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Abstract Abdominal wall hernias are one of the most common reason for surgery globally. Spigelian hernia is a

rare kind of this disease with an incidence of less than 2%. Because of its unic anatomical characteristics, it can be
misdiagnosed or overlooked by physicians. Developments in radiological diagnostic tools facilitate correct and early
diagnosis. Herein we presented a 76 year-old Spigelian hernia case and discussed anatomical characteristics,
diagnosis and treatment methods of this rare kind of hernia with the literature knowledge.
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1. Introduction
Abdominal wall hernias are the most common cause of
surgical intervention in people over 50 years of age [1].
The most frequent subtypes of this disease with a global
incidence of 4-5% include inguinal hernias (75%), femoral
hernias (15%) and umbilical hernias (8%), respectively [2].
Spigelian hernia (SH) has an incidence of 0.12-2% and
are extremely rare [3]. SH was described firstly by the
anatomist Joeseph Klinkosch in 1764. Herniation usually
occurs through the junction point of semilunar and arcuate
lines. The deficiency of the posterior layer of the rectus
muscle fascia at this junction point renders this field one
of the weakest points of the abdominal wall [4]. The
diagnosis of SH is usually delayed due to its non-specific
symptoms and signs.

the Spigelian fascia and extending between the internal
and external oblique abdominal muscles was visualized
in the computerized tomography (Figure 1). It was
observed that there was some omentum within the
hernia sac of the patient who underwent emergency
surgery with the pre-diagnosis of incarcerated SH,
however, its blood flow was not disturbed (Figure 2). The
hernia defect was repaired with a polypropylene mesh
measuring 15x15 cm after the content of the hernia
sac was reduced into the abdomen. Oral diet was initiated
for the patient who passed gas and stool on postoperative
day 1, and she was discharged on postoperative day 3.
No pathological finding was observed in the patient who
came for control visit after one week following the
discharge.

2. Case
A 76-year-old female patient with known chronic
obstructive pulmonary disease (COPD), coronary artery
disease (CAD) and morbid obesity (BMI = 46.6 kg/m2)
was admitted to the emergency department with the
complaints of cramping abdominal pain, nausea and
vomiting which had been present for three days. The
blood pressure of the patient who was on acetylsalicylic
acid 100 mg, salbutamol 200 mcg, valsartan 160 mg,
hydrochlorothiazide 25 mg treatment due to COPD and
CAD was 155/90 mmHg. Her heart rate was 78/bpm and
her body temperature was 37.2°C. A painful, non-reducing
mass measuring 5x4 cm in size was palpated in the left
lower quadrant of the patient. The abdominal x-ray of
the patient showed air-fluid levels and CBC revealed
no additional pathology except for WBC: 10550/mm3
(4600-10200 / mm3). A hernia protruding through

Figure 1. Hernia emerging from Spigelian fascia(Yellow arrow)
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Figure 2. Omentum arising from fascia defect (Bule arrow)

3. Discussion
SH usually occurs between the 4th and 7th decades of
life and in females [4,5]. Omentum, preperitoneal fatty
tissues, small intestines and colon are usually observed
within the hernia sac. The cases with SH containing
appendix, gallbladder, stomach Meckel diverticulum and
ovary as henia content were reported previously [4]. Our
case was a 76-year-old woman and there was omentum
within the hernia sac.
The risk factors for the development of SH include
obesity, chronic obstructive pulmonary disease and chronic
cough, previous abdominal surgery, heavy sports activity,
pregnancy and drains-laparoscopic ports inserted at the
level of semilunar line are the risk factors for the
development of SH [6]. Our patient had a body mass
index > 40kg/m2, and also she had chronic obstructive
pulmonary disease.
Almost all of Spigelian hernias occur in the localization
adjacent to the junction point of arcuate and semilunar
lines where the posterior fascia of the rectus muscle is
deficient. This is the largest and weakest area over the
Spigelian fascia and it is called the Spigelian hernia belt [6].
The patients hernia was localizied in Spigelian hernia belt.
Since SH is often located between the fascial and / or
muscle planes, the hernia sac can be considered as normal
subcutaneous fatty tissue, especially in obese patients.
Larson et al. reported that 36% of the patients had no
physical examination finding and that 6% of them had a
hernia as an asymptomatic swelling [5]. Abdominal pain
is the main symptom in many patients. Our patient had
abdominal pain and a palpable, hard, painful mass over
the left Spigelian line.
Radiological imaging methods are quite important for
the diagnosis of SH because it does not manifest with any
physical examination signs in the majority of patients.
Ultrasonography is successful at demonstrating the localization,
margins, and content of hernia [7]. Computerized tomography

allows us to visualize the margins, localization and course
of the hernia sac between the fascial and muscular planes
whereas the computerized tomography performed by
making the patient drink the oral contrast enable us to see
the small intestines within the hernia sac. The necessity
for waiting the transit time of the oral contrast to the
intestines is a disadvantage of this imaging technique.
Despite this disadvantage, computerized tomography is
the preferred method for imaging due to the complex
anatomical characteristics of SH. Magnetic resonance
imaging with its high soft tissue resolution, has become
more preferable. We suggest that it can be preferred for
the diagnosis and management plan of complicated cases
with multiple fascial defects. We preferred to evaluate our
patient with computerized tomography since she was
morbidly obese.
The treatment of this hernia with high risk of
strangulation/incarceration is surgery. The most commonly
preferred method for the patients who undergo emergency
surgery due to incarceration or strangulation is classical
open surgical approach [8]. Since the sac of SH can move
between the muscular-fascial planes, the surgeon may not
be able to find a fascial defect at the point where s/he feels
the swelling of hernia. The precise determination of the
hernia sac and fascial defect with preoperative radiological
examinations reduces the probability of false incision by
the surgeon.
A mesh can be used for the repair of hernia or
weakened Spigelian fascia, but meshless repair may be
preferred for the hernias with incarcerated intestinal
content due to their higher incidence of mesh infection [9].
The laparoscopic repair of hernia is another preferred
method. This repair can be performed transabdominally or
total extraperitoneally. Especially total extraperitoneal
approach is preferred in cases that are not operated
emergently. Transabdominal laparoscopic approach should
be preferred because it allows better evaluation of intestines
for the cases with the suspicion of incarceration or
strangulation. We preferred open surgical approach under
spinal anesthesia since our case had COPD and CAD, and
we preferred mesh repair because there was no incarcerated
or strangulated intestinal loop within the hernia sac.

4. Conclusion
SH is a quite rarely occurring abdominal wall hernia
and its risk of complication is higher compared to other
abdominal wall hernias. Because of its unique anatomical
characteristics, it should be kept in mind that it can be
overlooked in physical examination and, in case of
suspicion, it should be evaluated with ultrasonography,
computerized tomography or magnetic resonance imaging.
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