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I.   EXECUTIVE SUMMARY 

 

¶ This report analyses the magnitude and the geographical variation of 

utilisation of five procedures deemed lower-value care in 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 prostatectomy in benign 

prostatic hyperplasia, utilisation rates of lower-value care in Spain are 

relatively low compared to other ECHO countries. In terms of volume, 

adenotonsillectomy and hysterectomy in non-oncologic conditions seem 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- Those superseded by more cost-effective alternatives (non-conservative 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 overuse (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 two scenarios of 

άƳƛƴƛƳƛǎŀǘƛƻƴ ƻŦ [ƻǿŜǊ-ǾŀƭǳŜ /ŀǊŜ ǳǎŜέΥ   

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

utilisation (90% of areas will exhibit rates above that threshold). 

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

utilisation (75% of areas will exhibit rates above that threshold).  

The potential for realignment is assessed as the difference between the 

number of procedures observed and those expected if LVC utilisation were 

minimised to either level. 

Health Systems bear 

substantial opportunity-cost 

in using interventions 

deemed lower-value. 

Quantifying the utilisation of 

this type of care and its 

systematic variation across 

policy-relevant geographical 

units offers at a glance 

insight about the local 

potential for enhancing 

efficiency (i.e. value-based 

provision of care). 

In addition, geographical 

ŘƛŦŦŜǊŜƴŎŜǎ ƛƴ ǊŜǎƛŘŜƴǘǎΩ 

exposure to lower-value care 

might signal inequities in 

access to quality and safe 

care that should be tackled. 

 



 

 2 

EUROPEAN COLLABORATION FOR 

HEALTHCARE OPTIMIZATION 

 

¶ Though variation is significant for all LVC procedures examined, ranging from 

3 to 35-fold difference; the systematic component of variation is relevant for 

certain ones, such as c-section in low risk deliveries with 1.26 times more 

variation than would be expected by chance, or adenotonsillectomy and 

prostatectomy in BPH exceeding in 21 and 18% the variation deemed 

random. In turn, the behaviour across areas of the other procedures seems 

to be more homogeneous, with a bare 8 to 11% of the observed variation 

above what would be expected by chance. 

¶ Non-conservative breast surgery and prostatectomies in benign hyperplasia 

utilisation rates have tended to be stable, slightly decreasing over the period 

of analysis (2002-2009). A bit more substantial was the 21% decrease in 

hysterectomy in non-oncologic conditions and the 23% increase in 

adenotonsillectomies. Additionally, c-section use in low risk deliveries 

showed an irregular profile over time, although with a net increase of 7%. 

¶  The systematic variation across healthcare areas has not suffered great 

changes either and in most conditions stayed at moderate levels over time. It 

is worth noting that variation not deemed random in c-section use in low risk 

deliveries was extremely high, exceeding by far what would be expected by 

chance. This, together with the distinct rates detected across healthcare 

areas, points out an uneven variation of exposure to this procedure across 

women residing in different areas. 

¶ The distribution of lower-value care utilisation seems to be quite 

homogeneous across different quintiles of healthcare area average wealth. 

Only prostatectomy in BPH surgery showed statistically significant differences 

between better and worse-off areas: from 2006 to 2009 the rate was 

significantly higher in wealthier healthcare areas. Thus, for this procedure, 

higher average income seems to increase exposure to lower value care.   

¶ In principle, utilisation of LVC is more often explained by local medical 

practices; however, regional framing may still play some role in other factors 

such as services availability, organisation of care paths, or incentives 

framework, which may affect decisions made at local level. Interestingly, the 

percentage of variation explained by the region is only 7 to 13 % for c-section 

in low risk births, adenotonsillectomy and non- conservative surgery in breast 

cancer; but it goes up to 16% in the case of prostatectomy in benign 

hyperplasia and 22% for non-oncologic hysterectomy. 
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¶ The analysis conducted, suggests that there is still for enhancing value for 

money in the Spanish system. Although Spain shows relative low rates 

compared with the other ECHO countries, LVC utilisation have tended to 

remain unchanged over the period of analysis, as well as variation not 

deemed random staying at moderate levels, residing the main driver at local 

level. In spite of this, prostatectomy in BPH high rates and 

adenotonsillectomy increasing trend would deserve special consideration. 

Focusing on local practices, particularly learning cascades and established 

medical practice styles, together with patient information and empowerment 

in decision-making, and in some specific cases, on regional policies will 

potentially have a major impact.  

¶ Further analysis on institutional factors underpinning overexposure to LVC at 

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

regional framing, will serve as basis for recommendations to guide relevant 

decision makers in tackling this allocative inefficiency.  Savings are not 

warrantedΣ ǘƘŜ ŀƛƳ ƛǎ ŦƻǎǘŜǊƛƴƎ άǾŀƭǳŜ ŦƻǊ ƳƻƴŜȅέ ƛΦŜΦ ŀǾƻƛŘ ƴƻƴ-efficient 

public expenditure. 

 

 



 

 

4 

4 

EUROPEAN COLLABORATION FOR 

HEALTHCARE OPTIMIZATION 

 

II.    INTERNATIONAL COMPARISON 

 

This section lays out the utilisation of selected lower-value care (LVC) procedures 
in Spain compared to 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.  

 

Adenoidectomy and/or tonsillectomy 
 

Spain shows the third highest age-standardised rate of adenotonsillectomy across 

ECHO countries (figure 1a), around 1 in 185 children below 14 years old 

underwent the procedure in 2009. This value is about 61% higher than that found 

in Denmark, the country with the lowest rate where 1 in 300 children were 

intervened in 2009 (table 1 in Appendix 1). 

The ratio between the highest and lowest rates in Spain is the highest for ECHO 

countries: there is about a 5-fold chance of getting the procedure for children 

living in high rate healthcare areas. Denmark and Portugal go next with 

differences, larger than 3, while England and Slovenia remain in the area of 2.5-

fold probability, comparing children living at high intensity areas to those at low. 

The systematic component of this variation has proven relevant in all countries 

examined except England, ranging from 21% to 66 % beyond what would be 

randomly expected (figure 1b, see also table 1 in Appendix 1). 

 

 

 

 

 

  

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 (normalised scale). Year 2009 

 Each dot represents the relevant administrative area in the country (healthcare areas for Spain). The y-axis charts the rate per 10,000 inhabitants (women in 

fertile age 15-55). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation rates have been normalised to ease 

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 in enhancing the 

value of health care 

provided, compared to 

other relevant countries.  
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Caesarean section in low risk pregnancies and deliveries  

 

C-section is considered a highly effective procedure in avoiding maternal and 

child mortality at birth as well as complications derived from foetal distress. 

However, in the last decade, literature is abounding in evidence of overuse, and, 

particularly, misuse in lower-value indications such as low risk and normal births.  

Spain, with 9 c-sections in low risk births per 10,000 women in reproductive age, 

lays at the bottom of the range across ECHO countries. This rate doubles the 

Portuguese one, halves the English and Slovenian, and is up to 5 times lesser than 

the Danish rate (figure 2.a and Table 1 in Appendix 1). Interestingly, regardless 

the size of the rate, variation for this procedure across the territory seems to be 

remarkable in all countries. In this case, Spanish healthcare areas range between 

null cases and figures raising close to Danish kommuners, as a result the ratio of 

variation rocketing up to 50 (figure 2.b). 

The systematic component of this variation is also large across the countries 

examined, exceeding that expected by chance in a range from 50% to more than 

6 times (figure 2. b and table 1 in Appendix 1).  

  

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

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

Each dot represents the relevant administrative area in the country (healthcare areas for Spain). The y-axis charts the rate per 10,000 inhabitants (women in fertile 
age 15-55). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation rates have been normalised to ease 
comparison of the degree of variation across countries. 
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Hysterectomy in non-oncologic conditions 

 

Spain shows the lowest rate of hysterectomy in non-oncologic conditions (one in 

677 adult women in a year); 48% lower than those found in Denmark- one in 458 

women- the country with the highest rate (figure 3.a and table 1 in Appendix 1).  

Compared to other cases of LVC presented in this report, the variation of 

utilisation across countries seems less marked, ranging from 14.8 to 21.8 

hysterectomies per 10,000 adult women; likewise, within country variation is 

smaller than other LVC procedures, though still significant, particularly in Spain, 

where women face differences close to 3 times, across the territory (figure 3.b 

and table 1 Appendix). However, the systematic component of this variation 

(variation beyond chance) is low to moderate.  

 

 

 

 

 

 

 

 

 

 

 

 

  

Each dot represents the relevant administrative area in the country (healthcare areas for Spain). The y-axis charts the rate per 10,000 inhabitants (women in 

fertile age 15-55). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation rates have been normalised to ease 

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 Spain is the lowest, although 

aligned with that in Slovenia and Portugal (4.31 per 10,000 women), is far from 

that in Denmark -8.14 per 10,000 women (figure 4.a and table 1 Appendix 1). In 

addition, women living in those healthcare areas with the highest rates have 

close to four times more chances of getting non-conservative surgery than those 

living at the bottom of the utilisation range; very similar to what happens in 

Slovenia. In turn, in Portugal, Denmark and England extreme differences are 

smaller, around twice, depending on the area of residence (figure 4.b and table 1 

Appendix 1).  

However, the systematic component of this variation is uniformly below 10% in 

all countries but Denmark, where almost 60% of the observed variation 

compared to ECHO areas could not be deemed random (table 1 Appendix 1). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Each dot represents the relevant administrative area in the country (healthcare areas for Spain). The y-axis charts the rate per 10,000 inhabitants (women in 

fertile age 15-55). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation rates have been normalised to ease 

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 

 

Spain shows, the second highest age-standardised rates of prostatectomy in BPH, 

1 intervention in 549 adult men each year, far from the numbers observed in the 

countries with the lowest rates, Portugal and Slovenia, close to 1 in 800 adult 

men (Figure 5a and table 1 Appendix 1). Regarding the ratio between extreme 

areas, Slovenia shows the highest (6-fold difference) followed by Denmark and 

Spain with adult men living in the highest rate areas bearing 4 times more 

chances of getting a prostatectomy (Figure 5b and table 1 Appendix). The 

systematic component of this variation was relevant across all countries 

examined, ranging from 10 to almost 50%, not amenable to randomness. 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

Each dot represents the relevant administrative area in the country (healthcare areas for Spain). The y-axis charts the rate per 10,000 inhabitants (women in 

fertile age 15-55). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation rates have been normalised to ease 

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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III.    IN COUNTRY VARIATION 

 

With the exception of prostatectomy in benign prostatic hyperplasia (BPH) and 

adenotonsillectomy, utilisation rates of lower-value care in Spain are relatively 

low compared to other ECHO countries. In terms of volume, adenotonsillectomy 

and non-oncologic hysterectomy seem to be the most relevant (table 2 in 

Appendix 2).   

Although variation is significant for all LVC procedures examined -ranging from 3 

to 35-fold chances of getting the procedure depending on the healthcare area of 

residence-, the systematic component is particularly relevant for certain ones, 

such as c-section in low risk deliveries, adenotonsillectomy or prostatectomy in 

BPH; for the remaining procedures (i.e. non conservative surgery in breast cancer 

and hysterectomy in non-oncologic conditions) the behaviour across areas seems 

to be quite homogeneous. 

Along the following pages, the geographical pattern of utilisation for each 

procedure will be presented, mapping out the two relevant tiers in the Spanish 

health system organisation: healthcare areas and Comunidades Autónomas (also 

named as 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 their distance in excess-cases to the desirable 

benchmark; to this end, two scenarios have been adopted: the first takes as 

reference the behaviour of the healthcare areas in the 10th percentile of rates 

distribution (90% of the 199 healthcare areas will be above that threshold); the 

other scenario, more conservative, benchmarks against the 25% lowest rates in 

the country (75th of the areas will have higher utilisation).  

The higher the rate of 
utilisation of low value 

care, the higher the room 
for enhancing efficiency. 

The higher the systematic 
variation across areas, the 

larger the chances of 
inequitable exposure to 

lower-value care linked to 

the place of residence. 

Variation in utilisation of each LVC procedure is represented using two 

geographical units: healthcare areas and regions. The first mapping is composed of 

199 units and the second comprises 17 regions. Analysis by healthcare areas 

would be more linked to local medical practices, whilst regions could be 

considered a surrogate for regional policies affecting all the healthcare areas 

within. 
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Adenoidectomy and/or tonsillectomy 

 

These are still very frequent paediatric surgeries, despite their indication being 

restricted to a relative small fraction of children: those with significant 

obstructive apnoea (adenotonsillectomy), recurrent otitis media and ventilation-

tube placement, or with chronic/recurrent sinusitis and failure of appropriate 

antibiotic therapy (adenoidectomy) and children with severe acute recurrent 

tonsillitis (tonsillectomy). Unwarranted geographical variability has been 

recorded for these procedures since 1938 to nowadays. 

The highest quintile of age-standardised utilisation rates includes healthcare 

areas ranging between 61 and 113 interventions per 10,000 children while the 

lowest goes from 7 to 32 (figure 6). Variation across areas with extreme rates is 

considerable -close to 5-fold between percentile 95 and 5th. 21% the variation is 

beyond that expected by chance (table 2 in Appendix2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Figure 6. Age-sex standardised adenoidectomy and/or tonsillectomy utilisation rate per 10,000 children up to 14 years old.                                                                
199 healthcare areas. Year 2009 

The darker the brown the higher the exposure to adenotonsillectomy. Healthcare areas are clustered into 5 quintiles according to their rate value (Q1 to Q5) ς

legend provides the range of standardised rates within each quintile. 
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When the analysis is performed by region, Canary Islands, Extremadura and 

Navarra stand out, followed by Castilla-León, Cantabria and La Rioja. In turn, 

Madrid, Asturias, Murcia and Balearic Islands show the lowest rates (figure 7). 

The regional level explain 13% of the observed variation, suggesting a minor 

regional role in this medical practice (table 2 in Appendix 2). 

 

 

 

 

 

 

 

 

 

 

 

The larger opportunities for minimising the use of adenotonsillectomy tend to be 

found where the highest rates were previously detected (figures 7 and 8). In the 

most conservative scenario, those areas more in need of intervention to decrease 

utilisation would be performing up to 541 adenoidectomies and /or 

tonsillectomies in excess per year (633 when using the more demanding 

benchmark in scenario I). The overall number of excess interventions in the 

country in 2009 can be conservatively estimated around 13,003 (table 3 in 

Appendix 2); half of them concentrated in Andalucia, Cataluña, Valencia and 

Canarias regions (figure 9.b). 

 

 

Figure 7. Age-sex standardised adenoidectomy and/or tonsillectomy utilisation rate per 10,000 children up to 14 years old.                                                                

17 regions. Year 2009 
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The darker the green the larger the number of excess cases estimated at region level, if all healthcare areas behaved as the benchmark of minimal utilisation        
(p10 and p25) - legend provides values for each region. 
 

  

Figure 9.a. Excess cases for adenotonsillectomy. Scenario I: 

minimisation to p10. 17 regions. Year 2009  
Figure 9.b. Excess cases for adenotonsillectomy. Scenario II: 

minimisation to p25. 17 regions. Year 2009 

 

 

 

The darker the blue the larger the difference between the observed number of cases and the benchmark -excess cases if areas behaved as those healthcare areas 
with the lowest utilisation rates -p10 and p25. Healthcare areas are clustered into 5 quintiles according to their level of excess cases (Q1 to Q5) ςlegend provides 
the range within each quintile. 
 

Figure 8.a. Excess cases for adenotonsillectomy per healthcare 
area. Scenario I: minimisation to p10. 199 healthcare areas. Year 

2009  

Figure 8.b. Excess cases for adenotonsillectomy per healthcare 
area. Scenario II: minimisation to p25. 199 healthcare areas. Year 

2009 
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Caesarean section in low risk births 

 

C-section is considered a highly effective procedure in avoiding maternal and 

child mortality at birth as well as complications derived from foetal distress. 

However, in the last decade, literature is abounding in evidence of overuse, 

particularly misuse in lower-value indications such as low risk and normal births.  

First, a glance at c-section use in any condition in Spain and how it relates to 

burden of disease -measured as rate of births with complications per 10,000 

women (see definitions in Appendix 4). Figures 9 and 10 illustrate how burden of 

disease maps out across healthcare areas, both in absolute terms (standardised 

rates) and expressed in relative risk of exposure (ratio observed to expected). 

Relative risk appears quite polarised with most healthcare areas presenting 

either more (blue shades in figure 10) or fewer births with complications than 

expected (pink areas in figure 10).  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

 

Figure 9. Age standardised Births with complication rate per 

10,000 women. 199 healthcare areas. Year 2009      
Figure 10. Admissions Ratio Observed/expected Births with 

complication. 199 healthcare areas. Year 2009 

 

 

Map on the left: The darker the brown, the higher the rate of births with complications among women living in that area. Healthcare areas are clustered into 5 

quintiles according to their rate value (Q1 to Q5) ςlegend provides the range of standardised rates within each quintile. Map on the right: births with complications 
in the areas compared to the expected average burden. Blue shades flag areas with excess risk (overexposure); pink shades denote risk below the expectation, thus 
relative protection or under-exposure compared to the rest of the country. White areas correspond to average relative risk (observed/expected=1). 
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An overlapping, even if imperfect, between the mapping of higher relative risk of 

births with complications and more intensity in utilisation of c-sections can be 

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

deal of incongruence when compared with those arising in figure 9 and 10. The 

conclusion that can be drawn is that the intensity of c-section performance in 

several healthcare areas in the country seems to be driven by factors other than 

need. 

Exploring the degree of overlapping between c-section utilisation patterns and c-

section in low risk deliveries (lower value care) yields a more congruent picture 

(figures 11 and 12). This suggests that in most of those areas with high c-section 

in low risk deliveries rates, women might be bearing a higher rate of c-sections in 

general. However, it is also worth noting that there are also areas with low-

medium intensity of c-section use that seem to suffer high levels of exposure to 

lower-value interventions.  

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  

The darker the brown, the higher the probability of getting the procedure among women in reproductive age living in those areas. Healthcare areas are clustered 
into 5 quintiles according to their rate value (Q1 to Q5) ςlegend provides the range of standardised rates within each quintile. 

 

 

 

Figure 11. Age standardised c-section rate per 10,000 women aged 

15-55. 199 healthcare areas. Year 2009 

Figure 12. Age standardised c-section rate in low risk deliveries per 

10,000 women aged 15-55. 199 healthcare areas. Year 2009 
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Variation for this procedure across the territory is remarkable: Spanish 

healthcare areas, range between null cases and figures close to 40 cases per 

10,000 women, as a result women living in areas with the highest rates bear up 

to 35 times more chances of undergoing a lower value c-section. Besides, 

variation not deemed random is 1.3 times above that expected by chance. The 

regional level seems to explain a small 7% of the detected variation across 

healthcare areas (table 2 in Appendix 2). Thus main driver in variability seems to 

lay on local medical practice. This high level of heterogeneity in the provision of 

this lower value care procedure, suggest that there is plenty of room for 

enhancing appropriateness in the provision of c-section. 

When the analysis is conducted at regional level, there is certain correlation 

between burden of births with complications and intensity in use of c-section, 

particularly in the southern regions with the highest rates of complicated births 

and with rates of c-section among the highest (figures 13 to 15). But, certain 

mismatching is also observed in regions as Navarra or Canarias with high burden 

of complications and low intensity in C-section; conversely, Castilla-León, with 

low rate of complicated births, exhibits one of the highest of c-section. 

The regional pattern of lower value c-sections seems to somehow depart from 

the overall intensity (figures 15 and 16); in País Vasco, Cantabria, Asturias and 

Galicia relative average-low rates of c-section correspond to the highest regional 

level of lower-value procedures. The opposite pattern can be detected in Murcia, 

La Rioja and to a lesser extent Andalucia, showing among the largest rates of c-

section, but among the smallest for the lower-value indication   
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Figure 13. Age standardised Births with complications rate per 
10,000 women. 17 regions. Year 2009      

Figure 14. Admissions Ratio Observed/expected Births with 
complication. 17 regions. Year 2009 

 

 

 
 

Map on the left: The darker the brown, the higher the exposure to complications among women in reproductive age living in that region ςlegend provides the 
actual values of the standardised rate. Map on the right: relative risk of birth with complication in the region compared to the expected average exposure. Blue 
shades flag areas with excess risk (overexposure); pink shades denote risk below the expectation, thus relative protection or under-exposure compared to the rest 
of the country. White areas correspond to average relative risk (observed/expected=1).  

 

  

Figure 15. Age standardised c-section rate per 10,000 women aged 
15-55. 17 regions. Year 2009 

Figure 16. Age standardised c-section rate in low risk deliveries per 
10,000 women aged 15-55. 17 regions. Year 2009 

 

 

The darker the brown, the higher the probability of getting the procedure among women in reproductive age living in that region. Healthcare areas are clustered 
into 5 quintiles according to their rate value (Q1 to Q5) ςlegend provides the range of standardised rates within each quintile. 


