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Dr. Tilton Selected as Federal Air Surgeon

At press time for the last issue of the Bulletin, we very briefly reported that Dr. Fred Tilton had
been selected as the new Federal Air Surgeon. Now here is the rest of the story, excerpted from the
Federal Aviation Administration’s February 14 announcement abour Dr. Tilton’s selection.

THE ADMINISTRATOR of
the U.S. Department of
Transportation’s Federal Avia-
tion Administration (FAA),
Marion C. Blakey, today
announced that Frederick E.
Tilton, MD, MPH, has been
selected to be the new Federal
Air Surgeon. Dr. Tilton has served as
Deputy Federal Air Surgeon for the past
six years and replaces Jon L. Jordan,
MD, JD, who retired last month.
Asthe FAA’s Federal Air Surgeon, Dr.
Tilton oversees the Office of Aerospace
Medicine’s workforce of more than 400

—FEd.
8/ physicians, research scientists,
‘ nurses, program analysts, and
legal instrument examiners, in-
cluding the prestigious Civil Aero-
space Medical Institute (CAMI).
He also oversees the nearly 5,000
private physicians who administer
FAA medical examsasdesignated
medical examiners.

His primary areas of responsibility
include the medical certification of
airmen, inspection of industry drug
and alcohol testing programs, medical
clearance ofair traffic control specialists,

Continued on page 4

New Version of AME Guide Coming Soon

By Kelly Spinner

NAPRIL 2006, the Office of Aerospace

Medicine will introduce Version V
of the Guide for Aviation Medical Ex-
aminers (Guide). It is accessible via the
Internet at:
www.faa.gov/other_visit/aviation_
industry/designees_delegations/e_ame_
guide/

Note: Remember to update your
Guide’sshortcutand/or bookmark with
Version V.

Significantitems that deserve special
attention are:

Introduction of a Search Engine

e Weinstalled asearch engine forim-
mediate retrieval of medical information
and guidance specific to the Guide.

Introduction of new Aviation Medical
Examiner- Assisted Special Issuances
(AASIs)

e We included new AASIs for appli-
cants with a history of melanoma and
testicular cancer that is applicable for
ALL classes.

e We are also pleased to introduce
a new AASI subsection applicable for
third-class applicants only. These par-
ticular medical conditions are initially
disqualifying and must be deferred to the
Aerospace Medical Certification Division
or Regional Flight Surgeon. Following
the grant of an Authorization for Special
Issuance of a Medical Certificate by the

Continued on page 4



When in doubt...

...CALL THE STAFF at the
Aerospace Medical Certification
Division (AMCD) or your regional
flight surgeon.

I realize that is an unusual way to
startmy firsteditorial as the Federal Air
Surgeon, but I wanted to give you an
idea about the way I think right from
the beginning. I will get back to that
in a moment.

When I interviewed to become Jon
Jordan’s deputy more than six years
ago, one of the first questions he asked
me was, “Would you be interested in
my job some day?”

My answer was, “In my opinion,
the Federal Air Surgeon (FAS) has the
premier civilian aerospace medicine
job in the United States, and it would
be a very great honor to be the FAS
some day.”

He then asked if I thought I was
prepared to step into the position im-
mediately if he decided to retire. I told
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The Federal Air
Surgeon’s Column

By Fred Tilton, MD

him thatI probably could because there
had been other times in my career where
I had been successful after being ap-
pointed to a vacant position. I went on
to say that if given the choice; however,
I would prefer to have the opportunity
to watch him and learn.

Fortunately for me and you, Jon did
not decide to retire immediately, and
I had six years to observe a consum-
mate professional at work. That may
seem like a long time to some, but the
time has just flown by. The Office of
Aerospace Medicine is responsible for
a variety of aviation safety programs;
development of aerospace medical
policies and standards; medical certifi-
cation of airmen; medical clearance of
air traffic control specialists; oversight
of aviation industry drug abatement
programs; Federal Aviation Administra-
tion (FAA) employee drug and alcohol
testing; FAA employee occupational
health; aerospace medical education;
designation, training, and oversight of
aviation medical examiners (AME:s);
and aerospace medicine and human
factors research. I will write editorials
focused on each of these areas in future
issues of the Bulletin. My intent here is
only to say I had alot to learn, and that
Jon was, and continues to be, a great
mentor and friend.

It helped that I had a fair amount
of experience in aviation and aerospace
medicine [see lead article, page 1], so
Jon did not have to spend much time
on the basics. However, my knowledge
of the FAA and the Office of Aerospace
Medicine was limited, so Jon spent a

reat deal of time explaining “the FAA
usiness.” He had also made excellent
personnel decisions, leaving me, the

Office of Aerospace Medicine, the
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FAA, and youwithahighly professional
and talented cadre of people who are
dedicated to public service. Thanks
again, Jon!!!

Now, back to my opening comment.
ShortlyafterIjoined the FAA, I attend-
ed a basic AME seminar in Oklahoma
City. One of the first things new AMEs
were told was when in doubt, defer. That
was the right message at the time. The
capabilities of the electronic medical
certification system (DIWS) were fairly
limited, and most of the responsibility
for medical certification was in the
hands of Warren Silberman in his role
as the manager of the AMCD.

There was no way that Warren and
his limited staff could immediately re-
spond to all of the questions from AMEs
regarding certification decisions. Since
it was very difficult for AMEs to gain
directaccessto Warren, the safealterna-
tive was to defer. While deferral helped
to support safe decision making, it also
contributed to a large queue of cases
awaiting decisions and, consequently,
a long wait for some airmen to receive
notification regarding FAA certifica-
tion decisions on their cases.

DIWS has now been enhanced, and
staff at our regional offices are partici-
pating fully in airman certification. As
a result, we can respond much faster.
So, AMEs, when you are debating with
yourself about a questionable case, do
not automatically defer. Pick up the
phone and call the AMCD or your
regional flight surgeon. It is very likely
that you will be able to get an immedi-
ate answer to your question and be able
to issue the airman a certificate on the
spot. Thiswill allow us to provide better
service to our customers and also help
to minimize the AMCD queue.

We have already seen the benefits of
this enhanced system—we have been
able to keep ouraverage special issuance
decision-processing time to less than 30
days forseveral months. The next DIWS
enhancement, MedXPress, will add the
capability to allow airmen to submit
their applications electronically. You
will hear a lot more about MedXPress
in the coming months.

I will close by saying that it is an
honor to be appointed your Federal
Air Surgeon. When you see me at a
seminar or any other event, please take
the opportunity to introduce yourself.
I look forward to meeting as many of
you as I can and to working with you
in the future.



Certification
Update

Information
About Current
Issues

By Warren S. Silberman, DO, MPH

Vision Correction

YOU MAY HAVE HEARD that we have
approved several new procedures
since our last Bulletin update. We are
now accepting conductive keratoplasty,
aprocedure for treating presbyopiaand
for monovision (contact lenses that ad-
just one eye for farsightedness and the
other for nearsightedness, used as an
alternative to bifocal lenses) correction
of presbyopia. The ophthalmologist uses
radio frequency waves at specific posi-
tions about the cornea, thus elevating
the mid-cornea.

The problem is that there can be
a slow loss of effect so that each year
there is a quarter-diopter reduction in
hyperopia. For this reason, the FAA
requires a period of stability—the air-
man must be grounded for 6 months

BiLLy BoB SMITH, a 45-year-old

entrepreneur, P-51 Mustang pilot,

and avid motorcyclist had one
not-so-smart habit—to ride his motor-
cycle without wearing a helmet.

One day, he wasriding his cycle home
from a meeting with his accountant
when his cycle slammed into a four-by-
four that had sped through a stop sign.
Billy Bob was thrown from his bike
and struck his head on the pavement.
Luckily, the impact was not severe, but
by all accounts he was unconscious for
2 hours. A CT scan of his head did
not reveal any blood whatsoever. The
CT scan was even repeated the next
day and still did not demonstrate any
abnormalities. His only posttraumatic
amnesia was for the actual incident. He

after the procedure—and we will follow
the airman with FAA eye exams (FAA
Form 8500-7).

We are now also allowing bifocal
external contact lenses and intraocular
lenses. This also includes the Crystalens
and other accommodating lenses. The
applicant mustbeatleast 3 months post-
operative for cataracts and have one-
month adaptation for the multifocal
lens. The airman must still meet the
visual acuity standards in each eye.

[ refer you to the on-line Guide for Avia-
tion Medical Examiners to get all the details
on the requirements for medical certifica-
tion for these ophthalmologic procedures.

AASI Changes

We have added some more AME-
Assisted Authorization for Special Issuance
(AASI) medical conditions to the 24 we
already have on record. They include:
mechanical and bioprosthetic (tissue)
valve replacements, myocardial infarction,
anginapectoris, and coronaryartery disease
treated with percutaneous transluminal
angioplasty, stent, atherectomy, brachy-
therapy, rotablation, and bypass grafting.
Allofthese cardiac-related AASIswill be for
third-class medical certification only.

did have quite a bit of road burn and
a nasty laceration of his lower lip that
required some plastic repair. There were
no posttraumatic seizures.

Three months later, he reported his
accident to his AME while applying
for his certification renewal. While
Billy Bob may have been dumb for not
wearing a helmet, he brought all the
supporting documentation: the emer-
gency room and ambulance reports,
history, physical examination, discharge
summary, and CT scan reports. He
even obtained a status report from his
treating physician.

If you were Billy Bob’s AME, how
would you proceed with his medical
certification application?

We (Regional Medical Offices or
Aerospace Medical Certification Divi-
sion) will continue to perform the initial
medical certification for the condition
or evaluate the next recertification
testing before granting this capability.
Please note that if the airman requires
testing that is unusual for the condi-
tion, we will maintain the review here
at AMCD and not grant an AASI. We
will include, as an enclosure in the
authorization packet, the specification
sheet that lists what we require from
the airman and which situations the
AME s to defer decision-making to the
FAA. Be on the lookout in the on-line
Guide for the protocols so you can have
a “cheat sheet” posted in your office for
quick review.

We also just added an AASI for
testicular cancer. The specifications will
be much the same as for the recently
approved renal and breast cancer pro-
tocols. The testicular cancer AASI is for
all classes of medical certification.

Let’s flesh this out with 2 case presen-
tations that will test your knowledge of
the certification protocol for applicants
with head injuries.

Certification Issues and Answers

Answer: | hope you would defer the
medical certification or even phone the
regional office or AMCD. The FAA
categorizes such a closed-head injury as
moderate. This means that the airman
had loss of consciousness or alteration
of consciousness for more than one hour
but less than 24. Cognitive testing and
neurologic evaluations should not have
revealed any deficitsand there must not
havebeenany seizures. The requirement
is that the airman be deferred, and we
require a 6-month post-event observa-
tion period. After the 6-months have
elapsed, the airman would need to pro-
videadetailed and current neurological
status reportand would possibly require
neuropsychological testing.

Continued on page 4

Dr. Silberman manages the Aerospace Medical Certification Division at the Civil Aerospace Medical Institute.
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Certification from page 3

MANNY MOE SHICKELGRUBER, a
2 55-year-old auto repair salesman,

wasathome on vacation perform-
ing some overdue “honey-do’s.” While
working in his garage, the phone rang.
He was expecting a call from his 90-
year-old mother who was sick at home.
Rushing to respond, he tripped over his
tool box, fell, and struck his head on
the cement floor. He was discovered
by his wife about 4 hours later and
taken by ambulance to thelocal tertiary
care hospital. A CT scan of his head
revealed fractures of the right orbital
floor, zygomatic bone, and left greater
wing of the sphenoid bone. He also had
a contusion of the left cerebral hemi-
sphere and subarachnoid bleed. Manny
was unconscious for 25 hours and had
posttraumaticamnesia forabout3 more
days. No surgery was performed. A re-
peat CT scan one month later showed
resolution of the blood. He resumed his
normal activities, and a neurological
examination was negative.

Mr. Shickelgruber was a flight in-
structor as well and went to his AME for
an examination about4 monthsafterhis
accident. He was truthful and disclosed
the closed-head injury and the events
surrounding the incident. His AME
thought thatsince he was now “normal,”
he could issue a medical certificate for
full second-class privileges.

Should the AME have issued a second-

class medical certificate?

AME Guide from page 1
AMCD or RFS, these AASIs permit

an Examiner to reissue a third-class
airman medical certificate, provided
the applicant meets disease/condition
certification criteria and is otherwise
qualified.
Introduction of New Aerospace
Medical Dispositions

New evaluation data and aerospace
medical dispositions are provided for
intraocular devices, bladder cancer,

Answer: The AME should not have
issued any medical certificate! Even
though the injury did not appear to be
significant, theairman wasunconscious
for over 24 hours. He also had skull
fractures and intracranial bleeding.
The FAA defines this type of event
as a severe closed head injury. The air-
man had loss of consciousness and/or
alteration of consciousness for over 4
days. He also had orbital fractures and
a skull fracture.

Another quite important issue is
that he had a brain contusion and
subarachnoid bleeding. He was lucky
in his recovery, but that does not take
away from the severity of the injuries.
The FAA defines severe head injury as
one with LOC or AOC greater than
24 hours. This alone requires a 2-year
minimum period of grounding. Any
head injury, regardless of severity, in
which there is evidence of intracranial
bleeding—such as subdural or epidural
hematoma, subarachnoid hemorrhage,
or even a contusion—requires a 72772i-
mum of a 2-year grounding.

This AME should have obtained
emergency room and ambulance re-
ports, history, physical examination,
and CT scan reports. This would have
revealed the severity of the injuries,
so the AME should have deferred the
decision for medical certification. The
concern here is the increased risk for
seizures for 5 years after the injury.

.

breast cancer, melanoma, and renal
carcinoma.

We appreciate your kind comments
and support for the Guide and encour-
age your continued feedback.

)

Ms. Spinner is a program analyst in the
Office of Aerospace Medicine’s headquar-
ters office.
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DR. TILTON from page 1

drug and alcohol testing of FAA
employees, acrospace medical and
human factors research, and aerospace
medical education.

“Fred’shigh-caliber leadership expe-
rience and expertise in the aviation and
medical fields make him ideally suited
to be our nation’s Federal Air Surgeon,”
said Blakey.

Prior to joining the FAA in 1999,
Dr. Tilton was the corporate medical
director for The Boeing Company in
Seattle. Under hisleadership, hisdepart-
ment received the American College of
Occupational Medicine’s prestigious
Corporate Health Achievement Award
as one of the best industrial medicine
programs in the nation. From 1988
to 1991, Dr. Tilton was the regional
medical director at Boeing’s Wichita,
Kan., facility.

During a 26-year career with the
U.S. AirForce, Dr. Tilton logged 4,000
hours as a command pilot/senior flight
surgeon in trainers, transports, recon-
naissanceaircraft, and fighters. He flew
awide variety of aircraft, including the
F-15, T-38, RB-57F, C-141, and the
B-47. He spent 11 years in the medical
corps where he commanded a clinic,
was an F-15 physician-pilotand techni-
cal consultant, and held key positions
such as Chief of Flight Medicine in the
Surgeon General’s Office. He retired
from the Air Force in 1988 with the
rank of colonel.

Agraduate of the U.S. Military Acad-
emy, Dr. Tilton received both an MS
and a MD degree from the University
of New Mexico and an MPH from the
University of Texas.

He is board-certified by the Ameri-
can Board of Preventive Medicine in
both Aerospace and Occupational
Medicine. He is a Fellow of Aerospace
Medical Association and the American
College of Preventive Medicine.

.



AME Resources
New Pilot Safety

Brochure Available
Benefits, Risks of Laser Eye
Surgery lllustrated

Py Pt Avigriaon
[, -

Imfi@rmation for Pilots
Cinsidering Laser Eye Surgery

MORE THAN HALF of the civilian
pilots in the United States must
utilize some form of refractive correc-
tion to meet the vision requirements
for medical certification. While spec-
tacles are the most common choice for
aviators, recent studies show a growing
number of pilots opting for refractive
surgical procedures, which include laser
refractive surgery.

A new pilotsafety brochure describes
the benefits as well as possible pitfalls
that laser refractive surgery offers to
those considering these procedures. /-

formation for Pilots Considering Laser Eye

Surgery was written by Civil Aerospace
Medical Institute researchers Van Nak-
agawara, OD, Kathryn Wood, CPOT,
and Ron Montgomery, BS.

Three copies of the 12-page informa-
tional brochurearebeingsentto all avia-
tion medical examiners to help answer
questions that pilot applicants may ask
about the feasibility of obtaining laser
refractive eye surgery. Additional copies
of the brochure are available:

* online: www.faa.gov/pilots/safety/

pilotsafetybrochures/
e Phone: (405) 954-4831

AME Resources

New Aerospace Standards
Guide Published

Civilian Spaceflight on Horizon

By Mike Wayda

COMMERCIAL SPACE operations in-
tended to carry paying passengers
briefly into space are about to become
reality. One day soon, someone might
ask you to provide a flight physical for
a trip to outer space. Will you think
it’s a joke being perpetrated by some
smart-alecky sport pilot? If he insists,
will you know what kind of physical
examination to provide? Will you know
the correct forms to use and how to
process the paperwork?

TheFederal Aviation Administration
has not yet, and may never, establish
requirements for commercial space pas-
sengers, but a Civil Aerospace Medical
Institute technical report that has just
been published can act as guidance
for you and your staff if a potential
passenger requests medical clearance.
Because you need to be aware of this,
you may want to familiarize yourself
with the contents of this publication
to be prepared for the eventual rush to
outer space exploration by passengers
and crewmembers.

The Office of Aerospace Medicine
hasrecently published general guidance
for operators of manned commercial
aerospace flight about the medical
assessment of prospective passengers.
Entitled Guidance for Medical Screen-
ing of Commercial Aerospace Passengers,
the nine-page report was designed to
identify individuals who have medical
conditions that may resultinan inflight
medical emergency or inflight death,
or may compromise in any other way
the health and safety of crewmembers
and passengers aboard a commercial
aerospace vehicle.

Spaceflightexposesindividualstoan
environment thatis far more hazardous
than what is experienced by passengers
who fly on airline aircraft. With orbital
and suborbital flights coming in the

near future, pre-existing medical condi-
tions can be aggravated by exposure to
environmental and operational stressors
such as acceleration, microgravity, and
solar/cosmic radiation.

The publication, an Office of
Aerospace Medicine technical report,
is co-authored by Dr. Melchor J.
Antuifiano (Director, Civil Aerospace
Medical Institute) and a baker’s dozen
of other expertsin the field of aerospace
medicine. To read Guidance for Medical
Screening of Commercial Aerospace Pas-
sengers, access it on the Internet at:

www.faa.gov/library/reports/medical/
oamtechreports/2000s/2006/

>

QUICK FIX

Airman Addresses Must Be
Correct on Applications for
Medical Certificates

By Richard ‘Dick’ Jones, MD

PROBLEM: A significant problem has
been detected relating to the addresses
recorded on FAA Form 8500-8’s notal-
ways being theairman’s currentaddress.
This problem apparently arises when
an address from an old examination is
used, instead of a new address reported
on an application when an airman has
moved since the last examination.

REesurt: If the airman’s address is
not accurate, it becomes problematic
for the Aerospace Medical Certifica-
tion Division to correspond with the
applicant when additional information
is needed. Letters are often returned as
undeliverable or significant delays are
encountered before the airman receives
theletterand can respond to the request.
Needless to say, the airman becomes
angry with everyone involved.

SoruTioN: Only the information on
the current application for a medical
certificate should be transcribed onto
the transmitted examination. Do not
rely on previous examinations to obtain
current demographic information.

Dr. Jones manages the Civil Aerospace Medi-
cal Institute’s Aerospace Medical Education
Division.
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Getting More CME for
Your Money at AsMA

Make the most of your options at
the annual AsSMA meeting

By Richard ‘Dick’ Jones, MD

HE FAA wiLL be offering an
TAME Theme Seminar at the

Aerospace Medical Association
(AsMA) Annual Scientific Meeting in
Orlando, Fla., May 15-18. We have
learned from the experience of con-
ducting these seminars at many AsMA
meetings that some AMEs have dif-
ficulty deciding which meeting fee to
select and how to obtain seminar credit
versus Continuing Medical Education
(CME) credit. I will try to clarify all of
your options.

I first want to make it clear that the
registration fee you pay goes entirely to
AsMA, even if you elect the FAA-AME
Seminar rate. This money covers the
expenses AsMA incurs in organizing the
meeting, paying for our meeting space,
and audio-visual support. None of the
money is given to the FAA!

The theme of this seminar will be
Cardiology, which is accredited for 19
Category-1 hours by the ACCME, 17.5
hours by the American Academy of Fam-
ily Practice, and 19 category 1-B hours by
the American Osteopathic Association.
We will grant CME credit on an hour-
per-hour basis for each of our sessions
you attend, but you MUST complete the
FAA’s official course document to verify
attendance.

If you desire credit for attendance at
an AME Theme Seminar to satisfy our
refresher training requirement, you will
need to either:

e Attend the entire seminar, or

o Attend selected lectures considered

“core,” and supplement the core hours

with enough AsMA lecture hours to

total 19 hours of Aerospace Medicine-
related topics (this will give you the
equivalent of an entire seminar).

Dr. Jones manages the Aerospace Medical
Education Division at the Civil Aerospace
Medical Institute

IMPORTANT: YOU MUST BE PRESENT AT
THE FIRST FAA SEMINAR SESSION (10:00
A.M. MONDAY) TO REGISTER FOR THE SEMI-
NAR AND TO RECEIVE COURSE DOCUMENTS
IF YOU WISH TO BE GIVEN CREDIT BY THE
FA A FOR ATTENDING A SEMINAR!!!

Meeting participants who will attend
only FAA seminar lectures are entitled
to the FAA-AME Seminar rate of $240;
any AME electing this rate is entitled to
listen to AsMA presentations of interest,
but remember, you must attend our core
lectures to receive credit for seminar at-
tendance, and youwill notget CME credit
for any AsMA sessions attended for this
rate. Anyone planning to supplement FAA
hours with AsMA hours for CME credit
will need to pay the appropriate AsMA
member ($370) or non-member ($470)
fee thatincludes CME, and you will need

to complete AsMA CME paperwork. The
FAA cannotgiveyou CME credit for FAA
seminar lectures you did not attend or for
AsMA presentationsyou did attend. Note,
there is another category of fees, largely
applicable to international attendees—for
those who do not need or want CME
credit ($245 for members of AsMA and
$330 for non-members).

As in the past, we have scheduled our
seminar in such a way as to permit our
AMEs to participate in other meeting
activities, such as poster sessions, exhibits,
and luncheon meetings. We hope you
choose thisseminarto fulfillyour require-
ment for refresher training. The AsMA
meetings are a wonderful alternative to
obtaining AME Theme Seminar credit
at the usual FAA venues.

>

Aviation Medical Examiner Seminar Schedule

2006
May 15 - 18 Orlando, Fla. (AsMA) Cardio (3)
June 12 - 16 Oklahoma City, Okla. Basic (1)
July 14 - 16 Albuquerque, N.M. N/NP/P (2)
August 4 - 6 Washington, D.C. AP/HF (2)
September 11 - 15 Oklahoma City, Okla. Basic (1)
September 22 - 24 Atlanta, Ga. OOE (2)
December 11 - 15 Oklahoma City, Okla. Basic (1)

CODES
AP/HF Aviation Physiology/Human Factors Theme

CAR Cardiology Theme

OOE Ophthalmology - Otolaryngology - Endocrinology Theme

N/NP/P Neurology/Neuro-Psychology/Psychiatry Theme

(1) A 4%-day basic AME seminar focused on preparing physicians to be
designated as aviation medical examiners. Call your regional flight surgeon.

(2) A 2%>-day theme AME seminar consisting of 12 hours of aviation medical
examiner-specific subjects plus 8 hours of subjects related to a designated
theme. Registration must be made through the Oklahoma City AME Programs
staff, (405) 954-4830, or -4258.

(3) A 3%-day theme AME seminar held in conjunction with the Aerospace
Medical Association (AsMA). Registration must be made through AsMA at (703)
739-2240. A registration fee will be charged by AsMA to cover their overhead
costs. Registrants have full access to the AsSMA meeting. CME credit for the
FAA seminar is free.

The Civil Aerospace Medical Institute is accredited by the Accreditation Council
for Continuing Medical Education to sponsor continuing medical education for
physicians.
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CONGRATULATIONS

Dear Editor:

| want to congratulate Mr. Doug
Burnett on his winning [CAMI]
Employee of the Year. It is well
deserved. The week I spentin Okla-
homa, he was extremely helpful
with my problems and questions. |
hope he is there to help us medical
examiners for many years.

David Rosenberg, MD

Haverstraw , NY

CONTACT INFORMATION

Dear Editor:

I have contacted the AME staff[in
the Aerospace Medical Education
Division]and was told that | was
eligible for a computer update as
an alternate to attending a seminar
in person. | was transferred to a
computerupdate person ....Isthere
another contactnumber, preferably

TiTLe/
RESPONSIBILITIES

AME Program
Assistant: AME
records

Supply Clerk:
distribution of all
FAA AME forms
and brochures

Training Assistant:
all Distance

NAME
Deanie Davis

Gail Gentry

Sharon Holcomb

CAPAME, &
MAMERC) for
AMEs

Denise Patterson |Training Assistant:
Basic AME
Seminars Theme
AME Seminars

Bobby Ridge Program Analyst

and Military/
Federal Region

Education software
issues

AME Program
Manager

Ridge Smith

Doug Burnett

Education (MCSPT,

for the International

Backup of all above

E-mail, for getting the Web site for
the computer upgrade for AME?

I would think E-mail would be
more efficient use of time than
phone for many services and re-
guestsand an email address would
be included with most phone list-
ings in the Medical Bulletin.

Charles Severs, MD

Louisville, Ky.

Dear Dr. Severs:

These were last provided in the winter
2003 issue (Vol. 41, No. 4, p. 8), but new
AME:s should know how to contact the ap-
propriate training staff members who can
help with their training needs. In the table
below are the names, areas of responsibil-
ity, and contact information for Aerospace
Medical Education Division staff:

E-MaiL ADDRESS PHonE (405)

Deanie.Davis@faa.gov | 954-4257
Gail.Gentry@faa.gov | 954-4831
Sharon.Holcomb@faa. | 954-4829
gov
Denise.Patterson@faa. | 954-4830
gov
Bobby.Ridge@faa.gov | 954-4832
Ridge.Smith@faa.gov | 954-4379
Doug.Burnett@faa.gov | 954-6214

HEART STATISTICS

Dear Editor:

Iworkinthe Aerospace Medicine
office at the Navy Bureau of Medi-
cine and Surgery in Washington,
DC. We have a Navy flight officer
requesting a waiver for flight du-
ties. He has a history if MI, and is
about 1% years post single-vessel
CABG of his LAD artery. We found
the table on page 11 [FASMB, vol.
43-4] very interesting in view of the
current request for waiver. Is there
any way to tell how many of the
pilots with a 1%t- or 2"-class license
and history of Ml and had only a
single CABG procedure?

Our officer also has a 30%
stenosis of another artery. Would
that have any bearing on granting
waiver for an FAA license?

Jim Black,
Washington, D.C.

Dear Dr. Black:

I cannot separate out from our data the
number of bypassed vessels. All 1~ and
2"_class airmen cases are reviewed by a
panel of from one up to five cardiology
consultants. We surely have granted issu-
ance to cases that you mention. The FAA
does not have a maximal percentage of
vessel obstruction in its thought processes
in granting medical certification to such

individuals.
Warren Silberman, DO, MPH

Manager, Aerospace Medical
Certification Division

You are encouraged to take advantage
of this forum to discuss important issues
pertaining to airman medical certifica-
tion. Let us hear from you.

Contact:

FAA Civil Aerospace Medical Institute
P.O. Box 25082, AAM-400
Editor, FASMB
Oklahoma City, OK 73125
E-mail: Mike Wayda@faa.gov
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An Airman with Myasthenia Gravis
Case Report, by Dr. Nidal EI Rimawi, MD

This case report describes a 63-year-old airman applying for renewal of his 3*-class medical certificate. The airman
has a history of myasthenia gravis under control with medications. Medications include Mestinon (pyridostigmine),
Imuran (azathioprine), and prednisone.

History and Physical Findings
r l YHIS 1S A 63-year-old man in good
general health. He had been
flying for both business and
pleasure for many years when, in 1995,
he presented to his aviation medical
examiner (AME) with a 12-month his-
tory of easy fatigability. He underwent
testing and neurological evaluation.
The airman was given a diagnosis
of myasthenia gravis. He was placed
on Mestinon (pyridostigmine) with
dramatic resolution of his symptoms.
Subsequent neurological evaluations
were completely normal. He did not
experience any side effects from his
medical therapy. He exercised daily with
a combination of acrobic conditioning
and light weight training.

On his most recent aeromedical
evaluation, he reported a history of
environmental allergies, a hospitaliza-
tion after an MVA 26 years ago, and
his previously reported myasthenia
gravis. His AME found him to be
in good general health with a BP of
122/82 and HR of 76. Physical exam
was unremarkable. His near vision was
reported as 20/50 correctable to 20/25
and distant vision was 20/25 corrected
to 20/20. The airman reported using
glasses for near vision correction while
flying. All other aspects of the physical
exam were normal.

Arecent neurological evaluation was
added to hisapplication. Thisindicated
that he has continued to be symptom-
free, despite his diagnosis of myasthenia
gravis. He had a normal neurological
exam and was reported as being physi-
cally active.

Continued on page 9

Dr. Nidal El Rimawi was a resident in
aerospace medicine on rotation at the Civil
Aerospace Medical Institute when he wrote
this report.

MyAsSTHENIA GRAVIS

Myasthenia gravis (MG)has been associated with a decreased number of
muscular ACh receptors.! These receptors are targeted for destruction by the
presence of anti-acetylcholine receptor antibodies (AChR-ab). Both sensitized
T cells and B cells are involved. The sensitized T cells are responsible for
the key receptor damage. The thymus is also involved in this process and its
surgical removal often causes improvementin disease severity.! The pathology
also involves ACh receptor blockade at the post-synaptic level. This partly
explains why acetylcholinesterase inhibitors (and therapies that reduce the
amount of ACh-ab) have such a strong, positive effect.

This disorder has an overall prevalence of 1 in 25,000 in the United States.
The female to maleratiois 6:4. The overallincidence is 2-5 per million peryear.?
It has bimodal incidence peaks occurring in females in the second and third
decades and in men during the fifth and sixth decades. There is some overlap
between MG and other autoimmune diseases and scattered case reports of
familial occurrence, which suggests a partial genetic predisposition.t

Clinically, MG patients present with fatigability and weakness of skeletal
muscles. They generally do not have reflex, sensory, or coordination ab-
normalities. Many cases initially involve ocular muscles. Weakness of other
muscles innervated by cranial nerves results in loss of facial expression,
everted lips, a smile that resembles a snarl, jaw drop, choking on foods and
secretions, and slurred speech. The majority of cases that begin with ocular
involvement become generalized over time. Under periods of physical stress,
such as infection or surgery, the disease may precipitously worsen. This may
cause severe weakness and, rarely, life-threatening failure of the respiratory
muscles.?

MG can be classified by the Osserman scale: Grade | is ocular disease
only, Grade Il is generalized weakness of mild (Ila) or moderate (l1b) intensity,
Grade Il is severe generalized disease, and Grade |V is “myasthenic crisis”
with respiratory failure.®

A British study conductedin 1995 showed evidence that there was improve-
ment in physical strength with treatment. However, in cases where there was
memory impairment, this impairment did not improve with treatment; this was
measured by various memory tests and an auditory vigilance test.*

A number of disorders may mimic MG, including other disorders of neu-
romuscular transmission, metabolic or toxic syndromes, and neurogenic
weakness. Botulism and Lambert-Eaton myasthenic syndrome (LEMS) can
cause both fatigue and opthalmoplegia.! Certain drugs (including penacil-
lamine, curare, aminoglycosides, quinine, procainamide, and calcium chan-
nel blockers) may cause similar weakness syndromes or exacerbate MG.
Hyperthyroidism or Graves’ disease may also mimic or worsen MG, as can
cranial nerve abnormalities.
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His current medications are Mesti-
non 60mg every 4 hours and 180mg at
bedtime, Imuran (azathioprine) 75 mg
daily, and prednisone 5mg every other
day. Healso takes Prilosec (omeprazole)
and Claritin (loratadine) as needed.
None of these medications were new
and had been previously reported for
purposes of obtaining a past 3"-class
certificate.

Evaluation

Evaluation of MG includes time
endurance tasks to monitor fatigabil-
ity, lab tests, and chest X-rays. The lab
tests should include thyroid function
tests, antithyroid antibodies, ANA, and
voltage-gated calcium-channel antibod-
ies. Recently, commercially available
immunoprecipitation tests have made
detection of ACh-R antibodies in the
serum a helpful possibility. Thymomaor
thymic hyperplasia should be ruled out
by CT scan or MRI of the chest. !

Treatment

Treatment of MG consists of anti-
cholinesterase inhibitors to inhibit the
enzymaticelimination of acetylcholine,
thereby increasing its concentration
at the post-synaptic membrane. Im-
munomodulation is usually necessary.
Corticosteroidsare the principal agents
used forimmunomodulation. Alternate
day dosingisrecommended to lessen the
side effects and should be tapered to the
lowest effective dose. Cytotoxic thera-
pies such as azathioprine are helpful in
some cases, as are immunosuppressive
agents such as cyclosporine.!

Most MG patientslead normallives,
butlifelong immunomodulation is often
required.’

Aeromedical Disposition

Thisairman hasa chronic, dynamic
disease process. Although treated ad-
equately for symptoms of weakness,
there are still concerns that physical
or mental stress may create a flare up,
surpassing the medications’ capacity
to prevent the symptoms. This is why
the airmen are always reminded that,
under 14 CFR, Part 61.53, they should
notknowingly operate anaircraftwhile
a medical condition or medication

Continued on page 11

Profile of a Manager: Steve Smiley

By Lynn McCloud

You don’t go anywhere unless you support your people.”

HAT’S THE VOICE of
experience speaking.
Steve Smiley, Manager

of the Medical Review and Ap-
peals Branch came to his job at
the Civil Aerospace Medical
Institute (CAMI) after 30 years
in the U.S. Air Force. He was
a Chief Master Sergeant and
supervised 1,700 employees
as the career manager for Aerospace
Medical Specialists.

Now, Smiley is five years into his
job leading 51 federal employees with
one of the highest profile assignments
in the FAA — reducing the backlog
of processing individual pilot medical
certification cases.

High profile, indeed. Every year
at EAA AirVenture (more familiarly
known as the Oshkosh Air Show) one
or more pilots will stand up in the
Meet the FAA session and quiz the
FAA Administrator, “Why is it taking
so long for my medical?” Reducing the
backlog of pilot medical certification
cases is one of the top objectives in the
AVS business plan.

Nearly 5,000 FAA-authorized Avia-
tion Medical Examiners (AMEs) per-
form up to about 450,000 pilot exams
ayear. Of those, 95% are clear-cut. The
paperwork goes to CAMI and the pilot’s
medical certificate (first-class, second-
class, or third-class) is automatically
processed.

But, for the other 5% — cases that
might be disqualified due to medical
or medication reasons — the AME
and/or the treating physician’s report is
reviewed by one of the legal instrument
examiners. Then, based on established
protocols, the examiner allows the
certification, denies the request, or
seeks additional information from the
pilot or one of the seven physicians in
the Aerospace Medical Certification
Division (AMCD).

“Thelargest reason we deny,” Smiley
explains, “is for the medications the
pilot is taking.”

It is detailed, painstaking
work that requires focus and
accuracy. Smiley sees his role
as providing his employees
“what they need to do their
| jobs.” Much of what Smileyand
CAMI provides is, of course,
| tools, equipment, and training.

Those are givens. But more

than those, Smiley says, are the
intangibles, which, not surprisingly,
center on the FAA core values. Safety,
of course, since that’s the mission of
the branch — making sure pilots are
safe to fly — but there’s also quality,
integrity, and people.

“I need to listen... I need to hear
their concerns, whether it’s personal
or job related.”

Smiley sees focusing on people as key
to being successful. “I need to listen,”
Smiley says, “upward to my superiors
but, just as importantly, to my em-
ployees. I need to hear their concerns,
whether it’s personal or job-related.”

Smiley formalizes communica-
tions with quarterly branch meetings,
supervisor meetings once a week, and
biweekly sessions with supervisors and
thebranch’sfour qualityassurancestaff-
ers. But he also believes in less formal
communications, such as an open door
policy and making himself visible in
the branch. Recognition is important,
he adds. That doesn’t necessarily mean
plaques and certificates. “It’s just as
valuable to walk around and recognize
employees for a good job.”

He reads leadership books — Lead-
ership and the One-Minute Manager is
clearly visible in his office. Yet, Smiley
says he learned the most about leader-
ship from “the experience of working for
good leaders.” Those were the teachers of
what he sees as one of the most impor-
tant lessons for managers: “My success
depends on myability to help others get
the best out of themselves.”

)

Reprinted from winter 2004 issue of
Leading Edge.
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Peripheral Vascular Disease With
Vertebrobasilar Insufficiency
Case Report, by Donald Christensen, DO, MPH

The obstruction of any major vessel of the body is considered disqualifying

for any pilot classification. However, after successful surgical intervention

and correction, an airman may seek certification from the Federal Aviation

Administration.

History

60-YEAR-OLD male, 2" -class
agricultural spray pilot with
history of hypertension, hy-
perlipidemia, and heavy tobacco use is
being considered for a special-issuance
medical certificate after a prolonged
2-year recovery period following vas-
cular surgery. Initially, he experienced
frequent episodes of dizziness and one-
sided vision loss. A diagnostic workup
thatincluded color carotid duplex stud-
ies revealed significant bilateral carotid

atherosclerotic plaque disease.

He subsequently underwent bilat-
eral carotid endarterectomies without
sequelae. He remained asymptomatic
for approximately 15 months, then he
experienced a few transient ischemic
attacks , a single syncopal episode, and
acute symptoms of a left-sided stroke.
Hisstroke symptoms manifested as left-
sided hemiparesis with dysarthria and
intermittent global gait disturbances;
these symptoms did not improve, de-
spite aggressive thombolytic therapy.
MRA studies revealed 90% stenosis of
the left vertebral artery near its origin
at the left subclavian artery. The right
vertebral artery was also stenotic, but
to a much less degree.

A head MRI revealed a small tha-
lamic infarct consistent with his degree
of vertebrobasilar vascular disease.
He underwent a left vertebral artery
transposition to the leftinternal carotid
artery without surgical complications.
His post-hospital treatment consisted

of daily aspirin therapy, triple medi-
cation regime for hypertension, and
single medication and diet control for
hyperlipidemia.

Threeyearshave passed since hissec-
ond vascular surgery. He has regained
full use of his extremities through
vigorous physical therapy. He reports
no further spells of focal transient
neurological deficit or syncope. Spe-
cifically, he denies symptoms of vision
disturbances, difficulty swallowing,
focal numbness, weakness, or incoor-
dination. However, he has a residual
mild degree of speech slurring that is
manifested mainly when fatigued.

Since this airman had significant
peripheral vascular disease with surgical
intervention, heisineligible for medical
certification under Title 14 of the Code
of Federal Regulations Part 67.309 (a)
2 or 3. The aviation medical examiner
(AME) should defer the issuance of a
medical certificate to the FAA for final
disposition (1).

Aeromedical Considerations

The obstruction of any major vessel
of the body is considered disqualifying
for any pilot classification. However,
after successful surgical intervention
and correction, an airman may seek
certification from the FAA under Title
14 CFR 67.401, Part 67. The Guide to
Aviation Medical Examiners recom-
mends that subspecialty consultations
in vascular, neurology, and cardiology

Continued next page>

Lz. Col. (Dr.) Christensen is a resident in aerospace medicine at the USAF School of Aerospace
Medicine, Brooks City Base, Texas. He wrote this article while on rotation at the Civil Aero-

space Medical Institute.
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Background

Despite significant medical ad-
vances, atherosclerotic coronary
artery disease and cerebral stroke
disease are responsible for more
deaths than all other causes com-
bined (2,3). Hemorrhagic and or
thrombotic strokes will affect more
than 700,000 Americans this year
(4,5). Stroke is the third-leading
cause of death and the leading cause
of long-term disability in the United
States (6).

Adverse neurovascular events can
manifest as many clinical or global
signs and symptoms. Clinical signs
usually provide a reference to the of-
fending portion of the involved arterial
system. The neurovascular system
canbedescribed asacommunicating
network between the internal carotid
and vertebral arteries. The carotid
arterial system perfuses the eye and
the anterior and middle portions of
the cerebrum. The vertebrobasilar
arterial system perfuses the medulla,
pons, midbrain, thalamus, cerebel-
lum, and the occipital cortex (7). The
two systems are anastomosed by the
Circle of Willis. The two posterior com-
municating arteries and the anterior
communicating artery actually make
up the circle.

Normally, an occlusion in any vas-
cular structure results in a disastrous
outcome. Thatis not the case with an
occlusionin vessels that make up the
Circle of Willis. An occluded vessel
among the vertebrobasilar circula-
tion is not an uncommon finding in
the elderly population. It does not
create a significant problem when
the contralateral vertebral artery is
patent. This situation does not call for
an urgent need for heparin or throm-
bolytics, as the Circle of Willis collat-
eral circulation has compensated for
the loss of the one vertebral artery.
Surgical intervention for an occluded
vertebral artery (anywhere along its
path) is only considered when there
are neurological symptoms present,
and there is significant occlusive dis-
ease present in the “other” vertebral
artery. The most common surgical
approach is a transposition of the
involved vertebral artery directly into
the ipsilateral internal carotid artery,
thereby re-routing blood flow around
the stenotic vertebral occlusion (8).
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be submitted for special issuance con-
sideration for those with atherosclerotic
vascular disease with evidence of circu-
latory obstruction and history of acute
vision loss with TTA and syncope with
unilateral paralysis. Insituations such as
this, not only does the airman need to
show successful recovery from vascular
surgery but also provide evidence that
there are no neurological deficits or
signs of other cardiovascular disease,
especially of the coronary arteries.
Therefore, for all classes, submission to
the FAA will include bilateral carotid
ultrasounds, 2-D echocardiogram, 24-
hour Holter monitor, and brain MRI.
Any priorarteriogram may be submitted
but is not required. A graded exercise
tolerance testisalso indicated, given the
high probability of coronary artery dis-
ease in the presence of cerebro-vascular
disease. In light of this individual hav-
ing a cerebral vascular event, the AME
should provide the FAA with a brief
description of the airman’s functional
capabilities. Specifically, comments

MG from page 9

effects prevent the airman from meet-
ing the medical requirements for the
safe operation of an aircraft under 14
CFR, Part 67.

The medications themselves may bea
concern in some cases. In this case, the
patient is on Imuran, an immunosup-
pressant. Its main interactions are with
gold, antimalarials, penicillamine, and
allopurinol. It has an increased cancer
risk if taken with or after alkylating
agents. Imuran may also cause a leuko-
penia or anemia if taken with ACE in-
hibitors, and it may antagonize warfarin.
It has the following side effects: severe
leukopenia and/or thrombocytopenia,
secondary infections, mutagenicand car-
cinogenic potential, nausea, pancreatitis,
hepatotoxicity, rash, and alopecia.

The airman is also on Mestinon, a
cholinesterase inhibitor. It may reverse

on any degree of impairment as mea-
sured by strength, range of motion, or
pain. Post-event rehabilitation is very
important to ensure the airman is able
to safely perform all necessary flight
duties. The FAA also requires a 2-year
grounding period following any TIA

experience.

Certification Outcome

Upon review of this airman’s submit-
ted medical records, the FAA granted this
airman a 3"-class medical certificate.
Their final determination considered
the facts of a nearly complete resolution
of prior symptoms, no additional symp-
toms, anormal neuro-and cardiovascular
workup, as well as a 3-year period of
recovery. Additionally, this airman was
warned toimmediately reportany further
symptoms that may develop. This case
is a simple illustration of how important
itis for an airman to provide proper and
detailed medical records when request-
ing special issuance for a disqualifying
condition. When all such records are
received, only then can the FAA make
an informed medical decision.

the effects of non-depolarizing muscle
relaxants and it is antagonized by atro-
pine. It may cause GI upset, increased
salivation and bronchial secretions,
miosis, diaphoresis, muscle cramps, and
(rarely) weakness.

Theairman seems to representa case
in which the medication side effects are
minimal-to-none, and the condition has
been fairly stable over a long period of
time. He will need to show neurologic
status evaluations at the time of renewal
of his certificates and have statements
from his treating physicians document-
ing any changes in medications or his
overall condition.

Outcome
The airmen was granted a 3"-class
certificate, and the case will be regularly
reviewed for future special issuance.
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