WA HGLESS A A 194 A2%
J Korean Soc Coloproctol Vol. 19, No. 2, 2003

Characteristic Findings and Their Clinical
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Purpose: We were assessed the characteristic findings of
defecography and cinedefecography in patients with pelvic
outlet obstructive disease, and compared the characteristic
physiologic findings between proctography and cinedefeco—
graphy.

Methods: Physiologic findings of 196 patients who were
performed at least two items of physiologic tests were
retrospectively evaluated. Patients were categorized as
rectocele (Group I: n=119), nonrelaxing puborectalis syn—
drome (Group II: n=58), rectoanal intussusception (Group
[II: n=16), significant sigmoidocele (Group IV: n=3). The
proctographic and cinedefecographic features were an—
alyzed according to disease categories. The sensitivity,
specificity, accuracy, false positive rate, false negative rate,
diagnostic rate, and reproducibility were calculated, and we
analyzed the difference between proctography and
cinedefecography according to the disease groups.
Results: On the proctographic examinations; 1) 112
patients were confirmed as a clinically significant rectocele
(n=128, sensitivity; 94%, specificity; 79%, accuracy; 88%,
false positive rate; 21%, false negative rate; 6%, kappa;
0.749). 2) A clinically significant nonrelaxing puborectalis
were 36 patients (n=73, sensitivity; 62%, specificity; 73%,
accuracy; 70%, false positive rate; 27%, false negative rate;
38%, kappa; 0.328). 3) 12 patients were confirmed as
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significant rectoanal intussusception (n=31, sensitivity; 75%,
specificity; 89%, accuracy; 88%, false positive rate; 11%,
false negative rate; 25%, kappa; 0.425). 4) 3 patients were
confirmed as clinically significant sigmoidocele (n=15,
sensitivity; 100%, specificity; 94%, accuracy; 94%, false
positive rate; 6%, false negative rate; 0%, kappa; 0.316).
On the combination of proctography and cinedefecography;
1) 117 patients were confirmed as a clinically significant
rectocele (n=122, sensitivity; 98%, specificity; 94%, ac—
curacy; 96%, false positive rate; 6%, false negative rate;
2%, kappa; 0.925). 2) A clinically significant nonrelaxing
puborectalis were 50 patients (n=64, sensitivity; 86%,
specificity; 90%, accuracy; 88%, false positive rate; 10%,
false negative rate; 14%, kappa; 0.738). 3) 16 patients were
confirmed as significant rectoanal intussusception (n=22,
sensitivity; 100%, specificity; 97%, accuracy; 97%, false
positive rate; 3%, false negative rate; 0%, kappa; 0.826).
4) 3 patients were confirmed as clinically significant sig—
moidocele (n=9, sensitivity; 100%, specificity; 97%, accu—
racy; 97%, false positive rate; 3%, false negative rate; 0%,
kappa; 0.488). As compared with combined study (pro—
ctography plus cinedefecography), the proctography show
decreased diagnostic rates in the evaluation of
rectocele  (P<0.05), nonrelaxing puborectalis
(P<0.01), and rectoanal intussusception (P<0.05).
And, the proctography also show increased false
positive rate in the evaluation of rectocele (P<0.01),
nonrelaxing puborectalis (P<0.01), and rectoanal
intussusception (P<0.05).

Conclusions: In our study, proctography showed a
tendency to overdiagnosis. Therefore, the combined study
of proctography and cinedefecography should be taken as
a diagnostic tools for pelvic outlet obstructive disease.
Adhering to these findings, other anorectal physiologic
studies should be added for the clinically significant
diagnosis. J Korean Soc Coloproctol 2003;19:94—100
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Table 1. Patients demographics of overall subjects (n=196)

Age (years) 48.6 (range, 16~86)
Gender (male vs. female) 36: 80
Duration of symptom (years) 6.2 (range, 0.3~35)
Mean number of parity (times) 25 (range, 0~10)
Prior medical history excluding of anorectal disorders

Psychosig/neurosis 16

Diabetes mellitus 10

Essential hypertension

Cerebrovascular accident

Neurogenic bladder

Diverticular disease

Cerebra palsy

Hypothyroidism
Prior surgical history excluding of anorectal surgery

Hysterectomy

Spinal injury

Laminectomy

Forceps delivery
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Table 2. Proctographic criteria of the pelvic outlet obstructive diseases

Rectocele
A poor rectd emptying of barium paste from the bulged outpocket of anterior rectum with a more than 3 cm in its size

NRPR (nonrelaxing puborectalis) syndrome
1) A clear visudization of puborectalis indentation
2) Difference in anorectal angle between push and rest is less than zero

Rectoanal intussusception
A circular & funnel shaped filling defect at least 3 cm in diameter

Sigmoidocele
The lowest portion of sigmoid is located below the pubococcygeal line

Perineal descent
1) Fixed descent: over 4 cm descent of perineum at rest
2) Dynamic descent: over 4 cm difference of perineal descent in the dynamic change between rest and strain
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Table 3. Diagnogtic criteria of the pelvic outlet obstructive diseases based on the proctographic plus cinedefecographic findings

Normal findings: A rapid and complete evacuation of contrast material with normal relaxation of the puborectalis muscle
and opening of the ana canal, simultaneously

Significant rectocele: A poor rectal emptying of barium paste from the bulged outpocket of anterior rectum with a more
than 3 cm in its size despite maximal trial of simulated defecation

NRPR (nonrelaxing puborectalis) syndrome: A clear indentation of puborectalis, narrow anorectal angle, and closed anal
cana during the simulated defecation

Rectoanal intussusception: A circular, undisappeared funne shaped configuration at least 3 cm in diameter despite maximal
trial of simulated defecation

Significant sigmoidocele: The lowest portion of sigmoid below the pubococcygeal line, resulting outlet obstruction by
abnormally descended sigmoid colon

Table 5. Number of studies for the functional diagnosis of

Table 4. Classification of patients patients with pelvic outlet obstruction
. . Number of patients Study items Number (n=364
Diagnosis (n:196)F()%) dy ( )
Proctography and cinedefecography 196
Group | (Rectocele) 119 (61) Anorectal manometry 84
Group 11 (NRPR) 58 (30) Colonic transit time study 41
Group Il (Rectoana intussusception) 16 (8) EMG/PNTML 43

Group 1V (Sigmoidocele) 3 (1)
EMG = edectromyography; PNTML = pudenda nerve
NRPR = nonrelaxing puborectalis terminal motor latency
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Table 6. Correlation between proctography and defecography (proctography plus cinedefecography)

Clinical Proctography only Proctography+Cinedefecography
diagnosis (n=196) Proctographic Proctography plus
CSD Kappa CSD Kappa

diaonosis cinedefecoaranhv
Rectocele (n=119) 128 112 0.749 122 117 0.925
NRPR (n=58) 73 36 0.328 64 50 0.758
RA Intu (n=16) 31 12 0.452 22 16 0.826
Sigmoidocele (n=3) 15 3 0.316 9 3 0.488

kappa (k): k> 75 = excellent correlation; 0.4< < < .40 = poor. CSD = clinicaly significant diagnosis;

NRPR = nonrelaxing puborectalis; RA Intu. = Rectoana intussusception.

Table 7. Statistics between proctography and defecography (proctography plus cinedefecography)

Sensitivity (%) Specificity (%) Accuracy (%) FPR (%) FNR (%)

P P+CD P P+CD P P+CD P P+CD P P+CD
Rectocele 94 98 79 94 88 96* 21 6* 6 2
NRPR 62 86 73 ey 70 88" 27 10" 38 14
RA Intu 75 100 89 97 88 97* 11 3* 25 0
Sigmoidocele 100 100 94 97 94 97 6 3 0 0

*P< 05, "P< 01 P value = between proctogram and defecogram; FPR = False Positive Rate; FNR = False Negative
Rate; P = proctography; P+CD = Proctography plus cinedefecography; NRPR = nonrelaxing puborectalis; RA Intu. = Rectoand
intussusception.
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