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Changes of Pudendal Nerve Terminal Movement Latency and Anorectal Function in Rectal
Prolapsed Patients
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Abstract: [Objectives] To evaluate the change of anorectal function in patients with rectal prolapsed by water perfusion anorec-
tal manometry and pelvic floor electromyography. [ Methods] A total of 60 patients with rectal prolapsed were enrolled in this study,
the analgesic parameters included resting sphincter pressures, squeeze sphincter pressures, length of the anal canal and rectal sensa-
tion, the results were compared with the parameters of normal population. Twenty of which completed pelvic floor electromyography ex-
amination, analyzed the changes of pudendal nerve terminal movement latency (PNTML). [Results] The resting sphincter pressures,
squeeze sphincter pressures of patients were lower than the normal population; The length of anal canal was shortened; The first sensa-
tion and the first defecation threshold were higher than those of normal people, There was no significant change in the maximum tolera-
ble threshold of rectum; pudendal nerve terminal movement latency extended more than 2.6 ms. [ Conclusions] Anal resting stool and
function of contraction weakened in patients of rectal prolapse, decreased sensitivity of rectal, pudendal nerve terminal movement laten-
cy extended.
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Table 1 Age and gender of subjects (% +s)

Groups n  Gender (male: female) Age

Case Age76~95 14 2:12 83.1+4.2

Age 56~75 16 6:10 65.4+6.8

Age 36~55 17 13:4 46.4+5.0

Age 15~35 13 11:2 22.5+6.1

Control 22 9:13 51.4+10.4
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Table 2 The difference of Anal canal function length, Anal canal pressure and Rectal sensory threshold

in case and control group (x£s)

Anal canal pressure/mmHg

Rectal sensory threshold /mL

Groups ACFL/em
RP MCP IST IDT MTT
Case (n=60) 34.5+22.3 92.4+48.2 67+38 89+42 13048 1.2+0.4
Control (n=22) 63.7+27.0 110.8+£27.8 38+22 6517 120+28 2.0£1.0
F 24.65 2.84 11.13 6.78 0.83 29.28
P <0.001 0.096 0.001 0.011 0.365 <0.001

RP: resting pressure ; MCP: maximum contract pressure ; IST: initial sensory threshold; IDT': initial defecation threshold ; MTT: maximum tol-

erance threshold; ACFL: anal canal function length.
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Table 3 The difference of anal canal function length, anal canal pressure and rectal sensory threshold
in subgroup of case group with control (xs)
Anal canal pressure/mmHg Rectal sensory threshold/mL
Groups n ACFL/em
RP MCP IST IDT MTT
Case  Age 76~95 14 16.4+7.2 45.6+23.8 63+26 85+40 117+54 0.8+0.1
(P<0.001) (P<0.001) (P=0.038) (P=0.126) (P=0.853) (P<0.001)
Age 56~75 16 32.3+£20.3 87.2+39.0 82453 96+52 138+52 1.3£0.5
(P=0.002) (P=0.052) (P<0.001) (P=0.016) (P=0.211) (P=0.001)
Age 36~55 17 48.3£24.7 124.3+46.2 56+18 84+27 129+46 1.4+0.4
(P=0.031) (P=0.254) (P=0.108) (P=0.133) (P=0.507) (P=0.003)
Age 15~35 13 38.8+£19.7 107.5+42.2 67+44 93+51 13441 1.2+0.3
(P=0.002) (P=0.795) (P=0.018) (P=0.036) (P=0.366) (P<0.001)
Control 22 63.7+£27.0 110.8+27.8 38+22 6517 120+28 2.0£1.0

P: P value compare with control group. RP: Resting pressure; MCP: Maximum contract pressure; IST: Initial sensory threshold; IDT: Initial defe-

cation threshold; MTT: Maximum tolerance threshold; ACFL: Anal canal function length.
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