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3.1 Hysterectomy 
hospitalisations 15 years 
and over

Context
This data item examines hysterectomy rates for women without 
gynaecological cancer aged 15 years and over based on their place 
of residence. The first Australian Atlas of Healthcare Variation (first Atlas) 
examined variation in hysterectomy and endometrial ablation combined, 
and found that the rate was 5.2 times as high in the area with the 
highest rate as in the area with the lowest rate.1 Further analysis to 
separately explore variation in hysterectomy and endometrial ablation 
was recommended. 

Hysterectomy is an operation to remove the uterus (womb) through 
vaginal, abdominal or laparoscopic (keyhole) surgery.2 The procedure 
sometimes includes removal of the ovaries and fallopian tubes.2 
The vast majority of hysterectomies are done for benign gynaecological 
conditions.3,4 Of these, heavy menstrual bleeding is the most common, 
followed by uterine fibroids (leiomyoma) and pelvic organ prolapse, and, 
less commonly, endometriosis and adenomyosis (conditions in which 
the cells lining the uterus grow outside the uterus, or in the uterine 
muscle, respectively).4-6

Hysterectomy rates and variation in Australia

Hysterectomy rates have fallen worldwide since the 1980s, including 
in Australia.5,7,8 For example, the rate decreased by 45% in New South 
Wales between 1981 and 2010–2012.5 The introduction of alternative 
treatment options for heavy menstrual bleeding, such as effective oral 
hormone treatments and the levonorgestrel intrauterine system (IUS), 
is likely to account for some of this decline.5

Despite the fall in rates since the 1980s peak, there is concern that 
hysterectomy may be overused in Australia for the treatment of 
noncancer conditions.5,8 The hysterectomy rate is higher in Australia than 
in most other comparable countries in the Organisation for Economic 
Co-operation and Development (OECD). The rate (including cancer 
diagnosis) in 2008 per 100,000 women (OECD standardised population) 
was 230 in Australia, compared with 178 and 149 in New Zealand and 
England, respectively.9 Further, the variation across Australia in the rates of 
hysterectomy and endometrial ablation combined for 2012–13 identified in 
the first Atlas suggests that non-surgical alternatives for heavy menstrual 
bleeding and other noncancer conditions might not be consistently used.1
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Living in a rural or regional area has been linked to 
higher hysterectomy rates in Western Australia8, New 
South Wales10 and nationally.1,9 In the first Atlas, rates 
of hysterectomy and endometrial ablation combined 
were markedly higher in inner and outer regional areas 
than in major cities or remote areas.1 Socioeconomic 
disadvantage, having only public health cover and 
non-Indigenous status were associated with increased 
risk of having a hysterectomy for menstrual disorders 
in Western Australia during the period 1981–2003.8 
No clear effect of socioeconomic disadvantage on the 
rate of endometrial ablation and hysterectomy was 
identified in the first Atlas.1

Place of hysterectomy in the treatment 
of heavy menstrual bleeding

Although hysterectomy is a definitive treatment for 
heavy menstrual bleeding, there are a number of less 
invasive and effective alternatives once malignancies 
and large fibroids have been ruled out. A recent 
study in the United Kingdom found that, at five 
years follow-up, pharmaceutical treatment for heavy 
menstrual bleeding was effective in eliminating the 
need for surgery in up to 80% of women without 
serious uterine pathology.11 In a 1998 Finnish study, 
two-thirds of women who had the levonorgestrel 
IUS inserted cancelled surgery for a hysterectomy, 
compared with 14% in a control group.12 In all treatment 
decisions, patient preference, severity of bleeding, age, 
contraindications to pharmaceutical management and 
desire for future fertility are key considerations.2

Guidelines on the management of heavy menstrual 
bleeding recommend starting with pharmaceutical 
treatments (hormonal and non-hormonal), which are 
also the treatments of choice for women who wish 
to preserve fertility.2,13,14 Of these, the levonorgestrel 
IUS, a long-acting contraceptive device, is the most 
effective15, reducing menstrual blood loss by about 
90% and improving quality of life to a similar extent 
to hysterectomy.14,16 The device can be inserted by 
clinicians trained in the technique, including general 
practitioners and registered nurses, as well as 
gynaecologists.17,18 The device, which requires refitting 
every five years, releases a low dose of a progesterone 
hormone, which acts to thin the endometrium (the inner 
lining of the uterus)and also provides contraception.14

Oral treatments, which can also be prescribed in 
primary care, include hormonal options, such as cyclic 
oral progestogen and the combined oral contraceptive 
pill. Non-hormonal alternatives include non-steroidal 
anti-inflammatory drugs and tranexamic acid.2

Endometrial ablation (see page 173) is recommended 
as the first surgical option for heavy menstrual 
bleeding, unless fibroids and polyps are present.2 
It involves removal of the endometrium, but not the 
uterus itself. It is suitable only for women who no 
longer wish to conceive and is recommended if 
pharmaceutical options have failed or if symptoms 
are causing a severe impact on quality of life.2 
Use of contraception or tubal occlusion is required 
because pregnancy is still possible in some 
women.2 In Australia, endometrial ablation is usually 
done under general anaesthetic in a day surgery 
by a gynaecologist. However, newer techniques 
can be done under local anaesthetic as an 
office-based procedure.19,20 

Regardless of the endometrial ablation technique, 
recovery time is shorter than for hysterectomy, 
and there are fewer postoperative complications.16 
Although endometrial ablation is effective for most 
women (73–85%), some require further surgical 
treatment for persistent bleeding.19

Hysterectomy is recommended if other options fail 
or are inappropriate, or if the woman chooses it.2,13,14 
Although hysterectomy stops menstrual bleeding 
in all women, it is a major surgical procedure. 
Hysterectomy is done by a gynaecologist or other 
surgeon and requires a general anaesthetic. Many 
women require hospitalisation for three days21, and 
four to six weeks recovery time before they can 
return to work.22,23 Short-term complications include 
infection, bleeding, bowel or urinary tract injury, 
and general surgery complications.4,16 Longer-term 
complications depend partly on the approach to 
surgery but include urinary incontinence, pelvic 
organ prolapse and, if the ovaries are removed, 
early menopause.2,24,25 Hysterectomy is also 
associated with the second highest rate of unplanned 
readmissions to the same hospital after surgery 
in Australia, of the procedures monitored by the 
Australian Institute of Health and Welfare.26

Hysterectomy hospitalisations 15 years and over
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About the data
Data are sourced from the National Hospital 
Morbidity Database, and include both public and 
private hospitals. Rates are based on the number 
of hospitalisations for hysterectomy per 100,000 
women aged 15 years and over without diagnosis of a 
gynaecological cancer, in 2014–15. The denominator 
is the total female population of Australia aged 
15 years and over, including women who have 
already had a hysterectomy. 

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 
comparison 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.

What do the data show?
Magnitude of variation

In 2014–15, there were 27,586 hospitalisations for 
hysterectomy, representing 290 hospitalisations 
per 100,000 women aged 15 years and over 
without diagnosis of a gynaecological cancer 
(the Australian rate).

The number of hospitalisations for hysterectomy 
across 309† local areas (Statistical Area 3 – SA3) 
ranged from 115 to 763 per 100,000 women aged 
15 years and over. The rate was 6.6 times as high in 
the area with the highest rate compared to the area 
with the lowest rate. The number of hospitalisations 
varied across states and territories, from 224 per 
100,000 women aged 15 years and over in the 
Australian Capital Territory to 327 in Queensland 
(Figures 3.3–3.6).

After the highest and lowest 10% of results were 
excluded and 248 SA3s remained, the number of 
hospitalisations per 100,000 women aged 15 years 
and over was 2.1 times as high in the area with 
the highest rate compared to the area with the 
lowest rate.

Rates by SA3 for two additional years, 
2012–13 and 2013–14, are available online at 
www.safetyandquality.gov.au/atlas. 

Preliminary analysis conducted by the Commission 
of hospitalisations over the three-year period 2012–13 
to 2014–15, indicates that the rate of hysterectomy 
increased by 9 hospitalisations per 100,000 women 
aged 15 years and over. The age-standardised 
rates were 281, 295 and 290 hospitalisations for 
hysterectomy per 100,000 women aged 15 years and 
over for 2012–13, 2013–14 and 2014–15, respectively. 
The magnitude of variation increased during the three 
years, but this may not indicate a trend because 
this figure is sensitive to fluctuations in outlier SA3s. 
Differences between the rate of hospitalisations for 
hysterectomy in the areas with the lowest and highest 
rates were 4.7, 5.5 and 6.6 for 2012–13, 2013–14 
and 2014–15, respectively.

For comparison with hospitalisations for endometrial 
ablation, see page 173.

† There are 333 SA3s. For this item, data were suppressed for 24 SA3s due to a small number of hospitalisations and/or population in an area.
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Analysis by patient funding status 

Overall, 60% of hospitalisations for hysterectomy 
were for privately funded patients. This proportion 
varied from 53% in South Australia to 68% in 
Western Australia (Figure 3.2). 

Figure 3.2: Number of hospitalisations for 
hysterectomy per 100,000 women aged 15 years 
and over, age standardised, by state and territory 
and patient funding status, 2014–15

The data for Figure 3.1 are available at 
www.safetyandquality.gov.au/atlas. 

The data for Figure 3.2 are available at 
www.safetyandquality.gov.au/atlas. 

Notes:
Rates are age standardised to the Australian female population in 2001. 
Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation.
Data for ACT (Aboriginal and Torres Strait Islander Australians) have been suppressed.
Data by Indigenous status should be interpreted with caution as hospitalisations for Aboriginal and Torres Strait Islander patients are under-enumerated 
and there is variation in the under-enumeration among states and territories.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.
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Analysis by remoteness and 
socioeconomic status

Rates of hysterectomy were markedly higher in inner 
and outer regional areas than in major cities or remote 
areas. Rates of hysterectomy tended to increase with 
socioeconomic disadvantage, although the reverse 
was seen in remote areas (Figure 3.7).

Analysis by Aboriginal and Torres Strait 
Islander status 

The rate for Aboriginal and Torres Strait Islander 
women (262 per 100,000 women) was about 10% 
lower than the rate for other Australian women 
(291 per 100,000 women). Data for Aboriginal 
and Torres Strait Islander women are presented 
for all states and territories except the Australian 
Capital Territory, because of the small number 
of hospitalisations there (Figure 3.1).

Figure 3.1: Number of hospitalisations for 
hysterectomy per 100,000 women aged 15 years 
and over, age standardised, by state and territory 
and Indigenous status, 2014–15

Hysterectomy hospitalisations 15 years and over
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Interpretation
Potential reasons for the variation include 
differences in: 

• Patient education and awareness of
treatment options

• Patient preferences and values (for example,
‘fix the problem for good’, a value that may be
stronger in regional than in metropolitan areas)

• Patient social factors (for example, travel distance,
adherence to treatment)

• Patient perception of how heavy menstrual
bleeding affects their quality of life

• Patient ability to pay out-of-pocket expenses
for other treatments (for example, gap
payments for fitting of a levonorgestrel IUS
or for endometrial ablation)

• General practitioner training in, and capacity to
undertake, levonorgestrel IUS insertion

• Access of general practitioners to training in
levonorgestrel IUS insertion – rural and regional
general practitioners might have less access
to such training

• Patient numbers required to maintain skills
and techniques in providing hysterectomy
alternatives (such as the levonorgestrel IUS
or endometrial ablation)

• Clinician preferences

• Criteria used by general practitioners for referral
to specialists

• Specialist training in endometrial
ablation techniques

Notes:
Rates are age standardised to the Australian female population in 2001. 
Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation.
Hospitalisations for public patients do not incur a charge to the patient or to a third-party payer – for example, a private health insurance fund. 
Hospitalisations for private patients do incur a charge to the patient and/or a third-party payer.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.

• Thresholds applied by clinicians to use
hysterectomy – the threshold might be lower
for women with private health coverage

• Clinician awareness of guideline-recommended
management of heavy menstrual bleeding

• Access to services that can provide the
levonorgestrel IUS or endometrial ablation

• Access to primary care services, and to
specialists for Aboriginal and Torres Strait Islander
women and women living in remote areas

• Private health insurance coverage

• Socioeconomic disadvantage, which might
be greater in remote areas.

Variation between areas in rates of surgery may also 
be influenced by the number of clinicians providing 
services to people living in the area. The practices of 
specific clinicians are likely to have a greater impact 
on rates in smaller local areas with fewer clinicians, 
such as rural and regional locations. Specific clinicians 
may influence rates across several local areas, 
especially those with small populations. The effects 
of practice styles of individual clinicians will be diluted 
in areas with larger numbers of practising clinicians. 

As well, variations between areas may not directly 
reflect the practices of the clinicians who are based 
in these areas. The analysis is based on where 
people live rather than where they obtain their health 
care. Patients may travel outside their local area to 
receive care. 
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Specific populations

The lower rate of hysterectomy for benign 
gynaecological conditions for Aboriginal and Torres 
Strait Islander women compared with non-Indigenous 
women has been previously observed in Western 
Australia (1981–2003).8 In the Western Australian 
report, Aboriginal and Torres Strait Islander women 
had a higher rate of hysterectomy for gynaecological 
cancer than non-Indigenous women.8

The discrepancy in hysterectomy rates may be 
a sign of late recognition and undertreatment 
of gynaecological conditions more broadly for 
Aboriginal and Torres Strait Islander women, 
rather than a difference in prevalence of uterine 
conditions. Aboriginal and Torres Strait Islander 
women have a higher incidence of, and mortality 
from, gynaecological cancers, and lower rates of 
cervical screening than non-Indigenous women27,28, 
suggesting that access to appropriate care is a 
potential contributor to low rates of treatment for 
gynaecological procedures overall. Similarly, access 
to appropriate and affordable care may partly explain 
the low rates of hysterectomy seen in remote areas, 
particularly areas of socioeconomic disadvantage. 

It has also been suggested that Aboriginal and Torres 
Strait Islander women may have a higher threshold for 
undergoing hysterectomy for benign gynaecological 
conditions.8 If this is the case, the higher proportion 
of Aboriginal and Torres Strait Islander women living 
in remote areas could contribute to the lower rates 
seen in these areas.

The higher rates of hysterectomy in regional areas 
compared with major cities may reflect a combination 
of factors, including the availability of alternative 
treatments in non-metropolitan areas, and differences 
in the needs and preferences of women. For example, 
women in rural areas may be less willing to trial 
therapies, particularly if they have to travel long 
distances to access specialist care.

Addressing variation
Exploring variation in the use of the levonorgestrel 
IUS and oral treatments for heavy menstrual bleeding, 
including mapping use against rates of hysterectomy 
and endometrial ablation, may be helpful in 
focusing efforts to improve appropriateness of care. 
Examining patient funding status for hysterectomy 
rates by remoteness category may be helpful 
in determining the contribution of private health 
coverage to the rates seen in regional areas.

More equitable access to hysterectomy alternatives, 
such as oral treatments, the levonorgestrel IUS and 
endometrial ablation, may help address the variation 
in hysterectomy rates between metropolitan and 
non-metropolitan areas, and between areas of 
differing socioeconomic disadvantage. International 
comparison data indicate that Australia has a low 
use of intrauterine device contraceptives (for any 
indication), such as levonorgestrel IUS, compared 
with France, Austria and the United States.29 

Expanding access to practical training in 
levonorgestrel IUS insertion for general practitioners, 
particularly those working in regional and remote 
areas, and introducing further financial incentives 
may increase use of this device.30,31 Currently, 
courses are run by family planning organisations 
in each state and territory for medical practitioners 
(and, in some states, for registered nurses) on 
insertion of intrauterine contraceptive devices, 
including the levonorgestrel IUS.18 Even for those 
who undergo training, insufficient patient numbers 
to maintain skills and inadequate remuneration for 
insertion have been identified as barriers to uptake.31 
In the United Kingdom, a financial incentive scheme 
increased the uptake of long-acting reversible 
contraceptives, including the levonorgestrel IUS.32
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Additional strategies for improving access to the 
levonorgestrel IUS include31: 

• Providing training in levonorgestrel IUS insertion
at general practices

• Implementing referral pathways within Primary
Health Networks to general practitioners trained
in levonorgestrel IUS insertion

• Expanding designated intrauterine device clinics
at family planning centres, in public hospital
outpatient departments and in outreach clinics

• Expanding training in levonorgestrel IUS insertion
to eligible registered nurses.

Provision of culturally appropriate information about 
heavy menstrual bleeding and its treatments, access 
to culturally safe primary care services (including 
access to female general practitioners who have 
undergone cultural awareness training), and clear 
referral pathways to specialists may help address 
the gap between Aboriginal and Torres Strait 
Islander women and other Australian women.

A lack of a national guideline or standard on 
management of heavy menstrual bleeding may 
contribute to variation in criteria used by clinicians 
to recommend treatment. Therapeutic Guidelines: 
Endocrinology provides guidance on pharmaceutical 
treatments, but has limited coverage of surgical 
options.33 Internationally, the United Kingdom has 
a quality standard with indicators34 and a clinical 
guideline2, and the United States and Canada also 
have clinical guidelines on management of abnormal 
uterine bleeding.14,35 

The Commission is currently working with clinical 
experts and consumers, including representatives 
from the Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists (RANZCOG), and 
the Royal Australian College of General Practitioners, 
to develop a national clinical care standard and 
associated indicators on heavy menstrual bleeding. 

Providing patient information on heavy menstrual 
bleeding that supports shared decision-making, 
such as decision tools, structured interviews 
and option grids, as well as promoting shared 
decision-making to clinicians, may help some 
women avoid unnecessary surgery.36 RANZCOG is 
currently updating a patient information leaflet on 
heavy menstrual bleeding, and the Commission 
is developing a decision support tool to support 
women’s understanding of treatment options for 
heavy menstrual bleeding.

Some states and territories are investigating variation 
in hysterectomy rates and length of stay. The NSW 
Clinical Excellence Commission has examined 
hysterectomy rates for non-malignancy (2010–2014)10, 
and the Reducing Unwarranted Clinical Variation 
Taskforce of the NSW Agency for Clinical Innovation 
is currently examining variations in length of stay 
for key procedures, including hysterectomy. 
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Figure 3.3: Number of hospitalisations for hysterectomy per 100,000 women aged 15 years and over, 
age standardised, by Statistical Area Level 3 (SA3), 2014–15

Each circle represents 
a single SA3. The size 

indicates the number of 
hospitalisations.
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Notes:
Rates are age standardised to the Australian female population in 2001. 
Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.
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Figure 3.4: Number of hospitalisations for hysterectomy per 100,000 women aged 15 years and over, 
age standardised, by Statistical Area Level 3 (SA3), 2014–15: Australia map
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Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.
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Figure 3.5: Number of hospitalisations for hysterectomy per 100,000 women aged 15 years and over, 
age standardised, by Statistical Area Level 3 (SA3), 2014–15: capital city area maps
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Notes:
Rates are age standardised to the Australian female population in 2001. 
Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation. 
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.
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Figure 3.6: Number of hospitalisations for hysterectomy per 100,000 women aged 15 years and over, 
age standardised, by Statistical Area Level 3 (SA3), state and territory, 2014–15
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Rates are age standardised to the Australian female population in 2001. 
Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.
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Figure 3.7: Number of hospitalisations for hysterectomy per 100,000 women aged 15 years and over, 
age standardised, by Statistical Area Level 3 (SA3), remoteness and socioeconomic status, 2014–15
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Rates are age standardised to the Australian female population in 2001. 
Rates are based on the number of hospitalisations in public and private hospitals (numerator) and women in the geographic area (denominator). 
Analysis is based on the patient’s area of usual residence, not the place of hospitalisation.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database 2014–15 and ABS Estimated Resident Population 30 June 2014.
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Resources
• National Collaborating Centre for Women’s and

Children’s Health. Heavy menstrual bleeding.
Clinical guideline (National Institute for Health
and Clinical Excellence). London: Royal College
of Obstetricians and Gynaecologists; 2007.

Australian initiatives
The information in this chapter will complement work 
already under way to improve management of heavy 
menstrual bleeding in Australia. At a national level, 
this work includes:

• Heavy menstrual bleeding Clinical Care Standard
(planned for publication late 2017), Australian
Commission on Safety and Quality in Health Care.
www.safetyandquality.gov.au/our-work/clinical-
care-standards/heavy-menstrual-bleeding

• Heavy menstrual bleeding patient information
leaflet (in development), RANZCOG.

Some states and territory initiatives are also 
in place, including:

• NSW Clinical Excellence Commission
data collection on hysterectomy rates
for non-malignancy (2010–2014)10

• NSW Agency for Clinical Innovation Reducing
Unwarranted Clinical Variation Taskforce
examination of variation in length of stay for
key procedures, including hysterectomy.

Hysterectomy hospitalisations 15 years and over



Women’s health and maternity | 171The Second Australian Atlas of Healthcare Variation

References
1.  Australian Commission on Safety and Quality in Health Care, National Health Performance Authority. Australian atlas of healthcare variation. 

Sydney: ACSQHC; 2015. Available from: http://www.safetyandquality.gov.au/atlas
2.  National Collaborating Centre for Women’s and Children’s Health. Heavy menstrual bleeding. Clinical guideline. London: Royal College of Obstetricians 

and Gynaecologists; 2007.
3.  Wright JD, Herzog TJ, Tsui J, Ananth CV, Lewin SN, Lu YS, et al. Nationwide trends in the performance of inpatient hysterectomy in the United States. 

Obstet Gynecol 2013;122(2 Pt 1):233–41.
4.  Spilsbury K, Hammond I, Bulsara M, Semmens JB. Morbidity outcomes of 78,577 hysterectomies for benign reasons over 23 years. 

BJOG 2008;115(12):1473–83.
5.  Yusuf F, Leeder S, Wilson A. Recent estimates of the incidence of hysterectomy in New South Wales and trends over the past 30 years. 

Aust N Z J Obstet Gynaecol 2016;56(4):420–5.
6.  Aarts JWM, Nieboer TE, Johnson N, Tavender E, Garry R, Mol BJ, et al. Surgical approach to hysterectomy for benign gynaecological disease. 

Cochrane Database Syst Rev 2015(8):CD003677.
7.  McPherson K, Gon G, Scott S. International variations in a selected number of surgical procedures. Paris: Organisation for Economic Co-operation 

and Development; 2013. (OECD Health Working Papers, No. 61.2013.)
8.  Spilsbury K, Semmens JB, Hammond I, Bolck A. Persistent high rates of hysterectomy in Western Australia: a population-based study of 83,000 

procedures over 23 years. BJOG 2006;113(7):804–9.
9.  Australian Commission on Safety and Quality in Health Care, Australian Institute of Health and Welfare. Exploring healthcare variation in Australia: 

analyses resulting from an OECD study. Sydney: ACSQHC; 2014.
10.  NSW Clinical Excellence Commission. Acute and other services’ indicators: hysterectomy rate for non-malignant hospital separations.

Chart HS02: Hysterectomy for non-malignancy, 35–69 years, by LHD, 2010–14. 2015 [cited 2017 Mar 8]. Available from: 
http://www.cec.health.nsw.gov.au/echartbook/acute-and-other-services-indicators/hysterectomy

11.  Kai J, Middleton L, Daniels J, Pattison H, Tryposkiadis K, Gupta J, et al. Usual medical treatments or levonorgestrel-IUS for women with heavy 
menstrual bleeding: long-term randomised pragmatic trial in primary care. Br J Gen Pract 2016;66(653):e861–e870.

12.  Lahteenmaki P, Haukkamaa M, Puolakka J, Riikonen U, Sainio S, Suvisaari J, et al. Open randomised study of use of levonorgestrel releasing intrauterine 
system as alternative to hysterectomy. BMJ 1998;316(7138):1122–6.

13.  Marret et al. on behalf of the French College of Obstetricians & Gynaecologists. Clinical practice guidelines on menorrhagia: management of abnormal 
uterine bleeding before menopause. Eur J Obstet Gynecol Reprod Biol 2010;152:133–7.

14.  Society of Obstetricians and Gynaecologists of Canada. Abnormal uterine bleeding in pre-menopausal women. J Obstet Gynaecol Can 2013;35(5 eSuppl).
15.  Lethaby A, Hussain M, Rishworth JR, Rees MC. Progesterone or progestogen-releasing intrauterine systems for heavy menstrual bleeding. 

Cochrane Database Syst Rev 2015(4):CD002126.
16. Marjoribanks J, Lethaby A, Farquhar C. Surgery versus medical therapy for heavy menstrual bleeding. Cochrane Database Syst Rev 2016(1):CD003855.
17.  Kemeny F, Digiusto E, Bateson D. Insertion of intrauterine contraceptive devices by registered nurses in Australia. Aust N Z J Obstet Gynaecol 

2016;56(1):92–6.
18.  Family Planning NSW. IUD insertion training. Sydney: Family Planning NSW; 2016 [cited 2017 Jan 3]. 

Available from: https://www.fpnsw.org.au/education-training/courses/iud-insertion-training
19.  Laberge P, Leyland N, Murji A, Fortin C, Martyn P, Vilos G, et al. Endometrial ablation in the management of abnormal uterine bleeding. 

J Obstet Gynaecol Can 2015;37(4):362–79.
20.  Olah KS, Alliston J, Jones J, Stewart G, Mavrommatis R. Thermal ablation performed in a primary care setting: the South Warwickshire experience. 

BJOG 2005;112(8):1117–20.
21.  National Health Performance Authority. Hospital performance: length of stay in public hospitals in 2011–12. Sydney: NHPA; 2013. 

Available from: https://www.myhospitals.gov.au/docs/default-source/our-report-pdfs/HP_LengthOfStay_2011-12_RPT.pdf
22. Royal College of Obstetricians and Gynaecologists. Recovering well: information for you after a laparoscopic hysterectomy. London: RCOG; 2015.
23.  Hawe J (for Better Health Channel). Fact sheet: vaginal hysterectomy. Melbourne: EIDO Healthcare; 2015. Available from: 

https://www.betterhealth.vic.gov.au/health/surgicalbrochures/vaginal-hysterectomy
24. Gimbel H. Total or subtotal hysterectomy for benign uterine diseases? A meta-analysis. Acta Obstet Gynecol Scand 2007;86(2):133–44.
25.  American Association of Gynecologic Laparoscopists. AAGL practice report: practice guidelines on the prevention of apical prolapse at the time of 

benign hysterectomy. J Minim Invasive Gynecol 2014;21(5):715–22.
26.  Australian Institute of Health and Welfare. Admitted patient care 2014–15: Australian hospital statistics. Canberra: AIHW; 2016. (AIHW Cat. No. HSE 172.) 

Available from: http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129554729
27.  Cancer Australia. Report to the nation: gynaecological cancers 2012. Surry Hills: Cancer Australia; 2012. 

Available from: https://canceraustralia.gov.au/sites/default/files/ca_report_to_the_nation_gynae.pdf
28.  Australian Institute of Health and Welfare. Cervical screening in Australia 2013–2014. Canberra: AIHW; 2016. (AIHW Cat. No. CAN 95; 

Cancer Series No. 97.) Available from: http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129554884
29.  Eeckhaut MC, Sweeney MM, Gipson JD. Who is using long-acting reversible contraceptive methods? Findings from nine low-fertility countries. 

Perspect Sex Reprod Health 2014;46(3):149–55.
30.  Mazza D, Bateson D, Frearson M, Goldstone P, Kovascs G, Baber R. Current barriers and potential strategies to increase the use of long-acting reversible 

contraception (LARC) to reduce the rate of unintended pregnancies in Australia: an expert roundtable discussion. Aust N Z J Obstet Gynaecol. In press.
31.  Stewart M, Digiusto E, Bateson D, South R, Black KI. Outcomes of intrauterine device insertion training for doctors working in primary care. 

Aust Fam Physician 2016;45(11):837–41.
32.  Arrowsmith ME, Majeed A, Lee JT, Saxena S. Impact of pay for performance on prescribing of long-acting reversible contraception in primary care: 

an interrupted time series study. PLoS ONE 2014;9(4):e92205.
33. Endocrinology Expert Group. Therapeutic guidelines: endocrinology. Version 15. Melbourne: Therapeutic Guidelines Limited; 2014.
34. National Institute for Health and Clinical Excellence. Heavy menstrual bleeding. Quality standard 47. United Kingdom: NICE; 2013.
35.  American College of Obstetricians and Gynecologists. Management of acute abnormal uterine bleeding in nonpregnant reproductive-aged women. 

Obstet Gynecol. 2013;121(4):891–6. 
36.  Zandstra D, Busser JA, Aarts JW, Nieboer TE. Interventions to support shared decision-making for women with heavy menstrual bleeding: 

a systematic review. Eur J Obstet Gynecol Reprod Biol 2017;211:156–63.



172 | Australian Commission on Safety and Quality in Health Care




