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Supplement Table 1. Head of Departments Survey – Questions and Answer Options (English translation from original German questionnaire)
	Q#
	Question
	Answer Options

	Q1
	Where do you work?
	University hospital; Hospital with ≥ 20 gynaecological surgeries/week (excluding obstetric procedures); Hospital with < 20 gynaecological surgeries/week (excluding obstetric procedures)

	Q2
	In which hospital do you work? (Optional)
	Free text

	Q3
	The patient is comprehensively informed according to ERAS regarding preoperative behaviour and the planned procedure.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response 

	Q4
	The patient’s nutritional status is assessed preoperatively (e.g., referral to a dietitian).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q5
	In case of malnutrition, preoperative supplementation is initiated.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q6
	Smoking cessation is discussed and recommended to the patient preoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q7
	Alcohol abstinence is discussed and recommended to the patient preoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q8
	Comorbidities (e.g., diabetes mellitus, hypertension) are assessed preoperatively and their management optimised if necessary (e.g., internal medicine consultation, dose adjustment).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q9
	Usual admission time for benign vaginal hysterectomy (e.g., 45 y, ASA 1–2, uterine fibroids, no comorbidities).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q10
	The patient routinely receives carbohydrate-rich fluids 2–4 h before surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q11
	Prolonged preoperative fasting is avoided (e.g., solid food allowed up to 6 h preoperatively).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q12
	Is routine preoperative bowel preparation performed if intraoperative bowel involvement is anticipated? (Multiple answers possible)
	Oral antibiotics; Oral mechanical bowel prep (e.g., Picoprep®, Plenvu®); Enema (e.g., Yal®); Never; No response

	Q13
	IV antibiotic prophylaxis within 60 min prior to skin incision is given for appropriate procedures.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q14
	Whenever possible, minimally invasive surgery is performed instead of open surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q15
	Drains are limited to specific and selective indications (excluding breast surgery).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q16
	Fluid management is goal-directed (avoiding hyper- and dehydration).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q17
	The patient’s body temperature is maintained normothermic during surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q18
	For laparotomy, epidural anaesthesia is used to improve intra- and postoperative pain control.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q19
	Local pain blocks (e.g., TAP block, paracervical infiltration, local anaesthesia at laparoscopic sites) are routinely applied intra- or postoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q20
	Who primarily administers local pain therapy?
	Surgeon; Anaesthesiologist; No response

	Q21
	Preventive therapy for postoperative nausea/vomiting (PONV) is routinely administered.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q22
	Routine placement of an indwelling urinary catheter is avoided.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q23
	If placed, the indwelling urinary catheter is removed within max. 24 h after surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q24
	First mobilisation after minimally invasive surgery.
	Day of surgery; Post-op day 1; Post-op day 2; Patient preference; No response

	Q25
	First mobilisation after open surgery (laparotomy).
	Day of surgery; Post-op day 1; Post-op day 2; Patient preference; No response

	Q26
	Oral intake of solid food within hours after surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q27
	Post-op pain management follows multimodal approach (NSAIDs + paracetamol) to minimise opioid use.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q28
	Is pharmacological thromboprophylaxis initiated postoperatively?
	Yes, routine; Yes, if moderate/high risk (risk score-based); Only in high-risk patients (clinical judgement); Never; No response

	Q29
	Post-op blood glucose monitoring in patients with diabetes mellitus.
	Yes; No; Only in exceptions; No response

	Q30
	Overload with IV fluids is avoided postoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q31
	Patient is informed about importance of smoking cessation for recovery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q32
	Patient is informed according to ERAS about post-op recommendations (early mobilisation, normal diet, pain management, follow-up) and their rationale.
	Discussed in detail; Recommendations only, no rationale; Written form only; No detailed recommendations; No response

	Q33
	After post-op instructions and follow-up plans, the patient is discharged as soon as possible.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q34
	Which procedures are performed as day cases? (Multiple answers possible)
	Hysteroscopy, conisation, curettage; Vaginal procedures; Minor laparoscopy (e.g., salpingectomy, adnexectomy); Major laparoscopy (e.g., total laparoscopic hysterectomy, deep infiltrating endometriosis)




*LIKERT scale:
· Strongly agree
· Agree
· Neither agree nor disagree
· Rather disagree
· Strongly disagree
· No response


Supplement Table 2. Residents and Specialists (Clinicians) Survey – Questions and Answer Options (English translation from original German questionnaire)
	Q#
	Question
	Answer Options

	Q1
	What is your function in the hospital?
	Resident (1st – 3rd year); Resident (4th – 5th year); Early-career specialist

	Q2
	What is your specialization?
	Anesthesiology; General surgery; Gynecology and Obstetrics; Urology; Others

	Q3
	Where do you work?
	University hospital; Hospital with ≥ 20 gynaecological surgeries/week (excluding obstetric procedures); Hospital with < 20 gynaecological surgeries/week (excluding obstetric procedures)

	Q4
	How often do you perform informed consent discussions for surgical procedures?
	More than 15 informed consent discussions per month; 5 to 15 informed consent discussions per month; Less than 15 informed consent discussions per month; None; No response

	Q5
	How often do you discharge patients after surgery?
	More than 15 patients per month; 5 to 15 patients per month; Less than 15 patients per month; None; No response

	Q6
	I know “ERAS” (Enhanced Recovery After Surgery) and I know the ERAS recommendations of my specialty.
	I know all ERAS recommendations; I know a few; I have heard of “ERAS”, but I do not know the recommendations; I have never heard of ”ERAS”; No response

	Q7
	The patient is comprehensively informed according to ERAS regarding preoperative behaviour and the planned procedure.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response 

	Q8
	The patient’s nutritional status is assessed preoperatively (e.g., referral to a dietitian).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q9
	In case of malnutrition, preoperative supplementation is initiated.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q10
	Smoking cessation is discussed and recommended to the patient preoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q11
	Alcohol abstinence is discussed and recommended to the patient preoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q12
	Comorbidities (e.g., diabetes mellitus, hypertension) are assessed preoperatively and their management optimised if necessary (e.g., internal medicine consultation, dose adjustment).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q13
	The patient routinely receives carbohydrate-rich fluids 2–4 h before surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q14
	Prolonged preoperative fasting is avoided (e.g., solid food allowed up to 6 h preoperatively).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q15
	Is routine preoperative bowel preparation performed if intraoperative bowel involvement is anticipated? (Multiple answers possible)
	Oral antibiotics; Oral mechanical bowel prep (e.g., Picoprep®, Plenvu®); Enema (e.g., Yal®); Never; No response

	Q16
	Intravenous antibiotic prophylaxis within 60 min prior to skin incision is given for appropriate procedures.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q17
	Whenever possible, minimally invasive surgery is performed instead of open surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q18
	Drains are limited to specific and selective indications (excluding breast surgery).
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q19
	Local pain blocks (e.g., TAP block, paracervical infiltration, local anaesthesia at laparoscopic sites) are routinely applied intra- or postoperatively.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q20
	Routine placement of an indwelling urinary catheter is avoided.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q21
	If placed, the indwelling urinary catheter is removed within max. 24 h after surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q22
	First mobilisation after minimally invasive surgery.
	Day of surgery; Post-op day 1; Post-op day 2; Patient preference; No response

	Q23
	First mobilisation after open surgery (laparotomy).
	Day of surgery; Post-op day 1; Post-op day 2; Patient preference; No response

	Q24
	Oral intake of solid food within hours after surgery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q25
	Is pharmacological thromboprophylaxis initiated postoperatively?
	Yes, routine; Yes, if moderate/high risk (risk score-based); Only in high-risk patients (clinical judgement); Never; No response

	Q26
	Patient is informed according to ERAS about post-op recommendations (early mobilisation, normal diet, pain management, follow-up) and their rationale.
	Discussed in detail; Recommendations only, no rationale; Written form only; No detailed recommendations; No response

	Q27
	Patient is informed about importance of smoking cessation for recovery.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q28
	Post-operative pain management follows multimodal approach (NSAIDs + paracetamol) to minimise opioid use.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q29
	ERAS protocols should be implemented on inpatient ward.
	Strongly agree; agree; Neither agree nor disagree; Rather disagree; Strongly disagree; No response

	Q30
	Would you like to attend courses and get updates on “Perioperative management and ERAS” in your specialty in the future?
	Yes; No




*LIKERT scale:
· Strongly agree
· Agree
· Neither agree nor disagree
· Rather disagree
· Strongly disagree
· No response




