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SUMMARY
Lumbar hernia is one of the rare cases that most
surgeons are not exposed to. Hence the diagnosis can
be easily missed. This leads to delay in the treatment
causing increased morbidity. We report a case of lumbar
hernia in a middle-aged woman. It was misdiagnosed as
lipoma by another surgeon. It was a case of primary
acquired lumbar hernia in the superior lumbar triangle.
Clinical and MRI findings were correlated to reach the
diagnosis. We also highlight the types, the process of
diagnosis and the surgical repair of lumbar hernias. We
wish to alert our fellow surgeons to keep the differential
diagnosis of the lumbar hernia in mind before
diagnosing any lumbar swelling as lipoma.

BACKGROUND
Lumbar hernia is one of the rare cases reported in
the literature. It is not commonly seen by surgeons
hence when a patient presents with a lumbar
hernia, it is commonly misdiagnosed as lipoma,
fibroma, muscle strain, etc.
We report a case of primary acquired lumbar

hernia in a female patient (stated in the literature to
be more common in men than in women). It was
on the right side in the superior lumbar triangle of
Grynfeltt-lesshaft (stated in the literature to be
more common on the left side and in the inferior
lumbar triangle of petit).
It was misdiagnosed as lipoma by another

surgeon. It is an extremely rare case with only 300
cases reported in history.1

CASE PRESENTATION
A 45-year-old woman presented with a vague
lumbar pain and a mass in the right lumbar region
(figures 1–3). She had been diagnosed as having
lipoma and was recommended excision by a local
medical practitioner. There was no history of
trauma. The mass was 4×5 cm in size and was
located just below the right 12th rib tip. It was
globular in shape, soft in consistency with smooth
surface and well-defined borders. It was expansile
on coughing and straining. No pulsations were felt
over the swelling.

INVESTIGATIONS
Routine investigations were normal. MRI showed
defect in the lumbar fascia with the protrusion of the
abdominal content through the defect (figure 4).
Provisional diagnosis of superior lumbar hernia was
given.

DIFFERENTIAL DIAGNOSIS
The various differential diagnoses that were
excluded were lipomas, haematomas, fibromas,

abscesses and kidney tumours. Expansile cough
impulse confirmed our diagnosis of lumbar hernia.

Figure 1 Lumbar hernia lateral view.

Figure 2 Lumbar hernia becoming more prominent
after sitting.
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TREATMENT
The patient was explored in the modified left lateral position.
A wide incision was given and the sac delineated (figure 5). The
defect was bounded anteriorly by latissimus dorsi muscle, pos-
teriorly by quadrates lumborum and erector spinae and super-
iorly by the lower end of 12th rib. A space was created between
the peritoneum and the muscle layer all around and a
15×15 cm nylon mesh was placed (figure 6). It was fixed to the
muscle layer with interrupted sutures. Postoperative recovery
was uneventful.

OUTCOME AND FOLLOW-UP
The patient attended the outdoor department for follow-up at
2 weeks, 1 month, 3 months and 6 months after the operation.
The patient has been asymptomatic. There has been no recur-
rence in the past 6 months since the operation. The patient is
expected to attend the outdoor department yearly from now on
for follow-up.

DISCUSSION
Lumbar hernia is a form of flank hernia. Flank hernia is defined
as any hernia from the anterior axillary line to spine and from
costal margin to ischial tuberosity. It is of two types: superior

lumbar hernia and inferior lumbar hernia according to the ana-
tomical location of the defect, that is, either through the super-
ior or the inferior lumbar triangle.

The superior lumbar triangle of Grynfeltt-lesshaft is bounded
anteriorly by the latissimus dorsi muscle, posteriorly by the
quadrates lumborum and erector spinae muscles and superiorly
by the 12th rib and serratus posterior inferior muscle.

The inferior lumbar triangle of petit is bounded anteriorly by
the external oblique muscle, posteriorly by the latissimus dorsi
muscle and inferiorly by the iliac crest.2

Depending on the aetiology, it is classified into two types:
congenital (20%) and acquired (80%). Congenital lumbar
hernias are found in infants and are caused due to musculoskel-
etal defect. Acquired lumbar hernias can be of two types:
primary (55%) with no known cause and secondary (25%)
which are found after trauma, iliac crest graft, infection, etc.3

A lumbar hernia is difficult to diagnose as the patient is either
asymptomatic or presents with non-specific symptoms. Clinical
feature of a lumbar hernia is usually dull aching pain over an
increasing size of lumbar mass. The lumbar mass becomes more
prominent on straining and coughing and reduces in size in
prone position. Expansile cough impulse is positive in a

Figure 3 Lumbar hernia posterior view.

Figure 4 MRI showing the hernia content.

Figure 5 The hernial defect with the hernia sac exposed
intraoperatively.

Figure 6 The exposed hernia defect with the mesh placed.
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minority of patients (as found in our case).1 3 Diagnosis of these
hernias may be missed as these are very rare cases.

Lumbar hernias have to be differentiated from lipomas,
haematomas, fibromas, abscesses and kidney tumours. Lipomas
are usually soft mobile masses which are not attached to the
muscle layer. Fibromas are firm masses attached to fascia or
muscle. Haematomas present with a history of trauma and local
ecchymosis. Abscesses present with pain, oedema, cellulitis,
fever and leucocytosis. Kidney tumours are non-painful, firm to
hard in consistency, dull on percussion and may be associated
with haematuria. None of these differential diagnoses increase
in size on straining or decrease in size in prone position.
Expansile cough impulse is absent in all of them unlike a
lumbar hernia.

A lumbar hernia though rarely may also become incarcerated
and strangulated. The most important differential diagnosis of
strangulated lumbar hernia is haematoma found in the flanks
after trauma. In a case of strangulated lumbar hernia there is
bowel obstruction which is not found in haematomas.1

CT scan or MRI may be performed to confirm the diagnosis.4

Both can show the defect in the musculofascial layer, the
content of the hernia and help us to plan the repair. They can
also rule out the other differential diagnoses of lumbar hernia.

These hernias should not be managed conservatively without
surgery for two reasons. First, around 25%of these hernias are
prone to incarceration and 10% to strangulation which may
present with features of acute abdomen and need emergency
surgery.5 Second, these hernias tend to increase in size with
time. Surgical repair of a large lumbar hernia is difficult. Hence
surgical repair without delay is the treatment of choice.1 6

Surgical treatment is either open or laparoscopic with equiva-
lent success.7 8 In the open anterior approach the patient is posi-
tioned in the lateral decubitus position, the hernia is explored
and the defect identified. The sac is isolated. The sac may then
be excised or simply inverted. If the defect is small, simple
darning may be done to strengthen the wall. If the defect is
large then a large non-absorbable mesh may be put in the extra-
peritoneal space between the peritoneum and the muscle layer.
It is fixed to the muscle layer with interrupted non-absorbable
suture.2 9 This sub-lay mesh technique can be either routine or
extended (significantly larger mesh size) with extended sub-lay
technique recommended to decrease the chance of recurrence.10

Recently laparoscopic repair of these hernias has also been
successfully attempted. There are two laparoscopic approaches:
transabdominal and extraperitoneal. In the transabdominal
approach, pneumoperitoneum is created and the peritoneal
reflection along the white line of Toldt is opened to mobilise the
colon. The borders of the lumbar hernia defect are defined and
an extraperitoneal mesh is placed. Mesh fixation is performed
by a combination of transabdominal stitches and metallic
tacks.11

In total extraperitoneal repair, a small incision is made over
the hernia defect. The retroperitoneal fat is detached with blunt
dissection by an index finger. The space is expanded by a
balloon dissector. The incision is plugged and pneumoperito-
neum created. With the help of one 30° 5 mm scope and two
5 mm working ports retroperitoneal fat and structures are
detached from the hernia defect. A polypropylene mesh is intro-
duced and secured in place with tackers.12

The laparoscopic repair and classical open repair have their
own advantages and disadvantages. The main advantage of the
laparoscopic approach is that it helps the surgeon to precisely
locate and evaluate the characteristics of the defect.13 It also has
a lower morbidity rate, shorter length of hospital stay, lower

postoperative pain and an earlier return to daily routine activ-
ities.11 The disadvantages of laparoscopic repair of lumbar
hernia are threefold. First, the laparoscopic approach does not
allow for parietal reconstruction or repair to be done under con-
trolled tension. For an adequate aesthetic and functional result,
repair should be done under a certain degree of tension.1

Second, laparoscopic repair of lumbar hernia is a technically chal-
lenging job and requires a senior surgeon specialised in laparo-
scopic hernia repair.11 13 Third, laparoscopic repair may be
difficult for incisional lumbar hernias as in these hernias the
defects are very large and occupy most of the lumbar region.11 14

Recurrences are known with laparoscopic and open surgical
repair. Patients with high risk of recurrence are those with
diffuse lumbar hernias, hernias greater than 16 cm in size and
hernias associated with muscular atrophy.11 Hence the choice of
the technique of surgical repair depends on the patient factors
and the expertise of the surgeon.

Learning points

▸ Lumbar hernia can create diagnostic dilemma with lipoma
being the most common differential diagnosis.

▸ Treatment should not be delayed as the lumbar hernia
becomes more difficult to repair as it increases in size.

▸ As much as one of four cases of lumbar hernia is prone to
incarcerate and present as acute abdomen. Hence
emergency surgeons should keep strangulated lumbar hernia
in differential diagnosis of any acute abdomen and a lumbar
mass.

▸ Diagnosis of a simple lumbar hernia is mostly clinical which
can be confirmed with either a CT scan or MRI which shows
a defect in the fascia.

▸ Treatment is surgical with the use of a large mesh in the
preperitoneal space either through the open or laparoscopic
approach.
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