
Traumatic abdominal wall hernias (TAWH) are a rare occurrence. 
Originally described as ‘herniation through disrupted musculature 
and fascia, associated with adequate trauma, without skin 
penetration and no evidence of a prior hernia defect at the site of 
injury’ the injury carries with it concerns for concomitant as well 
as occult injuries.1,2 Occurring at the semilunar line of the anterior 
abdominal wall, spigelian hernias are also rare accounting for 
about 2% of all abdominal wall hernia.3 Similar to femoral hernias, 
they carry a high incarceration incidence. We present a case 
combining these 2 rare occurrences.
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A 23-year-old male presented status post fall from a ladder with a 
right lower quadrant protuberance and ecchymoses. The patient was 
hemodynamically stable without peritonitis. CT scan revealed a full 
thickness fascial defect of the abdominal wall at the semilunar line just 
lateral to the rectus containing prolapsed bowel. There were no signs of
 free fluid, pneumoperitoneum or solid organ injury. According to the 
patient, there had been no protuberance prior to the incident. There was 
no urgent indication for operation but the anatomical concerns for short 
interval incarceration were concerning enough for us to recommend 
early fixation during admission. A robotic assisted approach was chosen.

In the OR, a LUQ 8mm port was placed using direct vision trocar technique followed by 2 
additional trocars in the mid and lower left abdomen. The table was then positioned left side 
down in Trendelenburg. Fenestrated bipolar and atraumatic forceps were used to safely reduce 
the small bowel from the defect. Peritoneum was dissected away from the fascial edges followed 
by primary closure with 2-0 V-loc suture. 20cm x 15cm synthetic composite mesh was rolled 
and passed through trocar. The center of the mesh was sutured to the center of the defect in 
‘chandelier’ fashion. Insufflation was decreased to 8mmHg and the edges of the mesh were 
continuously sutured in 2 runs with 3-0 V-loc suture. The patient recovered over 24 hours and was 
discharged without complications. He had no issues or signs of recurrence on his follow up visit.
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The TAWH presents a challenging surgical dilemma, especially in the rare case of a 
spigelian defect. Care must be taken in the timing of surgery and the approach taken 
given concerns for contamination, occult injury and intolerance to insufflation that 
is often found associated with TAWH.4,5 In our specific case, our patient was able to 
undergo a non-urgent robotic assisted primary hernia repair during initial hospitalization 
without issue. While not all patients will be candidates, we believe that a robotic 
approach to these challenging abdominal wall defects can allow for optimization of 
exposure and mobility required for a quality closure in a minimally invasive setting.

In this rare occurrence of a spigelian TAWH, we were afforded the opportunity to repair 
the defect in a non-urgent fashion given the isolation of the injury and stability of the 
patient. Robotic assistance allowed for superb visualization of the defect, adequate 
maneuverability and precise mesh placement while avoiding a large incision and 
problematic mesh installation, allowing for a quick recovery and discharge home. In 
select patients, we believe this procedure can be an effective, replicable approach and 
repair for a TAWH. 
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