
Introduction  
 
The stomach is positioned on the right side of the 

abdomen in isolated dextrogastria, a rare congenital 
abnormality. Other congenital malformations, like as 
heart problems, intestinal atresia, and situs inversus, 
are frequently associated with this condition. It is be‑
lieved that the prevalence of isolated dextrogastria 
is fewer than 1 in 10,000 live births. Although pre‑

natal ultrasonographic screening has boosted the 
discovery of isolated dextrogastria in utero, reports 
of this defect in live‑born newborns remain scarce.  

We present a 30‑year‑old primigravida with soli‑
tary dextrogastria and an abdominal cyst. The pa‑
tient was examined with periodic ultrasonographic 
screening throughout her pregnancy and delivered 
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Abstract 
 
Isolated dextrogastria is an uncommon congenital abnormality defined by rightward stomach rotation. 

Although it was usually thought to be a harmless discovery with no long‑term implications, potential con‑
nections with other congenital malformations have been documented. In our case, a 30‑year‑old primi‑
gravida's fetus with isolated dextrogastria and an abdominal cyst gave birth at 38 weeks of pregnancy and 
later received a biliary atresia diagnosis. This case report contributes to the expanding collection of liter‑
ature on solitary dextrogastria and highlights the importance of ongoing monitoring for any related anom‑
alies and long‑term repercussions. 
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to a female infant at 38 weeks of gestation. 
This case highlights the importance of routine ul‑

trasonographic screening during pregnancy to iden‑
tify and monitor fetal anomalies. It also highlights the 
need for further investigation into the etiology and 
management of isolated dextrogastria with associ‑
ated anomalies. In this paper, we describe the prena‑
tal and postnatal management of our case, we review 
the literature on isolated dextrogastria and discuss 
the clinical implications of this rare congenital anom‑
aly. Moreover, we try to contribute to the growing 
body of the literature by highlighting the importance 
of ongoing surveillance for long‑term outcomes in 
pregnant women. 

Case presentation 

We present the case of a 30‑year‑old primigravida 
who was referred to our fetal medicine unit at 12 
weeks of gestation due to a detected abnormality on 
her ultrasound scan. Her nuchal translucency was 
calculated as 2mm and her pregnancy‑associated 
plasma protein‑A (PAPP‑A) levels were 1,102 MoM. 
A 7x5x5mm abdominal cyst was also detected dur‑
ing the ultrasound examination. The patient under‑
went fetal echocardiography, amniocentesis, and 
growth scans every three weeks to monitor for any 
additional anomalies (Figure 1, 2). 

At 20 weeks of gestation, a fetal ultrasound con‑ 
firmed isolated dextrogastria with a normal appear‑ 
ing heart and no other associated anomalies (Figure 
3). The abdominal cyst was still present but had not 
grown in size. The patient was counseled about the 
potential implications of isolated dextrogastria and 
the need for continued fetal monitoring. 

The patient was examined with regular ultra‑
sounds for the whole duration of her pregnancy to 
measure fetal growth and development. Due to 
breech presentation, the patient had a scheduled ce‑
sarean procedure at 38 weeks of gestation and de‑

livered to a healthy female infant weighing 2,900 
grams. On physical inspection, the newborn was 
found to have no apparent defects after being 
checked postnatally. However, at the third day of life, 
the infant had increased LFTs (Direct bilirubin: 
3,24mg/dL / GGT: 661 U/L) and jaundice and was 
transferred to a tertiary neonatal unit. A series of ex‑
aminations showed biliary atresia. The examinations 
realized, were elastography, 2 days after the birth, 
with increased rates reaching 12kPa and abdominal 
ultrasound. The U/S revealed a gallbladder con‑
nected with a thin duct with a cystic formation meas‑
uring 1,95x1,5cm, which cannot be seen to have an 
obvious communication with extrahepatic bile ducts. 
Moreover, the spleen was in the right hypochon‑
drium with a multilobular morphology and a total 
longitudinal axis of 4cm, possibly due to polysplenia. 
The stomach was located on the right. In the context 
of heterotaxy, the position of the great vessels of the 
abdomen was also reversed with the inferior vena 
cava being checked to the left of the aorta. The infe‑
rior vena cava was not discernible, as far as it was 
checked, in its upper intrahepatic part. Furthermore, 
she underwent a Kasai procedure at 4 months of age, 
which successfully restored bile flow. Genetic testing 
for common genetic causes of biliary atresia, such as 
Alagille syndrome and progressive familial intrahep‑
atic cholestasis, was negative. 

Discussion with the parents did not reveal any fa‑
milial history of congenital anomalies, and the pa‑
tient was discharged home in stable condition. 
Follow‑up evaluations at 1 year of age and 2 years of 
age showed normal growth and development, with 
no further evidence of biliary atresia. 

In summary, we present a case of a 30‑year‑old 
primigravida with isolated dextrogastria and an ab‑
dominal cyst, who underwent routine fetal monitor‑
ing and delivered a healthy female infant. The 
postnatal diagnosis of biliary atresia highlights the 
importance of continued surveillance for potential 
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long‑term consequences of isolated dextrogastria, as 
early postnatal diagnosis is very important. Further 
research is needed for better understanding of the 
association between isolated dextrogastria and other 
congenital anomalies, as well as the potential genetic 
basis of this rare condition. 

Discussion 

Dextrogastria is an extremely uncommon congen‑
ital defect that is typically regarded as being com‑
pletely harmless and having no long‑term 
repercussions.1 Despite this, probable connections 
with various congenital malformations have been 
documented, including intestinal malrotation, situs 
inversus, and congenital heart problems.2,6 Several 
recent studies have stressed the need for constant 
monitoring to detect anomalies and anticipate con‑
sequences.3,4,7 

It is uncertain what causes solitary dextrogastria, 
however it is likely to be the result of a deviation in 
the regular embryonic spinning of the midgut.8 As 
isolated dextrogastria has been identified in popula‑
tions with an inheritance of congenital anomalies9, 
genetic factors could play a role. In addition to pos‑

sible connections with additional congenital anom‑
alies, isolated dextrogastria has also been linked to 
an elevated likelihood of gastrointestinal complica‑
tions, such as gastroesophageal reflux disease and 
peptic ulcer disease.10 

In our case, routine fetal monitoring enabled early 
detection and treatment of accompanying anomalies, 
involving an abdominal cyst and biliary atresia. Bil‑
iary atresia is an extremely uncommon form of con‑
genital defect that is defined by the constriction of 
the bile ducts. The liver could suffer long‑term dam‑
age if this illness is not treated. One in eighteen thou‑
sand and one in twenty thousand infants are 
estimated to have biliary atresia, according to cur‑
rent studies.11 Despite the fact that the precise cause 
of biliary atresia is unknown, it is widely admittable 
that a combination of inherited and environmental 
factors contribute to the disorder.12 Our example 
demonstrates the significance of ongoing monitoring 
for the potential existence of abnormalities. The rel‑
evance of fast review and supervision of any anom‑
alies found is highlighted. 

Magnetic resonance imaging (MRI) and three‑di‑
mensional ultrasound have also been investigated as 
potential tools for the diagnosis and management of 
isolated dextrogastria in recent studies.12,13 The use 
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Figure 1. A 7x5x5mm abdominal cyst was detected during the 
nuchal translucency at 12 weeks of gestation. Fetal echocardio‑
graphy and amniocentesis followed and both revealed no ab‑
normalities.

Figure 2. The abdominal cyst and the stomach in the right.



of three‑dimensional ultrasound has been validated 
for diagnosing isolated dextrogastria, particularly in 
situations where a conclusive response cannot be 
achieved using conventional two‑dimensional ultra‑
sonography. This is especially important in cases 
where 3D ultrasonography can shed light that 2D im‑
aging cannot.13 Ultrasound is the gold standard for 
diagnosing isolated dextrogastria, however MRI has 
proven to be an essential supplement in cases where 
other abnormalities are suspected.13 

In order to identify and treat related disorders in 
newborns diagnosed with isolated dextrogastria, we 
advise clinical practices to implement comprehen‑
sive and ongoing postnatal monitoring based on the 
results of this case. Multidisciplinary follow‑up is 
also required to address long‑term issues and en‑
hance patient outcomes. 

Conclusion 

Isolated dextrogastria is a rare congenital anomaly 
that is typically considered a benign finding with no 
long‑term consequences. Recent investigations have 
underlined the significance of ongoing surveillance 
for related malformations and long‑term repercus‑
sions, and there have been reports of possible corre‑

lations with additional congenital defects. The po‑
tential for related anomalies like biliary atresia is 
highlighted in our instance, highlighting the impor‑
tance of timely diagnosis and care of any discovered 
anomalies. Further research is needed to fully under‑
stand the etiology of isolated dextrogastria and to 
identify potential long‑term consequences and opti‑
mal management strategies. 
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Figure 3. The heart is correctly depicted with a left axis (fetal 
station is breech) while the stomach is placed on the right side.
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