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Abstract 

Background: The study objective was to analyze and compare patient-reported experience 

measures (PREMs) and patient-reported outcome measures (PROMs) after hysterectomy in 

women with and without a preoperative complaint of pelvic pain associated with and without 

a confirmed diagnosis of endometriosis. 

Methods Retrospective nationwide register study. Data on 28776 hysterectomies performed 

on benign indication between 2004 and 2016 were retrieved from the Swedish National 

Register for Gynecological Surgery. Multivariable logistic regression models were used to 

compare the PREMs and PROMs items. The results are presented as adjusted odd ratios 

(aORs) and 95% confidence intervals (CI). 

Results: Regardless of the occurrence of pelvic pain preoperatively and a diagnosis of 

endometriosis, one year after surgery the women were satisfied or very satisfied (>90%) with 

the hysterectomy, and their medical condition was improved or much improved (>95%). The 

women with a preoperative complaint of pelvic pain and endometriosis more often reported 

excessively short hospital stays (aOR 1.45, 95%CI; 1.17-1.79), more severe complications 

after discharge (aOR 2.02, 95%CI; 1.59-2.66) at the eight-week follow-up and at the one-year 

follow-up (aOR 2.31, 95%CI; 1.57-3.39), and more dissatisfaction with the operation (aOR 

1.83, 95%CI; 1.35-2.48) than preoperative pelvic pain-free women without endometriosis at 

the one-year follow-up.  

Conclusions: The majority of the women were satisfied after their hysterectomy. The women 

with pelvic pain and endometriosis were at a higher risk of being dissatisfied. Pelvic pain per 

se seemed to be the main factor affecting the rating in the PREMs and PROMs, and the 

endometriosis was a significant contributing factor. 

Key words: Endometriosis, Experience, Hysterectomy, Outcome, Pelvic pain,  
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Introduction 

Endometriosis is characterized by the growth of endometrial-like cells, stroma and glands 

outside the uterine cavity, which induces a chronic inflammatory reaction. The etiology of 

endometriosis is still in dispute; immune, hormonal, genetic, and epigenetic factors may 

all be involved. Several theories on the pathogenesis of endometriosis have been 

proposed1. New research has shown that dysregulation of the signaling pathways, for 

instance the Wnt, β-catenin and the HOX signaling pathways resulting in altered gene 

expression, cytokine generation, and proliferation, are involved in the development of 

endometriosis. This causes an alteration in the cellular function and consequently 

implies a genetic disorder as the etiology of endometriosis2–4. 

The endometrial-like tissue and inflammation growing in aberrant locations may cause 

chronic pelvic pain (CPP), dysmenorrhea, dyspareunia or infertility. In addition, intestinal 

and/or urinary complaints are common 5,6. The ectopic tissues are not necessarily the source 

of the pain symptoms. Around 25% of women diagnosed with endometriosis are 

asymptomatic 7. Therefore, the diagnosis and treatment of endometriosis and CPP is complex 

8. The treatment involves medical and surgical interventions, with hysterectomy being one of 

the ultimate treatment modalities. It is estimated that endometriosis is the indication for 2-

12% of all hysterectomies 9–12.  

While women having hysterectomy on benign, non-painful gynecological disorders 

have excellent outcomes as regards cure of the symptoms or the disease, the role of 

hysterectomy in the treatment of CPP is controversial and its effect is dubious 13. The 

outcomes of hysterectomy among women with CPP have been the subject of a limited number 

of studies. Pain is reported to persist in approximate 25% of subjects 14, and in up to 40% in 

specific subgroups of women 15. A Danish study found risk factors for CPP after 

hysterectomy to be preoperative pelvic pain, pain as the indication for surgery, and having 
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pain problems elsewhere 16. In other studies, additional risk factors for postoperative pain 

have been reported such as symptomatic endometriosis 17 and depression 18.  

Many women with endometriosis and CPP are convinced that a hysterectomy may 

relieve the pain and they consider the procedure to be “the last resort” - a potential 

permanent solution to their pain, and have expectations of being pain-free afterwards 19. 

Given this background, the effectiveness of hysterectomy must justify the operation, ensuring 

that it generates a subjective positive effect.  

One way to evaluate the effectiveness of a treatment and satisfaction with it is to use 

patient-reported experience measures (PREMs) and patient-reported outcome measures 

(PROMs). PREMs provide an understanding of patients’ views on their experience while 

receiving care, while PROMs are used in the search for patients’ views on their health or the 

intervention being studied. The use of information on both patient experience and outcomes 

generates a broad understanding of the quality of the care from the patients’ point of view 20.  

We conducted this study with the aim of determining whether the PREMs and PROMs 

after benign hysterectomy differed in women with and without a confirmed diagnosis of 

endometriosis associated with or without a preoperative complaint of pelvic pain. 

We hypothesized dthat women with a confirmed diagnosis of endometriosis at the 

hysterectomy score lower on PREMs and PROMs than women who have hysterectomy for 

other benign gynecological conditions. The occurrence of a concurrent preoperative complaint 

of pelvic pain will influence these outcomes even more negatively.   
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Materials and methods 

This retrospective study is based on data from the Swedish National Register for 

Gynecological Surgery (GynOp). The register was established in 1994 and data on 

hysterectomies have been collected since 1997 21. The data were retrieved from 57 hospitals 

enrolling patients in the register, including more than 75% of all benign hysterectomies 

performed in Sweden during this period 21.  

All women undergoing gynecological surgery receive written information about the 

register prior to surgery, and have the opportunity to decline participation or withdraw 

consent later on. The written information announces that the collected data may be used 

for research purposes. In accordance with the Swedish legislation, the patient gives 

formal consent to participating in the register by answering the health declaration and 

the questionnaires.  

Data are collected prospectively using patient questionnaires and doctors’ records. 

Preoperatively, the patient completes a health declaration and answers questions on subjective 

symptoms. Eight weeks and one year postoperatively, a questionnaire is sent to the patient 

with questions regarding health status, recovery and the experiences and outcomes of the 

surgery.  

The surgeon registers data in a computerized preoperative form, an operation form and a 

discharge form. The surgeon evaluates the postoperative patient questionnaires regarding 

complications and the severity of the complications 21.  

In this study, the extracted data included 1) patient demographics from the health 

declaration: age, parity, height and weight enabling the calculation of body mass index (BMI), 

smoking habits and employment, 2) clinical data accumulated peri- and postoperatively: 

American Society of Anesthesiologists classification, mode of hysterectomy (abdominal, 

vaginal or laparoscopy), hysterectomy type (total or subtotal), whether the patient had a 
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remaining ovary at the conclusion of the surgery, and complications during the hospital stay, 

3) PREMs and PROMs from a) the eight-week questionnaire comprising questions 

concerning patients’ experiences of length of hospital stay, occurrence of complications after 

discharge, and current medical condition, b) the one-year questionnaire covering the questions 

about satisfaction with the operation, occurrence of complications after discharge, and  

current medical condition. The questions and the options for possible answers in brackets 

related to the PREMs and PROMs in the eight-week questionnaire were formulated as 

follows: “How do you rate the length of your hospital stay?” (Too long/Adequate/Too short) 

“Have you experienced any unexpected complications related to the surgery?” (No/Yes, 

mild/Yes, severe/Yes, both mild and severe) “How do you rate the results of the surgery so 

far? My medical condition is:” (Much improved/Improved/Unchanged/Worse/Much worse). 

The PREM and PROM questions and options for possible answers in the one-year 

questionnaire were formulated as: “Regarding the results of the operation, I am:” (Very 

satisfied/Satisfied/Neither-nor/Dissatisfied/Very dissatisfied) “During the period from two 

months after the surgery until this day have you had any complications related to the 

surgery?” (No/Yes, mild/Yes, severe). “My medical condition is:” (Much 

improved/Improved/Unchanged/Worse/Much worse). The question concerning the result of 

the surgery in the one-year questionnaire was included in 2010. The women who underwent 

surgery less than one year prior to the data retrieval did not have the possibility to answer the 

one-year questionnaires and therefore only contributed to the eight-week analysis. 

All women who were registered in the GynOp as having undergone hysterectomy 

on benign indication between January 01, 2004 and July 31, 2016 were eligible for the 

study. Exclusion criteria were age > 55 years; having the hysterectomy on prolapse or 

incontinence  indications; undergoing hysterectomy for complications related to 

pregnancy or post-partum complications; having any suspected malignancy, 
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endometrial or cervical dysplasia or having a prophylactic hysterectomy due to heredity 

for gynecological malignancy. Women with no gynecological indication for the 

hysterectomy or for whom no indication was reported were also excluded.  

Women with a subjective complaint of pain and an endometriosis diagnosis confirmed 

histopathologically were categorized as the index group (A). The three comparison groups 

consisted of (B) women with a subjective complaint of pelvic pain preoperatively with other 

diagnoses (such as menstrual bleeding disorder, uterine fibroids, ovarian cysts etc.) and no 

histopathologically verified endometriosis discovered during the operation; (C) women, 

preoperatively subjective pain-free, with a histopathologically verified endometriosis 

diagnosis discovered during the operation; and (D) women, preoperatively subjective pain-

free, with other diagnoses than endometriosis (such as menstrual bleeding disorder, uterine 

fibroids, ovarian cysts, etc.). 

The study conforms to the STROBE Statement. The Regional Ethics Board of 

Linköping University (Reg. no. M19–07; amendment 2016/66-32) approved the study. 

Statistics 

Statistical analyses were conducted with the software Statistica v 13.0 (Dell Software, 5 

Polaris Way, Aliso Viejo, CA 92656, USA). Variables on continuous scales are described as 

mean, standard deviation and range. Nominal data are presented as frequency and percentage. 

In order to assess the outcome measures, multivariate logistic regression analyses were 

conducted. In the logistic regression analyses the outcome measures were dichotomized 

(Table 3). In the multivariate logistic regression models we adjusted the associations for 

known or potential confounding factors. The results of the outcome measures are given as 

crude and adjusted odds ratios (ORs or aORs) and 95% confidence intervals (95% CIs). In the 

multivariate logistic regression models adjustments were made simultaneously for known or 

presumed confounding factors for the outcome measurements, that is age, parity, BMI 
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(continuous variable), American Society of Anesthesiologists’ classification, smoking habits, 

employment, mode of hysterectomy, hysterectomy type, occurrence of bilateral 

oophorectomy, mode of anesthesia and occurrence of complications during hospital stay.   
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Results 

The selection of the study population is presented in the flow chart in Figure 1. As shown 

in Table 1 the women in the index group (A) were slightly younger, were more often 

overweight/obese, were more often smokers, had more comorbidity as indicated by the 

American Society of Anesthesiologists’ score classification, and were less likely to have full-

time employment than the comparison groups (B to D). Concerning the clinical data, the 

women in the index group were the most likely to end up having a bilateral oophorectomy at 

the hysterectomy and to more often have complications during the hospital stay (Table 2). 

The answers to the PREM and PROM questions obtained from the eight-week and the 

one-year questionnaires and the dichotomized transformation of the answers to the questions 

are presented in Table 3. The response rates to the eight-week and one-year questionnaires 

were 88.0% and 83.2%, respectively. In general, all presented questions showed very high 

frequencies of “positive” estimations of the hysterectomy in all groups.  

In the comparison of the PREMs and PROMs of the index group with those of the three 

comparison groups from the eight-week and the one-year questionnaire, many of the 

outcomes had statistically significant differences in the univariate analyses, as shown by the 

crude ORs in Table 4. When adjusting for the confounding factors in the multivariate logistic 

regression models, the assessment of the women with pelvic pain and with and without 

endometriosis (Group A vs. Group B) revealed that none of the outcomes from the eight-week 

questionnaire remained statistically significant. In contrast, among the women with a 

preoperative complaint of pelvic pain, both the dissatisfaction with the operation and 

experienced complications after the surgery at the one-year assessment remained significant, 

revealing higher odds ratios for dissatisfaction (aOR 1.30, 95%CI; 1.02-1.65) and more 

experiences of severe complications (aOR 1.37, 95%CI; 1.03-1.82) in women with 

endometriosis. Likewise, when analyzing the women with endometriosis with and without a 
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preoperative complaint of pelvic pain (Group A vs. Group C) with multivariate logistic 

regression models, the group with a preoperative complaint of pelvic pain showed a higher 

risk of being dissatisfied with the result of the operation (aOR 1.58, 95%CI; 1.02-2.45) than 

the pelvic pain-free group. 

When comparing the women with a preoperative complaint of pelvic pain and 

endometriosis (Group A) with the preoperative pelvic pain-free women without endometriosis 

(Group D), the adjusted ORs in the multivariate logistic regression models remained 

statistically significant both at the eight-week assessment and at the one-year assessment. The 

women with preoperative complaint of pelvic pain and endometriosis (Group A) more often 

reported that the hospital stay was too short (aOR 1.45, 95%CI; 1.17-1.79), experienced more 

severe complications after discharge (aOR 2.02, 95%CI; 1.59-2.66 at eight weeks and aOR 

2.31, 95%CI; 1.57-3.39 at one year, respectively), and were more dissatisfied with the 

operation (aOR 1.83, 95%CI; 1.35-2.48) than the preoperative pelvic pain-free women 

without endometriosis (Group D).  

Interestingly, in the multivariate logistic regression models of the eight-week and the 

one-year assessments, the rating of the women’s medical condition did not differ significantly 

between the index group (Group A) and the comparison groups (Group B–D) (Table 4). More 

than 95% of women in all groups claimed their medical condition was improved or much 

improved (Table 3).  
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Discussion 

This study revealed that women with pelvic pain and endometriosis who undergo 

hysterectomy, within one year of the surgery in general are satisfied or very satisfied with the 

operation and to a very high degree rate their medical condition as improved or much 

improved. Although there were no observed significant associations in the rating of the 

medical condition between the groups, women with pelvic pain and endometriosis had higher 

odds of being dissatisfied with the result of the operation. They also more often experienced 

severe complications after discharge than women with pelvic pain without endometriosis or 

women without pelvic pain with or without endometriosis. To the best of our knowledge, this 

is the first study that describes PREM and PROM items after hysterectomy in women with 

endometriosis and pelvic pain. The advantages of presenting PREMs and PROMs are 

apparent to healthcare professionals, as the measurements make it possible to examine and 

improve the healthcare in a patient-centered way, taking the needs and expectations of the 

patients into account.  

Searching the literature, we found only two studies assessing self-reported patient 

satisfaction after hysterectomy 22,23. Tay et al. 18 in agreement with our results, found, in 

women with pelvic pain, a high satisfaction rate one year after the hysterectomy. Pitter et al. 19 

examined the impact of different surgical modalities on patient satisfaction and also found a 

high overall satisfaction rate after the hysterectomy but did not examine the associations with 

diagnosis or occurrence of pelvic pain.  

An individual’s interpretation of, response to and ability to cope with pain is dependent 

on emotional and cognitive factors such as current mental health status and history of trauma 

24. The high levels of anxiety, depression and other psychiatric disorders among women 

with painful endometriosis is well documented25–28. Due to limitations of the data in the 

GynOp we were not able to control for mental health status in our study.  
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Hartmann et al. compared differences in quality of life and depression after 

hysterectomy. In that study, all women improved over the preoperative baseline, but women 

with both pelvic pain and depression fared less well than the others, and had the highest risk 

for poor outcomes in most categories. Besides, the women with “depression only” had the 

second highest risk, while the “pain only” group had just slightly higher odds for poor 

outcomes compared with the reference group with neither pain nor depression. This shows 

that depression might be the most important predictor for dissatisfaction, and pain can be 

interpreted as a contributing factor 18. In our study, we found similar relations between 

endometriosis and pain: our results indicated that pelvic pain was the main factor for poor 

PREM and PROM ratings, and implied the occurrence of endometriosis diagnosis was a 

significant contributing factor. Berner et al. 29 found significant improvement in pain and 

patient satisfaction one year after subtotal hysterectomy regardless of whether the women had 

endometriosis/adenomyosis or not. 

Our results showed that women with pain and endometriosis experienced more 

complications, both during their hospital stay and up to one year postoperatively, than women 

without pelvic pain and endometriosis, which is in conformity with Uccella et al. 30. One 

explanation may be that the surgery performed on women with pelvic pain and endometriosis 

was more complex and complicated (as indicated by the higher rate of “complications during 

hospital stay” in Table 2) and thus had higher risks of having late postoperative 

complications. Alternatively, the women might report dissatisfaction with the results of the 

surgery as late postoperative complications since these did not comply with their expectations, 

and consequently something associated with the surgery had gone wrong after the surgery.  

Different types of endometriosis (peritoneal superficial endometriosis, deep 

infiltrating endometriosis and ovarian endometriomas) may cause different degrees of 

pain. The deep infiltrating endometriosis seems to cause more severe pain and has a 
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higher recurrence rate than the other types of endometriosis31,32. It was not possible to 

evaluate the type of endometriosis in detail in the Gyn Op and consequently the 

interpretation of the results should be conducted with caution.  

The study is based on a large body of prospectively collected material and standardized 

follow-up questionnaires from the GynOp, which strengthens the validity of the results. The 

study reflects the clinical situations leading to hysterectomy, covering a broad spectrum of 

different benign gynecological conditions and premenopausal women. Moreover, the response 

rates for both the eight-week and one-year follow-up questionnaires were high. All these 

factors increase the possibility of generalization of the results. The register has been the 

source for a number of previous studies and is considered to be well described and evaluated 

33–36. However, as in all epidemiologic studies, the main limitation of this study is the risk of 

selection bias and lack of information, which may be potential confounders.  

It may be unreliable to use endometriosis as the indication for the hysterectomy as a variable 

in the analyses, if not histopathologically proven preoperatively,  since only 75% of women 

with histological confirmed endometriosis are symptomatic 3. Very often, the indication for 

hysterectomy is based on symptom diagnoses such as menstrual bleeding disorder, physical 

discomfort due to fibroids or cysts, dysmenorrhea, dyspareunia or pain without any 

histopathological confirmation of the underlying condition. Consequently, we did not use 

indications for the hysterectomy in the analyses but used the final postoperative diagnosis 

after the hysterectomy as a measure of the occurrence of endometriosis in order to assess the 

associations between pelvic pain and endometriosis. Another reason for not including the 

indication is the focus on the patient’s perspective in this study. Instead of using the doctors’ 

indication, we based our index and comparison groups on the women’s complaint of pelvic 

pain preoperatively. 
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Although the overall response rate was high, the answering rate regarding certain PREM and 

PROM questions was lower. This was mainly attributed to changes in the construction of the 

GynOp over time leading to withdrawal or inclusion of variables or questions in the 

questionnaire. Taking this into consideration, even those variables/questions that showed high 

missing data rates actually had a high response rate, corresponding to the others when 

reporting for the period in which the specific data was collected.  

The results of the study demonstrate the need for an effective postoperative 

treatment of the women with endometriosis and CPP. Treatment with dienogest 

significantly decreases endometriosis-related pain, similar to gonadotropin-releasing 

hormone agonists (GnRHa), both as initial and postoperative therapy, without the 

negative side effect profile of GnRHa37. The observation of prolonged pain relief even 

after the return of normal menses in women with endometriosis suggests a possible 

sustained effect on endometrial lesions. Dienogest may therefore represent an effective 

long-term medical treatment option for women with endometriosis38. Whether this also 

can be applied after hysterectomy for endometriosis and CPP remains to be proven.  

Conclusion 

The results indicate that the vast majority of the women were satisfied with the hysterectomy 

they had undergone but women with preoperative pelvic pain and a confirmed diagnosis of 

endometriosis scored lower on PREMs and PROMs compared with women undergoing 

hysterectomy for other benign conditions. The strongest associations for “negative” outcomes 

in PREMs and PROMs were found in the comparisons between women with pelvic pain and 

endometriosis vs. women without pelvic pain or endometriosis. This may imply that pelvic 

pain per se is the main factor for the rating in the PREMs and PROMs, and the occurrence of 

endometriosis is a significant contributing factor. This conclusion is supported by two recent 

reviews, one showing the negative effect of endometriosis-related pelvic pain on social life 
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and psychological health 26,27, and one by Facchin et al.28 who concluded that pain-free 

women with endometriosis did not differ from healthy controls in quality of life and 

psychological health. Endometriosis is a multidimensional, complex disease that involves the 

interaction of physical, psychological and social factors, and the research on the topic is still 

scant. More research is warranted to assess PREMs and PROMs and their influence on 

medical and surgical treatments in endometriosis. 
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Women enrolled in the register 
from 57 clinics 

 
n=39731 

 

Remaining women after exclusion 
 

n=28776 

 

Excluded: 

 Age >55 years 
 Prolapse or incontinence 
 Pregnancy/post-partum 

complications 
 Malignancy/dysplasia/heredity 

for malignancy 
 No gynecological indications 

n= 10955 

Missing information 
on subjective complaint of pain  

 
n=6688 

 

No subjective complaint of pelvic pain 
 

n=7392 

Subjective complaint of pelvic pain 
 

n=14696 

Missing information 
on diagnosis  

 

n=290 

Endometriosis 
diagnosis 

 
n=3988 

 

 

No endometriosis 
diagnosis 

 
n=10526 

 

 

Endometriosis 
diagnosis 

 
n=1544 

 

 

No endometriosis 
diagnosis 

 
n=5740 

 

 



Title: Table 1 Demographic and descriptive data 

 

Table 1. Demographic and descriptive data on participants subdivided after preoperative subjective complaint of pain and into 

index group (A) and comparison groups (B-D). 

 Subjective complaint of pain No subjective complaint of pain 

 
Endometriosis* 

(A) 

No endometriosis* 

(B) 

Endometriosis* 

(C) 

No endometriosis* 

(D) 

 (n=3988) (n=10526) (n=1544)  (n=5740) 

Age (years) 44.6 (5.1; 25-55)  44.7 (5.2; 19-55)  46.5 (4.8; 26-55)  46.0 (4.9; 21-55)   

Age groups: 

< 35 years 120 (3.0) 397 (3.8) 24 (1.6) 114 (2.0) 

35-44 years 1687 (42.3) 4336 (41.2) 465 (30.1) 1881 (32.8) 

45-55 years 2181 (54.7) 5793 (55.0) 1055 (68.3) 3745 (65.2) 

Parity 2.2 (1.2; 0-12) 2.1 (1.2; 0-10) 2.3 (1.2; 0-9) 2.1 (1.1; 0-10) 

BMI (kg/m2)  26.7 (4.8; 15.1-66.3) 26.3 (4.7; 15.9-64.9) 26.8 (5.0; 17.7-68.4) 26.2 (4.6; 16.1-59.9) 

BMI groups: < 18.5 kg/m2 26 (0.6) 98 (1.0) 15 (1.0) 45 (0.8) 



18.5-24.9 kg/m2 1606 (42.0) 4488 (44.3) 596 (40.1) 2576 (46.4) 

25.0-29.9 kg/m2 1333 (34.9) 3528 (34.8) 534 (35.9) 1898 (34.2) 

30.0-34.9 kg/m2 617 (16.2) 1498 (14.8) 243 (16.4) 766 (13.8) 

≥ 35.0 kg/m2 239 (6.3) 513 (5.1) 98 (6.6) 263 (4.8) 

ASA classification: 

 

ASA 1 2895 (74.4) 8010 (77.8) 1155 (76.4) 4447 (78.9) 

ASA 2 953 (24.4) 2 180 (21.2) 340 (22.5) 1128 (20.0) 

ASA 3 45 (1.2) 101 (1.0) 14 (0.91) 60 (1.1) 

Smoking  824 (20.9) 2 144 (20.7) 267 (17.6) 827 (14.6) 

Employment 

Full time 1467 (49.7) 4079 (51.9) 686 (59.4) 2616 (61.0)  

Part time 616 (20.9) 1 648 (21.0) 243 (21.0) 898 (20.9) 

Not working# 868 (29.4) 2127 (27.1) 226 (19.6) 777 (18.1) 

Figures denote mean and (SD; range) or number of women and (per cent). ASA = American Society of Anesthesiologists; BMI = body 

mass index; SD = Standard Deviation 

*Diagnosis confirmed histopathologically. #On sick leave/maternity leave/disability pension/unemployed.  



 



Title: Table 2. Clinical data 

 

Table 2. Clinical data of participants subdivided after preoperative subjective complaint of pain and into index group (A) and comparison 

groups (B-D). 

 Subjective complaint of pain No subjective complaint of pain 

 
Endometriosis* 

(A) 

No endometriosis* 

(B) 

Endometriosis* 

(C) 

No endometriosis* 

(D) 

 (n=3988) (n=10526) (n=1544)  (n=5740) 

Mode of hysterectomy Abdominal 2633 (66.0) 7285 (69.2) 1006 (65.2) 4142 (72.2) 

 Vaginal 814 (20.5) 2241 (21.3) 386 (25.0) 1135 (19.8) 

 Laparoscopy 540 (13.5) 998 (9.5) 152 (9.8) 462 (8.0) 

Hysterectomy type Total 3231 (81.0) 8534 (81.1) 1233 (79.9) 4562 (79.5) 

 Subtotal 757 (19.0) 1992 (18.9) 311 (20.1) 1178 (20.5) 

Bilateral oophorectomy 488 (14.3) 555 (6.6) 149 (11.7) 403 (8.9) 

Mode of anesthesia GA 2875 (89.7) 7 572 (89.7) 1 059 (85.4) 4083 (89.6) 

 Spinal/ EDA 321 (10.0) 855 (10.1) 180 (14.5) 471 (10.3) 



 LA 8 (0.3) 15 (0.2) 1 (0.1) 4 (0.1) 

Complications during hospital stay 399 (10.1) 927 (9.0) 124 (8.1) 137 (8.8) 

Figures denote number of women and (per cent). EDA, epidural analgesia; GA, general anesthesia; LA, local anesthesia. 

*Diagnosis confirmed histopathologically. 



 



Title: Table 3. PREM and PROM questions. 

 

Table 3. The PREM and PROM questions from the eight-week and one-year questionnaires and the prevalence of the dichotomized 

answers.  

 Subjective complaint of pain No subjective complaint of pain 

 Endometriosis* 

 

No endometriosis* 

 

Endometriosis* 

 

No endometriosis* 

  (n=3988) (n=10526) (n=1544)  (n=5740) 

The eight-week questionnaire  Response rate 89.0% 88.8% 90.1% 91.3% 

I consider length of hospital stay:     

Sufficient 2913 (85.3) 7758 (86.2) 1182 (87.6) 4568 (90.9) 

Too short 503 (14.7) 1242 (13.8) 167 (12.4) 515 (10.1) 

I had complications after discharge:     

No complications/Mild 2961 (86.1) 7935 (87.9) 1221 (90.0) 4665 (91.7) 

Severe 479 (13.9) 1096 (12.1) 135 (10.0) 424 (8.3) 

My medical condition is:     

Improved/Much improved 3243 (95.0) 8631 (95.8) 1293 (95.7) 4850 (95.5) 

Kommenterad [HG1]: Hur kan alla dessa och även 1-års 
vara högre än den sammanlagda response raten på sidan 10? 
Vilka är medräknade där som inte är med i dessa siffror? 



Unchanged/Worse/Much worse 172 (5.0) 377 (4.2) 58 (4.3) 228 (4.5) 

The one-year questionnaire  Response rate 85.1% 84.9% 87.2% 88.1% 

Regarding the result of the operation, I am:     

Satisfied/Very satisfied 2695 (91.3) 7304 (92.9) 1158 (94.7) 4345 (95.4) 

Neither-nor/Dissatisfied/Very dissatisfied 256 (8.7) 556 (7.1) 65 (5.3) 212 (4.6) 

Complications after discharge:     

No complications/Mild 2794 (93.9) 7530 (95.1) 1188 (96.6) 4429 (97.4) 

Severe 182 (6.1) 385 (4.9) 42 (3.4) 119 (2.6) 

My medical condition is:     

Improved/Much improved 1979 (95.2) 5088 (95.7) 859 (95.9) 3155 (95.7) 

Unchanged/Worse/Much worse 99 (4.8) 228 (4.3) 37 (4.1) 141 (4.3) 

Figures denote number of women and (per cent of responders).  

*Diagnosis confirmed histopathologically.   



 



Title: Table 4. Results of the logistic regression analyses. 

Table 4. Results of the logistic regression analyses of the comparisons between the groups concerning the PREM and PROM 

questions in the eight-week and one-year questionnaires. 

 Group A vs. B Group A vs. C Group A vs. D 

 
Crude OR 

(95% CI) 

aOR 

(95% CI) 

Crude OR 

(95% CI) 

aOR 

(95% CI) 

Crude OR 

(95% CI) 

aOR 

(95% CI) 

The eight-week questionnaire       

Consider the length of hospital stay:  

Too short 

 

1.08 (0.96-1.21) 

 

1.04 (0.87-1.23) 

 

1.22 (1.01-1.47) 

 

1.32 (0.97-1.81) 

 

1.53 (1.34-1.75) 

 

1.45 (1.17-1.79) 

Had complications after discharge:  

Severe  

 

1.17 (1.04-1.31) 

 

1.16 (0.96-1.39) 

 

1.46 (1.20-1.80) 

 

1.13 (0.83-1.54) 

 

1.78 (1.55-2.04) 

 

2.02 (1.59-2.56) 

My medical condition is: 

Unchanged/Worse/Much worse 

 

1.21 (1.01-1.46) 

 

1.10 (0.82-1.47) 

 

1.18 (0.87-1.60) 

 

0.89 (0.56-1.41) 

 

1.13 (0.92-1.38) 

 

1.23 (0.87-1.74) 

The one-year questionnaire       

How do you find the result of the surgery:       



Neither-nor/Dissatisfied/Very dissatisfied 1.25 (1.07-1.46) 1.30 (1.02-1.65) 1.69 (1.28-2.24) 1.58 (1.02-2.45) 1.95 (1.61-2.35) 1.83 (1.35-2.48) 

Had complications after discharge:  

Severe 

 

1.27 (1.06-1.53) 

 

1.37 (1.03-1.82) 

 

1.84 (1.31-2.59) 

 

1.42 (0.85-2.37) 

 

2.42 (1.92-3.07) 

 

2.31 (1.57-3.39) 

My medical condition is: 

Unchanged/Worse/Much worse 

 

1.12 (0.88-1.42) 

 

1.03 (0.71-1.50) 

 

1.16 (0.79-1.71) 

 

0.98 (0.54-1.78) 

 

1.12 (0.86-1.46) 

 

0.86 (0.57-1.30) 

aOR, adjusted odds ratio; CI, confidence interval; OR, odds ratio. 

In the multivariate logistic regression models, adjustment was made for age, parity, BMI, ASA classification, smoking habits, employment, 

mode of hysterectomy, hysterectomy type, occurrence of bilateral oophorectomy, mode of anesthesia and occurrence of complications 

during hospital stay. 

 

 

 

 


	Försättsblad
	Manuscript parallellpublicering
	Grundstrom.Fig1
	Table 1
	Table 2
	Table 3
	Table 4

