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Abstract

Background

Limited access toyobstetrics and gynaecology (O&G) services in rural and remoteidisshalieved
to contribute to suboptimal birth outcomes.

Aims

To describe the characteristics of pregnancy aeromedical transfers, irahosmibmes, and patient

access to O&G services, as compared to whole of Australia data.
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Materialsand methods

We conducted a cohort study of women who required aeromedical retrieval for pregriaracyissues
between the 1st January 2015 and 31st December 2017.

Results

Hospital outcome data were collected on 2171 (65.2%) mothers and 2438 (100.0%) babies. The leading
retrieval reasen,was threatened preterm labour and delivery (n=883; 40.7%). Most petients
retrieved from rural and remote areas (n=2224;%3.®Retrieved patients were significantly younger
(28.0 vs. 30:0.years, 95% CIl 27.7-28.3), more likely to be to be overweight or obese\(®245%.%,

95% CI 47.5-56.9) and to have smoked during their pregnancy (14.0% vs. 9.9%, 95% CI 12.5-15.5)
compared t@rAustralian pregnant women overall. Over one-third of transferred womebirgaby
Caesarean segtion (n=812; 37.4%); the median gestational age at birth was 33.0 825%33I3)
weeks. Early gestation is associated with low birth weights (median =25715; 3% CI 2536.1-
2622.9), neonatal resuscitation (35.4%, 95% CI 33.5-37.3), and special care nurselipadiiso,

95% CI 39.3-43.2). There were 42 (1.7%, 95% CI 1.2-2.2) stillbirths, which wai§icagtly higher

than seen Australia-wide (n=6441; 0.7%).

Conclusion

This study found that pregnant women retrieved by RFDS were younger, with rdtgsepf obesity

and smoking.

I ntroduction

Australian communities living in rural and remote setting have many health disadvantages
compared tothose in metropolitan areas, including higher disease prevalence and a lower life
expectancyrhe factors that contribute to lower levels of health in rural and remote populations
include geographical isolation, reduced access to healthy food, reduced provision of, and access

to, healthcare, and a shortage of culturally appropriate health wérkers.

Certain maternal behaviours, (eggmoking and higher alcohol intake) are associated with
increased risk.for adverse perinatal outcomes such as preterm birth and small for-gestational-
age infants.,The prevalence of these behaviours, and other factors such as late initiation of
antenatal care.and inaccurate assessment of gestationalatg higher in rural and remote
areas>® Furthermore, poor pregnancy outcomes are more common in association with pre-
existing hypertension, heart disease, type 2 diabetes mellitus, autoimmune thyroid disease and
some forms of cancérAll of these conditions are significantly more common in rural and

remote populations.
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Even with the documented health disparity between the rural and urban population, there has
been little attention given to identifying pregnancy outcomes following antenatal transfer to an

inner-regional or metropolitan hospital for pregnancy-related®are.

This study@ims to describe the outcomes of pregnancy-related aeromedical transfers to inner-
regional and metropolitan hospitals throughout Australia. These include:
e Deseribing the characteristics of mothers and babies who required a pregnancy-related
aeromedical transfer
o Documenting maternal and fetal/neonatal transfer outcomes as compared to Australian
averagesand

e Describing patient accessibility to obstetrics and gynaecology services.

Materials and Methods
Setting
This study includes patient in-flight information and hospital patient outcome data, throughout

Australia.

The retrieving”service provides essential aeromedical and primary healthcare to populations
who are unable to access traditional services through the Medicare Benefits Schedule (MBS).
Aeromedical retrievals comprise primary evacuations and inter-hospital tradsfansnary
evacuation describes the provision of emergency medical services to people affected by illness
or accident who are in a serious or potentially life-threatening condition, who are beyond the
normal medical.infrastructure. An inter-hospital transfer (or secondary evaguigsnribes

the transfer of patients between hospitals designated as normal medical infrastructure, often to
access ashigher'level of care, such as specialist treatment or life-saving surgemerHawe
inter-hospital transfer can also include the transfer of a patient from a large to a smaller

community hospital, to receive ongoing care closer to the patient’s home.
Patients

This study includes all patients who received a patient transfer for pregnancy, childbirth, and/or

puerperium complications, that were transferred to hospitals within Western Australia,
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Queensland, and New South Wales, for ongoing care betweeff flamdary 2015 and 31
December 2017 (3 years).

Aeromedical retrieval population data

Clinical databases were accessed for the length of the study period to provide patient
information, Iincluding transfer category (primary evacuation or inter-hospital transfer),
transfer date, transfer location, patient record numiaeiknt’s normal residential postcode,
patient agerand gender, and in-flight working diagnosis. All in-flight diagnoses were coded to
the International Statistical Classification of Diseases and Related Health Problems 10th
Revision (ICD-10).

Patient hospital data

Following aeromedical retrieval, rural and metropolitan hospital outcome variables were
collected from the receiving hospital which includpgtient’s demographic information
comprising.age, gender, ethnicity, indigenous status, and residential information. Smoking
status was alse:collected.

Pregnancy“outcome variables were collected including, onset of labour, gestational age,
maternal and.baby date of birth, weight, mode of birth/ delivery, resuscitation required, birth
outcome (livebirth, still birth, termination, miscarriage), and special care nursery/ NICU

admission.

These variables were used to compare maternal and pregnancy outcomes between patients who

received an aeromedical retrieval and Australian rates and averages.

Consistent'with.the Australian Government Department of Health, pre-term birth was defined

as birth before®37 completed weeks of pregné&ncy.

Australian mothers and babies’ data

To determine whether the patient transfers and hospital outcomes differed to Australian births,
we used patient data from the Australian Institute of Health and Welfare (AiH®Y)the

period from 1st January 2014 to 31st December 2016 (3 years). Data used included Australian
demographics of mother and babies (including maternal age, and Accessibility and Remoteness

Index of Australia (ARIA) remoteness category of-major city, inner-regional, outer-regional,
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remote, and very remote), antenatal period (smoking status during pregnancy, and maternal
medical conditions), labour and birth (place, onset, and method), baby outcomes (resuscitation,

special care nursey admissions), and stillbirth rates.

For comparative baseline data on antenatal medical risk factors, gestational age, and baby
birthweights, we used retrospectively collected data from 3 separate major city hospital
pregnancy cohorts, for the time period 1st January 2034.st December 2016 (3 years)
These hospitals were selected as they mainly service a major city population and were not a

transfer location for the present study.

Access to obstetries and gynaecol ogy services

To determine population access to obstetrics and gynaecology services, we used data from the
Australian Bureau of Statistics (ABS) to derive 2018 geographical population estimates. The
target population was women 18-44 years of age. This group was selected, as they are the most

likely to require obstetrics and gynaecology services pertaining to pregnancy

We defined ‘obstetrics and gynaecology servitess those services registered under this
categorylon"Health Direét.We then used the Service Planning and Operational Tool (SPOT)
to help determine coverage of obstetrics and gynaecology services across Australia. Working
from a geographic distribution of population and a set of healthcare facilities that provide
obstetrics and gynaecology services, SPOT calculates the proportion of the popoletied

by those facilities within a user-specified drive tifne.

Statement of ethics

This project was deemed a low-risk quality assurance project by the Royal Flying Doctor
Service (REDS)/Clinical and Health Services Research Committee (CHSRC). Subsequently to
the CHSRCjthis project was also deemed as a low-risk quality assurance project by Capital
Territory HREC™ (Number: 2018/QAI/00168), the Royal Brisband Women’s Hospital

HREC (Number: LNR/2019/QRBW/52095), and the Central Australia HREC (Number: 2020-
3798).

Statistical analysis
Continuous variables were summarised as medians and interquartile ranges (IQR). Categorical

variables were summarised as counts and proportions. The comparison between the
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aeromedical retrieval sample and the Australian total sample were made by estimating 95%
confidence intervals for medians and proportions of interest for the aeromedical retrieval
sample and examining whether the population values belonged to these confidence intervals.
The population value outside of the sample 95% confidence interval can be interpreted as
indicativerof=a~statisticht significant difference between the sample and the Australian
population/at the significae threshold of 0.05. Statistical analyses were performed using the

statistical software package R version 3.5.1.

Results

During the 'study period®lJanuary 2015 to the 31st December 2017, there were 3327 retrieved
pregnancy/patients, equating to r2édrievals for pregnancy per week. Hospital outcome data
was collected on 2171 (65.2%) mothers and 2438 (100.0%) babies, involving 152 primary
evacuations and 2019 inter-hospital transfers, with the leading retrieval reasons being for
threatened preterm labour and delivery (n= 883; 40.7%), premature rupture of membranes
(n=344; 15.9%), and antepartum haemorrhage (n=172; 7.9%). Threatened preterm labour and
delivery wassdefined as the onset of regular uterine contractions (at least 1 per 10minutes)
which are associated witln effacement and / or dilatation or the cervix at under 37weeks

gestation. See Table 1 for demographic and diagnostic information.

The majority of patients were retrieved from rural and remote amed224; 93.0%), with 658
(30.3%) being Aboriginal and/or Torres Strait Islander (hereafter referred to as Indigenous).
The median maternal age of those requiring aeromedical retrieval was 28.0 years old
(interquartile range 23.0-32.0), which was significantly (95% CI 27.7-28.3) younger than the
Australian median maternal age of 30.0. Aeromedical retrieval patients were more likely tha
the general Australian population to be overweight or obese (52.2% vs. 45.1%, 95% CI 47.5-
56.9 and.have smoked during their pregnancy (14.0% vs. 9.9%, 95% CIl 12.5-15.5).

Diabetes and=hypertension comorbidity data was collected on 678 (31.2%) women who
received an-aeromedical retrieval, possibly reflecting only the cases with a documented history
As comparedte.43751 non-retrieved pregnancies, these aeromedical patients were more likely
to have pre-existing diabetes (4.0%, 95% CI 2.5-5.45), gestational diabetes (11.65%, 95% CI
9.2-14.1), chronic hypertension (4.1%, 95% CI 2.6-5.6), and gestational hypertension (7.7%
95% CI 5.7-9.7). See Table 2 for data regarding medical disorders of pregnancy.
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Women who had an aeromedical retrieval were more likely to have a caesarean section (n=
812 37.4%, 95% CI 35.4-39.4) as compared to the general Australian population (33.9%), and
less likely to have a spontaneous vaginal birth (n5 998%, 95% CI 43.7-47)&s compared

to the general Australian population (53.5%).

Reflective of many of the aeromedical patients being transferred for threatened pre-term labour,
the median gestational age was 33.0 (interquartile range 29.0-35.3) weeks. Expectedly the
aeromedical patients as a result on average, also had a significantly (95% CIl 2536.1-2622.9)
lower birth weight of 2579.5 (interquartile range 1900-3130) grams, as compared to the general
Australian “median of 3428 grams, coupled with proportionately more babies requiring
resuscitation (35.4% vs. 6.2%, 95% CI 33.5-37.3) and special care nursery admission (41.2 vs
9.7%, 95% Cl 39.3-43.2). The proportion of stillbirths was higher in the retrieved population
(n=42; 1.7%, 95% CI 1.2-2.2) than the background Australian rate (0.7%).

Sub-groupanalysis of outcomes of women transferred for preterm births were compared to
outcomes ofgpreterm birth from Australian data (Table 3). There were 76 positive fetal
Fibronectiny(fEN) pathology test, indicating increased risk of premature birth within seven
days. There"was' a higher proportion of indigenous women in the aeromedical group (30.5%
vs. 7.0%, 95% Cl 27.4-33.5). The women were more likely not to be overweight or obese
(18.3% vs. 32.2%, 95% CI 14.7-22lfut with similar smoking rates (14.2% vs 15.0%, 95%

Cl 11.9-16.5). Transferred women were more likely to have a vaginal birth (47.8% vs. 42.2%,
95% Cl 44.5-51.1), although data was missing for 85 (9.6%) women. Preterm newborns in the
aeromedical group were more likely to require special care nursery support than preterm
newborns in the Australian national data (67.3% vs. 43.7%, 95% CI 64.2-70.4).

When conSidering women transferred for threatened preterm labour (n=883; 40.7%) and
preterm premature rupture of membranes (n=344; 15.8%), we found that 954 (77.7%) of the
women delivered at the receiving hospital during the admission following aeromedical
retrieval, with 263 (22.3%) being initially discharge following aeromedical retrieval to later
deliver in thereceiving hospital. No threatened pre-term labour patients delivered during the
flight. See Table 4.

When considering patient access to obstetrics and gynaecology services from their place of

residence, it was found that of the 152 primary evacuations and 2019 inter-hospital transfer
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patients, 134 (88.2%) and 1070 (53.0%) respectively, did not have reasonable access to services
requiring at least 60 minutes of motor vehicle travel. The inter-hospital figures appeared to
reflect the general rural and remote aspect of 44578 (55.9%) women aged 18-44 years old not
having access to obstetrics and gynaecoaghyin 60 minutes’ motor vehicle travel. See Table

5.

Discussion

This studygindicated that one out of every 420 women who gave birth Australia-wide during
2015-2017 received an aeromedical retrieval. Due to the centralised location of specialised
obstetric and_neonatal facilities, women with high risk pregnancies are often transferred
electively to tértiary hospitals for antenatal care and deliffewith the aim of reducing
perinatal mortality and morbidit}. Our data represent women who have unplanned urgent

obstetric complications.

Threatened, preterm labour was the most common reason for aeromedical transfer, accounting
for 40.7% oftransfers, while the background rate of preterm birth in Australia is 8.6%. Preterm
birth is the single greatest cause of death and disability in children in the developed world.
Pretermbirth™is associated with perinatal mortality, long-term neurological disability,
admission to.neonatal intensive care, severe morbidity in the first weeks of life, prolonged
hospital 'stay after birth, readmission to hospital in the first year of life and increased risk of

chronic lung diseas®.

Preterm birth is associated with remoteness, indigenous status and medical comorbidities such
asdiabetes and obesity!*Rural and remote Australia has high rates of diabetes, hypertension,
and overweight and obesityand these risk factors were over-represented in the aeromedical
retrieval cohort,/with a corresponding high rate of preterm birth, low birth weights, increased
need for resusecitation, and special care nursery admission. Prevention of preterm labour and
preterm birtheinsrural and regional populations would have an impact not only on retrievals but
also health.system costs of immediate and long-term care of the neonates. Strategies to reduce
preterm birthiinclude atrate measurement of the cervical length at the morphology scan,
vaginal progesterone or cervical cerclage for those with a short cervix or previous history of
preterm birth and smoking cessation, as well as dedicated preterm birth prevention antenatal

clinics 12
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Many of the aeromedical retrievals were for indigenous patients from remote areas. Indigenous
Australians are a higher risk of antenatal risk factors, such as diabetes and hyperteasion,

well as a higher risk of preterm labour and perinatal déattthile preterm labour and still

birth rates appear to be decreasihthere still appears to be Australian subgroups, such as
rural anderemote indigenous women, who continue to have higher rates of negative pregnancy
outcomes$ Indigenous women are more likely to experience infant death and infant
preventable death, such as those caused by infedfiding higher infant mortality could be

due to several factors, such as reduced antenatal screening, poor identification of birth defects,
and lower service provision in remote ar&aStillbirths may have been under-represented in

the RFDS transferred cohort because there is little to gain by transfer to tertiary cetres. P
acess to services could also contribute to a lower likelihood of diagnosis and treatment,
leading to increased urgent aeromedical retrieval. This is consistent with findings that more
indigenous thannon- indigenous (45% versus 29%) infant deaths took place out of Hospital,

with many linked to infections suggesting delayed management.

Overall, thesaeromedical retrieval group had higher rates of caesarean section (CS) than
Australian rates/but when the analysis was restricted to only preterm births the CS rate was
lower in'the"RFDS cohort than in the Australian population. CS is a life-saving intervention
for specific_cemplications during pregnancy and childbirth and should be available to all
women in need® Many rural and remote women with high risk pregnancies that are more
likely to require CS (for example multiple pregnancies or placenta praevia) relocate closer to
tertiary care electively so the aeromedical group is skewed towards women who had
unexpected preterm labour. However, it is arguable that some of the indications for CS could
have been madified with early intervention, such as access to quality antenataM¢hile.

not the focus of this paper, CSs have increased length of hospital stay, increased risk of
hysterectomy.for postpartum haemorrhage, and increased risk of cardiac arrest as compared to
normal virginalubirths® CSs when indicated can save infants' lives and prevent perinatal
mortality andssevere morbidity, including intrapartum asphyxia. However early births, as seen
in the retrieved cohort, can increase the risk of respiratory problems and hypogly€&éimia,

a population"group with already high rates of respiratory disease in latér life.

The majority of aeromedical patients did not have access to O&G services within 60 minutes
of motor vehicle travel. This is consistent with previously published Australiarf‘@ite

limited access and closures of local maternity and O&G services in rural and remote Australia,
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could in part help explain disparities in mortality for rural and remote women as compared to

metropolitan womea.

This study included only one aeromedical retrieval service, however this limitation was
minimised by-this service being the largest and often the only service provider in many rural
and remote areas. Data collection was limited in part, as only one third of the ndiszase

history was recorded during aeromedical retrieval, however collected data was consistent with
Australian-wide Governmental surveys. Specifically, perinatal mental health and behavioural
disorders were,not included in the study. Another limitation was that while AIHW data on
outcomes for_preterm birth represents the whole population, the aeromedical group were only
those withsemergency conditions causing preterm birth and under-represented iatrogenic
planned preterm birth.

As such, a future prospective study could consider whether aeromedical pre-term labour
characteristics differed to case matched metropolitan pre-term labour characteristics.
Identificationsef:specific modifiable risk factors is important to reduce morbidity related to

pregnancy transfers.
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Table 1 Rrégnancy maternal and baby characteristics and outcomes following

aeromedical'retrieval

Description Aeromedical 2015-17 Australiatotal 2015-17
Number of pregnancies 2171 915610
Number of babies 2438 929368

Description Aeromedical 2015-17
Primary evacuation (%) 152 (7.0)
Secondary evacuation (%) 2019 (93.0)
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Threatened preterm labour and delivery (%) 883 (40.7)
Premature rupture of membranes (%) 344 (15.8)
Antepartum haemorrhage (%) 172 (7.9)
Pre-eclampsia (%) 143 (6.6)
Ectopic pregnancy (%) 77 (3.5)
all other (%) 552 (25.4)
Description Aeromedical 2015-17 95% CI* Australia total 2015-17

Mother ethnicity

Indigenous (%) 658 (30.3) 28.4-32.2 40755 (4.45)

Non-Indigenous (%) 1513 (69.7) 67.8-71.6 874855 (95.5)

Mother characteristics at delivery

Median mother age (intefquartile range) 28 (23.0-32.0) 27.7- 28.3 30.0 (26.0-34.0)

Maternity Body Mass Index (MBMI)- number and 225 of 431 collected

percentage overweight or obese (%) (52.2) 47.5-56.9 277197 (45.1)

Smoked anytime during pregnancy (%) 304 (14.0) 12.5-15.5 90639 (9.9)

Birth characteristics and gutcomes

Mother

Number of forceps-assisted deliveries (%) 82 (3.8) 3.0-4.6 47605 (5.2)

Number of vacuum deliveries,(%) 77 (3.5) 2.8-4.3 67792 (7.4)

Number of c¢/s deliveries (%) 812 (37.4) 35.4-39.4 310446 (33.9)

Number of spontaneous vaginal deliveries (non-

instrumental) (%) 995 (45.8) 43.7-47.9 489689 (53.5)

Other (%) 52 (2.4) 1.75-3.0 0 (0.0)

Unknown (%) 367 (16.9) 15.3-18.5 0 (0.0)

Baby

Birth outcome

Median gestational age at delivery (interquartile

range) 33.0 (29.0-35.3) 32.7-33.3 39.4 (38.4-40.4)**

Special care nursery admission/ NICU (%) 1005 (41.2) 39.3-43.2 90131 (9.7)

Special care nursery admission of gestation/ NICU

(36.0-42.1) (%) 204 (8.4) 7.3-95 54785 (5.9)
2536.1-

Median birth weight- grams’(interquartile range) 2579.5 (1900-3130) 2622.9 3428 (3070-3760)**

Resus required (Incl: IPP¥intubation; cardiac

massage/ventilation) (%) 864 (35.4) 33.5-37.3 57481 (6.2)

Stillbirths (gestational age range 2439.5) 42 (1.7) 1.2-2.2 6441 (0.7)

*Total metropolitan population value outside of the sample 95% confidenceaihtan be interpreted as

indicative of a statistichl significant difference between the sample and the Australian population at the

significarce threshold of 0.05.
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*These figures were obtained from separate major city tertiary hospitatgdgtancies = 43751)

Table 2 Maternal medical disordersprior to and during pregnancy

Total aeromedical 95% CI* Total metropolitan hospital

Maternal disease history collected (%) collected (%)

Total number collected 678 (31.2) 29.3-33.2 43751 (100.0)
Pre-existing diabetes 27 (4.0) 2.5-5.45 306 (0.7)
Gestational diabetes 79 (11.7) 9.2-14.1 3977 (9.1)
Chronic hypertension 28 (4.1) 2.6-5.6 187 (0.4)
Gestational hypertension (inc pre-eclampsia) 52 (7.7) 5.7-9.7 1062 (2.4)

Total with Diabetes and Hypertension prior to and 24.1-30.1

during pregnancy 186 (27.4) 5532 (12.6)

* Total metrgpalitan population value outside of the sample 95% confidenogairtan be interpreted as

indicative of a statistichl significant difference between the sample and the Australian population at the

significarce threshold of 0.05.

Table 3 Pre-termulabour and delivery patient characteristics.

Description Aeromedical 2015-17 95% CI* Australiatotal 2015-17
Number of pre-term babies (<37 completed weeks) (%) 883 (36.9) 34.3-38.1 80317 (8.6)
Baby ethnicity

Indigenous (%) 269 (30.5) 27.4-33.5 5633 (7.0)
Non-Indigenous (%) 614 (69.5) 66.5-72.6 74684 (93.0)
Mother characteristics at delivery

Median mother age (interquartile range) 27.0 (22.0-31.0) 26.7-27.3 30.0 (26.0-34.0)
Maternity Body Mass Index.(MBMI)- number and percentag

overweight or obese (%) 79 (18.3) 14.7-22.0 25857 (32.2)
Smoked anytime during pregnancy (%) 125 (14.2) 11.9-16.5 12064 (15.0)
Fetal Fibronectin (fFN) positive(%) ** 102 with pathology 76(8.6) 6.8-10.5 nil provided
Fetal Fibronectin (fFN) negative (%) ** 102 with pathology 26 (2.9) 1.8-4.1 nil provided
Birth characteristics and outcomes

Delivered within flight 0(0.0) 0.0-0.0 nil provided
Delivered_<24 hours of admission 346 (39.2) 36.0-42.4 nil provided
Delivered_> 24 hours of admission 537 (60.8) 57.6-64.0 nil provided
Delivery date unknown 0 (0.0) 0.0-0.0 nil provided
Mother

Number of forceps-assisted deliveries (%) 43 (4.9) 3.45-6.3 2947 (3.7)
Number of vacuum deliveries (%) 14 (1.6) 0.8-24 2661 (3.3)
Number of c/s deliveries (%) 319 (36.1) 33.0-39.3 40783 (50.8)
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Number of spontaneous vaginal deliveries (non-instrument: 445-51.1

(%) 422 (47.8) 33917 (42.2)
Unknown (%) 85 (9.6) 7.7-11.6 9 (0.0)
Baby

Birth outcome

Median gestational age at'delivery (interquartile range) 33.4 (31.5-35.1) 33.0-33.7 35.0 (31.4-36.0)*
Special care nursery admission/ NICU (%) 594 (67.3) 64.2-70.4 35075 (43.7)
Median birth weight- grams (‘interquartile range ) 2012.5 (1470.0-2497.5) 1969.1-2055.9 2240 (1600-2680%*
Resus required (Incl: IPPV; intubation; cardiac 49.4-56.0

massage/ventilation) (%) 465 (52.7) n.p
Stillbirths (%) 27 (3.1) 1.9-4.2 5486 (6.8)

* Aeromedical population value outside of the sample 95% confidence interval icaerpeeted as indicative

of a statisticdy significant difference between the sample and the Australian population egrtifieance

threshold of 0.05.

** 102 patients had/recorded fFN pathology. This may reflect limited local logthservices or the result not

being recorded.

***These figures:were obtained from separate major city tertiary hospitals égthancies = 43751)
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Table 4 Indication for and outcome of emergency transfers— previous studies

Robertsetal % | Jony etal 2 | Akletal #* | Hutchinsonetal #* | Gohetal | Rigbyetal ® | Hallingworthetal 3** | Current study
*
Geographicrarea NSW/ ACT Nova Scotia WA QLD NSW/ACT SA WA WA,QLD,NSW
Time Periad 1997-1998 2003-2004 | 2007-2009 2009-2011 2010-2011| 2010-2015 2015 2015-2017
Number 408 121 439 941 212 160 69 2171
Primary Indication for transfer (%)
PTL/TPL 131 (32.1) 50 (41.7) 281 (64) 141 (17.1) 58 (27.6) 94 (58.7) 31 (44.9) 883 (40.7)
PPROM/ROM 129 (31.6) 26 (21.5) 158 (36) 175 (21.3) 47 (22.2) 22 (13.8) 38 (55.1) 334 (15.8)
PET 55 (13.5) 20 (16.7) 97 (11.8) 12(5.7) 16 (10) 152 (70)
APH 51 (12.5) 16 (13.2) 75 (9.1) 17 (8) 11 (6.9) 174 (80)
FGR / anomaly 19 (4.7) 151 (18.3) 11 (6.9)
Maternal medical 14 (3.4) 95 (11.5) 4 (2.5)
condition
All indicationsfor transfer
Delivered during admission related to transfer (9 246 (60.3) 76 (62.8) 206 (46.9) 668 (71) 99 (46.7) 56 (35) 50 (72.5) 1840 (84.7)
Not delivered initial admission (%) 162 (39.7) 45 (37.2) 233 (53.1) 273 (29) 113 (53.3) 104 (65) 19 (27.5) 331 (15.3)
PTL/TPlwitheut ROM
Delivered during admission related to transfer (9 48 (36.7§ 18 (36) nil provided nil provided 13 (16) nil provided 25 (80.6) 651(73.7)
Not deliveredinitial admission (%) 146 (53.3) 32 (64) nil provided nil provided 68 (84) nil provided 6 (19.4) 232(26.3)
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Table5 Patient accessibility to obstetric and gynaecological serviceswithin rural and remote Australia.

PPROM /ROM

Delivered during admission related transfer (%) 66 (51.2§ 24 (92.3) nil provided nil provided 34 (72.3) nil provided 25(65.8) 303 (90.7)
Not deliveredsinitial admission (%) 63 (48.8) 2(7.7) nil provided nil provided 13 (27.7) nil provided 13 (34.2) 31(9.3)
Subsequently delivered elsewhere (%) nil provided 45 (37.2) 8 (6.7) 120 (12.8) 113 (53.3) 45 (28) nil provided 0.0 (0.0)
* included road'and aeromedical transfers ; + study included PTL/TPRRROM only; # delivered within 7 days transfer

Description Primary evacuation Secondary evacuation Rural and remote (RA4-RA5) 2018 women
population population aged 18-44 years
Total women 152 2019 79802
Within 60 minutes of mator vehicle travel to an obstetrics and gynaecology sgf)ice 18 (11.8) 949 (47.0) 35224 (44.1)
Not within 60 minutes ofsmetor vehicle travel to an obstetrics and gynagcsdogce (%) 134 (88.2) 1070 (53.0) 44578 (55.9)
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