
Other

Letter to the Editor

Corresponding author:
Selçuk Gülmez
Gastroenterological 
Surgery Clinic 
University of 
Health Sciences
Kartal Kosuyolu 
Higher Specialty Training
and Research Hospital
Istanbul, Turkey
Phone: +90 553 084 62 15
Fax: +90 216 459 63 21
E-mail: selcukgulmez54@
hotmail.com

Gastroenterological Surgery Clinic, University of Health Sciences, Kartal Kosuyolu 
Higher Specialty Training and Research Hospital, Istanbul, Turkey

Submitted: 1 May 2017
Accepted: 2 June 2017

Arch Med Sci Civil Dis 2017; 2: e96–e98
DOI: https://doi.org/10.5114/amscd.2017.68691
Copyright © 2017 Termedia & Banach

Treatment dilemma in Amyand’s hernia

Selçuk Gülmez, Aziz Serkan Senger, Ebubekir Gündeş, Durmuş Ali Cetin, Hüseyin Çiyiltepe, Ulaş Aday

The presence of appendix vermiformis in an inguinal hernia sac is 
referred to as Amyand’s hernia and is a rare condition. Its incidence in 
the adult population is about 1% and it mostly manifests as an unex-
pected condition during surgery [1]. The rate of complicated cases is 
about 0.1% [2].

A 47-year-old male patient presented to our clinic electively with com-
plaints of swelling in the right lower quadrant, which he had for a  long 
time. The patient’s physical examination revealed that he had reducible 
right inguinal hernia, and open repair was planned for the patient upon his 
own wish without using any other additional diagnostic method. The clas-
sical inguinal incision was performed and normal appendix vermiformis 
was randomly found in the sac (Figure 1). As no inflammation was found in 
the appendix, appendectomy was not performed. Following the separation 
of adhesions of the appendix on the inguinal sac, it was put back in the 
abdomen. The Lichtenstein repair was performed with synthetic mesh. The 
patient, who had no post-operative complications, was discharged from 
our clinic the day after the procedure. His outpatient clinic check done 
a week after the procedure did not reveal any problems either.

Appendix in a femoral hernia sac was first reported by De Gareneot in 
1731 [2]. Appendix in an inguinal hernia, on the other hand, was first de-
scribed by the British surgeon Claudius Amyand in 1735 through a case 
of acute appendicitis in an 11-year-old male patient [3]. It has main-
tained its position as a rare case with its incidence of 1% since then [4].

The age distribution of the condition varied from 3 weeks to 88 years 
of age as was reported in a study by Cunha et al. [5] It is observed three 
times more often in the pediatric population than in adults due to the 
patency of processus vaginalis [6]. Amyand’s hernia is observed in males 
and on the right more often, and those occurring on the left are observed 
in cases of situs inversus, mobile cecum, and intestinal malrotation [4]. 
The detection of Amyand’s hernia beforehand is rare and it is generally 
ascertained randomly during a surgical procedure [4, 6]. Its clinical pre-
sentation varies depending on the presence or absence of periappendic-
ular inflammation and also peritoneal contamination and is in the form 
of epigastric, periumbilical pain, or pain in the lower right quadrant, and 
irreducible inguinal mass. It most frequently manifests as incarcerated 
inguinal hernia. Testicular torsion or tumor, acute hydrocele, epididy-
mo-orchitis, scrotal abscess, inguinal lymphadenitis, Richter’s hernia, 
strangulated hernia, and strangulated omentocele should be taken into 
consideration in the differential diagnosis [7, 8].

Patients can be diagnosed through clinical evaluation without hav-
ing to resort to additional diagnostic methods in uncomplicated inguinal 
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hernia or classic acute appendicitis cases. If acute 
abdomen is present in anamnesis and physical 
examination, however, imaging methods may be 
used for differential diagnosis. Ultrasonography 
(USG) and computed tomography (CT) among 
such imaging methods are most commonly used. 
Especially CT is a fine supportive method in the dif-
ferential diagnosis of acute abdomen, and acute 
appendicitis within the hernia sac can successful-
ly be revealed preoperatively [5]. Güler et al. [9] 
also recently reported 2 cases diagnosed preoper-
atively by ultrasonography. Abdominal CT is not 
suggested for all cases of incarcerated inguinal 
hernia in order to diagnose Amyand’s hernia pre-
operatively, but it should be preferred in selected 
cases with findings suggesting acute appendicitis 
alongside incarceration [3]. Diagnostically fever 
and leukocytosis are not very common [10].

Fernando and Leelaratna [7] classified 
Amyand’s hernia as type A non-inflamed appen-
dix, type B inflamed appendix, and type C perfo-
rated appendix. Losanoff and Basson [11], how-
ever, divided Amyand’s hernia into 4 subgroups 
according to the inflammatory condition of the 
appendix within the hernia sac in their study and 
ascertained treatment strategies according to this 
classification: (1) normal appendix within a hernia 
sac, (2) Amyand’s hernia accompanied by an in-
flamed appendix, (3) perforated appendix within 
an inguinal hernia sac, and (4) complicated in-
tra-abdominal pathology with acute appendicitis 
(abscess, malignancy, etc.) (Table I).

It has been suggested that appendectomy 
should not be preferred because of the potential 
contamination risk in the area where mesh will be 
laid by prophylactic appendectomy in cases with 
a  normal appendix in the sac [1]. When studies 
in the literature were investigated in order to find 
out whether mesh should be used in the presence 
of an inflamed appendix, it was found that there 
was no consensus on the subject. The general per-
spective is to prefer hernia repair without mesh 
(Shouldice, Bassini) because of the contamination 
of the surgical field with infection, sepsis, fistula, 
and increased risk of hernia recurrence, as appen-

dectomy is inevitable from type 2 and above [3, 6, 
8, 11]. Torino et al. [12], on the other hand, placed 
mesh without any complications in a  case with 
perforated appendix. In another study supporting 
this picture, the authors reported that they did not 
come across any complications in the postopera-
tive period although they used mesh in an acute 
appendicitis case [8].

When studies in the literature on the role of 
laparoscopy in Amyand’s hernia were investigat-
ed, it was found that there was a  study which 
reported open hernia repair followed by laparo-
scopic appendectomy [13] alongside others that 
used the laparoscopic method (suturation of the 
inner inguinal ring following laparoscopic appen-
dectomy) [14] or those that used the laparoscopic 
extraperitoneal approach with laparoscopic ap-
pendectomy without any problems [15]. As can 
be seen, there is still no clear consensus on either 
whether mesh should be used or whether open 
surgery or laparoscopic technique should be used 
in Amyand’s hernia, and more studies are needed 
in order to determine the correct surgical strategy 
and the risk of recurrence.

Appendix within an inguinal hernia is rare and 
is almost always randomly seen. Ultrasonography 
and/or CT may prove to be useful in the detec-
tion of appendix in the sac beforehand in hernia 
cases accompanied by acute manifestation. The 

Table I. Staging and treatment management of Amyand’s hernia according to Losanoff and Basson’s classification

Variable Hernia type

1 2 3 4

Notable 
characteristics

Normal appendix Inflamed appendix Perforated appendix Acute appendicitis, 
complicated 

intra-abdominal 
pathologies (abscess, 

malignancy, etc.)

Surgical procedure Reduction or 
appendectomy 

(depending on age), 
mesh repair

Appendectomy from 
within the hernia sac, 

endogenous repair 
without mesh

Appendectomy 
by laparotomy, 

endogenous repair 
without mesh

Appendectomy, 
appropriate diagnosis 

and treatment for 
other problems

Figure 1. Appendix in the right inguinal hernia sac 
(Amyand’s hernia)
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treatment algorithm varies according to the in-
flammation of the appendix within the hernia sac. 
However, there is still no clear consensus on this 
issue. The general tendency is to perform hernia 
repair without mesh in the presence of inflam-
mation. When the current studies are taken into 
consideration, however, it is apparent that mesh 
can be used in laparoscopic or open procedures in 
addition to appendectomy in selected cases such 
as early-stage acute appendicitis.
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