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=Abstract=
A Case of Diaphragmatic Eventration Complicated with Contralateral
‘Traumatic Diaphragmatic Paralysis

Jin Pil Hur, M.D. *, Jung Cheul Lee, MD.*, Tae Eun Jung, M.D. *,
Dong Hyup Lee, M.D. *, Sung Sae Han, MD. *

Diaphragmatic eventration is a rare disease and is caused by congenital etiology. We
operated on a patient who had had preexisting left diaphragmatic eventration which was
complicated by a right diaphragmatic paralysis and a persistent respiratory insufficiency due
to a traffic accident. This was a very rare case and there has not yet been any case reports
worldwide. We were able to abtain good surgical results from plication of left diaphragm in
this case and thus report it.

(Korean J Thorac Cardiovasc Surg 1999;32:201-5)
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Fig. 1. Initial chesl x-ray showing mediastinal widening and
shifting to the right, multiple rib fractures on the left, and
elevation of left hemidiaphragm.

Fig. 2. Computed chest tomogram showing hemopericar-
dium and elevated left hemidiaphragm with stomach and
large bowel.
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Fig. 3. Preoperative chest x-ray showing elevation of left
hemidiaphragm and increased hazziness on the left lower
lung field.
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Fig. 4. Postoperative chest x-ray showing much descent of
left hemidiaphragm, however, some dead space presents
due to hypoplastic basal segments of lower lobe. Right
hemidiaphragm is slightly elevated compared with previous
film.
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Fig. 5. Chest x-ray checked 2 years after surgery. Right
hemidiaphragm returned to normal position, however, left
hemidiaphragm became more elevated.
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