FGID Table F (Updated 31/01/2016)

PUBMED 2014 - Search criteria e.g.: (TITLE-ABS-KEY (“functional decal incontinence”)) AND (psychological intervention or hypnosis or relaxation or "behavior therapy" or "behaviour therapy" or "cognitive therapy" or "stress management™ or “interpersonal therapy” or
psychoanalysis or psychodynamic or CBT or mindful* or mind or hypnosis, or “psychological intervention” or biofeedback). References also attained through screening of source references.

Levels of evidence (I-1V) assessed in accordance with National Health and Medical Research Council (1999) guidelines [1]

FGID condition and diagnostic criteria

Demographics aspects of the

condition

Medical treatment

Psychological aspects of the FGID

FGID Condition:

Diagnostic criteria:

Prevalence:

Demographic characteristics:

Common medical
treatment method:

Incidence of
psychological
conditions

Psychological
predictors

Psychological
intervention type

Efficacy of psychological and
biofeedback interventions

F. Functional
Anorectal
Disorders

Review: [2-5]
Early review [6]

Biofeedback review: [7]

©22.6% (95% ClI:
20.2-25.0) in
Canada [8]

©26.8% diagnosed
after excluding
self-report; US
national average
was 26.3% [9]

e Absenteeism (l11-

2) [9]

F1. Functional fecal
incontinence

Diagnostic criteria*

1. Recurrent uncontrolled passage of fecal
material in an individual with a developmental
age of at least 4 years and one or more of the
following:

a. Abnormal functioning of normally
innervated and structurally intact muscles

b. Minor abnormalities of sphincter structure
and/or innervation

c. Normal or disordered bowel habits, (i.e.,
fecal retention or diarrhea)

d. Psychological causes

AND
2. Exclusion of all of the following:

a. a. Abnormal innervation caused by
lesion(s) within the brain (e.g., dementia),
spinal cord, or sacral nerve roots, or mixed
lesions (e.g., multiple sclerosis), or as part
of a generalized peripheral or autonomic
neuropathy (e.g., due to diabetes)

b. b. Anal sphincter abnormalities associated
with a multisystem disease (e.g.
scleroderma)

c. c. Structural or neurogenic abnormalities
believed to be the major or primary cause
of fecal incontinence.

e Criteria fulfilled for the last 3 months [10]

Review: [2, 5, 7, 11-13]
Major review: [13]

e 2.0% in AU [14,
15]

e 4.6% (95% ClI:
2.9-6.8) in Mexico
[16]

® 6.9% (95% ClI:
5.4-8.4) in Canada
(8l

® 7.6% (95% ClI:
5.7-9.5) in AU
(RII criteria; 2.0%
[95% Cl:1.5-2.5]
RI criteria) [17]

e 7.8% diagnosed
after excluding
self-report; US
national average
was 7.4% [9]

e 18% in US [18]

e Inert bulking agent injection (1)
[19]

¢ Sacral nerve stimulation (IV) [20,
21]

e 52.2% CES-D
depression (1V)
[16]

e 16.7% CES-D
depression (111-1)
[22]

e 43.23%
comorbidity (111-2)
[15]

e Absenteeism (l11-

2) [9]

o Biofeedback (I1)
[23-29], (111-1)
[22, 30, 31], (1V)
[32-50]

¢ Biofeedback

o Superior to control (1) [23]

o Improvement (I1) [24], (111-1)
[22, 31], (IV) [32-50]

o No difference (1) [25, 26],
(1-1) [30]

0 Biofeedback and electrostim
no difference, but subjective
improvement (1) [27]

0 Biofeedback and electrostim
superior to low-frequency
stimulation (11) [28]

o Digital examination
biofeedback mechanism
improvement (1) [29]

F2. Functional
anorectal pain

Review: [2, 6, 51-54]

¢11.6% diagnosed
after excluding
self-report; US
national average
was 11.3% [9]

©16.8% (95% CI:
14.6-19.0) in
Canada [8]

® 31% any lifetime
psychiatric
diagnosis (13%
anxiety, 18%
depression (1V)
[55]

o Absenteeism (I11-

2) [9]

o Biofeedback (I1)
[56], (V) [51,
55]

o Biofeedback
o Superior to electrogalvanic
stimulation and massage (I1)
[56]
o Improvement (1V) [51, 55]
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conditions
F2a. Chronic Diagnostic criteria* ¢8.0% diagnosed e 31% any lifetime e Biofeedback (1) | e Biofeedback
proctalgia after excluding psychiatric [55] o Improvement (IV) [55]

Must include all of the following:
1. Chronic or recurrent rectal pain or aching

2. Episodes last 20 minutes or longer

3. Exclusion of other causes of rectal pain such as

ischemia, inflammatory bowel disease, cryptitis,
intramuscular abscess, anal fissure, hemorrhoids,
prostatitis, and coccygodynia

* Criteria fulfilled for the last 3 months with
symptom onset at least 6 months prior to
diagnosis

Chronic proctalgia may be further characterized
into levator ani syndrome or unspecified
anorectal pain based on digital rectal
examination.[10]

self-report; US
national average
was 7.9% [9]

diagnosis (13%
anxiety, 18%
depression (1V)
[55]

F2al. Levator ani
syndrome

Diagnostic criterion

Symptom criteria for chronic proctalgia and
tenderness during posterior traction on the
puborectalis [10]

Review [5, 51, 57]

¢1.0% in AU [14]

©1.2% (95% ClI: 0.4-
1.9) in AU (RII
criteria; 1.0% [95%
Cl:0.7-1.4] RI
criteria) [17]

¢1.4% (95% ClI: 0.6-
2.9) in Mexico [16]

©2.4% (95% ClI: 1.5-
3.3) in Canada [8]

©6.6% diagnosed
after excluding
self-report; US
national average
was 6.0% [9]

¢ 31% any lifetime
psychiatric
diagnosis (13%
anxiety, 18%
depression (1V)
[55]

e 71.4% CES-D
depression (1V)
[16]

o Absenteeism (I11-

2) [9]

o Biofeedback (I1)
[56]

o Biofeedback
o Superior to electrogalvanic
stimulation and massage (I1)
[56]

F2a2. Unspecified
functional anorectal
pain

Diagnostic criterion

Symptom criteria for chronic proctalgia but no
tenderness during posterior traction on the
puborectalis [10]

F2b. Proctalgia
fugax

Diagnostic criteria
Must include all of the following:

1. Recurrent episodes of pain localized to the
anus or lower rectum

2. Episodes last from seconds to minutes
3. There is no anorectal pain between episodes

For research purposes criteria must be fulfilled
for 3 months; however, clinical diagnosis and
evaluation may be made prior to 3 months. [10]

Review [5]

e 2.0% in AU [14,
15]

e 4.6% (95% CI:
3.4-5.8) in Canada
(8l

® 6.2% (95% ClI:
4.3-8.7) in Mexico
[16]

® 6.6% (95% ClI:
4.8-8.3) in AU
(RII criteria; 2.0%
[95% CI:1.5-2.5]
RI criteria) [17]

® 7.9% [7]

¢ 61.3% CES-D
depression (1V)
[16]

¢ 40.57%
comorbidity,
significantly
higher than
controls (111-2)
[15]

® 31% any lifetime
psychiatric
diagnosis (13%
anxiety, 18%
depression (1V)
[55]

o Absenteeism (I11-

2) [9]

o Biofeedback
o Improvement (IV) [55]
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FGID condition and diagnostic criteria Demographics aspects of the Medical treatment Psychological aspects of the FGID
condition
FGID Condition: Diagnostic criteria: Prevalence: Demographic characteristics: Common medical Incidence of Psychological Psychological Efficacy of psychological and
treatment method: psychological predictors intervention type biofeedback interventions
conditions
F3. Functional Diagnostic criteria* ©9.2% functional e Patients with lower urinary
defecation disorders 1. The patient must satisfy diagnostic criteria for constipation in tract syr_nptoms_have
functional constipation** Korea [_63] como_rbld_ functional
©29.1% in France constipation (47%) and fecal
2. During repeated attempts to defecate must have | [64] incontinence (11%) [65]

at least two of the following:

a. Evidence of impaired evacuation, based on
balloon expulsion test or imaging

b. Inappropriate contraction of the pelvic floor
muscles (i.e., anal sphincter or
puborectalis) or less than 20% relaxation of
basal resting sphincter pressure by
manometry, imaging, or EMG

c. Inadequate propulsive forces assessed by
manometry or imaging

* Criteria fulfilled for the last 3 months with
symptom onset at least 6 months prior to
diagnosis

** Diagnostic criteria for functional
constipation:

(1) Must include two or more of the following:

(a) Straining during at least 25% of defecations,
(b) Lumpy or hard stools in at least 25% of
defecations, (c) Sensation of incomplete
evacuation for at least 25% of defecations, (d)
Sensation of anorectal obstruction/blockage for at
least 25% of defecations, () Manual maneuvers
to facilitate at least 25% of defecations (e.g.,
digital evacuation, support of the pelvic floor),
(f) Fewer than three defecations per week.

(2) Loose stools are rarely present without the
use of laxatives.

(3) There are insufficient criteria for irritable
bowel syndrome.[10]

Review: [58-63]
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FGID condition and diagnostic criteria

Demographics aspects of the

condition

Medical treatment

Psychological aspects of the FGID

FGID Condition:

Diagnostic criteria:

Prevalence:

Demographic characteristics:

Common medical
treatment method:

Incidence of
psychological
conditions

Psychological
predictors

Psychological
intervention type

Efficacy of psychological and

biofeedback interventions

F3a. Dyssynergic
defecation

Diagnostic criterion

Inappropriate contraction of the pelvic floor or
less than 20% relaxation of basal resting
sphincter pressure with adequate propulsive
forces during attempted defecation [10]

Review [2, 5, 62, 66-91]
Diagnostic criteria [2]

¢ 1.5% in Israel [92]

¢ 1.6% (95% CI: 0.7-
2.4)in AU [17]

® 2.0% (95% CI: 1.0-
3.6) in Mexico [16]

® 2.2% (95% ClI: 1.4-
3.1) in Canada [8]

e 1-2% in US [7]

o Significantly more prevalent in
the female gender [92]

e Surgery had no effect or
worsened dyssynergic defecation
with prolapse (1V) [93]

¢ 60.0% CES-D
depression (1V)
[16]

Significantly more
depression,
obsessive-
compulsiveness,
anxiety, paranoid
ideation,
somatisation, and
psychoticism than
controls on SLC-
90-R (111-2) [94]
Significantly
reduced SF-36
QoL in vitality,
social functioning,
role-emotional,
mental health,
physical
functioning, role-
physical, bodily
pain, and general
health compared
to controls (111-2)
[94]

e Biofeedback (I1)
[95-105], (I11-1)
[106], (111-2) [107,
108], (111-3) [109],
(1V) [110-115]

Biofeedback

o Superior to control (I11-2)
[107]

o Superior to TAU (1) [95]

o Superior to TAU or sham
(11 [96, 97]

o Superior to diazepam and
placebo (I1) [98, 99]

o Superior to laxatives (1)
[102]

o Superior to balloon
defecation training (1) [96,
100, 101]

o Superior to psychoeducation
and behavioural therapy (I1)
[103]

o Superior to control in both
hysterectomy and birth
group (111-1) [106]

oComparable in the ‘real
world’ to RCTs (I11-2) [108]

oImprovement (1V) [110-
112]

o Improvement in non-active
IBD/IBS sample (V) [113-
115]

oNo difference (111-3) [109]

o Inferior to surgery and
Botox (I1) [104, 105]

F3b. Inadequate
defecatory
propulsion

Diagnostic criterion

Inadequate propulsive forces with or without
inappropriate contraction or less than 20%
relaxation of the anal sphincter during attempted
defecation [10]
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