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AbstrAct:   Spigelian hernia is one of the most uncommon hernia of the abdominal wall. Authors present 53 years old women with left sided 
spigelian hernia containing: caecum with appendix and ileum, which was an uncommon content of hernial sac. Past medical 
history of urinary bladder operation suggested postoperative hernia. However, the correct diagnosis was made during the 
operation. Hernioplasty was made with mesh onlay method. The postoperative course was unevenful.
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INtrodUctIoN

Spigelian hernia, or lateral abdominal wall hernia constitutes ap-
prox. 1.2% of all hernias. It was first described by Josef Klinkosch in 
1764. The name originated from the Flemish anatomy and surgery 
professor Adriaan van den Spieghel, who described the linea semi-
lunaris or linea Spigelli in 1645 [1]. Linea semilunaris is the border 
between the anterior belly and the aponeuroses of the transverse 
abdominal muscle and extends from the VIII and IX costal cartilage 
to the pubic tubercle. It constitutes the lateral boundary of Spige-
lian fascia between the linea semilunaris and the lateral border of 
the rectus abdominal muscle. The protrusion of the hernia sac by an 
inherited or acquired defect in this fascia is called Spigelian hernia. 

In 90% of cases, this hernia occurs in the so-called Spigelian band, 
that is from 0 to 6 cm in height from the line connecting the anterior 
superior iliac spines [2]. The fascia in this band is the widest and the 
weakest. The weakening factors of Spigelian fascia include: infiltra-
tion of its fibres by preperitoneal fat, parallel arrangement of the ab-
dominal muscle fibres and the oblique abdominal below the navel, de-
fects in the fascia in the passageways for blood vessels and nerves and 
weakening of the fibres at the junction with the arcuate line. Obesity, 
pluriparity, injuries, chronic lung diseases, constipation, ascites, rapid 
weight loss, and past abdominal surgeries predispose to a hernia [2, 3]. 

Spigelian hernia is most often intramural and spreads between the 
planes of the abdominal muscles [2]. Hernia gates are small, in most 
cases below 2 cm in diameter; usually with a stiff, clear edge. This 
is considered to be the reason for the high percentage of strangula-
tions, 8–25% of hernias require urgent surgery [1, 2]. The content of 
the hernia sac is usually: the greater omentum or intestine. Contents 
such as the ovary, testis, gallbladder, stomach, Meckel’s diverticulum, 
appendix, epiploic appendix and primary peritoneal tumour have 
also been reported [2, 4–6]. Most of the reports on Spigelian her-
nia are case reports or describe small groups of cases [7, 8, 9]. Cases 
of appendicitis in Spigelian hernia are rare in the world literature, 
in which case all available to the authors concern right-sided [10]. 

cAse rePort

Patient A.M., 56 years old, was admitted to the Department of Gen-
eral, Gastroenterological and Oncological Surgery of the Medical 

University of Warsaw due to periodically increasing pain in the 
lower abdomen and right iliac fossa and painful tumour on the 
left side. The patient’s history included: 3 births, laparotomy due 
to post-traumatic bladder rupture from 16 years ago. Severe obe-
sity was diagnosed (BMI = 33.6). A tumour appeared periodically 
in the left iliac fossa at the scar site after past bladder surgery, and 
it gradually increased. For two years, the tumour in the left lower 
abdomen has become non-reducible and the pain has been local-
ised in the lower abdomen and right iliac fossa. USG confirmed 
the presence of inguinal hernia with the exclusion of inguinal her-
nia. Cholelithiasis was diagnosed, it was thought to be the cause 
of pain on the right side.

In physical examination, a tender tumour of approximately 14 x 10 cm 
extending down to the left groin was found in the left lower ab-
domen. The patient underwent surgical treatment with a preop-
erative diagnosis of postoperative hernia. The hernia sac was ac-
cessed under general anaesthesia through left pararectal incision 
of about 15 centimetres. After dissection of the sac, it was found 
that the hernia gates of 2 centimetres had no relation to the post-
operative scar and were located laterally from the rectus sheath 
and medially from the linea semilunaris. The contents of the sac 
were constituted by loops of properly perfused small intestine and 
the fundus of cecum with the appendix. The intestine fused with 
the peritoneum was released. After the hernia gate was widened 
upward and appendectomy was performed, the content of the sac 
was discharged into the peritoneal cavity. The gates were closed 
with continuous seam, and the hernioplasty was reinforced with 
a PROLENE mesh sewn in with onlay method. 

The postoperative course was uneventful. The patient was dis-
charged home in good general condition on day 6 after surgery.

dIscUssIoN

Lateral abdominal hernia occurs most often in women with obe-
sity, at the age of about 50 years [1, 4]. The symptoms are varied 
and depend on the contents of the hernia sac. Typical symptoms 
include pain and palpable tumour. Abdominal pain can occur as 
the only symptom, especially in the early stages of the disease. 
In small hernias, the hernia gates may be difficult to determine, 
due to the adipose tissue or strong aponeurosis of the transverse 
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gical treatment. Preoperative diagnosis gives the opportunity to 
choose the appropriate surgical method: laparoscopic retroperi-
toneal, intraperitoneal, classic with mesh onlay or without [14]. 
The results of surgical treatment are good. Only isolated cases of 
recurrent abdominal hernia [12, 4] have been reported in the lit-
erature, and they were more frequently associated with urgent 
surgery (10.7%) [1]. In complicated cases, a classical operation is 
recommended [14].

coNcLUsIoNs

The rare prevalence, symptoms caused by the atypical content of 
the hernial sac, past surgeries and obesity undermine the preop-
erative diagnosis of Spigelian hernia. In such cases, diagnosis can 
only be made intraoperatively. Surgical treatment constitutes an 
efficient method of treating lateral abdominal hernia.

abdominal muscle. It is easy to diagnose a larger and reducible 
hernia, while it is more difficult in those which are small or stran-
gulated. The usual localisation of the large hernia sac laterally and 
below the hernia gates is the reason for misdiagnosis [2] which oc-
curred in this case.  The fact that the appendix was localised in the 
hernia sac with caecum can explain pains in the right iliac fossa. 
Diagnosis was hampered due to the interview related to the past 
surgery. Diagnostic difficulties in recognising Spigelian hernia are 
emphasised in many publications, due to which the diagnosis is 
made intraoperatively (7–33%) [4, 11].

Ultrasound examination [2] is helpful in diagnostics. More detailed 
information on the contents of the sac is provided by computed 
tomography [12]. There are cases of false negative diagnoses [4]. 
Despite the performance of ultrasound examination, the patient 
was not diagnosed with a hernia. Due to the high risk of strangu-
lation, the diagnosis of Spigelian hernia is an indication for sur-
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