
72

CASE REPORT
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INTRODUCTION

Chilaiditi’s syndrome refers to a medical condition that is 
indicated by the presence of Chilaiditi’s sign, a radiologi-
cal observation of colonic interposition between the liver 
and the diaphragm, and which presents with other clin-
ical symptoms. Chialiditi syndrome is rare and therefore 
often misdiagnosed in clinical practice; hovewer, it may 
be accompanied by a series of severe complications, such 
as bowel obstruction and perforation (1). Here we report 
a similar case that appeared on the left side. The splenic 
flexure was compressed by a normal spleen, due to the 
malposition of the colon, located above and behind the 
spleen, thus causing chronic constipation. To our knowl-
edge, this is one of the few case reports of a left-sided, 
Chialiditi-like, colonic interposition syndrome reported in 
the literature.

CASE REPORT

A 28-year old female patient evaluated in our outpatient 
clinic complained of fatique and constipation. She had a 
history of cerebral palsy. Her blood tests revealed marked 
iron deficiency anemia. We performed a gastroscopy and 
colonoscopy to investigate the anemia and gastroscopy 
results reported a grade A reflux esophagitis-pangastritis 

and duodenitis, with biopsies positive for Helicobacter 
pylori in the quick test. The colonoscopic examination 
detected dynamic pressure of a mass into the colonic lu-
men, moving up and down and therefore narrowing the 
passage at the splenic flexure localization (Figure 1). We 
thought this to likely be an enlarged spleen.

An abdominal CT (Computed tomography) with cont-
rast was performed. Results showed that at the upper 
left quadrant of the abdomen, the colon segment called 
the splenic flexure was displaced, cranially transcending 
the splenic dome towards the left hemidiaphragm. The 
anatomical protrusion of the normal dome of the spleen 
abruptly decreased the caliber of the large bowel seg-
ment to nearly half the diameter, compared to that of 
the proximal and distal colon segments beyond this po-
int, which was 5.6 cm distal and inferior to the splenic 
flexure. At this location, there was compression of the 
hump of the spleen to the colon segment due to the hi-
gher positioning of the splenic flexure (Figures 2 and 3).

The spleen had normal dimensions and was in its normal 
localization but the left upper portion (splenic flexure) of 
the colon was located above and behind the spleen in 
an abnormal manner, causing the normal spleen to exert 
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Chilaiditi’s syndrome refers to a medical condition in which Chilaiditi’s 
sign is present - a radiological observation of a colonic interposition 
between the liver and the diaphragm. The syndrome is associated with 
other clinical symptoms. Here we report a case that is similar to Chilaid-
iti’s syndromme but appeared on the left side. The splenic flexure was 
compressed by a normal spleen due to the malposition of the colon, 
located above and behind the spleen, which caused chronic constipa-
tion. To our knowledge, this is one of a few case reports of a left-sided, 
Chialiditi-like, colonic interposition syndrome reported in the literature.
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Chilaiditi sendromu; kalın barsağın karaciğer ve diyafram arasına girme-
sinin radyolojik olarak görülmesi şeklindeki ‘’Chilaiditi işareti’’ ile tanınan 
bir tıbbi durumdur. Burada, benzer interpozisyonun sağda değil de sol-
da olduğu bir vakayı naklediyoruz. Dalağın arka ve üzerine konumlanan 
kalın barsağın splenik köşesine, yapısal olarak normal olan dalağın ba-
sısı sonucunda kronik kabızlık gelişmiştir. Bildiğimiz kadarıyla bu; solda 
oluşan, Chilaiditi benzeri kolonik interpozisyonun; literatürde bildirilen 
nadir örneklerindendir. 

Anahtar kelimeler: Non-Chilaiditi işareti, kalın barsak interpozisyonu
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constant pressure on the left colon, thereby functionally 
narrowing the passage and causing chronic constipation. 
Since the whole abdominal CT revealed no free-gas appe-
arance we did not take an erect chest X-Ray.

A surgical consult was done but no surgical intervention 
(splenectomy, segmental colon resection, colopexy and 
splenopexy etc) was advised, the clinical diagnosis still 
remaining unnamed. 

The patient was started on conservative medical therapy 
and diet, as follows-drinking a minimum of 2 liters of 
water daily, consuming home-made vegetable meals and 
fruits and following a fiber-rich diet, with laxatives at ne-
eded, etc. The patient’s condition has improved and rou-
tine follow-up is planned.

DISCUSSION

Intestinal interposition is a medical condition where a 
segment of the bowel is temporarily or permanently in-
terposed between two organs, for example - the liver 
and the diaphragm, the spleen and the diaphragm, the 
spleen and the left kidney, or the stomach and the panc-
reas. Among these, the hepatodiaphragmatic interposi-
tion is termed Chilaiditi sign, and the others are termed 
non-Chilaiditi sign (2).

Normally, suspensory ligaments and fixation of the colon 
impede the interposition of the colon between the liver 
and the diaphragm. However, various factors have been 
implicated that result in the pathological interposition of 
the colon, including hepatic, intestinal, diaphragmatic 
and other miscellaneous causes (3). Additional factors 
include those relating to the intestines, such as megaco-
lon, an elongated/hypermobile colon with constipation, 
absence/laxity/elongation of the ligament suspending 
the transverse colon, abnormal gas accumulation due to 
aerophagia (4). 

It is exceptionally rare for this condition to cause bowel 

Figure 1. Compression of the spleen into the colonic lumen.

Figure 3. The anatomical protrusion of the normal dome of the 
spleen abruptly decreases the caliber of the large bowel segment 
nearly to half the diameter compared to that of the proximal and 
distal colon segments beyond this point, which is 5.6 cm distal 
and inferior to the splenic flexure. 

Figure 2. At the upper left quadrant of the abdomen, the colon 
segment, called the splenic flexure, is displaced cranially tran-
scending the splenic dome towards the left hemidiaphragm.
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obstruction or require surgical correction (5). Interven-
tions are not required for asymptomatic patients with 
Chilaiditi sign and the treatment is usually conservative, 
and includes bed rest, nasogastric decompression, fluid 
supplementation, enema, laxatives and the discontinua-
tion of offending medications (Psychotropic medications 
etc) (6). When conservative treatment fails, the intestinal 
obstruction, such as volvulus, intestinal ischemia or intes-
tinal perforation, cannot be alleviated, and thus, surgical 
intervention is required (7). Surgical interventions include 
segmental colon resection, colopexy and hepatopexy (8).

In the present case, the patient exhibited a colonic in-
terposition on the left side of the colon, concerning the 
splenic flexure. Although normal in size and localization, 
the spleen inevidently compressesed the interpositioned 
colon, causing chronic constipation. The patient was tre-
ated with conservative measures and is doing well.

To our knowledge, this is one of a few case reports of 
a left-sided Chilaiditi to be reported in the literature. We 
hope that additional case studies are published in the 
future to add to the body of knowledge on the nature 
of this anomaly.
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