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Objectives

• Examine the relationship between surgical volume and perioperative outcomes in benign 

gynecologic surgery

• Explore the history of OBGYN as a discipline and in relation to surgery

• Explore possible downstream effects of “devaluing” gynecologic surgery and gynecologic surgeons

• Discuss ethical principles related to informed consent 

• Brainstorm solutions for optimal care of surgical patients in the context of volume-outcome data
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Table 1: Perioperative 

outcomes for high-volume 

versus low-volume 

surgeons in benign 

gynecologic surgery. 

RH, Robotic hysterectomy. 

LH, Laparoscopic 

hysterectomy. VH, vaginal 

hysterectomy. AH, abdominal 

hysterectomy.  EBL, 

estimated blood loss. 

Article Patients Definition of surgical volume Procedure Quality1 Findings
Petersen et al 
2018

3114 No definition reported (equal 
volume tertiles)

RH, LH, VH, AH Low No difference in urologic injury

Mehta et al 2017 5660 Very low: 0-5 cases/year
Low: 6-10 cases/year
Medium: 11-20 cases/year
High:  21 cases/year

RH, LH, VH, AH Low Increased perioperative 
complications: very-low and low 
volume surgeons

Mowat et al 2016 741,760 
(systematic 
review)

Low:  1 case/month +/- 33% All gynecologic 
procedures

High Increased total, intraoperative, 
postoperative complications: 
low-volume surgeons

Vree et al 2014 1914 Low: <11 case/year
Intermediate: 11-50 
case/year
High: > 50 case/year

RH, LH, VH, AH Low Lower EBL: high-volume 
surgeons

Wallenstein et al 
2012

124,615 Low: < 5.88 cases/year
High: >14 cases/year

LH High Decreased overall 
complications, intraoperative 
complications, surgical-site 
complications, medical 
complications, prolonged 
hospitalization, transfusion: 
high-volume surgeons

Rogo-Gupta et al 
2010

77,109 Low: <5.4 cases/year
High: > 13 cases/year

VH High Decreased operative injury, 
decreased perioperative 
complications, decreased ICU 
admission, decreased medical 
complications, decreased 
transfusion: high-volume 
surgeons

Tunitsky et al 
2010

1016 Low: < 30 lifetime cases
High:  30 lifetime cases

LH Low No difference in “serious” 
complications

Betjes et al 2009 N/A Low: < 15 cases/year
High: > 15 cases/year

Hysteroscopic 
myomectomy

Low More tissue resected per time: 
high-volume surgeons

Hanstede et al 
2008

527 Low: < 10 cases/year
High: > 10 cases/year

Abdominal 
myomectomy

High Lower EBL, more tissue resected 
per time: high-volume surgeons

Milad et al 1999 158 Low: < 20 laparoscopies/year
High: > 35 laparoscopies/year

Laparoscopic 
cystectomy, 
oophorectomy

High Decreased intra-operative 
leakage: high-volume surgeons



Volume and Perioperative Outcomes

• Low-volume surgeons demonstrate increased perioperative complications 
across multiple studies by 0.7% - 2.0% (OR 1.30-1.72)

• Cases by high-volume surgeons are associated with shorter operative times 
by 4-44 minutes, reduced blood loss, and reduced need for transfusion by 
0.3-0.7% 



Table 2: Route of 

Surgery for high-

volume versus low-

volume surgeons in 

benign gynecologic 

surgery. 

RH, Robotic 

hysterectomy. LH, 

Laparoscopic 

hysterectomy. VH, 

vaginal hysterectomy. 

AH, abdominal 

hysterectomy.  EBL, 

estimated blood loss. 

Article Patients Definition of surgical 
volume

Procedure Quality1 Findings

Lim et al
2016

6992 Low: < 5 cases/2 years
Medium: 5-17 cases/2 
years
High: >17 cases/2 years

TLH High Decreased conversion 
to laparotomy: high-
volume surgeons

Unger et al
2016

942 Quartile 1: 0-2 robotic or 
laparoscopic 
cases/month
Quartile 2: 3-5 
cases/month
Quartile 3: 6-8 
cases/month
Quartile 4: 9-11 
cases/month

Robotic 
gynecologic 
procedures

Low Decreased conversion 
to other approaches: 
high-volume surgeons

Boyd et al
2010

146,494 Low: < 10 cases/year
Medium: 10-15 
cases/year
High: > 15 cases/year

Hysterectomy, 
all routes

Low Increased rates of 
minimally-invasive 
hysterectomy: medium-
volume and high-
volume surgeons

Tunitsky et 
al
2010

1016 Low: < 30 lifetime cases
High:  30 lifetime cases

LH Low Decreased conversion 
to laparotomy: high-
volume surgeons



Volume and Route of Surgery, Cost, Quality 

measures

• High volume surgeons consistently demonstrate:

◦ Increased rates of minimally-invasive surgery by 2.2% -14.0%

◦ Lower rates of conversion to laparotomy by 0.8% - 8.1%

◦ Lower per-procedure case costs

◦ Improved adherence to quality measures



• Fellowship training in gynecologic surgery appears to improve surgeons’ 

outcomes over residency training alone, though this data is limited

• Many OB/GYNs in private practice have low volume practices further 

deteriorating skill sets over time

◦ Recent study in SIM – skills of fellowship trained surgeons exceed those 19 years in 

general practice 

• Surgical exposure in OB/GYN residency may not approach surgical 

proficiency as gauged by surgical learning curves

• Many graduating OB/GYN residents are likely underprepared for general 

gynecologic surgical practice 



Contributors to low surgical volume

● Too many surgeons

○ National work force based on obstetrical workload

● Not enough surgeries

○ Medical management

○ Multiple options/alternatives

○ Financial disincentive to gynecologic surgery…..





● Minimally Invasive Hysterectomy Initiative initiated by the Permanente Medical Group (TPMG) in 

2008

○ Surgical Care Improvement Project (SCIP) measures

■ The measures that are particularly relevant to gynecologic surgery include antimicrobial 

use, hair removal, skin antisepsis, catheter use, VTE prophylaxis, beta-blocker therapy, 

and maintenance of normothermia during gynecologic surgery

○ Delineation of Obstetrics and Gynecology Surgical Teams

■ low (1–10), medium (11–20), and high (>20) hysterectomy volumes / year

■ rate of low-volume surgeons dropped from 70% to 30% between 2008-2015

■ decreased number of gynecologic surgeons from 416 to 234 surgeons for performing 

approximately 4000 hysterectomies annually (17/surgeon)
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History
● 1920s/1930s

○ Obstetric practice becomes more surgical 

■ Advances in anesthesia and asepsis

■ Obstetricians seek to perform pelvic surgery

○ Address “the whole of femininity and reproduction”

■ “[T]he true woman’s physician [was] actually, other than her 

husband, the most important man in her life.” (Burman 1968)



● 1940s

○ Majority of gynecologic surgery still performed by general surgeons

○ Critiques of gynecologic surgeons – outcomes not as promised

■ Estimated 35% of surgeries “unnecessary”

■ OBGYNs responsible for most of the ureteral injuries and genito-urinary fistulas treated by 

urologists on referral (Symmonds 1976)

○ ABOG originally certified trainees in either specialty, then moved to one form of certification. 

■ 3 yr program: 18 months of obstetrics and 18 months of gynecology. No general surgery 

training was required.



• Gynecologic procedures account for majority of ureteral 

injuries (range reported 64%–82%)

◦ Colorectal, vascular pelvic, and urologic surgery – range 11%–30% 

• Gild, P. et al. Adult iatrogenic ureteral injury and stricture–incidence and 

treatment strategies. Asian J. Urol. (2018). 

• Limited data from 3 studies conducted by colorectal and urologic surgeons from 2008, 

2005

23





● 1950s

○ Formation of Society of Pelvic Surgeons 1951 

(co-founded by Alexander Brunschwig, Joe V. 

Meigs)

■ TeLinde, Burch 

■ “Only with ‘all the instincts and 

knowledge of the trained surgeon’ could 

OBGYNs stake a legitimate claim to 

surgical markets, and only with 

‘advanced surgical skill could OBGYNs 

demonstrate the superiority of their 

comprehensive knowledge of women’s 

reproductive systems.’” (Zetka quoting 

Meigs 1955)



● 1960s

○ 1966 The Millis Commission Report (AMA critique of graduate medical 

education)

○ Singled out OBGYNs and urology for low surgical requirements 

■ “there is considerable uneasiness about the comparability or noncomparability of 

certification requirements of the several specialty boards. Probably the most frequently 

cited example is the disparity in the amount of surgical training required for certification 

in general surgery as compared with obstetrics-gynecology and urology. Men in all three 

of these surgical specialties are considered by their colleagues to be qualified to perform 

some of the same operations, yet the amount of surgical training that is required for 

specialization ranges from 18 months in obstetrics-gynecology to four years in general 

surgery.”



● 1965 - Howard C Taylor Jr – defense published in 

American Journal of Surgery

○ With advances in anesthesia, asepsis, surgery 

is can be made routine

■ Surgery would be no more than 15% of 

OBGYNs case load

■ Residents would be “indoctrinated with 

the ideal that [they] must not undertake 

procedures beyond [their] capacities” and 

would call in consultants when needed.

○ Key to improving gynecologic surgery was to 

develop efficient referral systems.



● 1968 – Brunschwig responded in American 

Journal of Obstetrics and Gynecology

○ Surgical skills for advanced pelvic 

surgery are wide ranging and crossed 

specialty demarcations (gyn, urology, 

colorectal, vascular)

○ Advocated for certification first by 

American Board of Surgery and then 

training in specialty Gynecologic 

Surgery

■ [1969 Sub specialization 

conference….]



● 1970s – J Robert Willson reforms

○ Proposed tracking OBGYNs into generalist 

and subspecialist roles

■ Generalists – OB, PCP, Benign gyn 

surgery

■ GYNONC, MFM, REI (10% of workforce)

● Pre-IVF – REIs (along with GYNONC) 

handled complex gyn surgery



● 1970s – push for primary care

○ Health Professions Educational Assistance Act 1976 - Renewal of capitation 

grants to medical schools with 50% of graduates entering primary care [repealed 

1981 under Reagan administration]

○ 1972 ACOG – policy statement that OBGYNs serve as PCPs (mirrored by 2020 

ACOG president statement)

■ 1974 – Dept of Health Education and Welfare recognized OBGYN as primary 

care specialty but removed 1976

■ J. Robert Willson Reforms – increased residency from 3 to 4 years to 

provide better training in primary care





● Multiple continued calls for reform

○ Advocates for pelvic surgery subspecialty

■ Moore 1982, Gray 1982, Walter 20112, Berkowitz 2016

○ Advocates for tracking 

■ Bricker 1982, Gusberg 1984, Moore 1982, Ridley 1982, Wright 2020

○ Advocates for residency reform

■ Moore 1982, Bisonnette 1999
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● Evaluation of work RVU's for the paired procedures 

○ 72% of male vs female procedures had a higher wRVU and tRVU. 

○ 84% of male based procedures were compensated at a higher rate than 

the paired female procedures. 

○ On average, male specific surgeries were reimbursed at an amount that 

was 27.67% higher than for female-specific surgeries. 

○ Female procedure based work RVU's have increased minimally from 

1997 to 2015.





● Mean percentage of RBRVS unit to the total relative value unit and the total 

RBRVS unit to the McGraw-Hill unit were significantly lower (P < .01 for all 

comparisons) 

○ for obstetric-gynecologic (49.7 and 139.5) than for urology (55.1 and 

207.1) or general surgery services (53.2 and 181.0). 

○ There were no significant differences between urology and general 

surgery services among the procedures studied.
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● 3275 surgeons and 1.5 million surgical 

procedures

● female surgeons earned 76% per hour 

of operative time of the male surgeons’ 

earnings

● disparity persisted after adjustment for 

surgical specialty. 

○ statistically significant differences 

in earnings between male and 

female surgeons ranging from 

$17.24 per hour in gynecology to 

more than $50 per hour in 

ophthalmology, orthopedics, and 

cardiothoracic surgery. 







Gynecologic Surgery
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Informed Consent
● Capacity 

● Voluntariness 

● Disclosure (of)

○ Risks

○ Benefits

○ Alternatives



Table 2. Surgery details 

N=752 # (%) 

Type of hospital  

A teaching hospital or academically-affiliated 
hospital 

289 (38) 

Other 393 (52) 

Not sure 69 (9) 

Missing 1 (0) 

Location of hospital  

Urban 454 (60) 

Suburban 233 (31) 

Rural 65 (9) 

Timing of surgery  

<5 years ago 215 (29) 

5 to <10 years ago 164 (22) 
10 to <15 years ago 143 (19) 

15 or more years ago 229 (30) 

Missing 1 (0) 

When you consented to have the surgery, did 

your surgeon share their “surgical volume” with 
you before obtaining your consent? 

 

Yes 125 (17) 

No 489 (65) 

Not sure 138 (18) 

 



It is important to me to know how often my 
surgeon operates before I consent to surgery 

 

Strongly agree 230 (31) 

Agree 254 (34) 

Neither agree nor disagree 145 (19) 

Disagree 19 (3) 

Strongly disagree 7 (1) 
Missing 97 (13) 

Surgeons should be required to disclose how 

often they operate during the informed consent 
process 

 

Strongly agree 253 (34) 

Agree 272 (26) 

Neither agree nor disagree 106 (14) 

Disagree 18 (2) 

Strongly disagree 5 (1) 

Missing 98 (13) 

How often would you want your surgeon to 
operate to feel comfortable agreeing to surgery 

with them? 

 

Every day 41 (5) 
A few times per week 466 (62) 

One day per week 133 (18) 

One day per month 10 (1) 

One day every three months 2 (0) 

One day per year 1 (0) 

Missing 99 (13) 

 



When counseling a patient before a procedure, a 
surgeon should indicate how often he/she 
performs that particular procedure 

 

Strongly agree 17 (18) 

Agree 18 (19) 

Neither agree nor disagree 35 (38) 

Disagree 21 (23) 

Strongly disagree 2 (2) 

When counseling a patient before a procedure, 
how often do you tell the patient how often you 

perform that particular procedure? 

 

Always 10 (11) 

Most of the time 20 (22) 

About half of the time 8 (9) 
Sometimes 43 (48) 

Never 11 (12) 

How would you respond to the following patient 

presentation? An existing 25 year old patient 
presents to you with a 5 cm ovarian cyst that the 

radiologist believes is an endometrioma. You 
have not performed an ovarian cystectomy in 
over two years. Which of the following would 

you be most likely to do: 

 

Schedule the patient for an oophorectomy 
instead of a cystectomy 

1 (1) 

Review operate technique for cystectomy in a 

reference textbook and schedule the procedure 

10 (11) 

Ask a colleague who has more recently 
performed this procedure to assist you in the 
operating room 

27 (29) 

Ask a colleague who has more recently 

performed this procedure to assist you in the 
operating room and disclose this to the patient 

36 (39) 

Refer this patient to a physician who routinely 

performs ovarian cystectomies 

10 (11) 

Refer this patient to a physician who routinely 

treats endometriosis 

8 (9) 
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