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Biofeedback Therapy for Patients

with Rectocele

Bong Soo Kim MD., Yong Hee Haang, MD., Kun Pil
Choi, MD

Depar tnent of General Surgery, Seoul Adventist Hbspital ,
Korea

Purpose: The aimof this study was to determne
outcone and identify predictors of success of biofe
therapy for rectocele.

Methods: Twenty four female patients (nean age 4
years) with rectal enptying difficulties and a
greater than 2 cmat defecography were eval uated bef
hand wi th a standar di zed questionnaires, i nmediatel
bi of eedback therapy, and at fol lowup. Defecography
nonetry, colon transit studies and el ectrophysiol o
al so anal yzed.

Results: Followup (nean 7.2; range 2 17 nonths) re
ver e eval uated by an independent observer in 20 pati
At the end of biofeedback, 22 (92 percent) patient
i nprovenent in synptons, including 13 (54 percent)
synptomatic relief. At followup, 14 (70 percent) p
felt inprovenent in synptons, including 3 (15 per
with conplete relief of synptons. There was a signi
reductionindifficult defecation (from79to 29, 40
from pre-biofeedback to post-biofeedback, at fol
respectively; P 0.001, P 0.05), sensation of inc
defecation (from 96 to 46, 60 percent; P 0.001,
0.005), laxative use (from>4 to 25, 30 percent; P
enena use (from21 to 0,0 percent; P 0.05), anal
(from21to0 0, 5percent; P 0.05) and digitation (f
to 4, 5 percent). Nornal spontaneous bovel noveng
was significantly increased from50 percent pre-biof
to 83 post -bi ofeedback (P 0.05), 65 percent at foll
Aodoninal pain (P 0.05) and digitation (P 0.05)
to poor results. Hgh nean squeeze pressure (P O.
and high naximum squeeze pressure (P 0.05)
pr e-bi of eedback nanonetry were also related to a p
outcone. Age, duration of synptons, parity, nunibe
sessions of biofeedback, gynecologic surgery hist
rectocele size at defecography had no prognostic
Ani snus and colonic inertia did not influence the o
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of biofeedback.

Conclusions: Biofeedback is an effective treatnen
for patients with obstructed defecation due to rec
JKSCP 2001;17:69-75
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2 cm

, (and plug EMG)

12 mm diameter, 45 mm long
PerryMeter anal EMG sensor EPS-21 (PerryMeter Sys-
tems, Strafford, Pennsylvania, USA)
Kontinence (HMT. Co, Seoul, Korea)
EMG-based biofeedback
. Ana EMG sensor
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Table 1. Bowel symptom and bowel movement. Pre- and Pogt-biofeedback and at follow-up

Pre-biofeedback  Post-biofeedback

Pre-biofeedback At follow up

=24 09 =29 M a0 (9 (=20 (9 VA
Difficult defecation 19 (79) 7 (29) 0.001 15 (75) 8 (40) 0.025
Incomplete defecation 23 (96) 11 (46) 0.001 20 (100) 12 (60) 0.002
Laxative use 13 (54) 6 (26) 0.039 11 (55) 6 (30) 0.110
Enema use 5 (2) 0 (0) 0.018 3 (15 0 (0) 0.072
Ana pain 5 (21) 0 (0) 0.018 3 (15 1 (5) 0.290
Digitation 5 (21) 1 (4) 0.080 4 (20) 1 (5) 0.150
Bowe movement
Low frequency 7 (29) 2 (8 0.064 7 (29) 5 (25) 0.490
Normal frequency 17 (7)) 22 (92) 0.064 13 (7)) 15 (75) 0.490
Spontaneous
bowe movement
Low frequency 12 (50) 4 (17) 0.014 11 (55) 7 (35) 0.200
Normal frequency 12 (50) 20 (83) 0.014 9 (45) 13 (65) 0.200

Low frequency

3 timesweek, 3 timesweek < Normal frequency < 3 timedday.
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Table 2. Predictors of clinical characteristics for biofeedback success at follow-up

Predictors Success (n=14) Failure (n=6) P-value
Age (years) 404+ 183 467+ 150 NS
Duration of symptoms (years) 117+ 174 93+7.1 NS
Bowel symptom (%)
Difficult defecation 86 50 NS
Incomplete defecation 100 100 NS
Laxative use 57 50 NS
Enema use 4 17 NS
Digitation 7 50 0.028
Ana pain 4 17 NS
Hard stool 50 50 NS
Ana bleeding 29 0 NS
Mucus discharge 7 17 NS
Small caliber stool 29 17 NS
Anal protruding mass 29 0 NS
Abdominal pain 0 33 0.023
Abdominal distension 7 0 NS
Bowe habit change 7 17 NS
Disease & medication history (%)
Diabetes mdlitus 7 0 NS
Hypertension 14 17 NS
Back pain 7 17 NS
Psychothergpeutic drug 1 17 NS
Analgegics 21 17 NS
Antacid 14 17 NS
Operation history (%)
Anorectd Operation 21 17 NS
Abdominal operation 21 33 NS
Gynecologic operation 21 33 NS
Delivery history
Vagina ddivery history (%) 73 50 NS
Mean number of vagina delivery 2451284 0.83+£0.98 NS
Others
Mean number of session of 486+2.71 4.33+2.88 NS
biofeedback
Finish of treatment by patient (%) 14 33 NS

NS = not significant: Figurestfigures = meantstandard deviation.
*P = 0.09

(Table 3).
. ana plug EMG
) ) electric activity
, , , , , 0.71+0.80 mV, 3.18+4.70 mv,
122+113 mV electrical ac-

tivity P



Table 3. Predictors of anorectal physiologic study for biofeedback success at follow-up

Predictors Success (n=14) Failure (n=6) P-value

Manometry

Mean resting pressure (mmHg) 456+ 148 734+227

Maximum resting pressure (mmHg) 5291 16.8 929138.2 NS

Mean squeeze pressure (MmHQ) 48271 13.3 1478+ 195 0.001

Maximum squeeze pressure (mmHQ) 65.3+26.0 187.81+ 634 0.033

Mean push pressure (mmHg) 4761210 56.21+27.0 NS

Maximum push pressure (mmHgQ) 59.5+20.8 494+57 NS

High pressure zone (cm) 27+x05 30x00 NS*

Sensory threshold (ml) 290+ 16.8 2504212 NS
Defecography

Size of rectocele (cm) 34+10 36+10 NS

Non-relaxing puborectalis syndrome (%) 50 17 NS

Descending perined syndrome (- 5 cm) (%) 57 83 NS

Sigmoidocele (%) 7 17 NS

And dyschezia (%) “ 0 NS
Rectal mucosal prolapse (%) 21 0 NS
Colon transit time study

Colonic inertia (%) 1 0 NS
Electromyography (mV)

Rest 0.65+0.87 0.73x£057 NS

Squeeze 2,084 1.60 220052 NS

Push 100+ 114 170+ 113 NS

Change, push-rest 0.35+0.56 0.98+0.61 NS

NS = not significant; Figurestfigures = MeanXstandard deviation.
*P =008 "P=0.16 "P=0.13

0.005)

19-21

2021

electric activity
(Table 3).
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