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Eosinophilic Cystitis: A Rare Cause of Nocturnal Enuresis in Children
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Abstract

Introduction: Eosinophilic cystitis (EC) is a rare and poorly understood inflammatory condition, characterized by eosinophilic in-
filtration of all layers of the bladder wall, which mimics bladder tumors. EC may present with symptoms such as increased urination
frequency, dysuria, gross/microscopic hematuria, suprapubic pain and urinary retention.

Case Presentation: We present a 17-year-old male patient, who was continent night and day in his childhood, and was admitted
to our clinic for complaints of hematuria and nocturnal enuresis for the past six months. His history and physical examination
were unremarkable, and routine hematological and biochemical tests were normal. Cystoscopy revealed a 4 X 3 cm erythematous,
polypoidal, solid lesion on the bladder dome. Histopathological examination of the lesion revealed transitional epithelium with
stromal edema, where diffuse, dense infiltration of lamina propria by eosinophils and lymphocytes was also seen. According to these
findings, a histopathological diagnosis of EC was made, and the patient was treated with corticosteroids, antimicrobial agents and
antihistamines. His symptoms dramatically improved and nocturnal enuresis also recovered after treatment.

Conclusions: Although it is a rare entity, EC should be kept in mind in the differential diagnosis of patients presenting with dysuria,

hematuria and any kind of acquired voiding dysfunction, including frequency, pollakiuria and incontinence.
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1. Introduction

Eosinophilic cystitis (EC) is a rare and a poorly under-
stood clinicopathologic entity, which mimics bladder tu-
mors. It is an inflammatory condition characterized by
eosinophilic infiltration of all layers of the bladder wall.
Even though many etiological factors have been suggested,
the exact mechanism of the lesion remains clouded. EC
presents with a spectrum of urological symptoms as varied
as increased frequency, dysuria, gross/microscopic hema-
turia, suprapubic pain and urinary retention (1). Current
treatment approaches include observation, identification
of incriminating allergens and medical modalities such as
steroids, antihistamines and antibiotics. In cases of resis-
tant hematuria, transurethral bladder resection and par-
tial cystectomy can be performed (2).

2. Case Presentation

Our patient was a 17-year-old male, who was continent
night and day during childhood, but was admitted to our
clinic for some complaints of hematuria and nocturnal
enuresis for the past six months. He also gave a history
of dysuria, frequency, urgency and passage of blood clots

in the urine. His general physical examination was unre-
markable and there was no past history of allergy. A rou-
tine hematological examination and biochemical profile
was within normal limits. Analysis of midstream urine
showed RBCs 38/HPF, leukocytes 3 - 5/HPF and few epithelial
cells. Urine culture showed no growth. Skin testing for al-
lergies was negative for all substances. Urinary ultrasonog-
raphy (US) showed focal bladder wall thickening (13.5 mm)
in the dome of the bladder (Figure 1). The patient under-
went cystoscopy, which revealed a 4 X 3 cm erythematous,
polypoidal, solid lesion on the bladder dome. Considering
the radiological and cystoscopy features, a transurethral
resection biopsy of the lesion was carried out, and the blad-
der was catheterized for two days. The histopathological
examination revealed transitional epithelium with stro-
mal edema and congested blood vessels. There was dif-
fuse, dense infiltration of lamina propria by eosinophils
and a few lymphocytes, with areas of hemorrhage. Ac-
cording to these findings, a histopathological diagnosis of
EC was made (Figures 2 and 3). There was no evidence of
malignancy or parasites in the sections that were studied.
The patient was treated with corticosteroids, antimicro-
bial agents and antihistamines, and his symptoms dramat-
ically improved and the post-operative period was quite
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comfortable. His nocturnal enuresis also recovered after
treatment. In his last follow-up in March 2015, the patient
was free of all symptoms, and there was no recurrence in
his control cystoscopy.

Figure 1. The Bladder Wall Thickening in the Dome of Bladder

Figure 2. Bladder Biopsy With Denuded Epithelium, Mucosal Edema and Infiltration
by Eosinophils Into Lamina Propria (H and E X10)

3. Discussion

Eosinophilic cystitis (EC) is a rare and poorly under-
stood process, and was first described by Brown in 1960 (3).
Patients can present clinically with a spectrum of urolog-
ical symptoms including episodes of dysuria, hematuria,

Figure 3. Edematous Lamina Propria With Infiltration by Plenty of Eosinophils (H
and E X20)

suprapubic pain, diurnal and nocturnal urinary frequency
(4). Patients in this study showed hematuria and nocturnal
enuresis. Although the exact etiology of EC is still unclear,
allergic response is the most likely reason. The allergic re-
sponse is caused by the antigen-antibody reaction, leading
to production of various immunoglobulins, which in turn
cause activation of eosinophils that initiate the inflamma-
tory process (5). Vesical injury, chronic vesical irritation,
surgery, parasitosis, food/drug allergy, tuberculous cysti-
tis and malignancies are known to be associated with EC
(4). No specific allergen was found in this case. Peripheral
eosinophilia is also reported in many cases, and some pa-
tients with EC present with pyuria and a positive urine cul-
ture (6). Our patient had no peripheral eosinophilia and a
negative urine culture.

In imaging studies of patients with EC (such as cys-
toscopy and US), findings can mimic a bladder tumor.
Since cystoscopy cannot distinguish EC from other dis-
eases, such as bladder neoplasms or other benign diseases,
a histopathological examination is necessary (5, 7). The
gold standard for the diagnosis of such lesions is bladder
biopsy; otherwise the diagnosis can be missed.

In the treatment of EC cases, antihistamines, antibi-
otics, corticosteroids, non-steroidal anti-inflammatory
drugs, montelukast sodium, cyclophosphamide, cy-
closporine, mitomycin, hydrodistension and intravesical
silver nitrate are used (6). However, because of the very
limited number of cases, which results in inadequate
clinical experience, there is no standard treatment of EC.
In this case, our patient responded to a combination treat-
ment modality, which was transurethral resection of the
lesion, plus a combination of corticosteroids, antibiotics
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and antihistamines.

EC is a very rare entity with varying clinical features,
and it should be considered in cases of hematuria and in-
creased bladder wall thickness. Histological examination
isnecessary for accurate diagnosis. Because there is no spe-
cific curative treatment available for this disease, EC ther-
apy is unique, and the treatment is curative in most indi-
viduals with identification and withdrawal of precipitat-
ing agents.
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