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Background: Superior lumbar hernia is a rare posterolateral abdominal wall defect and hernia-

tion of abdominal contents through the superior lumbar triangle. A lumbar hernia is an unusual 

defect and only 300 cases of primary lumbar hernias have been reported since the first case 

report in 1731. To date, most clinicians are usually unfamiliar with the presentation of lumbar 

hernias, and the diagnosis is often done in a wrong way.

Case report: A 55-year-old female patient presented with complaints of right flank pain and 

swelling on the right lumbar region. On abdominal examination, there was round protrud-

ing swelling immediately beneath the 12th rib of the right upper flank area. The swelling was 

palpable and bowel sound was heard over it. The swelling was easily reducible and protruded 

when the patient was coughing or straining. The opposite side of the lumbar region was normal, 

and chest examination was clear and normal. The hematological and urine analysis laboratory 

findings were normal.

Discussion: The ultrasound finding revealed the bowel contents within the hernial sac. With the 

diagnosis of primary acquired superior lumbar hernia, the patient underwent open surgery. The 

defect was reduced back and repaired using a retro-muscular or sublay prolene mesh (15 cm by 

7.5 cm). The patient was discharged at post-operative day four and followed-up for four months.

Conclusion: In conclusion, the diagnosis of lumbar hernias should be considered in all patients 

presented with complaints of flank pain and swelling in the flank area. In the absence of obvi-

ous swelling in the flank region, ultrasound investigation might not establish the diagnosis 

of lumbar hernias. Hence, ultrasound would be the option to confirm the diagnosis when the 

swelling is palpable.
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Background
The lumbar region is bordered superiorly by the 12th rib, inferiorly by the iliac crest, 

medially by the erector spinal muscles, and laterally by the external oblique muscle. 

The superior lumbar is defined medially by the erector spine muscle group, laterally 

by the internal oblique muscle, and superiorly by the 12th rib.1,2 Lumbar hernias are 

divided into two types according to the anatomical location of the defect: superior lum-

bar hernia and inferior lumbar hernia.3 Superior lumbar hernia (a Grynfeltt–Lesshaft 

hernia) is a rare posterolateral abdominal wall defect and a herniation of abdominal 

contents through the superior lumbar triangle.4

A lumbar hernia is an unusual defect and only 300 cases of primary lumbar hernias 

have been reported since the first case report in 1731.3,4 The causes of herniation could 

be congenital, primary, and secondary hernias. Congenital hernias are those that are 
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discovered in infancy and comprise 20% of all lumbar hernias. 

These hernias are associated with rib and vertebral anomalies.5 

Primary, or spontaneous, lumbar hernias comprise about 54% 

of the reported cases and are associated with age, rapid weight 

loss, chronic disease, muscular atrophy, and strenuous physical 

labor.5,6 Secondary, or acquired, lumbar hernias comprise 25% 

and are associated with trauma (blunt, penetrating, or crush-

ing) surgery, and infections in pelvic bones.7 Lumbar hernias 

may contain fat, kidney, and intraperitoneal structures. It can 

be a rare cause of bowel obstruction due to the strangulation 

of bowel loops within the hernial sac.8

Clinically, lumbar hernias present as bulges in the pos-

terior region of the abdomen and disappear with the prone 

position. Most patients complain of discomfort or pain in 

the lumbar region.1 The area of weakness can be detected 

by palpation, and occasionally bowel sounds on auscultation 

and percussion can be heard.1 To date, most clinicians are 

usually unfamiliar with the presentation of lumbar hernias, 

and the diagnosis is often done in a wrong way.

Case report
A 55-year-old female patient from Southeast Ethiopia, 

presented to Goba referral hospital with complaints of right 

flank pain and swelling on the right lumbar region. The pain 

was a dull ache and not associated with urinary complaints 

like dysuria, frequency, urgency or hematuria. She had no 

cough and chest pain.

The patient reported that she had been visiting more 

than three hospitals with complaints of right flank pain 

for the last eight years and had been taking an ultrasound, 

magnetic resonance imaging, renal function test, and urine 

analysis. However, the patient reported that the results of 

these investigations were normal, and she was only treated 

with different types of anti-pain medications. Four years 

later, the patient noticed that swelling on the right lumbar 

region, and the swelling had increased gradually and was 

associated with pain. She had no history of flank trauma, 

surgery, chronic constipation, and other abdominal infec-

tions. In addition, the patient had no history of chronic 

cough, difficulty of urination, and history of diabetes 

mellitus.

On admission, the patient was clinically active and had 

normal vital signs. On abdominal examination, there was 

round protruding swelling immediately beneath the 12th rib 

of the right upper flank region (Figure 1). The swelling was 

palpable and bowel sound was heard in the region. The swell-

ing was easily reducible and protruded when the patient was 

coughing or straining. The opposite side lumbar region was 

normal, and chest examination was clear and normal. The 

hematological and urine analysis laboratory findings were 

normal. The ultrasound picture revealed the bowel contents 

within the hernial sac. Otherwise, all visceral organs were 

normal.

With the diagnosis of primary acquired superior lum-

bar hernia, the patient underwent open surgery. The open 

approach was designed due to the absence of laparoscopy 

services in the hospital. The defect was reduced back and 

repaired using a retro-muscular or sublay prolene mesh (15 

cm by 7.5 cm) as this can maintain the maximum overlap of 

healthy tissue with the implanted mesh material. The patient 

was discharged at postoperative day four and followed up 

for four months. The patient had no recurrence of swelling 

at four months of follow-up.

Discussion
The confirmation of lumbar hernias was made in 1731. It is 

a rare case and accounts for less than 2% of all hernias in 

the abdominal wall.1 Superior lumbar hernia is more com-

mon than the inferior lumbar hernia.9 Regarding the clinical 

manifestation, the patients may present with a variety of signs 

and symptoms including mass/swelling in the flank area, 

lower back pain, and symptoms of bowel obstruction.3,10,14,15 

Signs and symptoms of intestinal obstruction might also be 

present if a bowel loop has been incarcerated.10 The patient 

might complain about a backache, nausea, feeling of weight, 

or dragging sensation in the lumbar region.11 Sometimes 

patients might be presented with nonspecific abdominal pain 

or back pain which could represent sciatica.15 Likewise, the 

current case also presented with the complaints of right flank 

pain and had round protruding swelling immediately beneath 

the 12th rib of the right upper flank area. The swelling was 

palpable and bowel sound was heard over it.

Figure 1 (A, B) Swelling or bulge on the right upper flank area (white circle).

www.dovepress.com
www.dovepress.com
www.dovepress.com


International Medical Case Reports Journal 2019:12 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

69

Mekonnen and Gonfa

When there is no obvious bulge in the flank region, ultra-

sound and magnetic resonance imaging may not establish 

the diagnosis of lumbar hernias. Ultrasound may confirm the 

diagnosis when the swelling is palpable.12 Computed tomog-

raphy scan played the vital role in defining hernia contents 

accurately.14,16,17 This coincides with our case report in which 

the ultrasound and magnetic resonance imaging had not con-

firmed the lumbar hernia. Ultrasound confirmed the diagnosis 

of superior lumbar hernia when the swelling was noticed by 

the patient and palpable during physical examination.

Surgery is typically recommended to repair the defect 

and prevent complications.12 Either an open or laparoscopic 

procedure can be performed with equivalent success.13 How-

ever, the choice of the operative technique depends on the 

experience of the surgeon and the diameter of the hernia size.1 

For primary spontaneous lumbar hernias, minimally invasive 

techniques are preferred.5 In the current case report, the 

patient underwent open surgery and the defect was repaired 

using an underlay prolene mesh. A similar technique has 

been reported by Sharma and Bhati17 and Ankush et al13 Even 

though the patient stayed for four days in the hospital and 

was followed-up for four months as an outpatient, finally, a 

good result was achieved. Therefore, an appropriate surgical 

treatment which shortens the length of hospital stay, lower 

consumption of analgesics, earlier return to normal activity, 

and less chance of wound infection should be planned.

Conclusion
In conclusion, the diagnosis of lumbar hernias should be 

considered in all patients that present with complaints of 

flank pain and swelling in the flank area. In the absence of 

obvious swelling in the flank region, ultrasound investigation 

might not establish the diagnosis of lumbar hernias. Hence, 

ultrasound would be the option to confirm the diagnosis when 

the swelling is palpable.
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