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SUMMARY

To our knowledge it is the first time that we us&Mn assessment
of all pelvic floor dysfunction in males.

It is noteworthy to mention that we evaluated there pelvic floor
muscles and all compartments for the referred pestiehowever, for
research purposes we conducted our results foc(staidy) the anal
sphincter complex (EAS, IAS & puborectalis mus@ayl the supporting
measurements in dynamic sequence (maximum straiimyacuation
phases).in addition to the external urethral sghinand the muscles of

the penis.

Pelvic floor dysfunction (PFD) in males has brogctrum of
clinical conditions, divided into anterior and p&xsbr compartments. The
latter housing the anorectum, thence the name Atarelysfunctions
which in turn divided into 2 categories 1) Anal emtinence, 2)

Constipation.

The anterior compartment is considered with urinappntinence

and erectile dysfunction.

The aims of this study to answer the following questions:

A) Do we need to revise our findings, which based amwlymaximum

straining phase in anorectal dysfunctions?

B) Is there any difference in the supportive measungsndetween
maximum straining & evacuation phase vyielding asoea for
obtaining baseline measurements for evacuatione@hasd is there
any changes in sensitivity and specificity betwd®se measurements
in different phases?
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C) Is the muscles of the penis have any role in ED?

D) Is there any changing in the thickness of the eslarrethral sphincter

between the control and the diseased group?

General anatomical considerations of pelvic floarsoles &anal
canal sphincter complex including normal MRI anaoifstatic &
dynamic) were described, followed by reviewing kikerature on normal
physiology of defecation & continence. Then anakdaysfunctions
withhighlighton  clinical assessment, neurophysiaalh tests,
andradiological investigations, followed by MRI a@ssment (static,

dynamic & defecography).

We studied five groups: control (37 males ) mega 88.05 +
10.26 yrs, OD (27 males) mean age 45.67 + 14.48%B (13 males)
mean age 56.62 £ 8.72yrs and Al (12 cases) mearld(fmales) mean
age 58.671£8.24. All the cases referred diagnosed fthe surgery,
urology and andrology clinic for further assessmé&he control, OD and
Al had the same preparation, intra rectal gel, sdMfd technique for
pelvic floor and penis , the evaluation of the iesgvas done in the
workstation. For the referred clinicians the repavere based on Elsayed
R (2013) report, however for the research purpogesbased on our

control results.

MRI anal sphincter complex and pelvic floor musclegre
evaluated for any muscle tear, detachment or thgyrthe anal sphincter
were evaluated for any scar, defect or thinningegreal urethral thickness
was evaluated for its anterior and posterior puitskness and the penis
was evaluated for its muscles thickness . All thetiol had normal static
images, all the Al cases anal sphincter lesiondhéne scarring as the
dominant pathology, and all the OD cases had nasgn lesion. This
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defined the commonest anorectal dysfunction withal asphincter

structural abnormality is anal incontinence.

Then all (cases & control) undergone dynamic secgiemcluding
evacuation, the supportive measurements (ARJ dese&M- Lines,
LPA) in addition to rectocele (presence & size) avewaluated in both
phases (maximum straining & evacuation); moreoieal& WLH were
evaluated on maximum straining phase. In all grougsfound statistical
significant difference between the measurementsarimum straining &

evacuation phase.

The evacuation phase was able to elicit many fanati &
structural abnormalities (intussusception, rectalgpse, peritoneocele,

rectocele & sigmoidocele).

By comparing the control group with OD group duridg@ximum
straining we found that ARJ is more sensitive tihduwine but has the

same specificity of M-line.
ARJ hasvery good NPV & good PPV.

WLH is the most sensitive and specific with veryodoPPV &
NPV.

But during Evacuation ARJ is more specific thaniMelbut has

the same sensitivity of M-line with very good PPWRV.

By comparing the control group with Al group duriMpximum
straining we found that M-line has the highest gemty and specificity
with very good NPV.
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ARJ hasaresult near to M-line.

But during evacuation ARJ has the same sensitofitil-line but
Is more specific than M-line. ARJ has very good N&Yhoderate PPV.

By comparing the control group with Al group duridMpximum
straining we found that

* M-line has the highest sensitivity and specifioiyth very good
NPV.

 ARJ has a result near to M-line.
« But during evacuation

* ARJ has the same sensitivity of M-line but is mgpecific than M-
line. ARJ has very good NPV & moderate PPV.

* By comparing the control group with OD group durigximum
straining we found that ARJ is more sensitive th&fine but has

the same specificity of M-line.
* ARJ has very good NPV & good PPV.

« WLH is the most sensitive and specific with veryodoPPV &
NPV.

« But during Evacuation ARJ is more specific thaniMelbut has

the same sensitivity of M-line with very good PPWRV.

« We found in ED group reduction of the full thicksesf the
ischiocavernosus muscle than control did, but tipdspongiosus

muscle has no specific pattern for its thickness.
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About the external urethral sphincter there is ngniBcant

difference for its thickness (anterior & posteriparts) between the

control & the diseased group.

The breakthroughsin this study:

» We increased the amount of intrarectal gel for @n% OD group
from 80-100ml to 140mI-180ml to facilitate the satisn of rectal
filling and ease the anal canal opening eventuallyimize the time &

the failed evacuation attempts.

» We added new planes to the sagittal evacuatioml &which we
thought it is doubtful to yield information) & camal oblique, which

we believe it will be a promising technique.

» We used the static images to evaluate the extemadihral sphincter

(anterior & posterior parts).

» Thin cut thickness in axial and sagittal imagea rmust in MRI penile

imaging.

Thelimitations of this study:

» The small number of the sample size in Ul & ED grou
» The lack of land mark and standard measures fgpehée muscles.

» The lack of operative data, follow up and multigidioary approach.
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