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Background A Spigelian hernia is a rare protrusion of the peritoneal sac with or without intraabdominal contents 
through a defect in the Spigelian aponeurosis. There have been unusual clinical presentations of 
Spigelian hernias containing appendicitis, endometriosis, gallbladder volvulus, and incarcerated 
Meckel’s diverticulum.

Summary We report an extremely unusual presentation of a necrotizing abdominal and chest wall infection due 
to diverticulitis with pelvic abscess extending through a Spigelian hernia.

Conclusion There must be clinical suspicion for a Spigelian hernia when concurrent infection occurs in the 
abdominal cavity and external abdominal musculature, especially along the right side.
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Case Description
A Spigelian hernia (SH) is a protrusion of the peritone-
al sac, extraperitoneal fat, or intraabdominal contents 
through a defect in the Spigelian aponeurosis, constituting 
only 1 to 2% of all hernias.1 This aponeurosis spans from 
the lateral edge of the rectus muscle medially to the lin-
ea semilunaris laterally.1 Clinical diagnosis of this lateral 
wall hernia is often challenging. We report the first case 
of diverticulitis with pelvic abscess extending through an 
undiagnosed Spigelian hernia, resulting in a massive inter-
muscular abdominal wall abscess and necrotizing abdomi-
nal and chest wall infection.

A 61-year-old obese female with a past medical history sig-
nificant for thyroid disorder, hypertension, anxiety, depres-
sion, and chronic alcohol use presented with progressive 
severe right-sided abdominal pain over a two-week course. 
She had experienced chronic abdominal pain for about a 
year prior to the worsening symptoms. At initial presen-
tation, she had severe sepsis, with metabolic acidosis (pH 
7.194, pCO2 10mmHg, HCO3 9.3 mmol/L, base excess 
-19), elevated lactate (8.7 mmol/L), leukocytosis (14,500/
µL), acute kidney injury (creatinine 1.94 mg/dL) and 
hyperammonemia (133 µmol/L). Vital signs were within 
normal limits other than mild tachycardia.

Initial computed tomography (CT) study of the abdomen 
revealed several large gas and fluid collections in the pelvis, 
intraperitoneal inflammatory changes in the right lower 
quadrant, and wall thickening throughout the sigmoid 
colon with adjacent fluid collections. There was a large 4 × 
8 × 14 cm gas and fluid collection in the abdominal wall 
musculature interposed between the internal and external 
oblique muscles (Figure 1 and Figure 2). A CT of the tho-
rax revealed extensive gas in the right chest wall with pec-
toralis, serratus anterior muscle, and subcutaneous tissue 
involvement, suggesting necrotizing soft tissue infection 
(Figure 3). Physical exam revealed induration and erythe-
ma extending from the right flank to the epigastrium and 
down to the right lower quadrant without obvious necrotic 
skin or soft tissue.

Figure 1. Coronal CT Imaging of Abdomen. Published With Permission

Figure 2. Axial CT Imaging of Abdomen. Published with Permission

Large gas and fluid collection displayed between internal and external oblique 
muscles along right abdominal wall. Abscess cavity marked by asterisk (*) (A: 
transversus abdominus; B: internal oblique muscle; C: external oblique muscle)

Gas and fluid collection seen between internal and external oblique muscles. 
Abscess cavity marked by asterisk (*) (A: transversus abdominus; B: internal 
oblique muscle; C: external oblique muscle)
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After fluid resuscitation and initiation of broad-spectrum 
antibiotics, the patient was taken for emergent debride-
ment of necrotizing soft tissue infection and exploratory 
laparotomy with drainage of the abscess. The incision was 
made over the largest area of induration over the right 
flank. As the dissection carried down past subcutaneous 
tissues, foul purulent fluid appeared upon entering the 
space deep into the external oblique muscle. The purulent 
material tracked along the plane between the internal and 
external oblique muscles, extending from the rib margin 
superiorly to the anterior superior iliac spine and inguinal 
ligament inferiorly. The tendinous portion of the external 
oblique muscle was incised lateral to the semilunar line 
for the full extent of the necrotizing soft tissue infection, 
uncovering the site of the Spigelian hernia defect in the 
internal oblique muscle. A midline laparotomy was per-
formed, exhibiting large abscess cavities in the right lower 
quadrant and pelvis, and communication was confirmed 
between abdominal wall infection and intraabdominal 
abscesses through the Spigelian hernia. Subsequently, an 
ileocecectomy was performed after identifying apparent 
necrosis of the terminal ileum and cecum. Wound cultures 
were polymicrobial in nature.

The patient had multiple subsequent operations for 
small bowel resection, ileostomy creation, debridement 
of necrotic tissue of the abdominal wall and breast, and 
drainage of pelvic abscesses before the final closure of the 
abdomen with biologic mesh. Ultimately, the patient had 
a prolonged hospital course complicated by septic shock 
requiring surgical intensive care unit care. Initially, rup-
tured appendicitis was believed to be the etiology as the 
pelvic abscess was primarily in the right lower quadrant. 

Her hyperammonemia was treated by administering lactu-
lose enemas, which resulted in lactulose draining through 
the lower midline incision. Abdominal CT with rectal 
contrast confirmed extravasation from the sigmoid colon. 
The leak was resolved following rectal tube placement. This 
finding supports the true etiology of diverticulitis with 
abscess causing the necrotizing infection. She ultimately 
survived, obtaining wound closure with skin grafting, and 
was discharged on postoperative day 113.

Discussion
Adriaan van der Spieghel, a Belgian anatomist, first 
described the semilunar line in 1645, but it was Josef 
Klinkosch who defined the Spigelian hernia as a defect 
through the linea semilunaris in 1764.1,4 SH remains a 
rare presentation of abdominal wall hernias. Around 90% 
of SHs occur in the Spigelian belt, a 6 cm region along 
the Spigelian aponeurosis starting below the level of the 
umbilicus and spanning to the interspinal plane.1‒3 Above 
the semicircular line of Douglas, the hernia may extend 
through one, two, or all three muscular layers of the trans-
versus abdominus, internal oblique, and external oblique.1 
In this patient’s case, the hernia extended through the first 
two layers, permitting the infection to enter and spread 
in the potential space between the internal and external 
oblique.

Although conflicting data exist, several reports show a 
higher incidence of SH in females.2,3 Most diagnoses occur 
in patients in their fifth or sixth decade of life. Risk fac-
tors associated with the development of SH include obe-
sity, multiple pregnancies, chronic pulmonary obstructive 
disease, and smoking.2,3,5 Common presentation of SH 
includes vague abdominal pain or bulging mass lateral and 
inferior to the umbilicus, more often on the right side.2,3 
Usually, the hernia does not extend through the external 
oblique, adding difficulty to the clinical diagnosis of small-
er, asymptomatic SH.7 Sonography and CT have high sen-
sitivity and positive predictive value in identifying occult 
SHs.7 Contents of hernia usually include omentum and 
small bowel. A review of literature has revealed several 
unusual clinical presentations of SH, including contained 
appendicitis, endometriosis, gallbladder volvulus, and 
incarcerated Meckel’s diverticulum contained within the 
hernia sac.5,6,8 There has been no prior report of necrotizing 
infection traversing the abdominal wall through a Spigelian 
hernia. In the setting of undiagnosed Spigelian hernia, 
intraabdominal infection such as perforated diverticulitis 
could provide a path for infection to spread to external 
abdominal wall musculature, as seen in this patient.

Figure 3. Axial CT of Thorax. Published with Permission

Gaseous collection seen in anterior right chest wall.
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Conclusion
This case report describes an unusual etiology of necro-
tizing abdominal and chest wall infection. There should 
be clinical suspicion for a Spigelian hernia when concur-
rent infection occurs in the abdominal cavity and external 
abdominal musculature, especially along the right side.

Lessons Learned
Spigelian hernias, although uncommon, may present in 
numerous ways, including incarceration and bowel stran-
gulation. Understanding the anatomical etiology of these 
hernias is critical in understanding the spread of intra-ab-
dominal infection in this rare progression from diverticuli-
tis to a right flank necrotizing soft tissue infection.
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