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Case Report

An unusual case of an isolated,
incarcerated appendix epiploica
inguinal hernia and laparoscopic mesh

herniorrhaphy

Yagan Pillay', Maryna Reshetar?

Abstract

An isolated appendix epiploica (AE) inguinal hernia remains a rare surgical entity despite laparoscopic
herniorrhaphy and improved intra peritoneal visualization. The surgical disposition of the AE remains
controversial with proponents for both excision and conservative management. The paucity of data,
based only on case reports precludes definite guidelines in their management. The presence of
infection, organ ischemia, surgeon experience, and biological mesh availability all play a role in the
management of this type of hernia. We present a rare case report with a viable incarcerated, AE
inguinal hernia and its laparoscopic excision, and hernia repair. This is only the third such case report

in the published literature to date.
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Introduction

An isolated appendix epiploica (AE)
inguinal hernia is a rare event with
less than twelve cases in the literature since
the first reports in 1906. The majority were
repaired with open herniorrhaphy and only
in two cases, was a laparoscopic repair
performed.?® We believe ours is the third
case in the literature with a laparoscopic
repair. Given the paucity of data for this
type of hernia, the management of the AE
remains controversial. There are advocates
for both surgical resection and conservative
management with no clear scientific
evidence for either."! The decision needs to
be individualized, based on the surgeon’s
skill set, the availability of biological meshes
(in the presence of infection), and localized
experience with this condition.
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Case Report

A young man was referred to general
surgery with a problem of bilateral groin
hernia. The left side was causing him
discomfort and affecting his daily activities
of living. He noticed this a few months
back and was asymptomatic before this
episode. He had no risk factors for hernia
development. He did not smoke and was
not obese. His body mass index was 24.0.
He had no asthma or emphysema but
did perform heavy manual labor. Clinical
examination revealed bilateral direct
inguinal hernias that were reducible. He
had tenderness on his left groin during his
examination.

Clinically, he had no other abdominal
wall hernia. He signed an informed
consent for a laparoscopic bilateral
inguinal herniorrhaphy. Complications
were discussed, and he agreed to video
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Figure 1: Appendix epiploica (green arrow) in the deep ring of the inguinal canal
with the sigmoid colon (blue arrow) in the abdomen outside the deep ring

Figure 2: (A and B) Appendix epiploica mimicking a spermatic chord lipoma (blue
arrows)

recording of the surgery. He was not given peri-operative
antibiotics. The surgery on the right side was uneventful,
and he had a transabdominal preperitoneal repair with a
nylon mesh. On the left side, while attempting to reduce
the hernia sac, I noticed a fatty swelling, which we
ascribed to a spermatic chord lipoma [Figures 1 and 2].

Upon mobilization of the hernia sac, the lipoma appeared
to have an intraperitoneal origin [Figure 3].

Complete mobilization of the lipoma revealed its origins
as an AE of the sigmoid colon [Figure 4]. It was not
acutely inflamed. We resected the AE and sent it for
pathology [Figure 5].

Figure 3: Peritoneal band (hernia sack) through which the appendix epiploica was
incarcerated (green arrow)

The sigmoid colon was notinvolved in the hernia. The left-
sided preperitoneal repair was then completed without
event. We performed a nylon mesh herniorrhaphy.
The operative time was 2h and 20min for the bilateral
herniorrhaphy. The patient made an uneventful recovery
and was discharged home on the same day. His surgical
follow-up was uneventful with no obvious hernia
recurrence or inguinodynia at 4 weeks. Pathology
confirmed an AE [Figures 6 and 7].

Discussion

An isolated AE is a rare content in an inguinal hernia.
Its function is not well elucidated and theories such as
immune function, colonic peristalsis, and absorption
have been postulated.*! There have been a few case
reports since the first publication by Schweinburg
and Von Bruns in 1906 of a strangulated AE. The two
reported their findings independently of each other.!"
There have been very few reports in the literature. The
published epidemiology involves elderly males in the
sixth decade of life. There have only been two reports
to date of a laparoscopic repair, both involving the
transabdominal approach. Our case is unique in that the
AE was an isolated content of the inguinal hernia. It was
not strangulated, unlike the previous two laparoscopic
reports.>?! The sigmoid colon was not involved in the
hernial incarceration. The laparoscopic approach has
the added benefit of visualizing the abdominal contents
for ischemia and deciding on surgical resection. If the
hernial contents reduce at anesthesia induction during
open hernia surgery, it may necessitate a laparotomy to
exclude bowel ischemia.”® This adds to patient morbidity.
The surgical disposition of the AE remains controversial.

The recommendation for an inflamed AE is to reduce
it into the peritoneal cavity without any resection.™
The inflammation is then treated with antibiotics. This
is thought to mitigate the risk of colonic perforation,
especially in the presence of a mesh herniorrhaphy.
An AE, that is, not inflamed may be safely resected.
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Figure 5: Surgical resection of the appendix epiploica base (green arrow) from the
sigmoid colon (blue arrow)
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Figure 6: The gross specimen with the incarcerated portion (green arrow) and the
peritoneal sac /n sifu (blue arrow)

Further controversy arises whether to resect a viable AE
or just reduce it into the peritoneal cavity. The presence
of a preperitoneal mesh precludes another AE hernial
recurrence. Given the large size of the AE in our case
and its small base, it was felt that this could result in
possible torsion or infection, and surgical excision was
performed. A disadvantage of the laparoscopic repair
is the presence of AE necrosis within the hernia. This
may necessitate a tissue repair, in the absence of a
biological mesh to prevent mesh infection. This would
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Figure 7: The gross specimen after the release of the peritoneal band (blue arrow)

result in conversion to an open anterior herniorrhaphy.
Tissue herniorrhaphy is not viable in a laparoscopic
repair. There have been a few sporadic case reports of a
tightening of the deep inguinal ring laparoscopically in
the pediatric population. This is not the current standard
of care for laparoscopic tissue herniorrhaphy.

In conclusion, we present an unusual case of an isolated
AE, inguinal hernial incarceration its laparoscopic
excision, and mesh herniorrhaphy.
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