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Chilaiditi Syndrome: A Rare Cause of Shortness
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ABSTRACT

Introduction: Chilaiditi syndrome is a rare condition in which a segment of the small or large intestine is interposed in between
the diaphragm and the liver. This case report presents a patient who was admitted to the Department of Emergency Medicine,
Turgut Ozal Medical Center with complaints of respiratory distress and abdominal pain and then diagnosed with Chilaiditi
syndrome.

Case Report: An 81-year-old female patient was admitted to the emergency department with complaints of difficulty in breathing
and abdominal pain. The patient’s anamnesis indicated that difficulty of breathing increased when she had abdominal pain.
There was no defense or rebound, but sensitivity was observed on abdominal examination. Other system examinations were
normal. Abdominal ultrasonography performed on the patient was also normal. A dynamic thorax-abdominal tomography
was obtained in terms of differential diagnosis of the patient who had abdominal pain. In the dynamic thorax-abdominal
tomography of the patient, loops of the colon were visualized in the vicinity of the liver anterior segment, and these images
indicated with Chiliaditi syndrome.

Conclusion: As a result, when the causes of shortness of breath and abdominal pain are investigated, Chiliaditi syndrome
should be considered as a differential diagnosis.
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Introduction

Chilaiditi's syndrome is a rare condition characterized by the interposition of the small or large (usually) intestinal loop between
the diaphragm and the liver and usually diagnosed incidentally. It is typically asymptomatic, but it can be associated with symp-
toms ranging from intermittent, mild abdominal pain, nausea, vomiting, and loss of appetite; constipation; dyspnea; and chest
pain (1). This case report presents a patient who was admitted to the emergency department with complaints of respiratory
distress and abdominal pain and then diagnosed with Chilaiditi syndrome.

Case report

An 81 year-old-female patient was admitted to the emergency department with a 24-h shortness of breath and abdominal
pain. She had chronic obstructive pulmonary disease previously. On examination of her vital signs, her blood pressure was
123/87 mmHg, heart rate was 110 beat/min, respiratory rate was 15/min, fever was 36°C, and oxygen saturation was 96%. Physi-
cal examination revealed distension and diffuse abdominal tenderness, but there was no rigidity and rebound tenderness. The
other system examination findings were all normal.
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FIGURE 1. Colonic gases on plain abdominal radiography

FIGURE 2. Loops of the colon observed between the liver and the
right hemi diaphragm on abdominal computed tomography

Complete blood count and blood biochemistry were within the
normal range except for the following: aspartate aminotransferase,
65 U/L; alanine aminotransferase, 81 U/L; gamma-glutamyltrans-
ferase, 112 U/L; and lactate dehydrogenase, 475 U/L. Arterial blood
gases and D-dimer were within the normal range. Plain chest and
direct abdominal radiography and abdominal ultrasonography
(USG) were performed. Only some colonic gases were observed on
direct abdominal X-ray (Figure 1). A dynamic thorax and abdominal
computed tomography (CT) was performed for differential diag-
nosis. It demonstrated gas-filled proximal transverse colonic lumen
between the right hemi diaphragm and the liver (Chilaiditi sign)
(Figure 2), and it was reported as Chiliaditi syndrome by the radiolo-

gist. The patient’s complaints were relieved with intravenous fluids
and bowel decompression, and she was discharged after 2 days of
follow-up.

Discussion

Chilaiditi syndrome was first defined as a hepatodiaphragmatic in-
terposition of the colon or small bowel by a Viennese radiologist
named as Demetrius Chilaiditi in 1910 (2). The incidence increases
with age, and the male/female ratio is 4/1 (3). This syndrome is a
rare condition and is diagnosed incidentally. In the literature, it has
been reported between 1.18% and 2.40% with abdominal CT and
between 0.025% and 0.280% in plain chest and abdominal films (4).

Chilaiditi syndrome is usually asymptomatic, but it can have numer-
ous clinical symptoms, such as abdominal pain, distention, nausea,
vomiting, flatulence, changes in bowel habits, chest pain, arrhyth-
mia, shortness of breath, and respiratory distress (4). Our patient was
admitted to the emergency department with abdominal pain and
shortness of breath.

Chilaiditi syndrome may possibly lead to unnecessary exploratory
laparotomies with a confusion of such cases as diaphragmatic
hernia, subdiaphragmatic abscesses, or bowel perforation (5).
Differential diagnosis of perforation of the hollow viscus organ,
which is an emergency situation, should be made in the presence
of right infradiagraphmatic air. CT is very important for confirming
and differential diagnosis (6). The differential diagnosis of other
diseases was made before the diagnosis of this syndrome in this
case, and the diagnosis of the patient was determined by abdomi-
nal CT.

Conservative treatment is provided for symptoms of the disease, but
surgical intervention is indicated when life-threatening complica-
tions occur (7). This syndrome, which is usually benign, can progress
and even lead to death (7). In the present case, conservative treat-
ment was performed after the diagnosis of Chiliaditi syndrome, and
the patient was discharged after her symptoms were resolved.

Conclusion

Itis very important to distinguish between the diseases that require
urgent intervention, particularly perforation of the hollow viscus
organ, and Chilaiditi syndrome so that unnecessary examinations
and surgical interventions are not performed on the patients. As a
result, while the causes of shortness of breath and abdominal pain
are investigated, Chiliaditi syndrome should be considered as a dif-
ferential diagnosis.
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