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CASE REVIEW

Fibrous Inflammatory Pseudotumor 
of the Bladder
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Fibrous pseudotumor of the bladder, a rare, benign, and proliferative lesion of the
submucosal stroma, can be mistaken on gross examination for a malignant 
lesion and must be differentiated on histologic examination from several bladder
malignancies. Radiographic examination alone cannot establish a definitive 
diagnosis. Complete transurethral resection of such lesions appears to be 
curative. [Rev Urol. 2000;2(4):232-235]
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Inflammatory pseudotumor of the bladder was first reported by Roth1 in 1980,
when he described a 32-year-old woman with recurrent cystitis and hematuria
associated with an ulcerated bladder lesion. Most reported cases cite gross

hematuria as the presenting symptom. Endoscopically and radiographically, these
solid mass lesions cannot be distinguished from malignant tumors of the bladder.
Unique histologic features include tumor-like, atypical spindle cell proliferations.
The histogenesis and etiology of fibrous pseudotumors have not been defined, al-
though chronic cystitis is characteristic in the history.2

Accurate diagnosis of these lesions, before and after excision, presents a signif-
icant challenge. We present a case report as well as a literature review concerning
the presentation, radiographic and histologic findings, and management of fibrous
pseudotumor of the bladder.

Case Report
A 31-year-old woman presented with a 3-day history of recurrent, gross hema-
turia. She described having blood in the midstream portion of her urine and hav-
ing passed several small blood clots through the urethra. She also complained of
severe urinary frequency (every 30 minutes), polyuria, polydipsia, and low back
discomfort. The patient denied any history of fever, chills, sweats, nausea, or vom-
iting but had lost 10 lb during the preceding 2 weeks. She had intermittent, severe
dysuria and sharp, low abdominal pain with the completion of each micturition.
Past incidences of hematuria and recurrent urinary tract infections led to a histo-
ry of multiple emergency department visits. Her medical history is significant for
amenorrhea (since 1993), normocytic anemia, and hypothyroidism. She has no pri-
or history of urinary tract calculi, instrumentation, trauma, or other urologic prob-
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lems. She has smoked 1 pack of ciga-
rettes a day for approximately 15
years and is also a recovering alcohol
and cocaine addict.

Physical examination revealed a
mildly obese woman who appeared in
good health. She was afebrile and he-
modynamically stable. Bimanual pel-
vic examination identified a palpable,
solid, large, mobile mass situated near
the right wall of the bladder. Other
pertinent findings included bilateral
costovertebral angle tenderness, which
was thought to be musculoskeletal in
nature. Urinalysis documented hema-
turia without pyuria. Culture of a
clean-catch urine specimen and cyto-
logic examination of the voided urine
were negative for abnormalities.
Hematologic tests demonstrated a he-
moglobin level of 8.9 g/dL and a
hematocrit level of 25.4 mL/dL. CT of
the abdomen and pelvis identified in-
flammatory, neoplastic changes with-
in the bladder without evidence of
pelvic adenopathy (Figure 1).

Cystoscopy revealed a large, pedun-
culated, whitish, solid tumor located at
the right lateral bladder wall. There

were marked inflammatory changes of
the urothelium in the vicinity of the
mass. Bilateral retrograde pyelograms
showed normal upper tracts. Random
cold-cup biopsies of the inflamed
urothelium were obtained before com-
plete transurethral resection of the
mass was performed with a 28F resec-
toscope. The specimen consisted of
pink-tan, rubbery tissue measuring 
7 � 7 � 2.5 cm in aggregate and
weighing 32 g. Transitional cell hy-
perplasia was evident on histologic
examination of the bladder biopsy
specimens. Microscopic examination
of the bladder mucosal surface resect-
ed with the tumor identified ulceration
(Figure 2A). The underlying tumor tis-
sue consisted of bland spindle cells
with elongated nuclei; spindle cells
were arranged in fascicles. No obvious
mitoses were observed (Figure 2B).

The final diagnosis was fibrous
pseudotumor of the bladder, which
was confirmed by the Armed Forces
Institute of Pathology. The most recent
urinalysis, pelvic ultrasonography
(Figure 3), and cystoscopic follow-up
evaluation 4 years after transurethral

resection revealed no evidence of re-
current hematuria or tumor.

Discussion
Reactive, nonneoplastic proliferations
arising within the bladder have been
well documented and described in the
literature. Terminology for such le-
sions has included atypical myofi-
broblastic tumor, atypical fibromyxoid
tumor, pseudosarcomatous fibromyx-
oid tumor, plasma cell granuloma,
nodular fasciitis of the bladder, and
inflammatory pseudotumor.3 While
some authors may object to the term,
inflammatory pseudotumor is most
commonly used to describe this entity.
Although lesions are thought to be be-
nign, the importance of not misdiag-
nosing this process as a malignant one
has been stressed repeatedly through-
out the literature.

This lesion may occur at any age
(range, 2 to 80 years), but typically
occurs in young adults (average age,
28). Women appear to be twice as
likely as men to present with this le-
sion. The size of the lesion is quite
variable and has been reported as

Figure 1. CT scan of the pelvis with identification of an
inflammatory neoplastic mass at the right lateral bladder
wall.
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large as 9 cm, but most do not exceed
6 cm.4 Gross hematuria is the most
common symptom at presentation.
Gross examination typically reveals
exophytic, singular, broad-based tu-
mors that appear malignant endoscop-
ically. On microscopic examination,
the characteristic appearance is that of
spindle cells widely spaced in a vascu-
lar, myxoid, or edematous stroma.
Some lesions demonstrate extensive

sclerosis and infiltrating margins.4

Transurethral resection or partial
cystectomy has been reported as the
treatment of choice. To date, there has
been only 1 reported case of recurrent
disease following transurethral resec-
tion, but this was thought to be
caused by incomplete removal of the
transmural lesion.5 We proceeded with
transurethral resection in our study
patient. The benign nature of the le-

sion after complete resection is
demonstrated by the lack of recur-
rence or evidence of metastasis 4
years following definitive surgical
management. Therefore, it seems that
the optimal treatment is complete lo-
cal excision, which can be achieved
with minimal morbidity.

These lesions can be regarded as an
abnormal reparative proliferation of
fibroblastic or myofibroblastic spindle
cells and granulation tissue. As such,
they grow slowly, do not metastasize,
and have not been described as under-
going malignant transformation.6

Management should include surveil-
lance endoscopy and biopsy to docu-
ment resolution.7

In conclusion, we feel that the clin-
ical manifestations and radiographic
appearance of fibrous pseudotumor of
the bladder are nonspecific. The com-
bined clinical, gross, and microscopic
pathologic features must be complete-
ly and carefully evaluated to differen-
tiate this lesion from a malignant
process. Pathologic examination re-
mains the gold standard in achieving
a definitive diagnosis. Special studies,
such as immunohistochemical and
electron microscopic examination,
may prove helpful in determining the

Figure 2A. Photomicrograph of the bladder lesion showing ulceration of the muco-
sal surface and underlying spindle cell elements. Hematoxylin and eosin stain, re-
duced from �40.

Figure 2B. Spindle cell elements of the bladder lesion with benign nuclei. Hema-
toxylin and eosin stain, reduced from �100.

Figure 3. Pelvic ultrasonogram demonstrating normal bladder at 4-year follow-up.



FALL 2000 REVIEWS IN UROLOGY 235

Pseudotumor

nature of the lesion.8 These lesions re-
spond well to conservative manage-
ment, have distinctive morphologic
and intrastructural findings, and
demonstrate no metastatic potential.
Patients have an excellent prognosis
following complete local excision. Be-
cause fibrous pseudotumors of the
bladder are histologically similar to
certain malignant tumors, close fol-
low-up is necessary when considering
the overall management of patients
with these pseudotumors. ■
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