
American Journal of Emergency Medicine 37 (2019) 1218.e5–1218.e6

Contents lists available at ScienceDirect

American Journal of Emergency Medicine

j ourna l homepage: www.e lsev ie r .com/ locate /a jem
Case Report
Inferior lumbar triangle hernia with incarceration
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Lumbar hernia is a rare condition in which intra or extraperitoneal tissue protrudes through a defect in the pos-
terolateral region of the flank. Incarceration is uncommon but represents a surgical emergency when present. A
54-year-old-male presented to the ED after sudden onset left flank pain after coughing. Hewas in significant dis-
tress secondary to pain and vomiting, and his physical exam revealed a tender mass in his left lateral lumbar re-
gion near the site of a previous stab wound. Bedside ultrasound revealed a fluid-filled structure, and CT scan
demonstrated herniation of small bowel though the inferior lumbar triangle with associated small bowel ob-
struction. The patient underwent emergent surgical reduction with mesh repair and recovered uneventfully. In-
carcerated lumbar hernia represents a rare diagnosis that may not be at the forefront of most practitioners'
differential diagnoses. CT scan is useful to distinguish hernia from solid mass, abscess, or other pathology,
while bedside ultrasound may prompt an attempt at immediate reduction. The presence of incarcerated bowel
or obstruction warrants immediate surgical consultation.
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1. Introduction

Lumbar hernia is the protrusion of intraperitoneal or extraperitoneal
tissue through a posterolateral abdominal wall defect [1]. First sug-
gested by Barbette in 1672, lumbar hernias are rare with only 300
cases reported in the literature, and surgical repair can be difficult
given their location and surrounding bony structures [1-4].

2. Case

A54-year-oldman presented to the emergency department 2 h after
developing sudden onset left flank pain and swelling after forceful
coughing. He had nausea and vomiting but no hematemesis, bowel
changes, or urinary symptoms. He denied recent trauma but reported
a stab wound to the left inferolateral back 20 years prior. His past med-
ical history included hypertension, chronic low back pain, and gastro-
esophageal reflux, and he underwent radiofrequency ablation of a
lumbar facet nerve the previous year.

The patient presented with a blood pressure of 136/65, pulse 76
beats/min, respiratory rate 18 breaths/min, temperature 36.4 °C (97.5
°F), and spO2 95% on room air. He was in distress secondary to pain
with intermittent emesis. His physical exam was notable for a protrud-
ing mass in the left lower back measuring approximately 12x10cm
without surrounding erythema or ecchymosis, and there was a small
horizontal keloid scar on the lateral aspect of the bulge. The affected
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area was tender to palpation and not reducible. His abdomen was soft
and non-tender with hypoactive bowel sounds, and his cardiovascular,
pulmonary, and neurologic exams were unremarkable.

Basic metabolic panel, complete blood count, and urinalysis were
within normal range apart from mild hypokalemia (potassium
3.3 mmol/L). Bedside ultrasound performed in prone position showed
a well-circumscribed fluid-filled structure (Fig. 1). CT scan of the abdo-
men and pelviswith IV contrast revealed a posterior left abdominal wall
hernia through the inferior lumbar triangle at the L3-L4 level measuring
2.6 cm containing a single loop of fluid-filled nondistended small bowel
(Figs. 2 and 3). Fluid-filled mildly distended small bowel loops consis-
tent with partial small bowel obstruction were seen in the left upper
quadrant.

The patient's pain and nausea were treated pharmacologically. The
general surgeon evaluated the patient at bedside and recommended ur-
gent reduction and repair of his inferior lumbar triangle hernia in the
operating room. In surgery, a hernia sac containing incarcerated retro-
peritoneal fat was reduced, and the defect was closed usingmesh utiliz-
ing a posterior open approach. The patient recovered uneventfully and
was discharged on post-op day 1.

3. Discussion

Lumbar hernias are classified based on location and etiology. While
they are more commonly located within the superior lumbar triangle,
this patient had herniation through the inferior triangle, which is bor-
dered by the iliac crest, external oblique muscle, and latissimus dorsi
muscle [1-3]. About 20% of lumbar hernias are congenital, present
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Fig. 1. Bedside ultrasound showing fluid-filled structure.

Fig. 2. CT scan of the abdomen axial image showing defect and small bowel herniation.
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early in life, andmay be associatedwith other birth defects [1,3]. The re-
maining 80% are acquired and further classified as either primary or sec-
ondary. Primary (spontaneous) hernias are often precipitated by
increased intra-abdominal pressure and are associated with aging, ex-
treme thinness, chronic disease, or denervation, all of which can lead
tomuscle atrophy in theflank. Secondary lumbar hernias are often asso-
ciated with surgical incisions, trauma, or abscess [1-3]. Hernias may
contain small bowel, colon, retroperitoneal fat, kidney, or spleen [1,5].

Clinical presentation for lumbar hernias is variable, but the most
common symptoms are heaviness and flank pain [5]. Many develop
gradually and present with a palpable mass that may increase in size
Fig. 3. CT scan of the abdomen coronal image.
with coughing and Valsalva maneuver. Reduction, when possible, is
best accomplished in the decubitus position with manual compression
[2]. There is a predilection for left-sided hernias, and the reported risk
of bowel incarceration from lumbar hernias is about 25% [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 [5]. CT is also helpful in eliminating other differential di-
agnoses such as lipomas, fibromas, abscesses, hematomas, and muscle
strains, none of which should cause bowel obstruction [2,3,5]. A chronic
or reducible hernia may be referred for elective repair while emergent
repair is indicated if there is evidence of bowel obstruction or
incarceration.

4. Conclusion

Roughly 91% of lumbar hernias are non-emergent and represent a
slowly enlargingmass caused by acquiredweakness in the lumbarmus-
culature [2]. The remaining 9% of hernias may develop rapidly and lead
to incarceration, as in the case of this patient. In these instances, bedside
ultrasoundmay prove a useful way of distinguishing a fluid-filled struc-
ture such as bowel from a solid mass, abscess, or hematoma, and may
prompt an attempt at bedside reduction. Plain radiographs are of little
use in narrowing the differential and only delay CT scan and surgical
management. This patient's presentation underscored the importance
of a thorough physical examination, bedside testing, appropriate expe-
dited imaging, and prompt surgical consultation.

Competing interest

The authors have no competing interests to disclose.

References

[1] Stamatiou D, Skandalakis JE, Skandalakis LJ, Mirilas P. Lumbar hernia: surgical anat-
omy, embryology, and technique of repair. Am Surg 2009;75(3):202–7.

[2] Moreno-Egea A, Baena EG, Calle MC, Martinez JA, Albasini JL. Controversies in the cur-
rent management of lumbar hernias. Arch Surg 2007;142:82–8. https://doi.org/10.
1001/archsurg.142.1.82.

[3] Beffa LR, Margiotta AL, Carbonell AM. Flank and lumbar hernia repair. Surg Clin N Am
2018;98:593–605. https://doi.org/10.1016/j.suc.2018.01.009.

[4] Cavallaro G, Sadighi A, Paparelli C, Miceli M, D'Ermo G, Polistena A, et al. Anatomical
and surgical considerations on lumbar hernias. Am Surg 2009;75(12):1238–41.

[5] BakerME,Weinerth JL, Andriani RT, Cohan RH, Dunnick NR. Lumbar hernia: diagnosis
by CT. AJR 1987;148(3):565–7.

http://refhub.elsevier.com/S0735-6757(19)30231-1/rf0005
http://refhub.elsevier.com/S0735-6757(19)30231-1/rf0005
https://doi.org/10.1001/archsurg.142.1.82
https://doi.org/10.1001/archsurg.142.1.82
https://doi.org/10.1016/j.suc.2018.01.009
http://refhub.elsevier.com/S0735-6757(19)30231-1/rf0020
http://refhub.elsevier.com/S0735-6757(19)30231-1/rf0020
http://refhub.elsevier.com/S0735-6757(19)30231-1/rf0025
http://refhub.elsevier.com/S0735-6757(19)30231-1/rf0025
Image of Fig. 1
Image of Fig. 3
Image of Fig. 2

	Inferior lumbar triangle hernia with incarceration
	1. Introduction
	2. Case
	3. Discussion
	4. Conclusion
	Competing interest
	References


