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At a glance
This chapter examines variation in three women’s 
healthcare interventions and two maternity care 
items. Analysis by Statistical Area Level 3 (SA3) 
showed marked rate differences across Australia 
in hysterectomy, endometrial ablation, cervical 
loop excision and cervical laser ablation, and 
third- and fourth-degree perineal tears.

Hysterectomy (surgical removal of the uterus 
– womb) and endometrial ablation (surgical
removal of the inner lining of the uterus) are 
commonly used to treat heavy menstrual 
bleeding. The hysterectomy rate in Australia is 
one of the highest reported in the Organisation 
for Economic Co-operation and Development 
(OECD), and there is concern that hysterectomy 
may be overused to treat benign conditions.1-3

This Atlas observed a seven-fold difference 
between the lowest and highest rates of 
hysterectomy and a 21-fold difference in rates 
of endometrial ablation. The finding extends 
understanding of variation from the first Atlas4, 
and confirms there is marked variation in use 
of each procedure across Australia. Higher 
rates of hysterectomy in some areas could 
be due, in part, to lower use of less invasive 
treatments for heavy menstrual bleeding. 
Although hysterectomy stops menstrual bleeding 
in all women, it is a major surgical procedure.5 

Pharmaceutical treatment is recommended 
as the first-line treatment for heavy menstrual 
bleeding, and endometrial ablation as the first 
surgical option, if appropriate and the woman 
prefers it.5-7 Improving access to these effective 
treatments may help some women avoid the 
need for hysterectomy.8

This Atlas observed an 18-fold variation in 
rates of cervical loop excision or cervical laser 
ablation. Expanding availability of these precancer 
treatments in outpatient settings and ensuring 
use consistent with guidelines may reduce 
this variation.

In selected women aged 20–34 years, the Atlas 
observed a three-fold variation in caesarean 
section rates. Australia has a higher rate of 
caesarean section than the OECD reported 
average.9 Ensuring that young women with 
uncomplicated pregnancies have information 
and access to services that support their choices 
for first birth will help ensure the appropriate 
use of caesarean section. 

In all women giving birth vaginally, the Atlas 
observed a 12-fold variation in rates of third- and 
fourth-degree perineal tears. Developing an 
agreed national standard of care to minimise the 
risk of perineal trauma in childbirth is a priority.

Chapter 3
Women’s health and maternity
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Recommendations

Hysterectomy and endometrial ablation

3a.	 The Medicare Benefits Schedule (MBS) Review 
Taskforce to ensure that MBS item descriptors 
relating to treatments for heavy menstrual 
bleeding are aligned with the care described 
in the Heavy Menstrual Bleeding Clinical 
Care Standard.

3b.	State and territory health departments to ensure 
that women who have heavy menstrual bleeding 
have been offered clinically appropriate treatment 
options, as described in the Heavy Menstrual 
Bleeding Clinical Care Standard, before they 
are placed on a waiting list for hysterectomy.

3c.	 Relevant professional colleges to include 
intrauterine device insertion within their advanced 
training programs. They should also review 
incentives for clinicians to participate in continuing 
professional development training programs 
on intrauterine device insertion, and access 
to such programs, to increase the number of 
clinicians skilled in insertion of the levonorgestrel 
intrauterine system.

Cervical loop excision and cervical 
laser ablation

3d.	State and territory health departments to 
implement outpatient models of care for cervical 
loop excision and cervical laser ablation to ensure 
that, if clinically appropriate, patients can be 
offered treatment in outpatient settings.

Caesarean section

3e.	 The Commission to work with relevant colleges 
and specialist societies to develop decision 
support tools on birth options for pregnant 
women aged 34 years and under without 
complications for birth. 

3f.	 Maternity health services to ensure regular 
clinical review of perinatal data (National Core 
Maternity Indicators and additional data from 
perinatal datasets) by a multidisciplinary team 
that includes neonatologists.

3g.	 The Australian Institute of Health and Welfare, 
in collaboration with data providers and other 
stakeholders, to investigate ways of improving 
reporting of caesarean section rates according to 
obstetric and neonatal risk factors, such as use 
of the Robson classification.

3h.	 The Commission to refer the Atlas findings to the 
Community Care and Population Health Principal 
Committee of the Australian Health Ministers’ 
Advisory Council for consideration in relation to 
the inclusion of caesarean section <39 weeks 
(273 days) without obstetric or medical 
indication as a National Core Maternity Indicator 
(as described in the AIHW report National Core 
Maternity Indicators 2010–2013, released in 2016). 

Third- and fourth-degree perineal tears

3i.	 Relevant medical and midwifery professional 
colleges to develop, agree on and disseminate 
an agreed model of care for the second 
stage of labour to minimise the risk of severe 
perineal trauma.

3j.	 The Commission to work with Women’s 
Healthcare Australasia, and relevant colleges 
and specialist societies to develop a clinical care 
standard on perineal care during vaginal birth, 
to improve national consistency of best practice 
for the prevention, recognition and management 
of severe perineal trauma.
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Background
This chapter examines variation in hospitalisations for:

• Hysterectomy

• Endometrial ablation

• Cervical loop excision or cervical laser ablation

• Caesarean section in selected women aged
20–34 years

• Third- and fourth-degree perineal tears.

Hysterectomy and 
endometrial ablation 
Hysterectomy – surgical removal of the uterus – 
is used to treat a number of benign conditions, 
as well as gynaecological cancers. There has 
been concern since the 1970s and 1980s about 
rising rates of hysterectomy for benign conditions, 
such as menstrual bleeding disorders, and the 
considerable variability in rates across Australia10 
and internationally.11 This concern has led to ongoing 
examination of variation in hysterectomy rates by 
the OECD, and annual reporting of hysterectomy 
rates by the Australian Institute of Health and Welfare 
(AIHW).11,12 Although hysterectomy rates have fallen 
in Australia since the 1980s, Australian rates are 
markedly higher than those in comparable OECD 
countries, such as New Zealand and England.11

Since the 1980s, the range of effective treatments 
for heavy menstrual bleeding has expanded. 
Endometrial ablation was introduced in the late 1980s. 
It is a less invasive surgical procedure for treating 
heavy menstrual bleeding than hysterectomy, and 
involves the removal of the inner lining of the uterus 
(endometrium) but not the uterus itself, using various 
surgical techniques. Published data on endometrial 
ablation rates in Australia are limited, and the impact 
of newer methods of endometrial ablation on overall 
endometrial ablation rates in Australia has not 
been examined. 

Exploring variation in hysterectomy and endometrial 
ablation rates is a tool for investigating the 
appropriateness of care for heavy menstrual bleeding. 
Affecting 1 in 4 women, heavy menstrual bleeding 
can substantially interfere with a woman’s social and 
physical wellbeing.13 Although hysterectomy will be the 
most appropriate clinical choice for some women, or 
may be their preference, it is important that all women 
with heavy menstrual bleeding have the choice of, 
and are fully informed about, all effective treatments 
suitable for them. These treatments may help them 
avoid the need for hysterectomy.8

Limited guidance is available in Australia on the 
management of heavy menstrual bleeding. Guidelines 
from the United Kingdom and Canada recommend 
pharmaceutical treatments, such as the levonorgestrel 
uterine system, as the first-line treatment once large 
fibroids and malignancies have been ruled out.5,7 
Endometrial ablation is recommended for heavy 
menstrual bleeding that is having a severe impact 
on quality of life for women who no longer wish 
to conceive.5 Hysterectomy is recommended for 
heavy menstrual bleeding if less invasive options are 
unsatisfactory, inappropriate or not desired by the 
woman.5,7 Hysterectomy stops menstrual bleeding 
in all women and also permanently stops fertility. 
Although an effective treatment, it is associated 
with the risks of major surgery.5 

Cervical loop excision and cervical 
laser ablation in cancer prevention
The current National Cervical Screening Program 
(NCSP), introduced in 1991, aims to prevent cervical 
cancer through routine screening of all women aged 
20–69 years to detect and remove precancerous cells 
from the cervix (neck of the womb).14 Cervical loop 
excision and cervical laser ablation are the main 
procedures for removing cervical precancers 
detected by cervical screening or other examinations. 
These treatments, along with ongoing monitoring, 
prevent precancer from developing into cancer.
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Since the current NCSP was introduced, there has 
been a marked reduction in both the incidence of 
cervical cancer and mortality from the disease.14 
Most cervical cell abnormalities detected by screening 
are low-grade abnormalities14 and do not require 
treatment.15,16 High‑grade cervical abnormalities 
(or cervical precancers) confirmed by a further 
examination (colposcopy) and testing require 
treatment to prevent the development of cancer. 
The effective targeting of treatments to confirmed 
cervical precancers has no doubt contributed to the 
success of the NCSP, but there has been limited 
analysis of treatment rates at a national level. 

Exploring variation in precancer treatment rates is 
a first step towards examining the appropriateness 
of management and adherence to guideline-
recommended care. Appropriate use of these 
treatments is particularly important for young 
women who wish to conceive in the future because 
cervical loop excision and cervical laser ablation 
are associated with an increased risk of premature 
births.17 Although the national system of state-based 
Pap smear registers records results of cervical 
screening and provides a reminder function for 
follow-up of screen-detected abnormalities, it does 
not currently collect data on treatments received 
for cervical precancers. 

Cervical loop excision and cervical laser ablation 
are the main treatments for cervical precancer, 
and can be performed in outpatient settings under 
a local anaesthetic.18,19 The Atlas has been limited 
to measuring the number of these procedures 
performed for admitted patients, including women 
admitted to hospitals or day surgery facilities. 
Therefore, some variation resulting from uncounted 
outpatient activity was expected.

A number of initiatives are under way and planned 
to improve the appropriateness of management 
for cervical precancers. The Colposcopy Quality 
Improvement Program (C-QuIP), set up in 2009 by 
the Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists, aims to improve 
the care of women who are referred for colposcopy 
and treatment of screen-detected abnormalities. 
The C-QuIP offers all medical practitioners in Australia 
and New Zealand who are currently practising 
colposcopy the opportunity to be certified in this 
field, and for certification and recertification to be 
used as part of their college’s continual professional 
development requirements.20

From 1 December 2017, the National Cancer 
Screening Register will require colposcopists to 
send colposcopy data to the register. In return, 
they will receive aggregated reports about the tests 
and treatments they have administered as part 
of the NCSP.21

Renewed National Cervical 
Screening Program

The renewed NCSP, to be introduced on 
1 December 2017, will offer screening to all women 
aged 25–74 years every five years using a primary 
human papillomavirus (HPV) test.22 This change 
has been made because a review of the evidence 
showed that an HPV test performed every five 
years was more effective than the program it will 
replace, was just as safe, and was estimated to 
result in a greater than 20% reduction in incidence 
of, and mortality from, cervical cancer in Australian 
women.23-25 Modelling suggests that there may be an 
overall increase in colposcopy following introduction 
of the renewed NCSP. There may also be a small 
decrease (5%) in treatments for HPV-vaccinated 
women and a small increase (6%) in treatments 
for HPV‑unvaccinated women.26
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Caesarean section in selected 
women aged 20–34 years
A caesarean section is an operation in which a 
baby is born through an incision in the mother’s 
abdomen and uterus.27 Caesarean section can be 
lifesaving, but is associated with small risks of serious 
adverse effects for the mother and the baby, and for 
subsequent births.28

Recent attention has focused on the potential effects 
of early planned caesarean section (<39 weeks) 
on neonatal respiratory function.29,30 This has led to 
recommendations for planned caesarean section 
at approximately 39 weeks gestation or later in 
uncomplicated singleton (one baby) pregnancies.28,31,32 
Early planned caesarean section has also been 
associated with increased risk of childhood 
developmental delay33 and attention-deficit/
hyperactivity disorder (ADHD).34

The rate of caesarean section in Australia has risen 
steadily since the early 1990s35, a trend seen in nearly 
all comparable OECD countries.9 The increasing 
age of first-birth mothers is commonly put forward 
as a reason for this rise36, with older mothers having 
increased risks of obstetric complications and adverse 
outcomes.37 However, there are indications that the 
rate of caesarean section is increasing in younger 
women (aged 20–34 years)38, and that this may not 
be due to medical reasons.39,40 Younger women are 
more likely to have a subsequent birth, and data show 
that, for most, the birth method chosen for the first 
birth will set the course for the future.41

These considerations have led to concern about 
the growing numbers of women at prime age for an 
uncomplicated vaginal birth (that is, 20–34 years) 
having their first baby by caesarean section for 
non‑medical reasons.39,40 Exploring variation in 
caesarean section for first births in a subset of these 
women who, along with their babies, are potentially 
at low risk from vaginal birth is a logical first step in 
investigating the appropriate use of the procedure, 
and supporting women to make informed choices 
about their maternity care.

Selected women are those aged 20–34 years 
who gave birth for the first time to a single baby 
of gestational age at birth between 37 and 
41 completed weeks, with vertex presentation 
(baby’s head at the cervix).

Third- and fourth-degree 
perineal tears
Perineal tears are a common complication of vaginal 
birth. For most affected women, tears are minor.41 
A small proportion of women experience severe tears, 
which, for some, can have lifelong consequences.42 
Prevention, timely detection and appropriate repair 
of perineal tears are important to minimise the risk 
of these injuries and their complications, such as 
infection, blood loss, pain and incontinence.42,43 

In Australia and in comparable countries, the rate of 
third- and fourth-degree perineal tears has increased 
over the past two decades.44-48 The reasons for this 
rise are not fully understood, but improved recognition 
and reporting38,49, as well as changes in risk factors 
and practices, may contribute.48,50

Third- and fourth-degree perineal tears are recognised 
as a significant complication of maternity care, in 
Australia and internationally. In Australia, third- and 
fourth-degree perineal tears for all vaginal births and 
for all vaginal first births are National Core Maternity 
Indicators. The purpose of the National Core Maternity 
Indicators is to monitor safety and quality of maternity 
care to ensure that there is continual improvement in 
the quality of maternity services.

Exploring variation in third- and fourth-degree perineal 
tears is the first step in investigating potential causes, 
and improving the quality of prevention, detection and 
treatment of these injuries.
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About the data
For the women’s health items (hysterectomy, 
endometrial ablation, and cervical loop excision or 
cervical laser ablation), data are sourced from the 
National Hospital Morbidity Database, and include 
both public and private hospitals. Rates are based on 
the number of hospitalisations per 100,000 women. 

For the maternity items (caesarean section in 
selected women aged 20–34 years, and third- and 
fourth‑degree perineal tears), data are sourced 
from the AIHW National Perinatal Data Collection, 
and include both public and private hospitals. 
Rates for each item are based on:

• The number of selected women who had a
caesarean section per 1,000 selected women
aged 20–34 years; selected women are women
aged 20–34 years who met all of these criteria:
gave birth for the first time, singleton pregnancy
(carried one baby), baby’s head positioned
at the cervix, and baby of gestational age
37–41 completed weeks at birth

• The number of third- and fourth-degree
perineal tears per 1,000 women who gave birth
vaginally; data include instrument-assisted
births, unassisted (non‑instrumental) births
and episiotomies.

For all items, the analysis and maps are based on the 
residential address of the patient and not the location 
of the hospital. Rates are age standardised to allow 
comparisons between populations with different age 
structures. Data quality issues – for example, the 
recognition of Aboriginal and Torres Strait Islander 
status in datasets – could influence the variation 
seen. For some indicators, data are aggregated over 
three years to provide sufficient numbers to support 
reporting at the local level.

Factors influencing population-based hospitalisation 
rates include incidence and prevalence of risk factors 
and disease, hospital admission practices, bed 
availability, and patient social factors such as the 
availability of carers, the availability of other treatment 
options, treatment compliance and travel distance.
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