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Case Report

Introduction
The term Amyand’s hernia refers to the finding of an 
appendix within an inguinal hernia sac. Claudius 
Amyand was a French born English surgeon and a 
Sargent surgeon to King George I and II. In 1735, he 
successfully operated a perforated appendix in a 
11year boy admitted for right sided inguinal hernia 
with fecal fistula[1]. The incidence of Amyand’s hernia 
is about 1% of inguinal hernias, commonly seen in 
males as right sided indirect inguinal hernia while 
0.07 to 0.13% of the inguinal hernias are found with 
an inflamed appendix[2]. The presence of appendix 
within the femoral hernia sac is called Garengeot’s 
hernia as described by the French surgeon Garengeot. 
Left sided Amyand’s hernia are very rare with a total 
of 15 cases reported so far and are thought to be due 
to situs inversus, malrotation, a mobile caecum or an 
excessively long appendix[3]. Appendicular perforation 
and periappendicular abscess formation in an Amyand’s 
hernia are extremely rare occurances. Appendix has 
also been reported to be found in umbilical hernia, 
obturator hernia, spigelian hernia, incisional hernia, 
diaphragmatic hernia and laparoscopic port site 
hernia. The cause of acute appendicitis in Amyand’s 

hernia is thought to be extrinsic compression at 
neck rather than usual intraluminal obstruction[4]. 
Appendix in an Amyand’s hernia is prone for trauma 
and possibility of adhesions within the sac[5]. Factors 
like sudden raised intraabdominal pressure and 
contraction of abdominal muscles may compress the 
appendix against the neck interefering with its blood 
flow with resultant appendicitis, perforation and 
peritonitis.
Clinical presentation commonly varies from a 
asymptomatic to mild intermittent discomfort or 
pain, fever, vomiting, distension of the abdomen in 
a inguinal swelling and hence usually escapes the 
preoperative diagnosis of Amyand’s hernia, rather 
such presentations are considered as an incarcerated 
or strangulated inguinal hernia[6]. Preoperative 
ultrasound and CT scan of the abdomen and pelvis 
helps in confirming the diagnosis[7,8]. Ultrasound 
reveals a thickened blind tubular structure in 
connection with caecum inside the hernia sac and CT 
scan locates the appendix in the inguinal region.
Differential diagnosis includes strangulated 
omentocele or enterocele, inguinal adenitis, 
undescended testis, epididymo-orchitis, hydrocele, 
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Abstract
A 54 years male admitted with a reducible right groin swelling of 8 months duration which is irreducible since 10 
days with occasional mild dragging pain in the swelling. Clinical examination established a diagnosis of irreducible 
omentocele with a bowel loop as a component due to the variegated consistency of the swelling. Intraoperatively 
the hernia sac was found to contain greater omentum, caecum, terminal ileum and a grossly elongated non 
inflamed appendix. Then the diagnosis was certain to be right sided Amyand’s hernia. Releasing adhesions to 
the sac, appendectomy, reduction of contents, distal sac excision and hernioplasty using prolene mesh was 
done. Patient is doing well after 18 months of follow up. Hence awareness of this rare entity, early recognition 
and adoption of judicious surgical technique are the keys to an optimised outcome in the management of an 
Amyand’s hernia.
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hemorrhage into a testicular tumor, chronic scrotal sinus or necrotising fasciitis of groin or scrotum. The staging 
and management of Amyand’s hernia is based on Lasanoff and Basson’s classification[9].

Lasanoff and Basson’s classification for staging and management of Amyand’s hernia:
Stage of hernia 1 2 3 4

Salient features Normal appendix Acute appendicitis 
localized in the sac

Acute appendicitis, 
peritonitis

Acute appendicitis, other 
abdominal pathology

Surgical
management

Reduction or 
appendectomy 
(depending on age), 
mesh hernioplasty

Appendectomy 
through hernia, 
endogenous repair

Appendectomy 
through laparotomy, 
endogenous repair

Appendectomy, 
diagnostic workup and 
other procedures as 
appropriate

Another simple classification of Amyand’s hernia is by 
Fernando et al., based on the degree of inflammation 
seen in the appendix, namely Type A (non-inflammed), 
Type B (inflammed) and Type C (perforated). Type 
A hernia are the most frequent accounting for 
approximately 90% of cases and are encountered 
as an unexpected and incidental finding at elective 
inguinal hernia repair.

Case report 
A 54 years gentleman, farmer by occupation, admitted 
with irreducible right sided groin swelling with 
intermittent dull aching pain for 10 days. He does not 
give history of fever, vomiting, distension of abdomen 
or an altered bowel and bladder function. He had 
reducible right groin swelling since 8 months. No 
associated co-morbid conditions like chronic cough, 
constipation, diabetes mellitus, hypertension or 
surgery in the past. On examination a right inguinal 
swelling of about 12cm length and 8cm breadth, 
which was of variegated consistency, nontender, 
noninflammed and irreducible. With a provisional 
diagnosis of omentocele with a loop of unobstructed 
bowel as the content of the sac, he was posted for 
surgery. Intraoperative findings revealed entrapped 
omentum occupying almost entire sac with caecum 
and a noninflammed, excessively elongated appendix 
of about 18cm length with distal third adhered to 
the sac on posterior aspect (Figure 1 and 2). It was 
then diagnosed as an Amyand’s hernia. Adhesions 
were released, appendectomy and omentectomy 
distal to the neck done. Hernioplasty using prolene 
mesh performed. The patient was discharged on 4th 
postoperative day. Biopsy of the excised appendix 
revealed a nonulcerated healthy looking mucosa 
without any luminal exudate and a well preserved 
architecture of other layers of the appendix. The 
patient was found free of complaints or complications 
relating to the surgery at 18 months of follow up.

Intraoperative Photos 

Figure 1. Caecum with elongated appendix a�er

releasing the adhesion of its tip to the hernia sac

Figure 2. Dissected appendix prior to appendectomy

Discussion
Amyand’s hernia is a rare occurrence and is mostly 
diagnosed intraoperatively. Its presentation varies 
from asymptomatic to that of an obstructed or 
strangulated hernia or rarely as groin or scrotal 
cellulitis or fecal fistula especially in undiagnosed 
neglected cases. The significance of prior knowledge 
of this entity amongst surgeons will surely help 
in preoperative diagnosis and planning the 
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management in regards to removal of the appendix 
and decision at mesh repair of the hernia. Prophylactic 
appendectomy is not recommended for Amyand’s 
hernia with noninflammed appendix. However in 
younger patients with high chances of future attacks 
and elongated curved appendix that runs a high risk of 
obstructive appendicitis, appendectomy is preferred. 
Mesh repair of the hernia can be done in normal or 
mildly congested appendix, but avoided for inflamed, 
gangrenous or perforated appendicitis in view of 
wound infection, sepsis, fistula formation, recurrence 
and higher chance of mesh explantation. A case series 
of Amyand’s hernia in three patients managed by TAPP 
(transabdominal preperitoneal) mesh repair without 
appendectomy when the appendix looks normal or 
mildly congested is a preferred option. However the 
recommended treatment of an inflamed appendix is 
by open or laparoscopic appendectomy followed by 
an open suture repair of the right inguinal hernia via 
a groin incision[10]. 

Conclusion
The knowledge of the rare Amyand’s hernia helps the 
surgeon in preoperative diagnosis in suspicious cases 
with the help of ultrasound and CT scan and thus 
correctly preparing and planning the management 
of the hernia. Decision regarding removal of the 
appendix and mesh repair of the hernia is to a great 
extent individualized based on the age of the patient, 
size and shape of the appendix and presence of 
inflammation or infection in the appendix.
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