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Right-sided diaphragmatic eventration: A rare entity
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ABSTRACT

Case Report

Eventration of the diaphragm is an abnormal elevation of the dome of diaphragm. It is a condition in which all or part of 
the diaphragm is largely composed of fi brous tissue with only a few or no interspersed muscle fi bers. It can be complete 
or partial. Complete eventration of the right diaphragm, as seen in this adult patient, is relatively rare.
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INTRODUCTION

Eventration of diaphragm is a congenital anomaly 
consisting of failure of muscular development of part or 
all of one or both hemidiaphragms.1

Clinically, eventration of diaphragm refers to an abnormal 
elevation of one leaf of an intact diaphragm as a result of 
paralysis, aplasia, or atrophy of varying degrees of muscle 
fibers.2 In some cases, it may be difficult or impossible 
to distinguish from diaphragmatic paralysis.1 Complete 
eventration almost invariably occurs on the left side3 and 
is rare on the right.

We report a case of 67-year-old female with right-sided 
eventration.

CASE HISTORY

A 67-year-old female presented to us with complaints of 
cough with expectoration and on and off fever since one 
year. 

General physical examination was normal. The patient 
was afebrile during her stay in the hospital. Chest 
examination revealed decreased movements on right side 
in inframammary, infra-axillary, and infrascapular areas. 
Tactile vocal fremitus was decreased and note was impaired 
on the right side. Breath sounds were decreased in the right 
inframammary, infra-axillary, and infrascapular areas.

Laboratory investigations were within normal limits. Chest 
X-ray showed a homogenous opacity in the right lower 
zone. The upper margin of the opacity was sharp and had 
a contour of a diaphragm on posterioanterior (PA) view 

which was further confirmed with a right lateral view 
[Figure 1, Figure 2]. This increased our suspicion of raised 
dome of diaphragm. Fluoroscopy was performed with the 
patient in erect and supine position. There was absence 
of paradoxical movements of the right diaphragm which 
was confirmed on sniff test. Ultrasonography did not show 
any abnormality except markedly restricted movements 
of the right diaphragm and lagging during respiration. CT 
scan of the chest revealed that right hemidiaphragm was 
raised as compared to the left side with a smooth contour 
[Figure 3]. There was no herniation of abdominal contents 
into the thoracic cavity. The mediastinal structures were 
well opacified with i.v. contrast and appeared normal in 
outline. There was no evidence of any mediastinal lymph 
node enlargement. With these radiological findings, a 
diagnosis of eventration of right diaphragm was made.

Figure 1: Chest X-ray posteroanterior view showing eventration of 
right dome of diaphragm
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DISCUSSION 

Eventration of the diaphragm is a condition in which all 
or part of the diaphragm is largely composed of fibrous 
tissue with only a few or no interspersed muscle fibers. It 
is usually congenital but may be acquired.4

Complete eventration of diaphragm invariably occurs 
on the left side but partial eventration of the diaphragm 
occurs virtually on the right side.3 In this case, the complete 
eventration of diaphragm was seen on the right side 
which is a rarity. Eventration of diaphragm is generally 
asymptomatic in adults and is discovered incidentally on 
normal screening of chest X-ray as was in the present case. 
Symptoms may be present in obese patients as a result of 
raised intra-abdominal pressure. These symptoms, related to 
gastrointestinal tract, respiratory embarrassment, and rarely 
cardiac dysfunction, have been attributed to the anomaly.5 

Elevation of diaphragm can also be attributed to 
interruption of phrenic nerve by neoplasm or surgical 
resection. In adults it is very difficult or impossible 
to distinguish it from diaphragmatic paralysis. These 
entities can be distinguished radiologically. In adults 
the diagnosis of diaphragmatic eventration can usually 
be made on standard PA and lateral chest films.6 In the 
PA projection, the elevated diaphragm forms a round 

unbroken line arching from the mediastinum to the costal 
arch. Conventional chest radiography has been found to be 
a useful modality for assessment of the functional status of 
an elevated diaphragm as the evaluation of the shape of an 
elevated diaphragm may preclude the need for fluoroscopic 
sniff test to determine diaphragmatic paralysis.7 

Flouroscopy is considered the most reliable way to 
document diaphragmatic paralysis and the sniff test 
is necessary to confirm that abnormal hemidiaphragm 
excursion is due to paralysis rather than unilateral 
weakness.8 Ultrasonography can help in establishing the 
diagnosis of partial eventration and in distinguishing it 
from diaphragmatic nerve interruption. The diaphragm 
can be seen as a continuous thin layer above the elevated 
abdominal viscera and on real-time ultrasound the 
abnormal region can be seen to move downward with the 
normal portion although it may show a slight lag in its 
inspiratory excursion.9

The radiological sight of complete eventration is identical 
to that diaphragmatic paralysis. In some cases, however, 
there is no way of knowing whether elevation is caused 
by congenital absence of muscle or by phrenic paralysis.10 

Asymptomatic patients are managed conservatively but 
patients with symptoms require surgery. Paradoxical 
movements suggest complete paralysis and if symptomatic, 
is a strong indication of surgery. 

In the present case, a diagnosis of eventration of diaphragm 
was made based on radiological findings. 
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dome of diaphragm

Kansal, et al.: Diaphragmatic eventration



50  Lung India • Vol 26 • Issue 2 • Apr - Jun 2009

2. Thomas TV. Congenital eventration of diaphragm. Ann Thorac Surg 
1970;10:180-92.

3. Seaton A. Abnormalities and Diseases of the Diaphragm. In: Seaton 
A, Seaton D, Leitch AG, editors. Crofton and Douglas’s Respiratory 
Diseases. 5th ed. Blackwell Science, Oxford. 2000. p. 1234-49.

4. Laxdale OE, McDougall H, Mellin GW. Congenital eventration of the 
diaphragm. N Engl Med 1954;250:401.

5. Chin EF, Lynn RB. Surgery of eventration of the diaphragm. J Indian 
Med 1986;84:187.

6. Deslauries J. Eventration of the diaphragm. Chest Surg Clin North Am 
1998;8:315-30.

7. Verhey PT, Gosselin MV, Primack SL, Kraemmer AC. Differentiating 
diaphragmatic paralysis and eventration. Acta Radiol 2007;14:420-5.

8. Gierada DS, Slone RM, Fleishman MJ. Imaging evaluation of the 
diaphragm. Chest Surg Clin North Am 1998;8:237-80.

9. Larson RK, Evans BH. Eventration of the diaphragm. Am Rev Respir 
Dis 87:753 1963.

10. Fraser and Pare’s diagnosis of diseases of the chest. 4th ed. p. 2994-5.

Source of Support: Nil, Confl ict of Interest: None declared.

Kansal, et al.: Diaphragmatic eventration

Nominations Invited for Indian Chest Society
Orations/Awards

Nominations are invited from members of the Indian Chest Society for the following Orations and Awards for 
the year 2009 for excellence in scientifi c and meritorious contributions in the fi eld of pulmonary sciences.
1. ICS Oration
2. ICS – Dr. C.V. Ramakrishnan Oration 
3. ICS - Dr. O.A. Sarma Oration 

Both ICS Oration and ICS – Dr. C.V. Ramakrishnan Oration are awarded for exemplary contribution in any 
subject related to respiratory medicine and are open only for members of the Indian Chest Society.  ICS - Dr. O.A. 
Sarma Oration is meant for distinguished contribution in the fi eld of Tuberculosis made by any eminent person 
whether medical or non medical.

Each nomination must include:
1. Lett er of nomination.
2. The consent lett er from the nominee 
3. 5 copies brief curriculum vitae of nominee.
4.  Nominee (for Oration 1 and 2) must be a member of the Indian Chest Society at least for the preceding 

3 years.

All nominations should reach the offi  ce of the Secretary of the Indian Chest Society at following address on or 
before 14th August, 2009.

Dr. J. K. Samaria
Hon. Secretary
Indian Chest Society
Plot No. 36-A, Kabir Nagar Colony,
Durgakund, Varanasi - 221 005
Tel : (0542) 2310333
E-mail: jks@satyam.net.in
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