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A bladder mass detected in a child with haematuria 
would raise a suspicion of rhabdomyosarcoma. However, 
inflammatory infiltration with focal proliferation of the 
bladder epithelium could simulate neoplasm'. 

The purpose of this report is to illustrate the ultrasono­
graphic appearance of the inflammatory bladder mass. It 
is important to recognize the ultrasonographic appear­
ance because ultrasonography is the preferred imaging 
modality of the urinary tract. Intravenous urography 
and micturating cystourethrography are less favourable 
modes of imaging especially in children because of the 
ionizing radiation involved. This report also highlights 
the importance of considering an infective cause for a 
bladder mass in children with dysuria and haematuria. 

CII:!lSle Repcr~s 

C©lse 1l 

A 10 year-old boy had 2 episodes of gross haematuria, 

dysuria and frequency. On examination, there was 
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suprapubic tenderness. Urinalysis showed gross 

haematuria and numerous pus cells. Urine culture was 

sterile. He had leukocytosis with a lymphocytic 

predominance. Ultrasonography of the bladder showed 

a hypoechoic mass at the fundus of the bladder (Fig lA, 

Fig 1E). Bladder rhabdomyosarcoma was suspected. A 

computed tomographic scan showed thickened and 

irregular bladder mucosa at the fundus. Cystoscopic 

examination 5 days after admission revealed hyperaemic 

bladder mucosa but no mass comparable to that seen on 

ultrasonography. Biopsy revealed fragments of fibrous 

tissue with groups of epithelial cells and leukocytic 

infiltration, indicating an inflammatory process. 

A 3 year-old girl had gross haematuria and fever for 1 

day. Following this she developed difficulty in 

micturition, dysuria and suprapubic pain for 1 week. 

On examination, the patient had suprapubic tenderness. 

Ultrasonography of the bladder showed a lobulated mass 

of moderate level echogenicity at the bladder 

fundus and trigone (Fig. 2A). The patient had earlier 
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been treated with co-trimoxazole by a general 

practitioner. Treatment with cephalexin was started 

empirically while awaiting urine culture results. The 

urine culture and sensitivity revealed E. coli, which was 

resistant to co-trimoxazole and sensitive to cephalexin. 

A follow-up ultrasonography i-week later showed a 

reduction in the thickness of the mass. Two weeks later, 

the bladder was normal (Fig. 2B). 

An 11 year-old boy had 1 week of dysuria and 

haematuria in the form of clots and fresh blood. On 

examination, the patient had suprapubic tenderness. 

Urine culture revealed E. coli and patient was treated 

with co-trimoxazole. Ultrasonography of the bladder 

showed a hypoechoic mass at the bladder fundus. Three 

weeks later the bladder was completely normal. 
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Tumoral cystitis is an uncommon inflammatory process 

of the bladderl. The clinical presentation is that of acute 

or subacute cystitis. Tumoral cystitis is characterized by 

an inflammatory mass, which simulates a 

bladder neoplasm. The condition usually affects the 

bladder base and trigone and may cause ureteric 

obsttuction. Histologically, the inflammatory mass has 

been described as proliferative cystitis, bullous cystitis, 

eosinophilic cystitis, cystitis follicularis, cystitis cystica 

and cystitis glandularis'. The cause of this condition is 

not clear. In some cases it is a sequelae of bacterial or 

viral infection. Allergy and hypersensitivity reaction has 

also been implicated. 

The clinical presentation of the 3 cases reported is 
suggestive of acute haemorrhagic cystitis, which is the 
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CASE REPORTS 

FIG, 2£: Sagittal SI!:@i'I of the bl(1ldder shows till I@buiahed mass @f iM@del'©lte level ech@genidty 
(arr@w hei:ld~), 1 em thick, Ilt the fundus ©li'ld trig@l1Je, 

fiG. 218: Sagittal scan @f the b!lQldder two weeks; afier (!Jntibiotic sh@ws a n@rm@1 bladder wall 
(~9'r(llw he~ds)! 2 mm thick, 

commonest cause of gross haematuria in children'. 
Acute haemorrhagic cystitis is characterized by gross 
haematuria and symptoms of bladder inflammation. In 
children, this condition is self-limiting and subsides in 
a few days to 2 or 3 weeks without any complications. 
The majority has no known cause and about a third of 
cases are due to adenovirus type 2 or E. coli infection. 
The presence of leukocytosis with a lymphocytic 
predominance and sterile urine culture suggest a viral 
cystitis in Case l. In Cases 2 and 3, E. coli was isolated. 
In these 2 cases since an inflammatory condition was 
considered, computed tomography, cystoscopy and 
biopsy were avoided. Treatment with antibiotics and 
follow-up ultrasonography showed the bladder mass had 
subsided by 2 to 3 weeks. 

The ultrasonographic appearance of cystitis are variable 

and may be diffuse or focal. Cystitis may appear as a 

diffuse thickening of the bladder wall or as a focal mass 

simulating a neoplasm. A hypo echoic bladder mass 

should raise the possibility of an inflammatory 
condition - the hypoechoic appearance indicating gross 
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oedema. This was seen in Cases 1 and 3. However, in 

Case 2, the mass was lobulated and contained moderate 

level echoes. This ultrasonographic appearance cannot 

be differentiated from a neoplastic lesion such as 

rhabdomyosarcoma. In Case 2, the diagnosis of tumoral 

cystitis was based on the clinical symptoms of dysuria 

and suprapubic pain and confirmed by the isolation of 

E. coli in the urine. 

Ultrasonography after one week of antibiotic would 

show evidence of resolution of the inflammatory mass. 

Ultrasonographic follow-up should continue at between 

2 to 4 weeks interval until the bladder appears 

completely normal. However, if after one week of 

antibiotic, there is no evidence of resolution either 

clinically or on ultrasound then biopsy is indicated. 

The ultrasonographic appearance of inflammatory 
cystitis may simulate bladder neoplasm. The lesion may 

Med J Malaysia Vol 53 No 3 Sept 1998 



be hypoechoic or hyperechoic, smooth or lobulated. 

Symptoms of cystitis, such as dysuria, suprapubic pain 
and fever are relevant in making a diagnosis of tumoral 

cystitis. A child with symptoms of cystitis, haematuria 
and a bladder mass on ultrasonography should have the 
urine sent for culture and sensitivity, followed by 
empirical antibiotic therapy and ultrasonographic 
follow-up after one week. It is important to consider an 
infective cause for a bladder mass in children because 
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cystoscopy, biopsy and unnecessary irradiation with 

computed tomography may be avoided. 
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