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= — Equal prevalence in older males & females
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- = ] 9 of population has gross incontinence

= - — Elderly people have 5 times greater prevalence than young
— Women are twice as likely to have gross incontinence as men
— 10-16% of women > 64 YOA have gross incontinence
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_ _5 YOA are as likely to have gross
i ‘I inence as males of equal age

> 65 YOA are as likely to have
ecall incontinence as younger females

— C)ver 30% of women reporting urinary incontinence
-~ also report fecal incontinence
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® 10 times as prevalent as fecal incontinence
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Relaxed puborectalis

Contracted puborectalis
prevents defecation allows defecation
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Provides 75 % of anal canal pressure
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on percelved

—— C9n§cience avoidance of increasing abdominal pressure

® Rectum wall' expands to accommodate stool

® Sensation subsides, temporarily



Rectal Angulation
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® Damaged / asymmetrical sphincter muscles
— Ineffective outlet obstruction




~ = Abdominal oblique & diaphragm muscle contractions increase intra-
e 'Bdomlnal pressure

e Rectum contractions

e Defecation happens...
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— Rect é :- uIt sensation & compliance
— r\mrnJ nal strength, symmetry & control
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S -‘Pudendal Nerve Latency Testing (PNTL)
— Motor nerve health to puborectalis & anal canal
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- ® Patient control of continence & defecation sequences
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Esting pr essure

— l\/legur a5 the pressure throughout the anal
Celfle Al exerted 0y the puborectalis muscle,
S mal anal sphincter, and external anal
== -' sphincter during periods of rest.
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- (80%)

| — Noermal: 50-100 mmHg
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asphiicier length

SHVIEES Jr__ _‘{j"he length In cm of the anal sphincter from
WHENEThe pressure rises off baseline to where the
priessure drops to baseline as the catheter is pulled

| -ﬂ‘c gh the sphincter.
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— A rm__l;’é 'ectlonal catheter provides a 360
degree 'dlsplay of the anal sphincter to
-eLrw presence of defect in the resting
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-~ s \May contribute to incontinence

-~ eHigh pressure
-~ — May be smooth or striated muscle spasm
® Anal pain

e Fissure



e Measures the increase in sphincter pressure with a
voluntary squeeze

— Puborectalis muscle and external anal sphincter contributes to
the squeeze pressure

— Continence success dependent on voluntary effort to overcome
RAIR and increased intra-rectal pressure
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il pressure over resting pressure with a
/. SQUEEZE

—= J ?rmal 50-100 mmHg
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= |\ ammum Voluntary Sgueeze Pressure
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4;__—__. = Increase in pressure over rectal pressure with a
-~ voluntary squeeze
® normal: >100 mmHg
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e Symmetry

— Multidirectional pressure sensors plot a 4 quadrant
display to determine a defect during a voluntary
squeeze




.r..,ﬁ
bt Rkl ‘nhWﬂin

...._...._. .n..v.-_.-

L e ——

e

|— =)

| .

| _,
. | i
| |

_ _
J ] )
1 _ .” 5
i __ . =
__ _ |
_ | |
1 __ _. | p
| m_ __



F2&0

P3F4 PS5 PESO

FE.FPI.PI0.P7 40

P11,P12.P13.P14.30

P16.P17.P18.P15 20

P19.P20.P2,.P2210

P231.0
Chan PD

Rectum




P2P4 PS5 PESD

PEPAPIOLPT 4D

P11, P12P13 P4 20

P16 P17 PIE. P15 20

FIOPA PO PE LD




.ur-m-. “_.._m._.- ..... ; .”
. w_m‘...,.m..w ] F m Rrin s .r... b
LA ER 2 d = .u.J...! - “
| .,.,_F!._._m_?sq__ﬁﬁa_ttuh.._s?cn__hht_l w...__.mW _"_..__...n.
] ,__..fﬁtﬁ.hqhm_.iu:rt?!:{.v ..,..,, __ﬂﬁ._w h. :
wwﬁw.. uﬂn&. Wvu . -_.m...?... __
w o :n._e i T ) M
| -,ﬁ.ﬁ.ﬁ iy

it

T
A e rrrs

PEPYSPIOPT 4O
P16 P17 PIE. P15 20

FIL.PILPILPI4Z0
P13, P3P PEE LD

TTEfF LN F AN ITW




n

2 \Wrieik elo) We:
BNl/eak veluntary squeeze
s\\Weak EAS from either muscular or neural damage
- J\/l= cular sphincter damage
e‘urologlcal damage of the motor pathways
oorly compliant patient
-~ % -Incontinence
y,fatlgue
—— - Possible pudendal nerve damage
e —ncontinence
- — Asymmetry
= : ® Sphincter defect
— Incontinence
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* Internal anal sphincter relaxation in response to rectal distension
— Volume incremental
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- Jr#ﬁ ~Hirschsprung's disease

= RAIR pr sent then functioning myenteric plexus and the
IISEN! ce of Hirschsprung’s

2 L\Jo_r yibition of IAS
i' — wschsprungs
e -_‘Mega rectum

e, B
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== e -Tonically contracted EAS
= Zﬁlmmlshed rectal sensation

?F?T‘-"L’— * |ncontinence

-~ e Mega rectum

- _ Failure of EAS to contract

® Fecal incontinence




orectalls and external anal
‘response to pushing as in an
to defecate. Pushing results in
mpressmn perineal descent and
fal : elaxatlon
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rmal: decrease pressure

® The pressure should not increase which indicates a
paradoxical response
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Normal strain response

Increase intrarectal pressure




Abnormal strain response
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2Usn Study

,@r functlonal outlet obstruction (FOO)

) x1ca| lesponse
.._._'—'ua '@ anismus, dyssynergia
| Symptoms of

= ‘:-'— — inability to pass stool

- _ Excessive straining

— Incomplete evacuation
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