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ITIC Global 2014 was a stellar year for the 
conference, with a record number of attendees 
from a growing number of countries around 
the world. Diversity in ITIC is key to its 
success, and the increasing importance that 
industry professionals place on attending the 
conference is testament to the strength of 
relationships they build while there.
I would like to take this opportunity to thank 
everyone for coming, and to our sponsors 
and exhibitors who contribute to the event’s 
success every year.
The ITIJ Industry Awards gave everyone a 
fantastic fi nal night in Venice, with quality food 

and wine enjoyed by all at the ITIC Finale 
Dinner before the awards ceremony. Don’t 
forget you can go online and see the whole 
awards show for yourself – a thoroughly 
entertaining watch! Also on off er at ITIC.co 
are highlights of each day at the conference, 
with interviews from speakers, panellists, 
moderators and audience members – have a 
look to see if you can fi nd yourself!
On behalf of the ITIC and ITIJ teams, I would 
like to thank everyone who made ITIC Global 
in Venice such a success. Here’s to another 
fantastic event, and many more to come!
Ian Cameron
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The o�  cial ITIC Welcome Reception, sponsored 
by One Call Medical Transports, was an excellent 
opportunity for meeting old friends and making 
new business acquaintances. With spectacular 
local food on o� er, complimented by a variety of 
Italian beverages, attendees were then treated to 
an dazzling laser violin performance from Lumina
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SPONSOR PROFILE 
Th e ITIC team would like to say a 
massive ‘thank you’ to the evening’s 
sponsor, One Call Medical Transports
One Call Medical Transports is a full service transportation 
management company that serves its customers through its vast 
worldwide network of quality ground transportation providers. 
One Call specialises in providing services to the air ambulance 
industry, medical and travel assistance organisations and the organ 
procurement community. One Call is a recognised leader in aviation-
related ground transport co-ordination. Insurance companies, case 
managers and hospital discharge planners also utilize One Call daily 
to co-ordinate their more complex ground transport cases.

www.866onecall.com
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Reminder:
A gallery of all the photos from the conference, 
and the speaker presentations, are available to 

view on the ITIC Global website at 

www.itic.co/itic-archive
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NEW ATTENDEES’ 
WELCOME RECEPTION 
The ITIC New Attendees’ Welcome Reception, held in the 
beautiful surroundings of the roo� op bar of the Hilton Molino 
Stucky hotel, was sponsored by ITIJ. Mike Forster, group sales 
manager, welcomed the new delegates with a glass of fi zz and an 
introduction to the magazine itself. 
A� er the event, he said: “The New Attendees’ Welcome Reception 
was a brilliant chance for those who haven’t attended ITIC before 
to meet the committee, who help to set the conference agenda, as 
well as the ITIJ editorial staff, who bring the magazine to fruition 
each month. By giving the new delegates a chance to meet us 
in a less formal setting, we hope we offered them a relaxed and 
smooth introduction to the event.”
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GMMI sightseeing tour 
With a stroll through the famous market of Rialto 
and its colourful sights, guests were treated to 
a unique look at the historic commercial trade 
of the fascinating city of Venice. A heaven for foodies, the Rialto market 
off ered the chance to admire Venetian specialities such as baby octopus, 
soft-shell crabs, and squid of all shapes and sizes. Crossing the Grand 
Canal in their own private gondola, guests were taken to visit Ca’d’Oro, 
one of the most prestigiuos 15th Century palazzos in Venice, and a fi ne 
example of a Venetian merchant’s home. 

Rowland Brothers city tour 
The Rowland Brothers 
International Offi  cial 
ITIC Sightseeing Tour 
took place on the 
fi nal afternoon of ITIC 
Global. The tour, which encompassed a boat trip through the canals of 
Venice, followed by a guided walking tour of some of the slightly less 
accessible and well-known areas of the beautiful and historic city, was 
thoroughly enjoyed by all who were lucky enough to secure a ticket. 

ITIC Sponsored Tours
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Thoughts from the Exhibitors:

“TAA has been a regular exhibitor at ITIC Global 
for many years. A booth is a perfect place to have a 
chat with your clients in your own branded setting. 
Th is helps to have more focused conversations, 
to show fi lms etc. A nice experience compared to 
sitting in a rather noisy lobby! We even had lunch 
at the booth’s table with some clients – it was 
relaxing for everybody.”
Eva Kluge
Head of sales & marketing – Tyrol Air Ambulance

“From the moment Medassis decided to become 
an exhibitor, Kate and the team were there to 
help, with constant availability and patience to 
be admired. During the conference fr om setup to 
break down, we knew there was always someone 
we could contact for anything – which is no small 
thing with the amount of participants that were at 
the conference this year.
Th anks to having the exhibition booth, and the 
ITIC App, we had a really great conference, 
meeting with lots of new partners that we know we 
will have a great future with. Medassis are already 
looking forward to the next ITIC in Athens.”
Joel Goodman
Corporate networking manager – Medassis

The Exhibition Area gave delegates the 
opportunity to meet up with industry 
providers and keep up to date with the latest 
developments.

Exhibition Area
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“Venice was the fi rst time Centricity exhibited 
at ITIC and what an outstanding conference to 
round off  a very successful year, especially for all 
the award winners. Our choice to ‘get in early’ 
paid dividends, with our booth being located right 
opposite the ITIC Registration Desk. It was an 
excellent location and a hive of activity as delegates 
left  each of the sessions, and this certainly provided 
an excellent location to interact with our clients 
and develop relationships with many prospects.
Team ITIC were again a joy to work with and we 
certainly appreciated their eff orts in working with 
us throughout the year; we look forward to Athens 
in 2015.”
Phil Peart
Managing director – Centricity Ci

“As a member of the International Red Cross 
Federation we have, in principle, a strong 
worldwide network. But joining the ITIC 
exhibition makes our network even stronger and 
even more reliable. Meeting service partners 
and partners fr om the industry face-to-face 
on a convention over days is a very good ‘live-
networking’ situation every year. Th ank you ITIC!”
Bastian Nagelschmidt
Deputy managing director - German Red Cross Assistance GmbH

Networking Lounge
Sponsored by Commercial Medical 
Escorts and REVA Air Ambulance
The offi  cial ITIC networking lounge gave attendees the space they 
needed to conduct meetings in a calm environment, slightly removed 
from the hustle and bustle of the Exhibition Area. With refreshments 
and comfortable seating areas available at all times, delegates 
took advantage of the extra space in which to forge new business 
arrangements and solidify existing contracts.

E
E
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� e future for air ambulance 
technology
Juergen Kuntner   
Managing Director, Air Ambulance Technology 

Juergen gave delegates a revealing insight into 
the key factors infl uencing the development 
of air medical interiors, one of which is the 
changing nature of patients – especially obese 
patients, whose average weight has increased 
to over 77 kg. Special reinforced loading 
and unloading equipment, stretchers, and 
interior equipment have been developed to 
enable these patients to be transported by air 
ambulance, while aircraft doorway dimensions 
have been increased to enable loading, and 
interiors have developed to enable more 
space to work around such patients. Also, for 
transporting such patients, an aircraft capable 
of carrying a higher payload is needed.
Interiors have further developed to enable 
the transport of infectious patients, and 
nanotechnology is enabling the development 
of ever more sophisticated anti-bacterial 
surfaces, while highly infectious patients can 
be transported in self-contained isolation 
chambers. Enhanced medical technology – 
such as ECMO (Extra Corporeal Membrane 
Oxygenation) – is also shaping the type of 
missions carried out by air ambulances; 
while technological developments such as 

ventilation for turbine-driven medical devices, 
CNAP monitoring, and point-of-care ultrasound 
(POCUS) have all shaped cabin design in their 
need for more cabin or stowage space. 
In response to changing onboard needs, cabin 
interiors have become more modular to allow 
for greater fl exibility and quicker turnarounds 
between missions. They are better designed 
to allow for obsolesence of medical devices, 
and more lightweight and hybrid materials are 
being used onboard. In the future, we’ll see 
more ambient LED lighting used in cabins to 
help control the mood of the patient, there 
will be more information technology onboard 
with permanent WiFi, and 3D modelling and 
monitoring will allow cabins to be designed 
around onboard equipment and work fl ow.
When designing and certifying interior 
equipment, everything has to be done 
according to regulations and specifi c standards 
– such as JAR, FAA and EASA – but Juergen 
suggested that it might be better to have a 
harmonisation of standards for air ambulances. 
Although no aircraft are manufactured 
specifi cally for the air ambulance industry, he 
also predicted that the standard air ambulance 
of the future would not be a LearJet but 
rather larger aircraft such as Falcons and 
Challengers, with larger cabin space and, 
perhaps modifi ed, larger access doors. 

Bas van de Wakker
Marketing Manager, AutoPulse - ZOLL

Bas van de Wekker began by talking about the 
drone Zoll has been involved in developing, 
which uses GPS and an app to direct it to 
patients who have suff ered a cardiac arrest. 
Flying at up to 100kph, and arriving potentially 
within two minutes, the drone carries an 
automated external defi brillator (AED), which 
can be used on the patient. It is dispatched from 
the road ambulance service that is alerted to the 
scene. Zoll’s mission, said Bas, is to save more 
patients’ lives by using innovative technology. 
In each link of the chain of survival, as defi ned 
by the American Heart Association, Zoll has 
a piece of equipment that can be used. All its 
devices can capture data and, by analysing this 
data, and comparing it to established research 
on best practice, users can assess whether they 
are performing to their optimum ability. “You 
can only improve what you measure,” said Bas. 
By capturing patient data, you can see how 
eff ective your patient care is, see what your staff  
are doing, how they are performing, and see if 
you can improve the eff ectiveness and effi  ciency 
of your service, which in turn improve patient 
care and save on costs.

Zoll has a product portfolio with air worthiness 
certifi cation, for example the X Series patient 
monitoring system and defi brillator. It boasts 
STEMI management, diff erent screen 
confi gurations, a printer, records the patient 
case audio, and can send collected data via 
Wi Fi, as well as download and stream patient 
record data, allowing for telemedicine with 
a doctor on the ground. The product also 
measures chest compressions and tells you 
if you’re compressing far enough. Additional 
data can be manually input to the device 
and stored electronically to provide complete 
patient case notes.
Another Zoll device with air worthiness 
certifi cation described by Bas was the 
LifeVest – a wearable AED that continuously 
monitors the patient’s heart rhythm and 
automatically shocks the patient if it detects 
collapse, sending an alert signal to the local 
ambulance centre. And, lastly, delegates 
were introduced to AutoPulse – a mechanical 
CPR system, worn as a belt around the chest 
that administers entire chest, rather than just 
sternal, compressions to the patient to optimise 
blood fl ow. This device frees up the medical 
crew to attend to the patients other needs, or 
to move the patient, whilst compressions are 
being given mechanically.

All its devices can capture data 
and, by analysing this data, and 
comparing it to established research 
on best practice, users can assess 
whether they are performing to 
their optimum ability
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Competency training for medical crews
Blake Yturralde   

When hiring, it is diffi  cult to fi nd the right 
staff , Blake acknowledged. In the fi rst 
instance, CME will ask existing staff  to make 
recommendations. It is important, said 
Blake, to have a strict policy requiring that 
doctors and nurses have a minimum level of 
experience working in acute care (emergency 
room or ICU). New staff  must have suitable 
qualifi cations and complete ground training 
before going on any missions.
CME faces the challenge of training medical 
staff  that are located across the US. While 
staff  who live locally can visit the CME offi  ces 
to train, video conferencing can be used for 
training or assessing those from farther afi eld. 
This is useful, for example, for staff  to show 
their ability to use their medical equipment.
Training in pre-fl ight assessment of patients 
is particularly important for the commercial 
escort missions that CME staff  undertake, 
as they often travel alone and have limited 
resources compared to air ambulance 
crews. It is valuable, therefore, for staff  to 
have access to their own medical director 
and also the patient’s assistance provider 
24/7 in order to obtain advice and approval, 
especially if any further tests or treatment are 
required prior to repatriation.
CME has a detailed handbook covering all 
details of the escort process, from tipping 
porters to coping with the unexpected in-
fl ight, and staff  are tested on this and the 
results recorded.
Escorts are given initial training on all the 
equipment they use, as well as annual training 
to maintain currency. As part of this, staff  are 
tested on their ability to calculate the battery 
life of the equipment they use, for example 
by being given scenarios and being asked to 
calculate how many batteries would be needed 
to complete a fl ight of a given length. If staff  
have their own equipment, they are required 
to document how many hours it is used for, so 
that CME can schedule it as required.
Initially, new staff  will either have to undertake 
a mission under supervision or will be asked 
to complete a simple transfer that involves 
a short, direct fl ight and a straightforward 
medical condition.

Th e training of permanent air ambulance staff  is 
particularly important, as their lack of hospital-
based clinical work means they only have 
infr equent exposure to critical care cases

CEO, Commercial Medical Escorts

Dr Bettina Vadera
CEO and medical director, 
AMREF Flying Doctors

An air medical provider should identify the 
key areas within its scope of operations 
where competency is important, said Bettina, 
as training is expensive. The training of 
permanent air ambulance staff  is particularly 
important, as their lack of hospital-based 
clinical work means they only have infrequent 
exposure to critical care cases and related 
procedures. This low exposure rate, and 
therefore the risk of skills erosion, was 
confi rmed by a review of past cases dealt 
with by AMREF Flying Doctors, as was the 
fact that its doctors and nurses rarely work 
together in the same pairings. The review also 
showed that intubation of patients in the fi eld 
and during fl ight was an infrequent but crucial 
intervention, with the potential to determine 
patient outcome.
Looking at published studies, few showed the 
eff ect of medical simulation training on patient 
outcomes, and none showed the benefi t of 

Training in pre-fl ight assessment of 
patients is particularly important 
for the commercial escort missions 
that CME staff  undertake
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Dr Jörn Adler
Medical supervisor, Luxembourg Air Rescue

As with AMREF Flying Doctors, Luxembourg 
Air Rescue teams consist of doctor/nurse 
pairs, so it is important to ensure that they train 
together to help them better work together.
Luxembourg Air Rescue is currently working 
on a new building at its base that will 
include an in-house simulation centre with 
an electronic patient simulator mannequin. 
Already, though, the company undertakes 
simulation training exercises, which include 
having medical crew members ‘treating’ 
patient simulators onboard one of its aircraft. 
Video cameras and microphones relay what is 

Video cameras and 
microphones relay what 
is taking place to other 
medical staff  members 
outside the aircraft , so 
that they can observe 
what takes place

simulation for air ambulance crew members 
in relation to improved patient management 
or outcome. However, the company thought 
that there was a clear argument for providing 
this type of training for its medical crews. To 
control the costs, it was decided to simulate 
real-life conditions using AMREF Flying 
Doctors’ in-house infrastructure and facilities.
The company may decide to carry out a 
further review in the future, to assess whether 
there has been a measurable impact on 
outcomes thanks to the simulation training. 
Given the infrequency of some of the critical 
care interventions that its staff  need to be 
able to perform, however, it makes sense 
to train for these, said Bettina. She added 
that in the teams of permanent nurses and 
locum doctors, the nurses typically bring a 
high level of expertise in dealing with fl ight-
related issues and operating the equipment 
onboard the aircraft. The doctors, meanwhile, 
provide advanced medical skills. It is diffi  cult, 
said Bettina, to get hospitals to allow the 
permanent air ambulance nurses to spend 
time in hospital where they could refresh their 
critical care skills.

taking place to other medical staff  members 
outside the aircraft, so that they can observe 
what takes place. After an immediate debrief, 
another crew will enter the aircraft to repeat 
the training. Practical training is also eff ected 
by sending staff  on certifi ed third-party training 
courses. A particular benefi t of simulation 
training, he said, is that situations can be 
repeated, and new techniques can be trialled. 
Any areas identifi ed as a weakness can be 
focused on in future training sessions.
All medical crew take part in regular training, 
which includes practical and theoretical 
elements. New procedures and guidelines are 
reviewed, and members may report the content 
of conference sessions or provide an insight 
into specifi c areas of care, such as anaesthesia 
of children, or items requested by staff , such as 

syringe etiquette. At the moment, this training 
takes place every six months, but it will soon 
become quarterly. These training sessions are 
certifi ed by the German medical board.
In terms of frequency of exposure to critical 
care, Jörn explained that Luxembourg Air 
Rescue’s doctors work in hospital for a 
minimum of half of their time. The nurses that 
work on the fi xed-wing aircraft also work on 
the company’s helicopters, which see a greater 
proportion of critical patients, helping them to 
maintain their skills. If there are no helicopter 
missions required, the nurses can be made 
available to work in a hospital emergency 
room instead.
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Insurers, how transparent is your network?
Julie Remmington 

Julie opened by quoting the Cambridge 
Dictionary’s defi nition of ‘transparency’ as 
‘a situation in which business and fi nancial 
activities are done in an open way without 
secrets, so that people can trust that they are 
fair and honest’. But, as she pointed out, there 
are obstacles to that kind of transparency in 
networks that include assistance and insurance 
companies – and she went on to be quite 
critical of both sides of the network equation.
Insurers, Julie said, have unrealistic 
expectations. They expect assistance 
companies to underwrite for them at the back 
end; they think they know best, though most 
have never worked in assistance; and perhaps 

worst of all they ignore the big picture in favour 
of worrying about the assistance fee.
Assistance companies, in turn, can be perceived 
as lazy – ‘behaving more like customer service 
centres than assistance providers’ – and 
infl exible, with staff  seemingly unable to follow 
more than one process. They also stand 
accused of choosing providers that suit them, 
rather than the insurer and the insured.
In the end, Julie indicated, the relationships 
within the supply chain are complex and 
include numerous components. In an 
ideal world, the links between all those 
components would be open to all partners 
in the relationship. Access to information, 
transparency and accountability go hand 
in hand, she concluded, and insurers and 
assistance companies need each other and 
should work together ‘for the greater good’.

Consultant, ACE Travel Insurance  

Mary-Jo McDonald
Industry consultant

Mary-Jo’s presentation looked at how the 
assistance company / network relationship has 
changed, and where it’s going. Mary-Jo set 
out her defi nition of a network, then went on to 
present a survey of the industry.
Networks, she said, involved a balancing 
act between sharing information that has 
been traditionally regarded as the intellectual 
property of the assistance company, protecting 
the network and giving clients confi dence.  
Factors to be considered include the scale of 
the network, fair costs and trusted treatment, 
legal requirements for original invoice and 
fraud control, and she pointed out that 
insurers, especially ITMI specialists, may need 
to publish such network details. Meanwhile, 
network details become part of the pitch for 
new business. An assistance company making 
such a pitch may be tempted to embellish 
its geographic coverage by including in its 
network facilities or regions that are managed 
in fact by a local agent or another assistance 
provider. Insurers deserve clarity regarding 

Access to information, transparency 
and accountability go hand in hand

Factors to be considered include 
the scale of the network, fair costs 
and trusted treatment, legal 
requirements for original invoice 
and fr aud control

such outsourcing, she said. 
Local agents can be ‘incredible valuable’ if 
used correctly, Mary Jo pointed out, but at the 
same time they are most at risk when revealing 
their network to another company. Where 
there is mutual trust between the assistance 
company and the insurer, it should be possible 
for their relationship to be entirely transparent, 
but the network is largely relationship-driven 
and so should not be undervalued, as it 
provides unique value through in-depth 
knowledge, preferred or agreed rates, 
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70 per cent said they had proof of 
practices such as rebating, double 
invoicing, or collusion with the 
provider

assistance and cost containment 
companies are under pressure to cut 
costs and fi nd new revenue sources

personal relationships, trusted service and 
GOP acceptance, which can be an issue for 
international companies. 
Mary-Jo’s survey of the industry revealed that 
75 per cent of respondents said they were 
aware of assistance companies or agents 
who were not open with their on-charging of 
network costs. Of those, 70 per cent said they 
had proof of practices such as rebating, double 
invoicing, or collusion with the provider, while a 
further 30 per cent ‘had suspicions’.  Seventy-
fi ve per cent see full details of third party costs, 
which is legally required in many countries, 
but at the same time accept that in some 
places corruption is the norm and there will be 
no invoice. And while 33 per cent audit their 
assistance company to match payments and 
invoices, 24 per cent verify by benchmarking 
against other providers, and 19 per cent check 
charges and payments with the provider, only 
14 per cent trusted their assistance company 
and 10 per cent said they had no way of 
verifying charges and worried that they might 
not be accurate.
Ultimately, Mary-Jo estimated that 80 per cent 
of companies would be ‘comfortable’ with their 
assistance company keeping part of a rebate or 
discount so long as there was full disclosure and  
agreement on what is ‘reasonable’ to withhold.
Summing up, she said that assistance 

Sam Cimone
President, Skyservice Air Ambulance

Like Mary-Jo, Sam Cimone addressed the 
question of transparency between assistance 
companies, underwriters, and providers, and 
reached similar conclusions.
Asking why we can’t assume that transparency 
between all entities in the chain, Sam 
answered his own question by pointing out 
that in reality, all parties are trying to reduce 
costs and increase profi ts. That leads to 
underwriters pressuring insurers, insurance 
companies pressuring assistance companies, 
and assistance companies pressuring their 
providers. Providers rarely deal directly with 
insurers or underwriters – most of them 
deal with the assistance company or cost 
containment entity. The main drivers in that 

relationship are pricing and service, Sam 
said, and over time assistance and cost 
containment companies are under pressure to 
cut costs and fi nd new revenue sources. But 
providers can only cut costs in certain ways, 
he pointed out – they can pay their medical 
staff  and pilots less, or they can spend less on 
maintenance. That, he warned, can expose 
aircraft to accidents and incidents. From their 
perspective, a better outcome is a relationship 
sustained by preferred pricing, volume rebates 
and commission. Very often, though, Sam 
concluded, elevated rebates and commission 
are inevitably passed on into overall costings to 
the insurer or underwriter.     

companies and insurers can take a stronger 
partner approach through transparency, clear 
contracts and expectations, independent 
assistance companies working together, 
and combining the network and spend from 
assistance and non-assistance cases, while 
at the same time focusing less on discounts, 
establishing an adequate fee structure, and 
recognising that lowest cost does not always 
equal best value. “Audit,” she concluded, “but 
accept that there will always be holes.”   
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Air ambulance case studies
Graham Williamson   

Beginning with an introduction to the company, 
Graham said that it transports patients by 
all four modes of transport – ground and air 
ambulances, helicopters, and repatriation via 
commercial airlines (which is currently the 
biggest part of the business portfolio), from 
bases located in Vancouver and Toronto in 
Canada, and Honolulu in Hawaii.
Moving on to the case study, Graham 
explained that the initial call for help came 
from a remote village on the east coast 
of Nicaragua, where a young woman had 
suff ered burns to her leg as a result of a hot 
motorbike muffl  er falling on her during an 
accident. With limited information available, 
no suitable local healthcare resources, and 
concern about infection in the burn rising, a 
critical care fl ight nurse was dispatched to 
Nicaragua within two hours of the call with the 
standard medical kit that is usually taken, plus 
extra IVs and burn medication.
The location of the patient was confi rmed as 
a hospital in Bluefi elds, to which there was 
no air or road access, leaving riverboats as 
the only means of accessing the patient. With 
local riverboats taking a long slow journey 
dependent on the mood of the day’s captain, it 
was decided that a speedboat had to be hired. 
On arrival in Nicaragua, a car was arranged to 
drive the fl ight nurse to the river launch point, 
from where he boarded the boat and was taken 
to Bluefi elds. The boat had to get permission 
from local ‘farmers’ to navigate parts of the 
river where their ‘crops’ were growing – these 
risks to medical crew, said Graham, are 
diffi  cult to predict. Emphasising the lack of 
resources, Graham said that the ambulance 
that picked up the nurse to take him to the 
patient was broken and had to be pushed up 
the hill before everyone could get in and reach 
the hospital down the hill. The hospital was 
basic at best – the patient’s bed was stained 
with urine, faeces and blood, hence why the 
fear of infection in the burn was serious. The 
patient was collected and the transfer back to 
Managua undertaken, which involved a four-
hour boat ride, four-hour car ride and checking 
into the hotel. The fl ight nurse treated and 
dressed the patient’s burns, administered 
IV antibiotics and managed her pain in the 
hotel room, which become a temporary clinic. 
The following day saw the patient and fl ight 
nurse fl ying business class from Managua 
to Vancouver via Houston, where the patient 
was admitted to the Provincial Burn Centre at 
Vancouver General Hospital.
This case, explained Graham, was the genesis 
of the company’s worldwide rapid response 
medical team, which launches on a two-hour 
alert for remote access medical emergencies.

CEO, LIFESUPPORT Patient Transport

Eva Kluge
Head of sales and marketing, 
Tyrol Air Ambulance

The challenges for travel insurers are myriad, 
said Eva, with increasing numbers of clients, 
many of whom are ageing, and are travelling 
with pre-existing conditions. Travellers’ 
expectations are also increasing, in terms of 
mobile services and prompt responses, and 
tourists are willing to share their experiences 
on social media, which can negatively aff ect an 
insurer’s reputation. Cost is the fi nal challenge, 
with fi erce price competition, less brand loyalty, 
skyrocketing prices for treatment abroad, 
and mediocre quality of price control. Cost 
containment measures such as policy limits and 
exclusions, provider networks, preferred rates 
and negotiation, medical case management 
and fraud detection are classic ways of 
containing costs, said Eva, but what is needed 
is 360° cost containment, with evaluation of 
total claims costs per patient, per country 
needed to fi nd new solutions to cost problems.
Eva spoke about the importance of insurers 
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Air ambulance case studies
containing costs through intelligent use 
of air ambulances, which includes several 
considerations. For example, insurers must 
fi rst evaluate local treatment costs against 
evacuation costs before deciding whether or 
not to evacuate via air ambulance – bringing 
a patient home from the US could present 
a signifi cant saving in the long run, for 
example. The type of aircraft used can also 
aff ect cost savings, Eva explained, adding 
that by performing double transports with 
two patients, insurers can save money. The 
patients are the focus, though, and TAA would 
never put two patients together if one wasn’t 
stable, for instance.
Tyrol Air Ambulance also provides intensive 
care on long-haul fl ights, and especially 
for critical care patients, this can present a 
signifi cant reduction in costs for insurers. 
Tyrol’s weekly shuttle transport, from skiing 
regions during winter and Mediterranean 
countries in the summer, is also a means of 
containing costs, allowing multiple insurers 
to put patients on the same aircraft for 
repatriation. Furthermore, the company’s ‘fi nd 
free capacities’ marketplace on its website 
allows it to off er unused seats or stretchers 
where possible around the world at reduced 
cost to the insurer.

The three case studies presented by Eva 
showed how the diff erent options off ered by 
the company are utilised. The fi rst was the 
case of a Swedish child in China who needed 
advanced medical care for leukaemia. The 
air ambulance fl ight from China to Sweden 
cost €91,000, but was still more aff ordable 
than the child receiving medical treatment in 
Hong Kong, the only other available place for 
treatment. Back in Sweden, the social insurer 
paid for the cost of care.
The second case study centred on a 65-year-
old Belgian patient in Spain with a femur 
fracture, who was fl own home for care on a 
stretcher on a scheduled airline at a cost of 
€6,500 – the estimated prospective treatment 
costs were around €12,000. The fi nal case 
was a 21-year-old man who had suff ered 
injuries while fi ghting in Libya. He was not fi t 
for commercial fl ight, so was transported with 
a group of four other war wounded on an air 
ambulance shuttle from Tripoli to Innsbruck at 
a cost of €7,000.
With new risks, concluded Eva, the air 
ambulance and insurance industries have 
to do new risk assessments, using data to 
properly analyse the business options for 
evacuation, and thus provide an enhanced 
value chain for insurers and their patients.

Lydia McCarthy
Director, medical services, PNG Assist

Lydia’s presentation centred on the challenges 
impeding medical evacuations from Papua 
New Guinea (PNG). Movement around 
PNG is challenging to say the least, began 
Lydia, explaining that logistical challenges 
for assistance providers include the road 
conditions, and airport/airstrip accessibility – 
you need an airstrip to land a fi xed-wing aircraft, 
and expats are commonly in areas where 
there is none. After-hours access to airstrips is 
also diffi  cult, and aircraft availability, whether 
helicopter or fi xed-wing, can be problematic. 
The Kokoda Track is a particular problem in 
terms of trekkers in very remote areas, but 
it is a popular holiday for tourists. Weather 
conditions in the highland area can be very 
foggy, and this can delay evacuation until the 
following day. To overcome all the logistical 
challenges, EMS Assist PNG has memorandum 
of understanding (MOU) agreements with 
airline and aircraft operators, allowing access to 
aircraft when needed, and it has also launched 
EMS PNG land ambulance service.
The medical resources available on PNG are 
limited; there is a lack of health centres in rural 
areas, and a lack of good hospitals in Port 
Moresby – there is one public hospital, currently 
under renovation, but even after work is 
completed it will still not meet the expectations 

of most tourists. There is also a lack of 
expertise in particular areas, such as cardiac 
care and neurology, which is compounded 
by a lack of specialised medical equipment. 
To overcome medical problems, EMS ASSIST 
collaborates on service agreements with 
healthcare facilities nationwide, and has direct 
access to the specialists.
The next topic Lydia looked at was insurance 
limitations. The most common issues she 
experiences when co-ordinating an evacuation 
include either a limited or total lack of local 
knowledge of medical evacuation processes 
and procedures, with foreign companies 
trying to manage evacuations themselves and 
failing. Foreign assistance companies also 
fi nd it diffi  cult to contact local hospitals and 
physicians (the phone network is not reliable 
and public hospitals often don’t answer their 
phones – the mobile phone number of the 
treating doctor is essential for patient updates), 
exposing serious ineffi  ciencies in assessing 

Insurers shopping around for the 
best price, said Lydia, is both 
time consuming and ineffi  cient in 
certain remote regions

medical cases remotely – the vast diff erence in 
service an international insurer can off er their 
patient through using local contacts can make a 
diff erence to the health outcome of the patient. 
Medical evacuations from PNG to Australia 
and New Zealand require a visa, which can 
be problematic if you don’t have the right 
contacts at the embassy. Insurers shopping 
around for the best price, said Lydia, is both 
time consuming and ineffi  cient in certain 
remote regions, and can endanger the 
patient’s care.
The future for PNG’s tourism and expatriate 
workers looks bright, with natural resources 
being tapped by international companies; the 
number of expats, therefore, will continue to 
increase. There will also be, Lydia added, a 
local push to regulate aeromedical services in 
the region – foreign aircraft could soon not be 
allowed to operate in PNG – CareFlight can 
only land eight times in a year from now on, 
for instance, which is not suffi  cient now and 
will get worse as more people go on holiday 
to PNG. The profi le of the traveller is also 
changing, getting older.
To combat insurance limitations, EMS ASSIST 
has collaborated on service agreements with 
insurers and foreign assistance companies; it 
is driving the development of tailored insurance 
products that are accessible and aff ordable 
to locals, and the company also hopes to 
be instrumental in defi ning the regulation of 
aeromedical services in PNG.
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Ebola - evacuation and virology
Dr Michael Flueckiger   

In the wake of the outbreak of SARS in 2003, 
Michael explained, Phoenix worked with the 
CDC and the US Department of Defence 
(DoD) to develop the capability to safely 
transport highly contagious patients. This 
led to the development of the Aeromedical 
Biological Containment System (ABCS), 
consisting of an aluminium frame that supports 
an inner tent made of transparent fabric. 
The system was created to cater for patients 
suff ering from air transmissable diseases, but 
Michael noted that while this is essential for 
infections such as SARS, Ebola virus is not 
currently air transmissable.
The system is large enough that the patient can 
move to eat or use a camp toilet – these are 
important features on the 14-hour fl ights that 
Phoenix has conducted from West Africa to the 
US. The medics outside the tent communicate 
with the patient using disposable walkie talkies.
An inner wall divides the main compartment 
from an antechamber; the patient and a medic 
enter the main compartment wearing full 
protective suits. After helping the patient to 
doff  their suit and get hooked up to monitor 
leads (connected through a sleeve to monitors 
outside the tent), the medic passes to the 
antechamber to take off  their own suit. Proper 
protocol must be followed when a medic dons 
or doff s a protective suit, said Michael, which 
takes around 10 minutes and is best achieved 
by having a second person to supervise the 
procedure, who should have a written checklist.
Patients with haemorrhagic symptoms can 
be accepted, as long as the blood loss is 
not severe as blood cannot be administered 
in fl ight. As recently as two weeks prior to 
ITIC Global, said Michael, he would not 

have considered transporting an intubated, 
ventilated patient, on the basis that anyone 
in such a condition would have too poor a 
chance of survival to justify the risk of transport. 
However, the recent case of a patient who 
recovered after spending 10 days on ventilation 
convinced him that Phoenix could and would 
accept such patients.
When they began conducting Ebola fl ights, 
it was diffi  cult to persuade any countries to 
accept them for refuelling or even to give 
overfl ight permission, but the Department of 
Defense was able to negotiate permissions 
on their behalf. However, Michael said that an 
Ebola fl ight will never divert, as no one would 
take them.
Presently, the Phoenix team is writing the 
rulebook as they go, said Michael, as they learn 
something new on each fl ight. For example, the 
seats for the medics are now turned to face the 
tent, allowing a view of the patient at all times, 
as on one fl ight a disorientated patient trying 
to exit the tent was spotted only after entering 
the antechamber. Other experiences have led 
Phoenix to request that patients have an IV line 
in place and are wearing a protective suit.
An important issue with these missions is the 
impact on the medical crew. They must be 
monitored – particularly their temperature – for 
21 days after the fl ight. There is an impact on 
their normal lives as friends, family and medical 
facilities (including, for example, local helicopter 
air ambulance providers they also work for) 
may want them to stay away until the 21-day 
period has passed.
Decontamination is a ‘monumental’ task, said 
Michael, and Phoenix employs a specialist 
company to clean the inside of the aircraft and 
incinerate all contents of the tent except the 
aluminium stretcher base.
Michael also revealed that he was ‘clipboard 
man’ (see Waypoint 63, December 2014).

Medical director, Phoenix Air Group

the Phoenix team is writing the 
rulebook as they go, as they learn 
something new on each fl ight
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Dr Mike Kidd   

Beginning with a look at viral haemorrhagic 
fevers (VHFs), Mike said that the main concerns 
are Lassa fever, Marburg, Ebola and Crimean-
Congo haemorrhagic fever (CCHF), which are 
found in parts of Africa, South America, the 
Middle East and Eastern Europe. VHFs are of 
particular public health importance because 
they have a high fatality rate, are diffi  cult to 
recognise and can spread rapidly, and there is 
no specifi c treatment.
Previous Ebola outbreaks, continued Mike, have 
been quite sporadic, but generally occurred in 
Central Africa and largely didn’t spread too far 
from where they started. There have been eight 
large outbreaks over the years in Zaire, as well 
as cases in Sudan, Ivory Coast, and Uganda. 
The latest outbreak, which is ongoing, has a 70 
per cent fatality rate. Of note is the concurrent 
outbreak in the Democratic Republic of Congo 
caused by the Zaire strain, although Dr Kidd 
told delegates that ‘it looks like the authorities 
are containing that outbreak eff ectively’.
Looking at current events in West Africa, Dr Kidd 
showed the hotspots of the outbreak in Guinea, 
Sierra Leone and Liberia, and then detailed the 
countries where there has been transmission 
but it has not been widespread – Mali, Spain, US 
– and countries with no transmission – Nigeria 
and Senegal. An exponential rise in cases 
occurred in September, showing the speed with 
which the virus took hold of the three worst-

aff ected nations.
Dr Kidd then moved onto the virology of the 
Ebola virus, explaining that it is called a fi lovirus 
due to the shape of the virus itself, which are 
single stranded RNAs. There are four known 
subtypes of Ebola, and they are related, which 
can help doctors identify outbreaks, but there 
can be a 40 per cent diff erence in the makeup 
of each individual virus. Filovirus reservoirs 
(where it comes from) include fruit bats and 
primates, and it is thought that the virus transfers 
from bats to primates, and then humans 
consume those primates and become infected.
Evidence suggests that human-to-human 
transmission of Ebola is through direct 
contact with bodily fl uids only – blood, 
saliva, diarrhoea, vomit, indirect contact via 
heavily contaminated environments and 
splashes of urine. There is no circumstantial 
nor epidemiological evidence of aerosol 
transmission risk from VHF patients, confi rmed 
Dr Kidd. Breastfeeding is a way of transferring 
the virus from mother to baby, though, and the 
virus can live on in sperm for 80 days after the 
patient’s blood tests are negative.
A British nurse infected with Ebola most likely 
became infected as a result of playing with a 
child who had tested negative for Ebola, but 
Dr Kidd warned that you can get false negative 
results in the Ebola test, as there are diff erent 
tests available and some are more reliable 
than others. That nurse had three doses of 
ZMapp, but Dr Kidd pointed out that nobody 
actually knows if this had anything to do with his 
subsequent recovery.

The prognostic factors of Ebola are that patients 
are more likely to die if they are over 40, if 
they develop diarrhoea, if they have breathing 
diffi  culties, or have an EBOV viral load of more 
than 1 million, while patients with less than 
100,000 viral load will probably survive. In West 
Africa, partly due to delays in hospitalisation, 
most patients are dying within four days of 
arriving in hospital.
Moving on to solutions, Dr Kidd said that 
treatments for VHFs are currently undergoing 
tests and clinical trials. The development of 
vaccinations includes the use of convalescent 
plasma, which is taken from recovered patients. 
There are two active vaccinations under trial, 
one from GSK and the other from the Public 
Health agency of Canada. The trials are very 
diffi  cult, and there is much debate about 
whether there needs to be trials done with 
standard protocols, or whether they should start 
administering the untested vaccines.
Looking at how Ebola will be beaten, Mike 
espoused infection control, rapid identifi cation 
of new cases, rapid transfer to hospital, vigorous 
contact tracing, establishment of safe burial 
practices and missions to remote areas to do 
intensive community work about cultural beliefs. 
And then, at some stage, antiviral drugs and 
vaccines will be available.
The lessons for physicians are: never believe 
you won’t fi nd a patient on the post-surgical 
ward with ‘appendicitis’ who returned from 
Sierra Leone the previous evening, and never 
underestimate how many people cannot stand 
on one leg to put PPE on.

Consultant virologist, UCL Hospitals

Looking at how Ebola 
will be beaten, Mike 
espoused infection 
control, rapid 
identifi cation of new 
cases, rapid transfer 
to hospital, vigorous 
contact tracing, 
establishment of safe 
burial practices and 
missions to remote areas
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Do all cowboys wear Stetsons? Air ambulance accreditation
Eileen Frazer 

Eileen focused on ethical issues in her 
presentation, sharing with delegates some of 
the ‘concerning’ unethical practices carried 
out by fi xed-wing air ambulance operators 
that she has seen in recent times. Without an 
ethical framework, said Eileen, it is impossible 
to determine the risks and benefi ts that defi ne 
patient care and safety. An ethical framework 
should include: 
• Benefi cence – doing what is best for the 

patient, and working in an environment that 
promotes quality and is supported by its 
management team. Unfortunately, however, 
air ambulance companies who work hard 
and obtain accreditation too often lose out 
on contracts to lower-priced services. The 
assistance and healthcare industry should 
focus more on quality, rather than going with 
the lowest bid for medical transport;

• Primum non nocere – ‘First do no harm’. 
Eileen used the example of a tragic case 
in which a 13-year-old girl died following 
an air ambulance transport. Due to 

miscommunication with the medical team, 
the fl ight arrangement was delayed by several 
hours, and when the team arrived it was not 
familiar with the onboard equipment or the 
aircraft – the ventilator being used was not 
compatible with the aircraft, the team was not 
experienced in fi xed-wing transportations, and 
the equipment and supplies were inadequate. 
There was also no backup battery for the 
suction device, and the battery ultimately 
failed. There was no ill intention in this case, 
the team was just unprepared, but this is what 
can go wrong;

• Justice – balancing fi scal fairness with the 
patient’s needs. No-one sets the ceiling for 
fi scal charges on air ambulance fl ights, so 
some very high charges are made. CAMTS 

Dr Laurent Taymans   

Laurent focused on ‘transparency in 
accreditation’ in his presentation, explaining 
how a thorough accreditation process helps 
to highlight quality air ambulance providers. At 
EURAMI, which was established 29 years ago 
as a not-for-profi t organisation, the accreditation 
process is medically driven – something Laurent 
said was ‘essential’, pointing out also the need 
to understand the diff erence between medical 
practices in diff erent parts of the world. 
EURAMI takes a holistic approach to 
accreditation, though, he said, looking at air 
ambulance providers’ business practices and 
aviation specifi cs, as well as their medical 
attributes. He also explained EURAMI’s 
accreditation process, emphasising that safety 
management has an enormous impact on the 

sustainability of a business, and that 
investments in quality and safety will 
make sense fi nancially in the long run. 
Taking a realistic approach, he said, it’s 
about learning from mistakes, and putting into 
place systems to avoid these in future.
Transparency in the accreditation process 
was also emphasised when Laurent explained 
the Institute’s accreditation categories and 
registration requirements. Not everyone can 
apply for accreditation, he said – some brokers 
have asked to be accredited but they are not 
permitted; they don’t have a medical team 
or a contract with a fi xed-wing provider, for 
example. Laurent further highlighted the role 
that transparency plays in the accreditation 
process, wherein the auditors are physicians, 
and confl icts of interest with the provider seeking 
accreditation are carefully avoided right up to 
the end of the process, where validation by 

Executive director, Commission on Accreditation 
of Medical Transport Systems (CAMTS)

President, EURAMI

Without an ethical fr amework it 
is impossible to determine the risks 
and benefi ts that defi ne patient care 
and safety

recently looked at a number of lawsuits 
involving air ambulance providers and saw 
some examples of such pricing – $798,000 
was charged for a fl ight from Paris to Boston 
(not on a 737!), and the air ambulance 
provider is suing the insurance company for 
non-payment, while in a San Diego case, 
$300,000 was charged for a fl ight from 
Mexico (despite $30,000 being agreed upon 
by the patient’s wife), with the air ambulance 
provider calling the wife daily to chase 
payment from the insurer;

• Truthfulness – the patient, their family, and 
your partners depend on your honesty. If you 
can’t provide the service required, or agreed 
upon, let the client know what’s going on 
– communication is key. Likewise, provide 
the medical crew with correct and adequate 
patient information, so they don’t need to 
over-pack or over-prepare. Furthermore, 
Eileen affi  rmed: “Brokers advertising as air 
ambulances is not fair to the public. Period.” 
CAMTS went to the National Transportation 
Safety Board (NTSB) with an example of 
false broker advertising and told them they 
are supposed to be looking out for such 
websites; a week later, the website in question 
was taken down. 

CAMTS works with a number of federal partners 
and, in response to an increase in fraud, and 
following a meeting in June with the Department 
of Transport (DOT), the DOT has now set up an 
Aviation Consumer Protection Division, which 
anyone can call with information about unethical 
or deceptive practices regarding a US air 
ambulance service. Eileen concluded by saying 
that just as there are airline passenger rights, 
there should be rights for patients requiring air 
transport. These are: the right medical team, 
right aircraft and pilots, right medical equipment, 
right timeframe, right charges, and right quality.

the board is sought. Additional transparency is 
provided by the accreditation categories, which 
show what a provider can and can’t do – such 
as whether the air ambulance provider is fi xed-
wing, has intercontinental capabilities, or has any 
special medical endorsements such as neonatal, 
paediatric or advanced adult ICU.
In the last year, EURAMI has introduced 
corporate membership to allow insurers, 
assistance companies and government bodies 
to be more closely involved with the Institute. 
Such membership gives access to provider 
audits and a right to vote at the Institute’s general 
assembly. At the end of the day, accreditation 
shows a commitment to the air ambulance 
industry, and even though this might cost more, 
in the longer term the investment – by both 
providers and clients – is worth it in terms of 
peace of mind that the service you are using is of 
a high quality.
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Changing global 
healthcare & 
IPMI trends
Tobias Schneider

Tobias took a look at the global expatriate 
market, revealing some interesting facts and 
trends; not least, that the expat market is 
returning to growth and is expected to increase 
by three per cent by 2017.
Tobias defi ned an expat as an individual who 
establishes residence in another country 
temporarily (between one and fi ve years), 
ruling out tourists, individuals arriving for 
short-term medical treatment, illegal migrants, 
refugees, asylum seekers and long-stay 
expatriates. Within his defi nition he included 
individual workers, corporate transferees, 
students pursuing a full-time degree, retired 
expats and dependents.
The worldwide expat population has grown 
from 46 million to 50.5 million since 2009, and 
Tobias foresees that it will grow to 56.8 million 
by 2017. He noted that the vast majority of 
expats are individual workers, and that corporate 
transferees make up by far the smallest 
proportion, being substantially outnumbered by 
students, retired people and others.
Aff ected by the global recession, the 
corporate segment shrank by 2.8% per cent 
between 2009 and 2013, while the number 
of independent expat workers grew by 2.6 
per cent. However, Tobias predicted that the 
number of corporate transferees is set to 
increase by 2.8 per cent by 2017. Over the 
same period, the number of individual expat 
workers is poised to grow by 3.1 per cent. The 
retiree market, which shrank by 0.6 per cent 
between 2009 and 2013, will also return to 
growth, increasing by 2.9 per cent by 2017 
after shrinking by 0.6 per cent between 2009 
and 2013. 
Analysing inbound and outbound expatriate 
movement, Tobias pointed to 30 locations 
that represent 81.3 per cent of the total. 
Unsurprisingly, most of them are developed 
economies, including 11 in Europe and six in 
the Gulf region, plus the US, Canada, Australia 
and Japan, although emerging economies – 
including Brazil, India, China and South Korea 
– are also on the list.
Tobias’s fi gures also highlighted the 
dependence of most Gulf economies on 
expats, with Saudi Arabia and the UAE 
between them accounting for almost 14.5 
million expats – almost half the worldwide 
total. The third-largest magnet for expats is the 
US, attracting just under 4.8 million people. 
There is also considerable variation in the 
balance between individual worker expats and 

Global market analyst, Finaccord

Saudi Arabia and the UAE account 
for almost 14.5 million expats

corporate transferees from country to country 
– almost 88.8 per cent of expats in Bahrain 
were individuals, compared with 46.4 per cent 
in the UK. Meanwhile, corporate transferees 
comprised 5.1 per cent of the total expat 
population in the UK, but only 0.2 per cent of 
expats in Russia.
After looking at trends in the student and 
retiree segments, Tobias turned to factors 
such as the relationship between economic 
growth, politics and the growth of expatriate 
populations. Concluding, he highlighted fi ve 
main drivers of expatriate demographics: the 
rapidly ageing population in many developed 
countries; continuing demand for skilled and 
internationally experienced labour; continuing 
trends towards free movement between 
countries; and companies in rapidly growing 
economies seeking new markets.  



ITIC GLOBAL 2014 | REVIEW

  | 27

Tom Sackville
CEO, IFHP

Tom looked at variations in medical and 
hospital prices by country in a wide-ranging 
presentation in which he made comparisons 
between the cost of a range of diagnostic 
and surgical procedures and treatments in a 
selection of sample countries, using statistics 
from 2013.
The comparisons were interesting, and some 
of the results might be quite surprising to a lay 
listener. Switzerland, for example, emerged as 
one of the cheaper destinations for diagnostics, 
but was among the more expensive for bypass 
surgery and sampled pharmaceuticals. Tom’s 
audience was probably less amazed to hear 
that the US was the most expensive country in 
all of his examples.
Starting with the average cost of an angiogram, 
Tom showed that the Netherlands is by far 
the cheapest of the sampled countries, at 
just US$174. In Switzerland,  the average 
was $216. At the other end of the scale the 
same diagnostic would cost an average $907 
in the US. Switzerland ranked cheapest for 
MRI diagnostics ($138), closely shadowed 
by Argentina ($141) and Spain ($154). There 

Dr Ali Parsa, 
Founder and CEO, Babylon

Before a presentation that profi led his company’s 
new mobile health app, Ali reminded his 
audience that for an entrepreneur in healthcare, 
it’s not about what you have to off er, but what 
people need. Babylon’s new app, Ali claimed, 
creates a virtual ‘GP in your pocket’, giving users 
far more rapid access to health consultations, 
advice and diagnosis than the conventional 
system of appointments with general 
practitioners, clinicians and specialists.
Even in developed countries, such as the UK, he 
pointed out, those seeking medical consultations 
may face dismayingly long waiting times for 
appointments. In the developing world, ready 
access to such simple healthcare is an even 
greater issue. Yet, Ali said, the rapid expansion 
of mobile phone networks and increasing 
aff ordability of mobile phones even in poorer 
countries means that a huge proportion of 
the world’s population has access to a mobile 
device. It is not implausible, Ali said , to deliver 
most of the healthcare that people need in their 
daily life – the process of consulting a doctor, 
diagnosis, prescribing, monitoring and record-
keeping – through a mobile application. 
From the point of view of his ITIC audience, 
perhaps the most interesting aspect of his 
presentation was the Babylon app’s potential for 
record-keeping, with all medical records that may 
relate to an insurance or assistance claim kept on 
a secure server and easily accessible.

Concluding his presentation, Ali looked ahead 
to a near future when such apps will be almost 
universally aff ordable – and with a ‘doctor in your 
pocket’ costing as little as a dollar a month in the 
developing world, that, he said, is feasible. 

Switzerland emerged as one of the 
cheaper destinations for diagnostics, 
but was among the more expensive 
for bypass surgery

It is not implausible, 
Ali said , to deliver 
most of the healthcare 
that people need in 
their daily life through 
a mobile application

was an interesting disparity between the cost 
of MRI in Australia ($350) and New Zealand 
($1,005), and for this procedure NZ came 
second only to the US, where an MRI costs an 
average of $1,145.
Turning to bypass surgery, Tom’s presentation 
placed the US once again as the most 
expensive destination, at an average price 
of $75,345. By contrast, that procedure in 
Argentina cost just $16,492 on average. At 
the other end of the scale, bypass surgery is 
cheapest in the Netherlands, at $15,742, with 
Spain not far behind. The diff erence between 
New Zealand and Australia was relatively small 
– bypass surgery in Australia costs on average 
$42,130 compared with an average of $40,368 
in NZ.
Moving on to pharmaceutical treatments, and 
taking the cancer drug Gleevec as an example, 
Tom’s presentation showed New Zealand as 
the cheapest source, at an average of $989. 
Even more interesting for some in the audience 
must have been the huge disparity between the 
US, where Gleevec treatment costs an average 
of $6,214, and next-door Canada, where the 
price tag is just $1,141. 
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AP Companies said Natalya is in the middle 
of the service delivery chain and it is diffi  cult 
to satisfy all parties. The target is to meet the 
expectations of both insurer and insured, but 
there is pressure from the insurer to keep prices 
low, and from the customer to keep service 
perfect. In order to meet these needs, AP off ers 
medical provider networks, off ering everything 
from telephone doctor consultations, to hospital 
admission for a serious condition. In certain 
countries, such as Israel, it can be cheaper to 
send a doctor to the patient rather than the other 
way round.
One of the problems encountered by AP 
Companies is that an explanation about the 
limits and exclusions in the policies is not 
given to the traveller, and they don’t read the 
policy until it is too late. It’s only when the 
time comes to claim that AP companies then 
has to explain to the policyholder what their 
coverage is. Patients don’t look at their policy, 
said Natalya, partly because of a cultural 
belief that ‘nothing will happen to me’, and 
also because most tourists only get insurance 

to satisfy visa requirements. 
Travellers’ disillusions that AP Companies has to 
deal with include the fact that travel policies are 
aimed to cover emergency medical treatment, 
but policies are strictly limited and conditional, 
which turns out to be a surprise for the patient. 
The medical limits are often not very much, and 
hospital bills often exceed policy limits. Alcohol 
consumption also often aff ects coverage, which 
again surprises the policyholder.
To meet the expectations of insurers, AP selects 
medical providers for their networks, controls 
utilisation of the policy, monitoring for fraud 
(particularly if the patient is a medical tourist) 
and actively managing medical cases, as well 
as evaluating whether or not it would be more 
effi  cient to evacuate the patient back to Russia 
rather than paying medical bills abroad. To 
meet the patients’ expectations, the company 
provides access to private facilities, off ers 
translation services and a 24-hour medical 
phone service, and if treatment is not covered by 
a policy then it will refer the patient to the nearest 
medical provider.

Russia: 
outbound travel insurance needs
Professor Dr Sameh Soliman   

Natalya Butakova  

Beginning with an introduction to AP 
Companies, Natalya said that in 2013, the 
company handled over 54,000 cases, and 
202,301 claims. The main services provided 
to Russian travellers are emergency medical 
assistance, medical provider network access, 
medical advice, evacuation and repatriation, and 
non-medical services. The main destinations 
for Russians are Turkey, Egypt, Asia, Europe 
and the Americas. Regarding Asia, the statistics 
show that Thailand accounts for more than half 
of cases handled.
The expectations of Russian travellers are high, 
and include 24/7 house calls, Russian-speaking 
doctors, exceptional cashless services, 
transportation to and from medical facilities 
regardless of medical condition, immediate 
admission without waiting, and 100-per-cent 
medical coverage by the insurance company.

Professor of cardiothoracic anaesthesia and critical care, and chairman of South Sinai 
Hospital, Egypt

Business development manager, 
AP Companies

In order for travel insurers and assistance 
companies to have a good relationship 
with the medical provider, there needs to 
be transparency, all parties should have 
confi dence in one another, and clear coverage 
information and terms of payment need to be 
disclosed, all of which result in a high level of 
co-ordination, began Dr Soliman. Between the 
tourist and the medical provider, there needs 
to be transparency, communication, and 
awareness of patients’ rights. 
Problems in these relationships, continued Dr 
Soliman, are caused by several parties: the 
commission-based role of the tour operator, 
junior medical staff  being used as they 
are cheaper than a specialist, unlicensed 
medical providers being used as it could be 
more aff ordable, and poor communication 
through a lack of Russian-speaking doctors. 
Furthermore, the tourist could be hiding 
the real circumstances of an accident (for 
example, if they were under the infl uence of 
drink or drugs when it occurred), they could 
be hiding a history of chronic illness (the 
impact of chronic illness on standard care 
also needs to be considered as a problem 
as it can complicate procedures), and not 
paying medical bills when it is found that they 
are not covered. 
The problems for travel insurers with 

policyholders being treated in Egypt include 
bad past experiences with over-treatment of 
insureds and infl ation of medical bills. For the 
medical provider/insurer relationship, the main 
issues experienced by hospitals are a delayed 
response – or no response – about coverage, 
cancellation of a payment guarantee, 
neglecting to consider the medical impact of 
chronic illnesses on the total cost of an acute 
illness, and violation of terms of payment.
Having looked at the problems encountered 
by medical providers and tourists in Egypt, 
Dr Soliman then considered the possible 
solutions that the industry could employ to 
improve the situation. Global agreements 
between insurers and hospitals can improve 
relationships, as both parties will benefi t 
from a high volume of patients being seen 
by the same facility. Site visits by insurers 
was suggested, which would lead to a higher 
level of co-ordination between the insurer/
assistance company and medical provider, as 
the parties have confi dence in one another’s 
abilities. Insurers should only use licensed 
medical providers, he added, and should also 
try to minimise the role of the tour operator 
in medical emergencies, as often the cost of 
medical services for both patient and insurer 
are unfairly increased as a result of the tour 
operator’s role in handling the emergency.
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Russia: 
outbound travel insurance needs
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Provider networks versus ad-hoc billing
Jan O’Meara  

Jan started by asking whether or not 
international travel and health insurers should 
have hospital networks with direct billing 
agreements in place, to which the simple 
answer is ‘yes, always’. She then asked: “Is it 
more effi  cient to receive bills from hospitals on 
an ad-hoc basis?” and the simple answer given 
was ‘no, never’. However, the more contentious 
hypothesis off ered by Jan was: “Where there 
is suffi  cient patient volume, networks can 
make more fi nancial sense to both insurer and 
medical provider, but in remote regions of the 
world where hospitals are less accustomed 
to dealing with insurers, ad-hoc billing and 
negotiation can work just as eff ectively.”
Moving on to what she meant by ‘eff ective’ 
with regards to ad-hoc billing, Jan looked 
at the insurer’s defi nition, and the insured’s 
defi nition. For the insurer, ‘eff ective’ means 
access to quality care for the policyholder, at 
a negotiated price, with agreed procedure 
protocols, measurable health outcomes and 
provider accountability – only the fi rst one is 
possible in an ad-hoc billing situation. For the 
insured, they want access to care, a measurable 
health outcome and at minimal personal cost 
– again, only the fi rst is possible in an ad-hoc 
situation. What insurers should be doing, then, 
is establishing direct payment links. Not having 
a direct payment set up, whether through a 
network or on an individual basis, can result in 
denial of care.
Key points highlighted by Jan when looking 
at reimbursement models are: awareness of 
local legislation; provider saturation (are there 
plenty of good facilities that could handle the 
cases?); the size of the insurer’s market in that 
area; and active case management versus FFS 
payment (which Jan thinks is not the answer 
going forward).  
Jan said that insurers should use networks, but 
when doing so there is a need to negotiate the 
protocols, working with the physicians treating 
their clients. Flexibility is key, Jan concluded – 
every case is diff erent, therefore there has to be 
a regional approach to care and cost standards. 
Having expertise, both in-house and through 
global partnerships, is also key to successful 
relationships between insurers, hospitals and 
patients. The most important thing to remember, 
she said, is doing what is right for the client.

Not having a direct payment set up, 
whether through a network or on 
an individual basis, can result in 
denial of care

every case is diff erent, therefore 
there has to be a regional approach 
to care and cost standards

International network development manager, 
Aviva UK Health

Lynne Feung
General manager, communications and 
business development, 
Matilda International Hospital

Patients, insurers and hospitals all benefi t 
from provider networks, began Lynne. It 
makes obtaining treatment easy for the 
patient, as they can fi nd a medical provider 
list from their insurer and fi nd the correct 
facility when they need it; it’s hassle free as 
the treating hospital and insurer communicate 
directly, and they are released from the 
fi nancial burden of care with direct payment. 
For insurers, there is a direct communication 
channel with medical providers and enhanced 
customer satisfaction rates, generating happy 
and loyal customers through meeting their 
expectations, as well as closer relationships 
with key providers, thereby increasing market 
competitiveness. The administrative side of 
care is also improved, with a preset workfl ow 
and procedures in place. 
Finally, for hospitals, having a network of 
providers means recognition from insurers; 
there are more business opportunities, more 
service off erings to patients, and increased 
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Rory O’Gara
Provider services network manager, 
Allianz Worldwide Care

Premium international health insurance, 
began Rory, should provide seamless and 
cashless access to a global network of 
medical providers, and Allianz Worldwide 
Care clients expect a premium service. 
Members expect empathy, quality, service of 
a high standard and value for money, as well 
as accessibility to care. The above, said Rory, 
are very diffi  cult to achieve in an ad-hoc billing 
situation. By having a network of providers, 
insurers can negotiate preferred rates for their 
clients, and can better meet the needs of 
clients requiring specialist care. 
The diff erent networks built by Allianz include 
hospitals/clinics, consultants, pharmacies, and 
independent medical assessors, all of whom 
together off er client-focused solutions. Ad-hoc 
billing, though, is not a client-focused solution.
Moving on to the challenges for insurers 
instituting a direct billing provider network, 
Rory noted several challenges: the level of 
an insurer’s administration overhead in terms 
of the time it takes to negotiate the contract, 
which must be weighed against the volume of 
patients going to that facility; the high turnover 
of staff  in developing regions; and medical 
providers in diff erent markets having diff erent 
standards – for example in Hong Kong, where 
providers are familiar with insurers, whereas in 
certain regions of Africa they are not used to 
working with insurers and do not understand 

Members expect empathy, 
quality, service of a high standard 
and value for money, as well as 
accessibility to care

revenues. Insurers can also help to train 
hospital staff  on their policy administration, 
off ering updates and industry news.
Local healthcare trends highlighted by Lynne 
include increasing insurance coverage among 
the population, higher numbers of people 
asking for and using direct settlement and 
cashless services, and more requests from 
patients that insurers provide better support.
Matilda Hospital evaluates several criteria in a 
potential insurance company partner, including 
looking at the company’s fi nancial background, 
considering both parties’ rights and obligations, 
the local governing law and jurisdiction, and 
fi nally agreeing clear administration guidelines 
with the insurer before a contract is signed.
Matilda International Hospital does accept ad-
hoc bills, although this is not that common, and 
works with third party administrators to facilitate 
patient care where it is necessary. It does 
request a deposit from some companies before 
a guarantee of payment will be accepted, and 
will also accept a corporate credit card for 
payment upon patient discharge. The team of 
people at Matilda who administer the billing 
networks are essential, said Lynn, and without 
them it would not be possible to manage the 
diff erent insurance contracts in place.

the business very well. 
Looking at direct billing in an ad-hoc situation, 
the challenges named were: inconsistency 
of service diluting a company’s service 
culture; a potential eff ect on other members 
needing treatment while negotiations are 
ongoing; and medical provider uncertainty, 
which can result in unknown medical costs, 
with vast diff erences between prices for the 
same procedure. Ad-hoc direct billing cannot 
support tailored insurance plans, stated Rory.
A successful network provider relationship, 
he added, should mean ‘seamless medical 
access for the member/patient, combined with 
a strong medical provider/insurer relationship 
leading to quality customer service’. The 
benefi ts for medical providers were listed as 
guaranteed repeat business from the insurer, 
ease of referral by the insurer, and a stronger 
medical provider profi le being built among 
the insurers. To manage the provider network 
successfully, Allianz has a clear strategy for 
its providers, who work with in-house medical 
teams, a claims team with regional experts, and 
regional physicians, to reach mutually benefi cial 
decisions for all parties.



32

ITIC GLOBAL 2014 | REVIEW

  |

Fighting medical provider fraud 
Lara Helmi 

Lara gave a comprehensive overview of the 
most common types of medical provider fraud 
found in the Middle East and North Africa 
(MENA) region, looked at the impetuses for 
these practices, and provided her insights on 
how to tackle the diff erent types of medical 
provider fraud. The prevailing types of fraud in 
the MENA region are: billing for services not 
rendered; billing for uncovered services as 
covered; waiving deductibles or co-payments; 
billing for patients not seen; bills from clinics 
that do not exist; infl ation of costs over market 
price; treating patients at a cheaper facility 
but billing from a more expensive facility; 
and billing for unlicensed activities (such as 
inpatient care).
The reasons behind medical provider fraud, 
continued Lara, include temptation (the bill is 
paid by a distant insurer in another country), 
lower tourism volumes (the resulting lower 
income for doctors encourages some to 
commit fraud), most providers preferring to 
invoice insurers rather than asking the patient 
to pay cash (this way they can also waive the 
deductible to get the patient on their side), 
commissions to tour operators (tourism is a 
commission-based industry, which is refl ected 
in the attitude of healthcare providers), and an 
infl ux of low-income, newly trained doctors in 
tourist areas (looking to make quick money).
Lara then showed delegates some case 
studies, which highlighted how some medical 
providers are getting very creative in their 
fraudulent activities – phantom patients (a 
new trend), where dishonest hotel staff  pass 
on passport information and travel insurance 
policy details to a fraudulent clinic so that a fake 
medical report can be created and sent to the 
insurer (the clinic even employed personnel 
who spoke Czech, the language of the ‘patient’, 
in order to impersonate the patient to the 

insurer); phantom clinics; and overcharging.
 “As long as there is insurance, there will 
always be fraud,” said Lara, who concluded 
by discussing various ways to minimise 
medical provider fraud. Such advice included: 
make contact with the patient during and 
after their visit, on their personal phone if 
possible; contact the clinic directly and send a 
representative there to meet the patient, where 
possible; manage the case from the beginning; 
direct clients to reputable facilities and warn 
them about fraudulent providers; check a 
facility’s licences; and use an assistance 
company with good local knowledge.

Managing director, Connex Assistance

Eric Grootmeijer
Network manager, ANWB

Eric gave his personal view on medical 
provider fraud, focusing on the situation in 
the US and Turkey. He began by providing 
Merriam-Webster’s defi nition of fraud – ‘The 
crime of using dishonest methods to take 
something valuable from another person’ – 
and emphasised the importance of the term 
‘dishonest’ in that defi nition.
Assistance companies would like to see 
transparency in medical costs, said Eric, and 
this would be made possible if they knew 
upfront how medical costs are calculated, i.e. 
on the basis of diagnosis, treatment, per diem, 
or some other factor. US hospitals, he said, 
don’t tell you upfront what you’re going to be 
paying. “Not even a second hand car dealer 
would do this.” He then gave the example 
of treatment costs for otisis (ear infection), 

some medical providers are 
getting very creative in their 
fraudulent activities



Nikki Grieve-Topp 

 
Nikki, who specialises in insurance fraud, gave 
an interesting presentation on identifying and 
tackling different types of fraudster. Firstly, she 
looked at typologies, detailing the opportunist 
fraudster (may have suffered a genuine loss but 
makes an inflated insurance claim for material 
gain), repeat offenders (who learn there are 
weaknesses in controls at insurance companies 
and so repeat the fraud on the understanding 
that they can get away with it), and organised 
individuals (who may commit fraud across a 
range of financial services, and who often work 
with other people on a wider scale).
Fraud can be perpetrated anywhere, by 
anyone, at any time, said Nikki – by partners, 
providers, people in our network, our 
employees and so on. But why do some 
people commit fraud and not others? Historical 
views around fraud focus on troubled, greedy 
or needy individuals, who commit fraud for 
financial benefit and spend their gains on 
alcohol and gambling. More recent studies 
on fraudsters, however, suggest there is now 
more of a view of neutralisation towards targets 
(‘there is no victim’, ‘I’m not hurting anybody’), 

that fraud is more socially acceptable (the 
Association of British Insurers found in 
2003 that 69 per cent of Brits would make 
a dishonest claim if they thought they could 
get away with it), and that there are gender 
differences between the motivations of male 
and female fraudsters, with females wanting 
the extra money from a fraudulent claim to buy 
nice things for their family or to ‘keep up with 
the pack’, whereas males show more evidence 
of victim blaming, pointing to such things as 
insurers’ weak processes. 
Nikki then looked at Cressey’s Problem 
Analysis Triangle, which shows that for a crime 
to take place you need a victim (insurer), a 
location (insurer’s business processes), and 
an offender (fraudster). There also needs to 
be motivation (e.g. pressure/need to commit 
fraud), rationalisation (e.g. ‘taking what should 
be mine’), and opportunity (which is sought out 
when motivation and rationalisation are strong). 
To break the fraud cycle, you need to remove 
the offender, but it’s not simple to determine 
whether you are dealing with a genuine 
customer or a fraudster. Essentially, then, you 
need to lessen opportunities for fraudsters. 
This can be done by limiting fraudsters’ access 
to useful tools such as invoice documents 
and official hospital stamps, while at the same 
time investing in industry bodies and other 
‘guardians’ who help to protect the industry 
from fraud, and enabling the individuals on the 
front line of fraud detection at your company 
by promoting data-sharing, data-mining, 
intelligence sharing, and identifying emergent 
fraud trends. When effective fraud controls 
are weak or absent in your business, fraud is 
more likely; developing an appropriate fraud 
management approach will make you less of 
a target.

Investigative psychologist, health risk 
management, BUPA Global

showing that in Holland in 2014, ANWB 
paid an average of €150 in such cases. For 
such cases in Turkey and the US in 2013, he 
showed that treatment costs were €317 and 
€876 respectively. Are healthcare standards in 
Turkey twice as good as in Holland, or six times 
as good in the US? No, said Eric, what drives 
these inflated treatment costs comes down to 
the pure greed of doctors in those countries.
In Turkey, as in many other countries, tour reps, 
hotels and taxi drivers are paid by hospitals 
and clinics to send patients to them. Insurers 
pay these inflated medical bills, so premiums 
go up. The system is finacially, not medically, 
driven – patients are seen as a source of 
income. Assistance companies often face 
bills for cases that could have a fraudulent 
element, said Eric, who gave examples of 
cases which could have been either fraud or 
a mistake (billing for a headache, cold and 
sore throat while the medical report shows 
the patient received fertility treatment), fraud 
or a coincidence (three members of the same 
family spending a night in a Turkish hospital 
for different ailments), and fraud or greed (a 
hospital in Bodrum billing different amounts for 
the same ailment). 
Looking to the US, Eric showed a similar 
motivation of ‘profit over patients’, providing 
quotes from cost containment companies 
that point to evidence of common medical 
provider fraud for over-billing (billing for higher 
medication dosages) and bill errors that 
artificially inflate the bill. If such practices are 
errors, as opposed to fraud, then hospitals 
need to do something about their efficiency, 
said Eric.
What the industry needs to ask is: is this 
what the underwriters intended to cover, and 
is this what the insurers intend to pay? To 
assist in counteracting fraud, there are some 
steps the industry can take: limit GOPs in 
time, diagnosis and money; verify treatment 
with the patient; insist on receiving medical 
reports and act when they don’t make sense; 
blacklist providers when they misbehave and 
tell them; support your peers to smoke out the 
fraudsters; look for international co-operation; 
name and shame the fraudsters; press criminal 
charges when you can (via your local agent); 
and work with reliable local agents who know 
the market.

enabling the individuals on the 
front line of fraud detection at your 
company by promoting data-sharing, 
data-mining, intelligence sharing
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Dr Cai Glushak  

Leveraging your provider network is the key to 
eff ective cost control, said Dr Glushak. So, the 
essential question to ask is: Are you using your 
medical provider network eff ectively? In this 
regard, you need to ask: Are your members 
using your network? Do you track in- versus 
out-of-network claims? Do you build incentives 
to use networked providers? Do you make your 
network information readily and easily available? 
Do your operational procedures support 
steering? At the end of the day, assistance 
companies need to be empowered to deal with 
hospitals in order to control costs. 
Cai then looked at the US managed healthcare 
model, pointing out that some of its tenants are 
useful in the wider travel insurance industry: 
in the US, there are predominantly closed and 
semi-closed provider networks, where those with 
private health insurance have strict impositions 
regarding the use of networked providers; while 
incentives to providers include guaranteed 
volume. ‘Cadillac’ programmes – or open 
choice – have all but disappeared, and are now 
only available at very wealthy companies. These 
schemes are very expensive, so are tiered – you 
decide how much choice you want to have in 

In or out? Building networks outside US borders 
assistance companies need to be 
empowered to deal with hospitals in 
order to control costs

International medical director, AXA Assistance

terms of provider choice, and premiums become 
higher with greater choice. Therefore, generally, 
consumers usually think before heading to a 
particular medical provider. In fact, according to 
2014 AHIP fi gures, 88 per cent of policyholders 
were treated in-network. At the same time, out 
of network charges are rising and, in some 
areas, are uncontrolled. Travel insurance, said Dr 
Glushak, is evolving in the same way.
The key for travel insurers is restricting your 
network: a network ensures quality and off ers 
some degree of reasonable choice. It is also 
essential to challenge dogmas such as ‘patients 
never call fi rst’. AXA audited patient cases in the 
Dominican Republic covered by UK insurers and 
found that 50 per cent of the patients had made 
contact with the alarm centre before they chose 
their physician or got deeply involved in the care. 
This lead to a ‘contact initiative’ at AXA, whereby 
operations staff  were briefed to steer patients 
from the very fi rst call to good, known, preferred 
providers. This stopped tour guides steering 

them elsewhere, and led to appropriate care and 
good communication with treating doctors, thus 
avoiding unnecessary admissions. At the same, 
the predatory care providers suddenly wanted to 
talk with the assistance company about making 
proper network arrangements.
Network incentives are also important, said Dr 
Glushak, so align your Ts and Cs and provide a 
fi nancial reward for going in-network or phoning 
fi rst; make the co-pay higher for not going in 
network; or tier your products. It’s vital to give 
your policy language teeth in order to enable 
the assistance company to work the best it can 
for you. Furthermore, customer tools – such 
as online provider information – allow them to 
make informed choices and help direct patients 
into networks. 
The bottom line, said Dr Glushak, is that 
providers know your policies and your 
insurance climate back home, and they fi nd 
your loopholes; so, adapt your products – give 
them teeth, allow assistance company medical 
directors to intervene on your behalf, and 
operations staff  to direct patients; don’t rely on 
negotiating on discounts after the event – take 
control at the front end. Empower your medical 
teams – assistance companies are only as 
strong as insurers’ Ts and Cs; organise and 
prioritise your network; and communicate with 
and prepare your travellers as much as possible.
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Dr Peter Morley
Medical director - International
Bumrungrad International Hospital

Bumrungrad treats a range of patients, 
explained Dr Morley, including resident expats 
(who generally know to call their assistance 
company prior to treatment); medical tourists; 
and leisure tourists (who generally don’t have 
a chance to, or don’t think to, contact their 
emergency assistance company prior to 
treatment). Australian assistance companies, 
he added, are very good at giving little credit-
card-sized information cards to insureds that 
contain emergency contact numbers, so 
their insured clients tend to call when they 
get sick. At the same time, Bumrungrad has 
a team of people to contact an international 
patient’s assistance company as soon as 
the patient arrives. Even though international 
patients make up a relatively small percentage 
of the hospital’s total patients, they are very 
important, said Dr Morley, because they 
cost the most to treat. It is, therefore, in the 
hospital’s interest to keep costs down and 
keep getting these patients via insurers. The 
assistance company is the most important part 
in this chain.
Dr Morley then looked at the number 
of patients repatriated from the hospital 
(approximately one international patient per 
week is sent home via an air ambulance), 

Bumrungrad has a team of people 
to contact an international patient’s 
assistance company as soon as the 
patient arrives

before looking at length of stay issues. 
Insurers/assistance companies, said Dr 
Morley, take too long to tell the hospital if the 
patient is covered. The hospital, he explained, 
likes to repatriate patients as quickly as 
possible to free up beds (the hospital runs 
to capacity and makes its money in the fi rst 
couple of days of a patient’s stay – while 
providing expensive surgery – as opposed 
to while the patient is convalescing, but it >> 
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too often needs to wait days for a guarantee 
of payment (GOP). Insurers need to make 
hospitals happy to take their patients 
providing GOPs, and paying their bills, in a 
timely manner.
After looking at the various costs insurers 
need to contain when seeking appropriate 
medical care for their insureds, Dr Morley 
looked at some of the hurdles involved in 
treating international patients and suggested 
ways that assistance companies could be 
more helpful. For example, he said that 
assistance companies need good language 
support, which could be helped by working 
with local agents; assistance companies 
need to become more involved with helping 
to convince patients, their families, or local 
medical facilities to move the patient to a 
better medical facility when reluctance to do 
so is shown; repatriation – both air ambulance 
and commercial – processes need to be well 
managed; and approvals need to be carried 
out quickly in order to provide the patient with 
swift and appropriate care.
An overview of the immediate needs of the 
hospital – in terms of the areas where it 
relies on the assistance company’s swift co-
operation – and the ongoing support needed 
from the assistance industry (fastidious 
utilisation monitoring, prompt repatriation 
decisions, and prompt home arrival co-
ordination) was then provided, before Dr 
Morley concluded with some solutions for 
working better together. Essentially, he said, 
the big solutions are better co-operation 
between hospitals and assistance companies, 
and working with local co-ordination teams.

the big solutions are 
better co-operation 
between hospitals and 
assistance companies, 
and working with local 
co-ordination teams

assistance companies need good 
language support

Ian Jones
Lifestyle claims technical manager, 
AXA Insurance

Ian began by looking at why we need networks 
and what assistance companies look for in 
a network. Networks are about looking after 
customers’ best interests by ensuring good 
medical care, but are also about controlling 
costs and enabling pre-arranged pricing. So, 
when setting up a network, an assistance 
company looks at:
- Appropriate care – getting the right treatment 
for insureds, thus avoiding over-treatment 
and under-treatment. It is important to ensure 
hospital staff  are properly qualifi ed and that 
the facility you are contracting with is properly 
equipped, has the appropriate licences, and 
so forth.
- Cost control – hospitals are businesses at 
the end of the day; why should they discount? 
Insurers need to be easy to work with so that the 
hospital is amenable to discussing good terms 
on pricing. Hospitals need cash fl ow, so insurers 
need to pay in a timely manner. Assistance 
companies need to build a relationship with 
hospitals, and have an ongoing dialogue with 
them, developing mutual trust. 

- Directional care – a network allows the 
assistance company to direct the patient into 
a pre-approved medical facility, which is the 
Holy Grail of assistance. If insurers can direct 
patients, they get the right care at the right 
amount of money. To aid directional care, better 
customer communication needs to take place, 
and stricter policy terms applied.
- Legal liability – an issue around directional 
care, but not one in which the risk (i.e. 
the patient or his family sues the insurer if 
inappropriate care is given with negative 
results) outweighs the benefi t of having a 
structured network. 
Ian then looked at the pros and cons of 
building a medical provider network. Benefi ts, 
he said, include good patient care, sustainable 
cost containment, good pricing, ease of 
handling a claim with a hospital you have a 
good relationship with, and easy operating 
processes. Problems include language 
barriers, the fact that local agents or offi  ces 
may be required, there may be monopolies 
in certain areas or inadequate hospitals, 
unwillingness on behalf of some hospitals to 
transfer patients, and the fact that networks 
cost money and time to set up. However, local 
network managers are worth the investment, 
Ian concluded.
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� e potential pitfalls of medical underwriting
Patrick Lubbe   

Patrick off ered delegates an insight into the 
scope of MSO’s operations, which include a 
direct billing provider network in 46 African 
nations and services such as pre-authorisation, 
medical assistance, medical case management 
and claims adjudication and payment. The 
company’s ability to mine data from its services 
gives it a unique insight into hospital treatment 
costs, average length of stay and total hospital 
costs on a per diem basis.
An in-depth explanation of the populations and 
GDPs of African nations then followed, which 
showed that Nigeria is the most populous 
country with the biggest GDP, although 
Equatorial Guinea has the highest GDP per 
capita. Language capability is important for an 
IPMI provider to note, said Patrick, to prepare 
policies and administration – English, French 
and Arabic are the main languages. An analysis 
of health service delivery by country showed 
the movement of patients across borders 
within the African continent, demonstrating the 
importance of policies that allow patients to be 
taken to the correct level of care, rather than 
the nearest facility. The only country that off ers 
a truly Western style of care, though, is South 
Africa. French West Africans 

Chief executive, international, 
MSO International

Dr Mitesh Patel
Medical director, Aetna InterGlobal

Screening patients for full medical underwriting 
(FMU) in the international private medical 
insurance (IPMI) sector is ‘years if not decades’ 
behind the life insurance sector, began Dr 
Patel. FMU screening needs to be more robust 
to be able to stand the scrutiny of industry 
ombudsmen, and whether or not family history 
of medical conditions should be included in the 
risk assessment is a key question insurers need 
to ask themselves – indicators from knowing 
family history can be of great help when 
underwriting a policy for, say, a woman whose 
mother died of breast cancer aged 65. 
Looking fi rst at the potential pitfalls of medical 
underwriting of clients, Dr Patel pointed out that 
clients can mislead insurers when declaring 
their medical history, but went on to ask whether 
or not patients always know their illnesses if 
they haven’t had good information from their 
physician. Sadly, he said, a lot of customers 
do lie. He then asked whether or not providers 

a growing demand for health 
insurance enhances the importance 
of policies that have direct and 
cross-border medical provider 
networks built into them

go to Morocco for care, while central Saharan 
patients go to Tunisia, English-speaking West 
Africans go to Ghana, East African English-
speaking patients go to Kenya, and the rest 
go to South Africa. Globally, French-speaking 
patients are sent to France, while English-
speaking patients are sent to the UK, US or 
Dubai. East Africans often go to India for care, 
and Portuguese speakers go to Brazil and 
Portugal.
Health insurance in Africa is mainly the 
concern of international private medical 
insurers covering expatriates, although local 
insurers are targeting locals as well, but Patrick 
warned: “Over 30 million Africans can aff ord 
private health insurance, but most are not 
currently covered.”
MSO’s data shows that the top 10 diagnoses 
of patients included unspecifi ed malaria, birth 
by caesarean section, acute upper respiratory 
infections of multiple and unspecifi ed sites, 
supervision of normal pregnancy and 
hypertension. The top benefi ts used by 
insured patients were: outpatient prescribed 
medications; outpatient doctors’ fees; outpatient 
pathology; maternity care and hospital 
accommodation. The cost of care, according to 
MSO’s price index, put South Africa as the most 
expensive country, followed by Angola, Namibia, 
Tunisia, Gabon and Botswana.
Patrick summarised his presentation by saying 
that a growing demand for health insurance 
enhances the importance of policies that 
have direct and cross-border medical provider 
networks built into them. It is vital, he added, 
that insurers have a technically competent 
administration in order to be able to respond to 
customer demands for cashless access to care.
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are ‘lying to’ customers by placing 24-month 
moratoriums on policies, but there is almost 
no way to prove whether or not a person was 
suff ering from a problem before the policy’s 
inception in certain regions. For example, in 
China, there are no GP ‘gatekeepers’ to keep 
track of patients’ health problems on an ongoing 
basis. There are also issues with medical 
providers not being honest with insurers.
The above matters because loss ratios are 
key, and loss ratios are similar whether for 
FMU or MHD (Medical History Disregarded) 
policies. The reason for this is because client 
demographics are similar – InterGlobal insures 
younger people in emerging regions, so chronic 
diseases are not as common. The key to 
successful medical underwriting is data.
Moving on to the sustainability of IPMI, Dr 
Patel said that it is not viable in the long term 
in its current form, because medical infl ation 
is increasing at 10 per cent per year, but it 
would be inconceivable to increase premiums 
by that much to match mounting medical 
expenses. Costs are being driven upwards by 
both providers and patients, but insurers can 

employ certain tactics to limit their exposure 
to such increases. For example, co-pays and 
deductibles can discourage over-use of facilities, 
while educating customers about their policies 
and about wellbeing initiatives can encourage 
responsible use of the policy. A focus on fi ghting 
fraud is also vital to reining in the eff ect of 
medical infl ation, added Dr Patel.
The future, he went on to say, will be dictated 
by market needs, but will likely be a mixture of 
approaches: MHD for large corporate groups, 
with a long term progression towards FMU; 
moratorium underwriting in regions where 
medical history can’t be validated; and FMU 
for individual policies. The long term success 
of FMU depends on insurers’ risk appetites for 
a spectrum of risk profi les, requiring weighted 
pool sizes in the business. The most robust, 
and yet simplest, screening process will win out 
in the end, concluded Dr Patel. The future lies 
in data from insureds, and the new generation 
of people more willing to share data could and 
should enable automated underwriting that 
would achieve the aim of creating simple yet 
robust systems.

Dr Paul Beven
Director, Healix Group

Having been involved with medical underwriting 
of travel insurance for the past 19 years, Healix 
is well placed to consider the pros and cons 
of diff erent approaches. Looking fi rst at older 
travel insurance manual underwriting, before 
automated medical underwriting, Dr Beven 
said that it was expensive, slow, inconsistent, 
and requires medical input. Moratorium 
underwriting meant underwriting at the point of 
claim, which is ineffi  cient, and also unpopular 
with both customers and regulators. 
The key principles of automated medical 
underwriting in travel insurance, according 
to Healix, are: automation, self-declaration, 
and a linear scale assessment of risk (both 
geographical and medical). Improved risk 
assessments mean improved risk management, 
better underwriting results, clarity of cover, an 
improved customer journey, higher enquiry 
conversion, improved sales revenue and 
therefore improved business profi t.
Taking this approach to IPMI involves several 
challenges, continued Dr Beven: in IPMI, 
the insured is often in charge of their claim, 
whereas in travel it is normally an emergency; 
the distribution methodology in the IPMI market 
is diff erent, typically broker led; co-payments 
vary; geographical variations are challenging 
because you’ve got clients of multiple 
nationalities in diff erent countries; the reliability 
of medical information supplied by the client 
cannot always be verifi ed in IPMI; it’s a longer-
term risk than travel insurance; and there are 

variable underwriting tools, such as altering the 
excess/deductible, premiums, exclusions and 
benefi t limits.
The fi rst phase in transferring automated 
underwriting from travel to IPMI is to consider 
which conditions may make a signifi cant claim 
more likely, but are not signifi cant conditions 
themselves, such as hypertension. ‘Minor’ 
medical or surgical conditions should also be 
considered. Phase two of the transfer is how 
to extend underwriting to more signifi cant 
pre-existing conditions, and Dr Beven said that 
this requires underwriters to work with insurer 
partners to share expertise and knowledge. 

Improved risk assessments mean 
improved risk management, better 
underwriting results, clarity of 
cover, an improved customer 
journey, higher enquiry conversion, 
improved sales revenue and 
therefore improved business profi t
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Cruises - shipshape and Bristol fashion?
Steve Williams  

The cruise industry has been expanding rapidly 
over the past 35 years, said Steve, and next 
year 21 million people will take a cruise. Half 
of these people will be from North America, 
where the cruise market is diversifying, but 
cruising is also becoming more popular in 
China and Asia. 
Occupancy rates onboard cruise lines are 
extremely high, and new cruise ships are being 
built each year. Ships vary in size and so does 
the size of the onboard medical team, so on 
smaller ships there may be one medical doctor 
and two nurses, whereas on larger ships there 
may be two physicians and three nurses in a 
medical centre. To help cruise lines know what 
medical facilities are appropriate for a ship, the 
Cruise Lines International Association (which 
represents most of the world’s cruise lines) and 
the American College of Emergency Physicians 
teamed up in 1997 to produce guidelines 
on this issue. These guidelines are reviewed 
and updated annually and are accepted 
industry-wide. They include information 
on physician and nurse qualifi cations, the 
interviewing and credentialing process for such 
staff , and minimum standards for onboard 
medical centres, such as the inclusion of ICU, 
pharmacy, lab and X-ray equipment.
The job of the cruise ship doctor, though, said 
Steve, is to stabilise the patient and evacuate 
them from the ship and into ongoing medical 
care. Evacuation is preferably by boat or 
disembarking the patient in a port, rather 
than by helicopter, as heli evacs are risky and 
aff ected by various weather conditions and 
the fact that the vibrations of the helicopter 
can actually reverse the eff ect of some blood 
clotting medicine (in fact, said Steve, patients 
with gastrointestinal bleeding are now not 
evacuated via helicopter for this very reason). 
Heli hoist evacs are generally only used if the 
patient can’t be stabilised onboard. Cardiac 
arrest and haemorrhage are the most common 
reasons for disembarkation. 
Steve then took delegates through the range 
of medical equipment generally used onboard 
cruise ships, and mentioned the electronic 
medical record system his company uses, 
which allows data to be sent directly to 
assistance companies. At RCCL, he said, 
there are automated external defi brillators 
placed around the ship and staff  are trained 
in advanced cardiovascular life support. In the 
medical centres, complete blood counts can 
be carried out but blood cannot be stored, so 
in a number of cases, when a transfusion has 
been necessary, the medical crew has put 
out a call for onboard blood donors and fresh 
blood has been transfused into the patient. 

Director of fl eet medical services, 
Royal Caribbean Cruises Ltd (RCCL)

Steve and the fi ve-strong RCCL medical co-
ordination team are available 24/7 to support 
the ships’ medical staff , often working closely 
with assistance companies, who they involve as 
early as possible in every case. There are some 
challenges when working with assistance 
companies, though, said Steve, such as the 
time taken to confi rm responsibility for the 
patient, time taken to confi rm pre-existing 
conditions, time taken to set up air ambulance 
transfers, time taken to communicate 
arrangements, and reluctance to provide 
follow-up. Cruise ships often only have a limited 
time to get the patient off  the ship, however, 
and the cost of staying in port longer than 
scheduled can be very high. Steve concluded 
by looking at some recent case studies where 
patients have been debilitated and even died 
due to various processes not going to plan 
when attempting to arrange disembarkation 
or ongoing care with assistance companies, 
before opening a discussion with the fl oor on 
what the answer to working more eff ectively 
with assistance companies might be.
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Jim Krampen
Executive offi  cer, Seven Corners 

Jim gave an underwriter’s perspective to 
the issue of cruise ship medical care. With 
more ships (410 in 2014), more berths (over 
350,000), more routes (not to mention winter 
and summer seasons), more passengers 
(around 21 million in 2014) and more revenue 
(US$37 billion in 2014) comes more risk for the 
underwriter, he said.  
Key underwriting considerations today include 
looking more at the wide social demographics 
of those people taking diff erent types of cruise: 
various medical conditions – such as paediatric, 
chronic and geriatric – need to be covered, 
both prior and during the trip; the fact that a 
cruise provides a large known exposure to risk 
in one location, thus accidents at sea or a virus 

onboard can lead to mass claims; and families 
travelling together only need one trigger for 
the whole family to cancel the trip. But there 
are other risks and factors aff ecting risk: cruise 
cover needs to include hurricanes and other 
weather events at sea, but weather-related 
risks prior to the cruise are also covered so 
some such claims arise before the cruise has 
commenced (likewise with pre-existing medical 
conditions); economic pressures increase 
travel insurance purchases and utilisation; the 
transient nature of a cruise vacation makes 
steering patients into networked facilities 
more complicated; air evacuations from 
cruise ships need to be covered but are rare; 
passengers can be left in a port to receive 
medical attention; and the advancement of 
onboard medical treatment. As many policies 
are underwritten at the time of claim, though, 
concluded Jim, this can cause delays.

Dr Annette Girard-
Claudon
Medical director, 
International West Indies Assistance

Dr Girard-Claudon’s company specialises in 
international medical assistance, repatriations 
throughout the Caribbean, and evacuation to 
Guadeloupe and Martinique. In her experience, 
there are four main causes of disembarkation: 
cardiology, neurology, traumology, and 
reanimation. In each case, there is a 
chronology to the disembarkation; identifi cation 
of the medical problem, a decision on whether 
to disembark, determining the nearest medical 
facility, contacting the handler, and admission 
or consultation. There are also a number of 
issues that are faced when assisting with a 
medical case onboard a cruise ship. Dr Girard-
Claudon detailed these and off ered solutions 
for each.
The main issues are:
• Insurance coverage. It needs to be 

determined, in each case, who will be 
paying the medical expenses, paying for 
the evacuation if needed, or the repatriation 
home. In some cases, such decisions 
can take time, or the passenger may not 
have travel insurance. Dr Girard-Claudon 
suggested that cruise companies could 
advise cruisers about the importance of 
travel insurance prior to departure, or even 
ask people to make sure they have coverage. 
Most of the time, she said, the key problem 
in patient cases is fi nancial and, in many 

cases, travel insurance would resolve this.
• Also, she advised insurers to provide the 

local agent with all necessary guarantees of 
payment, and explained that evacuation can 
be cheaper than medical care on islands, 
where medical fees can be very expensive 
(for example, €500 to fax a medical report is 
not unheard of in some places);

• Time delays. These mainly occur around 
insurance company decisions and 
disembarkation. To avoid delays in action, 
the local agent should be alerted rapidly, 
as they can give vital information on the 
care available locally, the number of 
interlocutors should be reduced (have only 
one local agent involved), and all necessary 
information about the patient, such as their 
passport, coverage and attending family 
details should be obtained as soon as 
possible. The local agent should also be 
provided with consent forms for the release 
of medical records;

• Local medical facilities. The issues here 
are a lack of transparency around medical 

To avoid delays in action, the local 
agent should be alerted rapidly, as 
they can give vital information on 
the care available locally

 the transient nature of a cruise vacation makes 
steering patients into networked facilities more 
complicated

information, diffi  culty in reaching the treating 
doctor, and varying levels of care quality 
in the Caribbean Islands. Sometimes 
better medical care is available onboard 
the cruise ship so, in some cases, cruise 
ships shouldn’t be so keen to disembark 
the patient, said Dr Girard-Claudon. You 
have to thus choose the best island on 
which to disembark based on the medical 
facilities you know are there. Some medical 
facilities in the Caribbean Islands lack certain 
equipment, not all doctors work 24 hours, 
in some areas there are restrictions on what 
the nurses can provide to the assistance 
company, and there are other varying 
internal rules;

• Families. Who keeps them informed? Are 
they included in the evacuation plan? In the 
Caribbean, said Dr Girard-Claudon, you have 
to respond very quickly when you are alerted 
to a patient cruise case because you need to 
locate the best facility for them. Families also 
need to be kept informed about the case 
status and the processes involved so they do 
not feel abandoned.
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Extra corporeal membrane 
oxygenation (ECMO) transports of 
non-� t-to-� y patients
Dr Hervé Raffi  n

Dr Raffi  n’s presentation centred on the medical 
evacuation of a 60-year-old Belgian patient, 
who collapsed with acute chest pains on 
holiday in Turkey and was admitted to the 
ICU of the nearest hospital, where she was 
diagnosed with a cardiac arrest and placed 
on mechanical ventilation. Upon fi nding that 
coronarography was not available at the 
treating hospital, that an ultrasound could not 
be performed as the patient couldn’t be moved 
to the X-ray department, and that the patient’s 
troponin level was high, with the ECG showing 
an anterior myocardial infarction, the decision 
was taken to move the patient to another 
hospital with a cardiac care unit without delay 
for an angioplasty. 
Considering the options for the patient, it was 
decided that although a medevac to Belgium 
was high risk, there were other concerns that 
ultimately led to the decision to evacuate the 
patient on ECMO – there was a risk the patient 
could contract a multi resistant bacterial-
infection (Medic’Air tries to evacuate patients 
within 48 hours from countries such as Greece 
and Turkey, where the risk of multi resistant 
bacteria infection is higher than most other 
countries), and the very high fees charged by 
Turkish hospitals for ICU patients, combined 
with the treating doctors’ expectation of 
length of stay, meant that evacuation was 
a reasonable option. Medic’Air had to get 
permission from the patient’s family, with the 
warning that the transfer would be high risk.
Medic’Air sent several specialists to Turkey 
to pick up the patient – an ICU medic and a 
vascular surgeon, along with a perfusionist 
nurse. The physician and nurse were tasked 
with managing the patient’s mechanical 
ventilation and drug usage, increasing sedation 
where necessary. The teams spent two hours 
in the Turkish hospital with the patient, getting 
the portable Maquet ECMO kit ready, then 
one hour was spent stabilising the patient on 
ECMO before moving him. It used to be that 
the patient had to get to the ECMO machine, 

General manager, Medic’Air International

even the sickest patients can be 
fl own with the right medical kit

although a medevac to Belgium was 
high risk, there were other concerns 
that ultimately led to the decision to 
evacuate the patient on ECMO but the new portable machine allows ECMO 

to come to patients, changing the options for 
air ambulance and assistance companies. A 
two-hour ground transfer from Marmaris to 
Dalaman airport, following by a direct three and 
a half hour fl ight from Dalaman to Liege was 
therefore undertaken.
The air ambulance fl ight took place 24 hours 
after the patient suff ered a cardiac arrest, and 
48 hours later, the ECMO was removed without 
vascular complications and medical ventilation 
halted. Four days later, the patient returned 
home. Dr Raffi  n’s conclusion was that while 
very ill or highly contagious patients might be 
more complex to transport, they can still be 
fi t-to-fl y.
Staying on the topic, Hervé made the point 
that in 2011, he presented a case at ITIC about 
fl ying haemorrhagic patients, and this year he 
fl ew an Ebola patient to Norway, showing that 
even the sickest patients can be fl own with the 
right medical kit.
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INTERNATIONAL TRAVEL & HEALTH INSURANCE JOURNAL 

INDUSTRY AWARDS 2014
The 2014 International Travel & Health 

Insurance Journal (ITIJ) Industry 
Awards were held at the Molino Stucky 
hotel in Venice, Italy, on 13 November. 

The glittering awards ceremony 
– now in its 12th year – honoured 

those companies that have made an 
outstanding contribution to the global 
travel and health insurance industry 

over the past year.

The ITIJ Industry Awards were a huge success, with 
incredible entertainment from a group of musicians, 

followed by The Three Waiters – 
thanks to the sponsor, Evolo Medica/Evolo Assist.

Congratulations to all the fi nalists,
 who were voted for by readers of ITIJ. 



The finalists
The ITIJ Industry Awards finalists are decided upon through voting on the ITIJ 
website, where each registered subscriber to the site is given one vote per category 
to make their choice of which companies they feel are most deserving of an ITIJ 
Industry Award. The three companies that have received the most votes in each 
category through the website are put forward as finalists, and are required to send 
in a written submission describing their achievements over the previous 12 months 
— as well as a video, shown on the night — which showcases their company. The 
judges then evaluate these submissions to decide the ultimate winner.

The judges
All judging is independent and entries are treated in the strictest of confidence. The 
judges come from a wide range of backgrounds, all with an interest in the travel 
and health insurance industry. The judges look for excellence and professionalism 
in the following criteria: area of expertise, including industry knowledge; marketing 
and promotional activities; involvement with trade bodies; business growth; client 
relationships; and staff training.

WATCH THE ITIJ INDUSTRY AWARDS CEREMONY, 
COMPLETE WITH 30-MINUTE WARM UP SHOW BY 

JAMES PAUL WALLIS, ONLINE NOW:  
ww.itij.com/awards

The runners up in each 
category were:

Travel Insurer/Underwriter of the Year
Allianz Global Assistance USA

Manulife Financial Travel Insurance

Health Insurer/Underwriter of the Year
UnitedHealth Group

BUPA UK

Assistance Company of the Year
marmassistance

Active Care Management

Air Ambulance Provider of the Year
CEGA Air Ambulance 

REVA

Intermediary of the Year
CanAm Insurance
Columbus Direct

Explorer Insurance Services

Legal Services Provider of the Year
Blake Morgan LLP

Penningtons Manches LLP

Cost Containment/Claims Management 
Company of the Year

Olympus Managed Health Care
Global Excel Management

Medical Provider of the Year
Baptist Health International 

Broward Health International

ITIJ Marketing Campaign of the Year
ADAC/Colin Plotkin Consulting

45





INTERNATIONAL TRAVEL & HEALTH INSURANCE JOURNAL INDUSTRY AWARDS 2014

TRAVEL INSURER/UNDERWRITER  
OF THE YEAR 

Sponsored by GMMI 
Presented by Raiji Itchaki, COO

WINNER  
RSA TRAVEL INSURANCE

JUDGES’ COMMENTS: Focusing on the needs of the traveller and simplifying the insurance process 
for its clients are indicators that this creative approach will only enhance its reputation in the future.

Award sponsor: GMMI  
GMMI is the leading ISO 9001:2008 certified provider of cost-
containment and medical-risk management solutions. We have been 
setting the industry standard for quality customer service, medical 
management, and competent claims administration since our inception 
in 1992. Today we are the largest cost containment entity in the USA. 

Several of the world’s most prestigious and demanding clients choose 
GMMI as their cost containment partner of choice. Our client base 
includes over 100 international assistance/insurance companies, TPAs 
and government institutions. With our in-house team of medical, claims, 
negotiations, and assistance professionals, GMMI is readily available 
24/7/365 days a year to assist callers in 15 different languages.

(l-r) Mandy Langfield of ITIJ with Adrian Hall and Mike Wallace of RSA





INTERNATIONAL TRAVEL & HEALTH INSURANCE JOURNAL INDUSTRY AWARDS 2014

HEALTH INSURER/UNDERWRITER  
OF THE YEAR 

Sponsored by marmassistance 
Presented by Firat Olgun, CEO

WINNER  
AETNA INTERNATIONAL

JUDGES’ COMMENTS: A worthy finalist demonstrating expertise in promotion and marketing, leading 
to continued business growth and worldwide representation

Award sponsor: MARMASSISTANCE  
After nearly 30 years in the global travel and leisure assistance 
industry, by listening to and co-operating with our clients, 
marmassistance in Turkey has grown from being an ‘extended arm’ 
for insurers to being their partner, offering innovative operations, 
evidence-based solutions  and sound co-operation. In today’s world, 

terrorism and its knock-on effects should always be a reason for 
awareness and readiness, and marmassistance has number of 
assessments and is ready to advise and take action where necessary. 
The past three years have seen significant change at the company, 
driven forward by a young and dynamic team of managers who are 
committed to the company and its quality.

(l-r) Mandy Langfield of ITIJ with Noam Baruch of Aetna International
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ASSISTANCE COMPANY  
OF THE YEAR 

Sponsored by Aetna/InterGlobal 
Presented by Stephen Hartigan,  

InterGlobal

WINNER  
AGEAS ASSISTANCE INTERNATIONAL

JUDGES’ COMMENTS: The last year has shown continued success as it builds on its reputation for high 
service levels. The plans for 2015 suggest it will continue to set the benchmark for customer service within 

the industry.

Award sponsor: AETNA/INTERGLOBAL  
Aetna is one of the nation’s leading diversified healthcare benefits 
companies, serving an estimated 46 million people with information 
and resources to help them make better informed decisions about 
their healthcare. Aetna offers a broad range of traditional, voluntary 
and consumer-directed health insurance products and related 
services, including medical, pharmacy, dental, behavioural health, 

group life and disability plans, and medical management capabilities, 
Medicaid healthcare management services, workers’ compensation 
administrative services and health information technology products 
and services. Aetna’s customers include employer groups, 
individuals, college students, part-time and hourly workers, health 
plans, healthcare providers, governmental units, government-
sponsored plans, labour groups and expatriates.

(l-r) Mandy Langfield of ITIJ, Richard Ferre of Ageas Assistance International, Stephen Hartigan of Aetna/InterGlobal and Barbara Onoufriou of 
Ageas Assistance International





INTERNATIONAL TRAVEL & HEALTH INSURANCE JOURNAL INDUSTRY AWARDS 2014

INTERMEDIARY  
OF THE YEAR 

Sponsored by RSA     Presented by 
Mike Wallace, Senior Vice-President of 

Lifestyle Insurance, RSA Canada

WINNER  
HEALIX INSURANCE SERVICES

JUDGES’ COMMENTS: The number of initiatives undertaken in 2014 showed imagination and indeed 
courage and the transformation from travel broker to a global insurance provider in such a short time is 

quite remarkable.

Award sponsor: RSA  
RSA Travel Insurance, part of the RSA Canada Group, is one of 
Canada’s leading providers of specialised travel and health insurance 
products serving over one million travellers. Through our distribution 
network of brokers, travel agents, consultants and third-party 
administrators we offer a diverse range of solutions for both individuals 

and groups. Our dedicated travel insurance experts are committed 
to helping give consumers convenient, comprehensive coverage, 
whenever and wherever they need it. Whether serving the needs 
of an individual traveller or a large group plan we are committed to 
ensuring that consumers never miss the chance to enjoy a worry-free 
travel experience.

(l-r) Phil Denman of Healix, Mandy Langfield of ITIJ and Mike Wallace of RSA Canada
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AIR AMBULANCE PROVIDER  
OF THE YEAR 

Sponsored by UC San Diego Health System 
Presented by Larry Baker,  

Managing Director

WINNER  
AMREF FLYING DOCTORS

JUDGES’ COMMENTS: Overcoming so many logistical and operational issues and still expanding and 
strengthening its medical presence by adding to its fleet and team make this provider the judges’ 2014 

highest scorer

Award sponsor: UC SAN DIEGO HEALTH SYSTEM  
UC San Diego Health System is composed of the system of patient 
services provided at the UC San Diego Medical Center, UC San 
Diego Thornton Hospital; UC San Diego Moores Cancer Center; UC 
San Diego Sulpizio Cardiovascular Center; UC San Diego Shiley 
Eye Center; and other centers, and primary and specialty practices of 

UC San Diego Medical Group physicians. Ranked as the #1 health 
system in San Diego in U.S. News and World Report’s first-ever Best 
Hospitals metro rankings. San Diego’s only adult hospital ranked 
among the best in the nation in six specialties in the 2011 U.S. News 
and World Reports annual Best Hospitals issue. 

(l-r) Dr Bettina Vadera of AMREF Flying Doctors, Larry Baker of UC San Diego Health System, Mandy Langfield of ITIJ and Sean Culligan of AMREF 
Flying Doctors
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COST CONTAINMENT/CLAIMS MANAGEMENT  
COMPANY OF THE YEAR 

Sponsored by Tyrol Air Ambulance 
Presented by Eva Kluge, Head 

of Sales & Marketing

WINNER  
GMMI

JUDGES’ COMMENTS: This company continues to grow its business on a global basis whilst not 
sacrificing standards either in terms of the quality of its staff or customer services.

Award sponsor: TYROL AIR AMBULANCE  
Tyrol Air Ambulance (TAA) is a leading air ambulance company, 
based in Austria. TAA operates top quality air ambulance missions 
around the globe, also in crisis regions. The scope of TAA’s clients 
ranges from Austrian insurers to international assistance companies, 
government bodies and hospitals. With a unique fleet of 6 aircraft 

and a team of 55 escort doctors, TAA covers all fields of aero-medical 
transport. This includes short, mid and long range missions, but 
also the provision of medical escorts on commercial flights. While 
maintaining the highest standards of medicine and aviation, TAA also 
supports their clients in reducing their claims costs by double and multi 
occupancy flights. 

(l-r) Mandy Langfield of ITIJ and Raija Itzchaki of GMMI
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MEDICAL PROVIDER  
OF THE YEAR 
Sponsored by INTANA 

Presented by Martin Weintz, 
Managing Director

WINNER  
COMMERCIAL MEDICAL ESCORTS

JUDGES’ COMMENTS: The judges saw expansion over the previous year and were impressed with 
the weekly blog aimed at educating the public about the necessity of travel insurance

Award sponsor: INTANA  
Intana provides global assistance and claims management services, 
specialising in lifestyle and emergency assistance solutions, claims 
handling and travel management, leveraging an international support 
network and delivering new advancements in product development. Our 
expertise in assistance and claims management, pioneering processes, 

in-house professionals and a worldwide network of associates, are what 
make us stand out to our partners, and their customers. With solutions 
to support customers across travel, medical, accident and health and 
specialty, Intana can offer services tailored to client needs. Intana is part 
of Collinson Group, a global leader in shaping and influencing customer 
behaviour to drive revenue and add value for our clients.

(l-r) Mandy Langfield of ITIJ, Blake Yturralde and Elaine Yturralde of Commercial Medical Escorts
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LEGAL SERVICES PROVIDER 
Sponsored by Jet Rescue 

Presented by Carlos Salinas, 
President & CEO

WINNER  
INTERNATIONAL RECOVERIES LLC

JUDGES’ COMMENTS: Judges were impressed with their industry knowledge and work against fraud, 
which is particularly important to the travel industry.

Award sponsor: JET RESCUE  
Jet Rescue Air Ambulance is Mexico’s oldest air ambulance service. 
Having the largest fleet of dedicated air ambulance jets in Mexico 
and the most experienced medevac teams in the region we provide 
unparalleled medical care and quickest response time to popular 

tourist destinations at a reasonable price. Contact us for a safe, 
courteous and professional medevac service. Our current fleet 
includes one Learjet 55, one Learjet 35XR and two Learjet 25s. We 
are EURAMI accredited for intercontinental adult and paediatric 
critical care.

(l-r) Dick Atkins of International Recoveries and Mandy Langfield of ITIJ
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ITIJ MARKETING CAMPAIGN 
OF THE YEAR

Sponsored by ITIJ     Presented by 
Mandy Langfi eld, Title Editor & Mike

Forster, Group Head of Sales

WINNER 
RSA TRAVEL INSURANCE

JUDGES’ COMMENTS: The judges liked the clean lines and the well-chosen imagery. Their copy gives 
the message of care and protection in a subtle yet effective manner.

Award sponsor: ITIJ
The International Travel & Health Insurance Journal (ITIJ) was 
launched in November 1999 following the growing success of the 
annual International Travel & Health Insurance Conference Global 
event. The Journal contains a careful balance of headline news, 
views, independent articles from our in-house team, worldwide 

correspondents or industry professionals, profi les of the top people 
in travel insurance and its ancillary services. There is limited space 
available for display advertising in the Journal, as well as offering 
readers access to the most comprehensive list of providers in the 
industry through the Service Directory.

Watch online now

(l-r) Mandy Langfi eld of ITIJ, Adrian Hall of RSA and Mike Forster of ITIJ
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