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A Diagnosis of Venous Anomaly With
Dextrocardia by Magnetic Resonance
Imaging and  Transesophageal
Echocardiography
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A 56-year-old woman was admitted with the chief complaint of dyspnea. Chest radiograph and
echocardiography disclosed mirror image dextrocardia with massive pleural effusion. Magnetic reso-
nance imaging (MRI) and transesophageal echocardiography (TEE) revealed dilated coronary sinus and
persistent right-sided superior vena cava which entered the coronary sinus. These findings were compat-

ible with those of digital subtraction angiography.

Anomalies of the venous system must be recognized before surgery because adequate venous drainage
is essential for extra-corporeal circulation. MRI and TEE are noninvasive and useful methods and should
be performed first to detect anomalies of the venous system associated with dextrocardia.
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Fig.1 Chest radiograph

Chest radiograph showing a right-sided and enlarged cardiac
silhouette, a left aortic arch, and a pleural effusion. The gastric
air bubble was located on the right.
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Fig. 2 Transesophageal echocardiograms (TEE)

TEE revealed dilatation of the coronary sinus (CS), a right-
sided azygos vein (R-AZ), and a persistent right-sided superior
vena cava (PRSVC) between the CS and R-AZ.
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Fig. 3

Magnetic resonance imaging (MRI)

A : A PRSVC entered the left atrium via the dilatated CS.
B : The hepatic vein entered the right atrium directly.

PA=pulmonary artery; LA=left atrium; RA =right
atrium; LV =left ventricle; HV =hepatic vein; IVC=in-
ferior vena cava. Other abbreviations as in Fig. 2.
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Fig.4 Abdominal echograms

A: The hepatic vein entered the RA directly.
B: Varix formation of the inferior vena cava was also detected.

Abbreviations as in Fig. 3.

Fig. 5 Digital subtraction angiograms

R-AZ fed the CS via the PRSVC.
SVC=superior vena cava. Other abbreviations as in Figs. 2—4.
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Fig. 6 Schema of venous anomaly

FV=femoral vein. Other abbreviations as in Figs. 2-5.
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