
Preperitoneal Repair of Rare Flank Hernia 

Abstract  
Traumatic abdominal wall hernias are an uncommon type of hernia, with one regional trauma center reporting 34 
patients over a four year period (1).  We present a 46-year-old female with a  flank hernia following a traumatic 
rupture of her abdominal wall resulting in avulsion of her abdominal wall musculature from her iliac crest. Flank 
hernias, such as our patient had, represent challenge to repair due to proximity of neurovascular structures as 
they course through the retroperitoneum and pelvis. Additional difficulty is encountered when trying to establish 
mesh overlap with the hernia defect.  
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Discussion 
Traumatic flank hernias typically occur with rapid increase in intraabdominal pressure and lateral 
shearing forces, as is seen in motor vehicle accidents (4). Repair of hernia in this location is 
complicated by multiple factors. Abdominal wall musculature avulsion from the iliac crest results in 
difficulty to create mesh-defect overlap required for successful hernia repair. Mesh overlap during 
hernia repair has been well established for successful hernia repair. Mesh does not incorporate well 
into bone, creating area for hernia recurrence at inferior border. To overcome this we performed 
mesh anchoring to the iliac crest, which has been demonstrated to improve hernia repair outcomes 
(3, 5). Additionally, repair is complicated by the location of neurovascular anatomy of this location. 
Both laparoscopic (2) and open (4) repairs have been described.  

 
 
 

Case Report 
We present a repair of a 46-year-old otherwise healthy female with a rare flank hernia following  traumatic rupture of 
the abdominal wall secondary to motor vehicle accident. Patient MVA occurred at approximately 55 mph. 
Due to the force of the impact patient experienced traumatic rupture of her abdominal wall. During her 
initial hospitalization she underwent exploratory laparotomy with primary repair of small jejunal injury, 
resection of 45cm of devitalized jejunum with primary jejunal-jejunal anastomosis and resection of 5cm 
of devitalized sigmoid colon with primary colonic-colonic anastomosis. The patient subsequently 
developed a flank hematoma in the area of her hernia, which was drained by interventional radiology 
during initial hospitalization.  

 

Patient was returned to the operating room several months after initial hospitalization for repair of 8 x 5 
cm left flank hernia. Incision was made directly over the hernia. At time of operation left flank fibrotic 
capsule, in the location of pervious hematoma between the internal and external oblique muscles, was 
excised. The patient underwent pre-peritoneal left flank hernia repair with Proceed polypropylene mesh 
underlay and Mitek anchor implant into the iliac crest. Mesh was secured through the anterior abdominal 
wall musculature with prolene suture in two anterior, one posterior and one cranial location. Two Mitek 
anchors were used to secure the mesh in two locations on the iliac crest in predrilled holes. The internal 
and external oblique muscles were closed primarily. Drains were placed in the subfascial and 
subcutaneous spaces.  

Patient recovered from surgery well, with an uneventful post operative course. Drains were removed in 
the outpatient setting. 

Introduction 
Traumatic abdominal wall hernias are an uncommon type of hernia, typically caused by high velocity impact 
(1). Our patient experienced avulsion of her abdominal wall musculature from her iliac crest following MVA. 
There are less than 300 described cases of lumbar hernia repair in the literature (2). Mesh overlap was limited in 
our patient due to proximity of her fascial defect to her iliac crest. Surgical repair technique was similar to that 
described by Phillips et al. (3). Open hernia repair was performed with mesh placement in the preperitoneal 
space and securement to the anterior abdominal wall and the iliac crest. Fascial defects were then closed 
primarily over the mesh.  

A. Coronal and B. axial view of CT scan 
demonstrating left flank hernia at time of 
injury.  
C. Coronal and D. axial view of CT scan 
demonstrating left flank hernia just prior to 
repair.  
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