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Case Report of Herniorrhaphy with Incidental Amyand 
and Appendectomy

Case Report
Published: 17 Jun, 2021

Abstract
Amyand hernias, an appendix within an inguinal hernia sac, occur in 1% of all inguinal hernias. 
These hernias are frequently discovered accidentally during inguinal herniorrhaphy. This paper 
describes a 22-year-old male who presented to our clinic in an academic institution with complaint 
of a right inguinal hernia and was scheduled for an open hernia repair. Type I Amyand was 
discovered intraoperatively, and the appendiceal artery was ligated during hernia sac dissection. 
Lichtenstein hernia repair was performed followed by a laparoscopic appendectomy. In the Losanoff 
& Basson classification, Type I Amyands are managed by appendiceal replacement and tension free 
mesh hernia repair. Literature review characterized other alternatives including appendectomy, but 
none documented an approach such as ours. Amyands are rare and we present a novel technique 
for a non-acutely inflamed Amyands (Type I), by Lichtenstein hernia repair and a laparoscopic 
appendectomy.
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Introduction
Amyand hernias, defined as an appendix within an inguinal hernia sac, dates back to a case 

performed in 1735 by European surgeon Claudius Amyand [1,2]. The incidence for Amyands is 
approximately 1% of all inguinal hernias [3]. There is a low incidence of co-occurring appendicitis, 
suspected as secondary to mechanical incarceration by abdominal wall muscles, or from a primary 
inflammatory process causing impingement at the internal inguinal ring [2]. Furthermore, 
relatively recently Losanoff & Basson made a classification system guiding management for Amyand 
hernias based on the presence of an inflamed appendix [3]. The patient presented to an academic 
institution for an elective open hernia repair with a hernia notable for the presence of a non-acutely 
inflamed appendix and per the Losanoff & Basson classification, ideally should have been managed 
with appendiceal replacement into the abdominal cavity and a hernia repair. Intraoperatively, the 
appendix suffered vascular compromise, during the adhesiolysis necessitating an appendectomy. 
Detailed in this article is our novel approach, as a result of our clinical decision making for this 
particular Amyand hernia in the setting of an emergent appendectomy without appendicitis.

Case Presentation
A 22-year-old African American male presented to our general surgery clinic with a right-sided 

inguinal hernia, previously diagnosed at an outside institution. The patient had no pertinent past 
medical or previous abdominal surgical history. On physical examination there was a 44 painful 
swelling present with Valsalva in the right inguinal region. Patient was scheduled for an open 
right inguinal hernia repair one week later, with a chief resident and seasoned attending with 20 
years experience. During dissection a type I Amyand hernia was discovered and the appendiceal 
artery was sacrificed due to significant adhesions. Out of concern for the vascular integrity of the 
appendix, intraoperative decision was made to proceed with an appendectomy. First, to minimize 
contamination of the mesh, the appendix was reduced and sac was closed then a Liechtenstein 
hernia repair was performed with polypropylene mesh and polyester sutures. Next the incision was 
closed and an appendectomy was performed laparoscopically. There were no complications during 
the surgery. The postoperative period and 2-week follow up were unremarkable, patient tolerated 
procedure well and was eager to return to work (Figure 1).

Discussion
Amyand hernias first date back to a case performed in 1735 by English surgeon Claudius 

Amyand [1,2]. The incidence for Amyands is approximately 1% of all inguinal hernias [3]. There is 
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a low incidence of co-occurring appendicitis, suspected as secondary 
to mechanical incarceration by abdominal wall muscles, or from a 
primary inflammatory process causing impingement at the internal 
inguinal ring [2]. Management of the Amyand hernia is guided by 
the Losanoff & Basson classification. Type I is characterized by the 
presence of a non-acutely inflamed appendix, and the management 
for which is replacement followed by mesh-based herniorrhaphy 
[3]. However, in the setting of an episode of appendicitis, mesh is 
deferred and due to the shift from clean to contaminated operation, 
the appendix removed from the same incision [4,5]. Per Losanoff & 
Basson classification type II, acute appendicitis without abdominal 
sepsis should be treated by an appendectomy through the hernia 
incision with primary repair of the hernia without the use of mesh 
[6]. Type III includes sepsis of the peritoneum or the abdominal wall 
and is also treated by primary hernia repair and an appendectomy. 
Type IV characterizes an Amyand hernia with a featured abdominal 
pathology, which may be related or unrelated to the hernia. The 
treatment for type IV is similar to type II, but also includes focusing 
on elucidating the abdominal pathology. In our literature review, 
cases previously described paralleled ours, but alternative methods 
have not suggested laparoscopic appendectomy. In contrast to our 
case, a majority of the literature describes Amyands in the setting of 
acute appendicitis. Ours a Type I featured a non-inflamed appendix, 
therefore carrying a lower risk for contamination. One case discussed 
a pediatric Amyand hernia with concurrent appendicitis, which was 
managed by laparoscopic reduction and appendectomy followed by 
an open primary hernia repair. This is in line with surgical principles 
for clean and contaminated wounds as well as the type II Losanoff & 

Basson management [6,7]. Mesh hernia repair was deferred due to 
appendiceal resection in the setting of an acutely inflamed appendix.  
There were two cases of alternate management for non-inflamed 
Amyands, which included mesh herniorrhaphy and appendectomy. 
One featured an appendiceal mass leading to an appendectomy 
through the open hernia sac due to concern for infection or 
malignancy; interestingly, this is the first case of a sliding hernia with 
schistosomiasis [8]. Follow-up in this case was uneventful, despite 
mesh placement in a clean-contaminated wound [5,8,9]. The other 
case featured a preoperatively radiologically characterized Amyand 
hernia managed entirely laparoscopically with mesh hernia repair 
followed by appendectomy [10]. The key difference, in this case, is 
that the Amyand hernia was discovered preoperatively which affected 
the case parameters.

We would like to further emphasize that our approach is novel in 
the sense that it is specific to an incidentally discovered non-inflamed 
appendix on a preoperatively planned inguinal herniorrhaphy with 
an open approach for inguinal hernia sac exploration. Although 
rare, we would suggest this approach for future scenarios of Amyand 
hernias without an inflamed appendix.

References
1. Amyand C. Of an inguinal rupture, with a pin in the appendix coeci, 

incrusted with stone; and some observations on wounds in the guts. Phil 
Trans Royal Soc. 1736;39:329.

2. Llullaku SS, Hyseni NS, Kelmendi BZ. A pin in appendix within Amyand's 
hernia in a six-years-old boy: case report and review of literature. World J 
Emerg Surg. 2010;5:14.

3. Green J, Gutwein LG. Amyand's hernia: A rare inguinal hernia. J Surg Case 
Rep. 2013;2013:1-2.

4. Hutchinson R. Amyand's hernia. J R Soc Med. 1993;86:104-5.

5. Kamel C, McGahan L, Mierzwinski-Urban M. appendix 1. Preoperative 
skin antiseptic preparations and application techniques for preventing 
surgical site infections: A systematic review of the clinical evidence and 
guidelines. Canadian Agency for Drugs and Technologies in Health, 
Ottawa, Canada; 2011;22.

6. Singal R, Gupta S. "Amyand's Hernia" - pathophysiology, role of 
investigations and treatment. Maedica (Bucar). 2011;6:321-7.

7. Tycast JF, Kumpf AL, Schwartz TL. Amyand's hernia: A case report 
describing laparoscopic repair in a pediatric patient. J Pediatr Surg. 
2008;43:2112-4.

8. Toffaha A, El Ansari W, Elaiwy O. First sliding Amyand hernia 
harboring appendicular schistosomiasis: Case report. Int J Surg Case Rep. 
2019;63:143-6.

9. Sharma H, Gupta A, Shekhawat NS. Amyand’s hernia: A report of 18 
consecutive patients over a 15-year period. Hernia. 2007;11:31-5.

10. Muroya D, Sato S, Okabe M. Simultaneous laparoscopic total 
extraperitoneal inguinal hernia repair and laparoscopic appendectomy for 
Amyand’s hernia: A case report. J Med Case Rep. 2019;13:195.

Figure 1: Image above captured intraoperatively illustrates a lengthy 
appendix held outside of the hernia sac dissection in the inguinal region. 
Appendix labeled with purple arrow.
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