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he ITIC Global 2013 Review, brought 
to you by ITIJ, contains synopses 

of all the conference sessions that took 
place over the course of the week. From 

pure travel insurance topics, to assistance 
forums, international private medical insurance 
and air ambulance issues, ITIC covered all the 
themes most relevant to the travel and health 
insurance industries.

This year’s ITIC Global was the biggest that 
has ever been held, with more delegates from 
more countries, showing that the event is an 
essential part of the industry’s development and 
progression.
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This year’s ITIC Global in Vienna was 
far and away the biggest ITIC to date — 

more people, from more companies, from 
more countries than ever before. Such an 
impressive range of delegates meant that 

for most attendees, the networking elements of 
the conference were particularly useful and I hope 
that the many deals I saw being discussed during 
the week come to fruition. By bringing together 
representatives of all the different elements of 
the travel health insurance industry, ITIC offers 
unparalleled opportunities for companies seeking 
to expand their operations to new and emerging 
markets, as well as to consolidate their position in 
existing markets.
The conference sessions were all well-attended, 
demonstrating once again that the topics up 
for discussion are the ones that really matter to 
industry professionals — whether it was a focus on 
air ambulance provision, travel insurance fraud, or 

the sustainability of international private medical 
insurance. Such a wide variety of expert speakers 
allowed us to offer delegates information and 
advice that sparks innovation, meaning that 
progress can be made together, as an industry. 
Constant development and improvement are the 
hallmarks of quality, and characterise the main 
aim of ITIC’s sessions.
The offi cial ITIC networking events, such as the 
Welcome Function, were once again deemed to 
be huge successes by all who attended. The more 
social ITIC outings — like the tours around Vienna 
— were also thoroughly enjoyed by those lucky 
enough to take part in them. Many thanks must 
go to the sponsors that allow these events to 
take place and be enjoyed by ITIC delegates.
The ITIJ Industry Awards, held on 7 November, 
were once again a glittering occasion that gave 
recognition to the best-performing companies in 

the industry. Congratulations to all the winners, 
as well as all the nominees. The entertainment 
on the night was also of fantastic quality — the 
Vienna Boys’ Choir were incredible, and everyone 
enjoyed the Electric Quartet, enhanced by a 
performance from Carlos Alonso.
Thanks must be given to the ITIC Global 
Committee members, without whom the high-
quality agenda, supported by expert industry 
speakers, would not be possible. I would also like 
to take this opportunity to thank the ITIC and ITIJ 
teams, who work so hard for months in preparing 
for the event, and ensure its success each year.
This ITIC Review offers readers synopses of the 
sessions that took place in Vienna, along with 
reports on the networking events and the ITIJ 
Industry Awards, which I hope you fi nd both useful 
and entertaining.
Thanks to everyone who attended ITIC Global this 
year, we had a fantastic time (the ‘getting stuck in 
a lift’ incident not withstanding!) and we hope you 
did too!

Ian Cameron
ITIC Chairman 

ITIC GLOBAL 2013 SPONSORS Chairman’s Message



6

ITIC GLOBAL 2013 | REVIEW

  |

The ITIC Welcome Function, sponsored by One Call 
Medical Transports, took place at the Kursalon Wien, 

and was attended by delegates from around the world. 
With a packed room, the noise levels at the event were 

testament to how popular it was! What seemed like the 
entire conference delegation descended on the Kursalon 
Wien to enjoy fi ne wine, beautiful canapés and a great 
band. New business contacts were developed, and existing 
connections renewed in stylish and elegant surroundings.
Many thanks to Cole Bachelder, president of One Call 
Medical Transports, for once again sponsoring this event and 
ensuring it is the place to be seen on the fi rst night of ITIC. 

ITIC 2013 Welcome Function
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Sponsor Profile 
ne 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 services 
to the air ambulance industry, medical and travel assistance 

organisations and commercial medical escort providers. One Call is a 
recognised leader in aviation-related ground transport co-ordination.
Insurance companies, case managers and hospital discharge planners 
also utilise One Call daily to co-ordinate their more complex ground 
transport cases.
Cole Bachelder, president of the company, said of the event: “One 
Call Medical Transports was very excited about the opportunity to 
welcome all delegates and host the offi cial Welcome Function at 
ITIC Global 2013. Since our founding in 2004, we have always known 
that the support and loyalty of our customers would be key to our 
continued growth and long-term success. Hosting the Welcome 
Function provides us yet another opportunity to say thank you to our 
customers for their business and their continued trust.
“ITIC events have consistently delivered unrivalled opportunities to 
forge new relationships and maintain old friendships. Giving back to 
our customers through ITIC sponsorship was an easy decision for One 
Call because it really does address our core values of supporting those 
who support us.”
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New Delegates 
Welcome Function

The welcome event for new delegates, hosted by 
the International Travel & Health Insurance Journal 

(ITIJ), took place in the InterContinental hotel, and was 
thoroughly enjoyed by all who attended. The event was 

a chance for those who had never attended an ITIC Global 
before to meet the committee and the organisers of the 
conference, as well as to be introduced to the ITIJ team. 
By holding the New Delegates Welcome Function in a more 
relaxed and intimate atmosphere, it allowed for introductions 
to be made and relations to be built on a strong foundation.
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Exclusive tour of the 
Schönbrunn Palace
Sponsored by GMMI

This exclusive tour of the iconic Schönbrunn Palace offered 
delegates the opportunity to explore the culture that Vienna 
epitomises. GMMI invited delegates to accompany them on a 
private tour of the former residence of the Austrian Emperor, 
guided by their own personal expert. The tour took in 22 
impressive showroom interiors and the magnifi cent gardens, 
giving everyone the chance to learn about and envision life 
at court in Vienna. Beginning in the graceful west wing of 
the palace, participants moved through the apartments of 
Emperor Franz Joseph and Empress Elisabeth, making their 
way through the central wing with its imposing state rooms, 
and fi nally arriving in the east wing of the palace, where 
highlights include the magnifi cent audience chamber used 
by Emperor Franz Stephan and Empress Maria Theresa. This 
informative and evocative private tour of the resplendent 
showrooms and beautiful gardens transported everyone who 
joined to the opulence and grandeur of the historical court in 
Vienna, and was a truly memorable experience.

he InterContintental Wien hotel was the perfect 
base from which ITIC delegates could enjoy the 

main sights and sounds of the Austrian capital. During 
the course of the week, there were two sponsored 
tours that took place, with guests invited to take part 

in an exclusive tour of the Schönbrunn Palace and also enjoy 
a walking and coach tour that took in all the highlights of 
Vienna in one afternoon. Austria has a rich and varied history 
and culture, so there was no lack of entertainment and 
possibilities to take advantage of. 
Sadly, there was no ITIC ice skating outing this year … maybe 
everyone was a bit too concerned about making that call for 
assistance when an accident happened! To be fair, it would be 
slightly embarrassing! Funny though.

The ITIC and ITIJ teams would like to thank the sponsors of 
the tours for their support. Photographs courtesy of Reid Cawston of Europ Assistance /CMN

Vienna Sightseeing Tour
Sponsored by Rowland Brothers International

The ITIC Sightseeing Tour 2013 offered delegates the 
opportunity to experience the true heart of Vienna. Proudly 
brought to you by Rowland Brothers International, the tour 
encompassed a wealth of landmarks and sights and offered 
guests a classical tour of this beautiful city. Guests were taken 
on an expertly guided tour, which encompassed the most 
impressive and historical buildings of Vienna, such as the Opera 
House, Hofburg Palace, Art History Museum, Parliament and 
City Hall. It included photo stops allowing guests to take in and 
take home images of the baroque gardens in the Belvedere 
Palace and stunning views of the city. In addition, guests also 
enjoyed a walking tour from Albertinaplatz to Heroes Square to 
experience even more of the sights of Vienna.
The tour offered an enchanting and memorable way in which to 
comprehensively experience all the elegance of the city during 
ITIC Global.

ITIC Sponsored Tours

Reid Cawston Reid Cawston

Reid Cawston
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Exhibition Area 
he Exhibition Area gave delegates the opportunity 
to meet up with the leading providers to 

the industry and keep up to date with the latest 
developments.

The merchandise award (if there were one!) should go to 
One Call Medical Transports for the ‘prescription’ jelly beans!

“Tyrol Air Ambulance has hosted 

exhibition booths during ITIC 

Global for many years, and for us, 

it is the key event for the travel 

and health insurance industry. 

The core benefit of having an 

exhibition booth is the visible, 

physical presence of our company 

during the conference. Likewise, 

it is extremely helpful to have a 

meeting point for clients and to 

enjoy a certain privacy in your 

own setting. A booth at ITIC offers 

more of an individual place for 

exchange and conversation than 

sitting with a client in the lobby. 

Especially for medical providers, 

a booth is highly recommended to 

visualise the company’s identity 

and personality.”

E
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“For ADAC Ambulance Service, 

ITIC Global is the most important 

conference and exhibition in the 

whole industry of travel insurance, 

medical assistance and air 

ambulance provision. Since 2006, 

we have attended every conference 

with our ADAC exhibition 

booth, making sure that ADAC 

Ambulance Service is a well-

known brand in the worldwide 

medical assistance industry.”

E
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Do aggregators help or hinder customer 
purchase?
Moderated by Julie Remmington

Simon Tottman
Global Markets Analyst, Finaccord

imon gave an insightful picture of the 
use of the Internet and aggregator 
sites for insurance purchasing across 
Europe, which showed that the online 

channel is showing strong signs of 
growth almost everywhere; but it’s a complicated 
space, said Simon — customers are faced with 
such a variety of purchasing channels online: 
aggregators, insurer websites, ‘false’ aggregator 
sites, and, increasingly, cash-back sites. So, where 
do aggregators fi t in, and are they useful?
Customer confusion over which company their 
cover actually comes from, together with a 
lack of consumer knowledge about whether 
the aggregator site they are using offers cover 
from more than one underwriter, for example, 
are some of the issues raised with regards to 
aggregator site use, explained Simon. Questions 
have also been raised about whether cover 
offered or bought via aggregator sites is too 
cheap or lacking in features; while others say 
that because such sites save time and money, 
they must be useful. Does an emphasis on price 
encourage a ‘race to the bottom’, though, with 
aggregator sites competing to offer the least 
expensive policies, which can cause issues with 
regards to appropriate cover? Insurance products 
are all quite different, so problems could occur 
if customers are encouraged to only focus on 
price, said Simon. He also questioned whether 
aggregator sites are as useful for comparing 
travel insurance as they are for the comparison of 
other types of insurance, as so few questions are 
often asked of consumers purchasing insurance 
via aggregators, which can be ‘a bit dangerous’.
Finaccord’s survey of 1,000 consumers in each 
of the participating countries (France, Germany, 
the UK, Italy, and Spain) showed that, in the UK, 
the highest proportion of people (32 per cent) 
‘always’ go online to research insurance products. 
This compares to just nine per cent in France. 
However, the number of people using the Internet 
to actually purchase insurance goes down across 
the board: it is still strong in the UK, and even 
signifi cant in Germany, Italy and Spain; but in 
France it is fairly negligible. Simon explained that 
there are a number of reasons for this drop-off, 
such as people using aggregator sites to fi nd 
the cheapest provider before purchasing from a 
cash-back site or direct from an insurer — either 
online or via the telephone (if, for example, they 
don’t like to give out their payment details over 
the Internet). Direct Internet sales are signifi cant 
in the UK because high street brokers and travel 
agencies no longer have such a strong presence, 
as they do elsewhere. 
The countries surveyed were pretty much the 
same with regards to the number of websites 
visited — three to four — by consumers before 

making a purchase. This number has come down 
over time, though: people are now less willing to 
visit multiple insurer sites, and they’re probably 
using aggregators instead. When using these 
aggregators, the UK leads the way with regards to 
the number of people buying stand-alone travel 
insurance policies via such sites: in the UK, 65 per 
cent of stand-alone travel insurance is sold online, 
of which 15 per cent is sold via aggregators. 
France, at the other end of the scale, sees only 
2.5 per cent of such policies sold via aggregators. 
Spain is quite surprising in that people are less 
willing to buy travel cover online than other types 
of insurance; here, explained Simon, people tend 
to purchase travel cover via travel agents. 
Simon concluded by giving a brief global overview 
of aggregator use, pinpointing certain countries 
and regions where aggregator sites look set to 
take off. The Asia Pacifi c, he said, is a region of 
high interest due to the increasing number of 
outbound trips being taken, and the subsequent 

increase in demand for travel insurance; Japan, 
India and China have more aggregator sites than 
ever before; and aggregator usage in the US and 
Europe is well established, but in the US and Latin 
America there are more aggregators dedicated 
to travel insurance, as opposed to being more 
broadly focussed on a range of fi nancial products 
as in the UK and Europe; while in the Middle East, 
aggregator sites are yet to be fully developed.

Zena Carter
Travel Insurance Commercial Manager, 
MoneySuperMarket

MoneySuperMarket is a UK aggregator that 
compares fi nancial products, including insurance, 
and has made a signifi cant number of changes 
on its website this year to help ensure that 
customers better understand the product they 
are purchasing for the price they are paying. It is 
not in aggregators’ interest to sell cheap policies, 
explained Zena, but at the same time, customers 
are looking for value. 
Customers in the UK increasingly buy travel 
insurance through their bank accounts. Such 
purchases make up 19 to 20 per cent of the 
market, but there is a lack of collection of 
personal details via this method, said Zena, before 
pointing out some of the potential issues that 
can arise when purchasing direct from an insurer 
or via an intermediary. Aggregators, although in 
some cases not without their own issues, provide 
a useful platform through which to easily compare 
cover from a range of providers, while offering 
cover levels that are relevant for the traveller. 
MoneySuperMarket is a popular aggregator — 
one of about four main aggregators in the UK, 
with a market share of around 11 per cent. So, 
what changes has it made to its website, and 
why? The site now has a feedback button on 
each page, so customers can report any issues 

The Asia Pacific 
... is a region of 
high interest due 
to the increasing 
number of 
outbound trips 
being taken
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they encounter at any stage of their research 
or purchase. Although this takes the customer 
away from the page they were on, receiving 
feedback is extremely benefi cial, explained Zena. 
Furthermore, MoneySuperMarket has looked at 
statistics from the Association of British Insurers 
on baggage and cancellation claims and created 
default amounts for minimum cover levels. 
Excess levels can also be set by the customer, 
and additional cover areas can be selected. 
There is a clearer table showing how the policy 
the customer has selected compares on cover 
to more expensive policies with slightly different 
cover options and levels; the way that customers 
are shown what activities they are covered for 
under their chosen policy has been enhanced; 
and whole policy documents are also available 
via the site. In addition, customers now need to 
click through to declare they have no pre-existing 
medical conditions that would affect their cover, 
based on the wording of the policy they have 
chosen. If, after reading the declaration, they 

realise they need alternative travel cover, they can 
easily click through to see more relevant policies. 
MoneySuperMarket’s statistics show that 
people using the site are selecting baggage 
and cancellation cover suitable for their needs. 
Most people (a little over 60 per cent of sales) 
included baggage cover of between £1,000 and 
£1,500 on their policy. Some people chose even 
greater baggage cover levels, but only around 
15 per cent chose baggage cover of up to £500. 
Similar purchasing is seen with cancellation cover, 
where almost as many people selected cover 
of £5,000 as they did cover for £500. Medical 
levels, however, are generally not fi ltered by 
the customer, but are provided at a high level 
as standard on most of the policies selected 
by customers. Excesses, though, are set by the 
customer, and Zena said that customers are 
choosing excess levels suitable to what they 
can afford. The most popular excess level in 
September was between £100 and £149.
Feedback about the site, then, is generally very 
good, with customers saying the site saves 
them time and money. Where negative feedback 
has been given, this has generally related to 
the occasional technical issue, or if the insurer 
hasn’t sent out the policy documents — in which 
case MoneySuperMarket will give the customer 
the details of the insurer so they can call them 
and sort the issue out. Datamonitor’s feedback 
on the site was also good, calling the company 
‘pioneering’

Jim Grace
President & CEO, InsureMyTrip

Aggregation is a little different in the US, began 
Jim, who gave an interesting insight into the use 
of aggregator sites and how they are perceived in 
the country. The US Travel Insurance Association 
says that the aggregator market is the fastest 
growing market segment in the US, but it is 
primarily not price driven, explained Jim — in fact, 
such sites are driving coverage up as the search 
for the best cover becomes more important. 

Customers are mindful of good value products, 
but they are focussed on coverage, not cost. And 
although aggregator sites have higher average 
premiums, customers’ claims experience is, on the 
whole, very good.
Trip cancellation coverage is the most popular 
product sought via aggregators, while the demand 
for travel medical products is quite small (less 
than 20 per cent). These, along with other areas 
of cover, are of course available via online travel 
agencies and airlines, but the products they offer 
are usually inexpensive, providing poor coverage, 
and customers are too often unhappy with them. 
Travel insurance purchasers are, thus, increasingly 
choosing to visit aggregator sites to learn more 
about the product they are buying. 
Aggregator sites are fully transparent, stripping 
down policies to show what they offer, including 
exclusions. Although they provide an at-a-glance 
comparison of travel insurance products, the 
average visitor spends a signicant amount of time 
researching and reading about the coverages — all 
with the aim of better understanding their policy. 
Aggregator sites have become very important, 
therefore, with regards to customer education, 
and are seen as a place to go for good advice.
However, insurers need to innovate and come up 
with new products, said Jim. InsureMyTrip wants 
to offer new and innovative products, not just 
the same products that have been seen before. 
The company offers policies from 27 different 
companies, and gets actively involved with 
customers — emailing them about their policies. It 
also avoids promoting any one particular product 
— rather, it encourages the right policy for each 
traveller. Some online insurance agencies can be 
aggressive sellers, but users of aggregators such 
as InsureMyTrip don’t have to rely solely on the 
advice of the site or call centre operators about 
products, as customer advice and reviews are 
freely available. 
Furthermore, net promotor scores show that 
97 per cent of InsureMyTrip’s customers would 
recommend their policy to a friend; and 93 
per cent of those who make a claim would still 
recommend their policy to a friend. This vast 
source of online information is backed up by 
a comprehensive call centre operation, which 
employs travel insurance experts that are 
licensed to sell the product in all US states. Users 
of the site are encouraged to call and speak to 
operators for advice, and, indeed, 15-20 per cent 
of InsureMyTrip’s products are sold through its 
call centre. 
To summarise, Jim said that the InsureMyTrip 
model not only makes it easy to buy travel 
insurance, but it is changing the perception 
of the product. Through customer-provided 
product ratings and reviews, site users avoid 

sales spin and get a balanced view of the products 
on offer. Jim also reiterated the emphasis on 
cover over price, explaining that search results 
are displayed alphabetically, rather than in price 
order — although they can subsequently be sorted 
by price or by coverage. There is only a short-
term gain to selling low-price products, he said. 
Aggregators and agents should avoid selling 
on price, as the customer ‘sweet spot’ — where 
customers are most satisfi ed with their purchase 
— lies with those who pay a slightly higher 
premium for better coverage. 

Aggregators ... 
provide a useful 
platform through 
which to easily 
compare cover 
from a range of 
providers
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Moderated by Ian Cameron

Steve Thompson
Head of Consultancy, red24
Frances Nobes
Global Risk Analyst, red24

ollowing an introduction to red24, 
which responds to crisis calls from 
companies such as AIG and Zurich, 

providing advice, support and response 
services, the presenters started the 

discussion by showing how the company 
analyses threats. In order to assess 

threats, the company gathers relevant, timely 
and accurate information, and then verifi es it, 
which adds to previous knowledge and experience 
already in hand. The application of context to a 
threat — such as having previous knowledge of the 
area and understanding the cause of a problem 
— is especially vital when it comes to political 
and civil unrest. Such information allows the 
identifi cation of trends and future forecasting of 
possible threats, which can then be disseminated 
to clients. The information has to be given to 
people in a format that they are going to be able 
to receive, understand and act upon.
Existing and trending threats identifi ed by the 
speakers include petty crime, scams, terrorism, 
kidnapping, civil unrest, political instability, 
confl ict, natural disasters, local customs and 
etiquette issues. There has been a recent increase 
in express kidnapping (formerly only seen in 
South America, it is now a global problem), while 
cashpoint kidnapping is also spreading. Post-Arab 
Spring, protests have spread around the world, 
and now they occur not only in countries known 
to suffer from political upheaval, but also in 
countries that are normally considered safe, such 
as Greece, Spain and Portugal.
Addressing why analysis of threats is vital, the speakers explained that profi ling threats allows 

the application of appropriate measures to 
specifi c cases — getting the right information, to 
the right people, at the right time. Forecasting 
allows companies and individuals to plan ahead 
and mitigate the risks; while contingency and 
crisis management planning means improved due 
diligence and safety and security plans can be put 
in place. 
Frances and Steve then gave examples of two 
occasions where a response to a crisis was 
necessary, with the fi rst one being a case from In 
Amenas in Algeria, which necessitated a remote 
response. No one was actually deployed from the 
fi rm, because no one could get anywhere near the 
facility, so all assistance took place via telephone, 
although there was a team on standby who would 
have done their best to reach the hostages had it 
been possible.
The second case study given by the presenters 
was from Egypt, where there was a physical 
response. The case concerned two student groups, 
one in Alexandria and one in Cairo. One student 
died, having been shot during the protests getting 
caught in crossfi re. A risk analysis suggested that 

the students needed to be evacuated immediately. 
Thus, red24 so went to the different insurers for 
the two groups and instructed them. Two different 
approaches were received from underwriters — 
one was unwilling to evacuate immediately as 
the UK Foreign and Commonwealth Offi ce had 
yet to issue a travel warning for Egypt, while the 
other insurer was more willing to rely on expert 
advice, which served to highlight an issue of 
inconsistency that needs to be addressed by the 
insurance industry.

Pascaline Wolfermann,
Director of Resource Development, 
FrontierMEDEX 

Pascaline’s presentation was based on the 
extreme medical assistance cases the company 
has completed. Prior to the case studies she 
described, Pascaline explained the criteria that 
affect how dangerous a country is considered 
to be, which include the quality of local medical 
care, logistical challenges, and political/security 
challenges. Delegates were then shown a medical 
risk rating map, which depicted the different nations 
around the world in terms of the medical risks the 
countries represent for travellers and expatriates. 
The criteria for evaluating the medical risk for each 
country include endemic diseases, the level and 
quality of care on offer and cultural challenges that 
could affect medical services. Countries deemed 
to be ‘dangerous’ by FrontierMEDEX generally 
have inconsistent or no healthcare available, poor 
security, and offer serious logistical challenges 
to assistance companies. These three evaluation 
criteria (healthcare, security and logistics), when 
all high risk together, lead the company to deem 
the country ‘dangerous’ in terms of the medical 

Emerging trends and dangerous countries
Avoiding black holes in your assistance network

people and 
organisations 
will go anywhere 
in the world – 
whether or not 
there are medical 
and logistical 
resources to 
assist them
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assistance provision. As Pascaline explained, it is 
often the case that poor standards of healthcare 
and poor security go hand in hand, although there 
are exceptions to this rule.
Moving on to the case studies, Pascaline discussed 
the case of a client who had suffered a heart 
attack in Tristan da Cunha, a tiny island with no 
landing strip 2,800 km off the coast of South 
Africa. Only reachable by boat, the challenge of 
evacuating a 75-year-old male with the symptoms 
of a heart attack were myriad. Logistical 
challenges meant that there was very little the 
company could do but support remotely and ‘hold 
his hand’. He completed his holiday and returned 
home.
Other examples of complex evacuations 
undertaken by the company were the evacuation 
of a 68-year-old American who sustained a 
hip fracture while en route to Antarctica for a 
National Geographic tour. The company looked 
at Chilean providers of air ambulances to provide 
evacuation services. One option was a fl ight using 
a King Air 100 turboprop-power plane, while the 
other was to hire a BAE146 jet aircraft. In order 
to decide the best option for the patient, the 
company considered which aircraft was available, 
how the planes would cope with the weather, and 
how quickly the plane could get to the patient. 
Ultimately, the large jet was chosen, even though 
it was the more expensive option, because it was 
an urgent situation and the plane was considered 
to be the correct choice overall.
Pascaline next described the case of a Kenyan 
national in Iraq with gastritis. The problem in 
evacuating that client lay in the fact that the 
countries the company wanted to evacuate her 
to had complex visa issues for Kenyan nationals 
— she was ultimately transferred to Jordan as 
they could obtain a visa. Pascaline also pointed 
out that there are different levels of expatriate 
insurance coverage for different countries, so 
the assistance company has to consider what 
provision can be made in accordance with the 
person’s insurance.

To conclude the presentation, Pascaline 
considered some emerging trends for the industry 
to take into account in the future, such as the 
ever-increasing globalisation of business, meaning 
that people and organisations will go anywhere 
in the world — whether or not there are medical 
and logistical resources to assist them. Quite 
often, she said, people and organisations go to 
a particular place specifi cally because there is 
nothing there — such as people setting up remote 
medical clinics or studying malaria in Liberia. The 
global workforce is also more diverse, creating 
new immigration challenges; the challenge is 
not only the dangerous country they are in, 
but also the evacuation destination options for 
the different nationalities of worker. What is 
vital, she added, is that assistance companies 
continually identify and assess new resources, and 
set them up where there are none in existence. 
Furthermore, closing the gap between expectation 
and reality through contingency planning 
(through medical emergency response plans) 
and client education is essential, as is proactively 
assessing the fi nancial risks of these situations — 
i.e considering the insurance coverage limitations.

Ronald Pritchard,
Director of Medical Network, MSH International

Following an introduction to MSH International, 
which operates from Paris, Calgary, Dubai and 
Shanghai with over 2,000 corporate clients, 
Ron explained that MSH is a broker and has 
panels of underwriters that can be approached 
when considering what cover can be provided to 
companies and individuals.
Considering how an insurer decides what to 
cover and what not to cover, Ron explained that 
comprehensive information is key, so the use 
of reinsurance historical information, as well as 
foreign offi ce advice, is important. The company 
must then take into account the type of cover 
that is available to companies and individuals. 
What happens when a country changes status 
when cover is already in force was the next 
issue to be addressed, and Ron said that most 
insurers will use best practice in this situation, 
and although some insurers will apply terms and 
conditions very strictly, some will be more relaxed 
and realistic. When the risk rating of a country 

changes suddenly, some insurers will change 
policy terms and conditions and charge additional 
premiums in order to refl ect the current, 
heightened risk. Insurers can also give notice 
on the policy based on the existing terms and 
conditions of the policy in force if the situation 
becomes more serious — in this circumstance, the 
client is given options of fi nding a new insurer 
or leaving the country, but they are given time 
to make that decision.  Most insurers, said Ron, 
will just change the terms and conditions of 
the policy and charge more money following a 
reassessment.
Addressing the question of how an insurer deals 
with black holes when they appear, Ron said they 
are reliant on information from their security 
and medical assistance companies. When dealing 
with corporate entities, he explained that there 
shouldn’t really be any black holes, because both 
the insurer and company know exactly what the 
staff member is going to do and where they are 
going to be at all times, so proper preparations 
can be made in this situation. This system really 
only goes wrong if the employee travels away 
for a weekend, or longer, and doesn’t tell anyone 
where they are going.
Insurers can also pool their resources in a crisis 
situation, such as where a coach crashes and 
fi ve different insurers are jointly responsible 
for the travellers. Generally in such a situation, 
one company will take the lead and assist all the 
travellers, then after the incident is over, the 
underwriters of each company will negotiate and 
fi gure out who owes what to whom. Most insurers 
will co-operate in this way, as there is the potential 
for bad publicity if one underwriter is being diffi cult 
while others are paying out. 

the use of 
reinsurance 
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Infectious diseases and travel
Moderated by Ian Cameron

Professor Vicki Stover Hertzberg
Emory University

icki gave an overview of a study that 
she has been carrying out, Assessing 

infectious disease (ID) transmission in 
commercial air travel, also known as Fly 

Healthy. Beginning her presentation, Vicki 
explained that the transmission of ID during 
travel needs to be evaluated because the threat 
of pandemic disease has serious implications for 
both global health and the global economy. Asking 
whether or not a heightened risk of the spread of 
ID from air travel is real, or the perception of such 
a risk is due to ‘recall bias’, Professor Hertzberg 
said that in fact it is both. There have been 
several documented instances of ID transmission 

on aircraft, including tuberculosis, norovirus, 
measles and SARS, said Professor Hertzberg, 
before showing the example of how SARS spread 
through an aircraft, affecting crew members and 
fellow passengers in a particular pattern that saw 
certain people more at risk of catching SARS from 
the index (initial) patient.
Considering the ways in which the spread of 
disease can be mapped, Professor Hertzberg 
said that in general, mathematical modelling for 
transmission of respiratory infections in confi ned 
spaces is very primitive, as existing models 
assume that all passengers are equally exposed, 
and they do not tend to account for proximity 
between passengers. Computational modelling 
has made leaps forward in terms of transmission 
models in the last 10 to 12 years since SARS 
emerged, with advances being made through 
the availability of ‘big data’ and increasing 
capabilities in data storage and processing. 
However, people are still using random mix 
models, which are fl awed. One organisation 
doing modelling successfully is GLEAM — Global 
Epidemic and Mobility Model — which gathers real-
world data from all over Europe and adds it into 
computational models. GLEAM predicted the H1N1 
spread very accurately, she said.

In order to model successfully to go beyond what 
is already being done, there are several aspects 
that need to be considered: what microbes 
are contained in passenger aircraft?; how do 
passengers and crew move and mix?; and how 
do passenger/crew movements infl uence aircraft 
microbe populations and fl uid dynamics of 
cabin air? Once these questions are answered, 
modelling can be more accurate and risk models 
for passengers can be used in the hope of 
developing models of the likely point source 
of exposure. Professor Hertzberg is working to 
answer these questions through the Fly Healthy 
study, which is being sponsored by Boeing as 
the company wants to be able to fl y everyone 
safely. The manufacturer has been fl ying graduate 
students around the US and is recording how 
passengers and crew are moving about the cabin 
during fl ights from Atlanta to the West Coast. 
The fi rm is also collecting data to provide an 
estimate of the microbiome of the fl ight, taking 
samples from touch surfaces such as seat trays 
and seatbelt buckles. It is also taking air samples 
before, during and after the fl ight. A lab is 
analysing the results to see if there are sequences 
to respiratory viruses.

Dr Vanya Gant
UCL Hospital, National Health Service Foundation 
Trust

Dr Gant spoke about how to manage the risk 
of infectious diseases and travel, and began by 
showing that there are still a lot of unknowns 
when it comes to dealing with infectious agents 
— you’ve got to know what’s out there, how nasty 
a disease is, how virulent it is, and whether or 
not there is protection against it. Focusing fi rst 
of all on the infl uenza virus H1N1, he showed how 
quickly it spread around the world in a way that 
was different from ordinary seasonal fl u virus, 
and because it had bird, pig and human elements, 
it was therefore more complex to deal with. 
Considering why the viruses appear, Dr Gant said 
that they often start in animal populations where 
the animals are packed in tightly and thus the 
virus can mutate quickly. Humans also provide 
optimal conditions for viruses to breed and 
escape. Dr Gant showed how the 2009 pandemic 
started among pig farmers in Shandong province, 
China. Experts tracked where the pigs began 
getting sick, and the winds that carried the virus 
around the area. The Chinese study found that 
one in four pigs were infected and found positive 
samples 10 miles away. 
Looking at SARS, Dr Gant said that it seemed to 
be more infectious than fl u, and the death rate 
was considerable. The index case was a doctor in 
Hong Kong. Research showed that the area just 
outside his hotel room and the lift were infected 
by SARS, and other people on his fl oor in the 
hotel were infected. Researchers concluded that 
proximity, while important, is not the be all and 
end all to infection. SARS is considered to be 
a superspreader — although at the time it was 
thought to be related to nebulisers. Looking at 

the environment in Hong Kong and how the virus 
spread so quickly there, Dr Gant explained it was 
a combination of factors — the tall tower buildings 
produce tunnelling of winds that spread disease, 
and when the fl oor drains were examined, it was 
discovered that there was a soil stack that went 
up the whole of one building. There was supposed 
to be a water trap to stop germs from entering, 
but the water had evaporated and the virus was 
thus being pumped into each fl at in the building. 
External soil stacks outside meant the virus was 
also able to spread through the air due to the high 
winds.

For nurses, the risk of falling ill with SARS seemed 
to be related directly to how many shifts they 
worked. Dr Gant then showed the biggest risks for 
physicians dealing with SARS patients, and the 
ways in which physicians can protect themselves. 
Dr Gant said while gowns made no difference, 
and neither did gloves, masks did mitigate the 
risk of developing SARS, although some are more 
effective than others at giving protection. The 

The real key 
to safe patient 
management ... 
is fit testing
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real key to safe patient management, he said, is 
fi t testing. A study undertaken in China showed 
a severe lack of knowledge when it comes to 
personal protective equipment and infection — 
15,000 nurses were asked what they thought 
would protect them against SARS, and many 
thought that paper masks would work, but in fact 
they are useless, said Dr Gant. Some doctors also 
thought that masks offer suffi cient protection. 
Moving on to Middle East Respiratory Syndrome 
novel Coronavirus (MERS Co-V), Dr Gant said the 
surge capacity in Saudi Arabia is amazing during 
the mass gathering of the Hajj, but authorities 
were worried about MERS Co-V breaking out 
among the pilgrims. The only travel-related 
cases that had occurred before the Hajj involved 
patients evacuated to Europe, and the evidence 
is showing now that there is a huge underlying 
number of people with MERS Co-V who suffered 
only mild symptoms as a result of infection. Dr 
Gant said he isn’t worried about MERS Co-V 
compared to other diseases as the pandemic 
potential is low. 
Concluding his presentation with a look at 
protection from disease, Dr Gant explained that 
the smaller the particle, the more dangerous 
it can be, and showed how far coughs can 
travel. Surgical masks, he said, are effective at 
containing the cough in a forward direction, but 
the infection goes out of the side of the mask 
instead of in front of the patient when sneezing, 
often presenting a higher risk to physicians who 
work at the side of the patient.
Dr Gant’s conclusions for the medevac business in 
terms of protecting physicians from patients with 
infectious diseases was for crew members to use 
fi t tested masks to ensure their safety.

Dr Charlie Easmon
Medical Director
Your Excellent Health Service

Dr Easmon began by talking about Nassim 
Taleb, who analyses the business of risk in his 
2007 book The Black Swan, which describes the 

impact of the highly improbable. Taleb predicted 
the fi nancial crisis and thinks that there will be 
another global pandemic at some point in the 
future — it is inevitable.
Looking at the various diseases going round the 
world, Dr Easmon mentioned fl u strains, MERS Co-
V, Yellow Fever, XDRTB (extensively drug-resistant 
tuberculosis) and Bocavirus. Dr Easmon said it 
is better to modify exposure than seek to assess 
risk, and insurers must build redundancies into 
their system. The current Yellow Fever vaccine 
shortage is a concern, he said, and thus the next 
disease to cause a pandemic could be one that 
we already know about, as a virus could spread 
to areas where it should controlled through the 
use of vaccines. Examples of modifying exposure 
after a disease arises include the closure of bird 
markets in China, which experts think helped to 

stop the spread of fl u. Travellers could also be 
directed to avoid bat caves and other areas of 
known risk of infection, so insurers could modify 
their underwriting to tell travellers they aren’t 
covered if they go to a particular place and are 
infected.
Dr Easmon recommended that insurers should 
make contingency plans for clients, considering 
what is to be done at each stage of the spread of 
a disease in terms of travel to and from certain 
locations, what possible border restrictions 
may apply, and what to do if a suspected case 
occurs in another country. Personal protective 

equipment should be made available to staff 
and clients, and the audience was encouraged to 
think about what vaccination measures should 
be in place, what antiviral measures should be 
in place, and what additional hygiene measures 
are to be implemented, such as no handshaking, 
to contain the spread of infection. In general 
planning, considerations could include how to 
help travellers and staff, how people are going to 
communicate, and the provision of counselling 
to staff dealing with death and illness. There 
will inevitably be cascades of failure, warned 
Dr Easmon, who went on to recommend that 
companies appoint a key person to manage 
the internal communications and distribute 
the relevant information to staff and clients — 
issues that must be considered include isolation, 
cleaning, overseas travel, death in the UK and 
overseas, and obtaining a stock of drugs/vaccines.
The key, concluded Dr Easmon, is planning for 
the worst. People are becoming more resistant to 
antibiotics, making diseases more diffi cult to treat 
and making it more important that companies 
have measures in place, ready to handle a health 
emergency. 

it is better to 
modify exposure 
than seek to 
assess risk
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Prevention and detection of organised and 
opportunistic fraud
Moderated by Ian Cameron

Gary Sommerford
Independent Consultant
Larus Consulting

ary began by giving examples of the 
types of medical fraud that are seen in 
different parts of the world, showing that 

the estimated cost of such fraud is up to 
US$415 billion in the US,  C= 100 billion in Europe, 
and £5 billion in the UK alone. Fraud, he said, is 
a key risk that has to be appropriately managed. 
There are different types of fraud, he continued: 
opportunistic (padding or infl ation of claims); 
planned/pre-mediated (intending to commit 
fraud); and organised crime (on the increase).
Considering who might commit fraud, the list 
was alarmingly long — policyholders, family or 
friends, third parties/intermediaries/agents, 
employees, providers, and crime rings. There are 
several ways that fraud can be committed, said 
Gary, including amending receipts or invoices, 
altering claims, collusion, anti-selection, infl ated 
claims, false claims, and dual insurance. Medical 
providers can commit fraud in a similar number 
of ways — unbundling, upcoding, phantom billing 
and overcharging by private providers, which is 
actually technically not fraud, Gary pointed out, 
as such providers can charge whatever they want 
for their services.
Gary then went on to describe the fraud triangle 
— in order to have fraud, three things need to 
happen — the person must have a motive, they 
need to rationalise what they are doing, and 
then they need the opportunity to commit the 
fraud. There is limited action that the industry 
can take with regards to motive or pressure or 
rationalisation, but what the industry can do is to 
reduce the opportunity.
There is not a one-size-fi ts-all solution to 
this problem, but there are ways and means. 
Organisational procedures need to be put in place 
to deal with fraud. Firstly, companies need to 
understand the risk — conduct a risk assessment 
of the business to identify where the gaps are 
and where the threat exists in relation to each 
business, advised Gary. The industry needs to 

look at a fraud risk management model that 
includes prevention, deterrence, disruption, 
identifi cation and action. Gary then gave an 
example of a potential model (should delegates 
wish to see this in detail, they can download 

the presentation at www.vienna.itic.co/content/
speaker-presentations). It is all about planning 
and preparing for the worst, said Gary.
In addition to an individual risk management 
process, there also needs to be industry 
collaboration. There is headway being made in 
this respect by health insurers, but travel insurers 
haven’t been quite so proactive — Gary suggested 
that they should work with health insurers 
as medical claims make up such a signifi cant 
proportion of travel claims. There are concerns 
about sharing information with regards to data 
protection, which Gary said could change as 
there are legislative reforms coming up in the UK 
that will make it easier for companies to share 
information with each other.
Gary concluded by saying that there needs to 
be a balance between commercial and ethical 
concerns — consider what complaints you might 
end up with if your fraud team are overzealous. 
Keeping customers satisfi ed is important, but so 
are relations with providers, he said.

James Langdown
Fraud Manager
Ageas Insurance

James began his presentation with fi gures that 
showed why companies are investing in fraud 
detection and prevention, by demonstrating the 
high level of fraud undertaken by UK consumers, 
whether it is a crash-for-cash scam or infl ated 
claims levels — or iPhone claims, which have 
increased signifi cantly over the last two years. 
Ageas’ strategy is a little different, said James — 
the fi rm does not fragment 
processes, as there is no 
separate fraud team —
everybody in the company 
takes part in fraud control, 
including the claims handlers 
who receive training in 
fraud detection. Trends are 
measured and reported on, 
and systems are tailored to 
root out suspicious claims 
at the same time as allowing 
the progression of genuine 

conduct a risk 
assessment of 
the business to 
identify where 
the gaps are
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claims. The company works with underwriters to 
discuss the types of fraud they are witnessing 
to see if the policy terms need to be amended in 
response. Suppliers are a big part of the process, 
said James, as is talking to customers about the 
level of fraud they see.
Moving on to what he termed the three pillars 
of fraud detection at Ageas, James said they 
are: process, people and technology, all of which 
work together and cross over. People are vital — 
the team have to be skilled — and the company 
has to provide them with the relevant tools and 
be proactive in creating an anti-fraud culture. 
Processes include best practice by type, so 
people can gain experience through education. 
There are also ways to measure where fraud is 
happening and who is doing it, and FNOL (fi rst 
notice of loss) validation is very important as 
this can give pointers towards a fraudulent claim. 

Technology can be helpful, 
and there is the Travel 
Claims Database, although 
work on this is stalling, and 
communication between 
travel insurers has so far 
been limited. Companies 
can introduce an external 
anti-fraud system, which 
complements an internal 
market database.
James then reported on a 
fraudulent claim that was 

successfully identifi ed by the company through a 
combination of staff expertise and technology. A 
doctor from Jordan reported that a policyholder 
was rushed to hospital with chest pains. The 
patient’s mobile number, though, was fl agged by 
the system as belonging to a previous fraudster. 
A receipt from the hospital confi rming that the 
patient was now being treated as an outpatient 
seemed unusual to Ageas staff, so an external 
agent went to the hospital and established that 
the doctor did not work there, but was in fact an 
insurance agent in Jordan playing the system.

Dick Atkins
Legal Counsel, 
International Recoveries LLC

Dick’s presentation centred on the fact that 
legal input can be vital in some cases of fraud, 
as fraudulent claims are increasing and in 
some cases, a legally qualifi ed person might 
be the only one who can gain access to all the 
necessary information. Such input, he added, is 
most important in major or catastrophic claims. 
The introduction was followed by a series of 
case studies where legal intervention brought a 
successful result for the insurer.
Dick began by describing a soft fraud incident 
where a tractor/trailer hit an insured and the 
medical bills were for several hundred thousand 
dollars. The patient needed repatriating to 
Australia and so the subrogation process was 
started. However, the accident report was hard to 
fi nd. The patient’s brother arrived in the US and 
claimed to be so upset by the state in which he 
found his brother that he couldn’t sign the release 
form for the accident details to be given to the 
insurer. After some digging, it was revealed when 
a lawyer went to get the report that the patient 
had in fact jumped in front of the tractor with 
the intention of committing suicide. The brother 
knew that the report would state this, and also 
that such an act would invalidate the insurance, so 
tried not to sign to authorise the report’s release.
Dick’s second case was one of intentional fraud 
that involved drunk driving in a catastrophic 
injury case, in which the local court sealed the 
documents, and the insurer was unaware why 
such an action had been taken. Legal contacts 
were used to uncover the reason behind such a 
move, which was that the judge knew that if the 
person was found to be drunk driving, the patient 
would not have valid insurance and would be 
unable to pay for the medical treatment received. 
The judge therefore sealed the documents at the 

request of the 
patient’s lawyer.
The next case 
was an example 
of medical 
provider fraud in 
Mexico. A woman 
who owned a 
holiday home 
in Mexico went 
to hospital and 
was treated at a 
cost of around 
$25,000. The 
insurer, however, 
was told the 

hospital wanted $157,000 in payment. The insurer 
asked to investigate the bill. The hospital refused 
the request and subsequently held the woman 
hostage until she signed the deed to her house 
over to the hospital administrator if the bill 
wasn’t paid in full within 30 days. She signed in 
order to leave the hospital, and was then let go. 
Afterwards, the insurer tried to negotiate and the 
hospital refused. Situations such as these, said 
Dick, are where a local lawyer can be extremely 
helpful. A local lawyer got an arrest warrant 

for the CEO and the treating hospital doctor 
for kidnapping, fraud and hostage taking. The 
lawyer’s efforts meant the bill was reduced to 
$25,000.
Dick’s fi nal case study involved a doctor from 
Columbia, who took out a travel policy that 
turned into a comprehensive health policy. Two 
weeks after policy start, the son was diagnosed 
with leukaemia. The family chose a US hospital 
for treatment and medical bills were over $1 
million. Questions were asked at the time, and 
although there was no proof of fraud, the timing 
of the purchase of the policy seemed suspicious. 
A local investigation company was employed 
to fi nd out any facility that had a record of the 
son having received treatment at any point — 
the investigators looked all over south Florida, 
and found nothing, but four places in Columbia 
did have a record of treatment of some kind. 
The father put a lot of obstacles in place to try 
and stop the investigators getting the hospital 
data, but eventually a subpoena had to be 
issued to get the medical record to show that 
the original blood test had been carried out. 
However, it was handwritten, which was suspicious 
because it should have been digital. One other 
institution also had some records for the child, 
so investigators went there, and found ultimately 
that the original diagnosis had been given two 
weeks before the policy was taken out.
In catastrophic injury cases, you need a local 
company that has global capabilities as well. In 
many cases, said Dick, a lawyer will be able to get 
hold of documents or information that cannot be 
obtained in any other way. 
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European Health Insurance Card (EHIC) 
update
Moderated by Ian Cameron

Gillian More
Legal Offi cer,
European Commission

illian began by giving details of the 
social security regulations within 
Europe that govern the use of the 

EHIC, making the point that while rules 
regarding the provision of healthcare 

are not harmonised among the European Union 
(EU) member states, the EU rules build links 
between the different systems. She explained 
that all EU nationals who are covered under 
their national law have a right to the EHIC, with 
32 countries participating in the scheme. Gillian 
said that under EU co-ordination rules, there are 
three possible scenarios for healthcare needs: 
for necessary care during a temporary stay, 
the EHIC is used; while for planned treatment 
there is the S2 form; and for healthcare services 
while residing in another member state, there 
is another form that citizens have the right to — 
the S1 — which will certify them for care given in 
another state in such a scenario.
There were 39.5 million new EHICs issued in 
2012, meaning that there are now a total of 190.7 
million cards in circulation. The EHIC actually 
offers more than just emergency care, said Gillian, 
citing regulations that state it offers ‘benefi ts in 
kind which become necessary on medical grounds 
during the stay, taking into account the nature of 
the benefi ts and the length of stay’ (the medical 
practitioner will decide whether or not treatment 
is necessary). She went on to add: “[The EHIC 
covers care that is] necessary ... with a view to 
preventing the ... person from being forced to 
return before the end of the planned duration of 
stay.” It therefore covers chronic and pre-existing 
illness, which is more cover than many travel 
insurers offer. Citing other conditions of EHIC use, 
Gillian said that citizens are entitled to benefi ts 
in kind within the state healthcare system on 
the same terms as people covered under the 
legislation of the member state of stay — the 
same treatment, at the same cost, with the same 
reimbursement conditions.
If a person is not carrying an EHIC, she explained, 
it should not matter, as the card merely certifi es 

the underlying rights given to all ‘insured persons’ 
under the terms of EU regulations. In such a 
case, the rights of the person are covered by the 
regulation, and so a Provisional Replacement 
Certifi cate (PRC) can be obtained (the health 
authority in the country where the person is 
staying should contact the home health authority 
to obtain the PRC, although many individuals do 
it themselves), or the citizen can pay up front 
and reclaim the cost of care. Insurers cannot 
recover the cost of treatment given to an insured 
person using this method — the regulations state 
that the EHIC is for individuals, not companies. 
Information about the EHIC is given to citizens 

at both a national and EU level, and there is also 
an app people can download, and the duty is on 
the authorities to disseminate this information. 
Regarding the relationship between the EHIC and 
insurance, Gillian said that the EU states that the 
EHIC is not an alternative to insurance, they are 
meant to be complementary products.
Gillian made the point that her personal travel 
insurance policy says nothing about the EHIC or 
its use, adding that many people don’t know if 
they can choose between the two, and there is 
confusion about what policies do cover and what 
the expectation is of the insurer with regards to 
which ‘insurance’ the person should use. What 
the EU would like to see, then, is the insurance 
industry making their policies clearer so people 
know what is covered by the policy and explain 
how it is supposed to work with the EHIC. Gillian 
said she is also keen to foster better co-operation 
between the EC and the insurance industry 
to make sure that citizens understand their 
rights and how the two forms of insurance work 
together.

David Pennington
Head of International Healthcare
Department of Health (DoH), UK

David explained that his role covers the 
implementation of rules in terms of healthcare in 
the UK being given to foreign patients, whether 
they are Europeans or other nationalities. He 
offered delegates the member state’s perspective, 
beginning with saying that there are around 25 
million live cards in the UK, and UK residents 
make over 44 million visits to Europe annually, 
of which 12 million are to Spain. Spain also has 
between 400,000 and 800,000 registered 
(you have to register to be covered by the state 
healthcare system) UK citizens resident in the 
country. Spain registers over 200,000 EHIC 
claims per year from UK citizens. 
Given the cultural context of healthcare in the UK, 
which is offered free of charge by the National 
Health Service, many British people think that the 
EHIC is a ‘passport to free healthcare’. This belief 
made the Gestitursa problem a particular issue 
for UK holidaymakers as they mistakenly assumed 
that the Spanish system worked in the same way. 

The distress that people suffer when 
they are ill abroad also has a part to 
play in terms of how ready they will 

If a person is not 
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be to sign forms that they may not necessarily 
understand, he said. The reality, though, said 
David, is that the provision of public healthcare 
varies between public and private providers in 
different nations, and as the EHIC provides care 
on the same basis as a national of that country, 
people are confused.
Moving on to the Gestitursa issue, David asserted 
that patients were not being fully informed of 
their rights to healthcare under the EHIC system 
and would then receive unexpected bills. He 
explained that while Gestitursa began operating 
locally in 2011 and 2012, its approach became 
more systematic in 2013. While the situation has 
now improved in Spain, David said the DoH is now 
seeing the same company operating in hospitals 
in Portugal. The problems were reported through 
consulates, UK administration centres and also 
the insurance industry.
Addressing what the DoH’s approach to dealing 
with the issue of EHIC refusals, David explained 
that evidence was gathered, then the Department 

started a dialogue with the Spanish Ministry of 
Health, and following that, started an informal 
dialogue with the EC. Citizens also needed to be 
advised about the situation, so consulates were 
briefed, information was put on the website, 
and also the DoH approached insurers and tour 
operators and resort reps in Spain. Then the 
media began to pay attention to the situation, 
which was helpful. To resolve the situation, David 
said that after formal Commission action, the 

EAA Administration 
Commission met, at 
which the approach 
was decided on and 
Portugal agreed that 
they did not want to 
see the same problem 
and deal with the 
same infraction 
procedures that had 
just been launched 
against Spain. 

After that, the Spanish Ministry engaged with 
the autonomous regions, and there has since 
then been strong subsequent support from the 
regional health authorities. The UK continues 
to monitor the situation, and has an ongoing 
dialogue with the regions — particularly Valencia. 
There continue to be minimal cases of EHIC 
refusal, although these are now being resolved 
locally.
In the future, David said that the Department 
of Health is waiting to see what happens next 
summer, as it is important to make sure the 
problem doesn’t recur. Also, the EC has to 
consider if the problem is more widespread 
than just in Spain, he said, as there is evidence 
that it is occurring in other countries. Improving 
the education of citizens in terms of how the 
EHIC works alongside travel insurance will help 
to improve matters, he said, adding that ‘the 
integrity of the EHIC must be preserved’.

Ian Jones
Lifestyle Claims Technical Manager
AXA Insurance

Ian gave a presentation that explained how the 
insurance industry has viewed the process of 
sorting out EHIC use. Starting with what springs 
to mind to the patient when they think of EHICs, 
Ian said it is comfort and peace of mind. But 

for insurers, associations with the EHIC include 
confusion, coercion, and strong arm tactics. Ian 
explained the rise of Gestitursa’s activity, with a 
growing number of incidents being reported to 
the EU throughout 2012, resulting in heightened 
press and media interest. The insurers involved 
developed common practices, and issued agreed 
formats for information gathering and reporting. 
They also shared legal opinions, which was a new 
way for the industry to work — the lawyers of 
the different insurers had to talk to each other 
to ensure a cohesive response. Such a level of 
co-operation is unusual for the industry, and Ian 
credited this to Gestitursa being the catalyst 
that brought everyone together. Last year’s EHIC 
session at ITIC Barcelona showed that feelings 
were strong and insurers had to talk to each other, 
and after that session they moved quickly to sort 
things out, he said, and with support from the EC, 
the issue got higher on the agenda. The Spanish 
government started to feel the pressure from the 
EC and from the media, bringing a marked drop 
off in incidents during the summer of 2013, with 
Gestitursa being much less active, he said.
Looking ahead, Ian asked if the industry is out of 
the woods with regards to Gestitursa, following 
up by saying that while the early signs are 
encouraging, with most hospitals now accepting 
the EHIC without question, the number of public 
admissions seen has dropped, prompting Ian 
to ask if Gestitursa is no longer infl uencing 
admissions to hospitals. There are still concerns 
that some providers, said Ian, are claiming to 
have a lack of bed space in public hospitals, and 
patients are being told there is a shorter waiting 
time for private care. Some hospitals also suggest 
that the EHIC is for emergency treatment only, 
and try to charge for additional care. 
Portugal is becoming an area of concern now, 
according to Ian, as there is a company managing 
the bills of several public hospitals there, and 
while they aren’t as aggressive as other bill 
management fi rms, they aren’t helping the 
situation. Ian said it will be interesting to see what 
happens this winter in terms of older travellers 
trying to access care in Spain and Portugal. 

most hospitals 
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Reinventing marketing and loyalty 
through mobile devices

Moderated by David Fitzpatrick

John Nikolaidis
Co-founder, Niobium Labs Ltd

ohn covered the basics of the marketing 
options available on mobile devices and 
how travel insurers can exploit these to 

build customer loyalty. He began by making 
the statement that insurers need to ‘go 

mobile, or go extinct’ — here he drew on the 
example of the Tyrannosaurus rex, which was big 
and strong, but ultimately outlived by smaller, 
more adaptable mammals. Good use of the 
mobile platform can make a real difference in the 
way companies communicate with customers, 
and the level of loyalty they build. The danger is 
that someone else will do it before, or better, than 
you, said John, in which case they will reap the 
benefi ts.
To put it simply, the mobile market is big: 
research suggests that around half of all US 
consumers have a smart phone, said John, and 
this proportion is set to grow to 70 per cent by 
2017. Among US teenagers, 79 per cent have a 
smart phone with them for 22 hours per day, 
and sixty-two per cent of smart phone owners 
reach for them within 15 minutes of waking, said 
John. Here he noted that the term ‘phone’ is 
misleading, as the ‘telephone’  in fact comes fi fth 
on the list of the functions most often used on 
these devices. They are really mobile personal 
assistants that also provide a place to meet 
friends, listen to music or relax by playing games 
or reading news.
So, these are popular, powerful devices with a 
great potential for insurers, but the bad news 
is that when brands develop a mobile strategy, 
around three quarters fail to do so successfully. 
Seventy to 80 per cent of apps end up being 
deleted, said John; 26 per cent of apps are only 
used once within a year of being downloaded; and 
48 per cent of apps are opened between two to 
10 times. John highlighted the good news, which 
is that 26 per cent of apps do get used, and the 
rewards available are, in his words, ‘awesome’. 
Insurers can improve the perception of the service 
they provide, offer improved user experience and 
gain loyalty through customer engagement. At 
the same time, they can save money, for example 

Insurers can improve the perception 
of the service they provide, offer 
improved user experience and gain 
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by telling customers where to go if they need 
medical help, offering ‘chat’ support for handling 
simple cases so that customers don’t need to 
be hospitalised, or through using electronic 
marketing in lieu of traditional advertising — 10 
million ‘push’ messages can cost the same as a 
30-second television advert, he said. 
John also explained that a smart phone app can 
present your service from a user-centric angle in 
a way that cannot be achieved using television 
and radio — while traditional channels don’t 
revolve around ‘me’, mobile devices are seen 
even as an extension of ‘me’. Also, as an app 
can react in real time, users feel like they are ‘in 
the cockpit’ and in control. Demonstrating the 
benefi t of using an app, John asked the audience 
which is a better way to get information across, a 
1970s advertising approach of telling customers 
via television or radio that an insurer has a 
wide network with points of service across 40 
countries, or a mobile app that can show the user 
how the network translates in terms of points 
of service near to them right now? And which 
method better demonstrates to a customer an 
insurer’s ability to respond quickly — making a 
promise to respond to emergencies within two 
hours, or providing an app with a ‘help’ button 
that will immediately connect them with a call 
centre at their time of need?
Turning to loyalty, John said that this is something 

that is developed between the brand and the 
user on an individual basis. Here, apps can help. 
He gave the example of a bank that operated a 
scheme where a customer would gain points for 

using a payment card. Such a scheme works best 
if the customer can easily see how many loyalty 
points they have earned. An app was developed 
to give customers this ability, and this resulted 
in a 40-per-cent rise in spending on the bank’s 
cards, said John. This app, he explained, had real 
functionality built in, which is a key requirement 
for a successful app.
Mobile apps are well suited for improving 
customer loyalty, explained John, as they 
can provide personalised communication — 
customers can be targeted according to who 
they are and how they spend. Also, using an app, 
you can communicate with the end user, not just 
the buyer (which may not be the same person, 
for example where insurance cover is provided 
through an employer). Content can be made to 
be time and location sensitive, he said, noting 
that such content is perceived by the customer 
not as advertising, but as a service, which is an 
important factor in building a relationship with 
the client. For example, an app could present 
a traveller with a list of safety tips when they 
enter a country. There’s even the chance for 
cross-selling, such as asking a customer if they 
want to add winter sports cover when they 

arrive at an airport in a popular skiing area, 
or selling a policy extension when coverage is 
coming to an end. 
A particular tip that John shared was the idea of 
offering people free extra coverage, for example 
covering injury due to a meteor shower, requiring 
customers to input their policy number. When 
they do this, you then know what device they 
are using, so that you can contact them again in 
future.
When thinking of a mobile strategy, include SMS 
(text messaging) said John, as many people in 
the world do not have 3G coverage.
Remember, said John, that the mobile app is 
your company’s front window — it may be the 
only chance a customer has to experience your 
brand, he added, especially if they don’t have to 
be hospitalised or make a claim. The fi ve rules 
of mobile are that an app: should respond to the 
customer’s location; should give the user what 
they want; should be genuinely useful; should be 
simple (don’t have a menu with 300 options, just 
have fi ve buttons that do something worthwhile); 
and should also provide a fun user experience.
Asked by an audience member how to secure 
personal data, John explained that the mobile 

app on the user’s device ‘talks’ to the company’s 
back-end on a one-on-one basis, and, as in the 
case with the bank’s loyalty scheme, this can be 
done using the HTTPS protocol, providing security 
even if the user is connected to an unsecured 
public WiFi network. All details are stored inside 
the provider’s data centre and not in the cloud, 
said John.
A problem that John highlighted with the process 
of developing apps is that it’s a project that 
crosses various disciplines, and IT staff may 
not understand mobile marketing, marketing 
staff may not understand the technology and 
advertising agencies may not understand either. 
People have to work together, he said, to combine 
their skills in order to create a successful app. 

a smart phone app can present your 
service from a user-centric angle in 
a way that cannot be achieved using 
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Technology: the power to drive profits

Moderated by David Fitzpatrick

Tony Boobier
EMEA Insurance Industry Lead, 
IBM Business Analytics

echnology should be seen as an 
enabler not a threat, said Tony, as 

it is something we will be obliged to 
use going forward. Many challenges 
face the insurance industry, however, 

such as changing regulations and customer 
demographics. This is also true for the healthcare 
industry, where the focus is on the global context 
of the marketplace, the incidence and cost 
of re-emerging infectious diseases, the need 
to enhance workforce productivity, changing 
lifestyles, empower customers who expect better 
value, quality and outcomes, and the introduction 
of new players with revolutionary technologies 
and treatments. At the end of the day, though, 
said Tony, customer behaviour is the same across 
all industries, so insurers need to think about 
how it affects the way people purchase medical 
insurance online. 
Addressing the topic at hand, Tony said that 
big data is something everyone is talking about 
— from the telecoms industry to the pharma 
industry; and there’s lots of hype around it. 
But, he cautioned, it’s ‘more than management 
information with a coat of lipstick’. Big data, he 
explained, has four key characteristics: volume 
— big data involves, sometimes, petabytes of 
data; variety — data takes many forms and can 
be structured, unstructured, in text form or 
multimedia, and so on; velocity — streaming 
data needs to be analysed within fractions of 
a second to enable instant decisions for use 
by stakeholders and other interested parties; 
and veracity — managing the reliability and 
predictability of inherently imprecise data types, 
which results in questions such as: how do we 
cope with the data we don’t believe?, and how 
do we ensure we get clean data? Data can be 
scored, explained Tony, based on truthfulness 
and accuracy. All data has its own value, which 
can be ranked. 
Tony then compared the way the healthcare 
industry is using data analytics to the wider 
global marketplace, explaining that the healthcare 
industry is going through enormous change. 
In the last two to three years, he showed, the 
number of healthcare organisations realising 
the competitive advantage of analytics has 
doubled. And insurers are increasingly realising 
its potential as well. Big data, he said, is being 
described as ‘the new oil’. It is changing the way 
people do business now and in future, stated Tony.
But is big data based around collecting more data 
or more types of data? According to a recent IBM 
study that considered the different approaches 
to big data between the healthcare industry and 
the wider global business sector, big data was 
defi ned as ‘non-traditional sources of information’ 
by more than twice the number of people 

in healthcare than those in the wider global 
industry. However, only a quarter of the amount 
of healthcare organisations defi ned big data as 
providing ‘new kinds of data and analysis’ as did 
the wider global marketplace. Another interesting 
fi nding of the IBM survey that these results 
were taken from is that far fewer healthcare 
organisations place an emphasis on the 
importance of social media in relation to big data, 
which is an issue that needs to be addressed.
Tony then looked at what is driving healthcare 
organisations to look at and analyse big data, and 
the answer is, essentially, customer analytics. As 

in any other industry, improving the customer 
experience is vital, and this is done by better 
understanding customer behaviour. Big data 
is big, though, said Tony, and so organisations 
have to think about how they cope with it and 
the technology they will need to handle it. Initial 
big data efforts are focussed on gaining insights 
from existing and new sources of internal data; 
so, big data initiatives start from within your 
organisation — analytics is not the destination, 
said Tony, it’s how you use the data and how it 
changes your company model. Big data demands 
strong analytical capabilities — you need people 
who can put the right information in the hands 
of the user when it’s required, with the emerging 
pattern of big data adoption focussed on 
delivering measurable business value.
The healthcare industry is ahead of global 
industry in many ways in terms of analytics, 

concluded Tony, which is why IBM launched its 
Watson analytics software to the healthcare 
industry before any other. The software 
provides a proactive analysis of a person’s 
symptoms, helping healthcare providers with 
their diagnoses. IBM is currently working with 
healthcare organisations to expand its abilities 
around diagnosis, developing its software to ask 
further questions of a patient to include family 
history and demographics, with the ultimate aim 
of determining the right treatment plan for the 
patient. This, said Tony, is a game changer.

Otto Karud
Director of Network Transport, SOS International

Otto gave an insightful presentation about how 
assistance provider SOS International is using 

technology and digital integration to reduce 
patient and claims costs. The company handles 
around one million cases per year for insurance 
companies in the Nordic area across all lines of 
its business, so appreciates that technology is 
a vital part of doing business, both today and in 
the future. Over the last 50 years, the company 
has been collecting data into its claims handling 
system, and over the last fi ve years, has been 
using data analytics and digital integration in a 
more proactive way. As a result, the company can 
use its software to decide a timeline and action 
for any repatriation case, even complex ones. 
The software gives the company better control 
of claims costs, and includes special procedures 
for high-cost cases, which fl ag up potential issues 
at an early stage. It also helps the company to 
select local assistance partners where necessary, 
reduce length of hospital stays, and ensure 
the correct treatment plan is undertaken for 
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inpatients. Where repatriation is considered the 
best solution, the software helps the case handler 
to ensure the correct aircraft is chosen and the 
tickets are booked at the right time; it enables 
combined repatriation missions to be arranged; 
and reduces the overall cost of repatriation. 
A part of the software that makes this possible is 
SOS’s MERGE portal, which allows any provider 
or partner working on a case to be linked directly 
into the system, which contains pre-recorded 
data about them, and allows them to look at 
all essential case information. They can submit 
documents and information to the portal via web 
forms and email, said Otto; and by combining 
their resources, provide the decision-making 
tools for the case handler to calculate the 
optimal transport solution based on aircraft 
availability and the potential for combined 
transports. So, the case handler, through the 
use of this technology, has a wealth of data 
available to them to help them make better risk 
assessments and reach the right decisions in any 
given case. 
Some of these decision-making tools include 
information about fl ight patterns and fl ight times, 
and in any given case, you can look at alternative 
transport options and how treatment and costs 
are affected by different scenarios. The case 
handler can see if a combined commercial and 
air ambulance mission might be a better in terms 
of the cost-optimal treatment of the patient, for 
example; and they can also look how a patient’s 
medical condition best fi ts various transportation 
options. As such, the system allows case handlers 
to establish the risk and consequences of each 
type of transport in any given case. 
Case management has been greatly enhanced 

and made more effi cient by the intelligent use of 
this data and the analytical systems the company 
has put in place, explained Otto. By having access 
to case histories and the combined knowledge and 
resources of partners and clients, case handlers 
now have better information and are able to 
make better and earlier decisions through use of 
the company’s software. As such, hospitals stays 
have been shortened, claims costs reduced, risk 
better managed, and transport and treatment 
optimised. Errors have also been reduced through 
the use of secure smart forms, through which the 
medical providers, air ambulance crew and the 
assistance company engaged in the mission can 
exchange patient information. The forms ensure 
that the exchange of patient details is clear and 
transparent, and they can be re-sent each time 
the form has information added to it.  
Assistance providers have to produce reports 
and explain the consequences of their decisions, 

as well as develop services for clients. Through 
the use of technology and analytics, said Otto, 
they can do all this and also create preventative 
actions, all the while taking care of claims costs. 

Ian Gallifant
CEO, Zaptag HealthCloud

Ian looked at the power of health data in 
reducing costs and improving health outcomes. 
His company provides personal health record 
technology that enables individuals to build their 
own ‘health picture’ online and share it with their 
network of trusted healthcare providers. This 
system enables consultation and emergency 
information to be available globally at the point 
of care, potentially improving health outcomes, 
stated Ian.
Despite the fact that we probably know more 
about our car than our own health, he continued, 
there has been a steady growth in the number 
of people creating health records online in 
recent years. People are accumulating more 
details about their health through advances 
in technology that allow people to monitor 
their health from home. They also store such 
information as the results from sight tests and 
retina scans, wellness results, vaccination records, 
medication lists and the images from X-rays 
they may have been given. All this data, from a 
variety of sources, is stored conveniently online 
in a comprehensive live record, which can be 
shared with health partners in routine, as well as 
emergency, situations 24/7.
There has also been huge growth in the use of 
health apps, said Ian. These deliver signifi cant 
amounts of data, which drives lifestyle changes 
and health outcomes. All together, personal 
health record applications are being driven by 
the ‘active patient’, who is taking greater interest 
in their own health and wellbeing. This greater 
engagement between the individual and their 
own health is indicative of a move towards a 
proactive approach to healthcare, with a focus on 
prevention rather than reaction. 
The fi nancial and personal benefi ts of readily 
available health data are numerous, explained 
Ian. Some of the many benefi ts he mentioned 
included faster diagnosis by comparing current 
symptoms with ‘normal’ data for the patient; a 

reduction in procedure duplications and potential 
medical errors; and improved intervention 
time. He also said that the use of health data 
across online platforms facilitates the medical 
evacuation process, allowing for faster treatment 
authorisations, providing the potential for 
telemedicine capabilities, facilitating the use 
of preferred provider networks by linking into 
these, and assisting in the continuity of care upon 
repatriation.
As data becomes more widely shared with 
insurers, we could start to see some impact on 
premiums, continued Ian. Insurers are already 
sharing data processing and have developed apps 
to help customers fi nd in-network doctors and 
assist them in making claims. 
The key drivers for health information being 
available at the point of care, though, are based 
around a changing healthcare environment. 
The global adoption of online personal health 
records is at the heart of efforts by payers and 
patients to better control healthcare delivery. 
While patients are playing a more active role in 
their healthcare and demanding more power 
and infl uence over their health, active payers 
such as insurers and public sector entities are 

looking for greater infl uence over healthcare 
commissioning, and are demanding improved care 
and value through contracting more selectively. 
Financial incentives are also being put in place 
to encourage disease prevention, thus saving on 
treatment and care costs in the longer term.
Insurers, in particular, are providing health 
accounts as a policy benefi t, as they see 
their value in the acquisition and retention of 
policyholders. They have also developed bespoke 
apps to allow users to access their online health 
records, provide medication reminders, and store 
‘In Case of Emergency’ information. Doctor-
fi nding applications developed by insurers are 
linked to authorised health networks to direct 
customers to preferred providers, with some 
allowing users to choose and book appointments 
internationally; while mobile claims submission 
capabilities are speeding up the claims process. 
At the centre of these activities are online patient 
health records, which are only going to get more 
sophisticated as health information is streamed 
across different platforms. The aim now, said Ian, 
is to get even more people interested in their own 
health, further advocate the benefi ts of online 
records to medical providers, and better integrate 
private providers. 
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Is IPMI sustainable?
Moderated by David Fitzpatrick

Stephen Hartigan
CEO, InterGlobal Insurance Company

Having spent the last 10 years creating and 
growing an IPMI company, Steven supports the 
argument that IPMI is sustainable, but agrees that 
today’s model of IPMI is not. Quoting from the 
Jim Collins book Good to Great, Stephen said that 
what characterises a great company is having 
a management team prepared to confront ‘the 
brutal facts’. And the fact is, he said, that today’s 

model is unviable in the longer term.
In the UK over the last few years, medical infl ation 
has been running at 10 per cent per annum, and 
economic infl ation has also been running at a 
higher rate than pay increases, so, economically, 
it’s inconceivable to add 10 per cent each year to 
premiums when wage increases are not going up 
by that much. Perhaps, he suggests, the bubble 
has burst. 
The current IPMI model is based around 
customers who want more coverage, but are 

not prepared to take responsibility for their 
own health: lifestyle risks, including obesity and 
smoking-related illnesses, have accelerated costs 
the world over. At the same time, hospitals are 
vying to be more like fi ve-star hotels, older and 
sick people are living longer and requiring more 
treatment and drugs, and doctors are seeking 
better equipment and higher pay — all making the 
cost of claims go up each year, which is inevitably 
followed by a rise in premiums. 
This isn’t just the situation in the UK, though. A 
Towers Watson report in 2011 on global medical 
infl ation concluded that the average medical 
infl ation rate across all markets for that year was 
9.8 per cent. In Europe, it was 8.5 per cent, but in 
the rest of the world it was in double digits, with 

the US leading at 11.4 per cent.
The top three cost drivers for these increases 
remain constant and are, essentially, the ever-
growing demand for new medical technologies, 
the overuse of care, and the profi t motives of 
providers. This, said Stephen, is coupled with 
the underuse of preventative services, poor 
behavioural and lifestyle choices on the part of 
employees, and poor management of provider 
networks.
There is, however, an alternative to this current 

model. To make IPMI sustainable, there are a 
number of things that we in this business could, 
should, and must do, said Stephen. Firstly, 
risk management and risk selection are very 
important. IPMI providers need to put in place 
techniques to manage risk, such as co-pays, 
deductibles, and so forth; and they need to help 

ensure employers are selecting the right cover 
for their staff. Wellbeing also has a huge infl uence 
on claims performance, and insurers need to 
focus more on this; customer education needs to 
improve, such as informing people how to claim, 
and counter-fraud efforts need to be enhanced. 
A study by the University of Portsmouth on fraud 
in healthcare in 2011 showed that such losses are 
substantial and that fraud happens in rich and 
poor countries. Fraud loss was never less than 
three per cent of total healthcare expenditure, 
showed the report, and was, on average, seven 
per cent across the countries studied, and 15 per 
cent at its highest. It concluded, said Stephen, 
with the brutal fact that around $415 billion is lost 
globally to fraud and error every year.
At the end of the day, 
IPMI providers can’t 
keep charging people 
more money when their 
income isn’t going up by 
as much. Instead, said 
Stephen, we need to be 
concentrating on the 
other strategies we could 
be using to control costs. 
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These strategies are working, he said, as has been 
shown by InterGlobal’s efforts in these areas: the 
company increased premium rates by only fi ve per 
cent last year, and is expecting a similar increase 
for 2014.

Carl Carter
Managing Director, IMG Europe
 
Carl began by asking ‘What is IPMI?’ It is an 
insurance product, he emphasised; protection 
from unforeseen and unexpected costs. IPMI 
providers are not a charity, he said, ‘we need to 
make a profi t’. Without us, he went on, hospitals 
wouldn’t have shiny new kit and brokers would 
have nothing to sell. Insurers are the ones who 
pay the bills, so all stakeholders have an interest 
in the product being sustainable. 
Looking at market dynamics, Carl then showed 
how the last 10 years has been a ‘world of 
increase’ — market demand for IPMI is growing, 
but the market and the product is more complex 
than ever, and premiums have also consistently 
increased. There is also an increased diversity of 
client, he explained. No more is it the situation 
where one product fi ts all — the industry is 
forever occupied with medical infl ation, hospitals 
in certain regions are hiking prices for expats, 
people are living longer, and state systems are 
under more pressure so are looking to chase IPMI 
providers for payment. There is also increased 
concentration of demand, increased mobilisation 
and globalisation of expatriates and employers, 
and increasing fraudulent activity, as well as more 
diversifi ed distribution, increased global and local 
competition, and increased regulation, which adds 
pressure on insurers.
Carl then looked at IPMI delivery chains and 
stakeholders, highlighting the fact that ‘there are 
lots of mouths to feed’. The delivery chain is often 
long, he said, and there are costs at each stage, 
and differing objectives to take into consideration. 
But everyone needs fair value and to make a 
profi t. The challenge for insurers is that they have 
to pay 100 per cent of the claim with just 50-60 
per cent of the premium value. 
So what can we do to improve sustainability, Carl 

asked. Clients need to get a better understanding 
of what they have purchased and follow the rules 
and guidance that come with their product, such 
as going to an in-network hospital. They also need 
to take some responsibility for the costs they 
incur. Not everyone takes up the free check-ups 
offered to them, so more emphasis needs to 
be placed on the importance of wellness, and 
co-pays and deductibles should be introduced. 
Employers need to put risk management into 
practice, make sure employees have copies of 
their policy documentation, get better at health 
and safety, and show an interest in claims and 

claimants. They could also look at sharing in 
the risk by partly self-insuring. Intermediaries 
need to better inform the client of what they 
have purchased, highlighting cover over price. 
They could also, said Carl, ensure a transparent 
and fair application process, help prevent fraud, 
beware of insurance offers that appear too good 
to be true, offer clients alternative approaches 
and ideas on reducing costs, and participate in 
provider training. Hospitals, meanwhile, are faced 

with a number of ways they can assist in keeping 
IPMI sustainable, suggested Carl, including: 
they can ensure they have a fair and equitable 
pricing structure based on the service provided, 
not on who is paying the bill; they should have a 
transparent and auditable billing process; they 
should maintain close contact with insurers and 
claims handlers; and have a better understanding 
of the plans they are working with. 
But what about insurers themselves? Simply 
increasing premiums is not the answer, 
emphasised Carl. This is not sustainable, and 
insurers should instead be controlling what makes 
up the price of the policy. Thus, they need to 
proactively manage the delivery chain, design 

innovative plans and services, perform risk 
selection and management for new business and 
renewals, provide broker support and training, 
perform cost containment with regards to the 
type of care patients receive, better detect and 
act on fraud, and better promote health and 
wellness. For every $100 spent on prevention, said 
Carl, $600 is saved in claims spend. 

The IPMI sector 
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The IPMI sector essentially needs closer 
communication and links between all parties. This 
will enable the industry to better combat pricing 
anti-selection from hospitals and providers, 
and identify poor performing brokers, whilst 
at the same time continuing to improve broker 
understanding and sales techniques. Better 
communication and technology will 
also bolster fraud prevention efforts, 
and be benefi cial in helping clients and 
employers to understand that ‘you get 
what you pay for’. At the end of the 
day, IPMI is sustainable, but there are 
big challenges ahead: all parts of the 
chain need to work together for mutual 
value and profi tability.

Mark Harris
Senior Consultant, Mercer

In 2012, a Mercer survey of its clients 
showed that 98 per cent provide IPMI 
for their expatriates. Companies are 
continuing to globalise throughout 
the recession, said Mark, as domestic 
markets have come under pressure 
and mid-market and SME companies 
increasingly operate overseas. At 
the same time, there is an increasing 
globalisation trend from developing 
countries, and the changing 
demographics of expatriates, which 
in turn has led to the evolution of 
benefi ts. Looking further at the general 
IPMI market, Mark added that expatriate numbers 
are forecast to double over the next 10 years, and 
there is increased competition in the marketplace, 
with over 70 providers now in operation globally.
Mark then gave a number of reasons why IPMI 
is not sustainable. Cost increases are one of 
the biggest issues, he said — medical infl ation, 
clients facing year-on-year increases of over 20 
per cent, the rise of the global nomad, together 
with an ageing population and increasing fraud 
in many markets, has led to unsustainable rises 

in premiums. Add to this the fact that there is 
an increasing trend towards admitted insurance 
globally, as is the case with US healthcare 
reform, and that increased state provision — 
such as through the spread of reciprocal health 
agreements — is also a threat to IPMI.
Mark then looked at why you could argue that 

IPMI is sustainable. Looking at premium cost 
increases in 2012 compared to 2008, Mark 
showed that such increases were not so bad in 
more recent times. In 2008, over 30 per cent of 
premium increases were between one and fi ve 
per cent, and almost 30 per cent were between 
six and 10 per cent; but in 2012, only around 27 
per cent of premiums increased by one to fi ve per 
cent, and only 24 per cent increased by between 
six and 10 per cent, and a higher number of 
premiums weren’t increased at all. Furthermore, 

increasing competition in the IPMI provider 
marketplace will drive down prices for clients. 
IPMI provider cost containment strategies include 
a move towards ‘regional’ or ‘US PPO’ type plans, 
reduced benefi t designs matched to a talent 
management strategy, and an increasing focus 
on case management. Client cost containment 

measures, explained Mark, 
increasingly involve putting in 
place employee deductibles, 
co-insurance, annual benefi ts 
limits, restrictions on providers 
or networks, annual claims caps 
and claims pre-authorisation, 
amongst others. He also explained 
why it is important to develop a 
robust approach to expatriate 
risk management, focusing on the 
risks inherent in particular areas 
and the benefi ts of building up 
occupational health teams in the 
fi eld. 
Another important aspect in 
terms of the sustainability of IPMI, 
said Mark, is the fact that health 
benefi ts are a high priority for 
employers seeking to attract and 
retain key talent in the workforce. 
A focus on health and wellness, 
and managing the health risk 
of a workforce no matter where 
they are in the world, makes 
for improved productivity and 
performance, but also lowers 

claims costs. Companies are increasingly 
developing health and wellness programmes 
globally rather than just domestically, he added, 
but more companies still need to create such 
plans or formally implement them. 
In conclusion, Mark said that despite the concerns 
facing the industry, the IPMI market is large and 
developed, and will continue to be an important 
part of talent management strategies. Therefore, 
the sustainability of IPMI is reliant on providers 
adapting to meet the challenges of the future. 
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Managed care: 
is the US model the right one?

Moderated by Julie Remmington

Frank Gillingham
Medical Director, HTH Worldwide

Frank, as medical director of a US-based insurer 
and global health insurance and care management 
company, kicked off the debate by defending the 
concept of managed care. He fi rst introduced 

the different channels through which managed 
care is delivered in the US — Health Maintenance 
Organisations (HMOs), Accountable Care 
Organisations (ACOs), Administrative Services 
Only plans (ASOs), and Preferred Provider 
Organisations (PPOs), explaining how and why 
these have evolved. 
HMOs in the US usually contract with medical 
providers in a small geographical area, explained 
Frank, and have been criticised for providing no 
incentive to the medical provider beyond limiting 
the amount of money spent on the patient. ACOs, 
a term coined in 2006, are organised similarly to 
HMOs, but rather than inviting discounts based on 
quantity of care, they reward physicians based on 

the quality of care delivered; for example, fewer 
hospital readmissions and lower complication 
rates. We now have clinical pathways, explained 
Frank, and ways of measuring the quality and 
performance of physicians, which makes this 
feasible. ASOs, he added, relate to services 
provided to those companies who wish to self-
insure; while PPOs are defi ned by the contracts 
they have with physicians and hospitals. 
Historically, then, insurers simply sold insurance 
and paid claims — they never really directed 
patients or followed up on the care they received. 
Now, at the very heart of managed care plans 
is the concept of case management. This 
involves three key elements, explained Frank: 
precertifi cation, which involves determining the 
medical necessity or appropriateness of a test or 
treatment; concurrent review, which involves the 
ongoing monitoring of inpatient or outpatient 
tests or treatment to determine their adherence 
to evidence-based principles; and post service 
review, which involves a retrospective analysis of 
the care a patient received to assess its necessity 
and appropriateness. 
As a result of enacting managed care principles, 
the US has seen a dramatic decrease in hospital 
utilisation. Between 1970 (just before the HMO Act 
of 1973) and 2000, hospital length of stay (LOS) 
for all conditions in the US fell by 30 per cent. For 
those aged over 75, LOS more than halved, and 
hospital use in general (as measured by discharge 
rate per thousand per year) decreased by 20 per 
cent.
Comparing LOS on a global scale, Frank then 
showed how the US average LOS — 5.8 days — is 
lower than most other countries, including Japan 
with 18.5, Germany with 9.7, the UK with 6.9, 
and Australia with 6.1. He did explain, however, 
that such disparity between countries is based 
on factors such as cultural differences, lack of 
rehabilitation or sub-acute care facilities in some 
countries, lack of support systems — especially for 
expatriates, failure to use clinical pathways, and, 
of course, fi nancial incentives.
The main issue, however, admitted Frank, is the 
cost of medical care in the US. We have the right 
model, he said, but the wrong prices. Hospital 

stays, although generally shorter, are two to three 
times more expensive than in other industrialised 
countries; specialists in the US earn two to three 
times what those in these other countries do; drug 
prices in the US are between 25 and 100-per-cent 
higher in the US; and efforts to reduce utilisation 
are hindered by the US legal system, where 
defensive medicine is the norm.
However, cautioned Frank, the rest of the world 
is catching up. With the cost of care rising the 
world over, managed care principles could become 
more widespread as reducing costs through better 
case management is seen to be a successful cost 
containment tool that also potentially ensures a 
better quality of care.

Jan O’Meera
International Supplier Relationship and Network 
Manager, AVIVA UK Health

Jan, by looking at two different defi nitions of 
managed care, showed how elements of the 
concept of managed care can be better utilised 
outside of the US. The fi rst defi nition she provided 
was from Edward Neuschler, a US managed 
care expert, who describes it as ‘a system that 
integrates the fi nancing and delivery of appropriate 
healthcare services to covered individuals’. A better 
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defi nition, Jan suggested, would be ‘any structure, 
process or system that reduces and controls the 
cost of healthcare while maintaining or improving 
access to health outcomes’. The fi rst quote, said 
Jan, is very limiting; the second quote is more 
comprehensive and shows us where the US model 
is letting itself down.
The US model is a reimbursement model, 
explained Jan, which is ‘like closing the barn door 
when the horse has already galloped off’, and 
she doesn’t think it’s working. Furthermore, as it 
is, the US managed care model is not a ‘pick-up-
and-drop’ solution that can be easily transferred 
to other countries and healthcare systems; but 
by widening our scope of what managed care is 
about, said Jan, we can use key elements of the 
concept anywhere in the world. Local legislative 
and market environments do not always favour 
the US managed care models, so a solution for 
exporting the philosophy of managed care would 
be to make it ‘wider than the tools that are 
currently used to drive it’. These tools, such as 
preauthorisation, concurrent and retrospective 
reviews, do not work on their own, as is shown in 

the US, where although LOS is down (possibly due 
to rationing), costs are up. 
Jan illustrated how much higher the cost of 
medical care is in the US than elsewhere by 
producing charts based on information from 
the International Federation of Health Plans 
from 2012, which compared US costs to those of 
Canada, Spain, France, South Africa, Argentina 
and Chile. It showed that in all example categories 
— including routine physician offi ce visits, costs 
per hospital day, and bypass surgery — costs in the 
US are higher across the board, and in many cases 
are almost incomparably higher 
when looking at different levels 
of care.
Furthermore, Jan showed that 
health outcomes under the 
managed care model in the US 
are plateauing and even dropping 
off as more and more money is 
spent. A new target, she said, 
should be based on continually 
improving health outcomes 
that correlate to money spent, 
and less waste, which would 
not involve the rationing of 
healthcare as is currently 
happening in the US.
Rather than using a retrospective 
model of managed care, then, 
which only comes into play 
when the incident of care has 
already happened, a change 
in philosophy is required that 
looks at the roots of the incident, focussing on 
preventative care and stopping the reoccurrence 
of health problems. Naturally, said Jan, this costs 
more in the short term but will provide vast cost 
savings in the long run.  

Nabila Taha
Managing Director and Chief Actuary, Taha 
Actuaries & Consultants

Nabila introduced herself as having worked in the 
US insurance industry for 17 years as an actuary 
(‘the one with the numbers’). Nabila gave an 
insightful case against the appropriateness and 
effi cacy of managed care in the US or, indeed, for 
anywhere else in the world. The managed care 
system, she stated, is not working.
But what is managed care? It is the reduction, 
she explained, of unnecessary healthcare costs 
through: selective contracting with healthcare 
providers, economic incentives for physicians (to 

reduce LOS, and so forth), economic incentives 
and disincentives for patients (such as higher 
copayments) to select less costly forms of care, 
a review of the medical necessity of services, 
controls on patient admission and LOS, and the 
management of high-cost medical cases.
But what effect is it having on the US healthcare 
system? If measuring the effectiveness of a 
healthcare system, it has to pass a three-pronged 
test, based on access, cost and outcome. The US 
system, Nabila declared, fails on all three.
To highlight this point, Nabila stated that out 

of a population of 318 million, there are around 
48 million who do not have access to care. She 
then showed statistics from the Global Health 
Authority that highlight the high cost of care in 
the US: compared to the other countries in the 
table, the US has the highest total expenditure 
on health as a percentage of GDP (17.9 per cent in 
2009). This compares to 11 per cent in countries 
including Germany and Canada, nine per cent 
in Australia, the UK, and Japan, and three per 
cent in the UAE. And, fi nally, Nabila showed that 
healthcare outcomes in the US do not correlate 
with the high cost of care. Life expectancy at birth 
for males in the US, she highlighted, is just 76. 
This compares to 80 in Australia and Canada. In 
fact, life expectancy was higher in all countries in 
the chart, except for the UAE, where the fi gure 
was 75. Furthermore, Nabila pointed out, that the 
mortality rate for infants under the age of fi ve in 
the US (per 1,000 live births) was seven: it was less 
in every other country shown except the UAE. 
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Air ambulance case studies
Graham Williamson
CEO
LifeSupport Patient Transport

Graham described a complex mission in which two 
multi-trauma patients — a husband and wife who 
had been in a car accident — were repatriated to 
Australia from Canada. At fi rst LifeSupport only 
dealt with the woman, and a few weeks’ lead time 
was allowed so that she would be fi t to travel on 
a commercial carrier, which would also save on 
the cost of an air ambulance fl ight directly from 
Edmonton, Alberta, where she was hospitalised, 
to Melbourne. She would be taken from Edmonton 
to Vancouver via air ambulance, then fl own on an 
Air New Zealand fl ight, using a stretcher service, 
to Melbourne via Auckland, accompanied by a 
critical care fl ight nurse, physician team and a full 
ICU medical kit.
Forty-eight hours before the repatriation, 
however, it was discovered that her husband 
was a patient in a different hospital, as they had 
been separated after the accident, and that he 
also required repatriation, although he lacked 
insurance. The hospital offered to pay for the 
husband to be fl own out as a cost containment 
measure, and a second medical clearance was 
booked — within 45 minutes — onboard the Air 
New Zealand fl ight, along with a second medical 
team, paramedic team, ground ambulance and 
trauma bed (a second stretcher was also added to 
the air ambulance), duplicating the arrangements 
put in place for the female patient.
The medical teams fl ew to Edmonton from 
Vancouver, and brought the patients to the 
tarmac at Edmonton, during a time-sensitive 
two-hour window. Graham commented on the 
emotional nature of the patients’ reunion, as they 
had not seen one another for weeks, although this 
had to be rushed somewhat as time was of the 
essence. The patients were then transported to 
Vancouver onboard an air ambulance, and there 
they were transferred to the commercial fl ight 
and fl own to Auckland, then on to Melbourne. 

Graham described the fl ight as uneventful, and 
praised Air New Zealand for ‘exceptional service’ — 
for example, the captain offered the patients’ son, 
who was travelling with them, the use of the crew 
rest cabin.
Graham emphasised the importance of effi ciency, 
communication and co-operation when co-
ordinating a mission of this type, which required 
multiple vehicles, last-minute additions and quick 
turnarounds. During the subsequent question 
and answer session, Graham expressed surprise 
that the matter of the husband had been missed 
‘at several levels’, 
calling it a ‘unique’ 
occurrence.

Dr Hervé Raffi n
General Director
Medic’Air International

Hervé discussed the case of a 68-year-old 
man who began suffering from abdominal pain 
while holidaying in Antalya, Turkey, and was 
admitted to hospital there. A CT scan revealed 
aortic dissection below his renal artery, and 
a coronarography showed coronary stenosis. 
Vascular surgery was scheduled for the following 
day, and the patient’s clinical status was described 
as ‘good’, but the patient — against the advice of 
the Turkish doctor — requested repatriation to 
Belgium, and to undergo surgery there. Although 
the Turkish hospital determined that the patient 
was not fi t to fl y, Medic’Air decided to send an air 
ambulance to evacuate the patient and transport 
him to Belgium overnight. He was taken to Liege 

Graham 
emphasised 
the importance 
of efficiency, 
communication 
and co-operation
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University Hospital without incident.
The big question addressed by Hervé in his 
presentation was whether the Turkish doctor’s 
no-fl y recommendation should take precedence 
over the evac team’s opinion and the patient’s 
wishes. It is a subjective matter, said Hervé, but 
the fi nal decision must rest with the evac team — 
they know the dangers and, based on analysis of 
the patient, can strategise more effectively, while 
the local doctor may have no direct experience 
of aeromedical evacuation. There are of course 
general guidelines covering the issue of fi tness-
to-fl y, and the fl ight did present its own dangers — 
the risks of haemorrhagic shock or aortic rupture 
were high, although the evac team did not feel 
that the hospital could effectively mitigate these 
risks — 
but in this case it was felt that it was more 
dangerous for the patient to remain in Turkey, as 
there were insuffi cient physicians present. 
Hervé also broached the issue of multi-resistant 
bacteria, a factor that evac teams must take 
into account when deciding how quickly to move 
patients, and discussed new developments in 
haemorrhagic shock treatment and French 
Lyophilised Plasma. Following his presentation, 
there was a discussion of differing 

interpretations of ‘fi t-to-fl y’ — including an 
example where a ground doctor may believe 
that a patient is fi t to fl y, when they could 
actually benefi t from a few more days in hospital 
— and Hervé was asked whether the patient’s 
abdominal pains were classed as pre-existing 
conditions, as he had suffered them before 
he went to Turkey. In this case, the insurance 
company did not consider this an issue, as it was 
more important that the patient be returned to 
Belgium.
The risks posed by fl ying the patient were also 
discussed — some audience members believed 
that the risks outweighed the benefi ts, while 
others praised the decision to repatriate the 
patient — and the subjectivity and immediacy of 
the decision was re-iterated.

Dr David Sinclair
Medical Supervisor, Luxembourg AA for 
European Air Ambulance (EAA)

David described a case in which a mother and 
her three children on holiday in Turkey sustained 

substantial injuries in a car accident. The mother 
sustained a shaft fracture of the left humerus; 
the eldest daughter (12) suffered a shaft fracture 
of the right humerus and the neck of the femur; 
the younger daughter (10) had a skull fracture, 
epidural haemorrhage and displaced fracture of 
the zygomatic arch; and the son (seven) suffered 
pneumothorax, laceration of the spleen and soft 
tissue abrasions. The primary concern that David 
discussed was whether — and how — the family 
could be be kept together and returned safely 
home whilst still receiving the appropriate level 
of medical care that they required, as separating 
them could have proved distressing, particularly 
for the younger children. 
The medical crew, along with the necessary 
equipment, were taken via ground ambulance 
to the patients’ hospital, where a second ground 
ambulance was waiting. The teams examined the 
patients, along with their fi les and reports, and it 
was determined that they were fi t to fl y.
David explained that subsequent transport 
options were ‘based on social rather than medical 
factors’ — the mother and the two youngest 
children rode in one ground ambulance, the eldest 
child in another, and positioning onboard the 

air ambulance was also based on these factors, 
with the mother and younger children kept 
close together. The use of seats or stretchers 
was determined based on medical and social 
considerations. The mother travelled in an upright 
position, while the two older children were laid 
on stretchers. The boy, however, was seated 
facing his mother, even though his injuries would 
usually have indicated stretcher transport, as it 
was felt that it was better for him to be seated 
and kept calm by being with his mother than 
prone but restless. The patients were transported 
successfully to Paris at sea level pressure, with no 
hint of enlargement of the son’s pneumothorax, 
and separation was avoided.
A discussion followed, taking in the Learjet 45’s 
characteristics, as well as how and when the 
decision to give precedence to social rather than 
medical factors can be justifi ed. Medical concerns 
would generally trump social factors, David said, 
but in this case it was deemed to be justifi able 
to focus on social concerns — for example, 
transporting a young, struggling child with no 
parent present would have exacerbated stress for 
all concerned, so it made sense to ensure that the 
whole family could be moved together. 
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The media and operators:

Alberto Carson
COO, AirEvac International

Andy Lee
Managing director, Medair International

James Paul Wallis 
Editor, Waypoint AirMed & Rescue

The accreditation panel:

Eileen Frazer
Executive director, CAMTS

Dr Laurent Taymans 
President, EURAMI

Gary Andrews
President, Red Consulting/IAAA

here were two groups for this 
debate — one side represented the 

accreditation bodies of CAMTS, EURAMI 
and IAAA/NAAMTA, while on the other 
side were James Paul Wallis, Andy 

Lee, and Alberto Carson. The session was 
moderated by Ian Cameron.

James: How do people know what standards 
accredited providers have met?
The questioner pointed out that CAMTS and 
NAAMTA standards are available online, 
whereas the EURAMI standards aren’t publicly 
available. He also highlighted the wording on a 
EURAMI accreditation certifi cate which shows 
that providers have to show only ‘substantial 
compliance’ with the standards — how, he asked, 
can payers be sure where providers are and 
aren’t compliant with standards?
Eileen asserted that the CAMTS standards are 
publicly available because it is important that 
people can see what providers are expected to 
do. She explained that all accreditation bodies 
use the phrase ‘substantial compliance’ because 
no company can be 100-per-cent compliant in 
every way, but it is the outcome that is important. 

Ensuring transparency in international 
air ambulance accreditation
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The new EURAMI 4.0 standards are coming out 
soon, and will be available from the website after 
acceptance of terms and conditions, said Laurent. 
He also made the point that companies can’t 
always achieve 100-per-cent compliance. 
The standards are online, said Gary, but 

the IAAA/NAAMTA works on the basis of 
continuous improvement as well — it is not 
simple accreditation after three years. Once 
accreditation is completed, that organisation 
is tested randomly on a quarterly basis, which 
enables the body to understand how the 

accreditation is working and ensuring that it is 
adding value to that service, giving payers and 
fi xed-wing operators peace of mind.

Andy: What are the thoughts about operators 
being honest and transparent throughout the 
audit process?
This is a concern, said Gary, as we are talking 
about trust, integrity and professionalism. The 

IAAA/NAAMTA process obtains all relevant 
information possible during the accreditation 
process, and the quarterly audit allows 
NAAMTA to check up on what people have said. 
Accreditation is only available to providers 

there will be a 
code of conduct 
and ethics ... 
which will help to 
fuel improvement 
programmes
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that are owner-operators of aircraft or that 
have an exclusive lease and can demonstrate 
having operational and economic control of the 
aircraft. This criterion automatically excludes the 
accredition of brokers, he explained. The process 
of monitoring with ISO 9001-2008 standards 
enables the IAAA accreditation process to be fully 
transparent to all, including the opportunity for 
the IAAA accreditation to be available to scrutiny 
as well — no other accrediting organisation can 
match this, he said.
CAMTS has in place the ability to perform 
supplemental and monitoring visits at any time, 
and can react to information as they are told, 
Eileen explained. There is also annual verifi cation. 
Furthermore, she explained that the websites and 
marketing materials of air ambulance companies 
are thoroughly checked to ensure that the promises 
they make in these materials are being kept.
Laurent commented that before an audit takes 
place, there are extensive background checks 
carried out by EURAMI. The new standards also 
require a lot more information to be given, said 
Laurent, and research is going to be a lot more 
in depth concerning the operations of each 
company. Laurent said that although the process 

used to be based solely on trust, it was recognised 
that people were stretching the truth in the audit 
process. It has been a learning process. EURAMI 
has also recently restricted the selection of its 
auditors so they are more thorough and impartial.

Alberto: Over the past years, Internet quoting 
tools have become popular with assistance 
companies, creating an auction of a very 
critical service. With missions being fl own 
below cost in many cases, how do these bodies 
ensure their guidelines are being followed with 
regards to safety?
CAMTS has self-assessment standards and also 
looks at specifi c operations — such as historical 
records of accidents — as well as what analysis 
is being performed by a company to ensure 

safety in the future, said Eileen. Accidents don’t 
mean immediate revocation of accreditation — 
companies are given a chance to put things right 
if there was something wrong.
Laurent agreed that Internet tools are driving 
down prices, but he added that insurers are not 
helping this situation. Companies that are bigger 
and can work on a volume basis will keep on 
pushing prices down, he refl ected, adding that he 
thinks that there is a fair price to be paid for such 
services — a meet-in-the-middle of the amount the 
insurers want to pay and what the air ambulances 
want to charge in order to offer the best possible 
services. He said that there will be a code of 
conduct and ethics in the new EURAMI standards 
which will help to fuel improvement programmes.
IAAA/NAAMTA has continuous improvement 

A company can be put under special 
review if it has had several fatal accidents
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processes in place, Gary explained. Most fi xed-
wing operators will say that insurers will go for 
the cheapest option, supporting the assertion that 
insurers are driving down prices. Thus, the IAAA 
has invited insurers and assistance companies 
onto its board to get them involved so they 

understand more about the business and how 
expensive it is to operate in, and to contribute 
to industry improvements. Gary cautioned that 
brokers don’t always add value — they can just 
add cost, confusion and additional risk — but 
added that there are good brokers out there.

The panel then moved on to the topic of 
brokers:
The US Department of Transport is making a 
new category in its evaluation criteria called ‘air 
charter brokers’, said Eileen. Brokers advertising 
as air ambulance companies are a problem, and 
this new category seeks to address this issue and 
requires companies to disclose the difference 
between brokers and operators, she added. 
Considering the issue of EURAMI members 
brokering a fl ight to non-members, Laurent 
explained that there are ground rules in place 
— as long as the operator tells the client that 
they are sharing a fl ight with a non-EURAMI 
member, that gives the client the choice of 
whether to accept this option. There are 
minimum requirements, so brokers can’t apply 
for accreditation, he explained. There needs to 
be a legal framework that will protect EURAMI 
members, but it is a diffi cult problem. 
Accreditation bodies can’t infl uence payers, said 
Gary, but they are educating and supporting the 
payers so that insurers understand the difference 
between brokers and operators. He agreed that 
transparency in this particular issue is still a 
problem — for example when an operator brokers 
to another operator. 

James: How does your accrediting body make it 
clear who is accredited?
The audience was shown examples of operators’ 
websites not matching with an accreditation 
body’s online list of accredited providers (an 
operator showing a CAMTS logo on its site on 
29 October, where the CAMTS site said their 
accreditation had expired 12 days previously; 
an operator that had a NAAMTA logo on its 
website on 17 October, but was not shown on 

the NAAMTA online list; and an operator whose 
EURAMI accreditation expired at the start of 
October, that was still present on the online list 
weeks later).
There are certifi cates for operators that have 
gained accreditation, said Laurent, and EURAMI 

has worked hard over the last 12 months to try 
and enforce good use of the logo, although he 
added that some errors remain. Laurent explained 
that the organisation works hard to ensure that 
website information is current and transparent. 
Any company in doubt can call up EURAMI and 
check a provider’s accreditation status, he said.
For CAMTS, said Eileen, there is a due process 
procedure. If the company is in the process of re-
accrediting, then there is a 30 day process where 
there is a time lapse, which would explain some 
differences between websites.
Gary said that the example given by James was 
an accreditation done only two weeks ago, but 
that the companies could have worked together to 
release the information at the same time.

Andy: Do auditors have an equal level of 
knowledge of aviation and medical policies and 
procedures?
NAAMTA accreditation auditors are 
independent, said Gary, and there are no 
competitors going to accredit other providers. To 
ensure consistency on both aviation and medical 
sides, ISO 9001-2008 standards are employed 
and observed.
Eileen stated that CAMTS employs 62 site 
surveyors, and they are either aviation or 
medical personnel. There could be a medical 
manager visiting a programme of a large 
competitor, but the auditor would not be 
involved in the operator’s business region. If 
possible, both aviation and medical experts are 
sent to sites.
All of EURAMI’s auditors are physicians, said 
Laurent. For the aviation aspect, they have 
knowledge and experience in the industry, but 
he admitted that they are not aviation experts 
and there is not an equal level of knowledge. The 
medical element is vital, and there is a degree 
of trust given to the operator that they comply 
with local government standards with regards to 
the aviation side of operations.

With companies having a long track record of 
accidents, how does a programme maintain 
accreditation status?
When an accredited programme has an accident, 
said Eileen, CAMTS asks for an accident report 
within 30 days, and performs a root cause analysis. 
There is also a database that records accidents 
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and incidents and can analyse whether or not 
there is trend developing. This is often diffi cult 
to spot, and Eileen made the point that accidents 
happen — there isn’t always a trend. A company can 
be put under special review if it has had several 
fatal accidents in a short period of time — this 
means an independent safety auditor is brought in. 
Companies undergoing this process are shown on 
the CAMTS website. CAMTS, though, is essentially 
reliant on the National Transportation Safety Board 
to analyse accidents, said Eileen, as this is not 

the role that CAMTS was created to perform. The 
Commission gives the company a chance to deal 
with the aftermath of an accident, and discretion 
is needed. CAMTS has required its members to 
implement a safety management system (SMS) 
since 2008, and accredited providers that suffer 
incidents and accidents must report them to 
CAMTS.
Laurent explained that when an audit is 
performed, there is always a background check 
on aircraft accident data performed. There is also 

a self-reporting system in place. Laurent said 
that he was not aware of there having been any 
fatal accidents suffered by EURAMI providers. 
With regards to updates and changes to a 
company’s status, the website will state whether 
a company is undergoing a review. Incidents 
are dealt with on a case-by-case basis, because 
it could be very damaging for the company 
if a malicious or damaging report were to be 
prematurely released. SMS is in the EURAMI 
standards, and the new version clarifi es this 
further, said Laurent. There are different SMS 
versions, and some involve patients and some 
don’t — it is evolving over time. Self-reporting, he 
said, is not supposed to be punitive, it is a chance 
to learn.

Civil aviation authorities and the US Federal 
Aviation Administration require disclosure of 
accidents, noted Gary. NAAMTA/IAAA asks for 
disclosure and works with operators to discover 
the root cause of the accident. As the body 
is dedicated to the fi xed-wing air ambulance 
industry, there is not a high frequency of 
accident claims, so there is a lack of experience 
in this fi eld, he said. In NAAMTA, explained 
Gary, it depends on the incident as to whether 
or not a company will be placed under review. 
SMS is a compulsory requirement for NAAMTA 
accreditation. Gary was keen to point out: “You 
shouldn’t fear an audit, it should be a chance to 
create a culture of continuous development and 
improvement.”

James: How do the bodies deal with confl ict of 
interest to ensure fair decisions?
Examples of confl icts of interest given included 
members of accredited air ambulance providers 

it is a very small 
industry, and the 
pool of expertise 
is therefore 
somewhat limited
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being on the boards of accrediting bodies.
CAMTS has strict rules with regards to confl ict 
of interest — inspectors do not represent their 
employer while working for CAMTS, said Eileen. 
Companies seeking accreditation are referred to 
by number, not name, in meetings. Inspectors are 
also asked to sign a confl ict of interest form and 
if there is a confl ict, then the person is asked to 
leave the room while their employer or competitor 
is being discussed.
All EURAMI board members sign a confl ict of 
interest form, Laurent explained. Any decision 
that could be affected by a potential confl ict of 
interest means that that member has to leave the 
room. If there is a competitor being discussed, 
then a member can also be asked to leave the 
room. Laurent made the point that it is a very 
small industry, and the pool of expertise is 
therefore somewhat limited.
Gary commented that NAAMTA wouldn’t employ 
a company’s competitor to perform an audit. 
There are board advisors who are given bare 
facts, with no company names, to make decisions. 
Every board member has to comply with 
confi dential agreements — it is a legal obligation, 
he said.

Andy: If there is no policing or punishment of 
offenders, is there any point in accreditation?
Accreditation organisations are not regulatory 
bodies, noted Eileen. CAMTS does the best it can 
in terms of policing and making sure companies 

are following through on their process. There are 
sanctions (suspension and withdrawal) in place, 
but CAMTS is not there to punish operators — it 
wants to help operators better themselves, not 
punish them for being bad, she said.
Gary agreed that it is important that companies 
are held to account if they are not complying 
with requirements, asking: what is the point of 
signing up to standards if they are not going to be 
kept to? IAAA/NAAMTA, he added, aims to help 
companies to raise their standards, but if non-
compliance is factually evident, then action will be 
taken. Punishments are based on the seriousness 

of the failure, and accreditation can be terminated 
if necessary. But, said Gary, there need to be facts 
to work with, not just rumour or perception. 
EURAMI’s sanctions are withdrawal and cancellation 
of accreditation. Laurent echoed Eileen’s comment 
that accreditors are not regulators.
This session proved to be very popular with air 
ambulance operators and the insurance companies 
that make use of their services. The questions from 
the audience demonstrated a high level of interest 
in the topic from the industry, showing that this 
was a debate that could have continued for some 
time and has yet to be settled.  
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Dr Valerie Rego
Director of Medical and Assistance Management, 
WTP Assist

Dr Glenn Staples
Director of Networks and Business Development, 
MSO International

r Rego and Dr Staples gave a joint 
presentation to inform delegates of 
the fi ndings of a recent study carried 

out on behalf of the International 
Assistance Group (IAG) by Ipsos Australia. 

The epidemiological study into the medical and 
fi nancial aspects of aeromedical transport (AMT) 
included a survey of 14 IAG partners across 
the globe, which involved the analysis of 851 
randomly selected cases of AMT throughout 
2012. It included analysis of the location and 
classifi cation of treating and receiving hospitals; 
patient information including diagnosis, age and 
gender; method of air medical transport used; the 
primary reason for the AMT; and the cost of the 
transfer. The fi ndings confi rmed commonly held 
assumptions about the industry and provided 
enlightening data on key aspects of AMT.
Of those cases reviewed, the majority of patients 
were male (56 per cent) and over 50 (65 per 
cent of cases; 10 per cent of patients were over 
80). The majority (52 per cent) were fl own from 
a secondary hospital, and 48 per cent of cases 
were transferred due to a lack of appropriate 
medical services in the patient’s current location 
(48 per cent). Sixty-nine per cent of cases were 
transferred by fi xed-wing air ambulance, 24 per 
cent by stretcher on commercial airline, and 

seven per cent by helicopter air ambulance (only 
stretcher cases were included in the survey). 
The key fi ndings of the survey were that most 
patients (66 per cent) were suffering from an 
injury (41 per cent) or cardiovascular (circulatory) 
disease. Of those suffering injury, 64 per cent 
were repatriated by fi xed-wing air ambulance 
and 27 per cent by commercial stretcher (61 
per cent of commercial stretcher cases were for 
injury patients). Outside of the injury category, 
the use of commercial stretcher repatriation was 
only used in a limited number of cases. Fixed-
wing air ambulances were used in 97 per cent of 
respiratory disease cases. 
Other fi ndings that were shown included the 
different types of AMT that were used for both 
primary/acute and secondary transports; AMT 
methods used most often in different countries; 
and how the choice of AMT method correlates to 

the primary reason for repatriation. 
Regarding costs, the study clearly showed the 
difference in mean cost between the use of a 
fi xed-wing air ambulance (mean cost US$29,124) 
and commercial stretcher fl ight (mean cost 
$13,908); and that, specifi cally, the cost of 
transferring an injury patient by air ambulance 
(mean cost $27,549) is almost double that of 
transferring them by commercial stretcher (mean 
cost $14,570). However, transport for injury is less 
expensive than that for digestive, respiratory or 
circulatory diseases. In terms of patient age, it 
was confi rmed that those over the age of 80 cost 
more to repatriate. The mean cost of transferring 
someone over the age of 80 was $33,039, 
which compares to a mean cost of $20,396 
for transferring a patient aged 10-19 (the least 
expensive age category).
In the open forum session that followed the 
presentation, Dr Staples explained that IAG’s vast 
pool of partner data provided an ideal opportunity 
to study global medical transport cases in order 
to garner insight into the various aspects of this 
critical part of the group’s business. He said the 
results threw up some surprises, however: these 
included the fact that there were more cases 
involving patients with injury and circulatory 
system diseases than were anticipated, there 
was a very high proportion of fi xed-wing use for 
patients going to Singapore and Thailand (98 per 
cent and 97 per cent respectively), and that the 
cost per kilometre for fi xed-wing air ambulances 
was much higher in the Middle East and Asia 
than the rest of the world. IAG plans to repeat 
the study for the 2013 period and improve it to 
include more cases and more detailed analysis. 

Air medical transport survey 
– an epidemiological study of 851 cases over 2012

Fixed-wing air 
ambulances were 
used in 97 per 
cent of respiratory 
disease cases
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Sean Culligan
Chief Operating Offi cer, AMREF Flying Doctors

          s an air ambulance operator in 
Africa, AMREF Flying Doctors 
(AFD) sometimes fi nds itself in a 
diffi cult situation having been put 
there by an insurer or assistance 

provider, and wondering ‘how 
did we get into this mess’? Sean 

pointed out that outside of Africa, knowledge 
of the continent can be poor. For example, 
many people underestimate the size of the 
continent, not realising that it covers an area as 
big as Argentina, the US, India, Western Europe 
and China combined. Insurers and assistance 
companies also need to be aware of the scattered 
locations and varying capabilities of healthcare 
facilities, and communication problems such as 
poor mobile phone coverage. Very few hospitals 
have ground vehicles available for emergencies, 
and most patients are moved by private car, truck, 
taxi or even hand cart. Other transport challenges 
include traffi c congestion, poor road surfaces and 
poor runways.
As well as urging insurers and assistance 
providers to better understand Africa, Sean 
called for better understanding of the needs of 
air ambulance providers. To illustrate his point, 
he discussed a case from May 2013 where AFD 
received a call from a ‘large and respected’ 
insurer asking if a plane could go to Rwanda 
to pick up a 22-year-old woman who had been 
injured in a road traffi c accident. AFD was 
requested to transport her to Nairobi for onward 
fl ight to the US. On arriving at the hospital, 
however, the AFD crew found the patient had not 
been expecting them — both the insurer and the 
woman’s parents wanted to move her, but nobody 
had spoken to the patient. Moreover, the treating 
doctor didn’t want the patient to be removed 
from the facility, and a lengthy discussion ensued 
between the AFD team, the treating doctor, the 
insurer and the patient’s parents. Hours later, the 
insurer called the mission off and the AFD crew 
returned to base. The fi nal outcome was that the 
insurer called AFD again, to relaunch the mission.
In a more recent case, a US woman with a child in 
Uganda who was suffering from a serious kidney 

complaint contacted AFD directly after she found 
she could only reach the insurer’s answerphone. 
The woman asked if she could pay AFD directly to 
evacuate the child, but AFD couldn’t take payment 
from her credit card as her bank was closed. 
AFD told her they would accept the mission and 
organise payment later. When AFD eventually 
managed to contact the insurer, however, the 

insurer said that if the customer made the 
decision to evacuate by themselves, they would 
not be covered by their insurance policy. A 
European branch of the insurance company then 
told AFD that they should fl y the patient to South 
Africa. This prompted a discussion lasting many 
hours, before agreement was reached to fl y the 
patient to South Africa.
Sean also stated that AFD even has cases where 
an insurer or assistance company will ask them 
to fl y a patient, but cannot provide the patient’s 
nationality, location or condition, and even cases 
where the AFD team will arrive at a hospital to be 
told that there is no record of the patient and they 
were never there. How, he asked, is this possible? 
Do insurers and assistance companies not have 
some form of checklist of information to establish 
before tasking an air ambulance provider? Such 
missing information can have a real effect on the 
mission, for example where AFD works hard to 
gain a limited timed landing slot at an airport that 
is otherwise closed for a presidential parade, only 
to lose it when the insurance company suddenly 
realises it needs the patient’s passport details and 
spends time tracking down the information.
Citing a time when an insurer asked AFD to 
organise a taxi with an English-speaking driver for 
three Chinese travellers in Mogadishu, Sean gave 
the impression that some personnel who call for 
air ambulance missions at times lack awareness of 
what is going on in the world. It has got to be the 
responsibility of the insurance company to advise 
their clients in such situations, rather than pass 

Remote repatriation: getting the basics right

Insurers and assistance companies also need 

to be aware of the scattered locations and 

varying capabilities of healthcare facilities, 

and communication problems such as poor 

mobile phone coverage
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the problem onto AFD, he said.

Mark Rands
Managing Director, Speciality Group

Mark began by asking: “What happens if the worst 
happens on a dream trip?” He described the case 
of Kirstie Trup and Katie Gee, voluntary teachers 
in Zanzibar, who were the victims of an acid attack 
on 7 August 2013. Such horrifi c attacks are rare, 
but Mark’s company deals with major medical 
incidents every day of the week. By 10:00 p.m. 
hrs that day, the women had been evacuated to 
Aga Khan Hospital, Dar es Salaam, for emergency 
treatment and assessment. The media were 
‘swarming in’, and it was key for Mark’s fi rm to co-
ordinate between the British Consulate, medical 
providers, anxious family members and the two 
insurance companies with which the victims held 
coverage.
The focus became where to take the women for 
specialised treatment for acid burns. Specialty 
Group’s medical director was in communication 
with a burns specialist in the UK, and the 
company was in discussion with AMREF Flying 
Doctors and considering where to take the victims 
(to South Africa, Kenya, or the UK) and how to 
transfer them (on a commercial fl ight or an air 
ambulance). On the evening of the 8 August, they 
were fl own by AFD on a Citation Bravo 550B to 
RAF Northolt in the UK (a military airbase, chosen 
to keep the media at bay) and taken to Chelsea 
and Westminster Hospital in London.
In such situations, said Mark, it’s important to 
protect the reputation of the companies involved, 
such as the insurer, the broker, or the employer 
through which the insured has coverage. The 
factors that must to be considered by all involved 
in such situations include the patient’s medical 
needs, the logistics of the case and, of course, the 
costs.
Mark went on to discuss assistance issues around 
Mount Everest, Nepal, which is now climbed by 
hundreds of mountaineers each year. The peak is 
no longer the reserve of the professional climber, 
but is now within reach of the amateur — it 
remains dangerous, however, and major trauma 
and altitude sickness are serious problems. On 
the face of it, said Mark, you would think that 
the remoteness would 
be a challenge if 
evacuation is required, 
but most climbers are 
part of a group with a 

trekking leader who can contact their company 
headquarters to request immediate medical 
evacuation via the local fl eet of powerful rescue 
helicopters. In fact, the issue often is not whether 

help can be provided 
for those in need, 
but whether those 
requesting help 

really need it. He explained that for the amateur 
climber whose goal is to reach the summit, there 
may not be much motivation to walk back down 
again, and a helicopter can become an attractive 
option for the unfi t mountaineer looking for a 
taxi ride down the mountain. To assess whether 
a climber truly requires evacuation, Mark’s 
company works with a provider in Nepal to assess 
the climber’s condition, check the intended 
destination, and evaluate the patient after they 
arrive at a clinic.
Next, Mark discussed a case from September 
2013 where a security offi cial working in Kabul, 
Afghanistan was admitted to a clinic following 
three weeks of vomiting. On admission, he was 
diagnosed with acute kidney failure. The fi rst 
thought for the assistance company involved 
was to move the man to a higher level of care in 
India, before repatriation to Nepal. However, the 
Specialty Group medical department got in touch 
with local medical providers and people on the 
ground in Kabul, and it became clear that a good 
quality of care was available where the patient 
was, and the decision was made not to evacuate 
him. He recovered after two days, and underwent 
continuing treatment at a local facility. Work 
then had to be done to organise an exit visa for 
the man, as he had entered the country through 
military means, but was to leave via commercial 
transport.
Mark refl ected that for an assistance company, 
what is important is not just having the right 
contacts, but rather having the ability to work 
with local people on the ground to assess 
what the patient’s real needs are and what the 
evacuation options are. Referring to the Zanzibar 
case, Sean noted the importance of building 
personal relationships with network partners 
at ITIC events, explaining that it was thanks to 
having Mark’s mobile number that he was able to 
liaise with him directly and suggest the choice of 
RAF Northolt to escape the media’s gaze as much 
as possible. As an air ambulance operator and an 
assistance provider, Sean and Mark rely on each 
other to fi nd the best solution, and they rely on 
insurers like Craig to give them the freedom to 
take that kind of decision, he said. Craig in turn 
said that as an insurer, his fi rm wants to be able to 
rely on the expertise of air ambulance operators, 
and refl ected on the benefi ts of speaking to 
providers face-to-face in order to understand 
their capabilities — assistance companies must 
understand their partners, he said.

the issue often is not 

whether help can be 

provided for those 

in need, but whether 

those requesting help 

really need it

»
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Craig Morrison
CEO, Southern Cross Travel Insurance

New Zealand (NZ), where Southern Cross 
Travel Insurance is based, is a long way from 
everywhere, said Craig. In nine out of 10 cases, the 
fi rm is bringing people back to NZ. Air ambulance 
costs are high, said Craig, giving the example of 
a quote the fi rm received for a fl ight from South 
America — an eye-watering $500,000. For this 
reason, the company favours taking patients on 
stretchers or business class seats on commercial 
passenger planes if the mission originates outside 
of the Australia/South Pacifi c area. Referring to 
the company’s rule to obtain quotes from two or 
three air ambulance providers, Craig said that 
this may need to be reconsidered. The key factor 
should be quality, he said, not price, noting that 
such missions are likely to hit his reinsurance 
threshold in any case.
Prior to authorising an air ambulance mission, 
information required includes whether the patient 
is happy to fl y, whether family members or luggage 
need to be transported, and whether the patient 
is obese (which can determine the aircraft and 
handling equipment needed). Referring back to 
Sean’s example of the case where the AFD crew 
arrived to fi nd that the patient did not want to 
be evacuated, Craig said that if he had been 
the insurer in the case, he would have seriously 
questioned or fi red the assistance company for not 
getting the details before launching the mission.
Generally, said Craig, Southern Cross Travel 
Insurance’s air ambulance missions have 
gone well. Nine out of 10 people will thank the 
emergency assistance company, and perhaps 
leave a positive comment on a website like Trip 
Advisor. But with the remaining 10 per cent, 
whatever is done for them, they will complain. 
If extracted quickly, they will complain they 
shouldn’t have been moved; if left where they 

are, they will complain that they should have 
been medevaced. This is just a fact of life, said 
Craig, but it can be hard to take when someone 
is posting on YouTube how uncaring the travel 
insurer is after you’ve spent half a million dollars 
on them. Suggesting that many travellers have 
unrealistic expectations, Craig gained applause 
from the audience when he stated: “If you want 
fi rst-class medical care, don’t go to second or 
third-world countries.” His company’s policy 
wording explicitly states that the quality of 
care cannot be guaranteed — if a traveller has 
an expectation of care of an equivalent level to 
that available in New Zealand or Australia, they 
should only visit countries that actually have such 
facilities.
Choose your assistance provider wisely, advised 
Craig, making sure that they know what providers 
are available in different locations to get patients 
out. Google, he said, is no replacement for 
decades of experience in what capabilities are 
available and what’s possible. The doctors at 
the assistance company must be competent, he 
added, but with the humility to realise that they 
don’t know everything about healthcare in other 
parts of the world. 
Asked by an audience member how his fi rm 
defends itself against bad PR, he said that the 
current company policy is to take no action, 
simply accepting that anyone searching online 
can fi nd negative comments about any insurer. 
However, the company is beginning to consider 
whether it should stop taking this passive 
approach, and instead respond robustly to such 
criticism. “I don’t think we’re going to take it 
anymore,” said Craig, in a moment reminiscent 
of the scene in the fi lm Network when actor 
Peter Finch calls on television viewers to open 
the window and yell ‘I’m as mad as hell and I’m 
not going to take this any more’. Could this be a 
turning point for the industry? 

“If you want first-class 

medical care, don’t 

go to second or third-

world countries.”
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his year’s annual members meeting 
of the European Aeromedical 

Institute (EURAMI), a membership 
organisation that offers a voluntary 
accreditation service to air ambulance 
providers around the world, would have 

disappointed anyone hoping for the same level 
of drama seen at the meeting at ITIC Global 2012 
in Barcelona. There were no threats of possible 
prison sentences for former board members, 
and no glaring faux pas such as the election of 
only fi ve board members to fi ll the six seats on 
the board*. Instead, this year we saw current 
president Dr Laurent Taymans offer members 
the opportunity to vote to adopt: a code of 
ethics; new membership fees and membership 
categories; and (most importantly) a revised set 
of statutes, which form the rules that govern 
EURAMI’s operations under German law. Spoiler 
alert: the members voted ‘yes’ in each case.

Statutes
The revision to the statutes is the big news here. 
Something had to be done, as EURAMI recently 
had to revert to the 2001 version of the statutes, 

saying that these were the last to have been 
properly lodged with the German authorities. 
Even disregarding that recently announced 
hiccup, improvements were needed, for example, 
to allow voting via electronic means — a useful 
tool for an organisation whose members are 
spread around the globe and who only convene 
once a year at the annual members’ meeting 
at ITIC Global (don’t get too excited though: 
although the new rules allow motions to be put to 
the electronic vote, they must receive unanimous 
approval to be passed in this way, which could 
mean that any contentious issues will have to 
wait for a physical meeting where only majority 
approval is required).
Another feature of the new statutes, said meeting 
chair and EURAMI president Dr Laurent Taymans, 
is that the president will be chosen by the board 
members and will be accountable to them — if 
needs be, the board members will be able to hold 
a vote of no confi dence in the president. This, 
Taymans told the members, will prevent a repeat 
of the events of 2012 (where the entire board 
resigned, over an as yet not entirely explained 
confl ict with then-president Dr Michael Weinlich).

However, the new statutes don’t explicitly grant 
the board members this power, and the clauses 
dealing with the election, competency and 
resolutions of the executive board are similar 
to the 2008 statutes that have been blamed for 
the events of last year. In both sets of statutes, 
the only notable power granted to the president 
is a casting vote when a vote is tied. However, 
Laurent told ITIJ: “The statutes from 2001 (and 
2008) defi ned the board and said that the general 
assembly voted the members to the said position. 
In the new statutes, we revert to the German Civil 
Code as per paragraph 2 of section 13. By doing 
so, the board then behaves in the spirit of the 
German code. It is thus implied that the board 
defi nes its chairman and vice-chairman.” Note 
that in the 2012 election, the board was elected 
as a group, and they themselves chose Laurent to 
be president. Laurent explained to ITIJ that the 
interim board organised the election in this way in 
order to comply with the German Civil Code.
Further changes concern membership categories 
and voting rights. Previously (according to the 
2008 statutes), the set-up was one member, 
one vote. So, an accredited air rescue provider 
(membership fee  C= 1,650 per year) such as ADAC 
would have one vote. An individual could sign 
up as an individual member ( C= 50 per year) and 
receive one vote. Here at ITIJ, we have for some 
time amused ourselves with the idea of getting 
our staff members to all sign up as individual 
members, which could, depending on who else 
turned up to a meeting or sent a proxy vote, 
have given us a majority of votes and allowed us 
to take control of the Institute — with hilarious 
consequences, perhaps. Happily for the proper 
functioning of EURAMI, the new rules prevent 
such mischief. From now on, only accredited 
organisations and corporate members will have 
the right to vote at the general assembly, and 
each will have one vote. Corporate membership 
is available to direct consumers of air ambulance 
services, such as assistance companies and 
government agencies, subject to approval by the 

Another feature of the new statutes … is that 

the president will be chosen by the board 

members and will be accountable to them

Phoenix from the flames?
The 2013 EURAMI members’ meeting
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board, which will examine the body’s legitimacy 
and any confl icts of interest. Others who are 
stakeholders in the international air ambulance 
industry, namely as employees of assistance 
companies or an accredited air rescue service, will 
be able to join under the category of ‘associate 
members’, but they won’t be entitled to vote, 
unless invited to do so by the board on a specifi c 
relevant issue such as training, said Laurent.
As an aside, we can confi rm that the rules in the 
2001 statutes were followed for the votes held 
during this meeting, these being that members 
were given one vote per  C= 500 of membership 
fees paid. Under the rules as explained above, 
air ambulance organisations were entitled to 
three votes each, and individual members to 
one vote, which was achieved by handing out 
the appropriate number of voting slips to each 
member.

Board member shortfall?
This point wasn’t dwelt upon during the meeting, 
but we can report that the board member 
shortfall issue has been resolved, in so far as the 
new statues say that ‘the executive board consists 
of the chairperson, the deputy chairperson, as 
well as up to four additional board members’. In 
other words, the new rules allow for the board 
to have between two and six members (there 
are currently fi ve). Note that the 2008 statutes 
(thought to have been in effect when the current 
board was elected last year) required there to be 
six board members, but the 2001 statutes (which 
we are now told should have been followed) 
actually required seven.
A new feature in the updated statutes is that 
a member can only serve on the board for a 
maximum of three consecutive terms. The 
chairman (president) and co-chairman (vice-
president) may only serve for a maximum of two 
terms in that position, although they may also be 
on the board for up to three terms.

Taxation
Now, let’s cast our minds back to November 2012, 
when Philip Schneider, then interim president 
of EURAMI, told the members assembled at ITIC 
Global in Barcelona that the Institute had not 
been registered with the German tax authorities, 
noting memorably that under German law, tax 
avoidance can be punished by fi nes or custodial 
sentences. It would now seem that EURAMI’s 
former board members are not at risk of spending 
time in the ‘big house’ after all, however, as work 
done by no less than two accounting fi rms to 
review the Institute’s income and expenditure for 
the past eight years has shown that although a 
small amount of tax is due for 2005, nothing is 
due for the other years.

Fee infl ation
Any organisations considering applying for 
accreditation may be interested to know that 
the fees for initial accreditation have increased 
somewhat. Now, a provider with one to two 
aircraft will pay C= 6,000, rising to C= 8,000 for 
those with three or four aircraft, and those 
with fi ve or more aircraft will have to stump up  
C= 10,000 (the number of aircraft is defi ned by 
the tail numbers declared during accreditation). 
Companies that exclusively provide medical 

escorts on commercial aircraft will pay C= 3,000 
for initial accreditation. The previous fl at annual 
membership fee of C= 1,650 payable by all air 
ambulance organisations is replaced by fees of  
C= 1,650 for those with one or two aircraft,  C= 2,650 
for three to four aircraft, and  C= 3,650 for fi ve or 
more. These annual fees cover the reaccreditation 
required every three years, so only new members 
will be affected by the higher sign-up fees above. 

You can’t make a direct comparison with the 
previous regime, where the fee was based on both 
the number of aircraft and the number of fl ights, 
but a newly accredited provider in the upper 
band will now have to pay a total of  C= 13,650 in 
its fi rst year (initial accreditation plus annual 
membership), up from a previous top charge of  
C= 8,745. 
An organisation joining under the new category of 
‘corporate member’ will pay  C= 6,000 per year.
Commenting on the new charges, Laurent 
asserted that if EURAMI is to survive, it must be 
able to implement sustainable economic growth, 
and the previous model is no longer sustainable. 
He noted that none of the board members is 
paid for their work for the Institute, and auditors 
receive just  C= 1,500 for undertaking an audit. The 
permanent secretary, Andrew Wither, does receive 
a salary though, he added, and as the Institute 
grows it will need to increase his working hours 
and bring in additional staff.

Plain sailing?
Overall, your humble reporter sensed a positive, 
optimistic atmosphere in the room. Whereas last 
year’s meeting was broadly about recovering 
from the events earlier in 2012, in Vienna we 
were offered a vision of how EURAMI can move 
forward. The fi rst test will be whether the promise 
to post the accreditation standards online by the 
end of November is carried through. They had not 
been posted by the time ITIJ went to print. We’ll 
also be keeping an eye on whether the online list 
of accredited providers is kept up to date.
In the meantime, not everyone has been won over 
by the recent changes. Andrew Lee of Medair 
International told ITIJ that he has cancelled 
his individual membership of the Institute, 
citing a lack of confi dence in EURAMI’s audit 
programme and its ability to control members 
who ‘abuse the programme’s ethics’. Harsh words 
— a topic we’ll have to return to in ITIJ’s sister 
publication, Waypoint AirMed & Rescue, once the 
code of ethics and accreditation standards are 
published. 

*Note that there was no board member election this year, as the 

serving board members were elected for a two-year period at 

last year’s meeting.

if EURAMI is to survive, 

it must be able to 

implement sustainable 

economic growth
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and entertainment
The ITIC Finale Dinner began with a stellar performance from the 
Vienna Boys’ Choir, who had the audience on their feet with their 
astonishing renditions of choral anthems and popular songs. 

During dinner, a pianist from the Electric Quartet entertained guests 
while they enjoyed a fantastic four-course meal. The other members 
of the Electric Quartet soon joined the pianist, showing delegates an 
amazing array of musical skills. To top off the performance, Carlos 
Alonso of Evolo Medica gave a beautiful operatic display that included 
a rousing version of Nessun Dorma. With special thanks to Evolo Medica 
for sponsoring the Electric Quartet.

INTERNATIONAL TRAVEL & HEALTH INSURANCE JOURNAL
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FINALE DINNER
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This year’s International Travel & Health Insurance 
Journal (ITIJ) Awards were held at the InterContinental 
hotel in Vienna, Austria, on 7 November. The glittering 
awards ceremony — now in its 11th year — honours those 
companies that have made an outstanding contribution 
to the global travel and health insurance industry over 
the past year.

Ian Cameron, ITIJ’s editor in chief, said of the Awards: 
“It was a fantastic evening, starting with a performance 
from the Vienna Boys’ Choir and concluding with the 
presentation of the ITIJ Awards. I would like to say 

congratulations to all the winners on the night, but also 
to all those companies who were nominated as fi nalists 
as well. The competition was fi erce this year, and goes 
to show how important these awards are to everyone in 
the global travel and health insurance industry.”
 
Whether you are an insurer, claims handler, air 
ambulance operator, or international private 
medical insurance provider, receiving an award from 
the industry’s most-respected journal represents 
affi rmation that your peers value the contribution you 
make to the industry.

The finalists
The ITIJ Awards fi nalists 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 Award. The three 
companies that have received the most votes in each category 
through the website are put forward as fi nalists, 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 confi dence. 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.
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The African Alliance was formed to support insurers and their 

designated assistance companies with a smooth and efficient 

cost effective experience when needing to assist the sick and 

injured throughout the whole continent of Africa and beyond. This 

challenging part of the world needs experienced organisation. 

That’s why Alliance International Medical Service (AIMS) - 

Saint James Hospital Malta — Medair Charter PTY and Medair 

International Malta Ltd. have come together in a collaboration 

to provide medical and general assistance services, hospital care 

through it’s network partners and Saint James Hospital’s based  

in Malta and Tripoli where there is strong local representation.  

Repatriation and Evac is provided by Medair, from its locations in 

South Africa and Malta utilising Lear 55’s and other aircraft which 

gives a comprehensive coverage. 

These companies  provide experience and transparency in their 

specialist servicefield and would welcome other providers to join 

and enhance The African Alliance ethos.
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