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CASE REPORTS

Incidental finding of incarcerated De Garengeot hernia
during laparoscopic cholecystectomy
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ABSTRACT

The current case is of an 83-year-old female with vague abdominal pain found to have an incarcerated De Garengeot hernia
during laparoscopic cholecystectomy with intraoperative cholangiogram. A review of the literature of this rare type of hernia will
be presented in this case report.
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1. INTRODUCTION

An 83 year old female with nonspecific diffuse abdominal
pain had multiple plausible causes of her complaints. These
include a hiatal hernia, cholelithiasis with an elevated lipase,
and an incarcerated De Garengeot’s hernia. Like many other
cases of De Garengeot’s hernias, the patient presented atypi-
cally and was not diagnosed pre operatively. In fact, it was
only discovered upon routine examination of her abdomen
during laparoscopic cholecystectomy.

2. CASE PRESENTATION

An 83-year-old female was referred by her primary care giver
for surgical management of a presumed symptomatic hiatal
hernia. The patient complained of diffuse abdominal pain
with radiation to the back. She also mentioned some abdom-
inal bloating and occasional nausea. In addition, the pain
became worse with physical activity, but was not affected by
the intake of food. Her initial work up included a CT scan
which exhibited a large hiatal hernia with half the stomach
above the diaphragm, but no obstruction. Laboratory values

were obtained that did include a comprehensive metabolic
panel, cbc, and lipase. She was found to have a lipase of
344, which was consistent with a mild pancreatitis. Subse-
quently, an abdominal ultrasound was obtained that showed
gallstones.

Patient’s medical history included hypertension as well as
atrial fibrillation for which she took multiple cardiac med-
ications. Past surgeries were a hysterectomy and tonsillec-
tomy. Family history was non-contributory. On initial physi-
cal exam, the patient’s abdomen was soft, non-tender, non-
distended, with present bowel sounds, and a well healed
midline scar. No masses, organomegaly, or hernias in the
groin were palpated.

The patient’s clinical picture was the most consistent with on-
going symptomatic cholelithiasis with development of mild
gallstone pancreatitis. Thus, a laparoscopic cholecystectomy
with intraoperative cholangiogram was performed. At end of
the procedure, routine inspection of the entire abdomen was
implemented. It was at that time that an incarcerated femoral
hernia was noted on the right side of her groin. Reduction of
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the hernia was attempted laparoscopically without success
requiring conversion to an open repair. A transverse oblique
incision was made in the right groin. No direct or indirect
hernias were noted. The floor of the inguinal canal was in-
cised and the pre peritoneal space was entered. The appendix
was then visualized in the femoral space between Cooper’s
ligament and the inguinal ligament (see Figure 1). The ap-
pendix was overall normal in appearance. The sac containing
the appendix was then reduced. The peritoneal cavity was
entered and an appendectomy was performed. The defect
was fixed using a standard McVay repair (see Figure 2). The
patient tolerated procedure well and was discharged the fol-
lowing day. Upon follow up one month later, her symptoms
had resolved. No further labs or workup for her hiatal hernia
were obtained due to the resolution of her symptom.

Figure 1. Appendix in femoral space prior to reduction

Figure 2. Hernia defect after McVay repair

3. DISCUSSION
There are many types of hernias with different contents
within their sac. The appendix is rarely found within a hernia
sac. One of these types of hernias is an Amyand’s hernia,
where the appendix is found within an inguinal hernia. De
Garengeot hernia, the presence of the appendix inside a
femoral hernia is even rarer. This hernia was first named
after the surgeon Rene Jacues Croissant De Garengeot in
the 18th century. It accounts for 0.5%-5% of all femoral
hernias. Like the more common types of femoral hernia,
the incidence of De Garengeot hernias are twice as high in
females as in males.[1–5]

Most people with De Garengeot hernias present asymptomat-
ically or may present with vague abdominal pain. According

to some authors, it is felt that appendicitis in a femoral sac
can be a primary obstructive event or it can be secondary
to the constriction of the appendix by the tight neck of the
hernia sac.[5, 6] The largest case series found in the literature
review is of 7 patients over a 15 year period. None were
diagnosed pre operatively and the most common present-
ing symptom was painful groin swelling, which the present
patient did not have. This series suggested repairing the
hernia and performing an appendectomy based on what the
appendix looks like within the sac.[5] However, the decision
to carry out an appendectomy on a De Garengeot hernia is
more complex than the simple appearance of the appendix.
The patient’s age, co-morbidities, and the risk of any future
surgical intervention has to be kept into consideration. The
decision was made to perform an appendectomy due to the
patient’s age and co morbidities that would complicate a
subsequent operation if needed.

Most of De Garengeot hernias are rarely diagnosed pre-
operatively as in this patient. Yet, in multiple case studies
it appears CT is the most effective tool to utilize in order
to make a diagnosis. CT findings would include intramural
air density in an incarcerated hernia sac indicating intesti-
nal involvement, but lack of obstruction or dilation of small
bowel.[1, 7] In this case, the patient did have a CT performed,
which showed a hiatal hernia, cholelithiasis, and divertic-
ulosis. However, nothing was visualized within the right
groin.

Although not intentionally utilized, many authors advocate
laparoscopy as a safe and helpful adjunct when approaching
hernias of unknown etiologies. Its use is especially empha-
sized when the groin hernias are atypical and the contents
cannot be determined either clinically or radiologically.[8–10]

Another important point to be taken away from this case
is that inspection of the entire abdomen and pelvis when
doing laparoscopic procedures should be routine. It was
especially important in this case because the patient’s pain
was nonspecific and could have been the result of multiple
etiologies. Nevertheless, the patient’s pain was most likely
due to gallstones based on her symptoms and workup. How-
ever, missing the incarcerated femoral hernia on abdominal
surveillance during surgery may have resulted in future com-
plications such as appendicitis or the development of groin
pain necessitating another surgery.

4. CONCLUSION
De Garengeot hernias are rare and are usually not diagnosed
pre-operatively. Some case reports state the decision of
whether to do an appendectomy should be based on how
the appendix appears within the sac. However, the patient’s
age, co-morbidities, and presentation should be kept into
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consideration when making such a decision. This case rein-
forces the need to inspect the abdomen and pelvis at the time
of surgery in order to reduce the risk of missing co-existing

pathologies in the abdomen.
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