Inter-nospital Helicopter Transport in New Hampshir e:
Changes Over a Six-Year Period
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Referral sites with 5 or more patients
Periods I+11 combined

Each red circle=10 minutes flight time
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Methods:
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conducted of all patients transferred by air to [Vipaaftertanspot . | 0|  1(1%)]

Dartmouth-Hitchcock Medical Center via DHART “

from January 2003 through October 2008 with a pre ___
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or intracranial hemorrhage. Major trauma patients In-hospital death 41(29% 33(18% 74(23%)

were excluded. Data collected included patient Tiansferred again for aneuysm R T
demographics, pre-transport imaging interpretation,Transport costs indollars, average | 9,829 12525  114&3 N e
final diagnosis, treatment, and outcomes. Trends _[Transport costs, dollars, range 6,695-13,133 8,568 :B& 6 695-18, 3 0

between Period | (1/1/03-12/31/05) and Period 1 ‘ 4(2% 4(1%
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Summary of Conclusions:
A majority of patients being transported by DHARF management of acute stroke continue to undergent, specialized diagnostic or neurosurgical

interventions, thereby supporting the role of ifttespital helicopter transport in extending ac¢es=are in rural communities. In our region, tmansport mode
continues to be used primarily for hemorrhagiolstrand is underutilized for ischemic stroke. M@reently, significantly more patients had aneurygsifing
and fewer patients were subsequently transfersewlere for coiling of aneursyms. We expect treeaihelicopter transport for stroke will increasiéh
expanding treatment options, increased availalilityerebrovascular subspecialty services at oueceand more regional organization.




