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Abstract  Case Report 
 

Chilaiditi syndrome is a radiological manifestation of a large bowel interposition between the liver and right 

hemidiaphragm that associated with gastrointestinal symptoms, We report a case of 50-year-old woman with no 

particular pathological history who presented to the emergency room with a presentation of pyloric stenosis, The 

presence of Chilaiditi signs can be caused by an abnormality of either liver, colon or right hemidiaphragm that leads to 

sub-diaphragmatic space enlargement or intestinal hypermobility. Computed tomography imaging is the best diagnostic 

modality. Conservative treatment is the first line in management. 
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INTRODUCTION 
Chilaiditi syndrome is a rare pathology 

characterized by the interposition of the colon or small 

intestine in the interhepato-diaphragmatic space 

associated with digestive manifestations. The global 

incidence of this malposition ranges from 0.025 to 

0.28%. This syndrome is almost always discovered 

incidentally during a radiological examination of the 

thorax or abdomen. Most often, asymptomatic, it can 

manifest as: abdominal pain, vomiting, anorexia and 

constipation. It can therefore lead to a number of serious 

and even fatal complications, including intestinal 

obstruction, perforation and ischemia [1]. 

 

The interest of our observation is to 

demonstrate a rare cause of pyloric stenosis. 

 

CASE REPORT 
A 50-year-old woman with no particular 

pathological history who presented to the emergency 

room with a presentation of pyloric stenosis had chronic 

gravity-type epigastralgia, fixed site, accentuated by 

food and relieved by late post-prandial food vomiting 

without other manifestations. digestive or extradigestive 

associated. The physical examination as well as the 

biological results were unremarkable. An upper 

gastrointestinal fibroscopy was performed in the context 

of pyloric stenosis syndrome showing the presence of 

pyloric stenosis with an inflammatory appearance. A 

complement with an abdominal CT was made showing a 

significant disparity in caliber at the level of the pyloric 

sphincter without parietal thickening or visibly 

detectable extrinsic compression responsible for a 

significant stasis stomach upstream. with colonic 

interposition between the liver and the right diaphragm 

in relation to Chlaiditi syndrome. The diagnosis of 

Chilaiditi syndrome was made and the patient was 

treated with PPI, and analgesic treatment with good 

rehydration, the evolution was marked by a good 

response to medical treatment. 

 

DISCUSSION 
The Chilaiditi sign was first described by 

Antoine Béclère in 1899 but in 1910 Demetrius Chilaiditi 

reported a series of 3 cases [1]. In the general population, 

the prevalence would be 0.025 to 0.28% [2] but would 

reach 1% of elderly people [3]. The incidence is higher 

in men than in women (4 times more) and those over 60 

years old. 

 

Chilaiditi's sign is right hepato-diaphragmatic 

colic interposition, without clinical expression. If the 

patient is symptomatic, it is called Chilaiditi syndrome, 

and this can result in abdominal pain, constipation, 

nausea or vomiting, but also dyspnea. It can be 

complicated by obstruction, volvulus, digestive 
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perforation. The diagnosis is made by chest x-ray and 

abdominal CT scan. 

 

The contributing factors are multiple. We find 

hepato-gastroenterological factors such as cirrhosis, 

hepatic atrophy, an anomaly of the falciform ligament, 

megacolon, intra-abdominal adhesions, increased 

abdominal pressure (pregnancy, obesity, ascites). There 

are also respiratory factors such as chronic obstructive 

bronchitis and emphysema. Other factors have been 

identified such as mental retardation, schizophrenia. 

 

Medical treatment is primarily based, during 

hospitalization, on intravenous hydration, ananatalgic 

and laxative treatment. This treatment sometimes allows 

repositioning of the colon and then treating the patient 

symptomatically. Serious complications may require 

surgical intervention. 

 

The main differential diagnosis is 

pneumoperitoneum which can lead to surgical 

interventions. 

 

 

 

 

CONCLUSION 
Hepatodiaphragmatic colonic interposition can 

be asymptomatic (Chilaiditi sign) or symptomatic 

(Chilaiditi syndrome) and lead to complications such as 

obstruction. Its radiological diagnosis should not be 

confused with pneumoperitoneum and should therefore 

be known to as many people as possible. 
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