Case Report

Eosinophilic Cystitis Mimicking Bladder
Tumour — A Rare Case Report
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A 16-year—old male presented with urinary urgency , a frequency of 4 months duration and intermittent gross haematuria which were there
since one month. Eosinophilia was noted in complete blood count and CT KUB with contrast showed a filling defect in the right lateral wall,
over the vesicoureteric junction. Cystoscopy revealed a sessile mass lesion over right vesico—ureteric junction, with bullous oedema . Rest
of the mucosa was normal. Transurethral resection of lesion was performed and histological examination showed features of eosinophilic
cystitis. Patient was treated with corticosteroids , antimicrobial agents and antihistaminics and he is recovering well. We are presenting this
case for its rare presentation and its possibility of mimicking a bladder tumour. Biopsy of the lesion was diagnostic and an early treatment

showed good results.

INTRODUCTION

Eosinophilic cystitis is a rare and a poorly understood clinico—
pathologic entity which mimics bladder tumours. It is characterised
by extensive local eosinophilic infiltration of all layers of bladder wall.
Even though many aetiological factors have been proposed, the
exact mechanism of the lesion remains obscure. According to van
der Ouden, the most common presenting symptoms are urinary
frequency (67%), dysuria (62%), gross/ microscopic haematuria
(68%), suprapubic pain (49%) and urinary retention (10%) [1].

CASE REPORT

A 16 year old male presented to our Urology Department with
complaints of urinary urgency, a frequency of 4 months duration
and intermittent gross haematuria of one month’s duration. He had
no history of bronchial asthma , hypertension , diabetes mellitus or
drug allergy. His general physical examination was unremarkable. A
routine haematological examination showed peripheral eosinophilia
(10%). His biochemical profile was within normal limits. Analysis
of midstream urine showed RBCs- 25-30 / HPF , pus cells -3-5 /
HPF and few epithelial cells. Urine culture showed no growth. Urine
cytology showed squamous cells and some atypical urothelial cells.
A malignancy was therefore suspected and CTKUB with contrast
and a cystoscopic examination of bladder were performed.

CTKUB showed a filling defect in the right lateral wall of bladder near
vesicoureteric junction [Table/Fig-1]. Cystoscopy showed a mass
lesion which measured 1.5x1x0.5 cm, over right vesicoureteric
junction .Transurethral resection of the lesion was carried out and
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[Table/Fig-1]: CTurogramsobtained during excretory phase show a 12-mm mass (arrow) near the right ureterovesical junction
[Table/Fig-2]: Bladder biopsy with denuded epithelium , mucosal edema and infiltration by eosinophils into lamina propria.(H&E X 10)
[Table/Fig-3]: Edematous lamina propria with infiltration by plenty of eosinophils.(H&E X 40)

2282

Key words: Eosinophilic cystitis, Urinary bladder

the sample was subjected to a histopathological examination.
Grossly, the specimen consisted of grey white soft tissue fragments
which measured 1.5x1x0.5 cm. Microscopy showed an ulcerated
transitional epithelium with stromal oedema and congested blood
vessels [Table/Fig-2]. There was diffuse infiltration of mucosa by
eosinophils and few lymphocytes, with areas of haemorrhage and
inflammatory necrosis [Table/Fig-3 and 4]. There was no evidence
of malignancy or parasites in the sections which were studied.The
patient was treated with corticosteroids, antimicrobial agents and
antihistaminics and his post-operative period was uneventful. Until
recent follow up, the patient was asymptomatic and there was no
recurrence.

DISCUSSION

Eosinophilic cystitis , a rare inflammatory disorder of urinary bladder
which is of uncertain aetiology, was first described in 1960 by
Brown and Palubinskas [2]. It has been reported in patients with a
history of vesical injuries, chronic vesical irritation , bladder surgery,
parasitosis, allergy to food and drugs , malignancies and other
conditions [3-5]. The mean age at diagnosis is 41.6 years, with an
equal distribution in both sexes [4]. Our case was unique in that it
had occurred in a male boy who was aged sixteen years, who did
not have any other associated disorder.

Patients usually present with dysuria, frequency, nocturnal
enuresis, suprapubic pain and recurrent haematuria [6,7]. Our
patient presented only with dysuria, frequency and intermittent
haematuria, but without nocturnal enuresis and suprapubic pain.
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[Table/Fig-4]: Inflammatory necrotic area (left upper corner) seen along
with viable tissue showing inflammatory infiltrate.(H&E X 10)

Peripheral eosinophilia was also observed, but not in the range of
hypereosinophilic syndrome [4,8]. Some patients with eosinophilic
cystitis present with pyuria and a positive urine culture [9]. Our
patient presented with peripheral eosinophilia and a negative urine
culture.

The cystoscopic abnormalities are usually associated with a wide
spectrum of findings which range from mucosal erythema to
fungating mass lesions. While patients with localised form of disease
are more commonly associated with bladder injuries, patients with
diffuse bladder involvement are associated with allergic diathesis
like asthma, allergic gastroenteritis, etc [8]. In the present case,
patient presented only with peripheral eosinophilia and there was
no history of allergy or drug intake. From our observations, it is
imperative that clinicians should be aware of varied presentations.

Since cystoscopy cannot distinguish eosinophilic cystitis from other
conditions such as bladder neoplasms or other benign inflammatory
diseases, a histopathological examination is mandatory [10]. The
gold standard for diagnosing such lesions is deep bladder biopsy.
Otherwise, the diagnosis can be missed. Histological changes can
be acute, chronic or mixed. The acute changes are characterised
by oedema and congestion, with transmural eosinophilic infiltrates.
There can be mucosal ulceration, muscle necrosis and muscle
fibrosis [6,7].
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Treatment of eosinophilic cystitis is based on resection of bladder
lesion, followed by treatment with antihistaminics, corticosteroids and
antibiotics, as well as removal of possible allergens [9]. In refractory
cases, cyclosporine and azathioprine are recommended [4,10,11].
Partial cystectomies were performed in cases of circumscribed
lesions, that showed no tendency of disappearing spontaneously
[11]. The cure rate was 81.7 % in a series of 147 cases [12]. Most of
the patients were cured but recurrence is a frequent finding.

Eosinophilic cystitis is a very rare entity with varying clinical features
and it should be included in the differential diagnosis of various mass
lesions of bladder. A histological examination is the gold standard
method, which should be used for establishing the diagnosis.
Early detection and a prompt treatment are expected, for better
outcomes.
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