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Abstract

The new information obtained with such modality most likely to be
higher than conventional defecography especially in patients with AI. We
believe that MRI with its lack of ionization, capability of multi planar
acquisitions and the presence of different imaging types with the newly
established normal parameters of the evacuation phase in male and
female are capable to allocate the MR imagining in a corner stone

position when it comes to the assessment of patients with PFD.
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Introduction and aim of the work

Introduction & Aim of the work

Pelvic floor dysfunction (PFD) has a significant impaction socially,
psychologically and economically. Elsayed R (2013), mentioned that each
year PFD affects 300,000 to 400,000 of American women so severely that they
require surgery and approximate ~ 30% of the procedures are reoperations.
Pelvic floor dysfunction (PFD) is a term applied to a wide variety of clinical
conditions, including urinary incontinence (UI), pelvic organ prolapse (POP),
defecatory dysfunction, sensory and emptying abnormalities of the lower
urinary tract, sexual dysfunction, and several chronic pain syndromes

(Elsayed R ,2013).

Disorders of the anorectum and pelvic floor affect approximately 25%
of the population (Rao, 2010); and bout 10% to 20% of patients seeking
medical care in gastrointestinal clinics have anorectal dysfunction (Roost et

al, 2002).

The evaluation and treatment have been hindered by a lack of
understanding of underlying mechanism (s) and a working knowledge of the
diagnostic advances in this field. A meticulous evaluation of anorectal
structure and its function can provide invaluable insights regarding the
pathogenic mechanism(s) of these disorders. Also, significant new knowledge
has emerged over the past decade that include the development of newer
diagnostic tools such as high resolution manometry and MR defecography as
well as a better delineation of the clinical and pathophysiological subtypes of
constipation and incontinence (Rao, 2010).Generally, anorectal dysfunctions

divided into two main categories: 1) Anal incontinence & 2) Constipation



