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Amyand’s hernia: a need for greater surgical awareness
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ABSTRACT

Amyand’s hernia is typically described as a inguinal hernia containing the appendix in its sac. The true incidence of
this hernia is still not discernible in view of its rarity. However the chances of complications in this type of hernia are
extremely high. The clinical presentation of Amyand’s hernia is variable making the diagnosis challenging. This
paper describes the pathophysiology and surgical approaches to Amyand’s hernia to create awareness of this

occasional surprise.
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INTRODUCTION

Inguinal hernia continues to be the commonest surgical
lesion confronted by the general surgeon. A wide range
of contents are usually encountered in an inguinal hernia
sac. Omentum and small intestine are the commonest.
However appendix can be a rare content posing both a
diagnostic and technical challenge. Amyand’s hernia was
first described by Claudius Amyand, who first performed
an appendectomy in a patient who presented with a right
inguinal hernia.! Majority of these hernias are
complicated by virtue of inflammation of appendix in the
hernia sac.>* This renders management extremely
difficult.*®

Pathophysiology

The appendix in a hernia sac is wvulnerable to
inflammation. When inflammation develops the signs of
incarceration of the hernia develop. The inflammatory
process may proceed to gangrene and perforation adding
to the mortality of the disease if misdiagnosed.
Inflammation in the hernia sac can also cause damage to
surrounding structures. This can cause damage to
adjacent testis as well as lead to necrotising fasciitis.”®

This in turn can also lead to spread of infection to the
peritoneal cavity leading to peritonitis.>' Rare
adenocarcinoid tumours have also been described in the
appendix in Amyand’s hernia.*? Surprisingly an inflamed
appendix may even appear in a left sided inguinal
hernia.” Till date only seven cases of left sided Amyands
hernia have been described. This can be a serious
challenge not only in diagnosis but also in treatment. Left
sided Amyand’s hernia could be associated with either a
mobile caecum, intestinal malrotation or situs inversus.*®
Awareness of all these possibilities is essential to develop
a surgical algorithm in managing Amyand’s hernia.

Diagnosis

Pre-operative diagnosis of Amyand’s hernia is an
uncommon phenomenon.***® A contrast enhanced CT
scan may perhaps document the presence of the caecum
as a content of a large long standing hernia sac.’’” This
should raise the suspicion of the possibility of Amyand’s
hernia. In majority of cases Amyand’s hernia is
diagnosed intraoperatively (Figure 1). Adequate surgical
expertise is therefore required to make a decision
regarding the further course of management.
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Figure 1: Appendix as the content of a right sided
inguinal hernia sac.

Management

Losanoff, et al has proposed a classification system for
Amyand’s hernia with a view to improve the treatment
outcome.™® It is based on the status of the appendix within
hernia sac.

Type 1 is normal appendix where in reduction of contents
with mesh hernioplasty will suffice.

Type 2 is where acute appendicitis has developed within
the hernia sac. Appendectomy needs to be performed
followed by repair of the hernia.

Type 3 is where the severity of inflammation of the
appendix is complicated by peritonitis. This may
necessitate appendectomy through a lower midline
laparotomy.

Type 4 is where the appendix may be accompanied by an
abnormal pathology such as a tumour. These cases may
require further workup and definitive treatment.

The type of hernia repair to be performed is the most
contentious issue in Amyand’s hernia.®# A simple
herniorrhaphy in the form of either a Bassini’s or
Shouldice’s repair should suffice. Performing a
hernioplasty by placement of prosthesis would be a
dangerous proposition. This violates the basic concept of
preventing surgical site infection as one combines a clean
procedure with a clean contaminated procedure.?%

Despite utmost precautions to prevent inadvertent
contamination by gastrointestinal luminal organisms yet
chances of infection continue to remain high leading to
infection of the prosthesis, which can be a surgical
disaster. Therefore it would be a safe practice to combine
reduction of contents in a non-inflamed appendix with a
hernioplasty procedure or an appendectomy in case of
complications with a herniorraphy procedure.?**

CONCLUSION

Amyand’s hernia is a rare type of inguinal hernia
containing the vermiform appendix in a state ranging
from normalcy to either an inflamed state or in a
perforated state.

Majority of cases are diagnosed intra operatively. An
appendectomy can be done through a hernia incision in
cases of an inflamed appendix.

Herniorrhaphy for repair is the safest option.
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