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Introduction 

Situs Inversus is a condition which affects all major structures 
within the thorax and abdomen. Generally, the organs are sim-
ply transposed through the sagittal plane. If  the heart is shifted 
to the right side of  the thorax along with mirror imaging of  in-
tra abdominal organs, it is known as situs inversus totalis (1 in 
10,000 of  the general population) and the associated anatomical 
and functional defects are less. If  the heart remains on the normal 
left side of  the thorax, a much rarer condition (1 in 22,000), it is 
known as situs inversus incompletes, and there will be multiple 
cardiac defects associated with this condition. The chromosomal 
or embryological defect that causes Situs inversus is not know but 
it is considered as an autosomal recessive genetic condition, which 
can be X-linked. 

Case Report

A four year old male child born out of  a non consanguineous mar-

riage was admitted for evaluation of  recurrent episodes of  respir-
atory infections and dyspnea on exertion. Child was a known case 
of  congenital heart disease diagnosed in the first month of  life 
and no further follow up study was done. There was no history of  
cyanosis or pedal edema. No history of  developmental delay and 
child was immunized up to the age. On admission the patient had 
upper respiratory infection, stable vital signs. On cardiovascular 
system examination apex beat palpated on 5th intercostal space 
1cm medial to left midclavicular line. Pansystolic murmur heard 
on tricuspid area and ejection systolic murmur heard on aortic 
and mitral areas. On abdominal examination abnormal liver dull-
ness and Traubs space dullness was found and child was evaluated 
with abdominal ultrasonography, which showed intra-abdominal 
mirror imaging of  all the solid organs and vessels. This finding 
was followed by chest X-ray which showed centrally placed heart 
and prominent pulmonary artery and infiltrates. ECG showed si-
nus tachycardia with right axis deviation and abnormal wave pat-
tern in all leads. Clinically child became stable in two days and 
echocardiography was done for the child who showed Mesocardia 
with congenitally corrected transposition of  great arteries, bidi-
rectional VSD and severe valvular pulmonary stenosis. Child was 
discharged with oral digoxin and potassium supplementation. 
Patents were advised to have monthly follow up and corrective 
surgery for the child.

Complete Blood Count 
Total Count      : 15870 cells/cu mm                      
Neutrophil        :  40 %                                   
Lymphocyte     :  52 %                                   
Monocytes       :   05 %                                   
Eosinophils      :   03 %
Haemoglobin    :13.6 gms%,  PCV : 40.9 %   MCV-74fl,   MCH 
-24.7 Pg,  MCHC- 33.3%
Platelet Count  : 3.39 lakhs /cu  mm

Abstract

A ten year old male child having congenital heart disease admitted with recurrent history of  respiratory infection. ECHO cardioraphy 
showed Mesocardia, congenitally corrected TGA, bidirectional VSD and severe pulmonary valve stenosis.On sonographic evaluation 
showed intra-abdominal mirror imaging of  all the solid organs and vessels which was suggestive of  a rare presentation of  Sinus inverses 
with Mesocardia. Corrective surgery as pulmonary valve balloon dilation or valvuloplasty and vestricular septal repair has to be done to the 
child for better morbidity and reducing the mortality risk. This anomaly complicates the diagnosis and management of  acute abdominal 
conditions like appendicitis, diverticulitis and biliary colic.
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Echocardiography and Colour Doppler Report

CHD- Situs Inverses d-loop Ventricle, Mesocardia
Congenitally corrected Transposition of  Great Arteries
LA RVAorta
RALVPulmonary artery
Doubly Committed VSD (1.1 cm) with Bidirectional shunt
Severe Valvular Pulmonary Stenosis with gradient of  92 mmHg
No PDA. No coarctation of  aorta
RA/LV dilated
Good biventricular function 
Right aortic arch

Abdoinal Ultrasonography Report

Situs Inversus Totalis
No abnormalities detected in abdominal organs

Electro Cardiography Report

Heart rate: 136/ min
Rhythm : sinus rhythm
Right axis deviation
PR interval- 0.16 sec   RR interval- 0.48 sec QRS interval- 0.08 sec 
P wave- 0.08 sec   Q wave-0.08 sec
R wave progression present
Biphasic P wave in lead one, aVR and V6
Tall R wave in lead one and two

Conclusion

It is an extremely rare condition to have Mesocardia in a patient 
with Situs Inversus. This case gives an account that mesocardia 
can present with multiple cardiac defects similar to situs inversus 
incompletes.
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