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Fig. 1. A 42-year-old man with chronic functional constipation: Hypertonic lower anal sphincter pattern (type II).

On defecogram, this patient shows a persistent contraction of lower anal sphincter (arrows) during straining and defecation phases
with poor opening of anus. However, loss of mild indentation on posterior rectal wall by puborectalis sling (arrowhead) is noted on
straining phase.
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Fig. 2. A 77-year-old woman with
chronic functional constipation:
Dyskinetic puborectal sling pattern
(type III).

The distinctive indentation on posterior
rectal wall by contraction of puborec-
talis muscle is consistently noted on all
~ phases of defecography (arrowheads).
| However, opening of the lower anal
canal is normally seen on defecation
phase.

- m Fig. 3. A 28-year-old woman with
| chronic functional constipation: Spastic
pelvic floor syndrome (type IV).
All phases of defecogram show a
prominent posterior indentation of rec-
tum by persistent contraction of pub-
orectalis muscle (arrowheads) and non-
relaxating anorectal canal.
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Fig. 4. A 57-year-old man with chronic
functional constipation.

Defecographic findings of this patient
demonstrate dyskinetic puborectal
sling pattern (type III). During defeca-
tion phase, however, serial images
show relatively active contraction
along rectal wall (arrows) of grade 3.
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Fig. 5. Correlation between responsiveness of biofeedback
therapy and patterns of defecogram. (Type II, hypertonic low-
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VI, anatomical obstruction).

Fig. 6. Correlation between responsiveness of biofeedback
therapy and grade of rectal contraction on defecogram.
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Responsiveness of Biofeedback Therapy?!
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Purpose: To determine if pattern analysis of defecography can predict the responsiveness of biofeedback ther-
apy in patients with chronic functional constipation.

Materials and Methods: Over a two-year period, 104 patients with chronic functional constipation underwent
defecography and biofeedback therapy. Two blinded readers analyzed the defecographic findings and classi-
fied them into six types; I = normal defecation, II = hypertonic lower anal sphincter (poor anal opening due to
a persistent contraction of the lower anal sphincter), III = dyskinetic puborectal sling (inadequate laxity of the
puborectal sling), IV = spastic pelvic floor syndrome (persistent contraction of both the puborectal sling and
the lower anal sphincter), V = unclassified (including paradoxical contraction of the anal sphincter), VI =
anatomical obstruction. In addition, the degree of rectal contraction during defecation was scored (grade O to
3). After biofeedback therapy, the differences in the defecography patterns or rectal contractions between the
two groups, the responsive or non-responsive group, were analyzed.

Results: The defecograms revealed that the type IV of the spastic pelvic floor syndrome was most common (50
of 104 patients, 48%), followed by II (21/104, 20%), III (12/104, 11.5%), V (9/104, 9%) and VI (12/104, 11.5%).
Biofeedback therapy showed a therapeutic response in 71 out of 104 patients (68%) but failed in 33 patients
(32%). However, there were no significant differences in the defecographic pattern between the responsive
and non-responsive groups (p =0.630). The defecograms revealed rectal contractions in 78 patients (75%) and
moderate to vigorous contractions (more than grade 2) in 66 patients. Most of the biofeedback-responsive
group showed rectal contractions (66 of 71 patients, 93%, p < 0.001).

Conclusion: In patients with chronic functional constipation, there was no significant difference in the mor-
phological patterns of the defecogram between the responsive and non-responsive biofeedback groups.
However, the presence of rectal contractions during defecation was strongly associated with the therapeutic
response after biofeedback therapy.
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