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1. Introduction

Pseudotumor or florid cystitis glandularis is the bladder urothelial
of the which mainly affects humans [1,2,3].

It is facilitated by chronic and recurrent irritation of the bladder.
Because of its non-specific symptoms, it poses a diagnostic prob-
lem with malignant bladder tumors [4]. We report 1 case of cystitis
glandularis. In the light of this case, we will discuss the diagnostic
and therapeutic aspects as well as the prognosis of this condition.

2. Patient’s History

He is a 32-year-old male patient with no known medical history,
the main signs of the disease were pollakiuria and episodes of un-
complicated renal colic resistance to analgesics; Urinalysis of the
urine did not isolate any germ, there was no microscopic hematu-
ria. The result of an ultrasound (Figure 1) of the bladder revealed
a thickened budding wall of the bladder prominently on the left,
a supplemented uroscan was carried out (Figure 2) which also re-
vealed a bladder tumor lesion process of the left postero-lateral of
the bladder, of which part extends to the meatus ipsilateral ureter
with moderate upstream hydronephrosis. Cystoscopy showed a
thickening at the trigone and the left peri-meatic level. Complete
endoscopic resection was performed, and a pathological study was
conducted which returned in favor of glandular metaplasia with no
sign of malignancy (Figures 3 and 4).
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Figure 1: The result of an ultrasound of the bladder revealed a thickened
budding wall of the bladder prominently on the left

Figure 2: A supplemented uroscan was carried out (figure 2) which also
revealed a bladder tumor lesion process of the left postero-lateral of the
bladder

Figure 3: HEx40 glandular structure Mucus secreting dissociating the
bladder’s Chorion
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Figure 4: HEx200 glandular structure mucus-secreting with small nuclei
in the basal position

Picture 5: Cystoscopic image of glandular cystitis showing a "cobble-
stone" appearance with a focal mass of polyploidy shape (arrow) (21).

3. Discussion

The incidence of cystitis glandularis is estimated to be around 1%
[5,6]. It mainly affects humans, a case of a 25-year-old woman
with Cystitis glandularis was reported by DAVID [7]. The most
affected age group is around 50 [3,8], with cases reported in chil-
dren as well [9,10]. The etiopathogenesis of this condition is poor-
ly understood. It is almost always in association with situations
that lead to chronic inflammation of the bladder. The latter has led
to the view that obstruction of the posterior urethra, urolithiasis,
and chronic and recurrent urinary tract infections are the main eti-
ologies of cystitis glandularis [7,11]. The germs involved are, in
decreasing order of Escherichia coli, Proteus, Pseudomonas, and
finally Chlamydia [9]. In our study, the urinalysis performed came
back sterile. Cystitis glandularis is associated in 75-80% of pelvic
lipomatosis cases [11,12]. This association seems to be explained
by stasis and chronic irritation caused by peri bladder lipomatous
infiltration. There are two histological types of cystitis glandularis
[13,14]. The so-called typical histological form, the most frequent,
is a simple mucinous flexion of the bladder epithelium. This form
has no specific clinical translation. The one with the histological
form of the intestinal or colonic metaplasia is rarer than the pre-
vious form. It is characterized by the presence of inflammatory
chorion, of colonic-type glands on the superficial surface. These
glands are made up of unilateral tubular structures, cluster in
pseudo-lobules, or proliferate in large clusters in a pseudo-tumor
form (Florid form) [2,6]. Sometimes the glands have a colonic
mucus-like organization with the mucus having the same histo-
chemical characteristics as intestinal mucus [2,13]. It sits with
predilection at the level of the neck and the trigon region of the
bladder [9]. In the pseudo-tumor form, the symptoms are linked
to how large the bladder is affected. There are several modes of
revelation [3,6,12]:

Chronic irritative symptoms of the bladder; our patient complained
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of pollakiuria and lower back pain.

- Obstructive signs such as dysuria, urinary retention, or even renal
pain leading to suspicion of dilation of the upper apparatus linked
to the invasion of the two orifices by the Florid form (pseudotumor
form) and or the enclosing of the pelvic ureters by pelvic lipoma-
tosis associated [8,12].

- More rarely, the elimination of mucus or tissue debris in the

urine and obstructive renal failure can also be associated with pel-
vic lipomatosis [11,12,15].
The physical examination of the patient is often non-concluding.
The radiological signs of pseudo cystitis glandular are nonspecific
and may sometimes point to bladder carcinoma. Ultrasound and
especially abdominopelvic CT scan with intravenous urography
image usually show one or more masses most often located on
the trigone and which may sometimes extend to the entire blad-
der [3,6,16,17]. On cystoscopy, the lesions appear as cysts 1 to 15
mm in diameter giving a pseudo-tumor oedematous appearance
deforming the trigone and adjacent parts of the lateral surfaces
[2,6]. Diagnostic certainty is based on pathological examination
which reveals cylindrical glandular tissue at the level of the mu-
cosa and the submucosa [3,15]. However, it is sometimes difficult
to differentiate this lesion from an adenocarcinoma or an invasive
urothelial carcinoma of the nest's type ("nested variant carcino-
ma"), mainly in the form of the intestinal type [3,18]. The basic
treatment for this condition is eradication of all sources of chronic
bladder irritation [2,6,7,9]. Endo vesical installations have been
used to improve the symptomatology of patients: anti-angiogen-
ic installations, hydrocortisone, and dimethyl sulfoxide, and low
molecular weight heparins [19]. Even radiotherapy and chemo-
therapy have been used [12]. But none has proven its effective-
ness. In major pseudo-tumor forms, resorting to endoscopic tumor
resection is generally sufficient for most authors [2,7,9,15]. More
rarely, YAG laser photocoagulation has been used [20,21]. For the
extensive forms with a reduced capacity bladder and dilation of the
upper urinary tract and the recurrent forms, some perform bilater-
al ureterovesical reimplantation at the level of the bladder dome,
an augmentation enterocystoplasty, or finally a cystectomy (par-
tial cystectomy, cystoprostatectomy with or without continental
urinary diversion) [3,8,15]. Preserving the prostatic shell during
cystoprostatectomy has allowed patients to maintain sexuality and
avoid urinary incontinence [3,8].

No effective treatment has been described for pelvic lipomatosis.
Surgical fat resection is generally not recommended because of
the difficulty of dissection and the risk of vascular and nerve dam-
age to the pelvic organs [11]. The evolution of cystitis glandular
is controversial. In its florid form, it is considered a precancerous
lesion due to its possible association with adenocarcinoma [11,16].
Its transformation into adenocarcinoma remains rare and it also
depends on its persistent exposure to unfavorable factors [3,16].

In our screening, no patient presented a malignant degeneration
2
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which was probably due to the short duration of follow-ups (mean
follow-up of 40 months). Some people consider glandular cystitis
to be a benign lesion. They believe it goes away once the irritant
factor stops.

Patients with pelvic lipomatosis have a higher incidence of venous
thrombosis and obstructive renal failure (40% after No progress)
[11,12]. The minor form does not seem to have any particular
prognostic value, Contrary to the latter the pseudotumor form re-
quires radiological (CT), biological (renal function, urinary cytol-
ogy), and cystoscopic monitoring.

4. Conclusion

Tumor-like cystitis glandular is a rare benign condition whose,
radiological and endoscopic signs are suggestive of a malignant
bladder tumor. The diagnostic certainty is always histological.
Finding and treating an irritant cause is essential. Endoscopic re-
section is generally sufficient to control it, but heavy resection is
required in certain aggressive and disabling forms. In view of the
risk of malignant degeneration, long-term monitoring is essential.

References

1. Touffahi M, Fredj N, Lefi M, Hafsa C, Hallara W. Pseudotumoral
glandular cystitis, Progress in Urology. 2007; 17(5): 968-972.

2. Benchakroun A, Zannoud M, Nouini Y, Bernoussi Z, Kamouni M,
Faik M, et al. Pseudotumor colonic metaplasia of the bladder muco-
sa. Prog Urol. 2002; 12: 325-328.

3. Sauty L, Ravery V, Toublanc M, Boccon-Gibod L. Florida glandu-
lar cystitis: study of 3 cases and review of the literature. Prog Urol.
1998; 8(4): 561-564.

4. Mast P, Casselman J. Glandular cystitis: rare cause of bladder mass.
Clinical case and literature review. Acta Urol. Belgium. 1994; 62(3):
71-76.

5. Bryan RT, Nicholls JH, Harrison RF, Jankowskid JA, Wallace DM.
The role of beta-catenin signaling in the malignant potential of cysti-
tis glandularis. J Urology. 2003; 170(5): 1892-1896.

6. Cabanne F, Pages A, Billeret C. Glandular metaplasia of the urotheli-
al mucosa. Male genital pathology, Ed. Masson. 1993: 300-301.

7. Hochberg DA, Motta J, Brodherson MS. Cystitis glandula- ris. Urol-
ogy. 1998; 51:112-113.

8. Black PC, Lange PH. Cystoprostatectomy and neobladder constme-
tion for florid cystitis glandularis. Urology. 2005; 65(1): 174.

9. Capozza N, Collura G, Nappo S, Dominicis M, Fran-Calanci P, Cai-
one P, et al. Cystitis glandularis in children. BJU Int. 2005; 95(3):
411-413.

10. Defoor W, Mtnevich E, Sheldon C. Unusual Bladder Masses in Chil-
dren. Urology. 2002; 60(5): 911.

11. Sozen S, Gurocak S, Uzum N, Birl H, Memis L. The importance of
re-evaluation in patients with cystitis glandularis associa- ted with

pelvic lipomatosis: a case report. Urol Oncol. 2004; 22(5): 428-430.
12. Tong RS, Larner T, Finlay M, Agarwal D, Costello AJ. Pelvic lipo-

http://acmcasereports.com

13.

14.

15.

16.

17.

18.

19.

20.

21.

Case Report

matosis associated with proliferative cystitis occurring in two broth-
ers. Urology. 2002; 59(4): 602.

Mazerolles C. Pseudo-neoplastic and pre-neoplastic urothelial le-
sions of the bladder. Program Urol. 2003; 13: 1227-1231.

Mukhopadhyay S, Taylor W. Pathologic Quiz Case: Bladder tumor
in a 41-year-old man. Cystitis glandularis of intestinal type with mu-
cin extravasation. Arch Path Lab Med. 2004; 128(7): 89-90.

Young RH, Bostwick DG. Florid cystitis glandularis of intestinal
type with mucin extravasation: A mimic of adenocarcinoma. Am J
Surg Path. 1996; 20(12): 1462-1468.

Heyns CF, Kock ML, Kirsten PH, Van Velden DJ. Pelvic lipomatosis
associated with cystitis glandularis and adenocarcinoma of the blad-
der. J Urol. 1991; 145(2): 364-366.

Masumori N, Tsukamoto T. Pelvic lipomatosis associated with pro-
liferative cystitis : case report and review of the Japanese literature.
Int J Urol. 1999; 6(1): 44-49.

Jacobs LB, Brooks JD, Epstein JI. Differentiation of Colonic Meta-
plasia from Adenocarcinoma of Urinary Bladder. Hum. Pathol.
1997; 28(10): 1152-1257.

Holder P, Plail R, Walker MM, Witherow RO. Cystitis glandu-
laris-reversal with intravesical steroid therapy. Br.J. Urol. 1990; 65:
547-548.

Stillwell TJ, Patterson DE, Rife CC, Farrow GM. Neo- dymium :
YAG laser treatment of cystitis glandularis. J.Urol. 1988; 139(6):
1298- 1299.

Wong-You—Cheong JJ, Woodward PJ, Manning MA. Inflammatory
and Nonneoplastic Bladder Masses: Radiologic-Pathologic Correla-
tion. Radiographics. 2006; 26(6): 1847-1868.


https://pubmed.ncbi.nlm.nih.gov/9834522/
https://pubmed.ncbi.nlm.nih.gov/9834522/
https://pubmed.ncbi.nlm.nih.gov/9834522/
https://pubmed.ncbi.nlm.nih.gov/7976859/
https://pubmed.ncbi.nlm.nih.gov/7976859/
https://pubmed.ncbi.nlm.nih.gov/7976859/
https://pubmed.ncbi.nlm.nih.gov/14532801/
https://pubmed.ncbi.nlm.nih.gov/14532801/
https://pubmed.ncbi.nlm.nih.gov/14532801/
https://pubmed.ncbi.nlm.nih.gov/15667889/
https://pubmed.ncbi.nlm.nih.gov/15667889/
https://pubmed.ncbi.nlm.nih.gov/15679805/
https://pubmed.ncbi.nlm.nih.gov/15679805/
https://pubmed.ncbi.nlm.nih.gov/15679805/
https://pubmed.ncbi.nlm.nih.gov/12429331/
https://pubmed.ncbi.nlm.nih.gov/12429331/
https://pubmed.ncbi.nlm.nih.gov/15464926/
https://pubmed.ncbi.nlm.nih.gov/15464926/
https://pubmed.ncbi.nlm.nih.gov/15464926/
https://pubmed.ncbi.nlm.nih.gov/11927334/
https://pubmed.ncbi.nlm.nih.gov/11927334/
https://pubmed.ncbi.nlm.nih.gov/11927334/
https://pubmed.ncbi.nlm.nih.gov/15214835/
https://pubmed.ncbi.nlm.nih.gov/15214835/
https://pubmed.ncbi.nlm.nih.gov/15214835/
https://pubmed.ncbi.nlm.nih.gov/8944039/
https://pubmed.ncbi.nlm.nih.gov/8944039/
https://pubmed.ncbi.nlm.nih.gov/8944039/
https://pubmed.ncbi.nlm.nih.gov/1988733/#:~:text=Pelvic lipomatosis is a rare,the patients with pelvic lipomatosis.
https://pubmed.ncbi.nlm.nih.gov/1988733/#:~:text=Pelvic lipomatosis is a rare,the patients with pelvic lipomatosis.
https://pubmed.ncbi.nlm.nih.gov/1988733/#:~:text=Pelvic lipomatosis is a rare,the patients with pelvic lipomatosis.
https://pubmed.ncbi.nlm.nih.gov/10221865/
https://pubmed.ncbi.nlm.nih.gov/10221865/
https://pubmed.ncbi.nlm.nih.gov/10221865/
https://pubmed.ncbi.nlm.nih.gov/9343322/
https://pubmed.ncbi.nlm.nih.gov/9343322/
https://pubmed.ncbi.nlm.nih.gov/9343322/
https://pubmed.ncbi.nlm.nih.gov/3373607/
https://pubmed.ncbi.nlm.nih.gov/3373607/
https://pubmed.ncbi.nlm.nih.gov/3373607/
https://pubmed.ncbi.nlm.nih.gov/17102055/
https://pubmed.ncbi.nlm.nih.gov/17102055/
https://pubmed.ncbi.nlm.nih.gov/17102055/

	_GoBack

