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Inguinal Hernia or Pandoras Box?
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Inguinal hernia with an appendix trapped in it is called an Amyands hernia. The overall incidence of Amyands hernia is only

around 1 %. Most dreaded complications of this type of hernia is incarceration or perforation. Inguinal and femoral hernias are more

prone for Incarceration of the appendix. In this case review we present to you a Amyands hernia with a caecal diverticula with associ-

ated complications with Inguinal hernia.
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Introduction and Case Report

A 56-year-old man presented with a reducible mass in the right
groin for 20 years which has become irreducible since 1 month.
Patient also complains of pain over the mass. Physical examina-
tion yielded a mass measuring 12 cm x 12 cm in the right inguinal
region; the mass was tender, soft, and had a smooth surface. The
mass was seen extending into the scrotum. Cough impulse was
positive probably due to a wide deep ring. No redness or signs of
inflammation were detected. The body mass index of patient is 23

(kg/m?), and he had no history of appendicitis.

Preoperative color Doppler ultrasound of both inguinal regions
indicating a low-echo zone of 10 cm x 10 cm in the right inguinal
region the patient was diagnosed with right inguinal hernia with

omentum as content.

Since there was no ambiguity with the content of the hernia and
a high creatinine content due to patients Acute on Chronic Kidney

disease, a CT scan was deferred.

Informed consent for surgical treatment was obtained from the

patient and his relatives.

History
Claudius Amyand, on December 6, 1735, performed the first

successful appendectomy for a 11-year-old boy who presented

with a right inguinal hernia. The term Amyand’s hernia refers to an
Incarcerated hernia containing appendix, which may be normal or
inflamed [1]. Amyand found a pin encrusted with stone within the
appendix; the hernial sac contained the appendix [6]. Since this is a
rare condition, the term “Amyand’s hernia” been used as a descrip-

tion of an incarcerated appendix within an inguinal hernia [2].

Literature Review and Discussion

Amyand’s hernia is death with appendectomy via herniotomy,
with primary hernia repair [4,6,9]. In cases of suspected perfora-
tion or pelvic abscess a lower midline laparotomy is recommended
[3,12]. Extraperitoneal management of Amyand’s hernia has be-

come more common [5].

Literature review showed no consensus regarding the best
course of action in treating an appendix in Amyand’s hernia. There
is often confusion on weather or no to do an appendicectomy in a
Amyand’s hernia. Appendectomy is indicated only if the appendix
is inflamed [8,10,11] by a few, others support appendectomy even
when the appendix is non-inflamed, in an effort to avoid future
complications [8,10,11,13]. Manipulation of a healthy appendix
during surgery may incite inflammation and may provoke second-

ary appendicitis [13].

Most often, hernia repair is completed during primary surgery.

In a few cases, hernia repair is delayed due to complications and
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inflammation [4]. Closure of contaminated abdominal wall defects
is generally contraindicated because prosthetic mesh material can

elicit an increased inflammatory response [3,7].

Losanoff,, et al. proposed a classification of Amyand’s hernia to

improve treatment:

e Type I is a normal appendix: perform reduction or appen-
dectomy with mesh hernioplasty [14].

e Type Il is acute appendicitis localized in a hernial sac: per-
form appendectomy through hernia, with mesh hernia re-
pair; associated with higher risk of mesh infection.

e Typelllisacute appendicitis complicated by peritonitis: per-
form appendectomy through laparotomy; hernioplasty deci-
sion should be made based upon the spread of sepsis.

e Type IV is acute appendicitis accompanied by other abnor-
mal pathology: hernioplasty may be contraindicated if dam-

age is too extensive.

Operative procedure

He underwent an elective Bassinis hernia repair only avoiding

mesh placement under spinal block.

Once the external oblique was opened the cord structures were

identified and the contents were dissected off the cord structures.

The hernia contained perforated appendix attached to a perfo-
rated caecal diverticula along with the ileal loops as seen in figure
1. The posterior wall of inguinal canal was damaged as seen in fig-
ure 2 and the transversalis fascia was missing, making it a Type IlIb

hernia according to Nyhus.

Perforated appendicular tip.

14

Perforated caecum with appendicular stump post appendicec-

tomy.

Perforated caecum.

Linear Stapler 55 being applied to perforated caecum.

Citation: Tejasvi Kumar C, et al. “Inguinal Hernia or Pandoras Box?". Acta Scientific Clinical Case Reports 1.10 (2020): 13-16.



Inguinal Hernia or Pandoras Box?

Post Stapler application.

Bassin’s repair with Ethibond 2-0.
(Figure 1 and 2)

The sac was separated and contained mesangial tissues. The sac
wall was continuously isolated until the right lower abdomen. The
sac wall (length, 10 cm) was found as the mesoappendix, with a

perforated appendix as hernia content.

After incision protection, the sac wall was cut, and appendecto-
my was performed. Perforated caecal diverticula was closed using
a Linear stapler 55 with blue cartridge. The sac was sutured with
2-0 absorbable polyglactin 910 and replaced into the preperitoneal

space after excess removal of the adherent omentum.

Testis was found to be atrophic and an orchidectomy was per-
formed using 2-0 absorbable polyglactin 910 and ligated at the
deep ring.

15

Bassini repair was performed; Ethibond 2-0 sutures were used
to suture the conjoint tendon to the lowest fibres of the inguinal
ligament. After external oblique aponeurosis closure using the No.
2-0 absorbable Polygalactin 910. Skin was closed with ethilon 2-0.

Histopathologic examination of the appendix showed acute sup-
purative appendicitis with perforation caecum showed typhlitis

with perforation.

The patient was administered cephalosporins (2.0g, twice daily)

for three days; recovery was uneventful.

We let him stay in bed for 3 days, to ensure the solid suture of
Bassini herniorrhaphy, supplemented with anticoagulation ther-
apy (lower limbs pressure therapy) to prevent lower limbs deep

venous thrombosis.

At the 5™ day after surgery, we started orally and discharged
the patient on 7™ post-operative day after he could tolerate food

well.

Conclusion

Amyands hernia is a clinical entity which has been reported
very rarely. Its association with Typhlitis and caecal perforation
has not been reported in the literature. Pre-operative diagnosis of
these conditions are very difficult and impossible to confirm with
Ultrasound. Hence a CT Scan with contrast is advisable in these
conditions. Intra operative decision making in such conditions is
of almost importance. Such cases have to be dealt with at a tertiary

care centre with highly qualified surgical staff.
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