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The nerves which supply the bladder arise from the
sacral portion of the spinal cord. Failure of development of
this portion of the cord necessarily results in, at least,
some degree of neurogenic bladder dysfunction.

The resultant stasis of urine in the bladder together with
vesico-ureteric reflux of urine leads to persistent infection
of the kidneys. The pyelonephritis would eventually destroy
the renal substance if measures were not taken to prevent
this chain of events. Cause of death of the child with a
myelomeningocoele, who survives the initial closure of the
defect and hydrocephalus, is commonly renal failure due
to pyelonephritis.

The approach adopted at the Spinal Defects Clinic, from
the wurological aspect, is essentially conservative. The
regime consists of full urological investigation in the form
of clinical examination and X-ray studies of the bladder
and upper urinary tract. The bladder is filled with radio-
opaque dye in order to study its outline and confirm or refute
the presence of vesico-ureteric reflux of urine. An intra-
venous pyelogram outlines the calyces, pelvis and ureters to
establish the function of the kidneys and the degree of
damage sustained. The urine is examined microscopically
and cultured to isolate the infecting organism.

Treatment consists of clearing the urinary tract infection
with an appropriate antibiotic, followed by a long-term
treatment with a urinary antiseptic such as a soluble
sulphonamide or mandelic acid. The urine is examined for
infection at frequent intervals.

The most important bulwark of conservative treatment
is suprapubic manual expression of the bladder. This
reduces the residual urine and therefore the opportunity for

infection to gain a foothold. The mother or nurse is instric-
ted to empty the bladder at 2-hourly intervals during the
day. When the child is older he is taught to express his own
bladder.

X-rays of the bladder and Kkidneys are repeated at
approximately 3-monthly intervals.

If the infection cannot be controlled by the means outlined
or if there is deterioration of the kidneys assessed by X-rays,
the child is admitted to hospital for endoscopic examination.

This examination often brings to light associated uro-
logical abnormalities with obstructive effects, e.g. urethral
stenosis, urethral valves in boys or perhaps the presence of
a calculus. Treatment of these lesions often improves the
situation and the conservative regimen of 2-hourly expres-
sion and urinary antiseptics is again successful.

If, despite all the above measures, infection cannot be
controlled and there is deterioration in the X-ray appearance
of the urinary tract, a conduit is performed.

This entails isolation of a loop of small intestine with its
blood supply intact. The ureters are separated from the
bladder and implanted into one end of the loop. The other
end of the loop is brought out to the skin as an
ileostomy.

Urine is constantly expressed through the stoma by the
healthy, active bowel. A rubber bag is worn to collect the
urine. It is kept in place with adhesives and a belt.

There are 39 cases who require urological surveillance in
the clinic, 18 males and 21 females. Eleven of these
children have not responded to conservative management
and conduits have been fashioned to provide free, low
pressure drainage of the upper urinary tracts.





