
Scores cliniques d’évaluation  des 
troubles de la statique pelvienne 

 

Master ROS – RECLIP 
2014 

Service de Gynécologie Obstétrique et de Médecine de la Reproduction 

Hôpital Antoine Béclère, Clamart 

Xavier Deffieux 



Que peut-on « évaluer » en cas de trouble de la statique pelvienne ? 

-  Anatomie (POPQ , Baden Walker) 

-  Symptômes (pelviens, urinaires, anorectaux, sexuels) 

-  Qualité de vie globale 

-  Gêne ressentie 

-  Impact des symptômes sur la qualité de vie 

-  Attentes des patientes 

-  Satisfaction après traitement 
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Stadification clinique des prolapsus 

-  POPQ (ICS – IUGA) 

-  Baden and Walker 

Reproductibilité (test-retest) 

Simplified POPQ 

Corrélation inter-observateur : 0.85        Parekh et al, IUJ, 2011 
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Problématique : pourquoi évaluer ? 
 
Patientes opérées prolapsus ont entre 3 et 4 attentes : 
 
l  Correction des troubles urinaires 
l  Correction des troubles digestifs 
l  Volonté de retrouver des activités normales (sport …) 
l  Améliorer leur santé globale 
l  Améliorer leur image de soi 
l  Améliorer leurs relations avec les autres 

                   Hullfish et al. Am J Obstet Gynecol 2002 

 
Aucune de ces attentes n’est un « bon résultat anatomique » 

Scores cliniques d’évaluation  des troubles de la statique pelvienne 



SPECIAL CONTRIBUTION

An International Urogynecological Association
(IUGA)/International Continence Society (ICS) joint report
on the terminology for reporting outcomes of surgical
procedures for pelvic organ prolapse

Philip Toozs-Hobson & Robert Freeman &

Matthew Barber & Christopher Maher &

Bernard Haylen & Stavros Athanasiou & Steven Swift &
Kristene Whitmore & Gamal Ghoniem & Dirk de Ridder

Published online: 5 April 2012
# The International Urogynecological Association 2012

Abstract
Introduction and hypothesis Standardized terminology has
yet to be developed for reporting the outcomes for surgery
for pelvic organ prolapse (POP).
Methods This report combines the input of the Terminology
and Standardization Committees of the International Urogyne-
cological Association (IUGA) and the International Continence
Society (ICS) and a joint Working Group on this topic, as well
as expert external referees. The aim was to present a standard-
ized terminology for the definitions of surgery and propose a
structure for reporting the outcomes of surgical procedures for

POP. An extensive drafting and review process was undertak-
en, as well as open review on both IUGA and ICS websites.
Results A terminology report was developed outlining the
recommended structure for reporting outcomes of surgical
trials involving POP. This document does not define success
and failure. The report includes patient-reported, subjective
and objective outcomes to enable researchers to report on
their results and compare them with other studies.
Conclusions A consensus-based method for standardizing
terminology for reporting outcome measures of POP surgery
was developed to aid clinicians working in this area of research.

This document is being published simultaneously in Neurourology and
Urodynamics (NAU) and the International Urogynecology Journal
(IUJ).
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Patient satisfaction

Patient satisfaction can be measured using qualitative meas-
ures, such as a patient-defined measure or a validated in-
strument (PGI-I scale) [31]. Qualitative assessment can
include Expectations, Goal Setting and Goal Achievement
and Satisfaction (EGGS) [32]. Again, these should be in
accordance with the SMART acronym. The number of pre-
specified goals and the number achieved postoperatively
should be recorded and reported for responsiveness and
reliability of goal achievement [24].

Quality of life

Appropriate and fully validated quality of life instruments
should be used to cover prolapse, urinary, bowel and sexual
function [30].

New questionnaires can be included when they have
demonstrated good psychometric properties (i.e., validity,
reliability and responsiveness) in women with POP. It is
important to verify that the questionnaire has been validated
in the language of the trial investigator(s).

Objective outcomes

Objective outcomes (e.g., POPQ [33]), should be tabulated
with percentages achieving each level to allow studies to
compare results, as definitions of success will vary among
studies (see below). This report does not attempt to provide
a definition for success and failure, as these are unknown.
However, authors should report data on the leading edge of
the prolapse for each site (e.g., patients who achieve points
−1 and 0 postoperatively having had prolapse greater than
−1 or 0 before surgery). These data, which may help identify
the level of anatomical restoration that leads to improvement
in symptoms, should be reported separately.

When possible, raw data should be provided for POPQ,
quality of life measures and all primary symptoms. These
should be reported in separate tables, which can be pub-
lished as supplementary material in the electronic (online)
version rather than the printed version.

Reoperation or further surgery

See in “New definitions” above.

Timelines

Timelines should be described chronologically, as outlined
below, using the classification above. Of note, these time-
scales are different to those described in the classifications of
complications reports related to female pelvic floor surgery
using either prostheses and meshes [7] or native-tissue [8]:

i. Very early (up to 3 months).
ii. Early (up to 1 year).
iii. Intermediate (12–36 months).
iv. Late (3–5 years.
v. Very late (greater than 5 years).

Economic evaluation/cost analysis

Despite considerable cost, sparse cost-effectiveness data exists
related to POP surgery. Investigators are encouraged to in-
clude economic analyses in their studies whenever possible.
Further details are below in the section “Reporting on eco-
nomic evaluation/cost analysis.”

Complications

Complications specifically related to prostheses and grafts [7]
and native tissue [8] should be reported as per the
IUGA-ICS classifications of complications directly relat-
ed to the insertion of prostheses and grafts or the use of
native tissue in female pelvic floor surgery [7, 8]. These
classifications use the CTS classification system, as
follows:

(C) Category of complication.
(T) Time the complication was diagnosed in relation to

primary surgery.
(S) Site of the complication.

There are seven categories with subdivisions of (A–D).
For the majority of complications, this would mean:

A. Asymptomatic.
B. Symptomatic.
C. Infection.
D. Abscess.

For complications involving bowel or bladder injury or
patient compromise, variations in the pattern of the increas-
ing index severity exist: e.g., Category 5: rectal or bowel
injury (both classifications- [7, 8]):

A. Small intraoperative defect.
B. Rectal injury or compromise.
C. Small- or large-bowel injury or compromise.
D. Abscess.

Studies, in particular of a specific surgical procedure,
should have a procedure-specific list of complications using
the CTS classification systems [7, 8] as part of the reporting.
Only in this way can the nature and chronology of possible
complications be determined and when (in relation to time
of surgery) and at which sites they might most commonly
occur. Note is also made of the generic Clavien–Dindo
complication classification [34], which consists of four
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Evaluation de la qualité de vie des patientes présentant un prolapsus  

Problématique : pourquoi évaluer ? 

Absence de corrélation anatomie / gène  

Retentissement sur la vie du patient 

 – psycho-émotionnel 

 – activités 

 – vie sociale 
 

Décision thérapeutique 

Pas de TTT invasif ou risqué si pas d’altération de la QdV    …sauf exception 
 

Evaluation du traitement (rééducation, pessaire, chirurgie) 

Nécessité d’un outil sensible et spécifique 

Propre à chaque patiente 
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Comment mesurer les symptômes et leur impact sur la qualité de vie ? 
 

2 objectifs fondamentaux de mesure 

 

Discrimination 

Différencier des patients selon leur qualité de vie 

Permet des comparaisons transversales 

 

Fiabilité ++ 

Tester sa capacité à distinguer de façon reproductible les patients 

 – administrations répétées chez des patients stables 

 – comparaisons de leurs scores 
test-retest 
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Comment mesurer la qualité de vie ? 
 

2 objectifs fondamentaux de mesure 

 

Sensibilité aux changements ++ 

Détecter un changement de qualité de vie chez un patient au cours du temps 

 

 

Détecter et quantifier un changement même s'il est petit, survenu dans la QdV 

du patient au cours d'une période de temps 
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Questionnaire de qualité de vie 

 
Composé de questions ou items 

 – revue de la littérature 

 – interview avec des patients 

 

Réparti en domaines 

 

Score par domaine et score global 

 

Auto-administré 
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Un questionnaire doit être validé +++ 
 

Fiabilité 

Sensibilité aux changements 

Validité 

 

Linguistique ++ 

Traduction / rétro-traduction 

 

Remplissage par la patiente / son entourage / le médecin 

 

Mais attention ++++ 

Questionnaire « validé » dans population de femmes ayant un prolapsus 

≠ le symptôme est lié au prolapsus 
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Propriétés psychométriques des tests

L’évaluation périodique de la validité et l’ajustement des tests sont des critères essentiels pour 

justifier de leur l'efficacité et de leur utilité. Central Test apporte une attention particulière à ces  

éléments  en  révisant  régulièrement  les  propriétés  psychométriques  de  tous  ses  outils.  Ces 

révisions impliquent une mise à jour du contenu, des analyses statistiques et des études de 

validité.  Avant la publication en ligne,  un test est  évalué selon quatre critères présentés ci-

dessous.

Fiabilité ou fidélité du test 

La fidélité fait référence à la façon dont un test mesure une dimension donnée (stabilité des  

résultats,  cohérence de la mesure). Si  une personne réalise le test à nouveau, aura-t-elle le  

même  score,  ou  bien  un  score  très  différent ?  Un  test  qui  fournit  des  scores  similaires 

lorsqu’une personne le passe à plusieurs reprises est considéré comme un test fiable. Il faut 

toutefois  noter  que  la  mesure  dans  les  sciences  comportementales  est  influencée  par  des 

variables externes qui sont :

- L’état psychologique ou physique de la personne qui passe le test, au moment où elle le 

passe. Par  exemple,  différents  niveaux  de  fatigue,  d’anxiété,  ou  de  motivation  peuvent 

influencer la performance de l’individu et donc ses résultats.

- Les facteurs environnementaux. Des différences dans  l’environnement de passation du 

test, comme la lumière, le bruit,… peuvent influencer la performance d’un individu à un test.
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Ces facteurs sont communément appelés sources « d’erreurs de mesure aléatoires ». S’il  n’y 

avait pas d’erreur de mesure aléatoire, un individu aurait le même score au test, son «  score 

vrai »,  à  chaque passation,  quelles  que soient  les  conditions  de  passation.  Un indice  de la 

fiabilité du test est la part du score au test non affectée par l’erreur de mesure aléatoire. 

Il  existe  divers  types  d’estimation  de  la  fidélité,  chacun  influencé  par  différentes  sources 

d’erreurs de mesure. Pour les outils développés par Central Test, deux types de fidélité sont 

particulièrement importantes : 

- La consistance interne. Elle indique à quel point les items d’un test mesurent la même 

dimension. Un coefficient de consistance interne élevé indique que les items du test sont  

similaires  dans  leur  contenu (c’est-à-dire  homogènes).  Il  est  important  de  noter  que  la 

longueur du test peut affecter la consistance interne. Par exemple, un test très long peut, de 

façon erronée, gonfler le coefficient de fidélité. La consistance interne est communément 

mesurée par un Alpha de Cronbach qui varie entre 0 (faible) et 1 (élevé).

- La fidélité test-retest. Elle indique le degré de répétabilité dans le temps des scores à un 

test.  Cette  estimation reflète  également la  stabilité  des  caractéristiques  ou du construit 

évalués  par  le  test.  Certains  construits  sont  plus  stables  que  d’autres.  Par  exemple,  la 

capacité  de lecture d’un individu est  plus stable,  sur un même laps de temps,  que son 

niveau d’anxiété. Pour les construits qui sont supposés varier avec le temps, un coefficient 

de fidélité test-retest acceptable peut être plus faible que celui des construits stables dans le 

temps. 

Le niveau de fidélité acceptable dépend du type de test et du type de coefficient utilisé. 

Pour  les  outils  de  Central  Test,  les  mesures  de  fidélité  sont  fournies  dans  les  documents  

techniques des tests.
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Validité du test

La  validité  est  le  critère  le  plus  important  dans  le  choix  d’un  test.  Elle  fait  référence  aux 

caractéristiques mesurées par le test et à l’exactitude avec laquelle il évalue ces caractéristiques. 

La validité donne du sens aux scores du test. Les preuves de la validité indiquent qu’il existe un 

lien entre la performance au test et un critère de performance. Elle nous informe sur le degré  

avec  lequel  il  est  possible  de  tirer  des  conclusions  spécifiques,  ou  des  prédictions,  sur  la 

personne en fonction de son score au test. En d’autres mots, elle renseigne sur l’utilité du test.  

Par exemple, si un test est un prédicteur valide de la performance pour un poste particulier,  

nous pouvons conclure qu’une personne présentant un score élevé au test sera plus encline à 

être compétente à ce poste qu’une personne qui a obtenu un score faible, toutes choses étant 

égales par ailleurs. 

Il est important de comprendre la différence entre la fidélité et la validité. La validité nous dit à  

quel point le test est bon pour évaluer une situation particulière ; la fidélité nous dit à quel 

point ce test est crédible, stable.  La validité d’un test est établie en référence à un objectif 

particulier. 

Il existe différents types de validité conceptualisés par les chercheurs. Cependant, tous peuvent 

être classés selon trois catégories :

- La  validité  de  critère. Elle  est  évaluée  en  examinant  la  corrélation,  ou  autre  relation 

statistique, entre la performance au test et un critère externe de performance. En d’autres 

mots, les individus qui présentent un score élevé au test tendent à être plus performants sur 

ce critère externe que les individus qui ont un score faible au test. Si le critère est obtenu en  

même temps que la passation du test, on parle de validité concourante ou concomitante ; si 

le critère est obtenu plus tard, on parle de validité prédictive.
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Corrélation question « boule à la vulve » et visualisation boule à la vulve  



Validité 
(en référence à un objectif particulier) 

Fiabilité = fidélité 
(test-retest) 

Stabilité des résultats 

Etat psychologique 
Fatigue 
Anxiété  

motivation Etat physique 

Facteurs environnementaux  
lors du remplissage du questionnaire 

 
Ambiance lumineuse 

Bruit 

 
 
 
 
 

      
     Sources d’erreurs de mesure  

       aléatoires 



Désirabilité sociale

La désirabilité sociale est un biais dans l’évaluation correspondant à l’inclinaison d’une personne 

à répondre d’une façon qui sera vue comme favorable par les autres. Étant des êtres sociaux par 

nature,  les  individus  sont  enclins  à  rechercher  un  certain  degré  d’acceptation  sociale.  La 

désirabilité sociale est l’un des principaux biais dans les tests de personnalité ; il est encore plus 

proéminent dans le contexte du recrutement. Un candidat est normalement toujours tenté de 

répondre de sorte à impressionner positivement le recruteur.

Nous  avons  développé  une  stratégie  en  deux  points  pour  surmonter  le  problème. 

Premièrement, tous les items sont examinés afin de s’assurer qu’ils ne sont pas sensibles à la 

désirabilité sociale. Deuxièmement, nous incluons une échelle de désirabilité sociale, dans les 

tests, afin d’identifier la « tricherie » et ce, qu'elle soit délibérée ou non. 

Considérations socio-légales 

Enfin,  un  bon  test  psychométrique  ne  doit  pas  être  biaisé  (positivement  ou  négativement) 

envers un groupe socio-culturel particulier. Il ne doit pas montrer de discrimination sur la base 

de la religion, du genre, de l’origine ethnique ou de la culture de la personne qui passe le test.

Lors du développement de nos outils, tous les items sont examinés de sorte à ne pas être 

favorable à une population particulière. Dans les études de validation, les relations entre les  

variables démographiques et les scores au test sont examinées afin d’éviter un biais potentiel. 

Ceci nous permet de construire des tests sensibles mais non biaisés.
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Inclue dans la validation : 
Evaluation des relations variables démographiques / scores au questionnaire 

 
- Conditions socio-économiques 

- Niveau d’éducation 

- Ethnie  
- Religion 

Questionnaires 
touchant à l’intimité 

+++ 



Types de questionnaires de symptômes et de qualité de vie 

Stratégies fondamentales de mesure 

 

1. Questionnaires génériques 

 – "health profiles«  

 

2. Mesures globales 

 – EVA 

 – mesure de perception globale du patient 

 
3. Questionnaires spécifiques 

 – maladie, problème, fonction 
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Questionnaires génériques 

 

Avantages 

Exhaustivité : un large champ de domaines 

Fiabilité et validité établies dans de grandes variétés de population 

Permet d’évaluer les effets d’un traitement sur différents aspects de la QdV 

Permet des comparaisons de qualité de vie entre : 

 • différents programmes de soins 

 • différentes populations 
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Questionnaires génériques 

 

Limites 

Ne ciblent pas de façon adéquate certains aspects spécifiques de la QdV 

 

Exemple : questionnaire SEP-59 : 1 seul item urinaire 

« vos troubles urinaires vous ont-ils gênés dans vos relations avec votre famille, 

amis ou connaissance ? » 

 

Peu sensibles aux changements type « traitement incontinence ou prolapsus » 
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Questionnaires génériques peu sensibles aux changements 
 

Patientes « dyschésiques » opérées d’une rectocèle (n=38) 

Etude prospective [Pigot et al, Gastroentérol Clin Biol, 2001] 

      - de la QdV générale (SF36) 

      - de la QdV spécifique relative à la constipation / dyschésie (PAC-QoL) 
 

Qualité de vie pré-opératoire altérée, corrélée à la gravité de la dyschésie 
  

Amélioration des 2 paramètres 7 mois après l’intervention 

…indépendamment de l'importance de la correction anatomique 
 

Nombre d‘items témoignant d'une amélioration plus grande dans le  

questionnaire spécifique (PAC-QoL) que dans le questionnaire général (SF36) 
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Questionnaires génériques utilisés dans le prolapsus 

 – Nottinghan Health Profile 

 – Sickness Impact Profile 

 – Medical Outcomes Trust SF-36 
 

SF 36 

Activité physique 

Limitations des activités quotidiennes  

Bien-être social 

Douleur 

Energie 

Fatigue 

Bien-être émotionnel 

Perception de la santé 
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Table 5: Evaluation of quality of life after laparoscopic sacrocolpopexy  
 
  Suture group 

 n = 65 
Tacker group  

n = 35 
p 

Postoperative PGI-I (1 to 7)   < 0,053 

  
  

PGI-I mean (SD) 2,04 (0,8) 3,2 (1,6) 
PGI-I median (IQR) 2 (2-2) 3 (2-4) 

Postoperative SF36      
Physical Component Summary (PCS/70)   0,0063 

  
  

PCS mean (SD) 50,6 (7,3) 44,7 (9,7) 
PCS median (IQR)  52 (47,2-56) 43 (37,5-54,5) 

Mental Component Summary (MCS/70)   < 0,053 

  
  

MCS mean (SD) 49,2 (6,2) 42,1 (9,1) 
MCS median (IQR)  49 (47,2-53) 45 (36,5-47) 

Postoperative ICIQ-SF score (/21)   0,0053 

  
  

ICIQ-SF mean (SD) 3,6 (5,2) 7 (5,7) 
ICIQ-SF median (IQR) 0 (0-7) 9 (0-11) 

Postoperative quality of life 
(1 : poor; 5: excellent), median (IQR) 

4,5 (4-5) 4 (3,5-5) 0,433 

 
Abbreviations : ICIQ-SF, International Consultation on Incontinence Questionnaire- Short 
Form ; IQR, interquartile; MCS, Mental Component Summary; n, number; SD, standard 
deviation; PCS, Physical Component Summary; PGI-I, Patient Global Impression of 
Improvement; SF36, Short Form (36) Health Survey 
3 Wilcoxon signed-rank test 
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Mesures globales de la qualité de vie 
 

Avantages 

– simple et facile 

Limites 

– perte excessive d’information 

– vision très partielle et insuffisante du vécu des troubles urinaires 

– sensibilité aux changements ? 
 

Echelles visuelles analogiques / échelles numériques simples  (de 0 à 10) 

« vos troubles urinaires vous gênent-ils dans votre vie quotidienne ? » 
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Questionnaires spécifiques 

 
Avantages 

– cible les aspects spécifiques de la qualité de vie 

• maladie : SEP, asthme, polyarthrite rhumatoïde 

• population : population active, âgée 

• fonction : sommeil, marche, troubles sexuels 

• condition donnée ou d’un symptôme: douleur, incontinence urinaire 

        – plus proches des domaines abordés en clinique 

        – meilleure sensibilité aux changements 
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Questionnaires spécifiques 

 

Limites 

– ne pas permettre leur utilisation pour des études comparatives à travers des 

conditions différentes 

 

– utilisation limitée à la population pour laquelle ils ont été validés 

 

 

 

Scores cliniques d’évaluation  des troubles de la statique pelvienne 



Questionnaires spécifiques utilisés dans le prolapsus 

– pelvic floor distress inventory (PFDI) 

-  pelvic floor impact questionnaire (PFIQ) 

 

Barber et al, Am J Obstet Gynecol, 2001 

The PFDI and the PFIQ are reliable, valid, condition-specific 
quality of life instruments for women with pelvic floor disorders.  

 

 

Scores cliniques d’évaluation  des troubles de la statique pelvienne 



Questionnaires spécifiques utilisés dans le prolapsus 

– pelvic floor distress inventory (PFDI) 

-  pelvic floor impact questionnaire (PFIQ) 

 

Barber et al, Am J Obstet Gynecol, 2006 

The PFDI and PFIQ are responsive to change in women undergoing 
surgical and nonsurgical treatment for pelvic organ prolapse.  

The PFDI is more responsive than the PFIQ.  

 

 



Scores cliniques d’évaluation  des troubles de la statique pelvienne 



100 patientes présentant un prolapsus symptomatique 
 âge moyen  56 ans   parité moyenne  2 
 poids moyen  78 kg   race blanche  83% 
   

Temps de remplissage moyen des 2 questionnaires : 
 23 minutes (9 à 55) 

 
Cohérence interne (taux de réponse identique pour 2 remplissages) : 

 87% PFDI  86% PFIQ 
 
Corrélation avec le type de prolapsus : 

  88% PFDI  98% PFIQ 
 

Résultats étude Barber  
(versions longues) 

MD Barber et al., Am J Obstet Gynecol 2001 
 



Questionnaires spécifiques utilisés dans le prolapsus 

– pelvic floor distress inventory (PFDI) 

-  pelvic floor impact questionnaire (PFIQ) 

 

Barber et al, Am J Obstet Gynecol, 2005 

The Pelvic Floor Distress Inventory-20 and Pelvic Floor Impact 
Questionnaire-7 are valid, reliable, and responsive short forms of 2 

condition-specific quality-of-life questionnaires for women with 

pelvic floor disorders.  

 

Scores cliniques d’évaluation  des troubles de la statique pelvienne 



Scores cliniques d’évaluation  des troubles de la statique pelvienne 



Validation linguistique en français  
des versions courtes des questionnaires de  

symptômes (PFDI-20) et de la qualité de vie (PFIQ-7)  
chez les patientes présentant un prolapsus génito-urinaire 



•  La validation linguistique n’est pas une traduction littérale 
des questionnaires originaux, mais le développement de 
versions conceptuellement équivalentes et culturellement 
acceptables            

•  Réalisation en collaboration avec Mapi Research Institute                    

•  Sponsorisation  

Validation linguistique – Mise en place 



•  Double traduction (anglais-français) 

•  Rétro-traduction (français-anglais) 

•  Relecture des traductions par deux experts 

•  Tests de compréhension auprès de 5 patientes présentant 
un prolapsus, au cours d’entretiens individuels réalisés par 
une enquêtrice indépendante 

•  Validation des modifications par l’auteur américain  
     (MD Barber) 

•  Publication des questionnaires 
 

Validation linguistique – Méthodes 



Questionnaire sur les troubles de la statique pelvienne 
Version courte (PFDI-20) 

•  Auto-questionnaire de 3 pages (20 questions) 

•  Symptômes 
•  Prolapsus  4 questions 
•  Urinaires  7 questions 
•  Ano-rectaux 9 questions 
 

•  Grille de calcul de scores pour les 3 types de symptômes 
 

 
 



1.  Avez-vous souvent l’impression que quelque chose appuie dans le bas du ventre ? 

2.  Avez-vous souvent une sensation de pesanteur ou de lourdeur dans la région génitale ? 

3.  Avez-vous souvent une « boule » ou quelque chose qui dépasse que vous pouvez toucher ou voir au niveau du vagin ? 

4.  Devez-vous parfois appuyer sur le vagin ou autour de l’anus pour arriver à évacuer des selles ? 

5.  Avez-vous souvent l’impression de ne pas arriver à vider complètement votre vessie ? 

6.  Devez-vous parfois repousser avec les doigts une « boule » au niveau du vagin pour uriner ou vider complètement votre vessie ? 

7.  Avez-vous l’impression de devoir beaucoup forcer pour aller à la selle ? 

8.  Avez-vous l’impression d’une évacuation incomplète après être allée à la selle ? 

9.  Avez-vous souvent des pertes fécales involontaires lorsque vos selles sont solides ? 

10.  Avez-vous souvent des pertes fécales involontaires lorsque vos selles sont très molles ou liquides ? 

11.  Avez-vous souvent des gaz involontaires (pets) ? 

12.  Avez-vous souvent mal lors de l'évacuation des selles ? 

13.  Avez-vous des besoins tellement pressants que vous devez vous précipiter aux toilettes pour aller à la selle ? 

14.  Arrive-t-il qu’une partie de votre intestin dépasse de l’anus lorsque vous allez à la selle ou après y être allée ? 

15.  Allez-vous fréquemment uriner ? 

16.  Avez-vous souvent des fuites urinaires involontaires associées à un besoin pressant d’uriner ? 

17.  Avez-vous souvent des fuites urinaires lorsque vous toussez, que vous éternuez ou que vous riez ? 

18.  Avez-vous souvent de petites fuites urinaires (quelques gouttes) ? 

19.  Avez-vous souvent du mal à vider votre vessie ? 

20. Avez-vous souvent des douleurs ou une sensation d’inconfort dans le bas du ventre ou dans la région génitale ? 
o Non ; o Oui      Si oui, cela vous gêne-t-il… 
0  o 1                    o 2  o 3                               o 4 

            Pas du tout  Un peu                  Moyennement               Beaucoup 



Questionnaire sur l’impact des troubles de la statique 
pelvienne – Version courte (PFIQ-7) 

•  Auto-questionnaire d’une page (7 questions) 

•  Retentissement du prolapsus 
•  Activités courantes  1 question 
•  Activités physiques 1 question 
•  Vie sociale   3 questions 
•  Emotions   2 questions 

 
•  Grille de calcul de scores pour les 3 types de symptômes 

 
 
 



De manière générale, à quel point les symptômes ou troubles suivants 
gggg  
affectent-ils i 

Symptômes 
urinaires ou vessie 

Symptômes 
intestinaux ou 

rectum 

Symptômes 
vaginaux ou 

pelviens 

1. Votre capacité à faire des tâches ménagères (cuisine, ménage, lessive) ? o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

2. Votre capacité à avoir une activité physique (marche, natation ou autre 
forme d’exercice physique) ? 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

3. Vos sorties, par exemple aller au cinéma ou à un concert ? o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

4. Votre capacité à effectuer un trajet en voiture ou en bus à plus de 
30 minutes de chez vous ? 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

5. Votre capacité à participer à des activités avec d’autres personnes en dehors 
de chez vous ? 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

6. Votre état émotionnel (nervosité, dépression, etc.) ? o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

7. Votre sentiment de frustration ? o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 

o Pas du tout 
o Un peu 
o Moyennement 
o Beaucoup 



Scores cliniques d’évaluation  des troubles de la statique pelvienne 



Ou#ls	  pour	  l’évalua#on	  de	  la	  sexualité	  
chez	  les	  femmes	  présentant	  un	  trouble	  de	  

la	  sta#que	  pelvienne	  



Les	  femmes	  souffrant	  de	  prolapsus	  ont	  une	  perte	  de	  confiance	  en	  elles,	  	  

se	  sentent	  moins	  a/rac0ve	  physiquement	  et	  sexuellement,	  	  

se	  sentent	  moins	  féminine	  et	  ont	  une	  altéra0on	  de	  l’image	  de	  soi	  

	  

	   	   	   	   	  Jelovsek	  et	  al.	  Am	  J	  Obstet	  Gynecol	  2006	  

	  

	   Le	  véritable	  mo0f	  de	  consulta0on	  est	  souvent	  inavoué	  
La	  sexualité	  est	  parfois	  au	  centre	  de	  la	  demande	  
Le	  but	  de	  la	  consulta0on	  est	  de	  le	  comprendre	  



Symptômes	  génito-‐sexuels	  chez	  les	  pa0entes	  	  
consultant	  pour	  un	  prolapsus	  génital	  

Sensa#on	  de	  «	  boule	  »	  intra-‐vaginale 	   	  	  	  	  	  	  	  	   	  100	  
Pesanteur	  pelvienne	  ou	  périnéale 	   	   	  	  	  80	  
Gêne	  ou	  appréhension	  lors	  des	  rapports	  sexuels 	  	  	  	  	  	  	  	  	  	   	  	  	  30	  
Dyspareunies 	   	   	   	   	  	  	  10	  

Prévalence	  approx.	  (%)	  

Bump	  et	  al.	  Obstet	  Gynecol	  Clin	  North	  Am	  1998	   	   	  	  
Barber	  et	  al.	  Am	  J	  Obstet	  Gynecol	  2001	   	  	  
Bradley	  et	  al.	  J	  Womens	  Health	  2005	  
	  	  



Ques0onnaires	  non	  spécifiques	  validés	  

•  Sexual	  History	  Form	  36	  et	  12	  (SHF)	  
	  
•  Deroga#s	  Sexual	  Func#oning	  Inventory	  (DSFI)	  

–  explore	  sexualité	  du	  couple	  
	  

•  Female	  Sexual	  Func#on	  Index	  (FSFI)	  
–  explore	  les	  4	  phases	  de	  l’acte	  sexuel	  féminin	  
	  

•  Brief	  Index	  of	  Sexual	  Func#oning	  for	  Women	  (BISF-‐W)	  
	  
•  McCoy’s	  Female	  Sexual	  Func#on	  Ques#onnaire	  

–  femmes	  en	  post	  ménopause	  



Ques0onnaires	  spécifiques	  	  
de	  l’incon0nence	  et/ou	  du	  prolapsus	  (1)	  

•  KHQ	  (King’s	  Health	  Ques#onnaire)	  	  
–  quelques	  ques#ons	  sur	  la	  sexualité	  

•  incon#nence	  au	  cours	  des	  rapports	  sexuels	  
•  rela#ons	  personnelles:	  vos	  problèmes	  urinaires	  

–  Affectent-‐ils	  vos	  rela#ons	  avec	  votre	  partenaire	  ?	  
–  Affectent-‐ils	  votre	  vie	  sexuelle	  ?	  

•  BFLUTS	  (Bristol	  Female	  Lower	  Urinary	  Tract	  Symptoms)	  
–  4	  ques#ons	  sur	  la	  sexualité	  

–  Avez-‐vous	  une	  vie	  sexuelle	  actuellement	  ?	  
–  Trouvez	  vous	  que	  vos	  problèmes	  urinaires	  ont	  gâché	  votre	  vie	  sexuelle	  ?	  
–  Avez-‐vous	  mal	  au	  cours	  des	  rapports	  sexuels	  ?	  
–  Avez-‐vous	  des	  fuites	  au	  ours	  de	  vos	  rapports	  sexuels	  ?	  



• 	  FPFQ	  (Female	  Pelvic	  Floor	  Ques#onnaire)	  	  
-‐	  10	  ques#ons	  sur	  la	  sexualité	  en	  rapport	  avec	  le	  prolapsus	  
-‐	  non	  validé	  en	  français	  

	   	   	  Baessler	  et	  al.,	  Neurourol	  Urodyn	  2004	  
	  
• 	  P-‐QOL	  (Prolapse	  Quality	  of	  Life)	  	  
-‐	  2	  ques#ons	  sur	  la	  sexualité	  

-‐	  non	  validé	  en	  français	  	  
	   	   	  Digesu	  et	  al.,	  Int	  Urogynecol	  J	  2005	  

	  
• 	  PFDI-‐20	  et	  PFIQ-‐7	  
-‐	  Pas	  de	  ques#on	  sur	  la	  sexualité	  
-‐	  validés	  en	  français	  

	   	   	  	  de	  Tayrac	  et	  al.,	  J	  Gynecol	  Obstet	  Biol	  Reprod	  2007	  
	  

Ques0onnaires	  spécifiques	  	  
de	  l’incon0nence	  et/ou	  du	  prolapsus	  (2)	  



PISQ	  :	  Pelvic	  organ	  prolapse	  /	  urinary	  Incon3nence	  	  Sexual	  Ques3onnaire	  
–  R.	  Rogers,	  2001	  
–  Spécifique	  prolapsus	  et/ou	  IU	  
–  	  validé	  en	  Anglais	  et	  en	  Espagnol	  
–  	  31	  items	  répar#s	  en	  3	  domaines	  

•  	  Comportement	  /	  Émo#ons	  
•  	  Physique	  
•  	  Partenaire	  

Évalua0on	  de	  la	  sexualité	  	  
en	  cas	  de	  troubles	  de	  la	  sta0que	  pelvienne	  (2)	  



PISQ	  31	  

Forme	  complète	  
	  
Quelques	  ques#ons	  
inu#les	  voire	  
«	  embarrassantes	  »	  
dans	  le	  cadre	  d’une	  
évalua#on	  pré	  et	  post-‐
opératoire	  



PISQ	  12	  
Forme	  raccourcie	  
	  
Plus	  adaptée	  au	  suivi	  post-‐op	  
	  
Mais	  infos	  parcellaires	  



• 	  La	  valida#on	  linguis#que	  n’est	  pas	  une	  traduc#on	  lijérale	  
des	  ques#onnaires	  originaux,	  mais	  le	  développement	  de	  
versions	  conceptuellement	  équivalentes	  et	  culturellement	  
acceptables	  	  	  	  	  	  	  	  	  	  	  	  

• 	  Réalisa#on	  en	  collabora#on	  avec	  Mapi	  Research	  Ins0tute	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

• 	  Sponsorisa#on	  
	  

Valida0on	  linguis0que	  du	  PISQ-‐12	  
Mise	  en	  place	  



• 	  Double	  traduc0on	  (anglais-‐français)	  

• 	  Rétro-‐traduc0on	  (français-‐anglais)	  

• 	  Relecture	  des	  traduc#ons	  par	  deux	  experts	  

• 	  Tests	  de	  compréhension	  auprès	  de	  5	  pa#entes	  présentant	  un	  prolapsus,	  
au	  cours	  d	  ’entre#ens	  individuels	  réalisés	  par	  une	  enquêtrice	  indépendante	  

• 	  Valida0on	  des	  modifica0ons	  par	  l’auteur	  américain	  	  
	  	  	  	  	  	  (R	  Rogers)	  

• 	  Publica0on	  
	  
	  	  	  	  	  	  	  	  	  	  	  	  	  FaAon	  et	  al.,	  J	  Gynecol	  Obstet	  Biol	  Reprod	  2009	  
 

Valida0on	  linguis0que	  du	  PISQ-‐12	  
Méthodes	  





•  place	  de	  la	  sexualité	  dans	  le	  couple	  
•  délai	  reprise-‐chirurgie	  
•  reprise	  ac#vité	  sexuelle	  chez	  pa#entes	  non	  ac#ves	  avant	  la	  chirurgie	  
•  fréquence	  des	  rapports	  
•  restric#on	  ac#vité	  par	  «	  peur	  »	  de	  la	  douleur	  
•  localisa#on	  douleur	  
•  sensa#on	  d’obstacle,	  de	  bride	  
•  échelle	  visuelle	  manquante	  
•  comparaison	  sa#sfac#on	  /	  état	  pré-‐op	  (pa#ente	  et	  partenaire)	  

	  

Ques0ons	  manquantes	  dans	  le	  PISQ-‐12	  



Evalua0on	  de	  la	  sexualité	  	  
après	  chirurgie	  du	  prolapsus	  

•  Nombreuses	  difficultés	  
–  	  Choix	  du	  ques#onnaire	  
–  	  Taille	  de	  l	  ’effec#f	  

•  	  pa#entes	  sexuellement	  ac#ves	  
•  	  %	  du	  taux	  de	  réponse	  

–  	  Evalua#ons	  PRE	  et	  POST	  opératoires	  
•  	  travaux	  prospec#fs	  

–  	  Prise	  en	  compte	  du	  partenaire	  
–  Prise	  en	  compte	  du	  moment	  de	  l’évalua#on	  post-‐opératoire	  
	   	  Trop	  tôt	  ?	  
	   	  Trop	  tard	  ?	  

	  



Evaluation de la qualité de vie des patientes  

consultant pour prolapsus :  

faisabilité d’un recueil informatisé 



•  Compare	   2	  methods	   of	   filling	   ques#onnaires	   in	   order	   to	  
evaluate	   pelvic	   floor	   disorders	   symptoms	   and	   impact	   on	  
quality	  of	  life:	  

	  	  	  	  	  	  	  	  	  	  
	   Paper	   mode	   	   vs 	   	   computerized	   mode	   with	   Touch	  

screen.	  
	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  

	  
	  

-‐ Rate	  of	  filling	  
-‐ Timing	  

   Objectives 

Letouzey et de Tayrac 



• 	  Prospec#ve	  randomized	  trial.	  
• 	  Anonymous	  evalua#on	  of	  the	  symptoms	  and	  
impact	  on	  the	  quality	  of	  life: 	  	  

	   	  PFDI-‐20	  ,	  PFIQ-‐7	  ,	  PISQ-‐12	  

• 	  Randomiza#on	  according	  to	  an	  order	  of	  sequence	  

                        Materials and  Methods 

A B



•  29	  pa#ents	  randomized	  (n=14	  PI,	  n=15	  IP).	  
•  Mean	  age:	  68	  years	  

•  Rate	  of	  filling	  with	  touch	  screen	  	  
	   	   	  (61,9%)	  	  >	  	  (51%)	  
	  rate	  of	  filling	  with	  paper	  mode.	  

	  
•  58%	  of	  the	  pa#ent	  answer	  the	  ques#onnaire	  

of	  sexuality	  	  PISQ-‐12	  with	  tac#le	  border	  
	  	  	  	  	  	  	  	  and	  only	  31%	  with	  paper	  mode.	  
	  
•  Average	  delay	  to	  answer	  to	  3	  ques#onnaires:	  

16	  minutes	  vs	  22	  minutes	  
	  faster	  by	  computerized	  seizure	  	  
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PFDI20	   PISQ12	   PFIQ7	   Total	  

Paper questionnaire

Computerized questionnaire

           Results 

Table1: Rate of filling (%) of the 3 questionnaires. 



•  Impact	  of	  prolapse	  symptoms	  on	  the	  QOL	  can	  be	  difficult	  to	  es#mate	  
during	  the	  consulta#on→	  Cause	  of	  failure	  of	  collec#on	  of	  the	  data	  by	  
ques#onnaires	  

•  	  Defect	  of	  filling	  by	  the	  touch	  screen	  system	  is	  less	  important.	  
	  	  	  	  	  	  -‐	  Automa#c	  and	  successive	  scrolling	  of	  the	  ques#ons.	  
	  	  	  	  	  	  -‐	  Innova#on	  tool.	  
	  
•  Even	  if	  the	  age	  could	  be	  a	  limi#ng	  factor	  (access	  to	  the	  compu#ng)	  

•  	  Compu#ng	  touch	  screen=	  	  Usefull	  et	  prac#ce	  for	  the	  synthesis	  of	  data	  
(automa#c	  calcual#on	  of	  scores)	  

	  

                            Discussion 



•  Pilot	  study	  realized	  to	  observe	  the	  feasibility	  of	  the	  collec#on	  of	  data	  
of	  the	  urogyneacological	  symptoms.	  

•  Preliminary	  results	  are	  in	  favor	  of	  the	  computerized	  collec#on	  for	  the	  
same	  ques#onnaire	  performed	  	  at	  1	  month	  between	  2	  different	  filling	  
methods.	  

•  Bejer	  results	  in	  term	  of	  exhaus#veness	  of	  filling	  ?	  (PISQ-‐12)	  
	  
•  Valida#on	  of	  this	  method	  of	  collec#on	  for	  the	  follow-‐up	  of	  the	  pa#ent	  

and	  the	  sta#s#cal	  management	  of	  the	  data.	  

	  

                        Conclusion 
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Patient satisfaction

Patient satisfaction can be measured using qualitative meas-
ures, such as a patient-defined measure or a validated in-
strument (PGI-I scale) [31]. Qualitative assessment can
include Expectations, Goal Setting and Goal Achievement
and Satisfaction (EGGS) [32]. Again, these should be in
accordance with the SMART acronym. The number of pre-
specified goals and the number achieved postoperatively
should be recorded and reported for responsiveness and
reliability of goal achievement [24].

Quality of life

Appropriate and fully validated quality of life instruments
should be used to cover prolapse, urinary, bowel and sexual
function [30].

New questionnaires can be included when they have
demonstrated good psychometric properties (i.e., validity,
reliability and responsiveness) in women with POP. It is
important to verify that the questionnaire has been validated
in the language of the trial investigator(s).

Objective outcomes

Objective outcomes (e.g., POPQ [33]), should be tabulated
with percentages achieving each level to allow studies to
compare results, as definitions of success will vary among
studies (see below). This report does not attempt to provide
a definition for success and failure, as these are unknown.
However, authors should report data on the leading edge of
the prolapse for each site (e.g., patients who achieve points
−1 and 0 postoperatively having had prolapse greater than
−1 or 0 before surgery). These data, which may help identify
the level of anatomical restoration that leads to improvement
in symptoms, should be reported separately.

When possible, raw data should be provided for POPQ,
quality of life measures and all primary symptoms. These
should be reported in separate tables, which can be pub-
lished as supplementary material in the electronic (online)
version rather than the printed version.

Reoperation or further surgery

See in “New definitions” above.

Timelines

Timelines should be described chronologically, as outlined
below, using the classification above. Of note, these time-
scales are different to those described in the classifications of
complications reports related to female pelvic floor surgery
using either prostheses and meshes [7] or native-tissue [8]:

i. Very early (up to 3 months).
ii. Early (up to 1 year).
iii. Intermediate (12–36 months).
iv. Late (3–5 years.
v. Very late (greater than 5 years).

Economic evaluation/cost analysis

Despite considerable cost, sparse cost-effectiveness data exists
related to POP surgery. Investigators are encouraged to in-
clude economic analyses in their studies whenever possible.
Further details are below in the section “Reporting on eco-
nomic evaluation/cost analysis.”

Complications

Complications specifically related to prostheses and grafts [7]
and native tissue [8] should be reported as per the
IUGA-ICS classifications of complications directly relat-
ed to the insertion of prostheses and grafts or the use of
native tissue in female pelvic floor surgery [7, 8]. These
classifications use the CTS classification system, as
follows:

(C) Category of complication.
(T) Time the complication was diagnosed in relation to

primary surgery.
(S) Site of the complication.

There are seven categories with subdivisions of (A–D).
For the majority of complications, this would mean:

A. Asymptomatic.
B. Symptomatic.
C. Infection.
D. Abscess.

For complications involving bowel or bladder injury or
patient compromise, variations in the pattern of the increas-
ing index severity exist: e.g., Category 5: rectal or bowel
injury (both classifications- [7, 8]):

A. Small intraoperative defect.
B. Rectal injury or compromise.
C. Small- or large-bowel injury or compromise.
D. Abscess.

Studies, in particular of a specific surgical procedure,
should have a procedure-specific list of complications using
the CTS classification systems [7, 8] as part of the reporting.
Only in this way can the nature and chronology of possible
complications be determined and when (in relation to time
of surgery) and at which sites they might most commonly
occur. Note is also made of the generic Clavien–Dindo
complication classification [34], which consists of four
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severity grades of complications. This has been modified to
include a fifth category [35]:

Grade I. Requires no treatment.
Grade II. Requires drug therapy.
Grade III. Requires a procedure or intervention (a: in local;

b: general anesthesia).
Grade IV. IC/ICU organ or system dysfunction (a: single

organ; b: multiorgan dysfunction).
Grade V. Death

Postoperative pain

Pain associated with surgical complications is addressed
separately in the IUGA-ICS classifications of complications
of female pelvic floor surgery [7, 8]. The addition of a letter
(a–e), as part of a subclassification to the CTS classification
system, specifies the presence of pain as part or all of the
abnormal finding or complication and the grade in terms of
the presence and severity of symptoms:

(a) asymptomatic or no pain
(b) provoked pain only (during vaginal examination)
(c) pain during sexual intercourse
(d) pain during physical activities
(e) spontaneous pain

Additional information on pain may include “permanent
or temporary” and “severity,” as measured by impact on
quality of life and treatment required (e.g., simple oral
analgesia, compound analgesia, opiates, referral and man-
agement by pain team or further surgery).

Reporting of secondary outcomes

Secondary outcomes to be reported include an assessment of
other symptoms known to be associated with prolapse:

Lower urinary tract symptoms (LUTS): overactive blad-
der, stress urinary incontinence (either pre-existing or de
novo) and voiding dysfunction.
Bowel dysfunction: obstructed defecation, feeling of in-
complete emptying, constipation, digitation.
Sexual dysfunction: dyspareunia, loss of libido, absti-
nence due to prolapse symptoms and change in sexual
satisfaction; authors should report numbers of all
patients who are sexually active with and without pain,
pre- and postintervention.

Figure 1 illustrates reporting of these data. All participants
in trials should be accounted for pre- and postintervention.

De novo/new onset symptoms: if not previously reported:
LUTS, sexual dysfunction, pain, and bowel dysfunction.
Backache: backache is a common presenting symp-
tom, the resolution of which may be an important
outcome.

Reporting on economic evaluation and cost analysis

Economic evaluation techniques provide systematic methods
of comparing the costs and consequences of clinical and other
health sector interventions. Cost–utility analysis (CUA), a form
of cost-effectiveness analysis, is by far the most commonly
used and requires quantifying the effects of interventions on
both morbidity and mortality.

Red: sexually active, no dyspareunia

Yellow: sexually active, dyspareunia

Blue: not sexually active

Fig. 1 Reporting of sexual function

Table 1 Recommendations for reporting in audit of clinical practice
and surgical trials

Audit Research trial

Type of surgery R R

Primary outcome including
patient satisfaction

R R

Secondary outcomes O R

Timelines O R

Cost analysis N Oa

Complications R R

Commitment to longer-term
follow-up

O R

Audit database R O

R Routine, O optional, N not required
a It is recognized that this is ideal, and not all researchers will be able to
do this, but it is recommended
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Reporting demographics in POP surgical results

The reporting of minimum demographics in POP surgery
should include:

A. Age.
B. Parity.
C. Body mass index (BMI).
D. Menopause status.
E. Hormone replacement therapy (HRT) usage.
F. Prior hysterectomy.
G. Prior POP surgery.
H. Prior continence surgery.
I. Chronic cough.
J. Chronic constipation.
K. Smoking.

Reporting of randomized controlled trials (RCTs)

There are already accepted standards for reporting randomized
controlled trials (RCTs), such as the Consolidated Standards
of Reporting Trials (CONSORT) [20], which requires detailed
information provided by authors to reviewers, with a checklist
added as an appendix. However, many studies fail to provide
complete descriptions of critical information.

Reporting of systematic reviews and meta-analyses

Due to the lack of consistent descriptions of critical information
reported from RCTs, a new instrument, Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA)
[21], has been introduced to evaluate systematic reviews and
meta-analyses. The aim of the PRISMA statement is to give
authors an evidence-based minimum set of items to improve
the reporting of systematic reviews and meta-analyses in POP
issues. Other standards include the Standards for the Reporting
of Diagnostic Accuracy (STARD) [22] and Strengthening the
Reporting of OBservational Studies in Epidemiology
(STROBE) [23]. Researchers should quote which standard
they adopt and reference accordingly.

Reporting of patients’ preoperative goals
and expectations

To date, few studies have provided data on patients’ preoper-
ative goals and expectations [24–27]. These might have
advantages over objective measures of outcome. With this in
mind, goals should be reported using SMART criteria [28].
The aim of the SMARTcriteria is to help clinicians review and

confirm the utility of the chosen endpoint and how it will
relate to other studies and reports. Criteria comprise:

Specific Defining goal (for POP: absence of bulge).
Measureable Validated symptom scale or objective

measure such as the POPQ.
Appropriate Relevant to improving patient lifestyle.
Realistic Achievable by treatment.
Timely For example, at 6 months/2 years.

The following is an example of good and poor reporting of
patient expectations and outcomes using the SMARTschema:

& Good example: “The absence of bother from a vaginal
bulge as measured using a defined tool at 2 years.” This
statement has Specific, Measurable, Appropriate, Real-
istic, and Timely attributes.

& Poor example: “Feeling perfect” when followed up.
“Perfect” is not specific (compared with absence of
bulge), is less measurable (because it is difficult to define),
has no defined time point, and is not appropriate or rele-
vant to the surgery, as many factors define “perfect”.

Definitions relating to SMART criteria should be derived
from the symptoms the researchers feel are important. When
designing a study, the symptoms should be listed and then
SMARTshould be applied. Authors should use this as a check-
list to ensure that the methodology is sound and relevant.

Reporting of outcomes following surgical treatment
of POP

Perioperative data

Perioperative data includes blood loss (milliliter) and/or
hemoglobin change, operating time, length of hospital stay,
return to normal daily activities, and complications.

Patient-reported outcomes

The primary patient-reported outcome should be subjective
and would usually be the absence of a bulge [29]. This can be
regarded as a “subjective cure” [29] and can be recorded as
part of a symptom scale. Details of validated questionnaires
for patient-reported outcomes can be found on ICI’s Web site
[30]. To adhere with SMART criteria, patient/subjective out-
comes should be defined at a specific time interval and clas-
sified on a 7-point Likert scale (i.e., much better, slightly
better, no change, slightly worse, much worse), such as the
Patient Global Impression of Improvement (PGI-I) scale [31].
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Patient satisfaction

Patient satisfaction can be measured using qualitative meas-
ures, such as a patient-defined measure or a validated in-
strument (PGI-I scale) [31]. Qualitative assessment can
include Expectations, Goal Setting and Goal Achievement
and Satisfaction (EGGS) [32]. Again, these should be in
accordance with the SMART acronym. The number of pre-
specified goals and the number achieved postoperatively
should be recorded and reported for responsiveness and
reliability of goal achievement [24].

Quality of life

Appropriate and fully validated quality of life instruments
should be used to cover prolapse, urinary, bowel and sexual
function [30].

New questionnaires can be included when they have
demonstrated good psychometric properties (i.e., validity,
reliability and responsiveness) in women with POP. It is
important to verify that the questionnaire has been validated
in the language of the trial investigator(s).

Objective outcomes

Objective outcomes (e.g., POPQ [33]), should be tabulated
with percentages achieving each level to allow studies to
compare results, as definitions of success will vary among
studies (see below). This report does not attempt to provide
a definition for success and failure, as these are unknown.
However, authors should report data on the leading edge of
the prolapse for each site (e.g., patients who achieve points
−1 and 0 postoperatively having had prolapse greater than
−1 or 0 before surgery). These data, which may help identify
the level of anatomical restoration that leads to improvement
in symptoms, should be reported separately.

When possible, raw data should be provided for POPQ,
quality of life measures and all primary symptoms. These
should be reported in separate tables, which can be pub-
lished as supplementary material in the electronic (online)
version rather than the printed version.

Reoperation or further surgery

See in “New definitions” above.

Timelines

Timelines should be described chronologically, as outlined
below, using the classification above. Of note, these time-
scales are different to those described in the classifications of
complications reports related to female pelvic floor surgery
using either prostheses and meshes [7] or native-tissue [8]:

i. Very early (up to 3 months).
ii. Early (up to 1 year).
iii. Intermediate (12–36 months).
iv. Late (3–5 years.
v. Very late (greater than 5 years).

Economic evaluation/cost analysis

Despite considerable cost, sparse cost-effectiveness data exists
related to POP surgery. Investigators are encouraged to in-
clude economic analyses in their studies whenever possible.
Further details are below in the section “Reporting on eco-
nomic evaluation/cost analysis.”

Complications

Complications specifically related to prostheses and grafts [7]
and native tissue [8] should be reported as per the
IUGA-ICS classifications of complications directly relat-
ed to the insertion of prostheses and grafts or the use of
native tissue in female pelvic floor surgery [7, 8]. These
classifications use the CTS classification system, as
follows:

(C) Category of complication.
(T) Time the complication was diagnosed in relation to

primary surgery.
(S) Site of the complication.

There are seven categories with subdivisions of (A–D).
For the majority of complications, this would mean:

A. Asymptomatic.
B. Symptomatic.
C. Infection.
D. Abscess.

For complications involving bowel or bladder injury or
patient compromise, variations in the pattern of the increas-
ing index severity exist: e.g., Category 5: rectal or bowel
injury (both classifications- [7, 8]):

A. Small intraoperative defect.
B. Rectal injury or compromise.
C. Small- or large-bowel injury or compromise.
D. Abscess.

Studies, in particular of a specific surgical procedure,
should have a procedure-specific list of complications using
the CTS classification systems [7, 8] as part of the reporting.
Only in this way can the nature and chronology of possible
complications be determined and when (in relation to time
of surgery) and at which sites they might most commonly
occur. Note is also made of the generic Clavien–Dindo
complication classification [34], which consists of four
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Objective To compare patient goal achievement in prolapse and
continence surgery with objective/subjective outcomes;
secondarily, to compare patient goal achievement with overall
satisfaction and with that of the surgeon.

Design Prospective longitudinal observational study, over 2 years.

Setting Tertiary urogynaecology centre.

Population Women with prolapse or stress incontinence due for
surgery.

Methods Patients and surgeons listed five goals that they hoped to
achieve following surgery. Objective assessment was with Pelvic
Organ Prolapse Quantification System (POP-Q) and
videocystourethrography (VCU). Quality of life (QoL) was
assessed with a Prolapse QoL questionnaire (PQoL), Kings Health
questionnaire (KHQ) and Golombok–Rust Inventory of Sexual
Satisfaction (GRISS) and satisfaction was assessed with the Patient
Global Impression of Improvement (PGI-I).

Main outcome measures Goal achievement was measured on a
100-mm visual analogue scale (VAS); objective cure of prolapse by
POP-Q and of stress incontinence by VCU; QoL was assessed by
KHQ, PQoL and GRISS; and satisfaction by PGI-I.

Results Complete data were available for 112 women. POP-Q
scores significantly improved (P < 0.05); objective cure of
incontinence (from VCU) was 88.8%. All QoL questionnaires
and PGI-I scores showed significant improvement (P < 0.01).
Mean goal achievement was 85.1% for patients and 89.6% for
surgeons. Patient goal achievement for prolapse surgery was
observed sooner and correlated more with other measures of
success than continence surgery. Continence-related goals based
on symptom relief were achieved more than those based on
body image and sexuality. Surgeons reported a high
achievement rate in anatomical restoration and functional
improvement goals.

Conclusions Patient goal achievement correlates significantly with
other measures of ‘success’ as well as with overall satisfaction.
Surgeons and women have varying expectations of the outcome of
surgery. Nearly 90% of goals are still achieved 2 years following
surgery.

Keywords Global indices, goal attainment scaling, patient-centred
goals, pelvic organ prolapse, quality of life, stress urinary inconti-
nence.
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5 objectifs listés par les patientes et le chirurgien (objectifs d’amélioration) 
 
Succès objectif : POPQ et vidéo-cystourétrographie 
Succès subjectif (Qualité de vie ) :  

 - PQoL (Prolapse QoL questionnaire) 
 - Kings Health questionnaire (KHQ) 
- Golombok-Rust Inventory of Sexual Satisfaction (GRISS) 

Satisfaction : PGI-I (Patient Global Impression of Imporvement) 
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other measures of ‘success’ as well as with overall satisfaction.
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90% des objectifs sont atteints (patiente et chirurgien)  
…encore 2 ans après la chirurgie 

improvement at 6 weeks, which was maintained at the
2-year review (P < 0.05) (Figure 2). Objective cure of
urodynamic stress incontinence on postoperative VCU at
6 months follow-up was 88.8%. All three QoL question-
naires showed an overall significant improvement from
preoperative scores to the 2-year review (P < 0.01)
(Figures 3 and 4). The PGI-I scores showed a significant
improvement from the 6-week score (1.63) to the 2-year
follow up (1.51).

Women reported a total of 437 goals and surgeons a
total of 508 goals. All women and surgeons expressed at
least one goal, although surgeons were more likely to docu-
ment multiple goals (see Table S2) The mean goal achieve-
ment for surgeons at 2 years was 89.6%. Surgeons reported
a higher achievement rate in anatomical restoration and
functional improvement; although lower rates were
recorded for goals regarding QoL, sexual function, avoid-
ance of new lower urinary tract symptoms and achieving a
long-term cure (Table 2).

The mean patient goal achievement at 2 years was
85.1%. Most women with prolapse achieved the majority
of their goals by 12 weeks. Women who underwent conti-
nence surgery showed higher goal achievement for symp-
tom relief but lower achievement in goals related to body
image, confidence, restoration of sexual function and sexu-
ality (Table 3).

Goal achievement for prolapse surgery compared better
with subjective and objective measures of success than con-
tinence surgery. There was significant inverse correlation
between goal achievement at 2 years with ordinal scores on
the POP-Q, QoL scores as well as women’s overall satisfac-
tion with their postoperative condition (Table 4). Goal
achievement for continence surgery correlated significantly
with KHQ scores and overall satisfaction on PGI-I but not
with sexual function scores as measured on GRISS.

Discussion

Our study examines the expectations that women and sur-
geons have from pelvic floor surgery and the degree to
which those expectations are achieved. Previous work sug-
gests that achievement of their own goals is the primary
reason why women undergo pelvic floor reconstructive sur-
gery. These goals are highly subjective and personally
important to each woman, and despite preoperative coun-
selling sometimes remain ‘unrealistic’. Surgeons tend to
express more similar goals as a group compared with
woman. Surgical goals are often based on objective mea-
sures and these are usually achieved to a greater extent.

Patient-centred goals for women undergoing prolapse
surgery were predominantly based on resolution of symp-
toms and resumption of physical activity, followed by
improvement in sexual function and social activities. In
addition, the actual physical presence of a ‘bulge’ in the
vagina was the most commonly cited reason for curtail-
ment of activities as well as sexual dysfunction. This may
explain why reduction of the prolapse and restoration of
normal anatomy significantly correlated with QoL improve-
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Urogenital prolapse and stress urinary incontinence,
although not life threatening, remain important causes of
morbidity in women. Their adverse effect on quality of life
has been extensively documented.1,2 Surgical intervention is
one treatment option for these women and the lifetime risk
of having surgery for pelvic floor dysfunction is 11%, with
29.2% requiring repeat surgery.3

Traditionally, objective outcome measures have been
considered to be more robust and consequently these have
been employed in many studies. Despite this, there is no
consensus of opinion regarding which method of outcome
assessment should be considered more important,4

although previous guidelines regarding outcome assessment
have been published.5,6 In addition, there is often a dichot-
omy of opinion when comparing clinician’s evaluation with
that of women; previous work has demonstrated that clini-
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ment and goal achievement as early as the 3-month review.
These findings are in agreement with other work that
reports the significant association between long-term goal
attainment with QoL scores.13,23

However, women with incontinence rated symptom res-
olution, restoration of physical and social activity along
with an improved body image higher than sexual function
improvement. Although symptom-based goals were
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Figure 4. Golombok–Rust Inventory of Sexual Satisfaction scores.

Table 2. Percentage achievement of surgeon’s goals at 2 years

Surgeon’s goals (Numbers expressed) 6 weeks 3 months 6 months 1 year 2 years

Functional improvement in prolapse (89) 86.3 91 87.8 91 93.1

Anatomical restoration (70) 91.9 98.5 96.2 98.3 91.6

Functional improvement in incontinence (32) 89.2 94.7 97.3 97 92.4

Improve QoL (67) 86.5 92.3 89.5 94.6 89.5

Long-term cure (9) N/A 87.5 90.5 97.2 89.3

Avoid new lower urinary tract symptom/bowel symptoms (124) 85.4 90.1 91.7 91.1 88.7

Improve sexual function (26) 26.1 58.7 78.1 80.3 82.7

Table 3. Percentage achievement of patient goals at 2 years

Goals (Numbers expressed) 6 weeks 3 months 6 months 1 year 2 years

Prolapse goals

Physical activity (49) 67.7 85.8 98.5 99.7 99.5

Social activity (21) 48.8 88.3 96.5 100 96.3

Symptom relief: [bulge (56),

discomfort (35), digitate to defaecate (19)]

88.3 98.8 95.4 99.1 92.1

Sexual function (31) 0.5 46.2 55.4 67 67.9

Incontinence goals

Symptom relief: [Not need pads (21), not leak (13), not smell (10)] 70.1 78.6 74.8 82.7 94.1

Physical activity (36) 75.4 76.1 88.7 87.7 86.4

Social activity (29) 43.8 69.2 89.3 89.3 76.8

Body image (27) 22 26 25 38 42

Sexual function(14) 37.2 45.1 55.4 67 69.5

Unrealistic goals

Sleep at night (7) 59.2 70 70.3 74.6 74.1

Relieve overactive bladder symptoms (18)

Frequency/urgency etc

12 13.8 14 14 17

Relieve backache (12) 28 33 42 44 46

Relieve constipation (24) 19 23 30 31 32.3

Srikrishna et al.
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success than continence surgery. Continence-related goals based
on symptom relief were achieved more than those based on
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Urogenital prolapse and stress urinary incontinence,
although not life threatening, remain important causes of
morbidity in women. Their adverse effect on quality of life
has been extensively documented.1,2 Surgical intervention is
one treatment option for these women and the lifetime risk
of having surgery for pelvic floor dysfunction is 11%, with
29.2% requiring repeat surgery.3

Traditionally, objective outcome measures have been
considered to be more robust and consequently these have
been employed in many studies. Despite this, there is no
consensus of opinion regarding which method of outcome
assessment should be considered more important,4

although previous guidelines regarding outcome assessment
have been published.5,6 In addition, there is often a dichot-
omy of opinion when comparing clinician’s evaluation with
that of women; previous work has demonstrated that clini-
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ment and goal achievement as early as the 3-month review.
These findings are in agreement with other work that
reports the significant association between long-term goal
attainment with QoL scores.13,23

However, women with incontinence rated symptom res-
olution, restoration of physical and social activity along
with an improved body image higher than sexual function
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achieved to a greater extent, achievement of goals based on
body image, confidence and sexuality were much lower.
In addition, some goals such as ‘not needing pads’ were
not achieved despite resolution of incontinence as a num-
ber of women continued to use pads ‘just in case’. Women
who were incontinent appeared to take much longer to
recover confidence in their body image, femininity and sex-
uality than those with prolapse. We hypothesise that this
may be because of the profound negative impact of urinary
incontinence on self-esteem, which in turn leads to long-
term lack of confidence in their sexuality and body image.
Previous work has shown that affected women may feel a
sense of shame or humiliation that causes them to distance
themselves from sexual relationships.24 On the other hand,
women undergoing surgery for urodynamic stress inconti-
nence have also been shown to have high expectations
regarding outcome, including resolution of urgency and
frequency.25 This combination of factors may explain lower
goal achievement in this cohort.

Unrealistic expectations and goals related to these play
an important role in overall postoperative satisfaction of
women. The preoperative counselling visit is essential to
identify and clarify a woman’s expectations. However,
women’s expectations of goal achievement are so strong
that even extensive counselling does not always eliminate
unrealistic hopes. Our findings support previous studies
that have shown that women ‘hear’ primarily what interests
them. Selective attention and interpretation may explain
why women remain dissatisfied despite objective evidence
of ‘cure’, often stating that ‘no one ever told them’ and
that they were not well prepared for surgery.10 This once
again highlights the importance of clear information leaf-
lets26 written avoiding medical jargon to reiterate what can
and cannot be realistically expected from surgery. Disap-
pointment at not achieving a specific goal, however unreal-
istic, may overshadow objective cure of stress incontinence
and prolapse and therefore does not predict satisfaction.
Keeping in mind that patient satisfaction with treatment is
directly related to fulfilment of positive expectations, every
attempt should be made to keep these expectations realistic
and agreed on by patient and physician.

To the best of our knowledge, this is the first study to
analyse surgeon’s goals and the extent to which these are
attained. This has provided an overview into the reasoning
behind a surgeon’s choice of operative intervention and an

insight into our motivation for carrying these out. It is
reassuring that most surgeons seemed to pay as much
importance into improving functional outcomes as they
did to anatomic restoration. Improvement of women’s
QoL, avoidance of surgical complications and durability of
cure were also commonly cited as goals, which once again
demonstrate a deeper understanding of issues that are ulti-
mately important to the women. Finally, although sur-
geon’s goal achievement continued to be higher than that
of women at 2 years, this was only a small difference which
suggests that, contrary to popular belief, surgeons may now
have a more realistic understanding of not only ‘important’
goals from a woman’s point of view but also of the level of
their achievement in addition to their own abilities.

Strengths of our study include the prospective design
and excellent follow-up rates even at extended follow up of
2 years. Despite following a strict per protocol analysis,
whereby only those women who had attended every post-
operative visit and completed all questionnaires were
included, there was still a 56% follow-up rate at 2 years.
All women in this study completed multiple validated indi-
ces of bladder, prolapse and sexual function. All objective
assessments were also performed using the POP-Q system.
As far as we are aware, this is the first study evaluating
goals expressed by operating surgeons and how these might
differ from patient’s goals both in terms of content and
extent of achievement.

We acknowledge however, that our study has some limi-
tations. As per our study methodology, a strict per protocol
analysis was followed whereby only those women who had
attended every postoperative visit and completed all ques-
tionnaires were included. Women who did not fulfil these
stringent criteria were still followed up clinically but these
data were not included in the analysis. However, we accept
that this perhaps could be a source of potential bias. Our
method of categorising the goals of women and surgeons
was arbitrary and this may be inherently biased. Although
we had multiple surgeons performing the procedures, only
a single investigator carried out all the postoperative
reviews, which also might be a potential source of bias.
Finally, we accept that as some of our results are based on
bivariable associations, these may not take into account all
the potential confounding variables.

We believe that identification of surgeon’s goals provides
us with deeper insight into our own motivation for opera-

Table 4. Correlation of goal achievement

POP-Q PQoL KHQ GRISS PGI-I

Prolapse goals r = )0.33, P = 0.01 r = )0.61, P = 0.01 r = )0.47, P = 0.01 r = )0.33, P = 0.05 r = )0.71, P = 0.01

Incontinence goals Not applicable Not applicable r = )0.77, P = 0.05 r = )0.29, P = 0.09 r = )0.56, P = 0.05

Postoperative patient and surgeon goal achievement
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Conclusion 

Evaluation anatomique , des symptômes et de leur impact sur la 

qualité de vie + évaluation des attentes / objectifs des patientes 
 

Questionnaires 

 – spécifiques, auto administrés 

 – utilisés dans la population pour laquelle ils ont été développés 

 – validés et appropriés à l’objectif de l’étude 
 

Faut-il le faire pour chaque patiente ? 
 

Pas en pratique courante (Recommandations AFU-CUROPF 2014) 
 

Preuve médicolégale (exploration impact prolapsus / QoL avant chirurgie) 
 

Pas de preuve que leur utilisation améliore les résultats 


