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Case Report
A 31-year-old female, G3p2l2 was presented with history of 8 and 
half month amenorrhea with backache and breathlessness since 2 
days. Breathlessness was insidious in onset and progressive, even 
on walking some distance. There was no history of orthopnea 
or paroxysmal nocturnal dyspnea. In past, prior to her previous 
pregnancy she was diagnosed with dextrocardia. She had two 
normal vaginal deliveries, both were alive and healthy. Both intra-
partum and post-partum period were uneventful. Her first girl 
baby was four-year-old and inter-pregnancy period between 2nd 
and 3rd one was one and half year. In her family, her grandmother 
had dextrocardia and her father also died due to some cardiac 
disease.

On examination, patient was found conscious and well oriented to 
time, place and person. On general physical examination, she was 
very pale, had a pulse of 60/min, which was regular, with average 
volume, Blood Pressure (BP) of 100/60mmHg. Her Jugular Venous 
Pulse (JVP) was normal; RR-24/min, pedaloedema 1+, no cyanosis 
and clubbing. There were no signs of Congestive Cardiac Failure 
(CCF) and Chest examination was normal. On cardiovascular 
examination, the apex was present in the 6th Intercostal Space 
(ICS) on the right side and a systolic murmur (2/6 grade) heard 
over right parasternal border.

On investigation, her haemogram was normal except Hb-6.5 
gm/dl with reduced MCV/MCH/MCHC. The peripheral smear 
showed microcytic hypochromic picture making diagnosis of iron 
deficiency anaemia. Other blood and urine investigations were 
normal. ECG showed right axis deviation. A 2D Echo Doppler 
[Table/Fig-1] showed dextrocardia /acyanotic heart disease along 
with large ostium secundum ASD 42mm,  moderate pulmonary 
artery hypertension,  normal biventricular function associated with 
moderate tricuspid regurgitation. Diagnosis of situs inversus was 
confirmed by ultrasound abdomen in which all visceral organs 
were inversely rotated [Table/Fig-2]. Obstetric sonography made 
diagnosis of severe oligohydramnios.  Chest x-ray and CT which 
were done pre-pregnancy but after her first delivery confirming 
dextrocardia and situs inversus in 2012 [Table/Fig-3-5].

Patient was transfused 2 unit of packed cell volume under lasix 
coverage. She was kept in ICU care. She maintained her saturation 

on oxygen and Betamethasone coverage was done. CVP, Pulse, 
BP, RR, Spo2, ECG, input/output were monitored. Patient kept 
propped up and spontaneously went into labor. Concentrated 
syntocinon was given to augment labor in view of delayed progress 
and oligohydramnios. Patient had pre-term normal vaginal delivery 
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ABSTRACT
Situs inversus is a rare congenital anomaly, which is characterized by right sided heart (Dextrocardia) and inversely rotated visceral 
organs of abdomen. In present case, the patient reported with G3p2l2, 34 weeks of gestational period along with breathlessness 
accompanied and labour pains. On further investigation, she was diagnosed as dextrocardia with situs inversus and moderate pulmonary 
artery hypertension along with severe iron deficiency anaemia. Patient had normal vaginal delivery with intra-partum and post-partum 
period. Normally, any patient having situs inversus has a normal life expectancy and is not associated with any significant morbidity or 
mortality.

[Table/Fig-1]: 2D echocardiography showing atrial septal defect.

[Table/Fig-2]: Ultrasound of abdomen showing liver on the left side.
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of female baby of average weight 2.5 kg. Her intra-partum and 
post-partum period was normal.

Discussion
Dextrocardia with situs inversus is defined as right sided heart 
along with all inversely rotated visceral organs (mirror image) [1]. It 
is a rare disease with incidence rate of 1/10,000 live births [2,3]. 
Autosomal mode of inheritance is seen with dextrocardia, along 
with equal ratio seen in both gender [4].

Dextrocardia with situs inversus remains asymptomatic and 
normally remains undiagnosed unless diagnosed incidentally while 
investigating for another ailment. In our case, the diagnosis was 
made during investigation of cause of severe iron deficiency anaemia 
and associated respiratory problem. The common congenital 
cardiac anomalies associated by dextrocardia with situs inversus 
are atrial situs solitus (93%), discordant AV connection (44%), and 
discordant Ventriculo-Atrial (VA) connection (30%). Congenitally 
corrected Transposition of Great Arteries (TGA) occurs in less than 
1% of all forms of congenital heart disease [5]. Certain congenital 
anomalies such as polysplenia (left isomerism)/asplenia (right 
isomerism) or Kartagener's syndrome (primary ciliary dyskinesia 
often leading to infection of the paranasal sinuses and lungs) are 
known to occur [6]. About 25% of individuals with situs inversus 
have an association with Primary Ciliary Dyskinesia (PCD). Situs 
inversus with PCD together known as Kartagener syndrome 
characterized by the triad of situs inversus, chronic sinusitis and 
bronchiectasis [7]. More complex cardiac malformations can also 
be associated with dextrocardia, such as tricuspid atresia single 
ventricle and double-outlet or double-inlet ventricles [8]. However, 
our patient did not have any of these abnormalities. 

Jain et al., reported a case of situs inversus with dextrocardia, 
Lutembacher's syndrome and pericardial effusion. The pericardial 
effusion was acquired and was tubercular in aetiology [9]. There 
have been numerous reports [10-12] till date describing the 
presence of rheumatic MS with dextrocardia and/or situs inversus. 
Ultrasongraphy or radiography can be used for confirmation of 
associated complications with situs inversus [13]. A case report 
reported in year 2013[14] that child having dextrocardia and situs 
inversus with multiple congenital heart anomalies, born from 
a diabetic mother have been rarely described in literature. For 
definitive diagnosis of situs inversus with dextrocardia is Computed 
Tomography (CT) as this provides an excellent anatomic detail 
and magnetic resonance imaging is reserved for patients with 
associated cardiac abnormalities [15,16]. ECG can confirm the 
medical diagnosis of the two forms of dextrocardia. ECG can 
show inversion of the electrical waves and is considered one of the 
best diagnostic test option. Pregnancy which are complicated by 
isolated dextrocardia do not have significant effect on the disease 
or vice-versa unless complicated by other complications, however 
small for gestational babies should be watched [17].

The treatment for dextrocardia with situs inversus is usually 
supportive. Generally, patients may live a normal life without 
any complaints. The prognosis and treatment varies and usually 
depends on the condition and its associated cardiac abnormalities 
and complications. Affected families may benefit from genetic 
counseling.

Conclusion
Situs inversus with dextrocardia patients have normal life span 
and uncomplicated life, unless it is complicated with structural and 
functional defects.
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[Table/Fig-3]: Chest X-ray showing dextrocardia. [Table/Fig-4]: Axial CT image showing situs inversus (liver and IVC on the left, spleen and aorta on the right). 
[Table/Fig-5]: Axial CT image showing dextrocardia and situs inversus.
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