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Laparoscopic Transabdominal Repair for Lumbar Hernia: 
A Familiar Procedure for a Rare Problem
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Case Report
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Abstract
Lumbar hernia is a protrusion of intraperitoneal or extra peritoneal tissues through posterior 
abdominal wall defect and is considered to be a rare condition.

We present a case of 65-year-old lady with primary spontaneous superior lumbar hernia treated 
laparoscopically, with the detailed operative steps and post-operative follow up.

With the growing experience in laparoscopic inguinal hernia repair, same technique, instruments 
and device used in Transabdominal Preperitoneal (TAPP) repair can be applied to treat selected 
cases of lumbar hernia with good outcome.
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Introduction
Lumbar hernias are considered to be a rare condition and very few cases are encountered in 

a surgeon’s career, approximately 300 cases have been published since the first reported case by 
Garangoet in 1731 [1].

Lumbar hernias are located in the thoracolumbar region. It is a protrusion of intraperitoneal 
or extra peritoneal tissues through posterior abdominal wall defect. Further classification and 
description of boundaries was done by Petit and Grynfelt into inferior and superior triangles, 
respectively, apart from the site of their occurrence, there are different classifications of the lumbar 
hernias. They can be congenital or acquired. Acquired hernias can be spontaneous or secondary, 
with the latter being the most common etiology [2-5].

This report presents a case of primary spontaneous superior lumbar hernia treated 
laparoscopically, first case to be published from Saudi Arabia.

Case Presentation
A 65 years old female, known case of type II Diabetes Mellitus, hypertension and bronchial 

asthma, presented with 6 months history of right loin pain.

The pain was dull in nature, increasing progressively with time, continuous, radiating to the 
pelvis with no aggravating or relieving factors. Patient denied any history of trauma or previous 
surgeries. She complained of dysuria and decrease in urine output, no constipation or change in 
bowel habit, she was vitally stable, afebrile upon her presentation.

On examination, a right lumbar region mass measuring 6 cm × 7 cm was palpated, it was tender 
on palpation with no overlying erythema or skin changes, not reducible, her abdomen otherwise 
was soft, non-tender, with positive bowel sounds.

Computerized tomography for the abdomen and pelvis done with intravenous contrast and 
revealed a defect in the right lumbar posterior fascia, below the 12th rib and lateral to the quadratus 
lumborum muscle. The hernia neck is located in the superior lumbar triangle in keeping with 
Grynfeltt hernia. The sac (measuring 8 cm × 5 cm) contains segment of the right upper ureter which 
is causing proximal hydroureter (Figure 1). After preoperative workup and preparation, the patient 
was planned for laparoscopic repair of the hernia. A Cystoscopy was done and a Right ureteric stent 
was inserted under fluoroscopic guidance to facilitate intraoperative identification and sparing of 
the ureter. The patient was placed on left lateral decubitus position, abdomen access was gained 
through open technique at the level of the umbilicus on the midclavicular line with a 12 mm port, 
and 2 other 5 mm ports were inserted under direct vision on the same right midclavicular line at the 
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subcostal and the iliac crest level.

The peritoneum was incised just below the twelfth rib and 
incision continued downward around 15 cm in length (Figure 2), 
a preperitoneal dissection was carried out laterally, the defect was 
identified and content reduced (Figure 3).

The defect was closed using 2.0 V-LocTM suture and then 
reinforced with a 15 cm × 15 cm Parietex™ lightweight monofilament 
mesh fixed in place using AbsorbaTack™ fixation device (Figure 4), 
the peritoneum was then closed with 2.0 V-LocTM sutures.

Patient tolerated well the procedure and discharged home on 
post-operative day 2, she was followed in clinic on day 7 then 14 and 
the ureteric stent was removed on day 21 under local anesthesia. She 
was pain free and the lumbar mass was clinically absent.

Discussion
Lumbar hernias may be congenital or acquired. Congenital 

hernias appear during infancy as the origin of a defect in the 
musculoskeletal system of the lumbar region and are associated with 
other malformations. Acquired lumbar hernias are usually primary- 
or spontaneous-and secondary, depending on the existence of a causal 
factor such as surgery, infection, or trauma. Predisposing factors 
in spontaneous acquired lumbar hernia are age, obesity, extreme 
thinness, chronic debilitating disease, muscular atrophy, intense 
slimming, chronic bronchitis, wound infection, and postoperative 
sepsis [6].

The most common clinical manifestation is a palpable mass that 
increases with coughing and strenuous activity, usually reducible 
and non-tender. Occasionally it can grow to a large size and alter the 
symmetry of the patient’s torso. The patient usually reports unspecific 
abdominal discomfort, fatigue, or back pain. If the contents are 

renal, patients can experience urinary symptoms such as hematuria, 
oliguria, and colicky pain [7,8].

There is a large range of differential diagnoses for a loin lump, 
which include hematomas, fibromas, sarcomas, abscesses and renal 
masses. The most published misdiagnosis, however, is lipoma. There 
are documented cases of lipoma extraction by surgery followed by a 
consistent mass being explained as a lumbar hernia [1]. When history 
and physical exam raise concern for lumbar hernia, CT scan is the 
preferred modality for confirming the diagnoses as well as delineating 
the muscular and fascial layers and the contents within the hernia 
sac [9]. Most of the patients are treated as elective cases, and only 9% 
present as a surgical emergency. The treatment of choice has always 
been surgical repair, and once the diagnosis has been made, these 
patients should be treated to avoid complications.

Many techniques have been described for surgical repair of 
lumbar hernias, with an incision from the 12th rib to the iliac crest, 
including primary repair, local tissue flaps, on lay fascial flaps, and 
conventional prosthetic mesh repair [10,11].

Burick and Parascandola performed the first repair by 
transabdominal laparoscopic approach in 1996 [12]. Woodward 
and colleagues introduced the balloon dissector for a total extra-
peritoneal approach in 1999 [13].

In our institution we have a wide experience in treating inguinal 
and ventral hernias both open and laparoscopically. This was the 
first diagnosed lumbar hernia case in our hospital and the first in 
most our surgeons’ career. After reviewing the CT scan and using 
a multidisciplinary discussion with our urology and radiology 
colleagues, we decided to treat it laparoscopically using the same 
techniques and basics of a TAPP. After ureteral stent placement and 

Figure 1: CT scan of abdomen and pelvis showing the hernia defect and the 
sac with fat content.

Figure 2: Creation of the preperitoneal dissection space using a combination 
of sharp and blunt dissection.

Figure 3: The hernia defect after content reduction.

Figure 4: 15 × 15 Macroporous polyester mesh fixed in place using tacker 
device.
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lateral position, the procedure length was 90 min, similar to a TAPP 
procedure no special instruments or device were used, the patient 
tolerated the procedure and discharged in reasonable time.

Conclusion
Lumbar hernias are uncommon to encounter, as they are rare 

type of hernia. It can be a challenge to diagnose it initially, few cases 
can present as emergency case, and however the majority of lumbar 
hernias are treated electively.

With good preoperative assessment and selection, and basing 
on a solid experience in laparoscopic inguinal and ventral hernia 
repair, same techniques can be used to treat lumbar hernias. The 
transabdominal preperitoneal TAPP approach is relatively easy 
to perform with excellent patient tolerability and good short and 
medium-term outcome.
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