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Abstract

ABSTRACT

Objective:

Obstructed defecation syndrome (ODS) is a type of constipation
characterized by fragmented stools, need for straining at defecation, sense of
incomplete evacuation, tenesmus, urgency and pelvic heaviness. This study is
aimed to assess and compare and matching the role of Dynamic magnetic
resonance imaging (MRI defecography) with the cilincal diagnosis in such
patients.

Methods:

This retrospective, case-control study was conducted on twenty
patients suffering from obstructed defecation syndrome that have been
diagnosed clinically. The patients age is ranging between 16 and 69 years old.

Results:
Statistically MRI study showed significant anatomical defects
(p<0.05) as the followings:

Most of patients had Rectocele (65%), spastic pelvic floor Syndrome, because
of pelvic floor descents in (55%) of patients. Intussusception (45%),
Cystocele (30%), enterocele (25%), Anismus (15%) and uterine prolapse
(15%)

Conclusion:
— MRI has good value to detect abnormalities pertinent to posterior
compartment in pelvis.
— Results of MR imaging showed positive agreement with clinical
diagnosis of ODS in65% of patients.
— MRI showed (65-90)% sensitivity, specificity, positive and negative
predictive values as well as accuracy.

MRI assessment of the posterior pelvic compartment can be indicated
to detect the anatomical defects and lead to more successfull patient
management and subsequently decreases the rate of postoperative recurrence.

Key Words:  Obstructive defecation; Defecography; Dynamic magnetic
resonance imaging.
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Introduction

@bstructed defaecation syndrome is a common condition
2 in which a persons are unable to evacuate their bowels

properly.

This syndrome is characterised by difficulty passing
motions, multiple (often unsuccessful) visits to the toilet, a
sensation of a blockage and incomplete emptying. Patients
with obstructed defecation syndrome often use their finger to
help them to empty, pushing on the perineum (the skin in
front of the anal canal), on the back wall of the vagina or in
the anal canal itself. Patients often have some symptoms of
fecal incontinence.

Generally ODS is caused by the structural abnormalities
associated with a weak pelvic floor or prolapse disease
(intussusception or internal rectal prolapse,rectocele). Less
commonly (about 5-10%), a tight pelvic floor is the cause. Also
there are clinical causes like irritable bowel syndrome and
psychological disturbances (Marzuok Deya, 2012).

The pelvic floor is divided into three compartments:
the anterior compartment (lower urinary tract), the middle
compartment (vagina/uterus), and the posterior compartment
(ano-rectum). The pubococcygeal line is drawn from the
inferior border of the pubic symphysis to the last coccygeal
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articulation. The anorectal angle is formed between the
posterior walls of the rectum and anal canal at the anorectal
junction. At rest, the anorectal angle is acute due to the
indentation of the puborectalis sling on the posterior rectal
wall. During normal defecation, there is mild pelvic floor
descent with relaxation of the puborectalis. Consequently, the
anorectal angle becomes wider, so that the rectum and anal
canal become aligned in almost a straight line followed by
evacuation.Various pathologies can be diagnosed and graded
using MRI.The descent of the anorectal junction, vaginal
vault, bladder (cystocele), and small bowel (enterocele) can
be measured as the perpendicular distance below the
pubococcygeal line. Usually, multiple pathologies are found
to co-exist and can sometimes create a confusing overall
picture (Ravicumar B Thapar, 2015).

Constipation is a very common presentation by the
patients of a practicing surgeon. Any constipation that defies
the existing understanding merits consideration for its
evaluation for obstructed defecation. Constipation can be of
primary or secondary variety. After clinically excluding the
usual causes of constipation and ruling out colonic motility
disorders,  specialised investigations like  dynamic
defecography help in further management of obstructed
defecation syndrome (Brij B. Agrawal 2015).




