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Fig. 1. Nomal colon transit time (CTT) by single radi-
opague marker study, Upper limit of normal CTT indicate
mean plus two standard deviation, (from Evans et al,
1992)
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Fig. 2. Colonic segments in radiopaque marker study,
The spinal processes and imaginary lines from the 5th
lumbar vertebra to the left iliac crest and pelvic outlet
served as landmarks, (from Martelli et al, 1978 & Arhan
et al, 1981)

Fig. 3. Region of interest (ROl), The amount of radi-
oactivity in the ascending (AC), transverse(TC), descending
{DC), sigmoid colon and rectum (RS) and stool (ST).
{from Stiviand et al, 1991)
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Fig. 7. Normal defecogram at rest (eft) and on defecation
{right), The two methods of assessing the anorectal angle
A, by using the posterior rectal line ; B, by using the
centroid, Pelvic floor position is measured in relation to
the pubococcygeal line C, line joining the most antericr
position of symphis pubis to the tip of coccyx on a
lateral defecograph,

Fig. 8. Defecogram of a subject with intra-anal rectocele(arrow),
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Fig. 9. Descending perineum on straining, Left : Normal
position with the anorectal junction 55cm below the
pubococcygeal line, Right : Excessive pelvic descent
occurs on straining,

Fig. 10_ Defecogram showing intra-anal rectal intussusception, The head of the intussusceptionfarrow) is widened on

straining (Lt).

Fig. 11. Post evacuation view showing a rectal prolapse,
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+ Abstract

Study of Radiological Approach to Treat a Chronic Constipation

Seok-hwan Yoon

Diagnostic Radiology, Samsung Medical Center

1. Introduction : The constipation is one of the common gastrointestinal symptoms seen in the
clinical practice. When people come to the clinic complaining of the constipation, it is generally one of
the cases of infrequent, painful or difficult evacuation as well as the hardened feces and unsatisfactory
evacuation sense, Since the constipation is heavily influenced by dietary habit as well as the social and
medical environment, the diagnostic radiology is useful to establish the objective and standardized
definition in consideration of those various factors before diagnosis and treatment of the constipation

patient, This paper describes the study of such diagnosis.

II. Main Subject : Testing of CIT (colon transit time) is key study of the colon performance. CIT is
very helpful in classifying the pathologic physiological types and defining the treatment plan for the
chronic constipation, The study methods include using the radipaque marker, multiple marker technique
and scintigraphic measurement, ‘The defecography is the functional radiologic examination a that
provides not only the anatomical information of anorectal but also performance of the pelvic floor and
rectal change during evacuation., Study of dynamic movement of the anorectal during evacuation is
helpful for diagnosis and treatment planning as well as follow-up testing for the constipation patient.
One of the issues essential for the case history is the thorough observation of whether the patient
shows the psychic psychological symptoms such as the behavior disorder or emotional disturbance, In
that case, the decision must be made whether or which type of medication is needed for such

psychiatric problem,

II. Conclusion : The main causes of the constipation are insufficient intake of fiber or liquid, The key
objective of such tests is to check etiology of the constipation, In general, the radiological examination
does not provde the colon or anorectal performance information, It is envisaged that this study will
provide the information to decide the testing and treatment plans and predict the prognosis of the
patient by classifying the pathologic physiclogical types,

Key words : Constipation, Defecography, Colon transit time test, Anorectal angle



