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Abstract

Hernia is a condition in which part of an organ is displaced and protrudes
through the wall of the cavity containing it. A spigelian hernia is a rare type of
ventral hernia, principally acquired. Surgery is the only way to treat a spige-
lian hernia, either by a regular surgical operation or through laparoscopic re-
pair. We present the parietal repair of a large spigelian hernia by muscle plas-
ty and placement of a plate in a 59-year-old patient. The patient had an ab-
dominal ptosis and a surgical history of ipsilateral inguinal hernia repair. The
result is satisfactory. Similarly to other ventral hernia, spigelian hernia can be
treated with minimally invasive techniques, but an open approach remains a
valid option for large hernias. Regardless of the technique employed, a mesh
repair is recommended. Nevertheless, a non-mesh repair maybe remains a
reasonable alternative in small hernias.
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1. Introduction

Hernia is a condition in which part of an organ is displaced and protrudes

through the wall of the cavity containing it (often involving the intestine at a

weak point in the abdominal wall).
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A spigelian hernia is a rare type of ventral hernia, principally acquired. Its
name originates from a Flemish anatomist and physician, Adriann van den
Spieghel (1578-1625), who introduced several new anatomic descriptions. Par-
ticularly, he described the well-known linea semilunaris, originally named as the
linea semilunaris spigelii [1] [2]. The first description of SpH itself occurred
about one century later by the Bohemian anatomist and surgeon Josef Klinkosh,
describing a ventral hernia occurring at the level of the “/inea spigeli”’, therefore
named spigelian Hernia [1] [3].

Surgery is the only way to treat a spigelian hernia, either by a regular surgical
operation or through laparoscopic repair. The surgical modalities are based on
the characteristics of the patient and the type of hernia, and consist of a simple
closure by suture, a muscle plastic surgery, a plastic plastic prosthesis, or an in-
tra-abdominal or extra-peritoneal laparoscopy [1] [4].

We present a large spigelian hernia in an obese patient who underwent pariet-

al repair by muscle plasty associated with a non-resorbable plaque.

2. Observation

A 59-year-old patient consulted us for a soft, expansive, sometimes painful swel-
ling in the right lumbar region (Figure 1). He was an obese patient (BMI greater
than 40) with abdominal ptosis and a surgical history of ipsilateral inguinal her-
nia repair. The diagnosis of a lumbar hernia or a lipoma was retained. It was
following the results of the ultrasound and the abdominal scan that the diagnosis
of a Spiegel hernia had been retained. Ultrasound provided detailed images of
the abdominal wall defect, the hernia sac and its contents, and the relationship of
the contents to the Spigelian fascia, as well as the rectus, external oblique, and
internal oblique muscles. The hernial orifice of spigelian hernia had located in
the Spigelian fascia, that is, between the lateral border of the rectus abdominis
muscle and the semilunar line, through the transversus abdominis aponeurosis,
close to the level of the arcuate line. CT of the abdomen also confirmed the
presence of a spigelian hernia. A CT scan of the patient demonstrated an incar-
cerated spigelian hernia containing small bowel which had subsequently reduced
spontaneously.

Repair by open surgery was chosen. A preoperative drawing of the incision
was made (Figure 2). Intraoperatively, after opening the aponeurosis of obliquus
externus abdominis muscle (Figure 3), we observed a spigelian hernia contain-
ing the greater omentum which we immediately reinstated (Figure 4). We per-
formed a plasty of the broad muscles of the lateral abdominal wall (Figure 5).
This parietal cure was reinforced by a non-resorbable plate placed in retro apo-
neurotic (Figure 6). We closed the operative wound layer by layer: aponeurosis
of the greater oblique, subcutaneous tissue and skin (Figure 7). The postopera-
tive course was simple with healing of the surgical wound by first intention. The
result of the surgery after a follow-up of six months is satisfactory: no more pain

or swelling after a major intra-abdominal thrust (Figure 8).

DOI: 10.4236/0alib.1110401

2 Open Access Library Journal


https://doi.org/10.4236/oalib.1110401

A. K. Kibadi

Figure 1. Bulky right spigelian hernia.

Figure 3. Opening of the aponeurosis of obliquus externus abdominis muscle.
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Figure 6. Non-resorbable plate placed in retro aponeurotic.
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Figure 7. Skin fermeture.

Figure 8. Satisfactory result of the surgery after a follow-up of six months.

3. Discussion

3.1. Epidemiological, Clinical and Paraclinical Aspects

In the literature, spigelian hernia is a rare pathology [5]. The real extent and ep-
idemiology of this pathology in the Democratic Republic of Congo are not
known. We found no published data. Spigelian hernias, accounting for about 2%
of the abdominal wall hernias are commonly found in an area called spigelian
hernia belt, a transverse 6 cm wide zone between anterior superior iliac spine

and umbilicus. Above the umbilicus, these hernias are less common unless there
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is an acquired anatomical defect. This is due to the way the fibers of internal ob-
lique and transversus abdominis are crossing each other. They are one and a half
times more common in women and present on the 6th decade [6] [7] [8].

The abdominal swelling is painful at times. At the beginning with the absence
of pain, the diagnosis of a lipoma had also been evoked.

Differential diagnosis of a palpable mass in the typical region of spigelian her-
nia, includes lipoma [9], hematoma of rectus abdominis muscle or any abdo-
minal solid tumour. Pain in the left inguinal fossa without palpable lump, can be
confused with all other causes of left-sided abdominal pain, such as acute sig-
moid diverticulitis for instance [10]. Webber et al suggested the development of
spigelian hernia in two stages: firstly, small spigelian hernia without any perito-
neal component, typically occurs in younger patients complaining only of in-
termittent pain, without palpable mass; and secondly, a larger spigelian hernia
develops with a palpable hernia sac [1] [9].

Our patient presented a risk factor, obesity with significant abdominal ptosis.
The patient had a history of ipsilateral inguinal hernia surgery. The diagnostic
confirmation of spigelian hernia was made after an ultrasound and an abdomin-
al scan.

Similar to other ventral hernias, factors contributing to high intraabdominal
pressure, such as chronic obstructive pulmonary disease, chronic cough and ob-
esity are found regularly among patients with spigelian hernia. A possible con-
tribution of the pneumoperitoneum during a laparoscopic procedure in devel-
opment of the spigelian hernia through a pre-existing weakness in the Spigelian
fascia has been hypothesized by Slakey et al, describing one case of the incarce-
rated spigelian hernia following laparoscopic living donor nephrectomy [11].

Several studies suggest that abdominal wall ultrasonography is a conclusive
imaging method in spigelian hernia, with a sensitivity of 83% - 90% [12] [13]
[14]. The benefit of CT scan imaging lies in the possibility to visualize the hernia
content supplementary to the visualization of the hernia defect.

3.2. Surgical Aspects

For our patient, the repair by open surgery was chosen. The parietal repair of a
voluminous Spiegel hernia was performed by muscle plasty associated with a
non-absorbable plaque.

According to the recent EHS guidelines [15], there are no definitive prefe-
rences between open and minimally invasive approaches and the choice is at the
discretion of the operating surgeon. Furthermore, a mesh repair is recommend-
ed regardless of the approach used. Repair with direct suture can be safely per-
formed for SpH with small defects. Overall recurrence rate is very low, especially
after mesh repair [16] [17]. In cases of intraperitoneal mesh placement, the use
of composite or covered mesh is advocated, to decrease post-operative adhesions
[18]. As for all ventral hernia, a mesh overlap exceeding the hernia neck more
than 5 cm is mandatory. Closure of the SpH defect before mesh insertion is de-
bated.
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In our case, we first closed the defect with a muscle plasty and the prosthesis
was placed afterwards, in retro aponeurotic. The result of this surgery, despite
this short follow-up of six months, is already very satisfactory.

We perform open repair for individuals who arrive with an acute spigelian
hernia, especially if there is a risk of high-grade blockage, strangulation, or in-
tra-abdominal infection. Furthermore, open repair may be required due to the
surgeon’s lack of experience with laparoscopic methods, or when laparoscopy is
contraindicated. We realize sutures or mesh to repair an open Spiegel’s hernia.
Given the risk of recurrence, we only do suture repair in cases of contamination

when mesh implantation is contraindicated.

4. Conclusion

The parietal repair of a voluminous Spiegel hernia was performed by muscle
plasty associated with a non-absorbable plaque. The result is satisfactory. Simi-
larly to other ventral hernia, SpH can be treated with minimally invasive tech-
niques, but an open approach remains a valid option for large hernias. Regard-
less of the technique employed, a mesh repair is recommended. Nevertheless, a

non-mesh repair may be remains a reasonable alternative in small hernias.

Conflicts of Interest

The author declares that there is no conflict of interest.

Ethics Statement

Three fundamental principles of research ethics were respected in the present
study: respect for the person, beneficence and justice.

We obtained the patient’s free and informed consent for this study.

We explained to the patient the risks, the advantages and the alternatives of
this intervention. The patient has made a voluntary decision about whether to

undergo this surgical operation.

References

[1] Hanzalova, I, Schifer, M., Demartines, N. and Clerc, D. (2022) Spigelian Hernia:
Current Approaches to Surgical Treatment—A Review. Hernia, 26, 1427-1433.
https://doi.org/10.1007/s10029-021-02511-8

[2] van den Spiegel, A. (1627) De humani corporis fabrica libri decem. Evangelista

Deuchinus, Venice.

[3] Klinkosh, J.T. (1764) Divisionem herniarum novamgue hernias ventralis specimen
proponit. Dissertationum Medicorum, 184-186.

[4] Moreno-Egea, A., Carrasco, L., Girela, E., ef al (2002) Open vs Laparoscopic Repair
of Spigelian Hernia: A Prospective Randomized Trial. The Archives of Surgery, 137,
1266-1268. https://doi.org/10.1001/archsurg.137.11.1266

[5] Rankin, A., Kostusiak, M. and Sokker, A. (2019) Spigelian Hernia: Case Series and
Review of the Literature. Visceral Medicine, 35, 133-136.

https://doi.org/10.1159/000494280

DOI: 10.4236/0alib.1110401

7 Open Access Library Journal


https://doi.org/10.4236/oalib.1110401
https://doi.org/10.1007/s10029-021-02511-8
https://doi.org/10.1001/archsurg.137.11.1266
https://doi.org/10.1159/000494280

A. K. Kibadi

(8]

(10]

(11]

[12]

(13]

(14]

(15]

[16]

(17]

(18]

Demetriou, G.A., Nair, M.S., Al-Abed, Y., Alobaid, N., Safar-Aly, H. and Athow, A.
(2012) Appendicular Abscess with Appendicolith in a Spigelian Hernia Masque-
rading Caecal Volvulus—A Case Report. International Journal of Surgery Case Re-
ports, 3, 481-482. https://doi.org/10.1016/].ijscr.2012.06.001

Emmanouil, Z. and Ara, D. (2007) Spigelian Hernias Presenting as Surgical Emer-
gencies. Southern Medical Journal, 100, 971-972.
https://doi.org/10.1097/SM].0b013e318151f925

Rehman, J.M., Seow, C.S. and O’Dwyer, P.J. (2000) A Case of a Spigelian Hernia at
an Unusually High Anatomical Location. The Journal of the Royal College of
Surgeons of Edinburgh, 46, 196-197.

Webber, V., Low, C., Skipworth, R.J.E., et al (2017) Contemporary thoughts on the
Management of Spigelian Hernia. Hernia, 21, 355-361.
https://doi.org/10.1007/s10029-017-1579-x

Alaoui Lamrani, Y., Souiki, T., Alami, B., et al/ (2014) Hernie de Spiegel: Quand
I'imagerie sauve la clinique. Journal Africain d Hépato- Gastroentérologie, 8, 77-81.
https://doi.org/10.1007/s12157-014-0523-2

Slakey, D.R., Teplitsky, S. and Cheng, S.S. (2002) Incarcerated Spigelian Hernia
Following Laparoscopic Living-Donor Nephrectomy. Journal of the Society of La-
paroendoscopic Surgeons, 6, 217-219.

Vos, D.I. and Scheltinga, M.R.M. (2004) Incidence and Outcome of Surgical Repair
of Spigelian Hernia. British Journal of Surgery, 91, 640-644.
https://doi.org/10.1002/bjs.4524

Light, D., Chattopadhyay, D. and Bawa, S. (2013) Radiological and Clinical Exami-
nation in the Diagnosis of Spigelian Hernias. 7he Annals of The Royal College of
Surgeons of England, 95, 98-100.
https://doi.org/10.1308/003588413X13511609957092

Noomene, R., Bouhafa, A., Ben, M.A., et al (2014) Hernies de Spiegel. La Presse
Médicale, 43, 247-251. https://doi.org/10.1016/j.lpm.2013.06.029

Henriksen, N.A., Kaufmann, R., Simons, M.P., et al. (2020) EHS and AHS Guide-
lines for Treatment of Primary Ventral Hernias in Rare Locations or Special Cir-

cumstances. BJS Open, 4, 342-353. https://doi.org/10.1002/bjs5.50252

Moreno-Egea, A., Carrasco, L., Girela, E., et al (2002) Open vs Laparoscopic Repair
of Spigelian Hernia: A Prospective Randomized Trial. The Archives of Surgery, 137,
1266-1268. https://doi.org/10.1001/archsurg.137.11.1266

Skouras, C., Purkayastha, S., Jiao, L., Tekkis, P., Darzi, A. and Zacharakis, E. (2011)
Laparoscopic Management of Spigelian Hernias. Surgical Laparoscopy, Endoscopy

& Percutaneous Techniques, 21, 76-81.
https://doi.org/10.1097/SLE.0b013e31820d66df

Moreno-Egea, A., Campillo-Soto, A. and Morales-Cuenca, G. (2015) Which Should
Be the Gold Standard Laparoscopic Technique for Handling Spigelian Hernias?

Surgical Endoscopy, 29, 856-862. https://doi.org/10.1007/s00464-014-3738-9

DOI: 10.4236/0alib.1110401

8 Open Access Library Journal


https://doi.org/10.4236/oalib.1110401
https://doi.org/10.1016/j.ijscr.2012.06.001
https://doi.org/10.1097/SMJ.0b013e318151f925
https://doi.org/10.1007/s10029-017-1579-x
https://doi.org/10.1007/s12157-014-0523-2
https://doi.org/10.1002/bjs.4524
https://doi.org/10.1308/003588413X13511609957092
https://doi.org/10.1016/j.lpm.2013.06.029
https://doi.org/10.1002/bjs5.50252
https://doi.org/10.1001/archsurg.137.11.1266
https://doi.org/10.1097/SLE.0b013e31820d66df
https://doi.org/10.1007/s00464-014-3738-9

	Parietal Repair of a Large Spigelian Hernia by Muscle Plasty Associated with a Non-Absorbable Plaque
	Abstract
	Subject Areas
	Keywords
	1. Introduction
	2. Observation
	3. Discussion
	3.1. Epidemiological, Clinical and Paraclinical Aspects
	3.2. Surgical Aspects

	4. Conclusion
	Conflicts of Interest
	Ethics Statement
	References

