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HEALTHCARE OPTIMIZATION

Health Systems bear
substantial opportunitycosts
by using interventions that
are deemedower-value.

Quantifyingthe 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 {e., valuebased

provision of care).

Furthernore, geographical
RAFFSNBy OSa
exposure to lowetvalue care
may be indicative of
inequities in access to quality
and safe care that should be
tackled.

EXECUTIVE SUMMARY

This report analyses the magnitude and geographical variatiorthef
utilisation of five proceduresonsideredower-value cae in the international
literature: adenddectomy and/or tonsilectomy, Gsecton in low-risk
deliveries; hysterectomy in nofroncologic conditions non-conservative
surgery in breast canceand prostatectomy in benign prostatic hyperplasia
(BPH).

These procedures artighly sensitive to clinical practicstyle (signature
phenomenon, learning cascades) and supply factors (orgatitnal and
financial incentives)

With the exception of adenotonsillectomy ar@sectionin low-risk births
utilisation rates of lowervalue care inSloveniawere moderate or low
comparal to other ECHO couries. In terms of volumeGsectionin low risk
deliveries and hysterectomies imon-oncologicconditions appearedto be
the most relevant

t NEOSRdz2NBa St A3IA0ES a at26SNI @It dzS
- Thosesuperseded by more costffective alternativegnon-conservative breast
cancer surgery, Hysterectomy in noncologic conditions);

- There are defined types of patients for whom evidence of value is uncl
(prostatectomy in BPH -§&ction);

- Relatively meffective proceduresprone to overuse (adenotonsilectomy, C

section in lowrisk births).

Atlas Rationale The report analyses the actual utilisation rate per 10,0
inhabitants in each geographical area and compares it to 2 scenarios
GYAYAYAAl (-BRYdz8 F/ | 8B Saed S¢ Y
1. All the areas in the caury behave as those below percentile 10 of LV
utilisation (10% areas in the lower end of use)
2. All the areas in the country behave as those in the first quartile of L
utilisation (25% areas in the lower end of use)

The potential for realignment is asssed as the difference between the numbe
of procedures observed and those expected if LVC utilisation were minimised
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Significant ariation was observedor all LVC procedures amired, with a
particulaty large systematic component of/ariation observed in certain
cases such agGsectionin low risk deliverieand prostatectomy in BPHn
the case ohysterectomyor non-conservative breast surgery, the behaviour
across statistical regionappearedto be quite homogeneouswith the
observed variation onl§%to 8%greater than that expected due to chance.

The highest quintile oStandardisedadeno/tonsillectomy utilisation rates
included statistical regionsvith around 12Ginterventions per 10,000 childre
while the lowestquintile included those with rates &4 to 65 interventions
per 10,000 childrenThe geographic patterappearsto point to a certain
concentration of high ratem the east and south wa lowest ratesclustered
in the centralbandof the country

The analysis df-sectionin low-risk birthsindicatesthe intensity ofGsection
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 populatiomsst exposed to
Gsectionandhasthe highestutilization ratesof Gsectionfor low-risk births
Conversely, Gorenjska, with high relative risk of complicated births, ranks
among the lowestutilization rates ofGsectionuse in the country, ands
positioned atan intermediate level for the loweralue indication of the
procedure.

Depending on their statistical region of residena@men facea probability
of undergoing lowewalue breast surgery thds up to a 4fold greater than
expected (Appendix 2, Table)2 Only 7% of this variatioexceeded that
which wouldbe randomly expected.

Sloveniahas the lowest prostatectomy rate in BPH across ECHO countries
(seeSectionll) but variation within the cootry is significanf ranging froml

per 3500 men to Iper 455, depending on the statistical region of residence
(Fig. 30) Thus, men living ira statistical region with the highest utilisation
rate have an 8old higher probability having their prostate m®ved than
those living in a region with the lowest utilisatiorate. Such differences are
scarcely attributablgo differences in needand the associated variation is
30%higher than that which is expected due to chance

LVC utilisation rates tended t@mainlow/moderate or to decreaseslightly
from 2005 onwards Exceptiors to this trend wereadeno/tonsillectomy and

2
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Gsectionin low-risk births,for which Slovenidnad among the highest rates
of all ECHQzountries, withutilisation increasg over the period of analysis
while systematic variation declined signallinthese patterns indicate that
population exposure to these two types of lowesilue careprocedureshas
become more homogeneous across statistical regions over. time

1 No significant dferences in population exposure to lowealue care were
attributable to the average incomdevel of the correspondingstatistical
region of residence

1 The analysis condualesuggests that there is still room to enhanadue for
money in theSlovenian gstem. Although Slovenihaslow rates compared
with the other ECHO countriebigh rates ofGsectionin low-risk birthsand
increasing dendtonsillectomyratesdeserve special consideration. Focusing
on local practices, particularly learning cascaded astablished medical
practice styles, together with patient information and empowerment in
decision makingsouldpotentially have a major impact

9 Further analysis foinstitutional factorsthat underlie overexposureto LVC at
the healthcare aredevel, aswvell local organisational and budgetary contexts
and regional framingwill serve asa basis for recommendations to guide
decision makers in tackling this allocative inefficientige aim is not to
create savingsbut rather to ¥ 2 8 G SNJ & @I f, deS to AditNdhoy 2 y S &
efficient public expenditure
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Themagnitudeand
variationof lowervalue
care utilisationn ECHO

health systems provides a
wider perspective in
assessing the relate

need for specific activities
focused on enhancing the
value of health care
provided, as compared
with other relevant

countries.
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[I. INTERNATIONAL COMPARISON

This sectiondescribes the utilisation of selectedlower-value care (VG
procedures irSloveniecomparedwith the other countries in the ECHO project.

Two dimensions areexplored: the magnitude of the phenomenon, and the
variation across the polieselevant administrative areas in each country
(Statistical Bgions for Slovenia)

Adenoidectomy and/or tonsillectomy

Sloveniahad highest standardisedrates of adengétonsillectomy of all ECHO
countries(Figla); around 1 per 120 children belowthe age ofl4 underwent the
procedure in 2009almost 3 times the number recorded inthe Denmark, the
country with thelowest rate, at1 per 300children 2009 Appendix 1, Table)1

The difference betweenthe highest and lowest rateis Sloveniawas moderate
with respect to otherECHO countrieshildren living in higiiate regions were
over twice as likely to undergo thjgocedureasthose living in lowate areas
This difference wadg or 5-fold in Span and Denmark(Fig. 1b and Appendix 1,
Table ) and 2.5fold in England The systematic component of this variation was
significantin all countries examinedranging from % to 66% above that
excepted due to chance

Standardised utilisation rate per 10,000

-1.57

T T T T T
Denmark England Portugal Slovenia Spain

Spain

Slovenia

Figurelb. Standardisd ratesof adenoidectomy and/or
tonsillectomy per 10,000 childremormalized scale Year 2009

Each dot represents the relevant administrative area in the cowftinterest(statistical regions for Slovenialhe yaxis chartste rate per 10,000 inhabitants
(children). The figure idased orthe total number of interventionperformedin 2009 ineachcountty. In Figure 2b, utilisation rates have been normalisec
facilitate comparison of the degree of variation across countries
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Caesarean section in low risk pregnancies and deliveries

Sloveniahadthe second highst agestandardised>-sectionrate inlow-risk births

of allECHO countriedalf the Danish rate, similar tothat of Englandand5 and
3-times greater than the rates recordetth Portugal and Spain, respective(ig.
2a andAppendix 1, Table)lnterestingly, regardless of the rate, variation for this
procedure across the territory was quite high in all countries studied.

In Sloveniawomen livingin regiors with highest ratesvere 2.5times morelikely

to undergo aGsectionin a low-risk birth than those living in areas with the
lowest rates. A much higher degree of variation was observedSpanish
healthcare areaswith rates ranging fronzero in some healthcare areas to as
high as 50 in others, reaching levels similar to those seen in Diamismuners
(Fig. 2b and Appendix 1, Table)1The gstematiccomponent ofvariation was
alsolargeacrossthe countries examined, exceeding thaxpected due to chance
by between0.5 and 6-fold, depending on the country analyséBigure2b and
Appendix 1, Table 1).
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Figure2a. Standardied Rates oGsectionin low-risk caseper Figure2b. Standardied Rates oG-sectionin low-risk caseper 10,000
10,000women of reproductive agénatural scale)Year 2009 women of reproductive agénormalsed scale) Year 2009

Each dot represents the relevant administrative area in the cowftiyterest(statistical regions for Slovenialhe yaxis charts the rate per 10,000 inhabitants
(women of fertile age[15-55]). TheFigureis based orthe total number of interventiongerformedin 2009 ineachcountry. InFigure2b, utilisation rates have been
normalised tdfacilitate comparison of the degree of variation across countries.
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Hysterectomy in non-oncologic conditions

Slovenighadthe secondiowestrate of hysterectomy in noincologic conditions
(1 per 550 adult womenper year). Thisfigure is comparable to the rate recorded
in Ehgland, mid-way betweenthose recordedin Denmark,the country with the
highest rat€l per 458 womer) and Spain the country with the lowestate (1 per
677 womer) (Figure3a andAppendix 1, Table)1

Comparedwith other LVCprocedures analyseih this report, the variationin
utilisationratesacross countriesvasrelatively low with rates rangindgrom 14.77
to 21.84 hysterectomies per 10,000 adult woméikewise, incountry variation
waslower than that observed foother LVC proceduresajthough still significant,
particularly in Spain, where difference$ up to 3-fold were observed between
healthcare areagFigure3b and Appendik Table 1).However, the systematic
component of this variationv@ariation not attributable tochancg was low to
moderate
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Standardised utilisation rate per 10,000
Standardised utilisation rate per 10,000

0 J Denmark England Portugal Slovenia Spain

Denmark  England Portugal Slovénia Spain
Figure 3a. Standardised Rates of Hysterectonmononcologic Figure 3b. Standardised Rates of Hysterectamyon-oncologic
conditionsper 10,000 wmen(natural scale). Year 2009 conditionsper 10,000 womergnormalised scale). Year 2009

Each dot represents the relevant administrative area in the cowftiyterest(statistical regions for Slovernialhe yaxis charts the rate per 10,000 inhabita
(womenof fertile age[15-55]). The figure idased onthe total number of inteventionsperformedin 2009 ineachcountry. In Figure 2b, utilisation rates ha
been normalised téacilitate comparison of the degree of variation across countries.
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Non conservative surgery in breast cancer

The rate of norconservativebreastsurgery inSloveniavas comparable witthat
recorded inin Portugaland Spain % per 10,000 womenandwas markedly lower
than that recorded in Denmari8(14 per 10,000 womer(Figure4a andAppendix
1, Table X In line with the findings in Spain, Slovenian wonligng instatistical
regoins with the highest rateshad almost a 4old greater likelihood of
undergoingnon-conservative surgeryhan those living in areas with the lowest
rates. Differences between areas Wwithe highest and lowest rates were smaller
in Portugal, Denmark and England (aroundbl®; Figure 4b and Appendix 1,
Table ).

The systematic componeruf this variationremainedbelow 10%in all countries
except Denmark, where almost 60% of the obsedveariation could not be
deemed randon{Appendix 1, Table)l

Standardised utilisation rate per 10,000
~
1
Standardised utilisation rate per 10,000

4- -1.5-
3
2- -2-
11
0- ‘ 7 ‘ : 2.5 ‘ ‘ ‘ ‘ :
Denmark England Portugal  Slovenia Spain Denmark England  Portugal  Slovenia Spain
Figure 4a. Standardised Rates of non conservative surgery it Figure 4b. Standardised Rates of non conservative surgery ir
breast cancer per 10,000 women (natural sca¥gar 2009 breast cacer per 10,000 women (normalised scafégar 2009

Each dot represents the relevant administrative area in the cowftiyterest(statisticalregions for SlovenjaThe yaxis charts the rate per 10,000 inhabita
(womenof fertile age[15-55]). The figure idased onthe total number of interventionperformedin 2009 ineachcountry. In Figure 2b, utilisation rates ha
been normalised téacilitate comparison of the degree of variation across countries.
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Prostatectomy in benign prostatic hyperplasia

Sloveniahad the lowest agestandardisedrate of prostatectomy in BPH1
intervention per 800 adult men each yearsimilar tothat recorded inPortugal
andmarkedly lower than that recorded in Denmark and Spain ciientries with
the highest rates,at around 1per 500 adult men (Figure5a and Appendix 1,
Table ). A 6-fold difference was observed between areas with the highest and
lowest ratesSlovenia This value fell to4old in Denmark and Spai(Figure5b
and Appendix 1, dble 1) The systematic component of this variation not
attributable to chance ranged from 10% to almost 50% across countries.
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Figure 5a. Standardised Rates of prostatectamyPHper 10,000 Figure 5b. Standardised Rates of prostatectamBPHoer 10,000
men (natural scale) Year 2009 men (normalised scale)Year 2009

Each dot represents the relevant administrative area in the cowftipterest(statistical regions for SloveniaThe yaxis charts the rate per 10,000 inhabita
(men). The figure ibased orthe total number of interventionperformedin 2009 ineachcountry. In Figure 2b, utilisation rates have been normalisefddditate
comparison of the degree of variation across countries.
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The higher the ratef
utilisation of lowvalue
care, the more room there
is to enhance efficiency.

The higher the sysmatic
variation across areas, the
greater the likelihood of
inequitable exposure to
lower-value care linked to
place of residence

[ll.  IN COUNTRY VARIATION

With the exception of adenotonsillectomgnd Gsection in low-risk births
utilisation rates of lower-value care irSloveniavere moderate or lowcompared
to other ECHO countries. In terms of voluresectionin low risk deliveries and
hysterectomies imon-oncologicconditionswere the most relevani{Appendix 2,
Table 2.

Significant driation was observedfor all LVC procedures amined. The
systematic component of variation was particularly significant for certain
procedures, such asuch agGsectionin low risk deliveriegnd prostatectomy in
BPHwhile for otherssuch ashysterectomyand non-conservative breast surgery
behaviour acrossstatistical regionsquite homogeneous with the observed
variation only5%to 8%above that expeted due to chance.

In this section,the geographicalpattern of utilisation for each procedure is
mapped out for the two relevant tiers of thieealth system organisatiothe 12
statistical regions and @hesionregions

2 KSYS@SNI L2 & & AoadeNFTS yLINPFE ARSAa S2Fa Sé& 2 NJ dz
alternative procedures have been included in #galysis to better characterise

the observedphenomena

The potential for minimisation of LV(@tilisation is also mapped out; each
geographical areas identfied by its distancein excessasesto the desirable
benchmark To this end,wo scenarios have beeronsidered:the first takes as
reference the behaviour of thetatistical regios with the lowest rate (lowest
10%of the 12 regiors); while theother, mae conservativescenariobenchmarks
againstthe lowest quartile of rate distributioin the country(25" percentile of
utilisationand below.

Althoughin principle utilisation oLVC isnore oftenexplainedby local medical
practices regions may stilplay some role in other factors such the availability
of servicesandthe organisation of care deviceshichmay affectdecisions made
locally.

Variation inutilisation of each.VQprocedureis represented using two geographic
units: statistical regiongnd regiors. The firstmapping is composed of 1hits and
the second comprise2regions.Analysis bytatistical regionss more linked to local

medical practiceswhilst regions carbe considereda surrogate for regional policies
affecting allstatistical regionsvithin.
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Adenoidectomy and/or tonsillectomy

The highest quintile of agstandardised utilisation ratesovered statistical
regionsfor which120interventions per 10,000 childrewere recordedwhile the
lowest quintile encompassed rates ranging fros# to 65 interventions per
10,000 childrenThe geographic patterrevealeda concentratiorof high ratesn
the eastand southwet; lowest ratesappeared to cluster ithe centralband of
the country (paleareas inFigure6).

Values range

| Nocases

Q1 (53.59-65.45)
Q2 (80.26-85.45)
Q3 (87.63-93.12)
Q4 (96.43-114.76)
Q5 (121.07-124.25)

Figure 6 Age and sexstandardisecadenoidectomy and/or tonsillectomy utilisation rate per 10,000 children up to 14 years of age. 1
Statistical Region¥ear 2009

The darker the brown colour the higher the exposure to adenotonsillec®taiystical Regionare clustered into 5 quintiles according to their rate value (Q1
Q5). Legend indicates the range of standardised rates within each quintile.

When the analysigiasperformed bycohesionregion,VzhodnaSlovenijashowed
clearly higher ratesalthough the differencesshown in Figure 7 were much
smaller than thosen Figure6, in whichthe full range of variation within regi@n
isdisplayed rather than smoothed out

10
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| ZAHODNA SLOVENIJA (64.81)
|| VZHODNA SLOVENIJA (99.80)

Figure7. Age and sexstandardisechdeno and/or tonsillectomy utilisatiorate per 10000 children up to 14 years of age
2 cohesion regionsrear 2009

The greatest opportunities fominimising the use of adenotonsillectomyere
found in the southeastern part of the country(Figures 8 and 9). In the most
conservative scenariothe areas most in need of intervention to decrease
utilisationwere thoseperforming up to272excess adenotonsillectomiger year
(274 per yearwhen using the more demandingenchmarkof Scenariol). The
overall number of excess interventions in the country in 20@8 conservatively
estimated at around 802, of which around 650were concentrated in Vzhodna
SlovenijgAppendixt, Table 3)

11
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Values range

" pe || No cases
g P10 Reference value
Q1(6.27,32.34)
, ’ Q2 (49.70,54.09)
?,\ ~ Q3 (59.06,93.43)
L e » Q4 (155.78,274.47)

Figure & Excess cases of adenotonsillectomy $tistical Regian
Scenario |I: minimisation to P10. $atistical Regionyear 2009

Values range

|| Nocases
P25 Reference value
Q1 (25.31,48.76)
Q2 (52.84,58.08)
Q3 (60.46,92.69)
Q4 (153.58,271.98)

Figure ®. Excess cases of adenotonsillectomy i@tistical Regian

Scenario Il: minimisatioto P25. 12Statistical Region¥ear 2009

The darker théluecolourthe larger the difference between the observed hemof cases and the benchmark. Excesssare estimated assuming Sthtistical
Regionghey behavedike thosewith the lowest utilisation ratesP10 and P25Statistical Regionare clustered into 5 quintiles according to themberof exces:

caseqQ1 to Q%. legendindicatesthe range wihin each quintile.

ZAHODNA SLOVENIJA (143)
VZHODNA SLOVENIJA (669)

Figure @&. Excess cases of adenotonsillecto®genario |
minimisation toP1Q 2 cohesion region¥.ear 2009

| ZAHODNA SLOVENIJA (141)
VZHODNA SLOVENIJA (654)

Figure ®. Excess cases of adenotonsillecto®genario Il
minimisation to P252 cohesion regionsyear 209

The darker the greecolourthe larger thenumber ofexcess cases ested at the regional level, assuming sitistical regiondehavelike the benchmark ¢
minimal utilisation(P10 and P25) egendindicatesthe valuesfor each region.

12
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Caesarean section in low-risk births.

Gsection 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 literatures Haghlighted
overuse, and in particular, misuse in lowelue indications such as lefigk and
normal births.

First we will look at GSectionusein any conditionn Sloveniaand how itrelates

to burden of diseasemeasured aghe rate of births with omplications per
10,000 womer(see definitions in Appendix.4igures 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 conditioappeared to
concentrate inPomurska, Korosca and Podravék@ to 50% excess risandto a
lesser extent inGorenjska and Goriska (208%cess risk(blue shadng in Figure

10)

Observed to expected

below 50% less
20-50% less
20% less

not significant
20% more
20-50% more
above 50% more

Values range

| No cases
~ Q1(94.37-122.53)

Q2 (144.91-152.32)
Q3 (154.45-198.91)

Q4 (202.82-229.42)
Q5 (242.50-251.47)

Figure9. Agestandardisedate of births with complicatioper Figure D. Observed/expected ratio of admissions for births with
10,000 women12 statistical regions Year 2009 complication 12 Statistical Region¥ear 2009

Map on theleft: The darker the brown colour, the higher the rate of births with complications among women living in that areac@teggibns areas ai
clustered into 5 quintiles according to their rate value (Q1 to Q5). Legend indicates the range of staddatds within each quintile. Map on the right: bir
with complications in each area relative to the expected average burden. Blue shading indicates areas with excessxpsisoegrand pink shading deno
lower than expected risk, indicatinglave protection or undeexposure compared with the rest of the country. White areas correspond to average rela
(ratio of observed/expected=1).

13
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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 ofs€ction utilisation can be
reasonably expected. However, the pattern revealed in Figure 11 shows a great
deal of incogruence when compared with those shown in Figures 9 and 10. The
conclusion that can be drawn is that the intensity oBéCtion utilisation in
several healthcare areas in the country is driven by factors other than reed.
instance, Savinjska which hadthe lowest relative risk of complicated births,
stood out as one of the populationsost exposed toGsection and had the
highest intensity of use of-sectionfor low-risk births Conversely, Gorenjska,
which had ahigh relative risk of complicated birtheankedamong the lowesin

the country in terms ofntensity of Gsectionuse, andhad anintermediaterate

of Gsection usdor lower value indicatios

Exploring the extent athe overlap between &ection utilisation patterns and-C
section in lowrisk deliveries (lowewalue care) shows thaPomurskaand
Podravskahad moderately highrates of Gsection utilisation and among the
lowest levels ofexposure to lowetvalue interventiongFigures 11 and 12)Most
regions with high Gsection rates also had higher rates of lower-value care.
However it is also worth noting thasome areas with lowmedium levels ofG
section use (Obalnekraska) had high levels of exposure tdower-value
interventions.

Values range

| Nocases
| Q1(10.96-13.47)

i Q2 (15.37-16.73)

Figure 1. Agestandardised rat®f Gsecionsper 10,000nomen Figure 12Agestandardised rat®f Gsectionsin low-risk deliveries
aged 1555, 12 Statistical Region¥ear 2009 per 10,000nvomen aged 15%5. 12 Statistical Region¥ear 2009

Values range

- No cases

Q1 (56.16-59.42)
Q2 (63.69-63.96)
Q3 (65.83-72.26)
Q4 (74.72-76.93)
Q5 (78.65-91.53)

Q3 (16.89-23.06)
Q4 (29.69-30.22)
Q5 (31.45-38.79)

The darker the brown colour, the higher the probability that women of reproductive agg ilivthose areas will undergo the procedure. Statistical region
clustered into 5 quintiles according to their rate value (Q1 to Q5). Legend indicates the range of standardised ratetvithiimtile.

14
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Differences between areas with theéghest and lowest rates reached oveifold
(Appendix 2, Table)220% of this variationould notbe deemed random

When the same analysigasconducted at regional levethe mismatch between
burden of births with complications and intensity G-sectionuse smoothedout
(Figures 13 to 15) indicating that the intensity of use is mainly related to local

practices

|| ZAHODNA SLOVENIJA (164.01)
"] VZHODNA SLOVENIJA (179.14)

Figure B. Age standardised rate of birthstiwvicomplications per
10,000 women2 regions Year 2009

Observed to expected

below 50% less
20-50% less
20% less

not significant
20% more

| 20-50% more
above 50% more

Figure 4. Observed/expected ratio of admissions for births with

complication 2 regions Year 2009

Map on the left: The darker the broveolour, the higher theexposureo complications amam womenof reproductive agdiving in that region Legendindicates
the actual values of the standardised rate. Map on the right: relativeofislirth with complicatiorin the region comparedith the expected average exposu
Blue shading indicates ae with excess risk (overexposure), and pink shading denotes lower than expected risk, indicating relative protectioexqyasule
compared with the rest of the country. White areas correspond to average relative risk (ratio of observed/expected=1).

| ZAHODNA SLOVENIJA (64.01)
|| VZHODNA SLOVENIJA (71.36)

Figure b. Agestandardised ratef Gsectionsper 10,000women
aged 1555. 2 regions Year 2009

ZAHODNA SLOVENIJA (17.29)
| VZHODNA SLOVENIJA (21.92)

Figure 16Agestandardised ratef Gsectionsin low risk deliveries
per 10,000nomen aged 155. 2 regions Year 2009

15
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The distance between the observed exposure to lowaue Gsections and the
optimisation benchmarks is shown Figures 17 and 18 forhe two tiers of
administration;statisticaland cohesionregions.

The most conservative scenario of minimisatiéig(res 17b and 1B) estimates
excess lower valu€sectiors inSlovenian 1 yearat 415 interventions(Appendix
2, Table 3). The distribution of those cases is obviously uneven astasstical
regions the darker shades ifrigures 17a andl7b denote areas that may be
priority targets for interventions to reduce-$§&ction utilisationin low-risk births
(the maximumlocal potential for reduction is estimated at betweé and B5
interventions per yearQ4 inFigures 17a and.7b).

Values range

\7 No cases
| P10 Reference value
| Q1 (4.66,25.41)

Q2 (32.08,32.55)

Q3 (34.55,36.68)

Q4 (60.70,195.31)

Figurel7a. Excess c&s of Csection in low risk deliveries per
Statistical Regiarscenario | minimisation to P10.
12 Statistical Region¥ear 2009

Values range

["] No cases
P25 Reference value

| Q1(3.24,20.60)
Q2 (24.81,32.07)
Q3 (32.08,32.46)

Q4 (56.57,185.81)

Figurel7hb. Excess cases ofs€ction in low risk deliveries per
Statistical RegiarScenario Il minimisation to P25.
12 Statistical Region¥ear 2009

The darker theblue colour the larger the difference between the observed bemof cases and the benchmark. Excess cases are estimated apsulil
Statistical Regionthey behavedike those with the lowest utilisation ratesP10 and P25Statistical Regionare clustered into 5 quintiles according to t

numberof excess cas€Q1 to Q%. legendindicatesthe range within each quintile.
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HEALTHCARE OPTIMIZATION

The same quantification was conducted at the regional level to identify potential
means of reducing the usef lower value &ectiors (Figures 18 a and b). The
number of potentially avoidable casesas estimated abetween 288 and 314

per year for Vzhodna Slovenijand from 113 to 162 for Zahodna Slovenija,
depending on theninimising scenariased.

|| ZAHODNA SLOVENIJA (162) ZAHODNA SLOVENIJA (113)
VZHODNA SLOVENIJA (314) VZHODNA SLOVENIJA (288)
Figure 18. Excess casesdection in low risk deliveries Figure 18. Excess casesdection in low risk deliveries
Scenario | minimisation to P10. 2 regiogar 2009 Scenario Il minimisation to P2Bregions Year 2009

The darker the greeoolourthe larger thenumber ofexcess cases estted at the regional level, assuming sitistical regiondehavelike the benchmark ¢
minimal utilisation(P10 and P25)egendindicates thevaluesfor each region.

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 controveraial it is not considered a first
line approach. In those cases hysterectomy can be considered-\aiee care.

Figures 19 and 20 allow for a comparison of the distribution of the two types of
hysterectomyacrossstatistical regions in Slovenia
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HEALTHCARE OPTIMIZATION

Figurel9. Agestandardigd rate of hysterectomyfor non- Figure 20Agestandardigd rate of hysterectomy in uterus cancer
oncologicdiagnosiger 10,000 women aged 18 years or older per 10,000 wanen. 12 Statistical Regions
12 Statistical Reaionsear 2009 Year 2009

The darkethe browncolour, the higher the exposure to sierectomyfor women livingin those areasStatistical regionsre clustered into 5 quintiles accordi
to their utlisation rate value (Q1 to Q5)egendindicatesthe range of standardised rates within each quintile.

Figure 21Hysterectomy utilisatioin non-oncologicdiagnose Figure 22Hysterectomy utilisatiofn uterus cancer
(agestandardizedate per 10,000 women aged 18 years or o)jder  (age-standardised rate per 10,000 womgei2 regions Year 2009
2regions. Year 2009
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