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Abstract:         Case Report 

Amyand’s hernia is defined as the presence of the vermiform appendix within 

an inguinal hernia sac. It is a rare condition and appendicitis within the sac is 

even more uncommon. We report the case of a 47-year-old male admitted with 

bowel obstruction due to a left incarcerated inguino-scrotal hernia. 

Intraoperative findings revealed a viable cecum associated with a catarrhal 

inflamed appendix inside the hernia sac. Reduction of the bowel content 

followed by Bassini repair without mesh was performed. Postoperative 

recovery was uneventful. Management depends on the degree of appendiceal 

inflammation. 
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INTRODUCTION 

Amyand’s hernia was first described 

by Claudius Amyand in 1735 [1]. It is 

defined as the presence of the appendix 

within an inguinal hernia sac. Its reported 

incidence ranges between 0.19% and 1% of 

all inguinal hernias [2]. Acute appendicitis 

within the hernia sac is even rarer, 

accounting for approximately 0.07–0.13% of 

cases [3]. Most cases occur on the right side 

due to normal cecal anatomy. Left-sided 

Amyand’s hernia is exceptional and is 

usually associated with situs inversus, 

intestinal malrotation, or a mobile cecum 

[4]. Preoperative diagnosis is uncommon, 

and the condition is typically identified 

intraoperatively [5]. 

Case Presentation 

A 47-year-old chronic smoker was 

admitted to the emergency department with 

a 48-hour history of bowel obstruction, 

including abdominal pain and vomiting, 

without general deterioration. Clinical 

examination revealed a painful, irreducible 

left inguino-scrotal hernia without cutaneous 

inflammatory signs. The patient was 

hemodynamically stable. Emergency surgery 

was performed. 

 

Intraoperative exploration revealed a 

tense hernia sac containing sero-hematic 

fluid. Aviable cecum and a congested 

catarrhal appendix were identified within the 

sac. Progressive recoloration confirmed 

bowel viability. 
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Figure 1: Intraoperative view showing a 

viable cecum and inflamed appendix within 

the left inguinal hernia sac (Type II 

according to Losanoff classification) [6] 

 

 
Figure 2: Close-up view of the congested 

appendix. Bowel recoloration confirmed 

intestinal viability 

 

The bowel was reduced into the 

abdominal cavity. Hernia repair was 

performed using the Bassini technique without 

mesh. Postoperative recovery was uneventful, 

and the patient was discharged on 

postoperative day 2. 

 

DISCUSSION 

The pathophysiology of Amyand’s 

hernia remains debated. Appendiceal 

inflammation may be primary or secondary to 

vascular compression at the hernia neck [5]. 

Losanoff and Basson proposed a classification 

system guiding surgical management [6]. Type 

I includes a normal appendix; Type II involves 

appendicitis without peritonitis; Type III 

includes appendicitis with peritonitis; and 

Type IV includes appendicitis with additional 

abdominal pathology. Our case corresponds to 

Type II. Recommended treatment for Type II 

consists of appendectomy and primary hernia 

repair without mesh to reduce infection risk [6, 

7]. The use of prosthetic mesh in contaminated 

fields remains controversial due to the risk of 

surgical site infection [7]. Left-sided cases 

should prompt evaluation for anatomical 

anomalies such as mobile cecum or 

malrotation [4]. Prognosis depends mainly on 

timely management and absence of septic 

complications [3]. 

 

CONCLUSION 

Amyand’s hernia is a rare surgical 

entity usually diagnosed intraoperatively. 

Management should be tailored according to 

the degree of appendiceal inflammation. Left-

sided cases are exceptional and may be 

associated with anatomical variations. 
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