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Abstract

Background Obstructed defecation syndrome and posterior compartment (rectal) prolapse significantly impact patients’
quality of life. Pelvic floor physical therapy is a critical part of multidisciplinary management for these conditions, yet there
is little guidance or standardization to guide providers’ referral practices, diagnostic approaches, or treatment.

Objective To develop multidisciplinary consensus-based recommendations for incorporating pelvic floor physical therapy
into the treatment of obstructed defecation syndrome and posterior compartment prolapse.

Data Sources MEDLINE, PubMed, Embase, and the Cochrane Database of Systematic Reviews were searched for English-
language studies on pelvic floor physical therapy, obstructed defecation, diagnostic criteria, imaging, and pelvic organ
prolapse.

Study Selection Studies identified in the literature search were reviewed by multidisciplinary expert subgroups, who for-
mulated draft statements based on the available evidence.

Intervention Consensus meetings were conducted and included experts from colorectal surgery, urogynecology, physical
therapy, gastroenterology, radiology, and urology. Statements were evaluated via structured discussions and voting processes.
Those reaching more than 70% consensus were adopted for inclusion. Statements underwent final review and editing by
the leadership of the American Society of Colon and Rectal Surgeons and the International Urogynecological Association.
Main Outcome Measures Consensus statements addressed referral criteria, diagnostic evaluations, therapy protocols, timing,
coordination with surgery, and management of anatomical abnormalities.

Results Fifteen statements reached consensus. Key recommendations included prompt referral to pelvic floor physical therapy
for patients without contraindications, individualized therapy based on appropriate diagnostic evaluation and patient goals,
timing of pelvic floor physical therapy relative to surgery, and trauma-informed patient care.

Limitations Recommendations primarily reflect expert consensus due to limited high-quality evidence. Variability in prac-
titioner expertise and geographic access to trained therapists are barriers to consistent implementation.

This article is being published concurrently in Diseases of the
Colon & Rectum and the International Urogynecology Journal.

The articles are identical except for minor stylistic and spelling
differences in keeping with each journal’s style. Citation from either
journal can be used when citing this article. This consensus has
been reviewed by the supporting societies.
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Conclusions These recommendations provide structured guidance for integrating pelvic floor physical therapy into the man-
agement of obstructed defecation syndrome and rectal prolapse. Additional research and standardized training are essential

to optimize patient outcomes.

Keywords Obstructed defecation - Pelvic floor disorders - Pelvic floor physical therapy - Pelvic organ prolapse - Rectal

prolapse

Statement of the Problem

Defecation involves the complex interplay between rectal,
anal, and pelvic floor function. Defecatory disorders are
reported in up to 40% of individuals from all genders and
age groups, and pelvic floor dysfunction affects up to 59% of
those with fiber-refractory constipation [1, 2]. Causes may
include anatomical abnormalities, most commonly due to
the loss of anatomic support and/or suspension to the rec-
tum and other pelvic organs, as well as functional defecation
disorders.

The Rome criteria describe functional defecation disor-
ders as those that fulfill the criteria for functional consti-
pation or irritable bowel syndrome with constipation and
impaired evacuation on anorectal function testing [3] or
imaging [4]. The category of functional defecation disor-
ders includes obstructed defecation syndrome (ODS), which
is the term more commonly used in the surgical literature;
ODS is characterized by an inability to initiate defecation
following the urge to do so, a feeling of incomplete evacua-
tion, or excessive straining [5].

Individuals with ODS, a functional diagnosis, may also
exhibit anatomical deficits with loss of suspension or sup-
port, such as rectocele, perineal descent, external rectal
prolapse, or internal rectal intussusception. Patients with
these anatomic abnormalities may benefit from surgical
correction, whereas patients with predominantly inadequate
propulsion or inappropriate relaxation of the pelvic floor
are better managed with pelvic floor retraining. Pelvic floor
physical therapists (PFPTs) have become an essential com-
ponent of pelvic health, addressing a broad range of physi-
cal symptoms, including fecal and urinary incontinence,
prolapse, defecatory dysfunction, and pain. The American
Physical Therapy Association Academy of Pelvic Health
describes PFPTs as “members [who] provide the latest evi-
dence-based physical therapy (PT) services to everyone from
childbearing women to perimenopausal mothers, young ath-
letes to men with incontinence or other pelvic health com-
plications” [6].

The diagnosis and management of patients with def-
ecation disorders and posterior compartment prolapse is
variable. Patients often present on a spectrum, combining
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anatomic and functional pathologies and requiring indi-
vidualized, nuanced decision-making. A multidisciplinary
approach is best suited to the heterogeneity and complexity
of these individuals. However, knowledge gaps related to
terminology, access to physical therapists, diagnostic testing,
duration of treatment, and optimal timing of surgical inter-
vention can result in fragmented care, frustrating providers
and patients alike.

This article intends to develop a set of multidisciplinary
recommendations for pelvic floor PT in ODS with or without
posterior compartment prolapse.

Methods

The Pelvic Floor Consortium (PFC) is a multidisciplinary
volunteer organization composed of colorectal surgeons,
urogynecologists, urologists, gynecologists, gastroenterolo-
gists, radiologists, advanced care practitioners, and physi-
cal therapists (Table 1). Specialists in these fields are all
dedicated to the diagnosis and management of individuals
with pelvic floor conditions, but their approaches may differ
based on their respective training. The PFC was created to
bridge the gap between practitioners and enable collabora-
tion between specialties.

The PFC working group on PT was created by enlisting
PFC volunteers. Invitation criteria included leadership in the
field of pelvic floor disorders, academic scholarship, and a
history of interdisciplinary collaboration. Within this work-
ing group, 9 subgroups were established to review the refer-
ral process, terminology, treatment, timing of therapy, and
coordination of care. Subgroups included at least 1 physi-
cal therapist, urogynecologist, and colorectal surgeon. Each
group reviewed the English language literature and current
practices using an organized search of MEDLINE, PubMed,
Embase, and the Cochrane Database of Collected Reviews.

The search terms included the following: “pelvic floor
physical therapy,” “pelvic floor coordination,” “obstructed
defecation,” “dyssynergic defecation,” “Rome IV criteria,”
“London criteria,” “balloon expulsion testing,” “anorectal
function testing,” “anorectal manometry,” “pelvic floor
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Table 1 Members of the Pelvic Floor Disorders Consortium Work Group 2023*

Name Credentials Specialty Institutional affiliation

Julie Abramov PT,D.PT. Physical therapy Oncology Rehab, Denver, CO

Sayeba Akhter M.B.B.S. Urogynecology MAMM’s Institute of Fistula and Women’s Health, Dhaka,
Bangladesh

Jennifer Ayscue M.D. Colorectal surgery Orlando Health Bayfront Hospital, St. Petersburg, FL

Pedro Basilio M.D. Colorectal surgery Clinica de Saude Intestinal, Rio de Janeiro, Brazil

Amir Bastawrous M.D. Colorectal surgery Swedish Medical Center, Seattle, WA

Stephanie Bobinger PT,D.PT. Physical therapy The Ohio State University Wexner Medical Center, Columbus,
OH

Holly Bonnette N.P.C. Colorectal surgery Massachusetts General Hospital, Boston, MA

Ranjita Borade PT,D.PT. Physical therapy London North West University Healthcare NHS Trust, London,
United Kingdom

Simone Botelho Ph.D. Physical therapy Universidade Federal de Alfenas, Belo Horizonte, MG, Brazil

Nicholas Cairl M.D. Colorectal surgery Trinity Health Ann Arbor Hospital, Ann Arbor, MI

Jed Calata M.D. Colorectal surgery Medical College of Wisconsin, Milwaukee, W1

Emma Carrington M.B.B.S., Ph.D. Colorectal surgery Imperial College London, London, United Kingdom

Abhijit Chandra M.B.B.S. Colorectal surgery King George’s Medical University, Lucknow, India

Sarah Conrad PT. Physical therapy University of Alberta, Edmonton, AB, Canada

Emily Davidson M.D. Urogynecology Medical College of Wisconsin, Milwaukee, W1

Shuqging Ding M.D., Ph.D. Colorectal surgery Nanjing University of Chinese Medicine, Nanjing, China

Stergios Doumouchtsis M.D., Ph.D. Urogynecology Epsom and St Helier University Hospitals NHS Trust, Epsom,
United Kingdom

Eman Elkadry M.D. Urogynecology Mount Auburn Hospital, Cambridge, MA

Nura Feituri M.B.B.Ch. Colorectal surgery Tripoli Central Hospital, Tripoli, Libya

Menoka Ferdous M.B.B.S. Gynecology Shaheed Suhawardy Medical College, Dhaka, Bangladesh

Linda Ferrari M.D. Colorectal surgery Guy’s and St. Thomas’ NHS Foundation Trust, London, United
Kingdom

Deepa Gopinath M.D. Urogynecology University of Sydney, Sydney, NSW, Australia

Cynthia Hall M.D. Urogynecology University of Massachusetts Chan School of Medicine, Worces-
ter, MA

Baerbel Junginger PT. Physical therapy Charité Universitdtsmedizin, Berlin, Germany

Amita Kamath M.D. Radiology Icahn School of Medicine at Mount Sinai, New York, NY

Naheed Kapadia P.T., D.PT. Physical therapy Dubai Health Authority, Dubai, UAE

Maria Kapral P.T., D.PT. Physical therapy The Ohio State University Wexner Medical Center, Columbus,
OH

Deborah Keller M.D. Colorectal surgery Lankenau Medical Center, Wynnewood, PA

Jim Khan M.B.B.S., Ph.D. Colorectal surgery University of Portsmouth, Portsmouth, United Kingdom

Shaila Kumar C.N.S Pelvic floor biofeedback London North West University Healthcare NHS Trust, London,
United Kingdom

Cheryl Leia P.T. Physical therapy Canopy Integrated Health, North Vancouver, BC, Canada

Sezai Leventoglu M.D. Colorectal Gazi University School of Medicine, Ankara, Turkey

Nathalie Mantilla M.D. Colorectal Cook County Hospital, Chicago, IL

Gisele Vissoci Marquini M.D., Ph.D. Urogynecology Federal University of Uberlandia, Uberlandia, Brazil

Mandisa Mfaku PT. Physical therapy Steve Biko Academic Hospital, Pretoria, South Africa

Toshiki Mimura M.D., Ph.D. Colorectal surgery Jichi Medical University, Tochigi, Japan

Kavita Mishra M.D. Urogynecology Stanford University, Stanford, CA

Leila Neshatian M.D. Gastroenterology Stanford University, Stanford, CA

Lucia Oliveira M.D., Ph.D. Colorectal surgery Hospital Casa de Satde Sao José, Rio de Janeiro, Brazil

Nirmala Papalkar M.D. Urogynecology KIMS Hospitals, Hyderabad, India

Jennifer Paruch M.D. Colorectal surgery Ochsner Health System, New Orleans, LA

Chloe Peters PT. Physical therapy Private Practice, Melbourne, VIC, Australia

Katie Propst M.D. Urogynecology University of South Florida, Tampa, FL
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Table 1 (continued)

Name Credentials Specialty Institutional affiliation

Pritheesh Rajan M.D. Colorectal surgery King George’s Medical University, Lucknow, India

Sthela Regadas M.D., Ph.D. Colorectal surgery Federal University of Ceara, Fortaleza, CE, Brazil

Shamsa Rizwan M.D., Ph.D. Urogynecology Fazaia Medical College, Islamabad, Pakistan

Ghazaleh Rostami Nia M.D. Urogynecology NorthShore University Health System/University of Chicago
Pritzker

School of Medicine, Skokie, IL

Leslie Roth M.D. Colorectal surgery Brown University, Providence, RI

Eric Shah M.D. Gastroenterology University of Michigan, Ann Arbor, MI

Wan-Jin Shao M.D. Colorectal surgery Shenzhen Municipal Coloproctology Hospital of Chinese Medi-
cine/The Affiliated Hospital of Nanjing University of Chinese
Medicine Shenzhen, China

Anne Sirany M.D. Colorectal surgery Colon and Rectal Surgery Associates, Minneapolis, MN

Emel Sonmezer Ph.D. Physical therapy Atilim University, Ankara, Turkey

Jenny Speranza M.D. Colorectal surgery University of Rochester, Rochester, NY

Kyle Staller M.D. Gastroenterology Massachusetts General Hospital, Boston, MA

Mary Strauhal PT,D.PT. Physical therapy Providence St. Vincent Medical Center, Portland, OR

Sarah Stringfield M.D. Colorectal surgery Baylor University Medical Center, Dallas, TX

Melissa Sundberg PT,D.PT. Physical therapy Alaska Pelvic Health and Wellness, Anchorage, AK

Penny Swanson PT,D.PT. Physical therapy Providence Swedish Issaquah, Issaquah, WA

Josefina Tarigo M.D. Urogynecology School of Medicine, University of the Republic, Montevideo,
Uruguay

Amy Thorsen M.D. Colorectal surgery University of Minnesota, Minneapolis, MN

Laura Ward PT.,D.PT. Physical therapy The Ohio State University Wexner Medical Center, Columbus,
OH

William Winkelman M.D. Urogynecology Mount Auburn Hospital, Cambridge, MA

Laura Aparecida Xavier de Abreu M.D. Urogynecology Federal University of Uberlandia, Uberlandia, Brazil

Gloria Yi PT.,D.PT. Physical therapy Crossover Health, Menlo Park, CA

Andrea Zimmern M.D. Colorectal surgery Hofstra School of Medicine, Great Neck, NY

*Members in addition to those listed in the author byline

LEINT3

dysfunction,” “biofeedback,” “rectocele,” “rectal prolapse,”
“rectal intussusception,” and “trauma.” Studies identified in
the literature review were not selected or excluded on the
bais of on patient sex or sex identity. However, those pub-
lished in gynecology/urogynecology journals, those related
to obstetric history, and those focused on female-specific
anatomy included only women, whereas studies evaluating
functional GI disorders outside of those contexts generally
enrolled mixed-sex populations. Subgroups met virtually
across 2 to 5 sessions to review the literature, define relevant
draft statements, and provide supporting text for the draft
statements. These draft statements were then compiled and
discussed during 2 PFC meetings.

PFC Expert Meetings
The PFC convened 2 expert consensus meetings. The first

expert meeting was convened on June 3, 2023, in Seattle,
Washington. It was hosted by the American Society of Colon

@ Springer

and Rectal Surgeons (ASCRS) and included 188 volunteers
from North America, South America, Europe, and Asia.
These experts belonged to several subspecialties (colorec-
tal surgery, gastroenterology, urogynecology, urology, and
physiotherapy) that diagnose and treat pelvic floor disorders.
The majority of attendees at this event were colorectal sur-
geons. The event was also audited by formal representatives
from the ASCRS, the International Continence Society, the
American Urogynecologic Society, and the International
Urogynecological Association, who then reported back to
their leadership on the event. Participants analyzed the com-
piled statements, and consensus voting was undertaken using
Slido (Cisco Systems) software after an iterative review pro-
cess. Consensus was defined as more than 70% agreement
with proposed statements. Those that reached consensus
were reviewed at a second expert meeting held during the
International Urogynecological Association national meet-
ing at The Hague on June 24, 2023. This second event was
attended by 53 experts, a different cohort than those pre-
sent at the first meeting, to ensure balanced, representative
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inclusion of perspectives from all stakeholder specialties.
Sixty-one percent of attendees at the second event were
physical therapists and 26% were urogynecologists. State-
ments were subjected to the same consensus voting process.

Final Review

Statements that reached consensus after both meetings were
then presented for review by the ASCRS Pelvic Floor Dis-
orders Steering Committee. This Steering Committee is
directed to develop clinical practice recommendations on
colorectal pelvic floor disorders based on the best available
evidence. The ASCRS Steering Committee edited the docu-
ment and sent it to the ASCRS Executive Committee for
final approval for publication. Parallel review and endorse-
ment were conducted by the International Urogynecological
Association Board of Directors.

Recommendations and Consensus
Statements

Referral Process

1. In patients with ODS, prompt referral to a properly
trained PFPT is recommended after exclusion of other
pathologies or impediments to active participation in
therapy.

PFPTs are clinicians with expertise in the role of the
musculoskeletal component on defecatory symptoms. Pel-
vic floor PT involves examination and manipulation of the
rectum and/or vagina by a trained physical therapist. Internal
examination is necessary for pelvic floor PT work.

Suspicion of a diagnosis of musculoskeletal involve-
ment is based on the assessment of the clinician and may
be based on a combination of reported symptoms, examina-
tion findings, and results of diagnostic testing [7]. There
is no specific or unique examination finding or diagnostic
test result that determines on its own whether referral to PT
is appropriate for patients with symptoms of ODS, with or
without posterior compartment prolapse. Referrals should be
considered after appropriate screening for contraindications
such as undiagnosed malignancy, and physical, psychologi-
cal, or cognitive barriers to active participation in therapy.

Referral to a PFPT requires a reasonable understanding
of the goals of treatment by the patient and the referring pro-
vider. Referring clinicians should include a plan for follow-
up with the patient to assess progress toward these goals and
to determine the need for any additional interventions based
on the outcome of the pelvic floor PT program. Referring
providers should provide pertinent clinical information to

the PFPT, but they should also expect physical therapists to
make their own assessment and plans for care based on their
expert assessments. The group established that there is no
minimum information needed by the PFPT apart from the
patient’s complaint and relevant clinical examination find-
ings. However, details of any diagnostic testing (eg, manom-
etry, defecography) may be helpful to the PFPT, especially
in the case of re-referrals after a prior pelvic floor PT failure
[7]. Referrals requesting “evaluation and treatment” were
noted to be more useful and flexible to the physical therapist
than referrals specifying treatment modalities (eg, referral
for “biofeedback™).

2. Local availability of PFPTs knowledgeable in bowel dys-
function may impact early pelvic floor PT referrals for
some clinicians and patients.

Advanced training in the treatment of bowel disorders
is necessary for PFPTs to appropriately treat patients with
ODS, whether posterior compartment prolapse is present or
not. There are no uniform requirements across PT gradu-
ate school curricula or postgraduate certification for the
treatment of bowel disorders, so PFPT expertise in treating
defecatory dysfunction can vary widely. This variety can
create challenges for referring providers to identify a PFPT
with the appropriate skill set to treat these disorders and for
patients to access them in a timely manner. Variations in PT
training and privileging were noted on the basis of country
and continent.

Only 20% to 48% of patients referred for pelvic floor PT
in the setting of defecatory dysfunction and/or high tone
pelvic floor disorders will initiate therapy and complete their
program [8—10]. Multiple barriers are reported by patients,
with cost being the most frequently cited. However, incon-
venience, limited access, and/or travel distance are the next
most commonly reported challenges to completing a pre-
scribed pelvic floor PT program [8, 11, 12].

Geographic access to an appropriately trained PFPT may
be challenging for patients with bowel dysfunction, even
when providers with general training in pelvic health are
accessible. Although limited evidence produced since the
COVID pandemic suggests that telehealth may have some
utility in mitigating these challenges, the majority of patients
treated by PFPTs using telehealth still preferred some in-
person visits [13].

There are opportunities to expand or standardize bowel
dysfunction training at the postgraduate level or during
PFPT training. This would improve access and help referring
providers more easily identify local PFPTs with appropriate
expertise.

In practice settings where access to PFPTs with bowel-
specific training is limited or uncertain, it may be appro-
priate to await the results of diagnostic testing to prioritize
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referrals and guide patients to the most appropriate avail-
able care. Active discussion between referring providers and
PFPTs regarding local expertise and available services may
help inform optimal referral practices and timing.

Role of Testing and Imaging in Relationship to Pelvic
Floor PT Evaluation and Treatment

3. A formal diagnosis of ODS by rectal testing and imag-
ing is not necessary for a patient to undergo an initial
pelvic floor PT evaluation for symptoms of defecatory
dysfunction.

Early involvement of properly trained PFPTs is beneficial
for patients [14—16]. Results of testing should not be taken in
isolation from the holistic care of the patient and should not
delay referral. Most patients undergo several investigations
during the diagnostic phase of their evaluation, including
anorectal manometry (ARM), rectal sensation test, balloon
expulsion testing (BET), and dynamic imaging. Digital rec-
tal examination (DRE) has high diagnostic accuracy when
performed by experienced examiners and can be useful in
predicting dyssynergic defecation (DD) in the absence of
other diagnostic testing. One study of 218 patients meeting
Rome IV criteria for functional constipation found that DRE
had high sensitivity (71.3%) and specificity (76.1%) for diag-
nosing DD, which was similar to the diagnostic accuracy of
highresolution ARM in their meta-analysis [17]. However,
another study evaluating the rates of performance and diag-
nostic accuracy of DRE by providers at a tertiary care center
ordering ARM testing demonstrated only 42.3% of patients
had a DRE performed by the ordering provider, and when
performed, sensitivity of DRE ranged widely by the experi-
ence and training of the examiner (25.0% for non-GI spe-
cialists vs 82.6% for gastroenterology faculty) [18]. Testing
provides supplementary data that may not be able to be gath-
ered on clinical examination [19, 20]. Whether testing results
affect specific pelvic floor PT protocols and outcomes across
practice settings is unknown and needs to be investigated.

4. Findings of anorectal function tests and dynamic imag-
ing can serve as treatment targets for PFPTs and can
optimize referrals to PFPTs in limited-resource settings
or when there are long wait times for PFPT evaluation.

Overall, there is insufficient evidence to provide consen-
sus on how best to use diagnostic testing to guide a pel-
vic floor PT management plan or to predict its efficacy in
treating ODS or posterior compartment prolapse, especially
when it comes to practice outside an academic or research
setting. However, some insights can be found in the literature
for the most commonly used testing modalities.
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Anorectal Manometry

ARM provides information on anal tone and contractility,
anorectal coordination, and rectal sensation and helps strat-
ify functional defecatory disorders (eg, obstructive defeca-
tion) from slow transit [21-23]. ARM helps to stratify the
referral population for limited pelvic floor PT resources [24]
and can also support indications for other treatments such
as anal botulinum therapy [25]. The important parameters
on ARM that predict outcomes with pelvic floor PT include
anal squeeze pressure, endurance squeeze pressure, rectal
pressure change during push, anal pressure change during
push, and first sensation volume [21, 24, 26, 27]. The ability
and motivation of the patient to participate in ARM predict
the ability of the patient to participate in pelvic floor PT, [28]
whereas a greater willingness to participate in biofeedback
therapy independently predicts an improvement in global
bowel satisfaction scores [29]. Although the improvement
of anorectal parameters after pelvic floor PT has not been
consistent in all trials [30], in a recent meta-analysis of bio-
feedback therapies, 4 of 11 studies showed correction of dys-
synergia in a total of 72% of patients; biofeedback therapy
was superior to non—biofeedback therapy for resolution of
dyssynergia (OR 9.43; 95% CI, 0.8-111.2; Z=1.78; p <
0.00001; 7 = 93%) [31].

Defecography

By identifying components of pelvic organ prolapse, fluoro-
or MRI defecography may guide the scope of treatment and
help define the type of impairment patients have. In addition
to imaging components of pelvic organ prolapse, defecogra-
phy can identify the presence of pelvic floor dyssynergia that
may not be diagnosed by other methods of anorectal physiol-
ogy testing [32]. By differentiating patients with obstructive
defecation due to dyssynergia versus pelvic organ prolapse,
defecography may identify patients with a poorer response
to pelvic floor PT. Adusumilli et al noted that in 64 patients
who were offered pelvic floor PT, the Patient Assessment of
Constipation Symptoms score improved significantly (24 vs
19; p = 0.01) in patients with obstructed defecation without
a high-grade rectal prolapse compared with no significant
change (26 vs 25; p = 0.21) in patients with a high-grade
rectal prolapse [33]. GI quality-of-life improved only in
patients without a high-grade internal rectal prolapse. How-
ever, other studies have shown that rectocele size, contrast
trapping, and the presence of internal prolapse do not appear
to affect the success of biofeedback in treating obstructive
defecation [34-36]. Components of anismus on defecogra-
phy may also identify patients with a poorer response to
pelvic floor PT. In 80 consecutive patients treated for DD,
an increased anorectal angle during squeeze (p = 0.029) was
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found to be independently associated with a lack of response
to biofeedback therapy [37].

Balloon Expulsion Testing

BET is often performed in conjunction with ARM. It does
not define the mechanism of disordered evacuation [24].
Although the inability to expel a balloon was associated with
a lower successful response to pelvic floor PT in 2 studies,
[37, 38] a prolonged BET has been shown to be able to inde-
pendently predict success after biofeedback therapy [29].
Future prospective large-scale studies are needed to further
assess the impact of BET on biofeedback success.

When access to PFPTs is limited, consider sending
patients only after positive dyssynergia testing to reduce the
wait times to see a qualified specialist. ARM has high sensi-
tivity, but BET is more relevant as a single screening test for
DD, especially in laxative-refractory chronically constipated
patients when the availability of PT expertise is limited [20].
Test results before referral also allow for the opportunity for
nonlocal qualified specialists to treat patients virtually for PT
to expand access to care.

Pelvic Floor PT Treatment for Patients
with Defecatory Symptoms

5. Pelvic floor PT treatment goals should be set with
patients, tailoring the therapy plan to address underly-
ing pathology, patient values, and ensuring collaboration
with open multidisciplinary communication.

Treatment plans should be individualized; pelvic floor PT
programs are typically targeted to patient goals rather than
to a specified duration, number of visits, or a prescribed
sequence of modalities. A Cochrane Review of randomized
trials using biofeedback for treatment of chronic idiopathic
constipation in adults reported that for this PT modal-
ity alone, there was considerable variation in the number
(5-14), frequency (daily to once every 2 wk), and duration
(2 wk—=3 mo) of sessions [39]. Our experts did not reach a
consensus on a set number of pelvic floor PT visits. There
was a general agreement reached that 4 to 6 treatment ses-
sions are needed to see a change in symptoms. Reevaluation
and additional diagnostic testing may be performed at the
discretion of the treating providers, but this is unlikely to
alter management until after at least 8 sessions.

6. Clinicians and PFPTs need to acknowledge the pos-
sibility of undisclosed trauma and treat everyone with
a trauma-informed examination during their patient
assessments.

Patients with functional pelvic and GI disorders often
have a history of trauma or sexual abuse, which may impact
their treatment outcomes and their relationship with treat-
ing providers. Multiple studies have estimated the rate of
patient-reported sexual or physical trauma in patients with
GI functional disorders and/or pelvic dysfunction at 23%
to 38% [40, 41]. However, half of patients with a history of
sexual trauma have not disclosed this history with another
family member, and one-third have not disclosed this history
with anyone [42], so patient-reported data almost certainly
underestimates the prevalence. There is a 2-fold increased
odds of pelvic floor dysfunction among those with a history
of sexual violence versus nontraumatized controls [40, 41].
Sexual trauma is a negative prognostic indicator for out-
comes of medical and surgical management of pelvic floor
dysfunction [40, 43].

Traumatic experiences can also occur in a medical set-
ting and may involve illness, injury, pain, and frightening
and/or distressing treatment experiences. Obstetric trauma
from normal or instrumented vaginal delivery is associated
with mechanical trauma of the levator complex in more than
30% of cases, resulting in future morbidity, including pelvic
organ prolapse, urinary and fecal incontinence, and sexual
dysfunction [44]. An estimated 20% to 33% of women report
psychological trauma in the peripartum period, including
anxiety about mode of delivery and postpartum complica-
tions [44]. The rate of anxiety disorders related to child-
birth is reported at 16%, and the rate of posttraumatic stress
disorder related to childbirth across multiple studies is 4%
[45, 46].

Clinicians should expand their definition of trauma
to include sexual, birth/medical, and emotional trauma.
Providers need to acknowledge that patients may not be
comfortable sharing a trauma history. Given the intimate
nature of pelvic floor examinations, trauma-informed care
should be performed for all patients, and providers should
emphasize the person’s agency and control over their body
throughout the physical examination. Patients should be
informed in advance that they can ask to stop the exami-
nation or pelvic floor PT session at any time. For patients
with known or suspected trauma where testing could also
be perceived as traumatic, referral to a PFPT is considered
appropriate before ordering additional testing, such as ARM
or defecography.

7. Pelvic floor PT bowel specialists use a multifaceted
approach, tailored to the needs of the individual patient.
Tools and techniques may involve patient education,
habit training, instrumented biofeedback, noninstru-
mented biofeedback, and musculoskeletal therapy
(Table 2) [47-54].
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Individualized pelvic floor PT sessions incorporate both
patient education on lifestyle and tools. For example, the
squatting stool is low risk, requires minimal instruction on
correct use, and can assist with defecation by elevating the
legs and improving the anorectal angle [49, 50]. Biofeedback
is a best practice in the treatment of ODS, and its efficacy
is supported by multiple randomized trials [7, 39]. Biofeed-
back is defined as a conditioning treatment in which typi-
cally unknown information about a bodily process is con-
verted into simple visual, auditory, or tactile cues. Various
forms of biofeedback can be used (surface electromyogra-
phy, DRE, pressure sensors, abdominal or perineal ultra-
sonography, or simple visual feedback, such as a mirror) to
deliver results through neuromuscular reeducation. Biofeed-
back approaches that use external devices, such as probes,
are referred to as “instrumented,” whereas biofeedback
delivered without the use of devices is “noninstrumented.”

Table 2 Techniques and tools for pelvic floor PT treatment

The decision on the type of biofeedback or other modalities
to include is best made by the PFPT. There is insufficient
evidence in the literature to support any specific biofeedback
techniques over others for ODS and posterior compartment
prolapse [7, 39].

8. Patients who show benefit from manual therapy with a
trained PFPT may benefit from home devices that simu-
late treatment.

Patients should be provided with high-quality resources
to continue practicing their PT exercises at home, and this
option can also be offered to patients with limited access
to PFPTs. Home devices and therapies can be recom-
mended after evaluation by a knowledgeable clinician and
with appropriate patient education on how to use them. An
internal examination by an appropriately trained provider is

Treatment techniques and patient education
Lifestyle education
Behavioral modification
Medical education

Diet/fluids, stress management, sleep hygiene, exercise
Habit training, bowel routine, timed voiding, etc
Anatomy and physiology of pelvic floor muscles, defecation mechanics, stool forma-

tion, and bladder/sexual function

Manual therapy

Hands-on care where the physical therapist uses palpation to make changes to soft

tissue and musculoskeletal structures (eg, soft tissue mobilization, visceral mobiliza-
tion, desensitization, manual stretching)

Neuromuscular reeducation

Treatment with the purpose of improving coordination of muscular control may

include hands-on treatment, verbal, and/or external cues and devices; use of tools
such as biofeedback can fall into this treatment category

Tools to augment treatment and home exercise program
Biofeedback

A conditioning treatment in which typically unknown information about a bodily

process is converted into simple visual, auditory, or tactile cues

Various forms of biofeedback can be used (SEMG, DRE, abdominal or perineal
ultrasonography, pressure sensors, and simple feedback like a mirror) to deliver
results through neuromuscular reeducation. Biofeedback that uses external devices is
referred to as “instrumented,” whereas biofeedback that is delivered without the use
of devices is “noninstrumented” [47]

Electric stimulation

Squatting stool

Internal pelvic massager or wand
Anal dilator or rectal trainer
Splinting devices

External garments for prolapse management

Example of Instrumented biofeedback: use of SEMG sensor or pressure sensor devices
Example of noninstrumented biofeedback: use of DRE with verbal cues

Use sEMG electrodes or probes to provide external or internal stimulation to muscles
with the purpose of increased motor unit activation and/or interfering with pain
receptors [48]

An external device used under a patient’s feet during defecation to raise the knees
higher than the hips, increasing the anorectal angle for improved ease of expulsion of
stool during defecation [49-51]

A tool that can be safely inserted vaginally and/or rectally to augment the ability to
treat the muscles and tissue in the pelvic floor. May include vibration [52]

A tool that can be safely inserted vaginally and/or rectally to provide a circumferential
stretch to the muscles and tissues at the vaginal introitus and/or anal opening

Tools used to facilitate “normal” anatomy relative to vaginal canal and rectum, reduce
rectocele, and improve mechanics of defecation [53]

Used for external support of prolapse to relieve symptoms and improve quality of life.

However, there was limited evidence that external garments correct prolapse, particu-
larly for rectocele or rectal prolapse [54]

sEMG surface electromyography, DRE digital rectal examination
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recommended to inform the choice of device that best meets
the patient’s needs. Limited data suggest that biofeedback
devices and therapies for home use may provide benefit to
some patients with ODS, but the devices used in these tri-
als are not currently available for home purchase [55, 56].
Specific units and therapies should be recommended after
evaluation by a knowledgeable therapist. If a patient is una-
ble to undergo internal examination or findings are limited,
data from appropriate diagnostic testing may also inform
this choice.

9. Content that is “good” for patient education will be easy
to understand, include graphics, be concise, and be accu-
rate (for anatomy, physiology, procedure, and recom-
mendations). It will also be easy to find and share.

Education on lifestyle changes, behavioral modifications,
and habit training can also be used to individualize patient
care during pelvic floor PT. Characteristics of useful educa-
tional materials to augment the patient experience, and how
to locate them, were considered. Although no studies on
open-source materials specific to patients with defecatory
disorders were identified, there are relevant studies in patient
populations with other GI disorders, such as rectal prolapse
and colorectal cancer. One study evaluating 12 online patient
educational resources for colorectal cancer screening found
that 83% were written beyond the recommended sixth-grade
reading level [57]. A recent review also found that none
of the patient-facing educational materials on the ASCRS
website were accessible at the sixth- or seventh-grade read-
ing levels recommended by the American Medical Asso-
ciation and the National Institutes of Health, respectively
[58]. Patient-reported challenges to accessing helpful open-
source materials on rectocele and rectal prolapse included
finding appropriate content, navigating complex language,
and concerns about source reliability [59]. Various educa-
tional resources were reviewed, including open-source vid-
eos, handouts, and other open-access websites. No single
search criterion can be used to find the “best” open-source
educational content due to the extensive variety of platforms
and the variability in content that is beneficial for patient
education. Patients may face multiple challenges when try-
ing to find and access appropriate educational resources.
Clinicians may wish to identify or create accurate, concise,
and easily accessible resources relevant to their practices at
an appropriate reading level and actively direct their patients
to these materials.

10. Videos that contain accurate information and review
defecation mechanics, pelvic floor muscle exercises,
and general anatomy in a clear and concise manner
are most valuable to clinicians treating pelvic floor
disorders.

There are very limited data on the use of video-based
educational materials for the treatment of bowel dysfunction.
One randomized trial in pediatric patients with bladder and
bowel dysfunction demonstrated noninferiority of an ani-
mated training video when compared to standard urotherapy
[60]. Another prospective trial evaluated the benefit of add-
ing a video-based educational intervention to the treatment
plan of 107 patients with irritable bowel syndrome, and it
demonstrated a significant improvement in quality of life
and depression scores compared with standard therapy alone
[61]. There are no trials comparing video-based educational
materials to written materials or other graphical formats
with regard to outcomes of treatment for bowel dysfunc-
tion. Most studies evaluating video resources in patient care
include patient-reported outcomes, with a prominent theme
of anxiety reduction [62]. There is evidence to support the
use of video-based resources to help prepare patients under-
going diagnostic procedures, although not for those specific
to the diagnosis of defecatory dysfunction. A recent meta-
analysis of 16 studies of educational videos used before
diagnostic procedures demonstrated a reduction in patient
anxiety and improved patient satisfaction in the majority of
studies [63]. Due to the wide range of video-based resources
available through open sources, which are intended for a
variety of different audiences, patients may have difficulty
locating resources geared to their needs. Clinicians want-
ing to provide video-based educational materials to patients
with pelvic floor disorders may find that resources with these
characteristics are most helpful in their practices.

Coordination of Pelvic Floor PT in Patients
with Anatomical Abnormalities That May or May Not
Contribute to Defecatory Symptoms

Pelvic Floor PT in the Setting of Rectocele/Posterior Vaginal
Prolapse

11. Patients with posterior vaginal wall prolapse, symp-
toms of ODS, and increased pelvic floor muscle tone
or dyssynergia should be treated with pelvic floor PT
to address the high tone and pelvic floor coordination
before rectocele surgery.

Pelvic floor hypertonicity (PFH) or “non-neurogenic
hypertonicity” is defined as increased contractile activity or
passive stiffness of the pelvic floor muscles and can coexist
with posterior vaginal wall prolapse and dyssynergia [64].
The prevalence ranges from 50% to 90%, and PFH is often
associated with urological, gynecological, GI, sexual dys-
function, and chronic pelvic pain [65]. Pelvic floor PT in
patients with PFH increases awareness and proprioception,
improves muscle relaxation and elasticity, and was shown to
be effective for chronic pain and dyspareunia in a systematic
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review [66]. Furthermore, patients with PFH, dyssynergia,
and a posterior prolapse are less likely to benefit from early
surgery than those with a weak pelvic floor [34, 67-72]. Pel-
vic floor PT is recommended to treat PFH and dyssynergia
before considering rectocele repair.

12. Patients with symptoms of ODS, feelings of a bulge,
and need to digitate in the setting of decreased pel-
vic floor muscle tone can be offered pelvic floor PT to
address proper defecation mechanics either before or
after rectocele surgery.

Pelvic floor PT to address underlying musculoskeletal
dysfunction should be considered for any patient with rec-
tocele before considering surgery [34, 67—72]. In a Cochrane
review update on the conservative management of pelvic
organ prolapse, pelvic floor PT increased the chance of
improvement in prolapse stage by 17% compared to no pel-
vic floor PT [73]. In a blinded randomized controlled trial
comparing 59 women allocated to pelvic floor PT to 50 con-
trols (no pelvic floor PT), posterior vaginal wall prolapse
on Pelvic Organ Prolapse Quantification (POP-Q) System
and incontinence to flatus (54% vs 90%; relative risk 0.60;
95% CI, 0.39-0.92) and loose fecal incontinence (36% vs
100%; relative risk 0.38; 95% CI, 0.20-0.76) improved after
pelvic floor PT [74]. For women who demonstrate average
or diminished pelvic floor tone, pelvic floor PT can be per-
formed either before or after surgical intervention.

Pelvic Floor PT in the Setting of Internal and External Rectal
Prolapse

13. Timely surgery is recommended as first-line treatment
for external prolapse (procidentia). Pelvic floor PT
should be considered postoperatively for patients with
persistent symptoms. Preoperative PT can be consid-
ered if it does not delay the time to surgery.

Patients with external prolapse (procidentia) are likely to
benefit from surgical intervention. Surgical intervention for
external prolapse improves patients’ quality of life, regard-
less of the surgical approach used [75]. Appropriate timing
and surgical approach are left to the judgment of the pro-
vider. Some patients may benefit from pelvic floor PT before
surgical intervention, although evidence-based selection cri-
teria have not been elucidated. Without surgical correction,
patients with external rectal prolapse are likely to develop
worsening fecal incontinence over time [76]. Studies evalu-
ating the efficacy of pre- and postoperative pelvic floor PT
for patients undergoing surgery for external rectal prolapse
have demonstrated improvement in external anal sphincter
function and incontinence symptoms but not internal anal
sphincter or resting sphincter tone [77, 78].
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Although surgical correction of external rectal prolapse
(procidentia) benefits patients’ quality of life and may pre-
vent or improve incontinence symptoms, surgery does not
consistently improve symptoms of constipation or DD [79,
80]. One retrospective review of 19 patients showed reduc-
tion of prolapse does not correct dyssynergia on manometry
when compared before and after surgery [81].

In the consensus discussion, patients with significant
dyssynergia and preserved sphincter and/or puborectalis
tone were thought to have more potential benefit from pre-
operative pelvic floor PT than those with poor or absent
tone. In patients with preserved tone, the time required for
a preoperative pelvic floor PT program may not represent a
delay to surgery. Postoperatively, persistent abnormal bowel
symptoms or examination findings suggestive of ongoing
musculoskeletal dysfunction (incontinence, incomplete
defecation) should prompt consideration for pelvic floor PT
referral.

14. In patients with high-grade intussusception and symp-
toms of ODS, pelvic floor PT should be offered before
considering surgery. If the patient’s symptoms per-
sist after the initial pelvic floor PT program is com-
plete and surgery is performed, pelvic floor PT also
should be considered postoperatively ("the sandwich
approach").

High-grade internal prolapse is defined as intussusception
descending to the level of the anal canal or below (intraa-
nal, grades III-IV per the Oxford Rectal Prolapse Grade
radiographic scale), and low-grade prolapse is defined as
descending within the rectum proximal to the anal canal
(intrarectal, grades I-II per the Oxford scale) [82]. Avail-
able evidence demonstrates that in the setting of internal
rectal prolapse/intussusception, most patients will benefit
from pelvic floor PT regardless of grade [35, 83, 84]. One
retrospective review of prospectively collected data, includ-
ing 61 patients with low- and high-grade internal prolapse,
demonstrated improvement in fecal incontinence and ODS
scores with biofeedback therapy in both groups [83]. How-
ever, a similar study of 120 patients failed to demonstrate a
significant benefit for pelvic floor training in the subgroup of
patients with high-grade internal rectal prolapse [33]. Other
studies have demonstrated a potential benefit for surgery in
patients with high-grade internal prolapse who have failed
to meet treatment goals with pelvic floor PT and medical
management [33, 85]. Due to the lower risk of pelvic floor
PT interventions and the prospect of benefit with or with-
out surgery, it is recommended that these be offered before
considering surgery for high-grade internal rectal prolapse.

15. Patients with low-grade intussusception and patients
with solitary rectal ulcer syndrome should be treated
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with pelvic floor PT with a therapist trained in bowel
management. PT may be combined with other medical
treatment options. Surgery is strongly discouraged in
these patients unless all other therapies have failed.

Patients with low-grade internal rectal prolapse benefit
from pelvic floor PT. Few studies stratify patients by grade of
internal prolapse, but those that do suggest a greater potential
for improvement with pelvic floor PT than with surgery in
patients with low-grade internal rectal prolapse. One study
evaluating prospectively collected outcomes of pelvic floor
training demonstrated a statistically significant improvement
in Patient Assessment of Constipation Symptoms and GI
Quality-of-Life scores in the subgroup of 24 patients with
low-grade internal prolapse [33]. Another study that included
22 patients with low-grade internal prolapse demonstrated
a statistically significant reduction in the Cleveland Clinic
Constipation Score with pelvic floor training in this subgroup
[83]. Conversely, patients with low-grade internal rectal pro-
lapse, including those with solitary rectal ulcer syndrome,
do not appear to benefit from surgical intervention [33, 86,
87]. If surgery is offered as a last resort after failure of all
other options, appropriate expectations should be set with
the patient that the potential benefit of surgery is uncertain,
and such potential benefits must be weighed against the risks.

Discussion

A total of 15 statements were developed during the con-
sensus and review, with more than 70% consensus for each
statement, covering the referral process, assessment, and
management of patients with defecatory dysfunction with
or without posterior compartment prolapse. The process
highlighted many opportunities to improve patient care pro-
cesses, knowledge, and provider support.

There are no standard definitions or terminology for pelvic
floor PT techniques used for the treatment of bowel disorders.
Similarly, although physical therapists can receive specialty
training in the management of bowel disorders, there is no
consensus on what services should be provided. This lack
of consensus can create misalignment between the expecta-
tions of referring providers, patients, and the treating physical
therapists, and it may contribute to variability in patient out-
comes. Defining minimum standards for bowel-specific PFPT
training was outside the scope of this consensus but remains
an important area for future work. Creating such standards
and definitions will likely improve communication between
providers, enhance the quality of research on this topic, and
ultimately improve the quality of patient care.

Compounding this, there is a shortage of appropriately
trained PFPTs, particularly those with specialty training in
bowel disorders. Such services are especially difficult for
patients in rural areas to access. It is worth noting that these
consensus statements are intended for practice environments
where PFPTs with bowel-specific training are accessible.
Although patients may benefit from home-based therapies
after consultation with an appropriately trained physical
therapist, access for even an initial visit can be challenging
for many. Training in the management of bowel disorders
should therefore be enhanced and expanded, both in PT
school and in postgraduate courses for practicing physical
therapists.

There is a paucity of high-quality evidence to guide pro-
viders’ management of these disorders, in part due to the
factors listed above. Research is needed to develop more
consistent approaches to care and training, to identify selec-
tion criteria that stratify patients into the best therapeutic
approach for their dysfunction, and to find ways to improve
access to PFPTs for those who need it.

Providers managing patients with ODS and posterior
compartment prolapse need sufficient time and resources
to care for them optimally. These are complex patients who,
according to our expert consensus, are best served by multi-
disciplinary and trauma-informed care models. Clinic visits
can require significant time for elucidating detailed histo-
ries and providing extensive counseling to patients. In many
cases, surgery is not the best first treatment. As a result, cur-
rent models of reimbursement may disincentivize providers
from seeing patients with these disorders. Administrators
and third-party payors may not be aware of the increased and
specialized support required to care for this patient popula-
tion. We encourage providers to reach out within their local
communities and health care systems, and on a larger scale
through patient and professional advocacy organizations, to
increase awareness of these vulnerable patients’ needs. To
serve these patients and improve their quality of life, we
must elevate the quality of multidisciplinary care for patients
with ODS and posterior compartment prolapse.

Conclusions

This study delivers multidisciplinary recommendations
regarding the use of pelvic floor PT to treat ODS, with
or without posterior compartment prolapse. These recom-
mendations were agreed to through a vigorous interna-
tional consensus process. The process has highlighted the
need for high-quality research and improving multidisci-
plinary care delivery for these complex patients.
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