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Abstract: Chiladiti syndrome is a rare condition where there is an interposition of colon4 between liver and right hemi - diaphragm 

(Figure 1). The incidence of this syndrome ranges from 0.025% to 0.28% and seem to increase with age, having a male to female ratio 

of 4: 11. It is often asymptomatic and is known as CHILADITI SIGN but rarely may cause abdominal pain, nausea, vomiting, 

constipation. This rare syndrome need to be distinguished from the more frequently seen causes of air under the right hemi - diaphragm 

or else it leads to unnecessary surgical intervention3. Chiladiti syndrome may be permanent or sporadic and easily discernable on 

Abdominal Roentgenogram (AXR standing view) or Chest Roentgenogram (CXR PA view).  
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1. Case Report 
 

A 55 year old male patient admitted to our hospital with 

chief complaint of upper abdominal pain
1
 since last 3 days 

associated with vomiting. There was no history of fever, 

diarrhea, constipation, or abdominal distension. On clinical 

examination patient was found distressed without any 

evidence of dehydration. There was no guarding, rigidity, 

tenderness or rebound tenderness. On percussion, Tympanic 

note was elicited over the right hypochondrium region. 

Patient’s bowel sound and per - rectal examination was 

found essentially normal. Patient’s vital were normal. 

Patient’s other systemic examination including respiratory, 

cardiovascular system were found normal.  

 

Blood parameters were found within normal limits. Chest 

roentgenogram revealed gas under right hemi - diaphragm 

with haustral folds (Figure 2) 
3
. Ultrasonography of 

abdomen confirmed the hepato - diaphragmatic transposition 

of colon. Based on the clinical profile & imaging, a 

diagnosis of CHILADITI SYNDROME was entertained.  

 

Patient was put on I/V fluids, I/V pantoprazole drip, 

nasogastric tube in situ and was kept nil by mouth. There 

was a dramatic improvement of symptoms over next 8 - 10 

hours but the X - ray findings remained as before.  

 

2. Discussion 
 

Hepato - diphragmatic interposition of large intestine 

(usually hepatic flexure of colon) is known as Chiladiti’s 

sign/ syndrome
4
. It is a rare entity and generally present as 

asymptomatic anatomic variant. Chiladiti syndrome is often 

diagnosed as an incidental radiological finding.  

 

It has been proposed that the term CHILADITI SIGN should 

be used in an asymptomatic individuals, while CHILADITI 

SYNDROME should refer to symptoms which includes 

abdominal pain, torsion of bowel (volvulus) 
5, 6

 and 

shortness of breath.  

 

The exact cause is still not known but predisposing factors 

may include long mobile colon, laxity of falciform ligament, 

emphysema, cirrhosis and as cites.  

 

Here we report a case of Chiladiti Syndrome in an elderly 

male, who presented with a short history of upper abdominal 

pain
1
 and vomiting. Rarity of this condition and strikingly 

different treatment strategy as opposed to other serious 

causes of pneumoperitone umprompted us to report it. The 

various causes of Pseudo - pneumoperitoneum are listed 

below to avoid confusion with that of pneumoperitoneum 

(Table 1 & Table 2).  

 

Colonic transposition can be diagnosed from Chest or 

abdominal roentgenogram revealing air under the right hemi 

- diaphragm with haustral folds
3
. It can also be confirmed by 

USG or CT scan of abdomen. However, if unaware, chiladiti 

syndrome has strong potential for confusion and may lead to 

error in diagnosis and unnecessary laparotomy in search of a 

perforated viscous. Presence of haustral folds help to 

distinguish it from free air under the diaphragm. Generally, 

the mainstay of therapy is conservative which consists of 

bed rest, intravenous fluids, nasogastric decompression, 

enema and stool softener. Thus it is impervative to 

differentiate this syndrome from the more serious simulating 

pathological condition like perforated viscous, subphrenic 

abscess to avoid unnecessary surgical exploration and proper 

disposition of cases. This case report will help to sensitise 

the physician and the surgeons to keep it as a differential 

diagnosis when faced with cases of free gas under the right 

hemi - diaphragm.  

 

Causes of Pseudo - 

Pneumoperitoneum 

Causes of 

Pneumoperitoneum 

 Chiladiti Syndrome 

 Sub - diaphragmatic fat  

 Curvilinear pulmonary collapse 

 Uneven diaphragm 

 Distended viscous 

 Omental fat 

 Sub - phrenic abscess 

 Sub - pulmonary pneumothorax 

 Intramural gas 

 Hollow viscous 

perforation 

 Post laparotomy 

 Post laparoscopy 

 Peritoneal dialysis 

 Air from 

pneumatosisintestinalis 

 Perforated jejunal 

diverticulosis 
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3. Conclusion 
 

Chiladiti syndrome need to be distinguished from the more 

frequently seen causes of air under the right hemi - 

diaphragm or else it leads to unnecessary surgical 

intervention. This case report will help to sensitise the 

physician and the surgeons to keep it as a differential 

diagnosis when faced with cases of free gas under the right 

hemi - diaphragm.  
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