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Abstract
Peri- and post-menopausal women are at an increased risk of pelvic floor dysfunction (PFD). As a term for a wide

range of medical conditions, it may refer to everything from incontinence and abnormalities to prolapse and sexual
dysfunction. When used for morpho-functional evaluation, MRI may be a valuable asset. An important goal of this new,
forward-looking study was to compare dynamic and static magnetic resonance imaging (MRI) in evaluating female
pelvic floor diseases and identify any commonalities. Study Subjects and Procedures: Clinical and dynamic/static
magnetic resonance imaging tests were performed on 65 women in total (55 cases and 10 controls). Those in the patient
population who have symptoms such as chronic constipation, obstructed bowels, prolapsed pelvic floor, stress
incontinence, or anal incontinence should be referred. Static and dynamic MRI were used on all of the participants.
Overall, the mean patient age was 39 years (SD: 14 years). Concerning the relationship between static and dynamic
testing, muscle and fascial defects were shown to be the most common defect in people with constipation, pelvic organ
prolapse, and stress urine incontinence. Anal incontinence was associated with anal sphincter complex impairment. As
a result, structural and functional changes may be identified using static and dynamic MRI, making it an important tool
in the evaluation of female patients with PMS.
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1. Introduction

Pelvic floor dysfunction (PFD) is a prevalent
health problem among women nowadays [1] a bony
structure that supports the pelvic organs and controls
the anal sphincters and urethra at rest and voluntarily.
Women have a considerably higher level than males
[2]. Disorders such as incontinence, prolapse of the
lower urinary tract, disruptions of the defecation
process, and sexual activity may all be referred to by
the acronym (PFD). [3]. Variables that contribute to
high intraabdominal pressure include old age, obesity,
pregnancy, multiple births, menopause, connective
tissue disorders, smoking, and any other condition that
elevates it.... [4]

This connective tissue and muscle network helps
to support the pelvic floor. Closing the urogenital
hiatus is aided by levator ani muscle lift. There are
three muscles in this group: the iliococcygeus,
pubococcygeus, and puborectalis. An example of
supporting connective tissue is that which surrounds
the vagina and the perineal body, as well as the arcus
tensor levator ani. Denervation of the muscles may
weaken the pelvic floor by putting stress on the fascia.

In order to fully evaluate the affected structures,
clinical evaluations, physiologic testing, and
counselling about conservative therapy versus surgical
options are often required [7]. In clinical assessment,
defecography is often beneficial. Static/dynamism
imaging technique, which enables imaging of all pelvic
floor compartments, is an useful tool for detecting
complex pelvic floor diseases.

Pelvic diseases may manifest as a single
compartment illness or as weakness or dysfunction of
the whole pelvic floor, thus a combination of static and

dynamic findings is needed. Pelvic floor disorders can
only be accurately diagnosed by imaging, and dynamic
MR defecography is a useful tool for this purpose[4].
As a result, the investigation's goal was to establish
whether or not pelvic floor dysfunction (PFD) is
caused by a specific pelvic floor disease by examining
the use of MRI in diagnosing individuals with PFD, as
well as static and dynamic imaging techniques.

2. Patients and methods
2.1. Patients’ population

The study was conducted on 65 women from April
2018 to December 2020. Ten volunteer women served
as a control group, and 55 women served as patient
group. All patients were referred from the surgery
clinic, Benha Faculty of Medicine for MRI evaluation;
all participants were evaluated by clinical history and
examination at the surgery department. Informed
consent was obtained from the control group and all
patients who fulfill the inclusion criteria.

2.2. Inclusion criteria
Any patient with manifestations of pelvic floor
dysfunction. They were categorized according to their
chief symptoms into five groups as follow:
= Chronic constipation.
= Obstructed defecation (OD).
= Pelvic organ prolapse (POP).
= Stress urinary incontinence (SUI).
= Anal incontinence (Al).
2.3. Exclusion criteria
= The use of electronic (e.g., cardiac pacemakers)
and metallic implants (e.g., cardiac valves or
piercings).
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Currently under treatment for malignancy.
Claustrophobia.
Pregnancy.
Previous radiation to the pelvis.
Pelvic masses.
Anorectal malformation.
If they had any cognitive problems affected their
ability to cooperate and give informed consent.
2.4. Patient Preparation
According to advice of the ESUR and ESGAR, [10],
the following should be fulfilled:
= A full patients’ history was taken.
= All patients underwent cleaning rectal enema the
night before MR imaging.
= No need to contrast agents orally or intravenously.
= The urinary bladder is moderately filled, voiding
urine two hours before the examination.
= The evacuation phase is important because POP is
only evident when abdominal pressure increases.
2.5. MRI technique
= Images were obtained using 1.5-T MR imaging
unit (Siemens healthineers Global- MAGNETOM
Sempra 1.5 Tesla) using a pelvic phased-array
coil.
= Ultrasound gel (90 to 120 mL) was placed into the
rectum.
= The patients were examined in the supine position
with the knees elevated because to facilitate
straining and evacuation.
= A pad was placed under the patient to add comfort
when evacuating the rectum and to avoid
contamination of the MR table.

2.6. MRI analysis
We followed Elsayed et al. [10] method for MR
protocol, as follows:

2.7. Static MR imaging sequences:

High-resolution T2- weighted images (T2WI) (in
three planes (axial, coronal, sagittal) (repetition time
ms/echo time ms (TR/TE) 5000/132, field of view
(FOV) 240-260 mm, slice thickness 2-4 mm, gap 0-0.5
mm, number of signals acquired 2, flip angle 90,
matrix 512 x512, acquisition time 3.12 min for each
sequence]

2.8. Dynamic (kinematic) MR imaging sequences:

Acquisition of five sections during the phases (a)
at rest. b) During squeezing and ¢) During maximum
straining, in the three planes (axial, coronal, sagittal)
using true fast imaging with steady-state free
precession (TRUFI) (TR/TE 5.0/1.6 ms, FOV 300 mm,
slice thickness 5-7 mm, gap0.0- 0.7 mm).

2.9. Evacuation phase

The images were obtained in the sagittal plane
with the similar parameters of the previously
mentioned dynamic sagittal dynamic protocol. The
evacuation sequence was considered adequate when
the injected gel is seen passing through the anal canal
lumen. It was repeated until the rectum is totally
emptied to exclude rectal intussusceptions.

2.10. Image analysis

We followed the instructions of Elsayed [11] on
analytical approach of the static and dynamic imaging
as well as correlation of both studies. Regarding the
static images, the urethral supporting structures
consist of ligaments, level 11l fascial support and the
puborectalis muscle. The assessment of the vaginal
supporting structures including the level | &Il fascia,
and the iliococcygeus muscle. Finally, evaluation of
the anal sphincter lesions were classified according to
the muscle injured (the internal or external anal
sphincter).

In the analysis of dynamic imaging, the
pubococcygeal line (PCL) obtained by a line drown
from the inferior border of the symphysis pubis
anteriorly to the tip of the coccyx posteriorly, was used
as the reference line. For each participant, the descent
of the bladder neck, bladder base, uterus, and anorectal
junction below the PCL was recorded. Other
measurements in the sagittal plane during maximum
straining included the levator plate angle, which is
enclosed between the levator plate and the PCL was
measured in maximum straining. In the axial and
coronal planes, respectively, the width of the levator
hiatus and the iliococcygeus angle were measured
during maximum straining. These measurements were
all considered to reflect the status and the weakness of
the levator ani.

2.11. Statistical analysis

Data were collected, coded, and entered to
Statistical analysis were performed using IBM SPSS
Statistics version 25 (IBM, Armonk, New York,
United States). Quantitative data were summarized as
means (M) and standard deviations (SD) and compared
using independent t-test for two groups comparisons or
one-way ANOVA for more than two groups’
comparisons followed by Dunnett’s test as a post hoc
analysis to judge the difference among values of
individual ~ parameters.  Categorical data were
summarized as numbers and percentages. It were
compared using the Chi square or Fisher’s exact test.
P-value of <0.05 was considered statistically
significant for all tests.

3. Results

A total of 65 women were included in the study,
dynamic/static pelvic floor MRI was successfully
completed in 55 patients with a mean age of 39 (xSD =
14 years) and ten women served as control with mean
age of 36 (xSD = 3 years). There was a non-significant
difference between both groups; (P value = 0.096).

In healthy control, continent women, even with
maximal downward pelvic strain, MR images
demonstrate minimal descent of the pelvic organs. The
bladder neck, vaginal fornixes, and anorectal junction
all stay at or above the pubococcygeal line. On sagittal
images obtained during pelvic strain, the urethra should
maintain its normal, slightly anterior orientation to the
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bladder base. On axial images, the entirety of the
levator sling should be of similar thickness and
homogeneous low signal intensity. On coronal images,
the iliococcygeal muscle should be intact and upwardly
convex. As women age, some thinning of the levator
ani muscle occurs normally; however, no tears should
be identified. The vagina should have an H-shaped
configuration, which indicates adequate lateral fascial
support Fig. (1)
Chief symptoms

The most frequent symptom was obstructed
defecation (38.2%), followed by constipation (25.5%),
pelvic organ prolapse (16.4%), anal incontinence
(10.9%), and stress urinary incontinence (9.1%) Fig.

)

Analysis of the Static Study and Assessment of the
Supporting Structures:

Regarding vaginal supporting structures, Level | &
I endopelvic fascia defect was significantly higher in
cases (47.3%) compared to controls (0.0%); P-value
was 0.005. Also, iliococcygeus muscle defect was
significantly higher in cases (20.0%) than controls
(0.0%); P-value was 0.121. There were a significant
difference in puborectalis muscle defect and level 111
endopelvic fascia defect incases as compared to control
groups; P-values were 0.047 and 0.034, respectively.
As regards to anal sphincter, there were non-significant
differences in external or internal anal sphincter
defects; P-values were 0.072 and 1, respectively Fig.
(3.4).

Fig. (1) Normal static/dynamic MR imaging findings in 22-year-old woman in control group. A& B: axial and coronal
T2-weighted turbo spin-echo (TSE). Static images showing normal pelvic floor muscles (Yellow arrows: puborectalis,
blue arrows: lliococcygeus and Red arrows: level 111 endopelvic fascia). C: Static axial T2-weighted (TSE) images at
the level of anal canal showing normal anal sphincter complex. D: Dynamic sagittal true fast imaging with steady-state
free precession (TRUFI) image during evacuation phase showing no pelvic organ descent below the PCL (Red line) and
no anterior rectocele. (E, F&G): Dynamic images (TRUFI) in three orthogonal planes during maximum straining
showing normal supportive measurements. E: The sagittal plane: the levator plate angle (LPA)measuring 27.20. F:
Axial plane: width of the levator hiatus (WLH) measured 4.6 cm. G: Coronal plane: The iliococcygeus angle (ILCa)
measured 54.90

8 Constipation
O0bstructed defecation
O Pelvic organ prolapse
B Stress urinary incontinence
BAnal incontinence

Fig. (2) Classification of the patient groups according to chief symptoms
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Fig. (3) Supporting structures obtained in both groups

Fig. (4) Static T2WIs (TSE) images in different patients. (A) axial images showing level Il central endopelvic
fascial defect (Yellow arrow). (B) axial images showing bilateral level 111 endopelvic fascia defect supporting proximal
urethra (Red arrows). (C) axial images Showing bilateral level I / 11 endopelvic fascia paravaginal defect. (D&E): axial
and coronal images of the anal canal showing atrophy of the lower1/3 of the deep external anal sphincter with marked

thinning of the muscle bulk (Red arrows).

Frequency of Pelvic Supporting Structures Defects
in Each Patient sub-Group (table 1):
= In the constipation group (14 cases),4 patients
(28.6%) showed external anal sphincter defect and
only one patient (7.1%) showed internal anal
sphincter defect. Regarding the vaginal supporting
structures, 8 out of 14 (57.1%) showed level I / 11
endopelvic fascia defect and only 3 patients
(21.4%) showed iliococcygeus muscle defect. in
respect of the urethral supporting structures only 2
patients (14.3%) showed level Il endoplevic
fascia defect.

= In obstructed defecation group (21 cases), there
was 5 out of 21 patient (23.8%) showed external
anal sphincter defect and only 2 patients (9.5%)
showed internal anal sphincter defect. Regarding
the wvaginal supporting structures, 6 patients
(28.6%) showed level | / Il endo-pelvic fascia
defect and 5 out of 21 (23.8%) showed
iliococcygeus muscle defect. Finally, for urethral
supporting  structures 7 (33.3%) showed
puborectalis muscle defect and only 3 (14.3%)
showed level 111 endopelvic fascia defects.

In the pelvic organ prolapse group (9 cases),6
patients (66.7%) showed level I/I1 endopelvic
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fascia defect and 2 patients showed iliococcygeus
muscle defect (22.2%). While, as regarding
urethral structures, 4 patients (44.0%) showed
level 1l endopelvic fascia defect and only 2
patients showed puborectalis muscle defect. Only
one patient showed external anal sphincter defect
and another one showed internal anal sphincter
defect.

In stress urinary incontinence group (5 cases), all
patients showed level |11 endopelvic fascia and one
out of 5 patients (20%) showed puborectalis
muscle defect. While as regarding the vaginal
supporting structures, 4 patients (80.0%) showed
level I & 1l endopelvic fascia and one (20%)
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showed Iliococcygeus muscle defect. In
assessment of the anal sphincter complex, one
patient (20%) showed external anal sphincter
defect and no abnormality detected regarding the
internal anal sphincter defect.

In the anal incontinence group (6 cases),3 patients
(50.09%) showed external anal sphincter defect and
one patient (16.7%) showed internal anal sphincter
defect. Regarding the vaginal supporting
structures, two patients (33.3%) showed level 1/ 11
endopelvic fascial defect. In assessment of the
urethral supporting structures Only one (16.7%)
showed level 111 endopelvic fascia defect.

Analysis of the Evacuation Phase:

The most frequent abnormalities in the patient and uterine descent
group:
Ano-rectal junction descent was the most frequent

abnormality (83.6%), followed by anterior rectocele

(70.9%), cystocele (65.5%),
(45.5%). (Fig.5, 7 B, D).

Table (1) Frequency of the defects detected in the supporting structures defects in each patient subgroup.

Constipated patients

Vaginal supporting

Urethral supporting structure  Anal sphincter

structures
Level 1 & Il [lliococcygeus Puborectalis Level I!I
. . endo pelvic External Internal
endopelvic fascia  muscle muscle fascia
N % N % N % N % N % N %
8 57.1 3 21.4 0 0.0 2 14.3 4 28.6 1 7.1
Obstructed defecation
N % N % N % N % N % N %
5 28.6 5 23.8 7 33.3 3 14.3 5 23.8 2 9.5
Pelvic organ prolapse
N % N % N % N % N % N %
6 66.7 2 22.2 2 22.2 4 44 .4 1 11.1 1 11.1
Stress urinary incontinence
N % N % N % N % N % N %
4 80.0 1 20.0 1 20.0 5 1000 1 20.0 0 0.0
Anal incontinence
N % N % N % N % N % N %
2 33.3 0 0.0 0 0.0 1 16.7 3 50.0 1 16.7
83.6
. 70.9
65.5
80
45.5
0
40
20
0
Ano-rectal junction  Anterior Cystocele TUterine descent
descent rectocele Z

Fig. (5) Frequency of abnormalities detected in evacuation phase in dynamic study patient group
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Functional abnormalities detected in evacuation
phase:

The most frequent abnormality was spastic anal
sphincter (Fig 6 D), detected in 21 out of 55 patient
(38.2%), followed by intussusception (Fig. 6 E),
reported in 18 out of 55 patient (32.7%), spastic
puborectalis Fig (6C) by 6 out of 55 (10.9%) as well as
dilated rectosigmoid and urine loss during maximum
straining Fig (6A) detected in 2 patients (3.6%).
Evacuation phase findings in each patient
subgroups Table (2)

= In the constipation group, (78.6%) of patients
showed urinary bladder descent, with a mean of

2.1 cm. 50% showed genital descent, with a mean

of 2 cm. Anterior rectocele (92.9%), with a mean

of 3.5 cm. All patients showed anorectal junction
descent, with a mean of 7 cm.

= In obstructed defecation group,( 52.4%) showed
urinary bladder descent, with a mean of 2.2 cm,

Role of Magnetic Resonance Imaging in Diagnosis of Pelvic Floor Dysfunction in Female Patients

(38.1%) showed genital descent, with a mean of 2
cm. (71.4%) showed anterior rectocele, with a
mean of 3.1 cm. Most patients (85.7%) showed
anorectal junction descent, with a mean of 6.4 cm.

= In the pelvic organ prolapse group, all patients
showed urinary bladder descent, with a mean of
2.6 cm., (77.8%) showed genital descent, with a
mean of 3.4 cm. Most patients (88.9%) showed
anterior rectocele, with a mean of 3.4 cm. All
patients showed anorectal junction descent, with a
mean of 8 cm.

= In the stress urinary incontinence group, all
patients showed urinary bladder descent, with a
mean of 3.4 cm., (60%) showed genital descent,
with a mean of 1.7cm., (60.0%) showed anterior
rectocele, with a mean of 3.3 cm. All patients
showed anorectal junction descent, with a mean of
5.6 cm.

Fig. (6) Dynamic (TRUFI) Sagittal images during evacuation phase in different patients: (A) showed loss of urine
during early evacuation phase (White arrow) (B) showed 3.1 cm UB base descent below the PCL (yellow line) and 6.6
cm descent of the ARJ (blue line) as well as 3.84 cm anterior rectocele (green line) with associated diminished anal
canal lumen suggestive of spastic anal sphincter. (C) Spastic contraction puborectalis (Red arrow). (D) The red line
representing the PCL, UB base descent for 2.4 cm (Green line), and 11.96 cm descent of the ARJ (yellow line) as well
as anterior rectocele measuring 6.89 cm (Blue line) with associated spastic anal sphincter. (E) showing large
peritoniocele and enterocele (Yellow arrow) and low recto-rectal intussusception (Red arrows).

Table (2) Evacuation phase findings in each patient subgroup

Pelvic organ descent

Urinary bladder Genital Antrec Anorectal junction
N (%) N (%) N (%) N (%)
Constipation 11 (78.6) 7(50.0) 13(92.9) 14 (100.0)
Obstructed defecation 11 (52.4) 8(38.1) 15(71.4) 18 (85.7)
Pelvic organ prolapse 9 (100.0) 7(77.8) 8(88.9) 9 (100.0)
Stress urinary incontinence 5 (100.0) 3(60.0) 3(60.0) 5 (100.0)

Analysis of the Dynamic Imaging During Maximum Straining in Three Orthogonal Planes:
Comparison between the supportive measurements in patient group Vs control group Table (5)
Levator plate angle, the width of levator hiatus and Iliococcygeal angle were significantly (P<0.001) higher in

cases compared to the control group.
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Table (3) Measurements obtained at the dynamic study in both groups.
Controls (N=10) Cases (N =55) P-value
Levator Plate angle (°) 27214 49.1 £17.2 P<0.001
Width of Levator hiatus (cm) 4.8£0.3 59+1.3 P<0.001
lliococcygeal angle (°) 36.8 2.7 53.7+14.4 0 00P1<
Data are expressed as Mean £SD significantly higher in the constipation group (5.8
The level of significance is set at P<0.05 cm), obstructed defecation group (5.9 cm), and
Independent t-test was used. pelvic organ prolapse (7.4 cm) compared to the
Comparison Between the Supportive Measurements control group (4.8 cm) (Fig 7-B).
in Each Patient Subgroup Vs Control Group: = |liococygeal angle showed an overall significant
= Levator plate angle showed an overall significant difference between groups (P-value < 0.001). The
difference  between  groups. There  was angle was significantly higher in the constipation
significantly increase in the constipation group group (560), obstructed defecation group (52.40),
(53.80), obstructed defecation group (49.40), and and pelvic organ prolapse (65.70) compared to the
pelvic organ prolapse (58.70) compared to the control group (36.80) (Fig 7-C).

control group (27.20) (Fig 7-A).
= The width of the levator hiatus showed an overall
significant difference between groups. It was

Table (4) Measurements obtained in Dynamic study in patient and control groups

Levator Plate Angle(®) Width of levator Hiatus (cm) Iliococcygeal Angle(°)

Constipation 53.8 104 * 58+0.8* 56 +11*
Obstructed defecation 49.4 +189 * 59+13* 52.4 149 *
Pelvic organ prolapse 58.7 £16.5 * 74+12%* 65.7 £10.2 *
Stress urinary incontinence 454 +12.4 5117 52.2 #15.5
Anal incontinence 25.4 3 4.6 +0.5 36 +3.6
Control 27214 48+0.3 36.8£2.7
P-value <0.001 <0.001 <0.001

Data presented as mean +SD
One-way ANOVA test was used
* Significant difference compared to the control group.

Fig (7) Dynamic images (TRUFI) in three orthogonal planes during maximum straining in patient with pelvic organ
prolapse (a)Sagittal plane LPA measuring 76.950.(B)Axial plane WLH measuring 10.6 cm. (C)Coronal plane ILCa

measured 80.760.

Correlation of Static and Dynamic Studies and = In the anal incontinence subgroup, 4 out of 6
Discrimination of the Underlying Predominant patients (66.7%) showed anal sphincter complex
Defect Table (5) defect.
= In obstructed defecation subgroup, 17 out of 21 = In the pelvic organ prolapse subgroup,7 out of 9
patients (81.0%) showed pelvic floor muscle patients showed combined pelvic floor muscle
weakness. weakness and endoplevic fascial defects.
= In the constipation subgroup, 8 out of 14 patients = In stress urinary incontinence subgroup, 3 out of 5
(57.1%) showed combined pelvic floor muscle patients (60.0%) showed endopelvic fascial
weakness and endopelvic fascial defects. defects.
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Table (5) the most predominant defect regarding the correlation between the static and dynamic studies.

Muscle Fascial Muscle & fascial Anal sphincter Retention with
defect defect defect complex overflow
N % N % N % N % N %

Constipation 6 42.9 0 0.0 8 57.1 0 0.0 0 0.0
Obstructed 17 8.0 0 00 4 19.0 0 0.0 0 0.0
defecation
Pelvic organ prolapse 2 222 0 0.0 7 77.8 0 0.0 0 0.0
Stress urinary 0 00 3 600 2 40.0 0 0.0 0 0.0
incontinence
Anal incontinence 0 0.0 0 0.0 0 0.0 4 66.7 2 333

Data were presented as number (N) and percentage (%0)

4. Discussion

The use of MR imaging of the pelvic floor to
diagnose diseases of the pelvic floor is approved.
Functional and structural details may be provided by
simple sequences. Static/dynamic magnetic resonance
imaging has been shown to be valuable in detecting
and pinpointing structural abnormalities in the pelvic
floor, allowing doctors to treat patients accordingly.
One-tenth of the female participants were healthy
volunteers, while the other two-thirds had one or more
of the following conditions: chronic constipation,
blockage of urine, or anal incontinence. The "MR
defecography” modification made during the
evacuation phase was used if you are interested in
MR, like Elsayed et al. [10]. Increases in evacuation
rates were seen in patients with defecation dysfunction
who received 140-180 ml of intra-rectal gel instead of
the usual 80/100ml, according to the Elsayed et al.
study [14]. This finding was based on Idris's research
findings. The supporting urethral, vaginal, and anal
sphincter systems were evaluated using static imaging
in the control and patient groups [14].

There was a substantial difference between the
patients' vagina and urethra supporting structures and
the controls in all instances. The deficiencies of the
anal sphincter, on the other hand, were found to be
non-significant. There have been studies on structural
anomalies associated with constipation, obstructed
defecation, pelvic organ prolapse, stress urinary
incontinence, and anal incontinence. Females with
urine incontinence are more likely to suffer from faecal
incontinence and prolapse, according to Uustal et al.
This hypothesis has been corroborated by our results.
According to Elsayed [11], faecal incontinence affects
as many as 17% of POP patients. This is because those
with more severe prolapse are also more prone to have
the problem.

These new findings echo those of Darwish et al.
[16], who evaluated 21 people with complaints of
pelvic floor dysfunction and found that 33.3%
developed cystoceles or rectoceles throughout the
dynamic study's evacuation phase. About one-third of
the patients had either enteroceles or spastic pelvic
syndrome (14.28 percent ). Only one instance of the
descending perineal syndrome was discovered. In their
study group, Hussein et al. [17] found that 70% of

patients with pelvic floor dysfunction had bladder base
descent, 65% had an anterior rectocele, and 50% had
genital prolapse.

Pelvic organ descent was common in all groups,
according to the findings of this research. In Elshazly
[18]'s research of 31 constipated female patients with
OD symptoms who had cystocele, anorectal junction
descent, or 90% anterior rectocele, there were no
reordered cases of genital descent. The majority of the
women with symptoms of obstructed defecation
showed anorectal junction descent with a mean of 5.15
cm and 70% of the cases indicated an anterior
rectocele, according to research conducted by [13]. An
anterior rectocele's size (more than 3 cm) is one
indication for surgical therapy, according to Solopova
et al. [19]. The presence and extent of the rectocele
must be documented for diagnostic and surgical
purposes, therefore we did so. According to Roos et al.,
the size and emptying processes of the rectocele may
be reliably evaluated using magnetic resonance
imaging (MR defecography). In contrast to our results,
Healy et al. [21] reported that video proctography was
superior to MRI for the evaluation of rectocele.

Defecatory dysfunction was shown to be multi-
factorial in our study, with the majority of patients
reporting several results. According to Pescatori et al.,
all patients had at least two undetected OD-related
diseases. A variety of rectum and pelvic floor
abnormalities contribute to obstructed defecation, and
treatment may be customised to address a variety of
rectum and pelvic floor problems.

Azab et al. [24] looked at women with urinary
incontinence, faecal incontinence, or pelvic organ
prolapse. Cystocele was found in 82.5% of the women,
rectocele was found in 72.5% of the women, and
vaginal prolapse was found in 4% of the women (10
percent ). Elsyaed [11] found a link between stress
urinary incontinence and symptoms of pelvic outlet
obstruction and obstructed defecation. This was
confirmed in our research as well.

During our study, we discovered functional issues
using the evacuation phase method. Elshazly [18]
found 18 intussusceptions (45 percent) and 7
dyskinetic puborectalis muscles (17 percent) in 40
constipated individuals with OD symptoms.
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Fielding's (25] and Colaiacomo et al[26] .'s findings
that an abnormal caudal inclination of the LPA at
maximum strain is considered unhealthy and indicative
of muscle weakness are supported by the results of our
research. If we compare the Iliococcygeus angle to
prior studies [25&27], we find that it is statistically
significant in identifying a sagging pelvic floor, which
is in agreement with Elsayed [14].

According to Elsayed et al. [14], 6 out of 8 cases
with anal incontinence showed anal sphincter injury
when determining the primary defect via correlation
between dynamic/static examinations in different
groups. Our findings are in line with theirs. Endoanal
MRI was conducted on six females with Al, and all of
them had 100% anal sphincter impairment, according
to Bharucha et al. [28]. There were anomalies in more
than one pelvic compartment among the patients in our
study, independent of the main symptoms of the
current illness. It's possible that any or all of the pelvic
visceral organs may be affected by pelvic floor
dysfunction, according to Colaiacomo's results [26].
Because of this, dynamic MRI is becoming useful in
detecting complex pelvic floor disorders by assessing
the multi-compartmental involvement of pelvic
dysfunction. So we agree with Elsayed [11], who said
that anomalies in each compartment should be
evaluated in connection to surrounding tissues and
functional architecture of the pelvic floor. El. Elsayed
Patients with SUI, POP, or anal incontinence may
benefit from a combined study of static and dynamic
MR imaging, as reported by Elsayed [11&14]. This
research provides additional information and allows the
identification of structural abnormalities linked to
specific pelvic floor dysfunction.

5. Conclusion

Since MR defecography can establish the entire
pelvic floor when combined with static and dynamic
sequences, it is a reliable alternative for noninvasive
pelvic evaluation. This allows doctors to identify the
primary problem and provide patients with the best
possible care before surgical intervention.
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