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Presentation of a Rare Case: Acute Kidney Failure Developed Following Complete
Urinary Bladder Herniation and Management of Postoperative Voiding Dysfunction
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Abstract

Inguinal bladder herniation is seen in 1% -4% of all inguinal hernia cases; most of them are asymptomatic and come up with swelling in the groin. In
symptomatic cases, nonspecific findings such as lower urinary tract symptoms or pain due to strangulation of the hernia sac are seen. Two-stage mic-
turition (manual pressure to the scrotum to empty residual urine) is a pathognomonic sign for the advanced case. Vesicoureteral reflux (VUR), bilateral
hydronephrosis, urinary tract infection, acute kidney failure and bladder wall necrosis are complications that may be seen if the problem is not appropri-
ately managed. Preoperative diagnosis rates are low (<7%) and 16% of the cases are diagnosed in the postoperative period, and most cases are detected
intraoperatively. Radiologic examination performed for other indications such as non-contrast abdominal computed tomography (CT) may diagnose the
bladder herniation. CT, cystography and ultrasonography are the techniques that can be used in the diagnosis and differential diagnosis. Intraoperatively,
reduction of the herniated bladder with herniorrhaphy is a routine procedure. Partial cystectomy has to be made in case of bladder wall necrosis, presence
of a tumor in the herniated bladder and narrow bladder neck which don’t allow reduction.

In this case report, our aim is to explain the management of left inguinoscrotal complete bladder herniation and postoperative voiding problem.
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Kasik mesane herniasyonu tiim kasik fitig1 vakalarmimn% 1-% 4’tinde goriilir. Cogu semptomatik degildir ve kasikta sislik ile ortaya ¢ikar. Semptomlari
olanlarda; alt iiriner sistem semptomlari veya fitik kesesinin bogulmasina bagh agri gibi spesifik olmayan bulgular gériiliir. ileri evre herniasyonlarda
iki fazli iseme (artik idrar1 bosaltmak igin herniye bdlgeye el ile bastirrma) bulgusu patognomonik bir isarettir. Vezikotireteral reflii (VUR), bilateral
hidronefroz, idrar yolu infeksiyonu, akut bobrek yetmezligi ve herniye mesane duvari nekrozu, vaka uygun sekilde yonetilmezse goriilebilecek komp-
likasyonlardir. Operasyon dncesi tan1 oranlari (<%7) diisiiktiir ve vakalarin %16’s1 postoperatif donemde tani almakta, cogu vaka ise intraoperatif tespit
edilmektedir. Kontrastli olmayan abdominal bilgisayarli tomografi (BT) gibi baska nedenlerle yapilan radyolojik incelemelerde mesane herniasyonunu
teshis edebilir. Tan1 ve ayirici tanida bilgisayarli tomografi, sistografi ve ultrasonografi kullanilabilecek tekniklerdir. Operasyon sirasindan herniye me-
sanenin rediiksiyonu ve defektin onarimi yeterli olup, herniye mesanenin nekrozu, i¢inde tiimor varligi veya rediiksiyona izin vermeyen dar mesane
boyun durumlarinda parsiyel sistektomi yapilmalidir.

Bu olgu sunumunda amacimiz sol inguinoskrotal tam mesane herniasyonunun ve postoperatif dsnemde gelisen iseme sorununun yonetimini agiklamaktir.

Anahtar kelimeler: mesane, herniasyon, bobrek, bobrek yetmezligi
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Introduction

Inguinal bladder hernia was described first in 1951 by
Levine [1, 2]. Although bladder herniation is seen in 1%-4% of
cases with inguinal herniation, massive herniation of the bladder
is very rare. Incidence of bladder herniation increases in obese
people, males, and individuals aged >50 years [3, 4].

Most of the patients with bladder hernias are asymptomatic
and diagnosed during inguinal hernia repair [5]. Less than 7% of
patients are diagnosed preoperatively, and 16% of them postop-
eratively because of complications [6].

There are nonspecific urologic symptoms because of urinary
retention , such as urgency, frequency, nocturia. Urinary tract in-
fection, bilateral hydronephrosis, renal failure and bladder infarc-
tion may be seen if it isn’t diagnosed timely and properly [7].

We present the case of a male patient who came to the emer-
gency department with the complaint of scrotal swelling that
had been present for one week. He had left inguinoscrotal her-
nia and the entire bladder of the patient was herniated into the
inguinal canal, and also acute kidney failure developed.

Case Presentation

Fifty-six years old man who had scrotal swelling for seven
days came to the emergency department. From his medical his-
tory we have learned that he had diabetes mellitus, hypertension
and benign prostatic hyperplasia (BPH) and used an oral antidi-
abetic drug, calcium channel blocker for hypertension and al-
pha-blocker for BPH. Despite medical therapy used for BPH, he
suffered from lower urinary tract symptoms. During his physical
examination, bilateral pretibial grade 2 edema was found, and his
biochemical analysis revealed higher urea and creatinine levels.
His anamnesis revealed two stage micturition (manual pressure
to the scrotum to empty residual urine). Nonenhanced comput-
ed tomography (CT) was taken by emergency department physi-
cians before the urologic examination to explain postrenal etiol-
ogy in acute kidney failure. CT scan revealed grade 2-3 bilateral
hydronephrosis. Diameters of both ureters increased. A catheter
balloon was observed in the bladder. The bladder was herniated
into the left inguinal canal, and the ureters opened to the bladder
at the level of the inguinal canal. Before the planned operation,
cystography was taken (Figure 1).

Figure 1. Preoperative cystogram

Intraoperative findings demonstrated a giant direct left in-
guinoscrotal hernia with total herniation of the bladder into
the scrotum. The bladder was reduced into the abdominal cav-
ity without complication followed by herniorrhaphy. A closed
suction drain was placed in the scrotum, and removed on the
postoperative second day. Antibiotic treatment was started due
to fever on the third postoperative day. After ten days of intra-
venous antibiotic treatment which recommended by infectious
disease department, the patient was discharged with a urethral
catheter and normal renal function values. The urethral catheter
was removed after the control cystogram obtained one week
after discharge (Figure 2). Cystogram revealed that the blad-
der was in its anatomical position. Unfortunately, urodynamics
was planned because the patient was unable to urinate after the
catheter was removed. In urodynamics, detrusor pressures did
not increase despite 500 cc of isotonic fluid instilled during uro-
dynamic examination, and the patient could not urinate (Figure
3). Clean intermittent self-catheterization four times a day and
maintenance of daily use of an alpha-blocker was recommend-
ed. At the control visit planned three months later, it was de-
termined that the need for clean intermittent catheterization de-
creased to 2 times a day, and he started to urinate spontaneously.

Discussion

Herniation of the bladder accounts for approximately 1%
-4% of inguinal hernias. After the Sth decade, the incidence of
bladder herniation reaches up to 10% [2]. The inguinal hernia-
tion is often seen in males and into the right inguinal canal [2,
7-9]. The conditions that are thought to play role in the patho-
physiology of bladder herniation as a risk factors in studies per-
formed to date are as follows: a) aging, b) obesity, ¢) bladder
outlet obstruction, d) decreased bladder tone and weakness in
the pelvic muscles [3, 4, 10]. In our case, the patient was over
50 years old, obese and using alpha-blockers due to benign pros-
tatic hyperplasia.

Patients with inguinal bladder herniation are generally as-
ymptomatic, and the majority of patients present with com-
plaints of swelling in the groin [5, 6]. In the anamnesis, usually
accompanying lower urinary tract symptoms are detected. Addi-

Figure 2. Control cystogram (postoperative 20th day)
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Figure 3. Urodynamic study (postoperative 22nd day)

tionally, pain due to strangulation of hernia, diminish in scrotal
size after voiding and two-stage urination are seen in advanced
stages [7, 11]. In our case, the patient applied with the complaint
of scrotal swelling that had been present for one week. In the
questioning, it was seen that the patient used alpha-blocker due
to lower urinary tract symptoms secondary to benign prostatic
hyperplasia.

Complications of inguinal bladder herniation include
bilateral hydronephrosis with or without acute renal failure,
vesicoureteral reflux, sepsis, cystolithiasis, strangulation and
bladder wall necrosis [2, 6, 7, 12, 13]. In our case, there was acute
renal failure developed together with bilateral hydronephrosis
and, luckily, there was no ischemic appearance in the bladder
wall.

Herniation of the bladder into the inguinal canal is usually
detected during surgical repair of hernia [3, 14]. Less than 7%
of the cases are diagnosed preoperatively, and 16% of them in
the postoperative period due to postoperative complications [6].
Risk of bladder injury due to intraoperatively detected ingui-
nal bladder herniation was reported in 12% of the cases [3, 6,
15, 16]. In our case, luckily, non-contrast CT was performed by
emergency physicians to clarify acute renal failure detected in
laboratory tests. In this way, preoperative diagnosis was made,
and possible complications and surprises were avoided. CT, cys-
togram, IVU and USG are among the radiological methods that
can be used for diagnosis [2, 3]. CT and cystogram were also
used in our case.

After the reduction of the bladder to its anatomical location
during the procedure, the repair of the defect with mesh is the
routine treatment to prevent recurrence of inguinal herniation
[6, 7, 14]. We didn’t use mesh to repair the existing defect after
the reduction of the bladder because of the deficiency of our
equipment. Routine resection of the herniated bladder which is
an older practice is only applied in cases such as bladder wall
necrosis, the presence of tumor in the herniated tissue and a tight
hernial neck [2, 5, 6, 12, 17]. We didn’t make any resection.

In conclusion, inguinal herniation is not a simple entity. Her-
niation of the bladder into the inguinal canal should come to
mind in the presence of risk factors. Before the hernia repair op-
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eration, at least a simple radiological examination should be re-
quested to prevent undesirable results. It should be kept in mind
that there may be voiding difficulties after the procedure and
the patient should be monitored with conservative interventions.
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