Manometria anorrectal: mads vale

meter la sonda que meter la pata

Dra. Ana Isabel Romero Reina
Hospital Universitario 12 de Octubre
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Anatomia y fisiologia del suelo pélvico

Unidad funcional formada por un conjunto de musculos, ligamentos, fascias, vasos y nervios que cierran la
cavidad abdominal en su porcidon inferior, permitiendo el paso a su través de la uretra, la vagina y el recto

Interviene en el acto de la continencia y la defecacidn
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Anatomia y fisiologia del suelo pélvico

e

' Symphysis

Rectum pubis

A puborrectal ano B

Figura A: Contraccion ténica

EIL‘EITIH“ anal constante manteniendo un dngulo Figura B: Relajacion del musculo
sphln::ter anorrectal de 902 puborrectal durante la defecacién
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e Explicar al paciente

* Posicion

Puborectalis
¢ Inspeccion

* basal

¢ con el esfuerzo defecatorio

External anal sphinter m.
Deep

Superficial
Subcutaneous

* Exploracion de la
sensibilidad anal

* Palpacién
e Presion de reposo y
contraccion voluntaria
e Examen de la pared rectal
¢ Maniobra defecatoria
¢ Traccion posterior
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Manometria anorrectal. Tipos

CONVENCIONAL ALTA RESOLUCION ALTA DEFINICION o 3D
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Manometria anorrectal. Indicaciones/contraindicaciones

Indicaciones Contraindicaciones

Estudio del estrefiimiento funcional Situacion médica o psicoldgica que impida una
- Anormalidades coordinacién rectoanal y pardmetros de colaboracién adecuada
evacuacion

- Sensibilidad rectal = hiposensibilidad
- Evaluacién de megarrecto - aganglionosis = RAIR -

Incontinencia fecal Patologia anorrectal que impida la insercion de la
- Identificar funcién alterada de los esfinteres sonda
- Sensibilidad rectal = hipo/hipersensibilidad

Dolor anorrectal funcional
- Hipertonia
- Anormalidades coordinacion rectoanal y pardametros de evacuacion
- Presencia de ondas ultralentas

Evaluacion pre-Qx
- Riesgos mantener continencia: fistulotomia, ELI
- Alteracion capacidad de evacuar: rectopexia

Valoracion esfinteriana tras desgarro obstétrico >
futuro parto
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Manometria anorrectal. Utilidades

« Evaluacion de la funcion esfinteriana

 \ias nerviosas

« Mecanismo de la defecacion

 Sensibilidad anorrectal

« Complianza - barostato




Practice Guideline > Neurogastroenterol Motil. 2020 Jan;32(1):e13679. doi: 10.1111/nmo.13679
Epub 2019 Aug 12.

The international anorectal physiology working
group (IAPWG) recommendations: Standardized
testing protocol and the London classification for
disorders of anorectal function

Emma V Carrington 1 Henriette Heinrich 2, Charles H Knowles ', Mark Fox 2, Satish Rao 3,
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All members of the International Anorectal Physiology Working Group
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IAPWG PROTOCOL

Stabilization — 3 min

Rest—60s

Short squeeze =5 s
Short squeeze =5 s
Short squeeze -5 s

Long squeeze — 30 s

Cough
Cough
Push—15s

Push—15s
Push—15s

Rectal sensory testing

" RAIR

|

30-s recovery interval
between short squeezes

60-s recovery interval
after long squeeze

30-s recovery interval
between each cough and push
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Protocolo Londres: presion de reposo

a5

Duracidn: 60 segundos
VN: 68-112 mmHg

|
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Protocolo Londres: contraccion voluntaria

3 contracciones de 5 segundos
VN: 115-209 mmHg

[Dault, datos




END@®AULA

Protocolo Londres: contraccion voluntaria mantenida

mmHg
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Normal > 12 segundos
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jo tusigeno

refle

Protocolo Londres

Al menos 2 toses

]

2

*

1 min.

& el 18

lodo pantalla
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Protocolo Londres: maniobra defecatoria

3 pujos
Presion rectal > 40 mmHg
Relajaciéon anal > 20 %

AAN4334

mmHg

200.0] Rectd 9.4

‘atent 7,476,204

Modo pantalla Lmin. || 324 4 | & i) b3 ) * l:n—|?$ !! i ‘ | LSl m Rango
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Protocolo Londres: sensibilidad rectal

* Primera sensacion

* Deseo defecatorio

Urgencia defecatoria

Disconfort
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Trastornos funcionales C. Londres: RAIR

ANORECTAL MANOMETRY:

S MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Rectoanal inhibitory reflex

Rectoanal Yes

inhibitory reflex -
not elicited®

Rectoanal
areflexiabc

No

Y

No disorder of
the rectoanal
inhibitory reflex
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Trastornos funcionales C. Londres: RAIR

ANORECTAL MANOMETRY:
Rectoanal inhibitory reflex

Relleno del baldn

MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING

| (B
| slaz
| |
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| e
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|
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Rectoanal |
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not elicited? |
|
|
No |
s |
7 |
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B
o
I
Y :
No disorder of
the rectoanal
inhibitory reflex 00 150.0
E & & * FE F E @® [ [pipi| o Rango
latos Ocult. datos| Modo Rectal Anatom.
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Trastornos funcionales C. Londres: RAIR

ANORECTAL MANOMETRY:

Sl MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Rectoanal inhibitory reflex
Yes
Rectoanal
inhibitory reflex - ?rzgg;::ﬂ
not elicited?
No
Y
No disorder of

the rectoanal
inhibitory reflex
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Trastornos funcionales C. Londres: RAIR

ANORECTAL MANOMETRY:

S MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Rectoanal inhibitory reflex
Yes
Rectoanal
inhibitory reflex - ?;;:::::L
not elicited?
No

Y

No disorder of
the rectoanal
inhibitory reflex

Fin.0]
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Trastornos funcionales C. Londres: tono y contractilidad

ANORECTAL MANOMETRY:
el et e e MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Anal resting Yes Anal
pressure >ULN? hypertensiont=
No
Combined anal
»| hypotension and
Y hypocontractilityd
Yes
Anal resting Yes | anal squeeze
pressure <LLN® | pressure <LLN
No
No Anal hypotension
- with normal
contractilityd
L
Anal squeeze Yes Anal normotension
ptessu'r:le <LLN > il
hypocontractility
No
A
No disorder of
anal tone and
contractility




END@®AULA

Trastornos funcionales C. Londres: tono y contractilidad

ANORECTAL MANOMETRY:
Rest and squeeze manoeuvres

MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING

AANODS7
mig l Presion en reposo
.:
00.0| U
Anal resting | | ‘
pressure >ULN?
L \
No ‘
- 180
140 ‘
. |
120 ‘
Anal resting | | ‘
pressure <LLN®
- 100
No
80
60
50
L 40
30
Anal squeeze | || 3
pressure <LLN i
0
No -
-10.0
stabl rang
\
No disorder of
anal tone and
contractility
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Trastornos funcionales C. Londres: tono y contractilidad

ANORECTAL MANOMETRY:
el et e e MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Anal resting Yes Anal
pressure >ULN? hypertensiont=
NG
Combined anal
»| hypotension and
Y hypocontractilityd
Yes
Anal resting Yes | anal squeeze
pressure <LLN® | pressure <LLN
No
No Anal hypotension
- with normal
contractilityd
L
Anal squeeze Yes Anal normotension
ptessu'r:le <LLN > il
hypocontractility
No
A
No disorder of
anal tone and

contractility
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Trastornos funcionales C. Londres: tono y contractilidad

ANORECTAL MANOMETRY:

T e et e S MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Anal resting Yes o Anal
pressure >ULN? | hypertensiont=
L
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Trastornos funcionales C. Londres: tono y contractilidad

ANORECTAL MANOMETRY:
el et e e MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Anal resting Yes o Anal
pressure >ULN? hypertensiont=
No
Combined anal
»| hypotension and
Y hypocontractilityd
Yes
Anal resting Yes | anal squeeze
pressure <LLN® | pressure <LLN
No
No Anal hypotension
- with normal
contractilityd
L
Anal squeeze Yes Anal normotension
ptessu'r:le <LLN > il
hypocontractility
WO
A
No disorder of
anal tone and

contractility
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Trastornos funcionales C. Londres: tono y contractilidad

ANORECTAL MANOMETRY:

oot e e MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
g |
200 |
|
- |
|
10 |
|
L |
. |
Anal resting Yes e |
pressure >ULN2 }
b ‘
No
Combined anal -
»| hypotension and ©
Y hypocontractilityd
Yes
Anal resting Yes _| Analsqueeze =
pressure <LLN® ™| pressure <LLN -
No e m @cia [N EEE EEE FE & SE RS B & a Rango
No Anal hypotension
> with normal ¥ . —
contractilityd v . . i
1200.0/ Rectal 9.4
y -
-
Anal squeezs Yes Anal normotension
. with =
pressure <LLN hypocontractility -
®
NG «
Y .
No disorder of t
anal tone and tad
contractility s

Modo pantala
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Trastornos funcionales C. Londres: coordinacion rectoanal

BALLOON EXPULSION TEST* SIMUI:::I}E-CTMIMQLNOI\LIETRV “ MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Abnormal expulsion
| with normal manometric
=1 pattern of rectoanal
co-ordination
Yes
Anal p
decrease
(relaxation) during
push >LLN
No
ion with
Yes dyssynergia
Rectal pressure
-l 0 during
' ’ push >LLN
1 No
( ) | Abnormal expulsion with poor
> o propulsion
9 g P® Abnormal Yes
balloon
Anal p
" expulsion® decrease
RS | (relaxation) during
No push >LLN
N
TEST DE ° Abnormal expulsion with poor
3 Xpuisi
EXPU LS | O N | propulsion and dyssynergia
#  Any abnormal
pattern of anorectal

Normal expulsion with
. | abnormal manometric
co-ordination i pattern of rectoanal
(as above) co-ordination

No

No disorder of

coordination
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Trastornos funcionales C. Londres: coordinacion rectoanal

BALLOON EXPULSION TEST* A NANOMETRY

simulatad def i MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
mmH
0.0
- 180
\\J
9 :
- = o Abnormal e
balloon -
expulsion® - 100
TS -
TEST DE i
EXPULSION 5
0
30
0
#~1  Any abnormal @
pattern of anorectal = 0
co-ordination [ [ |
(as above) [-a0.0]
No Establ rang
7,476,204
o pantata || 11 | G« 1]
No disorder of
rectoanal
coordination
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Trastornos funcionales C. Londres: coordinacion rectoanal

BALLOON EXPULSION TEST* SIMUI:::I‘!E-CT.RLIMQLNOTETR\" o MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Abnormal expulsion
| with normal manometric
=1 pattern of rectoanal
Vea co-ordination
Anal pi
decrease
(relaxation) during
push >LLN
No
ion with
Yes dyssynergia
Rectal pressure
! i during
' ’ push >LLN
1 No
( ) | Abnormal expulsion with poor
\» s = propulsion
N nin P® h Abnormal Yes
balloon
Anal p
= expulsion® decrease
Y ™| (relaxation) during
No push >LLN
N
TEST DE ’ Abnormal expulsion with poor
L Xpuisi
EXPU LS I O N | propulsion and dyssynergia
- Any abnormal Normal expulsion with
pattern of anorectal . | abnormal manometric
co-ordination i pattern of rectoanal
(as above) co-ordination
No
No disorder of

coordination




END@®AULA

Trastornos funcionales C. Londres: coordinacion rectoanal

=
89
O
=
A
S
e
1
©
=
9
O
S
=
.;
=
O
=

Tipo I: propulsién rectal normal +
contraccion paraddjica

Tipo lI: propulsion rectal alterada +
contraccion paraddjica

Tipo llI: propulsién rectal normal sin
relajacién anal o incompleta (<20%)

Tipo IV: propulsion rectal alterada sin
relajacion anal completa
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Trastornos funcionales C. Londres: coordinacion rectoanal

BALLOON EXPULSION TEST* SIM:::)![E-CTJ\LIHA‘NO!ETRY o MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING
Abnormal expulsion
| with normal manometric
=1 pattern of rectoanal
Vea co-ordination
Anal p
decrease
(relaxation) during
push >LLN
No
ion with
¥ dyssynerg
Rectal pressure
> du
push >LLN
No
| Abnormal expulsion with poor
s = propulsion
Abnormal Yes
ballo
Anal p
expulsion® decrease
"] (relaxation) during
No push >LLN
No
| Abnormal expulsion with poor
| propulsion and dyssynergia
. DINAMICA
Any ak I Normal expulsion with
pattern of anorectal . | abnormal manometric
co-ordination i pattern of rectoanal
(as above) co-ordination
No
No disorder of

coordination
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Trastornos funcionales C. Londres: sensibilidad

RECTAL SENSORY TEST MAJOR FINDING MINOR FINDING INCONCLUSIVE FINDING

>2outof3
sensory Yes Rectal

parameters hyposensitivity?

SULN2

= * Primera sensacion
) '
1 out of three * Deseo defecatorio

sensory Yes Borderline

- rectal
parameters =
SULN hyposensitivity

* Urgencia defecatoria

No

lr * Disconfort

1 or more
sensory Yes
parameter(s) >
<LLN
(to include MTV)

No

Rectal
hypersensitivity?

Y

No disorder of
rectal sensation
to distension
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¢, Qué es el biofeedback anorrectal?

e Técnica en la que una actividad fisiolégica es monitorizada

Se da informacion verbal, auditiva y/o visual sobre esta funcion del cuerpo con el fin de que aprenda a controlarla

voluntariamente

* Fisioldgica e inocua
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Biofeedback anorrectal. Indicaciones

* INCONTINENCIA FECAL

L] Disfuncidn del esfinter secundario a trauma obstétrico

O Disfuncion del esfinter secundario a trauma quirurgico

O Incontinencia fecal idiopatica

iiiEs eficaz en la incontinencial!!l
« OBIJETIVOS:

Estudios no controlados: mejoria~70 %

o 7T capacidad de percepcion de ocupacién en ampolla rectal

o 7T capacidad de contraccion del esfinter anal externo

o T coordinacién entre ambos fenémenos para que no haya escapes




END@®AULA

Biofeedback anorrectal. Indicaciones

e ESTRENIMIENTO

L Disfuncidon anorrectal: disinergia defecatoria, falta de propulsiéon abdominal, contraccion paraddjica del musculo

puborrectal,...

* OBIJETIVOS:

QO Mejorar la sensibilidad rectal para Tla capacidad de apreciacion de llegada de heces al recto
o 7T presion intraabdominal de forma eficaz y dirigir la fuerza expulsiva hacia el recto

O Conseguir la relajacion de la musculatura del suelo pélvico durante el esfuerzo defecatorio

iiiTambién es eficaz en estrefiimiento!!!

Revisiones sistematicas: eficacia 62y 78 %




Neurogastroenterology & Motility

Neurogastroenteral Motil (2015) 27, 594-609 doi: 101111 /nmn.1 2520

POSITION PAPER

ANMS-ESNM position paper and consensus guidelines on
biofeedback therapy for anorectal disorders

5.5 C.RAO, " M_A_BENNINGA, T A E. BHARUCHA, } G. CHIARIONLE,Y C. DI LORENZO® * & W. E. WHITEHEADY

*Section of Castroent erology Hepatology, Ceorgia Regents University, Augusta, CA, USA

tDepartment of Pedia tric Castroenteralogy, Emma Children's Hospital/ Academic Medical Centre, Amsterdam, The Netherlands
iDepartment of Castmentemlogy, Mayo Clinic, Rochester, MN, USA

§Division of Castroentemlogy of the University of Verona, A O.UL Verona, Verona, kaly

YDivision of Castroenterology He patology, University of Narth Camolina, Chapel Hill, NC, USA

* *Department of Pediz tric Castroentemalogy, Nationwide Children's Hospital, Columbus, OH, USA

Key Messages

This soclety position paper examined the study performance characteristics and efficacy of biofeedback thempy
for anorectal disorders, 223 provided evidence hased recommendations.

Reccmmendation

Biofeedback therapy is recommended for the short-term and long-term treatment of constipation with dyssynergic
defecation (DD). Level |, Grade A.

Biofeedback therapy is recommended for the short term and long term treatment of fecal
incontinence. Level II, Grade B.

e

DIGESTIVO
HU120
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/s

Biofeedback anorrectal. Lugar de realizacion

INTIMIDAD

CONFIANZA

MOTIVACION
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Biofeedback anorrectal. Fases

* Fase I: Evaluacién/Educacién:

 Escalas sintomaticas, de calidad de vida, esfera emocional
U Diario defecatorio

O Explicamos fisiologia de la defecacion y la alteracion fisioldgica que se produce en la disinergia defecatoria e incontinencia
O Ejercicios de respiracion abdominal

O Timed toilet training

* Fase ll: Fase activa

L Estimulos visuales/auditivos/verbales para realizar de forma correcta las maniobras
L Sesiones de 30-60’ cada 1-2 semanas

(] Total 4-6 sesiones

* Fase lll: Refuerzo

(J Recomendable

0 Alas 6 semanasyalos 3,6y 12 meses
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Biofeedback anorrectal. Fases

FUNDAMENTAL - Plan de trabajo domiciliario: ejercicios diarios 5-10 minutos
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Biofeedback anorrectal. Fases

« FUNDAMENTAL - Plan de trabajo domiciliario: ejercicios diarios 5-10 minutos

“Hay una fuerza motriz

mds poderosa que el

§ vapor, la electricidad y la

energia atomica: la

voluntad”




, ; END®AULA
'FNM

Take home )

|

Manometria anorrectal = técnica de eleccién para estudio del comportamiento dindmico del anorrecto

- Inocua y relativamente barata
- Protocolo de Londres

- Terapéutica = biofeedback = fundamental la voluntad del paciente

- No dejeis de meter el dedo y/o la sonda de manometria para no meter la pata
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