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ABSTRACT

Aim: The azygos lobe is a well-known anatomical variation of the lung, formed due to the aberrant course of the azygos 
vein during fetal development. The incidence of the azygos lobe has been reported to be between 0.4% and 1%. This study 
aims to identify the prevalence of the azygos lobe in a specific patient population, classify its variations, and highlight its 
importance in differential diagnosis and associated pathologies.

Methods: A retrospective analysis was conducted on 4,549 patients who visited our pulmonology clinic between April 
2014 and November 2017. The presence of an azygos lobe was identified through radiological screening.

Results: Among the 4,549 patients screened, 14 cases (0.31%) of azygos lobe were detected, comprising 10 males and 
four females. The azygos lobe was classified based on the course of the azygos fissure: Type A (lateral to the lung apex) 
in seven cases (50%), Type B (midline and more vertical) in three cases (21%), and Type C (medial, extending into the 
mediastinum) in four cases (29%). Additionally, 12 cases (85.7%) were located on the right side, while two cases (14.3%) 
were on the left.

Conclusions: The azygos lobe is most commonly detected incidentally during imaging for unrelated conditions. Our 
study emphasizes the importance of recognizing the azygos lobe as a differential diagnosis and investigating potential 
coexisting pathologies. The findings contribute to existing statistical data on the prevalence and anatomical variations of 
the azygos lobe.
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INTRODUCTION

In normal human anatomy; The right lung is divided 
into three lobes—lobus superior, medius and inferior—
by two fissures, and the left lung is divided into two 
lobes—lobus superior and inferior—by a single fissure 
(1). The lungs are divided into lobes by the combination 
of segments and the oblique and horizontal fissures (2). 
The most well-known accessory fissure is the azygos 
fissure. It occurs as a result of the azygos vein passing 
in front of the lung during the intrauterine period, and 
the apical or posterior segment of the right upper lobe 
remaining behind this vein. The azygos vein develops 
from the posterior cardinal vein. As a result of a part of 
the upper lobe remaining below and medial to this vein, 
an accessory lobe resembling a separate lobe is formed 
due to the pressure of the vein, which is called the 
azygos lobe. It has been reported to occur at a rate of 
0.4-1% during routine examinations (3-5). It is usually 
asymptomatic and does not require treatment. The aim 
of this study is to contribute to the literature on the 
azygos lobe and to draw attention to the diseases that 
coexist with it.

MATERIALS AND METHODS

Among the 4,549 people who came to the Düzce 
private pulmonology clinic between April 2014 and 
November 2017, those with an azygos lobe were 
detected through retrospective screening. Statistical 
evaluation of the study was performed using the SPSS 
16.0 package and p values <0.05 were considered 
significant.

Retrospective radiological evaluation was performed 
with posteroanterior (PA) radiographs in patients 
older than 18 years. Individuals over the age of 18 who 
presented to the chest diseases clinic for any reason 
were included in the study. Those without a chest 
X-ray were excluded from the study.

RESULTS

Among the 4,549 people who came for chest diseases 
examination between April 2014 and November 2017, 
those with an azygos lobe were detected through 
retrospective screening. Of these, 2,409 were male 

and 2,140 were female. An azygos lobe was detected 
in 10 of the 2,409 male patients and four of the 2,140 
female patients. 

The appearance of the azygos lobe is classified into 
three types, depending on the course of the azygos 
fissure in relation to the lung apex. The trigone is 
classified as Type A if it is lateral to the apex of the 
lung, Type B if it is located towards the middle and the 
fissure is more vertical, and Type C if it is medial and 
the fissure extends into the mediastinum. In our case 
series, there were seven patients (50%) with Type A, 
three patients (21%) with Type B, and four patients 
(29%) with Type C.

In our study, the azygos lobe was settled on the right 
side in 12 patients (85.7%) and on the left side in two 
patients (14.3%). Figure 1 shows the azygos lobe 
and fissure on the PA chest radiograph, and Figure 2 

Figure 2. Azygos lobe and fissure on the thorax CT.

Figure 1. Azygos lobe and fissure on the PA chest 
radiograph.
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shows them on the thorax computed tomography 
(CT). Sequestration was observed on one patient’s 
chest X-ray, and one patient had coexisting lung 
cancer, which was treated. The average age of the 
individuals included in the study was 48.6±3.5 years. 
It is important to identify diseases concomitant with 
the azygos lobe, as these conditions should not be 
overlooked.

DISCUSSION

The azygos lobe is a rare anatomical variation that can 
cause significant morphological changes in the upper 
mediastinum (6). It occurs as a result of inadequate 
migration of the azygos vein from the thoracic wall to 
its normal position, the tracheobronchial corner. The 
azygos lobe may be located behind the superior vena 
cava and trachea, and may contact the medial wall of 
the descending aorta and esophagus. It is generally 
seen twice as often in men (7,8). In our study, 10 out 
of 14 patients (71%) were male. The azygos lobe is 
often located on the right (9,10). In our study, 12 cases 
(85.7%) were on the right and two cases (14.3%) were 
on the left.

The azygos lobe is seen in 1% of cadaver samples, 
0.4% in chest radiography, and 1.2% in high-
resolution computed tomography (3-5,11). Diagnosis 
is usually made by chest radiography (11). Computed 
tomography can also be used in selected cases for 
further examination and differential diagnosis (12). As 
in our case, on the chest X-ray there is a convex line 
connected to the azygos fissure, a triangular-shaped 
area (trigone) connected to the extrapleural tissue on 
the fissure, and a teardrop appearance connected to 
the azygos vein at the bottom (13).

The appearance of the azygos lobe depends on the 
course of the azygos fissure in relation to the lung apex. 
It is classified in three ways: Type A, when the trigone 
is lateral to the lung apex; Type B, when it is located 
toward the middle and the fissure is more vertical; and 
Type C, when it is medial and the fissure extends into 
the mediastinum (14). 

Although it does not represent a pathological condition 
on its own in practice, the azygos lobe requires attention 
due to possible accompanying pathological events. 

Although rare, the azygos lobe may be accompanied 
by pathologies such as fissures, tumors (small cell lung 
cancer), extrapulmonary sequestration, pneumothorax, 
bullous changes, vascular anomalies, and situs inversus 
totalis (15). In our study, one patient had extralobar 
sequestration, and another had lung cancer and was 
treated accordingly. Monaco et al. reported surgical 
treatment of a case in which they detected an azygos 
lobe with pneumothorax (16). The most important 
thing to consider in surgical interventions for lesions 
located in the azygos lobe is the risk of damaging the 
azygos vein while dissecting the azygos lobe (17). 
Gentle caudal traction of the azygos lobe is important in 
preventing this complication. The bronchus of the lobe 
usually branches from the upper lobe apical segment 
bronchus, but it has also been observed to arise from 
the main bronchus. Therefore, these anatomical 
variations should be taken into consideration during 
bronchial division (18). The azygos lobe is usually 
identified incidentally during imaging performed for 
other reasons. Accurate identification is important as 
the azygos lobe can mimic other lung pathologies and 
may cause technical challenges during surgery (19). In 
our study, no such findings were observed.

CONCLUSION

In most cases, the azygos lobe is detected incidentally 
during examinations for other reasons, as in our study. 
Our findings reveal that the azygos lobe should not be 
overlooked in differential diagnoses and emphasize the 
importance of investigating additional pathologies.
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