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Undiagnosed Chilaiditi syndrome presenting with 
pericarditis in a patient with congenital anomalies
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DesCripTion
A 19-year-old male patient presented to the emer-
gency room with dyspnoea and severe retrosternal 
chest pain. The patient’s medical history is significant 
for cerebral palsy with spastic tetraplegia. He layed 
in a semirecumbent position as pain was severe on 
lying down. The pain radiated to the back, neck and 
shoulder. Pain was associated with gastro-oesopha-
geal reflux disease and dysuria. On examination, he 
was breathless, and lungs were clear to auscultation. 
On auscultating over the heart, pericardial rub was 
heard. Abdomen was tender on palpation and he did 
not defecate for 2 days. He had a history of recurrent 
pneumonia that needed frequent hospital admissions 
and currently receiving treatment as the last episode 
was 1 month ago.

ECG showed widespread concave ST elevation 
and PR depression with reverse changes in aVR of 
ST depression and PR elevation with sinus tachy-
cardia suggesting early stage of pericarditis. Sputum 
culture was negative. Chest X-ray was done (figure 1) 
and revealed an area of previous pneumonia in the 
right lung and enlarged left border of heart, which 
was not definitive of pericarditis because of the rota-
tional effect of his scoliosis, but raised the need for 
further investigation into the presumptive diagnosis 
of pericarditis. C reactive protein was elevated on 
laboratory investigation. Transthoracic echo was 
not significant besides that all other findings met the 
criteria for the diagnosis of pericarditis, that is, at 
least two from (1) characteristic chest pain, (2) peri-
cardial rub, (3) ECG changes (widespread ST eleva-
tion and/or PR depression) and (4) new pericardial 
effusion. While examining the X-ray further, the most 
remarkable finding was the presence of large intestine 

loops between the liver and diaphragm, which was 
previously undiagnosed.

The chest X-ray finding in this case is in line with 
what is called ‘Chilaiditi sign’. Chilaiditi syndrome is 
the anterior disposition of the colon near the anterior 
hemidiaphragm, which is associated with pain and is 
an extremely rare condition. A diagnostic feature of 
Chilaiditi syndrome is the presence of Chilaiditi sign 
as seen in the case, which occurs in only 0.1% of all 
X-rays taken. Pain is the main feature that differenti-
ates Chilaiditi syndrome from Chilaiditi sign. In this 
study, because pain is present and there is Chilaiditi 
sign, we can successfully diagnose the case as having 
Chilaiditi syndrome.1

The recurrent pneumonia in our case is due to his 
congenital abnormalities, which led to aspiration and 
due to the diaphragmatic irritation of the pleura. The 
development of pericarditis would have been caused 
due to pericardial injury because of the motion of the 
colon into the mediastinum.2 In later stages, the bowel 
loops under the diaphragm can severely compress 
the lungs and eventually the heart or surrounding 
organs and present with symptoms of heart disease.3 
Chilaiditi syndrome is the cause and a great imitator 
of many diseases. Even though rare, the diagnosis can 
be made easily if aware of Chilaiditi syndrome.

The patient was started on ibuprofen for his 
pericarditis and a course of antibiotics for associ-
ated urinary tract infection along with baclofen. 
Currently, he is stable. A month later, chest X-ray 
was repeated and was unremarkable according to our 

Figure 1 X-ray chest showing air bronchogram 
(asterisk) and classic Chilaiditi sign (white arrow).

Figure 2 X-ray chest during follow-up with previous 
findings of air bronchogram (asterisk) and Chilaiditi sign 
(white arrow).
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case (figure 2). Surgical management should be considered if this 
condition complicates keeping in mind the patient’s long medical 
history.
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Learning points

 ► Chilaiditi sign is a very rare finding on X-ray and is often 
missed; though easy to diagnose, it has a very high  
morbidity.

 ► In cases presenting with chest pain along with abdominal 
pain, Chilaiditi syndrome should be in the differential 
diagnosis.

 ► Pericarditis should be a marker for underlying mediastinal 
and subdiaphragmatic conditions.
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