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De Garengeot’s Hernia: Case Report of Appendicitis
Within an Incarcerated Femoral Hernia

A. Marinis, M. Voultsos, K. Kaniotis, N. Paschalidis, S. Rizos

Abstract

We present the case of a 64-year-old Caucasian female who was admitted to our emergency department with a 3-day
history of a painful mass in her right inguinal area. The lump had increased in size over the previous two days and an
overlying skin discoloration was also noted. With the diagnosis of an incarcerated hernia, an infrainguinal incision
was carried out and a femoral hernia containing an inflamed appendix was identified, a rare condition known as de
Garengeot’s hernia. This is a rather uncommon finding at surgery that is seldom diagnosed in the preoperative context.
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Introduction

Owing to the intestinal rotation during embryonic
development and the diversity of the anatomical location
of the vermiform appendix, clinical presentation of the
diseased appendix varies accordingly. Moreover, because
of the structural characteristics of the femoral canal (width,
length), the reported rate of incarceration is 14-56% (versus
6-10% in inguinal hernias) [1]. The reported incidence of an
appendix within a groin hernia sac is reported to be around
0.51%-1% while inflammation is encountered in 0.10% of
all acute appendicitis cases [2, 3]. We present a case of an
incarcerated appendix in a femoral hernia sac presenting
as a painful inguinal mass.

Case Report

A 64-year-old Caucasian female was admitted to our
emergency department with a 3-day history of a painful
mass in her right inguinal area. The pain had begun to
increase exponentially over the past five hours and was
of a sharp nature. The lump had increased in size during
the past two days and an overlying skin discoloration was
also noted. Her daily bowel habits remained unchanged.
The skin over the lump was very tender to palpation and
erythematous, and the pain radiated to the right lower
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abdominal quadrant. Attempts to reduce the hernia sac
were unsuccessful. Nausea and mild fever (37.5°C) were
reported. Further physical examination did not reveal
anything further.

Complete blood count and biochemical analysis revealed
a mild leukocytosis. Abdominal X-ray in upright position
was normal. Apart from mild hypertension and Diabetes
Mellitus, her past medical history was unremarkable.

Since the patient had normal vital signs, it was decided
to proceed with surgery. An infrainguinal incision was
made revealing a femoral hernia that contained an in-
flamed appendix (Figure 1). The femoral ring was dilated
by incising the lower part of the inguinal ligament in order
to exteriorize the mobile caecum. A formal appendectomy
was performed and the defect, along with the Poupart’s

Figure 1. Intraoperative photo demonstrating the incarcerated ap-
pendix protruding through the femoral canal
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ligament, was reconstructed with interrupted Prolene 0
sutures. No drainage was used.

The postoperative course was uneventful and the patient
was discharged 2 days after surgery.

Discussion

Femoral hernias account for 3-4% of all hernias [4]. The
borders of the femoral canal through which they occur are
the femoral vein laterally, the lacunar ligament medially, the
iliopubic tract (most internally) and the inguinal ligament
(more externally) superiorly and the Cooper’s ligament
inferiorly. A large variety of abdominal viscera have been
found inside the femoral hernia sac, with the appendix be-
ing one of the rarest herniating organs. Less than 90 cases
have been described in the literature [5,6]. Rene Jacques
Croissant de Garengeot first described the presence of the
appendix within a femoral hernia in 1731 [7].

The diagnosis is very challenging and difficult to make
preoperatively; most cases are incidental findings during
surgery. Nevertheless, there have been two cases in the
literature in which the appendix was identified inside
the hernia sac preoperatively with the use of computed
tomography [8, 9].

Clinical symptoms indicative of incarceration include
vague inguinal pain, swelling and erythema on the af-
fected side. In the even rarer event of perforation, signs of
peritonitis are absent owing to the limited anatomical sur-
roundings. This highlights the fact that acute inflammation
of the appendix inside the femoral hernia sac results from
incarceration and strangulation rather than the common
causes of intraperitoneal appendicitis [9, 10].

Given the rarity of the condition, no consensus has yet
been reached as to the ideal approach. Femoral hernias
can be repaired with four different approaches, namely
infrainguinal, anterior inguinal (through the posterior
inguinal floor), preperitoneal and transperitoneal via an
endoscopic approach. In the case of de Garengeot’s hernia,
various surgical strategies have been proposed ranging
from incision and drainage with delayed appendectomy
to immediate appendectomy followed by hernia repair as
performed in our case [5, 10]. Furthermore, we chose not
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to use prosthetic materials due to the risk of the infection,
although there are a few reported cases where mesh repair
was employed in the presence of an inflamed appendix
without postoperative infection. Delayed intervention
considerably increases associated morbidity and is mainly
due to wound infection. Moreover, a few cases of necrotiz-
ing fasciitis have also been reported in the literature [9].
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KAAN de Garengeot: Mia lMNepintwon Oeiag ZkwAnkoeiditidag
Méoa og MnpokiAn

A. Mapivng, M. BouAtoog, K. Kaviwtng, N. Maoxahidng, 2. PiCog

MepiAnyn
[Tapovatd{ovpe mepintwon piag 64 eTwv yovaikag, n onoia tpocnABe oto Tpnpa enetydvtoy pe pa endduvn pala
otn 8e&id unpoPovPwvikn xwpa and 3nuépov. H pdla avtr avénbnke oe uéyebog tig uo mpornyovueves nuépes,
evw TapatnpnOnke po VITEPXPWOT) TOL LTIEPKEIUEVOL Séppatos. Me Tn Stayvwon Tng mepLoQLypévng knAng, Ste-
vepynOnke pia xapnAr Ao BovPwviki topn ondTe avayvwpicdnke o 6akog TG UNPOokNANG, 0 omoiog mepLeixe T
QAeypaivovoa okwAnkoeldn andeuon, pa katdotaon yvwoth kat wg de Garengeot’s Hernia. ITpokettat yia aov-
vi|01oTo SteyxelpnTikd evpNUA, TO OTOLO GTLAVIA SLAYLYVWOKETAL TIPOEYXELPT TIKAL.
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