap suggestive

of dissection from the posterior wall of the ascending

aorta extending superiorly to involve the brachio-

cephalic trunk and right common carotid artery. The

pericardial effusion was gross. There was aberrant

right subclavian artery which crosses in between the

thoracic vertebra and the oesophagus. There was

compression onto the oesophagus, however the

trachea was not compressed (Fig. 2). The left common

carotid and left subclavian arteries were normal.

Cas e  2

A 66 year-old man presented with chest pain for a

week. He has no previous medical illness and no

constitutional symptoms. His electrocardiography

(ECG) revealed T inversion and chest radiograph

showed pericardial effusion. His blood investigation

for cardiac enzymes was normal. He was later

subjected for Computed Tomography Angiography

(CTA) scan of thoracic aorta to look for aortic

dissection.

Figure  2: (a) The chest radiograph revealed pericardial effusion. (b) Coronal reconstruction CTA image in mediastinal window

showed the intima flap (short arrow) involving the ascending aorta (long arrow) and right carotid artery with pericardial effusion

(dashed arrow). (c) Axial CTA image demonstrated the ARSA (long arrow) and normal trachea (short arrow). (d)  Sagittal

reconstruction CTA image showed the ARSA (long arrow) with oesophageal compression (short arrow). Volume rendering image

right lateral view (e) and posterior view (f) showed the ARSA (arrow head) as the last branch after the dissected right carotid

artery (short arrow), left carotid artery (long arrow) and left subclavian artery (dashed arrow).
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Dis cus s ion

The incidence of ARSA with left aortic arch was 0.5%

to 2.0% and it was the most common aortic arch

anomaly involving the subclavian artery.1 Embryolo-

gically, the ARSA results from developmental anomaly

of the aortic arch. There was interruption of dorsal

segment of right arch between right carotid artery

and right subclavian artery with regression of right

ductus arteriosus.2 The ARSA branches out as the

last artery from the left aortic arch after the right

common carotid, left common carotid and left sub-

clavian arteries.3

In 80% of cases, the ARSA usually courses between

the oesophagus and the vertebra column, 15%

between the oesophagus and trachea and 5% anterior

to the oesophagus and trachea.4 Few authors have

reported the presence of Kommerell’s diverticulum

in 60% cases of ARSA.3 It was a conical dilatation

of the remnant of distal right aortic arch in cases of

left aortic arch with ARSA.3,5 In our cases, the

Kommerell’s diverticulum is not present.

Majority of patients with ARSA are asymptomatic.

The ARSA might cause oesophageal compression

and dysphagia which is termed as “dysphagia

lusoria”.6,7 In these two discussed cases, though

there were oesophageal compression, both patients

were asymptomatic. However, symptoms might occur

when there was aneurysm and atherosclerotic

changes of the ARSA.2 In lung cancer surgery and

esophagectomy, the surgeon should be aware of the

presence of ARSA to avoid injury to this artery which

could be life threatening.8,9
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