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Between 2010 and 2018, 1 in 5 women gave birth by Caesarean 
delivery worldwide, with projections suggesting this will continue to 
increase over the coming decades [1]. In some regions and countries, 
such as in Latin America and Egypt, over 50% of births are by Caesarean 
delivery [1,2]. As a consequence, an ever-increasing number of women 
are having multiple repeat Caesarean deliveries. These are potentially 
more complex surgeries due to adhesion formation, scar dehiscence, and 
the risk of placental complications, including placenta previa and 
placenta accreta spectrum (PAS) [3–5], which significantly increase the 
risk of post-partum haemorrhage and Caesarean hysterectomy [6]. 
Overall, Caesarean delivery is a major contributor to the rising incidence 
of emergency peripartum hysterectomy, the rate of which is increasing 
in several regions, including the United States and Europe [7,8], and has 
been reported to have a nine times higher rate among women with a 
prior Caesarean delivery than among those without [9]. Furthermore, 
there is a direct correlation between the number of Caesarean deliveries 
and serious maternal morbidity, with a progressive increase in the rate 
of blood transfusion, surgical complications and adhesions with an 
increasing number of Caesarean deliveries [10]. 

Thus, it is critical that trainees in obstetrics and gynaecology receive 
appropriate training to safely care for this increasingly complex cohort 
of patients. However, their exposure to peri-operative care and 
abdominal surgery is diminishing as a result of several factors. 

Firstly, the number of open gynaecological abdominal procedures is 
decreasing with the rise in minimally invasive surgery (MIS) (laparo-
scopic and robotic approaches) [11–13]. Open abdominal hysterectomy 
is becoming an increasingly rare procedure for benign gynaecological 
conditions, as a result of both alternative treatments such as hormonal 
intrauterine devices [14] and an increase in centres performing more 
benign hysterectomies using MIS techniques [11,12]. In addition, the 
overall number of hysterectomies being performed is falling rapidly in 
certain regions, such as the United Kingdom, where the rate fell by over 
60% between 1990 and 2020 [15]. 

Secondly, increased numbers of trainees combined with working 

time directives are reducing exposure to surgical procedures performed 
during speciality training [15–17]. As a result, trainees and trainers alike 
are losing confidence that current training models will equip them with 
proficient surgical skills [18,19]. In one survey, over 70% felt the 
training programme would not provide them with competency in gen-
eral gynaecological surgery [18], while in another only 15% of trainees 
felt prepared to perform abdominal hysterectomy, which was a signifi-
cant reduction from 40% in a survey performed 8 years previously [19]. 

Training bodies have yet to identify any adequate response to this 
worrying trend. The European Board and College of Obstetrics and 
Gynaecology has advised that, as abdominal hysterectomy rates decline, 
it is sufficient to have performed abdominal hysterectomy on simulation 
only for completion of the training curriculum [20]. Similarly, to obtain 
a certificate of completion of training from the Royal College of Obste-
tricians and Gynaecologists, abdominal hysterectomy is no longer a 
requirement as part of basic training and only needed as part of optional 
advanced training [21,22] – which most if not all pelvic surgeons would 
deem wholly inadequate. 

It is clear that current trainees in obstetrics and gynaecology receive 
inadequate exposure to abdominal surgery, and competency in these 
procedures is no longer a requirement to complete speciality training. 
This is particularly concerning considering the increasing need for ob-
stetricians to perform complex Caesarean deliveries. As a result, 
advanced pelvic surgeons and gynaecological oncologists are increas-
ingly relied upon to manage these cases, in particular for conditions such 
as PAS [23–27]. While there are no pre-specified or standardised criteria 
of what defines competency to perform surgery for suspected PAS cases, 
a comprehensive understanding of pelvic anatomy, ability to meticu-
lously dissect surgical plans and operate in the retroperitoneum is 
essential for such cases. Future obstetric trainees will be deficient in 
these essential skills. International guidelines for PAS care do not spe-
cifically recommend involvement of gynaecological oncologists in PAS 
surgery but, rather, suggest that those with “expertise in complex pelvic 
surgery” provide surgical care [28–30]. Some centres have 
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demonstrated that dedicated experienced obstetricians working within a 
multi-disciplinary service can provide comparable maternal outcomes to 
gynaecological oncologists in PAS care [31]. However, in the era of MIS 
surgery, combined with reduced training hours and an increased num-
ber of trainees, it is increasingly likely that the “experienced pelvic 
surgeon” with expertise to perform complex Caesarean delivery and PAS 
surgery will be the gynaecological oncologist. A survey of gynaeco-
logical oncologists in the United States suggests that just over half are 
interested in participating in PAS surgery [26]. 

In order to try to address this deficit in surgical competence, complex 
obstetric surgical fellowships have emerged to better prepare obstetri-
cians for procedures such as Caesarean hysterectomy, multiple repeat 
Caesarean deliveries, and operations on women with morbid obesity. 
The need for such fellowships highlights the increasing recognition that 
obstetric trainees are no longer gaining enough surgical exposure during 
basic training. Others suggest the solution is to incorporate more 
simulation exposure into obstetrics and gynaecology training curricu-
lums, which has been shown to improve technical surgical skills 
[19,32–34]. However, surgery is far more than just technical skills and 
requires training in peri-operative care and management of complica-
tions. Others suggest more drastic measures are needed, such as a move 
away from the “Jack of all trades” approach of obstetrics and gynae-
cology training by separating the specialities, to ensure competency is 
retained in both [15,35]. While such measures may have the opposite 
effect and further reduce the surgical exposure of those pursuing 
training in obstetrics, it is clear sweeping and urgent action is required to 
ensure safe maternal care is provided as the global epidemic of rising 
Caesarean deliveries continues [36]. 

In conclusion, ensuring future obstetricians are competent surgeons 
prepared for increasingly complex Caesarean deliveries is a major 
challenge. Reliance on gynaecological oncologists is increasing. How-
ever, this is not a long-term solution to delivering care for complex 
Caesarean delivery and PAS services in the future. Strategies such as 
simulation training, appropriately designed fellowship programs, and a 
re-evaluation of current training criteria are essential to maintain sur-
gical competence in the era of increasingly complex Caesarean 
deliveries. 
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