
A recent in-flight medical incident (IME) on an 
international flight brought personal experience of 
the emergency response to a clinical predicament, 
which exposed challenges and difficulties facing 
immediate aid responders in aircraft. Some will 
be medical volunteers responding to the crew 
announcement, “Is there a doctor on board?”

Flying on commercial flights is a remarkably safe 
form of transportation. In 2023 there were no 
fatalities in 37 million commercial air flights1. IMEs 
do occur, but on scheduled journeys are extremely 
low in incidence, with corresponding very low 
in-flight mortality rate. They however occur in 
a complex environment with limited medical 
resources and aeroplane cabin pressurisation 
equivalent to an altitude of 5000 to 8000 ft. during 
flight, exposing patients to low partial pressure 
of oxygen and low humidity. Doctor passengers 
can be requested by flight crew to assist affected 
passengers and may have limited experience in 
emergency procedures.

Although calls for an on-board doctor are infrequent, 
on one journey to the Far East, I responded three 
times when there were five calls for a doctor on 
different aeroplanes. Medical emergencies during 
short and long-haul commercial airline flights 
have increased due to aviation industry’s growth, 
popularisation of flights with global increase 
in tourism, aging air travellers with significant 
comorbidities, greater capacity of new aeroplanes
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and increase in non-stop distances flown. Precise 
incidence of on-board medical events on commercial 
airlines and the most common medical conditions 
remains uncertain.

Estimates vary between 24 and 130 medical 
emergencies for every million passengers flying.2 In 
a review, the overall incidence of IMEs was reported, 
suggesting 18.2 events per million passengers, 
and all-cause mortality rate was 0.21 per million 
passengers. In-flight medical emergencies were 
estimated to occur in approximately 1 per 604 flights, 
or 24 to 130 IMEs per 1 million passengers in another 
study.3 The most common IMEs involve syncope 
or near-syncope (32.7%), gastrointestinal (14.8%), 
respiratory (10.1%), and cardiovascular (7.0%) 
symptoms. One in 12 people are admitted to hospital 
when they land after an in-flight incident with the 
most common causes being stroke, respiratory and 
cardiac problems.3 The diversion rate to a proximal 
airport because of a medical emergency was 11.1 
per 100,000 flights,2 and estimated 4.4% of these 
were of cardiac origin.2,3

An aircraft is a challenging location for provision of 
immediate emergency care especially in economy 
class, with upgraded accommodation offering scant 
advantage. As an in-flight physician, I made many 
global return flights with patients recovering from 
heart attack, stroke or trauma. Occasionally there was 
need for intervention with supplementary oxygen or 
analgesia. A major factor in providing care is lack 
of floor space. In a fully loaded aircraft, there is no 
undisturbed location where one can prostrate an
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individual for clinical assessment and treatment, 
such as CPR, defibrillation or IV infusion, that is 
not in crew or public use. In tightly packed seating 
with a person seated at the window or mid-row, 
access is very difficult and with seat rows close 
together, it is often impracticable to get a seated 
patient into recumbent position to improve cerebral 
blood flow. I have had to treat patients on the floor 
of the galley, in toilet access or semi-recumbent 
across seating, while staff and other passengers 
endeavour to continue normal services and 
behaviour. Immediate access for continuing care 
often requires reseating of reluctant and disturbed 
passengers. On larger aircraft, even access to the 
first-aid kit and defibrillator can be delayed as staff 
do not always know where the equipment is stored. 
Treatment is difficult in confined space in the public 
eye and with cabin crew endeavouring to continue 
with normal duties. The medical volunteer also has 
to accept the possibility that, on long trans-ocean 
flights, intervention probably means responsibility 
for continuing care of the patient until landing, a 
potentially onerous undertaking. 

Cabin crew are required to have up-to-date first-
aid training and can deal with the majority of 
medical emergencies without calling for help. On-
board staff are trained to use a defibrillator and 
supplemental oxygen and there is legal requirement 
for aeroplanes in the UK to have a defibrillator and 
globally many do. In low income countries and 
small aircraft this may not apply.

Minimum requirements for emergency medical 
equipment in aircraft vary with the country and 
usually include: an automated external defibrillator, 
equipment for basic clinical assessment, 
haemorrhage control and medications to treat 
basic conditions. Large individual airlines such as 
British Airways (BA) have expanded contents on 
long haul aircraft, now often travelling 24 hours 
nonstop.4

In many countries, e.g. France, Holland and 
Finland, a physician has a legal duty to help any 

patient that needs urgent medical care in an  
aeroplane and this obligation applies in aircraft 
flying above these territories. In UK this is an ethical 
obligation and can be qualified by the clinical 
competence of the doctor. A dermatologist might not 
be expected to respond whereas this would be judged 
within the remit of a general practitioner. In British 
skies required assistance is dependent on the actual 
skills and competence of the physician. Temporary 
incapacity caused, for example, by intoxication 
does not abolish the physician’s duty to help, but 
justifies refusal of procedures adversely influenced 
by alcohol intake.4,5 Many healthcare professionals 
feel inadequately prepared to respond effectively.5,6

Some doctors are concerned about being involved 
in later lawsuit, but this is unlikely because usual 
medical standards do not apply and the patient does 
not know who has proffered care. If a legal procedure 
was to arise, a malpractice verdict would not be 
sustained because of the special circumstances and 
limitations to quality care in an aircraft.4,5 In one 
relatively small study, nearly all the doctors held life 
support credentials (185 (97.9%)), particularly basic 
life support (BLS) and advanced cardiovascular 
life support (ACLS). Despite frequent travel, the 
majority lacked in-flight emergency training and 
experience. While 109 (57.7%) would assist during 
an IME, 87 (46%) were unsure of their competence, 
and 109 (57.7%) had medico-legal concerns. Most, 
i.e. 176 (93.2%), agreed with the need for more 
IME training, but 138 (73%) lacked clarity about 
in-flight medical supplies. Allergic reactions (28%), 
cardiovascular (24%), and respiratory emergencies 
(24%) were the most common IMEs encountered.6

Insurance protection for medical volunteers can be 
a concern and varies from country to country with 
the aircraft flying over several jurisdictions while 
treatment is being provided. Those who respond to 
IMEs in the United States and elsewhere may have 
protection from Good Samaritan provision of the 
Aviation Medical Assistance Act and components 
of the Montreal Convention. UK Insurance 
companies have an ambivalent view to medical 
cover confirming that doctors should volunteer, with 
the proviso that it be within their competence and 
protection determined on individual case basis. 



Medical volunteers should ideally identify their 
background and skills to the crew, perform an 
assessment, and report findings to ground-based 
medical support personnel.7

Ground-based recommendations now ultimately 
guide interventions on board in many airlines. If 
medical and nursing care staff are not on board, 
pilots can contact 24-hour medical call centres for 
help. Many scheduled airlines now have immediate 
recourse to an on-call consulting physician at 
a call centre on land for treatment plan and care 
recommendations. Ground control and not the 
attending doctor will advise the need for rerouting 
and emergency landing.7

Well aware of practical difficulties of rendering 
good emergency care to ill passengers, my 
personal observations as a patient emphasised 
the problems of medical mishap while airborne. 
My thermo-regulation had long been impaired by 
hypothyroidism, but I had travelled the world’s 
seven continents for years without incident. On 
a very cold winter’s day however I found myself 
over-clothed, poorly hydrated in an aircraft with 
malfunctioning heat regulation. Cabin temperature 
continued to rise and I found myself trapped in 
tight window space, struggling to divest myself 
of clothing, with increasing headache, nausea 
and unwell feeling. Recognising the impending 
syndrome, I attempted to take preventive actions. 
It was however impractical to lower head between 
knees due to proximity of the seat in front and the 
neighbouring passenger was reluctant to move 
immediately from his seat. I promptly blacked out 
in a vasovagal event.

Concerned staff apparently declared an IME and 
requested the assistance of any on-board doctor. 
Unfortunately, the only one was unconscious and 
an unwanted response came from two inebriated 
soccer fans who claimed CPR skills. Returned to 
consciousness, I was draped semi recumbent across 
several seats vacated by unwilling passengers and 
the crew were debating whether I had a stroke or 

heart attack, unhappy at the disturbance wrought on 
their service routines. It had proved a difficult task 
to get me from a jammed position between seats 
to recline for assessment. There was absolutely no 
space available to offer immediate clinical care. 
Fortunately, the episode ended once prostrated. 
Cerebral blood flow returned to normal and I was 
able to walk off the plane.

On a second occasion when flying to Singapore, 
ingestion of lobster brought an immediate severe 
allergic response and syncope. I fell unconscious 
in the walkway and when I came to, found myself 
lying across jump-seats in the galley, with staff 
manoeuvring food trays from lockers above my 
head. I drifted in and out of consciousness and 
surfaced again, was prostrated across three seats 
vacated by passengers located at the aircraft wing. 
When I opened my eyes and looked out of the 
window, an immense flashing streak of light surged 
along the wing towards me and I thought that I had 
left this world. The plane had however been flying 
through a thunderstorm, had been hit by lightning 
which ran across the aircraft.

There were no other doctors on board this flight and 
scarcity of space had made crew assistance difficult. 
A prolonged oceanic flight, on landing I was able to 
walk off the plane, again reminded of difficulties in 
provision of immediate care on aircraft. A physician 
friend when called upon on a transatlantic flight, 
did overcome these obstacles, when he performed 
an emergency tracheotomy on a patient with airway 
obstruction. He was rewarded with onward and 
return first class air accommodation an incentive 
perhaps for all volunteers responding to the request 
for doctor assistance.
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