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Abstract
Introduction and hypothesis Patient perception of adverse events (AEs) after pelvic floor disorder surgery is incompletely
understood and may differ from providers’ views of AEs. Our objective is to describe patient perceptions of AEs related to
pelvic floor disorder surgery and how perceptions change over time.
Methods Mixed-method study of longitudinal patient interviews and surveys. Women planning pelvic floor disorder surgery
completed three one-on-one interviews: preoperatively (< 12 weeks before surgery), 6–8 weeks postoperatively, and 6 months
postoperatively. Interviews explored the patient experience of surgery and their perception of AEs over time. Participants ranked
self-identified AEs by severity. De-identified transcripts of audio recordings were coded and analyzed using an iterative,
thematic, team-based process using NVivo software (QSR International).
Results Twenty women each completed three separate interviews for a total of 60 interviews. Their mean age was 55.3 (± 12.7)
years, and 50% were Non-Hispanic white. Women’s perceptions of AEs changed as more time passed from surgery. Women
identified potential problems related to surgery such as anesthesia complications, pain, injury, catheter issues, and an unsuccessful
surgery as the most concerning AEs preoperatively. Postoperatively (6–8 weeks), women expressed concern about functional
outcomes (e.g., performing daily activities, symptom reduction). Late postoperatively (6 months), the majority identified unsuc-
cessful surgery, incontinence, and sexual dysfunction as severe AEs. These findings are consistent with prior work that suggests
women perceive functional outcomes as fundamental to their recovery.
Conclusions These findings contribute to a more nuanced understanding of patient-centered perspectives on AEs. Patients view
poor functional outcomes as severe AEs.
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Introduction

In women with pelvic floor disorders, overall patient satisfac-
tion is linked to the patient’s experience of and perspective on
surgical complications [1–3]. It follows that value-based care
requires focus on the patient's perspective on their surgical
experience. Surgical adverse events (AEs), as defined by stan-
dard medical classifications, are uncommon and may range
from 3 to 17% in pelvic floor surgery [4–6]. A frequently used
scale to describe AEs is the Clavien-Dindo scale, which was
created by surgical experts but did not incorporate the patient
perspective [7, 8]. Similarly, The Pelvic Floor Complication
Scale is a condition-specific complication scale that did not
include patient perspectives in development [9]. It is likely
that surgeon views of AEs differ from patients’, and the lim-
ited patient-level data available were obtained from a
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homogeneous population that does not represent the patient
population at large [10]. Therefore, identification of the pa-
tient perception of AEs is critical, especially as the field of
clinical medicine turns its attention to quality, value-based,
and patient-centered care.

Definitions of successful pelvic floor disorder surgery now
focus on both subjective and objective outcomes. Given that
functional outcomes such as incontinence symptoms and sex-
ual function are increasingly important to patients when deter-
mining the success of their surgery, understanding patient
views of AEs following surgery is needed. We conducted
prior research that found patients undergoing surgery for pel-
vic floor disorders view failure to achieve a successful func-
tional outcome as an AE [11]. The prior work interviewed
different women at varied time points both before and after
their index surgery but did not follow the same women longi-
tudinally over time. The primary aim of this study was to
longitudinally examine how patients view surgical AEs over
time and explore how such perspectives may change from the
preoperative period to 6 months after surgery.

Materials and methods

This mixed-methods longitudinal study was conducted at the
University of New Mexico with approval from the Human
Research Review Committee (HRRC 15–129). We used a
revised conceptual framework from our prior work to create
a semi-structured interview guide [11]. This guide explored
what concerns patients had prior to undergoing surgery for
pelvic floor disorders, what they considered an adverse event,
and how they obtained information about complications and
risks of surgery.

All English-speaking adult women planning to have urinary
incontinence and/or pelvic organ prolapse surgery were invited
to participate. Each participant participated in three interviews
by the same trained research coordinator. Interviews occurred
preoperatively (up to 12 weeks before surgery), immediately
postoperatively (6–8 weeks), and late postoperatively
(6 months). Based on qualitative methodology to obtain satu-
ration, we planned to interview 20 women over three time
points, for 60 total interviews. All women underwent standard
preoperative counseling prior to their surgery.

Throughout the interview, the coordinator recorded all AEs
(anticipated or experienced) reported by the participant. At the
end of the preoperative interview, the coordinator asked partici-
pants to group the identified AEs into categories of Bnot severe,^
Bmoderately severe,^ and Bvery severe.^ Participants also re-
ceived a list of AEs identified by providers from our prior work
[16] to ensure that all patients were aware of what providers
consider AEs as a basis for contemplation and expansion of their
list as they deemed necessary. At 6–8 weeks postoperatively and
3month postoperatively, the coordinator recorded AEs identified

by the participant again. To stimulate reflection during the qual-
itative interviews, the coordinator showed participants the list
they generated at their prior interview and then asked if they
would change their AE ranking or add any AEs.

At each time point, participants completed a variety of
questionnaires prior to the interview. At the preoperative in-
terview, we obtained demographic information, the Pelvic
Floor Distress Inventory Questionnaire-Short Form 20
(PFDI 20) [12], and the Life Orientation Test-Revised (LOT-
R) [13], an assessment of optimism. The LOT-R is a continu-
ous score ranging from 0 to 24. Standard cutoff definitions of
an optimist or pessimist do not exist; however, some re-
searchers have designated categories: low optimism (score
5.0–15.0), medium optimism (score 15.1–17.9), and high op-
timism (score 18.0–24.0) [14]. For the 6–8-week and 6-month
postoperative interviews, participant’s completed the PFDI 20
as well as the Patient Global Impression of Improvement
(PGI-I) [15], the Satisfaction with Decision Scale-Pelvic
Floor Disorders (SDS-PFD), and the Decision Regret Scale-
Pelvic Floor Disorders (DRS-PFD) [16]. We administered
these questionnaires in order to describe the cohort’s overall
symptom bother and sense of improvement.

All interviews were audio recorded and transcribed. Data
collection was iterative and continued until we reached data
saturation. Members of the research team with qualitative ex-
perience (GD, HRB, AS) jointly reviewed and coded tran-
scripts until a coding template was finalized. The primary
analyst (HRB) coded the remaining transcripts in NVivo
(QSR International) and frequently met with the qualitative
team for troubleshooting and discussion of emerging themes.
Upon coding completion, we queried the NVivo database,
explored cross-sectional and longitudinal relationships across
themes/codes, created descriptive reports and summaries, and
identified trends across groups and topics to detect differences
among interviews.

Results

From October 2017 through January 2018, we recruited 20
women who underwent surgery. Each participant completed all
three interviews, for a total of 60 interviews. Participants’ mean
age was 55.3 (± 12.7) years, 50% (n= 10) were non-Hispanic
white, 25% (n = 5) were Hispanic, and 25% (n = 5) were
American Indian. The majority (75%) had a college degree or
higher. Participants underwent a broad variety of surgeries of-
fered for pelvic floor disorders that included both minor proce-
dures (e.g., mid-urethral slings, sacral neuromodulation) as well
as major surgeries (e.g., vaginal native tissue repairs, laparoscop-
ic hysterectomy). Participants were evenly distributed for opti-
mism categories (Fig. 1), and all demonstrated improvement in
pelvic floor symptoms with low decisional regret after surgery
(data not shown).
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We found that women’s perceptions of AEs changed as
more time passed from surgery (Table 1). Women identified
potential problems related to surgery, anesthesia complica-
tions, pain, and catheter issues as most concerning in the pre-
operative period. In the postoperative interview period, con-
cerns increased around functional outcomes, such as
performing routine daily activities, sexual activity, and symp-
tom reduction. In the 6-month postoperative interview, the
majority of participants identified unsuccessful surgery, incon-
tinence, and sexual dysfunction as severe AEs (Fig. 2). These
findings are consistent with our prior work that suggests wom-
en perceive these functional outcomes as fundamental to their
recovery. In circumstances where these goals are not achieved,
patients consider this failure as a severe AE (Table 1).

Additionally, we explored how participants felt about com-
munication surrounding the surgery. Women spoke most about
the need for more information about what happens immediately
post-surgery, both in the hospital and shortly after they go home.

& BHaving a list of recovery expectations, exactly what I’m
supposed to do or not do, bulleted…When I do get to start
driving again? When am I up taking the kids around?
When do I get to lift something? Am I supposed to lay
in bed the whole day or do they want me walking around
the block?…Like, you should be able to get up long
enough to prepare dinner by this amount of time…if you
feel like this then you did too much, sit down.^

Other suggestions included more information about how long
theywill be in the hospital, specific instructions aboutmedication
(types, when to use, and how long to use), how much pain they
will experience, how long the recovery process will take, what
theywill be able/unable to do at home, and emphasizing the need

for rest. Similarly, women wanted more information about what
to expect long-term, including the need for another surgery and
how their sex life may be affected.

Furthermore, participants expressed wishes for more visual
and written information. For example, many said they would
have liked to see the list of AEs that we provided in the inter-
view, before making a decision about surgery. BIf I would
have seen that list before, I don’t know, I probably would have
thought about it longer.^ Some said they received good writ-
ten information, but would have liked to get it sooner. BA lot
of the information that was on my discharge paperwork, that
might have been helpful to get in advance as well so you can
actually read it when you’re not on drugs, and maybe have it
posted up on your fridge or somewhere you’ll actually be able
to find it when you need it.^

Lastly, although not the main focus of this study, many par-
ticipants were confused about what the consent process was and
whether they even signed a consent. When we asked about how
the consenting process could be improved, many people did not
recall such interactions with a healthcare provider.

& BThe consenting process, what do you mean by that?^
& BI can’t remember if I signed any consents before being

admitted or not.^

Discussion

We found that patients view failure to achieve anticipat-
ed functional goals as severe AEs and the AEs women
identified shifted to functional outcomes over time. In
addition, despite counseling, women did not remember

Fig. 1 Distribution of optimism
scores of all subjects
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AEs that were discussed or that they had been discussed
in the consent process. This confirms our prior work
with participants from different sites across the country,
which lends credibility to our principal finding. In our
prior work, the majority of women were non-Hispanic
white. In contrast, this study found that in an ethnic and
racially diverse sample of patients, the concerns were
similar. Many of the AEs that women identified in the
postoperative period, such as inadequate symptom relief
and sexual dysfunction, were not AEs that surgeons
identify using previously created complication scales as
a reference [8, 9]. This demonstrates the degree to
which the surgeon and patient perspectives on AEs
may be misaligned and highlights an area to improve
surgeon/patient communication.

Limitations of this study include the small patient
sample of 20; however, this is common for one-on-one
patient interviews in qualitative work. Furthermore, this
sample size achieved data saturation. Our sample was
limited to a single academic medical center and only
included English-speaking patients, though half the sam-
ple identified as either American Indian or Hispanic,

thereby reflecting the diverse population in New
Mexico. Strengths of the study include the use of robust
qualitative methodology and skilled qualitative re-
searchers. Importantly, we were able to complete three
rounds of interviews with all 20 patients.

Dindo et al. [7], in their seminal paper, wrote, B…the pa-
tient’s perspective (i.e., quality of life, pain, psychologic
strain) may also be taken into account to estimate the severity
of a complication. Although this perspective is obviously cru-
cial, the perception of patients varies greatly depending on the
patient’s character, the management and the information pol-
icy of the physician as well as the physical condition of the
patient before and after surgery.^

Our findings support the importance of integrating
the patient’s perspective about surgical complications
and offer a consistent view of the experiential arc over
a 6-month period of these adverse events across a di-
verse sample. Women undergoing surgery for pelvic
floor dysfunction view functional outcomes of utmost
importance. Failure to achieve successful functional out-
comes, such as continued incontinence symptoms, pain,
or sexual dysfunction, are viewed as adverse events by

Table 1 Representative quotes on the focus of AEs over time

Preoperative 6 weeks 6 months

• Problems/complications: BSo I’m just worried
about that first few weeks and making sure
that there is no infection…^

• Anesthesia: B…The anesthesia. A little
paranoid over that. Making sure that I
actually wake up^

• Recovery: BI just think I would always be
concerned about the healing process…The
concern would be just making sure you
follow your surgeon’s advice…^

• Sex: B…I still do not know how the surgery
will affect/improve the ability to have
non-painful sex with my husband, and
non-embarrassing sex^

• Recovery: BI’m just good at just following the
doctor’s orders and stuff they tell you all of
these things and taking care of you for a
reason^

• Fixing problem: BI’m afraid that it’s not going
to solve any of the problems, and that I’m
quickly running out of options^

• Recovery: B…Making sure I’m not going too
hard too fast right after surgery^

• Anesthesia: BI’ve been under anesthesia a
handful of times…I’ve kind of gotten sick.
Queasy afterwards^

• Fixing problem: BIt’s the fact that it did not
work. It’s the fact that I’m still suffering from
all the same symptoms^

• Fixing problem: BI like to put a positive spin
on the end of things if I can, but I hate this. I
hate it so much. It really, really does impact
my life negatively. It affects work, it affects
everything…And it makes me very angry^

• Problems/complications: B…any time you
have surgery, [the chance] of nicking or
damaging stuff nearby^

• Recovery/support: B…Will I be back to
normal in 6 weeks? Will I just be starting to
function? I do not know. That’s giving me
anxiety because I have to plan childcare and
transportation and meals and home
management and someone to cover my
business, I work from home^

• Pain/catheter: BI wish that I could stay a few
more days in the hospital so that my pain’s a
little more under control and I’m not on a
catheter so when I get home I’m a little more
functional^

•Recovery: B…I’m afraid if I pick up too much,
but I have a two-year-old that I need to pick
up, and I run a business, and we lift things…^

• Fixing problem: BThey did not tell me with
already having a prolapse, howmuch I was at
risk for another prolapse^

• Sex/pain/recovery: B…Is sex always going to
be painful? Is that going to improve at all? Is
this burning in my abdomen going to stop?
Will I ever gain my energy back?^
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patients, and this finding persists and grows stronger the
longer they are from surgery.

Although not the primary focus of this study, we
found that patients thought they had not been informed
of AEs and were confused about whether they had un-
dergone an informed consent process. Our findings un-
derscore the discrepancy of how surgeons view adverse
events, such as with the Clavien-Dindo scale [7, 8], and
how patients view adverse events. In addition, patients
desire more formalized recovery expectations in both
the short and long term, including information on pain,
guidelines for activities of daily living, and sexual func-
tion. Furthermore, many patients requested additional
written information regarding recovery as well as possi-
ble AEs. Prior work has shown that written preoperative
information improved patient satisfaction in the gyneco-
logic oncology patient population [17]. Overall this
highlights the importance of appropriate counseling
and expectation setting before surgery. Therefore, future
research aimed at developing appropriate tools to more
closely align surgical counseling with patient expecta-
tions is needed. This will only become more imperative
as the medical system transitions to a greater emphasis
on value-based care and patient satisfaction.
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