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Introduction:-

The chilaiditi syndrome is a pathology characterized by the interposition of the small or colonic intestines in the
space between the underside of the diaphragm and the liver [1,2]. The first clinical description dates back to 1865 by
Cantini, but the first radiological diagnosis was made by a Greek radiologist, Dr. Demetrius Chilaiditi, who
described 3 cases in 1910 [3]. It is a rare entity, found incidentally on radiographic examinations, with an incidence
of 0.3% on chest radiographs and 2.4% on CT scans. Its incidence is estimated between 0.025 to 0.28% worldwide
[4,5]. The male sex is more affected than the female sex. This pathology is more common in the elderly; it is rare in
children [5,6,7]. And no case to our knowledge has been reported on this syndrome in Bamako. In this article, we
report a rare case of Chilaiditi syndrome in a young male subject, the purpose of which is to provide the diagnostic
and etiological interest of computed tomography and the complications related to Chilaiditi syndrome.

Observation:-

We bring the case of a young 39-year-old male patient, a worker by trade, who was admitted to the radiology
department of the medical clinic 'les Etoiles' in Bamako, for carrying out abdominal computed tomography in the
context of occlusive syndrome, abdominal pain and acute urinary retention. The patient brings a notion of surgery 3
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months ago for acute appendicitis with appendectomy. Abdominal computed tomography performed without and
with injection of arterial, portal and late contrast product revealed: the presenceof an interposition of distended small
bowel loops in the right inter-hepato-diaphragmatic extending into the iliac fossa on the same side evoking the

syndrome of chilaiditi (Figure 1).

Figure 1:- (A and B) CT in axial reconstruction after injection of contrast medium showing the interposition of the
loops in the right inter-hepato-diaphragmatic area.

The dilation of the hazel loops measured 49 mm in diameter, seat of hydro-aeric levels (Figure 2) upstream of a
transition zone (stenosing thickening of the walls of the loops with infiltration of mesenteric fat) (Figures 3 and 4) in

favor of of a small bowel obstruction on flange.

Figure 2:- ( and B) Abdominal CT in axial reconstruction after injection of PDC shows dilation of the small bowel
loops located at the hydro-aeric level evoking an intestinal obstruction.
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Figure 3:- (A and B) Abdominal CT in axial (A) and sagittal (B) reconstruction after injection of contrast product
showing the transition zone upstream of small intestine dilatation.

Figure 4:- Abdominal CT in axial reconstruction showing adhesion with infiltration of mesenteric fat blue arrow.

There was no pneumoperitoneum. We also found a dilation of the right colon measuring 68 mm in anteroposterior
diameter up to the transverse colon with a flat aspect of the left colon and the left colonic angle. He had no parietal
pneumatosis, no renal bladder abnormality, no prostatic hypertrophy. The liver being pushed down appeared normal
homogeneous without focal lesion (Figure 1). No effusion or deep abdominal lymphadenopathy was found either.
The other intra-abdominal organs were intact. The presence of bilateral basal bronchopneumonopathy was noted on
the sections taken at the level of the thorax (Figure 5).
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Figure 5:- Foci of bilateral basal lung disease.

A laparotomy was performed on day 2, confirming the chilaiditi syndrome with a tumor of the transverse colon
responsible for right colonic and upstream small bowel obstruction, thus promoting incarceration of the distended
intestinal loops between the liver and the right diaphragm. Parieto-jejunal adhesions found.

The evolution was favorable with a flexible abdomen and disappearance of abdominal pain and a resumption of
correct transit.

Discussion:-

Chilaiditi syndrome is a rare condition affecting more elderly male subjects but much rarer in older subjects and
children [8]. We have not encountered many cases in the literature, not least in Mali. Our 39-year-old is a first case
in Bamako, Mali. The etiologies are numerous including cirrhosis [9], chronic constipation, increased abdominal
pressure (pregnancy) [2], obesity [10], enlargement of the bases of the rib cage due to pneumopathy chronic
obstructive tissue with a large space in which colon ingrowth can occur [8]. Our case presented a bilateral basal
pneumonopathy which could be its etiology since we had discovered during the exploratory surgery a tumor of the
transverse colon responsible for the intestinal obstruction.Numerous risk factors have been identified: hepatic
(ascites, abnormality or absence of the falciform ligament), diaphragmatic (diaphragmatic paralysis), colic
(abnormality or absence of the suspensory ligaments of the colon, dolichocolon and colonic dilation) other (bed rest,
respiratory failure, aerophagia, neuroleptic treatment)[11].

Anatomopathology:

The transverse colon followed by the right colic angle which are the most common segments of the colon interposed
between the liver and the diaphragm or the abdominal wall, however the interposition of the small intestine is also
reported [2-12 ]. It was the small intestine that was incarcerated in the right inter-hepato-diaphragmatic in our case,
but there was also right colonic dilation and a tumor of the transverse colon.

Clinical:

The association of clinical manifestations linked to this positional anomaly (abdominal pain, vomiting, anorexia and
constipation) is called Chilaiditi syndrome [4]. Although many authors have reported that chilaiditi syndrome was
asymptomatic [7, 13, 14], in our case we noted abdominal pain, gas and gastric arrest. Several authors have reported
similar signs [14, 15, and 16]. We did not note respiratory signs despite the presence of bilateral basal pneumonia.

Imaging:

Chilaiditi syndrome on radiological images requires the presence of the following criteria: the right diaphragmatic
hemi-cupola must be elevated above the liver by the intestine, the colon must be distended with air illustrating a
pseudo- pneumoperitoneum and the upper margin of the liver should be lowered below the level of the left
diaphragmatic hemi-cupola [17]. Conventional X-ray can make the diagnosis but CT remains the best radiological
examination of certainty to highlight intestinal incarceration in inter-hepato-diaphragmatic. In our case, an

801



ISSN: 2320-5407 Int. J. Adv. Res. 10(09), 798-803

abdominal X-ray without preparation (ASP) had not been performed. The abdominal CT scan was performed which
then confirmed the diagnosis of chilaiditi syndrome, evoked the probable etiology (bilateral basal pneumopathy
and/or tumor of the transverse colon) and possible complications (small bowel obstruction). Abdominal ultrasound
can be performed to confirm the presence of gas in the hepato-diaphragmatic space [2]. Our patient did not then
benefit from ultrasound due to the clinical urgency of an occlusive syndrome. We preferred to go directly to the CT
scan, which is recommended to establish a definitive diagnosis in case of doubt on the X-ray and ultrasound [2].

Differential diagnosis:

Right diaphragmatic hernia, pneumoperitoneum and subphrenic abscess that can lead to surgical explorations [18].
Computed tomography of which makes it possible to rectify doubts about Chilaiditi syndrome and to raise possible
complications such as occlusion (by volvulus or adhesion) or even ischemic necrosis [11]. Our case had no sign of
parietal necrosis.

Treatment:

Treatment of chilaiditi syndrome is often conservative consisting of hydration, decompression, laxatives and
observation [2]. Repetitive radiographic checks are necessary. But if the pain persists with development of signs of
acute abdomen, the operation is indicated [2, 19]. In Huang's series [17], 25% of patients underwent surgical
correction. In our clinical case, the surgical intervention allowed the correction and the discovery of the tumoral
process of the right colic angle.

Conclusion:-

Chilaiditi syndrome, although rare in the general population, deserves to be thought about and mentioned in patients
with signs of intestinal obstruction syndrome despite the large number of differential diagnoses and contributing
factors. Abdominal computed tomography makes it possible to make a reliable diagnosis, to seek its etiologies, its
complications and the associated pathologies finally to consider a correct surgical management without surprise.

Reference:-

1-Abdourahmane Ndong et al. Le signe de Chilaiditi: un piége diagnostique & ne pas méconnaitre : Images in
medicine | Volume 2, Article 69, 25 Feb 2020 | 10.11604/pamj-cm.2020.2.69.21314

2-Safai K, Sodji M, Kapella M, Maubon A, Servaud M, Aubard Y. Syndrome de Chilaiditi responsable d'une
occlusion avec nécrose du gréle apres une césarienne: cas princeps. GynecolObstetFertil. 2006 Jun;34(6):5069.
PubMed | Google Scholar

3-Chilaiditi D.On the question of hepatoptosis ptosis and generallyin the exclusion of three cases of temporary
partial liver displace-ment.FortschrGebRdntgenstrNuklearmed 1910;11:173-208.

4-Adéyéemi B, et al. Le signe de chilaiditi. Journal d'imagerie diagnostique et interventionnelle(2020),
https://doi.org/10.1016/j.jidi.2020.11.005© 2021 Elsevier Masson SAS.

5-Sangwa MilindiCedrick et al. Syndrome de Chilaiditi chez un nouveau-né, a propos d’un cas The Pan African
Medical Journal - ISSN 1937-8688. http://www.panafrican-med-journal.com/content/article/19/239/full/ P1-5

6. EICinCN, Erdem G, Tasgi I, et al. Respiratory distress, constipation and acute myocardial infarction in
associa—tion with chilaiditi’s syndrome: a case report. Anatol J ClinInvestig. 2008; 2(4): 167-70. PubMed | Google
Scholar

7- London D, Sestopal-EpelmanM, LeboviciO. Chilaiditi's syndrome in an infant: bowel loops mimicking
mass lesions onsonography. Pediatric Radiology.1995; 25 (1): 238-9. PubMed Google Scholar

8- TangriNitin, Singhal Sameer, Sharma Priyanka, Mehta Dinesh, BansalSachin, BhushanNeeraj,
SinglaSulbha, Singh Puneet. Coexistence of pneumothorax and chilaiditi sign: a case report. Asian Pac J Trop
Biomed. 2014; 4(1): 75-77. PubMed |Google Scholar

9-Haddad CJ, Laclé J.Chilaiditi’s syndrome: a diagnostic challenge. Postgrad Med.1998; 9(4):249-50.
PubMed | Google Scholar

10-Murphy JM, Maibaum A, Alexander G, Dixon AK. Chilaiditi's syndrome and obesity.Clin Anat.
2000;13(3):181-4. PubMed| Google Scholar

11- M. Baque - J. Cohen-Bittan - J. Boddaert. Le signe de Chilaiditi, un piége diagnostique : Ann. Fr. Med.
Urgence (2017) 7:61-62 DOI 10.1007/s13341-017-0712-x

12- Majumder S. Hepatodiaphragmatic interposition of small bowel loop: a rare cause of Chilaiditi's syndrome.
J GastroenterolHepatol. 2013; 28(8):1253. PubMed | Google Scholar

802



ISSN: 2320-5407 Int. J. Adv. Res. 10(09), 798-803

13- Cetin D, Unubol M, Soyder A, Guney E, Coskun A, Ozbas S, et al.Coexistence of multiple endocrine
neoplasia Type 2B and Chilaiditi sign: a case report. Case Rep Endocrinol. 2012; 2012: 360328. PubMed | Google
Scholar

14-Orangio, Fazio VW, Winkelman E, McGonag BA. The Chilaiditi’s syndrome and associated volvulus of the
transverse colon An indication for surgical therapy. Dis Colon Rectum. 1986; 29(10): 653-6. PubMed | Google
Scholar

15-Ramesh Parmar C, DevkumarSahu R, MilindTullu S, Bavdekar S B. Viscerohepatodiaphragmatic
interposition  (Chilaiditi's syndrome) in a child.Journal of the Indian Medical Association. 2004; 102(2):100-1.
PubMed | Google Scholar

16-Plorde JJ, Raker EJ. Transverse colon volvulus and associated Chilaiditi’s syndrome: case report and
literature review. Am JGastroenterol. 1996; 91(12): 2613-6. PubMed | Google Scholar

17-Gupta PP, Agarwal D. Medical image: Chilaiditi syndrome. N Z Med J. 2011; 124 (1345):81-3. PubMed |
Google Scholar

18-Moaven O, HodinRA.Chilaiditi syndrome: A rare entity with important differential diagnoses.
GastroenterolHepatol (2012) 84:276 — 8

19- Altomare DF, Rinaldi M, Petrolino M, et al.Chilaiditi’s syndrome: successful surgical correction
by colopexy. Tech Coloproctol. 2001 Dec;5(3):173-5. PubMed | Google Scholar.

803



