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Summary

Background

Maternal morbidity comprises medical conditions, risk factors and complications arising
from or related to obstetric interventions. For this report, a priority list of 7 conditions have
been identified based on prevalence and health burden: pre-existing diabetes, gestational
diabetes, pre-existing hypertension, gestational hypertension, pre-eclampsia, antepartum
haemorrhage and postpartum haemorrhage.

Each state and territory has a perinatal data collection, based on different collection and
reporting practices, that includes information on all women who give birth within their
jurisdiction. These differences have been cited as the main reason for the varied prevalence
of the priority maternal morbidity conditions across states and territories.

Findings

National guidelines exist for 6 of the 7 conditions. However, these are not endorsed or
adhered to in every state and territory.

Data on diabetes conditions affecting pregnancy have a high degree of standardisation
across jurisdictions.

Hypertensive conditions affecting pregnancy are routinely under-reported in perinatal
data collections compared with hospital data collections.

There is evidence of systematic misclassification of gestational hypertension and pre-
eclampsia.

Antepartum haemorrhage does not have a nationally endorsed guideline, although there
are a number of reasonably consistent guidelines in use that could be used to formulate a
national guideline.

Data on postpartum haemorrhage is the most variable due to differences in definition as
well as inconsistencies between jurisdictions in the assessment of blood volume loss.

Not all jurisdictions publish perinatal data validation studies.

Recommendations

Advise the National Perinatal Data Development Committee (NPDDC) to consider
collection and reporting of data relating to pre-existing diabetes and gestational diabetes
using the existing National Health Data Dictionary (NHDD) standard.

Encourage the adoption by jurisdictions of the Society of Obstetric Medicine of Australia
and New Zealand (SOMANZ) guidelines and NHDD definitions for pre-existing and
gestational hypertension and pre-eclampsia.

Promote discussion among clinical stakeholders, in particular obstetricians and
midwives, to develop consensus definitions and guidelines for reporting antenatal and
postnatal haemorrhage.

Promote discussion among jurisdictional perinatal data managers about standardising
the linkage of information about birth episodes in hospital data collections with perinatal
data.

vii






Introduction

1.1 Background to this report

In 2008 the Commonwealth Government Department of Health and Ageing (DoHA)
conducted a national review of maternity services as the first step towards the development
of the National Maternity Services Plan. The Report of the Maternity Services Review was
released in February 2009 (Commonwealth of Australia 2009).

The Review noted that there was no consistent, national reporting of maternal morbidity, no
standard national data and no nationally agreed definition of maternal morbidity conditions.
It recommended that:

‘The Australian Government, in consultation with states and territories and key
stakeholders, agree and implement arrangements for consistent, comprehensive national
data collection, monitoring and review, for maternal and perinatal mortality and
morbidity.’

In response to this recommendation, two reviews of data collection practices were
commissioned. The Commonwealth commissioned the Australian Institute of Health and
Welfare (AIHW) and its collaborating unit the National Perinatal Epidemiology and
Statistics Unit (NPESU) to undertake a review of perinatal and maternal mortality and
morbidity data in Australia and the key findings have been published in a bulletin, Maternity
data in Australia: a review of sources and gaps (Walker 2011) that describes data collection and
reporting of maternal morbidity data in Australia in 2009.

This second review was commissioned by the Australian Health Ministers” Advisory
Committee (AHMAC) and followed on from the previous review and focused exclusively on
data relating to maternal morbidity collection practices in Australia. The purpose of the
review was to assess the feasibility of standardising the collection and reporting of maternal
morbidity within perinatal data collections. The review was tasked with:

* undertaking a review of current practices in maternal morbidity data collections

* identifying of the training and guidance provided to midwives about collection of
maternal morbidity data

* identifying the processes used for maternal morbidity data validation in jurisdictions
* documenting the rationale for the collection and current uses of maternal morbidity data.

This report presents the findings of the second review.

1.2 Scope of the review

The scope of conditions that were considered relevant to the review includes 7 maternal
medical conditions and obstetric complications affecting women that arise during 4
prescribed periods:

* before the pregnancy, that is a pre-existing condition
* arising during the pregnancy, that is an obstetric complication

* arising during labour or delivery, that is, a labour complication



* arising during the puerperium (defined as from birth to 42 days post-delivery), that is, a
postnatal complication.

These 7 conditions are:

* pre-existing diabetes

* gestational diabetes

* pre-existing hypertension
* gestational hypertension

* pre-eclampsia

* antepartum haemorrhage
* postpartum haemorrhage.

Interventions are not considered within the scope of this review as there are already
standardised data collection practices for the main interventions in labour and for birth. The
data development of standard data elements such as episiotomy, use of analgesia and
anaesthesia are at an advanced stage by the NPDDC and are thus not included in this
review.

In considering the feasibility of expanding the Perinatal National Minimum Data Set
(Perinatal NMDS) with standardised information about maternal morbidity, the report has
focused on maternal morbidity data within perinatal data collections, while recognising that
data about maternal morbidity is potentially available from other data sources.

1.3 Structure of this report

Section 2 sets out the methods for the review.
The findings of the review are presented in 3 sections.

Section 3 contextualises the maternal morbidity conditions under consideration and
provides a summary of the key literature from Australia and internationally.

Section 4 describes the current maternal morbidity data available and collection practices for
perinatal data.

Section 5 evaluates current maternal data within perinatal data collections. This section
focuses on the prevalence and contribution to the burden on women and the health sector of
each of the 7 priority conditions outlined above.

Section 6 describes alternative data collections as potential sources of maternal morbidity
data.

The final section, Section 7 discusses the findings and actions needed to progress the
development of maternal morbidity data.



2 Maternal morbidity overview

Maternal morbidity is a broad term for ill health of women during pregnancy and/or as a
consequence of giving birth. The incidence of maternal morbidity in Australia has been
steadily rising in recent years (Haynes, Stone et al. 2004), (Nagle, Skouteris et al. 2011). It
provides a useful indicator of community maternal health which supplements maternal
mortality reporting and provides an evidence base for maternal health policy development.
The incidence of specific types of maternal morbidity is low, but due to the range of possible
conditions, the overall burden is significant.

There is a long-standing discourse in Australia and internationally about the scope and
definition of maternal morbidity. This revolves around a lack of consensus on which aspects
in the perinatal period should be included within the scope of the definition.

Maternal morbidity can be divided broadly into 4 components on the basis of severity and
aetiology:

1. Conditions or complications that involve “near miss’ cases of women who nearly die.
These conditions constitute serious maternal morbidity such as ruptured uterus, severe
haemorrhage, septicaemia, organ failure, venous and coagulopathic conditions.

2. Medical conditions that arise during or are exacerbated by pregnancy that require
increased surveillance, greater risks of intervention and may impact on the wellbeing of
the baby at birth and the immediate and long term health of the mother. These
conditions include diabetes, hypertension and obstetric haemorrhage.

3. Operative and non-operative interventions and their subsequent complications, such as
caesarean section and episiotomy.

4. Minor complications such as vomiting, backache, urinary tract infections and
haemorrhoids that may not considered serious by health professionals but may have
significant impact upon a woman’s daily functioning and wellbeing.

A number of studies have sought to empirically define the limits of severe maternal
morbidity. A US-based systematic review identified 38 clinical variables, a large number of
which were pre-existing conditions, both chronic and acute (Bruce, Berg et al. 2008). A South
African study approached the definition of severe maternal morbidity from a different
perspective. It recommended an indicator-based audit system, including indicators for
conditions occurring frequently enough from a population-based monitoring perspective.
These would not need to be wholly disease-based but should include indicators such as
admission to intensive care units (Pattinson & Hall 2003).

The lack of consensus about the conditions that contribute to maternal morbidity overall,
and for constituent conditions is reflected in international studies by the range of population-
based prevalence rates for both grouped and specific conditions. A US study found 43% of
women experience some type of morbidity during hospital-based labour and delivery, while
1in 3 women had at least one obstetric complication or at least one pre-existing medical
condition (Danel, Berg et al. 2003). A recent Irish study that investigated the incidence of
maternal morbidities using a population-based 4-year retrospective methodology, found the
incidence of maternal morbidities exclusive of caesarean delivery, was approximately 1 in 6
women (Lutomski, Morrison et al. 2011).



In Australia, studies have identified an increasing incidence of specific morbidity conditions
and complications over the past 15-20 years. During this period there has been an increase in
the average age of first delivery and the proportion of mothers aged 35 or older (Laws, Li et
al. 2010). This, combined with an increase in community obesity, has been linked with the
increased risk of maternal morbidities (Chu, Bachman et al. 2008), (Athukorala, Rumbold et
al. 2008). The incidence of postpartum haemorrhage has increased significantly as has
antepartum haemorrhage (Cameron, Roberts et al. 2006). The incidence of placenta praevia
has increased with the rise in the number of caesarean sections and maternal age (Olive,
Roberts et al. 2005). The rate of caesarean section increased from 18% of all women who gave
birth in Australia in 1992 (Lancaster, Huang et al. 1994 to 31% in 2008 (Laws, Li et al. 2010).
Caesarean section is a known risk factor for a range of morbidities, including major infection,
uterine rupture in a subsequent pregnancy, haemorrhage, emergency hysterectomy and
anaesthetic complications (Liu, Liston et al. 2007).

There is a continuing trend in Western countries for women to delay childbearing, with a
threefold increase in the number of pregnant women of pregnancies in the over 35 age group
now common in most jurisdictions compared with 20 years ago. One of the consequences of
an increasing maternal age in the obstetric population is that providers are now experiencing
a significant increase in the incidence of medical disorders in pregnancy. Hypertension,
diabetes mellitus and renal disease have significant potential implications for the wellbeing
of mother and foetus. As these disorders, per se, are associated with increased caesarean
section rates, then a move to an older obstetric population will inevitably lead to a rise in
caesarean section rates as a method of managing more complex pregnancies (Council of
Obstetric and Paediatric Mortality and Morbidity 2010).

While there is a lack of consensus on what defines maternal morbidity, there is general
agreement the incidence of some conditions is rising and the overall burden on the health
system is substantial (Pollock, Sullivan et al. 2008).



3 Methods used

A Medline and PubMed literature search was conducted to review current epidemiological
trends in relation to the maternal morbidity conditions under review. A search was also
conducted to identify validation studies pertaining to the state and territory perinatal data
collections.

Jurisdictions produce guidelines for the standardisation of data collection within their remit.
These guidelines are aimed at midwives and other health personnel and in some cases
provide the rationale for data collection in addition to information related to the collection
and reporting of individual data items in the clinical setting.

A standardised request for information regarding current guidelines, data collection
practices, notification forms and training was sent to all state and territory perinatal data
managers in May 2011. Further information was sought directly from them regarding
general training of staff in the collection of data items.

The guidance provided in jurisdictional documents was assessed against: peak-body
guidelines produced by the Royal Australian and New Zealand College of Obstetricians and
Gynaecologists (RANZCOG); the Australian Diabetes in Pregnancy Society (ADIPS); the
Society of Obstetric Medicine of Australia and New Zealand (SOMANZ); and the World
Health Organization (WHO). Expert clinical information was provided by the
Cardiovascular Disease Monitoring Advisory Committee (AIHW) with regard to the
hypertension data items and the National Diabetes Data Working Group (AIHW) regarding
the diabetes items.

Maternal morbidity data are also collected in a range of other information systems in
addition to perinatal data collections. These include administrative data collections, such as
hospital admitted patient collections, research data collections such as AMOSS and BEACH,
and clinical registries such as the Australian and New Zealand Intensive Care Society
(ANZICS). Information about data collections other than the state and perinatal collections
was gathered directly by telephone and email from the custodians, and indirectly from web
sources.



4 Maternal morbidity data in perinatal
data collections

4.1 State and territory perinatal data collections

Each state and territory collects data relating to the perinatal period about all births,
including those that take place at home or in the community. This data is mainly collected by
midwives from both the antenatal record and the hospital record. Each jurisdiction uses its
own unique data collection form, electronic and/or paper. There is considerable variation in
the maternal morbidity data collected.

Maternal morbidity data collected

Each state and territory collects information about medical and obstetric conditions that arise
during or as a result of pregnancy.

Data about maternal medical and obstetric conditions varies between jurisdictions. The
range of conditions collected is not consistent. The full range of data items from each of the
perinatal data collections can be viewed online (AIHW and UNSW 2011). The 7 maternal
morbidity conditions have been selected for rigorous review because of their national health
importance. Five of these conditions — pre-existing diabetes, pre-existing hypertension,
gestational diabetes, gestational hypertension and pre-eclampsia —are identified National
Health Priority Areas (NHPAC 2006). The remaining two conditions, collectively called
obstetric haemorrhage, represent the leading cause of maternal mortality in Australia
(Slaytor, Sullivan et al. 2004).

A core set of 6 conditions (pre-existing diabetes, pre-existing hypertension, gestational
diabetes, gestational hypertension, pre-eclampsia, postpartum haemorrhage) are collected in
all 8 jurisdictions and a seventh condition (antepartum haemorrhage) is collected in 7
jurisdictions. Information about these conditions is collected using tick boxes on paper-based
or electronic forms.

Training for completion of perinatal notifications

New South Wales, Victoria, Queensland and South Australia perinatal data management
units conduct training on an ad hoc basis. New South Wales arranges training when changes
are made to the data collection form or process. Queensland has developed a training
module, but all other states and territories rely on individual hospitals to provide training to
midwives (and others) about how to collect and report this data. Tasmania, the Australian
Capital Territory and the Northern Territory do not have the capacity to provide this
function. In the Northern Territory, the commercial providers of the CareSys electronic
database provide training on request. No information regarding training in Western
Australia was received. Further information about training is provided in Appendix A.

Staff training is not a requirement in any jurisdiction, and in those that do provide training,
none conduct regular training sessions in the identification, collection, reporting or recording
of maternal morbidity in their perinatal notifications.



Guidelines

Each state and territory, with the exception of the Northern Territory, produce guidelines for
perinatal data collection aimed at the midwifery workforce. Perinatal data for births in larger
public hospitals in the Northern Territory use guidelines, but these are not specific to
maternity. Guidelines are being developed in Northern Territory specifically for the
collection of perinatal data that will include collection of data for births outside hospital.
Maternal morbidity conditions are addressed specifically by each jurisdiction, with
significant variation in the detail and specificity of information provided. Each of the seven
conditions addressed include a summary of the guidelines relating to that condition for each
jurisdiction. Further information about training is provided in Appendix A.

Data collation and validation

Depending on the jurisdiction, forms are submitted for each birth on a weekly or monthly
basis, or within a specified time period after the birth of the baby (for example, 28 or 35
days). In the Northern Territory, perinatal data are extracted from the Northern Territory
Hospital Information System every 6 weeks.

Before compilation, some health authorities may use a range of “data check procedures’ to fill
in missing data, clarify inconsistent data and check validity. Information provided suggests
that different jurisdictions use a varying combination of these:

* follow-up with hospital admissions, medical records staff and/or attending midwives
(for missing data and for discrepancies or queries such as confirmation of pre-existing
diagnoses)

* cross-checking with hospital-based administrative data collections or other
administrative collections (such as Births, Deaths and Marriages) for missing data,
inconsistent data and some general quality-control data checking

* validating cross-tabulations (for example, Indigenous status against country of birth)

* cross-checking with previous records for the mother in the perinatal database, if the
mother has had a previous birth

* comparing against previous years’ numbers to evaluate changes in reporting and
potential errors (AIHW 2010b)

* Perinatal data for each year ending 31 December are sent annually, in electronic format,
by health authorities in the various jurisdictions to the AIHW who supply it to the
NPESU.

Data quality control

Validation studies of perinatal data have been conducted recently in 4 jurisdictions - New
South Wales (Taylor, Travis et al. 2005), (Roberts, Bell et al. 2008; Bell, Ford et al. 2008),
Victoria (Vagg, Taylor et al. 2000), Western Australia (Downey 2006) and South Australia
(McLean, Scott 2001). These studies demonstrate that underreporting and misclassification of
some conditions and complications occurred in all these jurisdictions. Table 4.1 describes the
overall error rates found in the studies for the specified conditions as reported in these four
jurisdictions.

Within the limits of available information these studies indicate that pre-existing and
gestational diabetes are generally considered to be consistently and reliably reported. The



other 5 conditions are variously under-reported or misclassified to a greater extent. Caution
should be taken in interpreting the proportion of incorrectly identified cases of all types of
hypertension in this table as there are notable discrepancies between jurisdictions in the
classification of these conditions (see Tables 5.4, 5.5 and 5.6 for descriptions of perinatal
guideline definitions). This information is only available for those states where validation
studies have been conducted, and highlights the need for ongoing validation of routine
collections to be conducted in all jurisdictions.

Table 4.1: Incorrectly reported® cases of specified conditions as a percentage of validation study
sample

% NSW® % Vic % WA % SA
Sample size n=490 n=647 n=525 n=401
Pre-existing diabetes n.a. 0.2 0.0 0.0
Gestational diabetes 0.4 n.a 0.0 n.a.
Pre-existing hypertension 0.4 0.8 1.1 0.7
Gestational hypertension 4.1 1.5 n.a 1.7
Pre-eclampsia 2.5 0.8 21 n.a
Antepartum haemorrhage 0.6 3.9 1.9 2.0
Postpartum haemorrhage 2.7 0.0 6.5 3.5

(@) Incorrectly reported cases combine the number of false positive and false negative cases and express these as a proportion of all cases.
(b)  NSW data derived from hospital statistics.
n.a. not available.

Sources: Taylor, Travis et al. 2005 (NSW); Vagg, Taylor et al. 2000 (Victoria); Downey 2006 (WA); McLean, Scott 2001 (SA).

These 4 studies were designed to validate a broader cross-section of perinatal data than
maternal morbidity conditions. The small overall error rates at a population level reflect in
part the relatively small number of women that would have been affected with these
conditions. The importance of these results lies in the relative magnitude of the rates for each
condition rather than the absolute values.

Alternative measures, such as sensitivity and specificity, are widely used to assess reporting
accuracy against a standard. Sensitivity is the proportion of ‘true’ cases correctly reported,
while specificity is the proportion of ‘true” non-cases correctly reported. These are presented
in this report where available for these conditions, but were not universally available from
these 4 studies.

4.2 National Perinatal Data Collection

National perinatal data are compiled for the National Perinatal Data Collection (NPDC),
which comprises data items as specified in the Perinatal National Minimum Data Set
(NMDS), plus additional items collected by the states and territories. The Perinatal NMDS is
a specification for data collected on all live births and stillbirths of at least 20 weeks gestation
or at least 400 grams birth weight, in hospitals, birth centres and in the community. These
data elements are defined in the National Health Data Dictionary (NHDD) and standardised
collection and reporting between the Commonwealth, states and territories is mandated by
the National Health Agreement. The Perinatal NMDS has been implemented since 1997 and
currently consists of 23 data items (Laws, Li et al. 2010).



There are currently no maternal morbidity conditions included in the Perinatal NMDS. This
limits the development of clinical and performance indicators relating to maternal morbidity.
However, some data have been included more recently into the NPDC. Annual data requests
for data about births from the year 2006 onwards have included data on a series of maternal
medical conditions, obstetric complications and complications of labour and the puerperium.
These are outlined in Table 4.2. The aim of presenting this non-standardised data was to
promote discussion and use this to initiate the process of data development for the inclusion
of maternal morbidity data elements in the Perinatal NMDS (Laws, Sullivan 2008).

Table 4.2: Maternal morbidity data included in the National Perinatal Data Collection

Pre-existing conditions Pregnancy complications Labour complications Puerperal complications

diabetes gestational diabetes fetal distress postpartum haemorrhage

pregnancy induced
hypertension hypertension cord prolapse retained placenta

antepartum haemorrhage
due to: placenta praevia;
placental abruption; or
epilepsy other/unstated condition. 34" degree perineal tear major puerperal infection

Source: National Perinatal Data Collection.

Information about each of the conditions listed in Table 4.2 is collected from states and
territories as a series of data elements with dichotomous values to indicate whether the
condition was present.



5 Standardised review of conditions in
perinatal collections

This section deals with the 7 identified maternal morbidity items. Each of these conditions or
data items is voluntarily supplied to the NPDC. All conditions are supplied by all
jurisdictions with the exception of antepartum haemorrhage which is not supplied by New
South Wales. These conditions were selected on the basis of their collective health
importance, with the diabetes and hypertension conditions identified as national health
priorities (NHPAC 2006).

The most recent guidelines that underpin the collection of these conditions, as used by each
jurisdiction, were examined in conjunction with published reports.

Information about the prevalence, the definitions available and used in each state and
territory, data collection practices, validation studies, training issues and the rationale behind
the collection of each morbidity condition are presented.

Table 5.1 summarises the key findings presented in this section. Existing collection of
condition data in all jurisdictions is an advantage, and Table 5.1 indicates that 6 out of the 7
conditions are currently collected by all states and territories. Variation in prevalence
between jurisdictions is likely to be due to a combination of differences in data collection
practices and true differences in prevalence (Laws, Li et al. 2010). However, external
validation studies bear out that more of the variation is due to data collection practices. A
review of the NHDD has identified data elements for the conditions which could be adapted
for use within the Perinatal NMDS. The availability of national guidelines from a peak body
that incorporate a clear definition of the given condition is necessary to standardise data
collection across jurisdictions.

Table 5.1: Key points for maternal morbidity conditions

Collected by all Range of reported

states and prevalence between Does a NHDD item National guideline

territories jurisdictions® exist? available
Pre-existing diabetes Yes Minor Yes Yes
Gestational diabetes Yes Minor Yes Yes
Pre-existing hypertension Yes Major No Yes
Gestational hypertension Yes Major No Yes
Pre-eclampsia No Major No Yes
Antepartum haemorrhage Yes Major No No
Postpartum haemorrhage Yes Major No Yes

(a) The range of reported prevalence is used here as an indicator of the quality of data collection practices.

5.1 Diabetic conditions
Background

Diabetes mellitus is a chronic medical condition that results from a body’s impaired ability to
metabolise blood glucose, which is normally used for energy production at the cellular level.
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An excess of blood glucose results in complications to the normal function of the
cardiovascular system and has particularly damaging effects on the kidneys and eyesight.

Diabetes affects both the mother and baby in the short- and long-term. Short-term effects
include: increased risk of premature delivery, macrosomic fetal growth, increased risk of
miscarriage and fetal congenital malformations (AIHW 2010a; Correa, Gilboa et al. 2008).
Long-term effects include: increased risk of cardiovascular and renal disease for both the
mother and child, as well as increased risk of developing diabetes in the offspring and future
obesity (Clausen, Mathiesen et al. 2008), (AIHW 2010a). Due to its growing prevalence and
the health burden associated with it, diabetes mellitus has been identified as a National
Health Priority Area.

In relation to maternal morbidity, diabetes can take two forms: pre-existing diabetes mellitus
(Type 1 and Type 2) and gestational diabetes mellitus.

Pre-existing diabetes

Recent research evidence suggests the type of pre-existing diabetes (Type 1 or Type 2) may
account for differences in the incidence and type of adverse outcomes experienced by the
child in adult life (Clausen, Mathiesen et al. 2009). The Australasian Diabetes in Pregnancy
Society (ADIPS) has produced guidelines for the identification and management of women
with pre-existing diabetes (McElduff, Cheung et al. 2005).

Box 5.1: Summary of main findings for pre-existing diabetes

e  The ADIPS has produced guidelines for identification and management of women
with pre-existing diabetes.

e  There is some minor variation in the timing of the diagnosis between jurisdictions.
ADIPS recommends a diagnosis of diabetes mellitus made during the first trimester
should be classified as pre-existing diabetes.

e  There is a need for common nomenclature to be used across jurisdictions to avoid
inconsistency in national reporting.

e A National Health Data Dictionary item currently exists (Person — diabetes mellitus
status, code NN) that could be used in the Perinatal NMDS.

Population health burden

Based on NPDC data for 2008, the estimated mean prevalence for pre-existing diabetes of all
women who gave birth in the five most populous states was 0.6% (Laws, Li et al. 2010). This
aligns with other national estimates of population prevalence for this condition, of 0.3% for
women aged 25-34 and 0.9% for women aged 35-44 (Hadfield, Lain et al. 2008). The most at-
risk populations are women who are more likely to have type 2 diabetes compared to other
Australian women, including women who identify as being of Aboriginal or Torres Strait
Islander origin, or who were born in Polynesia, southern Asia or the Middle East, (AIHW
2010a).

Definitions and codes

While all jurisdictions collect data for pre-existing diabetes, the condition encompasses
subset conditions that are not collected by all jurisdictions. This complexity is reflected in the
range of terms used to describe the same condition. The broadest division is Type 1 and Type

11



2 diabetes mellitus. Type 1 is also known as insulin dependent diabetes while Type 2 is
known as non-insulin dependent diabetes. Patients with non-insulin dependent diabetes
may use insulin in combination with oral hypoglycaemic medications and others will be diet
controlled.

In addition to these nomenclature issues, the complexity is exacerbated by the inappropriate
application, in hospital morbidity data, of the general condition ICD-10 AM E codes (E10,
E11, E13, E14) to pregnant women. The O24 codes which are specific to the obstetric
population should be used. The National Hospital Morbidity Database (NHMD) reports
both set of codes within its collection (by principal diagnosis and additional diagnoses) while
the jurisdictional midwife data collections (and by extension, the NPDC) only report 024
codes (AIHW 2010a). An algorithm has been developed by the NHMD to determine the most
appropriate ICD-10 AM diagnostic code where both sets of codes exist in a single record.

The AIHW National Diabetes Data Working Group (NDDWG) recommend that a diagnosis
of Type 1 or Type 2 diabetes made before conception or during the first trimester of
pregnancy be identified and recorded as pre-existing diab