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Abstract This study aimed to evaluate the responsiveness
of the electronic Personal Assessment Questionnaire-Pelvic
Floor (ePAQ-PF) in women undergoing surgery for pelvic
floor disorders. Fifty-four women undergoing tension-free
vaginal tape (TVT) and 47 women undergoing prolapse
surgery completed ePAQ-PF at baseline and 3 months
postoperatively. Responsiveness was calculated using effect
sizes, standardized response means, responsiveness statis-
tic, and minimally important difference. In the TVT group,
the largest effect sizes were seen in the urinary domains for
stress urinary incontinence (2.4), quality of life (2.2), and
overactive bladder (0.9). In the prolapse group, the largest
effect sizes were seen in the vaginal domains for prolapse
(2.1) and quality of life (1.0). ePAQ-PF is responsive to
change in women undergoing TVT or prolapse surgery in
the salient and expected domains of stress incontinence and
prolapse and quality of life and can be recommended for
outcome measurement in this context.
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Introduction

Pelvic floor disorders encompass a broad spectrum of
conditions relating to urinary, bowel, vaginal, and sexual
function. Although generally benign, these conditions often
impact substantially on women’s quality of life. Two of the
most common conditions are urinary incontinence and
vaginal prolapse, which can lead to embarrassment, low
self-esteem, and poor body image [1]. Many women avoid
physical and social activities and sexual intimacy and report
loss of self-control and independence as well as sexual and
relationship problems [2-3]. The accurate assessment and
measurement of symptoms relating to pelvic floor disorders
is essential for clinical diagnosis and monitoring of
outcome [4]

The electronic Personal Assessment Questionnaire-
Pelvic Floor (ePAQ-PF) was designed to measure symp-
toms and their impact upon quality of life in women with
pelvic floor disorders. It was originally developed follow-
ing a period of data collection using a battery of paper
questionnaires. This proved burdensome and unrewarding
for patients and clinicians in routine practice and the chore
of manual data entry prompted the development of an
interactive electronic system, allowing direct database entry
via a touch-screen computer interface. The original 14-
domain version underwent psychometric testing in primary
and secondary care, where it was found to be valid, reliable,
and acceptable [5]. Since this initial validation study, a
further five domains have been added (irritable bowel,
dyspareunia, vaginal capacity, urinary voiding, and general
sex life). Recent tests of data quality on this version of
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ePAQ-PF supported its 19 domain structure, reliability, and
validity [6].

Responsiveness is an essential quality of any health-
related quality-of-life (HRQOL) measure and refers to the
ability of an instrument to detect change over time. When
used to measure health status before and after change,
responsiveness is a reflection of how well the differences
between questionnaire scores reflect the true change that has
occurred [7]. It also provides evidence of an instruments
validity as it should confirm that anticipated responses arise
in accordance with corresponding changes in health [§].

The responsiveness of an instrument is ideally evaluated
using a therapy of known effectiveness [8§—9]. Tension-free
vaginal tape (TVT) for the treatment of stress incontinence
and surgical repair of prolapse are two of the most
frequently carried out urogynecological procedures, both
having good evidence of efficacy [10—13]. The TVT is
currently the most popular surgical procedure and, along
with its derivatives, has largely replaced colposuspension
for primary incontinence surgery.

The aim of this study was to establish the responsiveness of
ePAQ-PF in women undergoing surgical treatment of incon-
tinence and prolapse and thereby determine the suitability of
the instrument as an outcome measure in this context.

Materials and methods

Fifty-four women undergoing TVT and 47 undergoing
prolapse surgery were included in the study. In order to
provide sufficient data for analysis, all prolapse surgical
data were included in the sample. The prolapse procedures
performed in this study included anterior repair (n=13),
anterior repair and vaginal hysterectomy (n=12), anterior
repair + posterior repair (n=5), posterior repair (n=9),
posterior repair + sacrospinous fixation (#=3), abdominal
sacrocolpopexy (n=2), and vaginal hysterectomy (n=1).
Women undergoing combined prolapse and incontinence
surgery were excluded to avoid contamination.

ePAQ-PF is routinely administered to patients attending
the Urogynecology Unit of the Jessop Wing, Sheffield
Teaching Hospitals NHS Foundation Trust. Patients com-
pleted the questionnaire using a touch-screen computer as
part of their initial assessment and again on attending for
follow-up 3 months postsurgery. The final two items in the
questionnaire seek consent for data to be used: (1) for
service evaluation “Are you willing to allow confidential
use of your answers in order to evaluate the care you
receive?” yes/no and (2) for questionnaire evaluation “Are
you willing to allow confidential use of your answers to
check how this questionnaire is working?” yes/no. Only
women who answered in the affirmative to both items on
both ePAQ-PF completions were included in the analysis.
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Statistical analyses

ePAQ-PF comprises four dimensions: urinary, bowel,
vaginal, and sexual. These dimensions consist of 35, 33,
22, and 28 items, respectively. Within each dimension are
four to five scored domains, each comprising three to
seven items. All items included in a domain are scored
between 0 and 3 (0 indicating best and 3 worst health
status). Domains are scored by dividing the sum total of
item scores by the total possible score (3 xtotal number
of domain items). This value is then multiplied by 100 to
transform it onto a scale of 0 to 100 (0 indicating best
and 100 worst health status).

Numerous methods are available to determine the
responsiveness of an instrument. As there is no gold-
standard approach, it has been recommended that multiple
methods are employed [14-15]. Five different statistical
analyses were used to evaluate the responsiveness of ePAQ-
PF, including: (1) distribution-based methods ((a) effect
size, (b) standardized response means, (c) significance of
change, (d) responsiveness statistic) and (2) anchor-based
methods ((e) minimally important difference (MID)). All
statistical analyses were performed using SPSS (version
14).

Effect size

Effect sizes (ES) are one of the most commonly used
methods for interpreting change in questionnaire scores
[16] and are an estimation of the magnitude of change in
health status over time [17]. ES is calculated by measuring
the difference between the means pre and posttreatment and
dividing this value by the standard deviation of the
pretreatment score [18]. Changes in health status are thus
translated into a standard unit of measurement aiding
interpretation. Accepted ES values are 0.20 (small), 0.50
(moderate), and 0.80+ (large) [19]. A small effect size
implies that treatment has little influence on the health
status of patients in that specific domain.

Standardized response mean

The standardized response mean (SRM) is similar to ES.
However, to calculate the SRM, the mean change in scores
(i.e., between baseline and follow-up) is divided by the
standard deviation of change in score [20]. This differs
from the calculation of the effect size which involves
dividing by the SD of the pretreatment score.

Significance of change

The mean changes in domain scores were calculated for
women who reported being “better” following surgery on
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the patient global rating question (see below). Due to the
small numbers of women who reported feeling “no better”
following surgery (TVT n=3, prolapse n=1), significance
of change scores were not calculable

Responsiveness statistic

The responsiveness statistic compares subjects who report
improvement following intervention on a patient global
rating question, with those who report no improvement. It
is derived by dividing the mean change in score for patients
reporting improvement with the SD of scores from those
who report no improvement [21]. A responsiveness statistic
value >1 indicates that an instrument is highly responsive to
change, although a value between 0.20 and 1 indicates an
acceptable level of responsiveness [22]. In the present
study, a responsiveness statistic could not be calculated for
women undergoing prolapse surgery, as only one patient
reported “no improvement” in health status.

Minimally important difference

The MID places the magnitude of change in health status in
a context that is meaningful for clinicians and patients, i.e.,
does the observed change in the patient’s health status
reflect a trivial or clinically significant impact on quality of
life? [23]. MID is an “anchor-based” method as an
independent measure or “anchor” is used to interpret the
meaning of a degree of change. Although different methods
have been postulated for calculating MID, one of the most
commonly used methods is based on a patient global rating
question [14, 23]. In this study, the global rating question
was derived from question 2 of the generic Short Form 36
questionnaire (SF-36) where patients were asked if they felt
either (1) much better, (2) somewhat better, (3) about the
same, (4) somewhat worse, or (5) much worse following
treatment. In the SF-36, this compared health with health
1 year ago. However, in this study, this time frame was
modified to take account of the different temporal nature of
the study and just asked following treatment. The MID was
then estimated by subtracting the amount of change
experienced by those patients who reported that they felt
“somewhat better” at time 2 and reporting the mean change
in each dimension [24].

Results

The mean age of women in the prolapse group was
60.5 years (range 35.1 to 79.2). The mean age of the
women in the TVT group was 49.9 years (range 35.8 to
70.3). Responses to the patient global rating question in the
ePAQ are summarized in Table 1. Most women felt either

Table 1 Global impression of improvement in TVT and prolapse
surgery groups: “since the last time you completed this questionnaire,
do you feel your condition is...?”

Global impression of improvement TVT (n=54) Prolapse (n=47)

“Much better”
“Somewhat better”

38 (70.4%)
13 (24.1%)

29 (61.7%)
16 (34.0%)

“About the same” 3 (5.6%) 1 (2.1%)
“Somewhat worse” 0 1 (2.1%)
“Much worse” 0 0

“much better” or “somewhat better” following surgery with
no patients reporting that they felt “much worse” 3 months
after treatment.

TVT: effect size and SRM

Preoperative and postoperative domain scores for the 54
women who underwent TVT are shown in Table 2, with ES
and SRM values given for each domain. The highest
preoperative mean scores (indicating worst health status)
were evident for the stress urinary incontinence (SUI) and
urinary quality-of-life (U-QOL) domains. These two
domains also showed the greatest change in mean score
and the largest ES and SRM values following treatment.
The lowest levels of change were seen in the bowel
domains (constipation, evacuation, and sex), which also
displayed the lowest values for ES and SRM.

Prolapse surgery: effect size and SRM

Preoperative and postoperative mean scores, mean score
changes, and ES and SRM values for all 47 women
undergoing prolapse surgery are shown in Table 3. As
expected, the domains with the highest mean score were
prolapse and V-QOL. These domains also had the largest
ES and SRM values. The bowel domains for constipation
and evacuation showed the lowest levels of change as well
as having the lowest ES and SRM values, indicating that
prolapse surgery had least effect on health status in these
areas.

Significance of change: improved after treatment

The effect size and significance of change scores between
time 1 and time 2 were derived for women who had
undergone TVT (Table 4) and prolapse surgery (Table 5)
who reported themselves to be “much better” or “somewhat
better” on the patient global rating question.

A comparison of mean domain scores from baseline to
follow-up revealed an improvement in all domains of
ePAQ-PF. These changes were statistically significant for
all the scales in the questionnaire except four domains in
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Table 2 Overall mean change in domain scores and responsiveness: TVT group (n=54)

ePAQ-PF dimension Domain Preop mean (SD) Postop mean (SD) Mean difference (SD) ES SRM
Urinary Pain 10.9 (14.2) 7.0 (12.8) 3.9 (12.2) 0.3 0.3
Voiding 12.8 (17.1) 5.6 (13.3) 7.3 (15.9) 0.4 0.5
OAB 28.2 (19.4) 12.2 (12.1) 16.0 (17.9) 0.8 0.9
SUIL 55.9 (20.2) 7.3 (14.4) 48.6 (22.0) 2.4 22
QOL 63.2 (27.0) 4.9 (10.9) 58.2 (28.1) 2.2 2.1
Bowel IBS 17.5 (20.4) 14.1 (16.1) 3.5 (14.8) 0.2 0.2
Constipation 149 (21.1) 13.4 (20.2) 1.5 (20.4) 0.1 0.1
Evacuation 10.2 (12.5) 7.9 (11.4) 2.3 (10.8) 0.2 0.2
Continence 10.6 (16.8) 5.8 (11.7) 4.8 (14.4) 0.3 0.3
QOL 12.2 (25.3) 3.8 (10.2) 8.4 (21.7) 0.3 0.4
Vaginal Pain and sensation 16.7 (17.4) 11.6 (11.8) 5.1 (12.7) 0.3 0.4
Capacity 3.5 (10.8) 04 (2.2) 3.1 (10.0) 0.3 0.3
Prolapse 11.1 (21.2) 3.0 (8.3) 8.1 (17.6) 0.4 0.5
QOL 9.6 (17.6) 3.6 (8.1) 6.1 (16.4) 0.3 0.4
Sexual Sex urinary 21.5 (21.6) 5.4 (14.4) 16.1 (24.5) 0.7 0.7
Sex bowel 3.2 (11.2) 1.2 (5.3) 2.0 (7.8) 0.2 0.3
Sex vaginal 16.8 (24.0) 8.3 (20.0) 8.5 (25.6) 0.4 0.3
Dyspareunia 143 (17.1) 7.2 (12.2) 7.0 (18.2) 0.4 0.4
General sex life 32.4 (21.0) 16.6 (17.2) 15.8 (20.8) 0.8 0.8

All scores are transformed on a scale of 0—100, where 0 = best and 100 = worst possible health

the bowel dimension (irritable bowel syndrome (IBS),
constipation, evacuation, and continence). As expected,
the largest improvements in health status were found for the
scales SUI and U-QOL (as evident from ES statistics). The
SRM results were comparable to those found using ES
calculations. Although general sex life had the highest

SRM value (6.4), the next largest improvements in health
status were observed for the SUI and U-QOL.

Similarly, for patients who felt “much better” or
“somewhat better” after prolapse surgery, a comparison of
mean scores between baseline and follow-up revealed an
improvement in all ePAQ-PF domains and these changes

Table 3 Overall mean change in ePAQ-PF score and responsiveness: prolapse surgery group (n=47)

ePAQ-PF dimension Domain Preop mean (SD) Postop mean (SD) Mean difference (SD) ES SRM
Urinary Pain 13.0 (16.6) 7.6 (12.5) 5.4 (15.5) 0.3 0.4
Voiding 17.4 (23.0) 6.9 (19.9) 10.5 (25.2) 0.5 0.4
OAB 26.8 (19.6) 15.0 (14.3) 11.8 (20.1) 0.6 0.6
SUI 22.7 (21.8) 11.8 (15.1) 10.9 (22.8) 0.5 0.5
QOL 30.5 (30.2) 12.1 (20.8) 18.4 (28.7) 0.6 0.6
Bowel 1BS 20.0 (22.1) 10.9 (18.0) 9.1 (16.4) 0.4 0.6
Constipation 22.5 (25.0) 20.1 (23.9) 2.4 (20.6) 0.1 0.1
Evacuation 16.3 (18.6) 12.7 (15.4) 3.6 (13.4) 0.2 0.3
Continence 11.8 (14.3) 5.6 (10.4) 6.2 (11.3) 0.4 0.5
QOL 13.2 (22.5) 5.2 (10.6) 8.0 (18.3) 0.4 0.4
Vaginal Pain and sensation 28.8 (18.4) 16.7 (18.9) 12.1 (18.4) 0.7 0.7
Capacity 13.3 (24.6) 4.9 (13.1) 8.4 (26.8) 0.3 0.3
Prolapse 57.0 (24.6) 6.3 (11.8) 50.7 (26.6) 2.1 1.9
QOL 40.7 (32.9) 7.7 (15.1) 33.1 (33.8) 1.0 1.0
Sexual Sex urinary 27.1 31.7) 6.9 (17.0) 20.2 (29.5) 0.6 0.7
Sex bowel 10.3 (24.2) 1.9 (6.6) 8.4 (24.9) 0.3 0.3
Sex vaginal 33.7 (33.7) 17.5 (28.1) 16.3 (29.8) 0.5 0.5
Dyspareunia 24.4 (25.4) 9.9 (19.3) 14.5 (23.9) 0.6 0.6
General sex life 32.2 (31.5) 19.2 (22.4) 12.9 (22.5) 0.4 0.6

All scores are transformed on a scale of 0—100, where 0 = best and 100 = worst possible health
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Table 4 Mean scores, significance of change (Wilcoxon signed rank test), and effect sizes between baseline and follow-up for all domains on the
ePAQ-PF for TVT surgery patients who reported themselves to be “better” as indicated by the retrospective transition question

ePAQ-PF dimension = Domain N  Preop mean Postop mean Mean diff Effect size SRM  95% CI p value
Urinary Pain 51 10.7 6.1 4.6 0.3 0.4 1.1 to 8.0 0.01
Voiding 51 12.3 5.1 7.2 0.5 0.4 2.7 to 11.7 0.00
OAB 51 28.3 10.6 17.6 0.9 1.0 129 to 22.4 0.00
SUI 51 55.8 5.0 50.8 25 25 45.0 to 56.6 0.00
QOL 51 63.4 3.5 59.9 2.3 22 52.1 to 67.7 0.00
Bowel IBS 49 17.8 14.1 3.7 0.2 0.2 —0.6 to 8.0 0.11
Constipation 50 14.9 12.7 22 0.1 0.1 -3.6to 8.0 0.35
Evacuation 50 10.6 7.9 2.7 0.2 0.2 —0.5t0 5.8 0.13
Continence 50 9.9 5.1 4.8 0.3 0.4 1.0 to 8.6 0.01
QOL 50 12.7 3.8 8.9 0.3 0.4 2.6to 152 0.00
Vaginal Pain and sensation 50 16.1 11.2 4.9 0.3 0.4 1.2 to 8.6 0.01
Capacity 48 3.7 0.5 32 0.3 0.3 0.3 to 6.2 0.03
Prolapse 49 11.8 32 8.6 0.4 0.5 3.4 to 13.8 0.00
QOL 50 10.0 3.8 6.2 0.3 0.4 1.4 to 11.0 0.01
Sexual Sex urinary 45 21.3 5.2 16.1 0.7 0.6 8.6 t0 23.6 0.00
Sex bowel 47 34 1.2 2.1 0.2 0.3 -0.2 to 4.5 0.09
Sex vaginal 45 16.5 8.5 8.0 0.3 0.3 0.1 to 15.8 0.03
Dyspareunia 44 14.6 7.4 7.2 0.4 0.4 1.5to0 12.9 0.01
General sex life 32 32.6 16.8 15.7 0.8 0.8 8.3 to 23.1 0.00

(with the exception of bowel domains for constipation and  as reported by their answers to the patient global rating

evacuation) were all statistically significant. question. In the TVT group, change scores for overactive
bladder (p<0.05) and stress urinary incontinence (p<0.01)
Responsiveness statistic were significantly correlated with the responses to the

transition question. In the prolapse group, five of the
Change scores for the ePAQ-PF for all patients were  domains were significantly correlated with women’s own
compared with patient’s own judgement of health status  view of their health status (as measured by the patient

Table 5 Mean scores, significance of change (Wilcoxon signed ranks Test) and effect sizes between baseline and follow-up for all domains on the
ePAQ-PF for prolapse surgery patients who reported themselves to be “better” as indicated by the retrospective transition question

ePAQ-PF dimension Domain Number Preop mean Postop mean Mean diff Effect size SRM  Wilcoxon signed ranks
test (p value)

URINARY Pain 45 13.3 7.7 5.7 0.3 0.4 <0.05
Voiding 45 18.2 7.2 11.0 0.5 0.4 <0.005
OAB 44 26.7 15.5 11.2 0.6 0.6 <0.005
SUI 45 237 12.0 11.7 0.5 0.5 <0.005
QOL 45 30.9 12.1 18.8 0.6 0.6 <0.001
Bowel IBS 45 20.9 11.0 9.9 0.4 0.6 <0.001
Constipation 45 22.7 19.3 3.5 0.1 0.2 >0.05
Evacuation 45 16.5 12.3 42 0.2 0.4 >0.05
Continence 45 12.3 5.6 6.7 0.5 0.6 <0.001
QOL 45 13.8 4.9 8.9 0.4 0.5 <0.005
Vaginal Pain and sensation 44 28.6 16.3 12.3 0.7 0.6 <0.001
Capacity 41 13.1 4.6 8.5 0.3 0.3 <0.05
Prolapse 43 57.4 5.4 51.9 2.1 2.1 <0.001
QOL 43 40.6 7.2 333 1.0 1.0 <0.001
Sexual Sex urinary 39 25.7 6.6 19.1 0.6 0.7 <0.001
Sex bowel 34 9.0 1.0 8.0 0.3 0.3 >0.05
Sex vaginal 33 33.0 17.8 15.2 0.4 0.5 <0.01
Dyspareunia 32 23.9 9.6 14.3 0.6 0.6 <0.005
General sex life 24 324 17.4 15.0 0.5 0.7 <0.005
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global rating question) including urinary voiding (»p<0.05),
bowel quality of life (p<0.05), vaginal prolapse (p<0.05),
sex vaginal (p<0.05), and dyspareunia (p<0.05).

The responsiveness statistic was calculated for the
ePAQ-PF domains in women in the TVT group only
(Table 6). The responsiveness statistic could not be
calculated for the prolapse group, as only one patient
reported feeling “about the same” following surgery. Only
three women reported feeling “about the same” following
TVT surgery. For the capacity, prolapse, and sex bowel
domains, there were insufficient data to calculate the mean
score change and standard deviation for these patients.
Values for the responsiveness statistic ranged from —0.2 for
the sex vaginal and dyspareunia domains to 11.3 for the
SUI domain.

Minimally important difference

The minimally important differences for patients feeling
“somewhat better” after TVT surgery indicated how large a
domain score change might be before clinical improvement
is seen (Table 6). The results of the minimally important
difference calculations indicate that small improvements in
subjective health status on the SUI and U-QOL domains in
the urinary dimension were equivalent to a 43.6% and
54.7% improvements in scale scores, respectively. As
expected, the minimally important differences were smaller

for the IBS and sex and bowel domains (TVT surgery does
not aim to treat these conditions) and a small improvement
in self-reported health status was equivalent to only a 2.8
increase in these scores for both of these domains.

Discussion

This study was carried out in order to determine the
responsiveness of ePAQ-PF in the context of corrective
surgery for stress urinary incontinence and vaginal pro-
lapse. The results indicate that ePAQ-PF is responsive to
change in health status following TVT in the expected and
salient domains of stress urinary incontinence and quality
of life (in the urinary dimension) and following prolapse
surgery in the domains of prolapse and quality of life (in the
vaginal dimension). The instrument therefore appears to be
suitable for use as an outcome measure in this context.

As expected, for all women who underwent TVT, the
SUI domain had the highest mean score at baseline and
therefore was the symptom most negatively impacting on
HRQOL in this cohort. In relation to those women
undergoing prolapse surgery, the prolapse domain had the
highest mean score and was the symptom most negatively
impacting on health status. In addition, the effect sizes and
SRMs were most responsive in these domains (SUI and U-
QOL for TVT surgery and prolapse and V-QOL for the

Table 6 Instrument responsiveness: minimally important differences and the responsiveness statistic for the TVT surgery group

ePAQ dimension ePAQ domains

Mean score change (SD)

Responsiveness statistic

“Somewhat better” (n=13)"

“About the same” (n=3)

Urinary Pain 4.3 (12.5)
Voiding 9.0 (23.4)
OAB 14.1 (17.1)
SUI 43.6 (22.5)
U-QOL 54.7 (31.9)
Bowel IBS 2.8 (12.5)
Constipation 9.4 (17.5)
Evacuation 2.9 (15.9)
Continence 7.3 (17.7)
B QOL 11.1 (17.0)
Vaginal V P&S 6.4 (16.7)
Capacity 5.1 (14.1)
Prolapse 34 (84
V-QOL 0.0 (11.1)
Sexual Sex urinary 10.0 (41.4)
Sex bowel 2.8 (12.0)
Sex vaginal -3.0 (33.4)
Dyspareunia -1.7 (22.4)
General 1.4 (25.0)

~7.4 (6.4) 0.7
8.3 (14.4) 0.6
~11.1 (12.7) 1.1
11.1 (3.8) 11.3
29.6 (23.1) 24
0.0 (11.7) 0.2
~11.1 (19.2) 0.5
-3.2 (5.5) 0.5
48 (31.2) 0.2
0.0 (11.1) 1.0
8.3 (8.3) 0.8
3.7 (6.4) 0.0
16.7 (14.4) 0.7
16.7 (16.7) 0.2
4.4 (1.7) 0.2
16.7 (28.9) 0.0

A dash is given where scores could not be calculated as the preop and postop means were 0 for these domains
#Minimally important differences for patients who reported that they felt “somewhat better”
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prolapse surgery group) thus indicating that the interven-
tions had the greatest influence on health status in these
areas. This compares well with previous studies on the
effectiveness of TVT [25-26].

Reassuringly, most women felt that treatments for these
two common pelvic floor conditions had a positive impact
on their health status, with 95% of women who underwent
TVT and 96% of women who underwent prolapse surgery
reporting themselves as “better” on the patient global rating
question. This was supported by the significance of change
scores which showed that with the exception of IBS,
constipation, and evacuation (in the bowel dimension) a
significant improvement in health status between baseline
and follow-up was observed. Similarly, in the prolapse
group, a significant improvement in health status was seen
in all ePAQ-PF domains following prolapse surgery other
than for two domains (sex and bowel and bowel evacua-
tion, p>0.05).

The most significant domain changes following treat-
ment were in the direction clinically expected. The
responsiveness statistics were largest for SUI and U-QOL
at 11.3 and 2.4, respectively. Thus, patients who reported
being “somewhat better” generally had substantial change
in these domain scores.

The finding that bowel symptoms were less prevalent in
both groups and showed less change following TVT or
prolapse surgery group is unsurprising. TVT does not aim
to treat bowel symptoms and most procedures for prolapse
in this cohort addressed anterior compartment or apical
defects rather than posterior compartment defects. None-
theless, significant improvements were seen in bowel
continence and quality of life following prolapse surgery
in women who reported improvement in their condition.
This may be due to patients undergoing rectocele repair,
which is known to improve bowel symptoms [27].

Given the uniformity of structure and the standardized
four-point response scale used throughout ePAQ-PF, these
results may well prove to be generalizable to other domains
of the instrument and other interventions and therefore
allow the detection of changes in bowel and sexual function
(and the respective quality-of-life domains within these
dimensions). Although further work will be needed to
confirm this, the bowel dimension of ePAQ-PF is based on
the Birmingham Bowel and Urinary Symptoms Question-
naire (Birmingham Bowel and Urinary Symptoms Ques-
tionnaire-Q), both of which have demonstrated good
responsiveness in a cohort of 630 women undergoing
hysterectomy [28].

A limitation of the present study is the small dataset on
which it is based. The number of women who reported “no
improvement” following both forms of surgery was small.
However, it has been suggested that only relatively small
datasets are required to examine instrument responsiveness.

For example, in a study using the Asthma Quality-of-Life
Questionnaire, looking at minimally important difference,
complete data were only available for 37 subjects [29].
Similarly, the responsiveness of the Acromegaly Quality-
of-Life Questionnaire was based on a sample of only 36
patients [30]. It would also be useful to evaluate the
performance of the questionnaire following interventions
impacting on other aspects of pelvic floor symptomatology
(e.g.. overactive bladder, bowel evacuation, and vaginal
capacity) as well as conservative interventions for bowel
bladder, vaginal, and sexual disorders, which are generally
recommended prior to invasive treatment but where out-
comes may be less profound than with surgery.

Conclusions

In the context of pelvic floor disorders, when the primary
goals of an intervention are the relief of symptoms,
restoration of function, and improving quality of life, a
responsive patient-based measure of health is required in
order to adequately and meaningfully measure outcome.

Pelvic floor disorders should not be regarded as “all or
nothing” phenomena, rather a spectrum ranging from the
absence of any symptoms or QOL impairment to devastat-
ing symptoms leading to social withdrawal and isolation.
Prolapse is a common condition and a degree of vaginal
laxity may be regarded as normal in parous women.
Certainly, mild and even moderate degrees of the condition
do not necessitate treatment. A measure of symptom
severity and impact is therefore essential in the context of
initial assessment and measuring change.

ePAQ-PF provides 19 scored domains, all of which may
be directly relevant to women undergoing treatment for
prolapse or incontinence. In its salient urinary, bowel,
vaginal, and sexual domains, ePAQ-PF is responsive to
change in women undergoing TVT or prolapse surgery and
can be recommended as an outcome measure in this
context. Other ePAQ-PF domains, such as vaginal capacity,
urinary voiding function, and bowel evacuation, may also
be highly relevant, both preoperatively and postoperatively
for these procedures.

ePAQ-PF may be recommended for use in clinical
monitoring, research, service evaluation, and audit, partic-
ularly when a patient’s view of her condition and quality of
life are considered important. ePAQ-PF is suited to the
constraints of clinical practice and the authors recommend
its use in outcome research when assessing the effects of
interventions for these conditions.
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