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ABSTRACT

Spigelian hernia (SH) is a rare variety of anterior abdominal wall hernias in which the defect is lateral to the rec-
tus abdominis muscle. It is considered congenital in children and usually contains an ipsilateral undescended
testis (UDT) in boys. We report our experience of managing a SH with UDT in a nine months old boy. Laparo-
scopic assisted hernia repair and primary orchidopexy were done successfully. Paediatric surgeons should be
familiar with the presentation and management of this rare variety of hernias in children.
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INTRODUCTION

Spigelian hernia (SH) is an uncommon type of ab-
dominal hernias with a frequency of about 1-2%.[1] It is
a protrusion of extra-peritoneal fat, peritoneum, or intra-
abdominal organs through a defect in the abdominal
wall that occurs alongside the linea semilunaris. Typi-
cally it occurs inferior to the arcuate line where the pos-
terior fascia is lacking. It is unusual in children and less
than 100 cases have been reported in the English lan-
guage literature. [2] SH in children is considered to be a
congenital defect, in contrast to adults where it is usual-
ly acquired. [1] Males are affected more than females
(M:F - 3.7:1). It can occur on either side with right sided
SH more common than left. In 15% cases it can be bi-
lateral. Various anomalies are associated with SH and,
an undescended testis (UDT) being the most common
in boys.[3] Herein we share our experience of manag-
ing a SH and UDT in a boy.

CASE REPORT

One-month-old male baby was referred with right sided
lower abdominal wall swelling that appeared on crying
with empty right hemiscrotum. Baby was born at full
term and neonatal period remained unremarkable. Clin-
ically he had a reducible hernia at the lateral border of
right rectus abdominis muscle about 3-4 cm above the
inguinal canal region. The right testis was impalpable
along its line of descent with under developed right
hemiscrotum. A clinical impression of Spigelian hernia
and an undescended testis was made.

An ultrasound examination confirmed an abdominal
wall muscular defect of 2 cm with protrusion of perito-
neal contents. Right testis was neither visualized in
hernial contents nor in the inguino-scrotal region. At the
age of nine months he underwent elective surgery
which was started with laparoscopy using 5mm camera
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port through the umbilicus, and two 5mm working ports
at mid-clavicular lines in both flanks. A circular ab-
dominal wall defect of approximately 2.5 cm size was
confirmed which contained average sized right testis
with gubernaculums attached to the sac with significant
adhesions. The vas and vessels were clearly noted
exiting the defect at its medial margin (Figure 1). No
inguinal canal was identified. After dividing the guber-
naculum and adequate mobilization by releasing adhe-
sions, the testis with vas and accompanying vessels
were found of adequate length appropriate for primary
orchidopexy. A right hemi-scrotal incision was made
and a subdartos pouch created. A step-trocar port size
11 was then introduced through the scrotal incision into
abdomen, medial to inferior epigastric vessels and just
lateral to pubic tubercle (location of neo-internal ring)
under direct camera vision. The testis was then brought
down and anchored in the subdartos pouch with mini-
mal tension without any twist. Under laparoscopic light
guidance a small transverse skin incision was made
over the hernia defect which was repaired using braid-
ed polyester suture (Ethibond 0 — Ethicon) interrupted
extracorporeal stitches. Postoperative recovery was
uneventful. At 3-month follow-up the child had no her-
nia recurrence and right testis was in mid-scrotum, lax
and of average size.
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Figure 1: Intra-operative picture showing SH defect with vas
and vessels exiting the defect at the medial margin.(pointer).

DISCUSSION

Spigelian hernia (SH) is named after Adriaan van den
Spiegel (1578 - 1625), a Belgian anatomist who first
described the semilunar line.[2] Spangen introduced the
concept of ‘Spigelian hernia belt’, a transverse belt ex-
tending 6 cm cranially from the plane between anterior
superior iliac spines, in which approximately 90% SHs in
adults are seen.[2] In children the etiology for SH is not
clear and various hypotheses have been put forward
such as developmental aberration of the abdominal wall
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with structural alterations of the internal oblique and
transversus abdominis muscles, neuro-vascular orifices
in the fascia causing weakness and subsequent infiltra-
tion of muscles with fat, and muscular paralysis.[3] Post-
traumatic and post-operative SHs have been rarely de-
scribed in children. [3, 4]

Various anomalies are reported in association with pae-
diatric SHs such as umbilical and inguinal hernias, gas-
troschisis, omphalocele, myelomeningocele, congenital
diaphragmatic hernia etc. Worth mentioning is the asso-
ciation of ipsilateral cryptorchidism which is reported to
be as high as 75%. [3] There was no other anomaly in
our patient except an impalpable right testis. Schoofs
first reported a SH with ipsilateral UDT in a child in 1895
and various concepts have been put forward for this
concurrent occurrence.[2] There is an ongoing debate
among authors whether SH is the primary defect and
UDT occurs secondarily or vice versa, or developmental
failure of gubernaculum is the primary cause.[5] A re-
cent theory by Brendon et al proposed cranially mislo-
cated gubernaculum in the Spigelian fascia.[2] The re-
sultant development of inguinal canal away from the
external inguinal ring and genitofemoral nerve, causes
the testis to pass into a SH within the muscles of ab-
dominal wall. Although Brendon et al’'s theory which is
based on animal models of testicular descent, does not
explain SH in females and SH without UDT, however,
they still do suggest that UDT in a SH as a variant of
ectopic testis. Because of the frequent association of
paediatric SH and UDT, some authors have suggested it
as a new syndrome, Spigelian-cryptorchidism syn-
drome.[3,6]

The age at presentation for congenital SH ranges from
newborn to 17 years of age with an average of 4.52
years.[3] A high index of suspicion should be raised in a
baby presenting with an UDT and reducible anterior ab-
dominal wall swelling.[1] The presentation may range
from asymptomatic to localized pain abdomen and in-
termittent abdominal wall bulge along the lateral border
of rectus abdominis, visible especially at exertion and
disappearing at rest. A similar presentation was seen in
our patient. There are also occasional reports of paedi-
atric SH presenting with strangulation.[3]

Because of the rarity and non-specific symptoms and
signs, the diagnosis may be delayed and only 50% cas-
es are diagnosed preoperatively. Ultrasonography is the
first imaging modality with high success rates in defining
the size and contents of the hernia.[5] In our case, how-
ever, it only confirmed the fascial defect. In doubtful
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cases, computerized tomography and magnetic reso-
nance imaging can be used.[7]

Given the high possibility of incarceration and subse-
quent strangulation, early surgical repair of the SH is
recommended.[8] However, from the experience of a
testicular atrophy after orchidopexy in a newborn with
SH and UDT, Inan et al suggest properly planned and
well-timed approach for such newborns. [9] They advise
to repair the hernia early and, address the UDT at one
year of age either through single or staged procedures.
An alternative recommendation is to address both SH
and UDT at the end of first year of life while maintaining
strict follow-up for the child for the given rare risk of SH
incarceration. In our case we followed the second ap-
proach and kept the baby in close out-patient clinic fol-
low-ups. Open and minimally invasive surgery (MIS) are
both being used to manage SH-UDT. MIS is safe and
effective and has been well documented in adults. Re-
cent reports favor MIS in the diagnosis and treatment of
pediatric SH as well. Whether open or laparoscopic ap-
proach chosen, the main aim is to close the defect effec-
tively with orchidopexy without complications.

In conclusion, SH is a rare type of hernia usually asso-
ciated with UDT in males. It needs a high index of sus-
picion for proper diagnosis. Planned approaches for the
timing of surgery as well as the surgical procedure are
needed. Laparoscopy is a useful and safe tool in the
management of SH with UDT.
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