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The 11th annual edition of ITIJ’s Air Ambulance
Review is a must-read for anyone involved in
the delivery of patient transfers – from insurers
to assistance companies, brokers to operators.
With articles on the safety of air ambulance crews
flying into conflict zones, the importance of safety
management systems, determining fitness to fly and
insurer due diligence, it’s fair to say that the range of
topics we cover in this issue is wider than ever.
The experts who have been kind enough to give
our authors their time and share their expertise are
to be commended – without their input, the Air
Ambulance Review would not be able to offer our
readers such authoritative insights into a myriad of
subject matter.
As ever, the Review would not be complete without

its collection of case studies. These articles allow
other operators the chance to learn from their peers,
who maybe specialise in a particular area of aviation
medicine. The cases this year centre on the transport
of a neonate in need of repatriation, the long-range
repatriation of an injured cyclist from Bolivia to
Australia, and the transfer of a patient from a city
in India that’s not easily accessible by air to Canada.
Each case shows the complex logistical processes
through which air ambulance companies must go
before and during their missions.
We hope you enjoy this issue of ITIJ’s Air
Ambulance Review; if you would like to comment
on any of the articles, please do not hesitate to get in
touch – email editorial@itij.com – we would love
to hear from you.
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SAFETY, SECURITY
& SANCTUARY

When the call for an air ambulance transfer
comes in, the most immediate consideration
tends to be the patient’s condition. But what if
the patient is in Iraq, or Syria, or Afghanistan?
Then the considerations have to include the
risks faced by the crew flying in to collect that
patient. Mandy Langfield looks into the issue in
more detail
Whether it’s flying into conflict zones, or countries
where there is a known risk of corruption and a
lack of security around an airstrip, air ambulance
crew members are often placed in situations that
could potentially pose a threat to their wellbeing.
It is up to security departments within those air
ambulance companies to establish whether or not
the level of risk is acceptable, and what measures
need to be taken to ensure the safety of the crew,
the aircraft and the medical equipment onboard.
According to John Rose, chief operating officer of
iJet International, there are two main threats to
ambulance crews. Firstly the threat of robberies,
‘because they possess equipment and medicine that

4|
International Travel & Health Insurance Journal

is highly valuable on the black market’: “South
Africa just put restrictions on where air ambulances
can land for this reason. Air ambulances should
be landing on airstrips with extra security.

Often on remote airstrips there is
the risk of criminal robbery
Often on remote airstrips there is the risk of
criminal robbery.”
The second major risk areas, he added, are those
surrounding airports. He had the following advice
for companies operating flights in potentially
dangerous locations: “Know what weapons the bad
actors have that could potentially harm aircraft and
crew, because some parts of world are in conflict
and airstrips are truly valuable to the bad guys.
You control the airstrip, you control what gets in

and out.”
Andrew Nicholson of MedAire, an International
SOS company, told the Air Ambulance Review that
with crews spending so little time on the ground
or in ground transportation, the risk profile is
determined more by the threats inherent to the
locations to which they are flying. “Short-notice
requirements to fly to unknown, potentially higher
risk and more remote destinations, with limited
infrastructure, mean that the understanding of the
risks can be limited,” he explained, “and it is this
that can create an environment that is of particular
threat to crew members.” However, this risk is
balanced to some degree by the fact that there
is usually a short turn-around time, the aircraft
and crew usually remain within the confines
of the airport, and they have the ability to get
away quickly.
Essential information
Speakers at last year’s ITIC Global event in Berlin
all agreed on one major point – information is
key. Without the necessary information about
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the situation on the ground where the patient
is located, a mission cannot be safely executed.
Once an air ambulance company is aware of all
the pertinent facts, such as the location of the
nearest airstrip, the security measures in place
in the surrounding area, and the potential for
disruption to the patient’s transfer from ambulance
to aircraft, a proper risk assessment can take place
and decisions taken as to the feasibility of the
mission itself.
“The best form of security,” said Nicholson, “is
to avoid [problems] altogether, but that is only
possible if you know the situation there. Making
a full assessment of the environment, with
information from a number of sources, is critical.”
Also vital to the risk assessment process, he said,
is recognising how the patient will be transferred
to the airport, as the risk level can be heightened
by the method used: “For example, a high-profile
military or military-style transfer of a casualty to an
airport may attract significant unwanted attention.”
The source used for the security information, said
AMREF Flying Doctors’ (AMREF) chief executive

Dr Bettina Vadera, depends on the intended
location. AMREF flies into countries such as South
Sudan to collect patients in need of a higher level

safety information bulletins, International Civil
Aviation Organization (ICAO) conflict zone
information, and information provided by the

The best form of security … is to avoid [problems] altogether, but that is
only possible if you know the situation
of medical care. “We make use of reliable contacts
within the United Nations,” said Dr Vadera, “as
well as government security agencies and defence
forces. Additionally, we retain contact with local
security agents. We usually also check with other
operators and the civil aviation authority of the
country in question.”
Dirk Loreth, deputy chief operating officer and
safety manager for Germany-based FAI rent-ajet, said that when preparing to perform a risk
assessment for a mission, there are several resources
utilised – European Aviation Safety Agency (EASA)

German Federal Ministry. “In addition,” he added,
“FAI holds a contract with MedAire for security
information, aviation travel security briefings
for specific aircraft, security briefings for specific
countries, and airspace assessments.”
Dawn Cerbone, senior vice-president of sales and
marketing for US-based REVA Inc., said that the
firm relies on information from the Department
of Homeland Security, which will issue a threat
advisory through the National Terrorism Advisory
System: “If a country is believed to be listed as a
security concern, we request a security briefing to >>
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determine its stability.”
Rose of iJet suggests that the risk assessment
necessary for air ambulance crews ‘depends on
the threat’. “You start off with the threat,” he

not at risk. Again, this really comes down to the
security of the airspace and what weapons the bad
actors have.”
Airspace assessments are key to crew security, as

If a country is believed to be listed as a security concern, we request a
security briefing to determine its stability
explained. “A threat assessment evaluates which
threats pose a risk to your particular organisation
or crew. For example, if bad actors have certain
weapons but they are too far away – you are
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the risk of being caught in the crossfire between
warring factions in any given region is a very
real threat. Nicholson of MedAire said that the
company’s airspace assessments consider each

region based on the available weaponry that
could pose a threat to aviation: “We look at the
capabilities of the weapon system, who has control
of the system, how they procured it, their training
capability for that system, their spares, maintenance
and command and control capability, documented
use against military and civilian aviation, as well
as a number of other criteria.” Using a consistent
and quantified methodology allows the company
to make an assessment regardless of whether the
country/region under scrutiny in considered to be
a war zone.
Regional problems
When asked about the most hazardous flight
zones in the world at the moment, iJet’s senior
director of category intelligence Katherine

>>
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Harmon provided additional insight on specific
locations: “Immediately, Syria comes to mind.
Perhaps Yemen. They readily lob explosives and
missiles back and forth and both places, Syria in
particular, show absolutely zero regard for medical
personnel. Additionally, the overt use of chemical
weapons in Syria presents an extremely hazardous
situation for air crew, ground folks, and potentially
contaminated patients.”
John Rose then pointed out that it’s a difficult

[Syria and Yemen] show absolutely
zero regard for medical personnel
and changeable situation regarding specific ‘no-go’
locations. “The landscape of political unrest is
pretty fluid and could change,” he said. “We would
evaluate based on threat assessment.”
Loreth of FAI notes Afghanistan, Mali and
Somalia as the main hazardous areas of operations
for his company, while Nicholson cited Iraq and
Afghanistan as obvious examples of locations where
risk mitigation strategies will need to be employed
by air ambulance operators. But even there,
operators safely fly in and out every day. The most
dangerous places to fly, he explained, are the ones
where the risks aren’t widely understood – South
and Central America, for example, are regions
where risks are routinely underestimated. “The
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threat to small jets flying through areas of South
and Central America is often overlooked,” he said.
“The counter-narcotics’ shoot-down policies in
parts of the region are aggressive, and are targeted
at the profile of the narcotics traffickers, who use

small aircraft. Therefore, the risk to air ambulances
in the region is heightened unless all the correct
procedures are followed precisely.”
Flying into regions or countries where there
is the potential for loss of life and aircraft can
>>
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million in coverage and an additional $4 million in
an umbrella policy, our insurance exceeds industry
standards and will cover REVA for such missions.”

Insurance for air ambulance
operators doesn’t come cheap

be an intimidating prospect, and while some
companies give their staff the option of declining
such a mission, others do not. Asked whether a
crewmember can decline to take part in a mission
if they consider it to be too dangerous, Dr Vadera
said: “The mission is either considered safe or
unsafe and hence it’s not a decision by crew, but by
our safety and security department.”
For FAI, however, if a mission is considered to
be more dangerous than normal, then the pilot is
given the right to refuse to fly it, said Loreth.
Insurance for air ambulance operators doesn’t come
cheap, and when you’re heading into potentially

A case in point
AMREF Flying Doctors gave details of a
recent high-risk mission
Mogadishu Case File January 2017
Request by UNSOA at night to medevac
two patients from Mogadishu/MIA with
full details of the patients including medical
condition. One of the patients was in
critical condition. The flight was activated
and planned for the next day with an early
morning departure.
As per SOPs for Mogadishu medevacs, the
following was actioned:
Pre-departure briefing and clearance
Active security report from UNSOS Air
Ops offices in Nairobi and in Somalia were
requested and situation confirmed as normal.
Flight clearances from both Govt of
Kenya (GOK) and Somalia Civil Aviation
and Meteorology Authority (SCAMA)
encompassing security information
were obtained.
With all operational and safety
considerations in place, the Bravo Jet
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dangerous territories, many standard insurance
providers will cease to offer cover, necessitating
specialist policies. For AMREF, additional
insurance cover is needed for flights to Yemen,
South Sudan and the Democratic Republic of
Congo during periods of increased security.
FAI, meanwhile, said that ‘due to the specific type
of operations’ (United Nations and missions to
hostile areas it routinely carries out), it has specific
insurance coverage in place for all of its aircraft.
REVA, Inc., by contrast, does not carry unique
insurance. “However,” said Cerbone, “carrying
a medical/professional liability policy with $3
carrying four crew – two flight crew, one
doctor and one flight nurse – took off just
before seven o’clock local time, estimating
to land in Mogadishu one hour and forty
minutes later.
As the aircraft was inbound to Mogadishu
the following was actioned as per protocols:
Pre-landing preparation
• Scouting by boats and boots on ground
before landing.
• Pre-landing security clearance issued by
UNSOS Air Ops.
Once on top of descent (TOD) Mogadishu,
the flight crew instituted specific approach
procedures constituting a steep descent,
high speed approach just above the water,
sharp turn towards the airport and then
landing (these procedures change from time
to time).
Once on the ground at MIA, they proceeded
to taxi to the allocated parking bay where
active security was on standby for both crew
and aircraft. As the two patients were being
air lifted from another location in Somalia,
the medical crew were escorted to the clinic
to receive them. Half an hour later the

An ongoing issue
The safety and security of air ambulance
crewmembers has always been an issue, but it
seems that as political and civil unrest becomes
more violent and widespread, so the corresponding
requests for help from the air ambulance industry
become more frequent. According to Dirk Loreth,
more and more calls for air ambulance evacuations
from potentially dangerous areas are coming in.
“In 2016,” he told the Air Ambulance Review, “We
were getting requests on an almost daily basis.
During the year, we received 327 requests just for
Afghanistan, Iraq, Mali and Somalia, mainly from
insurance or assistance clients.”
The good news seems to be that as long as
appropriate risk assessments and mitigation
strategies are correctly carried out, air ambulances
can continue doing the job they are being asked to
do. Nicholson of MedAire concluded: “The vital and
life-saving work that air ambulances conduct can
push the risk assessment envelope and can drive the
need to operate into warzones and other locations
that might be considered too dangerous.”n
helicopter with the two patients arrived.
All of a sudden, an explosion went off,
initially unclear where and what had been
affected. The medical crew were promptly
escorted, first to a concrete barrier away
from harm’s way and then to the security
bunkers. The flight crew joined them a few
seconds later after being whisked by armed
security personnel from the aircraft to the
bunker. The airport was closed temporarily
as the security forces scouted the perimeter
for any further danger.
The captain immediately called the Flight
Operations desk back in Nairobi to brief
them of the incident and confirm the safety
of all crew. After it was established that the
danger was mainly outside the airport and
would not affect flights, the medical crew,
with the patients, were escorted back to the
aircraft safely and allowed to depart.
Specific departure procedures were followed
by flight crew to enhance safety during the
take-off phase of the flight.
Once the aircraft landed in Nairobi, a
de-brief with all crew was conducted
immediately on the tarmac, followed by a
stakeholders’ safety briefing a few days later.
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A test of resolve
Cologne, Germany
crew change and
refuelling stop

Keflavik, Iceland
refuelling stop

Goose Bay, Canada
refuelling stop
Toronto, Canada
patient drop-off

Trabzon, Turkey
refuelling stop

Amritsar, India
Learjet arrival airport
Ludhiana, India patient
pick-up via road ambulance
Amritsar, India patient
delivered to air ambulance

Zahedan, Iran
refuelling stop

Dr Gert Muurling of GlobalMED tells us
of a repatriation that took place over three
continents – from India to Canada – with several
logistical hurdles to overcome
The patient
GlobalMED received a request to perform the
bed-to-bed air ambulance transfer of a young
male patient from Ludhiana, India to Brampton,
Toronto, Canada. The patient had a fulminant
SDH and ICB after a cerebral aneurysm had
ruptured. He underwent surgery to reduce the
pressure on his brain and was ventilated for several
weeks. After receiving a tracheotomy, he was
weaned off the ventilator. Nevertheless, he still was
in a fragile condition, occasionally needing the help
of a ventilator.
Getting to the patient
One of the biggest challenges in this case was
the remote location of the patient. Although the
hospital had a good reputation, and was a medical
college, the nearest airport at which our Learjet
could land was nearly 160 km away in Amritsar.
This meant a three-hour drive from the airport,
and the statistics regarding fatal road accidents in
this region of Punjab are shocking.
Flying to such a location, you normally do not
want your crew to be separated. In this case,
however, we had to change the initial planned
crew, as the first physician we scheduled for the
trip refused to travel there once they knew about
the long and dangerous road transfer involved.
We also had to ensure that the hotels in which the
crewmembers were booked to stay offered the best
available hygiene standards, as they needed to stay
healthy in order to pick up the patient.
We knew that the crew would arrive at around
20:00 hrs local time in Amritsar, and we agreed
with the insurance company that our medical
crew would not drive to Ludhiana in darkness so
as to not increase the risk of an accident occurring
during this leg of the transfer. It was decided that
it would be best if the whole crew were to stay in
Amritsar for one night, and on the second day, a
previously organised well-insured ground transport
company would take the medical crew, with all
their necessary equipment, to Ludhiana.
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So far, so complicated. But the adventure really
began at Amritsar airport, where the immigration
process was a lot more convoluted than expected.
The process of getting a visa-on-arrival took nearly
three hours, as the officer was repeatedly not able
to write the four names of the crew correctly,
despite having all their passports in front of him!
The handling agent then asked the crew to send
them details of the ground ambulance and its
driver, his driver’s license, and a declaration from
the hospital stating that changing ambulances
at the airport could have a negative effect on
the patient’s condition. All this was apparently
necessary to guarantee tarmac access for the ground
ambulance when it returned with the patient. We
contacted the treating physician by mobile phone
and asked them to prepare such a document.
As their second day in India dawned, the medical
crew was driven to Ludhiana. The trip itself
was uneventful, thankfully, although the traffic
situation and behaviour of other drivers were very
‘surprising’, according to our crew! Upon arrival at
Dayanand Medical College and Hospital, the team
was able to examine the patient, whose condition
was as it had been described in the latest medical
report, so there were no medical surprises to
cope with.
Overcoming setbacks
The medical report was prepared, and it seemed
as if almost everything was going to be ready for
a fluid handover of the patient the next morning.
However, it then transpired that the document
needed to secure tarmac access at Amritsar airport
had not been prepared, and it took another four
hours in the hospital before the essential paperwork
was handed to our medical crew. It was early
evening by the time they returned to their hotel
in Ludhiana.
Back at base, meanwhile, we had received details
of the ground ambulance, including some pictures,
which showed no medical equipment inside. The
standards of ambulances, it’s fair to say, are still
quite different from those we benefit from in the
West. All the essential items were thus quickly
mailed to the handling agent in Amritsar. We tried
to organise the ground ambulance ourselves, but
there were delays in answering our request, and

the ‘English’ we had to deal with on the phone
was extremely difficult to understand. We finally
handed this job over to a professional ground
ambulance organising company.
Early in the morning on the crew’s third day in
India, the patient and medical crew were driven to
Amritsar airport, where all went smoothly. About
four hours after the handover from the hospital
in Ludhiana, the Learjet took off on time from
Amritsar at 12:30 hrs local time.
The journey home
The complete flight from Amritsar to Toronto
would take about 22 hours, and this very long
transfer time needed a special pre-flight briefing
that included doing physiotherapy with the
patient, rolling him to one and the other side when
he was sleeping, not sedating him for long periods,
and not feeding him via the naso-gastric tube.
Flying via Zahedan in Iran and Trabzon in
Turkey, the flight eventually reached Cologne
(our base), where an extensive handover was done
to our second medical crew at 18:30 hrs local
time. Together with three fresh pilots, the flight
continued via Keflavik and Goose Bay to Toronto,
where they landed at around 01:00 hrs local time,

and were met by a ground ambulance.
Forty-five minutes later, the patient was handed
over to the treating team in Brampton. For the
patient, the transfer had lasted for 26 hours
from bed to bed. Thanks to our memory-foam
antecubital mattress, combined with frequent
movement of the patient, there was no worsening
of the patient’s pulmonary condition, and
no red skin that could indicate a developing
decubital ulcer.
Our aircraft base in Cologne is more or less exactly
halfway between Amritsar and Toronto, meaning
both crews had around the same flying time, and
were able to stay below our postulated maximum
of 16 hours’ duty time (including ground transfer).
The medical crews who performed this long and
complicated mission consisted of two consultants
(ICU and emergency medicine) and two ICU
nurses (one of them being head nurse at an ICU
specifically for patients who are difficult to wean
off a ventilator).
For three days, we stayed in very close contact with
the insurance company, informing them at every
step about the patient’s situation. In total, after
13,000 km and five fuel stops, we were delayed by
less than 30 minutes. n
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Dominic Acevedo examines the value of a
validated safety management system for air
ambulance operators
The aviation industry has been changing rapidly
for the last decade and, through regulation, safety
management has started to envelop all commercial
operators. In 2010, Bermuda Civil Aviation
initiated a requirement for all operators involved in
FAR Part 91 and 125 or equivalent to be compliant
with International Civil Aviation Organization
(ICAO) Annex 6, Part 2, Section 3.
One of the changes is the requirement to have
a safety management system (SMS) in place.
An operator could quickly comply with this
requirement by going through a third-party SMS
provider to receive a certificate of compliance.
However, a manual on a bookshelf is not an
implemented programme. The European Aviation
Safety Agency (EASA) and the US Federal Aviation
Administration (FAA) have recognised this and
have thus begun the rule-making process for
commercial operators to have a validated SMS
in place.
In 2014, EASA published a new requirement
for a single European Union (EU)-wide safety
authorisation that would allow commercial
operators to fly to and from the EU. This
authorisation is called Part TCO (third country
operator) and had a mandate of 24 November
2014 to apply for the authorisation. Those
operators who were fortunate enough to apply and
receive their TCO number must ensure they are
part of the SMS Volunteer Program under the FAA
or have a fully validated programme under EASA.
Failure to meet these requirements prevented a
commercial operator from flying to and from the
EU after 26 November 2016.
The FAA currently has a set of implementation
standards under CFR Part 5 for FAR Part 135
operators who would like to be validated. In my
opinion, after having gone through half of this
process [at the time of writing], it is well worth
the effort. This process brings the operator and
the FAA closer together as a team and enhances
the working relationship between them. It forces
the operator to implement all the standards and to
be able to demonstrate them to the FAA for final
validation. There is no hiding non-compliance, and
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questions should be asked of any operator out there
before they are hired for a transport.
“Do you have an SMS?” should not be the only
question to ask an operator, but also, “Is your
SMS validated?” A validated SMS would have the
four pillars in place: safety policy and objectives;

policies and procedures that considers all elements
working together. The FAA refers to this as
system safety.
The SMS co-ordinator for any commercial operator
has a very important job. Safety accountability
should not be taken lightly, as measuring the SMS
elements, organisational
stability and operational
environment helps
to steer the operator
through the ‘Practical
Drift’ (Snook’s Theory).
Finally, payers should
address the question:
“How does an operator demonstrate a proper safety
accountability structure?” Reviewing the ORP,
health of the reporting culture and the organisation
chart should give you a good idea of how the
operator has its safety accountability structured.
Ideally, one would have their org chart reflect the
managers who have the authority to accept various
levels of risk within the organisation. n

Most commercial operators may not fully appreciate
the rationale for the use and advantages of an SMS
safety risk management; safety assurance; and
safety promotion. There is a difference between
saying you have an SMS and proving it. Safety is
the priority.
A safety accountability structure for
commercial operators
Commercial operators who have a validated
SMS, or are in the process of implementation,
are required by ICAO to define lines of safety
accountability throughout the organisation,
including direct accountability for safety on the
part of senior management. This can be seen in
the operator’s safety policy statement, and will be
signed by the accountable executive. Although the
accountable executive is ultimately responsible
for the success of the SMS, he/she can designate
responsibilities to a director of safety or SMS
co-ordinator, and this person MUST be directly
accountable to senior management and be
independent of all operational functions. ICAO
clearly explains this in Doc. 9859.
In my experience, I have seen the SMS coordinator role performed by other members of
aviation management or operations. This could
be regarded as a conflict of interest and increase
the organisation’s risk exposure, per ICAO’s
recommended ORP (organisational risk profile).
Most commercial operators may not fully
appreciate the rationale for the use and advantages
of an SMS or what it brings to the table. I have
observed several forms of safety programmes, but
what seems to be missing is the integration of SMS
policies and procedures into the other operations
manuals, thus creating a system of interlocking
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individuals and governments.
CONTACT US TODAY
AMR CARING FOR PEOPLE IN NEED

DOMESTIC: 800-424-7060

“… your team did an outstanding job bringing my
brother from Turkey to Washington, DC. Their level of
professionalism and empathy with my brother the patient
and me were remarkable. I meant it when I told them that
it was as if the cavalry had arrived when they came.”

INTERNATIONAL: +1-720-875-9182
info@AMRAirAmbulance.com
www.AMRAirAmbulance.com

— SATISFIED AMR PATIENT
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All the small things

Scotland
patient pick-up

Amsterdam
patient drop off

European Air Ambulance (EAA) reports on the
transport of a premature baby from Scotland
to Amsterdam
Some of the most demanding emergency medical
air transport missions involve newborn and
premature babies. The intensive and continuous
nature of the treatment, and the specialist
equipment required to ensure these particularly
fragile patients stay safe in transit, means only the
most experienced and highly-trained teams can
take on neonatal missions.
One such challenging transfer was that of a
premature baby boy, born three months early
weighing little less than one kilogramme. His
mother, from Amsterdam, developed lifethreatening pre-eclampsia while on a Christmas
holiday in Scotland, and doctors in Glasgow had
no option but to deliver her tiny son at 27 weeks’
gestation. He was in respiratory distress through
surfactant deficiency due to his extreme pre-term
birth, and intensive round-the-clock emergency
treatment followed.
Decision to transfer
After three weeks, following positive scans and test
results, and improvements that saw the infant move

from a ventilator to respiratory assistance through
CPAP (continuous positive airway pressure) and
from intravenous feeding to a nasogastric tube,
doctors decided that arrangements could be made
for the baby’s transfer to a neonatal intensive care
unit near the family home in Amsterdam.
EAA was called in to organise the journey. Dr
Jean Bottu, a highly experienced neonatologist,
and Pierre Hanert, a specialist intensive care
children’s flight nurse, met the hospital team in
Glasgow to assess the baby, now weighing 1.1
kilograms, and begin the handover. Although he
had made significant progress over the weeks, his
condition was still extremely delicate and a smooth
transfer with minimal disruption was crucial to
his wellbeing.
Neonate preparation
The transport incubator – a Mediprema NITE
– was equipped with a neonatal Stephan F120
respirator to provide the monitoring and
respiratory assistance so vital for premature
babies, who are prone to apnoeas (breaks in their
breathing). Indeed, the baby had two apnoeas in
the initial transfer between incubators – however
the effects were limited thanks to heat and
moisture-controlled CPAP administered by the

respirator through nasal prongs.
Special earplugs were prepared to help protect
the infant from the noise of the aircraft, which
can negatively affect the condition of very young
patients; the EAA team then transferred the baby
and his mother by road to the airport, ready for the
flight to Amsterdam.
In transit
A two-hourly programme of gavage feeding was
followed throughout the transfer and flight, as well
as after landing, during the ambulance ride and
successful handover to the neonatal ICU – where
the baby’s treatment continued closer to home
until he could be discharged several weeks later,
around the time of his original due date.
Neonatal transfers like this are challenging and
there are many potential problems and risks,
but thanks to advances in onboard aeromedical
equipment and the availability of skilled
aeromedical escorts, even the tiniest patient can
make it home safely. n

Author
Dr Jean Bottu has
specialised in
paediatrics and
neonatology since
1992. He was a fulltime neonatologist at
the Centre Hospitalier
de Luxembourg from
1999 to 2014, holding the position of
head of the national intensive care unit.
He is course director for the neonatal
life support training course through the
European Resuscitation Council.
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ADVERTORIAL rescue wings malta

Malta Air Ambulance Operation Begins

Malta is a small island country south of
Italy. Although it is small, it has a rich
history, having been inhabited since the
Neolithic era. With many of the world’s
most ancient standing buildings located
in this country, Malta’s position was of
major strategic importance, attracting
Phoenicians, Greeks, Romans, Arabs,
Normans, Crusaders, French and finally
the British, with the last colonial period
lasting until 1964.
Now it has attracted the attention of
Rescue Wings Malta, a new Maltese
registered company that will be operating
a King Air B 200GT, a Beechcraft King
Air 350 and shortly to follow a Hawker
900XP. The operation is supported
by the expanding ER24 Global Assist
network, which has recognised the
value in having a fixed wing base on
this beautiful Mediterranean Island, its
strategic location giving easy access to
EMEA countries, where ER24’s owners
the Mediclinic Hospital Group have many
of their facilities, In Dubai and AbuDhabi, Hirslanden in Switzerland plus
the partnership with the Spires Hospital
Group in the UK. Not forgetting the 52
hospitals in Southern Africa and Namibia.
ER24 also has its Lanseria base operating
a King Air 200; two Citation 560 (with

For further information
Contact Andy Lee
andrew.lee@er24.co.za
Office: +356 2703 4129
Direct: +356 999 43 112

cargo door); A Falcon 20 and 50 with its
range in excess of 3000nm.
Rescue Wings Malta will operate from
Malta International Airport with a fully
ITU configured services using its King Air
B 200GT and the King Air 350. With the
Hawker 900 XP being prepared to join
the fleet in about 2 months all aircraft
will be 9H Malta registered giving the
capacity to undertake flights throughout
the EMEA, providing the correct aircraft
to cover this region with ease.
Our flight crews are all experienced in
all aspects of air ambulance with our

captains having in excess of 5000 hours
each, and medical crew are all in current
clinical practice at the State Hospital
Mater Dei. The CMO is a highly-regarded
industry known individual with many
missions completed in the last 10 years,
with particular experience in operating
in Africa. Our second staff doctor is an
anesthetist, trauma and pain specialist of
some 30 years’ experience.
The operation will be overseen by the
International Business Executive of
ER24 Global Assist, Andy Lee, supported
by an experienced operations team.
The operation will begin quoting and
ultimately undertaking missions should
the clients find those quotes competitive.
Andy Lee quoted, “this has been more
than a year in the planning but we are
there now and it’s a significant expanse
of the ER24 Global Assist business. I am
excited at the prospect of growing this
opportunity and look forward to working
with the great Rescue Wings Malta team.
We have a suitable fleet for short medium
and long range capabilities. We will also
be offering medical escorts on scheduled
flights. So I look forward to continuing
my role with ER24, and being able to
satisfy our clients’ needs with this service
from Malta providing more options
and solutions.

AIR AMBULANCE REVIEW 2017
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When it comes to determining whether
a patient can safely be transported by
air, sometimes opinions differ. Tatum
Anderson asks who knows best
The airline industry understands that certain
patients can only safely fly on commercial flights
after a certain period of time following particular
medical treatment. British Airways, for instance,
understands what happens to gas bubbles in
aeroplane cabins, and so recommends intraocular
gas bubbles be fully absorbed before flying – a
process that can take between two and six weeks
following surgery – depending on the gas used.
Specialists at air ambulance firms and assistance
companies likewise understand the effects of
flight and differing air pressure on patients, but
many treating physicians on the ground may
not appreciate how their patients will fare in a
plane cabin. They may deem a patient fit to fly,
without understanding the risks.
Patients recovering from eye surgery have been
known to develop sudden blindness when the
aircraft reaches cruise altitude. That’s because of
the way bubbles of gas, inserted into eyes as part
of some surgical procedures to correct detached
retinas, react up in the air. Similarly, says Jessica
Peltz, chief flight nurse at Commercial Medical
Escorts in the US, other kinds of patient can be
affected by bubbles, such as a patient with an
obstructed bowel, who may run the risk of bowel
perforation at altitude. Additionally, ‘a patient
with an untreated pneumothorax is at increased
risk of worsening of the condition’.
Jim Evans of assistance company Europ
Assistance USA and his colleague Eugene
Delaune have come across plenty of cases where
they and treating physicians have disagreed as to
whether a patient is fit to fly. “In patients with a
broad range of pathology, including recent brain
surgery, collapsed lungs, eye surgery and even
intestinal problems (with or without surgery),
we have seen treating doctors give patients a
fit-to-fly status that is counter to most official
recommendations,” he told the Air Ambulance
Review. “Because these patients are ready for
discharge, the treating doctor assumes that they >>
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are OK to travel.”
There are also times when the treating doctor may
not be aware of airline-imposed restrictions around
fitness to fly – such as the waiting period for flying
after coronary artery stenting. “The treating doctor
will tell the patient they are fine to fly, and then we
run into trouble because the patient really wants
to go home but the airlines refuse to give them
medical clearance,” says Evans.
Conversely, treating doctors will ground patients
with, for example, blood clots for weeks, despite
the fact that both assistance companies and
airlines are satisfied that such patients can fly with
appropriate dosing with blood thinners within a
few days, according to Dr Tim Hammond, chief
medical officer for global assistance provider CEGA
in the UK: “A doctor may also consider a patient
unfit to fly when there is no physiological reason
for not doing so. He or she may be unaware of
the facilities and care available in the air, such
as medical escorts, sea-level cabins and assisted
ventilation.” Such decisions by the treating
doctor can influence patients, however. “It can
sometimes be hard to convince a patient that they

in flight. Some patients might be susceptible
to dehydration because of low humidity in
the aircraft cabin at altitude. Similarly, deep
vein thrombosis can develop when a patient is
immobile for long periods of time and is not
adequately anti-coagulated. Some effects can
be mitigated by appropriate treatments, such as
additional anti-hypertensives, transfusing blood,

anticoagulation treatment and supplementary
oxygen. Others cannot.
Most significant changes in physiology are the
result of a difference in pressure between the
aircraft cabin environment and the ground. Air
pressure drops significantly the higher planes

equivalent of putting the passengers on top of a
mountain that is 6,500 feet (2,000 metres) higher
than sea level. Up a mountain, there are several
physiological changes that healthy people will not
notice. However, those recovering from surgery and
in fragile health may feel the effects.
For some, breathing may be difficult. At cruising
altitude, blood oxygen saturation changes by about
10 per cent, which can lead to altitude hypoxia
(lack of oxygen to the tissues). So for a patient
who already has problems with oxygenation at sea
level, this can be exacerbated in flight. Patients
with pulmonary problems such as asthma, COPD,
recent blood clots or congestive heart failure
may find oxygenation at altitude much more
of a problem, and some can become extremely
sick indeed – those with severe pneumonia, for
instance. Of course, some patients’ conditions can
be alleviated by the provision of oxygen in flight.
Importantly, air or gas bubbles will expand by
as much as 30 per cent at normal aircraft cabin
cruise altitude. Again, this may be inconsequential
for many patients. But for others it can be
catastrophic, depending on where the bubble is

are perfectly fit to fly when their treating doctor
– perhaps unaware of the capabilities of care in
the air – originally told them they were not,” adds
Dr Hammond.

fly. However, they cannot maintain the same
pressure inside the cabin as at ground level when
at these high cruising altitudes. Planes would have
to be built like tanks to withstand the pressure
difference, said one industry expert. So when
modern commercial airliners fly at an altitude of
between 4,000 and 8,000 feet (1,219 and 2,400
metres) – at cruising altitude – cabin pressure drops
by around a fifth, compared with sea level. It’s the

trapped – body cavities such as the middle ear, for
instance, or the sinuses or bowels. Some patients
may feel severe pain from stretching of suture lines
following recent abdominal surgery. Rib fractures
can cause tiny pieces of bone to puncture the lung
resulting in an active pneumothorax – when air
has escaped from the punctured lung into the area
between the lungs and the chest wall. A patient
may not notice, and it may only come up in a >>

A multitude of dangers
The fact is, there are many different ways in which
flying at altitude can affect the human body,
and many conditions that can be exacerbated
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chest X-ray; but at altitude, the injury could be
extremely dangerous if the air expands. And after
brain trauma injury or following neurosurgery,
there may be small bubbles of air or tiny holes in
the brain where air bubbles can sit. If those expand
they might become life-threatening.
Increasing the pressure
Unfortunately, some treating physicians may be
oblivious to flight physiology, including the laws
of physics that govern gases and pressure – called
Boyle’s law – and how their patients might be
affected. Few physicians take courses in aviation
physiology. Others, however, are well aware, says
aviation medicine expert Thomas Buchsein, medical
director at German air ambulance firm FAI, who
told the Air Ambulance Review that doctors within
tourist destinations are used to releasing patients for
transport, and over time begin to get a good feel for
flight physiology and which of their patients will
be safe to fly. That’s markedly different from many
other – often gifted – physicians. “If you go to a
random doctor in a city hospital in London and ask
them about the particular atmospheric conditions
in an ambulance jet compared with a British
Airways airliner, [they] will be clueless,” Buchsein
suggests. “They will not have an idea. They don’t
know about gas laws. Maybe they heard [about]
it in medical school but forgot it because it’s not
important for their daily work.” Ideally, the treating
doctor in a hospital will not make the final decision
as to whether a patient is fit to fly. It is usually a
collaboration between the treating doctor and the
assistance company doctor, since these physicians
have specialist aviation knowledge and assess
decisions made by doctors on the ground.

For air ambulance companies, it is also down to
their transport nurses, paramedics and physicians to
perform a pre-flight assessment prior to transport. If

assistance companies, says Jessica Peltz. They are not
usually able to declare fitness to fly, however.
When there are intractable differences of opinion,

It can sometimes be hard to convince a patient that they are perfectly fit
to fly when their treating doctor … originally told them they were not
the patient’s condition has changed considerably, or
if the medical reports they have received don’t agree
with their assessment, they can discuss possible
options with both the treating physician and the

assistance companies say they will always do what
is best for the patient, even if that means overruling
the doctor on the ground. One assistance
provider told the Air Ambulance Review it would >>
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be prepared to transfer patients to other hospitals –
and other treating physicians – to ensure the right
decisions can be made about flight readiness. Evans
and Delaune of Europ Assistance USA say that if
the doctor pronounces a patient fit to fly, and they
don’t agree, they do not take the flight.
Terms and conditions
But here’s where the terms of travel insurance can
be crucial. It is most helpful if the final authority for
the travel recommendation rests with the assistance
physician. In some cases, if there is an insurance
policy involved, the policy can dictate that both
the assistance and treating doctor agree on the
travel recommendation. But there may still be a
requirement for negotiation.
“If we have a treating physician that is refusing to
let a patient travel for various reasons, we may end
up telling a patient that we are happy to help the
patient get home, but in order for us to help, they
will have to speak with their physician and let them
know that they really want to go home,” says Evans.
If a patient must be moved, but won’t be allowed
to fly under normal commercial airline cabin
conditions – where a standard altitude and cabin
pressure are maintained – there are other options,
however. Air ambulances and business jets can alter

pressure by flying much closer to the ground. “If
you go for this sea level cabin pressure scenario,”
says FAI’s Buchsein, “you can basically fly every
patient; you eliminate this pressure issue and it’s like
driving on a ground ambulance on the road. It’s just
that sea level flights are expensive and slower and

assistance companies say they will always do what is best for the patient,
even if that means overruling the doctor on the ground
the pressure within the cabin by flying at different
altitudes. That means that specialist medical aircraft
can modify pressure in line with the needs of their
patient – and can even manage sea level cabin
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are not so very nice.”
Such flights may not be as pleasant because the air
is denser at lower altitudes, and the air ambulance
uses more fuel so must stop for refuelling more

frequently than one that flies at normal cruising
altitude. And when the flight is over water, there
are fewer options to refuel (over the Atlantic,
Iceland is one of the few refuelling options) and
routes must be well planned. These flights aren’t
common – of the over 800 flights FAI takes per
year, for example, between 10 to 15 are carried
out at sea level – although they are still vital.
Nevertheless, it is essential to err on the side
of caution. Buchsein always asks the assistance
company and treating physician how certain
they are that there are no undetected air bubbles,
especially if a patient has had brain trauma,
neurosurgery or fractured ribs. “I’ll be very
cautious,” he told the Air Ambulance Review. “We
always want to see evidence from the most recent
CT scan that there is no air. Have [they] checked
there aren’t any air inclusions? Otherwise we will
have to go at sea level pressure.” n
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Patient handovers
taking time to get it right

When a patient is passed from one medical
team to another, there are many chances for
errors and omissions that could be detrimental
to the patient. Taissa Csáky looks at how
medical transport teams optimise patient
handovers to reduce risk
An American skier collapses at a resort in the
Alps. She is transported by land ambulance to a
local hospital, by land again to an international
airport for air transport to the US, then finally
by land or air to a hospital close to home. This
journey could potentially see her pass through
the hands of multiple different medical care
teams, and while each might provide excellent
care, the moment of handover is critical to
her safety.
Transferring from bed to stretcher, switching
equipment, and the journeys themselves all
carry intrinsic risks. Above all, any confusion
or failure to pass on relevant information about
the patient’s treatment and condition could
have serious consequences. Add to this some
more general challenges for the medical team.
They are often under time pressure (aviation
law dictates the length of their shift), dealing
with hospitals they have never visited before,
encountering a wide variety of injuries and
illnesses, and perhaps working with hospital staff
who speak an unfamiliar language. Even practical
considerations, like the location of the patient’s
passport, could delay or even halt a mission.
In these circumstances, what can providers
do to ensure the best possible outcomes?
The Air Ambulance Review spoke to John
Paladino, executive director of US-based AMR
Air Ambulance, Irena Dimitrijevic, head of
marketing and sales at Jet Executive in Germany,
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and Dr Regina Kaufmann, medical director of
Malteser Assistance & Air Ambulance, also in
Germany, about their views on best practice.
Planning ahead
The groundwork for a successful mission is
laid long before the flight crew has sight of the
patient. As much relevant information as possible
on the patient’s condition and treatment needs to
be captured and shared as soon as the transferring
organisation becomes aware of the mission.
The first round of information transfer will
inform the flight plan. At AMR, the flight coordination centre records the essential details
– the location of the sending and receiving
hospitals, and contact details for the relevant
medical staff.
The next round of information informs the
care plan. At AMR, a medical coordinator (a

condition will have a bearing on the transport
and care plan. “If the patient is awake and alert
we recommend transportation to the airport by
ambulance, with a doctor as escort if necessary.
Then our flight crew will meet the patient at
the airport, hopefully get a report from the
accompanying doctor and transfer the patient
to the aircraft. In the home country, we will
hand over the patient to an ambulance to take
the patient to the admitting hospital. But if
the patient is in ICU we’ll pick him or her up
from the hospital with our own equipment and
bring them to the airport where our aircraft is
waiting. At the patient’s destination, the available
infrastructure and the client’s requirements
determine whether we accompany them to
hospital or not.”
The information obtained before the mission
begins also helps determine how the aircraft
is configured and prepared.
Paladino explained: “A lot of
the work AMR does is long
distance so everything from
pre-calculating the oxygen to
ensuring there are going to
be enough meds is based on
information collected by the
triage nurse.”
At Jet Executive, there are two
channels of communication:
the flight doctor contacts the patient’s doctors at
the sending and receiving hospitals and the flight
nurse talks to the staff nurses. Dimitrijevic told
the Air Ambulance Review: “While the doctor
discusses medication, the patient’s condition,
and what treatments might be needed onboard
the aircraft, the flight nurse or paramedic
discusses details of nursing care. Our doctor
>>

Transferring from bed to stretcher, switching
equipment, and the journeys themselves all
carry intrinsic risks
flight nurse who also works shifts in despatch to
ensure they know both sides of the operation)
gets in direct contact with the patient’s bedside
nurse to find out as much as possible about their
condition. This information goes to the flight
crew, so they have the best possible idea of what
to expect when they reach the sending hospital.
Dr Kaufmann explained that the patient’s
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and paramedic stay in contact with the other
teams throughout.”
Communication on the wing
Every mission is carried out under time constraints,
as aviation law limits the time a flight crew can
stay on duty. An efficient handover adds to the
time available for the journey itself. AMR therefore
places a strong emphasis on timekeeping and
keeping hospitals informed of estimated arrival
times: “When our crew lands in a city where a
sending facility is located, they immediately call
to let them know they’ve arrived, and give them
an updated ETA. One of the biggest keys to the
handover process is having that very clear awareness
of when the medical team is arriving, so the sending
facility can be prepared for the patient to leave.
Otherwise you’re waiting around, the family’s
frustrated, the paperwork’s not done … and this
starts to delay the flight,” said Paladino.
Communication once the patient is onboard the
aircraft is also important, Paladino explained: “At
every tech stop we get an updated report from the
crew. They call despatch to give a brief report which
the dispatcher relays to the receiving facility. That
includes an up-to-date ETA as well as changes in
the patient’s condition.” A patient on a transatlantic
flight could start their journey headed for a medical
ward bed, but suffer complications on the flight
that mean an ICU bed is now required. “It’s very
important to give the receiving facility the headsup because they’re going to need to clear a bed, or
maybe they don’t have one so they want you to go a
different route for admission,” added Paladino.
Keeping track
Centralised databases play a vital role in sharing
information, tracking events and record-keeping.
Dimitrijevic explained how systems have improved
during her career: “When I started to work with
Jet Executive, medical reports consisted of a Word

document with general questions and free space for
flight doctors to fill in their remarks and comments.
Over the years, we’ve added a significant number of
medical questions and detailed fields and developed
customised software that can be filled out on
iPads during the transfer. Handover paperwork
can be printed on our portable printer to give to
hospital staff.”
AMR uses a customised version of the Salesforce

An efficient handover adds to the
time available for the journey itself
package to capture contact details and patient
information and track the mission, which can
be accessed by flight crew and ground staff. The
company wondered whether a highly structured
record-keeping system could be restrictive, however,
or even lead to some information not being
recorded if there was no relevant field, but Paladino
is sure it works: “In some cases, Salesforce won’t let
you move forward until you’ve filled out a certain
field – and that’s got to be better than winging it!”
The critical moment
At the actual moment of handover, as throughout
the process, the exchange of accurate information
is key. Dimitrijevic described an optimal handover:
“Our medical team discusses all points with the
hospital staff before departure. All reports, the
patient’s current condition, medication and x-rays
are recorded during the handover conversation and
the documentation is signed by both the treating
doctor and our flight doctor.”
Practical considerations can improve a handover
too. Paladino emphasises minimising movement for

the patient: ‘Going to an ambulance stretcher, then
an aircraft stretcher, then back to an ambulance
stretcher creates a lot of movement for the patient
and increases risk of a stretcher failure or a drop.
There’s also increased risk for intubated and ECMO
patients. Some of our patients have eight to 10
drips, they’re being ventilated and they’re also on a
cardio machine. We always take our stretcher from
the airplane so when the patient is moved onto our
stretcher they will remain on it until they come
off it at the receiving hospital. That’s a big benefit
because it’s less movement for the patient.”
The debrief
After a mission, an effective debrief is essential
to improving future missions. At AMR, data
from each flight contributes to wider tracking of
procedures and systems: “Every crew debriefs with
the pilot after the completion of a mission. They
fill out a form which is sent back to the medical
coordinator for the day. The medical coordinator
then logs issues, complaints or concerns into the
system. Anything urgent is addressed immediately.
Otherwise, it’s put into a bi-weekly issues report.
If, say, the ground ambulances are late two or three
times at the same airport, then we start a deeper
dive into why they’re late – is it an operator issue? Is
it a failure to communicate with them on our part?
We can really start to improve once we see trends.”
At Jet Executive, all reports are sent to the client,
the medical director and to headquarters, where
internal quality audits are regularly performed by
the company’s quality manager. Particularly difficult
missions involving ICU patients or unexpected
incidents in the air are reviewed by the medical
director and flight doctor. There is also a discussion
forum where all medical teams can comment on
a case and give their opinion on treatments and
procedures and suggest improvements for future
flights. “This exchange of ideas is summarised in
a monthly newsletter which is sent out to all our
employees,” said Dimitrijevic. This, she said, adds
to all staff members’ sense of involvement and
improves awareness of the day-to-day business of
the company.
It’s good to talk
The message from each of the experts the Air
Ambulance Review spoke to is loud and clear
– strong communication is paramount. As
Paladino said: “Just communicate! Planning and
communication will solve the majority of the
problems that occur. Every commercial air escort
mission is logistically intensive and planning will
save you on the backside!”
Good communications will also have a wider
impact. While the medical team is hard at work
preparing for a mission, the patient and their family
are experiencing stress and uncertainty about what
will happen next. Dr Kaufmann explained that
informing them of the patient’s location, condition
and transportation plan is central to the Malteser
process, and that communication within the
medical team is critical too. She summarises the
key ingredients for a successful handover: “Time.
Listening. Respectful working together.” n
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Finding an ICU bed to bring a patient home
can be very difficult. Tatum Anderson looks
at solutions to this growing problem for air
ambulance companies
Bed shortages are a problem in the UK at the
moment. There were 2.4 acute beds per 1,000
people in 2010 (the Organisation for Economic
Co-operation and Development average is 3.4
beds per 1,000) and the National Health Service’s
intensive care units are coming under increasing
pressure due to increased demand and staff
shortages. David Quayle, UK clinical services
manager at Air Alliance Medflight, told the Air
Ambulance Review that, in the past, it has taken
two weeks of daily negotiations with a UK hospital
to find an ICU bed before air ambulances have
been given the green light to pick up a patient from
abroad and bring them home. “Unless I’ve got a
confirmed intensive care bed we don’t launch,”
he said. “Or we are taking them from a place of
safety to nothing, which would be incredibly bad
practice. You wouldn’t want to do that.”
The problems aren’t limited to the UK. There can
be poor bed availability around the world, from
Denmark to Ireland to Canada. The snowbird
season, when older Canadians head to the southern
US, the Caribbean and Central America for the
winter, can be problematic. Canadian hospitals are
running at capacity during the harsh winters and
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it’s hard to find a bed for holidaymakers in need
of repatriation, according to Michael B. Weiland,
director of business development for Aeromedevac
Air Ambulance in the US.
ICUs in northern Australia and western Australia
are very receptive to accepting patients from
overseas, with critically ill repatriations from Papua
New Guinea, Indonesia and other parts of Asia
considered a normal part of their case cohort, Dr

Bed shortages are a particular
problem in the UK
Steve Rashford, chief medical officer for global
medical assistance at Australian assistance company
Cover-More, told the Air Ambulance Review.
However, ICUs on the east coast and southern
parts of Australia may be more restrictive in their
acceptance – although they do understand the need
for timely care. “Due to the demand for ICU beds
in Australia,” said Dr Rashford, “most units are
functioning at near-capacity status at all times. On
[some] occasions, referral to an alternative city may
be required for initial stabilisation.”
In fact, there is massive variation in the provision

of ICU beds worldwide, with eightfold differences
amongst countries in western Europe and North
America, and even within specific countries.
Germany, for example, has around seven times
more critical care beds than the UK (although
exact figures are hard to come by because countries
class different kinds of facilities as ICUs and beds
may be constantly repurposed for other uses,
depending on demand).
The potentially disastrous outcome for patients
unable to access an ICU bed are now proven. A
number of studies, including one far-reaching 2012
study that looked at 46,000 patients undergoing
inpatient surgery from 28 European countries
(the European Surgical Outcomes Study), have
concluded that an insufficient number of intensive
care unit beds would result in increased mortality.
Furthermore, patients admitted at times of bed
shortages often have shorter stays, are sicker at
discharge and can be discharged too early.
Stretched thin
One of the reasons that there are so few beds is
that health system resources are stretched and
empty beds are expensive to run. So although some
hospitals operate at 90 to 100-per-cent occupancy,
this often results in delayed or denied admission
and decreased efficiency for the healthcare system
as a whole, according to Dr Hannah Wunsch
of Columbia University in New York, who has
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published papers on ICU bed availability. This
is because there is no slack in the system to
accommodate emergency situations (including
unexpected repatriations) such as epidemics.
Take Toronto, Canada, during the severe acute
respiratory syndrome (SARS) outbreak of 2003 –
with too few additional beds available, some ICU
beds were closed to contain the disease.
Many countries are seeing increased bed occupancy
as their populations age and more people with
chronic diseases have episodes of acute illness that
require ICU admission. “Most Western countries
are facing an increasing demand for high acuity

ICUs in northern Australia and
western Australia are very
receptive to accepting patients
from overseas
care, which is beyond the capability for expansion
of these services and means they are being required
to provide more services from the existing health
budget,” said Meredith Staib, CEO of Cover-More.
“This is a worldwide issue.”
The increased
need for high
acuity
care also
applies
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to patients being repatriated. “The concern is
that with the demographic of the population we
are seeing an increase in the older traveller with
more co-morbidities, travelling and living longer,
resulting in greater complexity in illness and
complications from trauma,” continued Staib.
“These patients require a high level of care in
an environment of limited resources, including
ICU beds.”
Of course, many assistance companies’ patients
are already looked after in good-quality ICUs
abroad, so ICU refusal won’t necessarily lead to
the nightmare scenarios seen elsewhere. But in
countries where the standard of hospital care is less
optimal, moving patients is a priority and refusal of
admission can be problematic.
Competing strategies
Some companies resort to unscrupulous practices
such as patient dumping, whereby an air
ambulance arrives without pre-arranged hospital
admission, then requests a local ground ambulance
to transport the patient from the air ambulance to
the emergency department of a hospital, so that a
patient arrives as an emergency case to be triaged,
rather than being sent straight to the ICU. “This
practice is frowned upon,” said Weiland, “and
can lead to the air ambulance company being
sanctioned formally or informally.”
Scrupulous members of the industry tend to
use many other techniques in order to secure

high-quality ICU care quickly. Aeromedevac Air
Ambulance, for example, when repatriating a
patient to Canada, uses commercial Canadian
bed-finding services, and if these are unavailable,
it begins by contacting an appropriate medical
facility closest to the patient’s residence. “We work
outward until a proper bed is confirmed or all
reasonable effort is fruitless,” Weiland explained.
“It can happen that a suitable bed is found several
provinces away from the patient’s home province.”
When all else fails, assistance companies can ask air
ambulance firms to transport their charges to better
hospitals in a nearby region: Canadian patients
in Mexico, Central America and the Caribbean
are evacuated to the US (usually Florida, Texas,
Arizona and California), where there are plenty of
ICU beds, albeit expensive ones. “If there’s no bed
in Canada then [they are] admitted to the US,”
said Weiland. “There are so many hospitals, if one
isn’t available another probably is. And they are used
to dealing with international patients.”
Establishing a rapport with a receiving facility
is vital for locating beds, David Ewing, senior
vice-president of global markets at Quebec-based
Sky Service Ambulance, told the Air Ambulance
Review: “We speak with not only the admissions
counsellor but the potential receiving physician.
The more information that physician has the easier
it is to obtain admission, so information flow from
the assistance company is essential in successfully
obtaining an admission bed.” Luckily, if a patient >>
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is in a country where care is insufficient, admission
home is usually fairly quick. Certainly, if the
patient requires some care they cannot get abroad,
the receiving physician is more likely to secure
admission for the patient in a timely manner.
The last resort
There are no bed-finding services in the US, so
locating an appropriate ICU bed close to home is
a matter of contacting the hospital to ask about
bed availability, verifying the patient’s insurance
coverage and visa status, and arranging and
accepting a physician – although US hospitals

Many countries are seeing
increased bed occupancy as their
populations age
are not obligated to accept patients from abroad
without adequate insurance or the financial
resources to pay for their care.
So if they’ve exhausted all other avenues, ER is
the only option. “ER transfers should be a strict
no-go unless specifically instructed in writing that
the ER will accept the patient on the admitting
physician’s order, or that they are willing to
accept the patient for evaluation via the ER,”
said Weiland. “In an already stressed healthcare
system, an unexpected ER transfer will raise
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suspicions of patient dumping and should be
avoided at all costs.”
Returning US Medicare patients to the US is the
easiest option. Admission is usually done through
their local community hospital and family doctor
or specialist. If the patient requires advanced care
either for trauma, burns or spinal cord injury,
they may need to be transported to centres of
excellence rather than the local community
hospital. Finding beds in those facilities is easy –
but only if the patient can afford it.
In Australia, negotiation is vital when ICU
beds are limited or the medical needs are complex
and involve multiple medical disciplines. If
facing challenges, said Cover-More’s Staib, her
company’s medical consultants will speak to
receiving treating medical officers, as there is
a trusted clinical relationship: “It is important
to build out a network and develop trusting
relationships with local health facilities to assist in
navigating these situations.”
A multi-faceted issue
Health services could do with more resources
to free up more beds, but experts say that strict
national criteria should be used to determine
whether patients are accepted into ICUs. The
reality is that decisions on which patients are
accepted vary from doctor to doctor – and they
don’t always adhere to that criteria, according
to research. A doctor may decide which patients
should be accepted on the basis of how many beds
are available, for example, or if they are surgical
rather than medical patients.

ICU stays vary greatly too. The average length
of stay for acute care in UK hospitals in 2010
was 7.7 days, higher than the OECD average
(7.1), and much more than Australia (5.1), the
Netherlands (5.8) and the US (4.9), according to
Hospitals on the Edge, a 2012 report by the Royal
College of Physicians.
But there may also be differences in criteria
for acceptance to ICU between countries. It is
not uncommon for air ambulance companies
to transport people from ICUs abroad who
would not be eligible for acceptance into the
ICU at home. That’s the case with some very
ill stroke victims, or those who may be classed
as braindead: they may be eligible for palliative
rather than critical care once they return.
Crucially, hospitals need to have a good
understanding of the logistics involved in moving
patients from abroad, and know that it often takes
several days, said Air Alliance Medflight’s Quayle.
Furthermore, if a bed disappears during the time
it takes to fly a patient in, hospitals should be able
to help work out contingency plans. For instance,
they might locate spaces in other emergency
units within a hospital group. While some
clinicians will understand that they can help with
contingency plans, others will not. And if the
accepting physician goes off-duty, assistance and
ambulance companies often have to restart the
negotiations on whether a patient can be accepted
with another doctor. “You have to go through the
rigmarole again,” said Quayle. “Communication
within the hospital is sometimes very good, but
sometimes awful. It really depends.” n
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La Paz, Bolivia
patient pick-up

Perth, Australia
patient drop-off

Santiago, Chile
refuelling and overnight
patient assessment

Long-range logistics
Nomad SOS details an operationally and
logistically challenging medical repatriation
from La Paz, Bolivia to Perth, Australia
On 8 January 2017, the Nomad SOS Assistance
Center in Mexico was activated to assist with a
complex medical case in Bolivia, which would
later evolve into an operationally and logistically
challenging repatriation. The patient, a 57-yearold male adventure traveller, was cycling
on a treacherous pass in Northern Bolivia,
affectionately known as ‘Death Road’. After
striking a boulder, the patient suffered lifethreatening injuries, including a perforated and
collapsed lung, five broken and displaced ribs, a
fractured shoulder blade, a fractured collarbone
and severe bruising. The initial transportation
of the patient to the hospital took over five
hours. Despite the fact that the clinic itself was
relatively nearby, the unmaintained conditions
of the road made it difficult to quickly transport
the patient. In addition, the most rapid source of
transportation was via a public taxi.
Extracting information
Twenty-four hours later, the patient contacted
his travel insurance company to inform them of
his accident. As the medical assistance and cost
containment provider in Latin America for World
Nomads Group, Nomad SOS was activated to
obtain a medical report. This is where this case
became administratively challenging. The clinic
where the patient was being treated operated
using contract doctors through an external agency.
This agency collects hand written reports from
the doctors, then types them up and submits
them to the clinic. We were told that this process
happens once a week. Unfortunately, the day that
we requested a medical report was not that day, or
the day after.
As the medical director at Nomad SOS, I
contacted the clinic and, after speaking with
seven different clinic employees, was able to
speak with the treating medical officer (TMO). A
verbal medical report was written up and sent to
the World Nomads Emergency Assistance Team
head office in Sydney, Australia. This opened a
direct communication channel that allowed us to
request regular verbal updates. It’s worth noting
here that the patient ended up being hospitalised
for four weeks, and only one written medical
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report was provided by the clinic in that time.
Two days after the patient was admitted, it
was reported that the patient’s chest tube was
removed, and the lung had successfully reinflated. We were then informed by the clinic
that they wanted to discharge the patient as they
were not a long-term care facility. This created
a problem: we could not repatriate the patient
home to Australia as the TMO would not issue a
fit-to-fly declaration until 14 days after the chest
tube had been removed. The patient could not
sit, stand or lay down for extended periods of
time, and had become somewhat dependent on
positive pressure oxygen, which required ongoing
medical supervision for potential complications,
including pneumonia. There was also the
added complication of being at an altitude of
12,000 feet.
Considering the options
We provided World Nomads with two options.
The first was to book the patient into a hotel and
have a Nomad SOS nurse stay in an adjoining
room to continue to medically monitor him as
required. The second was to transfer the patient
to a long-term care facility of which there was
one in the local area that would accept him. At
the same time, we began negotiations with that
clinic to allow the patient to remain there until
he was able to make the lengthy flight home to
Australia. The clinic agreed to let the patient stay;
however, this created further challenges, mainly
the fact that long-term care at this clinic literally
meant that a bed and food was provided, and a
nurse was provided to check on the patient once
daily. No medical reports were provided, and
communication from the clinic eventually all

but stopped.
World Nomads requested that we send our
nurse practitioner, Alice Proia, who was the case
manager for this patient, to conduct a full medical
assessment of the patient and write a full medical
report, with recommendations. Ten days after the
patient was admitted to the clinic, Alice arrived
and immediately found that the medical reports
that had been submitted were not accurate. Three
separate medical reports from the clinic’s system
reported that the chest tube had been removed on
three separate dates. This information was critical
for two reasons. Firstly, if the date of the chest
tube removal was incorrect, we had to assume that
other information in the reports was not accurate.
Secondly, we knew that the TMO could only
provide a fit-to-fly declaration after 14 days of the
tube being removed, as per hospital guidelines.
After some investigation, we found that the tube
had been removed on 13 January, which meant
the earliest the patient could fly was 26 January.
Determining fitness-to-fly
On 21 January, we informed World Nomads
that seat availability in business class was quickly
filling up. As an assistance company who regularly
escorts patients via commercial flights from Latin
America to Australia and New Zealand, we are
constantly monitoring flight availability. We
recommended to World Nomads that we held
seats for 26 January or just after.
Taking a proactive approach and wanting to avoid
any further delays, we contacted the three airlines
on which we would potentially fly the patient,
and provided them with a summary of the case.
Two of the airlines advised that their policy was
that they would only accept a pneumothorax
patient after 21 days of a chest tube being
removed, and only then with an x-ray proving
full lung inflation 48 hours prior to the flight,
and a full fit-to-fly declaration from the TMO.
World Nomads activated us on 25 January to
plan the non-medical escort (NME) of the patient
on or after 2 February. We booked the last two
business class seats with Qantas on the 2 February
and discussed the case with our liaison at the
airline to ensure we had all of the documentation
we required.
We were then informed by the TMO that he
would not issue the fit-to-fly declaration until
4 February. At the same time that we were
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informing World Nomads of this issue, the
patient was also emailing them directly to tell
them that the TMO had issued a fit-to-fly and
cleared the patient for the original date of 2
February. This miscommunication led to more
confusion. I called the clinic once again and was
informed that the TMO would definitely not issue
the fit-to-fly until 4 February. This situation not
only created confusion between World Nomads,
the patient and ourselves, but also created another
logistical challenge with rescheduling flights, hotels
and transportation.
Our head of assistance, Danny Kaine, requested
a call with World Nomads’ head of assistance
Lisa Fryar to discuss the issues, to explain
the complexities of the case, and discuss
communications. It was primarily conveyed that
the information we had provided was from a
medical doctor to a medical doctor and should take
precedence over information that a patient was
providing. Understandably, the patient was eager
to get home, but perhaps did not understand the
operational and logistical requirements to make
that happen. It was further confirmed that the
NME would be delayed until the 4 February in
line with the airline’s guidelines and the treating
doctor’s recommendations.
Homeward bound
Our nurse arrived in La Paz on 2 February and
prepared for the forthcoming repatriation by

the patient was keen to reconnect
with his family after his ordeal
ensuring all documentation was present and
correct. She was also tasked to review all medical
expenses. We had issued a guarantee of payment
to the clinic for the full medical bill, but upon
discharge of the patient, the clinic requested
payment in full, and held all documentation until
this was made. We have the ability to do this, but
the clinic did not accept visa payments nor did
they know how to receive an electronic transfer.
This meant a co-ordinated effort involving our
head of claims, George Gari, who attended the
branch of our corporate bank account, while our
nurse attended the branch of the clinic in La Paz
with a clinic employee. After some exhaustive
communication, we successfully paid the medical
expenses in full via transfer and the documents
were released.
As arranged, the patient was discharged and
transported via ground ambulance to the airport
with oxygen on standby as a precautionary
measure, as the airport is an additional 1,000
feet higher than the clinic. Due to the patient
overstaying his visa, our nurse had arranged a
meeting with immigration authorities to extend
it and avoid any issues. All documentation was

then submitted to the airline, and the patient was
successfully escorted to his home address in Perth,
Australia without issue, where he was reunited
with his family. Needless to say, the patient was
keen to reconnect with his family after his ordeal
and speaks highly of the assistance and coverage
that World Nomads and Nomad SOS were able
to provide. n
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Aircraft spotlight: Learjet 45

Meet the new plane
First introduced in 1998, the Learjet 45 was
developed and manufactured by Bombardier
Aerospace as a business jet. It has gone on to be
a consistently popular mid-size aircraft, fulfilling
many roles for many different organisations and
agencies, from the Irish Air Corps to Redstar
Aviation in Turkey.
The jet has seen notable success as an air
ambulance, and in the words of Terry Martin,
medical director at Capital Air Ambulance in the
UK, ‘the Learjet 45 has an impressive combination
of speed, load-carrying capability, range, economy,
low noise levels, cabin comfort and price’.
A spacious design
The first prototype flew in 1995 – on the
32nd anniversary of the Learjet 23’s maiden
flight – with Federal Aviation Administration
certification following nearly two years later, after
an unexpected delay. The first Learjet 45s to be
configured specifically for air ambulance purposes
were launched by UK-based charter operator Gold
Air International in 2001, in conjunction with USbased LifePort.
Built to accommodate eight seats, with room for
these seats to recline and swivel, this design was
originally intended to maximise passenger comfort
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and minimise claustrophobia and has proven very
useful when adapting the aircraft to different roles.
“The larger cabin size of the Learjet 45 allows far
greater flexibility in the onboard medical set-up,”
explains Patrick Schomaker, director of sales and
marketing at European Air Ambulance (EAA),
“with room for two intensive care patients on the
same flight, or additional passengers, medical crew
and equipment as required.”
In terms of adapting this larger space, he told the

The larger cabin size of the Learjet
45 allows far greater flexibility in
the onboard medical set-up
Air Ambulance Review, ‘our medical department
custom-designed the interior to suit our specific
needs, and it was then produced by Air Ambulance
Technology to the highest specification, and of
course is certified’. The bigger cabin, he explains,
‘means we have more configuration options, so
EAA can transport more patients more cost-

effectively’: “We can now simultaneously fly two
intensive care patients, or an incubator and a
mother on a stretcher, or a single patient with
their family, as well as other options depending
on the specific requirements of the mission –
including the use of our infectious disease module
and our unique stretcher system for heavier
weight patients.”
“The Learjet 45 has a spacious 19’8” (6.0 m)
long cabin,” Terry Martin elaborates, “which is
4’10” (1.47m) high and 5’1” (1.55m) wide. This
space is far superior to that in the Learjet 35 and
more access means better care for the patient, an
ability to safely and easily turn or move patients
with spinal fractures, to sit up patients with head
injuries or difficulties with breathing, and to do
effective cardiopulmonary resuscitation if needed.”
In the aeromedical world, it seems that size really
does matter. But there were various other reasons
cited by the operators the Air Ambulance Review
spoke to for upgrading from the previous iteration
of the Lear to the 45. One example given by
Schomaker is the newer jet’s pressure refuelling
feature, which allows it to refuel twice as quickly
as its predecessor. He also praises its ‘improved
windshield defogging system, which means flights
to and from hot, humid areas are less challenging’,
and the auxilary power unit, which regulates the air
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temperature in the cabin, ‘even when the turbines
are not operating and the aircraft is stationary’.
Loading and unloading patients from the Learjet
45, adds Martin, ‘couldn’t be easier’: “With a
standard LifePort base unit and ramp, the Aerosled
stretcher slides cleanly from the ramp onto the
base unit without impingement or obstruction by
the galley wall or aircraft seats. Finally, in addition
to the cabin interior, the external baggage hold is
capacious at 50 cubic feet, and extremely useful for
storing luggage and other items that are not needed
during the flight.”
Turkish excursion
Patrick Schomaker told the Air Ambulance Review
about a recent mission that his organisation
undertook, requiring the use of the Learjet 45.
“EAA was asked to repatriate a mother and her
three children who had all been injured in a
head-on road traffic collision while on holiday in
Turkey,” he said. “The French woman, her 12 and
10-year-old daughters, and her seven-year-old son,
had injuries ranging from a skull fracture and bleed
on the brain, to a collapsed lung and ruptured
spleen, to broken limbs and soft tissue damage.
Thanks to the size and flexibility of the LJ45XR’s
cabin space, EAA managed to transport all four on
a single flight. The double stretcher configuration
was used in this case, with the two girls lying on
stretchers and their mother and brother sitting
opposite along with the flight medical crew. This

allowed the family to remain together throughout
their journey to Paris, without the need for the
young children to be separated from their mother

at such a distressing time. It also provided the
quickest and most cost-effective solution for EAA’s
client in this case.” n

Learjet 45
Max range: 1,968 miles (3,167 km)
Max speed: 533 mph (858 km/h)
Cruise speed: 510 mph (804 km/h)
Capacity: Nine passengers (maximum) / two intensive care passengers
Toilet: Yes
Engines: 2x Honeywell TFE731-20 turbofans

| 35
International Travel & Health Insurance Journal

AIR AMBULANCE REVIEW 2017

Leavin, on a jet plane
How will the UK’s decision to leave the
European Union (EU) aﬀect air ambulance
companies in the region, and what will
its wider impact be on the international
aeromedical industry? Mandy Langfield gauges
current thinking
The Air Ambulance Review spoke to Paul Tiba
of Airlec in Paris, France, who in general was
sanguine about the situation, believing that, in
reality, not all that much is going to change. He
said: “I do not think that the UK will leave EASA
(European Aviation Safety Agency); it could
become something like Switzerland (which has
various bilateral agreements with the EU and has
adopted various provisions of EU law but is not
a member of the EU). Indeed, I believe it would
be too difficult (for the UK) to revert to national
regulation regarding crew licence, maintenance
and certification. If I am wrong, I believe there
would be many automatic approvals/facilitations
between EASA and the UK’s Civil Aviation
Authority (CAA).”
Air Alliance Medflight, which has bases in
Germany and the UK, said that while small
changes are expected, there shouldn’t be any major
complications. Director of sales and business
development Eva Kluge told the Air Ambulance
Review that she believed the transition period
between Britain formally applying to leave the EU
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and actually going will provide plenty of time to
close any potential gaps in legislation that result.
Olivier Fauris, head of European Air Ambulance’s
(EAA) Control Centre, speculated that as a result
of the close ties between the UK and EU’s business
aviation sectors through regulations on trade and
free movement, there won’t be any major changes
in the next two to three years. He continued:
“[UK air ambulance] company owners invested
a lot of money on aircraft that hold an EASA
type certificate and certificate of airworthiness.
Therefore, I believe that the UK would try to keep
a foot in the decision making around European
regulations. But, not being an EU Member State
could leave them outside of the decision-making
process, so they will almost certainly be looking
to negotiate their position and participation like
Norway, Iceland, Liechtenstein and Switzerland
did in the past.” Regardless of the ‘soft Brexit/
hard Brexit’ argument, any decision the UK’s CAA
takes would be subject to its obligations under
international treaties such as the Convention on
International Civil Aviation 1944 (The Chicago
Convention), pointed out Fauris.
Other international treaties could also play a role
in the future, said Kluge, who noted that before
EASA was created in 2002 by the European
Commission, there was the Joint Aviation
Authority, in which the majority of European
civil aviation regulatory authorities collaborated.

“So, that model could be brought back to life,”
she suggested.
Regarding overflight permit problems, Tiba
believes that the UK parting ways with the EU will
not have any impact. “Indeed,” he added, “I think
they would put in place an exemption programme
for European operators, just like [they have
for] Morocco.”
For legal issues and traffic laws, though, Brexit
could have a real impact, said Tiba. “For example,
a European operator must [employ] 50 per cent
of its staff from Europe, which would not include
the UK. As far as traffic laws are concerned, UK
operators will no longer benefit from European
traffic rights. Even if I am more worried about
how this will affect easyJet than how it will
affect repatriations, it will definitely need to
be anticipated.”
New boundaries
The European aviation sector is highly regulated,
and includes many specific agreements between
European governments, as well as wider regulation
from sources such as the International Civil
Aviation Organisation. Commenting on how the
UK’s exit from the EU might affect the regulations
it currently follows, Fauris of EAA said: “With
regards to the duty time limitations, a European
air ambulance company performing flights into or
out of the UK would be operating in line with >>

AIR AMBULANCE REVIEW 2017

| 37
International Travel & Health Insurance Journal

AIR AMBULANCE REVIEW 2017

its own national regulations taken from EASA or
the ICAO, standards that are currently also used
by the UK’s CAA. Therefore, the consequences

the assistance company and insurer, he continued,
could be achieved through making use of a double
stretcher aircraft, combining a repatriation of
two patients and thus
significantly reducing the
cost of transportation
for each one. “This,”
concluded Schomaker,
“can also be cheaper than
putting both patients on
commercial airlines.”
Of course, any negative impact of currency
fluctuations depends on which side you’re on – for
UK travel insurers paying in euros, there has been
a definite rise in costs. However, currencies have
gone up and down in value before, and will do
again, so as Kluge pointed out, ‘we need to observe
the development of the pound over a longer period
to have a better judgement’.
Dr Terry Martin of Capital Air Ambulance noted
that the probable loss of the right to reduced
cost healthcare in the European Union could
have a positive knock-on effect for air ambulance
operators: “Admission to [a European] ICU will
be very expensive for the [UK’s] insurers, who
will be required to pay big bills that will start
clocking up from day one of the admission. There
will be no more ‘leaving the patient where he/she
lays’ until they are in a better state to fly. On the
contrary, air ambulance companies may well be
asked to move very sick and potentially unstable
patients as soon as possible, to transfer them back
in to the ‘free’ National Health Service (NHS).”
Complicating this process, though, is the fact
that the UK’s health service is already cracking
under the pressure of patients. Dr Martin added:
“The implications of potentially dozens, or even

As far as traffic laws are concerned, UK operators
will no longer benefit from European traffic rights
for a European air ambulance provider operating
into UK should be minor.” He went on to say:
“The UK’s CAA might also be willing to set up
new entry requirements for foreign air ambulance
companies; but once again, I don’t see a big issue
on this point. Depending on the country the
aircraft is departing from, we already request a UK
permit to operate flights into the UK.”
The UK is currently a member of the European
Common Aviation Area (ECAA), which allows
UK-based companies to operate freely from, to,
and within the ECAA. “If the UK leaves Europe
without any specific arrangements,” said Fauris, “it
would automatically lose its ECAA membership
and therefore lose [those] rights. I personally think
that would be a complete nonsense and would not
be perceived positively by UK airlines or airlines
registered in the UK. Moreover, it would also have
an impact on agreements between third-party
countries and the EU such as the Open Skies
agreement between the EU and the US, which
would also lapse.”
Currency matters
With the pound and the euro enjoying a somewhat
‘up and down’ relationship at the moment,
inevitably there are strains placed on operating
costs for air ambulance companies. For EAA,
though, currency fluctuations have not had an
adverse effect on its business: “Our relations and
the amount of missions we do for UK-based clients
has improved,” said Patrick Schomaker, director
of sales and marketing. He explained: “This might
be partly due to a lack of competition in the
UK market, maybe, combined with an increase
in demand.”
With British-based assistance companies feeling
the pain of paying more for everything on the
Continent, from hospital bills to air ambulance
costs, the Air Ambulance Review asked if there was
a risk that companies would try to save money
by repatriating more patients via commercial
carrier rather than using air ambulances. There
are always significant cost savings to be made by
using a commercial airline over an air ambulance,
as Schomaker pointed out, adding: “The difference
might be increased by the exchange rate but in
the end the decision is dependent on two factors,
one being medical and one operational. I don’t see
commercial airlines as a real threat to air ambulance
services; if there is a possibility for the patient to
be transported by commercial airline the assistance
company will most likely do it, but more often
an air ambulance is a better, easier, safer option to
transport a patient back home.” Cost savings for
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hundreds, more patients a month needing ICU
beds in an NHS already on its knees, has very
serious consequences. Patients who currently stay
overseas until they are fit to be moved out of ICU
never put a burden on critical care beds in the UK.
Suddenly the flood gates will open and there won’t
be enough beds. The upshot is that they will stay
overseas and will cost the insurers thousands of
pounds more per case (the average cost of an ICU
patient/day is over £2,000). The costs will rocket,
insurance premiums will quickly follow, and
there will still be an under-supply of ICU beds in
the NHS.”
And it’s not just those patients needing ICU beds
who could see a change in the way their insurers
approach their cases either – for those who are
not seriously injured, but who currently are left
in-situ to recover and fly home commercially –
sometimes even on their original ticket – there
could be a different story, according to Dr Martin:
“Now the insurers may want to move them earlier,
when they may not be fit for flight on commercial
airliners, and so there will be a need for expensive
air ambulances. Good for us in the air ambulance
industry, but not so good for the insurers.”
Up in the air
For the moment, operators of air ambulance
services have got to prepare for the unknown,
with educated guesses really predicting what they
will need to do to meet any potential changes
in regulations and operating requirements. Air
traffic though, knows no boundaries, and there is
no doubt that through mutual collaboration and
agreement, air ambulance companies will continue
to carry out their vital work on behalf of the global
travel and health insurance industries. n
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There is a wealth of air ambulance
companies around the world, often giving
the travel and health insurance industry
plenty of choice when a patient transfer is
required. Insurers, though, would do well
to practice due diligence when selecting
their air ambulance partners. Femke van
Iperen reports
To attain the best outcome for patients and
clients, it pays for an insurance company to spend
time choosing an air ambulance partner. As Amy
Brown, chief operating officer (COO) of US-based
international travel insurance company Seven
Corners, tells the Air Ambulance Review: “The
investment that insurers make in selecting the right
air ambulance providers for their insureds will pay
dividends when it comes to proactively managing
patient care, risk, and optimising the insureds’
experience.” But what is the best approach to make
this a reality?
The role of insurers ‘important’
First, it is instructive to discuss the role that an
insurance company should play in this process,
and according to industry experts we spoke to,
the focus should be on quality as well as cost.
“An insurer’s role is to look at the cost of the air
ambulance partner and the quality of care or
service they provide – and both these elements

will always be evaluated in unison,” says Dr Steve
Rashford, chief medical officer at Australian travel
insurance provider Cover-More. “[And] assistance
companies must contribute to ensure that air
ambulance providers meet minimum standards.”
Being upfront about the expectations an assistance
company has of their air ambulance provider by
setting out the standard of care and operation

it pays for an insurance company
to spend time choosing an air
ambulance partner
that is required means there is transparency from
the beginning of the relationship. By requesting
minimum standards, says Bernd Zimmer,
business development manager of global air rescue
organisation DRF Lufrettung, ‘and evaluating the
performance of different air ambulance providers’,
insurance companies will also be able to ‘influence
the quality’ of such companies.
During a discussion on this topic at last year’s ITIC
Global event in Berlin, Roylen Griffin, executive
director of medical transport accreditation provider

NAAMTA, reminded everyone that while cost is
a consideration, it should not be a priority, that
there is a human being involved in every flight,
and that standards are there to protect the safety
of both them and the crew. The medical outcomes
of the patients who have been transported
should be of prime importance to an assistance
company evaluating the service provided by an air
ambulance company. If a company is operating a
sub-standard service, then the patients’ condition
on arrival at the destination medical facility will
demonstrate this.
Dr Michael Weinlich, CEO and medical director
of medical assistance company med con team
in Germany, agrees that outcomes should be
considered: “Insurers need to provide appropriate
medical care at a reasonable price; therefore they
have to look at outcome quality as well as costs.”
The cost might well be very reasonable, and
insurers do need to protect their bottom line, but
not at the expense of patient care.
Insurance companies also do well when they help
to create solid collaborations between all partners
involved during patient transfer. “Having strong
and collaborative partnerships with air ambulance
providers is important to providing seamless,
quality care in the instance that our members
are in the face of an emergency,” says Seven
Corners’ Brown. Additionally, she suggests, air
ambulance companies should be ‘speaking and >>
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working with one voice’ on behalf of their best
interests, and in order to do this ‘insurers and air
ambulance partners should have tried and tested
protocols in place for responding to their mutual
members’ needs’.
The relationship between an insurer or an
assistance company and an air ambulance provider
should always be founded on trust, says Meredith

Staib, CEO of global medical assistance for CoverMore Group, ‘because should there be any adverse
events with an air ambulance partner, the risk is
borne by both [parties]’. It is important, therefore,
‘that an assistance provider dedicates resources
to developing partnerships with air ambulance
providers, and monitoring and maintaining its
network’. “Within such a partnership,” Staib
continues, “a general knowledge about how
partners operate is also considered beneficial.
Diligence would mean insurance companies take
time to understand assistance companies in terms
of their vetting and accreditation processes for air
ambulance providers.”
Clearly, air ambulance providers, assistance
companies and insurers must work ‘hand in
hand’, reasons Tyrol Air Ambulance’s (TAA) head
of sales development and global client accounts
Claudia Schmiedhuber. And although insurers do
not, in her opinion, need to get into operational
details or be aware of all the components of
air ambulance missions, they ‘should educate
themselves on the general procedures and factors
involved in repatriations and case management’.
“This will lead to an increase in quality,” says
Schmiedhuber, “and a decrease in [the potential for
any] misunderstanding.”
Accreditation
Most insurers and assistance providers would agree
that accreditation is a useful tool when choosing
a suitable air ambulance partner. As Eileen
Frazer, executive director of accreditation body
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CAMTS, explains, the process of accreditation
– which largely addresses quality and utilisation
management – can help assure an insurance
company that quality, training and safety have
been assessed: “There are always risks in selecting
a medical transport service, but by selecting a
transport service that has voluntarily gone through,
and achieved, accreditation is one way to mitigate

some of the risks.”
There are even scenarios where choosing an
accredited air ambulance provider is likely the only
way forward, as Dr Weinlich from med con team
notes: “For instance, if an insurance company has
just a handful of cases in Africa and no experience
with an African air ambulance provider, it will
prefer to choose an accredited provider instead of
an unknown provider.”
The industry’s need for accreditation has been
questioned, however – for example, in an article
in ITIJ’s Air Ambulance Review 2016, How well
do you know your air ambulance provider?,
Andrew Lee, international business executive of
ER24 Global Assist, wrote of conversations with
prominent industry figures who suggest that maybe
accreditation is not worthwhile. But Schmiedhuber
– whose company is EURAMI-accredited – says:
“Certainly, our industry could continue business
without accreditation. However, I am also of the
opinion that this would make it more difficult for
clients to choose the right partner, as there is no
way to measure or benchmark providers at all.”
Dr Rashford is in agreement, as ‘in general, the
various accreditation bodies offer a standardised
assessment that provides customers with some
reassurance’. Therefore, he says, ‘there is no
likelihood that this requirement will disappear’.
Taking this a step further, the potential global
standardisation of aircraft, or the medical
equipment onboard, or even the qualifications of
the doctors onboard has been mooted, but this
raises all sorts of issues, due to the very nature of air

ambulance work. Teams operate under a variety of
regulations – e.g. military or UN – and operations
can involve multiple different nations, partners
and interests, including stakeholders and hospitals.
During the ITIC Global discussion it became clear
that while such standardisation would be very
useful, it would also be very hard to attain.
“It would be extremely challenging to develop one
standardised accreditation due to the many local,
regional, governmental, legal, geographical and
economical differences between air ambulance
providers,” warns Schmiedhuber. “Companies
vary extremely in regards to their size, type of fleet,
geographical location, and so on, so at this point
I do not see a way to assess each provider in a
standardised and fair way.”
CAMTS has representatives of member
organisations in areas such as medicine, EMS
and aviation, and Eileen Frazer reminds us that
while there are many standards that are similar
between the different accrediting bodies, ‘it would
be difficult to bring [these] philosophies together
and still maintain accountability and integrity’.
Standardisation is difficult because ‘it is the process
that differs’.
“It is highly unlikely accreditation bodies will
be standardised,” agrees Dr Rashford, “as their
business models depend upon their individual
accreditation programmes.”
‘A myriad of other factors’
Whilst for certain figures, such as Amy Brown,
accreditation remains a ‘key measure of experience
and ability to meet industry best practices and
standards’, for many it should not be the only
factor in an insurer’s decision to partner with an
air ambulance provider. Dr Weinlich, who is also
a former president of EURAMI, suggests that
although accreditation can provide a view on the
quality of an air ambulance provider’s structures
and processes and remains a useful marker to help
the selection process, ‘it lacks the important view

while cost is a consideration it
should not be a priority
on the output and performance quality’ – and by
the same token, ‘excellent air ambulance providers
were already chosen before by the insurers and
had done a good job prior to [the emergence
of ] accreditation’.
Dr Rashford agrees that accreditation offers
industry minimum standards, and goes some
way towards providing an objective assessment
platform, but he argues that ‘each assistance
company and insurer should also take into account
past performance and a myriad of other factors
when assessing the suitability of provider’.
So, what should insurance companies be looking
for, as well as accreditation? Past performance and
delivery of service standards are cited by Staib
>>
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as playing a ‘critical role’, while Brown suggests
that insurance companies look for ‘responsiveness,
availability of appropriate medical personnel,
cost-effectiveness and the ability to respond in the
geographic regions required’. For Schmiedhuber,
‘reliability, a proven track record of successful

similar light, Dr Rashford referrs to ‘commonsense performance indicators’ such as ‘objective
data and operational experience across various
geographical areas’.
For Dr Weinlich, it is all about the review of
the actual medical treatment onboard, and the

It would be extremely challenging to develop one standardised
accreditation due to the many local, regional, governmental, legal,
geographical and economical differences between air ambulance providers
missions, composition of the medical team and
care onboard, and quality of medical equipment’,
are all key factors that should be considered, and
insurers should also reflect on ‘whether an aircraft
is owned or leased by the company; insurance
coverage for aircraft and medical practice; and a
knowledge of who the air ambulance provider is
already working for’.
During ITIC Global 2016, Roylen Griffin said
that the tools air ambulance companies use to
demonstrate their compliance – such as whether
they are ethical, profit driven and honest – are key.
Assistance companies could also, he suggested,
audit performance standards in areas of medical
supplies, the equipment and the team. In a
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performance of the team. “The transportation
should have been performed according to
medical standards,” he tells the Air Ambulance
Review, “E.g. was the patient intubated prior
to transportation in case oxygen saturation was
too low?”
Beyond the numbers
An air ambulance company may demonstrate
impressive statistics, but an insurance company
would do well to also look beyond the value of
numbers. “Patient outcomes are hard to assess,”
warns Schmiedhuber, “as they can easily lead to false
assumptions due to the complexity of each mission,
as well as each patient’s development during the

flight. Severe cases might worsen during the flight,
which can alter the data in a certain way.”
To be able to look beyond numbers, she says, other
areas can and should be considered. For example,
‘similar philosophies when it comes to quality and
patient care’, especially because ‘not every provider
has to be a good match for the specific requirements
of an insurance client’.
It is always beneficial for insurance companies to
help create solid alliances, based on proactivity and
good communication, between all partners involved
throughout the chain – and this is also an approach
that can help an insurer look further, as Zimmer
explains: “Insurers can get a good insight into the
performance of air ambulance providers by paying
personal visits and establishing contacts. In this way,
insurers can talk about their expectations and better
understand the procedures. Insurers could also have
a look at potential complaints that air ambulance
providers might be confronted with, and how they
are processed.”
Insurance companies need to consider the
reputation, client portfolio and reliability of an
air ambulance provider, concludes Schmiedhuber.
And communication is key: “As our industry is
small, it is always good to communicate with
other companies to determine who they are using,
what their experiences are, and whether they
would recommend using certain air ambulance
companies. Of course, there is personal preference,
and historically grown collaborations; however, it
provides an additional source of knowledge.” n
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Maintaining control
The Air Ambulance Review spoke to Olivier
Fauris, new chief operating officer of
Luxembourg Air Ambulance (LAA), about
military service, positive collaboration and the
challenges of organ transplant missions
How did you first get started in aeromedicine?
During the first part of my career, when I was an
air traffic controller for the French Army Aviation
forces and chief of a platoon of 56 people, I took
part in international deployments as an air coordinator in charge of medevac flights for wounded
soldiers. It was incredibly exciting to be involved
in these evacuation flights and I was really proud
of my contribution in helping to save the lives of
military personnel. These were my first experiences
in the aeromedical field.
How did your career develop, leading to your
current role at LAA?
After 20 years in the Army serving my country, I
was looking for a new challenge as I moved into
my early 40s. I wanted to make the transition
into the civil aviation industry and looked for
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companies that could match my experience.
In December 2010, I landed safely at Luxembourg
Air Ambulance, the operator behind European
Air Ambulance (EAA), and started as a flight
dispatcher. This role was similar to the one I had
while on international military deployments – I
needed to be proactive with our EAA clients’
requests, and very reactive on the missions
that followed.
After three years, and thanks to my experience,
I was offered the chance to take the lead in the
Mission Control Centre (MCC). It was a challenge
that I simply couldn’t refuse! I have been head of
the department for more than four years, and was
recently promoted to the role of chief operating
officer of LAA.
Would you say that your military service
experience has helped you in your
current position?
As chief of a large platoon, my duties involved
dealing with air traffic controllers, meteorologists
and radar technicians within my group. Of course,
I also had to communicate and work closely

with other platoons, including with helicopter
pilots, technicians, administrative staff and other
commanding officers. During this time, I spent
several months serving in international NATO
headquarters, tasking helicopters on various
missions in countries like Afghanistan, Kosovo
and the Ivory Coast. These operations included
reconnaissance flights, air support missions,
transport and cargo missions and, of course,
medical evacuation flights – all performed with
military helicopters and in close co-ordination
with other assets like fighters and close-range
reconnaissance drones.
This experience in joint operations was invaluable,
and I learned a great deal – both personally and
professionally – by leading military men and
women in the field. These key elements have
provided a breadth of experience that is crucial in
my current role.
What are the main responsibilities of your role?
Can you describe a typical day?
My responsibilities are quite diverse. I need to
optimise the company’s resources and personnel
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to ensure we can offer and provide the highest
standards of quality and availability.
I need to be fully aware, 24/7, of the current
fleet situation in terms of aircraft, medical team
and pilot availability plus, of course, scheduled
maintenance; and I’m in constant contact with all
of our various departments. It’s hard to describe a
typical day, because even though I would like to
have a set daily schedule, the nature of the work
means things are constantly changing.
What particular challenges are posed when
co-ordinating and carrying out organ
transplant missions?
Organ transport is one of the three responsibilities
carried out by the MCC – the others being sales
activities in liaison with our EAA clients, and
the dispatch, preparation and monitoring of our
flights. Organ transport is quite a challenge: the
MCC must provide a quick and reliable schedule
for the whole human organ transport team for
France Transplant (with the exception of Paris,
which is still handled separately) as soon as an
aircraft is requested by an organ team. The MCC is
in constant contact with French hospitals in order
to optimise services and react quickly. It is a major
challenge, with absolutely no room for error! We
perform around 800 organ transport flights each
year in addition to our air ambulance missions.
To do so, we have the support of a French partner
who can provide small jets adapted to these shortrange flights.
What would you say are the key elements
of maintaining good working relationships
with your clients in the insurance and
assistance industry?
The key point for maintaining a good working
relationship with our EAA clients – and this is the

main wording I give to my team – is definitely
very close, very good communication. Knowing
each other, putting a face to a name – this is the
only approach to take in order to start and keep
a good relationship. Another key point, even
though it may seem obvious, is that we always

quite a challenge, as the team had to deal with a
number of permit issues as well as extremely bad
weather conditions in Japan, where heavy snowfall
caused an additional delay. Finally we made it
out, and after flying via South Korea, Mongolia,
Kazakhstan and Europe, and the patient landed

we always inform our clients straight away in the event of any delays,
technical issues or complications
inform our clients straight away in the event of
any delays, technical issues or complications in our
mission preparation. It is vital that our clients have
complete trust in us. ‘Act professionally and never
lie or avoid telling the truth to our clients!’ – this is
something I often say to my team.
Can you give an example of a recent operation
that was particularly challenging?
We had a patient to pick up from Sapporo in Japan
who needed to be taken back to the UK.
Mission preparation went very well and
arrangements were made quickly, even though
we had to plan a double crew on the flight with
a complete crew change in Russia. The plan was
to send the aircraft to Japan via Russia (all LAA
staff have permanent Russian visas). During the
last sector of the positioning flight to Japan, we
were informed by the local Russian authorities in
Khabarovsk that they would not allow the return
flight if the patient on board didn’t have a valid
Russian visa – unfortunately this was the case.
Therefore, within less than 10 hours, we had
to completely reschedule a flight from Japan
to the UK avoiding a landing in Russia. It was

safely in the UK. I’m proud to say that my whole
team did a very professional job in resolving the
problems faced.
What is your favourite aspect of your job?
This job is just fantastic! No two days are the same,
and at any moment something can happen that
changes the course of our normal daily business.
In that respect, it’s very challenging and requires
experience and a cool head. Stress is, naturally, part
of the job, but you need to get rid of the negative
aspect of it and just keep the positive stress which,
when correctly channelled, can help you solve a lot
of issues.
What are your proudest achievements, both
professionally and personally?
My proudest personal achievement is my family.
I have a loving and supportive wife who has been
by my side throughout, and with whom I have
four sons. Professionally speaking, I’m proud of
both phases of my career – firstly in the Army and
latterly my move into the civil aviation world. As
the new chief operating officer of LAA, I’m ready
for yet more new and unexpected challenges! n
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