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Sliding inguinoscrotal hernia insinuating itself into the bladder,  
with calculi in the bladder and distal ureter

Dear Editor,

A 55-year-old male presented with dysuria, polyuria, noc-
turia, and decreased urinary flow. The physical examination 
revealed a large left-sided inguinoscrotal hernia that was irre-
ducible, together a slightly enlarged prostate. Laboratory tests 
showed mild anemia and pyuria, as well as elevated concentra-
tions of urea and creatinine. Ultrasound showed a left-sided 
inguinoscrotal hernia that had insinuated itself into the bladder, 
with dilation of the distal ureteral segment and two calculi, one 
measuring approximately 2.2 cm, at the ureterovesical junction, 
and the other, of similar diameter, free within the bladder (Fig-
ure 1A). Computed tomography (CT) showed a filling delay and 
dilation of the renal pelvis (Figure 1B), as well as two calculi in 
the herniated bladder, one of which was at the left ureterovesi-
cal junction, with dilation of the renal excretory pathway in the 
coronal reconstruction (Figures 2A and 2B). On the basis of the 
information observed in the images, the decision was made to 
submit the patient to cystolithotomy in the region of the herni-
ated bladder, removal of the calculi from the bladder and ureter 
(with Randall forceps), and correction of the inguinal hernia by 
the Lichtenstein technique. Subsequently, the patient evolved 
satisfactorily.

Bladder hernias, which are not uncommon, protrude into 
the femoral canal in women and into the inguinal canal in 

men(1). In the past, inguinoscrotal hernias of the bladder were 
diagnosed intraoperatively or through excretory urography and 
produced complications such as urinary tract infection and ob-
structive uropathy(2–4). The preoperative diagnosis of a hernia 
insinuating itself into the bladder is very important for the urol-
ogist, guiding the surgical planning(5).

The examinations most commonly performed in order to 
diagnose inguinoscrotal hernias are ultrasound and CT(6). Ul-
trasound is a noninvasive test, useful for identifying a herniated 
bladder and its components, as well as the continuity of the 
bladder with the non-herniated portion within the pelvis, and 
can be used in emergency settings. The use of multidetector CT 
facilitates the diagnosis and in traumatic cases can show other 
herniations in the abdominal wall, through coronal and sagit-
tal reconstructions. Because of its high resolution, multidetec-
tor CT allows better visualization of the relationship between 
the bladder and the inferior epigastric vessels, thus facilitating 
the differentiation among direct inguinal, indirect inguinal, and 
femoral hernias(7). Magnetic resonance imaging can be used in 
place of CT. The combination of ultrasound and magnetic reso-
nance imaging is useful for the noninvasive, nonradiative evalu-
ation of alterations in the scrotum(8).

In the case presented here, we have described the impor-
tance of ultrasound for the diagnosis of a calculus within the 
lumen of the bladder and another at the ureterovesical junction, 
with upstream dilation of the renal excretory pathway, and for 
confirmation of the CT findings, which showed a calculus in the 

Figure 1. A: Ultrasound showing a cal-
culus within the bladder and another 
calculus at the ureterovesical junction, 
with upstream dilation of the renal ex-
cretory pathway (arrows). B: Axial CT with 
delayed filling of the left renal pelvis (ar-
row).A B

Figure 2. A: CT with coronal reconstruc-
tion showing a left-sided inguinoscrotal 
bladder hernia containing a calculus, 
another calculus being seen at the 
ureterovesical junction (seen on ultra-
sound), with upstream stasis, dilation, 
and tortuosity of the renal excretory 
pathway (arrows). B: Coronal CT recon-
struction in the delayed phase confirm-
ing the left-sided inguinoscrotal hernia 
of the bladder (arrow).A B
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bladder and another at the left ureterovesical junction, contrib-
uting to the selection of appropriate practice and the success of 
the surgical procedure. In our review of the literature, we found 
no other reports of a ureteral calculus in a patient with inguino-
scrotal hernia of the bladder.
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Primary tracheobronchial amyloidosis

Dear Editor,

A 58-year-old male sought treatment complaining of dyspnea 
on exertion, together with cough and occasional mucus secre-
tion. He reported having been treated for asthma 14 years prior, 
as well as having used bronchodilators and inhaled corticoste-
roids, although he stated that he had experienced no asthma 
symptoms in childhood. 

Computed tomography (CT) was performed (Figures 1A, 1B 
and 1C), after which the patient was submitted to bronchoscopy 
(Figure 1D) with biopsy. The CT showed concentric thickening 

of the walls of the trachea, as well as of those of the main, lobar, 
segmental, and subsegmental bronchi, with small calcifications. 
The bronchoscopy showed diffuse, concentric infiltration of 
the mucosa, the infiltrate having a grayish-yellow appearance. 
The histopathological study showed deposition of amorphous 
material, whose characteristics were compatible with amyloid 
deposits.

Amyloidosis encompasses a set of diseases characterized by 
deposition and abnormal accumulation of protein material in 
organs and tissues(1). Depending on the anatomical distribution, 
amyloidosis can be classified as systemic (involving multiple or-
gans) or localized (involving a single organ). In the biochemical  

Figure 1. A,B: Axial CT scan of the 
chest (mediastinal window), without 
contrast administration, at the level 
of the proximal segment of the tra-
chea (A) and below the carina (B), 
showing significant concentric thick-
ening of the wall and small calcifica-
tions in the trachea and bronchi (ar-
rows). C: Coronal CT scan of the chest 
(lung window) showing homogeneous 
wall thickening affecting the segmen-
tal and subsegmental bronchi (ar-
rowheads). Signs of volumetric loss 
in the middle lobe (asterisk) due to 
narrowing of the lumen of respective 
lobar bronchus (not shown). D: Bron-
choscopic image showing narrowing 
of the bronchial lumen by concentric, 
diffuse infiltration by grayish-yellow 
mucous, resulting in enlargement of 
the secondary carina. LULB, left up-
per lobe bronchus; LLLB, left lower 
lobe bronchus.
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