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A CASE OF NEUROPATHIC LOWER URINARY TRACT
DYSFUNCTION DUE TO SPINA BIFIDA OCCULTA DISCOVERED
AT THE AGE OF 19 YEARS AND SUCCESSFULLY
TREATED WITH MULTIDISCIPLINARY THERAPY

Ippei MURANAKA, Yuki Kyopa, Seisuke Noruji, Nobuo SHINKAL,
Kohei HasuimoTo, Ko KoBayasHi, Toshiaki TANARKA and Naoya MASUMORI
The Department of Urology, Sapporo Medical University School of Medicine

A 19-year-old man had been aware of dysuria and urinary incontinence since childhood but did not seek
medical attention. He was diagnosed with acute pyelonephritis due to lower urinary tract dysfunction
associated with spina bifida occulta and tethered cord syndrome (TCS) due to spinal cord lipoma. After
placement of a urethral catheter and antibacterial chemotherapy, the patient was cured of acute
pyelonephritis.  He was treated with solifenacin and started clean self-intermittent catheterization (CIC).
Shortly after the start of CIC, the acute pyelonephritis flared up again, and he was managed with a reinserted
urethral catheter until an untethering operation. Preoperative video urodynamics showed that the bladder
morphology was Ogawa classification grade III with vesicoureteral reflux (VUR) at 92 ml infusion. With
the combination of an untethering operation and additional mirabegron, the functional bladder capacity was
increased to 353 ml and VUR improved, allowing for safe urinary management of the CIC. TCS can be
diagnosed at any age and requires appropriate urinary management and therapeutic intervention as early as

possible after diagnosis.
(Hinyokika Kiyo 70: 55-59, 2024 DOI: 10.14989/ActaUrolJap_70_2_55)
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Fig. 1. MRI of the spinal cord (sagittal plane, T1-

WIREE - FRLT RS O% L weighted sequence). This figure shows
TLIVFE— L tethered cord syndrome (TCS) due to spinal

ZOM BRI 145 cord lipoma.
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Fig. 2. Uroflowmetry (UFM). Examination prior
to therapeutic intervention. Voided volume
(VV) = 104. 5 ml, maximum urinary flow
rate (Qmax) = 5.8 ml/scc, average flow rate
(Qave) = 4.2 ml/s, postvoid residual (PVR)
volume = 214 ml, interrupted-shaped curve.
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Fig. 3. Pressure flow study (urine storage phase).

(a) Pre-operation : first desire to void (FDV)=69 ml/11

ecmH O, normal desire to void (NDV) = 155 ml/36 ecmH»O, infusion end = 190 ml/44 cmH, O,

compliance = 4.3 ml/ecmH»O, detrusor overactivity (DO) was not found.

(b) Two months post-

operation : FDV = 168 ml/15 cmH,O, NDV = 222 ml/21 emH,0, strong desire to void (SDV) =
318 ml/31 cmHy0, maximum cystometric capacity (MCC) =353 ml/37 cmHy0, compliance = 10.1

ml/ecmH>O, DO was not found.
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Fig. 4. Cystography during video urodynamics. (a) Pre-operation : on solifenacin 5 mg, right
VUR grade III appeared at 190 ml injection, Ogawa classification grade III bladder
deformity.  (b) One month post-operation : on solifenacin 5 mg, right VUR grade II
appeared at 250 ml injection, Ogawa classification grade III bladder deformity. (c)
Two months post-operation : on solifenacin 5 mg and mirabegron 50 mg, no VUR
appearance at 353 ml injection, Ogawa classification grade II bladder deformity.
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Fig. 5. Pressure flow study of two months post-operation (urine voiding phase). VV = 36 ml, PVR
volume =317 ml, detrusor pressure at maximum flow rate (PdetQmax)=53.5 cmH»O, maximum
detrusor pressure (Pmax)=73.5 cmHyO, Qmax = 5.1 ml/sec, Qave = 2.6 ml/sec, bladder outlet
obstruction (BOO) index = 43.3, bladder Contractility Index (BCI)=79.
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