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Preoperative quality of life at time of gynecologic | creccorupcaes
surgery: considerations for postoperative
management

Dana M. Chase, MD; Lelan D. McCann, MD; Alice Treuth, BA; Haiyan Cui, PhD; Pawel Laniewski, PhD;
Nicole R. Jimenez, PhD; Nicole D. Mahnert, MD; Denise J. Roe, DrPH; Melissa M. Herbst-Kralovetz, PhD

BACKGROUND: Patients presenting for gynecologic surgery are a heterogeneous group. Preoperative quality of life may be a useful tool to
guide postoperative management.

OBJECTIVE: This study aimed to examine the key drivers of preoperative quality of life to improve counseling and postoperative management.
STUDY DESIGN: This study analyzed preoperative survey results from 154 participants using the following surveys: National Institutes of
Health Toolbox Global Health v1.2, Gastrointestinal: Gas and Bloating v1.1 13a, Gastrointestinal: Diarrhea v1.0 6a, and Sexual Function and Satis-
faction Brief Profile (Female) v2.0, Perceived Stress Scale, the Vaginal Assessment Scale, and the Vulvar Assessment Scale. Survey results in the
form of T-scores were compared in patients with endometrial cancer and patients with benign gynecologic conditions using the Kruskal-Wallis
test. The multivariate analysis was performed using linear regression to adjust the comparisons for age, body mass index, and comorbidity.
RESULTS: Of the 154 patients, preoperative diagnosis was benign in 66% (n=102) and endometrial cancer in 34% (n=52). Patients with
endometrial cancer were more likely to be older, non-White, in lower income brackets, have higher body mass index, and be postmenopausal
(P<.05). Although preoperative global health scores were similar between benign and malignant cases (P>.05), when adjusted for age, the differ-
ences in global health quality of life between patients with benign gynecologic conditions and those with endometrial cancer became significant,
because the endometrial cancer group was older than the benign group (P<.05). However, when adjusting for age, body mass index, and comor-
bidities (hypertension and diabetes), the differences were no longer significant (P>.05). Sexual interest was decreased in the patients with endo-
metrial cancer both in the unadjusted and adjusted model; and vulvar complaints became significantly different between the groups when
controlling for body mass index, age, and comorbidities (P<.05).

CONCLUSION: Despite substantial differences in preoperative diagnosis, preoperative quality of life is highly influenced by age, body mass
index, and comorbidities. Therefore, these factors should be explored in surgical outcomes and postoperative management trials.

Key words: endometrial cancer, hysterectomy, National Institutes of Health Toolbox Global Health, Patient Reported Outcome Measurement
System survey, Perceived Stress Scale, preoperative, Sexual Function and Satisfaction Brief Profile, uterine fibroids, Vaginal Assessment Scale,
Vulvar Assessment Scale

Introduction shown that half of all women of repro- prolapse, and endometriosis; and all of
Gynecologic surgeries, benign and ductive-age suffer from benign gyneco- these conditions have deleterious effects
malignant, are some of the most com- logic conditions"? such as uterine on quality of life (QOL). For example,
monly performed surgeries in the fibroids, abnormal uterine bleeding, CPP is one of the most frequently
United States. Previous reports have chronic pelvic pain (CPP), pelvic organ reported symptoms in women of
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Why was this study conducted?

tomy for a variety of diagnoses.

Key findings

regardless of diagnosis.

This study aimed to examine preoperative quality of life at the time of hysterec-

At the time of hysterectomy, patients have quality of life changes such as bloat-
ing and vaginal symptoms. Although these concerns could be related to their
preoperative diagnosis, they should be monitored postoperatively.

Preoperative body mass index, age, and comorbidities impact quality of life

Sexual function as well as vulvar and vaginal complaints are related to preopera-
tive diagnosis regardless of known confounding factors.

What does this add to what is known?

At the time of hysterectomy, patients with both benign and malignant condi-
tions experience reduced quality of life, and in some cases, these changes are pri-
marily related to age, body mass index, and comorbidities.

reproductive-age and its effects extend
into their social, marital, and profes-
sional lives.” Abnormal uterine bleeding
has been shown to affect up to a third of
women  of  reproductive-age."”’
“Benign” conditions are detrimental to
the well-being of women and have been
repeatedly shown to pose a significant
economic and healthcare burden.”

Endometrial cancer is one of few can-
cers that is increasing in the United
States, with 66,200 new cases antici-
pated in 2023 (American Cancer Soci-
ety). Longitudinal studies have
demonstrated that after diagnosis,
patients with endometrial cancer have
been shown to experience a reduction
in physical activity,” pelvic floor dys-
function'® and worsened mental
health.”"'~"* However, the well-being
of these patients at the time of hysterec-
tomy remains largely understudied.

The benefit of understanding QOL
preoperatively in patients undergoing
gynecologic surgery is a strategy to drive
improvements in postoperative care and
follow-up. Without understanding the
baseline QOL status in these patients,
we will not be able to adequately under-
stand the quality and impact of the care
we give. This exploratory analysis exam-
ines QOL and the factors that may
influence this in patients with benign
and malignant gynecologic conditions
at the time of hysterectomy.
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Materials and Methods

This study was approved by the Univer-
sity of Arizona Institutional Review
Board (UA IRB #1708726047). Patients
were recruited, consented, and adminis-
tered the surveys before hysterectomy.

Patients with endometrial cancer
were compared with patients with
benign  conditions. Patients  self-
reported relevant medical history as
well as demographic and socioeconomic
information. Charts were reviewed for
operative reports and obstetrical and
gynecologic history.

The surveys included 4 Patient
Reported Outcome Measurement Sys-
tem (PROMIS) surveys: National Insti-
tutes of Health Toolbox Global Health
v1.2, Gastrointestinal: Gas and Bloating
v1.1 13a, Gastrointestinal: Diarrhea v1.0
6a, and Sexual Function and Satisfac-
tion Brief Profile (Female) v2.0. The
Perceived Stress Scale (PSS-10), devel-
oped by Cohen et al."” and the Vaginal
Assessment Scale (VAS) and Vulvar
Assessment Scale (VuAS) were also
included. Final scores were expressed as
T-scores, which were calibrated with
item response theory. A question was
inadvertently omitted from the PSS-10;
however, a final score was obtained
using item response theory to adjust for
the omission. The clinical notes and
operative reports were retrospectively
reviewed for each patient with benign

conditions to determine the priority
indication for hysterectomy.

Data were deidentified before analy-
sis. All individual questions as well as
aggregate T-scores were compared
across the 2 groups: patients with
benign gynecologic conditions and
patients with endometrial cancer. Com-
parisons between groups were per-
formed using the Kruskal-Wallis test.
Multivariate analysis was performed
using linear regression to adjust the
comparisons for potential differences in
age, body mass index (BMI), and
comorbidities (diabetes and hyperten-
sion). All statistical analyses were per-
formed using SAS 9.4 (SAS Institute
Inc., Cary, NC). Tests were considered
to be significant at a P value of .05.

Results

Survey results were analyzed from 154
participants: 102 with benign conditions
and 52 with endometrial cancer.
Response rates varied between surveys,
including demographics (n=154), global
health (n=139), perceived stress
(n=131), gastrointestinal health (n=125
for gas and bloating and n=112 for diar-
rhea, respectively), sexual health charac-
teristics (n=114), as well as vaginal and
vulvar symptoms (n=102).

Demographic differences between
patients with benign and cancerous
conditions are presented in Table 1.
The mean age was significantly greater
in women with cancer (60.06 years)
than in women with benign conditions
(45.07 years; P<.0001). Average BMI
was significantly higher in patients with
endometrial cancer (39.57 kg/m?) than
in patients with benign conditions
(30.06 kg/m?* P<.0001), even after
adjusting for age as a continuous vari-
able (P<.0001). The benign group had a
significantly greater income (P=.0001),
were more likely to have a history of
CPP (P=.0005) and were more often
premenopausal (P<.0001), when com-
pared with the endometrial cancer
group.

There was often more than 1 benign
preoperative indication for hysterec-
tomy recorded in the medical records.
The most common benign reason for
hysterectomy was irregular bleeding
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(43.3%), followed by pelvic pain and
dysmenorrhea  (23.17%),  enlarged
uterus and fibroids (22.68%), pelvic
organ prolapse (5.15%), other causes
(3.09%), and cancer prophylaxis
(2.06%). Postoperative diagnoses
included fibroids (34.5%), adenomyosis
(23.6%), other (23.6%), endometriosis
(10.8%), endometrial hyperplasia/dys-
plasia (5.4%), abnormal uterine bleed-
ing not otherwise specified (0.9%),
BRCA positive status (0.5%), and pelvic
organ prolapse (0.5%).

When comparing global health T-
scores in univariate analysis, there were
no significant differences in mental
health, general health, and social activ-
ity between benign and cancerous con-
ditions (Table 2), although the benign
group had a greater but not significantly
different score. The physical health
score for the benign group was margin-
ally significantly greater than that of the
cancer group (P=.05). There were no
significant differences in these T-scores
in univariate analysis related to meno-
pausal status.

There were no differences in self-
reported overall stress (Table 3)
between the 2 groups. When evaluating
individual stress symptoms, the cancer
group felt less able to control the impor-
tant things in their lives (P=.02) and
became upset from unexpected events
more often (P=.04) compared with the
benign group. Perceived stress did not
differ by menopausal status (P=.47).

Gastrointestinal, vulvar and vaginal
symptoms, and sexual function were
explored in these groups. In univariate
analysis diarrhea T-scores did not sig-
nificantly differ between the benign and
cancer groups overall, or by menopausal
status or postsurgery diagnosis in
benign patients (Tables 4—6). However,
individual symptoms did differ between
groups; patients with cancer more often
felt the need to empty their bowels
(P=.04) and were more bothered by
loose stools (P=.02) but had less gastro-
intestinal gas and bloating (P=.001)
than patients with benign conditions
(Tables 7—8).

Sexual health characteristics signifi-
cantly differed between the disease
groups (Table 9). Patients with benign

conditions had more sexual activity
(P<.0001), sexual activity interest
(P<.0001), and desire (P<.0001) than
patients with endometrial cancer. In
benign patients who were sexually
active, there was significantly more dys-
pareunia than in patients with cancer
(P=.045), although they had higher sex-
ual satisfaction T-score than patients
with cancer (P=.006).

Patients with benign conditions had
significantly higher VAS scores than
patients with cancer (P=.03, Table 10),
indicating that patients with benign
conditions had more vaginal dryness,
soreness, irritation, and dyspareunia
overall. At an individual symptom level,
the benign group had more dyspareunia
(P=.03) and more vaginal dryness
(P=.01) compared with the endometrial
cancer group. There was not a signifi-
cant difference in VuAS scores between
the disease groups. There were also no
significant differences in vaginal or vul-
var symptoms by menopausal status or
type of benign condition.

To better understand these preopera-
tive differences in the patient cohorts,
we examined the effect of age, BMI, and
comorbidities (hypertension and diabe-
tes) on patient-reported outcomes in
multivariate analysis. When adjusting
for age in the model, the differences in
global health scores (physical, mental,
general, and social) became significant
between the groups, because of the older
age of patients in the endometrial can-
cer group (P<.05) However, if BMI and
comorbidities were also included in the
model, the difference in the groups was
not significant (Supplemental Table 1).
This was also true for gas/bloating, diar-
rhea, and perceived stress (P>.05, Sup-
plemental Tables 2—4). Differences in
VAS scores became less statistically sig-
nificant (P>.05), but differences in
VuAS scores became statistically signifi-
cant (P<.05) after adjustment (Supple-
mental Table 5). Sexual interest was
decreased in the patients with endome-
trial cancer both in the unadjusted and
adjusted models (P<.05), and vulvar
complaints became significantly differ-
ent between the groups when control-
ling for BMI, age, and comorbidities
(P<.05; Supplemental Table 6).

Discussion

Principal findings

Preoperative QOL may differ among
patients depending on not only indica-
tion for surgery but perhaps more
importantly on age, BMI, and preexist-
ing conditions. Depending on the realm
of QOL explored, global QOL vs gastro-
intestinal complaints, pain, or sexual
function, patient factors may have a
varied impact on QOL score.

Results
To date, studies have focused on QOL
following ~cancer treatment,'"'*""”

within particular benign conditions,
such as endometriosis™*’~** CPP**~*°
and fibroids,’as well as between differ-
ent benign conditions.”” To add to the
literature, our survey results examine
QOL in a heterogeneous patient popu-
lation in an urban setting undergoing
hysterectomy, which is typical of a large
center for gynecologic care. The oppor-
tunity to enhance postoperative care
and better understand baseline preoper-
ative QOL is useful. Challenges with
mental health have been documented
for patients with benign conditions,
including endometriosis,”*"***
CPP,”>*>*® and fibroids;” nevertheless,
our study took into consideration
potential confounders such as BMI, age,
and comorbidities (hypertension and
diabetes mellitus).

It has been shown that the existence
of pain, even when comparing within
the same benign gynecologic condition,
can contribute to worsened mental
health®’”>*” and worsened QOL.!
Given that stress levels were similar
between the benign and cancer groups,
similar mental health levels could be
expected. Because multidimensional
QOL factors have been previously
shown to influence one another,"**"*’
! it is possible that the physical and
mental-emotional QOL factors mea-
sured in this study also interrelate. It is
compelling that patients with benign
and cancerous conditions in this sample
report similar mental health and general
stress levels before hysterectomy.

In our study, when controlling for
age, patients with endometrial cancer
reported greater stress than patients
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TABLE 1

The association of demographics with disease status

Demographic All (n=154) Benign (n=102) EMC (n=52) Pvalue
Age, mean (SD) 50.13 (12.54) 45.07 (9.70) 60.06 (11.55) <.0001
Race
American Indian/Alaskan 13(8.44) 5(4.90) 8(15.38) .01
Asian/Far East/South East 4 (2.60) 4(3.92) 0(0.00)
Asian/Indian 0 (0.00) 0(0.00) 0 (0.00)
Native Hawaiian/Pacific Islander 1(0.65) 0(0.00) 1(1.92)
White 110 (71.43) 74 (72.55) 36 (69.23)
Black or African American 12(7.79) 11 (1078) 1(1.92)
Middle Eastern/North African 1(0.65) 0(0.00) 1(1.92)
Mixed or multiracial 9(5.84) 7 (6.86) 2(3.85)
Not specified, other 4 (2.60) 1(0.98) 3(5.77)
Ethnicity
Non-Hispanic 115 (74.68) 72 (70.59) 43 (82.69) 10
Hispanic 39 (25.32) 30 (29.41) 9 (17.31)
Education (n=151)
Less than high school 6(3.97) 3(2.94) 3(6.12) .73
High school diploma or GED 31(20.53) 20 (19.61) 11 (22.45)
Some college 36 (23.84) 23 (22.55) 13 (26.53)
Associate degree/technical certification 32(21.19) 21(20.59) 11 (22.45)
Bachelor's degree 29 (19.21) 22 (21.57) 7 (14.29)
Master/doctoral degree 17 (11.26) 13 ((12.75) 4 (8.16)
Income ($) (n=144)
<10,000 8 (5.56) 3(3.13) 5(10.42) .0004
10,000—25,000 17 (11.81) 10 (10.42) (14.58)
25,000—50,000 31(21.53) 12 (12.50) 19 (39.58)
50,000—75,000 30 (20.83) 23 (23.96) 7 (14.58)
75,000—100,000 15(10.42) 14 (14.58) 1(2.08)
>100,000 27 (18.75) 23 (23.96) 4(8.33)
Do not know/refused 16 (11.11) 1(11.46) 5(10.42)
pH, n (%)
<45 91 (59.09) 77 (75.49) 14 (26.92) <.0001
>4.5 63 (40.91) 25 (24.51) 38 (73.08)
BMI (mean [SD]) 33.27 (9.72) 30.06 (7.23) 39.57 (10.89) <.0001
BMI
<25 8 (18.18) 3 (22.55) 5(9.62) <.0001
25-29 43 (27.92) 38 (37.25) 5(9.62)
30—34 7 (17.53) 18 (17.650) 9 (17.31)
>35 6 (36.36) 3 (22.55) 33 (63.46)
Menopausal status
Premenopausal 102 (66.23) 88 (86.27) 10(19.23) <.0001
Postmenopausal 52 (33.77) 14 (13.73) 42 (80.77)

BMI, body mass index; EMC, endometrial cancer; SD, standard deviation.

Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.
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TABLE 2
The association of the global health (T-score) with disease status
All Benign EMC
(n=139) (n=90) (n=49) Pvalue
Physical health
Mean (SD) 43.69 (8.06) 44.63 (8.44) 41.96 (7.06) .05
Median 44.20 44.30 41.60
Mental health
Mean (SD) 48.89 (7.88) 49.72 (8.10) 47.36 (7.30) A7
Median 43.80 49.80 46.70
General health
Mean (SD) 3.19(0.94) 3.28 (0.91) 3.04(0.99) 12
Median 3.00 3.00 3.00
Carry out social activities
Mean (SD) 3.72(0.93) 3.82(0.93) 3.54(0.92) 10
Median 4.00 4.00 4.00
EMC, endometrial cancer; SD, standard deviation.
Chase. Preoperative quality of life in gynecologic surgery. Am J Obstet Gynecol Glob Rep 2023.
TABLE 3
Association of PSS-10 T-score with disease status
All Benign EMC
(n=131) (n=86) (n=45) Pvalue
Mean (SD) 52.66 (8.68) 50.63 (8.81) 52.64 (8.15) .05
Median 51.00 49.00 53.00
EMC, endometrial cancer; PSS-10, Perceived Stress Scale; SD, standard deviation.
Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

with benign conditions. However, the
effect of including BMI and comorbid-
ities diminished these differences.
Moreover, our study illustrates that
patients with cancer may feel less able
to cope with stress; patients with cancer
reported that they felt less able to con-
trol important things and became more

upset from unexpected events, 2 meas-
ures of coping.

Our study highlights the gastrointes-
tinal symptomatology in the benign
group and supports the literature in
demonstrating that gas and bloating
symptoms may be common among
benign and malignant gynecologic

EMC, endometrial cancer; SD, standard deviation.

TABLE 4
Association of gastrointestinal diarrhea T-score with disease status
Al Benign EMC
(n=112) (n=80) (n=32) Pvalue
Mean (SD) 47.98 (7.93) 4713 (7.03) 50.05 (9.65) 29
Median 44.40 44.40 52.25

Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

conditions.’”>””  Studies demonstrate
that patients with CPP have a higher
prevalence of fibromyalgia and irritable
bowel syndrome than the general popu-
lation,” and that patients with endome-
triosis experience gas and bloating.”
Endometriosis often causes bowel
obstruction,”  intraabdominal adhe-
sions,”” and pelvic pain.”>”” Specifically,
this pelvic pain can be associated with
stretching movements or organ disten-
sion.”® Notably, it has been shown that
gas and bloating symptoms vary with
menstruation regardless of irritable
bowel syndrome presence,”” illustrating
that the reproductive and gastrointesti-
nal systems may, in fact, be linked.
However, the impact of BMI, age, and
comorbidities on gastrointestinal symp-
toms may be more impactful than the
diagnosis driving hysterectomy.
Surprisingly, patients with benign
conditions had significantly more vagi-
nal pain, vaginal dryness, and dyspareu-
nia, and yet reported more sexual
activity, satisfaction, and interest than
patients with cancer. This became more
significant when controlling for age,
BMI, and comorbidities, indicating that
patients undergoing hysterectomy for
benign reasons should be screened for
vaginal symptoms preoperatively and
follow-up should be documented on
recovery. The differences in vaginal
pain can be explained by the symptom-
atology of benign conditions and endo-
metrial cancer. Benign conditions are
often associated with pelvic pain®**
and dyspareunia,”’ whereas pelvic pain
does not typically present with endome-
trial cancer until late stages.” It is
known that benign gynecologic condi-
tions are associated with dyspareunia
either because of the inflammatory
nature of conditions such as endometri-
osis and adenomyosis,”” or the mass
effect of conditions such as uterine fib-
roids.”” Although it might be assumed
that differences in sexual interest
between groups can be explained by
age, because the benign group tended to
be younger than the cancer group, the
differences between groups remained
after adjusting for age. Therefore, there
may be disease-related factors driving
this difference. Despite increased pain

November 2023 AJOG Global Reports 5
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TABLE 5

in benign patients

Association of gastrointestinal diarrhea T-score with menopausal status

SD, standard deviation.

All Premenopausal Postmenopausal

(n=80) (n=69) (n=11) Pvalue
Mean (SD) 4713 (7.03) 46.43 (7.61) 47.24 (6.98) .70
Median 44.40 44.40 44.40

Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

TABLE 6

nosis in benign patients

Association of gastrointestinal diarrhea score with postoperative diag-

SD, standard deviation.

Postoperative diagnosis n Mean (SD) Pvalue
Abnormal uterine bleeding

Yes 1 39.90 .25
No 79 47.22 (7.02)

Endometriosis

Yes 12 45.70 (5.61) .59
No 68 47.38 (7.26)

Adenomyosis

Yes 28 47.22 (6.51) 91
No 52 47.08 (7.35)

Fibroids

Yes 48 46.02 (6.70) 12
No 32 48.81 (7.28)

Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

at baseline with intercourse, women
with benign conditions in our study
were more satisfied with their sexual
activity; however, this difference was
not significant when controlling for age,
BMI, and comorbidities. Previous find-
ings have indicated that women with

endometriosis and CPP experienced
reduced sexual activity and sexual satis-
faction,” when compared with healthy
controls, and this could be confounded
by BMI, age, and/or comorbidities.
Finally, greater sexual well-being has
been shown to correlate with better

EMC, endometrial cancer; SD, standard deviation.

TABLE 7
Association of gastrointestinal gas and bloating T-score with disease
status

All Benign EMC

(n=125) (n=84) (n=41) Pvalue
Mean (SD) 56.29 (9.43) 58.35 (8.67) 52.07 (9.61) .001
Median 56.90 58.90 52.20

Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.
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psychological well-being for patients
with endometrial cancer,'* illustrating
the multifactorial aspects of QOL.

Clinical implications

The focus of this study was to describe
patient-reported QOL in a preoperative
setting to better understand areas to
focus on during postoperative care.
Given that surgical interventions are
considered a “teaching point” in a
patient’s life, this critical event is an
opportunity to improve the future
health of the patient and to impact not
only physical but also social, functional,
and emotional health. In perioperative
care, there may be a link between
patient-reported QOL and patient satis-
faction.” ~* If the needs and expecta-
tions of the patient are met with the
surgical experience, this could contrib-
ute to higher levels of satisfaction. Satis-
faction may influence overall well-being
and perceived QOL. However, if a
patient is dissatisfied with their surgical
care, this may negatively affect their
QOL by causing distress, anxiety, or
physical discomfort.

Research implications

Our results have illuminated the morbid
symptomatology of patients with
benign and malignant conditions, and
therefore should encourage improve-
ments in timely diagnosis, clinical inter-
ventions, and quality of care for these
patients. Given the recent push for
mental health reform and awareness,**
this study reveals that clinical consider-
ations could be made preoperatively
and addressed postoperatively.””*” At
the same time, preexisting factors such
as BMI and comorbidities may impact
QOL regardless of the diagnosis driving
the decision for hysterectomy. The asso-
ciation of patient satisfaction with QOL
in perioperative care could be explored
in future studies.

Strengths and limitations

The strengths of our study include the
use of validated survey tools that assess
a broad range of QOL characteristics. In
addition, given our diverse population,
this study has large potential for gener-
alizability and thus clinical application
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TABLE 8
Association of gastrointestinal gas and bloating T-score with menopause status in benign patients

All Premenopause Postmenopause

(n=84) (n=72) (n=12) Pvalue
Mean (SD) 58.35 (8.67) 59.23 (7.99) 53.11 (10.95) .04
Median 58.90 59.45 55.30

SD, standard deviation.

Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

TABLE 9
Association of sexual function characteristics with disease status
All Benign EMC
(n=114) (n=80) (n=34) Pvalue
Sexual activity interest (past 30 d)
Not at all 42 (38.53) 17 (22.08) 25 (78.13) <.0001
A little bit 20 (18.35) 16 (20.78) 4 (12.50)
Somewhat 26 (23.65) 25 (32.47) 1(3.13)
Quite a bit 13 (11.93) 12 (15.58) 1(3.13)
Very 8 (7.34) 7(9.09) 1(3.13)
Want to have sexual activity (past 30 d)
Never 24 (22.64) 9(11.69) 15(51.72) .0001
Rarely 27 (25.47) 21 (27.27) 6 (20.69)
Sometimes 32(30.19) 26 (33.77) 6 (20.69)
Often 21 (19.81) 20 (25.97) 1(3.45)
Always 2(1.89) 1(1.30) 1(3.45)
Any sexual activity (past 30 d)
Yes 57 (56.44) 52 (72.22) 5(17.24) <.0001
No 44 (43.56) 20 (27.78) 24 (82.76)
If NO to sexual activity in past 30 d
Reasons for no sexual activity (past 30 d)
No interest in sexual activity 21 (47.73) 10 (50.00) 11 (45.83) .99
Vagina dryness or pain 4(9.09) 4 (0.00) 0(0.00) .03
Difficulties with orgasm 2 (4.55) 1 (5.00) 1(4.17) .99
Not enjoy sexual activity 1(2.27) 0(0.00) 1(4.17) .99
No partner 13 (29.55) 210.00) 11 (45.83) .02
Partner was away 5(11.36) 4 (20.00) 1(4.17) .16
Partner was not interested in sexual 3(6.82) 1(5.00) 2(8.33) .99
activity
If YES to sexual activity in past 30 d
Lubricated during sexual activity
Almost always 25 (45.45) 22 (44.00) 3 (60.00) .76
Most times 12 (21.82) 10 (20.00) 2 (40.00)
Sometimes 10 (18.18) 10 (20.00) 0 (0.00)
Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023. (continued)
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TABLE 9
Association of sexual function characteristics with disease status (continueq)

All Benign EMC
(n=114) (n=80) (n=34) Pvalue
A few times 5(9.09) 5(10.00) 0 (0.00)
Almost never 3(5.45) 3(6.00) 0 (0.00)
Difficult to maintain lubrication
Extremely difficult 0 (0.00) 0(0.00) 0 (0.00) A7
Very difficult 5(9.09) 5(10.00) 0 (0.00)
Difficult 5(9.09) 5(10.00) 0 (0.00)
Slightly difficult 19 (34.55) 19 (38.00) 0 (0.00)
Not difficult 26 (47.27) 21 (42.00) 5 (100.00)
Discomfort felt inside your vagina
None 17 (32.08) 14 (29.17) 3(60.00) .50
A little bit 12 (22.64) 10 (20.83) 2 (40.00)
Some 7(13.21) 7 (14.58) 0 (0.00)
Quite a bit 10 (18.87) 10 (20.83) 0 (0.00)
Alot 7(13.21) 7(14.58) 0(0.00)
Pain felt inside your vagina
None 19 (35.85) 14 (29.17) 5(100.00) .08
A little bit 12 (22.64) 12 (25.00) 0(0.00)
Some 9(16.98) 9(18.75) 0 (0.00)
Quite a bit 8 (15.09) 8 (16.67) 0 (0.00)
Alot 5(9.43) 5(10.42) 0 (0.00)
Discomfort in your labia
None 38 (71.70) 33 (68.75) 5(100.00) .82
A little bit 7(13.21) 7(14.58) 0(0.00)
Some 4 (7.55) 4(8.33) 0 (0.00)
Quite a bit 3(5.66) 3(6.25) 0 (0.00)
Alot 1(1.89) 1(2.08) 0 (0.00)
Discomfort in your clitoris
None 38 (71.70) 33 (68.75) 5 (100.00) 74
Alittle bit 10 (18.87) 10 (20.83) 0 (0.00)
Some 3 (5.66) 3(6.25) 0 (0.00)
Quite a bit 2(3.77) 2(4.17) 0 (0.00)
Alot 0(0.00) 0(0.00) 0 (0.00)
Been able to have an orgasm/climax
Have not tried 0(0.00) 0(0.00) 0 (0.00) .50
Never 4(7.41) 4 (3.16) 0 (0.00)
Rarely 3 (5.56) 3(6.12) 0 (0.00)
Sometimes 24 (44.44) 23 (46.94) 1 (20.00)
Often 12 (22.22) 10 (20.41) 2 (40.00)
Always 11 (20.37) 9(18.37) 2 (40.00)
Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023. (continued)
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TABLE 9
Association of sexual function characteristics with disease status (continued)
All Benign EMC
(n=114) (n=80) (n=34) Pvalue
Satisfying orgasms/climax
Not had an orgasm/climax 2(3.70) 2(4.08) 0(0.00) .99
Not at all 4 (7.41) 4 (8.16) 0 (0.00)
A little bit 6(11.11) 6 (12.24) 0(0.00)
Somewhat 11(20.37) 10 (20.41) 1(20.00)
Quite a bit 20 (37.04) 17 (34.69) 2 (60.00)
Very 11 (20.37) 10 (20.14) 1 (20.00)
Satisfied with your sex life
Not at all 7(12.73) 6 (12.00) 1(20.00) .89
A little bit 8 (14.55) 8 (16.00) 0 (0.00)
Somewhat 15 (27.27) 13 (26.00) 2 (40.00)
Quite a bit 11 (20.00) 10 (20.00) 1(20.00)
Very 14 (25.45) 13 (26.00) 1(20.00)
Pleasure your sex life has given you
None 3 (5.45) 3(6.00) 0 (0.00) .99
Alittle bit 10 (18.18) 9(18.00) 1(20.00)
Some 18 (32.73) 16 (32.00) 2 (40.00)
Quite a bit 13 (23.64) 12 (24.00) 1(20.00)
EMC, endometrial cancer.
Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

to larger populations. Limitations
include a small sample size for some
benign conditions, which reduces gen-
eralizability ~within specific benign

gynecologic conditions. In addition,
because of the use of surveys in this
study, self-reporting bias* could also be
present. Finally, postoperative QOL was

TABLE 10

with disease status

Association of Vaginal Assessment Scale and Vulvar Assessment Scale

EMC, endometrial cancer; SD, standard deviation.

All Benign EMC

(n=102) (n=74) (n=28) Pvalue
Vaginal Assessment Scale®
Mean (SD) 2.14 (2.27) 2.43 (2.35) 1.35 (1.85) 03
Median 1.00 2.00 1.00
Vulvar Assessment Scale”
Mean (SD) 1.23 (1.84) 1.37 (1.88) 0.85 (1.72) 16
Median 0.00 0.00 0.00

2 \/aginal Assessment Scale=sum of responses for vaginal dryness, vaginal soreness, vaginal irritation, and dyspareunia; ° Vulvar
Assessment Scale=sum of responses for vulvar dryness, vulvar soreness, vulvar irritation, and painful to touch.
Chase. Preoperative quality of life in gynecologic surgery. Am ] Obstet Gynecol Glob Rep 2023.

not collected and therefore QOL change
over time cannot be assessed.

Conclusions

According to the results of our preoper-
ative surveys, women who underwent a
hysterectomy for benign and malignant
reasons have preoperative QOL changes
that could be more related to BMI, age,
and comorbidities than the actual diag-
nosis calling for hysterectomy. The
impact of these factors on postoperative
recovery is also likely to be strong in
both benign and malignant groups.
Therefore, gynecologists have a poten-
tially influential impact on the future
physical, emotional, and social health of
their patients at the time of hysterec-
tomy. A comprehensive approach to
treating patients with benign conditions
and cancer is warranted, given the
reduced QOL that both groups
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experience in physical and mental-emo-
tional health. [ |
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Supplementary material associated with
this article can be found in the online ver-
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REFERENCES

1. Jones GL, Kennedy SH, Jenkinson C.
Health-related quality of life measurement in
women with common benign gynecologic con-
ditions: a systematic review. Am J Obstet
Gynecol 2002;187:501-11.

2. Kjerulff KH, Erickson BA, Langenberg PW.
Chronic gynecological conditions reported by
US women: findings from the National Health
Interview Survey, 1984 to 1992. Am J Public
Health 1996;86:195-9.

3. Tripoli TM, Sato H, Sartori MG, de Araujo FF,
Girao MJ, Schor E. Evaluation of quality of life
and sexual satisfaction in women suffering from
chronic pelvic pain with or without endometri-
osis. J Sex Med 2011;8:497-503.

4. Liu Z, Doan QV, Blumenthal P, Dubois RW.
A systematic review evaluating health-related
quality of life, work impairment, and health-care
costs and utilization in abnormal uterine bleed-
ing. Value Health 2007;10:183-94.

5. Jamieson DJ, Steege JF. The prevalence of
dysmenorrhea, dyspareunia, pelvic pain, and
irritable bowel syndrome in primary care practi-
ces. Obstet Gynecol 1996;87:55-8.

6. van Poll M, van Barneveld E, Aerts L, et al.
Endometriosis and sexual quality of life. Sex
Med 2020;8:532-44.

7. Fortin C, Flyckt R, Falcone T. Alternatives to
hysterectomy: the burden of fibroids and the
quality of life. Best Pract Res Clin Obstet
Gynaecol 2018;46:31-42.

8. Pynna K, Rasanen P, Roine RP, Vuorela P,
Sintonen H. Where does the money go to? Cost
analysis of gynecological patients with a benign
condition. PLoS One 2021;16:€0254124.

9. Robertson MC, Lyons EJ, Song J, et al.
Change in physical activity and quality of life in
endometrial cancer survivors receiving a physi-
cal activity intervention. Health Qual Life Out-
comes 2019;17:91.

10. Oplawski M, Srednicka A, Dutka A, Tim S,
Mazur-Bialy A. Functional changes of the geni-
tourinary and gastrointestinal systems before
and after the treatment of endometrial cancer-a
systematic review. J Clin Med 2021;10:5579.
11. Sanjida S, Obermair A, Gebski V, Armfield
N, Janda M. Long-term quality of life outcomes
of women treated for early-stage endometrial
cancer. Int J Gynecol Cancer 2021;31:530-6.
12. Mamguem Kamga A, Bengrine-Lefevre L,
Quipourt V, et al. Long-term quality of life and
sexual function of elderly people with endome-
trial or ovarian cancer. Health Qual Life Out-
comes 2021;19:56.

10 AJOG Global Reports November 2023

13. Sadovsky R, Basson R, Krychman M, et al.
Cancer and sexual problems. J Sex Med
2010;7:349-73.

14. Rowlands IJ, Lee C, Beesley VL, Webb
PM. Australian National Endometrial Cancer
Study Group. Predictors of sexual well-being
after endometrial cancer: results of a national
self-report  survey. Support Care Cancer
2014;22:2715-283.

15. Cohen S, Kamarck T, Mermelstein R. A
global measure of perceived stress. J Health
Soc Behav 1983;24:385-96.

16. PROMIS. (Patient-Reported Outcomes
Measurement Information System). Available
at: https://www.healthmeasures.net/explore-
measurement-systems/promis/obtain-adminis-
ter-measures. Accessed June 1, 2018.

17. Buckingham L, Haggerty A, Graul A, et al.
Sexual function following hysterectomy for
endometrial cancer: a five-year follow up inves-
tigation. Gynecol Oncol 2019;152:139-44.

18. Gao H, Xiao M, Bai H, Zhang Z. Sexual
function and quality of life among patients with
endometrial cancer after surgery. Int J Gynecol
Cancer 2017;27:608-12.

19. Becker M, Malafy T, Bossart M, Henne K,
Gitsch G, Denschlag D. Quality of life and sex-
ual functioning in endometrial cancer survivors.
Gynecol Oncol 2011;121:169-73.

20. Moradi M, Parker M, Sneddon A, Lopez V,
Ellwood D. Impact of endometriosis on wom-
en’s lives: a qualitative study. BMC Womens
Health 2014;14:1283.

21. Facchin F, Barbara G, Saita E, et al. Impact
of endometriosis on quality of life and mental
health: pelvic pain makes the difference. J Psy-
chosom Obstet Gynaecol 2015;36:135-41.
22, Petrelluzzi KF, Garcia MC, Petta CA,
Grassi-Kassisse DM, Spadari-Bratfisch RC.
Salivary cortisol concentrations, stress and
quality of life in women with endometriosis and
chronic pelvic pain. Stress 2008;11:390-7.

23. Peveler R, Edwards J, Daddow J, Thomas
E. Psychosocial factors and chronic pelvic pain:
a comparison of women with endometriosis
and with unexplained pain. J Psychosom Res
1996;40:305-15.

24, van Aken M, Oosterman J, van Rijin T, et al.
Hair cortisol and the relationship with chronic
pain and quality of life in endometriosis patients.
Psychoneuroendocrinology 2018;89:216-22.
25, Till SR, As-Sanie S, Schrepf A. Psychology
of chronic pelvic pain: prevalence, neurobiologi-
cal vulnerabilities, and treatment. Clin Obstet
Gynecol 2019;62:22-36.

26. Stones RW, Selfe SA, Fransman S, Horn
SA. Psychosocial and economic impact of
chronic pelvic pain. Baillieres Best Pract Res
Clin Obstet Gynaecol 2000;14:415-31.

27. Culley L, Law C, Hudson N, et al. The
social and psychological impact of endometri-
osis on women’s lives: a critical narrative
review. Hum Reprod Update 2013;19:625-39.
28. Bryant C, Cockburn R, Plante AF, Chia A.
The psychological profile of women presenting
to a multidisciplinary clinic for chronic pelvic

pain: high levels of psychological dysfunction
and implications for practice. J Pain Res
2016;9:1049-56.

29, Shisler R, Sinnott JA, Wang V, Hebert C,
Salani R, Felix AS. Life after endometrial cancer:
a systematic review of patient-reported out-
comes. Gynecol Oncol 2018;148:403-13.

30. Makker V, MacKay H, Ray-Coquard |, et al.
Endometrial cancer. Nat Rev Dis Primers
2021;7:88.

31. Ek M, Roth B, Ekstrom P, Valentin L, Bengts-
son M, Ohlsson B. Gastrointestinal symptoms
among endometriosis patients—a  case-cohort
study. BMC Womens Health 2015;15:59.

32. Maroun P, Cooper MJ, Reid GD, Keirse
MJ. Relevance of gastrointestinal symptoms in
endometriosis. Aust N Z J Obstet Gynaecol
2009;49:411-4.

33. Johnson CM, Makai GEH. Fibromyalgia
and irritable bowel syndrome in female pelvic
pain. Semin Reprod Med 2018;36:136-42.

34. Aldhaheri S, Suarthana E, Capmas P,
Badeghiesh A, Gil Y, Tulandi T. Association
between bowel obstruction or intussusception
and endometriosis. J Obstet Gynaecol Can
2021;43:440-6.

35. Abd El-Kader Al, Gonied AS. Lotfy
Mohamed M, Lotfy Mohamed S. Impact of
endometriosis-related adhesions on quality of
life among infertile women. Int J Fertil Steril
2019;13:72-6.

36. Briggmann D, Tchartchian G, Wallwi-
ener M, Minstedt K, Tinneberg HR, Hacke-
thal A. Intra-abdominal adhesions: definition,
origin, significance in surgical practice, and
treatment  options. Dtsch Arztebl  Int
2010;107:769-75.

37. Tabibian N, Swehli E, Boyd A, Umbreen A,
Tabibian JH. Abdominal adhesions: a practical
review of an often overlooked entity. Ann Med
Surg (Lond) 2017;15:9-13.

38. Duffy DM, diZerega GS. Adhesion contro-
versies: pelvic pain as a cause of adhesions,
crystalloids in preventing them. J Reprod Med
1996;41:19-26.

39. Moore J, Kennedy S. Causes of chronic
pelvic pain. Bailieres Best Pract Res Clin
Obstet Gynaecol 2000;14:389-402.

40. Boyle KJ, Torrealday S. Benign gyneco-
logic conditions. Surg Clin  North  Am
2008;88:245-64.

41. Wahl KJ, Orr NL, Lisonek M, et al. Deep dys-
pareunia, superficial dyspareunia, and infertility
concerns among women with endometriosis: a
cross-sectional study. Sex Med 2020;8:274-81.
42. Morice P, Leary A, Creutzberg C, Abu-
Rustum N, Darai E. Endometrial cancer. Lancet
2016;387:1094-108.

43. Moshesh M, Olshan AF, Saldana T, Baird
D. Examining the relationship between uterine
fiboroids and dyspareunia among premeno-
pausal women in the United States. J Sex Med
2014;11:800-8.

44, Votruba N, Thornicroft G. FundaMen-
talSDG Steering Group. Sustainable develop-
ment goals and mental health: learnings from


https://doi.org/10.1016/j.xagr.2023.100275
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0001
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0001
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0001
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0001
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0001
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0002
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0002
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0002
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0002
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0002
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0003
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0003
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0003
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0003
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0003
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0003
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0004
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0004
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0004
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0004
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0004
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0005
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0005
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0005
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0005
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0006
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0006
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0006
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0007
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0007
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0007
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0007
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0008
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0009
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0009
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0009
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0009
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0009
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0010
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0010
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0010
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0010
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0010
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0010
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0011
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0011
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0011
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0011
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0012
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0012
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0012
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0012
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0012
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0013
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0013
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0013
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0014
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0014
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0014
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0014
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0014
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0014
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0015
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0015
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0015
https://www.healthmeasures.net/explore-measurement-systems/promis/obtain-administer-measures
https://www.healthmeasures.net/explore-measurement-systems/promis/obtain-administer-measures
https://www.healthmeasures.net/explore-measurement-systems/promis/obtain-administer-measures
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0017
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0017
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0017
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0017
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0018
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0018
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0018
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0018
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0019
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0019
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0019
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0019
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0020
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0020
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0020
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0020
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0021
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0021
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0021
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0021
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0022
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0022
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0022
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0022
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0022
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0023
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0023
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0023
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0023
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0023
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0024
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0024
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0024
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0024
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0025
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0025
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0025
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0025
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0026
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0026
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0026
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0026
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0027
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0027
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0027
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0027
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0028
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0028
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0028
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0028
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0028
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0028
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0029
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0029
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0029
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0029
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0030
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0030
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0030
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0031
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0031
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0031
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0031
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0031
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0033
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0033
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0033
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0033
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0034
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0034
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0034
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0035
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0035
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0035
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0035
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0035
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0036
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0036
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0036
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0036
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0036
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0037
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0038
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0038
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0038
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0038
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0039
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0039
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0039
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0039
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0040
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0040
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0040
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0041
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0041
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0041
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0042
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0042
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0042
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0042
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0043
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0043
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0043
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0044
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0044
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0044
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0044
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0044
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0045
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0045
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0045
http://www.ajog.org

ajog.org

Original Research

the contribution of the FundaMentalSDG
global initiative. Glob Ment Health (Camb)
2016;3:e26.

45. Levin G, Cheng C, Healey M, Dior UP.
Endometriosis-it is not just benign. J Gynecol
Obstet Hum Reprod 2020;49:101744.

46. Althubaiti A. Information bias in health
research: definition, pitfalls, and adjustment

methods.
211-7.
47. Ware Jr JE, Sherbourne CD. The MOS 36-
item short-form health survey (SF-36). I. Con-
ceptual framework and item selection. Med
Care 1992;30:473-83.

48. Fitzpatrick R, Hopkins A. Problems in the
conceptual framework of patient satisfaction

J Multidiscip Healthc 2016;9:

research: an empirical exploration. Sociol
Health llin 1983;5:297-311.

49. Votruba N, Thornicroft G; FundaMen-
talSDG Steering Group. Sustainable develop-
ment goals and mental health: learnings from
the contribution of the FundaMentalSDG global
initiative. Glob Ment Health (Camb). 2016;3:
€26. https://doi.org/10.1017/gmh.2016.20.

November 2023 AJOG Global Reports 11


http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0045
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0045
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0045
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0046
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0046
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0046
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0047
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0047
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0047
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0047
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0048
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0048
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0048
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0048
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0049
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0049
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0049
http://refhub.elsevier.com/S2666-5778(23)00116-8/sbref0049
https://doi.org/10.1017/gmh.2016.20
http://www.ajog.org

	Preoperative quality of life at time of gynecologic surgery: considerations for postoperative management
	Introduction
	Materials and Methods
	Results
	Discussion
	Principal findings
	Results
	Clinical implications
	Research implications
	Strengths and limitations

	Conclusions
	Supplementary materials
	References



