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Abstract

Lumbar hernias are among the rare hernias. They need high clinical suspicion as their signs and symptoms are usually
non-specific. Patients are usually 50-70 years old. They commonly affect males and frequent on the left side. Here, we describe
a 61 years male patient presented with left side primary inferior lumbar hernia which was supported by magnetic resonance
imaging of abdomen and pelvis. They should be repaired as soon as possible to avoid complication. Here, he was undergone
laparoscopic surgery with mesh hernioplasty. He resumed his routine activities within 2 weeks. After 1 year follow-up, he is

alright without any symptoms or signs of recurrence.
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INTRODUCTION

Lumbar hernia is a rare entity with only fewer than 310 cases
reported so far in the world."” It account for <1.5% of all
abdominal hernias. Congenital hernias are usually small in
size at the time of presentation; most commonly occur
through the inferior lumbar triangle. Usually, clinical
diagnosis is difficult due to non-specific symptoms.’ They
are prone to incarceration and strangulation, so surgery is
advisable as soon as possible.*® Primary acquired variety
occur spontancously, whereas secondary acquired variety
occurs due to trauma, infection, or surgical incisions.®
Surgical methods should be planned on the basis of
etiology and hernia size.”

CASE REPORT
A 61 years male presented with pain and swelling in the left

lumbar region since 6 months. He was a known case of
hypertension under medication. All systemic examination
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are within normal limits. On examination, a single oval
swelling of size 6 cm X 4 cm arising from the left inferior
lumbar triangle found, which impulse on coughing,
non-tender and reduces with a gurgle, on auscultation
bowel sound heard. Abdominal muscle tone was good,
and other hernial orifices were normal. Ultrasonography
revealed a breach in peritoneum at the left lumbar region
of size 5.3 cm X 3.4 cm with herniation of omental fat.
Magnetic resonance imaging showed a wide neck left
side inferior lumbar hernia containing descending colon
and extraperitoneal fat (Figure 1). After controlling

Figure 1: Magnetic resonance imaging showing left side
inferior lumbar hernia containing descending colon and
extraperitoneal fat
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hypertension, the patient was posted for laparoscopy
pre-peritoneal onlay mesh hernioplasty with prolene mesh
(Figure 2). With the patient positioned in a 45° left semi-
lateral position, the peritoneum is incised above the hernia
(Figure 3) and dissected back to expose the muscle defect
(Figure 4). The contents are reduced and a prolene mesh
fixed to the 12" rib superiotly, iliac crest inferiotly, erector
spinae fascia medially, and external oblique fascia laterally
(Figure 5). Splenic flexure of the colon and retro-peritoneal
fat were the content. The peritoneum then resutured to
cover the mesh. His post-operative recovery was uneventful.
He discharged on the 3" post-operative day and resumed his
routine activities within 2 weeks. After 1 year of follow-up,
he is alright without any symptoms or signs of recurrence.

DISCUSSION

Barbette, in 1672, first suggested the existence of a lumbar
hernia.® Garangeot reported the first incarcerated lumbar
hernia in 1731. Grynfeltt and Lesshaft independently

Figure 2: Trans-abdominal laparoscopic view showing the
hernia defect and adhered descending colon

described superior lumbar hernias in 1866 and 1870,
respectively.”!’ Jean-Louis Petit first described inferior
lumbar triangle in 1738." Lumbar hernia is one of the
rare hernias, so most surgeons are not exposed to. Hence,
delayed diagnosis and delay in treatment, causing increased
complication and increased morbidity.” It occurs more
common in males (3:1) and is more frequent on the left
side than the right (2:1)."* They are classified into congenital
(20%) and acquired (80%). Again acquired variety is divided
into primary or secondary. Primary acquired hernias
occur spontaneously and being the most common (55%).
Secondary acquired hernias constitute about 25% of all
lumbar hernias.” Like other hernias, they gradually increase
in size. They are prone to incarceration and strangulation,
so surgery is advisable as soon as possible.*> Herniorrhapy
is difficult, so hernioplasty is recommended. As for every
hernia, it is important to create a tension-free mesh repair.

Most primary lumbar hernias occur through the inferior
lumbar triangle of petit and less commonly through the
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Figure 4: Exposed muscle defect after completion of the
dissection

Figure 3: Incision of peritoneum above the hernia defect

Figure 5: Tension-free prolene mesh placement over the defect
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supetior lumbar triangle of Grynfeltt.® A lumbar hernia
must be distinguished from a lipoma, a cold abscess
pointing to this position and pseudo-hernia due to local
muscular paralysis.

Burick and Parascandola first introduced the trans-
abdominal laparoscopic approach for lumbar hernia
repait.' Laparoscopic repair has the advantage of less pain,
shortened hospital stay, good cosmetic, and functional
results.”” For recurrent or large defects (especially if there
is a component of neuropathic muscle atrophy present),
anterior repair approach is preferable as a double mesh or
a gluteus aponeurosis flap are needed.'™!” Other methods
can be used, e.g, mesh plug or retroperitoneoscopic
tension-free mesh repait.'** Post surgery seroma formation
is common but resolves spontancously, hardly need an
aspiration of the fluid.

CONCLUSION

The choice of surgical procedure for the lumbar hernia
should be individualized according to the etiology and size
of the defect. And whenever possible, laparoscopic hernia
repair should be taken priority over open procedures.
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