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Abstract
Background: To evaluate prolapse-related symptoms, quality of life and sexuality of patients with validated
questionnaires before and after surgery for genital prolapse and assess relevance of such an evaluation to select
women for surgery.
Methods: From November 2009 to April 2010, 16 patients operated on for genital prolapse of grade greater than
or equal to 2 (POP-Q classification) were evaluated prospectively by three questionnaires of quality of life Pelvic
Floor Distress Inventory (PFDI-20), Pelvic Floor Impact Questionnaire (PFIQ-7) and Pelvic Organ Prolaps/Urinary
Incontinence Sexual Questionnaire (PISQ-12). Data were collected the day before surgery and 6 weeks
postoperatively.
Results: Eleven patients had laparoscopic surgery and five vaginal surgery. There was a significant decrease in
pelvic heaviness, vaginal discomfort and urinary symptoms after surgery. The score of symptoms of prolapse, the
PFDI-20 score was 98.5 preoperatively and 31.8 postoperatively (p < 0.0001). The score for quality of life, the PFIQ-7
score was 54.5 preoperatively and 7.4 postoperatively (p = 0.001). The score of sexuality, the PISQ-12 score was 35.3
preoperatively and 37.5 postoperatively (p = 0.1). Two of the 3 patients with a PFIQ 7 under or equal to 20 were
not improved while all the women with a preoperative PFIQ-7 over 20 were improved after surgery.
Conclusions: This study suggests that surgery improves quality of life of patients with genital prolapse. Quality of
life questionnaires could help select good candidates for surgery. Further studies are required to determine
threshold to standardize indications of surgery.
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Background
Genital prolapse, also known as pelvic organ prolapse
(POP), is a major public health issue in western populations where as many as 38% to 76% of women consulting for routine gynaecological care suffer from the
condition [1]. The lifetime risk of these women undergoing genital prolapse surgery is estimated at 11.8% [2].
Patients referred for surgery frequently complain about
bulging and associated urinary, bowel or sexual symptoms, which are responsible for a significant decrease in
health-related quality of life [3-8].
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The decision criteria for surgery are mainly based on
anatomical abnormalities [3,5]. However, there is no
objective argument to correlate anatomical abnormalities with the impact on quality of life of patients with
genital prolapse. In other disorders, it has been shown
that the evaluation of symptoms or discomfort by analogue scales did not correlate with changes in quality of
life after surgery [9]. Several quality of life questionnaires have been validated to evaluate changes after surgery for genital prolapse, but none of them have been
used to clarify indications for surgery [10-17]. Hence, it
would be useful to have predictors of changes in quality
of life after treatment of genital prolapse to identify
good candidates for this functional surgery.
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The objectives of this pilot study were to evaluate the
impact of surgery on quality of life in women with genital prolapse using validated quality of life questionnaires
and to assess whether these questionnaires could be
useful tools to select patients for surgery.

Methods
We conducted a pilot study from November 2009 to
April 2010 on prospective data of patients undergoing
genital prolapse repair. Women either underwent
laparoscopic sacrocolpopexy (LSC) or surgery by vaginal
route using synthetic or biological mesh. The latter
approach was recommended in patients with co-morbidities contraindicating the laparoscopic approach such as
severe respiratory failure, morbid obesity or prior multiple surgery by laparotomy. Among the 16 patients
included in this pilot study, 11 underwent an LSC and
five a vaginal route. The decision to include sling in the
procedure was done according to clinical and urodynamic stress incontinence.
Preoperative and follow-up pelvic examinations to
evaluate genital prolapse stage used the International
Continence Society pelvic organ prolapse quantification
system (POPQ) [18]. The maximal extent of prolapse
was clinically measured during a Valsalva maneuver or
coughing and was confirmed by the patient as being the
most severe protrusion. Anatomical recurrence was
defined POPQ stage ≥ II (≥ -1 cm). All patients gave
written informed consent to participate in this pilot
study. Ethical Committee approved this pilot study.
Surgical techniques

For LSC, lightweight macroporous polypropylene mesh
(Parietex® Covidien, USA) was used. All patients were
operated on under general anaesthesia. After CO2 intraperitoneal insufflation at 12 mmHg with a Veress needle, a 12 mm trocar was inserted at the umbilicus for
the scope, two 5 mm trocars at the right and left iliac
fossae, and a suprapubic incision made for a 15 mm trocar. The first step of the procedure consisted of a subtotal hysterectomy with bilateral oophorectomy for
postmenopausal patients if the uterus was still in place.
Vesicovaginal cleavage was extended to the lower third
of the vagina. The uterus and adnexes were extracted
using an electric morcellator. The second step of the
procedure began by continuing the rectovaginal dissection to the lower third of the posterior vaginal wall and
then extending it laterally to visualize the levator ani
muscle fascia. Next, the peritoneum facing the sacral
promontory was opened to visualize the anterior vertebral ligament. The peritoneal opening was extended
downwards so as to join the rectovaginal dissection. The
posterior mesh was secured to the levator ani muscle
fascia using nonabsorbable sutures or staples. The
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anterior mesh was then secured to the anterior vaginal
wall using three nonabsorbable sutures. Finally, the
anterior and posterior meshes were secured to the anterior vertebral ligament at the sacral promontory using a
nonabsorbable suture or staples before closing the peritoneum with absorbable sutures. After exsufflation, the
skin incisions were closed with absorbable sutures as
well. A Foley catheter was left in place for 24 hours.
For the vaginal route a mixed mesh composed of polypropylene and porcine dermis was used (Avaulta ®
implant from Baxter, USA). Surgery was performed with
the patient in the dorsal lithotomy position under general or spinal anaesthesia. Genital prolapse repair was
preceded by vaginal hysterectomy. If the latter had
already been performed, an incision was made at the
vaginal apex. The vaginal mucosa was separated from
the bladder by dissection. After incising the perineal
skin facing the obturator membrane, the endopelvic fascia was perforated with Avaulta kit from the skin to the
incised vaginal wall according to laboratory recommendations [19]. The same procedure was performed on the
contralateral side. Then approximation of the mesh
under the urethra and bladder was performed. Finally,
the colpotomy and skin incisions were closed with
absorbable sutures. A Foley catheter was left in place for
24 hours.
Follow-up pelvic examination was carried out 4 to 6
weeks after surgery, then once every six months up to
date. Patients were asked to answer validated quality of
life questionnaires at the preoperative visit and then at
each follow-up visit or through telephone interviews by
investigators who were blinded to the type of surgery.
The short version of the Pelvic Floor Distress Inventory
(PFDI-20), the Pelvic Floor Impact Questionnaire
(PFIQ-7) and Pelvic Organ Prolaps/Urinary Incontinence Sexual Questionnaire (PISQ-12) were used
[13-15].
The PFDI-20 assesses the presence and amount of distress caused by 20 symptoms related to pelvic floor disorders. It is composed of three sub-questionnaires; the
Pelvic Organ Prolapse Distress Inventory (POPDI-6)
which includes 6 items, the Colon Rectal Anal Distress
Inventory (CRADI-8) which includes 8 items and the
Urinary Distress Inventory (UDI-6) which includes 6
items. Patients were asked if they experienced each
symptom, and if so, how much the symptom bothered
them on a scale of 1 (not at all) to 4 (severe). Scores for
each sub-questionnaire range from 0 to 100 with higher
scores indicating greater symptom distress.
The PFIQ-7 assesses the impact of symptoms on
activities of daily living. It is composed of three subquestionnaires consisting of 7 items each; the Pelvic
Organ Prolapse Impact Questionnaire (POPIQ-7), the
Colon Rectal Anal Impact Questionnaire (CRAIQ-7)
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and the Urinary Impact Questionnaire (UIQ-7). Scores
for each sub-questionnaire range from 0 to 100 with
higher scores indicating greater symptom distress.
The PISQ-12 assesses the impact of symptoms on sexual satisfaction and includes 12 items scored from 0 to
4. Total scores range from 0 to 48 with higher scores
indicating greater sexual satisfaction.
Statistical analysis

Statistical analyses were carried out using the R 2.11®
software. Qualitative variables were compared using the
Fisher’s exact test or Chi2 test, and quantitative variables by the Wilcoxon rank-sum test. A p value of 0.05
denoted a significant difference.

Results
Epidemiological and surgical characteristics of the
patients

The mean age of the patients was 63 years (range: 4288) and the mean body mass index (BMI) was 25.5 kg/
m2 (range: 17.9-32.7). The mean parity was 3 (range: 26). A history of surgery for urinary incontinence was
noted in one patient and a previous operation for genital
prolapse in another. Eleven of the 16 patients were
menopausal including one patient on hormone replacement therapy.
Twelve of the 16 patients underwent a hysterectomy
including seven with bilateral salpingo-oophorectomy.
Among the four remaining patients, three had conservative surgery and one had underwent previously hysterectomy for fibroma. Three patients had stress urinary
incontinence treated by a suburethral sling procedure
via the transobturator route. One of the five patients
undergoing vaginal route underwent a bilateral sacrospinous fixation. None of the patients had a posterior
colpoperineorrhaphy.
The mean drop in hemoglobin was 1.5 g/dl (range:
0.1-3.5). No patient required a blood transfusion. No
bowel, bladder or ureteral injury was observed. The
mean hospital stay was 2.3 days (range: 2-5).
Changes in symptoms and anatomical results after
surgical treatment for genital prolapse

A significant decrease in pelvic pain was observed (13
patients preoperatively vs one postoperatively) (p < 0.01)
and in vaginal discomfort (15 patients preoperatively vs
none postoperatively) (p < 0.01). No patient reported de
novo pelvic pain or vaginal discomfort. No difference in
urinary dysfunction was observed: two patients experienced pollakiuria preoperatively vs none postoperatively;
four patients experienced nocturia preoperatively vs
none postoperatively; and three patients experienced
urgency preoperatively vs two postoperatively. No
patients reported de novo urinary symptoms, anorectal
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symptoms or pre-or postoperative constipation. One
patient reported pain on defecation preoperatively as
opposed to none postoperatively.
At the first postoperative visit, 15 patients had optimal
anatomic results and one operated on via the vaginal
route had persistent asymptomatic posterior prolapse
(-2 cm).
The median follow-up was 16 months (range: 14-19).
No recurrence of genital prolapse and no mesh infection
or rejection was observed during follow-up whatever the
surgical route.
Changes in quality of life

Changes in quality of life assessed by PFDI-20, PFIQ-7
and PISQ-20 questionnaires Pelvic Floor Distress Inventory (PFDI-20), Pelvic Floor Impact Questionnaire
(PFIQ-7) and Pelvic Organ Prolaps/Urinary Incontinence Sexual Questionnaire (PISQ-12) are summarized
in Table 1.
The PFDI-20 questionnaire revealed a decrease in
symptoms related to prolapse (p < 0.0001). This
decrease was significant for the three sub-questionnaires, the POPDI-6 (Pelvic Organ Prolapse Distress
Inventory) (p < 0.0004), the CRADI-8 (Colon Rectal
Anal Distress Inventory) (p = 0.01) and UDI-6 (Urinary
Distress Inventory) (p = 0.001). Analysis of the PFDI-20
scores per patient showed that all the 16 patients were
improved by surgery.
An overall significant improvement in quality of life
was shown by the PFIQ-7 scores (p = 0.001): the
POPIQ-7 (Pelvic Organ Prolapse Impact Questionnaire)
(p = 0.009), the CRAIQ-7 (Colon Rectal Anal Impact
Questionnaire) (p = 0.03) and the UIQ-7 (Urinary
Impact Questionnaire) (P = 0.003). Analysis of the
PFIQ-7 scores per patient showed that the 13 patients
with a preoperative PFIQ-7 above 20 were improved by
surgery while two of the three patients with a preoperative PFIQ-7 under or equal to 20 reported no improvement after surgery. These patients were elderly patients
with mean age of 78 years with predominant anterior
prolapse and two of them were operated on via the vaginal route.
The PISQ-12 scores did not show improvement in
sexual quality of life after surgery (p = 0.1).

Discussion
The present pilot study demonstrates that quality of life
of patients with advanced stage of genital prolapse was
improved by surgery and indicates that the PFIQ-7 is
the most appropriate questionnaire to identify patients
that could benefit from surgery.
The aim of genital prolapse surgery is not only anatomical correction but also to improve functional symptoms and quality of life. A recent Cochrane review of
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Table 1 Quality of life evaluated by the PFDI-20, PFIQ-7 and PISQ-12 questionnaires before and after surgery for
genital prolapsed
Preoperative values Median (range)

Postoperative values Median (range)

P value

98.5 (33-235)

31.8 (0-103)

< 0.0001

POPDI-6

46.1 (8-100)

10.1 (0-33)

0.0004

CRADI-8

23.5 (0-79)

12.5 (0-53)

0.01

PFDI-20

UDI-6
PFIQ-7
UIQ-7

30.4 (0-91)

9.1 (0-33)

0.001

54.5 (0-162)

7.4 (0-43)

0.001

25.3 (0-76)

3 (0-19)

0.009

CRAIQ-7

11.6 (0-52)

3.6 (0-43)

0.03

POPIQ-7

17.6 (0-52)

0.9 (0-14)

0.003

35.3 (27-41)

37.5 (30-46)

0.1

PISQ-12

the surgical management of genital prolapse noted that
the impact of surgery on associated pelvic floor symptoms and quality of life were poorly reported explaining
why it is difficult to identify good candidates for this
functional surgery [20]. After failure of perineal rehabilitation and the use of pessaries, current recommendations suggest that surgery should be an option for
women with advanced stages of genital prolapse. But the
use of exclusive anatomical criteria seems questionable
as no strict relation exists between anatomical correction and improvement in symptoms and quality of life
[21,22]. Visual analogue scales assessing the intensity of
symptoms associated with genital prolapse could be
used but to date there are no guidelines as to the
threshold at which surgery is recommended. Moreover,
particularly for patients with endometriosis, a low correlation between evaluation of symptoms by visual analogue scale and changes in quality of life after surgery has
been shown [23]. On the other hand, the usefulness of
quality of life questionnaires for selecting patients who
could derive benefit from surgery has already been
demonstrated [23]. Recently, several reports have
demonstrated the very good psychometric properties of
quality of life questionnaires to evaluate the impact of
genital prolapse with a Cronbach’s alpha greater than
0.70 for all items, confirming that questionnaires are
able to detect changes in quality-of-life after treatment
[24,25]. However, to our knowledge, no study has
attempted to assess the contribution of quality of life
questionnaires specific to genital prolapse to identify
good candidates for surgery.
Analysis of the pre- and postoperative values of the
PFDI-20 showed that all 16 patients of this pilot study
experienced an improvement in quality of life. These
results are consistent with those of previous reports
showing the positive impact of genital prolapse surgery
[26]. In a review of the literature on laparoscopic treatment of genital prolapse, Ganatra et al. reported a
patient satisfaction of 94.4% with a median follow-up of

24.6 months [26]. In addition, our data are consistent
with those of retrospective studies demonstrating a significant improvement in quality of life after surgical
cure of genital prolapse by both vaginal route and
laparoscopy [22,26-31]. Moreover, unlike retrospective
series, our study shows an improvement in anorectal
symptoms assessed by the sub-questionnaire CRADI-8
[32]. Similar results were noted using the PFIQ-7 questionnaire. In this pilot study, even if all the patients had
advanced genital prolapse stages, a wide spectrum of
quality of life questionnaire scores was observed. Scores
from the PFDI-20 questionnaire ranged from 33 to 235
(on a scale of 0 to 300). Similarly, the preoperative
PFIQ-7 questionnaire scores ranged from 0 to 162. It is
important to note that some patients did not report
impairment in quality of life related to genital prolapse.
The apparent low impact of genital prolapse on sexual
quality of life observed in this study suggests that the
PISQ-12 questionnaire is not a useful tool to select candidates for genital prolapse surgery. This is in agreement
with previous studies showing no improvement or deterioration in the sexual quality of life after genital prolapse cure [21,22]. Moreover, the PISQ-12 questionnaire
can only be used for sexually active patients.
However, even if postoperative improvement in quality
of life has been demonstrated in series of patients, it
remains difficult to predict impact on an individual
basis. To date, no nomogram or recursive partitioning
model to select patients for surgery has been developed.
Our results are too preliminary to determine which
questionnaire could be used to construct a nomogram
predicting good outcome after surgery. However, the
PFDI-20 questionnaire has the advantage of giving a
wide distribution of preoperative values but with a ratio
of pre-over postoperative mean values of 3 (98.5 preoperatively vs 31.8 postoperatively). The PFIQ-7 questionnaire gives preoperative values that are relatively
scattered but the pre-over postoperative mean value
ratio was 7 (54.5 vs 7.4) suggesting a higher power of
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discrimination compared to the PFDI-20. Moreover, the
PFIQ-7 can identify patients who are not likely to benefit from surgery. Indeed, two of the three patients with a
preoperative PFIQ-7 less than or equal to 20 had no
improvement in quality of life after surgery while the
remaining 13 patients with a preoperative PFIQ-7 above
20 were improved. Our results are in accordance with
those of Lawndy et al. [33] showing that even if no difference was observed in anatomical results, some
patients reported the absence of symptoms
improvement.
This pilot study therefore gives some important pointers to calculate sample size for a study to build a predictive model of quality of life improvement after genital
prolapse cure. Taking into account that two of the 16
patients had no improvement using the PFIQ-7 questionnaire and that at least 50 patients with no improvement are required to built a predictive model, at least
400 patients would be required for such a study.
The limitations of this pilot study should be highlighted. First, the low number of patients may be a
potential source of bias. Despite this disadvantage, our
pilot study underlined the wide spectrum of preoperative values to quality of life questionnaires in patients
with genital prolapse. Even if all our patients had
advanced genital prolapse stage, they represented a heterogeneous population underlining that anatomical
abnormalities associated with genital prolapse are insufficient to select patients for surgery. Second, two routes
for genital prolapse cure were used. It is possible that
the type of surgery could influence changes in quality of
life. Finally, the short follow-up cannot exclude the risk
of overestimating the benefit of surgery.

Conclusions
Despite the limits of this pilot study, our data indicate
that quality of life questionnaires could be a useful tool
to select patients for genital prolapse surgery. Further
large studies are obviously required taking into account
quality of life not only of patients with advanced genital
prolapse stages but also the route of surgical management, to determine a threshold to standardize indications for surgery.
Authors’ contributions
Protocol/project development: ED/EC, Data collection or management: CC/
MB, Data analysis: EC/MB/ED, Manuscript writing/editing: CC/EC/ED. All
authors read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 8 September 2011 Accepted: 27 March 2012
Published: 27 March 2012

Page 5 of 6

References
1. Swift S, Woodman P, O’Boyle A, et al: Pelvic Organ Support Study (POSST):
the distribution, clinical definition, and epidemiologic condition of pelvic
organ support defects. Am J Obstet Gynecol 2005, 192:795-806.
2. Fialkow MF, Newton KM, Weiss NS: Incidence of recurrent pelvic organ
prolapse 10 years following primary surgical management: a
retrospective cohort study. Int Urogynecol J Pelvic Floor Dysfunct 2008,
19:1483-1487.
3. Lousquy R, Costa P, Delmas V, Haab F: Update on the epidemiology of
genital prolapse. Prog Urol 2009, 19(13):907-915.
4. Samuelsson EC, Arne Victor FT, Tibblin G, et al: Signs of genital prolapse in
a Swedish population of women 20 to 59 years of age and possible
related factors. Am J Obstet Gynecol 1999, 180(2 Pt 1):299-305.
5. Bump RC, Norton PA: Epidemiology and natural history of pelvic
dysfunction. Obstet Gynecol Clin North Am 1998, 25(4):723-746.
6. Luber KM, Boero S, Choe JY: The demographics of floor disorder: current
observations and future projections. Am J Obstet Gynecol 2001,
184(7):1496-1501, discussion 1501-3.
7. Olsen AL, Smith VJ, Bergstrom JO, et al: Epidemiology of surgically
managed pelvic organ prolapse and urinary incontinence. Obstet Gynecol
1997, 89(4):501-506.
8. Patel PD, Amrute KV, Badlani GH: Pelvic organ prolapse and stress urinary
incontinence: a review of etiological factors. Indian J Urol 2007,
23(2):135-141.
9. De Tayrac R, Deval B, Fernandez H, Marès P, Mapi Research Institute:
Development of a linguistically validated French version of two shortform, condition-specific quality of life questionnaires for women with
pelvic floor disorders (PFDI-20 and PFIQ-7). J Gynecol Obstet Biol Reprod
2007, 36(8):738-748.
10. Jelovsek JE, Barber MD: Women seeking treatment for advanced pelvic
organ prolapse have decreased body image and quality of life. Am J
Obstet Gynecol 2006, 194(5):1455-1461.
11. van der Vaart CH, de Leeuw JR, Roovers JP, Heintz AP: Measuring healthrelated quality of life in women with urogenital dysfunction: the
urogenital distress inventory and incontinence impact questionnaire
revisited. Neurourol Urodyn 2003, 22(2):97-104.
12. Jones G, Jenkinson C, Taylor N, Mills A, Kennedy S: Measuring quality of
life in women with endometriosis: tests of data quality, score reliability,
response rate and scaling assumptions of the Endometriosis Health
Profile Questionnaire. Hum Reprod 2006, 21(10):2686-2693.
13. Barber MD, Walters MD, Bump RC: Short forms of two condition-specific
quality-of-life questionnaires for women with pelvic floor disorders
(PFDI-20 and PFIQ-7). Am J Obstet Gynecol 2005, 193(1):103-113.
14. Barber MD, Kuchibhatla MN, Pieper CF, Bump RC: Psychometric evaluation
of 2 comprehensive condition-specific quality of life instruments for
women with pelvic floor disorders. Am J Obstet Gynecol 2001,
185(6):1388-1395.
15. Rogers RG, Coates KW, Kammerer-Doak D, Khalsa S, Qualls C: A short form
of the Pelvic Organ Prolapse/Urinary Incontinence Sexual Questionnaire
(PISQ-12). Int Urogynecol J Pelvic Floor Dysfunct 2003, 14(3):164-168,
discussion 168. Erratum in: Int Urogynecol J Pelvic Floor Dysfunct 2004, 15
(3):219.
16. Fatton B, Letouzey V, Lagrange E, Mares P, Jacquetin B, De Tayrac R:
Validation of a French version of the short form of the Pelvic Organ
Prolapse/Urinary Incontinence Sexual Questionnaire (PISQ-12). J Gynecol
Obstet Biol Reprod (Paris) 2009, 38(8):662-667.
17. De Tayrac R, Chauveaud-Lambling A, Fernandez D, Fernandez H: Quality of
life instruments for women with pelvic organ prolapse. J Gynecol Obstet
Biol Reprod (Paris) 2003, 32(6):503-507.
18. Bump R, Mattiason A, Kari B, et al: The standardisation of terminology of
female pelvic organ prolapse and pelvic floor dysfunction from the
International Continence Society Committee on Standardisation of
Terminology, Subcommittee on Pelvic Organ Prolapse and Pelvic Floor
Dysfunction. Am J Obstet Gynecol 1996, 175(1):10-17.
19. Debodinance P, Amblard J, Fatton B, Cosson M, Jacquetin B: The prosthetic
kits in the prolapse surgery: is it a gadget? J Gynecol Obstet Biol Reprod
2007, 36(3):267-275.
20. Maher C, Feiner B, Baessler K, Adams EJ, Hagen S, Glazener CM: Surgical
management of pelvic organ prolapse in women. Cochrane Database Syst
Rev 2010, 4:CD004014.

Chauvin et al. BMC Urology 2012, 12:9
http://www.biomedcentral.com/1471-2490/12/9

Page 6 of 6

21. Weber AM, Walters MD, Piedmonte MR: Sexual function and vaginal
anatomy in women before and after surgery for pelvic organ prolapse
and urinary incontinence. Am J Obstet Gynecol 2000, 182(6):1610-1615.
22. Helström L, Nilsson B: Impact of vaginal surgery on sexuality and quality
of life in women with urinary incontinence or genital descensus. Acta
Obstet Gynecol Scand 2005, 84(1):79-84.
23. Dubernard G, Rouzier R, David-Montefiore E, Bazot M, Darai E: Use of the
SF-36 questionnaire to predict quality-of-life improvement after
laparoscopic colorectal resection for endometriosis. Hum Reprod 2008,
23(4):846-851.
24. Banerjee C, Banerjee M, Hatzmann W, Schiermeier S, Sachse K, Hellmich M:
The German version of the ‘ICIQ Vaginal Symptoms Questionnaire’
(German ICIQ-VS): an instrument validation study. Urol Int 2010,
85(1):70-79.
25. Scarlato A, Souza CC, Fonseca ES, Sartori MG, Gir MJ, Castro RA: Validation,
reliability, and responsiveness of Prolapse Quality of Life Questionnaire
(P-QOL) in a Brazilian population. Int Urogynecol J Pelvic Floor Dysfunct
2011, 22(6):751-755.
26. Ganatra AM, Rozet F, Sanchez-Salas R, Barret E, Galliano M, Cathelineau X,
Vallancien G: The current status of laparoscopic sacrocolpopexy: a
review. Eur Urol 2009, 55:1089-1105.
27. Daraï E, Coutant C, Rouzier R, Ballester M, David-Montefiore E, Apfelbaum D:
Genital prolapse repair using porcine skin implant and bilateral
sacrospinous fixation: midterm functional outcome and quality-of-life
assessment. Urology 2009, 73(2):245-250.
28. Barber MD, Amundsen CL, Paraiso MF, Weidner AC, Romero A, Walters MD:
Quality of life after surgery for genital prolapse in elderly women:
obliterative and reconstructive surgery. Int Urogynecol J Pelvic Floor
Dysfunct 2007, 18(7):799-806.
29. David-Montefiore E, Barranger E, Dubernard G, Nizard V, Antoine JM,
Daraï E: Functional results and quality-of-life after bilateral sacrospinous
ligament fixation for genital prolapse. Eur J Obstet Gynecol Reprod Biol
2007, 132(2):209-213, 8.
30. de Tayrac R, Devoldere G, Renaudie J, Villard P, Guilbaud O, Eglin G, French
Ugytex Study Group: Prolapse repair by vaginal route using a new
protected low-weight polypropylene mesh: 1-year functional and
anatomical outcome in a prospective multicentre study. Int Urogynecol J
Pelvic Floor Dysfunct 2007, 18(3):251-256.
31. Altman D, López A, Gustafsson C, Falconer C, Nordenstam J, Zetterström J:
Anatomical outcome and quality of life following posterior vaginal wall
prolapse repair using collagen xenograft. Int Urogynecol J Pelvic Floor
Dysfunct 2005, 16(4):298-303.
32. Bui C, Ballester M, Chéreau E, Guillo E, Daraï E: Functional results and
quality of life of laparoscopic promontofixation in the cure of genital
prolapse. Gynecol Obstet Fertil 2010, 38(10):563-568.
33. Lawndy SS, Kluivers KB, Milani AL, Withagen MI, Hendriks JC, Vierhout ME:
Which factors determine subjective improvement following pelvic organ
prolapse 1 year after surgery? Int Urogynecol J 2011, 22(5):543-549.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2490/12/9/prepub
doi:10.1186/1471-2490-12-9
Cite this article as: Chauvin et al.: Potential relevance of pre-operative
quality of life questionnaires to identify candidates for surgical
treatment of genital prolapse: a pilot study. BMC Urology 2012 12:9.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

