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— The Latest Trend of Dynamic MR Defecography
for the Chronic Constipation Patient —
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Fig. 1. Parameter of defecography in women, Inferior
pubococcygeal  lingPCL) is line  which connect  the
symphysis pubis relationship lower border and last
coccygeal joint, Anorectal angle(ARA) is speak angle with
company's back wall and anal center line,
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» Abstract

The Latest Trend of Dynamic MR Defecography
for the Chronic Constipation Patient

Seok-hwan Yoon

Diagnostic Radiology, Samsung Medical Center

With advancement of the medical imaging technology, the dynamic pelvic MRI (magnetic resonance
imaging) has been introduced and used for dynamic MR defecography to improved diagnosis of the
patients, At the early stage of its use, it was mostly used to diagnose enterocele or cystocele, then its
use was extended to diagnose the organ prolapse and other dysfunctional pelvis organs. There now
have been many reports of other diseases such as the functional constipation and others, This paper
introduces the pelvis MRI and the dynamic MR defecography and reports the future trend in their
clinical applications.

Until recently, the studies with pelvic MRl were mostly focused on observing the movement of the
pelvis in the supine position. Yang and 26 others reported good result in observing the patients with
the pelvic organ prolapse by using the pubococcygeal line as the anatomical index, Using the fast
gradient recalled acquisition (fast GRASS), they compared cystocoele, genitourinary prolapse, enterocoele
and rectocoele with the control group. Kruyt et al, observed the posterior compartment and reported
that MRI was more helpful than the fluoroscopy. Healy et al. applied the dynamic MRI test on the
patients with constipation or incontinence as well as the control group without those symptoms, Since
then, MRI technology has further advance by Lienemann, who was able to attain the more detailed
images using the fast T2 weighted turbo spin echo technology, and others. If its limitation in
diagnosing intussusception and the like, since the observation can be made only from the supine
position, can be overcome with open MR or others, it is envisages that the method can eventually
replace the radiological defecography.
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