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Fig. 1. The chest is narrow ‘and the abdomen seems
protruded with short upper extremities.
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A creatinine 2.2 mg/dLz> 2715 o] Qlgl.on} A A
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Fig. 2. Chest X-ray shows the constriction of thoracic
cage, horizontally oriented short ribs with c]ubbmg of
anterior ends and high-set clavicles.

Fig. 3. The pelvis X-ray shows squared shaped
hypoplastic iliac wings, flat acetabular roots, and narrow
sacroiliac notches with spur-like horny projection at the
lower margin of the sciatic nothes.

Fig. 4. Right kidney appears somewhat prominent in size
and increased cortical echogenicity with poor
demarcation of corticomedullary differentiation, and a
tiny round anechoic cyst. ‘
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A Case of Asphyxiating Thoracic Dystrophy with Chronic Renal Failure

Hyun-Jung Cho, Yoon-Kyung Lee, Dong-Un Kim, Ik-Jun Lee.

Department of Pediatrics, Catholic University Medical College, Seoul, Korea

The classical manifestation of asphyxiating thoracic dystrophy comprise narrow chest, short limbs, and pelvic

changes. The degree of respiratory distress varied from negligible to lethal. The development of progressive renal failure

may indicate that the condition is asphyxiating thoractc dystrophy.

old infant. A brief review of associated literature is also presented.

We have experienced a case of asphyxiating thoracic dystrophy who died from chronic renal failure in a 5-month
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