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Background An Amyand’s hernia is characterized by the presence of a portion of the appendix within the inguinal 
hernia sac. Its incidence is roughly 1%, and most cases present in children. Acute appendicitis within 
the hernia sac is extremely rare, with a reported incidence of 0.1%. The evidence regarding the 
optimal approach for this presentation is limited. The most commonly described treatment includes 
an open appendectomy with or without a hernia repair. There are no current recommendations 
regarding managing complicated appendicitis within an Amyand’s hernia. We report the case of 
an 84-year-old female with an Amyand’s hernia complicated with perforated appendicitis and an 
abdominal wall abscess managed with percutaneous drainage and laparoscopic appendectomy.

Summary An 84-year-old female presented to the emergency department with one week of right lower quadrant 
tenderness, skin changes, and fevers. She was febrile on admission, and a computed tomography of 
the abdomen and pelvis showed a perforated appendix incarcerated within a right inguinal hernia 
and an associated abdominal wall abscess. She was admitted to the hospital to undergo successful 
percutaneous abscess drainage and intravenous antibiotic treatment. After an appropriate clinical 
improvement, she was discharged to a skilled nursing facility tolerating a regular diet. One month 
after, the patient returned for an interval laparoscopic appendectomy. Based on a discussion with the 
patient’s health care proxy and considering the patient’s comorbidities and goals of care, the decision 
was made not to pursue an inguinal hernia repair. She continues to recover appropriately.

Conclusion The incidence of complicated appendicitis within an Amyand’s hernia is extremely rare. Most 
reports in the literature describe a standard open approach for appendectomy; however, laparoscopy 
is also considered a safe alternative. The decision to perform a hernia repair with mesh must be 
individualized and consider the patient’s demographic factors and associated morbidity.
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Case Description
Amyand’s hernia is an inguinal hernia containing a portion 
of the appendix. It has an incidence of 1%, and most cases 
present in the pediatric population.1 Most commonly, a 
normal appendix or acute uncomplicated appendicitis is 
found in the hernial sac. The treatment consists of a hernia 
repair after successfully reducing the appendix back into 
the abdominal cavity. The presence of complicated appen-
dicitis inside the hernia is extremely rare, and the optimal 
management is uncertain. Most case reports describe an 
open approach to treating complicated Amyand’s hernia.

We describe the case of an 84-year-old female present-
ing with a right Amyand’s hernia containing a perforated 
appendix and a large associated abdominal wall abscess. 
Her medical history includes hypertension, dementia, and 
no prior surgical interventions. She presented to the emer-
gency department with a one-week course of progressive 
right lower quadrant pain, nausea, and chills. During the 
initial evaluation, she was found to be febrile. Her physical 
exam noted right lower quadrant tenderness with overlying 
skin erythema and fluctuance to palpation. A computed 
tomography (CT) of the abdomen and pelvis showed an 
incarcerated, perforated appendix coursing into the right 
inguinal canal with an adjacent 6.9 × 4.5 × 7 cm abdomi-
nal wall abscess. She was admitted to the hospital for intra-
venous antibiotic treatment and percutaneous drainage of 
the abscess by interventional radiology. The abscess culture 
grew Escherichia coli and Streptococcus anginosus. On hospi-
tal day 10, she was discharged to a nursing facility for drain 
care, where an oral course of amoxicillin-clavulanate for 14 
days was completed. Approximately one month later, the 
patient returned to the operating room for an interval lap-
aroscopic appendectomy. Upon exploration of the abdo-
men, the appendix was found to be incarcerated within the 
right inguinal hernia. Once successfully reduced, a stan-
dard laparoscopic appendectomy was completed. No fluid 
collections were evidenced in the abdomen or abdominal 
wall. A large right inguinal defect was visualized, and the 
decision to pursue a definitive hernia repair at a later stage 
was made, given her high risk for mesh infection. Her 
postoperative course was uneventful. During her postoper-
ative follow-up, her son and heath care proxy decided not 
to pursue hernioplasty, given her recent functional decline 
and high morbidity risk.

Figure 1. CT Scan of Inflamed Appendix With Tip Inside Right Inguinal 
Hernia. Published with Permission

Figure 2. Abdominal Wall Abscess Measuring 6.9 × 4.5 × 7.0 cm. 
Published with Permission
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Discussion
Claudius Amyand described the first successful appendec-
tomy in October 1735 at St. Georges Hospital, London.2 
The eponym of Amyand’s hernia refers to an inguinal her-
nia that contains a portion of the appendix. This rare con-
dition most commonly presents with a normal appendix; 
however, multiple stages of acute appendicitis within the 
inguinal hernia have also been described in the literature. 
Computer tomography can assess complicated appendici-
tis involving perforation, necrosis, or an abscess, and the 
definitive surgical management will vary based on these 
complications.

In 2008, Losanoff and Basson introduced a classification 
based on the inflammatory stage of the appendix, includ-
ing the recommended treatment for each type.3 Type 1 
describes a normal appendix and recommends mesh her-
nioplasty +/- appendectomy. Type 2 will have acute uncom-
plicated appendiceal inflammation within the hernia sac, 
and open appendectomy with an open hernia repair with-
out prosthetic mesh placement is advised. Type 3 includes 
complicated appendicitis (perforation, abscess), and the 
treatment is aimed at source control of the acute infection. 
Hernia repair during the first operation is not advised, giv-
en the high risk of mesh infection. Type 4 includes other 
pathologies as the cause of acute appendicitis (i.e., malig-
nancy, diverticulitis), and the treatment should be specific 
to that disease process.

Laparoscopic appendectomy has become the mainstay 
treatment for acute appendicitis. In the last decade, non-
operative treatment with antibiotics has been demonstrat-
ed to be non-inferior to appendectomy.4,5 Complicated 
appendicitis is routinely managed with nonoperative 
treatment, including abscess drainage when indicated. The 
decision to perform an interval appendectomy must be 
based on the patient’s age and symptoms. For patients old-
er than 40 years of age presenting with perforated appendi-
citis and a periappendicular abscess, interval appendecto-
my after six to eight weeks is recommended due to a higher 
incidence of appendiceal neoplasms.6 Rates of malignancy 
are lower for younger patients, and recurrence of symp-
toms after non-surgical management is estimated to be 
around 12%-24%. Repeat nonoperative management and 
interval appendectomy are associated with similar morbid-
ity in this age group,7 and surgical management is usually 
recommended for recurrent symptoms.8

Many authors have described low morbidity rates for 
patients undergoing laparoscopic appendectomy and 
hernia repair with mesh when a healthy, non-perforated 
appendix is encountered.9-11 The decision to perform an 
appendectomy must also consider specific patient factors, 
like age, medical history, functional status, and life expec-
tancy. Younger patients with good functional status should 
be optimal candidates for appendectomy during hernio-
plasty. If an appendectomy is performed in a clean fashion, 
the use of prosthetic mesh for hernia repair is still con-
troversial. The risk of hernia recurrence in a non-tension-
free repair must be weighed against the risk and morbidity 
of mesh infection. Studies on the use of polypropylene 
mesh for acutely incarcerated groin hernias (wound class 
II) showed extremely low rates of wound infection, mesh 
infections, and recurrence, advocating for the use of mesh 
during open hernia repair.12,13 In some instances, heavy-
weight, microporous monofilament polypropylene mesh 
has been used for open ventral hernia repairs with dirty 
wounds (class IV) with no difference in 30-day surgical site 
infection14 and could be considered in the appropriate clin-
ical scenario. The consensus on international guidelines for 
the management of groin hernias also recommends using 
this type of mesh for emergent groin hernia repairs with 
a clean-contaminated surgical field.15 The use of biologic 
mesh in inguinal hernia repair has been poorly studied, 
and most data is extrapolated from abdominal wall her-
nia repairs.16 Reports of early postoperative wound infec-
tion using biologic mesh in contaminated/dirty wounds 
describe an approximate risk of 30%.17 As noted, the repair 
of complicated hernias is usually approached in an open 

Figure 3. Intraoperative Image of Incarcerated Appendix Within Right 
Inguinal Hernia. Published with Permission
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fashion, leading to a lack of evidence to support the use of 
mesh during laparoscopic hernia repair for wound classes 
II-IV. The surgeon’s preference and expertise must guide 
the decision to repair the hernia with an open versus lap-
aroscopic approach. In summary, there is currently insuf-
ficient high-quality evidence available in the literature to 
support the use of mesh in contaminated-dirty surgical 
fields, and all recommendations are based on expert opin-
ions.18

Conclusion
Complicated appendicitis incarcerated in an inguinal her-
nia is extremely rare, and treatment must prioritize source 
control. Interval laparoscopic appendectomy is safe and 
recommended for patients older than 40 years of age. The 
decision, approach (open versus laparoscopic), and the 
timing to perform a hernia repair must consider the specif-
ic patient characteristics, morbidity, and the inflammatory 
stage of the disease.

Lessons Learned
Amyand’s hernia can be safely approached laparoscopical-
ly. The decision and approach to performing a combined 
appendectomy and hernia repair with mesh must be indi-
vidualized and take into account the patient’s demographic 
factors and associated morbidity.
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