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SUMMARY INTRODUCTION

This retrospective audit determined the main reasons for emergency QMMS in Dunedin provide specialist tertiary care that serves a

transfer of women from primary or secondary maternal services to large hinterland geographically , constituting 90,000 square kms,

Queen Mary Maternity Service (QMMS), Dunedin, over a 5 year half the South Island. In this diverse hilly terrain there are six

period. Changes in referral rates, maternal and fetal outcomes, modes community primary birthing centres and a secondary centre in

of transfer, and costs of transfers are also investigated Invercargill.

There were 415 emergency transfers in the 5 year period of April Women can commonly travel more than 2 hours to specialist MATERNAL DATA | LABOUR DATA BIRTH & FETAL DATA
2003 to March 2008. Failure to progress has been the main reason care, and according to a study conducted 5 years ago at QMMS ) Par't).' | » Main reason for transfer ) B"’t.h outcome /

for emergency transfers from primary birthing units, and Pre-Term emergencytransfers represent60% ofallruraltransfers (Devenish, * Gravidity * Membranes ruptured at Delivery method
Labour (includes preterm premature rupture of membranes) from Thornton, 2004). ) Sm°I“I‘g time of transfer * Birth INeight and
secondary hospital. The regional annual birth rate of Southern Region * Ethnicity « VBAC gestation

is now more than 4000, and referral figures from primary birthing * Family history * Partogram * After birth admitted to
units although small have doubled. With number of women delivering RESULTS * Any other maternal | « Transfer date & time NICU or post natal

at individual primary birthing centers being small, it is difficult to make consequence Mode of transfer ward

344 Delivery of Fetus

(ambulance, helicopter, * Length of stay in

TOTAL own car) hospital

conclusions.

Emergency transfers resulted in 355 births. Of these there were
10 peripartum deaths, 7 stillbirths and 3 neonatal deaths, a rate of 415 transfers | Transfers resulted in: 43 Urgent Assessment N
19.7/1000 stillbirths, and 8.5/1000 neonatal deaths. National rate is 372 women * Episiotomy
7.1/1000 stillbirths, and 3.2/1000 neonatal deaths. Of the 348 live
births 100 were admitted to neonatal intensive care unit (NICU). A
higher than average admission rate. Figure |: Flow diagram: outcome of transfers

* Post partum haemorrhage

* Perineal Lacerations

(15%/2"/3™ degree)

28 Post Partum

Complications (Table 4)

e Estimated blood loss

Primary Secondary
TOTAL | Birthing Centres Hospital | Primipara Multipara = Pre-Term Labour
(n=415) (n-347) (n=68) (n=194) (n=193) & PROM

Pre-Term I_EIIZ)OUI">I< 73 48 (I4%) 25 (37%) |7 56 o Fetal Concems

o Bleeding

Prem Rupture
of Membrane 24 22 (6%) 2 (3%) |6 B Malpresentation

Fetal Concerns 46 (13%) 6 (9%) 28 = Labour Dystocia
Bleeding 34 22 (6%) 12 (18%)

Malpresentation |6 |5 (4%) I (2%) m Post-Partum Complications

B HTN Disease

0 Other Reason

Labour Dystocia 129 (37%) 4 (6%) @ Primary Birthing Centers m Secondary Hospital
Hypertension disease 26 (7%) 8 (12%)
Other Reason 15 (4%) 6 (9%)

Post-Partum
Complication 24 (7%) 4 (3%)

Table 4: Post Partum complications —

mode of transport during emergency Table 5: Reason for emergency transfer to QMMS - post-post
Table 3: Mode of delivery. Analysis by referral reason. transfer partum complication.
140 Emergency &  Forceps & Urgent Transfer Method TOTAL(n = 28)
120 Elective C/S Ventouse NVD  Assessment Ambulance 723 2nd or 3rd degree perineal laceration 8
100 Pre-Term Labour 23 I 37 |2 Helicopter (or by air) 4 p p 1 . 5
elicopter (or by air

80 Prem Rupture of Membrane 8 4 12 P Y ost Fartum haemorrhage
60 Fetal Concerns 24 7 17 3 Own car | Retaiined Placenta 13
40 Bleeding 18 o) 8 6 Total 28 Retained Placenta + 3™ degree perineal laceration 2
22 . H I ﬁ = ﬁ Malpresentation Il 2 2 I )

I | | | | T : Table 6: 2™ Stage failure to progress

Labour Dystocia 60 43 30 8 pProg .
Qo\\} AN Q},\\e « & \é){b & S | | complications — mode of transport during Table 7: Method of Transfer for 415 transfers, per Area.
B K RS & Y 3 & ng& Hypertension Disease 20 6 8 Al q Balcluth o Southland
9 o) @ Q Q emergency transfer exandra alclutha amaru outhlan
& Q}O @ N N & Other Reason 3 3 2 13
P~ ¢t QT I SO Transfer Method Ambulance 84 53 147 52 336 (81%)
¥ « vV TOTAL 168 62 114 43 ranster Metho
Helicopter |7 2 7 26 (6%)
: Ambulance 29
= Emergency&Elective CS B Forceps&Ventouse Own Car |2 |10 22 9 53 (13%)
i i Helicopt by ai 3
[J Normal Vaginal Delivery [ Urgent Assessment elicopter (or by air) TOTAL 113 65 169 68 415
Figure 5: Mode of delivery. Analysis by referral reason. Total 32

CONCLUSION

We believe that ongoing audit of emergency transfers should be

Initiating reason for Total number | Admited to | Peripartum Deaths routinely undertakento appropriatelydirect resources. Women’s
Transfer offetuses | NICU | Stillbirths Neonatal experience, human and economic costs, could be benefited by
Pre-Term Labour 67 50 (75%) I I . | f S f . .
Prem Rupture of Membrane 75 3 (13%) timely transfer. Some of our suggestions are:

Fetal Concerns 50 11 (22%) 4 . : ! .
Bleeding 3] 15 (48%) 5 Use of partograms in all labours assist early recognition of poor

Malpresentation 15 0 progress. And timely transfer, particulary nulligravia as this is

Labour Dystocia 7 (5%) the main cause of emergency transfer for these women.
I 1% Hypertensive Disease 26 14 (54%)

3% Other Reason 8 0 « Awareness of pre-term labour risks and need for NICU.

= Pre-Term Labour m PROM 0 Fetal Concerns Total 100 (28%)
0 Bleeding m Labour Dystocia @ HTN Disease

* Consider delivery of all multiple pregnancies in main centres
given outcome statisitcs.

* Active management of third stage reduces need for transfer.

REFERENCES MEDIA

Creasy M. “Women’s experience of transfer from community based to consultant based maternity care”. Grzybowski SCW. “Problems of providing limited obstetrical services to small, isolated, rural populations”. Mountain  Scene, Queenstown newspaper. “Off you go, mothers”. 13/11/2008,
Midwifery (1997) 13, 32-29 Canadian Family Physician, Vol 44. Feb 1998 223-26. page 3.

Fenton A, Ainsworth S, Sturgiss N. “Population-based outcomes after acute antenatal transfer”. Paediatric Watts K, Fraser D, Munir Fehmidah “The impact of the establishment of a midwife managed unit on ASM RANZCOG 2003

and Perinatal Epidemiology 2002, 16, 278-85. women in a rural setting in England”. Midwifery 2003, 19, 106-112.

Devenish C, Thornton A, Herbison P. “Improving womens experiences of transfer into secondary obstetric

Fowler S). “Provision for Major Obstetric Haemorrhage:An Australian and New Zealand Survey and Review”. NZHIS New Zealand Health Information Service. “Report on Maternity: Maternal and Newborn care”. Queen Mary Maternity Service, Dunedin Hospital.
Anaesthesia and Intensive Care. Vol 33, Noé. Dec 2005. Information 2005”. http://www.nzhis.govt.nz/moh.nsf/pagesns/32?Open#05. Accessed 20 February, Otago DHB, 2009. Provided non-subsidised actual costs (i.e. as would be charged to a non New
2008. ’ ' ) -

Zealand resident) of ambulance transfers and stay at postnatal and NICU wards as of 2009.




