
International Journal of 

       Case Report
Inguinal Bladder Hernia

Chadli A, Safwate R*, Daghdagh Y, Dakir M, Debbagh A and Aboutaeib R                    
Department of Urology, IBN Rochd University Hospital Center, Morocco

*Corresponding author: Safwate Reda, Department of Urology, IBN Rochd University Hospital Center, Morocco

Copyright © All rights are reserved by Chadli A, Safwate R*, Daghdagh Y, Dakir M, Debbagh A and Aboutaeib R

Clinical Studies & Medical  Case ReportsISSN 2692-5877

1

DOI: 10.46998/IJCMCR.2023.23.000572

DOI: 10.46998/IJCMCR.2023.23.000572

Introduction
Inguinal hernia is a frequent pathology in surgery, it corre-
sponds to the passage of abdominal or pelvic contents through 
the inguinal orifice. We speak of inguinal bladder hernia (IBH) 
when the contents concern the bladder, it is an uncommon en-
tity and occurs most often in subjects over 50 years old. It is en-
countered in 1 to 4% of inguinal hernias, however its frequency 
increases to 10% after the age of 50 [1]. We report the case of a 
40-year-old obese patient diagnosed with IBH preoperatively.

Report Box
This is a 40-year-old patient, without comorbidities, never 
operated, who presented with a left inguinal swelling 1 year 
before his admission to the urology department. The patient 
reported a progressive increase of a left inguinal tumefaction, 
which disappeared in dorsal decubitus, reproducible with the 
cough effort, reducible, with a sensation of incomplete bladder 
emptying made in 2 steps, the second step corresponds to a 
urination after compressing the hernial content. However, the 
patient did not report any lower urinary tract disorders preced-
ing the appearance of the hernia, nor any factors increasing 
abdominal pressure, in particular no cough or chronic consti-
pation. The clinical examination found a patient with normal 
vital signs, obese with a BMI of 37.8 kg/m², a left inguinoscro-
tal hernia and testicles of normal size and consistency with no 
nodule on palpation.
A radiological investigation was performed, the ultrasound re-

vealed a left hernia with fluid content without evidence of a 
communication with the bladder which was in contact with the 
deep inguinal orifice. A retrograde urethrocystography showed 
a bladder of normal capacity with passage of a left bladder por-
tion into the scrotum during micturition without evidence of a 
diverticulum (Figure 1).  A uroscanner confirmed the diagno-
sis of HIV with the presence of a left inguinal parietal defect 
whose neck measures 30 mm in diameter with the passage of 
fat content and the anterosuperior part of the bladder through 
it (Figure 2).
After checking that there was no obstructive cause, the patient 
underwent an open hernia repair, which consisted of a blad-
der reduction with repair of the parietal defect after placing a 
bladder catheter at the beginning of the procedure. The post-
operative course was simple and the patient was referred to a 
nutritionist for managing his obesity.

Discussion
IBH is a rare entity, it is encountered in 1 to 4% of inguino-
scrotal hernias. It is the result of the association of an increase 
in abdominal pressure with muscular weakness caused most 
often by obesity, which is the case in our patient. Several fac-
tors are involved in the pathophysiological processes of blad-
der hernias, such as subbladder obstruction caused by benign 
prostatic hyperplasia, bladder neck strictures and urethral stric-
tures. After the age of 50, bladder tone decreases and the pelvic 
musculature weakens which increases its mobility. There may 

Figure 1: Retrograde cystography revealing a bladder of small capacity with an extension at the level of 
the left hernial orifice with scrotal opacification in post miction.
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also be changes in the structure of the bladder due to increased 
bladder pressure, previous surgery, or local trauma [2].
IBH is classified according to the relationship of the bladder 
to the peritoneum. In the intraperitoneal type, the bladder is 
entirely contained within the peritoneal sac. In paraperitoneal 
type, the herniated bladder is covered by a peritoneal sac on 
one side only and is not contained within it. The third type 
is the extraperitoneal type, in which the peritoneum does not 
cover the bladder. The most common type is the paraperitoneal 
type, and the less common is the extraperitoneal type [3,4].
Clinically, IBH can be asymptomatic and be discovered intra-
operatively, it can involve a bladder horn, a diverticulum or 
even the whole bladder. It is responsible for a symptomatology 
ranging from a simple irritative syndrome to acute obstructive 
renal failure. Depending on the size and content of the hernia, 
IBH can manifest itself as low urinary tract disorders such as 
dysuria, nocturia, and hematuria, which may or may not be as-
sociated with supra-pubic abdominal pain. The most specific 
sign is the Mery sign which includes a two-stage miction, the 
first step is spontaneous, the second step is done after compres-
sion of the herniated bladder. Other signs related to subbladder 
obstruction or urinary tract infection may be associated. When 
the diagnosis is not made preoperatively or when the hernia 
sac is opened during the procedure, the patient may present 
in the postoperative period hematuria, a parietal infection or 
a vesico-cutaneous fistula, extending the length of the opera-
tive stay and requiring a bladder catheterization which may be 
complicated by iatrogenic stenosis of the urethra [5-8].

Imaging modalities include ultrasound, intravenous urography, 
uroscanner, and sometimes MRI [1]. Ultrasound diagnosis is 
based on the finding of an intrascrotal fluid image that can be 
followed cranially to see its junction with the intra-abdominal 
portion of the bladder, as well as visualizing an anechogenic 
lesion that extends from the bladder into the inguinal canal or 
scrotum. Emptying of the scrotal cystocele after voiding is sug-
gestive of the diagnosis [9].  Intravenous urography may show 
a rounded protrusion of the bladder wall directed downward. 
Reardon and Lowman described a triad for the diagnosis of 
IBH, involving lateral displacement of the distal third of the 
ureter, an asymmetric small bladder, and incomplete visualiza-

tion of the bladder [10].  Nevertheless, retrograde cystography 
is the optimal examination to perform because it is easy to per-
form, does not expose the patient to potential danger and has 
good diagnostic reliability [2]. CT scan can reveal the sign of 
a herniated bladder with orientation of the bladder to the side 
of the hernia.
Like all hernias, IBH can strangle and be responsible for in-
farction and ischemia of the bladder wall. The most frequent 
complications are urinary tract infection and urinary lithiasis. 
Unilateral or bilateral ureterohydronephrosis with renal insuf-
ficiency, development of diverticula and the occurrence of intra 
hernial bladder tumor are possible but not common [6-8].
 The standard treatment is surgical repair with reduction of the 
herniated bladder followed by herniorrhaphy. It is important to 
be aware of this diagnosis, because apart from situations that 
suggest HIV, herniorrhaphy can lead to iatrogenic bladder in-
jury [5].  Bladder resection should only be performed in a few 
specific cases; in case of necrosis of the bladder wall, a large 
herniated diverticulum, a tight hernial neck, a bladder perfora-
tion that is difficult to repair or a tumor in the herniated bladder. 
Preservation of bladder capacity should be considered during 
bladder wall resection [6,11]. Although laparoscopic repair has 
advantages such as less postoperative pain and early recovery, 
serious complications such as vascular or organ damage are 
more common than with open surgery [12].  A measure that 
may seem simple and harmless and would avoid intraoperative 
injury is bladder catheterization to obtain a decrease in scrotal 
size [6]. Treatment of the obstructive cause should be consid-
ered before or at the same time as treatment of the hernia, be-
cause persistent dysuria carries the risk of recurrence [8]. 

Conclusion
IBH is an uncommon condition with an increasing prevalence 
over the age of 50. The risk factors are weakness of the muscle 
wall and increased abdominal pressure. The most suggestive 
clinical sign is Mery sign which corresponds to spontaneous 
voiding completed by compression of the hernial contents. The 
most optimal examination to perform is retrograde cystogra-
phy. The treatment is essentially surgical and corresponds to a 
reduction of the herniated bladder with a repair of the abdomi-
nal wall.

Figure 2: Late-stage CT scan showing part of the bladder entering the left inguinal opening.

https://dx.doi.org/10.46998/IJCMCR.2023.23.000572


 ijclinmedcasereports.com                                                                                                                                           Volume 23- Issue 5

3

References
1. Moschini, Marco, et Agostino Mattei. « Diagnosis and 

Management of Spermatic Cord Tumors ». Current Opin-
ion in Urology 27, no 2017; 1: 7679.

2. Montgomery E, et R Buras. « Incidental Liposarcomas 
Identified during Hernia Repair Operations ». Journal of 
Surgical Oncology 71, no, 1999; 1: 5053.

3. Vukmirovic Filip, Nihad Zejnilovic, et Jovan Ivovic. « 
Liposarcoma of the Paratesticular Tissue and Spermatic 
Cord: A Case Report ». Vojnosanitetski Pregled 70, no, 
2013; 7: 69396.

4. Frates MC, Benson CB, DiSalvo DN, Brown DL, Laing 
FC, et PM Doubilet. « Solid Extratesticular Masses Evalu-
ated with Sonography: Pathologic Correlation ». Radiol-
ogy 204, no, 1997; 1: 4346.

5. Patel R, Chana P, Armstrong J, et R Lawrence. « Leiomyo-
sarcoma of the Inguinal Canal ». The Annals of The Royal 
College of Surgeons of England 96, no, 2014; 6: e89.

6. Vagnoni Valerio, Eugenio Brunocilla, Riccardo Schiavina, 
Marco Borghesi, Giovanni Passaretti, Giorgio Gentile, et 
al. « Inguinal Canal Tumors of Adulthood ». ANTICAN-
CER RESEARCH, 2013; 8.


