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Effect of Biofeedback Treatment in Pa-
tients with Fecal Incontinence

In Ja Park, M.D., Chang Sik Yu, M.D., Hee Cheol Kim,
M.D., Young Hak Jung, M.D., Kyong Rok Han, M.D.,
Sang Kyu Park, Jung Rang Kim, Jin Sook Song, Hyang
Ran Lee, Jin Cheon Kim, M.D.

Colorectal Clinic, Department of Surgery, University of Ulsan
College of Medicine, Asan Medical Center, Seoul, Korea

Purpose: We aimed to assess the efficacy of biofeedback
therapy for patients with fecal incontinence (FI) according
to the etiology. Methods: Twenty-nine patients with fecal
incontinence were treated with biofeedback therapy using
a EMG-based system. The efficacy was assessed by using
changes in the Fl score (Cleveland Clinic, Florida: 0~20)
and satisfaction based on a subjective evaluation score from
0 to 100. The median follow up duration was 12 (3 ~25)
months. Results: Ten patients had idiopathic fecal incon-
tinence. Fourteen patients had fecal incontinence due to a
sphincter saving operation for rectal cancer. Four cases had
spinal cord injury and one patient had a major external
sphincter tearing due to trauma. The mean age was 52
(16 ~78) years. The median number of biofeedback ses-
sions was 10 (3~15) overall. The mean efficacy was 42.8%,
and the mean satisfaction score was 56.6. Improvements in
the Fl score and in the patients’ satisfaction varied ac-
cording to the etiology, 69.5% and 71.5 in the idiopathic
group, 28.5% and 49.3 in the postoperative group, and
35% and 24 in the spinal cord injury group. In the idio-
pathic group, 50% of the patients showed an improvement
in the FI score of more than 75%, and 90% of the patients
showed an improvement of more than 50%. The number
of liquid incontinence episodes was improved 78.3% later
in the biofeedback group, and this result was much better
than in the postoperative incontinence group (31.8%,
p=0.03). Conclusions: The success rate of the biofeedback
therapy for fecal incontinence is acceptable. Subjective
satisfaction is relatively higher than the improvement in the

fecal incontinence score. Idiopathic fecal incontinence may
be the best indication for biofeedback therapy. ] Korean
Soc Coloproctol 2005;21:138-144
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Table 1. Questionnaire used in this study

. . Less than 2 or 3 2 or3 More than
Items Pattern of incontinence No . .
once/month times/month times/week once/day
Score 0 1 2 3 4
1 Normal stool incontinence
2 Liguid incontinence
3 Gas incontinence
4 Apply diaper
5 Difficult social life
AR ASE £e FAEF 2 A5 S A4
ahdomen Bdomen SR 5o ABS Furste] MAF e Ao] ° 7
Bef i Aft i -
efore exercise er exercise o2 N7 WMAD 2 AAG 2oy Bokzol
s xol A&o] glal, SHABNAAEHAVS 2
B7)9] F7b} AASA gor] 5% FHol gE 3
S5 5wy WaE For 7RG
‘ ‘ dlole s =y Ag W ESAEES ol gaht
»’abdomen |2 - abdomen e . o 5m EL]-
Bofore exercisa = aftbr It reicd 45 (Polygraf ID 98, Medtronics, Denmark) 2.2 &+t
A9E BY T A3 AT 2R A58
i EUH EEdte] 2T 38 sk At 2
pa o] BAFUA Bep2 5% FAL AYYA(Fig. 1), &
: - HAE Azo] ok e A5SS st Pz
Fig 1. Monitor. It showed the changes after biofeedback training. glole =W 7]5L F7FTh & 103 X585 V&
ilfue liIll)c?sfinﬁgatez chanfe afte:r theEl;\i:éeedt})lack t;lerap}];..l.(UpPer) °0F AL 13 HAZ Aol Futx Z8AEH HY)
ter biofeedback, anal resting showed stabilization. - - 0 = s -
-7 o;ﬂ-ok‘:_L O = A3 & ZEA]L o]l T AR}
(Lower) On straining, height of blue line showed higher than Fal Z_ﬂ«] #efe AW F FAs o8 e
pre-biofeedback. 27 FHE 33 AASAT A 74 7&'5} ol:lo_‘ s}
FUIEE L2 a9 oAl 33 AAF F AE 1
3] des B3 2945 Hrhoh & (efficacy)= 74

EAE YolR 2} 4Tk
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< 37 34 F A8 F FHo| 7P 2941 E
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EE A HAES T3 HAF A 4(Cleveland
Clinic Florida; 0~20)(Table 1)’E =
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& 52 (1Al T3 FAH7IEE 12
GB~257h Lot} 7+ w#3te A# Aol Chi-
square test, ANOVA testS AF8-3l] #2433 P<0.05
E fFoF=Fo 2 HASH 2, Pearson correlation O
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2 AAAAES B THSPSS software ver. 11.0).
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A7 407} AAT, FE S 202 AW AT 100, 1 9) A5 &4 % Do) 9F A
Ales A8 e 49 19, 43aW 140 A= 4 AT 49, ATA LR WA FokE FQ &4
A i ZFEF A 7] (mean maximal resting pressure) o2 Q3 HAF 14 Fth = & HAF FoA &
42,6243 (11.4~110.2) mmHg, B ANFZ71¢ &2 AAYAAE 84, 2AYALAA < 549, A
£ 1102456.3 (30.6~222.8) mmHg®] 2t}. WAAGAAE D - BRE 197 47 A
103] A= F 330l Fs A7t 14, 5385 F Zdetel dis) Ao dUnle Fe T HAF 23
2 O ARF Ak 12 AA BT ABRFE ARAY TAME SAL Bou, Sy WaF
10 3~15)3 AL, HAFA A5 A HE 14 5~ Tl M= A7 Bt B A% AAAA ol
50), A& ¥ 8 (0~20)= B 42.8+354% F/FH Ao A 7 olgEth A8 A FEEFE FAVIE 2 H
B, it EEE 56.6+21.3 (0~100)A . Zz7)qte Euby WAT ToA 7HF Bkt
o q o 3 222 B EuLA
2) —OIEIO|_|HE# %Q = Z]"E_“] = H]E—OH 24 T= ’?;,“IEO,/\\_]_%
AT T 247 42.3%, 71.5%, 35%°| 3, &7}
AR E/HE wf, & F HAF 149, 54 = 28.5%, 69.5%, 24% AT MAF A7} 75% o) 7+
Table 2. Characteristics and treatment results according to etiology of fecal incontinence
Postoperative FI* Idiopathic FI Neurogenic FI P’
Male : Female 9:5 3:7 311 NS
Mean age (yrs) 53.1 31—-63) 55.5 (16~71) 40.5 (16~78) NS
Pretreatment
MRP' (mmHg) 46.6+20.9 33.8423.0 55.1£37.0 NS
msp (mmHg) 141.7+58.4 85.9+35.7 85.3£50.4 NS
Post-treatment
MRP (mmHg) 33.0+13.6 47.4+28.7 64.0+£9.3 NS
MSP (mmHg) 131.3+62.1 90.2+50.1 77.7+3.2 NS
Satisfaction 49.3 (0~90) 71.5 (20~100) 35.0 (0~80) 0.06
Efficacy (%) 28.5 (0~89) 69.5 (0~100) 24.0 (0~80) 0.006
>50% 27.3 90.0 25.0 0.001
>75% 7.0 50.0 25.0 0.02
Changes in FI score 3.7 (0~11) 9.0 (0~20) 43 (0~16) 0.04

*Fecal incontinence; Maximal resting pressure; ¥ Maximal squeezing pressure; §Postoperauve FI vs. Idiopathic FI.
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Idiopathic FI
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Fig. 2. Changes of number of liquid incontinence and pad use after biofeedback therapy according to etiology.
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Table 3. Changes of frequency of incontinence for liquid episodes

Postoperative FI* Idiopathic FI P
Changes of No. of incontinence (%) 31.8+45.4 78.3£33.4 0.03
>50% improvement (%) 5/14 (35.7) 8/10 (80.0) 0.03
>90% improvement (%) 4/14 (28.6) 5/10 (50.0) 0.05
*Fecal incontinence.
Table 4. Factors related to efficacy in idiopathic fecal incon- 100 L] . (]
tinence patients .
[ ]
80 L] ] °
P .
L [ ] [ ) L[]
c
50% efficacy 75% efficacy % 60 4 d e o
-.g ) . .
Sex 0.49 0.49 T 404 °
Age 0.19 033 @ .
Abnormal TRUS;* findings 0.39 0.20 20 . .
Pre-treatment FI' score 0.19 0.33 r=0.48
Pre-treatment MRP' 0.82 0.43 0
T T T T 1
Pre-treatment MSP"* 0.35 0.35 0 20 40 60 80 100
No. of biofeedback therapy 0.002 0.29 Efficacy (%)

+ . . .
*Trans-rectal ultrasound; ~ Fecal incontinence; ¥ Maximal
resting pressure; *Maximal squeezing pressure.
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efficacy.
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