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Summary

We present a 24-year-old lady who reported at the
radiology department, UBTII Benin City for a chest radio-
graph, as part of her pre-employment medical examina-
tion. She was asymptomatic, her past medical history was
not significant and physical examination revealed an apex
beat located on the 5th right intercoastal space. The chest
radiograph confirmed dextrocardia and also revealed the
gastric aiy bubble on the right, which was suggestive of
situs inversus totalis. Barium meal examination confirmed
the right-sided position of the stomach, in keeping with
situs inversus. Ultrasonography revealed a left sided liver
and gall bladder, with a right sided location of the spleen.
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Résumé

Nous présentons le cas d’une dame &gée de 24 ans qui
s’était présentée au département de la radiologic, UBTH a la
cité du Benin pour la radiographie de la poitrine comme une
partie de son examen médical pré-emploi. Elle était
asymptomatique, son dossier médical du passé n’avait pas de
Pimportance et I’examen physique avait indique un baltcment
trés éleve logc au cinqui¢me espace intercostals du coté droite ce
qui était évocateur d’un situs inversus totalis. I examen a travers
le sulfate de barium a confirmé I’endroit du coté de I’estomac,
en accord avec, ou conformement au situs inversus.
Lultrasonographie avait indigue le culin foie ¢t la vesicule biliaire
a gauche avec larate logée a droite.

Introduction

Dextrocardia was first recognised by Marco Severino in
1643 and Situs Inversus by Matthew Bailie over half a century
later". In dextrocardia, the normal levocardiac orientation at birth,
in which the base to apex axis points to the left, is reversed. In
situs inversus, the morphologic left atrium is on the right and
the morphologic right atrium is on the left?. There is reversai of
the normal pulmonary anatomy such that the right lung has two
lobes and the left lung three lobes. In addition the Tiver and gail-
bladder arc located on the left, the stomach and spicen more
rightward while the remaining intcrnal organs are mirror images
of the normal®. Dextrocardia with a normal abdominal situs has
ahigher association with congenital Heart Disease.

This paper aims to report an uncommon condition — Dex-
trocardia with Situs inversus. The importance of recognizing
Situs inversus lies in prevention of surgical disasters that may
follow failure to identify the reversed anatomy or an atypical
history; for example in thesc patients, cholecystitis causes left
upper quadrant pain and appendicitis causes left lower quad-
rant pain; both with special implications for surgery*.

Fig. 1 Posteroanterior (PA) chest radiograph showing the cardiac
apex (A), and the gastric fundal air buble (G) on the right.
Note marker L on the top left corner of the radiograph.

Fig. 2 Barium meal and follow through exam showing the stom-
ach (St) on the right, the duodenal cap (Dc) more right-
ward, and the C-loop (DCL) on the left. The marker (L) is
on the top left corner of the radiograph.
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Fig. 3 Shows the changes consistent with dextrocardia which were corrected on reverse (Mirror-Image) placement of the precrdial leads

Case report

R. E. is a 24-year-old lady who was referred for pre-2m-
ployment medical check up. She-was asymptomatic. Past medi-
cal history revealed only occasional lower abdominal discom-
fort. Her chest radiograph showed the cardiac apex, aortic arch
and gastric funidal air bubble on the right, while the intermediate
bronchus was on the left. There was no radiographic evidence of
bronchiectasis or sinusitis. Considering the possibility of a
mislabeled chest radiograph, a repeat was ordered and the find-
ings above were confirmed. Subsequently, physical examina-
tion, electrocardiography, abdominal ultrasonography were car-
ried out. :

Physical examination confirmed the location of the apex
beat at the 5th right intercostal space at the mid-clavicular line.
All other organ systems were normal and these were no clinical
evidence of bronchiectasis or sinusitis. Abdominal ultrasound
showed the liver and gall bladder in the left hypochondrium,
with the spleen right sided. Barium meal and follow through
confirmed the stomach on the right side with the duodenal C-
loop on the left. Electrocardiographic findings were also in keeping
with dextrocardia, however, a reverse (mirror-image) placement
of the precordial leads on the right corrected these abnormalities

but also revealed moderate left axis deviation and T-vave mnver-
sion in the anterior leads.

Discussion

The incidence of situs inversus with dextrocar¢lia or situs
inversus totalis (SIT) has been variously estimated at 1 in 5,000
—35,000 live births® or 1 in 8,0000 from mass adult ra liographic
screening®. Genetic predisposition is considered to re autoso-
mal recessive, with the defect located on the long ar n or chro-
mosome 147, There is no sex predilection; most af ected pa-
tients are asymptomatic and able to lead normal lives. Occa-
sionally there may be chest findings suggestive of bronchiecta-
sis, which is actiologically thought to be due to associ ition with
primary cilliary dyskinesia (PCD)®. Indeed reports ha ve quoted
a 1 in 5 incidence of Katagancr’s syndrome in pat-ents with
situs inversus®.

Apart from chest radiography, methods of inv:stigating
these patients include Electrocardiography (ECG), Ba ium stud-
ies, Computerised Tomography (CT) Ultrasonogriphy and
Magnetic Resonance Imaging (MRI). CT and MRI a1 2 particu-
larly useful in confirming situs inversus with Dextroc: rdia. The
two most partinent features on the ECG in dextrocarcia are the

\

Fig. 4 Shows the changes consistent with dextrocardia which were corrected on reverse (Mirror-Image) placement of the precord al leads.
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p-wave axis and the morphology of the QRS waves on the
precordial leads. ECG findings includes a reversal of the gradual
increase in the amplitude of the R wave over the mid and left
precordial leads; the QRS amplitudes of the right leads are
prominent and they diminish in size over the left precordial
leads'®, The condition of transposition of the viscera, unless
associated with other severe anomalies may remain undetected,
permitting affected patients to lead normal lives. This is sup-
ported by this case that was detected incidentally during a rou-
tine pre-employment medical examination. She had no history
of hospital admissions. Other findings like renal dysjplasia,
pancreatic fibrosis, intrahepatic biliary dysgenesis and other
digestive tract anomalies previously described in other reports'?,
were also not found in this patient. Barium meal only confirmed
visceral transposition with no parenchymal abnormatity.

The ECG findings in our patient were in keeping with a
diagnosis of dectrocardia. Reverse placement of (mirror-image)
of the ECG precordial leads on the right chest resulted in correc-
tion of these features and revealed moderate left axis deviation
and T-wave inversion in the anterior leads suggesting a possible
anterior ischaemia.

Computerised Tomography (CT) and Magnetic Resonance
Imaging (MRI), where available, are the best methods for
demonstrating the mirror anatomy of the vicerain dextrocardia
and situs inversus.

Conclusion

Anincidental finding of dextrocardia with situs inversus is
reported and the need for clinicians to be aware of the peculiar
surgical/medical presentations of this rare condition is high-
lighted.
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