
Case Report

ABSTRACT:
The presence of vermiform appendix as the content of inguinal hernia is termed Amyand’s hernia (AH). It is a very rare
entity as most of the time contents of hernia are omentum and small bowel. Very often AH is asymptomatic and diagnosed
intra-operatively. Amyand’s hernia (AH) is classified into four sub-types depending on clinical features and the status of
the appendix. But this time we encountered per-operatively entirety different findings of Amyand’s hernia. Treatment of
Obstructed inguinal hernia is only surgery, but dealing with Amyand’s hernia (AH) is based on the patient condition and
type of Amyand’s hernia.  So, treatment of this hernia remains controversial, different strategies should be applied to
different case.
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INTRODUCTION:
The appendix as an inguinal hernia content is termed
Amyand’s hernia, named after a French surgeon Claudius
Amyand who first-ever removed the perforated appendix
in 11 years old boy while performing incarcerated inguinal
hernia repair on, 6 December 1735.1 The incidence of it is
1% and is further dropped to 0.08% when it has a
complication like acute appendicitis or appendicular abscess.2

CASE REPORT:
A 25-year-old male, security guard by profession who had
a history of right-sided reducible inguinal hernia for the last

2 years, came to the emergency department (ED) with
complaints of painful irreducible right-sided groin swelling
for a few hours. The pain is periumbilical and colicky
associated with bilious vomiting. He had no known
comorbidity. The patient had never taken any medical advice
before and was not using any medications. He had no prior
surgeries or hospitalizations. He smoked occasionally.
On examination, general physical examination was
unremarkable. On focal examination, 4 x 4 cm irreducible
tender swelling on the right inguinal region. No cough
impulse was noted. He has been diagnosed with a right-
sided incomplete obstructed inguinal hernia. After initial
resuscitation in the emergency department (ED), all baseline
laboratory investigations were sent and the patient was
admitted for emergency inguinal hernia repair. A nasogastric
tube was passed for small bowel decompression. Half an
hour later hernia reduced spontaneously and the patient
became symptom free so it was decided to go for elective
hernia repair the next morning, rather than emergency repair.
All laboratory parameters were within normal range.
Unfortunately, no radiological investigation was advised.
Per-operatively we found an indirect hernia sac and a tubular
structure lying close to the spermatic cord arising from  the
deep ring not as a content of the sac, as shown in Figure
1&2.
We carefully dissected and further identified it as an appendix
having mesoappendix but couldn’t reach up to its base. As
it was not inflamed so pushed back inside and the deep ring
was tightened with suture (Lytle’s repair). Also, there was
a risk of weakening of the posterior wall by dissection,
increasing the chances of hernia recurrence. So sac was
ligated and tension-free Lichtenstein mesh repair was done.
Postoperative recovery was swift and event free. The patient
was discharged on 2nd postoperative day.
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Losanoff and Basson 2008 classified AH into four types
that are important in surgical management (table 1).5,6 The
status of the appendix determines hernia repair. Type I has
a normal appendix. The management of this type is debatable.
Some surgeons prefer mesh repair along with appendectomy
while others perform mesh repair without appendectomy.7,8

They are of opinion that why someone adds risks to mesh
infection as appendectomy is a clean-contaminated procedure.
Besides that reaching up to its base by enlarging the hernia
defect or distending the neck of the hernia sac adds risk to
hernia recurrence.9,10

Type II has acute appendicitis. The treatment, in this case,
is appendectomy and hernia repair not by mesh but by some
other technique Shouldice, Bassini etc.11,8,12

Type III has acute appendicitis along with abdominal sepsis,
in this type, Appendectomy is recommended with primary
hernia repair. Mesh placement is avoided because of the
risk of mesh infection.
Type IV has acute appendicitis associated with related or
unrelated abdominal pathology in this type appendicectomy
through hernia or laparotomy plus diagnostic workup is
routinely advised.
The "Rikki Modification" is a new category that has been
added. It deals with situations when there is an incisional
hernia; in these situations, the appendix is addressed as type
I; acute appendicitis is managed by appendectomy through
the hernia and subsequently followed by hernia repair with
primary closure; and peritonitis with sepsis is managed as
type IV.13

CONCLUSION:
Inguinal hernia repair that frequently presents difficulties
to the surgeon. Imaging, laboratory testing, and physical
examination are not very helpful for pre-operative diagnosis
of Amyand’s Hernia. To prevent the potential side effects
of AH, such as the development and perforation of an
appendicular abscess, early clinical suspicion is essential.
The decision to undertake an appendectomy and tension-
free Liechtenstein mesh repair at the same time is
complicated.

Fig 1 and 2: Intraoperatively, clearly seeing appendix and indirect
hernia sac coming through the deep ring. The appendix was not

inflamed

Appendix

Spermatic
cord with sac

Appendix

External oblique aponeurosis
Spermatic cord

In this case, we did mesh repair as the appendix was not
inflamed. Our case is somehow unique in that, the appendix
was coming through a deep inguinal ring, not as a content
of sac. We can label it as a variant of Amyand’s hernia.
DISCUSSION:
The most common surgical problem, an inguinal hernia, is
caused by a weakness in the abdominal wall. The Omentum
and/or small intestine are frequently found in hernial sacs.
But infrequently, other organs have reportedly been observed,
including the ovary, fallopian tube, bladder, and large
intestine.3 Males are more likely than females to experience
AH on any side. Due to the processus vaginalis' inability to
completely disappear during growth, the rate of AH diagnoses
in children is three times higher than it is in adults.4 Though
inguinal hernia is one of the commonest surgical procedures,
surgeons often encounter different variations of normal
anatomy.  It has a very low incidence of complications like
acute appendicitis <1%.

Types

1

2

3

4

Features

Normal appendix.

Acute appendicitis with no abdominal sepsis.

Acute appendicitis with abdominal sepsis.

Acute appendicitis with concomitant intra-abdominal
pathology.

Suggested  Management

Hernia repair by mesh placement

Laparoscopic appendicectomy with primary hernia repair.

Open appendicectomy with primary hernia repair

Open appendectomy with primary hernia repair, along with
appropriate intra-abdominal pathology investigation and
management.

Table: 1 Losanoff–Basson classification of Amyand's hernia (AH) and their management
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