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ABSTRACT

The sliding of the cecal appendix through the femoral 
canal is known as Garengeot’s hernia. Its presentation 
complicated with abscess is extremely rare and a cause 
of diagnostic confusion. We describe a case presenting 
with groin abscess resulting from an acute appendiceal 
picture in a Garengeot’s hernia along the diagnostic and 
therapeutic approach he underwent. The review of isolated 
cases agrees that appendectomy should be performed, as 
well as hernioplasty according to the surgeon’s expertise 
and experience.

RESUMEN

Se conoce como hernia de Garengeot al deslizamiento 
del apéndice cecal a través del canal femoral, su pre-
sentación complicada con absceso es en extremo rara y 
causa de confusión diagnóstica. Se describe un caso que 
presenta absceso inguinal resultado de un cuadro apen-
dicular agudo en una hernia de Garengeot (y el abordaje 
diagnóstico y terapéutico que llevó a cabo). La revisión 
de casos aislados coincide en que se realice apendicecto-
mía, así como hernioplastía de acuerdo con el dominio y 
experiencia del cirujano.
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INTRODUCTION

The sliding of the cecal appendix into an 
inguinal hernia sac is known as Amyand’s 

hernia, first described by Claudius Amyand, 
who simultaneously performed the first 
appendectomy.1 A Garengeot’s hernia, so 
recognized by the eponymous French surgeon 
who described an acute appendicular picture in 
a femoral hernia in 1731, has been associated 
with congenital defects and is therefore much 
more frequent in women. The cecal appendix 
is a rare finding in femoral hernias and even 
rarer in the presence of acute appendicitis 
within the femoral canal, representing about 
0.1% of femoral hernia2 and 0.13 to 0.8% of 
all cases of acute appendicitis.3 In the present 
case, a diagnostic and therapeutic approach to 
this rare presentation is proposed.

PRESENTATION OF THE CASE

An 84-year-old woman with a history of 
systemic arterial hypertension and chronic 
atrial fibrillation controlled with enalapril 
and verapamil. Within her surgical history, 
four years prior to the current condition, she 
underwent emergency surgery for a right direct 
strangulated inguinal hernia, with intestinal 
content, approached in the inguinal region, 
requiring intestinal resection and entero-
entero-terminal anastomosis and Shouldice 
hernioplasty. Her postoperative period was 
satisfactory, and she was discharged without 
complications. Her current condition began 
with a mass in the inguinal region, which was 
growing slowly, initially presenting with dull 
mild pain. She did not give it importance. In the 
following two weeks she noticed an important 
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growth in the zone with changes in color, 
erythema, and intense pain, so she went to 
another hospital where a strangulated inguinal 
hernia was suspected again. An ultrasound scan 
was performed in the inguinal region, which 
reported an apparent inguinal hernia and 
abundant gas, which was avascular according 
to the Doppler function. She was sent to our 
institution for management. On examination 
she was agitated, tachycardic (105 beats per 
minute) and moderately dehydrated. On 
abdominal examination a rigid, erythematous, 
and warm mass was found in the right inguinal 
region, which displaced the previous surgical 
scar. It was very painful on palpation. She had 

leukocytosis of 19,250 cells/µl with neutrophilia 
of 88.90%, increased prothrombin time (PT) 
and partial thromboplastin time (PTT), and the 
rest of her lab tests were within normal rages. A 
recurrent inguinal hernia with intestinal content 
was suspected, although the appearance of 
the mass was reminiscent of an abscess (Figure 
1). It was decided to take her to the operating 
room where, under regional anesthesia, an 
incision was performed through the previous 
scar. A large abscess approximately of 400 cm3 
was found and was completely drained. The 
previous inguinal plasty was observed intact. 
No hernial sacs were observed. The origin of 
the abscess could not be clearly determined. It 
was decided to use the open wound technique 
with closure by second intention and keep on 
monitoring the patient. Cures were performed 
according to the output and a contrasted 
abdominal tomography scan was performed 
a few hours later to determine the probable 
sites of origin of the abscess. At this moment, a 
complicated diverticular disease was suspected. 
The report by the imaging service staff was of 
an edematous vermiform appendix, which 
apparently comes out through the femoral 
duct and a small peri-appendicular collection 
(Figure 2). A new exploratory laparotomy was 
scheduled where multiple adhesions around 
the site of the anastomosis performed four years 
ago were found. These adhesions were released 
reaching the cecum and vermiform appendix 
(Figure 3). An appendicectomy was performed 
with management of the Pouchet stump. 
When the surgical specimen was removed the 
appendix tip was found completely perforated. 
The closure of the hernial defect was attained 
with two simple polypropylene 00 stitches. It 
was decided not to place a prosthetic mesh due 
to the high risk of infection. The postoperative 
period was satisfactory, with a decrease in 
leukocytosis to 9.43 cells/µL and normalization 
of PT and PTT. The total hospital stay was 
six days. The inguinal wound granulated by 
second intention, continuing with cures and 
weekly supervision until total closure was 
achieved. The final histopathological was of an 
acute appendicitis with leukocyte infiltration 
in greater quantity in its distal half, lymphoid 
hypertrophy in its proximal half, a perforated 
tip and negative for malignancy (Figure 4).

Figure 1: A bulging warm tender inguinal mass on 
arrival at the emergency department.

Figure 2: Tomographic images of the cecal appendix through femoral canal (A) 
and covering with contrast femoral canal and residual collection (B).
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DISCUSSION

There are several theories about the peculiarity 
of these cases being the most accepted the 
abnormal attachment of the appendix to the 

cecum due to a bad rotation, which causes 
a pelvic location of the appendix, with a 
greater risk of entering the femoral canal.3 
Acute appendicitis in a femoral hernia may be 
a consequence of strangulation of the cecal 
appendix as it passes through the femoral 
canal, rather than to lymphoid hyperplasia 
or presence of an appendicolith, which is 
evidenced in the literature with a predominant 
presence in adults and rarely in the elderly 
population.4,5 The largest reported series of 
cases of Garengeot’s hernia was seven over 
16 years at Whiston Hospital, UK, reported by 
Sharma H et al. They report four cases without 
acute appendicitis where hernioplasty with 
a prosthetic mesh was performed, and three 
cases in which appendectomy plus hernioplasty 
without prosthetic material was performed due 
to the presence of an inflamed cecal appendix 
intraoperatively. It is worth mentioning that 
abdominal pain was only present in one case. 
Just as in this case, one patient presented a 
two-week evolution with a growing and painful 
groin mass, with the same erroneous ultrasound 
report, as well as perforation towards the 
femoral canal that only generated an abscess 
of occult origin.6 The presence of an abscess 
or extra-abdominal purulent collection in the 
inguinal region associated with a Garengeot’s 
hernia has been reported in two more isolated 
cases in the world literature, suggesting the 
plugging effect of the appendix on the femoral 
canal and, additionally, the tightness of the 
inguinal plasty previously performed in our 
patient. The preoperative diagnosis is difficult 
when there are already complications such as 
an appendiceal perforation, and the possible 
formation of abscesses and necrotizing fasciitis, 
both clinical forms of rapid deterioration of 
patients that force us to act cautiously, with 
an initial drainage of the abscess and surgical 
planning through an abdominal contrasted 
tomography scan as suggested by expert groups 
in abdominal wall defects7 to differentiate 
the origin of the purulent material, such as 
diverticular disease8 and acute pancreatitis.9 
Since no hernial defect was found in the 
previous plasty or femoral region during the 
first surgical event, it was decided to wait for 
a tomographic study and solve the primary 
pathology in a second surgical exploration, 

Figure 3: Cecal appendix in the femoral hernia and 
stump management.

Figure 4: Photomicrographs of the extracted specimen. They show the leukocytic 
infiltrate in this case of fibrinopurulent appendicitis.
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which in this case resulted in the finding of 
an appendicular perforation through the 
femoral canal. There is no consensus on the 
management of Garengeot’s hernias; however, 
in the extensive review of the reports, all agree 
that appendectomy should be performed, 
whether incidental or in acute inflammatory 
conditions, as was in this case, as well as 
herniorrhaphy of the femoral defect, with the 
most appropriate technique according to the 
surgeon’s expertise and experience.10,11

CONCLUSION

Inguinal masses with cl inical features 
characteristic of an abscess should raise 
suspicion of intraabdominal pathology that can 
lead to rapid clinical deterioration, especially 
in elderly patients. Imaging studies play an 
important role in these cases which, in expert 
hands, can lead to an accurate diagnosis and 
adequate and directed surgical planning.12 
Its presentation on the right side should raise 
suspicion of an acute appendicular condition, 
either in an inguinal hernia (Amyand) or in the 
femoral region (Garengeot).
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