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I.   EXECUTIVE SUMMARY 
 

¶ This report analyses the magnitude and geographical variation of the 

utilisation of five procedures considered lower-value care in the international 

literature: adenoidectomy and/or tonsillectomy, C-section in low-risk 

deliveries; hysterectomy in non-oncologic conditions; non-conservative 

surgery in breast cancer; and prostatectomy in benign prostatic hyperplasia 

(BPH). 

These procedures are highly sensitive to clinical practice style (signature 

phenomenon, learning cascades) and supply factors (organisational and 

financial incentives). 

¶ With the exception of adenotonsillectomy and C-section in low-risk births, 

utilisation rates of lower-value care in Slovenia were moderate or low 

compared to other ECHO countries. In terms of volume, C-section in low risk 

deliveries and hysterectomies in non-oncologic conditions appeared to be 

the most relevant. 

 

 

tǊƻŎŜŘǳǊŜǎ ŜƭƛƎƛōƭŜ ŀǎ άƭƻǿŜǊ ǾŀƭǳŜέ 

- Those superseded by more cost-effective alternatives (non-conservative breast 

cancer surgery, Hysterectomy in non-oncologic conditions); 

- There are defined types of patients for whom evidence of value is unclear 

(prostatectomy in BPH, C-section); 

- Relatively ineffective procedures prone to over-use (adenotonsillectomy, C-

section in low-risk births).  

Atlas Rationale: The report analyses the actual utilisation rate per 10,000 

inhabitants in each geographical area and compares it to 2 scenarios of 

άƳƛƴƛƳƛǎŀǘƛƻƴ ƻŦ [ƻǿŜǊ-ǾŀƭǳŜ /ŀǊŜ ǳǎŜέΥ   

1.  All the areas in the country behave as those below percentile 10 of LVC 

utilisation (10% areas in the lower end of use) 

2.  All the areas in the country behave as those in the first quartile of LVC 

utilisation (25% areas in the lower end of use)  

The potential for realignment is assessed as the difference between the number 

of procedures observed and those expected if LVC utilisation were minimised  

Health Systems bear 

substantial opportunity costs 

by using interventions that 

are deemed lower-value. 

Quantifying the utilisation of 

this type of care and its 

systematic variation across 

policy-relevant geographical 

units offers insight at a 

glance into the local 

potential for enhancing 

efficiency (i.e., value-based 

provision of care). 

Furthermore, geographical 

ŘƛŦŦŜǊŜƴŎŜǎ ƛƴ ǊŜǎƛŘŜƴǘǎΩ 

exposure to lower-value care 

may be indicative of 

inequities in access to quality 

and safe care that should be 

tackled. 
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¶ Significant variation was observed for all LVC procedures examined, with a 

particularly large systematic component of variation observed in certain 

cases, such as C-section in low risk deliveries and prostatectomy in BPH. In 

the case of hysterectomy or non-conservative breast surgery, the behaviour 

across statistical regions appeared to be quite homogeneous, with the 

observed variation only 5% to 8% greater than that expected due to chance. 

¶ The highest quintile of standardised adeno/tonsillectomy utilisation rates 

included statistical regions with around 120 interventions per 10,000 children 

while the lowest quintile included those with rates of 54 to 65 interventions 

per 10,000 children. The geographic pattern appears to point to a certain 

concentration of high rates in the east and south west; lowest rates clustered 

in the central band of the country 

¶ The analysis of C-section in low-risk births indicates the intensity of C-section 

utilization in several statistical regions in the country seems to be driven by 

factors other than need. For instance, Savinjska with the lowest relative risk 

of complicated births, stands out as one of the populations most exposed to 

C-section and has the highest utilization rates of C-section for low-risk births. 

Conversely, Gorenjska, with high relative risk of complicated births, ranks 

among the lowest utilization rates of C-section use in the country, and is 

positioned at an intermediate level for the lower-value indication of the 

procedure. 

¶ Depending on their statistical region of residence, women face a probability 

of undergoing lower-value breast surgery that is up to a 4-fold greater than 

expected (Appendix 2, Table 2). Only 7% of this variation exceeded that 

which would be randomly expected. 

¶ Slovenia has the lowest prostatectomy rate in BPH across ECHO countries 

(see Section II) but variation within the country is significant, ranging from 1 

per 3500 men to 1 per 455, depending on the statistical region of residence 

(Fig. 30). Thus, men living in a statistical region with the highest utilisation 

rate have an 8-fold higher probability having their prostate removed than 

those living in a region with the lowest utilisation rate. Such differences are 

scarcely attributable to differences in need, and the associated variation is  

30% higher than that which is expected due to chance. 

¶ LVC utilisation rates tended to remain low/moderate or to decrease slightly 

from 2005 onwards. Exceptions to this trend were adeno/tonsillectomy and           
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C-section in low-risk births, for which Slovenia had among the highest rates 

of all ECHO countries, with utilisation increasing over the period of analysis 

while systematic variation declined signalling. These patterns indicate that 

population exposure to these two types of lower-value care procedures has 

become more homogeneous across statistical regions over time. 

¶ No significant differences in population exposure to lower-value care were 

attributable to the average income level of the corresponding statistical 

region of residence. 

¶ The analysis conducted suggests that there is still room to enhance value for 

money in the Slovenian system. Although Slovenia has low rates compared 

with the other ECHO countries, high rates of C-section in low-risk births and 

increasing adeno/tonsillectomy rates deserve special consideration. Focusing 

on local practices, particularly learning cascades and established medical 

practice styles, together with patient information and empowerment in 

decision making, could potentially have a major impact 

¶ Further analysis of institutional factors that underlie overexposure to LVC at 

the healthcare area level, as well local organisational and budgetary contexts 

and regional framing, will serve as a basis for recommendations to guide 

decision makers in tackling this allocative inefficiency. The aim is not to 

create savings, but rather to ŦƻǎǘŜǊ άǾŀƭǳŜ ŦƻǊ ƳƻƴŜȅέ, i.e., to avoid non-

efficient public expenditure. 
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II.    INTERNATIONAL COMPARISON 

 

This section describes the utilisation of selected lower-value care (LVC) 
procedures in Slovenia compared with the other countries in the ECHO project.  

Two dimensions are explored: the magnitude of the phenomenon, and the 
variation across the policy-relevant administrative areas in each country 
(Statistical Regions for Slovenia).  

 

Adenoidectomy and/or tonsillectomy 

 

Slovenia had highest standardised rates of adeno/ tonsillectomy of all ECHO 

countries (Fig.1a); around 1 per 120 children below the age of 14 underwent the 

procedure in 2009 (almost 3 times the number recorded in the Denmark, the 

country with the lowest rate, at 1 per 300 children 2009; Appendix 1, Table 1). 

The difference between the highest and lowest rates in Slovenia was moderate 

with respect to other ECHO countries: children living in high-rate regions were 

over twice as likely to undergo this procedure as those living in low-rate areas. 

This difference was 4 or 5-fold in Spain and Denmark (Fig. 1b and Appendix 1, 

Table 1) and 2.5-fold in England. The systematic component of this variation was 

significant in all countries examined, ranging from 9% to 66% above that 

excepted due to chance. 

 

 

 

 

 

 

 

 

  
Figure 1a. Standardised rates of adenoidectomy and/or 

tonsillectomy  per 10,000 children (natural scale). Year 2009 
Figure 1b. Standardised rates of adenoidectomy and/or 

tonsillectomy per 10,000 children (normalized scale). Year 2009 

 Each dot represents the relevant administrative area in the country of interest (statistical regions for Slovenia). The y-axis charts the rate per 10,000 inhabitants 
(children). The figure is based on the total number of interventions performed in 2009 in each country. In Figure 2b, utilisation rates have been normalised to 
facilitate comparison of the degree of variation across countries. 

 

 

 

The magnitude and 

variation of lower-value 

care utilisation in ECHO 

health systems provides a 

wider perspective in 

assessing the relative 

need for specific activities 

focused on enhancing the 

value of health care 

provided, as compared 

with other relevant 

countries.  
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Caesarean section in low risk pregnancies and deliveries  

 

Slovenia had the second highest age-standardised C-section rate in low-risk births 

of all ECHO countries; half the Danish rate, similar to that of England, and 5 and 

3-times greater than the rates recorded in Portugal and Spain, respectively (Fig. 

2a and Appendix 1, Table 1). Interestingly, regardless of the rate, variation for this 

procedure across the territory was quite high in all countries studied. 

In Slovenia, women living in regions with highest rates were 2.5 times more likely 

to undergo a C-section in a low-risk birth than those living in areas with the 

lowest rates. A much higher degree of variation was observed in Spanish 

healthcare areas, with rates ranging from zero in some healthcare areas to as 

high as 50 in others, reaching levels similar to those seen in Danish kommuners 

(Fig. 2b and Appendix 1, Table 1). The systematic component of variation was 

also large across the countries examined, exceeding that expected due to chance 

by between 0.5 and 6-fold, depending on the country analysed (Figure 2b and 

Appendix 1, Table 1).  

 

 
 

Figure 2a. Standardised Rates of C-section in low-risk cases per 
10,000 women of reproductive age (natural scale). Year 2009 

Figure 2b. Standardised Rates of C-section in low-risk cases per 10,000 
women of reproductive age (normalised scale). Year 2009 

Each dot represents the relevant administrative area in the country of interest (statistical regions for Slovenia). The y-axis charts the rate per 10,000 inhabitants 
(women of fertile age [15-55]). The Figure is based on the total number of interventions performed in 2009 in each country. In Figure 2b, utilisation rates have been 
normalised to facilitate comparison of the degree of variation across countries. 
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Hysterectomy in non-oncologic conditions 

 

Slovenia had the second lowest rate of hysterectomy in non-oncologic conditions 

(1 per 550 adult women per year). This figure is comparable to the rate recorded 

in England, mid-way between those recorded in Denmark, the country with the 

highest rate(1 per 458 women) and Spain, the country with the lowest rate (1 per 

677 women) (Figure 3a and Appendix 1, Table 1).  

Compared with other LVC procedures analysed in this report, the variation in 

utilisation rates across countries was relatively low, with rates ranging from 14.77 

to 21.84 hysterectomies per 10,000 adult women. Likewise, in-country variation 

was lower than that observed for other LVC procedures, although still significant, 

particularly in Spain, where differences of up to 3-fold were observed between 

healthcare areas (Figure 3b and Appendix1, Table 1). However, the systematic 

component of this variation (variation not attributable to chance) was low to 

moderate.  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Each dot represents the relevant administrative area in the country of interest (statistical regions for Slovenia). The y-axis charts the rate per 10,000 inhabitants 
(women of fertile age [15-55]). The figure is based on the total number of interventions performed in 2009 in each country. In Figure 2b, utilisation rates have 
been normalised to facilitate comparison of the degree of variation across countries. 

 

Figure 3a. Standardised Rates of Hysterectomy in non-oncologic 
conditions per 10,000 women (natural scale). Year 2009 

 

Figure 3b. Standardised Rates of Hysterectomy in non-oncologic 
conditions per 10,000 women (normalised scale). Year 2009 
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Non conservative surgery in breast cancer 

 

The rate of non-conservative breast surgery in Slovenia was comparable with that 

recorded in in Portugal and Spain (5 per 10,000 women) and was markedly lower 

than that recorded in Denmark (8.14 per 10,000 women) (Figure 4a and Appendix 

1, Table 1). In line with the findings in Spain, Slovenian women living in statistical 

regoins with the highest rates had almost a 4-fold greater likelihood of 

undergoing non-conservative surgery than those living in areas with the lowest 

rates. Differences between areas with the highest and lowest rates were smaller 

in Portugal, Denmark and England (around 2-fold; Figure 4b and Appendix 1, 

Table 1).  

The systematic component of this variation remained below 10% in all countries 

except Denmark, where almost 60% of the observed variation could not be 

deemed random (Appendix 1, Table 1). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Each dot represents the relevant administrative area in the country of interest (statistical regions for Slovenia). The y-axis charts the rate per 10,000 inhabitants 
(women of fertile age [15-55]). The figure is based on the total number of interventions performed in 2009 in each country. In Figure 2b, utilisation rates have 
been normalised to facilitate comparison of the degree of variation across countries. 

 

Figure 4a. Standardised Rates of non conservative surgery in 
breast cancer per 10,000 women (natural scale). Year 2009 

Figure 4b. Standardised Rates of non conservative surgery in 
breast cancer per 10,000 women (normalised scale). Year 2009 
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Prostatectomy in benign prostatic hyperplasia 

 

Slovenia had the lowest age-standardised rate of prostatectomy in BPH; 1 

intervention per 800 adult men each year, similar to that recorded in Portugal 

and markedly lower than that recorded in Denmark and Spain, the countries with 

the highest rates, at around 1 per 500 adult men (Figure 5a and Appendix 1, 

Table 1). A 6-fold difference was observed between areas with the highest and 

lowest rates Slovenia. This value fell to 4-fold in Denmark and Spain (Figure 5b 

and Appendix 1, Table 1). The systematic component of this variation not 

attributable to chance ranged from 10% to almost 50% across countries. 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

Each dot represents the relevant administrative area in the country of interest (statistical regions for Slovenia). The y-axis charts the rate per 10,000 inhabitants 
(men). The figure is based on the total number of interventions performed in 2009 in each country. In Figure 2b, utilisation rates have been normalised to facilitate 
comparison of the degree of variation across countries. 

 

Figure 5a. Standardised Rates of prostatectomy in BPH per 10,000 
men (natural scale) . Year 2009 

Figure 5b. Standardised Rates of prostatectomy in BPH per 10,000 
men (normalised scale) . Year 2009 
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Variation in utilisation of each LVC procedure is represented using two geographical 

units: statistical regions and regions. The first mapping is composed of 12 units and 

the second comprises 2 regions. Analysis by statistical regions is more linked to local 

medical practices, whilst regions can be considered a surrogate for regional policies 

affecting all statistical regions within. 

 

 

III.    IN COUNTRY VARIATION 

 

With the exception of adenotonsillectomy and C-section in low-risk births, 

utilisation rates of lower-value care in Slovenia were moderate or low compared 

to other ECHO countries. In terms of volume, C-section in low risk deliveries and 

hysterectomies in non-oncologic conditions were the most relevant (Appendix 2, 

Table 2).   

Significant variation was observed for all LVC procedures examined. The 

systematic component of variation was particularly significant for certain 

procedures, such as such as C-section in low risk deliveries and prostatectomy in 

BPH, while for others such as hysterectomy and non-conservative breast surgery, 

behaviour across statistical regions quite homogeneous, with the observed 

variation only 5% to 8% above that expected due to chance. 

In this section, the geographical pattern of utilisation for each procedure is 

mapped out for the two relevant tiers of the health system organisation: the 12 

statistical regions and 2 cohesion regions.   

²ƘŜƴŜǾŜǊ ǇƻǎǎƛōƭŜΣ ǇǊƻȄƛŜǎ ƻŦ άōǳǊŘŜƴ ƻŦ ŘƛǎŜŀǎŜέ ƻǊ ǳǘƛƭƛǎŀǘƛƻƴ ƻŦ ǊŜƭŀǘŜŘ ƻǊ 

alternative procedures have been included in the analysis to better characterise 

the observed phenomena.  

The potential for minimisation of LVC utilisation is also mapped out; each 

geographical area is identified by its distance in excess-cases to the desirable 

benchmark. To this end, two scenarios have been considered: the first takes as 

reference the behaviour of the statistical regions with the lowest rate (lowest 

10% of the 12 regions); while the other, more conservative scenario benchmarks 

against the lowest quartile of rate distribution in the country (25th percentile of 

utilisation and below).  

Although in principle utilisation of LVC is more often explained by local medical 

practices, regions may still play some role in other factors such as the availability 

of services and the organisation of care devices, which may affect decisions made 

locally.  

The higher the rate of 
utilisation of low-value 

care, the more room there 
is to enhance efficiency. 

The higher the systematic 
variation across areas, the 
greater the likelihood of 
inequitable exposure to 

lower-value care linked to 
place of residence. 
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Adenoidectomy and/or tonsillectomy 

 

The highest quintile of age-standardised utilisation rates covered statistical 

regions for which 120 interventions per 10,000 children were recorded, while the 

lowest quintile encompassed rates ranging from 54 to 65 interventions per 

10,000 children. The geographic pattern revealed a concentration of high rates in 

the east and southwest; lowest rates appeared to cluster in the central band of 

the country (pale areas in Figure 6).  

 

 

 

 

 

 

 

 

 

 

 

 

 

When the analysis was performed by cohesion region, Vzhodna Slovenija showed 

clearly higher rates, although the differences shown in Figure 7 were much 

smaller than those in Figure 6, in which the full range of variation within regions 

is displayed rather than smoothed out.  

 

 Figure 6. Age- and sex-standardised adenoidectomy and/or tonsillectomy utilisation rate per 10,000 children up to 14 years of age. 12 
Statistical Regions. Year 2009 

The darker the brown colour the higher the exposure to adenotonsillectomy. Statistical Regions are clustered into 5 quintiles according to their rate value (Q1 to 
Q5). Legend indicates the range of standardised rates within each quintile.  
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The greatest opportunities for minimising the use of adenotonsillectomy were 

found in the southeastern part of the country (Figures 8 and 9). In the most 

conservative scenario, the areas most in need of intervention to decrease 

utilisation were those performing up to 272 excess adenotonsillectomies per year 

(274 per year when using the more demanding benchmark of Scenario I). The 

overall number of excess interventions in the country in 2009 was conservatively 

estimated at around 802, of which around 650 were concentrated in Vzhodna 

Slovenija (Appendix 1, Table 3). 

 

 

 

Figure 7. Age- and sex-standardised adeno and/or tonsillectomy utilisation rate per 10,000 children up to 14 years of age.                                                                
2 cohesion regions. Year 2009 
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The darker the green colour the larger the number of excess cases estimated at the regional level, assuming all statistical regions behave like the benchmark of 
minimal utilisation (P10 and P25). Legend indicates the values for each region. 
 

  

 Figure 9a. Excess cases of adenotonsillectomy. Scenario I 
minimisation to P10. 2 cohesion regions. Year 2009  

Figure 9b. Excess cases of adenotonsillectomy. Scenario II 
minimisation to P25. 2 cohesion regions. Year 2009 

 

 

 

The darker the blue colour the larger the difference between the observed number of cases and the benchmark. Excess cases are estimated assuming all Statistical 
Regions they behaved like those with the lowest utilisation rates -P10 and P25. Statistical Regions are clustered into 5 quintiles according to the number of excess 
cases (Q1 to Q5). Legend indicates the range within each quintile. 
 
 

Figure 8a. Excess cases of adenotonsillectomy per Statistical Region. 
Scenario I: minimisation to P10. 12 Statistical Regions. Year 2009  

Figure 8b. Excess cases of adenotonsillectomy per Statistical Region. 
Scenario II: minimisation to P25. 12 Statistical Regions. Year 2009 
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Caesarean section in low-risk births.  

 

C-section is considered a highly effective procedure to avoid maternal and child 

mortality at birth as well as complications resulting from foetal distress. 

However, in the last decade, a growing body of literature has highlighted 

overuse, and in particular, misuse in lower-value indications such as low-risk and 

normal births.  

First we will look at C-section use in any condition in Slovenia and how it relates 

to burden of disease, measured as the rate of births with complications per 

10,000 women (see definitions in Appendix 4). Figures 9 and 10 illustrate how the 

burden of disease maps out across healthcare areas, both in absolute terms 

(standardised rates) and when expressed as relative risk of exposure (ratio of 

observed to expected). Excess incidence of this condition appeared to 

concentrate in Pomurska, Korosca and Podravska (20 to 50% excess risk) and to a 

lesser extent in Gorenjska and Goriska (20% excess risk) (blue shading in Figure 

10)  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

Figure 9. Age-standardised rate of births with complication per 

10,000 women. 12 statistical regions . Year 2009      
Figure 10. Observed/expected ratio of admissions for births with 

complication. 12 Statistical Regions. Year 2009 

 

 

Map on the left: The darker the brown colour, the higher the rate of births with complications among women living in that area. Statistical regions areas are 
clustered into 5 quintiles according to their rate value (Q1 to Q5). Legend indicates the range of standardised rates within each quintile. Map on the right: births 
with complications in each area relative to the expected average burden. Blue shading indicates areas with excess risk (overexposure), and pink shading denotes 
lower than expected risk, indicating relative protection or under-exposure compared with the rest of the country. White areas correspond to average relative risk 
(ratio of observed/expected=1). 
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An overlap, even if imperfect, between the mapping of higher relative risk of 

births with complications and that of the intensity of C-section utilisation can be 

reasonably expected. However, the pattern revealed in Figure 11 shows a great 

deal of incongruence when compared with those shown in Figures 9 and 10. The 

conclusion that can be drawn is that the intensity of C-section utilisation in 

several healthcare areas in the country is driven by factors other than need. For 

instance, Savinjska, which had the lowest relative risk of complicated births, 

stood out as one of the populations most exposed to C-section and had the 

highest intensity of use of C-section for low-risk births. Conversely, Gorenjska, 

which had a high relative risk of complicated births, ranked among the lowest in 

the country in terms of intensity of C-section use, and had an intermediate rate 

of C-section use for lower value indications.  

Exploring the extent of the overlap between C-section utilisation patterns and C-

section in low-risk deliveries (lower-value care) shows that Pomurska and 

Podravska had moderately high rates of C-section utilisation and among the 

lowest levels of exposure to lower-value interventions (Figures 11 and 12). Most 

regions with high C-section rates also had higher rates of lower-value care. 

However, it is also worth noting that some areas with low-medium levels of C-

section use (Obalno-kraska) had high levels of exposure to lower-value 

interventions.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

The darker the brown colour, the higher the probability that women of reproductive age living in those areas will undergo the procedure. Statistical regions are 
clustered into 5 quintiles according to their rate value (Q1 to Q5). Legend indicates the range of standardised rates within each quintile. 

 

 

 

Figure 11. Age-standardised rate of C-sections per 10,000 women 

aged 15-55. 12 Statistical Regions. Year 2009 

Figure 12. Age-standardised rate of C-sections in low-risk deliveries 

per 10,000 women aged 15-55. 12 Statistical Regions. Year 2009 
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Differences between areas with the highest and lowest rates reached over 3-fold 
(Appendix 2, Table 2); 20% of this variation could not be deemed random 

When the same analysis was conducted at regional level, the mismatch between 

burden of births with complications and intensity of C-section use smoothed out 

(Figures 13 to 15), indicating that the intensity of use is mainly related to local 

practices.      

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

Figure 15. Age-standardised rate of C-sections per 10,000 women 
aged 15-55. 2 regions. Year 2009 

Figure 16. Age-standardised rate of C-sections in low risk deliveries 
per 10,000 women aged 15-55. 2 regions. Year 2009 

 

 

 

 

Figure 13. Age standardised rate of births with complications per 
10,000 women. 2 regions. Year 2009      

Figure 14. Observed/expected ratio of admissions for births with 
complication. 2 regions. Year 2009 

 

 

Map on the left: The darker the brown colour, the higher the exposure to complications among women of reproductive age living in that region. Legend indicates 
the actual values of the standardised rate. Map on the right: relative risk of birth with complication in the region compared with the expected average exposure. 
Blue shading indicates areas with excess risk (overexposure), and pink shading denotes lower than expected risk, indicating relative protection or under-exposure 
compared with the rest of the country. White areas correspond to average relative risk (ratio of observed/expected=1). 
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The distance between the observed exposure to lower-value C-sections and the 

optimisation benchmarks is shown in Figures 17 and 18 for the two tiers of 

administration; statistical and cohesion regions.  

The most conservative scenario of minimisation (Figures 17b and 18b) estimates 

excess lower value C-sections in Slovenia in 1 year at 415 interventions (Appendix 

2, Table 3). The distribution of those cases is obviously uneven across statistical 

regions; the darker shades in Figures 17a and 17b denote areas that may be 

priority targets for interventions to reduce C-section utilisation in low-risk births 

(the maximum local potential for reduction is estimated at between 60 and 195 

interventions per year; Q4 in Figures 17a and 17b).    

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Figure 17a. Excess cases of C-section in low risk deliveries per 

Statistical Region. Scenario I minimisation to P10.                                          

12 Statistical Regions. Year 2009  
 

Figure 17b. Excess cases of C-section in low risk deliveries per 

Statistical Region. Scenario II minimisation to P25.                                          

12 Statistical Regions. Year 2009 

 

 

The darker the blue colour the larger the difference between the observed number of cases and the benchmark. Excess cases are estimated assuming all 
Statistical Regions they behaved like those with the lowest utilisation rates -P10 and P25. Statistical Regions are clustered into 5 quintiles according to the 
number of excess cases (Q1 to Q5). Legend indicates the range within each quintile. 
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The same quantification was conducted at the regional level to identify potential 

means of reducing the use of lower value C-sections (Figures 18 a and b). The 

number of potentially avoidable cases was estimated at between 288 and 314 

per year for Vzhodna Slovenija, and from 113 to 162 for Zahodna Slovenija, 

depending on the minimising scenario used. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Hysterectomy in non-oncologic conditions 

 

Hysterectomy is one of the safest and most appropriate procedures in dealing 

with uterus cancer. However, its indication for other gynaecological conditions 

such as bleeding or uterine myoma is controversial and it is not considered a first 

line approach. In those cases hysterectomy can be considered lower-value care.  

Figures 19 and 20 allow for a comparison of the distribution of the two types of 

hysterectomy across statistical regions in Slovenia. 

  

Figure 18a. Excess cases C-section in low risk deliveries                   
Scenario I minimisation to P10. 2 regions. Year 2009  

 

Figure 18b. Excess cases C-section in low risk deliveries.                  
Scenario II minimisation to P25. 2 regions. Year 2009 

 

 

The darker the green colour the larger the number of excess cases estimated at the regional level, assuming all statistical regions behave like the benchmark of 
minimal utilisation (P10 and P25). Legend indicates the values for each region. 
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Figure 19. Age-standardised rate of hysterectomy for non-
oncologic diagnosis per 10,000 women aged 18 years or older.                     

12 Statistical Regions. Year 2009 

Figure 20. Age-standardised rate of hysterectomy in uterus cancer 

per 10,000 women. 12 Statistical Regions.                                   

Year 2009 
The darker the brown colour, the higher the exposure to hysterectomy for women living in those areas. Statistical regions are clustered into 5 quintiles according 
to their utilisation rate value (Q1 to Q5). Legend indicates the range of standardised rates within each quintile. 

 
 

  

Figure 21. Hysterectomy utilisation in non-oncologic diagnoses 
(age-standardized rate per 10,000 women aged 18 years or older).                  

2 regions. Year 2009 

Figure 22. Hysterectomy utilisation in uterus cancer                          
(age-standardised rate per 10,000 women). 2 regions. Year 2009 


