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ABSTRACT

Introduction: A de Garengeot’s hernia is a femoral her-
nia containing the appendix and accounts for approxi-
mately 0.8% of all femoral hernias.

Presentation of the Case: This paper describes a case of
an 84-year-old female who presented with abdominal pain,
believed to have an incarcerated femoral hernia. Patient
underwent a hernia repair and was found to have a femoral
hernia involving the appendix, a de Garengeot’s hernia.
The femoral hernia was repaired using a total extraperito-
neal (TEP) approach.

Discussion: There are a variety of reported ways to
repair a de Garengeot hernia. In this case, we discuss the
successful use of the TEP approach to repairing a de
Garengeot hernia.

Conclusion: Although rare, a de Garengeot hernia must
remain on the differential when evaluating a patient for an
incarcerated femoral hernia. A TEP approach provides the
surgeon the ability to perform a variety of hernia repairs,
regardless ofwhat is encountered during the operation.

Key Words: De Garengeot hernia, Total Extraperitoneal,
Femoral hernia, Acute appendicitis.

INTRODUCTION

A de Garengeot’s hernia is a femoral hernia which contains
a portion or the entirety of the appendix.1 De Garengeot
hernias account for approximately 00.8% of all femoral her-
nias.2 In a majority of cases, a de Garengeot hernia is discov-
ered intraoperatively when a patient undergoes repair of an
incarcerated femoral hernia. Computed tomography (CT)
imaging may not allow for identification of structures con-
tained within the femoral hernia. We present a case of a de
Garengeot hernia discovered intraoperatively and its repair,
utilizing the Total Extraperitoneal (TEP) approach.

PRESENTATION OF CASE

An 84-year female presented to the emergency department
(ED) with complaints of sudden, sharp right lower quadrant
abdominal pain and nausea. At the initiation of the pain, she
noticed a bulge in her right groin, which she had never
appreciated before. She had not passed flatus or had a
bowel movement since onset of pain. Initial patient labora-
tory results were significant for leukocytosis. Patient under-
went a CT scan of the abdomen and pelvis with intravenous
contrast, which demonstrated an incarcerated femoral her-
nia containing a loop of small bowel causing proximal small
bowel obstruction (Figure 1). Following the CT scan, prior
to evaluation by the surgical team, the ED physician was
able to reduce the incarcerated hernia and the patient’s
symptoms resolved. The patient was admitted to the hospi-
tal and was optimized medically prior to any surgical repair.

Initially, patient underwent a diagnostic laparoscopy to
inspect the abdomen and determine the appropriate oper-
ative approach. At this time, a femoral hernia containing
the appendix was identified (Figure 2). Additional ports
were placed and reduction of the femoral hernia was
attempted, but found to be incarcerated. At that time, the
abdomen was desufflated. Separate incisions were made
and a totally extraperitoneal approach was attempted uti-
lizing a balloon dilator. In the preperitoneal space the
femoral hernia was reduced, and a mesh was placed
(Figure 3). Once the mesh was placed in position, the ab-
dominal cavity was reinsufflated. Using a separate set of
instruments, the appendectomy was performed. The ap-
pendix was identified, the mesentery was dissected out,
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and transected using an Endo GIATM stapler. The appen-
dix was completely intact and no spillage occurred. After
inspecting the abdomen entirely, the abdomen was again
desufflated. Completion of the femoral hernia in the pre-
peritoneal spaced was performed. The mesh was not
tacked in place. All ports were closed and covered with
Dermabond®. The patient was discharged home the fol-
lowing day.

DISCUSSION

There are a variety of surgical approaches to treatment of de
Garengeot hernias.3 Of the approximately 90 cases reported,
there was only one publication which described a TEP
approach to repair a femoral hernia defect.4 The TEP repair
allows for the ability to repair several different defects, includ-
ing femoral, inguinal, and obturator hernias. In addition to
the TEP approach, surgeons have repaired a de Garengeot

hernia utilizing different surgical approaches, including lapa-
rotomy, open inguinal with diagnostic laparoscopy, open in-
guinal repair, preperitoneal, or a combination of approaches.
The decision for which operative approach to utilize was de-
pendent on a variety of factors, including concerns of perfo-
ration or necrotic bowel, as well as findings on CT
imaging. Diagnostic laparoscopy was performed in sev-
eral cases due to inability to identify the pathology on
pre-operative imaging; this allowed for the surgeon to
visualize the problem and determine the proper
approach for repair. In the instance of our case, a diag-
nostic laparoscopy was performed initially to determine
further operative planning; pre-operative imaging did
not fully identify the pathology, therefore, direct visual-
ization aided in the diagnosis of a de Garengeot hernia.

In the previous published case describing a TEP repair, the
authors performed the diagnostic laparoscopy and laparo-
scopic appendectomy first, then closed the peritoneum prior
to the TEP femoral hernia repair. The argument for this
approach was to prevent placing mesh in a potentially conta-
minated environment; therefore, the extraperitoneal femoral
hernia repair was performed after the peritoneum had been
closed. As in our case, the appendectomy was performed
prior to fixation of the mesh in the extraperitoneal space.
Although a majority of manipulation of the mesh occurred
prior to removal of the appendix, there was no spillage of
contents during the appendectomy. A separate set of
instruments was used to perform the appendectomy in
order to minimize the overlap between a clean portion
of the procedure with a clean-contaminated portion. The
TEP was performed using different incisions from the
appendectomy in order to prevent the potential of cross-
contamination. As long as there is no spillage, placement
of mesh before or after appendectomy should be safe
and limit concern of infection.

Figure 1. Computed Tomography scan demonstrating incar-
cerated femoral hernia containing small intestines.

Figure 2. De Garengeot hernia identified intraoperatively as
the appendix is visualized entering the femoral canal.

Figure 3. Prior to the appendectomy, the femoral hernia was
reduced utilizing a total ex extraperitoneal approach.
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In conclusion, although the incidence is rare, a de
Garengeot hernia must always remain on the differential
when a surgeon approaches an incarcerated femoral her-
nia. Often times, the diagnosis of a de Garengeot hernia
occurs intraoperatively, regardless of prior imaging find-
ings. The operative approach to these femoral hernia
repairs will often be dictated by what is discovered intra-
operatively. If an appendectomy is necessary, as in this
case, the surgeon must take into consideration the impor-
tance of avoiding cross contamination when placing mesh
to repair the hernia. The TEP approach provides the sur-
geon feasibility to perform a variety of hernia repairs,
regardless of what is encountered during the procedure.
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