h3ge recently completed a review of
iance with GDM testing in our
, knowing the true incidence of
GDM, i\
accuracy
ata Collection Form.

ies take place at tw
(Wollongong and She

General Practice that all p
women should be tested for G
accord with the ADIPS guidelines.*

All women who delivered at the thre
hospitals over the 6-month period from
January 2002 to June 2002 were identi-
fied from the Labour Ward records. A
hospital-based delivery is used by
99.3% of women in the area.’ The
results of testing for GDM were deter-
mined for all of these women.

There were 1655 deliveries at the
three hospitals over the 6-month period.
Seven women with known type 1 or type
2 diabetes were excluded, leaving 1648
women whose data could be examined.
Women were considered to have been
tested for GDM (n=1518) if they had
had either a glucose tolerance test
(n=1502) or a glucose challenge test
(n=16). There were 101 women diag-
nosed with GDM, giving an overall
incidence rate of 6.6% (prenatal clinic,
7.1%; shared-care, 6.6%; private
patients, 6.3%).

The most recent midwives data indi-
cate an incidence of 5.7% at the public
hospitals and 3.1% at the private hospi-
tal. It is thus apparent that the official
statistics still underestimate the inci-
dence of GDM. A similar degree of
error may also be found for other
entries, and hence data should be
extrapolated with caution.

A redesign of the collection form may
help remove some of the errors and
omissions. For the question regarding
GDM, we feel accuracy could be
enhanced if there were separate “Yes”
and “No” boxes, rather than a single
check box. This might encourage fur-
ther consideration of the problem.
Accuracy could be further enhanced by
allowing space for the glucose tolerance
test results at 0 and 2 hours — these
MJA
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would also be useful data in their own
right.
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REPLY: Moses et al are correct in
that gestational diabetes mellitus
is under-reported to the New

South les Midwives Data Collection
(MDCQC) e most recent validation
study of th DC was carried out in

ed a random sample of

and private hospita
of births reported in
ity and specificity of re
to the MDC were 86.7
respectively.! In this samp\ the inci-
dence rate of GDM was 3.5% &gcording
to the MDC, and 4.0% accordingjto the
medical record review.

These population rates are lower
the rates reported by Moses et al amon,
women attending hospitals in Wollon-
gong. In addition to incomplete record-
ing of diagnosed GDM on the MDC,
the low rate of recording of GDM in
medical records in our sample suggests
that GDM was also under-ascertained
at a population level. This is probably
due to variations in the implementation
of pregnancy screening for GDM
between clinicians and across NSW
hospitals.

In February 2003, the Royal Austral-
ian and New Zealand College of Obste-
tricians and Gynaecologists endorsed
the Australian Diabetes in Pregnancy
Society GDM Management Guide-
lines.? The guidelines recommend uni-
versal screening for GDM, noting that
selective screening may be appropriate
because of limited resources or known
low GDM incidence.

and 99.6%,
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The suggestions for trying to improve
reporting of GDM by redesigning the
MDC form are welcome, and we will
certainly consider them at the next
review. We are also considering using
the hospital Inpatient Statistics Collec-
tion (ISC), in which discharge diag-
noses are classified according to the
International Classification of Diseases,
as an alternative source of information
on maternal morbidity. We are currently
reviewing a random sample of 500 med-
ical records of mothers who gave birth
in hospitals throughout NSW. The
information obtained will be compared
with matched ISC records provided to
the NSW Department of Health to
determine whether the ISC is a more
reliable source of information on mater-
nal morbidity than the MDC. In the
longer term, I anticipate that the inte-
gration of the MDC with computerised
medical records in hospitals will also
contribute to improved reporting.

Under-reporting of maternal morbid-
ity, including GDM, is an issue for all
state and territory perinatal data collec-
tions in Australia. The information is
used for planning and evaluation of
healthcare services, so it is important
that we get it right. I would like to thank
Moses et al for raising this issue.
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To THE EDITOR: Rural Australia has a
substantial shortage of specialist physi-
cians. In 1999, Victoria had 52 special-
ist physicians for 1.3 million people (a
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physician to population ratio of
1:25000).! The Australian Medical
Workforce Advisory Committee recom-
mendation is 1:10 000.2 Although much
has been written about the shortage of
rural general practitioners, there is little
about rural specialist physicians. How-
ever, evidence from Western Australia
showed that advanced trainee physi-
cians interested in rural practice were
diverted to city-based practice during
their training.> Here, we outline a state-
wide approach to encourage advanced
trainee physicians to complete their
training in rural Victoria.

The University of Melbourne Depart-
ment of Rural Health in Shepparton
provided support for rural Victorian
physicians to develop a state-wide net-
work, the Victorian Rural Physicians
Network, under the Victorian State
Committee of the Royal Australasian
College of Physicians (RACP). A pilot
survey in the 14 major rural Victorian
centres demonstrated capacity for at
least nine Advanced Physician Trainee
positions across rural Victoria. The
RACP accredited five positions initially,
with others to be reviewed for accredita-
tion if required. These positions were
funded largely by the joint Federal-
State Government Advanced Specialist
Training Program in Rural Australia.

Four trainees completed 12 months
of rural training in 1999-2000, and
three are now working as rural physi-
cians. These trainees were recruited
through advertisements in the RACP
newsletter and personal contacts. The
trainees provided substantial benefits,
both in service delivery, as their pres-
ence reduced the load on other doctors
in the same hospital, and in medical
education, as they provided more edu-
cation and supervision for junior doc-
tors and doctors from overseas. In
2001, a similar approach to recruitment
identified eight potential applicants, but
none came to interview.

In 2002, three new strategies were
therefore introduced:

Flexible, joint rural-metropolitan
positions were created;

A rural physicians’ conference was
organised;*> and

A management consultant was
employed to contact personally all 99
Victorian basic physician trainees
expected to enter advanced training.

The response to the new approach is
shown in the Box. A third of contactable
trainees indicated an interest in rural
practice at the end of their basic train-
ing. Ten applications were received for
the rural training positions, and seven
trainees were appointed (three with-

Recruiting for the 2003 Advanced Physician Training Programme for

Rural Victoria

Jul 2002 Letter introducing the program sent to
all 99 3rd-year basic physician trainees in Victoria

U

Jul 2002 Follow-up telephone call to all 99
trainees to assess interest in program

2 \)

73 trainees contacted:

* 25 reported not receiving the letter (copy
then sent to home address and followed
up with further telephone call)

20 not sitting exams until 2003

\

24 expressed interest in information evening

\

Aug 2002 10 trainees attended information evening

U

Aug 2002 2 trainees applied for program

V)

Sep 2002 7 advanced trainees appointed

220

invitation to information evening

Jan-Aug 2002 Program advertised

at Rural Internal Medical Specialist

Conference, RACP Rural Summit,
through networking and in newspaper

26 not able to be contacted
(annual or sick leave, not
answering pager) and sent
copy of original letter plus

v

No response

L 4

Aug 2002 8 other trainees applied for program
* 6 through networking
* 2 from other states

d y

3 took up other positions

drew). We believe that our new strate-
gies have merit, and that the personal
touch has created goodwill which may
improve the response for 2004.
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To THE EDITOR: Jansen’s study' of the
effect of maternal age on IVF outcome
yields information that has not been
available. However, the presentation of
the data raises two questions.

Firstly, are the births reported all
attributable to IVF intervention? A cou-
ple is considered infertile if they are
unable to achieve conception after a
year of unprotected intercourse, or the
mother is unable to carry a pregnancy
to a live birth.? In reports of infertility,
there is a natural conception rate of
about 25%-30% per annum,’® and
Jansen’s study, in effect, covers a 3-year
period (or 4 years if you include the
period for assessing the outcome of the
pregnancies).

We need to know whether natural
conception has contributed; whether
the couples continued to have unpro-
tected intercourse during the course of
the study; and what means was used to
identify a pregnancy as an IVF preg-
nancy (as distinct from a natural con-
ception, if that distinction was made).

Jansen notes that there was a group of
women who dropped out after treat-
ments were initiated and before egg
retrieval, and a further group for whom
eggs could not be retrieved. It is unclear
whether the former included those who
had a natural conception. In terms of
evaluating the success of IVF, more
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