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Abstract 

Introduction Lumbar hernias are rare, with only 200–300 published cases listed in the literature. Two areas are 
described to have weakness points: the inferior lumbar triangle (Jean-Louis Petit triangle) and the superior lumbar 
triangle (Grynfeltt–Lesshaft triangle). Clinical diagnosis is confirmed by computed tomography and possibly by ultra-
sound or radiography. The surgeon must refine the clinical detection of this condition, as most patients do not have 
sufficient means to have a computed tomography scan performed, which remains the gold standard for diagnosis. 
Despite the different techniques recommended, the open route remains the most affordable in our environment.

Case presentation This case presents an 84-year-old black congolese patient consulted for bilateral swellings of the 
lumbar regions. The patient was married and in the farming profession for several years. The patient had no notion 
of trauma or fever and no notion of vomiting or stopping of materials and gases. The lumbar region presented with 
swellings that were ovoid, soft, painless, impulsive and expansive on coughing or hyperpressure, and non-pulsatile, 
measuring 9 × 7 cm in diameter (right) and 6 × 5 cm in diameter (left). Ultrasound performed of the upper cos-
tolumbal region revealed two lipomatous masses facing Grynfeltt’s quadrilateral with a 1.5 cm hole on either side. The 
diagnosis of bilateral Grynfeltt hernia was made, and herniorrhaphy was indicated.

Conclusion Grynfeltt–Lesshaft hernia is a rare surgical condition caused by congenital or acquired etiology. A lower 
back pain or a pain point localized on the hernia in addition to a lumbar mass that reduces when lying down suggests 
the diagnosis of lumbar hernia.
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Introduction
Lumbar hernias are rare surgical conditions; only 200–
300 published cases are listed in literature [1]. The supe-
rior limit of the lumbar region is the twelfth rib, whereas 
the inferior limit is the iliac crest, the medial limit is 

the erector spinae muscles, and the external limit is the 
external oblique muscle. Two areas are described to have 
weakness points: the inferior lumbar triangle (Jean-Louis 
Petit triangle) and the superior lumbar triangle (Gryn-
feltt–Lesshaft triangle). Grynfeltt–Lesshaft triangle is an 
inverted triangle with boundaries formed superiorly by 
the twelfth thoracic rib, medially by the erector spinae 
muscle group, and laterally by the internal oblique mus-
cle. The floor of this triangle is formed by aponeurosis of 
the transversalis muscle, and the roof is formed by the 
latissimus dorsi muscle [2]. The Grynfeltt triangle has 
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three described areas of weakness: immediately below 
the rib where the transversalis fascia is not covered by the 
external oblique muscle, in the area of fascial penetration 
of the twelfth dorsal intercostal neurovascular pedicle, 
and between the inferior edge of the rib and the ligament 
of Henle [2–4]. Grynfeltt reported a case of hernia at 
the level of the upper lumbar triangle and distinguished 
it from the lower triangle in 1850 [5]. We report a case 
of bilateral lumbar hernia of Grynfeltt at the University 
Clinics of Graben.

Case presentation
This case presents an 84-year-old black congolese patient 
consulted for bilateral painful swellings of the lumbar 
regions, who was married and in the farming profession 
for several years. There was no notion of vomiting or 
stopping of materials and gases, trauma, and fever.

Clinical findings
On physical examination, the patient expressed discom-
fort through means of facial expression and presented 
with grade 3 malnutrition [calculated body mass index 
(BMI) 14.2  kg/m2]. He had a surgical history of right 
inguinoscrotal hernia repair 3 years ago.

The right lumbar region presented with swelling that 
was ovoid, soft, painless, impulsive and expansive on 
coughing or hyperpressure, and non-pulsatile, measuring 
9 × 7 cm in diameter.

The left lumbar region presented with swelling that 
was ovoid, soft, painless, impulsive and expansive on 
coughing or hyperpressure, and non-pulsatile, measuring 
6 × 5 cm in diameter.

Timeline
The patient had noticed a mass in the Grynfeltt area for 
3  years without any notion of pain nor vomiting in the 
beginning, and was first followed up in a health center 
where he had received medical treatment without 
success.

A few months later, he consulted a traditional practi-
tioner for the same symptomatology where he benefited 
from scarification without amendment, which motivated 
his consultation in our hospital for better care.

Diagnostic assessment
Ultrasound performed of the upper costolumbal region 
revealed two lipomatous masses facing Grynfeltt’s quad-
rilateral with a 1.5 cm hole on either side. Due to a lack 
of means, computed tomography (CT) scan had not been 
carried out. On the basis of the clinical examination and 
ultrasound, the diagnosis of bilateral Grynfeltt hernia 
was made. Bilateral herniorrhaphy was indicated (Fig. 1).

Therapeutic intervention
The patient was placed in prone position under general 
anesthesia. After two lumbar mucosal skin incisions 
and subcutaneous cell tissue dissection, we observed 
two large bilateral hernial sacs and muscle structure 
weakness (Figs. 2, 3).

The sacs were ligated with Vicryl 2/0 and severed at 
their base. Both orifices were closed at surgery with 
resorbable Vicryl 1 suture (Fig. 4).

Follow‑up and outcomes
The patient was discharged on postoperative day 4 and 
the postoperative follow-up was unremarkable.

Fig. 1 Bilateral Grynfeltt hernia

Fig. 2 Intraoperative view demonstrating hernial sac with fatty 
content on the right side
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Discussion
The diagnosis of an upper lumbar hernia is difficult 
because it is often confused with a lipoma or a cold 
abscess. This diagnostic difficulty is due to its rarity. 
Lumbar hernias are relatively rare [6]. The upper lumbar 
triangle is the weakest point of the posterior wall of the 
abdomen [7]. Old age and weight loss can be contribut-
ing factors [8]. Patients are usually asymptomatic. They 
may sometimes complain of back pain and a feeling of 
swelling. These swellings are initially small and gradually 
increase in size [9]. Congenital forms are rare (20%) while 
acquired lower lumbar hernias are largely secondary [10]. 
Several risk factors have been described for spontaneous 
hernias, including age, obesity, extreme thinness, intense 
wasting, chronic debilitating disease, muscular atro-
phy, chronic bronchitis, infected wound, and postopera-
tive sepsis [11]. The age of patients is generally between 
50 and 70 years [2]. Profession and thinness were found 

in our case. The mechanism evoked would be that the 
reduction in fat favors the rupture of the vasculonerv-
ous orifices that cross the dorsolumbar fascia. Situations 
increasing intraabdominal pressure would act as factors 
that trigger the appearance of these hernias [11].

Several classifications have been proposed, including 
that of Alfredo Moreno-Egea, which takes into account 
six elements (location, size, content, muscular atro-
phy, etiology, and recurrence) and proposes therapeutic 
options for each of the four types retained [12]. Clinical 
diagnosis of lumbar hernia requires high clinical suspi-
cion. This depends on the size and content, which may be 
retroperitoneal fat, kidney, or colon and more rarely, the 
small intestine, omentum, spleen, ovary, or appendix [2].

When the patient consulted a local medical center 1   
year ago for swelling in the lumbar region, a diagnosis 
of lipoma was made. This is in accordance with the lit-
erature, which supports the clinical similarity between 
lipoma and lumbar hernia and additionally draws the 
attention of the clinician to the differential diagnosis of 
lumbar tumefactions. This diagnosis, apart from her-
nia, can include lipoma, abscess, hematoma, or tumor 
of the soft tissues [13]. When the content is intestinal, 
its noise characteristic is audible on auscultation with a 
stethoscope. In addition, if there is strangulation, nausea, 
vomiting, cessation of matter and gas, and abdominal 
distension can be added to the symptomatology, whereas 
on physical examination, the swelling becomes irreduc-
ible [14].

Surgery aims to correct the defect and reconstruct an 
abdominal wall that is sufficiently elastic but resistant 
to daily physical stress. In the case of intestinal content, 
the risk of strangulation should always be indicated [15]. 
Surgical hernia repair is the ideal choice. The classic tech-
nique is as good as the laparoscopic technique, although 
the latter will have better results. There is not really a 
consensus on the best method of repairing a lumbar 
hernia due to its low intestinal incidence [16]. Synthetic 
mailplasty is the most commonly used among open 
repairs, combined with muscle and intestinal flaps [17].

Many operative techniques have been described, but 
there is no recommendation for any of these techniques 
or approaches. Open surgical technique has proved effec-
tive 1 year after surgery. Younger patients have increased 
levels of gut tissue formation [17]; but younger patients 
are more active, which may affect the recurrence of lum-
bar hernia or postoperative complications. The patient 
operated on followed a strict schedule in the postop-
erative phase that did not involve the practice of intense 
exercises during recovery; this fact helped reduce the 
likelihood of recurrence.

Fig. 3 Intraoperative view demonstrating hernial sac with fatty 
contents on the left side

Fig. 4 Intraoperative view. Repair of the defect with Vicryl 1
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Conclusion
Grynfeltt–Lesshaft hernia is a rare surgical condition 
caused by congenital or acquired etiology. Lower back 
pain or a pain point localized on the hernia in addition 
to a lumbar mass that reduces when lying down suggests 
the diagnosis of lumbar hernia. In our low-resource set-
tings, the surgeon must refine the clinical detection of 
this condition, as most patients do not have sufficient 
means to have a CT scan performed, which remains the 
gold standard for diagnosis. Despite the different tech-
niques recommended, the open route remains the most 
affordable in our environment.
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