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ABSTRACT: 

IMPORTANCE: Valentino's syndrome is caused by a peptic ulcer perforation in which 

stomach contents leak and accumulates in the iliac fossa on right side, causing focal 

inflammation and discomfort in the right lower quadrant mimicking appendicitis. It is a rare 

case with only a few cases recorded in the review of literature. 

OBJECTIVE: This study aims to discuss an unusual clinical presentation of a rare case of 

Valentino syndrome and about how the initial diagnosis of acute appendicitis was diagnosed to a 

case of perforated peptic ulcer with the help of CECT Abdopelvis and USG. 

CASE PRESENTATION:  A 25/male who presented with pain in the right inferior quadrant for 

3 days associated with  vomiting and fever with positive Mc Burney and Rovsing sign on 

examination was diagnosed clinically as acute appendicitis. USG showed duodenal perforation 

with perforation site sealed off by omentum. On CECT Abdomen, pneumoperitoneum was noted 

but the site of the perforation was not found. Intraoperatively, first part of duodenum showed a 

sealed off perforation without any perforation at other site. Patient was diagnosed as a case of 

Valentino syndrome. 

CONCLUSION: Clinicians must be aware that though unusual, perforated peptic ulcer can 

present as a differential diagnosis for right iliac fossa pain. For a diagnosis, a strong index of 

suspicion and a proper radiographic assessment is required. If a perforated peptic ulcer is not 

treated promptly, it can progress to sepsis, multiorgan failure, and death. 
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INTRODUCTION:  

The inflammation of the appendix is known as appendicitis characterised by right lower 

abdomen discomfort, vomiting, fever, and loss of appetite. Acute appendicitis is a common cause 

of right lower abdomen pain. Ureteric colic, mucocele of the appendix, ruptured ectopic 

pregnancy, ovarian torsion, endometriosis, pancreatitis, diverticulitis, and perforated peptic ulcer 

are the differential diagnosis [1]. Valentino's syndrome, a rare condition develops as a result of a 

peptic ulcer perforation, when gastric contents leak and collect in the right iliac fossa, causing 

localised inflammation and pain in the right lower quadrant that mimics appendicitis. [2] We 

bring to you an unusual instance of Valentine syndrome that we encountered, as well as its 

treatment and diagnosis. 

CASE REPORT: 

A 25/male presented with complaints of abdominal pain in the epigastric area radiating to the 

back, followed by pain in the right inferior quadrant for 3 days associated with nausea, vomiting 

and fever. No history of similar complaints in past. No chronic addictions or significant drug 

history.  On examination, patient was vitally stable. The abdomen was soft, tender in right iliac 

fossa with rebound tenderness. Mc Burney and Rovsing sign was positive. On auscultation, 

bowel sounds were decreased. cute appendicitis was thus suspected clinically. 

Routine blood investigations were suggestive of raised total leukocyte count. Chest Xray and 

Xray erect abdomen was normal. On ultrasonogram of the abdomen, anterosuperior wall of 

duodenal bulb showed perforation with minimal peumoperitoneum. Duodenal perforation with 

perforation site sealed off by omentum was present. Minimal turbid ascites was noted. Appendix 

appeared thick with wall to wall diameter of 9mm. 

Figure 1: USG showing air trapped 

Figure 2: USG showing sealed off perforation 

Figure 3: USG showing dirty ascites 

On CECT Abdomen, pneumoperitoneum was noted. Free peritoneal air was seen in right upper 

quadrant of abdomen with small localized free fluid inside the peritoneal cavity in right iliac 

fossa. No extra luminal contrast leak. But the site of the perforation was not found. No defect in 

bowel wall or continuity of intra and extra luminal gas was seen. Appendix appeared thick with 

odematous walls and diameter measuring 9mm. Ceacum showed wall thickening.  

After anesthesia fitness, the patient was posted for diagnostic laproscopy sos open 

appendicectomy. Pnemoperitoneum was created and intra-abdominal contents were visualized. 

Sero-purulent fluid collection was noted in subhepatic space with adhered omentum. Appendix 

was localized and inflammed. Appendicectomy was done and excised specimen was sent for 

HPE. First part of duodenum showed a sealed off perforation. No other perforation or any other 

pathology was noted in any part of intestine or in stomach. Thorough peritoneal lavage was 

given. Thorough wash was given in subhepatic space and 28 fr tube drain was placed in 

subhepatic space and fixed. 
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The patient was given antibiotic coverage and proton pump inhibitors after surgery. The recovery 

phase was unremarkable. The patient condition improved, was able to take normal feeds. The 

patient was discharged with advice to take oral PPIs for a period of 15 days. 

The patient's health improved, and he was able to resume routine feedings. The patient was 

adviced to take oral PPIs for 15 days on discharge 

DISCUSSION:  

A perforated peptic ulcer that resembles an acute appendicitis is the key characteristic of 

Valentino's syndrome. It was given that name in honour of the well-known actor Rudolph 

Valentino, who passed away from pleurisy after having his appendix removed. An autopsy 

revealed a perforated stomach ulcer [2]. Helicobacter pylori infection and chronic use of 

nonsteroidal anti-inflammatory medicines are the common causes of peptic ulcers. Mild peptic 

ulcer disease presents as epigastric discomfort, heartburn, and nausea. Melena and hematemesis 

are two serious symptoms that can occasionally occur. [3]. Stomach contents flow and collect in 

the right iliac fossa as a result of a ruptured duodenal ulcer, mimicking acute appendicitis. [2] 

Ureteric colic, diverticulum rupture, appendicitis, perforated cholecystitis, and colitis are all 

possible differentials. Ovarian torsion, ectopic pregnancy rupture, endometriosis, and pelvic 

inflammatory diseases can also mimic acute appendicitis. [2] 

Early identification is critical. Risk of morbidity and death increases if treatment of perforated 

peptic ulcer is delayed. If the patient seeks medical assistance early in the disease's progression, 

he may experience poorly localised pain to the right lower quadrant mimicking acute 

appendicitis [4].  CT is preferred to diagnose Valentino's syndrome. Acute appendicitis should 

always be considered when signs and symptoms include epigastric pain, a history of gastritis or 

the use of NSAIDs [5]. Right retroperitoneal free air, primarily around the right kidney, duodenal 

wall thickness and free air around the duodenum are seen on CT imaging. A chest X-ray or an X-

ray of the erect abdomen may reveal air under the diaphragm, suggesting a perforation [5].An 

ultrasonogram may show appendicitis-like free fluid collection in the iliac fossa on right side. In 

our case, the USG revealed a sealed off perforation around the duodenum, and the CECT A/P 

was s/o pneumoperitoneum but couldn't identify the location of the perforation. 

Mahajan PS [1] in his case series of 31 patients of valentino syndrome stated that though 

clinically, all of the patients were identified as acute appendicitis, in 70.9% of the instances, a 

computed tomography (CT) scan  along with USG and Xray erect abdomen showed 

pneumoperitoneum and duodenal perforations  

Surgeons should consider peptic ulcer perforation as a differential diagnosis for acute 

appendicitis. Management includes antibiotics, triple H. pylori medication, fluid therapy with 

ryles tube aspiration   If the perforation is located, closing the perforation site with intermittent 

sutures, with/without omentoplasty or Graham procedure withomental patch can be done. [2]  

CONCLUSION:  

Acute appendicitis is a rare presentation of perforated duodenal ulcer. Peptic ulcer perforation 

should be considered as a possible differential for right lower abdomen pain. CT scan is the 

preferred investigation. This article adds to the previously published research on Valentino's 
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syndrome.  In this patient, an ultrasonogram, CECT Abdo Pelvis, and an intraoperative finding 

suggestive of sealed off duodenal perforation aided in the diagnosis of Valentino syndrome. 

Surgeons should be aware of this issue and CECT Abdo Pelvis should be always considered 

before surgery in cases of suspicion. 
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FIGURES: 

 

Figure 1: USG showing air trapped 
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Figure 2: USG showing sealed off perforation 

 

Figure 3: USG showing dirty ascites 
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