
 

 

Case study 

Liver’sherniationthroughLumbarincisionalhernia : two cases report 

 

ABSTRACT : 

Lumbarincisionalherniais a complication affecting the continuity of the abdominal wall, 
accounting for approximately 3.5% of all cases,(Reference for 3.5 % itisinfactreportedhigher 
30%)in most situations, itoccurs in open nephrectomy or aorticaneurysmrepair incisions. 
Ararelyreportedentity,that can lead to discomfort, aestheticdisorder or intestinal 
obstruction, (Common reported contents includeherniascontaining the colon, omentum, 
smallbowel, kidney, spleen, or stomach).butthe extremely rare islumbarliverherniation. 

Wepresenttwo cases of liver’sherniationthroughlumbarincisionalherniawithhistory of 
lumbotomy ; in the first patient itwas for renallithiasis, while the second itwas for 
adrenalectomy.Role of CT scan is the modality of choice for the(Anatomical Délinéation 
&SubsequentSurgical Planning) identification of the hernial content and the evaluation of 
the parietaldefect in order to choose the appropriatetherapeutic management.Currently, 
thereis no clearrecommendation on the best strategy for surgicaltreatment 
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INTRODUCTION : 
lumbarherniais an infrequentincisionalHernia It iseitherCongenital or Acquired at times a 
Pseudo hernia), post-traumatic ,congenital, or primarydefect of the  abdominal wall ; 
theyoccur in the broadanatomic area boundedinferiorly by the iliaccrest ,superiorly by the 
12th rib , laterally by the external oblique muscle , and medially by the erectorspinae. 
Incisionalherniation of the liver, usuallyoccurs 2-3 yearsafterpreviousretroperitonealsurgery, 
causingweakness of the abdominal wall musculature. Wepresenttwo cases of 
liver’sherniationthroughlumbarincisionalhernia and discussthe surgicalapproch for its 
management. 

(Traditionallyrepaired by The Dowd-Ponka technique of repairing lumbar hernias involves 
making an incision over the hernia site and reducing the contents to the abdomen, followed 
by covering the defect with prosthetic mesh which is sutured to the external oblique, 
latissimus dorsi and the lumbar periostium) 

Need to describe the 2 Anatomical Triangles in this region (Petit and GrynfelttTriangle) 

 

 



 

CASE REPORT : 

Case 1 : 

Sheis a 68 yearsold white womanwithsignificantmedicalhistory of right renallithiasis for 
whichshewasoperated by right lumbotomy 5 yearsago, end-stage renalfailure for one 
yearunderhemodialysis, And shewasnoted to have a right 
lumbarincisionalherniathatwasrepairedwith a polypropylenemesh 3 monthsago. 
Soonafterthat, the patient had a recurrent bulge in here right lumbar area. Shewasreferred 
to us for herrecurrentlumbarincisionalhernia. On examination, a transverse incision scar of 
the right flankwasnotedwith a very large bulgebadlylimited,thatappeared to 
partiallyretractwhen the patient waslying in the leftlateraldecubitus position, impulsive to 
coughing. (Impulse to cough positive) 
A CT scan wasperformed and showed a gianthernia, with a collarmeasuring 11 cm spread 
over 12 cm, of the right flankthrough the intercostal muscles of the last two intercostal 
spaces and the oblique muscles of the abdomen, to almost the entire right liver, the 
ascending colon as well as the smallbowelloops. 
 
 

 

 

 

 

 

 
 
 
 
 

Figure 1 : CT scan showed a giantlumbarherniaof  rightliver  (arrow) 
 
 
The standard liverbiochemical testswere normal.The cardiologistwasconsultedpreoperatively 
and obtained an echocardiogramshowing an ejection fraction of 60%. 
(Open Abdominal Midline )Surgerywasscheduled, and an open midline incision 
approachwasused to identify a large parietaldefect of the right lumbar area containing the 
enlarged right liver, right colon, and smallbowelloops. 
 
 



 

 
Figure 2 : large parietaldefect of the right lumbar area (arrows)with right liverreduiced (star) 

 
The incisionalherniawasrepairedwith the placement of an intraperitonealePTFE 
(expandedpolytetrafluoroethylene--Goretex Dual Mesh)measuring 15*20 cm, whichwasfixed to 
the edges of the (DescribewhichMuscle)musclewith simple resorbable sutures, whiletrying 
to avoidtears and tension. (In Post OperativePeriod )The patient 
progressedwellpostoperativelyand thenwasdischargedfromourhospital 2 daysaftersurgeryin 
good general condition. 
3 monthslater the patient was(FollowedUp)seenagain in (Surgical Clinic/OPD)consultation, 
(and isrecovering)reporting a betterimprovement. 
 
Case 2 : 

An 59-year-old womanunderwent a routine follow-up examination at ourhospital. 
shehadundergone a right adrenalectomyvia a retroperitonealapproachthrough a flank 
incisionwhichhistologicalfindingof a benignadrenaladenoma(With multiple 
comorbids)significantmedicalhistory of ventricular extrasystole undertreatment. 
Physical examinationa large swelling on her right flankwasnotedoverlying by a 
lumbotomyscar (descsribe Dorsal or PosteriorLumbotomyscar), clearlyaccentuatedwhen the 
patient coughed, reduciblewith no distinct fascial defectcouldbepalpated. 
A CT scan wasperformed and showed a right lateral abdominal walldefect, with a 
collarmeasuring 11cm extended over 9cm, through the transverse and internal oblique 
muscles, withhepatic and colonic contents, covered by the external oblique muscle 
whichremainscontinuous.The standard liverbiochemical tests (Describe LFT)were normal. 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
Figure 3 : CT scan showed a right lateral abdominal walldefectwithhepatic content 
(arrow)(HepaticHerniation) 
 
 
 
(Open Abdominal Midline )Surgerywasscheduled, and an open midline incision 
approachwasused to identifyhepatoparietaladhesionsreleased, with right lateral abdominal 
walldefect. 
The incisionalherniawasrepairedwith the placement of an intraperitonealePTFE 
(expandedpolytetrafluoroethylene--Goretex Dual Mesh)measuring 15*15 cm without tension. 
(tension free MeshRepairwasperformed) 
 

 
Figure 4 : the placement of an intraperitonealePTFE 

 
(In post Opertiveperiodherrecoverywasuneventfulthereforeshewasdischarged)inview of the 
good post-operativeevolution, the patient wasdeclareddischarged 2 daysaftersurgery. 2 
monthslater the patient underwent a routine follow-up examination, 
withbetterimprovement.(Shewasgiven an appointment in Surgicalclinic and isrecovering) 
 
 
 
 



 

 

DISCUSSION : 

Lumbarincisionalherniais a delayed complication of abdominal surgery and isdefined as an 
acquiredherniation of abdominal contents throughdisruptedlumbar abdominal wall, often 
diffuse withdefectswhich are generallydifficult to appreciate (1).Of all 
acquiredlumbarhernias, lumbarincisionalhernias (LIH) account for 31% of etiologies (2).  
Afterlumbotomy, the prevalence of LIH ranges from 10 to 35.3%, and decreases to 7% when 
an electiveelectiveretroperitonealapproachischosen (3). Because of its relative 
smallprevalence, the surgical management of LIH is a challenge (4).(HepaticHerniationis an 
extremely rare reportedhernial content complication) 
All case reports of hepatichernia show a history of a prior major surgicalprocedure in the 
upper abdomen, such as our case.( Most Common Cause isacquired&Iatrogenic to a 
surgicalprocedure) 
Salemis et al. Presented a case of right lumbar incision herniawithherniation of the right lobe 
of the liver (5). Losanoff et al. Presented a case of recurrent intercostal herniation of the liver 
(6).  
CT scan is the investigativemodality of choice. It can providedetailed information on the 
extent of the lumbardefect and the presence of herniated abdominal viscera.  
CT scan can alsodifferentiate a herniafrom muscle atrophy( a Pseudo Hernia in which 
case)for whichsurgeryis not recommended (7). 
(There are no standard recommended guidelines for the surgicalprocedure of choice Open 
versus Laproscopic )Untilnow, the approaches to repairing LIH described in the literature 
have been varied, using a simple suture of the defect, with or without muscle plasty or 
plication of the normal fascia, or by a laparoscopicapproachwithdifferentrepairprocedures 
(8).  
Multiple repair techniques have been proposed. Reconstruction usuallyinvolves extensive 
dissection from the 12th rib to the iliaccrest, followed by local flapmobilization, plication of 
normal fascia, or mesh placement. Others have advocated extensive retroperitoneal 
dissection withextraperitoneal placement of a large polypropylenesheet (8-9). 
No procedure has been proven to have a clearadvantage over the others, in light of the 
relative scarcity of these cases (9). 
Our technique uses the samewelldescribedmethods for 
laparoscopiclumbarincisionalherniarepairusing the dual mesh. However, due to the extent of 
the defect and the large volume of the enlarged right liver, which can impede the procedure, 
we chose the openapproach and this gave good results. An Open 
sugicalprocedureisrecommended for (large hernialdefectsthat have liverherniation). 
 
 
CONCLUSION :  
Lumbarincisionalhernias are rare and stilldifficult to manage.Radiological Investigation like a 
CT Scan Abdomen aids in anatomicaldelination and surgical 
planning)Computedtomographyis the diagnostic method of choice and isrecommended for 
anyflankswelling on a history of lumbotomy, in order to differentiate a herniafrom muscle 
atrophywithout a fascial defect. The Choice of Surgical technique willbedictated by the 
Institution and surgeon experience, availability of laproscopicfacility or not. Surgical 
management modalities are stillpoorlycodified, with no preciserecommendations, and 
thisisprobably due to the relative rarity of the cases 
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