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A 74-year-old woman previously diagnosed with Parkinson’s
disease visited the hospital complaining of progressively worsen-
ing difficulty with defecation. She had a long history of consti-

pation. A digital rectal examination revealed a hard mass of stool

Figure 1. Abdominopelvic CT revealed fecal impaction in a megarec-
tum.

in the rectum. Abdominopelvic CT revealed a large amount of fe-
cal material in a megarectum (Fig. 1). High-resolution anorectal
manometry (HR-ARM; ManoScan, Sierra Scientific Instru-
ments, Los Angeles, CA, USA) with balloon expulsion was
performed.

The HR-ARM showed a low mean resting anal pressure, the
maximum squeezing pressure, and incomplete anal relaxation
with inadequate propulsive force during defecation suggesting

type IV pelvic floor dyssynergia (Fig. 2).! During the rectal bal-
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Figure 2. The average resting anal pressure (4.7 mmHg) and maxi-
mum squeezing pressure (17.8 mmHg) were low. During defecation,
high-resolution anorectal manometry showed incomplete relaxation of
the anal sphincter with inadequate propulsive force. During rectal
balloon distension, the rectoanal inhibitory reflex was present.
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loon dilatation, the rectoanal inhibitory reflex (RAIR) was pres-
ent, suggesting an intact myenteric reflex, which is absent in
Hirschsprung’s disease.” The minimum volume for the RAIR
was 60 mL.

Preston et al’ defined megarectum in adults as a bowel width
= 6.5 cm at the pelvic brim on a lateral X-ray of the abdomen.
Although there is no uniform definition of megarectum for pa-
tients with constipation, it is essential to evaluate whether the
megarectum is the result or cause of the constipation. Given the
presence of RAIR and type IV pelvic floor dyssynergia, HR-ARM
provided information that megarectum was not caused by

Hirschsprung’s disease, but must have resulted from chronic

HR-ARM

constipation with prolonged fecal impaction.
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