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CASE REPORT

A giant inguinoscrotal hernia containing urinary bladder
repaired with use of robotic-assisted laparoscopy: a case
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containing inguinoscrotal hernia.

The aim of this report is to underline proper differential diagnosis of scrotal enlargement and
to highlight feasibility of minimally invasive robotic-assisted treatment of giant urinary bladder

A 48-year-old patient was referred to the outpatient urology clinic with diagnosis of hydrocele. During

the diagnostic procedures, it was confirmed that the scrotal enlargement is a giant inguinal hernia con-
taining most of the urinary bladder. Robotic-assisted laparoscopic transabdominal preperitoneal hernia
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outcomes.

repair (TAPP) has been performed. The patient remains asymptomatic after 18 months of observation.
Minimally invasive repair should always be considered due to better perioperative and postoperative
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o differential diagnosis of sliding hernia

CASE PRESENTATION

A 48-year-old Caucasian male with no comorbidities
was referred to the urology outpatient clinic with the
initial diagnosis of right-sided giant hydrocele con-
firmed by scrotal ultrasonography revealing an an-
echoic space of about 300 ml in volume surrounding
normal testicle. The patient presented with a bladder
catheter inserted in the emergency department due
to increased lower urinary tract symptoms (LUTS)
and consequent acute urinary retention. A painless
enlargement of the right scrotum reaching the groin
region was observed by the patient for two years
with no other gastrointestinal symptoms or abdomi-
nal pain. The initial plan was to evaluate LUTS after
catheter removal and to refer the patient for elective
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hydrocele surgery. The catheter was then removed
and after adequate hydration, abdominal ultraso-
nography revealed normal kidneys, urinary bladder
with smooth wall outline and volume of 150 ml and
prostate volume of 25 ml. Uroflowmetry was per-
formed at the same visit to safely release the patient
home without catheter.

However, the flowmetry results totally completely
changed the initial diagnosis and treatment plan.
With a bladder volume before micturition of 150 ml,
the voided volume was about 400 ml with maximal
flow rate 22 ml/s and no residual volume. These find-
ings led us to suspect an inguinal hernia containing
the bladder. After more detailed anamnesis, the pa-
tient recalled that the scrotum was less filled after
micturition. The diagnosis of inguinoscrotal hernia
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containing almost the entire urinary bladder was
confirmed in computed tomography (CT) and ure-
throcystography (Figure 1).

The decision to perform the surgery in the urology
department was based on the significant risk of uri-
nary bladder reconstruction. The patient was then
qualified to laparoscopic robot-assisted transabdomi-
nal preperitoneal hernia repair (TAPP). The sur-
gery was performed with use of daVinci® X system
(Intuitive, Sunnyvale CA, USA) using a 30° endo-
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Figure 2. Peritoneal flap preparation.

scope, four arms and one laparoscopic assistant port
in a standard radical prostatectomy setting. A 30°up
endoscope application facilitates high and adequately
wide opening of peritoneum to achieve long enough
peritoneal flap (Figure 2). The hernia hiatus was un-
covered with its medial aspect deeply to the Retzius
space, posterior surface of pubic bone, Cooper liga-
ment and pubic tubercule was exposed. The most la-
borious stage of the procedure was the precise prepa-
ration of a giant hernial sac, with special caution to
spare seminal cord and bladder integrity. However,
an active use of the fourth arm armed with Prograsp
made it easier than in classic laparoscopy. After this,
the hernia sac was repositioned into the abdominal
cavity proximally (Figure 3). The watertightness
of the bladder was confirmed. Hiatus was covered
with use of 10x15 cm self-fixating mesh (ProGrip Co-
vidien) (Figure 4). Peritoneal closure with a barbed

Figure 4. Mesh positioning.
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suture finalised the procedure (Figure 5). The opera-
tion time was 180 minutes and the uneventful hos-
pitalization lasted 6 days. Postoperative cystography
showed an hourglass/dumbbell shape of the bladder
with no leak of contrasted urine (Figure 6). In the
early postoperative period, bladder obstruction was
excluded. Post-voiding retention in subsequent mea-
surements decreased to 50 ml. During the 18-month
follow-up period, the patient did not report any pain,
voiding symptoms or signs of urinary tract infection.
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Figure 6. Postoperative urethrocystography.

DISCUSSION

Inguinal hernia is a common pathological condition
that affects 27% of men and 3% of women worldwide.
Repair of inguinal hernia is one of the most common
surgical procedures. Herniation of the urinary blad-
der is rare and is found in up to 4% of inguinal her-
nias [1].

Inguinal bladder hernia (IBH) risk factors include:
male sex, obesity, weakness of pelvic muscles, age
and bladder outlet obstruction [2].

IBH can be anatomically divided into: extraperi-
toneal, paraperitoneal or intraperitoneal with the
majority of cases being extraperitoneal hernias [3].
Pathophysiology of IBH include pulling a portion
or the whole bladder wall through the inguinal ring
into the inguinal canal and scrotum with the sheath
of peritoneum that forms hernia sac.

Symptoms of IBH include lower urinary tract symp-
toms (LUTS) such as urgency, frequency, nocturia or
two-stage voiding, reducing of size of inguinal hernia
after micturition and recurrent urinary tract infec-
tions. If ureters are involved in the hernia sac, one-
sided or bilateral hydronephrosis with renal failure
can be seen [4]. However, most of IBH, especially
small ones, are asymptomatic and of those, only
5 to 10% of IBH are diagnosed preoperatively, 77%
of cases are diagnosed intraoperatively and up to
16% of cases are diagnosed postoperatively due to
surgical complications [5]. These data show the im-
portance of proper differential diagnosis to avoid
intraoperative complications including urinary blad-
der injury followed by massive haematuria, sepsis
or fistula formation. If any doubts appear, one should
not hesitate to perform CT, magnetic resonance im-
aging (MRI), cystoscopy and cystourethrography [6].
CT or MRI are helpful to evaluate the hernia size,
position or composition, vascularisation and concom-
itant abnormalities. The most sensitive examina-
tion in IBH diagnosis is voiding cystourethrography
— this study reveals ‘dumbbell’ or ‘dog’s ear’ shape
of the urinary bladder [7].

Standard of care in patients presenting with IBH
is operation including reposition of urinary bladder
into abdominal cavity with simultaneous hernia re-
pair. In some cases, bladder partial resection is rec-
ommended. These include: wall necrosis, large blad-
der diverticulum or narrow hernia neck.

The majority of authors described open IBH repair
using Bassini or modified Lichtenstein technique.
Our patient underwent laparoscopic transabdominal
preperitoneal (TAPP) hernia repair using daVinci
X system. This minimally invasive technique has lots
of advantages including: improved visibility, lower
estimated blood loss, reduced analgesia requirement,
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faster postoperative recovery with shorter length
of hospital stay, better cosmetics or reduced num-
ber of postoperative complications. It was proved
in a systematic review and meta-analyses [8] that
laparoscopic approach in hernia repair results in lon-
ger surgery time, but better results and lower com-
plications rate when compared to open approach.
Systematic review of literature performed in 2018
by Branchu et al. [9] revealed that 80% of patients
presenting IBH were operated using an open ap-
proach. Only 3 authors described laparoscopic ap-
proach and only two cases of robotic repair of blad-
der herniation were presented so far.

RETFEICINCES ... eee e es e ss e

In conclusion, IBH is an uncommon condition that
requires proper preoperative diagnosis to prevent
misleading and severe complications. As most cas-
es are treated surgically by open approach, laparo-
scopic and robotic-assisted IBH repair should always
be considered in experienced centres due to bet-
ter perioperative and postoperative outcomes. Ac-
cording to authors’ knowledge this is the third case
of inguinal bladder hernia repair using robotic
daVinci system described in the literature.
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