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= Abstract=

Clinical Consideration of Descending Perineum Syndrome

Hyeon Geun Cho, M.D., Hyo Jin Park, M.D., In Suh Park, M.DD.
Hoon Ji, M.D* and Ki Whang Kim, M.D.*

Depart ment of Internal Medicine, Instituie of Gastroenterology and Diagnositc
Radiclegy®, College of Medicine, Yonsei University, Seoul, Korea

In the descending perineum syndrome, the muscle tone of the pelvic floor is diminished, it
may cause a prolapsing the anterior wall of the rectum on excessive straining. The straining
can cause increased pelvic floor descent, which in turn stretches the pudendal nerves. The
resultant neuropathy and anal sphincter myopathy culminate in incontinenece.

All patients were female, the mean age was 48.9 vears, and the mean frequency of vaginal
delivery was 3.5. Primary complaints were incomplete evacuation(30.0% ), abdominal pain(70.0
%), bloating(70.0% ), tenesmus(70.0%), rectal bleeding (60.0% ) and soiling(60.0% ). Defecogram re-
vealed rectocele(90.0%), rectal intussusception(40.0%), dyskinetic puborectalis(40.0%), incom-
plete evacuation(20.0% ), and mean perineal descent was 5.36 cm below the imaginary line of the
lower margin of the ischial tuberosity on straining. Pelvic floor electrophysiologic tests were
performed in 6 patients among 10 patients of descending perineum syndrome. In electrophysio-
logic study, right and left mean sacral reflex latency at the external anal sphincter were 49.08
ms, 46.87 ms respectively, and the left was significantly increased compared with controls(p<0.
05). Right and left motor evoked potential through sacral root magnetic stimulation for the ex-
ternal anal sphincter were 10.35 ms, 11.4% ms respectively, and the left was significantly in-
creased compared with controls{p<0.05).

Patients were treated by conservative drug therapy(80.0%), bicfeedback therapyil0.0%), and
oepration for huge rectocele(10.0%).
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Fig. 1. A case of descending perineum syndrome.
Defecogram shows rectocele and excessive
pelvie floor dezcent.
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Table 1. Subjects(N=10)

Sex Female 10
Male 0
Apelvears) 48.9=1149
Bowel movementiNo week) 5.5-2.4
The No. of vaginal delivery 15=109

Table 2. Symptoms{N = 10]

Symptoms No. of cases(%)
Incomplete evacuation 9(90.0)
Abdominal pain T(70.0)
Bloating T(70.0)
Tenesmus Ti70.0)
Rectal bleeding 6(60.0)
Soiling 6(60.0)

Table 3. Defecographic findings(N = 10)
-=“=‘__'——_==

Findings No. of cases(%)
Rectocele -9{90.0)
Rectal intussusception 4040.0)
Incomplete evacuation 4(40.0)
Dyekinetic puborectalis 3i30.0)
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Table 4. Electrophysiologic studyviMean = 5D

Patients Contrals
(N=8) (N=5)
SRL, right(ms)® 45,08 =28.26 35.18 =2.60
leftims) 46.87 £22.17 3486 =454
MEP. right(ms)J™ 10.39=5.18 7.24+150
leftims) 11.49+4.49 6.48 = 1.26°
S P<0.05

* SRL: Sacral reflex latency, ms: millisecond
**. MEP: motor evoked potential.

Table 5. Treatment(N=10)

Treatment No. of casesi%)
Prokinetics and or laxatives B(B0.0)
Biofeedback 1(10.0)
Operation 1{10.0)
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Fig. 2. 5t Mark's perineometer.
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