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— Abstract -

Two Cases of Hemi-Diaphragmatic Paralysis Caused by Multiple Radicu-
lopathies after Cervical Spine Injury

Ju Seok Ryu, M.D., Sung Bom Pyun, M.D., Eun Ha Park, M.D.,
Chang Ho Hwang, M.D., In Young Sung, M.D.

Department of Rehabilitation Medicine, Asan Medical Center, University of Ulsan College of Medicine

Unilateral diaphragmatic paralysis is uncommon and are usually caused by direct phrenic nerve injury

due to trauma or complication of surgery. However hemidiaphragmatic paralysis due to cervical radicu-

lopathy is rare. We report two cases who presented with unilateral diaphragmatic paralysis, most likely

caused by superimposed multiple radiculopathies involving upper cervical segments after cervical spine

injury.

Key Words: Diaphragmatic paralysis, Phrenic nerve, Spinal cord injury, Cervical radiculopathy
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Fig. 1. Cervical MRI (A) and CT(B) finding in cse |. Arrow in (A) indicate the cervical cord signal shange at C4 level and broken

arrow in (B) indicate the fracture of C4 transverse process.
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Fig. 2. Right hemidiaphragm elevation at the time of admission (A) and 1 month later (B) Spontaneously improved hemidiaphrag-

matic elevation was seen in follow up chest film

Table 1. Results of Nerve Conduction Studies in Case |

Nerve Lat.' (ms) Amp.? (mV/uV) NCV* (m/s) F* (ms)

Motor nerve

Right Median 3.70 5.8 60.9 25.3
Right Ulnar 275 23 550 260
Right Phrenic 6.80 08
Left Phrenic 6.90 0.8

Sensory nerve
Right Median 240 230 58.3
Right Ulnar 2.60 233 53.8

1. Lat.: Latency

2. Amp.: Amplitude

3. NCV: Nerve conduction velocity
4. F: F wave
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Fig. 3. Nerve conduction study of phrenic nerve4 in case 1, right (A) and left (B). (stimulation : posterior border of sternocleidomas-

toid muscle, recording: active - xyphoid process, reference - chest wall)

Fig. 4. Cervical MRI (A) before operation and c-spine lateral (B) after anterior fusion in case 2. Arrow indicate cord signal change at

C3-4 levels.
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Fig. 5. Right hemidiaphragm elevation at the time of admission (A) and 2 months later (B) in case 2 which Showed
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