DOI: 10.7860/JCDR/2016/21522.8871

)

Surgery Section

[

ABSTRACT

De Garengeot’s Hernia — A Diagnostic
and Therapeutic Challenge

ARUN PRASATH SINRAJ', NAGARAJA ANEKAL?, SURAG KAJOOR RATHNAKAR?

De Garengeot’s hernia is an eponym for femoral hernia containing vermiform appendix as its content and is named after Rene-Jacques
croissant De Garengeot after he first described the condition in 1731. We present a case of a 38-year-old woman who presented with
right inguinal swelling for 15 years associated with pain and vomiting for 2 days. Clinical examination revealed an irreducible femoral
hernia. Emergency surgery was done and inflamed appendix was found as content of the sac. Appendectomy followed by mesh
repair was done. Standard treatment protocol does not exist owing to its rarity and the outcome depends on the time of diagnosis
and treatment given. A low inguinal approach is reasonable and use of polypropylene mesh warrants further study. This article is being
presented because of its rarity and intends to briefly discuss the surgical pitfalls and considerations through an up-to-date literature

review.

CASE REPORT

A 38-year-old woman presented with a 15 years history of swelling
in right groin associated with pain and vomiting of about 5 episodes/
day for past 2 days. On examination, she was afebrile, vitals were BP
- 126/84 mmHg, PR-92/min, RR-16/min, SpO,- 95% in room air
and found to have a tender erythematous irreducible femoral hernia.
Laboratory findings including complete haemogram, Renal Function
Test, Serum electrolytes, Coagulation profile, Chest radiograph
were within normal limits except for leukocytosis (18000/cubicmm)
with neutrophilic predominance 85%. Strangulated femoral hernia
was suspected and the patient was posted for emergency surgery,
hence, USG/CT abdomen was not done. On exploration via low
inguinal approach, inflamed appendix was found to be the content
[Table/Fig-1]. Appendicectomy was done and the femoral ring was
closed by fixing polypropylene mesh to inguinal ligament anteriorly
and pectineus fascia posteriorly.

Post-operatively, patient developed superficial surgical site infection,
which was treated with appropriate intravenous antibiotics, and the
patient was discharged after 10 days. Histopathological examination
of appendectomy specimen was suggestive of acutely inflamed
appendix with neutrophilic infiltration of muscularis propria.

Inflammed Appendix

[Table/Fig-1]: Intra-operative image showing Inflamed appendix as the content of
hernia.

DISCUSSION

Femoral hernias account for 4% of all groin hernias with 0.5%-5%
of all femoral hernias containing appendix as its content [1] and
inflammed appendix within femoral hernia is even rarer, with an
incidence of 0.08%-0.13% [2]. So far, fewer than 100 cases have
been reported worldwide [1]. There is a strong female preponderance
— female: male ratio being 13:1 reflecting the higher incidence of
femoral hernia in post-menopausal women [2]. It is more common
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on right side. The hernia sac can contain any of the intra-abdominal
contents like pre-peritoneal fat, omentum, colon, small bowel or
rarely even vermiform appendix [3]. A caecal appendix secondary
to intestinal malrotation or a large caecum extending into the pelvis
may pre-dispose to this clinical picture; a pelvic appendix bears the
highest risk of entering a femoral hernial sac [4]. Acute appendicitis
in femoral hernia may be a consequence of incarceration and
strangulation of the appendix by the rigid femoral neck [4].

The most common manifestation is that of a strangulated femoral
hernia. Sometimes, it can present with features of small bowel
obstruction or rarely even as necrotizing fasciitis. The tight neck of
femoral hernia and pelvic rigidity prevents the spread of inflammation
to the peritoneal cavity and hence, cardinal features of appendicitis
are usually absent [5].

Differential Diagnoses include inguinal hernia, lymphoma, adnexitis,
varix node, lipoma and other groin swelling. Usually, the diagnosis
is made intra-operatively. Computed Tomography (CT) has low
sensitivity in diagnosing appendicitis within femoral hernia with only
44% of cases that underwent pre-operative CT being diagnosed;
classical findings being intramural air density in an incarcerated
hernia indicating intestinal involvement [6]. Ultrasonography is not
of much diagnostic use with only one case being diagnosed using
USG. Our patient was not subjected to USG/CT of abdomen and
pelvis to avoid any undue delay in intervention and was posted for
emergency surgery.

Due to paucity of cases no standard treatment exists. Various surgical
options include initial drainage followed by interval appendectomy
and herniarepairin cases with advanced suppuration, appendectomy
followed by interval hernia repair, appendectomy via hernia sac with
femoral hernia repair at the same time. Most cases are treated with
emergency appendectomy and hernia repair. Laparoscopic repair is
controversial; studies have shown the use of laparoscopy and trans-
abdominal pre-peritoneal repair [7,8]. There is no clear consensus
on the use of mesh. If there is no evidence of infection a mesh repair
may be done. Controversy exists regarding the use of prosthetic
material in a contaminated field due to the risk of infection, but a
few reports have mentioned mesh repair even in the presence of
an inflamed appendix with no evidence of postoperative infection.
The most common complication reported following De Garengeot
hernia repair is wound infection, occurring in upto 29% of patients
[9].
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CONCLUSION

Despite its rarity, the surgeon should be aware of this condition
and include it in the differential diagnosis of right lower quadrant
pain. Imaging studies such as CT may aid the final diagnosis.
Appropriate management consists of emergency appendicectomy
and herniorraphy/plasty. Significantly higher rates of wound infection
were noted in post-operative period and must be looked into. The
role of laparoscopy is debatable and requires further study.
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