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Fig. 1. Partially Cj’ﬂtl:ctumi.zed bladder shows multiple Fig. 2 The polypoid lesion shows marked edema of sub-
polypoid elevation of mucosa. mucosa with congestion of blood vessels.

Fig. 4. Nodular hyperplasia of prostate.

Fig. 3. Prominent eosinophilic infiltration with rnassive

necrosis of muscular layer
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Eosinophilic Cystitis
— A case Report —

Jung [l Suh, M.D., Moon Hyang Park, M.D.
and Hyo Seok Park, M.D.

Department of Pathology, National Medical Center,
Seonel, Korea

Eosinophilic cystitis is a rare form of allergic cystitis in
patients who usually have strong allergic history.

The clinical presentation with dysuria and/or
hematuria, and gross appearance of polypoid masses in
bladder lumen mimicks bladder carcinoma.

Eosinophilic cystitis is characterized histologically by
massive infiltration of eosinophils in whole layers with
muscle necrosis.

We herein report a case, review the literature and
relate the eosinophilic cystitis and allergy of urinary tract.
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