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ABSTRACT: Swyer-James/MacLeod Syndrome (SJMS) is an uncommon disease with the haracteristic 

radiological feature of  "unilateral hyperlucency" due to loss of pulmonary vasculature and air 

trapping. SJMS is considered to be a form of bronchiolitis obliterans that follows viral bronchiolitis 

and pneumonitis. This report describes a rare case of Swyer-James syndrome with dextrocardia 

diagnosed in a 3 years old child during evaluation for recurrent respiratory infections.  
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INTRODUCTION: This syndrome was first described by Swyer and James in 1953 in a 6 years old boy 

who presented with recurrent respiratory infections. The chest radiograph of this patient showed 

relative hyperlucency of the right lung with significant reduction in vascular markings.1 Bronchiolitis 

obliterans leads to reflex vasoconstriction and hypoperfusion causing hypoplasia of pulmonary 

vasculature leading to the development of hyperlucent pathologic lung.2 We described in this article a 

paediatric patient presenting with this uncommon syndrome and dextrocardia.  

 

CASE: A 3 years old girl was admitted for 7 days history of fever and cough (Figure 1). There was 

also, associated hurried breathing with chest indrawing throughout the day even when the child was 

afebrile. She was hospitalised at five months of age for similar episode of illness and had two more 

episodes last year for which she was treated on 0PD basis. She did not have any chronic symptoms 

after these attacks.  

  On examination of respiratory system, she had 44 breaths/minute, with intercostal and 

subcostal retractions and flattened right chest with reduced movements, trachea deviated to the right 

side and decreased breath sounds on the right side with bilateral coarse crackles and rhonchi were 

heard in the lower lung fields. On cardiac examination her apex was felt in the right 4th intercostal 

space medial to midclavicular line with normal character. S1, S2 heard were normal with no audible 

murmur. Other physical findings were essentially normal.  

  Blood tests revealed leucocytosis with anaemia. Mantoux’s test and sputum for AFB and blood 

culture were negative. On chest radiograph, there was a shift of trachea and mediastinum to the right 

side with collapse-consolidation in the RUL. The cardiac shadow was seen on the right side        

(Figure 2). CECT thorax done, showed dextrocardia with D-loop configuration and situs solitus. Mild 

volume loss of right hemi thorax with mildly reduced size of the right main pulmonary artery and 

mild compensatory hyperinflation of the left lung was seen (Figure 3). The radiological appearances 

were suggestive of Swyer-James/MacLeod syndrome.  

  She responded to the medical treatment of I.V antibiotics and nebulisations and was 

subsequently discharged with advice for regular follow-up.  
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DISCUSSION: SJMS presents with variable clinical features.3,4  The usual presentation of this 

syndrome in paediatric population is recurrent respiratory infections. SJMS is generally believed to 

be a post-infectious complication of viral bronchiolitis or pneumonitis acquired during early 

childhood.5  Patients can be completely asymptomatic with hyperlucent lung field being an incidental 

finding on the chest radiograph taken for other indications. The prevalence of SJMS was reported to 

be 0.01% in 17,450 survey of chest radiograph.2 This syndrome is characterized radiographically by 

hyperlucency of a lobe, or the entire lung in the absence of obstructing mass with decreased vascular 

markings. Due to unknown factors it usually involves the left lung.3 Treatment is largely supportive 

with early control of super-added infections along with influenza and pneumococcal vaccination.6 

Here, in our case, with history of recurrent respiratory tract infections, currently presented as an 

episode of pneumonia, was also diagnosed incidentally based on chest radiograph and CT. This case 

was also unusually associated with dextrocardia and situs solitus. 
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