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INTRODUCTION 

SH is otherwise called as lateral abdominal wall hernia 

which is a rare type of all ventral hernias. The name was 

first coined by the 17th century Belgian anatomist, Adrian 

van der Spieghel, who first described the semilunar line 

and on 1764 that it was first reported as a clinical entity by 

the Flemish anatomist Josef Klinkosh.1 The incidence of 

this type of hernia usually varied from 0.1 to 2%.2 It occurs 

frequently in patients between 40 and 70 years of age with 

predominance in the female with a sex ratio of 1.18: 1.2 It 

occurs through the slit in anterior abdominal wall in the 

semilunar line which extends from tip of 9th costal 

cartilage to the spine of the pubis bone at the lateral edge 

of rectus muscle inferiorly. Usually it occurs below the 

umbilicus where there is deficient in posterior rectus 

sheath. This is usually difficult to diagnosis due to thick 

abdominal fat.3 Surgery is the only treatment options for 

all symptomatic patients which constitutes up to 24% due 

to the sharp fascial margin around the defect.4 

REVIEW 

Our patient was 69 years female presented with 2 days of 

sudden-onset right iliac fossa pain radiating to umbilicus 

with no specific aggravating and relieving factors. She also 

presented with intermittent nausea and vomiting and 

constipated for 2 days. No urinary symptoms. No 

fevers/chills/rigors. She is a known case of Parkinson’s 

disease and currently taking medication and underwent 

umbilical hernia repair. There is no other medical and 

surgical history.  

On examination, there is a distended lower abdomen with 

palpable mass in right iliac fossa which is tender to touch 

and not peritinitic. There was no renal angle tenderness. 
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Hernial orifices are free and genital examination was 

unremarkable. Digital rectal examination shows empty 

rectum and sphincter tone is normal with no fissure or 

haemorrhoids.  

Investigations and treatment 

Bloods shows elevated inflammatory markers including C-

reactive protein (CRP) and white blood cells (WBC) with 

no drop in haemoglobin. Lactate was 1.2. Preferred 

diagnostic imaging include abdominal X ray, Doppler 

ultrasonogram, computed tomography (CT) and magnetic 

resonance imaging (MRI). Proximal dilated loops with 

distal collapse and also transition point will tell us the site 

of obstruction. The availability of ultrasound scan is 

limited in out of hours in our trust; X ray abdomen shows 

dilated bowel loops with air and gas shadow present which 

was inconclusive. So the plan to take CT scan was 

suggested. In our case the CT report shows obstructed 

spigelian hernia with bowel contents in absence of liver 

pathology or any other malignancy (Figure 1 and 2). 

 

Figure 1: Transverse section of CT showing defect in 

between external oblique (EO) and internal oblique 

(IO). 

 

Figure 2: Cross section of CT scan showing Richter’s 

type of hernia. 

She was taken to theatre immediately and lateral transverse 

incision was made under general anaesthesia (GA). 

Keeping in mind regarding the differential diagnosis of 

peritonitic or ischemic bowel. Intra operative picture 

shows intraparietal hernia with Richter’s type of hernia, 

Sac contains bowel with no necrosis or gangrene, proximal 

bowel viable, no signs of bowel ischemia, rest of the small 

bowel is healthy (Figure 3 and 4). Bowel pushed inside, 

sac sutured and pushed inside. Preperitoneal mesh repair 

done with ventral patch. Abdominal wall layers closed and 

hence the abdomen was closed and the procedure was 

completed.  

 

Figure 3: (a) and (b) sac with bowel contents which is 

intraparietal (between EO and IO). 

 

Figure 4: Richters type of hernia with viable bowel 

contents after opening the sac. 

Outcomes and follow ups 

The clinical outcome of obstructed SH is highly variable 

depending on contents and duration of the obstruction and 

also associated with its co morbidities. The patient was 

shifted to surgical ward and was started on antibiotics and 

analgesia. She did considerably well intraoperatively and 

the post-operative period was unremarkable and hence the 

patient as discharged and followed up after 6-8 weeks’ 

time. 

REVIEW OF LITERATURE 

We conducted a MEDLINE literature search using the 

MeSH terms “spigelian” and “Richter’s hernia”. We came 

across 6 publications of Richter-type spigelian hernias, all 

of which were thoroughly reviewed. Other articles were 

identified concerning spigelian Richter’s hernias from the 

references of the articles reviewed.  

Of the articles generated from MEDLINE, all cases 

documenting Richter-type SH were selected and 
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thoroughly reviewed (N=6) (Table 3). In addition, several 

articles concerning SH were selected for relevance and 

were reviewed completely. 

Table 1: Risk factors for Spigelian hernia. 

Categories Risk factors 

Intra-abdominal 
Chronic constipation, ascites, 

traumas, and previous surgery 

Respitatory 
Chronic obstructive pulmonary 

disease 

General 
Obesity, rapid weight loss, 

multiple pregnancies 

Table 2: Size of the hernial defect and its treatment 

approach. 

Size of hernial defect Approach 

Small size defect with 

no peritoneal 

components 

Open conventional 

approach 

Moderate-sized defect 
Open or laparoscopically, 

approach 

Larger hernias 

Open repair due to the 

possible need for abdominal 

wall reconstruction 

Table 3: Summary of published cases reports of Richter-type of Spigelian hernias and its managements. 

Reference Age/ gender Presentation Site of hernia Diagnosis Treatment 

Carr J17 83/F 
RLQ abdominal 

pain and vomiting 
Left  CT scan 

Laparoscopic ventral hernia 

repair 

Parambath A N 

et al18 62/M 
abdominal pain and 

vomiting 
Right  CT scan Open repair with mesh 

Foster D et al19 27/M 
Signs of 

strangulation 
Left CT scan 

Laparoscopic repair with 

mini laparotomy Small 

bowel resection with mesh 

Hiller et al20 82/F 
RLQ abdominal 

pain with vomiting 
Right US scan 

Small bowel resection with 

no mesh 

Raveenthiran et 

al21 75/M 
LLQ abdominal 

pain and vomiting 
Left US scan 

Small bowel resection with 

no mesh 

Naylor22     
Wedge cecectomy and 

simple herniorraphy 

DISCUSSION 

Spigelian hernia is the protrusion of preperitoneal fat, 

peritoneal sac, or organ (s) through an abnormal opening 

either congenital or acquired defect in the aponeurosis, 

which is located in the between the semilunar line laterally 

and the rectus abdominis muscle medially. SH was named 

after Adriaan van Spieghel, a Belgian anatomist who 

described the semilunar line. But the hernia was first 

described by Klinkosch in 1764.5 It is otherwise called as 

lateral ventral hernias or hernia of the semilunar line, or 

hernias through the conjointed tendons. The defect is 

mostly adjacent to the semilunar line but is more 

commonly found at the arcuate line because of the absence 

of a posterior rectus sheath.  

Etiology and risk factors 

SH occurs frequently between 4th decade and 7th decade of 

life with the female predominance. Some of the 

predisposing factors that causes SH are discussed in Table 

1. These factors causes rise in intra-abdominal pressure 

and also weakness of the abdominal wall.6 

Patients usually present with swelling and palpable mass 

in the mid-to-lower abdomen and it is lateral to the rectus 

muscle just above the ASIS which is often associated with 

sharp pain or tenderness at this site. The abdominal pain 

varies from 31% to 86% of cases.7 The swelling lies 

posterior to external oblique muscle. In supine position, 

the hernia reduces on its own with mild discomfort. There 

may be signs of intestinal obstruction which is the most 

common presenting complaint like abdominal pain, 

distension, vomiting along with obstipation. In our patient 

we had all these complaints with signs of intestinal 

obstruction. The incidence rate of incarceration of SH was 

reported to be around 24-27% and that of strangulation 

which varies between 2 and 14%.8,9 The content of SH 

usually varies from small bowel or omentum, but the large 

bowel, stomach, gallbladder to Meckel’s diverticulum, 

ovary, testis, leiomyoma of the uterus, and even urinary 

bladder were also been reported in the hernia sacs.10 The 

content of the sac in our patient was jejunum with 

Richter’s type. Even the Richter’s type of hernia in SH has 

also been reported.  

Investigations 

Clinically, the diagnosis of SH is difficult and challenging 

to make, as patient often presents with signs of obstruction 

with no obvious mechanical cause. Imaging techniques are 

preferred options to diagnosis using X ray abdomen, US, 

CT scan or MRI depending on the resources available. The 

ultrasound (US) scan is the first line imaging in the 

https://www.researchgate.net/profile/Deshka_Foster
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investigations as per the literature but it is restricted due to 

the availability of the scan in out of hours. So the preferred 

scan was to take CT scan which has the sensitivity of 100% 

and positive predictive value of 100%. It gives us a 

detailed idea of the anatomy, contents of the sac and also 

tells us the ischemia of the bowel. Unless the CT is 

inconclusive MRI scan doesn’t a major role. In all the 

imaging there will be visible fascial deficit.  

Treatment 

The surgical approaches vary from conventional open 

hernia repair with primary sutures or meshplasty to 

laparoscopic approach which is becoming quite famous 

now a days. In our patient we performed conventional 

open hernia repair with preperitoneal mesh repair. In 

today’s era, laparoscopic approaches is being performed 

with 100% diagnostic accuracy. It can be either 

extraperitoneal or intra peritoneal approaches. In 1992, 

Carter and Mizes performed first intra-abdominal 

laparoscopic repair of Spigelian hernia where they used 

suturing techniques without mesh to close the defect.13 

Following that there have been many reports of successful 

management of SH by laparoscopic approach. Moreno-

Egea et al and his colleagues performed a first daycare 

procedure in 1999.11 Another study by Moreno-Egea et al 

in 2002, showed no significant difference in conventional 

or laparoscopic surgeries in epidemiological and clinical 

factors but laparoscopic approach has advantage in terms 

of morbidity and hospital stay which was statistically 

significant.11  

Webber et al describes laparo¬scopic Spigelian hernial 

repair in 107 SH, Out of which 65 operations were done 

open and 42 were laparoscopic.3 Out of 42 patients where 

4 different laparoscopic approaches were used, e.g. 19 

totally extraperitoneal (TEP), 11 intra-peritoneal onlay 

mesh (IPOM), and 7 transabdominal partial 

extraperitoneal (TAPE) and open technique. Along with 

that a hernia staging system was introduced in this study. 

For example in hernias with no peritoneal composition, an 

open conventional approach is advocated as the defect may 

not be visible through laparoscopic approach. A moderate-

sized defect can be repaired open or laparoscopically, and 

primary suture repair of small defects is recommended. 

Larger hernias with significant distortion of the abdominal 

wall are recommended for open repair due to the possible 

need for abdominal wall reconstruction (Table 2).  

Even single-incision laparoscopic (SIL) SH repair was 

also performed in 2013 by Peterko et al with no 

complications or recurrence but the follow-up period was 

only 2 months.14 Another case series of 8 SH repairs using 

similar technique with totally extraperitoneal (SILTEP) 

technique was reported by Tran et al with 1 complication 

of haematoma requiring incision and drainage with no 

recurrences over a 18-month follow-up.15 

A systemic review by Barnes et al used in the laparoscopic 

repair techniques of SH. 50 articles were reviewed for the 

final reporting.16 A total of 237 SHs were repaired by 

various techniques were included in this study. Among 

which, IPOM technique was the most popular repair 

method with minimal complications and recurrences 

reported in all other techniques. Similar studies by 

Nagarsheth et al compared with mesh and without mesh 

repair in incidentally found SH during laparoscopic 

cholecystectomy for acute cholecystitis and indentified an 

increase in recurrence rate in no mesh repair.4 There were 

few more studies which states IPOM was the most 

commonly used technique in spite of increased risk of 

developing adhesions between the mesh and peritoneal 

contents. Transabdominal preperitoneal (TAPP) was the 

second most used technique, with TEP being the least 

used.3,8 

CONCLUSION 

SHs are rare type of ventral abdominal hernias with 

uncommon presentations sometimes asymptomatic but 

usually diagnosed with complications. They differ from 

other ventral hernias which do not pass through all layers 

of the abdominal wall, leaving a cavity and potential space 

for seroma collection. It can be diagnosed by radiological 

imaging mainly with CT scan. Laparoscopic approach is 

becoming popular now, but the surgical techniques varies 

depends on patient characteristics, surgeon’s preference 

and experience. 
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