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Case Report

Laparoscopic Tissue Repair of an Acutely Incarcerated Spigelian Hernia
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Introduction

Spigelian hernias are a rare subset of abdominal wall hernias 
that protrude through the transversus abdominus muscle 
[1] as an interparietal hernia. An incarcerated small bowel 
spigelian hernia is reported in this study. The presentation of 
a small bowel obstruction and inability to reduce the hernia 
preoperatively necessitated an acute laparoscopic surgical 
intervention. A typical hernial neck diameter would be 1-2 cm 
[1,2]. In this case the hernial neck diameter was 4.8 cm which 
would make this one of the largest documented spigelian 
hernias.

Case Report

1. Medical history, diagnosis, and interventions

A 72-year-old female was referred to acute care surgical 
services with abdominal distention and right lower quadrant 
pain. The pain was acute at onset and began a few hours prior 
to her admission to the emergency room. She had no previous 
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ABSTRACT

Spigelian hernias are a rare type of abdominal wall hernia. A weakness in the spigelian fascia causes 
abdominal contents to herniate between the abdominal muscle layers as an interparietal hernia. 
We present the case of a 72-year old woman with acute onset abdominal pain and distention. A 
computed tomography scan revealed an incarcerated spigelian hernia with small bowel obstruction. 
This necessitated an acute surgical intervention with a laparoscopic tissue repair. The case is 
unique as our patient had a large hernial neck measuring 4.8 centimeters, one of the largest in 
published literature. The laparoscopic tissue repair is outside the current norm for this type of 
hernial repair and remains a rare type of surgical herniorrhaphy. Laparoscopic ventral hernia repair 
in the acute setting should form part of the surgical skill set of acute care surgeons as borne out by 
the published literature and this case report.
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episodes of this type of pain. Her pain did not radiate and was 
relieved by taking intravenous opioid analgesia. Her significant 
medical history included morbid obesity, hypothyroidism, 
hypercholesterolemia, and atherosclerotic disease. She had 
a previous open umbilical herniorrhaphy without mesh 
reinforcement.

Clinically she had a distended abdomen with tympanic bowel 
sounds. There was a palpable mass in her right lower quadrant 
which was tender on palpation. The abdominal wall mass was 
immobile and vague with no clinically discernible borders. She 
had no clinical signs of rebound tenderness or guarding.

An erect abdominal x-ray (Figure 1) showed signs of a small 
bowel obstruction without free air, and this was in keeping 
with perforation of a hollow viscus. Her subsequent pre-
operative computed tomography scan showed features of an 
incarcerated spigelian hernia with a hernial neck measurement 
of 4.8 cm. A small bowel obstruction was also identified 
(Figures 2A and 2B). The patient’s blood parameters showed 
leukocytosis. Her expanded chemistry profile, C-reactive 
protein, and lactate levels were within the normal range.

An informed consent for emergency laparoscopy and possible 
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small bowel resection was obtained. During the diagnostic 
laparoscopy a spigelian hernia was identified and its small 
bowel and omental contents were reduced into the peritoneal 
cavity (Figures 3 and 4). There was ischemia in the incarcerated 
bowel that resolved with hernial reduction. Due to the risk of 
bacterial translocation the decision was made to perform tissue 
repair because biological mesh was not available. Turbid fluid 
present in the hernial sac reinforced the diagnosis of bacterial 
translocation (a recognized risk factor for mesh contamination 
and abdominal wall sepsis). 

Intra corporeal suturing of the hernia neck was performed 
(Figures 5A and 5B) and the 2-0 V-loc (North Haven, California, 
USA) non-absorbable suture was secured to the abdominal wall 
with gallbladder clips (Figures 6A and 6B). The small bowel 
was laparoscopically examined from the terminal ileum to the 
duodenal-jejunal flexure for signs of perforation or necrosis. 
No perforation or necrosis was noted. The herniated bowel 
also displayed a lipoma (Figure 3B) on its anti-mesenteric side 
which may have contributed to the herniation by acting as a 
lead point [3,4].

Consent was obtained from the patient to publish this article 
(prior to publication).

2. Outcome

The patient made an uneventful recovery and was discharged 
from hospital the same day. She was reviewed in ambulatory 
care 48 hours later and had no untoward concerns. Her 
abdomen was clinically soft with no palpable masses and a 
negative cough impulse. One-week post-surgery she remained 
asymptomatic and her wounds had all healed. The patient was 
extensively counselled about her tissue repair, the possibility 
of a recurrence due to the absence of a prosthetic mesh, and 
her morbid obesity. Surveillance of the herniorrhaphy will 
continue for at least 1 year.

Figure 1. Small bowel distention 
(yellow arrow) due to spigelian 
hernia incarceration on an erect 
abdominal x-ray.

Figure 4. The exposed Swiss 
cheese spigelian hernia neck (blue 
arrow).

Figure 3. (A) Incarcerated small bowel (blue arrow) within the hernia 
neck (red arrow). (B) Incidental small bowel sub serosal lipoma (blue 
arrow) which may have acted as a lead point for the incarceration.

(A) (B)

Figure 6. (A) Suture stabilization with a gallbladder clip attached to 
the abdominal wall (blue arrow). (B) The completed repair with the 
gallbladder clip in situ (blue arrow).

(A) (B)

Figure 5. (A) Initiation of hernia neck closure with a V-loc non-
absorbable suture. (B) Completed closure of the hernia neck.

(A) (B)

Figure 2. (A) Coronal view computed tomography scan showing the 4.8 
cm hernia neck diameter (yellow arrows) and the small bowel content 
in the hernia sac (red arrow). (B) Axial view computed tomography 
scan showing the small bowel (yellow arrow) and turbid fluid (red 
arrow) in keeping with possible bacterial translocation.

(A)

(B)
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Discussion

 Spigelian hernias are rare surgical entities with a reported 
incidence of 2% [1,2]. This case report is unique in the large 
size of the hernial neck. Laparoscopic tissue repair is a rare 
type of surgical herniorrhaphy due to the high recurrence rate 
associated with a tissue repair. The hernial neck size was quite 
large at 4.8 cm as most of the recorded diameters in published 
reports are between 1 cm and 2 cm [1,2]. This is the largest 
known neck diameter for a spigelian hernia. The large neck 
size should have decreased the risk of incarceration but this 
was not the case in this patient. The bowel ischemia visualized 
during the laparoscopy revealed the incarceration risk.

The presence of a small bowel lipoma on the anti-mesenteric 
surface of the incarcerated small bowel, an unusual occurrence 
in itself, may have lent itself to the possible etiology of 
incarceration despite the large hernial neck. The lipoma could 
have acted as a lead point for bowel incarceration. 

Small bowel lipomas are atypical and are usually submucosal 
in location. The subserosa location of this lipoma made it a 
truly rare occurrence [5]. 

This case report demonstrated a repair method that was 
beyond the procedural norms for spigelian herniorrhaphy as 
most methods involve the use of prosthetic mesh reinforcement 
[6]. In this case there was a lack of access to biological mesh. 
In addition, due to the possible issue of bowel ischemia, and 
the subsequent risk of bacterial translocation into the hernial 
sac and anterior abdominal wall, the decision was made intra-
operatively not to perform mesh repair. Moreover, the patient`s 
comorbidities compounded this decision. 

The biological  mesh method would have provided 
prosthetic reinforcement whilst alleviating the risk of mesh 
contamination, however the tissue repair method was 
performed despite the higher risk of recurrence compared 
with prosthetic reinforcement of the spigelian hernia [7]. 
The surgeon and patient had an extensive post-operative 
discussion about this and the relatively higher risk for a hernial 
recurrence. 

In conclusion, this clinical case is an example of a rarely 
reported spigelian hernia with the largest reported neck 

size which measured 4.8 cm, which was successfully treated 
(with ongoing monitoring) using the tissue repair method. It 
is our fervent desire that this case report adds to the surgical 
armamentarium of acute care surgeons and that an acute 
repair of ventral wall hernias form part of their surgical skill 
set. 
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