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Biofeedback Therapy in Patients with Non- ~ Key Wrds: Nonrelaxing puborectalis syndrone,

relaxing Puborectalis Syndrome Bi ofeedback therapy, d nedefecography,
El ectr onyogr aphy

—Are there differences of therapeutic effect ac- ,
cording to methods of diagnosis? - , ,

Jae Heon Jeong, MD., Jeong Seok Choi, MD., Yong J
Seo, MD., Jun Hyun Kim, MD.

Depar tnent of General Surgery, Choon-Hae Hospital, Busan, K

Purpose: To evaluate therapeutic effect of biofe

therapy according to nethods of diagnosis in patien '
nor el axing puborectal is syndrone.

Met hods : FromSeptenter, 1, 1998 to February, 30, 19 . . .
the patients who wer e diagnosed wi th nor el axi ng pubo (paradoxical puborectalis contraction),

talis syndrone on anal electronyography (BEMG) an (anismus),*? (spastic pelvic floor

cinedefecography () underwent biofeedback ther syndrome)*

The patients were divided into 3 groups according t '
diagnostic nethod; @ group - only diagnosed on cined : (tenesmus),

cography, BEMGgroup - only diagnosed on anal el ectrom (straining)

graphy, M+ BWG group - diagnosed on both tests. , ,
Results: Nineteen patients were diagnosed nonre  (Pelvic outlet obstruction)
puborectal i s syndrone on (and/or BMG There vere 14

females and 5 nales with a nean age of 40.8+ 18.4 ye oni
The patients vere classified into G group; five p ' (colonic tran-
(26.3%9; EMG group, eight patients (42.199; D+ BM  sit time sudy),’ (enorectad  manometry),>’
group, six patients (31.6%. The patients had 5. - 48

sessions of outpatient BM5based biofeedback ses (cinedefecography, CD),

Qubj ect i ve synptons after biof eedback ther apy i nprov (electromyography, EMG)***®

4 (80.09%, 6 (7599, 5 (83% patients in (D, BMG D+

BEMG groups, respectively. There was a statisticall o
cant increase in spontaneous bowel novenents, and a '
duction in assisted bowel novenents after biofee

therapy inpatientsinall three groups (p 0.05). H

no signi ficant difference was found anong the three g

Conclusion: This study demonstrated that biofee (biofeedocak therapy)™*®

therapy had a high therapeutic effect regardiess tot

nostic nethod. Therefore, biofeedock therapy can be

formed i f one test results in the diagnosis of norela

borectalis syndrone in patients with constipation. (discrepancy)
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2)
(2) (Cinedefecography, CD):
1) (Solutop®, 140%) 50 ml
1998 9 1999 2 ,
caulking gun
29 (Cinedefeco- (commode)
graphy, CD ) (rest), (squeeze), (push)
(EMG) ,
19 (TOSHIBA™ DBW-30A 90°/90°, KXO-
80N) .
19 408 (40.8+ (Solutop®, 140%)
184) 1 28056 19 , 11
70+45
54 (54+3.7) 10% 80%
54+48 g
. CD , EMG , CD+
EMG ,
/
CD , 09
20
EMG (Fig. .
@ (Anal Electromyography, EMG):
CD+EMG , 50 ml 1
Table 1. Patients demographics
CD* EMG' CD+EMG P-value’
Number of patients 5 8 6 NS
MaeFemae 213 2/6 15 NS
Mean age (year) 24+ 195" 416+ 155 385+20.2 NS
Duration of congtipation (year) 84144 65142 62149 NS
Duration of follow up (year) 5.3+48 59+6.1 49136 NS

*only diagnosed as nonrelaxing puborectais syndrome on cinedefecography, ' only diagnosed as nonrelaxing puborectalis
syndrome on electromyography, * diagnosed as nonrelaxing puborectalis syndrome on both tests, ° P-value between three groups,
" mean® SD.



Fig. 1. Nonrelaxing puborectalis syndrome on cinedefecography. Despite a small increase in the anorecral angle between rest
(R) and push (P), the angle is still too acute to permit evacuation. Note that the puborectalis impression remains quite

prominent. S=squeeze.
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Fig. 2. Nonrelaxing puborectalis syndrome on EMG. The EMG
pattern showed adequate recruitment of motor unit
potentials with normal amplitude and duration during
squeeze (middle) and decreased activity at rest (top).
However, there is paradoxically increased activity
during push (bottom).
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(EMG 20uV or resting vaues).”
(audio-
visua biofeedback)
30 1
/ (squeezelrest exercise, Kegd ex-
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10
20 3
/
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(improved)
(no change) (worse)
(spontaneous bowel movement)
(assisted bowel
movement) .
ANOVA test
paired t-test chi-square
test . P-value 0.05
19 5
(26.3%) (CD ), 8 (42.1%
(EMG ), 6 (31L6%)
(CD+EMG ). 29
10 (345%
55.2% (16/29) (Table 2).
CD 80%, EMG 75% CD+EMG
83%
CD 32 , EMG 44 |, CD+EMG

Table 2. Correlation between cinedefecogaphy (CD) and el-
ectromyography (EMG)

cD

NRPR (+) NRPR (=) Totd

EMG NRPR (+) 6 8 14
NRPR (—) 5 9 15

Total 11 18 29

NRPR = Nonrelaxing puborectdis syndrome
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Table 3. The results of biofeedback therapy

CD* EMG' CD+EMG P-vaue’

Session of biofeedback 46+38 48+42 6.8+3.1 NS
Subjective symptoms
Improved (%) 4 (80) 6 (75) 5 (83 NS
No change or worse (%) 1 (20) 2 (25) 1 (17) NS
Spontaneous bowel movement (per week)®

Pre-bi of eedback 0.8+£0.6 06+0.8 051+0.6 NS

Post-biofeedback 40+t 17 5027 48+ 19 NS
Assisted bwel movement (per week)®

Pre-bi of eedback 3617 38x25 45+29 NS

Post-biofeedback 10+0.6 12+04 2.1+-11 NS

*only diagnosed as nonrelaxing puborectais syndrome on cinedefecography, ' only diagnosed as nonrelaxing puborectalis
syndrome on electromyography, * diagnosed as nonrelaxing puborectalis syndrome on both tests, ° P-value between three groups,
P 0.05 between pre-biofeedback and post-biofeedback in three groups, ' mean+ SD.

43 1974 Engd *
P

0.05), .

CD
26 , EMG 26 , CD+EMG
24
(P 005),
(Table 3). , )
18,32
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