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Herniation Two Cases Report
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Abstract

Inguinal bladder hernias occur in 1% - 4% of cases of inguinal her-
nias and are difficult to diagnosis preoperatively. In this report, ra-
diological findings of two cases with inguinal bladder hernia were 
presented and the importance of the imaging modalities in preop-
erative diagnosis was emphasized.
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Introduction

Despite the high incidence of inguinal hernias, bladder in-
volvement occurs in 1% - 4% of cases. Bladder hernia is 
often presenting in obese men aged 50 to 70. The diagno-
sis of bladder involvement is often difficult and are usually 
found incidentally during radiographic evaluation or at the 
time of herniorrhaphy. Most bladder hernias are direct and 
most cases occur on the right side [1, 2]. Most cases are as-
ymptomatic. Hematuria, flank pain and to the development 
of obstructive uropathy can be caused by the content of in-
guinal hernias [3]. Herein, we presented two different cases 
with inguinal bladder hernia.

 
Case Report

Case 1

A 67-year-old man was consulted to our radiology clinic 

complaining of recurrent episodes of microscopic hematuria 
and left-sided flank pain. He had no history of trauma, medi-
cation usage or significant family disorder. His additional 
comorbidities included hypertension, hyperlipidemia and 
benign prostate hyperplasia. There were no remarkable find-
ings on abdominal palpation. Intravenous and oral contrast 
enhanced abdominal computed tomography (spiral mul-
tislice thin section scan) showed herniation through his left 
inguinal canal. Computed tomography (CT) revealed that a 
left inguinal hernia with fluid density lesion continuous with 
right lateral bladder wall. No bowel was contained in the her-
nia (Fig. 1, 2).

Case 2

65-year-old male patient was referred for control CT to our 
clinic. He also had a history of renal cell carcinoma treated 
successfully with left nefrectomy two years ago. The patient 
had no urinary symptoms or previous episodes of urinary re-
tention. Renal functionaal tests and age-specific serum pros-
tate-specific antigen level were normal. CT revealed a left 
inguinal hernia. Herniation of the bladder was better demon-
strated on sagittal and coronal reformatted images (Fig. 3).

Discussion
  
The possible etiopathogenic factors for bladder hernias; 
chronically distended bladder, bladder outlet obstruction, 
decreased bladder tone, obesity, and weakness of the pelvic 
wall [4, 5]. Our two cases had problem of bladder outlet ob-
struction but were not obese. Inguinal bladder hernias are 
usually asymptomatic. Asymptomatic inguinal bladder her-
nias are frequently diagnosed incidentally. However, several 
complications have been reported with inguinal hernias as 
urinary tract infections, obstructive uropathy and bladder in-
farctions requiring subtotal cystectomy [6-8]. In our cases, 
the bladder hernia was diagnosed perioperatively, and they 
had no specific symptoms that prompted consideration of 
bladder hernia.

In cases of large inguinal bladder hernias, typically, pa-
tients present with scrotal or inguinal swelling and occasion-
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Figure 1. Axial CT scan demonstrated the left upper part of the bladder herniated into the inguinal canal. Inguinal 
canal had not any bowel segment (arrows).

Figure 2. Sagittal reconstructed images demonstrated the 
herniation of the bladder into the inguinal canal (arrow).

Figure 3. Sagittal and coronal reconstructed images better 
demonstrates the herniation of the bladder into the inguinal 
canal (arrows).
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ally the classic complaint of double voiding. Manual com-
pression of the hernia after voiding is reported to be a more 
spesific finding [9, 10]. Although, the importance of preop-
erative diagnosis of bladder hernias has been emphasized in 
order to reduce risk of bladder injury during hernia repair, 
less than 7% of bladder hernias are diagnosed before surgery. 
The risk of bladder injury during herniorrhaphy has been re-
ported as 12% [11]. Radiologic diagnosis can be established 
by cystography, intravenous pyelography (IVP), CT scan, 
or ultrasonography. However, CT is the most important di-
agnostic modality, as it can identify the content of hernia 
(bowel/omentum) and rule out associated complications 
like strangulation and hydronephrosis [5, 10, 12]. Especially 
in patients with large lesions, angulation of the base of the 
bladder anteriorly and inferiorly is the CT sign of a bladder 
herniation and it is possible to follow the bladder down into 
the inguinal or femoral canal as in our case. Reconstructions 
along sagittal or coronal planes can be useful [13].

MRI can identify bladder hernias; such lesions can be 
detected during studies of the abdomen and pelvis performed 
for another cause, or MRI can be used to clarify the findings 
seen on urography or sonography. However, the findings 
observed in axial, sagittal or coronal images planes parallel 
those seen on CT [14]. In the first case, the diagnosis of blad-
der hernia was missed preoperatively even though CT scan 
and reconstructions was used.

The standard treatment for inguinal bladder hernias is 
either reduction or resection of the herniated part bladder fol-
lowed by surgical repair (herniorrhaphy) [1].

As a result, our cases illustrate a rare presentation of 
inguinal hernia, it is often diagnosed intraoperatively dur-
ing herniorrhaphy or is identified after intraoperative injury. 
Accurate diagnosis can be readily established radiologically, 
can identify the anatomical deformity and any potential com-
plications, such as bladder or bowel infarction.
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