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at 35,000 ft

Talha Bashir, MD*

Department of Medicine, Greater Baltimore Medical Center, Towson, MD, USA

An estimated 1 in 600 commercial flights will have an onboard medical emergency and approximately half of
the time a passenger physician will provide medical assistance. A medical emergency on an aircraft can be a
daunting task for even the most seasoned physician. This article is a narrative case report from a physician
passenger who found himself in the midst of such an emergency on a 15-hour international flight.
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s a young physician with 1 year of training post
Amedical school, I sat among some 300 individuals

on an Airbus A340 on my way to start a US In-
ternal Medicine Residency. As we followed the sun around
the earth at 600 miles an hour, cruising at an altitude of
35,000 ft over the Atlantic Ocean, it seemed that little
could go wrong. While watching my seventh episode of
‘Frasier’ on a 12-inch screen with a barely functioning
headset, my show was interrupted by an announcement.
‘Ladies and gentlemen, would those with medical training
please make themselves known to the flight crew. There
is a medical emergency on the aircraft’.

I thought that there must be a doctor sitting in business
class who is probably already taking care of the patient.
Why risk getting involved? But when the announcement
was made a second time, 10 minutes later, I had no choice.
An airline crewmember approached me, and I timidly
asked ‘Is there a true medical emergency on this plane?’
She inquired back, ‘Are you a doctor? Nervously, |
admitted to being a ‘resident physician’. The passenger
in the seat next to me basks in the drama unfolding next
to him. The crewmember asked me to follow her to the
front of the plane after showing proof of my medical
training.

As I walked through the aisle towards the cockpit, it
seemed as if I was being led to the cockpit itself. ‘T hope
it’s not the pilot!” I thought to myself. Suddenly the
turbulence seemed to increase and dark clouds were
amassing, spewing lightning and thunder like a horror
movie. Only thing worse that I could think of then would
be another announcement, ‘Ladies and gentlemen, Does
anyone know how to fly an airbus?” Thankfully, I was

quickly debriefed about an elderly gentleman in business
class who had collapsed in the bathroom.

An 82-year old man with a history of multiple myeloma
and end stage renal disease on hemodialysis reclined
in a luxurious business class seat was panting, sweating
profusely and appeared exhausted. Before the flight, he
had attended many a farewell dinner. Unfortunately, the
night before he encountered a veritable foe, a drumstick
gone bad. Drumsticks are the immature seed pods of
the Moringa oleifera tree eaten in a variety of dishes in
South Asia. His wife sat with him worried but able to
provide more history. ‘I told you that drumstick vegetable
was rotten’. The man admitted to having had diarrhea for
the last 24 hours and his last dialysis treatment was 1 day
prior to departure.

Another young lady stood by his side and introduced
herself as a registered nurse. I introduced myself to all.
As luck would have it, the patient and his wife were from
my hometown and already I could see a sense of relief
on their faces. He did not have medical bracelet or any
medical records with him. A bad case of gastroenteritis
I thought to myself, likely a vasovagal event. I should
assess his hydration status.

The patient’s parched and cratered tongue, dry lips and
a delayed skin turgor confirmed my diagnosis. One of the
senior crewmembers tried to control the curious passen-
gers and gave us a briefcase with a red cross etched on it.
The bag contained an impressive array of gadgets and
gizmos of the medical trade. Of course a blood pressure
set, stethoscope, and torchlight lie on top. Underneath,
intravenous tubing, lactated ringers solution and normal
saline solution bottles, a laryngoscope with endotracheal

Journal of Community Hospital Internal Medicine Perspectives 2014. © 2014 Talha Bashir. This is an Open Access article distributed under the terms of the 1
Creative Commons Attribution-Noncommercial 3.0 Unported License (http://creativecommons.org/licenses/by-nc/3.0/), permitting all non-commercial use,
distribution, and reproduction in any medium, provided the original work is properly cited.

Citation: Journal of Community Hospital Internal Medicine Perspectives 2014, 4: 24730 - http://dx.doi.org/10.3402/jchimp.v4.24730

(page number not for citation purpose)


http://www.jchimp.net/index.php/jchimp/article/view/24730
http://dx.doi.org/10.3402/jchimp.v4.24730

Talha Bashir

tube, scalpels, syringes, alcohol swabs, and enough sterile
gauze to make a blanket. It included medicines like aspirin,
antihistamines, acetaminophen, anti-nausea medications,
epi-pens, beta agonist inhalers, and others. Another
crewmember brought a smaller brief case containing a de-
fibrillator with cardiac monitor along with multiple
medications right off an Advanced Cardiovascular Life
Support (ACLS) check list. The nursed started to record
vitals while I came up with my management plan. I was
fortunate to have a very engaged flight crew helping every
step of the way, but that is not always the case.

Two flight crewmembers, the nurse, and I are manag-
ing this patient, still 4 hours from landing. The flight crew
is well meaning, involved and very cooperative. I have had
a similar experience twice in the past (involving a grand
mal seizure and a panic attack), and airline crews on both
flights were very nonchalant. I explained to the patient’s
wife that it seemed clear that he is very dehydrated and
the best course of management would be to administer
some intravenous fluids. This is an easy order in the
hospital, but not so easy in a dehydrated, hemodialysis
patient in an airplane seat. Despite bright flashlights,
neither the nurse nor I was successful in attaining intra-
venous access. A life-saving remedy in the developing
world, oral rehydration solution was quickly concocted,
which the patient sipped gratefully from a paper cup.
The patient seemed to improve, appeared calmer, and his
mentation improved as well.

Arrangements were now being made for immediate
medical evacuation, once we landed at our destination.
We continued to monitor the patient with half hourly
rounds until landing. I was asked to prepare a brief sum-
mary of events and impressions, which would be handed
to emergency medical staff at the destination.

Twenty minutes before landing, a final glance at the
patient before transfer out of unit A340, ‘patient is alert
and fully oriented in time, place, and person’ I think to
myself. After 2 hours of sipping on a sufficient amount
of the minerals of life, he is mentating well at this point,
his sweat having dried off his brow. He is asking about
what was to happen next. The patient and his wife were
truly grateful for the assistance as were the crew. Just like
that, it was over. We returned to our lives.

Two weeks later, I received a letter in the mail. It was
from one of the senior flight crewmembers who had assis-
ted in the care of the gentleman. To my astonishment,
a million dollar check fell out of the letter, along with
card which read ‘I cannot thank you enough for your
assistance with the medical case on last week’s flight!
I found out that our guest’s condition improved in part to
your efforts. It would be an honor and a pleasure to see
you on one of our flights again soon!” Just kidding about
the check! The million dollar check was actually a very
thoughtful and useful Target store gift card.

Discussion

Over 2 billion people travel by commercial aircraft every
year. Approximately 1 out of 40,000 passengers will have
a medical incident needing assistance while on an aircraft
(1). That works out to 40,000 medical emergencies a year,
about 50 flights a day in the US alone (2).

Out of the most common medical problems that are
faced in these situations syncope or pre-syncope is seen
in more than a third of cases, followed by respiratory
problems (12%), nausea or vomiting (10%), seizures (6%),
and trauma (2%). The dreaded cardiac arrest case has a
lower incidence of 0.3% of cases (1). Approximately 70%
of the time, assistance will be provided by a physician
and/or nurse passenger (1).

The Federal Aviation Administration in 1986 estab-
lished regulations requiring airline carriers to place
medical kits on board passenger aircrafts (3). Most US
commercial airlines have a defibrillator and ACLS medi-
cations (4). However, this varies worldwide depending on
the airline (5).

A few airlines even carry telemonitors and sometimes
one can expect a device called the Tempus IC. This is
an impressive micro ICU kit equipped with an oximeter,
blood pressure monitor, glucometer, and 12 lead Electro-
cardiogram (EKG) monitor. It is able to transmit live
pictures and images to a ground-based physician (6).

As a healthcare provider, a thorough triage of the
patient is essential in determining whether the plane must
be diverted or if the patient can be stabilized until landing
at its predetermined destination.

If the patient can be stabilized, the other question
that often arises is whether the patient needs immediate
medical attention on landing. Most cases of hospital
admissions after landing have been due to possible stroke,
respiratory symptoms, and cardiac symptoms, and ap-
proximately one third of those patients are admitted (1).

Legal implication

In 1998 Aviation Medical Assistance Act provided an exten-
sion of Good Samaritan laws to protect state-qualified
physicians, nurses, physician assistants, Emergency medi-
cal technician (EMTs), and paramedics (3). It states:

An individual shall not be liable for damages in any
action brought in a Federal or State court arising
out of the acts or omissions of the individual in
providing or attempting to provide assistance in the
case of an in-flight medical emergency unless the
individual, while rendering such assistance, is guilty
of gross negligence or willful misconduct. (3)

The provider is required to show identification and
evidence of his/her medical training. In the absence of
identification the flight crew can refuse assistance.

So as we travel the skies more frequently, remember
that our Hippocratic oath does not end at the end of a
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shift but is a lifelong commitment to the care of others in
any circumstance, even at 35,000 feet above the earth.
Sometimes, those with medical training can find them-
selves in unfavorable situations where they are asked
to answer the call of duty. Those that find themselves
responding to a medical emergency on an airplane should
know of the legal protections, resources, and options
available to them.

References

1. Peterson DC, Martin-Gill C, Guyette FX, Tobias AZ, McCarthy
CE, Harrington ST, et al. Outcomes of medical emergencies on
commercial airline flights. N Engl J Med 2013; 368: 2075-83.
DOI: 10.1056/NEJMoal212052.

A medical emergency at 35,000 ft

. Szabo L. Medical emergencies occur on 1 of every 604 flights.

USA TODAY 10:52 p.m. EDT, May 29, 2013.

. House of Representatives, Congress 2nd session, Aviation

Medical Assistance Act of 1998. Report 105-456, [cited 20
March 1998].

. Federal Aviation Administration. Appendix A to Part 121: First

aid kits and emergency medical kits; Available from: http://ecfr.
gpoaccess.gov/cgi/t/text [cited 12 April 2001].

. Subpart K. Instrument and equipment requirements. Code of

Federal Regulations Sec. 121.333; FAA. Available from: http://
rgl.faa.gov/REGULATORY_AND_GUIDANCE_LIBRARY

. Alcock C. Tempus in-flight medical kit upgrade with video

capability. MEBA CONVENTION NEWS. [cited 10 November
2008].

Citation: Journal of Community Hospital Internal Medicine Perspectives 2014, 4. 24730 - http://dx.doi.org/10.S402/jchimp.v(4.24730

[page number not for citation purpose)


http://ecfr.gpoaccess.gov/cgi/t/text
http://ecfr.gpoaccess.gov/cgi/t/text
http://rgl.faa.gov/REGULATORY_AND_GUIDANCE_LIBRARY
http://rgl.faa.gov/REGULATORY_AND_GUIDANCE_LIBRARY
http://www.jchimp.net/index.php/jchimp/article/view/24730
http://dx.doi.org/10.3402/jchimp.v4.24730


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 30%)
  /CalRGBProfile (None)
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed false
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <FEFF00530065007400740069006e0067007300200066006f00720020007400680065002000520061006d007000610067006500200077006f0072006b0066006c006f0077002e>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


