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A B S T R A C T 

De Garengeot’s hernia is a rare entity in which the appendix is located within a femoral hernia and is almost 

invariably encountered incarcerated in an emergency setting. The clinical presentation is usually that of an 

incarcerated femoral hernia and is indistinguishable from other incarcerated femoral hernias. Here, we 

report on a 48-year-old female patient, known for a post-operative chronic seroma in the right groin since 

childhood, with a rare clinical presentation of a De Garengeot hernia. An abdominal CT-scan was 

performed, revealing an appendicitis with a stercolith in a femoral hernia. Generally, an inguinal approach 

alone (McVay procedure) is chosen and provides access for both appendectomy and hernia repair. In the 

absence of concomitant acute appendicitis, trans-abdominal pro-peritoneal laparoscopy (TAPP) could also 

be used as a single approach. In case of a rare presentation of acute appendicitis with probable contamination 

of the groin, we propose the double approach of laparoscopic appendectomy and hernia repair either with 

(if hernia sac is not opened during surgery) or without mesh. This approach is not yet described in the 

literature, and we think it the best technique to perform the appendectomy and hernia repair with little 

contamination of the groin. 

 

                                                                             © 2021 Marwan Sleiman. Hosting by Science Repository.  

 

Case Presentation 

 

We report on a patient with a rare clinical presentation of a De Garengeot 

hernia. A 48-year-old female patient, known for a chronic seroma in the 

right groin since a right inguinal endovascular approach for the treatment 

of an atrial septal defect in her childhood, developed a progressive right 

iliac fossa pain over the last three days. She had no pain in the right groin. 

She also described an increase in the size of her seroma. Clinical 

examination reveals pain at the palpation of the right iliac fossa. There 

was an irreducible bulge in the right groin, but its palpation elicited no 

pain. There was no inflammatory syndrome. An abdominal CT scan was 

performed to complete diagnosis, revealing an appendicitis with a 

stercolith in a femoral hernia (Figure 1). 

 

We went to surgery with a double approach. We started with an 

exploratory laparoscopy (Figure 2). We found that only the tip of the 

appendix was incarcerated. We managed to reduce the De Garengeot 

hernia via laparoscopic traction and external pressure and performed a 

laparoscopic appendectomy. We completed the surgery with a femoral 

approach. We opened the hernial sac, sampled the seroma content for 

microbial study. Because of the potentially infected seroma, we decided 

not to implant a mesh and performed a McVay procedure. The patient 

was discharged two days later; the seroma content was sterile. Follow-

up at 6 weeks showed no complication. 

 

De Garengeot’s hernia, described the first time in 1731, is a rare entity 

in which the appendix is located within a femoral hernia and is almost 

invariably encountered incarcerated in an emergency setting with 

concomitant appendicitis. It is important to not confuse it with Amyand’s 

hernia, which is defined as an inguinal hernia containing the appendix, 

described in 1735 [1]. 

 

De Garengeot’s hernia is rare, it accounts for 1% of hernias, and only 

222 cases have been described in the literature since 1925 [2, 3]. Only 

0.08%-0.13% of them present with a simultaneous acute appendicitis 

[4]. The clinical presentation is usually that of an incarcerated femoral 
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hernia and is indistinguishable from other incarcerated femoral hernias 

on clinical examination. In the series of Linder et al., the most common 

clinical finding (87/90) was a mass in the inguinal region, of which pain 

was documented in 74.4% [5]. Pre-operative diagnosis is established in 

only 31.5% of the cases; the majority of patients are taken to surgery for 

simple femoral hernia incarceration. Generally, an inguinal approach 

alone is chosen, and provided access for both appendectomy and hernia 

repair [6]. The most common hernia repair is through suture technique, 

and with non-absorbable material. The most frequently specified 

methods are the McVay, Cooper ligament suture techniques, and the 

Rives [7]. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Image of abdominal CT showing the appendix in the femoral hernia with a seroma. A) Coronal view of the appendix next to the femoral vessels 

(red arrow). B) Axial view of the appendix next to the femoral vessels (red arrow), the chronic seroma (green arrow) and the stercolith in the hernia 

(yellow arrow). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Laparoscopic image of the appendix in the femoral hernia. 

 

Our described clinical presentation was uncommon for an incarcerated 

De Garengeot hernia as the patient had no inguinal/femoral pain but only 

a right iliac fossa pain. The history of a surgical vascular right inguinal 

access in her childhood, as well as the presence of a chronic seroma, 

challenged the diagnosis. Fortunately, CT-scan was readily available, 

allowing for an early diagnosis and treatment of this rare clinical 

presentation. 

 

Conclusion 

 

In conclusion, De Garengeot’s hernia is a rare entity, and its diagnosis 

can be challenging. Imaging is not always necessary but can be useful in 

planning a surgical approach, as an inguinal-only approach could be 

challenging in ligating the base of the appendix. In the absence of the 

concomitant acute appendicitis, trans-abdominal pro-peritoneal 

laparoscopy (TAPP) could be used as a single approach to perform both 

appendectomy and mesh repair. In case of a rare presentation of acute 

appendicitis with probable contamination of the groin region, we 

propose the double approach of laparoscopic appendectomy and hernia 

repair either with (if hernia sac is not opened during surgery) or without 

mesh. This approach is not yet described in the literature, and we think 

it the best technique to perform the appendectomy and hernia repair with 

little contamination of the groin. 
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