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A GASE OF DETRUSOR HYPERACTIVITY WITH IMPAIRED
CONTRACTILITY (DHIC) AFTER TRANSVERSE MYELITIS
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A 44-year-old man was carried to the hospital in an ambulance because of dyspnea, paralysis and
dysuria after signs of the flu.  Acute encephalomyelitis was diagnosed by examination of magnetic resonance
imaging. Antimicrobial treatment and respirator management was carried out with indwelling of urethral
catheter for urinary retention. After improvement of encephalitis, the urethral catheter was removed.
However, he still needed medical care because of persistent lower urinary tract symptoms. He complained
of urge incontinence and urination frequency. Decrease of functional bladder capacity was noticed in a
frequency volume chart.  After consulting with our neurologist, acute transverse myelitis was diagnosed from
imaging and neurological findings. Pressure flow study (PF'S) demonstrated detrusor overactive during the
filling phase and insufficient contractility during the voiding phase. We reached the diagnosis of detrusor
hyperactivity with impaired contractility (DHIC). We did not introduce clean intermittent catheterization
but used the mirabegron instead. Although storage symptoms did not improve on the mirabegron
monotherapy, the symptoms improved by solifenacin added. There is a possibility that combination
therapy with mirabegron and solifenacin is effective for DHIC.

(Hinyokika Kiyo 67: 109-112, 2021 DOI: 10.14989/ActaUrolJap_67_3_109)
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Fig. 2. Uroflowmetry. Voided volume (VV)=109
ml, Maximum urinary flow rate (Qmax) =
25.5 ml/sec, Average flow rate (Qave) = 4.4
ml/s, tower-shaped curve.
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Fig. 3. Pressure Flow Study at diagnosis. Voided volume (VV)= 38 ml, first desire to void (FDV) = 54
ml/59 ecmH20, strong desire to void (SDV) =70 ml/124 cmH20, maximum cystometric capacity
(MCC) =98 ml/116 cmH20 (compliance is invaluable), detrusor overactivity (DO) = 70 ml/124
ecmH20, postvoid residual (PVR) volume = 63 ml, detrusor pressure at maximum flow rate
(PdetQmax) = 16.4 cmH20, maximum flow rate (Qmax)= 8.7 ml/sec, average flow rate (Qave)=
4.4 ml/sec, maximum detrusor pressure (Pmax)=139.7 cmH20O, bladder outlet obstruction (BOO)
index = — 1.0, Bladder Contractility Index (BCI)=59.9. There was no urinary tract obstruction
but contractile function was decreased.  There was detrusor overactivity with urinary incontinence
in terminal phase of filling. There are no findings of detrusor sphincter dyssynergia (DSD).
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