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A 69-year-old male patient was admitted for surgical 
excision of a right upper lobe adenocarcinoma measuring 
8.1 cm × 7.2 cm × 5.5 cm. A right upper lobectomy with 
mediastinal lymphadenectomy was performed, and the 
adenocarcinoma was staged as pT4N0. On postoperative 
day 2, the patient presented with progressive dyspnea. An 
anteroposterior chest X-ray showed cranial displacement 
and atelectasis of the middle lobe (Figure 1A). A contrast-
enhanced chest CT scan showed partial atelectasis of the 
middle lobe and obstruction of the middle lobe bronchus, 
as well as ground-glass opacities and smooth interlobular 
septal thickening (Figure 1B), with no enhancement in the 
middle lobe branches (Figure 1C). These findings were 
suggestive of middle lobe torsion. A middle lobectomy 
was performed, and histopathological examination 
confirmed the diagnosis of hemorrhagic infarction of the 
middle lobe (Figure 1D). 

Middle lobe torsion is a rare occurrence in which the 
middle lobe is twisted on its bronchovascular pedicle, 

often following right upper lobectomy and leading to 
hemorrhagic infarction. Symptoms are often nonspecific, 
including dyspnea, fever, and chest pain in the early 
postoperative period. Although chest CT may not 
always show evidence of torsion, indirect signs such as 
atelectasis, bronchial narrowing, and abnormal vascular 
enhancement can aid in the diagnosis. Management 
typically involves emergency lobectomy.(1-3)

AUTHOR CONTRIBUTIONS

MMT was directly involved in reporting the CT scans 
depicted in this article. PMNS, FWL and MMT were equally 
involved in conceptualizing and supervising the study, as 
well as in drafting and editing the manuscript. Written 
consent for publication was obtained from the patient. 

CONFLICTS OF INTEREST

None declared. 

Figure 1. In A, anteroposterior chest X-ray showing atelectasis and cranial displacement of the middle lobe. In B and C, 
contrast-enhanced chest CT scans showing ground-glass opacities, interlobular septal thickening, and obstruction of the 
middle lobe bronchus, with no enhancement in the right middle lobe branches. In D, histopathological findings in the excised 
middle lobe, including areas of necrosis and activated pneumocytes, consistent with pulmonary parenchymal infarction. 
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