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INTRODUCTION

Defecation-related disorders such as obstructed defecation
syndrome/fecal evacuation disorders/defecation dyssynergia
(DD) are frequently encountered in pelvic floor physiotherapy
units (PFPT). PFPT is an advanced subspecialty of
physiotherapy that caters to disorders related to obstetrics,
gynecology, urogynecology, urooncology, and colorectal
conditions involving the pelvic floor musculature. Although
there has been an immense contribution by physiotherapists
from the west,!'¥I this field is still in nascence in India.

We started a PFPT unit at Gleneagles Global Health city,
Chennai, in March 2018 with an intention to treat our patients
attending the gastroenterology department with symptoms of
incomplete evacuation, digitation, and straining to evacuate.
We present our approach to the management of these patients.

Patient EvaLuaTioN AND PLANNING AT PELVIC FLOOR
PHysioTHERAPY UNIT

Patients initially undergo a comprehensive evaluation including
digital rectal examination.’! The severity of the problem is
assessed on a visual analog scale (VAS) and recorded on a form.
The scale provides information on the severity of symptoms
such as pain and discomfort on a scale of 0—-10, where 0
represents no pain or discomfort and 10 represents severe pain
or discomfort. Next, the patient is scored on the obstructive
defecation syndrome (ODS) score which is a 5-item score that
evaluates the frequency (never, rarely, sometimes, usually, and
always) for symptoms of ODS: excessive straining, incomplete
rectal evacuation, use of enemas/laxatives, vaginal/perineal
digital pressure, and abdominal discomfort/pain. The form is
completed before and after PFPT.[Y The next evaluation that
is recorded is the constipation scoring system (CSS) score.
This provides baseline pre- and post-PPFT information on
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frequency of bowel movements, duration of constipation,
painful evacuation, incomplete evacuation, abdominal pain,
type of assistance required, time spent in lavatory, and
unsuccessful attempts for evacuation in 24 h.l"”

A treatment plan is recorded in the Subjective, Objective,
Assessment, Plan (SOAP) format. This includes:

Subjective
VAS, ODS, CSS scores.

Objective
Comprehensive pelvic floor physiotherapy evaluation includes
external and internal examination.

Assessment
Interpretation of the findings and setting the treatment goals.

Plan

Plan protocol based treatment schedule, i.e., 1 h session of
pelvic floor physiotherapy with or without JOGO digital
therapeutic electromyography (EMG) biofeedback device
using a rectal probe, patient education, bowel diary, therapeutic
exercises, and home exercise program once a week for 8 weeks.

Pelvic floor physiotherapy is individualized after detailed
assessment of pelvic floor muscle spasm, trigger point, muscle
weakness, and prolapse by observing mobility of pelvic joints,
spasm/tightness/weakness of pelvic floor muscles (PFM), and
transvaginal/transrectal examination.
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Based on the PFPT evaluation, DD is categorized as:
*  Typical DD

*  Spasm or hypertonicity of PFM

*  Weakness or hypotonicity of PFM

*  Combination of hyper and hypotonicity.

ProtocoL For TypicAL Derecation DYSSYNERGIA

This includes toilet training posture, diet, maintenance of bowel

diary, advice on medication, workouts including regular walk

i.  Toilet training posture: After ensuring the absence of
any orthopedic issue, patients are advised to use an
Indian squatting toilet, when available, or to place a foot
stool in front of the western closet. These alterations
ensure an effective contraction of the lower abdominal
muscles (transverse abdominis), widening of the anorectal
angle, straightening of the rectum, and relaxation of
the puborectalis muscle thereby enabling the rectum to
evacuate completely with minimal pain and little or no
extraordinary effort

ii. Diet, maintenance of bowel diary and workout: A diet
chart is provided that ensures a high fiber, low fat, and low
carbohydrate diet. Patients are asked to maintain a bowel
diary. Baseline 3-day diet recall and problems related
to bowel movement are noted in a pretested pro forma.
Acrobic exercise in the form of brisk walking is advised

iii. Medication: Patients are prescribed osmotic laxatives
and/or a combination with prokinetic agents. Stimulant

iv.

laxatives is introduced in those with an associated slow

transit constipation

Therapeutic Exercises: Structured exercise program

includes [Figure 1]:%

iv: aRelaxation exercises: Diaphragmatic, lower costal,
apical breathing exercises
» Total body relaxation (Savasana)

» Lower abdominal breathing exercises in crook
lying position with bulging out/stretching/
relaxation of PFM.

iv: b Filler Exercises: Lower abdominal breathing
exercises, pelvic rocking exercises, and low back
pressing exercises.

iv: ¢ Stretch Exercises: This involves external stretching
along with internal stretching/bulging out/relaxation of
PFM, i.e., stretching of hamstrings/calf muscles, gluteus
maximus, hip adductors, hip abductors, and piriformis.

Stretching postures

* Modified Malasana: squatting on ones back with
bulging out/stretching/relaxation of PFM in supine
position

*  Bhujangasana: stretching of the abdominal muscles
with pelvic floor relaxation in prone position

*  Balasana: child pose

* Bilateral adductor stretching in sitting with pelvic
floor relaxation

»  Side stretching of the lateral lumbar flexors in sitting
posture

Figure 1: Pelvic floor relaxation exercises. Pelvic floor relaxation/stretch exercises. Top Row (left to right): Deep Breathing Exercises, Savasana (total body
relaxation), hamstrings stretch with Pelvic Floor Muscles relaxation), gluteal stretch with Pelvic Floor Muscles relaxation). Middle Row (left to right): Right
Adductors, Right Abductors, Piriformis, and both adductors stretch with Pelvic Floor Muscles Relaxation. Bottom Row (left to right): Abdominal, Spinal

Extensor, Side Flexors, and Inner thigh Stretch with Pelvic Floor Muscle Relaxation
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» Iliopsoas stretching in standing position with bulging
out/stretching/relaxation of PFM
* Malasana: Frog squat position with pelvic floor
stretching.
vi. Biofeedback protocol
Biofeedback therapy is added to improve pelvic floor
relaxation. This involves downward pelvic floor
relaxation training using the JOGO device (JOGO EMG
Digital Therapeutic Device, USA, www.jogohealth.
com) [Figure 2]. In this system, the rectal probe is
connected to a shimmer which is further connected to a
Samsung tablet through the wireless blue tooth. Patients
are trained to relax the puborectalis and external anal
sphincter for expulsion of rectal contents. A proper
response is demonstrated through visual and auditory
feedback. There are several biofeedback models that
are available which includes Myomed 632by Enraf
Nonius (Netherland Product) and Pathway CTS2000 and
Pathway CTS 1500 Pelvic Floor Muscle Rehab Systems
by Prometheus (an American product). Compared to these
other available systems, Jogo system is portable with
facilities for EMG and biofeedback with virtual reality
facility and minimal overall treatment duration. The raw
data of EMG are transformed as a graphical presentation.
The cost of JOGO instrument is approximately Rs
3,00,000/- and Rs 5000/- for the disposable rectal probe.

ProtocoL For ComsiNeD HyPer AnD HypoToONICITY
oF Pewvic FLoor MuscLEs

This includes biofeedback for pelvic floor relaxation exercises
for hypertonicity and strengthening alongside pelvic floor
stretch exercises for hypotonicity.

Case study

Mrs D, aged 32 years, with a body mass index of 35.5 kg/m?,
presented with a history of incomplete evacuation and digitation
for over 15 years was referred for PFPT. On evaluation,
hemogram, liver biochemistry, serum calcium, and thyroid

Figure 2: Jogo Biofeedback equipment (www.jogohealth.com)

function tests were normal. Short length colonoscopy reported
the presence of internal hemorrhoids. Sitz marker study
suggested a slow transit constipation with pelvic floor DD.
Ano rectal manometry (ARM) confirmed a diagnosis of Type
IV pelvic floor dyssynergia and a megarectum. However, adult
Hirschsprung’s disease was also considered as a differential.
Dynamic/functional magnetic resonance imaging confirmed
ARM diagnosis of DD (anismus), and in addition revealed
a weak pelvic floor with moderate posterior compartment
descent on maximum strain.

Working diagnosis

Slow Transit Constipation with type IV DD/megarectum was
diagnosed. The patient was started on prucalopride 1 mg twice
a day in combination with polyethylene glycol 3350 (2 scoops
with water three times a day) ensuring patient was passing
motion with ease at least once a day.

Pewvic FLoor PHYSIOTHERAPY EVALUATION

Subjective

On VAS, she had a score of 10 out 10. The ODS score was 15
out of 20 and CSS 14 out of 30. Based on her diary records,
she was clearing her bowels once in 3—4 days.

Objective
Transrectal examination of PFM confirmed the presence of
predominant hypertonicity and less of hypotonicity.

The patient underwent Jogo EMG Biofeeback therapy. The
EMG readings [Figure 3a and b] are first calibrated with
time in seconds in the X-axis and neuromuscular recruitment
potential in millivolts in Y axis. The bar diagram in blue
indicates recruitment of PFM (puborectalis-PR) and the red,
the recruitment of transverse abdominis musculature (TrA).
In our patient, baseline PR was 45 mvS (representing pelvic
floor tightness) and TrA 3 mVS (representing abdominal
weakness), indicating difficulty in normal bowel evacuation.
After 8 sessions of Jogo EMG Biofeedback, she showed a
significant response to treatment with decrease in PR voltage to
9—-10 mvS (representing pelvic floor relaxation) and increase in
TrA voltage to 48 mvS (representing the increase in abdominal
muscles strength) [Figure 3b], an essential normal defecation
process.

In response to eight sessions of therapy, patient’s bowel
movement improved to passage of stool on alternate days,
less subjective feeling of incomplete evacuation (70%), and a
good improvement in all the subjective scores until 3 months of
follow-up [Table 1]. The patient continued on osmotic laxatives
for initial 4 weeks and thereafter reduced the dosage schedule
in the following 2 months.

In our preliminary experience with PFPT, we followed
up 31 patients with confirmed DD [Table 1], as per ARM
protocol of categorization, for 6 months. Referrals for PFPT
were straining to evacuate, obstructive symptoms during act
of defecation and at times resorting to digital evacuation.
Six patients (20%) had a Bristol stool form type 1 and 2.
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Figure 3: (a) Baseline Jogo electromyography Biofeedback note weak
abdominal muscles: TrA (red) 3 mvS and pelvic floor tightness: PR (blug)
45 mvS. Post Jogo electromyography Biofeedback therapy: Note an
increase in strength of abdominal muscles: TrA (red) (48 mvS) and
relaxation of pelvic floor: PR (blue) (9-10 mvS)
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Table 1: Visual analog scale, obstructive defecation
syndrome and constipation scoring system scores before
and after Jogo EMG biofeedback

Before JOGO After JOGO
VAS scale 10/10 1/10
ODS scale 15/20 9/20
CSS scale 14/30 10/30

VAS: Visual Analog Scale, ODS: Obstructive defecation syndrome,
CSS: Constipation scoring system

Twenty of 31 patients required laxatives. We observed a post
intervention improvement in both symptoms and objective
assessment parameters, i.e., ODS, CSS, and VAS. There
was also statistically significant improvement in anorectal
pain/discomfort after PFPT. On a subjective grading system,
14 patients (47%) were very satisfied; 14 (47%) reported

satisfactory reliefand 3 (6%) had no appreciable improvement.
The most preferred intervention which relieved the symptoms
was pelvic floor stretch exercise in lying position in 80%.
One-fifth of cases (20%) preferred posture specific (dynamic
stretching) pelvic floor stretch exercise in sitting and standing
position especially frog squatting (Malasana position).

Based on these observations, we propose to lay stress on a
personalized approach to preferred exercise by the patients
and thereby alleviate their troublesome symptoms.

Acknowledgments

We would like to thank Ms. Lakshmi from Gleneagles Global
Health City whose photographs have been used to demonstrate
the various poses used in physiotherapy treatment. An
informed consent has been signed by her for publication of
figurative demonstration of various exercises and the format
was approved by ethics committee of Gleneagles Global
Health City.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES

1. Bannister T. Physical therapy management of pelvic floor dyssynergia.
J Womens Health Phys Ther 2009;33:16-21.

2. Binford J. Physical therapy management of outlet dysfunction
constipation and pelvic pain. J Womens Health Phys Ther
2013;37:59-69.

3. Bartley W. Pelvic physical therapy intervention for the pediatric
patient with a complex anorectal anomaly. ] Womens Health Phys Ther
2017;41:177-84.

4. Lonkhuyzen ML, Bols EM, Benninga MA, Verwijs WA, Bie RA.
Effectiveness of pelvic physiotherapy in children with functional
constipation compared with standard medical care. Gastroenterology
2017;152:82-91.

5. Jain M. Digital rectal examination a reliable screening tool for
dyssynergic defecation. Indian J Gastroenterol 2018;37:176-7.

6. Renzi A, Brillantino A, Sarno GD, D’Aniello F. Five-item score for
obstructed defecation syndrome. Surg Innov 2012;20:119-25.

7. Agachan F, Chen T, Pfeifer J, Reissman P, Wexner SD. A constipation
scoring system to simplify evaluation and management of constipated
patients. Dis Colon Rectum 1996;39:681-5.

8. Kassai K, Perelli K. The Bathroom Key: Put an End to Incontinence.
New York: Demos Health; 2012. p. 184-209.

9. Stein A. Heel Pelvic Pain: A Proven Stretching, Strengthening, and
Nutrition Program for Relieving Pain, Incontinence, IBS, and other
Symptoms without Surgery. Berkshire, New York: McGraw Hill; 2008.
p. 28-67.

‘ Gastroenterology, Hepatology and Endoscopy Practice | Volume 1 | Issue 2 | April-June 2021 85




	Page 1

