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Case Overview: 
During a commercial airline flight, a 55 year old passenger develops palpitations.  He is found to 
be in VTach.  He then arrests.  After defibrillation with an AED he achieves ROSC.  
 
Medical Objectives: 

1. Management of VT with a pulse 
2. Management of VT arrest 

 
CRM Objectives: 

● Discuss challenges of managing on-flight emergencies.  
 

 
History from flight attendant: 

● This patient said he felt dizzy and then he looked very pale and unwell.  
 
History from patient: 

● He said he felt very dizzy, like he was going to pass out 
● PMHX: DM, HTN.  
● Meds: for the above; unsure of names.  

 
Initial Physical Exam findings: 

● He appears slightly pale, anxious.  GCS 15.  
  

Prompt to Provide: 
You are watching a movie during a long flight.  Suddenly, you hear overhead “is there 

a doctor on board?”.  You make your way to the back of the plane to offer your assistance.  



Case Progression 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient State Status Learner Actions Triggers 

1. First Steps 
 
HR 150 
BP 165/100 
RR 12 
O2 96%  
T37.2 

Patient 
answering 
Qs.  
GCS 15. 
 

❏ Do ABC assessment 
❏ Ask for on-board medical kit to attain vitals 
❏ Do vitals 
❏ Request AED 

Still seizing 

2. Unstable 
 
HR 145 
BP 70/55 
RR 22 
O2 94% 

Patient says 
“I don’t feel 
well”, lays 
down, looks 
sweaty, 
clutches 
chest. 
Weak 
pulses. 
 

❏ Repeat full set of vitals 
❏ Set up AED 
❏ ASA 160mg PO 
❏ IV access 
❏ Request flight diversion 

Still seizing  

3. Arrest 
 
HR 150 
BP -- 
RR -- 
O2 -- 

Not moving. ❏ Start CPR 
❏ Request PPE 
❏ Defib early (AED will guide) 
❏ Epi 
❏ Support airway: BVM, oxygen 

If bagging: 
Flight attendants say “we 
aren’t allowed to do that now 
because of COVID!” 
(Air Canada Guideline: 
compression only CPR) 
 
After Defib x1 (or 2): 
Move to stage 4, ROSC 

4. ROSC 
 
BP 70/50 
HR 90 
RR 20 
O2 94% 
T 37.4 

GCS 9 
E3 
V2 
M4 
 
Weak 
pulses 

❏ Normal saline bolus 
❏ +/- Epi push dose pressor 

Flight diversion, will land in 25 
minutes, end case. 
 
 
 
 



Information for Facilitators about In-Flight Emergencies: 
● Altitude for most flights is about 6000-8000ft. Common presentation encountered 

include: Syncope, Generalized Weakness, GI complaints (i.e N&V, Diarrhea) 
● Common barriers include: 

○ Language barrier 
○ Limited space 
○ Noise and lack of equipment 

● Onboard collaboration: 
○ Flight attendants: trained up to BLS level. Will help you retrieve needed 

equipment, make room for medical interventions, and relay information to the 
flight captain. 

○ Pilot/Captain: Makes overall executive decisions. Their #1 responsibility is the 
safety of the plane and will act in relation to that goal. 

○ StatMD: MD consultant on ground. Can provide you with decision support and 
management suggestions. They will also advise the captain regarding flight 
diversion. 

●  Flight diversion considerations 
○ Ground consult (stat MD) is available, but has to go through flight attendant & 

pilot 
■ Does not disturb captain, connection is also difficult which is worse when 

having to go through cabin phone link 
○ Final decision to divert is captain’s decision, statMD can recommend (overrules 

physician volunteer) 
■ Destination, fuel, airport (not all aircraft can land at all airports) 
■ Diversion airport is usually picked before even taking off 

○ In the case of cardiac arrest, diversion is very infrequent. It’s only for the patients 
who ROSC and are quite unstable but based on risk factors have a good chance 
at survival, in combination having a feasible diversion landing plan 

● Techniques to conquer onboard challenges 
○ Unfortunately, auscultation for BP is +difficult/impossible 
○ Passengers & onboard staff can often help with translation 

● COVID Modifications 
○ PPE for crew 
○ Compression only CPR 
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