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Founder and Chairman
MedAire, Inc.
Tempe, Arizona

oan Sullivan Garrett is Founder and Chairman 
of MedAire, Inc., the world’s first financially 
viable commercial application of telemedicine 
service to provide distance-based, medical assis-

tance to people in remote locations on a global basis. 
Founded in 1985, the company today continues its 
world leadership in leveraging technology, medical 
expertise, and information resources to provide, one-
on-one, real-time medical help to people in remote 
environments—land, air, and sea. Since founding 
MedAire, Ms. Garrett has expanded the scope of the 
company to provide complete health and security preparedness solutions 
that include training programs, specialized medical kits, and lifesaving 
semiautomated external defibrillators. Ms. Garrett consults with aviation 
industry leaders, government agencies such as the U.S. Federal Aviation 
Administration, provides Congressional testimony on health and safety 
issues, and consults with private industry on technology applications for 
distance-based medical care. She serves as Vice-Chair on the Board of 
Governors for the Flight Safety Foundation (FSF), is a member of the FSF 
Executive Committee and is a Committee Member for the FSF Business 
Aviation Meritorious Awards. Ms. Garrett is a corporate member of the 
National Business Aviation Association (NBAA), a member of the NBAA 
Associate Member Advisory Council, and sits on its Corporate Aviation 
Advisory Council. She is also a longtime member of the International 
Aviation Women’s Association (IAWA) and currently sits on the IAWA 
Advisory Board. Additionally, she is a member of the Aerospace Medical 
Association and the International Society of Travel Medicine.

How did you get started in this business?

Originally, I was a flight nurse and flew onboard helicopters and 
fixed-wing aircraft to take care of patients in remote locations and 

transport them back to a hospital for definitive 
care. I noticed that when I was flying a critically ill 
patient to a hospital and the pilot would take the 
aircraft to 6,000 feet altitude, the patient’s condition 
would often change dramatically. I would have to 
compensate for these changes either by increasing 
oxygen or asking the pilot to take the plane down 
to an altitude closer to sea level. It was a natural 
evolution to carry this idea over to people with 
chronic illnesses who fly on commercial airlines, 
where the standard cabin altitude is 8,000 feet. I 
am trained in altitude physiology, and I understand 
how the gas laws translate to the human body and 
what effects high altitude can cause. I wondered 
what happened when people with chronic condi-

tions flew and whether that contributed to in-flight medical emer-
gencies. At that time, this was just a hypothesis. I learned that the 
airlines did not keep track of these incidents for the most part. A few 
collected information from flight attendants and wrote articles about 
it, but this was not statistically significant data. 

When I had a problem with a patient in flight, I would patch 
through using the radio or the in-flight phone and call an emergency 
room physician, share with them the situation and what I had done 
to intervene, and ask for their recommendations. It was additional 
expertise from another set of remote “eyes.” Many times it would 
help, and this introduced me to the value that could come from hav-
ing access to medical expertise on a remote basis.

I thought about creating a similar system for flight attendants, who 
are not medically trained but are responsible for the well-being of 
passengers on their aircraft. Was this something that could be avail-
able on a broader basis?

The other reason I got started in the business was an experi-
ence I had with a particular patient who we were transporting via 
helicopter—a 9-year-old boy named Tommy, who was involved in a 
rollover accident on an isolated dirt road in the San Tan Mountains 
in Arizona. The severity of his injuries was not recognized and appro-
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priate intervention was not provided at the scene. Children have an 
amazing ability to compensate for lethal injuries for a very short 
period of time. As we were approaching the scene of the accident, 
the rescuers on the ground said that Tommy was stable and that we 
were not needed, so we headed back to our base. No sooner had we 
returned to the hospital, then we were scrambled again to the scene, 
and by the time we arrived Tommy was on death’s door. As I worked 
on Tommy in the front seat of the pick-up, he was conscious but 
knew that he was dying. My conversation with this little boy, who 
was about the age of my sons at the time, has had an impact on me 
to this day. 

Even when, early on, nobody was interested in the product I had 
developed, that experience inspired me to keep going and helped me 
bring a full-service solution to remote environments, to provide the 
expertise, education, and training needed to recognize and intervene 
in medical emergencies, and to provide the appropriate equipment to 
enable flight crews to utilize their training and alter outcomes.

Another factor that contributed to my decision to venture into 
the business world was the fact that a career as a flight nurse is a 
short-lived one, and I had to decide what to do after that job came 
to an end.

I started out developing medical kits for the airline industry, 
which, it quickly became clear, the airlines did not want to buy. In 
1986, I looked at the capability of airline crews to provide medical 
care in flight and I was shocked. The first aid kits had been designed 
in 1924 and had not changed—change would not come until 1988. 
They did not contain gloves or any barrier devices; basically they 
included bandages and more bandages. Shortly thereafter, the FAA 
launched an effort to change the kit. I was still working as a flight 
nurse and I thought that maybe I could develop a kit that would be 
useful. I constructed a kit that would meet the proposed regulatory 
requirements, and went above and beyond, addressing needs such as 
personal protection. Times were changing. 

I had built the most beautiful kits; they were organized and they 
met all the requirements. But, they cost twice as much as the ones 
available from companies that were just throwing supplies into a box 
and selling them. The airlines did not want to pay any more than 
necessary to meet the requirements, so they did not buy my kit. I did 
end up selling my kit to People’s Express, an airline in operation at 
the time, and I gained valuable experience from that relationship. 

I had received some seed capital from my employer to start the 
business—not a large amount, about $22,000—but I still had to keep 
working as a nurse until the business grew. 

Fast-forward about 22 years, and MedAire now provides medi-
cal kits to 85% of U.S. airlines. During that time, as the regulations 

continued to change and we accumulated 20 years’ worth of data on 
in-flight medical care, the FAA, recognizing the power of those data, 
determined that aircraft should carry an emergency medical kit in 
addition to the basic first aid kit. We had worked with the FAA Civil 
Aeromedical Institute to produce a scientific paper based exclusively 
on our data. I have also testified before Congress and presented data 
to support the need for automatic external defibrillators (AEDs), 
which are now required on board U.S. commercial aircraft. It is fair 
to say that the data generated by MedAire have had a huge impact 
on the industry. 

MedAire provides its MedLink service to about 90 commercial air-
lines around the world, including thousands of business aircraft and 
hundreds of commercial ships and private yachts. 

How would you describe MedAire? What is it and what does it do? 
How is it different from its competitors?

MedAire is a service company that brings expert products and 
services to remote environments. We provide an integrated solution 
that combines medical expertise, environment-specific educational 
programs, and medical equipment that complies with the regulatory 
requirements of a particular environment or country. All three com-
ponents are essential for providing an effective solution.

Whereas some airlines have their own medical departments and 
may elect to use those resources rather than contract with MedAire, 
those that do not may utilize MedAire as their medical department. 

We do have competitors, but they do not really offer what we 
do. For the most part, our competitors provide medical advice—the 
telemedicine component—but they do not offer the whole spectrum 
of services and equipment that MedAire provides. For example, for 
commercial airlines, our services start with the reservations process 
and gate clearance. If a passenger calls and says, “My husband is in 
the hospital and I want to make a reservation to fly him home tomor-
row,” for example, that call will automatically go into our passenger 
assistance service center where we can determine if that passenger 
is able to fly. 

Additionally, we provide an oxygen requirements assessment 
service so passengers can arrange to have supplemental oxygen dur-
ing their flight. Many physicians do not understand the 8,000-foot 
altitude equivalent that exists within the aircraft cabin. They think 
the cabin is pressurized to the equivalent of sea level and may tell a 
patient that it is okay to fly, even though they would not recommend 
that the patient visit mountainous areas at higher elevations. 

A similar issue involves passengers who come to the gate expect-
ing to take their own oxygen tanks on board with them. Passengers 
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and their doctors may not realize that federal regulations prohibit 
passengers from doing this, and at that point we have to determine 
whether passengers are fit to fly without their oxygen.

Another area of service relates to travel health. What if a family is 
traveling to Disney World, one of the children has chicken pox, and 
a gate agent sees the rash as she is processing the family’s paperwork. 
That child may be contagious, which would pose a risk to a pregnant 
passenger, to someone with a compromised immune system, or to an 
elderly person who might be sick. Somebody has to decide whether 
the child should be permitted to fly. We take our responsibility very 
seriously—to help people fly, even if they have a medical condition or 
a problem, and to protect the other passengers and the crew.

For the in-flight phase, when someone may present with a medical 
problem during the flight, the crew typically has only basic first aid 
training. Today’s passengers can have very complex medical issues 
and multiple illnesses, many chronic, and they often travel with an 
assortment of medications. How is someone trained only in first aid 
supposed to deal with that type of complexity? They need help. The 
in-flight component of the MedAire services, called MedLink, gets most 
of the public attention. When a crew member calls MedLink, within a 
minute or so they will be speaking on the phone with a Board-certified 
emergency physician who understands the issues of altitude and the 
challenging aircraft environment, and knows exactly what is in the 
onboard medical kit and what other resources are available on board. 
The physician can guide the crew members on what action to take, 
and can also advise the captain whether or not the medical condition 
is serious enough to require landing the plane. An illness must be per-
ceived as life-threatening to warrant diversion of the plane, and only if 
there is no over-riding safety consideration that could impact the flight. 
The captain must balance one life against the lives of the other passen-
gers and crew. Whether to divert the aircraft is, ultimately, the captain’s 
decision, but we can help them make a more informed decision.

It does not end there, though, because depending where the plane 
is at the time of a medical event, there may not be ready access to 
medical care near the closest airport, and it might be wiser to con-
tinue on to another airport where medical resources are more read-
ily available. Our capabilities include a global database of airports, 
developed by MedAire, which provides information on hospitals, 
ambulances, relative distances between facilities, response times, air-
port managers, airline contact staff, specialty care centers, open-heart 
facilities, neonatal services, etc. All of that data is at the fingertips of 
the emergency physicians giving guidance to the crew. 

Add to that a telemedicine device that transmits pictures, ECGs, 
oxygen levels in the blood, blood pressure, temperature, and other 
measurements, and you have quite a comprehensive service. 

Whereas some companies just do training, some offer in-flight 
advice, and some provide kits, but no other company does it all. Our 
intent has been to provide a complete, sophisticated service from the 
get-go.

What are the main challenges of providing a virtual medical pres-
ence on an airplane when the plane is 30,000 feet in the air?

The biggest challenge is convincing crews that our doctors on the 
ground have the ability to guide care in the air better than would a 
volunteer physician, nurse, or paramedic who happens to be on the 
flight. These medical volunteers are typically operating outside their 
usual environment and do not have the resources they are accus-
tomed to having on the ground. They tend to be very conservative, 
and rightly so. Additionally, the airline has a responsibility to the 
passengers to ensure that when they accept help from a volunteer 
that they make every effort to qualify that person. We have had 
experience with imposters, and with the type of equipment available 
in the medical kit, that could result in untoward outcomes. One of 
our roles is to validate that people are who they say they are, and 
our doctors can typically do that through a brief conversation with 
the volunteer. 

What kind of regulatory hurdles are there in providing medical 
expertise through a telemedicine link, for example, when a British 
carrier is flying over the Middle East?

The first step is to ensure that our products and services meet 
regulatory requirements on a global basis. There are European Union 
(EU), Federal Aviation Administration (FAA), Civil Aviation Authority 
(CAA), Civil Aviation Administration of China (CAAC), and other 
requirements, and knowing all the different regulations is essential. 
Regulations vary, for example, regarding what should be in the kits or 
what training is required, and our job is to provide the highest stan-
dard of care, even though we are providing no more than basic first 
aid and life support. As a plane moves quickly across countries and 
across borders, we tend to worry less about what country it is flying 
over and more about providing the best possible service. 

Cultural factors can often be quite important. For example, if a 
passenger who is a strict Muslim becomes sick, we have to factor in 
cultural considerations whenever possible. We had a case in which on 
a flight from Scandinavia to the Middle East, a Muslim woman began 
hemorrhaging—she was having a miscarriage and she was bleeding 
to death. Complicating that, she had multiple other children with her 
under the age of 5. If we wanted to save her life we had to take the 
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necessary action. Another example involved a flight traveling from 
Singapore to London that was diverted to Mumbai (what used to be 
called Bombay). They would not let the sick passenger off the plane 
without guaranteeing payment—it was during the Haj—and the pas-
senger died. Those types of cases are very frustrating. 

Do legal issues come into play as well when providing this kind 
of medical support?

We protect ourselves by having very clear protocols and proce-
dures. We digitally record every call; without that recording and 
specific data capture it can become a matter of “he said/she said.” 
Mitigating risk is part of what we think about every day. 

How do you envision telemedicine and travel medicine becoming 
more closely aligned in the future?

I think it is already there. Telemedicine is very much a part and par-
cel of our business. It is important to recognize that there are standards 
for fitness-to-fly—for both crew and passengers—that have been devel-
oped by aerospace medical professionals, and to integrate those into 
our business. We also offer travel advisories for many of our corporate 
clients, warning of disease outbreaks, what types of immunizations are 
needed when flying to a particular region, what endemic diseases are 
present and how to avoid exposure. For infectious disease risks, such 
as severe acute respiratory syndrome (SARS), flu, and other infections, 
we work closely with the Centers for Disease Control and Prevention 
(CDC). For example, a passenger coming from an endemic area might 
exhibit symptoms of disease while in flight, and we will help deter-
mine the best action to take onboard and on the ground to minimize 
exposure and risk to others. As you can see, telemedicine and travel 
medicine are already quite closely aligned in our business.

Do you see telemedicine and e-health becoming more advanced 
as aircraft design changes and more real-time communication and 
data relay becomes available?

Yes, certainly. When I first started working as a flight nurse, we 
relied on a very high frequency (VHF) or high frequency (HF) radio 
patch for an air-to-ground communications link. Satellite communica-
tion has now become standard on many jets, and that provides a very 
clear connection. In many cases, both data and voice lines are avail-
able, so if an aircraft has a telemedicine device on board, such as a 
12-lead ECG, then the physician on the ground can receive ECG results 

to help evaluate the patient. We also have real-time video available, 
compared to store-and-forward images previously used. So the crew 
member in the plane and the physician on the ground can be looking 
at the same thing at the same time to view the patient, for example. 

Airplane technology is definitely becoming more advanced, and 
with the new A380, an enormous flying machine that can carry up 
to 800 passengers, the likelihood of having a medical emergency 
becomes quite high, and maybe even more than one emergency dur-
ing a single flight. Furthermore, that large an airplane cannot land 
at just any airport. The airlines will have to consider having more 
advanced equipment on board and more highly trained crews to be 
able to manage ill passengers for a longer period of time—possibly 
even including stretchers, the ability to give injections or start an 
intravenous line, and even perhaps having a morgue on board.

Do you believe smart medical systems and emergency medical 
records (EMRs) will be widely implemented and deliver advantages 
in the near future?

Despite all the advanced technology and capabilities I have 
described, there is still a missing link, and that is the acceptance and 
standardization of EMRs. Do I believe they will be widely imple-
mented? Unless we adopt some standard in the U.S. similar to what is 
being implemented in the European Union—all EU citizens must have 
an EMR, which is transportable—and we are able to link an EMR to 
a person’s passport number or social security number, for example, 
then we will not have access to some very important information, 
especially if a patient cannot talk. 

How realistic is this for aviation? I think there will be a lot of 
push-back. With the state of our medical care today, I would not be 
surprised if people would consider flying just to get medical care and 
expect to get a complete work-up on the flight.

Are there major differences between the services you provide to 
the airline industry compared to the maritime industry?

The maritime industry has some of the same, but also some very 
different, challenges. MedAire does not support the cruise line indus-
try, but we do support commercial shipping and luxury yachts. Once 
these ships are out at sea, they are out there, so in many cases you are 
talking about providing critical care and managing patients for days, 
if not weeks at a time, until they can get them off the ship.

—Interview by Vicki Glaser


