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Summary
The vermiform appendix (whether inflamed or not) 
within a hernia is very rare occurrence. We present 
the unprecedented case of a normal appendix found 
within a Pfannenstiel incisional hernia. A diagnostic 
laparoscopy was performed as appendicitis was 
suspected. However, the tip of a normal appendix 
was visualised within a previous Pfannenstiel incision. 
Laparoscopic appendicectomy was carried successfully 
and the patient was discharged. The patient later 
returned for a successful elective laparoscopic 
incisional hernia repair.

Background
Appendicitis is a common surgical diagnosis, 
but appendicitis within a hernia is a much rarer 
diagnosis with the the most common being 
appendicitis within an inguinal/inguinoscrotal 
hernia,1 commonly due to the close relation of 
the anatomy. We describe the unprecedented 
case of a misdiagnosed appendicitis as an incar-
cerated normal appendix within a Pfannenstiel 
incision.

caSe preSentation
We report the case of a 48-year-old woman who 
presented with a 6-day history of gradual onset 
abdominal pain localised to the right iliac fossa. 
She described a dull aching pain without radia-
tion that was transient in nature (in increments 
of minutes) with no exacerbating or relieving 
factors. She also complained of vomiting twice, 
anorexia and a severity score of 7/10. There were 
no urinary or gynaecological symptoms.

Her medical history revealed a total abdominal 
hysterectomy (open) 18 months prior, fibroids, 
hypercholesterolaemia, sensorineural hearing loss, 
axillary cyst removal and laparoscopic adjustable 
gastric banding.

On examination, there was a clear Pfannenstiel 
incision, the abdomen was soft but tender in the 
right iliac fossa with guarding.

inveStigationS
Blood results and urinalysis were normal. CT 
abdomen pelvis (CTAP) (figure 1) showed an 
abnormal area adjacent to the caecum likely 
representing an inflamed appendix, therefore the 
diagnostic conclusion was likely appendicitis.

differential diagnoSiS
Having acquired the CTAP results, our main differ-
ential diagnosis was appendicitis.

treatment
Based on these findings, a diagnostic laparoscopy 
was performed with a view to appendicectomy.

outcome and follow-up
On entry into the abdomen, it was clear the tip 
of the appendix was adherent and within an inci-
sional hernia of the previous Pfannenstiel inci-
sion (figure 2). The appendix did not appear to 
be inflamed and was dissected from the incisional 
hernia using a Thunderbeat energy device. It was 
then ligated at the base, which was found to be 
healthy, using endoloops. The patient did well post-
operatively and was discharged with 2 days of oral 
antibiotics and analgesia.

Histology revealed an atrophic and uninflamed 
appendix measuring 70×5 mm, and microscopi-
cally appeared uninflamed with extensive fibrofatty 
obliteration of the lumen. We submit that this is 
likely due to incarceration. The final diagnosis was 
incarcerated normal vermiform appendix within 
Pfannenstiel incisional hernia.

Following discharge, the patient continued to 
have a dull pain which she described as severe, and 
on examination was maximally tender within her 
Pfannenstiel incision, although clinically no hernia 
was palpable due to her body habitus. The patient 
returned 5 months later for an uncomplicated 
elective laparoscopic mesh repair of the incisional 
hernia with and was discharged the following day.

diScuSSion
The presence of appendices within hernias is histor-
ically documented in the literature originally by 
Amyand. Overall, it is uncommon to find an appen-
diceal hernia with figures reported as low 0.51% 
(out of 1950 patients) with a male to female ratio 
of 2:1. However, it is even more uncommon to find 
appendicitis within a hernia.2

Galiananes and Ramaswamy3 described an 
appendicitis found within a Pfannenstiel incisional 
hernia in 2012, which extended into the preperito-
neal area held by adhesions. However, this appen-
dix’s body initially appeared non-inflamed but 
after dissection, the tip was visualised as inflamed 
and later confirmed by pathology as appendicitis 
(unlike our case). Although there have been reports 
of appendices within hernias in the literature, only 
Galinanes and Ramaswamy3 detail an appendix 
found within a Pfannenstiel incisional hernia.3

The mechanism of the patient’s pain does not 
exactly fit with the presentation of acute appen-
dicitis nor a symptomatic incarcerated hernia but 
can be attributed to two mechanisms. As the tip 
of the appendix was stuck in the incisional hernia, 
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the appendix itself was behaving as an adhesional band respon-
sible for an element of traction on the caecum. Additionally, 
the appendix itself could have been the cause of an internal 
hernia leading to intermittent episodes of abdominal pain and 
explaining the episodes of vomiting at presentation.

A Pfannenstiel incisional hernia is a rare complication 
reported as low as 3.5%.4 Hermann Johannes Pfannenstiel 
initially described closure of the abdomen in four layers (perito-
neum, rectus muscle, transversely incised fascia and skin), but it 
is not common practice to plicate the rectus muscle as originally 
described, with gynaecologists reporting only 5.6% closing the 
rectus muscle in a case series by Patil et al.5 Low rates have been 
cited due to lack of evidence in literature to support this step, but 
this case series found all incisional hernias occurred where the 
rectus had not been closed. Similarly in this case, the rectus was 
not plicated in closure of Pfannenstiel incision of the hysterec-
tomy 18 months prior.6

Incidental appendicectomy was performed in this case as the 
dissection of the appendix from the incisional hernia required 
multiple manipulations and traction on the base of the appendix. 
The tip of the appendix appeared macroscopically unhealthy 

due to the incarceration and it was difficult to exclude inflam-
mation. Appendectomy was performed to avoid progression 
to complicated appendicitis7 8 as a macroscopic view cannot 
confirm appendicitis.3

Despite the literature advocating primary hernia repair for 
non-inflamed appendix,1 repair was deferred to avoid the risk 
of infection of the mesh as microscopic infection could not be 
ruled out (having visualised the unhealthy looking tip). Although 
associated with higher risk of hernia recurrence, a direct hernia 
repair could have been performed; however, the appendix was 
considered the main source of patient symptoms in this circum-
stance and the hernia was addressed at later stage.

Appendicitis within groin hernias have a variable presen-
tation and do not present as a classical acute appendicitis but 
rather with symptoms of an incarcerated hernia. This can lead 
to a delayed perioperative diagnosis of appendicitis. However, 
our case did present with a typical right tender iliac fossa, but 
instead, there was simply an incarcerated appendix rather than 
appendicitis.

learning points

 ► CT scanning of the abdomen is not a definitive diagnosis for 
appendicitis. Direct visualisation and histology will the reveal 
the final diagnosis.

 ► The rectus muscle should be plicated in Pfannenstiel incision 
closure to avoid incisional hernia.

 ► Right iliac fossa pain should not always be dismissed as 
appendicitis, as there are many atypical presentations of 
appendicitis and similarly other differential diagnoses of 
right iliac fossa pain.
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figure 1 CT of abdomen and pelvis showing dilated appendix.

figure 2 Intraoperative picture of non-inflamed appendix 
incarcerated in Pfannenstiel incisional hernia.
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