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Obstructed Inguinal Hernia with Scrotal Wall Cellulitis Presenting with 

Inflamed Appendix –Amyand’s Hernia with Appendicitis: Case Report 
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Abstract: Presence of vermiform appendix (non-inflamed or inflamed) in inguinal hernia is called Amyand's hernia in 

honour to surgeon C. Amyand who published the first case of perforated appendicitis within inguinal hernia in a boy 

caused by ingested pin. As such amyand’s hernia is a rare entity and amyand’s hernia with inflamed appendix causing 

intestinal obstruction is very rare. Diagnosis can be difficult due to its rarity, and the presentation is similar to that of any 

inguinal hernia, with tenderness, erythema, and inability to reduce contents, if incarcerated. When appendicitis occurs, it 

can too mimic testicular inflammation or torsion, and so preoperative diagnosis is very rare. Hernia repair and 

appendectomy are the treatment of choice. Antibiotic therapy is associated, in order to prevent complications, such as 

intra-abdominal abscess. Here we report a case of obstructed inguinal hernia with scrotal wall cellulitis found to have 

inflamed appendix as content of hernia sac.  
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INTRODUCTION 

 In inguinal hernia very unusual sac contents 

may be displayed. Few reports are available for ovary, 

fallopian tube, urinary bladder, incarcerated bladder 

diverticula, large bowel diverticula with the form of 

diverticulitis or abscess, Meckel’s diverticulum (Littre 

hernia) or foreign bodies (e.g., fishbones) [1-3].  

 

 Amyand’s hernia refers to the presence of the 

appendix within an inguinal hernia in the name of  

Claudius Amyand, surgeon to King George II. Amyand 

was the first to describe the presence of a perforated 

appendix within the inguinal hernial sac in 1735 [4].  

 

 As such Amyands hernia is rare entity and 

appendicitis that too in obstructed hernia is very rare 

entity. Diagnosis can be difficult due to its rarity. The 

presentation is similar to that of any inguinal hernia, 

with tenderness, erythema, and inability to reduce 

contents, if incarcerated. It can mimic testicular 

inflammation or torsion when appendicitis occurs, and 

thus preoperative diagnosis is very rare. Choice of 

treatment includes hernia repair and appendectomy and 

in order to order to prevent complications antibiotic 

therapy is associated [5]. Here we report a case of 55 yr 

old presented with obstructed inguinal hernia with right 

sided scrotal wall cellulitis which on exploration found 

out to be amyands hernia with appendicitis with 

adhesions. 

 

CASE REPORT 

 A 55-year-old male presented with a 2 days 

history of lower abdominal pain and right  

inguinoscrotal swelling. Abdominal pain was 

permanent and increasing. The swelling became 

irreducible 2 days back with pain and swelling over 

inguinoscrotal region. He had 1 episode of vomiting .He 

had constipation since 2 days. He had fever since 1 day. 

He denied any history of diarrhea, haematemesis, 

bleeding PR or use of non-steroidal anti-inflammatory 

agents (NSAIDs). His past medical history was 

insignificant. Social history was negative for alcohol, 

tobacco, or illicit drug use. His family history was 

unremarkable. On physical exam, His heart rate was 

110/min and blood pressure 100/60. Per abdominal 

examination, abdomen guarding rigidity + ve and 
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tenderness over right iliac fossa, hypogastric region, 

Right inguinoscrotal swelling irreducible, cough 

impulse absent. Local examination- temperature over 

inguinal region and scrotum increased, edema +ve, 

induration + ve, clinically diagnosis of obstructed 

inguinal hernia with scrotal wall cellulitis was done. 

The rest of his examination was unremarkable. 

Laboratory evaluation revealed leucocytosis of 31000 

with neutrophils 86% with decreased platelet count. 

 

 
Fig. 1 

 

 
Fig. 2 

 

 
Fig. 3 

 

 Her X ray abdomen Erect  suggested mildly 

dilated small bowel loops with no air under diaphgram 

(Fig. 1, 2) USG abdomen and pelvis suggested of 

scrotal wall edema with obstructed right inguinal hernia 

with dilated bowel loops with to and fro peristalsis s/o 

obstructed inguinal hernia with no evidence of any 

gangrene. Appendix not visualized separately. On 

exploration, scrotal wall cellulitis with evidence of 

obstructed right sided inguinal hernia is found. Content 

of the hernial sac was found out to be inflamed 

appendix with interloop bowel adhesions with omental 

adhesions. No evidence of gangrene of bowel was 

found. Omental adhesions dissected and 

Appendicectomy done. Terminal ileum, caecum and 

ascending colon checked for congruency. Hernial Sac 

transfixed and ligated. Herniorraphy with Bassini’s 

repair done. Corrugated rubber drain kept in scrotal 

cavity and wound closed primarily. Post operative 

course was uneventful. Drain removed on 2
nd

 day and 

sutures removed on 10 th day and patient discharged. 

There is no evidence of recurrence after 3 months. 

 

DISCUSSION 
 Hernia  can be defined as the protrusion of a viscus or 

part of a viscus through the walls of its containing cavity [6]. The 

presence of the appendix within an inguinal hernial sac is 

referred to as “amyand’s hernia, an uncommon condition [7, 8].  

 

 Obstructed inguinal hernia presenting with appendix 

with features of appendicitis is very rare and demands reporting. 

 

 The finding of a non inflamed appendix within an 

inguinal hernia is reported to be found in 1% of all inguinal 

hernia repairs. Complicated cases associated with appendicitis 

are much less common. It is reported with an incidence between 

0.08% and 1% that underscores the rarity of the condition [9, 

10].  

 

  

 

 Most of the cases occur on the right side, 

probably as a consequence of the normal anatomical 

position of the appendix and also because right-sided 

inguinal hernias are more common than left-sided 

hernias [6]. Its occurrence on the left side has been 

rarely reported [11], this is rare and may be associated 

with situs inversus, intestinal malrotation or a mobile 

cecum [12]. 

 

 Fernando and Leelaratna defined Amyand 

hernia as an inguinal hernia containing (a) a non 

inflamed appendix, (b) an inflamed appendix, or (c) a 

perforated appendix [11, 13, 14]. 

 

 Losanoff and Basson [15] developed 

classification of Amyands hernia into 4 subtypes, 

adding the situation of complicating intra-abdominal 

pathology such as an appendiceal tumor or incidental 

abdominal mass (Table 1). 
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Table 1: Classification of Amyand Hernias, after Losanoff and Basson 

Classification Description Surgical management 

Type 1 

 

Normal appendix within an inguinal hernia Hernia reduction, mesh repair,appendicectomy 

in young patients 

Type 2 Acute appendicitis within an inguinal 

hernia, no abdominal sepsis 

Appendicectomy through hernia, primary 

repair of hernia, no mesh 

Type 3 

 

Acute appendicitis within an inguinal 

hernia, abdominal wall, or peritoneal sepsis 

Laparotomy, appendicectomy, primary repair 

of hernia, no mesh 

Type 4 

 

Acute appendicitis within an inguinal 

hernia, related or unrelated abdominal 

pathology 

Manage as types 1 to 3 hernia, investigate or 

treat second pathology as appropriate 

 

 

Amyand hernia caused  by extra luminal obstruction due to 

pressure on the hernia neck rather than intraluminal obstruction 

of the appendix [16, 17].   

  

 The majority of the cases report the features of 

an obstructed or strangulated inguinal hernia [18, 19]. 

Preoperative clinical diagnosis of Amyand’s hernia is 

very difficult due to the absence of specific symptoms 

or signs, even though acute appendicitis or perforation 

of the appendix within the sac simulates perforation of 

the intestine within the hernia and in fact intraoperativel 

diagnosis is made. While, preoperative computed 

tomography scanning of the abdomen could be helpful 

for diagnosis [20, 21]. There are different modalities for 

Amyand’s hernia surgery. In inflamed appendix, 

appendicectomy is recommended without using mesh. 

Some surgeons advocate the use of mesh in 

contaminated wound, while some strongly opposes by 

others due to probale post operative wound infection 

[22-25]. Modified darn method can be carried out in such 

cases by using a drain [26]. If associated intra abdominal 

abscesses are present, may be dealt with either 

percutaneously or by open drainage.  It has been 

reported that a normal appendix within the hernia sac 

does not require appendectomy. Every effort should be 

made to preserve the organ found in the hernia sac for 

an uneventful postoperative course [27, 28] 

 

CONCLUSION 

 Finally, we conclude that the presence of the 

appendix in an inguinal hernial sac, referred to as 

“Amyand’s hernia”, is an uncommon entity, an  

Amyand’s hernia presenting as obstructed inguinal 

hernia with appendicitis is very rare. Despite its rarity, 

the fact that the majority of such cases present as a 

complicated inguinal hernia, making preoperative 

diagnosis difficult, demands that surgeons consider this 

condition in their differential diagnosis and so they are 

able to offer appropriate treatment. In obstructed 

Amyands hernia, appendicectomy with anatomical 

repair is best treatment. Meshplasty is better to be 

avoided. 
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