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Introduction and Importance: Amyand hernia is an accidental finding that occurs in 0.19–1.7% of patients with 
inguinal hernia, with children being more commonly affected than adults. However, the management depends 
on the guidelines given by Losanoff and Basson. 
Case Presentation: A 62-year-old male presented with complaints of progressive swelling in the right inguinal 
region without any clinical spectrum of bowel obstruction or strangulation. Examination revealed a right-sided 
indirect inguinal hernia with positive Ziemann technique. Open hernioplasty revealed an appendix within a 
hernia sac and was found to be adhered to the surrounding structure with a fibrotic band. According to the 
Losanoff and Basson protocol, the patient had an appendectomy and an open mesh repair with polypropylene 
mesh without any post-operative complications. 
Clinical Discussion: Amyand hernia are often predominantly present in children, with a rare presence in the 
elderly. Pre-operative clinical diagnosis remains a challenge, and the management depends upon the Losanoff 
and Basson protocol. Appendectomy of the normal appendix within the hernia sac is often recommended to 
prevent the sequelae (appendicitis, rupture) following manipulation during hernioplasty. 
Conclusion: Amyand’s hernia is a rare clinical entity and difficult to diagnose due to its uncomplicated presen
tation. Nevertheless, the progress of appendix inflammation, the possibility of abdominal sepsis, and co- 
morbidities should all be taken into consideration when deciding how to manage individual patients.   

1. Introduction 

Amyand hernia implies the finding of the incarcerated vermiform 
appendix (either inflamed or not) within the hernia sac of an inguinal 
hernia [1,2]. It has been reported in patients aged ranging from 3 weeks 
(neonates) to 92 years, with varying incidence ranging from 0.19% to 
1.7% among reported hernia cases and 0.1% when associated with acute 
appendicitis [1–3]. Amyand hernia prevails more in children (approxi
mately 3 times) than adults because of the patency of the processus 
vaginalis in children [1,2]. The management of amyand hernia mostly 
depends upon the classification and surgical management protocol by 
Losanoff and Basson [4]. 

Herein, we report a case of a 62-year-old male with an Amyand 
hernia, discovered incidentally intraoperatively, and discuss the 

management of this rare case. This case is reported in accordance with 
SCARE guidelines [5]. 

2. Case Presentation 

A 62-year-old male with no known comorbidities and a significant 
past history presented to our surgical outpatient care with a complaint of 
progressive swelling in the right inguinal region for 4 months without 
any signs and symptoms of bowel obstruction or strangulation and a 
history of fever, weight loss, and lower urinary tract infections. He was 
an ex-alcoholic but non-smoker. Patient denied any history of similar 
illness or significant family and allergic history. 

On examination, his vital parameters and systemic examination 
revealed no deviation from normal findings. An examination of the right 
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inguinal region was significant for swelling of 2 × 2 cm above the right 
inguinal ligament, pyriform in shape, smooth surface, normal skin 
(absence of erythema or fistula or sinus), no local rise in temperature, 
non-tender, soft in consistency, positive impulse on coughing, reducible 
without scrotal involvement. On the Ziemann technique, an impulse is 
felt on the index finger (suggestive of indirect inguinal hernia) and there 
is no bulging on the ring occlusion test. However, no obvious abnor
mality was present in the left inguinal region. With these clinical find
ings, the patient was clinically diagnosed with an indirect right-sided 
inguinal hernia (Nyhus Classification—Type 1). 

Routine baseline laboratory investigations were within normal 
limits. As the patient had no clinical presentation or biochemical vari
ables of compromised bowel, we did not undergo any radiological im
aging like ultrasonography (USG) of the abdomen or scrotal region. 
Following discussion with the patient, he was scheduled for open mesh 
repair under spinal anesthesia. A general consultant surgeon with prior 
experience performed the operation. An open mesh repair with poly
propylene mesh and appendectomy was done for the right-sided indirect 
sliding hernia with a defect (approximately 4 × 3 cm) with the appendix 
as content within the hernia sac (Fig. 1). An appendix with fibrotic ad
hesions to surrounding structures was evident, for which adhesiolysis 
was done. Furthermore, histo-pathological examination of the appendix 
was suggestive of normal appendix. The postoperative period was un
eventful, and follow-up of the patient after 7 days and 30 days remains 
unremarkable. 

3. Discussion 

Claudius Amyand, an English surgeon, performed the first appen
dectomy on an 11-year-old boy with an inguinal incarcerated sac con
taining a perforated appendix, presenting with right inguinal hernia and 
a fecal fistula on December 6th, 1735 [2]. An Amyand’s hernia is an 
atypical and rare clinical phenomenon in which an inguinal hernia sac 
entangles an inflamed, non-inflamed, or perforated vermiform appendix 
[6,7]. It has been reported predominantly in children, in men compared 
to women, and on the right side. But in our case, it was an adult male 
patient. However, in situs inversus, gastro-intestinal malrotation, large 

appendix, or loose cecum remain an exception in which the location of 
the appendix remains on the left side. Amyand hernia may be chaper
oned in some cases by the omentum, cecum, Meckel diverticulum, 
ovaries, or fallopian tube [2]. In our case, the amyand hernia is on the 
right side. 

Though the pathogenesis of the association of acute appendicitis 
with Amyand hernia is unknown, studies have proposed two possible 
mechanisms [8]: (i) inflammation caused by appendix compression due 
to muscle contraction or an abrupt acute increase in intra-abdominal 
pressure; and (ii) appendicitis caused by extra-luminal obstruction 
caused by pressure in the hernia’s neck. 

Pre-operative clinical diagnosis of Amyand’s hernia remains a chal
lenge due to the variable clinical presentation [1,2]. Majorly, it presents 
with clinical symptoms of pain confined to the right lower quadrant 
along with an irreducible painful mass in the inguinal or inguinoscrotal 
region as a provisional clinical diagnosis of incarcerated hernia. 
Therefore, acute appendicitis within an inguinal hernia sac is taken into 
consideration [9]. Generally, diagnosis of inguinal hernias is done based 
on clinical history and examination; imaging (trans-abdominal ultraso
nography and computed tomography) is not routinely practiced despite 
being the modality of choice for diagnostic workup of acute abdomen 
and hernia. And, if done, they are designed to prevent intentional 
abdominal pathology [1,7]. Some authors have reported preoperative 
diagnosis of it via imaging modalities [2,7]. Imaging modalities were not 
in our case as there were no evident features of bowel obstruction and 
deranged biochemical variables. However, definitive diagnosis is made 
intra-operatively as an incidental finding and surgical options remain 
within the hands of surgeons because of the absence of actual manage
ment protocol [1]. Losanoff and Basson described the classification 
(Table 1) system of different subtypes and surgical management proto
col of Amyand hernia [4]. 

Though management protocols for Amyand hernia were developed, 
performing an appendectomy in the absence of an inflamed appendix 
remained a point of contention. Ivashchuk et al. suggested an appen
dectomy only for an inflamed appendix [1], while Kuru et al. supported 
an appendectomy even in a normal appendix given impending future 
complications secondary to minor trauma on hernia repair [10]. As our 
patient had an appendix with fibrotic adhesion to the surrounding 
hernia sac without any features suggestive of acute appendicitis, he was 
considered to be a case of normal appendix and thus he was managed as 
a Type 1 Amyand hernia as per Losanoff and Basson classification and 
underwent a mesh repair with an appendectomy. Furthermore, the na
ture of the resected appendix was confirmed by histopathological 
examination. 

4. Conclusions 

Due to their unusual and rare character, as well as their diverse 
clinical presentation, they are frequently diagnosed during surgery. 

Fig. 1. Photograph showing the appendix (after freeing from adjacent struc
tures) in Amyand type of Hernia. 

Table 1 
Losanoff and Basson classification and surgical management guideline of 
Amyand’s hernia [4].  

Types Features Surgical management 

I Normal appendix within an 
inguinal hernia 

Reduction or appendectomy 
(according to age), mesh repair 
(hernioplasty) 

II Acute appendicitis localized within 
a hernia sac (no abdominal sepsis) 

Appendectomy through hernia, 
endogenous repair of hernias (no 
mesh) 

III Acute appendicitis within an 
inguinal hernia sac along with 
peritoneal sepsis 

Appendectomy through 
laparotomy, primary repair of 
hernia (no mesh) 

IV Acute appendicitis within an 
inguinal hernia along with other 
related or unrelated abdominal 
pathology 

Appendectomy, symptomatic 
workup and procedures as 
appropriate.  
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Following that, the choice of a surgical technique is made based on the 
patient’s circumstances, the clinical situation, the type of Amyand’s 
hernia, and recommendations made by Losanoff and Basson. 

The takeaway message is that while amyand hernia may appear in an 
uncomplicated pattern within an inguinal sac, the status of the appendix 
determines whether to undergo hernia repair with or without mesh 
repair. 

Patient’s perspectives 

The patient was thankful to the surgical team for curing his condition 
with an appendectomy in one setting. 
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