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LETTER TO EDITOR (VIEWERS CHOICE) 

UNILATERAL RIGHT PULMONARY HYPOPLASIA WITH RIGHT AZYGOUS LOBE

Adnan Zafar, Vasudha Jeve

A 9 months old infant presented with recurrent 
lower respiratory tract infections and wheezy 
episodes. On examination, he had respiratory distress 
and wheeze, which parents reported to be present for 
last 3 months. Chest X-ray showed a large right sided 
homogeneous opacity and shift of the mediastinum 
to right side (Figure 1). CT thorax showed right 
pulmonary hypoplasia, with only partial formation 
of the right upper lobe. The hypoplastic lung was 
supplied by a small calibre right main pulmonary 
artery. The azygos vein coursed horizontally into the 
superior vena cava, suggesting that part of the formed 
lung was azygos lobe. (Figure 2) There were also 
segmental anomalies of C7 and T1 vertebra leading 
to scoliosis of cervical spine. Echocardiogram was 
normal. He was discharged under respiratory team 
follow up and has been referred to orthopaedic clinic 
for scoliosis.

Figure 1: Chest X-ray showing a large right 
sided homogeneous opacity and shift of the 
mediastinum to right side

Figure 2: CT thorax showed right pulmonary 
hypoplasia

Pulmonary hypoplasia is a diagnostic challenge if 
undiagnosed in antenatal period. It can present in early 
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neonatal period but it is the later infantile and childhood 
period where we need to keep a high level of suspicion 
for children with recurrent chest infections and wheeze. 
(1) Incidence of pulmonary hypoplasia ranges from 
9–11 per 10,000 live births and 14 per 10,000 births. 
(2) Various causes are suggested including genetic 
factors, viral agents and dietary deficiency of Vitamin 
A during pregnancy. Secondary hypoplasia is caused 
by decreased hemithoracic volume, diaphragmatic 
hernia, decreased pulmonary vascular perfusion, 
decreased fetal respiratory movement and decreased 
lung fluid. (3)The clinical presentation depends on 
degree of pulmonary abnormality and presence of 
other congenital malformations. Most of the cases 
present in infancy with recurrent chest infections, 
cardiopulmonary insufficiency or due to associated 
congenital anomalies. However many patient may 
remain asymptomatic. Therefore it can be diagnosed 
incidentally when complicated by pulmonary infection. 
Physical examination characteristically reveals 
asymmetry of two sides. The diagnosis is made based 
on chest x ray, CT scan and bronchoscopy. (4) CT is 
the method of choice for the study of congenital lung 
malformations of thorax, reduction in respiratory 
movements and absence of air entry in the affected 
side. The management is conservative in majority of 
cases and this includes aggressive treatment of chest 
infections, influenza vaccination and consideration of 
prophylactic antibiotics in winter months for recurrent 
chest infections. (5) Surgery is rarely required.
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