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Biofeedback Therapy in Patients with Func-
tional Evacuation Disorders

Ung Chae Park, M.D.

Department of Surgery, Konkuk University College of Medicine,
Chung—Ju, Korea

Biofeedback therapy has emerged as a useful adjunct for
patients with functional evacuation disorders over the past
decade. The goals of biofeedback retraining may vary and
could depend on the underlying dysfunction. In patients
with obstructive defecation, the goals are to relax the anal
sphincter, improve rectoanal coordination, and improve
sensory perception. Methods of biofeedback therapy varied
widely between centers. However, no difference was
described when EMG—based biofeedback was compared to
manometry—based biofeedback, or when visual or auditory
feedback was given. In regards to biofeedback adjuncts,
including sensory retraining with either an intrarectal bal—
loon, a portable home—training unit or both can be prac—
ticable. There are inconsistencies in the literature regarding
the patient selection criteria for biofeedback treatment. The
patient group is not homogeneous. Different case selection,
different regimens and different methods of biofeedback
may explain the variability in success rate. Quality research
that would assist in predicting outcome is still lacking.
Although no specific denominator could possibly be as—
signed to correctly predict the overall outcome of therapy,
biofeedback is not successful in all patients with outlet
obstructed constipation. Results with success rates is
ranging from 8.3 percent to 100 percent. The treatment
of constipation by biofeedback has been viewed with some
skepticism as the low success rate may simply be a placebo
effect. The majority of scepticism to therapeutic outcome
are derived from entry criteria for treatment. Lower
success rates have been described when entry criteria were
broadened. Prebiofeedback clinical findings which are pre—
supposed to prognostic relevance are age, gender, duration
of symptoms and presence of rectal pain, lower motor
neuron disease, and psychiatric problems. I feel strongly
that informations about the predictive factors are vital to
all physicians either performing or recommending biofeed —
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back to their patients. If biofeedback could be undertaken
according to specific criteria, we, colorectal surgeon will
save a fruitless endeavour, one would expect more im—
provements in more patients. Additional well—designed
controlled trials are needed to establish the clinical and
physiologic factors. J Korean Soc Coloproctol 2003;
19:260—269
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Fig. 1. Synchronous two channels (anal/abdominal) EMG
signal display for biofeedback therapy.
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Fig. 2. Multi-tasking function making a comparison between
the previous and real time EMG signals for biofeedback
therapy.
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Table 1. Therapeutic option in nonrelaxing puborectalis
syndrome65

Option Advantages Disadvantages

Biofeedback Outpatient procedure Need therapist

No morbidity Need special equipment

Surgical division Incontinence

of puborectalis Unpredictable outcome

Anesthesia

Risk of incontinence
Repeat injection

Botulinum toxin No surgical
complication
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Table 2. Currently suggested indications of biofeedback
therapy

Chronic constipation
1) baseline therapy for nonrelaxing pubo-rectalis syndrome
2) coexistent functional disorders: slow transit colon with
pelvic outlet obstruction
3) initial trial for the treatment of rectoanal intussus-
ception, perineal descent syndrome, and rectocele
Fecal incontinence
1) baseline therapy for neurogenic incontinence
2) additive therapy after anterior sphincteroplasty
Intractable rectal pain (levator ani syndrome)
Pediatric encopresis
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